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POVERTY AND HEALTH PROBLEMS
INTHE LEAST DEVELOPED AND LOW-INCOME
OIC MEMBER COUNTRIES

Bahar Bayraktar

Many of the OIC least developed and low-income tides (OIC-LDLICs) are
victims of the various dimensions of poverty, hen@ny of the OIC countries
have poverty estimates, plans and targets. In fasterty is a complex multi-
dimensional phenomenon, which consists of inadequetome or human
development. However, the great progress i @&ntury in reducing poverty
and improving well being observed in many areasrekhg from education to
health in many OIC-LDLICs. In this context, thispga attempts to investigate
and assess the status and determinants of powe@d-LDLICs. It evaluates
the incidence of poverty in the OIC-LDLICs throughamining the available
statistical trends in poverty. In addition to thigjevotes a section to the poverty
and health linkages since poverty is both a candeansequence of ill health.

1. INTRODUCTION

Despite the tremendous advance in our understaradiegonomic and
human development in the past three decades, atedjcor at least
reducing, poverty lies at the heart of the develgmountries’ problems.
In fact, poverty is the world’s greatest challendé&. remarkable and
unprecedented progress achieved over th® @ntury in reducing
poverty has been uneven and marred by setbacks, pouerty persists.
Moreover, non-income measures of poverty, low adreent in

education, health and nutrition and other areabushan development
have been the basic points both in the definitibpaverty and in the
poverty-reduction strategies.

Poverty is the result of economic, political andiabprocesses that
interact with each other and frequently reinforaereother in ways that
exaggerate the deprivation of the poor. As techglorogresses and the
general standard of living rises, the poverty peotihanges with new
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consumption items. Thus, the definition of poveepanded and new
dimensions have been introduced. The degree ofaoiten among
elements has also increased because each elenmgnbuwes to well
being in a broad sense, but also contributes tatidevement of other
elements. The broader definitions allow a bettearatterisation of
poverty and, therefore, increase our understarafipgverty. This deeper
understanding will often be critical to the desmmd implementation of
specific programs and projects to help people @scppverty by
expanding the set of policies that are relevattieéaeduction of poverty.

Faced with this picture of global poverty and inaldy, the
international community has set itself several gdai the opening years
of the century, based on discussions at variouscoiferences in the
1990s. Following the commitments at the World Sd8iammit for Social
Development in 1995, countries produce their owinmedes of income
poverty, set their own targets and elaborate them plans. “Thus, more
than three-quarters of countries have poverty estisy and more than
two-thirds have plans for reducing poverty, butéewhan a third have set
targets for eradicating extreme poverty or substdytreducing overall
poverty--the Social Summit commitments”’(UNDP, Poy&teport 2000).
Of the 140 countries surveyed, 43 OIC countriesshaational poverty
plans, estimates and targets. Furthermore, 19 OU@tdes have poverty
plans in national planning and 20 have explicitgyty plans. But of the
43 OIC countries, only 13 have targets for eradigatxtreme poverty or
substantially reducing overall poverty (or botheady half of the Sub-
Saharan African countries have targets (Table A lthe Annex). The
lack of targets is a serious shortcoming for allrddes to address at the
General Assembly’s 5-year review. Until countrie$ iealistic targets to
measure progress, it is difficult to believe thaéey are mounting a
concerted campaign to address poverty (UNDP, PoRaport 2000).

Different dimensions of poverty interact in impataways in
different parts of the world--and there are largariations among
regions, with some seeing advances, and otheracestbboth in crucial
income and non-income measures of poverty. Furtbernpoverty has
spread far and wide in many OIC countries includimg malnutrition,
illiteracy, disease and low level and quality ohsomption of hundreds
of millions of people, particularly in the OIC Ldd3eveloped and Low
Income Countries (OIC-LDLICs). Within the complexibriginating
both from the definition of poverty and the soc@meromic structure of
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these countries, identifying the essential causéspaverty is a
precondition for formulating an effective anti-potyestrategy.

If the OIC-LDLICs wish to win the fight against penty, it will be
essential for them to understand the multi-dimeraimature of poverty
before designing and implementing programs andeptsjaimed at
helping people eradicate poverty. To evaluate teéerchinants of
poverty in all its dimensions, it helps to thinkterms of people’s assets,
the returns on these assets, and the volatilitgtirns, such as, human
assets--the capacity for basic labour, skills anddghealth; natural
assets--land; physical assets--access to infrasteydinancial assets--
savings, access to credit and social assets. Tamseon these assets
not only depend on access to markets but also empénformance of
institutions of the state and society.

This paper attempts to investigate and to assessstidtus and
determinants of poverty, and evaluates the tremg®verty over time in
the OIC-LDLICs. However, given the scarcity of cdetp data on
poverty in these countries, the paper relies pamtlyUNDP’s Human
Development Repornd World Bank’s World Development Indicators
reflecting the multi-dimensional nature of povei®mce poverty is both
a consequence and a cause of ill health, the pbpeartes a section to
discuss this issue as a special topic. The seaxtibs presents a broad
overview of the OIC-LDLICs. The third provides somirief
information about understanding poverty in the QILICs and
presents an evaluation of poverty in these countriehe fourth
evaluates the trends in poverty and the fifth moiotit the health and
poverty linkages. In the last section, the papeppses a wide range of
general policy recommendations for poverty allegiatbased on a
consensus on poverty reduction strategies.

2.0IC-LDLICs: OVERVIEW

The group of the OIC Least Developed Countries (ODCs) is made up
of those member countries of the OIC (22 countiseg- Table A.2 in the
Annex) which are designated as least developedhéynited Nations.
These countries represent 45 per cent of the totaber of LDCs in the
world (49 countries). On the other hand, the groti®IC Low-Income

Countries (OIC-LICs) is made up of those membemntiaes of the OIC

which are classified as low-income countries adogrtb their 1999 GNP
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per capita, at $755 level or less. With the excepwf Djibouti and
Maldives, this group includes all the OIC-LDCs ambther 10 countries,
namely Azerbaijan, Cameroon, Cobéte d’lvoire, KyrgyRepublic,
Indonesia, Nigeria, Pakistan, Tajikistan, Turkmtmisand Uzbekistan.
Together, these countries represent the OIC-LDI(B2scountries out of
the current 57 OIC member countries) and accounaliout 68% of the
total population of the OIC member countries.

The OIC region is geographically vast. The cur®ntOIC member
countries are dispersed over a large area on fouinents. And as the
geographic distribution of the OIC-LDLICs presented Table A.2
indicates, the majority of these countries (21 ¢toes) are in Sub-
Saharan Africa while 11 countries are in Asia. Easmber country is
endowed with potential economic resources in difiefields and sectors
such as agriculture, energy and mining, human resswand so on. Since
different economic and social endowments lead fterdnt levels of
economic and human development, they do not male hgmogeneous
group. However, in terms of economic structure lamehan development
and poverty alleviation, the OIC-LDCs (22 countyiean be considered
as homogeneous, while in the case of the otherlCOLECs the situation
is mixed due to different sizes and structurehefdconomy and different
stages of development. Since most of the OIC-LDT® ¢ountries)
constitute a substantial part of Sub-Saharan Afritas possible, in
general, to assume that what applies to this regisna whole, also
applies to the OIC-LDCs as a group.

The least developed countries, most of which b@in§ub-Saharan
Africa, will face the biggest challenges in eratiiog poverty in the next
decades. In these countries, human poverty is deepéaster than in
the other regions in the world. Yet, Sub-SaharamicAf has some
examples of success in different dimensions of ggverhus, with
sustained support, the progress could be accelerate

World regions, countries and even provinces wittoantries have
grown at very different rates. Understanding whyrdoies and regions
have had disparate growth experiences and howgtlowth reaches
poor people is essential for poverty reduction tegees. Wide
divergences in growth among countries can be at&t to many
interdependent factors such as differences in hurwath physical
capital, productivity and different initial condtas, institutions, policy
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choices. Moreover, openness to international tradeind monetary
and fiscal policies (reflected in moderate defiarsd the absence of
inflation), and a well developed financial systeme aonducive to
growth. In addition to the role of aid, domesticdagxternal shocks
matter as well. Furthermore, culture, natural reses, geography and
climate play an important role in different growplerformances. For
example, a remote or landlocked location acts ésg on growth, and
yet, 8 of the OIC-LDLICs are landlocked countrigws, this section
presents the developments in some economic indsaiocluding

structure of output, trade and debt.

TABLE 1: STRUCTURE OF OUTPUT
(Value added as % of GDP, average 1995-99)

; Of which ;
Agriculture Industry Manufacture Services
OIC-LDC 30.3 22.0 11.6 50.0
OlIC-LIC 30.7 32.9 16.1 36.4
OIC-LDLIC 30.5 27.4 13.9 43.2

Source: Table A.3 in the Annex.

The economic structure of almost all the OIC-LDLIG&s hardly
changed over the past two decades. Table 1 abeptays the averages
of the sectoral shares in GDP for the OIC-LDLICsitiMhe highest
share in GDP (43.2 per cent), the services set&ys@ major role and
constitutes an important source of income in almaistthe OIC-
LDLICs. The share of services amounts to 50 pet icethe OIC-LDCs
and 36.4 per cent in the OIC-LICs. In contrast, v share of the
manufacturing sector with 13.9 per cent indicabesweak performance
of this sector in most of the OIC-LDLICs. Agriculeu is widely
believed to be the primary economic activity andssumed to play the
major role in the economies of most developing toes While
agriculture has the second highest share in thel@ICs group with
30.3 per cent of GDP, industry has the second bigsteare in GDP for
the OIC-LICs with 32.9 per cent.

In general, agriculture and oil production are tihe main economic
activities that contribute the highest shares ® dhtput of more than
half of the OIC countries. Indeed, according to trezent IMF
classification of economies by main sources of exgarnings (see
Table A.2), 13 OIC-LDLICs are classified as non-girimary
commodities, 5 of them are service exporting coestand 2 of the
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countries are classified as manufactures exportimgntries. On the
other hand, only 6 OIC-LDLICs have diversified thedurces of export
earnings. It is then clear that almost half of @€-LDLICs countries

are primary commodity dependent economies. Theme oubt that the
exports of these commodities play a critical ratetlie prospects of
growth and development in these countries. Howetles, primary

commodity exports with exogenously determined pwicenstitute an
important source of macroeconomic instability iegé countries since
international prices of primary commodities tendflicctuate sharply.

Consequently, they have faced highly unstable terhisade at various
times over the past decades. Coupled with a relgtilarge share of
exports and imports in domestic activity, such tihations constitute an
important source of macroeconomic volatility. THere, many OIC

countries, particularly the LDCs, need to diverdifigir economies to
have sustained levels of economic performance andetrease their
vulnerability to external shocks.

Trade is vital for growth, poverty reduction anadeterm external
debt stability but over the past two decades, mahyhe products
exported by the LDLICs have been most affectediimjtd on market
access in developed countries. Furthermore, tde fparformance of the
OIC-LDLICs in terms of export growth was weakerrththat of the all
LDCs group in the 1990s (Table A.3).

With small economies and high population growtlesathe 22 OIC-
LDCs have a very low share in the total OIC incoexen less than the
national income of some individual OIC member coest such as
Indonesia, Turkey and Saudi Arabia. Although th€Q@QDC group (22
countries) constitutes 26g&r cent of the total OIC population in 1999,
they produce (19 of them) only about 7.1 per centhe total OIC
income. On the other hand, the 10 OIC-LICs makd2iper cent of the
OIC population and produce 20 per cent of the t@#C income
(SESRTCIC, Annual Economic Report on the OIC Caastr2001).
While GNP per capita in the OIC-LDCs was $359 i0@0it was $523
in other OIC-LICs. Moreover, Table A.3 indicatesittlthe average per
capita income in the OIC-LDLICs as a group amournte$441 in 2000,
which is higher than the $420 of all LDCs in 2000.

