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Foreword
Timor-Leste•s future relies on its children. The Situation Analysis of Children in Timor-Leste (SitAn) is a 
comprehensive report aiming to obtain an overall understanding of Timorese children … the current status of 
their basic rights, the causes of shortfalls and inequities, and the implications for children themselves and the 
country as a whole. The report also provides recommendations for future policies, programmes and actions.

This SitAn intends to offer solid evidence and baseline information to support the operationalization of the Timor-
Leste National Strategic Development Plan 2011-2030, the current Government•s “ve-year (2012-2017) Plan 
including the sectoral “ve-year development plans, and other key national and local planning documents and 
processes. 
 
As the coordinating agency, the Ministry of Finance, in particular the General Directorate of Statistics, led the 
analysis with the support of UNICEF. An Inter-Ministerial Committee played a critical coordination and advisory 
role. The Committee is composed of key representatives of the Ministry of Finance, Ministry of Health, Ministry 
of Education, Ministry of Social Solidarity, Ministry of Public Works, Ministry of Justice, National Commission for 
the Rights of the Child, Secretary of State for Youth and Sports, and Secretary of State for Social Communication.  
The Ministry of Finance wishes to extend its sincere appreciation to UNICEF for providing technical, “nancial 
and administrative support for the analysis. I also would like to express my gratitude to the sectoral ministries, 
development partners and civil society organizations for their cooperation and support in completing the analysis.

The Government of Timor-Leste recognizes that the lives of children have remarkably improved over the past years, 
but signi“cant challenges remain to be overcome. Malnutrition, insuf“cient quality of education, poor sanitation 
and inadequate child protection services, among others, impact severely not only on children•s wellbeing, but 
also on the development of human capital and the country•s long-term socio-economic development. 

I therefore encourage all stakeholders to support the national efforts to enhance children•s rights in Timor-Leste.

Ms. Emilia Pires
Minister of Finance
The Democratic Republic of Timor-Leste
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Message from the Representative of UNICEF in Timor-Leste

The Situation Analysis of Children in Timor-Leste (SitAn) intends to inform planning, programming and decision 
making by pulling together and analyzing all available information and data on children in Timor-Leste from both 
national and international sources. 

The Report captures the signi“cant progress the country has made in enhancing children•s survival, development 
and protection. For instance, Timor-Leste has largely reduced its child mortality rate from 125 deaths per 1,000 
live births in 2002 to 64 in 2009. This is one of the biggest reductions in the world. Timor-Leste has also 
sharply increased primary school net enrollment rate from 64 per cent in 2005 to 94 per cent in 2009. These 
signi“cant achievements show that in a peaceful and stable development environment, with strong political 
commitment and concrete actions, Timor-Leste can quickly enhance children•s rights. 

While congratulating Timor-Leste on the remarkable progress made, it is recognized that enormous challenges 
remain ahead. The Report reveals that huge gaps persist in improving children•s nutritional status, particularly 
in reducing stunting among children under “ve years old, providing pre-school learning opportunities and 
improving the quality of basic education, expanding  access to improved sanitation facilities, and enhancing 
hygiene practices. Unless urgently addressed, these gaps will undermine the country•s future development 
potential and national competitiveness.

The Government of Timor-Leste is highly committed to the survival, development and protection of children. 
Human capital development is one of the four pillars of the National Strategic Development Plan 2011-2030 
and the Fifth Constitutional Government Programme. This strong political commitment needs to be continuously 
translated into evidence-based plans, programmes and actions supported by suf“cient public resources. In 
doing so, this report provides the evidence available up to date.

UNICEF, the United Nations Children•s Fund, was very pleased to work with the Ministry of Finance in 
developing this Report. UNICEF also appreciates the excellent cooperation with all Government entities that 
have provided essential support for the development of this report, as well as development partners.

The path forward to sustainable development in Timor-Leste is to empower its children. Healthy and well-
educated children will be better prepared and ready to lead the country forward.

Ms. Hongwei Gao
UNICEF Representative in Timor-Leste
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Key facts
Of“cial Name 
República Democrática Timor-Leste (RDTL) 

Capital 
Dili 

Administrative Divisions 
Timor-Leste is divided into 13 administrative districts 
(Ainaro, Aileu, Baucau, Bobonaro, Covalima, Dili, 
Ermera, Lautem, Liquica, Manatuto, Oecusse, 
Manufahi, Viqueque), which are subdivided into 65 
subdistricts, 442 sucos (villages), and 2,228 aldeias 
(hamlets). 

Population  
1.066 million (in 2010)

Geography
The country consists of the eastern portion of the 
island of Timor and includes the enclave of Oecussi 
(also known as Ambeno; 2,500 square kilometres) 
and the islands of Atauro (144 square kilometres) 
and Jaco (8 square kilometres). 

Part of the Malay Archipelago, representing the 
largest and easternmost of the Lesser Sunda Islands. 

The area of the country is approximately 14,874 
square kilometres, or 1,487,000 hectares with a 
total length of approximately 265 kilometres and a 
maximum width of 97 kilometres.1

Currency  
United States Dollar 

Religions  
Catholic (97 per cent), Protestant Christian 
(2 per cent), Other (including Muslim, Buddhist) 
(1 per cent), Animism (widespread general underlay 
to all religious groups).2 

Languages
Tetun and Portuguese (of“cial languages); English 
and Indonesian (working languages) and about 30 
other local languages.

Life expectancy
62 years3  

Government  
The Constitution of the Democratic Republic 
of Timor-Leste provides for a Semi-Presidential 
System of government, with the President as the 
Head of State and the Prime Minister as 
the Head of the Government. The Legislature is a 
unicameral assembly, the National Parliament. 

Current President
Taur Matan Ruak
       
Current Prime Minister
Kay Rala •Xanana• Gusmão 

Gross Domestic Product
GDP 4 (2011, nominal, billion): US$ 5.8
Oil: US$ 4.7 billion
Non-oil: US$ 1.1 billion

1. Timor-Leste: Country Environmental Analysis, World Bank,  July 2009

2. 2010 Census

3. Ibid

4. Timor-Leste National Accounts 2000-2011
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Executive 
summary
Timor-Leste has changed dramatically. Since its 
independence of slightly more than a decade 
ago, it has moved from a post-con”ict country to 
a lower middle income developing country. As the 
country experienced socio-economic and security-
related progress in recent years, the situation 
of children in Timor-Leste has also gradually 
improved. 

Nonetheless, there are major challenges still 
affecting children in Timor-Leste. A comprehensive 
situation analysis on children is imperative to 
ensure evidence-based actions that address the 
remaining challenges within the changing context 
of the country. 

This Situation Analysis of Children (SitAn) provides 
an overview of children•s rights to health and 
nutrition, water, sanitation and hygiene, education, 
protection, and participation, with a special focus 
on disadvantaged children and their families. 

The analysis identi“es key progress and persisting 
child deprivations, and explores the immediate 
and underlying causes of issues relating to supply, 
demand and quality of services which affect the 
equitable achievement of children•s rights in Timor-
Leste. The basic enabling environment for the 
improvement of children•s lives is also discussed. 

The SitAn aims to increase awareness and 
understanding of child development issues in the 
country and supports the implementation of the 
Fifth Constitutional Government•s Programme 
(2012-2017), the National Strategic Development 
Plan (2011-2030) and other key national plans.

Key achievements in child 
development in Timor-Leste 
Timor-Leste is one of seven high mortality countries5 
that have already met the MDG on the reduction of 
under-“ve mortality rate by at least two-thirds since 
19906. Timor-Leste has achieved a remarkable    
50 per cent reduction in U5MR.  National household-
based surveys found that the U5MR declined from 
125 deaths per 1,000 live births in 20027 to 64 in 
20098, which is well below the national MDG target 
of 96. Similarly, the infant mortality rate (IMR) - the 
probability of children dying before their “rst birthday, 
declined from 88 per 1,000 live births in 20029 to 45 
in 200910, way below the target of 53.

Although Timor-Leste is still among the countries 
with higher levels of under nutrition among children 
under “ve years of age, progress has been made to 
improve the nutritional status of the population.  
Comparison between the 2009-2010 TLDHS data 
and the preliminary data from the 2013 Timor-Leste 
Food and Nutrition Survey shows that for children 
under “ve years of age, prevalence of stunting 
declined from 58.1 per cent to 51.9 per cent; wasting 
decreased from 18.6 per cent to 10.8 per cent; and 
underweight dropped from 44.7 per cent to 38.1 per 
cent.

5. High mortality is de“ned as U5MR of 40 or more deaths per 1,000 

live births in 2012. List of countries: Bangladesh, Ethiopia, Liberia, 

Malawi, Nepal, Timor-Leste and the United Republic of Tanzania.

6. UNICEF (2013) Committing to Child Survival, a Promise Renewed, 

Progress Report 2013, New York: UNICEF.

7. UNICEF (2003) Multiple Indicator Cluster Survey 2002, Dili: UNICEF 

Timor-Leste.

8. Democratic Republic of Timor-Leste and ICF Macro (2010) Timor-

Leste Demographic and Health Survey 2009-2010.

9. UNICEF (2013) Multiple Indicator Cluster Survey 2002, Dili: UNICEF 

Timor-Leste. 

10. Democratic Republic of Timor-Leste and ICF Macro (2010) Timor-

Leste Demographic and Health Survey 2009-2010. 
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Timor-Leste is on track to achieve the MDG 
target on improved drinking water.   According to 
the 2010 Census, 66 per cent of the households 
had access to clean drinking water in 2010. 

The global Joint Monitoring Programme (JMP) for 
water and sanitation estimated that by 2011, 69 per 
cent of population in Timor-Leste had accessed safe 
drinking water, a 15 per cent increase since 2000.

Signi“cant progress has been made in access 
to basic education with the achievement of a  
primary (grade 1-6) net enrolment rate (NER) 
of 94 per cent  with gender equality in 2010 11 as 
compared to only 64 per cent in 2005.12 This is 
remarkable as the entire education system has been 
rebuilt from its foundations. 

The establishment of a National Commission on 
the Rights of the Child  with a clear mandate to 
promote and monitor children•s rights is a critical step 
forward in advancing children•s rights in Timor-Leste.  

Major issues, challenges      
and disparities
Timor-Leste remains one of the countries with 
the highest prevalence of stunting among 
children who are under “ve years of age.  Further, 
about 27.2 per cent of women in Timor-Leste have a 
body mass index (BMI) of less than 18.5, indicating 
under-nourishment ,13 15 per cent have short stature, 
and 21.3 per cent are anaemic, which perpetuate the 
cycle of under-nutrition.14

Child mortality is still high in Timor-Leste.  Each 
year, around 1 in 16 children dies before his/her 
“fth birthday (64 deaths per 1,000 live births).15 
Only two districts (Dili and Baucau) have an U5MR 
that is lower than the national average. Neonatal 
mortality (child death within 28 days after birth) is 

high at 22 deaths for every 1,000 live births and 
has remained un-changed since 2003.16 Neonatal-
related conditions, pneumonia, diarrhoea and malaria 
are major immediate causes of child deaths. 

Moreover, with a maternal mortality ratio (MMR) of 
557 deaths per 100,000 live births,17 Timor-Leste 
is off track on the MDG target on maternal 
mortality. 18 About 42 per cent of all deaths among 
women aged 15-49 years were due to risks 
associated with pregnancy and child birth.

Timor-Leste is off-track to meet the MDG target 
on sanitation.  The 2010 Census shows that only 
39 per cent of households had access to improved 
sanitation facilities, an increase of only 2 percentage 
points since 2000. About 8 per cent of urban 
households and 37 per cent of rural households 
still practice open defecation. 

Schools in Timor-Leste lack adequate WASH 
facilities.   Nearly half (46 per cent) of the 1,259 
primary schools in Timor-Leste do not have access to 
improved water sources and 35 per cent lack basic 
sanitation facilities.19 Likewise, the minimum standard 
for Health Posts requires 24-hour access to clean 
running water, but more than 50 per cent of rural 
Health Posts in Timor-Leste lack access to this basic 
facility. 

High repetition rate, over-age and poor learning 
achievements are key challenges in education.  
About 30 per cent of students in grade one had to 
repeat the “rst year of school.20 Children repeating 
the same grades, along with children who are 
never enrolled and children dropping out of school, 
constitute key challenges for achieving universal 
completion of basic education. Further, only 32 per 
cent of students were at the of“cial school age when 
entering the “rst grade. The Early Grades Reading 
Assessment (EGRA) in 2010 also found that more 
than 70 per cent of students at the end of grade 
one could not read a single word of a simple text 
passage. 
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The lack of school readiness contributes to the 
existing challenges of students repeating grades 
or dropping out of school at primary levels. 
School readiness can be increased through quality 
pre-school education. However, according to the 
preliminary data collected by the National Directorate 
of Pre-school Education, the Gross Enrolment Rate 
of pre-school education is only about 14 per cent  
as of February 2013. 

Children with disabilities, adolescent mothers, 
working children and orphaned children face 
the greatest risk of not obtaining education.  
Speci“cally, the 2010 Census indicates that only 
59 per cent of children aged 6-14 years old with 
disabilities were attending school, as compared to 
77 per cent among all children in this age group. 
Also, very limited inclusive education practices are 
exercised to support their learning.  Further, almost 
half (47.9 per cent) of teenage mothers (15-19) 
years old in Timor-Leste had left school as opposed 
to only 12.8 percent of all young women. Only one-
third (35 per cent) of working children (10-14) years 
old were still in school, as compared to 92 percent of 
all children aged 10-14 years old. Only 66 per cent 
of 10-14 years old orphans attended school while 87 
per cent of children with parents did.  

Domestic violence is widely recognized as a 
serious issue in Timor-Leste affecting women 
as well as children who are both witnesses and 
victims. Data from the 2009-2010 TLDHS show 
that approximately 38 per cent of women aged 
15-49 years and 30.8 per cent of women aged 15-
19 years had experienced physical violence since 
the age of 15. About 3.4 per cent of women aged 
15-49 years and 2 per cent of women aged 15-19 
years reported that they had experienced sexual 
violence since the age of 15. Very limited information 
and reliable data is available on violence against 
children in Timor-Leste, However several studies 
have highlighted widespread practice of corporal 
punishment (or physical violence) as a way for 
disciplining children both at home and in school. 

Children without parental care is another issue of 
concern. In 2009, nearly one in four (23 per cent) of 
households had orphans (1.6 per cent had no parents 
and 9.4 per cent had only 1 living parent) or foster 
children (17.4 per cent) under the age of 18.21 Kinship 
care is a widespread traditional practice in Timor-Leste. 
While generally a positive practice, especially if children 
are cared for by immediate family members, the limited 
monitoring by protection services renders children at 
risk of abuse and exploitation. Institutionalisation of 
children is the exception rather than the rule in Timor-
Leste. However, there are 59 residential care facilities 
in Timor-Leste and none of these are formally licensed 
to provide care or protection to children.

Causes of deprivation
The limited coverage of quality basic social 
services is the main cause of deprivations 
of children and a major obstacle to child 
development in Timor-Leste.   

Appropriate care for children is a continuum of support 
services that starts from pre-pregnancy until the 
child is 18 years old. It is along this continuum that 
key opportunities exist for the delivery of lifesaving 
interventions. 

11. 2010 Education Statistical Yearbook

12. EMIS 2010

13. BMI Categories: Underweight (<18.5), Normal weight (18.5…24.9) 

and Overweight (25…29.9).

14. TLDHS 2009-2010

15. Ibid.

16. TLDHS 2003 and 2009-2010.

17. TLDHS 2009-2010

18. According to UN data (WHO, UNICEF, UNFPA and The World 

Bank, • Trends in maternal mortality: 1990 to 2010  estimatesŽ) 

MMR was 300 deaths per 100,000 live births in 2010.

19. Democratic Republic of Timor-Leste (2012) National Stocktake 

of School Facilities and Equipment in Basic Education Schools in 

Timor-Leste, Dili: Ministry of Education.

20. EMIS 2010

21. TLDHS 2009-2010.
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It is shown that the coverage of relevant 
interventions is still relatively low. For instance, 
according to the 2009-2010 TLDHS, only 22.3 per 
cent of women of reproductive age (15-49 years old) 
use contraceptives before pregnancy. Slightly over 
half (55.1 per cent) of pregnant women received 
professional antenatal care more than four times 
during pregnancy, and less than one-third (29.9 per 
cent) had skilled attendance during delivery. 

Further, only one-third of mothers received 
professional postnatal care (31 per cent). Only a little 
over half (52 per cent) of infants less than 6 months 
of age are exclusively breastfed. Immunisation to 
protect infants from communicable diseases is a 
challenge with only around 60 per cent receiving a 
routine dose of measles vaccine; and about two-
thirds (64 per cent) of children 12-23 months old 
receiving their third dose of DTP3 vaccination. 

While primary school enrolment increased 
signi“cantly, access to pre-school and secondary 
school education is still challenging. Out of 142 pre-
schools available for the 2007/2008 school year, 53 
are private or community-supported schools.22 Most 
of the existing pre-schools are concentrated in urban 
areas. There are only 85 secondary school facilities 
available in the country, also concentrated in urban 
areas.

Provision of direct services for children at risk or child 
victims of abuse, neglect, violence and exploitation 
is still limited. The overwhelming majority of service 
provision is based in Dili and is directed towards 
victims of domestic and gender-based violence. 
These programmes almost exclusively target women 
and girls. It appears that violence against boys is 
more widely tolerated and there are very limited 
speci“c services available to support them. 

There are no targeted strategies or specialised 
services for children in con”ict with the law in Timor-
Leste. While a handful of NGOs provide minimum 

support for children in prison, the case management 
role of the Child Protection Of“cers (CPOs) remains 
limited. Access to justice including courts and 
lawyers is not available in all districts.

Insuf“cient supplies and commodities, and 
inadequate supply management are key 
bottlenecks for quality service delivery. 

A joint review supported by the UNICEF Regional 
Of“ce in 2012 23 found that, as compared to existing 
needs, the stock available for essential commodities 
is only 20 per cent for assisted delivery and neonatal 
care, 10 per cent for Prevention of Mother-to-Child 
Transmission of HIV (PMTCT) and 5.6 per cent for 
oral rehydration salt with zinc. The Effective Vaccine 
Management (EVM) assessment conducted in 2011 
identi“ed weaknesses in procurement planning and 
supply chain maintenance. Shortage of essential 
drugs and ambulance fuel for transporting pregnant 
women to health facilities are reported frequently. 

A shortage of classrooms is one of the most 
frequently voiced problems by school directors and 
teachers. Many schools with classroom shortages 
often schedule shifts to accommodate the students. 
Only 65 per cent of primary schools have toilet 
facilities and water is available in 54 per cent of 
schools.24 School furniture such as desks and chairs 
is insuf“cient. Availability of textbooks, particularly 
in Tetun, is still very limited. Shortage of effective 
teaching aids and learning materials compound 
dif“culties in effective teaching-learning.

Insuf“cient amount, skills and misdistribution 
of human resources and facilities result in poor 
quality basic social services. 

The availability of nurses and midwives is only 50 
per cent of what is required at the national level and 
even worse (estimated to be 10 to 15 per cent) in 
the low performing districts.25 At the facility level, 
the misdistribution of doctors and nurses results in 
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the concentration of medical staff in urban medical 
facilities and insuf“cient staff in rural and peri-urban 
areas.26  

Nationally, only 40 per cent of teachers meet the 
national quali“cation standards.27 There had been 
a signi“cant number of volunteer teachers without 
adequate quali“cations and training opportunities 
until 2013, who have been converted to temporary 
contracted teachers in 2014 to be paid by the 
government. Limited contact time between teachers 
and pupils and limited time on school tasks are 
some of the immediate causes of poor learning 
performance. Further, the lack of teachers• capacity 
in the of“cial languages (Tetun and Portuguese) 
of instruction hampers the effectiveness of the 
teaching-learning process. 

There are only 26 Child Protection Of“cers (CPO) 
at the district level and 64 Social Animators at the 
sub-district level. The CPOs are limited to dealing 
with only the most severe cases brought directly to 
them. They lack professional social work training to 
ensure the provision of adequate services to child 
victims of abuse, neglect, violence and exploitation. 
Although the Social Animators are stationed in the 
sub-districts, their capacity and scope for dealing 
with families at risk - and preventing escalation of 
problems - remains limited. The capacity of police to 
conduct investigations in cases of child abuse needs 
further attention and there are only limited child-
sensitive judicial procedures in place. 

Gaps in knowledge, attitude and behaviours 
in”uenced by social norms, culture and local 
practices contribute to the lack of demand for 
accessing social services.

The total fertility rate in Timor-Leste is among the 
highest in the world with a woman giving birth to 5.7 
children on average during her lifetime.28 The median 
number of months since the preceding birth is 29. 
Further, the 2009-2010 TLDHS indicates that 7.7 

per cent of girls aged 15-19 had been married or in 
union, and about 7.2 per cent of them had already given 
birth or were pregnant with their “rst baby. Knowledge 
and skills of care providers and families are limited. The 
2009-2010 TLDHS shows that only 52 per cent of 
infants aged 0-6 months are exclusively breastfed; and 
only 31 per cent of children 6-23 months receive timely 
and appropriate complementary feeding. Some adverse 
traditional health prevention, treatment, birth delivery 
and newborn care practices are still widespread. 

Regarding sanitation, 80 per cent of the mothers 
dispose of babies• faeces unsafely,29 and open 
defecation (OD) is widely practiced with 29 per cent 
of the population not using any kind of latrines. Hand 
washing with soap was reported at 20.4 per cent 
before preparing food and only 1.6 per cent after 
touching faeces.

There are perceived low returns on family investment 
in education and its links to employment. The current 
curriculum is not fully relevant and age-appropriate, and 
does not provide suf“cient practical life- and livelihood-
skills to meet the fast-changing demands of the 
modern world. Limited contact hours (four hours per 
day) and time on tasks, compounded by limited parents• 
support at home also hamper effective learning. 

22. National Education Strategic Plan 2011-2030.

23. Joint review on bottleneck analysis in 2012, supported by the 

UNICEF EAPRO (Internal report), Dili: UNICEF Timor-Leste.

24. Democratic Republic of Timor-Leste (2012) National Stocktake 

of School Facilities and Equipment in Basic Education Schools in 

Timor-Leste, Dili: Ministry of Education.

25. Joint review on bottleneck analysis in 2012, supported by the 

UNICEF EAPRO (Internal report), Dili: UNICEF Timor-Leste.

26. Ibid.

27. EMIS 2010

28. 2009-2010 TLDHS

29. Knowledge Attitude and Practice (KAP) baseline survey (2011) 

for EU-UNICEF joint WASH Project.
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Social practices, such as bride price and traditional 
systems of justice and con”ict resolution, are 
impediments to protecting children against violence, 
exploitation and abuse. Family involvement in 
marriages and family pressure not to take issues of 
abuse and violence outside the family compound 
is an issue. Traditional ways of resolving con”icts 
or crimes perpetrated against children are still very 
much the norm in Timor-Leste. 

Basic enabling environment
Timor-Leste is a small and a newly independent 
country with nearly half of its population (half a 
million) being children under 18 years. About 70 per 
cent of people live in rural areas. 

The population growth rate decreased from 3.2 
per cent in 2004 to 2.4 per cent in 2010, 30 but is 
still among the highest in Asia.  At the current rate 
of growth, the population is expected to reach 1.2 
million in 2015, 1.4 million in 2020 and double by 
2039.

Timor-Leste inherited institutions of the state and 
society, local businesses and economy, and physical 
infrastructure in ruins when independence was 
restored in 2002. Enormous progress has been 
made since then with the country experiencing 
social and political stability since 2008, after years of 
con”ict. 

