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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 is a clarion call for children. It asks every nation
on earth to examine its progress towards the achievable goals set at
the World Summit for Children in 1990 and to undertake an honest
appraisal of where it has succeeded and where it is falling behind.
This year’s report highlights successes attained and challenges remaining in
efforts to register each child at birth, to immunize every child on earth and to help
adolescents, particularly girls, as they set out on the path towards adulthood.
With its clear league tables, The Progress of Nations is an objective scorecard on
these issues. Commentaries by leading thinkers and doers stress the need for an
approach to development based on child rights, calling on governments to fulfil the
promises they made in ratifying the Convention on the Rights of the Child.
The Progress of Nations reminds us annually that rhetoric about children
must be backed up with action. I would commend it to anyone concerned about

the status of our most vulnerable citizens.

Kofi A. Annan

Secretary-General

United Nations




Introduction:

Championing children’s rights

ach year, The Progress of Nations ranks countries, not by the tradi-

tional yardstick of economic growth, but by the well-being of their

children. One might expect the richest nations to be at the top of the

class when it comes to providing for children. But the report confirms
that monetary progress does not guarantee social development.

In fact, some of the most impoverished nations are making the greatest strides
towards achieving the goals set at the 1990 World Summit for Children. Why?
Because they have made fulfilling the basic needs of children a priority.

Charity is no longer enough. With only two holdouts preventing universal
ratification of the Convention on the Rights of the Child, the community of
nations is rapidly coming to grips with the fact that each and every child is entitled
to a whole series of fundamental rights.

In recognition of that shift in thinking, The Progress of Nations is also
expanding its focus. This year, for the first time, we look at children’s civil rights,
beginning at the beginning: with the right to be registered at birth. For millions
of children, the lack of birth registration means exclusion from the rights and
privileges a nation offers its citizens, such as education and health care.

This year’s report also charts the dramatic progress in child immunization over
the past 20 years, a legacy of which we can be proud. But the struggle is far from
over: 2 million children still die each year because they lack access to this basic
and inexpensive public health service.

The Progress of Nations 1998 points out that society has largely overlooked
the vulnerabilities of adolescence in developing countries — and that young peo-
ple, who make up one sixth of the people on earth, need the support of their elders

if they are to fulfil their promise and avoid the inevitable perils that lie ahead.
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In addition, this year’s report outlines the growing shame of homelessness in
the richest countries, where there is an ominous rise in the proportion of families
and young people lacking permanent shelter.

The gains made on behalf of children in the past half-century were scarcely
imaginable when the Universal Declaration of Human Rights was signed in 1948.
As we celebrate the 50th anniversary of that historic document, we must rededi-
cate ourselves to ensuring that the rights set out in the Declaration and the galaxy
of human rights instruments that have flowed from it — including the Convention

on the Rights of the Child — are fulfilled for every child.

Carol Bellamy
Executive Director

UNICEF
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Birth registration:

The *first’ right

Unity Dow

A birth certificate is a ticket to citizenship. With-
out one, an individual does not officially exist and
therefore lacks legal access to the privileges and
protections of a nation. Civil registration is also the
basic tool by which an efficient government counts
its citizens and plans the schools, health centres
and other services they need. Yet many nations lack
effective systems for recording births. Every year,
about 40 million babies — one third of all births —

go unregistered around the world.

idden behind the
well-known images
of children who
have missed out on
life’s opportuni-
ties for want of adequate careisa
huge but silent group of children
denied another fundamental
right: the right to a name and
nationality. These children are
denied their birthright by their
very invisibility. Lacking birth
certificates, they spend their lives
on the edges of the ‘official’
world, skirting or falling over
obstacles that never arise in the
paths of those who had the good
fortune to be registered when they
were born.
In the scheme of things, the
need for a birth certificate may
not seem profound, especially

when compared with the hurdles
children routinely have to scale in
developing countries. But in
reality, that piece of paper is
crucial. It is the proof that what
might be called the “first’ right,
the right to an official identity,
has been fulfilled.

Registration of birth is the
State’s first acknowledgement of
a child’s existence. It represents
recognition of a child’s signifi-
cance to the country and of his or
her status under the law. This
ticket to citizenship opens the
door to the fulfilment of rights
and to the privileges and services
that a nation offers its people.

Without proof of birth, a child
cannot be legally vaccinated
in at least 20 countries. More
than 30 countries require birth

Unity Dow, recently appointed the first female High Court Judge in Botswana, has a long

record as a human rights attorney. She founded the VWomen and Law in Southern Africa

Research Project and is @ member of International Women's Rights Watch, an advocacy

organization. Judge Dow was the plaintiff in a ground-breaking legal case that overturned

Botswana's nationality law and led to passage of legislation allowing women fo pass on

their nationality o their children. She has also written about the link between the Conven-

tion on the Rights of the Child and children’s legal sfatus in Botswana.

registration before a child can be
treated in a health centre. Most
countries demand to see a birth
certificate before enrolling a
child in school. Many require
one for supplemental feeding
programmes. Such fundamental
activities as getting married,
opening a bank account, owning
land, voting and obtaining a
passport may be denied to a per-
son without a birth certificate,
because it is the basis on which a
country identifies its citizens.

In addition to conferring privi-
lege, proof of birth can also pro-
tect. With it, a boy can verify that
he is ineligible for military ser-
vice, a girl that she is too young to
go to work. Registration can offer
a degree of protection from sex
traffickers. Knowing that a girl
without papersis more vulnerable
and less likely to run away, traf-
fickers typically snare their vic-
tims in remote villages where
poverty is high and registration
rates are low.

And a birth certificate can be a
useful ally in the hands of a
teenager accused of a crime. [am
presiding over a murder trial of a
young man who doesn’t have a
birth certificate. If convicted, he
could face the hangman’s noose
because he cannot prove that he
was under 18 at the time the crime
was committed.

If birth registration is signifi-
cant for the individual, it is pro-
found for the nation. Without
vital registration systems capable
of determining how many people
live within a country’s borders,

the authorities may not know
how many doses of vaccine to buy
or how many schoolrooms to
build. Without a registration
system, a country does not know
its own birth rate — or death rate.
An effective system of birth
registration is fundamental not
only to the fulfilment of child
rights but to the rational opera-
tion of a humane government in
the modern world.

Millions are ‘missing’

The number of people who have
been denied the right to birth
registration is unknown, and
therein lies the problem. Many
countries simply do not have
adequate systems for keeping
track. The available data suggest
that many millions of citizens have
slipped between the cracks — or,
more accurately, the chasms —
of government registries. Every
year, around 40 million births go
unregistered.

The right to be registered at
birth is rooted in article 7 of the
Convention on the Rights of the
Child. It states: “The child shall
be registered immediately after
birth and shall have the right from
birth to a name [and] the right to
acquire a nationality. . . .” There
is no equivocation here; the 191
countries that have ratified the
Convention are obligated to fulfil
this pledge.

And they are obligated to make
clear to their citizens why it is
important. In rural societies
where people live their entire
lives within a small radius, where
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the teacher is your neighbour and
the health worker your aunt, the
idea that you need a piece of
paper to prove your existence
may be unfathomable. And to
suggest that children must be
registered for purposes of gov-
ernment planning is in some
cases plainly threatening.

But the world is changing,
and the circles in which people
spend their lives are enlarging.
In this far more complex and
anonymous environment, prov-
ing nationality is not a utopian
exercise in child rights. Tt is a
practical necessity. Whether mi-
grating to the city for work or
fleeing armed conflict across a
national border, a person who
lacks proof of identity is, in the
eyes of officials, a non-person.

Governments need to make the
process easier. Many hospitals now
begin the registration process as
soon as the baby is born, but that
is only a partial solution. In some
areas of the world, such as Africa
and southern Asia in particular,
more than half of all babies are
delivered outside hospitals.

A country’s birth registration
system may fail, by accident or
design, to function for all the peo-
ple. Myanmar has three levels of
citizenship: Since 1982, only peo-
ple who can prove continuous res-
idence and no intermarriage back
to their great-grandfathers have
been granted full citizenship.
Until recently in Thailand, many
children of the 750,000 hill tribe
population were not eligible for
nationality because their parents
were not Thai citizens.

The obstacles to registration
are often banal, the product of
misplaced priorities and bureau-
cratic inadequacies. Poor and
rural countries tend to have lower
registration rates, struggling as
they must to cope with the
inevitable shortages of trained
personnel and modern technol-
ogy, the logistical problems of
travelling to registry offices and
ignorance or fear of the process.

Asaresult, birth registration lags
in countries such as Sierra Leone,
which has a registration rate of
less than 10 per cent; Zimbabwe,
with around one third registered;
and Bolivia, where about half the
people have a birth certificate.

Yet other countries, though
dealing with economic and other
difficulties, still manage to regis-
ter a significant proportion of
their children. Despite per capita
gross national product of less
than $800 a year, eight coun-
tries — Armenia, Azerbaijan,
China, Honduras, Kyrgyzstan,
Mongolia, Sri Lanka and Tajik-
istan — manage to register at
least 90 per cent of births.

Some countries have not man-
aged even to establish a manda-
tory birth registration system,
among them Afghanistan, Cam-
bodia, Eritrea, Ethiopia, Namibia
and Oman. Some of these coun-
tries may keep other forms of
records — such as Oman, which
records children in a national
health register once they visit a
health centre — but such pro-
cedures are prone to errors of
both omission and commission.
They cannot replace a dedicated
birth registration system. The
Palestinian Authority is in the
process of developing such a
system, transferring birth data
from the records of the Israeli
Government.

There are many specific reasons,
some of them quite rational, why
families avoid registering their
children. Most commonly, they
simply cannot overcome the logis-
tical hurdles of getting to the
proper office, and governments
must take steps to solve this
problem by decentralizing the
registrars. Registration may also
conflict with tradition, or ethnic
minorities may view it as an official
attempt to dilute their culture.

In Madagascar, where tradi-
tional naming practices are consid-
ered sacred, the civil registration
system is not widely regarded as
worthwhile. In Kenya, birth reg-

Ideally, babies born in hospitals are registered before they go home. Countries
with high percentages of home births tend to have lower rates of registration
because of the logistical obstacles families face.

istration became compulsory for
whites in 1904, but only in 1971
did it become mandatory for all.
Viewing registration as a colonial
custom unconnected to their cul-
ture, many citizens were slow to
accept its benefits.

A person who is knowingly
skirting the law will certainly be
reluctant to report vital events to
the government. So it is no sur-
prise that in China a main reason
for non-registration at birth is
nonconformance with the pre-
scribed family planning policies.

Sometimes the system itself is
an obstacle. This fundamental
right costs money in at least 50
countries, which charge for either
the registration or the certificate.
Or the procedure may be clouded
in bureaucratic confusion, as in
Indonesia, where collection of birth
information is complicated by
the overlapping jurisdictions of
government and civic bodies: the
Ministries of Interior, Justice,
Health and Family Welfare, as
well as the Central Bureau of
Statistics.

Parents in China have 30 days to
register a child’s birth, but they
must do so in the village of the
mother’s official residence, a
problem for families who migrate
for work. This obstacle alone
delays or prevents the registra-
tion of up to 10 million children.

And the rate of registration has
declined since China discontin-
ued its practice of rationing food
based on the number of regis-
tered family members.

Africa’s most populous coun-
try, Nigeria, with an estimated 5
million births a year, doesn’t know
exactly what percentage of births
are registered. As in many other
countries in Africa, where formal
registration began later than in
other regions, the vital statistics
systems exist, but their reliability
and efficiency are hampered by a
host of problems: insufficient
funding, inadequate technology,
poorly trained staff, lack of pub-
licity and a corresponding lack of
public awareness of the impor-
tance of registration.

Stateless by design

Threatening as it is to be without
abirth certificate in a settled com-
munity, to be denied proof of
identity outside the borders of
one’s home country is to be con-
signed to the no man’s land of
statelessness. The obstacles to reg-
istration can be insurmountable
for a child born in a State whose
borders are splitting apart, orina
refugee camp, or into a family
made stateless by discrimination
due to its ethnic heritage or reli-
gious beliefs. And the failure to
register such children adds to

UNICEF/92-175/Lemoyne




their vulnerability by interfering
with the fulfilment of their other
rights.

The doors to participation in
mainstream society have long
been closed to most of the 5 mil-
lion to 8 million Romanies, or
Gypsies, in Central and Eastern
Europe. As a result, only about
7,000 of Croatia’s 60,000 to
100,000 Romanies are registered.

The right to a name and nation-
ality has been jeopardized for
countless millions of children
unfortunate enough to be born
in countries undergoing various
forms of political turmoil: Kurds
living in Syria, Tatars in Ukraine,
Russians in Estonia and Latvia,
minority groups or foreigners in
Bhutan, Cambodia, Kuwait, Myan-
mar, Pakistan, the countries of
former Yugoslavia, the 3 million
Palestinians around the Middle
East — the list goes on and on.

Children abandoned in such
upheavals and who lack papers
cannot be legally adopted, which
condemns them to lives of insti-
tutionalization, or worse.

Sometimes low levels of regis-
tration result from a government’s
deliberate and effective efforts to
block it. In one of the most tell-
ing legacies of apartheid, in 1993
only about 13 per cent of the
black population was registered
in South Africa, a country with a
thoroughly modern, computer-
ized registry that for many years
had managed to register all of its
white citizens.

International human rights law
is clear: Children have the right to
a nationality. It can be acquired
either from their parents or from
the country of their birth. The
Convention on the Reduction of
Statelessness mandates that chil-
dren acquire nationality from
the country of their birth if they
do not acquire it from another
country (such as their parents’
country of birth).

In fact, the right to a name and
nationality has a long and hon-
ourable pedigree. The Universal

Declaration of Human Rights,
adopted by the United Nations in
1948 and now celebrating its 50th
anniversary, states that “everyone
has the right to a nationality” and
that “no one shall be arbitrarily
deprived of his nationality.” This
right has been addressed in 10
international agreements, most
recently the Convention on the
Rights of the Child, in force since
1990 and now ratified by every
country on earth except Somalia
and the United States.

The Convention requires that
countries both honour children’s
right to a name and nationality

when they are born and protect
thatright as they grow up. “Where
a child is illegally deprived of
some orall of the elements of his
or her identity,” stipulates article
8, “States Parties shall provide
appropriate assistance and pro-
tection, with a view to speedily re-
establishing his or her identity.”
Discrimination against women
also comes into play in birth reg-
istration, as it did for me. In 1983,
I married an expatriate in my
home country, Botswana. We have
lived there ever since, but when
my children were born in 1984
and 1987, national law required

:r; :
o

In many countries, a birth certificate is required for voter registration, so people

without proof of birth may be disenfranchised. This Mozambican woman
proudly displays her voting card while waiting to vote in the country’s first

democratic election, in 1994.

UNICEF/94-0707/Machava

them to take my husband’s nation-
ality — although they would have
been granted dual citizenship if
their father had been the Bot-
swanan citizen rather than their
mother. The law effectively forced
my daughter and son to live as
expatriates, preventing them from
obtaining the full range of ser-
vices a citizen of my country
enjoys, such as voting or receiving
tuition at the national university.
We challenged that law, and after
alonglegal battle, we won the case
in 1992 on the grounds that it vio-
lated a woman’s right to pass on
her nationality to her children.
Three vyears later, Botswana
changed its nationality law.

Children’s best interests

The case also had serious impli-
cations for child rights. By deny-
ing my children the option of
Botswanan citizenship simply
because their mother married a
foreigner, the law was denying
them the full right to an effective
nationality. And by mandating
that they take their father’s
nationality, it ignored article 3 of
the Convention on the Rights of
the Child, which calls for “the
best interests of the child” to be
a primary consideration in all
actions concerning children.

In 1996, before I became a
judge, I brought a case that chal-
lenged Botswana’s law stipulating
that children born out of wed-
lock belong exclusively to their
mothers, the other side of this
coin being that fathers in such sit-
uations have limited, if any,
responsibility for their children.
Asaresult of thislegal case, such
children now have limited rights
to support, but as of yet they have
no right to inheritance or to have
their father’s name entered on
their birth certificates.

Thanks to the collective force
of women’s activism and the
growing power of the Conven-
tion on the Elimination of All
Forms of Discrimination against

Women (CEDAW), many patri-

ﬁ
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archal national laws have been
rewritten in the past few years to
give women the right to pass their
nationality on to their children,
asrequired by article 9. (See story,
page9.)

The issue of the nationality of
a child born to parents from dif-
ferent countries is a particular
concern when national laws treat
men and women differently, such
as some of those countries with
legal systems based on Sharia,
or Islamic law.

For instance, birth certificates
in Jordan state both the father’s
and mother’s nationality. How-
ever, Jordanian children are given
the mother’s nationality only if the
father’s cannot be legally iden-
tified. Women’s human rights
groups are now leading an effort to
place Jordan’s citizenship rules
under secular law and grant
women the right to pass on nation-
ality to their children.

Egypt’s reservation to article 9
does not acknowledge the diffi-
culties faced by children who
become foreigners in their own
country simply by being assigned
their father’s nationality. Rather,
the reservation states: “It is clear
that the child’s acquisition of his
father’s nationality is the proce-
dure most suitable for the child
and that this does not infringe
upon the principle of equality
between men and women, since it
is customary for a woman to
agree, upon marrying an alien,
that her children shall be of the
father’s nationality.” Such an
assumption violates not only
women’s rights but also children’s
right to citizenship.

