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LIFE EXPECTANCY 
AND CAUSES OF 
DEATH 1

Women live longer than men, but the 
additional years are not always healthy 

In 2019, more than 141 million children will be born: 
73 million boys and 68 million girls (1). Based on recent 
mortality risks the boys will live, on average, 69.8 years 
and the girls 74.2 years – a difference of 4.4 years. Life 
expectancy at age 60 years is also greater for women than 
men: 21.9 versus 19.0 years.
 
Women have a longer life expectancy than men at all ages 
(Fig. 1.1). Although the absolute difference in life expectancy 
decreases with age, the proportional difference increases 
from age 1 year up to age 80 years before it declines. Thus, 
women can expect to live 7.6% longer than men at age 
20 years, and 14% longer at age 80 years. Differences in 
global life expectancy between men and women increased 
between 1950 and 1990 but have subsequently decreased 
(Table 1.1). 

Fig. 1.1 
Global life expectancy at different ages for men and women, 2016
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The ratio of the number of men alive to the 
number of women alive changes through the 
life course

Globally, the male to female (M/F) sex ratio at birth has 
been in the range of 105–110 males to every 100 females (1); 
however, because male mortality rates are higher across the 
life course, the sex ratio decreases throughout life (Fig. 1.2). 
Globally, it reaches 1.00 in the age group 50–54 and 0.95 in 
the age group 60–64 years, falling sharply thereafter. There 
are notable variations in sex ratios around the world, with 
some countries having higher M/F sex ratios that are partly 
associated with preference for male children.

Age 1950–
1955

1955–
1960

1960–
1965

1965–
1970

1970–
1975

1975–
1980

1980–
1985

1985–
1990

1990–
1995

1995–
2000

2000–
2005

2005–
2010

2010–
2015

0–4 6% 6% 6% 7% 6% 7% 7% 7% 7% 7% 6% 6% 6%

5–9 5% 6% 6% 6% 6% 6% 7% 7% 7% 7% 6% 6% 6%

10–14 6% 6% 6% 6% 7% 7% 7% 7% 7% 7% 7% 7% 7%

15–19 6% 7% 7% 7% 7% 7% 8% 8% 8% 8% 7% 7% 7%

20–24 7% 7% 7% 7% 8% 8% 9% 8% 9% 9% 8% 8% 8%

25–29 7% 8% 8% 8% 8% 9% 9% 9% 9% 9% 9% 8% 8%

30–34 8% 9% 9% 9% 9% 9% 10% 9% 10% 10% 9% 9% 9%

35–39 9% 10% 10% 10% 10% 10% 11% 10% 11% 11% 10% 10% 9%

40–44 10% 11% 12% 11% 11% 11% 12% 11% 12% 11% 11% 10% 10%

45–49 12% 13% 13% 12% 12% 13% 13% 12% 13% 12% 11% 11% 11%

50–54 13% 14% 14% 13% 14% 14% 14% 13% 14% 13% 12% 12% 12%

55–59 13% 15% 15% 15% 15% 15% 15% 15% 15% 14% 13% 13% 12%

60–64 13% 15% 16% 16% 16% 16% 16% 16% 16% 16% 14% 14% 13%

65–69 13% 15% 16% 16% 17% 17% 17% 17% 17% 16% 15% 15% 14%

70–74 13% 14% 15% 16% 17% 18% 18% 17% 17% 17% 16% 15% 15%

75–79 13% 14% 15% 15% 16% 18% 18% 18% 18% 17% 16% 16% 15%

80–84 12% 12% 13% 14% 15% 17% 18% 18% 18% 17% 16% 16% 15%

85–89 10% 10% 11% 12% 13% 16% 17% 18% 17% 16% 15% 16% 15%

90–94 8% 8% 9% 9% 11% 14% 15% 17% 15% 15% 14% 15% 13%

95–99 6% 5% 6% 6% 8% 11% 13% 15% 13% 12% 12% 13% 12%

100+ 4% 3% 4% 3% 5% 8% 10% 12% 10% 9% 9% 10% 9%

Table 1.1 
Male deficit in life expectancy as a proportion of remaining female life expectancy, 1950–2015

Source: World population prospects: the 2017 revision (1).

Fig. 1.2 
Global male to female (M/F) sex ratio by age, 2016
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Because the incidence of different diseases varies with 
age, and women live longer than men, some diseases can 
be more common in women; for example, the lifetime risk 
for Alzheimer disease is greater in women than men, partly 
because more women survive to ages at which the disease 
most commonly occurs, although they also appear to be 
more susceptible in some locations (3).

Healthy life expectancy is greater for women 
than men

Between 2000 and 2016 global life expectancy at birth, for 
both sexes combined, increased by 5.5 years, from 66.5 to 
72.0 years. Healthy life expectancy (HALE) also increased, 
from 58.5 years in 2000 to 63.3 years in 2016; however, so 
did the number of equivalent years of full health lost through 
living in unhealthy states, increasing from 8.0 to 8.6 years. 
In 2016, an adult aged 60 years could expect to live another 
20.5 years, while HALE at 60 years was 15.8 – that is, the 
equivalent years of full health lost was almost a quarter of 
the remaining life expectancy (4.7 years or 23%).

Women not only have a longer life expectancy than 
men at birth but also a longer HALE at birth (64.8 years 
versus 62.0) and at age 60 years (16.8 versus 14.8 years). 
However, the number of equivalent years of full health lost 
through living in unhealthy states is also larger (9.5 versus 
7.8 years) (Fig. 1.3).
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Fig. 1.3 
Global life expectancy and HALE, 2000–2016

Several conditions contribute to differences 
in life expectancy between men and women

Men’s reduced life expectancy compared with women is 
not due to a single or a small number of causes. Of the 
40 leading causes of death, 33 causes contribute more 
to reduced life expectancy in men than in women (Fig. 
1.4). The causes of death that most contribute to a lower 

life expectancy for men than women are ischaemic heart 
disease (0.84 years), road injuries (0.47), lung cancer 
(0.40), chronic obstructive pulmonary disease (0.36), 
stroke (0.32), cirrhosis of the liver (0.27), tuberculosis (TB) 
(0.23), prostate cancer (0.22) and interpersonal violence 
(0.21). Breast cancer (0.30 years), maternal conditions 
(0.23 years) and cervical cancer (0.15) are the causes of 
death that have the strongest effect in lowering female 
global life expectancy in comparison with male global life 
expectancy (3, 4). These conditions are not necessarily the 
most important causes of death globally; rather, they are 
the conditions that show the greatest differences between 
men and women; for example, malaria is an important cause 
of death, but is ranked low because most deaths occur 
in children, and death rates in male and female children 
are similar.

Both sex and gender contribute to differences 
in life expectancy 

Some of the differences in life expectancy between men and 
women are due to biological sex differences. Some causes 
of death occur in one sex only; for example, those related 
to sexual and reproductive anatomy (e.g. cervical cancer 
in women or prostate cancer in men). Other conditions 
can occur in both women and men, but their prevalence is 
influenced by biological sex differences; for example, death 
rates from ischaemic heart disease are thought to be lower 
in women, partly because of higher levels of the hormone 
estrogen (5) whereas TB infection rates may be higher in 
men, partly due to immunological reasons (6). For some 
conditions, death rates are similar in men and women if they 
are exposed to the same risk, but exposures to risk differ as 
a result of gender-related factors, such as occupation (e.g. 
road injury). Gender can also influence health outcomes 

Fig. 1.4 
Causes of death that most contribute to differences in life expectancy at 
birth globally for men and women, 2016
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Age group
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Fig. 1.5 
Proportion of deaths by age and World Bank income group, 2016 (%)

Source: WHO (2018) (2).
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Fig. 1.6 
Male deficit in life expectancy as a proportion of remaining female life 
expectancy by World Bank income group, 2016

Source: WHO (2018) (2).  

through differences in health literacy, availability of and 
access to health information and services, and provider 
knowledge and attitude. The exact contributions of sex 
and gender to health disparities are often hard to separate 
because they do not operate independently (7).

The age of death varies greatly by country 
income group

Life expectancy at birth in low-income countries (62.7 
years) is 18.1 years lower than in high-income countries 
(80.8 years) (Table 1.2). In high-income countries, the 
majority of people who die are old; however, in low-income 
countries almost one in three deaths are in children aged 
under 5 years (Fig. 1.5) (2).

Life 
expectancy HALE Life 

expectancy HALE

At birth (years) At 60 years (years)

Global Male 69.8 62.0 19.0 14.8

Female 74.2 64.8 21.9 16.8

Both sexes 72.0 63.3 20.5 15.8

WHO 
region
(both 
sexes)

AFR 61.2 53.8 16.6 12.5

AMR 76.8 67.5 22.7 17.6

SEAR 69.5 60.4 18.2 13.3

EUR 77.5 68.4 22.3 17.4

EMR 69.1 59.7 18.2 13.3

WPR 76.9 68.9 21.0 16.6

World Bank 
income 
group 
(both 
sexes)

LI 62.7 54.9 17.1 12.9

LMI 67.9 59.1 18.0 13.2

UMI 75.2 67.0 20.2 15.8

HI 80.8 71.2 24.3 19.0

Table 1.2 
Life expectancy and HALE by sex, WHO region and World Bank income 
group, 2016

Darker shading represents lower values of life expectancy.
Source: WHO (2018) (2).  

Differences in life expectancy between men 
and women are greater in higher-income 
countries

The differences in life expectancy between men and 
women are smaller in low-income countries than in high-
income countries (Fig. 1.6). This should not necessarily be 
interpreted as meaning that there is greater gender equality 
in health in low-income countries.
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The causes of death responsible for 
differences in life expectancy differ according 
to the wealth of countries

Communicable diseases, injuries and maternal conditions 
contribute most to differences in life expectancy between men 
and women in low-income countries, while noncommunicable 
diseases (NCDs) contribute most to life expectancy 
differences in high-income countries (Fig. 1.7) (2, 4). 

Maternal conditions contribute more to differences in life 
expectancy at birth between men and women than any 
other cause. They are concentrated in low-income countries, 
being related primarily to lack of access to essential health 
services. Although the life expectancy of men is reduced in 
comparison with that of women from most causes of death, 
and more so than in higher-income countries, the net effect of 
maternal conditions, breast and cervical cancer is to produce 
lower differences in life expectancy between men and women 
in low-income countries than in high-income countries.

Sources: WHO (2018) (2) and see (4) for decomposition of life expectancy.
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Fig. 1.7 
Causes of death responsible for differences in life expectancy between men and women and World Bank income group, 2016

Differences in life expectancy related to the 
wealth of countries are greater than those 
between men and women

Life expectancy at birth in low-income countries (62.7 
years) is 18.1 years lower than in high-income countries 
(80.8 years) compared with a global difference of 4.4 years 
between men and women. The 10 conditions contributing 
most to the reduced life expectancy in low-income countries 
are, for both sexes, as follows: lower respiratory infections 
(life expectancy reduced by 2.09 years), diarrhoeal diseases 
(1.97 years), stroke (1.45 years), HIV/AIDS (1.45 years), TB 
(1.35 years), ischaemic heart disease (1.35 years), malaria 
(0.96 years), road injury (0.75 years), birth asphyxia and 
birth trauma (0.63 years), and protein-energy malnutrition 
(0.62 years) (Fig. 1.8) (2, 4).

For lower respiratory diseases, the life expectancy of men 
and women is reduced by equal amounts if they live in 
a low-income country compared with a high-income 
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country. Women’s life expectancy is particularly reduced 
in low-income countries through maternal conditions 
and cervical cancer. Men’s life expectancy in low-income 

-0.5 0.0 0.5 1.0 1.5 2.0 2.5

Lower respirato ry infections
Diarrhoeal diseases

Ischaemic heart d isease
Stroke

HIV/AIDS
Tuberculo sis
Ro ad  inju ry

Maternal conditions
Malaria

Birth asphyxia and b irth trauma
Protein-energy malnutrition
Preterm b irth comp lications

Ch ronic obstru ctive pulmonary disease
Cirrhosis  of the l iver

Meningitis
Diabetes mell itus

Cervix uteri cancer
Neonatal sepsis  and infectio ns

Hypertensive heart d isease
Interpersonal violence

Asthma
Falls

Prostate cancer
Drown ing

Co ngenital  ano mal ies
Self-harm

Kidney d iseases
Alzheimer d isease and  other dementias

Oeso phagus cancer
Liver cancer

Rheumatic heart d isease
Mouth and oropharynx cancers

Card iomyopathy, myocardi tis,  endocardi tis
Stomach cancer

Lymphomas, multiple myeloma
Breast cancer

Leukaemia
Pancreas cancer

Co lon and rectum cancers
Trachea,  b ronchus,  lung  cancers
All other communicab le d iseases

All other In juries
All other NCDs

Reduction in life expectancy (years)

Lower respiratory infections
Diarrhoeal diseases

Ischaemic heart disease
Stroke

HIV/AIDS
Tuberculosis
Road injury

Maternal conditions
Malaria

Birth asphyxia and birth trauma
Protein-energy malnutrition
Preterm birth complications

Chronic obstructive pulmonary disease
Cirrhosis of the liver

Meningitis
Diabetes mellitus

Cervix uteri cancer
Neonatal sepsis and infections

Hypertensive heart disease
Interpersonal violence

Asthma
Falls

Prostate cancer
Drowning

Congenital anomalies
Self-harm

Kidney diseases
Alzheimer disease and other dementias

Oesophagus cancer
Liver cancer

Rheumatic heart disease
Mouth and oropharynx cancers

Cardiomyopathy, myocarditis, endocarditis
Stomach cancer

Lymphomas, multiple myeloma
Breast cancer

Leukaemia
Pancreas cancer

Colon and rectum cancers
Trachea, bronchus, lung cancers

All other communicable diseases
All other injuries

All other NCDs

Fig. 1.8 
Causes of death responsible for differences in life expectancy between women in high-income countries and men and women in low-income countries, 
2016

  Life expectancy reduced for both sexes       Additional reduction for females       Additional reduction for males

Sources: WHO (2018) (2), and see (4) for decomposition of life expectancy.

countries is reduced more than women’s for road injuries, 
TB, interpersonal violence, prostate cancer, self-harm and 
drowning.
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The responses to sex differences in 
health status will vary according to the 
circumstances of countries

In low-income countries, differences in life expectancy 
between men and women are due to causes that are 
frequently preventable or treatable through access to basic 
health services. In higher-income countries, premature 
deaths are frequently associated with environmental factors 
or poor lifestyle (Fig. 1.9). 

Where there are differences in health outcomes between men 
and women, further analysis to disentangle determinants of 
outcomes for women and for men can help shape gender-

sensitive responses that aim to take into account specific 
needs of women. The development of such responses 
requires better information on differences between men 
and women in exposure and responses to risk factors, 
access to and use of health services, and the effectiveness 
of interventions. Qualitative research is also needed to 
reveal factors underlying gender norms, roles, relations and 
expectations that lead to poor health outcomes.

Many of the factors that influence exposure to risks 
and access to health services are beyond the traditional 
remit of ministries of health. They require a multisectoral 
approach that addresses the underlying causes of gender 
and socioeconomic inequalities. 

Points represent the 40 leading causes of death globally, with 
their areas being proportional to the number of deaths in 2016. 
Selected causes are labelled; space does not permit labelling 
of all causes. The concentration index is used to summarize 
the extent to which deaths from a disease are concentrated in 
high- or low-income countries, or in males or females. The index 
ranges from –1 to 1: a value of 0 indicates no association with 
national income or sex, and a value of –1 or 1 indicates that a 
disease occurs exclusively in males or females or in low-income 
or high-income countries (e.g. maternal deaths occur exclusively 
in women and are concentrated in low-income countries, whereas 
lung cancer is concentrated in high-income countries and occurs 
more in males).
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Injuries and violence
Noncommunicable diseases
Communicable, maternal, perinatal 
and nutritional conditions
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Fig. 1.9 
Concentration of deaths according to national income of countries and sex, 2016

Sources: WHO (2018) (2) and see (8) for calculation of concentration index.
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REPRODUCTIVE AND 
MATERNAL HEALTH2

The main targets of the SDGs relating to reproductive 
and maternal health reported in World health statistics are 
Targets 3.1, 3.2, and 3.7. Target 5.6 is also highly pertinent 
but is not discussed further here because data for Indicator 
5.6.1 are only available for 41 countries since 2010; they are 
not currently available for Indicator 5.6.2. 

In 2015, an estimated 303 000 women died during 
pregnancy and childbirth. In 2016, maternal mortality 
was the second leading cause of death for women of 
reproductive age, after HIV/AIDS, and was the leading 
cause among women aged 15–29 years (Fig. 2.1). Almost 
all maternal deaths (95%) occurred in low-income and 
lower-middle-income countries, and almost two thirds 
(65%) occurred in the World Health Organization (WHO) 
African Region (Fig. 2.2). 

The risk of dying from maternal causes is related to the risk 
of getting pregnant and to the obstetric risk of developing 
a complication and dying while pregnant, during childbirth 
or within 42 days postpartum. In resource-poor settings, 
fertility rates are higher and the risks of dying in labour are 
greater (9), so the lifetime risk of dying from maternal causes 
is greatly amplified; in 2015, one woman in 41 in low-income 
countries died from maternal causes (Fig. 2.3).

