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THE PROGRESS
OF NATIONS

The day will come
when the progress of nations will be
Judged not by their military or economic
strength. nor by the splendour of
their capital cities and public buildings.
but by the well-being of their peoples:
by their levels of health. nutrition and education:
by their opportunities to earn u fair reward for their
labours: by their ability to participate in the
decisions that affect their lives; by the respect that is
shown for their civil and political liberties;
by the provision that is made for those who are
vulnerable and disadvantaged: and bv
the protection that is afforded to the growing minds
and bodies of their children.
The Progress of Nations. to be published annually
by the United Nations Children’s Fund. is a

contribution towards that day.




Newly independent nations

Because comparable data are not vet available. newl
independent countries are not adequately represented in this
first issue of The Progress of Nations. Tt is hoped that more
data on social indicators will be available in time for inclusion in

the 1994 edition.
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The industrialized
world is entering an
age of doubt about
material progress.

But for a billion
people in the world,
material progress
holds out the hope of
adequate food.
clean water. safe
sanitation. decent
housing. reliable
heaith care. and at
least a basie

education.

This is a definition
of progress which
remains entirely
valid. And itis one
with which the resi
of the world must
keep faith.




he industrialized world is enter-

g an age of doubt about mate-
rial progress. Many of its citizens are
experiencing what the economist
Robert Heilbroner fas called “the
startled realize
of life is worse-

u that the quality

...that peopie who
are three or fise or ten times richer
thau their grandparents do not secin
to be three or five or ten times happier
or more coutent or more richly devel-
nped as human beings.” Coineiding
with such doubts is the gradual real-
ization that such progress is also no
fonger limitless. that what was once
the clear and infinitely extending
korizon of material advance is now
hecoming eloser and darker as eco-
logical limits loom.

But for at least a billion people in
the world. material progress has very
different connotations. It holds ont
the hope of adequate fowd, clean
water. ~afe sanitation. decent hous-
ing. reliable health care. and at lea<t
a basie edueation. Thisisa definition
of progress which remains entireh
valid, And it is one with which the re<t
of the worid must keep faith,

Disillusionment

Ithe 1900<and 1970-, hopes rode
high that national and international
effort would <oon enable all people
tomeet these needs, But over the last
decade. such hopes have been
replaced by a widespread disillusion-
ment. a sense that development has
not worked. a feeling that the effort to
end evils of absolute
poverty has been tried and failed.

Thix perception is wrong on both

the worst

counts: it has not been tried: and it
has not 1ailed.

Atavery rough estimate. the gin
ernments of the developing countries
have heen devoting. onaverage. only
about 10% of their annual budgetsto
nutrition, water suppiv. primar
health care. primary education, an |
familv planning. Similarly. onh
about 10% of all international aid for
development has been specificalls
devoted to these purposes. This
means that many governments of the
poor world have been spending les
on meeting human needs than on
meeting military bills and debt-<er-
vicing ohligations. And it means that
the total amorunt of aid being given for

Q
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Keeping faith
with progress

Anintroductionto The Progress of Nations

the specifie purpose of meeting these
most obvions and basic of human
needs is less than the amount that
the peaple of the industrialized world
spend each vear on sports shoes.

A serious attempt to meet mini-
nuun human needs has therefore not
vet been made.

Forty vears of progress

ihat time. then it would by now have
heen largely aceomplished: we would
today he living ina world in which
mas~ hunger. malnatrition. and pre-
ventable disease were things of the
past. and it is fair to assume that it
would also be a workd with less civil
conflict. slower population growth.
and more manageable environmental
problems.

Yet despite this less than all-out
effort. the majority of people in the
developing world have progressed to
the point at which their minimun
needs are being met.

Thi~ mav come as something of a
surprise to many people inthe indus-
trialized nations. where information
about the developing world comes
almost exelusively frommew < reports
ofitsdisastersand appeals for mones
ta meet its needs. But the fact~ are
that in little more than one genera-
tion. average real incomes have more
than doubled: child death rates have
been more than halved: malnutrition
rate~ have heen reduced by abont
0%z life expectaney has inereased by
about a third: the proportion of chil-
dren enrolled in primary school has
risen from less than half to more than

three quarters:and the pereentage of

rural families with aceess to <afe water
hasrisen fromless than 10% tomore
than 60° .. In the meantime. the pro-
portion of couples using modern con-
traceptive methods has risen from
almost nothing to more than 50"«
atidd average family size 1= now falling
in almost every country.

Such statisties hide great failure-
and great disparities: poverty, oppres-
sion. and exploitation are alive and
well, But by any realistic standards,
the progress made in the last 40 vears
has been remarkable, And if the task
of meeting minimum human needs
had been given anv real prioritv over

The old and the new

There isaclear danger, in the vears
ahead. that the combination of an
unjustificd  disillusionment  with
development.and an understandable-
preoccupation with uew challenges,
may cause the internationai comnn-
nity 1o hestow even more neglect on
theissie Vhasic materal progreess for
it~ poorest members,

Thi~ woutd D & mistake both in
principle and in practice. For a
renewed cffort to overcome the age
old problem of absolute poverty 1=
essential if the world i~ to meet the
new challenge<that lie ahead. Ashet-
ter nutvitional health wonld improve
productivity. o it wonld allow the
poor to mahe economic progress, As
education would enable people to par-
ticipate in political and ceonomice life.
so it would foster the demnocratic
process. As primary heulth care
would give people more confidence in
the survival of their children, so it
would lead to smaller families and
slower population growth. And as
material progres= wonld ease dav-to-
dayv pressures and give the poor a
stake m the future seitwould help to
protect the emvironinent,

The case for renewed national and
international efforts to meet mini-
nunn human needs is therefore more
compelling tharrever as the 20th een-
tury drawsto a close.

The task is also more achievable

thanever before, Advancesinknowl.
edge and technalogy mean that many
of the most serious problems conld be
overcome at relatively low cost. And
inrecentyears. the developing world
has built up it~ infrastrueture and
communications capacits tothe point
where it i~ capable of hringing these
advancesto virtuatly all it= eitizen-,

As evidence of this. one need look
ne further than the rise o immu-
“l?,illi“ll l('\ﬂ‘l\ et recent vears.,

A decade ago. fewer than 20% of
infant= in the developing world were
being immunized against the major
vaceine-preventable diseases, By the
mid-1980x. manv nations had begun
to tuke seriously the WHO/UNICEF
target of 80% o imnmmization by the
eud of the decade, Inthe great major-
itv of develuping countries. that goal
was reached. And the results have
been  predictably <pectacular.
Approximately 3 milhon voung lives
avear are heing <av ed:imknown mil-
lions are being protected from dis.
ease-induced malnnirition (see page
153 and approsimately 3 miliion chil-
dren are growing up normalhy whe
would have heen erippled by polio
were it not for the rise in innniniza-
tion over the Last ten vears.,

The anderh g significanee of thi-
achievement is that 80" immnniz-
tionr impliewa<sstenof suppls. train-
ing. mandgenent. camnmupnications.
and delivery. that iscapable of getting
the right vacenes at the right time
and at the right temperature to over
100 million infant~ a vear on fonr or
five separate oceasions during their
first vear of life However inperfect
that sv=tem <till may beo nothing
could more copvineingly demon.
strate that the developing nations
naw have the capacity topnt the maost
basic and important benefits of
progress at the disposal of alinost all
of their people.

Political commitment

Advances in knowle:dge. technol-
ogv. cost reduction. and outreach
capacity are not enough. The political
determination to get the job done is
alzo essential. aied too often this has
been the missing link.

In the case of the immunization
achievement. that determination was
forged m many different wavs. But




In little more than
one generation,
average real
incomes have more
than doubled; child
deathrates have
been more than
halved:
malnutrition rates
have been reduced
by about 30%:; life
expectancy has
increased by about a
third: the
proportion of
children enrolled in
primary school has
risen from less than
half to more than
three quarters; and
the percentage of -
rural families with
access to safe water
has risen from less
than 10% to more
than 60%. Inthe
meantime, the
proportion of
couples using
modern
contraceptive
methods has risen
from almost nothing
to more than 50%.
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the commeon elements were a clear
and measurable goal. a public com-
mitment to that goal by pelitical lead-
ers (virtuallv every president and
pritne minister in the developing
world formalls ~signeda conmitment
to the immunization goal in the
1980s). and the mobilization not just
of health services bt of ahmost every
other organized resource - the
~chools. the mass media. the religions
orders. the non-gosernmental orga-
nizations. the business community,
and the professional organizations.
Without such amohilization, goals
and targets have often been mere
rhetorie, pronnses wade an public
platforms. echoing ever more faintly
down the vears. But with sustained
public support. ~pecific social goals
can help to catalise progress: they
can serve as a stinntis te long-term
cffort, a= a local pont for manage-
mentin ohjectives asarommon aim
o all who collaborate in an enter-
prise. aed as a lever for raising pub-
lic awareness and political pressure.

World Summit

Asthe 1990s began. it beearne clear
to miany that a new potential existed
for meeting miniminm human needs.
Decades of relatively small-scale
experiments had ~hown that child
malnutrition conld be at least halved
by new and affordable approaches.
that virtually all of the major child-
hood diseases could be prevented or
treated at very low cost. that new tech-
nologies and community-based
strategies condd make elean water
affordable and available to all. and
that providing at lrast a basie eduea-
tion for every child was by no means
bevond the b= of possibility, At
the same time. the immuonization
achievement was showing. in dra-
mnatie fashions that the outreach
capacity i existed to make these
advanees available not just to the few
hut to the manv.

Ianattempt o focps attentionon
this potential. a World Summit for
Childrenwasconvenedat the United
Nations in September of 1990, Tt was
attended by a majority of the workl™s
political leaders. and its principal out-
conie wasa rormitnient to a range of
new goals to be achieved by the vear
2000. These goals, cach one reflecting

~peeific advancesand low-cost strate-
gies. include a one-third reduction in
under-five mortality rates. a halving
of child malnntrition. 90% -
nization coverze and control of the
major chitdhond diseases. the eradi-
cation of polio. a halving of maternal
inortality rates. 80% primarv-school
completion. the provision of safe
water and sanitation for all cononu-

nities, and theuniversal availability of

family planning serviees,

I1r the last three viars, 86 govern-
ments have drawn up national pro-
gramines of action (see pages K to48)
to achieve these goals. and these plans
are now being put into effeet. with
varving degrees of commitment and
vigour.

What i~ needed. inallconutries, i
mare depth and breadth of support
from opinion leaders and the media.
from edueatorsand religions leaders.
from the non-governmental organi-
zutions and the professional bodies,
from the political parties and com-
munity organizations. and from the
public at large. The goals and the
means of achieving them nust he
articulated and argued for in every
countrv: the proportion ol govern-
ment spending. and of international
aid. allocated to the meeting of basie
himan needs must be doubled to at
least 20%0: the systemis for monitor
ing progress must be put inplace:and
the United Nations familv must play
its part in supportingand monitoring
progress towards the goals which
have been agreed by almost all its
Member States.

Monitoring progress

The Progress of Nations is a
UNICEF  contribution  to this
renewed effort to meet mininmm
human needs. Each vear. it will bring
together the statisties on the progress
being made. in cach conntry, towards
basie human goals. Forit is time that
the standing and prestige of nations
was assesstil less v their military
and economic prowess and more by
the protection they provide for the
lis ex. the health. the grosthe and the
education of their children.

The closer monitoring of social
indicators allows nations to see their
achievemerts and rates of progress
and tocompare them with the record

ol other nations in a similar geo-
graphic regionor econouic grouping.
Iuternallv. monitoring informs pol-
iev. introduces accountability. galva-
nizes and rewards effort. and is a
means by which sustamed pressure
ran be brought to hear for the fulfil.
ment of political promises.

A1l this was recognized in the Plan
of Action drawn up at the World
Summit for Children. “Each country
should establish appropriate mecha-
nisms, tates the Plan, “for the reg-
lar and timely collection, analysis
and publication of data required to
monitor relevant social indicators
relating to the well-being of children

<ueliras neonatal. wfant and under-
five mortalitv rates. maternal mor-
talits aned fertility rates, nutritional
levels. immunization coverage, mor-
biditv rates of diseases of public
health importanee. seliool enrolment
and achievement and liceracy rates,”

Statistical weakness

Asisrepeatedly pointed out in the
pages of The Progress of Nations.
the statistics by which social improve-
ments are measured are inadequate.
Inall cases. the dataused are the most
recent and reliable estimates avail
able to the United Nations svstem.
But for too many countries. the avail-
able figures for several key indica-
tors and particularly  those
roncerning c.ild survival and nutri-
tion - are extrapolations derived from
mathematical models and regional
trends rather than actual figures
derived from recent and on-the-
ground national surveyvs or compre.
lensis e vital registration sy stems.

Tlis lack of data reflects. in part.
the lack of development, But with
cach vear that goes by, this weakness
reflects less and less a lack of capac-
ity and morve and more a lack of pri-
ority. Most nations ean and do
produce quarterly statistics on the
health and growth of their economies.
bt vers few produee even annual
statistics on the health and growth of
their children. The statisties in The
Progress of Nuations are therefore
presented. with full acknowledge-
ment of their frailties. as an approxi-
mate guide to national achievement
and as a challenge to the better mea-
snrement of human progress,
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As a minimum. all nations should
praduce annual statisties on basic
indicators of social progress ~under-
five mortalitv. child malnutrition,
primary school completion, adult lit-
eracy,and family planning. Statistics
on economic growth. oainflationand
interest rates. are now used on a reg-
ular basis by all serious media and
have become part of informed polit-
ical and public debate in alinost all
nations. They are one of the principal
means by which politicians are held
accountable in democratic systems. If
progress towards meeting minimum
human needs is to be given more pri-
ority, thensimilar use must be made
of annual statistics which show what
percentages of a nation’s children are
adequately nourished, or are immu-
nized. or are enrolled in school. or
have access to clean water and basic
health eare,

It is particularly important that
improved systems for collecting data
onhuman well-being should be putin
place before the World Summit on
Social Development in 1995.

}.imits to distortion

Despite these problemns, available
social indicators presenta more accu-
rate picture of progress for the major-
ity of a nation’s people than per capita
GNP - the conventional measure of
progress and development, The nat-
ural scale does notallow one personto
live a thousand times as long as
another, even if the man-made scale
allows one person to have a thousand
times as much income as another, It
is therefore more difficult for a
wealthy minority to affect the figures
for average life expectancy. or the
under-five mortality rate, than itis for
that minority to affect the figures for
per capita GNP,

Despite these limits to distortion,
social indicators can and do mask
serious disparities. A nationalimmu-
nization level of 75%. for example.
can mean that 95% of children are
immunized in the citie. and 65% in
the rural areas. A primary-school
completion rate of 80% can mean
that 100% of bavsare being educated
and 60% of girls. Anunder-fivemor-
tality rate of 30 per 1000 can mean a
rate of 30 per 1000 for children born
into the mainstream of the nation’s

life and 130 for those born to ethnic
minorities. or to the geographically
isolated, or to the politically disen-
franchised.

I national under-five mortaliny
ratesare very high or school comple-
tion rates verv low, then it is ohvious
that the problems they reflect are
ubiquitous and that action is needed
on a broad front. But as rates and
averages rise. national social indica-
tors become less sensitive and the
measurement of disparity becomesa
more important guide to action,
When under-five mortality rates fall
to low levels and immunization coy-
erage rises above 80%, for example.
then it becomes important to focus
more and more on the disparities. to
find out how many fall below theaver-
age and by how far. to identify who
and where thev are. and to know why
they are heing marginalized by
progress. At this stage. the monitor-
ing of disparities can be a means of
achieving one of development’s most
difficult tasks - the task of reaching
out to the unreached. to the poorest
women. to the minorities and the geo-
graphically remote. to the despised
and discriminated against. to theillit-
erate and the unconfident.

Symptom and cause

The social goals that have been
adopted by the international com-
munity amount to a programine to
meet minimum human needsand.in
particular. to protect children from
the worst effects of poverty.

The placing of children at the cen-
tre of this process. and of The
Progress of Nations. is neither anact
of sentimentality nor a narrow inter-
pretation of UNICEF concerns,

Progress of all kindsis undermined
when millions of children are mal-
nourished and uneducated. Their
prospects for future emplovmentand
self-reliance are set back by polio,
blindness. deafness. mental retarda-
tion - disabilities which affect many
millions of children and which could
now be prevented at very low cost.
Specific action to protect children
against threats to normal health and
developiment therefore amounttoan
attack on some of poverty’s most fun-
damental causes as well as some ofits
most distressing symptoms.

Ninety per cent of the growth of the
human body and brain ocenrs in the
first few vears of life. The intricate
processes of that growth cannot be
postponed. Thatiswhy actionto pro-
tect the normal health and growth of
children should be at the forefront of
development strategies. And that is
why children have a legitimate first
call on the capacities and coneerns of
the adult world,

Firsi eall for chiidren

Over the last decade. UNICEF has
argued that the essence of this prin-
ciple of first call is that the commit-
ment to protect the growth of
children should be a commitment
that is maintained in good times and
in bad. The meeting of a child’s needs
for adequate nutritionand fullimmu-
nization. for education and health
care. should not depend on whether
a particular political party isin power.
or on whether the economy is grow-
ing or in recession. or on whether
interest rates rise or commodity
prices fall. oreven on whetheracoun-
try is at war or peace. The child only
has his or her one chance to grow.
And for the sake of the child of today,
and the world of tomorrow. that one
chanee should. as far as is humanly
possible. he protected against the mi--
fortunes. mistakes. and mismanage-
ments of the adult world.

The commitmznt to children must
therefore he a commitment which is
not at the merev of shifting priorities
and political or economic expedien-
cies. It must he a commitinent which
is maintained in the face of all other
demands and difficulties. There will
always be something more immedi-
ate: there will never be anything more
important.

This is the heart of the commit-
ment that has been made specificand
measurable by the goals that have
been accepted for the vear 2000. It is
a commitment to renew progress
towards the meeting of minimum
human needs. And it is a commit-
ment that The Progress of Nations
willattempt to monitor over the clos-
ing vears of the twentieth century,

Peter Adamson

LESSONS INNUMBERS

The overall message of the facts
and statistics assembled in these
pages isone of significant
achievementin the pastand
realistic hope for the finture.

As many nations have shown,
progress towards meeting
miniaum human needs can be
made ina mnch shorter time-
frame than many would have
believed possible. Evenin the
difficult decade of the 1980s, 20
developing nations have halved
their under-five death rates, 50
have more than donbled their
immunizatien levels, and 10 have
iifted literucy levels t0 90% or
more.

The statistics also show that many
poor nations are closer to meeting
the basic needs of alt their
citizens than others that are
considerably wealthier,
Nonetheless, it is the combination
of economic growth and effective
seeial pelicies thatis mostlikely
to sueceed. And ifminimun
hamanneeds are to be metin the
vears ahead. thennational and
international action wiilbe
needed to improve the economie
outlook for the developing world.
and to ensure that the pour share
more equitably in the henefits of

growth.

The facets and figures of social
development pointto one other
lesson thatis too obvious to
mention yettoo fundamental to
omit: the countries which lag
furthest behind are very often the
countries disrupted by civil or
international war, Peace and
stability are the bedrock for the
edifice of human progress: war
and political turmoil are the
tremors thatinvariably bring that
edifice down.
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The number of
children whe die
before the age of five
is widely accepted
as a key indicator of
development.

But under-five

| mortality is more
than just a measure
of survival. It is also

| the best single guide
to the quality of life
for the far greater
numbers of children

1l who survive.

