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ACCELERATING THE MOMENTUM FOR CHILD SURVIVAL AND DEVELOPHENT:
- GATHERING ALLIANCES -

I am pleased, indeed, to address this Congress. There are many familiar
faces in this room today - several distinguished veterans of successful
struggles to improve the health and well-being of children from throughout
Asla and Oceania.

We meet at an important time for those of us committed to the improved
health and survival of the world's children. The three decades between 1950
and 1980 saw more progress for these children in many ways than the previous
1,000 to 2,000 years. This is evidenced in global figures which show that in
1950 there were 70,000 young children dying every day; by 1980 that tell had
been reduced to 43,000 young lives daily. Given the increase in population,
this amounted to a halving of the infant and child mortality rates during that
time period worldwide. You doctors should take pride in the major
contributions of your profession to this historic advance.

The 1980s have seen mutually opposing new influences to the world
situation which had produced such steady progress for children since World War
II. This decade has brought bhoth bad news and good news for the world's
children.

Of major impact, the 1980s has seen severe and sustained global economic
difficulties. While this has fortunately bypassed, to a large extent, India.
China and our host country, the economic recession has been the worst for most
countries of Africa and Latin America since the 19305, and the majority of
Asian countries have been adversely affected as well. The very recent stock
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market plunge reminds us that, for the global economy, the worst may still lie
ahead. . -

The result of this decade's economic climate for much of the Third World
has been a human c¢risis as well as an economic crisis. A disproportionate
share of the resultant suffering is being borne by those least equipped to
combat the effects of economic deterioration - the poor and the most
vulnerable, especially children and women.

Unfortunately, this same time period has seen the rise of the global
pandemic of AIDS, which clearly threatens, among those who suffer its scourge,
the lives and health of women and children. Perhaps of even greater
importance, thoughtless reaction to the pandemic threatens to undermine not
only efforts to stop its spread, but rational prioritizing of economic
resources available to social sectors as well. While AIDS is not yet a major
manifest health problem in Asia, its spread is such that no corner of the
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gioone should exXpelc to escape its scourge. As Director of the AIDS Treatment

and Research Unit at the Prince Henry Hospital in Sydney, Australia, Dr. John
Dwyer, told the First International Congress on AIDS in Asia, held in Manila,
last week:
"I do not believe Asians are any more or less resistant to the
disease than anybody else ... It is a time bomb we are sitting on".

A revolution for children

Fortunately., the 1980s has also brought good news. As those of us
gathered at this Congress are well aware, there now exists the potential for a
virtual revolution in child survival and development -~ that which we have come
to call the Child Survival and Development Revolution (C3SDR). This arises
from two converging forces:

First, it is now known that the major threats to the lives and the
normal growth of children can be defeated, in 1arnn measure, by inﬁgrmigg and

LS AL all f=to L IR0 § ool

supportlng parents themselves in such bas:c and inexpensive actions as:

— immunizing their children against the six main child-killing diseases
which last year took the lives of more than 3.5 million children and
crippled or disabled-for-life a comparable number;

- using sanitary practices to prevent, and low-cost oral therapies to
comhat, diarrhoeal disease which last year took the lives of another 4.5
million children;

- maintaining exclusive breast-feeding in the early months to promote
healthy growth, and applying new knowledge about when and how to .
introduce other foods:

— recognizing and acting early on the danger signs of acute respiratory
infection;



- better spacing of births to promote safe motherhood and healthier
infants; . -

- monitoring the growth of children to provide early warning of impending
malnutrition;

- improving female literacy: and

- providing food supplementation, including low-cost iron, Vitamin A, and
iodine, when necessary.

In a development even more recent than the advent of the CSDR, we also
know that we can significantly reduce the number of new-born children infected
with the AIDS virus by educating men and women of reproductive age to change
their behaviour with regard to safe and unsafe practices, screening blood
products, and sterilizing injection equipment.

Second, the surge in the communications capacity of virtually all
nations over the last ten years has made it possible, for the first time, to
put medical and self-health knowledge and these techniques at the disposal of

tha areat mz-lnr"ll'v of the world's nnnn1n Sixtv per cent of the develonlncr
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world's adults can now read and erte. Eighty per cent of its children now
enroll in school. Radio reaches into a majority of its homes; televigion into—
a majority of its communities. Government services now reach, with varying
degrees of effectiveness, into almost every community. You who are gathered
in Bangkok today can be counted amongst two million doctors, 6 million nurses,
and many more millions of community health workers who are now at work. And
tens of thousands of non-governmental organizations, peasant co-operatives,
labour unions, employers' associations, political groups, youth organizations,
women's movements, and neighbourhood associations now add up to a breadth and
depth of organized resources which could be the means of informing and
supporting the majority of the developing world's families in using today's
knowledge. The challenge is to mobilize all these channels of communication
to empower parents with the lmowledge - and the will - for child survival and

development. o

Firgt articulated in late 1982, just five years ago, the Child Survival
and Development Revolution had rapidly gained enough momentum that 12 months
later United Nations Secretary-General Javier Perez de Cuéllar said, "... a
veritable child survival revolution has bequn to spread across the world".

