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Target 3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 live births
Indicator 3.1.1 Maternal mortality ratio

A woman dies every two minutes due to pregnancy or childbirth

Every day in 2020, approximately 800 women died from preventable causes related to pregnancy and childbirth - meaning that a woman dies around every two minutes. The global
maternal mortality ratio (maternal deaths per 100 000 live births - MMR) in 2020 was estimated at 223 maternal deaths per 100 000 live births (uncertainty interval (Ul) 202 to 255),
down from 227 in 2015 (Ul 211 to 246). During the Millennium Development Goal era — from 2000 to 2015 — the global average annual rate of reduction was 2.7% (Ul 2.0% to 3.2%),
but this fell to -0.04% (Ul -1.6% to 1.1%) during the first five years of the Sustainable Development Goal (SDG) era, between 2016 and 2020. In 2020, about 70% of all maternal
deaths were in sub-Saharan Africa followed by Central and Southern Asia which accounted for almost 17%. Three countries — all in sub-Saharan Africa — were estimated to have
extremely high MMR in 2020 (over 1000): South Sudan (1223; Ul 746 to 2009), Chad (1063; Ul 772 to 1586) and Nigeria (1047; Ul 793 to 1565). Ten other countries, all except one of
which (Afghanistan) are also in sub-Saharan Africa, were estimated to have very high MMR in 2020 (500—-999). In contrast, the pace of progress between 2016 and 2020 in least
developed countries and landlocked developing countries was positive and significant, with an average ARR of 2.8% (Ul 1.4% to 3.9%) and 3.0% (Ul 1.4% to 4.4%), respectively, for
these groups of countries. However, in small island developing States, the MMR stagnated during this period, with a non-significant 1.2% change in MMR (Ul -9.0% to 9.2%). 15-
year-old girl in sub-Saharan Africa in 2020 has the highest lifetime risk (1 in 40) — approximately 400 times higher than in Australia and New Zealand (1 in 16 000). In nine countries
facing severe humanitarian crises, maternal mortality ratios were more than double the world average (551 maternal deaths per 100 000 live births, compared to 223 globally).

The COVID-19 pandemic may have further held back progress on maternal health. Noting the current data series ends in 2020, more data will be needed to show the true impacts of
the pandemic on maternal deaths.

Most maternal deaths are preventable, as the health-care solutions to prevent or manage complications are well known. All women need access to timely high-quality care in
pregnancy, and during and after childbirth. To improve maternal health, barriers that limit access to quality maternal health services must be identified and addressed at both health
system and societal levels which require a multi-sectoral approaches to build health system resilience.

Additional resources, press releases, etc. with links:

e Report: Trends in maternal mortality 2000 to 2020: estimates by WHO, UNICEF, UNFPA, World Bank Group and UNDESA/Population Division. Geneva: World Health
Organization; 2023.

e Report, data, model codes and country profiles are accessible at: https://www.who.int/publications/i/item/9789240068759

e Pressrelease: A woman dies every two minutes due to pregnancy or childbirth

Storyline authors(s)/contributor(s): Jenny Cresswell, WHO; Lale Say, WHO; Ann-Beth Moller, WHO
Custodian agency(ies): WHO



https://www.who.int/publications/i/item/9789240068759
https://www.who.int/news/item/23-02-2023-a-woman-dies-every-two-minutes-due-to-pregnancy-or-childbirth--un-agencies
https://unstats.un.org/sdgs/dataContacts/

Indicator 3.1.2 Proportion of births attended by skilled health personnel

Accelerating progress towards universal coverage of assisted childbirth by skilled health personnel is essential to achieving the SDGs and ensuring that
no woman is left behind.

The assistance of skilled health personnel during childbirth is crucial for the lives of women, newborns, and their families. While there has been progress in increasing coverage of
assisted childbirth by skilled health personnel, access remains limited in many countries, particularly in sub-Saharan Africa and Southern Asia, where mortality rates are highest. In
2022, 86% of births globally were assisted by skilled health personnel, but only 70% in sub-Saharan Africa. The COVID-19 pandemic has negatively affected maternal health
services globally, hindering access to childbirth services forpregnant women. The lack of access to skilled health personnel during childbirth is a significant contributing factor to
maternal and newborn mortality. Many deaths could have been prevented with access to skilled health personnel during childbirth, as they are equipped to handle complications and
provide appropriate medical care to ensure safe childbirth. The Every Newborn Action Plan (ENAP) and Ending Preventable Maternal Mortality (EPMM] initiatives have established
new coverage targets and milestones that need to be achieved by 2025 to meet the SDGs. The global target for the indicator of birth attended by skilled health personnel is to reach
a 90% coverage by 2025, but sub-Saharan Africa is not on pace to meet this target.

To accelerate progress towards universal coverage of assisted childbirth by skilled health personnel, it is essential to prioritize investments in health systems and workforce
development. This includes ensuring that there are enough skilled health personnel available to meet the needs of pregnant women and newborns, particularly in underserved areas.
It also involves improving the quality of care provided during childbirth and ensuring that all women, regardless of their socioeconomic status, have access to these services.

In conclusion, ensuring access to skilled health personnel during childbirth is critical to reducing maternal and newborn mortality rates. While progress has been made glabally,
more work needs to be done to ensure universal coverage, particularly in sub-Saharan Africa and Southern Asia. Investments in health systems and workforce development are
Proportion of Births Attended by Skilled Health Personnel, 2000-2022 (percentage)

essential to accelerate progress towards universal coverage, and to meet the SDGs by 2030.
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Additional resources, press releases, etc. with links:

e Source: Joint UNICEF/WHO database 2023 of skilled health personnel, based on population based national household survey data and routine health systems.
¢ Note: Includes data on institutional births for countries in which data on skilled attendance at birth was not available.

Storyline authors(s)/contributor(s): Liliana Carvajal Velez, UNICEF; Ann-Beth Moller, World Health Organization
Custodian agency(ies): UNICEF, WHO



https://unstats.un.org/sdgs/dataContacts/

Target 3.2 By 2030, end preventable deaths of newborns and children under 5 years of age, with all countries aiming to reduce neonatal mortality to at
least as low as 12 per 1,000 live births and under-5 mortality to at least as low as 25 per 1,000 live births

Indicator 3.2.1 Under-5 mortality rate
Indicator 3.2.2 Neonatal mortality rate
Nearly 10 million under-5 deaths could be averted between 2022 and 2030 if all countries reached the SDG under-5 mortality target

The world has made tremendous progress in reducing child mortality over the past two decades, and millions of children under 5 years of age are more likely to survive today than in
2000. The global under-5 mortality rate has fallen by 50 per cent from 76 deaths per 1,000 live births in 2000 to 38 deaths in 2021, and the global neonatal mortality rate fell by 43
per cent from 31 deaths per 1,000 live births in 2000 to 18 deaths in 2021. Still, the burden of child deaths remains immense—5.0 million children died before reaching age five in
2021 alone, with almost half of those deaths (2.3 million) occurring within the first 28 days of life.

Even though under-5 and neonatal mortality declined in all regions, children continue to face extensive regional and economic disparities in their chances of survival. Sub-Saharan
Africa remains the region with the highest under-five mortality rate in the

world at 74 deaths per 1,000 live births in 2021. That is equivalent to 1 child Under-5 and neonatal mortality rate by region, 2000-2021 (deaths per 1,000 live births)

in 14 dying before reaching age 5, 19 times higher than the rate of 1 in 257 in
the region of Australia and New Zealand and two decades behind the world
average, which achieved a 1 in 14 rate by 2001.

160

By 2021, 133 countries had already met the SDG target on under-five 120
mortality, and 13 countries are expected to do so by 2030, if current trends
continue. However, progress will need to accelerate in 54 countries, nearly 75

per cent of which are located sub-Saharan Africa, to meet the target by 2030. o 7

If these countries were to achieve the SDG under-five target, the number of

under-five deaths between 2022 and 2030 would be cut by nearly 10 million. \
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targets, progress must be maintained and disparities in child survival should
be reduced to save even more lives.

Additional resources, press releases, etc. with links:

e United Nations Inter-agency Group for Child Mortality Estimation (UN IGME), ‘Levels & Trends in Child Mortality: Report 2022, Estimates Developed by the UN Inter-
agency Group for Child Mortality Estimation’, United Nations Children’s Fund, New York, 2023. Link: https://childmortality.org/wp-content/uploads/2023/01/UN-IGME-
Child-Mortality-Report-2022.pdf

o \Website: https://childmortality.org/

Storyline authors(s)/contributor(s): David Sharrow, UNICEF
Custodian agencylies): UNICEF



https://childmortality.org/wp-content/uploads/2023/01/UN-IGME-Child-Mortality-Report-2022.pdf
https://childmortality.org/wp-content/uploads/2023/01/UN-IGME-Child-Mortality-Report-2022.pdf
https://childmortality.org/
https://unstats.un.org/sdgs/dataContacts/

Target 3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases and combat hepatitis, water-borne diseases and

other communicable diseases

Indicator 3.3.1 Number of new HIV infections per 1,000 uninfected population, by sex, age and key populations

Inequalities are stopping the world from ending AIDS

The world has shown tremendous progress on decreasing new HIV infections, particularly in the highest burden regions. The estimated 1.5 million [1.1 million—2.0 million] new HIV
infections globally in 2021 were fewer than at any point since the late 1980s and almost one third fewer (32%) than in 2010. Success in providing effective HIV treatment to
increasing numbers of people living with HIV has reduced global AIDS-related deaths by almost 55% since 2010 (from 1.4 million [1.1 — 1.8 million] to 650 000 [510 000 — 860 000] in

2021).

The region with the largest HIV burden, sub-Saharan Africa, has achieved a 44% decline in annual new HIV infections since 2010, the steepest reduction in the world. Not everyone
is benefiting equally, however, and multiple vulnerabilities—including unequal power dynamics between men and women and harmful gender, social, and economic norms—
continue to put women and adolescent girls in all their diversity in this region at heightened risk of HIV infection. Since 2010, the decline in new HIV infection has been much

sharper among adolescent boys and young men (56%) than among adolescent girls and young women (42%) or older women (aged 25—49 years) (29%).

Progress in reducing new infections and AIDS-related deaths is slower in other regions, which together account for a growing share of people acquiring HIV. The vast majority of
infections in those regions are in key populations who are subject to stigma and discrimination, criminalization, violence and social exclusion. Urgent efforts are needed to eliminate
these inequalities, including through community-led responses, accelerated scale-up of pre-exposure prophylaxis and immediate action to close access gaps for harm reduction

services.

