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Foreword

The state of health and well-being of people in a country reflects the level of the socio-

economic development of that country. On the other hand, healthy people have important

contributions to economic progress since they live longer and are more producti ve. The

basic principle of public health is that all people should have the right to reach health

services. Health equity, as understood in public health literature and practice, is when
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socially determined circumstances.

The issue of health and development of modern and sustainable health systems has recently

gained greater importance and attention in many developing countries as a major driver of

socio-economic progress where more resources have been invested in this sector than ever

being before. Today, people are healthier, wealthier and live longer than 30 years ago.

However, while th e progress achieved over the years in health sector has remained highly

concentrated in the developed countries, many developing and least-developed countries

are still seriously lagging behind. This is particularly true in the regions of South Asia and

Sub-Saharan Africa where health care coverage and health services remained significantly

poor in many countries including most of OIC Member Countries in these regions.

Progress in achieving universal health care coverage remained highly uneven in OIC
Member Countries. In many of them, health care system is seriously suffering from various
problems and challenges related to ensuring adequate financing resources and
infrastructure, workforce and international health regulations. This state of affairs
necessifites more commitment and efforts by the governments to consider this important
sector at a higher level on their national development agendas. There is also an urgent need
for strengthening and enhancing cooperation and collaboration in various health issu es at
both regional and international level. OIC Member countries should develop the necessary
health infrastructure and workforce to meet the current and future demands for health care
services of their rapidly increasing populations.
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FOREWORD

The OIC Health Report 2011 provides an overall assessment of the current state of health

situation and health care coverage in OIC Member countries. It provides a detailed analysis

of the trends on major health indicators in the OIC Member Countries at the average OIC

group level as well as at the individual country and OIC sub -regional levels. The Report also

highlights some health related issues in these countries such as health expenditures, the

UUDPOT woOi w( 61 OUOEUDPOOWEOEwW" OOOUODE E UseHd B3I B TwEDEQI
the OIC cooperation efforts and initiatives in the domain of health. The Report ends in the

last section with a set of broad policy recommendations related, in particular, to health

financing, preparing health workforce, improving health serv ices infrastructures, health

reforms and complying with international health regulations.

#UBW2EYEI w OxEa
Director General

SESRIC



Introduction

Health, the ethical principle of equity, is one of the most important bases for the well -being
of humanity. It is central to human happiness and well -being. Moreover, it has important
contributions to economic progress as well since healthy people live longer and are more
productive. Many factors influence health status and a country's ability to provide quality
health services for its people. For example: investments in roads can improve access to
health services; inflation targets can constrain health spending; and civil service reform can
create opportunities - or limits - to hiring more health workers. Ministries of health are the
main responsible, but so are other government departments, donor organizations, civil
society groups and communities themselves.

Over the recent decades, the issue of health has gained great importance as a major driver of

socio-economic progress around the globe, with more resources than ever being invested in

this sector. Looking broadly, people are healthier, wealthier and | ive longer today than 30

years ago. According to the 2008 issue of the World Health Report, if children were still

dying at 1978 rates, there would have been 16.2 million deaths globally in 2006 (where the

actual figure was 9.5 million). This difference of t 8 A WODOODPOOwWOI EQUwWUT EVwhWOt | NwET
were saved every day. However, and especially when considering children, the issue of

health should gain much more attention .

Mirroring the overall trends in child survival, global trends in life expectancy a t birth
showed a rise of almost four years between 1990 and 2002 The most impressive relative
gains were recorded in a number of low-income countries in Asia (including India), Latin



America and northern Africa. These countries increased life expectancy at birth by 12 years
during the last 30 years. Chapter 2 of this report is dedicated to analyse in depth the current
status of health care coverage and its outcomes in the OIC member countries.

Health Expenditure is an important indicator that shows how much a country cares for
health development, and accordingly, how much of health resources are allocated per
xT UUOOwWOi wxOxUOEUPOOwWOI wiT EVwWEOUOUUVUaAGwW wEOUOUUaAz
on health can easily be tracedthrough expectations regarding life expectancy at birth which
is an interesting indicator that can be considered as the mirror reflection of health
expenditure on the population. Infant mortality r ate is another indicator that is highly
connected to expenditure on health. Access to improved drinking water sources and
sanitation are also important health issues highly connected to expenditure on health. All
these factors are among the major determinants of poor health, espedially the infectious
diseases. Today, according toWorld health Organization ( WHO), almost one billion people
do not have access to clean water andmore than three billion people lack access to sanitation
facilities, noting that the total can reach 4.5 billion during the next 20 years. Chapter 3 of this
report contains a detailed analysis of these major obstacles in the development of an efficient
and effective health care system in OIC member countries.

The 23t century can be named as the age of techology. Every part of life involves
technology in itself. Indeed, the most important development is in Information and
Communication Technology (ICT). It has great impact on working sphere and facility
services in terms of making life more efficient. It is used in health sector as well. ICT
establishes faster communication within health personnel as well as between personnel and
patients. It also provides easy access to health care services. Using ICT in health sector is
EOOOOOOa wOEDI E Githfav@dihe e-health system in countries would facilitate
the services provided to people and mean caring more about people. However, there is a
long way to go especially for the low income developing countries, including many OIC
member countries, to reap the health benefits of ICT.

A basic principle of public health is that all people should have the right to reach health
services. Health is one of the human rights recognized by international laws. Health equity,
then, as understood in public health literatu re and practice, is when everyone has the
OxxOUUUOPUAWUOWPEVUEPOWUT 1 PUwi UOOwWT 1 EXffdinw x OU1 OU
achieving this potential because of their social position or other socially determined
circumstance. Unfortunately, differences in the incidence and prevalence of health
conditions and health status between groups cause health disparities. The incidence mostly
depends on socioeconomic conditions of a country and a person. People living in many
countries especially in South Asia and Sub-Saharan Africa region, are still suffering from
poor health care services mainly due to the lack of adequate and sustainable financial
resource, poor health infrastructure, insufficient trained health workforce and slow progress
on health reforms. The nature and magnitude of these key challenges require a greater
commitment from the governments to put health sector higher on the national development
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agendas and build health infrastructure and train workforce to meet the current and future
demands for the health services. In addition, there is also need to emphasize the compliance
with international health regulations to ensure safe and secure health care services for
people. Health sector is an important constituent of OIC Ten Year Program of Action. In this
program, OIC General Secretariat has been mandated to collaborate with national, regional
and international health organizations and development agencies to promote the health care
coverage and eradication of diseases and epidemics in the OIC membe countries. Chapter 4
of this report highlights the history of OIC advocacy and cooperation for heath sector and its
current and planned activities to pave the way for universal health coverage in OIC member
countries. Lastly, Chapter 5 provides some policy recommendations to overcome these
major challenges and achieve universal health care coverage in OIC member countries.






Status of Public
Health and Trends In
OIC Countries

2.1 Matern al and Newborn Health

According to the UNICEF estimates (2009), around half a million maternal and about four
million newborn deaths are mainly caused by the lack of quality antenatal health care, safe
and clean delivery and post-natal care for mother and infant. Most of these deaths are
preventable by ensuring proper care and counseling before and after pregnancy, at the time
of delivery and after child birth. In th is section, major issues related with maternity and new
born health will be discussed in detail with a special reference to the performance of OIC
member countries in this regard.