By 1986, the CSDR had progressed to the extent that the use of vaccines
and the use of oral rehydration salts had both tripled since 1583. These two
measures alone accounted for saving the lives, in 1986, of one and one half
million young c¢hildren. By the middle of 1987 another major milestone had
been reached - more than 50 per cent of the world's children had been:

immunized, as compared with 5 per cent a decade ago.




The primary challenge which lies ahead is defined, at this stage, by one
fact which overwhelms other considerations: still today., and every day.
38,000 young children die, and a comparable number are crippled for life - the
vast majority of them from causes for which we have long-since discovered
low-cost cures and preventions such as those singled out in the CSDR.
Furthermore, the encouraging progress of past decades which has reduced the

child mortality rate to this still-unacceptable level could conceivably become
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to prevent the tragic waste of young child lives to preventable causes; we
know that it is do-able. Our response to this challenge must capitalize on
the good news while taking the bad news inte account. We must ask ourselves
at this point: How can we accelerate the momentum of saving children's lives
and improving their well-being — despite the economic constraints of the 13980s7?

We must advance on two fronts.

Adjustment with a human face

On one hand, we must ensure that economic disruptions do not undermine
the situation of the health of children. The c¢ut-backs and adjustments which
many countries are undertaking reflect in part the severe constraints imposed

by the international economic system and in part on the way countries have -

re-formulated their policies in response to these pressures. It is the
summation of these factors which brought forth the anguished plea from
President Nyerere of Tanzania when he stated, "Must we starve our children to
pay our debts?"

Cur response to President Nyerere must be an emphatic "No" - Children
shouldn't be reguired to die to pay a country's debts! Unfortunately, actual
practice is all to often, still, to let children die, and many are dying each
day as a consequence in the mid 1980s.

Our experience is that there must be a two-pronged response to this
situation. First, we must wvigorously defend the importance of social
investment to the owverall future of a country so that the social sectors do
not carry disproportionate c¢ut-backs., as too often has been the case. That
is, we must ensure, for example, the continued provision of primary health
care, basgic education, nutritional supplements for those in need, etc.
Second, and of equal if not greater importance -~ (especially for those of us
gathered here, because the power to act lies substantially with those of us in
the health and other social sectors) - is that the social sectors themselves
must produce internal restructuring to put prioritiss on those programmes
which result in the most benefit to the most wvulnerable.

The opportunity for a re-ordering of priorities within the health sector-
is perhaps best illustrated by a statement made by Dr. Mahbub-ul-Haq, then
Pakistani Minister for Finance, Planning and Economic Affairs at the Annual
Meeting of the World Bank and IMF in Seoul (October 1985):
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"Must we spend a good part of our development budgets to provide
facilities for -the rich and privileged? I discovered from my own
experience that it took only the postponement of one expensive urban
hospital to finance the entire cost of an accelerated immunization
and health care programme for all our children."

Gathering alliances

We must also, however, respond very specifically to the challenge
presented by today's unacceptable rate of child deaths by finding ways to
accelerate the awareness and use of that very knowledge which physicians
have. The medical knowledge and techniques to prevent these deaths is already
available; physicians have them in-hand and employ them every day to improve
the health and save the lives of millions of children. The greater challenge
has become how to ensure that this knowledge reaches the millions wupon
millions of children - in fact, the majority of the world's children - who you
and your millions of colleagues around the world will never see in- your
offices nor in your hospital wards.

We have seen, in the past five years, tha

capable of reaching those traditionally unreached with 11fe—-sav1ng medical
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technolegies. If the challenge is to be met on the scale which is now

urgently needed and clearly possible, it will be met by a social movement
rather than by a medical movement alone. And what is needed are society-wide
alliances of all those who could communicate with and support parents in doing
what can now be done - teachers and religicus 1leaders, mass media and
government agencies, voluntary organizations and people's movements, business
and labour wunions, professional associations and conventional health
services. Only such "Grand Alliances for Children" can create the informed
public demand for, and practical knowledge of, those methods which could bring
about the revolution in child survival and development.