In the 1990s, the OIC-LDLICs managed in generaktdise a good
level of growth in their production. The growth é&s of GDP and per
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capita GNP in most of these countries were compautabthe levels of
the world’s LDLICs as a group, but the high popatgrowth rates
may undermine the fragile economies of these cmmtin the last
decade, the OIC-LDLICs, as a group, were not ablgrow at the same
rate as that of their average population growthweleer, a typical
economy must be able to grow at least by the sateeto maintain the
same level of per capita income.

Table (2) presents the flows of aid and privateiteapThe most
important financing of development comes from damegsources and
foreign direct investment, which are important sesr of capital,
employment and trade opportunities for the LDLITke negative sign
in 1999 in the private flows indicates that theitglowing out of the
country exceeds that which is flowing in. On averaget foreign direct
investment in the OIC-LDLICs decreased in the thestade. In addition,
it was lower than the developing countries' andL8ICs' average in
1999. This outflow was largely experienced by Ineisia. Furthermore,
Official Development Assistance (ODA) has a criticale to play in
support of LDLICs development. In the last decadPA, as percentage
of GDP, declined in the majority of the OIC-LDLICBKloreover, this
percentage is still lower than the rate recordethkyall LDCs group. In
the 1990s, a similar pattern in the aid and cafdials was also
observed in the all LDCs group.

TABLE 2: FLOWS OF AID AND PRIVATE CAPITAL

Off|c!al Developmen} Net Foreign Direct Other Private Flows
Assistance (as % o Investment (as % of GDP)
GDP) (as % of GDP)
1990 1999 1990 1999 1990 1999
OIC-LDLICs 3.9 25 0.9 -0.5 14 -3.1
DCs 14 0.6 0.9 2.9 0.4 0.4
All LDCs 11.6 7.0 3.0 0.5 -0.1
S-Sah.Africa 0.3 2.4 0.2 0.8

Source: Table 13 in the Annex.

Moreover, foreign debt continues to be one of tlusintroublesome
problems facing the majority of the OIC-LDLICs. Anpthe 32 OIC-
LDLICs, 18 are severely indebted and 9 are modigratelebted.
Therefore, debt relief plays a central role bothHaman development
and poverty eradication. Indeed, the benefits dit delief could be
channelled to support education, health care amet tasic needs.
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3. UNDERSTANDING POVERTY IN THE OIC-LDLICs

Poverty is hunger, lack of shelter, being sick aotlbeing able to visit a
doctor. Poverty is losing a child to illness broughout by unclean water;
poverty is not being able to go to school and mmwing how to read--
not having a job and fear for the future, beingneshble to adverse
events. Poverty has many faces. Hence, the defintti poverty will be

different at different times and in different plac8ut it is a situation that
people want to escape. As poverty has many dimessio has to be
looked at through a variety of indicators--bothirioome and non-income
measures of poverty. This broader approach to vimn provides a
better characterisation of poverty and increasesunderstanding of its
causes. Moreover, the different aspects of povatgract and reinforce
one another in important ways. For example, imprg\viealth not only
improves well being but also increases income egrmpiotential; and

increasing poor people’s job opportunities andigigstion in health and
education leads to a better targeting of health edhtation services to
their needs. Thus, this deeper understanding wikttiical to the design
and implementation of several programs, and itrafijuexpands the set
of relevant poverty reduction strategies.

Poverty never results from the lack of one thing stam many
interlocking factors that cluster in poor peoplegeriences. Thus, one
route for investigating the causes of poverty is eéwamine the
dimensions of poverty highlighted by the poor peopPoor people
rarely speak about income, but they speak extelysal®out assets that
are important to them. Poor people manage a diveasef assets, such
as human assets--the capacity for basic labouts skid good health,
natural assets--land, and physical assets--accas$rastructure. Thus,
effective policy formation requires a meaningfulderstanding of the
assets available to the population and the circamess under which
these assets are mobilised.

Defining poverty as a multi-dimensional phenomenaises the
guestion of how to measure overall poverty and howcompare
achievements in different dimensions. One dimensi@y move in a
different direction than another. Human poverty mmprove while
income worsens or vice versa. An alternative wajoislefine as poor
anybody who is poor in anyone of the dimension$fiout attempting to
estimate trade-offs among the dimensions. The WBddk focuses on
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deprivation in different dimensions and on the iplét deprivations
experienced by the poor, while UNDP's human deveéog and poverty
indices are attempts to capture the multi-dimeradioature of poverty.

The United Nations Development Program (UNDP) hHayea the
leading role in defining poverty in terms of hundevelopment and has
introduced measures including the Human Povertyexn(HPI) and
Human Development Index (HDI). The former index,|Hf®ncentrated
on 3 aspects of human deprivation. A long and hgdife, which is
measured by the probability at birth of not sumgito age 40.
Knowledge, which is measured by the adult litereaty. And a decent
standard of living, which is measured by the petagae of children
under five who are underweight. The latter indeQIHs a summary
measure of human development. It measures the gav@chievements
in a country in 3 basic dimensions of human devaleqmt. A long and
healthy life, measured by life expectancy at bikhowledge, measured
by the adult literacy rate and the combined primascondary and
tertiary gross enrolment ratio. And a decent stechdéliving, measured
by GDP per capita (PPP US$). Because of revisionthe data and
methodology over time, the HDI values are not comapl@ across
editions of the UNDP Human Development Report. dditon to this,
because of a lack of reliable data, the 2001 ediod the Report
provides HDI for a total of 162 countries.

Based on the above discussion, poverty must besasiell in all its
dimensions, not income alone. According to the HurRaverty Index
(HPI) of the UNDP’s Human Development Report 208de(Table A.4.
in the Annex), an average of 43.8 per cent of teepfe in 17 OIC-
LDCs (121 million) suffer from human poverty. Thigercentage
reached 30.8 per cent (152.1 million) of the t@w@pulation of 5 OIC-
LICs. Thus, an average of 35.4 per cent of the lgeap 22 OIC-
LDLICs (273.5 million) suffer from human poverty.dveover, the HPI
value in 4 OIC-LDLICs is almost equal to or excedifty percent,
indicating that an average of at least half thepfeean these countries
suffer from human poverty. In terms of the globd@IHanks, 8 OIC-
LDLICs were ranked within the lowest 10 global rankurthermore, 19
OIC-LDCs and 9 OIC-LICs have poverty plans, estasaand targets
(see Table A.1 in the Annex).

Moreover, the figures in Table A.4 indicate thatvemdy is not
confined to the OIC-LDLICs only. The impact of humpoverty is also
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being increasingly felt in many OIC Middle Incomeudtries (MIC) and

even in some oil exporting countries (OEC). An ager of 21 per cent
(almost 70 million) of the total population of 13@countries (8 of them
are middle income countries and the other 5 arexgbrting countries)
are also suffering from human poverty. In fact, QZ-MICs and OIC-

OECs have poverty plans, estimates and targetdsapresented in Table
A.l. In total, an average of 31pg&r cenbf the total population of the OIC
countries (342.5 million) suffer from human poverty

In this respect, Table A.5 provides elements of kPthe OIC-
LDLICs. One major indicator of human poverty isteod life. Dying
before the age of 40 represents a severe deprvaliio developing
countries, 14.3 percent of the people were not&rpeto survive to this
age and in Sub-Saharan Africa nearly 35% of theplgewere expected
to die before reaching the age of 40 in 1998. Rritbaat birth of not
surviving to the age of 40 reached nearly fifty pent for some OIC-
LDCs. In the period 1995-2000, the majority of B&C-LDLICs was
associated with a higher probability of dying befohe age of 40 than
the developing countries’ average. The figures sksaw that nearly half
of the population in the OIC-LDLICs is still withbuaccess to basic
social and human needs such as education, heatth axad improved
water resources. In 1999, in 11 of the 20 OIC-LDiGswhich the data
is available, the percentage of population usinggadte sanitation
facilities was less than fifty per cent. In 1999,22 out of the 27 OIC-
LDLICs for which the data is available, the pereg@ of population
using improved water resources was over fifty petrcén addition to
this, in the same period, 18 out of 30 OIC-LDLICG=Itpopulations with
low access to essential drugs. The World Healtha@isgtion (WHO)
defined low access as 50-79%. Furthermore, theageeadult literacy
rate in the OIC-LDLICs reached 58 per cent, whicksvower than the
average of developing countries of 72.9 per canttgbeater than the all
LDCs average of 51.6 per cent in 1999.

The figures in Table A.6 (Elements of HDI in OIC-LITs) reflect
the weak performance of the human development IntH) and
poverty alleviation in terms of HDI in the majoritf the OIC-LDLICs
countries as compared with their income growth grenfince in terms
of GDP per capita. The negative sign in the latioo (adjusted HDI,
i.e., GDP per capita rank minus HDI rank) indicatiest the GDP per
capita rank is better than the HDI rank. As a reswdarly half of the
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30 OIC-LDLICs is associated with a negative sigic¢ating that the
HDI rank is worse than the GDP per capita (PPP#k.r&Vvhile the
adjusted HDI is negative in most of the OIC-LDCdgligating the
unusual growth performances in the 1990s, it istpesin many OIC-
LICs showing the remarkable human development peidoce of
these countries. Thus, poverty in the OIC-LDLICsnist just low
growth performances, it is also low human develapmand hence,
low income-earning capacity.

Table A.6 in the Annex provides the Elements of Hibthe OIC-
LDLICs and reports their global ranks accordingthie values of this
index in a set of 162 countries. In developing ¢oas life expectancy
at birth was 64.5 years, which is approximatelyyg&rs greater than it
was in 1999 in Sub-Saharan Africa, 48.8 years.nly @ out of the 30
OIC-LDLICs for which the data is available, life gactancy is above
the developing countries’ average. Adult literaayes are very low in
most of the OIC-LDCs. Moreover, 16 out of the 3CCAIDLICs' adult
literacy rates are less than fifty per cent. Intcast, in some OIC-LICs
adult literacy rates are higher than the averager2® per cent in
developing countries and even reach the world aeecd 78.8 per cent.
As a result, it is clear that these countries halatively better values
and ranks of HDI than the other OIC-LDLICs. Furtnere, in terms of
the global HDI ranks among 162 countries, 7 OIC-LDd were ranked
within the lowest 10 global ranks. Also, the coiegrat the bottom of
the HDI ranking also rank near the bottom in thd.Hi#Pthese countries,
the overall progress in human development has tmeelow to raise the
majority of their people from poverty.

Education indicators in Table A.7 reveal the poerfgrmances of
education services. In 17 out of the 24 OIC-LDLIGs which the data
is available, public expenditure on education asqrgage of GNP in
1995-97 is lower than the average of developingitrtes and the world
average. Moreover, in 13 of these countries, thiegntage is found to
be lower or at most equal to that in 1990. Thisidatks that no
significant improvements have occurred in the etlonaservices in the
1990s. This has been reflected in the primary awdrsdary enrolment
ratios and in the high percentages of childrenreaching grade 5 in
most of these countries.

The figures in Table A.8 reflect a low level of hbaservices in
almost all the OIC-LDLICs, especially those in Stdharan Africa.
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Although, in some health indicators the OIC-LDLI@srformed better
than the average of the world LDCs group, moshebé countries still
suffer from diseases such as malaria, tuberculasd HIV/AIDS.
Poverty and health linkages will be discussed atige 5.