Extensive provision of antiretroviral therapy to pregnant and breastfeeding women living with HIV continues to reduce new child infections, the vast majority (about 85%) of which
occur in sub-Saharan Africa. New infections among children (aged 0—14 years) globally declined by 52% since 2010, to 160 000 [110 000—230 000]. Nonetheless, the world
continues to fail children in the AIDS response: while 81% of pregnant women living with HIV and 76% of adults (aged 15 years and older) were receiving antiretroviral therapy
overall in 2021, only 52% of children were accessing treatment, with this gap in coverage continuing to grow since 2010.

Inequalities such as those above and other among key populations at increased risk to HIV have to be removed if the world is to achieve the HIV targets for 2025 and change the

current trajectory of infections and deaths. The cost of missing
those targets will be huge. Given current trends, at least 1.2 million
people will acquire HIV in 2025 (three times more than the target of
370 000 new infections) and some 460 000 people are projected to
die of AIDS-related causes globally in 2025 (80% more than the
2025 target of 250 000 deaths).

The colliding AIDS and COVID-19 pandemics—along with
economic and humanitarian crises—have placed the global HIV
response under increasing threat. Many major bilateral donors are
reducing international assistance for AIDS; meanwhile, low- and
middle-income countries struggle under the greater fiscal burdens
caused by the COVID-19 pandemic. Overall, major gains are being
made, but renewed urgency is needed to ensure the progress
reaches the populations and places that are still being left behind,
a reminder that inequalities undermine the AIDS response for all. In
some parts of the world and for some communities, the response to
the AIDS pandemic has shown remarkable resilience in adverse
times, with HIV treatment and prevention programmes adapting to
COVID-19 mitigation efforts. If there is one lesson that the COVID-
19 pandemic has taught us, it is that pandemics can't be ended
anywhere until they are ended everywhere.

HIV incidence rates, 2010 and 2021 (new cases per 1,000 uninfected adults aged 15 to 49 years)
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Additional resources, press releases, etc. with links:

e 2022 World AIDS Day report (https://www.unaids.org/en/resources/documents/2022/dangerous-inequalities)

e 2022 UNAIDS Global AIDS Update (https://www.unaids.org/en/resources/documents/2022/in-danger-global-aids-update)

e AIDSinfo (https://aidsinfo.unaids.org/)

Custodian agencyl(ies): UNAIDS

Storyline authors(s)/contributor(s): Mary Mahy, UNAIDS; Liana Moro, UNAIDS; Charlotte Sector, UNAIDS



https://www.unaids.org/en/resources/documents/2022/dangerous-inequalities
https://www.unaids.org/en/resources/documents/2022/in-danger-global-aids-update
https://aidsinfo.unaids.org/
https://unstats.un.org/sdgs/dataContacts/

Indicator 3.3.2 Tuberculosis incidence per 100,000 population
Global targets for ending the TB epidemic are off-track

The COVID-19 pandemic has had a negative impact on access to TB diagnosis and treatment in many countries, in turn resulting in global increases in TB disease burden. Global
targets for reductions in TB incidence (new cases per 100 000 population per year) and the number of people dying from TB are off-track. In 2021, an estimated 10.6 million people
(95% uncertainty interval [UI]: 9.9—11 million) fell ill with

TB, an increase of 4.5% from 10.1 million (95% Ul: 9.5 Incidence rate of tuberculosis, 2000-2021
10.7 million) in 2020. The TB incidence rate rose by 3.6%
between 2020 and 2021, reversing declines of about 2% 250

per year for most of the previous two decades. The net
reduction from 2015 to 2021 was 10%, only one fifth of
the way to the 2025 milestone of WHO's End TB Strategy.
Globally, the estimated number of deaths from TB
increased in 2020 and 2021, reversing years of decline 150
between 2005 and 2019. In 2021, there were an
estimated 1.4 million deaths among HIV-negative people
(95% Ul: 1.3—1.5 million) and 187 000 deaths (95% Ul:
158 000—218 000) among HIV-positive people, for a
combined total of 1.6 million. The net reduction in the 50
number of people dying from TB between 2015 and 2021
was only 5.9%, less than one tenth of the way to the
2025 milestone of the End TB Strategy. 2000 2005 2010 2015 2020
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Storyline authors(s)/contributor(s): Katherine Floyd, WHO; Hazim Timimi, WHO; Anna Dean, WHO
Custodian agency(ies): WHO



https://unstats.un.org/sdgs/dataContacts/

Indicator 3.3.3 Malaria incidence per 1,000 population
Malaria cases and deaths remained stable in 2021, but progress towards the SDG 2030 malaria target is off course

Despite COVID-related disruptions to malaria prevention, testing and treatment services, and the often-devastating impacts of the pandemic on health, social and economic systems,
national malaria programmes and their partners largely held the line against further setbacks to malaria control in 2021.

According to the latest World malaria report, published in December 2022, there were an estimated 619 000 malaria deaths globally in 2021 compared to 625 000 in the first year of
the pandemic. In 2019, before the pandemic struck, the number of deaths stood at 568 000.

Malaria cases continued to rise between 2020 and 2021, but at a slower rate than in the period 2019 to 2020. The global tally of malaria cases reached 247 million in 2021,
compared to 245 million in 2020 and 232 million in 2019.

National-level commitment to malaria control was key to success. In 2021, distributions of insecticide-treated nets (ITNs) — the primary vector control tool used in most endemic
countries — was strong overall and reached similar levels to the pre-pandemic years: of the 171 million ITNs planned for distribution 128 million (75%) reached their target
destination.

In 15 African countries, about 45 million children were treated, on average, per seasonal malaria chemoprevention (SMC) cycle, a major increase from 33.4 million in 2020 and about
22 million in 2019. The preventive therapy is recommended for children living in areas with highly seasonal malaria transmission in Africa.

Despite supply chain and logistical challenges during the pandemic, malaria-endemic countries distributed 223 million malaria rapid diagnostic tests in 2021, a similar level reported
before the onset of COVID-19. At the same time, countries succeeded in maintaining the delivery of malaria drug regimens, with an estimated 242 million ACT treatment courses
distributed worldwide in 2021 compared to 239 million in 2019.

However, too many people at high risk of malaria are still missing out on the services they need to prevent, detect and treat the disease. In 2021, just over half (53%) of pregnant
women and children under 5 years of age in sub-Saharan Africa slept under an insecticide-treated net (ITN).

Only one third (35%) of pregnant women in Africa received the WHO-recommended 3-dose regimen of preventive malaria therapy in 2021 — a figure that has remained largely
unchanged in recent years. And, in the period 2015 to 2021, about one third of children with a fever (35%) were not taken to a health provider for treatment.

Challenges in expanding access to malaria services have been compounded, particularly in Africa, by the ongoing COVID-19 pandemic, converging humanitarian crises, restricted
funding, weak surveillance systems, and declines in the effectiveness of the most commonly used ITNs. Other threats to the malaria response in the African continent include
growing parasite resistance to antimalarial drug regimens and an invasive mosquito that adapts easily to urban environments.

Progress towards key global malaria targets
remains off course. Urgent and concerted actionis ~ Comparison of global progress in malaria case incidence (per 1000 population at risk) considering two scenarios: current

needed to set the world back on a trajectory trajectory maintained (blue) and targets of the GTS achieved (green)
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To support malaria-endemic countries, WHO has
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access to its malaria recommendations. WHO

encourages countries to tailor the ~s—Current estimates of global case incidence ~» GTS milestones (baseline of 2015) ~ Forecasted trend if current trajectory is maintained
recommendations to local disease settings, using

local data, for maximum impact.

Additional resources, press releases, etc. with links:

e Strategy to respond to antimalarial drug resistance in Africa (who.int)

e WHQO initiative to stop the spread of Anopheles stephensi in Africa

e (lobal framework for the response to malaria in urban areas (who.int)

e Malaria surveillance assessment toolkit : Global Malaria Programme (who.int)
e WHO's consolidated malaria guidelines: Global Malaria Programme (who.int)

Storyline authors(s)/contributor(s): Dr Abdisalan Noor, WHO; Ms Saira Stewart, WHO; Dr Laura Anderson, WHO
Custodian agencylies): WHO

Indicator 3.3.4 Hepatitis B incidence per 100,000 population

Custodian agencylies): WHO



https://www.who.int/publications/i/item/9789240060265
https://www.who.int/publications/i/item/WHO-UCN-GMP-2022.06
https://www.who.int/publications/i/item/9789240061781
https://www.who.int/teams/global-malaria-programme/surveillance/surveillance-system-assessments
https://www.who.int/teams/global-malaria-programme/guidelines-for-malaria
https://unstats.un.org/sdgs/dataContacts/
https://unstats.un.org/sdgs/dataContacts/

Indicator 3.3.5 Number of people requiring interventions against neglected tropical diseases
Neglected tropical diseases: tackling the disease burden and progress achieved in 2021

In 2021, 1.65 billion people were reported to require mass or individual treatment and care’ for neglected tropical diseases (NTDs), down from 2.19 billion in 2010, representing a
reduction of 25%. The majority of these individuals continued to require mass treatment for diseases amenable to preventive chemotherapy (lymphatic filariasis, onchocerciasis,
soil-transmitted helminthiases, schistosomiasis and trachoma), while the numbers requiring other NTD services such as individual disease management or care were much smaller,
approximating a few million. Global progress in reducing the number of people requiring interventions against NTDs, which is one of the NTD road map'’s overarching

indicators?, was driven by three main factors: first, a number of countries have eliminated at least one NTD (as of December 2022, 47 countries, territories and areas had eliminated
at least one NTD); secondly, although not yet certified, verified or validated, several countries have reached the post-intervention surveillance phase for at least one NTD; thirdly,
remapping for a number of NTDs has led to the reclassification from endemic to nonendDISABLEDemic status of several geographical areas within a few countries. Improved
livelihoods and living conditions may have also contributed, although in uneven and varying ways, as several countries endemic for NTDs are affected by social instability, entailing
destruction and population displacement.

Notably, between 2020 and 2021, the global reduction of about 80 million was largely attributable to a revision of the number of children requiring preventive chemotherapy for soil-
transmitted helminthiases in India, which is the country with the largest population requiring this intervention globally. This decrease was based on impact assessment surveys
conducted in the past few years, which changed the endemicity status of some districts.

Some 505 million people required treatment and care for NTDs in the least developed countries (LDCs), representing 46% of those countries’ populations, down from 79% in 2010.
More than 1.14 billion people living outside the group of LDCs still required treatment and care for NTDs.