It is worth noting that the alliances which are gathering for child
survival will be indispensible in combatting the AIDS pandemic, whether we
look forward to arresting its spread through a vaccine or through a massive
educational campaign to change peoples' behaviour., Unfortunately. this is
quite likely to be all-too-relevant to Asians in the near future. Asian
countries have a wvital advantage over regions where the pandemic has already
taken a serious hold. If I may quote Dr, Dwyer again from his comments in
Manila last week, "If we could have had this same conversation 10 years ago
in Africa, we could have done something about it."

In Asia, you can do something about it. We know now that we are not
defenseless against this disease. Our only weapon against AIDS is a powerful
one, despite its simplicity - it is knowledge. An international education and-
gocial mobilization carupaign to disseminate information about AIDS, to support
those who are at risk or who have contracted the wvirus, and to change
life-endangering behaviour could dramatically slow the spread of this

disease. As Dr. Jonathan Mann, Director of the Special Programme on AIDS of



the World Health Organization (WHO), stated in his briefing in October to the
United Nations General Assembly:
"AIDS spreads through specific, identifiable human actions, all
subject to human influence and control; thus, AIDS is controllable
and preventable. Sexual behaviour c¢an be meodified, blood for
transfusions c¢an bhe screened, blood products can be treated to
destroy the wvirus, and needles and syringes can be sterilized ...
AIDS should be seen as a disease spread by and controllable through,
conscious human behaviour". '

The task of accomplishing such a massive mobilization is so immense,
however, that if it is mounted for AIDS alone, there may well be unsurpassable
obstacles to achieving the critical mass necessary. If, however, the
initiative is undertaken in conjunction with, for example, helping a
government save the lives of several thousand of its children each year, the
politics of the overall effeort can be expected to maintain broad and
consistent appeal.

Today such comprehensive efforts are underway in the child survival and
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lessons which have been learned can be applied to this new dilemma. As

physicians, many of you can pride yourselves in being among the pioneers of---

the CSDR, and of this health movement.

Much has been accomplished in the CSDR, and yet the grim reality of 23,000
Asian children dying each day and the daily crippling of a comparable number
remind us that much remains to be done. We must now ask: What are the next
steps? As I ask this question in this fora, I know that I am posing it among
partners in an alliance, among those who fight the good fight, and that we
will explore for the answers together. Your role in this revolution for child
survival and development is one of leadership, and the world community looks
to you for answers and direction,

Planning the survival and development of children

As you map the next steps of this effort, I urge you to consider the goal
which I spoke of with you during the opening of this Congress - the goal set
by the United Nations in 1980 to halve infant mortality rates by the year 2000
in every country on this globe, or to reduce them to 50 per 1000 births,
whichever is smaller. In the Asian countries, what will it take to achieve
this goal?

Progress has been wvaried, so far. With two decades to achieve thig
unprecedented goal, yearly progress for the first five years was only about.
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Pakistan. Thus, in India for example, where the target IMR by 2000 is 50,
infant mortality rates decreased by an average of 2.31 per cent between 1980
and 1985 instead of the 3.4 per cent average required. In order to meet its



yvear—-2000 goal, India will have to achieve an annual reduction rate of 4.83
per c¢ent until _the end of the century. The Philippines has achieved a
reduction rate slightly higher than half the rate they must attain to reach
the goal. With a target IMR of 27, between 1980 and 1985 the annual rate
decreased by 1.96 per cent. For the rest of the century the Philippines must
achieve an annual reduction rate of 3.88 per cent in order to meet the goal.

This clearly will require redoubled efforts.

Asia also holds some examples of infant and child meortality reduction
which have been ahead of or close to target rate, and which serve as models in
the prioritizing of health care despite limited resources. Sri Lanka, for
example, has a target IMR of 22 per 1000 by the year 2000. Having achieved a
reduction rate of 3.93 for the first 5 years of this decade, Sri Lanka will
reach its target by attaining an annual reduction of 3.23 until the end of the
century. Hong Kong, Kampuchea {albeit, they started from an inordinately high
level in 1980), and Singapore have also been ahead of schedule during
1980-1985. Both Thailand and the Republic of Korea have been very close to
the rate necessary to reach the year-2000 goal.

I should add parenthetically here that success in achieving this geal for
reduced child mortality can be expected to reduce births by an even greater
number. As we have seen recently in many countries, as 1nfant mortality drops
below B0 or so, largely because of much greater parental involvement, births .-
drop even faster. Thailand offers a good example of this relationship - since
1960 the crude death rate dropped 7 points per 1000 from 15 to 8, while the

crude birth rate dropped by double that amount, 15, from 39 to 24.

