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HEALTH AND SANITARY ISSUES IN THE OIC MEMBER
COUNTRIES: INCOME-HEALTH LINKAGES

Enver Hakan Konag

Prolonged health problems and insufficient public healthesystlead to lower
productivity and production levels of the labour force.sTlm turn, leads at the micro
level, to lower disposable income levels of households atnthe macro level, lower
national income levels. Consequently, such a situationivésphouseholds of the
ability to afford health services and cripples governmeefrts in building and
funding robust health systems. Therefore, the impact afttheon development,
particularly the health-income linkages, is a very impurénd closely related issue to
focus on while discussing the state of public health and gaifinnew development
programmes in many developing and least developed countmig¢Bis context, this
paper attempts to investigate and assess the status amchidahts of the health
situation in the OIC countries, focusing on health-incoimkabes and the economic
costs of poor health conditions.

1. INTRODUCTION

The impact of health on development is an imporissie that must be
taken into consideration in building developmemgrammes. Prolonged
and generalized health problems lead to lower dedple income while
reduced income deprives households of the abitityatford health
services at the micro level. Furthermore, reducedional income
hampers the governments’ efforts to build and frolmlist health systems
at the macro level. Therefore, the state of putdialth, productivity and
production level of the labor force, income gerenlaand structure of
national health systems are closely related issteesfocus on.
Furthermore, due to the weaknesses in the heafitersg, even the
potentially effective policies and programmes off@hto reach the poor
in many countries. The degree to which income gaasrbetter health is
important for public health policy because the st&rresources devoted
to different policy options should depend upon tiegree. Government
policies are the key determinants of health castesys and one way by
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which adequate funding might generate health isutyin its effects on
health care. Yet the responsibility of achievingtdrehealth care falls on
the shoulders of both governments and internatiorgglnisations.

Socio-economic conditions, including the state oblg health, in
many developing and least developed countries ()@ inter-related
with several economic problems such as povertyuractated debt
stock and lack of good governance. Although theetiging countries
have limited resources, it is extremely importanirtvest a significant
part of those resources in the health sector irerotd improve the
quality of the human capital. Measures taken mdato public health,
famine control and availability of drugs and vaesided to sharp falls in
mortality rates in much of the developing world¢clexiing LDCs, where
life expectancy now averages 64 years. On the oftard, life
expectancy averages only 40 years in some Sub-&ahAfrican
countries Policy-makers in most low-income countries negdcthe
health care issue for years. Political instabilityyeak health
infrastructure and the spread of AIDS have beemthpr causes of the
deterioration of the state of health in those coest Despite the
resources spent on the area of health care, d&athsmalaria, AIDS,
tuberculosis, cancer and diabetes still continuteaten some of those
countries.

World population increased at a very high rate myrihe past 50
years and is expected to reach 9 billion by the ¥&50. The largest
increases will occur in Africa, where poverty anglfficient health
services prevail. The fertility, mortality and pdation growth rates
indicated great changes during the last century geadgraphical
inequalities in income and health still continueptrsist. Furthermore,
new threats such as HIV/AIDS, environmental degiadaand the
ageing of the population have emerged.

Since the characteristics of poverty might be d=fiby low access
to health care and other services and the prewalasic under-
nourishment, the poor confront health problems ilgad to
temporary/persistent removal from the labour pobicl in turn causes
further reduction in the income earned. In turre tfoor end up with
lesser chance to have access to public service$, as health and
education, with the reduced level of disposableoime due to initial
poor health conditions. In other words, househakpasable income
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might be reduced by prolonged failure to gain agdeshealth services
whose provision, in turn, is likely to deteriorapaickly due to the fall in

gross national income caused by man/hour lossesnsteg from the

poor health conditions of the labor force. In shagsbverty is a

consequence of poor health, but also poor heakimsstfrom low

disposable income.

New technological advances, the deciphering ofhilnman genome
and rapid economic growth pave the way for bettedical services and
a longer span of life in industrialised countrieewever, the developing
countries, and especially the LDCs are yet to éistabustainable health
systems in order to get a share of this progressfortiinately,
attainability of good health remains to be a grefadllenge for low-
income and least-developed OIC countries.

This paper attempts to investigate and assess tdeissand
determinants of the health situation in OIC cowstriln so doing, it
focuses on the income and health linkages sinceifroame causes
deprivation of basic health services which, in fiaggravates the health
problems. The paper first investigates the causespamr health
conditions and the interaction between the detamsof poor health,
if any. Then, the economic costs that arise dugdor health are
analysed at both micro and macro levels, also ¢akito account the
relationship between income and health as wellhas dynamics of
interaction between the two. The conclusion sectmvers the
appropriate policies to be adopted by developingnty governments,
international organisations as well as the indaksed countries and
makes recommendations in this respect.

The analysis is carried out on the basis of thesifigation of OIC
countries according to the three different humanetigoment groups
of the United Nations Development Programme (UNDR)ese are:
low human development (LHD) countries, medium human
development (MHD) countries and high human develapmHHD)
countries. The figures for the OIC-Human Develop'mgmupé are

" High Human Development OIC Counries (OIC-HHD): Bahrain, Brunei, Kuwait, Qatar,
UAE; Medium Human Development OIC Counries (OIC-MHD): Albania, Algeria,
Azerbaijan, Cameroon, Comoros, Egypt, Gabon, Guyltbnesia, Iran, Jordan, Kazakhstan,
Kyrgyzstan, Lebanon, Libya, Malaysia, Maldives, Moco, Oman, Saudi Arabia, Suriname,
Syria, Tajikistan, Tunisia, Turkey, TurkmenistarghgkistanLow Human Development OIC
Counries (OIC-LHD): Bangladesh, Benin, Burkina Faso, Chad, Cote d&yoDjiboulti,
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compared with the worldwide human development gspup
industrialised countries as well as the world. Tdddes within the text
display the data for the above-mentioned groupse THC group
averages in tables within the text have been dérivem the data
taken from the sources mentioned below each takite. core data
obtained from those sources have been weighted apigropriate
variables in order to reach the figures for the @Gups. The figures
for the worldwide human development groups, indaksed countries
and the world are not available for some of thadatbrs used in this
study. In such cases, the data for the differentC-Buman
Development groups are compared with each other onl

2. CAUSES OF POOR HEALTH CONDITIONS

Problems pertaining to health and sanitary conutim the developing
countries, including OIC members, are multi-facetedl often inter-
related. Hence, one or the other cause of the gmobiduces the rest. For
example, high rates of population growth causel poterty and rapid,
haphazard urbanisation which, in turn, threateesstmitary conditions
and serves to augment the adverse effects of ibetivus diseases. Those
problems are also accelerated by the insufficieatth services systems
in the mentioned group of countries. If we disregauch interrelation
among and/or between the factors affecting thetiesduation in the
developing world, the following come to surfacethe most common
causes of poor health:

2.1. Rapid Population Growth and Urbanisation

During the last 50 years, the world's populatiocréased more than it
did in the preceding ages and is expected to rehdut 9 billion by
2050. In fact the world fertility is currently lowehan ever before, but
the high fertility of previous generations wouldeuitably lead to a
substantial growth in the world population throughthe 21 century.
97% of future population growth would occur in dieggng countries.
The largest increases in world population woulduocim countries
where poverty and poor health are endemic. Becaftists high birth
rate and late demographic transition, Africa's stafrworld population
will rise from 13% to 22% by 2050 (Raleigh 1999 )p.

