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Economics 
The average gross domestic product (GDP) per capita in 
LLDCs is US $2281, over twice that of the least developed 
countries2. This differs substantially between countries, 
with Kazakhstan having a GDP per capita of US $10 510, 
over US $3000 more than the second highest. GDP per 
capita is below in US $1000 in 15 LLDCs, and lowest 
in Burundi where the figure is US $277. Total health 
expenditure as a percentage of GDP varies widely across 
LLDCs from 1.87% in Lao People’s Democratic Republic 
(PDR) to 11.38% in Malawi, with an average of 6.12%, 
less than two third of the global figure (9.94%)2.
Half of LLDCs are classified as having a low human 

development index (HDI), while 34% are categorised 
as medium, and 16% as high1. Five of the six countries 
with the lowest HDI belong to the LLDC group (Burkina 
Faso, Burundi Chad, Central African Republic, and Niger). 
An overall HDI average of 0.565 is evident among the 
LLDCs. Average rates of male and female adult literacy 
in LLDCs are lower than seen globally at 79% and 71.2% 
respectively . However, with the exclusion of African 
LLDCs, the figures rise to 92.1% for males and 86.7% for 
females, highlighting the geographic disparity in this 
area. The 12 countries with the highest literacy, each 
with over 90% for both males and females, includes all 
of the European and South American, and some Asian 

Background
Landlocked developing countries (LLDCs) are a group of 32 developing countries with have no direct sea access, and 
face similar challenges in terms of economic development and trading externally. These countries are spread across 
Africa (16), Asia (10), Europe (4), and South America (2), as listed in table 1.

LLDCs are among the poorest of developing countries, and 17 are also categorised as least developed countries. To 
reach international markets, goods must be transported over land, resulting in greater costs than those experienced 
by countries with direct access to maritime ports. Land travel requires investment in rail or road infrastructure as 
without either, the cost of importing or exporting is prohibitively expensive. LLDCs are also dependent on the 
infrastructure, stability, administrative processes, and political relations of their neighbouring transit countries in 
order to import and export goods. Tariffs may need to be paid to transit countries and delays in the products reaching 
markets further contribute to LLDCs being less competitive internationally.  Their vulnerability due to geographical 
remoteness and dependency hinders their economic development, which has negative consequences for their 
ability to respond to the health needs of their populations.

Table 1: LLDC countries by continent

1 UNDP 2015
2 UNESCO UIS estimate 2015
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countries, but none from Africa. Meanwhile, 11 of the 
bottom 12 countries are African, with the lowest literacy 
evident in Niger where 27.3% of adult males and 22% of 
adult females are literate. 

Population
The population across LLDCs stands at 477 891 029, with 
over 75% of countries having a population of between 
2 000 000 and 20 000 0003. The average proportion of 
the population under the age of 15 (35.6%) is higher 
than the global average (26.1%) in 2015, though the 
figure is over 40% for 13 LLDCs1. Geographical diversity 
is evident, with the four European LLDCs having the 
lowest proportion aged under 151. On average, 4.5% 
of LLDC populations are over 65 years, just over half 
of that seen globally (8.3%). Again, the figure differs 
depending on geography, with African LLDCs not 
appearing in the 12 highest countries but accounting 
for 9 of the 10 countries with the lowest proportion, 
demonstrating that the trend of ageing populations is 
not as advanced in these nations. The annual population 
growth rate in LLDCs decreased overall from 2.43 in 
1960 to 2.03 in 2015, though the 2015 figure ranges 
from 0.42 in European LLDCs to 2.7 in African LLDCs4. 
LLDCs represented 5 of the 8 countries globally with the 

highest population growth in 2015, emphasising a need 
for employment, infrastructure, and opportunities for 
the growing numbers of young people.

