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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
Accelerated, equitable action is urgently needed to end preventable maternal deaths by 2030

Maternal mortality has declined over the past two decades, but progress towards SDG target 3.1 remains off track. In 2023, an estimated 260,000 maternal deaths
occurred globally, corresponding to 712 maternal deaths per day. The global maternal mortality ratio (MMR) was 197 maternal deaths per 100,000 live births, down
from 228 in 2015 and 328 in 2000, representing a 40.0% decline since 2000 and 10.4% since 2016. Despite this progress, the 2023 global MMR remains nearly three
times higher than the SDG target of fewer than 70 maternal deaths per 100,000 live births by 2030, and current trends indicate that the target will not be achieved
without accelerated action.

Progress since 2015 has slowed and has been highly uneven across regions. Sub-Saharan Africa accounted for approximately 70% of global maternal deaths in 2023,
with an MMR of 454 maternal deaths per 100,000 live births, making it the only SDG region classified as having a “high” MMR. Southern Asia recorded an MMR of
117 in 2023, and together with sub-Saharan Africa, these two regions accounted for 87% of maternal deaths globally. While some regions and countries have
achieved sustained declines since 2000, recent trends show stagnation in several high-burden settings.

Marked disparities persist across income groups. In 2023, the maternal mortality ratio in low-income countries was 346 maternal deaths per 100,000 live births,
compared with 10 maternal deaths per 100,000 live births in high-income countries. These differences reflect long-standing inequities in access to quality maternal
health services, skilled health personnel, and timely emergency obstetric care.

Maternal mortality is also increasingly concentrated in fragile and conflict-affected settings. In 2023, countries experiencing conflict and institutional and social
fragility accounted for 61% of global maternal deaths. The MMR among conflict-affected countries was 504, while countries experiencing institutional and social
fragility recorded an MMR of 368, both substantially higher than the global average.

The evidence shows that maternal mortality is largely preventable, yet progress remains insufficient. To achieve SDG target 3.1, the global MMR must decline at an
average annual rate of 14.8% between 2024 and 2030, compared with an average annual reduction of 2.2% between 2000 and 2023. Meeting this target would
mean preventing nearly 700,000 maternal deaths by 2030. Accelerated, coordinated and equitable action is therefore essential to reduce preventable maternal deaths
and advance a sustainable future for all.
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Storyline author(s)/contributor(s): Jenny Cresswell, WHO; Aya Tanaka, WHO
Custodian agency(ies): WHO

Indicator 3.1.2 Proportion of births attended by skilled health personnel
Global skilled birth attendance nears the 2030 target, but deep inequities and care quality gaps leave millions of women behind

Access to a skilled health care professional at birth is a fundamental human right and a cornerstone intervention for maternal and newborn survival. Global coverage
of women with skilled attendants at birth increased from 80 percent in 2015 to 87 percent in 2025. At this trajectory, the 90 percent global target for 2030 remains
within reach.

However, profound regional disparities persist. While parts of Asia have achieved near-universal coverage, sub-Saharan Africa lags significantly at 73 percent.
Coverage drops further to 64 percent in West Africa. Millions of women continue to deliver without life-saving clinical support. National averages obscure severe
subnational inequities, even in countries on track for the 2030 target. Wealth disparities, geographic isolation, and fragile settings dictate access. Consequently,
marginalized women are systematically excluded from care.

Coverage of skilled attendants at birth alone cannot drive survival gains. Access to a provider does not guarantee high-quality, timely, evidence-based care. A critical
gap remains between international clinical standards and actual provider competencies and the enabling environement. This crisis compounds as global funding for
maternal and newborn health shrinks. Dwindling financial resources threaten recent gains, particularly in fragile settings where progress is needed most.

The next five years require a systemic strategic shift. The global community must direct targeted investments toward subnational hotspots and protect essential
financing. We must transition from expanding contact coverage to supporting health workers in ensuring high-quality clinical care. The 2030 target is attainable, but
ultimate success depends on reaching every women everywhere.

Custodian agency(ies): UNICEF, WHO



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

Achieving SDGTargets Could Save 8.2 Million Children’s Lives by 2030, Including 3.1 Million Newborns

The global under-five mortality rate (USMR) fell to 37.4 deaths per 1,000 live hirths in 2024, a 51 per cent reduction from 76.7 deaths per 1,000 live births in 2000 and
a 13 per cent reduction from 42.9 deaths per 1,000 live births in 2015. The global neonatal mortality rate (NMR) fell to 17.2 deaths per 1,000 live births in 2024, a 43
per cent reduction from 30.3 deaths per 1,000 live births in 2000 and an 11 per cent reduction from 19.4 deaths per 1,000 live births in 2015. Moreover, progress in
reducing under-five and neonatal mortality has slowed since 2015 (i.e., 2015—-2024) compared with the period 2000-2015. Globally, the annual rate of reduction (ARR)
in under-five mortality decreased from 3.9 per cent in 2000—2015 to 1.5 per cent in 2015-2024, while the trend in global neonatal mortality reduction followed a
similar pattern, with the ARR decreasing from 3.0 per cent in 2000—-2015 to 1.3 per cent in 2015-2024.

Despite this global progress and the historic low in the number of global under-five deaths, children continue to face persistent regional disparities in their chances of
survival. Children born in sub-Saharan Africa are subject to the highest regional risk of childhood death in the world, with a 2024 USMR of 71.6 deaths per 1,000 live
births, and the region accounts for 58 per cent of all under-five deaths despite having only 31 per cent of global births. Similarly, sub-Saharan Africa had the highest
regional NMR in the world in 2024, at 26.7 deaths per 1,000 live births, 11 times the rate in Australia and New Zealand, the lowest neonatal mortality region.
Fragility and conflict further intensify these inequalities: children in fragile and conflict-affected situations (FCS) face an under-five mortality risk of 74.1 deaths per
1,000 live births—nearly three times higher than in non-FCS countries—and although FCS countries account for roughly 25 per cent of global live births, they account
for approximately 50 per cent of under-five deaths.

As of 2024, 134 countries had already met the SDG target on under-five mortality, and 6 countries are expected to do so by 2030 if current trends continue. However,
progress will need to accelerate in 60 countries, nearly 75 per cent of which are located in sub-Saharan Africa, to meet the target by 2030. Even more countries are at
risk of missing the neonatal SDG target. While 126 countries have already met the target and another 8 are on pace to do so by 2030, 66 countries will need to
increase the pace of mortality decline to meet the target on time.

If current trends continue, an estimated 27.3 million children under age 5 will die between 2025 and 2030. But that dire scenario is not inevitable: if all countries met
or exceeded the SDG target on under-five mortality, about 8.2 million of those deaths could be averted, including 3.1 million newborns. Most under-five deaths take
place in low- and lower-middle-income countries, where children’s lives depend on the continued and expanded coverage of life-saving interventions. If progress in
reducing under-five mortality is to continue, it is critical to maintain essential care and services.

