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CHILDREN IN THE TOTAL POPULATION, 1988 (In millions)
Total Under 16 Under 5
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CHILDREN IN THE TOTAL POPULATION, 1988 (In millions)

Total Under 16 Under 5
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Introduction

PART ONE:

Overview

This Sourcebook on Children and Development in the 1990s has been
compiled on the occasion of the World Summit for Children, but it is
intended to be of use well beyond that momentous event. It is meant for
all those who wish to extend their knowledge of any of the themes under
discussion at, or around, the Summit, stating the issues and providing
readers with the background information, explanations, definitions, data,
and references they may require to obtain a deeper understanding of the
subjects.

The background material provided here will also assist in the initial
implementation of the world's agenda for children in the 1990s to the extent
that Summit participants include each theme treated here in that agenda.
As none of these themes is static, this book is compiled in such a way that
its individual sections can be updated from time to time with new data and
new text, reflecting progress in achievement and understanding.

This book is organized around a set of goals for children in the 1990s.
These goals are not intended to pre-empt the Summit's decisions. They
are the goals that were approved by the UNICEF Executive Board in April
1990, and the majority of them are joint goals shared with one or more other
world bodies, such as WHO, UNESCO, UNFPA, and the World Bank.

The agenda for children that these goals, taken together, constitute is
very ambitious. Despite the obstacles, UNICEF views the agenda as fea-
sible, provided the political will exists to implement it. UNICEF hopes the
leaders of the world who are assembled for the Summit will take a similar
view and support the agenda for children in the 1990s with the weight of
their power and influence.

Goals, once properly adapted to country realities, can serve as powerful
rallying points for national action and international solidarity. They can help
shift the focus from excessive preoccupation with constraints to exploration
of opportunities. By gaining popular understanding and credibility, easily
understood human goals may contribute more to real development than all
the voluminous development plans of governments and international
agencies. Specific, doable goals are more amenable to advocacy at senior
levels of government and among other power elites than are generalized



development issues. Human goals with the power to inspire can be
effective instruments for mobilizing support from groups that would otherwise
not be excited about general development programmes. The pursuit of
common goals, albeit with different means and modalities, can provide a
useful focus for inter-agency collaboration. Finally, goals can be powerful
instruments for tightening management and accountability.

Goals are attainable only in the concrete circumstances of particular
countries, communities, and families. Global goals, however, provide a
yardstick for aspirations that are shared among nations, and combinations
of global goals serve to underline the interrelatedness and mutual rein-
forcement that the common pursuit of a coherent set of goals by many
nations can provide.

Many problems transcend national boundaries. For example, efforts
to eradicate, or even contain, malaria in a single country can be frustrated
by the failure to contain it in other contiguous countries. Many other
problems of the 1990s, such as drug abuse, AIDS, global warming, and
other environmental issues will not be solved through strategies confined
within one country's boundaries. National goals for dealing with these
problems will require regional and global strategies, leading inevitably to
global or at least regional goals.

Often, cumulative country experiences will lead to global goals. When
a major country or group of countries succeeds in setting and achieving
certain goals, other countries are inspired to set similar goals, often leading
to adoption of regional and eventually global goals.

Also, global goals can spur certain national goals, the success of
which depends on the achievement of the global goals. For instance, the
eradication of smallpox could not have been achie ved in the relatively short
time span of the 1960s and 1970s if it had been left entirely to the discretion
of national authorities without a global push. Similarly, such goals as the
eradication of polio, elimination of dracunculiasis, and control of iodine
deficiency disorders in the 1990s will require major world-wide efforts.

For all of these reasons, this book is organized mainly around goals,
though it also discusses certain essential concerns like "the girl child"and
"the urban child" that cut across sectors and are less susceptible to
formulation in terms of single objectives. There is also a section on
economic support and sustainability. It deals with some of the economic
conditions necessary to make the social goals for children feasible.

UNICEF hopes this compendium will serve all who are engaged in
making the World Summit for Children a success. May it be of even greater
value to those who will translate the Summit Declarations into concrete
follow-up actions for the benefit of the world's children.



The principle of first call for
children and the Convention on
the Rights of the Child

In brief
The principle of first call for children complements the historic
Convention on the Rights of the Child that seeks to ensure that
children under 18 years of age develop to their full potential free from
hunger, want, neglect, exploitation, and other abuses. This chapter
examines some of the specific rights that the Convention sets forth
and some of the responsibilities nations and families have to ensure
those rights. By giving children and their needs the highest possible
priority and by translating the rights enshrined in the Convention into
laws, plans of action, and allocation of resources, the achievement of
the decade goals for children will receive an enormous Impetus.

In both industrialized and developing countries, there is a growing recog-
nition that the physical, mental, and emotional needs of the young are
legitimate matters of concern for a nation's political leaders. President
Bush of the United States, for example, has expressed the belief that "our
national character can be measured by how we care for our children." And
in making the same point about the world's responsibility for its children,
President Gorbachev of the Soviet Union has stated that at the close of the
twentieth century "mankind can no longer put up with the fact that millions
of children die every year."

Underlying the many decisions and actions that must be taken if the
needs of children are to be dealt with seriously is the principle of first call
for children. This principle is that the essential needs of children should be
given high priority in the allocation of resources in bad times as well as in
good, at the national and international levels, as well as at the family level.

At the family level, the principle of first call gives the growth of a child's
body and mind the priority attention it deserves, in terms of food and
nutrition, education, child care, shelter, and other needs. At the national
and international levels, the principle awards high priority to protection of
children in times of financial austerity, natural calamities, and wars and
conflicts, as well as in times of progress and prosperity.
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The Convention
on the Rights

of the Child

Ratification and
implementation

Acceptance of this principle would add an important dimension to
national development planning and international co-operation, making the
well-being of children an explicit criterion in assessing and evaluating
development programmes. For example, programmes for structural
adjustment and debt relief would be assessed not only in terms of their
macro-economic merits, but also in terms of their impact on children and
human development.

This principle of first call is especially pertinent to the present moment
in history when the Cold War is ending and debate over the reallocation of
resources previously devoted to armaments is engaged. If children were
considered first, the discussion would automatically turn to considerations
of the environment, sustainable human development, resolution of the debt
crisis, education, health, water supply, and nutrition - in short, all that
society should be thinking of as it adjusts to an era of peace.

The principle of first call for children is embodied in the Convention on the
Rights of the Child, a document covering civil, economic, social, cultural,
and political rights for children. The United Nations General Assembly
adopted the Convention by consensus on November 20, 1989, and its
ratification by Member States is well underway.

