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PREFAGE

n 2015 the Millennium Development Goals (MDGs) come to the end of their term,

and a post-2015 agenda, comprising 17 Sustainable Development Goals (SDGs), takes

their place. We stand on the threshold of a new era. This is an important moment to

look back at the trends that have defined health-related development under the MDGs,
noting achievements, highlighting lessons learned, drawing attention to unfinished
business, and looking forward to the challenges we must now face.

While progress towards the MDGs has been impressive in many ways, much work
remains to be done. In health, unprecedented progress has been made in reducing
maternal and child mortality and in the fight against infectious diseases, even though
several global and many country MDG targets were not met. The unfinished agenda
needs to be addressed, but more importantly the dramatic progress paves the way
for more ambitious achievements by 2030. Similarly important is addressing other
significant, ongoing public health challenges that were left out of the MDGs altogether,
Dr Margaret Chan notable among them the challenges of acute epidemic diseases, disasters and conflict
Director-General o situations, the burgeoning epidemic of noncommunicable diseases and mental health
World Health Organization disorders and large inequalities in all parts of the world.

The SDGs address many of these issues head on, setting a new health goal (“Ensure healthy lives and promote well-being
for all at all ages”) with a broad set of targets. The SDGs also significantly broaden the scope of action with 17 goals,
covering a wide range of human activity across the three sustainable development dimensions (economic, social and
environmental): people, planet, prosperity, peace and partnership, the five Ps of the new agenda, an agenda for all countries.

Fundamental to achieving the SDGs will be the recognition that eradicating poverty and inequality, creating inclusive
economic growth, preserving the planet and improving population health are not just linked but interdependent. This has
profound implications for development strategy, many of which will only be revealed as we move forward. But some seem
fairly clear at the outset, including the fact that silo-based, vertical approaches to development will have to give way to
broader, cross-cutting approaches coordinated around and aligned with countries’ needs and priorities.

By taking a more integrated approach to development the SDGs present us with an opportunity to advance, seizing
opportunities to collaborate and exploit synergies. However, there are clearly challenges too. For example, in order to
take on cross-cutting issues, it will be necessary to achieve far greater intersectoral coherence and coordination of effort.
To achieve that end, a new impetus will have to be given to global and regional partnerships and collaborations, with a
focus on country action.

A great deal has been achieved since 2000. However, progress can easily be reversed if we do not maintain our commitment
to making the world a better place for all, leaving no one behind. Key to achieving that vision will be focusing our efforts
intelligently, and setting clear, measurable goals that national governments and development partners can support. In
health the target on universal health coverage (UHC) provides the platform for integrated action across all 13 health targets.
Rather than being seen as one target among many, it is my belief that UHC should be seen as the linchpin of the health
development agenda, not only underpinning a more sustainable approach to the achievement of the other health targets,
but allowing for a balance between them. Relevant to all, it can now be monitored within an accepted framework which
will allow for target setting and measurement of progress. It is, | believe, our way forward. This report is a first step in a
series of actions that | am taking to make WHO fit to fully support the implementation of the SDG agenda.
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ABBREVIATION

ACT artemisinin-based combination therapy

AFR WHO African Region

AIDS acquired immunodeficiency syndrome
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Global Fund Global Fund to Fight AIDS, Tuberculosis and Malaria
GNI gross national income

GOARN Global Outbreak Alert and Response Network
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HCV hepatitis C virus
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HIV human immunodeficiency virus

HLPF High-Level Political Forum

HPV human papillomavirus
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ICT information and communication technologies
IHP+ International Health Partnership and related initiatives
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SARS severe acute respiratory syndrome

SDG Sustainable Development Goal

SEAR WHO South-East Asia Region
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TRIPS Agreement on Trade-Related Aspects of Intellectual Property Rights
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UNAIDS Joint United Nations Programme on HIV//AIDS
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UNODC United Nations Office on Drugs and Crime

USAID United States Agency for International Development
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SUMMARY

This report aims to describe global health in 2015, looking back 15 years at the trends and positive forces during the
Millennium Development Goal (MDG) era and assessing the main challenges for the coming 15 years.