The examination of both HDI and HPI elements hasakd the
weak performance of the OIC-LDLICs on various fsontOne
dimension may move in a direction different fronotrer. For example,
in some OIC-LDCs, GDP per capita (PPP$) has besamgrsince 1990,
but elements of HDI--life expectancy at birth, adiiteracy rate and
gross enrolment ratio-- are still below the all L®&verage. However,
GDP per capita has declined in some OIC-LDCs beatwE897 and
1999, but life expectancy at birth and gross eneoitratio are above
the all LDCs average. Moreover, in some OIC-LDG#,anly GDP per
capita has been declining, but also all elementdif were below the
average of all LDCs (see Table A.6). Thus, povesigsts in all
dimensions in OIC-LDLICs.

4. TRENDSIN POVERTY IN THE OIC-LDLICs

The 20" century saw great progress in reducing povertyiammoving
well being. In the past three decades, life expmstain the OIC-
LDLICs increased by 12 years on average and traninhortality rate
fell by 40%, and in the past two decades, net pynearolment in the
OIC-LDLICs increased by 16%. The proportion of thdeveloping
world’s population living in extreme economic poyehas declined
from 28 per cent in 1987 to 23 percent in 1998 (fable A.10 and
Table A.9). Substantial improvements in social ¢atlrs have
accompanied growth in average incomes. In genénal,developing
world today is healthier, wealthier, better fed,dalnetter educated.
However, progress in eradicating poverty has baefrém even. Thus,
the rest of this section describes global trend$héincome, education
and health dimensions of poverty and shows theelatiyersity of
outcomes for OIC-LDLICs. The differences in perfamge reflect
differences in growth, in the distribution of asseih the quality and
responsiveness of state institutions and vulnetabib the external
shocks. Highlighting the diversity in outcomes nsportant because it
allows the identification of successes and failirepoverty reduction,
enhancing thereby the understanding of what capeesrty and how
best to reduce it.
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It is well accepted that to obtain a fuller pictwkthe nature and
structure of poverty it is necessary to have infation on a broad range
of factors including both income and non-income soe@s. This section
presents, first, trends in income poverty, and theprovides poverty
trends for social indicators.

4.1. Income Poverty

Those who viewed poverty as a lack of income or rooudfities turned
their attention to the expansion of per capita ineoand economic
growth as a potential strategy to reduce povertywéler, economic
growth can be powerful in alleviating poverty ikthesources generated
by growth were intensively channelled into humanvedi@ment,
especially into improving health and education. iHgvno economic
growth is almost entirely bad for poor people. With economic
growth, it is almost impossible to reduce incomegsty. Furthermore,
other aspects of human poverty such as illiteracychold mortality
cannot be sustained without economic growth. Fgtaimce, income
poverty runs deep in Sub-Saharan Africa and is roowse threat to
economic and social stability.

The poverty estimates in Table A.9 are based oaverpy line that
reflects what it means to be poor in the world'snest countries. When
measuring poverty at the global level, the WorlchBaises reference
lines set at $1 per day in 1993 Purchasing PowetyRRPP). However,
the most commonly used way to measure povertyeatthintry level is
based on the GDP per capita scale. While these exsoovide a sense
of broad trends, they should be treated with cautio light of the
shortcomings of the data mentioned in Table A.9.

Extreme poverty, defined as living on less thana$day, declined
only slowly in developing countries during the 199€he share of the
population in the world living on less than $1 g dell from 28 percent
in 1987 to 23 percent in 1998 (see Table A.9). Teisline is below the
rate needed to meet the International Developmeusl QIDG)1 of
reducing extreme income poverty by half by 2015tHermore, there
are large regional variations in the performancextfeme poverty. East

! The goals come from the agreements and resoludnhe world conferences
organised by the United Nations in the first hdlfree 1990s.
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Asia and the Middle East share of population living less than $1 a
day decreased. But in all other regions this paeggnhas risen or has
not changed much. In Europe and Central Asia tlaesbf people in
poverty increased. In Sub-Saharan Africa the sbhapopulation living
on less than $1 a day slightly decreased from @ady high percentage
of 46.6 per cent to 46.3 per cent over the sammdheleaving almost
half of the continent poor. In 1998, South Asia &ub-Saharan Africa
accounted for around 80 percent of the populafiond on less than $1
a day, up 5 percentage points from 1987.

For the OIC countries for which the data is avddabxtreme
poverty presents different performances within tbgions and groups.
In 5 out of the 8 OIC-LICs, the share of peopleekireme poverty
declined or remained below the regional averagéhen last decade.
However, in three of them, extreme poverty excedtedorresponding
regional average. In fact, 2 countries within tisieup were faced with
rising extreme poverty. In the last decade, in bélthe 12 OIC-LDCs
for which the data is available, the share of peaplextreme poverty
was below the corresponding regional average. ¢t fa some OIC-
LDCs in Sub-Saharan Africa, more than half of tlpydation is living
on extreme poverty. In total, nearly half of the QBC countries have
suffered from extreme poverty at a rate higher tthen corresponding
regional average, during the last decade. In &dur8 countries out of
the 11 OIC countries surveyed, the share of peiopkxtreme poverty
declined. As a result, income poverty fell slighty some OIC
countries, but the amount of decline is not enaiogteach International
Development Goals. Anyway, it raises the hopesréalucing poverty
with a more complete country based poverty redociicategies.

In general, progress in social indicators and rapbwth
accompanied the decline in poverty. Moreover, pgvarcreased in
countries that experienced stagnation or contractibherefore, the
overall decline in extreme poverty during the 198@s driven by high
rates of growth. Nevertheless, the decline in pgver rapidly growing
countries was slowed by increases in inequality mumber of countries
with a large number of poor (World Development R&€@2600/01).

For economic well being, the proportion of peopénl in extreme
poverty should be reduced by half (no later thah520Since income
poverty is a function of growth, to reduce inconwverty, incomes of
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the poor must grow as an economy expands. Thusadhievability of
this goal depends on prospects for growth and Her distribution of
income, and on the developments in basic sociataors.

4.2. Social Indicators

Some social indicators have generally been impipwrer the last
decades. Data on malnutrition, life expectancy,amnfand child
mortality, adult literacy and enrolment rates ie itheveloping world,
including the OIC-LDLICs, indicate continued progsein the 1990s.
However, living conditions have deteriorated subtédly over the
last decade for many Africans, particularly in Sedharan Africa.
AIDS is causing declines in life expectancy andréases in infant
and child mortality rates in the countries hit the tepidemic. Sub-
Saharan Africa also experienced declines in enrotmates between
1980 and 1994.

Malnutrition is another dimension of poverty measurby the
proportion of children under 5 who are underweighdble 3 below
indicates that the percentage of underweight aildm the OIC-
LDLICs decreased in the last decade. Although thexame decline in
underweight children was 14 per cent in the OIC-LE4, the decline in
all LDCs was only 2 per cent. Hence, the OIC-LDLI®&rage was
lower than the all LDCs average, 41 per cent, kghdr than the
average of developing countries, 27 per cent.

TABLE 3: TRENDS IN SOCIAL INDICATORS

Underweight Life Expectancy at Infant mortality Under 5 Mortality
Children under birth rate Rate
age 5 (%) (years (per 1000 live births] (per 1000 live births
1990]1995-200¢ 1970 1993| 1999 197D 1990 1999 1970 1990 1P99
OIC-LDLICs | 41 35 456 56.4 57. 128 100 7 211 1p7118
DCs 35 27 545 613 64.p 10p 14 1 1p7 112 89
All LDCs 40 41 43.4] 51.00 51.] 14 11p 1o 243 189591
S-Sah.Africa| 31 30 441 509 48|8 138 1p6 Yo7 22675 | 172
World 24 59.1| 63.0] 66.7 94 67 5p 147 101 BO

Source: Table A.10 and Table A.6 in the Annex.

On average, the life expectancy of people livinghi@a OIC-LDLICs
increased 12 years; but it still lags behind tHateveloping countries as
it is indicated in Table 3. Furthermore, 15 OIC-UDOk have seen life
expectancy decline since 1993, most of them wdeetad by the AIDS
epidemic.



118 Journal of Economic Cooperation

Data on infant and child mortality indicates pragréetween 1990 and
1999 in all OIC-LDLICs. These rates in the OIC-LIId are declining too
slowly to attain the IDGs. In the case of infant arhild mortality rates,
the average of the OIC-LDLICs has been lower thenaverage of all
LDCs during the last three decades. In additiothity between 1970 and
1999, infant mortality differences between worldda®IC-LDLICs
declined in absolute terms (from 32 in 1970 to 20.7999). Moreover,
infant and child mortality rates in the OIC-LDLI@sge still higher than the
average of developing countries and world averdges, children born
into poor countries have a higher chance of dyiefprie their I and &'
birthdays than children born into better-off coiegr

Furthermore, the OIC-LDCs shared the same expergeength the
all LDCs group in many social indicators. Althougie life expectancy,
infant and child mortality rates in some OIC-LDGa/a been lower than
the averages of all LDCs over the last 30 years,ghp between the
OIC-LDCs and the all LDCs group has been decreasimge 1970.

TABLE 4: TRENDS IN KNOWLEDGE INDICATORS

Adult Literacy Gross Primary Net Primary
Rate Enrolment Rates Enrolment Rates (% of
(%) (% of relevant age grouf]) relevant age group)

1990 1999| 197Q 19801990| 1997| 1980 | 1990 1997
OIC-LDLICs| 50.C | 58.C 56 92 75 93 69 76 8C
DCs 64.0| 72.9
All LDCs 45.0 | 51.6 94 97 74 86
S-Sah.Africl 51.0 | 59.6 46 81 68 78 44
Source: Table A.12 and Table A.5 in the Annex.

The incidence of adult literacy in the OIC-LDLICashrisen since
1990, but it was still less than the average ofettgying countries and
the world average. In the last decade, adult iierates rose 16 per cent
in the OIC-LDLICs, but the rise in adult literaay the all LDCs group
was limited to only 14 per cent. Moreover, grossmary school
enrolment data, presented in Table 4, show an ivepnent over the last
30 years. In spite of the enormous progress in soonatries, regional
trends diverged markedly with Sub-Saharan counteigseriencing a
slight decline in enrolment rates between the ed9§0s and the mid-
1990s, that is, 81% to 68%. The same is valid fer ®IC-LDLICs;
gross primary enrolment rates fell from 92% to 76%r the same
period. Between 1980 and 1997, net enrolment raga® improved



Poverty and Health Problems in the OIC Member @es 119

almost in all the OIC-LDLICs. However, net enrolmeates are still
lower than the rate recorded by the other low-ine@ountries.

On current trends, none of the International Degwelent Goals on
social and knowledge indicators are likely to béiewed: two thirds
decline in infant and child mortality rate, univarrimary education
(all by 2015). Thus, for social well being, reaahthese targets will not
be easy. But sufficient and necessary improvemartigalth programs,
and income growth could make infant mortality amtieation targets
achievable. Further, it is important to note thaise efforts to improve
health and education services have to concentratdhe most needy,
namely the poor.