The evidence also
suggests that rising
confidence in the
survival of children
is essential to the
success of family

f| planning

#| programmes.
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T or more thana decade, UNICEF

has used the reduction of undia -
five mortality rates (U5MRs) as both
an aim and a measure of progress for
children. Over that time. the 7'5MR
has come to be known and accepted
as one of the most important non-
ceonomie indicatorsof development.
Almast all  govermments  have
accepted. as a goat for the vear 20000,
aredactionof USMR to T0or less per
10XK) births.

The following pages assess the
progress of nations when meastred
by the USMR. Pages 8 and 9 show the
absolute level of achievement: pages
10 and 11 compare actual USMRx
with the level that could reasonably
be expected for each emmtry's GNT:
pages 12 and 13 show the hest per-
formances over time and give exam-
ples of the internal disparities which
can be hidden Iy national aserages.

The quality of life

Desnite its growing acceptance asa
kev indicator of development. the
USMR is otill widely misinterpreted.

The technical definition poses no
problems: it is the number of death-
hefore the age of five for every thou-
~and Hve births, and it ranges from 3
per 1000 in Sweden to over 300 per
1000 in Niger. But because it is
measure of the quantity of death.
has failed to fullvestablish itself as an
indicator of the qualuy of Lifr.
Emphasis on reducing the USMR
therefore lends itself to the eriticism
that there is little virtue in saving
lives if nathing is doneto improve thie
health, nutrition.and life prospects of
the survivors.

This amowmts to a failure in com-
munication, The USMR was initiallv
adopted as the prime indicator of
progress for children precisely
because it reflects many of the ele-
ments that are widely regardec as
contributing to the quality of life, It
is directly affected by, for example,
the income and education of parents.
the prevalence of malnutrition and
disease. the availability of clean water
and safe sanitation, the efficacy of
health services. and the health and
status of women,

The U3BMR figures given on the
following pages therefore present
much more than just a measure of

Q
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Survival — the
measure of all

things

survival: the quality of Tife for the
much greater numbers of children
who survive is sumimed ap in the fig.
ure for the much smaller nunbers of
children who die.

This problem of misinterpretation
has been compounded. in recent
vear-, by the long-overdne emaphasis
on the major inumediate causes of
child death, Three low.cost interven.
tions ~ vaceination, oral rehvdration
therapy. and antibioties - can pre-
vent over half of all child deaths. But
expressing their potential i this wie
has encouraged the view that such
interventions are relevant onlv tothe
prevention of deathand have nothing
to offer for the improvement of life.
The more widespread amil sneeessful
sucl =pecificinterventions hecome. it
might be argued. the less useful the
USMR will be as a weasure of child
well-beingand the more it will hecome
onlv a measure of survival. Rather
than emphasizing the USMR and the
interventions that can reduee it
would it not be hetter to caneentrate
on cconomie development and let
child deaths fall in response to gen-
erally rising living standaras. as hap-
pened inthe industrialized countries?

Protecting survivors

—
This argument rests on two mis
conceptions. First, the conscious
attempt to put speeifie advanees in
knowledge at the disposal of the
majority plaved a very significant role
in reducing child deaths in the indus-
trialized nations. There is alwavs a
gap between advances in knowledge
and improvements in human well-
being: and effortsto close that gap are
amainspring of human progress.
Second. almost all of today’s oppor-

tunities for reducing the number of
children who die also offer signifi-
cant benefits to the children who sur-
vive, Even vaceination. which might
seem at first glance to have very little
effeet save that of preventing death
from parficular diseases. can have
far-reaching effeet= on the quality of
achild’s future life.

Nutritional impaet

Vaccination against measles. for
example. does mueh more than pre-
vent 1.6 million deaths a vear: it also
prevents over 50 million non-fatal
cases of the disease, And it is inereas
inglv  recognized  that non-fatal
attacks of measlex cause subsequent
nienutrition. pneumonia, diarrheea,
kwashiorkor. vitamin A
encephalitis. conjunetivitis. otitis
nedia,

loss.

blindness. and deafness.
Measles inmunization would there
fore he an important contribution to
children’s well-being even if it saved
no lives,

Simiarhv. diarrhocal disease is a
major cause of malnutrition. And oral
rehvdration therapy - with its mes-
<age of extra fluids, continued feeding
during illnezs. and cateh-up feeding
after the illness has passed - has
shown that it too can make a contri-
bution to protecting nutritional
health,

Frequent illness is a major cause,
probablv the major canse, of child
malnutrition. And the attack on spe-
cific diseases or their consequences is
animportant means of breaking into
the self-perpetuating cvele of fre-
quentillness and poor growth. a cvele
which inflicis so much damage on
the normal mental and physical
growth of children. on their recep-

tiveness to education, and on their
adult capacities,

Papulation coneern

A second concern over the use of
USMR asanindicator of progress for
children is that it tempts somne
observers into the intuitive but inis.
taken conclusion that the saving of
children’™s Fves will exacerbate the
problems of population growth,

In part. this view is encouraged by
the indicator itself: a halving of the
child death rate. for example from a
USMR of 140 to one of 70 per 1000.
can be made to sound like an alarm-
ing increase in the number of chil-
dren: but it could equally well be
expressed us a change in the child
survival rate from 860 ta 930 per 1000
~an increase of less than 8%.

Much miore fundamentally, all the
evidence suggests that improvements
in child sur vival will lead to a slowing
down of population growth rather
than an acceleration.

Mauay strands link falling child
deathsto falling birth rates, First, the
death of a voung child prompts munv
parents to a new pregnancy., Second,
when child death rates are high, par-
ents often insire against an antic-
pated loss by having more children.
Third. empowering parent=with the
means to protect their children’s
health and well-being helps to huild
the confidence which is the sine gua
non of successful family planning
programmes,

That i~why contriceptive use does
not generally risc ahove 35% where
child death rates remain above 100
per 1000 (see page 35).

Less death, less birth

The league table of child survival
on the next page shows that of all the
countries with verv low incomes the
lowest USMR is to be found in Sri
Lanka. A glance at the league table on
pages 32and 33 wili show that one of
the dev-loping world's lowest fertility
rates is also to be found in Sri Lanka.
If all developing countries were to
achieve the sanie under-five death
rates and the same birth rates as this
South Asian islard. there would he 10
million fewer child deaths each vear
- and 37 million fewer births, - P4




These pages rank
the countries of the
world according to
one of the most
revealing of all
indicators of the
well-being of
children ~the
number of children
who die before the
age of five (per 1000
live births).

Many aspects of
national life are

| reflected in this one
statistic - including
the income and
education of
parents. the
prevalence of
malnutrition and

Bl disease. the
availability of clean
water, the efficacy of
health services, and
the health and

status of a nation’s
women.

The under-five
deathrateis
therefore a measure
not just of the
quantity of death but
of the quality of life.
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LEAGUE TABLE OF

SUB-SAHARAN
AFRICA

MIDDLE EAST and
NORTH AFRICA

B# Sri Lanka 21

India 126
P Regional average 131
Nepal 132
Bangludesh 133
Pakistan 138
Bhutan 205
Y Alzhanistan O DATA

WORLD AVERAGE

Child deaths per 1000 births

n Maurritius 25 Kuwait 17
Botswaina 0 United Arab bmirates 23
South Africa 72 Jordan 32
Kenva ) Oman 33
. Namibia 81 Svyria 42
E Zimbabwe 48 Tunisia 42
i Cameroon 121 saudi Arabia 43
m Cote d'boire 127 | Bl Algeria o1
Togo 140 E Iran H2
Benin 149 Moroeco 00
Senegal 150 Faypt 72
Burkina Faso 154 | 9 Regonal ureraae 30
Lesothe 157 Turkey 9
Ghana 170 iraq 143
- 3% Madagascar 173 | P Sudan 169
- ] Tanzania 178 BN 1.chanon NO DATA
| Burundi 179 | @ Lihya NODATY
» Regional arerage 183 Yemen \O DATA
Uganda 185

Zaire 189

Nigeria 191

. Lambia 200

Mauritania 209

| Ethioy -« 212

| Viheria 218 Many of the statistics used for

Rwanda 299 under-five deaths are estimates
% Mali 395 for 1991 based on mathematical
BYd Malnwi 298 models rather than on recent
B Mozambique 209 measurements at m?tmnal level.

They are therefore inadequate;
29 Niger 320 but they are the best available.
) Angzola NO DATA For about half of the coun-

C. African Rep. NO DAL tries of sub-Saharan Africa, on-
= Chad N0 DALY the-ground national statistics
. Congo N DATA either do not exist at all or date
- Gabon NO DATA from the 1970s. For nearly half
- Guinea NO DALA the countries of Asia, there are
@l Cuinca-Bissau \O DATA no statistics on child deaths
- Sicvra Leone O DAFA more 'recent than 1986. In the.
- Somalin NTYIYTD i Americas, the figures for Brazil

I

and Mexico reflect information

Statistics: weak but the best ab&lilable

3 J , g

which is nearlv ten vearv old.

The statistics are presented,
with full acknowledgeme'lt of
their weaknesses, in order to
provide the best available guide
to national achievement, and to
help stimuiate improved moni-
toring. The present statistical
weakness is in part a function of
underdes elopment; but it also
reflects the low priority given to
the promotion and measurement
of basic improvements in the
lives of the ...4jority.
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KAST ASIA and

PACIFIC

Hong hong~ -
Sinzapore <
- korea. Rep. 10
- Malayvsia 20

_§_ Korea. Dem. 34
) Thailand 35

[E] Vieesam T

P Kewronol et 37
E} Philippines 01
Papua New Guinea 79
Mongolia 82
4 Indonesia 111
.\I\mlnmr 117
1 Lao Rep. 148
NO DAL

= ambodia

CENTRAL AMERICA
and CARIBBEAN

Cuba 12
Costa Riea 15

Jumaica 15
Panama 20
Trinidad and Tobago 23
E Mexico 36
P Recional aierage 13
Dominican Rep. 5%
m Honduras o)
BR Ll Salvador 67
Guatemala 80
1 Nicaragua &1

¢l Haidi
-

137

SOU'I H AMERICA

-_—
=

Colombia

Uraguay

Ly Argentina
Venezuela

ﬂ Paraguay

» Reaional average
leuador i)
ﬂ Brazil 07

2k eru oY

-
-
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N | e

| &
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Bolivia 1992

Deaths down
Underfive deaths per 1000
births in the developing world

2500

200 A

150: [

Child death rates halved since 1960

Under-five mortality rates have
been cut by half in the last 30 years.
Despite population growth. the
absolute number of child deaths is
also declining. There are today an
estimated 13 million child deaths a
year or about 35,000 per day -
down from 15 million, or more than
40,000 a day, in the early 1980s.

About two thirds of those deaths
occur in just ten countries.
Population size is not the only fac-
tor. China and India have about the
same numbe- of births — but India
has three times as many child

deaths. Nov is economic level neces-

sarily decisive (see following pages).

Two thirds in 10 countries
Annual underfive deaths

Indio 3.224.000
China 1,071,000
Nigeria 1,012,000
Pakiston 695,000
Banglodesh 583.000
indonesia 572,000
Ethiopia 542 000
Zowre 253,000
Brazil 247,000
Tonzanio 231,000
Yotal 8,530,000

* Reoant esmotes ot Chino's uecderves monoly s ot 43 other
+anthe 27 preaaush, cwenaind  This barsiites o an gbsorae
incseovy of over 400 000 chid daaths 10king the annuot torof
10 ovex | mdlon

INDUSTRIALIZED
COUNTRIES

EB Swede )
Japan 6
Finland v
Netherlands 8
. Switzerland 8

- Canuda 48
X Norway 4

3 United Kingdom 9

ER Franee 9
ER Ausria 9
EZ Denmark 9
ﬂ Germany 9
E Spain 9

{ Naly 10

| \ustralia 10
] Irelund 10
Beigium 1
& New Zealand LY
USA i
Greece 11
B> (roup arverage !/
21 12
Portugal 12
@_‘ Czechoslovakia (former) 13
- 3 Poland 17
[y Hungary 17
] Bulearia 21
Romania 34

a1

TARGET

A one-third reduction in 1990 under-
five mortality rates (or to 70 per 1K)

whichever is lower).

FOR THE YEAR 2000




The well-being of a
nation’s children. as
reflected by under-
five mortality rates,
is not determined
only by economic
development.

Some countries are
achieving much
more than could be
expected for their
levels of national
income: vihers are
achieving much

less.

These pages
therefore presenta
different way of
looking at the
progress of nations.
The figure given
opposite each
country name is that
country’s national
performance gap -
the gap between the
actual level of

and the level that
could be expected
for the country’s
GNP per capita (see
box this page).

under-five mortality

NATIONAL

PERFOR

SUB-SAHARAN

MIDDLE EAST and

AFRICA NORTIH AFRICA

1t Kewa 75 +09 | § Fayvpt (o +31
Tanzania (478 +3) . Jordan @ +30
Zimbabwe 8 +15 Syria (42) 21
P8 Mavritins 25 +11 "4-‘- Tunisia 42 +7
5 _LT,mndu (183 +11 Moroceo (o0 +2
X3 Madacascar a7 +4 | Kuwait (17) -6
B2 Ediiopia 2 +3 - Gman o3 -12
£ Burundi 070 -2 U. \rab Fmirates 23 -14
Togo (14m -9 m Algeria b -21
gkl Burkina Faso (15348 <12 | §E8] Saudi Avabia (43) -23
RE] Benin (140) -13 | KRR tran o -26
Zaire (qsm -15 d Sudan (tow -40
Fe] Namibia @) -19 Turkey (1) -48
EVY Botswana (00) 26 Traq (143) -94
B Cote d’ Ivoire (127) -32 i.ehanon

413 Nigeria (191 -36 Libya

W Ghana oo =37 Yemen

South AMrica (™) -38 n

1’-9 Mozambique 290 -30

(8] Cameroon (121 -47

Lesotho (157 =50

22 Malawi 228 N

g5l Seneal (150) -8 1 | Social miles per economic gallon
pZd Rwanda (2 -00

Y Mali 223 -0 Using data on GNP and under-
26 Zambia 200) 1 five mortality from all nations,
27 Tiberia 218) 03 it is possible to calculate what

; level of under-five mortality a

Bk Mauritania 200 -3 country could reasonably be
el Niger o320) ~167 ’

Angola

Bl Central AMrican Rep.

B Chad

Bl Congo

= Gabon

Guinea

Guinea-Bissau
B Somalia

Sierra Leone

SOUTH ASIA

K Sri Lanka @20 +07

Nepal (132 +30
Bangladesh (153 +41
R [ndia (120) 20)
Pakistan (138) -)

Bhuatan 205) -17

Afebanistan

NATIONAL PERFORMANCE GAP

ctntry'su er capita

See also pages 50 and 51

expected to have achieved for

ta. The differetice between the
actual and expected level is the
national performance gap.

An average-performing coun-
try with a per capita GNP of
2100, for example. could he
expected to have an under-five
mortality rate of approximately
140: if the actual ur.der-five

any given level of GNP per capi-

mortzlity rate is 120, then that
country's national performance
gap is +20, meaning that its
undesfive mortality rate is 20
points better than expected for
its GNP per capita.

The tables on these pages
show the national performance
gap in onder-five mortality for
all countries. The figure in
parentheses is the actual level of
under-five mortality.

National performance gaps
relevant to the indicators of
health, nutrition and education
are given on pages 50 and 51.
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ANCE GAPS

L |
CENTRAL AMERICA
and CARIBBEAN

EAST ASIA and INDUSTRIALIZED

COUNTRIES

SOUTH AMERICA
PACIFIC

15

Viet Nam 52 +110 | R \ic aragua (81 +03 Colombia (20 +33 m Poland {17 +20

E China 43 +05 . Honduras (o0 +48 - Paraguay (35) 22 i Bulzaria 2p 22
\Iynnnmr k) +37 g Cuba g +47 | [ER Chile ooy +18 N Czechoslovakia® 3. +22
d horea. Dens, o34 +380 Jamaiea (15 +37 - L ruguay 22, +10 § Romania 44, +19
l’hlllpnnuw o +20 ) Costa Rica (15 +20 Venezuela @2 +9 g Hungary 007 +10
Lao Rep. (148 +23 m Dominican Rep. G +20 m Argentina (25) +d ﬂ Greeee (14 +4
Malaysia 20 +15 - Yanann (20 +18 Feuador ot +7 ﬂ Portugal 12 +4
m Thailand 5 +12 ﬂ Trinidad/Tobago 23 +5 m Peru o9 -1 m Ireland (o +4
E Korea. Rep. (14, +9 m Haiti (137 +1 m Bolivia (122 -23 E Spain (9 +4
] Hone hong ("\ +5 Fl Sabvador (07 -2 Brazil o7 30 New /o.ll.m(i 10 +3
] Mongolia @2 + a Mexico 6o -4 Sweden ¢ +3
Papua N\, (,ulnv.l o +4 Gitatemala o -0 (!hvr!.m(is w +2
4 Bingapore () +4 u (,almulu th] +1
4 Indonesia (111 -7 Finland +1
“ Cambaodia Lsrael (12 +1
H T 8] Japan (0) +1
I United Kingdom o +1

1 \ustralia (10 0

m \ustria 9 0

France o |

1’8 haly (o 0

| Norway @ 0

Not by GNP alone ] Belzium o il

} § Denmark o -1

The internationally accepted goal  Per capita GNP below $1000, Achievemeut can also be assessed ] Germany o -1
is that all countries should be underfive mortality below 70 by looking at the rate of progress 26‘ Switzerland & -2

able to reduce child death rates
tu 70 per 100 or less by the vear
2000. The table shows seven poor
countries that have already
achieved that target.

Dentographie trends suggest
that the phase of under-five mor
tality decline from about 150 to
ahout 70 i~ associated with steep
falls in hirth rates. The majority
of developing countries are now
entering this phase. during which
progress in reducing under-five
mortality should pav major divi-
dends in falling fertility,

GNP Under-five

percapita  mortalty

$ rate

Viel tNam 240 &2
Cring 377 43
Stioms 50 a
rongura: s7¢ o0
Phiippimes 740 G
Domincon Fer QL 52
korea Den Q7( 34

Eayp' wel g per cot L Rt ol 8¢ 2‘ » hov e
-

Bgt e L Atge tp o ey et s anAa -

[ET TR

PR ]

T TR TR g R

aver time. The tables on pages 52
and 53 show. for all countries,
the rate of progress achieved in
the 1980s and the rate necessarvy
in the 1990s if the vear 2000 goai
1= to be met,

Countries with 1990 under-five
mortality rates of 200 er more
will need to make verv rapid
progress to reach the target. But
some countries have shown that
reducing child deaths by half. or
even two thirds. over a ten-vear
period is not impossible (see page

12).
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Child death rates in
industrialized
nations were as high
in 1900 as they are
in Africain 1990.
Evenin the 1960s,

in Europe was
higher than in most
of South America
today.

{| With more
knowledge and
.technology,
developing
countries can now

| far more quickly.

} i Twenty nations have
t I-halved their under- -
five mortality rates
in the last ten years.”

§| But even rapid

| { rec actions can hlde
[ great disparities.
Child death rates in
deprived areas are
typically two or '
three times higher
‘than in capital

| cities.

under-five mortality

reduce child deaths -

A FullToxt Provided by ERIC
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Same good news for children of North dfrica and the Middle East

20 nations halve child
death rates in 10 years

list of
nations that have made most progress

Arab «tates dominate the

in reducing child deaths over the past
decade (sce table)y. Five of the ten
countries with the largest percentage
reduction in under-five mortality are
to be forad in North Africaand the
Middle Fast.

The list is headed by Colombia
with a66% reduction in its under-five
death rate between 1980 and 1991.
Colombia was one of the first coun-
tries to mobilize hehind mass imm-
nization in the mid-1980s. and for
alinost a decade.
about child care has been promoted

new hnowledge
by Colombian schools. the mass
media. the Catholic clergy. and non-
governmental organizations. as well
as by the health services.