Making good on promises

These are obstacles that commit-
ment, technology and public
information campaigns can, and
must, overcome, and some na-

tions have begun taking small
steps towards doing so. Under the
auspices of the UN Statistical
Division and a consortium of UN
agencies, training workshops have
been held for registrars through-
out the world during the past six
years to improve civil registration
systems. Registry offices are
being strengthened and up-
graded, and some are moving
towards computerization. Public
information campaigns have be-
gun in a number of countries.
More than 30 countries make
extra efforts to reach children in
rural areas. Travelling registrars
issue birth certificates in, among
others, Argentina, Fcuador, Iran,
Thailand and Zimbabwe. Mozam-
bique, in order to register chil-
dren born during its civil conflict,
began amobile campaign shortly
after the peace accord in 1992.
Chile has a state-of-the-art mo-
bile registration unit with a com-

By providing information about the number of children in a country, birth registration helps governments plan services,
such as schools. These youngsters attend school in a village in Turkmenistan, which has a birth registration rate of at
least 90% .

UNICEF/97-0512/Murray-Lee

puter connection to the registry in
the capital. In 1996, Romania
passed a law obligating doctors to
initiate the registration process
for babies they deliver who are
subsequently abandoned in the
hospital. In the Philippines, as
part of an effort to improve aware-
ness, each February is designated
as Civil Registration Month.

A number of countries have
health officials or registry staff
begin the process right in the hos-
pital, among them Chile, Costa
Rica, Cuba, Dominican Republic,
Egypt, El Salvador, Equatorial
Guinea, Ghana, Libya, Madagas-
car, Mali, Myanmar, South Africa
and Uruguay. To reach children
born out of hospitals, traditional
birth attendants in Ghana are
being trained to register the babies
they deliver.

In Peru, judges, lawyers, regis-
trars, educators and staff from
grass-roots organizations have
attended seminars on civil regis-
tration. In Ecuador, mobile
brigades have been organized to
register children in poor neigh-
bourhoods, and Nicaragua has
focused on migrants from rural
areas and children from indige-
nous neighbourhoods.

But these areisolated efforts and
they are not enough — as demon-
strated by most nations’ uncer-
tainty about the percentage of
registered births. Governments
must provide the resources to
develop registration systems, and
citizens must continue to press
their governments by challenging
laws that discriminate against the
child’s right to a full nationality.

Being registered at birth is the
first step on life’s path. For chil-
dren denied a birth certificate,
the path will be a rocky one. We
must vow to make sure that every
child born on earth has this pre-
cious birthright, a ticket to citi-
zenship. I can think of no better
commemoration of the 50th an-
niversary of that solemn promise
to humanity, the Universal Dec-
laration of Human Rights. =
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Ending patriarchal
nationality laws

A woman’s right to pass on her
nationality to her children is
protected by article 9 of the Con-
vention on the Elimination of
All Forms of Discrimination
against Women (CEDAW). It
states that women shall be
granted “equal rights with men
with respect to the nationality of
their children.”

Yet at least 14 countries that
have ratified CEDAW have lodged
reservations to article 9, indicat-
ing that they will not be bound by
it; Turkey has entered a declara-
tion to a similar effect.

In most of the countries that
have lodged reservations, a
woman may pass on her national-
ity to her child if the father is
unknown. But when a female
national is married to a foreigner,
her child must either take the
father’s nationality or remain
stateless.

In that case, the child becomes
a foreigner in the country of her
or his birth and may be excluded
from free schooling, health care
and other services provided to
citizens.

Since CEDAW came into force
in 1981, at least 10 countries have
changed their citizenship laws to
give women the right to pass on
their nationality to their children.
Japan and Switzerland amended
their laws on this issue in 1985;
Italy in 1987; Viet Nam in 1988;
Luxembourg and Malta in 1989;
Thailand in 1991; India in 1992;
South Africa in 1994; and Bot-
swana in 1995.

Before its reform in 1992,
India’s legal system, based on
colonial practice, granted citizen-
ship only according to the father’s
nationality. In Bangladesh and
Pakistan the same ‘inherited’ sys-
tem is still in place.

In fact, just because a country
has not lodged a formal reser-

vation to article 9 does not guar-
antee that citizenship laws allow
women the right to pass na-
tionality on to their children or
that governments support that
right.

Most, but not all, countries
that base their legal systems on
Islamic Sharia have lodged reser-
vations to article 9. In Egypt, it
is estimated that several hun-
dred thousand children have
been prevented from obtaining
Egyptian nationality because
their fathers are citizens of
another country.

These children must repeat-
edly apply for short-term resi-
dence and are required to pay (in
foreign currency) for education in
government schools and univer-
sities, which is free for Egyptian
citizens.

Countries with
reservations to
article 9 of CEDAW:

m Algeria

m Bahamas

m Cyprus*

= Egypt

n Fiji

m lrag

m Jordon

m Kuwait

m lebanon

= Malaysia

= Maldives**
m Morocco

m Rep. of Korea

= funisia

* Reservation will be withdrawn upon amendment of
relevant law.

** Reservation to all articles contrary to Sharia.

Sources: UN Office of legal Affairs, 1998; R. Boland
(editor, Annual Review of Population Law, Harvard
University).

Birth registration: A first step

Birth registration is the commu-
nity’s first recognition of a child’s
legal existence. Children have a
right to a birth certificate, and in
many cases they must be regis-
tered to gain access to the coun-
try’s basic services.

In many countries, registration
systems are not yet fully imple-
mented, forcing governments to
overlook their own rules requir-
ing proof of birth to access ser-
vices. This is especially the case
outside cities, where rates of reg-
istration typically are lower. For
example, Kenya, Myanmar, Pak-
istan and Uganda officially re-

quire a birth certificate for school
enrolment but do not generally
enforce that regulation in rural
areas. In a number of countries,
including Colombia and Turkey,
the birth registration rate notice-
ably increases when children reach
school age because they must be
registered to enrol in school.
But even when children do
receive services in the absence of
abirth certificate, the lack of reg-
istration means that their needs
are not anticipated. They are
more likely to miss out on school
and health care and they are more
vulnerable to exploitation.

A birth certificate is required for:*

Immunization  Health care  School enrolment  Marriage
Algeria No No Yes Yes
Argentina No No Yes Yes!
Bangladesh No No No No
Brazil No No Yes Yes
China No No Yes? Yes?
Colombia Yes Yes Yes Yes
Congo, Dem. Rep. No No Yes No
Egypt Yes No Yes No
Ethiopia® - - - -
India No No Yes No
Indonesia No No Yes Yes
Iran No No Yes Yes
Iraq Yes No No No
Kenya Yes No Yes No
Mexico Yes Yes Yes Yes
Morocco No No Yes Yes
Myanmar Yes No Yes No
Nepal No No No No
Nigeria No No Yes -
Pakistan No No Yes No
Peru No No Yes Yes
Philippines No No Yes Yes
Russian Fed. Yes Yes Yes No
South Africa No Yes Yes Yes
Sudan No No Yes No
Tanzania No No Yes No
Thailand* Yes Yes Yes Yes
Turkey No No Yes Yes
Uganda No No Yes No
Ukraine Yes Yes Yes No
Uzbekistan Yes Yes Yes No
Viet Nam No No Yes No
TOTAL 10 7 28 14

*Among countries with 75% of the world's under-18 population.
A birth certificate is required only when the person is under the legal age of marriage: 16 for girls, 18 for boys.
* An identification card is required but a residence card may suffice.

*No registration sysfem.

* A house registration card is needed for most services and a birth certificate is needed to obtain a house regis-
tration card. A child may attend school but cannot receive a graduation cerificate without a registration card

Source: UNICEF, 1998
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CIVIL RIGHTS
BIRTH REGISTRATION

LEAGUE TABLE

birth certificate is a child’s proof of identity and represents the

first acknowledgement of his or her significance to the country.

Proof of birth is needed for a number of services, and it offers a
degree of legal protection. But too few developing nations take birth
registration seriously, and rates vary widely within and between coun-
tries. Some nations do not even know what percentage of their citizens

are registered. All developing countries need to assess their status, set
targets for improvement and make sure they fulfil them.

17 i

SUB-SAHARAN AFRICA

o o L3 i3
o LEVEL OF
Birth registration: Flawed figures e EVELOF
“ . . . . . Mauritius 1
The child shall be registered immediately after some countries, the leftover structures of Gab
birth...” mandates article 7 of the Convention colonial governments, which in many cases abon
on the Rights of the Child. But despite almost did not register the black population, have Burunc.h
universal ratification of this human rights impeded progress on registration. Gambia
. . o . oo L . Botswana
treaty, one third of all .blrths about 40 m.ﬂ' ® The responsibility for registering children Cameroon
lion .bables T80 unreglstered every year. While at birth typically falls on mothers, adding Chad
the. mdl'lstnahze.d. nations register virtually 3.,11 another burden to their heavy workload. a
their children, civil registration systems are still . . . . Ghana
di ) develon: i This is especially true in Africa and south- Coi
ru lmentary m I’.I'lany eveloping COul:ltrleS. ern ASia Where more than half Of babies vinea
Many are uncertain as to what proportion of . : Kenya
: . : are born outside of hospitals.
their children are registered; some do not even ) ) L Mali
have a registration system. For these reasons, Th_e evidence O.f lm_p rovemer.lt in birth reg- Mauritania
the league table presents broad percentages of ~!Stration coverage is .mlxed. While many coun- Uganda
coverage rather than precise numbers. tries repor.t 1ncre.asmg. rates of reglstratloln, Zimbabwe
The problems in estimating registration COVerage 1s falling in~ others. Rates in Angola

coverage include the following:

Kyrgyzstan and Tajikistan have declined in the
past 10 years due to the disintegration of

Guinea-Bissau

[eSNeSNe SN SN, 1N, INC, I NC, | NC, NG, | NO, | NE, I NE, 1 NE, | I N I N IV SN I S N N N N N S OV OST S]

® While many countries have estimates of the . ) . Lesotho
. . administrative structures following the break-
percentage registered, most of these esti- . . L, . ‘ Liberia
. . up of the Soviet Union. China’s registration
mates are approximate. Very few countries . ) ) . ) Malawi
system is being strained by an increasingly
have made the effort to assess coverage i e Mozambiaue
- mobile population. 9
objectively and thoroughly. . . Ni
o Rooi : dif del i Registration must not be left to chance. iger
eglst(l;atloln 'rates ! c'er “8 ? y Wl(ti M Better quality and more timely information is Rwanda
many developing countries. Lities tend 10y, fulfilling children’s rights and for Sierra Leone
have higher rates than rural areas because . . . e Zambi
.. .. . . national planning, and it is not that difficult to ambia
civil registries are centralized. Similarly, . Lo . . . Eri
. . . . obtain. Countries including Brazil, Pakistan rifrea
babies born in hospitals are more likely to Ethioni
. . and Turkey have recently used household sur- thiopia
be registered than babies born at home . . . T
. . veys to assess birth registration coverage. Namibia
because the registration process often takes L . .. -
lace in the hospital These surveys also highlight disparities Somalia
P o ) o within countries. In Pakistan, for instance, Benin No data
® In many countries, ethnlc minorities have Punjab Province registers 88% of children, Burkina Faso No data
lower ra.tes of registration than the general while in North-West Frontier Province the fig- Central African Rep. No data
population. ure is only 46%. Turkey’s western region has a Congo No data
® Despite the fact that the Convention on the  coverage rate of 84%, compared to the figure Congo, Dem. Rep. No dafa
Rights of the Child calls for children to be  in the east — 56%. Cote d'Ivoire No data
registered “immediately after birth,” many So far, too few countries have taken birth Madagascar No data
children are registered later in life, such as  registration seriously. All developing countries Nigeria No data
when they enrol in school. need to assess their current status, set specific Senegal No data
® C(ivil registration systems lag in sub-Saharan  targets for improvement and follow up with South Africa No data
Africa because of underdevelopment. In regular monitoring. Tanzania No data
Togo No data
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MIDDLE EAST AND EAST/SOUTH ASIA AMERICAS
NORTH AFRICA AND PACIFIC

LEVEL OF LEVEL OF LEVEL OF LEVEL OF
REGISTRATION REGISTRATION REGISTRATION REGISTRATION
Algeria 1 Armenia 1 Australia 1 Argentina 1
Egypt 1 Azerbaijan 1 China 1 Brazil 1
Iran 1 Kazakhstan 1 Japan 1 Canada 1
Israel 1 Kyrgyzstan 1 Korea, Rep. 1 Chile 1
Jordan 1 Tajikistan 1 Malaysia 1 CostaRica 1
Kuwait 1 Turkmenistan 1 Mongolia 1 Cuba 1
Lebanon 1 Uzbekistan 1 New Zealand 1 Dominican Rep. 1
Libya 1 Afghanistan 6 Singapore 1 El Salvador 1
Syria 1 Georgia No data  Sri Lanka 1 Guatemala 1
Tunisia 1 Thailand 1 Honduras 1
U. Arab Emirates 1 Pakistan 2 Jamaica 1
Morocco 2 Philippines 2 Mexico 1
Turkey 2 Every year, Indonesia 3 Trinidad/Tobago 1
Sudan 4 India 4 United States 1
Yemen 4 about 40 million Myanmar 4 Uruguay 1
Oman 6 ) Bangladesh 5  Colombia 2
Irag No data babies &0 Papua New Guinea 5 Panama 2
Saudi Arabia No data . Cambodia 6 Paraguay 2
unregLStered - Bhutan No data  Peru 2
. Korea, Dem. No data  Venezuela 2
one third Of Lao Rep. No data  Bolivia 3
all births. l\!epal No data  Nicaragua 3
WHAT THE Viet Nam No data  Ecuador No data
RANKINGS MEAN Haifi No data

Source: UNICEF.
1 90% and more

registered . . . . .
&t _ Regional disparities: Unregistered births*
2 70% to 89% g 30
registered g s 235
3 50% to 69% 5 2o
registered =
o 15
4 30% to 49% <
registered g [0 9.6
@
5 Less than 30% 2 5
. ke; 1.9
registered e 1.2 1.1
&t % 0 [ | — — 0.2
. . . Sub-Saharan  Middle East and Central East/South Asia Americas Europe
6 No birth G T Africa North Africa Asia and Pacific
SyStem *Does not include countries for which no data are available.
Source: UNICEF.
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Immunization:
Going the extra

Ralph H. Henderson, M.D.

Immunization is the greatest public health success

story in history. Between 1980 and 1990, a mas-

sive effort raised coverage rates worldwide from
5 per cent to 80 per cent. But just as a new gen-

eration of vaccines is about to come on the mar-

ket — capable of saving millions more children’s
lives each year, but at much greater cost — the

momentum to sustain immunization is faltering.

wo decades ago, just
5 per cent of infants
in developing coun-
tries were being vac-
cinated against the
six major child-killing diseases.
Today, about 80 per cent are being
reached — atoweringachievement.
Deaths from those six diseases
(measles, tetanus, whooping
cough, tuberculosis, polio and
diphtheria) have been slashed by
3 million a year, and at least
750,000 fewer children are left
blind, paralysed or mentally
disabled. Thanks to a triumphant
global eradication campaign,
polio is expected to follow small-
pox into extinction by the end of
this decade, eliminating the need
for vaccination — and saving the
governments of the world $1.5
billion in vaccine, treatment and
rehabilitation costs every year.
By any standard, the interna-
tional immunization effort is the

greatest public health story in his-
tory. And immunization is also a
bargain, with a price tag of just
$15 per child: $1 for the six orig-
inal vaccines plus the expenses of
delivery to some of the least
accessible places on earth. The
impact of these modest invest-
ments on the lives of children and
their parents is momentous.

The future holds even greater
promise. A new generation of vac-
cines, about to make its entrance,
holds amazing potential: vaccines
against increasing numbers of dis-
eases; one-shot vaccines that elim-
inate the need for booster shots;
vaccines aimed at ever-younger
infants, to protect them at a vul-
nerable age; and even vaccines that
are simply spread on the skin.

Fourteen new or improved vac-
cines have entered the market
since 1980, and dozens more are
in the pipeline. They will prevent
some of the most pernicious

Dr. Ralph H. Henderson is Assistant Director-General of the World Health Organization.
As Direcfor of the Expanded Programme on Immunization at WHO from 1979 10 1989,
he was the architect of the global effort that raised immunization rates from 5 per cent around

1980 to 80 per centin 1990. In a public health career spanning more than 30 years,

much of it with the US Public Health Service, Dr. Henderson previously made major

contributions to smallpox eradication and the control of venereal diseases.
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killers of children, such as diar-
rhoeal diseases and acute respira-
tory infections. Experts predict
that, by early in the next millen-
nium, these antigens could be sav-
ing the lives of up to 8 million
children each year.

The basic vaccines already
available to combat the ‘big six’
diseases could save up to 2 million
children still dying from vaccine-
preventable disease every year —
if every child were reached.

And there’s the catch. Despite
the low cost of the existing immu-
nization package, many of the
world’s poorest children, those
most vulnerable to disease, are
already falling through the vac-
cine net.

Sub-Saharan Africa fares the
worst: Each year, almost half the
children who should receive the
necessary three doses of DPT
vaccine to prevent diphtheria,
pertussis (whooping cough) and
tetanus do not. Although cover-
age rates in the rest of the world
are higher, the fact remains that
26 million infants worldwide
annually do not receive their three
DPT shots.

If we don’t reach these chil-
dren now, with the vaccines
already available, what are the
prospects of reaching them with
the vaccines of the future?

To safeguard the health and
well-being of children, two things
need to happen. First, those chil-
dren not receiving the existing low-
cost vaccines must be reached.
Second, we must take steps now
to ensure that these children are

not bypassed by the wonders of
the next generation of vaccines,
which will cost many times more
than those now in use.

