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

a contribution towards that day.
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Foreword

he Progress of Nations charts the advances made since the 1990 World
Summit for Children, at which governments pledged to take specific
steps to improve the lives of their children.

Each year, the report challenges—even provokes—countries to fulfil those
promises, and the 1997 edition is no exception. It assesses such fundamental areas
as the quality of basic education, people’s access to hygienic sanitation and the
effect of AIDS on child death rates. It also highlights issues that have been less vis-
ible on the development agenda, such as violence against women and girls, how jus-
tice systems handle young offenders and the protection of breastfeeding from
unethical practices to market infant formula.

In detailing a broad range of both achievements made and challenges remain-
ing, the report calls on every country not just to fulfil the pledges explicit in the
goals established at the Summit, but to maintain children at the very top of their
national agenda.

I am proud to commend The Progress of Nations 1997 to you.

Kofi A. Annan

Secretary-General
United Nations




Introduction

Charting progress tor children

he Progress of Nations, an annual scorecard of the social health of
nations, records achievements in the form of statistics that measure
fulfilment of minimum human needs. The knowledge it unearths is
fundamental to solving problems, because information is the first
ingredient needed by those with the will and the means to make change.

The Progress of Nations 1997 tells both good news and bad, and some news
that is both. For example, mortality rates among children under 5 have declined
impressively over the past 15 years—but HIV/AIDS is undermining that success
in about 30 countries. A code is in place to protect breastfeeding from unethical
infant formula marketing practices—Dbut enforcement of the code is spotty. Safe
water supplies have expanded dramatically in recent years—but access to sanita-
tion is falling.

This year’s edition takes a broad view, assessing not only basic social conditions
but also progress and disparity in areas that are more difficult to measure. Many of
these have a profound impact on children’s lives. No statistic can capture the impact
of violence that is directed against girls and women simply because they are female,
yet that violence thwarts their development as well as that of their nations.

And as for children who come into conflict with the law, few nations keep track
of how many young people are in custody, for how long and why. Though some coun-
tries in both the developing and the industrialized worlds are reform-
ing their juvenile justice systems, too many young people still suffer
harsh treatment and enjoy fewer legal protections than do adults.

Recognition of the importance of such topics has grown as the con-
cept of child rights has taken hold in the world community. With all
but three nations having ratified the Convention on the Rights of the
Child, the idea is gaining ground that bettering children’s lives is not a

matter of government largesse but a fundamental legal requirement.

UNICEF/Pirozzi




Legislation upholding the rights pledged in the

Convention is being enacted at all levels of govern-

ment, and children throughout the world are learn-
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ing to claim their rights. For some young people,
implementation of the Convention will guarantee a birth certificate or a seat in the
classroom. For others, including those in industrialized countries where ‘over’
development brings its own problems, the Convention will back efforts to improve
the physical and social environment.

This year’s Progress of Nations, the fifth, presents another indicator of devel-
opment: improved statistics. When we conceived the publication, we hoped that
the report in itself would inspire governments to sharpen their statistical self-
knowledge. That has proved correct. The Progress of Nations 1997 is filled with
evidence of improvements in both the quality and the quantity of the data, reveal-
ing both the advances and the declines in children’s well-being.

It is clear that, buoyed by knowledge, committed governments have a far better
opportunity to achieve the goals agreed to at the 1990 World Summit for Children.
Fulfilment of these goals will ensure that all children, especially the least advan-
taged, have a real chance to survive, grow up healthy and well-nourished, go to

school and achieve their full potential.

Carol Bellamy
Executive Director

UNICEF
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The sanitation gap:

Development’s deadly menace
Akhtar Hameed Khan

Adequate sanitation is the foundation of devel-

opment—but a decent toilet or latrine is an

unknown luxury to half the people on earth. The

percentage of those with access to hygienic san-
itation facilities has declined slightly over the
1990s, as construction has fallen behind popu-
lation growth. The main result can be summed up
in one deadly word: diarrhoea. It kills 2.2 million
children a year and consumes precious funds in

health care costs, preventing families and nations
from climbing the ladder of development.

n the brink of the
21st century, half
the world’s people
are enduring a
medieval level of
sanitation. Almost 3 billion indi-
viduals do not have access to a
decent toilet, and many of them
are forced to defecate on the bare
ground or queue up to pay for the
use of afilthy latrine. This uncon-
scionable degradation continues
despite a fundamental truth:
Access to safe water and adequate
sanitation is the foundation of

development. For when you have
amedieval level of sanitation, you
have a medieval level of disease,
and no country can advance with-
out a healthy population.

In many developing countries,
the plagues of old are revisiting,
taking their strength from teem-
ing urban squatter settlements
and shanty towns, from streets and
waterways awash in excrement and
garbage. The recent cholera epi-
demic in Peru and outbreaks of
bubonic and pneumonic plague
in India are but three examples.

Akhtar Hameed Khan has been involved in development work for more than 40 years.
Since 1980, he has been Director of the Orangi Pilot Project in Karachi (Pakistan), which
has brought modern sanitation to a squatier community of 1 million people. Previously he
organized farmers’ cooperatives and rural training centres and served as an adviser fo

various development projects in Pakistan. He has been a research fellow and visiting pro-
fessor at Michigan State University (US), Director of the Pakistan Academy of Rural Devel

opment and Principal of Victoria College (Bangladesh).

Plagues make headlines, but in
human terms, the price of ne-
glecting sanitation is both more
prosaic and more profound. It
can be summed up in one word:
diarrhoea. It thrives in the
absence of hygienic conditions
and is tied with pneumonia as the
biggest child-killer on earth, tak-
ing the lives of 2.2 million chil-
dren each year. Diarrhoeal epi-
sodes leave millions more child-
ren underweight, mentally and
physically stunted, easy prey for
deadly diseases and so drained of
energy that they are ill equipped
for the primary task of child-
hood: learning.

How can any nation hope to
advance if its people—its main
resource—are so diminished
from the beginning of their lives?
How can leaders ignore the fact
that their citizens are diminished
not by animplacable enemy or an
incurable disease but by some-
thing as mundane and easily pre-
ventable as diarrhoea? And how
can a civilized world tolerate the
status quo when it could be fixed
with an investment equal to 1
per cent of yearly world military
expenditures?

To deny people basic sanitation
is not just inhumane—it also
kicks the first step out from a
country’sladder of development.
History has taught that a safe
means to dispose of bodily wastes

is not a luxury that can wait for
better economic times but a key
element in creating them.

In the late 19th century, life
expectancy in the industrial city
of Liverpool (UK) was about 35,
lower than in any developing
country today. A key reason for
the abbreviation of those lives was
the lack of safe water and sanita-
tion, and providing these services
was a decisive turning point in
reducing infant death rates. Epi-
demiologists studying historical
records realize that there has been
a tendency to underestimate the
impact of water and sanitation on
people’s health.

Considering the state of the
infrastructure in the developing
world, it is no surprise that diar-
rhoea still holds sway in the 1990s.
As population has increased, so
too has the number of people lack-
ing access to sanitation. Just since
1990, an additional 300 million
individuals are making do without
decent sanitation, an ominous indi-
cation that the world community is
failing in its efforts to provide ser-
vices where they are most needed.

Many large cities are still with-
out central sewage systems for
their millions of residents. In
New Delhi, for example, less than
40 per cent of households are
connected to sewers. In Ibadan
(Nigeria), a city of more than 1
million people, less than 1 per
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cent of households have sewer
connections.

Though latrines are available to
some city dwellers in developing
countries, more than a third lack
adequate sanitation. In such con-
ditions, many of these residents,
particularly the very poor, are
forced to defecate in open spaces
or to dispose of their waste in
nearby gullies and streams. Have
we become so inured to the dis-
parity between rich and poor that
we fail to notice the dreadful irony
of people defecating in vacant lots
in the shadows of high-tech office
buildings?

Such de facto latrines become
breeding grounds for bacteria,
ripe to contaminate the children
who play in these open spaces and
the families who wash and fetch
drinking water from streams near
them. These sites also encourage
the growth of virulent strains of
typhoid, typhus and dysentery
and infestation by disease-ridden
carriers such as insects and ver-
min. The water that collects in
urban detritus, such as discarded

Since 1990, an
additional 300
million people are
making do without
decent sanitation.

vehicle tyres, nurtures mosqui-
toes, which spread deadly ma-
laria, yellow fever and dengue
fever—the latter arelatively mod-
ern disease. Rats, coexisting with
people in this fragile environ-
ment, thrive on the mountains of
waste that accumulate around
squatter settlements and are the
principal carriers of bubonic and
pneumonic plague.

Declining access

Even where sanitation facilities
are available, they are often woe-
fully inadequate. In Kampala in

Disease carriers such as insects and vermin thrive on the mountains of waste surrounding squatter settlements. Nearby
residents seek salvageable items in a garbage mound outside Guadalajara ( Mexico).

the 1980s, for example, as many as
40 people were using each city
latrine. Given the volume of use,
inevitably such public latrines
are filthy, attracting swarms of
disease-bearing insects and fre-
quently overflowing, particularly
during storms.

I'try to take comfort from what
good news there is, and the suc-
cess in expanding access to safe
water stands in stark contrast to
the shameful failure in sanita-
tion. By 1994, three quarters of
the world’s people had access to
safe water, up from 61 per cent just
four years earlier. This is crucial,
as safe water is a key part of the
sanitation equation. But during
the same period, the proportion of
people who had a sanitary means
of excreta disposal declined from
36 to 34 per cent.

This decline should set off an
alarm. It tells me that the world
community is far off track and,
just three years before the millen-
nium, has no hope of achievingits
goal of providing adequate sani-
tation to everyone on earth by the

year 2000. Access rates are low
partly because some countries
have tightened their definitions of
what constitutes adequate sanita-
tion. While it is good news that
standards are being raised, the
fact that the minimum standard is
now a notch higher does not
excuse governments for their fail-
ure to provide such a fundamental
human necessity to all their peo-
pleatthe end of the 20th century.

Hopes for increasing access to
sanitation began to erode in the
1980s, years that many have called
the ‘lost decade’ of development,
when many poor countries found
their budgets stretched thin from
making payments on enormous
international loans.

In Africa, for example, 22 per
cent of thetotal value of exportsin
1990 went to debt repayment. In
addition, many economies under-
went the shock therapy of struc-
tural adjustment programmes
called for by the Bretton Woods
institutions and donor nations.
Public expenditures, and often
basic services, were cut.

The numbers show what hap-
pened. In Nairobi, capital expen-
ditures for water and sewerage
fell by a factor of 10, from $27.78
per capita in 1981 to $2.47 in
1987, and per capita mainte-
nance expenditures declined by
two thirds. In Zimbabwe, close to
one quarter of village water
pumps fell into disrepair when
the Government slashed main-
tenance funds from $12 per
water site in 1988 to $5.30 in
1990. The incidence of cholera
and dysentery surged in Kin-
shasa for several months in 1995
when funds for water chlorina-
tion ran out.

Growing cities

In terms of simple numbers, the
need for sanitation is greatest in
rural areas. United Nations statis-
tics show that only 18 per cent of
rural residents in developing coun-
tries have access, compared with
63 per cent in urban communi-
ties. However, the urban figuresin
some cases do not include squatter
communities, home to 30 to 60

UNICEF/96-0437/Hernandez-Claire
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per cent of a city’s population in
many developing countries.

Whatever the numbers, though,
lack of sanitation is far more wor-
risome in urban areas than in rural
regions, mainly because of popu-
lation density. Simply put, the
more people in a given space, the
greater the potential for contact
with human waste.

And the world is on a relentless
path towards increasing urban-
ization. Almost half the people on
earth will live in urban areas by
the year 2000, growing to 61 per
cent by 2025. The population of
my country, Pakistan, is about 70
per cent rural now, but within 30
years that will shrink to less than
45 per cent.

Public authorities are not help-
ing to find homes for urban mi-
grants, so they take matters into
their own hands: After the rich
build their homes and offices and
shops, the enterprising poor impro-
vise their own communities on
what is left over—the most unde-
sirable and marginalland, adjacent
to garbage dumps, on hillsides, in
gullies and ravines, on soil that is
either too rocky or too sandy or lies
in aflood plain.

These crowded ‘informal’ set-
tlements remain largely unserved
by public utilities, mostly because
of governments’ unwillingness to
acknowledge that they even exist.
It is no surprise, then, that these
communities are places of poor
hygiene and rampant disease. In
some cases, the urban poor suffer
infant death rates 1.5 to 3 times
higher than people who are better
off, partly due to lack of safe
water and sanitation.

The price of poverty

The poor also pay a high ‘tax’ for
their poverty, and entrepreneurs
always seem to find a creative way
to extort it—such as by charging
exorbitant prices for use of pub-
lic latrines.

In Kumasi (Ghana), for exam-
ple, where the poorest pay for
each visit to the neighbourhood

latrine, they spend more on sani-
tation services each year than do
residents with toilet facilities in
their homes. Residents of some
impoverished communities spend
20 per cent or more of their in-
come for small quantities of water
of questionable purity, while their
neighbours in wealthier, estab-
lished neighbourhoods receive
government-subsidized piped
water.

And then there is the health
‘tax’. In a study in Karachi, we
found that people living in areas
without sanitation or hygiene edu-
cation spend 6 times more on
medical bills than do people in
areas with sanitation and hygiene
knowledge.

These are staggering, and un-
necessary, expenses. Think what
it would mean for a family if that
money were available to spend
on other essentials: healthier
food and more of it, school
books and pencils, investment in
business.

But such outlays do reveal a

critical fact: Poor people are pre-
pared to pay for access to safe
water and hygienic sanitation. In
one Brazilian city, residents were
asked how much they were will-
ing to pay for installation and
maintenance of water and sewage
services. The figures they cited
were 4 times above the actual cost
for water and more than 2 times
for sewage.

Providing sanitation systems
isa daunting and expensive task,
but it is not impossible. It re-
quires political will and a clear-
headed understanding of the
implications of failing to act. So
farin this decade, governments in
Africa, Asia and Latin America
have invested roughly $2.1 bil-
lion a year in water and sanitation
services for rural and under-
served urban areas—and still
they fell behind. The cost of
achieving universal coverage
would be an additional $4.7 bil-
lion a year (in 1994 dollars) for a
decade, or a total of $6.8 billion
per year.

Children’s health suffers in the absence of hygienic sanitation. The problem
is exaggerated in refugee camps, such as this one near Goma ( Democratic
Republic of Congo), during the Rwanda emergency.

UNICEF/94-0576/Murray-Lee

The figure also includes $300
million a year for hygiene educa-
tion programmes, which are just
asimportant as latrines, given that
they teach people the importance
of such basic activities as washing
their hands after defecating.
Operating and maintaining sani-
tation systems would add another
5-20 per cent to the bill.

[ nformal
settlements remain
largely unserved
by public utilities,
mainly because

of governments’
unwillingness

to acknowledge
their existence.

A bill of $68 billion over 10
years may sound high. But it is
only about 1 per cent of what the
world will spend on military ex-
penditures in this decade. Given
the cost to human health of fail-
ing to provide sanitation, it is hard
to understand how a humane soci-
ety can say no. Given the payback
in terms of development, I can-
not think of a more lucrative
investment.

The cost would be less if gov-
ernments mounted an attack on
waste within existing water and
sanitation systems. High costs,
low efficiency and unreliability—
these are the characteristics of
many public utilities in develop-
ing countries. Maintenance does
not make for good photo oppor-
tunities.

Water systems are notoriously
leaky in developing countries,
where 30 to 60 per cent of the
water treated and pumped never
makes it to the consumer at the
end of the pipe because of leaks
and illegal tapping. Such losses
cost Latin Americans between $1

billion and $1.5 billion each
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year—the amount needed annu-
ally to provide water and sanita-
tion services to all the region’s
currently unserved citizens by the
year 2000.

M ost government

sanitation funds
subsidize services
to the middle class
and the rich.

Using the right technology for
the job is another affordable way
to provide modern sanitation—
and I am not suggesting second-
rate systems for the poor. De-
signers and engineers, wedded to
traditional construction methods
and often caught in a tangle of
questionable bidding practices,
insist on using large-width piping
and installing it deep in the
ground. These are costly proce-
dures appropriate for intensively
developed areas with heavy vehic-
ular traffic. But in communities
where structures are small and
most traffic is on foot, narrow
pipes laid just under the surface
of lots, fields and footpaths usu-
ally suffice, at a small fraction of
the price.

With a very small customer
base, most sanitation utilities
remain largely unaccountable to
the community at large, and often
they make little effort to go after
customers who fail to pay their
bills. Most government sanitation
funds end up subsidizing services
to the middle class and the rich in
established neighbourhoods, ig-
noring those who can least afford
it. This is unjust and, given the
price it extracts from the coun-
try’s development, foolish.

But I do not expect any sudden
shifts in public policy. One thing I
have learned during many years of
working both inside and outside
government is that the authorities
donotactuntil forced by the people.

Marginalized communities are
invisible to bureaucrats, who often
do not view the poor as part of
their constituency. Unrepresented
communities must organize
themselves to demand the atten-
tion they deserve. And they will
organize, once they understand
what is needed and how to go
about it. But they will need help.

When the people lead

Experience shows how much
change can be generated by a
little help. In the Dharavi slum
of Bombay, pavement dwellers
were forced to use wretched pub-
lic toilets, each of which served as
many as 800 people. Working
with local and international
NGOs, female construction work-

ers living in the slum were taught
how to build latrines. The project
had a dual benefit: They learned
skills that more than doubled
their income, and they got mod-
ern latrines. Construction costs
were only 40 per cent of those
charged by private contractors.
The pavement dwellers each pay
2 to 5 rupees (less than 15 cents)
per month for cleaning and main-
taining the new facilities. The
Bombay Municipal Corporation
recently pledged to support con-
struction of 2,000 latrine blocks,
each with five latrines.

The residents of Lemba, a poor
neighbourhood of Kinshasa,
endured huge mounds of rotting
garbage that blocked sewage

canals and drew armies of rats—

until they had the idea to hold a
cleanliness contest. Now they cart
the waste to a central dump where
it is separated. Glass, plastic and
paper are sold; organic waste is
composted, to be sold later as
fertilizer. Revenue from the oper-
ation supports community im-
provement efforts.

The city I know best is Karachi.
Like many cities in developing
countries, about 40 per cent of
Karachi’s population lives in squat-
ter communities, called katchi
abadis. These are not decaying
slums in the urban centre but
dynamic new neighbourhoods
developed on the edge of the city
over the past 25 years by enter-
prising migrants from rural areas.
For rich people living in estab-

A water tap, a sanitary latrine and children who understand the importance of hygiene: This home in Viet Nam has all

the basics of sanitation.

UNICEF/93-1298/Fregier
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lished neighbourhoods, Karachi
has modern sanitation, with flush
latrines in the homes and under-
ground sewers. But most of the
poor living in the katchi abadis
had only bucket latrines and open
sewers.

Virtually every
home in Orangt

has a totlet
connected to an
underground sewage
line, all paid for

by the residents.

In the 1970s, the municipal gov-
ernment made a major shift in
policy: The authorities accepted
the fact that the katchi abadis
were here to stay. This was a key
step, because it enabled people to
buy title to their homesites, giving
them a sense of permanency and
the incentive to invest in improve-
ments. The city dug water lines to
the katchi abadis, but they still
lacked sewage service. The streets
were filled with excrement and
other waste. People, especially
children, paid with their health.
This in turn meant that families
were spending an enormous per-
centage of their income on med-
ical bills.

In 1980, we formed an organi-
zation called Orangi Pilot Project
to work with one of these com-
munities. Orangi is home to about
1 million working-class people—
skilled labourers, clerks, shop-
keepers—with family incomes
averaging about 1,000 rupees
($30) per month. The residents
had formed numerous commu-
nity associations that relentlessly
pressed their demands with the
authorities, but they were getting
nowhere. Sanitation was their
most urgent need, above health
care, schools and jobs. They
wanted the government to install

a modern sewage system. This
seemed unlikely to happen. Orangi
Pilot Project set about helping
them to develop it on their own.

Seventeen years later, virtually
every home in Orangi has a pour-
flush toilet connected to an under-
ground sewage line, all paid for by
the residents. Orangi Pilot Pro-
ject provided technical advice and
plans for a simplified design,
which reduced the cost by almost
a factor of 10, but the organiza-
tion did not contribute one rupee
for construction. Each family
invested about a month’s income
to buy materials and hire labour.
We avoided government contrac-
tors, who often pad costs and
include kickbacks for officials.

The city has plans to build a
treatment plant, but for now, as
in the rest of Karachi, Orangi’s
sewage lines empty into creeks.

From aninitial desire for better
sanitation, these stalwart people
have gone on to develop a whole
series of services to improve their
lives and futures. They have orga-
nized mothers’ classes on disease
prevention and hygiene—for
which the women pay—as well as
group discussions about family
planning. Now, more than half of
Orangi women plan the births of
their children, compared to 7 per
cent in other communities.

The children fill the rooms of
over 500 private schools. Parents
are willing to pay the extra fees for
the private schools because they
are better than the government
schools. There is also a revolving
loan fund for small businesses,
which are thriving in every lane of
Orangi. It is a community trans-
formed. The people have been
strengthened by their role in solv-
ing their most fundamental prob-
lem, and their pride is visible.

The Orangi experience rein-
forces an essential lesson: Ade-
quate sanitation is fundamental to
improving living standards. In its
absence, diarrhoea and other ill-
nesses prevail, leading to high
death rates and forcing families to

When local residents participate in the solutions to their water and sanitation
problems, bureaucratic roadblocks can be overcome and living standards
improved. Young women fetch water from a handpump in their village near

Peshawar (Pakistan ).

spend their scarce savings on med-
ical care. No matter how hard they
work, the poor are then left with lit-
tle hope of accumulating the
means to start up the ladder of
development. But when this fun-
damental problem is solved, espe-
cially when the people play a
leading role in solving it, they are
strengthened, and the stage is set
for advance.

The experience teaches another
lesson as well. Through their mas-
sive collective effort, the people
of Orangi pushed aside the

roadblocks the bureaucrats had
erected in their path. However,
the roadblocks should not be
there in the first place. It is inhu-
mane to expect the many to
endure medieval sanitation while
the few enjoy modern facilities.
As government policy—or lack of
policy—it is economically suici-
dal. With enough pressure from
their citizens as well as the in-
ternational community, govern-
ments will learn that they cannot
remain indifferent to the most
fundamental of human needs. ll
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SANITATTION

anitation is fundamental to development. Public health

officials have long known that epidemics of communi-
cable diseases cannot be stopped without safe water and

sanitation and widespread public health measures. But the

percentage of people with access to sanitation has actually
fallen in the developing world since 1990, as funding has

declined and population has increased.

\

h

Sanitation access: Data dilemmas

What type of facility is sanitary? What is
‘convenient access’? Each country hasits own
definition, or more than one—often different
for urban and rural areas.

The sanitation league table does not pro-
vide exact rates of access to sanitation, nor
does it rank countries on this basis. Rather,
the table groups countries in broad categories
by percentage of people with access to sani-
tation according to the national definition.
These definitions vary both in type of toilet
facility and in its distance from the home.
Because of these differences in definitions
and also in data reporting methods and the
quality of data, direct comparisons of coun-
tries’ achievements are difficult.

Definitions may reflect countries’ level of
economic development, urbanization and
resources available for sanitation. Rapid urban-
ization increases population densities and puts
greater demands on sanitation facilities.

Some countries count ordinary pit latrines
as adequate sanitation, while others count
only ventilated improved pit (VIP) latrines
and/or flush toilets connected to a septic
tank or a sewerage system. In Uganda, for
example, pit latrines are counted as sanitary,
and the latest Demographic and Health Sur-
vey (DHS) shows 80% of households with
access. Butif pit latrines are not counted, the
level of access shrinks to amere 3%. Because
of this discrepancy, the table uses data from
Uganda’s sanitation surveillance system,
which reported access of 57%.

Differences behind the data must be
explained to understand why, for example,
Tanzania, one of the least developed countries,
has a rate of access to adequate sanitation
above 75%, while Brazil, far wealthier and
more developed, has an access rate below 50%.

Pit latrines may be adequate for rural com-

munities but may not be appropriate for
urban areas. Therefore, more urbanized
countries, such as Argentina and Brazil,
record only flush toilets as adequate and
report lower rates of access than poorer coun-
tries, such as Kenya and Tanzania.

Discrepancies can also arise depending
on whether data are gathered by routine gov-
ernment reporting or by surveys—both of
which were used in preparing the table. The
rate of access to adequate sanitation is usu-
ally determined by dividing the number of
sanitation facilities in a community by the
number of inhabitants. Routine reporting
may, however, rely on outdated census data or
fail to take into account squatter communi-
ties or public sanitation facilities that fall
into disrepair. It may also not include pri-
vately built latrines.

Household surveys, on the other hand,
can provide data on actual availability of san-
itation facilities—rather than simply on what
facilities have been provided—and have the
advantage of providing direct, timely infor-
mation from the field. Surveys can therefore
point to problems in data obtained from rou-
tine reporting. They are, however, much more
expensive than routine government report-
ing, may use different definitions and are
subject to sampling errors and distortions.

The WHO/UNICEF Joint Monitoring
Programme was established in 1990 to help
countries strengthen water and sanitation
data collection and evaluation. Generally,
countries’ definitions have since become
more restrictive and realistic, resulting in
reports of lower rates of access. Justas many
countries need to step up efforts to improve
access to sanitation, greater standardization
of definitions is needed to allow for more
accurate global comparisons of progress.

SUB-SAHARAN AFRICA

LEVEL OF ACCESS
Kenya 1
Mauritius
Tanzania
Botswana
Burundi
Cameroon
Central African Rep.
Congo
Ghana
Guinea
Mozambique
Nigeria
Rwanda
South Africa
Uganda
Zambia
Zimbabwe
Burkina Faso
Cote d'lvoire
Gambia
Guinea-Bissau
Lesotho
Madagascar
Mali
Mauritania
Namibia
Senegal
Togo
Angola
Benin
Chad
Congo, Dem. Rep.
Ethiopia
Liberia
Malawi
Niger
Sierra Leone
Somalia
Eritrea No data
Gabon No data
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EAST/SOUTH ASIA

MIDDLE EAST AND CENTRAL ASIA AMERICAS
NORTH AFRICA AND PACIFIC

LEVEL OF ACCESS LEVEL OF ACCESS LEVEL OF ACCESS LEVEL OF ACCESS
Algeria 1 Kazakstan 1 Australia 1 Costa Rica 1
Iran 1 Kyrgyzstan 1 Korea, Rep. 1 Dominican Rep. 1
Jordan 1 Turkmenistan 1 Malaysia 1 El Salvador 1
Libya 1 Afghanistan 4 Philippines 1 Guatemala 1
Oman 1 Armenia No data  Singapore 1 Honduras 1
Saudi Arabia 1 Azerbaijan No data  Thailand 1 Jamaica 1
Tunisia 1 Georgia No data  Bhutan 2 Panama 1
U. Arab Emirates 1 Tajikistan No data  Indonesia 2 Trinidad/Tobago 1
Iraq 2 Uzbekistan No data  Mongolia 2 Argentina 2
Lebanon 2 Sri Lanka 2 Bolivia 2
Morocco 2 Bangladesh 3 Colombia 2
Syria 2 India 3 Cuba 2
Turkey 2 Lao Rep. 3 Ecuador 2
Egypt 3 Myanmar 3 Mexico 2
Sudan 4 WHAT THE Pakistan 3 Uruguay 2
Yemen 4 (TABLE RANKS Cambodia 4 Venezuela 2
Israel No data Perc?]i?}g:cisiorzucl,qhon China 4 Brazil 3
Kuwait No data e p— Nepal 4 Nicaragua 3
excreta disposal Papua New Guinea 4 Paraguay 3
Viet Nam 4 Peru 3
Japan No data  Haiti 4
To denypeople Korea, Dem. No data  Canada No data
basic sanitation New Zealand No data  Chile No data
United States No data

1S not just
inhumane—it
also kicks the
first step out
from a country’s

ladder of

development.

Sources: WHO, Water Supply and Sanitation
Collaborative Council and UNICEF, Water Supply
and Sanitation Sector Monitoring Report: 1996;
other government reports; MICS and DHS

WHAT THE
RANKINGS MEAN

1 75-100% ACCESS
2 50-74% ACCESS
3 25-49% ACCESS
4  0-249 ACCESS

The definition of access varies by
country and refers to a means of
sanitation either in the dwelling
or at a convenient distance.

(See ‘Sanitation access: Data
dilemmas’.)

Note: Comparable sanitation
data do not exist for Europe.

Basic hygiene: Learning early to wash hands in Bolivia.

—T
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WATER

PROGRESS

AND

SANITATTION
AND DISPARITY

A strong commitment to sanitation is essential to reducing the incidence of
diarrhoea, a leading killer of children under 5.

Water/sanitation gap widening

An estimated 2.9 billion people lack
access to adequate sanitation, up from
2.6 billion in 1990. But access to safe
water is improving. Today, almost 800
million more people can count on safe
water supplies than could in 1990. The
number with access increased from
2.5 billion to 3.3 billion.

Most governments and communi-
ties have placed a higher priority on
safe water, but that in itself is not a
panacea for all ills. Without a stronger
commitment to sanitation, it will be
difficult to reduce the incidence of
diarrhoea, a leading child killer, and
other diseases that flourish in unsani-
tary conditions. Among steps to com-
bat disease and malnutrition, the
Convention on the Rights of the Child
calls on countries to ensure provision
of clean drinking water and sanitation
(article 24).

The table shows the percentage of
people with access to safe drinking
water and sanitation in the 15 devel-
oping countries with the largest
under-5 populations, along with the
percentage point gap between the
two. In Bangladesh, China, Egypt
and India, the gap is greater than 40
percentage points, with Egypt having
the widest—>54 percentage points.
Only in Nigeria is the gap reversed,
with 58% of the population having

access to sanitation and 51% with
access to safe drinking water.

A small gap is not necessarily a
sign of success. Ethiopia, for exam-
ple, has a small gap, but also the low-
est combined access rate among these
countries: 25% for safe water and
19% for sanitation.

Water and sanitation:
Coverage disparities
Coverage gaps in developing coun-
tries with the highest under-5 population

% access % access

to safe to  %pt.

water  sanitation gap
Egypt 83 29 54
India 81 29 52
Bangladesh 97 48 49
China 67 24 43
Brazil 72 44 28
Pakistan 74 47 27
Congo, D. Rep. 42 18 24
Viet Nam 43 22 21
Myanmar 60 43 17
Mexico 83 72 11
Iran 90 81 9
Philippines 86 77 9
Indonesia 61 53 8
Ethiopia 25 19 6
Nigeria 51 58 -7

Dafa from 1993 to 1995, except Brazil and Ethiopia
(1991).

Sources: WHQO, Water Supply and Sanitation
Collaborative Council and UNICEF, Water Supply
and Sanitation Sector Monitoring Report: 1996,
other government reports; MICS and DHS.

UNICEF/5021/Horner

78%0 of all guinea worm

cases occurring in Sudan

Conflict in southern Sudan has casta
shadow over remarkable global pro-
gress towards the World Summit for
Children goal of elimination of
guinea worm disease (dracunculia-
sis) by the year 2000. In 1996, Sudan
accounted for 78% of all guinea
worm cases worldwide, up from 32%
just two years before. This reflects
both a decline in incidence in other
countries and better reporting of
cases in Sudan.