Under-5 and neonatal mortality rate by region, 2000—2024 (deaths per 1,000 live births)
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Additional resources, press releases, data blog/stories, etc. with links:

e United Nations Inter-agency Group for Child Mortality Estimation (UN IGME), ‘Levels &Trends in Child Mortality: Report 2024, Estimates Developed by the
UN Inter-agency Group for Child Mortality Estimation’, United Nations Children’s Fund, NewYork, 2025. Website: https://childmortality.org/

Storyline author(s)/contributor(s): Yang Liu, UNICEF
Custodian agency(ies): UNICEF



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
United towards ending AIDS

1.3 million people newly acquired HIV in 2024. At the end of 2024 over nine million people living with HIV were not on treatment and 11 million people living with HIV
had unsuppressed viral loads. Abrupt reductions in international HIV assistance in 2025 deepened existing funding shortfalls. OECD estimates that external health
aid dropped by 30—40% in 2025 compared with 2023, causing immediate and severe disruptions to health services in low- and middle-income countries.

The recent funding disruptions could potentially constrain further progress in treatment coverage and reduce HIV prevention services. In 2024, a high proportion of
foreign assistance was directed at prevention programmes and community services. HIV prevention programmes for young people and for key populations have
stalled in many countries due to funding cuts. Effects have been apparent in diverse countries, with a 31% decline in the number of people receiving PrEP in Uganda
from December 2024 to September 2025, and a 21% decline in Vietnam from December 2024 to June 2025. Access to other HIV prevention interventions such as
male condoms is declining in some countries. Between December 2024 and March 2025, the number of male condoms distributed fell by 55% in Nigeria. Cuts in
international HIV assistance are having especially damaging consequences for community-led services, which often depend wholly on external assistance. Over 60%
of women-led HIV organizations globally have lost funding or been forced to suspend essential programmes, leaving entire communities without access to vital
services.

Almost half of all new adult HIV acquisitions globally were among key populations in 2024, with a proportional increase between 2010 and 2024. Outside of sub-
Saharan Africa, people from key populations and their sexual partners account for an estimated two in three new HIV acquisitions. Gay men and other men who have
sex with men account for about one in three (31%) newly acquired adult infections. There were 570 new HIV infections per day among adolescent girls and young
women globally in 2024.

Countries have taken swift action to close funding gaps. As a result many countries are showing resilience when it comes to HIV treatment delivery. Monthly data
reported to UNAIDS indicated that the number of people newly initiated on treatment remained fairly stable over the first half of 2025, despite the funding cuts.
Regional leadership is also stepping in. In 2025, African leaders, through the African Union Roadmap to 2030 and Beyond, pledged to ensure “diversified and
sustainable financing” for HIV and other health programmes. Communities of people living with, affected by or at risk of HIV are rallying all over the world to support
each other and the response. Developments in the second half of 2025—with respect to the two primary funders of global HIV programmes, the Global Fund and with
the America First Global Health Strategy—provide opportunities for countries to invest in programmes and reach the people who need services the most.

Building on the new Global AIDS Strategy 2026-2031, we can end AIDS by 2030 and build a sustainable response. If countries scale up HIV services to reach the 2030
HIV targets, an estimated 3.3 million additional new HIV infections could be averted compared to maintaining HIV treatment and HIV prevention services at 2024
coverage levels (Figure 1).

Figure 1: Potential new HIV infections and deaths averted if 2030 HIV targets are met, global 2020-2024 estimates and 2025-2030 projections
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Additional resources, press releases, data blog/stories, etc. with links:
o 2025-WAD-report_en.pdf

Storyline author(s)/contributor(s): Anne-Claire Guichard, UNAIDS

Custodian agency(ies): UNAIDS

Indicator 3.3.2 Tuberculosis incidence per 100,000 population

Global TB incidence saw its first decline since 2020, yet progress lags behind 2025 goals

TB remains a major global public health problem and progress in reducing the burden of disease falls far short of 2030 targets in most parts of the world.
Nonetheless, after setbacks during the COVID-19 pandemic, most indicators are moving in the right direction and there are regional and country success stories.
Changes in the funding landscape threaten this progress.

Globally, 8.3 million people were reported as newly diagnosed with TB in 2024 — a small increase from 8.2 million in 2023 and 78% (95% Ul: 72—84%) of the
estimated number of incident cases. In 2024, an estimated 10.7 million people (95% uncertainty interval [Ul]: 9.9-11.5 million) fell ill with TB, corresponding to an
incidence rate (new cases per 100 000 population per year) of 131 (95% Ul: 122—141). Most of the people who develop TB disease each year are in 30 high TB burden
countries: they accounted for 87% of the global total in 2024.

Globally, the absolute number of people falling ill with TB decreased in 2024 for the first time since 2020, following 3 consecutive years of increases (2021-2023) due
to COVID-related disruptions to TB diagnosis and treatment. There was a 1.7% global decline in the TB incidence rate between 2023 and 2024. The net reduction
from 2015 to 2024 was 12%, far from the End TB Strategy milestone of a 50% reduction by 2025 and the target of an 80% reduction by 2030.

Globally, the number of deaths caused by TB also fell in 2024. The total of 1.23 million was a 3% reduction compared with 1.27 million in 2023.

Achieving the goal of ending the global TB epidemic, to which all WHO and UN Member States have committed, requires further intensification of efforts. Following
cuts in international donor funding in 2025, political commitment and domestic funding in high TB burden countries are more important than ever.



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

Global trend in the estimated TB incidence rate, 2010—2024.
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Additional resources, press releases, data blog/stories, etc. with links:
e (lobal tuberculosis report 2025. https://www.who.int/publications/i/item/9789240116924

Storyline author(s)/contributor(s): WHO Department for HIV, Tuberculosis, Hepatitis and Sexually Transmitted Infections

Custodian agency(ies): WHO

Indicator 3.3.3 Malaria incidence per 1,000 population
With the SDG deadline in sight, accelerated strategic action is needed to get malaria back on track

Global malaria response efforts continue to demonstrate the impact of sustained, coordinated and evidence-based action. Since 2000, an estimated 2.3 billion
malaria cases and 14 million deaths have been averted worldwide. Progress towards elimination has continued, with 47 countries and one territory now certified
malaria-free by WHO, and several others reporting very low levels of transmission or approaching elimination.

Despite these gains, malaria remains a serious global public health challenge. According to the latest edition of the Waorld malaria report, published in December
2025, recent trends show that progress in reducing global incidence has reversed with an incidence of 64 cases per 1 000 in 2024 compared with 59 cases per 1 000
population at risk in 2015. These trends indicate that the world is not currently on track to achieve the SDG target of ending malaria by 2030 and the current global
incidence rate remains nearly three times higher than the level required to meet Global Technical Strategy targets.

Progress remains highly uneven across and within regions, underscoring persistent inequities in access to essential malaria services. The WHO African Region
continues to bear the overwhelming share of the global burden in 2024, accounting for more than 94% of estimated 282 million malaria cases worldwide, with two
thirds of global malaria cases and deaths concentrated in 11 countries and 75% of deaths occurring in children aged under 5 years. Transmission remains intense,
despite the availability of effective tools for malaria prevention and control, due to gaps in universal health coverage, extreme weather events, conflict, fragile health
systems and barriers faced by the most vulnerable populations, including children, pregnant women, displaced communities and those living in poverty.