I have attached to the distribution copy of my remarks today a chart which
lists the rate of past progress in improving child survival for every Asian
country, as well as the Year 2000 goal for each country, and the rate of
progress it will have to achieve annually in order to reach that goal. I urge
each of you to look at the situation in your own country - from the number of
child deaths each year to the rate at which these deaths are now being reduced
each year. And I urge you to discuss and explore how the increase in these

reduction rates might be accelerated.

Alliances for children in action

What will it take to achiewve the year 2000 goal in your country? WwWhat are
some of the things that you can do to accelerate the progress of the CSDR?
There are critical tasks in this movement which only you, as individual
physicians and in your medical associations throughout Asia and Oceania, can
accomplish.

—— Act, in your practices, your teaching, your writings, and your research to.
gtrengthen our knowledge and experience of how appropriate medical
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technology., through supportive social structures, can transform the death
and disease patterns posed by the major cripplers and killers of children;



-— Who else but you can advocate as credibly in your own societies, to your
political leaders and to national and local institutions? Given the
influence that you wield, it is you who must take the lead among other
professions and secters who look rightfully to you as leaders. Are you
willing to use your position to further the goals of the CSDR?

— It is you who can set standards within the health profession. When
alternative treatments exist, choose the more widely applicable low-cost
practice., Promote breastfeeding, the use of oral rehydration and growth
monitoring in your own practice, and press the hosgpitals and medical

schools with which you are affiliated to do likewisge:;

— Support the empowerment of women and families which is gained though
experience and success with self-health techniques.

-— Bring others intec the Grand Alliances for Children. It is you who have by

midwives., Vigourously spread the word and educate others on the situation
and the historic opportunity for change on a vast scale.

-~ Explore the applicability of the CSDR and its social mobilization and
participatory approach not only to AIDS, but to other diseases as well,
such as malaria, acute respiratory infections (ARI), iodine deficiency, ---
etc.

—-— It is also you to whom the world must turn for ideas and for solutions teo
the difficult problems in extending other elements of basic health care to
the previcusly unreachable poor of the world.

We are beginning to close the vital gap between those whom you see in your
daily practices and the great majority of children who will never see a
physician. It has long been acknowledged that a major challenge to health
professionals is to make existent techniques available to those removed from
the channels of easy access. The 1980s has seen major strides in meeting this
age-old challenge. Can you, in your role of leadership in the health field,
channel the benefits of progress and momentum now evident at the international
level, into efforts in your own countries which will achieve the United
Nations Year-2000 goals for child survival? Can we make the Child Survival
and Development Revolution, the world's most critical revolution, a reveolution
which will accelerate achievement of primary health care, and the goal of
Health for All by the year 20007 Can we not extend the benefits of some of
your most critical knowledge to the great majority of the world's children?

Can we reach the unreached?

In fact, recent experience in many Asian countries - exemplified by
Thailand's progress toward achieving universal child immunization - indicates.
that a breakthrough in child-health and in the well-being of the world's
poorest. which seemed like wishful thinking only a short time ago, is quite
realistic. Indeed, there is a miracle in the making, and we are participating



in it together. Already the lives of more than one million young Asian
children are being saved annually as a result of this peaceful revolution for
children. And it is well within our grasp to, by the turn of the century,
save the lives of another 2.5 million Asian children annually. This historic
possibility will become reality, however., if - and only if - we work together
even more actively, for the children - and the future - of Asia and the world.
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The Child Survival lndex le. the percentnge of those born who survive to reach the age of 5 yrara.