Gambia, Guinea, Guinea-Bissau, Mali, Mauritania, zRmabique, Niger, Nigeria, Pakistan,
Senegal, Sierra Leone, Sudan, Togo, Uganda, Yemen.
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The world today is going through a demographic diteon. The
advantages of this transition and its positive iotpan the economic
growth of developing countries will be discussedtie section on
Impact of Poor Health on Economic Performance. Tiansition
signifies a move from very high birth and deattesato low ones. It
follows a path from an initially low population gmh rates through a
period of high rates associated with a boost intthal population, to
very low or zero growth rates. This move also measkift from a large
young/elderly ratio to almost equal young and éyder the population.
Falling birth rates and increased longevity woukhd to ageing
populations everywhere and to greatly increasedagieisrfor health and
social security provision. The number of peopledag@ and over will
increase fourfold by 2050, their proportion risifigm 9% of total
population to 21%. For developing countries, manggihe disease
burden of poverty alongside the growing burden af-oommunicable
disease will bring enormous and uncharted pressoresealth care
systems and resources.

However, despite the slow decline in the numberbwths per
woman in Africa, birth rates will continue to inase in this area even
after they stabilise elsewhere. The decline invidial fertility will not
result in fewer annual births globally until aft@025, and world
population is not expected to stabilise until ab2u00. The pace of
decline in birth rates in regions where fertilityash been relatively
resistant to change, as in Sub-Saharan Africa,beilthe most important
determinant of future population size. Although #teep increase in
mortality rate, due to AIDS in Africa, imposes greacertainty over the
future course of birth rates in this region, pofiales even in the worst
affected countries are expected to triple by 20%Zabse of the
historically-high birth rates (Raleigh 1999, p.2).

Table 1 shows that although there is not much rdiffee between the
OIC-LHD and LHD groups in their annual populatiaogth rates for the
periods 1975-2000 and 2000-2015, the data of tl@&NID group for
both periods are slightly higher than the MHD grauq the gap is the
largest between the OIC-HHD and HHD groups. Theusimhlised
countries have the lowest annual population graatés in both periods,
whereas the highest rates are observed in the ®GIB-gfoup. Also, the
OIC averages are higher than the world averagesbétn periods.
However, the OIC projection for the 2000-2015 perimdicates a
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decrease, from 2.4% to 1.9%, in the population gnaate vis-a-vis the
1975-2000 figure. This decrease can be observethen2000-2015
projections of all three OIC groups, but the desees less in the OIC-
LHD group as opposed to the other two groups.

Table 1: Annual Population Growth Rate and Urban Pgulation

Annual Population Growth Urban Population (%
Rate (%) of Total)

1975-2000 2000-2015* 2000
OIC-LHD 2.7 2.4 32.4
OIC-MHD 2.2 1.3 51.8
OIC-HHD 4.2 1.8 90
Whole OIC 2.4 1.9 42.9
LHD 2.7 25 29.7
MHD 1.7 1 42.6
HHD 0.7 0.4 78.5
Sub-Saharan Africa 2.8 2.4 33.9
Industrialised 0.6 0.3 78.7
World 1.6 1.2 47.2

Source: Derived from data obtained from UNDP, Human DevelapReport 2002.
* Projections

People who live in rural areas tend to migratertman areas due to
the rural poverty they live in. As a result of tihmgration, urbanisation
may turn out to be out of control with too many pleopouring into the
cities and the demand for urban utilities skyrociget In most
developing countries, however, local authoritiesy geot meet this
rapidly increasing requirement.

According to Table 1, urbanisation rate is highethe OIC-HHD
group than the OIC-MHD group which ranks highemthiae OIC-LHD
group. A similar sequencing also applies to the HIMMHD and LHD
groups respectively. Furthermore, the data fothatte OIC groups are
higher than those of their world counterparts. Tilghest urbanisation
rate (90%) is observed in the OIC-HHD countrieserghis a small gap
between urban population values the whole OIC re(#@.9%) and the
world (47.2%) respectively. The fact that the shafreirban population
is quite high in the industrialised countries (P8)7may suggest that
urbanisation rate is commensurate with industasiitm and higher
standards of living.
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Therefore, we may go on to say that a large shéartheo health
problems experienced in the high human developr@nttries could be
attributed to causes that stem from rapid urbaoisads well as high
population growth rates. The share of rapid urlzdiois as a cause of poor
health will decrease as we go down on the humaelalewment scale.

Rapid urbanisation impacts the health situatiopagulations in the
developing countries through the following channels

» Spread of infectious diseases: Rapid urbanisatiodeveloping
countries is one of the factors that increase titergial for the
spread of infectious diseases. Diseases once thtwdpe under
control, like cholera, have again become majorthegaloblems
in many cities.

* Public health infrastructure: Health systems in tinean areas
which are already inadequate to handle ongoingedilamce of
known infectious diseases will find it increasinglifficult to
deal with emerging threats, from identificationpi@vention and
control.

« Demands on the food and water supply: many placethe
world are without safe and running water and suffiem
malnutrition. As urbanisation accelerates, mordiléefand gets
taken for housing, thereby potentially increasirfg@d shortage.
These deficiencies contribute to approximatelyriion deaths
annually.

Problems affecting the health conditions of theaarlpoor are as
follows:

Unemployment

Unemployment, low income and limited education e to inadequate
diet, which can lead to malnutrition, which, inrtpuincreases the risk of
infectious diseases. Resorting to immoral waysaim enoney can also
lead to other diseases such as AIDS and sexualhgiimitted diseases.

Environmental Problems

Inadequate water supply and sanitation services,coawding, housing
and traffic can lead to several outcomes: infestidiseases, pollution,
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accidents, and consumption of junk food. Furtheslamxation on water
supply and sanitation services will be made iniSe@.4.

Psychosocial Problems

Stress, alienation, instability and insecurity leéadlepression, increased
smoking rates, alcoholism, and abandoned children.

2.2. Poverty

In fact, poverty and poor health are closely irgkted. Thus they may
be considered as two factors which are both a candeonsequence of
each other. However, this may not mean that thétheanditions can
be improved solely by the increase in income. rstance, the gross
national product of a country may rise due to ameaase in the foreign
investment in that country which may end up at ghér level of
welfare. This improvement may not necessarily leaal positive shift in
the health situation, unless bolstered by publid pnvate investments
in the health sector.

Although the number of AIDS cases in the HHD andustrialised
countries is quite high (84 and 99.1 per 100,00fpfeerespectively for
1997, see Table 4), since Sub-Saharan Africa hadighest level of
worldwide disease outbreak in general, one carkttiiat poor health is
very much related to poverty. It is obvious thatvgmy worsens the
health conditions. In turn, poor health preventsgbe from working and
getting educated, and therefore contributes negjgtito the economic
output. For example, a careful statistical analgéithe effects of illness
on wages and labour supply in Cote d’lvoire and r@héound that
wages were significantly lower, in both countridsy each day of
disability. Poor health in the form of disabilityn ithose poor
communities contributed to their continuing poveiyHO 1999, p.10).

