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*Foreword.

Over two years since it first began, the COVID-19 pandemic continues to cause major disruptions to health
systems around the world. Not only is the delivery of essential health services delayed, the pandemic has
also interrupted global efforts to monitor and track health data, depriving analysts and researchers of key
information at a very critical time.

Many national statistical offices and ministries of health employed new data collection methods to circumvent
catastrophe. Unfortunately, not all Member States had the resources or capacity to adapt, leaving their statistical
and informational systems even further behind.

At the time of writing, more than 500 million COVID-19 cases and 6 million deaths have been reported to
WHO. But limitations in testing and many countries’ health information systems mean the true toll is much
higher. For this reason, WHO has also produced estimates of excess mortality associated directly or indirectly
with the COVID-19 pandemic.

WHO's World health statistics 2022 includes an analysis of the epidemiological evolution of the pandemic
over the last two years, including the impact of excess mortality, along with a summary of disruptions to
health services worldwide.

The report also presents the latest data for more than 50 health-related indicators for the Sustainable
Development Goals and WHO's “Triple Billion” targets, and provides comprehensive country-level statistics

for both burden of disease and service delivery for the first year of the pandemic.

It shows overall increases in life expectancy and healthy life expectancy over the last 20 years, as a result
of reductions in maternal and child mortality and in premature mortality due to noncommunicable diseases,
which have both had a positive impact on global health.

The report also includes data on the two main indicators for universal health coverage: the extent to which
people have access to essential health services; and the extent to which they face financial hardship as a result
of having to pay for those services out of their own pockets. While health service coverage has improved
since 2000, catastrophic health expenditure has worsened. We expect that the COVID-19 pandemic will slow
the progress made in service coverage, and worsen financial protection, particularly for the most vulnerable
populations.

Despite these setbacks, WHO remains committed to supporting countries to improve health data and
information systems, to show who is being left behind and where countries can make the best investments

(.

Dr Tedros Adhanom Ghebreyesus
Director-General
World Health Organization

for the biggest health gains.



®* Abbreviations and acronyms

AIDS acquired immunodeficiency syndrome

BMI body mass index

COVID-19 coronavirus disease 2019

DALY disability-adjusted life year

DOTS directly-observed treatment, short course

DTP3 third dose of diphtheria, tetanus toxoid and pertussis-containing vaccine
GPW13 WHQO's Thirteenth Global Programme of Work

HALE healthy life expectancy

HIC high-income country

HIV human immunodeficiency virus

HPV human papillomavirus

IHR International Health Regulations (2005)

ITN insecticide-treated nets

LIC low-income country

LMIC lower-middle-income country

MCV2 second dose of measles-containing vaccine

MNS mental, neurological and substance use disorders

NCD noncommunicable disease

NTD neglected tropical disease

ODA Official Development Assistance

OECD Organization for Economic Co-operation and Development
PCV3 third dose of pneumococcal-containing vaccine

PHC primary health care

PM2.5 particulate matter 2.5 micrometres or less in diameter
SAGE Strategic Advisory Group of Experts on Immunization
SARS-CoV-2  severe acute respiratory syndrome coronavirus 2

SDG Sustainable Development Goal

SPAR State party self-assessment annual reporting tool

TAG Technical Advisory Group (on COVID-19 Mortality Assessment)
B tuberculosis

UHC universal health coverage

ul uncertainty interval

umic upper-middle-income country

UN DESA United Nations Department of Economic and Social Affairs
UNICEF United Nations Children’'s Fund

WASH water, sanitation and hygiene

WHO World Health Organization
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*Introduction

The World health statistics report is the World Health Organization's (WHO) annual compilation of health
and health-related indicators for its 194 Member States, which has been published since 2005. The Division of
Data, Analytics and Delivery for Impact produces this report, in collaboration with WHO technical departments
and Regional Offices. The 2022 edition reviews more than 50 health-related indicators from the Sustainable
Development Goals (SDGs) and WHO's Triple Billion targets, with a focus on the impact of the coronavirus
disease 2019 (COVID-19) pandemic.

Since early 2020, the COVID-19 pandemic has posed a major threat to global health and the functioning of
health systems. Essential health services have experienced widespread disruption due to pandemic-related
social restrictions, high patient caseloads, under-resourced health facility infrastructures, and shortages of
medical equipment, medicines, diagnostics and staff, with health care workers placed under an enormous strain.

This report summarizes the impact of COVID-19 on SDG indicators using currently available data. Chapter 1
presents the most recent data on COVID-19 cases, deaths, excess mortality, vaccinations and the pandemic’s
impact on essential health services. It also describes key patterns and disparities in the distribution of COVID-19
cases, deaths and vaccine access. Chapter 2 summarizes global and regional trends in life expectancy and
healthy life expectancy, together with the global burden of diseases and injuries. Chapter 3 presents the
latest available data for a wide range of behavioural, environmental and metabolic risk factors that constitute
important determinants of health. Chapter 4 focuses on universal health coverage (UHC) and describes recent
trends in service coverage and financial protection, as well as key aspects of health systems.

The information presented in World health statistics 2022 is based on data available from global monitoring
as of late April 2022. These data have been compiled primarily from databases managed by WHO or United
Nations partner entities and supplemented with data and analyses from peer-reviewed publications.
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Coronavirus disease (COVID-19) continues to be a global threat to health more than two years after being
declared a public health emergency of international concern by WHO. As of 20 April 2022, there had been
50.4 million confirmed cases of COVID-19, including 6.2 million deaths directly attributable to COVID-19.
The WHO Region of the Americas and the European Region accounted for almost 72% of all reported cases and
75% of reported COVID-19 deaths. However, many countries have limited testing capacity and lack functioning
vital statistics or registration systems to provide accurate and complete mortality data and causes of death.
Consequently, the global number of COVID-19 cases and deaths is underreported.

WHO excess mortality estimates show that the actual death toll associated directly or indirectly with the
COVID-19 pandemic between 1January 2020 and 31 December 2021 was approximately 14.9 million worldwide——
or 9.5 million more deaths than the initially reported 54 million COVID-19 deaths during that period.

Significant inequalities underpin the distribution of COVID-19 cases and deaths, as well as access to vaccinations.
COVID-19 has disproportionately affected vulnerable populations, including those who are economically
disadvantaged, the elderly and people with existing underlying health conditions, and the unvaccinated. Higher-
risk populations need better protection against severe illness, more transmissible variants of coronavirus
and death due to COVID-19 infection. Yet, they remain critically underserved by vaccination programmes in
many countries.

In the latter part of 2021and in early 2022, the global vaccine supply increased to such a degree that supply was
no longer a constraint. In early 2022, there were enough vaccine doses to protect every adult and adolescent
(12 years and older) in the world with a three-dose regimen. As of 25 April 2022, 74% of persons in high-
income countries (HICs) and 74% in upper-middle-income countries (UMICs) were vaccinated (that is, they had
completed their primary series of vaccination), as were 51% in lower-middle-income (LMICs) countries, compared
with only 12% of persons in low-income countries (LICs). In LICs, only three in 10 health care workers had been
fully vaccinated against COVID-19 by April 2022, compared with a global average of 80%. Only 25% of adults
aged over 60 years were fully vaccinated in African countries and only 11% of people with comorbidities had
completed the primary series. Research shows that vaccine hesitancy is not the main challenge holding back
vaccination programmes in low- and lower-income countries.

The pandemic continues to affect health systems worldwide, in some cases severely. Conducted during the final
quarter of 2021 and with inputs of 129 countries, the third round of the WHO global pulse survey on continuity
of essential health services during the COVID-19 pandemic found little to no improvement in service disruptions
since early 2021 when the previous survey was conducted. In more than one half of surveyed countries, day-
to-day primary and community care for the prevention and management of some of the most common health
conditions were badly affected. Elective, critical and operative care was disrupted in 38% of reporting countries
and close to one half of countries reported that routine immunization services were disrupted in the final
quarter of 2021. Lower-income countries generally reported more disruption to services than HICs. The main
reasons for disruptions were temporary closures or postponement of services (40% of countries), as well as
shortages of staff, essential medicines and diagnostics, and of health facility infrastructure and space (36%
of countries). Many millions of people have missed out on vital health care. If these disruptions are allowed
to persist, they will have potentially major implications for morbidity and mortality and for the evolution of
other communicable disease epidemics.

People continue to live longer and live more years in good health. Global life expectancy at birth increased
from 66.8 years in 2000 to 73.3 years in 2019, and healthy life expectancy (HALE) increased from 583 years
to 637 years. However, health inequalities continue to claim a disproportionate toll on life and health in
lower-resource settings. Both life expectancy and HALE were at least 10 years lower in LICs than in HICs in
2019, despite the dramatic improvements observed since 2000, with gains of 11 and 10 years, respectively.
Both indicators were consistently higher for women than men by approximately 5 and 2.4 years, respectively.

The overall gains in life expectancy and HALE reflect profound changes in mortality and morbidity. Indeed,
associated inequalities in mortality and morbidity profiles since 2000 are the main drivers for the patterns of
life expectancy and HALE. In the past 20 years, gains have been made in maternal and child health, with the
global maternal mortality ratio and under-five mortality rate falling by nearly 40% and 60%, respectively, since

vii
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2000. Additionally, major investments and improvements in communicable disease programmes, such as those
dedicated to human immunodeficiency virus (HIV), tuberculosis (TB) and malaria, have led to declines in incidence
and mortality for these diseases at the global level. Consequently, the global share of deaths attributable to
noncommunicable diseases (NCDs) increased from almost 61% in 2000 to almost 74% in 2019. Despite this,
communicable diseases were still responsible for nearly one half of all deaths in LICs. Low- and middle-income
countries also continue to bear most of the burden of communicable diseases, including TB, HIV, malaria,
neglected tropical diseases and hepatitis B. At the current pace of improvement, many indicators——including
premature mortality due to NCDs, the incidence of TB, malaria and new HIV infections—will not meet their
Sustainable Development Goal targets by 2030.

The COVID-19 pandemic is likely to have a negative effect on both life expectancy and HALE, either slowing
or reversing the progress made in some aspects of population health. For example, this was evident in the
rising numbers of deaths from TB and malaria between 2019 and 2020 due to disruptions to various types
of services. Strengthened disease and injury prevention and control programmes, especially in low- and
middle-income countries, are needed to mitigate the impact of the pandemic and to accelerate the progress
for meeting various national and international health targets.

Prior to the COVID-19 pandemic, there had been encouraging trends globally in the reduction of child stunting,
alcohol consumption and tobacco use, as well as in increased access to safely managed drinking water and
sanitation, basic hygiene, and clean fuels and technologies for cooking. However, at the same time, obesity
among people of all ages, hypertension among adults, anaemia among women, outdoor air pollution and
violence against women had been either increasing or remaining at high levels.

The total number of children affected by stunting was 27% lower in 2020 than in 2000 and the prevalence
rate of stunting also declined. Meanwhile, obesity has increased globally across all ages since 2000.

The average level of alcohol consumption worldwide declined slightly between 2010 and 20719, with men
continuing to consume about three times more alcohol than women. Tobacco use declined more steeply:
about 22% of the global population aged 15 years and older were using tobacco in 2020, down from almost
33% in 2000. The number of adults aged 30—79 years with raised blood pressure (hypertension) is estimated
to have almost doubled to 128 billion between 1990 and 2019, mainly due to population growth and ageing.
There was little change in the overall rate of hypertension globally, although the burden has shifted from
high-income to low- and middle-income countries.

Safely managed drinking water services were accessible to about three quarters (74%) of the global population
in 2020. Nevertheless, this translated into two billion people who still lacked access to safely managed
water, while about 3.6 billion people globally had insufficient sanitation services. Achieving universal access
to safely managed water, sanitation and basic hygiene services by 2030 will require a four-fold increase in the
current rates of progress. Furthermore, approximately 44% of household wastewater was discharged without
safe treatment in 2020.

More than two thirds (approximately 69%) of the global population were primarily using clean fuels and
technologies for cooking, up from one half in 2000. However, almost the entire global population (99%)
breathes unhealthy levels of fine particulate matter and nitrogen dioxide. People in low- and middle-income
countries are most exposed to outdoor air pollution at levels exceeding WHO air quality limits.

Violence against women continued to be prevalent. Globally, about one in four (26%) women aged 15 years
and older had been subjected to physical and/or sexual violence by an intimate male partner at least once in
their lifetime. The COVID-19 pandemic is likely to have caused a major setback in efforts to reduce violence
against women, with initial data indicating increases in intimate partner violence.

A more complete picture of the impact of the COVID-19 pandemic on the prevalence of these various risks
awaits the collection and analysis of additional data. However, the sustained disruption of many of the relevant
services point to potentially dramatic negative consequences in at least some respects. In addition, a strong body
of evidence indicates that some NCD risk factors increase individuals' risk of severe outcomes due to COVID-19.

The latest global monitoring reports on universal health coverage (UHC) and financial protection in health,
published by WHO and the World Bank, identified mixed trends prior to the COVID-19 pandemic. Service
coverage improved steadily from an index of 45 in 2000 to 67 in 2019, while the proportion of the population
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with out-of-pocket health spending exceeding 10% of their household budget grew from 9.4% in 2000 to
13.2% in 2017.

COVID-19 is expected to both halt the progress made in service coverage over the past 20 years and exacerbate
the financial hardship experienced by people paying out-of-pocket for health. WHO, the World Bank Group
and the Organization for Economic Co-operation and Development (OECD) are urging stronger progress in
three priority areas to accelerate progress towards UHC: primary health care (PHC), sustainable financing,
and strengthening of health system capacities, particularly the health workforce.

Primary health care is the cornerstone of an equitable and resilient health system. Insufficient attention to the
central role of primary health care slowed the effectiveness of the response to the pandemic and triggered
disruptions to routine care in many countries, thus threatening progress made prior to the pandemic. On average,
countries reported that about 56% of 28 tracer essential services had been disrupted in the third quarter of
2020 and. 41% were still being disrupted. in early 2021. All health care settings and service delivery platforms
were affected, particularly first-contact services.

Adequate and sustained health financing is a prerequisite for well-functioning health systems and for the
achievement of UHC. Sustainable health financing entails having sufficient resources to fund the health system
and to protect populations against financial hardship when they use health services. Global spending on
health more than doubled in real terms between 2000 and 2019, reaching 9.8% of the global gross domestic
product. Approximately 80% of that spending occurred in HICs, with the bulk of it (about 70%) coming
from government budgets. In LICs, out-of-pocket spending was the main source of health expenditure (44%),
followed by external aid (29%).

The COVID-19 pandemic has placed unprecedented pressure on health systems’ capacities, particularly health
workforces. Even prior to the pandemic, the capacity to deliver essential health services in many countries was
limited due to persistent health workforce shortages. Already, in 2016, WHO had projected a global shortfall
of 18 million health care workers by 2030, especially in the WHO African and South-East Asia regions. Notably,
the African Region, which bears almost one quarter (24%) of the world’s disease burden, had only 3% of the
world’s health care workers.

Overall, urgent actions are needed to achieve the target of having an additional one billion people enjoying
UHC by 2030. Based on current trends, approximately 730 million people will miss out on UHG; if the effects
of the COVID-19 pandemic and its disruptions are taken into account, that shortfall could rise to 840 million.

*The world is off track to reach the Triple Billion targets from
the GPW13 and most health-related Sustainable Development
Goals.

The Triple Billion targets embody WHO's mission to promote health and well-being, keep the world
safe, and serve the vulnerable.

¢ Health emergencies protection:
One billion more people are better protected from health emergencies
Although initial projections anticipated this billion could be met by 2023, COVID-19 has
revealed that no country is fully prepared for a pandemic of such scale.

¢ Healthier populations:
One billion more people are enjoying better health and well-being
Although the billion target is projected to be almost reached by 2023, progress is around 1/4
of that required to reach the Sustainable Development Goals by 2030.

e Universal Health Coverage:
One billion more people are benefitting from universal health coverage
The billion target will not be reached by 2023, and progress is less than 1/4 of that required
to reach the Sustainable Development Goals by 2030.
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I\/l ore than two years after WHO characterized COVID-19 as a public health
emergency of international concern on 11 March 2020, COVID-19 continues
to be a global threat to health.

The rapid development of COVID-19 vaccines had brought hopes that the
pandemic’s death toll could be drastically contained and the pandemic itself
could be halted. However, a combination of factors upended these hopes in 2021,
Erratic and hesitant public health measures, deficient health system capacities,
and a highly unequal access to COVID-19 vaccines saw new variants of severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) gain ascendance and

drive successive waves of infection in all regions.

COVID-19 continues to claim large numbers of lives worldwide. In addition,

the long-term impact of infection on people’s health is not yet fully understood.
Preliminary indications are that significant proportions of people who acquire the
infection experience a wide range of complications (some possibly chronic) for at

least several weeks after the initial infection.

Both study evidence and anecdotal reports indicate that survivors of SARS-CoV-2
infection may be subject to a multitude of long-lasting symptoms. Reports of the
prevalence of ongoing symptoms vary (7-3). A recent systematic review reported
a prevalence of persistent symptoms in patients after mild COVID-19 infection
ranged from 10% to 35% (4). Cognitive impairment, various neuropsychiatric
symptoms, fatigue, headaches and other complaints are among the conditions
reported four or more weeks after the initial infection (5). A detailed

understanding of these long-lasting symptoms has not yet been achieved.

Compounding the impact on the health of individuals is the pandemic’s disruption
of social life, economic activity and, in some cases, political stability (including anti-
masking protests in some countries), as well as essential health services. Shortages
of health care staff, diagnostics and medicines have been reported in numerous
countries, while immunization services and the diagnosis and treatment of other
health conditions have also been disrupted or delayed (6-7).



"Epidemiological analysis of
the COVID-19 pandemic

COVID-19 cases

As of 20 April 2022, more than 504.4 million confirmed
COVID-19 cases and over 6.2 million related deaths had been
reported to WHO. Approximately 1.2 million new cases were
being reported every 24 hours in early 2022, but this has now
decreased to about 400 000 during April 2022 (8).

A systematic review and meta-analysis of more than 800
standardized studies aligned with the WHO UNITY protocol
showed steep increases in seroprevalence of SARS-CoV-2
across all regions. These increases were attributable mainly to
SARS-CoV-2 infections in some regions (low-income countries
[LICs] in the WHO African and European regions and the Region
of the Americas) and to vaccination in others (high-income
countries [HICs] in the European Region and Region of the
Americas). By July 2027, the estimated global seroprevalence

from infection or vaccination was 45.2% (95% confidence
interval, 40.7-49.8) (9, 10).

Although the virus is prevalent across the entire planet,
the vast majority of confirmed cases (5044 million by April
20, 2022) have been reported from the WHO Region of the
Americas and the European Region (Fig. 17). Taken together,
they comprise almost three quarters (72%) of cases reported
globally, with respective case rates per 100 000 population
of 14 862 and 22 589 as of 20 April 2022. As a comparison,
reported case rates were under 3000 per 100 000 population
in the other WHO regions. The highest numbers of confirmed
cases have been reported in HICs and some upper-middle-
income countries (UMICs) (8).

Fig. 1.1. Cumulative confirmed COVID-19 cases, (a) by WHO region and (b) by World Bank income groups, as of 20 April 2022
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By contrast, seroprevalence data show that the highest
proportion of infection-induced seropositivity is in the WHO
African and South-East Asia regions (71). A meta-regression
analysis has indicated that infection-induced seroprevalence
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estimates are higher in low- and middle-income countries than
in HICs. This ostensible distribution of cases largely reflects
incomplete case data due to varying testing strategies and
capacities and reporting requirements in different countries.



World health statistics 2022 — Monitoring health for the SDGs

Serological analysis has shown that even in places with limited
numbers of reported cases, widespread transmission has
occurred. In some settings, the estimated true number of
cases was hundreds of times larger than the reported number
of cases (9,10).

The wide availability of genomics has facilitated an
unprecedented capacity to identify and characterize virus
variants, especially in countries with strong sequencing facilities
and surveillance. Virus variant dynamics were characterized by
the replacement of circulating viruses by more transmissible
virus variants, which likely reflected adaptation of the virus
to the human host. This pattern has led to a succession of
SARS-CoV-2 Variants of Concern (Fig. 1.2). The Alpha and Beta
variants emerged in December 2020 and were followed by

the Gamma variant in January 2021 and the Delta variant in
April 2021. In November 2021, a more transmissible variant
(Omicron) capable of partially escaping immunity at virus ports
of entry (that is, the upper respiratory tract) was identified
and rapidly became the dominant variant worldwide (72, 13).

As vaccination programmes rolled out in higher-resource
settings, a decoupling between infection and severity began
to occur. However, countries with lower vaccination coverage,
particularly among vulnerable groups, have continued to
experience considerable morbidity. Omicron was characterized
as being less severe than its predecessors, but it has continued
to cause substantial morbidity and mortality in vulnerable
populations, such as the unvaccinated elderly in Hong Kong
Special Administrative Region (SAR) (China) (74).

Fig. 1.2. Proportion of SARS-CoV-2 variants globally, April 2021 to April 2022
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Deaths due to COVID-19

As of 20 April 2022, over 6.2 million reported deaths had
been attributed to COVID-19 since the start of the pandemic
(Fig. 1.3). The vast majority of those reported deaths—over
47 million——were in the WHO Americas and European regions.

Progression and impact of the COVID-19 pandemic

However, due to incomplete mortality data for many countries,
the actual number of COVID-19-related deaths in other regions
may be higher than currently reported (see below) (8).

Fig. 1.3. Cumulative reported COVID-19 deaths, (a) by WHO region and (b) by World Bank income groups, as of 20 April 2022
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During the course of the pandemic, COVID-19 has become
a significant cause of death in many countries. Relative to
causes described in the WHO Global Health Estimates 2020,
the absolute number of reported deaths due to COVID-19
in 2020 would place the disease among the top 10 causes
of death globally (75). Analyses from the United States of
America indicates that COVID-19 was the top cause of death
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for people aged 45-84 years in January 2022 and among
the top four leading causes of death for other age groups
(16). The pandemic may also be shortening life expectancy in
some countries. For example, South Africa’s national statistical
agency has estimated that life expectancy at birth declined
from 624 years in 2020 to 59.3 years in 2021 for males and
from 684 years to 64.6 years for females (77).
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Excess mortality

Excess mortality associated with COVID-19 pandemic allows
for a more comprehensive picture of the pandemic’s impact
on mortality as it accounts for COVID-19 deaths that are
directly attributable to the disease, as well as deaths due
to the indirect effects of the pandemic and responses to it
However, calculating excess mortality is challenging.

Many countries lack functioning civil registration and vital
statistics systems with the capacity to provide accurate, complete
and timely data on deaths and causes of death. As a result,
mortality data for calculating the actual number of deaths
in real-time are only available in a subset of countries where
reporting systems are functioning effectively. Historical datasets
for calculating expected deaths are also often incomplete.

A recent assessment of health information systems capacity
in 133 countries found that the percentage of registered
deaths ranged from 98% in the WHO European Region to
only 10% in the African Region (18). Significant data gaps exist
especially in the WHO African, Eastern Mediterranean, South-
East Asia and Western Pacific regions . Due to these data gaps,
excess mortality cannot be derived for all countries by using

empirical calculations. Countries also use different processes
for diagnosing SARS-CoV-2 infection and reporting COVID-19
deaths, making comparisons difficult.

In February 2021, WHO and the United Nations Department of
Economic and Social Affairs (UN DESA) convened the Technical
Advisory Group on COVID-19 Mortality Assessment (TAG) to
assist WHO and Member States to obtain comprehensive
estimates of the number of deaths attributable to the pandemic.
The resultant estimates of excess mortality associated with
the COVID-19 pandemic for a 24-month period (January 2020
to December 2021) were released in May 2022. They show
that the full death toll associated directly and indirectly
with the COVID-19 pandemic between 1 January 2020 and
31 December 2021 was approximately 14.9 million (Ul 133 to
16.6 million), representing 9.5 million more deaths than the
reported 5.4 million COVID-19 deaths during that period (Fig.
14). There were 4.5 million excess deaths globally in 2020,
the first year of the pandemic, while the remaining 10.4 million
excess deaths occurred. in 2021 (19, 20).

Fig. 1. (a) Cumulative estimated excess deaths, and (b) cumulative estimated excess deaths and reported COVID-19 deaths,

January 2020 to December 2021
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Most excess deaths (84%) in 2020-2021 were concentrated in
the WHO South-East Asia and European regions and the Region
of the Americas. Ten countries, representing approximately
35% of the global population, accounted for almost 70% of
excess deaths worldwide. Lower-middle-income countries
(LMICs) and UMICs accounted for 53% and 28%, respectively,

COVID-19 patterns and

COVID-19 cases and deaths vary across populations by age,
sex and income status. Country-level data and analysis have
revealed significant inequalities in the distribution of COVID-19
cases and deaths within countries and across different
sociodemographic profiles. COVID-19 is disproportionately
affecting vulnerable populations, including those who are
economically disadvantaged, the elderly and people with
existing underlying health conditions.

There was very little sex-related differences in the number of
COVID-19 cases globally until Omicron became the dominant
variant in late 2021 and cases among females began to
outnumber those among males. Patterns of deaths due to
COVID-19 are more distinct. Except for people older than
80 years, males in every age group are more likely than females
to die of COVID-19. This pattern has held consistently across

Progression and impact of the COVID-19 pandemic

of the 14.9 million excess deaths over the 24-month period,
while HICs and LICs accounted for 15% and 4%, respectively.
The global death toll was especially high among older adults,
with 82% of the total excess deaths occurring among those
aged 60 and older (79, 20).

inequalities

most of the pandemic. For both sexes, people aged 65 years and
older have consistently accounted for the largest proportion
of COVID-19 deaths. The number of COVID-19 deaths tends
to increase with age and is highest for people aged 80 years
and older (representing about one third of all deaths among
both males and females) (27, 22).

Older people and those with certain underlying medical
conditions (including hypertension, cardiovascular disease,
chronic respiratory disease, diabetes, human immunodeficiency
virus [HIV] infection or cancer) are more likely to develop
serious illness after acquiring SARS-Cov-2 infection than those
without those conditions (23). Similarly, unvaccinated persons
are at much higher risk of being hospitalized or dying due to
their SARS-CoV-2 infection compared with fully vaccinated
persons (24).

Age and sex differences in beliefs about the effectiveness of measures to prevent COVID-19

Age and sex differences related to how people perceive
preventive measures to be effective can shed some light on
different preventive behaviours observed during the COVID-19
pandemic. Data collected by the University of Maryland Social
Data Science Center Global COVID-19 Trends and Impact
Survey, in partnership with Facebook, indicate that younger
people and men were less likely to believe that measures
such as social distancing and wearing a face mask are very (or
moderately) effective for preventing the spread of COVID-19.
The level of trust in these measures increased steadily with
age (unpublished data: https://jpsm.umd.edu/research/global-

covid-19-trends-and-impact-survey%2C-partnership-facebook,
accessed 17 May 2022).

A median 70% of people aged 18-24 years across 63 countries
reported that they believed social distancing was an effective
preventive measure, compared to 91% among people aged
65 years or older. Belief in the effectiveness of mask wearing
showed similar age-related inequalities (74% versus 92%) and
also varied by sex. Across 94 countries, the median percentage
of people who believed in the effectiveness of social distancing
was 8.3% higher for women than for men, and the percentage
of people who trusted mask wearing was 6.7% higher for
women (Fig. 1.5).
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Fig. 1.5. Beliefs regarding preventive measures against COVID-19, disaggregated by age and sex, December 2021
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An analysis of data from 47 countries from May to December
2021 indicates that age-related differences in knowledge
about COVID-19 preventive measures did not decrease as the
pandemic continued. By December 2021, the age-related gap
around people’s trust in the effectiveness of social distancing

had widened (Fig. 16) (25). These findings underline the
importance of effective, targeted communication to improve
the understanding of measures and achieve a wider adoption
of preventive behaviour, especially among younger populations.

Fig. 1.6. Age-related differences in belief in the effectiveness of preventive measures against COVID-19, May to December 2021
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Progress on COVID-19 vaccine coverage

Equitable access to vaccines—focusing at first on protecting
priority populations such as health care workers and those
at highest risk of serious illness and death, including older
populations—is one of the most powerful countermeasures
available to countries to protect against severe disease,
hospitalization and death due to COVID-19, and to protect
health systems and restore the social and economic well-being
of communities and countries.

An intensive global research and development effort led to
safe and highly efficacious vaccines becoming available and
authorized for use within less than a year after the SARS-CoV-2

virus had been identified in early January 2020. The first mass
vaccination campaigns were underway before the end of 2020,
only 38 weeks from the declaration of the pandemic by WHO on
11 March 2020. Never have vaccines been designed, developed,
evaluated, authorized, manufactured and deployed so soon
after the identification of a new pathogen. As of 6 May 2022,
a total of 10 vaccine products had been approved by WHO for
emergency use listing and the WHO Strategic Advisory Group
of Experts on Immunization (SAGE) provided product-specific
recommendations for use (Table 11) (26).

Table 1.1. Coronavirus vaccines approved by WHO for emergency use, by type, April 2022

. . . WHO emergency use listing Latest WHO SAGE
Platform/Vaccine/Manufacturer . )
date’ recommendations?®
Messenger Ribonucleic Acid (mRNA)
COMIRNATY ®° (Pfizer BioNTech) 31Dec 2020 21Jan 2022
SPIKEVAX © (Moderna) 30 Apr 2021 23 Feb 2022
Recombinant viral vector
COVISHIELD ® (Serum Institute of India)? 15 Feb 2021
15 Mar 2022
VAXZEVRIA © (AstraZeneca)? 16 Apr 2021
Ad26.COV 2-S ° (Janssen) 12 Mar 2021 9 Dec 2021
Inactivated virus
Inactivated SARS-CoV-2 vaccine ® (BIBP/Sinopharm) 7 May 2021 15 Mar 2022
CORONAVAC ® (Sinovac Life Sciences) TJun 2021 15 Mar 2022
COVAXIN © (Bharat Biotech) 3 Nov 2021 15 Mar 2022
Recombinant spike protein nanoparticle
COVOVAX ® (Serum Institute of India)? 17 Dec 2021
20 Dec 2021
NUVAXOVID ° (Novavax, Inc.)? 20 Dec 2021

Source: WHO (https://www.who.int/teams/regulation-prequalification/eul/covid-19, accessed 17 May 2022).
1 https://wwwwho.int/teams/regulation-prequalification/eul/covid-19, accessed 12 May 2022.

2 https://wwwwho.int/groups/strategic-advisory-group-of-experts-on-immunization, accessed 12 May 2022.

3 Same vaccine products produced in different manufacturing sites or having different registered names can be used interchangeably.


https://www.who.int/teams/regulation-prequalification/eul/covid-19
https://www.who.int/teams/regulation-prequalification/eul/covid-19
https://www.who.int/groups/strategic-advisory-group-of-experts-on-immunization
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COVID-19 vaccines have been introduced into virtually every
country worldwide, with only two countries yet to decide on
their introduction (as of 2 May 2022). Thirty-nine days separated
the first use of a COVID-19 vaccine in a HIC and first vaccine use
in a LIC. The pace and extent of global vaccination coverage,
including the use of booster doses, increased rapidly over the
last months of 2021 and continued to increase during the first
months of 2022. By early May 2022, 11.7 billion vaccine doses
had been administered worldwide, triple the 45 million annual
doses of all other vaccines combined (8).

WHO's Strategy to achieve global COVID-19 vaccination by
mid-2022 called for vaccinating 40% of the world's adolescent

and adult population by end-2021and 70% by mid-2022 (27).
Although the distribution of COVID-19 vaccines increased
markedly during 2021, achieving vaccine coverage equity
remains a significant challenge. In 2021, inequity resulted from
inequitable access to a constrained vaccine supply. It was only
in the last quarter of 2021 that supply constraints eased and
LICs achieved greater access to doses. Since late 2027 and in
2022 there has been a sufficient supply to meet the demands
of all countries, including through COVAX and non-COVAX
sources, enabling immunization programmes to accelerate
toward the coverage targets.

Fig. 1.7. Persons fully vaccinated with the last dose of the primary series per 100 population, as of 25 April 2022
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Source: WHO Coronavirus (COVID-19) dashboard, 25 April 2022 (8).

The WHO region with the highest proportions of persons
who have completed their primary series of vaccinations
as of 2 May 2022 was the Western Pacific Region (82%),
followed by the Region of the Americas (67%), the European
Region (63%), the South-East Asia Region (62%), the Eastern
Mediterranean Region (43%), and the African Region (14%)

2 Using World Bank income group categories.

(Fig. 17) (8). When coverage is considered by country income
group, the inequality remains stark (Fig. 18).2 As of 2 May 2022,
74% of persons in HICs, 74% in UMICs, and 52% in LMICs had
completed their primary series compared with only 13% of
those in LICs (8).
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Fig. 1.8. Cumulative COVID-19 vaccine doses administered per 100 population, by World Bank income groups and globally,

as of 25 April 2022
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Source: Our World in Data (https://ourworldindata.org/covid-vaccinations, accessed 12 May 2022); WHO COVID-19 dashboard (8).

In the context of the Omicron variant, COVID-19 vaccines that
have been granted emergency use listing by WHO continue to
provide significant protection against severe disease. However,
based on over 50 vaccine effectiveness studies that considered
five approved vaccines (Pfizer, Moderna, AstraZeneca, Janssen
and Sinovac), vaccine effectiveness against the Omicron variant
showed a decline over time for all products, especially against
symptomatic disease and infection. Booster doses increase
vaccine effectiveness and provide approximately 80-90%
protection against severe disease and substantial protection
against symptomatic disease or infection (28).

Of the 151 WHO Member States providing a COVID-19 vaccine
booster or additional doses as of 2 May 2022, 103 were HICs
or UMICs. Only 36 of 54 LMICs and 12 of 27 LICs had started
to administer booster or additional doses. By early May 2022,
the number of booster or additional doses administered

Overcoming supply side constraints

COVAX, the vaccine pillar of the Access to COVID-19 tools
accelerator (ACT-A), established the COVAX Facility as the
global vaccine procurement entity with an aim to assure
equitable access to vaccines. WHO, Gavi (the Vaccine Alliance)
and the Coalition for Epidemic Preparedness Innovations, co-
lead COVAX in partnership with the United Nations Children’s
Fund (UNICEF). They work across the full vaccine value chain
from vaccine research and development to vaccine delivery
in communities. The COVAX Facility was designed to be the
world’s primary distributor of COVID-19 vaccines, with the
Independent Allocation of Vaccines Group serving as an
independent “referee” for equitable allocations (32).

globally each day was equivalent to the number needed for
LICs to reach 70% vaccination coverage by mid-2022 (28, 29).

With the global supply of vaccines no longer a binding constraint,
the overarching challenge is now vaccine delivery—"getting
shots into arms”. High vaccination coverage, with a priority for
higher-risk populations, is needed to protect against severe
illness and death due to COVID-19 and to contribute to reducing
the risk of new variants that are more transmissible or capable of
evading vaccine protection. By 2 May 2022, three in four health
care workers in reporting countries overall had completed the
primary series of vaccine doses. However, in LICs, only four in
10 workers had been fully vaccinated with the primary series.
In 29 countries from the WHO African region reporting data on
vaccination of older people, only 26% of adults over 60 years
were fully vaccinated, while in 21 countries reporting these
data, only 1% of people with comorbidities had completed
the primary series (37).

However, HICs largely sidestepped procurement through the
Facility, obtaining vaccine doses for their domestic use through
bilateral contracts and then providing some vaccine donations
to low- and middle-income countries through COVAX and
bilateral arrangements (32). Due to the increase in global
vaccine supply since the latter part of 2021, it is estimated that
there were more than enough vaccine doses in early 2022 to
protect every adult and adolescent (12 years and older) in the
world with a three-dose regimen.

As of the last week of April 2022, COVAX had shipped
approximately 145 billion doses to 145 participating countries.

n


https://ourworldindata.org/covid-vaccinations
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COVAX deliveries accounted for more than 80% of the more
than 300 million doses shipped to LICs since 24 February 2021
when it dispatched its first vaccine shipments. Over 473 million
doses had been delivered to 51 African countries, 33% of all
doses delivered to that region. The African Union's Africa
Vaccines Acquisition Trust shipped another 6% of the doses
and bilateral deals accounted for the rest during that period.
Ninety percent of COVAX deliveries to the region occurred after
mid-2027, and almost 60% of the COVAX vaccine deliveries
were completed since early December 2021 (37, 32).

Given the sufficient vaccine supplies, COVAX allocation is
now demand-driven, guided by country choices of coverage
targets, priority populations and the preferred COVID-19 vaccine
products to meet those targets. Achieving 70% coverage
globally will require initiatives that build awareness in countries
that there are ample doses and that the coverage target
remains highly relevant in view of the uncertain evolution of
the pandemic, especially for higher-risk groups.

Increased focus on delivering vaccines into arms in countries

In a context of sufficient supplies, low vaccination rates tend
to be due to political, financial and operational bottlenecks
(such as misalignment between in-country funding needs
and actual disbursement, inadequate cold chain/logistics,
and health workforce shortages), as well as the complexity of
administering different vaccine products, challenges related
to collecting and managing data, and demand side-constraints
that affect uptake.

Itis also important to work with countries to strengthen demand
and build the absorptive capacity to administer vaccines. Such a
collaboration is also vital to ensure that initial vaccine supplies
are offered first, to provide primary vaccination series and
boosters to higher-risk priority groups, in accordance with the
updated WHO SAGE roadmap published in January 2022 (34).
Achieving higher levels of community demand for COVID-19
vaccines is crucial and will require a holistic approach tailored
to country settings. Numerous studies have been carried out to
understand the motivations for vaccine uptake, and dashboards
have been established to track trends (35-38). These data
sources show that the reasons for low uptake are complex
and context specific. For example, a survey of approximately
23 000 people in 19 African Union Member States in September
2021 found that vaccine hesitancy was not the main challenge,
with at least three in four respondents indicating that they
were vaccinated or intended to get vaccinated (39). Research
also indicated that people in LICs were more willing to take
COVID-19 vaccines than their counterparts in HICs. An average

80% of people surveyed in low- and middle-income countries
said they would accept the opportunity to be vaccinated (38)2
Vaccination strategies and campaigns must diminish barriers
to access, especially where COVID-19 risk perception and
institutional trust are low.

In 2022, WHO, UNICEF and Gavi (the Vaccine Alliance) launched
the COVID-19 Vaccine Delivery Partnership. This represents
an intensified operational phase of the inter-agency country
readiness and delivery-coordination work that supported the
introduction and rollout of COVID-19 vaccines in almost every
country worldwide in 2021. The Partnership is focusing on
accelerating vaccination coverage in countries that face the
biggest challenges to reaching their vaccination targets——
primarily the 34 countries that were at or below 10% coverage
in January 2022. It is providing urgent support to a rotating
list of 10 countries (37).

The Partnership is also building on the momentum seen in
many countries in Africa in the latter months of 2021as vaccine
supplies increased. Many countries reported significantly higher
vaccination rates in the first months of 2022 as they launched
concerted large-scale campaigns to accelerate coverage.
For example, during a two-week campaign in early February
2022, Kenya tripled the number of vaccines it administered
compared with the previous two weeks. In Guinea Bissau,
approximately 125 000 doses were administered in a fortnight
in February 2022 compared with 11 000 in the entire month
of January (37).

Expanding and decentralizing vaccine manufacturing capacity

WHO and its partners are seeking to increase the capacity
of low- and middle-income countries to produce COVID-19
vaccines and mRNA technology is thought to also constitute
a potential technological solution to COVID-19 and future
disease outbreaks, thereby bolstering national and regional
health security. Efforts have been made to provide a facility
where manufacturers from low- and middle-income countries
can receive training in producing designated vaccines and
obtain the licenses for doing so.

Drawing on initial support from France, WHO worked alongside
partners to establish the mRNA technology transfer hub in
South Africa. This landmark hub has produced the first batches
of mRNA vaccine and commenced provision of technology
transfers to 15 recipient countries that will manufacture mRNA
vaccines for themselves or their regions (Argentina, Bangladesh,
Brazil, Egypt, India, Indonesia, Kenya, Nigeria, Pakistan, Senegal,
Serbia, South Africa, Tunisia, Ukraine and Viet Nam).

3 Data were gathered from 15 vaccine acceptance surveys carried out in Burkina Faso, Colombia, India, Mozambique, Nepal, Nigeria, Pakistan, Rwanda, Sierra Leone, Uganda, the Russian

Federation and the United States of America.



WHO and key partners consider the mRNA Technology Transfer
Hub to be highly promising, not only for increasing access
to vaccines against COVID-19, but also for other diseases,
potentially including malaria, TB and cancer. However, there
are a number of constraints to building sustainable vaccine
manufacturing capacity in countries. WHO and partners are
working to address the following four key barriers to local
production in low- and middle-income countries.

e Access to know-how. This is being addressed through
technology transfers such as the mRNA training hub and
by providing necessary know-how to enable countries to
rapidly produce vaccines and biological products.

e Workforce capacity. Dedicated training is needed where
capacity is limited, especially for biological products.
WHO is addressing this through a biomanufacturing
training hub in the Republic of Korea, and there are plans
to establish regional training centres.

. Regulatory capacity. WHO is working to strengthen
regulatory agencies across Africa, in particular in countries

Progression and impact of the COVID-19 pandemic

receiving mRNA technology transfers, to foster increased
confidence, quality and trust in vaccine products.