2.1.1 Antenatal Care

Antenatal care and counselling is the entry point to the formal health care system and
provides a solid base to monitor and improve the mother -baby health by identifying and
preventing/controlling antenatal complications at the earliest stage. The antenatal health
care package includes recording medical history, assessment of individual needs, advice and
guidance on pregnancy and delivery, screening tests, education on selfcare during
pregnancy, identification of conditions detrimental to health during pregnancy, first -line
management and referral if necessary (WHO, 2010).

To assess the situation of access anditilization of health care services at the antenatal level,
the World Health Organization (WHO) developed an indicator called Antenatal Care
Coverage (ANCC). This indicator measures the proportion of total pregnant woman aged
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Both in terms of one
and four antenatal
visits, OIC antenatal
care coverage rate
remainedbelow the
world average

1549 who visited a skilled health professional for reasons related to pregnancy. For the
quality and effectiveness of ANCC, number of visits and their timing are also considered

very important. In this regard, WHO recommends at least four antenatal visits for

uncomplicated pregnancies and advises first visit at a very early stage of pregnancy
followed by the second from 24-28" weeks, the third at 32" weeks and the fourth around
36" week.

Over the years, a lot of progress has been made in provision of antenatal care services and
today around 80 percent of total pregnant women worldwide receive antenatal checks up
from a qualified health professional at least once during the pregnancy (Figure 2.1).
However, during 2000201Q across the globe less than half of total pregnant women (i.e.44
percent) actually benefited from four antenatal checks up, as recommended by the WHO
and the UNICEF. Comparatively, situation remained better in developing countries where
80 percentof total pregnant women visited a health professional at least once and 44 percent
managed to visit four times. There are various socio-economic, cultural, political and
geographical factors that are responsible for the overall low coverage of recommended four
antenatal visits across the globe especially in the low income developing countries. Some of
these factors will be overviewed in the case ofOIC member countries in Section 3.

The provision of relevant and quality ANCC is a major concern in the OIC member
countries. During the period 2000-2010, ANCC rates in OIC countries remained lower than
those for developing countries. Around 73 percent of total pregnant women in the OIC
member countries benefited from antenatal care services at least once during the pregnancy
whereas 38 percent of total pregnant women benefited from recommended four antenatal
checks up. In both cases,the OIC average remained below the average of the developing
countries and world during the period under consideration.

Figure 2.1: Percent m At least 1 visit m At least 4 visits
Antenatal Care 100 1
Coverage 2000 80 -
2010
60 -

ANN Coverage remained
comparatively low in 40 -
OIC countries

SourceTable Al in the Statistical

Appendix

20 -

OIC Countries Developing Developed World
Countries Countries
The OIC regional groups present a mix picture of antenatal care coverage. In general,
member countries in East Asia & Pacific (EAP), Europe & Central Asia (ECA) and Middle
East & North Africa (MENA) region registered ANC C rate, both for one and four visits,
higher than OIC averages while the averagesof South Asia (SA) and Sub-Saharan Africa
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(SSA) regions remained below the OIC average. As shown in Figure 2.2, for the WHO
recommended four antenatal visits, OIC regional group averages range from a low of 15
percent in SA to a high of 76 percent in EAP; while 63 percent of the total pregnant women
in ECA, 51 percentin MENA and 30 percentin SSAregion received recommended antenata
checks up during the period 2000-2010. On the other hand, with respect to the proportion of

total pregnant women who used ANC at least once, OIC regional group averages range
from a low of 54 percent in SA to a high of 94 percent in ECA region. Among oth er regions,
91 percent of total pregnant women in EAP, 91 percentin Latin America & Caribbean (LAC),

82 percent in MENA, and 69 percent of total pregnant women in SSA region were attended
at least once for an antenatal check up.

Percent m At least 1 visit m At least 4 visits Fig ure 2.2:

100 - Antenatal Care

0 Coverage in OIC
Regions

60 - ANCC remained
comparatively very low

40 1 in SA and SSA regions.

20 -
SourceTable Al in the Statistical

0 - : : : Appendix
EAP ECA LAC

MENA SA SSA

At the individual country level, more than two thirds ( 67 percent to 100 percent) of total
pregnant women visited a health clinic four times for antenatal checks up in ten member
countries. Out of these ten countries, Bahrain, Iran and Jordan remained at the top with
ANC coverage rate of over 90 percent (Figure 2.3). Among others, seven member countries
registered ANC coverage rate of 50percent to 66 percent. Six out of thesesevencountries are
from Sub-Saharan Africa, namely: Gabon (63 percent), Benin (61 percent), Cameroon (60
percent), Sierra Leon (56percent), Mozambique (53 percent) and Guinea (50 percent). On the
other hand, 18 member countries registered ANC coverage rate of less than 50percent. Out
of these 18 members, ANC coverage remained less than 20percent in seven countries (see
annex Table A.1). The situation remained worse in Djibouti and Somalia, where even less
than 10 percent of total pregnant women actually benefitted from WHO recommended four
antenatal visits during the peri od under consideration (Figure 2.3).
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Figure 2.3:
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2.1.2 Births Attended by Skilled Health Personnel

Skilled health care and assistance at the time of delivery are very critical for the healthy
survival of both mother and baby. According to the WHO estimates (Countdown Report,
2010), lack of proper health care during pregnancy and child birth is the major cause for
about 2 million maternal and newborn deaths every year. Most of these deaths could be
prevented by ensuring assistance of skilled health personnel - a doctor, nurse or midwife -
during the birth. In this regard, pregnant women should be educated, encouraged and
facilitated by the authorities to give birth in the presence of skilled health personnel; and
attendants should be given an enabling and supportive environment by providing necessary
training, essential drug supplies and medical equipment (UNFPA, 2002).

In the last two decades, global community has exerted great efforts to increase the
proportion of total deliveries attended by the skilled personnel. These noble efforts have

actually paid off, and, as shown in Figure 2.4, in 20062010about 66 percent of total pregnant

women were attended by skilled health personnel during the child birth compared to 62
percent in 1990-1999. Meanwhile, in the developed countries almost all (99 percent) of
women received assistance from a skilled health worker while giving birth. The situation

has improved in the developing countries as well and about 64 percent of total deliveries

were assisted by the skilled health personnel in 20032010 compared to 59 percent in 1990
1999. During the period under consideration, coverage o skilled attendants at birth has

witnessed an improvement of four and five percentage points in the world average and the
average of thedeveloping countries, respectively.

OIC member countries also registered an increase in the proportion of total births attended
by skilled personnel from 45 percent in 1990-1999 to % percent in 2000-2010, corresponding
to an increase of Il percentage points which remained quite higher than that for world (4
percentage points) and developing countries (5 percentage points). However, despite this
positive trend, OIC averages remained well below the world, developed, and developing
countries averages during the period under consideration .
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Since 1990s, the coverage of skilled personnel attendance at the time of delivery has
improved in all OIC regional groups except in LAC where the coverage rate has slightly
declined during 2000-2010 compared to 19901999 level. In general, member countries in
EAP, ECA, LAC and MENA region registered quite higher or similar coverage rates of births
attended by skilled health personnel compared to the OIC, developing countries and world
averages.