TARGET 3.1: By 2030, reduce the global maternal mortality ratio to 
less than 70 per 100 000 live births

INDICATORS

3.1.1 Maternal mortality ratio

3.1.2 Proportion of births attended by skilled health personnel

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

INDICATORS

3.7.1 Proportion of women of reproductive age (aged 15–49 years) who 
have their need for family planning satisfied with modern methods

3.7.2 Adolescent birth rate (aged 10–14 years; aged 15–19 years) per 
1000 women in that age group

TARGET 5.6: Ensure universal access to sexual and reproductive 
health and reproductive rights as agreed in accordance with the 
Programme of Action of the International Conference on Population 
and Development and the Beijing Platform for Action and the outcome 
documents of their review conferences 

INDICATORS

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

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 
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Fig. 2.1 
Leading causes of death among women aged 15–49 years, 2016
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Fig. 2.2 
Maternal mortality ratio (maternal deaths per 100 000 live births), 2015
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The risk of maternal death can be reduced through better 
access to modern methods of contraception, and by 
ensuring that women have access to high-quality care 
before, during and after childbirth. It is estimated that 76% 
of women of reproductive age have their family planning 
needs met with a modern contraceptive method. Globally 
between 2013 and 2018, 81% of births took place with the 

assistance of a skilled birth attendant. However, there are 
wide disparities across regions. Coverage of deliveries by 
a skilled birth attendant ranges from 59% in the WHO 
African Region to over 90% in the Region of the Americas, 
and in the European and Western Pacific regions.
 
There is an inverse association between maternal mortality 
ratios (MMRs) and the proportion of women aged 15–49 
years with their contraception needs met with modern 
methods; similarly, there is an inverse correlation between 
MMRs and the proportion of women receiving quality care 
from a skilled health professional (Fig. 2.4). Thus, critical 
services are least available, or least used, where MMRs 
are highest.

In 2018 there were an estimated 12.8 million births among 
adolescent girls aged 15–19 years, representing 44 births per 
1000 adolescent girls. Adolescent birth rates are lowest in 
high-income countries (12 births per 1000 adolescent girls) 
and highest in low-income countries (97 births per 1000). 
Regionally, adolescent birth rates are lowest in the WHO 
Western Pacific Region (14 births per 1000) and highest in 
the African Region (99 births per 1000). 

Adolescent girls (aged 10–19 years) face higher risks of 
eclampsia, systemic infections and complications during 
childbirth than women aged 20–24 years (11). Early 
childbearing can also have a negative effect on the health of 
newborn children, and on the health of the young mothers 
and pregnant adolescents, who may encounter stigma and 
stress and thus be less likely to complete schooling – in turn 

|
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|
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|
3%

EMR 1 in 170

AFR 1 in 37

AMR 1 in 920

|
2%

EUR 1 in 3400

SEAR 1 in 240

WPR 1 in 1400

Low income 1 in 41

Lower-middle income 1 in 130

Upper-middle income 1 in 970

High income 1 in 3300

Lifetime risk of dying of maternal causes (%)

Fig. 2.3 
Lifetime risk of dying from maternal causes, 2015a

a The life time risk of dying from maternal causes is the probability of a 15-year-old girl 
eventually dying from a maternal cause, assuming that she is subjected throughout her 
lifetime to the fertility and maternal mortality risks, as estimated for 2015.

Source: WHO (2015) (10).

Fig. 2.4 
Maternal mortality ratios are highest where (a) the need for family planning is least met and (b) the proportion of births delivered by a skilled attendant 
is lowesta

  Low income       Lower-middle income       Upper-middle income       High income

a Six upper-middle-income countries and one high-income country deviate from the overall trend in 2.4a and have low values of met need for family planning with low MMRs. These are Albania, 
Armenia, Bosnia and Herzegovina, Libya, Montenegro, Oman and Serbia (12).
Source: WHO (2015) (10). 
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a Individual points represent the latest available survey results for a country since 2009 (12). 
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this reduces their lifetime opportunities and weakens their 
control over resources and their lives (13, 14). 

There is an inverse association between adolescent birth 
rates and the proportion of women aged 15–49 years 
with their contraceptive needs met, which is also related 
to the wealth of countries (Fig. 2.5). Similarly, there is an 
inverse association between adolescent birth rates and the 
proportion of women receiving quality care from a skilled 
health professional. Thus, not only do adolescents giving 
birth have less access to methods to prevent high-risk birth, 
the high-risk birth is less likely to be delivered by a skilled 
birth attendant.

In addition to the tragic loss of life, a maternal death can 
have negative effects on families, including on the physical 
and mental health of family members (15, 16). Studies 
have shown greatly increased mortality among children 
whose mothers had died (17–19). Other documented effects 
include catastrophic payments and reduced household 
income (20–22); thus, not only are the risks of maternal 
deaths elevated by poverty, but their occurrence may 
perpetuate the cycle of poverty in poor communities from 
one generation to the next. 

Many women, and their children, could be saved by 
increasing availability and use of modern methods of 
contraception, and high-quality pregnancy and childbirth 
care. However, most maternal deaths are also influenced 
by other factors associated with poverty, lack of freedom 
over reproductive health choices and lack of command 
of resources. Programmes to address upstream risk 
factors for maternal death, including women’s economic 
empowerment and increased educational attainment, are 
also important for the well-being of women and their 
families.

The design and monitoring of maternal health programmes 
is impaired by incomplete information on the frequency and 
causes of death, and data are scarcest in countries where 
MMRs are highest. Investments are needed in monitoring 
systems that can, for example, investigate maternal deaths 
(without penalizing those who report maternal deaths), and 
survey the availability and quality of essential obstetric care. 
Such systems would supplement routine health information 
systems and household surveys.

Fig. 2.5 
Adolescent birth rates are highest where (a) the need for family planning is least met and (b) the proportion of births delivered by a skilled attendant is 
lowesta 

  Low income       Lower-middle income       Upper-middle income       High income
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TREND 
Globally, the MMR fell by 37% during 2000–2015. Even so, in 2015, 303 000 deaths occurred – 
more than one woman died for every 500 births.

GEOGRAPHICAL DISTRIBUTION
MMRs are highest in the WHO African Region where one woman dies for every 185 children born.

NATIONAL INCOME
MMRs are highest in low-income countries where one woman dies for every 202 children born 
compared to one woman in 5900 in high-income countries – a 29-fold difference.

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.

Indicator 3.1.1 Maternal mortality ratio (per 100 000 live births)

0 200 400 600 800

2015 AFR

AMR

SEAR

EUR

EMR

WPR

Low income

Lower-middle income

Upper-middle income

High income

                                  (per 100 000 live births)

Maternal

Global 2000

2005

2010

2015

TREND 
The proportion of births attended by skilled health personnel increased from 62% in 2000–2005 
to 81% in 2013–2018. 

GEOGRAPHICAL DISTRIBUTION
The proportion of births attended by skilled health personnel is lowest in the WHO African, 
Eastern Mediterranean and South-East Asia regions.

NATIONAL INCOME
Just 60% of births are attended by skilled health personnel in low-income countries compared to 
nearly 100% in upper-middle-income and high-income countries.

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.

Indicator 3.1.2 Proportion of births attended by skilled health personnel (%)
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TREND 
Globally, adolescent birth rates have fallen from 53 per 1000 women aged 15–19 years in 
2000–2005 to 44 in 2015–2020.

GEOGRAPHICAL DISTRIBUTION
Adolescent birth rates are highest in the WHO African Region where one in 10 adolescent girls 
give birth each year.

NATIONAL INCOME
Adolescent birth rates are eight times higher in low-income countries (97 per 1000) than in high-
income countries (12 per 1000). 

AGE DISTRIBUTION
Adolescent birth rates are only available for adolescents aged 15–19 years, not for those aged 
10–14 years.

SEX DISTRIBUTION
Not available.

Indicator 3.7.2 Adolescent birth rate (per 1000 women aged 15–19 years)
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TREND 
The proportion of women of reproductive age who have their need for family planning satisfied 
with modern methods of contraception increased between 2000–2015. 

GEOGRAPHICAL DISTRIBUTION
The proportion of women who have their need for family planning satisfied with modern methods 
is lowest in the WHO African Region and highest in the Western Pacific Region.

NATIONAL INCOME
Not available. 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not applicable because the denominator for Indicator 3.7.1 is women 15–49. However, 
information on method of contraception, including female and male methods, is collected in DHS. 
In the latest nationally representative DHS results from 39 countries for 2010–2017, condom use 
was the most common method reported in 26 countries, oral contraceptive pills in 9 countries, 
injections in 2 countries, female sterilization in 1 country and intrauterine devices in 1 country.  
Such surveys are undertaken predominantly in low- and middle-income countries (LMIC). 
Condoms may also be used to prevent transmission of sexually transmitted diseases.

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 (%)
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NEWBORN AND 
CHILD HEALTH3

This section discusses some of the SDG targets that focus 
on child health: those for nutrition (Target 2.2), child 
mortality (Target 3.2) and vaccines (Target 3.b). Other 
SDG targets critical for child health are those concerning 
reproductive and maternal health (Targets 3.7 and 3.1), safe 
drinking-water (Target 6.1), and sanitation and hygiene 
(Target 6.2); those targets are discussed in Sections 2 and 
7 of this report.

Substantial progress has been made in reducing child 
deaths since 2000, with the global under-5 mortality rate 
dropping by 49%, from 77 deaths per 1000 live births in 
2000 to 39 in 2017. This is the equivalent of 1 in 14 children 
dying before reaching age 5 in 2017, compared with 1 in 
13 dying before age 5 in 2000. An estimated 5.4 million 
children aged under 5 years died in 2017, of whom 2.5 
million were female and 2.9 million male. Of these deaths, 
2.5 million occurred during the first 28 days of life. Globally, 
death rates in the first month of life fell by 41%, from 31 per 
1000 live births in 2000 to 18 in 2017, a smaller reduction 
in mortality compared with the 54% reduction in mortality 
for children aged 1–59 months. Under-5 mortality rates 
are highest in the WHO African Region and in low-income 
countries, where one child dies out of 14 born.

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 1000 live births and under-5 
mortality to at least as low as 25 per 1000 live births

INDICATORS

3.2.1 Under-5 mortality rate

3.2.2 Neonatal mortality rate

TARGET 2.2: By 2030, end all forms of malnutrition, including achieving, 
by 2025, the internationally agreed targets on stunting and wasting 
in children under 5 years of age, and address the nutritional needs 
of adolescent girls, pregnant and lactating women and older persons

INDICATORS

2.2.1 Prevalence of stunting (height for age <–2 standard deviation 
from the median of the WHO Child Growth Standards) among children 
under 5 years of age

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).

TARGET 3.b: Support the research and development of vaccines and 
medicines for the communicable and noncommunicable diseases that 
primarily affect developing countries, provide access to affordable 
essential medicines and vaccines

INDICATOR

3.b.1 Proportion of the target population covered by all vaccines included 
in their national programme
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More than half of under-5 child deaths are due to diseases 
that are preventable and treatable through simple, affordable 
interventions (Fig. 3.1). The leading causes of death in young 
children over 28 days of age remain pneumonia, diarrhoea, 
birth defects and malaria (in malaria endemic countries). 
Rates of death from all conditions are higher in low-income 
countries, but children in low-income countries are more 
than 100 times more likely to die from infectious diseases 
than those in high-income countries. 

Children who die within the first 28 days of birth (neonatal 
mortality) suffer from conditions and diseases associated 
with lack of quality care at birth, or skilled care and 
treatment immediately after birth and in the first days of 
life. Preterm birth, intrapartum-related complications (birth 
asphyxia or lack of breathing at birth), infections and birth 
defects caused the most neonatal deaths in 2017. Most 
newborn deaths take place in low- and middle-income 
countries (LMIC), and two regions accounted for almost 
70% of newborn deaths in 2017 – the WHO African Region 
and South-East Asia Region. It is possible to improve the 
survival and health of newborns by achieving high coverage 
of quality antenatal care, skilled care at birth, postnatal care 
for mother and baby, and care of small and sick newborns.

In 2017, male children were 11% more likely to die before 
the age of 5 years. Boys have a higher probability of dying 
before reaching the age of 5 years than girls for biological 
reasons, including less lung maturity at birth and less 

resistance to infectious diseases (24, 25). Newborn boys 
often weigh more at birth, but have higher perinatal 
mortality and more frequent congenital malformations. 
Immunoregulatory genes linked to the X-chromosome 
confer greater resistance to infectious diseases on girls, 
who have two X-chromosomes compared with boys, who 
have one X-chromosome. 

Because boys have a higher biological risk of death than 
girls, an assessment of gender bias in health outcomes 
cannot be based on equality of the under-5 mortality rate. 
Rather, mortality rates close to unity are indicative of female 
disadvantage. The risk of dying before the age of 5 years is 
higher in boys in all income groups set by the World Bank 
and in all regions. However, in the WHO South-East Asia 
Region, the risk is almost equal, indicating high rates of 
avoidable mortality among females aged under 5 years. 

Nutrition-related factors contribute to about 45% of deaths 
in children aged under 5 years. Malnourished children, 
particularly those with severe acute malnutrition, have a 
higher risk of death from common childhood illnesses such 
as diarrhoea, pneumonia and malaria. In most countries, a 
higher proportion of boys are malnourished than girls in 
the age group 0–5 years (this refers to overweight, stunting 
and wasting) (Fig. 3.2). Sex differences in nutritional status 
have been attributed to biological differences in morbidity 
between boys and girls in early life (24, 26). In addition, boys 
grow faster during infancy, resulting in greater energy needs.

Fig. 3.1 
Number of deaths (thousands) among children under 5 years by cause, 2017

Source: WHO-MCEE (2018) (23). 
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Use of health care services can contribute to differences 
in mortality rates between boys and girls. However, most 
studies find that boys and girls are equally likely to be taken 
for care when ill (27), although a bias is observed in some 
locations. In a United Nations Children’s Fund (UNICEF) 
review, a higher proportion of boys were taken to treatment 
centres for pneumonia in six countries out of 67 with data, 
whereas a higher proportion of girls were taken to treatment 
centres in one of those 67 countries (28). Hospitalizations for 
pneumonia, diarrhoea and fever were found to be higher in 
boys than in girls, whereas case fatality rates were higher 
in girls than in boys, perhaps as a result of greater delays 
in care-seeking or poorer quality of care. Gender-based 
discrimination in health care affecting girls is reported 
mainly from South Asia and China, with sporadic reports 
from Africa and South America (29).

Vaccines are available for some of the most deadly 
childhood diseases, such as measles, polio, diphtheria, 
tetanus, pertussis, pneumonia due to Haemophilus influenzae 
type B and Streptococcus pneumonia and diarrhoea due 
to rotavirus. Vaccination rates are similar between boys 
and girls (Fig. 3.3). Use of pneumococcal conjugate and 
rotavirus vaccines is lagging, especially in middle-income 
countries without donor support. Vaccination against both 
these diseases has the potential to substantially reduce 
deaths of children aged under 5 years, because pneumonia 
and diarrhoea are the leading causes of death in this age 
group.

Fig. 3.2 
Malnutrition rates in male and female childrena: (a) stunting, low height 
for age, (b) wasting, low weight for height, and (c) overweight

a Individual points represent the latest available survey results for a country since 2000 (12).
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Fig. 3.3 
Vaccination rates in male and female children, 2000–2015a

a Individual points represent the latest available survey results for a country since 2000.
Source: Health equity assessment toolkit (30).
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Globally, countries with a low under-5 mortality rate have 
high M/F mortality ratios (31, 32), partly because congenital 
diseases predominate when mortality is low. Countries with 
a high under-5 mortality rate have low M/F mortality ratios. 
Both high under-5 mortality rate and low M/F mortality 
ratios are associated with low socioeconomic status and 
gender inequality (33). Progress in reducing the under-5 
mortality rate since 2000 was accompanied by an increase 
in the M/F mortality ratio from 1.06 in 2000 to 1.11 in 2017, 
indicating that the decline in the female under-5 mortality 
rate was faster than that for males.

Reductions in the under-5 mortality rate are accompanied 
not only by higher M/F mortality ratios but also by 
reductions in fertility. Smaller families reduce the chances 
of a couple having a child of any given sex. In societies with 
a preference for male children, reductions in the under-5 
mortality rate have been accompanied by another type of 
female disadvantage – that is, a disadvantage in natality – 
through selective abortion of female fetuses. Increases in 
the M/F sex ratio at birth have been seen in parts of East 
Asia, South Asia and the South Caucuses. M/F sex ratios 
at birth have been seen to be higher if a couple’s previous 
children have been female; also, multiparous women are 
more likely to have prenatal knowledge of the sex of their 

fetus, resulting in sex selection and more male births than 
in primiparous women (34). 

A number of actions can be envisaged to address female 
disadvantage in populations with an atypically high female 
under-5 mortality rate, including policies to discourage 
sex-selective abortions, financial incentives to have female 
children, and policies that address the marginalized status 
of women or the provision of social protection in old age (35). 
The development of policies that will improve child health 
requires better information on sex differentials in child 
morbidity and mortality, and more qualitative research that 
can reveal the harmful gender norms and expectations that 
result in discriminatory treatment of boys or girls. 

Female disadvantage is of widespread concern and must 
be tackled. In addition, the specific needs of boys should 
be addressed. Boys experience higher rates of mortality 
than girls in most of the world, and as the under-5 mortality 
rate falls globally, the M/F mortality ratio is increasing. In 
countries that have achieved large reductions in the under-5 
mortality rate, additional actions may need to be taken to 
improve health outcomes for boys, to ensure continued 
progress towards SDG Target 3.2.

TREND 
Under-5 mortality rates fell by 49% since 2000; nevertheless, in 2017, one child in every 14 born 
died before his or her fifth birthday, amounting to 5.4 million deaths.

GEOGRAPHICAL DISTRIBUTION
Higher under-5 mortality rates are seen in the WHO African Region and Eastern Mediterranean 
Region. The risk of death before the age of 5 years is eight times higher in the WHO African 
Region than in the European Region.

NATIONAL INCOME
Higher under-5 mortality rates are seen in low-income and lower-middle-income countries. The 
risk of death in low-income countries is more than 13 times higher than that in high-income 
countries.

AGE DISTRIBUTION
See Indicator 3.2.2 for neonatal mortality rate (first 28 days after birth).

SEX DISTRIBUTION
In 2017, male children were 11% more likely to die before the age of 5 years than female 
children. Progress in reducing the under-5 mortality rate since 2000 has been accompanied by an 
increase in the M/F mortality ratio from 1.06 in 2000 to 1.11 in 2017 (i.e. the decline in the female 
under-5 mortality rate has been faster than the male rate). 