Guinea worm disease is caused by
drinking water contaminated with a
parasite that grows 20 to 30 inches in
a patient’s body, bringing debilitat-
ing pain, ulcers, fever and joint defor-
mities. Only 10 years ago, it afflicted
millions of peoplein Africaand Asia.
But today, only 10 countries report
more than 1,000 guinea worm cases,
and all except Sudan have shown a
decline in cases in the past three
years, nearly conquering the ‘fiery
serpent’, as the parasite is known.
Pakistan, which has had no reported

Niger: A health worker demonstrates
filtering water, part of the fight to
eradicate guinea worm.

$F/93-1965/Pirozzi

cases since 1994, was certified in Jan-
uary as having eliminated the dis-
ease, and Kenya had no reported
cases in 1996. India reported nine
cases but verified that the spread of
the disease was contained, thereby
increasing the possibility of achiev-
ing elimination in 1997.

In Sudan, armed conflict contin-
ues to hamper prevention efforts,
although there is now greater access
for health workers and equipment to
southern Sudan where most guinea
worm cases occur. Population up-
heaval because of the civil war could
retard much of the progress in erad-
ication. Unlike immunization, which
can be accomplished during a few
‘days of tranquillity’ agreed to by
forcesin conflict, eliminating guinea
worm disease takes continuous work
for ayear or more. Community water
supplies must be improved, cloth
water strainers distributed to fami-
lies, and health education and sur-
veillance programmes set up.

War against guinea worm
Occurrence of guinea worm disease

Guinea worm % of total

cases, 1996 cases*

Sudan 114,772 78
Nigeria 10,729 7
Ghana 4,877 3
Burkina Faso 3,199 2
Niger 2,978 2
Cote d'lvoire 2,785 2
Mali 2,249 2
Togo 1,583 1
Uganda 1,455 1
Benin 1,204 1
Mauritania 464 0
Ethiopia 372 0
Chad 17 0
Yemen 62 0
Senegal 20 0
Cameroon 13 0
India 9 0
Kenya 0 0
Pakistan 0 0

*Percentages do not add up fo 100 due fo rounding.

Source: US Centers for Disease Confrol and Prevention,
Guinea Worm Wiap Up, issue number 64,
7 February 1997.
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Grading school sanitation: Few high marks

How sanitary can conditions be when
90 young children in a school are
sharing one toilet? Or when 54% of
the toilets are not functioning?
Primary schools in some of the
poorest countries have inadequate
sanitation facilities, according to a

pilot survey of 14 countries in 1995.
The worst findings were in rural
schools in Bangladesh, Maldives and
Nepal, where more than 90 pupils on
average are sharing one toilet. By
comparison, rural schools in Burkina
Faso, Madagascar and Togo have
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Inadequate sanitation at schools hinders students’ health and hygiene and can
drive down attendance, especially for girls. These children in Benin are
benefiting from a newly installed latrine at their primary school.

Making ORT a household habit

Diarrhoeal dehydration is a leading
child killer in developing countries,
largely because of inadequate sanita-
tion. It claimed the lives of an esti-
mated 2.2 million children under age
51in 1995 alone. As many as 90% of
these deaths could have been prevented
with ORT (oral rehydration therapy).

ORT—defined by WHO in 1993
as an increased volume of fluids,
either oral rehydration salts (ORS) or
other recommended home fluids,
along with continued feeding—
addresses the dehydration promptly,
by replacing body fluids lost by diar-
rhoea at the first sign of the disease.

Childrenin the 15 developing coun-
tries listed come down with diarrhoea
from 2 to 6 times each year. In 10 of

these countries, more than 80% of
children are given ORT; in Bangladesh,

Ethiopia, Indonesia and Pakistan, vir-
tually every child is treated with ORT.

Yet, while significant progress has
been made in recent years, it is diffi-
cult to accurately measure the gains.
A previous definition of ORT simply
called for giving the child ORS or
home fluids, without specifying the
importance of the volume of fluids or
of continued feeding. Since the defi-
nition was modified only in 1993,
most survey data, including those in
this table, are still based on the earlier
definition. About three quarters of
the households in developing coun-
tries now use ORT as defined before
1993, up from 38% in 1994. But only
about one third of homes now use
ORT following the new definition, a
more effective treatment for diar-
rhoeal dehydration.

UNICEF/93-2006/Pirozzi

fewer than 50 students per toilet. In
urban areas, though, these three
countries are among those with the
worst record, with more than 50
pupils per toilet on average. Six coun-
tries have fewer than 50 students per
toilet in city schools.

None of the 14 countries has
increased the number of school toi-
lets by more than 8% since 1990,
suggesting that they are barely man-
aging to keep up with the rise in stu-
dent populations.

The record on toilet conditions is
equally dismal. In Bangladesh, Mal-
dives and Nepal, around half the
school toilets are unusable, meaning
they are either unclean (flush toilets)
or in need of a new hole (latrines).
Cape Verde rates best in cleanliness,
with 91% of toilets being cleaned
daily. In Bangladesh, 40% of schools
reported that toilets are cleaned not
even once a week.

The 14 countries do somewhat bet-
ter in providing safe water in schools.
All of them except Ethiopia and
Togo provide water to at least half the
primary schools. In Cape Verde all

Progress in oral rehydration
ORS/RHF* use in countries with the
most diarrhoeal episodes among
under-5s per year

Estimated annual % of diarrhoeal
diarrhoeal episodes episodes treated

(millions) by ORS/RHF
China 360 85
India 310 67
Nigeria 110 86
Pakistan 90 97
Bangladesh 70 96
Brazil 50 83
Ethiopia 50 95
Congo, Dem. Rep. 50 90
Indonesia 40 99
Mexico 30 81
Philippines 30 63
Sudan** 30 35
Tanzania 30 90
Iran** 20 37
Kenya 20 76

* Oral rehydration salts/recommended home fluids.
** Excludes RHF.

schools have safe water. Bhutan pro-
vides water to 95% of schools and
Maldives to 90% of schools.

Inadequate sanitation and water
in schools jeopardize not only stu-
dents’ health but also their atten-
dance. Girls in particular are likely to
be kept out of school if there are no
sanitation facilities.

Student access to toilets

% toilets

Pupils per toilet non-

rural  urban usable

Nepal 92 9 54
Bangladesh 91 9 48
Maldives 95 - 48
Madagascar 45 55 36
Benin - 67 34
Bhutan 85 15 32
Burkina Faso 36 64 31
Tanzania 68 32 29
Cape Verde - 90 24
Uganda 80 20 24
Togo 46 54 14
Ethiopia 77 23 12
Zambia 85 - 6
Equatorial Guinea - 80 -

Source: A. Schleicher, M. Siniscalco and N.
Postlethwaite, The Conditions of Primary Schools:

A Pilot Studly in the Least Developed Countries;

A Report to UNESCO and UNICEF, September 1995.

In China, 85% of diarrhoeal
episodes are treated with ORT.

Note: Estimated diarrhoeal episodes are best estimates from a variety of sources.
Sources: National household surveys including DHS and MICS reports, 1993-1996.

UNICEF/92-0058/Lemoyne
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Putting babies before business

The Right Reverend Simon Barrington-VVard

For babies everywhere, the benefits of breast-

feeding are undisputed. But for babies in devel-

oping nations, breastfeeding is imperative: Their

very survival depends on the immune-boosting

properties of mother’s milk. For them, infant for-

mula is not just inferior; it can cause disease or

even death. Poor families often over-dilute costly

formula with unclean water and mix it in unclean

bottles, adding to the risk. Yet, despite interna-

tional pleas and a marketing code agreed to 16

years ago, manufacturers still market infant for-

mula and other substitutes unethically around the

world. It is time for them to stop.

ot all miracles

stand up to scien-

tific scrutiny, but

breastmilk is one

that does. It is

without doubt one of the world’s

greatest life-savers. The most

sophisticated science has taken a

long time to recognize and prove

what mothers and midwives

always knew—breastfeeding is

best for babies and there is no
substitute of equal value.

Breastmilk is a ‘live’

incredibly complex substance,

containing all the nutrients vital

for nourishment, as well as growth

factors believed to help in tissue

development and antibodies to

fend off infections. It is always at

and

the right temperature, requires
no mixing, sterilization or equip-
ment, and is safe regardless of the
quality and availability of water.
Its composition changes from
feeding to feeding, and even
within feedings, and the amount is
triggered by the mother’s hor-
monal response to the needs of
the baby. Breastfeeding encour-
ages bonding between mother and
baby and discourages conception.

The World Health Organization
and UNICEF recommend that
babies be fed breastmilk only—
nothing else, not even water—for
about the first six months of life.
Worldwide, reduction of formula
feeding and improved breastfeed-
ing practices could save an esti-

The Right Reverend Simon BarringtonVWard, Bishop of Coventry, was until recently
chair of the International and Development Affairs Commitiee of the Church of England’s
General Synod. He represented the Church on the Interagency Group on Breasffeeding Mon-
itoring. Bishop Simon is a member of the House of Lords and has served as General Secre-

tary of the Church Mission Society. This commentary was written in his personal capacity.

mated 1.5 million children a year.

So why are only an estimated 44
per cent of infants in the devel-
oping world (even less in the
industrialized countries) exclu-
sively breastfed? One factor has to
be the relentless promotion of
breastmilk substitutes. It is no
accident that breastfeeding lev-
els are high in countries like
Burundi and Rwanda, where
there is little marketing.

I'am now firmly persuaded that
the promotion regularly practised
by the infant formula companies
is unethical and that it flouts the
International Code of Marketing
of Breast-milk Substitutes, to
which they signed on. In fact, they
helped draft the Code, which
seeks to protect breastfeeding as
“an unequalled way of providing
ideal food for the healthy growth
and development of infants.”

The World Health Assembly
adopted the Code in 1981 as a
recommendation to its member
States. They in turn are urged to
translate it into national legislation
ensuring that breastmilk substi-
tutes are not marketed or distrib-
uted in such a way as to interfere
with the protection, promotion and
support of breastfeeding.

All along, the industry has in-
sisted that it was ‘self-monitoring’
to ensure that its members fol-
lowed the Code. The Interna-
tional Baby Food Action Network
(IBFAN), a non-governmental
organization, suspected other-
wise, and it doggedly set about to
collect evidence. Enough viola-
tions of the Code accumulated

to justify a consumer boycott of
infant formula manufacturers.

Based on IBFAN’s findings and
showing good-faith efforts to be
fair, the groups that imposed the
boycott have lifted and then rein-
stated it over the years. Currently,
church and consumer groups,
businesses and trade unions in 17
countries are active in the boycott
inresponse to findings by IBFAN.

But rather than redressing the
marketing wrongs, the infant for-
mula manufacturers’ lobby has
wilfully misinterpreted the Code:
Despite the word ‘International’
in its title, the manufacturers
insist that the Code applies only to
developing countries. They have
also hammered away to discredit
IBFAN’s findings, particularly
with governments and United
Nations agencies.

Cracking the Code
In 1994, the Church of England

called for a hiatus in the slanging
match between the manufactur-
ers and IBFAN. The Church sus-
pended its support for the boycott
while it sought unbiased, inde-
pendent research into baby for-
mula marketing practices.

To obtain that information, we
joined in creating the Interagency
Group on Breastfeeding Moni-
toring (IGBM), formed with 27
organizations including Chris-
tian Aid, OXFAM, Save the Chil-
dren and the UK Committee for
UNICEF. Now we have stark new
evidence in the form of areport,
Cracking the Code, which proves
that 32 companies, including

—F
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Gerber, Mead Johnson, Nestlé,
Nutricia and Wyeth, have been
routinely ignoring the Code.

Cracking the Codereports ona
study undertaken between August
and October 1996 in Bangladesh,
Poland, South Africa and Thai-
land. In each country, the study
involved interviews with 800 preg-
nant women and new mothers
and 120 health workers in 40 facil-
ities. The results showed that,
among other violations of the
Code, the formula companies
have been distributing marketing
literature promoting formula over
breastmilk and giving away for-
mula to maternity hospitals and
mothers—from 1 in 12 mothers
surveyed in Poland to 1 in 4 in
Thailand.

Free samples, especially those
handed out by health professionals,
are a particularly insidious form of
promotion. A mother can easily
switch from breast to bottle, but
from bottle to breast is another
story. After being fed with free
samples of formula even for just a
few days, the baby, used to an arti-
ficial teat, is fussy about accepting
the breast. While the baby has been
drinking formula, the mother’s
milk production has declined.

Now the worried mother has a
cranky and hungry baby on her
hands, and she is convinced she
must give up the breast and use
formula for the duration. Rarely
are such problems—and their
solutions—explained to women
when ‘gifts’ of baby formula are
thrustinto their hands. And when
adoctor or nurse is providing the
‘gift’, it carries the health profes-
sion’s implicit stamp of approval.

The industry has complained
that the IGBM study is biased and
unscientific. Thisis rubbish. Inde-
pendent coordinators supervised
the study in each country, and the
many organizations that spon-
sored it would not have gone
through this exercise without firm
assurances that rigorous research
protocols would be observed.

The Church of England sus-

pended its support of the boy-
cott as an act of good faith while
the study was undertaken. The
industry’s criticism of the study
adds up to this: The multination-
als simply are not about to
acknowledge their own unethical
practices in countries that offer
promising market potential.

It is now clear to me that the
only way to end these practices is
by threatening the commercial
interests that drive them.

To concentrate its effectiveness,
the consumer boycott has tar-
geted one company: Nestlé. But
that is not to suggest that the oth-
ers are pure in their motives and
actions—quite the contrary. They
go about the same business,
obscured in the shadows, while the
lightis shined on Nestlé. Andif the
IGBM had the resources to survey
more countries, I have no doubt
that we would find many more
companies violating the Code.

These violations are not inno-
cent; they are wilful. The compa-
nies have a moral obligation to
abide by the Code, but instead
they have treated it like some-
thing they can ignore with
impunity until they are caught.
They bank on the fact that devel-
oping countries do not have the
resources to police the compa-
nies. Cracking the Code was our
response to this implied chal-
lenge, and L hope it puts the man-
ufacturers on notice that those
countries have allies in the effort
to put babies before business.

The body as a machine

The companies’ aggressive efforts
toreplace something safe and nat-
urally perfect with a manufactured
commodity is a continuation of a
long campaign that began during
the Industrial Revolution. It hasits
roots in the mechanistic philoso-
phy that viewed the human body
as a machine that could be ratio-
nally managed.

The first breastmilk substitute
was sold in the mid-1860s, and
Henri Nestlé, a chemist working in

Frankfurt, brought his product to
market soon after. Mixing meal
and cow’s milk in “correct scien-
tific proportion,” he said in 1867,
results in “a food which is all that
could be desired.” But he was
wrong, along with any number of
others who promoted supposedly
‘scientific’ techniques, such as
bloodletting.

[ n the four
countries surveyed,
32 companies have
been routinely
ignoring the Code.

The move towards infant for-
mula became epidemic in the
industrialized countries after the
Second World War and is spread-
ing in rapidly urbanizing parts of
the developing world. Despite
their claims, though, industry has
never developed a product on a
par with breastmilk. In fact, the
best that science has done in this
areaisto prove that women’s bod-
ies know better than any manu-
facturer what to feed their babies,
and when.

Of course, the impact of inap-
propriate infant feeding is immea-
surably greater in developing
countries. Lack of safe water for
mixing the formula and contami-
nation of feeding bottles are the
main reasons why formula-fed
babies die; another is that families
cannot afford adequate supplies of
formula, so they dilute it too much.

Compared to babies who are
exclusively breastfed, those who are
fed formula have 10 times the risk
of incurring bacterial infections
requiring hospitalization, 4 times
the risk of meningitis and 3 to 4
times therisk of developing middle
ear infections and gastroenteritis.

The risk, though, is not just in
the developing world. In terms of
lifelong chronic illness in indus-
trialized countries, formula-fed

babies have increased levels of
asthma, allergies, eczema, dia-
betes and ulcerative colitis—and
5to 8times the risk of childhood
lymphomas. Children who are not
breastfed have lower scores on
mental development tests and
their vision is not as sharp. Itisall
noted in the scientific literature.

No one wants to impose breast-
feeding on mothers. When
women have the resources to
afford adequate supplies of for-
mula, safe water and fuel to ster-
ilize bottles and synthetic nipples,
formula may be an appropriate
alternative for those who do not
wish to breastfeed.

Formula is not the optimal
choice, however, and women should
be told that. Quite frankly, I ques-
tion how much true ‘choice’ is
involved when doctors, mothers
and all the rest of society have
been inundated with messages
that disparage breastfeeding, in
ways both subtle and blatant.

Some few mothers are unable to
lactate, but there would be far
fewer if all mothers were helped
to begin breastfeeding immedi-
ately following delivery, rather
than having a bottle thrust right
into the baby’s mouth.

The industry, along with many
women'’s groups, says infant for-
mula frees women who work out-
side the home from the tether of
breastfeeding. That, they argue, is
why bottle-feeding spreads in tan-
dem with urbanization.

But is bottle-feeding really
more convenient than breast-
feeding? Is it easier to buy, pre-
pare, tote, refrigerate and heat
bottles of formula? The perceived
inconvenience of breastfeeding
should also be weighed against
the later inconvenience of hav-
ing to stay at home from work to
care for formula-fed children,
who, statistics tell us, are more
sickly than breastfed children.

Employers undoubtedly need
to do more to accommodate
breastfeeding mothers, and
they should be encouraged by
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supportive government policies.
Adequate, paid maternity leave,
high-quality infant care at or near
the workplace and facilities to
express and store breastmilk
would go far to encourage work-
ing mothers to begin breastfeed-
ing and continue it after returning
to work. Given its benefits for
babies’ health, it is in employers’
interest to support the practice—
to reduce absenteeism.

People in poor countries are
often persuaded by advertise-
ments that bottle-feeding is the
modern thing to do. Having lived
in Nigeria and travelled through
much of Africa and Asia, I can
report that formula manufactur-
ers regularly use images of white
doctors surrounded by black or
Asian babies to promote their
products as being the modern,
healthy, ‘first world’ way to bring
up a baby. It is a very potent and
persuasive message, trading on
images of modernization.

The true costs of formula

The price of bottle-feeding is an
issue for finance ministers as well
as families. From China to Zam-
bia, when developing countries
import breastmilk substitutes,
they are exporting scarce foreign
exchange that is desperately
needed for other vital priorities.
On top of that, precious health
care funds are spent on illnesses
wrought by artificial feeding.

If the 51 per cent of Indian
mothers who exclusively breast-
feed were to stop, replacing all
their breastmilk with formula
would cost about $2.3 billion. In
Indonesia, a study in the 1980s
calculated that mothers produced
over 1 billion litres of breastmilk
annually; equivalent supplies of
commercial milk would cost $400
million. Savings in health costs
and reduced fertility rates related
to breastfeeding were estimated
to be another $120 million. In
Haiti, where just 3 per cent of
infants are exclusively breastfed,
infant formula costs $10 a week, or

more than twice a typical income.

That is why it is so devastating
when free samples end and the
mother finds that her milk has
diminished. For those who cannot
afford adequate supplies of for-
mula, the temptation to over-
dilute it is enormous.

Compare the cost of formula
with the cost of feeding a mother
so that she can properly breast-
feed. Ideally, she needs an addi-
tional 500 calories a day above her
normal diet, something easily
achieved at far less than the cost of
formula. In India, for example,
five days’ worth of that extrafood
costs less than 15 rupees (45
cents). By comparison, a five-day
supply of formula costs about 130
rupees ($3.70). In the Philip-
pines, Jose Fabella Hospital saved
more than $100,000, an astound-
ing 8 per cent of its annual bud-
get, within one year of becoming
a baby-friendly hospital, promot-
ing and supporting exclusive
breastfeeding of infants.

The Baby-Friendly Hospital
Initiative is one approach to
improving breastfeeding rates. A
hospital is designated ‘baby-
friendly’ when staff have agreed
not to distribute or otherwise pro-
mote artificial baby milk and to
implement specific steps to sup-
port breastfeeding.

This is an excellent initiative,
but it does not protect women
after they go home from the hos-
pital, nor does it protect the many
women in developing countries
who give birth at home. There,
messages promoting formula
reach them via the media, formula
company sales representatives
and the commercial influence of
health care workers through so-
called professional education.

To rein in the multinationals, we
need rigorous laws to enforce the
International Code of Marketing
of Breast-milk Substitutes in all
countries. Such laws are crucial
both to redress practices that have
undermined breastfeeding and to
prevent such practices in countries

Exclusive breastfeeding for the first six months of life promotes healthy growth
and a strong immune system.

where commercial pressures have
yet to gain a foothold. Compliance
with the Code must be enforced by
committed governments.

Such national laws are not easily
enacted. The industry grows more
powerful every day, thanks to eco-
nomic globalization. Yet 16 coun-
tries have managed to achieve full
compliance with the Code, mean-
ing that they have adopted appro-
priate laws. (See league table.) Of
course, whether those laws are
adhered to completely is another
question.

Challenging laws

Not surprisingly, the industry has
challenged some of these new
laws in national courts. Their
arguments can verge on the ludi-
crous: In India, Nestlé argued
that it could not meet the law’s
requirement that a notice about
the superiority of breastmilk
appear in a panel at the centre of
formula tins—Dbecause one can-
not pinpoint the centre on a cylin-
drical tin!

Legal measuresare only a begin-
ning. We also need advocacy pro-
grammes to dispel the myths about
breastfeeding. In the United States,
social attitudes are such that moth-
ers who breastfeed in public places
frequently face harassment, some-
times even by police officers un-

aware that itis legal to breastfeed in
public. More countries should offer
the kind of explicit support pro-
vided by the Canadian province of
Quebec, where women on public
assistance who breastfeed receive
an extra $50 per month.

Finally, the industry should ask
itself why it continues its stub-
born pursuit of this market, given
the cost to its image. The multi-
nationals seem to believe they can
wear down the opposition, but 1
have yet to hear IBFAN—or any-
one else who knows the facts—
cry ‘uncle’ in this battle to save 1.5
million infant lives each year.
Surely profits from synthetic
baby milk cannot be so great that
these multinational companies
are willing to endanger their
income on other products by
doggedly pursuing unethical mar-
keting strategies for formula.

Artificial baby milk should not
be advertised in any way, and that
must be final. Although thereisa
place for synthetic baby formula,
that place is behind the chemist’s
counter. Women should have to
think consciously about their deci-
sion to use formula rather than
breastmilk. They are free to decide
to use formula, but that choice
must be informed by the truth
about what bottle-feeding will cost
them and their babies. H

UNICEF/93-1821/Andrew
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NUTRITION LEAGUE TABLE
PROTECTING BREASTFEEDING FROM UNETHICAL MARKETING

he first step on the road towards

healthy nutrition is protecting,

supporting and promoting breast-
feeding. A key vehicle for that effort is the
International Code of Marketing of
Breast-milk Substitutes. Adopted by the
World Health Assembly in 1981, it calls lh

on all countries to regulate marketing of

o

SUB-SAHARAN AFRICA

breastmilk substitutes to prevent breast- MIDDLE EAST AND

feeding from being undermined. NORTH AFRICA

LEVEL OF COMPLIANCE LEVEL OF COMPLIANCE

How countries enforce the Code Burkina Faso I Iran 1

Cameroon 1 Lebanon 1

The International Code of Marketing of Breast-milk Madagascar 1 Algeria 2

. . . .. Tanzania 1 Israel 2
Substitutes aims to promote infant nutrition by pro- : . :

. . . . . Benin 2 Saudi Arabia 2
tecting breastfeeding from inappropriate marketing of Congo, Dem. Rep. 2 Tomisia 5
infant formula and other breastmilk substitutes. Itis a Ethiopia 2 Turkey 2
minimum standard, enforceable through “national leg- Guinea 2 U. Arab Emirates 2
islation, regulations or other suitable measures.” Only Guinea-B.issau 2 Yemen 2
countries that have adopted legally enforceable mea- M.ozo.mblque 2 Egypt 3

. . . . L Nigeria 2 lraq 3
sures implementing the Code in its entirety are listed in S |
. . . enega 2 Jordan 3
category 1. Just 16 countries fall into this category—a Angola 3 Kowait 3
disappointing showing considering that the Code is a Botswana 3 libya 3
minimum standard. Burundi 3 Morocco 3
Countries in category 2 have enacted only some of C?ngz, : 3 Oman 3
the Code’s provisions. For example, the member States Er(i)ttreeo Ivoire g §Ud.°n g
of the European Union, based on an EU Directive, have Gabon 3 AL
adopted legislation thatis weaker than the Code. It pro- Gambia 3
vided thatlegislation only apply to infant formulas (and Ghana 3
not to the wider category of breastmilk substitutes, bot- Kenya 3 On ly 16
tles and teats) and that advertising be allowed in baby kjSTthé g countries have
alawi
care and scientific publications. - .
b : Mall 3 achieved full
Category 3 includes countries that have developed Mauritania 3 )
voluntary agreements with manufacturers providing no Mauritius 3 comp l ance
means of enforcement. In Australia this approach has Namibia 3 with the Code,
proved reasonably successful. But the widespread vio- Niger 3 .
lations reported in South Africa and Thailand (see EY;?rr;cheone g meaning
i
Commentary) show the shakiness of such arrange- South Africa 3 that they
ments. Also in category 3 are countries that have Togo 3 have adapted
drafted measures or are still examining how best to Uganda 3 .
implement the Code. Many are from Central and East- Zambia 3 appropriate
ern Europe and the Commonwealth of Independent Zimbabwe 3 laws atmed at
States. where the distributi £ breastmilk substi Central African Rep. 4 i )
ates, where the distribution of breastmilk substi- Chad 2 enforcmg it
tutes was formerly centrally controlled. Somalia 4
Liberia No data
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CENTRAL ASIA

LEVEL OF COMPLIANCE

EAST/SOUTH ASIA
AND PACIFIC

LEVEL OF COMPLIANCE

AMERICAS

LEVEL OF COMPLIANCE

EUROPE

LEVEL OF COMPLIANCE

Armenia 3 India 1 Brazil 1 Austria 2
Georgia 3 Nepadl 1 Costa Rica 1 Belgium 2
Kazakstan 4 Philippines 1 Dominican Rep. 1 Denmark 2
Afghanistan No data  Sri Lanka 1 Guatemala 1 Finland 2
Azerbaijan No data  Bangladesh 2 Panama 1 France 2
Kyrgyzstan No data  China 2 Peru 1 Germany 2
Tajikistan No data  Indonesia 2 Canada 2 Greece 2
Turkmenistan No data  Japan 2 Chile 2 Hungary 2
Uzbekistan No data  Lao Rep. 2 Colombia 2 lIreland 2
Mongolia 2 Cuba 2 laly 2
Papua New Guinea 2 Mexico 2 Netherlands 2
Viet Nam 2 Argentina 3 Norway 2
Australia 3 Bolivia 3 Portugal 2
Bhutan 3 Ecuador 3 Spain 2
WHAT THE Cambodia 3 El Salvador 3 United Kingdom 2
TABLE RANKS — -
Level of compliance Koreq, .Rep. 3 Haiti 3 Albania 3
with the Internafional Malaysia 3  Honduras 3 Belarus 3
Code of Marketing Myanmar 3 Jamaica 3 Czech Rep. 3
of Breastmilk New Zealand 3 Nicaragua 3 latvia 3
Subsitutes Pakistan 3  Paraguay 3 lithuania 3
Singapore 3 Trinidad/Tobago 3  Poland 3
Thailand 3 Uruguay 3 Russian Fed. 3
Korea, Dem. No data  Venezuela 3 Slovakia 3
United States 4 Sweden 3
Switzerland 3
-
WHAT THE RANKINGS MEAN TPk Macedonio >
Croatia 4
1  FULL COMPLIANCE: C i islati Estonia 4
: Countries that have enacted legislation or other legally enforceable measures
that implement the International Code of Marketing of Breast-milk Substitutes in its entirety, as Moldova, Rep. of 4
called upon by the World Health Assembly. Romania 4
2 PARTIAL COMPLIANCE: Countries that have enacted legislation or other legally enforceable mea- Bosnldl/ Herzegovina No data
sures encompassing some of the Code’s provisions. These measures therefore do not adhere to the BUlgG”G No data
Code as a “minimum standard” as stressed by the World Health Assembly. Slovenia No data
3 SOME ACTION: Countries that have not enacted legislation or other legally enforceable measures Ukraine No data
implementing the Code but are in the process or have taken other measures. Examples include YUgOS|O|ViG, Fed. Rep. No data

voluntary agreements with industry that regulate all or some of the marketing practices covered

by the Code, drafting of measures to fully or partially implement it, or establishment of a working

group to study how best to implement it.

4 No ACTION: Countries that have taken no steps to implement the Code.

—W

*The Former Yugoslav Republic of Macedonia,
subsequently referred fo as TFYR Macedonia.

Sources: Infernational Code Documentation Centre,
forthcoming Code Handbook, and information from
UNICEF field offices, 1994-1996.




NUTRITTION

PROGRESS

AND DISPARITY

The ‘kangaroo’ technique, used in the absence of incubators, keeps premature babies,
like this one in Colombia, warm and in constant contact with their mothers.

Exclusive breastfeeding:
A chance for survival

Thelives of almost 1.5 million infants
could be saved every year if for the
first six months of life they were
exclusively breastfed. That means
nothing but breastmilk—mno solids,
no other liquids, not even water.
Data from 69 developing countries,
including new estimates from 40
countries since last year’s report,
show that half of them have exclusive
breastfeeding rates below 25%, with
14 countriesat 10% orless. In only 15
countries are 50% or more of the
infants exclusively breastfed.

10% and under
Developing countries with exclusive
breastfeeding rates of 10% or less

The good news is that the number
of countries gathering data has more
than doubled since 1993, when only
32 developing countries had data on
breastfeeding.

For optimal nutrition and protec-
tion against disease, exclusive breast-
feeding is recommended. After the
first six months of life, to ensure their
healthy development and survival,
babies should be given nutritious
food together with breastmilk. They
also need good care and access to
health services.

50% and over
Developing countries with exclusive
breastfeeding rates of 50% or more

% %

Niger 1 Rwanda 90
Nigeria 2 Burundi 89
Angola 3 Ethiopia 74
Cate d'lvoire 3 Tanzania 73
Haiti 3 Uganda 70
Central African Rep. 4 Egypt 68
Thailand 4 Eritrea 65
Cameroon 7 China 64
Paraguay 7 Mauritania 60
Maldives 8 Bangladesh 54
Senegal 9 Turkmenistan 54
Dominican Rep. 10 Bolivia 53
Togo 10 Iran 53
Trinidad/Tobago 10 India 51
Guatemala 50

Data refer fo infants under four months of age.

Sources: DHS, MICS and other nationwide surveys, 1987-1996.

UNICEF/87-0006/Tolmie

One in five babies too small at birth

Onein five babies born in developing
countries weighs less than the stan-
dard for a healthy-sized baby: 2.5 kg
(about 5.5 pounds). The four coun-
tries with the highest rates of under-
weight births—Bangladesh, India,
Pakistan and Sri Lanka—are all
in South Asia. It is also the region
with the highest rates of child mal-
nutrition, underscoring the fact that
low-birthweight babies are more sus-
ceptible to disease and tend to grow
up malnourished.

Low birthweight is a major factor in
the global total of more than 5 million
yearly neonatal deaths. In developing
countries, low birthweight usually
results from maternal malnutrition.

Some developing countries—
including Argentina, Chile, Costa
Rica, Ghana, Jordan, Kuwait,

15% or more

Developing countries with 15% or
more low-birthweight babies, and
their rate of institutional births

Mongolia, Paraguay, Saudi Arabia,
Singapore, Turkmenistan and the
United Arab Emirates—have re-
duced low-weight births to levels
equal to or lower than those of indus-
trialized countries.