Health 

Life expectancy
Figure 1 shows the life expectancy and healthy life 
expectancy (the number of years expected to be lived 
in full health) for the 32 LLDCs, with the global averages 
for each indicated5. It can be seen that most countries 
are below the global averages for both life expectancy 
and healthy life expectancy. Again, a distinction can be 
observed between African and non-African LLDCs, with 
the former dominating the lower half of life expectancy 
figures. Healthy life expectancy in LLDCs is 88% of average 
life expectancy, similar to global standard (88.3%). 
LLDCs have not made improvements in increasing 
life expectancy to the same degree as their transit 
neighbours and other least developed countries, and 
several, such as Botswana, Lesotho, Swaziland, Zambia, 
and Zimbabwe, saw dramatic decreases between 1985 
and the early 2000s, though life expectancy has since 
been recovering. 

3 UNPD 2015
4 World Bank 2015
5 WHO Global Health Observatory Data Repository 2015

Figure 1: Life expectancy and healthy life expectancy across LLDCs (years)⁵
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Health service coverage
Immunisation coverage for the vaccinations shown 
in figure 2 compares favourably with global averages, 
particularly for Hepatitis B. However, while 23 LLDCs have 
coverage of over 80% for each vaccination highlighted, 
there are some exceptions where coverage is lower, 
such as the Central African Republic and South Sudan, 
where coverage is under 49% and 31% respectively.   

The proportion of women with their need for family 
planning satisfied with modern methods in LLDCs is 
significantly less than global average, as seen in figure 
3 (contraceptive prevalence). Overall averages for 
births attended by skilled health personnel and women 
receiving at least four antenatal visits are comparable 
to global figures, but prevalence vary widely over the 
LLDCs. Over 99% of births are attended by skilled health 

personnel in Uzbekistan, Kazakhstan, TFYR Macedonia, 
Turkmenistan, Armenia, and Moldova, while in the Sub-
Saharan countries of Chad, South Sudan and Ethiopia, 
this figure is under 25%, representing a greater threat 
to maternal health5. Similarly, the percentage of 
women receiving four or more antenatal visits ranges 
from 99.6% in Uzbekistan to 17.3% in South Sudan. 
The percentage is under 50% in 12 LLDCs, 10 of these 
being African countries. The geographical discrepancies 
are highlighted in figure 4, showing a gradient existing 
from the European LLDCs, to South American, Asian 
and African. Treatment success rates for new TB cases is 
similar in LLDCs, and the range within LLDCs is far less 
than that seen for other indicators – between 68% and 
92%.
 

Under five and maternal mortality 
The maternal mortality ratio (MMR) and under 5 
mortality rate in LLDCs has been decreasing since 
1990 as shown in figure 5, though both remain above 
global average6. However, the gap between LLDC and 
global rates for maternal and under 5 mortality has 
substantially decreased since 1990, the rates in LLDCs 
having decreased at a faster pace. Under 5 mortality per 
1000 live births is over 100 in three LLDCs (Chad, Central 
African Republic, and Mali) and under 20 in four (Moldova, 
Armenia, Kazakhstan and TFYR Macedonia). An even 
greater disparity between LLDCs is seen for MMR where 
it can vary from 882 in Central African Republic to 8 in 
TFYR Macedonia, with only one African LLDC (Zambia) 
in the lower half of mortality rates, possibly reflecting 
the reduced access to maternal services seen in figure 4.

Figure 2: Immunisation coverage among 1 year olds in LLDCs and 
globally (%)⁵

Figure 4: Coverage of births attended by skilled health personnel and 
antenatal visits by continental location of LLDCs (%)⁵

Figure 3: Coverage of health service indicators in LLDCs and globally (%)