Th>second and third-ranked coun-
tries. Oman and the United Arab
Emirates. have the advantage of oil
wealth and high per capita GNP~
hut both have managed to convert
that advantage into a two-thirds
reduction in child death rates in only
11 vears.

Sri Lanka makes the top ten despite
having already achievesda low under-

five mortality rate at the beginning of

the period. High levels of female
literacy. low hirth rates. and health
<ervices for the majoritv. go a long
wav towards explaining Sri Lanka's
sureess. Low hirthrate~are part canse
and part consequence of low under-
five death rates (see page 7).,

Halving child deaths

Under-five mortality rates
1980 1991 % fall
L mba = e fole
man Q5 33 65
U Aob Emiates ¢4 23 64
_maica 9 is &2
Porugat 31 12 61
Egvpl 18C 2 60
S lanka 52 21 60
P 72 42 5Q
“igena 145 s 58
“texica 81 26 56
T N 4
“orocco 45 =6 4
CGreece 23 “ 52
1 rgan fele) 32 52
Llolaysa 42 z0 52
Saud Araba 0 23 52
30 126 A2 51
Kuwoil 35 17 51
\int Narn 105 5 50
Jruguay 42 22 48

PRI 4 (13

Rising deaths in
7 countries

While overall child death rates in the
developing world declined by over
20% in the 1980s. hest available esti-
ates suggest that seven countries
went against this trend by recording
arise in under-five mortality:

Under-five mortality

%

1980 1991 rise

wea 83 T43 72
Zambia 160 220 2

Mozambaue 209 G2 7

Ghara 157 70 2

Ugonda i8l ‘85 l

Angolo 261 - -

Afghanistar 280 —- —

No 1991 estimates are available for
Angola and Afghanistan but the
UNICEF view is that child deaths
have risen. a~ they have in Iraq and
Mozambique. because of war or inter-
nal confliet.

fn Zambia. falling copper prices
and austerity programmes designed
to cope with the nation’s heavy debts
have lowered incomes. pushed up
food prices. and cut health and nutri-
tion programmes. Per capitaincome
fell sharply over the decade in Ghana
and L ganda. and adjustment pro-
grammes to cope with debt have often
meant abolishing food subsidies and
cutting back essential services. Other
set-hacks have included recurring
droughtsand famine. the resurgence
of malaria. and the growing toll of

AIDS.

RETN O

New estimates
for former USSR

Estimates for under-five death rates
in the 15 countries of the former
Soviet Union have just becotne avail-
able, They span a broad range from
20 in Lithuania (about the same as
Chile or Malavsia) to 92 in
Turkmenistan (slightly higher than
in Zimbabwe and much higher than
in Fgvpt). Six of the republies have
child death rates higher than the aver-
age for Central America and the
Caribbean.

Under- five mortality 1991

Lithganic 20
Belorus 23
Esthnin 5
Uktaine 25
latio 27
Secrgia 30
Russian Federation 33
rOmnenG 56
Lholdova 37
Kazakhstan 51
Azerbanen 5

¥oyrgyzsian 61
Jzebexsion 70
Tare sior Q7
Toran g .',2
USSR fformer a3

AR Lot st 330
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Disparities hidden
Most of the child survival statistic- If few countries produce regular
presented in these pages are national national statisties for under-five mor-
averages. But inequalities within  talitv. even fewer produce statistics
countries can be as great as inequali-  broken down by gender. location.
ties between countries: asingle figure  state. occupation. or casle. Therefore
for a whole nation can mask dispari-  the following estimates have had to
ties between male and femnale, urban— be taken from many different vears,
§ | and rural. black and white. majoritv ~— Thiv explains why the national
i and minority. or rich and poor. averages given arve different from
H The following table shows the  the 1991 estimates given in the league
e under-five mortality rates of seven  tablesand elsewherein The Progress
The big leap forward - but notso . xago countries. followed by examples of  of Natiens. The vear indicated is
ce o ti:e \]s'id}f;l_\}'ldicflfe}:%ng morta}]it_v rates  usually the.mli(l-point cf a multi-vear
Sp aln and Italy dld n(}t that hie behind this nationat average. surveyv perind.
. Under-five mortality
» ¥ ~
reach target until 1960s | wuiwsss 191 sgpeiises 122
South-east 144 Cities 89
Seventy yvearsago, child deathratesin = wayvs to promote the growth and | Norhwest 244  Rural areas 164
the cities of the industrialized world  health of children.
were higher than the average for In 1990. the World Summit for | India{1988)* 94  Mexizo {(1982) 71
Africa today. Respiratory infections  Children set the target of reducing | Utar Pradesh 123 Cities 32
and diarrhoeal disease were leading  child death ratesto 70 per 1000 orless | Kerqla 2 Rural areas 104
killers. From the 1920s progress wa~  inall countries by the vear 2000. The
rapid — thanks not only to rising liv-  following chart shows when today's | Kenya (1984) 91  Indonesia (1982) 11
ing standards but also to conscious  industrialized countries~and the first | Central region 47  Yogyakarta Province 56
efforts to reach all parents with new  developing eountries - reached that { Coast region 156  WestJava 141
knowledge about hvgiene and better  target,
Sri Lanka (1982) 42
1930 Tec estates 73 . prn
lceland New Zealand Norway
1935 °
Australia Netherlands Sweden And in the
.1 L ]
Suitzerland United States ...
1940
United Kingdom United States Similar disparities are to he found
1945 in industrialized countries. In the
Denmark Finland United States. for example. San
Francisco has an infant mortality
1950 rate of 7 - the sarne as Norway or
Canada Ireland Israel Switzerland. Detroit. on the other
1955 hand. ranks below Cuba. and
Austria ) Belgium Cyprus Washington DC finds itself at the
Eﬁi‘:::;l;’:fé“a I\:{izlcg;ermanv Japan same level as Jarnaica or Kuwait,
) ) : If infant mortality in the United
1960 States is breken down by race. then . . S
Bulgaria East Germany l:long Kong white infant mortality isseentobe8  USA - black infant mortality is double
htaly Malta Singapore 000 — putting it he bes
Spain per 1 putting it ar'nongt‘ e best .
in the world alongside Norwav.  born to black American mothers also
1965 Switzerland, Canada and Japan. run double the risk of low birth weight.
Barbados Greece Hungary Black infant mortality. by contrast. "’he infant mortality rate is the num-
Jarnaica Poland Trinidad and Tobago . L . : .
Uruguay is 18 per 1000 - hnghor than in l)fr of deaths by age one per 1000 live
1970 Bulgaria. Poland. or Cuba. Babie~  births,
Cuba Fiji Kuwait
Malavsia Panama Romania e e o £ £5 ittt e et onaeors oo 1< et
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The starving child
has become the most
common symbol of
malnutritien. Yet it
misrepresents the
problem.

Most malnutrition
is invisible. most
malnourished
children are not
hungry. and the
most common cause
of malnutrition is
not lack of food in

the home.

§| The problem of

micronutrient
malnutrition is even
less widely
appreciated. Yet the
lack of vitamin A is
blinding 250.000
children every vear.
and an estimated
120.000 children
are beingborn
brain-damaged
every year because
their mothers lack

iodine in their diet.
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rY Yhe league table of malnutrition

on the following pages is based
on the best available estimates of the
numbers of children under five who
are mwre than two standard devia
tions below the median weight for
age. The goal for the vear 2000 is a
halving of 1990 malnutrition rates in
every country.

This goal is well within reach over
the remaining vears of the 1990s, The
main barrier toitsachievement is not
theabsolute lack of food ar resources
but the misanderstanding of the
problem and the lack of snstained
political commitment to its solution.

‘The starving child has become the
most common syinbol of malnutri-
tion. Yet it misrepresents the prob-
lem. Visible malnutrition. usually the
result of exceptional circumstances,
affects only about 1% or 2% of the
world's children. The deeper proh-
lem is the ordinary, unexceptional
malnutrition which cannot usually
be detected without knowing the age
and exact wei, ht or height of the child
but which r onetheless stunts the
meuntal and physical growth of one
third of the developing world’s chil-
dren.

Frequentillness

Some families are unable to feed
their children adequately because of
drought. famine. war. or povertv.
Only political and economic action.
often involving land reform and
investment in food production by
and for the poor. can solve this prob-
lem. But the great majority of mal-
nourished children live in homes
where older children and adults have
enough to eat and where it is clearly
possible to provide enough food to
meet the relatively small require-
ments of a voung child.

In such circumstances. the maost
important causes of malnutrition
include:

Frequent illness All illnesses. and
especially diarrboea and measles.
have a nutritional impact. They
reduce appetite. Thev inhibit the
absorption of food. They burn away
calories in fever. They drain awa
nutrients in vomiting and diarrhoea.
Frequent iilness is therefore the most
common cause of malnutrition and
poor growth.

Myths of

malnutrition
stand in way

Botile-feeding In poor communi-
ties. babies who are bottle-fed are
manyv times more likelv to he mal-
nourished. Breastinilk meets all the
nutritional needs of the very voung
child: it also “immunizes’ infants
against eommon diseases. Infant for-
mulas. en the other hand. mayv he
overdiluted with unsafe water and
fed to the child from unsterile hottles
and teats,

Faltering growth

athird of the world's children live in
areas where the intake of vitamin A is
inadequate. Recent studies have
shown that a child’s chances of dving
from common infections rise by 20%
if he or she has even a mild level of vit.
amin A deficiency. The solution is
either the addition of sinall amounts
of fruit or green vegetables to the
child’s daily dict. or supplementa-
tion with vitamin A capsules costing
5 cents each and given three times a
vear,

given iodine capsules twiee a vear at
a cost of ahout 15 cents per person.
A list of countries with iDD prob-
lems, including an indication of
whether they are being acted on ar
ignored. is published on page 19.

Large scale.low cost

All of these mauifestations of mal-
nutrition nudermine the develop-
ment of children and reduce their
eventual capacity to contribute toand
benefit from the progress of their
families and their nations.

Yet it has bren demonstrated in
the 1980s that both protein-energy
malnutritionand micronutrient defi-
ciencies can be overcome on a large
scaleand at low cost if the right strate-
gies are adopted and if communities
are involved in making low cost solu-
tions work. In the words of the World
Bank. “a direct attack on malnutri-
tion is needed ... and governments
willing to make that effort now have
effective and affordable measures to
make it happen.”

Low birth weight Low birth
weight. caused by the poor nutritional
health of the mother (wmeluding
anaemia) and by toa frequent child-
birth. predisposes children to mal-
nutrition throughout the carlv vears,

Weaning practices 1f weaning
begins too early. then the risk of dis-
ease and mainutrition increases. 1f
it begins too late, growth begins to
falter.

Infrequent feeding Young chil-
dren have smaller storachs and pro-
portionatelv higher energy needs
than adults. Thev therefore need
smaller meals but more frequent
feeding -~ five orsix timesaday — with
small amounts of energy-rich oil or
fats added to the family’s normal

feod.

Vitamnin A

Less publicized still is the problem
of micronutrient malnutrition.

The lack of vitamin A. in particu-
lar. permanently blinds 250.000 chil-
dren everv vear in the developing
world. and leaves tens of million-
more susceptibie to the three leading
causes of child death - diarrhoeal di-
ease. measles. and pneumonia. About

Crefinism

Year 2000 goals

Similartv. it is possible to bring au
end to the iodine deficieney disor-
ders (IDDyin those areas of the world
wheresoilsand diets lack fodine, Over
200 million are affected by the most
visible svmptom of IDD - the
swelling of the thyvroid gland which
produces goitresin the neck. Butthe
severest svmptom i the overt cre-
tinism of approximately 6 million
people. The unborn child is particu-
larly  susceptible: ay  estimated
120.000 children are being born
brain.damaged everv vear because
their mothers lack iodine. Millions
more are growing up stunted. list-
less. mentally retarded. and incapable
of normal speech or hearing. Anesti-
mated 50 million children are not
ahle to take fulladvantage of primary
education because of IDD.

The problem can he inexpensively
solved. as it has heen in most indus
trialized countries. by adding iedine
to a universally consumed product -
common salt. Jadization of salt costs
about 5 cents per person per vear.
While the legislation, technologies,
and control proceduresare heing put
in place. populations at risk can be

Drawing on advances in under-
standing of the nutritional problem
and its potential solutions. the 1990
Waorld Summit for Childrenadopted
the following specific goals for the

vear 2000

D A halving of severe and moderate
protein-energy malnutrition in
children under five

O A reductionin the rate of low birth
weight toless than 10% inall coun-
tries

> A reduction of at lcast one third in
1990 levels of iron-deficiency
anaemia in women

O The virtual elimination of iodine
and vitamin A deficiencies.

An essential early step towar-.
these goals must be the closer moni-
toring of nutritional problems. At the
moment, few nations have regular
statistics on what percentages of chil-
dren are below acceptable levels of
weight for age or are suffering from
micronutrient disorders. There could
be no more important guide to policy
- or more important measure of
progress. — PA
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These pages rank ail
countries of the
developing world
according to the
percentage of their
children estimated
to be malnourished
in the latest vear for
which information

is available.

Malnutrition.
caused as much by
frequency of illness
and lack of
information as by
the absolute lack of
food. stunts the
mental and physical
growth of children
and saps the
economic and social
development of

B| nations.

Yet few countries

monitor

malnutrition in
children on any
regular basis (see
box facing page).

EAGUE

TABLE

SUB-SAHARAN
AFRICA

1 Zimbabwe 12
Cote d' boire 12
henva 14
- Botswana 1]
- L.esotho HY
m Cameroon 17
Liberia 20)
m Senegal 22
BB Guinca-Bissau 23
Y Sierra Leone 23
ﬂ Lganda 23
2 Congco 24
! Malawi 24
Matritius 24
m Togo 24
. 3 Zambia 25

A Ghana 27
gy Namibia 20
Mali 31
P Regional uveraze 31
Madagascar 33
Rwunda 33
Nigeria 36
{ Lthiopia 34
4 Brrundi 38
25 Mauritania 48
25 Tanzania 48
7 49
- Angola \O DA
Bl Benin NO AT
Burkina Faso O DA
" C. African Bep. N0 b
- Chad \O DAL
“ Gabon O DATA
Bl Guinea NO DA
B Mozambique NO DATA
Bl Somalia \O DAY
' South \friea N DAL
. Zaire O DAL

MIDDLE FAST and
NORTH AFRICA

. Jordan 0

; 4 |\|m. 1t I
3 Algeria 10
B Lot 10
KR Tunisia 10
Triy 12

E Moroceo 1O
ﬂ Sudan 20
P Reional aierase 24
B} lran +3
Yemen 33
' Lebanon NO DAL
Biina NO DATY
B Oman \O DATN

Saudi Arabia O DAY

Syria O DATY
BB Turkey NO DALY
BE L. \rab Emirates No by

SOUTH ASIA

Bl Sri lanka 209
Bhutan 38
Pakistan 0
P Regional average o)
India 03
Bangladesh 06
n Afehanistan O DAL

NODATA

Nepal

DEVELOPING WORLD AVERAGE

“y of under-fives malnourished

Malnutrition rates have declined
in most reginns but one child in
three is not growing properly.
The biggest nutrition problem
is to be found not in Africa but
in South Asia — where the pro-
portion of malnourished chil-

The decline of malnutrition

dren is twice as high. But sub-
Saharan Africa is the only
region where malnutrition has
not declined over the last 15
vears.

121 Adaprd trom Unied INononas Adminitigtve Commite

or Coardnation Subrommisae onNutnton  Second ropor o1
w2 vaord] nutribon smosen 1992

% of under-f. ves malnourished

975 NN
5° 201991
1990-
40 ¢ 199
30
20+
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| 0 . . o
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F_.\.ST \SI A and
PACIFIC

Singapore H
China 21
g Thailand 20
P Regional arerage 26
L3 Myanmar 32
Bl Philippines 34
ﬂ Papua New Guinea 35
| Lao Rep. 37
ﬂ Indonesia 40
ﬂ Viet Nam 42
- Cambodia NO DATA
= Hong Kong« NO DATA
Korea. Dem, NO DATA
Bl Korea. Rep. NO DATA
= Malaysia NO DATA
Mongolia NO DATA

|

CENTRAL AMERICA
and CARIBBEAN

Costa Riea

. Trinidad and Tobago 7
B} lamaica 7
. Nicaragua 11
| Dominican lep. 13
- Mexico 14
Ll Sabador 15
¥ Panana 16
B Regional average 17
E Honduras 21
Cuatemala 34
- Haiti 37
o Cuba O DATA

A Chile 3
Paraguay 4

Venezuela 0
Brazil 7
Uruguay 7
P Regional average 8
B Colonbia 10
. Bolivia 13
Peru 13
Ecuador 17
| Argentina N0 DATA
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These tables are largely based on
out-of-date information about
malnutrition. The pie chart
sliows just how bad the statistical
situation is. For almost half of
the developing countries, there is
either no information at all or no
information from the last decade.
Yet this is the best information
the world has on child
malnutrition — a key indicator of
children's mental and physical
development.

‘The estimatzs on these pages
are taken from the latest national
surveys ~ which in many cases
means survevs from the mid-

Half have no data since 1984

1980s. In a few cases, information
from more local surveys has been
used if it was judged to he
epproximately representative of
the national situation.

The definition used in these
tables includes both moderate and
severe malnutrition (% of
children below the level of two
standard deviations from the
median weight for age).

More detaied irformaoion on womnt st ~ans ot rh g mab
ourton con be obiginad from Chid momanon  prograss
toword the Workd Sumat kor Chedchen o IUNICEF 1903
Ragronod ond global ¥endts i maknunhon are doscribed in the
Second meporn on the workd ruifon sitano. *inded Notons
Adrtsemswvatve Commmme on Coordinabon/ Sbcommiron on
Nueion (ALC,/5ChHi 1992) Furtber miormonon on the maoey

swement of malnuirson can be kound i Aporopram wses of
anthropormen 103 . Chadren ACC /SCN 19001

Latest year when malnutrition
was measured [survey of
data from 99 developing
countries)

1975.79 5% 1980-84 15%

No data 28% 198591 52%

INDUSTRIALIZED
COUNTRIES

Most industrialized nations do not
publish statistics showing the per-
centage of their children whose
weight for age is below two standard
deviations from the median. This
does ot mean that malnutrition does
not exist in the richer nations. In the
U nited States. for example. it is esti-
mated that one child in eight goes
hangrvy,

In the former Soviet republies.
malnutrition threatens on a signifi-
cunt scale as wages fall behind rising
food prices. [n Albania. a third of all
childrenare reported malnourished.

In most industrialized countries.
undernutrition persists among the
poorest groups. But the commonest
form ot child malnutritionis obesity.
North American children obtain as
much as 530% of their energy intake
from fats. double the recommended
proportion. According to the World
Health Organization. 40% of older
Europeans are obese.

Similar patterns are now emerging
in some developing countries.

TARGET

A 530% reduction in the 1990 Hevel of
severe and moderate malnutrition

among the world’s under-fives,

FOR THE YEAR 2000

EMC

' Full Tt Provided by ERIC.
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Malnuirition takes

many forms and has

many causes.

Lack of food may or
may not be a factor.