From age 1 to 3, children born
underweight face increased risk of
seizures, blindness and deafness, cere-
bral palsy and mental retardation. Low
birthweight is also linked to a small
impairment in cognitive development.

Most data on underweight births
come from hospital records, leaving
out the many babies born at home.
How this factor skews the data is
uncertain. A hospital birth may indi-
cate higher income and therefore bet-
ter nutrition, or it could indicate a
higher-risk birth, possibly skewing
the data towards lower birthweight.

Less than 10%

Developing countries with less than
10% low-birthweight babies, and
their rate of institutional births

% % low- % % low-
institutional  birthweight institutional ~ birthweight
births babies births babies
Bangladesh 5 50  Chile 98 5
India 26 33  Paraguay 55 5
Pakistan 13 25 Turkmenistan 90 5
Sri Lanka 94 25  Costa Rica 98 6
Papua New Guinea - 23 Mongolia 97 6
Burkina Faso 43 21 U. Arab Emirates 95 6
Guinea 25 21 Argentina 90 7
Afghanistan 5 20  Ghana 42 7
Guinea-Bissau - 20 Jordan 78 7
Malawi 55 20 Kuwait 97 7
Mozambique 27 20 Saudi Arabia 86 7
Togo 8 20  Singapore 99 7
Angola 16 19 Botswana 66 8
Yemen 12 19 Malaysia 90 8
Lao Rep. 7 18  Mexico 63 8
Madagascar 45 17 Oman 82 8
Mali 24 17 Tunisia 86 8
Rwanda 25 17 Turkey 60 8
Viet Nam 70 17 Uruguay 96 8
Congo - 16  Algeria 76 9
Ethiopia 10 16 China 51 9
Kenya 44 16  Cuba 99 9
Myanmar - 16  Honduras 45 9
Namibia 67 16  lran 65 9
Nigeria 31 16 Korea, Rep. 99 9
Somalia 2 16 Morocco 37 9
Central African Rep. 50 15 Panama 84 9
Congo, Dem. Rep. - 15 Venezuela 97 9
Haiti 20 15
Iraq 49 15
Nicaragua 59 15
Niger 16 15
Phi|ippines 28 15 Sources: WHO and updates from UNICEF field offices,

Sudan 18 15

1990-1994 (low birthweight)
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Stunting: A scar
and a wound

Stunting (low height for age) in chil-
dren under age 5 is an indicator of
long-term or chronic malnutrition,
reflected by inadequate growth of the
long bonesin a child’s body. Stunting
is caused by insufficient or poor qual-
ity food, poor feeding patterns, inad-
equate care of children and women,
frequent infection and poverty. Mal-
nutrition, mostly in mild or moderate
forms, contributes to more than half
of all child deaths and to diminished
capacities for those who survive. Low
birthweight may be a result of the
mother’s stunting (because of her
poor nutrition) and is a significant
precursor to childhood stunting.

In 35 countries (44% of the 80
countries that have data), at least one
in every three children under 5 is
stunted. In 10 of those countries, half
or more of the children are stunted.

Stunting weakens immunity, im-
pairs learning capacity and work per-
formance and affects overall quality
of life. For girls, it presents an addi-
tional risk: It is associated not only
with low adult height but also with
smaller pelvic size, increasing the risk
of obstructed labour and thereby of
maternal mortality.

Stunting can be either the ‘scar’—
reflecting an early period of growth
failure—or the ‘wound’—an indi-
cation of ongoing deficient growth.
Height variations resulting from eth-
nic differences do not affect stunting
data, as such variations do not tend to
show up until adolescence.

Children of stunted parents tend
to suffer the same fate—adults who
began life stunted but whose diets
later improved still tend to give birth
to stunted children.

One third or more

Developing countries where 33% or more of under-5s are stunted

%

Eritrea
Ethiopia
Bangladesh
Bhutan
Mozambique
Zambia
India
Guatemala
Madagascar
Pakistan

Lao Rep.
Malawi
Rwanda
Nepal
Tanzania
Viet Nam
Congo, Dem. Rep.
Myanmar
Botswana
Mauritania
Burundi
Nigeria
Honduras
Yemen
Cambodia

66
64
63
56
55
53
52
50
50
50
48
48
48
47
47
47
45
45
44
44
43
43
40
39
38

Uganda 38
Peru 37
Sierra Leone 35
Central African Rep. 34
Ecuador 34
Kenya 34
Sudan 34
Togo 34
Lesotho 33
Philippines 33

One tenth or less
Developing countries where 10%
or less of under-5s are stunted

Chile 3
Trinidad/Tobago 5
Jamaica 6
Venezuela 6
Costa Rica 8
Panama 9
Mauritius 10

Sources: DHS, MICS and other nationwide surveys,
1987-1996.

Slow starters catching up in salt iodization

Mozambique—now iodizing 62 per cent
of its salt to combat iodine deficiency
disorders, including goitre and mental
retardation.

Three years ago, 48 developing coun-
tries were reported in The Progress
of Nations as having no active salt
iodization programmes. Today, most
of them have begun to iodize their
salt or import iodized salt. Progress

UNICEF/95-0748/Ayisi

in 14 of them has been dramatic,
with saltiodization levels crossing the
50% mark. Topping the chart are
Tunisia (98%), Lebanon (92%) and
Zambia (90%). Ten of the countries
with no data are either known to be
producing iodized salt, have enacted
legislation to do so or have installed
the iodizing equipment.

It was estimated that up until
1990, about 40 million infants—one
third of all babies born each year in
the world—were at some risk of
mental impairment due to iodine
deficiency in their mothers’ diets.
This year, because of the worldwide
increase in the use of iodized salt, 12
million children are expected to be
spared that risk. And the number of
babies born cretins (suffering from
severe and irreversible mental and
physical damage) is expected to have
dropped by more than half, from
around 120,000 in 1990 to under
55,000 worldwide.

Progress in salt iodization*

% salt iodized

% salt iodized

Tunisia
Lebanon
Zambia
Indonesia
Iran

Burundi
Jordan

Sierra Leone
Uganda
Paraguay
Mozambique
Viet Nam
Malawi

Iraq

Cuba
Mongolia
Philippines
South Africa
Benin

Chad

Central African Rep.
Burkina Faso
Yemen

Mali

Turkey
Myanmar
Congo, Dem. Rep.

98
92
90
85
82
80
75
75
69
64
62
59
58
50
45
42
40
40
35
31
28
22
21
20
18
14
12

Angola 10
Ghana 10
Haiti 10
Senegal 9
Niger 7
Korea, Dem. 5
Togo 1

Afghanistan
Cambodia** -
Congo** -
Céte d'lvoire** -
Egypt**
Guinea** -
Guinea-Bissau** -
Lesotho -
Liberia -
Malaysia** -
Morocco** -
Papua New Guinea* * -
Somalia -
Sudan** -

*Progress among the 48 developing countries
that had no salt iodization programmes in 1994.

**Some salt is iodized and efforts fo increase
availability of iodized salt are under way.

Sources: UNICEF field offices, DHS, MICS, 1993-1996.

21




HEALTH
COMMENTARY




THE PROGRESS OF NATIONS

1997

Fighting AIDS together

Peter Piot

The world’s children are benefiting from several
decades of unprecedented health progress. Child-
killing diseases are succumbing to vaccination
campaigns and low-cost remedies, reducing death
rates and improving the quality of young lives. But
in about 30 developing countries, HIVIAIDS is
threatening and even reversing these strides. Mean-
while, in the industrialized countries, AIDS is
starting to be called a ‘manageable’ disease, as
costly miracle drugs seemingly pullits victims back
fromthe brink of death. Now the fight against AIDS
faces new dangers: complacency in the industri-
alized countries and divisiveness between them and
the developing nations.

Saharan Africa. I wondered how
we could ever hope to gain any
ground against AIDS in develop-
ing countries with primitive
medical tools and scattershot,

n the early days of my
involvement in the global
effort against AIDS, 1
visited the women’s med-
ical unit of the giant

Mama Yemo Hospital in Kin-
shasa. There, women in their late
teens and early twenties, many of
whom had supported themselves
as sex workers, were wasting away
from AIDS-related infections. As
I passed bed after bed of young
women resigned to death, I real-
ized that similar scenes were play-
ing out in clinics all over sub-

underfunded prevention pro-
grammes. And [ wondered what
the explosion of AIDS cases
would do to all the hard-won gains
in child survival and development.

That was 14 years ago, and the
world community has since
woken up to the crisis and begun
to mount a credible response. But
I'still hold onto that mental image

Dr. Peter Piot, Executive Director of the Joint United Nations Programme on HIV/AIDS
(UNAIDS), has been working on the international fight against HIV,/AIDS for 14 years.
Before UNAIDS was formed in 1996, he was responsible for AIDS research and
development activiies at WHO. Formerly, at the Insfitute of Tropical Medicine in Antwerp
(Belgium), Dr. Piot established a group devoted to research, fraining and technical coop-
eration on the disease and on reproductive health. He was among the first o document
a number of important aspects of the epidemic in developing countries and colaunched
Projet SIDA in Kinshasa [Democratic Republic of Congol, the first international HIV,/AIDS
project in the developing world. He was also a codiscoverer of the Ebola virus in 1976,

from Mama Yemo Hospital and I
still hold many of the same con-
cerns: Despite expenditures of
about $18 billion a year (as of
1993), despite emerging miracle
drugs, despite the talk of AIDS
as a ‘manageable’ disease, not
enough has changed in those
countries that are home to 90
per cent of the epidemic, and there
are growing indications of divi-
sion between those countries and
the wealthier ones where people
with AIDS are far fewer and
resources far greater.

Every day, 1,000 children around
the world die from AIDS. In 1996
alone, the disease took the lives
of 1.5million people. About 90 per
cent of the 23 million people cur-
rently infected with HIV live in
developing countries. Experts esti-
mate that 30 million to 40 million
people will be HI V-positive by the
year 2000, about the same num-
ber as the entire population of
Argentina or Spain.

In about 30 countries, mostly in
sub-Saharan Africa, AIDSisstall-
ing and even reversing the best
efforts to improve the health of
children and adults, women and
men, the poor and the rich. And
only 8 per cent (approximately
$1.5 billion) of the $18 billion a
year is being spent on prevention,
care and research in the developing
countries.

Even more ominous is the fact
that the majority of newly in-
fected adults are under 25 years
old, with all too obvious implica-
tions for the future. Women,
mostly in their childbearing

years, now account for nearly half
of new infections.

And the worst may be yet to
come. According to some fore-
casts, rates of infection will not
peak until the year 2010 in 19 of
the hardest-hit countries, most of
which are in sub-Saharan Africa.
While the deaths attributable to
AIDS represent a small per-
centage of total deaths, they are
enough to reverse some improve-
ments in life expectancy. Fifteen
sub-Saharan African countries
may experience a decline of up to
11 years of life expectancy by the
year 2000 compared to projec-
tions of deaths without AIDS.

Still to face the brunt of the epi-
demic is Asia, home to over half
the world’s population. Despite
the fact that AIDS has only re-
cently begun to take hold in the
region, the number of new infec-
tions each day is already compa-
rable to the number in sub-Saharan
Africa. Unless major advances are
made in preventing and treating
the disease, projections are grim
for high-population countries like
India, where clinic data show that
HIV is beginning to work its way
into the middle class.

And it is not just those who
become infected who suffer.
AIDS is a disease with strong rip-
ple effects, primarily because it
strikes so relentlessly at people
in the prime of life. When a
mother becomes debilitated by
AIDS-related illness, often the
first thing to happen is that her
children’s care suffers. Those chil-
dren may miss vaccinations, eat

5
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fewer and less nutritious meals,
suffer more bouts of illness. Then
achild (or more than one) is likely
to be pulled out of school to work
in the market, cultivate the fam-
ily plot or care for the baby.

When the mother dies, she may
follow several other extended
family members to the grave, so
the likelihood of an aunt or uncle
being able to take in her newly
orphaned children is slim. In
regions that formerly were noted
for the unbreakable links of
extended family networks, we
now have the shocking reality of
households headed by aged grand-
parents or children—12-year-olds
responsible for providing food
and shelter for a family of even
younger siblings.

The AIDS “tilt’

With this devastation so over-
whelmingly affecting the devel-
oping world, the effort to fight
AIDS is tilted just as overwhelm-
ingly in the other direction, to the
industrialized world. The most
obvious example of this tilt is
the new combination therapies,

Not only those who are infected with HIV suffer from the disease. As a mother sickens, care for her children often suffers. Her
daughter clinging to her, a young mother speaks with an AIDS counsellor in a poor neighbourhood of Sao Paulo (Brazil).

widely available in industrialized
countries. The cost of these
drugs—up to $15,000 a year per
patient—is inconceivable to most
peoplein the hard-hit nations. For
the lucky few who could afford
them, these therapies can be
found only in middle-income
countries like Brazil and Thai-
land; they are virtually unavail-
able in Africa.

But other examples of the tilt
abound. Of the $2.6 billion spent
on HIV prevention efforts world-
wide each year, only 14 per cent is
spent in developing countries.
These countries account for an
even smaller proportion—6 per
cent—of the $11.6 billion spent
for care. Research on develop-
ment of avaccine, especially cru-
cialin the hard-hit countries, gets
less than 5 per cent of the $4.2 bil-
lion spent annually on HIV/AIDS
research worldwide, according
to most recent estimates.

The historical lack of funding
for vaccine development is scan-
dalous and irrational, given what
is at stake. However, there is
encouraging news from the

AIDS Research Evaluation Task
Force of the US National Insti-
tutes of Health (NIH).

AIDS s a

development
challenge,
intermingling
issues of poverty,
inequality, culture
and sexuality in
complex ways.

The Task Force, overseen and
prodded by distinguished inde-
pendent scientists, has called for
a revitalization of the vaccine
quest. NIH is now considerably
increasing its vaccine efforts. In
addition, a consortium of orga-
nizations has founded the Inter-
national AIDS Vaccine Initiative
to stimulate vaccine research. In
particular, the initiative will sup-
port research targeted at HIV
subtypes found in areas of the

UNICEF/HQ92-1229/Sprague

world where the disease is spread-
ing most rapidly. Governments
must also develop incentives to
encourage serious investment on
the part of drug companies in
reaching this goal.

Funding aside, the concentra-
tion of researchin the industrial-
ized world has other worrying
implications. For instance, re-
search on preventing mother-to-
child transmission of HIV and on
treating HIV-related conditions
in children has been very limited,
undoubtedly because these are
largely problems of the develop-
ing world. Developing countries
also need to be supported in
building their own capacity to
make AIDS medications available
to their citizens who need them.
Itisimperative that the resources,
the knowledge and the effort in
fighting AIDS be spread more
evenly around the globe.

At the same time, more must be
done to bring comfort to the lives
of people sick from HIV-related
illnesses. Painkillers, antidiar-
rhoeals, medicines to treat fungal
infections—even these basic
medicines are not affordable to
people in the poorest countries.

Achievements at risk

Hanging in the balance are
achievements made by the world
community over several decades
in reducing infant mortality and
improving child health and nutri-
tion. Mortality rates for those
under age 5 have been cut in half
over the past 30 years. About 8 of
every 10 children worldwide are
now immunized against six major
childhood diseases: measles, polio,
diphtheria, pertussis, tetanus and
tuberculosis. Polio is on the verge
of eradication, and measles and
neonatal tetanus are on the same
path. Deaths of children from
diarrhoea—which, along with
pneumonia, is the number one
killer of children in poor coun-
tries—are also in retreat because
of cost-effective treatments like
oral rehydration therapy (ORT).
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Since 1985, 2.5 million young lives
have been saved each year through
low-cost health programmes.

Numbers are faceless, though,
and I am fortunate to have spent
enough time in developing coun-
tries to have seen the faces behind
the numbers. In 20 years of work-
ing in these countries, I have
watched the achievements evolve
and met the people whose lives
have been changed as a result.
Today when I travel to Latin Amer-
ica, I see old people crippled by
polio, but not children, because
polio has been eliminated from
the western hemisphere. When 1
travel to countries like Bangladesh
and Kenya, I see packets of oral
rehydration salts for sale in corner
kiosks, and I know that many
fewer children are dying from diar-
rhoea. In Africa, in Asia, in many
places that I travel, I see volun-
teers going door to door to make
sure that every child turns up for
the next vaccination day, or to sup-
port new mothers in breastfeed-
ing, or to explain how to use ORT.

These achievements are real,
and the groundwork is in place for
them to continue. But whenever
we start to celebrate them, they
are quickly overshadowed by the
bad news about AIDS. The expla-
nation for its relentless sweep
through communities and coun-
tries is rooted in its fundamental
nature. AIDS has succeeded so
far in defeating efforts to stop it
because it is not just another dis-
ease. Rather, itis fundamentally a
development challenge, inter-
mingling issues of poverty,
inequality, culture and sexuality
in complex ways.

Worldwide, HIV infection most
often results from heterosexual
intercourse. Beyond that biolog-
ical reality, some people are espe-
cially vulnerable to HIV infection
because of their social, cultural or
economic situation. One such
cause of vulnerability is the social
inequality between women and
men. Women, especially young
women, have little power to dic-

The impact of AIDS crosses generations. As parents succumb to the illness,
other relatives must fill crucial child-care roles. This grandmother in Thailand
is raising her grandchildren, whose parents died of AIDS.

tate the terms of sexual relation-
ships and are therefore much
more vulnerable to infection. The
‘sugar daddy’ phenomenon is not
new, but in the age of AIDS, older
men are pursuing ever younger
women and girls in the belief that
they are less likely to be infected.
Thus, a key to stopping the epi-
demicis action that enhances the
ability of women and young peo-
ple to control their lives, including
their sexual relationships.

Dangers of division

As real strides are made in the
industrialized countries, people
are beginning to talk about AIDS
asa ‘manageable’ disease. A mag-
azine article in the US last Decem-
ber even wondered if wearein ‘the
twilight of AIDS’. This sort of
talk brings the potential of dan-
gerous complacency and of even
greater division between the ‘have’
and the ‘have-not’ nations.

That is a profound mistake on
two counts. On an ethical plane, it
is immoral to describe as ‘man-
ageable’ a disease that is only
‘manageable’ for a fraction of the
wealthiest 10 per cent of its vic-
tims. On a practical plane, it would
be foolhardy for one simple
reason: Like all infectious dis-
eases, AIDS will not be defeated
anywhere until it is defeated

everywhere—miracle drugs or no.

This is why it is so important
that we avoid the temptation to
view AIDS as two different dis-
eases, one that is manageable in
the wealthier countries and one
that is a death sentence in the
poorer countries. We are allin this
boat together, and if we slip into
an ‘us vs. them’ view of the world,
we are sunk.

As former Zambian President
Kenneth Kaunda said in a recent
speech invoking the memory of
his son, dead from AIDS in 1986,
“Every one of usignores AIDSin
the house of their neighbour at
their own peril.” If we can stick
together, if governments and
NGOs and committed individuals
in every community in every
country are willing to learn from
the painfully earned wisdom of
their neighbours around the
world, we can slow down and even
reverse this epidemic. We do not
have to watch these grim num-
bers continue their march across
the world map.

To stop that march, we need
accessible, affordable ways to pre-
vent transmission between sexual
partners and from mothers to chil-
dren. This includes access to
affordable and high-quality con-
doms, and increasingly to the
recently developed condom for

UNICEF/97-0074/Horner

women. In 1994, US trials of a
new drug, zidovudine (ZDV), to
help HIV-positive mothers give
birth to healthy babies had strik-
ing results: a two-thirds decrease
in HIV transmission. But it is
beyond the reach of poor women.
UNAIDS, the US Centers for Dis-
ease Control and Prevention, and
other organizations are now col-
laborating with researchers in
Africa and Asia to find economi-
cal ways to make ZDV available
where it is most needed. Other
low-cost drugs to prevent mother-
to-baby transmission during preg-
nancy and childbirth are under
development and look promising,.

One of the problems facing
families and health workers in
developing countries is the poten-
tial for HIV infection through
breastfeeding. While the factors
determining transmission of the
virus from mother to baby are not
yet fully understood, studies sug-
gest that breastfeeding confers a
1-in-7 risk of infecting the baby
with HIV.

The lack of
funding for an
AIDS vaccine is
scandalous and
irrational.

An HIV-positive mother now
facesa quandary. If sheisaffluent,
she probably lives in a setting that
makes the use of breastmilk sub-
stitutes a reasonable option. In all
likelihood, she has easy access to
safe water (or fuel to boil the
water) for mixing the formula and
cleaning the cups or bottles. She
can afford as much formula as her
baby needs. Attentive health ser-
vices are available to treat the addi-
tional infant illnesses that may
accompany use of breastmilk sub-
stitutes. Although in a perfect
world breastfeeding is always the
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best option, for a well-to-do
woman infected with HIV, using
formula might be a good choice.

But mothers at the bottom of
the economic ladder face a cruel
dilemma: They can either breast-
feed, with the risk of passing
along HIV, or they can use breast-
milk substitutes, with the risk of
exposing their babies to poten-
tially lethal diseases and to mal-
nutrition from formula that is
overdiluted.

If we know that some babies are
becoming infected through breast-
milk, we have a moral obligation
to do everything we can to prevent
those infections. First, we must
make sure that every woman has
access to affordable, confidential
HIV testing. If she takes the test
and it turns out positive, she must
be supported in making the ago-
nizing infant-feeding decision.
She needs to be informed in a
respectful way about the relative
risks so that she can make a choice
based on accurate facts.

Where safe water is accessible
close by, and where breastmilk
substitutes are available at reason-
able cost, an HI V-infected mother
might choose to feed formula to
her child. However, she herself is
powerless to ensure areliable water
supply or quality health services,
nor can she influence the price of
formula. These are matters of
public health, and that is the
responsibility of governments.

When leaders lead

A few heroic leaders understand
AIDS for the profound develop-
ment challenge it is, and they have
approached it with an unprece-
dented call to action. When that
becomes part of the national con-
sciousness, the worst effects of
the epidemic can be avoided.
Ugandan President Yoweri
Museveni, for example, rarely
delivers a speech in which he does
not mention AIDS, and the trick-
ling down of that rhetoric is at
least partly responsible for the
levelling off of infection rates in

urban areas of Uganda. Some sur-
veysin antenatal clinics there have
found that between 1990-1993
and 1994-1995, HIV prevalence
among women aged 15-24 de-
clined by 35 per cent.

In South Africa, President
Nelson Mandela has called for a
national struggle to vanquish
AIDS on a scale similar to that
mobilized to bring down apartheid.
Zimbabwe responded to high HIV
prevalence rates with a manda-
tory weekly lesson in life skills for
all students aged 9 to 19. The
course, begun in 1993, addresses
HIV/AIDS in the context of cop-
ing with emotions and expectations,
gender roles and plans for the
future, and students role-play to

develop strategies for responding
to peer pressure.

Similar bright spots of leader-
ship are occurring in Asia. Only a
few years ago, Thailand was
viewed by complacent neighbours
as the only country in the region
likely to have a significant prob-
lem with AIDS. The virus had
gained a foothold in 1988, and the
availability of commercial sex in
the country of 59 million people
allowed it to flourish. As a result,
about 45,000 Thais died from
HIV infection in 1995.

But Anand Panyarachun, who
was Prime Minister in 1991 and
1992, instituted a far-reaching
AIDS education programme that
has put Thailand in much better

Educating people about how AIDS is transmitted is essential in combating the
disease. A girl participating in an AIDS awareness workshop in Bujumbura
(Burundi) holds a T-shirt that says, “We are taught and we teach AIDS
awareness” in the Kirundi language.

UNICEF/95-0521/Davies

shape than some of its neigh-
bours. Mr. Anand required every
government minister to include a
budget line for AIDS. The cen-
trepiece of a public education pro-
gramme was a series of explicit
AIDS prevention messages aired
on radio stations at least once
every hour. Condoms were widely
distributed to brothels. Sex busi-
nesses that refused to require
condom use were shut down. Calls
for abstinence from casual sex
were partnered with the condom
campaign, promoted tirelessly by
the Prime Minister’s dynamic
AIDS adviser, Mechai Viravaidya.
As aresult, there was an 80 per
cent decrease in sexually trans-
mitted diseases in Thailand from
1989 to 1994. The number of new
HIV infections in Thailand each
year has more than halved since
1990. Success stories like these
should be the most powerful argu-
ment against complacency.
These successes demonstrate
thatif we focus our efforts on those
most vulnerable, if we expand use
of the communication tools that
work and commit ourselves to
developing a vaccine and afford-
able drugs, we can stop this plague.
We already proved we can muster
global will and resources with the
campaign that raised vaccination
rates worldwide from 40 per cent
to 80 per cent in just five years.
The worst that can happen for
our prospects of wiping this virus
from the earth is to allow compla-
cency and divisiveness between
the haves and have-nots to prevent
us from developing responses that
work in the countries where they
are most needed. We can defeat
HIV/AIDS—if we all acknowl-
edge our ownership of it.
President Mandela said it best:
“As the freedom of each nation is
interdependent with that of oth-
ers, so too is the health and well-
being of their peoples. Nowhere is
this more true than in the case of
AIDS. The challenge of AIDS can
be overcome if we work together as
a global community.” l
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Gauging AIDS’ terrible toll

How many infants will die of AIDS in the year
20102 Anywhere between 83,000 and 357,000 in
just 19 of the high-risk countries. The more conser-
vative estimates come from the UN Population Divi-
sion, which believes that, with 75,000 infants (under
1 year of age) dying of AIDS in 1995, the pandemic
essentially levelled off. But the estimates by the
United States Bureau of the Census are more pes-
simistic: AIDS fook 105,000 infant lives in 1995 in
the 19 countries, and the toll will surge to more than
3 times that number in 2010— more than 10 fimes
the number of infant deaths from all causes in
Europe (except Eastern Europe).

The main reason for the difference between the two
estimates is their assumptions as to the timing of the
peak of the epidemic in these countries: The Census
Bureau believes that the peak will come in 2010, while
the UN believes it peaked in 1995. In the 19 coun-

tries, the Census Bureau attributes 26% of infant mor-
tality to AIDS in 2010, whereas the UN esfimate is 8%.

Asto the impact on individual countries, the Cen-
sus Bureau projects that in Kenya, AIDS will claim
51,000 infants in 2010, 41% of all infant deaths in
the country. The comparable UN estimate is 12% or
12,200 infants. In Zimbabwe, according to the
Census Bureau's calculations, 36,300 infants will die
of AIDS in 2010, 58% of the total; the UN estimate
is 11,500 deaths or 27% of all babies dying in the
country. But Botswana is projected to be the biggest
casualty of the scourge in 2010—61% or 4,500 of
7,500 total infant deaths (according to the Census
Bureau) and 35% or 1,600 of 4,500 infant deaths
(according to UN figures).

The projections cover 19 of the 32 hardest hit
countries where HIV/AIDS now rages. But the epi-
demic is only beginning to grow in Asia, for exam-

Per cent of infant deaths due to AIDS

Projections for the year 2010

Botswana
Zimbabwe
Kenya
Zambia
Rwanda
Uganda
Malawi
Tanzania
Burkina Faso
Cote d’lvoire
Cen. African Rep.
Lesotho
Burundi
Cameroon
Congo
Brazil

Congo, Dem. Rep. 10

Haiti 7

Thailand 5

35
27
41
40
17
31
31
30
29
27
26
23
20
18
18
16

ple, and new countries could appear on this chart
if prevention and control efforts do not take hold.

Worldwide, the percentage of infant deaths attrib-
utable to HIV/AIDS is still small. That is because at this
time AIDS is not a significant cause of infant or child
death in the countries with the biggest percentage of
the world's children, especially China and India.

It is important to remember that the impact of
HIV/AIDS on children is not on|y measured in stafis-
tics on their health but also in the health of their par-
ents and communities. A young child whose parents
are sick or dead is at heightened risk of death from
preventable diseases and malnutrition, while older
children (girls especially) must often leave school fo
care for sick parents, mind younger siblings or go fo
work. In all of these ways, the effect of HIV/AIDS on
development is potentially enormous—and as yet
unmeasured.

61

58

% infant mortality due to AIDS

US Bureau of the Census

UN Population Division

T
0% 10%

T T T
20% 30% 40%

Sources: US Bureau of the Census, The Demographic Impacts of HIV./AIDS: Perspeciives from the WWorld Population Profile,
1996; UN Population Division, World Population Prospects: The 1996 Revision, 1997.
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HEALTH LEAGUE TABLE
CHILD DEATH RATES

he proportion of children who reach their

fifth birthday is one of the most funda-

mental indicators of a country’s concern
for its people. Child survival statistics are
a poignant indicator of the priority given to the
services that help a child to flourish: adequate
supplies of nutritious food, the availability of
high-quality health care and easy access to safe
water and sanitation facilities, as well as the
family’s overall economic condition and the
health and status of women in the community.

Re-slicing the cause-of-death pie

Other-16% *ARI-19%

Malaria-5%

Injuries—6% Diarrhoea-19%

Measles—7%

**NCDs-10% \ Perinatal causes—18%

Determining the cause of death for children under 5 has always
been a more difficult task than estimating the number of child
deaths. Better estimates of the cause of child death have resulted
from a new global study by WHO, the World Bank and Harvard
University, reflected in the pie chart.

The chart revises earlier estimates of the proportion of deaths
attributable to each cause. It also provides information on two cat-
egories—injuries and non-communicable diseases—not previ-
ously included in cause-of-death estimates.

Although the new pie chart attributes a smaller percentage
of deaths to diarrhoea and acute respiratory infections, it con-
firms them as the leading causes of child death. Malnutrition
alone accounts for just 3% of under-5 deaths, but it plays
a contributing role in more than half of all child deaths in
developing countries.

* Acute respiratory infections
** Noncommunicable diseases.