The OIC-LHD countries, all of which —with the extiep of Nigeria-
are also referred to as the least developed ceartDCs), are poverty-
stricken. Those countries have the highest avertmgesiost, if not all,
diseases. Prevalence of tuberculosis in 1997 xfmmple, is the highest in
the LHD countries, and even higher in Sub-Sahar&icaA (Table 4).
Malaria is another major problem. Although statatidata are inadequate,
the heavy incidence of Malaria in poor populatiomskes this disease a
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powerful factor. It is a fact that poor health gdemnd in hand with
poverty. Actually, not only infectious diseases, t behildbirth
complications and undernutrition are also concédran the poorest
countries. Those living in absolute poverty, compared witbdd who are
not poor, are estimated to have a five times highrebability of death
between birth and the age of 5 years, and a 2.&gtinigher probability of
death between the ages of 15 and 59 ye@t&10 1999, p.19).

Table 2 compares the GDP per capita data for Olhtcies at
different levels of human development with the ckdd health
indicators data for those countries. It is cleaat tthe health situation
worsens as the income declines and improves dasdbme increases. In
the OIC-HHD countries, where the GDP per capitaighest among the
three groups, infant mortality rate and malariaesasbserved present
the lowest figures while access to essential damgsaccess to improved
sanitation facilities present the highest. Obvigughealth systems
respond better to the requirements of populationghe OIC-HHD
countries. All indicators selected display deteaiimm as we go down on
the human development level and thus on the indewel. Therefore,
disposable income may be considered as one ofetendinants of the
state of health in the OIC countries.

Table 2: Comparison of GDP per Capita with Selecteéiealth
Indicators

Infant | Malaria
GDP per |Mortality | Cases [Responsiveneg
Capita |Rate(per| (per of Health

(PPP)(US$)1000 live] 100000 Systems

births) | people)

Access t¢ Access to

Essential Sanitation
Drugs (% of
(%) Population)

200( 200( 200C 199¢ 199¢ 200c
OIC-LHD | 128¢ 87.¢ 2940.t 4.1¢ 46.¢ 56.2
OIC-MHD | 4899.7 38.2 148.1 5.1Z 78.% 80.t
OIC-HHD | 16877.: 9.1 4.C 6.32 99.1 n.a.

Source: Derived from data obtained from UNDP, Human DevelapReport 2002.

As a matter of fact, the great progress in th& @&ntury in reducing
poverty and improving well being was also obseruednany low-
income OIC countries. However, during the last decsuccess in
reducing poverty was overshadowed by rising incgemof AIDS,
economic crises, declining Official Development i&&mnce (ODA),
trade barriers of developed countries and lack awhmrehensive and
targeted poverty reduction strategies.
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However, poverty, on its own, is not a factor thas the ability to
yield poor health. It is the conditions and envirant (e.g. less access
to clean and safe water and sanitation) set by rpgveather than
poverty itself, that make the health problems evigger. If the policies
adopted are right, good health conditions can Iséllattainable even in
the LHD countries, some of which achieve bettedthezonditions for
their people than others within the same group. Te®me-health
relation will be further analysed later on in theppr.

2.3. Insufficient Access to Sanitation and Clean bmking Water

Consumption of clean water and removal of humantegagre two

crucial factors for living in good health. InsufBat supplies of clean
water and failure to establish adequate sanitdtioitities, on the other

hand, are major determinants of poor health anthd@&aday, more than
one billion people do not have access to cleanrveate around 3 billion

lack access to sanitation facilities. Failure ttablsh clean water and
sanitation facilities can lead to spread of infeesi diseases. According
to the WHO, the number of people without accessléan water and

sanitation facilities could reach 4.5 billion duithe next 20 years, the
urban poor being the most vulnerable.

Table 3: Access to Improved Water and Sanitation Fallities
(Percent of Population)

Access to improved Access to an improved water

sanitation facilities source

(% of population) (% of population)

1990-95 2000 1990-95 2000

OIC-LHD 34.2 56.3 66.3 75.9
OIC-MHD 69.6 80.5 64.6 83.8
OIC-HHD 77* n.a. 95* n.a.
Whole OIC 51.1 68.7 65.5 79.9
LHD n.a. 50 n.a. 67
MHD n.a. 52 n.a. 81
HHD n.a. n.a. n.a. n.a.
Sub-Saharan Africa 37 55 45 54
Industrialised n.a. n.a. n.a. n.a.
World n.a. 56 n.a. 81

Source: Derived from data obtained from UNDP, Human DevelopRepbrt 2002

and 1996.

* United Arab Emirates only.
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The 2000 figures in Table 3 show that OIC-MHD coiast are
better off than the OIC-LHD countries in terms oftlb access to
improved water resources and access to improveithgan facilities.
Although statistical data are unavailable for theC®IHD group, we
can easily assume that this group is also betfethah the OIC-MHD
countries. What is more significant in the aboveldas that, from the
1990-95 period to the year 2000, there are incspdseth in OIC-MHD
and OIC-LHD countries, in the percentage of popoiatvith access to
improved water resources and sanitation facilities.

Table 3 also shows the comparison between diffe@t groups
and other groups in the world. As expected, Sulm@ahAfrica is the
region where the share of people who do not havesscto safe water
and sanitation facilities is the highest. The OM&rage for access to
safe water for the year 2000 (79.9%) is slightlwéo than the world
average (81%) whereas the OIC average for samtédiclities for the
same year (68.7%) is higher than the world ave(ag#).

In the International Framework for Action, agrequbn during the
Second World Water Forum in The Hague in 2000, ltagkurgent
water priorities was identified as a major areaaction. Five priority
areas were subsequently identified at regional imgeaicross the world.
These include (IFRC 2000, p.2):

* protecting and restoring water resources,

» achieving water-food security,

» extending sanitation coverage,

* meeting the challenge of urbanisation, and
* improving flood management.

Possible ways to establish sufficient improved wated sanitation
facilities depend upon many factors some of whiah be listed as: (a)
Governments’ responsibility in playing a more aetiole as a community
level provider, regulator and monitoring agencyngbrovements in water
supply and sanitation; (b) implementation of a camity management-
training programme by people experienced and gedlih participatory
methods and in training communities to manage thater supply; and
(c) implementation of emergency water and sanitatimperations
including a system of emergency response units.
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2.4. Infectious Diseases

Resulting from the conditions of persistent povedigease is becoming
the most devastating disasters in the world. Theédwide death toll from

infectious diseases in 1999 was 160 times grehsar that from natural
disasters. In 1999, natural disasters killed so®@,0D0 people; but a
staggering 13 million died of infectious diseaseshsas AIDS, malaria,
respiratory illnesses and diarrhea. Malaria hagaigul for the first time in
places such as Azerbaijan and Tajikistan. Some080n@w tuberculosis
cases have been reported in North Korea; and isi&sy/philis infections
have increased 40 times since the collapse ofdtaetSJnion.