The Convention has been variously described as a 'Magna Carta1 or
'Bill of Rights' for children. It has 54 articles detailing the individual rights
of any person under 18 years of age to develop to his or her full potential,
free from hunger, want, neglect, exploitation, and other abuses.

By adopting the Convention, the General Assembly, after 10 years of
often intricate negotiation, recognized that children have needs and human
rights that extend far beyond basic concepts of protection.

When the Convention was opened for signing on 26 January 1990, 61
countries signed it—an unprecedented first day response and a big first
step by each country towards ratification. At the time this report was
compiled, 92 countries had signed the Convention and twenty two coun-
tries had ratified it. By the time this report is published the Convention will
have entered into force.

The Convention now enters into force as international law for those
countries which have ratified it, the States Parties to the Convention.

To be a truly global treaty, the Convention needs ratification by
countries from all regions. These countries, by ratifying the Convention,
declare themselves willing to be fully bound by the Convention's provisions
and answerable to the international community if they fail to comply. A
Committee of 10 experts will monitor compliance with the Convention.



Standards set by
the Convention

Survival,
development,

protection, and
participation

These compliance officers will be elected at a meeting of the States Parties
to the Convention, six months after the Convention enters into force.

The Convention on the Rights of the Child addresses the neglect and abuse
children suffer in every country, to varying degrees, every day. It recog-
nizes a child's special vulnerability and treats a child's civil, political,
economic, social, and cultural rights as elements of an interdependent or
mutually reinforcing package. The Convention breaks new ground with this
holistic approach, acknowledging that although a child may be adequately
nourished (a social right), the child's right to develop fully is not adequately
protected unless the child is also educated (a social and cultural right),
allowed to participate in culture and religion (a cultural right), and shielded
from such things as arbitrary detention (a civil right) and exploitation at work
(a social and economic right).

The Convention also recognizes a child as an individual with needs
that evolve with age and maturity. Accordingly, it goes beyond existing
treaties by seeking to balance the rights of the child with the rights and
duties of parents and others responsible for a child's survival, develop-
ment, and protection, by giving the child the right to participate in decisions
affecting both the present and the future.

Under the Convention, survival rights include such things as adequate
living standards and access to health and medical services. Development
rights include education; access to information, play and leisure; cultural
activities; and the right to freedom of thought, conscience, and religion.
Protection embraces all of the above, but also covers all forms of exploita-
tion and cruelty, arbitrary separation from family, and abuses in the criminal
justice system. Participation r/gftteinclude the freedom to express opinions
and to have influence in matters affecting one's own life, as well as the right
to play an active role in society at large. The main underlying principle of
the Convention is that the best interests of the child shall always be a major
consideration. It states clearly that the child's opinion shall be given due
regard.

Other pressing issues, some of which are specifically addressed for
the first time in an international convention, include obligations to children
in special circumstances, such as the needs of refugee children (article 22);
protection from sexual and other forms of child exploitation (articles 34 and
36); drug abuse (article 33); children in trouble with the law (article 40),
inter-country adoptions (article 35); children in armed conflicts (articles 38
and 39); the needs of disabled children (article 23), and the needs of
children of minority and indigenous groups (article 30).

Under the Convention, children are entitled to the highest attainable



The universal
approach

health standards and access to facilities for the treatment of illness and
rehabilitation. Where governments are economically incapable of providing
such services, international co-operation to ensure this right is emphasized
(article 24).

Parents have the primary responsibility for standards of living that
guarantee their children's physical, mental, spiritual, moral, and social
development, but States Parties to the Convention are expected to provide
support programmes where necessary, particularly in the areas of nutri-
tion, clothing, and housing (article 27).

Education is the subject of two major articles (27 and 28), which were
reinforced by the World Conference on Education for All in Thailand (5-9
March 1990). Primary education should be compulsory, free to all, and
directed toward the development of a child's personality, talents, and
natural abilities, with due respectfor cultural identity, language, and values.
Stress is placed on equality of educational opportunity for girls and boys.

When a child is capable of forming his or her own views, those opinions
are to be given due weight in accordance with the child's age and maturity,
a provision with particular significance in judicial and administrative pro-
ceedings directly affecting the child (article 12).

States Parties to the Convention are expected to establish a minimum
age for work, as well as regulations governing hours and conditions of
employment (article 32). They are also obliged to take national, bilateral,
and multilateral measures to protect children against all forms of sexual
exploitation (article 34).

The Convention carefully allows for the different cultural, political, and
economic realities of individual States. In doing so, it complements the
Declaration on the Rights of the Child, which maintains that "mankind owes
to the child the best it has to give." This approach gives the Convention
latitude to encourage assistance to nations lacking the resources to
adequately care for their children, while also addressing the serious child
welfare problems often found in rich countries.

In the early drafting stages of the Convention, some questioned
whether it was feasible to define universal rights for children, given the
diversity among nations of socio-economic, religious, and cultural percep-
tions of childhood and the child's role in the family and society at large. But
those who drafted the Convention take the view that although methods of
upbringing, socialization, and opportunity vary greatly from one country to
another, concern for the protection of a broad range of children's rights is
shared by all peoples. Experience suggests that the reactions of all
communities and nations are essentially the same when children are
subjected to torture, separated from their families, deprived of food or
proper medical care, or maimed in armed conflicts. The Convention,
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Flexibility

therefore, represents a consensus that, while the means of achieving child
rights may differ and be given different priorities from one country or
situation to another, there are universally accepted pre-conditions for any
child's harmonious and full development.

The inherent strength of the new Convention is its flexibility to accommo-
date the many different approaches of nations in pursuit of a common goal.
It has not evaded sensitive issues, but has found means to adjust to the
different cultural, religious, and other values that address universal child
needs in their own ways. This was a ground-breaking experience for
international lawmakers, who developed the approach over a 10-year
drafting period following the International Year of the Child in 1979. While
setting an upper age limit for childhood at 18 years, the Convention allows
for exceptions in countries where the age of majority is set lower. It does
not specify how parents should bring up their children, but stipulates that
children have the right to receive care and protection from their families and
the state, and it also defines the areas in which that care and protection
should be provided.

The principle of first call for children is that the essential needs of children
should be given high priority in the allocation of resources in bad tunes as
well as good, at the national and international levels, as well as at the family
level.