Sources: Adapted from Global Burden of Disease, VWHO, World Bank and Harvard University, 1996
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SUB-SAHARAN AFRICA MIDDLE EAST AND
NORTH AFRICA
% %
Gambia (110) 56 Oman (25) 74
Botswana (52) 45 Egypt (51) 72
Mauritius (23) 45 Algeria (40) 71
Zimbabwe (74) 41 U. Arab Emirates (19) 70
Senegal (130) 40 Iran (40) 68
Cameroon (10¢) 39 & Turkey (50) 65
Rwanda (139) 37 Tunisia (37) 64
Burkina Faso (164) 33 Bl Jordan (25) 62
Namibia (78) 32 [FH Saudi Arabia (34) 62
Togo (128) 27 Y Kuwait (14) 60
Chad (152) 26 » Regional average (57) 59
South Africa (67) 26 Israel (9) 53
Eritrea (195) 25 Morocco (75) 51
Ethiopia (195) 25 Syria (3¢) 51
Mali (225) 25 Yemen (110) 48
Gabon (148) 24 Libya (63) 47
Madagascar (164) 24 Sudan (115) 43
Malawi (219) 24 Iraq (71) 14
Guinea-Bissau (227) 22 m Lebanon (40) 0
Mauritania (195) 22
Guinea (219) 21
Mozambique (220 21 WORLD
Kenya (90) 20
Benin (142) 19 AVERAGE
Uganda (145) 19 89
Lesotho (140) 17
Ghana (130) 16 Under-5 deaths per 1,000
» Regional average (174) 14 births, 1995
Congo (108) 14
Somalia (211) 14
Cote d'Ivoire (150) 12
Tanzania (160) 11 .
Burundi (17¢) 9 Since 1985,
Central African Rep. (165) 8 77>
Gboria 216 5 2.5 million young
Sierra Leone (284) 6 lives have been saved
Nigeria (191) 3
Congo, Dem. Rep. (207) 1 each year through
Niger (320) 0 low-cost health
Angola (292) -12
Zambia (203) 27 programimes.
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EAST/SOUTH ASIA

CENTRAL ASIA AMERICAS EUROPE
AND PACIFIC
% % % %
Kyrgyzstan (54) 40 Malaysia (13) 69 El Salvador (40) 67 [l Portugal (11) 65
Tajikistan (79) 37 Sri Lanka (19) 63 Jamaica (13) 67 A Austria (7) 59
Uzbekistan (62) 37 Viet Nam (45) 57 Mexico (32) 63 [KJ Greece (10) 57
Georgia (2¢) 35 Singapore (6) 54 Cuba (10) 62 Y Germany (7) 56
Kazakstan (47) 34 Korea, Rep. (9) 50 Honduras (38) 62 [N Slovenia (8) 56
Turkmenistan (85) 33 ¥ Thailand (32) 48 n Ecuador (40) 60 [geJ Bosnia/Herzegovina (17) 55
Azerbaijan (50) 15 Cambodia (174) 47 Nicaragua (60) 58 K TFR Macedonia (31) 55
» Regional average (132) 12 |Bl Bangladesh (115) 45 Peru (55) 58 B ltaly (8) 53
Armenia (31) 9 X Japan (¢) 45 Bl Chile (15) 57 Bl Czech Rep. (10) 50
Afghanistan (257) 8 ¥ New Zedland (9) 44 Bl Guatemala (60) 57 [EX lrelond (7) 50
Indonesia (75) 41 Trinidad/Tobago (18) 55 ﬂ United Kingdom (7) 50
Australia (8) 38 Dominican Rep. (44) 53 Yugoslavia, Fed. Rep. (23)48
Nepal (114) 37 » Regional average (34) 51 Hungary (14) 46
India (115) 35 Uruguay (21) 50 Finland (5) 44
WHAT THE Mongolia (74) 34 Colombia (32) 45 Spain (9) 44
TABLE RANKS » Regional average (85) 31 Costa Rica (1¢) 45 Sweden (5) 44
Percentage reducfion in Korea, Dem. (30) 30 Paraguay (34) 44 » Regional average (16 41
under5 mortality rates from Lao Rep. (134) 29 Venezuela (24) 43 Croatia (14) 39
1980 to 1995. The 1995 - .
o 1080 Sl i B China (47) 28 Brazil (53) 42 Belarus (20) 38
in parentheses. IE) Bhutan (189) 24 Bolivia (105) 38 Switzerland (7) 36
m Philippines (53) 24 Canada (8) 38 Slovakia (15) 35
Pakistan (137) 9 Haiti (124) 36 Belgium (10) 33
Papua New Guinea (95) O Panama (20) 35 Poland (1¢) 33
Myanmar (150) -3 Argentina (27) 34 Lithuania (19) 32
United States (10) 33 France (9) 31
Moldova, Rep. of (34) 31
Albania (40) 30
1 rs of proar Denmark (7) 30
3 years of progress . 1980 Russian Fed. (30) 30
200 | g2 1995 Latvia (26) 28
174 Estonia (22) 27
150 |— 139 10 132 123 Netherlands (8) 27
Norway (8) 27
100 [— 85 Bulgaria (19) 24
57 a4 Ukraine (24) 23
50— 34 27 Romania (29) 19
Sub-Saharan  Middle East & Central East/South Asia Americas E}pe
Africa North Africa Asia & Pacific

Source: UNICEF Under-5 mortality rate (deaths per 1,000 live births)

Source: UNICEFR.
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Pneumonia: Little
progress on a big killer

Acute respiratory infections (ARI),
mainly pneumonia, kill more than
2million children each year. Yet many
countries are only beginning to take
steps to reduce the devastating but
largely preventable toll. Many ARI
deaths could be averted if families
knew pneumonia’s danger signs, if
health workers were trained to diag-
nose and treat pneumonia, and if
clinics stocked life-saving antibiotics.
Since 1992, however, only 16 countries
have undertaken surveys of clinics to
determine health workers’ training
and the availability of basic antibi-
otics. And only 23 countries have com-
pleted household surveys to gauge
families’ awareness of danger signs.
In 10 of the countries that surveyed
clinics, fewer than half of health work-
ers are trained in pneumonia case
management. In several countries,
such as Colombia, the Dominican
Republic, Indonesia, Malaysia, Thai-
land and Zimbabwe, a high percentage

First steps in taming a killer
Countries with clinic surveys of
ARI* management

of clinics stocked antibiotics, but a
much lower percentage of health
workers were trained to treat pneu-
monia. Pakistan and Papua New
Guinea had low rates for both antibi-
otics and training. Among countries
with household surveys, only in Egypt
do more than half of caretakers know
when to seek treatment.

But there is good news from the
world’s two most populous countries:
China has trained 88% of health
workers in standard case manage-
ment of ARI, and India is a close
second at 87%. Nearly all clinics sur-
veyed in both countries stock neces-
sary antibiotics.

At the beginning of this decade,
few countries had programmes to
reduce mortality from pneumonia. Of
88 countries where pneumonia is
thought to be common, 59 have now
started control programmes, and
household surveys are being carried
out in 60 countries.

Countries with household surveys of
ARl home management

% health workers % clinics % caretakers

trained incase  with basic knowing when

management antibiotics to seek care
China 88 99 Egypt 57
India 87 94  Sudan 48
Philippines 83 52 Swaziland 48
Bangladesh 66 94 Philippines 44
Viet Nam 65 - Uganda 41
Sudan 64 68  VietNam 40
Morocco 47 79 Mongolia 36
Paraguay 46 60  Cbate d'lvoire 35
Thailand 44 87  India 35
Colombia 36 67  Somdlia 35
Papua New Guinea 33 27 Srilanka 35
Pakistan 29 38  Tanzania 33
Dominican Rep. 26 82 Nigeria 32
Zimbabwe 25 97  Myanmar 26
Malaysia 23 100  Turkmenistan 26
Indonesia 18 63  Kyrgyzstan 25
Ghana 24
Congo, Dem. Rep. 22
Pakistan 20
Ethiopia 19
Lao Rep. 18
* Acute respiratory infections POPUO New Guinea 15
) Yemen 7

Sources: WHO, Division of Diarthoeal and Acute
Respiratory Disease Control, 1994-1995 Report;
UNICEF, unpublished data, 1992-1995.

52 countries
falling short on
Immunization

zoal for DPT

Reaching the year 2000 goal of 90%
immunization levels is a major chal-
lenge for many countries. At least 52
countries with populations of more
than 1 million are unlikely to meet the
goal of immunizing all children under
theage of 1against DPT (diphtheria,
pertussis and tetanus). From 1980 to
1990, developing countries accom-
plished extraordinary gains for child
health by raising immunization rates
for DPT, as well as measles, polio and
tuberculosis, from about 30% to an
average of 80%.

Sub-Saharan Africa faces the
greatest difficulties, with 31 coun-
tries projected to fall short of the
DPT immunization goal. Angola,
Central African Republic and Chad
could have DPT immunization rates
of less than 20% in the year 2000
unless they are able to reverse current
trends. Countries in other regions
with low projected rates include
Haiti, Nepal, Pakistan, Papua New
Guinea and Yemen. Immunization
data are a basic child health indicator,

Immunizing for the year 2000

Rwanda: Projected to achieve 39 %
immunization rate by the year 2000.

but seven industrialized countries
have inadequate data: Australia, Aus-
tria, France, Ireland, Japan, New
Zealand and Switzerland. Most of
the other industrialized countries are
projected to attain DPT (or DT only)
immunization levels of at least 85%.
Despite concern that commitment
to immunization might waver after
the 1990 achievement, 90 countries
are on track towards the year 2000
goal, based on their 1990 to 1995 per-
formance. Current levels of DPT
immunization save the lives of more
than 1 million children each year.

Countries unlikely to meet the goal of 90% coverage of DPT by the year 2000

Projected immunization rate by the year 2000

Sub-Saharan Africa Central Asia

Zimbabwe 82  lesotho 44 Turkmenistan 81  Afghanistan 67

South Africa 80  Gabon 40  Kyrgyzstan 68  Georgia 49

Kenya 79  Rwanda 39

Bofswana 71 Uganda 39 East/South Asia and Pacific

Zambia 66  Cameroon 38  Philippines 81 Nepal 47

Malawi 65  Somdlia 38  Myanmar 75  PNG* 36

Liberia 64  Congo 32  Bangladesh 62 Pakistan 13

Senegal 62 Nigeria 31 .

Ethiopia 59  Niger 28  Americas

Céte d'lvoire 56  BurkinaFaso 27  Uruguay 84  CostaRica 76

Ghana 53 Sierraleone 22  Brozil 81 Vquzuelc 72

Togo 50 Congo,D.Rep.21  Paraguay 80  Haifi 28

Mali 48  Angola 19 Europe

Burundi 46  C. AfricanRep. 18

Eritrea 46  Chad 14  TFYR Macedonia 82

Mozambique 46 Bosnia/Herzegovina 78
Latvia 50

Middle East and North Africa

Sudan 81  Yemen 15 " Popua New Guinea.

Sources: WHO and UNICEF, unpublished data for
1990 and 1995.
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Proportion of infant mortality that is neonatal
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Percentage of infant deaths that are neonatal

20
0 30 &0

Infant mortality rate (deaths per 1,000 births)

As a country’s rate of infant mortality (deaths in the first year of life) declines,
the percentage of neonatal deaths (those in the first 28 days) grows.

Source: DHS and government reports, 1986-96
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Neonatal deaths:
> million each year

Of the annual 8 million infant deaths
worldwide occurring during the first
year of life, 5 million are neonatal
deaths—those taking place during a
baby’s first four weeks. A total of 98%
of all neonatal deaths are in develop-
ing countries.

The graph demonstrates a global
trend: Asa country’sinfant mortality
rate falls, the proportion of neonatal
deaths tends to rise. Thisis true both
in developing countries (most are in
the middle of the graph) and in the
industrialized countries (clustered on
the left).

A baby is at greater risk during
delivery and the first month of life
than at any other point during child-
hood. And 85% of allneonatal deaths
are due to birth asphyxiaand trauma,
tetanus, premature birth and infec-
tions. But there is an erroneous belief
that these most common causes of
death in developing countries are not
responsive to public health measures.

Cost-effective interventions can, in
fact, significantly reduce neonatal (as
well as maternal) mortality. These
include vaccinating women of child-
bearing age against tetanus; promot-
ing good maternal nutrition; ensuring
prenatal care and deliveries by skilled
birth attendants; and upgrading
health facilities with equipment,
drugs and staff training needed to
treat obstetric and neonatal emergen-
cies. Newborns need immediate
breastfeeding, warmth, cleanliness,
hygienic care and resuscitation when
necessary. Some will also need special
attention for the early detection and
treatment of illnesses.

In the industrialized countries,
where infant deaths are much more
rare, neonatal deaths constitute
an even higher proportion of the
infant mortality rate. Most neonatal
deaths in these countries result
from congenital abnormalities and

premature birth.

Malaria’s death toll:
A child every 30 seconds

Alone or in conjunction with other
illnesses, malaria kills over 1 million
children under age 5 every year—a
child every 30 seconds. Children
experience over half of all malaria
episodes.

Four species of the malaria para-
site, transmitted by the Anopheles
mosquito, affect humans, but the
most dangerous species, causing
nearly all malaria-related deaths, is
Plasmodium falciparum, which pre-
dominates in sub-Saharan Africa and
parts of South-East Asia, Oceania
and South America. Over 40% of
the world’s population lives in
malaria-endemic areas, but 90% of
the estimated annual 300 million to
500 million malaria cases afflict peo-
ple in sub-Saharan Africa.

Prevention efforts against malaria
have had mixed results. Although
water-drainage and insecticide-spray
programmes have been effective in
some parts of the world, they have not
proven to be practical or sustainable in
the more severely affected regions.
Additionally, no vaccine against ma-
lariais likely to be available for routine
use in the near future. However,

another preventive measure, insecti-
cide-impregnated bednets or curtains,
has proven to reduce deaths among
children in Africa. Initiatives are
under way to promote the widespread
use of these materials, though the ini-
tial cost of buying them and the
added expense of subsequent treat-
ments with insecticide are beyond the
reach of many poor families.

As prevention is so difficult, the
ability to provide effective treatment
for malaria is of great importance.
But treatment has also been made
more difficult because nearly every-
where that falciparum is prevalent, it
is at least partially resistant to chloro-
quine, the cheapest and most widely
available medication. The problem of
falciparum drug resistance is most
acute and severe in parts of South-
East Asia and Brazil where malaria
may also be resistant to the readily
available second-line medications.

The challenge of drug resistance
demands that health workers be
trained to recognize and provide
proper treatment for the problem
and that health systems have appro-
priate drugs available.

Where P. falciparum is chloroquine-resistant

Sub-Saharan Africa Middle East and North Africa

Angola Liberia Iran Sudan

Benin Madagascar Oman Yemen

Botswana Malawi Central Asia

Burkina Faso Mali -

Burundi Mauritania Afghanistan

Cameroon Mozambique East/South Asia and Pacific

C. African Rep. Namibia Bangladesh Nepal

Chad Niger Cambodia* Pakistan

Congo Nigeria China Papua New

Congo, Dem. Rep.  Rwanda India Guinea

Céte d'lvoire Senegal Indonesia Philippines

Eritrea Sierra Leone Lao Rep. Sri Lanka

Ethiopia Somalia Malaysia Thailand*

Gabon South Africa Myanmar* Viet Nam

Gambia Tanzania

Ghana Togo Americas

Guinea Uganda Bolivia Panama

Guinea-Bissau Zambia Brazil* Paraguay

Kenya Zimbabwe Colombia Peru
Ecuador Venezuela

* P, falciparum has widespread resistance to more than one drug

Source: WHO, Infernational Travel and Health, Vaccination Requirements and Health Advice, 1997.
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(Quality education:
One answer for many questions

Harry Sawyerr

Three years before the millennium, 140 million
children are still not in school, despite government
pledges to achieve universal access to basic edu-
cation by the year 2000. Many of the youngsters
who are in school find themselves squeezed onto
crowded benches in dilapidated classrooms, lack-
ing even a slate, while a teacher drills lessons by
rote. Qver the past 20 years, while countries
rushed to increase the numbers of schools and
teachers, quality and relevance of education often
took a back seat. But quantity is not an accept-
able trade-off for quality, and it is time to put more
attention into what takes place in the classroom.

ow can we instil

an understanding

of fundamental

human rights?

Achieve sustain-

able social and economic devel-

opment? Resolve ethnic conflict?

Stop gender disparity? Put an

end to child labour? Eliminate

the sexual exploitation of chil-

dren? Give hope to a new gener-

ation of children growing up in
an ever more complex world?

The answer is education—qual-

ity, relevant education that pre-
pares our young people to partici-
pate meaningfully in their own
development, both in their imme-
diate communities and in the
larger world. Education is a fun-
damental human right—pledged
by the Convention on the Rights of
the Child. Without it, few if any of
these problems can be solved.
Not only do good schools instil
basic skills in children, they also
educate them about their rights—
and shield them from violations of

Harry Sawyerr recently refired as Minister for Education of Ghana, a position he had held
since 1993. He spearheaded the development of the sfrategic plan for the country’s major
education reform, the Free, Compulsory and Universal Basic Education programme, kicked
offin 1996. In 1995, Mr. Sawyerr was elected President of the Caucus of African Ministers
of Education and Chairman of the Bureau of African Ministers. His career in public ser
vice spanned almost 30 years.

those rights. The International
Labour Organization has said that
the single most effective way to
stem the flow of children into abu-
sive forms of employment is to
extend and improve schooling so
thatit will attract and retain them.

It is no secret that most coun-
tries are falling far short of ful-
filling the promise made at the
World Summit for Children in
1990: universal access to basic
education by the year 2000. About
140 million young people are cur-
rently not in school, and almost 1
billion adults, two thirds of them
women, are illiterate.

The obstacles to education are
the same ones that have under-
mined economic and social ad-
vancement: widespread poverty,
lack of skilled personnel, top-
down bureaucracies, the inferior
treatment of women, rapid popu-
lation growth, skewed distribution
of education funds, bloated mili-
tary spending and onerous foreign
debt burdens. But in the end, all
the reasons add up to one: insuffi-
cient will.

Education requires a greater
commitment than any other devel-
opment activity because itis nota
one-time injection but a continu-
ous, labour-intensive process. It
requires skilled, highly trained
staff to dedicate year after year of
patient toil. It requires quality cur-
ricula and plenty of books, slates

and chalk. It requires buildings
and benches. To provide these
tools, countries—and parents—
must make the decision that edu-
cating a child is worth sacrificing
other priorities. Education simply
cannot be sold short.

If the will can be found, so can
the funds. In sub-Saharan Africa,
for example, just an extra $2.5 bil-
lion (about 20 per cent of the $10
billion to $13 billion annual cost of
servicing the over $200 billion for-
eign debt) would provide a seat in
a classroom for every child. Real-
locating one third of the region’s
military spending would do the
same. Worldwide, if just $3 billion
to $6 billion of the estimated $680
billion currently spent on the mil-
itary per year could be diverted to
education, most experts believe
that every child would have a place
in a decent school.

Thisis not happening, In Africa,
average per capita education
spending declined from $41 in
1980 to $26 in 1985, and in 1995,
itstood at only $28. These figures
actually underestimate the decline
in spending because they are not
adjusted for inflation. The por-
tion of international aid dedicated
to education declined steadily
from 17 per centin 197510 9.8 per
centin 1990, increasing slightly to
10.7 per cent in 1994.

Afterthe 1990 World Conference
on Education for All (Jomtien,
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Thailand), countries around the
globe made the push to get all their
children in school. The emphasis
was on quantity—numbers of
schools, numbers of teachers, num-
bers of children enrolled. Those
effortsare not lost, but they are not
enough. Parents can recognize
poor schools and they do not send
their children to them; youngsters
quickly lose interest when the cur-
riculum and teaching style do not
suit their needs. Insufficient quan-
tity—of schools and teachers—is
certainly the main explanation for
the failure so far to achieve univer-
sal access to basic education. But
another important reason is insuf-
ficient quality and relevance, for
they lead to disenchanted families
and wasted resources.

If parents are persuaded that
education is more valuable in the
long term than their children’s
contribution from an unskilled job
or domestic duties, they will do
whatever it takes to send their chil-
dren to school. In some cases, eco-
nomic necessity keeps children at
home. Some youngsters begin
school but drop out because they
are inadequately prepared: They
are malnourished and cannot pay
attention, or they did not have the
physical and emotional attention
in early childhood that is essential
to the development of young
minds and bodies. These prob-
lems are well known, and if we are
notaddressing them, the quality of
our schooling is surely lacking.

Teachers are key

The classroom needs to be a stim-
ulating place for children—and
that depends on quality teachers.
According to some projections,
low-income countries (not even
including China and India, the
highest population countries)
need about 4.5 million more
teachers to achieve universal pri-
mary education by the year
2000—1.8 million more than will
exist if current trends continue.
There is simply not enough time
to build all the training colleges

needed if we are to achieve the
goal of education for all by the
year 2000. To do so, we must find
alternative ways to train teachers,
such as on the job, through regu-
lar sessions and seminars.

Good schools not
only instil basic
skills, they also
educate children
about their rights.

One model for improving
teacher training is India’s Teacher
Empowerment Project. Begunin
1994, it is now in place in two of
India’s poorest states, Madhya
Pradesh and Uttar Pradesh. The
project, also known as Shikshak
Samakhya Pariyojana, or ‘equal
say’,is based on the idea that local
control improves teachers’ self-
respect and builds trust and coop-
eration between teachers and
communities. The project em-

phasizes teacher-to-teacher skills
training and makes use of re-
source centres where teachers can
exchange ideas. It encourages
individual attention to students
and includes singing, dancing and
art in the curriculum.

In Zimbabwe, education was
revamped after independence in
1980. Now, training combines
full-time study with on-the-
job learning in the classroom.
Teacher salaries rise with each
successfully completed year of
study, leading to full qualification
and pay. Antiquated pay scales
based on race and gender have
been abolished. For the first two
years, there was a shortage of
qualified candidates, but the suc-
cess of the programme soon
brought an influx of skilled teach-
ersinto the country’s classrooms.

Regular, high-quality in-service
sessions are part of the reason
why the Escuela Nueva approach
has been so successful in raising
enrolment in rural Colombia.
Workshops provide teachers the
opportunity to share ideas and

methods, especially important in
areas where they may be isolated
from their peers. The benefit of
ongoing training lies not just in
the specific techniques the teach-
ers learn but also in the underly-
ing message that their professional
skills are valued.

FEscuela Nueva schools also suc-
ceed because they are relevant to
the students’ lives and lifestyles.
The learning process is dynamic,
with extensive student participa-
tion, and flexible, allowing students
to proceed at their own pace and to
take time off when necessary, such
as during the harvest. The curricu-
lum s practical, covering such top-
ics as farming and local customs.

The cost of teachers

Preparing an FEscuela Nueva
teacher costs only about $500
more than regular teacher train-
ing, and it has been a worthwhile
investment. In just 15 years, 2,000
schools blossomed into 20,000.
Drop-out rates have fallen and
scores on achievement tests have
improved.

A good teacher makes the classroom a stimulating place, but low-income countries need about 4.5 million more instructors to
reach the goal of universal primary education. A teacher works with her students at a primary school in Burundi’s capital,
Bujumbura.

UNICEF/95-0248/Davies
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Teacher pay is another key issue
for improving the quality of pri-
mary schooling. Salaries are the
major share of education bud-
gets—>50-60 per cent for educa-
tion as a whole and even more at
the primary level.

]njust 15 years,
2,000 Escuela Nueva
schools blossomed
into 20,000.

Nonetheless, teachers are widely
underpaid and in many coun-
tries make poverty-level wages. In
Uganda, for example, teachers’
salaries are below the poverty line
and lower than the pay of other
skilled professionals. As a result,
headmasters often provide sup-
plements with funds collected
by Parent-Teacher Associations,
which means that teacher incomes
depend on the ability of parentsto
bear extra costs. Thus, wages vary
widely from region to region.

After major declines in pay in
Africa and Latin America during
the 1980s, there is growing recog-
nition that low salaries have hin-
dered attempts to attract and
retain qualified professionals.
Incentives can help make up the
difference. In Indonesia, for exam-
ple, teachers in rural or other ‘less
desirable’ areas receive a 50 per
cent salary bonus. Many African
countries require villages to house
rural teachers. In Tanzania, the
lack of accommodation for teach-
ersinrural areas became so severe
that in 1991 a presidential fund
was established to help resolve the
shortage.

Another way to control expen-
ditures while improving quality
is to use lower cost teaching assis-
tants recruited from the local com-
munity. Assistants spare teachers
from routine tasks and allow them
to spend more time working with
students. And, through ongoing
training, paraprofessionals can

gradually work their way into the
professional ranks.

These are all innovative strate-
gies to squeeze every last bit from
the funds available, an activity
that becomes even more impor-
tant when demand for schools is
expanding. But efforts to stretch
budgets must not be allowed to
undermine the quality of educa-
tion. While Myanmar has under-
gone rapid expansion of primary
schooling, in 1993-1994:two thirds
of its teachers had no training and
only 4 per cent had access to in-
service training,

Tanzania illustrates what can
happen if funds are cut when
spending is already at a mini-
mum. In response to repeated
calls by international donors to
reduce per-pupil expenditures,
the country cut education expen-
ditures dramatically. A 1990 sur-
vey found that half of all primary
school teachers were depending
on other sources of income and a
quarter of secondary school
teachers were holding down addi-
tional jobs, sometimes cutting
class hours short to do so. Dilap-
idated schools lacked chairs and
were jammed with an average of
60 students in every classroom.
Books and materials were almost
non-existent.

The dearth of supplies is a seri-
ous impediment almost every-
where in the developing world. A
1995 study in 14 of the world’s
least developed countries found
thatin9, fewer than half the class-
rooms had a usable chalkboard.
Children need to read daily to
solidify theirskills, butin 13 of the
14 countries, at least 70 per cent
of pupils had no books at home. In
most African countries, pupils
must provide their own notebooks,
pens and slates. Since books are
oftenimported and therefore very
expensive, few children have any
books at all. In 1990 in Tanzania,
an average of 12 students were
sharing each book.

In these situations, parents and
communities are asked to fill the

Despite the obstacles of mountainous terrain and isolated villages, Bhutan is
making efforts to expand education access. Three boys share a book in the yard

of a school.

gap. In Viet Nam, communities
have been reasonably successful at
providing school buildings at low
cost through voluntary labour and
contributions. In Uganda, con-
struction of primary schools has
been left entirely to parents and
communities, resulting in great
discrepancies from one commu-
nity to another. Fewer than half
the country’s classrooms are per-
manent structures, and in some
regions, almost half the classes
are held outdoors for lack of class-
rooms. Currently, 1 million chil-
dren (one third of those aged 6-10)
are not enrolled in primary school.

When communities and par-
ents are simply asked to pay the
bill, they may view education as a
burden. But if they are given a
meaningful role, they usually con-
tribute willingly. In Guinea, for
example, parents take part in

resolving issues such as quality of
teaching. Committees of parents
and community members have
also been formed in Zimbabwe to
encourage participation in plan-
ning and managing education.

Curricula for today

Once they arrive in the classroom,
primary school teachers often
find a curriculum that is out of
date and irrelevant to the lives of
the students. But revising it is pri-
marily a question of political will,
as Zimbabwe found soon after its
independence in 1980. Over a
period of about two years, panels
of teachers, university educators
and government officials at
national and local levels collabo-
rated in the effort. The new cur-
riculum highlights the country’s
history and culture, the environ-
ment and national unity. Care was
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The lack of books, slates and other school supplies is a serious problem almost
everywhere in the developing world. These Egyptian girls are reading books bor-
rowed from a mobile library in a suburb of Cairo.

taken to include people of differ-
ent ethnic groups in illustrations
and examples.

Once consensus on content was
achieved, attention turned to text-
books. Commercial publishers
were encouraged to develop their
own books, aslong as they matched
the curriculum. Meanwhile, the
Ministry of Education printed
inexpensive booklets on newsprint
and distributed them free of charge
so that every school would have a
basic supply. For the first 11 years,
the Ministry required that text-
books be published in the country.
Along with getting learning mate-
rials into the hands of its students,
Zimbabwe’s policy turned pub-
lishing into one of the most vibrant
industries in the country.

The curriculum used in the
schools of the Bangladesh Rural
Advancement Committee, or
BRAC, aims to teach basic liter-
acy, numeracy and social aware-
ness, while also developing the
child’s creative and social skills
through poetry, crafts and singing
and dancing.

BRAC is probably best known
for its success in placing girls in
quality schools. In its 30,000
schools, which aim to serve the
poorest families, two thirds of the
seats are filled by girls. BRAC
succeeds in part by building its
facilities in rural villages close to

children’s homes and giving pref-
erence in hiring to women, who
make up about three quarters of
the teachers.

The success of the programme
demonstrates that the goal of uni-
versal primary education cannot
be achieved unless efforts are made
to make schooling equally acces-
sible to girls. In the developing
world, 20 per cent of girls are not
enrolled. Just one in four of Burk-
ina Faso’s school-age girls attends
school, and in Yemen, 39 per cent
of girls are enrolled—compared
with 73 per cent of boys.

Girls’ lower rates of school
attendance result from a compli-
cated set of issues stemming from
poverty and cultural practices:
their domestic duties, teachers’
preferential treatment of boys, the
lack of female teachers, fear of
sexual harassment and rape, dis-
tance from schools, lack of sanita-
tion and traditions that put greater
value in educating boys than girls.

These obstacles are hard to
overcome, but political will and
demonstrated support for girls
have already made a big differ-
ence in many cases. Schools in
countries including Kenya, Nepal,
Pakistan and Senegal adapt to
accommodate girls’ domestic and
other responsibilities. Through-
out the developing world, new
cadres of female teachers are eas-

UNICEF/96-0248/Toutounji

ing parents’ concerns about send-
ing their daughters to school.

Localizing education

Here in Ghana, a quarter or more
of all girls are not enrolled in pri-
mary school. Getting them into
the classroom is one of the goals
of our current programme to
improve education quality. This
activity has paralleled efforts to
recover from the devastating eco-
nomic decline of the 1970s and
early 1980s.

In 1980/1981, just before the
reform began, education’s share
of the national recurrent budget
was 17 per cent, but by 1994.it had
reached a peak of 41 per cent,
withabudget of 187 billion Cedis
($100 million). Although it
dropped to 35 per cent in 1997,
the share of the education budget
devoted to primary schooling
climbed to 66 per cent this year,
from 44 per cent in 1984.

After a decade of reform, we
are working to improve the qual-
ity of instruction, strengthen and
decentralize management and
make sure more children have a
seat in the schoolroom. In 1996,

One of the goals of Ghana’s educa-
tion reform programme is to get more
girls in the classroom. In the rural
town of Tamale in northern Ghana,
a girl in primary school uses a stone
Jfora seat.

UNICEF/Pirozzi

we initiated a plan for Free, Com-
pulsory and Universal Basic Edu-
cation, or FCUBE, aimed at
expanding access, improving
teaching quality and increasing
efficiency in administration.

One of our main objectivesis to
localize education. District Edu-
cation Oversight Committees and
local School Management Com-
mittees have been established
nationwide to participate in
teacher recruitment and school
upkeep. FCUBE also provides
scholarships for girls. The quality
of teaching is receiving a big
boost with teacher colleges ear-
marked for renovations and new
training programmes.

A new curriculum is being
developed, and our policy requir-
ing that children be taught in
their mother tongue for the first
three years of primary school will
be more vigorously pursued. The
curriculum will continue to ad-
dress new challenges and trends,
such as teen pregnancy, drug
abuse, HIV/AIDS, safe mother-
hood and the environment. Sci-
ence resource centres are being
established in all 110 districts,
building know-how in science and
computer literacy to prepare our
children for the future—and the
present.

The challenges faced by all
countries in fulfilling people’s
human rights are substantial.
Education is not only a funda-
mental right, it is also the best tool
governments have for guarantee-
ing that their citizens have the
ability to claim their other rights.

In the early 1990s, more than
one quarter of the 94 million chil-
dren who enrolled in school in
developing countries each year
did not reach the fifth grade.
More than 25 million girls and
boys walked through the class-
room door full of excitement and
anticipation—only to have their
hopes thwarted. That is a human
tragedy. If we can find the will, we
can create schools that fulfil their
hopes and dreams. l
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Doing more with less

Enrolment and GNP per capita
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When it comes to getting young peo- The Convention on the Rights of
ple into the schoolroom, some coun-  the Child mandates that countries
tries are doing far better than others ~ make primary education free and
with comparable or higher incomes.  compulsory, and the World Summit I I I |
Thirteen countries have primary for Children goal for the year 2000 is 0 200 400 600 800

school enrolment rates 10 or more
percentage points above the average
rates for their per capita GNPs. In
contrast, 13 other countries have rates
10 percentage points or more below
average for their income.

Among the poorest countries, with
per capita GNPs below $300, Bang-
ladesh, Kenya, Malawi and Viet Nam
have enviable enrolment rates of over
80%, about 20 percentage points above
what could be expected at their income

universal access to basic education
and completion of primary school
by at least 80% of primary school

age children.