The National Strategic Development Plan (SDP) 
for 2011-2030  provides a long-term vision for the 
country•s further development and focuses on four 
key areas: social capital; economic development; 
infrastructure; and institutional framework.  The 
SDP also serves as the basis of the “ve-year 
government plan (2012-2017). The recently 
launched new Development Policy Coordination 
Mechanism (DPCM), led by the Prime Minister, 
aims at operationalizing the SDP and “ve-year 

plan while ensuring maximum coordination among 
all stakeholders towards the achievement of the 
identi“ed targets. 

The Government has recently accelerated the 
decentralization  agenda at the district level with the 
target of achieving administrative de-concentration 
by 2016. It is expected that the de-concentrated 
structure •will be better placed to deliver appropriate 
services to local citizensŽ.31 Signi“cant risks need 
to be carefully pondered and addressed, to be 
able to harvest the immense opportunities that 
decentralization brings about for the country.

Timor-Leste is currently a lower-middle income 
country with a GNI per capita of $3,670 in 2012,32 
aspiring to become upper middle-income by 2030. 
Rapid growth has been accompanied by high 
in”ation, which has reached double-digit “gures. 
In”ation in the price of certain goods, in particular 
food, reduces people•s purchasing power, forcing 
them into cutting spending for basic services with 
negative implications for children•s development and 
wellbeing.

Considerable oil revenues have allowed an 
expansionary “scal policy since 2005. The 
government•s investment strategy has strongly 
focused on major infrastructure  to develop the 
non-petroleum economy and establish the basic 
foundation for the country•s long term development. 

In the past years, the actual amount of 
investment in key social sector ministries has 
considerably increased , tripling from less than 
US$100 million in 2008 to almost US$300 million 
in 2012, thanks to increasing oil revenues. However, 
in 2013 this amount reduced to US$265 million. 
Further, social expenditure has declined as a 
share of the total government budget  over time. 
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In 2014 the Ministries of Health and Education 
were allocated only about 4.8 and 9.2 per cent 
(CFTL and Infrastructure Fund) of the total national 
budget, among the lowest allocations in the East 
Asia and Paci“c region. 

The lack of employment still represents a critical 
issue in the country with only slightly more than 
half (54 per cent) of the labour force (15-64 
years old) found to be economically active  (i.e. 
either employed or seeking a job) in 2010.34 Over 
90 per cent of the economically active population 
was employed, with however a large share being 
considered •vulnerableŽ, i.e. 80 and 27 per cent in 
rural and urban areas respectively. Young people•s 
unemployment rate is higher than the general labour 
force population (24 per cent of 15-24 against 9.5 
per cent in the general population).35

Child deprivations are still severe in Timor-
Leste. While children living in rural areas and poor 
families with lower educated mothers are generally 
more disadvantaged, the SitAn found that for many 
development indicators, signi“cant development 
challenges are common nationwide. For instance, 
even the children under “ve years of age belonging 
to the highest quintile suffer from high levels of 
stunting, wasting and underweight. 

Children continue to be particularly vulnerable 
to the effects of natural disasters and climate 
change, ranging from direct physical impacts, 
due to heavy rains, extreme temperatures etc., to 
impacts on their education, psychological stress 
and nutrition. While these environmental challenges 
have been largely localised, these events typically 
have negative effects on the people of Timor-Leste 
and on children in particular as families rely heavily 
on domestic food production and the existing poor 
infrastructure. 

Timor-Leste is party to most human rights 
and humanitarian law treaties.  Re”ecting the 
Government•s commitment to the rights of children 
and the implementation of the Convention on the 
Rights of the Child (CRC) in September 2009, the 
National Commission on the Rights of the Child 
(NCRC) was established as the government agency 
responsible for promoting, protecting and monitoring 
children•s rights under the Ministry of Justice. The 
combined 2nd and 3rd State Report on the CRC, 
OPAC and OPSC was submitted in November 2013.

Sectorial policies and strategies have been put 
in place but still require speci“c action plans for 
implementation.  Some of the policies developed 
or being developed include the National Maternal, 
Newborn and Health Development Strategy; the 
National Nutrition Strategy; the National Framework 
for Pre-school Education; the National Basic 
Sanitation Policy, and the Child and Family Welfare 
System Policy. However, these policies require 
translation into costed action plans. Overall, the 
linkage between development planning targets 
and budgeting needs to be improved, and budget 
allocations to districts appear not to be based on 
solid evidence and thorough planning. Management 
and coordination mechanisms in social sectors all still 
need to be strengthened. 

Monitoring and evaluation remains a challenge.   
Timor-Leste has developed signi“cant capacity 
in conducting surveys and is implementing a 
comprehensive household-based survey plan under 

30. Census 2010

31. Government Five-Year Plan 2012-2017

32. World Bank Development Indicators (2012).

33. Timor-Leste Budget Transparency Portal (data on executed 

expenditure).

34. Democratic Republic of Timor-Leste and UNFPA (2012) 2010 

Timor-Leste Population and Housing Census: Labour Force 

Monograph, Dili, Timor-Leste: National Statistics Directorate 

(NSD) [Ministry of Finance] and UNFPA.

35. Census 2010.
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the General Directorate of Statistics of the Finance 
Ministry, including the Timor-Leste Population 
and Housing Census, Demographic and Health 
Survey (TLDHS), Survey of Living Standards (SLS), 
Household Income and Expenditure Survey and 
others. These surveys have provided comprehensive 
and disaggregated data and analysis. The current 
challenge is how to make effective use of the 
information to support national planning, budgeting, 
monitoring and reporting.

The Government has showed increasing interest in 
collecting real-time data and information to support 
annual planning. Currently the Health Management 
Information System (HMIS), the Education 
Management Information System (EMIS) and other 
sectoral administrative data collection systems require 
signi“cant improvement in terms of data quality and 
timely reporting. Signi“cant capacity gaps in data 
analysis and use of data have been acknowledged 
and started to be addressed.

Opportunities for action
€    To put children at the core of national 

development to ensure a supportive 
environment for child development.  The 
speci“c needs of children should be considered 
a top priority in legislation, policy making and 
budgeting, as they directly link to human 
capital creation and long-term socio-economic 
development. 

€    To take advantage of the ample “scal space 
generated by the country•s vast natural 
resource endowment to increase and 
improve investments in children in Timor-
Leste. Speci“cally, it is recommended to increase 
“nancing for social sectors; earmark budget for 

child-related programmes and spending units at 
national and district levels; allocate budget based 
on the level of deprivation of children in different 
areas; and promote evidence-based and result-
oriented planning and budgeting. Strengthening 
institutional capacity on executing “nancial 
resources in the social sectors is also paramount 
to improve the effectiveness and ef“ciency of 
public resources to produce enhancements in 
human and child development.

€    To implement high impact interventions for 
children. Particular attention should be focused 
on improving nutrition, and maternal and child 
health. Pre-school education should also be a high 
priority to help reduce repetition and drop-out, 
and improve learning outcomes and the quality of 
education. Improving water and sanitation access 
at home, in the community, at school and in health 
facilities is paramount. Equally important is to 
further develop a comprehensive, integrated child 
and family welfare system and a child sensitive 
justice system. 

€    To enhance the quality of social services 
through improved governance, institutional 
and human capacity development, and 
improvement of supply provision and 
management. Institutional capacity assessment 
should be the basis for supporting human resource 
development. Training needs to be institutionalised 
based on competency and nationally-approved 
guidelines and training materials. Institutional 
human resource management should be 
strengthened including performance assessment 
and incentive mechanisms. The distribution of 
human resources and supplies should consider 
existing disparities and explicit policy and incentive 
measures should be introduced to “ll in human 
resource gaps in rural areas.
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€    To improve management and coordination 
among social sectors and improve 
institutional capacity on evidence-based 
planning, budgeting, monitoring and 
reporting.  The national level coordination among 
ministries, and the district and community level 
planning and monitoring needs to be integrated, 
strengthened and linked with the decentralisation 
process. Regarding the latter, management 
capacity for local authorities and service providers 
needs to be built.

€    To ensure a robust monitoring and 
information system is in place. This will provide 
accurate and timely data and information as 
evidence for policy discussion, decision making, 
planning, budgeting, monitoring and reporting.  
Mechanisms for real-time data collection and 
use of new technologies have great potential to 
support the improvement of national systems. 
Capacity building of both national and local staff 
on data analysis and use of data requires more 
investment and will improve the effectiveness 
and ef“ciency of the national development 
programmes.

€    To increase public demand of social 
services through the promotion of optimal 
behaviour and practices on health, nutrition, 
sanitation, education, and child protection 
at all levels. Further, the existing community-
based approaches and mechanisms, such as 
Mother Support Groups in health, Community-Led 
Total Sanitation (CLTS) and hygiene promotion 
in WASH, and Parent-Teacher Associations 
and others need to be strengthened. Linkages 
among these community networks need to be 
established to maximise synergy and impact. 
There is also a need to enhance child care. 
Families and caregivers need to increase their 
knowledge, improve their attitudes and change 
their practices to ensure that best interests of 
children are met.

€    To encourage child and youth participation 
and develop proper mechanisms to allow 
their voice to be heard.  The Youth Parliament 
is a good practice and its value has been 
recognised regionally. Life-Skills-Based Education 
and civic education for adolescents and young 
people to mitigate risks of violence and develop 
responsive new generations for Timor-Leste 
should also be strengthened.
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Introduction
The situation of children in Timor-Leste has 
improved although there are on-going challenges. 
Socio-economic and security-related progress 
indicates Timor-Leste•s dynamic changing 
context that requires evidence-based action 
to address the remaining challenges affecting 
children in Timor-Leste. This is precisely why this 
comprehensive Situational Analysis of Children is 
important. The Analysis will increase awareness and 
understanding of child development issues in Timor-
Leste, and support the implementation of the Fifth 
Constitutional Government Programme (2012-2017) 
and the National Strategic Development Plan (2011-
2030). 

Because Timor-Leste is strengthening social 
inclusion in its policies, programmes and 
advocacy agenda, this analysis has made efforts 
to utilise an equity perspective.  Global experience 
indicates that the dif“culty encountered in providing 
the most deprived population groups with basic 
services essential for their wellbeing and ensuring 
conditions that enable them to lead a life of dignity is 
detrimental to human rights and overall development. 
While the situation analysis aims to assist with the 
prioritisation of the most critical children•s rights issues 
in policies, plans and programmes, the equity-focus 
seeks to identify the most deprived communities and 
children in terms of health care, water and sanitation, 
education, protection, and other essential services so 
that the causes and manifestations of deprivation may 
be addressed.   

A children•s rights agenda with an equity-focus is 
particularly relevant for Timor-Leste as the country 
seeks to strengthen its social development 
policies and infrastructure, and hasten the 
progress towards the Millennium Development 
Goals (MDGs). 

Timor-Leste is a new nation of young people, 
having only gained independence in 2002 through 
a protracted and violent struggle after more than 
“ve centuries of colonisation and occupation. The 
socio-economic and political scenario of Timor-
Leste changed drastically in the last few years, 
having an impact on the lives of people, particularly 
children who comprise 48 per cent of the 
population.36 In looking at the situation of children, 
it is essential to acknowledge this history and its 
rami“cations on society today. The country context 
shapes the lives of its children and determines 
their levels of vulnerability to deprivation. A fresh 
assessment of the progress made, the unful“lled 
agenda and the challenges ahead are therefore 
called for.

The report is divided into chapters as follows:

Chapter 1: The rights of children and women are 
realized when the overall context is conducive. The 
“rst chapter reviews the demographic, political, 
social, and economic environments in Timor-Leste, 
which in”uence children signi“cantly.  

Chapter 2-6: These are the thematic chapters, 
devoted to analyse the key issues affecting 
children, namely maternal and child health (Chapter 
2), nutrition (Chapter 3), water, sanitation and 
hygiene (WASH) (Chapter 4), education (Chapter 
5), and protection (Chapter 6). Each chapter has 
the following components: situation overview, 
including status, progress and disparities; causality 
analysis; and opportunities for action. 

Youth and adolescents are recognized as a crucially 
important group and therefore mainstreamed in the 
analysis. Further, Annex 1 is speci“cally devoted to 
this population group.

Finally, although the focus is on children (under 18 
years), it is noted that children and women•s issues 
are closely inter-linked and must be approached as 
such.
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Methodology
The analysis follows a Human Rights-Based Approach 
(HRBA) to assess the current situation of children 
in Timor-Leste. In this light, the various sections of 
children•s wellbeing are examined through equity 
focused-lens, as previously mentioned. Special 
attention is given to the poorest children and 
deprivations due to age, gender, disability, rural and 
urban residence and other inequities.

The HRBA applies to the analysis of the immediate, 
underlying and structural causes of shortfalls and 
disparities to identify restrictions affecting the 
following:

€    Enabling environment (legislation and policy; social 
budgeting and expenditure; management and 
coordination, and social norms);

€   Supply or provision of services (availability 
of essential supplies and inputs, and access 
to adequate staffed services, facilities and 
information); 

€    Demand (“nancial access; social practices and 
beliefs; and continuity of use of services); and

 €   Quality of services for children and women.        

Gender equality analysis is mainstreamed to 
understand the in”uence of societal gender concepts 
and practices on the full realization of the rights of 
children.

The Situation Analysis relies primarily on secondary 
sources of information on children•s rights in Timor-
Leste, including the recently released data and 
monographs from the Population and Housing Census 

2010, Demographic and Health Survey 2009-10, 
Labour Force Survey 2010, management information 
systems of ministries and qualitative information 
generated by recent studies. The unavailability of 
more recent data represents a limitation for the 
Analysis.

Wide participation was ensured through the 
engagement of relevant stakeholders, particularly 
through the Situation Analysis Technical Committee 
set up in December 2012. This brings together key 
government of“cials from all relevant ministries and 
is chaired by the Director General of Statistics of 
the Ministry of Finance (Annex 4).  Involvement of 
development partners and civil society was ensured 
during the process, most notably through the peer 
review mechanism.

36. Government of Timor-Leste (2010) Timor-Leste Population and 

Housing Census, Dili: NSD, Ministry of Finance.
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Timor-Leste is a young country with nearly 
half of the population below 18 years. As 
a signi“cant component of the population, 
the issues and concerns of children affect 
the development agenda of the country.  

Recognising that the rights of children can 
be essentially realised within the broader 
context of the state, society, community and 
family, the following chapter focuses on the 
demographic, political, social and economic 
environment in Timor-Leste.

Country 
context
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1.1 Demography
Children, de“ned as individuals below the age of 
18 years by the Convention on the Rights of the 
Child, constitute 48 per cent of the population 
in Timor-Leste. Out of a total of 515,000 children, 
over 150,000 are under “ve and 180,000 are 
primary school age children. Over 68 per cent of 
the population is under 30 years, with those aged 
15-24 amounting to over 200,000 (Figure 1.1). The 
total population of Timor-Leste was 1.066 million in 
2010, after an increase of 143,000 from 2004 and 
279,000 from 2001.37Around 240,000 women are of 
reproductive age (15-49 years old).

The total fertility rate declined from 6.6 in 2004 
to 5.7 births per woman in 2009-10 38, implying that 
on average a Timorese woman is expected to deliver 
5.7 children during her life. 

The population growth rate decreased from 3.2 
per cent in 2004 to 2.4 per cent in 2010, but is 
still among the highest in Asia.  At the current rate 
of growth, the population is expected to reach 1.245 
million in 2015, 1.425 million in 2020 and double by 
2039 (Figure 1.2).39  

Figure 1.1: Population pyramid
Source: Democratic Republic of Timor-Leste and UNFPA (2010) Timor-Leste Population and 
Housing Census 2009-10, Dili: National Directorate of Statistics (NSD) [Ministry of Finance].
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Figure 1.2: Population size (1980-2020)
Source: Democratic Republic of Timor-Leste and UNFPA (2012) 2010 Timor-Leste Population and Housing Census: Migration and Urbanization 
Monograph, Dili, Timor-Leste: National Statistics Directorate (NSD) [Ministry of Finance] and UNFPA. * Population data for 2011-2020 are projections. 
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Women in rural areas tend to have, on an average, 
one child more than urban women (6 compared to 5 
births per woman).40 While high fertility is prevalent 
in all age groups in rural areas, in urban areas the 
number of younger women (20-24 years) opting to 
have fewer babies is now growing. The rural-urban 
difference in fertility is most pronounced for women 
aged 20-24 (236 births per 1,000 women in rural 
areas versus 187 births per 1,000 women in urban 
areas). There are considerable differentials in fertility 
among districts, ranging from as low as 4.4 births 
per woman in Covalima to 7.2 births per woman in 
Ainaro.41

About 70 per cent of the population lives in 
rural areas and the urban population is mostly 
concentrated in the capital Dili.  Urbanisation is 
indicated by the increase in urban population from 
25.9 per cent in 2004 to 29.6 per cent in 2010. The 
heavy in”ux of migration into Dili has resulted in its 
increased population and structure, and to effects 
on social, economic and environmental sectors. The 
population of Dili has increased at an average annual 
growth rate of 4.6 per cent, which is much higher 
than the national average annual growth rate of 2.4 
per cent during 2004-2010.42 

The differences in population size and density 
among and within districts indicate an uneven 
distribution of population.  Dili, the capital city, 
has over 230,000 residents. Ermera and Baucau 
both have over 100,000 people. Manufahi, Ainaro 
and Manatuto each have a population of less than 
50,000. The overall population density of Timor-Leste 
is 71 people per square kilometre.  However, this 
is much higher in the districts of Dili (636), Ermera 
(152) and Liquica (109) and considerably lower 
in Manatuto (27), Manufahi (32) and Lautem (35).  
Even within these districts, some areas are sparsely 
populated due to their remoteness.

 

Box 1.1: 
Migration and Children in Timor-Leste

Migration, both internal and international, and urbanization are relevant 
not only as demographic processes but also as key elements for the 
country•s economic development and social transformation. 

According to the 2010 Census, 12 per cent of the population (or 
128,142 persons) have moved from one district to another (internal 
migration rate) due to education, occupation or to follow the family, 
with marriage also being an important factor in rural areas. In-migrants 
mostly have primary (20.8%) or secondary level education (40.4%).

As for the overall sex ratio, there were 105 male for every 100 female 
migrants in Timor-Leste in 2010. International migration is also 
discernible in the country, which hosted a foreign-born population of 
1.1 per cent of the total population in 2010. From a policy perspective 
it is important to receive international migrants who are educated 
and skilled so that they can contribute to the enhancement of human 
capital and the future development of the country.

Migration into Dili, Timor-Leste•s capital, has been massive. Dili is 
said to have hosted about 85,200 in-migrants or 36.4 per cent of its 
resident population in 2010. In-migrants into Dili have increased by 
37 per cent from 2004 to 2010.  This heavy in”ux of migration into 
Dili has resulted in an increased population and changed structure, 
as well as in socio-economic and environmental effects due to rapid 
urbanization. 

Between 2004 and 2010, the population in the capital increased by 4.6 
per cent on average per year, which is much higher than the national 
average annual growth rate of 2.4 per cent. The population of other 
cities in the country also grew as a result of rural-urban migration and 
natural population growth. 

Rapid urban growth strains the capacity of the government to provide 
even the most basic services such as water, electricity and sewerage. 
Policy makers and planners have formulated various options to address 
poverty and other socio-economic issues, such as unemployment 
(about 14 per cent of the migrants are unemployed) and livelihood 
dif“culties, which re”ect the migratory movements and urbanization in 
Timor-Leste. 
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1.2 Political and civil context

1.2.1 Political situation
Timor-Leste inherited institutions of the state 
and society, local businesses and economy, 
and physical infrastructure in ruins when 
independence was restored in 2002. Enormous 
progress has been made since then with the 
country experiencing social and political stability 
since 2008 after years of con”ict.  

After almost “ve centuries, an attempted coup in 
1975 led to the sudden departure of the Portuguese 
administration and Timor-Leste was left with 
an un“nished process of political transition and 
widespread civil con”ict. Despite a UN resolution 
supporting Timor-Leste•s right to self-determination, 
Indonesia occupied the territory, marking the 
beginning of 24 years of protracted and often violent 
struggle for independence. 

Amidst increasing international pressure, a 
referendum coordinated and supervised by the 
United Nations was “nally held in 1999 and 
almost 80 per cent of Timorese voters favoured 
independence. A large-scale military campaign by 
Timorese militias … supported by the Indonesian 
military … followed, which killed approximately 1,300 
Timorese and further damaged or destroyed the 
majority of the country's infrastructure. 

Independence was restored on May 20, 2002 
with the support of the United Nations Transitional 
Authority in East Timor (UNTAET) … later the United 
Nations Integrated Mission in Timor-Leste (UNMIT) 
- and an Australian led International Force for East 
Timor (INTERFET).  While still struggling with chronic 
poverty and displacement, Timor-Leste was again 
hit by civil unrest and violence in 2006, and a violent 
attack on the political leadership in 2008.

Opportunities for action - In-migrants in Timor-Leste are mostly young 
(over 40 per cent of lifetime net migrants are aged 15-29 and 13 per 
cent are in the age group 5-14) so efforts should be made to address 
their speci“c needs and vulnerabilities. Speci“cally, policies should 
enhance access to the potential bene“ts created by migration, while 
also providing protection for those who are vulnerable to its negative 
consequences. Effective migration policies should be accompanied 
by additional investments in health, education and social protection 
to address the risks faced by migrating children and adolescents. 
Governments, international organizations, and civil society stakeholders 
should collaborate to:

€    Advocate for the rights of migrant children;

€    Monitor and gather information on their wellbeing in migrant 
communities; and

€    Promote awareness in sending and host communities to minimize 
risks of social exclusion.

Source:  Whitehead, A. and Hashim, I. (2005) Children                                                      
and Migration Background Paper for DFID Migration Team. 

In 2012, Timor-Leste conducted orderly National 
Presidential and Parliamentary elections. Former 
military commander Taur Matan Ruak succeeded 
Nobel Peace Laureate José Ramos-Horta as 
President of the Democratic Republic of Timor-Leste, 
while Xanana Gusmão from the National Congress 
for Timorese Reconstruction was recon“rmed as 
Prime Minister. He formed a coalition with two parties, 
namely Frenti-Mudança and the Democratic Party, 
with the exclusion of FRETILIN, the major opposition 
party. As a result of the smooth and largely peaceful 
political transition, UNMIT formally closed at the end 
of 2012.

However, challenges related to the political 
environment and security remain. According to 
the Fragility Assessment 43 conducted by the 
Government of Timor-Leste as part of the New 
Deal initiative, the following are a few of the risk 
factors: political language used by some leaders 
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and/or some party members have the potential 
to create discontent among certain groups with 
related serious implications; national parliament•s 
oversight role with regards to the executive body 
needs enhancement, with a clear mechanism that 
can ensure follow-up action by the executive yet 
to be established;  con”ict either among martial 
art groups at the community level or due to land 
disputes and; a high rate of unemployment, 
especially among the youth, which is usually 
accompanied by frustration and disillusionment. 

The Government is making considerable efforts 
in addressing the above-mentioned issues and 
has achieved increased political stability and 
participation of the people in political processes. 
In addition, the ongoing decentralization process 
(please refer to Section 1.2.3) is expected 
to further stabilize the country and ensure 
representation of citizens living in the districts.44  

1.2.2 Policy framework

•The true wealth of any nation is in the strength 
of its people. Maximising the overall health, 
education and quality of life of the Timorese 
people is central to building a fair and 
progressive nation.Ž                                                 
- Timor-Leste, National Strategic Development         
Plan (SDP) 2011-2030

Socio-political stability and economic growth 
have enabled the Government to start facing 
the challenge of rebuilding state and society 
institutions, physical infrastructure and local 
economy. In 2009, the Government adopted 
the slogan •Goodbye con”ict, Welcome 
developmentŽ, later changed to •Be a good 
citizen. Be a New Hero to our NationŽ in 2013.