At the same time, important regional successes demonstrate what is achievable with sustained commitment and tailored, data-driven strategies. The WHO South-
East Asia Region has recorded substantial declines in malaria incidence since 2015 and remains the only region to have met key interim reduction milestones under
the WHO Global Technical Strategy for malaria. Several countries in the region have reduced incidence by more than half over the past decade, and others have
reached and maintained zero indigenous cases.

Urgent and coordinated action is required to reverse malaria incidence trends and accelerate progress towards achieving the malaria incidence targets of the 2030
Agenda for Sustainable Development. Drug and insecticide resistance increasingly pose a risk to malaria prevention and control requiring rapid expansion of access
to new-generation mosquito nets, sustained therapeutic efficacy and molecular surveillance, timely adaptation of treatment policies and accelerated development
and access to new antimalarial medicines. Furthermore, constrained and uneven financing has limited the scale-up of proven interventions in the settings where
incidence remains highest with a global funding gap of $5.4 billion.

Strategic investment in the development and equitable scale-up of new malaria tools, including vaccines, alongside the optimized use of existing interventions is
essential to accelerate impact and put malaria control efforts back on track to achieve global targets. In 2024 new generation mosquito nets made up 84 % of the 168
million nets shipped to sub-Saharan Africa— a sharp rise from just 10 % in 2019 and by October 2025 the malaria vaccine had been implemented in 24 countries.
However, strengthening health systems, including surveillance so that interventions reach the populations most at risk will also be critical to reducing transmission
and saving lives. Reaching the SDG goal of ending malaria within the SDG era remains a challenge. However, we can rise to the challenge and accelerate progress
through more predictable funding and coordinated action that ensures that no one is left behind.

Trends in global malaria case incidence (cases per 1000 population at risk)
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https://www.who.int/publications/i/item/9789240116924
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Additional resources, press releases, data blog/stories, etc. with links:

World Malaria Report 2025 (World malaria report 2025)

Executive summary (Executive summary: \World malaria report 2025)

Press release (New tools saved a million lives from malaria last year but progress under threat as drug resistance rises)
Partner briefing (world-malaria-report-2025-partner-briefing-eng.pdf)

Storyline author(s)/contributor(s): Laura Fay Anderson, WHO; Arnaud le Menach, WHO; Alistair Robb, WHO
Custodian agency(ies): WHO

Indicator 3.3.4 Hepatitis B incidence per 100,000 population
Sustaining global progress while addressing regional gaps to achieve <0.1% Hepatitis B prevalence among children

Global efforts to prevent early-life hepatitis B virus (HBV) infection continue to progress in an effort to reduce the persistent pool of pediatric infections, and the rising
mortality of hepatitis B related liver cirrhosis and hepatocellular cancer. In 2024, the global prevalence of chronic hepatitis B infection among children under five
years of age fell to 0.6% (95% Ul: 0.5-0.8%) a significant reduction from 0.8% (95% Ul: 0.6—1.1%) in 2015. This progress underscores the impact of expanded
coverage of hepatitis B vaccines—particularly the hepatitis B birth-dose vaccine administered within 24 hours of birth, which remains the cornerstone of preventing
mother-to-child transmission of HBV.

Despite these improvements, global HBV prevalence among children aged under five years, remain almost six times higher than the 2030 SDG target of <0.1%.
Achieving the SDG targets will require addressing persistent inequities between regions. The WHO African Region continues to have the highest prevalence at 1.4%
(95% Ul: 1.1-1.8%), with some countries estimated prevalence rates between 3% and 5%. These high prevalences are associated with low hirth-dose coverage,
inadequate coverage of routine childhood pentavalent vaccination and high maternal HBV prevalence. Additionally, the low implementation of WHO's
recommendation for maternal testing and antiviral prophylaxis for preventing mother -to-child HBV transmission contributes to the persistence of neonatal and
childhood infections. In the WHO Eastern Mediterranean Region estimated prevalence of 0.5% (95% Ul: 0.6—0.8%), is far above the global SDG target. In contrast,
two WHO regions have already reached or surpassed the SDG 2030 target: the European Region (0.06%; 95% Ul: 0.04—0.09%) and the Region of the Americas
(0.03%; 95% UI: 0.02-0.06%). Strong health system infrastructure, high immunization coverage, and reliable birth-dose delivery systems have contributed to these
successes. Meanwhile, the Western Pacific Region (0.4%; 95% Ul: 0.3—0.5%) and South-East Asia Region (0.2%; 95% Ul: 0.2—0.3%) have shown sustained
improvements but will require accelerated efforts to attain the 2030 target.

At the country level, 85 countries have achieved the <0.1% prevalence target, demonstrating that eliminating early-life HBV infection is feasible. However, 32
countries still have prevalence levels above 1%, the majority of them in sub-Saharan Africa. The Central African Republic has the highest estimated prevalence in
2024 (5.3%), followed by Somalia (4.0%), Gabon (3.2%), Niger (3.2%) and Angola (3.1%). Several other countries — including the Syrian Arab Republic (2.9%),
Guinea (2.8%), Guinea-Bissau (2.7%), Nigeria (2.7%) and Papua New Guinea (2.5%)—also had very high prevalence levels

Key interventions that have driven progress to date must be scaled equitably to accelerate impact. Increasing coverage of timely hepatitis birth-dose vaccination,
strengthening routine childhood HBV vaccination, improving antenatal HBV screening, and ensuring access to antiviral prophylaxis for eligible pregnant women are
essential for preventing new infections. Strengthening supply chains and cold-chain capacity, especially in high-burden countries, is critical to achieving timely
hepatitis B birth-dose administration.

As the 2030 deadline approaches, increased political commitment, sustained domestic financing, and effective global partnerships will be essential to achieving the
SDG target of reducing hepatitis B prevalence to <0.1%.

Accelerated global action, particularly in regions lagging far behind is necessary to achieve the 2030 target. While strong progress in some regions demonstrate that
hepatitis elimination is possible, persistent gaps highlight the need for intensified, targeted support.

Global prevalence of chronic HBV infection among children aged under five years at country level, 2024
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Additional resources, press releases, data blog/stories, etc. with links:

e WHO Global Hepatitis Report 2026

e WHO Global Health Observatory (GHO) hepatitis indicators database

e WHO Department of HIV TB Hepatitis &STI

e WHO Guidelines for the prevention, diagnosis, care and treatment for people with chronic hepatitis B infection

e WHO Country guidance for planning triple elimination of mother-to-child transmission of HIV, syphilis and hepatitis B virus programmes

Custodian agency(ies): WHO



https://www.who.int/teams/global-malaria-programme/reports/world-malaria-report-2025
https://www.who.int/publications/m/item/executive-summary-world-malaria-report-2025
https://www.who.int/news/item/04-12-2025-new-tools-saved-a-million-lives-from-malaria-last-year-but-progress-under-threat-as-drug-resistance-rises
https://cdn.who.int/media/docs/default-source/malaria/world-malaria-reports/world-malaria-report-2025-partner-briefing-eng.pdf
https://unstats.un.org/sdgs/dataContacts/
https://www.who.int/teams/global-hiv-hepatitis-and-stis-programmes/hepatitis/reports/global-hepatitis-report-2026
https://www.who.int/data/gho/data/themes/chronic-viral-hepatitis
https://www.who.int/health-topics/hepatitis/#tab=tab_1
https://www.who.int/publications/i/item/9789240090903
https://www.who.int/publications/i/item/9789240112490
https://unstats.un.org/sdgs/dataContacts/

Indicator 3.3.5 Number of people requiring interventions against neglected tropical diseases

WHO Global NeglectedTropical Diseases Programme: twenty years of action and data

The WHO Global Neglected Tropical Diseases Programme was established in September 2005 — 20 years ago. This action consolidated under the freshly coined term
“neglected tropical diseases” (NTDs) multiple programmes targeting a diverse group of diseases and conditions, recognizing their common features, and advocating
for their joint control, elimination and eradication. Since that time, a concerted effort involving pharmaceutical manufacturers, development partners, philanthropic
organizations, national health authorities and WHO has contributed to a measurable decline in the global burden of NTDs.