*  Commercial sustainability. WHO is working closely with
countries to achieve a balance between constructing
large facilities (which demands significant capital outlays,
entails high maintenance costs and requires access to
reliable markets) and smaller facilities (which, although
cheaper to maintain, may have less impact in the event
of another pandemic).

While vaccines alone may not bring about an end to the
pandemic, they will go a long way toward decoupling
COVID-19 cases from serious disease and deaths. An enhanced
performance of second-generation products against infection is
needed to have a greater impact on mild disease and infection.
A combination of preventive steps and public health and social
measures, underpinned by national immunization programmes
is needed, including mask wearing indoors, social distancing
and frequent hand cleansing. However, vaccination, if achieved
on an equitable and large enough scale, will bring the world
much closer to containing and ending the COVID-19 pandemic.

Health service disruptions

Findings from the third round of the WHO Global pulse survey
on continuity of essential health services during the COVID-19
pandemic indicate that health systems in all regions and in
countries of all income levels continue to be affected, in some
cases severely. The third pulse survey, conducted during the
final quarter of 2021, gathered responses from 129 countries.
The latest survey found little or no improvement since early
2021 when the previous survey was conducted (6). Countries
in the WHO Region of the Americas reported the highest
percentage of services disrupted (55% across 27 countries).
HICs generally reported fewer services disrupted than LICs.

Disruptions occurred in all health care settings. In more than one
half of countries surveyed, day-to-day primary and community
care for preventing and managing some of the most common
health conditions were badly affected. Elective, critical and
operative care was disrupted in 38% of reporting countries.
Almost one half of countries reported that routine immunization
services had been disrupted in the final quarter of 2021. There
was a 14% increase in countries reporting disruptions to facility-
based immunization and a 7% increase in those reporting
disruptions to outreach immunization when compared to the
first quarter of 2021.

Plans for recovery are underway

Countries have adopted short-term strategies and adaptations
to reduce disruptions and recuperate health care services
overall and to ensure the smooth provision of essential
COVID-19 services. The changes include service delivery

In addition, about one half of countries reported disruptions
to TB diagnosis and treatment, HIV testing and prevention
services, and hepatitis B and C diagnosis and treatment, while
about one third reported disruptions to one or more malaria
services. At least 50% of countries reported some level of
disruption to NCD services and more than one third reported
disruptions across mental, neurological, and substance use
disorder services (6).

The main reasons for disruptions were intentional service
delivery modifications (40% of countries), such as temporary
closures or postponement of services, and shortages of
staff, essential medicines and diagnostics, and health facility
infrastructure and space. Also affecting health care services
was the inability or reluctance of patients to seek care due to
financial constraints, transport difficulties and fear of being
exposed to infection. As a result, many millions of people
have missed out on vital health care. If these disruptions are
allowed to persist, they will have potentially major implications
for morbidity and mortality and for the evolution of other
communicable disease epidemics (6).

modifications (such as shifting to community-based care or
telehealth consultations), health worker capacity strengthening
and training, improving access to essential medicines and
health products, increased community engagement, and health
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financing strategies. About two thirds of countries have
developed policies and plans for safeguarding essential health
services during the pandemic. Countries are also acting to shore
up longer-term health service resilience (6).

WHO is leading modelling efforts to estimate the immediate
and lasting consequences of these essential health service

disruptions on health outcomes. It is also working with Member
States to strengthen health information systems, particularly
civil registration and vital statistics, and improve the availability
and quality of pertinent data. This includes disaggregated data
that can be used to address inequalities highlighted during
the COVID-19 the pandemic (20).

‘Box 1.1. Progress in the Health Emergencies Protection Billion target of the

GPW13

Initial projections had anticipated that the Health
Emergencies Protection Billion target could be met by
2023. However, COVID-19 has shown that no country is
fully prepared for a pandemic of such scale, even though
the “Prepare” indicator indicates that country-level
preparedness capacities increased since the 2018 baseline.
The pandemic has disrupted activities that are central
to protecting against health emergencies.

With new data added from 2021, the “Prevent” indicator
shows that more countries are experiencing a decrease
in vaccine coverage for priority pathogens than in the
previous year. Equitable access, prevention strategies and
catch-up vaccination efforts must be prioritized, scaled-
up and accelerated so that coverage does not decline

further. Meanwhile, the “Detect, Notify and Respond”
indicator reveals a different trend: countries improved
the timeliness with which they detect International Health
Regulations (2005) notifiable events and strengthened
critical public health functions, such as surveillance. These
improvements need to be sustained and expanded to
cover an increasing number of emergencies.

Protecting people in fragile, conflict-affected settings that
are disproportionately affected by health emergencies
is a priority. WHO is working with Member States and
partners to act on recent reviews, recommendations
and resolutions so that preparations and responses will
ensure that COVID-19 is the last pandemic of its kind.

International Health Regulations

The International Health Regulations (IHR) (2005) have been
vital in the COVID-19 pandemic response, underscoring the
importance of strengthening and continuously monitoring core
capacities for health emergency preparedness and response.
The IHR 2005 requires that all 196 IHR signatory countries
and territories (States Parties) work together for global health
security to build and strengthen their capacities to detect,
assess, report and respond to public health emergencies and
to report annually to the World Health Assembly on the status
of implementation. As part of its support to IHR States Parties,
WHO has developed a monitoring and evaluation framework,
which facilitates this compulsory annual reporting.

In the last few years, countries were able to develop national
action plans for strengthening their health security-related
capacities, using the IHR State Party self-assessment annual
reporting tool (SPAR) (40) and complementary, voluntary
instruments (such as the Joint External Evaluation, Simulation
Exercises and After-Action Reviews).

A review of the SPAR tool in 2021 contributed to an improved
understanding of preparedness strengths and gaps, based on
the global experience of the COVID-19 pandemic. The second
edition of the SPAR (2027) was expanded to include 15 capacities
and 35 indicators. As of 11 May 2022, a total of 175 of the
196 States Parties had submitted their SPAR 2021annual reports
(the same number as in 2021). The global average for the 15
IHR capacities was 64% (Fig. 19), compared with the 2020
global IHR average of 65% (when 13 capacities were assessed).
The European Region reported the highest average scores
across all capacities (75%) followed by the Western Pacific
Region (69%), the Region of the Americas (67%), the Eastern
Mediterranean (65%) and South-East Asia (64%) regions while
the African Region reported the lowest average score (48%).

The SPAR 2021 reports highlight the continued need for national
legislation to ensure and support implementation of the IHR,
and to safeguard surge capacity and infection prevention and
control to respond to public health risks and acute events.
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Fig. 1.9. Average 15 International Health Regulations capacity scores by WHO Region, SPAR report 2021
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he COVID-19 pandemic continues to have a detrimental impact on
Tg[oba[ population health, life expectancy and healthy life expectancy
(HALE) (7,2). Prior to the pandemic, there had been progress in all these
respects, with average life expectancy at birth and HALE increasing
markedly from 2000 to 2019.' These trends were driven by the progress
made against many diseases and injuries, including those occurring among
disadvantaged populations and specific groups. This chapter describes the
latest trends in life expectancy, HALE and the burden of disease for a range

of key communicable and NCDs, as well as for injuries.

Fig. 2.1. Life expectancy and HALE, by WHO region, World Bank income group and global, 2000-2019
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Source: WHO Global health estimates, 2019 (3).

1 Life expectancy at birth is the average duration of life for a specified population. HALE at birth is the average number of years a person can expect to live in full health, that is, not hampered
by disabling illnesses or injuries. WHO uses this measurement to assess changes in health and well-being. It is the overarching indicator for the WHO Triple Billion targets and it is also
used to evaluate the progress towards SDG 3.



“Trends and disparities in life
expectancy and healthy life

expectancy

Global life expectancy at birth increased from 66.8 years
in 2000 to 73.3 years in 2019, and HALE at birth increased
from 583 years to 637 years. Life expectancy has increased
moderately faster than HALE, leading to a slightly larger
proportion of years lived with disability (3).

Life expectancy and HALE have risen across all country income
groups, but they continue to be higher in HICs and UMICs than
in LICs and LMICs (Fig. 21). LICs have experienced the biggest
gains and life expectancy has increased by more than 11 years
and HALE by almost 10 years since 2000, though the pace of
those improvements has slowed after 2015. Despite the gains,
LICs have still lagged well behind global averages in 2019 and
far behind the averages for HICs. For example, life expectancy

was 651 years and HALE was 56.7 years in LICs compared with
80.9 years and 69.8 years, respectively, in HICs.

Gains in life expectancy and HALE at birth in LICs and LMICs
predominantly reflect successes in improving the survival of
children under the age of 5 years (4). Child mortality decreased
by 55% in LICs between 2000 and 2020, from 145.2 deaths per
1000 live births in 2000 to 66.0 in 2020. In HICs and UMICs,
gains in life expectancy and HALE were larger in older age
groups (Fig. 2.2). The greater mortality reduction at older ages
in higher-income settings over the past two decades has been
driven mainly by a decline in NCD mortality, partly due to the
success in curbing and managing cardiovascular diseases (3).

Fig. 2.2. Life expectancy and healthy life expectancy at 60 years, by WHO region, World Bank income group and global,2000-2019
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Source: WHO Global health estimates, 2019 (3).

Globally, life expectancy and HALE, respectively, have been
Sl1years and 2.4 years higher for females than for males in 2019,
which has remained fairly constant since 2000 (Fig. 2.3). Male/
female gaps in life expectancy and HALE in 2019 were largest
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in the WHO European and Western Pacific regions. Assessed
by country income groups, the gap in HALE for males and
females has widened slightly in LICs, but has narrowed in HICs.
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Fig. 2.3. Life expectancy at birth, men and women, by WHO region, World Bank income groups and global, 2000-2019
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Improvements in healthy longevity and the
changing burden of disease

In anideal world, an increase in life expectancy would be driven
primarily by increases in years lived in good health, with a
shrinking proportion of years lived in disability. This would mean
that people are both living longer and remaining in good health
for longer periods and for greater proportions of their lives.

At the global level, HALE as a proportion of life expectancy
at birth has remained largely constant since 2000 at around
88-89% for men and 84—87% for women. HALE as a proportion
of life expectancy at age 60 years follows a similar trend,
but is lower, at approximately 73-78% for men and 70-75%
for women. In HICs and UMICs, the latter proportion has
decreased slightly since 2000. On average, people are living
longer, but their extended longevity is accompanied by rising
levels of ill health and disability.

Globally, the average number of years an infant is expected to
live in less than full health has risen by about one year since
2000, to 83 years in 2019 for a male infant and to 11.0 years
for a female infant. The average number of years a person aged
60 vyears is likely to live with compromised health has also
risen slightly over that period to 47 and 6.0 years for males
and females, respectively (3). Irrespective of age, females on
average live more years in disability than males, partly due to
their longer life expectancy and their higher risk of experiencing

function loss, especially at older ages. This sex gap is widening
as life expectancy increases (5).

The overall gains in life expectancy and HALE reflect profound
changes in mortality and morbidity during the past two decades.
Globally, across all WHO regions, age-standardized rates of
death and disability-adjusted life years (DALYs) fell between
2000 and 2019 across all three broad categories of causes
of death: communicable, maternal, perinatal and nutritional,
NCDs; and injuries. This trend was driven mainly by a steep
decline in morbidity and mortality caused by communicable
diseases, particularly in LICs and LMICs. In the latter settings,
age-standardized rates of death due to communicable diseases
declined by more than 50% since 2000, about double the
decline seen for NCDs and injuries.

As more individuals avoid or survive communicable diseases,
they are surviving to older ages where NCDs become the
principal health risks. Globally, NCDs accounted for 60.8% of
all deaths in 2000, rising to 73.6% in 2019 , while the share
of communicable diseases decreased from 30.7% in 2000
to 184% in 2019 (Fig. 24). Seven of the 10 leading causes
of deaths in 2019 were NCDs, accounting for over 85% of
mortality in HICs. The picture is markedly different in LICs where
communicable diseases were still responsible for almost one
half (46.8%) of deaths in 2019, despite the gains made against



those diseases. The proportion of deaths due to injuries has
also risen in LICs and LMICs.

In 2019, communicable diseases accounted for over one half
(529%) of all deaths in the WHO African Region and almost

Trends and disparities in life expectancy and healthy life expectancy

one quarter of deaths in the Eastern Mediterranean and South-
East Asia regions. In the European Region, the Western Pacific
Region and the Region of the Americas, NCDs were the cause
of 80-90% of deaths between 2000 and 2079.

Fig. 2.4. Composition of causes of death, by WHO region, World Bank income group and global, 2000 and 2019
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Source: WHO Global health estimates, 2019 (3).

At the global level, declining mortality is not being matched
by improvements in morbidity, although trends vary by region
and country income group. The age-standardized rate for
years lived with disability increased slightly in HICs between
2000 and 2019, partly due to extended longevity and the
increasing prevalence of NCDs, as noted above. However,
in LICs and LMICs and. in the African Region overall, the rate
declined during the same period due to gains made against
communicable diseases.

Although the largest communicable disease epidemics had
ceased to grow prior to COVID-19, they continue to be major
threats to public health, especially in low-resourced emergence
settings. Globally, these epidemics were still responsible
for more than 10.2 million (uncertainty interval [UI] 62 to
16.7 million) deaths in 2019, representing 18% of all deaths.
The COVID-19 pandemic and the recent resurgence in TB
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deaths are powerful reminders of the perennial threat of new
or resurgent communicable disease epidemics.

Major investments and improvements in AIDS, TB and malaria
programmes have led to declines in incidence and mortality for
these diseases at the global level. Wide availability of highly
effective antiretroviral therapy has reduced the number of
AIDS-related deaths by 55% globally and by 63% in the heavily
affected eastern and southern African subregions between
2000 and 2020 (6, 7). Similarly, the effectiveness of early TB
diagnosis and treatment has reduced the number of deaths
due to this preventable disease by 38% between 2000 and
2020., while vector control, chemoprevention, diagnosis and
treatment averted an estimated 1.5 billion malaria cases and
76 million deaths over the same period (8, 9). Nonetheless,
these diseases continue to rank among the top 10 causes of
death in LICs.
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Global burden of disease

The burden of disease continued to show a distinct distribution
across country income groups. The vast majority 87.8% of
deaths in HICs in 2019 were due to NCDs, with heart disease,
dementia and stroke the leading causes. In LICs, communicable
diseases, together with maternal, perinatal and nutritional
conditions, were still responsible for nearly one half of all
deaths, while lower respiratory infections, diarrhoeal diseases,
malaria, TB and HIV remained among the top 10 causes of

Impact of the COVID-19 pandemic

Current estimates indicate that the COVID-19 pandemic is either
slowing or reversing the rising trend for life expectancy and
HALE. It is estimated that life expectancy and HALE has fallen
by up to one to two years in some countries and by smaller
margins in several others. When compared with 2019, recent
studies found that COVID-19 had reduced life expectancy
in 2020 by more than 6 months in some countries in the
Americas and Europe. One study showed that the decline in

death. LICs and LMICs continued to bear the greater part of the
burden of communicable diseases, including TB, HIV, malaria,
neglected tropical diseases and hepatitis B.

Current improvements are not strong enough to allow to reach
several of the health-related SDG targets by 2030, including
premature mortality from NCDs, the incidence of TB and
malaria, and new HIV infections.

life expectancy was greater for men than women in most of the
countries included due to a higher excess mortality attributed
to COVID-19 in men (70). Similarly, another report found that
life expectancy in 2020 had fallen in all but three of 37 HICs
and UMICs compared with 2019, with men experiencing a
greater decline in life expectancy. The study estimated that
more than 28 million excess years of life were lost in 2020 in
those 37 countries (7).

Maternal and child mortality

Maternal mortality

A sharp reduction in maternal mortality has been observed
since 2000. Thirty-five percent fewer women died globally
from causes related to or aggravated by pregnancy and
childbirth in 2017 compared with 2000 (Fig. 2.5). Nevertheless,
the estimated toll of 295 000 (279 000 to 340 000) deaths
in 2017 was unacceptably high. The vast majority of those
women—-an estimated 94%——died in LICs and LMICs.

The Sustainable Development Agenda requires reducing
the global maternal mortality ratio to fewer than 70 per
100 000 live births by 2030 (SDG Target 311). The steepest
reductions between 2000 and 2017 were observed in the South-
East Asia Region (57%; from 355 to 152 maternal deaths per
100 000 live births) and the African Region (39%; from 827 to
525 maternal deaths per 100 000 live births) (17).

Fig. 2.5. Maternal mortality ratios (probability of dying by age five per 100 000 live births), by WHO region and global, 2000 and 2017
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Several factors are contributing to the progress in reducing
maternal mortality. They include advances towards UHC
and improvements in addressing inequities in access to and
the quality of sexual, reproductive, maternal and newborn
health care. Many health systems have adapted to respond
better to the needs and priorities of women and girls and
interventions aimed at reducing social and structural inequities
have increased.

The global lifetime risk of maternal death was nearly halved
between 2000 and 2017, from one in 100, to one in 190.

Under-five mortality

Substantial global progress has been made since 1990 in
reducing childhood mortality (Fig. 2.6). The total number
of deaths in children under 5 years of age declined from
an estimated 12.6 million in 1990 to 5.0 million in 2020,
and. the global under-five mortality rate has dropped by 61%,
from 93 deaths per 1000 live births in 1990 to 37 in 2020 (4).
This was equivalent to 1in 11 children dying before reaching
age 5in 1990, compared to one in 27 in 2020.

Trends and disparities in life expectancy and healthy life expectancy

However, large differences remained in 2017 between the
lifetime risk of maternal death in HICs (one in 5400) and LICs
(one in 45) continue to exist. Partly due to those disparities,
global reductions in maternal mortality are not sufficient to
reach the SDG target. From 2000 to 20717, the global maternal
mortality ratio declined by an estimated 38%——from 342 deaths
to 211 deaths per 100 00O live births. Only 16 countries have
achieved an annualized rate of reduction of at least 61% per
year, the rate needed to reach the SDG target by 2030.

While the global underfive mortality rate fell to 37 (Ul 35 to
40) deaths per 1000 live births in 2020, children in the African
Region continued to have the highest rates of mortality in the
world: 72 (Ul 66 to 83) deaths per 1000 live births, which was
almost 10 times higher than the risk faced by children in the
European Region. A large share of the underfive mortality
burden is concentrated in a small number of countries and
one half of the 5 million under-five deaths in 2020 occurred
in just five countries: the Democratic Republic of the Congo,
Ethiopia, India, Nigeria and Pakistan.

Fig. 2.6. Under-five mortality rate (per 1000 live births), by WHO region and global, 1990, 2000 and 2020
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Source: United Nations Inter-agency Group for Child Mortality Estimation. Levels and trends in child mortality: report 2021 (4).

COVID-19 disease and children’s health

Deaths directly attributable to COVID-19 infection are strongly
age-dependent, with children and adolescents least affected.
Current estimates indicate that children under five years of age

represent approximately 2.5% of the global COVID-19 cases
and 01% of deaths due to the disease (12).
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Despite early evidence indicating that COVID-19 disease would
have a modest direct impact on child mortality, concerns have
remained about its indirect impact on child mortality. Increases
in underfive deaths were anticipated due to the additional strain
on under-resourced health systems, reduced care-seeking visits
to health facilities, and disrupted preventive measures such as
access to immunization and nutritional supplements. COVID-
19-related socioeconomic harm experienced by households,
including loss of income, was also expected to compromise the
health of children under five years and affect child mortality.

Newborn deaths

Globally 24 million children died in their first month of life
in 2020, a steep drop compared with the estimated 5 million
children who had died at that age in 1990. However, this still
amounted to approximately 6500 newborn deaths every day
in 2020. The decline in neonatal mortality from 1990 to 2020
has been slower than that in post-neonatal under-five mortality.
Neonatal mortality accounted for about 47% of all deaths among
children under five years of age in 2020, up from 40% in 1990.

The chances of survival from birth vary widely depending on
where a child is born. The African Region had the highest neonatal
mortality rate in 2020, with 27 (Ul 24 to 31) deaths per 1000 live

The contribution of such indirect deaths to overall mortality
can be assessed by examining excess mortality over a given
period. Data from civil registration and vital statistic systems
and from health management information systems from
80 countries, as well as specific country-wide monitoring
systems (for example, in Mozambique and South Africa), indicate
no significant deviation from expected underfive mortality
for 2020. In some cases, there may have been fewer deaths
than would have been expected, based on historical data (4).
As more data arrive from countries and further analyses are
performed, these preliminary findings may change for 2021.

births, followed by the Eastern Mediterranean Region, with 25
(U122 to 29) deaths per 1000 live births (Fig. 2.7). A child born
in the African Region was 10 times more likely to die during its
first month of life compared with a child born in a HIC.

On average, boys are expected to have a higher underfive
mortality rate than girls. However, in some countries, the under-
five mortality rate for girls is significantly higher than would
be expected based on global sex ratio patterns. The number
of countries with higherthan-expected underfive mortality
for girls has decreased over time, from 22 countries in 1990
to 5in 2020 (4).

Fig. 2.7. Neonatal mortality rate (O to 27 days, per 1000 live births), by WHO region and global, 1990, 2000 and 2020
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Fifty-four countries, three quarters of them in the WHO African
Region, need to urgently reduce their under-five mortality rates
if they are to meet the SDG target (SDG 3.21) for under-five
mortality? by 2030. The stakes are high: achieving the SDG
target in all countries would avert at least 10 million under-five
deaths between 2021 and 2030. Similarly, 61 countries will
also not meet the SDG target (3.2.2) for neonatal mortality

Communicable diseases

HIV incidence and mortality

Worldwide, an estimated 15 million (Ul 1.0 to 2.0 million)
people acquired HIV for the first time in 2020. This brought
the number of people living with HIV globally to 37.7 million (Ul
30.2 to 451 million), with over two thirds in the WHO African
Region (Fig. 2.8). Globally, new HIV infections in 2020 were
483% lower than in 2000, a testament to countries’ efforts
to prevent new infections. Progress has been strongest in

Trends and disparities in life expectancy and healthy life expectancy

rates® by 2030 without rapid, urgent action. In brief, 53 of these
countries need to more than double the current rate at which
neonatal mortality is decreasing if they are to achieve the SDG
target. Children living in countries considered as fragile or
conflict-affected are particularly vulnerable and almost 43%
of global under-five deaths in 2020 occurred in such settings.

the African Region (Fig. 2.9). However, no region has achieved
the target of a 75% reduction in new infections by 2020,%
as agreed to by the United Nations General Assembly in
2016 (13). New infections have also increased since 2000 in
some countries in the WHO European Region and Eastern
Mediterranean Region.

Fig. 2.8. Estimated numbers of people (all ages) living with HIV, 2020
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Source: AIDSinfo. Joint United Nations Programme on HIV/AIDS (UNAIDS); Global Health Observatory indicators (6,7).

2 The target for SDG 3.21is under-five mortality rates for all countries of at least as low as 25 per 1000 live births by 2030.
3 The target for SDG 3.2.2 is neonatal mortality rates for all countries of at least as low as 12 deaths per 1000 live births by 2030.

4 Measured against a 2010 baseline.
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Fig. 2.9. New HIV infections (per 1000 uninfected population), by WHO region and global, 2000-2020
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Certain subpopulations continued to be at heightened risk of
HIV infection. In the WHO African Region, adolescent girls and
young women (aged 15-24 years) accounted for approximately
25% of all HIV infections in 2020, although they represented
only 10% of the total population (74). In all regions, people
belonging to key populations® are considerably more likely
to acquire HIV compared with the overall adult population.
According to the Joint United Nations Programme on HIV/
AIDS, almost two thirds of new HIV infections in 2020 were
among persons belonging to key populations and their sex
partners (14).

In addition to protecting people living with HIV against
severe illness and death due to acquired immunodeficiency
syndrome (AIDS), HIV treatment also contributes to preventing
new infections. Studies have established that persons with
undetectable HIV viral loads are unable to transmit the virus to
others (75-17). The availability and use of antiretroviral therapy
has increased dramatically since 2000 when HIV treatment was

Tuberculosis incidence and mortality

Although TB is both preventable and curable, it is the world's
leading cause of death from a single infectious agent, the leading
killer of people with HIV, and a major cause of deaths related
to antimicrobial resistance. Stepped-up national responses have
led to important gains against TB in the past two decades,
with the annual number of TB deaths globally declining by
45% between 2000 and 2019. But the COVID-19 pandemic

available primarily in HICs. In 2020, an estimated 27.5 million
(Ul 265 to 277 million) people living with HIV globally were
receiving antiretroviral therapy, representing approximately
73% (56% to 88%) of people living with HIV. Widening access
to effective treatment has led to a steep drop in AIDS-related
deaths, now estimated at 680 000 (Ul 480 000 to 1.0 million)
in 2020--55% lower than in 2000 (6, 7).

COVID-19 pandemic-related demands on health services
have disrupted some HIV prevention programmes. Testing
and treatment services were worst affected, particularly
during 2020, while voluntary medical male circumcision
programmes (an important intervention for protecting males
against acquiring HIV infection during heterosexual intercourse)
were also suspended in several African countries. Globally,
about one in six (17%) countries reported that at least 25% of
their HIV prevention services were still disrupted in the final
quarter of 2021 (19).

is threatening the progress made in providing essential TB
services and reducing the TB disease burden.

The impact of the COVID-19 pandemic was most visible in the
large global reduction in the number of newly diagnosed and
reported cases of TB: from 71 million in 20719 to 5.8 million
in 2020, far fewer than the approximately 10 million people
who developed TB in 2020. Overall, 16 countries worldwide

5 Primarily sex workers, gay men and other men who have sex with men, people who inject drugs, transgender persons, and prisoners and other incarcerated persons.



accounted for 93% of those reductions, with the worst affected
being India, Indonesia and the Philippines (8).

Reductions in TB case notification were evident in five of the
six WHO regions (with large absolute and relative reductions
in the South-East Asia (24.0%) and Western Pacific regions
(19.5%). Taken together, these two regions accounted for most
(84%) of the global reduction in notifications of people newly
diagnosed with TB between 2019 and 2020. The decline in
the WHO African Region was more modest (2.5%). Provisional
data up to June 2021 show ongoing shortfalls in diagnoses and
reporting. Fewer people received TB preventive treatment in
2020 than in 2019 (3.6 million compared with 2.8 million, a 21%
decrease) and fewer people were treated for drug-resistant
TB in 2020 than in 2019 (150 000 compared with 1770 000,
a 15% decrease) (8).

Reduced TB diagnosis and access to treatment has resulted
in an increase in TB deaths. Globally in 2020, there were
an estimated 1.3 million (Ul 1.2 to 14 million) deaths among
HIV-negative people, up from 1.2 million (Ul 11 to 13 million)
in 2019, and an additional 214 000 (Ul 187 000 to 242 000)
deaths among HIV-positive people compared with 209 000
(U178 000 to 243 000) in 2019. The highest reported TB
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mortality was in the WHO African and South-East Asia regions.
Despite some country and regional success stories, the world is
not currently on track to reach the global TB targets, including
the 2030 SDG target of a 90% reduction of the 2015 mortality
baseline. These effects of COVID-19-related disruptions are
expected to worsen in 2021 and 2022 (8).

In addition, the decline in TB incidence (the number of people
developing TB each year) achieved prior to the COVID-19
pandemic has slowed considerably (Fig. 210). Worldwide,
in 2020, an estimated 9.9 million (Ul 89 to 11 million) people
were infected with TB, representing a small decline from 2019.
The slowing decline in TB incidence was most evident in the
WHO Eastern Mediterranean, South-East Asia and Western
Pacific regions, while more rapid declines were observed in
the African and European regions. Incidence has increased in
the WHO Region of the Americas due to an upward trend in
Brazil since 2016 (8).

Actions to counteract these trends are urgently required.
The immediate priority is to restore access to and provision of
essential TB services so that levels of TB case detection and
treatment can recover to at least their 2019 status, especially
in the most badly affected countries.

ig. 2.10. Incidence of TB (per 100 000 population), by WHO region and global, 2000-2020
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Malaria incidence and mortality

Strong gains were made between 2000 and 2020 in preventing
and controlling malaria, including a 27% reduction in global
malaria case incidence (from 81to 59 cases per 1000 population
at risk) and an almost 50% reduction in the global malaria
mortality rate (from 30 to 15 deaths per 100 000 population
at risk) (Fig. 211). An estimated 10.6 million malaria deaths
were averted globally in 2000-2020, mostly (95%) in the
WHO African Region. However, progress began to stall in 2017
and subsequent disruptions associated with the COVID-19
pandemic have reversed some of the earlier improvements,
reverting the global incidence and mortality rates back to
their 2015 levels (9).

Globally, the total number of malaria cases increased to an
estimated 241 million (Ul 218-269 million) in 2020, up from
227 million (Ul 208 to 248 million) in 2019. The WHO
African Region accounted for most of the 14 million increase.
An estimated additional 69 000 more people died from
malaria globally in 2020 than in 2019 (627 000 [UI 583 000
to 765 000] compared with 558 000 [UI 521000 to 642 000),
respectively). About two thirds (47 000) of the additional

malaria deaths were linked to disruptions in the provision
of malaria prevention, diagnosis and treatment services and
products during the COVID-19 pandemic (9).

Among the 11 countries with the highest burden worldwide,
only India registered progress against malaria in 2020 compared
with the previous year. The 10 other highest-burden countries,
allin the WHO African Region, reported increases in cases and
deaths (8). The African Region, which continues to carry the
heaviest burden, accounted for about 95% of all malaria cases
and 96% of all deaths in 2020. Total malaria cases in that region
increased to an estimated 228 million (Ul 205 to 256 million)
in 2020, up from 213 million (Ul 194 to 233 million) in 2019.
The region experienced a 13% increase in malaria deaths in
2020 compared with 2019, with deaths rising to 602 000 (Ul
560 000 to 738 000) in 2020, up from 534 000 (U 498 000
to 616 000) in 2019 (Fig. 212) (9). That shift highlights the
consequences of even moderate service disruptions in
populations at risk of malaria. About 80% of deaths in the
region are among children under five years of age.

Fig. 2.11. Incidence of malaria (per 1000 population), by WHO region and global, 2000-2020
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Fig. 2.12. Estimated number of malaria deaths, 2020
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Source: World malaria report 2021 (9).

Progress towards the 2020 milestones of the WHO global
malaria strategy are now substantially off- track. In 2020,
the global malaria case incidence rate was 59 cases per 1000
people at risk—40% higher than the target of 35 cases.
The global mortality rate of 15.3 deaths per 100 000 people
at risk exceeded the target of 8.9 cases by 42%. Reaching the
2030 goals of the WHO malaria strategy, including a 90%
reduction in global malaria incidence and mortality rates by
2030, will require new approaches, new tools and a more
effective implementation and use of existing ones. Improved
and more equitable access is needed for all health services,
including for the prevention, diagnosis and treatment of
malaria (9).

Inequalities are persisting

Although most indicators for HIV, TB and malaria have improved
over the past 10 years, inequalities have persisted. In many
countries, testing for HIV is much lower among populations
who are impoverished, poorly educated or rural. Sex-related
disparities vary. While UNAIDS and other analysis have shown
that young women (15-24 years) in the WHO African Region
are at greater risk of HIV infection than their male peers.
Males globally are less likely to have taken an HIV test or
to be receiving antiretroviral therapy (6). According to data
analysed for WHQ's 2021 State of inequality: HIV, tuberculosis
and malaria report, 56% of countries (27 of 48) reported large

Trends and disparities in life expectancy and healthy life expectancy

Some encouraging achievements occurred together with
the setbacks of 2020 as some countries made or sustained
gains against malaria, particularly those with a low burden
of malaria and relatively strong health systems. China and
El Salvador were certified by WHO as malaria-free in 2021,
while the Islamic Republic of Iran attained three consecutive
years of zero indigenous cases in 2020. The six countries of
the Greater Mekong subregion continued to record impressive
declines in their malaria caseloads. There were approximately
82 000 cases of malaria in the subregion at the end of 2020,
down from a peak of 650 000 cases in 2012 and about
100 000 cases in 2019 (9).

disparities in HIV testing levels for men. However, nearly
all countries reported no or low sex-related differences in
TB case detection rates, and there were low overall sex-
related differences in TB knowledge and attitudes. A few
gaps are narrowing. For example, household ownership of at
least one insecticide-treated net increased faster among the
poorest than the richest households between 2001-2010
and 20112020 (79).
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Hepatitis B incidence and mortality

WHO estimated that, in 2019, 296 million people were living
with chronic hepatitis B infection (defined as hepatitis B
surface antigen positive), including about 1.5 million people
newly infected with the virus during that year. Hepatitis B
prevalence is highest in the WHO African and Western Pacific
regions where an estimated 7.5% and 5.9%, respectively,
of the adult population have acquired the virus. Prevalence is
lower in the South-East Asia (3.0%), Eastern Mediterranean
(2.5%) and European regions (15%), and in the Region of the
Americas (0.5%).

Only 30.4 million people with chronic hepatitis B infection
knew their hepatitis B status and 6.6 million were receiving
treatment. The infection caused an estimated 820 000 deaths
in 2019, mostly from cirrhosis and hepatocellular carcinoma.
Globally in 2019, 36 000 people died from acute hepatitis B,

with the South-East Asia Region accounting about one third
of those deaths (12 600).

Safe and effective vaccines exist for preventing hepatitis B
infection. Their widening use has reduced the global proportion
of children under five years of age who are chronically infected
with hepatitis B virus to just under 1% in 2019, down from
around 5% from the 1980s to the early 2000s before vaccines
were available.

Chronic hepatitis B infection can be treated with medicines,
including oral antiviral agents that can slow the progression
of cirrhosis, reduce the incidence of liver cancer and improve
long-term survival. In 2021, WHO estimated that 12-25% of
people with chronic hepatitis B infection will require treatment,
depending on the setting and eligibility criteria (20).

Number of people requiring interventions against neglected tropical diseases

The 20 WHO-defined diseases and disease groups mostly
affect impoverished populations in tropical areas. In 2020,
approximately 173 billion people worldwide required treatment
and care for NTDs. This was considerably fewer than the
219 billion people in 2010 and a slight decline (9.5 million)
compared with 2019, despite the COVID-19 pandemic, which
caused significant disruptions to NTD services (27). In the least-
developed countries, 502 million people required treatment and
care for NTDs in 2020 (representing 48% of those countries’
populations, down from 79% in 2010). However, more than
1.2 billion people still required treatment and care for NTDs
outside these countries.

Progress has been due largely to the elimination of at least
one NTD by the end of 2020 in 42 countries. Lymphatic
filariasis and trachoma are no longer public health problems
in 17 and 10 countries, respectively, while onchocerciasis has
been eliminated in four countries in the Region of the Americas.
Three countries no longer require preventive treatment for
soil-transmitted helminthiases (after multiple treatment rounds
with high coverage). The annual number of cases of human
African trypanosomiasis has decreased over 90% since 2012

to just 663, and the global number of new leprosy cases has
continued to decline at an average annual rate of 1% since
2010. Most endemic countries had eliminated leprosy as a
public health problem by 2000. In addition, dracunculiasis
is on the verge of eradication; only five countries reported a
total of 27 human cases in 2020.

In 2020, NTD services were among the health services
most severely affected by the COVID-19 pandemic. Leprosy
programmes were severely disrupted and new case detectionin
2020 was 37% lower compared with 2019 (22). Data reported
to WHO show that 761 million individuals received treatment
for at least one of the five main NTDs in 2020, considerably
fewer than the one billion people treated annually in large-
scale campaigns since 2015 (23).

In addition to setting disease-specific targets and intermediate
milestones for 2030, the new WHO global road map for NTDs
(2021-2030) (23) emphasizes four overarching and 10 cross-
cutting targets aligned with SDGs and the WHO Thirteenth
General Programme of Work 2019-2023 (24). It also outlines
the actions required to reach those targets.

Number of cases of poliomyelitis caused by wild polio virus

There are three strains of wild poliovirus (that is, type 7,
type 2 and type 3). Wild poliovirus type 2 was eradicated in
1999 and no case of wild poliovirus type 3 has been detected
since the last reported case in Nigeria in November 2012
Both strains are officially certified as globally eradicated,
with wild poliovirus type 3 having attained that status in

October 2019. Wild poliovirus type 1continues to affect three
countries globally: Afghanistan, Malawi and Pakistan (with &,
Tand Treported cases, respectively). No cases of wild poliovirus
type 1 have been reported in Nigeria since August 2016 and
the eradication of wild poliovirus in the WHO African Region
was certified in August 2019 (25).



Antimicrobial resistance

WHO has declared antimicrobial resistance to be one of the top
10 global public health threats. Antimicrobial resistance occurs
when bacteria, viruses, fungi and parasites evolve in ways that
render antibiotics and other antimicrobial medicines ineffective,
making infections increasingly difficult or impossible to treat.
Misuse and overuse of antimicrobials are the main factors
permitting the emergence of drug-resistant pathogens (26).
For common bacterial infections (including urinary tract infections,
sepsis, sexually-transmitted infections, and some forms of
diarrhoea), high rates of resistance have been observed, indicating
that the world is running out of effective antibiotics (26).

The rate of resistance to ciprofloxacin, an antibiotic commonly
used to treat urinary tract infections, varied from 84% to
92.9% for Escherichia coli and from 4.1% to 79.4% for Klebsiella
pneumoniae in countries reporting to the Global Antimicrobial
Resistance and Use Surveillance System (26). Resistance in K.
pneumoniae, a common form of intestinal bacteria, to last-resort
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treatment (carbapenem antibiotics) has spread to all regions
of the world. K. pneumoniae is a major cause of hospital-
acquired infections, such as pneumonia, bloodstream infections,
and infections in newborns and intensive care unit patients.

In 2020 in 83 reporting countries, a global median 47% of
bloodstream infections due to E. coli were resistant to third-
generation cephalosporins. The global median of methicillin-
resistant Staphylococcus aureus reported by 81 countries was
30%. The lowest values were observed in HICs. Both pathogens
were added to SDG indicators in 2020.

The clinical development of new antimicrobials is almost at a
standstill. In 2019, WHO identified 32 antibiotics under clinical
development that address the WHO Llist of priority pathogens;
of these, only six were classified as innovative. A lack of access
to quality antimicrobials also remains a major issue. Antibiotic
shortages are affecting countries in all regions (26).
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Injuries

Road injury

Crude death rates for road injuries have decreased by nearly
13% globally since 2000, from 191 per 100 000 population
to 16.7 per 100 000 population in 2019. However, due to
population increases, the total number of deaths caused
byinjuries rose slightly during that period, from 1.2 million to
1.3 million in 2019. The European Region has seen the greatest
decline—a 51% reduction since 2000, down to 74 (Ul 59 to
9.2) deaths per 100 000 population in 2019, which was the
lowest rate among all WHO regions. The decline has been
slower in other regions.

Suicide

The global total of suicide deaths has decreased since 2000,
from almost 800 000 to a little over 700 000 in 2019. Crude
death rate for suicides declined by 29% during that period,
from 13.0 deaths per 100 000 population to 9.2 deaths per
100 000 population.

Whereas suicide rates fell by up to 37% in the Western
Pacific Region and 42% in the European Region between
2000 and 2019, the Region of Americas experienced a 28%
increase, with rates rising by 26% in men and 38% in women
respectively. Despite a dramatic decline in suicide rates over
the past two decades, the European Region still has the highest
suicide mortality rate at 12.8 per 100 000 population in 2019.

Homicide

Worldwide, nearly 475 000 people were killed by others in 2019;
80% of victims were men. The global crude death rate for homicides
declined by 22%, from 79 (Ul 65 to 97) per 100 000 population
in 2000 to 62 (Ul 44 to 87) per 100 000 population in 2019.
The WHO Region of the Americas had the highest male homicide
mortality in 2019 at 34.0 (UI 280 to 415) per 100 000 population,
which was almost 35 times higher than the global male homicide
mortality rate. A strong age pattern was also observed, with young
adults aged 20-29 years having the highest age-specific mortality
rate at over 10 deaths per 100 000 population globally. Older
adults are also a population at high risk of suicide.

The lowest suicide rate was in the Eastern Mediterranean
Region (5.9 per 100 000) (27).

The suicide rate among men was more than twice that among
women in 2019 (12.6 per 100 000 compared with 57 per
100 000, respectively). Suicide rates among men are generally
higher in HICs (16,5 per 100 000), while for women the highest
suicide rates are found in LMICs (71 per 100 000). Older male
adults are particularly at risk — 1in 4 deaths by suicide among
males occur in the age group 60 years and over. Although
some countries have placed suicide prevention high on their
agendas, too many countries remain insufficiently committed
to take action. Currently, only 38 countries are known to have
a national suicide prevention strategy.
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Fig. 2.13. Crude death rates for injuries, by type, by WHO region and global, 2000 and 2019
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Environment

Mortality rate attributed to household and ambient air pollution

Ambient (outdoor) and household (indoor) air pollution are
environmental risk factors that have been linked to several
health conditions (see chapter 3). These forms of air pollution
were responsible for approximately 7 million deaths globally in
2076. The highest attributable mortality rates were concentrated
in LMICs that accounted for almost nine of 10 (88%) deaths (28).