The 2030 Sustainable Development Agenda is of unprecedented scope and ambition, applicable to all countries, and goes
well beyond the MDGs. While poverty eradication, health, education, and food security and nutrition remain priorities,
the Sustainable Development Goals (SDGs) comprise a broad range of economic, social and environmental objectives,
and offer the prospect of more peaceful and inclusive societies.

Progress towards the MDGs, on the whole, has been remarkable, including, for instance, poverty reduction, education
improvements and increased access to safe drinking-water. Progress on the three health goals and targets has also been
considerable. Globally, the HIV, tuberculosis (TB) and malaria epidemics were “turned around”, child mortality and
maternal mortality decreased greatly (53% and 44%, respectively, since 1990), despite falling short of the MDG targets.

During the MDG era, many global progress records were set. The MDGs have gone a long way to changing the way we
think and talk about the world, shaping the international discourse and debate on development, and have also contributed
to major increases in development assistance. However, several limitations of the MDGs have also become apparent,
including a limited focus, resulting in verticalization of health and disease programmes in countries, a lack of attention
to strengthening health systems, the emphasis on a “one-size-fits-all" development planning approach, and a focus on
aggregate targets rather than equity.

The 17 goals and 169 targets, including one specific goal for health with 13 targets, of the new development agenda
integrate the three dimensions of sustainable development around people, planet, prosperity, peace and partnership. The
health goal is broad: “Ensure healthy lives and promote well-being for all at all ages”. Health has a central place as a major
contributor to and beneficiary of sustainable development policies. There are many linkages between the health goal
and other goals and targets, reflecting the integrated approach that is underpinning the SDGs. Universal health coverage
(UHC), one of the 13 health goal targets, provides an overall framework for the implementation of a broad and ambitious
health agenda in all countries.

Monitoring and review of progress will be a critical element of the SDGs. An indicator framework is still being developed
and is scheduled to be adopted in 2016.

FROM MDGs TO SDGs: GENERAL INTRODUCTION 3



On 25 September 2015, the United Nations (UN)
General Assembly adopted the new development agenda
“Transforming our world: the 2030 agenda for sustainable
development”.! The new agenda is of unprecedented
scope and ambition, and applicable to all countries.
The post-2015 framework goes far beyond the MDGs,
which nevertheless provided an important framework for
combatting poverty and promoting development in low-
and middle-income countries during the past 15 years.
While poverty eradication, health as a basic human right,
education, and food security and nutrition remain priorities,
the SDGs comprise a broad range of economic, social and
environmental objectives, as well as offering the promise
of more peaceful and inclusive societies. The 17 goals and
169 targets, including one specific goal for health with 13
targets, have many linkages and cross-cutting elements,
reflecting the integrated approach that underpins the SDGs.

This report aims to describe global health in 2015, looking
back 15 years at the trends and positive forces during the
MDG era and assessing the main challenges for the coming
15 years. The following chapter describes the context,
including population and epidemiological changes, and
the economic, social and environmental determinants of
health. The subsequent six chapters present the trends and
challenges for the main health areas that are prominent in
the health goal of the SDGs: UHC; reproductive, maternal,
newborn, child and adolescent health; infectious diseases;
noncommunicable diseases (NCDs); mental health and
substance abuse; and injuries and violence. Some chapters
cover multiple health targets and, where relevant, refer to
SDG targets that are in other goals. The final chapter reflects
on the implications of the SDG for health.

Each chapter summarizes the achievements and progress
towards the health-related MDGs since 2000, or trends
in areas that were not prioritized in the MDGs. Key
factors that have contributed to the success of the past
15 years are identified, ranging from country actions to
global partnerships, funding increases and scale-up of
new interventions. The major challenges for health in 2015
and the next 15 years are also summarized. The last part
of each chapter puts together the strategic priorities as
defined in the SDG targets, and links those to World Health
Organization (WHOQO) resolutions, global action plans and
other critical strategic documents. For many areas, the
World Health Assembly has already laid out what countries
and the international community should prioritize to make
significant progress towards the new SDG targets. In many
other areas, the SDGs offer a new, broader and integrated
perspective that needs further concretization and impetus
in regard to UHC and intersectoral approaches.