In 2020, the baseline value for the number of people requiring interventions (mass or individual treatment and care) against NTDs was estimated as 2.190 billion. In
2024, this number had declined to 1.410 hillion people, corresponding to a 36% reduction from 2010 (Fgure), and 84 million people fewer than in 2023. The majority
of these individuals (1.4 billion people) continued to require mass treatment for diseases amenable to preventive chemotherapy (lymphatic filariasis, onchocerciasis,
schistosomiasis, soil-transmitted helminthiases and trachoma), while the numbers requiring other NTD services such as individual disease management or care were
much smaller, approximately 15 million people, of whom about one third (5 million) required both types of interventions and are not double counted; conversely, two
thirds (10 million) required individual disease management only, and are therefore added.

Global progress in reducing the number of people requiring interventions against NTDs was driven mainly by three factors: 1) a growing number of countries, areas
and territories have eliminated at least one NTD (as of December 2025, their number was 58); 2) although not yet certified, verified or validated, several countries
have met elimination criteria, stopped disease control activities and initiated the post-intervention surveillance phase for at least one NTD; and 3) remapping for a
number of NTDs has led to the reclassification from endemic to non-endemic status of several geographical areas within a few countries.

In 2024, the number of people living in least developed countries (LDCs) who required treatment and care for NTDs was about 502 million, corresponding to a 24%
reduction since 2010. Within those countries, the population requiring treatment and care for NTDs declined from 79% in 2010 to 42% in 2024. Also in 2024, more
than 907 million people living outside the group of LDCs still required treatment and care for NTDs.

By the end of 2025, the NTD road map reached its midpoint. In 2026, WHO will carry out a mid-term evaluation, which will create an opportunity to reflect on
progress achieved during the first half of its implementation (2021-2025), identify gaps, and recalibrate strategies for the remaining period (2026—2030).

Percent of reduction of number of people requiring interventions against neglected tropical diseases by region and groups, between 2010-2024 in 5 years intervals
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Storyline author(s)/contributor(s): Alexei Mikhailov, WHO; Albis Gabrielli, WHO
Custodian agency(ies): WHO



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

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

Progress on NCD mortality is slowing and uneven, putting the 2030 target at risk without accelerated and equitable action

Globally in 2021, NCDs claimed 18 million lives among people aged 70 years or younger—equivalent to one premature death from an NCD every 2 seconds. The risk of
premature death from an NCD is measured by SDG indicator 3.4.1, defined as the unconditional probability of dying from cardiovascular disease, cancer, diabetes or
chronic respiratory disease between exact ages 30 and 70 years.

This risk declined from 22.5% in 2000 to 18.4% in 2015 and further to 18.0% in 2019, just prior to the COVID-19 pandemic. The observed pre-pandemic trend
translates to an average annual rate of reduction (AARR) of 1.3% between 2000 and 2015 and 0.5% between 2015 and 2019, indicating a remarkable deceleration in
progress. With the required AARR to meet the one-third reduction in premature NCD mortality standing at 2.7%, the pre-pandemic progress since 2015 was
equivalent to just one fifth of what is needed to meet the target. This pace of decline is insufficient to meet SDG target 3.4 of reducing premature NCD mortality by
one third by 2030.

This limited progress reflects a broad global slowdown in reductions in NCD mortality. The deceleration of improvement during 2015-2019 compared with 2000-2015
was most notable in Australia and New Zealand, Europe and Northern America, and Eastern Asia and South-eastern Asia. These were the same regions where gains
were most rapid during 2000-2015. In Central and Southern Asia, progress has reversed. The gains achieved in the 2000s are not being sustained, even though an
acceleration in progress was needed to meet the SDG target 3.4. No region is on track to meet SDG target 3.4.

Despite reductions in the risk of premature death from an NCD since 2015 in most regions, substantial regional disparities persist. The regions with the highest risks
of premature mortality in 2015 were also the regions with the lowest AARRs during 2015 to 2019.

Accelerating progress will require transformative, equitable, and coordinated action. This includes strengthening primary health care systems, scaling up cost-
effective interventions, implementing policies to reduce major risk factors, and ensuring equitable access to prevention, diagnosis and treatment services. Without
renewed commitment and targeted action, the current trajectory will fall short of the 2030 target.

High-quality data on NCD mortality remain essential to guide these efforts. Complete civil registration and vital statistics systems, including medically certified
causes of death, are critical for monitoring trends and evaluating progress. Currently, only four in ten countries have systems capable of producing such data on a
routine basis, underscoring the need for continued investment in health information systems.

Risk of dying from cardiovascular disease, cancer, or chronic respiratory disease between ages 30 and 70 (%), 2000-2019 and required trajectory (2019-
2030) to meet the targets.
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Storyline author(s)/contributor(s): Gretchen Stevens, WHO; Leanne Riley, WHO; Melanie Cowan, WHO; Bochen Cao, WHO
Custodian agency(ies): WHO

Indicator 3.4.2 Suicide mortality rate

An estimated 727 000 people lost their lives to suicide globally in 2021

Between 2015 and 2021, the global crude death rate (CDR) from suicide fell by 6%, from 9.8 deaths per 100 000 population to 9.2 deaths per 100 000 population.
Central and Southern Asia experienced the fastest decline (14%) during this period while Sub-Saharan Africa saw a 7% increase. Europe and Northern Africa
continued to have the highest suicide CDR despite a 9% decline, from 15.9 deaths per 100 000 population in 2015 to 14.5 deaths per 100 000 population in 2021. By
contrast, Northern Africa and Western Asia had the lowest CDRs as well as a notable 12% decline between 2015 and 2021.

Men consistently face a higher risk of suicide than women, with a global male-to-female CDR ratio of more than 2:1(12.4 versus 5.9 deaths per 100 000 population)
in 2021. However, this sex disparity varied across regions, with the lowest ratio observed in Central and Southern Asia at 1.4:1 and the highest in the Europe and
Northern America at 3.6:1. Men in Europe and Northern America had the highest suicide CDR in 2021 at 23 deaths per 100 000 population, about double the global
male CDR. Women in Central and Southern Asia faced the highest risk among women across regions, with a CDR of 8.6 deaths per 100 000 population, almost 50%
higher than the global female CDR, and nearly 7 times the female CDR in the region with the lowest risk (Northern Africa and Western Asia).



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

Global and regional suicide crude death rates by sex, 2021
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Custodian agency(ies): WHO



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

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 agencylies): 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 Australia and New Zealand and 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 between 2010 and
2019, the overall burden of disease and injuries caused by the harmful use of alcohol is high, particularly in Europe and Africa.