A role for all in
realizing the ideas
of the Convention

In the sensitive cases of child adoption and alternative family care, a way
was found to provide protection, while allowing all parties to accept the
Convention as a whole. In some cases adoption has lent itself to cruel
abuses, including child trafficking and slavery. Accordingly, under the
Convention, states shall provide parentless children with suitable alterna-
tive care. The adoption process shall be carefully regulated, and interna-
tional agreements shall be sought to provide safeguards and assure legal
validity if and when adoptive parents intend to move a child from his or her
country of birth.

Parliamentarians, educators, religious leaders, the media, and non-gov-
ernmental groups have made efforts to ensure that the Convention gives
the highest priority to the national planning and legislation that will strengthen
the articles of the Convention with practical force. The Convention
provides benchmarks for achievements and a universally acceptable basis
for advocacy that will be pursued by international agencies and non-
governmental organizations on behalf of children everywhere.

11



Further reading

Nations that ratify the Convention will be obliged to see that the rights
contained in it are widely known, and to report regularly on their efforts to
honour them. They will report directly to the Committee on the Rights of the
Child, and international organizations such as UNICEF, no, and UNESCO are
likely to be present when the Committee considers each report. UNICEF, other
UN bodies, and non-governmental specialist agencies have indicated their
readiness to provide technical advice and other assistance on request.

Responsibility for the rights of children will ultimately hinge on the
translation of agreed principles into national laws, plans of action, and
allocation of resources. What the Convention has done is to stake a claim
for children at the top of national and international agendas, while placing
the responsibility for meeting the needs of children in the hands of the family
in the first instance, followed by governments and society at large.

Convention on the Rights of the Child. Resolution adopted by the United
Nations General Assembly at its forty-forth session. A/RES/44/25.
5 December 1989.

Human Rights Quarterly, Volume 12, Number 1, February 1990, pp. 94-
175 (contains nine articles that form a Symposium on the Convention).
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Goals for children and
development in the 1990s

In brief
This chapter sets out the decade goals for children that UNICEF and
many others consider achievable by the year 2000, If world leaders
put the weight of their prestige behind them and commit themselves
to achieving them. The adaptation of these goals to different country
situations is also discussed.

The Convention on the Rights of the Child sets an agenda for children, the
full implementation of which will require decades of work. Within the
comprehensive framework provided by the Convention, specific goals in
areas such as health, nutrition, and education, have been formulated by
various global assemblies. The goals on which this compendium is based
are those adopted by the UNICEF Executive Board in April 1990, but most
of them were formulated jointly with other agencies during a two-year-long
process that began in March of 1988.

Many of these goals were initially formulated as part of "Protecting the
world's children: an agenda for the 1990s," which was introduced as the
'Talloires Declaration" in March 1988 by the Task Force for Child Survival.
The Task Force, composed of the World Bank, UNDP, WHO, UNICEF, and the
Rockefeller Foundation, periodically brings together health ministers and
senior officials from developing countries and leaders of major bilateral and
other multilateral aid organizations. The Talloires Declaration is the basis for
the initial list of WHO/UNICEF common goals for the health development of
women and children by the year 2000 that was endorsed in 1989 by the
UNICEF/WHO Joint Committee on Health Policy and by the Executive Boards
of both UNICEF and WHO.

The goals approved by the UNICEF Executive Board in 1990 draw upon
the WHO/UNICEF common goals, including modification recommended at
the March 1990 meeting of the Child Survival Task Force in the "Bangkok
Affirmation," and also include goals outside the health sector, such as
those dealing with child rights, protection of children in especially difficult
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Goals for children
and development in

the 1990s

circumstances and goals in the areas of education, literacy, and early child
development, as endorsed by the World Conference on Education for All
held in Jomtien, Thailand, in March 1990.

Since the needs of children cut across many sectors, the list of goals
contained in UNICEF documents is broader than the specific sectoral goals
of United Nations agencies such as WHO, UNESCO, and UNFPA. Footnotes
to this list indicate which of the goals are held in common by the relevant
United Nations organizations.

A.
(1)

(2)

(3)

(4)

(5)

(6)

(7)

B.

Major goals for child survival, development and protection1

Between 1990 and the year 2000, reduction of the infant mortality
rate (IMR) and the under-five mortality rate (USMR) in all countries
by one third, or to 50 and 70 per 1,000 live births, respectively,
whichever is less.2
Between 1990 and the year 2000, reduction of the maternal
mortality rate (MMR) by one half.2

Between 1990 and the year 2000, reduction of severe and
moderate malnutrition among children under five years of age by
one half.3
Universal access to safe drinking water and to sanitary means of
excreta disposal.3
By the year 2000, universal access to basic education and
achievement of primary education by at least 80 per cent of
primary school-age children.4
Reduction of the adult illiteracy rate (the appropriate age-group
to be determined in each country) to at least one half of its 1990
level, with an emphasis on female literacy.4
Improved protection of children in especially difficult
circumstances.

Supporting/sectoral goals
Women's health and education

(8) Special attention to the health and nutrition of female children
and pregnant and lactating women.3

(9) Access by all couples to information and services to prevent
preg nancies that are too early, too closely spaced, too late, or too
many.2

(10) Access by all pregnant women to pre-natal care, trained atten-
dants during childbirth, and referral facilities for high-risk preg-
nancies and obstetric emergencies.2

(11) Universal access to primary education, with a special emphasis
on girls, and accelerated literacy programmes for women.2
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Nutrition
(12) Reduction in severe and moderate malnutrition among children

under five years of age by one half of 1990 levels.3
(13) Reduction of the rate of low birth weight (less than 2.5 kilograms)

to less than 10 per cent.3
(14) Reduction of iron deficiency anaemia in women by one third of

1990 levels.3
(15) Virtual elimination of iodine deficiency disorders (IDD).3
(16) Virtual elimination of vitamin A deficiency and its consequences,

including blindness.3
(17) Empowerment of all women exclusively to breastfeed their child

for four to six months and to continue breastfeeding, with
complementary food, well into the second year.2

(18) Growth promotion and its regular monitoring to be institutional-
ized in all countries by the end of the 1990s.

(19) Dissemination of knowledge and supporting services to increase
food production to ensure household food security.

Child health
(20) Global eradication of poliomyelitis by the year 2000.3
(21) Elimination of neonatal tetanus by 1995.3
(22) Reduction by 95 per cent in measles deaths and reduction by 90

per cent of measles cases by 1995 compared with pre-immuniza-
tion levels as a major step towards the global eradication of
measles in the longer run.3

(23) Maintenance of a high level of immunization coverage (at least
90 per cent of children under one year of age) against diphtheria,
pertussis, tetanus, measles, poliomyelitis, and tuberculosis and
against tetanus for women of child-bearing age.