The ‘missing’ vaccines

It should be one of the biggest
news stories of all time: the
prospect of vaccines that could
save the lives of 8 million children
each year, or 22,000 children
each and every day. Instead, there
is silence. Could the reason be
that these 8 million are, over-
whelmingly, the unseen, unheard
children of the poor?

The unconscionable fact is that
some vaccines already on the mar-
ket have never even made it to
their intended targets. The anti-
gen for hepatitis B — a disease
that kills around 1 million people
each year — has been available
since the early 1980s. But many of
the countries that need it, includ-
ing Azerbaijan, Benin, Cambo-
dia, Tanzania and Viet Nam,
cannot afford this vaccine, even
though its cost has plunged from
$150 to less than $1 per dose.

Yellow fever is again menacing
Africa and Latin America, with
Gabon, Ghana and Nigeria suf-
fering outbreaks in 1994, and
Liberia and Peruin 1995. In each
case, expensive emergency immu-
nization efforts were needed to
stop the spread of the disease.

Five years ago, public health
officials recommended that the
hepatitis B and yellow fever
vaccinations be added to the
basic immunization package,
along with nutritional supple-
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ments of vitamin A. Yet few of
the 34 at-risk countries in Africa
have been able to include the yel-
low fever vaccine in their immu-
nization programmes, even at the
UNICEF-discounted price of
only 17 cents. As demonstrated in
1994.and 1995, funds can be found
to contain the disease when it
begins to spread — but not,
apparently, to keep it from getting
into circulation in the first place.

Other vaccines falling into cost-
benefit quagmires are those against
Haemophilus influenzae type B
(Hib disease), a leading cause of
pneumonia and meningitis among
young children, and rotavirus,
the diarrhoea-inducing microbe
blamed for the yearly deaths of
almost 1 million children.

Such problems cast a shadow
over prospects for two future
life-savers: vaccines against mala-
ria and HIV/AIDS. The devel-
opment of a malaria antigen is
proving both slow and costly, and
work on a vaccine against HIV
infection is still not receiving the
support it requires. The problems
with both vaccines may in part be
due to the reluctance of manu-
facturers. They face daunting sci-
entific challenges compounded
by financial and political concerns
about vaccines almost certain to
be beyond the reach of the coun-
tries that need them most.

Where we stand

The success of the global immu-
nization effort is unprecedented.
But we need to take a closer look at
this achievement. The tremen-
dous gains against polio, for ex-
ample, are tempered by the
continuing threat of other dis-
eases, such as measles.

Polio is without question the
star of the current international
immunization effort. Only 3,234
cases were reported worldwide in
1997, down from 23,000 cases
seven years earlier, and the west-
ern hemisphere has been polio-
free for seven years. Although
underreporting remains a prob-

lem, it is clear that polio is on the
run. In 1997 alone, more than half
the world’s children under the age
of 5were vaccinated during mas-
sive campaigns that, along with
routine immunization efforts,
may wipe the disease from the
face of the planet within the next
two years.

(/}v)coming vaccines
could save 8 million
lives a year — but
at a price.

Such campaigns also galvanize
political commitment, bring in
extra funding and increase aware-
ness of the importance of routine
immunization and other basic
child health measures. For in-
stance, at least 34 countries use
National Immunization Days as
an opportunity to distribute vita-
min A supplements widely. Boost-
ing vitamin A levels in children
who are deficient in this vital
micronutrient can cut child
deaths by about one quarter.

But there is another immuniza-
tion story, a largely untold one. It
is the story of the never-ending
battle to raise and maintain
basic immunization rates; to
build the capacity of local and
national systems so they can
vaccinate one year’s generation of
130 million babies on five separate
occasions, then do it all over again
the next year, and the next; and to
convince families and communi-
ties that starting and continuing
immunization is crucial to their
children’s health.

The relentless attacks of
measles, which kills more chil-
dren than any other disease
currently preventable through
vaccination, give someidea of the
scale both of the progress already
made and the problems that
remain. The overall measles vac-
cination rate for developing coun-

tries now hovers at 77 per cent
of children under the age of 1,
and two thirds of all countries
have already reached the year
2000 goal of cutting the number
of measles deaths by at least
95 per cent.

But measles continues to thrive
in the cities of Africa and Asia,
especially in deprived neighbour-
hoods. Just 20 countries now
account for 85 per cent of measles
deaths of children under the age
of 5. That means about 722,000
children are dying in those coun-
tries each year, half of them in
Africaand 230,000 in India alone.
In addition, measles immuniza-
tion coverage has remained static
or slipped in 32 of the 44 poorest
countries since 1990, including
Burundi (25 per cent decline in
coverage), Papua New Guinea and
Yemen (23 per cent), Malawi (14
per cent), Benin (13 per cent) and
Mali (12 per cent).

Yet some of the poorest nations
on earth are actually making the
greatest strides. Cambodia, for
example, has more than doubled
its measles immunization rate,
from just 34 per cent in 1990 to
72 per cent in 1996. Guinea’s
measles coverage rate stands at
61 per cent, compared to only 18
per cent in 1990.

These gains show what can be
achieved when the national will is
truly committed and when strong
one-off campaigns are backed by
vigorous routine immunization.
Thanks to concerted efforts in the
20 hardest-hit countries, the global
neonatal tetanus death toll has
fallen from 400,000 to 280,000 in
just seven years.

There is a message here, not
only for developing countries, but
for the industrialized world.

After nearly eliminating diph-
theria, the countries of the former
Soviet Union were rocked by
epidemics in the early 1990s,
sparked by plunging economies,
armed conflict, irregular supplies
of vaccines and massive popula-
tion movements from the coun-

tryside to the cities. The number
of cases soared, from under
2,000 across the region in 1990,
to over 47,000 by 1994. Soon
after, the epidemic spread to other
European countries, including
Bulgaria, Germany, Norway and
Poland. The international com-
munity had to step in, and all the
countries of the former Soviet
Union except Belarus and the
Russian Federation still depend
on outside assistance for vac-
cines. The painful lesson is that if
we let up our efforts for aminute,
we pay for a very long time.

Staying on track

Some of the poorest nations are
moving mountains to immunize
their children, while other com-
paratively wealthy nations seem
unable or unwilling to do so. The
world as a whole is not doing all it
can to make vaccines available to
the children who need them. That
is not only a failure of leader-
ship — it is a moral outrage.

Immunizing children is not a
matter of charity, it is a matter of
fulfilling a fundamental human
right. Countries that ratify the
Convention on the Rights of the
Child, the most widely ratified
human rights treaty in history, are
required to “ensure to the maxi-
mum extent possible the survival
and development of the child” and
must take “appropriate mea-
sures...to ensure the provision
of...health care.” These rights
became tangible goals at the
World Summit for Children in
1990, when the leaders of over 70
countries promised to reach and
sustain coverage levels of at least
90 per cent against the main
vaccine-preventable diseases by
the year 2000.

When something becomes a
right, it means that every child is
entitled to it, not just those who are
easy to reach. So national immu-
nization plans must address not
just the first 80 per cent but also the
last 20 per cent: institutionalized
children, children living on the
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streets, the hill tribe children in
Thailand, the Romanies in Bul-
garia and Romania, the isolated
villagers in Nigeria.

Many developing countries made
spectacular progress throughout
the 1980s. But some are finding it
difficult to keep up the momen-
tum, and extremely hard to go
the extra mile needed to reach the
remaining children. Togo, for
example, managed to push its
measles rate up to 65 per cent in
1995, only to see it fall to 48 per
cent in 1996. Guinea-Bissau’s
rate fell from 65 per cent in 1994
to 53 per cent just two years later.

Such figures lie at the very core
of sustainability. A country needs
the enduring capacity toimmunize
each new generation of babies; to
bolster the health infrastructure,
the staff and the supply of af-
fordable vaccines to keep up the
system year after year. But, like
the refrigerators and other parts
of the ‘cold chain’ bought during
the massive immunization drive
of the 1980s, momentum is
showing signs of wear in some
quarters. The technical and polit-
ical structures must be main-
tained or immunization rates will
plummet, with disastrous results.

That is why the Children’s Vac-
cine Initiative, launched in 1990,
is setting out to improve the
world’s supply of existing vac-
cines. Originally the brainchild
of five sponsoring agencies —
WHO, UNICEF, UNDP, the
Rockefeller Foundation and the
World Bank — the Initiative is
now stimulating a global dialogue
among governments, donors, vac-
cine manufacturers, researchers
and immunization programme
managers.

Another way forward is the
vaccine-financing strategy, which
UNICEF and WHO launched in
1994, which encourages govern-
ments to assume responsibility
for their own vaccine needs. The
strategy establishes financing
targets based on relative wealth
per capita so that donor funds can

be concentrated on the neediest
countries.

Countries are grouped in tiers,
ranging from the very poorest,
such as the Lao People’s Democ-
ratic Republic and Mozambique,
which pay only a token share of
vaccine costs, to countries like
Malaysia and Turkey, which re-
ceived assistance only for the first
year and are now self-supporting.

By 1996, 25 per cent of the
poorest countries were meeting
their minimum targets for vac-
cine self-sufficiency, compared
with only 2 per cent in 1990, as
were 90 per cent of the countries
where assistance was phased out.
Many countries are paying for or
producing their own vaccines,
including Brazil, China, Egypt,
India, Mexico, Pakistan, the
Philippines and most countries
in South America. Developing
countries now produce more than
half the vaccines used for national
immunization programmes.
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Uganda, one of the world’s
poorest nations, is financing
about 35 per cent of basic vac-
cines. Even in the midst of polit-
ical and social upheaval, Burundi
has managed to continue its sup-
port for vaccine funding, con-
tributing $50,000 towards the cost
of immunization in 1997.

A new scheme for vaccine
financing has been launched by
the European Union, together with
the Governments of Burkina Faso,
Cape Verde, Chad, Mali, Maurita-
nia, Niger and Senegal, to ensure
that national budgets have a spe-
cific line item for vaccine pur-
chases. To encourage this effort,
the EU is providing support
directly to these countries’ national
budgets, which now include vac-
cines as an integral part of overall
health expenditures.

This support for immuniza-
tion cannot be cemented into the
foundation of the worldwide im-
munization effort without the

By supporting regular immunization, two thirds of all countries have cut the
number of measles deaths by at least 95% . Rwandan children in a refugee
camp in Tanzania wait to be vaccinated, immunization cards in hand.

UNICEF/94-0071/Davies

unshakeable political commit-
ment of each country’s leaders.
These leaders must assess their
priorities and examine the true
value of a vaccine — to a child,
to a family, to anation. The world
needs to ask how is it possible
that something so cost-effective
and readily available is not reach-
ing every child.

Missing the poorest

The new vaccines present great
challenges as well as opportuni-
ties. At current levels, funding
will be insufficient to get them to
the countries that are home to
the poorest 10 per cent of the
world’s children and that bear
the heaviest burden of disease.
Donors contribute around $21
million each year to these coun-
tries for the six original antigens.

The addition of the vaccines
for hepatitis B and yellow fever
would push this bill up to $70
million. Add Hib and rotavirus
vaccines, and one to tackle pneu-
mococcal disease, and the price
rises to at least $381 million. With
the cost of overhauling the cold
chain to keep vaccines at the right
temperature, improving delivery
capacity and supporting safe
injection procedures, the world is
looking at a total bill of $700 mil-
lion each year.

That $700 million may sound
expensive — butit comes to just
12 cents per person worldwide.
Compare that to the $139 per
person spent globally on the mil-
itary machine in 1996 and the
world’s priorities become clear.
In a $28 trillion global economy,
economic resources are not the
issue — priorities are.

So far, the countries of the
world, developing nations and
donors alike, simply are not doing
all they can to get this medical
miracle to the children who need
it. We in the public health com-
munity have a duty to bring this
outrage to the world’s attention.
The lives of millions of girls and
boys are in our hands. u
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HEALTH LEAGUE TABLE
MEASLES ITMMUNIZATION GAP

easles kills more children than any other vaccine-preventable

disease — over 800,000 every year. The percentage of children

immunized against measles before their first birthday is therefore
a good indication of whether countries are fostering the survival and
growth of their youngest citizens. This year’s health league table addresses
measles immunization — but from a new angle. Instead of the percentage
of children immunized against measles, it shows the percentage not
immunized. These are the children whose fundamental human right
to health care has been denied.

SUB-SAHARAN AFRICA

. . T Ii heck [l Gombia 0
Immunization statistics: Reality chec 8 Botswana 18
How can governments hope to fulfil the needs of UNICEF figures reveal that, in 44 countries, Sierra Leone 21
their children if they do not know precisely what  routine clinic reports show immunization rates Zimbabwe 23
those needs are? Participants at the 1990 World  that are at least 10 percentage points higher than Rwanda 24
Summit for Children addressed this fundamen-  rates obtained from surveys. Elsewhere, this dis- Bl South Africa 24
tal problem, calling for countries to establish crepancy is reversed: In 17 other countries, rou- Zambia 24
mechanisms for the regular collection, analysis tine clinic reports give rates of coverage at least ﬂ Lesotho 27
and publication of data concerning the well- 10 percentage points lower than survey data. ﬂ Madagascar 32
being of their children. The implications of these variances are trou- Malawi 32

There is no better indicator of success in  bling. In India in 1992, for example, a survey Tanzania 32
maintaining such information than a country’s found that 10 million fewer children under 1 4 Mauritania 33
record on immunization, the most regularly col-  had received the third dose of vaccine against K] Uganda 34
lected and closely watched statistic. But assess-  diphtheria, pertussis and tetanus (DPT) than Angola 35
ing even these figures is a complicated process.  had been indicated in routine clinic reports. Céte d'lvoire 35

Virtually every country maintains data on The opposite holds in Kenya. In 1996, the m Guinea 39
child immunizations. The most common routine clinic reports showed that just 40% of Mauritius 39
record is the notation a health centre makes children had received their third DPT shot, Namibia 39
each time a child is immunized. The accuracy = while survey records showed that 84% had — m Benin 43
of these ‘routine reports’ can be flawed by the a difference of about 500,000 children. m Mozambique 43
complexities of communicating the informa- If the 1996 immunization rates of the 40 Xl Burkina Faso 16
tion up the chain of command from the local largest countries were adjusted to account for Al Ethiopia 16
clinic to the health ministry. Routine reports the discrepancies between routine clinic reports > Regional average 17
are therefore periodically supplemented by and survey findings, worldwide coverage would %] Ghana 47
surveys, which generally provide better data be 10 percentage points less, or 70%. - -

. , L . ] Guinea-Bissau 47
but are performed less frequently because of Thus, even the ‘best’ statistic available to

i . . , . : Senegal 49
their expense. As a result, publications such as  measure children’s well-being can be flawed if -

. e . o S Burundi 50
The Progress of Nations base their figures on  countries do not give it the priority it demands. o 55
a combination of the two. Governments must devote more resources to 28 g 90 54
Working with these statistics reveals the data gathering if they are to meet children’s ameroon
o : . . Central African Rep. 54
complexities of data gathering. For instance, right to health. B
Nigeria 55
Routine reports versus surveys £l Liberia 26
Difference 100 97 oa 97 99 g¥] Congo 58
between routine = 90 88 g0 50 sa Congo, Dem. Rep. 59
clinic reports and N0 Eritrea 62
c 70
survey data, DPT3 2 s 62 58 Gabon 62
(Countries with E 50
biggest discrepancies) T 4 g;‘ '\KAenlyo 2§
8 0 ali
s = Kfs] Somalia 67
Sources: DHS, UNICEF ° Bolivia India  Kazakhstan Bangladesh  Maldives Fiji Mavritius  Papua New  Lesotho Kenya 39 ChOd 72
and WHO. Guinea Niger 79
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MIDDLE EAST AND CENTRAL ASIA EAST/SOUTH ASIA AMERICAS
NORTH AFRICA AND PACIFIC
Kuwait 1 [l Azerbaijon 1 WM China Argentina 0
Jordan 2 Al Kazakhstan 3 B VietNam Jamaica 1
Oman 2 Kl Uzbekistan 8 KM Korea, Dem. Canada 2
Iran 5 3§ Armenia 11 Y Koreaq, Rep. Cuba 2
Israel 6 [ Tojikistan 20 [ER Mongolia El Salvador 3
Morocco 7 P Regional average 28 Y Singapore Colombia 5
Libya 8 g Turkmenistan 34 M New Zealand Chile 7
Saudi Arabia 8 WAl Kyrgyzstan 35 |EJ Bhutan Honduras 9
Tunisia 14 il Georgia 45 KR Myanmar Panama 10
If¢] Egypt 15 Bl Afghanistan 58 R Srilanka United States 11
Ife] Lebanon 15 IRl Thailand Trinidad/Tobago 12
» Regional average 16 P Regional average Bolivia 13
Syria 16 P4 India Costa Rica 14
Turkey 16 ] Malaysia Uruguay 15
U. Arab Emirates 17 [P} Pakistan 22 P Regional average 19
Iraq 20 WHAT THE ] Combodia 28 Paraguay 19
Sudan 25 TABLE RANKS 1I5] Philippines 28 Ecuador 21
Algeria 32 Forsenliage of /4 Japan 32 Dominican Rep. 22
Yemen 49 Ch'lffe” ””‘?lerd] ] Indonesia 37 Nicaragua 22
flofimmunize ] Lao Rep. 39 Mexico 25
against measles.
pI0] Bangladesh 41 Brazil 26
Al Nepal 55 Peru 29
DEVELOPING @] Papua New Guinea 56 Guatemala 31
WORLD AVERAGE pR] Australia No data Venezuela 36
Haiti 69
() nh0
V/ \:\/% Sources: UNICEF and WHO.
Q@ V.
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Neonatal tetanus death toll cut by a third

In 1990, about 360,000 newborn
babies died of neonatal tetanus in
the 20 countries where it was most
prevalent. Concerted efforts to elim-
inate the disease have dragged that
figure down to 224,000, drastically re-
ducing the toll of an insidious disease
that attacks infants during the first
days of life — its earliest symptom, a
facial spasm, often tragically mistaken
for a baby’s first smile.