This introductory chapter starts with a brief review of the
general health-related MDG achievements, strengths and
limitations. The second part describes the health-related
SDG targets, including how health is reflected in other goals
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and targets, and discusses how the monitoring of progress
towards the health-related SDG can be accomplished.

In September 2000, the UN General Assembly adopted the
Millennium Declaration, establishing a global partnership
of countries and development partners committed to eight
voluntary development goals, to be achieved by 2015.
Representing ambitious moral and practical commitments,
the MDGs? called for action to: (1) eradicate extreme
poverty and hunger; (2) achieve universal primary
education; (3) promote gender equality and empower
women; (4) reduce child mortality; (5) improve maternal
health; (6) combat HIV/AIDS, malaria and other diseases;
(7) ensure environmental sustainability; and (8) develop
a global partnership for development. Three of the eight
MDGs are focused on health, while health is also a
component of several other MDGs (nutrition, water and
sanitation).?

There has been unprecedented mobilization of resources
around MDG-related activities across a wide spectrum
of global and national initiatives and the development
community has convened on a regular basis to assess
progress. Major global events related to the MDGs include:
the 2001 and 2011 UN special sessions on HIV/AIDS,
convened to intensify international activity to fight the
epidemic;* the 2005 World Summit,®> which reaffirmed the
commitments to the Millennium Declaration; the 2008
high-level event at the UN in New York,® at which there
was a call to accelerate progress towards the MDGs;
the 2010 Millennium Development Goals Summit, which
concluded with the adoption of a Global Action Plan and
the announcement of multiple initiatives against poverty,
hunger and disease, as well as initiatives designed to
accelerate progress on women's and children’s health, and
at which specific MDG-related commitments were made
by countries and others;” and, most recently, the 2013
UN special event to follow up on MDG-related efforts.®
Many regional and country events have also been held to
review progress and make new commitments.

The MDGs have gone a long way to changing the way we
think and talk about the world, shaping the international
discourse and debate on development, and stimulating
popular awareness of moral imperatives such as achieving
gender equality and ending poverty and starvation.
The MDGs have also contributed to major increases in
development assistance,®2'° as evidenced by the 66% jump
in official development assistance (ODA, in real terms)
between 2000 and 2014 when it reached an unprecedented
US$ 135 billion.* More aid has flowed into education and
public health, while also being directed towards poorer
countries to supplement the increases in domestically



sourced development finance." The influence on donor
policies and practices and - more variably - on governments
in the developing world, has been considerable.”” For
instance, the MDGs (specifically MDG 6) were integral
considerations in the policy formation of the Global Fund to
Fight AIDS, Tuberculosis and Malaria (Global Fund), which
was created in 2002.

Tracking progress towards the MDGs has required a
significant investment in measuring the 60 key indicators
which are used to monitor the 8 MDGs and their 21 targets.
Annual progress reports are produced by the Inter-agency
and Expert Group (IAEG) on MDG indicators, coordinated
by the UN Statistics Division, and based on the contributions
of technical agencies.? In 2008, the World Health Assembly
called for regular monitoring of progress towards the health

Table 1.1
Global and WHO regional status of the health-related MDGs

MDGs"™ and has conducted annual reviews of progress
since 2009, based on a report prepared by the Secretariat
derived from the WHO annual statistical overview and
WHO Global Health Observatory data."*'

Health in the MDG: achievements

Progress towards the MDGs has, on the whole, been
remarkable. With regard to extreme poverty, for example,
the number of people living on less than US$ 1.25 per
day has declined by more than half, from 1.9 billion in
1990 to 836 million in 2015. Similarly, the proportion
of undernourished people in the developing regions has
fallen from 23% in 1990-1992 to 13% in 2014-2016. The
child undernutrition indicator target has almost been met
(Table 1.1).