In 2016, ambient air pollution accounted for an estimated
4.2 million deaths due to stroke, heart disease, lung cancer ,
lower respiratory infections and chronic obstructive pulmonary
disease. In addition, exposure to indoor air pollution due to
smoke from cooking fires caused approximately 3.8 million
premature deaths, mostly in LMICs.
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Mortality rate attributed to unsafe water, sanitation or lack of hygiene

Unsafe drinking water, sanitation and lack of hygiene caused
an estimated 870 00O associated deaths globally in 2076.
The African Region suffered a disproportionate burden from
such deaths, with a mortality rate at 459 per 100 000

population, four times higher than the global average (117 per
100 000) and over 150 times higher than the least affected
region, the European Region (0.3 per 100 000).

Mortality rate attributed to unintentional poisoning

Globally, more than 84 000 people died from unintentional
poisoning in 2019, approximately 9000 fewer than in 2000.
The 2019 toll translated to 11 (Ul 0.6 to 18) deaths per 100 000
population, with men dying at a 67% higher rate than women.
The youngest and oldest populations were at highest risk of

dying from unintentional poisoning. The WHO African Region
still had the highest crude death rates at 2.5 (Ul 12 to 5.0)
per 100 000 population in 2019, despite a 25% decline since
2000. The steepest declines were achieved in the South-East
Asia and European regions (more than 50%).

Noncommunicable diseases

Improved prevention, diagnosis and treatment have contributed
to a significant decrease in global premature NCD mortality,®
from 22.9% in 2000 to 17.8% in 2019 (Figs. 214 and 215).
The greatest decline occurred in HICs and UMICs (around 30%)
and in the European and Western Pacific regions (31% and 27%,
respectively) between 2000 and 2019. Despite some progress,

the pace of change in most countries is too slow to achieve
SDG target 3.4, which calls for reducing premature mortality
from NCDs by one third against a 2075 baseline. With the
global annualized rate of reduction slowing significantly since
2015 to a little under 1%, the world is not on track to reach
the 2030 SDG target.

Fig. 2.14. Probability of dying between ages 30 and <70 years from the four major NCDs: observed and projected versus SDG

target, by WHO region and global, 2000-2030?
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Fig. 2.15. Changes in age-standardized mortality rates for major noncommunicable diseases, by type and WHO region, 2019
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Ischaemic heart disease carries the highest risk of premature death
for women in more than one half of all countries and in more than
three quarters of countries for men. Strokes, other cardiovascular
diseases, and some cancers are associated with a similar and even
higher risk of premature death in certain countries (29).

Both the absolute numbers and trends for premature mortality
due to NCDs continued to vary strikingly between regions and
country income groups. Regions with already low premature
NCD mortality (such as the Region of the Americas, and the
Western Pacific and European regions) experienced the
strongest acceleration in annualized rates of reduction since
2015, while the African, Eastern Mediterranean and South-East
Asia regions also had accelerated rates of reduction after 20715.
Changes in annualized rates of reduction differed less between
the various country income groups: across HICs, UMICs and
LICs, they slowed by 24% to 30% between 2015 and 2019.

Globally, the biggest declines in deaths between 2000 and
2019 were for chronic respiratory diseases (a 37% drop in
age-standardized rates for all ages combined), followed by
cardiovascular disease (27%) and cancer (16%). However, deaths
due to diabetes increased slightly (by 3%) in the same period.
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The Western Pacific Region made the biggest gains against
chronic respiratory diseases (a 55% decrease in mortality), while
the Region of the Americas and the European Region achieved
declines of up to 43% in mortality due to cardiovascular disease.
In contrast, mortality caused by diabetes increased slightly in the
Region of the Americas and the South-East Asia Region (a 5%
rise in the age-standardized rate) and by over 20% in the Eastern
Mediterranean Region. The age-standardized rate of mortality
due to diabetes increased by 5% in UMICs and by 13% in LMICs.

However, due to population growth and increased longevity,
the total number of deaths attributable to NCDs has risen.
Cancer, cardiovascular disease, diabetes and chronic respiratory
diseases killed approximately 33.2 million people worldwide in
2019, a 28% increase compared to 2000. More than 20 million of
these deaths were in middle-income countries, with the Western
Pacific Region most heavily affected. NCDs continued to be
leading causes of ill health worldwide and were responsible
for seven of 10 premature deaths in 2019. The COVID-19
pandemic threatens to aggravate that trend. Persons with
existing NCDs are at increased risk of severe illness and death
due to COVID-19 (30-34), and the pandemic has disrupted
many NCD services (18, 35,36), which is expected to lead to
increases in NCD deaths.
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ncluded in the health-related targets of the SDGs are risk factors that

shape health and developmental outcomes for individuals and societies.
This chapter provides an overview of progress towards achieving the health
risk-related SDG and WHO General Programme of Work targets, including
the impact of the COVID-19 pandemic.

Before the pandemic struck, global trends had been favourable in several
respects. There had been reductions in child stunting, alcohol consumption
and tobacco use, as well as increased access to safely managed drinking
water and sanitation, basic hygiene, and clean fuels and technologies for
cooking. By contrast, obesity among people of all ages, anaemia among
women, hypertension among adults, violence against women, and outdoor

air pollution had been either increasing or remaining at high levels.

The full impact of the pandemic on these risk factors is not yet known at
the global level. However, the available evidence suggests that many of the
relevant services have been disrupted, with potentially dramatic, negative
consequences (see chapter &) (7). In addition, some NCD risk factors have

been found to increase individuals' risk of severe outcomes due to COVID-19.

‘Box. 3.1 Progress in the Healthier Populations Billion target of the GPW 13

WHO is monitoring overall progress on risk factors
using the healthier populations billion target. This target
is projected to be almost reached by 2023, however,
this is only a quarter of that required to reach the
Sustainable Development Goals by 2030. Prior to the
COVID-19 pandemic, estimates suggested 900 million
more people would be enjoying better health and
wellbeing in 2023 compared with the 2018 baseline.
Current progress reflects improvements made in access
to clean household fuels, safe water, sanitation and
hygiene (WASH), and tobacco control. However, in other
areas such as obesity and malnutrition the situation is
stagnant or even worsening. Looking ahead, it has been

estimated that to achieve the health-related Sustainable
Development Goals, the target needs to be almost
4 billion people reached for every five- year period.
To achieve this, a focus will be required on leading risk
factors for premature mortality and morbidity, such as
tobacco use, air pollution, road traffic injuries, mental
health, obesity and climate change, that will be key levers
for increasing healthier lives. Attention to inequalities
between and within countries is critical. To achieve global
targets, sustained evidence-based policy solutions must
be produced and implemented to drive rapid progress
in countries (2).



Malnutrition

Malnutrition refers to deficiencies, excess or imbalance in a
person’s intake of energy and/or nutrients. It manifests in
undernutrition (for example, wasting, stunting and underweight);

Child malnutrition

Stunting is the result of chronic and recurrent malnutrition
in mothers and children. Globally in 2020, 149.2 million (Ul
144 4 to 154.2 million) children under 5 years of age, or 22.0%
(Ul 213 to 22.7) of all children under five, were estimated to
be stunted (that is, too short for their age). This represented
a 27% reduction in the total number of children affected by

Risk factors for health

deficiencies or excess of micronutrients (vitamins or minerals);
and overweight, obesity and associated diet-related NCDs.

stunting compared with 2000, and a 34% reduction in the
prevalence rate of stunting. The prevalence of child stunting in
2020 was particularly high in the WHO African (31.7% [U1 30.9
to 32.6]), South-East Asia (30.1% [Ul 277 to 327]) and Eastern
Mediterranean regions (26.2% [Ul 24.5 to 27.9)) (Fig. 31) (3).

Fig. 3.1. Stunting prevalence among children under five years of age (%), globally and by WHO region,
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Source: WHO, UNICEF, World Bank. Levels and trends in child malnutrition: key findings of the 2021 edition (3).

As many as 454 million (Ul 37.0 to 53.7 million) children under
5 years of age were estimated to be too thin for their height
(“wasted") in 2020, of whom 13.6 million (Ul 10.6 to 16.7 million)
were severely wasted. Over one half (56.2%) of children who
suffered from wasting lived in the South-East Asia Region (3).
Children suffering from wasting have weakened immunity,
are susceptible to long-term developmental delays, and face
an increased risk of death, particularly when wasting is severe.

By contrast, an estimated 389 million (Ul 35.6 to 42.4 million)
of children under 5 years were overweight (too heavy for their
height) in 2020, up from 33.3 million (Ul 315 to 351 million).
The regional prevalence was especially high in four of the WHO
regions, namely the WHO Eastern Mediterranean, European
and Western Pacific regions and the Region of the Americas
(Fig. 32) (3).
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Fig. 3.2. Wasting and overweight prevalence among children under five years of age (%), globally and by WHO region, 2020
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Source: WHO, UNICEF, World Bank. Levels and trends in child malnutrition: key findings of the 2021 edition (3).

Estimates that reflect the impact of the COVID-19 pandemic on
child malnutrition are not yet available. A study conducted in
2021 presented three modelled scenarios reflecting different
trajectories of economic recovery and food system and health
service disruptions due to the pandemic in 2021-2022, including
their potential impact on child undernutrition, in 118 low-
and middle-income countries and compared them with a
no-COVID-19 scenario. The pandemic scenarios were: a rapid
recovery in 2021 (“optimistic”); a scenario with a second
wave of infections in 2021 (“moderate”); and a scenario of

persistent disruptions and protracted recovery (“pessimistic”)
(4). Extrapolating the results of this modelling exercise to 135
low- and. middle-income countries,! the “moderate” scenario
predicted that an additional 11.2 million children under 5 years
of age would be affected by wasting from 2020 to 2022. In the
“pessimistic” scenario, the estimate of additional cases increased
to 16.3 million. For child stunting, the model predicted an
additional 34 million children affected in 2022 in the “moderate”
scenario, and 4.5 million affected in the “pessimistic” scenario (5).

Obesity in older children, adolescents and adults

Overweight and obesity are major risk factors for NCDs such
as cardiovascular disease, diabetes, musculoskeletal disorders
(especially osteoarthritis, a highly disabling degenerative disease
of the joints), and some cancers (including endometrial, breast,
ovarian, prostate, liver, gallbladder, kidney and colon cancer).

According to the latest estimates, 6.8% (Ul 61 to 7.6) of
children and adolescents aged 5-19 years worldwide were
obese in 2016, up from 2.9% (Ul 2.6 to 3.2) in 2000 and 4.9%
(Ul 46 to 53) in 2010. The prevalence of obesity in that age
group has increased in all WHO regions since 2000, but has
remained the highest in the Region of the Americas where
it reached 14.4% (Ul 124 to 16.6) in 2016 (6)> Among adults
aged 18 years and older, the age-standardized prevalence of
obesity also increased between 2000 and 2016 across all
WHO regions. Prevalence was estimated at 131% (Ul 124 to
13.9) globally in 2016 and ranged from 4.7% (Ul 39 to 56) in

the South-East Asia Region to 28.6% (Ul 26.6 to 30.5) in the
Region of the Americas (6)3

Estimates that reflect the impact of the COVID-19 pandemic
on global obesity levels and trends are not yet available.
Several systematic reviews and meta-analyses have found that
individuals with obesity face a greater risk of severe outcomes
due to SARS-CoV-2 infection, including hospitalization, intensive
clinical care needs and death (7-9).

Analysis of data from Demographic and Health Surveys in
low- and middle-income countries during 2010-2019 shows
that obesity is associated with socioeconomic characteristics
such as economic status and education level. Data from
16 low- and middle-income countries show that among men
aged 15-49 years, the prevalence of obesity was overall much
higher in the richest 20% of men (median 59%) than in the

1 The income grouping refers to the World Bank analytical income of economies as of 1July 2020, based on the 2019 gross national income per capita estimates calculated using the World

Bank Atlas method.

2 For children/adolescents aged 5-19 years, obesity is defined as BMI-for-age greater than two standard deviations above the WHO growth reference for school-aged children and

adolescents median.
3 For adults, obesity is defined as a BMI greater than or equal to 30.



poorest 40% (median 0.5%). The pattern was very similar
when obesity prevalence in men was assessed against levels
of education (Fig. 3.3).

Among women aged 15-49 years, the prevalence of obesity
across 54 low- and middle-income countries was also lowest
among those in the poorest quintile (median 2.5%) and increased

Risk factors for health

stepwise by income quintile to a median 154% in the richest
quintile. Prevalence was roughly similar across women with
no, primary and secondary education (medians of 75% to
10.3%), but was markedly higher among women with higher
education (Fig. 3.4).

Fig. 3.3. Proportions of men aged 15 to 49 years who are obese as defined by a body mass index 230, disaggregated by economic

status and education, 2010-2019
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Notes: Circles indicate countries — each country is represented by multiple circles (one for each subgroup). Horizontal black lines indicate the median value (middle
point of estimates). The definition used in the analysis is the “percentage of men aged 15-49 years with a body mass index (BMI) of 30 kg/m?2 or higher”. This differs
from the standard WHO definition of obesity: for children/adolescents aged 5-19 years, obesity is defined as BMI-for-age greater than two standard deviations of
the WHO growth reference for school-aged children and adolescents median. For people aged 20 years and older, obesity is defined as a BMI of 30 kg/m2 or higher.
Source: Demographic and Health Surveys, 2010-2019 (https://dhsprogram.com/, accessed 16 May 2022).
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Fig. 3.4. Proportions of women aged 15 to 49 years who are obese as defined by body mass index 230, disaggregated by

economic status and education, 2010-2019
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point of estimates). The definition used in the analysis is “percentage of women aged 15-49 years with a body mass index (BMI) of 30 kg/m2 or higher”. This differs
from the standard WHO definition of obesity: for children/adolescents aged 5-19 years, obesity is defined as BMI-for-age above two standard deviations of the
WHO growth reference for school-aged children and adolescents median. For people aged 20 years and older, obesity is defined as a BMI of 30 kg/m2 or higher.
Source: Demographic and Health Surveys, 2010-2019 (https://dhsprogram.com/, accessed 13 May 2022).

Anaemia among women

Anaemia leads to reduced physical and mental capacity, yet it
often goes undetected. Severe anaemia is associated with more
noticeable negative effects on health, as well as on longer term
social and economic development. During pregnancy, anaemia
is associated with adverse maternal and birth outcomes such as
preterm delivery, low-birth-weight infants, maternal mortality
and decreased iron stores for the baby, which may lead to
impaired growth and development.

In 2019, the global prevalence of anaemia in women aged
15-49 years was 29.9% (Ul 27.0 to 32.8). Prevalence was
higher among pregnant women (36.5% [UIl 34.0 to 39.]) than
non-pregnant women (29.6% [Ul 26.6 to 32.5]). While anaemia
prevalence among women aged 15-49 years in 2019 was

similar to the rate in 2000, the total number of women
affected increased considerably due to population growth,
from 492.9 million (Ul 452.8 to 5381 million) in 2000 to
570.8 million (Ul 5154 to 625.5 million) in 2019 (70).

Across regions, there had been declines in the prevalence of
anaemia after 2000, but they either slowed or halted after
2015. A decline was observed in the WHO Western Pacific
Region from 22.6% (Ul 16.3 to 30.4) in 2000 to 164% (Ul
M4 to 235) in 2019, with improvements also observed in the
African Region and the Region of the Americas. The prevalence
of anaemia continued to be highest in the South-East Asia
Region (Fig. 3.5) (10).


https://dhsprogram.com/
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Fig. 3.5. Trends in anaemia prevalence (%) among women of aged 15 to 49 years, globally and by WHO region, 2000-2019
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Source: WHO global anaemia estimates, 2021 (10).

Analysis of data from Demographic and Health Surveys
conducted during 2010-2019 in 45-47 low- and middle-income
countries showed that the median prevalence of anaemia in
women aged 1549 years was high (over 35%) across all income

quintiles and education levels (Fig. 36). However, the prevalence
of anaemia tended to be lowest overall among women with
the highest economic status and educational attainment.

Fig. 3.6. Anaemia prevalence among women aged 15 to 49 years, disaggregated by economic status and education, 2010-2019
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Notes: Circles indicate countries — each country is represented by multiple circles (one for each subgroup). Horizontal black lines indicate the median value (middle point
of estimates). The definition used in the analysis is “prevalence of haemoglobin concentrations below 110 g/L for pregnant women and 120 g/L for non-pregnant women”.
Source: Demographic and Health Surveys, 2010-2019 (https://dhsprogram.com/, accessed 13 May 2022).
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Other risk factors for noncommunicable

diseases

Risk factors for NCDs are generally classified into two broad
groups: modifiable behavioural risk factors and metabolic risk
factors. The first group includes harmful use of alcohol, tobacco
use, physical inactivity and an unhealthy diet. Metabolic risk
factors include raised blood pressure, overweight and obesity,

Harmful use of alcohol

Drinking alcohol is associated with a risk of developing health
problems such as mental and behavioural disorders, major NCDs
such as liver cirrhosis, some cancers and cardiovascular disease,
as well as injuries resulting from violence and road collisions.
Alcohol consumption by an expectant mother may cause fetal
alcohol spectrum disorders and pre-term birth complications.

The average level of alcohol consumption worldwide in 2019
was 58 litres (Ul 55 to 6.2) of pure alcohol per capita (person
aged 15 years or older), a slight decline from 61 litres (Ul 58 to
6.5) per capita in 2010. On average, men consumed over three
times more alcohol than women, a pattern that has not changed
since 2000. Men in the WHO European Region had the highest
consumption in 2079 at 152 litres (Ul 14.8 to 16]1) per capita, despite
a declining trend since 2000. In the South-East Asia and Western
Pacific regions, consumption increased between 2000 and 2015,
most notably among men, and then plateaued or subsequently

hyperglycemia (high blood glucose levels), and hyperlipidemia
(high levels of fat in the blood). The latest available data
for SDG and WHO General Programme of Work indicators
concerning some of these risk factors are presented below.*

slightly declined. Alcohol consumption has remained very low
in the Eastern Mediterranean Region (Fig. 37) (17).

Studies have reported diverse findings in trends of alcohol
consumption during the COVID-19 pandemic, with an increased
use in some settings and decreased. use in others (12-14). While
more national and regional data have started to become available,
careful analysis needs to be done to understand the overall impact
of the pandemic on the harmful use of alcohol at the global level.

Emerging evidence indicates that individuals with alcohol or drug
use disorders are at increased risk of contracting COVID-19 and
more likely to experience negative outcomes. This vulnerability
reflects both the adverse effects of the non-medical use of
psychoactive substances on health, compounded by high rates
of non-attended medical comorbidities, as well as associated
psychosocial and structural factors, including poverty and
stigma (75-17).

Fig. 3.7. Trends in per capita alcohol consumption, by sex and by WHO region, 2000-2019
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Source: WHO Global Information System on Alcohol and Health [online database] (11).

4 Overweight and obesity are discussed in the malnutrition section of this chapter.
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Tobacco use

Tobacco use is a major risk factor for cardiovascular and
respiratory diseases, over 20 different types or subtypes of
cancer, and many other debilitating health conditions. In 2020,
an estimated 22.3% of the global population aged 15 years and
older were current users of some form of tobacco, down from
approximately one third (32.7%) in 2000. About one half of
men (49.3%) and one in six women (16.2%) aged 15 years and
older in 2000 were current users of some form of tobacco.
By 2020, the proportion of men using tobacco had declined
to slightly over one in three (36.7%), while that of women had
declined to one in thirteen (7.8%) (18).

Since very limited prevalence data are available from surveys
done in 2020 and 2021, the impact of the COVID-19 pandemic
on national and global prevalence rates of tobacco use is
not yet known. Small-scale studies undertaken during the
COVID-19 era have found that levels of tobacco use increased
in some instances (19-22) and decreased in others (23,24).
There is evidence that tobacco smoking increases the risk of

Risk factors for health

more severe disease progression among those infected with
SARS-CoV-2 compared to non-smokers (25-26).

Analysis of data from Demographic and Health Surveys
conducted in 2010-2019 in 49 low- and middle-income
countries showed that tobacco smoking among men aged
15-49 years tended to be higher among the poorest and least
educated subgroups. Across these 49 countries, a median of
25.6% of men with no education smoked any type of tobacco
product compared to 91% of those with higher education
levels. Similarly, smoking prevalence was highest among
men in the poorest quintile, decreasing step-wise across the
wealth quintiles.

Countries continued to adopt tobacco control measures during
20719 and 2020, with approximately 53 billion people in
146 countries protected by at least one demand-reduction
measure at best practice level. This is an improvement from
2018, when 51 billion people in 139 countries were protected
in that manner (27).

Fig. 3.8. Percentage of men aged 15 to 49 years who smoke any type of tobacco, disaggregated by economic status and

education, 2010-2019
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Source: Demographic and Health Surveys, 2010-2019 (https://dhsprogram.com/, accessed 13 May 2022).
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Trans-fatty acids

Trans-fatty acids are a compound that can be found in cakes,
cookies, biscuits, packaged foods, cooking oils and spreads.
An increased intake of trans-fatty acids (>1% of total energy
intake) is associated with an increased risk of heart attacks
and death from cardiovascular disease. The elimination of
industrially-produced trans-fatty acids by 2023 is a WHO
priority and the number of countries passing and implementing
best-practice policies is growing. In 2021, best-practice trans-

Raised blood pressure

Hypertension, or elevated blood pressure, is a medical condition
that significantly increases the risks of heart, brain, kidney and
other diseases. The number of adults aged 30-79 years with
hypertension is estimated to have doubled from approximately
650 million to 128 billion between 1990 and 2019, according
to a pooled analysis of 1201 population-representative studies.
Population growth and ageing were the main drivers of that trend.
While there was little change in the overall rate of hypertension in
this age group globally, the burden had shifted from HICs to low-

fatty acid policies came into effect in 40 countries covering
14 billion people. Six additional countries have also passed a
best-practice, trans-fatty acid policy that will come into effect
in the next two years, potentially covering 17 billion additional
people. However, most policy actions have been taken in
higher-income countries, mostly in the Region of the Americas
and the European Region. No LICs have adopted best-practice,
trans-fatty acid policies to date (28, 29)5

and middle-income countries. The rate of hypertension decreased
in HICs, but increased in many low- or middle-income countries.
Over one billion adults aged 3079 years with hypertension lived
in low- and middle-income countries in 2019 (30)¢

More recent estimates reflecting the impact of the COVID-19
pandemic on the prevalence of hypertension globally are not
yet available. However, many studies have indicated an increased
risk of severe or fatal COVID-19 outcomes among patients with
hypertension (31-34).

Environmental risk factors

Water, sanitation and hygiene

Access to safe WASH s vital for health, child development,
and social and economic progress. The COVID-19 pandemic has
underscored the importance of ensuring the provision of safe
water, sanitation and waste management, and hygienic conditions
for preventing and protecting human health during infectious
disease outbreaks.

Available data from 138 countries show that safely managed
drinking water services (that is, located on premises, available when
needed and free from contamination) was accessible by 74% of
the global population in 2020. This translated into 2 billion people
still lacking safely managed water services—including 1.2 billion

people with only basic services, 282 million with limited services,
367 million using unimproved sources, and 122 million drinking
surface water. In the same year, safely managed sanitation services
(with excreta safely disposed on-site or treated off-site) were
available to only 54% of the global population, leaving 3.6 billion
people with insufficient sanitation services. While hand hygiene is
one of the first lines of defence against the spread of infectious
diseases, 2.3 billion people, or 29% of the global population, lacked
a basic handwashing facility with water and soap at home in 2020
(35). For both water and sanitation, safely managed services are
enjoyed by a higher proportion of populations in urban areas
compared to rural areas (Fig. 39).

5 The income grouping refers to the World Bank analytical income of economies as of 1July 2020, based on the 2019 gross national income per capita estimates calculated using the World

Bank Atlas method.

6 The income grouping refers to the World Bank analytical income of economies as of 1July 2020, based on the 2019 gross national income per capita estimates calculated using the World

Bank Atlas method.
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Fig. 3.9. Coverage of rural and urban service levels of water and sanitation services, global, 2020
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Source: Progress on household drinking water, sanitation and hygiene, 2000-2020 (34).

Achieving universal access to safely managed water, sanitation and
basic hygiene services by 2030 will require a quadruple increase
in current rates of progress. The situation is more challenging
in the least-developed countries and in fragile settings where
current rates of progress need to increase up to 10- and 23-fold,
respectively (35).

While the available data do not yet allow a global baseline estimate
for industrial wastewater generation or treatment, estimates
for the generation and treatment of domestic wastewater were
available for 128 countries and territories in 2020 (covering 80%
of the global population). They show that 44% of household
wastewater was discharged without safe treatment (36).

The COVID-19 pandemic has led to large increases in health
care-related waste, exacerbating the environmental impact of
solid waste. Extra medical waste generated by the response to
the COVID-19 pandemic has put a tremendous strain on health
care waste management systems around the world. Even before
the pandemic, many health care facilities were not equipped to

Clean air

Access to clean air both indoors and outdoors is essential to
the health of children and adults alike. Whether smoke inside
the home or smog over cities, air pollution poses a major threat

Indoor air pollution

Exposure to indoor air pollutants can lead to a wide range of
adverse health outcomes from eye conditions to respiratory
illnesses and cancer. Members of households who rely on the
use of polluting fuels and devices also suffer a higher risk of
burns, poisoning and musculoskeletal injuries. It is estimated that
approximately two thirds (69.3% [Ul 644 to 734]) of the global
population were primarily using clean fuels and technologies
for cooking in 2020, up from one half (49.5% [Ul 454 to 53.6])
in 2000.

safely segregate, treat and dispose of health care waste. In the
least-developed countries, it was estimated that only 30% of
health care facilities had basic health care waste management
services) (37)7

While overall Official Development Assistance (ODA) increased
from USS 202 billion to USS 246 billion from 2019 to 2020 in
response to the COVID-19 pandemic, ODA for the water sector
decreased over the same period, with commitments falling by
% to USS 105 billion and disbursements declining by 5% to
USS 87 billion. For water supply and sanitation, the decrease in
disbursements was 12%, from USS 76 billion to USS 67 billion.
The decrease in disbursements in 2020 was likely due to the
COVID-19 pandemic disrupting the execution of large drinking
water and sanitation infrastructure projects. The decline in
commitments may reflect a gradual deprioritization of water
and sanitation aid compared to other sectors among donors,
a trend accelerated by the pandemic (38).

to people’s health. The combined effects of ambient (outdoor)
and household air pollution cause millions of premature deaths
every year (see chapter 2).

In all WHO regions, urban populations have systematically had
greater access to clean fuels and technologies for cooking in
the past two decades. The biggest improvement was in the
South-East Asia Region, which experienced a seven-fold increase
in coverage in its rural areas and a doubling in its urban areas.
Coverage in the rural areas of the Western Pacific Region more
than doubled between 2000 and 2020. Coverage has remained
lowest in the African Region: only 6.2% (Ul 51to 75) of its rural
population and 389% (Ul 355 to 42.6) of its urban population
could rely primarily on clean fuels and technologies for cooking
in 2020 (Fig. 310) (39).

7  Global progress report on WASH in health care facilities: fundamentals first. Geneva: World Health Organization; 2021 (https://apps.who.int/iris/rest/bitstreams/1321542/retrieve).
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Fig. 3.10. Proportion of population with primary reliance on clean fuels and technologies for cooking, by residence area and

WHO region, 2000-2020
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Source: WHO Global Health Observatory. Public health and environment [online database] (39).

The risk of acquiring SARS-CoV-2 infection is higher in crowded
and inadequately ventilated spaces where infected people
spend long periods of time together as the virus spreads
more efficiently via respiratory droplets and aerosols in

Outdoor air pollution

Almost the entire global population (99%) breathes unhealthy
levels of fine particulate matter and nitrogen dioxide.
Some 6000 cities in 117 countries now monitor air quality,
with the data showing that people in low- and middle-income
countries suffer the highest exposures to outdoor air pollution
at levels exceeding WHO air quality limits. In these 117 countries,
the quality of air in 7% of cities in HICs is below WHO's air
quality guidelines for particulate matter with diameters equal
or smaller than 2.5 pm (PM2.5) or 10 um (PM10). In low- and

Violence against women

Globally, it is estimated that 30% (Ul 26 to 34) of women aged
15 years and older in 2018 had been subjected at least once in
their life to physical and/or sexual violence from a male intimate
partner (“intimate partner violence”), or to sexual violence from
someone other than an intimate partner (“nonpartner sexual
violence"), or both (42).

such environments. Understanding and controlling building
ventilation can improve the quality of indoor air as well as
reduce the risk of SARS-CoV-2 transmission (40).

middle-income countries, air quality in less than 1% of cities
meets the WHO-recommended thresholds (41)8°

Particulate matter, especially PM2.5, is capable of penetrating
deep into the lungs and entering the bloodstream, which can
cause cardiovascular, cerebrovascular (stroke) and respiratory
complications. Nitrogen dioxide is associated with respiratory
diseases, particularly asthma, which can lead to respiratory
symptoms (such as coughing, wheezing or difficulty breathing)
that require hospital admission or emergency care.

Such violence represents a large proportion of the threats that
women experience globally. However, there are many other
forms of violence against women, such as physical agression by
nonpartners, cyberhostility and trafficking, and the prevalence
of all forms of violence combined would likely be much higher.

8 The income grouping refers to the World Bank analytical income of economies as of 1July 2021, based on the 2020 gross national income per capita estimates calculated using the World

Bank Atlas method.

9 WHO air quality database. Update April 2022 (https://www.who.int/data/gho/data/themes/air-pollution/who-air-quality-database, accessed 10 May 2022).


https://www.who.int/data/gho/data/themes/air-pollution/who-air-quality-database

Intimate partner violence

One in 10 (10% [UI 8 to 12]) women 15 years and older worldwide
who had ever been married or partnered had experienced
physical and/or sexual violence by an intimate partner in the
previous 12 months, according to an analysis of data from
over 300 studies conducted between 2000 and 2018 across
161 countries or areas. Globally, about one in four (26% [Ul
22 to 30]) women 15 years and older had been subjected to
such aggressions at least once in their lifetime, since the age
of 15 (43).

The estimated lifetime prevalence of physical and/or sexual
intimate partner violence is highest for women between the
ages of 20 and 44 years. However, the analysis also showed
that intimate partner violence starts early in women'’s lives:
almost one in four (24% [UI 21-28]) ever-partnered adolescent

Risk factors for health

girls aged 15-19 years was estimated to have been subjected
to such violence at least once in their lifetime (42). While there
has been a substantial increase in the quality and availability
of survey data on violence against women, there remains a
paucity of data on women aged 50 years and older with data
availability skewed towards women in the 15-49 year range.

Intimate partner violence disproportionately affects women
and girls in LICs and LMICs (Fig. 311). In addition, the difference
between past 12-month prevalence and lifetime prevalence
is smaller in lower-income countries than in higher-income
countries. This likely reflects the the challenges in leaving
abusive relationships in resource-constrained settings and
societies where levels of stigmatization may be high.

Fig. 3.11. Prevalence of physical and/or sexual intimate partner violence against ever-partnered women aged 15-49 years,

by World Bank country income group and globally, 2018
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Notes: The income grouping refers to the World Bank analytical income of economies as of 1July 2020, based on the 2019 gross national income per capita estimates

calculated using the World Bank Atlas method.

Source: Violence against women prevalence estimates, 2018: Global, regional and national prevalence estimates for intimate partner violence against women, and global
and regional prevalence estimates for nonnpartner sexual violence against women (42).

These estimates show that intimate partner violence against
women was already highly prevalent globally before the
COVID-19 pandemic, with progress grossly insufficient to meet
the SDG target of eliminating all forms of violence against
women by 2030. The COVID-19 pandemic is likely to have caused
a major setback in efforts towards the reduction of violence
against women. Helpline, police and other service data suggest

Nonpartner sexual violence

An estimated 6% (Ul 4 to 9) of women aged 15 years and older
in 2018 had been subjected to sexual violence from someone
other than an intimate partner at least once in their lifetime,
since the age of 15 (42). The true prevalence of nonpartner
sexual violence is likely to be much higher, given the societal

that the pandemic-related lockdown measures might have led
to further increases in intimate partner violence (44). The full
impact of the COVID-19 pandemic on the magnitude, severity
and nature of aggressions against women will only be known
once data from population-based surveys, which are now
resuming, become available.

stigma and repercussions surrounding the disclosure of sexual
violence, as well as the significant measurement challenges
that exist for this form of aggression.
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niversal health coverage (UHQ) is firmly based on the 1946 WHO

U Constitution, which declares health a fundamental human right

and commits to ensuring the highest attainable level of health for all.

It represents the aspiration that everyone receives good quality health
services, when and where needed, without incurring financial hardship.
That ambition constitutes a set of targets in the United Nations Agenda
2030 for Sustainable Development (SDG 3.8). In addition to supporting
good health and well-being, UHC also contributes to social inclusion, gender

equality, poverty eradication, economic growth and human dignity.



The 2021 global monitoring reports on UHC and financial protection
in health published by WHO and the World Bank identified
mixed pre-COVID-19 trends in SDG UHC indicators since 2000.
Service coverage (SDG indicator 3.81) has improved slowly from
a global average index of 45 in 2000 to 67 in 2019 (7). However,
the proportion of the population with out-of-pocket health spending
exceeding 10% of their household budget (SDG indicator 382)
grew from 94% of the population in 2000 to 132% in 2017 (2).

Fig. 41 depicts these trends for 2000-2017, the reference years
for which regional values are available for both indicators.

*  Quadrant | shows the regions with relatively high levels of
service coverage and relatively low proportions of people with
large out-of-pocket expenditures on health. Only two WHO
regions—Europe and the Americas—were in this quadrant.

°  Quadrant Il includes regions with relatively high service
coverage, but at a major cost to households (that is,
with relatively high levels of catastrophic health spending).
In 2077, the WHO Western Pacific Region was in this quadrant.
It experienced rapid improvements in service coverage since
2000, but also recorded the fastest increases in catastrophic
health spending.

e South-East Asia was in quadrant lll in 2077, meaning it
experienced relatively low service coverage and relatively
high rates of catastrophic health spending.

Pathway to universal health coverage

e The African Region and the Eastern Mediterranean Region
were in quadrant V. Service coverage was relatively low
and it increased in both these regions, although it was
accompanied by increased catastrophic health spending in
the Eastern Mediterranean Region.

The COVID-19 pandemic is likely to halt the progress made in
service coverage over the past 20 years and exacerbate the
financial hardship experienced by people paying out-of-pocket
for health. Lack of data currently prevents a detailed and
comprehensive assessment of the impact of COVID-19 on the
path to UHC. Nevertheless, the combined health and economic
impact of COVID-19, such as disruptions in the delivery of
essential health services (3-5), rising poverty and widening
income inequality, point towards the strong likelihood of a
significant worsening of financial protection globally. People
are likely to face greater financial constraints to access care
and financial hardship is likely to worsen further among those
paying out-of-pocket for health, particularly in disadvantaged
populations (7, 2).

WHO, the World Bank Group and the Organization for
Economic Co-operation and Development (OECD) are urging
stronger progress in three priority areas to accelerate progress
towards UHC: primary health care; sustainable financing;
and strengthening of health system capacities (particularly
the health workforce) (6).

Fig. &.1. Progress in service coverage (SDG 3.81) and catastrophic health spending (SDG 3.8.2, 10% threshold), globally and by

WHO region, 2000-2017
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protection in heath 2021 (2).
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‘Box4.1. Progress in the Universal Health Coverage Billion target of the

GPW13

The UHC billion target will not be reached by 2023,
and progress is less than 1/4 of that required to reach
the Sustainable Development Goals by 2030. Current
estimates suggest that without course correction, we will
fall short by 730 million people reaching 1 billion more
people with universal health coverage in 2023. Due to a
vast majority of countries (94%) experiencing significant
disruption to essential health services caused by the
pandemic, this shortfall will increase to 840 million. Over
the past two decades, 92 countries have experienced little
change or even worsening trends in financial protection,
which is now exacerbated by the ongoing pandemic.

Concerted efforts to achieve disease specific targets
across all areas and strengthen health system capacities

would help reduce the current gap. But stronger action
to avert or reduce financial hardship due to health-related
spending is also urgently needed.

The implementation of policies to minimize disjointed
approaches to service coverage, the establishment of
universal guarantees focused on high priority health
services, and the introduction of budgetary measures
to ensure funding flows to these services can accelerate
progress for both financial protection and service
coverage. Primary health care (PHC), with its focus on
integrated health services, community empowerment
and strengthening of health system functions is another
promising avenue towards realizing UHC.

1 WHO Triple Billion Dashboard (available at https://portalwho.int/triplebillions/, accessed 9 May 2022).

Primary health care is the engine for UHC

Primary health care (PHC) is the cornerstone of an equitable
and resilient health system. By emphasizing multisectoral action
for health, engaging with people and communities, and placing
primary care and preventive and health-promoting services at the
heart of an integrated health services network, PHC improves
health equity, safeguards health and saves lives—all at a lower
relative cost. PHC is also critical for making health systems more
resilient to crisis situations, more proactive in detecting early
signs of epidemics, and more prepared to act early in response
to a surging demand for services. As the “front door” of a health
system, PHC provides the foundation for strengthening the
essential public health functions that are needed to confront
crises such as COVID-19 (7:9).

Overlooking the central role of primary care slowed the
effectiveness of the response to the pandemic and triggered
disruption to routine care in many countries threatening progress
made over the last years (6). On average, countries reported that

about 56% of 28 tracer essential services had been disrupted in
the third quarter of 2020 and 41% were still being disrupted in
early 2021. At the end of 2027, the extent of service disruptions
reported by countries remained similar to early 2021 levels
(44%). All health care settings and service delivery platforms
were affected, particularly first contact services (1.5).

PHC spending accounted for more than one half of total health
spending in 2019, amounting to 3.1% of gross domestic product
on average. While higher-income countries spent more per
capita on PHC, lower-income countries devoted a larger share
of their total health spending to PHC. Nearly one half of PHC
in low- and middle-income countries was funded by private
sources. In a set of low- and middle-income countries, the share
of PHC expenditure in total spending on infectious diseases
was significantly larger than the share of PHC spending in total
spending for NCDs and injuries (70).

Sexual, reproductive, maternal, newborn, child and adolescent health

Globally, an estimated 77% of women of reproductive age had
their family planning needs met with modern contraceptive
methods in 2020, up from 74% in 2000. The strongest progress
was seen in the WHO Africa Region (77).

Ideally free at the point of use, family planning and contraception
have been made accessible to hundreds of millions of women

worldwide. However, that progress is under threat. Of 84
reporting countries, 38% were still experiencing COVID-19-related
disruptions to those services during the last three months of
2021. Disruptions to other essential services for reproductive,
maternal, newborn, child and adolescent health, and nutrition
were also reported (5).



During 20152021, approximately 84% of live births globally were
assisted by skilled health personnel, including medical doctors,
nurses and midwives—an increase of about 20 percentage points
compared to 2001-2007 (12). However, regional disparities
persist (with Africa lagging furthest behind) and the COVID-19
pandemic may be undermining some of the progress made.
There is emerging evidence that access to competent and quality
care during childbirth may have been disrupted by the COVID-19
pandemic and the measures adopted to curb its spread (13-15).

On average, there were an estimated 415 live births globally for
every 1000 adolescent girls aged 15-19 years over the period
20152020, lower than the estimated 531 live births per 1000
adolescent girls over 2000-2005. However, there is wide regional
variation. Approximately, one in every ten adolescent girls aged
15-19 years in LICs gave birth in 2015-2020, compared to about
one in every seventy of their peers in HICs (76). Currently available
data show no signs of significant increases or decreases in
adolescent fertility due to the COVID-19 pandemic (17).

Over the past decade, routine immunization services for children
have expanded greatly (Fig. 4.2), especially in regions where
coverage of some vaccination programmes had been low,
such as the WHO Africa and South-East Asia regions. However,
some of those immunization services have been affected by

Pathway to universal health coverage

COVID-19. DTP3 (third dose of diphtheria, tetanus toxoid and
pertussis-containing vaccine) immunization coverage among
one-year-olds worldwide decreased from 86% in 2019 to 83%
in 2020. This resulted in 227 million children missing out on
vaccination, 3.7 million more than in 2019 and the highest number
since 2009 (18).

Global coverage of MCV2 (second-dose of measles-containing
vaccine) immunization remained steady in 2019-2020 at about
70%. Global coverage of PCV3 (third dose of pneumococcal-
containing vaccines) immunization more than quadrupled
between 2010 (when it was about 11%) and 2019 as newer
vaccines are reaching those who need them more rapidly than
before. However, this progress was also disrupted in 2020 (78).

The global averages mask large variations. In addition, the situation
is not currently known in several countries where COVID-19
disruptions affected the capacity to collect and report routine
immunization coverage data.

When assessed by country income group, immunization coverage
has increased most impressively in LICs and LMICs. In the period
2010-2020, PCV3 immunization coverage rose from 2% to 64%
in LICs and from zero to 45% in LMICs (78). Coverage of MCV2
immunization in the same period increased from 8% to 36% in
LICs and from 19% to 68% in LMICs (18).

Fig. &.2. Global vaccination rates against diphtheria, tetanus toxoid and pertussis (DTP3), measles (MCV2), pneumococcal
infections (PCV3) and human papillomavirus (HPV), 2000-2020
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Source: WHO/UNICEF estimates of national immunization coverage (18).

School closures during the pandemic have badly affected vaccination
programmes against HPV, which protect girls against cervical
cancer later in life. At 14% globally, vaccination coverage for girls
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was still very low in 2019 and even decreased to 12% in 2020 (Fig.
42). This meant that an additional 16 million girls missed out on
receiving this life-saving vaccine during the first year of COVID-19 (18).
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Communicable diseases

Programmes for preventing and controlling HIV, TB and malaria
have achieved major progress in service coverage in the past
two decades.