Brazil recorded the greatest
progress, slashing the death toll by
99%, from almost 6,000 deaths in
1990 to only 80 in 1997. Viet Nam
did nearly as well, with deaths down
by 94%. In terms of sheer num-
bers, China recorded the greatest
cut: from more than 75,000 infants
in 1990 to just under 14,000 in 1997,
a fall of 82%.

Not all the news is good, however.
Deaths in Nigeria surged from 23,000
to 38,000, the largest absolute in-
crease worldwide, up by 62%.

Neonatal tetanus results from
tetanus spores being introduced
through poor hygiene during child-

birth, often exacerbated by tradi-
tional childbirth practices, such as
the use of clarified butter or even
cattle dung to ‘heal” the umbilical
stump.

While the global goal of eliminat-
ing neonatal tetanus by the end of

1995 was not reached, the disease
could still be eliminated by the turn of
the century with increased political
commitment. Additional funding of
around $30 million would also be
needed to target every high-risk area

on the planet. New developments in

il

o

Concerted efforts have dramatically cut neonatal tetanus deaths in most of the

hardest-hit countries. Nigeria is an exception, with deaths up 62% . Nigerian
women receive the tetanus vaccine, which will protect the children they bear.

Local hero: ORS production takes off

Almost half the countries respond-
ing to a recent survey have increased
local production of oral rehydration
salts (ORS), the lifesaving therapy for
children threatened by diarrhoeal
dehydration. A UNICEF survey of 65
countries has uncovered a welcome
trend towards sustainability. Local
production is increasing, and the
share of ORS purchased by health
ministries has risen by about 20%
since 1994, another optimistic sign
that oral rehydration therapy is
becoming entrenched.

Bangladesh, Brazil, Indiaand Nige-
ria — home to more than 160 million
children under 5 — are among the 32
countries and territories reporting an
increase in production in recent years.
Two countries, Cuba and Mexico, are
now producing enough ORS to export
it to other countries. Among the 19

countries reporting no increase, sev-
eral already produce adequate sup-
plies of ORS for their needs.

In 1996, health ministries paid for
more than half of the ORSusedin21
countries, up from 16 in 1994.

UNICEF offices in 20 countries
reported no local production of
ORS. While importing ORS may be
more cost-effective for smaller coun-
tries, such as Swaziland, countries
like Burundi, Cambodia and Iraq,
where local production capacity has
collapsed asaresult of instability and
war, raise concerns.

Diarrhoeal dehydration remains
one of the world’s great child killers,
claiming over 2 million children under
the age of 5 each year in developing
countries. Up t0 90% of these deaths
could be prevented by replacing lost
body fluids with ORS — a precise mix

of salts, glucose and safe water — or
with other recommended fluids. A
sachet of ORSis economical, costing
about 8 cents.

Making a local life-saver
Where production of ORS is increasing

Algeria Nepal
Argentina Nicaragua
Bangladesh Niger
Bolivia Nigeria
Brazil Pakistan
Chile Peru

Cuba Philippines
Ecuador Sudan
Egypt Thailand

El Salvador Turkey
Ethiopia Uganda
Ghana Venezuela
India Viet Nam
Kenya West Bank and
Lao Rep. Gaza
Mali Yugoslavia
Mexico

Source: UNICEF, 1997.

immunization technology could prove
invaluable, allowing non-health per-
sonnel to perform immunizations.

Attacking neonatal tetanus
Success of ‘top 20" in reducing death toll:

1990 1997 Per cent
deaths deaths change
Brazil 5,900 80 99
Viet Nam 6,200 400 94
China 75,700 13,700 82
Egypt 4,000 740 82
Uganda 7,500 2,200 71
Indonesia 22,800 7,100 69
Philippines 4,700 1,900 60
Kenya 5,100 2,500 51
Bangladesh 38,600 20,700 46
Niger 4,200 2,400 43
Ghana 4,000 2,400 40
Myanmar 4,400 3,200 27
India 77,700 59,100 24
~ Pakistan 36,300 29,700 18
£. Nepal 6,700 5,800 13
= Mozambique 3,900 3,600 8
Ethiopia 14,800 15,600 -5
Somalia 6,500 7,000 -8
= Congo,
S Dem. Rep. 7,200 8,200 -14
Nigeria 23,400 37,900 -62
Total 359,600 224,220

Source: WHO, 1998.

5
Home remedy: A sachet of oral
rehydration salts mixed with safe
water wards off life-threatening
diarrhoeal dehydration.
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First dates: Children, like these two in Guatemala, need five immunization

visits in their first nine months of life.

Immunization drop-out:
A sign of trouble

Just as a high rate of children drop-
ping out of school points to problems
inan education system, a high immu-
nization drop-out rate — the per-
centage of infants who begin but do
not complete the full course of six
vaccinations in their first year —
spotlights problems in a health sys-
tem. Taking the BCG (tuberculosis)
vaccination, given shortly after birth,
as the starting point, and measles,
administered at nine months, as the
last vaccine a baby receives, it is pos-
sible to chart a country’s success or
failure in immunization.

In half of the 127 countries
reporting on both of these immu-
nizations, over 90% of babies im-
munized against BCG are also
immunized against measles, sug-
gesting that they have received the
full course of vaccinations. This
means that their parents have been
able to take them to the health centre
five times in the first year of life, a
sign that immunization services are
accessible, approachable and reliable.

In the 27 countries listed, how-
ever, at least 20% more infants re-
ceive BCG immunization than are
vaccinated against measles. The Cen-
tral African Republic records the
highest drop-out rate of all reporting
countries, almost 50%, with 94% of
infants immunized against tubercu-
losis and only 46% against measles.

Only one industrialized country
has a substantial drop-out rate:

Japan, with a rate of 23%. Because
of high health care and nutrition
standards, measles is less of a threat
to children in the industrialized
world. However, it can be ‘exported’
to the developing world, putting chil-
dren in the poorer countries at risk.

Dropping out

Countries where at least 20% more
infants are immunized against TB
than against measles:

Percentage point drop-out between
TB and measles immunizations

Dominican Rep. 20
Ecuador 21
Mozambique 21
Sudan 21
Zambia 21
Mexico 22
Peru 22
Turkmenistan 22
Japan 23
Algeria 26
Mauritius 26
Venezuela 26
Benin 27
Burundi 27
Nepal 28
Tanzania 28
Bangladesh 29
Malawi 29
Uganda 30
Senegal 32
Ethiopia 33
Papua New Guinea 34
Mali 34
Haiti 37
Togo 39
Liberia 40
Central African Rep. 48

Sources: UNICEF and WHO.

Import taxes push up
the price of bednets

Families at risk of malaria in at least
14 countries must pay more to pro-
tect themselves from the disease
because their governments impose
tariffs onimported bednets. The nets,
which cost from $4 to $15 before
import duties, are already a heavy
expense for families in the poorest
countries, where monthly earnings
average $30 per capita or less. The
tariffs, which range from 8% t0 65%,
make the financial burden even
more severe.

Malaria kills over 1 million chil-
dren under the age of 5 every
year — a child every 30 seconds —
in about 100 malaria-endemic
countries around the world. Of the
74 countries responding to a
recent UNICEF survey, 56 have
bednets for sale. The nets are
imported in 40 countries, and of
these, 14 are known to impose
tariffs. All but two of those coun-
tries are in sub-Saharan Africa.

Senegal has the highest tariff, at
65%, and six other countries in sub-
Saharan Africa impose tariffs of
30% or more. Yet the region
accounts for about 90% of all
malaria-related deaths, and, on aver-
age, children suffer six bouts of the

disease a year.

A study in the Gambia found that
malaria deaths among children could
be reduced by around 25% if children

slept under treated bednets. Such
protection against malaria-carrying
mosquitoes is vital, as the disease is
increasingly resistant to drug treat-
ment, and the development of an
effective vaccine is proving difficult.
Backing WHO’s campaign to com-
bat malaria, UNICEF has adopted
three related goals: to have 20% of
children under 5 in high-risk areas
sleeping under bednets by the year
2000, 50% by 2005 and universal
access to bednets by 2010. Steps to
cut the cost of bednets, including
the removal of import tariffs, will be
crucial to the success of the campaign.

Taxing malaria protection
Countries known to charge duties
on imported bednets: *

Per cent tariff

Namibia 8
Eritrea 13
Yemen 15
Guinea 18
Guinea-Bissau 25
Zambia 25
Bolivia 30
Djibouti 33
Benin 36
Burundi 36
Cameroon 50
Mozambique 50
Gabon 53
Senegal 65

*Among 74 malaria-endemic countries
responding to the survey.

Source: UNICEF, 1998.

In Sao Tome and Principe, bednets are laid out to dry after treatment with
insecticide. They will protect families from mosquitoes carrying malaria,
which kills over 1 million children under age 5 each year worldwide.

UNICEF/Pirozzi
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Claiming the future

Geeta Rao Gupta

Adolescence has long been viewed as a distinct
stage oflife in the industrialized world. Now it is
also emerging as a key interval between child-
hood and adulthood in the developing coun-
tries. Young people age 10 to 19 account for one
sixth of the population on earth, making them a
force for profound change. But they need the
support of their families, communities and
nations if they are to capitalize on their poten-
tial and avoid the perils ahead.

dolescence should

be the time of

greatest hope and

promise in life. It

can be a spring-
board, producing self-confident
young adults equipped with the
knowledge they need to create a
successful future for themselves
and their societies. Or it can be the
point at which everything goes
wrong — when all their promise
and potential are lost.

If it goes wrong for today’s
adolescents, it goes wrong for
the world. The current genera-
tion of young people is the largest
in history. Around 1 billion peo-
ple —one out of every six on the
planet — are between 10 and 19
years of age, 85 per cent of them

in developing countries. And they

face profound obstacles:

® In 1997 alone, around 3 mil-
lion young people age 15 to 24
became infected with HIV,
about two thirds of them girls.

® Girls age 15 to 19 give birth to
15 million babies a year, and
more girlsin thisage group die
from pregnancy-related causes
than from any other cause.

® Around the globe, 73 million
children age 10 to 14.are work-
ing — not counting the tens
of millions, mostly girls, be-
lieved to be in domestic
service.

® In developing countries, 59
per cent of girls and 48 per
cent of boys are not enrolled
in secondary school.

Geeta Rao Gupta is President of the International Center for Research on VWomen (ICRW),
based in VWashington, D.C. She has 20 years of experience in research and programme
development, emphasizing women’s health. Dr. Gupta has managed research pro-
grammes on women and AIDS, and on adolescent sexuality and nufriion. An infernational
experton HIV/AIDS, she serves on the board of the Infernafional AIDS Vaccine Initiative.

Dr. Gupta holds a Ph.D. in social psychology.

For previous generations, the
burden that fell on adolescent
shoulders was at least foreseeable.
Close on the heels of puberty
came marriage, children and hard
work to support the family. Young
adults faced these challenges
within the context of a familiar
and supportive environment.
Today, on top of the predictable
problems of growing up, adoles-
cents must confront the increas-
ing challenges of exploitation and
abuse, ethnic conflict and war.
Communities are being uprooted,
either literally, as families aban-
don the countryside in search of
work, or figuratively, as media
and other new influences disrupt
familiar mores and traditions.

No longer children but not yet
adults, adolescents are struggling
to understand their own place in
this confusing new world. Yet
when it comes to government pro-
grammes and family decision-
making, adolescents are hardly
to be seen. After the age of 5,
when their survival is relatively
assured, they fall off the radar
screen of health services, the girls
showing up again only when they
get pregnant; boys, at particular
risk of accidents, violence and
substance abuse, only receive
attention when they break the
rules. Just at the time of greatest
potential and peril, adolescents
are left to fend for themselves.

But this scenario is beginning
to change. As the span of time
between puberty and marriage
has increased, as the HIV/AIDS
pandemic has underscored the

importance of equalizing the
power in sexual relationships, as
the child rights movement has
taken hold, we have begun to real-
ize that adolescence is a window of
opportunity. Today’s generation
of young people, linked by
threads as diverse as the tragedy
of AIDS and the power of the
media, can revolutionize the
world — girls and boys together.
Young people can be the catalyst
to transform the past into a just
and egalitarian future that works
for both men and women, and for
all of society.

The gender rules

Of all the issues that influence
the adolescent experience, none
is more profound than gender:
the countless, unspoken cultural
rules that govern the behaviour of
females and males in every coun-
try on earth, almost from the day
they are born.

Adolescent boys and girls are
both vulnerable — but in differ-
ent ways. They both face sexual
pressures, but boys’ sexuality is
affirmed, while girls’ is denied.
They may both come from poor
families, but in most culturesitis
the girls whom poverty forces out
of school, not the boys. They may
both have to work, but for boys it
is outside the home, expanding
their horizons; for girlsitisinside
the home, restricting their expe-
rience. Atadolescence, a boy faces
the pressure of societal expecta-
tions to ‘be a man’, while a girl
loses whatever freedom she had as
a child.

21
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Those differences show up
clearly in the division of respon-
sibilities at home. Studies by the
Population Council in Kenya, for
example, show that 8- to 14-year-
old girls work at domestic chores
for 19 hours a week, boys for 14
hours. By the time they reach the
15-to 19-year-old age group, girls’
workload has shot up to 32 hours
a week, while the workload of
boys has increased by just 4 hours.
In Bangladesh, out-of-school boys
spend just 12 minutes a day on
domestic duties, compared to the
5 hours girls spend.

Nor are girls just working in
their own homes. Ninety per cent
of the children working as do-
mestic servants — one of the
most exploitive forms of child
labour — are girls, and a survey
in India found that 9 out of 10
households employing domestic
servants preferred 12- to 15-year-
old girls.

Family honour

In many societies, an adolescent
girlis closeted in the home for the
sake of the family’s honour,
which depends on her virginity
and modesty. If she is out in the
world, coming into contact with
men outside her family, she risks
her family’s reputation. For this
reason, young women are fre-
quently married off as fast as pos-
sible. The median age of marriage
for girls in Bangladesh is 14; in
Senegal, 16;in Nigeria, 17; and in
Egypt, 19.

These limits become visible in
many secondary school class-
rooms, where a majority of the
seats are filled by boys. Boys
have higher rates of enrolment
in secondary school than girls in
about three quarters of developing
countries outside Latin America.
More than four times as many
Yemeni boys attend secondary
school as do girls, 36 per cent to 8
per cent. In Nepal, 49 per cent of
boys are in secondary school,
compared to 25 per cent of girls,
and in Turkey, 67 per cent of boys

attend, compared to 45 per cent
of girls. (See story, page 26.)

A gir] with minimal education,
raised to be submissive and sub-
servient, married to an older man,
has little ability to negotiate sex-
ual activity, the number of chil-
dren she will bear or how she
spends her time. In much of the
developing world, women who
have not completed primary
school have two to three more
children than those with some
secondary education.

A young woman’s lack of
schooling also has a profound
effect on the lives of her children.
In Indonesia, the children of
women with no formal schooling
are almost three times more
likely to die than those born to
women with at least a secondary
education.

Education is not a magic pill.
But it can boost a young woman’s
confidence and teach her ‘life
skills’, equipping her to make her
own judgements. It may enable
her to assert her right to choose
whom and when she marries and
to shift the skewed distribution
of power between herself and
her husband. Education can also
provide vocational skills, poten-
tially increasing her economic
power, thus freeing her from
dependence on her husband,
father or brother.

However, that economic power
often comes with a price. Most of
the more than 1 million women
employed in Bangladesh’s gar-
ment factories begin working dur-
ingadolescence. Forced by poverty
to leave school, they accept the
trade-off of a job that pays rela-
tively well but exploits them,
sometimes requiring them to
work a 12-hour shift, seven days
a week.

Although a job can raise self-
confidence and provide the
income needed to delay marriage,
both the adolescent girl and soci-
ety pay a high price in the long
term when she drops out of
school to go to work.

It is a tragic irony that adoles-
cents were largely ignored by
their elders until HIV/AIDS
began to threaten their lives.
Combining issues of sexuality,
inequality, culture and poverty in
complex ways, this disease encap-
sulates the adolescent experience
in the late 1990s. Young people
age 15 to 24-account for more than
half of all new HIV infections,
and teenage girls become infected
at twice the rate of boys.

HIV disparities

In some countries, the disparity is
even greater, as in Malawi and
Uganda, where HIV-infected fe-
males age 15 to 19 outnumber
infected males six to one. In East-
ern Europe, HIV-infection rates
went up sixfold between 1995 and
1997. Worldwide, 1 in 20 adoles-
cents contracts a sexually trans-
mitted disease every year.

In the age of AIDS, being
knowledgeable about reproduc-
tive health and having control
over sexual activity is a matter of
life and death for young people.
Both boys and girls are in jeop-
ardy: boys because of their sexual
risk-taking; girls because they

generally lack the social power to
set the terms of relationships,
given males’ traditional domi-
nance in sexual matters.

In most encounters, the males
are older, further enhancing their
control. A study in Mali found
that girls had their first sexual
encounter at amedian age of 15.8
years, compared to 20.7 years for
boys. In Tanzania, female teach-
ers had to be recruited as ‘guard-
ians’ to protect young female
students from the sexual advances
of their male teachers. Among
53 countries reporting on mar-
riage and cohabitation among 15-
to 19-year-old males and females,
every country had a higher rate
for females— and in many coun-
tries it was far higher. (See story,
page 27.)