In 2021, across the entire spectrum of essential health services, NTD services were found to be among those most severely affected by the coronavirus disease (COVID-19)
pandemic; notably, preventive chemotherapy interventions were the most frequently affected among NTD services. Nevertheless, in 2021-2022 efforts continued to mitigate the
impact of the pandemic and implement the road map, which resulted in improved performance of NTD programmes. For example, 1.805 hillion treatments were delivered through
preventive chemotherapy in 2019, 1.137 billion in 2020 (—37%) and 1.355 hillion in 2021 (—25%); compared with 2020, about 218 more million treatments were distributed in 2021
(+19%).

The number of people receiving NTD treatments, both through preventive chemotherapy and through individual treatment and care, has also bounced back after the major
disruptions caused by COVID-19. Although the difference from the pre-COVID-19 era is still substantial (more than one billion people had been treated every year for four
consecutive years between 2016 and 2019), the trend registered in 2021 (888 million people treated, +11% from 798 million treated in 2020) is positive and likely to continue in
2022.

The pandemic has also presented opportunities for innovation and synergies. For example, hand-washing and other WASH-related measures were promoted and enforced during the
pandemic in accordance with WHO guidance, which is expected to have generated a positive impact on transmission of several NTDs as well.

Storyline authors(s)/contributor(s): Alexei Mikhailov, WHO; Albis Gabrielli, WHO
Custodian agencylies): WHO

1 Preventive, curative, surgical or rehabilitative interventions.
2 Ending the neglect to attain the Sustainable Development Goals: a road map for neglected tropical diseases 2021-2030. Geneva: World Health Organization; 2021
(https://apps.who.int/iris/handle/10665/338565, accessed 2 February 2023)
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Target 3.4 By 2030, reduce by one third premature mortality from non-communicable diseases through prevention and treatment and promote mental
health and well-being

Indicator 3.4.1 Mortality rate attributed to cardiovascular disease, cancer, diabetes or chronic respiratory disease
Most of the world is not on track to meet the SDG target on noncommunicable diseases

Globally, about three-quarters (74%) of all deaths in 2019 were caused by noncommunicable diseases (NCDs). The premature NCD mortality, measured by the unconditional
probability of dying from any of the four main NCDs (cardiovascular disease, cancer, diabetes or chronic respiratory disease) between age 30 and exact age 70, has declined by
22.2% from 22.9% in 2000 to 17.8% in 2019. The rate of decline, however, was insufficient to meet SDG target 3.4.1 of a one-third reduction from 2015 values.

While the risk remains markedly higher for men
globally (27.5% compared to 18.2% for women), some Probability of dying from any of the four main NCDs between ages 30 and 70, 2000 to 2019 (%)

regions have seen the gender gap close considerably
405

from 2000 to 2019. In Australia and New Zealand,

Northern America and Europe and even Sub-Saharan B/ | e

Africa, where the gap has been historically small, the 205

gender gap has closed by a third or more due to slightly

greater reductions in premature NCD mortality among e — —

men. Whereas in Central Asia and Southern Asia as 20% e e
well as Western Asia and Northern Africa the gender \

gap has declined only slightly in the same period. . 5%

If the rates of decline in premature NCD mortality since 10%

2000 could be sustained, only Northern America and 5%

Europe would be on track to reach the SDG 3.4.1

target. However, preventive, diagnostic and treatment D% 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
SBI’ViCBS fOI’ NCDS have been disrupted Since the A ustralia and New Zealand (M49) = Central Asia (M49) and Southern Asia (MDG=M439)

COVID-19 pandemic began in early 2020, threatening Eastern Asia (M48) and South-eastern Asia (MDG=M49) Latin America and the Caribbean (MDG=M43)

prOgreSS made in the |aSt two decades- At the same m Horthern America (M49) and Europe (M48) m———Jreania (M49) exduding Australia and New Zealand (M493)

time, the COVID-19 pandemic underscores the need for ——5ub-53haran Africa (M4 ——Western Asia (M49) and Northern Africa (M49)

further attention to NCD interventions, as people with ——WORLD
underlying NCD conditions have higher risks of severe
illness and death from COVID-19.

Storyline authors(s)/contributor(s): Melanie Cowan, World Health Organization; Leanne Riley, World Health Organization

Custodian agencylies): WHO

Indicator 3.4.2 Suicide mortality rate

Custodian agencylies): WHO
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Target 3.5 Strengthen the prevention and treatment of substance abuse, including narcotic drug abuse and harmful use of alcohol
Indicator 3.5.1 Coverage of treatment interventions (pharmacological, psychosocial and rehabilitation and aftercare services) for substance use disorders

Custodian agency(ies). WHO,UNODC

Indicator 3.5.2 Alcohol per capita consumption (aged 15 years and older) within a calendar year in litres of pure alcohol

The level of drinking in populations is highest in Europe and Northern America, and is increasing in Central and Southern Asia

Despite some positive global trends in the prevalence of heavy episodic drinking and
number of age-standardized alcohol-attributable deaths since 2010, the overall burden
of disease and injuries caused by the harmful use of alcohol is high, particularly in

Adult per capita consumption (litres/year)

4.3
43
Small island developing States 42

Europe and Africa. -
i i . . Least developed countries ﬁfg
In 2019, alcohol consumption in the world, measured in litres of pure alcohol per person R
of 15 years of age or older, was 5.5 litres, which is a 4.7% relative decrease from 5.7 Landlocked developing countries a7 2019 #2015 ®2010 W2005 m2000
[

litres in 2010. Europe and Northern America has the highest per capita consumption in
the world (10.3 litres per capita in 2019), and its per capita consumption has decreased

by 6.0% since 2010. In all (SDG) regions, fewer women drink alcohol than men, and Sub-Saharan Africa K
when they drink, they drink less. In 2019, 56% of the world population aged 15 years or oceanis (excloding 12
older (65% of women; 48% of men) abstained from drinking alcohol in the past 12 Australia snd New Zealand) [Smg
months Central and Southern Asia 3.3:7
Proven, cost-effective actions to reduce the harmful use of alcohol include increasing ot and South-Eactern Ach D
taxes on alcoholic beverages, bans or comprehensive restrictions on alcohol advertising, D .
restricting the physical availability of alcohol, enacting and enforcing drink-driving laws, Lotin America and the Caribbean &7
and providing brief psychosacial interventions. Higher-income countries are more likely o s
. - .. . . Morthern Africa and Westemn Asia 11_.3
to have introduced these policies, raising issues of global health equity and L
underscoring the need for greater support to low- and middle-income countries. Europe and Northem America T

Australia and New Zealand 110

Storyline authors(s)/contributor(s): Vladimir Poznyak, WHO; Alexandra Fleischmann, WHO
Custodian agency(ies): WHO

Target 3.6 By 2020, halve the number of global deaths and injuries from road traffic accidents

Indicator 3.6.1 Death rate due to road traffic injuries

Custodian agencylies): WHO
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Target 3.7 By 2030, ensure universal access to sexual and reproductive health-care services, including for family planning, information and education,
and the integration of reproductive health into national strategies and programmes

Indicator 3.7.1 Proportion of women of reproductive age (aged 1549 years) who have their need for family planning satisfied with modern methods

More women among those who want to avoid pregnancy use modern contraceptive methods

Access to and use of modern contraceptive methods enable individuals and couples to exercise their right to decide the number and spacing of their children. Globally, the
proportion of women of reproductive age (aged 15-49) who have their need for family planning satisfied with modern methods (SDG indicator 3.7.1) increased slightly from 76.5 per
cent to 77.6 per cent between 2015 and 2023 and is projected to reach 78.2 per cent by 2030. Slow global progress in meeting the need for family planning with modern
contraception conceals the advances made in all regions, with the largest increases observed in regions where modern contraceptive use among women who want to avoid
pregnancy was lower than the global value in 2015 (Figure 1). In sub-Saharan Africa, the proportion of women using modern contraception among those who want to avoid a
pregnancy increased from 51.6 per cent to 57.4 per cent between 2015 and 2023 and is projected to rise further to 62.1 per cent by 2030. Three other regions with low use of modern
contraception are expected to experience slower increases in the proportion of women of reproductive age who have their need for family planning satisfied with modern methods
between 2015 and 2030 — in Oceania excluding Australia and New Zealand from 49.5 to 55.6 per cent, in Northern Africa and Western Asia from 61.5 to 66.5 per cent and in Central
and Southern Asia from 69.9 to 76.3 per cent.

Notably, progress in these regions has been achieved against a background of rapid growth in the number of women of reproductive age, which heightens the challenges of ensuring
adequate coverage of reproductive health-care services, including family planning. In sub-Saharan Africa, the population of women of reproductive age, which was 230 million in
2015, is projected to number 352 million by 2030, an increase of more than half (53.0 per cent) (Figure 2). Similarly, over the same period, the population of women of reproductive
age is projected to increase by 18.2 per cent in Central and Southern Asia, by 24.2 per cent in Northern Africa and Western Asia, and by 30.9 per cent in Oceania excluding Australia
and New Zealand. These four regions together are home to an increasing percentage of reproductive-age women globally — rising from 45.9 per cent of the total in 2015 to 53.2 per
cent in 2030.

Future global progress will be driven by trends in regions and countries where the use of modern contraceptive methods among women who want to avoid pregnancy is still low and
the number of women of reproductive age will continue to grow rapidly. In addition to its impact on global progress, an accelerated increase in meeting family planning needs in
regions with the largest gaps would help to reduce global inequality in access to reproductive health-care services, including for family planning.

Proportion of women of reproductive age (aged 15-49) who have their need for Population of women of reproductive age (aged 15-49), by SDG regions, 2000-
family planning satisfied by modern methods (SDG indicator 3.7.1), by SDG regions 2050 (millions)
(percentage)
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Additional resources, press releases, etc. with links:

¢ United Nations Department of Economic and Social Affairs, Population Division (2022). World Family Planning 2022. Meeting the changing needs for family planning:
Contraceptive use by age and method (UN DESA/POP/2022/TR/NO. 4)
o (2020). World Family Planning 2020. Accelerating action to ensure universal access to family planning (ST/ESA/SER.A/450)
o (2022). World Population Prospects 2022 (UN DESA/POP/2021/TR/NO. 3)
o (n.d.). SDG Indicator 3.7.1. Available at https://www.un.org/development/desa/pd/data/sdg-indicator-371-contraceptive-use.