At the end of 2020, approximately 84% (Ul 67 to >98) of people
living with HIV worldwide knew their HIV status. In addition,
87% (Ul 67 to >98) of people living with HIV who knew their
HIV status were accessing life-saving antiretroviral therapy,
and 90% (Ul 70 to >98) of people on treatment were virally
suppressed. However, those seemingly small shortfalls in
coverage meant that about one quarter (27%) of people living
with HIV globally were not on treatment in 2020, and roughly
one third had unsuppressed viral loads in 2019 (79).

COVID-19 has also disrupted HIV programmes, with prevention
and testing services especially affected. The Global Fund
reported that according to data collected at 502 health
facilities in 32 African and Asian countries, the number of HIV
tests decreased by 41% and the number of people referred
for diagnosis and initiating treatment declined by 37% during
the first COVID-19 lockdowns in 2020 compared with the
same period in 2019 (20). A greater use of HIV self-testing,
telemedicine, multi-month dispensing of antiretroviral medicines
and community-led services helped to limit the impact of these
disruptions, showing the resilience of many HIV programmes
and highlighting the importance of community systems as
part of health systems.

For TB, the biggest increases in treatment coverage were
observed in the late 1990s and early 2000s during the roll-
out of the directly-observed treatment, short-course (DOTS)
strategy. Coverage continued to increase subsequently and

reached 72% globally in 2019. Subsequently, TB programmes
have experienced significant COVID-19-related setbacks. For the
first time in more than a decade, the global number of people
dying of TB rose in 2020, largely due to reduced access to TB
diagnosis and treatment (as discussed in chapter 2). Almost
one half of people ill with TB missed out on access to care in
2020 and were not reported. Global TB treatment coverage
(approximated as notifications divided by incidence) declined to
59% (Ul 53 to 56) in 2020, down from 72% (Ul 65 to 80) in 2019
(Fig. 4.3) 7). In addition, the number of people provided with
treatment for drug-resistant TB and TB preventive treatment
also declined significantly.

Despite the efforts of national malaria programmes, mass net
distributions have rarely been able to distribute nets to all who
need them in numbers sufficiently large to attain universal
coverage. The percentage of the population sleeping under an
insecticide-treated net (ITN) increased considerably from 2% in
2000 to 50% in 2017 and then declined (Fig. 4.3). That trend
is partly due to policy shifts away from mandates of universal
ITN coverage and toward recommendations for more holistic
and locally-tailored strategies that utilize a range of tools to
provide universal malaria protection (22).

Malaria programmes have also been disrupted during the
COVID-19 pandemic. Among 45 countries providing these data,
36% reported disruptions in delivering ITNs during the fourth
quarter of 2021, while 27% of 52 countries reported disruptions
in malaria diagnosis and treatment (5). These disruptions may
have contributed to the considerable increases in malaria cases
(14 million) and deaths (69 000) between 2019 and 2020 (23).

Fig. &.3. Global coverage of HIV antiretroviral therapy, TB treatment and ITN use, 2000-2020
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Noncommunicable diseases and mental health

While the global age-standardized prevalence of hypertension
among adults aged 30-79 years remained largely stable since
2000 at around 33%, diagnostic, treatment and control rates
increased substantially during that period (Fig. 44), according to
a pooled analysis of data from 1201 population representative
studies in 200 countries and territories (24). Despite increases
since 2000, nearly one half of people with hypertension were
unaware of their condition (not diagnosed) globally in 2019
and only around one fifth of those with hypertension were
receiving effective treatment (controlled).

Pathway to universal health coverage

Disruptions in essential NCD services, such as diagnosis and
treatment, have been observed since early 2020 (34,25).
In mid-2021, 70% of countries reported disruptions to one or
more NCD-related services during the COVID-19 pandemic.
Well over one half of countries reported disruptions to
hypertension management services (58%), cancer screening
services (59%) and diabetes-related services (62%). Disruptions
to cardiovascular emergency services were also widely reported
(48% of countries) (26).

Fig. &4.4. Trends in the proportion of diagnosed, treated and controlled hypertension cases among hypertension cases

globally, 2000-2019
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Note: Total values were calculated as a crude average of estimates for men and women.
Source: NCD Risk Factor Collaboration (NCD-RisC). Worldwide trends in hypertension prevalence and progress in treatment and control from 1990 to 2019: a pooled
analysis of 1201 population-representative studies with 104 million participants (24).

Around the world, almost one billion people are affected
by mental, neurological and substance use disorders (MNS).
This accounts for 10% of the global burden of disease and
25% of years lived with disability in 2019 (27). Yet, resources
for diagnosing, treating and supporting people with mental
health issues remain extremely limited, especially in low- and
middle-income countries (28,29).

Substance use is a major factor for ill health and death globally,
accounting for approximately 15% of the total MNS health
burden in 2019 (27). Persons with substance use disorders
frequently present in PHC and are particularly vulnerable due to
their complex social and health care needs. Although effective

and brief treatments exist and are recommended, treatment
coverage is very low. For example, in 18 countries out of 24
with data for 2015-2017, less than 50% of people in need of
a treatment for opioid use disorders received it. Additionally,
treatment coverage was under 10% in seven countries (30).

The COVID-19 pandemic led to a rise in anxiety, depression
and substance misuse, together with an increased demand for
mental health services around the world. At the same time,
provision of these services has suffered. In a survey conducted
in 130 countries in July to August 2020, 93% of countries
reported disruptions in one or more of their MNS services.
While preventive services were most affected, 35% of countries
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reported some disruption of life-saving and emergency services
and 30% reported disrupted supplies of medications (37). By the
fourth quarter of 2021, access to MNS services had gradually
increased again compared to earlier phases of the pandemic,
with 44% of 71 countries still reporting disruptions across all
mental, neurological and substance use disorder services (5).

Alarmingly, the management of MNS emergencies was still
affected in 30% of countries: only 36% of countries reported
providing services for the growing number of people with
post-COVID-19 conditions who were experiencing mental and
neurological manifestations (5).
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Ensuring sustainable financing

Adequate and sustained health financing is a prerequisite for
well-functioning health systems and for the achievement of
UHC. Sustainable health financing entails having sufficient
resources to fund the health system and to protect populations
against financial hardship when they use health services.

Government health spending

Domestic government health expenditure as a share of total
government expenditure is an indication of the priority assigned
to health in public spending and of countries’ fiscal capacities.
In UMICs and HICs, the share of health in government spending
grew steadily from 2000 to 2019. However, it stagnated in
LMICs (averaging at 7% of government spending) and declined
and then stabilized in LICs (at about 54% of government

Global spending on health more than doubled in real terms
between 2000 and 2019, reaching 9.8% of the global gross
domestic product. Approximately 80% of that spending
occurred in HICs, the bulk of it (about 70%) coming from
government budgets. In LICs, out-of-pocket spending was
the main source of health expenditure (44%), followed by
external aid (29%) (10).

spending). In 2019, the share of health in government spending
was 2.5 times greater in HICs (14%) than in LICs (5.4%) in 2019
(Fig. 4.5). In LICs that were highly dependent on external aid,
the share of domestic government funding for health has
tended to decline (and often in line with increased external
aid) (10).

Fig. &.5. Median of domestic general government health expenditure as a percentage of general government expenditure,

by World Bank income group, 2000-2019
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Source: WHO Global Health Expenditure database 2022 (https://appswho.int/nha/database, accessed 5 May 2022).

The health and economic effects of COVID-19 are placing
health systems under additional strain while undermining
countries’ abilities to finance those systems at the levels
required. Countries have uneven capacities to fund their
responses to sudden public health crises. Early estimates for

22 mainly high-income economies indicate that public health
spending rose substantially in 2020 and at a quicker pace than
in previous years. However, the share of health in government
spending declined in many of the analysed countries, due to
simultaneous increases in overall government spending in
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response to the social and economic impact of the pandemic.
Spending patterns in most low- and middle-income countries
are currently unknown (70), but many have limited fiscal space
to absorb and respond to the pandemic’s impact on their health
systems and economies.

Out-of-pocket spending on health

Out-of-pocket spending is an inequitable and inefficient way to
finance health care. It accounts for 44% of health expenditure
on average and continues to be the largest source of health
expenditure in LICs (70). In HICs, out-of-pocket spending has
gradually diminished as a share of overall health spending (10).

Globally in 2017, almost one billion people spent more than
10% of their household budgets on health care; among them,
290 million spent more than 25% of their budgets on health

Countries need to adopt strategies that increase resilience
in health financing—that is, the ability to respond to health
shocks and to safeguard or augment public spending on health.
The countries that do so will be able to achieve the health
financing arrangements that are strong enough to set them
on the path to UHC.

(2). It is estimated that approximately 70 million people were
pushed into extreme poverty in 2017 by out-of-pocket health
expenses, that is, below the USS 190 per day (purchasing power
parity) line of extreme poverty, while a further 435 million
people were pushed deeper into extreme poverty (Fig. 4.6) (2).
Changes in out-of-pocket spending in low- and middle-income
countries during the COVID-19 pandemic remain uncertain.

Fig. 4.6. Global financial hardship due to out-of-pocket health spending, 2017

Pushed further into
extreme poverty

Incurring catastrophic health
spending (SDG 3.8.2-10%)

70 million

Pushed into extreme poverty

AT LEAST 1.4 BILLION PEOPLE INCURRED FINANCIAL HARDSHIP

Source: Global monitoring report on financial protection in health 2021 (2).

Although a current lack of data prevents a comprehensive
assessment, the pandemic is likely to significantly undermine
financial protection worldwide. This can be expected to lead to
higher rates of foregone health care due to financial constraints
and, for people who do seek care, a higher incidence of
catastrophic spending and worsening impoverishment due
to out-of-pocket health spending. A key lesson from the

COVID-19 pandemic is that counter-cyclical public policy is an
available and effective strategy in many countries to cushion
populations against the shocks of health crises. Increased
government spending for health will be needed to support
public health, strengthen equity and expand financial protection
for vulnerable populations (70).



External aid

Each year, billions of dollars are spent on research and
development into new or improved health products,
technologies and processes, ranging from medicines and
vaccines to diagnostics and assistive devices. However, the ways
in which research priorities are selected and funds distributed
are often poorly aligned with global public health needs,

Pathway to universal health coverage

and access and delivery considerations are typically only
included as an afterthought. Countries with comparable levels
of income and health needs receive different levels of overseas
development aid for medical research and for maintaining
basic health sectors. In 2019, LICs received only 0.2% of all
direct grants for biomedical research by major funders (32).

Strengthening health systems' capacities

The COVID-19 pandemic has placed unprecedented pressure
on health systems’ capacities. These capacities include physical

Physical infrastructure

The COVID-19 pandemic has emphasized the fundamental need
for sufficient numbers of hospital beds coupled with associated
equipment and health care staff to cope with unexpected
increases in demand for hospitalization and intensive care.
During the COVID-19 pandemic, many countries have shown
considerable agility in quickly converting and/or scaling up
bed capacity.

The number of beds needed in a country depends on many
factors, including patterns of disease and the availability of
alternative care settings. Other factors to consider include the
distribution of beds, occupancy rates, and staffing and surge
capacities. A hospital bed density below a threshold of 18 per

infrastructure, such as bed availability and medical equipment,
health care professionals, medicines and other health products.

10 000 can be considered indicative of serious constraints
in access to secondary and tertiary inpatient care. Currently,
some countries appear to have excess hospital bed capacity,
while others lack sufficient capacity. Many countries in Africa,
South-East Asia and the Americas had a hospital bed density
lower than the threshold in 2020, whereas the hospital bed
density was at least four times higher than the threshold in
a majority of countries in the European and Western Pacific
regions (Fig. 47). In recent years, health care restructuring in
North America and parts of Europe has led to a decrease in
hospital bed density and acute care capacity in many countries.

Fig. &.7. Hospital bed density per 10 000 population by country, 2020 or latest year available

mm Lower than minimum threshold of 18
1-2 times threshold

mm 2-3 times threshold

mm 3-4 times threshold

mm More than 4 times threshold
No data
Not applicable

Note: The threshold of 18 hospital beds per 10 000 population corresponds to the observed OECD members’ minimum of 20 beds per 10 000 (based on the 2015
edition of the OECD Health Statistics database). This threshold translates to an inpatient hospital admission rate of approximately 5% of the total population per year.

Source: WHO global service coverage database, 2021 update.
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Health workforce

No matter how well equipped they are, health systems cannot
function without sufficient health care workers. Even prior to
COVID-19, the capacity to deliver essential health services in
many countries was limited due to persistent health workforce
shortages. Already in 2016, WHO had projected a global
shortfall of 18 million health care workers by 2030, particularly
in the WHO Africa and South-East Asia regions (33). Africa,
which bears almost one quarter (24%) of the world’s disease
burden, had only 3% of the world’s health care workers (34).

According to National Health Workforce Accounts data for 2014
to 2020, the density of nursing and midwifery personnel in the

WHO European Region and Region of the Americas continued
to be highest in the world at over 80 per 10 000 population—
twice the global average of 40 per 10 000 and over six times
higher than in the African Region. The density of medical
doctors per 10 000 population globally has improved in recent
years, but regional disparities remain wide. The estimated
density of medical doctors during 2014-2020 was 37 per
10 000 population in the European Region, but as low as 8 per
10 000 population in the South-East Asia Region and 3 per
10 000 in the African Region. The distribution of pharmacists
and dentists also continued to be highly uneven (Fig. 4.8) (35).

Fig. 4.8. Density of medical doctors, nurses and midwives, dentists and pharmacists per 10 000 population, by WHO region,

latest year available
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Source: WHO National Health Workforce Accounts Database, 2022 (34)

These disparities may be widening due to impact the pandemic
is having on health care workers. According to WHO estimates,
the pandemic claimed the lives of approximately 115 500
(80 000 to 180 000) health care workers between January
2020 and May 2021 (36). In addition, physical and emotional
exhaustion has taken a heavy toll. Between 40% and two
thirds of surveyed health care workers in four countries (ltaly,
Spain, United Kingdom, United States of America) reported
mental health problems during the pandemic, according to a
report by the OECD (37). Stress and burnout have contributed
to workforce attrition, with many health workers opting to
leave the profession.

Many countries continued to face health staff shortages in
key work categories and struggled to achieve a balanced

distribution of health care workers across regions and between
urban and rural areas. This has led to severe disruptions
of other essential health services, as existing health care
workers were redeployed to assist in the COVID-19 response.
According to the Second round of the national pulse survey
on the continuity of essential health services, two thirds (66%)
of countries reported that staff shortages were a significant
reason for service disruptions from January to March 2021 (4).

The pandemic has reinforced the vital importance of long-
term sustainable investments in the health workforce to
ensure that enough health care workers are employed and
retained, deployed where needed, and that they have the skills
equipment to perform their jobs safely and well.



Medicines and other health products

Before the COVID-19 pandemic, an estimated two billion
people lacked regular access to essential medicines (38).
Access to and delivery of medicines, vaccines and diagnostic

tools are vital to address existing and emerging health issues.
A sample of 25 countries surveyed between 2008 and 20719
shows a substantial variation in access, with a range of O to
69% (median of 15%) of health facilities providing an available
and affordable set of essential medicines for the treatment,
prevention and management of acute and chronic diseases.

Pathway to universal health coverage

In over one quarter (28%) of countries, no facility provided all
these basic medicines (39).

With the COVID-19 pandemic, the world now faces
unprecedented challenges to access essential medicines
and other health commodities. Drug shortages, hoarding
of medicines and supplies, and the circulation of falsified
health products have already exacerbated this global health
challenge (38).

n



72

World health statistics 2022 — Monitoring health for the SDGs

References

10.

1

12

1.3
1.

15.

16.

17.

18.

19.

WHO, World Bank. Tracking universal health coverage: 2021 Global Monitoring Report. Conference edition. Geneva: World Health
Organization; 2021 (https://wwwwho.int/publications/i/item/9789240040618, accessed 6 May 2022).

Global monitoring report on financial protection in health Geneva: World Health Organization; 2021 (https://wwwwho.int/publications-
detail-redirect/9789240040953, accessed 5 May 2022).

Pulse survey on continuity of essential health services during the COVID-19 pandemic. Interim report. Geneva: World Health
Organization; 2020 (https://appswho.int/iris/rest/bitstreams/1297631/retrieve, accessed 5 May 2022).

Second round of the global pulse survey on continuity of essential health services during the COVID-19 pandemic. Interim report.
Geneva: World Health Organization; 2021 (https://appswho.nt/iris/rest/bitstreams/1343409/retrieve, accessed 5 May 2022).

Third round of the global pulse survey on continuity of essential health services during the COVID-19 pandemic: November —
December Interim report. Geneva: World Health Organization; 2022 (https://wwwwho.int/publications/i/item/WHO-2019-nCoV-
EHS_continuity-survey-20221, accessed 5 May 2022).

Colombo F, Jakab Z, Uribe JP. Pathway to UHC: three priorities for stronger, more resilient, more inclusive health systems, 10 December
2021 (https://blogsworldbank.org/health/pathway-uhcthree-priorities-strongermore-resilient-more-inclusive-health-systems, accessed
5 May 2022).

A vision for primary health care in the 21st century: towards universal health coverage and the Sustainable Development Goals.
Geneva: World Health Organization and United Nations Childrens Fund (UNICEF); 2078 (https://wwwwho.int/docs/default-source/
primary-health/vision.pdf, accessed 5 May 2022).

Realising the potential of primary health care. OECD Health Policy Studies. Paris: Organisation for Economic Co-operation and
Development; 2020.

Strengthening the frontline: how primary health care helps health systems adapt during the COVID 19 pandemic. OECD Policy
responses to coronavirus (COVID-19). Paris: Organisation for Economic Co-operation and Development; 2021.

Global expenditure on health: public spending on the rise. Geneva: World Health Organization; 2021 (https://appswho.int/iris/
handle/10665/350560, accessed 6 May 2022).

Estimates and Projections of Family Planning Indicators 2021, United Nations, Department of Economic and Social Affairs, Population
Division; 2021 (https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa_pd_2021_fpi_
country_profiles.pdf, accessed 6 May 2022).

UNICEF/WHO joint database on births attended by skilled health personnel 2022 (https://data.unicef.org/topic/maternal-health/
delivery-care/, accessed 5 May 2022).

Fore H. A wake-up call: COVID-19 and its impact on children’s health and wellbeing. The Lancet Global Health. 2020;8(7).
Kotlar B. The Impact of the COVID-19 pandemic on maternal and perinatal health: A scoping review. Reprod Health. 2021,18(10).

Roberton T, Carter ED, Chou VB, Stegmuller AR, Jackson BD, Tam Y, et al. Early estimates of the indirect effects of the COVID-19
pandemic on maternal and child mortality in low-income and middle-income countries: A modelling study. Lancet Glob Health.2020;8(7).

United Nations, Department of Economic and Social Affairs, Population Division. World Population Prospects Age-specific fertility rates
by region, subregion and country 1950-2100 (https://population.un.org/wpp/Download/Standard/Fertility/, accessed 10 May 2022).

How will the COVID-19 pandemic affect births? Technical brief. New York: United Nations Population Fund (UNFPA); December
2021 (https://www.unfpa.org/sites/default/files/pub-pdf/How9%20will%20the%20COVID-19%20pandemic%20affect%20births.
pdf, accessed 5 May 2022).

WHO/UNICEF estimates of national immunization coverage. Geneva: World Health Organization (https://wwwwho.int/teams/
immunization-vaccines-and-biologicals/immunization-analysis-and-insights/global-monitoring/immunization-coverage/who-unicef-
estimates-of-national-immunization-coverage, accessed 10 May 2022).

UNAIDS data Geneva: Joint United Nations Programme on HIV/AIDS; 2021 (https://www.unaids.org/sites/default/files/media_asset/
JC3032_AIDS_Data_book_2021_En.pdf, accessed 5 May 2022).


https://www.who.int/publications/i/item/9789240040618
https://www.who.int/publications-detail-redirect/9789240040953
https://www.who.int/publications-detail-redirect/9789240040953
https://apps.who.int/iris/rest/bitstreams/1297631/retrieve
https://apps.who.int/iris/rest/bitstreams/1343409/retrieve
https://www.who.int/publications/i/item/WHO-2019-nCoV-EHS_continuity-survey-2022.1
https://www.who.int/publications/i/item/WHO-2019-nCoV-EHS_continuity-survey-2022.1
https://blogs.worldbank.org/health/pathway-uhc-three-priorities-stronger-more-resilient-more-inclusive-health-systems
https://apps.who.int/iris/handle/10665/350560
https://apps.who.int/iris/handle/10665/350560
https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa_pd_2021_fpi_country_profiles.pdf
https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa_pd_2021_fpi_country_profiles.pdf
https://data.unicef.org/topic/maternal-health/delivery-care/
https://data.unicef.org/topic/maternal-health/delivery-care/
https://population.un.org/wpp/Download/Standard/Fertility/
https://www.unfpa.org/sites/default/files/pub-pdf/How%20will%20the%20COVID-19%20pandemic%20affect%20births.pdf
https://www.unfpa.org/sites/default/files/pub-pdf/How%20will%20the%20COVID-19%20pandemic%20affect%20births.pdf
https://www.who.int/teams/immunization-vaccines-and-biologicals/immunization-analysis-and-insights/global-monitoring/immunization-coverage/who-unicef-estimates-of-national-immunization-coverage
https://www.who.int/teams/immunization-vaccines-and-biologicals/immunization-analysis-and-insights/global-monitoring/immunization-coverage/who-unicef-estimates-of-national-immunization-coverage
https://www.who.int/teams/immunization-vaccines-and-biologicals/immunization-analysis-and-insights/global-monitoring/immunization-coverage/who-unicef-estimates-of-national-immunization-coverage
https://www.unaids.org/sites/default/files/media_asset/JC3032_AIDS_Data_book_2021_En.pdf
https://www.unaids.org/sites/default/files/media_asset/JC3032_AIDS_Data_book_2021_En.pdf

20.

21

22,

23

24,

25,

26.

27.

28.

29.

30.

31

32

33

35.

36.

37

38

39.

Pathway to universal health coverage

The impact of COVID-19 on HIV, TB and Malaria Services and Systems for Health, Geneva: Global Fund to Fight AIDS, Tuberculosis
and Malaria, 2021 (https://www.theglobalfund.org/media/10776/covid-19_2020-disruption-impact_report_en.pdf, accessed on 12
May 2022).

Global tuberculosis report Geneva: World Health Organization; 2021 (https://wwwwho.int/publications/i/item/978924003702],
accessed 5 May 2022).

BertozziVilla A, Bever CA, Koenker H, Weiss DJ, Vargas-Ruiz C, Nandi AK, et al. Maps and metrics of insecticide-treated net access,
use, and nets-per-capita in Africa from 2000-Nat Commun. 2027,12(7):

World malaria report Geneva: World Health Organization; 2021 (https://wwwwho.int/publications/i/item/9789240040496,
accessed 5 May 2022).

NCD Risk Factor Collaboration (NCD-RisC). Worldwide trends in hypertension prevalence and progress in treatment and control from
1990 to 2019: a pooled analysis of 1201 population-representative studies with 104 million participants., Lancet 2021.398(10304):957-980.

The impact of the COVID-19 pandemic on noncommunicable disease resources and services: results of a rapid assessment. Geneva:
World Health Organization; 2020 (https://appswho.int/iris/rest/bitstreams/1299882/retrieve, accessed 5 May 2022).

Assessing national capacity for the prevention and control of noncommunicable diseases: report of the 2021 global survey. Geneva:
World Health Organization; [in press).

Global health estimates 2019: disease burden by cause, age, sex, by country and by region, 2000—Geneva: World Health Organization;
2020 (https://wwwwho.int/data/gho/data/themes/mortality-and-global-health-estimates/global-health-estimates-leading-causes-
of-dalys, accessed 11 May 2022).

Chisholm D, Docrat S, Abdulmalik J, et al. Mental health financing challenges, opportunities and strategies in low-and middle-income
countries: findings from the Emerald project. BJPsych Open. 2019;5(5)-e

Mental health atlas Geneva: World Health Organization; 2021 (https://appswho.int/iris/rest/bitstreams/1376861/retrieve, accessed
5 May 2022).

United Nations Department of Social and Economic Affairs. SDG Indicators Database [online database] (https://unstats.un.org/sdgs/
dataportal, accessed 5 May 2022).

The impact of COVID-19 on mental, neurological and substance use services: Results of a rapid assessment. Geneva: World Health
Organization; 2020 (https://appswhoa.int/iris/rest/bitstreams/1310579/retrieve, accessed 5 May 2022).

Investments on grants for biomedical research by funder, type of grant, health category and recipient. Global Health Observatory
[online database]. Geneva: World Health Organization (https://wwwwho.int/observatories/global-observatory-on-health-research-
and-development/monitoring/investments-on-grants-for-biomedical-research-by-funder-type-of-grant-health-category-and-recipient,
accessed 5 May 2022).

Global strategy on human resources for health: workforce 2030. Geneva: World Health Organization; 2016 (https://appswho.int/
iris/handle/10665/250368, accessed 5 May 2022).

Health workers: a global profile. Geneva: World Health Organization; 2006 (https://wwwwho.int/whr/2006/06_chapT_en.pdf ?ua=1,
accessed 5 May 2022).

WHO National Health Workforce Accounts database [online database]. Geneva: World Health Organization (https://appswho.int/
nhwaportal/, accessed 5 May 2022).

The impact of COVID-19 on health and care workers: a closer look at deaths. Geneva: World Health Organization; 2021(https://apps.
who.nt/iris/handle/10665/345300, accessed 5 May 2022).

Health at a glance 2021-OECD indicators. Paris: Organisation for Economic Development and Cooperation; 2021 (https://www.
oecd-library.org/docserver/ae3016b9- accessed 5 May).

Access to medicines: making market forces serve the poor. Geneva: World Health Organization; 2017 (https://cdnwho.int/media/
docs/default-source/essential-medicines/fair-price/chapter-medicines pdf ?sfvrsn=adcffc8f_4&download=true, accessed 5May 2022)

Newton PN, Bond KC, Adeyeye M, Antignac M, Ashenef A, Awab GR, et al. COVID-19 and risks to the supply and quality of tests,
drugs, and vaccines. Lancet Glob Health. 2020;8:e754-5.

73


https://www.who.int/publications/i/item/9789240037021
https://www.who.int/publications/i/item/9789240040496
https://apps.who.int/iris/rest/bitstreams/1299882/retrieve
https://www.who.int/data/gho/data/themes/mortality-and-global-health-estimates/global-health-estimates-leading-causes-of-dalys
https://www.who.int/data/gho/data/themes/mortality-and-global-health-estimates/global-health-estimates-leading-causes-of-dalys
https://apps.who.int/iris/rest/bitstreams/1376861/retrieve
https://unstats.un.org/sdgs/dataportal
https://unstats.un.org/sdgs/dataportal
https://apps.who.int/iris/rest/bitstreams/1310579/retrieve
https://www.who.int/observatories/global-observatory-on-health-research-and-development/monitoring/investments-on-grants-for-biomedical-research-by-funder-type-of-grant-health-category-and-recipient
https://www.who.int/observatories/global-observatory-on-health-research-and-development/monitoring/investments-on-grants-for-biomedical-research-by-funder-type-of-grant-health-category-and-recipient
https://apps.who.int/iris/handle/10665/250368
https://apps.who.int/iris/handle/10665/250368
https://www.who.int/whr/2006/06_chap1_en.pdf?ua=1
https://apps.who.int/iris/handle/10665/345300
https://apps.who.int/iris/handle/10665/345300
https://www.oecd-ilibrary.org/docserver/ae3016b9-
https://www.oecd-ilibrary.org/docserver/ae3016b9-
https://cdn.who.int/media/docs/default-source/essential-medicines/fair-price/chapter-medicines.pdf?sfvrsn=adcffc8f_4&download=true
https://cdn.who.int/media/docs/default-source/essential-medicines/fair-price/chapter-medicines.pdf?sfvrsn=adcffc8f_4&download=true

"Annex 1. Regional highlights

Explanatory notes

Unless otherwise noted, the statistics shown below represent official WHO statistics for selected health-related SDG indicators and
selected Thirteenth General Programme of Work indicators, based on evidence available in early 2022. They have been compiled
primarily from publications and databases produced and maintained by WHO or by United Nations groups of which WHO is a
member. Unless otherwise noted, all statistics presented here are available in Annex 2. Owing to limited space, indicators are
often referred to using SDG targets, along with a shorter indicator name (Annex 2 provides full indicator names and relevant
references). Comparable estimates are subject to considerable uncertainty, especially for countries where the availability and quality
of the underlying primary data are limited (7). Uncertainty intervals and other details on the indicators and statistics presented
here can be found at the WHO Global Health Observatory, a WHO online portal that provides access to data and analyses for
monitoring the global health situation (https://wwwwho.int/gho/en/).
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COVID-19 and threats to universal health coverage progress

Progress towards UHC requires that countries do well in both: service
coverage, tracked under SDG 3.81 (on a 0-100 scale) and, financial
risk protection under 3.82 and defined as the proportion of the
population with out-of-pocket health spending exceeding 10% or
25% of their household budget (incidence of catastrophic health
spending). UHC in the region is not dependent on a Member State's
level of income. As shown in Fig. A11, LICs and LMICs are represented
in all situations, above and below the regional averages for the two
depicted indicators (2, 3).

There has been encouraging, albeit slow, progress towards UHC service
coverage in the African Region, from 3 out of 47 countries with a service
coverage index above 40/100 in 2000; to 34 in 2019. Improvements
were driven primarily by greater utilization of services for infectious
diseases. In 2019, capacity and access were the limiting components
of UHC service coverage (value of 29/100) compared to the other
components: infectious diseases (47/100), reproductive, maternal,
newborn, child and adolescent health (55/100), and NCDs (69/100) (2).

Progress towards financial risk protection has been more limited. Eleven
countries in the region experienced a >0 annual average percentage
point increase in the incidence of catastrophic health spending per
year in the 200020717 period. Over the past two decades, there are
14 countries where the proportion of people further impoverished by
out-of-pocket health spending among those living in extreme poverty
(that is, incomes below US $190 per day, purchasing power parity)
showed an increase, rather than a decrease (2, 3).

Across the WHO African Region, COVID-19 continues to disrupt essential
health services as health systems struggle to deliver routine services
while mounting emergency responses to the pandemic. By November
2021, 91% of the countries were still reporting one or more disruptions
to essential health services. The most affected were elective and/or
outpatient services, followed by quality of care due to availability and
functionality of staff, equipment, supplies and medicines were not
immediately stabilized. Mitigation measures have varied and commonly
include enhanced community communication (94% of countries),
procurement in surge commodities (such as personal protective
equipment, medicines and therapeutics [92%)), rapid training and job
aids for new roles (77%), and provision of home-based care where
appropriate (61%) (6).

If the region is to quicken and expand its progress towards UHC,
countries must invest more in the resilience of their health systems.
These improvements should encompass steps aimed at specific and
known health threats (that is, targeted resilience, which is a function of
emergency preparedness capacity), as well as interventions to enhance
systems’ capacities to anticipate, absorb, adapt and transform when
faced with unforeseen threats (that is, inherent system resilience,
a function of specific investments in the health system).

Ensuring essential services continuity will depend on building inherent
health system resilience across the region. The focus will have to be
on frontline service provision capacity for awareness of risks, diversity
and versatility in service provision, localized resource mobilization and
adaptive transformation following shocks (7).

Fig. A1.1. Relative status of UHC service coverage and financial
risk protection in the WHO African Region, most recent year
in both dimensions since 2014
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Note: The graph shows the most recent data available in both dimensions of UHC;
year of data varies depending on availability. The vertical and horizontal dotted
lines correspond to the 2019 and 2017 population-weighted average across all
countries in the WHO African Region for SDG 3.81and SDG 3.8.2 respectively.
The World Bank income group refers to the group in which the country was in
the most recent year available for the two indicators. Angola is excluded from
the graph (service coverage index is 39 whereas the % of the population with
household expenditure on health >19% is 36%).

Source: UHC global monitoring report, 2021 (2).

Fig. A1.2. Average percentage of countries reporting disruptions for
specific services, by service delivery setting, May to November 2021

AVERAGE DISRUPTION OF PRIVIARY CARE M 0

52

AVERAGE DISRUPTION OF EMERGENCY, CRITICAL, AND OPERATIVE CARE

II <l
=> %oy
d ks
- s
- E
]

AVERAGE DISRUPTION OF REHABILITATIVE AND PALLIATIVE CARE

588

H

1;3I NN B

Source: Third round of the global pulse survey on continuity of essential health
services during the COVID-19 pandemic: November—December 2021 (3).
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Probability of dying from the four major NCDsh

Member State 2017 2020 2020 2020 2020 2020 2020 2019 2019 2019 2019 2019 2016 2016 2019 2020 2020 2020 2020 2020

Mgeria | 1120 23 16] 0.04] 59 | 0.08[139] 25| 0.6[N209 EEMESE 497] 191 07 210
Angola W 241 (71 27 069 0350 2516 457 2220 61 78261 - 39mIsS 488 20 5100 4 47
Bemin 397 86 30] 0.19] 5573883 287 226 787 22 268 38 2050 597 26 69 72 68
Botswona | 14470 45 22 0439 236] 11| 0.18 027.0 7 161 6.6 j26.4 pumS4 013 ] 11.8 7 1.8 194 pES5 66 90
Burkina Faso ] 320 85 26] 0.10] 46 73899 1.66 239 75 UIN0 310 43 2062 49.6 31 143 Sl 7! sl
Burundi ~ 548 54 21] 0.5 103 29497 135 0250 62 7570355 44 1799 654 32 1.8 JN93 MENS3 M98
CoboVerde | 581 140 9 | 39] 00] 026747 129 6470268 EEEG 95| 41] 04 11.4 JEN93 mSS
Comeroon 529 72 26 060 174 2600 175 239 90 55 302 44 2081 452 26Q 73 690 28 69
Central African Republic 777829 7103 739 540 13360 1 3.75 10360 | 1231 1.7 0307 1 322109 821 28 4 40
Chod P01140 o0 = 33] 022 144 2063 01079 227 64] 1.3 324 1 287280 WIO0 3.5 W 83 1 52
Comoros 1 273 61 29| 0.01] 35| 527 L6 mm206] 541 110266 44 1724 507 2.4 71203 sy
Congo 37870 A4S 19 194 0379 2132 256 226 65092 297 40mI307 3IW 13 M5 13m0
Cote d'lvoire 617 78 33| 024 7| 135 2870 344 0217 89 30N 4502691 472 25 | 94 80 91 13
Democratic Republic of the Congo 473 81 27| 018 319 3242 1328 240 67| 1.1 349 39 1639 598 20 128 |57 58
Equatorial Guinea [ 301 78 129 280 2408 006,07 221 79 69 0212 43 17T 23 M 16 53
Eritrea 400 0N 390 18] 0077 81] 448] 1.02 2681 109 21 70379 puws0 1737 456 33 | 7.5 NS WSS IS5
Eswatini 437 0] 47000 200528 319 07 0.83 10352 1294 8.8 335 MEMSG WI37.0 9279 33 92 8370 8
Ethiopia 401 | 49 27] 027 1320 541 ISOENI71| 547 22 282 381444 437 033 5171 46 67 S
Gabon W 2520 420 20 048 70527 2155 212 0213 84 81 g M9 760 2061 13 63
Gambia 597 49 26 093 157 873 160 W2L1] 48 34 296 48 237.0 12977 18 1L
Ghana 1 30870 45123 063 143 1628 213 225 667 28257 45 2038 188 17 3.5 NS4 p9 NS5
Guinea 576 96 30 042 179 319500607 249 700 11 297 0 3702433 446 23 47
Guinea-Bissou "667 77035 0.88 361 9 889 211 249 70 55 322 00 37 2147 353 2370 90 T4 74
Kenya = 3420 42700 20 072 (2597 50.9] 040 W21.0 617 21 283 QNSO 781 512 24 11189 49 I 16
Lesotho 1544 90 mdd A9l 1650 122 0427 24 50319 48 1776 444 S 243 87 69 T
Liberia "7661 78 31| 029 314 13580 466 WN78| 45 5470389 42 1702 415@ 17 82 650 30650 18
Madagascar © 335 S0% 20 022 238 1335 213 ©260] 55§ 20 292 70 35 159.6 0302 21 278 687 2465
Malawi ~ 349 [ 390 1911217 141 2285] 139 226] 54 41 334 4 mIIS.0 028370 17 10.8 NNSH S 3
Mali 562 091 032 027] 52 03575 462 223] A1 13N2T 42 2091 707 29 83 700 26 66
Mauritania =766 7131 871 300 3356 31| OOWNZ56 40 1695 3B6W 15 107 7 70
Mauritios | 610 17@ 11 080] 12 | 041 2320 95 48122 EN6S) 383] 0.6 0.8 202 NN WENST 86 w4
Mozambique [ 289 71 28 350 7368 320:2] 059 730671 1367 27 300  ATEI00W27.6 w37 M3 19 6265
Namibia § 19500 4000 20 2.4 460 10.0] 036 226 97 3.1 348 WENS2 1450 183 71 19 151
Niger 509 78 24] 005] 83 3241 344 E210| 53] OSEMSS . 37 2518 708 33QW 74 81 60 8
Nigeria 10917 W4 o35 | 042 219 3138 294 Q169 35 62 MO 443074 686 33] 370571 12057
Rwanda B 24800 40WN 18/ 0341 58 2305] 0.49 WN20.27] 5.6 8.0 294 WENS4WI214 N 19300 1.7 137 D9l W] 91 68
Sao Tome and Principe | 130] 16 8 118] 887 131 m210] 1.5 58 279 NG 1624] 114] 07§ 57
Senegal 0 315 3870 21] 0087 1177 49.9] 093 WW9.5| 6.0] 0.7 EN23S5 mnd9 160.7W 239 19 W 69 M9l 6 mme2 31
Seychelles | 53] 141 8 | 1 | 009 211 81 S8 1O 493] 02] 05 202 DENST SIS M
Sierra Leone (71120 00108 31 070 298 73282 198 235 67 53 330 39 3240 813 28 135 ol 67 mmmdl
South Africa | 119 320 1170460 no554] 0.8 300 241 7235 7095 2.2 NG W 867 ] 137 QW 17 203 84 pmis 83
South Sudan [IIS0 98 0 137 232 2869 MI303EMI68 | 3.9 367 70 32 1651 0633 23 49
Togo 3% 64 24 045 36 2289 327 239 887 27 287 44 2496 416 19 68 82 46 B
Ugando 37500 43J 19 095 196 2838] 0.96 W21.2] 4.6 0125 29.4 mwS0 1557 316 W 1.7 1 8.4 pume9 89 30
United Republic of Tanzania 524 49 20 126 222 71202] 099 WWI74| 4377020 311 4671390 384 20 7 87 8 67 80 58
Zombia J 21361240364 319 18697 132 246 73 45 W0 MEESSMI2I2 349 26 144 84 66 85 e
Zimbabwe 458 54 26174 1937985 274 102847 141 45 n0ATZ S5 WI33.0 W 24.6 035 117 86 74 86

a Comparable estimates refer to country values of the same reference year, which may be adjusted or modelled to allow comparisons between countries and are produced for countries with underlying
primary data and, in some cases, for those without. Refer to Annex 2 for the full set of SDG 3 indicators. Shading from blue to orange represents low to high for mortality, incidence and prevalence indicators;
and from high to low for immunization coverage and service index indicators. Each indicator is graphed on an individual scale.
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°Region of the Americas

Inequalities in TB, HIV and malaria incidence (SDG target 3.3) across
countries during the COVID-19 pandemic

Despite significant progress in the reduction of associated morbidity
and mortality since 2000, TB, HIV, and malaria epidemics continue to
constitute a substantial burden of disease in the Region of the Americas,
especially in the working-age population, and with considerable health,
social and economic consequences.

Tracking and addressing the inequalities in the distribution of these
diseases across countries are particular concerns that have been
heightened during the ongoing COVID-19 pandemic, which struck
hard in the countries of the Americas, especially in 2020. This created
new vulnerabilities and tested the resilience of governments, health
systems, economies, communities and individuals.

Prior to the COVID-19 pandemic, the overall regional TB incidence
trended slightly upward, from 276 cases per 100 000 population
in 2015 to 287 cases in 2019 and 284 cases in 2020. The difference
between TB incidence in the 20% of countries with the lowest and
the highest income per capita, a simple measure of absolute inequality,
was decreasing prior to the pandemic. There were an estimated
75.5 more TB incident cases per 100 000 in the poorest 20% of
countries in the region compared to the richest 20% of countries
in 2015, and this gap decreased to 679 cases per 100 000 in 2019.
This modest, though promising, trend was reversed after the first
year of the COVID-19 pandemic, with the difference in TB incidence
between the richest and poorest countries rising to 69.2 cases per
100 000 population (Fig. A13A).

Regional HIV incidence in 2020 was 16.1 per 100 000 population,
down from 16.3in 2019 and 17.2 in 2015. The difference in HIV incidence
between the lowest and the highest country income quintiles was also
decreasing, from a difference of 41 HIV incident cases per 100 000
between the richest and the poorest 20% of countries in 2015 to a
difference of 37 in 2019. However, that trend shifted in 2020 when
HIV incidence was higher in the richest country quintile than in the
poorest quintile.