Although the adolescent birth
rate is falling in every region
except sub-Saharan Africa, girls
age 15to 19still account for more
than 10 per cent of all births
worldwide. One fifth of adoles-
centsin the United States are par-
ents before age 20, one half in
Guatemala and Nicaragua and
four fifths in Bangladesh.

Young women’s immature bod-

Education equips girls with skills and confidence, enabling them to take their
place in the world. These adolescent girls learn computer graphic design at a
school in Damascus (Syria).

UNICEF/96-0571/Touto
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ies simply are not ready to have
babies. Pregnancy-related deaths,
mostly from obstructed labour,
infection, haemorrhage, abortion
and anaemia, are the leading
cause of mortality for girlsage 15
to 19 worldwide. The risk of death
from pregnancy-related causes is
four times higher in this age group
than for women older than 20.

Having children when she is
still a child herself interferes with
a young woman’s ability to make
the most of her own life. Preg-
nancy typically ends a girl’s
schooling, and whatever free time
she has is taken up by the
demands of childcare.

Taking action

The peril is clear, but so is the
potential. And it is also obvious
that to take action for girls
requires taking action for boys.
Their lives and problems are
deeply intertwined — and so
must be the solutions.

Almost 10 years ago, the Con-
vention on the Rights of the
Child defined the upper age limit
of childhood as 18, recognizing
that adolescents are entitled to
the help and protection of society.
The disturbing realization that
this generation is at risk has
alerted governments, non-gov-
ernmental organizations and indi-
viduals to some key realities: that
young people as individuals have
rights to information, skills and
services, and that as a group they
are key to the future of their
nations.

Anyone who has worked with
young people knows what a
resource they are, especially in
overcoming the problems their
generation faces — among them
early pregnancy, school drop-out
rates, substance abuse and vio-
lence. To participate in the solu-
tions, they need information,
they need skills and services, and
they need a safe and supportive
environment, including trusted
adults to whom they can turn for
advice.

The world has begun to re-
spond. In 1994, the interna-
tional community acknowledged
young people’s reproductive
health rights in the Programme
of Action at the International
Conference on Population and
Development in Cairo. It said
that adolescents need appropriate
direction and guidance in sexual
and reproductive matters in a
manner consistent with their
evolving maturity. Another mile-
stone was the Fourth World
Conference on Women (Beijing,
1995). It was the first interna-
tional women’s conference at
which the Platform for Action
contained a section addressing
the rights of girls and young
women.

These conferences have recog-
nized that young people, girls
in particular, have been denied
their rights and that society has
not paid attention to their needs.
These gatherings have also galva-
nized the political commitment to
address adolescent concerns. We
know what works. Now we must
take advantage of the political
consensus to help young people
cope with the social and sexual
changes of adolescence.

The evidence shows that young
people successfully take charge
of their lives when they receive
the information and learn the
skills they need — and acquire
the self-confidence to employ
them. Numerous studies have
shown, for instance, that sex ed-
ucation delays young people’s
sexual initiation or reduces the
number of partners.

The media can play a role in
opening minds and changing pol-
icies. Radio, television and video,
magazines and newspapers, even
the Internet reach into all but the
mostisolated corners of the devel-
oping world. These media can be
used to reinforce fundamental
messages, such as the fact that we
must keep girls in school — the
most cost-effective development
intervention known, given the pos-

itive ripple effect of girls’ educa-
tion on the lives of their children
and communities.

Creating a better future for
adolescents also means helping
them connect with others who
struggle with the same questions
and concerns. Young people are
creating their own media initia-
tives to reach their peers.

Kenya’s Kenyatta University
haslaunched KU Peer, a student-
run magazine with a nationwide
circulation of 20,000, to inform
young people about health issues
and to recruit peer educators. The
Palestinian Ministry of Youth and
Sport is sponsoring a magazine
produced by young people and
focusing on child rights issues,
with upcoming editions devoted
to gender and child labour.

China’s Radio Shanghai hosts a
talk show called “Whisper’, which
takes questions from listeners on
adolescent health. Hosted by a
presenter with a friendly name
like ‘Aunt Ling’, it can be heard in
almost half of China. ‘Straight
Talk’, a radio programme run by
young people to discuss youth
issues including health and sexu-
ality, airs in Kenya, Malawi, Tan-
zaniaand Uganda. The scripts for
India’s ‘Dehleez’, a popular dra-
maticradio serial, incorporate mes-
sages about appropriate health
behaviour. Jamaica’s Red Cross
Peer Educator project uses a sim-
ilar strategy.

But information is not enough.
Young people need services, espe-
cially youth-friendly health ser-
vices. In Zambia, three pilot
clinics have been staffed with 52
peer educators, 16 to 26 years old,
who are trained to teach negotiat-
ing skills and provide counselling
on issues including HIV/AIDS,
pregnancy and substance abuse.
In Swaziland, an education cam-
paign aims to motivate young peo-
ple to use the services of 80 health
workers specially trained in ado-
lescent health promotion.

In an initiative in Costa Rica,
young people are consulted about

the health services provided, and
they can take their questions to
specially trained health workers.
In Ukraine, the Young People’s
Development Programme pro-
vides youth health services as
part of an effort that also aims to
prevent crime, drug abuse and
suicide.

While young people deal with
the confusing developments of
adolescence, they need education
and vocational skills to enable
them to support themselves. One
model is a programme in Maqat-
tam, near Cairo, that offers both
literacy and vocational classes for
girls — and also sends a strong
message about self-worth by
promising 500 Egyptian pounds
($148) to each girl who agrees to
defer marriage until the age of 18
and whose marriage is consen-
sual. Plans are under way to bring
boys and men into the pro-
gramme to encourage their sup-
port of girls and women, both
married and single.

These initiatives are a first step
towards confronting the issues
that must be addressed if today’s
generation of young people is to
reach its adult potential. These
actions hold promise, but they
are far too few. No country is mak-
ing enough use of the institutions
already in place, especially schools,
religious institutions and youth
clubs, to provide a safe haven for
young people to work out their con-
cerns with each other and with
supportive adults.

A couple of decades ago, before
the age of child rights, before the
age of AIDS, adolescents in de-
veloping countries were the nearly
forgotten people. But a social
revolution is under way. It pre-
sents an opportunity to change
the rules, to transform not only
their lives but the path their
nations follow in the 21st century.
Young people are full of energy
and ideas. It is up to us to make
sure that both girls and boys have
the opportunity to capitalize on
their monumental potential. =
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he experience of adolescent girls tradi-

tionally has been measured by examining

rates of pregnancy. But focusing exclu-
sively on reproductive health ignores other pro-
found changes taking place during this crucial
stage of life. However, in the absence of country-
level statistics about the diverse forces that shape
the lives of teenagers, reproductive health remains
one of the only tools available to compare
adolescent girls around the world.
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compare to that of adolescent boys? Can they access credit? Burking Faso 157 r —
Are they slotted into traditionally female occupations? Malawi 159 TR )
N . . C : Ethiopia 168 vu
® Whatis their experience with potentially risky behaviours? Do Chad 73
they experiment with cigarettes, alcohol, drugs? Do they engage a
in unsafe sexual practices? What happens when they do? Gabon 175
Uganda 179
To date, answers to these questions are sketchy or anecdotal. GUi?eG'BiSSGU 180 Women who do not
While researchers are beginning to quantify the adolescent expe- Mal 181 comp lete p rima ry
rience, the studies are as yet small, painting a picture of com- Sierra Leone 201 school have two to
munities, rather than countries. UNICEF is working with others CEongo, Dem. Rep. 206 .
to create more realistic and revealing statistical indicators and le?erla 206 three more children on
is supporting governments in measuring them. As they become Niger i 206 qper age than women
available, the results will be published in The Progress of Somalia 208 with some secondar
Nations. Angola 212 ) Y
Guinea 2290 education.
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CENTRAL ASIA EAST/SOUTH ASIA AMERICAS EUROPE
AND PACIFIC
|l Azerbaijan 19 Japan 4 Canada 24 Switzerland 4
yll Turkmenistan 20 Korea, Rep. 4 Chile 49 Netherlands 7
Kl Kazakhstan 32 China 5 Trinidad/Tobago 51 France 8
Yl Tajikistan 33 Korea, Dem. 5 Haiti 53 ltaly 8
Bl Uzbekistan 35 Singapore 8 Peru 57 Belgium 9
el Kyrgyzstan 40 Cambodia 15 Y United States 60 Denmark 9
V@l Armenia 41 Sri Lanka 20 | Uruguay 60 Spain 10
il Georgia 46 Australia 22 ﬂ Argentina 64 Sweden 10
» Regional average 59 Papua New Guinea 24 [EJ] Cuba 65 Finland 11
EX Afghanistan 152 Malaysia 26 P Regional average 68 Germany 13
Myanmar 31 Mexico 69 Ireland 14
New Zealand 32 Brazil 71 Norway 16
Viet Nam 33 Ecuador 71 Greece 18
Mongolia 39 Colombia 74 Austria 21
Philippines 40 Paraguay 76 Lithuania 22
Lao Rep. 50 Bolivia 79 Portugal 22
WHAT THE » Regional average 56 Panama 81 Belarus 24
TABLE RANKS Indonesia 58 Dominican Rep. 88 Poland 25
Births per k] Thailand 70 Jamaica 88 P Regional average 25
1,000 females Ik Bhutan 84 Costa Rica 89 Estonia 27
age 15-19 18] Nepal 89 El Salvador 92 Slovenia 27
pI8] Pakistan 89 Venezuela 98 Bosnia/Herzegovina 29
¥l India 109 Guatemala 11 Hungary 29
yX] Bangladesh 115 Honduras 113 Latvia 30
Nicaragua 133 Albania 31
Croatia 31
United Kingdom 31
. .o Moldova, Rep. 32
AMdolvm? to lﬂ;‘e FI;Iesl . _— " i Czech Rep. 35
n ionin n niri - .
v SIS Sl s
= Ukraine 36
The largest generation in history will soon be the most g 500 ] Yugoslqviq 38
urbanized. Moving to the city may mean: o = Russian Fed. 39
e Growing exposure to risks — alcohol and drugs, g 0 3 " Urban TFYR Macedonia® 40
violence, risky sexual practices, HIV/AIDS. ° 300 & " —— Rurdl :
® Lossof culture and isolation from extended family. ? Ejgg:: g;
e Improved access to better schools, youth-friendly '~_§ 200
health services (if subsidized). 3 *The former Yugoslav Republic of Macedonia,
o O 100 subsequently referred fo as TFYR Macedonia.
* More employment opportunities.
* Falling birth rates (over time). o Ecanamic nd o momeronnd oy
T 563 Fiont N . 1097
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Women’s health: Up in smoke?

Smoking among women in developing
countries is far less prevalent than
among men — so far. WHO estimates
that48% of malesaged 15and overin
the developing world smoke, com-
pared to only 7% of females. But in
developing countries, with fewer
restrictions to stop the tobacco com-
panies’ aggressive marketing and with
less public awareness of smoking’s
grave risks, it is only a matter of time
before the percentage of women smok-
ers starts to climb. Stemming a surge
in smoking among girls and women is
therefore a global health challenge.

Among 87 countries with available
data, there are 38 countries world-
wide where 20% or more women age
15 or older smoke. Only 7 of these are
developing countries: Brazil, Chile,
Cook Islands, Cuba, Fiji, Papua
New Guinea and Uruguay. The high-
est women’s smoking rates are in
Europe — Denmark and Norway
top the list with 37% and 36%,
respectively.

About 3.5 million people die each
year from tobacco use, more than
half amillion of them women. Asthe
proportion of women smokers in-
creases, so ultimately will the pro-
portion of women dying from
tobacco-related causes.

Most smokers start during their
teens — the median age of initiation
is under 15 in many countries. In a
number of industrialized countries,
including Austria, Denmark, Spain
and Sweden, smoking rates are now
higher among teenage girls than
teenage boys, according to WHO. Yet
the tragic impactinillness and death
among these young people will not
appear in the statistics for about 30
years. In the industrialized countries
where women have long smoked,
their death rate from smoking-related
disease is rising rapidly, accounting
for 25% to 30% of all female deaths
in middle age.

In addition to the main smoking-
related illnesses, including lung and
oral cancer, emphysema and heart
disease, women smokers face in-
creased risk of cervical cancer, im-

paired fertility and premature meno-
pause. There is also a higher rate of
miscarriage among expectant moth-
ers who smoke, and smoking during
pregnancy is linked to low birth
weight, which increases infants’ risk
of death and illness.

The Convention on the Rights of
the Child mandates countries to safe-
guard children’s health and to protect
them from exploitation and promote
health education. Therefore, support
for strong restrictions on the sale and
promotion of tobacco products to
children and teens is a global child
rights issue.

Where 20% or more
women smoke
Percentage of smokers
aged 15 or above

Country Men Women
Denmark 37 37
Norway 36 36
Czech Rep. 43 31
Fiji 59 31
Israel 45 30
Russian Fed. 67 30
Canada 31 29
Netherlands 36 29
Poland 51 29
Greece 46 28
Iceland 31 28
Ireland 29 28
Papua New Guinea 46 28
Austria 42 27
France 40 27
Hungary 40 27
Uruguay 41 27
Cook Islands 44 26
Italy 38 26
Luxembourg 32 26
Slovakia 43 26
Switzerland 36 26
United Kingdom 28 26
Brazil 40 25
Chile 38 25
Cuba 49 25
Spain 48 25
Estonia 52 24
Sweden 22 24
Turkey 63 24
United States 28 24
Argentina 40 23
Slovenia 35 23
Germany 37 22
New Zealand 24 22
Australia 29 21
Bolivia 50 21
Costa Rica 35 20

Source: WHO, The Tobacco Epidemic: A Global
Public Health Emergency, table 3, April 1996.

More boys than girls attend secondary school in 25 countries, but rates are low
Jor both in sub-Saharan Africa. This adolescent girl attends school in Ethiopia.

Girls missing in secondary
school classrooms

Primary school enrolment rates have
risen all over the world in recent
decades, and the gender gap in pri-
mary education is beginning to close.
But, when it comes to secondary edu-
cation, it is a different story.

In 25 countries the proportion of
boys enrolling in secondary school is
higher than girls by 10% or more,
and in five — India, Nepal, Togo,
Turkey and Yemen — the gap exceeds

School enrolment

Countries with large disparities
between boys’ and girls’ secondary
school enrolment...

...where ratio is higher

for boys than girls by 10% or more*
Cameroon 10
Zimbabwe 10
Chad 11
Morocco 11
Egypt 12
Guinea 12
Lao People’s Dem. Rep. 12
Uzbekistan 12
Benin 13
Congo, Dem. Rep. 13
Gambia 13
Zambia 13
Bangladesh 14
Cambodia 14
Iran 14
Céte d'lvoire 15
Ghana 16
Pakistan 16
Congo 17
Iraq 19
India 21
Turkey 22
Nepal 24
Togo 27
Yemen 28

20%. In more than 40 countries
worldwide, fewer than 25% of girls
are enrolled in secondary school.

The worst disparity is found in
South Asia, where 52% of boys but
only 33% of girls enrol — a gap of
19%. Secondary enrolment is low for
both boys and girls in sub-Saharan
Africa, with rates of just 27% and
22%, respectively, but nonetheless,
girls trail behind.

In contrast, 13 countries have
higher enrolment rates for girls than
boys by 10% or more. Girls generally
lead boys in Latin America and the
Caribbean, with 56% of girls and
52% of boys enrolled in secondary

school.
...where ratio is higher
for girls than boys by 10% or more*
Colombia 10
Namibia 10
Spain 11
Lesotho 12
Venezuela 12
Dominican Republic 13
Trinidad and Tobago 13
South Africa 15
Uruguay 15
Finland 16**
Guyana 17
Mongolia 18
United Kingdom 22**

* Includes all students enrolled in secondary
school regardless of age.

** Disparity due to higher enrolment in sec-
ondary vocational schools for young women
age 20 and older.

Source: UNESCO Statistical Yearbook 1997.
(Data: 1990-95.)

UNICEF/5033-Z/Lemoyne
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Too many teen brides

Teenage marriage may be less com-
mon than it was a generation ago, but
in many countries, and for many young
women, it is still the norm. Compared
to girls who marry later, teenage brides
typically have less schooling, lessinde-
pendence and less experience of life
and work. Boys, in contrast, rarely
marry during their teens.

A young girl often does not have a
say in whether and whom she will
marry, and she is frequently subor-
dinate to her older partner in funda-
mental family decisions, such as when
to have children and how many to
have. The age difference between a
teenage married woman and her part-
ner further exacerbates the dispari-
ties in power. Early marriage is closely
linked to early, repeated and un-
planned childbearing. Death rates
are higher for both mothers and
babies, as teenage bodies are not
ready for the rigours of pregnancy or
childbirth.

Data from 53 countries show
that the highest rates of 15- to 19-
year-old girls ‘in union— either
married or cohabiting — are in sub-
Saharan Africa, followed by Asia.
Among the 22 countries in sub-
Saharan Africa with data, more
than 25% of girls in this age-group
in 14 countries are married or
cohabiting. Five countries have rates
above 40%. The datainclude diverse
types of union socially accepted in
various societies, including marriage,
forms of cohabitation and polygyny,
in which a man has more than one
wife at a time.

The contrast in the rates of mar-
riage between teen girls and boys is
considerable in most countries. All
countries reporting have higher rates
of teen marriage for girls, and in only
two do teenage boys’ rate of mar-
riage or cohabiting exceed 10%.

Although delaying marriage until
after adolescence has many advan-
tages, there are also risks. Unmarried
teenage girls who are sexually active
face the risk of unintended preg-
nancy, as well as sexually transmitted

diseases, including HIV/AIDS.