In addition to the various aspects of human devetq associated
with social indicators, there are important linkageetween human
development and income earning capacity since iecdna major
determinant and outcome of human development. Peeific way in
which the poor participate in growth tends to beotigh increased or
more productive use of their most abundant assdtour. But the
intrinsic characteristics of poverty--lack of edtioa, poor nutrition and
health--affect adversely their capacity to workr Example, a well-
nourished and well-educated and healthy person praduce more,
thereby earning more, ensuring future nourishmeunt \@ork capacity.
Further, in some OIC-LDLICs human poverty and exiepoverty
accompanied each other. Without basic building Kdpcsuch as
education and health, the poor are unable to tdkardage of income-
earning opportunities that come with growth, theref the provision of
basic social services, besides being important ten awn right,
constitutes an important element in the growth sbeiety.

Attaining the International Development Goals wéluire actions
to spur economic growth since economic growth &s ritost powerful
weapon in the fight against poverty--both for eaqoimand social well
being. Moreover, faster growth requires policiesatthencourage
macroeconomic stability, shifting resources toriae efficient sectors
and integrating with the global economy to share thenefits of
technological progress. To achieve the goals faitheand education,
reducing infant and child mortality rates by twardls depends on
halting the spread of HIV/AIDS, and increasing tbapacity of
developing countries' health systems to deliveremioealth services.
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Although social indicators should benefit from irapements in
economic growth, there should be targeted polidgrientions that
appear to have a large impact on health and edunedtioutcomes.
Second, international agencies must work with depialy countries to
strengthen country capacity to monitor progressoatcomes. Third,
measuring the progress to action is crucial infidpet for higher living
standards. Further, special attention must be git@enthe social
structures and institutions that affect developmé&herefore, we need a
broader and more comprehensive strategy to figiiby.

5.HEALTH AND POVERTY

Health, along with education, is seen as one ofuhdamental goals of
development. Indeed, health is seen as a dimensiorpoverty
alleviation in its own right. This is reflected the fact that four of the
seven international development goals are relatital kealth. Hence,
this section is devoted to health and poverty lggsa Moreover, the
concept of health is a broad one--a life cycleenitbraces health status,
nutritional status, morbidity, disability, and mality.

Health and sustainable development are closely exiad. Safe
water supply and sanitation, proper nutrition arghie food supply, the
control of disease, and access to health servitesraribute to healthy
populations. Conversely, poverty, lack of educataord information,
natural and human-induced disasters can all exatehgalth problems.
As a consequence, poor health is associated wittedsed productivity,
particularly in the labour intensive agriculturadctor, which is the
sector that has the greatest share in GDP in mé&@yLOLICs.

Poverty is both a consequence and a cause ofailttheévialnutrition
and ill health are often reasons why householdsuprid poverty or why
they are already poor. In short, poor people angltiain a vicious circle,
their poverty breeds ill health; this, in turn, spires to keep them poor.

The cycle of health and poverty could be constititg three items:

* Characteristics of the poor-- inadequate service utilisation,
unhealthy sanitary, dietary practices, etc. whighaaused by lack
of income and knowledge; weak institutions andasfructure, bad
environment; poor health provision, that is, inastele, irrelevant
services, low quality and inadequate stock of baslicines and
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poorly trained staff; exclusion from the healthdiitte system, that
is, limited insurance;

* lead to poor health outcomes such as ill health, malnutrition and
finally

» They end up with diminished income such as loss of wages, costs
of health care and greater vulnerability to catgsiic illness;
hence, they again turn to the characteristics vépy.

5.1. Malnutrition

The core indicators for health are presented inerab8 for the OIC-
LDLICs. The first sign of ill health is reflected the characteristics of
the poor such as malnutrition. Between 1996 an®,189 expected, the
percentage of the under-nourished population inoatnall the OIC-
LDCLICs was lower than that in the other LDCs. Quri¢he indicators
of malnutrition is the percentage of children un&ewho are under-
weight. This percentage has showed a quite goodrgse during the
last decade. In addition to this, in more than bathe OIC-LDLICs the
proportion of underweight children was lower thha &all LDCs average
in the last five years. The tragedy of malnutritioay be reduced by
mothers’ education and adequate health care.

5.2. Health services

Deprivation in health starts with lack of acceséalth care and other
services. Of the 28 OIC-LDLICs for which data isadable (see Table
A.8), 20 had their average public expenditure asltheas percentage of
GDP lower than the average of developing countiies1996-98.
Moreover, public expenditure on health showed moar&able progress
in the last decade. In fact, health expendituresyaof GDP, have, on
average, declined in some OIC-LICs. Consequentbstraf them suffer
from insufficient levels of health service provisio

Moreover, safe water and sanitation are recograsethe principal
tools to tackle communicable diseases such as mmalenolera and
HIV/AIDS. Lack of clean water and sanitation is tiv&in reason for
transmission of dangerous diseases. Although atcoesgproved water
sources and sanitation facilities have slightlyréased since 1990, in
2000 about half of the population of the low incomeuntries still
lacked adequate sanitation. Almost all OIC-LDLICsavé shown
improvements in access to water sources and daniti@cilities in the
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last decade, but in the majority of OIC-LDLICs tipercentage of
population having access to improved water soucssll below other
low income countries.

Health services, in the case of births attended hyedically trained
person, improved slightly during the last decadé.ti® 14 OIC-
LDLICs, for which the data is available, 8 expeded a rise in the
births attended by skilled health staff. Furtherepdhe OIC-LDCs lag
behind the improvements in the health servicesthBirattended by
skilled health staff declined in some OIC-LDCslie t1990s. In five out
of the 11 OIC-LDCs, for which the data is availabflee number of
births attended by skilled health staff declinea.alddition, the OIC-
LDCs did not experience recognisable improvememtheir access to
improved water sources and improved sanitationitiesi.

5.3. IlIness: the problems of AIDS and Malaria

lliness creates a devastating and lasting draimaursehold resources
since it removes individuals from the labour pootlghen can push a
household into poverty; thus, the illness of onespe within the family
can affect the economic stability of the entire $ehold.

AIDS is a disease of poverty in the sense that rpesiple with
AIDS are poor. It deepens and spreads poverty. NS affects poor
households more adversely--especially if the brémalsy is affected by
illness because it is very hard to cope with mddigpenses and the loss
of income and services that an adult breadwinnpicély provides.
Furthermore, the rapid rise in adult deaths isifepan unprecedented
number of orphans. Hence, AIDS is also likely ter@ase poverty
through the rise in the number of children who lose or both parents.
Evidence shows that orphans have significantly fommrolment rates
and are more likely to be malnourished than nornang are. Lack of
schooling and inadequate nutrition will make it madifficult for
orphans to escape poverty.

Furthermore, AIDS is the greatest challenge for QELICs.
Between 1995 and 1997, AIDS cases rose five timeSub-Saharan
Africa and in all LDCs. In 1997, in 8 out of the 2BC-LDLICs, AIDS
cases were higher than the average of all LDCsofturiately, infection
rates are rising in most of the OIC-LDLICs. As aukt, the disease
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struck very hard in poor countries. In additiorthitss, more women and
children are the victims of AIDS in some of the GIOLICs. In 1999,
the number of children under 14 living with AIDS Bub-Saharan
Africa reached approximately a million (see Tabl8)A

Although they are curable, Malaria and Tuberculostil affect
some OIC-LDLICs. In 7 out of 10 OIC-LDLICs, Malariaases
decreased from their 1995 level. Moreover, in 15 a@uthe 30 OIC-
LDLICs tuberculosis cases are lower than the waxldrage, indicating
a hope for the fight against the illness.

5.4. Infant, child and maternal mortality

The death rate is the best instrument for measthiaegariations in the
physical well being of people. Mortality could beed as an indicator
both of income poverty and of ill being in a broadense. Infant
mortality rates are found to be very high (highweart the world average
and the average of developing countries) in mang-CDLICs for
which the data is available. In some countries,seheates have
significantly lagged behind those realised in theLBCs group. Also,
more than half of the OIC-LDLICs experienced chitwrtality rates
higher than those realised in the world. Infant ahild mortality rates
are also greater in the countries that are affduyettie AIDSepidemic.

Most OIC-LDLICs have seen their infant and child rtality rates
decline sharply as did those in the developing tt@ms) which is
discussed in the previous section. But some OIC{(03Lhave lost
ground over the 1990s. Moreover, OIC-LDLICs achiepeogress in life
expectancy, but improvements in this indicatomathé case of infant and
child mortality rates melted down by rising HIV/ABinfections.

Since the World Summit, some progress has been made
improving human health. Most countries have expeee declining
infant mortality rates and an increase in life estpacy. Nevertheless,
progress has been slow and inadequate to meet wiatlye goals
established by the international community.

Consequently, data on health indicators revealedpthverty-health
puzzle in the OIC-LDLICs. Deprivation in health ssawith lack of
access to health care and other services and ieduby under-
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nourishment, then lack of knowledge and income @pamy this circle.
Although, the health indicators have slightly adsehin the past decades,
the OIC-LDLICs still cope with nutrition and illnegproblems rooted in
lack of knowledge and of adequate health servieksice, themost
abundant asset of the poor--labour--is disturbedillbizealth and the
consequent loss of income will be greater, esgdgciél he is the
breadwinner. Moreover, large households with mamydien or other
economically dependent members create an additipnzatle for the
poor. Whenever one of their members is faced witkaith problem, they
find themselves unable to decide whether to speadimited income to
cure the ill member or to meet the basic needsebther members.

As a result, development cannot be achieved oamsest when poor
health and inadequate access to health care iegilitffect a large
proportion of the population. Economic growth arelelopment can
contribute to improved health and better healtre dacilities in the
poorest countries. Unsustainable economic growth aso cause
environmental degradation, which, together with pprapriate
consumption, can adversely influence human hedlth.protect and
promote human health, to break the poverty andinegtle, we have to
focus on meeting primary health care needs bothufal and urban
areas, protecting vulnerable groups, children, woraed the aged,
controlling communicable diseases; and reducingltthedsks from
environmental pollution and hazards.

Furthermore, economic growth is the strongest todight against
ill health, but growth by itself does not necedgatranslate into
improvements in health status; nor does improvealtihenecessarily
lead to a rise in income. Thus, we need to usdtrthts of economic
growth effectively and we need complementary inwesits to reap
more benefits for the poor. For example, if pokcend programs to
improve health and expand education are combined government
action designed to promote investment and broadebagowth, the
benefits to the poor will be that much greater.

6. CONCLUSION AND POLICY RECOMMENDATIONS
Poverty in the OIC-LDLICs is a complex multi-dimémsal problem in

spite of their vast resource endowments. Povertluites lack of
income and basic social needs; hunger and maliouatriill health,
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limited or lack of access to education; increasedbidity and mortality

from illness; homelessness and inadequate housingsafe

environments. It is also characterised by lack aftipipation in

decision-making and in social and cultural lifeople living in poverty

are particularly vulnerable to the consequencesdisfsters and
conflicts. Thus, the source of poverty in the OIBLLCs is not just lack
of income; it is also low human development, whichtfurn, decreases
their income earning capacity. Malnutrition, illsesand lack of
knowledge destroy income-earning capacity. On therohand, with a
limited income, the OIC-LDLICs have low access #sie needs, such
as education and health services. Understandingrgowith all of its

dimensions is essential for designing and implemgnprograms and
projects that help people alleviate poverty. A feavork for action is

needed to effectively reduce poverty in all its dimsions. National
economic development is central to success in ppveduction.

Despite the great progress achieved in the 20ttuigem reducing
poverty and improving well being, poverty remainglabal problem of
huge proportions in the light of both income anchan poverty indicators.
Life expectancy, literacy and primary education andess to basic health
care services have increased in the majority of Gh€-LDLICs and
average mortality has been reduced. However, a&sethgains from
increased life expectancy and reduced mortalityoaegshadowed by the
rising incidence of HIV/AIDS in some countries intsSaharan Africa. In
addition to the low human development in the OICELECs, the poverty
puzzle may be understood on various fronts: the- KIMCICs are weighed
down by external debt, starved of private capital technology, blocked
from access to rich-country markets and faced aettlining ODA.