Among endemic territories, overall regional malaria incidence rose
sharply from 779 cases per 100 000 population in 2015 to 135.0 cases
per 100 000 in 2019. However, the difference in incidence between the
poorest and richest countries in the region remained steady during that
period, with a difference of 45.0 malaria incident cases per 100 000
population between the richest and poorest country quintiles in 2019
compared with 43.6in 2075. The average regional malaria incidence rate
decreased modestly to 109.3 per 100 000 population in the first year
of the COVID-19 pandemic, but the distribution of these cases shifted
sharply towards the poorest countries in the region. There were 129.2
more malaria incident cases per 100 000 population in the poorest
20% of countries compared with the richest 20% in 2020, almost a
three-fold increase since 2019 (Fig. A13C).

It is of paramount importance to apply an equity lens when assessing
progress towards the health-related SDGs. This requires not only
building the institutional capacity to measure and monitor social
inequalities in health, but also making use of such data and evidence
to inform equity-sensitive, policy decision-making and to strengthen
accountability so that greater equity can be achieved, thereby fulfilling
the pledge to “leave no one behind”.

Fig. A1.3. Changes over time in the gap between the richest
and poorest country quintiles: (A) TB incidence (SDG 3.3.2);
(B) HIV incidence (SDG 3.31); and (C) malaria incidence (SDG
3.3.3), Region of the Americas, 2015, 2019-2020.
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Region of the Americas

Summary of SDG 3 indicators for which country-level values are reported as comparable estimates?@
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Maternal mortality ratioP
Under-five mortality ratec
Neonatal mortality ratec
New HIV infectionsd
Tuberculosis incidence®
Malaria incidencef
Hepatitis B prevalenced
Suicide mortality rate®
Alcohol consumption
Road traffic mortality ratee
UHC service coverage index
Air pollution mortality rateJ
WASH mortality ratee
Unintentional poisoning mortality rate®
Tobacco use prevalencek
DTP3 immunization!
MCV2 immunization™
PCV3 immunization!
HPV vaccine"

Probability of dying from the four major NCDsh

Member State 2017 2020 2020 2020 2020 2020 2020 2019 2019 2019 2019 2019 2016 2016 2019 2020 2020 2020 2020 2020
Antigua and Barbuda | 42] 6] 3 | 2 009 175| 04 94| 00 721 299| 017707 s 1
Argentina | 39] 9] 57013 @ | oo 157 8495 141 73] 266| 04 04 25 74 71 7500 46
Bohomas 700 12)] 7 028] 9 016 199] 3s5PM48] 77 70] 199 o01] 02 06 83 83 83 4
Borbados | 27 12 8 | 2 018 60| 06 104|] 82 74 30| 02 o785 85 788 7
Belize | 36 12 877053 23| 00 060 T65 71 64 226 67 86 10 0485 7981 1
Bolivia (Plurinational State of) | 155 25| 13] 008 105 31 014 179 62 39 2.0 67 6370 56 06 127 68 46 68 24
Brazil 60 15 9 023 45 39] 003055 69 73 160750299 0] o1 128 7 4 nEEn
Canada | 10| 5] 3 [ 8 034 96 ns 8| s3EE| ol o4 03 130 9 &
Chile | 13] 70 4 026 15 [ o030 90 89 49 JE0) 253 o2 04 292 093 83 Y
Colombia = 83 137 7 018 37 94 01597 39 55 14 70 o8] o1 [ ss s e Sy w4
CostaRica | 270 80 6 034 10| o1] ooz 95 a1 41 4s B 233 09] o1 [ s.o [N95 E E
Cba | 36] 5] 2 o018 6 [ 003 166 145 e3] so 0 495 0] o2 179 S SR

Dominica 350730 47 0.20 72 67 [ w 3]
Dominican Republic | 9577347723 032 41] 02 000 190 49 6777646 66 430 22 04 106 82 55 69 7
Ecoador 590 130 7Qo0i2 48 38 o009 fno 7o 33 200 EER] 25 06 03 N3 70 70 76 36

ElSalvador | 467 13 0.13 7] 55 | oo2jio7 6141 09006 419 20 0278 72 56 78
Grenada | 25 16 1 | 3 012 233] o7 90 80 70 453] 03] 01 non /)
Guatemala ~ 95 24 1] 005 27| o1] 003 165 59 1.6 (229 57 738 | 6376 109 8 7908 20
Guyana [ 169 " 28717043 T 79 (282040 292 40|53 (223 0 74 nozs 36| o vo JNEE T B 25

Hoiti [77480 7760 25 045 168 3.7 U004 7313 9o [l 30 188 47 1843 238 Al v7 s T a0 s

o

Honduras = 65 16 9] 007 30| o] 003 187| 2039 16163 (607 36 05 0 7 sl
Jamgica = 80 13 977083 2 055 169 2442 150 7o) 254 06| oa 7 9.4 JGE 9 3
Mexico| 33 14 8 016 24 01] 003 156 s3PNsof 128 74 37 11 04 131 4 78 15 5
Nicaragua | 98 16 9J 011 42 15 009 153 44051 169 70 557 22 03 9 EE
Ponoma | 52 M4 8 044 32 06| 0070r| 29 78 139 PNW] 258 19| o1 50 74 M 4w
Paraguay = 84 19 107013 48 042 160 60 7.0 22001 575 151 02 n5 79 72 82 37
Peru | 887 130 700137 M6 23] oo 97| 28 687136 B 39 13 0481 T2 52 74 16
Saint Kitts and Nevis 1510 [ 4 0.06 6.3 7 99
SaintLucia || 17| 24 13 | 2 022 177 797798 298 720 300 06] 01 % N L
Saint Vincent and the Grenadines 68 14 9 7 015°207| 10 72| 74 13 476 13| <01 A 12
Suriname | 120 18 11030 29 17 007 227 254 74 153 67 567 20 03 51050 4
Trinidad and Tobago | 67 17 1] 007 18 019 1700 87 65] 93 73 36| o1 01
United States of America | 19] 6] 3 [ 2 0.01 3.6 161 T00 0 127 [EE| 133] o2 o5 o Nm S o
Uruguay | 17] 6] 4 019 x 015 165022 69 SR 175 o4 o5 s e s
Venezuela (Bolivarian Republicof) = 125 247150 0.08 | 47 163 01548 21 36390 70 346 14 02 540 18] 0

a Comparable estimates refer to country values of the same reference year, which may be adjusted or modelled to allow comparisons between countries and are produced for countries with underlying
primary data and, in some cases, for those without. Refer to Annex 2 for the full set of SDG 3 indicators. Shading from blue to orange represents low to high for mortality, incidence and prevalence indicators;
and from high to low for immunization coverage and service index indicators. Each indicator is graphed on an individual scale.

b per 100 000 live births € per 100 000 population N betwe en ages 30-69 (%) k age-standardized, among adults 18+ (%) " among 15 year-old girls (%)
C per 1000 live births f per 1000 population af risk " litres of pure alcohol per capita =15 years | among 1-year-olds (%)
d per 1000 uninfected population 9 among children under 5 years (%) J age-standardized, per 100 000 population ™ by the nationally recommended age (%)

79



80

°Eastern Mediterranean Region

Building capacity to calculate excess mortality during the COVID-19

pandemic

All-cause mortality registration systems are important to determine
the actual toll a pandemic such as COVID-19 is taking on individuals
and communities. WHO has been working with countries of the
Eastern Mediterranean Region since 2012 to improve their mortality
registration systems. A total of 16 countries in the region currently
report annual mortality data by cause of death to WHO. However,
the COVID-19 pandemic has highlighted the urgent need for more
frequent data to monitor sudden changes in mortality. To that end,
WHO has strengthened country capacities to report weekly mortality
data by all causes (natural and non-natural) and COVID-19 deaths on
an online platform.

Focal persons from information health units and mortality and cause-
of-death registration programmes were familiarized with the online
platform through regular virtual meetings. Technical support to
countries focused on the process of compiling, reviewing and validating
total numbers of deaths and COVID-19 deaths in order to generate
reliable data for calculating age- and sex-specific mortality indicators.
The validation process was two-fold: continuous communication
with death registration programme focal persons at national level,
and regular WHO Regional Office feedback to maintain instant reporting
of quality accepted and complete data. This approach made it possible
to set weekly benchmarks and assess excess mortality in 2020
compared to previous years (8), with countries able to use the data
for planning and decision-making.

Several meetings with mortality data focal points were held to
introduce innovations related to the implementation of mortality
surveillance systems and collection of data by age and sex. This led

to the establishment of rapid mortality surveillance in Jordan and the
Syrian Arab Republic. Capacity-building workshops were also organized
to train country teams responsible for health information systems on
the use of excess mortality calculator and interpretation of results (9).

Countries with strong digital integrated health information platforms
(for example, Oman) were able to develop weekly mortality curves
by age and sex, as well as identify excess mortality in 2020. Lebanon
also made significant improvements in its death registration system.
Despite its limited infrastructure, Lebanon used available mortality
data by all causes of death to validate COVID-19 deaths and assess the
true impact of the COVID-19 pandemic. Iraq and Tunisia also reported
on monthly total deaths and were able to determine excess deaths
in 2020 in comparison to 2019.

Seven countries in the Eastern Mediterranean Region have reported
total deaths during the pandemic period, data that have contributed
to estimations of COVID-19 excess mortality at the regional and global
levels. Countries with a high coverage of death registration and efficient
registration systems showed little difference between estimated and
reported total deaths in 2020 (Fig. A14). Reporting on mortality data
by causes of death using the standardized reporting of the International
Classification of Diseases (10th revision) was key to enable countries
to identify the impact of COVID-19 to cause deaths within their top
10 leading causes of death. Mortality data for Lebanon, Oman, Qatar,
Tunisia and the United Arab Emirates were publicly available by causes
of death, which was helpful for identifying the top 10 leading causes
of death in 2020, including COVID-19 direct deaths, and for estimating
excess deaths associated with COVID-19 mortality during that year.

Fig. Al.4. Reported crude deaths rates (per 100 000 population), adjusted for COVID-19 deaths, Eastern Mediterranean Region, 2019 and 2020
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Eastern Mediterranean Region

Summary of SDG 3 indicators for which country-level values are reported as comparable estimates?@
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HPV vaccine"

Probability of dying from the four major NCDsh

Member State 2017 2020 2020 2020 2020 2020 2020 2019 2019 2019 2019 2019 2016 2016 2019 2020 2020 2020 2020 2020

Afghanistan = 638 58 35 004 193 84 039 353 4.I|<l].l 15.9 37 2110 139 1.0 233 7

T
89 1.1| 52 71|4o.1|<0.1| 03 14.9---
0 e 70

Djibouti ~ 248 56 30 013 224 976 026 220 96 04 235 48 1590 313 25

Egypt 37 19 10 0‘03| 11 0.20 28.0' 30 01 IIO.I 70 1089 ?.Ul 0.2 24.3--

s
~
w
w
=
=
b3
o~

Bahrain

Iran (Islamic Republicof) | 161 13 8 0.3 |3| uul 0.05 I]48 520 10 25 -|50.9 10010 Im-
g 79 25 14 7 029 25 |36 04 273 55 751 3.n| 02 185 T4 93 o
Jordan 46 15 9| 0.0|| 5 0.56 Ils.al 16 05 170 60'51.2 6] o5 M8 7 W
Kuwun| 12| 9. s 19 | u.usln.ql 2.9| 0 154 10 103.s|<0.1| 04179
Lebanon 29| 7| 4 003 13 0.07 19.9' 28 15 164 |51.4 0] 067382 N1 e n
lbya 72/ 11 6 005 59 043 186 4.5| <0l N3 60 79| 06 08 B N B
Morocco 70 19 12| 002 9 06 241 72 05 170 - I w1 19 07 Thas

Oman | 19 nI 5 | 7 013 215 49 0.9'10.6 69 53.9|<o,| o.9|s.0---
T

Pakistan = 140 65 40 012 259 25 091 294 89 03 I13.0 45 1736 196 1.6 202 77

Qutur| 9| sl 4007 3 |u.us|m.7 54 1.5| 7.3.'47.4|<0.|| u.aln.a g 0 70

Saudi Arubiu| 17| 7| 3 0.05| s|<o.1| 000 209 640| 00 35,9- 83.7| 0l 08 I14.3 ---
Somalia | 829 115 37| 002 259 522 632 304 7.9| 00 274 27 2128 868 49 1
Sudan | 295 5T 27 009 63 734 166 228 38 28 44 1849 173 17 % 68-
Syrian Arab Republic | 31 22 nl w19 0.69 22.1' 200 0249 56 752 37 06 9 s
Tonisia 43 17 120 003 3 0.12I5.7I 330 20 165 10 sl 10 07 us U9 9 g
United Arab Emirmes| 3| 7| 4 0.13| ] | 002 185 64 3.s| s.9- s4.7|<o.|| 04 0 9 8 9

Yemen 164 60 28 0.04 49 406 176 276 58| <0.1 294 44 1942 102 18 203 77 46 77

a Comparable estimates refer to country values of the same reference year, which may be adjusted or modelled to allow comparisons between countries and are produced for countries with underlying
primary data and, in some cases, for those without. Refer to Annex 2 for the full set of SDG 3 indicators. Shading from blue to orange represents low to high for mortality, incidence and prevalence indicators;
and from high to low for immunization coverage and service index indicators. Each indicator is graphed on an individual scale.

b per 100 000 live births € per 100 000 population N betwe en ages 30-69 (%) k age-standardized, among adults 18+ (%) " among 15 year-old girls (%)
C per 1000 live births f per 1000 population af risk " litres of pure alcohol per capita =15 years | among 1-year-olds (%)
d per 1000 uninfected population 9 among children under 5 years (%) J age-standardized, per 100 000 population ™ by the nationally recommended age (%)
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°*European Region

Disruptions of essential health services

COVID-19 has added pressure to all three pillars of UHC: access to
health services, quality of care, and financial protection.

In 2020, the results of the first WHO pulse survey revealed that over
40% of essential health services in the WHO European region had
been at least partially disrupted (4), with the disruptions occurring
across all aspects of health systems. Results from the second WHO
pulse survey showed that substantial disruptions persisted in 2021,
with around 29% of services at least partially disrupted in the first
three months of 2021 (5)1 During the rest of 2021, the extent and
magnitude of those disruptions decreased compared to 2020 (6).

The main causes of the disruptions have also shifted. On the supply side,
shortages of personal protective equipment seemed to become less
of a challenge, while the cancellation of elective care and shortages of
staff and inpatient beds continued to be problems. On the demand side,
the effects of the disruptions were aggravated by people’s reluctance
to seek health care. This was attributed partly to governments’ appeals
to the public to avoid using health facilities unless absolutely necessary,
people’s assumptions that care would not be available, and their
concerns about possibly acquiring or transmitting coronavirus infection
at health facilities. Travel restrictions and financial barriers contributed
to the decline in the use of health care services.

Existing inequalities have also shaped the extent to which people have
been affected by health service disruptions during COVID-19. Older
people, those living in deprived areas, people with disabilities or with
chronic conditions, and minority populations (such as refugees and
migrants and lesbian, gay, bisexual, transgender/transsexual, intersex

and queer/questioning communities) have experienced poorer access
to health care compared to the rest of the population.

During the pandemic, countries in the WHO European Region have
purposefully sought to adapt health insurance coverage policies to
minimize financial barriers blocking access to COVID-19 treatment.
Several Member States have exempted COVID19-related services from
co-payments and a few have extended these exemptions to other health
services, such as teleconsultations. In addition, some Member States
have extended their health insurance coverage policies to irregular
migrants and other people who are usually excluded from coverage.

At the same time, the pandemic may have increased unmet health care
needs and worsened financial hardship in several ways. For instance,
the disruption of health services may have led to increased out-of-pocket
health spending among people seeking quicker access to treatment and
care. The economic shock of the pandemic has also reduced household
incomes, especially for poorer households. Those economic shocks
are also reducing government revenue, while increasing the need for
publicly financed health care (70).

Fallout from the COVID-19 pandemic has substantially hampered
supply and demand for essential health services. The disruptions
have aggravated existing inequalities in vulnerable and minority
groups’ access to health services. While several countries in the WHO
European Region acted rapidly to reduce financial barriers to COVID-19
treatment, the increasing demand for quicker access to care may have
led to increased out-of-pocket payments for health and thus may have
aggravated financial hardship.

1 Responses were obtained from 23 of 53 WHO European Region Member States.




European Region

Summary of SDG 3 indicators for which country-level values are reported as comparable estimates?@

3011321322 331332334 341 342 352 3.6.1 3.

3.9.1139.2 393 3.a1 | 3.b.1 3b.1 3b.1 3b1

Maternal mortality ratiob
Under-five mortality rate¢
Neonatal mortality ratec
New HIV infectionsd
Tuberculosis incidence®
Hepatitis B prevalencef
Probability of dying from the
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Alcohol consumptionh
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Member State 2017 = 2020 2020 = 2020 2020 2020 = 2019 = 2019 = 2019 2019 2019 = 2016 = 2016 2019 2020 = 2020 2020 = 2020 = 2020
Albania 15 10 80 0.03 157029 140 43@We68 117 62 68.0 0.2 0.3 [22.4 s 94 92
Andorra | 3] 1 | 3] 002 123 n 31.8 Y 93 9g i
Armenia 26 1 6 011 23] 006 1990 33 47 200 69 548 0.2 07 255 9 94 92 8
Austria 5 4 2 5 0l6mmi04 146 119 49 827 153 01] 02 264 85 84
Azerbaijan 26 19 10 004 58] 006 27290 41] 1.0 6.7 65 639 11 09 240 19 19 79
Belarus | 7] 3] 1003 26 029 238 212 110 1.6 74 607] 0.1 33305 97 98
Belgium 5 4 2 81 009 7106 183 108 5.0 eS| 157 03 0.4 77234 97 85 9
Bosnia and Herzegovina 10 6 4 26063 187 109 mm78 135 65 798 0.1 0.4 350
Bulgaria 10 6 3 197 009 242 9.7 125 9.2 70 618 0.1 0.5 7390 91 84 85 2
Croatia 8 5 3] 002 710 012 161 16.4 8.7 19 73 355 0.1 04 369 94 9
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Finland | 3] 2] 1 | 47081 96 153 107§ 39 8] 72] <01 0.4 J21.6 9 93 89
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Georgia 25 9 5007 70] 006 249 9.2 9.5 124 65 101.8 0.2 0.6 317 88 7 82 22
Germany 7 4 27 003 6 021 121 123 © 128 | 3.0 86 | 160 0.6 0.3 J22.0 93 93 83 43
Greece | 3 4 2009 50014 25m 510105 83 78 276 <01 027335 Y 83 g
Hungary 12 4 2 50090 221 16.6 111 11 73 388 0.2 0.5 31,8 NS Y s
Iceland | 4] 7] 10 004] 30015 87 MY 9201 20MSm| 87 0.1 1.0 | 12,0 93 93 93
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Israel | 3 4 2 | 2] 005 88Q 53 44m 39 84 154 02 ] <0.1 JN21.2 98| 96 94 55
Italy | 2] 3 2 004 7033 90 67 8.0 53 831 150 0.1 03 w231 94 86 91 27
Kazakhstan 10 10 5009 69 015 224 176 @ 50 127 76 627 04 1.9 70232 88 9 89
Kyrgyzstan 60 18 1200 105 015 2030 74 49 127 70 =010 0.8 09 254 87 93 90
Latvia 19 4 2 23027 216 201 132 8.1 77 43 <01 1.2 037:0 s 9 91 57
Lithuania 8 3 2 29] 005 193 260 128 8.1 70 340 0.1 1.7 320 9 9 83 68
Luxembourg 5] 3 2 6] 0.06mm 97 113 124 41 mse] 1.6 <01 0.2 p21.) S 90 9E
Malta 6 6 4 3 020 TN 105 W 6.1 83 41 81 1 202] <01 ] 01 240 NN9S S s
Monaco 31 2 | 0 015 o8
Montenegro 6] 2] 10 004 16 000,67 223 70210 122 1.6 67 786 ] <0.1 0.6 314 84 76
Netherlands 5 4 3] 0.02] 47 008 Fm103 118 970 40 mSE| 137 02] 0.1 @222 94 89 93 63
North Macedonia 7 6 4 12) 008 227 9.4 I 6.4 51 68~ 822] 01 05 84 68 30 30
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Poland | 2 4 3 100 001 170 113 119 9.4 74 319 0.1 0.5 7240 90 95 62
Portugal 8 3 2007 16] 002 1.0 115 121 82pmed] 98 0.2 0.3 25.4 SS 95 s 18
Republic of Moldova 19 14 117024 74 020 241 147 7129 13 67 783 0.1 55 290 86 93 72 40
Romania 19 7 3 004 64 029 210 9.7 123 103 593 04 1.9 280 87 75 85
Russian Federation 17 5 2 46 7055 TU242 TS 105 020 5 494 0.1 38 268 9719 87
San Marino | 7] 1 | 0 013 82 89 19 82 50
Serbia 12 6 41 0.02 13] 004 220 114 8.9 15 71 625 07] 0.3 77398 92 84 87
Slovakia 5 6 3 | 3031 155 121 1.1 6.1 7 335 <01 05 315 97 8 s
Slovenia 7] 2] 1] 001 2 I VAR W R L F R VA 51 80 226] <01 ] 0.2 pm220 95 9 70 59
Spain | 4 3 2008 70 013 96 7700210 39 msEl 99 02 04 27.7 98 9% 88 9
Sweden | 4] 3] 1 | 47 013 84 147 900 3 sm| 72 02] 02 240 97 95 ST e
Switzerland 5 4 3 5 016 79 145  1.2) 227Es@] 101 01] 02 255 96 93 86 63
Tajikistan 17 32 14009 84 018 28310 43] 09 157 66 1293 2.7 04 97 91
Tiirkiye 17 9 5 150 011 156] 247 18 6.7 79 466 03 0.4 307 o8 93 s
Turkmenistan 7 42 24 471 007 27170 5T 310185 13193 40 0.6 1 5.5 [NN9S 9 23 e

Ukraine 19 5 0] T3 025 U255 ke mEe3 002 73 0707 03 W25 258 mondl o8
United Kingdom of Gre.. 7 4 3 TON04 03 79 N4 32 EEESE) 138 02 O3 @IS 9387 91 64
Uzbekistan 7001 29 7 14 8 008 66 006 0253 80 26 017 71 owgll 0 04 1 0.8 W76 95 JEENSS 93 EEION

a Comparable estimates refer to country values of the same reference year, which may be adjusted or modelled to allow comparisons between countries and are produced for countries with underlying
primary data and, in some cases, for those without. Malaria incidence is not included in the this graph becau se all countries in this region are certified malaria free, or considered to have eliminated malaria.
Refer to Annex 2 for the full set of SDG 3 indicators. Shading from blue to orange represents low to high for mortality, incidence and prevalence indicators; and from high to low for immunization coverage and
service index indicators. Each indicator is graphed on an individual scale.
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b per 100 000 live births € per 100 000 population N litres of pure alcohol per capita =15 years k among 1-year-olds (%)
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d per 1000 uninfected population 9 hetween ages 30-69 (%) J age-standardized, among adults 18+ (%) m among 15 year-old girls (%)
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°South-East Asia Region

Data-informed decision-making is vital for pandemic control and

essential health services

As the COVID-19 pandemic took hold in 2020, it was quickly apparent
that essential services for sexual, reproductive, maternal, newborn,
child and adolescent health were being disrupted in the WHO South-
East Asia Region.

Several mapping exercises were conducted to study the extent of
disruption and modelling exercises were performed to assess the likely
effects. Modelling was done in collaboration with UNICEF’s Regional
Office and the SickKids’ Center for Global Child Health in Bangladesh,
India, Nepal and Sri Lanka, while studies on the impact on sexual,
reproductive, maternal, newborn, child and adolescent health services
were carried out through national institutions. These exercises provided
some information for decision-making early in the pandemic, but it
also became clear that regular monitoring information was needed
to respond effectively and to maintain essential health services (71).

In five countries (Bangladesh, India, Myanmar, Nepal and Timor-Leste),
a two-phased, country-focused mitigation project was initiated jointly
by WHO headquarters and the Regional Office. The aim was to support
country efforts to prevent additional increases in malnutrition, mental
and physical il health, and mortality among pregnant women, mothers,
children, adolescents and older people by maintaining service delivery
at levels as close as possible to those prior to the pandemic. The main
data sources for the project were routine sexual, reproductive, maternal,
newborn, child and adolescent health management information,
and maternal death surveillance and response surveillance data.

Based on the global list of indicators for monitoring the effects of
COVID-19 on essential health services (12), the WHO Regional Office,
in consultation with the mitigation project countries, selected 34
indicators for monitoring the delivery of sexual, reproductive, maternal,
newborn, child and adolescent health services using data from health
management information systems which countries customized and
adapted. The most commonly reported indicators included facility
births, antenatal care provision, DPT3 vaccine, consultations for acute
respiratory infections and diarrhoea in children, caesarean sections and
contraception distribution. The least reported indicators were related
to newborn health (postnatal care and early initiation of breastfeeding),
child malnutrition, post-abortion complications, and adolescent sexual
and reproductive health. Data were used for policy dialogues and to
select mitigation options.

Figs. A157 illustrate how routine health management information can
help in analysing and prioritizing actions for overcoming disruptions in
health services. The figures show the declining use of services during
lockdown periods and gradual improvement due to several mitigation
strategies employed by countries to maintain essential services. These
responses included tele-counselling, the use of community-based
health care workers and continued publicity about the safety of
attending health facilities.

The use of routine, timely, high-quality and reliable health management
information data must be further developed and improved. For example,
common issues encountered during the five-country project included
a lack of subnational data for vulnerable populations, a lack of private
sector reporting, and incomplete data sharing. Countries need to focus
more on improving the quality and completeness of health management
indicator data as part of their regular monitoring and use of data for
decision-making. Continuous monitoring and appropriate actions are

needed to track and assess progress towards achieving the SDGs,
including during crises.

Fig. A1.5. Number of women who received injectables in Bangladesh
and percentage change, 2019-2020
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Source: Analysis from the Management Information System of the Directorate
General of Family Planning, Bangladesh, 2019-2020.

Fig. A1.6. Number of newborns who received a prenatal care first visit
within 24 hours of delivery in Nepal and percentage change, 2019-
2020
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Note: The mid-year increases in the number of postnatal care visits of newborns
noted in both 2019 and 2020 were related to a streamlining of data at the
end of the fiscal year.

Source: Analysis from the Health Management Information System of the Ministry
of Health and Population, Nepal, 2019-2020.

Fig. A1.7. Number of women who visited antenatal clinics (total) in
Timor-Leste and percentage change, 2019-2020
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Note: The sudden increase in antenatal clinic visits in 2020 was due to the
relaxation of social restrictions and probably also reflected reporting issues.
Source: Based on an analysis of the Health Management Information System
of the Ministry of Health, Timor Leste, 2019-2020.



South-East Asia Region

Summary of SDG 3 indicators for which country-level values are reported as comparable estimates?@
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Bangladesh 173 29

Bhutan = 183 28

Democratic People's Republic of

89 17
Korea

India 145 33
Indonesia 177 23
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Alcohol consumption
Road traffic mortality ratee
UHC service coverage index
Air pollution mortality rateJ
WASH mortality ratee
Unintentional poisoning mortality rate®
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MCV2 immunization™
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a Comparable estimates refer to country values of the same reference year, which may be adjusted or modelled to allow comparisons between countries and are produced for countries with underlying
primary data and, in some cases, for those without. Refer to Annex 2 for the full set of SDG 3 indicators. Shading from blue to orange represents low to high for mortality, incidence and prevalence indicators;
and from high to low for immunization coverage and service index indicators. Each indicator is graphed on an individual scale.
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*Western Pacific Region

Using new analytic approaches and integrated data during COVID-19

The COVID-19 pandemic has accelerated the arrival of many of the
challenges set out in the WHO Western Pacific Region's For the Future
vision (13). It has also reaffirmed the fact that health, the economy and
the broader well-being of societies are inextricably linked.

Among the important responses to the pandemic is the development
and use of new data analysis approaches to measure the broader
impact of COVID-19 on populations through collaborations between
health and non-health sectors.

The WHO Western Pacific Regional Office launched the Western
Pacific Health Data Platform in the first quarter of 2022 to meet the
demand for a “one-stop” repository of health-related data that can
guide systematic decision-making (Fig. A18). The “Data Explorer” is
a key feature of the new platform. It is a unique data analysis tool
that allows users to search, visualize and download indicators from
multiple sources (including the WHO Global Health Observatory and
programme databases and the World Bank Open Data Portal) (Fig.
A19). The platform also hosts data applications, country profiles and
dashboards on a wide range of health topics.

Fig. A1.8. Western Pacific Health Data Platform (home page)

i«éﬁ Ei%r;:igggg:: Western Pacific Health Data Platform
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Given the interplay between health and other aspects of social and
economic development, the WHO Western Pacific Regional Office is
continually promoting multisectoral collaboration around innovative
approaches for measuring results and impact. These approaches are
also valuable for identifying difficulties and devising solutions that
are not necessarily revealed through standard processes.

In Cambodia, for example, WHO is supporting the monitoring of
progress towards UHC at national and subnational levels jointly
by the National Institute of Public Health, the Ministries of Health,
Economy and Finance, and the General Secretariat of the National
Social Protection Council. In the Philippines, WHO is supporting a
comprehensive assessment of the Philippine Civil Registration and
Vital Statistics System, in conjunction with the Department of Health
and Philippine Statistics Authority.

Public health is a core element of sustainable development. It contributes
to socioeconomic development, but it is also affected by socioeconomic
changes. Sharing and using relevant data across sectors can help track
and evaluate these contributions and countries’ progress towards the
SDGs and national targets.

Home Data Explorer Datasets Dashboards & Apps Country Profiles  About

Data Explorer
Search, download and analyze data for over 10 000

indicators for the Region's 37 countries and areas.

Source: (https://datawprowho.int/)

Fig. A1.9. Western Pacific Health Data Platform (Data Explorer)
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Source: (https://datawprowho.int/, accessed 7 May, 2022).
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Western Pacific Region

Summary of SDG 3 indicators for which country-level values are reported as comparable estimates?@
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Neonatal mortality ratec
New HIV infectionsd
Tuberculosis incidence®
Malaria incidencef
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Suicide mortality rate®
Alcohol consumption
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Air pollution mortality rateJ
WASH mortality ratee
Unintentional poisoning mortality rate®
Tobacco use prevalencek
DTP3 immunization!
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HPV vaccine"

Probability of dying from the four major NCDsh
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a Comparable estimates refer to country values of the same reference year, which may be adjusted or modelled to allow comparisons between countries and are produced for countries with underlying
primary data and, in some cases, for those without. Refer to Annex 2 for the full set of SDG 3 indicators. Shading from blue to orange represents low to high for mortality, incidence and prevalence indicators;
and from high to low for immunization coverage and service index indicators. Each indicator is graphed on an individual scale.
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"Annex 2. Country, WHO
region and global health

estimates

Explanatory notes

The statistics shown below represent official WHO statistics
for selected health-related SDG indicators and selected
Thirteenth General Programme of Work indicators, based on
data available in early 2022. In addition, summary measures of
health, such as (healthy) life expectancy and total population,
are included. These statistics have been compiled primarily
from publications and databases produced and maintained
by WHO, United Nations groups of which WHO is a member,
or other international organizations. In each instance, the source
of the data series is provided.

The type of data used for each data series (comparable estimate
or primary data) is also provided. Primary data are typically
compiled from routine reporting or from publicly available
sources such as Demographic and Health Surveys. Statistics
are presented as they are reported or with minimal adjustment.
Comparable estimates are achieved by adjusting or modelling
country data to allow comparisons across countries and over
time. Comparable estimates for the same reference years are
produced for countries with underlying primary data and,
in some cases, also for those without (7). Comparable estimates
are subject to considerable uncertainty, especially for countries
where the availability and quality of the underlying primary
data are limited. Uncertainty intervals and other details on the
indicators and statistics presented here can be found at the
WHO Global Health Observatory (2).

Although every effort has been made to maximize the
comparability of statistics across countries and over time,
data series based on primary data may differ in terms of the
definitions, data collection methods, population coverage and
estimation methods used. For indicators with a reference period
expressed as a range, country values refer to the latest available
year in the range unless otherwise noted; the accompanying
footnotes provide more details. In some cases, in the absence of

Notes

a recent set of data for a specific SDG or General Programme
of Work indicator, a proxy indicator is presented in this annex;
where this is the case, proxy indicators have been clearly
indicated as such through accompanying footnotes.

Number rounding in this Annex uses the ISO/IEC/IEEE 60559
standard (3). This standard statistical rounding method uses
the ‘go to the even digit' approach which minimizes bias.
The rounded value is the even integer (or even decimal
place) nearest to the number. For example, 23.5 becomes 24,
as does 24.5.

Unless otherwise stated, the WHO regional and global
aggregates for rates and ratios are presented as weighted
averages when relevant, whereas they are the sums for absolute
numbers. Aggregates are shown only if data are available for
at least 50% of the population (or other denominator) within
an indicated group, unless otherwise noted. For indicators with
a reference period expressed as a range, aggregates are for
the reference period shown in the corresponding table column
heading above the WHO regional values. Some WHO regional
and global aggregates may include country estimates that are
not individually reported.

Changes in the values shown for indicators reported in previous
editions of the WHO world health statistics series should not
be assumed to accurately reflect underlying trends. This applies
to all data types (comparable estimates and primary data) and
all reporting levels (country, regional and global). The data
presented here may also differ from and should not be regarded
as the official national statistics of individual WHO Member
States.

“

The notation “-" indicates that data are not applicable or
not available.

1. For more information, please see: World health statistics 2018: Monitoring health for the SDGs. Geneva: World Health Organization; 2018 (https://wwwwho.int/

gho/publications/world_health_statistics/2018/ en/, accessed 6 May 2022).

2. The Global Health Observatory (GHO) is a WHO online portal that provides access to data and analyses for monitoring the global health situation (https:/www.

who.int/gho/en/, accessed 13 May 2022).

3. For more information, please see: https://www.iso.org and ‘IEEE 754" (https://enwikipedia.org/wiki/IEEE_754, accessed 13 May 2022).
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Table 1. Annex 2-1

Part 1

Total population® (000s)

Life expectancy at birth® (years)

Healthy life expectancy at birth®
(years)

Maternal
mortality ratio®
(per 100 000

live births)
Comparable estimates Comparable estimates
Data type Both Both Both Com‘parable
Male Female sexes Male Female sexes Male Female sexes estimates
Member State 2020 2019 2019 2017
Afghanistan 19 976 18 952 38928 633 632 632 54.7 532 539 638
Albania 1465 1413 2878 763 799 78.0 68.0 703 691 15
Algeria 22154 21697 43 851 76.2 781 771 66.7 661 664 2
Andorra - 77 - - - - - -
Angola 16 261 16 605 32 866 607 655 631 536 56.2 54.8 241
Antigua and Barbuda 47 51 98 74.9 78.0 765 66.2 677 670 42
Argentina 22 049 23147 45196 735 795 766 654 68.8 671 39
Armenia 1394 1569 2963 725 792 76.0 649 691 671 26
Australia 12 699 12 801 25500 813 84.8 830 702 n7 709 6
Austria 4 440 4 567 9 006 794 838 816 699 719 709 5
Azerbaijan 5065 5075 10 139 688 741 N4 621 65.2 636 26
Bahamas 191 202 393 699 76.6 732 623 66.5 64tk 70
Bahrain 1100 601 1702 750 770 758 66.0 65.5 659 14
Bangladesh 83259 81430 164 689 730 756 743 64.2 644 64.3 173
Barbados 139 148 287 743 777 76.0 66.2 677 670 27
Belarus 4399 5050 9 449 697 796 74.8 623 694 66.0
Belgium 5744 5845 1590 793 835 814 69.8 3 706
Belize 198 200 398 N4 778 Thts 635 673 653 36
Benin 6 054 6 069 12123 612 657 634 54.5 56.6 555 397
Bhutan 410 362 772 720 Th b 731 632 635 634 183
Bolivia (Plurinational State of) 5858 5815 mn673 711 731 721 632 633 633 155
Bosnia and Herzegovina 1607 1674 3281 Thb 791 768 657 687 672 10
Botswana 1139 1213 2352 589 655 622 519 558 539 144
Brazil 104 436 108 124 212 559 724 794 759 634 674 654 60
Brunei Darussalam 227 210 437 734 754 743 652 66.1 656 31
Bulgaria 3374 3574 6 948 716 786 751 639 687 66.3 10
Burkina Faso 10 445 10 459 20903 601 65.2 627 534 563 54.9 320
Burundi 5900 5991 1891 615 66.1 638 54.0 572 556 548
Cabo Verde 279 277 556 699 779 74.0 622 672 64.8 58
Cambodia 8162 8 557 16 719 672 727 701 59.8 630 615 160
Cameroon 13277 13269 26 546 60.3 64.5 624 535 556 54.5 529
Canada 18 732 19 010 37742 804 841 822 705 720 73 10
Central African Republic 239 2 436 4830 502 563 531 44.5 484 464 829
Chad 8200 8 226 16 426 58.0 613 59.6 513 528 520 140
Chile 9 426 9 691 19 16 781 832 807 69.0 71 70.0 3
China 741999 705471 1447 470 747 805 774 672 70.0 685 29
Colombia 24985 25898 50 883 767 819 793 674 705 69.0 83
Comoros 439 431 870 659 689 674 583 59.6 589 273
Congo 2757 2761 5518 638 656 647 564 561 56.2 378
Cook Islands - 18 - - - - - -
Costa Rica 2 545 2549 5094 783 834 80.8 686 73 70.0 27
Cote d'lvoire 13300 13 078 26 378 60.5 65.8 629 534 56.5 54.8 617
Croatia 1979 2126 4105 755 816 786 66.7 70.5 686 8
Cuba 5623 5703 n327 754 80.3 778 66.6 69.2 678 36
Cyprus 604 604 1207 811 851 831 78 730 724 6
Czechia 5273 5436 10 709 76.3 819 791 670 70.6 6838 3
Democratic People’s Republic of Korea 12608 13170 25779 693 757 726 633 66.6 65.0 89
Democratic Republic of the Congo 44710 44 851 89 561 60.0 64.8 624 528 554 541 473
Denmark 2879 2913 5792 79.6 830 813 707 N4 71.0 4
Djibouti 519 469 988 641 678 658 572 589 58.0 248
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—
31 32 33 +
i Hepatitis B E
P(:?;;?:tt;gn Under—ﬁve Neonat'al 'New 'HIVF Tuberculosis Malaria surface antigen R:f;';::i
el mortality mortality infections' incidences incidence” (HBsAg) —
skilled health T (Per ate (Per (par 1Yoy (per 100 000 (per 1900 prevale'nce requiring
e 1090 live 1090 live unmfec'ted el popul'atlon at among children interventions
) births) births) population) risk) undeEO}S)years‘ against NTDs'
0.
prmarydra Comparible Compable Comparkle - Compble Comparsle Comparble iy g
2012-2021 2020 2020 2020 2020 2020 2020 2020 Member State
62 58 35 0.04 193 84 0.39 14 367 281 Afghanistan
100 10 8 0.03 15 0.29 6 Albania
99 23 16 0.04 59 0.08 11599  Algeria
100% 3 1 3 - 0.02 O  Andorra
50 7 27 0.69 350 2516 4.57 7 698 802 Angola
99 6 3 2 019 1207  Antigua and Barbuda
99 9 5 013 31 0.01 161306 Argentina
100% n 6 omn 23 0.06 70 Armenia
992 4 2 0.03 7 013 20 401 Australia
98 4 2 - 5 016 22 Austria
100% 19 10 0.04 58 0.06 686 000 Azerbaijan
99 12 7 0.28 9 016 3 Bahamas
100 7 3 13 0.03 2 Bahrain
592k 29 17 218 04 0.51 56 339 394 Bangladesh
98%* 2 8 2 018 301 Barbados
100% 3 1 013 26 0.29 7 Belarus
- 2 - 8 0.09 18 Belgium
052 2 8 0.53 23 0.0 0.60 2785  Belize
78 86 30 019 55 3883 287 5599 018 Benin
96% 28 15 0.09 165 <01 014 229 837 Bhutan
81 25 3 0.08 105 31 014 189597  Bolivia (Plurinational State of)
100 6 4 - 26 0.63 0 Bosnia and Herzegovina
1002 45 22 439 236 11 018 1461240 Botswana
992 15 9 023 45 39 0.03 9629 923 Brazil
100% 2 6 83 010 1 Brunei Darussalam
100 6 9 - 0.09 96 Bulgaria
80 85 26 0.0 46 3899 166 5815599 Burkina Faso
85 54 21 015 103 2949 135 3575616 Burundi
97 14 9 - 39 0.0 0.26 150 015 Cabo Verde
89% 26 3 0.07 274 58 019 5194 507 Cambodia
69% 72 26 0.60 74 260.0 175 11348 320 Cameroon
98 5 3 6 - 034 0  Canada
40% 103 39 - 540 336.0 375 4 442 825 Central African Republic
39% 10 33 022 144 2063 10.79 6562 501 Chad
100% 7 4 0.26 15 0.03 16 Chile
100% 7 3 59 022 621  China
99 13 7 018 37 94 015 3237824  Colombia
82 61 29 0.01 35 52 116 503 090 Comoros
91 45 19 194 379 2132 2.56 1438 750 Congo
7 4 - 13 - 010 0  Cook Islands
99 8 6 034 10 <01 0.02 10590  Costa Rica
74 78 33 0.24 135 2870 344 21966 154 Cate d'lvoire
100 5 3 0.02 7 012 0] Croatia
100 5 2 018 6 0.03 48 144 Cuba
99 3 2 6 034 1  Cyprus
100 3 2 4 013 3  Czechia
100 16 9 523 02 0.20 5337343  Democratic People's Republic of Korea
85 81 27 018 319 324.2 328 54963277  Democratic Republic of the Congo
95t 4 3 0.02 5 0.68 0 Denmark
87 56 30 013 224 976 0.26 10 561 Djibouti
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Total population? (000s) Life expectancy at birth® (years)