The risk of dying before the age of 5 years is higher in boys in all income groups from the World 
Bank and all WHO regions, but is almost equal in the WHO South-East Asia Region. Because boys 
have a higher biological risk of death than girls, mortality ratios close to unity are indicative of 
female disadvantage and are of concern.

Indicator 3.2.1: Under-5 mortality rate (per 1000 live births)
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TREND 
Globally, the neonatal mortality rate fell by 41% between 2000 and 2017; nevertheless, in 2017, 
2.5 million deaths occurred in children aged under 1 month: one child in every 55 born.

GEOGRAPHICAL DISTRIBUTION
Neonatal mortality rates are highest in the WHO African Region and Eastern Mediterranean 
Region; regions where one child in 37 born dies before they are 1 month old.

NATIONAL INCOME
Neonatal mortality rates are highest in low-income and lower-middle-income countries, where 
approximately one child in 20 born dies before they are 1 month old. The risk of death before a 
child reaches the age of 1 month is seven times higher in low-income and lower-middle-income 
countries than in high-income countries.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that neonatal mortality 
rates are higher in boys than girls. 

Indicator 3.2.2: Neonatal mortality rate (per 1000 live births)
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TREND 
Globally, the proportion of children aged under 5 years who are stunted fell by nearly a third 
between 2000 and 2018; nevertheless, in 2018, more than a fifth of children were shorter than 
global standards for their age.

GEOGRAPHICAL DISTRIBUTION
Rates of stunting are highest in the WHO African Region and South-East Asia Region, where about 
one in three children are stunted.

NATIONAL INCOME
Rates of stunting are highest in low-income and lower-middle-income countries, where the risk 
of stunting is five times higher than in upper-middle-income countries, and more than 10 times 
higher than in high-income countries.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that rates of stunting 
are generally higher in boys than girls.  

Indicator 2.2.1: Prevalence of stunting in children under 5 (%)
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a Not available.
b Low coverage, interpret with caution.
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TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
Rates of wasting are highest in the WHO South-East Asia Region where one in seven children are 
considered to be too light (thin) for their height.

NATIONAL INCOME
Rates of wasting are highest in low-income and lower-middle-income countries. The greater 
proportion of children that are wasted in lower-middle-income countries reflects large 
inequalities in nutritional status within countries, as well as between countries.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that rates of wasting 
are generally higher in boys than girls.

Indicator 2.2.2.a: Prevalence of wasting in children under 5 (%), 2018
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TREND 
Globally, the proportion of children aged under 5 years who are overweight increased by 20% 
between 2000 and 2018; in 2018, one in 17 children were heavier than global standards for their 
height.

GEOGRAPHICAL DISTRIBUTION
The proportion of children considered overweight is highest in the WHO Region of the Americas 
where one child in 14 is overweight.

NATIONAL INCOME
The proportion of children considered overweight is highest in upper-middle-income countries, 
where one child in 14 is overweight. In low-income countries, one child in 32 is considered to be 
heavier than global standards for their height. 

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that the proportion of 
children overweight is higher in boys than in girls.

Indicator 2.2.2.b: Prevalence of overweight in children under 5 (%)
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Indicator 3.b.1 is tracked using the coverage of three vaccine doses: the third dose of diphtheria-tetanus-pertussis (DTP3), the measles-containing vaccine second dose 
(MCV2) and the pneumococcal conjugate vaccine third dose (PCV3). These are reported separately below.

DIPHTHERIA-TETANUS-PERTUSSIS (DTP3) IMMUNIZATION COVERAGE AMONG 1-YEAR-OLDS (%)

TREND 
Global coverage rose from 72% in 2000 to 85% in 2017, representing a 15% increase. All 
countries are using DTP-containing vaccines for the administration of the three primary 
doses. Most countries are using vaccines combined with other antigens such as hepatitis B or 
Haemophilus type b.

GEOGRAPHICAL DISTRIBUTION
The WHO African Region has had the highest increase in coverage since 2000 (38%), but the 
coverage level in 2017 was still the lowest among WHO regions, at 72%. The WHO Western Pacific 
Region had the highest level of coverage in 2017, at 97%.

NATIONAL INCOME
Low-income countries have lower vaccine coverage rates. The gap between low- and high-
income countries has decreased since 2000, but was still 17 percentage points in 2017.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that vaccination rates 
are similar between boys and girls.

MEASLES-CONTAINING-VACCINE SECOND-DOSE (MCV2) IMMUNIZATION COVERAGE BY THE 
NATIONALLY RECOMMENDED AGE (%)

TREND 
Global coverage has increased more than fourfold since 2000; two thirds of children received two 
doses of measles vaccine according to national immunization schedules in 2017. In 2017, 167 
of the 194 WHO Member States had introduced a second dose of measles-containing vaccine in 
their national immunization schedules. 

GEOGRAPHICAL DISTRIBUTION
In 2017, just 26 of the 47 countries in the WHO African Region had introduced the second dose in 
their national immunization schedule, translating to vaccination coverage of 25%, the lowest of 
all WHO regions. The WHO Eastern Mediterranean Region had the second lowest coverage among 
WHO regions, despite 95% of the Member States already having introduced MCV2 in their national 
immunization schedules. The WHO Western Pacific Region had the highest coverage in 2017, at 
94%, followed by the European Region at 90%.

NATIONAL INCOME
Nine in 10 children in high-income countries received two doses of measles vaccine according 
to national immunization schedules in 2017, yet only about three in 10 children in low-income 
countries received two doses.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that vaccination rates 
are similar between boys and girls.

PNEUMOCOCCAL CONJUGATE 3RD DOSE (PCV3) IMMUNIZATION COVERAGE AMONG  
1-YEAR-OLDS (%)

TREND 
Global coverage has increased 4-fold since 2010, reaching 44% in 2017. By 2017, 141 countries 
had introduced PCV in their national immunization schedules, the WHO South-East Asia Region 
being the region with the fewest number of introductions (proportionally).

GEOGRAPHICAL DISTRIBUTION
In 2017, coverage ranged from 12% in the WHO South-East Asia Region to 82% in the Region of 
the Americas.

NATIONAL INCOME
Middle-income countries are lagging in the uptake of pneumococcal vaccine, with 33% estimated 
coverage in 2017, compared with 68% in low-income countries and 85% in high-income 
countries. Most middle-income countries do not benefit from donor support, and Gavi gives 
preferential pricing to newer and more expensive vaccines.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global estimates are not available, but individual country surveys suggest that vaccination rates 
are similar between boys and girls. 

Indicator 3.b.1: Proportion of the target population covered by all vaccines included in their national programme
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INFECTIOUS 
DISEASES4

The main SDG target concerning infectious diseases 
is Target 3.3. Indicators of progress consider HIV, TB, 
malaria, hepatitis and neglected tropical diseases (NTDs)1.  
Collectively, these diseases accounted for an estimated 4.3 
million deaths in 2016 (1.7 million female and 2.7 million 
male), down from 5.3 in 2000 (2.2 million female and 3.1 
million male) (Fig. 4.1). 

The risk of dying from these infectious diseases is highest 
in the WHO African Region and South-East Asia Region, 
and in low-income and lower-middle-income countries. 

The risk of death varies across the life course by disease. 
The risk of death from malaria is greatest in children aged 
under 5 years. Deaths from HIV peak in reproductive years, 
whereas the risk of death from TB, hepatitis B and NTDs 
increases with age (Fig. 4.2).

1 Buruli ulcer, Chagas’ disease, dengue and chikungunya, dracunculiasis (guinea-worm 
disease), echinococcosis, foodborne trematodiases, human African trypanosomiasis 
(sleeping sickness), leishmaniasis, leprosy (Hansen’s disease), lymphatic filariasis, 
mycetoma, chromoblastomycosis and other deep mycoses, onchocerciasis (river 
blindness), rabies, scabies and other ectoparasites, schistosomiasis, soil-transmitted 
helminthiases, snake-bite envenoming, taeniasis/cysticercosis, trachoma and yaws 
(endemic treponematoses).

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

INDICATORS

3.3.1 Number of new HIV infections per 1000 uninfected population, by 
sex, age and key populations

3.3.2 Tuberculosis incidence per 1000 population

3.3.3 Malaria incidence per 1000 population

3.3.4 Hepatitis B incidence per 100 000 population

3.3.5 Number of people requiring interventions against neglected 
tropical diseases

There are two male deaths from TB for every female TB 
death, and two male deaths from hepatitis for every female 
hepatitis death. There are also almost 40% more male 
deaths than female deaths from HIV, but the M/F death 
rate ratio varies from 1.1 in the WHO African Region to 3.5 
in the Western Pacific Region, and from 1.1 in low-income 
countries to 3.0 in high-income countries, reflecting the 
different predominant modes of transmission. Deaths from 
NTDs and malaria are more evenly spread across the sexes.
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Fig. 4.2 
Age distribution of deaths from infectious diseases covered by SDG Target 
3.3, 2016 
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a Hepatitis includes acute hepatitis, cirrhosis due to hepatitis B and C, and liver cancer 
secondary to hepatitis B and C.

Source: WHO (2018) (2).

HIV 

Globally, the incidence of HIV infection declined from 
0.40 per 1000 uninfected population in 2005 to 0.25 per 
1000 uninfected population in 2017. In total, there were an 
estimated 1.8 million new HIV infections in 2017 – 851 000 
in females and 940 000 in males. Sub-Saharan Africa 
remained the most heavily affected region, where 59% of 
the 980 000 new adult HIV infections were in women. In 
other parts of the world, men accounted for 63% of the 
650 000 new adult HIV infections. 

In 2017, an estimated 47% of new infections occurred 
among key populations at high risk of HIV infection and 
their sexual partners. These key populations include gay 
men and other men who have sex with men, people who 
inject drugs, people in prisons and other closed settings, sex 
workers and their clients, and transgender people. Available 
data suggest that, in 2017, the risk of HIV acquisition 
among gay men and other men who have sex with men 
was 28 times higher than it was among heterosexual 
men. Similarly, the risk of acquiring HIV for people who 
inject drugs was 22 times higher than for people who do 
not inject drugs, 13 times higher for female sex workers 
than for women aged 15–49 years, and 13 times higher for 
transgender women than for people aged 15–49 years (36). 
Risk behaviours (e.g. unprotected anal sex, the sharing of 
injecting equipment and unprotected transactional sex) 
within these populations are exacerbated by laws and 
policies that criminalize same-sex sexual relationships, sex 
work and drug use, which give licence for discrimination, 
harassment and violence, and hinder affected populations 
from accessing HIV and health services (37-42).

In sub-Saharan Africa there were three times as many 
new infections in girls aged 15–19 years as there were in 
boys aged 15–19 years, and 1.5 times as many infections 
in women aged 20–24 years as there were in men aged 
20–24 years (Fig. 4.3). The pattern of infection in the region 
reflects gender inequalities and harmful gender norms that 
create unequal power dynamics in the home and wider 
society, limit women’s and girls’ access to education, deny 
them control over their lives, restrict their access to HIV 
prevention and sexual and reproductive health services, 

Fig. 4.1 
Deaths per 100 000 population from infectious diseases covered by SDG Target 3.3, 2016a 
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a Thresholds based on Jenks natural breaks optimization. Hepatitis includes acute hepatitis, cirrhosis due to hepatitis B and C, and liver cancer secondary to hepatitis B and C.
Source: WHO (2018) (2).
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expose them to intimate partner and sexual violence, and 
cause a heightened risk of HIV, other sexually transmitted 
infections, unwanted pregnancies and maternal mortality 
(43-47).

Condoms are one of the most effective methods for 
reducing the sexual transmission of HIV and other sexually 
transmitted infections. However, in half of the 27 countries 
in sub-Saharan Africa that had undertaken a recent 
household survey, condom use among men at last sex 
with non-regular partners was lower than 60%. Reported 
condom use among women was even lower, at less than 
40% (36). Male circumcision reduces the risk of female-to-
male transmission of HIV. Between 2015 and 2017, almost 
10 million adolescent boys and men underwent voluntary 
medical male circumcision in 14 priority countries in eastern 
and southern Africa, but circumcision rates remained at less 
than 30% in six of these countries.

Oral pre-exposure prophylaxis (PrEP) is among the most 
promising recent additions to HIV prevention for people 
at high risk of infection. The enormous potential of PrEP 
is already evident in North America, western Europe and 
Australia, where the addition of PrEP to areas with high 
coverage of antiretroviral therapy is contributing to declines 
in new diagnoses of HIV infection among gay men and 
other men who have sex with men. The impact of PrEP 
on a broader population within a high-prevalence setting 
remains to be seen, because large-scale PrEP programmes 
in eastern and southern Africa are in their early stages.

A record 21.7 million people were receiving antiretroviral 
therapy by the end of 2017, a net increase of 2.3 million 
people since the end of 2016. However, 41% of people 
living with HIV were still not receiving treatment. The 
uptake of these services can be low if HIV testing and 
treatment services are difficult to access; for example, 
where people must travel long distances to a clinic, where 
clinic hours are not suited to individuals or groups, or where 

clinic staff discriminate against people living with HIV 
and key populations at risk of HIV. Food insecurity, costs 
associated with HIV and viral load testing (including for 
the tests themselves), other health care costs, transport 
costs, lost income and opportunity costs contribute to 
later treatment initiation, lower treatment adherence and 
higher rates of AIDS-related mortality. Fear of stigma and 
discrimination also results in delays in a person seeking 
an HIV test, and in accessing and adhering to treatment, 
which can result in poor health outcomes (48–50). Key 
populations often face multiple barriers to access, including 
stigma and discrimination in health care settings, and lack 
of appropriate services provided in a manner that respects 
confidentiality and privacy.

In countries with generalized HIV epidemics, men are less 
likely than women to take an HIV test, less likely to access 
antiretroviral therapy and more likely to die of AIDS-related 
illnesses than women (51). Men have fewer entry points 
to health care services compared with women who often 
access HIV services through maternal health services; also, 
men are less likely to seek care for many illnesses, and are 
thus less likely to be diagnosed and treated. When men 
living with HIV are not diagnosed, do not start on HIV 
treatment or fail to remain on treatment, it jeopardizes both 
their own health, and the well-being and prospects of their 
partners, households, extended families and communities.

Tuberculosis 

The higher estimated incidence and death rates of TB 
among men may be partly explained by men being more 
likely to smoke or drink (52, 53); however, other risk factors, 
such as exposure to indoor air pollution and HIV infection, 
are more common in women. Immunological reasons for 
an excess of TB disease in men have also been proposed (6). 

Male TB patients appear to be less likely to seek care than 
female TB patients, as reflected in lower rates of case 
notification compared with the estimated total of cases 
(Fig. 4.4) (54). As a consequence, male patients remain 
infectious in the community longer than female patients. 
Combined with a higher disease burden, and their social 
mixing patterns, men are considered to generate a greater 
number of secondary infections than women (55). Hence, 
there is a need for strategies to improve access to and 
use of health services among men, not only to address 
gender inequities but also to maximize reductions in disease 
incidence. Potential strategies include the more active 
targeting of men with routine diagnostic and screening 
services, with risk reduction strategies for tobacco smoking, 
type 2 diabetes, untreated HIV infection, undernutrition 
and air pollution.

Fig. 4.3 
Proportion of new HIV infections in females in sub-Saharan Africa, 2017 
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Fig. 4.4 
Estimated incidence of tuberculosis in comparison to case notification, 2017 

Sources: WHO (2018) (54) and World Bank (2018) (12).

Drug-resistant TB is a continuing threat and in 2017 there 
were 558 000 new cases resistant to rifampicin (the most 
effective first-line drug), of which 460 000 were multidrug-
resistant. There is no evidence of an association between 
sex of patient and the risk of drug resistance.

Malaria 

The biting activity of the anopheline mosquitoes that 
transmit malaria is independent of the sex of the human 
host (56, 57), and household surveys suggest that malaria 
infection rates are similar in male and female children 
aged under 5 years. However, differences in infection rates 
emerge in older ages, partly because gender roles influence 
exposure to mosquitoes. Men may be at high risk of malaria 
if they work in forests or fields at peak biting times, or if they 
migrate to areas of high endemicity for work. Women may 
be at increased risk if they perform household chores before 
dawn. Pregnant women are also more susceptible to malaria 
owing to their reduced immunity, with infection rates 
highest in the first and second pregnancies (58). Malaria 
in pregnancy increases the risk of abortion, stillbirth, 
premature delivery and low-birthweight infants. 

An effective intervention to reduce the risk of malaria 
infection is to sleep under a mosquito net (59), and 
increased use of insecticide-treated mosquito nets (ITNs) 
since 2000 is estimated to account for half of the decline 

in parasite prevalence among children aged 2–10 years in 
sub-Saharan Africa between 2000 and 2015 (60). Initially, 
bednet campaigns were targeted to children aged under 
5 years and pregnant women (Fig. 4.5) (61), but in 2008, 
WHO recommended that ITNs should be used by all 
people at risk. Nonetheless, coverage rates have remained 
highest in children aged under 5 years and in women 
of reproductive age. Coverage rates are lowest among 
children and young people aged 5–19 years and men 
aged 20–24 years, which is of concern given that parasite 
prevalence rates frequently peak between ages 5–15 
years (62), and infected school children are a source of 
infection for other household and community members 
(63). Coverage rates are higher in young women, partly 
because they tend to marry and form new households at a 
younger age than men; smaller, newly formed households 
are more likely to have enough ITNs for all occupants 
compared with larger households (from which the young 
women moved), which generally have lower ITN to 
person ratios.