Furthermore, there is no simple, universal bluegdonimplementing
poverty reduction strategies. Thus, the approacheiducing poverty has
evolved over the past 50 years parallel to additiamderstanding of
poverty within the complexity of the developmentweéver, poverty with
all its dimensions is full of vicious circles soist hard to bring out the
causes and consequences of poverty. Furthermdherigg the data and
information for a poverty reduction strategy isybard and costly, but for
the poor lasting benefits will outweigh the immeelieosts.

What we learned from previous experiences is ctutdathe
development of poverty reduction strategies. Unioately,



126 Journal of Economic Cooperation

experiences in the 1990s show that market reforieng fiail to deliver
growth and poverty reduction in the absence of semg domestic
institutions. Furthermore, there is evidence tkahhological progress
in the past decade was increasingly biased towkitdirs contrast to
what was expected in the pattern of developing tlpwnskilled
labour intensive growth. Secondly, although publwestment in
health and education has been rising, it has begn éffective than
expected, in part because of serious problems ialityuand in
responsiveness to poor people’s needs. Poverty wardt underline
the importance of the vulnerability to economicaltie and personal
shocks--for example, the financial crisis of th&Q9 and the sequence
of devastating natural disasters. Private caplitat$ now dominate the
official flows in the world. Although long-term dict investment leads
to a faster transfer of knowledge, short-term @dpilows may
particularly raise the volatility.

Eradication of poverty and improving the lives ajop people in
low-income countries and strengthening poor pespddsilities to build
a better future for themselves is the common objeadf the world.
Since the lives of the poor are ringed with a tangfl vicious circles,
different elements of human development are esdeigterminants to
each other; countries may wonder where to beginhavd to find the
best way to reduce poverty. In this respect, a wilege of policy
recommendations can be proposed for a multi-dinoeasivision of
poverty alleviation strategies as follows:

(1) Sustained economic growth and development shoultbased on
national and people-centred poverty reductioneias:

* A people-centred strategy should start by buildimg assets of the
poor that make them less vulnerable. In additiorthis, action is
needed to reduce vulnerability to economic shoc&syral disasters,
health and violence.

» Poverty programs need to be multi-sectoral and cehgnsive since
poverty is a multi-dimensional problem.

» Poverty reduction programs must set “time-boundsgyaad targets”
for the eradication of poverty. Hence, it must bsult-oriented and
focused on outcomes that would benefit the poor.
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* Poverty programs must be country driven; thus, gremary
responsibility for developing the LDLICs rests withe LDLICs
themselves. But also actions by the internatiormahrounity and
development cooperation will continue to be essénti

(2) Accelerating economic growth with macroeconomidiity is the
strongest weapon in the fight against poverty. @oable poverty
reduction and growth must start with and build upefiective
institutions. Moreover, rapid growth will depend bnilding a strong
human resources base, which requires strengthdahigsupport for
education and health and, hence, access to basat services.

(3) Economic growth contributes most to poverty redurctwhen it
expands the employment, productivity and the wajedke poor people.
For instance, it creates an environment for sntallesagriculture, micro-
enterprises and the informal sector since thesdharsectors on which
most poor people depend for their livelihoods. Mwer, these sectors
also contribute to growth by generating income angloyment at low
costs with fewer imported inputs and low managemequirements.

(4) In order to benefit from the world economic acinétnd not to leave
behind the advances in technology and in scientficd medical

research, at least the fruits of these developnrantst be shared with
the poor. To take full advantage of the opportesitpresented by
globalisation, the markets of rich countries must dpened to the
products of poor countries and aid and debt refiabt be increased to
help poor people.

* To benefit from globalisation stronger regional peration and
integration are indispensable to increase the cttiyemess of the
LDLICs economies.

» Effective, development-oriented, and durable sohsgito external
debt problems are urgently needed to reduce themuburden of
debt since external debt affects most OIC- LDLI®@sgl aemains a
main obstacle to their development.

* The Official Development Assistance (ODA) has diaal role to
play in support of LDLICs development in order teverse the
declining trends of ODA and improve aid effectivese
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(5) In order to mobilise both domestic and foreign fic@al resources,
we need an enabling environment for savings andsimvent, which
includes strong and reliable financial, legal andmamistrative
institutions, sound macro-economic policies and titansparent and
effective management of public resources.

(6) There must be a special focus to improve nationhlip expenditure

management systems so that domestic resourcemaxassistance and
budgetary savings from debt relief must be effetyiwsed for poverty-

related purposes.

(7) Harmonisation of operational policies and proceduseneeded to
increase efficiency and to move more rapidly inarding development
effectiveness, and to reduce burdens and cosslated groups.

(8) A people-centred process is also crucial in provisaif good health.
Governments, as financiers and providers of hesdthices, have a key
role to play, but the question is more than pumpimgney into health
services. Services need to be accessible, affadatd relevant to poor
people. Broadly speaking:

» The role of country’s budget is crucial where thajon concern is
the amount of resources allocated to health; andsiple
reallocations of budgets to reach poor people bettel the next
focus will be on service delivery, that is, howitgplement specific
activities to reach poor people.

* To improve the health of poor people and reducdrtipverishing
effects of ill health, non-income disadvantage®daby poor people
should be reduced. For example, avoiding the |angeof-pocket
payments of the poor when they fall ill, and pravidan income
support to households where the breadwinneras iinable to work.

* We have to inform the poor where they can obtaseefal services
and drugs and at what cost and how to prevent cartaile
diseases at household level since lack of knowlésayes the poor
unaware of opportunities.

(9) The rapid growth of the AIDS epidemic represengseat threat to the
world especially to Sub-Saharan Africa and we reetiong measure to
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combat HIV/AIDS epidemic and other communicabledse, particularly,
tuberculosis and malaria. Parallel to this, adsameeded to raise the access
to safe water, sanitation and essential drugsrapcivement in the health
services is crucial to fight against communicaliéeakses. The prevention,
treatment and control of these diseases must le® ghe highest priority
since in many cases their incidence hinders sdeialopment and often
causes poverty and social exclusion.

(10) The international community, the United Nations,e th
multilateral financial institutions, all regionalrganisations and local
authorities, and all actors of civil society needpositively contribute

their own share and resources in order to winitjte figainst poverty.

(11) The widespread poverty in the OIC-LDLICs is incatesnt with

the aim of the OIC action since the ultimate gdahes cooperation is to
improve the well being of the people in member ¢oes. Hence,
special efforts must be made to evolve poverty ceédn strategies for
the OIC-LDLICs. Further measures should be takethbyOIC member
states for the implementation and realisation ofepty reduction
strategies by creating an environment conduciveh#o provision of
social development services and expanding OIC esadjpn in the
education and health sectors.

Poverty is a multi-dimensional concept without bdames; yet, it is
expanding on various fronts composed of many vioycles. Il health
reduces living standards and leads to povertypbuerty is also a cause
of ill health. Actually, ill health stems from thkw income and
inadequate knowledge of the poor. To break theecpflpoverty, we
have to create a more powerful cycle aimed at ggweduction. Thus,
all the recommended actions are interrelated antliaiiy reinforcing
each other. Consequently, to achieve sustainabelamment, we need
effective allocation of resources; investment iraltte education and
social infrastructure; and strengthening of protectcapacities and
institution building. These are all essential talige the vast and
untapped human and economic potential in the OICCS.
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Table A.1. National Poverty Plans, Estimates and Targetsin OIC Countries

131

Estimate of
Approach to national Anti- Extremeor L?Igs;(;l E)(()tvrgPe
poverty Planning Overall rate(‘g)) y
Poverty(%)
Arab States
. . . .| Extreme: 6 1995
Algeria Poverty in national planning Overall: 14 1995
Bahrain Poverty in national planning
Dijibouti Extreme: 10 1996
Overall: 45 1996
. Extreme: 7 1996
Egypt Explicit poverty plan Overall: 23 1996
Jordan Explicit poverty plan (E))\(/t(;?;ﬂezz iggg
Lebanon Poverty in national planning Overall: 35 96
- Extreme: 7 1991
Morocco Explicit poverty plan Overall: 13 1991
Sudan Poverty in national planning Overall: 85 1992
Tunisia Poverty in national plannin Extreme: 6  719%xtreme: 0 2002
. Extreme: 16 1998
Yemen Explicit poverty plan Overall: 30 1998
Asia and the Pacific
Bangladesh Poverty in national planning g)\(/t(;?;ﬂ,eggé; iggg Extreme: 0 2002
Indonesia Poverty in national planning  Overall: 18999
. . . .| Extreme: 6 1998
Iran, Islamic Rep. Off Poverty in national plannlm%vera”, 15 1998
. L Extreme: 1 1997 | Extreme: 0 2020
Malaysia Explicit poverty plan Overal: 7 1997 | Overall0 2020
Maldives Poverty in national plannin Overall: 13 998
. . . . | Extreme: 27 1998 | Extreme: 13 2010
Pakistan Poverty in national planmngOvera”, 26 1998 | Overall 15 2010
Europeand theCIS
Albania Poverty in national planning  Extreme: 10997
. . . . | Extreme: 20 1996
Azerbaijan Poverty in national pIannlngOvera”, 60 1996
Kazakhstan Extreme poverty plan Extreme: 3996
Kyrgyz Republic Overall: 51 1996 Overall: 10 2015

Extreme: 37 1998

Tajikistan Poverty in national plannin 90verall: 47 1998
Turkey Poverty in national plannin
Uzbekistan Poverty in national planning

Latin America and the Caribbean

Guyana

Poverty in national planning

Extreme: 29 1993
Overall: 43 1993

Suriname

Extreme: 201997

Overall 48 1997
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Sub-Saharan Africa
Benin Poverty in national planning Overall: 34 1996
Burkina Faso Poverty in national plannin gg)\(/zs:ﬂ_eﬁo iggj
Cameroon Extreme poverty plan Overall: 50 1997 @let5 2010
Chad Poverty in national plannin Overall: 54 1996

Extreme: 30 1995
Overall: 51 1995
Extreme: 10 1998 | Extreme: 5 2002
Overall: 34 1998 | Overall: 25 2002
Gambia Extreme poverty plan g)\(/zs;ﬂ_eé? iggg Overall: 30 2025
Extreme: 13 1995

Comoros Extreme poverty plan

Céte d'lvoire Extreme poverty plan

Guinea Extreme poverty plan Overall: 40 1995

Guinea-Bissau Extreme poverty plan Overall: 49 1997

Mali Extreme poverty plan Overall: 68 1998 Overél: 2002

- Extreme: 33 1996 .

Mauritania Extreme poverty plan Overall: 51 1996 Overall: 42 2001
. Extreme: 53 1997 | Extreme: 26 2004

Mozambique Extreme poverty plan | 5 erall 69 1997 | Overall: 48 2004

Niger Extreme poverty plan Extreme: 34 1993

Overall: 63 1993

- Extreme: 29 1996 .
Nigeria Extreme poverty plan Overall: 66 1996 Overall: 20 2010

Senegal Extreme poverty plan
Extreme: 57 1995
Togo Extreme poverty plan Overall: 72 1995
Uganda Extreme poverty plan Overall: 46 1996 OverH) 2017

Source: UNDP Poverty Report 2000.