Healthy life expectancy at birth®

Maternal
mortality ratio®

(years) (per 100 000
live births)
Comparable estimates Comparable estimates
Data type Both Both Both ComAparabLe
Male Female sexes Male Female sexes Male Female sexes estimates
Member State 2020 2019 2019 2017
Dominica - - 72 - - - -
Dominican Republic 5418 5430 10 848 69.8 762 72.8 621 661 64.0 95
Ecuador 8 824 8819 17 643 764 80.5 784 677 69.3 685 59
Egypt 51703 50632 102334 69.6 741 718 623 637 63.0 37
El Salvador 3036 3450 6 486 70.6 791 750 616 678 649 46
Equatorial Guinea 780 623 1403 60.9 636 622 534 541 539 301
Eritrea 1778 1769 3546 613 671 641 539 577 557 480
Estonia 628 698 1327 747 826 789 66.4 n7 69.2 9
Eswatini 570 590 1160 534 63.2 577 471 538 501 437
Ethiopia 57 517 57 447 T4 964 669 705 687 59.0 60.8 599 401
Fiji 454 442 896 659 703 68.0 585 60.7 596 34
Finland 2732 2808 5541 792 84.0 816 699 720 71.0 3
France 31589 33684 65 274 798 851 825 71 731 721 8
Gabon 1133 1093 2226 636 697 66.5 56.0 593 576 252
Gambia 1199 1218 2417 634 677 655 564 577 570 597
Georgia 1901 2088 3989 688 778 733 614 679 64.7 25
Germany 41476 42 368 83 784 787 84.8 817 697 721 709 7
Ghana 15750 15323 31073 637 69.2 66.3 56.5 596 580 308
Greece 516 5307 10 423 786 836 811 69.9 719 709 3
Grenada 57 56 13 70.6 753 729 626 654 639 25
Guatemala 8827 9088 17 916 69.0 750 720 60.5 641 623 95
Guinea 6353 6780 13133 595 623 610 529 537 533 576
Guinea-Bissau 963 1005 1968 574 63.0 60.2 511 541 526 667
Guyana 396 391 787 625 694 657 551 597 572 169
Haiti 5626 5776 11403 633 64.8 641 559 55.8 558 480
Honduras 4949 4 956 9905 707 732 719 627 633 63.0 65
Hungary 4598 5062 9 660 731 796 764 65.0 69.3 67.2 2
Iceland 7m 170 341 80.8 839 823 n7 72.3 720 4
India 717101 662903 1380 004 69.5 722 70.8 60.3 604 603 145
Indonesia 137718 135806 273 524 694 733 73 619 638 628 177
Iran (Islamic Republic of) 42 408 41585 83993 757 791 773 66.0 66.5 66.3 16
Iraq 20 358 19 865 40223 699 750 724 616 637 627 79
Ireland 2451 2486 4938 80.2 835 818 707 N4 711 5
Israel 4308 4 347 8 656 80.8 844 826 720 727 724 3
Italy 29 438 31024 60 462 809 84.9 830 72 726 719 2
Jamaica 1470 1492 2961 Thk 777 76.0 659 67.3 66.6 80
Japan 61753 64723 126 476 815 86.9 84.3 726 755 741 5
Jordan 5166 5037 10 203 770 788 779 681 672 676 46
Kazakhstan 9113 9 664 18777 70.0 776 74.0 624 674 65.0 10
Kenya 26719 27 053 53771 637 684 661 564 589 577 342
Kiribati 59 61 9 561 628 594 505 549 526 92
Kuwait 2614 1656 4271 793 839 810 69.5 711 701 2
Kyrgyzstan 3227 3297 6 524 707 773 742 636 677 658 60
Lao People’s Democratic Republic 3652 3624 7276 662 709 685 59.2 619 60.5 185
Latvia 869 1017 1886 706 79.8 754 629 69.3 66.2 9
Lebanon 3436 3390 6825 74.0 792 764 651 670 66.0 29
Lesotho 1057 1085 2142 477 54.2 507 423 464 442 544
Liberia 2543 2 515 5058 632 650 641 549 55.0 54.9 661
Libya 3469 3403 6871 742 773 758 649 655 652 72
Lithuania 1260 1462 2722 72 804 76.0 634 697 66.7 8
Luxembourg 317 309 626 80.6 84.2 824 71 720 7.6 5
Madagascar 13815 13876 27 691 641 66.6 653 569 577 573 335
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31 32 33
. Hepatitis B <
P;c;p;ci):ttl;osn Under—ﬁve Neonat.al .New .HIVF Tuberculosis . Mal.aria surfa’ze antigen R:fnc:';:g -g
e mortality mortality infections incidences incidence” (HBsAg) F el a
skilled health i (;?er T (;?er (pgr 1000 (per 100 000 s 1(.)00 prevale.nce requiring
e 1090 live 'IO(?O live unmfec.ted. el e popul'atlon at among children i terventions
) births) births) population) risk) undeE;)years‘ against NTDs'
0,
prmary . CopOe Comportle Copportle Companble - Corprible Comouble iy
2012-2021 2020 2020 2020 2020 2020 2020 2020 Member State
100% 35 30 - 47 0.20 399 Dominica
99% 34 23 032 41 0.2 010 2 612 634 Dominican Republic
97 3 7 012 48 38 0.09 17 609 Ecuador
2 19 10 003 1 020 2932815  Egypt
100 3 6 013 55 - 0.02 1416732  El Salvador
78 29 - 280 240.8 6.07 429 326 Equatorial Guinea
39 8 0.07 81 44.8 102 296 052 Eritrea
100 2 <1 016 10 0.29 1 Estonia
88 47 20 528 319 07 0.83 406184  Eswatini
50 49 27 012 132 541 159 75 731 040 Ethiopia
100% 27 2 016 66 013 921225 Fiji
100% 2 1 4 0.81 3 Finland
98t 3 - 8 - 015 120 France
89% 42 20 048 527 2155 212 870 003 Gabon
84 49 26 093 157 873 160 168 211 Gambia
100% 9 5 017 70 0.06 81 Georgia
96" 4 2 0.03 6 - 0.21 e Germany
79 45 23 0.63 143 162.8 2713 17 220 101 Ghana
100% 4 2 0.09 5 014 41 Greece
100% 16 n - 3 - 012 253 Grenada
70% 24 n 0.05 27 <01 0.03 5052 069 Guatemala
552 96 30 042 179 319.5 6.07 8180 533 Guinea
54 77 35 0.88 361 889 21 1892 353 Guinea-Bissau
98 28 17 043 79 282 040 685 741 Guyana
42 60 25 045 168 37 104 4 363 545 Haiti
9Lk 16 9 0.07 30 01 0.03 2210 Honduras
100% 4 2 - 5 090 1 Hungary
S 2 <1 0.04 3 015 0 Iceland
89% 33 20 0.04 188 32 016 751758 629 India
95 23 12 010 301 29 130 86 492 939 Indonesia
992k 3 8 003 5] 0.0 0.05 5 lIran (Islamic Republic of)
96 25 14 27 0.29 2170 486 Iraq
100 3 2 0.08 5 0.04 1 lIreland
- 4 2 - 2 0.05 88 Israel
100 3 2 0.04 7 0.33 35 Italy
100 3 0.53 2 0.55 824 Jamaica
100* 2 <1 0.01 12 0.96 5 Japan
100 5 0.01 5 0.56 23 Jordan
100 10 019 69 015 664 Kazakhstan
70 42 20 072 259 509 040 8596 922 Kenya
92% 50 21 425 157 124 250 Kiribati
100% 9 5 19 0.03 16 Kuwait
100 8 2 omn 105 015 2169 854  Kyrgyzstan
64 4ty 22 013 149 15 0.68 2 052 528 Lao People’s Democratic Republic
100 4 2 - 23 0.27 2 Latvia
7 4 0.03 3 0.07 O  Lebanon
87 90 44 491 650 - 122 387421  Lesotho
84k 78 31 0.29 314 358.0 466 3180 960 Liberia
100% m 6 0.05 59 043 4 026 Libya
100% 3 2 29 0.05 6] Lithuania
- 3 2 6 - 0.06 3 Luxembourg
46% 50 20 0.22 238 1335 213 21390 404  Madagascar
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Total population® (000s)

Life expectancy at birth® (years)

Healthy life expectancy at birth®

(years)

Maternal
mortality ratio®
(per 100 000

live births)
Comparable estimates Comparable estimates
Data type Both Both Both ComAparabLe
Male Female sexes Male Female sexes Male Female sexes estimates
Member State 2020 2019 2019 2017
Malawi 9 434 9 696 19130 623 689 656 551 59.0 571 349
Malaysia 16 631 15735 32 366 726 771 747 64.5 669 657 29
Maldives 343 198 541 786 80.8 79.6 697 70.0 70.0 53
Mali 10 145 10 106 20 251 622 634 628 54.8 54.5 54.6 562
Malta 221 220 442 799 838 819 709 719 715 6
Marshall Islands - 59 - - - -
Mauritania 2335 2315 4 650 681 687 684 60.2 594 59.8 766
Mauritius 627 644 1272 7.0 773 741 620 659 639 61
Mexico 63 071 65 861 128 933 731 789 76.0 64.3 67.2 658 33
Micronesia (Federated States of) 58 57 15 603 66.0 63.0 YA 578 56.0 88
Monaco - 39 - - - -
Mongolia 1615 1663 3278 638 72.8 681 571 638 60.3 45
Montenegro 3M 317 628 732 787 759 652 687 67.0 6
Morocco 18 317 18 594 36 911 n7 743 730 637 637 637 70
Mozambique 15188 16 067 31255 545 617 581 479 52.8 504 289
Myanmar 26 220 28190 54 410 659 722 691 588 628 609 250
Namibia 1232 1309 2 541 60.6 684 64.6 534 58.6 561 195
Nauru - n - - - -
Nepal 13348 15788 29137 689 727 709 60.6 621 613 186
Netherlands 8537 8598 17135 804 831 818 73 75 74 5
New Zealand 2370 2 452 4822 804 835 820 69.6 70.8 702 9
Nicaragua 3265 3360 6625 721 779 750 637 672 65.5 98
Niger 12170 12 036 24207 621 64.6 633 553 558 555 509
Nigeria 104 470 101670 206 140 612 641 626 539 549 544 917
Niue 2 - - -
North Macedonia 1042 1041 2083 728 769 74.8 651 673 66.1 7
Norway 2740 2681 5421 811 841 826 710 76 4 2
Oman 3370 1736 5107 730 753 739 64.5 64.5 647 19
Pakistan 13 672 107220 220 892 646 66.7 656 569 56.8 569 140
Palau - 8 - - - -
Panama 2160 2155 4 315 766 821 793 674 70.0 687 52
Papua New Guinea 4 568 4 379 8 947 634 674 653 56.2 581 571 145
Paraguay 3624 3508 7133 731 788 758 64.5 673 658 84
Peru 16 379 16 593 32972 785 813 799 69.2 69.8 69.5 88
Philippines 55 029 54 552 109 581 674 736 704 601 639 620 121
Poland 18338 19 509 37 847 74.5 819 783 659 3 687 2
Portugal 4 824 5373 10197 786 844 816 696 722 71.0 8
Qatar 2165 716 2881 78.0 76.6 772 681 651 671 9
Republic of Korea 25 666 25603 51269 80.3 86.1 833 73 747 731 n
Republic of Moldova 1932 2102 4 034 693 771 733 619 671 64.5 19
Romania 9 354 9 884 19 238 720 793 756 643 694 66.8 9
Russian Federation 67 640 78 294 145 934 682 78.0 732 60.7 675 64.2 17
Rwanda 6367 6 585 12 952 669 7.2 691 59.0 614 60.2 248
Saint Kitts and Nevis 53 - - - -
Saint Lucia 90 93 184 73 777 743 630 66.6 647 7
Saint Vincent and the Grenadines 56 55 m 73 753 732 629 651 64.0 68
Samoa 103 96 198 69.2 7.8 70.5 618 625 621 43
San Marino 34 - - - - - -
Sao Tome and Principe 10 109 219 688 720 704 609 622 616 130
Saudi Arabia 20131 14 683 34 814 731 761 743 638 644 64.0 7
Senegal 8171 8573 16 744 66.8 701 686 588 599 594 315
Serbia 4280 4 458 8737 735 783 759 654 684 669 12



Annex 2. Country, WHO region and global health estimates

31 32 33
. Hepatitis B <
p;?%?:tt:;n Under—ﬁve Neonat.al 'New .HIVF Tuberculosis . Mal.aria surfalze antigen R:fnc:g::i -g
e mortality mortality infections incidences incidence” (HBsAg) F el a
skilled health LS (;?er rate” (;?er (pgr 1000 (per 100 000 s 1900 prevale.nce requiring
e 1090 live 'IO(?O live unmfec.ted el e popul'atlon at among children i terventions
) births) births) population) risk) undeE;)years‘ against NTDs'
0,
prmarydta Conparle Compare Comparible Conparble - Compble  Comparle iy
2012-2021 2020 2020 2020 2020 2020 2020 2020 Member State
96 39 19 121 141 2285 139 12761253  Malawi
100% 9 5 019 92 0.0™ 0.06 1910  Malaysia
100 6 4 37 - 021 330  Maldives
67 91 32 0.27 52 3575 4.62 7946 641  Mali
100% 6 4 36 020 2 Malta
92 31 % 483 035 19594  Marshall Islands
69 l 31 - 87 300 335 844271 Mauritania
100 7 il 0.80 2 041 0 Mauritius
97 4 8 076 24 01 0.03 20 016375  Mexico
25 13 75 040 70736  Micronesia (Federated States of)
- 3 2 - 0] 015 0] Monaco
99 5 8 0.01 437 047 0  Mongolia
99 2 1 0.04 6 0.67 0 Montenegro
87 19 2 0.02 98 - 016 3868 Morocco
73 7 28 350 368 3202 0.59 22969482  Mozambique
60% 44, 22 308 25 m 23748 613  Myanmar
88 40 20 244 460 10.0 036 1094 020  Namibia
28 8 - 180 0.52 10774  Nauru
77% 28 7 0.03 235 <01 016 13519533  Nepal
- 4 3 0.02 4 0.08 4 Netherlands
96" 5 3 0.02 8 - 077 3 New Zealand
9Lk 16 9 om 42 15 0.09 1595366  Nicaragua
[ 78 24 0.05 83 3241 344 10993882  Niger
43 T4 35 042 219 3138 294 136378141 Nigeria
25 13 48 037 O  Niue
100 6 4 12 0.08 0 North Macedonia
99 2 1 0.01 3 0.02 2 Norway
100 il 5 7 013 233 Oman
68 65 40 012 259 25 091 25234 450  Pakistan
97 7 9 - 64 0.03 O  Palau
95 4 8 044 32 06 0.07 64 414 Panama
56% 444 21 039 447 1643 136 6982087  Papua New Guinea
98 19 10 013 48 042 1999 482 Paraguay
96 13 7 013 116 23 0.06 35901  Peru
84 26 13 015 539 07 038 48539291  Philippines
100 4 3 - 10 0.01 14 Poland
99 3 2 0.07 6 0.02 1  Portugal
100 6 4 0.07 34 0.05 28  Qatar
100 3 1 - 49 <01 0.09 0 Republic of Korea
100 4 il 0.24 74 020 30  Republic of Moldova
93 7 3 0.04 64 029 O  Romania
100% 5 2 46 - 0.55 278  Russian Federation
943k 40 8 034 58 2305 049 5011488  Rwanda
100% 5 10 4 0.06 20  Saint Kitts and Nevis
100% 24 13 2 022 1318  Saint Lucia
OG28 4 9 7 015 1790  Saint Vincent and the Grenadines
89 7 6 0.34 191219 Samoa
2 <1 0] 013 0 San Marino
97 16 8 - 8 88 131 210 238 Sao Tome and Principe
992k 7 3 0.05 8 <01 0.00 1051  Saudi Arabia
7t 38 21 0.08 7 499 093 5590970  Senegal
100 6 4 0.02 13 0.04 O  Serbia
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Maternal
Total population? (000s) Life expectancy at birth® (years) Lz Lfe e(;(,z:::;ancy e T:er:il(i)té E)a(;igﬂ
live births)
Comparable estimates Comparable estimates
Data type Both Both Both ComAparabLe
Male Female sexes Male Female sexes Male Female sexes estimates

Member State 2020 2019 2019 2017
Seychelles 50 48 98 70.0 771 733 619 66.4 64.0 53
Sierra Leone 3981 3996 7977 596 619 60.8 525 533 529 1120
Singapore 3062 2788 5850 810 855 832 724 747 736 8
Slovakia 2658 2801 5460 74.8 814 782 66.2 70.8 68.5 5
Slovenia 1035 1044 2079 786 841 813 69.0 725 707 7
Solomon Islands 349 338 687 629 679 652 56.5 591 578 104
Somalia 7 924 7969 15893 54.0 592 56.5 483 513 497 829
South Africa 29 216 30 093 59309 622 683 653 546 577 56.2 9
South Sudan 5603 5591 1194 60.8 64.8 628 529 54.5 537 150
Spain 22978 23776 46 755 807 857 832 73 729 721 4
Sri Lanka 10 267 11146 21413 738 79.8 769 651 69.0 670 36
Sudan 21907 21942 43 849 676 70.8 691 596 60.3 599 295
Suriname 295 292 587 685 746 715 60.7 64.2 624 120
Sweden 5059 5040 10 099 80.8 84.0 824 n7 721 719 4
Switzerland 4294 4 361 8655 818 851 834 722 72.8 725 5
Syrian Arab Republic 8760 8 741 17 501 72 743 727 625 633 629 31
Tajikistan 4806 4732 9538 676 715 69.5 60.9 632 62.0 7
Thailand 33966 35834 69 800 Thk 810 777 659 70.6 683 37
Timor-Leste 666 652 1318 679 T4 696 59.8 620 609 142
Togo 4M9 4159 8279 615 672 643 547 578 56.2 396
Tonga 53 53 106 69.8 756 726 627 655 64.0 52
Trinidad and Tobago 691 709 1399 725 799 761 64.0 686 66.2 67
Tunisia 5861 5958 1819 749 792 770 661 677 669 43
Tiirkiye 41636 42703 84339 764 807 786 678 69.0 684 7
Turkmenistan 2969 3062 6 031 66.5 730 69.7 599 643 621 7
Tuvalu - - 2 - - - - - - -
Uganda 22 547 23194 45741 632 701 66.7 56.0 604 582 375
Ukraine 20 263 23471 43734 68.0 778 730 60.6 678 64.3 19
United Arab Emirates 6836 3 054 9890 751 784 761 658 662 66.0 3
United Kingdom 33542 34 344 67 886 79.8 830 814 69.6 706 701 7
United Republic of Tanzania 29 851 29 883 59 734 654 69.3 67.3 576 593 585 524
United States of America 163 786 167217 331003 763 807 785 652 670 661 19
Uruguay 1678 1795 3474 735 806 771 654 69.5 675 7
Uzbekistan 16 697 16772 33469 70.8 752 730 635 658 647 29
Vanuatu 156 151 307 627 683 653 564 594 578 72
Venezuela (Bolivarian Republic of) 13985 14 451 28 436 699 782 739 619 671 644 125
Viet Nam 48598 48 740 97339 69.6 781 737 624 683 653 43
Yemen 15 025 14801 29 826 644 689 66.6 569 582 575 164
Zambia 9103 9281 18 384 595 654 625 525 563 Sh4 213
Zimbabwe 7092 77N 14 863 575 636 60.7 512 54.8 531 458
WHO region 2020 2019 2019 2017
African Region 559296 560865 1120161 624 66.6 64.5 55.0 571 56.0 525
Region of the Americas 501975 516146 1018121 745 79.8 772 64.8 675 66.2 57
South-East Asia Region 1035908 985479 2021387 69.9 731 T4 611 619 615 152
European Region 452591 480297 932888 751 813 782 66.6 70.0 683 3
Eastern Mediterranean Region 374719 351002 725721 683 3 69.7 602 60.7 604 164
Western Pacific Region 987 323 952556 1939879 74.8 808 777 670 70.2 68.6 41

Global 3911812 3846346 7758157 70.8 759 733 62.5 64.9 63.7 21
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31 32 33
. Hepatitis B <
P;?Z?::gc;n Under—ﬁve Neonat.al 'New .HIVF Tuberculosis . MaLaria surfalze antigen R:fr:g::i -g
e mortality mortality infections incidences incidence” (HBsAg) F el a
skilled health rate” (;?er rate” (;?er (p?r 1000 (per 100 000 s 1900 prevale.nce requiring
e 1090 live 'IO(?O live unmfec.ted el e popul'atlon at among children i terventions
) births) births) population) risk) undeE;)years‘ against NTDs'
0,
prmarydta Conparle Compare Comparible Conparble - Compble  Comparle iy
2012-2021 2020 2020 2020 2020 2020 2020 2020 Member State
100% 4 8 il - 0.09 1 Seychelles
87 108 31 0.70 298 3282 198 7617601  Sierra Leone
100 2 <1 0.01 46 013 35315  Singapore
98 6 3 3 031 3 Slovakia
100* 2 1 0.01 - 112 2 Slovenia
86% 19 8 - 65 1677 0.87 503483  Solomon Islands
323 15 37 0.02 259 522 632 3698691  Somalia
97 32 l 460 554 038 310 16502598  South Africa
- 98 40 137 232 2869 13.03 8571203  South Sudan
100% 3 2 0.08 7 013 1  Spain
100 7 4 0.01 64 - 034 34498  Srilanka
78% 57 27 0.09 63 734 166 12458 017 Sudan
98 18 l 030 29 17 0.07 617  Suriname
3 1 4 013 18  Sweden
4 3 - 5 016 0 Switzerland
22 il 0.01 19 0.69 2440286  Syrian Arab Republic
95 32 4 0.09 84 018 3375143  Tajikistan
99 9 5 010 150 02 027 50131  Thailand
573 42 19 0.0 508 <01 072 1361778  Timor-Leste
69% 64 24 045 36 2289 327 4603985  Togo
98 n 5 - 10 0.89 37131  Tonga
100% 7 il 0.07 18 019 59  Trinidad and Tobago
100 7 12 0.03 36 012 4902  Tunisia
Gt 9 5 5 on 0  Tirkiye
100% 42 24 47 0.07 395 Turkmenistan
100% 22 10 - 296 - 024 1500  Tuvalu
T4 43 9 095 196 2838 096 23171373  Uganda
100% 8 5 0.21 73 025 17 Ukraine
29 4 013 1 0.02 78 United Arab Emirates
- 4 7 - 041 O United Kingdom
(A 49 20 126 222 1202 099 29 038890  United Republic of Tanzania
99:t 6 3 2 0.01 466  United States of America
100% 6 4 019 32 015 10 Uruguay
100 4 8 0.08 66 016 405951  Uzbekistan
89 25 l - 38 30 225 299 059  Vanuatu
9gak 24 5 0.08 47 163 015 8062740  Venezuela (Bolivarian Republic of)
96 21 10 0.06 176 <01 0.64 7844098  Viet Nam
45% 60 28 0.04 49 406 176 1632682  Yemen
80%* 61 24 364 319 186.9 132 12810245  Zambia
86 S4 26 174 193 985 274 8029929  Zimbabwe
2015-2021 2020 2020 2020 2020 2020 2020 2020 WHO region
65 72 27 0.82 220 2328 253 578 432527 African Region
96 3 7 015 29 4.6 0.07 61743 281 Region of the Americas
87 30 18 0.05 21 30 038 938873025  South-East Asia Region
98 8 4 018 25 - 0.26 6 639 094 European Region
75 45 25 0.06 12 12 0.84 75 059 501 Eastern Mediterranean Region
98 m 5 0.06 93 22 030 72876938  Western Pacific Region
84 37 17 019 127 59.0 0.94 1733624366  Global
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Table 2. Annex 2-2

34 35 3.6 37
Probability of [T
. . Total alcohol per of women of
dying from Suicide . . ) Adolescent Adolescent
. capita (15 years Road traffic reproductive age . .
any of CVD, mortality . " : birth rate” birth rate"
. . of age) mortality rate who have their
cancer, diabetes, rate* (per - : (per 1000 (per 1000
consumption (per 100 000 need for family
CRD between 100 000 . . . e women aged women aged
; (litres of pure population)  planning satisfied
age 30 and exact  population) . 15-19 years) 10-14 years)
alcohol) with modern

age 70 (%) methods™ (%)

Data type C:STIF::;::S[Q Cssr?iz::::e C:::i;r):‘z;:::e c:;;‘::;:::e Primary data Primary data Primary data
Member State 2019 2019 2019 2019 20122020 20122020 2012-2020
Afghanistan 353 41 <01 159 42.2% 620 0.2
Albania M4 43 6.8 n7 6.3 14.2 03
Algeria 139 25 0.6 209 772 120 0.0
Andorra - - 123 - - 27 0.0
Angola 222 61 78 261 298 163.0 107
Antigua and Barbuda 175 04 94 0.0 - 304 03
Argentina 157 84 95 141 - 409 11
Armenia 199 33 47 20.0 40.2° 189 0.0
Australia 86 125 104 49 - 87 01
Austria 104 146 19 4.9 - 52 0.0
Azerbaijan 272 41 10 6.7 - 422 0.0
Bahamas 199 35 48 77 - 290 03
Bahrain 161 89 1 52 - 125 0.0
Bangladesh 189 37 0.0 153 774> 74.0 09
Barbados 16.0 0.6 104 82 69.9% - -
Belarus 238 212 1.0 76 73.0% n7 0.0
Belgium 10.6 183 10.8 58 - 51 0.0
Belize 16.5 71 64 226 64.9 554 10
Benin 226 78 22 268 280 108.0 18
Bhutan 185 4.6 0.2 16.2 - 80 0.0
Bolivia (Plurinational State of) 179 62 39 211 503 710 -
Bosnia and Herzegovina 187 109 78 135 219% 101 0.0
Botswana 270 161 6.6 264 - 533 03
Brazil 155 69 73 16.0 - 491 26
Brunei Darussalam 185 27 0.5 75 - 99

Bulgaria 242 97 125 92 - 393 15
Burkina Faso 239 75 1.0 310 526 1237 26
Burundi 250 6.2 /5 B5i5) 396 582 07
Cabo Verde 174 129 6.4 268 - 574 10
Cambodia 225 4.8 78 196 56.5 30.0 01
Cameroon 239 9.0 55 302 449 1222 29
Canada 96 1.8 88 53 - 6.5 01
Central African Republic 36.0 23 17 377 276 1844 80
Chad 227 64 13 324 752 1385 39
Chile 10.0 9.0 89 149 - 226 0.6
China 159 81 6.0 174 - 61 -
Colombia 97 39 55 154 86.6 526 22
Comoros 206 54 1 266 2838 380 -
Congo 226 65 92 297 432 m3 25
Cook Islands - - 109 - - 419 03
Costa Rica 95 81 41 14.8 80.8 333 13
Céte d'lvoire 217 89 30 241 435 8.8 50
Croatia 161 6.4 87 79 - 88 01
Cuba 6.6 14.5 63 89 869 511 13
Cyprus 82 36 10.8 58 - 6.7 0.0
Czechia 143 122 143 59 - 99 01
Democratic People's Republic of Korea 239 94 4.2 242 89.6® 10 -
Democratic Republic of the Congo 240 6.7 1 349 330 109.0 34
Denmark 10.8 107 101 37 - 16 0.0
Djibouti 220 96 04 235 - - -

Dominica - - 72 - - - R
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39
Age-standardized
mortality rate Mortality rate Mortality
attributed to attributed to rate from
household exposure to unsafe unintentional
and ambient WASH services" poisoning*

air pollution® (per 100 000 (per 100 000

Part 2

incomer (%) incomer (%) (’:)ZLL?S:SS)O population) population)
Covtimates.  Primary data Primary data S i

2019 2012-2020 2012-2020 2016 2016 2019 Member State

37 238 56 2111 139 10 Afghanistan

62 16.7 50 680 02 03 Albania

75 497 19 07 Algeria

77 - - - - Andorra

39 355 125 1185 488 20 Angola

72 299 01 07 Antigua and Barbuda
73 96 25 266 04 04 Argentina

69 210 71 54.8 0.2 07 Armenia

87 25 04 84 <01 01 Australia

82 153 01 0.2 Austria

65 639 1 09 Azerbaijan

70 - 199 <01 02 Bahamas

n 4.9 14 401 <01 03 Bahrain

51 244 84 149.0 19 03 Bangladesh

74 164 38 311 02 07 Barbados

74 135 0.6 60.7 <01 33 Belarus

85 157 03 04 Belgium

67 6.2 31 686 10 04 Belize

38 55 10 2050 597 26 Benin

62 4.0 18 1245 39 0.2 Bhutan

67 4.6 0.8 637 56 0.6 Bolivia (Plurinational State of)
65 82 14 79.8 <01 04 Bosnia and Herzegovina
54 1013 18 18 Botswana

75 1.8 19 299 10 01 Brazil

77 - 133 <01 <01 Brunei Darussalam
70 213 31 618 01 0.5 Bulgaria

43 31 04 206.2 496 31 Burkina Faso

44 33 04 1799 654 32 Burundi

69 995 41 04 Cabo Verde

61 179 49 149.8 6.5 0.5 Cambodia

4b 107 18 2081 452 26 Cameroon

89 35 0.8 70 04 03 Canada

32 2Nn9 821 28 Central African Republic
28 - 2801 101.0 35 Chad

80 146 21 253 02 04 Chile

82 24.0 92 27 0.6 18 China

78 82 22 370 08 01 Colombia

44 88 16 1724 50.7 24 Comoros
40 1307 387 13 Congo

S4 - - - - Cook Islands

78 74 11 233 09 01 Costa Rica

45 24 34 2691 472 25 Céte d'lvoire

73 355 01 04 Croatia

80 495 10 0.2 Cuba

79 147 16 201 03 03 Cyprus

78 - 296 0.2 04 Czechia

68 2072 14 14 Democratic People’s Republic of Korea
39 4.8 06 1639 59.8 20 Democratic Republic of the Congo
85 132 03 <01 Denmark

48 15 03 159.0 313 25 Djibouti

67 Dominica

29
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34 35 36 37
- Proportion
P:i?/li):;l;:‘?n?f Suicide Tot.al e . g women o Adolescent Adolescent
any of CVD, mortality i e e Road.trafﬁc % IS I age birth rate” birth rate"
cancer, diabetes, rate* (per g age). . e UL th“?lr (per 1000 (per 1000
CRD between 100 000 c9nsumpt|on e 100.000 neec! el faf"'.Ly women aged women aged
age 30 and exact  population) L el D) plan.nlng iRk 15-19 years) 10-14 years)
age 70 (%) alcohol) with modern
methods™ (%)
Data type c:;:i’:;:ile C::;F::::SLG C:;’:ipr:;::sle C:;:i’:;::)sle Primary data Primary data Primary data
Member State 2019 2019 2019 2019 2012-2020 2012-2020 2012-2020
Dominican Republic 191 49 6.7 64.6 817 510 0.8
Ecuador 1.0 76 33 201 79.4% 584 22
Egypt 280 30 01 101 80.0* 469 0.5
El Salvador 107 6.0 41 209 80.0 518 20
Equatorial Guinea 221 79 69 272 -
Eritrea 268 109 21 379 -
Estonia 149 149 10.8 4.5 - 85 01
Eswatini 35.2 294 88 335 829 871 12
Ethiopia 71 54 22 282 636 735 0.5
Fiji 377 9.0 37 135 231 01
Finland 96 153 107 39 41 0.0
France 10.6 138 122 51 - 75 01
Gabon 213 84 81 239 44.0 91.0 -
Gambia 211 4.8 34 296 39.7% 64.8 11
Georgia 249 92 95 24 50.5% 273 0.0
Germany 121 123 128 38 69 01
Ghana 225 6.6 28 257 404 78.0 07
Greece 125 51 10.5 83 87 04
Grenada 233 07 9.0 80 359 11
Guatemala 16.5 59 16 229 661 633 17
Guinea 249 70 1 297 377 120.0 44
Guinea-Bissau 249 70 55 322 60.0% 84.0 16
Guyana 292 403 53 223 515 649 13
Haiti 313 96 30 18.8 454 54.8 13
Honduras 187 21 39 161 76.0 971 25
Hungary 221 6.6 m 77 211 0.2
Iceland 87 19 92 20 - 4b 0.0
India 219 127 56 156 72.8 122 0.2
Indonesia 248 24 02 n3 770 36.0 03
Iran (Islamic Republic of) 4.8 52 10 215 - 276 05
Iraq 235 36 04 273 53.7%° 70.0 16
Ireland 97 96 127 31 57 0.0
Israel 88 53 4h 39 83 0.0
Italy 9.0 67 80 53 37 0.0
Jamaica 169 24 42 151 517 0.0
Japan 83 153 101 36 - 28 0.0
Jordan 153 16 0.5 170 56.7% 270 04
Kazakhstan 224 176 50 127 73.2%° 246 0.0
Kenya 210 61 21 283 Thit 811 07
Kiribati 50.8 283 23 19 5371 506 18
Kuwait 19 29 0.0 154 - 6.2 0.0
Kyrgyzstan 203 74 4.9 127 64.6 34.0 0.0
Lao People’s Democratic Republic 2638 54 121 179 723 834 26
Latvia 216 201 132 81 10.8 0.0
Lebanon 199 28 15 164 - n7 -
Lesotho 427 724 51 319 828 90.8 01
Liberia 178 4h 54 389 41.0% 128.0 38
Libya 186 45 <01 213 24.0% 109 -
Lithuania 193 261 128 81 101 01
Luxembourg 97 n3 24 41 - 38 0.0
Madagascar 26.0 55 20 292 659 150.8 6.9
Malawi 226 54 41 334 739 1018 28
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Annex 2. Country, WHO region and global health estimates

39
Age-standardized

mortality rate Mortality rate Mortality

attributed to attributed to rate from
household exposure to unsafe unintentional

and ambient WASH services" poisoning*

air pollution® (per 100 000 (per 100 000

income® (%) income? (%) (’:)il;a-:.l(l)g:igr?)o FRREEER Rl ¢:
—
Il
e pimywn  pimyes  Cmrble Gl Conpant -
2019 2012-2020 2012-2020 2016 2016 2019 Member State
66 82 09 430 22 04 Dominican Republic
80 10.3 24 245 0.6 03 Ecuador
70 31 61 1089 20 02 Egypt
76 17 03 419 20 0.2 El Salvador
43 - 777 223 16 Equatorial Guinea
50 1737 456 33 Eritrea
78 250 <01 0.6 Estonia
58 50 13 1370 279 33 Eswatini
38 2] 03 T4bb 437 23 Ethiopia
61 99.0 29 03 Fiji
83 6.7 07 72 <01 04 Finland
84 97 03 03 France
49 38 07 76.0 206 13 Gabon
48 0.2 <01 2370 297 1.8 Gambia
65 312 97 1018 0.2 06 Georgia
86 16.0 06 03 Germany
45 13 01 2038 18.8 17 Ghana
78 16.9 16 276 <01 0.2 Greece
70 - 453 03 <01 Grenada
57 M4 38 738 63 16 Guatemala
37 70 12 2433 44.6 23 Guinea
37 2147 353 23 Guinea-Bissau
74 - 107.8 36 <01 Guyana
47 ) 4.0 184.3 238 14 Haiti
63 - 60.7 36 05 Honduras
73 388 02 05 Hungary
87 - 87 01 1.0 Iceland
61 173 6.5 184.3 186 03 India
59 45 09 24 71 03 Indonesia
77 153 35 509 10 10 Iran (Islamic Republic of)
55 37 09 751 30 0.2 Iraq
83 19 <01 03 Ireland
84 107 18 154 0.2 <01 Israel
83 150 01 03 Italy
70 254 0.6 <01 Jamaica
85 10.5 19 19 02 0.2 Japan
60 - 512 06 05 Jordan
76 25 01 627 04 19 Kazakhstan
56 50 13 781 512 24 Kenya
51 140.2 6.7 26 Kiribati
70 - 103.8 <01 04 Kuwait
70 35 07 107 08 09 Kyrgyzstan
50 - - 1885 13 06 Lao People’s Democratic Republic
72 214 57 413 <01 12 Latvia
72 266 6.3 514 08 0.6 Lebanon
48 1776 Lb b 52 Lesotho
42 6.8 11 170.2 415 17 Liberia
60 719 06 0.8 Libya
70 34.0 <01 17 Lithuania
86 35 0.3 e <01 0.2 Luxembourg
35 29 0.6 159.6 302 2] Madagascar
48 4b 10 15.0 283 17 Malawi
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34 35 36 37
- Proportion
P:i?/li)::l;:‘?n?f Suicide Tot.al e . g women o Adolescent Adolescent
any of CVD, mortality i e e Road.trafﬁc % IS I age birth rate” birth rate"
cancer, diabetes, rate* (per =i age). . sl i UL th?"’ (per 1000 (per 1000
CRD between 100 000 cgnsumphon e 100.000 neec! el fam'!'y women aged women aged
age 30 and exact  population) L el D) plan.nlng iRk 15-19 years) 10-14 years)
age 70 (%) alcohol) with modern
methods™ (%)
Data type C:;:i;:;:;le C::;i;:?;:::e C:;’:i;r):ar::sle C:;:i;:;:;le Primary data Primary data Primary data
Member State 2019 2019 2019 2019 20122020 20122020 2012-2020
Malaysia 184 57 09 225 - 86 01
Maldives 16 27 28 16 292 59 01
Mali 223 41 13 227 412 164.0 6.8
Malta 10.5 61 83 41 120 01
Marshall Islands - - - - -
Mauritania 161 31 0.0 256 30.4% 84.0 84
Mauritius 232 95 48 122 40.8* 237 06
Mexico 156 53 50 128 798 705 0.8
Micronesia (Federated States of) 463 282 25 02 -
Monaco - - - - - -
Mongolia 350 179 59 210 636 269 01
Montenegro 223 210 122 76 329 96 01
Morocco 241 72 0.5 170 72.0* 225 0.0
Mozambique 306 136 27 30.0 555 180.0 55
Myanmar 249 29 21 204 749 213 01
Namibia 226 97 31 348 804 639 4.0
Nauru - 42 - - 94.0 -
Nepal 215 9.0 0.6 163 619 630 04
Netherlands 103 18 97 40 25 0.0
New Zealand 103 1.0 107 96 - 26 0.0
Nicaragua 153 43 51 169 89.8% 1026 -
Niger 210 53 0.5 255 455% 154.0 4.0
Nigeria 169 35 6.2 207 356 106.0 20
Niue 929 - - -
North Macedonia 227 94 6.4 51 29.6% 156 03
Norway 87 18 71 21 - 23 0.0
Oman 215 4.8 09 106 39.6% 75 01
Pakistan 294 89 03 130 48.6% 54.0 04
Palau - - 338 0.0
Panama 10.7 29 78 139 652 678 26
Papua New Guinea 36.0 30 2] 126 492 68.0 11
Paraguay 16.0 6.0 70 220 789 720 07
Peru 97 28 6.8 136 66.6* 497 0.8
Philippines 245 21 70 120 56.0 356 05
Poland 170 13 19 94 94 0.0
Portugal 1.0 mn5 121 82 - 76 01
Qatar 107 58 15 73 68.9% 72 0.0
Republic of Korea 73 286 85 86 09 0.0
Republic of Moldova 241 4.7 129 73 639 184 01
Romania 210 97 123 103 372 14
Russian Federation 24.2 251 105 120 16.2 01
Rwanda 202 56 80 294 629 318 03
Saint Kitts and Nevis 6.3 - - - -
Saint Lucia 177 79 96 298 72.0% 253 0.9
Saint Vincent and the Grenadines 207 10 72 74 - 472 07
Samoa 312 126 28 13.0 3942 54.9 04
San Marino - 0.0
Sao Tome and Principe 210 15 58 279 577 861 04
Saudi Arabia 209 6.0 0.0 359 - - -
Senegal 195 6.0 07 235 532 73 09
Serbia 220 M4 89 75 384 120 03
Seychelles 211 81 88 n3 683 11
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39
Age-standardized

mortality rate Mortality rate Mortality

attributed to attributed to rate from
household exposure to unsafe unintentional

and ambient WASH services" poisoning*

air pollution® (per 100 000 (per 100 000

income® (%) income? (%) (’:)irp-:.l(l)g:igr?)o FRREEER Rl ¢:
—
©
e pimywn  pimyes  Cmrble Gl Conpant -
2019 2012-2020 2012-2020 2016 2016 2019 Member State
76 15 01 474 04 07 Malaysia
69 10.3 41 256 03 <01 Maldives
42 21 <01 2091 707 29 Mali
81 159 28 202 <01 01 Malta
62 - - - - - Marshall Islands
40 n7 30 169.5 386 15 Mauritania
65 82 19 383 0.6 0.8 Mauritius
74 16 02 36.7 11 04 Mexico
48 - 151.8 36 09 Micronesia (Federated States of)
85 - - - Monaco
63 72 13 1559 13 28 Mongolia
67 103 08 786 <01 06 Montenegro
73 205 6.4 491 19 07 Morocco
47 16 04 10.0 276 37 Mozambique
61 27 35 1564 126 13 Myanmar
62 15 03 145.0 183 19 Namibia
54 - - - Nauru
53 107 21 1938 19.8 17 Nepal
86 - 137 02 01 Netherlands
86 72 01 02 New Zealand
70 247 91 557 22 03 Nicaragua
37 65 09 2518 708 33 Niger
4b 15.8 41 3074 686 33 Nigeria
55 - - - Niue
68 - 822 <01 05 North Macedonia
86 86 02 03 Norway
69 - 539 <01 09 Oman
45 45 0.5 1736 19.6 1.6 Pakistan
59 - - - - Palau
77 62 07 258 19 <01 Panama
33 152.0 163 14 Papua New Guinea
61 71 19 575 15 0.2 Paraguay
78 84 11 639 13 04 Peru
55 6.3 14 185.2 4.2 02 Philippines
74 141 13 379 <01 0.5 Poland
84 9.8 02 03 Portugal
74 - - 474 <01 03 Qatar
87 120 29 205 18 02 Republic of Korea
67 187 36 783 <01 55 Republic of Moldova
vl 134 22 593 04 19 Romania
75 77 09 494 01 38 Russian Federation
54 1 01 1214 193 17 Rwanda
72 - - - - Saint Kitts and Nevis
72 6.6 19 30.0 0.6 01 Saint Lucia
73 476 13 <01 Saint Vincent and the Grenadines
53 85.0 15 04 Samoa
82 - - - - San Marino
60 4.8 1 1624 T4 07 Sao Tome and Principe
73 13 0.6 837 <01 0.8 Saudi Arabia
49 160.7 239 19 Senegal
n 81 0.5 625 07 03 Serbia
70 26 13 493 02 05 Seychelles
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34 35 36 37
- Proportion
Prol?ablllty o .. Total alcohol per of women of
dying from Suicide . . . Adolescent Adolescent
. capita (215 years Road traffic reproductive age . )
any of CVD, mortality . % : birth rate” birth rate"
. N of age) mortality rate who have their
cancer, diabetes, rate* (per . : (per 1000 (per 1000
consumption (per 100 000 need for family
CRD between 100 000 (litres of lation) lanni isfieq  Women aged women aged
" pure population planning satisfie v .
age 30 and exact  population) . 15-19 years) 10-14 years)
age 70~ (%) alcohol) with modern
9 methods™ (%)
Comparable Comparable Comparable Comparable . . .
Data type estilr)nates esti?nates estirr)nates esti‘r)nates Primary data Primary data Primary data
Member State 2019 2019 2019 2019 2012-2020 2012-2020 2012-2020
Sierra Leone 235 67 53 330 530 102.0 39
Singapore 95 n2 20 21 21 0.0
Slovakia 155 121 ni 6.1 269 03
Slovenia N4 19.8 121 51 - 43 01
Solomon Islands 392 147 17 165 38.0% 78.0 -
Somalia 304 79 0.0 274 27 1180 12
South Africa 241 235 95 222 797 439 12
South Sudan 16.8 39 - 367 -
Spain 96 77 227 39 - 6.0 01
Sri Lanka 132 4.0 29 197 74.3% 210 0.0
Sudan 228 38 - 268 301 86.8 23
Suriname 227 254 74 153 575 55.8 20
Sweden 84 147 9.0 31 86.7 34 0.0
Switzerland 79 4.5 n2 22 20 0.0
Syrian Arab Republic 221 20 02 4.9 - - -
Tajikistan 283 43 09 157 527 456 0.0
Thailand 137 88 85 322 882 317 0.0
Timor-Leste 199 37 05 n9 459 419 04
Togo 239 88 27 287 396 79.0 15
Tonga 248 38 04 330 499% 0.0
Trinidad and Tobago 171 87 6.5 93 - -
Tunisia 157 33 20 165 62.7* 63 0.0
Tiirkiye 156 24 18 6.7 60.1° 147 0.0
Turkmenistan 277 57 31 135 79.6* 224 0.0
Tuvalu - - 13 - - 438 0.0
Uganda 212 46 125 294 551 1279 1
Ukraine 255 216 83 10.2 68.0% 147 01
United Arab Emirates 185 6.4 38 89 - 37 0.0
United Kingdom 103 79 M4 32 86.5%0 109 0.0
United Republic of Tanzania 174 43 120 311 551 1389 15
United States of America 136 161 10.0 227 784% 167 03
Uruguay 16.5 212 69 14.8 326 07
Uzbekistan 253 80 26 n7 - 189 0.0
Vanuatu 397 18.0 21 4.9 50.7%° 810 -
Venezuela (Bolivarian Republic of) 14.8 20 36 390 - 838 32
Viet Nam 212 75 79 306 69.6 29.0 0.0
Yemen 276 58 <01 294 40.5% 672 10
Zambia 246 73 45 205 659 1350 29
Zimbabwe 284 141 45 412 84.8 1079 1
WHO region 2019 2019 2019 2019 2020 2015-2020
African Region 20.8 69 48 272 56.3 1021 -
Region of the Americas 14.0 96 76 153 823 499 -
South-East Asia Region 216 101 43 158 751 261 -
European Region 163 128 95 T4 766 7 -
Eastern Mediterranean Region 245 58 0.5 178 613 465 -
Western Pacific Region 156 87 65 164 872 T4k -
Global 17.8 9.2 5.8 167 767 425 -
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Annex 2. Country, WHO region and global health estimates