Married adolescents
Per cent of 15-to 19-year-olds who
are currently married or cohabiting

Sub-Saharan Africa  Males Females
Mali 1 72
Niger 14 57
Uganda 8 47
Burkina Faso 3 44
Cameroon 3 41
Central African Rep. 6 39
Nigeria - 37
Malawi 6 36
Liberia 3 32
Senegal 1 29
Togo 2 27
Zambia 2 27
Céte d'Ivoire 3 26
Tanzania 3 26
Madagascar 9 21
Ghana 2 20
Zimbabwe 2 19
Kenya 3 15
Rwanda 3 8
Namibia - 7
Botswana 1 o)
Burundi 4 6
Middle East and North Africa

Yemen 13 24
Sudan 3 15
Egypt 3 14
Turkey 5 13
Morocco 2 12
Tunisia 0 4
Asia

Bangladesh 7 48
India 6 38
Pakistan 4 24
Indonesia 2 17
Thailand 4 16
Philippines 4 7
Sri Lanka 1 7
China 1 3
Latin America and Caribbean

El Salvador 4 24
Guatemala 8 24
Trinidad/Tobago 1 20
Dominican Rep. 6 18
Mexico 7 18
Ecuador 4 17
Bolivia 3 15
Brazil 2 14
Colombia ¢) 14
Paraguay 1 14
Peru 3 10
Industrialized countries

United Kingdom 3 11
Poland 1 8
United States 1 8
France 1 4
Germany 0 2
Japan 0 2

Source: The Alan Guttmacher Institute, Info a New
World, Young Women's Sexual and Reproductive
Lives, New York, 1998. (Data: 1986-96.)

The family planning gap

For any girl, married or unmarried,
few events are as traumatic as an un-
wanted pregnancy. Nonetheless, a
significant number of adolescent girls
aged 15 to 19 are sexually active and
do not want a child, but are not using
any form of family planning, accord-
ing to a recent survey.

In more than half of the 46 coun-
tries providing data, which are home
to almost 50% of the world’s popu-
lation, at least 10% of girls aged 15
to 19 have an unmet need for family
planning services. The data do not
reveal whether family planning ser-
vices are actually available or whether
it is legal for adolescents under 18 to
obtain them. The highest rates are
found in sub-Saharan Africa, where
20% or more of adolescent girls useno
means of contraceptionin 10 of the 21
countries surveyed, and where many
sexually active girls are also unmarried.
This is also the case in the United
States, the only industrialized country
covered, where 9% of unmarried girls
aged 15 to 19 have an unmet need for
family planning, compared to only 1%
of married girls. Unmarried pregnant
adolescents face larger risks, including
the possibility of receiving less care
and of family rejection.

Postponing marriage and child-
bearing gives girls the chance for
more education and experience and
for improving their own health,
nutrition and well-being and that of
their future children.

Significant numbers of 15- to 19-year-
old girls do not use or have access to
Jfamily planning services. An adolescent
mother watches over her premature
baby in a hospital in Encarnacién
(Paraguay).

Unmet need

Per cent of women aged 15-19
who are sexually active, do not want
a child soon and are not using any
method of contraception

Sub-Saharan Africa

uberio [

Botswana _ 29
Zambia _ 28
Ghana _ 26

1
Cate d'lvoire _ 22
Madagascar _ 22
Tanzania _ 22
Niger _ 20
Uganda _ 20
Central African Rep. _ 19
Kenya _ 19
Namibia _ 19
Nigeria _ 19
Togo _ 18
Burkina Faso - 14
Cameroon - 13
Senegal - 12
Zimbabwe - 8
Rwanda - 5

Burundi . 3

Middle East and North Africa
Egypt - 4
Sudan . 4
Turkey . 4

Morocco I 2
Tunisia I 2
Yemen I 2

Asia
Bangladesh _ 16
indic | 14
Pakistan - 8

Thailand - 4

Indonesia . 3
Philippines . 3

Sri Lanka I 2

Latin America and Caribbean

Brazil - 1
Dominican Rep. - 11
Guatemala - 11
Paraguay - 10
El Salvador - 9
Bolivia - 8
Colombia - 8
Ecuador - 8
Trinidad/Tobago - 8
Peru - 7
Mexico - 4

Industrialized countries

United States - 10

Source: The Alan Guttmacher Institute, Info a New
World, Young Women's Sexual and Reproductive
Lives, New York, 1998.
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Hardship in the midst of plenty

Philip Alston

Throughout history, homelessness has been a
haunting human fear. In every century, disasters,
whether the result of human actions or of nature,
have left behind troops of wanderers: men, women
and children with no space to claim as their own.
While it might be tempting to assume that home-
lessness is tied to a specific catastrophic event such
as war or famine, today it is a stark reality in some
of the world’s wealthiest countries.

any people living

in the industrial-

ized world have

no place to sleep

tonight, had no
place last night and will have no
place tomorrow night. In their
dozens or hundreds or thou-
sands, they drift along the streets
of large, prosperous cities, often
with babies in their arms, seek-
ing warmth, safety and stability
that are increasingly hard for
them to find.

Several studies show the ex-
tent of the homelessness prob-
lem. For example, it is estimated
that there are about 3 million peo-
ple in the 15 countries of the
European Union who do not
have a permanent home. While
Germany does not survey home-
lessness, a non-governmental
organization estimated that more

than 850,000 people were home-

less in the country, of whom only
a third were immigrants.

However, the problem is not
limited to the European Union:
On any given night, three quar-
ters of a million people in the
United States are homeless; in
Toronto, Canada’s largest city,
6,500 people stayed in emergency
shelters on a typical night in late
1997, a two-thirds increase in
just one year.

Because they are, on average,
poorer than men, women can wind
up on the streets. If she is on her
own, if she headsa family oris try-
ing desperately to escape from
violence and abuse in her own
home, a woman faces especially
grim prospects. For example, it is
estimated that in the United
Kingdom, almost half of work-
ing women do not earn enough
to afford the rent on even a one-
bedroom unit. In the United

Philip Alston has served since 1991 as Chairperson of the UN Committee on Economic,
Social and Cultural Rights. Mr. Alsfon is also Chairperson of the Meeting of Chairpersons
of the six UN expert bodies responsible for supervising the major human rights freaties. In
addition, he is Director of a major project to draft a proposed Human Rights Agenda for
the European Union for the New Millennium. Mr. Alston is Professor of International Law
and Head of the Law Department at the European University Institute in Florence (ltaly).

States, women head about one
third of all families, but half of
all impoverished families.

Furthermore, an 11-city survey
carried out in the United States
shows that, on average, the fair
market rent for a two-bedroom
apartment would require hourly
wages of $10.73 — more than
twice the current minimum
wage of $5.15 — assuming one
third of income is allocated to
rent. And it is women who are
over-represented in precisely the
low-status, service-sector jobs
that pay minimum wage.

While there are few statistics
on the homeless — in census-
taking they often, quite literally,
don’t count — many of the doc-
umented homeless are children,
including the very young. In the
United States in 1996, 5.5 mil-
lion children were living in
poverty, and it is reasonable to
surmise that a goodly number of
them were relegated to the streets.

The German study referred to
earlier showed that a third of the
homeless were children or ado-
lescents, while estimates suggest
that almost 250,000 young peo-
ple between 16 and 24 became
homeless in the United Kingdom
within a single year, 1995.

In Australia, an estimated
21,000 young people between the
ages of 12and 18 are homeless at
any one time.

And in the past 20 years, in
many industrialized countries,
the number of single-parent,
especially mother-led, families
has increased, with a large per-

centage living below the poverty
line, particularly in Australia,
Canada and the United States.

According to article 27 of the
Convention on the Rights of the
Child, “States Parties recognize
the right of every child to a stan-
dard of living adequate for the
child’s physical, mental, spiritual,
moral and social development.”
By its nature, homelessness
denies every one of those rights.

Homeless young people are
twice as likely as others to suffer
from such chronic diseases as
respiratory or ear infections,
gastrointestinal disorders and
sexually transmitted diseases,
including HIV/AIDS. In the
United States, a homeless girl in
her early teens is 14 times more
likely to become pregnant than a
girl with a home. In Belgium, half
of the homeless people in shelters
had dropped out of school during
or immediately after primary
school. In Germany, 8 of 10 home-
less people living in shelters com-
pleted only primary education or
had no schooling at all, while in
Luxembourg, the figure is 9
out of 10.

Rather than enjoying the right
to “astandard of living adequate
for the child’s physical, mental,
spiritual, moral and social devel-
opment,” children on the street
suffer from the cumulative effects
of poverty, hunger, family break-
down, social isolation and, very
often, violence and abuse. On
their own before they have the
opportunity to develop personal
identities or to mature, without
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the stability required for self-
confidence, or the skills and edu-
cation needed to cope in the
world, they are immensely vul-
nerable to enticement into pros-
titution, drug use and various
forms of criminal behaviour.
Sometimes, these are the only
ways they can hope to survive.
Moreover, often lacking experi-
ence with trustworthy adults,
teenagers on their own can per-
ceive offers of help as attempts
to capture and hold them, and
they may reject the very services
they need most.

Many see only one way out: A
1995 national study in the United
States found that 26 per cent of
young people in emergency shel-
ters and 32 per cent of those on
the street had made at least one
suicide attempt.

All this is happening at the
same time that the industrialized
world has been reaching dazzling
levels of economic prosperity:
The per capita gross national
product of 12 industrialized
countries more than doubled
between just 1980 and 1995.

Within industrialized coun-
tries, there are increasing con-
centrations of wealth and want,
as economies split between well-
educated, highly paid profes-
sionals and entrepreneurs, and
the socially, politically and eco-
nomically disenfranchised. The
latter are then seen as victims of
‘collateral damage’, the unfortu-
nate but inevitable consequence
of a vast array of fundamental
shifts in the workplace. Many
well-paid, full-time, secure and
rewarding jobs, especially in
manufacturing, have disap-
peared. Increased reliance on
part-time, temporary workers
has undermined family and com-
munity stability.

That instability mirrors and
weakens already shifting family
structures: More families must
depend on two earners in order to
maintain themselves at even a
sustenance level.

At the same time, the demon-
ization of caring government —
a phenomenon that has been
particularly pronounced in coun-
tries like Australia, Canada, New
Zealand, the United Kingdom
and the United States —leads to
declining public investment in
social housing and in local author-
ities and non-profit organizations
concerned about the issue. This
has been accompanied by a par-
allel demonization of the poor
themselves — with women who
receive welfare cheques dismissed
as ‘welfare queens’ — which
makes it easier for communities
to cut funds and programmes
designed to assist the most fragile
of its members.

Excluding the poor

Homelessness is the predictable
result of private and public-sector
policies that exclude the poor
from participating in the eco-
nomic revolution, while safety
nets are slashed in the name of
‘elobal competitiveness’. More-
over, the situation is perpetuated
by a deep reluctance to tackle the
roots of the problem.

Such concepts as the existence of
asocial contract, of community, of
concern for the long-term good or
even of public morality are dis-
carded as people ignore the grow-
ing, simultaneous presence of high
levels of prosperity on the one
hand and of homelessness on the
other. The principles of economic
and social rights — an integral
part of the Universal Declaration
of Human Rights, the 50th
anniversary of which is being cel-
ebrated with much fanfare — are
trampled without regard or regret.

That lack of a collective con-
science makes it possible — at a
time when the booming economy
and deregulation of the private
sector have led to soaring rents —
for the United Kingdom and other
countries to sell off public hous-
ing, either to occupants or to pri-
vate landlords, without regard to
the need for substitute measures

for those who remain or are being
added to thelists of the homeless.

Despite bureaucratic assurances
that there are satisfactory stocks of
‘affordable housing’, flourishing
real estate markets have led to gen-
trification of entire neighbour-
hoods that once offered low-cost
shelter to poor people. Because
the number of workers who are
either unemployed, underem-
ployed or low paid has grown,
more and more people have to rely
on shrinking social welfare pay-
ments. In many countries, it is the
young who, once more, are spe-
cially targeted. For example, since
1988, 16- and 17-year-olds in the
United Kingdom have been
denied welfare, whichisafactorin
the rising number of homeless
young people in that country.

Mental illness, drugs, and al-
cohol abuse continue to destroy
lives, but fewer resources are being
invested in dealing with them. In
the United States, institutions for
the mentally ill have been closed
in favour of more humane com-
munity living arrangements, but
these are chronically under-
funded. Eager to live with others,
but often without adequate back-
up services and support, many
such people are left to fend for
themselves on the streets.

People in the industrialized
world are living with the results of
the changes that have occurred
and of our responses (or lack of
responses) to them. In Greece,
Ireland, Ttaly, Luxembourg, Por-
tugal and Spain, the number of
households in which people live
below the poverty line now far
exceeds the number of available
social housing units. In Spain, for
example, 2 million households
that would qualify for social hous-
ing are competing for just 200,000
units. In Greece, where members
of 650,000 households live in
poverty, thereis no social housing.

While it is becoming easier to
fall from a marginal (and even
amanagerial) job to the street, it
is much harder — virtually

impossible — to make the
journey in the other direction.
There are daunting obstacles: the
lack of a permanent address, a
place to keep clean, the carfare
required for a job search, a tele-
phone number to leave with
prospective employers. Now, the
barriers are being raised higher
still as governments cut back on
assistance, tie it to work (or make-
work) projects, insist that women
with small children go into the
workforce (although safe and
adequate day care may not be
available) and deny more cate-
gories of applicants. This identi-
cal pattern may not, of course, be
true everywhere —in the Nordic
countries, for example — but it
is sufficiently repetitive as to
seem pervasive.

In their zeal to deny the evi-
dence of economic or social mal-
functioning, more and more
communities have tended to crimi-
nalize homelessness, a move that
is, in equal parts, cynical and
futile. By the end of 1996, three
quarters of the 50 largest cities in
the United States had imposed
anti-begging laws. In Seattle, offi-
cials ordered vigorous enforce-
ment of sidewalk and trespass
laws, making it difficult for home-
less people even to sit on benches
in the downtown area. Like their
rights, their existence is denied.

It is easy enough to ascribe

‘rights’ to people, including the
right to housing. Fifty years ago,
the Universal Declaration of
Human Rights proclaimed that
every person has the right to *
a standard of living adequate for
the health and well-being of him-
self and of his family, including
food, clothing, housing. ...” Since
then, 11 additional human rights
instruments have enshrined the
right to decent housing,.

Actually achieving those rights
is, of course, more problematic.
Even last-resort housing, emer-
gency shelter, is in short supply.
For example, although the
number of shelter beds in Los
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Homelessness interferes with the fulfilment of rights and with normal family life. This family of five, having
reached the maximum stay in a shelter, has been given a one-week voucher for a motel room in Daytona Beach (USA).
The children, ages 7 to 13, are not in school.

Angeles more than tripled, from
3,500 to 10,800, between 1986
and 1996, there are still five to
eight homeless people for every
available space.

Delegates to the Second United
Nations Conference on Human
Settlements (Habitat IT, Istanbul,
1996) and those to the World
Food Summit (Rome, 1996)
laboured long and hard to win
grudging endorsements of the
rights to housing and to food,
respectively. Throughout most
of the industrialized world, the
right to housing is treated as
nothing more than the statement
of a worthy, albeit distant, goal.
Perhaps the problem is one of
perception: that the enshrined
right to housing would mean
committing to massive home-
building programmes and then
to the cost of maintaining such
housing stocks.

In reality, however, what is
needed most is a determination to
create conditions that promote
housing opportunities for all.
That means removing obstacles
to housing, including the gap be-
tween the minimum wage and the
cost of decent accommodation, as
well as establishing partnerships

with homeless people, service and
support groups, communities
and local governments. Unfortu-
nately, the private sector, which
is so often a source of innovative
solutions, has not shown any
sustained interest in tackling
the problem, which it does not
see as part of its responsibility.
Now, however, the private sector
must somehow become involved
in creating affordable housing,
acknowledging that a healthy
future for children depends on
many things, housing among
the most important of them.
Failure to take those steps
dooms countries to continuing
crises of homelessness. Under the
McKinney Act, the United States
has spent more than $10 billion on
assistance for the homeless. In
addition to emergency food, shel-
ter and health care, it has financed
help for young runaways, for ini-
tiatives designed to aid homeless
people in making their way back
into the housing market and for
placing homeless children in school.
Throughout the years, the Act,
which came into force in 1987,
has undoubtedly helped hun-
dreds of thousands of Americans
move out of the legions of the

homeless. But the tendency to
‘put out fires’, to respond to
symptoms of homelessness rather
than treating its roots, means that
the numbers continue to rise.

Nonetheless, there are some
reasons for cautious optimism.
There are a number of industri-
alized countries, especially in
Europe, that are ever more imag-
inative in seeking solutions. In
Belgium, Finland, the Nether-
lands, Portugal and Spain, the
right to housing has been incor-
porated into the national consti-
tutions. While this often amounts
only to a statement of intent
rather than an entitlement, itis a
sign that attitudes to homeless-
ness are slowly becoming more
humane and realistic. Other coun-
tries need to follow suit by giving
a more sustained and practical
emphasis to adequate housing as
a human right.

A number of cities in Belgium
now tax uninhabited houses in
order to discourage owners from
neglecting property and specu-
lating. In the city of Ghent, that
particularinitiative led to a 50 per
cent decrease in the number of
registered uninhabited homes
in just five years. France has
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announced an ambitious pro-
gramme of building houses for
the extremely disadvantaged and
requisitioning vacant houses
from institutional owners.

Austria’s Special Assistance
Bureau for Persons in Danger of
Eviction offers a service to help
people organize their finances.
As aresult, 60 per cent of rental
arrears are eventually paid by
tenants, and evictions, which are
costly to taxpayers, are prevented.