6 World Bank 2015
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Risk factors for non-communicable disease
Economic development is accompanied by an 
epidemiological transition of the burden of disease 
from communicable to non-communicable disease 
(NCD). The presence of risk factors for NCD is evident 
in LLDCs, though can be influenced by the country’s 
stage of development. The prevalence of raised blood 
glucose7 – a precursor to type 2 diabetes mellitus, 
follows an economic gradient among LLDCs, ranging 
from 9.93% and 10.2% for males in females respectively 
in upper middle LLDCs, to 7.3% and 6.5% for males and 
females in low income LLDCs, as seen in figure 6. Raised 
blood glucose8  does not follow such a pattern, with it 
being evident in figure 7 that in females an increase in 

prevalence is seen in blood pressure as economic status 
decreases, while the prevalence for males stays largely 
similar for different income classifications. Higher rates 
of raised blood pressure in lower income countries 
are possibly due to less awareness of, and access to 
treatment for, the condition. Obesity9 in LLDCs is seen 
to follow a pronounced economic gradient, with low 
income countries having less than an eighth of the 
prevalence of male obesity seen in upper middle 
income countries, as seen in figure 8.

Tobacco consumption10  in LLDC can be seen in figure 
9 to be significantly higher in males than females, 
similar to patterns seen worldwide particularly for 

Figure 5: Maternal and under 5 mortality rates in LLDCs and globally 
from 1990-2015

7 WHO Global Health Observatory Data Repository 2014. >=7.0 mmol/L or on medication, age-standarized estimate. Data from 31 LLDCs
8 WHO Global Health Observatory Data Repository 2015. SBP>=140 OR DBP >=90, age-standarized estimate. Data from 31 LLDCs
9 WHO Global Health Observatory Data Repository 2014. BMI >= 30, age-standarized estimate. Data from 31 LLDCs
10 Current smoking of any tobacco product age, standarized rate, WHO Global Health Observatory Data Repository 2013. Data from 20 LLDCs
11 WHO 2015

Figure 6: Prevalence of raised blood glucose 
across LLDCs by World Bank income group8

Figure 7: Prevalence of raised blood pressure 
across LLDCs by World Bank income group9

Figure 9: Prevalence of smoking of tobacco products 
across LLDCs by World Bank income classification11

Figure 8: Prevalence of obesity across LLDCs by World Bank income 
group10
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lower income countries. The prevalence of male tobacco 
smoking is over 50% in Armenia, Kyrgyzstan, Lao DPR, 
and Lesotho, while only in two LLDCs do over 10% of 
females smoke tobacco (Lao DPR and Nepal). 

Causes of death and disability
An almost equal amount of deaths are caused by 
communicable and non-communicable disease in LLDCs 
as seen in figure 10 (44.1% and 44.7% respectively11). 
On an economic scale, the spread of deaths attributed 
to these cause groups is between that of low income 
and lower-middle income countries, considering that 
economic development is associated with an increasing 
proportion of deaths from NCD.

The main causes of the burden of disease in LLDCs, as 
measured by the combination of years lost to disability 
and years lost due to premature mortality, or DALYs, can 
be seen in table 112. Maternal, neonatal or nutritional 
conditions, and communicable diseases feature 
prominently in the top ten causes of disease burden 
overall, though the proportion of DALYs from these 
causes ranges from 4% in TFYR Macedonia to 70% in 
Chad.

WHO Presence in LLDCs

Staffing and finance
The WHO has a country office in each of the LLDCs, with 
a total of 950 staff and 555 non-staff personnel during 
the period of January 2015 -31st October 201613. WHO 
Staff deployed in country offices in LLDCs are 24% of the 
total WHO country level workforce. The Ethiopia country 
office has the highest numbers of both staff and non-
staff personnel at 153 in each category. The country 
office with the next highest staff number is Afghanistan 
with 91, due to polio control and humanitarian 
response efforts, while South Sudan has the second 
highest number of non-staff personnel with 131. Half of 
LLDCs have less than 20 staff, and two have more non-
staff personnel than staff (Nepal and South Sudan). A 
slightly higher proportion of staff personnel are general 
service staff (51%), than Professionals (49%), while of 
the professional staff, just over two thirds are National 
Professional Officers, as seen in figure 11.  