Storyline authors(s)/contributor(s): Vladimira Kantorova, United Nations; Sehar Ezdi, United Nations; Joseph Molitoris, United Nations

Custodian agencylies): DESA Population Division
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Indicator 3.7.2 Adolescent birth rate (aged 10—14 years; aged 15—19 years) per 1,000 women in that age group
Adolescent fertility continues to decline

Reducing adolescent pregnancies and adolescent birth rates (the number of births per 1,000 women aged 10-14 and women aged 15-19), continues to be an important priority for the
international community. Pregnancy complications are a known leading cause of death among girls and young women aged 15-19 and these risks are only exacerbated among
younger girls. The adolescent birth rate is also an indicator of the effectiveness of measures taken to prevent unintended pregnancies and to ensure universal access to sexual and
reproductive health-care services.

This year's data submission presents, for the first time, a comprehensive global dataset on adolescent birth rates for young adolescents ages 10-14 years. These new data can help
the international community to shine a light on young girls, often those who are the most vulnerable and most at risk of being left behind.

Pregnancy among young girls aged 10-14 is generally rather uncommon when compared with pregnancy among older girls aged 15-19. In 2021, the global adolescent birth rate for
women ages 15-19 was 42.5 births per 1,000 women in that age group, down from 47.2 in 2015 and 64.5 in 2000; a remarkable decline of one third since 2000. The global
adolescent birth rate for girls aged 10-14 has also declined, from 3.3 births per 1,000 girls in that age group in 2000 to 1.8 births in 2015 and to 1.6 births in 2021; a total reduction of
more than 50 percent over the past 20 years.

While progress is uneven, the decline in the adolescent birth rate for both age-groups has been almost universal since 2000 across major regions and countries. The largest declines
are reported for Central and South-Eastern Asia, from 96.2 hirths for 1,000 women aged 15-19 years in 2000 to 34.5 in 2015 and 28.8 in 2021 (a reduction of 70 per cent) and from
4.8 births per 1,000 girls aged 10-14 in 2000 to 0.7 in 2015 and 0.5 in 2021 (a reduction of 89 per cent).

For the first time available global and regional estimates on
early adolescent fertility (for girls between 10-14 years) show ~ Adolescent birth rate per 1,000 girls ages 10-14, 2021*
(Figure 1) that becoming a mother at such young ages varies

considerably across the world, and it is quite common in sub- 3
Saharan Africa, in Latin America and the Caribbean and in s
Oceania. It occurs mostly in sub-Saharan Africa, with nearly 5 g %
births per 1,000 girls aged 10 to 14 years in 2021. The highest

rates are observed in countries of Western and Middle Africa,

and parts of Eastern Africa. Birth rates to girls below age 15 ’\,,‘\'" :

are also high in Latin America and the Caribbean at 2.4 births A\ }“

per 1,000 girls aged 10 to 14 years and in Oceania (excluding s 65 gl g0 X ' o

Australia and New Zealand) at 2.2 births per 1,000 girls aged ® 5 0r more Y7
. . . . . m2tol han 5

10 to 14 years. While in other regions childbearing below age 8 110less then 2

. . . 0.2 to less than 1
15 is relatively uncommon, selected countries such as Less than 0.2

No data

Afghanistan, Bangladesh and Lao People's Demacratic
Republic still have more than 2 births per 1,000 girls aged 10 to

14 years.

. . . . *MOst recent country data point between 2011 and 2021
BeCOmIng a mOther belOW the age Of 15 IS a rare experlence In ?:‘xf\;:r:‘gfﬁllm:’éjﬂDﬂﬁemrakj‘-smmm&N:ﬂcNXW{/}0"(-)1HWWK!V):(PC'J&QH?<UH’.M-\J?M
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A Gspute exists botween the Governments of Argenting and the United Kingdom of Great Britain and Northem ireland concerming sovereignty over the Falkiand istands (Madvinas)

(less than 0.1 births per 1,000 girls aged 10 to 14 years in
2021). Data to assess the impact of COVID-19 on adolescent
fertility in a systematic manner are not yet available.

Storyline authors(s)/contributor(s): Karoline Schmid, UN DESA/PD
Custodian agencylies): DESA Population Division
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Target 3.8 Achieve universal health coverage, including financial risk protection, access to quality essential health-care services and access to safe,
effective, quality and affordable essential medicines and vaccines for all

Indicator 3.8.1 Coverage of essential health services
Indicator 3.8.2 Proportion of population with large household expenditures on health as a share of total household expenditure or income

Halfway through the SDG period, the world is far short of reaching universal health coverage (SDG target 3.8) as improvements to health services
coverage have stagnated and financial hardship resulting from the need to pay out-of-pocket for health services and products worsened for too many
people.

Universal health coverage (UHC) means that all people can access needed health services of good quality without facing financial hardship. The latest data confirms alarming trends
in SDG UHC indicators. After massive global efforts to alleviate the burden of infectious diseases, especially HIV, TB, and malaria, drove rapid expansions of service coverage (SDG
3.8.1) between 2000 and 2015, progress markedly slowed, with the UHC Service Coverage Index (SCI) rising by only two points to 67 between 2015 and 2021. Key components of
UHC service coverage without similar global commitments, such as those related to non-communicable diseases (NCDs) and health service capacity and access, continue to see
minimal or no progress. There hasn’t been any significant progress in reducing financial hardship. The proportion of the population spending more than 10% of their household
budget on health out of pocket (O0OP) (SDG 3.8.2) worsened since 2015 at 0.04 percentages points on average per year to reach 12.8% in 2019 (about 1 billion people). In addition, in
2019, 6% of the global population (about 480 million people) were pushed or further pushed into extreme poverty due to OOP payments for health. Failure to reduce financial
hardship globally pre-pandemic is due to the combination of people getting richer, gaps in coverage policies in particular for medicines which are mostly paid out-of-pocket and
health systems heavy relying on their OOP health spending, especially in low and lower middle-income countries.

Lack of data currently precludes a comprehensive assessment of COVID-19 impacts on UHC but the available evidence points towards a deterioration. The SCI stagnated globally,
but sub-regional and country level decreases were observed, alongside significant disruptions in the delivery of essential health services not captured by the index. The disruptions
occurred thru a mix of demand and supply side factors, with the absorption of significant health system resources for COVID-19-related services. Importantly, the pandemic has had
cascading impacts on other health-related issues, driven by the diminished capacities of health systems to provide, and people’s ability to receive, effective preventive, curative,
rehabilitative and palliative services not directly related to COVID-19. The combined macroeconomic, fiscal, and health impacts of the pandemic and emerging evidence on rising
poverty point to a significant worsening of financial protection globally with higher rates of foregone care due to financial barriers, and more people incurring financial hardship due
to relatively high and impoverishing OOP spending. The economic outlook, including increasing debt burdens and inflation rates, will continue to pressure government and
household budgets alike,

indicating sustained worsening of - prggress in service coverage (SDG indicator 3.8.1) and catastrophic health spending (SDG indicator 3.8.2, 10% threshold), 2000-2019
financial protection in the medium-
term without targeted policy

actlon b UHC Service coverage Index (SDG 3.8.1)

More health service coverage is better
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SDGs 3.8.1 and 3.8.2 when the : g make progress towards
SDGs began in 2015, all regions target 3.8
have since shown the same
pattern of stagnating service
coverage and worsening financial
hardship (Figure 1). Causes of this
lack of progress vary by region and
country and addressing them
requires context-specific policies.
But in general, significant
advances towards UHC by 2030
require an acceleration in the
expansion of all essential health
services, especially those with
minimal progress to date.
Proactive policy efforts are needed
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Additional resources, press releases, etc. with links:

https://www.who.int/data/gho/data/major-themes/universal-health-coverage-major
https://www.who.int/health-topics/financial-protection#tab=tab 1
http://datatopics.worldbank.org/universal-health-coverage/
https://www.who.int/teams/health-systems-governance-and-financing/global-monitoring-report

Storyline authors(s)/contributor(s): Cristin Fergus, WHO; Gabriela Flores, WHO; Sven Neelsen, World Bank; Susan Sparkes, WHO; Haidong Wang, WHO; Stephen MacFeely,
WHO; Patrick Eozenou, World Bank; Gil Shapira, World Bank; Marc Smitz, World Bank; Jewelwayne Salcedo Cain, World Bank; Ajay Tandon, World Bank; Rose Lavado, WHO;
Vladimir Gordev, WHO; Tessa Edejer, WHO

Custodian agencylies): WHO
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http://datatopics.worldbank.org/universal-health-coverage/
https://www.who.int/teams/health-systems-governance-and-financing/global-monitoring-report
https://unstats.un.org/sdgs/dataContacts/

Target 3.9 By 2030, substantially reduce the number of deaths and ilinesses from hazardous chemicals and air, water and soil pollution and
contamination

Indicator 3.9.1 Mortality rate attributed to household and ambient air pollution
Low- and middle-income countries are more susceptible to the deadly threat of air pollution

Particulate air pollution, whether household or ambient increases the risk of cardiovascular diseases (i.e., Ischaemic heart disease and stroke), respiratory diseases (i.e., chronic
obstructive pulmonary disease and acute lower respiratory infections) and lung cancer; leading to some 6.7 million deaths worldwide which represents an age-standardized
mortality rate of 103.6 cases per 100'000 capita in 2019. 93% of these deaths occurs in low-and middle-income countries, mainly from Asia (Central Asia (M49) and Southern Asia
(MDG=M49), Eastern Asia (M49) and South-eastern Asia (MDG=M49)) and Sub-Saharan Africa.

Non-communicable diseases such as ischaemic heart disease (IHD, 41%), stroke (23%), chronic obstructive pulmonary disease (COPD, 16%) and lung cancer (5%) account together
for 85% of the total deaths due to air pollution. The remaining 15% are due to acute lower respiratory infection (ALRI) in general population, of which 31% occurs in children under
five years old.

The differences in the age-standardized mortality rates attributable to air pollution across the regions, are not only due to different concentrations (population weighted) of ambient
and household PM2.5 but also to the different age distribution and underlying mortality prevalence. Furthermore, the relative contribution of the different diseases to the overall
mortality due to air pollution related diseases varies by region, due to different population structure and main causes of death. Ambient and household have also different
contributions to the overall burden due to air pollution, in the different regions. Oceania (excluding Australia/New Zealand), Sub-Saharan Africa, and most of Asia have the highest
mortality rates from air pollution. This is largely due to the

high levels of household air pollution exposure where alarge  Age-standardized mortality rate trends per 100°000 capita 2010-2019, attributable to ambient air pollution due
proportion of the population still rely on polluting fuels and to five causes of death, by SDG region
technologies for cooking, leading to about 3.2 million deaths

worldwide. Health risks from household air pollution are
particularly high among women and children, who tend to
spend more time in and around the stove. In 2019, ambient
air pollution from traffic, industry, power generation, waste w0

burning, and residential fuel combustion resulted in 4.2 :\m_ . .
million deaths, which is equivalent to an age-standardized 7 o— .

mortality rate of 59.2 cases per 100°000 capita. As shown in \\\__\i_\?

the figure, the 2010-2019 tendency of these rates has —
decreased globally and almost for all the SDG regions except
for Oceania (excluding Australia/New Zealand).