There are 36 million people worldwide living withlBS and an
estimated 22 million have died from AIDS-relatddekses. Most of the
AIDS victims are adults at the working and paregtstage of their
lives. Therefore, AIDS has a negative impact onsthaal and economic
development of countries. 70 percent of HIV-infectgeople live in
Sub-Saharan Africa.

Of the 54 million deaths annually in the world, llion are from
malaria, 1.5 million from tuberculosis and 2.3 moii from AIDS. In
Africa, AIDS is the leading cause of death. Becausst AIDS victims
are young adults or infants infected by motherfitdctransmission, the
virus has reduced life expectancy in the worstcaf@ countries to as
low as 28 years, wiping out the improvements inthestandards of the
previous century (UN, 1998).

Table 4 shows the cases of AIDS, malaria and tubesis in the OIC
countries. Figures displayed for the most recerdr yare the latest
available. For malaria and tuberculosis, data fdir years are
commensurate with the human development rankirigeo©IC countries.
In other words, both diseases are most observ&l@LHD countries,
followed by OIC-MHD countries and finally least @pged in OIC-HHD
countries. The same order also applies to the r@n-fyures for
tuberculosis. However, the LHD-MHD-HHD sequenceni® true for
AIDS. As far as the OIC countries are concernegl, 11897 data indicates
that AIDS has been most frequently observed in CHD- countries, then
in OIC-HHD countries and, finally, in OIC-MHD couigs. Although
there is a small gap between the OIC-HHD and OICEMdtoups (4.6
and 4.4 per 100000 people respectively), the OlCldduntries indicate
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a relatively high figure (38.1 per 100000 peopWhrld figures indicate a
more distinctive shift to the detriment of HHD caugs. AIDS in the
world is most observed in HHD countries, with thdustrialised countries
having an average of as high as 99.1 per 1000Qfleyollowed by LHD
countries and, finally, by MHD countries. Sub-SamaAfrica, on the
other hand, is the all-time most disease-strickgion in the world.

Table 4; AIDS, Malaria and Tuberculosis Cases for ferent

Groups
. Tuberculosis
AIDS Cases (per Malaria Cases (pef Cases (per 10000
100000 people)| 100000 people)
people)
1995 1997 1995 2000 1996 1999
OIC-LHD 5.9 38.1 658.4 | 29405 55.9 49.7
OIC-MHD 0.7 4.4 409.1 148.1 30.4 40.7
OIC-HHD 0.3 4.6 80.1 4,04 25.5 345
Whole OIC 2.1 18.9 497.8| 1622.9 38.5 44.9
LHD 5 67.5 n.a. n.a/ 100.7 73
MHD 35 17 627.4 n.a. 75.2 74
HHD 7.7 84 n.a. n.a 19.6 18
Sub Saharan Africa 22.2 111.1 n.a. na. 129.3 121
Industrialised
Countries 5.6 99.1 n.a. n.a. 14.8 13
World 5 39.7 n.a. n.a 68.5 64

Source: Derived from data obtained from Human DevelopmepoR 2001, 2000,
1999 and 1998.
* 1997 figure, latest available.

Although the figures for the whole OIC region iratie, in absolute
terms, lower averages in AIDS and tuberculosisawigs the world
averages, the percentage increase in these didestse=en the start year
and the end year in the OIC region is greater thamcrease in the world.
While tuberculosis is decreasing in the worldsiiricreasing in the OIC
region. Malaria cases also reached as high as24&22000 from 497.8
per 100000 people in 1995. This increase in malartae OIC countries
can be attributed to the sharp boost in the OIC-Igf@up, which points to
a 5 time increase in the disease from 658.4 in 192940.5 per 100000
people in 2000. The number of AIDS cases has isetkan only two
years, 9 times among the OIC countries and 8 timake world. This
mainly stems from the fact that Sub-Saharan Afidaere AIDS went up
from an average of 22.2 in 1995 to 111.1 per 100066ple in 1997,
occupies an important share of the total OIC merobentries.
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2.5. Inadequate Health Systems

A health system is defined, in the World Health &eg000 of the World
Health Organisation (WHO), as a system that indualé the activities
whose primary purpose is to promote, restore omtag health. The
delivery of health services, disease prevention hous, use of
medication, medical facilities and staff and evewi®nmental safety
improvements are all components of a health sysifferentiation and
specialisation of skills and activities are alsd p&a health system. What
matters most here is whether the concerns of topl@aegarding the
health system are satisfactorily fulfilled. Althdughese concerns may
vary from one country to another, they can bedigtegeneral as follows:

» Are the health services easily accessible by p&ople
» Is the infrastructure sufficiently good?

* Do the medical facilities have enough supplies aditine,
drugs, vaccines, etc?

* How are the health systems financed?
* What percentage of the population has health insa2

 How well does the health system ensure the deliagrigh
quality services to the poor? Do payments for sewileave the
poor unable to afford other essential commoditiks housing
and food?

In order to measure the responsiveness of heaktersg to the
people’s expectations, WHO asked informants in 3funtries to
evaluate the health system’s performance with @spe dignity,
autonomy, confidentiality, prompt attention, qualdf basic amenities,
social support and choice of provider. The reswise combined in a
composite score ranging from 0 to 10. The higherdtore, the greater
the health system’s responsiveness.

Responsiveness not a measure of how the system responds to
health needs, which shows up in health outcomdfthow the system
performs relative to non-health aspects, meetingnotr meeting a
population’s expectations of how it should be teaby providers of
prevention, care or non-personal services (WHO 2p(31).
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Table 5: Indicators of Health Systems

Responsiveness Population without Access to
P Access to Health Services | Essential Drugs (%
of Health Systems ; -
(% of population) of population)
1999 1981-93 1999
OIC-LHD 4.18 36.8 46.8
OIC-MHD 5.12 27.4 78.5
OIC-HHD 6.32 3.5 99.1

Source: Derived from data obtained from UNDP, Human DevelopRepbrt 2001,
2000, WHO Report 2000.

Table 5 shows that the responsiveness of healtarsgsis greater in
the OIC-HHD countries, followed by OIC-MHD counsi@nd then by
OIC-LHD countries. In other words, the degree toicwhthe health
systems are fulfilling peoples’ expectations in tB#C countries is
declining from high to low human development. Thene sequencing is
also applicable to the population without accessdalth services and
access to essential drugs. The portion of peogieout access to health
services is the greatest in the OIC-LHD countried the lowest in the
OIC-HHD countries. Similarly, people have bettecess to essential
drugs in the OIC-HHD countries, then in the OIC-MHDuntries and
finally in the OIC-LHD countries. Due to the lackdata, it is not possible
to compare the situation in the three OIC grouh wtiher groups, such as
the LHD, MHD, HHD, industrialised countries and therld.