Girls’ education:

GNP per capita ($)

Note: Graph includes only those countries that have annual GNP per capita below $800, school enolment rates
10% or more above or below the average and data from 1990 or later. Enrolment figures are for children aged 6 fo
10 years except Burkina Faso (7-13) and Niger (7-12).

Sources: Demographic and Health Surveys and other national surveys, various years, 1990-1995.

Commitment or neglect?

Girls’ enrolment: A primary
problem in 8 countries

Primary school enrolment in countries
with per capita GNP below $500

level. But in a similar income bracket, Gen:ier el ? Gende'r gaps ]‘St
ercentage points ercentage points
Ethiopia, Haiti, Mali and Niger enrol . qgrl\d 5nder an ove? .
less than 30% of their primary school
age children. Malawi’s rate compares % point gap % point gap
well even with that of Saudi Arabia _ Nicaragua *-3  Benin 36
(not on the chart), which at 63% is 20 é Haiti *~1  Yemen 34
pointslower than Malawi’s, although its § Bonglaleesh 0 g‘?d - 32
per capita GNP ($7,040) is 40 times 3 Malawi o vIneaBIssau
. . £ Rwanda 0 Togo 22
hlgber than Malawi’s. . % Zambia 0 Nepal 20
Zimbabwe (per capita GNP of % Georgia 1  Gambia 18
$540) has a remarkable 90% rate; Ghana 1 Niger 15
Guinea. at the same economic level Nicaragua is one country where a higher percentage of girls are enrolled in Madagascar 1
N L, ? school than boys. This girl in Managua does her homework outside a e 2
comes in under 35%. China’s rate of building damaged during the country’s civil war. Mo:ritonio 2
95% is an impressive 20 percentage Nt 5

points above the average rate for its Twelve countries with annual per capita GNPs below $500 show little or

income; in the same income cate- no disparity between girls’ and boys’ primary school enrolment rates.

* A negative gender gap indicates a higher enrolment
rate of girls.

Sources: UNESCO and UNICEF.

gory, Cote d’Ivoire and Senegal have However, in 8 countries with incomes in the same range, girls’ enrolment

rates nearly 30 percentage points lags 15 percentage points or more behind boys’ rates.

below average.
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Maths and science: Some
developing countries score high

Slovakia achieved the fourth-highest math score among countries with per capita

GNP below 5,000.

Inthelargest-ever international edu-
cation survey, 13-year-olds from Sin-
gapore outscored those from 40 other
countries and areas in mathematics
and science tests. Students from the
Republic of Korea placed second in
maths, and those from the Czech
Republic stood second in science.

In addition, Thailand achieved
higher scores in maths than wealthier
countries such as Denmark, Germany,
Spain and the United States, and per-
formed almost as well in science. Iran,
with relatively low scores, is close to
Denmark in science. Six of the top 15
placesin both maths and science went
to students from Eastern European
countries, while some wealthier indus-
trialized countries, including France,
Germany and the United States, were
not in the top 20.

The tests were given to the students
as part of the Third International
Mathematics and Science Study.
Comparisons of factors such as class
size, spending per pupil and class time
spent on subjects indicate that none of
these alone determines how well stu-
dents perform.

National wealth clearly does not
always predict educational perfor-

mance. Six countries with per capita
GNPs of less than $5,000 had maths
scores higher than other countries with
per capita GNPs 5 times greater.

Educational success

and wealth
Per capita Per capita
GNPless Maths GNP more
than $5,000  score  than $25,000
643 Singapore
605 Japan
CzechRep. 564
Slovakia 547
545 Switzerland
Bulgaria 540
539 Austria
Hungary 537
Russian Fed. 535
Thailand 522
509 Germany
503 Norway
502 Denmark
Overall average 500  United States
Latvia* 493
Romania 482
Lithuania 477
Iran 428
Colombia 385
South Africa 354

*latvian-speaking students.

Source: Reports from the Third International
Mathematics and Science Study 1994-1995,
November 1996.

UNICEF/91-029/Sprague

Student achievement in maths and science

Eighth graders’ scores on the Third International

Mathematics and Science Study

Maths
score

643
605
607
564
565
588
540
541
541
539
537
547
530
535
545
527
527
506
519
522
522
509
538
500
508
503
498
487
526
484
487
502
493
482
477
474
454
428
392
385
354

Singapore
Japan
Rep. of Korea
Czech Rep.
Belgium (Fl.)
Hong Kong*
Bulgaria
Netherlands
Slovenia
Austria
Hungary
Slovak Rep.
Australia
Russian Fed.
Switzerland
Ireland
Canada
UK (England)
Sweden
Thailand
Israel
Germany
France
United States
New Zealand
Norway
UK (Scotland)
Spain
Belgium (Wa.)
Greece
Iceland
Denmark
Latvia**
Romania
Lithuania
Cyprus
Portugal
Iran
Kuwait
Colombia
South Africa

Science
score
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Note: Countries are listed in order of combined maths and science scores. There are two UK
entries, England and Scotland, and two entries for Belgium, Flanders and Wallonia

*Study carried out prior fo reunification with China.

**latvian-speaking students.

Source: Reports from the Third International Mathematics and Science Study 1994-1995,

November 1996.
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A teacher reads to her students in an open-air classroom in Dhaka. More than
80% of Bangladesh’s teachers have had teacher training.

Do teachers make the grade?

School enrolment ratios are a funda-
mental indicator of a country’s com-
mitment to education, but they tell
nothing about the quality of teach-
ing. A pilot survey of 857 primary
schools in 14 least developed coun-
tries (with GNPs per person below
$1,000) sponsored by UNESCO and
UNICEF points to teacher educa-
tion and absenteeism as two areas in
dire need of improvement.

In 8 of the 14 countries, more than
50% of primary school teachers have
only 8 to 11 years of schooling—or
less. In Benin, Tanzania and Uganda
therateisabove 90%. Beninand Tan-
zania have compensated for lack of
education by training almost all their
teachers, but only 50% of Uganda’s

teachers are trained. And in Burkina
Faso, Cape Verde and Togo, more than
25% of teachers have no training.

In 9 out of the 14 countries, 10%
or more of teachers were absent two
or more days during the week before
the survey, and in Tanzania, Uganda
and Zambia 25% or more were
absent. However, the survey counted
attendance in training courses among
the reasons for absenteeism. Other
reasonsinclude teachers’ health, fam-
ily sickness or other family matters.

Most of the countries surveyed face
economic distress; however, invest-
ment in education, beginning with
the basics, is one of the most impor-
tant steps in promoting social
progressand economic development.

Primary school instruction quality in least developed countries

% teachers with
a lower secondary

% teachers
absent at least
2 days in week

% teachers
without teacher

education or less training before survey
Bangladesh 44 18 8
Benin 92 1 2
Bhutan 30 8 14
Burkina Faso 70 27 10
Cape Verde 87 35 10
Equatorial Guinea 77 8 8
Ethiopia 0 13 18
Madagascar 46 10 18
Maldives 89 22 8
Nepal 32 3 11
Tanzania 91 0 38
Togo 77 41 7
Uganda 91 50 30
Zambia 24 14 25

Source: A. Schleicher, M. Siniscalco and N. Postlethwaite, The Conditions of Primary Schools:
A Pilot Studly in the Least Developed Countries: Report to UNESCO and UNICEF, September 1995.

UNICEF/93-1883/Zaman

Rural kids short-changed

In Burkina Faso, 75% of primary
school age children in urban areas
attend school, but in rural areas only
26% do. The 49 percentage point gap
isthe greatestamong 41 countries sur-
veyed during the period 1990-1995;
in Mali, Morocco, Niger and Senegal
the gaps exceed 30 percentage points.
Nearly two thirds of the countries sur-
veyed have urban/rural gaps of at
least 10 percentage points or more. In
only 3 of the 41 countries—Bangla-
desh, Kenyaand Namibia—are atten-
dance rates in rural areas slightly
higher than in urban areas.

The surveys also measured dis-

parities between boys’ and girls’school
attendance and found that these were
notas great as those between urban and
rural attendance. In only 2 of the 41
countries— Yemen and Nepal—were
gender disparities greater than urban-
rural differences. In Yemen, the atten-
dance rate for girls is 34 percentage
points lower than for boys. In Nepal,
it is 20 percentage points lower.
Disparities between regions within
countries are also often significant. In
India, the rate of primary school atten-
dance in Kerala is 95%, while in Bihar
it is 51%. The rate in Lower Egypt is
89%, but dropsto69% in Upper Egypt.

Disparity in urban and rural attendance

% urban % rural Percentage point difference
Burkina Faso 75 26 49
Niger 62 20 42
Morocco 73 35 38
Mali 50 16 34
Senegal 65 32 33
Madagascar 84 54 30
Nigeria 89 59 30
Zambia 79 50 29
Yemen 79 51 28
Congo, Dem. Rep. 76 48 28
Central AfricanRep. 70 44 26
Haiti 86 60 26
Guatemala 73 51 22
Céte d'Ivoire 64 43 21
Guinea 47 27 20
India 84 64 20
Ghana 82 63 19
Cameroon 76 59 17
Rwanda 64 47 17
Uganda 78 62 16
Egypt 93 78 15
Pakistan 75 60 15
Nepal 82 68 14
Mauritania 61 48 13
Dominican Rep. 88 76 12
Tanzania 74 62 12
Algeria 97 88 9
Colombia 94 85 9
Malawi 91 82 9
Zimbabwe 87 78 9
Indonesia 97 89 8
Myanmar 91 84 7
Paraguay 84 78 6
Peru 90 84 6
Philippines 81 75 6
Turkey 74 70 4
Bolivia 90 87 3
Jordan 98 96 2
Kenya 83 84 1
Bangladesh 72 74 2
Namibia 75 77 2

Sources: Demographic and Health Surveys and other national surveys, 1990-1995.
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The intolerable status quo:
Violence against women and girls

Charlotte Bunch

Violence against women and girls is the most per-

vasive violation of human rights in the world
today. Its forms are both subtle and blatant and
its impact on development profound. But it is so

deeply embedded in cultures around the world
that it is almost invisible. Yet this brutality is not

inevitable. Once recognized for what it is—a

construct of power and a means of maintaining
the status quo—it can be dismantled.

magine a people routinely
subjected to assault, rape,

sexual slavery, arbitrary
imprisonment,torture,

verbal abuse, mutilation,

even murder—all because they
were born into a particular group.
Imagine further that their suf-
ferings were compounded by
systematic discrimination and
humiliation in the home and
workplace, in classrooms and
courtrooms, at worship and at
play. Few would deny that this
group had been singled out for
gross violations of human rights.
Such a group exists. Its mem-
bers comprise half of humanity.
Yet it is rarely acknowledged that
violence against women and girls,

many of whom are brutalized
from cradle to grave simply
because of their gender, is the
most pervasive human rights
violation in the world today.
Gender violence is also a major
health and development issue,
with powerful implications for
coming generations as well as soci-
ety in general. Eliminating this
violence is essential to construct-
ing the paradigm of human secu-
rity—and by that I mean peace,
peace at home and peace at large.
Without it, the notion of human
progress is merely a fantasy.
However, opening the door on
the subject of violence against
the world’s females is like stand-
ingat the threshold of animmense

Charlotte Bunch is Executive Director of the Center for Women's Global Leadership at
Rutgers University (US). She coordinated the Global Campaign for Women's Human Rights
af the 1993 World Conference on Human Rights in Vienna and women’s human rights

activities af the Fourth World Conference on VWomen in Beijing in 1995. She has been

a feminist author and organizer for over 25 years.

dark chamber vibrating with col-
lective anguish, but with the
sounds of protest throttled back
toamurmur. Where there should
be outrage aimed at an intolerable
status quo there is instead denial,
and the largely passive acceptance
of ‘the way things are’.

Consider a few facts from this
dark chamber—facts that leave
no doubt that gender violence
merits a prominent place on the
human rights agenda:

0 Roughly 60 million women
who should be alive today are
‘missing’ because of gender dis-
crimination, predominantly in
South and West Asia, China and
North Africa.

U In the United States, where
overall violent crime against
women has been growing for the
past two decades, a woman is
physically abused by her intimate
partner every nine seconds.

OlIn India, more than 5,000
women are killed each vyear
because their in-laws consider
their dowries inadequate. A tiny
percentage of the murderers are
brought to justice.

O 1In some countries of the
Middle East and Latin America,
husbands are often exonerated
from killing an unfaithful, dis-
obedient or wilful wife on the
grounds of ‘honour’.

O Rape as a weapon of war has
been documented in seven coun-

triesin recent years, though its use
has been widespread for centuries.

0 Throwing acid to disfigure a
woman’s face is so common in
Bangladesh that it warrants its
own section of the penal code.

0 About 2 million girls each year
(6,000 every day) are genitally
mutilated—the female equivalent
of what would be amputation of all
or part of the male penis.

O More than 1 million children,
overwhelmingly female, are forced
into prostitution every year, the
majority in Asia. In the wake of
the AIDS epidemic, younger and
younger children are being sought
in the belief that they are less
likely to be infected.

At first glance, this brutal litany
of statistics might seem wildly
exaggerated. Yet while it is true
that gender violence is a new field
of research and studies are often
limited in size, it is nonetheless
clear that these crimes are, in the
main, vastly under-reported. As
social scientists are now discover-
ing, the sheer scope and univer-
sality of violent acts against
women and girls defy even the
most educated perceptions.

Equally shocking is the fact that
most gender violence not only
goes unpunished but is tolerated
in silence—the silence of society
as well as that of its victims. Fear
of reprisal, censorship of sexual
issues, the shame and blame of
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In Sillakoro ( Céte d’Ivoire), female genital mutilation is practised as part of an initiation rite that takes place in a
Jorest. Three months after they were excised, these adolescent girls take part in a ritual ceremony, walking single file into
the village from the forest.

those violated, unquestioning
acceptance of tradition and the
stranglehold of male dominion
all play their part. In many coun-
tries, so does the active or passive
complicity of the State and other
institutions of moral authority.

In addition, while gender vio-
lence is as old as humanity, it is
only in the past decade that it has
been publicly recognized, sys-
tematically studied and legislated
against to any significant degree.
In the 1990s, such violence finally
gained currency on the interna-
tional level with its recognition as
ahuman rightsissue. That is wel-
come news, and most of the credit
goes to women’s groups that have
struggled against enormous odds
to bring the issue to light. But this
is no reason for complacency.

As the second millennium
draws to a close, there have been
reprisals against the progress in
the field—rightly regarded as a
challenge to male primacy. Some
studies even suggest that certain
forms of violence against women
and girls are on the rise. For gender

violence, in all of its varied mani-
festations, is not random and it is
notabout sex. It servesa deliberate
social function: asserting control
over women'’s lives and keeping
them second-class citizens. Con-
stant vigilance is needed to protect
the fragile gains made thus far, to
continue along the road to equal-
ity—and to bring an end to the
torrent of daily violence that
degrades not only women but
humankind in its entirety.

The intimate enemy

For tens of millions of women
today, homeisalocus of terror. It
is not the assault of strangers that
women need fear the most, but
everyday brutality at the hands
of relatives, friends and lovers.
Battering at home constitutes by
far the most universal form of
violence against women and is a
significant cause of injury for
women of reproductive age. Yet it
is not the sort of act that com-
mands headlines because it hap-
pens behind closed doors and
because victims fear speaking

out. Even in a comparatively open
society like the US, research
shows that only 1 in 100 battered
women ever reports the abuse
she suffers. Crime statistics reveal
that most women who are raped
know their attackers, as do 40 per
cent of female murder victims.
Indeed, domestic violence is
tragically commonplace. It occurs
across education, class, income
and ethnic boundaries. A World
Bank analysis of 35 recent studies
from industrialized and develop-
ing countries shows that one quar-
ter to one half of all women have
suffered physical abuse by an inti-
mate partner. And while there are
not yet enough data to make accu-
rate country-by-country compar-
isons, the prevalence and pattern
of domestic violence are remark-
ably consistent from one culture
to the next. Statistics on rape from
industrialized and developing
countries show strikingly similar
patterns: Between one in five and
one in seven women will be vic-
tims of rape in their lifetime.
One might assume that the

Liz Gilbert/Sygma

spreading emancipation of women
would have diminished the reach
of violence. Yet violence in the
home has been stubbornly resis-
tant to advances in women’s
rights. In many Western coun-
tries, domestic violence is tar-
geted by law and the media, but it
has not summoned the sort of
insistent public campaigns as
have issues such as driving while
intoxicated or smoking.

Further, in most countries
today, domestic abuse is officially
regarded as a private family mat-
ter. While sexual and physical
assault are broadly accepted as
crimes outside the home, the law
in most countries is mute when it
comes to attacks within the fam-
ily nest. Laws that stop at the
doorstep of the family are a form
of moral hypocrisy. And there are
other equally compelling reasons
why the issue cries out for urgent
and fervent public attention.

First, domestic violence reaches
menacingly into the next genera-
tion. Children of violent fathers
are often physically abused along-
side their mothers. In addition,
studies show that children of vio-
lent parents are more apt not only
torepeat that behaviour with their
own offspring but to commit vio-
lent acts in the larger society. This
dangerous cycle must be broken.

Second, there are clear parallels
between behaviour within and
outside the home. If the systematic
oppression of women and girls is
tolerated widely at the family level,
society at large will be shaped
accordingly. Studies strongly indi-
cate that domestic violence is a
key component of social problems,
including street children, child
labour and prostitution.

Third, it is a matter of public
health. Violence debilitates wo-
men and girls physically, psycho-
logically and socially, sometimes
with lifelong results.

Fourth, family violence affects
the healthy development and pro-
ductivity of all societies. Women
are now widely accepted as the
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cornerstone of sustainable devel-
opment; protecting their rights
and raising their status is essential
to endeavours ranging from fam-
ily planning to food production.
Women’s aspirations and achieve-
ments are powerfully inhibited,
not just by the injuries of physical
attacks but by the implicit threat
of male violence.

This is a lesson learned early,
when the shadow of violence
begins to restrain a girl’s imagi-
nation of what she can do and be.
The lesson is never forgotten.
Where is the woman who has not
felt a whisper of fear in the face of
male aggression—and limited her
activities accordingly?

Harmful traditions

In all societies, poverty, dis-
crimination, ignorance and social
unrest are common predictors of
violence against women. Yet the
most enduring enemies of a
woman’s dignity and security are
cultural forces aimed at preserv-
ing male dominance and female
subjugation—often defended in
the name of venerable tradition.

In industrialized societies like
the US, where institutions for-

mally frown on gender violence,
behaviour belies official pro-
nouncements: rap music insulting
women as ‘whores’; a popular
men’s magazine that celebrates
gang rape and depicts female bod-
ies being fed into meat grinders;
sexual harassment of women try-
ing to integrate into the armed
forces; and societal pressures that
induce young women to starve
themselves or use technology to
create ‘ideal’ bodies, often destroy-
ing their health in the process.

In developing countries, vio-
lent practices against women are
often recognized and defended
as strands of the cultural weave.
Wife-beating, for example, is
considered part of the natural
order in many countries—a mas-
culine prerogative celebrated in
songs, proverbs and wedding cer-
emonies.

At their most extreme, expres-
sions of gender violence include
‘honour’ killings, female genital
mutilation and dowry deaths,
as well as a deep-seated, even
murderous, preference for male
children.

In courts of law, the ‘honour
defence’ is institutionalized in

A repatriated refugee waits with her child in a resettlement camp in
Nicaragua. Despite international conventions designed to protect them, women
are particularly vulnerable during times of political or ethnic conflict.

UNICEF/93-1169/Horner

some Middle Eastern and Latin
American countries, allowing
fathers or husbands to walk away
from murder. In 12 Latin Ameri-
can countries, a rapist can be exon-
erated if he offers to marry the
victim and she accepts. In one
country, Costa Rica, he can be
exonerated even if she refuses his
offer. The family of the victim fre-
quently pressures her to marry
the rapist, which they believe
restores the family’s honour.

The concept of male honour—
and fear of female empower-
ment—also underlies the practice
of female genital mutilation
(FGM). This excruciating proce-
dure removes part or all of a girl’s
external genitalia and causes life-
long health problems for some
women. [t is aimed at preserving
female chastity and marriage
prospects and achieves its purpose
at the expense of a woman’s sex-
ual pleasure and bodily integrity.
Up to 130 million women and girls
today in at least 28 countries,
mostly in Africa, have had their
genitals excised to some degree.

Defenders of the rite, who in-
clude many women, call FGM a
traditional cultural practice of no
business to outsiders. This is an
old song. Throughout history,
‘culture’ has been invoked to jus-
tify abhorrent practices ranging
from slavery to binding women’s
feet. FGM must be eradicated
because it is a grave human rights
violation and a public health
menace that transcends any and
all cultural boundaries.

Traditions also feed the prac-
tice of ‘dowry death’, in which a
woman is killed because she is
unable to meet her in-laws’ de-
mands for dowry. In India, over a
dozen women a day die as a result
of such disputes, mostly in
kitchen fires designed to look like
accidents.

‘Son preference’ is another
insidious force directed against
women, particularly in Asia.
Genetic testing for sex selection,
though officially outlawed, has

become a booming business in
China, India and the Republic of
Korea. Anecdotal evidence sug-
gests that outright infanticide,
usually of newborn girls, takes
place in some communities in
Asia, while discrimination in
health care also cuts short the
lives of unwanted girl children in
some regions.

[n 12 Latin
American countries,
a rapist can be
exonerated if his
victim agrees to
marry him.

In countries where people have
adequate health care and food,
105 boys are born on average for
every 100 girls, but fewer male
babies survive the first year of
life, reflecting the female’s inher-
ent biological advantage. In some
nations, mostly in Asia, the sex-
ratio drops dramatically. All told,
violent discriminatory practices
directed at girls and women have
driven an estimated 60 million
females off the face of the earth.
Yet, instead of an international
uproar over these disappearances,
the plight of the so-called ‘miss-
ing women’ is usually noted briefly
in the women’s section of devel-
opment reports.

As war becomes less a battle
between countries and more a
struggle for supremacy between
ethnic groups, women and girls
increasingly face rape and forced
pregnancy in times of conflict.
Well over 20,000 Muslim women
were known to be raped in Bosnia
and Herzegovina during the Bal-
kan war, and more than 15,000
women were raped in one year in
Rwanda. Just in recent years, mass
rape has also been reported as a
weapon of war in Cambodia, Li-
beria, Peru, Somalia and Uganda.

These are but a few of the ways
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that society drives home the mes-
sage that a woman’s life and dig-
nity—her human rights—are
worth less than aman’s. From the
day of their birth, girls are deval-
ued and degraded, trapped in
what the late UNICEF Execu-
tive Director James P. Grant
poignantly termed ‘the apartheid
of gender’. Long after slavery was
abolished in most of the world,
many societies still treat women
like chattel: Their shackles are
poor education, economic depen-
dence, limited political power,
limited access to fertility control,
harsh social conventions and
inequality in the eyes of law. Vio-
lence is a key instrument used to
keep these shackles on.

Changing the status quo

There is nothing immutable
about the violent oppression of
women and girls. [tis a construct
of power, as was apartheid, and
one that can be changed. But
because it has been so deeply
ingrained, for so long, in virtually
every culture remaining on earth,
the effort to dismantle the soci-
etal structures that tolerate it, or
patently refuse even to see it, will
require creativity, patience and
action on many fronts.

Stopping violence against wo-
men and girls is not just a matter
of punishing individual acts. The
issue is changing the percep-
tion—so deep-seated it is often
unconscious—that women are
fundamentally of less value than
men. It is only when women and
girls gain their place as strong and
equal members of society that
violence against them will be
viewed as a shocking aberration
rather than an invisible norm.

The old saying that the longest
journey begins with a single step
applies here. All over the world,
many people have begun to take
small steps towards establishing
full citizenship for women and
girlsinajust society. They include
the husband and wife who refuse to
subject their daughter to FGM;

Participants in a tailoring programme in the Upper Nile region of Sudan make
garments_for their community. Skills training programmes help women gain a degree
of economic independence, crucial in areas where many women have lost their
husbands in armed conflicts.

the judge who metes out the max-
imum penalty to a rapist; the
young man who participates in a
‘take back the night’ rally; and the
parliamentarians who reform their
countries’ laws in fulfilment of
women’s and girls’ human rights.

Globally, that first step must
be implementation of the Con-
vention on the Rights of the
Child (ratified by 190 countries as
of May 1997) and the Convention
on the Elimination of All Forms of
Discrimination against Women, or
CEDAW (ratified by 160 coun-
tries). Although beliefs and prac-
tices do not change magically with
the ratification of treaties, they
are a vital first step because they
lay the groundwork for ongoing
social and legal reform.

The Convention on the Rights of
the Child is critical because of the
broad overlay between women’s
and children’s rights. Gender vio-
lence becomes a feature of a girl’s
life long before adulthood, whether
in the home or as part of abroader
social pattern of abuse. The Con-
vention obliges ratifying States to
take all appropriate measures to
protect children from “all forms of
physical or mental violence.” Spe-
cificinjunctions target harmful tra-
ditional practices, sexual abuse and
trafficking in children.

Now that the Convention has

been ratified by all but three coun-
tries on earth, actions are under
way in many nations to make it a
real force in children’s lives. For
example, juvenile justice systems
are being reformed in about half
the countries in Latin America,
and a number of countries, most
notably the Philippines, have
strengthened laws protecting chil-
dren against sexual exploitation.
Similar efforts are under way to
bring CEDAW to life. In Botswana
and Zimbabwe, judges have used
CEDAW to prevent discrimina-
tion against women in citizenship
laws. Brazil has drafted a new
Constitution reflecting CEDAW’s
goals, and Tanzania has reversed
a discriminatory customary law
relating to clan land. Several Latin
American countries and Sweden
have established ombudswomen
to address women’s concerns. At
least six countries have set up
police stations just for women,
and Mexico has appointed a spe-
cial prosecutor for sex crimes.
Cameroon and China recently
opened their first shelters for
domestic abuse victims. These
institutions not only protect women
but serve as a constant reminder to
all of society that women’s rights
are an issue of state concern.
These are important steps for
women'’s rights in general and for

UNICEF/95-0484/Linton

stopping violence in particular,
but so far there are too few steps
taking place in too few countries.
The majority of countries that
have ratified CEDAW have yet to
incorporate its principles into
domestic law and practice.
CEDAW faces deep resistance, as
indicated by the fact that it has
more substantive reservations
entered against it than does any
other international treaty. (See
accompanying news story. )
Implementing these rights must
start with the education of girls.
Their unequal access to education
is one of the most fundamental
abridgements of human rights
and one that perpetuates their
weakened position, making them
vulnerable to oppression and ulti-
mately to violence. In addition to
the obvious benefits of literacy
and numeracy, education gives
girls the confidence to make the
most of their abilities. The educa-
tional system also provides a
forum for challenging attitudes
about violence—for both boys
and girls. In addition, having girls
in the classroom sends a potent
message to boys about equality.
Girls” education is the assured
route to women’s economic ems-
powerment. Earning money ele-
vates a woman’s self-esteem and
her standing in her home and com-
munity. It can also propel a woman
out of adestructive relationship or
encourage her to change its terms.
Building on the famous ex-
ample of Bangladesh’s Grameen
Bank, schemes that establish re-
volving funds to give women
small business loans are springing
up in all regions. More than 20
countries have begun microcredit
programmes that often link loans
tosocial and health services, help-
ing women to care for themselves
and their children. The credit is
used for such projects as livestock
raising, opening small shops and
paying school fees. More than
15,000 Cambodian women have
obtained small loans, for example,
and Viet Nam has seen a dramatic
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increase in school enrolment
among daughters of borrowers.

Efforts are also under way to
end traditional practices that vio-
late women and girls. A number
of groups are beginning to have
some success in persuading both
men and women that FGM claims
too high a price. Some clerics have
begun to speak out against it,
and efforts are under way in the
Gambia and Kenya to develop a
coming-of-age ritual that does
not involve any cutting. Another
hopeful sign is recent action by
Canada and the US to grant
political asylum to some women
threatened by FGM in their home
countries, thereby defining the
practice as a legitimate criterion
for refugee status.

Political power is also crucial to
women’s empowerment. Although
a female Head of State does not
guarantee equal rights for her sex,
women in positions of authority
throughout political systems
clearly have a beneficial effect,
not least by the example they set.
But there is far, far to go. And
while women have the right to
vote everywhere except in six Mid-
dle Eastern countries and Brunei
Darussalem in South-East Asia,
worldwide they hold just 7 per
cent of high-level elected and
appointed offices in government.
(See league table.)

Women’s climb into the halls of
power challenges the existing
power structure, and replacing
that structure will require the col-
lective efforts not just of women
but also of supportive men. The
State and other institutions of
authority can be indispensable
allies.

The 1990s have been a decade
of unprecedented achievement
in women’s human rights. But
international recognition of vio-
lence against women as a human
rights issue did not happen with-
out a struggle. Women had to
organize in a global campaign to
demonstrate the extent of vio-
lence and its impact on their abil-

ity to exercise their human rights.
The international community
was called to witness its own fail-
ure to protect women’s funda-
mental right to personal security.

The defining moment of this
campaign—the Global Tribunal
on Violations of Women’s Human
Rights—came during the 1993
World Conference on Human
Rights in Vienna, where partici-
pants sounded a call to eliminate
“violence against women in pub-
lic and private life” and declared
that the rights of girlsand women
are “an inalienable, integral and
indivisible part of universal
human rights.” For an entire day
in Vienna, many delegates and
others at the Conference listened
as 33 women gave riveting per-
sonal testimony to the abuses they
had suffered.

On the scale of what takes place
every day in every community
of the world, it was a miniscule
but emblematic summary of
the anguish long faced by women.
But it was apparent, looking around
the room, that facts and figures

had been transformed into flesh
and blood, and the rapt audience
was profoundly changed by the
experience. The Tribunal marked
an official end to the centuries-
old cover-up of these atrocities,
and it awakened many women and
men to the international commu-
nity’s responsibility to protect
women from such abuse.

Later that year, in response to
the momentum generated in
Vienna, the United Nations Gen-
eral Assembly adopted the Dec-
laration on the Elimination of
Violence against Women, consid-
ered a formal elaboration of
CEDAW, which did not itself
specifically address gender vio-
lence when it was drafted in 1979.
This Declaration was alandmark
document in three ways: It
framed violence against women
within the dialogue on human
rights; it identified being female
as the primary risk factor for vio-
lence; and it broadened the defi-
nition of gender violence to
include all aspects of women’s
and girls’ lives. Another milestone

was the 1994 appointment of a
UN Special Rapporteur on Vio-
lence against Women.

A systematic effort to raise the
profile of violence against women
must involve every sector of every
society—the judicial system,
the media, educators, health care
authorities, governmental and
non-governmental agencies, politi-
cians, religious leaders and, of
course, individual women and
men. For the most part, it is
women’s movements with their
many non-governmental organi-
zations working across national,
cultural, religious and class lines
that have initiated and energized
the effort.

Few social movements have
registered as great an impact in
as short a time—and with such
remarkably peaceful methods.
And yet, these small, determined
groups continue to work largely
alone. How many government
officials have staked their careers
on resolving the problem of
gender-based violence?

It is time for them to do so. H

A journalist in training interviews women near Kathmandu. Education for girls and women is a reliable route to
economic empowerment and long-term change in the status quo.