Evidence on the extent to which malaria patients seek 
treatment derives mostly from household surveys. These 
indicate that the proportion of febrile children for whom 
advice or treatment was sought is equal between boys and 
girls. The indicator’s measurement is largely confined to 
sub-Saharan Africa and children aged under 5 years; further 
information on care-seeking in other age groups and outside 
of Africa is needed.
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Hepatitis B 

Most of the burden of disease from infection with hepatitis 
B virus (HBV) comes from infections acquired before the 
age of 5 years. A person may be infected with HBV for 
30 years or more before developing any clinical symptoms 
of disease. Unless people are tested and diagnosed, they 
are not aware of their disease. Untreated viral hepatitis 
can progress to life-threatening complications. Depending 
on life expectancy, 20% or more of those with chronic 
infection develop end-stage chronic liver disease, such 
as cirrhosis or hepatocellular carcinoma. Mortality rates 
are similar in men and women aged below 30 years, but 
mortality rates among men aged 30–59 years are 2 times 
higher than in women. The incidence of HBV-related 
hepatocellular carcinoma is higher in men than women, 
and in postmenopausal females compared with other 
females, which may be related to levels of the hormones 
androgen and estrogen (64). Cofactors (e.g. alcohol and 
HIV infection) can also accelerate progression towards 
end-stage liver disease. 

Fig. 4.5 
Proportion of population sleeping under an ITN, sub-Saharan Africa, by age and sex, 2000–2015 

Source: DHS and malaria indicator surveys (MIS) 2000–2015 (61).
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Sex differences in mortality rates for NTDs are slight 
compared with other infectious diseases covered by SDG 
Target 3.3, but mortality rates are 30% higher in men 
than in women aged 15–29 years. Interventions against 
NTDs largely rely on mass drug administration (to prevent 
disease) and early detection and treatment. Males are 
reported to face more barriers to accessing treatment 
than women owing to occupational roles that keep them 
away from households or villages for long periods, and 
they may be more distrustful of treatment (65). Pregnant 
and breastfeeding women may also miss treatment if 
community distributors are unaware of which medicines 
can be safely used. Programmes often employ a higher 
proportion of men as community drug distributors than 
women. Some studies have identified underuse of female 
community drug distributors as being a factor that limits 
the effectiveness of ivermectin interventions against 
onchocerciasis in sub-Saharan Africa, but large-scale 
evaluations have not been undertaken (66).
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TREND 
Between 2000 and 2017, the incidence of new HIV infections fell by 49% to 0.25 per 100 000, 
resulting in an estimated 1.8 million cases of HIV in 2017.

GEOGRAPHICAL DISTRIBUTION
The highest incidence rates are seen in the WHO African Region.

NATIONAL INCOME
The highest incidence rates are seen in low-income countries. 

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Global new HIV infection rates in women were 1.02 times higher than in men in 2000 but 
fell more rapidly between 2000–2017 so that they were 0.92 times that of men in 2017.  
Nonetheless, HIV adult infection rates were 1.3 times higher among women than men in the 
WHO African Region in 2017, though lower in women in other WHO regions. 

Indicator 3.3.1: New HIV infections (per 1000 uninfected population)
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Indicator 3.3.2: Tuberculosis incidence (per 100 000 population)
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TREND 
Between 2000 and 2017, the TB incidence rate fell by 21% to 134 per 100 000, resulting in an 
estimated 10 million cases of TB in 2017.

GEOGRAPHICAL DISTRIBUTION
Higher incidence rates are seen in the WHO African Region and South-East Asia Region.

NATIONAL INCOME
Higher incidence rates are seen in low-income and lower-middle-income countries.  

AGE DISTRIBUTION
In 2017, 90% of cases were in those aged over 15 years.

SEX DISTRIBUTION
In 2017, 64% of cases were estimated to be in men and boys, and 36% in women and girls. 
Incidence rates in men increased with age while those in women aged over 15 years remained 
constant. The M/F ratio was 1.1 in children aged under 15 years but exceeded 2 from the age of 
45 years. 
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Indicator 3.3.3: Malaria incidence (per 1000 population at risk)
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TREND 
Global malaria incidence has remained at 59 per 1000 since 2015, after previously showing 
annual average reductions in incidence of 2.1% since 2000. An estimated 219 million cases of 
malaria occurred in 2017, leading to 435 000 deaths. 

GEOGRAPHICAL DISTRIBUTION
The highest incidence rates are seen in the WHO African Region. 

NATIONAL INCOME
Higher incidence rates are seen in low-income and lower-middle-income countries.  

AGE DISTRIBUTION
An age breakdown of malaria incidence is not available; however, 61% of deaths and hence 
a similar proportion of cases are estimated to occur in children aged under 5 years. The 
percentage of deaths in children aged under 5 years is higher where case incidence rates are 
higher.

SEX DISTRIBUTION
Global estimates are not available. Nationally representative household surveys suggest that 
malaria infection rates are similar between male and female children, but that differences 
emerge in older age groups. 

a The WHO European Region has  reported zero indigenous malaria cases since 
2015.

Indicator 3.3.4: Hepatitis B surface antigen (HBsAg) prevalence among children under 5 years (%)
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TREND 
Hepatitis B prevalence among children aged under 5 years fell from 4.7% in the pre-vaccine era 
to 0.8% in 2017. 

GEOGRAPHICAL DISTRIBUTION
Prevalence rates of hepatitis B are highest in the WHO African Region and the Eastern 
Mediterranean Region. 

NATIONAL INCOME
The hepatitis B prevalence rate in low-income countries is 14 times that of high-income 
countries.  

AGE DISTRIBUTION
Most hepatitis infections are acquired before the age of 5 years, although the most severe 
manifestations of the disease may not be noticed until late adulthood.

SEX DISTRIBUTION
Not available. 
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Indicator 3.3.5: Reported number of people requiring interventions against neglected tropical diseases
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TREND 
The number of people requiring interventions fell from 2.03 billion in 2010 to 1.58 billion in 
2017. 

GEOGRAPHICAL DISTRIBUTION
About 85% of people that require interventions are located in the WHO African Region and 
South-East Asia Region.  

NATIONAL INCOME
Two thirds of those that require interventions live in lower-middle-income countries.  

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available. 
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NONCOMMUNICABLE 
DISEASES5

The SDG targets concerning noncommunicable diseases 
(NCDs) are twofold; namely, improving health outcomes 
(Target 3.4) and lowering the exposure to NCD risk 
factors (Targets 3.5 and 3.A). Target 3.4 is assessed on the 
reduction in risk of premature death between the ages of 
30 and 70 years from cardiovascular disease (CVD), cancer, 
diabetes and chronic respiratory disease (Indicator 3.4.1), 
and reduction in suicide mortality rates (Indicator 3.4.2). 

NCDs collectively caused 41 million deaths worldwide in 
2016, equivalent to 71% of all global deaths. Additionally, 
there were nearly 800 000 deaths from suicide.

Globally in 2016, the risk of a 30-year-old person dying 
from any of the four major NCDs before reaching the age 
of 70 years was 21.6% for men and 15.0% for women. The 
highest risks of premature death from NCDs by WHO 
region were seen in the WHO South-East Asia Region for 
men (26.5%) and in the WHO African Region for women 
(20.1%), whereas the highest risks by national income were 
in lower-middle-income countries for both sexes (26.6% for 
men and 19.9% for women). The risk of death from NCDs 
increased with age.

At a global level, CVD causes more premature deaths than 
cancer; however, for women in the WHO European Region 

TARGET 3.4: By 2030, reduce by one third premature mortality from 
noncommunicable diseases through prevention and treatment and 
promote mental health and well-being 

INDICATORS

3.4.1 Mortality rate attributed to cardiovascular disease, cancer, diabetes 
or chronic respiratory disease

3.4.2 Suicide mortality rate

TARGET 3.5: Strengthen the prevention and treatment of substance 
abuse, including narcotic drug abuse and harmful use of alcohol 

INDICATORS

3.5.1 Coverage of treatment interventions (pharmacological, psychosocial 
and rehabilitation and aftercare services) for substance use disorders

3.5.2 Harmful use of alcohol, defined according to the national context 
as alcohol per capita consumption (aged 15 years and older) within a 
calendar year in litres of pure alcohol

TARGET 3.a: Strengthen the implementation of the WHO 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

and the Region of the Americas, cancer is the predominant 
cause of NCD premature deaths. Overall, in 2016, men 
were more likely than women to die from all four major 
NCDs, except in the WHO African Region and the Eastern 
Mediterranean Region, where women had higher age-
standardized rates of premature death from cancer than 
men, and in the Western Pacific Region and the Eastern 
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Mediterranean Region, where female death rates from 
diabetes were higher (Fig. 5.1).

From 2000 to 2016, the risks of premature NCD death 
decreased; the relative declines were slightly larger for 
women (19%) than for men (18%). 

Worldwide, the crude suicide mortality rates dropped 
between 2000 and 2016, by 16% in men and 20% in 
women. In 2016, nearly 800 000 deaths were due to 
suicide, equivalent to an annual global crude suicide 
mortality rate of 10.6 per 100 000 population. Globally, 
for every female suicide death, there are nearly two male 
deaths (13.5 and 7.7 deaths per 100 000 population in men 
and women, respectively). Although suicide attempts are 
about two to four times more frequent among females (67), 
men are more likely to use lethal means, partly explaining 
the reversed pattern in suicide mortality rates. 

Men in the WHO European Region and in high-income 
countries suffer from the highest crude suicide mortality 
rates (24.7 and 21.0 per 100 000 population, respectively). 
The rates in women in these settings are substantially 
lower (6.6 and 7.6 per 100 000 population, respectively), 
yielding the largest M/F ratios (3.7 in the WHO European 
Region and 2.7 in high-income countries). The highest 
female suicide mortality rates were seen in the WHO 
South-East Asia Region (11.6 per 100 000 population) 
and in lower-middle-income countries (8.8 per 100 000 
population). The lowest were seen in the WHO Eastern 
Mediterranean Region, and in low-income countries, for 
both men and women.

Biological differences between men and women are 
the main reasons for variation in the risk of death from 
some NCDs, such as cancers of organs associated with 
reproduction (e.g. cervical, breast, prostate and testicular 
cancer). Death rates may also be influenced by access to 
diagnosis and treatment; for example, cervical cancer rates 
are higher in low-income countries with poor access to 
health services (68). However, for many NCDs, death rates in 
men and women are driven by exposure to the same major 
modifiable risk factors – for example, tobacco use, harmful 
use of alcohol, unhealthy diet and physical inactivity – all of 
which vary by sex. Among these factors, tobacco use and 
harmful use of alcohol are currently of concern for the SDG 
targets, and are being assessed using Indicators 3.A.1 and 
3.5.2, respectively. 

Exposures to risk factors vary geographically, across income 
levels and between sexes (because gender roles and social 
norms expose men and women to different risks at different 
levels). Until the late 20th century, tobacco use and alcohol 
consumption were widely viewed as desired masculine 
norms in most of the world. In 2016, the worldwide age-
standardized prevalence of tobacco smoking among 
persons aged 15 years and older was 34% in men and 6% 
in women, compared with 2000, when the prevalence was 
higher, at 43% and 11% in men and women, respectively. 
This corresponds to the historical trends and sex difference 
observed in many countries and the higher male mortality 
rates from smoking-related diseases, such as lung cancer 
(31.3 and 14.4 per 100 000 population in men and women 
in 2016, respectively) (2). 

A decline in smoking rate has been observed for both sexes 
in many high-income countries, but the decline has been 
slower among women, and the female smoking rate in some 
countries may even have increased owing to women having 
a greater control of resources, association of smoking with 
women’s liberation , and the tobacco industry’s marketing 
strategies that target women, particularly young women 
(resulting in M/F ratios of <2 in the WHO Region of the 
Americas and European Region) (69). In contrast, in low- 
and middle-income settings, smoking prevalence in men is 
substantially higher than in women, reaching a M/F ratio 
of 15.5 in the WHO Eastern Mediterranean Region, where 
gender roles and social norms pose barriers for women 
to smoke. 

Findings for alcohol are similar to those for smoking. On 
average, men consumed far more alcohol than women 
worldwide in 2016 (10.1 versus 2.7 L of pure alcohol per 
person), with the largest consumption for both sexes being 
in the WHO European Region and in high-income countries, 
and the smallest in the WHO Eastern Mediterranean Region 
and low-income countries. The largest M/F ratios were 
observed in the WHO Eastern Mediterranean, South-East 
Asia and African regions. 

Fig. 5.1 
Age-standardized rates (per 100 000 population) of premature death from 
the four major NCDs covered by SDG Target 3.4, 2016 

Source: WHO (2018) (2).
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As a major type of substance abuse, the implication of 
harmful use of alcohol goes beyond the control of major 
NCDs, because it is also a modifiable risk factor for suicide, 
especially for young people at risk. The high average alcohol 
consumption in men is likely to be one of the drivers of men’s 
excess rates of suicide mortality relative to women (70). Yet, 
data for interventions for substance use disorders (Indicator 
3.5.1) are currently unavailable and its methodology is still 
under development.

In addition to the unhealthier lifestyles and risk-taking 
behaviours among men compared with women, in many 
settings men tend to underuse health services and visit a 
doctor less frequently, due to norms of masculinity and other 
socioeconomic factors. However, some NCD risk factors are 
less in favour of women. For example, women are more likely 
to have insufficient physical activity (31.7% versus 23.4% 
of men) (71), because women are often subject to financial 
restraint, lack of decision-making power and extra household 
workload, making it difficult for them to allocate adequate 
resources and time for physical activity (72). In particular, 
a large proportion of the female population have to fulfil 
multiple roles – such as childrearing, household care-giving 
and professional duties – which consume women’s time 
and energy. Moreover, many communities lack the exercise 
space and facilities that are intended for and accessible 
to women, giving women less motivation to undertake 
physical activity. The lack of physical activity interacts 
with sex-related biological factors (e.g. women generally 
are more likely to store fat subcutaneously, but have lower 
metabolism than men); hence, the prevalence of obesity 
is higher in women (15.3% versus 11.1% in men) (73). The 
higher prevalence of obesity leads to women having greater 
vulnerability to some NCDs; for example, for diabetes, the 
M/F ratio in risks of premature death is nearly unity at global 
level, substantially lower than the ratios for other NCDs. 
Women with lower education or socioeconomic status are 
even more likely to suffer from these NCDs, because they 

also tend to have limited access to a healthy diet. Because 
physical activity could potentially reduce levels of stress and 
depression, the lack of it would also put women at greater 
risk of suffering mental health issues.

Women may also manifest different symptoms of some 
NCDs than men, and hence be more likely to experience 
delayed diagnosis and treatment. This delay occurs in part 
because, historically, male patients have been more widely 
used as the reference in medical research while female 
patients have been understudied. For example, women’s 
symptoms for coronary heart disease – including back pain, 
nausea or fatigue – are usually considered “atypical”, leading 
to underdiagnosis and under-treatment (74). Moreover, 
women, particularly those in low-resourced settings, are 
likely to face increased economic burdens for the prevention 
and treatment of NCDs and mental health issues, while 
having less decision-making power for health expenditures. 
This situation means that women are more vulnerable 
than men once the diseases have developed, and it offsets 
their lower exposure to the risk factors relative to men. For 
example, the M/F ratio of premature NCD mortality in 2016 
was lowest in the WHO African Region (M/F: 1.1) where 
women have the lowest access to quality health care, and 
was over 40% lower than the highest ratio, which was seen 
in the WHO European Region (M/F: 1.9). 

To meet the SDG target for NCDs by 2030, more research is 
needed to better understand the differences between men 
and women in susceptibility, vulnerability and exposure to 
risk factors, presentation of symptoms, disease progression, 
access to diagnosis and treatment, and treatment response, 
in addition to other gender-related factors related to inequity 
in health systems. Policies and strategies must recognize 
the sex and gender differences, and address the different 
needs of men and women with better targeted measures 
to reduce exposure to risk factors, improve early diagnosis, 
and increase access to affordable and effective treatment.
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TREND 
BThe global risk of premature NCD deaths declined by 18% for both sexes in 2000–2016, with 
the decline being slightly higher among women. 

GEOGRAPHICAL DISTRIBUTION
The highest risk of premature NCD death occurred in the WHO South-East Asia Region for men 
and in the African Region for women. 

NATIONAL INCOME
The highest risk of premature NCD deaths was seen in lower-middle-income countries. 

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Men face a greater risk of premature death from NCDs than women in all geographical regions 
and income groups. In 2016, the probability of a man aged 30 years dying from an NCD before 
the age of 70 years was 21.6% compared with 15.0% in women. 

Indicator 3.4.1 Probability of dying from any of CVD, cancer, diabetes, chronic respiratory disease between age 30 years and exact 
age 70 years (%)
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TREND 
Global suicide mortality rates decreased in 2000–2016 by 16% in men and 20% in women.

GEOGRAPHICAL DISTRIBUTION
The highest suicide mortality rates were seen in the WHO European Region for men and in the 
South-East Asia Region for women.

NATIONAL INCOME
Higher suicide mortality rates were seen in high-income countries (for men) and lower-middle-
income countries (for women).  

AGE DISTRIBUTION
In men, suicide rates increased with age. In women, suicide rates increased with age from 30 
years but peaked among those aged 15–29 years.

SEX DISTRIBUTION
Globally, suicide mortality rates were twice as high in men than in women (13.5 and 7.7 deaths 
per 100 000 population, respectively) in 2016.
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Indicator 3.5.2 Total alcohol per capita (≥15 years of age) consumption (litres of pure alcohol), 2016 
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TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
The highest alcohol consumption was seen in the WHO European Region, and the lowest in the 
Eastern Mediterranean Region.

NATIONAL INCOME
Alcohol consumption increased with national income of countries.  

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Globally in 2016, per capita alcohol consumption was five times higher in men than in women 
(10.1 versus 2.7 L of pure alcohol per capita). The largest M/F ratios were observed in the WHO 
Eastern Mediterranean, South-East Asia and African regions.

Indicator 3.a.1 Age-standardized prevalence of tobacco smoking among persons 15 years and older (%)
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TREND 
Globally, age-standardized prevalence decreased in 2000–2016 by 9 percentage points in men 
and 5 percentage points in women.

GEOGRAPHICAL DISTRIBUTION
Among men, the highest prevalence of tobacco smoking was seen in the WHO Western Pacific 
Region. Among women, the highest rates were seen in the WHO European Region.