In several countries with five or less professional staff 
(Azerbaijan, Macedonia, Turkmenistan, and Uzbekistan), 
all are national professional officers (NPOs), while in 
Chad, South Sudan, Afghanistan, and Paraguay, 40% 
or less or professional staff are NPOs. In Ethiopia, the 
country with the highest number of professional staff, 
90% are NPOs. 

The planned budget for this time period was US $513 
077 71514, with the total distributed being US $436 430 
82314. Funds distributed to LLDCs are 21% of total funds 
distributed globally during this time.  The highest and 

Figure 11: The proportion of staff who are or general service or 
professional status, and the breakdown of professional staff

Figure 10: Proportion of deaths caused by communicable and non-
communicable disease, and injuries (%)11

Table 2: Top ten causes of DALYs in LLDCs in 2015 and the number of 
resulting DALYs11

12 Includes non-malignant neoplasms, endocrine, blood and immune disorders, sense organ disorders, digestive disease, genitourinary diseases, skin diseases, 
oral conditions and congenital anomalies
13 Hereafter this period of time will be referred to as the “survey period”
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lowest planned costs and distribution figures are shown 
in table 3. It can be seen that Afghanistan, and four Sub-
Saharan countries make up the country offices with the 
highest planned costs and available funds, while three 
European countries, Turkmenistan and Botswana make 
up the lowest, reflecting the differing size and disease 
burdens of countries 

Just over 80% of available funds are specified voluntary 
contributions, while 19.6% are flexible funds – the 
majority of which are assessed contributions, as seen 
in figure 12. Half of available funds are assigned for the 
category of polio, outbreak and crisis response (OCR) 
and special programmes, over a third of which goes to 
Afghanistan. The communicable diseases category is 
the next highest recipient of available funds, at 16%, as 
shown in figure 13. The top eight recipient countries of 
funds for communicable diseases are from the African 
region, with South Sudan receiving over five million US 
dollars followed by Ethiopia, despite having less than 

15% of its population, highlighting the level of need in 
South Sudan. Communicable disease funds are most 
commonly spend on vaccine preventable diseases 
(55%), followed by HIV and hepatitis (18%).

Country offices provided support to the government 
on mobilizing resources for health at country level 
(including from Gavi and/or Global Fund) between 
January 2015 and 31st October 2016 in 29 LLDCs. 

Government policies, strategies, and plans
An up-to-date National Health Policy, Strategy, and Plan 
is present or being currently updated in all LLDCs with 
the exception of Armenia, and the WHO is involved 
in the initiation, development, implementation and 
monitoring in all of these countries. As can be seen 
from figure 15, over 85% of country offices are playing 
an active role in the formulation of the NHPSP, and over 
80% are involved in building national capacity and 
acting as the main technical partners in undertaking 
situation analysis.  The country offices mainly providing 
this support are Afghanistan, Central African Republic, 
Kyrgyzstan, Mali, Mongolia, Niger, Swaziland and 
Zambia, which are participating in all of the roles 
highlighted in figure 14. Twenty one of the LLDCs have 
developed a Country Cooperation Strategy (CCS), while 
two are in the stage of developing it. The nine countries 
without a CCS are comprised of LLDCS from the EURO 
region. The CCS is currently up-to-date in 13 countries, 
which each have between 4-7 strategic priorities.

Sustainable development goals
All WHO country offices have been supporting countries 
for the implementation of the SDGs, with 97% (all but 
Nepal) working to mainstream SDGs into national 

Table 3: The LLDC average and five countries with the highest and lowest 
planned costs and distribution

Figure 12: Proportion of distributed funds as specified voluntary 
contributions and flexible funds

Figure 13: Funds distributed in LLDCs by category (%)

14 Planned cost data not available for Bolivia and Paraguay country offices, countries excluded from distribution total
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plans, policies and programmes. Figure 15 details the 
percentage of WHO country offices playing different 
roles, with an average of 4.6 roles played by each office. 
Nineteen country offices are engaged in at least 5 of 
the highlighted roles. The discussion on the Sustainable 
Development Goals (SDGs) has started in all LLDCs 
except South Sudan. The majority of governments 
(over 75%) are establishing national coordination 
mechanisms with participation of other partners and/or 
developing national SDG plans or mainstreaming these 
into existing plans, as shown in figure 16. Governments 
from 13 LLDCs are approaching the LLDCs in all of the 
means highlighted in figure 16. 