Table 6: Medical Staff and Facilities

Births Attended by

Hospital Beds Physicians <Killed health staff
(per 1000 people) (per 1000 people) (% of births)
1980 1990-99 1980 1990-99 1995-2000
OIC-LHD 0.6 0.8 0.1 0.3 27
OIC-MHD 4.3 2.3 1.4 1 70.1
OIC-HHD 3.6 2.7 1.5 1.6 98.5

Source: Derived from data obtained from UNDP, Human DevelopReport 2001,
2000 and World Bank, World Development Indicators.

Table 7: Child Immunisation Rates

Child Immunisation Rate (% of under 12 months)
Tuberculosis 1997-99 Measles 1997-99 DPT* 1995-99
OIC-LHD 69.7 53.8 50.8
OIC-MHD 90.6 78.6 81.8
OIC-HHD 94.1 95.4 94

Source: Derived from data obtained from UNDP, Human DevelopRepbrt 2001,
2000 and World Bank, World Development Indicators.
* Diphtheria, Pertussis and Tetanus.
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It is not surprising to observe the same LHD-MHD{PIldequence
for some other indicators. Tables 6 and 7 show that OIC-HHD
countries have the best performance in the numbédrospital beds,
physicians and births attended by skilled heatff sis well as in the child
immunisation rate for tuberculosis, measles and.OME situation for all
the mentioned indicators is worst in the OIC-LHiowies.

The analyses made in the above paragraphs indaatanequal
resource allocation over the health systems regssdif the need among
the OIC groups and not at all in proportion to ¢h&tribution of health
problems. 84% of the world’s population live in tleev and middle-
income countries that bear 93% of the world 's asgeburden (WHO
2000, p. 7). Those countries face many challengesdeting the health
needs of their populations. Especially in the LHDumtries, large
segments of the poor still do not have accessdit laad effective care.

Today in most industrialised and many middle-incoooeintries,
governments have become central to social polioy health care.
Government involvement in the health sector is base equity and
efficiency in those countries. The purpose of gowents in the
industrialised countries is to provide people witle least costly and
most effective health care. However, in low-incocmuntries where
total public revenues are scarce (often less tHab »f GDP) and
institutional capacity in the public sector weake tfinancing and
delivery of health services is largely in the haofishe private sector.
On the contrary, large segments of the populatiengd in the OIC-
LHD countries still have no access to basic andotiffe health care as
shown in Tables 5, 6 and 7.

2.5.1. Financing of the Health Systems

Health systems are in fact responsible not onlytHerdelivery of health
services, but also for protecting people from tharicial cost of illness.
Therefore, fair financing is a very important compnt of health
systems.“Fair financing in health systems means that theksi each
household faces due to the costs of the healtlerayare distributed
according to the ability to pay rather than to thek of illness” (WHO

2000, p. 35)A fair health system covers everyone regardledsssher
income, social status or class. A part of the pajh in the LDCs, in
most low-income developing countries, and even omes medium-
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income developing countries, can not afford to make of the health
services because doing so pushes them into poiiyently, there is a
minimum amount of expenditure required in each tyui® provide the
population with adequate health services and thisuamt varies from
one country to another. Although many LDCs are dpantoo little on

health to ensure the receipt of health servicethby people, the level
of spending does not necessarily reflect the gaiquiaed from the
health services. Sometimes a country might spent gulot on the
health sector but the gain might end up very litdealth interventions
can be cost-ineffective when in fact they do natoeery much. For
example, many service providers continue to relyantibiotics to treat
viral illnesses even though this is known to bdfetwtive.

The financing of the health services is perfecty fif the ratio of
total spending on food to the total spending on-foand is the same for
all households within a country (WHO, 2000). In eattwords, a fair
health system ensures that the poor population doespend a larger
share of its non-food income on purchasing headttvises than the
wealthy population does. Studies show that popratithat spend 50%
or more of their non-food income on health are mikely to be
impoverished.

Another impoverishing factor is thmut-of-pocket paymentaade by
people while using the health services. As theobytecket payments
within a household increase, the possibility oftiggtimpoverished also
increases. Out-of-pocket payments are the paynmemtsovered by the
household’s income but those done by the houselimidagh going into
debt, selling assets or working overtime. Thesarmgays are at very high
levels among the populations of the LDCs and logeine countries.
There are many ways for the governments, emplamdcommunities to
reduce the out-of-pocket payments of the househdtds example,
governments can impose low user fees or totallyoxenthem and instead
finance the cost of health services through tarafithey can also exempt
the poor segments of their populations throughwairer schemes.
Furthermore, employers can adopt their own inswantemes for their
institutions with employees paying through wageus#ions.

The share of total world health expenditures (mubhd private) in
the world GDP has risen from 3% in 1948 to 8% i@79This increase
in the health spending led people to look for défe types of financial
arrangements so that nobody would be denied atods=alth services.
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These arrangements became the cornerstone of mddgrmealth
systems. They include government and private héadtirance schemes
as well as other government policies and actioaswould lift some of
the financial burden from the back of the household is not the
purpose of this paper to analyse different typesnstirance schemes
since they constitute a huge topic in its own riglitich deserves a
careful and separate study. Therefore, we will de#fhe next section of
this paper, with the government spending on thdtihe®ctor and the
importance of government policies and actions iaiming a sound
health system as well as their impact on econoeneldpment.

2.5.2. Health Expenditures

The question to be asked, then, is what propodidhe GDP should be
allocated to the health sector so that the devedppountries can pave
the way for a more advanced health care system.

Table 8: Expenditure on Health

Public ) .
: Public Private .
Expenditure on Expenditure on | Expenditure on per C_aplta
Health (% of Expenditure on
Health (% of Health (% of
Government Health (PPP)
. GDP) GDP)
Expenditure)
1998 1990-98 1990-98 1990-98
OIC-LHD 6.8 15 2.2 425
OIC-MHD 7.8 24 1.9 276.1
OIC-HHD 7.7 1.7 1 1392.4

Source: Derived from data obtained from various issues aMH©® Report.

Notwithstanding the fact that the answer to thevabquestion
depends upon the economic and social conditioes@h country, there
still is a need to take a look at the health exparel figures. Table 8
shows that per capita expenditure on health isdsgm the OIC-HHD
countries, followed by the OIC-MHD countries ancrthby the OIC-
LHD Countries. Since the OIC-HHD countries are thees that fall
under the high-income classification, one can gotmrsay that as a
country’s income increases, the health situationitefcitizens also
improves as more health expenditure is made fdr edizen.

One interesting feature of the above table is theiblution of health
expenditures between public and private spendingiléAthe share of
public expenditures in the GDP is greater in th€-®™MHD and OIC-
HHD groups than the share of private expendituttess opposite is true
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for the OIC-LHD group. Thus, the share of privakpenditures in the
GDP is higher than the share of public expenditimethis group. This

signifies that the governments of the countriesnfag this group did

not invest adequately in the health sector. Hetfoe,policy-makers’

choices in these countries were not in favour efttbalth services. This
conclusion is further bolstered by the first columinthe table which

shows that the share of public health expenditurgstal government
expenditures in the OIC-LHD group is the lowest8#) among the
three groups.