UNICEF/93-1278/Murray-Lee
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WOMEN AT TOP LEVELS OF GOVERNMENT

ureaucracy has traditionally been a

male preserve, and while women are

slowly inching their way into govern-
ment positions, the number of women at
senior decision-making levels remains path-
etically low. But numbers, though powerful
indicators, are not an absolute barometer
of inequality. Discrimination against women
can end only when there is a sea change in

attitudes, when women’s inferior status at SUB-SAHARAN AFRICA MIDDLE EAST AND
NORTH AFRICA

all levels of society—economic, social and
political—is recognized as a travesty and

not the norm. Benin 19 Israel 13
Eritrea 19 Syria 7
Gambia 19 Jordan 6
Women at top levels of government Guinea 15 Libya 5
worldwide by sector Niger 14 Egypt 3
s Angola 11 Tunisia 3
Tanzania 11 Turkey 3
Uganda 11 » Regional average 2
Burundi 10 ﬂ Sudan 2
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Women make up only 7% of ministerial positions, globally. Even Mozambique 4
within this small percentage, they remain heavily concentrated in Sierra Leone 4
the areas of social affairs, including education, health and family. Togo 4
The total number of women ministers worldwide in the social cat- Cameroon 3
egory is 14%, whereas the total for political ministerial positions Gabon 3
isonly 3%, and for executive posts, 4% . Within the economic cat- Kenya 3
egory, women hold 4% of ministerial positions. They fare slightly Lesotho 0
better in the areas of law and justice, with 10% of posts. Madagascar 0
Source: Derived from data provided by the UN Division for the Advancement of VWWomen, based on Mauritius 0
January 1996 information from Waorld Wide Government Directory, Inc. Somc1|ic| 0
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and replacing it
will require the

efforts of both

women and men.

Selma Achipala, Counsellor of Namibia’s Permanent Mission to the UN.
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Outlawing violence against
women: A first step

Legislation against domestic vio-
lence has been enacted in 44
countries around the world; 17
have made marital rape a criminal
offence; 27 have passed sexual
harassment laws; and just 12
countries have laws against FGM.
The few laws that do exist vary
significantly in strength and en-
forceability from onelegal system to
another. In countries that have not
enacted specificlaws, it may be pos-
sible to prosecute offenders under
more general criminal statutes.
Some governments have intro-
duced accessible and well-inte-
grated legal provisions, such as
Ecuador’s 1995 law against domes-
tic violence—a clear-cut prohibi-
tion of physical and mental
assaults. Currentand former cohab-
itants and parties in non-marital
intimate relationships are included
in the legislation, and psychologi-
cal violence is explicitly defined.
Other laws are more vague:
New Zealand has enacted family

violence legislation without spe-
cific reference to women or girls;
in Malawi, a constitutional provi-
sion makes a general commit-
ment to implementing policy on
domestic violence.

In recent years, sexual harass-
ment has been publicly acknowl-
edged as harmful to women, and
countries are taking the first steps
by adopting legislation prohibit-
ing it. In the last two years, legis-
lation that directly addresses
sexual harassment has been
passed in Belgium, Belize, Costa
Rica, Finland, France, Ireland,
Paraguay, the Philippines and
Switzerland. Similar legislation
has been proposed in Chile, Italy,
Jamaica and South Africa.

Laws that criminalize gender-
based violence are positive steps
but they offer no guarantees.
Worldwide, even where laws are in
place, prosecution of perpetra-
tors is rare, and successful prose-
cutions uncommon.

The risk of death in childbirth increases where women lack access to emergency
obstetric care. Mother and baby recover from childbirth in a Cambodian hospital.

Risk of death in childbirth
can be as highas 1 in 7

Pregnancy and childbirth com-
plications are the leading cause of
death and disability for women of
reproductive age in developing
countries. In Afghanistan, Guinea,
Sierra Leone and Somalia, a wo-
man faces a 1-in-7 lifetime risk of
dying due to pregnancy or child-
birth. But in Spain, Switzerland,
Canada and Norway, the risk is 1
in 7,300 or less.

to deal with serious complications,
deliveries performed by skilled
birth attendants, family planning,
iron folate supplements, arichand
varied diet throughout pregnancy
and prompt initiation of breast-
feeding—vastly improve the odds.

Lifetime risk of maternal death
Highest risk

c s that b dleqislati . In 17 countries, women face at éfg_h“”ismn : in ; ,Ef\hiopiﬂb. 1 in Z
ountries that have enacted legislation against: : - vinea in ozambique | in
9 9 least a 1-in-10 chance of d} MZ Sierraleone 1in7 Niger 1in9
Domestic Guatemala United Kingdom ~ Sexual Paraguay from pregnancy-related causes  Somdlia 1in7  Rwanda 1in9
violence Guyana United States* ~ harassment  phijippines sometime during their lives. But Angola 1in8 Eritrea 1in10
Argentina Honduras Uruguay Argentina Spain in 16 countries the lifetime riskis ~ om" Iin8  Mli lin10
Australia Ireland Marital Australia Sweden . I Bhuton. lin9 Nepol 1in10
) ) 1in 4,000 or less. Complications  Burundi 1in9 Uganda  1in10
Bahamas Israel rape Austria Switzerland . . Chad 1ino
Bangladesh Italy Australia Bahamas United Kingdom from pregnancy and childbirth .
Barbados Jamaica Austria Belgium United States kill about 585,000 women each  Lowest risk
Belize Malawi Barbados Belize Female year. A woman faces that danger Spain  1in 9,200 laly 1in 5,300
Bolivia Malaysia Canada Canada genital each time she becomes pregnant Switz.  1in8,700 Belgium 1in 5,200
Brazil Mexico Denmark Costa Rica mutilation N P f ho.  Conoda 1in7,700 UK~ 1in5100
Canada New Zealand  France Finland Australia S0 the more pregnan.mes S. © . as, SNor\goy } n 2'388 éustrcl. } n 3'388
Chile Panama Germany France Burkina Faso the greater the total risk. Lifetime weaen - 1o, Ing- in4
i land G q risk of maternal mortalityis based Denmark 1in 5,800 Nether. 1in 4,300
China Paraguay Irelan ermany Canada : Y Austria  1in5,600 Finland 1 in 4,200
Colombia Peru New Zealand Guinea Egypt** on both the risk of dyll’lg from  Greece 1in 5,600 Slovenia 1in 4,000
Costa Rica Portugal Norway Ireland France*** maternal causes and the average Regional risk
Cyprus St. Lucia Poland Israel Ghana . - - -
) ) number of births. No pubhc Sub-Saharan Africa 1in13
Czech Rep. St. Vincent/ South Africa Lesotho New Zealand health bl h & Central Asia™ 1in 35
Denmark Grenadines Spain Malawi Norway ea.t probiems gwsgreater 18- Middle East & N. Africa 1in 60
Ecuador South Afica  Sweden Namibia Sudan**** parity between rich and poor gy /south Asia & Pacific 1in70
El Salvador Spain Trinidad/Tobago Netherlands Sweden countries than maternal mortality. ~ Americas 1in215
Finland Trinidad/Tobago  United Kingdom ~ New Zealand ~ United Kingdom Most obstetric deaths are linked ~ Europe 1in 1,400
France Tunisia United States* ~ Panama United States to five causes: haemorrhage, sep- Sjvell?ping countries : in 28
x or in

Legislation enacted by state law.
.

*** By court decision, not specific legislation
**** 1946 law only prohibits infibulation.

No criminal law, but a ministerial decree forbids the practice.

Compiled from various sources, January-May 1997, including R. Boland (editor, Annual Review of Population Law,
Harvard University); N. Toubia (Director of Research, Action & Information Network for Bodily Integrity of VWomen);
J. AeberhardHodges (International Labour Organization); and State Responses fo Domestic Violence, VWomen,

sis (blood poisoning), eclampsia
(convulsions leading to coma),
unsafe abortion and obstructed la-
bour. A number of interventions—
improved emergency obstetric care

* Figure influenced by high rates of fertility and maternal
mortality in Afghanistan.  If Afghanistan is excluded, life-
time risk of maternal death in Central Asia is 1 in 330

Source: WHO and UNICEF. Revised 1990 Estimates

of Maternal Mortality, A New Approach by WHO
and UNICEF, April 1996.

UNICEF/5887-92/Lemoyne

Law & Development Infernational, Washington, DC, 1996
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A bill of rights for women,
but with reservations

Few international treaties have
been as widely accepted as the
Convention on the Elimination
of All Forms of Discrimination
against Women (CEDAW). As of
May 1997, 160 countries had rat-
ified, acceded or succeeded to
CEDAW. Three—Afghanistan,
Sao Tome and Principe and the
United States—had signed, indi-
cating their intention to ratify.
Thirty States had neither signed
nor ratified.

But CEDAW, like its companion
treaty on the rights of the child,
has provoked scores of reserva-
tions—indicating widespread and
deep-rooted resistance to the con-
cept of full equality for women.
Nearly one third of States parties
have lodged substantive reserva-
tions or declarations, signalling
they will not be bound by cer-
tain CEDAW provisions—rang-
ing from equality in nationality
and citizenship and in sharing fam-

ily property to women’s participa-
tion in the military and the clergy.
A fewnations, including Malaysia,
Maldives, Morocco, Pakistan and
Tunisia, have gone much further,
filing general reservations to any
portion of the Convention that
conflicts with existing national,
customary or religious law.

Many of these reservations
appear to violate the 1969 Vienna
Convention on the Law of Treaties,
which prohibits reservations that
are incompatible with the object
and purpose of a treaty. Particu-
larly disturbing are reservations
from 24 nations against article 16,
a core provision that guarantees
equality between women and men
in marriage and family life.

Such reservations strike at the
heart of CEDAW. They reject the
extension of human rights pro-
tection into the private domain
and entrench the inferior role of
women. Similarly undermining

the purpose of CEDAW are most
of the dozen reservations to article
2, which outlines legal steps to
eliminate gender discrimination.

Although reservations come
from every corner of the globe, a
few generalizations can be drawn.
The five Nordic countries com-
prise the only region to accept
CEDAW without reservation.
The Caribbean countries have
lodged fewer reservations than
countries in other regions.

Most of the 12 ratifying States
in the Middle East and North
Africacited conflict with religious
or customary law as a reason for
not giving CEDAW unconditional
approval. Most of the region’s
nations defer to Islamic Sharia law
on matters pertaining to family or
the status of women. However, the
CEDAW review committee has
been able, through constructive
dialogue, to address reservations
with individual States parties.

It is encouraging that some
nations have modified or with-
drawn their reservations, often as a
result of this constructive rela-

Help wanted: Skilled birth attendants

Barely half the mothersin devel-
oping countries deliver their
babies under the supervision of a
physician, nurse or other profes-
sional with midwifery skills, a key
factor in ensuring survival of
both babies and mothers.
Countries with the lowest rates
of professionally attended births
also share some of the world’s
worst maternal mortality rates. Of
the 38 countries listed, nearly two
thirds have rates of at least 900
maternal deaths per 100,000 live
births. Somalia, the country with
the lowest percentage of profes-
sionally attended births (2%), has
amaternal mortality rate of 1,600
per 100,000 births. Next on the
chart are Afghanistan and Nepal,
both with 9% of births attended
by a skilled professional and with
maternal death rates of 1,700 and

The use of skilled birth attendants
(doctors, nurses and midwives)
helps reduce the risk of death
from pregnancy and childbirth

complications.

UNICEF/5889-92/Lemoyne

1,500, respectively.

Many of these countries suffer
from the common burdens of
poverty and war. Despite poverty,
though, some countries are mak-
ing progress. Thirteen nations
with per capita GNP of less than
$500 have managed to achieve
rates of 50% or more of births
attended by skilled professionals.

History has shown that the
presence of skilled birth atten-
dants is a key factor in bringing
down the number of maternal
deaths. Of the 46 countries in
which trained professionals attend
90% or more of births, only 5
have maternal death rates above
100 per 100,000 live births. In
the industrialized countries, 99%
of births are professionally
attended.

tionship. For example, Malawi
withdrew, in 1991, its general reser-
vation against provisions of
CEDAW that required immediate
eradication of certain traditional
customsand practicesand, in 1994,
Brazil withdrew its reservations to

key provisions of article 16.

Lagging on CEDAW
Signed but Monaco
not ratified Myanmar
Afghanistan Nauru
Sao Tome/Principe  Niger
United States Nive*

Oman
Not signed, Palau
not ratified Qatar
Bahrain San Marino
Brunei Darussalam  Saudi Arabia
Cook Islands* Solomon Islands
Djibouti Somalia
Holy See Sudan
Iran Swaziland
Kazakstan Syria
Kiribati Tonga
Korea, Dem. Tuvalu

Marshall Islands U. Arab Emirates
Mauritania
Micronesia, Fed.

States of

*CEDAW extends to these countries through New
Zealand's rafification.
Source: UN Office of Legal Affairs, May 1997

Risky childbirth
Countries with less than 50% of births
attended by skilled birth attendant

% %
Somalia 2 Guinea 31
Afghanistan 9 Nigeria 31
Nepal 9 India 34
Bangladesh 14 Guatemala 35
Ethiopia 14 Indonesia 36
Bhutan 15 Uganda 38
Chad 15  lesotho 40
Niger 15 Mavuritania 40
Yemen 16  Morocco 40
Burundi 19 BurkinaFaso 42
Pakistan 19 Gambia 44
PapuaN.G. 20 Ghana 44
Eritrea 21 Benin 45
Haiti 21 Coted'lvoire 45
Mali 24 Kenya 45
Mozambique 25 C. African Rep. 46
Rwanda 26 Egypt 46
Guinea-Bissau 27 Senegal 46
Cape Verde 30 Bolivia 47

Source: WHO, Maternal and Newborn Health and
Safe Motherhood Programme (1986-1996 datal,
Coverage of Maternity Care, 1997.
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No age of innocence:
Justice for children

Lisbet Palme

Whether due to government paternalism or to sim-
ple disregard for their rights, juveniles who come into
conflict with the law often face justice systems that
treat them capriciously and offer fewer protections
than they offer adults. Children in many countries
face the wrath of the law for the ‘crimes’ of being
poor, neglected or abused. Regardless of the rea-
sons for their offences, young people are entitled to
fair treatment at the hands of juvenile justice
systems that are designed to aid youngsters’ return
to productive society as quickly as possible.

o one can question
the notion that
children are enti-
tled to the funda-
mental necessities
of life: love and nurturance, food
and shelter, health care and edu-
cation. But the understanding and
acceptance of another fundamen-
tal entitlement—due process of
law—is harder to come by. Few
countries take seriously a young
person’s right to fair treatment at
the hands of the justice system;
few adults even realize that juve-

niles have this right. When young
people come into conflict with the
law, instead of finding compas-
sionand help, they often face harsh
punishment, and without the legal
protections that adults have.
Sometimes young offenders are
penalized just as if they were
adults, with the maturity and
experience to distinguish between
right and wrong on a grown-up
level. Sometimes they face even
worse: Adults must be accused
of breaking the law before they
can be legally detained, but in

Lisbet Palme, a psychologist specializing in children, is @ member of the Swedish Child and
Youth Advisory Commitiee and the International Negotiation Network of the Carter Center's
Conflict Resolution Program. She chaired the national and infernational Preparatory Com-
mitiees of the World Congress against Commercial Sexual Exploitation of Children (Stock-
holm, 1996) and is representing her Government in follow-up work to the Congress. Mrs.
Palme also served as @ member of the Eminent Persons Group of the UN Study on the Impact
of Armed Conflict on Children. She is Chairperson of the Swedish Commitiee for UNICEF.

many countries a judge can put
children in jail simply because of
‘irregular conduct’—they are
dirty or are sleeping on the street
or have lost their identity papers.

Sometimes the authorities put
a benevolent face on the punish-
ment, incarcerating children “for
their own protection’. In India,
for example, police can appre-
hend young people if they are
“likely to be abused or exploited
forimmoral orillegal purposes or
wrongful gains”—in other words,
any child who is pooris liable to be
victimized by the criminal sys-
tem in the name of altruism.

And sometimes juveniles in
detention are abused physically
and sexually, in some cases even
tortured, by those who are sup-
posed to guard them.

This treatment is inhumane,
and itisinconsistent with the Con-
vention on the Rights of the Child,
which was adopted by the United
Nations General Assembly in 1989
and has been ratified by all but
three countries on earth (Cook
Islands, Somalia and the United
States). When young people come
into conflict with the law, they need
help, not retribution.

I was only 20 years old when I
started to work for and with chil-
drenin detention. My experience
over the years has only strength-
ened my conviction that we must
develop juvenile justice systems

that are compassionate and ratio-
nal. Our children are entitled to
fair treatment, and society as a
whole will benefit when they
receive it.

Injustice to juveniles

Let us be clear about this: Juve-
niles are being subjected to grave
injustices at every moment in
countries around the globe. In
Jamaica, children as young as 10
are held for indeterminate peri-
ods of time, often with adults, in
dank detention cells. In Egypt,
children who work as prostitutes
are not only sexually exploited
for commercial purposes but are
criminalized and also face harsher
penalties than adult sex workers.
In Rwanda, youngsters below the
country’s age of criminal respon-
sibility (14) are imprisoned in
connection with the nation’s re-
cent genocide.

In Australia, aboriginal chil-
dren are incarcerated at 18 times
the rate of non-aboriginals. In
Sudan, children are subject to
punishments that include flog-
ging, amputation and execution.
In Kenya, up to 120 children a
week find themselves in Nairobi’s
juvenile court for the ‘crime’ of
being homeless. The majority of
children in the West Bank who are
sentenced according to Israeli
security laws have no legal right to
alawyer.
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In just the past 15 years, nine
countries are known to have put
offenders to death for crimes they
committed as juveniles. In the US,
137 juveniles have been sentenced
to death since 1973, and nine of
them have been executed for
crimes committed when they were
under 18. While China has out-
lawed capital punishment for chil-
dren under 18, in practice 16-
year-olds can be sentenced to
death—although the sentence is
suspended until they reach 18.

Young people accused of hei-
nous crimes comprise a tiny per-
centage of the juveniles who
come into contact with the crim-
inal justice system. The tragedy is
that the great majority of juvenile
offenders have committed minor
crimes or are guilty of nothing at
all. Many of those held in cus-
tody have not even been con-
victed—they are simply awaiting
trial, sometimes for extremely
long periods of time. In Lebanon,
forinstance, 90 per cent of incar-
cerated children are waiting to be
tried, some for as long as two
years.

The percentage of children
who are in custody is one indica-
tion of how effectively countries
are dealing with young offenders.
In Ttaly, with a population of 57
million, about 650 juveniles are
being detained on a typical day.
But in the US, with a population
just 5 times greater than Italy’s,
150 times more children are
detained—almost 100,000 young
people. This wholesale locking
away of young people cannot be
justified on any terms.

Most countries take a passive
attitude towards juvenile justice,
as evident from the lack of ac-
countability. Very few govern-
ments even keep track of how
many children are involved with
the criminal justice system. Any
country’s national statistics office
can tell you the percentage of
children who were born under-
weight, have been immunized, are
enrolled in school. But ask what

percentage of children are incar-
cerated and in most cases you will
receive no precise answer. How
can we possibly be caring prop-
erly for our children if we lack
such fundamental information?
Governments around the world
have agreed to track statistics on
child health and development as
a way to support their children’s
progress. Governments must
develop similar indicators about
how their young people fare in
the justice system. At a mini-
mum, every country should know
how many children are being
held, for how long and why.

The roots of conflict

I believe fervently that youthful
offenders are made, not born, and
that the vast majority would not
be madeif troubled young people
had the benefit of loving nurtu-
rance from supportive parents,
schools (including pre-schools)
and communities. When that sup-
portis wanting, they should come
under the care of youth guidance
authorities. Most children fall into
conflict with the law because such
assistance is simply not available
or does not operate properly.

Impoverished young people
experience society’s linkage be-
tween poverty and crime from an
early age. Many of them become
involved with the police and the
justice system simply because they
appear poor or socially undesir-
able, or because they ‘look’ dan-
gerous—not because they have
broken any law.

You don’t have to probe very
far into the backgrounds of chil-
dren who wind up in police sta-
tions and courtrooms to find a
common denominator: poverty.
In developing countries, poverty
often forces children out of the
house when they are as young as
10, sometimes even younger. They
may never have had the opportu-
nity to go to school, or may have
attended irregularly or been
‘pushed’ out, their performance
hindered by hunger or distance

from the school. Civil unrest may
have forced them to flee their
rural home for the city, where
they arrived without papers and
became separated from family
members or friends.

Atany rate, these young people
are probably living on the street,
where destitution may lead them
to steal from a shop, pick some-
one’s pocket or barter the only
thing they own—their bodies—
for survival.

In the industrialized countries,
many young people are sur-
rounded by wealth but live in
deprivation, taunted by the unat-
tainable riches of a consumer
society. Growing up in neigh-
bourhoods where every corner
has its drug dealer, and lacking
the role model of grown-ups who
go to legitimate jobs every morn-
ing, some find it impossible to
resist the temptation of the drug
trade’s easy money. Eventually
the police catch up with them.
That is often the start of a life in
which they know their probation
officers better than their teachers.

These children have been dis-
carded by their families and their
societies, and they hear that mes-
sage loud and clear. With the gap
between the rich and the poor
continuing to grow, we can expect
to see even more ‘discarded’ chil-
dren in the coming years.

The US, with

just 5 times the
population of Italy,
has 150 times more
children in detention.

A decision by a police officer or
a judge to detain a child on the
basis of some vague infraction
like vagrancy or suspicion of mis-
conduct can expose him or her to
callous injustice or to a system
that is overloaded, uncaring and
often designed for adults. When

poor children are accused of
more serious crimes, they typi-
cally receive the inferior services
of overworked lawyers—if they
getany legal representation at all.
Once stigmatized by a criminal
record, these juveniles become
scapegoats for the complex prob-
lems that adult society has been
unable to solve.

On the other hand, some young
people who should be handled by
the justice system escape it alto-
gether. In most societies, well-to-
do parents can often make use of
social connections to ‘take care
of” any charges brought against
their children when they come
into conflict with the law, even
when the accusations are serious.

The first step towards ensuring
fair justice for all juveniles isiden-
tifying the ‘many’—those in need
of social services—and separat-
ing them from the criminal jus-
tice system so it can function for
the ‘few’—the serious offenders.
The involvement in the justice
system of children whose only
‘crime’ is poverty also pads the
juvenile crime statistics, which in
turn inflame media accounts of
marauding young offenders.

When responsibility begins
All countries have an age at which
people become adults in the legal
sense of the word—they can vote,
sign legal contracts, marry. But
the Convention on the Rights of
the Child calls for countries to
establish a minimum age below
which young people “shall be pre-
sumed not to have the capacity to
infringe the penal law”—in other
words, an age below which they
are too young to be responsible
for their actions and therefore too
young to face criminal sanctions.

But this age varies widely, and in
many cases it is far too young: The
age of criminal responsibility is 7
yearsin, for example, Bangladesh,
India, Ireland, Jordan, Liechten-
stein, Myanmar, Nigeria, Pakistan,
South Africa, Sudan, Switzerland,
Tanzania and Thailand. Under
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common law, the age is also 7 in
most US states. A child barely old
enough to go to school cannot pos-
sibly have the maturity to under-
stand the consequences of his or
her behaviour. (See accompany-
ing news story. )

Given that such young children
can be subject to the penal code, it
is all the more important that each
country establish a humane and
constructive juvenile justice sys-
tem. Such a system is designed to
deal with young offenders until
they reach the age of adulthood. In
an ideal world it serves as a safety
net, catching children who com-
mit petty offences and, instead of
locking them away, helping them
learn asense of responsibility for
their actions. The system should
be based on knowledge of child
development. At the same time,
the juvenile justice system must
protect society from potentially
dangerous criminals.

In many countries, a few brutal,
highly publicized crimes by
young people have led to public
demands to lower the age at which
children are held criminally
responsible. Government leaders
must resist the temptation to
reduce the juvenile justice sys-
tem to a structure for retribution
designed for the rare hardened
child criminal. Glib slogans like
‘Adult time for adult crime’
betray the very people that society
has failed and encourage ‘ware-
housing’ of juveniles—in pris-
ons that in reality serve as training
grounds for criminals.

Preventing juvenile crime

There is no question that pre-
venting crime is preferable to
punishing it. Never is that more
true than in the case of juvenile
delinquency, so often a cry for
help from a troubled youngster.
The UN Guidelines for the Pre-
vention of Juvenile Delinquency,
known as the ‘Riyadh Guidelines’,
recognize the importance of pre-
venting young people from being
stigmatized by the justice system.

The Convention on the Rights of the Child requires that children who are deprived of their liberty, or incarcerated,
be treated with humanity and respect for their dignity. This young boy is in a children’s detention centre in Moscow.

The Guidelines call for the devel-
opment of measures that “avoid
criminalizing and penalizing a child
for behaviour that does not cause
serious damage to the development
of the child or harm to others.”
This statement sends a profound
message: Preventing juvenile delin-
quency or crimeis not just a matter
of protecting society—its aimis to
help children overcome their mis-
deedsand fulfil their potential. Itis
also less costly and more efficient
for society to prevent young people
from starting on criminal careers
than to pay for the outcome of
criminal behaviour.

Many programmes have been
established to help young people.
In the Canadian province of
Ontario, a Reasoning and Reha-
bilitation Project run by proba-
tion officers helps juveniles to
modify impulsive behaviour and
learn alternative responses to inter-
personal problems. Recidivism
has fallen dramatically among the

participants. In the Netherlands,
Project HALT requires vandals to
personally compensate their vic-
tims but in such a way that avoids
stigmatizing them with the label of
‘criminal’.

InMorocco, children’s clubs in
four cities offer recreational and
cultural activities for urban chil-
dren aged 7 to 12. The clubs also
offer moral support and guidance
to help young people remain in
school.

The Philippines has a pro-
gramme, begun in 1986, that
focuses on substance abuse, sex-
ual exploitation and children in
conflict with the law. Active in 32
cities, itincludes arange of activ-
ities to support street children
and prevent juvenile delinquency.
Belgium, Israel and the Nether-
lands all have a Children’s Rights
Shop where young people can
find help for problems relating
to the law and their rights.

Young people who commit

offences should bear the respon-
sibility for their actions—but
they must be held accountable in
a manner appropriate to their
level of maturity. Treating the
few serious offenders fairly but
firmly will take the heat off the
many who are unfairly labelled as
delinquents or worse.

Those who are found guilty
need help to reintegrate into
society, to develop opportunities
leading to a meaningful life.
They also need the best profes-
sional help that society can pro-
vide. The countries with the best
juvenile justice records are those
that keep contact between youth
and the police, courts and jails to
a minimum.

Many countries have far to go.
For example, England sometimes
incarcerates its young offenders
for indeterminate periods. The
Russian Federation has no juve-
nile courts, judges, prosecutors or
lawyers. In Yemen, the law allows

© 1993 Jason Eskenazi/Impact Visuals
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In a German detention facility,
a young man marks off the time
remaining in his sentence.

for the arbitrary detention of
children.

Societies may differ as to how
they interpret fundamental human
values, butin all societies the expec-
tation of responsible behaviour
increases as a child grows. We can-
not legitimately expect a seasoned,
mature understanding of the sub-
tleties of right and wrong from
adolescents, especially those who
have suffered from abuse or
neglect. Article 39 of the Conven-
tion specifically calls for countries
to take measures to promote the
recovery and social reintegration of
such child victims. We are dealing
with human beings who are still
developing. Our goal must be to
help mend what has gone wrong
and prepare them for later suc-
cess—not simply to punish them.

Real justice for juveniles

Fortunately, we have a useful tool
for developing our juvenile justice
systems: the Convention on the
Rights of the Child. Tt establishes
broad rights for children, and rat-
ifying countries pledge to reform
their laws to fulfil those rights.
Among its many benefits, the
Convention has served as a wake-
up call to countries that have not

© 1990 Larry Boyd/Impact Visuals

adequately addressed the issue of
juvenile justice.

The Convention, which defines
children as people below the age
of 18, lays out specific guidelines
for the treatment of any child
who runs afoul of the law. Among
its provisions, children are pre-
sumed innocent until proved
guilty and are entitled to appro-
priate legal counsel and fair reso-
lution without delay. It stipulates
that children accused of infring-
ing the penal code must be
treated in a way that promotes
their sense of dignity and takes
into account the desirability of
assuming a constructive role in
society. It prohibits cruel, inhu-
man or degrading punishment,
including capital punishment or
life imprisonment without possi-
bility of release. It stresses that
detention should only be a mea-
sure of last resortand only for the
shortest period of time.

The underlying message is
clear: The best interests of the
child must be at the heart of any
juvenile justice process. For those
young people found guilty of
criminal behaviour, the emphasis
should be on reintegration, not
retribution.

Along with the Convention and
the Riyadh Guidelines (adopted
in 1990), we have guidance from
the UN Rules for the Protection
of Juveniles Deprived of their
Liberty (1990) and the Standard
Minimum Rules for the Admin-
istration of Juvenile Justice
(1985), also known as the ‘Bei-
jing Rules’. The Beijing Rules
provide guidance to member
States in developing measures to
protect the human rights of chil-
dren in conflict with the law.
Underscoring once again the
importance of placing the child’s
best interests at centre stage, the
first of the Fundamental Per-
spectives of theserulesis: “Member
States shall seek, in conformity
with their respective general inter-
ests, to further the well-being of
the juvenile and her or his family.”

Reasoned responses

Prodded by the Convention,
many countries are beginning the
process of making their laws
responsive to the needs of juve-
nile offenders. In Latin America,
a remarkable reform of juvenile
justice has been under way since
1990, paralleling the region’s dra-
matic democratization process.
Brazil led the way with its Statute
for Children and Adolescents,
adopted following a fervent out-
cry provoked by widely publi-
cized violence against children
who were living on the streets.

The Statute sets out strict guide-
lines to ensure the rights and free-
doms of juveniles in conflict with
the law, including a specification
that detention be used as a last
resort and only for the shortest
appropriate period of time.
Bolivia, Costa Rica, Dominican
Republic, Ecuador, El Salvador,
Guatemala and Peru have also
enacted such measures, and
reform is under consideration in
Chile, Colombia, Nicaragua and
Paraguay.

Y;ungpeople must
be held accountable
for their offences in
a manner appropriate
to their level of
maturity.

In a first step towards more
progressive laws, Chile passed a
measure in 1994 that prohibits
incarceration of juveniles in
adult prisons. By 1996, the num-
ber of juveniles held in adult
institutions had fallen by more
than half, to less than 2,000. In
Costa Rica, about 140 juveniles
were deprived of their liberty
before passage of reform legisla-
tionin 1996. After its passage, the
number dropped to 40. This is
the result of rationalizing the sys-

tem so that those accused of
minor offences receive the help
they need for successful reinte-
gration into society, leaving only
serious offenders in detention.

One example of a reasoned
approach to juvenile justice is New
Zealand’s The Children, Young
Persons and Their Families Act of
1989. The legislation aims to sep-
arate welfare issues from justice
issues and to mete out justice
through consensus, rather than
heavy-handed government inter-
vention. The measure recognizes
the special needs of young people
by involving family members in
the justice process and bringing in
outside agencies that can offer real
rehabilitation alternatives. The
majority of youth are diverted
from criminal courts and con-
finement institutions.

In addition, New Zealand’s
process underscores the value
of partnerships. By involving
non-governmental organizations
(NGOs), outside legal counsel and
young people and their families,
the juvenile justice system remains
open. This openness reinforces
something that young people need
to know: The door into that sys-
tem swings both ways—it does
not lock forever behind them.