Note: The status of poverty plans, estimates and taigets of December 1999. Extreme (Absolute)
poverty means that a person cannot buy enough foocheet basic nutritional needs. Overall
(Relative) poverty means that a person cannot mgugh food and non-food items to satisfy
essential needs, as for nutrition, clothing, enengy housing.
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Table A.2. OIC L east Developed and L ow Income Countries (OIC-LDLICSs)

Africa | Asia
OIC Least Developed Countries (Ol C-L DCs)
Comoros (9) (1) (5) Benin (3) (1) Afghanistan (2) (8) | Maldives (9) (5)
Mozambique (2) (5) Burkina Faso (3) (8) () Banglsiu (6) (2) Yemen (4) (2)
Somalia (3) (1) Chad (3) (8) (2)
Sudan (3) (1) Gambia (3) (2)
Uganda (8) (1) (5) Guinea (3) (1)
Djibouti (5) Guinea-Bissau (3) (1)
Senegal (2) (4) Mali (3) (8) (1)
Togo (3) (2) Mauritania (3) (1)
Sierra Leone (1) (4) Niger (3) (8) (1)
OIC L ow-Income Countries (Ol C-LI1Cs)*
Cameroon (1) (4) Azerbaijan Pakistan (6) (1)
Céte d'lvoire (1) (3) Kyrgyz Republic (1)(8) | Indonesia (4) (1)
Nigeria (7) (1) Tajikistan (8) Uzbekistan
Turkmenistan (2)

Sources: World Bank, Global Development and Finance 200&l./ pp.150-53. IMF, World Economic
Outlook, May 2000, p.194.

Notes:

(*) Include also all the above OIC-LDCs, excepthDjiti and Maldives, which are classified as Lower
Middle income countries.

(1) Severely indebted (18 countries).

(2) Moderately indebted (9 countries).

(3) Non-oil primary products exporting countrie8 @ountries).

(4) Diversified source of exporting earnings (6 mwies).

(5) Services exporting countries (5 countries).

(6) Manufactures exporting countries (2 countries).

(7) Oil exporting country (1 country).

(8) Land-locked countries (8 countries).

(9) Island Countries (2 countries).



Table A.3. Economic Indicators

Size of the economy

Economic growth

Structure of the Economy

Population GNP per capita GDP Exports | GDI (1) | (Value added as% of GDP, average 1995-99)
1990-00 1998-99 | (1990-00) | (1990-99) [(1990-99) . Of which .
2000 (m) %) 2000(%) %) %) (%) %) Agriculture| Industry Manufacture Services
Afahanistal 22.6¢ 4.1
Banalades 129.4¢ 1.€ 38C 3.3 4.8 13.2 7 26.C 22.t 13 52.C
Benir 6.3C 2.8 38C 2.2 47 1.8 5.3 36.C 13.C 7.5 50.F
Burkina Fas 12.2¢ 24 23C 2.7 4.1 04 4.8 33.C 27.C 21.C 40.C
Chac 7.47 2.8 20C -4.1 2.2 5 4.4 41.C 18.C 13.5 41.F
Comoro: 0.57 2.€ 38C -3.8 0.8 (Y [-21.4(+ -5.9(%) 39.C 14.C 4.C 47.C
| Diibouti 0.67 24 84C 1.3 59(+ 30 20.C 4.C 77.C
Gambie 1.31 3.3 33C 2.2 2.8(*1 -7.8(+ 3(*%) 27.4 14.¢ 7.C 58.¢
Guines 9.1¢ 2.5 45C 0.9 4.3 4.7 2.4 23.F 25.C 9. 51.F
GuineeBissal 1.2C 2.2 18C 2.8 0.3(**) 1.4(+ -6.6(*) 52. 15. 6.3 324
Maldives 0.2¢ 2.6 146( 3.3 6.7(% 22.C 160 6.C 61.€
Mali 11.1¢ 2.5 24C 2.7 3.8 9.6 -0.8 46.5 17.C 5.C 37.C
Mauritanie 3.0z 2.8 37C 2 4.2 1€ 6.8 26.C 29.t 11.5 44.5
|Mozambiau 17.6¢ 2.2 21C 6.6 6.4 13.4 13.1 32.t 18.C 13.C 49.5
Niger 10.8¢ 3.4 18C -1.1 2.6 1.7 5.4 39.F 17.t 6.C 43.F
Seneaq: 9.6€ 2.6 50C 2.3 3.6 2.6 3.1
Sierra Leon 4.8C 2.5 13C -9.8 -4.5 -12.2 -10.2 43.C 25t 5.C 31.t
Somalié 9.67 2.2 2.6(%)
Sudat 27.7¢ 2.1 32C 3.6 8.2(**) 39.C 18.C 9.C 43.C
Toac 4.8( 2.8 30¢C -0.3 2.6 1.5 11.€ 40.F 21.C 9. 38.F
Uaand: 21.¢4 3.C 31C 4.8 7.1 16.2 9.8 47.C 16.C 7.5 37.C
Yemer 21.1¢ 3.e 38C -3.9 35 10.2 7.7 19.5 38.C 12.£ 42.5
OlC-LDCs 333.78 359 30.3 22.0 11.6 50.0
Azerbaiiar 7.8% 1.2 61C 6 -5.3 12.€ 14.3 23.C 37.F 6.C 39.F
Cameroo 15.3% 2.7 57C 2.2 1.7 2.7 0 41 21.5 10. 37.C
Cote d'lvairt 16.97 3.C 66C 1.1 35 4.7 17.€ 24.C 24.C 20.C 52.C
Indonesii 212.1: 2.7 57C 0.3 4.2 9.2 5.1 18. 43.F 24.F 38.C
Kyrayz Republic 4.9C 1.2 27C 1.7 -4.1 6.7 12.€ 44.C 23.C 19.C 33.
Nigerie 128.0¢ 2.8 26C 0.5 2.4 2.5 5.8 34.F 56.0 5.C 9.
Pakista 138.1¢ 2.5 47C 1.2 3.7 2.7 2.1 26.C 24t 17.C 49.t
Taijikistar 6.2¢ 1.8 17¢ 2 -1.7 33.C 35.C 32.C
Turkmenista 4.01 2.8 84C 13. -4.8 32.C 31.C 27.C 37.C
Uzbekistal 24.1¢ 1.8 61C 1.5 -0.5 32 30.F 15. 38
Other OIC-LICs 533.68 523 30.7 329 16.1 36.4
OIC-LDLICs 867.46 25 441 30.5 27.4 13.9 432
All L DCs 2459.00 2.0 420 25 3.4 53 214

Sour ce: World Development Report 2001 and 2002, (*) 19908 9**) 1990-99; (+) 1997-98.
(1) GDI: Gross Domestic Investment.
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Table A.4. Human Poverty in OIC Countries

HPI 1999 (1) Population (1999, million)
Rank (2) Value Total Suffering
from human
poverty
OIC-LDCs
Maldives 25 15.¢ 0.2¢ 0.04
Comoro: 47 29.¢ 0.5t 0.1€
Djibouti 57 34.7 0.67 0.22
Sudal 58 34.¢ 27.3¢ 9.52
Togc 63 38.2 4.6€ 1.7¢
Ugand: 69 41 22.1¢ 9.1C
Yemer 70 42.5 20.4¢ 8.6¢
Banglades 73 43.5 134.4¢ 58.2%
Benir 79 45.¢ 6.12 2.8C
Seneg: 80 45.¢€ 9.4& 4.3t
Mauritaniz 82 47.2 2.8t 1.3¢
Mali 83 47.€ 10.8¢ 5.2
Mozambiqu: 84 48.2 17.2¢ 8.3t
Gamba 85 49.€ 1.27 0.6%
GuineBissal 86 49.€ 1.17 0.5¢
Chac 87 53.1 6.9¢ 3.71
Niger 90 63.€ 10.51 6.6¢
Total OIC-LDCs 277.18 121.41
As % of total OIC-LDCs 43.80
OIC-LICs
Indonesii 38 21.2 208.2¢ 44.3¢
Cameroo 49 31.1 14.91 4.64
Nigerig 59 36.1 124.6¢ 45.0C
Pakistal 65 39.2 132.1% 51.81
Céte d'lvoirt 72 42.¢ 14.7 6.31
Total OIC-LICs 494.72 152.12
As % of total OIC-LICs 30.75
Total OIC-LDLICs 7719 273.53
As % of total OIC-LDLICs 35.44
Other-OICs
Jordal 7 8.5 5.14 0.4<
Lebanol 11 10.2 3.3€ 0.3
Malaysie 13 10.€ 21.67 2.3€
Guyani 15 11.4 0.7¢ 0.0¢
Turkey 19 12.¢ 66.11 8.52
Libya 27 16.7 6.97 1.1€
Saudi Arabi 29 17 211 3.5¢
Iran 30 17.2 65.2¢ 11.2¢
Syrie 34 19.¢ 15.7¢ 3.1%
Algeria 40 23.t 27.0¢ 6.3€
Egyp! 50 31.7 64.07 20.31
Omar 52 32.2 2.57 0.82
Moroccc 62 36.4 28.8¢ 10.51
Total other OIC 328.78 68.94
As % of total other OIC 20.97
Total OIC countries 1100.68 342.47
As % of total Ol C countries 3111

Source: UNDP, Human Development Report 2001.

Notes: (1) The HPI is a composite index that attemptbriag together the different dimensions of
deprivation in three essential elements of hunfanathich are already reflected in the HDI-- londgyi
knowledge and a decent living standard. (2) HPIOL@®ks have been calculated for the universe of 90
developing countries.



Table A.5. Elements of Human Poverty Index in OIC-LDLICs

Population with accessto:

Probability at birth of | Adult literacy rate | Adequate Improved | Essential Underweight
not surviving to age 40 (%) sanitation water drugs** children
(%) facilities r esour ces (%) under age5 (%)
(%) (%)

(1995-2000) 1990 1999 1999 1999 1999 1990 1995-2000
OIC-LDCs
Bangladesh 21.4 35.0 40.9 53 97 65 66 56
Benin 29.7 23.0 39.0 23 63 77 24 29
Burkina Faso 43.0 18.0 23.0 29 60 27 36
Chad 41.0 30.0 41.0 29 27 46 31 39
Comoros 20.6 52.0 59.2 98 96 90 26
Djibouti 42.3 63.4 91 100 80 18
Gambia 40.5 27.0 35.7 37 62 90 17 26
Guinea 38.3 24.0 35.0 58 48 93 24
Guinea-Bissau 42.2 37.0 37.% 47 49 44 23 23|
Maldives 12.5 96.2 56 100 50 43
Mali 38.5 32.0 39.8 69 65 60 22 40
Mauritania 33.1 34.0 41.6 33 37 66 16 23
Mozambique 49.2 33.0 43.2) 43 60 50 47 26
Niger 41.4 28.0 15.3 20 59 66 44 50
Senegal 28.5 38.0 36.4 70 78 66 20 22
Sierra Leone 51.6 21.0 32.4 28 28 44 26 29
Sudan 27.3 27.0 56.9) 62 75 15 34 34
Togo 34.1 43.0 56.3 34 54 70 18 25
Uganda 48.4 48.0 66.1] 75 50 70 26 26
Yemen 20.0 39.0 45.2 45 69 50 27 46
Other OIC-LICs
Azerbaijan 97.0 66
Cameroon 36.2 54.0 74.9 92 62 66 17 22
Cote d'lvoire 40.2 54.0 45.7 77 80 26 24
Indonesia 12.8 82.0 86.3} 66 76 80 38 34
Kyrgyz Republic 97.0 100 77 66
Nigeria 33.7 51.0 62.6 63 57 10 35 31




Table A.5. Elements of Human Poverty Index in Ol C-L DLICs (continued)

Population with accessto:
Probability at birth of | Adult literacy rate | Adequate Improved | Essential Underweight
not surviving to age 40 (%) sanitation water drugs** children
(%) facilities r esour ces (%) under age5 (%)
(%) (%)
(1995-2000) 1990 1999 1999 1999 1999 1990 1995-2000
Pakistan 20.1 35.0 45.0) 61 88 65 42 26
Tajikistan 99.1 44
Turkmenistan 98.0 100 58 66
Uzbekistan 93.0 88.5 100 85 66 27
OIC-LDLICs 50.0 58.0 41 35
DCs 14.3* 64.0 72.9 35 27
All LDCs 30.3* 45.0 51.6 40 41
S-Sah.Africa 34.6* 51.0 59.6 31 30

Source: UNDP Human Development Report 1995,2001.
(*) Stands for 1998 values.
(**) The data represented by Worleatth Organisation (WHO) Department of Essentialgdrand Medicines.
Policy assigns 4 groupings: very mweess (0-49%), low access (50-79%), medium a¢86s84%) and good access (95% and more).