Table 9 summarises the comparison of OIC publieedjiure figures
vis-a-vis some other groups as well as the worlthdicates that the OIC
public expenditure figures are far below the otpeups’ averages. This
is true both on the human development classifindtiasis and on overall
basis. It is worth noting that all OIC groups (QLED, OIC-MHD and
OIC-HHD) fall behind their world counterparts. Evéne OIC-HHD
group figures (3.6% and 3.8 % of the GDP) are nowinear the World-
HHD figures which are 5.2% and 6.2% of the GDP eetipely.
Furthermore, there is a great discrepancy betwéen overall OIC
averages (1.7% and 1.8%) and the world averagé® (dnd 5.6% of the
GDP). Data for industrialised countries were ndilable. However, the
OECD figures, which somehow equal the World-HHDuf&gs, may
reflect in the reader's mind an approximation fbe tindustrialised
countries. Needless to say, there is room for psxgin the OIC countries,
and better health services would require a higharesof public health
expenditures in the GDP.

Table 9: Public Expenditure on Health

Public Expenditure on Health (% of GDP)
1990 1996-98
OIC-LHD 1.2 1.2
OIC-MHD 1.7 1.7
OIC-HHD 3.6 3.8
Whole OIC 17 1.8
LHD n.a 1.3
MHD 2.1 2.3
HHD 5.2 6.2
Sub Saharan Africa n.a. 2.4
OECD 5.2 6.2
World 4.7 5.6

Source: Derived from data obtained from UNDIéman Development Rebort 2001.



138 Journal of Economic Cooperation

If one compares the data in Table 9 with the dafgable 10, he/she
would inevitably conclude that the higher the pal#ixpenditures on
health, the lower the infant mortality rate and thigher the life
expectancy rate. In Section 3.2, it will be expéairthat demography is
determined in part by health status, and has &tdaffect on economic
growth through the age structure of the populatiomarticular the ratio
of the working age to the total population. Therefgublic expenditure
on health emerges as a determinant of overall esmngrowth.

In accordance with all the previously-explained sesu of poor
health, the data for infant mortality rate, lifepextancy and probability
of not surviving to age 40 indicate a situatiorfamour of the countries
at a high level of human development and to theirdent of the
countries at a low level of human development.

Table 10: Life Expectancy at Birth, Infant Mortalit y Rate and
Probability of not Surviving to Age 40

Probability at
Life Expectancy at Birth | Infant Mortality Rate (per Birth of not
(years) 1000 live births) Surviving to age
40 (% of cohort)
1970-75 1995-2000 1970 2000 1995-2000
OIC-LHD 45 54 136.1 87.9 28.4
OIC-MHD 53.8 66.8 118.5 38.2 11.2
OIC-HHD 65.4 74.3 52.2 9.1 4.4
Whole OIC 49.9 60.9 126.8 61.4 19.7
LHD 44,6 52.2 141 99 n.a.
MHD 58.4 66.5 100 46 n.a.
HHD 71.3 77 25 7 n.a.
Sub-Saharan Africa 453 48.8 135 107 n.a.
Industrialised 72.1 77.8 20 6 n.a.
World 59.9 66.4 96 56 n.a

Source: Derived from data obtained from UNDP, Human Developlmepbrt 2002
and 2001.

Life expectancy figures in Table 10 reflect, fotttb@eriod 1970-75
and period 1995-2000, a similar sequencing in tesidassification of
different groups. In both periods, life expectarxiighest, with 72.1 and
77.8 years respectively, in the industrialised ¢toem and lowest, with
45.3 and 48.8 years respectively, in Sub-Saharaieahf countries. The
OIC averages in both periods (49.9 and 60.9 yeaespelow the world
averages (59.9 and 66.4 years), but the gap hasweat in the latter
period. The good news is that from the first periodthe second, life
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expectancy averages of all three OIC groups, and the whole OIC
average, indicate increases. From the first petmdhe second, life
expectancy in the OIC countries has gone up from® 48ars to 60.9
years.

If we take a look at the infant mortality ratesTiable 10, we see that
the comments we have made for life expectancy tdr@revalent. That
is, better conditions in the OIC-HHD countries tliaa other OIC groups,
lowest infant mortality rates in the industrialiseduntries and highest
rates in Sub-Saharan African countries. Again fi@70 to 2000, infant
mortality rates of all three OIC groups, and therefthe whole OIC
average indicate improvements. Infant mortalitye ret the whole OIC
region, despite being higher than the world avesg@é per 1000 live
births in 1970 and 56 in 2000) in both 1970 and®0tas gone down
from an average of 126.8 per 1000 live births idQL& 61.4 in 2000.

The data for probability at birth of not surviviig age 40 also
clearly show that the higher the place of the CoGntries on the human
development scale, the higher the chances that plogulations would
survive to age 40. Since the data for other grarpsnot available, it is
not possible to make a wider comparison.

3. ECONOMIC COST OF POOR HEALTH

The economic costs of poor health and insufficiesdlth services are in
fact higher than publicly acknowledged. Health ¢tod of the human
capital is not just a factor that facilitates eamim development but also
establishes the very foundation of economic devetaq. Poor health
traps people in poverty. One of the economic benefiimproved health
conditions might be stated as accelerating the tiyrasa strong labour
force. Hence, rapid growth rates observed in soibeocountries might
be ascribed to this pre-condition, among othertiddigh physical capital
accumulation and technology transfer are two ctuietors of rapid
economic growth, recent studies point to the faat healthier people are
more productive than others. Thus economies wiibrléorces that have
attained and sustained favorable health conditiealse higher rates of
growth. In parallel with this, people in wealth@untries live longer and
have lower morbidity, on average, than people imr@o countries.
Insufficient health conditions serve to hamper eooic growth as
analysed in the following sections.
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3.1. Impact of Diseases on Households’ Income

The impact of health on household income is pasitim other words,
the better the health conditions of a household, iore income is
generated by that household. The South Africanghated Family
(Langeberg) Survey concluded that poor health Wwasptimary reason
of reduction in the hours of work (Case 2000, p. 12

It is possible to measure the impact of particuliseases on
households. Tuberculosis is one of these diseasdsitanegatively
affects the economic performance through two chianrférst is the
impact on households through prevention and trestmeosts.
Purchasing drugs and medication and paying fedw#&ith institutions
bring a burden on the households. Secondly, theulatime lost because
of illness contribute to the continuing povertyhafuseholds. A careful
statistical analysis of the effects of illness cages and labour supply in
Cote d'lvoire and Ghana found that wages were Sagmitly lower in
both countries for each day of disability. Furthere) tuberculosis-
related morbidity directly increases household gouablic sector
expenditures. It reduces labour inputs and canceetiuman capital as a
result of declines in school attendance. In a csteely of costs of
improving tuberculosis control in Thailand in e cost of treatment
was estimated at US$ 343 per case. The researalserestimated the
total indirect cost of lost productivity in Thaildms a result of morbidity
associated with treated and untreated cases afculbsis, amounting to
$57 million (WHO 1999, p.10).