In 2024, alcohol consumption in the world, measured in litres of pure alcohol per person of 15 years of age or older, was 4.9 litres, which is a 13% relative decrease
from 5.6 litres in 2010. Australia and New Zealand had the highest per capita consumption in the world (10.2 litres per capita) in 2024, a decline from their per capita
consumption in 2010 at 10.9 litres. In all (SDG) regions, fewer women drink alcohol than men, and when they drink, they drink less. In 2019, 56% of the world
population aged 15 years or older (65% of women; 48% of men) abstained from drinking alcohol in the past 12 months.

Proven, cost-effective actions to reduce the harmful use of alcohol include increasing taxes on alcoholic beverages, bans or comprehensive restrictions on alcohol
advertising, restricting the physical availability of alcohol, enacting and enforcing drink-driving laws, and providing brief psychosocial interventions. High-income
countries are more likely to have introduced these policies, raising issues of global health equity and underscoring the need for greater support to low- and middle-
income countries.

Alcohol per capita (15+ years) consumption, by region

Alcahol per capita {15+ years) consumption by region

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

Despite population growth and increasing vehicle fleets, global efforts to enhance road safety have led to progress in reducing road traffic
fatalities.

Despite population growth and increasing vehicle fleets, global efforts to enhance road safety have led to progress in reducing road traffic fatalities. The number of
road traffic declined modestly by 5.5% from 1.25 million in 2010 to 1.18 million in 2021. However, this rate of reduction remains insufficient to achieve the United
Nations Decade of Action for Road Safety 20212030 goal of reducing fatalities by half by 2030.

The global crude death rate from road traffic injuries declined by 17% from 18 deaths per 100 000 in 2010 to 15 deaths per 100 000 population in 2021. Australia and
New Zealand had the lowest death rate at one-third the global rate (5 deaths per 100 000 population) in 2021, followed by Europe and Northern America at 9 deaths
per 100 000 population. Central and Southern Asia as well as Eastern and Southern Asia had the highest death rate at 16 deaths per 100 000 population.

Inequalities are evident in road safety. In 2021, road traffic death rate was highest in low-income countries (21 deaths per 100 000 population), more than double that
in high-income countries where death rate was the lowest (8 deaths per 100 000 population). More than half of all road traffic deaths are among vulnerable road
users, including pedestrians, cyclists and motorcyclists. Men and boys faced a substantially higher risk than women and girls, with a global male-to-female ratio of
about 3:1 (22 vs. 7 deaths per 100 000 population) in 2021.

Custodian agency(ies): WHO



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

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 15—49 years) who have their need for family planning satisfied with modern methods

Modern contraceptive use is higher than ever among women who want to avoid pregnancy, with Sub-Saharan Africa expected to lead future
global growth

The proportion of women of reproductive age (15 to 49 years) having their need for family planning satisfied with modern methods is 77.3 per cent globally, a slight
increase from 76.4 per cent in 2015 and it has increased in nearly all world regions since 2015 (figure 1). Sub-Saharan Africa witnessed the largest increase from 51.6
to 58.6 per cent over that period, while Eastern and South-eastern Asia, which continues to have the highest proportion worldwide at above 86 per cent in 2025, is
the only region in which the proportion declined slightly.

In 2026, there are 88 mllion women of reproductive age using (or their partner using) a modern method of contraception, which is 78 million more than there were in
2015. Based on current projections, there will be 31 million more women using modern contraception worldwide by 2030. Nearly half of the global growth in the
number of modern users since 2015 was in sub-Saharan Africa, where the number of modern users increased by 35 million by 2026. The region is currently projected
to add another 17 million users by 2030, or half of the projected growth in the total number of users worldwide. The continued rapid growth in sub-Saharan Africa is
due to a combination of the region’s rapidly growing population of women of reproductive age and its growing uptake of modern contraception. The latter has have
been driven by increased political will to expand and maintain family planning programs and the unprecedented diffusion of use of injectables and implants.

Central and Southern Asia will contribute another third of the growth in the projected number of users by 2030. Having attained a relatively high proportion of
women of reproductive age who use modern methods among those who want to avoid pregnancy (near 75 per cent), growth in the number of users in Central and
Southern Asia is increasingly due to the uptake of short-acting methods, especially male condoms. This is a significant change that is underway in the region, as it
has been historically characterized as having widespread use of permanent contraceptive methods, particularly female sterilization.

In regions experiencing rapid population aging and slowing (or reversing) population growth, the number of modern users is projected to decline or remain the same
by 2030. Eastern and South-Eastern Asia, which has 35 million fewer users today than it did in 2015 primarilly due to population aging, will have about 3 million
fewer users in 2030, despite maintaining the highest proportion of women of reproductive age who use modern contraceptive methods among those who want to
avoid pregnancy in the world. In Europe, Northern America, Australia and New Zealand, the number of modern users is projected to remain largely the same until at
least 2030.

The availability of global family planning data in the future is currently under threat. The discontinuation of the Demographic and Health Survey Program in 2025 will
leave a substantial gap in both the quantity and quality of comparable family planning data that can be used for monitoring global goals and will be difficult to
account for without coordinated efforts by individual countries.

Proportion of women of reproductive age (aged 15—49 years) who have their need for family planning satisfied with modern methods, 2015
to 2030, by SDG region
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Additional resources, press releases, data blog/stories, etc. with links:

e UN DESA Policy Brief No. 172:The New Landscape of Fertility and Family Planning 30Years After Cairo and Beijing (https://desapublications.un.org/policy-
briefs/un-desa-policy-brief-no-172-new-landscape-fertility-and-family-planning-30-years)

e Molitoris, Joseph, Vladimira Kantorova and Patrick Gerland (2025). Assessing the impact of the loss of the Demographic and Health Surveys on global
population and family planning data and estimates and on population research. United Nations, Department of Economics and Social Affairs, Population
Division, Technical Paper No. UN DESA/POP/2025/TP/No.10.
https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa pd 2025 technical-paper dhs-impact.pdf

Storyline author(s)/contributor(s): Joseph Molitoris & Vladimira Kantorova, UN DESA Population Division

Custodian agency(ies): DESA Population Division

Indicator 3.7.2 Adolescent birth rate (aged 10—14 years; aged 15—19 years) per 1,000 women in that age group

Progress in reducing adolescent fertility accelerated in the last decade, particularly in Latin America and the Caribbean and in sub-Saharan
Africa

Monitoring SDG indicator 3.7.2 (adolescent birth rates (ABR) among girls aged 10—14 and 15—19) remains a cornerstone for assessing progress toward universal
access to sexual and reproductive healthcare services. Pregnancy at a young age increases the risk of life-threatening complications, while early motherhood often
forces girls to leave school, limits their future employment opportunities, and reinforces cycles of poverty across generations.

Globally, the ABR has continued to decline steadily across both age groups between 2000 and 2025. Among girls and young women aged 1519 years, the rate
decreased from 66.3 births per 1,000 in 2000 to 37.6 in 2025, with projections indicating a further drop to 34.8 by 2030. For girls aged 10—14, the rate fell from 3.5
births per 1,000 in 2000 to 1.0 in 2025 and is expected to reach 0.9 by 2030 (Figure 1).