Table A.6. Elements of Human Development Index in OIC-LDLICs

expetl:_tgﬁcy atl Adult en?c:I?nsZwt GDP per capita GDP per GDP per capita HDI HDI Adjusted
birth (years) literacy rate ratio (PPP US$), capita (PPP (PPP USS), value.1999 rank HDI (%)
1999 (%), 1999 (%), 1999 1990 US$), 1997 1999 *)

OIC-LDCs
Bangladesh 58.9 40.8 37 872 1382 1483 0.470 132 L4
Benin 53.6 39.0 45 1043 1800 933 0.42p 147 -
Burkina Faso 46.1 23.0 23 618 784 965 0.320 159 -17
Chad 45.5 41.0 31 559 1172 850 0.35p 135 ¥
Comoros 59.4 59.2 36 721 1317 1429 0.520 1p4 7
Djibouti 44.0 63.4 22 1000 1300 2377 0.441 137 -2
Gambia 45.9 35.7 45 913 948 1580 0.398 149 -B
Guinea 47.1 35.0 28 501 1139 1934 0.397 150 -2
Guinea-Bissau 44.5 37.7 37 841 811 678 0.339 156 0
Maldives 66.1 96.2 77 1200 3540 4423 0.73p 17 r
Mali 51.2 39.8 28 572 565 753 0.378 158 q
Mauritania 51.1 41.6 41 1057 1622 1609 0.437 139 4 -]
Mozambique 39.8 43.2 23 1072 959 861 0.323 157 i
Niger 44.8 15.3 16 645 765 753 0.274 161 -1
Senegal 52.9 36.4 36 1248 1815 1419 0.423 145 -13
Sierra Leone 38.3 32.0 27 1086 625 448 0.248 162 0
Sudan 55.6 56.9 34 949 1110 664 0.439 138 1o
Togo 51.6 56.3 62 734 1167 1410 0.489 128 b
Uganda 43.2 66.1 45 524 1483 1167 0.435 11 4
Yemen 60.1 45.2 51 1562 856 806 0.468 133 1B
Other OIC-LICs
Azerbaijan 71.3 97.0 71 3977 1463 2850 0.738 r9 a7
Cameroon 50.0 74.8 43 1646 2355 1573 0.506 1p5 2
Cote d'lvoire 47.8 45.7 38 1324 1731 1654 0.426 114 -20
Indonesia 65.8 86.3 65 2181 3971 2857 0.647 1p2 3
Kyrgyz Republic 67.4 97.0 68 3114 1927 2573 0707 2 9 15
Nigeria 51.5 62.6 45 1215 1270 853 0.45b 136 1
Pakistan 59.6 45.0 40 1862 2209 1834 0.498 1p7 5
Tajikistan 67.4 99.1 67 2558 943 1.03L 0.66D 103 3P




Table A.6. Elements of Human Development Index in OIC-L DL I Cs (continued)

Life Gross ’ ’
expectancy at| . Adult enrolment GDP per capita GDP per GDP per capita HDI HDI Adjusted
birth (years) literacy rate ratio (PPP USY), capita (PPP (PPP USS), value 1999 rank HDI (%)
19%/9 (%), 1999 (%), 1999 1990 USs$), 1997 1999 ' *)
Turkmenistan 65.9 98.0 81 4230 2345 3347 0.730 B3 6
Uzbekistan 68.7 88.5 76 3115 2529 2251 0.698 D9 ]
DCs 64.5 72.9 61 2170 3068 3530 0.647
All LDCs 51.7 51.6 38 740 1008 1170 0.442
S-Sah.Africa 48.8 59.6 42 1200 1640 0.467
World 66.7 78,8(+) 65 4890 5990 6980 0.716

Source: UNDP, Human Development Report 2001.
Notes: (*) HDI ranks have been calculated for the univess&62 countries.

(**) Adjusted HDI (GDP per capita PPP$ rank minuBIHank) in which a positive figure indicates thé HDI rank is better than the GDP per
capita rank (PPP$), a negative the opposite.
(+) Indicates the year 1998.
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Table A.7. Education Indicators
Net enrolment ratio (*)
Primary | Secondary
Adult (as % of (as % of Chggtrm Public expenditure on
literacy rate|relevant age|relevant age reaching education

(%) group) group) grade5 (%) (as% of GNP)

1999 1997 1997 1995-97 1990 1995-97
OIC-LDCs
Bangladesh 40.8 75.1 21.6 15 2.2
Benin 39.0 67.6 28.2 39* 3.2
Burkina Faso 23.0 32.3 12.8 21* 2.7 3.6
Chad 41.0 47.9 17.9 41 1.7 1.7
Comoros 59.2 50.1 35.7 21* 4.1
Djibouti 63.4 31.9 19.6 21 2.7
Gambia 35.7 65.9 33.3 20* 4.1 4.9
Guinea 35.0 45.6 14.6 46* 2.1 1.9
Guinea-Bissau 37.7 52.3 24.1 3.2
Maldives 96.2 6.3 6.4
Mali 39.8 38.1 17.9 16 4.1 2.2
Mauritania 41.6 62.9 36 5.1
Mozambique 43.2 39.6 224 54* 4.2
Niger 15.3 24.4 9.4 27 3.2 2.3
Senegal 36.4 59.5 19.8 13 4.1 3.7
Sierra Leone 32.0 44.0 19
Sudan 56.9 1.4
Togo 56.3 82.3 58.3 29* 5.6 4.5
Uganda 66.1 15 2.6
Yemen 45.2 7.0
Other OIC-LICs
Azerbaijan 97.0 7.0 3.0
Cameroon 74.8 61.7 3.4 2.9
Cbte d'lvoire 45.7 58.3 34.1 25 5.0
Indonesia 86.3 99.2 56.1 12 1.0 14
Kyrgyz Republic 97.0 99.5 77.8 8.3 5.3
Nigeria 62.6 1.0 0.7
Pakistan 45.0 2.7 2.7
Tajikistan 99.1 9.7 2.2
Turkmenistan 98.0 4.3
Uzbekistan 88.5 9.5 7.7
DCs 731 85.7 60.4 22 35 338
All LDCs 51.9 60.4 31.2 2.7
World 87.6 65.4 4.9 4.8

Source: UNDP, Human Development Report 2001.
(*) UNDP Human Development Report @00




Table A.8. Health Indicators

Peopleliving with HIV/AIDS
Under |Under weight Births - . Malaria Tuberculosis Public
. - attended [Physicians] Adults | Women | Children | cases A
nourished | children . cases (per | expenditure
soole | under age5 by skilled (per (age 15- |(age 15-49)| (age 0-14)| (per 100000 on health
P O/p o 9 health | 100000) | 49) (%) |(thousand)|(thousand)| 100000 | % of GDP
(%) (%) staff (%) people) | PSP e |@s%o )
1996/1998 | 1995-2000 [1995-1999[1990-1990| 1999 | 1999 | 1999 | 1907 1008 | 1000 | 19
OIC-LDCs
Bangladesh 38 56 14 20 0.07 0.0019 ojL3 b6 54 0.8.6 |1
Benin 14 29 60 6 2.45 37 3 11918 41 g.5 16
Burkina Faso 32 36 27 3 6.44 180 20 18 |.2 |.2
Chad 38 39 11 3 2.69 49 4 4848 38 Q.5 1.4
Comoros 26 52 7 0.12 2427 23 3|1
Djibouti 18 14 11.75 19 15 700 597
Gambia 16 26 4 1.95 6.6 0.5p 27369 114 4
Guinea 29 35 13 1.54 29 2.7 10951 65 |.2 .2
Guinea-Bissau 23 17 25 7.3 0.96 156 |.1 .1
Maldives 43 40 0.05 4 65 4.9 5L
Mali 32 40 24 5 2.03 53 0.5 3684 39 16 2
Mauritania 13 23 58 14 0.52 3.5 0.26 154 0.5 .8
Mozambique 58 26 44 13.22) 630 52 104 3.6 1
Niger 46 50 18 4 1.35 34 3.3 10026 34 1.3 19
Senegal 23 22 8 1.77 40 3.3 94 4.8 36
Sierra Leone 43 29 7 2.99 36 3.3 72 37
Sudan 18 34 9 0.99 528 80 1
Togo 18 25 51 8 5.98 66 6.3 28 1{3 11
Uganda 30 26 38 8.3 420 53 142 q.7 18
Yemen 35 46 22 23 0.01 8560 73 1.2 2.1



Table A.8. Health Indicator s (continued)

Peopleliving with HIV/AIDS
Under |Under weight Births - . Malaria Tuberculosis Public
. - attended [Physicians] Adults | Women | Children | cases A
nourished | children . cases (per | expenditure
people | under age5 by skilled (per (age 15- |(age 15-49)| (age 0-14)| (per 100000 on health
%) (%) health 100000) | 49) (%) |(thousand)|(thousand)] 100000 people)  |(as% of GDP)
staff (%) people)

1996/1998 | 1995-2000 [1995-1999[1990-1990| 1999 | 1999 | 1999 | 1907 1008 | 1000 | 19
Other OIC-LICs
Azerbaijan 32 10 99 360 <0,01 <100 <100 130 61 P.61.2
Cameroon 29 22 55 7 7.73 290 22 4613 35 D.9 [l
Coéte d'lvoire 14 24 47 9 10.76 400 32 6990 104 1.51.2
Indonesia 6 34 47 16 0.05] 13 0.48 79 20 D.6 .6
Kyrgyz 17 11 08 301 | <0,01 <100| <100 123 42 47
Republic
Nigeria 8 31 19 5.06 1400 120 598 19 1 d2
Pakistan 20 26 57 0.1 15 1.4 54 60 0.8 8
Tajikistan 32 201 <0,01 <100 <100 50y 41 4.3 4.6
Turkmenistan 10 300 <0,01 <100 <100 89 9 5
Uzbekistan 11 19 98 309 <0,01 <100 <100 62 h.6 B.3
DCs 18 27 13 15362T 12521 71 19 22
All LDCs 38 41 4.3 6389T 590T 97 16
S-Sah.Africa 34 30 8.7 12909T 1008T 121 07 | 24
World 24 1.1 15778T 1281T 63 4.7 5.6