Treatment costs of malaria for small farmers haaenkestimated to be
as high as 5% of total household expenditure inygemd 13% in Nigeria.
Many are simply too poor to be able to pay for adég protection. One
estimate of the impact of malaria on national ineom Africa put the
economic burden at 0.6-1% of gross domestic pro@sbiP). Separate
estimates for Kenya put the overall production kts&-6% of GDP, and at
1-5% for Nigeria. Recent research suggests thatdverse economic
impact of malaria in Africa is probably even gredtan 1% of GDP. This
figure is mainly made up of estimated productiviysses through
premature mortality and spells of sickness (WHO919%51).

Similarly, in Indonesia, men with anaemia were foun be 20%
less productive than men without it. Thereforegdses are thought to



Health and Sanitary Issues in the OIC Member G@st 141

drive away potential development opportunities akimg certain zones
unsuitable for habitation, deterring internatiorteéhde and foreign

investment, and jeopardising the development oftosgecsuch as

tourism. Economic development may also be retabye@duced access
to international flows of knowledge and technoldmgcause companies
may be reluctant to send representatives to disgasken countries.

Diseases like malaria may thus be causes, andisiotpnsequences, of
underdevelopment.

3.2. Impact of Poor Health on Demography and Econoim
Performance

Recent economic studies have added new explanatoigbles to the
determinants of growth rate. Some health indicatoes among those
variables. Studies show that there are direct libkiveen economic
performance and health indicators such as life e=spey. Some
variables such as geography and demography, onotiner hand,
indirectly link health with economic growth. Geopghy, particularly
tropical location, is highly correlated with diseasurden which in turn
affects economic performance.

Recent studies found a strong impact of healthustah economic
growth rates. They concluded, for example, thavisal rates or life
expectancy are powerful predictors of income levats well as of
subsequent economic growth. Interestingly, econonmstorians have
concluded that perhaps 30% of the estimated patacgmpwth rate in
Britain between 1780 and 1979 was a result of imgmeent in health
and nutritional status (WHO 1999, p.8).

Demography, on the other hand, is determined inlpahealth status
and has a direct effect on economic growth thrainghage structure of
the population, in particular the ratio of the wark age to the total
population. For example, in the 1940s, improvenoétite health status in
East Asia led to a demographic transition in tlegtan. An initial decline
in infant and child mortality swelled the youth pdgtion and, somewhat
later, prompted a fall in fertility rates. Theseanbges in mortality and
fertility, which comprise the first phase of thenumgraphic transition,
substantially altered East Asia’s age distributifter a time lag, the
working-age population began growing much fastanthhe young
dependent population, temporarily creating a dprigonately high
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percentage of working-age adults. This changeeénatiie structure of the
population created an opportunity for increaseesrat economic growth.
By introducing these demographic consideratiors amt empirical model

of economic growth, studies undertaken for the A&i@velopment Bank
(ADB) were able to show that East Asia’s changiegndgraphy could

explain perhaps a third to half the economic “meacexperienced

between 1965 and 1990 (WHO 1999, p.8).

The ADB study cautions, however, that although anagraphic
transition provides an opportunity for increasinggperity, it by no
means guarantees such results. Sound macroecoruotigies are
required to make good use of the demographic tiansiEast Asian
countries could achieve the high growth rates bszaboth the
government and the private sector were able toraahe work force,
which emerged as a result of the demographic tiansiinto well-
managed investments. Otherwise, the result woulc Hzeen severe
unemployment. These investments included adoptiegy mdustrial
technologies, enhancing basic education and exgioglobal markets.
The next phase for East Asia will involve less fanable dependency
ratios consequent to population ageing. In conttasth South Asia and
Africa are now entering the period when demograpiaictors can
enhance growth prospects.

Therefore, the demographic transition in developogntries will
result in large increases in their populations ofking ages and hence
reduce the overall dependency ratio. The econorotenpial of this
structural shift, however, will depend on employtnprospects for the
expanding, largely unskilled workforces of courdraready facing high
levels of unemployment and poverty.

In fact the poor health-low income relation is eclg, with each of
the earlier and the latter affecting the other.eStmn et al. 2001
explained this circle as follows:

Characteristics of the poor: Inadequate service utilisation,
unhealthy sanitary, dietary practices, etc. whiehcaused by lack of
income and knowledge; weak institutions and infradtre, bad
environment; poor health provision, that is, inastlele, irrelevant
services, low quality and inadequate stock of basadicines and
poorly trained staff; exclusion from the healthdimte system, in
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other words limited insurance and co-payments ted@oor health
outcomes: lll health, malnutrition and high fertility leadot

Diminished income: Loss of wages, increased costs of health care

and greater vulnerability to catastrophic illnessésad to
Characteristics of the poor(Claeson et al. 2001, p.1).

The degree to which income generates better hgsalthportant for
public health policy, because the share of ressudexoted to different
policy options should depend upon this degree. eSigovernment
policies are the key determinants of health castesys, one way in
which money might generate health is through ifsat$ on health care.

As mentioned earlier, people in wealthier countties longer and
have lower morbidity, on average, than the peopledorer countries.
Furthermore, even within countries, wealthier peolpte longer than
poorer people and, over time, as countries becoeatiwer, average
life expectancy increases (Case 2000, p.30). Toerethe statement
“wealthier people have better health and longevitg’ evident
throughout the income distribution, both at the rdop level and the
household level. If that is the case, one can cmigcthat high-income
countries are more likely to achieve better heedtie systems than low-
income ones. The justification of this statemens wesplayed earlier in
Table 2, Section 2.2. A rise in the disposable nmeat the household
level, and in a similar manner, a rise in the t@8IP at the macro level,
accompanied by sound investments in the healtlfoisewtll not only
help curb poverty, it will also help attain betteralth conditions.

4. POLICY RECOMMENDATIONS AND CONCLUSION

Given the strong and dual relationship between peaith and income,
one inevitably goes on to say that economic groartd development
can contribute to improved health and better hezdite services in the
developing countries. Unsustainable economic grpwih the other
hand, can cause environmental degradation whicletlteg with
inappropriate consumption, can adversely influemgman health. The
purpose of governments and international orgawisatishould be to
protect and promote human health, especially ofvilieerable groups
such as children, women and the elderly; breakpthesrty and health
vicious circle; meet primary health care needs hothural and urban
areas; control communicable diseases; and reduakhhisks from
environmental pollution and hazards.



144 Journal of Economic Cooperation

This is where the importance of resources allocagmters the
picture. Despite the fact that economic growthhis strongest tool to
fight against poor health conditions, growth byeltsdoes not
necessarily translate into improvements in hedhitus. The impact of
reductions in health expenditures and other sosgaVices resulting
from public-sector retrenchment, misuse of the weses allocated to
the health sector and inappropriate consumptiontepet all
contributed to the increase in morbidity and madtal Therefore,
policies and programs to improve health as welj@gernment action
designed to promote investment in the health seutidlr have a
fundamental role in riding the LDCs and developoogintries off poor
health conditions.

In many low-income countries governments often tail devise
effective policies and make available informatioboat personal
hygiene, healthy lifestyles, and appropriate uséezlth care; regulate
and contract with available private sector provideznsure adequate
financing arrangements for the whole populatiord aacure access to
public goods with large externalities for the whplepulation (Preker
and Harding, p.3).