NATIONAL INCOME
Among men, the highest rates of tobacco smoking were seen in upper-middle-income countries. 
Among women, the highest rates were seen in high-income countries.  

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Globally in 2016, the age-standardized prevalence of current tobacco smoking was five times 
higher in men than in women (33.7% versus 6.2%). The largest M/F ratio was observed in the 
WHO Eastern Mediterranean Region (M/F: 15).
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INJURIES AND 
VIOLENCE6

This section focuses on road traffic injuries (SDG 3.6.1) and 
interpersonal violence including homicide (SDG 16.1.1). Other 
key target areas are violence against women (SDGs 5.2.1 
and 5.2.2) and harmful practices (SDGs 5.3.1 and 5.3.2). 
Injuries related to self-harm are addressed in the sections 
on NCDs and mental health, and unintentional poisonings 
in the environmental section. 

There is a specific target for road traffic deaths, Target 3.6, 
which is to halve the number of global deaths and injuries 
from road traffic. The crude death rates due to road traffic 
have stabilized relative to the global population, yet the 
number continues to climb, and the SDG target will not 
be met in 2020. The number of annual road traffic deaths 
reached 1.35 million in 2016 and road traffic caused up to 50 
million injuries. The burden of road traffic injuries and deaths 
largely falls on those living in LMIC, where 93% of the road 
traffic deaths occur, even though those countries have only 
60% of the registered vehicles.

In 2016, there were an estimated 477 000 deaths globally 
due to homicides. Men are almost four times more likely to 
be murdered than women. Population structure is a key risk 
factor for homicide. Areas with a higher proportion of young 
people, especially young males, see higher crude death 
rates from homicide. The proportion of males aged 15–29 

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

TARGET 16.1: Significantly reduce all forms of violence and related 
death rates everywhere 

INDICATOR

16.1.1 Number of victims of intentional homicide per 100 000 population, 
by sex and age

TARGET 5.2: Eliminate all forms of violence against all women and 
girls in the public and private spheres, including trafficking and sexual 
and other types of exploitation 

INDICATORS

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

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

TARGET 5.3 Eliminate all harmful practices, such as child, early and 
forced marriage and female genital mutilation 

INDICATORS

5.3.1 Proportion of women aged 20–24 years who were married or in 
a union before age 15 and before age 18

5.3.2 Proportion of girls and women aged 15–49 years who have 
undergone female genital mutilation/cutting, by age



37MONITORING HEALTH FOR THE SDGs

years in the 10 countries with the highest homicide rates 
was 26%, compared with 16% in the 10 countries with the 
lowest homicide rate (Fig. 6.1). Other risk factors for homicide 
include poverty, availability of guns and alcohol.

Globally, one in five homicides is committed by an intimate 
partner or family member, with women making up the 
majority of those deaths (75). In 2013, an estimated 38% of 
homicides among women were committed by their intimate 
partners as compared to 6% of homicides among men (76). 

Together, road traffic and homicide represented 38% of global 
deaths due to injuries in 2016 (43% among males and 28% 
among females). Road injury is the leading cause of injury 
death among both males and females, although the crude 
death rate among males is still 2.8 times higher than that 
among females, and in the age group of 15–29 years is almost 
four times higher (Fig. 6.2).

Beyond mortality and injuries, violence against women 
is not only widespread, but carries a high burden of 
morbidity and ill health more broadly. Unlike the violence 
experienced by men, violence against women is largely 
experienced in private spaces and mostly by people the 
women know. It includes intimate partner violence (the 
most common form of violence experienced by women), 
sexual violence, trafficking, femicide and acid attacks. 
Women also experience harmful practices such as female 
genital mutilation and child, early and forced marriages. 
Worldwide, one in three (35%) women and girls aged 
15–49 years report physical or sexual intimate partner 
violence or non-partner sexual violence in their lifetime. 
Most of this is intimate partner violence, which affects 30% 
of women (aged 15–49 years) and 30% of adolescent girls 
(aged 15–19 years). Estimates of the proportion of women 
who have experienced intimate partner violence range 
from 23.2% in high-income countries and 24.6% in the 
WHO Western Pacific Region LMIC, to 37% in the Eastern 
Mediterranean Region LMIC and 37.7% in the South-East 
Asia Region LMIC (76).

SDG 5 includes two specific targets on the elimination of 
violence against women and girls, and on ending harmful 
practices against women and girls. WHO estimates in 2013 
show that violence against women increases the risk of 
adverse physical health outcomes including those related 
to sexual and reproductive health as well as mental health 
outcomes (76). 

Globally, the practice of child marriage of girls has continued 
to decline; for example, during the past decade, the 
proportion of young women who were married as children 
decreased from 25% to 21%. Nevertheless, about 650 
million girls and women alive today were married before 
their 18th birthday (77). Although the exact number of 
girls and women worldwide who have undergone female 
genital mutilation remains unknown, at least 200 million 
girls and women have been cut in 30 countries that have 

Fig. 6.1 
Population distribution by age and sex of the lowest and highest homicide rates countries, 2016 
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representative data on prevalence (78). Data for these 
indicators currently are from either stand-alone surveys 
or DHS. Work is ongoing to improve measures of child 
marriage, and data collection and reporting, to enhance 
comparability across studies. 

Preventing homicide and nonfatal violence requires 
a multisectoral approach that addresses underlying 
causes, such as gender, social and economic inequalities; 
cultural norms that support violence; and easy access 
to and misuse of alcohol, drugs and firearms. The health 
sector has an important role to play in addressing 
violence against women and girls. Thus, in May 2016, 
the Member States of WHO endorsed a global plan of 
action on strengthening the response of health systems 
in addressing interpersonal violence, in particular, against 
women and girls and against children. The plan of action 
urges Member States to demonstrate leadership in speaking 

out against violence; provide comprehensive services and 
train health care providers; contribute to prevention; and 
improve data collection including through surveillance, 
health management information systems and surveys. 
WHO has published clinical and policy guidelines and 
implementation tools for health care professionals and 
health managers, to strengthen capacities to respond to 
violence against women and to child and adolescent sexual 
abuse. Prevention of violence against women and girls 
requires gender inequalities to be addressed, including by 
transforming harmful gender norms that privilege men over 
women, empowering women, creating safe environments, 
and enforcing laws and policies that promote gender 
equality. WHO has also developed the technical package 
INSPIRE: seven strategies for ending violence against children; 
the package includes evidence-based strategies that have 
shown success in reducing violence (79). 

Indicator 3.6.1: Road traffic mortality rate (per 100 000 population), 2016
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TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
The rates of road traffic deaths are highest in the WHO African Region (26.6/100 000 people) and 
South-East Asia Region (20.7/100 000 people).

NATIONAL INCOME
Death rates in low-income countries are three times higher than those in high-income countries.

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.
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Indicator 16.1.1: Mortality rate due to homicide (per 100 000 population)
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TREND 
Globally, homicide rates fell from 8.1 to 6.4 (per 100 000 population) between 2000 and 2016,  
a reduction of 21%, which is twice the overall rate of decrease in all mortality.

GEOGRAPHICAL DISTRIBUTION
Higher death rates are seen in the WHO Region of the Americas and African Region. The male 
death rate in the WHO Region of the Americas is twice as high as that of the second highest 
region, the African Region.

NATIONAL INCOME
Female death rates decrease with an increase in income. Surprisingly, males in the upper-
middle-income countries have higher death rates than those in the lower-middle-income 
countries; this is largely attributed to the high death rates in the WHO Region of the Americas 
which are mostly upper-middle-income countries (20 compared with five in the lower-middle-
income countries).

AGE DISTRIBUTION
Deaths peaked at ages 15–29 years for both males and females.

SEX DISTRIBUTION
Males were almost four times as likely as females to be a victim of homicide. Males deaths 
rates are declining more slowly than female death rates, so the proportion of deaths occurring in 
males increased between 2000 and 2016. 



40 WORLD HEALTH STATISTICS 2019

    

 
ENVIRONMENTAL 
RISKS7

The SDG targets principally focus on three types of 
environmental risk: air pollution (assessed with Indicators 
3.9.1, 7.1.2 and 11.6.2), water and sanitation (assessed with 
Indicators 3.9.2, 6.1.1 and 6.2.1) and poisoning (assessed 
with Indicator 3.9.3).

TARGET 3.9: By 2030, substantially reduce the number of deaths and 
illnesses from hazardous chemicals and air, water and soil pollution 
and contamination 

INDICATORS

3.9.1 Mortality rate attributed to household and ambient air pollution

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)

3.9.3 Mortality rate attributed to unintentional poisoning

TARGET 6.1: By 2030, achieve universal and equitable access to safe 
and affordable drinking-water for all 

INDICATOR

6.1.1 Proportion of population using safely managed drinking-water services 

TARGET 6.2: By 2030, achieve access to adequate and equitable sanitation 
and hygiene for all and end open defecation, paying special attention 
to the needs of women and girls and those in vulnerable situations  

INDICATOR

6.2.1 Proportion of population using safely managed sanitation services, 
including a hand-washing facility with soap and water

TARGET 6.a: By 2030, expand international cooperation and capacity-
building support to developing countries in water- and sanitation-
related activities and programmes, including water harvesting, 
desalination, water efficiency, wastewater treatment, recycling and 
reuse technologies 

INDICATOR

6.a.1 Amount of water and sanitation related official development 
assistance for water and sanitation related activities and programmes 
that is part of a government-coordinated spending plan

TARGET 11.6: By 2030, reduce the adverse per capita environmental 
impact of cities, including by paying special attention to air quality 
and municipal and other waste management 

INDICATOR

11.6.2 Annual mean levels of fine particulate matter (e.g. PM2.5 and 
PM10) in cities (population weighted)

TARGET 7.1: By 2030, ensure universal access to affordable, reliable 
and modern energy services

INDICATOR

7.1.2 Proportion of population with primary reliance on clean fuels 
and technology
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It is estimated that, globally, 9 out of 10 people dwelling in 
urban areas are exposed to air pollution from PM2.5 (i.e. 
particulate matter 2.5 micrometres in diameter) levels 
that are above the annual mean WHO air quality guideline 
levels of 10 μg/m3, with the highest annual mean levels 
of urban PM2.5 concentration being in the WHO South-
East Asia Region (57.3 μg/m3) and Eastern Mediterranean 
Region (54.0 μg/m3). Regarding household air pollution, the 
proportion of the global population with primary reliance 
on clean fuels and technologies has been increasing 
progressively, and in 2017 it nearly reached full coverage 
in the WHO European Region (>95%) and Region of the 
Americas (92%). Nevertheless, 3 billion people still cook 
with polluting fuels and technologies, putting their health 
at risk, especially in the WHO African Region (where only 
17% have primary reliance on clean fuels) – a situation that 
has changed little in 3 decades.

Poor air quality is associated with increasing risk of stroke, 
heart disease, lung cancer, and chronic and acute respiratory 
diseases. Household and ambient air pollution were jointly 
responsible for 7 million deaths in 2016. Globally in 2016, 
men had nearly 30% higher age-standardized mortality 
rates attributed to household and ambient air pollution 
than women (128.5 and 101.1 per 100 000 population, 
respectively). High-income countries and the WHO 
European Region had the highest M/F mortality ratio, at 
about 1.8, whereas countries in the WHO African Region 
had the lowest M/F ratio, at only 1.1. The highest mortality 
burdens fall in the WHO African Region and LMIC, and 
the lowest in the WHO Region of the Americas and high-
income countries, for both sexes. 

In 2015, 71% of the world population used safely managed 
drinking-water services, and 39% used safely managed 
sanitation services; these percentages have increased 
progressively since 2000, when the figures were 61% and 
29%, respectively. The WHO African Region again fell far 
behind other parts of the world, with only 44% of the rural 
population having at least basic drinking-water and only 
21% having basic sanitation services. Globally in 2016, 
unsafe drinking-water, unsafe sanitation and lack of hygiene 
were responsible for nearly 0.9 million deaths, including 
over 470 000 deaths of children aged under 5 years from 
diarrhoea. Crude death rates decline substantially with 
increasing level of national income and level of development; 
for example, in 2016, the rates were nearly 150 times higher 
in low-income countries and the WHO African Region 
(42.4 and 45.8 per 100 000 population, respectively) than 
in high-income countries and the WHO European Region 
(0.3 per 100 000 population for both). The rates were 
slightly higher for women than men (12.1 compared with 
11.4 per 100 000 population globally) in most parts of the 
world, except in the WHO African Region and Region of the 
Americas, and in low-income countries, where the rates for 
males were higher than those for females.

Similar geographical and economic trends were observed 
for crude death rates due to unintentional poisoning at 
global level in 2016, with the WHO African Region and low-
income countries having the highest rates (2.7 and 2.8 per 
100 000 population, respectively), and the WHO Region 
of the Americas and high-income countries the lowest (0.6 
and 0.5 per 100 000 population, respectively). Infants and 
the elderly are more likely to die from exposure to chemicals 
such as pesticides and carbon monoxide. Children aged 
under 5 years and those aged over 70 years account for 37% 
of the estimated 107 000 deaths caused by unintentional 
poisonings. The WHO Eastern Mediterranean Region and 
Western Pacific Region and upper-middle-income countries 
have M/F ratios below 1 (0.68, 0.83 and 0.96, respectively); 
globally, males are more likely than females to succumb 
to unintentional poisoning. The decrease in unintentional 
poisonings has been faster globally in males than in females, 
and the global M/F ratio fell from 1.7 in 2000 to 1.3 in 2016.

Scaling up financial resources and technical capacity 
with increased external aid is required for ensuring water, 
sanitation and hygiene for all (WASH), which has been 
included as SDG Target 6.a, and is measured with Indicator 
6.a.1. According to OECD data, official development 
assistance (ODA) disbursements to the water sector 
declined by 3% from 2016 to 2017, perhaps reflecting the 
fall in ODA commitments from US$ 12 billion in 2012 to US$ 
9 billion in 2016, partly owing to donor stocktaking in the 
transition from Millennium Development Goals (MDGs) 
to SDGs. However, donors have renewed their focus on 
the water sector, with commitments jumping by 37% in 
2016–2017.

For both social and biological reasons, men and women are 
at different levels of risk for negative health effects from 
environmental exposures. The differences include the level, 
frequency and duration of exposures, as well as the types 
of pollutants and chemicals to which they are exposed. 
For example, men constitute a majority of the workforce 
in many industries (e.g. mining and manufacturing) that 
expose workers to toxic chemicals. In contrast, women 
are more likely to be responsible for household work that 
involves direct contact with the natural environment and 
some pollution sources; for example, women are more likely 
to cook with polluting energy systems, manage household 
waste and use water sources or pesticides containing 
pollutants and chemicals on a daily basis for an extended 
time. Due to their caring and domestic roles, women, 
particularly those in low-resource settings, are more reliant 
on natural resources and more vulnerable to environmental 
risks, because alternative opportunities and sources of 
livelihood are limited. For example, women and children in 
rural areas bear the greatest burden of death due to high 
levels of black carbon produced by the inefficient burning 
of solid fuels in unventilated homes (80).
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Disadvantaged men are also at greater environmental risks 
compared with men and women in high-resource settings. 
Disadvantaged women often face an additional lack of 
ownership and negotiating power over natural resources in 
the household, making them more vulnerable to detrimental 
environmental effects. These negative health impacts 
could be readily mitigated by the adoption of clean natural 
resources and technologies, and by ensuring that women 
are in a better financial situation, with their own source of 
income or savings and stronger decision-making power to 
enable the household to upgrade to improve technologies. 
Women’s participation in community and local decision-
making in relation to water and sanitation policy should be 
further promoted, to help meet the targets under SDG 6, 
through measures such as gender parity for participation in 
public authorities, inclusive consultation processes, and the 
introduction of gender-specific objectives in national action 
plans and legislation in relation to WASH policy. Indeed, 
SDG Target 6b calls for supporting and strengthening the 
participation of local communities, including both women 
and men, in improving water and sanitation management.

The susceptibility to the health impact from exposure 
to environmental risks varies between men and women, 
and between children and adults, because it is influenced 
by many biological factors (e.g. physiological, hormonal 
and enzyme differences) and by body size. Depending on 
the types of polluting substance, the detoxifying capacity 
of men may be better than that of women, or vice versa 
(81). Another key difference is that the percentage of body 
fat is generally higher in women, leaving them at higher 

risk of storing environmental pollutants in their tissues. 
However, evidence is still inadequate, given that data are 
not systematically disaggregated by sex, age and other 
factors, and meaningful gender analysis to understand 
the underlying causes of the observed differences is rarely 
undertaken. For example, critical data are missing on 
the gender dynamics of household energy use and the 
gender determinants of related health risks (82). Most data 
– including those for SDG Indicators 6.1.1, 6.2.1, 7.1.2 and 
11.6.2, discussed in this section – are currently limited, with 
surveys measuring across household instead of individuals. 
This limitation highlights the need for dedicated surveys 
and studies (83). Even if disaggregated data are available, 
research gaps still need to be closed, because gender 
analyses for environmental risks are lacking. 

Everyone should have equal opportunity for a healthy 
environment and access to clean energy and resources; 
hence, the lack of disaggregated data should not impede 
the actions to reduce environment risks. Disadvantaged 
groups should be equally covered by policies and measures 
to reduce environment risks, and to ultimately attain 
sustainable and equitable use of resources for better 
health. In particular, more disaggregated data should be 
collected, and analyses should be conducted to facilitate 
the formulation and implementation of environmental, 
health, economic and social policies that jointly tackle the 
inequity in the health impact of the environment, and in the 
distribution of resources and power at household, regional, 
national and global levels. 

Indicator 3.9.1 Age-standardized mortality rate attributed to household and ambient air pollution (per 100 000 population), 2016
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TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
The WHO African Region has the highest age-standardized mortality rates (180.9 per 100 000 
population), over six times as high as the lowest rates, which are seen in the WHO Region of the 
Americas (29.7 per 100 000 population).