(24) Reduction by 50 per cent in the deaths caused by diarrhoea in
children under the age of five years and 25 per cent reduction in
the diarrhoea incidence rate.3

(25) Reduction by one third in the deaths caused by acute respiratory
infections (ARI) in children under five years of age.3

Water and sanitation
(26) Universal access to safe drinking water.3
(27) Universal access to sanitary means of excreta disposal.3
(28) Elimination of Guinea worm disease (dracunculiasis) by the year

2000.3

Basic education
(29) Expansion of early childhood development activities, including
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Adaption of goals
to different country

situations

appropriate low-cost family and community-based interven-
tions.4

(30) Universal access to basic education and achievement of primary
education by at least 80 per cent of primary school-age children
through formal schooling or non-formal education of comparable
learning standard, with an emphasis on reducing the current
disparities between boys and girls.4

(31) Reduction of the adult illiteracy rate (the appropriate age-group
to be determined in each country) to at least one half of its 1990
level, with an emphasis on female literacy.4

(32) Increased acquisition by individuals and families of the knowl-
edge, skills, and values required for better living made available
through all educational channels, including the mass media,
other forms of modern and traditional communication, and social
action, with effectiveness measured in terms of behavioural
change.4

Children in especially difficult circumstances
(33) Provide improved protection of children in especially difficult

circumstances and tackle the root causes leading to such
situations.

The global goals mentioned above should be considered on a country-by-
country basis and translated into national goals with their own target dates,
standards, and additional cquntry-specific objectives. Such country-
specific adaptation of global goals is crucial, not only to ensure technical
and logistical feasibility, but also to secure the financial backing and
political support necessary for the realization of these goals. Consultations
with governments, relevant NCOS, the media, and other social organiza-
tions during formulation of country goals will greatly enhance the chances
of mobilizing these groups for the implementation of the goals.

Standards for adapting these goals may vary from country to country.
For instance, in the higher-income developing countries, universal access
to safe drinking water might mean having water indoors or in the yard of
every house; in lower-middle-income countries, it might mean having water
available within no more than 500 metres from most households; and in
some Least Developed Countries, it might mean having water available
within one kilometre. Similarly, targets for adult literacy might be set in
terms of 15 to 55 years in higher-income countries, whereas one might
restrict the age group to 15 to 45 years in the case of lower-income
countries.

It is recognized that the Least Developed Countries will not be able to
attain most of the goals for the 1990s without extroadinary effort, internal
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political commitment, and external support. For some of the high-income
developing countries and industrialized countries, on the other hand, many
of the goals might not be challenging enough. Therefore, some adaptation
of goals to suit the varying typology of countries is essential.

Because of the variation of standards for the same goals, considerable
variation in strategies will be needed to reach these goals. Strategies,
however, constitute an entire theme in itself, one which will be discussed
in the following chapter.

Notes
1 / Most of the major goals for the reduction of IMR/USMR, access to water

and sanitation, education and literacy, etc., were included in the goals
for the Third United Nations Development Decade and are being
updated for inclusion in the international development strategy for the
Fourth United Nations Development Decade.

21 Joint UNICEF/WHO/UNFPA goal.
3/ Joint UNICEF/WHO goal. This goal has also been endorsed by the

International Task Force for Child Survival composed of WHO, UNICEF,
UNDP, the World Bank, and the Rockefeller Foundation.

4/ Joint UNICEF/UNESCO goal. This goal was endorsed by the World
Conference on Education for All and represents a common goal of the
four sponsoring agencies of the conference (UNESCO, UNDP, the World
Bank, and UNICEF) and the many co-sponsoring agencies.
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Strategies for achieving the goals

In brief
Although each country's circumstances will determine the way the
goals for children are set and reached, a number of broad concerns
will shape specific strategies. This chapter sets out these broad
concerns, Including the need for area-based, multisectoral services
to be provided to the poorest and most vulnerable; the need to reduce
disparities between and within sections of populations; and the need
for women to be empowered through education and training. Major
achievements in child survival and development in the 1980s-such
as accelerated immunization coverage and improved literacy
programmes-resulted from unprecedented social mobilization, in-
volving a wide spectrum of social forces, backed by the vision and will
of political leaders. These impressive successes against extraordi-
nary odds show that the right combination of technical Interventions
and social mobilization, supported by political will, can Improve the
ratio of results to resources and achieve development with a human
or a child's face.

The goals for the year 2000 enumerated in the previous chapter are
admittedly very ambitious in the light of past experience and current trends.
While they are considered technically feasible and financially affordable, to
achieve them will require strategic actions that speed the pace of progress
beyond historical trends.

A strategy is a coherent set of policies, programmes, and projects,
which defines the path to be pursued towards the achievement of a set of
goals. A strategy provides the framework for plans and reconciles the
trade-offs required when scarce resources are devoted to the pursuit of
multiple goals. Such a set of policies, programmes, and projects must be
devised and implemented at the particular development level of each
country. And in most countries the national strategy must be comple-
mented by regional and local strategies as well.
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Going to scale

Reaching the
unreached and

hard to reach

The appropriate means for reaching the goals depends on the
particular circumstances of each country. For example, to reach the infant
mortality and under-five mortality goals, it is important to identify disease
patterns of the major fatal diseases in the region. These may be diarrhoea!
diseases in one country, malaria in another, vaccine preventable diseases
in some countries, acute respiratory infections (ARI) orthe spreading scourge
of AIDS in other countries, or perhaps a combination of all or some of these.

Similarly, to reach basic education for all, the emphasis would be on
formal primary education in most countries, but in many countries non-
formal education may also constitute a major element of the package, or
there may be special emphasis on early child stimulation at the pre-primary
level, which has been proven to enhance the quality and efficiency of
primary education.

Strategies will vary from country to country and sector to sector.
However, the following are likely to be the essential strategic elements
common to most countries and sectors.

The experience of the 1980s has demonstrated that many programmes
related to the human goals for the 1990s lend themselves to mass
application at national levels. So, it is no longer as necessary as in earlier
decades to devote an inordinate amount of time and energy to small scale
pilot projects, some of which are difficult to replicate on a larger scale. The
challenge of the 1990s is to disseminate what has already been learned
from pilot projects on a scale that can lead to universal coverage of most
of the basic services for human development.

There is always room for innovation and refinement of strategies
already known to work. However, while work on such innovation and
refinement deserves support and attention, priority should be given to
large-scale implementation of services that have proven to
work.