A unique opportunity for re-
form arose in South Africa with
the swift ratification of the Con-
vention on the Rights of the Child
in 1995 and President Nelson
Mandela’s enthusiastic endorse-
ment of the Convention. The
process combined the framework
of international instruments with
traditional African methods of
conflict resolution. Based on the
spirit of wbuntu, or community
approach, these strategies encour-
age the participation of the child,
family and community.

Likewise in Namibia, indepen-
dence and the ratification of the
Convention provided an oppor-
tunity to further juvenile justice
reform. Efforts began after a 1993
study found that 90 per cent of
children had been sentenced
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without legal representation, and
those sentenced to serve time
were being sent to adult prisons.
Now, a screening process has
been established to divert juve-
niles in the capital, Windhoek,
away from the justice system
where possible. The condition is
that they complete a life-skills
course, which teaches responsi-
ble decision-making. Young peo-
ple are increasingly being held
separately from adults in
Namibia, and a police training
manual has been prepared to
assist in developing the skills of
law enforcement officials in deal-
ing with juveniles.

With the adoption of a Child
Protection Code in 1996, Tunisia
embarked on an effort to create a
culture of child rights throughout
the country. The Code requires that
children in conflict with the law be
consulted and that their cases be
heard in juvenile courts presided
over by specially trained judges.

In Scotland, offenders under
age 16 appear before a ‘children’s
hearing’, which is not considered
acourt of law and has no punitive
options. In the West Bank, lawyers
from Defense for Children Inter-
national (DCI-Israel and DCI-
Palestine) have worked together to
represent minors in Israeli and
Palestinian courts. Although there
isnot yet ajuvenile justice system
in Gaza, a cooperative training
project of DClI-Israel and Pales-
tinian Lawyers for Human Rights
has provided training to build
such a system.

For the most part, I am proud
of the attention my country, Swe-
den, has given to juvenile justice.
The system emphasizes care by
social service agencies for anyone
under 21. Children under 15 may
not be sentenced under the penal
code, and only in rare cases is
imprisonment allowed for a child
under 18. A prison sentence is
allowed for young people between

18 and 21 only if the crime is
especially serious, and life impris-
onment is not permitted for a
crime committed by anyone
younger than 21. However, in
recent years we have seen a num-
ber of heinous crimes committed
by young people in Sweden. In
these cases the courts have seen
no alternative to a prison sen-
tence. A recent government report
has proposed new alternatives for
these offenders, such as special
youth homes.

Some countries have so far
faltered in their attempts to
reform their juvenile justice
systems. India’s Juvenile Justice
Actof 1986, designed to promote
uniform treatment on the basis of
minimum UN standards, has
faced spotty implementation. The
Actsupports separate systems for
handling destitute children and
delinquent children, promotes
humane and non-institutional ser-
vices and emphasizes NGO par-

When young people come into conflict with the law, they need to know that the door into the justice system swings both
ways—it does not lock forever behind them. In Cleveland (US), a teenager is held in a juvenile detention centre.
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ticipation. Butin action it hasnot
proved to be very child-friendly.
Officials who deal with children
have not been adequately trained,
and while the State is empowered
to take charge, it is not obligated
to care and protect.

]n at least 15
countries, 7-year-old
children can be held
responsible for
criminal actions.

The Lao People’s Democratic
Republic has not developed a sys-
tem of juvenile justice. Eritrea
incarcerates children from age 12
together with adults. Fiji’s Juvenile
Act of 1974 establishes separate
courts and detention centres for
children. But the reform under-
mined some of the compassionate
aspects of the traditional courts,
and efforts are under way to re-
establish them.

The Committee on the Rights
of the Child, to which countries
report on their efforts to imple-
ment the Convention, has ex-
pressed concern about juvenile
justice procedures in anumber of
countries. Based on a review of
reports from 51 countries, the
Committee explicitly suggested
legal reform in 37 countries. Obvi-
ously there is much to be done,
but I am encouraged by the fact
that juvenile justice is finally on
the world’s agenda.

The path to adulthood is un-
charted. As young people travel it,
they must negotiate around more
obstacles than ever before. Some-
times they stumble. When they
come into conflict with the law,
they have the right to fair treat-
ment by a justice system designed
for rehabilitation, not retribution.
The creation of that system is a
responsibility that we all must
carry on our shoulders. If we do
not, who will? W
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Old enough to be a criminal?

Children below a certain age are too
young to be held responsible for
breaking the law. That concept is
spelled out in the Convention on the
Rights of the Child, which calls for
nations to establish a minimum age
“below which children shall be pre-
sumed not to have the capacity to
infringe the penal law.” But the Con-
vention does not set a specific age,
and it varies greatly.

International standards, such as
the Beijing Rules for juvenile justice,
recommend that the age of criminal
responsibility be based on emotional,
mental and intellectual maturity and
that it not be fixed too low.

The Committee on the Rights of
the Child, which monitors countries’
implementation of the Convention,
has recommended that the age be
guided by the best interests of the child.

In the US, the age of criminal
responsibility is established by state
law. Only 13 states have set minimum
ages, which range from 6 to 12 years
old. Most states rely on common law,
which holds that from age 7 to age 14,
children cannot be presumed to bear
responsibility but can be held
responsible.

In Japan, offenders below age 20
are tried in a family court, rather
than in the criminal court system. In
all Scandinavian countries, the age of
criminal responsibility is 15, and ado-
lescents under 18 are subject to a sys-
tem of justice that is geared mostly
towards social services, with incar-
ceration as the last resort. As of April
1997, only 15 juveniles were serving
a prison sentence in Sweden.

In China, children from age 14 to
18 are dealt with by the juvenile jus-
tice system and may be sentenced to
life imprisonment for particularly
serious crimes.

In most countries of Latin Amer-
ica, the reform of juvenile justice
legislation is under way. As a result,
the age of adult criminal responsi-
bility has been raised to 18 in Brazil,
Colombia and Peru. Children from
age 12 to 18 are held responsible
under a system of juvenile justice.

The wide variation in age of crim-
inal responsibility reflects a lack of
international consensus, and the
number of countries with low ages
indicates that many juvenile justice
systems do not adequately consider
the child’s best interests.

Over 7 million children are refugees

More than half the world’s refugees
are children under 18 years of age,
according to estimates based on a
survey by the Office of the UN
High Commissioner for Refugees
(UNHCR). Although the number of
child refugees worldwide has declined
from arecord 10.2 million in 1993, at
7.4 million it is still greater than the
entire population of Switzerland.

Of a total 13.2 million refugees,
the greatest number, 2.7 million, have
fled Afghanistan. Bosnia and Herze-
govinais the home country of the sec-
ond highest number, 1 million.

Iranissheltering the largest number
of refugees, with 2 million people from
Afghanistan and Iraq. Pakistan, the
second-ranking country of asylum,

currently has 1.2 million refugees from
Afghanistan.
Refugees—those crossing national

borders to seek safety—represent
about one third of the total number
of people uprooted by conflicts or
persecution. UNHCR estimates that
the remaining two thirds, more than
30 million people, are displaced
within their own countries. If the
proportion of children among the
internally displaced is similar to
that among refugees, then the com-
bined total of uprooted children
worldwide is over 20 million. The
internally displaced face many of the
same hardships as refugees but are
often cut off from assistance from

relief organizations.

Age of criminal responsibility is just one variable influencing
how juveniles are treated by justice systems. Other variables
include whether there is a separate juvenile law based on
child rights; whether a young person is subject to punitive
sanctions or only to socio-educational measures; and whether
the country has separate court systems and jails for young peo-
ple. A juvenile justice system provides legal protections and an
objective standard for treatment. In its absence, young people
may be handled by the adult criminal justice system or be held
in ‘protective’ custody, where they have no legal protections and
may face arbitrary or harsh treatment.

Age of criminal responsibility

Minimum age at which children are subject to penal law in countries with 10 million
or more children under 18 years old

Mexico  *6-12  Indonesia 8  Koreq,Rep. 12  RussianFed. 14
Bangladesh 7 Kenya 8  Morocco 12 VietNam 14
India 7 UK(Scotland) 8  Uganda 12 Egypt 15
Myanmar 7 Ethiopia 9  Algeria 13 Argentina 16
Nigeria 7 Iran ***Q  France 13 Brozil ****18
Pakistan 7 Philippines 9  Poland 13 Colombia****18
South Africa 7 Nepal 10 Uzbekistan 13 Peru *rxx]g
Sudan 7  UK(England) 10  China 14 Congo, D.Rep. -
Tanzania 7 UK (Wales) 10  Germany 14

Thailand 7 Ukraine 10 laly 14

United States **7  Turkey 11 Japan 14

* Most states 11 or 12 years; age 11 for federal crimes.
** Age determined by state; minimum age is 7 in most states under common law.
*** Age 9 for girls, 15 for boys.
**** Official age of criminal responsibility; from age 12 children’s actions are subject to juvenile legal proceedings
Sources: CRC Country Reports (1992-19906); Juvenile Justice and Juvenile Delinquency in Central and Eastem
Europe, 1995; United Nations, Implementation of UN Mandates on Juvenile Justice in ESCAP, 1994; Geert
Cappelaere, Children’s Rights Centre, University of Gent, Belgium.
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on sample of 4 million refugees.
Source: UNHCR, UNHCR af a Glance, February 1997; and UNHCR, The State of the Waorld's Refugees: 1995,
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Hidden killers

Inmore than 60 countries around the
world, over 115 million anti-personnel
landmines threaten lives and limbs.
Approximately 2.5 million new mines
are laid each year.

Egypt has the largest number of
mines, an estimated 23 million—a
legacy of World War IT and subsequent
Arab-Israeli wars. Iran has 16 million
mines, the second highest number, fol-
lowed by Angola with 15 million.
Bosnia and Herzegovina is the most
heavily mined country, with 152 mines
persquare mile. Together, Afghanistan,
Angola and Cambodia have suffered

The cost of war:

Wars are doubly destructive, shatter-
ing lives and societies and also forcing
reallocation of resourcesthat could be
used for longer-term development.
Sorely needed development aid has
beenincreasingly shifted to emergency
assistance during the past decade—
and even resources for emergency aid
have fallen short of people’s needs.
Government allocations for peace-
keeping and contributions for emer-
gency humanitarian assistance (most

85% of the world’slandmine casualties.

Mine clearance is dangerous and
costly: An anti-personnel landmine
costs as little as $3 to manufacture, but
as much as $300 to $1,000 to remove.
The pace of de-mining lags far behind
that of new mines still being placed.
Only about 15.6 million mines have
been cleared (most of thesein Egypt),
just 13% of the numberin place. The
cost of removing all the active mines
worldwide is estimated at $33 billion.

A landmine kills or maims a person
every 20 minutes—more than 25,000
people ayear. Of these victims, 5,000

to 6,000 are children. Angola has
about 70,000 amputees, including
8,000 children—one amputee for
every 154 persons. Most casualties
are civilians killed or injured after
hostilities have ended.

Hope for curbing this deadly plague
centres around ‘the Ottawa process’.
This initiative was launched with a
global NGO coalition calling for action
at a conference last October, when
Canada invited every country to return
to Ottawa in December 1997 to sign a
treaty forbidding the production, use,
stockpiling or export of anti-personnel
landmines. About 60 countries sup-
port this total ban, while others have
indicated partial support.

Existing and cleared landmines
(estimated)

Mines Mines

remaining cleared

Egypt 23,000,000 11,000,000
Iran 16,000,000 200,000
Angola 15,000,000 80,000
Afghanistan 10,000,000 363,000
Cambodia 10,000,000 62,000
China 10,000,000 280,000
Iraq 10,000,000 21,000
Bosnia/Herz. 6,000,000 -
Viet Nam 3,500,000 59,000
Croatia 3,000,000 250,000
Mozambique 3,000,000 17,000
Other countries 6,214,000 3,228,000

Total 115,714,00015,560,000

Source: UN Department of Humanitarian Affairs,
January 1997.

Billions for development diverted to emergencies

of it due to warrather than natural dis-
asters) increased fivefold, from less
than $2 billion in 1985 to nearly $10 bil-
lion in 1994, reflecting an upsurge in
conflicts that have had a devastating
impact on civilians, especially children.

Despite this dramatic increase, con-
tributions to UN agencies for emer-
gency aid have consistently fallen
short of the amounts requested. Dur-
ing 1992-1996, donors’ response to
UN emergency appeals fell short by an

UN humanitarian assistance appeals

Requirements ($ millions)

Chechnya (Russian Fed.) _ 13.1
Great Lakes Region (Africa) _ 564.9
Korea, Dem. _ 43.6
Liberia _ 114.9
Eastern Zaire _ 205.4
Yugoslavia (former) _ 799.5
Sierra Leone _ 57.8
Angola _ 201.5
Afghanistan _ 124.0
Sudan _ 107.6
Taijikistan _ 22.2
Caucasus _ 133.9
Iraq _ 98.7

0% 20% 40%

1 1 1 1 1 1
60% 80% 100% 120% 140% 160%

Contribution as % of requirement

Note: Refers to appeals with end dates in 1996 or early 1997
Source: UN Depariment of Humanitarian Affairs VWeb site at hitp:www.reliefweb.int, April 1997.

average of 28%. Of the appeals for 14
countriesin 1996 and early 1997, con-
tributions for 13 countries fell short of
the amountsrequired. The request for
aid to Iraq had the greatest shortfall,
almost 60%.

UNICEF and other agencies strive to
integrate emergency programmes into
longer-term development efforts, pro-
viding immunizations, for example,
and ‘school-in-a-box’ kits so that chil-

dren can continue learning. Despite

these efforts, however, conflicts under-
mine development.

In 1985, allocations for emergency
aid and peace-keeping were equiva-
lent to 5% of total development aid
from industrialized countries. By
1994, these allocations had reached
over 16% of their total aid. This
means that tens of billions of dollars
that could have been available for long-
term development have been shifted to
help alleviate the human costs of war.

Emergency aid and peace-keeping expenditures
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Healthy cities, healthy children

leonard Duhl and Trevor Hancock

Economic development has brought comfort and
convenience to many people in the industrialized
world, but in its wake are pollution, new health
problems, blighted urban landscapes and social
isolation. Growing numbers of the dispossessed
are also being left on the sidelines as the dispar-
ity between rich and poor grows. In an effort to
remedy these ills, people from disparate back-
grounds in thousands of communities are joining
together with government agencies under the
Healthy Cities/Healthy Communities banner to
improve the quality of life in their towns and cities.

ife is vastly easier

in the industrialized

world than it was 150

years ago. Most peo-

ple live longer, eat
more and work less. Many live in
private homes and drive to work
alone in their own cars. Office
workers communicate instanta-
neously across continents through
telephone, fax and e-mail. Indus-
tries crank out new goods faster
than people can buy themin ever-
bigger shopping malls.

But the advantages of modern
life are not available to everyone,
nor do they come without a price:
new kinds of health problems,
many caused by our own bad

habits or by the dirty air and water
left behind by industries; the loss
of parkland as highways devour
open space; declining literacy as
television beats teachers in the
competition for children’s atten-
tion; cadres of unemployed and
homeless people overlooked by
the free market system; and
sprawling, desolate suburbs
where neighbours are strangers
and fear of crime isolates people
behind locked doors.

Added to these is the disinvest-
ment in services and physical
infrastructure over the past 15
years, which has hit urban
dwellers—especially poor urban
dwellers—the hardest. The cuts

in government spending for social
programmes are all the more
stark when viewed in the context
of a world with a widening gap
between rich and poor. The fray-
ing of social safety nets, most
severe in the United States, has
increased the percentage of chil-
dren under 6 living in poverty
from 20 per cent of US children
in 1980 to 24 per cent in 1995.
Without addressing these funda-
mental inequalities, programmes
developed to mend worsening
urban conditions will be unable to
secure long-lasting solutions.
Even when government agen-
cies and private organizations have
the economic means and political
will to address these ills, the typi-
cal approach is fragmented and
specialized: A programme is cre-
ated to fix a problem. A clinic is
opened to treat disease, ignoring
the fact that good health is much
more than the absence of illness.
Schools are upgraded, but the cur-
riculum ignores lessons learned
on the streets and in the media,
which set the patterns for chil-
dren’s beliefs and perceptions.
There is a better way. It is
rooted in the simple but revolu-
tionary idea that health is less
about medical care than about
equitable access to such basic pre-

requisites of health as food, shel-
ter, transportation, clean air and
water, education, physical safety
and meaningful jobs paying suf-
ficient wages. This way of think-
ing expands on the idea that no
person or family is an island;
everyone’s life is bound up in the
whole community.

Quality of life

Ask people to imagine theirideal
community and what they de-
scribe is a modern version of a
19th century European market
town: a place that is built to
human scale; small and compact
yet technologically and ecologi-
cally sophisticated; where all the
activities of daily life are located
within walking distance; where
the absence of cars means that
children can play safely and peo-
ple can greet their neighbours
while strolling on the sidewalk;
and where trees and grass and
flowers are plentiful.

The message is obvious: What
people want is quality of life.
They want their children to be
healthy and happy and safe, they
want to work close to home at
meaningful jobs for which they
are fairly compensated, they want
to have time for recreation and
learning. Most of all, they want

leonard Duhl, M.D., and Trevor Hancock, M.B., B.S., were founders of the Healthy
Cities/Healthy Communities Movement. Dr. Duhl is founding director of the International
Healthy Cities Foundation. He is also professor of public health and urban planning and
of psychiatry at the University of California af Berkeley. His major area of work is healthy
cities, and he consults extensively with governments and international agencies fo aid the
process of developing them. Earlier, Dr. Duhl was chief of planning for the National Insti-
tute of Mental Health (US), where he participated in the development of the Peace Corps.

Dr. Hancock is a public health physician and health promotion consultant, in recent years
emphasizing healthy cities/communities. He works for local communities, provincial and
national governments, health care organizations and the World Health Organization. He
has been consulted on healthy city,/community projects in several countries, nofably Swe-
den and the US, as well as throughout Canada. Dr. Hancock was a family physician prior
fo becoming an Associate Medical Officer of Health for the City of Toronto, where he helped
inifiate the Healthy Cities movement.
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human connections. What peo-
ple are describing when they talk
about their ideal town or city is a
healthy community. Not very
many exist—yet. But for more
than 10 years now, a movement
called ‘Healthy Cities/Healthy
Communities’ has been helping
communities to cure their ills—
or better yet, to prevent them.

The movement emerged from
the concerns of people in diverse
countries about the deterioration
of their communities. It was
sparked in 1984 by a one-day work-
shop—Healthy Toronto 2000—
organized in conjunction with a
conference on healthy public pol-
icy. There, staff from the World
Health Organization (WHO) rec-
ognized an opportunity to put
health promotion concepts into
practice in Europe. Two years later,
Healthy Cities projects were initi-
ated in 11 European cities.

Oakland passed

a measure requiring
that 2.5% of the
city budget go to

children’s needs.

Municipalities in at least 50
countries were participating by
1996, when WHO chose Healthy
Cities as the theme for its annual
World Health Day. To date, par-
ticipating communities number
in the thousands worldwide.

Given current trends, nothing
could be more important than an
initiative aimed at improving the
quality of life and healthin cities.
By the year 2000, almost half the
world’s population will live in and
around urban areas. In the indus-
trialized countries, growth is
increasingly taking place in sub-
urban areas, which puts even
more demands on transporta-
tion, housing and other services
because of the suburbs’ disper-
sion and low population density.

For children, especially in neigh-
bourhoods left behind by eco-
nomic progress, Healthy Cities/
Healthy Communities is a tool
for fulfilling the rights pledged in
the Convention on the Rights of
the Child—among them, the
right to health care, to education
and to housing, as well as the
right to play and to participate in
society.

Creating a healthy city

A healthy city is not a finished
product created at one point in
time; it is a dynamic place where
citizens and government have
established relationships and
processes that allow them to col-
laborate in tackling any problems
that arise. The healthy city ap-
proach calls for collective action, in
which all the sectors—local gov-
ernment as well as community,
religious and other groups and
individual citizens—work together
for a common purpose. A healthy
city is also sensitive to gender,
working to eliminate the discrim-
ination that women face in access
to housing, services and jobs.

The role of local government is
too often overlooked. Yet in
analysing health improvements
in the city of Oxford (UK) in the
past 200 years, public health
physician Jessie Parfitt wrote:
“Many would be surprised to
learn that the greatest contribu-
tion to the health of the nation
over the past 150 years was made
not by doctors or hospitals but by
local government.”

Municipal governments are in-
volved in making decisions about
urban planning, public works,
housing, fire and police protection,
education, public health, trans-
portation and a whole host of other
issues that have, cumulatively, far
more impact on the well-being of
their citizens than do health care
services. Ensuring that local offi-
cials take health into account in
making decisions is an important
part of the process of creating
healthier cities and communities.

People tend to view needs as
endless and resources as few. But
resources are greater than any-
one at first imagines, and discov-
ering that fact makes people
realize how much power they have
to address their most pressing
problems. Every community has
individuals who are ready and
willing to contribute their un-
tapped, if not professional,
skills—entrepreneurial, political
and managerial.

While no city can claim to have
achieved the ideal, Horsens (Den-
mark), one of the first cities in the
WHO Europe project, comes
close. With initial leadership from
local government staff and politi-
cians, this community of 70,000
people has made the healthy city ap-
proach integral to its way of work-
ing and to municipal decision-
making. Representatives from all
municipal departments makeup a
Healthy City Group chaired by a
full-time coordinator. Ata Healthy
City Shop, people come together to
work on myriad problems ranging
from environmental clean-ups to
closer integration of immigrants
into the life of the city. So success-
fulis the approach thata joint pub-
lic/private sector partnership has
established a consulting group to
advise others on how to create
healthier cities.

The Healthy Communities ban-
ner is guiding similar efforts in
many other cities. In 1990, the
City Council and the residents of
Parksville (Canada) developed a
process to involve all parts of the
community in defining a set of
shared values and writing a plan
based on them. The values state-
ment developed by the citizens of
Parksville, a rapidly growing
community of 10,000 people in
British Columbia, emphasizes
environmental quality, mainte-
nance of a small-town atmos-
phere, economic vitality, equal
access to a range of human ser-
vices and amenities, affordable
public transportation and an
ongoing forum for citizens to

express opinions on local issues.
These values have been inte-
grated into a decision-making
checklist that is applied to new
construction.

The Healthy Community pro-
cess has now also been used as
the framework for developing a
strategic plan for Parksville. This
effort resulted in the creation of a
‘Healthy Community Advisory
Commission’ and a new organi-
zational design for local govern-
ment. Five committees, staffed by
over 100 volunteers, are working
in areas such as economic devel-
opment, environment, housing,
transportation and access for peo-
ple with disabilities.

Children’s role

Children are a crucial part of a
healthy city’s life and growth.
Without their participation, the
community is not fully repre-
sented. Too often, lip-service is
given to children’sneeds, butina
healthy city, young people are
part of civic life. They express
opinions and take part in neigh-
bourhood projects.

In Rouyn-Noranda, a city of
30,000 in Quebec (Canada), 5,000
young people were asked in 1987
to describe what their town would
be like in the future if it were
more healthy. Their ideas formed
the basis of a youth agenda, pre-
sented to the City Council, which
has helped to shape the city’s
activities for a number of years.

Among the agenda’s initiatives
were a programme of activities to
highlight accomplishments by
young people and steps to reduce
emissions of acids and heavy met-
als from the smelter that is the
economic lifeblood of the region.
During a community forum in
June 1996, a second round of pro-
jects was adopted, including plans
for neighbourhood justice circles
for youth and a strategy to reduce
poverty.

Healthy Cities has been active in
Oakland, California (US) since
1993. Even before that, the city
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worked in partnership with the
county administration to promote
the health and well-being of its
residents. In several Oakland
neighbourhoods, the infant death
rate used to be as high as in some
developing countries—more than
20 deaths per 1,000 live births.
Public health officials had under-
taken the usual measures: more
prenatal care, nutrition pro-
grammes, counselling of mothers.
But these actions had negligible
effect. Community members
formed a coalition to work on the
problem.

That effort led to the establish-
ment in the early 1990s of aseries
of coalitions of diverse people
addressing issues of education,
housing, economic development,
security and law enforcement. At
one meeting, when the discussion
turned to infant mortality, rep-
resentatives of some coalitions
started to leave, because they felt
their mandate was unrelated. Per-
suaded to stay, they began to see
that the infant death rate is an
issue notjust of health butalso of
poverty, adolescence, education,
housing and transportation.

Four years later, the rate in the
neighbourhoods had dropped
by half, the first decline in 25
years—because people began to
address infant deaths not only as
a medical problem but also as a
community problem. Collabora-
tion between agencies improved
and the city won a federal grant
aimed at reducing infant mortal-
ity. In addition, through the coali-
tion process, the word spread
about services that had been
available all along, so more preg-
nant women began to take advan-
tage of them.

Healthy Cities raised awareness
among Oakland’s residents of the
importance of investing in chil-
dren’s well-being. In 1996, Oak-
land passed a 12-year budget bill
appropriating 2.5 per cent of the
city’s budget to children’s needs.
Children were a major force in
getting this legislation passed,

and they are participating in
deciding how to allocate funds.

In Milan (Italy), an Urban
Child Project began in 1989, with
UNICEF backing, to work on
improving the quality of life for
children, with an emphasis on
their right to participation. A
well-to-do city, Milan nonethe-
less suffers from the range of
modern social ills, including
poverty, crime and unequal ac-
cess to community services. Re-
search undertaken when the
project began found little coor-
dination among the many insti-
tutions dealing with children’s
issues. Information about young
people’s needs was disjointed,
and there was no systematic mon-
itoring of conditions.

In 1994, Milan established a
Council for Child Well-being to
oversee plans for children’s pro-
grammes, monitor fulfilment of
child rights and assist in coordi-
nating municipal resources. Two
pilot projects were begunin 1995 to
help social workers access services
more efficiently, renew urban areas
and encourage the participation of
children and local communities.

Many benefits have resulted.
Resources for services were sur-
veyed, resulting in development of

a map, called ‘Friendly spaces for
us’, which was widely distributed.
Children, assisted by facilitators,
surveyed their neighbourhoods
and prepared plans for improving
them, complete with designs and
models. They have carried out pro-
jects to improve parks and court-
yards with the help of local artisans
and municipal technicians.

More than 3,000 children have
participated in Milan’s healthy
cities’ activities, and the project is
expanding to three additional
neighbourhoods. The total popu-
lation now benefiting is about
300,000.

Children in Seattle, Washing-
ton (US), similarly got involved
in improving their environment
through Kid’s Place. It was ini-
tiated in 1983 by a retired pae-
diatrician so that young people
would have somewhere to go for
recreation other than shopping
malls.

The first activity, developed by
children with some adult help,
was a simple questionnaire asking
children about places in their
community—the cleanest place,
the happiest place, the most
unsafe, the most stimulating.

With this survey, the children
identified dangerous intersec-
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The urban infrastructure of the industrialized countries, particularly in poor
areas, is crumbling after 15 years of disinvestment. A neighbourhood full of
boarded-up buildings, such as this one in London, is no place for a child.

tions, polluted areas, good schools
and safe areas—all without an
expensive study. They pointed
out that public transport did not
take them where they wanted to
go because it was developed to
carry adults to and from work.
The Mayor, impressed by their
effort, asked them to suggest
changes in the bus routes. The
routes were changed, the chil-
dren’s needs were met and the
buses made more money. Seattle
has now developed a city-wide
policy for children and youth.

Kid’s Place and similar pro-
grammes are now active in many
cities in Europe, Japan and North
America. The results have in-
cluded new parks and play areas,
pedestrian bridges, neighbour-
hood centres and clinics for
adolescents. Young people have won
approval for midnight basketball
games and have persuaded prin-
cipals to keep schools open late so
they can be used for recreation.

These efforts have in common
the participation of citizens in
deciding the community’s pri-
orities and working to achieve
them. A healthy community is
dynamic. It has the capacity to
change with the times and with
the needs of its citizens. But they
cannot do it alone. Only when
governments join with residents
in willing partnership can urban
areas become responsive to the
needs and rights of all their
inhabitants, young and old, poor
and rich. These efforts require
political will and new forms of
democratic and participatory
governance reoriented towards
social needs.

As we enter the urban millen-
nium, when the majority of the
world’s children will be born and
raised in cities, the health and
well-being of young people and
of future generations will de-
pend upon our ability to create
healthier cities and communi-
ties. The progress of nations will
thus be closely tied to the progress
of cities. H
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Youth unemployment rate highest in Spain,
lowest in Austria and Switzerland

In Spain, more than 40% of young
people age 24 and under who are
looking for work fail to find it. At the
other end of the scale, in Austria and
Switzerland, the youth unemploy-
ment rate is only 6%.

More than a quarter of the 22 in-
dustrialized countries providing infor-
mation have youth unemployment
rates above 20%. In 10 of the coun-
tries, female unemployment rates are
higher than those of males, while in 8
countries, young men have a harder
time finding jobs than young women.

The datainclude only those young
people of a specified age, usually 15
through 24, who are looking for work.
A country’s youth unemployment
rate is the number of youth seeking
employment as a percentage of the
total number of working and work-
seeking youth. In every country, the

youth unemployment rate is higher
than the total unemployment rate.
The Convention on the Rights of
the Child calls for countries to set
minimum ages for employment, reg-
ulate conditions of work and protect
children from work that threatens
their health, education or develop-

Youth unemployment rates
Unemployed youth age 24 and below

% unemployed

ment (article 32). The International
Labour Organization’s general min-
imum age of 15 years (provided this
isnot less than the age of completion
of compulsory schooling) is the most
widely used standard.

Youth unemployment results in
social and economic trauma at a per-

% unemployed

Teens at risk: Drinking and bullying

Millions of adolescents in some of
the wealthiest countries in the world
are seriously affected by alcohol
abuse and bullying—Dbehaviours
that compromise their health and
limit their chances to become suc-
cessful adults. Both alcohol abuse
and bullying, found at high levels in
a number of industrialized coun-
tries, according to a WHO youth
health survey, are associated with
alienation from school and home, as
well as low academic achievement.
Boys are at higher risk than girls.

In the countries surveyed, the high-
estlevels of alcohol abuse among both
boys and girls are found in Denmark.
Danish girls have the highest levels of
all: 67%. Denmark is the only country
where girls have a higher rate of alco-
holabuse than boys. In 14 countries or
regions within countries where 15-
year-olds were asked about their
experience with alcohol, more than
one third of boys reported being
drunk two or more times.