Progress depends
onreducing the

.| frequency and
nutritional impact
of common
illnesses, on
reversing the trend
towards bottle-
feeding. on
improving the way
in which children
are weaned, on
informing parents
about the special
feeding needs of the
young chiid. on
preventing low birth
weight, and on
national action to
control the *hidden

ACHIEVEMENT AND

- 3 Eg\l'l 10 620 Cdle ¢ bvore Sator
hungel‘ Oi Zimbabhwe 12 620 Tka Seudi Arch ¢
. . Cote d'Tvoire 12 60 Lt SGhG

» »
micronutrient Dominican Rep. 13 Bttty 950 R fcuador Sucon
d (‘fi (»i(\n ('i(‘s' R-n“\-iz] 13 R e f).:')() ] l;rx'.-ni N ':-.-.loz‘lcr-d
Kenva 1t 340 . r( 1.0 BN
' R Tanzanic
GNP per copita more than $ 1000, malnutrition 15% or more Fa Thailord
Naaibia 29 - — 120 SR ’ic'u;n :x wdod ana Towono
Thailand 206 rETEE ] 1380 A e
Vit 2 A 020 I | e
Congo N B Sy
Eeuador 17 sl 1020 SN b o s venezveln
Moroeco 16 R 1030 R iran Vet Nam
Fl Salvador 15 1070 N Ao femen
Botswana 15 e 239 I
i ) —— e rern oA
) e T v ' o o par
©
-

Despite the tmage - sonte 4t countries have malnutritton rates below 15°%

Some poor countries do
better in nutrition

About one child inthree inthe devel
oping world i malnourished and will
not grow to the potential with which
he or she was born,

Although poor growth is closelv
tied to poverty, many poor countries
have sneceeded in reducing malna-
trition Lo lower levels than in coun-
tries with higher levels of average
eome (~ee chart),

Such weight-for-age comparisons
between countries are often chal-
lenged on the hasis that 'some races
are smaller than others™. But voung

For richer, for poorer

children in good nutritional health
urow to the same patterns whether
they live in apartments on Fifth
Avenue or slums in Bombav,
Similarlv. the widespread idea that
malnutrition is nmore common among
girls doesnot seem to be borne out by
the facts, A 1993 review* of the evi-
denee concludes that “male and
female rate~ of malnutrition are vers
~imilar for most countriesand where
differences are sizable it is not con-
<istently females who are worse of ™,

ey e

GNP per copita below $ 1000, malnutrition below 15%

2 under-ives underweight

GNP per capita 1991 $

Developing
countiries end
free infant
formula

Of more than 70 developing coun-
tries where free or subsidized infant
formulas were commonly distributed
in maternity wards, nearly all have
now baaned the practice.

WHO and UNICEF have lonyg
argued that what happens in hospitals
amd maternity wnits is one of the
biggest influences on whether mothe
ers decide to breastfeed or bottle-
feed. Banning the free or low-cost
distribution of conumercial infant for-
munfas is a kev element in the “ten
‘l('p.\'l()\ll('('t'srhlll)l't‘il\’lf(‘('(“lll!'.”l:ll
manv thousands of hispitals have
adopted at the reguest of WHO and
U NICEF inthe last two vears,

The countries that have taken
action are:

L qenn *adaoasger
Argentng YGlovsio
Bereger Valdives
Bunaiodesn Mernice
oo oo
Bauze Mozomba e
8 e
T grEtet

RBabiv g f\hger

€. Aswats Migero
Brazi Oman
Tamange Paksstan
Thie fanoma
Ch.no Paoua New Gur eo
Coermna Paragua,
Congo Pary

gty U ony
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30% in 10 countries

Eighty per cent of the world’s mal-
nourished children are to be found in
just ten countries,

Of the estimated 1otaf of 19 mil
lion underweight children. 120 mil-
lion or abent 60% live in four of the
most populous Asian countries -
China. India. Pakistan. and
Bangladesh. India alone has more
than 70 miilion malnourished chil-
dren - two and a half times as manv
a~ the whole of sub-Saharan Africa.

The concentration of malnutrition
i1 Asiziz not justa question of popu-
lation size. The proportion of ¢hil-
dren who are malnourished is also
much higher. More than 60%4 of all
the voung children in ndia and
Bangladesh are underweight —twice
as high as the average for sub-Saharan
Africa.

Two other nutritional problems -
anaemia and low birth weights - are
also much more common in South
Asta thananyswhere else in the world,
The ten nations with 80% of the
world’s malourished children are;

Number of malnourished
undzrfives [millions)

itd o

Chira

Bengiadesh
P,

— N N
[ S

O’ 37
ingones.a
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vl e

[ AN G T

IVOI
Emiceic 4
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T 150

Breastfeeding —top 10 countries

The deaths of more than 1 million
infantsavear could be prevented ifall
habies were exclusively hreastfed for
the first few months of life. according
to estimates by the World Health
Organization.

Figures on exclusive breastfeeding
are only available for 32 developing
countries. Because so few countries
keep statistics. the range shown is
witle ~enabling Peruto make thetop
ten with onlv about one third of it~
infants bemng exclusiveld breastfed.
For countries such a~ Thailand.

Aruitoxt provided by Eic:

Brazil. Ghana and Nigeria. the per-
centage falls to below 5%,
% infants

exclusively breastfed (0-3 months)

Bureng. ]9
Ugondo oG
Boivio 5Q
Morocce 48
Botswane 4°
Indonesits 39
Mexice 28
Eqvnt 38
otz Js
3z
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50 countries not yet
acting on iodine

problem

More than 30 developing countries
are still not protecting their popula-
tions aain~t the iodine deficienes
disordersthatarc the world’s bigge-t
cause of mental retardation,

In total. about 1 billion peopie are
at risk. Abont 6 million suffer from
eretinism and many millions more
are living below their physical and
mental potential, Most vulnerable are
pregnant women. The children of
iodine-deficient mothers can be born
ascretins - stunted, listless. mentally
retarded. or incapable of normal
specel, masement, and hearing. An
estimated 30 million children in the
developing world are unable to tahe
full advantage of education hecause of
iodine deficiency.

The solution i+ inexpensive.
lodine deficiency dismders (IDD)
can be eliminated by iodizing all salt.
The costisapproximately 5 cents per

person per year,

The goul of eliminating IDD in this
decade wasaceepted hy amajorits of
the world’s political leaders at the
1990 World Summit for Children.

A pumber of countries are now
moving to bring the problem under
control. Ecuador and Tanzania have
made good progress and Bhutan and
Boliviaare on the verge of preventing
anv new cases of IDD. By 1995, both
China and India could be producing
enough iodized salt for their entire
populations,

The tables helow tell the story of
where IDD is still a major problem
and what is heing done about it. Bold
tvpe indicates those countries where
national survevs show that the prob-
lem is severe - with at least 30% of
school-aged children having goitre
(enlargement of the thyroid gland.
caused hy iodine deficienceyy,

No recent IDD assessment or national control programme

Alghanistan Dbt

Angola Eavctone: Guines:
Comoros Gabon

Coe d vade Lebanon

Lbvs Swaziland
Mongclia Tunisia
Morocco Uganda
Somalia Yemen

Assessment ond plans exist: controi programme not fuily operational

ber v Ghana Nanoaascs Sieira Leone
Batswors Guatemo.: Mali Sudan
Burkno For Guinea Mozambique Togo
Combadia Guinec-Bissau Mvanmo: Zave

C Akrican Rep i Niger Zambia
Chad iraq Nigeria Zimbabwe
E Salveg: loo Kep Paraguay

Erniopie lesothe Rwanda

Gombia Liber.o Senego

National controf programme fully operational

Ageno China Malow: Prlippines
bargiogest Conge Nomibia St lonke
Bhutan Ecuadar Nepal Syria
Bolvio indio Pakistan Tanzania
Burundi indonesio Popua iNew Gumee Thailand
i_amercoy Ken,n Pery Viet Nam
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For the {irst time. the

benefits of a major

medical advance
have been brought
not justto the few
but to the great
majority of the

world’s families.

Following successin
reaching 80%
immunization by
1990. new goals
have now beenset
for the year 2000,

If reached. they will
bring affordable
solutions to bearon
the three or four
most important
child health
problems in the
developing world.
Taken together, they
could halve child
deaths and child
malnutrition by the
end of this century.

REST COTY AVAILABLE
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he following pages record the
progress of nations in one very
 wpecific area of health care - immu-
nization against measles.

Measles vaceine is one of the most
vital of medical interventions in its
own right: but itisalso a barometer of
a nation’~ commitment to the task of
bringing the most abvious and basic
niedical advanees to the majority of
its population,

The importance of inmumzation
against measles is widely anderesti-
mated. [t savesan estimated 1.6 mil-
lion children’<livecavear. But it also
prevents an estimated 30 millionnon-
fatal cases of a disease which is now
known to he a cause of subsequent
pneumortia. diarthoeal disease, vita-
min A loss. deatness, blindness, and
malnutrition. -

Qutreach

—

The battle against measles in the
last decade has been part of a wider
war on vaceipe-preventable disease.
And the achievement of the 80%
itnmunization goal has demonstrated
two propositions which hold out the
hope of further significant advances
in child health.

First. it has demonstrated that the
outreach capacits now exists, in
almostall countries. to bridge the gap
hetween large-scale problems and
low-cast solutions. For the firsttime.
the benefits of @ major medical
advance have been made available
not to the few but to the vast major.
itv of families in all countries,
Advanees in vaceine technology have
helped to make this possible. But the
delivery of thuse vaceines to 10 mil-
lion infants, on four or five <eparate
veeasions each vear. i« es<entially a
breakthrough in outreach o an
unprecedented scale,

Second. the immunization achieve.
ment has demonstrated the useful-
ness of quantifiable. well-publicized
targets. A clear and widely accepted
goal has proved invaluable in mobi-
lizing the public and political sup-
po.t that is necessary if available
solutions are to be put intoaction on
the same scale as the problems.
Targets provide a focus for national
efforts and for international support.

Largely a» a result of the immu-
ni7nli:):n success, the 1990 World
ERIC

{AFullToxt Provided by ERIC

Closing the
cap between
knowledge

and need

Summit for Children accepted a
range of new health goals for the vear
2000 (see page 4. Almost all the
worll’s governments have now made
a1 formal commitment to these goals
and manv have drawn up specific
plans for achieving them by the end
of this decade.

The new health goalsare more than
alist of desirables, Thes represent a
comprehensive programiue for nar-
rowing the gaps between the avail.
abilitv of low-cost technologies and
their widespread application,

The most obvious of those gaps is
the tact that twa thirds of the estie
mated 13 million child deaths in the
world each vear are caused by five
cammon diseases which medical sei-
ence has long known how to prevent
or treat.

Ending polio

Thiree of those diseases can be pre-
vented by vaceines. as can the polio
which still strikes 100.000 children
cach vear, The fact that measles.
whooping cough. and neonatal
tetanus are still killing alimost 2 mil-
lion children a vear shows that.
despite recent successes, the ininu-
nization gap remains to be closed.
The new goals therefore call for an
inerease in immunization coverage to
9% or more inall developing coun-
tries. Twelve developing countries
have already reached that vear 2000
target for immunization against
measles (~ee page 25), Targets have
also been announced for individual
diseases: the eradicationof polio: the

olimination of neonatal tetanus: a
0% reduction in measles cases: and
295% reduction in measles deaths,

Pneumeonia

Probably the largest of today 's gaps
between what seience knows and what
people need is the gap between the
availability of low-cost antibioties and
the deaths of the 3.6 million children
who are killed each vear by respira.
tory infections, mainly pneumonia.
The majority of those lives could be
saved if parents were informed about
the danger signs. and if community
health workers were trained to diag-
nose pneumonia. preseribe antibi-
otics. and recognize the small
minority of emergency cases that
need to be urgently transferred to
hospital.

Over 60 developing countries now
have national programmes to put
these strategies into effeet, The goal
for the vear 2000 is to reduce deaths
from pneurionia by at least one third.

Oneinthree

Close behind pneumonia as the
leading cause of child death in the
developing world are the diarrhoeal
diseases which clain an estimated 3
million children’s lives each vear.
And here too there is a gap to be
vlosed between the problem and an
available low-cost solution. More than
half of all deaths from diarrhoeal dis-
case are caused by dehvdration which
can in almost all cases be prevented
by oral rehvdration therapy (ORT).

0

Almost unknown outside the scien-
tific communitya decadeago. ORT is
now beingused by one familv in three
in the developing world, and is esti.
mated to be saving over amillion lives
a vear, But there isstill a long way to
go. both in promoting ORT and in
informing all parents about ways to
preventdiarrhoeal disease and reduce
itsimpact on the nutritional health of
children. The vear 2000 goals call for
a halving of child deaths caused by
diarthoea. and a 25% reduetion in the
incidence of diarthoeal disease.

Water and sanitation

——

Clean water supply and safe sani-
tation for all families is the most dif-
ficult of the goalsadopted for the vear
2000. But its achievement would
advance virtually everv other effort to
improve human  health, Recent
advances in technology and strategy
have brought this goal nearer: the
cost of sinking a borebole and
installing a landpump. for example,
has fallen by up to 75% in recent
vears, and community-based strate-
gieshave brought the recurring costs
of water supply as low as $2.00 per
person per vear. In water and sanita.
tion too. the task is therefore one of
c¢losing the gap between what can be
done aud what is being done,

Synergisms

The twe common factors uniting
the vear 2000 health goals are that
thev are based onsolutions which are
available and affordable. and that
they have the potential to make a
major impact on one of the main
causes of illness and death in young
children. Taken together. thev could
prevent well over half of all clild
deaths and child malnutrition. But
the combined effect would be even
greater than the sum of their parts.
The enemies of child health act syn-
ergistically. pulling millions of chil-
dren into the downward spiral of
infection and malnutrition. And the
greatest reward of advancing towards
arange of basic health goals liesin the
breaking of this svnergism.

Future editions of The Progress of
Vations will monitor  progress
towards all of the major health goais
for the vear 2000, -£.1
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These pages rank
the nations of the
world by the
pereentage of their
children vaceinated

against measles.

In the mid-1980s.
the goal of 0%
immunization was
acceepted by
political leaders

worldwide..

Today. most
developing
countries have
reached that goal -
saving the lives of
approximately 3
million chiidren

ach vear.

Measics
mmmunization helps
protect children
against other
diseases.
disabilities. and
malnutrition (see

box facing page).

Itis also a measure
of the effectiveness
of a nation’s health

services,
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"o imrmazed aganst measles

Statisties for immumization are
1991 estunates by W HO and
UNICEF and are more
comprelonsive and up to date
than for any other social

Thix i~ hecanse the
effort to reach the 807y goal led
to closer memitoring of progress
{which in turn helped fuel the
Humnnization snrge)d.

indicator.

The figures given here, based
ot vaecine use and household
-nrvevs, <how coveraee at age
one. Before nine months,
meastes vaceine can be nulhified
b antibiodies passed 1o the
child by the maother, Thereatter.

Measuring immunization

this natural protection fades.
leaving the unimmunized child
al risk.

[o induatrialized conntries,
where nicasles is less prevalent
and usualls less disastrons.
vaceine is givenat 12 to 15
months to allow natural
protertion to disappear. This
inereases the sueees< rate of the
saceine. [f measured at age two.
a~ is the case for example in the
US AL the immunization level
wonld be significantls higher in
developing countries such as
Nigena.
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IMMUNIZATION
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The league tables on
the previous pages
show each nation’s
absolute level of
achievement in
protecting children
against measles. But
achievement can
also be measured by
the rate of progress
over time. or by the

level reached in
relationtoa
country’s wealih. or

by the size of the

task and the

difficulties to be
overcore.
2| Twvo nations which
|| stand out by any

and all of these
measures are India
and China. Fifty
million babies are

born into these two
countries every year;
40 million of them

Canrast all odeds, U sianider leads friea i rate of progroscargaanst mensdes

Fighting measles: best
performances

The proportiea of the developing

world s infants heing immunized
againstmeasles has visen from 3 16
to 76%¢ in the last i years, This
achiey ement. oneof the higgest sue-
cess stories of the last decade. i
now ~aving the lives of more than
one and a half million children each
vear and helping to proteet the
nutritional health of millions more.

The ehart shows the 20 countries
with the hest performances sinee
the mul-1980<: hatl are countries

with percapita incomes ol less than
=300 per year,

Kuwait and India head the list.
though both started from very Jow
fevels in the mid-1980s. Uganda,
moving from L7% coverage to over
TO% in six vears despite severe cco-
nomie and logistical problems. is
the one country from sub-Saharan
Africa to make the list. Myanmar
and Bangladesh. two of the worlds
poorest countries. both moved from

alimost 7ero coverage to over 30,

Fastest progress |
% of children immunized agoinst measles (age 1 year)
Top 20 countries (985 /3 1991 % pt. rise
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are immunized
against measles
hefore their first
birthdays.
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Coverage
sustained

Following the extraordinary world-
wide effort to reach the target ot 809 o
nnunization by the end of 1990, it
wis widely feared that vaccination
levels would fall back again in 1991,
The latest figures show that in general
this has not happened,

Measles immunization is perhaps
the most difficult to sustain. hut ot
of 127 countries tor which 1991 fig.
ures ave available. 13 inereased the
percentage of infants immunized
against the disease, 49 held coverage
at o1 close to 1990 levels. and 33 saw
their rates drop hy more than 3 per-
centage points.

I Asia’s five most poputons conn-
tries, with over half the developing
world s children. 9 immunzation
levels have heen largely maintained:

Measles coverage i e

1990 1991
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' Falling coverage

The countries which saw a fall of 10
prreentage points or move inmeasles
immunization levels between 1O
and 1991 were:
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DISPARITY
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A moment’s pain, a lifetime’s protection ~ China reaches 95%

'

Twelve countries reach

year 2000 goal

Twelv developing countries haie
already reached the year 2000 goal of
immunizing 9% of their children

health. and normal growth.
The countries that have met the
00% measlesitmunization goal are:

Some poorer countries
have better record

Ten of the world’s paorest countries
have reached the B0% target for
mneasles immunization, Thevinclude
the two largest nations in the world,
India and China. which are home to
0% of the developing world's chil-
dren. Every vear. approximately 50
million babiesare hornintothese two
countries: 40 million of them are now
heing protected by measles vaceine.
Two other countries that have
reached the 80% target. Bhutan and
Viet Nam. are among the least devel-
oped nations of the world.

Poorer countries on target...

Per caprta GNP iess thon $1000, measles
coverage more than 80%

By contrast there are 13 countries
where per capita incomes are inore
than iwice as high but where protec-
tion of children against measles falls
short of the 80% mark.

In the industrialized world, where
later vaccination schedules make
higher coverage less difficult. the
average level of measles immuniza-
tion i lower than in East Asia.

Italv and Hong Kong have
vaccination levels as low as 50% -
approximately the same as in sub-
Saharan Africa.

Richer falling shert...

Per capita GNP more thon $2000,
measles coverage less than 80%

Per capita % immunized Per capita % immunized
again}st mealsles.'l heyin({:‘h;de Chilza. % immunized 1991 GNP {$) 1991 GNP {3) 1991
which has almost 20% of the world'»
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After decades of
apid progress.
primary education

is in crisis.

Spending has been
cut back. Policy and
strategy are in the

i doldrums. Progress
towards universal
primary education

is faltering.

Enrolment remains
high almost
everywhere. The
problem is not
getting childven into
schools. itis keeping
them there. Almost
halfleave bhefore
completing four

years.

Brave new
approaches are
being tried out. But
whatever solutions
are found. they must
eventually beeome
the responsibility of
governments if they
are to be putinto
action on the same
scale as the

problems.

EDUCATION
SUMMARY




he tables on the following pages

show the progress of nations
towards the goal of primary education
for all. The criterion used is the per-
centage of children reaching grade 5.
Four vears of school mav not be
enoughto establish literacy, nordocs
it signifv the completion of primary
education, but given theavailable sta-
tistics this is the one common stan-
dard by which national achievements
can be compared.

Overall, the proportion of the
developing world’s children enrolled
in primary school has risen by two
thirds in 30 vears. from 48% n 1560
t0 78% in 1990. Given that the actual
number of children has alinost dou-
bled over that same period. thisis an
enormous achieveinent. But that is
where the good news ends. For after
decades of rapid progress. primary
education is it crisis.