Perhaps the most concerted
and successful effort to deal with
homelessness is in Finland
where, after the International
Year of Shelter for the Homeless
in 1987, the Government devised
a multifaceted response to the
problem. It includes house-
building, social welfare and
health care services, and the
obligation to provide a home of
minimum standards for every
homeless person. In just 10 years,
the number of homeless in Fin-
land has been cut in half.

As part of its attack on the
problem, Finnish authorities rec-
ognized that the homeless young,
in particular, need more than four
walls and a roof. Therefore, they
established a programme for
housing homeless teenagers near
‘support families’ who help them
keep their lives on track.

Clearly, homelessness is not an
unsolvable problem if we have
the political will to remove the
strangling obstacles and to apply
imaginative solutions.

Celebrations of a new millen-
nium will ring hollow, indeed, if
we do not put in place new plans,
new ideas and a new determina-
tion to eliminate the homeless-
ness that has bedevilled human
history. Early in this century John
Dewey, the great American edu-
cator, described what the goal
should be. It remains as hopeful,
and as distant, as it was then:
“What the best and wisest parent
wants for his [or her] own child,
that must the community want
for all its children.” ]
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INDUSTRIALIZED COUNTRIES

PROGRESS AND DISPARITY

Ch]_ld death I‘ateS plllmmet Boys’ death rates surpassing girls’

% by which
Deaths per % decline in male rate
Deathrates of childrenand youthin  where the rate for boys in 1993 was 100,000 population mortality rate, exceeds
industrialized countries are low,and ~ 72% higher than for girls. Israel has age 0-19, 1993 1970-93 female rate
. . . . . . R Male Female Male Female 1993
one might think there is little room  the smallest disparity, with the boys
forimprovement. Yet mortality rates  rate 25% greater. Iérc:el g? 2411 6‘; 75 gg
reece
among children under 20 in indus- There are significant disparities  Syeden 57 A1 52 48 30
trialized countries have fallen dra- among countries. Romania has the  Netherlands 66 47 53 50 40
matically in recent decades. Death  highest combined mortality rates: E|U|9°”° }(3)2 ;Z g? 22 j}
ungar
rates for girls and boys in 1993 are 179 deaths per 100,000 population Rom?::niz 179 127 60 65 4]
less than half what they were in  for boysand 127 per 100,000 for girls. ~ United Kingdom 68 48 60 60 42
. . Germany 65 45 - - 44
1970. . . Japan has the lowest rates: 54 deéths PR e 48 58 56 a4
Nonetheless, boys continue todie,  per 100,000 for boys and 35 for girls.  penmark 71 49 51 47 45
on average, at a rate about 50% Most of the decline in death rates  Poland 113 78 52 54 45
higher than girls: Boys’ratesfellfrom  among under-20s occurred among éus‘rrc;:lo ;g j:Z 217 g; jg
anada
184 per 100,000 in 1970 to 84 in  childrenunder5, mainly theresult of  nited States 104 69 45 45 51
1993, while girls’ declined during the ~ improved health care. Death rates for =~ New Zealand 102 67 45 46 52
same period from 126 per 100,000to  ages 15-19 (boys and girls) declined :zmlond ?; j:g 22 gg gg
rance
57.Boys dieat higher ratesthan girls by about half the under-5 rate. Most Japan 54 35 67 68 54
in all industrialized countries. of the older boys’ deaths are caused ~ Spain 71 46 - - 54
The disparity in boys’ and girls’ by accidents, such as car crashes, falls Austria 82 o3 69 66 29
L. . . . Norway 70 45 53 51 56
death rates is highest in Portugal, and firearm mishaps. Czech Rep. 90 57 _ _ 58
Russian Fed. 181 110 - - 65
Portugal 115 67 - - 72
Source: UNICEF, based on data from WHO

Getting the lead out

Lead poisoning has serious health
consequences, especially for chil-
dren, and there is no easy cure. The
good news is that industrialized coun-
tries are succeeding in efforts to
reduce lead exposure, resulting in
lower levels of lead in the blood of
both children and adults.

The United States has the largest
reduction in blood lead levels among
the 11 countries for which data are
available, with an 82% reduction over
15 years. Canada, Italy and Sweden
follow. Much of this progress is due
to the reduction of lead in gasoline,
but removing lead from other
sources, especially the solder in food
cans, has also helped. The US Envi-
ronmental Protection Agency (EPA)
reports that elimination of leaded
gasoline saves the United States more
than $400 million a year in children’s
health care costs.

Lead can damage a child’s brain,
kidneys and reproductive system,
and at high levels of exposure can
cause coma, convulsions and death.
Even low levels are associated with

reductions in IQ) and attention span,

learning disabilities, hyperactivity,
behavioural problems, impaired
growth and hearing loss.

Major sources of lead include
leaded gasoline, paint, water pipes,
food-can solder, ceramic glazes, cos-
metics, patent medicines and lead-
acid batteries, as well as factory
emissions.

Over the past years, as evidence
has mounted of lead toxicity at even
low concentrations in the blood,
medical authorities have repeatedly
reduced the blood lead level deemed
acceptable, and countries have taken
steps to reduce exposure. In 1991, the
United States set the ‘level of con-
cern’ for lead in the blood of chil-
dren at 10 micrograms per decilitre,
and other countries have adopted this
standard. However, no clearly defined
safe threshold has been found.

The success of the industrialized
countries in reducing lead exposure
points to the need for global action,
since children tested in developing
countries have been found much
more likely to carry high concentra-
tions of lead in their blood.

Belgium
Greece

New Zealand
Italy

United States
United Kingdom
Canada
Switzerland
Spain

Sweden

Finland

Falling lead levels
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_16 0
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Pls.o
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Blood lead level (micrograms per decilitre)

Sources: Fanelli, James ., An analysis of worldwide studlies detailing the effects of the reduction of gasoline
lead on air lead and blood lead, Center for Energy and Environmental Studies, Princefon University,
1997; and Centers for Disease Confrol and Prevention, ‘Update: Blood lead levels — United States,
1991-94", Mortality and Morbidity Veekly Report, vol. 46, no. 7, 1997.
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Aid should target people’s basic
needs, such as water and sanitation.
Here, two girls use a handpump in a
village near Asyut (Egypt).

UNICEF/96-0274/Toutounji

In the battle against poverty, basic
social services are fundamental. This
means securing people’s access to edu-
cation, health care, adequate nutri-
tion, family planning services, and
safe water and sanitation.

UNICEF and other development
agencies promote the 20/20 Initia-
tive, which calls on governments of
donor and developing countries to
allot 20% of their development assis-
tance and national budgets, respec-
tively, to basic services.

Donor countries are becoming
more explicit and transparent in
reporting on their support for basic
services. In the past three years,
annual reports on aid by the Organi-
sation for Economic Co-operation
and Development (OECD) have in-
cluded data on bilateral (or country-
to-country) aid to basic education

\ Targeting poverty

and health. All but 5 of 21 donors
provided data on at least one of these
categories in the latest report.
Among countries providing data
in 1995, the United States gave the
highest portion of bilateral aid to

basic health care: 5.3%. Germany
provided 4.0% of its bilateral aid for
basic education, the highest among
countries reporting. These are dis-
appointing figures compared to the
target of 20%.

Aid to the basics
% of total aid (1995) % of total aid (1995)
committed to: committed fo:
Basic Basic Basic Basic
education health education health
United States 1.8 53  Japan 0.5 0.6
Sweden 3.1 5.0 Switzerland 0.4 0.5
Australia 2.6 3.7 Austria - 0.4
Belgium 0.3 3.6 Portugal 0.1 0.4
Norway 1.1 3.5 Denmark - -
Canada 0.1 3.1 France - -
Spain 0.9 3.0 Ireland - -
Netherlands 1.2 2.9 Luxembourg - -
Germany 4.0 1.4 United Kingdom - -
ltaly - 14 Toral 12 17
Finland - 0.9 Source: OECD, Development Co-operation (1997
New Zealand 0.1 0.7 report], 1998.

Is aid heading for extinction?

For the fifth straight year, aid for
development provided by industri-
alized countries has declined, slip-
ping to $55.5 billion in 1996, a
decrease of 4% in real terms from
1995 and down by 16% from the
highest aid level, in 1992. In fact, at
the present rate of decline, official
development assistance (ODA) would
cease to exist by 2015.

This trend jeopardizes a commit-
ment by donor countries to close gaps
between the ‘haves’ and the ‘have
nots’ within and between countries.
Donor countries pledged to achieve
by 2015 a 50% reduction in the
number of people, currently 1.3 bil-
lion, living in absolute poverty — on
adollar a day or less.

ODA as a proportion of donor
countries’ GNPs, a measure of their
ability to provide aid, fell to an aver-
age of 0.25% in 1996, compared to
0.34% in 1990. That is the lowest
proportion since 1970, when the
aid target of 0.7% of donors’

GNPs was agreed upon.

Only four countries — Denmark,
the Netherlands, Norway and Swe-
den — consistently allocate more
than the target. Denmark topped
the list in 1996, allotting 1.05% of
its GNP for aid, while the Uni-
ted States ranked lowest, giving
0.12%.

Denmark also led donors on the
basis of aid per person, giving $338
per capita, while Portugal was the
lowest per capita donor at $22. Japan
and the United States were the largest
donors in total dollar terms, each
allocating $9.4 billion.

If all donors had met the aid target,
annual ODA would be $100 billion
above its current level. That amount,
over 10 years, would be more than
sufficient to ensure that everyone in
developing countries had access to
basic social services — including
basic education, health care, family
planning, adequate nutrition and
safe water and sanitation.

Aid: Going, going . . .

Amounts (in 1996 $)

ODA as % of Total aid Aid per Change per
donor nations’ GNP ($ billions) person ($) person ($)
%1996 %1990 1996 1996 since 1990
Denmark 1.05 1.03 1.8 338 66
Sweden 0.88 0.99 2.0 227 23
Norway 0.87 1.23 1.3 302 9
Netherlands 0.80 0.98 3.2 208 1
France 0.49 0.65 7.5 128 26
Luxembourg 0.44 0.23 0.1 199 106
Belgium 0.34 0.57 0.9 90 24
Finland 0.34 0.65 0.4 80 79
Canada 0.32 0.43 1.8 60 22
Germany 0.32 0.36 7.6 93 -8
Switzerland 0.32 0.34 1.0 142 2
Australia 0.31 0.33 1.1 62 -1
Ireland 0.29 0.17 0.2 50. 33
United Kingdom ~ 0.28 0.28 3.2 55 6
Austria 0.24 0.27 0.6 69 3
New Zealand 0.22 0.22 0.1 34 2
Portugal 0.22 0.31 0.2 22 0
Spain 0.22 0.22 1.3 32 5
ltaly 0.21 0.35 2.4 42 20
Japan 0.18 0.29 9.4 75 26
United States 0.12 0.21 9.4 35 -17
Average 0.25 0.34 Total $55.5 Avg. $68 -$15

Source: OECD, Development Co-operation (1997 report], 1998
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STATISTICAL PROFILES