Chlld survival Percrentaps Averane anmnnl GNT par Total Ferrflity Rate Aounal o, of
Inddex deerenan of eate af redduetion cnpitn . Averags blirtha/linfant
the Under 3 of the Under 5 growth rate annual and child
Country mortollty mortality race reduttlon dealhain- 4}
) rate Target rate  (rhaunands)
1960 19856 1960-86 €G-80 80-85 85-2000 £5-00 80-85 1960 1988  60-85 1986
Afghanistan 62.0 67.5% 1.8 0.55 0.66 6.44 7.0 8.7 -0.16% 8617200
Mali 63.0 7T0.3 19.8 0.66 1.40 7,96 1.4 -3.0 6.5 8.7 -0.14% 217125
Sfetrn Leone $0.3 70.3 25.1 1.01 1.4¢ 7.96 1.1 -0.2 5.1 §.1 -0.01% 174752
Mnlnwl €1.6 73.0 25.8 1.00 1.59 7.34 1.5 -0.8 8.9 1.0 -0.08% 1847104
Ethiopin - 70.6 74.5 122 .57 0.30 7T.13 0.2 =-2.0 8.7 5.7 -0.00% 2228/568
Guinea 63.4 74.3 26.3 1.07 1.4 T.1% 0.8 -1.4 0.4 6.2 0.12% 292/14
Somalln 70.6 4.5 13.3 0.57 ©.28 1,15 ~0.7 0.6 8.6 6.6 -0.00% 226759
Hozamblque 69.8 73.3 18.1 0.52 1.52 6.95 ~13.8 5.7 6.1 -0.25% 6517161
Burkina Fase 61.2 75.9 8.0 1.9 1.18 6.86 1.3 -1.39 8.3 6.3 -0.00% 142/02
Angola 85.4 Te.2 1.3 1.40 1.50 B.76 0.1 o.4 8.4 -0.01% 1277101
Niger 69.0 76.7 27.1 1.11 1.53 6.61 -2:1 -8.7 1.1 T. -0.02% 124/76
Chad 1.4 T71.2 29.9 1.30 1.56 6.4% -2.3 1.8 €0 5.9 0.07% 2268752
Guinea-Blssan €0.5 77.2 21.5 1.1 1.56 &.49 -1.5 1.9 5.1 5.4 -0.24% 31/8
C.Afrlcan Rep. 69.2 77.2 5.9 1.20 0.84 6.55 -0.2 -1.% 5.9 5.9 -0.15% 111727
Senegal €8.7 T7.3 27.3 1.12 1.57 8.49 -0.8 0.0 8.7 6.3 0.09% 309/70
Maurltrnia 69.0 717.% 27.5 1.21 1.62 6,28 0.1 -0.7 6.9 6.9 -0.02%x ¥§/22
Liberia 69.7 7T8.9 30.2 1.6 1.60 6.04 -1.4 -5.4 5.3 0.9 .0.31% 11023
Mwanda 75.2 7%.0 15.2 0.39 1.47 6.00 1.8 -1.5 6.8 T.4 .0.30% 123/68
Kampuchea 70.2 T9.4 5.5 -1.82 7.15 .91 6.3 4.0 1.01% . 118/66
Yenen 62.2 719.0 40.0 2,93 2.1 5.m 5.3 0.9 1.0 8.9 0.03% - 139469
Yomea, Dem, 62,2 19.4 48.0 2.33 2.31 5.99 7.0 4.8 0,20% 101721
Blwtan 70.3 79.9 32.1 1.42 §.37 6.27 34 5.9 5.4 0.36% 54711
Nepal 70,1 79.8 3.1 1.42 1.537 6.27 .1 0.8 5.2 6.0 -0.07% &1/ 17
Burund! 4.2 BO.4 23.9 0.83 t.34 5.50 1.9 -0.8 5.7 6.4 _0.dnx 225711
tane Indrsh 11.8 80,7 26.4 1.05 1.56 S.18 0.4 0.0 6.7 3.7 o.nax [YELYLEL]
Renin 69.0 a1.1 an.o .04 1,77 8.an 0.2 0.1 0.8 7.0 -0.)1X 213740
Sudan 70.7 A41.8 1.9 t.co0 2.20 5.17 (.) -4.2 6.7 6.&4 . 0Q.14% 996/ 181
Tanzanla ?5.2 #2.1 21.1 1.05 .06 5.08 (.) -3.1 6.9 7.1 .0.13% 11917212
Bolivin 11.8 az.1 6.6 1.49 2.52 5.42 «0.2 =-T.0 8.5 6.1 0.30% 284/51
Migeria 68.2 82.2 © 41,9 2.29 1.87 5.02 2.2 1.3 6.9 T.1 ~0.13% 50157895
Haltl 70.6 @2.4 40.2 1.96 1.89 5.16 0.1 -2.5 8.2 5.8 0.35% 278/49
Gaban 1.2 82.6 39.5 1.81 .91 4.9n 1.5 -1.2 4.1 4.9  -0.76% 1171
Uganda 1.6 02.8 22.3 0.87T 1.09 4,94 -2.6 2.2 8.9 6.9 -0.01% aios111
Taklstan 12.3 8.0 3a.6 1.84 1.85 5,24 2.8 2.8 7.2 5.5- 1.,02% 42117716
zaire 4.9 83.4 31.8 1.46 1.89 4.61 -z.1 -3.8 5. 6.1 -0.10% 12917232