Intense efforts to develop a vision and strategy for 
poverty reduction and development began as early 
as independence. The “rst Timor-Leste Government, 
which assumed power in 2002, developed the 
National Development Plan (NDP) … •Timor-Leste 
2020: Our Nation Our FutureŽ, along with a Road 
Map and Stability Programme for its implementation 
identifying key priorities and Sector Investment Plans. 
Agency-level annual action plans linked to budgets 
provided the basis for policy implementation on an 
annual basis. 

In a context of widespread poverty and deprivation, 
with one in “ve people living on less than one dollar 
per day and under-“ve mortality rate as high as 83 
deaths per 1,000 live births45, the NDP presented 
Timor-Leste•s long-term vision up to 2020 and a 
poverty reduction strategy for the period 2002-2007. 
This strategy recognized the multiple dimensions 
of poverty and was translated into development 
goals, aligned with the MDGs, focusing on creation 
of economic opportunities; delivery of basic social 
services; provision of security for people and 
property; and community empowerment.

The national priorities identi“ed by the Government 
every year allowed the country to steadily progress. 
This served as Timor-Leste•s strategic planning 
mechanism. 

In 2010, a summary Strategic Development Plan 
•From Con”ict to ProsperityŽ was released and 
served as a basis for community consultations in all 
sub-districts across Timor-Leste46 for inputs before 
the “nalization of the Strategic Development Plan 
(SDP) for 2011-2030. The SDP provides a renewed 
long-term vision for the country•s development 
and focuses on four key areas, namely: social 
capital, economic development, infrastructure, and 
institutional framework. The SDP provides a vision 
to 2030, a framework of action to 2020 and a 
public investment plan to 2015. It also serves as the 
basis for the “ve-year development programme 
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(2012-2017) launched by the Fifth Constitutional 
Government in August 2012 . The SDP seeks the 
transformation of Timor-Leste into an upper middle-
income country with a healthy, educated and secure 
population by 2030. 

Agriculture, Tourism and Petroleum have been 
identi“ed in the SDP as the growth-driving sectors. 
Speci“cally, the goals include the improvement of 
agricultural productivity to achieve food security by 
2020; the implementation of strategies to leverage 
Timor-Leste•s natural beauty, rich history and cultural 
heritage to develop the tourism industry; and the 
maximisation of local participation and shared 
bene“ts ”owing from growth in the petroleum sector. 
New economic policy directions to support private 
sector development and build the “nance industry 
are also provided by the SDP.  

Infrastructure and the social sector are 
highlighted in the SDP as key enabling sectors for 
national development. 

The recently launched new Development Policy 
Coordination Mechanism (DPCM), led by the Prime 
Minister, aims to operationalize the SDP while 
ensuring maximum coordination and synergy among 
ministries, development partners and civil society 
towards the achievement of the identi“ed targets 
(Chart 1.2, see next page).

The national plans and programmes are also in line 
with the Peace-building and State-building Goals 
de“ned within the New Deal for Engagement in 
Fragile States , an international initiative driven by 
the g7+ group of 19 fragile and con”ict-affected 
countries, in which Timor-Leste plays a prominent role. 

2002 National Vision 2020

National Development Plan
(NDP) 2002-07 

National Plans
Annual Action Plans

Short-Term Development
Plan (2011-2015)

Mid-Term Development
Plan (2016-2020)

Long-Term Development
Plan (2021-2030)

�s Education and training
�s Health
�s Social Inclusion
�s Environment
�s Culture and Heritage

�s Roads and Bridges
�s Water and Sanitation
�s Electricity
�s Seaports and Airports
�s Telecommunications

Security, Defense, Foreign Affairs, Justice, Public Sector Management

�s Rural Development
�s Agriculture
�s Petroleum
�s Tourism
�s Private Sector Investment

SOCIAL CAPITAL INFRASTRUCTURE DEVELOPMENT

INSTITUTIONAL FRAMEWORK:

ECONOMIC CONTEXT AND MACROECONOMIC DIRECTION

ECONOMIC DEVELOPMENT

Strategic Development Plan 2011-2030

Stage 1
�s Human Resources Development 
�s Strategic Industries
�s Infrastructure

Planning documents:
�s Sector Plans

�s National Plans/Annual Plans 
�s Annual Budgets Stage 2

�s Infrastructure
�s Strengthening Human Resources  
�s Market Formation

Stage 3
�s Eradication of Extreme Poverty 
�s Strong Private Sector
�s Diversi“ed Non-Oil Economy

2010

Chart 1.1: Staging the Timor-Leste Strategic Development Plan (SDP) 47 
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The New Deal intends to promote a new development 
architecture and new ways of working, tailored to the 
situation and challenges of fragile contexts, as a pre-
condition for meeting the MDGs. The Peace-building 
and State-building Goals are intended to be integrated 
into the global post-2015 agenda in supporting 
the achievement of sustained socio-economic 
development. 

1.2.3 Decentralisation

Since 2003, the Government of Timor-Leste 
has been actively engaged in the process 
of honouring the country•s constitutional 
commitment to decentralise and establish a 
system of democratic local governance, and 
has recently accelerated the decentralization 
agenda with the target of achieving administrative 
deconcentration by 2016.  

Timor-Leste still has a centralized governmental 
structure with decision-making, planning, budgeting 
and implementation operating at central government 
level. District administration bodies, headed by 
politically appointed District Administrators, have 
limited functions in local governance.  

The Government Five-Year Plan indicates that 
"The Government will introduce a new tier of 
municipal government. Existing administrative 
jurisdictions at the sub-district and district levels 
will be merged to form new consolidated and 
ef“cient administrative units with representative 
assemblies at the present district level. These 
units will be better placed to deliver appropriate 
services to local citizens and will have suf“cient 
capacity to perform their functions."

The suco (village) level elections were carried out 
in 2011 and put the lowest level of administration 
structure in place before the establishment of the 

Box 1.2: 
What are the implications of decentralisation    
for the realisation of children•s rights?

Risks
€    Different sub-national “nancial and administrative capacities 

can deepen existing inequities: Administrative and “nancial 
decentralisation may put children in poorer remote areas at a 
disadvantage, due to the likely lower capacity of raising revenue 
and lack of skilled administrators as compared to wealthier urban 
districts. 

€    Inappropriately assigned administrative functions, loss of 
economies of scale and excessive duplication of functions can 
reduce the quality and reach of public services: For example, each 
sector has speci“c arrangements to ensure effective and ef“cient 
provision of services. In the case of education, local governments 
may effectively manage schools but curricula and standards 
should be de“ned and monitored nationally, and this division of 
responsibilities should be clearly articulated.

€    New functions, responsibilities and obligations at the local level 
are not accompanied by the necessary increase in funding: This is 
likely to deteriorate the provision of essential services, negatively 
affecting the population at the sub-national level, including 
children.

€    Local elites often appropriate the decision-making power created 
by decentralisation at the local level: This can limit the ability of 
central governments to implement policies bene“ting the poor and 
disadvantaged, as well as increase rivalries at the local level.

Opportunities
€    Inequities and inef“ciencies may reduce: Delegation of 

responsibility may reduce bottlenecks, bureaucracy and inequity 
if poorer and remote areas bene“t from capacity development 
interventions and equalising transfers of resources.

€    Local decision-makers are in a position to better match 
interventions to local needs and are aware of the necessary 
targeting measures: In the presence of sound data collection and 
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municipality-level governance. In the “rst half 
of 2013, Prime Minister Xanana Gusmão led a 
Governmental delegation to the country•s 13 districts 
for disseminating and conducting consultations on 
the decentralization and local government policies. 

The decentralization process will comprise three 
key stages: Administrative Pre-Deconcentration 
(Decree-Law No.4/2014) - the reorganization of 
central government local services through their 
integration into a common structure; Administrative 
Deconcentration - starting of public service 
delivery at the district level including health and 
education; and Administrative Decentralization - the 
establishment of separate legal entities from the 
State, administratively and “nancially autonomous 
with locally elected of“cials. 

As pointed out in the Government Five-Year Plan, 
in order to complete this process, •There will be 
a critical need to develop human resources 

Chart 1.2: Government structure of Development Policy Coordination Mechanism 

monitoring systems at sub-national levels, decentralisation may 
lead to needs-based and context-speci“c policies and policy 
implementation. 

€    Enhanced accountability, transparency, and response capacity 
of government institutions: As decision-making gets closer to 
rights-holders, they are motivated to play a more active role 
and reinforce the accountability of service providers, as well as 
decision-makers.

€    Increased political stability and more inclusive political 
representation and participation in decision-making: 
Decentralisation allows citizens to better control public 
programmes locally, and encourages active involvement from a 
wider range of political, religious, and cultural groups, as well as 
children and youth. 

€    Innovation: Decentralised policy making and implementation 
may create fertile ground for new ideas leading to more creative 
and innovative programmes. 

Source:  Popic, D. and Patel, M. (2011) Decentralisation: Equity and Sectorial                
Policy implications for UNICEF in East Asia and the Paci“c, Bangkok: UNICEF                 
EAPRO, Social Policy and Economic Analysis Unit. 
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1.2.4 Information and Media 
The Timorese constitution guarantees the right 
to information and freedom of speech , and 
criticisms reported by the national daily newspapers 
have not earned retribution from the Government. 
The pending Media Law upholds these principles 
but also stipulates responsible journalism ethics. 
The Media Law, to help ensure that the sole national 
television station, which has budget allocation from 
the Government, becomes free from possible political 
interference, provides stipulations for the national 
television station to evolve as a private independent 
institution. The judiciary has respected the right of 
journalists to protect their sources of information. 
The Government does not restrict people•s access to 
the internet nor monitor e-mail traf“c or internet chat 
rooms.  

This positive environment, nonetheless, remains 
under-utilised due to the limited reach of the 
mass media; and interactive and interpersonal 
channels appear to be the most utilised mode of 
communication.   

The “ndings of the second nation-wide study of 
media use in Timor-Leste conducted in May 201051 

suggest that community leaders are still the most 
accessed (42 per cent) and most trusted source of 
information (33 per cent).  About 16 per cent of the 
population does not access any form of media but still 
manage to obtain information about issues of concern 
from other sources, such as traditional leaders and 
through word of mouth.  

Limited technological in“ltration, adult 
literacy level at 58 per cent and preference for 
personalised information in”uence access to the 
media. 

The 2010 Census found that only one-third (33 
per cent) of households had a radio, one-fourth (24 

to effectively operate treasury and “nancial 
functions as well as develop, plan and monitor 
programs and service delivery at this level of 
government.Ž

Local development has become a priority for 
Timor-Leste, with the Government currently 
running various special programmes. 
Speci“cally, since 2011 the Decentralised 
Development Programme48 focuses on building 
essential infrastructure at the local level. Further, a 
Government-funded MDG Suco programme was 
established in the same year with the objective 
of building “ve new houses in each of Timor-
Leste•s 442 sucos. In 2013, the Government 
has started a new initiative, namely the National 
Programme for Suco Development (PNDS), with a 
planned allocation of US$50,000 per year to each 
suco. Finally, the Government also established49 
Integrated District Development Planning (PDID)50 

to harmonise the implementation of district-level 
development programmes, and de“ne the process 
for preparing the annual District Investment Plans 
(PID).

The local development programmes so far have 
had no thorough impact evaluation and are 
mostly focused on building infrastructure, with 
little emphasis put on other aspects of local 
development, therefore making it dif“cult to 
estimate any speci“c contribution to address 
children•s issues at the local level. The Government 
has realised this and, through increased efforts 
towards the deconcentration of its functions, plans 
to improve the quality and accessibility of basic 
services, with the goal of directly affecting the 
wellbeing of people, especially children. However, 
as indicated in Box 1, signi“cant risks need to 
be carefully pondered and addressed, whenever 
possible, to be able to harvest the immense 
opportunities that decentralization brings for the 
country.
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Figure 1.4: Proportion of population aged 10+ who 
are literate in each language, 2004 and 2010

per cent) of households owned a television, and 
over half (54 per cent) of households owned a 
telephone/mobile phone. Due to the high level of 
illiteracy, reading is yet to be a habit in Timor-Leste 
and the radio and TV remain as the most trusted 
media source for information. 

Dili has signi“cantly higher coverage of television 
and telephones/mobile phones than all the other 
districts. Mobile phones have become a major 
communication channel although information 
shared through mobile phone is still limited (Figure 
1.3). The radio still has the highest reach of any 
individual medium but television is expanding 
rapidly.  

Although radio is the main sources of news, the 
reception outside Dili and district capitals is still 
limited, and technical and/or resource constraints 
hamper regular access.  Since the reach of national 
radio was extremely limited in the period after 
independence, community radios were set up at 
the district capitals in 2002 to serve as a conduit 
of much-needed information covering issues such 
as security and governance. However resources for 
regular maintenance and upgrading of equipment 
and radio studio facilities have been a challenge. 

According to the previously mentioned 2010 study, 
no signi“cant increase has occurred in access to 
newspapers and internet, which may be explained 
by the population•s literacy pro“le, the cost of 
access, particularly in the case of internet, and 
other technological impediments. 

In the last few years, increased competition 
resulting in a decrease in prices, free internet hot 
spots in the capital, and a decrease in energy prices 
are likely to have led to a non-negligible increase in 
media access although no data are available at the 
moment to support this assumption.

Tetun is the most used and preferred language 
for interaction across regions while local 

languages are used within the communities.  
According to the 2010 Census, over half (56 per 
cent) of population aged 10 and above is literate 
in Tetun. The literacy rates for Portuguese and 
English are both increasing (Figure 1.4). 
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Figure 1.3: Proportion of households owned 
radio, television and telephone/mobile
Source: Democratic Republic of Timor-Leste and UNFPA (2010) Timor-Leste Population and Housing 
Census 2009-10, Dili: National Directorate of Statistics (NSD) [Ministry of Finance] and UNFPA.
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1.2.5 Civil society                      
and child development
Civil society in Timor-Leste enjoys a fair degree 
of freedom and is active, albeit still in the early 
stages of its evolution.  

There is a relatively strong presence of 
international organisations in the country, while 
the national non-governmental organisations are 
beginning to “nd their space for public action. The 
relationship between governmental institutions and 
NGOs has generally been marked by cooperation.  
The Government continues to work with a large 
range of development partners and receives 
international assistance for child development 
from various partners, including civil society 
organizations. 

Several local civil society organisations and NGOs are 
also working on various children•s and women•s rights 
issues but strong civil society organisation and NGO 
engagement with the wider children•s rights discourse 
is yet to emerge.  

Strengthening national organisations for 
championing the cause of children•s rights in 
Timor-Leste needs to be a priority for development 
partners. Civil society should play an active role 
in highlighting critical child development issues, 
encouraging dialogue between people and the 
government on policies, monitoring and reporting on 
programmes that affect children both directly and 
indirectly.

1.3 Socio-economic 
development
1.3.1 Economic growth
According to the World Bank•s country classi“cation 
based on the gross national income (GNI), Timor-
Leste is a lower middle-income country  (US$1,026 
to US$4,035), aspiring to enter the upper middle-
income category (US$4,036 to US$12,475) by 2030 
as stated by the SDP (Figure 1.5).

Timor-Leste has experienced exceptional growth 
of its non-oil gross domestic product (GDP) since 
2007, primarily driven by government expenditure 
funded by offshore petroleum revenues.  If the 
period following the Timorese crisis of 2006 is 
considered, Timor-Leste's non-oil GDP grew at an 
impressive annual 12.1 per cent on average between 
2007 and 2011 (Figure 1.6). East Asia and the 
Paci“c•s (developing only) economies and lower 
middle-income countries grew at 9.2 per cent and 6 per 
cent only per year in the same time interval.52 According 

Source:  World Bank (2013) Development Indicators. 

Figure 1.5: GNI per capita 2012, US$ Atlas Method 
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Source:  Democratic Republic of Timor-Leste (2000-2012) Timor-Leste•s National Accounts 2000-
2012, Dili: National Directorate of Statistics (NSD) [Ministry of Finance]. 

Figure 1.6:  Total, oil and non-oil GDP growth 
at constant 2010 prices, 2007-2011
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to governmental estimates, Timor-Leste's non-oil 
GDP is expected to grow at an annual average of 
8 and 9 per cent in 2013 and 2014 respectively, 
effectively leading the region as the ASEAN•s GDP 
growth equalled only 6 and 5 per cent in the same 
years.53 On average, post-con”ict countries take 
between 15 and 30 years, a full generation, to 
transition out of fragility and to build resilience.54 In 
this light, the economic development in Timor-Leste 
can be considered remarkable.

In spite of its double-digit growth over the past 
years, non-oil GDP55 still accounts for less than 
one “fth of the overall economy , which remains 
dominated by the petroleum sector. Construction, 
public sector and local trade account for the largest 
shares of the non-oil economy (Figure 1.7). 

These sectors show a much smaller contribution 
if the overall economy is considered, namely 4 per 
cent or less each. Over 90 per cent of the income 
of non-oil businesses was generated in Dili.

Source:  Democratic Republic of Timor-Leste (2000-2012) Timor-Leste•s National                               
Accounts 2000-2012, Dili: National Directorate of Statistics (NSD) [Ministry of Finance]. 

Figure 1.7: Composition of Timor-Leste•s economy in 2011, based on current prices
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1.3.2 Inflation
While growth in Timor-Leste has been remarkable, 
the country has also experienced high in”ation, 
which reached double-digit “gures  peaking 
at 17.7 per cent in January 2012.56 In”ation has 
since then stabilized to around 11 per cent but 
remains far above the Government goal of 4-6 per 
cent, diminishing local purchasing power as well as 
international competitiveness (Figure 1.8). 

High in”ation results from rising demand driven by 
expanding government spending in a small post-
con”ict economy characterized by limited absorptive 
capacity. The depreciation of the US dollar further 
worsened the problem, since in Timor-Leste both 
consumption and production rely heavily on imported 
goods and services. Such dependency also implies 
high vulnerability to ”uctuations in international 
prices.

In”ation in the price of certain goods, in 
particular food, reduces people•s purchasing 
power, forcing them into cutting spending 
for basic services with negative implications 
for children•s development and wellbeing.                   

A study conducted by the Asian Development Bank57 

on the impact of food price increases on poverty in 
developing countries (using US$1.25-a-day poverty 
line) indicates that a 10 per cent, 20 per cent and 30 
per cent increase in food prices in Timor-Leste would 
generate a poverty increase of 2.2, 4.4 and 6.7 per 
cent respectively. 

1.3.3 Public expenditure

Timor-Leste•s economy and budget are largely 
dependent on the recent exploitation of gas and 
oil “elds with assets in the Petroleum Fund. The 
oil revenue boom has lifted the Petroleum Fund 
balance to US$14.6 billion as of September 
201358 and allowed an expansionary “scal policy 
since 2005. Except for 2013, during which the 
government used a large cash balance generated by 
lower-than-expected expenditure in 2012, signi“cant 
withdrawals from the Petroleum Fund were made 
since 2009. Public expenditure, which continues to 
underpin non-oil economic growth, reached US$ 
1.8 billion in 2012, pushing demand and thereby 
generating in”ation, especially in the case of 
recurrent spending. Due to this, along with issues 
related to budget execution, the national budget 
decreased to US$1.6 billion in 2013 and further to 
US$1.5 in 2014.

The government•s investment strategy focuses 
strongly on major infrastructure  to develop the 
shallow non-petroleum economy. The Infrastructure 
Fund absorbed 38 per cent of the total 2013 
government budget despite declining execution 
rate in the previous years, 79 per cent in 2011 
and merely 43 per cent in 2012.59 Although the 
Infrastructure Fund still accounts for one forth of the 
entire national budget, its funding has declined in 
2014 (Figure 1.9).

Source:  World Bank (2013) World Bank Development Indicators. 

Figure 1.8: In”ation, consumer prices 2007-2012, annual %
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In the past few years, the actual amount of 
investment in key social sector ministries has 
considerably increased. Actual social sector 
spending tripled from less than US$100 million in 
2008 to almost US$300 million in 2012, thanks to 
increasing oil revenues (Figure 1.10). 

However, in 2013 this amount reduced to US$265, 
mostly due to a lower allocation to the Ministry 
of Social Solidarity. Further, over time social 
expenditure has declined a share of the total 
government budget. 

Figure 1.9: Government budget by ministry and fund in 2014, US$ Million
Source:  Timor-Leste Budget Transparency Portal, Ministry of Finance.

(A1)    Roads and Bridges
(A2)    Ports
(A3)    Prepara�Ÿon of drawings and 
            supervision of new projects
(A4)    Oecussi Development 
             Programme
(A5)     �zouth and Sports Programme
(A6)     Others
(A7)     Sewage
(A8)     Urban and Rural Development
(A9)     Public Buildings
(A10)   Educa�Ÿon 
              (schools and universi�Ÿes)
(A11)   �,ealth/hospitals and clinics
(A12)   �t ater and Sanita�Ÿon
(A13)   Electricity
(A14)   Security and Defense
(A15)   Airports
(A16)   Oil and Gas 

(A)   Infrastructure Fund
(B)   �,uman Capital Fund
(C)   Prime Minister
(D)   Ministry of Defense 
         and Security
(E)    �t hole of Government 
         Appropria�Ÿons
(F)    Ministry of �:us�Ÿce
(G)   Ministry of �,ealth
(H)   Ministry of Educa�Ÿon
(I)     Ministry of State 
         Administra�Ÿon
(J)     Ministry of Social Solidarity
(K)    Ministry of Public �t or�ls
(L)    Na�Ÿonal University 
         of Timor-Leste
(M)  Others

(A6) 25%
(A7) 2%
(A8) 1%

(A9) 4%

(A10) 2%
(A11) 1%

(A12) 1%
(A13) 15%

(A14) 4%(A15) 7%

(A16) 7%

(A5) 0%
(A4) 2%

(A3) 2%
(A2) 3%

(A1) 23%
Infrastructure Fund

(A) $368

Brea�ldown >

(M) $265

(B) $40

(L) $15

(K) $156

(J) $147

(I) $37

(H) $116

(G) $67
(F) $21

(E) $91 (D) $71
(C) $103

Figure 1.10: Government actual spending on key social sector ministries 2007-2013, US$ Million and %
Source: Timor-Leste Budget Transparency Portal, Ministry of Finance. 

5,7

9,3

5,0 4,8

10,0

12,1

4,5

9,0

13,0

3,8

6,4

8,2

4,4

7,1

12,9

5,6

7,4

11,5

0

5%

10%

15%

20%

25%

30%

2007 2008 2009 2010 2011* 2012* 2013*

MoSS MINISTRY OF SOCIAL SOLIDARITY

MoE MINISTRY OF EDUCATION

MoH MINISTRY OF HEALTH

MoH spending as % of total government budget

* Excl. Human Capital Fund

MoE spending as % of total government budget

MoSS spending as % of total government budget

8,1

15,6

5,8

0

50

100

150

200

250

300

U
S

$ 
m

illi
on

transition

 

43Situation Analysis of Children in Timor-Leste



In 2014 the Ministries of Health and Education were 
allocated only about 4.8 and 9.2 per cent (CFTL and 
Infrastructure Fund) of the total national budget. The 
Government suggests that spending to the social 
sector will more sharply increase once the country•s 
core infrastructure has been built. 

However, insuf“cient investment in key social 
sector ministries generates deprivations that can 
have irreversible effects on the future capabilities 
of children, particularly the youngest. The inability 
of children and youth to reach their full potential 
translates into a heavy loss of the human capital 
that is critical to ensure sustainable growth and 
development in Timor-Leste.  