There are great disparities among the OIC regions and in 20002010 the share of total births
attended by skilled health personnel ranged from a low of 28 percent in SA to a high of 94
percent in ECA while, 86 percent of total births in LAC, 8 2 percent in MENA, 76 percentin
EAP, and 45 percentin SSA region were attended by skilled health personnel. During the
period under consideration , the presence of skilled health personnel at the time of delivery
has improved significantly in EAP (an increase of 29 percentagepoints) followed by MENA

(an increase of 23percentage points) and SA (an increase of 1L percentage points). However,
despite significant improvement throughout the OIC region, situation remained quite
alarming in member countries located in SA and SSA regionswhere majority of the births
(72 percent and 55 percent respectively) are still taking place without any skilled health care

R ®1990-1999 m2000-2010 Figure 2.5: Births
100 | Attended by Skilled

Personnel in OIC
80 L

Regional Groups

60

Situation in SA and SSA
regions remained

40 alarmingly poor.

20

SourceTable Al in the Statistical

EAP ECA
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and assistance at the time of delivery.

At the individual country level, majority of OIC members managed to improve the coverage
of skilled health attendants at the time of delivery during the period 1990 -2010. According to
the latest estimates, in 24 member countries more than 90 percent deliveries were assisted by
skilled health personnel in 2000-2010. In 11 of these countries (Brunei, Kazakhstan, Kuwait,
Libya, Malaysia, Oman, Qatar, Saudi Arabia, Turkmenistan, UAE and Uzbekistan) all births
(100 percent) were attended by a skilled health worker. On the bottom side, less than 50
percent of total pregnant women received skilled health care during birth in 1 4 member
countries (see anex Table A.1). In three of these 14 countries (Afghanistan, Bangladesh and
Chad), less than 30 percent of total births were attended by a skilled health worker during
20002010(Figure 2.6).

Percent
Figure 2.6: OIC 50 -
Members with Less a5
than 50 percent
Births Attended by 1
Skilled Personnel 20 -

10 -
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2.1.3 Low Birth -weight N ewborns

According to the WHO, babies born with a weight of less than 2,500 grams (5.5 pounds) are
classified as low birth weight newborns. It is an important indicator of infant health and life
expectancy due to its strong relationship with poor child health and child mortality. It has
been found that infants weighing less than 2500 grams are 20 times more likely to die than
the heavier babies. While, on the other hand, those who manage to survive are always at a
greater risk of having developmental disabilities (UNICEF, 2004 & 2009). Usually, low birth
weight is primarily caused by foetal growth retardation * and/or pre-term birth 2. In addition,
some factors related particularly to the status of mother such as socioeconomic position,
size, age, number of previous births, nutritional status, and smoking/drinking habits are also
EOOUPET Ul EwUOOWET wYl UawbOi OUI OUPEOwWI OUwlT 1 wE
The latest estimatesof the WHO (WHS, 2010) show that globally about 13.9percent of total
births were weighed less than the threshold of 25 00 grams in 2000200 (Figure 2.7). About

1 As a result of intrauterine growth restriction baby born too small for gestational age.

2 Baby born at less than 37 weeks

Eaz UL
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97 percent of these low birth weight babies were born in developing countries, which
accounted for about 94 percent of world total births in 2000 -200. Only 5.3 percent of total
births in developed countries were registered as low birth weight while in developing
countries; about 14.7 percent of total births were registered as low birth weight. The
prevalence of low birth weight newborns in OIC member countries remained higher than
the world and developed countries averages.In 2000-2009, dout 14.3 percentof total births
in member countries were registered as low birth weight . During this period, OIC member
countries accounted for around 29 percent of world an d 31 percent of developing countries
total births w hereasaround 31 percent of world and 3 2 percent of developing countries total
underweight babies were born in the OIC member countries.
1'2'_3(;°f3"t Figure 2.7:
Prevalence of Low
12.0 4 birth -weight
Newborns, 20006
o 2009
Prevalence of LBW
4.0 - newborns remained
high across the
6 ] developing world.
OIC Countries Developing Developed World
Countries Countries

The prevalence of low birth weight newborns in OIC regional groups remained higher in
member countries located in SA, LAC and SSA regions. Thesethree regions collectively
accounted for about 75 percent of total low birth weight babies born in OIC members during
20002009. As shown in Figure 2.8, SA region recorded the highest prevalence of low birth
weight newborns with 27.8percent of all infants below the threshold weight of 2,500 grams

Percent Figure 2.8:
B0.0 Tmmmmm oo m o
Prevalence of Low
e [ birth -weight
20.0 1 Newborns in OIC
150 4o g M Regions
100 4B o Prevalence of LBW
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0.0 : : : : region.
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Appendix
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at birth. On the other hand, ECA region recorded the lowest rate of 8.6 percent followed by
MENA with 8.7 percent. Among other regions, about 15.7 percent of total infants in LAC
were registered as low birth weight newborns followed by SSA (14.8percent) and EAP (9.2
percent).

During 2000-2009 prevalence of low birth weight newborns remained higher than the OIC
average (15.7 percent) in 14 member countries, of these 10 were from SSA and 3 from SA
region. The highest prevalence of low birth weight newb orns was recorded in Mauritania
(34 percent), followed by Pakistan (32 percent), and Niger (27 percent). On the other hand, in
15 member countries proportion of low birth weight infants remained 10 percent or less than
10 percent (see annex Table A.2). As shown in Figure 2.9, Turkmenistan registered the
lowest rate of just 4 percent followed by Uzbekistan (5 percent), Tunisia (5 percent) and
Kyrgyzstan (5 percent).
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2.1.4 Infants Exclusively Breastfed

poor neonatal conditions. According to the UNICEF, one of the best measures to prevent
most of these deaths is an early initiation of breastfeeding. Breast milk is fundamental to
child health, growth, development, and survival. As it not only provides newborns with
nutrition but also protects them from diarrhea and acute respiratory infections, stimulates

: Globally, four million babies per year die during the very first week of life mainly due to
their immune systems and improves response to vaccinations. Keeping in view these
—

\
\

benefits of breast milk, health experts are of the opinion that exclusive breastfeeding from
the birth to six months could help to reduce neonatal mortality by 20 percent (Niles. C,
2010).

However, in spite of its crucial importance for the healthy survival of a newborn, a vast
OENOUPUa wOi wOOUT I UU wkedtkei thildreR fardne fird ixi nOoathstollile. E U O 1 1
As shown in Figure 2.10, worldwide slightly more than one third (36 percent) of newborns

were breastfed during 2000-2010. In developing countries where bulk of neonatal deaths

occurs about 37 percent of newborns were exclusively breastfed. While in OIC member
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countries, 30 percent of newborns were exclusively breastfed for the first six months of their
life.
Percent Figure 2.10: Infants
40 - .
Exclusively
. Breastfed, 2000
2010
20 - Prevalence of
breastfeeding remained
10 - comparatively low in
OIC countries.
O -
OIC Countries Developing Developed World
Countries Countries

At the OIC regions level, prevalence of exclusive breastfeeding for the first six months was
highest in SA and EAP where 39.5 percent, 32 percent of newborns were exclusively
breastfed respectively (Figure 2.11). On the other side of the scale, breastfeeding was lowest
in LAC and SSA where only 13.2 percent and 23 percent of newborns were exclusively
breastfed respectively. Among other regions, over 31.6 percentof newborns in ECA and 31.1
percent in MENA were exclusively breastfed in 2000-2010. Prevalence of exclusive
breastfeeding in SA region remained higher than the world, OIC and developing countries
averages.