Laos 16.8 83.4 28.4 9.99 2.20 5.38 5.7 5.3 0.190% 165721
Oman 62.2 81.4 56.2 3.08 3.16 4.985 5.1 0.5 7.2 6.9 0.13% SB/10
lean 14.5 ¥4.1 37.4 1.9 1.19 35.19 1.1 8.1 5.2 1.60% 18017285
Cameroon 12.5 4.2 42.5 2.15 1.B7 4.35 3.6 4.5 5.7 5.8 -0.07%x 135/69
Togro 9.3 04.3 49.6 2.8 z.00 4.7 0.3 -5.6 6.2 6.1 0.04% 118722
India 71.8 61.6 43.5 2.11 2.90 4.63 1.7 3.1 Ss.8 2.9 1.55% 22471/3455
"Cotr d'lvoire 68.0 64.7 52.2 2.97 2,15 4.17 0.9 -5.2 6.6 8.6 -0.0i% 463771
Ghana 17.6 83.0 13.1 1.52 1.50 4.03 -2.2 -31.9 8.5 6.5 -0.0I% . 663/99
Lesotho 79.2 985.0 2.6 1.30 2.09 4.84 6.5 3.4 5.8 5.8 0.01% 65/9
Tambia 1.2 66.9 2.3 2.14 1.82 3.93 -1.6 -4.1] 6.6 6.3 ~-0,05% 133/41
Feypt T10.0 06,9 56.3 z.87 4.0z 3.81 3.1 1.3 7.1 45 1.76% 16297211
reru 16.7 871.2 11.9 2.21 2.2% 3.9 0.z -4.2 6.8 4.5 1.50% 100491
Llbya 73.2 81.5 53.3 .52 4.19 3.27 -1.1 -9.1 7.2 1.0 0.11% 167721
Morocco 731.5 B1.5 52.8 2.11 3.21 3.7) 2.2 0.1 7.2 4.6 1.72% 155795
Indonesla 76.5 B7.8 47.9 2.2%9 2.1 3.62 4.8 2.1 5.4 1.7 1.49% 50207614
Congo 15.9 8n.1 50.5 2.91 1.71 3.96 3.8 4.9 5.9 6.0 ~0.08% ag/10
Kenya 79.2 184.3 41.5 2.0 z2.531 1M 1.9 «1.7 8.2 8.0 0.05% 11827119
Zlmbahwe 81.8 88.3 5.4 1.52 2.02 3.a88 1.6 0.0 6.0 0.8 0.0t% 431/51
Hondurns 76.8 8B.8 1.7 2.64 3.13 3.50 0.4 -2.6 1.4 5.9 0.8ty 184721
Algeria 73.0 8B.8 58.6 2.99 4.46 J.05 3.6 t.7 T.4 8.5 0.48% 9387105
Tunisfia . 14.5 B89.4 50,6 3.06 4.30 3.11 4.0 1.4 7.2 4.3 1.83% 226521
Guntemala 77.0 895 54.3 2.3 216 .49 1.7 -4.3 6.2 5.9 0.59% 340736
Snued) Arabia 70.8 693 64.2 3.86 3.0 1.2 5.3 -1.3 1.3 6.9 0.18% 195752
Sanuth Afrlca 80.8 §9.9 47.3 z2.28 2.9% 3.53 1.1 -t.8 5.8 5.0 0.40% k2727128
Hicnragun 79.0 90.0 s2.8 2.48 3.92 3.2 -2.1-3.1 7.3 5.8 1.01% 145/14
Turkey 74.2 %0.1 a1.7 3.42 5,36 23.12 2.8 2.1 9.0 3.1 . l.a0v 148671147
Irng T.8 90,2 55.9 3.06 2.219 3.79 7.2 6.2 0.54% 689767
Rotawnna 82.6 90.4 “.7 2.22 2.2 a1.18 8.3 7.4 0.4 4.5 0.05% 57/%
Viet Nam 76.7 90.5 59.1 3.30 3.8L 21.27 T.0 3.9 2.26% 1835¢41%
Madagnscar gL.9 90.8 48.0 2.37 2.83) 3.60 -1.9 -6.14 5.0 0.1 =0,19% 158/4)
Ecundar 8L.7 91.0 51.0 2.69 2.7% 3.61 3.5 ~2.4 6.9 4.0 1.42% M
Papiea NG 75.3 91.0 63. T 3.80 3.4%4 3.39 0.4 -1.8 6.3 3.4 -0, 50% 132712
orazil ni.0 91.1 .4 2.23 .20 379 4.7 -1.3 6.2 .0 2.00% $039/159
Durmn 77.1 9.1 al1.3 4.01 z.00 2.03 2.4 1.3 5.9 3.0 1.69% 11927106
El Snivador 7%.4 91.2 57.2 3.21 3.01 3.54 -g.2 -3.1 6.9 3.2 1.03% 221/20
Dominican Rep. B0.0 91.4 51.2 .31 2.91 3.57 2.9 -0.8 1.3 .8 2.49% ?]-G:HF
rhiltpplines 86.5 92.5 “".2 2.22 1.93 3.09 2.3 -3 8.8 4.1 1.80% ;sS’:IJZ
Hexteo 85.0 92.9 49.3 2.64 2.30 .77 2.1 -2.1 6.7 4.2 1.8y LERALE)
Colambla 83.2 931.0 s2.0 3.09 1.4 2.92 2.9 -0.% 8.7 a1 z.20% g;;:;:
Syrin 8.2 93.2 68.9 £.71 1,07 3.52 4.0 -2.1 7.5 6.9 0.26% i
Paraguay 86.6 93.7 53.1 3.13 2.05 3.8 3.9 -1.9 8.6 4.6 1.40%