Spending cuts

The crisis has been brought about
primarily by eut-backs in educational
expenditures during the 1980s.
Under pressure of debt and falling
raw material prices. many govern-
ments have been forced to make
spending cuts. Military expenditures
havesuffered alittle. Health and edu-
cation expenditures have suffered a
lot. “ln nearly half the developing
countries.” said the Director-General
of UNESCO at the end of the decade.
“the goal of universal primary edu-
cation is receding rather than drawing
nearer.”

The chart on page 28 shows at a
glance where the heart of the problem
lies: enroliment ingrade 1 of primary
education remains high in every
region. but up to half of those who
start school drop out hefore complet-
ing four vears. If educational progress
is to be reaceelerated. then the clear
priority is to ensure that children
remain in school long enough to
acquire literacy. numeracy, and hasic
attitude~ and <kill> which will belp
thenm to impros e their own and their
families’ circnimstances.

There are many reasons for drop-
pingout of school. But the underlving
reason i= usually that parents or chil-
dren. or hoth. decide that the effort
and cost of staving at ~chool are not
matched by the quality o, or likels

JAruitoxt provided by ERic
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weighed and

found wanting

benetits from. the education being
offered.

A poor family mav be hard pressed
to meet the incidental costs of school
clothes. hooks. equipment. meals.
bus fares. and donations to school
funds. Perhaps the family needs the
child’s help inthe fields or the horne:
perhaps there are no emplovment
opportunities for the educated: per-
haps the last <chool report was poor
and the child seemns uninterested: per-
haps the prevailing view is that a girl
doesnot realls need to go to sehwolin
order to become a wife and mother.
Whatever the circumstances. the bea-
efits of education must be perceived
as real if thev are to outweigh such
costs and considerations. But as
investment in education declines, as
teachers’ salaries go unpaid. as books
and equipment are worn out and not
replaced. and as jobs in the modern
sector become harderto find. the per-
ceived benefits grow less substantial.
Everv day, thousands weigh educa-
tion in the scale and find it wanting.

The best investment

—
< that education is
fundamentalto developiment. Japan,
Singapore. and the Republic of Korea
are sufficient evidence. “ltisnoexag-
geration to sav,” Japan's Prime
Minister told the 1990 World Summit
for Children. “that the poliey of pro-
moting education constituted the
very foundation of Japan's develop-
ment.” Studies have shown that edu-
cation helps to replace resignation
with a degree of confidence, accep-
tance with an awarencss of choice. [n

No one disagr

resent vears. a strong correlation has
heen established hetween edueation

size.and improvements in the health.
nutrition. and survival of children.

But for all the agreement about the
importance of primarv education. in
many regions the progress of the
1960s and 1970s c:ems to have
stalled. Resources have dried up.and
poliey and strategy are in the dol-
drums.

Resources are only part of the
answer. But pritnary schools in most
countries ciearlv need more invest-
ment. There are two main ways in
which extra resources might be
found. The first involves a degree of
restnicturing in government expen-
ditures. allocating a higher propor-
tion to education and tipping the
balance towards the primary schools.
ln Pakistan. a~ in manv other nations.
two thirds of the education budget is
spent on secondary and higher edu-
cation while onlv one third of children
complete primary school.

A second potential source is over-
seas aid. But to help primary educa-
tion. aid too would have to be
reshaped. At the moment less than

%% of total aid goes into primary edu-
cation.

Lessons for schoels

As progress  has  stagnated.
attempts have been made to find the
educational equivalents of the strate-
gies which have begun to make break-
thronghs towards universal primarv
health care (~ee page 21). In that
search, much attention has been
focused on the achievements of one
particular non-governmental organi-
zation - the Bangladesh Rural
Advancement Committee (BRAC).
In eight vears. BRAC has opened

and fater marriage. smaller family I aver HLOK sehools. mainiy for chil-

dren of the poor and the landless.
Most of its pupils either never started
formal schooling or dropped out atan
early stage. The BRAC schools pro-
vide three years of basic education,
including literacy, numeracy, and
social studies, for an approximate cost
of $15 per pupil per vear. Classes are
small, and the timetable and school
year fit in with the demands of the
agricultural calendar. So far, over
90% of BRAC's pupils have gradu-
ated back into the national pnimary
education system.

But the total number cof pupils in
BRAC's 10,000 schools amounts to
under 2% of the primary-school-age
population of Bangladesh. In the
developing world as a whole, almost
100 million children a vear start pri-
mary school. The task isto keep them
there. And such is the scale of this
challenge that there is no realistic
substitute for & svstem of universal
primary education provided primar-
ilv by governments. Therelevance of
the BRAC venture istherefore not as
an alternative system, but as a guide
to making national primary educa-
tion systems work better.

Para-teachers

——
Central to BRACs success are the
twin ideas of para-teachers and com-
munity involvement. In BRAC
schools, parents are involved in
putting up classrooms. selecting edu-
cated members of the community to
he teachers, discussing matters of syl-
labus and timetable, and achieving a
better fit between schooland the real-
ities of children’s lives and expecta-
tions. Para-teachers, recruited locally
from among the educated and the
‘goud-with-voung-children’. can be
quickly trained intoday’s methods of
stimulating eagerness to learn in the
very young. More qualified teachers
can then be freed for more advanced
work in literacy and numeracy.

A ferment of similar experiments
will be needed to find the paths to
education down whicha new genera-
tion of children might march. But
uitimately. new approaches and ideas
must become the responsibility of
governments, as well as communi-
ties, if the problems of primary edu-
cation are to be addressed on the
necessary scale - P4

] R mm———— e c—
1




These pages rank all
countries by the
percentage of their
children reaching
grade 5 of primary
education.

Over 90% of the
developing world’s
children start
school. But in many
countries. half drop
outin the first few
years.

As aresult. there are
| now an estimated
100 miilion children
aged 6to 11 notin
school. Two thirds of
them are girls.

Grade 5 enrolment
indicates the
percentage of
children who are
completing at least
four years of
primary school ~ the
minimum required
ifachildisto
receive even a basic
education.
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*a of chilelren reaching grade 5

The chart shows that the
percentage of children reaching
grade 3 is determined by both
snrolment and retention. Sub-
Saharan Africa has the same

Enrolment and retention

proportion reaching grade 5 as
South America, but achieves this
by retaining a higher proportion
of a smaller intake,
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school. percapita  reaching Loy 1580 63 A basic education forall childrenand
GNP % children 1991($) grode 5 !
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Approximately one
pregnancyinfive in
| the developing

| world is unwanted

| and unplanned.

Meeting this
demand for family
planning could
reduce maternal
mortality and
abortion rates.
prevent far more
than 20% ot all
child deaths. and
improve the health
and nutrition of
many millions of
women and
children. 1t could
also ease the
pressure on one of
the world’s most
over-exploited
resources - the time
and energy of

WwWOomeit.

In addition. making
family planning
available toall
couples could bring
about a further
significant slowing
down of population
growth.




he league tables on the following

pages list all nations according to
their average number of births per
woman. Thev are thereforeaguideto
the progress that each country is mak-
ing in the transition towards smaller
families aud the eveutual stabiliza-
tion of populations. Broadly speak-
ing, the tables show that family size
tends to fall as income rises. But this
pattern is far from consistent. and it
is clear that other forces also have a
powerful effectn fertility levels. The
most important of these forces are
rising female literacy. falling child
death rates. and the availability of
family planning services. The first
two of these are discussed elsewhere
in The Progress of Nations. This
introduction concentrates on the fam-
ilv planning factor.

Benefits for women

The 1990 World Summit for
Children called for family planning
education and services to be made
available to all couples bv the end of
thisdecade. Axinove is learned ahout
the benefits of planning and spacing
births, the case for anall-out cffort to
reach this goal grows stronger. And it
isa case that can be made without ref-
erence to the problems of population
growth or environmental degrada-
tion.

D Familv planning could save the
lives of hundreds of thousands of
women each vear. At present. an esti-
matzd 500.000 women die annually
from the complications of pregnancy
and giving hirth. About 20% of those
pregnancies and births are unplanned
and unwanted. And as most un-
wanted births fall into the high-risk
category. family planning could pre-
vent adisproportionately large num-
ber of maternal deaths.

2 Familv planning could also drasti-
cally reduce the toll of unsafe abor-
tion. Approxiratelv 30.000 illegal
abortions are performed every day
in the developing world and abomt
1XL000 women die every vear as a
result.

) Family planning can improve the
overall quality of life for women in the
developing world. just as it has done
for women in the industrialized
world. it ean help to prevent the
‘maternal depletion” cansed by hav-
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A suitable
case for
prevention

ing too many children and too little
recoverv time in between. [t can
reduce the anaemia that afflicts half
of the developing world’s women,

It ean allow girls to mature physi-
callv and emotionally before they
become mothers. It canallow girls to
complete their education or training,
It can allow women more time for
enjoving their children. for earning
incomes. for community activities.
and for the rest and recreation that is
todav almost entirely denied to mil-
lions of women ia the developing
world.

Benefits for children

O Family planning could save the
iives of ~<everal mitlion children cach
vear. A large share of the births pre-
vented by family planning would be
high-risk births - babies born within
two vears of a previous birth. or born
to woruen who alrcady have four or
more children, or to women who are
vounger than 18 or older than 35.
Reducing the number of these high-
rick births. estimated at hetween a
quarterand a third of all births, would
prevent a disproportionate number of
child deaths.

O Family planning could improve the
nutritional health of many millions of
children.

Too frequent child-hearing is one
of the most important causes of mal-
nutrition in almost every conntry.
The average interval between births
is strongly correlated with the inci-
dence of low birth weight. which in
turn is strongly associated with poor
mtritional healthnotonly ininfaney
but throughout the early vears of
childhood. Spacing births means that
mothers have more tite for breast-

feeding and weaning. A major reason
for malnutrition and illness in the
voung child is the ending of breast-
feeding: and a major reason for the
ending of hreastferding is the onset of
another pregnancy.

2D Nutritional health may also be
aftected in other wavs. [rnatmost all
developing countries women grow,
store and prepare most of the family's
food. Too frequent child-bearing
means that women have less of the
time and energy that such work
demands — and the attempt to cope
with so much work leaves woinen per-
manently exhausted.

Family planning is therefore a
many-faceted means of improving
the nutritional health of the mother,
her voung children. and the famils as
a whole.

D Family planning can also help to
reduce illness. Overcrowding in the
home., especiallv in the context of
poverty. helps to spread measles,
diarrhoeal disease and pneumonia -
the three most common causes of ill-
ness and death among the world's
children.

3'The means of preventing or treat-
ing the most common illnesses of
childhood -incihuding breastfeeding,
oral rehvdration therapv. better
weaning, hand-washing. and the safe
preparation and storage of food - all
require time. Familv planning can
enable the mother to give that time,

Quality of care

Inall of thece specific wavs, family
planning can improve the quality of
life for children. But it also offers
mar. ! ws quantitiable henefits. Most
mothers know that a voung child
requires a great deal of work and

attention if he or she is to be safe,
healthy, and well-nourished, and to
develop into an intelligent. self-con-
fident. and happy child. Family plan-
ning enables mothers to give that
time and attention. Another preg
nancy and another birth. on the other
hand. deprives the very young child
of all the detailed attention he or she
still needs. Family planning can also
bring benefitsto older girls and bovs.
Allother things being equal. the qual-
ity of child care tends to rise as par-
ents invest their time, energy, and
money in bringing up a smaller nurn-
ber of children. More than anv other
single factor, family planning can
therefore advance the progress of
nations towards the goals that have
heen internationally accepted for the
year 2000. [t is a strategy not just for
population control but for better stan-
dards of health. nutrition. education,
housing and material improvement.

One billion less

— —

In addition to all of these argu-
ments, making familv planning avail-
able to all is essential if population
growth is to be slowed further, if the
pressure on the earth’s resourcesand
ecosystems is to stay within manags-
able limits. und if sustainable devel-
opment is to be achieved in the 215t
century. Finally, it has become clear
in recent years that significant
demand for family planning already
exists. Approximately one out of five
pregnancies in the developing world
is unwanted. If the existing demand
could be met. if women could choose
how many children to haveand when,
then inaddition to all the advantages
for women and children there would
be a reduction of one third in popu-
lation growth. In only 35 vears from
now, this wonld mean about one bil-
lion fewer people.

The extra resources needed to
reach the goal of making family plan-
ning available to all couples by the
end of this century would amannt to
approximately $2.5 billion a vear.
When so much could beachieved for
<o many and at so little cost — and at
such benefit to the planet as a whole
- failure to make family planning
available to all conples may well come
to be regarded as the 20th century’s
most costly mistake, — P4




These pages rank all
countries by their

average number of
'| births per woman
(total fertility rate or
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has fallen steeply in the last Romania 29
decade. In South America the Albania 28
average number o.fchildren has Isracl 2.9
fallen from 4 to 3 in ten vears. In
South Asia. fertility has fallen
from just over 5 births per woman -
in 1980 to just over 4 in 1991, TARGET
East Asia. dominated in popula-
tion size by China, is nearing the Familv planning education and
replacement level of just over 2 . . .
births per wonan. Sub-Saharan familv planning <ervices to be made
Africa has seen little change in available te all couples.
fertilitv over the last ten vears -
but the most recent survevs <ug-
gest a definite downturn, FOR THE YEAR 2000
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Fertility rates are

now decliningin all
regions of the
developing world.”™

Butrapid
population growth
in the past has left
most countries with
disproportionate
numbers of people
in their repro-
ductive years. So the
absolute number of
births is still rising,
even though average
family size is falling.

a-(:..ﬁ!

Byabout theyear’

2000, the annual *
number of births in

R )

world willhave

reached its peak.

Hwomencould
:.choose how many
children to have and
when. population
growth would
stabilize at a lower

level.

the developing -
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Colombier and ElSalvador - one ckild less

Steep fall in family size

Average family size is falling steeply
in almost all regions of the desvelop-
ing world,

Previously. sub-Saharan Africa
has stood out against the trend. But
evidence from recent surveys, not
yet incorporated into official UN
estimates. suggests that in Alrvica.
too. fertility may now he making a
downward turn.

Throughout most of Asia and
Latin Amevica. family size is fulling
at a far faster rate than was

Family size halved

Where births per woman have been
halved in one generation

Average no. of births

achieved by today’s industrialized
countrics.  Seventeen  nations.
including the most populous Latin
American countries. Brazil and
Vexico. have reduced the average
awmber of births per woman by
half or more in one generation (sce
table). In the last decade alone.
births per woman have fallen by
one child or more in 21 nations,
The steepness of these fulls in fer-
tility is unprecedented in demo-
graphic history,

One child less
Where births per woman have falien by
one child or more in the last decade

Average no. of births

Sixteen of the 20 countries with
the highest fertility rates in the
world are in sub-Saharan Africa.
where the average woman gives
birth to over six children. Evenin
\frica a turning-point may now
have been reached.

\one of the 20 nations with the
world’s highest fertility rates, with
the exception of Saudi Arabia. has
<een any signifivant change inaver-
age family size over the last ten
vears (see table),

Fertility still high
Where fertility rates are the highest in the
world

Average no. of births
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) afr <
Populations
to double in
¢ '- { Faa)
3D vears
On current trends, a total of 61
nation= are et to double their popu-
lations 1 one generation between
[990 and 2025, Thiee quarters of
themare in Africa or the Middle East,

Fastest growth

The 20 fastest-growing nations in the
world {populations over 1 million)

Total population  Multiplic-

{millions) ation
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100 - Family planning and child deaths
: The dots represent 108 countries -
80! placed according to their under-five

) mortality rates and the % of women

H - using caniraceptives. The pattern shows
—~ that countries da not achieve high rates
2 40 : : - " a af contraceptive use while child deaths
e img - remain high. One reason 15 that parents
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Contraceptive use at 50%

Inone generation. the propaortion
of married women in the devel-
oping world who are using con-
traception has risen to an
estimated 50%. But one preg-
naney in every five in the devel-
oping world is unplanned and
unwanted.

The table gives the current level
of contraceptive use in the ten
inast populous conntries with two
thirds of the developing world’s
people.

The percentage of married women using
contraception {1987.1991)

210 72
Incig 43
~denesia 48
Reozil 66
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Banglagesh 31
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Mexico 53
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Some poor countries do better in reducing family size

Some very poor countries have achieved lower fertility
rates than <o countries with twice the level of eco.

nomic wealth, The key to their achievement is that many

6 countries with GNP per capita below $1000,

average no. of births below 4

ehild survival rates.

other fartors influence fertility - including the education
of women. the availabilitv of familv planning service<.and

6 countries with GNP per capita above $2000,

average no. of births above 4

GNP Average Under-  Femole GNP Average Under-  Female
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1 billion less if
women could
choose

The rate of population growth in the
developing world would fall by
approximately 30% if women could
choose how many children to have.
Total developing-world population
in the vear 2025 would beabout 1 hil-
lion people fewer than currently pro-
jected (see chart).

The unmet need for family plan-
ning has been revealed by survevsin
all parts of the developing world over
recent vears. In some cases. the
desired family size is onlv about half
of the actual family size. The average
woman in Peru. for example. wants
twao children but has four.

In total. an estimated 120 million
women in the developing world do
not want any more children but are
not using any effective means of
avoiding another pregnancy.

Family planning can drastically
reduce illaess. disability, and mater-
nal and child deaths. It could also
reduce the toll of unsafe abortion
which kills an estimated 100,000
VOUNg Womnen every vear,

1t is now almost 20 vears since the
first World Population Conference
agreed chat "all couples and individ-
uals have the basic right to decide
freelv and responsibly the number
and spacing of their children and te
have the information. education and
means to do so”,

If women could choose
8

Developirg world populanon {bilhons]
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Despite the lack of
statistics, iiis clear
that the contri-
bution of women to
both domestic and
economnic life is
consistently
undervalued. One
of the consequences
is that both the
needs and the

| potential of women
are usually
neglected in the
allocation of
resources.
investments, credit,
training, and
technology.

The evidence of
recent years shows
that this imbalance

between the many
kinds of
contribution

women make, and
the many kinds of
discrimination they
suffer. represents
not only one of the
world's greatest
injustices but also
one of its greatest
inefficiencies.

PROGR.

A SUMMARY
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Ir. is now almost twenty vears since
the World Conference of the
International Women's Year called
on the Unisted Nations to begin col-
lecting and analvsing the stat’-tics
that would help to monitor progress
for the world's women. In particular,
the Conference asked for closer mon-
itoring of women’s healthand educa-
tion. of changes in child-bearing
patterns and familv life. of progress
for women in polities and decision
making. and of women’s coutribu-
tion to economic life both inside and
outside the home,

Some of the results of the closer
attention being paid to these icsues
are set out in the following pages (but
~ee also the chapters on health. edu-
cation. and famils planning). In par-
ticular. the tables on the following
pages rank the nations of the world
according to one of the very few indi-
cators of the well-being of wonmen
that is available for all nations - the
maternal mortality rate.

The statistical monitoring of
progress for wornen is critical to the
cause of equality for women and to
the cause of development. Without
statistics. one of the greatest injus-
tices and greatest inetficiencies of the
modern world runs the risk cf being
minimized by dependence on anec-
dotal and partial evidence.

The contribution

First ot all, closer studv and better

statistics have more fullv revealed the
disproportionate contribution of
women to both family and economic
life, Manv studies. for example. have
~hown that women work longer hours
than men in almost all societies. In
\frica and A-ia. studies suggest that
woiaen work an average of 13 hours
a weeh more than men. In Latin
America. the difference ix almost ~ix
hours. in Japan about two hours. in
Western Europe about five to six
hours. In Fastern Furope and the
countries of the former Soviet Union
the difference creeps up to about
seven hours,

It was already widely known that
women werr respensible for fetching
most of the poor world's water. col-
leeting most of it~ fuel. cooking its
meals, cleaning it~ compounds. wash.
:M:.\};I“'}w" <hopping for its needs.
ERIC
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The greates

injustice

looking after its old and its ill. and
Iyearing and caring for its children.
Oniy more recently has it become
widely known that women are also
responsible for growing the great
majoritv of the poor world’s food and
for storing and marketing most of it«
crops. On top of all such responsibil-
ities, there has also been a steep rise
in the number of wornen who con-
tribute to. or are resporsible for. cash
income throughemplovment outside
the hotne.