Trends show a consistent declining pattern. Yet disparities still exist among the various regions. Sub-Saharan Africa continues to exhibit higher ABR than any other
region. In 2025, adolescents aged 15—19 had 91.4 births per 1,000, while the rate for girls aged 10—14 averaged 3.0 per 1,000. Latin America and the Caribbean
recorded the second-highest levels (49.3 and 1.6, respectively), followed closely by Oceania excluding Australia and New Zealand (48.7 and 1.2, respectively).


https://desapublications.un.org/policy-briefs/un-desa-policy-brief-no-172-new-landscape-fertility-and-family-planning-30-years
https://desapublications.un.org/policy-briefs/un-desa-policy-brief-no-172-new-landscape-fertility-and-family-planning-30-years
https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa_pd_2025_technical-paper_dhs-impact.pdf
https://unstats.un.org/sdgs/dataContacts/

Examining changes over time shows that, in most regions, the declines in the fertility of girls and young women aged 15-19 were more rapid in the most recent years.
Latin America and the Caribbean saw its annual rate of reduction (ARR)* rate accelerate from 0.6 per cent in 2000-2015 to 1.3 per cent in 2015-2025, while
sub-Saharan Africa increased from 0.4 per cent to 0.8 per cent. In Latin America and the Caribbean, the recent accelerated decline reflects the coordinated national
efforts to expand access to family planning services and information among adolescents and young women.

Central and Southern Asia stands as the exception: the ABR for ages 15—19 dropped sharply with ARR of 3.5 per cent per year during 2000-2015, largely driven by
substantial declines in India and Bangladesh. The decline slowed during the period 2015-2025, with ARR around 1.3 per cent. In the first quarter of the twentieth
century, the region moved from having the second-highest ABR for ages 15—19 in 2000 (106 births per 1,000) to below the global average by 2025 (24.0 compared
with 37.6 globally).

For girls aged 10-14, declines were generally faster in the period 2000—2015 for most regions, with sub-Saharan Africa and Central and Southern Asia registering the
steepest reductions. In Latin America and the Caribbean, instead, progress accelerated during the later period.

As the world approaches 2030, maintaining robust monitoring of SDG indicator 3.7.2 remains essential. High-quality, timely, and reliable data on births by age of
mother are crucial for tracking progress and identifying emerging needs. The termination of core funding for the Demographic and Health Surveys (DHS) Program
poses significant challenges, particularly in regions lacking reliable vital registration. In Least Developed Countries (LDCs), 55 per cent of data points used for
monitoring SDG 3.7.2 between 2000 and 2025, representing 80 per cent of countries in the group, relied on DHS surveys. In this context, it is more vital than ever to
call for a coordinated approach to strengthen data systems to enable evidence-based policies and programmes aimed at reducing adolescent childbearing.

* The annual rate of reduction (ARR) is calculated as follow:
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Additional resources, press releases, data blog/stories, etc. with links:

e Molitoris, Joseph, Vladimira Kantorova and Patrick Gerland (2025). Assessing the impact of the loss of the Demographic and Health Surveys on global
population and family planning data and estimates and on population research. United Nations, Department of Economics and Social Affairs, Population
Division, Technical Paper No. UN DESA/POP/2025/TP/No.10.
https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa pd 2025 technical-paper dhs-impact.pdf

Storyline author(s)/contributor(s): Giulia Gonnella, Vladimira Kantorova, Yumiko Kamiya, Sigi Wu, Joseph Molitoris, UN DESA Population Division
Custodian agency(ies): DESA Population Division



https://www.un.org/development/desa/pd/sites/www.un.org.development.desa.pd/files/undesa_pd_2025_technical-paper_dhs-impact.pdf
https://unstats.un.org/sdgs/dataContacts/

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 positive out-of-pocket household expenditures on health exceeding 40 per cent of household discretionary
budget

During the SDGs era, global progress towards UHC has slowed, highlighting the need for renewed efforts to accelerate gains

Despite earlier progress toward universal health coverage (UHC) under SDG 3.8, the pace has slowed since 2015. Without accelerated and sustained efforts, both
service coverage and financial protection targets will fall short by 2030. Midway through the SDG era, 4.6 billion people worldwide still lacked access to essential
health services in 2023, and 2.1 hillion faced financial hardship in health in 2022. Of these 2.1 billion people, 1.6 billion incurred impoverishing OOP health spending,
and about 450 million faced large OOP health spending.

Persistent inequalities remain within and between countries, with poorer and marginalized populations disproportionately lacking access to essential services and on
average three out of four people in the lowest consumption quintile facing financial hardship due to healthcare costs—compared with one in 25 among the
wealthiest consumption quintile. Only about one-third of countries have improved both service coverage and financial protection since 2015, and despite faster gains
in low-income countries, those countries still have the largest coverage and protection gaps.

Urgent, transformative and coordinated action is needed to get universal health coverage back on track before 2030. Progress to date shows that broader
development gains matter: global poverty reduction has contributed to declines in financial hardship, while expanded access to basic sanitation has supported
improvements in service coverage. Building on these synergies, countries must accelerate equitable investment in primary health care, strengthen financial
protection, and prioritize underserved and vulnerable populations. Effective reforms, cross-sectoral collaboration, improved data, and sustained political leadership
will be essential to convert these gains into lasting and inclusive progress toward universal health coverage and a sustainable future for all.

Global UHC pillar estimates 2015, 2022/23 and projected values, 2030
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Additional resources, press releases, data blog/stories, etc. with links:

e Most countries make progress towards universal health coverage, but major challenges remain, WHO—World Bank report finds.This is a press release.
e Tracking universal health coverage: 2025 global monitoring report <---hyperlink is broken. Needs to be replaced with this one:
https://iris.who.int/handle/10665/384883

https://www.who.int/data/monitoring-universal-health-coverage

https://iris.who.int/handle/10665/384883 (ignore this one)

https://www.who.int/data/gho/data/major-themes/universal-health-coverage-majorThis is the WHO data portal
https://data360.worldbank.org/en/dataset/\WB UHCThis is the World Bank data portal

Storyline author(s)/contributor(s): Jessica Ho, WHO; Gabriela Flores, WHO; Gil Shapira, World Bank; on behalf of WHO and World Bank UHC monitoring teams
Custodian agency(ies): WHO,World Bank



https://www.who.int/news/item/06-12-2025-most-countries-make-progress-towards-universal-health-coverage-but-major-challenges-remain-who-world-bank-report-finds
https://www.who.int/publications/i/item/9789240117815
https://iris.who.int/handle/10665/384883
https://www.who.int/data/monitoring-universal-health-coverage
https://iris.who.int/handle/10665/384883
https://www.who.int/data/gho/data/major-themes/universal-health-coverage-major
https://data360.worldbank.org/en/dataset/WB_UHC
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

Custodian agencylies): WHO

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 agency(ies): WHO

Indicator 3.9.3 Mortality rate attributed to unintentional poisoning

Custodian agency(ies): WHO
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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 15years and older

WHO FCTC Parties reach decisions on forward-looking tobacco control measures to strengthen tobacco control globally

The age-standardised prevalence of current tobacco use among adults aged 15 years and older globally has declined over the period 2015-2024. In 2015, an
estimated 23.5% of people aged 15 years and older were using tobacco. By 2024, this number was appreciably lower at 19.5%.