Percent

Figure 2.11: Infants
40.0 - oo
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Breastfed in OIC

300 +--0-----I--------------- 3R ----- - ]
Regions, 200602010
200 +-- - ----- - --------------—-JNE - - -- More than 30% infants
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wol B regions.
0.0 . . . . ;

EAP ECA LAC MENA SA SSA

At the individual country level , prevalence of breastfeeding ranged from a low of one
percent in Djibouti to a high of 60 percentin Uganda. Among the 45 OIC member countries
with available data, breastfeeding rate remained higher than the developing countries
average of 37 percent in 11 member countries (see annex Table A.2). On the bottom side,

13
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prevalence of breastfeeding remained lessthan 15 percentin 15 member countries. For nine

of these countriesit is even less thanten percent. As shown in Figure 2.12, member countries

with lowest prevalence of breastfeeding include Algeria (7 percent), Burkina Faso (7

percent), Tunisia (6 percent), Gabon (5 percent), Somalia G percent), " GUl w EAX4 YODPUI
percent), Chad (2 percent), Suriname (2 percent), and Djibouti ( 1 percent).

Figure 2.12: OIC Percent
Member Countries ]
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2.1.5 Immunization 3 Coverage among One Year Olds

Keeping in view the age-specific risks of the infectious diseases, childhood immunization is
one of the most efficient and effective methods of preventing diseases like Measles,
Meningitis, Diphtheria, Tetanus, Pertussis (whooping cough), Yellow fever, Polio and
Hepatitis B. Immunization against vaccine -preventable diseases during the first year of life
is recommended by the WHO for al | nations. Over the years, WHO and UNICEF along with
international community helped majority of the developing countries to improve their
national immunization services and coverage by supplying needed vaccines and training
their health workers. These noble efforts paid off and increase in immunization coverage
helped to prevent millions of child deaths across the world. According to the latest estimates
of WHO, immunization against vaccine -preventable diseases helps to prevent disability and
death of about 2.5 million children every year ( WHO, SOWVI 2009).

Measles Immunization Coverage

Worldwide Measles immunization coverage has increased substantially since 1990. As
shown in Figure 2.13 share of children immunized against Measles has increased
worldwide f rom 73 percent in 1990 to 82 percent in 2009. Measles is one of the leading
causes of child mortality especially in low income countries , where 95 percent of total world

Measles related deaths aretaking place in these countries. However, widespread routin e

3 EEOUEDPOT wOOwWUOi i we' . Ow?2( OO0UOPAEUDPOOWPUWUT I wxUOETI UUwPkI 1 Ul Ea
infectious disease, typically by the administration of a vaccini § W5 EEEPOI UwUUPOUOEUT wUi i wedEaz Uu
OOwxUO0I EQwUOT | wxi UUOOWET EPOUUVWUUEUT gUi O0wPOi 1 EUPOOWOUWEDUIT EUI
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immunization lead to steep reduction in Measles mortality from 750 ,000 deaths in 2000 to
slightly over 100,000 deaths in 2008, corresponding to a decline of87 percent (WHO, Fact
sheet N0:286, December 2009).

In developed countries, the share of infants immunized against Measles increased from 83
percent in 1990 to B percent in 2009. While in developing countries, about 8 1 percent of
infants were immunized against Measles in 2009 compared to 72 percent in 1990. Although
the developing countries recorded lower share than the world, they are steadily catch ing up
with a 9 percentage point increase during 1990-2000.

Measles immunization coverage has increased substantially in OIC member countries and
coverage rate jumped from 63 percent in 1990 to 76 percent in 2009. However despite this
significant improvement, Measles immunization coverage in OIC countries remained below

the world, developing and developed countries averages. During 1990-2009,however,
immunization coverage has increased more rapidly in OIC member countries (1 3 percentage

2011

Since 1990, OIC
countries made
great progress
and Measles
immunization
coverage
increased by 13
percentage points
compared to 9
percentage points

points) compared to the world (9 percentage points), developing countries (9 percentage in the world
points) and developed countries (10 percentage points).
Percent =1990 ®2000 = 2009 Figure 2.13:
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With the exception of SSA, Measles immunization coverage remained quite high across the
OIC regions in 2009. During the period under consideration , ECA region emerged as the star
performer in combating Measles where immunization coverage has increased exponentially

from 79 percent in 1990 to 95 percent in 2009, corresponding to an increase of 16 percentage
points. In 2009, immunization coverage in this region remained higher than the OIC
average, developing, developed and world averages. In contrast, SSA is still seriously
lagging behind and despite some improvement immunization coverage remained very low

compared to other OIC regions. As shown in Figure 2.14, about 58 percent of children in SSA
were immunized against Measles in 2009 compared to 53 percent in 1990, corresponding to
an increase of5 percentage points. All other OIC regions have recorded quite impressive
progress in combating Measles during the period 199020 and their immunization

coverage rates remained higher than the OIC, developing countries and world averages. As
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shown in Figure 2.14, share of children immunized against Measles has increased from 59
percent to 84 percentin EAP (an increase of 24 percentage points), 70 percent to 93 percentin
LAC (an increase of 23percentage points), 83 percent to 87 percent in MENA (an increase of
four percentage points) and 54 percent to 83 percent in SA (an increase of 2®ercentage
points).

Figure 2.14: Percent ®1990 ®W2000 = 2009
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At the individual country level, Measles immunization coverage remained, in general, quite
high in OIC member countries . In 2009,23 member countries recorded coverage rate higher
than 90 percent whereas it was between 80percent and 89 percent in nine member countries
and 71 percent to 79 percent in 12 member countries. As shown in Figure 2.15, among the
member countries with available data, lowest Measles immunization coverage was recorded
in Chad (23 percent) and Somalia (24percent).

Figure 2.15: Percent
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Immunization
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DTP3 Immunization Coverage

Global coverage of third dose of combined Diphtheria -Tetanus-Pertussis vaccine (DTP3)
during the first year of life has increased from 76 percent in 1990 to 82 percent in 2009,
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corresponding to an increase of 6 percentage points (Figure 2.16). In developed countries, 95
percent of children received DTP3 vaccine in 2000 compared to 87 percent in 1990. While, in
developing countries coverage of DTP3 during the first year of life has increased from 75
percent in 1990 to 81percent in 2009. During the period under consideration, coverage rate
in developing countries remained significantly lower t han the developed countries; yet it
was comparable to the world average.

In the OIC member countries coverage of DTP3 vaccination among one year olds has
increased from 66 percentin 1990 to 78 percentin 2009. As shown in Figure 2.16, OIC
coverage remained slightly below the world and developing countries averages. However,
member countries are rapidly catching up as, during the same period, they registered a 12
percentage point increase in vaccination coverage compared to 6 percentage point increase
both in world and developing countries and 7 percentage points in developed countries .