The SDGs are currently integrated within the NHPSPs 
of 15 LLDCs, with the process of integration ongoing 
in 16 countries, while they are integrated in the CCS 
and/or work plans between WHO and government in 
17 countries, and with process ongoing in 14 LLDCs. 
WHO country offices in 84% of LLDCs are working with 
Parliamentarians towards the attainment of health-
relevant SDGs. This is most commonly in the form 
of advocating for increased prioritization of health-
relevant SDGs or the implementation of international 
commitments, conventions, and legal instruments (over 
70% of countries), as seen in figure 16. The country 
offices in Mongolia and Macedonia are most active in 
this respect, working with Parliaments in all of the 5 
areas highlighted. 

Figure 14: The percentage of LLDC country offices playing roles in relation to the country’s NHPSP (%)

Figure 15: The percentage of WHO LLDC country offices playing roles in 
supporting the implementation of the SDGs (%)

Figure 16: Ways in which LLDC governments are approaching SDG 
implementation (%)
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The country offices in all LLDCs are active in some 
role in leading the processes and/or mechanisms for 
increased multi-stakeholder engagement, with offices 
helping set up national multi-stakeholder consultations 
on SDGs, and/or briefing partners about SDGs in 87% 
of countries. Forty four percent are also engaged in 
conducting stakeholder analysis of key partners based 
on each organization’s competitive advantage. 

Emergency response
Twenty two LLDCs experience either a health emergency 
or outbreak during the survey period. The nature of the 
emergencies for each country can be seen in table 4, 
with multiple countries experiencing more than one 
type of emergency. 

The percentage of country offices providing specific 
types of support to the Ministry of Health (MoH) for 
emergency preparedness and response during the 
survey period is shown in figure 18. Many of the LLDC 
country offices were very active with 16 providing 

all 7 types of support to MoH, and all provided some 
time of support regardless of whether the country had 
undergone an emergency or outbreak during the time 
period. 

Backstopping missions
LLDCs received a total of 1545 backstopping missions 
from staff of different office levels during the survey 
period, as detailed in table 5. These missions accounted 
for 23% of the total number of backstopping missions 
globally during this time. The largest proportion of 
missions were from the regional office, accounting for 
61% of missions.  Regional office missions were the 
least likely to be initiated by the country office, with 
sub-regional missions most likely to follow country 
office initiation. Lao PDR was the most visited country at 
sub-regional and regional office level, receiving 69 and 
107 missions respectively. Malawi received the highest 

Figure 17: Percentage of country offices which are working with 
Parliament in different areas towards the attainment of health-relevant 
SDGs (%)

Figure 18: The percentage of country offices which have provided 
different types of support to the MoH for emergency preparedness and 
response (%)

Table 4: The countries which have undergone different types of health emergencies or outbreaks between January 2015 and 31st October 2016
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number of missions from the headquarters (38), all 
of which were initiated by the country office. A high 
number of visits at regional office level was also seen 
in Paraguay (89), Kyrgyzstan (87, and Tajikistan (78). 
Figure 19 shows the percentage of missions related to 
each area of work, with the number of missions related 
to communicable disease over twice that of the next 
most common mission topic, NCDs.  

Donor Coordination mechanisms
Donor coordination mechanisms for health exist in 78% 
of LLDCs, with them being absent in Armenia, Bhutan, 
Kazakhstan, Mongolia, Swaziland, TFYR Macedonia, and 
Uzbekistan. Of the countries which are eligible for Gavi, 
84% of the respective country offices play a role in the 
support and implementation aspects of grants, and over 
70% were involved in proposal developing, reporting 
and monitoring, or are members of the ICC and/or 
HSCC or equivalent, as seen in figure 20. Twenty three 
LLDC country offices play at least 4 of the highlighted 
roles in relation to supporting the country in accessing, 
implementing and delivering Gavi grants. 