In 2015, the global prevalence of current tobacco use among men was estimated to have been around 37.9%. By 2024, this number was estimated to be down to
32.5%. Among women, the reduction was from 9.1% in 2015 down to 6.6% in 2024. The ratio of men to women using tobacco increased from four-fold in 2015 to
five-fold in 2024.

The total number of tobacco users for both sexes combined has declined steadily over the period 2015—-2024. In 2015, an estimated 1.279 billion people aged 15
years and older were current users of one or more tobacco products — 1.029 billion men and 250 million women. The number of users has decreased over time to
reach 1.202 billion in 2024 - 997 million men and 206 million women.

WHO estimates that country-level prevalences (age-standardised) in 2015 ranged from 4.5% to 49.9%. By 2024, the range was narrower and had lower end points,
from 3.1% to 48.8%.

Of the 165 countries with sufficient monitoring to determine trends in indicator 3.a.1, 140 are seeing prevalence declining, 12 are seeing prevalence increasing, and
14 are seeing no significant change over the period 2015 to 2024.

The 1™ Conference of the Parties to the WHO FCTC took place in Geneva in 2025. Key decisions were reached on tobacco control and the environment; on the
liability of the tobacco industry for the damage it causes; on forward-looking new and innovative approaches to tobacco control, such as those contemplated in
accordance with Article 2.1 of the WHO FCTC; and on domestic resource mobilization as a core strategy for achieving long-term, sustainable and predictable funding
for national tobacco control programmes.

A decision was also adopted to urge Parties to advocate for a complete ban on the use and sale of tobacco products, including heated tobacco products, and of other
nicotine products including nicotine pouches and disposable e-cigarettes within all United Nations indoor and outdoor premises globally.

The SDG region with the fastest reduction in 3.a.1 on average is Northern America (21.2% in 2015 to 15.2% in 2024). The region which has not yet begun to decrease
is Northern Africa (20.9% in 2015 to 21.5% in 2024). All other SDG regions are currently reducing tobacco use prevalence.

Tobacco use trends 2015-2024, world average by sex
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Additional resources, press releases, data blog/stories, etc. with links:

e https://fctc.who.int/newsroom/news/item/22-11-2025-global-tobacco-control-conference-concludes-with-decisions-on-environment-liability
e https://www.who.int/news/item/06-10-2025-who-tobacco-trends-report-1-in-5-adults-still-addicted-to-tobacco

Storyline author(s)/contributor(s): Tibor Szilagyi, Secretariat of the WHO FCTC; Alison Commar, WHO
Custodian agency(ies): 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
From Setback to Scale-Up:The Urgent Push to Reach Every Child

In 2021, the world set out on an ambitious journey. Through the Immunization Agenda 2030, countries and partners committed to a simple but powerful vision: a
world where everyone, everywhere, at every age fully benefits from vaccines. Five years into that decade-long journey, 2025 became a moment of reflection — not a
finish line, but a crossroads.

The 1A2030 midterm review looks back at the first half of the decade in a world profoundly reshaped by crisis. The COVID19 pandemic disrupted health systems,
stalled routine immunization, and widened inequities. At the same time, it demonstrated — more clearly than ever — the lifesaving power of vaccines and the
importance of coordinated global action.

Despite these challenges, the review finds reasons for cautious optimism. Immunization efforts between 2021 and 2024 helped avert millions of future deaths, and
many countries succeeded in introducing new vaccines and restoring services under extremely difficult conditions. In fragile and conflict-affected settings, health
workers continued to reach communities often at great personal risk. These successes remind us that progress is possible, even in the hardest circumstances.

Yet the storyline is not one of celebration alone. The review is cleareyed about what remains off track. Routine coverage has not fully recovered to pre-pandemic
levels, too many children remain “zero dose,” and outbreaks of vaccine preventable diseases continue to threaten hard-won gains. The world is not yet on course to
meet many |A2030 targets by 2030 — and time is no longer an abstract concept.

Drawing on extensive consultations with stakeholders at country, regional, and global levels, it reflects a shared message: the next phase of IA2030 must look
different from the first. Countries need greater ownership of their immunization programmes, supported — not directed — by global partners. As financing becomes
more constrained and the global health landscape continues to evolve, focus and prioritization are no longer optional.

The review reaffirms that the original IA2030 vision and strategic priorities remain valid. The problem is not the destination, but how the world gets there. The next
five years must concentrate collective efforts on reaching zero dose children, reducing outbreaks, strengthening data-driven decision making, and building sustainable
programmes embedded within primary health care systems.

Ultimately, the 1A2030 midterm review is a call to action — not for a new agenda, but for renewed commitment. The second half of the decade will determine
whether IA2030 becomes a story of recovery and transformation, or one of missed opportunity. The path forward is narrower now, but the purpose remains clear:
leaving no one behind is still possible — if the world chooses to act together, decisively, and with urgency.

Proportion of the target population that have received doses, by immunization 2000-2024 (percentage)
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Additional resources, press releases, data blog/stories, etc. with links:
e Additional resources

Storyline author(s)/contributor(s): WHO/PPC/IVB

Custodian agency(ies): WHO, UNICEF

Indicator 3.b.2 Total net official development assistance to medical research and basic health sectors
Global Health Aid Falls Back: ODA for Health Drops Below Pre-Pandemic Levels

Net ODA for medical research and basic health from all donors continued to decrease by 12.4% in 2024 over 2023 and reached USD 11.4 billion, which was below
the level in 2019, before the peak period 2020-2022 in response of the COVID-19 pandemic, and a similar level to 2015.

In 2024, USD 3.7 billion were spent on infectious disease control, i.e. immunisation; prevention and control of infectious and parasite diseases (except for malaria,
tuberculosis, COVID-19, HIV/AIDS and other STDs). In addition, USD 2.4 billion were disbursed on malaria control and USD 1.5 billion on basic health care, USD 1.1
billion on tuberculosis control and USD 0.9 billion on basic nutrition. COVID-19 control only amounted to USD 475 million. Medical research amounted to USD 643

million, which is a 52% increase over 2023 and almost a doubling since 2015.

Sub-Saharan Africa received 48% of total net ODA for medical research and basic health, or USD 5.5 billion, most of which was for malaria control (USD 1.9 billion)
and the control of infectious diseases other than malaria, tuberculosis, COVID-19, HIV/AIDS and other STDs (USD 1.6 billion). Asia received a further 20%, or USD 2.3
billion, most of which was for infectious disease control, tuberculosis control and basic health care.

Least Developed Countries received USD 5.2 billion in 2024, representing 45% of the total and a volume 2% lower than 2015.

The largest recipients in 2024 were Nigeria (USD 683 million), Democratic Republic of the Congo (USD 518 million), Pakistan (USD 436 million) and Ethiopia (USD 379
million).