The COVID-19 pandemic has shown that people with pre- S | i 3 —— * * "
existing chronic diseases, such as cardiovascular diseases, ) i . | |
respiratory diseases, cancer and diabetes, were heavily over- N L —— .
represented among COVID-19 patients. These at riskgroups -
have shown to be at higher risk of severe illness and death.
As mentioned above, the same diseases are impacted by 10
chronic exposure to air pollution. Moreover, current scientific
evidence suggests that air pollution weakens the immune . s - s - - - - s e
system against infectious diseases. Since particulate matter e Global Austraia and New Zealand (1142)
induces inflammation in lung cells, the exposure to this air Central Asia (M49) and Southern Asia (MDG=M48) Eastern Asia (M43 and South-sastern Asia (MDG=M49)
—&—| atin America & the Caribbean (MD G=M49) —=—Northern America (M49) and Europe (M49)

pollutant could increase the susceptibility and severity of the
. L. L. —e—(ceania (MDG) / Oceania (M42) excluding Australia and New Zealand (M49) —e=5ub-5aharan Africa (M49)
COVID-19 patient symptoms. Hence it is critical to pursue e Westem Asia (V48] and Northern Africa (V14)
efforts to mitigate air pollution levels and reduce exposure
for the most vulnerable individuals.

Additional resources, press releases, etc. with links:

e for further information on the SDG 3.9.1 please refer to the WHO Global Health Observatory, Air pollution data portal, available at:
https://www.who.int/data/gho/data/themes/air-pollution

Storyline authors(s)/contributor(s): Karla Cervantes-Martinez, WHO; Sophie Pauline Gumy, WHO; Heather Adair-Rohani, WHQO; Oliver Stoner, University of Glasgow; Gavin
Shaddick, University of London; Matthew Thomas, University of Exeter

Custodian agencylies): WHO
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https://unstats.un.org/sdgs/dataContacts/

Indicator 3.9.2 Mortality rate attributed to unsafe water, unsafe sanitation and lack of hygiene (exposure to unsafe Water, Sanitation and Hygiene for All
(WASH) services)

Custodian agencylies): WHO

Indicator 3.9.3 Mortality rate attributed to unintentional poisoning

Unintentional poisonings were responsible for more than 84 000 deaths in 2019 — of which 73% (around 62,000 deaths) are thought to be preventable through sound chemical
management. Although the number of deaths from unintentional poisonings has steadily declined since 2000, mortality rates continue to be relatively high in low-income countries
(over two times the global average). A third of all deaths from unintentional poisonings occurred in Sub-Saharan Africa alone. Due to occupational exposures, deaths rates from
unintentional poisonings are lower in females compared to males — more than 40% lower on a global basis. Unintentional poisoning can be caused by household chemicals,
pesticides, kerosene, carbon monoxide and medicines or can be the result of environmental contamination or occupational chemical exposure. Lead recycling, for example, is an
important source of environmental contamination and human exposure. As of 1 January 2023, only 47% of WHO Member States had a poison centre, which have an important role
in implementation of the International Health Regulations (2005) requiring countries to have the capacity for surveillance, detection and response to public health events caused by
chemicals.

Storyline authors(s)/contributor(s): Jennyfer Wolf, WHO; Pruss Annette, WHO
Custodian agency(ies): WHO

Target 3.a Strengthen the implementation of the World Health Organization Framework Convention on Tobacco Control in all countries, as appropriate
Indicator 3.a.1 Age-standardized prevalence of current tobacco use among persons aged 15 years and older

Custodian agencylies): WHO,WHO-FCTC
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Target 3.b Support the research and development of vaccines and medicines for the communicable and non-communicable diseases that primarily affect
developing countries, provide access to affordable essential medicines and vaccines, in accordance with the Doha Declaration on the TRIPS Agreement
and Public Health, which affirms the right of developing countries to use to the full the provisions in the Agreement on Trade-Related Aspects of
Intellectual Property Rights regarding flexibilities to protect public health, and, in particular, provide access to medicines for all

Indicator 3.b.1 Proportion of the target population covered by all vaccines included in their national programme

Measles outbreaks continue to occur as immunization programmes struggle to recover from the COVID-19 pandemic

Sustainable Development Goal 3.b.1 tracks the coverage of four vaccines given to infants, young children, and adolescent girls to signal that immunization is important at all ages.
All six World Health Organization (WHO) regions are committed to eliminating measles. These regional targets are part of the core impact indicators of the Immunization Agenda
2021-2030 (IA2030) and position measles as the tracer of a health system'’s ability to deliver essential childhood vaccines.

Measles elimination requires a population coverage of 95% with 2 doses of measles containing vaccine to interrupt circulation of the virus. While vaccination data are essential to
monitor overall population immunity, rigorous measles surveillance also helps to document specific immunity gaps.

The COVID-19 pandemic caused a historic backsliding in immunization rates of measles and other life-saving vaccines in all WHO Regions, creating a large pool of individuals
susceptible to measles and other diseases. In parallel, strained surveillance systems failed to maintain the levels of performance required for the accurate and timely detection of
measles cases and outbreaks. This created an alarming situation favorable to the spread of measles, particularly in low- and middle-income countries.
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Additional resources, press releases, etc. with links:

Immunization Agenda 2030 https://www.immunizationagenda2030.0rg/
https://www.who.int/news/item/15-07-2022-covid-19-pandemic-fuels-largest-continued-backslide-in-vaccinations-in-three-decades
Progress towards regional measles elimination — worldwide, 2000-2021 https://apps.who.int/iris/handle/10665/364733

Coverage https://data.unicef.org/topic/child-health/immunization

Storyline authors(s)/contributor(s): Sebastien Antoni, WHO; Marta Gacic Dobo, WHQO; Patrick O'Connor, WHO
Custodian agencylies): WHO,UNICEF
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Indicator 3.b.2 Total net official development assistance to medical research and basic health sectors

ODA for basic health from all donors doubled in real terms since 2015

ODA for basic health from all donors doubled in real terms since 2015, from USD 10.2 billion (constant 2021 prices) and reached USD 20.4 billion in 2021. Approximately USD 2.7
billion was spent on basic health care, USD 2.4 billion on malaria control, and USD 2.0 billion on infectious disease control. The United States, the Global Fund, Germany and GAVI
accounted for almost 40 percent of this total, providing, USD 2.2 billion, USD 2.1 hillion, USD 2.1 billion, and USD 1.6 billion respectively.

In 2021, COVID-19 control (e.g. information, education and communication; testing; prevention; immunisation, treatment and care) represented the largest share of ODA for basic
health, totaling USD 9.6 billion of which USD 6.3 billion were for vaccine donations.

Preliminary data for 2022 indicate that within total ODA, DAC countries spent USD 11.2 billion on COVID-19 related activities®, down by 45% compared to 2021. Within this total,
USD 7.0 billion were to provide support related to COVID-19 control (e.g. prevention; treatment, care and vaccines). Vaccine donations from DAC member countries amounted to USD
1.53 billion, a fall of 74.1% in real terms compared to 2021. Cumulated for the period 2020-2022, COVID-19 control represented USD 21.2 billion (constant 2021 prices).

Storyline authors(s)/contributor(s): Yasmin Ahmad, OECD
Custodian agency(ies): OECD

Indicator 3.b.3 Proportion of health facilities that have a core set of relevant essential medicines available and affordable on a sustainable basis

Custodian agencylies): WHO

3 The figures in 2022 on COVID-19 related activities are preliminary and partial, as several donors are still in the process of collecting detailed information, especially sector-
related data.
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Target 3.c Substantially increase health financing and the recruitment, development, training and retention of the health workforce in developing
countries, especially in least developed countries and small island developing States

Indicator 3.c.1 Health worker density and distribution

2030 global health workforce shortage reduced from 18 million to 10 million health workers

Achieving Universal Health Coverage, health security and the Sustainable Development Goals requires an adequate, well distributed, motivated and competent health workforce.
The COVID-19 pandemic further exacerbated the weaknesses in the health systems of countries across the world, resulting in renewed interest to strengthen health systems and
enhance national workforce capacity to deliver the essential public health functions including emergency preparedness and response.

In 2016, the Global Strategy on Human Resources for Health (GSHRH)* estimated the shortage of health workers to exceed 18 million by 2030. The adoption of the GSHRH and
through it the progressive implementation of National Health Workforce Accounts (NHWA)®, has facilitated reliable and annually updated information on the stock, demographics,
distribution and mobility patterns of health workers to address national, regional and global level health workforce challenges. A recent assessment® shows that the global shortage
reduced from 20 million in 2013 to 15 million health workers in 2020, with a projected decrease to 10 million by 2030. Though there has been a tremendous increase in health
workforce globally, regions with the highest burden of disease continue to have the lowest proportion of health workforce to deliver the health services. Data from 2014-2021 show
that the highest health worker densities for medical doctors and dentists are in Europe at 39.4 and 6.8 per 10,000 population respectively, and for nursing and midwifery personnel
and pharmacists in North America at 152 and 11 per 10,000 population respectively. The lowest health worker density, however, remains in Sub — Saharan Africa with 2.3 medical
doctors per 10,000 population, 12.6 nursing and midwifery personnel per 10,000 population, and less than 1 per 10,000 population for both dentists and pharmacists. Even when
national densities seem adequate, disparities in densities persist between rural, remote, subnational’ and hard to reach areas compared to capital cities and urban centers.

To plan and build an adequate health workforce requires, among others, detailed information on the stock, demographics, distribution and migration of health workers. Implementing
NHWA enables countries to strengthen their national human resources for health information systems and produce the data required for evidence-based health workforce planning
and policy-making.

Density of select health professionals per 10,000 population, 2014-2021 (latest available)
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Storyline authors(s)/contributor(s): Teena Kunjumen, WHO; Khassoum Diallo, WHO; Boniol Mathieu, WHO; Tapas Nair, WHO; Maria Sarah Nabaggala, WHO
Custodian agency(ies): WHO

4 WHO 2016 - Global strategy on human resources for health (GSHRH) https://apps.who.int/iris/bitstream/handle/10665/250368/9789241511131-eng.pdf

5 National Health Workforce Accounts https://apps.who.int/iris/handle/10665/259360

6 The global health workforce stock and distribution in 2020 and 2030: a threat to equity and 'universal' health coverage? https://pubmed.ncbi.nlm.nih.gov/35760437/
7 https://human-resources-health.biomedcentral.com/articles/10.1186/s12960-022-00720-5
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Target 3.d Strengthen the capacity of all countries, in particular developing countries, for early warning, risk reduction and management of national and
global health risks

Indicator 3.d.1 International Health Regulations (IHR) capacity and health emergency preparedness

Custodian agencylies): WHO

Indicator 3.d.2 Percentage of bloodstream infections due to selected antimicrobial-resistant organisms

Laboratory testing coverage impact on the assessment of SDG antimicrobial resistance indicator.