1.3.4  Employment
The 2010 Census classi“es the employment status 
of the population into three categories: people at 
work (employed), people seeking jobs (unemployed) 
and economically inactive population (students, 
retirees, house workers, etc.).

In 2010, only slightly more than half (54 per cent) 
of the labour force (15-64 years old) was found 
to be economically active, i.e. either employed 
or seeking a job. About 45 per cent of the labour 
force population and 69 per cent of youth (15-
24) were economically inactive  (Figure 1.11). 

Figure 1.11: Labor force and youth economic status, 2010
Source: Democratic Republic of Timor-Leste and UNFPA (2012) 2010 Timor-Leste Population and 
Housing Census: Labour Force Monograph, Dili, Timor-Leste: National Statistics Directorate (NSD) 
[Ministry of Finance] and UNFPA.
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Box 1.3:                                      
Why an investment case for children?

The world of tomorrow will inherit the children of today. Whether 
nations grow and prosper will depend heavily on the survival, health, 
education and protection of their citizens, particularly the youngest. 
There are several compelling reasons to invest in children:

€    Investing in children is fundamental to ensuring the realization of 
their rights. The 1989 UN Convention on the Rights of the Child 
sets out the legal obligations of national governments to realise 
children•s economic, social, civil, political and cultural rights to the 
maximum extent of their available resources (Article 4). 

€    Childhood is a unique window of opportunity. Even temporary 
deprivations experienced by young children can have irreversible 
effects on their future capabilities and, in turn, a nation•s future 
prospects.  Interventions and policy choices made today will 
determine whether millions of children and youth are able to reach 
their full potential, or are left to face a future of worsening inequity 
and marginalization.

€    The bene“ts far outweigh the costs. For example, a simulation 
on increasing pre-school enrolment in over 70 countries showed 
bene“ts in terms of higher future wages of US$6.4-$17.6 per 
dollar invested, as well as potential long-term bene“ts ranging 
from $11 to $34 billion.60  Further, it was found that a one-year 
increase in the average years of schooling is associated with a 
rise in per-capita income of 3-6 per cent, or a higher growth rate 
of 1 per cent.61  Low cost investment during childhood can yield a 
lifetime of gains, not only for individuals, but also for societies and 
economies.  Studies suggest simple interventions to reduce under 
nutrition in pre-schoolers - a subsidy for malaria combination 
treatment; expanded childhood immunisation coverage; de-
worming of schoolchildren; and expanding tuberculosis treatment 
are highly relevant for children.

Source:  
60  Engle, P.L., Fernald, L. CH., Alderman, H., Behrman, J., O'Gara, C., Yousafzai, A., Cabral de 
Mello, M., Hidrobo, M., Ulkuer, N., Ertem, I., Iltus, S. and the Global Child Development Steering 
Group (2011) •Strategies for reducing inequalities and improving developmental outcomes for 
young children in low-income and middle-income countries•, The Lancet, vol. 378, no. 9799, 
pp. 1339-1353.
61 Sianesi, B. and Reenen, V. (2003) •The Returns to Education: Macroeconomics•, Journal of 
Economic Surveys, vol. 17. no. 2, pp. 15-200. 
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The unemployment rate was higher in urban 
areas …6.9 per cent compared with 2.2 per cent 
in rural areas.  However, a much higher proportion 
of people were in •vulnerableŽ employment  (i.e. 
•people who are classi“ed as own account workers 
or contributing family workers. These people are 
unlikely to have any guaranteed salary each month, 
and will probably not have any job securityŽ) … 
namely 80 and 27 per cent in rural and urban areas 
respectively. Over 70 per cent of economically active 
women and 64 per cent of active men fall within the 
vulnerable employment category.62 Jobs in Dili are 
less vulnerable than those in other districts (Figure 
1.12). Limited natural resources (besides oil and gas), 
low productivity subsistence agriculture in rural areas, 
and a virtually non-existent industrial sector have 
contributed to this situation.

Young people suffer more than the general 
population from unemployment.  The 
unemployment rate for young people is high: 24 per 
cent of 15-24 years olds versus 9.5 per cent in the 
general population (Figure 1.13). Unemployment 
is a more severe issue for males (with a 15-24 
unemployment ratio of 8.9 per cent versus 5.8 per 
cent for females) and for urban youth, although in 
rural areas, most of the employment is in subsistence 
agriculture, only offering vulnerable employment. 
Nevertheless, young men are twice more likely to be 
employed than young women. 

€    Investing in children can help promote equitable, inclusive societies, 
allowing more people to effectively participate in their economic 
development. Because childhood is a unique window of opportunity, 
investments in poor children help create a level playing “eld.

€    Children should have access to the essential health, educational, 
and nutritional requirements. Providing these will allow more 
equal access to better paying jobs later in life, as well as improve 
productivity. Furthermore, because the poorest and most vulnerable 
groups in society might be unable to make the most optimal 
investments on their own, there is a strong rationale for public 
investments in social sectors related to children … especially when 
aimed at those most in need.

Source: UNICEF (2012) Investing in Children: A brief review of the social and economic returns 
to investing in children, New York: UNICEF Division of Policy and Strategy Policy Advisory Unit. 

Figure 1.12: Employment and vulnerable 
employment rates by district, 2010
Source: Democratic Republic of Timor-Leste and UNFPA (2012) 2010 Timor-Leste Population and 
Housing Census: Labour Force Monograph, Dili, Timor-Leste: National Statistics Directorate (NSD) 
[Ministry of Finance] and UNFPA.
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Figure 1.13: Labor force and youth employment rate, 2010
Source: Democratic Republic of Timor-Leste and UNFPA (2012) 2010 Timor-Leste Population 

and Housing Census: Labour Force Monograph, Dili, Timor-Leste: National Statistics Directorate 
(NSD) [Ministry of Finance] and UNFPA.
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Figure 1.14: Poverty rates 2001 and 2007

Figure 1.15: Proportion of households with quality 
housing facilities , by urban/rural, 2010

Source: Democratic Republic of Timor-Leste and UNFPA (2012) 2010 Timor-Leste Population and 
Housing Census: Labour Force Monograph, Dili, Timor-Leste: National Statistics Directorate (NSD) 

[Ministry of Finance] and UNFPA.
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1.3.5 Poverty and child deprivation
In 2002, at the time of independence, Timor-
Leste was one of the poorest countries in South-
East Asia and the Paci“c.  It was characterised by a 
largely agrarian subsistence economy, with practically 
no infrastructure, and limited availability of “nancial 
resources and educated human capital. Poverty 
prevalence further increased between independence 
and 2007 in both rural and urban areas, mainly as a 
result of the 2006 crisis and the stagnation of the 
non-oil economy. In 2007, about half of the Timorese 
population was living below the basic needs poverty 
line of US$0.88 per person per day (Fig. 1.14).

Despite rapid economic growth and increasing 
oil-funded public spending over the years, there is 
no strong evidence suggesting profound changes 
in poverty in Timor-Leste, due to high in”ation and 
inequality between the capital and the districts, 
among other factors. In this light, Timor-Leste is 
unlikely to meet the MDG for poverty reduction by 
2015. 

The majority of Timorese families live in dif“cult 
conditions with limited household amenities. 
The 2010 Census revealed that over 90 per cent 
of households own their dwellings, however the 
majority of them live in houses that are physically 
de“cient in quality. The quality of housing and access 
to basic facilities portrayed a rather mixed picture 
with the majority of rural households lacking access 
to improved water, sanitation and clean energy for 
cooking and lighting (Fig. 1.15).66 

Children are affected the most by poverty.        
The 2007 Timor-Leste Survey of Living Standards 
(TLSLS) estimated that children aged 0-14 years in 
poor households account for 49 per cent of the total 
poor (with a striking 21 per cent of the poor being 
constituted by children under “ve years). 

Social norms are not supportive of young 
women participating in the workforce, even when 
asking young people. Fewer than one in “ve young 
men believe a woman should work after childbearing, 
and fewer than one in three believe she should work 
after marriage.63

Youth unemployment remains a crucial problem 
faced by the Government. Three major causes were 
identi“ed in the World Bank•s 2007 study including 
lack of job opportunities due to the weak state 
of the non-oil economy; lack of appropriate skills 
when job opportunities become available; and lack 
of means for connecting employers with available 
job seekers.64 These challenges largely remain. The 
prevalence of child employment remains a concern in 
Timor-Leste with about 6.2 per cent of children 10-
14 years considered to be employed.65  
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Figure 1.16: Child deprivation index
Source: Democratic Republic of Timor-Leste and UNFPA (2010) Timor-Leste Population and Housing 
Census 2009-10, Dili: National Directorate of Statistics (NSD) [Ministry of Finance] and UNFPA. 
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•Children living in poverty experience deprivation 
of the material, spiritual and emotional resources 
needed to survive, develop and thrive, leaving 
them unable to enjoy their rights, achieve their 
full potential or participate as full and equal 
members of society.Ž
- The State of the World•s Children, 2005

In the multi-dimensional approach to child poverty, 
linkages between child deprivations and the following 
critical areas are considered: education, health, 
nutrition, water and sanitation, shelter, information 
and income/consumption.  A Child Deprivation 
Index67 calculated using the 2010 Census data 
shows that the level of child deprivation is different 
among geographic locations (Figure 1.16). Children 
living in Oecusse, Ainaro, Viqueque, and Ermera 
districts are more deprived than those living in other 
districts in terms of their access to basic services and 
facilities. More generally, child deprivation appears 
high and widespread in all districts, with the capital 
Dili being the only exception. Similar results are also 
found if using the 2009-10 TLDHS data. If the suco 
level is considered,deprivation seems to be pervasive 

with more than half of the country falling within the 
worst two categories of deprivation (i.e. 60-80 and 
above 80), with less deprived areas coinciding with 
Dili and district capitals (Map 1.1).

As child deprivation has inter-generational 
effects, investment in children, especially the 
disadvantaged, is considered critical for ensuring 
equitable and sustainable human development.

Map 1.1: Child vulnerability /deprivation by suco
Source: Democratic Republic of Timor-Leste and UNFPA (2010) Timor-Leste Population and Housing Census 2009-10, Dili: National Directorate of Statistics (NSD) [Ministry of Finance] and UNFPA.  
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1.3.6 Social protection
Poverty, hunger and child malnutrition remain critical 
development issues in the country. The Global 
Hunger Index, which measures national hunger as a 
percentage of the total population ranks Timor-Leste 
as sixth from the bottom among the 81 countries 
surveyed.68 Social protection in Timor-Leste serves 
as an important catalyst in moving poor communities 
out of this cycle of poverty and bene“ts the whole 
society. It fosters inclusive economic growth, reduces 
inequality and improves security and political stability. 

According to the Constitution of Timor-Leste 
•Every citizen is entitled to social assistance and 
security in accordance with the lawŽ. 

On the basis of this constitutional mandate, the 
Ministry of Social Solidarity of the 4th Constitutional 
Government of Timor-Leste, at the beginning of 
its mandate in 2007 designed several major social 
protection programmes … Older Person•s Pension, 
Person With Disability•s Pension, the National 
Liberation Combatants• Pension, and the Conditional 
Cash Transfer Programme (Bolsa da Mãe). The 
latter is targeted to families in a situation of high 
vulnerability living below the poverty line, on condition 
that their children attend school and are immunised. 
All programmes commenced implementation in 
2008.69 

Although still underdeveloped, Timor-Leste is one of 
the very few countries in East Asia and the Paci“c 
with signi“cant formal safety nets, mostly for speci“c 
categories of the population. 

The Government intends to further improve and 
integrate its social security system, as indicated in 
the SDP which states that by 2015 •A universal 
contributory social security system will be in place 
that guarantees all Timorese workers a pensionŽ, in 
case of retirement, disability or death.

Box 1.4:                                  
Social protection and children

€    Equity and social protection: Social protection enhances the 
capacity of households to care for their children and removes 
barriers in accessing services, while reaching the most 
vulnerable. There is strong evidence that social protection 
contributes to MDGs 1, 2, 3, 4, 5 and 6 - with stronger impacts 
for the disadvantaged.

€    Long-term returns from investing in social protection: Evidence 
shows that the effects of social protection on children•s 
development last far beyond childhood, improving adult 
productivity and contributing to reducing the inter-generational 
transmission of poverty. 

€    Child-sensitive social protection helps all children to realise 
their rights and potential: As recognised by the Convention on 
the Rights of the Child (CRC), children have a right to social 
security, including social insurance, and to an adequate standard 
of living. Social protection also plays a critical role in helping 
realise a broad range of rights, such as the right to survival and 
development or the right to education. By responding to the 
multiple and compounding vulnerabilities faced by children and 
their families, social protection is therefore a critical tool for them 
to reach their full potential.

HOW? Achieving child-sensitive social protection: Social protection 
does not have to explicitly target children in order to bene“t them. 
Small nuances in how social protection is delivered have the potential 
to make a huge difference for children. Speci“cally, the Joint 
Statement on Advancing Child-Sensitive Social Protection (signed by 
11 organisations in 2008), sets out the following principles:

€    Avoid adverse impacts on children, and reduce or mitigate social 
and economic risks that directly affect children•s lives.

€    Intervene as early as possible where children are at risk, in order 
to prevent irreversible impairment or harm.

€    Consider the age- and gender-speci“c risks and vulnerabilities of 
children throughout the life cycle.

€    Mitigate the effects of shocks, exclusion and poverty on families, 
recognizing that families raising children need support to ensure 
equal opportunities.
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As far as expenditure is concerned, Timor-Leste 
has one of the highest commitments in social 
assistance among low income and fragile 
countries.  Timor-Leste spends about 15 per cent 
of non-oil GDP on social programmes, more than 
it directs to health, education or any other sector 
apart from infrastructure.70 In preparing for a likely 
stagnation in budget growth over the next “ve years, 
the government will encounter increasing challenges 
to ensure universal coverage and sustainability of 
the system, and will need to prioritise among social 
assistance goals, and between social assistance 
and other national objectives. Further areas that will 
require the Government•s attention to improve social 
protection include the coordination among relevant 
Ministries, the creation of a sound monitoring and 
evaluation system, the effective use of resources, 
the development of appropriate tools, and the 
strengthening of human resources capacity.

1.4 Disasters and             
climate change 

1.4.1 Disasters
Geographically, Timor-Leste is exposed to 
several kinds of natural hazards, which include 
strong winds, heavy rains causing ”ooding and 
landslides, drought, as well as rarer events such 
as earthquakes and tsunamis.  From 2001 to 
2012, the major natural disasters were ”ooding and 
strong wind events that affected directly over 15,000 
households.71   

Fortunately, hazard events have been rather localised 
and have not had widespread devastating impacts 
historically. Nonetheless, these events typically 
have negative effects on the people of Timor-Leste 

as they rely heavily on domestic food production 
that can be affected by such hazards. Additionally, 
a low-probability but high-consequence event 
such as a major earthquake or tsunami can cause 
substantial damage to the country•s infrastructure, 
as well as injury and fatality to residents who may 
not be prepared for such a disaster.72 It is found 
that Oecusse, Ermera and Ainaro Districts have 
the highest vulnerability to landsides due to heavy 
rainfall,73 which exposes over 130,000 children to 
such risks.

To advance the prospects for child survival and 
development, governments and development 
partners globally are changing their approach 

€    Make special provision to reach children who are particularly 
vulnerable and excluded, including children without parental 
care, and those who are marginalized within their families or 
communities due to their gender, disability, ethnicity, HIV and 
AIDS or other factors.

€    Consider the mechanisms and intra-household dynamics that 
may affect how children are reached, with particular attention 
paid to the balance of power between men and women within 
the household and broader community.

€    Include the voices and opinions of children, their caregivers 
and youth in the understanding and design of social protection 
systems and programmes.

These principles are critical and need to be considered while building 
integrated social protection systems that are responsive to the local 
context, provide comprehensive packages of interventions along 
with appropriate supply-side investments, enhance inter-sectorial 
coordination, and frame strategies within a broader set of social and 
economic policies that promote human development and growth.  

Sources: DFID, HelpAge International, Hope & Homes for Children, Institute of Development 
Studies, International Labour Organization, Overseas Development Institute, Save the Children 
UK, UNDP, UNICEF and the World Bank (2009) Advancing Child-Sensitive Social Protection.  
UNICEF (2012) Integrated Social Protection Systems: Enhancing Equity for Children, UNICEF 
Social Protection Strategic Framework.
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Based on risk information, Timor-Leste can 
develop risk management strategies to reduce 
possible casualties and deepening of existing 
deprivations, especially for children.  In addition, 
medium and long-term sectorial planning (such as 
land zoning, infrastructure development, and so on) 
can be based on risk information to reduce potential 
economic losses from future disasters and to build 
livelihood resilience.

1.4.2 Climate change
Timor-Leste already faces high levels of poverty, 
limited livelihood options and widespread 
degradation of natural resources. Climate change 
is exacerbating the situation, with hotter dry 
seasons, shorter and more unpredictable rainy 
seasons, more frequent extreme rainfall events 
and seawater intrusion.  However, there is very 
little climate data or forecasts for Timor-Leste and 
what was not destroyed through con”ict has been 
scattered across a number of countries and yet to be 
collated.76 

Children are particularly vulnerable to the effects of 
climate change, ranging from direct physical impacts, 
due to cyclones, extreme temperatures etc., to 
impacts on their education, psychological stress and 
nutrition. For instance, increasing temperatures have 
been linked to higher rates of malnutrition, cholera, 
diarrhoeal disease and vector-borne diseases like 
dengue and malaria. Children are at far greater risk 
of contracting these diseases and succumbing to 
their complications due to lower functional immunity 
and are also more likely than adults to be killed or 
injured during disasters.77  

The Constitution recognises the importance of 
environmental protection and climate change 
adaptation strategies; however, the country lacks a 
comprehensive environmental framework in terms 

Box 1.5:                                               
Climate change, Disaster                       
Risk Reduction and children 

The •four pillars• of the Convention on the Rights of the Child  „ 
protection, survival, development and participation  „ establish the 
fundamental rationale to create opportunities for children•s voices to 
be heard in research, advocacy and policy on climate change and 
Disaster Risk Reduction.  Under this framework, children and young 
people in Timor-Leste should be in the forefront of climate change 
policy, advocacy and research. It is their right to participate in all 
matters that affect them. The increasing likelihood of disasters and 
the projected impact of climate change in the region indicate that 
children are especially vulnerable now and will bear the impacts of 
climate change over their lifetime. 

Disaster preparedness, response and adaptation require an 
approach that is both child-centred and child-led. Growing 
consensus among development partners and research institutions 
strongly indicates that climate change policy should re”ect the 
voice and perceptions of children and young people, since the 
decisions that are made today will have an impact on their lives 
tomorrow. If involved and empowered, children and young people 
can constitute effective agents of change in their respective 
communities to support the identi“cation of an appropriate 
approach to “ght and manage climate change.

Sources:  Save the Children•s Fund (2008), In the Face of Disaster Children and Climate 
Change and The Children in a Changing Climate Research Programme (2008), Children, 
Climate Change and Disasters: An Annotated Bibliography.

regarding disasters. It is recognised that 
constructive action is required to plan for 
hazards before they happen and ultimately to 
reduce the risk of harm for vulnerable population 
groups, especially children. 74 This requires 
making innovative investments in reducing risk as 
well as ensuring greater coherence between relief, 
reconstruction and development activities.  There is 
a need to not only identify, but also understand the 
prevailing hazards, and the risks from disasters in the 
country.75   
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of legislation, regulation, and adequately resourced 
institutions.  The existing environmental legislation 
is a legacy of the past and is not well recognised in 
current day Timor-Leste. In 2006, the government 
drafted two important environmental laws (i.e. on 
environmental impact assessment and pollution 
control), but they were not approved. In 2008, with 
the support from the World Bank, a new draft was 
prepared and presented to the Council of Ministers 
in February 2009.78  

Progress has been made to enhance the quality 
of the environment in Timor-Leste. International 
and local NGOs are working with communities to 
identify how the climate is changing in Timor-Leste, 
its impact, and developing community adaptation 
plans, which include planting trees to prevent 
erosion, conserving soil and water, and introducing 
organic farming methods. Efforts are also under 
way to improve the database for environmental 
management.79  

Several critical areas still require attention including: 
climate change policy and adaptation plans; gaps 
in environmental legislation and regulations; indoor 
air pollution; de“cient water-quality and sanitation, 
and the very limited human resources and capacity 
available for effective implementation.

1.5 Legislation, child rights 
and development progress
Timor-Leste is party to most human rights and 
humanitarian law treaties, including the Geneva 
Conventions and Additional Protocols I and II; 
International Covenant on Civil and Political Rights; 
International Covenant on the Elimination of all 
Forms of Discrimination Against Women; Convention 
Against Torture and other Cruel, Inhuman or 
Degrading Treatment or Punishment; International 

Covenant on Economic, Social and Cultural Rights; 
Convention on the Rights of the Child; Optional 
Protocol to the Convention on the Rights of the Child 
on the involvement of children in armed con”ict; 
and the Rome Statute of the International Criminal 
Court.80  

Timor-Leste continues to make progress to 
uphold the rights of the child in all areas in 
response to its obligations arising out of the 
Convention on the Rights of the Child and its 
Optional Protocols, and other Human Rights 
instruments to which it is party.  

The Government•s commitment to this is re”ected 
in the measures it continues to undertake to meet 
its treaty obligations since the submission of its 
Initial Report (CRC/C/TLS/1) to the Committee 
on the Rights of the Child in 2007. Timor-Leste•s 
consolidated second and third report was endorsed 
by the Council of Ministers in 2013. The draft report 
outlines the key measures and initiatives undertaken 
by the Government in implementing the Convention 
covering the period 2007 to 2013, and identi“es 
priorities for future concerted action to strengthen 
the implementation of the Convention. There still 
remains an urgent need to ratify or accede to other 
international child rights instruments, and their 
automatic incorporation into national law will provide 
an important basis for the national child rights 
framework. These include: the ILO Minimum Age 
Convention 138, and the Convention on the Rights 
of Persons with Disabilities. However, international 
instruments alone are not suf“ciently detailed to 
create a national-level framework and to date there is 
no speci“c child protection law in place. The Ministry 
of Social Solidarity has prioritised the development 
of such a law, which is in draft and ready for 
consultation.  

Re”ecting the Government•s commitment to the 
rights of children and the implementation of the CRC 
in September 2009, the National Commission on 
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and sustain the non-oil economy and achieve 
human development for all.  

€    To take advantage of the ample “scal 
space. The considerable natural resource 
endowment has created a “scal space for 
increased investments in children in Timor-
Leste. Strengthening institutional capacity on 
executing “nancial resources in the social sectors 
is also paramount to improve the effectiveness 
and ef“ciency of public resources to produce 
enhancements in human and child development.

€    To create a solid link between the on-going 
decentralization process and improved 
outcomes for children.  Decentralization is 
expected to bring improved basic social services 
closer to the most disadvantaged children and 
their families. 

€    To consider in”ation as a policy challenge.  
In a context where no monetary policy levers are 
available, the economy and demand continue to 
expand, and the volatility of commodity and food 
prices in international markets continues, it is 
critical to focus on productive investments and 
the development of human capital in order to 
reduce supply bottlenecks, increase productivity 
and boost the local economy.

€    To create an integrated and child-focused 
social protection system. The latter should 
address the challenges faced by the most 
disadvantaged children and their families, 
support them to overcome “nancial barriers, and 
establish a protective environment for children in         
Timor-Leste

€    Climate change should consider speci“c 
implications for children. The protection of 
the natural environment and natural disaster 
preparedness should consider the particular 
effects on children and ensure that speci“c plans 
are put in place. 

the Rights of the Child (NCRC) was established as 
the government agency responsible for promoting, 
protecting and monitoring children•s rights under the 
Ministry of Justice.  