Thereizstillalong way to go before
the contribution of women i: fully
recognized in the statisties that play
such an important part in the making
of policy and the allocation of invest-
ments and resources. Much of the
work done bv women in both indus-
trialized and developing countries is
~till not considered economically pro-
ductive and still not taken into
account in the compilation of national
economie statisties,

But it is abundantly clear that the
muhtipe burdens of womanhood are
too much and that they are increas-
ing. in most countries. as economic
obligation is added to domestic
responsibility.

The rewards

Closer monitoring has also shown
that in return for this disproportion-
ate contribution women generally
receive much less than men in the
wav of incomes. services. credit.
investments, protection. and human
rights.

Where women do paid work out-
side the home. their wages are on
average between 30% and 0% less
than those of men. and there is no
sign of thix gap narrowing. In many
countries, twice as many bovsas girls
become literate, In some countries.
twice a~ mam hovs a~ girls are
brouglt to health centres for treat-
ment, Emplovment rights, <ocial

~ecurity rights. legal rights. property
rights. and even eivil and political
libertiesare all likely to depend upon
being born male or female.

Over the last decade. in particular.
closer attention to the many kinds of
contribution women make. and the
many kinds of discrunination theyv
<uffer. has shown that this imbalance
representsnot onlv one of the world's
greatest injustices but also one of its
greatest inefficieneies,

Diserunination against women in
technology. training and eredit. for
example. withholds the kevs of
increased productivity from that half
of the populaiion. V ery often it denies
the opportunity for increased pro-
ductiviiy to those who need it most
and can use it best. ‘

Lost opportunities

Similarly. the neglect of women in
the provision of social services is one
of the main causes of poverty’s per-
petuation.

Discriminatinnagainst girls in edu-
cation. for exampl=.leads to anarrav
of lost opportunities for human and
economic progress, Jver many vears
and in many countries. the education
of women has heen shown to be asso-
ciated with the confidence to adopt
new wavs, the propensity to make
greater use of social services_the abil-
ity to earn higher incomes. the
improvement of child careand nutri-
tion. the reduction of child deaths.
the acceptaace of family planning.
the reduction of average family size,
and the literacy of the succeeding
generation, Empowering women
with at least bhasic »dueation and lit-
eracy is therefore one of the most
important single elements in the
development process. But it is also
one of the most important steps
towards womnen gaining more con-

trol over their own lives more equal.
itv in decision taking in the family

and community, and more opportu-
nity to develop their own potential.

Water and sanitation is another
obvicus example. In many regions.
women and girlsspend several hours
adav collecting water. Thevalso luse
davsand weeks to coping with the ill-
nesses which are the result of that
water not being safe. The cost of
bringing clean. piped watertoacom-
munity can be as little as $2.00 per
person per vear. The benetitsinclude
very significant savings in the time.
energy, and productivity of women
and in the healthand well-beingof the
community in general,

The right to choose

Finally. lack of investment in famn-
ilv planning services. combined with
male dominance of decision making
about family size. means that an
estraordinary opportunity iz being
last to improve the lives of millions of
womnen and at the saine timne to
lnprove the prospects for sustain-
able econnmic development,

It is now clear that hundreds of
millions of women in the developing
worid want the right to determine
how marv -hildren they will have
and when. ¥ iges 31 to 35 summarize
the multiple benefits of meeting that
demand. It would save lives and
improve the health of millions of
women: it would improve the health.
nutrition. and education of millions
of children: and it would give the
women of the developing world more
control over their own lives.

Finally, the closer statistical mon-
itoring of those aspects of poverty
and development that are of most
concern to women has begun to
reveal the trie extent of the trageds
ofillegal abortion and maternal mor-
tality —the subirt of the league table
onthe follown. ges.

At ~stimated 1.500 women are
dving everv day of the vear from the
eomplications of pregnancy and
childbirth. Perhaps 300 women aday
are dving as a result of illegal abor-
tions. Millions more sustain injuries
and disabilities w hichare oftenseeret,
embarrassing. painful. and lifelong.
Fven though the facts are becoming
known. the suffering and fear
remains unimaginable, And its con-

P

tinuance is unconscionable,




These pages list all
countries according
t{o their maternal
mortality rates - the
number of woinen

" who die from causes

related o pregnancy
or giving birth (for
every 100.000
births).

In total. maternal
mortality claims the
lives of an estimated
half a million
Womeii every year —
99% of them in the
developing world.

1| The maternal

mortality rates
shown here reflect

B| the strength of

health services
generally. But
progress in reducing

. maternai deaths

alsoreflects the
priority givento a
problem that is of
crucial concern to

most woimen.

SUB-SAHARAN
AFRICA

B South \frica 83
2 Mauritius 09
2 Zambia 150
. Benin 160
- Kenva 170
B Malavi 170
= Gabon 190
Rwanda 210

H Botswana 230
. 0] Mozaihigue 300
Uzanda 300
Tanzania 340
Namibia 370
Togo 420
Cameroon 430
Sierra Leone 430
Madaga=car 570
> Regional average 590
fEs! Central African Rep. 000
I Senegal 600
Guine:a-Bissau 00
Niger 700
Guinea 800
Nigeria 800
Zaire 800
£ Burkina Faso 810
Il Conzo 900
ead Chad 900
kg Ghana 1000
BB Somalia 1100
Mali 2000
B ool O DATA
n Burundi N DA
N Cote d'Tvoire O DATA
B I-thiopia NO BATA

- l.esotho NO DALY
Al 1.iberia NO DATA
B \lauritania NO DAY

oy |

a‘ Zimbabwe

MIDDLE EAST and
NORTI AFRICA

LE Kowait 6
Saudi Arabia 41
.]()l’ddll 48
! Tunisia 5]
Libyva 80
m Iran 120
X Irag 120
EX \leeria 140
E Svria 140
Tirkey 150
P Regional average 210
iﬁ v 270
Sudan anl)
m Lebuanon N0 AT
n Moroceo N0 DARA
Bl Oman N0 AT
“ U. Arab Emirates No b
B Yemen O AT

SOUTH ASIA

B Sri Lanka 80
India 460
P Regional average 490
Pakistan S00
t Bangladesh 000
Afghanistan 040
ﬂ Nepai &30
g Bhutan 1310

WORLD AVERAGE

Deaths per 100.000 births

Maternal mortality

Few developing countries main-
tain up-to-date statistics of
maternal mortality rates (deaths
of women related to pregnancy
and childbirth per 100,000
births). The figures presented
here are derived from Maternal
mortality: a global factbook
(World Health Organization,
1991). Thev are the latest avail-
able estumates. but are drawn
mostly from the 1980s.

Unlike statistics for under-
five deaths or total fertility, esti-
mates of maternal mortality are
not usually based on national
surveys. Thev are drawn up by

piecing together evidence from
community studies and hospital
records. o

Surveys require a large sam-
ple size (as maternal mortality is
a less common occurrence than
child death) and must also
attempt to discover the cause of
death. This process may be
made more difficult by social,
religious, emotional, or practical
considerations, especially if the
woman concerned was unmar-
ried or if death was the result of
illegal abortion. Maternal mor-
tality is therefore generaily
underestimated.
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Hong Kong+ 6
g Sincapore 10
kY Korea. Rep. 26

Korea. Dem. 41
5]
6]

Y Thailand i

(8 Malavsia 39

China 93

E Philippines 100
ﬂ Viet Nam 120
Mongolia 140
> Regional average 160
| 1.ao Rep. 300
{ Indonesia 450
\I\.mnmr 460
Cambodia 300
hEs] Papua New Guinea 900
-

1 /|
CENTRAL AMERICA
and CARIBBEAN

Costa Rica 306
K2 Cuba 39
Panama 66

3]
m Mexico 110

g Trinidad and Tebaro 110

E Jamaiea 120
P Rewonal aicraze 1ot
g Guatemala 300
- Honduras 220
KR Haid 340
H Dominican Rep, oy
BB L1 Salvador NO DALY
B8 Nicaragua NO DATA

A woman born in Africa today
has a | in 20 chance of dving in
childbirth. The risk for a woman
born in Europe or North
America is about | in 3600 (see
chart).

The main opportunity for
reducing maternal deaths is the
prevention of unwanted pregnan-
ciex and unsafe abortions. Once
childbirth has begun, reducing
the risks depends heavil.  1tue
availability of emergency obstet-
ric care, Even improvements in
the general health and nutrition
of women have relatively little

Emergency care needed

effect. In the United Kingdom
and the United States, maternal
mortality remained at very high
levels even after rising living
standards had helped reduce
infant mortality to very low ley-
els. Only in the 1930s. when
emergency obstetric care became
widelv available. did maternal
mortality begin its steep tall. In
certain communities in the
United States. where modern
medical services are refused on
religious grounds, maternal nior-
tality rates are still 100 times
higher than the US average.

SOLTH A\IERIC‘\ INDUSTRIALIZED
COUNTRIES

Urnguay 36 | K9 breland 2
BR Chile 07 Australia 3
Argentina 140 Belgium 3
A Feuador 170 Denmark 3
Brazis 200 Israel 3
Colombia 200 Norway 3
» Regional averase 210 ltaly +
A Paraguay 300 ﬁ Canada )
g Peru 300 | ] Germany b
a Bolivia 000 | BF Greeee 3
B Venezuela o vy | R Spain 3
m Sweden 3
B Switzerland 5
Austria {
USA 8
United Kingdom 8
B Bulgaria 0
France Y
Czechoslovakia (formen) 10
Netherlands 10)
Portugal 10}
Fintand 11
Japan 11
Poland 11
. New Zealand 13
The birth gamble B> Group average 13

Risks of maternal death {over a life-
time} by region

Lifetime risk

SuarSararen Al a T i)
Soult. As-c LA dQ
M Eastang N Atnca i 80
I Lo
C Amerca o Coretoar o (50
F Asia ary Pecie iw 200
industigeced ¢ Lttee C3¢00

B Hungary 15

g Romania 150
Albania O DA

TARCET

\ halving of the 1990 maternal
mortality rates.

Al women 1o have prenatal care.
trained birthattendants, and referral

facilities for obstetric emergencies,

FOR THIE YEAR 2000
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In most nations,
women are
beginning to make
progress towards |
greater equality in
education, inlegal
status, in the right to
choose when to have
children, andin
opportunities
outside the home.

Butitis still
conmumon for women
to work twice as
many hours a day as
men.

Bi Indeveloping

§| countries, women

| erow most of the
food and contribute
|| increasingly {o cash
incomes.

But they are still
expected to fetch
wood and water,
clean and cook, .
wash and shop, look
after the old and the
ill, and bear and
care for children.
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Srolanhan sarls  poor but literate

12 of poorest reach 60 %
literacy for women

Some of the poarest countries in the

workl have outstanding records in
promoting literacy for woren.

Twelve countries with per capuia
G\ Pxof less than $1000 hav e female
literacy rates of 60" or hetter, Four
ol therm = =ri Lanka. Viet Nam, the
Republic. the
Phifippines - have sarpassed the
20" marh.

sni Lanka's female literacy rate of

Dominican and

Poor but literote
GNP per capita below $1000, female
Iteracy 60°; plus

Secondary consideration
% girls and boys in secandary school,
developing world, 1960 - 1990

s0° bany
40; grrls
30‘?
20%
lo?

[
7360 1965 1970 1975 1980 1985 1990

810 ~tands move than twice as high
a~the average for South Asia.

Ten countries at significantis
higher levels of cconamic develop-
ment stitl fall short of the 60 0 mark
{or female literacy.,

All literaey statisties should be
regarded as approximate. as there is
no hard and fast definition of exactly
what is meant by being able to read
and write.

Lagging
GNP per capita abave $1000, femole
literacy below 60°%

% wamen GNP % wamen GNP
literate per capita literate per capita
1990 1991{$) 1990 1991(3)
- ML tUanaeds 38 230
24 AT e 43 2320
24 0 B ey 44 '20
10 WAO Aeng 4¢ 220
75 e S AR 48 -SG50
T R hae 49 730
" el oem 49 2200
) ST 3 &7 133
- R _ :
. LS Tesw 56 510
‘e 4o

10 reach 90%

Tendeyeloping countries have achieved literaey rates for women of %%,

% wamen literate

% women literate

e

3
T A 373
. e
ar w
e 2
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Maternal deaths

*
not justa

* L

question of
: L
;| national wealth
The league tables on the previous
page show that in no otherarea of life
is the gap between countries as wide
as it is in the frequeney of maternal
death. The number of wornen who die
per 160.000 births ranges from 2 or 3
in Australia. Israel. and Northern
Europe to hetween 1000 and 2000 in
sotnie partz of the developing world.
But the gap is not onlva gap between
rich and poor. The overall status of
vomen. and especialhy theirability to
control how many children to have
and when, can be even more impor-
l:ln[tlluna(-ulllllr}'"swoumnu-.«lan\-l-
ing. No country has suceeeded in
reducing maternal mortality to fow
levels without providing emergenes
obstetric care 1o cope with complica-
tions in childhirth.

Listed below are seven very poor
countries with low maternal death
rates - and seven rieher countries
with significantly higher maternal
mortality.

7 poor doing well

GNP per capita $500C or less, maternal
mortality below 200
"Per capito Maternal
GNP($) mortality
Srelonko 500 80
Jamba 420 150
Benin 380 160
kg 370 Qs
Kenva 340 170
v et Nom 240 120

R Sy
IR e B Ry

7 richer not doing so well
GNP pe: capita above $1000, maternal
mariality 200 or more

Per capito Maternal

GNP($) moriality

bl 2920 M
Botswano 2590 250
Coomba 1280 203
Paraguoy 120 e
Cor 1120 200
Raaatletts) BN T2

1 A REY

[

B R AR

R A N

| (ot S S A
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Where homes
are headed by
womern

A quarter or more of households are
headed by women in 21 out of 78
countries for which figures are avail-
able. In the great majority of cases,
this means that the household is made
up of a woman and children - and no
man. In some eases. imen are absent
because thev have migrated in search
of work. The proportion of house-
holds headed by women has risen in
* all regions inrecent vears.,

Heading home
% of households headed by women [1980s)

Girl children have a better survival
rate than bovs and women normally
live longer than men, Even with the
natural compensation of more male
than female births, this stil] means
that most nations have more women
thanmen, In the industrialized world.
for example. the ratio is 106 women
for every 100 men.

But in some developing countries.
there are many fewer women than
men, The reason may be a lower sur-
vival rate for girls ~ either because
thev receive less health care or
because of the female infanticide
which. whether by neglect or inten-
tion. still oceurs in some countries.

Botswana - nearly half of all househclds
headed by women

High maternal mortality rates may

Somt Kutts arc Nisv's 46
L ONOGA <5
Bolswara 45
Barboooes 44
Saint Vincent ang Grenarnng 42
Saintlucic 39
Dominica 38
Norwav 38
Jomaica 34
Austna 31
USA 3!
Malowt 29
Zambio 28

. bo 2g | alsohea cause. as an estimated half a
oy 27| million wonten die each vear from the
Inecen 27 | ecomplications of pregnancy and giv-
whana <7} ing birth. Unsafe abortion also takes
“arda <2 | itstoll, killing approximately 100.000.
Austrai . . ]
Fusirahe 25 | Other possible causes include widow
Caonada 25 :
burning and dowrv deaths.

2 arto R 25 oy ' i .
Swntzeriand a5 I'he table shows the nine develop-

1 H <
Tradad ana Tobago 25 | ingcountries which have 95 or fewer
United Kingdorn 95 | women forevery 100 men; thismeans

that there are 10% fewer women than
could be expected.

R ECAIEIING s Trew g s aTmer v T TOOD maagyaag
suscs $IS

Where parliament is still 95% male
% women MPs (1991)

Pakistan
Kenya
Turkev
Koreo Rep
Mongoha
Egvp!
Jopar
Aigena
Maltg
Alghamisian
Yemen
Mepal
Albaria
Romanta
Barbages
er.'\gﬂor‘.u

Bhto i W N NN P — — —

F2N

ix

Cerntral Abrczzn R
Togo

Babama:

Turisia

Maldives
"«tg("nunv)

Cote d lvnie
Snlonka

th on nen BN s B L

’
o Rts)

mERIC
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Women in politics

Although women have the vote in all demaocracies. no country in the world has
as many women members of parliament as men. In only four countries does
the proportion of wemen MPs rise above one third of the total - Finland,
Norway and Sweden. plus Guyana which leads the developing world in the pro-
portion of politicior.s who are female.

Regionally. Asia and Europe lead the way with about 13% female partici-
pation in national parliaments {all figures are for 1991, the latest available vear).

T the world 4= a whole, only about one parliamentary seat in nine is occu-
pied by a woman. This represents a slight fall from the level of 13% recorded
in 1989,

Indemocratic systems. the proportion of uationally elected officials who are
wonten isa good barometer of progress towards realizing the principle of equal-
ity,

Where there are most women MPs
% cf women MPs (1991)

Where there are no women MPs

Asio i3 Belize Maorocco

Esope ‘3 Bhuton Papua New Guinea
Amencas 7 Comaotas Saint tucia

oL onaan Ao K 2 bt Sonmor Isiands
Bacite " jmican Tonaa

Arab States d €1 bon i Arab Emrates
World average T rapanen

R 45

Where women are fewer than men

Disappoaring women

Women per 100 men (1990)

Pak:stan 92
Papua iNew Guinea Q3
India Q4
Hang Kong Q4
Bangladest: Q4
Aloonia Q4
China Q4
Afghanistan 95
Nepal Q5

“LECE Unvied Natons Sionstees Ofon ond Poouioton Dvisen orputr
e 0N This 1yl @XCROSS COUNTIES WTH NGVE 10Ige numbors o
3@ MIOn

South Asia - 10% of women missing

Where women are going
backwards

There are 15 countiries in which the
proportion of women elected fo national
office hos fallen since the mid--1970s:

% of women MPs

% pt.
1991 g::ll

1975
A‘bcxmc 3 3 4 -20
Ho-gary 29 7 =22
Morgaia 23 2 -2
Bulguna 19 Qo =10
Zauwe 11 5 -6
Baroads 8 4 -4
Coie d'lverre Q 5 -4
Argentinn el S 4
Kuteg bep ol ‘ 4
Pakiston 4 1 -3
Kenya 4 ! -3
Poiand e} t4 -7
China 23 21 -2
Korea Dem 21 20 -1
Malla 4 3 |
CrEl ey anarany o (Y DUOR 0wt pevene e

IV AEmAn 0 Y OTOMeRt EOTr ONT ST o
e
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Recent decades ‘ ~ :
8| have brought rapid A é—E——M——NI ARY
| improvements for
the children of the
industrialized
nations. But
progress has now
slowed and, in some
countries, been
thrown into reverse.

Poverty still afflicts
between 5% and
20% of children
even as new
problems emerge.

In most countries.
there hasbeena
steep rise in divorce,
single-parent
families. and the
numbers of women

§ | who work outside
8! the home. There
has beenno

compensating
increase in the time
| | fathers spend with
K| children. Millions
3| of the industrialized
| world's children are
now facing a famine

of parental time.
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he industrialized nations were

asked te respond to the 1990
World Sumnmit for Children in two
different ways. First. thev were asked
to give rore priority to meeting the
aeeds of children in their own seci-
eties, Sccond. thev wereasked to give
more priorits to the kind of overseas
aid which would help improve the
survival. health. nutrition. and edu-
cation of children in the developing
world.