Global surveillance of antimicrobial resistance (AMR) is critical and forms the basis of country-level action and international cooperation on preventing and mitigating a top global
health threat. Such information must build upon nationally representative prevalence estimates obtained using standardised methods. The SDG indicator on AMR (3.d.2) monitors
the proportion of bloodstream infections (BSls) due to Escherichia coli resistant to third-generation cephalosporins and methicillin-resistant Staphylococcus aureus (MRSA). This

indicator is considered a building block to help drive the establishment of p i hird ) hal ins in E. coli and
national AMR programmes for monitoring and tracking the impact of ercentage resistance to third-generation cephalosporins in E. coli and percentage

interventions. methicillin resistance in S. aureus in countries reporting =10 BSls with AST results
compared to countries where the reported numbers per million population were above

Considering settings reporting at least 10 BSIs with antimicrobial susceptibility the 75th percentile in 2021

test results (AST) in 2021, the median proportion of BSIs due to E. coli resistant

to third-generation cephalosporins in 74 countries and the median proportion of Escherichia coli: StaphYIoCoceUS aureus:
BSIs due to MRSA in 75 countries are 39.2% (IQR 15.3-59.7) and 31.6% (IQR Third-generation cephalosporin Methicillin resistance

9.2-45.3), respectively. These rates are much lower (9.6% [IQR 7.4-12.8] and
9.0% [IQR 2.7-25.6], respectively) in 19 countries with better testing coverage
(that is, where the number of BSIs with AST per million population is above the
75th percentile). See Figure 1. Currently, global surveillance of AMR relies on
voluntary reporting of AMR data from clinical specimens in selected healthcare
facilities, and most low- and middle-income countries present lower testing
coverage compared to high-income countries. Consequently, the observations
are in part consistent with bias resulting from the convenient selection of
healthcare facilities in settings where the capacity for routine surveillance is
still nascent. For instance, a convenience sample of referral hospitals and/or
financial barriers to laboratory testing may result in selecting the most severely
il patients who may have been exposed to antibiotics previously to laboratory
testing. o 4

Percentage (%)
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Complementary surveillance approaches are needed to generate representative
data and trends to evaluate and inform the AMR response, especially in low- Al counties w2
resource countries with weak routine surveillance. B
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Storyline authors(s)/contributor(s): Olga Tosas Auguet, World Health Organization; Carmem Pessoa Da Silva, World Health Organization; Catharina Van Weezenbeek, World
Health Organization; Sergey Eremin World Health Organization

Custodian agencylies): WHO



https://unstats.un.org/sdgs/dataContacts/
https://unstats.un.org/sdgs/dataContacts/

	2003021b-5de6-4055-81d8-aa5d1c533e81.pdf
	Indicator 1.1.1 Proportion of the population living below the international poverty line by sex, age, employment status and geographic location (urban/rural)
	Indicator 1.2.1 Proportion of population living below the national poverty line, by sex and age
	Indicator 1.2.2 Proportion of men, women and children of all ages living in poverty in all its dimensions according to national definitions
	Indicator 1.3.1 Proportion of population covered by social protection floors/systems, by sex, distinguishing children, unemployed persons, older persons, persons with disabilities, pregnant women, newborns, work-injury victims and the poor and the vul...
	Indicator 1.4.1 Proportion of population living in households with access to basic services
	Indicator 1.4.2 Proportion of total adult population with secure tenure rights to land, (a) with legally recognized documentation, and (b) who perceive their rights to land as secure, by sex and type of tenure
	Indicator 1.5.1/11.5.1/13.1.1 Number of deaths, missing persons and directly affected persons attributed to disasters per 100,000 population
	Indicator 1.5.2/11.5.2 Direct economic loss attributed to disasters in relation to global gross domestic product (GDP)
	Indicator 1.5.3/11.b.1/13.1.2 Number of countries that adopt and implement national disaster risk reduction strategies in line with the Sendai Framework for Disaster Risk Reduction 2015–2030
	Indicator 1.5.4/11.b.2/13.1.3 Proportion of local governments that adopt and implement local disaster risk reduction strategies in line with national disaster risk reduction strategies
	Indicator 1.a.1 Total official development assistance grants from all donors that focus on poverty reduction as a share of the recipient country’s gross national income
	Indicator 1.a.2 Proportion of total government spending on essential services (education, health and social protection)
	Indicator 1.b.1 Pro-poor public social spending

	80e08e98-bf0f-4cea-80c1-0b573e8ecce1.pdf
	Indicator 2.1.1 Prevalence of undernourishment
	Indicator 2.1.2 Prevalence of moderate or severe food insecurity in the population, based on the Food Insecurity Experience Scale (FIES)
	Indicator 2.2.1 Prevalence of stunting (height for age <-2 standard deviation from the median of the World Health Organization (WHO) Child Growth Standards) among children under 5 years of age
	Indicator 2.2.2 Prevalence of malnutrition (weight for height >+2 or <-2 standard deviation from the median of the WHO Child Growth Standards) among children under 5 years of age, by type (wasting and overweight)
	Indicator 2.2.3 Prevalence of anaemia in women aged 15 to 49 years, by pregnancy status (percentage)
	Indicator 2.3.1 Volume of production per labour unit by classes of farming/pastoral/forestry enterprise size
	Indicator 2.3.2 Average income of small-scale food producers, by sex and indigenous status
	Indicator 2.4.1 Proportion of agricultural area under productive and sustainable agriculture
	Indicator 2.5.1 Number of (a) plant and (b) animal genetic resources for food and agriculture secured in either medium- or long-term conservation facilities
	Indicator 2.5.2 Proportion of local breeds classified as being at risk of extinction
	Indicator 2.a.1 The agriculture orientation index for government expenditures
	Indicator 2.a.2 Total official flows (official development assistance plus other official flows) to the agriculture sector
	Indicator 2.b.1 Agricultural export subsidies
	Indicator 2.c.1 Indicator of food price anomalies

	0a043472-e030-47ce-9e41-6ff7a49bbc78.pdf
	Indicator 3.1.1 Maternal mortality ratio
	Indicator 3.1.2 Proportion of births attended by skilled health personnel
	Indicator 3.2.1 Under‑5 mortality rate
	Indicator 3.2.2 Neonatal mortality rate
	Indicator 3.3.1 Number of new HIV infections per 1,000 uninfected population, by sex, age and key populations
	Indicator 3.3.2 Tuberculosis incidence per 100,000 population
	Indicator 3.3.3 Malaria incidence per 1,000 population
	Indicator 3.3.4 Hepatitis B incidence per 100,000 population
	Indicator 3.3.5 Number of people requiring interventions against neglected tropical diseases
	Indicator 3.4.1 Mortality rate attributed to cardiovascular disease, cancer, diabetes or chronic respiratory disease
	Indicator 3.4.2 Suicide mortality rate
	Indicator 3.5.1 Coverage of treatment interventions (pharmacological, psychosocial and rehabilitation and aftercare services) for substance use disorders
	Indicator 3.5.2 Alcohol per capita consumption (aged 15 years and older) within a calendar year in litres of pure alcohol
	Indicator 3.6.1 Death rate due to road traffic injuries
	Indicator 3.7.1 Proportion of women of reproductive age (aged 15–49 years) who have their need for family planning satisfied with modern methods
	Indicator 3.7.2 Adolescent birth rate (aged 10–14 years; aged 15–19 years) per 1,000 women in that age group
	Indicator 3.8.1 Coverage of essential health services
	Indicator 3.8.2 Proportion of population with large household expenditures on health as a share of total household expenditure or income
	Indicator 3.9.1 Mortality rate attributed to household and ambient air pollution
	Indicator 3.9.2 Mortality rate attributed to unsafe water, unsafe sanitation and lack of hygiene (exposure to unsafe Water, Sanitation and Hygiene for All (WASH) services)
	Indicator 3.9.3 Mortality rate attributed to unintentional poisoning
	Indicator 3.a.1 Age-standardized prevalence of current tobacco use among persons aged 15 years and older
	Indicator 3.b.1 Proportion of the target population covered by all vaccines included in their national programme
	Indicator 3.b.2 Total net official development assistance to medical research and basic health sectors
	Indicator 3.b.3 Proportion of health facilities that have a core set of relevant essential medicines available and affordable on a sustainable basis
	Indicator 3.c.1 Health worker density and distribution
	Indicator 3.d.1 International Health Regulations (IHR) capacity and health emergency preparedness
	Indicator 3.d.2 Percentage of bloodstream infections due to selected antimicrobial-resistant organisms

	fcb83c02-cacd-4810-9019-266a64c34580.pdf
	Indicator 4.1.1 Proportion of children and young people (a) in grades 2/3; (b) at the end of primary; and (c) at the end of lower secondary achieving at least a minimum proficiency level in (i) reading and (ii) mathematics, by sex
	Indicator 4.1.2 Completion rate (primary education, lower secondary education, upper secondary education)
	Indicator 4.2.1 Proportion of children aged 24–59 months who are developmentally on track in health, learning and psychosocial well-being, by sex
	Indicator 4.2.2 Participation rate in organized learning (one year before the official primary entry age), by sex
	Indicator 4.3.1 Participation rate of youth and adults in formal and non-formal education and training in the previous 12 months, by sex
	Indicator 4.4.1 Proportion of youth and adults with information and communications technology (ICT) skills, by type of skill
	Indicator 4.5.1 Parity indices (female/male, rural/urban, bottom/top wealth quintile and others such as disability status, indigenous peoples and conflict-affected, as data become available) for all education indicators on this list that can be disagg...
	Indicator 4.6.1 Proportion of population in a given age group achieving at least a fixed level of proficiency in functional (a) literacy and (b) numeracy skills, by sex
	Indicator 4.7.1/12.8.1/13.3.1 Extent to which (i) global citizenship education and (ii) education for sustainable development are mainstreamed in (a) national education policies; (b) curricula; (c) teacher education; and (d) student assessment
	Indicator 4.a.1 Proportion of schools offering basic services, by type of service
	Indicator 4.b.1 Volume of official development assistance flows for scholarships by sector and type of study
	Indicator 4.c.1 Proportion of teachers with the minimum required qualifications, by education level