Annual % of  Net primary
Annual no. of under-5  school
on o e ety verania onc oo iy v
Target 2000 p&ﬁﬁigr:;n l(Jrrrlﬂlﬁcr)ns) (thousands) (thousands) r<:1fety P ($)IO weight (%) rcl'reTy rate b/'y
1996 1996 1996 1996 1996 1996 1987-97 1987-97 1996 1990
A summary of the SUB-SAHARAN AFRICA
year 2000 goals Angola 11.2 6.0 546 159 292 270 - - 6.8 1500
agreed to by almost Benin 56 3.1 238 40 169 350 29 43y 60 990
all nations at the Botswana 1.5 0.7 52 3 50 3020 15 96 46 250
1990 World Summit Burkina Faso 10.8 5.8 501 87 173 230 30 33y 67 930
oo CI ke, Burundi 6.2 3.3 272 48 176 170 37 52 6.4 1300
Cameroon 13.6 6.9 539 55 102 610 14 65y 54 550
1. Reduction of Central Affican Rep. 3.3 1.6 127 22 173 310 27 63y 5.1 700
infant and under-5 Chad 6.5 3.2 275 54 198 160 - 41 56 1500
child mortality rates Congo 2.7 1.4 115 12 108 670 17 - 6.0 890
by one third of the Congo, Dem. Rep.  46.8 25.1 2135 442 207 130 34 56y 64 870
1990 levels, or to Csfe d'lvoire 14.0 7.2 523 78 150 660 24 53y 53 810
50 and 70 ver Erifrea 3.3 1.7 135 16 120 100 44 31 5.5 1400
P .
e Ethiopia 58.2 306 2856 506 177 100 48 24 7.0 1400
LY l.lve Riihs Gabon 1.1 0.5 41 6 145 3950 - 86y 53 500
respectively, Gambia 1.1 0.5 46 4 92 320 21 47y 53 1100
whichever is less. Ghana 17.8 9.1 692 76 110 360 27 70y 5.4 740
. Guinea 7.5 4.0 359 75 210 560 26 33y 67 1600
2, lizziiTaiiton @it ilic GuineaBissau 11 0.5 44 10 223 250 - 45 55 910
1990 maternal mor- Kenya 27.8 147 1027 92 %0 320 23 84y 50 650
tality rates by half. Lesotho 2.1 1.0 74 10 139 660 16 75y 50 610
3. Reduction of severe  LPefc 2.2 1 121 28 235 490 - 56y 65 560
and moderate malmn. odagaseer 15.4 8.2 643 105 164 250 34 62y 58 490
< Malawi 9.8 5.3 487 106 217 180 30 83y 68 560
trition among under- Mali 1.1 6.0 539 130 241 240 27 41y 68 1200
5 children by half of )\ iiniq 23 1.2 90 16 183 470 23 54y 51 930
the 1990 levels. Mauritius 1.1 0.4 22 1 23 3710 16 96 23 120
. Mozambique 17.8 Q.1 763 163 214 80 27 40 6.2 1500
4. Universal access Namibia 1.6 0.8 57 4 77 2250 26 92 50 370
to safe drinking water ., 9.5 52 484 155 320 200 43 2%y 72 1200
and to sanitary means Nigeria 115.0 59.7 4975 950 191 240 36 59y 6.1 1000
of excreta disposal. Rwanda 5.4 2.9 263 45 170 190 29 6ly 6.2 1300
) Senegal 8.5 4.4 356 45 127 570 22 45y 5.8 1200
5. U“‘_Versal access Sierra leone 4.3 2.2 207 65 316 200 29 48 6.2 1800
to basic education Somalia 9.8 53 504 106 211 110 - - 70 1600
and completion of South Africa 42.4 18.4 1280 84 66 3520 9 9% 3.9 230
primary education Tanzania 30.8 162 1281 184 144 170 27 48 56 770
by at least 80% of Togo 4.2 2.2 179 22 125 300 19 85 6.2 640
e Uganda 20.3 112 1040 147 141 300 26 64y 7.1 1200
children. Zambia 8.3 4.6 356 72 202 360 24 75 56 940
Zimbabwe 11.4 5.8 436 35 80 610 16 9ly 48 570
6. Reduction of the
adult illiteracy rate MIDDLE EAST AND NORTH AFRICA
(the appropriate age Algeria 28.8 13.1 857 33 39 1520 13 95 40 160
group to be deter- Egypt 63.3 27.8 1690 132 78 1080 15 78y 3.5 170
ined i h i Iran 70.0 357 2446 91 37 1033 16 96y 49 120
mined 1 eacn coumn
Iraq 20.6 10.1 770 94 122 1036 23 83y 54 310
try) to no more than | 57 2.0 15 ] 6 15870 - - 28 7
half its 1990 level, Jordan 56 2.8 211 5 25 1650 9 8 53 150
with emphasis on Kuwait 1.7 0.8 40 ] 14 17390 - 65 20 29
female literacy. Lebanon 3.1 1.2 76 3 40 2970 3 - 29 300
Libya 5.6 2.9 227 14 61 5540 5 97 6.1 220
7. Improved protec- Morocco 27.0 1.5 714 53 74 1290 9 72 3.3 610
tion of children in Orman 2.3 1.2 102 2 18 4820 23 71 72 190
especially difficult Saudi Arabia 18.8 9.0 657 20 30 7040 - 62 6.0 130
circumstances. Sudan 27.3 13.0 929 108 116 310 34 55y 4.7 660
Syria 14.6 7.5 450 15 34 1160 13 97y 42 180
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Annual % of Net primary
Annual no. of under-5  school
Total  Population  no. of under-5  Under-5 GNP children enrolment/  Total Maternal
population under 18 births deaths  morfality  per capita  under attendance o/ fertility mortality
(millions)  (millions) (thousands) (thousands)  rate (%) weight (%) rate  rateb/
1996 1996 1996 1996 1996 1996  1987-97 1987-97 1996 1990
Tunisia Q.2 3.7 223 8 35 1930 % Q7 3.0 170
Turkey 61.8 23.0 1371 64 47 2830 10 86y 2.6 180
U. Arab Emirates 2.3 0.8 42 0 10 17400 14 83 3.6 26
Yemen 15.7 8.5 756 79 105 380 39 57y 7.6 1400
CENTRAL ASIA
Afghanistan 20.9 97 1127 290 257 250 - 24y 6.9 1700
Armenia 3.6 1.2 50 2 30 630 - - 1.8 50
Azerbaijan 7.6 2.8 154 7 44 480 10 - 2.4 22
Ceorgia 54 1.5 77 2 29 850 - 82 2.0 33
Kazakhstan 16.8 5.9 312 14 45 1350 8 - 2.4 80
Kyrgyzstan 4.5 1.9 17 6 50 550 - 86y 3.3 110
Tajikistan 5.9 2.8 184 14 76 340 - - 4.0 130
Turkmenistan 4.2 1.9 122 10 /8 Q40 - 80y 3.7 55
Uzbekistan 23.2 10.6 674 40 60 1010 19 Q5 3.6 55
EAST/SOUTH ASIA AND PACIFIC
Australia 18.1 4.6 262 2 6 20090 - o8 1.9 %
Bangladesh 120.1 57.2 3186 357 112 260 56 76y 3.2 850
Bhutan 1.8 0.9 76 10 127 390 38 41 59 1600
Cambodia 10.3 4.8 360 o1 170 300 40 - 4.6 900
China 1232.1 3780 20712 Q73 47 750 16 99 1.8 Q5
India Q44.6 382.9 24381 2706 111 380 53 68y 3.2 570
Indonesia 200.5 77.8 4732 336 71 1080 34 o7 27 650
Japan 125.4 24.7 1281 8 6 40940 - 100 1.5 18
Korea, Dem. 22.5 7.0 493 15 30 Q70 - - 2.1 70
Korea, Rep. 45.3 12.6 688 5 7 10610 - Q3 1.7 130
Lao Rep. 5.0 2.6 227 29 128 400 40 o9y 6.7 650
Malaysia 20.6 8.9 539 7 13 4370 20 Q1 3.4 80
Mongolia 2.5 1.1 70 11 150 360 12 80 3.4 65
Myanmar 45.9 191 1276 191 150 220 43 85y 3.4 580
Nepal 22.0 10.9 822 Q5 116 210 47 65y 5.1 1500
New Zealand 3.6 1.0 56 0 7 15720 - 100 2.1 25
Pakistan 140.0 68.3 5207 708 136 480 38 66y 52 340
Papua New Guinea 4.4 2.0 144 16 112 1150 - 32y 4.8 930
Philippines 69.3 30.9 2029 77 38 1160 30 89y 3.7 280
Singapore 3.4 0.9 56 0 4 30550 - 100 1.8 10
Sri Lanka 18.1 6.4 322 6 19 740 38 - 2.1 140
Thailand 58.7 19.5 996 38 38 2960 26 - 1.8 200
Viet Nam 75.2 32.3 1975 87 44 290 45 81y 3.1 160
AMERICAS
Argentina 35.2 12.1 709 18 25 8380 - Q5 2.7 100
Bolivia 7.6 3.6 258 26 102 830 8 89y 4.5 650
Brazil 161.1 60.2 3211 148 46 4400 o 94y 2.3 220
Canada 29.7 7.2 367 2 7 19020 - Q5 1.6 o}
Chile 14.4 5.0 294 4 13 4860 1 86 2.5 65
Colombia 36.4 14.6 878 27 31 2140 8 Qly 2.8 100
Costa Rica 3.5 1.4 86 1 15 2640 2 Q2 3.0 55
Cuba 11.0 2.9 149 1 % 1170 - Q9 1.6 Q5
Dominican Rep. 8.0 3.3 198 11 56 1600 6 92y 2.9 110
Ecuador 1.7 5.0 309 12 40 1500 17 Q2 3.2 150
El Salvador 58 2.6 166 7 40 1700 11 79 3.2 300
Guatemala 10.9 5.6 405 23 56 1470 27 58y 50 200
Haiti 7.3 3.4 250 34 134 310 28 68y 4.7 1000
Honduras 5.8 2.9 201 7 35 660 18 Q0 4.5 220
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Annual % of  Net primary
Annual no. of under-5  school
Total Population  no. of under-5  Under-5 GNP children enrolment/  Total Maternal
population under 18 births deaths  mortality  percapita  under- attendance o/ fertility mortality
These statistical (millions)  (millions) (thousands) (thousands)  rate %) weight (%) rate  rate b/
1996 1996 1996 1996 1996 1996 1987-97 1987-97 1996 1990
profiles show
the brutal dispar- Jamaica 2.5 0.9 56 1 11 1600 10 100 25 120
ities between Mexico 92.7 38.6 2351 75 32 3670 14 08 29 110
Nicaragua 4.2 2.1 145 8 57 380 12 83 40 160
countries. Panama 2.7 1.0 62 1 20 3080 7 o1 2.7 55
Paraguay 50 2.4 158 5 34 1850 4 89 43 160
Among these Peru 23.9 10.1 615 36 58 2420 8 87y 3.1 280
Trinidad,/Tobago 1.3 0.5 21 0 17 3870 7 88 2.2 Q0
192 nations, United States 2604 704 3827 32 8 28020 1 %6 20 12
. Uruguay 3.2 0.9 54 1 22 5760 4 Q5 2.3 85
per capita GNP Venezuela 22.3 9.4 570 16 28 3020 5 88 3.1 120
is as low as $80
EUROPE
and as high as A
Albania 3.4 1.2 75 3 40 820 - 96 2.7 65
$45,360 a year. Austria 8.1 1.7 86 0 6 28110 - 100 1.4 10
Belarus 10.3 27 106 2 18 2070 - 05 1.5 37
T T kersss Belgium 10.2 2.2 115 1 7 26440 - 08 16 10
. Bosnia/Herzegovina 3.6 0.9 43 1 17 * - - 1.4 -
mortality rate Bulgaria 8.5 1.9 86 2 19 1190 - o7 1.5 27
varies from 4 to Croatia 4.5 1.0 48 1 11 3800 ] 82 1.6 -
Czech Rep. 10.3 2.4 11 1 7 4740 ] 08 1.5 15
320 deaths per Denmark 5.2 1.1 68 0 6 32100 - 90 1.8 9
: - Estonia 1.5 0.4 13 0 16 3080 - 94 1.4 41
LY e Lot e Finland 51 1.2 62 0 4 23240 - 99 18 11
France 58.3 13.5 692 4 6 26270 - 99 1.7 15
The maternal Germany 81.9 15.8 774 4 6 28870 - 100 1.3 22
death rate Greece 10.5 2.2 104 1 9 11460 - 91 14 10
Hungary 10.0 2.3 104 1 12 4340 2 03 1.5 30
ranges from O Ireland 3.6 1.0 46 0 7 17110 - 100 1.9 10
to 1,800 deaths o) B S A
atvia . . - .
per 100,000 Lithuania 3.7 1.0 41 1 18 2280 - - 1.6 36
live births. Moldova, Rep. 4.4 1.4 61 2 32 590 - - 19 60
Netherlands 15.6 3.4 190 1 6 25940 - 99 1.6 12
. Norway 4.3 1.0 59 0 6 34510 - 99 1.9 6
The primary Poland 38.6 10.6 463 6 14 3230 - 97 1.7 19
school enrolment Portugal Q.8 2.1 110 1 7 10160 - 100 1.5 15
] Romania 22.7 5.6 247 6 25 1600 6 02 1.4 130
rate varies from Russian Fed. 148.1 37.1 1427 36 25 2410 3 100 1.4 75
249 to 100% Slovakia 5.3 1.5 64 1 11 3410 - - 1.6 -
Slovenia 1.9 0.4 18 0 6 0240 - 100 1.3 13
of young people. Spain 39.7 8.2 387 2 5 14350 - 100 1.2 7
Sweden 8.8 2.0 108 0 4 25710 - 100 19 7
The Progress of Switzerland 7.2 1.5 80 0 5 44350 - 100 1.5 6
Nations seeks to TFYR Macedonia 2.2 0.6 32 1 30 990 - 85 20 -
Ukraine 516 12.4 511 12 24 1200 - - 1.5 50
put an end to United Kingdom 58.1 13.3 706 5 7 19600 - 100 1.7 9
Yugoslavia 10.3 2.7 131 3 22 *x 2 o9 1.8 -

these intolerable
inequalities by

exposing them
to the conscience a/ Enrclment/attendance is derived from net primary school enrolment rates as reported by UNESCO and from national household survey reports of

aftendance 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 the world of maternal mortality estimates.
community. y/ School attendance data derived from household surveys.

* GNP per capita esfimated range $785 or less.
**GNP per capita esfimated range $9636 or more.
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LESS POPULOUS COUNTRIES
The indicators used to construct the league tables in The Progress of Nations — with populations of less than 1 million. The regional standing of these less pop-
1998 include: per cent of registered births; per cent of children nozimmunized — ulous countries can be assessed by comparing the figures given here with the
against measles; and number of live births per 1,000 women age 15-19. Using  relevant league tables. In addition, basic social indicators, also provided in this
the same indicators, the following table shows the progress of those countries  table, can be compared with the Statistical Profiles on the preceding pages.
League tables Net primary
Total Population  Annual no.  Annual no. of ~ Under-5 GNP % of school Tofal Maternal
Birth Measles ~ Teen  population  under 18 of births  under-5 deaths  mortality  per capita  under5 children  enrolment fertility mortality
registration  immunization births  (thousands)  (thousands)  (thousands) (thousands) rate ($) underweight (%) rafe rate ¥/
(category) gap 1996 1996 1996 1996 1996 1996 1981-96 1987-95 1996 1990
Andorra 1 = = 71 15 1 0.0 6 *Hx - - - -
Antigua/Barbuda 1 0 = 66 23 1 0.0 22 7330 10 - - -
Bahamas 1 8 52 284 Q6 5 0.1 23 11940 - Q5 2.0 100
Bahrain = 5 22 570 207 12 0.3 22 7840 Q 100 3.1 60
Barbados 1 0 51 261 72 3 0.0 12 6560 5 78 1.7 43
Belize = 19 Q7 219 106 7 0.3 44 2700 - Q9 3.8 -
Brunei Darussalam = 0 24 300 118 6 0.1 11 25160 - Q1 2.8 60
Cape Verde = 34 78 396 190 12 0.9 73 1010 19 100 3.7 -
Comoros = 52 130 632 336 26 3.2 122 450 26 53 57 @50
Cook Islands 1 28 = 19 8 0 0.0 30 1550 - - - -
Cyprus = 10 30 756 226 12 0.1 10 10260 - Q6 2.3 5
Djibouti = 53 31 617 292 24 3.8 157 * 23 32 5.5 570
Dominica 1 0 = 71 25 2 0.0 20 3090 5 - - -
Equatorial Guinea = 39 173 410 202 17 2.9 173 530 - - 5.6 820
Fiiji 1 6 48 797 326 18 0.4 24 2470 8 Q9 2.8 Q0
Crenada 1 15 = Q2 33 2 0.1 31 2880 - - - -
Guyana 1 9 57 838 315 19 1.6 83 690 18 Q0 2.4 -
lceland 1 2 25 271 78 4 0.0 5 26580 - - 2.2 0
Kiribati 1 36 = 80 37 2 0.2 76 Q20 13 Q9 - -
Liechtenstein ] = = 31 7 0 0.0 7 *r - - - -
Luxembourg 1 20 14 412 88 5 0.0 7 45360 - 85 1.7 0
Maldives 1 6 70 263 140 11 0.8 76 1080 39 60 6.8 -
Malta 1 49 13 369 Q8 5 0.1 11 7910 - 100 2.1 0
Marshall Islands 2 31 = 57 26 2 0.2 Q2 1890 - 100 - -
Micronesia (Fed. States of) 2 10 - 126 58 4 0.1 27 2070 - 85 - -
Monaco 1 2 = 32 7 0 0.0 6 FE - - - -
Nauru = = = 11 5 0 0.0 31 - - - - -
Nive = 0 = 2 1 0 - - - - - - -
Palau 1 1 = 17 8 1 0.0 35 o - 100 - -
Quatar = 14 66 558 175 10 0.2 21 11600 6 80 3.9 -
Saint Kitts and Nevis 1 0 = 41 15 1 0.0 38 5870 - - - -
Saint Lucia 1 5 = 144 51 4 0.1 22 3500 - Q0 - -
Saint Vincent/Grenadines 1 0 - 113 40 2 0.1 23 2370 - - - -
Samoa = 4 34 166 75 4 0.2 53 1170 - Q9 3.9 35
San Marino 1 4 = 25 5 0 0.0 13 - - - - -
Sao Tome/Principe = 53 = 135 71 6 0.5 80 330 16 - - -
Seychelles = 2 = 74 39 3 0.1 19 6850 6 - - -
Solomon Islands ] 33 Q4 391 199 14 0.4 29 Q00 21 - 5.1 -
Suriname 1 22 56 432 173 Q 0.3 31 1000 - 100 2.5 -
Swaziland = 41 85 881 439 33 3.2 Q7 1210 10 Q5 4.6 560
Tonga = 5 = Q8 41 2 0.1 23 1790 - - - -
Tuvalu 1 6 = 10 4 0 0.0 56 650 - Q8 - -
Vanuatu = 39 74 174 86 5 0.3 53 1290 20 74 4.5 280
a/ See appropriate chapter for full description.
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 estimates.
* GNP per capita estimated range $786 1o $3115.
** GNP per capita esfimated range $3116 1o $9635.
*** GNP per capita estimated range $9636 or more.
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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 primary
school enrolment/attendance rate 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 1997.

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

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

SUB-SAHARAN AFRICA

Benin 1.7 Gambia 3.0 Ethiopia 57
Senegal 1.7 Mozambique 3.0 Rwanda 57
Tanzania 1.7 Burkina Faso 3.7 Cameroon 6.7
Mali 2.0 Ghana 3.7 Botswana 7.0
Mauritania 2.0 Zimbabwe 3.7 Chad 7.3
Mauritius 2.0 Kenya 4.3 Sierra leone 8.7
Zambia 2.0 Niger 4.3 Gabon 10.3
Malawi 2.3 Cuinea 4.7 Liberia 10.3
Central African Rep. 2.7 Nigeria 4.7 Congo 13.3
Congo, Dem. Rep. 2.7 Togo 4.7 GuineaBissau 11353
Eritrea 2.7 lesotho 5.0 Angola 15.0
Madagascar 2.7 Namibia 5.0 Somalia 15.0
Uganda 2.7 South Africa 53

Cote d'lvoire 3.0 Burundi 57

MIDDLE EAST and NORTH AFRICA

Egypt 2.0 Turkey 8.3 Kuwait 6.0
Algeria 2.7 Yemen 3.3 Jordan 6.7
Irag 2.7 Morocco 3.7 libya 7.3
Oman 2.7 Sudan 4.0 lebanon 8.3
Tunisia 3.0 Syria 4.0 Saudi Arabia Q7
U. Arab Emirates 3.0 Iran 43 Israel 10.3
CENTRAL ASIA

Uzbekistan 1.7 Kyrgyzstan 6.3 Afghanistan 10.0
Georgia 6.0 Azerbaijan 8.0 Armenia 11.0
Kazakhstan 6.3 Turkmenistan 8.3 Tajikistan 11.0
EAST/SOUTH ASIA and PACIFIC

Bangladesh 1.3 Mongolia 40  China 8.0
Nepal 1.7 Philippines 40  Singapore 8.0
Australia 2.0*  Myonmar 4.3 Korea, Rep. 9.3
New Zealand 2.0*  Pakistan 43 Malaysia 10.0
Japan 2.5* India 4.7 Cambodia 11.0
Lao Rep. 3.0 Bhutan 5.7 Thailand 1.7
Viet Nam 3.0 Papua New Guinea 6.0 Korea, Dem. 8.3
Indonesia 3.3 Sri lanka 7.0

AMERICAS

Brazil 1.7 Uruguay 2.7 Paraguay 57
Dominican Rep. 1.7 Bolivia 3.0 Cuba 6.0
Peru 1.7 United States 3.0*  Mexico 6.0
Chile 2.3 Haiti 3.3 Jamaica 6.3
Cosfa Rica 2.3 Venezuela 3.7 Panama 7.0
Canada 2.5*  El Salvador 4.0 Ecuador 7.3
Colombia 2.7 Nicaragua 43 Argentina 7.7
Guatemala 27 Honduras 5.0 Trinidad/Tobago 8.0
EUROPE

Latvia 1.5*  TFYR Macedonia 2.0*  United Kingdom 2.5%
Austria 2.0*  Croatia 2.5*  Belgium 3.0*
Belarus 2.0*  Esfonia 2.5*  Russian Fed. 3.0*
Bulgaria 2.0*  Finland 2.5*  Norway 3.5*
Czech Rep. 2.0*  France 2.5*  Albania 4.0*
Denmark 2.0*  Germany 2.5*  Yugoslavia 4.5*%
Hungary 2.0*  GCreece 2.5*  lithuania 8.0*
Poland 2.0*  lreland 2.5*  Slovakia 8.0*
Romania 2.0*  lraly 2.5*  Moldova, Rep. 8.5*
Slovenia 2.0*  Netherlands 2.5%  Ukmine Q.5%
Spain 2.0*  Portugal 2.5*  Bosnia/Herzegovina 11.0*
Sweden 2.0*  Switzerland 2.5*

* Underweight not included.

Abbreviations

AIDS acquired immune deficiency syndrome
BCG anti-tuberculosis vaccine
CEDAW Convention on the Elimination of All Forms of Discrimination

against Women

DHS Demographic and Health Surveys

DPT combined diphtheria/pertussis (whooping cough)/tetanus vaccine
EU European Union

GNP gross national product

HIV human immunodeficiency virus

ICRW International Center for Research on Women

NGO non-governmental organization

ODA official development assistance

OECD Organisation for Economic Co-operation and Development

ORS/ORT oral rehydration salts/oral rehydration therapy

STD sexually transmitted disease

TB tuberculosis

UNDP United Nations Development Programme

UNESCO United Nations Educational, Scientific and Cultural Organization
UNICEF United Nations Children’s Fund

WHO World Health Organization

Throughout The Progress of Nations, a dash () signifies no data were available.
Note: All dollars are US dollars.
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