As the coverage of services reaches the majority, it becomes increasingly
difficult to reach the last 15 to 20 per cent of the population that is
concentrated in remote, inaccessible areas or in overcrowded urban
shanty towns. These people are often the poorest of the poor and the most
vulnerable. The difficulty of reaching them and the sometimes relatively
high cost of providing services to them has often deterred and discouraged
development workers. Nevertheless, in any scheme of development that
puts human well-being at the centre of development strategy, a high priority
should be assigned to reaching the unreached and hard to reach .

Just as helping the least developed and landlocked countries should
receive special attention from the international community, reaching the
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Disparity reduction

Advocacy and
social mobilization

poorest communities should be a priority of national development. After all,
the problems of malnutrition, ill health, child deaths, maternal mortality,
illiteracy, and low productivity are concentrated among the poorest 25 per
cent of the families. It is therefore not enough to state global goals only in
terms of national averages. As part of reaching the national goals, some
sub-national goals should be specified so as not to leave out any sizeable
administrative unit or ethnic, racial, or gender group. The uplifting of such
under-privileged sub-national target groups should command a significant
share of the investment available for development. In fact, universalization
is a way of assuring that the poorest are reached, provided that the target
for defining universal coverage is set high enough.

Disparity reduction is a major strategic principle that is universally appli-
cable and often more relevant and meaningful than reaching particular
numerical targets. It identifies people who are falling below the mean and
targets programmes to move these people into the mainstream. It helps
monitor not only key indicators of progress, but also the gap between the
haves and have-nots in the disaggregated population. Monitoring aver-
ages becomes less sensitive as service coverage expands. It is the
reduction of disparities, rather than the absolute level of the indicator itself,
that measures the effectiveness of development programmes in bringing
about greater equity. It is, for instance, the analysis of disparities that has
led countries in the South Asian Association for Regional Co-operation
(SAARC) and the Middle East and North Africa (MENA) region to emphasize
that UNICEF should champion affirmative action in favour of the girl child.

During the 1980s, none of the major achievements in child survival and
development, such as the immense acceleration in immunization cover-
age, oral rehydration therapy (ORT), family planning services, or literacy
programmes, could have been accomplished solely by the sectoral gov-
ernment departments concerned.

It has taken the mobilization of many organizations-many of them
previously totally unconcerned with or uninvolved in child-related issues-
to bring these developments to the doorstep of the masses. The active
participation of political leaders at different levels, non-governmental
organizations (NCOS), school systems, religious leaders, artists and intel-
lectuals, labour unions and peasant cooperatives, women's and youth
movements, and neighbourhood associations was mobilized using the
communications channels offered by newspapers, radios, television, and
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Community
participation

personal contacts that made it possible to reach families that had never
been reached by conventional government services. Such social mobiliza-
tion on a massive scale is crucial not only for alternative delivery channels
for essential services, but even more importantly for creating awareness of
and the demand for such services.

Creation of popular awareness of, demand for, and participation in
programmes of human development will create its own momentum for the
rapid fulfillment of the human goals for the 1990s. In developing countries
politicians will have to respond to an assertive constituency; scientists and
technologists will be persuaded to orient their research to meeting human
needs; and in the industrialized countries public support will be generated
for development co-operation. Such social mobilization and creation of
alliances and partnerships for children and human development are
essential to reach the goals of child survival and development in the 1990s.

During the 1980s, there was unprecedented involvement among the
highest levels of political leaders in child survival and development actions.
Many Heads of State or Government and parliamentarians in all continents
personally participated in national vaccination campaigns. Heads of State
and Government made collective declarations of their commitment to child
survival and development at Summit meetings of the Organization of
African Unity (OAU), the SAARC, the Commonwealth and Francophone
nations, the non-aligned countries, and even at the Summit meeting
between the United States of America and the Union of Soviet Socialist
Republics in Moscow in 1988. The World Summit for Children will
undoubtedly be a milestone for putting and keeping the needs of children
high on the political agenda throughout the 1990s.

The world has a new capacity for delivering to every family knowledge
for dramatically improving the well-being of children through radio and
television, VCRS, popular theatre, and community organizations. A major
effort should be undertaken to form alliances with activists who can
galvanize this cumulative outreach to spread the knowledge and skills that
can empower parents to improve the quality of life of their children.

If goal achievements are to become self-sustaining there must be active,
willing, and informed participation of communities. All development
programmes - including those for child survival, protection, and develop-
ment - must be responsive to people's needs, and must empower people
to analyse and solve their own problems. Prescriptions based on the
expertise and judgement of outsiders can be helpful, but communities'
genuine ownership of programmes based on awareness and popular
demand is a sine qua non for long-term success of all development
programmes.
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Area-based
programme
approaches

Research and
development

Empowerment of
women for

development

Area-based programming approaches, whether for integrated rural devel-
opment or urban basic services, can serve as valuable testing grounds for
community acceptance and sustainability of new programme interven-
tions. Such programmes are also helpful in testing the appropriateness of
sectoral goals in the context of multisectoral basic services approaches.
As the felt needs of communities are multifaceted and synergistic rather
than sectoral, the ideal development programmes are usually area-based
basic services. To be successful and sustainable, even vertical programmes
must be closely linked with and supportive of such multisectoral ap-
proaches.

Area-based programmes also offer the benefits of securing political
commitment and leadership from the local administrative and political
authorities.

Further research and development in the major problem areas confronting
the world's children would accelerate progress towards the goals for child
survival, development, and protection. At present only 5 per cent of global
expenditure on health research is devoted specifically to the health
problems of developing countries. Investment is similarly inadequate in
other research fields, such as education, agriculture, and energy, where
results could improve the quality of life of the poor masses in developing
countries.

The prospects for arms reduction and the lessening of international
tensions may soon release some of the world's scientific talent from military
research to more peaceful pursuits. Additional study in the field of
international health research, both biomedical and social, could bring
about dramatic improvements in providing better vaccines that are heat-
stable and require fewer doses, and in the treatment and prevention of
malaria, API, diarrhoea! diseases, and AIDS. The international community
must greatly increase its support for research and development, and must
encourage collaboration among institutions in both developing and in-
dustrialized countries in the study of major problem areas affecting the well-
being of the most underprivileged children and families in the world.