	88e360b7-fa14-41aa-86bf-1c0fe5455990.pdf
	Indicator 5.1.1 Whether or not legal frameworks are in place to promote, enforce and monitor equality and non‑discrimination on the basis of sex
	Indicator 5.2.1 Proportion of ever-partnered women and girls aged 15 years and older subjected to physical, sexual or psychological violence by a current or former intimate partner in the previous 12 months, by form of violence and by age
	Indicator 5.2.2 Proportion of women and girls aged 15 years and older subjected to sexual violence by persons other than an intimate partner in the previous 12 months, by age and place of occurrence
	Indicator 5.3.1 Proportion of women aged 20–24 years who were married or in a union before age 15 and before age 18
	Indicator 5.3.2 Proportion of girls and women aged 15–49 years who have undergone female genital mutilation, by age
	Indicator 5.4.1 Proportion of time spent on unpaid domestic and care work, by sex, age and location
	Indicator 5.5.1 Proportion of seats held by women in (a) national parliaments and (b) local governments
	Indicator 5.5.2 Proportion of women in managerial positions
	Indicator 5.6.1 Proportion of women aged 15–49 years who make their own informed decisions regarding sexual relations, contraceptive use and reproductive health care
	Indicator 5.6.2 Number of countries with laws and regulations that guarantee full and equal access to women and men aged 15 years and older to sexual and reproductive health care, information and education
	Indicator 5.a.1 (a) Proportion of total agricultural population with ownership or secure rights over agricultural land, by sex; and (b) share of women among owners or rights-bearers of agricultural land, by type of tenure
	Indicator 5.a.2 Proportion of countries where the legal framework (including customary law) guarantees women’s equal rights to land ownership and/or control
	Indicator 5.b.1 Proportion of individuals who own a mobile telephone, by sex
	Indicator 5.c.1 Proportion of countries with systems to track and make public allocations for gender equality and women’s empowerment

	1632c6df-33a4-447f-b215-b3b516eb046a.pdf
	Indicator 6.1.1 Proportion of population using safely managed drinking water services
	Indicator 6.2.1 Proportion of population using (a) safely managed sanitation services and (b) a hand-washing facility with soap and water
	Indicator 6.3.1 Proportion of domestic and industrial wastewater flows safely treated
	Indicator 6.3.2 Proportion of bodies of water with good ambient water quality
	Indicator 6.4.1 Change in water-use efficiency over time
	Indicator 6.4.2 Level of water stress: freshwater withdrawal as a proportion of available freshwater resources
	Indicator 6.5.1 Degree of integrated water resources management
	Indicator 6.5.2 Proportion of transboundary basin area with an operational arrangement for water cooperation
	Indicator 6.6.1 Change in the extent of water-related ecosystems over time
	Indicator 6.a.1 Amount of water- and sanitation-related official development assistance that is part of a government-coordinated spending plan
	Indicator 6.b.1 Proportion of local administrative units with established and operational policies and procedures for participation of local communities in water and sanitation management

	9f72d9a9-7fe9-4617-b4bc-a4663dc7d1b6.pdf
	Indicator 7.1.1 Proportion of population with access to electricity
	Indicator 7.1.2 Proportion of population with primary reliance on clean fuels and technology
	Indicator 7.2.1 Renewable energy share in the total final energy consumption
	Indicator 7.3.1 Energy intensity measured in terms of primary energy and GDP
	Indicator 7.a.1 International financial flows to developing countries in support of clean energy research and development and renewable energy production, including in hybrid systems
	Indicator 7.b.1/12.a.1 Installed renewable energy-generating capacity in developing countries (in watts per capita)

	d5cdd657-e8b6-4bca-a615-6af4c91f946c.pdf
	Indicator 8.1.1 Annual growth rate of real GDP per capita
	Indicator 8.2.1 Annual growth rate of real GDP per employed person
	Indicator 8.3.1 Proportion of informal employment in total employment, by sector and sex
	Indicator 8.4.1/12.2.1 Material footprint, material footprint per capita, and material footprint per GDP
	Indicator 8.4.2/12.2.2 Domestic material consumption, domestic material consumption per capita, and domestic material consumption per GDP
	Indicator 8.5.1 Average hourly earnings of employees, by sex, age, occupation and persons with disabilities
	Indicator 8.5.2 Unemployment rate, by sex, age and persons with disabilities
	Indicator 8.6.1 Proportion of youth (aged 15–24 years) not in education, employment or training
	Indicator 8.7.1 Proportion and number of children aged 5–17 years engaged in child labour, by sex and age
	Indicator 8.8.1 Fatal and non-fatal occupational injuries per 100,000 workers, by sex and migrant status
	Indicator 8.8.2 Level of national compliance with labour rights (freedom of association and collective bargaining) based on International Labour Organization (ILO) textual sources and national legislation, by sex and migrant status
	Indicator 8.9.1 Tourism direct GDP as a proportion of total GDP and in growth rate
	Indicator 8.10.1 (a) Number of commercial bank branches per 100,000 adults and (b) number of automated teller machines (ATMs) per 100,000 adults
	Indicator 8.10.2 Proportion of adults (15 years and older) with an account at a bank or other financial institution or with a mobile-money-service provider
	Indicator 8.a.1 Aid for Trade commitments and disbursements
	Indicator 8.b.1 Existence of a developed and operationalized national strategy for youth employment, as a distinct strategy or as part of a national employment strategy

	c5713dcc-bc24-49bf-9186-6de60947259c.pdf
	Indicator 9.1.1 Proportion of the rural population who live within 2 km of an all-season road
	Indicator 9.1.2 Passenger and freight volumes, by mode of transport
	Indicator 9.2.1 Manufacturing value added as a proportion of GDP and per capita
	Indicator 9.2.2 Manufacturing employment as a proportion of total employment
	Indicator 9.3.1 Proportion of small-scale industries in total industry value added
	Indicator 9.3.2 Proportion of small-scale industries with a loan or line of credit
	Indicator 9.4.1 CO2 emission per unit of value added
	Indicator 9.5.1 Research and development expenditure as a proportion of GDP
	Indicator 9.5.2 Researchers (in full-time equivalent) per million inhabitants
	Indicator 9.a.1 Total official international support (official development assistance plus other official flows) to infrastructure
	Indicator 9.b.1 Proportion of medium and high-tech industry value added in total value added
	Indicator 9.c.1 Proportion of population covered by a mobile network, by technology

	8090e237-c1ac-4243-9ad0-a2cd85e3aa03.pdf
	Indicator 10.1.1 Growth rates of household expenditure or income per capita among the bottom 40 per cent of the population and the total population
	Indicator 10.2.1 Proportion of people living below 50 per cent of median income, by sex, age and persons with disabilities
	Indicator 10.3.1/16.b.1 Proportion of population reporting having personally felt discriminated against or harassed in the previous 12 months on the basis of a ground of discrimination prohibited under international human rights law
	Indicator 10.4.1 Labour share of GDP
	Indicator 10.4.2 Redistributive impact of fiscal policy
	Indicator 10.5.1 Financial Soundness Indicators
	Indicator 10.6.1/16.8.1 Proportion of members and voting rights of developing countries in international organizations
	Indicator 10.7.1 Recruitment cost borne by employee as a proportion of monthly income earned in country of destination
	Indicator 10.7.2 Proportion of countries with migration policies that facilitate orderly, safe, regular and responsible migration and mobility of people
	Indicator 10.7.3 Number of people who died or disappeared in the process of migration towards an international destination
	Indicator 10.7.4 Proportion of the population who are refugees, by country of origin
	Indicator 10.a.1 Proportion of tariff lines applied to imports from least developed countries and developing countries with zero-tariff
	Indicator 10.b.1 Total resource flows for development, by recipient and donor countries and type of flow (e.g. official development assistance, foreign direct investment and other flows)
	Indicator 10.c.1 Remittance costs as a proportion of the amount remitted

	2fcdae69-936c-4bdf-9d49-9486c7367d88.pdf
	Indicator 11.1.1 Proportion of urban population living in slums, informal settlements or inadequate housing
	Indicator 11.2.1 Proportion of population that has convenient access to public transport, by sex, age and persons with disabilities
	Indicator 11.3.1 Ratio of land consumption rate to population growth rate
	Indicator 11.3.2 Proportion of cities with a direct participation structure of civil society in urban planning and management that operate regularly and democratically
	Indicator 11.4.1 Total per capita expenditure on the preservation, protection and conservation of all cultural and natural heritage, by source of funding (public, private), type of heritage (cultural, natural) and level of government (national, region...
	Indicator 1.5.1/11.5.1/13.1.1 Number of deaths, missing persons and directly affected persons attributed to disasters per 100,000 population
	Indicator 1.5.2/11.5.2 Direct economic loss attributed to disasters in relation to global gross domestic product (GDP)
	Indicator 11.5.3 (a) Damage to critical infrastructure and (b) number of disruptions to basic services, attributed to disasters
	Indicator 11.6.1 Proportion of municipal solid waste collected and managed in controlled facilities out of total municipal waste generated, by cities
	Indicator 11.6.2 Annual mean levels of fine particulate matter (e.g. PM2.5 and PM10) in cities (population weighted)
	Indicator 11.7.1 Average share of the built-up area of cities that is open space for public use for all, by sex, age and persons with disabilities
	Indicator 11.a.1 Number of countries that have national urban policies or regional development plans that (a) respond to population dynamics; (b) ensure balanced territorial development; and (c) increase local fiscal space
	Indicator 1.5.3/11.b.1/13.1.2 Number of countries that adopt and implement national disaster risk reduction strategies in line with the Sendai Framework for Disaster Risk Reduction 2015–2030
	Indicator 1.5.4/11.b.2/13.1.3 Proportion of local governments that adopt and implement local disaster risk reduction strategies in line with national disaster risk reduction strategies