GAVI, the United States and the Global Fund accounted for almost 60% of the total, or USD 2.4 billion, USD 2.4 billion and USD 1.9 billion respectively. The EU
institutions, IDA and the UK were also important actors, providing USD 938 million, USD 686 million and USD 632 million respectively.
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Custodian agency(ies): OECD

Indicator 3.b.3 Health product access index

Custodian agencylies): WHO
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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

Global Health Workforce at a Crossroads: Shortages, Inequities, and Rising Demand

Health workers are the cornerstone of a resilient health system, and the demand for them continues to increase as global health challenges become more complex as
the world’s population demographics evolve. To make progress towards UHC, it is critical to address the global shortage of skilled health workers, to ensure the
adequate number with the right skills are available where they are needed and aligned with population health needs’. Nurses alone represent approximately 57% of
the five health occupations, medical doctors, nursing and midwifery personnel, dentists and pharmacists. ? The global distribution of nurses is highly skewed. The
density of nursing and midwifery personnel in the Northern American and European Region remain highest in the world, at over 120 per 10 000 population and 80 per
10 000 population respectively—more than twice the global average of 40 per 10 000 and lowest in the Sub Saharan and Northern African Region with 12.6 per 10
000 population and 17.1 per 10 000 population respectively. The estimated density of medical doctors is highest in the European Region at 43.8 per 10 000
population, and lowest in lowest in the Sub Saharan African Region and the South-eastern Asian region with 2.5 per 10 000 population and 8.0 per 10 000
population respectively. The global and regional densities of dentists and pharmacists is 7.5 or below for all except pharmacists in Northern American and South-
Eastern Asian Regions.

Globally the nursing workforce is 85% female and relatively young, but age patterns vary by region and by income group. Globally, 33% of nurses are aged under 35
years, compared with 19% who are aged 55 years or above (i.e. for every 100 nurses nearing retirement globally, there are 174 young workers).3

A 2025 rapid stocktake conducted by WHO on the impact of reductions in health official development assistance (ODA) on health systems in low- and lower middle-
income countries revealed that over half of the responding country (63%) reported job-related impacts on health and care workers (such as job losses, temporary
leave, salary suspension and salary reduction). Nearly one-fifth (18%) reported disruptions in education and training opportunities and 69% anticipate future
recruitment challenges. Community health workers, medical doctors and nursing and midwifery personnel were among the most frequently affected occupations.*
Reduced ODA further exacerbates the existing inequities in age and sex distribution and remuneration and continue to hinder progress toward achieving UHC and the
Sustainable Development Goals.

Density of select health professionals per 10 000 population, 2016-2024 (latest available)
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Additional resources, press releases, data blog/stories, etc. with links:
e Additional resources

Storyline author(s)/contributor(s): Contributors

Custodian agency(ies): WHO

T"NHWA Web portal

2 State of the world's nursing report 2025

3 State of the world's nursing report 2025

4The impact of suspensions and reductions in health official development assistance on health systems: rapid WHO country office stock take: summary of results from
108 WHO country offices, 7 March-2 April 2025 (10 April 2025 version). WHO/UHL/IHS/HSA/2025.1. Geneva: World Health Organization; 2025
(https://www.who.int/publications/m/item/the-impact-of-suspensions-and-reductions-in-health-official-development-assistance-on-health-systems)
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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

Coordinated Action Sustains Global Progress in Public Health Emergency Preparedness

In 2024, 195 of 196 States Parties submitted the International Health Regulations (IHR) States Parties self-assessment Annual Report (SPAR), achieving a 99% global
reporting rate. The 99% compliance rate demonstrates the commitment among nations to actively monitor and report on their IHR core capacities. Furthermore, 73%
of the 2024 reports were compiled using a multisectoral approach, demonstrating coordinated actions within member states to collaborative health security capacity
development across human health, animal health, and environmental sectors.

Between 2015 and 2024, global capacities to detect, assess, notify, and respond to public health emergencies showed a long-term upward trend, with the global
average score stabilizing around 64 during the 2021-2024 period. To achieve the target for Sustainable Development Goal 3.d—to strengthen the capacity of all
countries, in particular developing countries, for early warning, risk reduction, and management of national and global health risks—transformative and equitable
actions are required to address persisting low capacity areas.

Data from the 15 core capacities show clear areas of strength and weakness. In 2024, surveillance capacities had the highest global average score at 80. In contrast,
capacity for chemical events and policy, legal, and normative instruments to implement IHR had the lowest averages at 53 and 55, respectively. Despite these lower
scoring core capacities, the capacity for policy, legal, and normative instruments to implement IHR showed the largest global gain of 3 points between 2021 and
2024.

Examining the data at the regional level reveals structural disparities that challenge the goal of equitable global health security. Regional data indicate that
developed regions consistently record higher baseline preparedness scores compared to developing regions. In 2024, developed regions reported a total average
capacity score of 77, while developing regions averaged 59, and the least developed countries recorded an average score of 49. Specific geographic groupings
highlight these ongoing differences: Europe and Northern America recorded an average score of 76, followed by Eastern and South-Eastern Asia at 74, and Northern
Africa and Western Asia at 72. In comparison, Central and Southern Asia recorded 64, Latin America and the Caribbean recorded 62, Oceania recorded 57, and Sub-
Saharan Africa recorded 49. Closing the gap between the geographic regions demands targeted investments. Ensuring all regions can equitably detect, assess, notify,
and respond to public health events is necessary to fulfill the core mandate of the IHR and the Sustainable Development Goals.

Additional resources, press releases, data blog/stories, etc. with links:

e https://extranet.who.int/e-spar/
Storyline author(s)/contributor(s): World Health Organization, WHO

Custodian agencylies): WHO
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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 £scherichia coliresistant to third-generation cephalosporins and methicillin-resistant
Staphylococcus aureus (MRSA). This indicator is considered a building block to help drive the establishment of national AMR programmes for monitoring and tracking
the impact of interventions.

Considering settings reporting at least 10 BSIs with antimicrobial susceptibility test results (AST) in 2023, the median proportion of BSIs due to £ co//resistant to
third-generation cephalosporins in 92 countries and the median proportion of BSls due to MRSA in 91 countries are 45.1% (IQR 22.7-71.3) and 35.7% (IQR 15.0-51.5),
respectively. These rates are much lower (16.5% [IQR 11.3-23.3] and 9.6% [IQR 4.1-29.9] respectively) in 23 countries with better testing coverage (that is, where the
number of BSIs with AST per million population is above the 75" 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 ill patients who may have been exposed to antibiotics previously to laboratory testing.

Although lower resistance in settings with high coverage could be due to potentially better diagnostic practices, more robust health systems to combat AMR, and
fewer testing biases, conclusions of any genuine differences in resistance prevalence in settings with less established surveillance networks are limited by the vast
differences in surveillance coverage and representativeness.

Complementary surveillance approaches are needed to generate representative data and trends to evaluate and inform the AMR response, especially in low-resource
countries with weak routine surveillance.

Figure title; Percentage resistance to third-generation cephalosporins in £ co/i and percentage methicillin
resistance in S. gureus in countries reporting =10 BSIs with AST results compared to countries where the reported
numbers per million population were above the 75th percentile in 2023.

Escherichia coli:
Third-generation cephalosporin
resistance

Staphylococcus aureus:
Methicillin resistance

100

Percentage (%)

All countries with 2

Hugh income countries Low and middle income countries

Figure legend: 2023 population estimates (World Population Prospects, United Nations Population Division, Department of
Economic and Social Affairs), were used for per million population calculations.

Custodian agency(ies): WHO
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