In the past decade the primacy of women in much of the development
process has been acknowledged and supported in various international
fora and declarations. It is well known that the women of the developing
world are responsible for producing and marketing most of its food crops.
They also carry the main responsibility for food preparation and home-
making, for water and fuel, for nutrition and health care, for hygiene, and
for the education of the young. Women are the de facto heads of household
in many families, particularly in situations characterized by migration, e.g.
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from the rural to urban areas, or when families are displaced by armed
conflict or natural calamity. And more women are taking up employment
in the modern sector of the economy. Yet, in far too many development
programmes, most of the education and training, technology and inputs,
credits and investment are aimed at men-not women. To bridge this gap
between the recognized role of women in development and their actual
neglect, it is essential that women receive equal access-sometimes even
preferential access-to education, training, credit, and other extension
services. In particular, investment in female education, safe motherhood,
income-generating activities, and labour-saving devices of particular rel-
evance to women (such as more fuel efficient methods of cooking and less
labour-intensive ways of preparing food and fetching water and fodder) are
and should be regarded as among the most productive investments in
social and economic development. Empowering women for development
should therefore be both a means and an end of development.

The challenge of the 1990s is to disseminate what has already been learned
from pilot projects on a scale that could lead to universal coverage of most
of the basic services for human development

Development with
a human face

The need for "structural adjustment" of economies that are out of balance
is now universally accepted. It is also increasingly recognized that too often
the poorest segments of the population carry the heaviest burden of
economic adjustment. Whereas in the early 1980s it was assumed that the
negative repercussions of adjustment were unavoidable, recent studies
(including some by UNICEF) have demonstrated that it is possible and highly
desirable to design adjustment packages that seek to protect the poorest
families and their children by improving the productivity and incomes of the
poor, maintaining well-targeted food subsidies, and expanding primary
health and basic education. This imposes tough choices on policy makers
between services that are of concern to the richer and more powerful
sections of society (the major city hospitals, universities, and national
airlines) versus services that are of concern to the poorer and less powerful
(immunization programmes, primary schools, and subsidies for public
transport). The choice is not between adjustment or no adjustment, but
between adjustment primarily aimed at balancing the budget and trade
deficits, and adjustment that also seeks to protect the poor and the
vulnerable and to enhance their productivity.

If the human and economic goals of the Fourth Development Decade
are to be realized, the leaders of both industrial and developing countries
will have to make even tougher choices as they pursue not just adjustment,
but development policies with a human face in the 1990s. Unprecedented
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Environmental
soundness and

sustainability

Monitoring and
evaluation

opportunities for action lie in the resolution of regional conflicts, progress
in arms reduction by the super powers, prospects for reduced military
expenditures, growing universal concern with the degradation of the
environment, and support for human rights, including children's rights.

Growing evidence of the widening gap between what is technically
and financially feasible in terms of low-cost, high-impact solutions to the
most pressing problems of ch ildren and what is actually being accomplished
points to some obvious areas forfurther action in the 1990s. While material
and financial resources continue to be limited, the ratio of results to
resources can be vastly improved. Several examples of impressive
achievements in child survival and development by countries facing
extraordinary odds in the 1980s indicate that much can be achieved with
the right combination of technical interventions and social mobilization,
backed by the necessary political will and vision. The lessons of these
experiences should be used in formulating development strategies with a
human-or perhaps a child's-face, in the same way the painful experiences
of structural adjustment in the early 1980s has led to the growing accep-
tance of adjustment policies with a human face.

A human environment characterized by high rates of morbidity, mortality,
fertility, illiteracy, and ignorance is not conducive to sustainable develop-
ment. The child survival and development goals proposed for the 1990s
seek to improve this environment by combating disease and malnutrition
and by promoting education. These contribute to lower birth rates and
death rates, improved social services, better use of natural resources, and
ultimately to the breakdown of the vicious cycle of poverty and environmen-
tal degradation.

Programmes to reach the human goals of the 1990s are highly
compatible with and supportive of environmental protection because of
their relatively low use of capital resources and high reliance on social
mobilization, community participation, and appropriate technology. How-
ever, each programme needs to be tested against an explicit set of criteria
for sustainability and environmental soundness. Children have the great-
est stake in sustainable development as their survival, development, and
protection depend on it. From their point of view, all development strategies
must meet the needs of the present generation without compromising the
ability of future generations to meet their own needs.

If human goals are to be central in measuring the performance of national
and international development in the 1990s, data on changes in the infant
mortality rate (IMR), the under-five mortality rate (u5MR), the maternal mortality
rate (MMR), literacy rates, nutritional status, access to water and sanitation,

25



and other social indicators must be collected and updated much more
frequently than every 5 or 10 years, as at present. The current system of
data collection and feedback are clearly not responsive enough to rapid
appraisal of progress and constraints. To ensure rapid course correction
and remedial action, new and innovative ways of monitoring and evaluating
the attainment of the human goals of the Fourth Development Decade
need to be devised.

For more than 10 years now, the international development commu-
nity has been expressing serious reservations about the primacy of the GNP
as the principal measure of a country's level and pace of development. If
during the 1990s human development is accorded the place of primacy, the
international community, under the leadership of the United Nations,
should take bold measures to help develop more universally acceptable
social indicators of development, such as those recently proposed by UNDP
in its Human Development Report. This report proposes a Human Devel-
opment Index based on life expectancy, literacy, and purchasing-power-
adjusted gross domestic product.

A strategy is a coherent set of policies, programmes, and projects which
defines the path to be pursued towards the achievement of a set of goals.
The strategy provides the framework for plans and reconciles the trade-
offs required when scarce resources are devoted to the pursuit of
multiple goals.

National capacity-
building

Focus on the
Doable

The national USMR is a particularly sensitive indicator, with its average
annual rate of reduction a corresponding measurement of the rate of
progress. In addition, other basic indicators, such as the rates of literacy,
life expectancy, access to water and sanitation, and nutrition surveillance
data, etc., should be strengthened, refined, and used to monitor progress
towards the achievement of the goals of the Fourth Development Decade.

A fundamental aim of development co-operation is to help countries and
communities help themselves. External co-operation must not create or
perpetuate dependency, but must enhance self-reliance. Accordingly,
external aid must emphasize institution building and infrastructure devel-
opment. Policies and programme approaches promoted by all donors,
lenders, and partners in development co-operation, including UNICEF, must
be tested not only for their effectiveness in tackling pressing current
problems, but also for their potential to lay the foundation for long-term self-
reliant development.

The need to build infrastructures for long-term development is often used
as justification for not investing in what is currently feasible. With human
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Collaboration with
other United

Nations agencies

Further reading

capital the most important factor for development of a nation, support of the
many readily achievable goals for child survival and development must be
defended as productive investment for national development, not just as
essential consumption for social welfare.