The NCRC has a role to defend and safeguard child 
rights by lobbying for •child-friendlyŽ mechanisms and 
promoting children•s rights throughout the country.  
The NCRC works in partnership with government 
ministries, NGOs, international organisations and civil 
society organisations.  It operates at the national, 
regional, district and Suco (village) level.      

The NCRC has the responsibility to review and 
comment on draft laws affecting children as well as 
monitoring and evaluating compliance of existing 
laws, regulations, decrees and policies on their 
implementation and harmonisation with the CRC.  It 
also has a role in providing advice to the government 
with respect to all matters affecting children.  

The Committee on the Rights of the Child in its 
2008 concluding observations on Timor-Leste•s 
State party report on the implementation of 
the CRC had recommended the adoption of a 
time-bound national plan of action for children. 
It recommended it be rooted in the National 
Development Plan and the National Human Rights 
Action Plan, and cover in a comprehensive manner 
the rights of the child enshrined in the Convention, 
with due regard to the outcome document of the 
2002 Special Session of the General Assembly of 
the United Nation•s •A World Fit for ChildrenŽ and •A 
World Fit for Children Plus 5 Declaration.Ž  

1.6 Opportunities for Action
€    To put children at the core of policy 

development.  The speci“c needs of children 
should be carefully considered in policy making 
and budgeting, as well as their link to human 
capital development, which is needed to trigger 
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THE SITUATION OF 
CHILDREN•S RIGHTS 
IN TIMOR-LESTE
Children whose needs are greatest 
are also those who face the greatest 
violations of their rights. The most 
deprived and vulnerable are most often 
excluded from progress and most 
dif“cult to reach. They require particular 
attention to secure their entitlements. 
The rights of every child include 
survival; development to the fullest; 
protection from abuse, exploitation and 
discrimination; and full participation 
in family, cultural and social life. The 
CRC protects these rights by detailing 
commitments with respect to nutrition, 
health care, education, and legal, civil 
and social protection.
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Maternal and 
child health

The health of children is interlinked with the 
health and social status of their mothers, 
and is a re”ection of the socio-economic 
status of the household, community and 
society. 

Article 24 of the CRC refers to every 
child•s right to the •enjoyment of the 
highest attainable standard of health and 
to facilities for the treatment of illness and 
rehabilitation of health.Ž It urges States 
parties to •ensure that no child is deprived 
of his or her right of access to such health 
care services.Ž The CRC commits States 
Parties to taking measures to reduce 
infant and child mortality; to ensuring the 
provision of health care to all children; to 
combating disease and malnutrition; and to 
ensuring appropriate prenatal and postnatal 
healthcare for mothers.

This chapter looks at the extent to which 
the right to health of children in Timor-
Leste has been realised. The chapter also 
discusses the manifestations and causes of 
deprivation of their right to health and the 
opportunities for action.
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2.1 Overview
Child mortality is a key indicator not only of child 
health and nutrition but also of the implementation 
of child survival interventions. More broadly, child 
mortality describes the social and economic 
conditions of society as well as the awareness and 
ability of the population to live in a healthy, hygienic 
and comfortable environment. MDG 4 aims to reduce 
the under-“ve mortality rate (U5MR)81 by two-thirds 
between 1990 and 2015. 

The world has made substantial progress 
reducing the U5MR rate by 41 per cent, from 
87 deaths per 1,000 live births in 1990 to 48 in 
2012 and the East Asia-Paci“c region recorded 
a 73 per cent decline in under-“ve mortality in 
2011 as compared to 1990.82 The global number of 
under-“ve deaths has dropped from nearly 12 million 
in 1990 to 6.6 million in 2012. This means that 
about 17,000 fewer children died daily in 2012 than 
in 1990 and an estimated 90 million lives have been 
saved in the past 22 years. The global annual rate of 
reduction has steadily accelerated from 1.2 per cent 
between 1990 and 1995 to 3.9 per cent between 
2005 and 2012. 

Under-“ve deaths are currently reducing faster 
than at any other time during the past two 
decades. This is due to effective and affordable 
treatments, innovative ways of delivering critical 
interventions to the poor and excluded, and sustained 
political commitment. The interventions needed to 
save these children are, for the most part, known. 
Existing high-impact, low-cost interventions such as 
vaccines, antibiotics, micronutrient supplementation, 
insecticide-treated bed nets, improved breastfeeding 
practices and safe hygiene practices have already 
saved millions of lives.  In recent years, the global 
community has learned a great deal about how to 
best provide mothers and children with quality health 
care. 

This knowledge presents an unprecedented 
opportunity to save many more children.

Improving maternal health is one of the eight 
MDGs adopted at the 2000 Millennium Summit. A 
key target is to reduce the maternal mortality ratio 
(MMR)83 by three-quarters between 1990 and 
2015. According to the UN Interagency maternal 
mortality estimates, the global maternal mortality 
ratio almost halved during the last two decades, 
from 400 in 1990 to 210 in 2010.  

Similarly, from 1990 to 2010 the number of 
maternal deaths dropped from 543,000 to 287,000 
… a decline of 47 per cent.84 Although there was 
signi“cant progress in all developing regions, the 
average annual percentage decline in the global 
MMR was 3.1 per cent, short of the MDG target of 
5.5 per cent. Therefore, while there is progress to 
celebrate, efforts to save lives must be accelerated. 

About 42 per cent of all deaths among women 
aged 15-49 years were due to risks associated 
with pregnancy and childbirth.  MMRs have 
declined by almost 20 per cent since 2000, but are 
currently two times higher than the level required to 
meet the MDG target. Maternal health and mortality 
rates have been linked with the socio-economic 
status of women in the household, community and 
society, which is re”ected in their poor nutritional and 
education status; high fertility with short intervals; 
poor access, availability and utilisation of antenatal 
and postnatal care and essential and emergency 
obstetric services; and the authority to make 
decisions.
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2.1.1 Health programming context  

•Towards a Healthy East Timorese                             
People in a Healthy Timor-LesteŽ
- National Health Sector                                        
Strategic Plan (2011-2030)

Health and medical care is a fundamental right 
of all Timorese guaranteed by the Constitution. 
The commitment of the Government towards this 
constitutional obligation is re”ected in the Timor-
Leste National Health Sector Strategic Plan 
(NHSSP) 2011…2030 that was developed in line 
with the national SDP 2011…2030.

Structural and programmatic adjustments are 
being made in the Ministry of Health (MoH) and its 
network to enhance its effectiveness in meeting its 
obligations to the citizen.  

Health System

The current health system con“guration is based 
on a broad de“nition of access to publicly “nanced 
and delivered primary care, with essential referral 
care being provided by regional hospitals and more 
specialised referral services by the only national 
hospital. In addition, the private sector provides 
care through these hospitals and numerous clinics, 
polyclinics and specialised centres. The hierarchical 
structure of the health sector provides a logical 
range of coverage of services (Chart 2.1).85 

The central of“ce of the MoH designs, directs, 
manages and coordinates all Government health care 
and pharmaceutical policy and activities throughout 
the country. With the current initiative to decentralise, 
it is expected that some of these functions will be 
transferred to the district and municipal levels. As in 
many countries, the decentralisation of functions will 
take time to complete, so managers can anticipate 
some role uncertainties to arise.

Each of the 13 districts in Timor-Leste has a district 
health management team headed by the District 
Director of Health Services, who is responsible for 
managing the district health service.

For most families in Timor-Leste, the main 
contact with the health system is through 
primary health care services.   The primary health 
network provides a Basic Service Package that is 
comprised of basic curative services, immunisation 
programmes, maternal and child health care, nutrition 
programmes, and health promotion and education. 
It is provided through the District Health Service 
structure that includes Health Posts, mobile clinics 
and Community Health Centres. Community-based 
activities consist of the Integrated Community Health 
Services (called SISCa) in all villages and mobile 
services conducted at other sites such as schools 
and markets. The objective of the SISCa programme 
is to extend the reach of basic primary health care 
services to the community and household levels. 
It is community-based and provides the following 
services: family registration, mother and childcare, 

Chart 2.1: Health Sector Structure

Source: Democratic Republic of Timor-Leste (2011) National Health Sector Strategic Plan 2011-2030, 
Dili: Ministry of Health.
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nutrition monitoring, curative care and integrated 
vector control, and health promotion activities. SISCa 
posts have been established in all sucos. They are 
operated by health staff based in Community Health 
Centres, as well as by people from the community 
appointed by the Ministry. 

At sub-district level, Community Health Centres 
provide a higher level of service than Health Posts, 
have a wider range of staff and provide technical 
and managerial support to Health Posts. Some 
Community Health Centres also offer dental services 
and laboratory testing for antenatal care, malaria and 
tuberculosis.

Health laws, policies and strategies

The NHSSP provides the overall vision, mission 
and objectives of the health sector. It speci“es the 
governance structure, processes for improving the 
health system, and targets for health care delivery. 
The Plan guides Timor-Leste•s health sector•s 
programmes and projects.

Support to the health sector

Development partners and NGOs including faith-
based organisations actively partner with the 
MoH in improving health services in Timor-Leste. 
Currently, the sector support project, NHSSP-SP, is 
funded by the Australian Agency for International 
Development (AusAID), the European Union (EU) 
and the World Bank through a multi-donor trust fund 
arrangement. The NHSSP-SP aims to improve the 
sector•s performance in the following key areas: 
public “nancial management, pharmaceutical and 
drugs management, and sector coordination with the 
support of AusAID; and   human resources capacity 
and health infrastructure facilities with the support 
of the EU. UN Agencies (WHO, UNICEF, UNFPA 
and WFP) support the MoH on health policy and 

standards development, capacity building, basic 
service delivery and monitoring systems. The U.S. 
Agency for International Development (USAID), 
Cuba, and Indonesia are key bilateral partners in 
the health sector. National NGOs such as Alola 
Foundation and the Church-based organisation 
Pastoral da Criança play an important role in social 
mobilisation and behaviour change communication.   

2.1.2 Key achievements
Timor-Leste is one of seven high mortality86 countries  
that have already met the MDG on the reduction of 
under-“ve mortality rate by at least two-thirds since 
1990.87

Timor-Leste has achieved a remarkable 50 per 
cent reduction in U5MR. National household-based 
surveys found that the U5MR declined from 125 
deaths per 1,000 live births in 200288 to 64 in 2009,89 
which is well below the national MDG target of 96. 

Similarly, the infant mortality rate (IMR) or the 
probability of children dying before their “rst birthday 
declined from 88 in 2002 to 45 in 2009, way below 
the target of 53 (Figure 2.1).

Figure 2.1: Trends of IMR and U5MR (2002-2015)
Source: Democratic Republic of Timor-Leste Health Management Information System (HMIS)  
2012, and Final Statistical Abstract: Timor-Leste Survey of Living Standards 2007.

Source: MICS 2002, UNICEF; esma on, 2008, MOH; Demographic and Health Survey, 2009-10, NSD
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Peace, stability and progress in socio-economic 
development and improvement in health indicators 
have jointly contributed to the decline in child 
mortality rates. Some of the key achievements 
that have contributed to the overall decline in child 
mortality are:

€    The elimination of maternal and neonatal tetanus. 

€    An increase in exclusive breastfeeding for new-
borns (0 - 6 months) from 31 per cent in 2003 to 
52 per cent in 2009.90 

€    An increase in measles immunisation from 56 
per cent in 2003 to 68 per cent in 2009 and full 
vaccination from 18 per cent to 46 per cent in 
2009.91

€    An increased level of antenatal care contact from 
61 percent in 2003 to 86 per cent 2009.92

€    An increase in assisted delivery from 16 per cent 
in 2003 to 30 per cent in 2009.93

€    A reduction in the incidence of common 
communicable diseases such as diarrhoea, 
malaria, and acute respiratory infections and 
improvement in care seeking during illnesses.

€    An increase in contraceptive use from 7 per cent 
in 2003 to 22 per cent in 2009, and a marked 
decline in the total fertility rate from 7.7 to 5.7 
children per woman during a lifetime.94

€    Increased access to improved drinking water from 
50 per cent in 2001 to 66 per cent in 2010.95 

€    Adaptation and mainstreaming of implementation 
of evidence-based child survival and high impact 
nutrition interventions nationwide through the 
Basic Package of Services.

€    The expansion of community health outreach, 
health volunteers and mother support groups, 
which are good practices leading to improvements 
in home and community care for children, such as 
exclusive breast-feeding.

2.2 Key issues … status, 
progress and disparities
Child and maternal health are critical issues for 
Timor-Leste from the perspective of children•s rights 
as well as for national development.  

2.2.1 Child Mortality
Although the IMR and U5MR reached the 
country•s MDG targets, the level of U5MR in 
Timor-Leste is still relatively high in comparison 
with other countries in the region  (Figure 2.2).  

Source: Democratic Republic of Timor-Leste Health Management Information System (HMIS)  
2012, and Final Statistical Abstract: Timor-Leste Survey of Living Standards 2007.
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The TLDHS 2009-2010 reported an U5MR of 64 
deaths per 1,000 live births, an IMR of 45 deaths 
per 1,000 live births and neonatal deaths and post-
neonatal deaths of 22 and 23 per 1,000 live births, 
respectively. 

Therefore, 1 in 16 children born in Timor-Leste 
dies before his/her “fth birthday. Over 70 per 
cent of deaths among under-“ve children occur 
during the “rst year of life.  Among under-“ve 
deaths, 34 per cent are neonatal deaths (occurring 
within the “rst month of life), 36 per cent are post-
neonatal deaths (occurring within the “rst year but 
after the “rst month of life), and 30 per cent are 
deaths occurring between 1-4 years old (Figure 2.3). 

Under-“ve children living in rural areas are more 
likely to die than their urban counterparts. The U5MR 
is 87 per 1,000 live births in rural areas and 61 
deaths per 1,000 live births in urban areas. Inter-
district differences are also evident with the lowest 
U5MR being in Baucau (42 deaths per 1,000 live 
births) and the highest in Ermera (102 deaths per 
1,000 live births (Figure 2.4).

Neonatal mortality remains unchanged.  The 2003 
and 2009-2010 TLDHS data (Figure 2.5) show that 
post-neonatal mortality and child (1-4 years old) 
mortality reduced signi“cantly but neonatal mortality 
remained unchanged at  21-22 deaths per 1,000 
live births, indicating that programme efforts have not 
been effective in reducing new-born mortality.

Progress on child mortality reduction varies and 
only two out of 13 districts have U5MR below 
the national average. The TLDHS 2009-2010 
data shows that only two out of 13 districts, namely 
Dili and Baucau, achieved U5MR below the national 
average. 

All other districts still have a high U5MR. Speci“cally, 
the U5MR in Ermera, Liquica, Lautem and Ainaro is 
higher than the 96 per 1,000 live births required for 
reaching the MDG by 2015 (Figure 2.5).

19
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Post neonatal
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Figure 2.3:  Pattern of U5MR
Source: TLDHS 2009-2010, NSD and ICF Macro.
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Figure 2.5: Trends in early childhood mortality                                      
rates in Timor-Leste (2003 & 2009-2010)

Source: TLDHS 2003, MoH; and TLDHS 2009-2010, NSD and ICF Macro.
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Maternal deaths are a subset of all female deaths 
and are associated with pregnancy and childbearing. 
A maternal death is de“ned as the death of a woman 
while pregnant or within 42 days of termination of 
pregnancy, irrespective of the duration and site of the 
pregnancy, from any cause related to or aggravated 
by the pregnancy or its management but not from 
accidental or incidental causes.99 The TLDHS 2009-
2010 found that maternal deaths accounted for 42 
per cent of all deaths among women aged 15-49 
years. Therefore, more than two in “ve Timorese 
women who died in the seven years preceding the 
survey died from pregnancy-related causes. 

2.3 Manifestations and         
causes of deprivation
Understanding the causes of child mortality and 
maternal mortality provides important public health 
insights and supports the development of high 
impact interventions.

2.3.1 Immediate causes

Immediate causes of child mortality

Worldwide, the leading causes of death among 
children under-“ve years of age include:

€    Infectious diseases and conditions such as 
pneumonia (17 per cent), diarrhoea (9 per cent), 
malaria (7 per cent), meningitis, tetanus, HIV and 
measles. More than half of under-“ve deaths are 
caused by preventable diseases.100 

€    Neonatal sepsis, meningitis and tetanus. Around 
40 per cent of all under-“ve deaths occurred 
in the neonatal period, mostly due to preterm 

Figure 2.6: U5MR by wealth quintiles                                          
mother's education and residence

Source: TLDHS 2003, MoH; and TLDHS 2009-2010, NSD and ICF Macro.
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Further, the IMR in Ainaro, Covalima, Ermera, Lautem, 
Liquica, Oecusse, Manufahi and Viqueque is higher 
than the MDG target of 53 per 1,000 live births to 
be achieved by 2015. 

Children are also at greater risk of dying before 
the age of “ve if they are born in rural areas, 
among the poor, or to a mother with no basic 
education  (Figure 2.6). 

2.2.2 Maternal Mortality
Maternal mortality, which is closely linked to 
child survival and development, is extremely 
high in Timor-Leste.  According to UN estimates,96 
the MMR was 300 per 100,000 live births in 
2010.97 However, TLDHS data depict a far worse 
picture. Speci“cally, the MMR declined from 660 
per 100,000 live births reported in the TLDHS in 
2003 but it remains high at 557 per 100,000 live 
births reported in the TLDHS for 2009-2010,98 
putting the country off track to reach the MDG 
5, Target 1 of reducing the maternal mortality 
ratio by three quarters by 2015.  While there are 
no disaggregated mortality “gures, the maternal 
mortality rate is expected to be higher among poor, 
rural and illiterate mothers.
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birth complications and intrapartum-related 
complications (i.e. complications during delivery).

€    Malnutrition. More than one-third of under-“ve 
deaths are attributable to malnutrition.

In Timor-Leste, there is a data gap that limits the 
understanding of the immediate causes of child 
deaths. In the Health Management Information 
System (HMIS), a large portion of the causes 
of death (76 per cent) is classi“ed as •othersŽ 
or unspeci“ed, as household surveys have not 
explored them. Available data shows that in 2010:

€    About 15 per cent of under-“ve deaths were 
caused by pneumonia, 5 per cent by diarrhoea, 
and 3 per cent by malaria (HMIS 2010, Figure 
2.7). 

€    Some 34 per cent of under-“ve deaths (22 out of 
64) occurred during the neonatal period. 

€    Among neonatal deaths, the most common 
causes are birth asphyxia followed by preterm 
birth and neonatal sepsis. 

€    Malnutrition is the most serious health problem 
in Timor-Leste. According to the preliminary data 
from the 2013 Timor-Leste Food and Nutrition 
Survey, about 52 per cent of children under“ve 
are stunted, 11 per cent wasted, and 38 per cent 
underweight. High prevalence of malnutrition 
contributes directly to high child mortality. More 
information on nutrition will be presented in 
Chapter 3.   

Pneumonia

Acute respiratory infection (ARI) such as 
pneumonia is the leading killer of children under 
5, causing 18 per cent of all child deaths worldwide, 
and 15 per cent of child deaths in Timor-Leste. 

The TLDHS 2009-2010 reported that 2.1 per cent 
of children under-“ve had symptoms of ARI. The 
de“nition used (cough accompanied by short, rapid 
breathing) however, corresponds to the symptoms of 
pneumonia so the prevalence of ARI may be higher. 
Lautem has the highest ARI prevalence with 5.6 
per cent and Viqueque has the lowest with 0.3 per 
cent prevalence. Some 71 per cent of children with 
symptoms of ARI were taken to a health facility or 
provider, and 45 per cent were prescribed antibiotics.

The prevalence of pneumonia is higher in urban areas 
(2.8 per cent) than rural areas (1.8 per cent), higher 
among children with higher educated mothers (3.9 
per cent for mothers with education above secondary 
school) than those with less educated mothers (1.7 
per cent in the case of uneducated mothers). 

Further, prevalence is higher among children from 
wealthier families (2.3 per cent in the highest quintile) 
than those from poor families (1.5 per cent in the 
lowest quintile). This result may be related to the 
knowledge and awareness of the disease being 
higher among urban, rich and well-educated parents, 
which makes them more likely to report cases and 
seek services. 

15%
 

5%  
3% 
1% 

76% 

Bronchopneumonia/
Pneumonia
Diarhoeal 
diseases
Malaria

Meningi�Ÿs/
Encephali�Ÿs
Others (including
neonatal causes)

Figure 2.7: Causes of deaths in under-“ve children
Source: HMIS 2010, MoH
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The survey also shows a link between ARI 
prevalence and smoking by mothers. Speci“cally, 
about 2.4 per cent of children with mothers who 
smoke reported symptoms of ARI as compared to 2 
per cent among those of non-smoking mothers.

Diarrhoea 

Dehydration caused by severe diarrhoea is a 
major cause of morbidity and mortality among 
young children in Timor-Leste. Diarrhoea is closely 
associated with poor living environments, malnutrition 
and lack of access to basic health services.

The prevalence of diarrhoea for children under-
“ve was 15.6 per cent with signi“cant geographic 
disparities ranging from 3.4 per cent in Ainaro 
district to 25.3 per cent in Liquica district. Similarly 
to pneumonia, children living in urban areas with 
more educated mothers and from wealthier families 
reported higher prevalence of diarrhoea. 

Overall, 72 per cent of children with diarrhoea 
sought advice or treatment from a health facility or 
provider. Over 78 per cent of children with diarrhoea 
were treated either with Oral Rehydration Therapy 
(ORT) or Recommended Home Fluids (RHF). Zinc 
is normally given to children with diarrhoea along 
with ORT. However the TLDHS 2009-2010 shows 
that only 5.8 per cent of children with diarrhoea also 
received zinc supplements.

Malaria 

Malaria remains a public health problem and is 
related to the climatic conditions in Timor-Leste. 
Malaria and other illnesses that cause fever 
contribute to high levels of malnutrition and 
mortality.

Fever is a symptom of malaria and other acute 
infections in children. The TLDHS 2009-2010 
reported that 19.2 per cent of children had fever in 
the two weeks preceding the survey. Of this, only 
5.7 per cent took antimalarial drugs and only 2.4 
per cent took the antimalarial drugs on the same or 
following day.

A simple and relatively inexpensive way to control 
malaria is the use of long lasting insecticide-treated 
nets (LLITNs). The TLDHS 2009-2010 reported that 
45 per cent of Timorese households own at least 
one mosquito net, 43.6 per cent of them own at least 
one untreated mosquito net, and 40.9 per cent of 
them use at least one insecticide-treated mosquito 
net (ITN). About 45 per cent of children under-
“ve years of age slept under treated or untreated 
mosquito net and 41 per cent slept under an ITN. 

Neonatal deaths

Neonatal deaths make up one-third (34 per cent) of 
all under-“ve mortality in Timor-Leste (Figure 2.3).   

A study101 on neonatal morbidity and mortality 
indicated that over a quarter of new-born babies 
admitted to the neonatal unit of the national referral 
hospital in Dili weighed less than 2.5 kg (low birth 
weight) on admission. The most common reasons 
reported for admission were sepsis (38 per cent) and 
respiratory disease (22 per cent). Overall, mortality 
was 11.4 per cent, mainly attributed to prematurity 
(28 per cent), infection (26 per cent) and asphyxia 
(24 per cent). 