The United Nations International Conference on Raimn and
Development (4-6 February 1999, Hague, Netherlands) lists the
objectives to attain better health conditions dievis:

a. To increase the accessibility, availability, acedlity
and affordability of health-care services and faeg to
all people in accordance with national commitmetats
provide access to basic health care for all;

b. To increase the healthy life-span and improve thality
of life of all people, and reduce disparities irfeli
expectancy between and within countries;

c. To prevent, reduce the spread of and minimisertipact
of infectious diseases, especially the HIV infegtio
increase awareness of the disastrous consequetices o
these diseases at the individual, community anabmeit
levels, and of the ways of preventing it; addrégsdocial,
economic, gender and racial inequities that in@eas
vulnerability to diseases.



Health and Sanitary Issues in the OIC Member G@st 145

The responsibility to achieve these objectivessfah the shoulders
of governments themselves and the internationarosations.

4.1. Actions by the International Community and Industrialised
Countries

The international community, led by the United Na8, the multilateral
financial institutions and all regional organisasoneed to positively
contribute their own share and resources in oxerin the fight against
poor health.

Through technology transfer, developing countridsoutd be
assisted in building their capacity to produce gengrugs and vaccines
for the domestic market. To meet the substant@eimse in demand for
vaccines, antibiotics and other commodities over niext decade and
beyond, the international community should streegtglobal, regional
and local mechanisms for the production, qualityntad and
procurement of those items, where feasible, in ld@ieg countries. The
international community should facilitate regior@operation in the
manufacture, quality control and distribution absk items.

The G8 group endorsed, in August 2000, in Okinademan, the
international development targets agreed in 199%9ague by the United
Nations. These targets included:

* A 50% reduction in the proportion of people livig extreme
poverty by 2015

» Demonstrated progress towards equality of the sexek the
empowerment of women by eliminating disparity beiwehe
sexes in education by 2005

* A reduction by two thirds in mortality among chigsr aged
under 5 by 2015

* Areduction by three quarters in maternal mortddigy2015

* Universal access to reproductive health servicdslater than
2015

* Implementation of national strategies for sustdimab
development in all countries by 2005

* A 24% reduction in HIV infection rates among 15y&h&r olds
in the worst affected countries by 2005 and glghbiayl 2015

* A 50% reduction in mortality from tuberculosis anthlaria by
2010
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Although chances of achieving these targets maybadjuite high,
international organisations and industrialised ¢oes should maximise
their efforts to help especially the LDCs achidven. Britain’s decision
in December 2000 to stop taking debt repaymentsuatimg to US$
2.24 billion from 41 of the world's poorest couefiiand to use this
amount to fight poverty in the debtor countriesssetgood example of
these efforts.

As an extremely vital step to be taken by the maé&onal
organisations and the industrialised countries,débt relief currently
provided to the poorest countries must be increasbd international
organisations and the industrialised countries khooake sure that
some of the poorest countries in the world arefoi@ed to spend more
on debt servicing than on essential services ligalth. Despite being
steps in the right direction, initiatives like HIP@nd HIPC2 should be
applied on a wider range of poor countries.

The World Bank officials emphasise that virtuallyeey country that
supplies a decent education sector programme indl finance for it.
This implies that the same will hold for health tétowever, the fact is
that too few countries are preparing ambitious theséctor plans for
international finance.

The World Health Organisation (WHO), in collabooatiwith other
international organisations, needs to strengthenrternational system
of support and capacity building for the healthijpeons of the poor.
These organisations should continue to build psstps with national
and international institutions to address healgues in developing
countries, especially in LDCs. With a network ofwdeers that work
inside vulnerable communities, these organisatiostsould put
knowledge and tools in the hands of the peoplefacititate and support
processes that reduce vulnerability.

4.2. Government Actions

Firstly, all countries should enable easy accesbasic health care
services and develop central strategies for reducimortality and

" Debt Initiative for Heavily Indebted Poor Countries.
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morbidity. Sufficient resources should be allocatal that primary

health services attain full coverage of the popaatAccess to health
care services for all people and especially forrttust underserved and
vulnerable groups must be ensured. Governmentddiseek to make

basic health care services more sustainable fiabynciGovernments

should provide the necessary backup facilities éetthe demand. Out-
of-pocket payments of the poor should be avoided.

Secondly, health sector and health policy reformsjuding the
rational allocation of resources, should be purs@aernments should
adopt policies which will prioritise cost-effectivealth programmes.

Efforts to ensure a longer and healthier life fbishould emphasise
the reduction of morbidity and mortality differeal8 between males and
females as well as among geographical regions,alsatasses and
indigenous and ethnic groups.

Governments should make available health and mutribformation
and strengthen education and communication aesviin order to
enable people to improve their health. Governmehisuld establish
programmes to ensure community participation in Ithegolicy
planning. These programmes should take into acdberibng-term care
of the elderly, the disabled and those infectechwilV and other
endemic diseases, child-survival, maternal he#dthjly-planning, early
detection and treatment of cancer and preventioHIufinfection and
other sexually transmitted diseases.

Finally, countries should give priority to measutbat improve the
quality of life and health by ensuring a safe arahitary living
environment for all population groups through meesaimed at avoiding
crowded housing conditions, reducing air polluti@msuring access to
clean water and sanitation, improving waste managénand increasing
the safety of the workplace. Special attention khba given to the living
conditions of the poor and disadvantaged in urb@oh raral areas. The
impact of environmental problems on health, paldidy that of vulnerable
groups, should be monitored by governments onw@aebasis.

In conclusion, it is worth mentioning that althouaifiordable drugs,
surgeries and other health-related interventiong beaavailable, even
in low-income countries, because of weaknessesxar more of the
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components of health systemfirancing, generation of inputs, and
provision of service—potentially effective policies and programmes
often fail to reach the poor (Preker and Harding).p

Also, having said that the poverty-poor healthtretais a vicious
circle and that the poor are the main actors infititg against poverty,
actions by the governments and international conitywwwill continue
to be essential. Furthermore, economic growth ésstinongest weapon
in the fight against poverty as long as it generatell-developed health
services that are accessible to the most vulnerabtgment of the
population, i.e. the poor.

However, we still need complementary investmentd ancertain
level of expenditure in the health sector to chamnere benefit to the
poor. Higher share of public health expenditurelsudget leads to lower
levels of infant mortality rates and higher levefslife expectancy. In
addition, through technology transfer, developimgirdries and LDCs
should be assisted in building their capacitiesved@ping country and
LDC governments must pursue global integration, @mdrnational
organisations and industrialised countries musvigeothe developing
and least-developed countries with technologicalaades in order to
serve the interest of the poor. The poor healthifm@me vicious circle
must be broken with the cooperation of developingntry and LDC
governments, international organisations and im@isted countries. In
addition to the international partnerships betwemvernments, the
private sector and financial institutions, localrtparships with the
communities facing the threats of disease and egyeted health are
crucial in overcoming the impacts of poor healtraified volunteers and
community health workers should carry out preventstrategies and
health education in the developing and least-d@esl@ountries.
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