NATIONAL INCOME
Low- and middle-income countries had the highest mortality rates (131.7 per 100 000 
population), whereas high-income countries had the lowest (17.8 per 100 000 population).  

AGE DISTRIBUTION
Limited availability.

SEX DISTRIBUTION
The global age-standardized death rate in men was about 27% higher than the rate in women.
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Indicator 3.9.2 Mortality rate attributed to exposure to unsafe WASH services (per 100 000 population), 2016
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TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
The WHO African Region had crude death rates three times that of the second highest region 
(the WHO South-East Asia Region) and 150 times that of the WHO European Region. 

NATIONAL INCOME
Low-income countries had the greatest mortality burden, with crude death rates twice those of 
lower-middle-income countries and 145 times those of high-income countries. 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Globally, this is one of only a few indicators where females are more likely than men to die 
(12.1 versus 11.4 deaths per 100 000 population), but the sex ratio varies. Only in low-income 
countries and the WHO African Region is the crude death rate higher in men than women, but 
elsewhere females are more likely to die from unsafe WASH (e.g. F/M ratios are 1.5 in high-
income countries and 1.3 in the WHO Eastern Mediterranean Region and the South-East Asia 
Region). 

Indicator 3.9.3 Mortality rate from unintentional poisoning (per 100 000 population)
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TREND 
Crude death rates from unintentional poisonings decreased 36% from 2000 to 2016, which was 
faster than the decrease in injuries overall (12%).

GEOGRAPHICAL DISTRIBUTION
The crude death rates were highest in the WHO African Region (2.7 per 100 000 population), and 
lowest in the Region of the Americas (0.6 per 100 000 population). 

NATIONAL INCOME
Low-income countries had the highest crude death rates (2.8 per 100 000 population), and high-
income countries had the lowest (0.5 per 100 000 population).  

AGE DISTRIBUTION
Children aged under 5 years and the elderly (those aged over 70 years) have the highest death 
rates.

SEX DISTRIBUTION
The global M/F ratio is 1.3, and ranges from 0.7 to 2.3 across WHO regions.
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Indicator 6.1.1 Proportion of population using safely managed drinking-water services (%)
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TREND 
The proportion slowly increased, from 61% in 2000 to 71% in 2015.

GEOGRAPHICAL DISTRIBUTION
Among regions with available data, the proportion was lowest in the WHO African Region (26%) 
and highest in the European Region (91%).

NATIONAL INCOME
Low-income countries had the lowest proportion (23%), and upper-middle-income and high-
income countries had the highest (92% and 98%, respectively). 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.

a Not available.

Indicator 6.2.1 Proportion of population using safely managed sanitation services (%)

TREND 
Proportion slowly increased, from 29% in 2000 to 39% in 2015.

GEOGRAPHICAL DISTRIBUTION
Among regions with available data, the proportion was lowest in the WHO Region of the 
Americas (43%) and highest in the European Region (67%).

NATIONAL INCOME
Data are only available for upper-middle-income (50%) and high-income countries (81%). 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.
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Indicator 6.a.1 Amount of water and sanitation related official development assistance (ODA) for water and sanitation related 
activities and programmes that is part of a government-coordinated spending plan

0K 1K 2K 3K 4K

2017 AFR
AMR
SEAR
EURᵃ
EMR
WPR

Low income
Lower-middle income
Upper-middle income

High incomeᵃ

                                  (millions US$)

ODAWASH

0K 2K 4K 6K 8K

Global 2000
2005

2010
2015
2017

TREND 
Water sector ODA increased by nearly 270% from 3.2 billion USD in 2000 to 8.7 billion USD in 
2017, but dropped by 3% from 2016 to 2017.

GEOGRAPHICAL DISTRIBUTION
In 2017, the WHO African Region received the largest water sector ODA to the water sector 
(2.5 billion USD), nearly four times higher than that in the WHO Region of the Americas 
(677 million USD). 

NATIONAL INCOME
Lower-middle-income countries received the largest water sector ODA to the water sector 
(4.3 billion USD), more than two times of that in low-income countries (2.0 billion USD) and 
upper-middle-income countries (1.8 billion USD). 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.

a Not applicable.

Indicator 7.1.2 Proportion of population with primary reliance on clean fuels (%)
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TREND 
The proportion slowly increased, from 49% in 2000 to 61% in 2017.

GEOGRAPHICAL DISTRIBUTION
The proportion was highest in the WHO European Region and the Region of the Americas  
(>95% and 92%, respectively), and lowest in the African Region (17%). 

NATIONAL INCOME
Only about half the population in LMIC have primary reliance on clean fuels, but the proportion is 
nearly 100% in high-income countries.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Not applicable.

Indicator 11.6.2 Annual mean concentrations of fine particulate matter (PM2.5) in urban areas (µg/m3), 2016

0 20 40 60

Global

AFR

AMR

SEAR

EUR

EMR

WPR

Low- and middle-income

High income

                    [ug/m3]

CLEANCITIES

TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
Particulate matter was highest in the WHO South-East Asia Region (57.3 μg/m3) and the Eastern 
Mediterranean Region (54.0 μg/m3), and lowest in the Region of the Americas (13.4 μg/m3).

NATIONAL INCOME
The mean level of fine particulate matter was more than 40 μg/m3 in LMIC, three times as high 
as that of high-income countries.

AGE DISTRIBUTION
Not applicable.

SEX DISTRIBUTION
Not applicable.

µg/m3
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UNIVERSAL HEALTH 
COVERAGE AND 
HEALTH SYSTEMS8

The main SDG targets relating to universal health coverage 
(UHC) and health systems are Targets 3.8 (UHC), 1.a 
(resource mobilization), 3.b (research and development, 
and access to essential medicines and vaccines), 3.c (health 
workforce), 3.d (international health regulations) and 17.19 
(statistical capacity-building). 

The indicators for UHC track whether people in need 
of health services receive them (service coverage) and 
whether they incur financial hardship in doing so (financial 
protection) (84). Service coverage is tracked using 16 tracer 
indicators, which are compiled into an index that ranges 
between 0 and 100.1  Service coverage is lowest in the WHO 
African Region and in lower-income countries (Fig. 8.1). In 
2015, the number of people with full coverage of essential 
services was estimated to range from 2.3 to 3.5 billion (Fig. 
8.2). This implies that at least half of the world’s 7.3 billion 
people are not receiving the essential health services they 
need. Using currently available data and methods, it is not 
possible to disaggregate the service coverage index by 
sex; also, two of the included tracer conditions are female 
specific. 

1 Covering areas of reproductive, maternal, newborn and child health, infectious disease 
control, NCDs, and service capacity and access.

TARGET 3.b: Support the research and development of vaccines and 
medicines for the communicable and noncommunicable 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

INDICATORS

3.b.1 Proportion of the target population covered by all vaccines included 
in their national programme (see Section 3) 

3.b.2 Total net official development assistance to medical research 
and basic health sectors

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

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

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

TARGET 17.19: By 2030, build on existing initiatives to develop 
measurements of progress on sustainable development that complement 
gross domestic product, and support statistical capacity-building in 
developing countries
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Fig. 8.2 
Number of people in need of but not receiving a selected essential health service

DTP3: third dose of diphtheria-tetanus-pertussis containing vaccine; HIV: human immunodeficiency virus; TB: tuberculosis.
a 2016 estimates: TB effective treatment, HIV treatment, Immunization (DTP3), Family planning, Insecticide-treated nets (use); 2015 estimates: Tobacco control, Hypertension control, Sanitation (at 

least basic); 2013 estimates: Antenatal care 4+ visits.
Source: WHO (2017) (84).

Fig. 8.1 
UHC service coverage index by country for 2015
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Fig. 8.3 
Proportion of population falling below the 2011 PPP US$ 1.90-a-day poverty line as a result of paying for health care, latest year

0 1,700 3,400850 Kilometers

Percent of population*
0.00

0.01–0.54

0.55–0.80

0.81–1.27

1.28–1.72

1.73–6.15

Not applicable

Data not available
*  with impoverishing  health spending at the 2011 PPP $1.90-a-day
   poverty line

Source: WHO (2017) (84).

Regarding financial protection, in 2010, an estimated 
808 million people (11.7% of the world’s population) spent 
at least 10% of their household budget paying out of their 
own pocket for health services; for 179 million people these 
payments exceeded a quarter of their household budget 
(84). An estimated 97 million people (1.4% of the world’s 
population) fell below the poverty line as a result of out-
of-pocket health care spending in 20101 (Fig. 8.3). The 
proportion of the population that suffers catastrophic health 
expenditures (>10% or >25% of total household expenditures 
or income) is higher in middle-income countries than in low- 
or high-income countries. However, at all income levels 
people can suffer catastrophic health expenditures, even in 
high-income countries and in countries where most of the 
out-of-pocket health spending is on medicines. Further work 
is needed to investigate differences in financial protection 
between men and women.

Globally in 2016, the mean proportion of total government 
expenditure from domestic sources devoted to health was 
10.6%, varying from less than 2% in some countries to over 
20% in others. The proportion was lowest in low-income 
countries (around 6.6%) and highest in high-income 
countries (above 14%). External funding (aid) represents 
less than 1% of global health expenditure, and is a small and 
declining proportion of health spending in middle-income 
countries, but it is increasing in low-income countries (85). 

A qualified health workforce that is available, equitably 
distributed and accessible by the population is essential for 

1 At the international US$ 1.90-a-day poverty line measured in terms of 2011 purchasing 
power parity (PPP). For each country, this poverty line is converted to local currency units 
of the relevant year using PPP conversion factors and consumer index prices, to take into 
account inflation or deflation since 2011.

a well-functioning health system. In general, the number of 
health workers available for the size of population increases 
with country income. Data for 2013–2018 show that almost 
40% of all countries have fewer than 10 medical doctors 
per 10 000 people: 90% of low-income countries suffer 
from such shortages, whereas only 5% of high-income 
countries do (86). The average global density of medical 
doctors in 2017 was 15 per 10 000 people. Up to 93% of low-
income countries have fewer than 40 nursing and midwifery 
personnel per 10 000 people, whereas only 19% of high-
income countries do. In terms of dentists and pharmacists, 
64% and 60% of countries have fewer than five of these 
health workers, respectively, per 10 000 people (Fig. 8.4).

WHO’s study of the cost of health SDGs in low- and lower-
middle income countries found that about one third of the 
additional investment required to achieve the health SDGs 
is for the cost of health workers’ employment, not including 
the necessary education and training (87). The WHO Global 
Strategy on Human Resources for Health: Workforce 2030 
(GSHRH) estimates a global shortfall of almost 18 million 
health workers by 2030, primarily in low-income and 
lower-middle-income countries. The health and social 
sector, with its 234 million workers, is one of the biggest 
and fastest growing employers in the world, particularly of 
women (88). Women represent the majority of workers in the 
health and social sector at around 70%, and contribute US$ 
3 trillion annually to global health, nearly half in the form 
of unpaid care work (88–90). More recent analysis shows 
that 67% of the health workforce is female, although the 
percentage varies among regions. However, fewer women 
are employed in high-skill health occupations; also, women 
are more likely to have part-time jobs and may earn less (91). 
Gender inequities in the health workforce are the result of 
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gender norms affecting occupational entry, gender-based 
discrimination in earnings, barriers to access to full-time 
employment, and constraints to accessing professional 
development and leadership roles. Power and pay gaps 
between men and women in the health sector need to be 
urgently closed, by pursuing deliberate strategies to level 
the playing field for  women (92).

Health system functioning also relies on access to 
affordable essential medicines of assured quality that 
are available at all times in adequate amounts and in the 
appropriate dosage forms. Indicator 3.b.3 (Proportion of 
health facilities that have a core set of relevant essential 
medicines available and affordable on a sustainable basis) 
makes it possible to assess both the availability and 
affordability of medicines by combining them into a single 
indicator, while allowing a separate analysis to identify the 
main driver of poor performance. The index is computed 
based on 32 tracer essential medicines for the treatment, 
prevention and management of acute and chronic diseases, 
communicable diseases and NCDs in a primary health 
care setting. Preliminary analysis from 16 countries (eight 

from the WHO African Region, seven from the Region of 
the Americas and one from the European Region) found 
that only 15.5% of surveyed facilities provided available 
and affordable (i.e. accessible) medicines in 2016, with 
accessibility being higher in public sector facilities than in 
private sector facilities (24.5% and 9.2%, respectively). 
The analysis also found that the issue lies with the price of 
the tracer medicines; that is, if the selected tracer essential 
medicines were provided at affordable prices, overall access 
to medicines across 16 analysed countries would be 20.5%, 
with accessibility in public sector facilities reaching 30% 
and in private sector facilities 15.4%. 

Research and development into new or improved health 
products and processes (e.g. medicines, vaccines and 
diagnostics) is critical for improving health outcomes. 
However, allocation of funds for research and development 
is often poorly aligned with global public health needs. The 
latest available data from OECD indicate that only 18 of 139 
countries (13%) that received ODA for medical research 
and basic health sectors met their target for the percentage 
of such ODA allocated to medical research (93).
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Fig. 8.4 
Proportion of countries with insufficient health care professionals, 2013–2018

  Fewer than 10 medical doctors per 10 000 population
  Fewer than 40 nursing and midwifery personnel per 10 000 population
  Fewer than 5 dentists per 10 000 population
  Fewer than 5 pharmacists per 10 000 population

Source: WHO (2018) (86).
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Indicator 3.8.1 UHC service coverage index, 2015
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TREND 
Not available.

GEOGRAPHICAL DISTRIBUTION
Values of the service coverage index varied widely across countries and across regions, with the 
WHO Region of the Americas having the highest score in 2015 (78 out of a maximum score of 
100), followed by the Western Pacific Region (75) and the European Region (73).

NATIONAL INCOME
Low-income countries had the lowest score (40) and high-income countries had the highest 
score (80).  

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.

All countries need to have a strong capacity for early 
warning, risk reduction and management of national and 
global health risks, including disease outbreaks, natural 
disasters, and deliberate or accidental events. Under the 
International Health Regulations (IHR) (2005) (94), all 
States Parties are required to have or to develop minimum 
core public health capacities for surveillance, response and 
reporting of an event that may constitute a public health 
emergency of international concern. The IHR monitoring 
and evaluation framework includes annual self-assessment 
reporting by State Parties, and voluntary joint external 
evaluations. Preliminary analysis of the 2018 reports from 
181 States Parties show that States Parties are generally 
reporting better performance in the detection capacities 
(e.g. surveillance and laboratory, with the average scores 
of around 70% globally), than in response capacities (such 
as emergency preparedness and response, with a global 
average score of 59%). Gaps in capacities at the points 
of entry (ports, airports and ground crossings) and for 

chemical safety and radiation emergencies are reported, 
with the global average scores of about 50%.

It is estimated that only half of the 194 Member States 
register at least 80% of the deaths in their population of 
those aged 15 years and over, with associated information on 
cause of death. In addition, data-quality problems (e.g. the 
high proportion of deaths being assigned a “garbage code”) 
mean that it is difficult to obtain precise and meaningful 
information on causes of death, which in turn further limits 
the use of cause-of-death information to inform public 
health actions. The latest assessment suggests that less 
than one third of countries have high-quality data on cause 
of death.1  Further research is needed to investigate sex 
differences in the completeness of death registration and 
possible biases in reporting causes of death. Monitoring 
of 11 health-related SDG indicators relies on good-quality 
cause-of-death data from countries; hence, investments in 
death registration systems need to be improved. 

1 Unpublished, updated assessment from WHO (2018) (2).

Indicators 3.8.2 Population with household expenditures on health exceeding 10% and 25% of total household expenditure or income
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TREND 
The proportion of the world’s population who spent a considerable share of their household 
budget paying out of their own pocket for health services increased in the decade from 2000  
(at least a 10% share: from 9.7% to 11.7%; at least a 25% share: from 1.9% to 2.6%).

GEOGRAPHICAL DISTRIBUTION
Out-of-pocket health payments are a source of financial hardship everywhere for all countries 
across all regions. The WHO South-East Asia Region and Western Pacific Region are the regions 
with the highest proportion of their population spending at both thresholds, whereas the WHO 
European Region and Eastern Mediterranean Region are the regions with the lowest incidence. 
However, in-depth country-specific analyses are needed to understand what is behind these 
aggregate numbers for relevant evidence-based policy analysis. 

NATIONAL INCOME
At all national income levels people can suffer financial hardship. Middle-income countries 
have the highest proportion of the population spending a large share of the household budget 
on health out-of-pocket; low-income and high-income countries have smaller shares. In 
low-income countries, financial barriers to access might be preventing people from spending 
anything on health. In high income countries, out-of-pocket spending on medicines can be a 
major source of financial hardship. 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.
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Indicator 3.c.1 Density of medical doctors and midwifery personnel (per 10 000 population), 2017
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TREND 
Not available. 

GEOGRAPHICAL DISTRIBUTION
The lowest health worker densities are seen in the WHO African Region and 
the highest in the European Region. 

NATIONAL INCOME
The lowest health worker densities are seen in low-income countries and the 
highest in high-income countries.  

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Among the health workforce, 67% is female, although the percentage varies 
among regions. In most countries, male workers make up most of the 
workforce of physicians, dentists and pharmacists, with female workers 
making the most of nursing and midwifery personnel (86). 

Indicator 3.d.1 Average of 13 International Health Regulations core capacity scores, 2018

TREND 
Not available. As a new tool and questionnaire were used in the 2018 annual self-assessment 
reporting of States Parties, the results are not directly comparable with the reports of previous 
years. 

GEOGRAPHICAL DISTRIBUTION
The average capacity is lowest in WHO Africa Region (42%), and highest in the WHO European 
Region (74%). 

NATIONAL INCOME
The average capacity increases with national income. 

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available. 
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Indicator 3.b.2 Total net ODA to medical research and basic health sectors per capita (US$), by recipient country, 2017
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TREND (not shown here) 
The global absolute amount of total net ODA increased from 2.1 billion constant 2016 US$ in 
2010 to 9.4 billion constant 2016 US$ in 2016. 