Globally, the majority of neonatal deaths result 
from complications related to preterm birth (birth 
before 37 completed weeks of gestation) or from 
complications during birth. 
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Many mothers in the world•s poorest countries deliver 
their babies at home rather than in a health facility; 
both they and their babies are therefore at greater 
risk if complications occur. Low birth weight (below 
2.5 kilograms), caused by preterm birth and/or 
growth restriction, greatly increases children•s risk of 
dying during their early months and years. 

Birth weight or size at birth is an important 
indicator of the child•s vulnerability to childhood 
illnesses and the child•s chances of survival.     
The TLDHS 2009-10 reported that only 26 per cent 
of infants upon birth were weighed in the preceding 
“ve years. Among them, 10 per cent were reported 
to have low weight (below 2.5 kilograms). 

Nearly one-“fth (18 per cent) of deliveries in Timor-
Leste are carried out by traditional birth attendants, 
49 per cent by a relative or some other person, and 
3 per cent without any type of assistance. As such, 
very few new-borns have access to essential 
newborn care. For example, a new or boiled blade 
was used in only one in “ve of the most recent 
non-institutional births, and 27 per cent of the 
non-institutional new-borns are bathed within the 
“rst hour of birth. Cord caring practices are also 
inadequate with 19 per cent applying ointment or 
powder, 10 per cent applying oil, 7 per cent applying 
ash, and 6 per cent applying traditional medicine 
(TLDHS 2009-2010). 

A large proportion of neonatal deaths occur within 
the “rst few days following delivery. Postnatal care 
visits from a skilled health worker can be very 
effective in ensuring adequate care and preventing 
neonatal deaths. However, the majority of women 
(68 per cent) do not receive any postnatal check-up. 
Women in the highest wealth quintile are more than 
“ve times as likely to receive postnatal care from a 
health professional as those in the lowest wealth 
quintile (TLDHS 2009-2010).

HIV/AIDS

The 2013 review of the Health Sector Response 
to HIV/AIDS/STI in Timor-Leste reported that 
the HIV epidemic in Timor-Leste is evolving from 
•low level• towards higher HIV prevalence. 

The 2010 HIV sentinel surveillance (HSS) 
showed that overall national HIV prevalence ratio 
is 0.68 percent (extrapolated from the antenatal 
population).102 The number of con“rmed HIV cases 
is still relatively low but increasing, from one case in 
2003 to 211 accumulatively in 2010, 262 in 2011 
and 317 in 2012.103  

Overall prevalence among antenatal mothers remains 
lower than 1 per cent but it reaches 1.05 per cent 
in Dili and goes above 1 per cent in risk population 
groups. Of the 17 children under 5 who were 
reported to live with HIV in 2012, 8 were boys and 9 
were girls. Only 3 of them (17.6 per cent) had access 
to antiretroviral therapy (ART).104  

Immediate causes of                                   
maternal mortality

Worldwide, haemorrhage remains the leading 
cause of maternal death  (38 per cent); followed by 
hypertension (18 per cent) and other indirect causes 
(such as malaria, HIV/AIDS and cardiac diseases).105 

The immediate causes of maternal deaths in 
Timor-Leste are unclear due to the inadequacy of 
data. In 2010, 47 per cent of the hospital-reported 
complications during pregnancy (N = 603) were due 
to haemorrhage, 27 per cent to obstructed labour, 
21 per cent to eclampsia and 5 per cent puerperal 
sepsis (Figure 2.8, see next page). 
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2.3.2 Underlying causes 

High rates of malnutrition

Globally, more than one-third of under-“ve deaths 
are attributable to malnutrition. Children weakened 
by malnutrition are more likely to die from common 
childhood illnesses such as pneumonia, diarrhoea, 
malaria, and measles, as well as from AIDS (if they 
are HIV-positive).106 

Malnutrition contributes to at least 20 per cent of 
maternal mortality by increasing susceptibility to 
infections, and reducing tolerance to blood loss 
during delivery. Malnutrition also heightens the risk 
of adverse pregnancy outcomes. A woman with poor 
nutritional status has a greater risk of obstructed 
labour, dying from postpartum haemorrhage, having a 
baby with a low birth weight, and experiencing illness 
for herself and her baby.  

Timor-Leste has one of the highest levels of 
malnutrition in the world. The issues of malnutrition 
will be discussed in greater details in Chapter 3.

Gaps in maternal and child                             
health service coverage 

Tackling maternal and child health challenges does 
not require major advances in technology. Children 
and mothers are dying because services are provided 
piecemeal and those most at risk are not reached.

The continuum of care covers pre-pregnancy and 
childbirth through childhood up to the age of 5 and 
re”ects key opportunities for the delivery of lifesaving 
interventions. The coverage of these interventions is 
still relatively low, as indicated by Figure 2.9, which 
highlights important gaps in quality maternal and 
child health service delivery. 

Before pregnancy:
€    Only 22.3 per cent of women of reproductive age 
(15-49 years) use contraceptives.

During pregnancy:
€    Slightly over half of pregnant women (55.1 per 

cent) received antenatal care more than four 
times;

€    Only 5 per cent of HIV-infected pregnant women 
received antiretroviral drugs for prevention of 
mother to child transmission of HIV/AIDS;

€    40.1 per cent of pregnant women slept under the 
ITNs; and 

€    79.8 per cent of mothers were protected from 
tetanus during the last birth.

During birth:
€    Less than one-third (29.9 per cent) of pregnant 

women delivered babies supported by a skilled 
attendant.

Postnatal period:
€    Only one-third (32.8 per cent) of mothers 

received postnatal visits; and 
€    4 in 5 (81.7 per cent) of mothers had early 

initiation of breastfeeding within one hour of 
delivery.

Haemorrhage  
40% 

Eclampsia 
30% 

Obstructed
labour
26% 

Infec on  
4% 

Figure 2.8: Hospital reported complications of pregnancy
        Source: HMIS 2012, MoH
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Infancy and childhood period:
€    Only half (52 per cent) of infants who are less 

than 6 months of age are exclusively breastfed;
€    Over 80 per cent of children 6-8 months received 

supplementary feeding;
€    60 per cent received a routine dose of measles 

vaccine; 
€    About two-third (64 per cent) of children aged 12-

23 months received their third dose of DPT
€    Half (51 per cent) of children received two doses 

of Vitamin A.

Childhood period:
€    41 per cent of children under-“ve slept under the 

ITN;
€    About 71 per cent of caregivers reported seeking 

appropriate care for suspected pneumonia;
€    Antibiotic treatment was given for about 45 per 

cent of pneumonia cases;
€    71 per cent of children received oral rehydration 

therapy for diarrhoea treatment; 
€    43 per cent of the population have improved 

sanitation facilities; and
€    64 per cent have improved drinking-water sources.

Disparities 

Basic maternal and child health services are 
not distributed evenly throughout the country. 
However it is also noted that in general the 
access and quality of health services constitute 
a challenge for the majority of the population, 
except the richest quintile and those living in the 
capital city.

The TLDHS 2009-2010 suggests that children and 
women from families in the poorest quintile are less 
likely to receive high impact interventions than those 
in the richest quintile (Figure 2.10, see next page). 
An analysis of skilled attendance at birth (SBA), a 
critical determinant of maternal and newborn health 
outcomes, shows that the median coverage of the 
SBA was very close to the level of the lowest quintile. 
In another words, all quintiles except the richest 
have a low level of SBA coverage. Such low access 
is attributed to the shortage of human resources 
and has been termed •top-inequityŽ and •mass 
deprivationŽ by the WHO.107 
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Figure 2.9: Coverage of interventions across the continuum of care
Source: TLDHS 2009-2010, NSD and ICF Macro
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Geographic disparities in health services coverage 
are signi“cant. For instance, the SBA varies widely 
between Dili (68.9 per cent) and Oecusse (9.8 per 
cent).  The analysis of SBA coverage by district 
shows that only Dili has over 50 per cent of SBA 
(Figure 2.11) indicating that access to newborn and 
maternal care is an issue nationwide.

Gaps in behaviours and practices

Early marriage and early pregnancy
Child marriage, de“ned as a formal marriage or 
informal union before the age of 18, is a reality 
for both boys and girls, although girls are the most 
affected. Child marriage increases health risks 
both for the girl and her children. Child brides are 
often less able to negotiate sexual relationships or 
contraceptive use, and are therefore at greater risk of 
unintended and frequent pregnancies, and sexually 
transmitted infections. Early marriage frequently 
leads to early childbearing, as marriage often marks 
the time in a woman•s life when it becomes socially 
acceptable, or even expected, to have children. 
Pregnancy during adolescence undermines a girl•s 
development by stopping her growth and increases 
the likelihood of complications or even death during 
delivery, for both the mother and child. Stillbirth and 
death are 50 per cent more likely for babies born 
to mothers younger than 20 than for babies born 
to mothers aged 20-29 years.108 Children born to 
young mothers experience greater incidence of low 
birth weight109 and are signi“cantly more likely to 
suffer from stunting, wasting or other underweight 
conditions. 

The TLDHS 2009-2010 found that 7.7 per cent 
of girls aged 15-19 were married or in a union, as 
compared to only 0.4 per cent of boys. About 3 per 
cent of women aged 20-24 reported being married 
before they were 15 years old and 18.9 per cent 
before they were 18 years. Data also shows that 2.7 
per cent of them had their “rst sexual intercourse 
before they were 15 and 16.8 per cent before they 
were 18 years old.

According to the TLDHS 2009-2010, about 7.2 
per cent of women aged 15-19 had delivered or 
experienced pregnancy. Rural women aged 15-19 
years are twice more likely to have had a child than 
urban women. Further, teenage pregnancy is higher 

Figure 2.10: Coverage inequity by intervention
Source: TLDHS 2009-2010, NSD and ICF Macro.
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among low educated women and women from poor 
families. In Oecusse, Bobonaro and Viqueque districts 
over 10 per cent of pregnant women are adolescents.

Frequent childbirths 
The total fertility rate in Timor-Leste is among the 
highest in the world with a woman giving birth to 5.7 
children on average during her lifetime. A birth inter-
val is the length of time between two successive live 
births. Studies have shown that short birth intervals 
are associated with an increased risk of death of both 
the mother and the baby, particularly when the birth 
interval is less than 24 months.

The TLDHS 2009-2010 data shows that 29.2 per 
cent of mothers had their second baby less than 24 
months after the previous birth, and 8.9 per cent of 
them had their second child after only 7-17 months of 
the preceding birth. The median number of months 
since the preceding birth is only 29 months. 
Interestingly, young women (aged 20-29 years), 
living in urban areas and from wealthier families are 
reported to have more frequent births. Ainaro, Dili, 
Ermera and Liquica are the four districts with highest 
birth rates.

Social Practices and Beliefs  
For preventive and promotive health care, mothers 
identify more with the traditional system of health 
promotion and disease prevention than with health 
messages from medical professionals. For example, a 
new or boiled blade is used in only one in “ve of the 
most recent non-institutional births and knowledge on 
the danger signs for new-borns is still low (TLDHS 
2009-2010). 

The full range of traditional newborn care practices 
and how they could be in”uenced is not fully 
known. Parents tend not to prioritise the need to 
seek preventive care for their children including 
immunisation and take their children to traditional 
healers for illness management such as pneumonia 
and diarrhoea. 

There is inadequate and late care-seeking resulting 
from low knowledge on the bene“t of maternity 
care and of the danger signs during the pregnancy, 
delivery and postpartum periods. Traditional household 
remedies are used in the event of dif“cult birth. 

Low level of knowledge and skills                            
of care providers and families  

When caregivers do not have adequate 
information, knowledge and skills, the child is 
deprived of care, suffers growth faltering and is 
affected by the consequences of low resistance to 
infection. ITN use is promoted for malaria prevention 
but only 41 per cent of under-“ve children sleep under 
an ITN. Only 7.3 per cent of children having diarrhoea 
are given increased ”uids and continued feeding. 

Knowledge of danger signs during pregnancy and 
childbirth remains low among all quintiles. This could  
be a major contributor to delayed care seeking and 
high maternal mortality. Newborn care practices such 
as aseptic cord care and delayed bathing are low 
across all quintiles.

Inadequate sanitation coverage                              
and hygiene practices  

Timor-Leste has the third lowest rural sanitation 
coverage in the region, after Cambodia and Laos. 
Timor-Leste is on track for its rural water supply MDG 
but way off track for rural sanitation.  Open defecation 
(OD) is widely practiced with 29 per cent not using 
any kind of latrines: only 8 per cent of people in urban 
areas practice OD compared to 29 per cent in rural 
areas. Improved hygiene practice plays a vital role 
in preventing diarrhoeal diseases: global evidence 
suggests that hand washing with soap alone can 
reduce up to 45 per cent of diarrhoea. Poor hygiene 
conditions worsen malnutrition and exacerbate 
pneumonia.110  
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Inadequate amount, skills and                    
distribution of health human resources

Insuf“cient basic health staff and the 
misdistribution of professional staff such as 
doctors and nurses hamper service delivery at 
community, outreach and facility levels.  

At the community and outreach levels, Timor-Leste 
relies on community volunteers, mothers• support 
groups, SISCa, midwives and nurses to provide 
health knowledge and basic preventive services 
including immunisation, antenatal care, and treatment 
of pneumonia and diarrhoea. However, a chronic 
shortage of human resources hampers their efforts 
in achieving universal coverage. For example, it is 
estimated that the availability of nurses and midwives 
is only 50 per cent of what is required at the national 
level and even lower (10 to 15 per cent) in the low 
performing districts.111 Furthermore, the volunteers 
and outreach workers tend to lack motivation for 
better performance due to the absence of incentives, 
hardship allowances, and support such as schooling 
and housing. 

In addition, at the facility level, the misdistribution of 
doctors and nurses results in the concentration of 
medical staff in medical facilities in urban areas and 
insuf“cient staff in rural and peri-urban facilities.112 
Rapid scale-up of the number of doctors is going 
on in the country. Cabral et al (2013) point out 
that the •choice of this scaling-up, with a relatively 
narrow focus on the medical workforce, needs to 
be assessed for its relevance to the health pro“le of 
the country, for its comprehensiveness in terms of 
other complementary measures needed to make it 
effectiveŽ.113  

As mentioned earlier in this chapter, mothers and 
newborn babies suffer immense deprivations and 
this calls for increased focus on training, deploying 
and retaining midwives in health facilities. The 

Government has taken this need seriously and 
committed to deploy two midwives in each Health 
Post, although the way forward is yet to be clearly 
articulated.

Inadequate supplies and inadequate                    
health care commodity management

Insuf“cient availability of essential medical 
commodities, equipment, and services in 
health facilities and hospitals remains a major 
bottleneck in service provision. 

A joint review supported by the UNICEF East-Asia 
and Paci“c Regional Of“ce in 2012 found that the 
stock available for essential commodities is 20 per 
cent for assisted delivery and neonatal care, 10 per 
cent for Preventing Mother to Child Transmission of 
HIV (PMTCT) and 5.6 per cent for oral rehydration 
salt with zinc (TLDHS and programme reports, 
MoH).114 There are also problems with supply 
chain management from the central warehouse to 
district and sub-district facilities due to shortfalls in 
procurement and supply chain management.  

In the case of immunisation, the country does not 
have the globally recommended level of institutional 
capacity to do self-procurement of vaccines. The 
Effective Vaccine Management (EVM) assessment 
conducted in 2011 led to the development of the 
EVM improvement plan. However, the EVM plan is 
yet to be implemented and shortages of vaccines 
happens frequently.115 Poor families sometimes 
travel long distances to reach the health facilities 
spending their limited resources for transportation 
and accommodation only to “nd that no providers 
or drugs are available. Shortages of essential drugs 
and shortages of ambulance fuel for transporting 
pregnant women to the health facilities are reported 
frequently.
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In response to procurement issues, the National 
Procurement Commission has been bolstered 
considerably through decree laws and the 
establishment of chartered agencies to oversee 
speci“c areas of procurement. 

To complement this, the Ministry of Finance (MoF) 
developed Best Practice Guidelines in an effort to 
improve and clarify procurement processes across 
all ministries in the Government. As the process 
of decentralisation continues, there is a need 
to speci“cally examine the effectiveness of the 
procurement reform agenda and the processes that 
have been adopted by ministries in the Government. 

A recent external review by Deloitte has provided 
recommendations to improve supply management 
and procurement procedures as well as internal 
controls.116  

2.3.3 Basic causes
A well-functioning health system comprises several 
building blocks that have multiple relationships and 
interactions, with people at the centre117 (Chart 2.2). 

Two key issues in the health sector, namely 
governance and “nancing, are among the 
fundamental causes of the challenges experienced 
by Timorese children and their mothers in accessing 
quality basic health services. 

Policy and legislation 

The 2009 MDG report of Timor-Leste highlights 
the need to further improve the health policy 
framework in order to enhance the adequacy 
and effectiveness of essential reproductive, 
maternal, new-born and child health (MNCH) 
services, especially in the areas of spacing between 

births, access to essential obstetric care and 
treatment of common childhood diseases, and care-
seeking and care by mothers and service providers. 
The on-going development of a comprehensive 
national maternal, newborn and child health strategy, 
a National Nutrition Strategy, code for marketing of 
breast-milk substitute, and law on salt iodization is 
expected to improve the programming environment 
(Table 2.1). Efforts should also be put in developing 
policies on new-born and child health, health human 
resources, breast-feeding, and family planning and 
nutrition including food forti“cation. 

Key interventions uStat s

 

 

International code of marketing of       
breast milk substitutes enacted Draft

Maternity protection in accordance                        with ILO convention 183 No

Midwives authorised to administer                         core set of life-saving interventions Yes

Integrated management of childhood illness adapted to 
cover new-borns aged 0-1 week Yes 

Community treatment of pneumoniaPartial. (Community volunteers are not 
permitted to give antibiotics)

             New oral rehydration salts formula           
and zinc for management of diarrhoea Yes

       

 Costed implementation plan for maternal,     
newborn and child health available Yes 

Chart 2.2: Health system
Source: Alliance for Health and System Policy and Research, 2010.

Governance

Medicines and 
technologies

Human resources

Service delivery

Financing

Information

People

Table 2.1: Status of Key MNCH Policies in Timor-Leste
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Health financing 

According to the Constitution of Timor-Leste,      
•The State shall promote the establishment of 
a national health service that is universal and 
general. The national health service shall be free 
of charge in accordance with the possibilities of 
the State and in conformity with the lawŽ. 

In absolute terms, the Ministry of Health•s budget 
signi“cantly increased in the past years and reached 
US$67 million118 in 2014 from less than US$17 
million in 2005-06. Executed health expenditure also 
increased from about US$12 million in 2005-06 to 
US$58 million in 2014.119  

Timor-Leste•s total public spending and GDP also 
increased considerably over the years. However, 
the share of Government budget devoted to health 
against both total Government spending and GDP 
declined over time (Figure 2.12). In 2011, public 
health expenditure as a share of total government 
spending was only 2.9 per cent, which is among the 
lowest in the East-Asia and Paci“c region and almost 
nine times lower than the leading country in the 
region (Figure 2.13).120

The government expenditure on health also reduced 
as a share of the total expenditure on health in the 
country. Such reduction has been “lled by non-pro“t 
institutions serving households, and to a limited 
extent, by out-of-pocket spending.121  

The latter may therefore increase once donor-
spending starts reducing. By looking at the sub-
programmes, a declining allocation to the national 
directorate of community health (from US$3.7 
million in 2012 to US$2.1 million in 2014) appears 
worrisome as all the critical maternal, newborn and 
child health and nutrition programmes are developed 
and costed by this directorate.
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Governance, management and                   
coordination mechanism

In Timor-Leste, health service delivery is delegated 
by the Ministry of Health to the District Health 
Managers but the centralised structure of the 
government requires most decisions related to health 
policies, programmes and service delivery to be made 
at the central ministry level.  

The district level of“cials provide health services 
based on instructions and guidelines from the central 
Government.  Coordination and management units 
are established at the central level and the Ministry 
of Health and partners have formed a Maternal and 
Child Health Working Group and a Nutrition Working 
Group to analyse programmatic challenges and 
address them.  

MoH and partners intend to adopt a sector-wide 
planning approach but this is yet to be put into 
practice. To address gaps in management skills, the 
MoH has made efforts to provide the district health 
management team with management training. 

In terms of budget composition, the allocation to 
goods and services declined over 2008-2012 
with greater shares going to transfers, salaries and 
wages (Figure 2.14). In the context of expanding the 
health care delivery network and range of services, 
squeezing operational expenditure could affect the 
effectiveness of the system in delivering services to 
the population.

Distribution of health funding to districts appears not 
to be based on needs. Districts where child mortality 
is higher are spending less per capita (Figure 2.15). 
For example, while Ermera and Liquica experience 
the highest under-“ve mortality in the country, 
they receive the lowest per capita public health 
expenditure (US$6 and US$8 respectively).122  

According to the World Bank,123 •recent and forecast 
health spending is concentrated on expansion and 
rehabilitation of hospital capital works projectsŽ. The 
fact that districts with hospitals receive higher per 
capita expenditure on health appears to corroborate 
this statement.

Further, there is a need to ensure adequate spending 
for child health and nutrition by earmarking national 
health budget and providing dedicated budget lines 
for child health and nutrition. 

Finally, budget allocation decisions are yet to be 
based on sound evidence and thorough planning. 

There is no effective mechanism to link district health 
plans with the MoH budget, sometimes leaving 
planned district level activities with no budget to 
implement them. Plans to decentralise management 
and budget functions will require an increase 
in “nancial management capacity at the district 
level. The ongoing Government initiative on district 
evidence-based planning and budgeting aims to 
address these gaps.

Figure 2.15: Under-“ve mortality and district public spending on health
Source:  TLDHS 2009-2010, NSD and ICF Macro, and Budget Transparency Portal 2010, MoF.
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The WHO has facilitated the management training 
of health personnel and multiple donors. To further 
address some of the gaps in planning and budgeting, 
the MoH is working to adopt an evidence-based 
planning and budgeting approach and developing the 
capacity of district managers.

Illiteracy, poverty and gender issues

Timor-Leste•s MDG report 2010124 reported a 
national poverty rate of 49.9 per cent in 2007 with 
a 26 per cent decline in average consumption. The 
report states that poverty in some areas of the nation 
almost doubled between 2001 and 2007. As shown 
by the TLDHS 2009-2010, poorer segments of the 
population have a higher burden of diseases and less 
access to health care.

An educated mother is known to have better control 
of resources and ability to acquire knowledge and 
skills and translate them into self-care and care for 
their children, which are important determinants 
of good health status. The TLDHS 2009-2010 
shows that a literate mother is less likely to have 
malnourished children and more likely to seek care 
for herself and her children. However, nearly three in 
ten women have no education compared with one 
in “ve men. Secondary or higher level of education 
among women is shown to be associated with 
reduced fertility, a key determinant of maternal and 
child survival. However, only 48 percent of women 
have secondary or higher levels of education as 
compared with 55 percent of men.

Women are the primary caregivers in the household 
and the way they carry out health related activities 
and control resources are important determinants of 
the nutritional status of themselves and their children.  
Timor-Leste is reported to have •strong remnants of 
the traditional patriarchal system. 

Due to the dowry system, husbands adopt the strong 
view that their wives are their subordinate property.Ž 

The patriarchal society grants lower status to women 
who get discriminated in the ownership of assets and 
participation in making decisions affecting their lives 
and that of their children.125

2.4 Opportunities for action 
€    To increase “nancing for the health sector 

and improve budget execution; earmark 
budget for child health in health spending 
units at national and district levels; allocate 
health budget based on the level of 
deprivation of children; and scale up district 
level evidence-based planning and budgeting.  