X TARGET MORTALITY RAIFS are based on U.H. qoal set in 1980 to eithar halve
infant moctality rates hy tha ysac 2000 in every country or to reduce them
to 50 per 1000 births, whichever in leas.



The Child Survival I[ndex Je. the percentape of those born whe survive to reach the age of S yrars,

Chiid aurvival Peecentape AvREnpe anannl ur per Total Feetility Rate
Index decrenan of cale ol'rrmluctlou :nplIl‘hr ' Average :r;:lt‘;‘;:/’imi\ﬁ;
the Under 3 of the Under 3 growth rate annual b tllrill.d“
Country mortality mortality rate . reductlon  gasphatp-4}
rate Target % rate (thf;u:mnd.ﬂ
1960 1986 19G0-86 §0-80 BO-BS B5-2000 65-80 B0-85 1900 [986  60-0G 1986
“Hongolla Hi.2 93.8 6t.0 3.53 3.63 3.33 5.7 4.9  0.50% 6974
Jordan 78.2 91.9 71.8 4.9 4.07 3,18 5.8 1.5 7.2 1.3 =~0.07% 170/10
Lehanon 90.8 94.7 42.5 1.95 2.02 3.87 6.4 3.3 2.26% 80/4
Thailand 85.1 94.7 6.1 3.85 4.15 3.16 - $.0 2.0 8.4 3.0 2.93% 1290768
Albania 83.6 93.0 69.5 4.90 2.82 3.60 5.7 3¢ 1.99% 8474
china 79.8 95.3 © 76,6 6.13 2.59 3.68 5.8 8.8 5.9 2.2 - a.gsv 19904/942
Sry Lanka ©  8d.7 95.4 59.8 3.54 2.69 3.65 2.9 3.2 851 3.0 201%x /18
Venezuela #8.6  95.6 61.2 3.94 2.47 312 0.5 -5.4 6.3 3.9 -1.95% 558/2%
CGLALE. 76.1 95.9 83.0 7.25 4.10 .18 -1.7 6.8 5.6  0.79% 3541
Guyana 90.6 95.1 58.1 2.71 5.36 2.15 . -0.2 -1.3 6.0 -2.9 -2,76% 26/1
Argentina 92.5 95.1 7.1 2.52 2.33 2.76 0.7 -2.% 2.1 2.3 =0.26% 133729
Malaysia 09.4 96.3 €5.3 4.4 244 3.13 4.4 1.8 .87 35  2.48% 418716
Pannma 89.5 96.6 67.4 4.40 3.58 3.35 2,5 -0.2 5.9 3.2 2.30% 60/2
Korea. Dem.  88.0 95.1 72.2 4.89 4.47 3,05 5.6 3.7 1.33% 615/21
Korea, Rep.  88.0 95.% 72.2 4.89 4.47 2.05 6.6 6.3 5.4 2.5 2.85% 915/13
Druguay 94.4 96.9 44.3 1.43 5.29 2.77 1.4 -6.0 2,9 2.7 0.3 58r2
Hauritiis 83.6 9.0 10.8 4,42 5.23 2.17 2.7 2.3 5T 2.5  21.08% 2671
Romnnda 91.8 97.0 63.7 1.03 2,95 3.56 3.0 2.0 2.4 =0.66% 396/12
Yugostovla 8.7 97.1 73.9 5.43 3.0 2.38 4.1 -0.5 2.7 2.0 t.12% 362711
ussnr 914.1 91.2 6.8 2.20 2.13 3.50 2.5 2.4 ©.22% 52074141
chile 85.8 97.5 92.3 .14 8.25 1.13 -p.2 -3.9 S.1 2.5 2.66% 27247
Trinfdad & T 93.1 87.6 63.4 3.91 2.82 3.60 2.2 -6.0 5.0 2.7 -2.30% Josl