GEOGRAPHICAL DISTRIBUTION
Net ODA per capita in 2017 was greatest in the WHO African Region. 

NATIONAL INCOME
Net ODA per capita in 2017 was greatest in low-income countries.  

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available.

a Not applicable.
Source: OECD.Stat (95).
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Indicator 1.a.2 Domestic general government health expenditure (GGHE-D) as percentage of general government expenditure (GGE) (%)

TREND 
Globally, the average national percentage of total government expenditure devoted to health 
increased slightly from around 9% in 2000 to 10.6% in 2016. 

GEOGRAPHICAL DISTRIBUTION
The average national percentage of total government expenditure from domestic sources 
allocated to health ranged from 7% in the WHO African Region and South-East Asia Region, to 
over 15% in the Region of the Americas in 2016. 

NATIONAL INCOME
The level of government spending on health from domestic sources within the total expenditure 
for public sector operations in a country increased with country income.

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available. 
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TREND 
Not available. 

GEOGRAPHICAL DISTRIBUTION
The WHO European Region and Region of the Americas had the most complete cause-of-death 
registration data in 2017, covering 97% and 94% of deaths, respectively. The WHO African 
Region and South-East Asia Region had very low completeness (6% and 10%, respectively). 

NATIONAL INCOME
Completeness of cause-of-death registration data increased with income group.

AGE DISTRIBUTION
Not available.

SEX DISTRIBUTION
Not available. 
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SUMMARY OF 
FINDINGS9

Global trends

Life expectancy
Between 2000 and 2016, global life expectancy at birth 
increased by 5.5 years, from 66.5 to 72.0 years; healthy 
life expectancy (HALE) also increased over that period, 
from 58.5 in 2000 to 63.3 in 2016. In 2016, a person 
aged 60 years could expect to live another 20.5 years, 
while HALE was 15.8; thus, in a person aged 60 years, the 
equivalent number of years of full health lost due to living 
in an unhealthy state is almost a quarter of the remaining 
life expectancy (i.e. 4.7 years or 23%).

Health-related SDG indicators
Recent years have seen improvements in 24 (56%) of the 
43 health-related SDG indicators tracked in this report.1 
However, at a global level, progress has stalled or trends are 
in the wrong direction for five of those 43 indicators: road 
traffic mortality, children overweight, malaria incidence, 
alcohol consumption and water sector ODA. Trends have 
not yet been reported in 14 of the 43 indicators (33%). Nine 
of the health-related SDG indicators have explicit targets 

1 Four of the health-related SDG indicators in the official list of SDG indicators (7) have 
more than one component (Indicators 2.2.2, 3.8.2, 3.b.1, 3.c.1).  Where this is the case, 
each component is treated as a separate indicator in World health statistics 2019. The 43 
indicators tracked have 36 unique indicator numbers in the official list of SDG indicators.

SDG indicators with explicit targets for 2030

Progress stalled or trend in wrong direction

3.6.1 Road traffic mortality

Progress made but too slow to meet target

3.1.1 Maternal mortality

3.4.1 NCD mortality

3.4.2 Suicide mortality

6.1.1 Safe drinking-water coverage

6.2.1 Safe sanitation coverage

7.1.2 Clean energy coverage

Progress fast enough to attain target

3.2.1 Under-5 mortality

3.2.2 Neonatal mortality

Programme area
  Reproductive, maternal and child health
  Infectious and noncommunicable diseases
  Injuries, violence and environmental risks
  Health systems and financing

Table 9.1 
Trends in health-related SDG indicators
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Table 9.1, continued

SDG indicators with no explicit targets for 2030

Progress stalled or trend in wrong direction

2.2.2 Children overweight

3.3.3 Malaria incidence

3.5.2 Alcohol consumption

6.a.1 Water sector ODA

Progress made

3.1.2 Skilled birth attendance

3.7.1 Met need for family planning

3.7.2 Adolescent birth rate

2.2.1 Stunting in children

3.b.1 DTP3 coverage

MCV2 coverage

PCV3 coverage

3.3.1 New HIV infections

3.3.2 Tuberculosis incidence

3.3.4 Hepatitis B prevalence

3.3.5 Need for NTD interventions

3.a.1 Tobacco use in persons ≥15 years

16.1.1 Homicide

3.9.3 Poisoning mortality

3.b.2 ODA medical research & basic health sectors

1.a.2 Domestic government health expenditure

Trend not yet reported

2.2.2 Wasting in children

3.9.1 Air pollution mortality 

3.9.2 Unsafe water and sanitation mortality

5.2.1 Intimate partner violence

11.6.2 Fine particulate matter in urban areas

3.8.1 UHC service coverage index

3.c.1 Medical doctor density

Nurse/midwife density

Dentist density

Pharmacist density

3.d.1 International Health Regulations capacity

3.8.2 Household health expenditures >10%

Household health expenditures >25%

17.9.2 Completeness of cause-of-death data

for 2030, but only two of those indicators are on track to 
meet 2030 targets: those for under-5 mortality rate and 
neonatal mortality rate. However, it is estimated that on 
current trends 51 countries will miss the target for under-5 
mortality, and more than 60 countries will miss the target 
for neonatal mortality in 2030.

Underlying data for tracking the health-
related SDGs

Monitoring of the health-related SDGs is based on statistics 
of two types:

• primary data – data compiled by international agencies 
from routine reporting by countries or publicly available 
sources such as DHS. Statistics are presented as they 
are reported or with modest adjustment; and

• comparable estimates – country data are adjusted 
or modelled to allow comparisons between countries 
or over time. Comparable estimates are produced for 
countries with underlying primary data and, in some 
cases, also for those without.

Sections 2–8 of this report presented SDG indicator values 
with respect to trends over time, geographical comparisons 
and sex disaggregation. Another aspect that needs to be 
considered is the availability and timeliness of the data 
underlying each SDG indicator value. Health-related SDG 
indicators have varying definitions and methodologies; 
thus, what is considered as underlying data can vary by 
indicator. Some complex indicators use multiple parameters 
from multiple data sources from different years. In such 
cases, the most important parameter (or parameters) was 
selected as the defining criteria of underlying data. The 
quality of underlying data may also vary. This assessment 
is based on the underlying data used as inputs for the 
SDG indicator, regardless of any adjustments made to the 
data in the estimation process. The “latest available year 
of underlying data” refers to the most recent year of the 
reference period for the available input data that were used 
to generate an estimate.

For 18 SDG indicators that are reported as primary data, 
the proportion of countries with available primary data 
within the past 10 years ranged from 32% for intimate 
partner violence, to 100% for four indicators (Fig. 9.1). The 
proportion of countries with available recent primary data, 
that is, within the past 5 years, ranged from 5% to 100%. 

For 25 SDG indicators that are reported as comparable 
estimates, the availability of underlying data also varies 
across indicators (Fig. 9.2). Indicators that were adopted 
for global monitoring before the SDG era – for example, 
under-5 mortality, TB incidence, and vaccination coverage 
– tend to have relatively high availability of underlying data, 
even though such data may not be recent for all countries. 
In contrast, availability of underlying data tends to be 
lower for new global indicators such as cause-specific 
mortality rates, and population using safely managed 
drinking-water and safely managed sanitation services. 
The average lag between the year of the estimate and the 
latest available year of underlying data ranged from 0 for 
HIV, TB, malaria incidence and immunizations, to 5 years 
for hepatitis B prevalence. The year of estimates ranges 
from 2015 for maternal mortality to 2017 for HIV, TB and 
malaria incidence, vaccination coverage and clean energy 
coverage.

Of the 43 health and health-related SDG indicators reported 
in World health statistics 2019, sex disaggregation would 
potentially be informative for 28 indicators (Table 9.2). 
Sex disaggregation is not possible for the 10 indicators 
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list of official development assistance (ODA) 
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Development Assistance Committee of the 
Organisation for Economic Co-operation and 
Development.
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shown for children wasted.
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Fig. 9.1 
The availability of underlying data for SDG indicators reported as primary data

Fig. 9.2 
The availability of underlying data for SDG indicators reported as comparable estimates
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for which data are collected at household, subnational or 
national level, or for the five female-specific indicators. For 
the 28 SDG indicators for which sex-disaggregated data 
could be informative, such data at global and regional levels 
are available for only 11 indicators (though data may be 
available at country level).

Sex-disaggregated values reported

3.2.1 Under-5 mortality

3.3.1 New HIV infections

3.3.2 Tuberculosis incidence

3.4.1 NCD mortality

3.a.1 Tobacco use in persons ≥15 years

3.5.2 Alcohol consumption

3.4.2 Suicide mortality

16.1.1 Homicide

3.9.3 Poisoning mortality

3.9.1 Air pollution mortality 

3.9.2 Unsafe water and sanitation mortality

Sex-disaggregated values not currently reported

3.2.2 Neonatal mortality

2.2.1 Stunting in children

2.2.2 Wasting in children

2.2.2 Overweight children

3.b.1 DTP3 immunization coverage

MCV2 immunization coverage

PCV3 immunization coverage

3.3.3 Malaria incidence

3.3.4 Hepatitis B prevalence

3.3.5 Need for NTD interventions

3.6.1 Road traffic mortality

3.8.1 UHC service coverage index

3.c.1 Medical doctor density

Nurse/midwife density

Dentist density

Pharmacist density

17.9.2 Cause-of-death data completeness

Data collected at household or higher level

6.1.1 Safe drinking-water coverage

6.2.1 Safe sanitation coverage

6.a.1 Water sector ODA

7.1.2 Clean energy coverage

11.6.2 Fine particulate matter in urban areas

3.8.2 Household health expenditure >10%

Household health expenditure >25%

1.a.2 Domestic government health expenditure

3.b.2 ODA medical research & basic health sectors

3.d.1 International Health Regulations capacity

Female specific

3.7.1 Met need for family planning

3.7.2 Adolescent birth rate

3.1.1 Maternal mortality

3.1.2 Skilled attendance at birth

5.1.2 Intimate partner violence

Programme area:
  Reproductive, maternal and child health       Infectious and noncommunicable diseases       Injuries, violence and environmental risks       Health systems and financing

Table 9.2 
Availability of sex-disaggregated values of SDG indicators at global or regional levels

The availability of underlying data for sex-disaggregated 
estimates for the 11 indicators is shown in Fig. 9.3. When 
the main data sources for sex-specific and both-sexes 
estimates are the same, such as cause-of-death registration 
data for cause-specific mortality, the availability of recent, 
sex-specific underlying data is similar to that of both-sexes 

Fig. 9.3 
The availability of underlying data for SDG indicators reported as comparable estimates by sex
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underlying data. When data sources are different, such as 
the case for alcohol consumption where underlying data 
for both-sexes estimates come mainly from administrative 
sources while underlying data for sex-specific estimates 
(that is, sex ratio of alcohol consumption) come mainly from 
surveys, the availability of recent, sex-specific underlying 
data may be lower than that of both-sexes underlying data.

Country variation in data availability is shown in Fig. 9.4. 
For 40% of countries, recent primary or underlying data are 
available for three quarters or more of all indicators included 
here. However, for about one third of countries, over half of 
the indicators have no recent primary or underlying data. 
One in seven indicator country values included in Annex 2 
have had no underlying data since 2000. Low-income and 
lower-middle-income countries in particular lack primary 
or underlying data.

The results presented above illustrate the need for improved 
data availability for global health monitoring. Greater 
investment is needed to improve country health information 
systems as part of the national statistical system to 
generate better data, both to inform national decision-
making and to reduce reliance on statistical modelling for 
global monitoring. 

The “availability of data” reported here refers to data 
available to and used by international agencies responsible 
for global monitoring of the SDGs. More data may be 
available at country level,1 but did not reach or was not 
compiled by the relevant international agencies in time to 
produce this report, or were not included because of issues 
with comparability. Better systems are needed to improve 
data flow, to enable international agencies to capture 
primary data that are available at country level, and for 
countries to give feedback to international agencies on the 
use of both primary data and methodologies to generate 
comparable estimates.

WHO is committed to promoting the use of sex-
disaggregated data and to undertaking gender analysis, in 
line with the commitment made in its Thirteenth General 
Programme of Work (96) and the World Health Assembly 
Resolution 60.25 (97). It will support Member States in 
improving the collection, analysis and use of quantitative 
data on health, disaggregated by sex, age and other relevant 
social stratifications. It will also promote quantitative and 
qualitative research to analyse the complex effects of social 
and cultural factors on health, and the reduction of gender 
biases in health information and research.

1 A report on the availability of data at country level for health-related SDG indicators is 
being prepared and scheduled for release later in 2019.

Fig. 9.4 
Availability of recent primary or underlying data to inform global SDG monitoringa 

0 1.750 3.500875 Kilometers
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50–74
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a Sex disaggregation is included in the count of indicators. Indicator 3.8.1 (UHC service coverage index) is not included as the availability is assessed differently (see Fig. 9.2).
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Differences between countries

Life expectancy
Mortality rates are higher in low-income countries and the 
WHO African Region. As a consequence, life expectancy in 
low-income countries (62.7 years) is 18.1 years lower than 
in high-income countries (80.8 years). The 10 conditions 
contributing most to the reduced life expectancy in low-
income countries are lower respiratory infections (life 
expectancy reduced by 2.09 years), diarrhoeal diseases 
(1.97 years), stroke (1.45 years), HIV/AIDS (1.45 years), TB 
(1.35 years), ischaemic heart disease (1.35 years), malaria 
(0.96 years), road injury (0.75 years), birth asphyxia and 
birth trauma (0.63 years), and protein-energy malnutrition 
(0.62 years).

SDG indicators of health status
The disparities in life expectancy between countries are 
reflected in many of the health-related SDG indicators. 
In low-income countries, more than a third of children are 
stunted (short for their age), reflecting long-term nutritional 
deprivation, and more than one child out of 14 born will die 
before his or her fifth birthday. Adolescent birth rates are 
eight times higher in low-income countries than in high-
income countries. In low-income countries, one woman out 
of 41 dies from maternal causes. The burden of infectious 
diseases, including HIV, TB, malaria, hepatitis B and neglected 
tropical diseases (NTDs) is higher in low-income countries 
than in high-income countries. Mortality rates attributed to 
unsafe water, unsafe sanitation and lack of hygiene are also 
highest in low-income countries, as are mortality rates for 

Table 9.3 
Latest values of selected WHS 2019 indicators by sex, WHO region and World Bank income group and globallya

2030

Year Male Female
Both 
sexes AFR AMR SEAR EUR EMR WPR LI LMI UMI HI

numeric
target

Reproductive and maternal health 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
3.1.1 Maternal mortality ratio (per 100 000 live births) 2015 - 216 - 542 52 164 16 166 41 495 253 55 17 <70
3.1.2 Proportion of births attended by skilled health personnel (%) 2013–2018 - 81 - 59 95 81 99 79 97 60 76 99 99 -

3.7.1 Family planning satisfied with modern methodsb (%) 2019 - 76 - 56 83 71 77 61 87 58 65 78 82 -
3.7.2 Adolescent birth rate (per 1000 women aged 15–19 years) 2015–2020 - 44 - 99 49 33 17 45 14 97 46 29 12 -

Child health
3.2.1 Under-five mortality rate (per 1000 live births) 2017 41 37 39 74 14 36 9 50 13 69 49 14 5 25
3.2.2 Neonatal mortality rate (per 1000 live births) 2017 - - 18 27 8 21 5 27 6 48 49 26 7 12

2.2.1 Prevalence of stunting in children under 5c (%) 2018 - - 21.9 33.1 6.5 31.9 - 24.7 6.4 34.2 31.1 6.3 - -

2.2.2 Prevalence of wasting in children under 5c (%) 2018 - - 7.3 7.0 0.8 15.0 - 7.8 2.2 7.4 11.6 1.8 - -

2.2.2 Prevalence of overweight in children under 5c (%) 2018 - - 5.9 3.5 7.2 3.8 - 5.7 6.0 3.1 3.9 7.4 - -
3.b.1 DTP3 immunization coverage among 1-year-olds (%) 2017 - - 85 72 91 88 94 81 97 78 82 94 95 -
3.b.1 MCV2 immunization coverage by the nationally recommended age (%) 2017 - - 67 25 74 77 90 67 94 29 63 88 91 -
3.b.1 PCV3 immunization coverage  among 1-year olds (%) 2017 - - 44 68 82 12 70 52 16 68 32 33 85 -

Infectious diseases
3.3.1 New HIV infections (per 1000 uninfected population) 2017 0.26 0.24 0.25 1.22 0.16 0.08 0.18 0.06 0.06 0.66 0.23 0.24 0.07 -
3.3.2 Tuberculosis incidence (per 100 000 population) 2017 168 99 134 237 28 226 30 113 95 244 223 58 11 -
3.3.3 Malaria incidence (per 1000 population at risk) 2017 - - 59.1 219.4 7.3 7.0 0.0 14.8 2.5 189.3 42.8 2.5 - -
3.3.4 Hepatitis B surface antigen prevalence among children under 5 years (%) 2017 - - 0.80 2.34 0.07 0.26 0.21 0.69 0.38 2.31 0.72 0.30 0.16 -
3.3.5 Reported number of people requiring interventions against NTDs (millions) 2017 - - 1582.9 594.1 75.5 733.3 5.5 75.4 98.4 398.4 1068.6 114.7 0.5 -

Noncommunicable diseases
3.4.1 Probability of dying from CVD, cancer, diabetes, CRD between age 30 and exact age 70 (%) 2016 21.6 15.0 18.3 20.6 15.1 23.1 16.7 22.0 16.2 21.3 23.3 17.7 12.0 Reduce 1/3
3.4.2 Suicide mortality rate (per 100 000 population) 2016 13.5 7.7 10.6 7.4 9.8 13.2 15.4 3.9 10.2 6.8 10.6 10.0 14.3 Reduce 1/3
3.5.2 Total alcohol per capita (≥15 years of age) consumption (litres of pure alcohol) 2016 10.1 2.7 6.4 6.3 8.0 4.5 9.8 0.6 7.3 3.8 4.7 7.0 9.8 -