	824eddea-b5c2-46d4-a82a-c91e63182012.pdf
	Indicator 12.1.1 Number of countries developing, adopting or implementing policy instruments aimed at supporting the shift to sustainable consumption and production
	Indicator 8.4.1/12.2.1 Material footprint, material footprint per capita, and material footprint per GDP
	Indicator 8.4.2/12.2.2 Domestic material consumption, domestic material consumption per capita, and domestic material consumption per GDP
	Indicator 12.3.1 (a) Food loss index and (b) food waste index
	Indicator 12.4.1 Number of parties to international multilateral environmental agreements on hazardous waste, and other chemicals that meet their commitments and obligations in transmitting information as required by each relevant agreement
	Indicator 12.4.2 (a) Hazardous waste generated per capita; and (b) proportion of hazardous waste treated, by type of treatment
	Indicator 12.5.1 National recycling rate, tons of material recycled
	Indicator 12.6.1 Number of companies publishing sustainability reports
	Indicator 12.7.1 Number of countries implementing sustainable public procurement policies and action plans
	Indicator 4.7.1/12.8.1/13.3.1 Extent to which (i) global citizenship education and (ii) education for sustainable development are mainstreamed in (a) national education policies; (b) curricula; (c) teacher education; and (d) student assessment
	Indicator 7.b.1/12.a.1 Installed renewable energy-generating capacity in developing countries (in watts per capita)
	Indicator 12.b.1 Implementation of standard accounting tools to monitor the economic and environmental aspects of tourism sustainability
	Indicator 12.c.1 Amount of fossil-fuel subsidies (production and consumption) per unit of GDP

	acd6b77f-39b6-479d-afb0-1f80127ad114.pdf
	Indicator 1.5.1/11.5.1/13.1.1 Number of deaths, missing persons and directly affected persons attributed to disasters per 100,000 population
	Indicator 1.5.3/11.b.1/13.1.2 Number of countries that adopt and implement national disaster risk reduction strategies in line with the Sendai Framework for Disaster Risk Reduction 2015–2030
	Indicator 1.5.4/11.b.2/13.1.3 Proportion of local governments that adopt and implement local disaster risk reduction strategies in line with national disaster risk reduction strategies
	Indicator 13.2.1 Number of countries with nationally determined contributions, long-term strategies, national adaptation plans and adaptation communications, as reported to the secretariat of the United Nations Framework Convention on Climate Change
	Indicator 13.2.2 Total greenhouse gas emissions per year
	Indicator 4.7.1/12.8.1/13.3.1 Extent to which (i) global citizenship education and (ii) education for sustainable development are mainstreamed in (a) national education policies; (b) curricula; (c) teacher education; and (d) student assessment
	Indicator 13.a.1 Amounts provided and mobilized in United States dollars per year in relation to the continued existing collective mobilization goal of the $100 billion commitment through to 2025
	Indicator 13.b.1 Number of least developed countries and small island developing States with nationally determined contributions, long-term strategies, national adaptation plans and adaptation communications, as reported to the secretariat of the Unit...

	c43530cb-d754-4923-9865-45afba020bdd.pdf
	Indicator 14.1.1 (a) Index of coastal eutrophication; and (b) plastic debris density
	Indicator 14.2.1 Number of countries using ecosystem-based approaches to managing marine areas
	Indicator 14.3.1 Average marine acidity (pH) measured at agreed suite of representative sampling stations
	Indicator 14.4.1 Proportion of fish stocks within biologically sustainable levels
	Indicator 14.5.1 Coverage of protected areas in relation to marine areas
	Indicator 14.6.1 Degree of implementation of international instruments aiming to combat illegal, unreported and unregulated fishing
	Indicator 14.7.1 Sustainable fisheries as a proportion of GDP in small island developing States, least developed countries and all countries
	Indicator 14.a.1 Proportion of total research budget allocated to research in the field of marine technology
	Indicator 14.b.1 Degree of application of a legal/regulatory/policy/institutional framework which recognizes and protects access rights for small‐scale fisheries
	Indicator 14.c.1 Number of countries making progress in ratifying, accepting and implementing through legal, policy and institutional frameworks, ocean-related instruments that implement international law, as reflected in the United Nations Convention...

	8a1f8fd6-0102-4e55-81be-e3a5a06d7135.pdf
	Indicator 15.1.1 Forest area as a proportion of total land area
	Indicator 15.1.2 Proportion of important sites for terrestrial and freshwater biodiversity that are covered by protected areas, by ecosystem type
	Indicator 15.2.1 Progress towards sustainable forest management
	Indicator 15.3.1 Proportion of land that is degraded over total land area
	Indicator 15.4.1 Coverage by protected areas of important sites for mountain biodiversity
	Indicator 15.4.2 (a) Mountain Green Cover Index; and (b) proportion of degraded mountain land
	Indicator 15.5.1 Red List Index
	Indicator 15.6.1 Number of countries that have adopted legislative, administrative and policy frameworks to ensure fair and equitable sharing of benefits
	Indicator 15.7.1/15.c.1 Proportion of traded wildlife that was poached or illicitly trafficked
	Indicator 15.8.1 Proportion of countries adopting relevant national legislation and adequately resourcing the prevention or control of invasive alien species
	Indicator 15.9.1 (a) Number of countries that have established national targets in accordance with or similar to Aichi Biodiversity Target 2 of the Strategic Plan for Biodiversity 2011–2020 in their national biodiversity strategy and action plans and ...
	Indicator 15.a.1/15.b.1 (a) Official development assistance on conservation and sustainable use of biodiversity; and (b) revenue generated and finance mobilized from biodiversity-relevant economic instruments
	Indicator 15.7.1/15.c.1 Proportion of traded wildlife that was poached or illicitly trafficked

	d670a85f-1fa8-421a-8356-3d9a7387ac4d.pdf
	Indicator 16.1.1 Number of victims of intentional homicide per 100,000 population, by sex and age
	Indicator 16.1.2 Conflict-related deaths per 100,000 population, by sex, age and cause
	Indicator 16.1.3 Proportion of population subjected to (a) physical violence, (b) psychological violence and (c) sexual violence in the previous 12 months
	Indicator 16.1.4 Proportion of population that feel safe walking alone around the area they live after dark
	Indicator 16.2.1 Proportion of children aged 1–17 years who experienced any physical punishment and/or psychological aggression by caregivers in the past month
	Indicator 16.2.2 Number of victims of human trafficking per 100,000 population, by sex, age and form of exploitation
	Indicator 16.2.3 Proportion of young women and men aged 18–29 years who experienced sexual violence by age 18
	Indicator 16.3.1 Proportion of victims of violence in the previous 12 months who reported their victimization to competent authorities or other officially recognized conflict resolution mechanisms
	Indicator 16.3.2 Unsentenced detainees as a proportion of overall prison population
	Indicator 16.3.3 Proportion of the population who have experienced a dispute in the past two years and who accessed a formal or informal dispute resolution mechanism, by type of mechanism
	Indicator 16.4.1 Total value of inward and outward illicit financial flows (in current United States dollars)
	Indicator 16.4.2 Proportion of seized, found or surrendered arms whose illicit origin or context has been traced or established by a competent authority in line with international instruments
	Indicator 16.5.1 Proportion of persons who had at least one contact with a public official and who paid a bribe to a public official, or were asked for a bribe by those public officials, during the previous 12 months
	Indicator 16.5.2 Proportion of businesses that had at least one contact with a public official and that paid a bribe to a public official, or were asked for a bribe by those public officials during the previous 12 months
	Indicator 16.6.1 Primary government expenditures as a proportion of original approved budget, by sector (or by budget codes or similar)
	Indicator 16.6.2 Proportion of population satisfied with their last experience of public services
	Indicator 16.7.1 Proportions of positions in national and local institutions, including (a) the legislatures; (b) the public service; and (c) the judiciary, compared to national distributions, by sex, age, persons with disabilities and population groups
	Indicator 16.7.2 Proportion of population who believe decision-making is inclusive and responsive, by sex, age, disability and population group
	Indicator 10.6.1/16.8.1 Proportion of members and voting rights of developing countries in international organizations
	Indicator 16.9.1 Proportion of children under 5 years of age whose births have been registered with a civil authority, by age
	Indicator 16.10.1 Number of verified cases of killing, kidnapping, enforced disappearance, arbitrary detention and torture of journalists, associated media personnel, trade unionists and human rights advocates in the previous 12 months
	Indicator 16.10.2 Number of countries that adopt and implement constitutional, statutory and/or policy guarantees for public access to information
	Indicator 16.a.1 Existence of independent national human rights institutions in compliance with the Paris Principles
	Indicator 10.3.1/16.b.1 Proportion of population reporting having personally felt discriminated against or harassed in the previous 12 months on the basis of a ground of discrimination prohibited under international human rights law

	539fae1c-2611-4888-a2ee-7264ee925085.pdf
	Indicator 17.1.1 Total government revenue as a proportion of GDP, by source
	Indicator 17.1.2 Proportion of domestic budget funded by domestic taxes
	Indicator 17.2.1 Net official development assistance, total and to least developed countries, as a proportion of the Organization for Economic Cooperation and Development (OECD) Development Assistance Committee donors’ gross national income (GNI)
	Indicator 17.3.1 Additional financial resources mobilized for developing countries from multiple sources
	Indicator 17.3.2 Volume of remittances (in United States dollars) as a proportion of total GDP
	Indicator 17.4.1 Debt service as a proportion of exports of goods and services
	Indicator 17.5.1 Number of countries that adopt and implement investment promotion regimes for developing countries, including the least developed countries
	Indicator 17.6.1 Fixed Internet broadband subscriptions per 100 inhabitants, by speed
	Indicator 17.7.1 Total amount of funding for developing countries to promote the development, transfer, dissemination and diffusion of environmentally sound technologies
	Indicator 17.8.1 Proportion of individuals using the Internet
	Indicator 17.9.1 Dollar value of financial and technical assistance (including through North-South, South‑South and triangular cooperation) committed to developing countries
	Indicator 17.10.1 Worldwide weighted tariff-average
	Indicator 17.11.1 Developing countries’ and least developed countries’ share of global exports
	Indicator 17.12.1 Weighted average tariffs faced by developing countries, least developed countries and small island developing States
	Indicator 17.13.1 Macroeconomic Dashboard
	Indicator 17.14.1 Number of countries with mechanisms in place to enhance policy coherence of sustainable development
	Indicator 17.15.1 Extent of use of country-owned results frameworks and planning tools by providers of development cooperation
	Indicator 17.16.1 Number of countries reporting progress in multi-stakeholder development effectiveness monitoring frameworks that support the achievement of the sustainable development goals
	Indicator 17.17.1 Amount in United States dollars committed to public-private partnerships for infrastructure
	Indicator 17.18.1 Statistical capacity indicator for Sustainable Development Goal monitoring
	Indicator 17.18.2 Number of countries that have national statistical legislation that complies with the Fundamental Principles of Official Statistics
	Indicator 17.18.3 Number of countries with a national statistical plan that is fully funded and under implementation, by source of funding
	Indicator 17.19.1 Dollar value of all resources made available to strengthen statistical capacity in developing countries
	Indicator 17.19.2 Proportion of countries that (a) have conducted at least one population and housing census in the last 10 years; and (b) have achieved 100 per cent birth registration and 80 per cent death registration