=1990 =2000 =2009

2011

Diphtheria, Tetanus
and Pertussis
immunization
coverage in OIC
countries increased
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82% in the world
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During the same period, coverage of DTP3 vaccination in the first year of life has been
improved across the OIC regions (Figure 2.17). ECA region emerged as the star performer in
DTP3 vaccination where coverage rate climbed up from 85 percent in 1990 to 95percent in
2008, corresponding to an increase of10 percentage points. In 2009, DTP3 coverage in ECA
region remained higher than the averages ofworld, OIC, and developing countries while it

was equal to the developed countries average. In contrast, SSA is still seriously lagging
behind and despite some impro vement; DTP3 immunization coverage remained very low in

this region. As shown in Figure 2.17, about 61 percent of children in SSA were immunized

against DTP in 20 compared to 51 percent in 1990, corresponding to an increase of10
percentage points. All other OIC regions have shown quite impressive progress during the

period 1990-200 where DTP3 coverage rates in LAC, MENA, SA and EAP regionsremained
higher than the OIC average, developing countries and world averages. Asshown in Figure
2.17, the share of children receiving DTP3 vaccine during the first year of life has increased
from 83 percent to 93 percent in LAC (an increase of 10 percentage points), 88percent to 89
percent in MENA (an increase of 1 percentage point), 58 percent to 88 percent in SA (an

17
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increase of D percentage points) and 63 percent to 84 percent in EAP (an increase of 21
percentage points).

Figure 2.17: DTP3 Percent = 1990 =2000 =2009
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At the individual country level , DTP3 immunization coverage remained, in general, quite

high in OIC member countries . In 2009, 26 member countries recorded coverage rate higher
than 90 percentwhereas it was between 80 percentand 89 percentin 14 member countries

and 70 percentto 76 percentfor six member countries. As shown in Figure 2.18, among the

member countries with available data, lowest Measles immunization coverage was recorded

in Chad (23 percent) and Somalia (31percent).
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Haemophilus Influenza Type B (Hib) Immunization Coverage

Haemophilus influenza type b (Hib) is one of the most dangerous infectious diseases
especially for the infants and young children. According to the WHO estimates, about three
million serious illnesses and an estimated 386000 deaths per year are caused byHib through
meningitis and pneumonia. Almost all of these victims are children under the age of five
especially those between 4 and 18 months of age are the most affected. Majority of the
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deaths caused by this disease are occurring in the developing counties especially due to
pneumonia. However, meningitis is also catastrophic and it causes permanent disabilities
such as mental retardation or deafness in15 to 35percent of those victims who managed to
survive (WHO, Fact sheet No: 294)
Worldwide 85 percent of one year olds got three doses of Haemophilus Influenza Type B
(Hib) vaccine in 2009. While 93 percentof infants in developed countries were immunized
against Hib during the first year of life, vaccination coverage was recorded at 83 percent and
82 percent in developing and OIC member countries respectively (Figure 2.19).
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Among the OIC regional groups, Hib3 immunization coverage ranged from a low of 72
percent in SSAto a high of 96 percent in ECA region, whereas 95 percent of infants were
immunized against Hib3 in EAP, 93 percent in LAC, 88 percentin MENA and 85 percent in
SA region (Figure 2.20). In 2009, on average Hib3 immunization coverage in ECA , EAP,
LAC, MENA and SA regions remained higher than the OIC average, developing countries
and world averages. Furthermore, member countries in ECA and EAP region registered
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Hib3 coverage rate even higher than the developed countries rate.

At the individual country level , Hib3 immunization coverage remained, in general, quite
high in OIC member countries and in 2009, 19 member countries recorded coverage rate
higher than 90 percent whereas it was between 80 percent and 89 percent in 11 member
countries and 70 percent to 76 percent in 6 member countries( see Annex Table A.3) As
shown in Figure 2.21, among the member countries with available data, lowest Hib3
immunization coverage was recorded in Chad (22 percent) and Comoros (38percent).
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Hepatitis Type B (HepB) Immunization Coverage

Hepatitis is a liver infection caused by the hepatitis B virus which is 50 to 100 times more
infectious than HIV. It is one of the most dangerous diseases and worldwide around two
billion people have been affected by it (around 350 million of these people have chronic liver
infections). In addition, more than half a million people die every year due to the acute and
chronic liver infections. According to the latest estimates of WHO, 25 percent of adults who
become chronically infected during the childhood | ater die due to liver cancer. These deaths
are preventable by using Hepatitis B vaccine during the first year of life. This vaccine has
been proved more than 95 percent effective against the infection in infants, children and
young adults (WHO, Fact sheetNo: 204, August 2008).

Global coverage of three doses of hepatitis B vaccine (HepB3) during the first year of life has
been increasedfrom 69 percentin 2000 to 71 percent in 2009, corresponding to an increase of
2 percentage points (Figure 2.22). In developed countries, 85 percent of children received

HepB3 vaccine in 20® compared to 82 percent in 2000, corresponding to an increase of3
percentage points. While, in developing countries coverage of HepB3 during the first year of

life has increased from 67 percent in 2000 to 70 percent in 2009, corresponding to an increase
of 3 percentage points. In 2009, coverage rate in developing countries remained lower than
the developed countries and world averages. In the OIC member countries coverage of
HepB3 vaccination among one year olds has increased from74 percent in 2000 to 77 percent
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in 2008. As shown in Figure 222, OIC coverage rate remained higher than that for
developing and world averages in 2009.
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In 2009, among the OIC regions HepB3 immunization coverage ranged from a low of 60
percent in SSA to a high of 8B percentin LAC region; while 92 percent of infants in ECA, 88
percent in SA, 87 percent in MENA and 84 percent in EAP were immunized against HepB3
(Figure 2.23). In 2009, HepB3 coverage rates remained quite impressivein OIC regions and
with the exception of SSA region, all regions registered immunization coverage higher than
the averages of OIC and developing countries. Furthermore, member countries in ECA,
LAC, MENA and S A region registered Hib3 coverage rate even higher than the developed
countries average.
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At the individual country level , HepB3 immunization coverage remained , in general, quite
high in OIC member countries and in 2009, 26 member countries recorded coverage rate
higher than 90 percent whereas it was between 80 percent and 89 percent in 12 member
countries and 70 percent to 76 percent in 7 member countries. In this year, among the
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member countries with available data, lowest HipB3 immunization coverage was recorded
in Chad (22 percent) and Nigeria (41 percent).
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2.1.6  Maternal Mortality

Pregnancy and childbirth related complications remained the leading cause of death and

Every year about disability for women age 15-49 especially in developing countries. According to the latest

0.2 million estimates (WHO, 2011), globally nearly a half million women die during and following
maternal deaths pregnancy and childbirth. About 99.5 percent of these maternal deaths are occurring in
occur in OIC developing countries especially in Sub-Saharan Africa and Asia. In OIC member countries,

member countries  about 0.2 million women die from prev entable causes related to pregnancy and childbirth.
which corresponds  Thjs corresponds to 50 percent of the world total maternal deaths in 2008. Majority of the
to 50% of the maternal deaths in OIC countries occurred in SSA and SA region and these two regions
world total accounted for about 90 percent of the total maternal deaths (i.e. 66 percent and 23 percent
maternal deaths . .

respectively) in 2008.
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Over the years, world has made some progress to control the maternal deaths and MMR has
declined from 397 deaths per 100,000 live births in 1990 to 266 deaths in 2008, corresponding
to a decrease 0of33 percent (Figure 2.25). A similar trend can be observed for the developing
countries as well. The situation in developed countries was quite the opposite where
maternal mortality witnessed an increasing trend. Nevertheless, despite the increase, MMR
in developed countries remained comparatively negligible at 1 4 deaths per 100,000 live
births. OIC member countries also witnessed some improvement in maternal health
conditions and MMR declined from 609 deaths in 1990 to 427 deaths in 2008, corresponding
to a decrease of 30 percent. However, compared to other grougs, OIC member countries
recorded higher MMR in 2008.