39
Age-standardized
mortality rate Mortality rate Mortality
attributed to attributed to rate from
household exposure to unsafe unintentional
and ambient WASH services" poisoning*

air pollution® (per 100 000 (per 100 000

income® (%) income? (%) (’:)irp-:.l(l)g:igr?)o FRREEER Rl ¢:
—
©
e payama  pinayans  Comrde Comple  Comntle -
2019 2012-2020 2012-2020 2016 2016 2019 Member State
39 164 30 3241 813 28 Sierra Leone
86 9.0 15 259 <01 <01 Singapore
77 26 <01 335 <01 0.5 Slovakia
80 37 03 226 <01 0.2 Slovenia
50 - 1370 6.2 23 Solomon Islands
27 01 0.0 2128 86.6 4.9 Somalia
67 10 01 86.7 137 17 South Africa
32 134 4.0 1651 633 23 South Sudan
86 79 11 99 0.2 04 Spain
67 S4 09 798 12 04 Sri Lanka
44 - 1849 173 17 Sudan
67 4.9 14 56.7 20 03 Suriname
87 - 72 02 0.2 Sweden
87 101 01 02 Switzerland
56 - - 75.2 37 06 Syrian Arab Republic
66 10.2 22 1293 27 04 Tajikistan
83 19 03 615 35 0.2 Thailand
53 26 0.6 139.8 99 04 Timor-Leste
4b 134 24 2496 416 19 Togo
56 733 14 1 Tonga
73 39 19 386 01 01 Trinidad and Tobago
70 167 24 561 10 07 Tunisia
79 32 04 46.6 03 04 Tiirkiye
73 793 4.0 06 Turkmenistan
52 - - - - - Tuvalu
50 153 38 1557 316 17 Uganda
73 83 11 707 03 25 Ukraine
78 04 547 <01 04 United Arab Emirates
88 23 04 138 02 03 United Kingdom
46 43 0.8 139.0 384 20 United Republic of Tanzania
83 4.3 08 133 0.2 05 United States of America
79 23 02 175 04 0.5 Uruguay
7 - 811 04 08 Uzbekistan
52 1356 104 07 Vanuatu
70 346 14 02 Venezuela (Bolivarian Republic of)
70 85 17 645 16 09 Viet Nam
4b 15.8 4.2 194.2 10.2 18 Yemen
55 1272 349 26 Zambia
55 18 70 1330 246 Bi5] Zimbabwe
2019 2017 2017 2016 2016 2019 WHO region
46 84 20 180.9 458 25 African Region
77 71 13 297 11 04 Region of the Americas
61 152 S4 165.8 154 03 South-East Asia Region
79 69 10 363 03 1 European Region
57 126 25 1250 10.6 1 Eastern Mediterranean Region
80 202 6.4 102.8 10 14 Western Pacific Region
67 132 38 14 n7 1 Global
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Table 3. Annex 2-3
3a 3b
Measles- Total net official  Proportion of
Diphtheria- - Human development health facilities
Age- containing- Pneumococcal . . . .
. tetanus- . . papillomavirus assistance with a core
standardized ; vaccine second-  conjugate 3rd .
pertussis (HPV) to medical set of relevant
prevalence of dose (MCV2) dose (PCV3) ) L )
(DTP3) . R . L immunization research and essential
tobacco use . L immunization immunization . L.
immunization coverage basic health medicines
among persons coverage by coverage . .
coverage . estimates sectors per available and
15 years and the nationally among 1-year itav (USS) fFordabl
older: (%) among 1-year- recommended oldt (%) among 15 year- capita* (US$S), affordable on
oldst (%) aget (%) old girlst (%) by recipient a sustainable
gSps country basis' (%)
Comparable Comparable Comparable Comparable Comparable . .
Cal s estimates estimates estimates estimates estimates TER HTEL G
Member State 2020 2020 2020 2020 2020 2020 2012-2019
Afghanistan 233 70 43 68 615
Albania 2242 98 94 92 203
Algeria 210 126
Andorra 318 99 93 96 77 -
Angola 51 41 47 106
Antigua and Barbuda - 96 78 041
Argentina 24.5 74 7 75 46 0.04
Armenia 255 91 94 92 8 321
Australia 1362 95 94 97 66
Austria 264 85 84 -
Azerbaijan 240 79 79 79 0.59
Bahamas 10.6 83 83 83 4 -
Bahrain 14.9% 98 99 99
Bangladesh 347 98 93 99 281
Barbados 85 85 78 86 7
Belarus 305« 97 98 038
Belgium 234 97 85 94
Belize 8.5 79 87 n 371
Benin 69 72 68 580
Bhutan 95 92 90 81 211 -
Bolivia (Plurinational State of) 27 68 46 68 24 228 237r
Bosnia and Herzegovina 35.0% - 446
Botswana 194 95 66 90 308
Brazil 128 77 44 79 72 017
Brunei Darussalam 16.2% 99 97 86
Bulgaria 39.0% 91 84 85 2 - -
Burkina Faso 143 91 7 91 6.34 0.0
Burundi 1.8 93 83 93 809 0.0
Cabo Verde M4 93 86 976
Cambodia 211 92 80 90 107
Cameroon 73 69 28 69 373
Canada 130 91 83 84 87 -
Central African Republic 42 40 9.21
Chad 83 52 51 -
Chile 29.2 93 83 89 7t - 36.4%
China 25.6 99 99 0.06 -
Colombia 85 88 88 89 34 040 8.3
Comoros 203 87 1756
Congo 4.5 73 29 7 367 0.0™
Cook Islands 24.0%9 - -
Costa Rica 88 95 93 95 77 095
Céte d'lvoire 94 80 79 3 651
Croatia 36.9% 94 9
Cuba 179 99 98 097
Cyprus 351
Czechia 30.7% 97 90 -
Democratic People's Republic of Korea 1742 97 99 036
Democratic Republic of the Congo 128 57 58 670
Denmark 17.5% 97 90 96 70



Annex 2. Country, WHO region and global health estimates

3¢ 3d 1la
Domestic
Proportion of general
Densityof  Density of .  avengeof 3 Lo e P hentth
medical nursing R Den5|.ty o Den5|t¥ o IriEeriie Feri=l infections due  to Escherichia expenditure
doctors® L L R [BAEMTEEELT Healt.h methicillin- coli resistant ~ (GGHE-D) as
(per 10 000 SRS (per 10 900 (per 10 (.)OO Regulatlor}s resistant to 3rd- percentage
population) (per 10 900 population) population)  core capacity Staphylococeus  generation of general
population) SCOES) aureus’ (%)  cephalosporin¥  government
(%) expenditure
(GGE) (%)
. . . . . . . Comparable o
Primary data Primary data  Primary data  Primary data Primary data  Primary data  Primary data estimates E
2012-2020 2012-2020 2012-2020 2012-2020 2021 2020 2020 2019 Member State =
25 4.5 07 03 41 - - 39 Afghanistan
188 60.5 103 10.8 - - - - Albania
172 155 37 45 77 - - 107 Algeria
333 401 82 101 - - - 165 Andorra
21 41 05 07 40 - - S4 Angola
277 90.8 04 - 52 - - 13 Antigua and Barbuda
406 26.0 153 - 65 38 21 155 Argentina
44.0 495 56 0.5 84 - - 57 Armenia
413 134 6.2 9.0 88 18 3 162 Australia
529 1056 57 72 7 5 9 157 Austria
317 643 27 20 - - - 39 Azerbaijan
194 457 26 - 55 - - 153 Bahamas
93 249 10 16 80 34 59 72 Bahrain
6.7 4.9 07 18 61 0 7 30 Bangladesh
249 306 31 - - - - 106 Barbados
454 10.0 6.2 36 94 - - 1.0 Belarus
60.8 2008 1.0 198 - 7 10 157 Belgium
10.8 234 14 6.8 46 - - 122 Belize
06 30 <01 03 39 - - 37 Benin
50 20.8 09 07 43 2 54 104 Bhutan
103 156 18 22 56 - - 137 Bolivia (Plurinational State of)
216 573 24 13 - 23 24 154 Bosnia and Herzegovina
38 546 07 22 34 - - 143 Botswana
231 74.0 64 6.8 87 - - 10.5 Brazil
161 59.0 25 17 - 13 17 6.8 Brunei Darussalam
421 479 14.0 84 7 - - 16 Bulgaria
09 93 <01 02 S4 100 64 96 Burkina Faso
07 6.5 <01 01 38 - - 85 Burundi
83 130 22 32 57 - - 104 Cabo Verde
19 101 09 03 57 68 74 70 Cambodia
13 36 01 <01 41 - - 0.6 Cameroon
244 no7 6.6 1 97 - - 186 Canada
07 26 <01 <01 31 - - 4.8 Central African Republic
06 20 <01 <01 40 - - 52 Chad
284 435 14.0 61 72 - - 181 Chile
223 308 4.5 32 94 - - 88 China
233 4.6 10.5 18 69 - - 16.9 Colombia
26 148 04 07 41 - - 41 Comoros
10 97 <01 03 51 - - 35 Congo
141 80.0 34 06 - - - 79 Cook Islands
330 380 15 19 67 - - 241 Costa Rica
16 66 01 04 20 72 90 55 Cote d'Ivoire
347 812 122 72 75 50 8 121 Croatia
84.2 756 167 - - - - 159 Cuba
314 525 80 6.5 63 50 52 99 Cyprus
415 893 73 72 - 9 3 154 Czechia
368 44.5 22 4.0 77 - - - Democratic People’s Republic of Korea
38 11 <01 02 43 - - 4t Democratic Republic of the Congo
422 1054 72 54 95 2 7 16.8 Denmark
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3a 3b
Measl Total net official  Proportion of
A Diphtheria- eta§ 5 p L Human development health facilities
+ dge&' d tetanus- con a|n|ng-d neymoso;cz; papillomavirus assistance with a core
standardize pertussis VEIEIIZEASE | - GRS Sl (HPV) to medical set of relevant
prevalence of ( ) dose (MCV2) dose (PCV3) . - h and ial
tobacco use ) immunization immunization [Py research an CEEE
immunization b coverage basic health medicines
aTsong perso;s coverage t}c]over:.ge l{ cover.?ge estimates sectors per available and
lydearss(;n) among l-year- ©na |onz )c/i amolr;? (()—/y)ear among 15 year-  capita® (USS), affordable on
e oldst (%) recomr:\(e(z;) € ° ’ old girlst (%) by recipient a sustainable
CRIAS country basis' (%)
Comparable Comparable Comparable Comparable Comparable . .
BEBERE estimates estimates estimates estimates estimates AR TR
Member State 2020 2020 2020 2020 2020 2020 2012-2019
Djibouti 70 60 70 14.02
Dominica - 97 90 69 1342
Dominican Republic 106 82 55 69 7 0.84 -
Ecuador n3 70 70 76 36 067 50.0*
Egypt 243 94 A 033
El Salvador 79% 72 56 78 200
Equatorial Guinea 53 0.59
Eritrea 75 95 85 95 618
Estonia 297 91 87 55 -
Eswatini 92 83 70 83 324
Ethiopia 51 7 46 67 76 317
Fiji 237 99 94 99 89 1373
Finland 216 91 93 89 -
France 3342 33
Gabon - 63 313
Gambia 11 1537
Georgia 317 88 77 82 22 199
Germany 22,0 93 93 83 43 -
Ghana 35 94 79 95 4.09 125
Greece 335 99 83 96 -
Grenada 72 79 32 9.26
Guatemala 109 83 79 86 20 145 -
Guinea 47 540 1257
Guinea-Bissau 9.0 Th T4 1544
Guyana 121 99 97 89 25 199
Haiti 77 51 41 51 6.25
Honduras - 80 79 80 47 717
Hungary 3184 99 99 99
Iceland 12.0% 93 93 93 91 -
India 272 85 81 21 026
Indonesia 376 77 49 4 7 050
Iran (Islamic Republic of) 136 99 98 027
Iraq 185 74 93 0 198
Ireland 20.8 94 86 77
Israel 212 98 9% 94 55
Italy 237 94 86 91 27
Jamaica 94 96 89 3 149
Japan 201 96 95 95 1
Jordan 348 77 90 129
Kazakhstan 232 88 91 89 039
Kenya n1 89 49 90 16 4,02
Kiribati 40.6% 92 57 91 5892
Kuwait 179 - - -
Kyrgyzstan 254 87 93 90 377 0.0
Lao People’s Democratic Republic 318 79 47 77 861 253
Latvia 370 99 94 91 57 -
Lebanon 382 7 64 74 1230 525
Lesotho 243 87 69 87 2.88
Liberia 82 65 30 65 8 10.02
Libya - 73 72 73 477
Lithuania 320 91 91 83 68 -
Luxembourg 217 99 90 96
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3.c 3d 1la
Domestic
Proportion of general
. Proportion of  bloodstream overnment
Densi!:y i n?li:i?;yac::i Density of Density of 'IQr:Iteerrigaiigir:\: .blo’c)u?.stream infection.d.u.e ) heaLi.:h
medical L . . infections due  to Escherichia expenditure
doctors” e e CETEE P AEREE R Healt'h methicillin- coli resistant (GGHE-D) as
(per 10 000 el (per 10 (.)00 (per 10 (,)OO Regulatlor.\s resistant to 3rd- percentage
population) (per 10 900 population)  ~ population) ~core capacity Staphylococcus  generation of general
population) LG aureus’ (%)  cephalosporin’  government
(%) expenditure
(GGE)* (%)
Primary data Primary data Primary data  Primary data Primary data  Primary data  Primary data CZ:;F;:::SLQ
2012-2020 2012-2020 20122020 2012-2020 2021 2020 2020 2019 Member State "'t)
22 73 02 23 41 0 0 43 Djibouti &
1.0 610 11 63 - 76 Dominica
14.5 146 23 12 65 - 163 Dominican Republic
222 251 30 04 66 - 133 Ecuador
75 193 20 46 86 100 90 47 Egypt
287 183 87 6.5 94 - 16.9 El Salvador
40 31 <01 34 - 39 Equatorial Guinea
0.8 44 05 13 41 - 24 Eritrea
347 66.1 9.8 72 - 129 Estonia
14 251 02 04 41 2 - 10.0 Eswatini
1 78 <01 0.5 72 60 67 4.8 Ethiopia
86 396 12 1 S4 - 83 Fiji
464 2231 10.8 192 85 1 7 138 Finland
327 178 6.5 106 86 2 10 151 France
6.5 211 02 11 33 - 96 Gabon
0.8 9.5 <01 <01 44 - 4ty Gambia
511 555 6.2 09 63 20 44 94 Georgia
44.3 1419 85 6.6 85 6 10 201 Germany
17 362 02 04 46 64 6.5 Ghana
631 373 129 109 7 41 25 79 Greece
44 62.8 20 68 - 94 Grenada
24 224 25 12 45 - 176 Guatemala
22 58 <01 02 47 - 6.2 Guinea
20 79 <01 <01 46 - 28 Guinea-Bissau
4.2 353 07 0.6 93 - 103 Guyana
23 4.0 02 03 S4 - 54 Haiti
50 73 03 58 - 1 Honduras
60.6 69.2 74 84 68 - 94 Hungary
414 1678 85 61 76 - 164 Iceland
74 175 16 87 84 65 87 34 India
6.2 395 12 09 64 36 76 87 Indonesia
158 208 4.5 29 86 44 69 214 Iran (Islamic Republic of)
97 239 35 41 46 86 95 6.0 Iraq
349 1798 6.7 137 66 4 n 203 Ireland
363 199 7 99 - 121 Israel
395 627 84 121 72 37 29 132 Italy
53 94 09 02 88 - 133 Jamaica
248 n9.5 80 189 98 36 21 242 Japan
266 335 78 104 52 58 65 128 Jordan
407 729 29 81 88 - 82 Kazakhstan
16 n7 02 02 57 25 0 83 Kenya
20 383 07 03 64 - 74 Kiribati
234 46.8 6.7 49 83 100 100 89 Kuwait
221 56.0 19 04 41 - 71 Kyrgyzstan
35 19 08 23 38 50 51 4.7 Lao People’s Democratic Republic
340 443 71 87 69 4 33 104 Latvia
221 167 10.2 129 66 35 56 34 Lebanon
47 326 02 19 37 - 88 Lesotho
05 19.5 <01 22 S4 13 40 4.0 Liberia
209 653 88 6.0 45 83 62 - Libya
50.8 100.8 14.0 127 82 10 16 132 Lithuania
301 1217 98 70 60 3 m 109 Luxembourg
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3a 3b
Measl Total net official  Proportion of
Diphtheria- casies Human development health facilities
Age- containing- Pneumococcal ill . . ith
standardized WS ELE: vaccine second-  conjugate 3rd paplfiomavirus e CLLDEIEEE
pertussis (HPV) to medical set of relevant
prevalence of dose (MCV2) dose (PCV3) . o :
(DTP3) . - . L immunization research and essential
tobacco use . L immunization immunization . ..
immunization coverage basic health medicines
among persons coverage by coverage . .
15 d coverage th tionall 1 estimates sectors per available and
l)(;a:s(;r\) among T-year- ©ne |onz Yi amolr;? (()—/y)ear among 15 year-  capita® (USS), affordable on
e oldst (%) recomr:\(e(z;) € ° ° old girlst (%) by recipient a sustainable
CRIAS country basis' (%)
Comparable Comparable Comparable Comparable Comparable . .
BEBERE estimates estimates estimates estimates estimates AR TR
Member State 2020 2020 2020 2020 2020 2020 2012-2019
Madagascar 278 68 24 65 5152
Malawi 10.8 94 75 93 77 826
Malaysia 225 98 84 84 017
Maldives 252 99 96 68 6947 -
Mali 83 70 26 66 6.74 0.0
Malta 24.0% 98 99 85 -
Marshall Islands 285 17 12142
Mauritania 107 n 70 9.77
Mauritius 20.2% 93 87 86 7t 108
Mexico 131 74 78 75 5 0.07
Micronesia (Federated States of) 83 62 79 37 6223
Monaco - - -
Mongolia 294 96 96 92 793 267
Montenegro 314 84 76 1.64
Morocco 14.5 - 376
Mozambique 143 79 62 65 8.09
Myanmar 441 84 90 86 446
Namibia 151 172
Nauru 485 95 97 2169
Nepal 304 84 74 80 4.03
Netherlands 22.2% 94 89 93 63
New Zealand 137 92 91 92 67 -
Nicaragua 92 98 92 483
Niger 74 81 60 81 543
Nigeria 37 57 2 57 262
Niue 34613
North Macedonia - 84 68 30 30 142
Norway 16.2% 97 95 96 90
Oman 80 99 99 99 -
Pakistan 202 77 74 80 256
Palau 176% 96 83 75 454.31
Panama 50 74 74 74 444 209
Papua New Guinea 393 39 27 39 1244
Paraguay T.5% 79 72 82 37 862 -
Peru 87 72 52 74 16 072 69.27
Philippines 22.9% 7 68 66 5 187
Poland 24.0 90 95 62 -
Portugal 254 99 95 98 78
Qatar 1.8 82 90 70 -
Republic of Korea 20.8%
Republic of Moldova 290 86 93 72 40 292 250
Romania 280 87 75 85
Russian Federation 268 97 96 87 -
Rwanda 137 91 91 91 68 10.28
Saint Kitts and Nevis 929 99 -
Saint Lucia 86 7 7t 26.32
Saint Vl.ncent and the 97 99 0 1065
Grenadines
Samoa 253 79 L4t 5280
San Marino 89 79 82 50 -
Sao Tome and Principe 57 19.08
Saudi Arabia 4.3 95 96 95 - -
Senegal 69 91 69 92 31 613 77



Annex 2. Country, WHO region and global health estimates

3.c 3d 1la
Domestic
Proportion of general
. Proportion of  bloodstream overnment
Densi!:y i n?JiZii;yac:\fi Density of Density of ?:teerfnglaiizt\: .blozt?.stream infection.d.u.e ) heaLi.:h
medical L . . infections due  to Escherichia expenditure
doctors” e e CETEE P AEREE R Healt'h methicillin- coli resistant (GGHE-D) as
(per 10 000 el (per 10 (.)OO (per 10 (,)OO Regulatlor.\s resistant to 3rd- percentage
population) (per 10 900 population) population) core capacity Staphylococcus  generation of general
population) LG aureus’ (%)  cephalosporin’  government
(%) expenditure
(GGE)* (%)
Primary data Primary data Primary data  Primary data Primary data  Primary data  Primary data CZ:;F;:::SLQ
2012-2020 2012-2020 20122020 2012-2020 2021 2020 2020 2019 Member State "'E)
20 30 02 o1 46 - : 80  Madagascar &
05 71 <01 <01 50 61 57 87 Malawi
229 348 31 35 85 7 26 85 Malaysia
205 46.6 09 6.5 49 - - 191 Maldives
13 L4 <01 <01 44 80 61 57 Mali
286 94.8 4.8 129 73 20 2 141 Malta
42 334 12 07 - - - 10.5 Marshall Islands
19 93 05 02 34 - - 70 Mauritania
271 393 28 59 51 40 50 10.2 Mauritius
243 282 13 - 84 - - 103 Mexico
94 215 - - 43 - - S4 Micronesia (Federated States of)
751 2016 10.2 263 - - - 57 Monaco
385 421 41 6.8 79 - - 6.8 Mongolia
274 537 0.5 23 53 - - n3 Montenegro
73 139 14 26 73 - - 71 Morocco
0.8 4.8 <01 01 41 25 32 56 Mozambique
74 10.8 07 08 57 51 81 36 Myanmar
59 19.5 07 24 58 - - 107 Namibia
135 785 37 19 - - - 6.8 Nauru
85 334 13 17 44 79 73 4.0 Nepal
408 164 56 22 84 2 7 16.0 Netherlands
362 7.8 6.5 76 85 - - 87 New Zealand
16.6 155 04 19 78 - - 183 Nicaragua
03 22 <01 <01 46 - - 94 Niger
38 15.0 02 12 63 75 81 38 Nigeria
1250 - - - - - 4.8 Niue
287 379 88 - 66 100 86 136 North Macedonia
50.5 184.2 9.0 88 95 2 5 175 Norway
177 394 29 57 /5 32 79 80 Oman
12 4.8 12 15 52 70 82 49 Pakistan
177 64.6 33 28 47 - - 158 Palau
163 321 30 22 76 - - 227 Panama
07 4.5 <01 01 - - - 64 Papua New Guinea
105 16.6 16 03 56 - - 144 Paraguay
137 298 19 10 38 47 72 154 Peru
77 544 26 33 62 46 36 76 Philippines
377 687 103 97 69 15 18 1.0 Poland
54.8 741 106 94 85 - - 137 Portugal
249 720 61 89 92 32 40 6.5 Qatar
24.8 818 52 76 95 48 38 4.3 Republic of Korea
310 46.8 41 30 60 56 89 121 Republic of Moldova
298 739 80 91 - - - 127 Romania
382 623 35 04 100 29 73 102 Russian Federation
12 95 02 07 67 - - 89 Rwanda
277 422 23 - 63 - - 6.6 Saint Kitts and Nevis
6.4 315 17 4t 59 - - 82 Saint Lucia
94 701 17 . 2 . - g5 Saint Vincentand the
6.0 327 10 03 - - - 14.0 Samoa
611 821 178 6.7 - - - 234 San Marino
4.9 215 03 17 35 - - 10.8 Sao Tome and Principe
274 582 56 86 91 100 58 n1 Saudi Arabia
09 S4& 01 01 60 - - 43 Senegal
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3a 3b
Measl Total net official  Proportion of
A Diphtheria- e;a§ e p L Human development health facilities
standgreé.ized tetanus- vazSi::Isr::g\d- czs\yum:::;z papillomavirus assistance with a core
pertussis ug (HPV) to medical set of relevant
prevalence of dose (MCV2) dose (PCV3) . o )
(DTP3) . - . L immunization research and essential
tobacco use . L immunization immunization . A
immunization coverage basic health medicines
among persons coverage by coverage . .
Y — coverage T ——— A estimates sectors per available and
older* (%) among Tyear-  _ * old* (%) among 15 year-  capita® (USS), affordable on
° oldst (%) £ (%) ’ old girlst (%) by recipient a sustainable
CRIAS country basis' (%)
Comparable Comparable Comparable Comparable Comparable . .
BEBERE estimates estimates estimates estimates estimates AR TR
Member State 2020 2020 2020 2020 2020 2020 2012-2019
Serbia 39.8% 92 84 87 137
Seychelles 202 97 99 9L 24
Sierra Leone 135 el 67 91 853
Singapore 16.5%
Slovakia 31.5% 97 98 96 -
Slovenia 22.0% 95 91 70 59 -
Solomon Islands 36.5% 94 51 93 22 2822
Somalia - 42 541
South Africa 203« 84 76 83 0.81
South Sudan - 49 n72
Spain 277 98 94 88 79 - -
Sri Lanka 220 96 96 51 0.86 68.3*
Sudan 90 68 90 266 410
Suriname - 51 50 4 741
Sweden 24.0 97 95 97 82 -
Switzerland 255% 96 93 86 63 -
Syrian Arab Republic 49 53 4.04
Tajikistan 97 97 457 150
Thailand 221 97 87 0.24
Timor-Leste 392 86 78 2944
Togo 6.8 82 46 82 467
Tonga 310 99 99 6237
Trinidad and Tobago - - 0.0™
Tunisia 246 92 92 82 265
Tirkiye 307 98 93 95 035
Turkmenistan 55 98 99 23 99 0.66
Tuvalu 356 95 85 82.02
Uganda 84 89 89 30 521
Ukraine 258 81 82 0.83 19.8
United Arab Emirates - 90 92 84 29
United Kingdom 15.4%9 93 87 91 64 - -
United Republic of Tanzania 87 86 67 80 58 556 0.0
United States of America 230 93 95 82 49 -
Uruguay 215 92 91 9% 25 -
Uzbekistan 176 95 99 93 100 303
Vanuatu 17.8% 78 3394
Venezuela (Bolivarian Republic of) - 54 28 0 0.68
Viet Nam 248 94 93 126
Yemen 203 72 46 72 555 -
Zambia N 84 66 85 69 843 167
Zimbabwe n7 86 74 86 10.96
WHO region 2020 2020 2020 2020 2020 2020
African Region 103 72 36 68 7 4.65
Region of the Americas 163 81 72 76 40 0.77
South-East Asia Region 290 85 78 27 2 0.72
European Region 253 94 91 79 27 129
Eastern Mediterranean Region 186 81 76 52 <1 269
Western Pacific Region 246 95 94 6 4 0.52
Global 223 83 70 49 12 - -