The following pages provide a
glimpse of how the industrialized
nations currently measureup to these
two different tests. The factsand fig-
ures on page -+t tell their own story
of the industrialized world’s aid
progranmies.  This introduction
therefore focuses on children in
the industrialized nations.

Looking after its own

<

Whether measured by health,
physical growth rates. di-ability
reduction. or educational level. the
quarter century from 1950 to 1975
saw remarkable progress for children
in all industrialized nations. But par-
ticularly in the Anglo-American
world. there are signs that this rapid
progress has been brought to a halt
and mav now he going into reverse,

fualmost all industrialized nations,

for example, a significant fraction of

childrenare stilllivingina poverty so
severe that their basic needs for ade-
quate nutrition. hasic health care. and
primary education are not reliablv
met. In the richest country of all. that
proportion has been inereasing: 15%%
of childrenin the United States lived
below the poverty line i1 1970: today
the proportion is 20%.

The main causes of continued child
poverty are rising unemplovment and
falling wage levels for unskitled work-
ers, rising divoree rates amd the
increase in single-parent families. the
failure of government taxation poli-
cies and social services to mitigate
povertv.and the steep nse i tie cost
of housing in some induvstrialized
countries.

Starved of time

S ———

One consequence of these eco-
nomic and social change< is that mil-
lionsof childrenare also increasingly

The pressures
that devalue
children

heing deprived of parental time and
attention.

[n alimost every industrial coun-
trv. the proportion of mothers who
work vuiside the home has heen
increasing stceply. For a minority of
wotnen. this is a response to new
opportunities for interesting and
rewarding careers: hut in the vast
majority of cases. mothers are taking
unskilled jobs with low status and
low pav. Divorce or abandonment
play their part. but more oftenitisa
case of one ineome in the family no
longer being enough. In the United
States. the proportionof women who
work outside the home has jumped
from 30% in 1960 to 66% in 1988
parthv to compensate fora 20% fallin
male wages over roughly the same
period. In Australia, the number of
women going out to work rose by
0% in the 1980sas the average wage
fell by about $30 a week. In the
United Kingdom. where house prices
have tripled in real terins since 1970,
mortgage repavinents now claim
about )% of average family income
and most households need two wage-
earners.

Bv and large. there has heen no
compensating increase in the time
given to children by their fathers.
ludeed in<ome places menare work.
ing longer hours. often becanse of the
need to hold onto jobs in an increas-
ingly competitive economie climate.
The average woking week in the
United States. for example, has
lengthened by the equivalent of a full
working dav {fromjust over 0 hours
toabout {7 hours) between the begin-
ning of the 1970s and the end of the
1080s, According to The Wall Street
Journal, almost X% of senior exec-
utives work at leasta 10-hour dav.and

most are working a longer week and
taking shorter holidayvs than they
were ten vears ago. Similar trends are
evident in the United Kingdom.
where executives work a 33-hour
week and half do not take up their full
holidav entitlement,

The inevitable result is that mil-
lions of parents are spending signifi-
cantly less time with their children.
According to some  estimates.
American children spend an average
0f 10to 12 hours a week less with their
parents than they did in 1960. Maore
difficult to quantify is the effect on
the time that parentsand childrends
spend together. But if both parents
arrive home tired or stressed. then it
is obvious that there will be little time

or energy left to build the Kind of

relationships which help children to
grow up with confidence and self-
psteem. discipline and respect. and
the abilitv to be happy and to con-
tribute to the happiness of others.

Abandoning children

Parily a~a result of surch pressures.
the single-parent familv is on the rise
in most industrialized nations. The
proportion of American children
growing up without the presence of a
father has increased from just over
10% in 1960 to over 25% by theend
ofthe 1980s, In the Cnited Kingdem.
the rise has been even steeper: a quar-
ter of all babies boin in Britain in
1690 were born to single mothers.

The chart on page 45 shows how
different industrialized countries

have acted to mitigate the effect of

economic forees on children. In
France, Germany. the Netherlands.
and Sweden. tax policies and child
henefit schemes have reduced child

poverty to 5% or less. In Canada.
Australia, and the United Kingdom.
poverty mitigation has brought the
figure down to less than 10%. Gnly in
the United States does government
policy have no reallv significant effect
on the 20% or more of children living
below the national poverty line. To
some extent. this policy of neglect
seems to have applied only to chil-
dren. In both the United States and
Canada. poverty has decreased
among the elderly and risen among
the voung.

Signs of stress

Some industrialized countries are
clearly offering their children greater
protection against these trends, In
general. Japan and the ceuntries of
southern Europe appear to be suffer-
ing less erosion of family and com-
munity suppert for the child and for
the job of being a parent. In much of
Europe. the working week has been
slowly shrinking and the package of
rights and benefits available to par-
ents when a child is bhorn has
improved. In the United States. by
contrast, about 60% of working
women have no henefits or job =afe-
guards when they give birth.

Nonetheless, the consequences of
increasing pressures on family life
sre beginning to show up in some
disturbing statistics for almost all
the industrialized countries. Many
nationsare witnessing a steady rise in
scl ol drop-out rates and underper-
formance. in reported cases of the
physical and sexual abuse of children.
in teenage violence and suicide (see
page 13). in eating disorders, alco-
lolism. crime, and drugabuse, and in
harder to-quantify  disaffection.
demoralization. and disillusionment.
These svmptoms. increasingly break-
ing the surface of homes and com-
munities which are not financially
poor, tell of the stress on family life
and family relationships.

The patiern and the estent of the
process differs from country to coun-
trv, but the commonstrand s that the
job of parenting is heing devalued.
and with it the quality of children’s
lives and societv’s future. - PA
Vuns of the facts in this stroducion are trhen

from Child neglect i rich natiens, Svlera Hew lett,
{NCEF 193
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The 1990 Werld
Summit for
Children called on
the industrialized
nations to look
again at the progress
being made by their
own children. In
wealthy couniries,
the problems of
poverty linger on
and the problems of
affluence are on the
|| increase.

'The Summit also
asked all
industrialized
nations to
re-examine aid
budgets to see if they
could better serve
the year 2000 goals

| for improving the

| health, nutrition,
and education of
children in the

developing world. |

The aid-ranking
tables on this page
show how small a
part of aid is
currently devoted to
this cause.

Aruitoxt provided by Eic:
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HOME AND AWAY

Nordic countries
head aid leagues

The industrialized world gives about
one third of 1?4 of its GNP in over-
seas aid - about $75 a vear from each
citizen. \n aid target of 0.7%% of
donor ccuntry GNP wasagreed onin
the 1960s.

Norwav, Demmark and Sweden
oceupy the first three places iu the aid
leagues = whether measured by per-
certage of GNP araid given per head.

£id as % of GNP {1991}

CaG P
Jerman A
Nemenona: P
fema ~8
Zorogn T
Beqium A
Carnge, K
Aosrara c4
Sw tzedona 04
Ur teg K.ngco."‘- C3
Jopan >3
Peteqal o3
1oty o3
MNew Zegsra 23
ULA 32
freland 22
Aid given per head ($)
Nonwvay 282
Swieden 234
Denmark 231
Firlang 180
Nlotharign gc 168
france L3
Sevitzeriond 118
PRI B
Sornare, 32
Carada G2
Beig =&
Jocan o
Aavug 50
Avstralio a8
Una a4
Irelond 37
N Legland 29
Lgan 27
Paruaan e}

Ll
I 24

{1d to meet the needs of the poorest

Less than 10% of aid is
spent on basics

Less than 10% of aid i= allocated
directly 1o meeting the most obvious
needs of the poorest people - pri-
mary health care. primary education.
clean water. safe sanitation. and fam-
ilv planning.

The funding of such programmes
i= not the only wav to meet basic
needs. Aild that creates jobs and
incomes allows people to meet their
ownand their families needs by their
own efforts.

Nonetheless. there is a dlear case
for restructuring aid programmes so
that at least 20% of the total goes
directly to hasies. Low-cost solutions
are available for many of the major
problems facing the children of the
developing world: aid could help
enstire that the resourcesare avaiiable
to put those ~olutions into effect on
the required scale.

Aid to basic education

Aid to bosic education as % of oll direct
aid 1o education (199C)

Saenen 4
L tzengrn 22
laoan 2
Nernernlaed: o)
Carmare 4
Feana Yz
~amo0a
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Many countries devote the hulk
of edacational zid to universities or
advanced studies for relatively few
individuals rather than to the
improvement of primary education
for the majority of children.

Similarlv. aid for health is often
divected towards hospitals and high-
cost medical equipment serving the
ueeds of an urban minority rather
than primary health care for the poor
migjority.

Aid to family planning
% of aid given to populaiion progrommes
(1990}*

Nonvay 42
Finland 25
USA 25
Sweden 21
Zenmark '8
Canoda v
United Kinggom b4
iethunanas Tl
Swizertand GQ
Cermany o8
LOECR o7
Mew Zealanc 25
Aystrala 04
Eaigum o3
RS B ’
Ausing 01
france 01
Average 1.2
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US child poverty twice
European level

With 20% ofits children living below
the national poverty line. the United
States has more than double the child
poverty rale of any other industrial.
ized country.

Canada. Australia. and the United
Kingdom form a second group with
about 10% of children below vational
poverty lines (familv income helow
0% of median disposable income).

same degree as in other industrialized
countries (see chart).

The United States also leads the
rankings for murders of voung peo-
ple. Nine out of ten killings of young
people in the industrialized world
happenin the US.

Australia. Norway. Canada and
Switzerland head the league for the
~uicide of voung people. Among

AL RN 0
vty e £ox o fverpenon oy o
A ocdveed macion loccu v AQX i 1QEAOR e - -

Murder

Annual deaths by homizide per 10G,000
aged 1524

Suicide
Annual deaths by suicide per 100,060
aged 15.24

Sweden. France, the Netherlands,  those aged 15 to 24, suicide has risen Rate per Rate per 100,000
and former West Germany have all  in 11 out of 14 industrialized coun- Number 100,000 1970 1987-1990
succeeded in reducing child poverty  tries over the last 20 vears — more  ugA 5718 153 Austahia 86 ‘64
levels to less than 5%. than doubling in Spain and Norway. ~ Carada 121 31 Norwoy 62 163
The poor performances of the Only Sweden. Japan. and former 72" ]7? ‘ ? §°”°°° 103 138
United States. the United Kingdom.  West Germany have broughtabouta c\;.ﬁ.:ov 05 1 &g;\lef'crd |g E) ;‘; ;
Canada and Australia reflect set- fall in teen suicide. Swizerlana 12 13 Sweden 13.3 12.2
backs for the poor during the 1980s. Canada and the United Stateslead < noen i3 11 Fonce 70 103
The proportion of families living  the world in the proportion of young ~ Denmork 8 10 WGemony 134 906
below the poverty line doubled in  adults enrolled in higher education. lNe’he’lo”ds 21 09 Denmark 9.0 92
the UK and rose -$0%% in the US  Twothirds of Canadiansaged 201021 K 80 09 FJK 43 72
- trance 59 07  japan 130 70
between 1979 and 1986. are still studving. just ahead of the  jop0n 73 04 Neteronds 49 6.7
The fact that child poverty ratesare  63% scored by the USA. Only ltaly. Span 17 43
twice as high in the US is caused  Ireland. Switzerland and the United traly 29 32

largelv bv the failure of tax and trans-
fer policies to mitigate poverty tothe

Kingdorm have less than 30% of their
voung adults still in education.

e World Heatn Oraomeanon vWord heash sahsncs annuct
W dawor T8TIOW

SR Wt Megra Organzaton VY ks Ao sighsics 07 AuG $
11 0uS veOTs veny oA Bhes Of Juc.e MAy rediect yndertepomng it
YR Oty

A new report on childrenintenindus-
trialized countries shows that steady
progress has been made over the last
20 vears except in the United States
and the United Kingdom. where chil-
drenare judged worse off today than
they were in 1970,

The report. prepared by Fordham
University’s Institute for Innosation
in Social Policy. shows that progress

Progress of 70s stalled in 80s

in most of the countries studied was
rapid in the 1970s but stalled in the
1980s. The best performing coun-
tries were Italy and West Germany,
with Norwav and Spain also showing
slrorg progress,

Lack of standardized statistics

raeant that only four measures could
he used — infant mortality, govern-
ment spending on education. teenage
suicide. and income distribution.
For each indicator. a nation’s own
hest performance since 1970 is given
a value of 100, Performance in any

———

one vear is then recorded as a per-
centage of this maximum score. The

indicator scores are then averaged.
The charts show the results. They
cannot be used for inter-country com-
parisons as thev are based not on a
fixed standard but each country’s

own best performance in the past.
e e rere mne e e
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The social health of children
100~Combination of the highest level reached for each indicator for any year in the period 197089

Spain Australia Japan

France ! Norwoy

Switzerlond

United Kingdom USA

— 70 80 89 _
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The Convention on
the Rights of the
Child seeks to
protect children
everywhere against
exploitation, neglect
and abuse.

Many of its
provisions are

| reflected in the year
11 2000 goals for
improving health.
nutrition and
education.

Monitoring progress
towards those goals
is therefore one way
of monitoring the
progress of the
Convention.

The tables on these
pages show. for each
country, whether the
Convention on the
Rights of the Child
has been signed and
ratified. and
whether a National
Programme of
Action (NPA) for
reaching the year
2000 goals has been
drawn up.

v I
SOUTH ASIA

\ehanistan ]

Bangladesh B AO
Bhutan HaA@
India NA®
Nepal RaAO
Pakistan BAO

Sri Lanka naeo

B Country has signed the
Convention on the Rights of
the Child.

A Country has ratified the
Convention on the Rights of
the Child.

@ Country has finalized
National Programme of
Action for reaching vear 2000

goals,

i - . 3 a L - -
SUB-SAHARAN MIDDLE EAST and
AFRICA NORTH AFRICA
Angola B A \lgeria A®
Benin BAO | vt HA®
Botswana Iran . o
Burkina Faso HA® | Iraq
Burundi HA® | Jordun N A ‘
Cameroon N A Kuwait HAO l
Central Mrican Bep. W A @ | f.chanon A
Chad WA® ! libwa A
Congo ® | Morocco HAO
Cote d'hvoire B A® | Oman
Fihiopia LI Saudi Arabia
Gabon ] Sudan RA®
Ghana lA® | Syria I
fuinea B A O® | Tunisia A0
Guinea-Bissau R A Turkey |
Kenya W A® | United \rab Emirates
l.esotho H A Yemen A
Liberia 3 A
Madagascar H A
Malawi BAO
Mali mA®
Mauritania HAO
Mauritius BAO Apromise to keep
Mozambigue e
Namibia ZAS The Convention on the Rights
\iger mAO of the Child was adopted by the
Nigeria NAO General Assembly of the United
lh‘\'ululu A Nations on 20 November 1989,
Senegal mAO Human rights conventions usu-
TR ally take several decades to
Sicerra Leone mAO " . . .

- _ achieve widespread internation-
Somalia al acceptance. In only four
South Africa ' vears, the Convention on the
Tanzania HA® Rights of the Child has been
Togo m A signed or ratified by the great
Uzanda maAO majority of the world’s nations.
Jaire WA Signing the Convention indi-
Zambia mA cates a government s intention
Zimbabwe BAO to ratifv. Ratification means

that its provisions become bind-
ing and that governments

undertake to submit a report.
within two years, of action
taken towards compliance. To
date, (July 1993), 57 reports
have been submitted to the ten-
member international
Committee on the Rights of the
Child.

In many nations, the process
of translating the Convention
into national law has now
begun. In all nations, ratifica-
tion gives the public. the media,
and the non-governmental orga-
nizations an agreed platform
from which to remind political
leaders of their commitments.
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EAST ASIA and CENTRAL AMERICA INDUSTRIALIZED
PACIFIC and CARIBBEAN COUNTRIES
Cambodia A Costa Rica M A© | \cgentina MA@ | \bania N A
China BAO®  Cuba W A @ | Bolivia A ® | \ustralia B A
indonesia B 4 @ | Dominican Rep. = A O | Brazil A Austria B A
Korea. Pem. A El Salvador B A® | Chile B A O | Belgium HAO
Korea. Rep. 8 A ® | Guatemala oA @ | Colombia B A © | Bulgaria E A
Lao Rep. A Haiti |- Feuador B A O | Canada BRAO
Malaysia _ | Hondurax B A ® | Paraguay WAO® | Denmark EAC
Mongolia H A Jamaieca H A eru =A@ | Finiand HAO
Mvanmar B A Mexico WA ® | Lruguay MA@ | Irance N A
Papua New Guinea . i A Nicaragua B A ® | Venezaela H 4 @ | Germany EA®
Philippines B aA® | Panama WA Greece WA
Singapore ® | Irinidadand Tobago B A ® Hungary [ 'Y
Thailand WA Ireland | A
Viet ham HAQ Isracl = A

Haly A
Japan g @
Netherlands n o
New Zealand EA
Norway HAO
Poland M A
Portugal HAO
Romania A
Spain N A
Sweden HA®
NEWLY INDEPENDENT COUNTRIES Switzerland a
United Kingdom EAG®
. USA °
Armenia B A lLithuania oA
Azerbaijan WA DMacedonia
Belarus B A DMoldova B A
Bosnia and Herzegovina Russian Federation HA
Croatia B A Slovakia [ N
Czech Republie M A Slovenia H A
Estonia R A Tyjikistan
Georgia Turkmenistan e ) .
Kazakhstan Ukraine A }() TE .-\.ddl'lmnal m;znatones}ntho
- - n Convention include the Holv See,
oy B 4 e m A e 4 s Ryrgyzstan l,'l‘l)(‘kl"m" Liechtenstein. Monaco and San
v e e Latvia B A Yugoshivia A Marino. San Marino amd the Holy See
have both ratified the Convention amd
the Holy See has drawn up anaction
plan tor children.
Q
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The main indicators used to construet the league tables in The Progress of
Nations are the under-five mortality rate. the percentage of children
¥ malnourished. the percentage of children reaching grade 5 of primary school.
f the percentage of children immunized against measles, the maternal mortal-
m ity rate. and the total fertility rate, Lsing these same indicators, the following
B table shows the record of the world's less populous countries (population less

than | million people). The relative standing of less populous countries can be
assessed by comparing the figures given here with the relevant league tables.

Tl last columns indicate whether the Convention on the Rights of the Child
has been signed and ratified. and whether a National Programine of Action
(NP A has been draw nup for the achieyement of the year 2000 goals (see pages
16 and 47).