Jamalcn 91.2 97.6 12.5 5.40 2.92 3.57 -0.7 -3.1 5.5 3.0 2.25% 63/2
Kuwalt 87.2 °1.% 81.) /.20 6.5] Z.35% -0.3 -d.8 T4 3.9 J.AN% RNs2
Costa Rica 7.9 07.7 8.3 1.06 2,24 3.79 1.4 -2.7 7.0 3.3 2.70% 072
Fartugal 8.8 91.9 81.1 §.37 8.0l 2.52 3.3 -0.5 31 2.1 1.d1x 17244
Dulgacla 93.8 90.0 £1.9 £.44 3.41 .40 2.2 2.2 =U0.02x 1384}
lungary . 94.3 98.0 65.1 3.85 4.18 3.13 5.8 1.7 1.8 1.8  0.06% 132/3
Poland 83.0 98.0 T1.6 5.21 2.G4 3.68 2.7 2.2 0.70% Eir/1
Cuba 91.3 98.1 18.2 €.24 4.56 3.n2 €7 2.0 -3.27% 10173
Greeee 91,6 90,3 73.8 4.99 4.78 2.9 3.6 -0.3 2.2 2.1 O.1% 14572
Czechoslovekia 96.8 90.3 46.1 2.32 3.20 3.48 2.4 2. 9.51% 23254 -
Israel 96.0 98.4 60.0 3.94 2.3 3.76 2.5 -0.7 3.8 2.9 1.00% 94/2
New Zealand 97.3 98.7 52.2 2.58 2.64 3.B6 1.4 1.8 3.8 1.9 ~2.70% £0/1
usa 97.0 98.7 57.90 3.41 z.82 3.60 1.7 1.4 39 1.9 2.14% LELLER )]
Austria 5.7 90.7 .7 4.82 4.07T J.18 25 1.7 2.8 1.6 2.06% 931/1
Belpium 96.5 98.1 64.0 4.15 2.82 3.60 2.8 0.8 2.7 1.8 1.90% 122/2
Garman Dem. 95.6 94.7 .4 5.24 2.8z 3.G0 2.5 1.9 0.97% 210973
[taly 93.0 o0, 7 74.8 $.25 5.22 2.71%9 2.8 0.4 2.8 1.8 -1.76% 6§58/8
Slagapoce 95.0 98.8 16.9 6.7 3.04 3.5 7.8 0.4 4.9 1.7 1.05% 1371
Geemany, Fed. 96,2 96.8 6%.5 4.23 5.39 2.87 2.1 1.2 2.3 1.4 2.19% 636/7
freland 86,4 928.39 67.8 4.28 4,35 .08 2.2 -0.2 4.0 3.0 l.UGt’ 1971
Spain 94.4 98.9 19.8 6.37 4.36 23.00 2.6 0.9 2.9 z.1 .1.19% 580/1
Unlted Klngdoa 97.3 98.9 58.1 3.2 3,01 23.53 1.6 2.1 2.8 1.8 1.69% M1/8
Anstralia 97.5 9%0.9 5T.4 2.06 471 2.97 2.0 0.9 3.3 1.9 2.00% 21373
flong Kong 93.5 98.9 B3.7 7.39 411 2,97 6.1 4.4 $.3 1.9 2.90% 91/1
France 95 & 99.9 2.7 4.69 21.29 3.45 2.8 0.3 2.9 1.9 1.63% 76578
canada 96.7 9%.0 70.9 4.55 5.11 2.8) 2.4 0.8 3.6 1.7 2.07% LLATA]
benmark 97.5 99.1 62.8 4.02 1.89 3.91 1.4 2.0 2.8 1.5 2.15% 56/1
Japan 96.0 99.1 15.8 §.70 2.09 3.B4 4.7 3.5 2.0 1.8 o.42x 152014
Nether lands 97.8 99.1 57.7 2.41 1.89 3.91 2.0 0.3 3.4 1.5 2.99% 173/2
Switzerland 97.3 99.1 68.1 4.37 391 L.23 1.4 1.2 2.5 1.5 2.04% tori
Norwny 9t.7 99.2 63.9 1.62 1.a9 3.M1 3.3 3.2 2.9 1.5 2.2% 1970
Finland 97.2 99.2 73.9 $.52 2,33 1.7% 1.3 2.1 2.6 1.8 1.11% 61/0
Sweden 93.0 99.2 © 8.5 2.91 2.33 3.76 1.8 1.5 2.3 1.8 1.64% 8171