During the period 1990-2008, maternal mortality rate has declined across the OIC regional
groups. As shown in Figure 2.26, in 2008, MMR ranged from a low of 35 and 83 deaths per
100000 live births in ECA and MENA respectively to a high of 725 and 455 deaths in SSA
and SA respectively. Among other regions, the average MMR was 200 deaths per 10000
live births in LAC and 216 deaths in EAP. Between 1990 and 2008, OIC member countries in
EAP region withessed the highest decrease in MMR (62 percent) followed by MENA (58
percent), ECA (49 percent), SA (39 percent), SSA (26 percent) and LAC (14 percent). With the
exception of SSA and SA region, MMR for OIC regions remained below the world,
developing countrie s and OIC averages in 2008.
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As shown in Figure 2.27, Afghanistan recorded the highest MMR (1400 maternal deaths per
100000 live births) in OIC region, closely followed by Chad (1200 deaths), Somalia (1200
deaths), Guinea Bissau (1000 deathsand Sierra Leon (970 deaths). Among these countries,
Afghanistan is ranked 1st with respect to highest MMR in the world, Chad and Somalia are
ranked 2n, Guinea Bissau is ranked 3 and Sierra Leon is ranked 6". In contrast, Qatar
recorded the lowest MMR in OIC region (8 maternal deaths per 100,000 live births) followed

by Kuwait (9 deaths), UAE (10 deaths), Bahrain (19 deaths) and Oman (20 maternal deaths).
Between 1990 and 2008, 30 member countries registered more than 40 percent decrease in
MMR. Out of these 30 member countries 13 are from MENA, 7 from SSA, 5 from ECA, 3
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from SA and 2 from EAP. The member countries with highest decline in MMR from SSA
region are as follow: Benin, Gambia, Togo, Senegal, Mozambique, Guinea and Niger. On the
other hand, three member countries namely: Kyrgyzstan, Somalia and Suriname witnessed 5
percent, 9 percent and 19 percentincrease in MMR respectively [seeannex Table A.4].
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2.1.7 Infant Mortality

Infant mortality rate (IMR) indicates the number of deaths of babies less than one year of age
per 1000 live births. Generally, IMR correlates very strongly with the quality of maternal and
newborn health care services and preventive measures in a country. Therefore, it is
considered as an important indicator of overall coverage and effectiveness of a health care
system. In addition, it also reflects the effects of socio-economic conditions on the maternal
and newborns health and survival.

Since 1990, infant mortality rates have witnessed remarkable decline worldwide. As shown
in Figure 2.28, on average, IMR for both sexes has declined from 61 deaths per 1 000 live
births in 1990 to 41 in 2010, corresponding to a decrease of 34 percent. In @veloping
countries, IMR declined from 66 deaths per 1000 live births in 1990 to 44 in 2010,
corresponding to a decrease of 34 percent. Compared to other groups, IMR remained very
low in developed countries. On average, developed countries recorded about 5 deaths per
1000 live births in 2010 compared to 8 deaths in 1990.

The infant mortality situation has been improved in the OIC member countries as well and
their IMR exhibited a down ward trend during the period 1990 -2010. As shown in Figure
2.28, the aveage IMR in OIC countries has declined from 84 deaths per 1000 live births in
1990 to 56 in 2010, corresponding to a decrease of 33 percent. However, despite this
impressive progress, IMR in member countries remained quite higher than the developing
countries and world. In 2010, one in every 18 children died before their first birthday in OIC
countries compared to one in 23 children in developing countries, one in 25 children in
world and one in 211 children in developed countries.
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During the period 1990-2010, infant mortality rate has declined across the OIC regions. Yet,
substantial differences exist among the regions. As shown in Figure 2.29, in 2010, average
IMR ranged from a low of 24 and 26 deaths per 1000 live births in EAP and MENA region to

a high of 83and 65 deaths per 1000 live births in SSA and SA respectively. Average IMR was
recorded at 28 deaths per 1000 live births in ECA. Between 1990 and 2010, member countries
in ECA region witnessed the highest decrease in IMR (57 percent) followed by EAP (53
percent), MENA (52 percent) and SA (36 percent). On the other hand, SSA where a bulk of
OIC infant deaths occurs has registered only 27 percent decrease in IMR during 19962010.
In 2010, average IMR for member countries in EAP, ECA and MENA remained below the
OIC and developing and world averages (56, 44 and 41 deaths per 1000 live births
respectively).
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At the individual country level, IMR in OIC member countries ranges from a low of 5 deaths
per 1000 live births in Malaysia to a high of 114 in Sierra Leone (Figure 2.30). Four member
countries from MENA region registered the lowest IMR, ranging from 6 to 9 deaths per 1000
live births. On the other hand, 5 member countries from SSA region registered IMR of over
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90 deaths per 1000 live births. In 2010, IMR ranged between 63 to 92 deaths per 1000 live
births in 15 member countries (13of them from SSA region). In 6 of these countries (all from
SSA), IMR was greater than 80 deaths per 1000 live births. On the other hand, 29 member
countries registered IMR ranging from 10 to 57 deaths per 1000 live births. In 11 of these 29
countries, IMR remained lower than 20 d eaths per 1000 live births. In general, 33 member
countries registered IMR lower than the OIC average of 56 deaths per 1000 live births. In 28
of these 33 countries, IMR remained lower than the developing and world averages of 44
and 41 deaths per 1000 liwe births [see annex Table A.4].
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to 1 in 18 children
in the world
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2.2 Child and Adolescent Health

2.2.1 Under-5 Mortality

Under five moratlity rate (USMR) or child mortality rate is one of the most important
indicators on child health. It basically reflects the overall coverage and effectiveness of
health care services alongwith socio-economic development in a country.

Over the years, USMR has declined accross the world. As shown in Figure 2.31, global
US5MR has fallen from 88 deaths per 1000 live births in 1990 to 57 in 2010, corresponding to a
decrease of 35 percent. USMR also witnessed a declining trend in developing @untries and

it fell below the world average in 2010. On average, U5MR in developing countries declined
from 95 deaths per 1000 live births in 1990 to 62 in 2010, corresponding to a decrease of 35
percent .

The under five mortality situation has also b een improved in the OIC member countries
and US5MR has fallen from 126 deaths per 1000 live births in 1990 to 82 in 2010,
corresponding to decline of 35 percent. However, despite this improvement, one in 12
children in OIC member countries die before their fifth birthday compared to one in 16
children in developing countries and one in 18 children in the world .
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Under-five mortality has declined accross the OIC regions. Yet, substantial differences exist
among the regions. As shown in Figure 2.32, average U5MR for both sexes ranged from a
low of 32 deaths per 1000 live births in EAP and MENA region to a high of 133 and 83
deaths per 1000 live births in SSA and SA region respectively. In other regions, the average
US5MR was 33 deaths per 1000 live births in ECA. During the period under consideration ,
US5MR in EAP, ECA and MENA region decreased by 60 percent, 59 percent and 57 percent
respectively. Meanwhile, SA and SSA region experienced 40 percent and 31 percent decrease
in USMR respectively.