% 1-yearold
GNP % under-5 children % af
per Under-5 children immunized children Maternal Total Convention Year
capita mortality under- agoinst reaching mortality fertility on the 2000
($ rote weight measles grade 5 rate rate Rights of the Child  gools
1991 1991 19761990 1991 1980-1990 1980-1990 1991 Signed Ratified  NPA
Artgea ars Barooan ShES o e a5 - - ‘e 4
i Bohomas 11720 3G — 87 2 6% 21 4 '4
M Bohvair AN TR — S 95 34 g v '4 4
Barbados 6630 12 5 87 Q2 27 17 7/ 7/ 7/
fl Belize 2050 29 — 74 47 19 46 v v v
British Virgin Isoras 850 3s - B4 - - -
R Brune Dasso o 207¢6C 1o - 3 83 — iz
k Cape Verde 756 61 1¢ 76 68 107 44 / /
3 Comorze 0 123 — 87 2 520 70 v/ v/ /
Cook Istanos 155C i - & - — -~
| Cvorus 8640 i - 74 g2 — 23 v v
Dytbout 121C 161 23 7% 39 749 6o v/ v/ 7/
g Dominco 2440 2 8 9l 58 z7 v v
B Equatonot Gurec 330 202 — 7G — 430 5@ v/ v/
Fips 1830 30 - 84 74 G a0 4 4
d Gambo 360 234 - e7 a7 1500 62 v v
] Grenooa 2180 37 - 9% 100 10% 3¢ v v
B Guyono 29C &G o0 s Gt 207 2¢ v/ 4
| \cetons 22580 - - o - : T v v
Kinba' B 8x — o QF - ’
| luxembourg 3108C 9 - 8= O 3 (e /
B Molowes e s - o -~ 3" s v v v
L Mol 6850 14 - 8C Ho. . 2 '4 v/
Morshall tsiands ¢ 28 - 25 — — — 7/ /
Bl Micronesia fed Stotes ‘ — - ge — — 45 7/ v
K Monisera: 3330 Kk -~ 00 - - R
B Polou 760 26 - 8 - — —
Qoatar 15860 35 - e 59 Q 45 7/
Sant Kitts ard News 396G 43 -~ Ge 15C 20 v/ v
B Santlucio 2500 27 14 gz 95 26 30 v/ v/
d Soint Vincent and *.e Grenadines 1730 26 — o< - 13 25
§ Somoo 93¢ 50 - g~ - 400 46 7
| Sao Tome and Prncipe 350 89 ha 68 88 79 50 / v
Seychelies S511¢ Pl ¢ 2C 10¢ oC 28 '4 4
Salomon islanas 560 34 - 74 6o 1¢ 55
E Sunname 3610 37 — 84 QG 89 28 7/ '4
Swazlond 1060 113 G 8( 7¢ e 50 4 '4
l Tongo 1noe 26 - B¢ QU 37 39
B Tuiks cnd Caicos Islands 780 3 - o3 — - —
B Tuval 650 43 - 79 - 450 -
Vanuaty 1z 89 20 o6 — 1c”7 5¢ v/ /
* Range $1500 $3499 5 5]
[€) >
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NATIONAL
PERFORMANCE
GAPS

The following tables provide additional informa-

tton on the progress of nations.

Pages 50 and 51 show the national performance
gaps. jor all countries. in the fields of child survival.
nutrition, and primary education.

The national performance gap is the difference
between the actual level of progress achieved and
the expected level of progress for each country’s

per capita GNP (see pages 10and 11).

Using the kev indicator
of the under-five mortality rate,
pages 52 and 53 show the average annual rate of
reduction achieved in the 1980s and compare
this with the rate required in the 1990s if the inter-
nationally agreed goal for the year 2000 is to be
met. Countries ar: listed, by region. in order

of their likelihood of reaching the goal.

a3



The tables on these
pages show each
country’'s national
performance gap in
the areas of child

« rvival. nutrition,

and education.

The national
performance gap is
the difference

between a country’s
actual level of
progress and the
expected levelforits
per capita GNP.

For each indicator,
the expected level of
achievement has
been calculated
from the per capita
GNPs and the
relevant social
indicators of all
countries (see
opposite). The
expected level
therefore represents
the level that the
average-performing
country could be
expected to have
reached for its level
of GNP per capita.

SO C1TAL 1LND 1C

NATIONAL

GNP Under-five
per mortality rate 1961

PERFOR

% of children
reaching grade 5

% of under-five
children underweight

capita Actual  Expected Difference Actugl  Expected Difference  Actual Expecied Difference
SUB-SAHARAN AFRICA
AnAania 10 — — —-— 34 ~0 -26 — — o—
He B 40 ~ -13 At EE -9 - — —
g aars RS IAN - -26 o s -15 < > 0
SRS KR A oy -12 -7 i ~-20 - — -
RN ; T T -2 -7 +20 B 2 -7
toamerns e ! Tl -47 T3 a7 +6 3 24 +7
Sela o ~ - -— wd o ~7 — — —
e Lol - - -_ P 5 +7 -~ - -
3 ) - —_ o +2 24 - -7
i . o7 . -32 bt T -4 e e +8
AN L2 .o +«3 - . -7 i3 S +1
T5¢ — - —_ 30 =< -35 ~ — —
: - ~-37 ! . +23 ST Al -1
-_ . : -29 - - —
-t - - ~ . i -10 22 33 +15
-2 : B +69 . P +23 B! JR +14
el N 2 : ~50 L T -2 o) 4 +8
Lo e . Lon Lo ~93 — — - 2 JS +5
AR R o " T +4 A ST -3 s A -5
Ve o et - ~57 - P -9 . . +11
S L3 Ll > -67 s L4 -26 7 B +2
Gty ST L - -93 . - -17 AR S ~25
s o +11 B - +9 L . -9
T ocae e ’ L. e ~39 . +15 - — -_
PR . - - ~19 : ) 0 ) ‘ -13
Lo ST - -187 Ll R -22 2 N -17
T s . v N ~36 -3 o +14 e 7 ~7
“arae Ll Ll ~60 o a2 +17 33 2] -3
Sereqo T2 "800 2 -58 2 a3 -1t 22 5 +3
Tenn A - - — -~ — — 23 2 +9
Lomon e - - - . 4 -22 - - -—
Saon At JI3C . o4 ~-38 - - - — - -
Taroan s N T Jl8 +50 e . +4 48 2s -13
Tainy B o] A -9 o 12 +18 24 a7 +3
I sl +11 - - 3 +10
Jare e 3V Ty -15 29 i3 +21 — - -—
Tarna 4.7 e L9 -71 ~t <2 +9 23 e +1
MR VRIS cL - : +15 ol . +34 . - +9
MIDDLE EAST and NORTH AFRICA
Aot Ll “' B -21 N e +17 K¢ 7 ~1
B -2 -2 o3 +31 T . +15 Y 22 +12
ran MRS S - -26 <) AL +11 43 P2 ~-33
leag LI T4 eV -94 L Ta -2 '2 ' 0
J-raan Hi2c 22 S2 +30 ¥2 e +22 6 '3 +7
LEORE] By ale T o -6 =3 3.1 -11 o) 5 -1
Lol RIS plel T +2 L -y -G e o +5
A Fe 82 33 o ~-12 V! 37 +2 — — -
EEETIEEETI Tl < -25 c i W ~-23 -~ - —_
Suwtan dey ot 23 -40 44 2 -8 " e +6
Son LR 47 " +21 24 e +24 - — -
- : v +7 a0 11 +13 T A +4
sl - St -48 - o +20 - —
plolaaiiots SReT L8 - ~14 7 .5 +2 - — -~
Aman 4 - - - - — “3 1 -30
SOUTH ASIA
Aigbgnieen SR - .- — o 14 -19 = - -
2 opager D I +41 4 +9 : : -33
i B . - -7 . - -22 Lz o -4
1.0 B e B! +20 3 AT +6 62 23 -36
dearen & Az HR +56 - - - -
Pt nye 4 S w2 -5 - : -14 A0 JA ~14
Coarey : . = +97 . +35 L oo -4
EAST ASIA and PACIFIC
ST N .- +95 - ) +35 L. +8

[EEEEET RV N ’ . +5 .. P +5 - —
ey - x ¥ -7 - . +23 a0 4 =16
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ANCE GAFPS

GNP Under-five % of chiidren % of under-five
per mortality rate 1991 reaching grade 5 chiidren underweight
capita Actuol  Expected Difference Actuol  Expected Difference Actual Expected Difference

Korea, Dem Q70 34 72 +38 — — —_— — - —
kzr2n Reop ARAN ' ¢ +2 or on 0 - - -
oo Rep 23C 14¢ 17 +23 2 47 -13 g7 2. -15
Moloysio 2490 20 3E +15 86 81 +5 — — —
Mangalia 780 g2 87 +5 - — - — - -
AMyonma: 22C i 17. +57 - — - Ky 32 0]
tapuo N Gummen 82( Ty g +4 53 N -12 N 7 -146
Fhilippines 740 o} Qo +29 75 (e +12 34 20 ~14
Singapore 12890 g 12 +4 100 Q4 +6 14 & -5
Thaera 15e7 KN +i2 &3 N -12 N 1 -8
Viet Nom 240 57 168 +3}16 — — — 42 3 -11

CENTRAL AMERICA ond CARIBBEAN
Coste Rice 1930 15 41 +26 84 78 +6 6 15 +9
Cubo 1170 12 Sz +47 oC e +19 — - —_
Dominicon Rep Q50 5z ! +20 46 67 -21 12 20 «7
£t Solvodor 1070 67 65 -2 45 65G ~24 13 18 +3
Guotemala 930 80 74 -6 4i 67 -26 34 17 -17
Ha 370 157 138 +1 12 5¢ -38 37 32 -4
Honduras 570 60 108 +48 438 53 =11 21 i8 -3
Jemorco 1380 15 s +37 Q6 72 +23 7 12 +6
Mexico 2870 36 32 -4 76 82 -6 14 10 ~4
Nicoroguo 340 81 144 +63 44 48 -4 I 15 +7
Poromn 21372 R 5. +18 8l °T +3 i i -5
Trimaad/ Tobago 3620 23 28 +5 K : -13 7 5 +1

SOUTHMAER‘CX;; ’:ﬁkg_ AT -39} : - - nues B et
Argentina 2780 25 33 +8 - - - — — -
Balivio é50 122 9% -23 50 61 -1 13 21 +8
Brazil 2920 67 3: =36 41 82 -12 7 Q +2
Chue 2160 2C 3z +18 v 7y -4 K P +11
Colombio 1280 20 55 +35 5 72 -17 10 14 +4
Ecuador 1020 6!} 68 +7 67 69 -2 17 i6 -1
Paraguoy 1210 35 57 +22 67 71 -3 4 16 +12
Pery 1020 &G 68 -1 — — — ] ¢ +3
Uruguay 2860 Z 3z +10 Q¢ 82 +14 7 c +3
venezuelc 2610 25 34 +9 — — -~ & 8 +2

INDUSTRIAUZED COUNTRIES
Austraho 1659C VG 10 (V] 100 Q4 +6 — ~— —
Austiic 202380 Q Q (4] — — — - - —_
Belgium 19300 i0 < -1 51 Q3 ~14 - - -
Bulgona 1840 21 432 +22 88 o +11 — ~ -
Canado 21260 g Q +1 ¢ Q< 1 — — —
Czechoslovoka® 2450 12 3 +22 Q4 g +13 — — -
Denmark 23660 G g -1 98 s +3 — — -
Finlond 24400 7 £ +1 1oC gs +5 - - -
France 20600 G G 0 o7 Q5 +2 - — —_
Germany 23650 Q 8 -1 28 95 +3 — - —_
Greece 6230 L 2C +9 Q4 C +4 — - —_
Hungary 2690 17 it +16 Q4 8z +12 - - -
Irelond 10780 e 14 +4 (o7} Q2 +2 — — —_
tsrael 11330 12 13 +1 Q4 Q2 +1 - — —~
Ialy 18580 10 iC 0 89 Q5 -6 - — o
Jopan 26920 6 7 +1 100 96 +5 — — -
Netnerlonds 1856C 8 12 +2 Q4 Q% -1 - — —_
New Zeolord 12140 1C 13 +3 82 3 -1 — - —~
Norway 24160 t & (4] Q5 Q: +3 — -~
Paiond 1830 17 4% +26 7] 7" +19 — - —_
Pe-tugo! 5620 12 o +© — — —_ - - —_
Romania 1340 34 3 +19 7 73 +6 — — -~
Spamn 12460 S [ +4 Q7 Q4 +3 - - —_
Sweden 25490 S 13 +3 100 Qs +5 - - —
Switzerlond 33510 8 ¢ -2 — — — -~ — —_
United Kingdam 16750 S il +1 — — — - - -
(BRY 22560 ti Q -3 Q6 Qr +1 — — -
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NATIONAL PERFORMANCE.
GAPS-DERIVING TIILE
EXPECTED

For ecach of the three indicators
used in these tables. derivingan
expectedlevel of performance
requires the fitting of a line to
country data represented by
points ona graph of which one

axis is always GNP per capita.

Whenall conmtries with data are
plotted. the pattern that emerges
shows that under-five mortality
rates and malnutrition rates
generally decrease with
increasing GNP, whereas the
perceniage of children reaching
grade 5 generally increases with
GNP, For cachvariable s line
was fitted (0 mateh the overall
shaps of the data points, using a
least-squares regression method.
GNP data for 1991 were used in
plotting the graphs exceptin the
ease of underweight children.
where the data were matched
with GNP data for the samie

reference vear.,

The adjusted R-squared for the
lines thus drawn varied froma
fittle less than 0.4 in the case of
the percentage of childven
underweightto alittle over 0.7 for
the under-five mortality rate.
Such values show that while
there is a general trend linking
each variable with GNP. many
individual countries diverge

considerably from this trend.

Itis this lack of conformity with
the trend line—the expected level
of performance—~which vields the
national performance gaps for
each country, The tables on these
pages show national

performance gaps in bold type,
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have accepted the
goal ()f reducing Under-five mortality rate Average annual rate of reduction %
(per 1000 live births) Difference
_ . 1980 1990 2000 1980-1990 1990.2000 between actual
under ﬁve mortallty actual actuol goal actual required  ond requir:d
to 70 per 1000 or less | _3UBSAHARAN AFRICA .
A a2 VA vy Rl 41 on tgrge!
by tlle yeal' 2000. LA 24 ~2 B S 4! <n1erget
g 12 g A2 34 4 35
Where under-five P st 28 20 £ 4 08
. Con s T <6 : 4l 10
mortality was less o < 3 a5 2 2 -1 8
R 128 P2 58 2o
than 105 per 1000 in PR 53 3 R gE 52 =
RIS A 35 0 s 5 30 -4 3
1990, the goalis a B.oenara:: 218 59 70 82 -
one-~third reduction. ¢ L - 1 5 N
2 e 0 b3 22 "3
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Y "L Lo 320 3 .o 52 <l
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Under-five mortality rate

Avsrage annual rate of reduction %

{per 1000 live births) Difference

1980 1990 2000 1980-1990 1990-2000 between octual

actyal actual goal cctual required and required
N.engoho A 82 e 28 Ea 'e
Koreo, Dem. 43 35 2 22 41 -1 9
Papuc New Guineo Q5 80 54 1.7 41 -2.3
Philippines 70 62 41 12 41 -2 9
Indonesio 128 1 70 1 4 4 6 -32
Myanmar 146 120 70 20 5.4 -34
loo Rep. 190 152 70 22 78 -55
Jomaico 39 16 11 8 8 4 on targe:
Mexico 81 39 26 7.3 41 on larget
Cuba 26 13 9 6.8 4.1 on taiget
Costo Rico 29 16 11 58 41 on target
El Solvador 120 70 47 54 41 on torget
Dominican Rep. Q4 56 37 51 41 on torget
Nicaraguo 143 86 58 51 41 on target
Trimdod ond Tobago 40 24 16 51 4 on targe!
Guotemalo 134 85 56 47 41 on taiget
Hondusas 100 62 42 4.7 4.1 on targe!
Panamao 31 21 14 39 41 -0
Ho 19 140 ke 32 £ -2

Colambia
Uruguay
Peru

Chiie
Paraguay
Ecvodor
Venezuelo
Argenting
Brozi!
Bahvio

DO NNORONN

Ubb!-bblsbbps

an targe!
an fargel
an torgel
ontarge’
an target
an target
an targe!
an targe!

-1

-2 8

Greece
Portugal
Austrig
Germany
ltaly

Spain

Jopan

Israel
Hungory
Irelond
Belgium
Czechaslavokic {former)
Umted Kingdam
Canodo
Australia

USA

Bulgaria
Fronce
Polond
Sweden
Finland
Netherlands
New Zealond
Switzerlond
Denmark
Norwoy
Ramania

59 21 14
47 23 16
130 74 49
35 20 14
61 37 25
101 63 42
42 26 V7
41 26 17
93 69 45
170 125 70
23 } 7
31 16 11
17 Q 6
16 Q ¢
17 10 7
16 10 6
i 6 4
19 12 8
26 16 i
14 Q@ 6
15 Q 6
20 13 Q
14 Q &
13 Q o)
13 10 &
is 11 7
25 18 12
13 Q 6
24 18 12
9 7 5
9 7 5
11 Q 6
16 12 8
11 Q 6
1 < &
W 10 6
36 34 22

* 1990 estimate preceding the war in the Persian Gult.
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ON TARGET

In total. 52 out of the 112 nations
listed here are on target to meet
the year 2000 goal provided they
maintain the rate of progress they
achieved in the 1980s,

In some countries the gap is very
wide between the rate of progress
achieved in the 1980s and the rate
required in the 1990s, In the
main. these are countries where
under-five mortality is so high
that reaching the target of 70 per
1000 implies a much bigger
reduction than one third. The
eight African countries with
under-five mortality rates of
more than 200 in 1990. for
example, would all require a
reduction of two thirdstoreach
the goal of 70 per 1000.

The figwm es for under-five
mortality given in the league table
on pages 8 und 9 are estimates for
1991 and may suggest different
rates of progress from the
estitnates given here. which
represent trends calenluted
across aten-year span, Single-
vear rates ure likely o fluctuate,
especially inless populous
countries where u small change
in the number of child deaths
may have a disproportionate
impact on the under-five
mortality rate for that year.

All numbers have been rounded
for ease of reading. The numbers
in the last column reflect
calculations made before the
rounding.

The ‘no data’ countries (see pages
8 and 9) are excluded from these
tables.

o~ .. 51




Human development

I recent years. increasing
attention has been given to
human development and to
the evolution of new and bet-
ter ways of measuring efforts
to meet human needs. The
United Nations Development
Progranime publishes the
annual Human development
report. incorporating a human
development index: the World
Bank publishes the annual
Waorld decelopment report.
which regularly provides esti.
mates of the propaortion of the
world’s people living in pover-
tv. Inits 1993 edition. the
World development report

focuses on human health and
introduces new methods for
measuring and comparing the
impact of various health inter-
ventions. In 1995 the United
Nations will hold the World
Summit for Social
Development to focus atten-
tion un alt of these issues and
particularly on questions of
poverty. unemplovment. and
social cohesion in different
parts of the world. UNICEF
hopes that The Progress of
Nations will contribute to all
of these efforts to put human
development izsues at the cen-
tre of development thinking
and poliev making.

A note on per capita GNP

The estimates of per capita
GNP given in this publication
are those calculated by the
World Bank using the conven-
tional World Bank Atlas
method which converts local
currencies to US dollars by
means of averaged exchange
rates,

Alternative estimates hased
on purchasing-power paritv
(PPP) are now becoming
available. The advantage of
the new method of calculation
is that it attempts to measure
each nation’s per capita .
income in ternis of its local
purchasing power rather than
its value on international
financial exchanges. This
means that estimates of per
capita income reflect the fact
that more can be bought with
one dollar in the developing
world than in Europe or
North America. PPP esti-
mates are also less vulnerable
to exchange-rate fluctuations,

But PPP assessment is a
major undertaking. especially
for poor countries. as it entails
collecting and correlating a

broad range of data on the
local pricing of goous and ser-
vices, So far. this work has
been completed in fewer than
70 nations. Estimates for all
other countries are. at the
moment. based ou mathemati-
cal models. A further difficul-
tv is that different methaods of
caleulation can vield different
figures from the same data.
Economistz at the University
of Pennsylvania. for example.
have used the PPP approach
and estimated China’s 1990
per capita income at approxi-
mately $2600). considerably
more than the World Bank
estimate of 81950 which is
itself significantly larger than
the International Monetarv
Fund estimate of $1300. For
20 countries. there is a differ-
ence of more than 20%
between the 1990 PPP income
estimates of the World Bank
and those of the United
Nations Development
Programme.

For the time being. there-
fore. The Progress of Nations
emplovs per capita GNP fig
ures based on the exchange-
rate method of conversion.
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