A costed evidence-based strategic plan 
(investment business plan) prioritising new-
born care and emergency obstetrics must be 
developed at the central level as a tool for 
advocacy and political buy in. 

The plan will be used for coordination among 
development partners to pool available resources 
to be prioritised according to the geographic 
level of deprivation (especially child mortality and 
malnutrition levels). 

The current Ministry of Health-led initiative to 
strengthen district level planning and budgeting 
using bottleneck analysis and capacity building 
needs to be taken forward to enable districts to 
identify and address speci“c bottlenecks resulting 
in child deprivations.

€    To include support and capacity building 
of health management and staff in the 
interventions to strengthen health systems. 
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There is a need to build up institutions of training, 
empowering professional associations, creating 
opportunities for contribution and management at 
national, district and suco levels, and networks of 
support for health staff working in remote areas. 

To meet the clinical and public health gaps, 
there is a need for increases in the number 
and quality of doctors, midwives, and nurses, 
and development of systems of continuing 
professional development for health professionals. 
Involvement in local research, especially that 
contributing directly to critical issues in child 
health policy or strengthening national data 
systems help build capacity of management.

€    To prioritise policies and strategies to 
overcome bottlenecks in the areas of 
nutrition, maternal and child health, and water 
and sanitation.  

There is a need to review current work plans 
for better targeting and implementing evidence-
based pro-equity strategies. The current 
strategies need to be evaluated and scaled 
up to more geographic locations and standard 
guidelines developed. Some of the strategies are 
at draft policy stage and should be expedited with 
accompanying action plans for implementation.  

Strategies that may be new to the country such 
as mean tested social insurance are needed  
urgently to overcome “nancial bottlenecks.  For 
that, the country needs to start out with advocacy, 
feasibility study and cost -effectiveness of 
possible approaches.

€    To put in place measures to increase the 
functionality of Health Posts and their 
capacity to provide basic MNCH and Nutrition 
services in a sustainable way.

This requires putting in place basic facilities for 
delivery care, immunisation, nutrition screening 
etc. in health posts and “lling in health human 
resource gaps, particularly the lack of skilled 
birth attendants, including through measures to 
incentivise and manage performance.

€    To promote and accelerate preventive health 
programmes. 

This will require promoting a continuum of care 
starting from the adolescent and pre-pregnancy 
period and continuing throughout pregnancy, 
delivery and childhood. Interventions should 
include proven, cost-effective ones such as 
community-based case management of common 
childhood illnesses, breastfeeding promotion and 
counselling, provision of folic acid supplementation 
in the preconception stage, maternal anthelmintic 
therapy, maternal and infant micronutrient 
supplementation, and maternal and infant use of 
insecticide-treated bed nets. 

€    To promote optimal health and nutrition 
behaviour and practices at all levels. 

There is a need to improve home care practices 
and health care seeking to address determinants 
of women•s and children•s health and nutritional 
status through strengthened community 
engagement. 

Scaling up and strengthening of existing 
community driven approaches should be pursued.  
This includes communication for development 
interventions, using behavioural change groups 
such as mothers• groups to accelerate social and 
behavioural change in childcare practices, and 
health and sanitation promotion through initiatives 
such as Community-Led Total Sanitation and Open 
Defecation Free.
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€    To strengthen a robust information system 
as one of the components of quality health 
services. 

It is recommended to set up a real time 
monitoring using information technology to 
strengthen the Health Management Information 
System (HMIS) to enable the ministry to track 
changes in bottleneck reduction at different levels 
of the health system and to inform adjustment of 
programme strategies where needed. In addition, 
due to the critical importance of procurement 
in the delivery of government health services, a 
close monitoring of the progress in procurement 
within the MoH should be ensured.
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Nutrition

The CRC commits States parties to •ensure 
to the maximum extent possible the survival 
and development of the child.Ž  Undernutrition, 
especially stunting, is damaging to a young 
child•s development, with negative effects that 
persist into later life. 

This chapter looks at the extent to which 
children in Timor-Leste have realised 
their right to good nutrition, as well as the 
manifestations and causes of deprivation and 
the opportunities for action.  
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3.1 Overview
Malnutrition •is globally the most important risk factor 
for illness and deathŽ. Globally, about one in four 
children under “ve years old are stunted (26 per cent 
in 2011). 

Malnutrition has serious consequences not only 
for child health, but also for the country's long-
term social and economic development.  It reduces 
a child•s chance of survival, while also hindering 
optimal health and growth. Malnutrition is a major 
contributing factor to child mortality, disease and 
disability. For example, a severely stunted child faces a 
four times higher risk of dying, and a severely wasted 
child is at a nine times higher risk. Speci“c nutritional 
de“ciencies such as vitamin A, iron or zinc de“ciency 
also increase the risk of mortality. Malnutrition can 
cause various diseases such as blindness due to 
vitamin A de“ciency and neural tube defects due to 
folic acid de“ciency.

Stunting is associated with suboptimal brain 
development, which is likely to have long-lasting 
harmful consequences for cognitive ability, school 
performance, productivity, and future earnings. This 
in turn affects the development potential of nations. 
Stunting and other forms of undernutrition epitomize 
societal inequities and stunting serves as a marker for 
poverty and underdevelopment.

As stunted children enter adulthood with a greater 
propensity for developing obesity and other chronic 
diseases, the possibility of a burgeoning epidemic 
of poor health opens up, especially in transitional 
countries experiencing increasing urbanization 
and shifts in diet and lifestyle. This epidemiological 
transition could create new economic and social 
challenges in many low- and middle-income countries 
where stunting is prevalent, especially among poorer 
population groups.

A mother•s nutrition and health status are important 
determinants of stunting. An undernourished 
mother is more likely to give birth to a stunted child, 
perpetuating a vicious cycle of malnutrition and 
poverty. 

Focus on stunting prevention before the age 
of 2 years. In tackling child malnutrition, there has 
been a shift from efforts to reduce underweight 
prevalence (low weight for age) to prevention of 
stunting (short length/height for age). There is 
better understanding of the importance of nutrition 
during the critical 1,000-day period covering pre-
conception, pregnancy and the “rst two years of 
the child•s life, and of the fact that stunting re”ects 
de“ciencies during this period. The World Health 
Organization (WHO) has adopted a new target of 
reducing the number of stunted children under the 
age of 5 by 40 per cent by 2025.126  

Today•s concerted focus on reducing stunting 
re”ects an improved understanding of the 
importance of malnutrition during the most critical 
period of development in early life and of the long-
term consequences extending into adulthood. There 
is now more emphasis on policies and programmes 
that support action before the age of 2 years, 
especially on maternal nutrition and health and 
appropriate infant and young child feeding and care 
practices.127 

Papers published in 2008 reported that globally, 
stunting, severe wasting, and intrauterine growth 
restriction together are responsible for 2.2 million 
deaths.128 De“ciencies of vitamin A and zinc are 
estimated to be responsible for 0.6 million and 0.4 
million deaths respectively. 

Maternal short stature and iron de“ciency anaemia 
increase the risk of death of the mother at delivery, 
accounting for at least 20 per cent of maternal 
mortality. Nutrition-related factors together are 
reported to be responsible for about 35 per cent 
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of child deaths and 11 per cent of the total global 
disease burden.  

Malnutrition contributes to maternal mortality by 
increasing susceptibility to infections, reducing 
tolerance of blood loss during delivery and also 
heightens the risk of adverse pregnancy outcomes. 

A woman with poor nutritional status, as indicated by 
a low body mass index (BMI), short stature, anaemia, 
or other micronutrient de“ciencies, has a greater 
risk of obstructed labour, dying from postpartum 
haemorrhage and having a baby with a low birth 
weight and experiencing illness for herself and her 
baby.  

Anaemia among women of reproductive age is 
associated with reduced work performance, low birth 
weight and higher risks of mortality during pregnancy. 
Anaemia is associated with greater morbidity and 
mortality and is a profound marker of poor health and 
nutrition for both women and children. 

Anaemia in young children is associated with 
impaired psychomotor and cognitive development. 
Iodine de“ciency leads to poor brain development 
and intellectual impairment. 

Severe iodine de“ciency during pregnancy can cause 
cretinism, severe mental and physical retardation and 
may cause stillbirth and miscarriage. 

Poverty, through its causal link to malnutrition and 
economic loss as a consequence of malnutrition, 
is both a cause and an outcome of poor human 
development. Though there is no country-speci“c 
estimate of the economic burden of malnutrition 
in Timor-Leste as yet129, the high burden of child 
malnutrition is expected to be causing substantial 
future economic loss. Therefore, investment in 
prevention of maternal and child malnutrition 
is a sound investment for the socio-economic 
development of the country.

3.1.1 Nutrition programming context 
Good health is enshrined in the Constitution of 
Timor-Leste. All Timorese citizens are entitled to 
health care and the state has a duty to promote and 
protect the health of its citizens. 

Nutrition policies and strategies

The government of Timor-Leste has committed to 
addressing malnutrition through a number of policy 
frameworks, statements and plans. These include: 

€    Timor-Leste•s commitment to achieve the MDGs 
targets which are in line with the Seven National 
Development Goals (NDGs) of Timor-Leste;130 

€    The 2004 nutrition strategy which is currently 
being implemented and revised to become the 
National Nutrition Strategy 2013-2018;

€    The 2010 Comoro Declaration against hunger 
and undernutrition. This is a statement of 
policy commitment to address nutrition through 
concerted and joint efforts of seven line 
ministries: Ministry of Agriculture and Fisheries 
(MAF), Ministry of Finance (MoF), Ministry of 
Health (MoH), Ministry of Commerce, Industry, 
and Environment (MCIE) [formerly known as 
the Ministry of Tourism, Commerce and Industry 
(MTCI)], Ministry of Economy and Development 
(MoE),131 Ministry of Education (MoE), and 
Ministry of Social Solidarity (MSS);

€    The Timor-Leste SDP 2011-2030 which aims to 
accelerate economic growth and reduce poverty, 
both of which are expected to have an impact on 
the basic causes of malnutrition; and

€    The NHSSP (2011-2030), which emphasizes 
delivery of basic health services and health 
promotion. The NHSSP recognizes that tackling 
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malnutrition will require paying attention to the 
nutritional needs of women during pregnancy and 
of their children during the “rst two years of life. 

Support to nutrition interventions                          
and programmes

Most of the nutrition interventions currently being 
implemented by the Government of Timor-Leste 
are nutrition-speci“c interventions that address the 
immediate determinants of fetal and child nutrition 
and development„adequate food and nutrient intake, 
feeding, caregiving and parenting practices, and low 
burden of infectious diseases. 

The interventions include infant and young child 
feeding, micronutrient supplementation and 
forti“cation, treatment for acute malnutrition, and 
disease prevention and management. 

A number of stakeholders and partners have been 
supporting the implementation of speci“c interventions, 
including NGOs such as Alola Foundation and church-
based organizations (Pastoral da Criança), bilateral 
donors (AusAID, EU, Government of Japan, USAID, 
Spain, etc.), international “nancial institutions such 
as the World Bank, and global alliances such as the 
Spanish MDG Achievement Fund (MDG-F) and UN 
agencies (FAO, UNICEF, WFP, WHO).

The coverage and effectiveness of nutrition-speci“c 
interventions can be improved and complemented 
by implementing sensitive interventions that address 
underlying determinants of fetal and child nutrition 
and development - food security; adequate caregiving 
resources at the maternal, household and community 
levels; and access to health services and a safe and 
hygienic environment.132 As such, nutrition-sensitive 
interventions are implemented by other sectors such 
as agriculture and food security; social safety nets; 
early child development; maternal mental health; 

women•s empowerment; child protection; schooling; 
water, sanitation, and hygiene; health and family 
planning services.

The linkages between nutrition-speci“c and sensitive 
interventions are still weak. Thus, there is a need to 
strengthen coordination among different sectors in 
order to tackle the complex problem of malnutrition. 

The National Nutrition Strategy 2013-2018 that is 
currently being “nalized highlights the requirements 
of multi-sectoral actions and support from health, 
agriculture, education, water and sanitation, and 
others to improve maternal and child nutrition in 
Timor-Leste.

3.1.2 Key achievements
Progress has been made to improve the nutrition 
status of children in the past years. According to the 
recently released preliminary results from the 2013 
Timor-Leste Food and Nutrition Survey,133 comparing 
with the TLDHS in 2009-10:

€   The prevalence of stunting among children 
under “ve years of age declined from 58.1 per 
cent to 51.9 per cent. Among children of 0-23 
months of age, this prevalence came down from 
49 per cent to 38 per cent.

€   Wasting among children under “ve years of 
age came down from 18.6 per cent to 10.8 per 
cent. Among children 0-23 months of age, this 
rate came down from 18.6 per cent to 11.9 per 
cent; and 

€   Underweight among children under “ve years 
of age reduced from 44.7 per cent to 38.1 per 
cent.
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The Government has prioritized nutrition in its 
development agenda and declared its commitment 
to put an end to hunger and malnutrition through the 
2010 Comoro Declaration as well as subsequent 
country policy and strategy documents highlighting 
the urgent need to address very high level of 
malnutrition;

Coverage of high impact nutrition interventions 
such as exclusive breastfeeding among children 0-6 
months old improved from 30 per cent in 2003 to 52 
per cent in 2009/10.

3.2 Key issues - status, 
progress and disparities

3.2.1 Stunting, wasting                        
and underweight
Stunting  re”ects chronic malnutrition during the 
most critical periods of growth and development in 
early life. It is de“ned as the percentage of children 
aged 0 to 59 months whose height for age is below 
minus two standard deviations from the median of 
the 2006 WHO Child Growth Standards. Stunting 
often goes unnoticed and is sometimes referred to 
as •silent malnutrition•. 

Wasting re”ects an acute situation of malnutrition. 
It is de“ned as the percentage of children aged 0 to 
59 months whose weight for height is below minus 
two standard deviations from the median of the 
WHO Child Growth Standards. Wasting is a strong 
predictor of morbidity and mortality among children 
under “ve. 

Underweight  is a composite form of malnutrition 
that includes either or both stunting and wasting, 
without distinguishing between the two. It is de“ned 

as the percentage of children aged 0 to 59 months 
whose weight for age is below minus two standard 
deviations from the median of the WHO Child 
Growth Standards. 

Timor-Leste has one of the highest prevalence 
of stunting among children under-5 in the world.  
More than half of children under “ve years old (58 
per cent … 52 per cent according to the preliminary 
results of the 2013 Timor-Leste Food and 
Nutrition Survey) in Timor-Leste are stunted. Both 
underweight and wasting are also much higher than 
the average level of other countries in Asia, Africa 
and the Least Developed Countries (Figure 3.1).
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Figure 3.1: Nutritional status of children 
under-“ve years, by region

Figure 3.2: Trends in nutritional status of                                                   
children under-5 years (WHO Growth Standards)

Source: UNICEF, WHO and the World Bank, Joint Child Malnutrition Estimates, 2012; TLDHS 2009-2010.

Source: TLDHS 2003, MoH; and TLDHS 2009-2010, NSD and ICF Macro,                                                  
using data from 2003 recalculated using the WHO Child Growth Standard.
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Figure 3.2 presents the comparison of results of 
surveys using the WHO Child Growth standards 
(with re-calculation of TLDHS 2003 data using 
WHO Child Growth standards) and indicates that 
chronic malnutrition (stunting) among children under 
the age of “ve years in 2010 was very high at 
58.1per cent.134 Increases in wasting from 2003 to 
2009/10 could be a re”ection of seasonal variation 
as the TLDHS 2009-2010 took place during the 
food scarce dry season. The prevalence of stunting, 
wasting, and underweight malnutrition remain above 
the WHO de“ned threshold for considering it a 
severe public health problem.135  

The high level of malnutrition has put Timor-Leste off-
track from the MDG 1 on the eradication of extreme 
poverty and hunger, and indirectly from MDG 4 on 
the reduction of child mortality, and MDG 2 on the 
universalization of primary education. 

Figure 3.3 indicates that from 9-11months, both 
stunting and underweight increased between 2003 
and 2010. By 24 months old, children•s malnutrition 
status remains the same or with little change. This 
clearly indicates that the •window of opportunity• to 
address malnutrition and micronutrient de“ciencies is 
before the child•s second birthday. 

Similar to all other countries, the economic status 
of the household in”uences the nutritional status of 
children. Children living in poor families have higher 
level of malnutrition compared with those from rich 
families. However, the TLDHS 2009-2010 suggests 
that malnutrition is a common problem in Timor-Leste, 
as the highest quintile also has high level of stunting, 
wasting and underweight (Figure 3.4. Note: Redlines 
are WHO thresholds for indicating a severe public 
health problem).

Malnutrition among districts is varied. With the 
exclusion of Aileu district, stunting prevalence is 
ranged between 43.9 per cent and 72.6 percent. 
Overall, all districts still have a very high stunting 
prevalence. Likewise, the prevalence of underweight 
in all districts is still de“ned as a severe public health 
problem according to the WHO threshold (Figure 3.5, 
see next page).  

Figure 3.6 (see next page) using the indicator of 
stunting among children under “ve shows that boys 
have slightly higher malnutrition than girls. Children 
living in rural areas, or children whose mothers have 
lower education level, and/or children whose mothers 
are under-nourished are more likely to suffer from 
malnutrition. 
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3.2.2 Low birth weight
A child•s birth weight or size at birth is an 
important indicator of the child•s vulnerability 
to illnesses and the child•s chances of survival. 
Children whose birth weight is less than 2.5 
kilograms, or children reported to be •very smallŽ 
or •smaller than averageŽ are considered to have a 
higher-than-average risk of early childhood death.

Measurement of birth weight is still limited in 
Timor-Leste due to the low coverage of skilled 
birth attendance. Newborn weights and heights 
are not normally measured for children born at 
home.  

Of the 26 per cent reported birth weight in 
the TLDHS 2009-2010, about 10 per cent of 
children were reported by their mothers to be 
smaller than average or very small at birth.  

3.2.3 Maternal nutrition
Nutritional status before and during 
pregnancy in”uences maternal and child 
health outcomes. Optimal child development 
requires adequate nutrient intake, provision 
of supplements as needed and prevention of 
diseases.

The high level of malnutrition among women 
perpetuates a vicious cycle of malnutrition leading 
to low birth weight and undernourished children. 
About 27 per cent of women in Timor-Leste 
have a BMI of less than 18.5,13615 per cent 
have short stature and 21 per cent are anaemic, 
which perpetuate the cycle of malnutrition.   In-
depth analysis of the TLDHS 2009-2010 data 
(unpublished) revealed that mother•s nutritional 
status was signi“cantly associated with stunting 
among children regardless of urban or rural 
residence. 

Figure 3.5: Prevalence of underweight by district
        Source: HMIS 2010, MoH
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Children born to mothers with normal BMI (18.5 or 
higher) were less likely to be stunted, compared to 
children born to very thin mothers (BMI<18.5).137 

3.2.4 Micronutrient deficiencies 
The high level of micronutrient de“ciencies 
(particularly iron, vitamin A, zinc and iodine) among 
children and women in Timor-Leste is a determining 
factor in child mortality, morbidity and development.     
In 2009, more than one in three (38 per cent) 
Timorese children aged 6-59 months old and one in 
“ve (21 per cent) of Timorese women aged 15-49 
years were detected with anaemia.138

Iron-de“ciency anaemia is an important underlying 
cause of maternal mortality, spontaneous abortion, 
premature birth and low birth weight, and poor 
school performance and lower intellectual quotient, 
especially among adolescent girls.  It is caused 
primarily by inadequate dietary intake of iron, folate, 
vitamin B12, or other nutrients but can also result 
from malaria and parasitic intestinal infestation (e.g. 
hookworm, schistosomiasis and whipworm). 

Among children with anaemia, 25 per cent had 
mild anaemia, 13 per cent had moderate anaemia, 
and less than 1 per cent had severe anaemia.   The 
highest prevalence of anaemia among children was 
found in Manatuto district (68 per cent), and children 
in Ermera district have the lowest prevalence (15 per 
cent, Figure 3.7).

Among women, 17.5 per cent were mildly anaemic, 
3.6 per cent were moderately anaemic, and less 
than 1 per cent had severe anaemia. Prevalence of 
anaemia was higher among pregnant women (28 per 
cent) than among lactating women (25 per cent) and 
women who were neither pregnant nor breastfeeding 
(19 per cent). The highest prevalence of anaemia 
was found in women with no education and from the 
lowest wealth quintile.  

3.3 Manifestations and  
causes of deprivation
Nutritional status is in”uenced by multiple factors 
with different levels of cause: immediate, underlying, 
and basic. The immediate cause of malnutrition is 
a result of a lack of dietary intake, or disease. This 
can be caused by consuming too few nutrients or 
an infection, which can increase requirements and 
prevent the body from absorbing those consumed. 
The interaction between malnutrition and infection 
creates a potentially lethal cycle of worsening illness 
and deteriorating nutritional status. 

Whether or not an individual gets enough food to 
eat or whether s/he is at risk of infection is mainly 
the result of factors operating at the household and 
community level. These factors are classi“ed as 
underlying causes, which can be grouped into three 
broad categories: food, care, and health. Optimal 
nutritional status results when children have access 
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to affordable, diverse, nutrient-rich food; appropriate 
maternal child-care and feeding practices; adequate 
health services; and a healthy environment including 
safe water, sanitation and good hygiene practices. 
The combination and relative importance of these 
factors to understanding the immediate and 
underlying causes of malnutrition in Timor-Leste 
is critical to delivering appropriate, effective and 
sustainable solutions and adequately meeting the 
needs of the most vulnerable people.

The third level factor contributing to malnutrition 
is basic causes. These refer to what resources are 
available (human, structural, “nancial) and how they 
are used (the political, legal and social factors). 

3.3.1 Immediate causes

Inadequate dietary intake

The TLDHS 2009-2010 showed that only 52 per 
cent of infants age 0-6 months are exclusively 
breastfed; and only 30 per cent of children age 
6-23 months receive timely and appropriate 
complementary feeding (Figure 3.8). 

Micronutrient intake from foods is sub-optimal. The 

TLDHS 2009-2010 reveals that nearly four-“fths 
(79 per cent) of last-born children aged 6-35 months 
consumed vitamin A rich foods, and 52 per cent of 
young children consumed foods rich in iron in the 
24-hour period before the survey. Although there 
is an improvement in the coverage of vitamin A 
supplementation among children aged 6-59 months, 
it is still suboptimal where only 51 per cent of them 
received a vitamin A supplement in the six months 
before the survey. About 35 per cent of children 
aged 6-59 months received de-worming tablets in 
the six months preceding the survey.

Although the proportion of women who took iron 
supplements during pregnancy increased from 
43 per cent in 2003 to 61 per cent in 2009-10, 
about 37 per cent of women did not take any 
iron supplements and only 16 per cent took the 
recommended dose for 90 days or more during their 
most recent pregnancy.  In addition, 13 per cent 
of women received deworming medication during 
pregnancy, 31 per cent received supplementary food 
while pregnant with their last birth, and 29 per cent 
received supplementary food while breastfeeding 
their last-born child.
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Figure 3.8: Infant feeding practices by age
Source: TLDHS 2003, MoH; and TLDHS 2009-2010, NSD and ICF Macro. 
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High prevalence of childhood illnesses

The TLDHS 2009-2010 reported 19 per cent of 
children under-5 years of age having had fever in 
the two weeks preceding the survey. This works out 
to each child having between 4-5 episodes of fever 
each year. 

The incidence of diarrhoea among children under-
“ve two weeks preceding the TLDHS 2009-2010 
was 16 per cent. This, on average, is equal to each 
child having about four episodes of diarrhoea each 
year. The prevalence of Acute Respiratory Infection 
(ARI) in the TLDHS 2009-2010 was estimated by 
asking mothers whether their under-5 years age 
children had cough accompanied by short, rapid 
breathing, symptoms considered compatible with 
pneumonia during surveys. 