Annex 2. Country, WHO region and global health estimates

3.c 3d 1la
Domestic
Proportion of general
. Proportion of  bloodstream overnment
Densi!:y i n?lizi?;yac::i Density of Density of ?:teerfng;aiigf'n;:l; .blo’cax?.stream infection.d.u.e ) heaLi.:h
medical L . . infections due  to Escherichia expenditure
doctors" e e CETEE P AEREE R Healt'h methicillin- coli resistant (GGHE-D) as
(per 10 000 el (per 10 (.)OO (per 10 900 Regulatlor-\s resistant to 3rd- percentage
population) (per 10 900 population) population) core capacity Staphylococcus  generation of general
population) LG aureus’ (%)  cephalosporin’  government
(%) expenditure
(GGE)* (%)
Primary data Primary data Primary data  Primary data Primary data  Primary data  Primary data CZST::;;::;Q
2012-2020 2012-2020 20122020 2012-2020 2021 2020 2020 2019 Member State "'E)
311 609 21 81 68 - 20 Serbia &
25 2295 4.3 128 48 - 102 Seychelles
07 75 <01 0.2 51 - 58 Sierra Leone
246 624 41 51 94 31 4.5 Singapore
356 60.5 5.2 82 64 - 128 Slovakia
328 104.6 73 73 78 - 4.2 Slovenia
19 216 07 12 51 - 104 Solomon Islands
02 1 - 33 47 - - Somalia
79 497 1 27 68 20 28 153 South Africa
04 34 <01 03 S4 - 21 South Sudan
444 614 83 24 80 - 153 Spain
1223 250 1 10 64 53 62 92 Sri Lanka
26 ns 21 03 44 100 100 56 Sudan
82 393 06 04 45 - 157 Suriname
709 1185 82 162 88 5 8 188 Sweden
438 1826 41 67 92 25 n 11 Switzerland
129 154 72 107 58 25 0 Syrian Arab Republic
172 475 16 57 - 6.6 Tajikistan
9.5 315 27 63 88 m 39 139 Thailand
76 175 <01 21 60 21 62 4.8 Timor-Leste
0.8 51 <01 03 57 - 54 Togo
9.5 454 14 08 55 - 75 Tonga
448 407 32 6.6 26 102 Trinidad and Tobago
130 251 31 23 66 4 31 26 Tunisia
193 305 39 41 - 95 Tirkiye
222 44.3 12 17 81 - 87 Turkmenistan
19 347 038 17 61 - 138 Tuvalu
15 164 <01 04 68 75 88 31 Uganda
299 66.6 6.0 03 65 18 50 77 Ukraine
260 575 6.7 121 96 43 A 74 United Arab Emirates
30.0 885 S4 84 93 4 10 197 United Kingdom
0.5 57 01 03 S4 50 75 96 United Republic of Tanzania
261 156.8 61 91 - 224 United States of America
494 722 14.5 66 - 201 Uruguay
237 128 15 04 65 - 83 Uzbekistan
17 4.2 03 12 74 - 50 Vanuatu
173 207 14 75 - 16 Venezuela (Bolivarian Republic of)
83 4.5 - 34 64 - 101 Viet Nam
53 79 0.2 1 55 n 100 Yemen
12 10.2 03 10 56 100 100 70 Zambia
20 214 02 1 59 - 87 Zimbabwe
2020 2020 2020 2020 2021 2020 2020 2019 WHO region
29 129 03 08 48 - 69 African Region
24.5 816 58 51 66 - 14.0 Region of the Americas
77 204 15 6.6 63 - 80 South-East Asia Region
36.6 834 6.2 6.5 75 - 126 European Region
12 16.5 26 33 65 - 86 Eastern Mediterranean Region
210 399 4.6 L4b 69 - 101 Western Pacific Region
164 395 33 47 64 36 47 105 Global
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Table &. Annex 2-4
22 5.2 61 6.2
Proportion of  Proportion of
ever-partnered ever-partnered
women and women and . .
. . Proportion . Proportion
girls aged girls aged Proportion
of of
Prevalence Prevalence  15-49 years 15-49 years population of population
Prevalence Prevalence of subjected to subjected to . population .
. . of . . . using . using a
of stunting of wasting . anaemiain  physicaland/ physical and/ using
L o overweight safely- hand-
in children in children " " women of or sexual or sexual safely- .
in children ) . . managed washing
under 5= under 5= reproductive  violence by violence by s managed -
under 5% drinking- N facility
(%) (%) age (15-49 a current a current sanitation .
(%) e water "4 with soap
years)*® (%)  or former or former .~ 4 services® .
P Anq services® and water®
intimate intimate ) (%) )
partner in the partner in ° °
previous 12 their lifetime™
months* (%) (%)
Data tvpe Comparable  Primary  Comparable Comparable Comparable Comparable Comparable Comparable Comparable
yp estimates data estimates estimates estimates estimates estimates estimates  estimates
Member State 2020 2012-2020 2020 2019 2018 2018 2020 2020 2020
Afghanistan 351 5w 39 426 35 46 28 38
Albania 96 16 14.6 248 6 13 7 48
Algeria 93 27 1229 333 72 8 85
Andorra - 121 91 100
Angola 377 49 35 445 25 38 - 27
Antigua and Barbuda - - - 172
Argentina 78 16 129 19 5 27 -
Armenia 91 44 10.8 173 5 10 87 69 95
Australia 21 - 185 85 3 23 - 74
Austria - - 130 4 15 99 100
Azerbaijan 163 32" 94 351 5 14 88
Bahamas - - - 14.5 - -
Bahrain 51 - 6.4% 354 99 91
Bangladesh 302 98 21 367 23 50 59 39 58
Barbados 6.6 6.8 M4 170 -
Belarus 39 - 6.8 206 6 21 95 74
Belgium 23 04 51 136 5 22 100 89
Belize 133 18 80 205 24 90
Benin 313 5.0 22 552 15 26 - 2
Bhutan 224 - 52 386 9 22 37 65 92
Bolivia (Plurinational State of) 27 20 88 244 8 42 - 53 27
Bosnia and Herzegovina 91 23 128 244 3 12 89 -
Botswana 228 - 1.0 325 7 34 -
Brazil 61 - 73 161 6 23 86 49
Brunei Darussalam 127 - 93 6.7
Bulgaria 6.4 63" 57 236 6 19 98 72
Burkina Faso 255 81 26 525 il 19 9
Burundi 576 4.8 31 385 22 40 - - 6
Cabo Verde 97 - 243 il 9 - -
Cambodia 299 97 21 471 9 19 28 - 74
Cameroon 272 4.3 96 40.6 22 39 - - 36
Canada - 18 104 3 99 84
Central African Republic 401 53w 26 468 21 29 6 14 22
Chad 350 129w 34 454 6 29 6 10 25
Chile 16 03 98 87 6 21 99 79
China 47 19 83 155 8 19 - 70
Colombia 15 6% 58 212 2 30 73 8 68
Comoros 226 n2 96 338 8 16 - -
Congo 180 82 51 488 46
Cook Islands - 271 4 33 - -
Costa Rica 86 18 81 137 7 27 81 30 86
Cote d'lvoire 178 61 28 509 16 27 35 - 22
Croatia - - 210 4 13 - 68
Cuba 70 20 10.0 193 5 4 - 37 92
Cyprus - - 136 3 6 100 77
Czechia 25 - 6.6 211 4 22 98 85
Democratic People’s Republic of Korea 182 25 19 339 66 -
Democratic Republic of the Congo 40.8 64 42 424 36 47 19 13 19
Denmark - 122 3 23 97 92
Djibouti 340 215 72 323 - 37
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6.31 6.a ne ‘ 161 GPW13
Amount of
water- and
sanitation- Proportion Annual Ade-
related official of mean ge- Prevalence
. . . Number of standardized . Age-
Proportion  development population concentra-  Mortality cases of revalence of obesity standardized
of safely assistance with tions of fine rate due to oliomyelitis P of among revalence
treated that is part of primary particulate  homicide* P P syed hvbertension children ’Z)f obesit
domestic  a government- reliance matter (per 100 b uwild yZmon and amon y
wastewater  coordinated on clean (PM2.5) 000 o{iovir . ad ltg adolescents adults ($8+
flows? (%) spending fuels and inurban  population) P L: Y (5-19 Ui |
plan?f technology® areas® WPV L[ ?:%/7)9 years)? (%) SRR,
(constant (%) (ug/m?) yearsT
2020 USS
millions)
Comparable Primary Comparable Comparable Comparable Primary  Comparable Comparable Comparable
estimate data estimates estimates estimates data estimates estimates estimates
2020 2020 2020 2016 2019 2021 2019 2016 2016 Member State ;
14029 33 636 85 1 402 31 55  Afghanistan &
3 4853 81 193 36 0 418 76 217  Albania
76 301 100 341 17 0 36.2 135 274 Algeria
100 - 100* 95 - 310 128 256  Andorra
461 50 403 92 0 387 24 82 Angola
<0.01 100~ 211 24 0 426 15 189  Antigua and Barbuda
36 3258 100 23 61 0 475 169 283  Argentina
40 15.27 98 455 38 0 473 4.8 202  Armenia
76 100 73 1.0 0 293 24 290  Australia
99 - 100 129 05 0 338 86 201 Austria
57 4860 97 232 25 0 410 49 199  Azerbaijan
100 177 381 0 445 173 316  Bahamas
96 - 100~ 633 03 0 387 172 298  Bahrain
16 27385 25 641 28 0 288 26 36 Bangladesh
100 254 n3 0 418 123 231  Barbados
56 032 100 181 27 0 492 76 245  Belarus
92 - 100 128 13 0 300 70 221  Belgium
037 82 207 373 0 380 122 247  Belize
4254 4 388 6.2 0 312 26 96 Benin
41 1238 80 369 24 0 434 33 64  Bhutan
58 11047 86 273 95 0 283 91 202  Bolivia (Plurinational State of)
47 2222 45 307 15 (0] 44.2 54 179  Bosnia and Herzegovina
0.04 65 250 169 0 441 6.3 189  Botswana
33 Ly 96 1.8 326 0 450 108 221 Brazil
100% 74 07 0 464 141 141 Brunei Darussalam
79 - - 211 12 0 452 108 250 Bulgaria
8280 n 542 96 0 305 10 56  Burkina Faso
4198 <1 372 66 0 342 19 54  Burundi
588 81 620 B4 0 441 31 1.8  Cabo Verde
19773 37 272 21 0 257 32 39 Cambodia
82.22 22 64.3 6.4 0 368 28 T4  Cameroon
77 - 100 67 16 0 221 123 294  Canada
<1 1531 <1 429 213 0 413 22 75  Central African Republic
2 30.00 7 66.8 9.0 0 379 15 61  Chad
91 - 100 263 39 0 361 15.2 280  Chile
65 103.62 79 488 08 0 273 17 62  China
21 2388 93 19.0 383 0 310 70 223  Colombia
034 8 15.5 74 0 332 28 78  Comoros
3386 35 [N 10.0 0 398 20 96 Congo
- 76 - - 426 322 559  Cook Islands
23 387 96 186 26 0 378 123 257  Costa Rica
15.04 32 585 15 0 373 34 103  Céte d'lvoire
60 - 100 178 1 0 484 109 244 Croatia
24 15.94 94 227 51 0 399 T4 246  Cuba
67 100 156 13 0 308 122 218  Cyprus
90 100 158 06 0 416 97 260 Czechia
076 2 397 4.2 0 26.5 85 68  Democratic People's Republic of Korea
12 7151 4 434 28 0 343 22 67  Democratic Republic of the Congo
96 - 100~ 101 1 0 359 72 197  Denmark
il 2643 10 382 6.6 0 342 53 135 Dijibouti
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22 5.2 61 6.2
Proportion of  Proportion of
ever-partnered ever-partnered
women and women and . .
. . Proportion . Proportion
girls aged girls aged of Proportion of
Prevalence Prevalence  15-49 years 15-49 years onulation of opulation
Prevalence Prevalence of subjected to subjected to popu’ population popu
. . of . . . using . using a
of stunting of wasting . anaemiain  physicaland/ physical and/ using
L L overweight safely- hand-
in children in children " women of or sexual or sexual safely- .
in children . . . managed washing
under 5= under 5* reproductive  violence by violence by B managed .
under 5= drinking- - facility
(%) (%) age (15-49 a current a current sanitation .
(%) 2 water "4 with soap
years)* (%) or former or former .~ .4 services® a
P P services® and water®
intimate intimate ©) (%) (%)
partner in the partner in ? ’
previous 12 their lifetime*
months* (%) (%)
Data tvpe Comparable  Primary  Comparable Comparable Comparable Comparable Comparable Comparable Comparable
P estimates data estimates  estimates estimates estimates estimates  estimates  estimates
Member State 2020 20122020 2020 2019 2018 2018 2020 2020 2020
Dominica - - 208
Dominican Republic 59 24 76 264 10 19 - - 47
Ecuador 231 37 9.8 172 8 33 67 42 87
Egypt 223 9.5 178 283 5 30 - 67 90
El Salvador 12 21 6.6 10.6 6 21 -
Equatorial Guinea 19.7 - 93 44.5 29 46 - -
Eritrea 491 - 21 370 -
Estonia 12 15 57 217 4 21 96 93
Eswatini 226 20 97 307 18 - 24
Ethiopia 353 72 26 239 27 37 13 7 8
Fiji 75 - 52 320 23 52 -
Finland - 109 8 23 100 84
France - 106 5 22 99 79
Gabon 44 34 74 524 22 41 - -
Gambia 161 51 23 495 10 25 45 29 8
Georgia 57 06 76 275 3 10 66 34 92
Germany 16 03 41 n7 5 21 100 97
Ghana 14.2 6.8 29 354 10 24 41 13 42
Greece 22 - 139 151 5 18 100 92
Grenada - - 192 8 28 - -
Guatemala 42.8 08 51 T4 7 21 56 -
Guinea 294 92 5 480 21 37 20
Guinea-Bissau 280 6.4 34 481 24 12 18
Guyana 9.0 6.4 6.6 317 10 31
Haiti 204 37 37 477 2 23 - - 22
Honduras 199 14 57 180 7 7 - 50
Hungary - 197 6 19 93 88
Iceland - - 103 3 21 100 84
India 309 173 19 530 18 35 46 68
Indonesia 318 10.2 il 312 9 22 - - 94
Iran (Islamic Republic of) 63 - 94t 241 18 31 9%
Iraq 1.6 30 90 286 26 60 43 97
Ireland - 121 3 16 97 83
Israel - 129 6 99 95
Italy - 136 4 16 96 96
Jamaica 85 33 6.8 199 7 24
Japan 55 - 24 19.0 4 20 99 81
Jordan 73 24 71 377 13 24 86 82
Kazakhstan 6.7 31 88 287 6 6 89 -
Kenya 194 4.2 4.5 287 23 38 - - 27
Kiribati 14.9 35 24 326 25 53 15 27 56
Kuwait 6.0 25 71 237 100 100
Kyrgyzstan N4 20 5.8 358 13 23 70 92 100
Lao People’s Democratic Republic 302 9.0 30 395 8 19 8 61 56
Latvia - - 216 6 25 96 83
Lebanon 104 - 197 283 48 6
Lesotho 321 21 72 279 6 40 29 48 6
Liberia 280 34 4.7 426 27 43
Libya 435 10.2 254 299 - 22
Lithuania - 199 5 22 95 94
Luxembourg - 102 4 20 99 97
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6.31 6.a e ‘ 161 GPW13
Amount of
water- and
sanitation- Proportion Annual A
related official of mean Number of st dgeci' d Prevalence A
Proportion  development population concentra-  Mortality um er;) stan alr 2eC of obesity + dg: d
of safely assistance with tions of fine rate due to cl.:dses ol't' prevafence among stan a[ =€
treated that is part of primary particulate  homicide* po |omyed| “ h : . children prfevz er?:e
domestic a government- reliance matter (per 100 Eausid ypertension and of obesity
wastewater  coordinated on clean (PM2.5) 000 t/ w argolrgg adolescents dar:::orz'?8+
flows™ (%) spending fuels and inurban  population) P° |ovm.:|s acus (5-19 acurts
plan® technology areas (WPv): Ll ?:%/7)9 years)’ (%) IR,
(constant (%) (ug/m?) yearsTs
2020 US$
millions)
Comparable Primary Comparable Comparable Comparable Primary  Comparable Comparable Comparable
estimate data estimates estimates estimates data estimates estimates estimates
2020 2020 2020 2016 2019 2021 2019 2016 2016 Member State
062 89 216 477 15.0 279  Dominica +
19197 92 165 178 0 491 15.0 276  Dominican Republic £
31 6199 94 197 70 0 272 94 199  Ecuador £
46 365.28 100 730 4] 0 382 176 320 Egypt
13 278.09 92 293 85.0 0 327 mn7 246  ElSalvador
<0.01 24 450 33 0 381 23 80  Equatorial Guinea
193 9 354 1.0 0 237 21 50  Eritrea
91 - 100~ 67 21 0 40.2 6.3 212  Estonia
8 1012 55 19.8 185 0 425 6.0 165  Eswatini
155.09 8 311 72 0 274 11 45  Ethiopia
261 51 1 22 0 386 15 302  Fiji
92 100 6.5 12 0 359 91 222 Finland
93 - 100 22 0.8 0 291 81 216 France
0.80 88 415 85 0 374 4.2 150  Gabon
il 183 2 584 83 0 376 28 103  Gambia
46 3527 89 270 23 0 445 6.8 217  Georgia
99 - 1007 1.8 09 0 297 89 223 Germany
2 69.51 22 556 61 0 339 21 109 Ghana
93 - 100 150 10 0 313 138 249  Greece
523 89 231 6.6 0 46.6 10.7 213 Grenada
859 50 309 251 0 322 99 212  Guatemala
10.66 2 538 88 0 409 17 77  Guinea
21 221 55.0 9.0 0 380 24 95  Guinea-Bissau
245 81 268 247 0 40.0 10.0 202  Guyana
3018 4 195 207 0 429 109 227  Haiti
64.60 48 254 669 0 339 96 214 Honduras
90 100 167 14 0 483 LN 264 Hungary
73 - 100 58 12 0 275 99 219  Iceland
27 30548 68 782 38 0 311 20 39 India
18528 84 207 43 0 403 61 69  Indonesia
22 109 96 337 31 0 262 98 258  Iran (Islamic Republic of)
37 69.87 99 56.4 144 0 481 44 304  Iraq
83 100 85 08 0 323 98 253  Ireland
93 100 186 12 0 291 19 261  Israel
95 100 153 07 0 338 125 199 Italy
038 83 154 503 0 463 130 247 Jamaica
98 - 100 137 02 0 314 33 43 Japan
82 36671 100 328 27 0 377 129 355  Jordan
36 0.64 93 256 51 0 419 6.5 210  Kazakhstan
196.23 20 241 56 0 332 23 71 Kenya
31 501 10 16 4.8 0 423 230 460  Kiribati
85 - 100 65.0 18 0 405 229 379  Kuwait
19 2443 77 282 4.6 0 409 39 166  Kyrgyzstan
10 7398 8 218 66 0 285 4.7 53  Lao People's Democratic Republic
93 - 100 144 50 0 439 70 236 Latvia
12077 - 307 4.2 0 381 139 320  Lebanon
994 40 258 435 0 401 50 166  Lesotho
2450 <1 520 97 0 394 19 99  Liberia
7 <0.01 - 464 21 0 427 14.6 325 Libya
93 100 7 4.8 0 480 6.8 263  Lithuania
96 100 102 0.5 0 305 83 226 Luxembourg
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22 5.2 61 6.2
Proportion of  Proportion of
ever-partnered ever-partnered
women and women and . .
. . Proportion . Proportion
girls aged girls aged of Proportion of
Prevalence Prevalence  15-49 years 15-49 years onulation of opulation
Prevalence Prevalence of subjected to subjected to popu’ population popu
. . of . . . using . using a
of stunting of wasting . anaemiain  physicaland/ physical and/ using
I L overweight safely- hand-
in children in children " women of or sexual or sexual safely- .
in children . . . managed washing
under 5= under 5* reproductive  violence by violence by B managed .
under 5= drinking- - facility
(%) (%) age (15-49 a current a current sanitation .
(%) o water "4 with soap
years)® (%) or former or former servicesxd | Services™ L ierd
intimate intimate ) (%) (%)
partner in the partner in ? °
previous 12 their lifetime*
months* (%) (%)
Data tvpe Comparable  Primary  Comparable Comparable Comparable Comparable  Comparable Comparable Comparable
P estimates data estimates  estimates estimates estimates estimates  estimates  estimates
Member State 2020 2012-2020 2020 2019 2018 2018 2020 2020 2020
Madagascar 402 6.4 15 378 21 10 27
Malawi 370 0.6 47 314 7 30 - 24 8
Malaysia 209 97 61 320 19 94
Maldives 4.2 91 46 522 6 9 - 96
Mali 257 G)may 21 59.0 18 29 - 20 7
Malta - - 137 4 17 100 92
Marshall Islands 322 B 4.2 306 19 38 - - 85
Mauritania 242 11502 27 433
Mauritius 8.7 - 76 235 - -
Mexico 121 14 63 153 10 24 43 57
Micronesia (Federated States of) o 250 21 35 - -
Monaco - 123 100 100
Mongolia 71 09 101 4.5 2 27 30 56 86
Montenegro 81 22 10.2 172 4 6 85 45 99
Morocco 129 26 13 299 10 80 39
Mozambique 378 4h 6.0 479 16 30 -
Myanmar 252 6.7 15 421 il 19 59 61 75
Namibia 184 71 50 252 16 27 -
Nauru 150 - 37 296 20 43 - -
Nepal 304 120 18 357 il 27 8 49 62
Netherlands 16 - 50 128 5 21 100 97
New Zealand - 104 23 100 82
Nicaragua 141 22 75 157 6 23 56 -
Niger 467 9.8 19 495 13 16 23
Nigeria 353 6.5 27 551 3 24 22 31 33
Niue - 273 94
North Macedonia 41 34 10.0 193 4 13 77 2 100
Norway - - 120 4 20 99 65
Oman 122 Q= 4.8 291 91 97
Pakistan 367 71 34 413 6 29 36 80
Palau - - 285 4 31 91
Panama 147 - 10.8 212 8 6 -
Papua New Guinea 484 - 89 344 31 51 - - 30
Paraguay 4.6 10 120 230 6 8 64 60 80
Peru 10.8 04 80 206 il 38 51 53
Philippines 287 56 4.2 123 6 4 47 61 82
Poland 23 - 6.7 - 3 3 98 91
Portugal 33 06" 85 132 4 18 95 85
Qatar 46 - 139+ 281 96 97
Republic of Korea 22 - 88 135 8 99 100
Republic of Moldova 4.9 19% 43 261 9 27 74 -
Romania 97 - 6.7 227 7 18 82 83
Russian Federation - 211 76 61
Rwanda 326 1 5.2 172 23 38 12 5
Saint Kitts and Nevis - 154 - -
Saint Lucia 28 37 6.9 143 -
Saint Vincent and the Grenadines - 170 - -
Samoa 68 31 71 268 8 40 46 48 79
San Marino - - 125 100 70
Sao Tome and Principe n8 41 40 44.2 8 27 36 35 55
Saudi Arabia 39 - 76 275 - 59
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6.31 6.a e ‘ 161 GPW13
Amount of
water- and
sanitation- Proportion Annual A
related official of mean Number of st dgeci' d Prevalence A
Proportion  development population concentra-  Mortality um er;) stan alr 2eC of obesity + dged-' d
of safely assistance with tions of fine rate due to cl.:dses ol't' prevafence among stan a[ fz¢
treated that is part of primary particulate  homicide* po |omyed| “ h : . children pl;evz er?:e
domestic a government- reliance matter (per 100 Eausid ypertension and of obesity
wastewater  coordinated on clean (PM2.5) 000 t/ w ar;\olrgg adolescents darﬂorz_?s-'-
flows™ (%) spending fuels and inurban  population) P° |ovm.:|s acus (5-19 acurts
plan technology? areas® L aged ?:%/7)9 years)¥ (%) years)s (%)
(constant (%) (ug/m?) yearsTs
2020 USS
millions)
Comparable Primary Comparable Comparable Comparable Primary  Comparable Comparable Comparable
estimate data estimates estimates estimates data estimates estimates estimates
2020 2020 2020 2016 2019 2021 2019 2016 2016 Member State
9 5114 1 179 6.5 0 369 18 53  Madagascar +
6 9047 1 246 22 1 295 20 58  Malawi £
88 063 96 171 27 0 40.8 127 156  Malaysia &
1368 99 104 19 0 341 74 86  Maldives
11724 <1 631 107 0 346 26 86 Mali
5 - 100 132 1.0 0 295 134 289 Malta
365 64 - 319 266 529  Marshall Islands
60.00 43 781 109 0 379 40 127  Mauritania
3 937 97 95 23 0 331 L4b 10.8  Mauritius
60 134 85 228 254 0 321 14.8 289  Mexico
166 3 10.8 46 0 329 207 458  Micronesia (Federated States of)
97 - 100%= n5 - - - Monaco
10 3281 52 60.0 61 0 428 4.3 206  Mongolia
45 14.67 62 194 28 0 451 76 233  Montenegro
36 28248 98 286 17 0 353 102 261  Morocco
13243 5 199 37 0 386 23 72  Mozambique
9719 31 337 39 0 378 37 58  Myanmar
140 47 205 18.0 0 438 4.9 172 Namibia
- 100 82 418 332 610  Nauru
37 152.51 35 88.0 25 0 361 17 41 Nepal
100 100 120 06 0 305 7.0 204 Netherlands
85 - 100~ 67 12 0 309 163 308 New Zealand
15735 56 226 94 0 358 108 237  Nicaragua
4 20149 2 894 96 0 415 14 55  Niger
48 13197 15 471 92 0 361 19 89 Nigeria
<0.01 98 - 395 295 50.0 Niue
9 4.77 78 336 15 0 451 93 224 North Macedonia
76 100 76 06 0 305 91 231 Norway
- 100 413 07 0 456 149 270 Oman
164.83 49 626 6.0 4 432 31 86  Pakistan
376 100* 87 442 34 553 Palau
298 88 145 172 0 361 10.5 227  Panama
1713 9 22 1.0 0 278 98 213 Papua New Guinea
2157 69 120 8.0 0 564 10.5 203 Paraguay
16.86 85 333 93 0 207 78 197  Peru
43 2706 487 237 137 0 338 43 64 Philippines
82 100 219 08 0 492 91 231 Poland
T4 100* 84 09 0 323 104 20.8  Portugal
100 100 816 05 0 409 195 351  Qatar
100 - 100* 265 08 0 267 85 47  Republic of Korea
38 25.06 96 141 4] 0 483 4.2 189  Republic of Moldova
48 88 157 13 0 484 81 225  Romania
3 - 86 n2 78 0] 443 71 231 Russian Federation
4649 2 394 43 0 298 17 58 Rwanda
- 100= 97 - 451 123 229  Saint Kitts and Nevis
036 94 229 202 0 398 88 197  Saint Lucia
180 94 231 294 0 393 24 237  Saint Vincent and the Grenadines
47 0.84 36 1.0 28 0 383 217 473 Samoa
90 100% 101 - - San Marino
6.51 3 384 56 0 451 35 124 Sao Tome and Principe
80 100 64.0 19 0 34.0 74 354  Saudi Arabia
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22 5.2 61 6.2
Proportion of  Proportion of
ever-partnered ever-partnered
women and women and . .
. . Proportion . Proportion
girls aged girls aged of Proportion of
Prevalence Prevalence  15-49 years 15-49 years onulation of opulation
Prevalence Prevalence of of subjected to subjected to P zsin population P upsin R
of stunting of wasting overweiaht anaemiain  physicaland/ physical and/ safelg- using han?:{—
in children in children in childr?en women of or sexual or sexual hana yed safely- washin
under 5= under 5* under 5 reproductive  violence by violence by drinki i managed facilit 9
(%) (%) © age (15-49 a current a current 9 sanitation rachity
%) ab (9 water "4 with soap
years)® (%) or former or former .~ .4 services a
P P services® and water®
intimate intimate ) (%) (%)
partner in the partner in ? °
previous 12 their lifetime*
months* (%) (%)
Data t Comparable  Primary  Comparable Comparable Comparable Comparable  Comparable Comparable Comparable
atatype estimates data estimates estimates estimates estimates estimates estimates  estimates
Member State 2020 2012-2020 2020 2019 2018 2018 2020 2020 2020
Senegal 172 81w 21 527 2 24 24 22
Serbia 53 26 108 228 4 7 75 18
Seychelles T4 4.3 98 251
Sierra Leone 268 54 47 484 20 36 il 14 21
Singapore 28 - 48 13.0 2 n 100 100
Slovakia - 235 6 8 99 82
Slovenia - - 218 3 18 98 72
Solomon Islands 293 85 4.0 377 28 50
Somalia 274 - 29 431 - 32 25
South Africa 232 342 129 305 13 24 44
South Sudan 306 - 57 356 27 41 -
Spain - - 34 3 15 100 96
Sri Lanka 16.0 151 13 346 4 24 -
Sudan 337 16.3 27 365 7 - - 3
Suriname 80 55 40 210 8 28 56 25 72
Sweden - 136 6 21 100 95
Switzerland - - - 13 2 2 94 100
Syrian Arab Republic 296 - 182 328 - - 83
Tajikistan 153 56 35 352 4 24 55 73
Thailand 123 77 92 240 9 24 - 26 85
Timor-Leste 488 9.9 26 299 28 38 - 28
Togo 238 57 24 457 3 25 20 9 7
Tonga 26 1 26 285 7 37 30 34 70
Trinidad and Tobago 87 - 1.0 177 7 28
Tunisia 86 21 165 321 10 25 79 81 84
Tiirkiye 17 - 2 32 - 78
Turkmenistan 76 41 38 266 95 100
Tuvalu 97 - 6.4 275 20 39 - -
Uganda 279 35 4.0 328 26 45 7 23
Ukraine 159 - 170 177 9 18 89 72
United Arab Emirates - 243 99
United Kingdom - - 1 4 24 100 98
United Republic of Tanzania 320 3.5 55 389 24 38 26 48
United States of America 32 01 88 n8 6 26 97 98
Uruguay 6.5 14 103 150 4 18
Uzbekistan 99 18 50 248 59
Vanuatu 287 47 4.9 285 29 47
Venezuela (Bolivarian Republic of) 106 = 67 242 8 19 = 3
Viet Nam 223 58 6.0 206 10 25 86
Yemen 372 164 27 615 - 19
Zambia 323 4.2 57 315 28 41 18
Zimbabwe 230 29 36 289 18 35 30 26 42
WHO region 2020 2020 2020 2019 2018 2018 2020 2020 2020
African Region 317 58 4.2 404 20 33 32 23 28
Region of the Americas 89 0.7 80 154 7 25 81 52
South-East Asia Region 301 145 33 46.6 7 33 46 n
European Region 57 - 79 188 6 21 92 70
Eastern Mediterranean Region 262 74 77 349 7 31 56 81
Western Pacific Region 93 21 75 164 8 20 65
Global 220 6.7 57 299 1.3 27 4 54 n
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6.31 6.a e 161 GPW13
Amount of
water- and
sanitation- Proportion Annual A
related official of mean ge- Prevalence
. . . Number of standardized . Age-
Proportion  development population concentra-  Mortality £ L of obesity tandardized
of safely assistance with tions of fine rate due to cl:ases ol't' prevafence among stan a[ =€
treated that is part of primary particulate  homicide* potiomyeutis o children ~ Prevaience
domestic  a government- reliance matter (per 100 EUECE ) [T and i el sy
. by wild among among
wastewater  coordinated on clean (PM2.5) 000 liovi dult adolescents dults (18+
flows? (%) spending fuels and inurban  population) po |ovmis aaus (5-19 AauiEs
plan® technology® areas® (WPv): L[ 3:%]? years)’ (%) IR,
(constant (%) (ug/m?) yearsTs
2020 US$
millions)
Comparable Primary Comparable Comparable Comparable Primary  Comparable Comparable Comparable
estimate data estimates estimates estimates data estimates estimates estimates
2020 2020 2020 2016 2019 2021 2019 2016 2016 Member State
% 128.86 24 59.8 76 0 405 18 88  Senegal
27 36.33 80 251 12 0 461 98 215  Serbia
100~ 137 14.8 0 443 10.8 14.0  Seychelles
8 3271 <1 56.0 79 0 40.8 25 87  SierraLeone
100 100* 172 03 0 315 6.8 61  Singapore
80 100 183 1 0 427 81 205  Slovakia
67 - 100 16.8 09 0 453 92 202  Slovenia
2105 9 1.8 39 0 298 4.3 225  Solomon Islands
2228 3 277 54 0 361 30 83  Somalia
61 396 87 294 359 0 441 13 283  South Africa
2575 0 346 143 0 342 - - South Sudan
86 - 100* 95 06 0 272 108 238  Spain
132.02 32 16.8 23 0 356 4.8 52  Srilanka
3259 55 430 58 0 40.8 - - Sudan
24 045 94 302 58 0 429 139 264 Suriname
95 100 6.0 1 0 30.2 6.7 206  Sweden
99 - 1007 103 0.5 0 219 58 195  Switzerland
3557 97 356 26 0 411 15 278  Syrian Arab Republic
9368 82 46.5 18 0 46.8 30 142 Tajikistan
24 151 84 319 4.3 0 292 13 10.0  Thailand
390 14 177 4.7 0 353 4.2 38 Timor-Leste
5 997 10 461 89 0 360 20 84  Togo
29 0.56 84 11 34 0 433 267 482 Tonga
- 100* 244 394 0 424 1 186  Trinidad and Tobago
60 292,57 100 325 35 0 347 85 269  Tunisia
63 66.21 95 369 4.8 0 328 15 321 Turkiye
<0.01 100 333 28 0 39.0 4.7 186  Turkmenistan
2 327 7 - 504 272 516  Tuvalu
16765 <1 457 139 0 325 17 53 Uganda
34 3596 95 149 6.3 0 431 7.0 241 Ukraine
96 100* 422 07 0 414 173 317  United Arab Emirates
99 - 100 104 13 0 264 102 278  United Kingdom
13663 4 246 81 0 332 25 84 United Republic of Tanzania
91 100 77 58 0 316 214 362  United States of America
- 100 10.0 85 0 424 138 279  Uruguay
32 126.58 84 339 15 0 457 4.0 166  Uzbekistan
645 8 11 23 0 395 83 252 Vanuatu
102 97 201 636 0 394 141 256  Venezuela (Bolivarian Republic of)
428.07 65 238 19 0 297 26 21 Viet Nam
34 5197 62 403 97 0 293 70 171 Yemen
68.86 10 294 6.5 0 323 29 81  Zambia
23 18.05 30 246 131 0 423 4.0 155  Zimbabwe
2020 2020 2020 2016 2019 2021 2019 2016 2016 WHO region
31 235291 20 388 10.0 1 355 28 10.6  African Region
58 1059.39 92 10.8 192 0 354 T4k 286  Region of the Americas
29 117796 64 611 38 0 324 30 47  South-East Asia Region
72 608.54 94 130 29 0 369 86 233  European Region
50 204838 T4 557 53 5 378 82 208  Eastern Mediterranean Region
69 92990 78 394 16 ] 283 98 64  Western Pacific Region
56 8695.58 69 312 6.2 6 331 6.8 131  Global

121



122

World health statistics 2022 — Monitoring health for the SDGs

Footnotes

World population prospects: 2019 revision. New York: United Nations, Department of Economic and Social Affairs, Population
Division; 2019 (https://population.un.org/wpp/, accessed 2 May 2022). For Member States with a total population less than
90 000, the male, female values are not shown but are included in the regional and global sums. Male and female may not
sum to both sexes due to rounding.

Global health estimates 2019: Life expectancy, 2000-2019. Geneva: World Health Organization; 2020 (https://wwwwho.int/
data/gho/data/themes/mortality-and-global-health-estimates/, accessed 2 May 2022). WHO Member States with a population
of less than 90 000 in 2019 were not included in the analysis.

Trends in maternal mortality: 2000 to 2017: estimates by WHO, UNICEF, UNFPA, World Bank Group and the United Nations
Population Division. Geneva: World Health Organization; 2019. https://apps.who.int/iris/handle/10665/327596, accessed 2
May 2022). WHO Member States with populations less 100 000 in 2019 were not included in the analysis.

UNICEF/WHO joint database on births attended by skilled health personnel, 2022 (https://data.unicef.org/topic/maternal-
health/delivery-care/, accessed 2 May 2022); Global Health Observatory (GHO) data (https://wwwwho.int/data/gho/data/
indicators/indicator-details/GHO/births-attended-by-skilled-health-personnel-(-), accessed 2 May 2022).

Levels and trends in child mortality. Report 2021. Estimates developed by the UN Inter-agency Group for Child Mortality
Estimation. United Nations Children's Fund, World Health Organization, World Bank Group and United Nations Population
Division. New York: United Nations Children’s Fund; 2021 (https://data.unicef.org/resources/levels-and-trends-in-child-mortality/,
accessed 2 May 2022).

AIDSinfo [online database]. Geneva: Joint United Nations Programme on HIV/AIDS (UNAIDS) (http://aidsinfo.unaids.org/, accessed
2 May 2022); and HIV/AIDS [online database], Global Health Observatory (GHO) data. Geneva: World Health Organization
(https://wwwwho.int/data/gho/data/indicators/indicator-details/GHO/new-hiv-infections-(per-1000-uninfected-population),
accessed 2 May 2022).

Global tuberculosis report 2021. Geneva: World Health Organization; 2021 (https://wwwwho.int/teams/global-tuberculosis-
programme/tb-reports/global-tuberculosis-report-2021, accessed 2 May 2022).

World malaria report 2021. Geneva: World Health Organization; 2021 (https://www.who.int/teams/global-malaria-programme/

reports/world-malaria-report-2021, accessed 2 May 2022). “-" indicates countries or regions that are malaria free.

Global and country estimates of immunization coverage and chronic HBV infection. Geneva: World Health Organization (http://
situatedlaboratories.net/who-hepB-dashboard/src/#global-strategies, accessed 2 May 2022).

Neglected tropical diseases [online databasel, Global Health Observatory (GHO) data. Geneva: World Health Organization
(https://wwwwho.int/data/gho/data/themes/topics/topic-details/GHO/neglected-tropical-diseases , accessed 2 May
2022). Global and regional aggregates include imputation of incomplete reports.

Global health estimates 2019: deaths by cause, age, sex, by country and by region, 2000-2019. Geneva: World Health
Organization; 2020 (https://wwwwho.int/data/gho/data/themes/mortality-and-global-health-estimates/, accessed 2 May
2022). WHO Member States with a population of less than 90 000 in 2019 were not included in the analysis.

WHO Global Information System on Alcohol and Health (GISAH) [online database], Global Health Observatory (GHO) data.
Geneva: World Health Organization (https://wwwwho.int/data/gho/data/themes/topics/topic-details/GHO/levels-of-
consumption/, accessed 2 May 2022).

World Contraceptive Use 2021. New York: United Nations, Department of Economic and Social Affairs, Population Division;
2021 (https://www.un.org/development/desa/pd/data/world-contraceptive-use , accessed 13 May 2022). Global and regional
aggregates are from the Estimates and Projections of Family Planning Indicators 2021. New York: United Nations, Department
of Economic and Social Affairs, Population Division; 2021(https://www.un.org/development/desa/pd/node/3288 , accessed
13 May 2022).

Most recent updates provided by the United Nations, Department of Economic and Social Affairs, Population Division, 2022. Global
and regional aggregates are from the World population prospects: the 2019 revision. New York: United Nations, Department
of Economic and Social Affairs, Population Division; 2019 (https://population.un.org/wpp/Download/SpecialAggregates/
UNrelated/, accessed 2 May 2022).

WHO, World Bank. Tracking universal health coverage: 2021 Global Monitoring Report. Conference edition. Geneva: World
Health Organization; 2021 (https://wwwwho.int/publications/i/item/9789240040618, accessed 2 May 2022).
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WHO, World Bank. Global monitoring report on financial protection in health 2021. Geneva: World Health Organization;
2021 (https://wwwwho.int/publications-detail-redirect/978924 0040953, accessed 2 May 2022). All country data in this table
are based on total household expenditure. Global and regional aggregates include country data not shown in the table.

Public health and environment [online database], Global Health Observatory (GHO) data. Geneva: World Health Organization
(https://wwwwho.int/data/gho/data/themes/public-health-and-environment/GHO/public-health-and-environment, accessed
10 May 2022). WHO Member States with a population of less than 90 000 in 2016 were not included in the analysis.

Public health and environment [online database], Global Health Observatory (GHO) data. Geneva: World Health Organization
(https://wwwwho.int/data/gho/data/themes/public-health-and-environment/GHO/public-health-and-environment, accessed
2 May 2022). WHO Member States with a population of less than 90 000 in 2016 were not included in the analysis.

WHO global report on trends in prevalence of tobacco use 2000-2025, fourth edition. Geneva: World Health Organization;
2021 (https://wwwwho.int/publications/i/item/9789240039322, accessed 2 May 2022).

WHO/UNICEF Joint Estimates of National Immunization Coverage (WUENIC), 2020 revision. (https://immunizationdatawho.
int/listing.htm[?topic=coverage&location=, accessed 2 May 2022).

Official development assistance for the health sectors, 2020. Creditor reporting system (CRS) of the Organization for Economic
Co-operation and Development (OECD) (https://stats.oecd.org/Index.aspx?DataSetCode=crsT, accessed & May 2022). Per capita
figures were calculated by WHO using population estimates from the World population prospects: 2019 revision, United
Nations, Department of Economic and Social Affairs, Population Division. Includes CRS purpose codes for medical research
(12182) and basic health (122:1.2.b).

Data collected with the WHO Essential Medicines and Health Products Price and Availability Monitoring Mobile Application
(WHO EMP MedMon): (https://wwwwho.int/medicines/areas/policy/monitoring/empmedmon/en/, accessed 2 May 2022)
and Health Action International Medicine Prices, Availability, Affordability & Price Components Database (HAI/WHO): (https://
haiweb.org/what-we-do/price-availability-affordability/price-availability-data/, accessed 2 May 2022).

WHO Global Health Workforce Statistics [online database], Global Health Observatory (GHO) data. Geneva: World Health
Organization (https://wwwwho.int/data/gho/data/themes/topics/topic-details/GHO/health-workforce, accessed 2 May 2022).
Country comparisons are affected by differences in the occupations included. Please refer to the source for country-specific
definitions and other descriptive metadata. Global and regional aggregates were calculated using country data between 2074
and 2020.

International Health Regulations (2005) - States Parties Annual Self-Assessment Reports - Monitoring Framework [online
database], Global Health Observatory (GHO) data. Geneva: World Health Organization (https://extranetwho.int/e-spar/).
Responses received for SPAR 2021 annual report as of 13 May 2022. Regional and global averages include two IHR State
Parties not shown in the table (Liechtenstein and Holy See). For full list of IHR States Parties please see https://wwwwho.
int/ihr/legal_issues/states_parties/en/.

Global Antimicrobial Resistance Surveillance System (GLASS). Geneva: World Health Organization; 2022. Global values are
median of country figures and are not population weighted averages.

Global Health Expenditure Database. Geneva: World Health Organization (https://appswho.int/nha/database, accessed 2 May
2022). The WHO regional and global averages are unweighted. This indicator is presented here because it could constitute
the health-related portion of the SDG Indicator 1.a.2.

Levels and trends in child malnutrition. UNICEF/WHO/World Bank Group Joint Child Malnutrition Estimates. New York,
Geneva and Washington (DQ): United Nations Children’s Fund, World Health Organization and the World Bank Group; 2021.
(https://appswho.int/iris/handle/10665/341135, accessed 2 May 2022).

Global anaemia estimates, 2021 Edition. Geneva: World Health Organization, 2021 (https://wwwwho.int/data/gho/data/
themes/topics/anaemia_in_women_and_children, accessed 2 May 2022).

Violence against women prevalence estimates, 2018. Global, regional and national prevalence estimates for intimate partner
violence against women and global and regional prevalence estimates for non-partner sexual violence against women. Geneva:
World Health Organization; 2021 (https://wwwwho.int/publications/i/item/violence-against-women-prevalence-estimates,
accessed 2 May 2022). Given the lack of consensus on the definition and standardized measurement of psychological intimate
partner violence, the current estimates only include physical and/or sexual partner violence. As majority of the available
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survey data on intimate partner violence are for women aged 15-49, with sparse data for women aged 15 years and older,
the estimates are presented for the 15-49 age group.

Progress on household drinking water, sanitation and hygiene 2000-2020: five years into the SDGs. Geneva: World Health
Organization and the United Nations Children's Fund, 2021 (https://washdata.org/sites/default/files/2022-01/jmp-2021-wash-
households_3.pdf, accessed 2 May 2022). Comparable estimates are only shown for countries with recent primary data. Global
and regional aggregates are calculated include country data not shown in the table.

UN-Habitat, WHO. Progress on wastewater treatment: Global status and acceleration needs for SDG indicator 6.31, 2021.
Geneva: WHO; 2021 (https://unhabitat.org/sites/default/files/2021/08/sdg6_indicator_report_631_progress_on_wastewater_
treatment_2021_english_pages.pdf, accessed 2 May 2022).

Official development assistance for the water sector (water supply and sanitation, agricultural water resources, and hydro-
electric power plants), 2020. Creditor reporting system (CRS) of the Organization for Economic Co-operation and Development
(OECD) (https://stats.oecd.org/Index.aspx?DataSetCode=crsT, accessed 2 May 2022). Includes CRS purpose codes for water
supply and sanitation (CRS 140XX), agricultural water resources (CRS 31140), and hydro-electric power plants (CRS 23220).
Global aggregate includes country and regional data not shown in the table.

Public health and environment [online database], Global Health Observatory (GHO) data. Geneva: World Health Organization
(https://wwwwho.int/data/gho/data/themes/public-health-and-environment/GHO/public-health-and-environment, accessed
2 May 2022).

Data from Global Polio Eradication Initiative as of 12 April 2022 (https://immunizationdatawho.int/pages/incidence/polio.html).

Risk factors in noncommunicable diseases [online databasel, Global Health Observatory (GHO) data. Geneva: World Health
Organization (https://wwwwho.int/data/gho/data/themes/topics/topic-details/GHO/noncommunicable-diseases-risk-factors,
accessed 2 May 2022). This indicator is presented here as a proxy for the GPW13 indicator “age-standardized prevalence of
raised blood pressure among persons aged 18+ years”, as the estimates are more recent.

Risk factors in noncommunicable diseases [online database], Global Health Observatory (GHO) data. Geneva: World Health
Organization (https://wwwwho.int/data/gho/data/themes/topics/topic-details/GHO/noncommunicable-diseases—risk-factors,
accessed 2 May 2022).

Non-standard definition. For more details see: UNICEF/WHO joint database on births attended by skilled health personnel
(footnote “d").

Proportion of institutional births (%) used as proxy for the SDG indicator.

Eliminated malaria 2020.

There is considerable transmission of P. knowlesi cases.

Non-standard definition. For more details see: World Contraceptive Use 2021 (footnote “m”)
Excluding Northern Ireland

Estimate refers to smoking only, but expected to be similar to all tobacco use.

Data for capital city only.

Data from private sector only.

Most recent input data is before 2000, interpret with caution.

Oedema data was not considered in the analysis.

Non-standard definition. For more details see respective survey(s) comments available at: https://wwwwho.int/data/gho/
data/indicators/indicator-details/GHO/gho-jme-country-children-aged-5-years-wasted-br-(-weight-for-height-2-sd).

Value is the average of two survey estimates in same year. For more details see respective survey(s) comments available
at: https://wwwwho.int/data/gho/data/indicators/indicator-details/GHO/gho-jme-country-children-aged-5-years-wasted-br-
(-weight-for-height--2-sd).

Data collection excluded some regions or populations. For more details see respective survey(s) comments available at: https://
wwwwho.int/data/gho/data/indicators/indicator-details/GHO/gho-jme-country-children-aged-5-years-wasted-br-(-weight-for-
height--2-sd).

Oedema data was considered in the analysis.

For high-income countries with no information on clean fuel use, usage is assumed to be 100%.



"Annex 3. Regional groupings

WHO African Region

Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi, Cabo Verde, Cameroon, Central African Republic, Chad, Comoros, Congo,
Céte d'lvoire, Democratic Republic of the Congo, Equatorial Guinea, Eritrea, Eswatini, Ethiopia, Gabon, Gambia, Ghana, Guinea,
Guinea-Bissau, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria,
Rwanda, Sao Tome and Principe, Senegal, Seychelles, Sierra Leone, South Africa, South Sudan, Togo, Uganda, United Republic
of Tanzania, Zambia, Zimbabwe.

WHO Region of the Americas

Antigua and Barbuda, Argentina, Bahamas, Barbados, Belize, Bolivia (Plurinational State of), Brazil, Canada, Chile, Colombia, Costa
Rica, Cuba, Dominica, Dominican Republic, Ecuador, El Salvador, Grenada, Guatemala, Guyana, Haiti, Honduras, Jamaica, Mexico,
Nicaragua, Panama, Paraguay, Peru, Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, Suriname, Trinidad and
Tobago, United States of America, Uruguay, Venezuela (Bolivarian Republic of).

WHO South-East Asia Region

Bangladesh, Bhutan, Democratic People's Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka, Thailand, Timor-Leste.

WHO European Region

Albania, Andorra, Armenia, Austria, Azerbaijan, Belarus, Belgium, Bosnia and Herzegovina, Bulgaria, Croatia, Cyprus, Czechia,
Denmark, Estonia, Finland, France, Georgia, Germany, Greece, Hungary, Iceland, Ireland, Israel, Italy, Kazakhstan, Kyrgyzstan,
Latvia, Lithuania, Luxembourg, Malta, Monaco, Montenegro, Netherlands, North Macedonia, Norway, Poland, Portugal, Republic
of Moldova, Romania, Russian Federation, San Marino, Serbia, Slovakia, Slovenia, Spain, Sweden, Switzerland, Tajikistan, Turkiye,
Turkmenistan, Ukraine, United Kingdom of Great Britain and Northern Ireland, Uzbekistan.

WHO Eastern Mediterranean Region

Afghanistan, Bahrain, Djibouti, Egypt, Iran (Islamic Republic of), Irag, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Pakistan,
Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates, Yemen.

WHO Western Pacific Region

Australia, Brunei Darussalam, Cambodia, China, Cook Islands, Fiji, Japan, Kiribati, Lao People's Democratic Republic, Malaysia,
Marshall Islands, Micronesia (Federated States of), Mongolia, Nauru, New Zealand, Niue, Palau, Papua New Guinea, Philippines,
Republic of Korea, Samoa, Singapore, Solomon Islands, Tonga, Tuvalu, Vanuatu, Viet Nam
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