Increasingly, the United Nations development system is focusing on
human development as the centrepiece of its contribution to the interna-
tional development strategy for the 1990s. It is imperative that all parts of
the United Nations system collaborate not only to promote human devel-
opment goals and strategies, but also to advocate broader macro-eco-
nomic goals and strategies in support of the human goals for the decade.

Besides the political commitment of governments and co-ordinated
support by United Nations agencies, the success of the goals for children
and development in the 1990s is also critically dependent on the active
support of bilateral donors, regional institutions, and NCOS. Building effective
partnership among these organizations is another key task for the decade.

Human Development Report 1990. Published for UNDP by Oxford Univer-
sity Press. New York and Oxford. 1990.

Health Research: Essential Link to Equity in Development. Published for
the Commission on Health Research for Development by Oxford Univer-
sity Press. New York and Oxford. 1990.

Action at the Grassroots: Fighting Poverty and Environmental Decline, by
Alan B. Durning. Worldwatch Paper No.88. Washington. Jan.1989.

Communicating for Health: Agent for Change. Joint UNICEF and WHO
publication. UNICEF. New York. 1988.

New Directions in Family Planning Communication: 12 Predictions for the
1990s, by Phyllis T. Piotrow and Jose G. Rimon II. The Johns Hopkins
University Center for Communication Programs. Occasional Paper Series.
No.1. Baltimore. Feb.1990.
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Reducing mortality among
children under five

In brief
The Goal: Between 1990 and the year 2000, reduction of the
Infant mortality rate (IMP) and the under-flve mortality rate
(USMR) In all countries by one third, or to 50 and 70 per 1,000
live births, respectively, whichever Is less.

Every day, 40,000 children below the age of five die. The immediate
causes are specific Illnesses such as diarrhoea, acute respiratory
Infections (ARI), measles, tetanus, etc. But malnutrition, lack of
access to safe water, sanitation, and primary health care, and igno-
rance and poverty are all major factors in these deaths. Thus, the
achievement of this very ambitious goal will require, along with such
proven life savers as Immunization and oral rehydration therapy
(ORT), a commitment by world leaders to sustalnable human devel-
opment In all Its dimensions.

The goal of reducing infant and under-five mortality by one third (to 50 and
70 deaths respectively per 1,000 live births, whichever is less) is one that,
in a way, reflects the cumulative impact of all the other goals. Lowered
mortality is an indicator of overall well-being as well as a reflection of
improvements in health. Progress towards lowering malnutrition, improving
access to water and sanitation, and ensuring universal basic education will
help lower infant and child mortality.

It is unconscionable that 40,000 children die every day. Reaching the
goal will mean that "only" 21,000 will die every day, still a frightening figure.
But if the goal is reached 28 million fewer child deaths will have occurred
by the year 2000 than if the current mortality trend is allowed to continue.

As recently as 1960, the probability of death before the age of five (the
under-five mortality rate or USMR) was one in five for the world as a whole
and almost three in ten for most of Africa and South Asia. Significant
progress has been made since then.

29



The world's USMR has been reduced by nearly half since 1960, thanks
to general improvements in health and social services, education, and
economic well-being for many families, though not for all. If this downward
trend in under-five mortality continues, we can expect that the annual child
death toll will drop from the current 14.6 million to 12.2 million in the year
2000. The joint goal adopted by WHO, UNFPA, AND UNICEF and now pro-
posed for the World Summit for Children would lower this toll even further,
to 7.8 million.

Saving children's lives in the 1990s
(Under-5 mortality rate = USMR)

18

16-

14-

Constant 1990 USMR
\

•P

Cummulative (millions)
1990-2000

Deaths Lives saved
155

1990 1992

Year
Sourer. UNICEF, based on United Nations Population Division estimates

-50

105

Target 2000 USMR
Between 1990 and the year 2000, •

2000 reduction of under-5 mortality rate
in all countries by one third or to
70 per 1,000 live births, whichever
is less.

In the last decade, economic progress came to a halt in most of Africa
and Latin America, yet the USMR continued to decline (though more slowly
than it declined in other developing countries). Thanks in part to the
massive promotion and use of life-saving technologies, notably immuniza-
tion and ORT, many deaths were prevented, despite the worsening eco-
nomic conditions.

There are limits, however, to what can be achieved by such techno-
logical breakthroughs alone. There are indications, for instance, that
malnutrition, especially in Africa, increased during this same period, and
the AIDS pandemic threatens to undo much of the progress made. It is
doubtful, therefore, whether the historic decline of USMR can be sustained
and accelerated without attacking mortality on a broader front.
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The consequences
of high child

mortality

Why millions die

Progress in immunizing children, conquering measles, increasing the
use of CRT, and bringing effective treatment of pneumonia to the community
level must continue. In the 1990s, however, child mortality has to be viewed
as a problem that transcends the health sector alone. It must be seen as
aproblem of nutrition, education, water supply and sanitation, and ultimately
of sustainable human development in all its dimensions.

Parents in the world's Least Developed Countries still face the prospect
that one out of every five children born to them will die before the age of five.
A major objective of the Summit is precisely to rid the world of this spectre.
The cost of child mortality is enormous, in grief, in human potential lost, in
the apathy and fatalism it breeds.

The tendency for couples to have more children to compensate for
expected child deaths destroys women's health and their hopes for
education and economic advancement, not to mention the impact it has on
population growth. High rates of child mortality are in every way part of a
package of underdevelopment: they help create it, they feed it, and they
are its surest indicator.

The reasons for infant and child mortality are numerous and multi-tiered.
The immediate cause of a child's death is usually a disease, often
preventable or readily treated with low-cost interventions. The graph on
the next page shows the approximate breakdown of immediate causes of
child deaths according to WHO.

About 3.4 million or 23 per cent of the 14.6 million child deaths
occurring annually are preventable by vaccination. Nearly 70 per cent of
the 4 million deaths from diarrhoea could be prevented by ORT. Of the 2.8
million deaths from ARi that are not vaccine preventable, most are due to
pneumonia, which in many cases can be prevented by timely treatment
with antibiotics.

Behind these immediate causes of death, however, lie factors such as
malnutrition, ignorance, and, ultimately, poverty. Malnutrition, for instance,
is associated in about one third of all child deaths. Malnourished children
lack the defenses well nourished children have, and succumb to diseases
such as measles that well nourished children would survive.