The prevalence of pneumonia in the two weeks 
preceding the survey was 2 per cent. This, on 
average, is equal to each child having one episode of 
pneumonia every second year. 

True incidence of ARI (fever plus cough) could 
be much higher.  Malnutrition undermines the 
functioning of the immune-response mechanisms 
and lowers the body's ability to resist infection. This 
leads to longer, more severe and more frequent 
episodes of illness and these illnesses drain the 
nutrition status further aggravating malnutrition. 

When a malnourished child falls ill the malnutrition 
worsens. Children who enter this malnutrition-
infection cycle can quickly fall into a potentially fatal 
spiral as one condition aggravates the other. 

3.3.2 Underlying causes

Household food insecurity

The TLSLS 2007 identi“ed 72.9 per cent of 
households with •at least one month of low food 
consumptionŽ and that the number of months in 
a year with low food consumption averaged 3.2 
months.139 A comprehensive vulnerability analysis 
and mapping conducted in 2005/06 revealed that 
nationally, 20 per cent of households are considered 
to be food insecure, 23 per cent to be highly 
vulnerable, 21 per cent to be moderately vulnerable, 
and 36 per cent to be food secure.140 

The food security situation has improved in recent 
years with efforts by the government to develop 
agriculture and provide subsidized rice. However, 
climate changes and frequent heavy rainfalls that 
resulted in ”ooding and landslides signi“cantly 
affected agricultural production. During May to June 
2013, a total 1,551 families in Covalima, Ainaro, 
Viqueque and Baucau districts were affected by the 
”ooding and received food and non-food support 
from the MSS.141

Low level of knowledge and skills of care providers 
and families and poor caring practices for children 
and mothers

The TLDHS 2009-2010 reported 52 per cent of 
infants 0-6 months being exclusively breastfed 
and 30 per cent of children aged 6-23 months 
being fed according to the recommended infant 
and young child feeding practices. Multivariate 
regression analysis of the TLDHS 2009-2010 
data (unpublished) showed that timely initiation of 
breastfeeding was signi“cantly associated with a 
child•s stunting status. Children who were put to 
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mother•s breast within one hour of birth were less 
likely to be stunted in early childhood, compared to 
children who were put to breast later. 

The association was consistent in both urban and 
rural areas. The analysis showed that in rural areas, 
children of average or above average size at birth 
were less likely to be stunted later, compared to 
children whose size at birth was below average.

While 82 per cent of newborns are breastfed within 
the “rst hour of birth and 96 per cent within the “rst 
day, 13 per cent are given harmful pre-lacteal feed 
in the “rst three days of life.  An estimated 71 per 
cent of children with ARI symptoms, 60 per cent 
children with fever and 72 per cent with diarrhoea 
were taken to a healthcare provider; but only 10 
per cent of children who suffered from diarrhoea 
were provided adequate ”uids during the diarrhoeal 
episode; 12 per cent of them were given no ”uids at 
all during the diarrhoeal episode; and only 7 per cent 
were given increased ”uids and continued feeding as 
recommended.

Low level of knowledge and skills of care providers 
and families contribute to the feeding and care 
practices, and health seeking behaviours of 
caregivers.  When caregivers do not have adequate 
information, knowledge and skills the child is 
deprived of care, suffers growth faltering and 
the consequences of low resistance to infection.         
Sub-optimal level of exclusive breastfeeding, 
inappropriate complementary feeding, inadequate 
home health care and care seeking during illness 
reported above indicate that the level of knowledge, 
awareness, and understanding of the importance of 
good nutrition are inadequate.142 

An educated mother is known to have better control 
of resources, higher ability to acquire knowledge 
and skills and translate them into self-care and care 
for their children, which are important determinants 
of good nutritional status. The TLDHS 2009-2010 

reported that 32 per cent of Timorese women are 
illiterate. Stunting among children is higher (62.6 per 
cent) among those whose mothers are illiterate as 
compared to the national average (58.1 per cent). 
Women with secondary and higher level of education 
are less likely to be short compared to women who 
have no education. 

Women are the primary nutrition caregivers in 
households and how they carry out nutrition related 
activities and control resources are determinants 
of both their nutritional status and of those under 
their care.  Timor-Leste is reported to have •strong 
remnants of the traditional patriarchal system.143    
The patriarchal society grants lower status to women 
who are discriminated against in relation to the 
ownership of assets and participation in making 
decisions affecting their lives and those of their 
children. 

Insufficient human resource for nutrition

There is insuf“cient capacity development 
and persisting gaps exist at all levels. Nutrition 
programme managers are mostly graduated from 
high schools with no nutrition preparation during their 
schooling year. Thus, continued efforts are required 
to strengthen nutrition capacity through pre-service 
education to produce quali“ed nutritionists as well as 
in-service trainings to orient and build upon current 
capacity on nutrition programming.

Inequitable access to and utilization of care and 
essential nutrition services, as well as preventive   
and promotive health services

Vitamin A supplementation is 44 per cent among the 
poorest and 59 per cent among the richest. Similarly, 
deworming medication among the poorest and 
richest group of children were 27 per cent and 47 
per cent respectively.
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Utilization of appropriate treatment for diarrhoea and 
fever remains low across all quintiles. Antenatal Care 
(ANC) offers an opportunity for providing nutrition 
interventions but has less than optimal coverage with 
the four recommended ANC visits being at 55 per 
cent. 

Child immunization, the most widely accepted 
preventive health intervention, is fully  completed by 
only 52.6 per cent of children aged 12-24 months.

Inadequate environmental conditions

Lack of access to safe water, poor sanitation and 
the unhygienic handling of food have signi“cant 
implications for the spread of infectious diseases, 
notably diarrhoea and ARI which drain the nutritional 
status of children. An estimated 14 per cent of urban 
and 45 per cent of rural households have no toilet 
facilities, and less than 50 per cent of households 
reported hand washing after defecation. 

Low sanitation coverage and high level of 
malnutrition in rural areas of Timor-Leste 
corroborates the symbiotic relationship between 
diarrhoea and malnutrition which in turn has a strong 
relationship with stunting; 25 per cent of all stunting 
in 24-month-old children is attributable to having “ve 
or more episodes of diarrhoea. 

3.3.3 Basic causes

Poverty

Timor-Leste•s MDG report 2010144 reported a 
national poverty rate of 49.9 per cent in 2007 with 
a 26 per cent decline in average consumption. The 
TLDHS 2009-2010 reported higher prevalence of 
stunting among poorer households (63 per cent) as 
compared to the richer households (47 per cent),  

and women in the highest wealth quintile are less 
likely to be below 145 cm than women in the lowest 
wealth quintile (8 and 17 per cent respectively). 

Poverty limits access to adequate and nutritious 
food and also reduces access to other resources 
and choices needed for providing adequate care 
for children and women, such as home health care, 
access to health care, environmental sanitation etc.

High food prices, inflation and                   
diminishing buying power of the poor

Timor-Leste is dependent on food imports and 

this dependency exposes Timorese people to the 
impact of global food price increases, making the 
imported food unaffordable to poor families. In”ation, 
as measured by the consumer price index, was as 
high as 13.5 per cent in 2011 and 11.8 per cent in 
2012.145 

Nutrition financing

Spending in the overall health sector appears to be 
inadequate, in terms of both amount and quality, 
to meet the heavy challenges faced by the sector 
(please refer to section 2.3.3 for more details). The 
absence of earmarking for nutrition interventions 
and the line-item budget structure does not allow 
isolating and tracking of expenditure on nutrition.

Inadequate policy and programmes              
addressing the burden of malnutrition

There is a strong stated national commitment but 
there is as yet no explicitly de“ned National Nutrition 
Policy. The 2004 National Nutrition Strategy was 
not costed and the national budget does not have 
a nutrition speci“c budget line.  There is as yet no 
breast-feeding policy that guarantees food security 
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for the 0-6 months old Timorese. Timor-Leste is 
yet to adopt a code for marketing of breast milk 
substitute that safeguards breast-feeding. There is 
no mechanism to monitor imported salt and there 
are no law and regulation regarding the production, 
importation and trade of salt, all essential for 
ensuring consumption of iodized salt. The country 
is dependent on food imports but is yet to have a 
programme to regulate food quality, including food 
forti“cation. 

Inadequate nutrition information                          
and management

Nutrition indicators routinely collected through the 
current Health Management and Information System 
are very limited and there are no linkages established 
between HMIS and the management information 
systems of other sectors such as agriculture 
and education. Nutrition information that allows 
monitoring of nutrition programmes to inform policy 
makers for decisions is not available and there is also 
an absence of nutrition surveillance and operational 
research.

Others basic causes

General isolation and lack of infrastructure, poor 
access to adequate irrigated farmland, and poor 
access to income generating activities outside of 
agriculture have been attributed as causes of food 
insecurity in Timor-Leste. The other basic causes 
of malnutrition are a) natural disasters adversely 
affecting crop yields; b) poor market access; c) rain-
fed seasonal agriculture with inadequate food during 
the dry seasons; and d) rising unemployment that 
deprives families of income.

3.4 Opportunities for action
Interventions to reduce stunting should start well 
before pregnancy/conception, with the mother•s 
prenatal care and nutrition, and continue up to 
when the child reaches the age of two years 
(Chart 3.1). The process of becoming a stunted 
child …called length growth faltering … begins 
in utero, up to two years of age. By the time the 
child is past two years of age, it is too late to 
undo the damage caused by malnutrition. The 
mother•s health and nutrition status is, therefore, 
a crucial determinant of stunting in children.

Key opportunities for action include:

€    To increase nutrient intake by mothers and 
children by creating conducive policy and 
programming environment and by enabling 
mothers and families with knowledge and 
skills. 

This includes promoting micronutrient intake 
through micronutrient supplementation, food 
forti“cation and food-based approaches; and 
improving case detection and treatment for 
malnourished mothers and children through 
effective case follow up.

€    To improve home care practices and 
health care seeking behaviours to address 
determinants of women and children•s 
nutritional status.

The approach will be enhanced through 
strengthened community engagement in 
communication for behaviour change. 

The interventions that need to be scaled up are: 
a) promoting safe motherhood; b) promoting 
community-led initiatives to improve home 
and community care for women and children; 
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Chart 3.1: Key proven pratices, services and policy interventions for the prevention and treatment of stunting and other 
forms of undernutrition throughout the life cycle

Source: Adapted from Lancet Nutrition Series 2008 and 2010.
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c) strengthening local capacity to improve 
maternal and child nutrition and food security 
education including health seeking behaviour 
and addressing food taboos; d) strengthening 
linkages between maternal and child nutrition with 
maternal reproductive health (i.e. birth spacing, 
fertility control, family planning, etc.); f) helminthic 
control; g) malaria, diarrhoea, pneumonia 
prevention and treatment; h) immunization; i) 
prevention and management of malnutrition 
associated with HIV/AIDS;  and j) promoting 
linkages between nutrition and diet-related 
disorders/diseases, and other non-communicable 
diseases. 

€    To improve food security at the           
household and community levels.

This should be done by increasing the availability 
of food from animal sources at the household 
level; increasing consumption of animal foods 
by adolescent girls, young mothers and young 
children; enhancing opportunities for income 
earning for women, especially young mothers 
from the poorest households; increasing coverage 
of social protection schemes for children, 
adolescent girls and women from the poorest 
households and increasing overall and domestic 
food production. 

€    To improve hygiene and access                      
to water and sanitation.

This should include ensuring that families, 
especially mothers and adolescent girls, use 
improved sanitation facilities, mothers and 
adolescent girls wash hands with soap, and 
families, especially mothers, adolescent girls and 
children under-5 drink treated water.

€    To promote optimal nutrition behaviour and 
practices at all levels through evidence-based 
nutrition social mobilisation and behaviour 
change communication.

The areas of focus should be on developing 
a national nutrition communication strategy; 
in”uencing community norms for nutrition and 
health practices; developing and disseminating 
culturally appropriate nutrition and food security 
education materials; developing interpersonal and 
behaviour change communication skills of health 
workers, community volunteers and extension 
workers; and integrating nutrition education and 
messaging in education and other health and 
agriculture programmes. 

€    To improve policies and capacity for multi-
sectoral nutrition action. 

Speci“cally, this can be achieved by establishing, 
strengthening, and addressing the basic causes 
of malnutrition, including for example: establishing 
an effective multi-sector coordination mechanism; 
increasing investment in nutrition- speci“c 
and nutrition-sensitive interventions; putting 
in place institutional and legal frameworks as 
well as management structures; focusing on 
advocacy and coordination systems that integrate 
and mainstream nutrition and food security 
interventions across all relevant government 
sectors; improving nutrition-speci“c technical 
and management capacity; establishing nutrition 
surveillance; improving nutrition information 
management and increasing investment in 
nutrition. The information on the economic burden 
of malnutrition will support advocacy to increase 
budget allocations for nutrition interventions.
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Water, 
sanitation                     
and hygiene

Article 24 of the CRC commits States 
parties to strive to ensure the highest 
attainable standard of health for every child. 
This extends to providing clean drinking 
water and eliminating the dangers of 
environmental pollution. 

This chapter looks at the extent to which 
the right of children in Timor-Leste to clean 
drinking water and adequate sanitation has 
been realized and what are the causes of 
deprivation and the opportunities for action.
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4.1 Overview
Safe drinking water, hygienic toilet facilities, 
and improved hygiene practices are important 
determinants of the health and wellbeing of children. 
Together they offer protection from diarrhoea and 
other water-borne diseases such as typhoid, cholera, 
dysentery, intestinal parasites and corresponding 
malnutrition. A clean living environment, including 
access to sanitary means for excreta disposal and 
adequate water supplies, re”ects the overall living 
standards of the population and is linked to the 
dignity of families and communities. 

Unsafe water, poor sanitation and unhygienic 
conditions claim many lives each year. An estimated 
1.2 million children die globally before the age of 
“ve from diarrhoea.  In poor urban areas, where 
insuf“cient water supply and sanitation coverage 
combine with overcrowded conditions, the possibility 
of faecal contamination is maximised increasing the 
risk of spreading water-borne diseases including 
diarrhoea. In rural areas, widespread open defecation 
practices and the lack of awareness and practice of 
safe hygiene behaviours such as hand-washing with 
soap put the population at a high risk of faecal-oral 
diseases.

Low sanitation coverage and a high level of 
malnutrition in rural areas of Timor-Leste 
corroborate the symbiotic relationship between 
diarrhoea and malnutrition which in turn has a 
strong relationship with stunting  (Figure 4.1). 

As mentioned in the SDP 2011-2030, the economic 
consequences of poor sanitation on health, welfare 
services and tourism was the subject of a 2008 
study of “ve neighbouring countries: Timor-Leste, 
Indonesia, the Philippines, Cambodia and Vietnam. 
This study shows an average loss of 2% of Gross 
Domestic Product across the “ve countries that 
could be recovered through improvements in 
sanitation alone. In Timor-Leste, this means that poor 
sanitation is costing at least US$11 million every 
year … and rising as the economy expands. Other 
studies have shown that investment in sanitation is 
an investment in health, education, the environment 
and poverty reduction. Improved sanitation typically 
yields about $9 worth of bene“ts for every $1 spent, 
based on a reduction in direct and indirect health 
costs, better education, improved quality of water 
supply and increases in tourism.146 

Figure 4.1: Relationship between stunting and access to sanitation facilities
Source: TLSLS 2007, NSD, and TLDHS 2009-2010, NSD and ICF Macro. *Note: The stunting data for Aileu District in the TLDHS 2009-2010 is questionable.
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4.1.1 WASH programming context
•A vitally important element in the economic and 
social development of Timor-Leste … and in the 
health and wellbeing of our people … is access 
to safe drinking water and sanitation systems.Ž        
- SDP 2011-2030

The SDP 2011-2030 clearly states the short, 
medium and long-term targets for improvement of 
access to safe drinking water and sanitation facilities 
in Timor-Leste. 

There is growing recognition that access to and 
utilisation of WASH facilities must be improved 
for achieving the MDG targets with equity.  The 
government announced its commitment to prioritising 
water and sanitation and increasing funding for the 
sector at a high level meeting held in Washington 
in 2010. Since then, water supply infrastructure 
has been a priority supported by the national 
Infrastructure Fund.

  

The National Water Supply Policy, formulated by 
the National Directorate of Water Supply Services 
(Direcçáo Nasional Serviços de Águas … DNSA) 
in the Ministry of Public Works (MoPW), is being 
“nalised. The draft is being reviewed by stakeholders 
and will be submitted shortly to the Council of 
Ministers for approval. With support from the AusAID 
funded Community Water Supply and Sanitation 
Project (BESIK), the MoH has drafted the National 
Strategic Sanitation Development Plan for 2013-
2020 in line with the SDP 2011…2030 and the 
National Basic Sanitation Policy of Timor-Leste 
2012. The strategic sanitation plan aims to achieve 
an ODF Timor-Leste by 2020 by scaling up the CLTS 
approach to create demand for improved latrines. 

The strategic plan, which is known as PAKSI (Planu 
Asaun Komunidade - Saneamentu no Ijiene) in Tetun 
language is a comprehensive package that includes 
ODF community, improved sanitation, improved 
hygiene, liquid waste management and solid waste 
management. The plan also entails a provision of 
a sanitarian in every sub-district for community 
mobilization and progress monitoring. Currently 
BESIK is supporting a pilot of the programme with 
15 sanitarians in 3 districts. The MoH has plans to 
support an additional 15 sanitarians in 2014.

There are two coordination mechanisms currently in 
place: the WASH Forum and the Sanitation Working 
Group. The WASH Forum deals with information 
sharing and exchange of ideas on water supply 
in communities and institutions, water quality and 
emergency preparedness and response. It also 
addresses issues around community management 
of water systems, and subsequent government 
support. The Sanitation Working Group focuses 
on rural sanitation and hygiene. These groups are 
respectively led by the National Directorate of 
Water Supply and the National Directorate of Basic 
Sanitation.

Targets

By 2015:
�t The MDG of 75% of Timor-Leste's rural population having access 

to safe, reliable and sustainable water will have been exceeded

�t Improved sanitation facilities will be available in 60% of district urban areas 

�t The improved operation and maintenance of the Dili drainage 
system will result in a cleaner city and reduced �ooding

By 2020:
�t All government schools will be connected to clean piped water
�t There will be appropriate, well operated and maintained, 

sustainable infrastructure for the collection, treatment
and disposal of sewage in Dili

�t Drainage will be improved in all districts

By 2030:
�t All sub-districts will have improved drainage systems
�t All districts and sub-districts will have appropriate sewerage systems 

Chart 4.1: Targets for improvement of water                                            
and sanitation facilities in the SDP 2011-2030
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Given the number of stakeholders and duty bearers 
in the sector, the WASH Forum and Sanitation 
Working Group promotes synergies between 
programmes and interventions. Three government 
ministries (viz. education, health and public works) 
are responsible for different aspects of water, 
sanitation and hygiene in communities, schools 
and health institutions. The Ministry of State 
Administration (MSA) also implements small-scale 
water projects in rural communities under the 
Decentralised Development Programme (PDD). 
Key development partners in the WASH sector 
are: UNICEF, AusAID, National Red Cross (CVTL), 
ADRA, Plan International, Triangle GH, World 
Vision, SHARE, WaterAid, and Oxfam. In addition, 
several national NGOs provide critical linkages with 
communities. 

4.1.2 Key achievements
Timor-Leste is on track to achieve the MDG 
target to •Halve, by 2015, the proportion of people 
without sustainable access to safe drinking waterŽ.  
According to the 2010 Census, 66 per cent of 
households had access to clean drinking water in 
2010. The global Joint Monitoring Programme (JMP) 
for water and sanitation estimated that by 2011, 69 
per cent of the population in Timor-Leste had access 
to safe drinking water, a 15 percentage points 
increase since 2000 (54 per cent).147

This achievement in the water sector is due to an 
increased focus on water supply with additional 
investment and a gradual improvement in the 
institutional capacity to implement the national 
plan, standards and guidelines (especially for rural 
water supply).  Over the last four years almost 25 
per cent of rural people gained access to improved 
water sources through new or rehabilitated water 
systems. However a key challenge is the ongoing 
maintenance of these water systems. 

4.2 Key issues … status, 
progress and disparities

4.2.1 Access to safe and          
improved drinking water
Timor-Leste is on track for achieving the MDG 
target on improved drinking water, but signi“cant 
disparities exist between urban and rural areas, 
and among districts and sucos.  According to 
the 2010 Census, 66 per cent of households had 
access to an improved drinking water source. An 
encouraging 91 per cent of urban households had 
access to drinking water. 

However, this “gure was considerably lower in rural 
areas with only 57 per cent of households having 
access to an improved water source. 

Improved sources of water include piped water 
supply within homes, public taps or standpipes, tube-
wells or boreholes, protected dug wells, protected 
springs and rainwater. 

Figure 4.2 (see next page) shows that among 13 
districts, only half of them achieved the national 
average (66 per cent) or above.  Dili, the capital city, 
had the highest level of access to improved drinking 
water (95 per cent), far higher than Baucau, which 
had the lowest coverage (39.8 per cent). 

One-“fth of sucos have less than 30 per cent of 
households with access to safe drinking water 
(Figure 4.3, see next page). 

The WHO/UNICEF JMP Update 2013, based on 
a range of surveys, estimated that at the end of 
2011, 69 per cent of the population were using an 
improved water source (piped onto premises and 
other improved source), 93 per cent in urban areas 
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Figure 4.2: Proportion of access to improved drinking water by district
Source: Timor-Leste Population and Housing Census 2009-2010, NSD and UNFPA.
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Figure 4.3: Proportion of households with access to improved water sources by suco
Source: Timor-Leste Population and Housing Census 2009-2010, NSD and UNFPA.
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and 60 per cent in rural areas (Figure 4.4). The JMP 
data shows an overall increase in the coverage of 
improved drinking water by 15 percentage points 
from 2000 to 2011, 24 per cent increase in urban 
areas and 10 per cent in rural areas.

Figure 4.5 shows the types of drinking water sources 
of households in both urban and rural areas from the 
2010 Census.  

4.2.2 Access to improved           
sanitation facilities
Timor-Leste is off-track to meet the target on 
sanitation. The 2010 Census shows only 39 per 
cent of households had accessed to improved 
sanitation facilities, an increase of merely 2 
percentage points since 2000. This clearly illustrates 
the lack of progress in sanitation. 

Improved sanitation facilities include latrine with slab, 
Ventilated Improved Latrine (VIP) and pour/”ush to 
septic tank/pit. According to the JMP de“nition, if 
these latrines are shared by more than one family, 
they cannot be counted as improved latrines. 

There are clear disparities between rural and 
urban areas and among the districts in terms 
of access to improved sanitation facilities.  
According to the JMP 2013, only 27 per cent 
of rural households had access to an improved 
sanitation facility in 2011, meaning that Timor Leste 
will miss the MDG target by double digit percentage 
points (the MDG target for rural sanitation is 60 
per cent). Given that 70 per cent of the population 
reside in rural areas, access to water and sanitation 
becomes a particularly critical development issue for 
Timor-Leste. For the large number of rural children 
in particular, it suggests greater vulnerability to 
diarrhoea, intestinal worm infections and a number 
of other water-borne diseases as well as drudgery in 
fetching water.

Figure 4.5: Type of drinking water in urban and rural areas  (%)
Source: Timor-Leste Population and Housing Census 2009-2010, NSD and UNFPA.
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Figure 4.4: Drinking water ladders by urban and rural 
Source: JMP 2013, WHO & UNICEF.
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