Sour ce: UNDP, Human Development Report 2001.
T: Total.
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Table A.9. Income Poverty
Share of population living on lessthan $1 a day (%)
1987 1990 1993 1996 1998
East Asia & Pacific 26.6 27.6 25.2 14.9 153
Excluding China 239 18.5 15.9 10 113
Indonesia 14.3 11.8 7.7
Malaysia 4.3
South Asia 44.9 44 42.4 423 40
Bangladesh 29.1
Pakistan 11.6 31
Sub-Saharan Africa 46.6 41.7 49.7 485 46.3
Burkina Faso 61.2
Céte d'lvoire 17.7 12.3
Guinea 26.3
Guinea-Bissau 88.2
Mali 72.8
Mauritania 28.6
Mozambique 37.9
Niger 61.5 61.4
Nigeria 31.1 70.2
Senegal 54 26.3
Sierra Leone 57
Uganda 50 36.7
Middle East &
North Africa 43 24 19 18 19
Algeria <2
Egypt 7.6
Jordan 25 <2
Morocco <2
Tunisia 3.9 <2
Yemen 15.7
Eastern Europe &
Central Asia 0.2 16 4 51 51
Azerbaijan <2
Kazakhstan <2 15
Kyrgyz Republic 18.9
Turkey 2.4
Turkmenistan 20.9
Uzbekistan 3.3
World 28.3 29 23.4

Sour ce: World Development Indicators 2001 and various years
Notes: The poverty line is $1.08 a day at 1993 PPP. Rpwestimates are based on income or
consumption data from the countries in each refporwhich at least one survey was available
during 1985-1998. Where survey years do not comeiith the years in the table, the estimates
were adjusted using the assumption that the saofigleuntries covered by surveys is representative
of the region as a whole, and the number of poapleewas then estimated by the region. For

further details on data and methodology, see ChérRawallion (2000).
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Table A.10. Mortality and Life Expectancy Trendsin OIC-LDLICs

Infant mortality rate Urr;ctigr([f)gelrggcr]tl?\lll;y Life expectancy at birth

(per 1000 live births) births) (years)

1970 | 1990 | 1999 | 1970 | 1990 | 1999 | 1970 | 1993 | 1999
OIC-LDCs
Bangladesh 145 114 58 239 18 8p 442 569 489
Benin 149 88 99 252 147 156 4215 47.8 5%.6
Burkina Faso 163 133 106 290 22 19p 39.3 475 461
Chad 149 127 118 252 216 19 38 41.7 4p.5
Comoros 159 94 64 215 151 84 478 5.2 5p.4
Djibouti 160 117 104 241 164 149 40 48|4 44
Gambia 183 138 61 319 238 79 36| 45.2 4%.9
Guinea 197 140 115 345 237 18 348.5 44.7 47.1
Guinea-Bissau 186 146 128] 314 246 20p 3p 43.7 44.5
Maldives 157 61 60 255 85 83 4919 62{4 6¢.1
Mali 221 164 143 391 284 235 419 46|2 512
Mauritania 150 122 120 250 214 18 42.5 51.7 5.1
Mozambique 163 173 127 278 297 208 41.9 46.4 39.8
Niger 197 130 162 330 221 275 38|13 467 448
Senegal 164 84 68 279 185 11 406 495 529
Sierra Leone 206 149 182 363 257 31p 344 39.2 8.3
Sudan 104 104 67 172 172 10 43.6 53.2 5.6
Togo 128 90 80 216 147 143 4412 552 51.6
Uganda 110 99 83 185 164 13] 46.3 44.7 4B.2
Yemen 194 114 86 303 187 119 409 50.4 6p.1
Other OIC-LICs
Azerbaijan 41 35 53 45 68.4 70J7 7143
Cameroon 127 90 95 215 144 154 443  56.3 50
Céte d'lvoire 158 92 102 239 136 17 44.2 50.9 47.8
Indonesia 104 71 38 172 97| 5 47,6 63 6%.8
Kyrgyz Republic 111 55| 146 65 624 692 6714
Nigeria 120 101 112 201 167 181 427 50.6 51.5
Pakistan 117 104 84 181 15§ 11 49.2 61.8 H9.6
Tajikistan 78 54 111 74 62.17 70.4 67|14
Turkmenistan 82 52 120 71 60 65(1 64.9
Uzbekistan 66 45 90 58 636 691 647
OIC-LDLICs 128 100 7 211 157 118 45.6 | 56.5 575
DCs 109 74 61 167 112 89 545 | 615 64.5
All LDCs 149 115 100 243 189 159 434 | 51 51.7
S-Sah.Africa 138 106 107 226 175 172 441 | 509 | 488
World 96 67 56 147 101 80 59.1 | 63 66.7

Source: UNDP, Human Development Report 2001 and varioussyear



Table A.11. Trendsin Health Indicatorsfor OIC-LDLICs

AIDS AIDS . . . .
Malaria Malaria Births Births . .
o | o | oo | camGer | atendedy | atendety (TR O s vl
100000 100000 skilled health | skilled health | : 0 ;

;2(())’(3)&(; ;gggloé; people) people) staff (%) staff (%) (% of population) | (% of population)

1995 1997 1995 1997 1988-90 1995-1999 1990 2000 1990 2000
OIC-LDCs
Bangladesh ) 126.6 56 7 14 91 97 97 13
Benin 4 39.8 10570.4 11918 51 60 63 20 3
Burkina Faso 16.3 91,2 4680.5 33 27 53 24 9
Chad 9.3 109.7 4843 21 11 217] 18 2p
Comoros 0.3 2.8 30030.2 2422 24 52
Djibouti 40.2 263.7 550.7 700 79
Gambia 5.6 43.1 27369 65 62 3
Guinea 9.1 44 7048.7 10951 76 35 45 48 55 8
Guinea-Bissau 7.4 74 39 49 4
Maldives () 18 6.6 4
Mali 4.2 35.1 3688 14 24 55 65 70 6
Mauritania 15 6.7 20 58 37 37 30 3
Mozambique 7.4 33.5 29 44 60| 4
Niger 6.8 30,7 8697.7 10026 21 18 53 59 15 10
Senegal 4.8 22,6 37.4 40 72 74 57 10
Sierra Leone 0.6 4,6 28 24
Sudan 0.9 5.9 854.9 5283 60 67 7 58 42
Togo 41.3 185.2 56 51 51 54 37 34
Uganda 10.3 249 38 44 50| 84 7%
Yemen 0.1 0.5 8560 22 66 69 39 4b
Turkmenistan




Table A.11. Trendsin Health Indicatorsfor OIC-LDLICs (continued)

AIDS AIDS . . . .
Malaria Malaria Births Births ’ .

bu | Ga | cosier | cmmsipa | atendeby | atendedby | ACUET NS AL TR

100000 100000 o o (% of population) | (% of population)

people) people) people) people) staff (%) staff (%)

1995 1997 1995 1997 1988-90 1995-1999 1990 2000 1990 2000
Other OIC-LICs
Azerbaijan 0.1 130 99
Cameroon 20.9 69.1 1631.2 4613 25 55 52 g2 87
Cote d'lvoire 47.2 265,5 32.7 6990 50 47 65 w 49
Indonesia ) 728.8 79 44 47 69 76 54 66
Kyrgyz Republic 0 98 77 104
Nigeria 14.4 593 45 49 57 60 63
Pakistan @) 0.1 79.9 54 70 84 84 34 oL
Tajikistan 0 105.3 507
Uzbekistan 98 85 100
DCs 4.8 28.9 883.1 63
All LDCs 135 69.1 3220.7 29 70 76 40 46
S-Sah.Africa 22.2 1111 39 49 55 55 55
World 5 39.7 69

Source: UNDP 1999,97,95 and World Development Indicat@8®
Notes: (.) less than half the unit shown.
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Table A.12. Trendsin Education Indicators
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Gross primary enrolment rates Net primary enrolment rates
(% of relevant age group) (% of relevant age group)
1970 1980 1990 1997 1980 1990 1997

OIC-LDCs
Bangladesh 54 61 73 60 65 75
Benin 36 67 61 78 53 52 68
Burkina Faso 13 18 36 40 15 29 32
Chad 35 57 58 26 48
Gambia 53 77 53 66
Guinea 33 36 37 54 30 26 46
Guinea-Bissau 39 68 59 62 47 52
Mali 22 26 24 49 20 19 38
Mauritania 14 37 51 79 57
Mozambique 47 99 58 60 35 41 40
Niger 14 25 29 29 22 25 24
Senegal 41 46 58 71 37 48 60
Sierra Leone 34 52 48
Sudan 38 50 49 51
Togo 71 118 103 120 79 72 82
Uganda 38 50 76 74
Yemen 22 70
Other OIC-LICs
Azerbaijan 115 106
Cameroon 89 98 101 85 71 75 62
Cote d'lvoire 58 75 71 55 58
Indonesia 80 107 117 113 89 98 99
Kyrgyz Republic 116 104 100 100
Nigeria 37 109 27 98
Pakistan 40 40 37
Tajikistan 95
Uzbekistan 81 78
OIC-LDLICs 56 92 75 93 69 76 80
L ow Income 94 97 74 86
S-Sah.Africa 46 81 68 78 46

Sour ce: World Development Indicators 1999, 2001 and varigears.
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Table A.13. Flows of Aid and Foreign Capital
Official (_ievelopment Net_foreign direct Other privateflows
assistance investment (as% of GDP)
(as% of GDP) (as % of GDP)

1990 1999 1990 1999 1990 1999
OIC-LDCs
Bangladesh 7.0 2.6 04 0.2
Benin 14.5 8.9 0.1 13 0.0
Burkina Faso 12.0 15.0 0.0 0.4 0.0
Chad 19.0 12.3 0.0 1.0 -0.1
Comoros 18.1 11.1 -0.4 0.5 0.0 0.0
Djibouti 45.6 0.0 1,2* -0.1 0*
Gambia 31.3 8.4 0.0 3.6 -2.4 0.0
Guinea 104 6.8 0.6 1.8 -0.7
Guinea-Bissau 52.7 24.0 0.8 14 0.0
Maldives 14.5 4.1 3,1 0.8 2.9
Mali 19.9 13.8 -0.3 0.7 0.0
Mauritania 23.3 22.8 0.7 0.2 -0.1 -0.2
Mozambique 39.9 3.0 04 9.7 1.0 -0.3
Niger 16.0 9.3 0.7 0.4 -1.1
Senegal 14.4 11.2 1.0 1.3 -0.3 -0.1
Sierra Leone 6.8 11.0 3.6 0.1 0.4 0.0
Sudan 6.2 25 0.0 3.8 0.0 0.0
Togo 16.0 5.1 0.0 2.1 0.0
Uganda 15.5 9.2 0.0 3.5 0.4
Yemen 8.7 6.7 -2.8 -2.2 35 0.0
Other OIC-LICs
Azerbaijan 4.0 0.0 12.7 2.1
Cameroon 4.0 4.7 -1.0 0.4 -0.1 -0.6
Céte d'lvoire 6.4 4.0 0.4 3.1 0.1 -2.5
Indonesia 15 15 1.0 -1.9 1.9 -4.0
Kyrgyz Republic 21.3 2.8 -4.1
Nigeria 0.9 0.4 2.1 2.9 -0.4 -0.4
Tajikistan 6.5 13 -0.8
Turkmenistan 0.7 25 -4.2
Uzbekistan 0.8 0.6 31
OIC-LDLICs 39 25 0.9 -0.5 14 -3.1
DCs 14 0.6 0.9 29 04 04
All LDCs 11.6 7.0 30 0.5 -0.1
S-Sah.Africa 0.3 2.4 0.2 0.8

Source: UNDP 2001

(*) Indicates the year 1998.

Notes: The negative sign in the private flows iatks that the capital flowing out of the country

exceeds that flowing in.
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