Illiteracy, ignorance of basic hygiene, and lack of access to water and
sanitation are other underlying causes of child mortality that increase the
risk of infection and limit the capacity to deal with it. All these in turn are
symptoms of poverty and inadequate human development. Ways of
dealing with these problems within each sector are discussed in many
other chapters of this sourcebook. To reduce mortality as a whole,
however, it is important to emphasize the intersectoral nature of the
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Annual child deaths
Developing countries, around 1985

(in millions)

MAIN CAUSES VACCINE PREVENTABLE

Tetanus 0.8

Diarrhoea
4.0

Acute respiratory
infections (ARI)

4.3

Whooping
cough 0.6

Malaria
0.8

Measles and whooping cough vaccines prevent mainly ARI deaths.
Measles vaccine also prevents diarrhoea deaths.

Tetanus vaccine prevents perinatal deaths.
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Mortality is
mulitsectoral

problem and the need for the services of various sectors to converge in time
and place, as needed by people with multifaceted problems in concrete
circumstances.

The need for actions in different sectors to converge on a single problem
can be illustrated by the example of the third most important killer of
children in the world after ARI and diarrhoea: perinatal causes. Several
measures discussed in the chapter on maternal mortality can help reduce
perinatal and neonatal deaths in children as well. But simply immunizing
women against tetanus, providing them with trained birth attendants and
services for referral, and transporting high risk cases will not be enough to
combat all deaths due to perinatal causes.

Low birth weight, for instance, is an important perinatal factor that in
turn depends on maternal nutrition in many cases. Maternal health and
maternal nutrition improve when women are educated and have adequate
nourishment and when their work burden is reduced through access to a
safe water supply and cooking fuel. Only through action in all these sectors
will the number of infant deaths due to perinatal causes be brought down
to levels that might be considered tolerable.
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Constraints

As services need to converge on a family and complement each other,
they also need to be universal. Many population groups are easily forgotten
in the design of service coverage: those living in settlements of less than
500 inhabitants, for example, or ethnic minorities, nomads, populations
displaced by war and other disasters, those living in remote areas whom
it is difficult to reach, or those living in the slums and shanty towns of major
cities—all must be included if a serious and lasting impact is to be achieved
on the problems of infant and child mortality.

The principal obstacles to lowering infant and child mortality are poverty
and the lack of resources to provide primary health care, and basic
education, nutrition, and water and sanitation services. The costs per
capita of providing these are discussed in the various chapters of this
volume and are not unreasonable; the world as a whole could afford them.
The difficulties are assuring that available resources are put to optimal use,
attracting the additional resource transfers needed, and assuring the
revitalization of economicgrowth to sustain progress. These are discussed
in the concluding chapters of this volume.

In the 1990s, child mortality has to be viewed as a problem that transcends
the health sector alone. It must be seen as a problem of nutri tion, education,
water supply and sanitation, and ultimately of sustainable human develop-
ment in all its dimensions.

Measuring mortality

Another serious potential obstacle is the spread of new diseases such
as AIDS. Efforts must be made to restrict the transmission of AIDS, as proposed
in the chapter on the disease.

And, finally, uncontrolled population growth interacting with poverty
and the limitations of the physical environment will make it more difficult to
reduce mortality. The promotion of family planning must be part of the
overall effort as set forth in the chapter on child survival and population
growth, and the chapter on child spacing, in this sourcebook.

Decisions concerning what to do about the problem require clear and
reliable data on mortality and the risk factors associated with it. Registers
of vital statistics tend to be weakest precisely where mortality is highest.
Efforts to strengthen vital statistics are under way and deserve greater
support. Considerable progress has also been made over the past decade
in strengthening survey capability for measuring infant and child mortality
in decentralized and relatively low-cost ways. Measuring mortality by
specific causes (or even by causes as perceived by parents through a
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A world-wide
commitment

Further reading

technique called "verbal autopsy") has been done less widely, but experi-
ence is growing in this field as well.

Once national officials at central, provincial, and district levels begin
receiving timely and credible information on how many children are dying
and what is killing them, they can focus their resources more efficiently on
those programmes and actions that will prevent such deaths. This is why
the strengthening of national and sub-national record keeping and mea-
surement capability is so important.

Another benefit of improved child mortality monitoring is the use that
can be made of such information for advocacy and social mobilization.
More valuable than a single IMR or u5MR for a country as a whole are up-
to-date mortality figures disaggregated to show those parts of the country
or those groups within the country where mortality is highest. Public
attention, where appropriate, can thus be called to such disparities and
priority assigned to those places and groups.

Because the goal of reducing infant and child mortality depends on the
achievement of so many other goals, it is perhaps the most ambitious one
of all. The UNDP'S recently published Human Development Report points
out that if progress continues only atthe rates occurring in past years, some
23 countries will not attain the target until after 2050.

The gentle downward slope of current trends must be bent to a steeper
angle. Demographictrendsdo not change easily, butthey can be changed.
Perhaps it is only with a world-wide commitment at the highest levels, for
which the World Summit for Children provides a unique opportunity, and a
subsequent mobilization of all the forces of society to accelerate the decline
in infant and child mortality, that this goal, whose attainment would be the
crowning achievement of the decade, can be reached.

The State of the World's Children 1989. Published for UNICEF by Oxford
University Press. New York. 1989.
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INFANT MORTALITY AND MORTALITY AMONG CHILDREN UNDER FIVE
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?î î i;:)5̂ ;ii!l;l;|S;i

AFRICA SOUTH OF THE SAHARA 121 105
Angola 155 173
Benin 125 109
Botswana 79 66

^i^^^iii^^^i^^^^^^m^^^^^^:
*%$i^
^̂ r|j;;A|paiji:̂ g:;S;:;:::::::;i:s;:; mmmmM^i^mmmW^ffitj^mmmiX*^^
Cote d'lvoire 110 95
Ethiopia 154 153
Gabon 117 1O2
Ghana 100 89
Guinea 165 146
Kenya 84 71
W^i^^^^^^mm^'^^^^^^^^^^^Si^:
^^iji^fmii^^^^l^^\\^^^^^^^^^^^^^^^ii^
i^^l^^^^^m9^^^^^^9^^^^^^^§^i^^mmmMmMm^^
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INFANT MORTALITY AND MORTALITY AMONG CHILDREN UNDER FIVE
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Source: The State of the World's Children 199O, Tables 1 and 9, and UN Population Division.
(For explanations and qualifications of specific figures, see notes there.)

* Annual number of deaths of Infants under one year of age per 1 ,OOO live births.
" Annual number of deaths of children under five years of age per 1,000 live births.

Figures for country groupings are median values.
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