All LLDCs are eligible for global fund grants. The 
percentage of country offices playing roles in providing 
technical support and/or capacity building to countries 
for accessing, implementing and funding grants is 
shown in figure 21. Country offices are most commonly 

a member of the CCM (91%) and have been providing 
technical support in updating disease control strategic 
plans (88%), developing concept notes/proposals (84%) 
or updating disease epidemiology and key intervention 
coverage trends (78%).  The Lao DPR country office is the 
most active in providing support for global fund grants, 
participating in 8 of the 8 highlighted roles in relation 
to Global Fund grants, followed by Burundi, Central 
African Republic, and Mongolia which each participate 
in 7 roles. 

The country offices which act as sub-recipients for 
Global Fund grants are listed by programme in table 
6, with Bolivia’s country office notably acting as a sub-
recipient for each grant programme. 

Table 5: Number of backstopping missions received by LLDCs between 
January 2015 and 31st October 2016

Figure 19: The percentage of backstopping missions received by LLDCs 
between January 2015 and 31st October 2016 by health related topic

Figure 20: Percentage of LLDC country offices playing supportive roles in 
relation to Gavi grants (%)

Figure 21: The percentage of LLDC country offices playing different 
supportive roles in relation to Global Fund grants



10

Cooperation with the United Nations System
There is a Joint National/UN Steering Committee in 59% 
of LLDCs, with MoH participation in 79% of these and 
country office participation in 95%. The head of the 
country office had acted as the Resident Coordinator 
(RC) between January 2015 and 31st October 2016 
in 69% of LLDCs.  There is an Integrated Strategic 
Framework present in 8 LLDCs, with the country 
office participating in 6 of these countries. A UNDAF 
exists in all countries except Central African Republic, 
with health most often incorporated at output level 
(78%), followed by outcome level (75%) and results 
group (72%). Thirteen countries have a UNDAF which 
incorporates health at all four levels, as noted in table 7. 
All LLDC country offices with a UNDAF participated in its 
development, monitoring and evaluation, with just over 
half of countries contributing in-kind to this process.

RMNCH and communicable diseases are the health 
issues most often included in the UNDAF (94%), followed 
by health systems and universal health coverage 
(82%), reflecting the needs which are characteristic of 
developing countries, shown in table 8. All ten of the 
highlighted health issues are incorporated in the UNDAF 
of Bolivia, Botswana, Tajikistan, Zambia, and Zimbabwe. 

The number of LLDC country offices which participate in 
and chair or co-chair thematic/results groups is shown 
by figure 22 below. All country offices are involved at 
least two groups, except the Central African Republic, 

with fifteen being involved in all 10 groups listed. Bolivia 
is most active in terms of chairing/co-chairing, leading 
groups on health, disaster risk reduction and emergency 
preparedness, nutrition/food security, and water and 
sanitation. 

Table 6: WHO country offices which act as sub-recipients for Global Fund grant programmes

Table 8: The number and percentage of countries which include 
selected health issues in their UNDAF:

Table 7: The existence of a UNDAF in LLDCs and how health is 
incorporated

Figure 22: The number of LLDCs which participate and chair or co-chair 
thematic/results groups
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  Over half of LLDC country offices participate in Joint 
Programmes (59%) or a Joint Resource Mobilisation 
Strategy (63%), while 34% participate in a One Fund/
multi donor trust fund, as shown in table 9. Botswana, 

Lesotho, Niger, Moldova, Zambia, and Zimbabwe 
participate in all three of these, while 12 other countries 
are part of at least 2.

Table 9: The number and percentage of countries participating in selected programmes
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