®1990 ®2000 = 2010 Figure 2.32: Under-
Five Mortality Rate
in OIC Regional
Groups

US5MR remained
significantly high in SSA
and SA regions.

per 1000 live births

EAP ECA LAC MENA SA SSA

At the individual country level, USMR in OIC member countries ranges from a low of 6
deaths per 1000 live births in Malaysia to a high of 180 in Somalia (Figure 2.33). Seven
member countries from MENA region registered the lowest USMR, ranging from 7 to 16
deaths per 1000 live births. In contrast, 16 member countries from SSA region registered IMR
of over 100 deaths per 1000 live births. Six of these 16 member cautries are among the top
20 countries with hi ghest USMR in the world. In 2010, Somalia was ranked It with respect to
US5MR in the world followed by Mali (ranked 2 nd), Burkina Faso (ranked 3¢), Sierra Leone
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(ranked 11t), Chad (ranked 13" and Guinea Bissau (ranked 14"). On the other hand, USMR
remained less than 50 deaths per 1000 live births in 28. In 14 of these 28 countries, USMR
remained even less than 20 deaths per 1000 live births. In general, 34 member countries
registered USMR lower than the OIC average of 82 deaths per 1000 live births. In 30 of these
34 countries, USMR remained lower than the developing and world averages of 62 and 57
deaths per 1000 live births [see annex Table A.4].
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2.2.2 Causes of Deaths among Children under Age 5

Globally, the number of deaths among children under the age of five has declined from 12.4
million in 1990 to 8.1 million in 2009, corresponding to a decrease of35 percent. Almost 70
percent of under five deaths take place during the first year of life (UNICEF, 2010). Under-
five mortality remained highly concentrated in developing countries which accounted for

over 99 percent of world total in 200 9. This meansthat about 24000 children under the age of
five died every day in developing countries. According to the WHO estimates, three

quarters of total deaths were caused by infectious diseases and birth related complications
which can easily be prevented by vaccination, antenatal health care and skilled attendance of
birth.

In OIC countries,
3.9 million children
die before reaching  As shown in Figure 2.34 about 73 percentof under-five deaths in developing countries were
their fifth birth day,
corresponding to
45 % of total under
five deaths in the
world

caused by pneumonia (18 perceni), diarrhea (15 percent), malaria (8 percent), neonatal
pneumonia or sepsis (6 percent), preterm birth (12 percent), birth asphyxia (9 percent) and
congenital abnormalities (4 percent) in 2008. Nearly half of the total deaths (47 percent)
were caused by only four communicable diseases (pneumonia, diarrhea, malaria and
neonatal sepsis).

In contrast, prevalence of under-five mortality remained very low in developed countries

which accounted for less than one percent of world total deaths in 2008. In these countries,
major causes of deaths are more skewed toward complications associated with pregnancy
and delivery than th e infectious diseases. Asshown in Figure 2.34 more than half of total
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under-five deaths in developed countries were caused by preterm birth complications (27
percent) and congenital abnormalities (26 percen)) in 2008. While, mainly due to higher
immunization coverage, only 5 percent of deaths were caused by four communicable
diseases.In majority of the developed countries, w omen show a growing tendency to delay
their first pregnancies which increases the risk of congenital anomdies (WHO, The
European Health Report 2005).

In OIC member countries, 3.9 million children died before reaching their fifth birth day in
2008 corresponding to 45 percent of total under five deaths in developing countries. The
major causes of underfive mortality in OIC members are similar to those in developing
countries mentioned above. As shown in Figure 2.34 in 2008 more than half (53 percent) of
under-five deaths were caused by four communicable disease: pneumonia (8 percen,
diarrhea (17 percent), malaria (12 percen) and neonatal sepsis or pneumonia (6
percent).While, on the other hand, 25 percent of deaths were caused by preterm birth (11
percent), birth asphyxia (9 percent) and congenital abnormalities (4 percent).

2011

More than half of
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are caused by
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Among the OIC regional groups, prevalence of under -five mortality remained quite high in
SSAand SA region. As shown in Figure 2.35 about 86 percent of OIC total under -five deaths
occurred in these two regions (62 percent in SSA and 24 percentin SA). Meanwhile, MENA
region accounted for seven percentof OIC total under -five deaths followed by EAP region (4
percent), ECA region (2 percent) and LAC region (about 1 percent).

The major causes of underfive deaths remained quite similar in all OIC regions. However,
the magnitude of burden of disease varies depending, among others, on socioc-economic
conditions and status and provision of health care services across the regions. Asshown in
Figure 2.35 four communicable diseases accounted for 59 percent of total deaths in SSA
followed by 50 percentin SA, 42 percent in EAP, 36 percent in LAC, 31 percent in MENA
and 30 percent in ECA region. Compared to other regions, deaths attributed to malaria
remained quite high in SSA (20 percent). On the other hand, complications related to
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pregnancy and delivery caused 46 percent of deaths in MENA, 42 percent in ECA, 36
percentin LAC, 35percentin EAP, 29percentin SA and only 18 percentin SSA
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2.2.3 Children u nder Age 5 Stunted, Underweight and Overweight

Prevalence of gunting, underweight and overweight in children under the age of five are
very important indicators for measuring long term nutritional imbalance s and malnutrition
in a population. These indicators help to monitor the number of children suffering from
growth retardation and therefore are more vulnerable to death and disability. All children
under 5 years with weight-for-age less than-2 standard deviations (SD) of the WHO Child
Growth Standards median are considered as underweight where as those with height-for-
age less than-2 SD of the WHO Child Growth Standards median are considered asstunted.
On the other hand, all children under 5 years with weight -for-height greater than +2 SD of
the WHO Child Growth Standards median are considered as overweight .

In the last two decades there has rot been any significant progress in the nutritional status
of under-fives across the world. As shown in Figure 2.36 in 20002009, prevalence of
stunting, underweight and overweight was 3 2 percent, 22 percent and 6 percent,
respectively compared to 36 percent, 24 percent and five percent in 1990-1999 respectively.
This means that worldwide prevalence of stunting in children under the age of five has
decreased by three percentage points, prevalence of underweight declined by two
percentage points; whereas prevalence of overweight increased by one percentage points
during 19990-2009. A similar trend can be observed in developing countries where
prevalence of stunting increased from 37 percent in 19991999 to 3 percent in 20002009,
prevalence of underweight declined from 24 percent to 23 percent; whereas prevalence of
overweight increased from 5 percent to 6 percent. In developed countries prevalence of
stunting, underweight and overweight remained comparatively very low. In 2000-2009
number of children stunted, underweight and overweight in developed countries accounted
for only three percent, one percent and seven percent of total children under the age of five
respectively. The situation in OIC countries also remained almost unchanged and the
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prevalence of stunting, underweight and overweight was 37 percent, 23 percent and 9
percent in 2000-2009 respectively compared to 41percent, 26 percent and 5 percent in 1990
1999 respectively.During the period under consideration, on average, prevalenceof stunting
and overweigh in OIC countries remained higher than those for world and developing
countries whereas prevalence of underweight remained equal to that for developing
countries and higher than that for world.