Teens who misuse alcohol are

sonal, community and national level.
For young people, work is more than
earning an income: Itisa critical phase
in the transition from dependent child-
hood to independent adulthood and a
source of emotional and social well-
being. Although the links between
youth employment and crime are ten-
uous, research affirms the association
between unemployment and a decline
in psychological health.

male  female tofal male  female total While the phenomenon is disturb-
Spain 37 51 43  NewZedlond 16 14 15  ing, itisnot new: 10 years ago, youth
Finland 32 36 34 United Kingdom 16 11 14 unemployment rates varied from 5%
::'Oly gz gz gg g”"ed States } :]3 1 J? } (2) to 48% in industrialized countries;
rance ermany ]
Greece 20 37 28 Nethedands 9 11 10 todaytheyvaryfrom6%1043%. By
Belgium 19 27 22 Norway 11 9 10  seeking solutions to the problem—
Sweden 22 22 22 luxembourg 8 8 8  such as promoting ways to combine
;ilso;:jic }g } 2 } (7> iepnqr:ork ? ; ; education and Workffount.ries can
Canada 19 14 16 Austria 4 7 ¢  addresslabour markets’ everincreas-
Portugal 13 20 16 Switzerland 6 6 6  ing demand for higher skills and the
Source: Eurostat news release no. 3/97, 1997; OECD, OECD in Figures, 1996 best interests of young people.
more likely to develop health prob-  Alcohol abuse Bullying
lems and die prematurely. While the ~ Percentage of 15-year-old students Percentage of 15-year-old students who
increased risk is partly the result of who had 2 or more episodes of took part in bullying others at least once
) parth ) drunkenness in the previous school term
the direct effects of excessive alcohol
consumption—liver disease, depres- % % % %
sion, road accidents—it isalso due to male female male female
: . Denmark 65 67  Germany* 86 72
t}.le hn.k betweer.l drinking and other UK (Wales| o1 50 Aushia 78 50
high-risk behaviours, such as smok- Yk (Scotland) 53 51 Denmark 75 53
ing and violence. Finland 52 50 Lithuania 73 53
RN TP : Austria 46 30  Belgium (Wallonia) 70 56
Bullying—which 1nclu(.les physical Denmark (Greenland) 46 46  Denmark (Greenland) 64 40
contact or verbal abuse—is also asso-  g|oyqakia 46 20  Estonia 64 32
ciated with such high-risk behaviours UK (N. Ireland) 44 36  Belgium (Flanders) 62 34
. : Canada 39 38  lsrael 57 25
as dnnl.ﬂn.g tc.) excess and smoking. Hungary 37 20 Finland 56 %
The variation in the amount of bully-  czech Rep. 36 19 Norway 56 19
ing occurring among 15-year-olds is  Latvia 35 21 latvia 54 36
* *
striking. Germany has the highest ’Eielg:j”y :33?1 %g Eﬁ:ﬁ}en Fod.* jz gz
rates: 86% of boys and 72% of girls Belgium (Flanders) 31 16  Canada 42 23
reported bullying others at least once ~ Norway 30 29  Switzerland 42 13
: Belgium (Wallonia) 27 20 Hungary 40 18
in the past school terzn. In Wales, the Lihoania 57 17 CaechRep. 20 23
rates dropped to 28% of boys and  syeden 27 22 Slovakia 35 16
13% of girls. Estonia 26 10 UK (Scotland) 34 16
. e France* 24 13 Poland 32 14
M01.re than h.alf of boys aI.ld girls in Spain 53 19 Sweden 39 19
Austria, Belgium (Wallonia), Den-  syitzerland 22 13 UK (N. Ireland) 29 10
mark and Lithuaniareported engaging ~ Russian Fed. * 21 12 UK (Wales) 28 13
Israel 8 6

in bullying. The behaviour, however, is
considerably less frequentamong girls
than boys.

* France, Germany and the Russian Fed. are represented only by areas.
Source: A. King, B. Wold, C. Tudor-Smith, and Y. Harel, The Health of Youth: A Cross-National Survey,
WHO Regional Publications, European Series No. 69, 1996. (Surveys undertaken 1993/94.)
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Sharing the wealth? Aid at lowest level in 45 years

Development aid goes far when used to develop skills of local staff. A health
worker, her training supported by aid funds, weighs a baby in Benin.

Official development assistance
(ODA) from the industrialized coun-
tries is in the doldrums, slumping to
an average of just 0.27% of their
combined GNP, the lowest level since

1950. The US gave the lowest portion
of its GNP foraid: 0.10% in 1995, the
latest year for which figures are avail-
able. In contrast, Denmark, the
Netherlands, Norway and Sweden all

UNICEF/93-1994/Pirozzi

GNP for development assistance, the
international target agreed upon in
1969. Denmark tops the list, ear-
marking 1.04%.

In absolute dollars, Japan gave the
most aid ($14.5 billion), almost dou-
ble that of the US ($7.4 billion). The
US dropped to fourth place from first
place in 1990, when it gave $11.4 bil-
lion in aid. However, together with
France and Germany, these four
countries accounted for more than
three fifths of the total $59 billion
in aid provided by 21 Organisation for
Economic Co-operation and Devel-
opment (OECD) donors in 1995.

On the amount of aid per person,
however, Denmark heads the list, giv-
ing $311 per capita. Three countries—
Italy, Portugal and the US—gave
$28, the lowest amount per capita.

Though private investments and
loans flowing to developing countries
have surged, tripling from $52 billion
in 1990 to $159 billion in 1995, most

economies, including China, Mexico
and the Republic of Korea. The
poorest countries, particularly in
sub-Saharan Africa, have received
hardly any private loans or invest-
ment. Aid is crucial for these coun-
tries in combating poverty, repaying
debt, supporting investment and
financing social services.

A glimmer of hope in the disqui-
eting aid picture is the evidence of a
shift in aid allocations towards social
sectors. This trend gains further
impetus from the 20/20 initiative,
supported by UNDP, UNESCO,
UNFPA, UNICEF and WHO.

The initiative calls for allocating
20% of aid and 20% of developing
countries’ budgets for basic social
services—primary health care, in-
cluding reproductive health and fam-
ily planning, nutrition, basic edu-
cation and safe drinking water supply
and sanitation. These services are the
foundation for sustainable human

aid statistics were first collected in  allocated more than 0.7% of their  have gone to a dozen or so emerging ~ development.
Sharing the wealth...or not , Amounts
Target figure of
ODA as % of donor nations’ GNP 0.7% of GNP
% 1995 % 1990 Totalaid ~ Aid per Change per
Denmark 1.03 ($ billions) person ($)  person ($)
Norway 1.23 1995 1995 since 1992*
Netherlands 098 jgpan 145 16 5
Dl 099 France 84 145 15
Frqnce 0.65 German 7.5 92 -9
Bel 0.57 i
L ebglum 0.23 United States 7.4 28 -18
* P 065 |eherdonds 32 208 2
Switzerland 0.34 gK d g% % -121
Australia 0.33 anada ‘
Canada 043  Sweden 171 59
Austria Gy DS 16 Sy o
Germany 036 ey . 22 -33
Ireland 017  Spain 1.3 34 2
Japan 029  Australia 1.2 67 6
United Kingdom 0.28 Norway 1.2 287 -8
Portugal 031  Switzerland 1.1 151 -59
Spain 0.22  Belgium 1.0 102 2
New Zealand 022  Austria 038 95 15
Italy 0.35  Finland 0. 76 -68
United States 0.10 0.21 Portugal 0.3 28 -6
Ireland 0.2 43 30
Average 0.27 0.34 Luxembourg 0.1 160 58
New Zealand 0.1 35 =]
Total $58.9 Avg.$72 -$13
Source: OECD, Development Co-operation (1996 Report), 1997. *Changes are based on constant prices and exchange rates
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The indicators used to construct the league tables in The Progress of Nations
1997 include: access to sanitation; per cent reduction in under-5 mortality,
1980-1995; and women at top levels of government. Using the same indica-

tors, the following table shows the progress of those countries with popula-

League tables

tions of less than 1 million. The regional standing of these less populous coun-
tries can be assessed by comparing the figures given here with the relevant
league tables. In addition, basic social indicators, also provided in this table,

can be compared with the Statistical Profiles on the following pages.

% reduction Women Total Population Annualno.  Annual no. of  Under5 GNP %of  Primary school  Maternal Tofal

inunder5  atftoplevels  population  under 18 ofbirths  under5 deaths  mortality  per capita under-5 children  enrolment mortality fertility

Access to mortality rate  of government  (thousands)  (thousands) (thousands)  (thousands) rate ($) underweight (%) rate rate

sanifafion 1980-1995 %1996 1995 1995 1995 1995 1995 1995 198194 1984-94 1990 1995

Antigua and Barbuda 96 = 0 66 24 2 0.0 22 6770 10 - - 1.7
Bahamas 85 20 19 279 Q6 5 0.1 28 11940 - Q4 100 2.0
Bahrain 100 52 0 557 203 12 0.2 20 7840 - 100 60 3.2
Barbados 100 65 31 261 73 3 0.0 10 6560 5 78 43 1.7
Belize 57 29 0 213 105 7 0.3 40 2630 - Q7 - 3.9
British Virgin Islands 100 = = 19 7 0 0.0 28 8500 - - - -
Brunei Darussalam Q9 56 0 293 116 6 0.1 10 14240 - Q0 60 2.9
Cape Verde 24 23 13 386 187 12 0.9 73 Q60 19 100 - 3.7
Comoros % 39 6 612 327 25 2.5 100 470 - 51 Q50 58
Cook Islands 100 18 = 19 8 1 0.0 28 1550 - - - -
Cyprus Q8 50 8 745 224 12 0.1 10 10380 - Q6 5 2.3
Djibouti Q0 21 0 601 285 23 3.6 158 780 23 32 570 5.6
Dominica Q9 = 18 71 25 2 0.0 21 2990 5 - - 2.4
Equatorial Guinea 34 28 5 400 197 16 2.8 175 380 - - 820 57
Fiji 100 40 5 784 327 18 0.5 25 2440 - Q9 Q0 2.9
Grenada = = 21 Q2 33 2 0.1 33 2980 - - - 2.8
Guyana 81 33 6 830 315 19 1.1 59 500 18 - - 2.4
lceland = 41 15 269 78 4 0.0 5 24950 - - 0 2.2
Kiribati 100 = = 78 36 2 0.2 77 920 - Q9 - 3.7
Luxembourg = 43 29 407 86 5 0.0 Q 41210 - 85 0 1.7
Maldives 66 37 6 254 135 10 0.8 77 Q%0 39 60 - 6.8
Malta Q8 32 0 367 Q8 5 0.1 12 7970 - Q9 0 2.1
Marshall Islands = = 8 55 26 2 0.2 92 1680 - 100 - -
Micronesia (Fed. States of) 100 - 0 123 57 4 0.1 28 1890 - 85 - 4.7
Montserrat 84 = = 11 4 0 0.0 14 3330 - 100 - 2.3
Palau Q6 10 10 17 8 1 0.0 35 790 - 100 - -
Qatar Q9 58 0 548 172 10 0.2 23 11600 - 81 - 3.9
Saint Kitts and Nevis 100 = 0 41 15 1 0.0 40 5170 - - - 2.5
Saint Lucia = = Q 142 51 3 0.1 22 3370 - Q0 - 3.1
Saint Vincent/Grenadines 98 - 20 112 40 3 0.1 23 2280 - - - 2.4
Samoa Q4 = 8 165 75 4 0.2 54 1120 - - 35 4.0
Sao Tome/Principe 11 - 0 133 70 6 0.5 81 350 17 - - 4.8
Seychelles 54 = 33 73 39 3 0.1 20 6620 6 - - 2.6
Solomon Islands 14 45 0 378 194 13 0.4 31 Q10 - - - 52
Suriname 54 39 0 427 172 10 0.3 32 880 - - - 2.5
Swaziland 70 29 0 857 430 32 3.4 107 1170 10 Q5 560 4.7
Tonga % = Q8 42 2 0.0 24 1630 - - - 3.5
Turks and Caicos Islands = = = 14 5 0 0.0 31 780 - - - -
Tuvalu 87 27 = 10 4 0 0.0 56 650 - Q8 - -
Vanuaty 43 47 0 169 84 5 0.3 58 1200 20 74 280 4.5

a/ Enrolment is derived from net primary school enrclment rates as reported by UNESCO and national household survey reports of attendance at primary schools

b/ Several of the materal mortality rates vary substantially from government esfimates. A review of these data will be part of a forthcoming revision of maternal mortality estimates.
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Regional progress towards the year 2000 goals

The graphs below present regional summaries of progress towards six of the key

year 2000 goals agreed fo by countries at the 1990 World Summit for Children.
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Percentage of children of primary school age who are enrolled
in primary school

GOAL

Reduction by half of
the 1990 levels of
severe and moderate
malnutrition among
under-5 children.

GOAL

Reduction by half of
the 1990 maternal
mortality ratio.

GOAL

Reduction of under-5
mortality rate by one
third or 70 per 1,000 live
births, whichever is less.

GOAL

Maintenance of a high
level of immunization
coverage (at least 90%).

GOAL

Universal access to basic
education and completion
of primary education by
at least 80% of primary
school age children.

GOAL

Universal access to
primary education with
special emphasis on
reducing disparities
between girls and boys.
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STATISTICAL PROFILES

Annual
Annual no. of % of
Total ~ Population  no. of under-5  Under5 GNP under-5 Primary  Total Maternal
population under 18 births deaths  mortality  percapita children  school  fertility mortality
(millions)  (millions) (thousands) (thousands)  rate %) under- enrolmente/ rate  rateb/
These Statistical 1995 1995 1995 1995 1995 1995 weight (%) 1995 1990
SUB-SAHARAN AFRICA

profiles pllt into Angola 10.8 5.8 536 162 292 410 - - 69 1500
Benin 5.4 3.0 234 37 142 370 - 53 6.1 990
k l. f h Botswana 1.5 0.7 52 3 52 3020 15 96 4.7 250
stark relief the Burkina Faso 10.5 57 491 77 164 230 30 33 6.8 930
Burundi 6.1 3.2 271 50 176 160 37 51 65 1300
Cameroon 13.2 67 527 56 106 650 14 68 55 550
development Central African Rep. 3.3 1.6 125 22 165 340 27 55 5.1 700
Chad 6.3 3.2 271 42 152 180 - 41 57 1500
challenge the Congo 2.6 1.4 13 12 108 680 24 - 6.1 890
Congo, Dem. Rep. 455 24.3 2104 421 207 120 34 56 65 870
Céte d'voire 13.7 7.1 512 105 150 660 24 48 54 810
world faces. ritrea 3.2 1.6 134 29 195 100 A 27 56 1400
Ethiopia 56.4 295 2768 506 195 100 48 21 70 1400
Gabon 10 0.5 39 8 148 3490 - 86 5.2 500
Am()ng these 149 Gambia 11 05 45 5 110 320 - 55 54 1100
Ghana 17.3 8.9 679 92 130 390 27 70 5.5 740
. Guinea 7.3 3.9 352 73 219 550 26 33 68 1600
countries, per GuinecrBissau 1 0.5 44 10 227 250 23 45 56 910
ita GNP Kenya 27.2 145 996 11 %0 280 23 84 5.1 650
capita ranges lesoho 2.0 1.0 73 10 140 770 21 75 5.0 610
P 8 liberia 2.1 1.0 119 30 216 450 - 56 6.6 560
f $80 Madagascar 14.9 79 630 103 164 230 34 62 59 490
rom ayear 0 Woow 9.7 5.2 488 118 219 170 30 83 6.9 560
Mdli 10. 58 532 120 225 250 31 25 69 1200
Mauritania 2.3 1.1 88 17 195 460 23 54 52 Q30
$4O9630 ayear. Mauritivs 1.1 0.4 22 1 23 3380 16 94 2.3 120
Mozambique 17.3 8.8 748 156 220 80 27 52 6.3 1500
Namibia 1.5 08 56 4 78 2000 26 77 5.1 370
The under—5 Niger 9.2 5.0 471 151 320 220 36 27 7.3 1200
Nigeria 1Mz 58.0 4915 939 191 260 36 59 62 1000
0 Rwanda 52 2.8 262 48 139 180 29 61 63 1300
mortallty rate Senegal 8.3 43 350 46 130 600 22 45 58 1200
o Sierra leone 4.2 2.1 205 61 284 180 29 48 6.3 1800
varies from D Somalia 9.5 5.1 488 97 211 120 - 17 70 1600
South Africa 415 18.1 1264 84 67 3160 9 96 40 230
Tanzania 300 158 1258 200 160 120 29 64 57 770
deaths per 1,000 Togo 4.1 2.1 177 23 128 310 19 69 63 640
. . Uganda 19.7 109 1006 155 145 240 26 - 7.1 1200
live births to 320: Zambia 8.1 45 350 83 203 400 28 77 57 940
g Zimbabwe 1.2 57 436 31 74 540 16 91 49 570

the matel'nal deaﬂl MIDDLE EAST AND NORTH AFRICA
Algeria 28.1 13.0 844 31 40 1600 13 93 4. 160
rate ranges from 6 Egypt 62.1 275 1682 89 51 790 12 84 36 170
Iran 68.4 35.0 2439 %0 40 1033 16 96 5.0 120
Iraq 20.1 99 759 54 71 1036 12 79 55 310
deaths per 100,000 3, 55 19 114 ] 9 15920 - - 2.8 7
. . Jordan 54 27 204 5 25 1510 9 97 54 150
live births to 1.800.  «wwai 17 038 41 1 14 1739 6 64 2.9 29
2 lebanon 3.0 1.2 76 3 40 2660 - - 2.9 300
libya 5.4 2.8 221 14 63 5310 5 o7 6.2 220
. Morocco 265 15 720 56 75 1110 9 69 3.4 610

Th
€ prumary Oman 2.2 1.2 o7 2 25 4820 12 93 7.2 190
Saudi Arabia 183 8.8 641 22 34 7040 - 63 6.1 130
Sudan 26.7 12.9 914 126 15 480 34 - 4.8 660
school enrolment Syria 14.2 7.4 442 21 36 1120 12 93 44 180
. Tunisia 9.0 37 221 8 37 1820 9 99 3.1 170
rate varies from Turkey 60.8 23.1 1345 81 50 2780 10 73 2.6 180
U. Arab Emirates 2.2 0.8 42 1 19 17400 - 100 3.6 26
17% of young Yemen 150 8.1 723 76 110 260 39 57 76 1400
o CENTRALASIA
people t0 100%. Afgharnistan 19.7 9.2 1039 268 257 280 - 29 69 1700
Armenia 3.6 1.2 53 2 31 730 - - 1.9 50
Azerbaijan 7.5 2.8 159 8 50 480 - - 2.5 22
. :
Georgia 55 1.5 79 2 26 440 - 82 2.0 33
By exposing Kazakstan 168 60 315 15 47 1330 - - 2.4 80
N Kyrgyzstan 4.5 1.9 119 7 54 700 - 86 3.4 110
these lntolerable Taijikistan 58 2.8 183 17 79 340 - - 4.1 130
Turkmenistan 4.1 1.9 122 11 85 920 - - 3.8 55
diSp arities. The Uzbekistan 228 105 673 42 62 970 - 95 37 55
b
. EAST/SOUTH ASIA AND PACIFIC

P rogress ofNatwns Ausfralia 17.9 46 261 2 8 18720 - 98 1.9 9
Bangladesh 118.2 57.2 3079 477 115 240 67 82 3.3 850
: : : Bhutan 1.8 0.9 74 12 189 420 38 41 59 1600
is a contribution Cambodia 10.0 47 358 72 174 270 40 - 47 900
. China 1220.2 378.1 20858 1021 47 620 16 95 1.9 95
to endlng them. Indi 929.0 376.8 24343 3002 115 340 53 68 3.2 570
Indonesia 197.5 777 4695 354 75 980 35 91 2.8 650
Japan 125.1 252 1260 8 6 39640 - 100 15 18
Korea, Dem. 22.1 69 487 17 30 970 - - 2.1 70
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Annual
Annual no. of % of
Total  Population  no. of under-5  Under-5 GNP under-5 Primary  Total Maternal
population under 18 births deaths  mortality  per capita children  school  fertility mortfality
(millions)  (millions) (thousands) (thousands)  rate ($) under- enrolmente/ rate  rate b/
1995 1995 1995 1995 1995 1995 weight (%) 1995 1990
Korea, Rep. 44.9 12.8 686 7 9 9700 - Q3 1.7 130
Lao Rep. 4.9 2.5 221 28 134 350 40 68 6.7 650
Malaysia 20.1 8.8 542 7 13 3890 23 - 3.4 80
Mongolia 2.5 1.1 69 5 74 310 12 78 3.4 65
Myanmar 451 18.9 1264 220 150 220 43 85 3.5 580
Nepal 21.5 10.6 819 Q5 114 200 46 69 52 1500
New Zealand 3.6 1.0 57 1 9 14340 - 99 2.1 25
Pakistan 136.3 66.7 5163 755 137 460 38 66 5.3 340
Papua New Guinea 4.3 2.0 142 13 Q5 1160 35 73 4.9 Q30
Philippines 67.8 30.5 2029 105 53 1050 30 Q0 3.8 280
Singapore 3.3 0.9 57 0 6 26730 - 100 1.8 10
Sri lanka 17.9 6.4 322 7 19 700 38 - 2.2 140
Thailand 58.2 19.8 Q94 36 32 2740 26 - 1.8 200
Viet Nam 73.8 32.1 1996 99 45 240 45 88 3.2 160
AMERICAS
Argentina 34.8 12.1 707 19 27 8030 - Q5 2.7 100
Bolivia 7.4 3.5 256 27 105 800 16 89 4.6 650
Brazil 159.0 60.5 3228 203 53 3640 6 Q1 2.3 220
Canada 29.4 7.2 383 3 8 19380 - % 1.7 6
Chile 14.2 4.9 296 5 15 4160 1 86 2.5 65
Colombia 35.8 14.5 883 26 32 1910 8 Q1 2.8 100
Cosfa Rica 3.4 1.4 85 1 16 2610 2 87 3.0 55
Cuba 11.0 2.9 152 2 10 1170 - 100 1.6 Q5
Dominican Rep. 7.8 3.2 199 Q 44 1460 10 81 29 110
Ecuador 11.5 4.9 308 12 40 1390 17 Q4 3.3 150
El Salvador 57 2.6 164 8 40 1610 11 70 3.3 300
Guatemala 10.6 54 399 24 60 1340 27 70 5.1 200
Haiti 7.1 3.3 247 31 124 250 28 26 4.7 1000
Honduras 57 2.9 200 8 38 600 18 Q0 4.6 220
Jamaica 2.5 0.9 57 1 13 1510 10 100 2.5 120
Mexico Q1.1 38.6 2356 79 32 3320 14 Q8 2.9 110
Nicaragua 4.1 2.1 143 10 60 380 12 79 4.1 160
Panama 2.6 1.0 62 1 20 2750 7 91 2.8 55
Paraguay 4.8 2.3 157 5 34 1690 4 Q0 4.4 160
Peru 23.5 10.0 617 35 55 2310 11 88 3.2 280
Trinidad /Tobago 1.3 0.5 21 1 18 3770 7 88 2.2 Q0
United States 2671 69.9 3911 40 10 26980 - 100 2.0 12
Uruguay 3.2 0.9 53 1 21 5170 7 Q4 2.3 85
Venezuela 21.8 Q.3 569 14 24 3020 6 88 3.1 120
EUROPE
Albania 3.4 1.3 76 3 40 670 - - 2.7 65
Austria 8.0 1.7 88 1 7 26890 - 100 1.4 10
Belarus 10.4 2.7 111 2 20 2070 - Q7 1.5 37
Belgium 10.1 2.2 117 1 10 24710 - 96 1.6 10
Bosnia/Herzegovina 3.6 0.9 44 1 17 * - - 1.5 -
Bulgaria 8.5 1.9 86 2 19 1330 - 83 1.5 27
Croatia 4.5 1.1 49 1 14 3250 - 82 1.6 -
Czech Rep. 10.3 2.5 115 1 10 3870 - - 1.5 15
Denmark 52 1.1 68 0 7 29890 - Q9 1.8 9
Estonia 1.5 0.4 14 0 22 2860 - Q0 1.4 41
Finland 5.1 1.2 64 0 5 20580 - - 1.8 11
France 58.1 13.6 701 7 9 24990 - 99 1.7 15
Germany 81.6 15.8 777 5 7 27510 - Q7 1.3 22
Greece 10.5 2.2 103 1 10 8210 - 91 1.4 10
Hungary 10.1 2.3 108 2 14 4120 - Q3 1.5 30
Ireland 3.5 1.1 47 0 7 14710 - 100 1.9 10
ltaly 57.2 10.7 532 4 8 19020 - - 1.2 12
Latvia 2.5 0.6 26 1 26 2270 - 81 1.5 40
Lithuania 3.7 1.0 43 1 19 1900 - - 1.6 36
Moldova, Rep. of 4.4 1.4 63 2 34 920 - - 2.0 60
Netherlands 15.5 3.4 192 2 8 24000 - Q3 1.6 12
Norway 4.3 1.0 59 1 8 31250 - 99 1.9 6
Poland 38.6 10.8 473 8 16 2790 - Q7 1.8 19
Portugal 9.8 2.2 110 1 11 Q740 - 100 1.5 15
Romania 22.7 5.8 245 7 29 1480 - Q4 1.5 130
Russian Fed. 148.5 37.9 1439 46 30 2240 - Q4 1.4 75
Slovakia 53 1.5 66 1 15 2950 - - 1.7 -
Slovenia 1.9 0.4 18 0 8 8200 - Q6 1.3 13
Spain 39.6 8.4 387 4 Q 13580 - 100 1.2 7
Sweden 8.8 1.9 112 1 5 23750 - Q9 1.9 7
Switzerland 7.2 1.5 82 1 7 40630 - 100 1.5 6
TFYR Macedonia 2.2 0.6 32 1 31 860 - 87 2.0 -
Ukraine 51.8 12.6 532 14 24 1630 - - 1.5 50
United Kingdom 58.1 13.3 721 6 7 18700 - 100 1.8 9
Yugoslavia, Fed. Rep. of 10.3 2.7 132 4 23 ** - 69 1.9 -
a/ Enrolment is derived from nef primary school enrolment rates as reported by UNESCO, and national household survey reports of attendance at primary school.
b/ Several of the maternal mortality rates vary substantially from government estimates. A review of these data will be part of a forthcoming revision of maternal
mortality esfimates.
* GNP per capita estimated range $765 or less.
** GNP per capita estimated range $766 1o $3035.
67




Age of data

The table below gives the average age of the latest internationally available
data for three key indicators: the under-5 mortality rate, the net enrolment
rate (proportion of children of primary school age who are enrolled in pri-
mary school) and the percentage of under-5s who are underweight.

The more up-to-date statistics used by most governments and interna-
tional organizations are often interpolated and/or extrapolated from past
surveys. The table shows the number of years that have elapsed, on average,
between the last national on-the-ground surveys and the year 1996.

In some cases, governments may have more recent statistics that have not
yet been made available to the United Nations.

A small number of countries have no known data at all for certain indi-
cators. Published data for such countries usually represent estimates based
on neighbouring countries at similar levels of GNP per capita.

Average age of data (in years) on the three social indicators

SUB-SAHARAN AFRICA

Senegal 1.0 Kenya 3.0 Cuinea 6.7
Malawi 1.3 Niger 33 Botswana 7.3
Uganda 1.3 Mali 4.0 Sierra Leone 7.7
Congo, Dem. Rep. 1.7 Zambia 4.0 Chad 8.0
Madagascar 1.7 Eritrea 4.3 liberia 9.7
Mauritius 1.7 South Africa 4.3 Gabon 10.0
Mozambique 1.7 Togo 4.3 Somalia 10.0
Central AficanRep. 2.0 Burundi 4.7 Gambia 11.3
Céte d'lvoire 2.7 Cameroon 4.7 Benin 12.3
Mauritania 2.7 lesotho 4.7 Congo 13.0
Tanzania 2.7 Rwanda 4.7 CuineaBissau 13.0
Zimbabwe 2.7 Ethiopia 5.0 Angola 14.7
Burkina Faso 3.0 Namibia 5.0

Ghana 3.0 Nigeria 5.0

MIDDLE EAST and NORTH AFRICA

Algeria 1.7 Oman 3.7 libya 6.7
Yemen 2.0 Tunisia 4.0 Sudan 8.7
Egypt 2.3 Syria 4.3 U. Arab Emirates 8.7
Morocco 3.0 Irag 4.7 Saudi Arabia 9.7
Turkey 3.0 Kuwait 5.3 Israel 11.0
Iran 3.3 Jordan 6.3 lebanon 12.7
CENTRAL ASIA

Kyrgyzstan 1.5*  Armenia = Kazakstan =
Uzbekistan 2.0*  Azerbaijon = Tajikistan =
Afghanistan 9.0*  Ceorgia = Turkmenistan =
EAST/SOUTH ASIA and PACIFIC

Nepal 1.0 Myanmar 3.3 Bhutan 8.3
New Zealand 1.5*  Pakistan 3.3 Korea, Rep. 8.7
Japan 2.0* India 3.7  Malaysia 97
Indonesia 2.3 Philippines 3.7  Thailand 10.3
Viet Nam 2.3 Mongolia 4.3 Cambodia 10.7
Australia 2.5*  looRep. 5.3 Papua New Guinea  11.3
China 2.7 Sri Lanka 7.0 Korea, Dem. 13.0
Bangladesh 3.0 Singapore 7.7

AMERICAS

Brazil 1.3 Haiti 3.7 Venezuela 5.0
Colombia 1.7 Nicaragua 3.7 Jamaica 5.3
Chile 2.0 El Salvador 4.0 Paraguay 53
Guatemala 2.3 Honduras 4.0 Panama 6.0
Canada 2.5*%  Pew 4.3 Cuba 6.7
United States 2.5*  Dominican Rep. 4.7 Ecuador 7.0
Bolivia 2.7 Uruguay 4.7 Trinidad/Tobago 8.0
Costa Rica 3.0 Mexico 5.0 Argentina 8.7
EUROPE

Hungary 1.5*  France 2.0*  Belgium 3.5%
Latvia 1.5*%  Greece 2.0*  Yugoslavia, Fed. Rep.  3.5*
Poland 1.5*  lreland 2.0*  Finland 8.5*
Romania 1.5*  Russian Fed. 2.0*  laly 8.5*
Slovenia 1.5%  Sweden 2.0*  Albania 10.0*
TFYR Macedonia 1.5*  Germany 2.5*  Bosnia/Herzegovina =
Austria 2.0*  Netherlands 2.5*% CzechRep.

Belarus 2.0*  Spain 2.5*  lithuania =
Bulgaria 2.0*  Switzelland 2.5*  Moldova, Rep. =
Croatia 2.0*  United Kingdom 2.5*  Slovakia =
Denmark 2.0*  Norway 3.0*  Ukraine =
Estonia 2.0*  Porfugal 3.0*

New nations are excluded from this list when most of the available stafistics pre-date independence.
* Underweight not included.

Abbreviations

AIDS acquired immune deficiency syndrome

ARI acute respiratory infections

BRAC Bangladesh Rural Advancement Committee

CDC US Centers for Disease Control and Prevention

CEDAW Convention on the Elimination of All Forms of Discrimination
against Women

CRC Committee on the Rights of the Child

DCI Defense for Children International

DHS Demographic and Health Surveys

DPT combined diphtheria/pertussis (whooping cough)/tetanus vaccine

DT combined diphtheria/tetanus vaccine

EU European Union

FCUBE Free, Compulsory and Universal Basic Education

FGM female genital mutilation

GNP gross national product

HIV human immunodeficiency virus

IBFAN International Baby Food Action Network

IGBM Interagency Group on Breastfeeding Monitoring

ILO International Labour Organization

IMR infant mortality rate

MICS Multiple Indicator Cluster Surveys

NCD non-communicable diseases

NIH US National Institutes of Health

NGO non-governmental organization

ODA official development assistance

OECD Organisation for Economic Co-operation and Development

ORS/ORT oral rehydration salts/oral rehydration therapy

UNAIDS Joint United Nations Programme on HIV/AIDS

UNDP United Nations Development Programme

UNESCO United Nations Educational, Scientific and Cultural Organization

UNFPA United Nations Population Fund

UNHCR Office of the United Nations High Commissioner for Refugees

UNICEF United Nations Children’s Fund

U5SMR under-five mortality rate

WHO World Health Organization

Throughout The Progress of Nations, a dash (—) signifies no data were available.