3.a.1 Prevalence of tobacco smoking among persons aged 15 years and olderd (%) 2016 33.7 6.2 19.9 9.8 16.9 16.9 29.4 18.1 24.5 11.4 17.2 23.1 24.1 -
Injuries and violence

3.6.1 Road traffic mortality rate (per 100 000 population) 2016 - - 18.2 26.6 15.6 20.7 9.3 18.0 16.9 27.5 8.3 Half by 2020
16.1.1 Mortality rate due to homicide (per 100 000 population) 2016 10.1 2.6 6.4 10.4 17.9 4.1 3.3 6.7 1.9 8.7 5.9 7.9 2.9 -

Environmental risks
3.9.1 Mortality rate attributed to household and ambient air pollutiond (per 100 000 population) 2016 128.5 101.1 114.1 180.9 29.7 165.8 36.3 125.0 102.8 17.8 -
3.9.2 Mortality rate attributed to exposure to unsafe WASH services (per 100 000 population) 2016 11.4 12.1 11.7 45.8 1.1 15.4 0.3 10.6 1.0 42.4 18.6 1.1 0.3 -
3.9.3 Mortality rate from unintentional poisoning (per 100 000 population) 2016 1.6 1.2 1.4 2.7 0.6 1.8 0.7 1.5 1.1 2.8 1.8 1.1 0.5 -
6.1.1 Proportion of population using safely managed drinking-water services (%) 2015 - - 71 26 82 - 91 56 - 23 59 92 98 Universal
6.2.1 Proportion of population using safely managed sanitation services (%) 2015 - - 39 - 43 - 67 - 57 - - 50 81 Universal

6.a.1 WASH-related ODAe (constant 2016 US$ millions) 2017 - - 8698.25 2483.89 676.69 1484.41 - 1836.26 1011.10 1983.59 4262.35 1750.49 - -
7.1.2 Proportion of population with primary reliance on clean fuels (%) 2017 - - 61 17 92 45 >95 72 62 100 Universal

11.6.2 Annual mean concentrations of fine particulate matter (PM2.5) in urban areas  (µg/m3) 2016 - - 39.6 35.5 13.4 57.3 17.6 54.0 42.9 14.4 -
UHC and health systems

3.8.1 UHC service coverage index 2015 - - 64 44 78 55 73 53 75 40 54 74 80 -

3.8.2 Catastrophic out-of-pocket health spending >10%f 2010 - - 11.7 10.3 11.1 12.8 7.0 9.5 14.8 8.1 12.4 13.8 7.2 -

3.8.2 Catastrophic out-of-pocket health spending >25%f 2010 - - 2.6 2.6 1.9 2.8 1.0 1.4 3.9 1.1 2.8 3.2 1.4 -
1.a.2 Domestic general government health expenditure as percentage of GGE (%) 2016 - - 10.6 7.3 15.6 6.7 12.5 8.5 11.0 6.6 8.1 11.5 14.9 -
3.c.1 Density of medical doctors (per 10 000 population) 2017 - - 15.1 2.8 23.3 7.4 33.8 9.9 18.0 3.1 7.5 19.4 30.4 -
3.c.1 Density of nursing and midwifery personnel (per 10 000 population) 2017 - - 34.8 10.9 61.9 19.9 80.6 15.2 32.6 8.5 18.9 35 85.6 -
3.d.1 Average of 13 International Health Regulations core capacity scores 2018 - - 60 42 65 56 74 66 64 42 52 64 77 -

3.b.2 Total net ODA to medical research and basic health sectors per capitag (US$) 2017 - - 1.39 4.83 0.42 0.60 - 1.89 0.30 5.64 1.23 0.33 - -
17.19.2 Completeness of cause-of-death data (%) 2017 - - 49 6 94 10 97 32 64 3 15 73 97 -

SDG indicator (by topic area)

19.2

131.7

54

44.0

Global WHO region World Bank income group

Darker shading represents high values for mortality, incidence, prevalence, risk factor and catastrophic out-of-pocket health spending indicators; and lower values for coverage, ODA, health 
workforce and health expenditure indicators.
a Excludes SDG 5.2.1 and density of dentists and pharmacists in SDG 3.c.1 which have low coverage or are not available across most regions.
b Women of reproductive age.
c High income figure has low coverage, interpret with caution.
d Age-standardized.
e Amount that is part of a government-coordinated spending plan, refers to water sector only.
f Population with household expenditures on health greater than 10% or 25% of total household expenditure or income.
g Recipient countries.
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road traffic injuries and unintentional poisoning. Although 
NCDs are often associated with a more prosperous lifestyle, 
the probability of dying prematurely from CVD, cancer, 
diabetes and chronic respiratory disease is highest in low-
income and lower-middle-income countries. 

There are some exceptions to poor health being primarily 
associated with low-income countries, and in locations 
where geography also has an influence. Highest wasting 
rates are observed in the WHO South-East Asia Region 
(15%) and Eastern Mediterranean Region (7.8%). Mortality 
rates from homicide are highest in the WHO Region of the 
Americas. Suicide mortality rates are highest in the WHO 
European Region, and lowest in the Eastern Mediterranean 
Region.

SDG indicators of health service coverage and financing
Populations in low-income countries generally have poorer 
coverage of essential health services and values of the 
UHC service coverage index are lower. The proportion of 
women who had their family planning needs met with 
a modern contraceptive method, and the skilled birth 
attendance rate were lowest in low-income and lower 
-middle-income countries, where 95% of maternal deaths 
occur. Immunization coverage rates are also generally lower 
in low-income countries. Health workforce densities are 
lower in low-income countries, and domestic government 
health expenditure as a proportion of total general 
government expenditures is lower (despite lower absolute 
levels of general government expenditure and greater 
health needs). The proportion of the population that suffer 
catastrophic health expenditures (>10% or >25% of total 
household expenditures or income) is higher in middle-
income countries than in low- or high-income countries. 
However, at all income levels people can suffer catastrophic 
health expenditures, even in high-income countries and in 
countries where most of the out-of-pocket health spending 
is due to medicines.

SDG indicators of exposure to risk factors
Populations in lower-income countries are less likely 
to use safely managed drinking-water, and clean fuels 
and technology; also, they have greater exposure to fine 
particulate matter in cities. In contrast, tobacco use and 
alcohol consumption are the highest in high-income 
countries, although the health impact of alcohol is greater 
among disadvantaged populations for the same levels of 
alcohol consumption.

Differences between men and women

Life expectancy
Globally, women have a longer life expectancy than men: 
74.2 versus 69.8 years at birth, and 21.9 versus 19.0 years 
at age 60 years. HALE is also greater in women than men 
at birth (64.8 versus 62.0 years) and at age 60 years (16.8 

versus 14.8 years). However, the number of equivalent years 
of full health lost through living in unhealthy states is also 
greater in women than men (9.5 versus 7.8 years). Globally, 
the sex ratio at birth has ranged between 105–110 males to 
every 100 females; however, because mortality rates are 
higher in men, the number of men for every 100 women 
decreases to 100 in the age group 50–54 years and to 95 
by the age group 60–64 years, falling sharply thereafter. 

Some of the differences in mortality rates and life 
expectancy are due to biological sex differences between 
men and women. For example, X-linked immune regulators 
may enhance immune responses in female children, 
resulting in reduced mortality among girls aged under 
5 years. Others are linked to gender differences; that is, the 
socially constructed roles, norms, behaviours, activities and 
attributes that a given society considers appropriate for 
men, women boys and girls. For example, child marriage 
increases the risks related to early pregnancy among girls 
whereas higher rates of male employment in the transport 
industry expose men to higher risks of death on the roads. 
The exact contributions that biological differences and 
gender roles make to health status are often difficult to 
separate because they do not operate independently. 

Men’s reduced life expectancy compared with that of 
women is not due to a single or a small number of causes. 
Of the 40 leading causes of death, 33 causes contribute 
more to reduced life expectancy in men than in women. 
The main causes of death that contribute to a lower life 
expectancy for men than for women are ischaemic heart 
disease (0.84 years), road injuries (0.47), lung cancer 
(0.40), chronic obstructive pulmonary disease (0.36), 
stroke (0.32), cirrhosis of the liver (0.27), TB (0.23), 
prostate cancer (0.22) and interpersonal violence (0.21). 
Breast cancer (0.30 years), maternal conditions (0.23) 
and cervical cancer (0.15) are the causes of death that 
have the most effect on female rather than male global life 
expectancy. 

SDG indicators of health status
The differences between men and women in health 
status are reflected in the majority of health-related SDG 
indicators, where sex disaggregation has been possible. 
In 2017, male children were 11% more likely to die than 
female children before the age of 5 years, compared with 
only 6% in 2000, indicating that the decline in under-5 
mortality rate since 2000 has been faster in females than 
in males. Given that boys generally have a higher under-5 
mortality rate than girls for biological reasons, the similarity 
of the under-5 mortality rate between boys and girls in the 
WHO South-East Asia Region is indicative of high rates of 
avoidable mortality among female children. Although global 
estimates are not available, household surveys indicate that 
rates of stunting and wasting are generally higher in boys 
than girls. Similarly, the proportion of boys overweight is 
higher than girls.
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Globally in 2017, the incidence rate of new HIV infections 
was 1.09 times higher in men than in women. In the WHO 
African Region, the incidence rate was 1.28 times higher in 
women than in men; however, in all other WHO regions, 
the incidence rates were higher in men than women. The 
incidence rate of TB was 1.7 higher in men than in women 
globally in 2017. In 2016, the probability of a man aged 
30 years dying from an NCD before 70 years of age was 
1.44 times higher than for a woman aged 30 years. Globally 
in 2016, suicide mortality rates were 1.75 times higher in 
men than in women. 

Deaths rates from road injury are more than twice as high in 
men as in women from age 15 years, and mortality rates due 
to homicide are four times higher in men than in women. One 
in five of all homicides is committed by an intimate partner or 
family member, with women making up most of the victims 
(75). Beyond mortality, violence against women is not only 
widespread, but carries a high burden of morbidity and ill 
health. Worldwide in 2013, it was estimated that 35% of 
women and girls aged 15–49 years reported physical or sexual 
intimate partner violence or non-partner sexual violence in 
their lifetime. Women and girls may also experience harmful 
practices, such as female genital mutilation (FGM) and early 
and forced marriage. As of 2017, at least 200 million girls and 
women had undergone FGM in the 30 countries where the 
practice is concentrated (78). Globally, 21% of women aged 
between 20 and 24 years reported that they were married 
or in an informal union before age 18 years (77). Also, it is 
estimated that in 2015–2020 more than one in 25 adolescent 
girls aged 15–19 years will give birth (1).

Mortality rates attributed to household and ambient air 
pollution are 1.27 times higher in men than in women. 

In contrast, the global mortality rate attributed to unsafe 
water, unsafe sanitation and lack of hygiene is 1.06 higher 
in women than in men, although there is much regional 
variation.

SDG indicators of health service coverage
Access to many services for prevention or treatment 
of infectious diseases and NCDs is not part of the SDG 
monitoring framework, except as part of the UHC service 
coverage index, which cannot be sex-disaggregated using 
currently available data and methodologies. Nevertheless, 
some relevant observations have been made through other 
global health reports.  Household surveys suggest that 
vaccination rates are similar in boys and girls. The risk of 
not using a condom during sex with a non-regular partner 
appears to be higher in women than in men. However, in 
countries with generalized HIV epidemics, men are less 
likely than women to take an HIV test and less likely to 
access antiretroviral therapy; also, men are more likely 
than women to die of an AIDS-related illness (51). Similarly, 
male TB patients appear to be less likely to seek care than 
female TB patients (52–55, 98), as reflected in lower rates 
of case notification compared with the estimated total of 
cases. Death rates for some NCDs may also be influenced 
by access to diagnosis and treatment; for example, cervical 
cancer mortality rates are higher in low-income countries 
that have poorer access to health services.

SDG indicators of exposure to risk factors
Age-standardized prevalence of tobacco smoking was five 
times higher in men than in women in 2016, with the largest 
M/F ratio observed in the WHO Eastern Mediterranean 
Region. Globally, per capita alcohol consumption was 
almost 4 times higher in men than in women in 2016.
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10  
HIGHLIGHTS 
AND WAYS 
FORWARD

What has improved

• Global life expectancy increased by 5.5 years to 
72.0 years between 2000 and 2016, and healthy life 
expectancy increased by 4.8 years to 63.3 years.

• Of 29 health-related SDG indicators for which global 
trends are reported, 24 have shown improvements in 
recent years. More births are attended by skilled health 
personnel, and women are less likely to die in childbirth. 
Global targets to reduce neonatal deaths and deaths in 
children aged under 5 years are on track, and childhood 
stunting is in decline. Nonetheless, it is estimated that 
303 000 maternal deaths occurred globally in 2015 and 
that 5.4 million children aged under 5 years died in 2017.

• Vaccination coverage rates have increased while 
incidence rates for several infectious diseases, prevalence 
of tobacco smoking, exposure to environmental risks and 
premature NCD mortality have decreased. 

What has not improved

• Progress has stalled or trends are in the wrong direction 
for five of the 29 health-related SDG indicators for which 
trends are reported: the proportion of children aged 
under 5 years overweight, malaria incidence, harmful use 

of alcohol, deaths from road traffic injuries, and water-
sector official development assistance.

Disparities in health outcomes

• Life expectancy at birth in low-income countries is 18.1 
years lower than in high-income countries. Much of 
this difference is attributable to easily preventable and 
treatable conditions.

• In low-income countries, one in 41 women die from 
maternal causes. Such deaths rarely occur in upper-
middle and high-income countries. Maternal deaths 
contribute more to differences in life expectancy between 
men and women than any other single cause. 

• In low-income countries, more than a third of children 
are stunted (short for their age), reflecting long-term 
nutritional deprivation, and one child out of every 14 born 
will die before his or her fifth birthday.

• In 2016, life expectancy in men was 4.4 years lower 
than for women, with higher death rates for multiple 
causes, especially cardiovascular diseases, road injuries, 
lung cancer, chronic obstructive pulmonary disease 
and stroke. Men are generally exposed to increased 
occupational risks, and have higher prevalence of tobacco 
use and higher per capita consumption of alcohol. In 
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many settings, men use health services less than women, 
even after taking into account reproductive-related 
consultations. The health gap between men and women 
is widest in high-income countries. 

Data availability

The World health statistics 2019 report reviews, for the 
first time, the availability of country data for global SDG 
reporting. This review suggests that major improvements 
are needed to country data systems: 
• one in seven indicator country values included in this 

report have had no underlying data since 2000; low-
income and lower-middle-income countries in particular 
lack underlying data;

• for about one third of countries, over half of the indicators 
have no recent primary or underlying data;

• 11 health-related SDG indicators require cause-of-death 
data, yet only around half of countries are able to register 
more than 80% of adult deaths, and less than one third 
of countries have good-quality data on cause of death; 
and

• sex disaggregation is currently available for less than half 
(11/28) of relevant SDG indicators at global level where 
it would be of interest. 

Ways forward

Some key actions are suggested based on the findings of 
this report; these actions are outlined below.

1. Improve access to health services 
For many conditions, particularly in low-income countries, 
premature deaths can be averted by improving access 
to and use of preventive and curative health services. 
Efforts in support of UHC must focus on reaching those 
whom services are not reaching, such as marginalized, 
stigmatized and geographically isolated people of all ages 
and genders. This may require a strengthened health 
workforce and increased provision of health facilities, 
equipment, medicines and vaccines. It will also require 
removing barriers to accessing services including economic 
barriers (as a consequence of out-of-pocket expenses 
and insufficient public financing) and cultural barriers 
(where the workforce providing services does not have the 
necessary cultural sensitivity). In some circumstances it will 
be necessary to address societal barriers to accessing care 
and this may require actions that lie beyond the traditional 
remit of ministries of health. Nonetheless, the health sector 

can play a key role in raising awareness and catalysing the 
development of multisectoral policies and programmes 
to reduce barriers to access.  In some countries, health 
and social systems are strained by natural disasters or 
conflict, and the populations affected can account for a large 
proportion of unmet SDG need. Stronger and more resilient 
national health systems need to be backed by the regional 
and global alert and response mechanisms that will mitigate 
the impact of health emergencies.

2. Address risks to health
The health of populations can also be improved by reducing 
exposure to risk factors such as unsafe water and sanitation, 
air pollution, violence, unsafe roads, tobacco use and alcohol 
consumption. The health sector also has a key role to play 
in raising awareness and catalysing the development of 
multisectoral policies and programmes to reduce exposure 
to these risk factors.

3. Make health systems responsive to sex and gender
Health planning needs to allow for the different needs 
of men and women, regarding exposure to risk factors, 
barriers to access and use of services and health outcomes. 
In many circumstances, men experience poorer health 
outcomes than women do. Although some of these poorer 
health outcomes may have a biological basis, they may 
be amplified by gender roles. Gender analysis and health 
policies should consider women, men and gender-diverse 
population groups, to ensure equitable health outcomes. It 
is also necessary to formulate gender-responsive human-
resource policies and regulations, ensure equal pay for 
work of equal value, and address barriers faced by women 
in progressing to leadership roles.

4. Invest in data systems for health, including 
disaggregated data
Progress in achieving the SDG goals is inhibited by 
incomplete or outdated information on several health-
related indicators. The countries lacking underlying data are 
often those with limited resources and the greatest health 
need. Collecting, analysing and utilizing data of good quality 
is an important step to progressing health care, allowing 
better allocation of resources and timely interventions, 
and reducing costs while also improving the health care 
received. By ensuring that data can be disaggregated by sex, 
place of residence and other dimensions, there is potential 
to act to reduce inequality. Routine information systems, 
health facility or household surveys, and civil registration 
and vital statistics systems must be designed to provide 
relevant, timely and accurate data.
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