Percent = Stunted ® Underweight = Overweight Figure 2.306:
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At the OIC regional level, as shown in Figure 2.37, stunting and underweight prevalence
remained highest in SA (44 percent and 35 percent respectively) followed by SSA (40 percent
and 25 percent) and EAP (40 percent and 20 percent). Whereas, prevalence of overweight
children remained highest in MENA (1 4 percent) followed by ECA (1 1 percent) and EAP (11
percent). During the period 1999-2009, prevalence of stunting has declined across the OIC
regions except LAC where it increased slightly . The highest decline was recorded by SA 7
percentage points), ECA and MENA (5 percentage points each). Similarly, prevalence of
underweight children also dedined across the OIC regions. On average, member countries
in SA region registered the highest decline of 7 percentage points followed by ECA (decline
of 4 percentage points) and EAP (MENA) (decline of 3 percentage points). The average
prevalence of stunted children in SA, SSA and EAP remained higher than that for OIC,
world, developing and developed countries. On the contrary, prevalence of overweight
children has increased across the OIC regions. The highest increase was registered bysSA
and LAC (4 percentage points each) followed by MENA and ECA (3 percentage points
each). The average prevalence of overweight children in MENA, ECA and EAP remained

higher than that for OIC, world, developing and developed countries in 2009.

At the individual country level, prevalence of stunted and underweight children remained
highest in member countries located in SA and SSA region. As shown in Figure 2.38 (left
panel), six out of top-10 OIC countries are from SSA, three from SA and one from MENA.
Among these countries, more than 50 percent children under the age of five were stunted in
Afghanistan (59 percent), Yemen (58 percent) and Niger (55 percent); while 40 to 45 percent
of children were stunted in Chad (45 percent), Burkina Faso (45 percent), Bangladesh (43
percent), Somalia (42 percent) and Pakistan (42 percent). Underweight prevalence also
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remained highest in these countries and ranged from 30 percent and 31 percent in Djibouti
and Pakistan respectively to 43 percent and 41 percent in Yemen and Bangladesh
respectively.

Figure 2.37: Percent m Stunted ®Underweight = Overweight
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On the other hand, prevalence of overweight children remained highest in member

countries located mainly in MENA and ECA region. As shown in Figure 2.38(right p anel), 5
out of top -10 OIC countries are from MENA, 3 from ECA and 2 from SSA. In these countries
prevalence of overweight children ranged from 13 percent and 14 percent in Djibouti and

Azerbaijan respectively to 25 percent and 22 percent in Albania and Libya respectively.

In general, during the period 1990-2009, prevalence of stunting in children under the age of
five has increased in 16 member countries (8 of them fromSSA and 4 from MENA) ranging
from 0.3 percentage points in Libya to 10.2 percentage points in Benin. Whereas, on the other
hand, it has declined in 23 member countries (9 of them from SSA and 7 from MENA)
ranging from 0.2 percentage points in Lebanon and Chad to 26 and 22 percentage points in
Mauritania and Tunisia respectively.

In the same period, prevalence of underweight children has increased in eight member
countries (four of them from MENA) ranging from 0.5 percentage points in Guyana to 14
percentage points in Djibouti. Whereas, on the other hand, it has declined in 31 member
countries (15 of them from SSA, 7 from MENA and 4 from SA and ECA each) ranging from
0.2 percentage points in Jordon to 16 percentage points in Maldives (annex Table A.6).

During the period under consideration , prevalence of overweight children has increased in
22 member countries (ten of them from SSA, five from MENA and four from ECA) ranging
from 0.3 percentage points in Mozambique to 16 percentage points both in Albania and
Comoros. Whereas, on the other hand, it has declined in 7 member countries (2 of them from
MENA, SA, and SSA each) ranging from 0.2 percentage points in Uganda to 17 percentage
points in Tunisia.
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Figure 2.38: Members with Highest Stunted, Underweighand
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2.2.4 Adolescent Fertility
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According to the WHO estimates, about 16 million girls aged between 15 to 19 years give
birth every year. This accounts for about 11 percent of total births worldwide. Majority of

these teenage mothers (more than 9(percent) live in developing countries (Factsheet No: 345
August 2010). Provided the fact that adolescents are more likely to experience complications
during the pregnancy and deliv ery, therefore mothers and babiesboth are at a greater risk of

mortality.

Adolescent fertility
remained high in

During 2000-2008, global adolescent fertility rate (AFR) was 48 births per 1000 girls aged 15 OIC countries and
19 years. This means on average, one in 21 girls aged between 15 to 19years gave birth ~ 1in 14 girls aged

during this period. The adolescent fertility rates remained distinctively different in
developed and developing countries. As shown in Figure 2.39 AFR in developed countries
was just 21 births per 1000 girls aged 1519 years compared to51 in developing countries.
This means that one in 47 girls aged between 15 to 19 years gave birth in developed
countries compared to one in 19in developing countries.

between 15 to 19
years gave birthin
OlCcountries
compared tol in
21 girls inthe
world.

In 20032008, AFR in OIC member countries remained much higher than that for world,
developed and developing countries . As shown in Figure 2.39 AFRin OIC was 73 births per
1000girls aged 15 19 years which means one in 14 girls aged between 15 to 19 years gave
birth during 2000-2008. Among others, early age marriages especially in rural areas
remained the leading cause of higher AFR both in OIC and developing countries.
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Figure 2.39:
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Significant disparities existed among the OIC regions as AFR ranged from a low of 38 births
per 1000girls aged 1% 19 years in MENA to a high of 136in SSA (Figure 2.40) during 2000-
2008 This meansthat one in 27 girls aged between 15 to 19 years gave bhirth in MENA
region compared to one in seven in SSA. Member countries in SA and LAC region recorded
AFR of 78 and 80 births per 1000 girls aged 15 19 yearsrespectively whereas it was 41 and
48 births per 1000girls aged 1519 yearsin ECA and EAP respectively. During 2000-2008,
AFR in EAP, ECA, and MENA remained below the world, developing and OIC averages.
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o
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EAP ECA LAC MENA SA SSA

At the individual country level, AFR in OIC member countries ranges from a low of 4 births
per 1000 aged 1519 years in Algeria to a high of 199 in Chad (Figure 2.41). Eight member
countries from MENA region registered the lowest AFR, ranging from 16to 4 births per 1000
girls aged 15-19 years.On the other hand, 15 member countries from SSA region registered
AFR of over 100 births per 1000 girls aged 1519 years. Outof these 16 member countries 12
were among the top 20 countries with highest AFR in the world. In 2009, Niger and Mali
were ranked 1st and 34 with respect to AFR in the world followed by Mozambique (ranked
4th), Uganda (ranked 7t), Guinea (ranked 8") and Afghanistan (ranked 9t). On the other
hand, AFR remained less than 50births per 1000 girls aged 1519 years in25. In 13 of these
25 countries, AFR remained even less than 20births per 1000 girls aged 1519 years. In


































































































































