mm Met or on track Half way Insufficient progress
Target | Global AFR
Target 1.C
Halve, between 1990 and 2015, the Percent reduction in proportion of underweight 50 4
proportion of people who suffer from children under-five years of age, 1990-2015
hunger
Percent reduction in under-five mortality 67
rate, 1990-2015
Target 4.A
Reduce by two thirds, between 1990 and
2015, the under-five mortality rate
Measles immunization coverage among 90
one-year-olds® (%), 2014
Percent reduction in maternal mortality 75
ratio, 1990-2015
Target 5.A
Reduce by three quarters, between 1990
and 2015, the maternal mortality ratio
Births attended by skilled health personnel® %0
(%), 2013
Antenatal care coverage (%): at least one 100
visit, 2013
Target 5.B
Achieve, by 2015, universal access to
reproductive health
Unmet need for family planning (%), 2015 0
Target 6.A
Have halted by 2015 and begun to reverse | Percent reduction in HIV incidence, 2000-2014 >0
the spread of HIV/AIDS
Percent reduction in incidence of malaria, -0
Target 6.C 2000-2015
Have halted by 2015 and begun to reverse
the incidence of malaria and other major
diseases Percent reduction in incidence of tuberculosis, | _o
1990-2014
Percent reduction in proportion of population
without access to improved drinking-water 50
Target 7.C sources, 1990-2015
Halve, by 2015, the proportion of people
without sustainable access to safe e . .
drinking-water Percent reduction in proportion of population
without access to improved sanitation, 50

1990-2015

AFR, African Region; AMR, Region of the Americas; SEAR, South-East Asia Region; EUR, European Region; EMR, Eastern Mediterranean Region; WPR, Western Pacific Region.

2Target for measles immunization coverage was set by the World Health Assembly.

"Target for births attended by skilled health personnel was set by the International Conference on Population and Development.
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Significant progress has also been achieved with regard to
education, with the primary school net enrolment rate in
the developing regions reaching 91% in 2015, up from 83%
in 2000. Many more girls are now in school compared to
15 years ago, with developing regions as a whole having
achieved the target to eliminate gender disparity in primary,
secondary and tertiary education, which is likely to yield
considerable maternal and child health benefits.

Major progress has been made on water and sanitation,
which has a significant impact on the transmission of
infectious diseases. In 2015, 91% of the global population is
using an improved drinking-water source, compared to 76%
in 1990, thus meeting the MDG target, while the proportion
of people practising open defecation has fallen almost by
half. Globally, 147 countries have met the drinking-water
target, 95 countries have met the sanitation target and 77
countries have met both.

Progress on the specific health-related goals and targets,
MDG 4, MDG 5 and MDG 6, has also been encouraging
(see chapters 4 and 5). Globally, the HIV, TB and malaria
MDG targets have been met. Child mortality has fallen by
53% and maternal mortality by 43%. Even though this
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is a cause for celebration, both declines fall well short
of the MDG targets of two thirds and three quarters
reductions from the 1990 levels. Regional progress has
also been uneven, as can be seen in Table 1.1, and substantial
inequalities remain within and across countries.” More
detailed assessments of the progress made are provided
in chapters 5 and 6.

Strengths and limitations of the MDGs

The MDGs have been more influential than any other
attempt at international target setting in the field of
development. The rapid acceleration of global progress
towards the poverty reduction, gender, health and education
goals since 2000, and particularly since 2005, is just one
example of their beneficial impact. The adoption of a simple,
clear and time-bound framework that is compelling, easy
to communicate and measurable has been one of the
MDGs' great strengths, encouraging donor governments,
international agencies and country decision-makers to focus
attention on areas of need, and to measure the results of
initiatives undertaken. And while it is hard to isolate specific
causal effects, it seems reasonable to suppose that the
intensity of focus (and investment) has been a key driver of
innovation, enabling the scale-up of new interventions, such
as antiretroviral therapy (ART), long-lasting insecticidal
nets (LLINs), artemisinin-based combination therapies
(ACTs), vaccines against pneumonia and diarrhoeal disease,
and new and better diagnostic tests for multiple diseases.

The emphasis on measuring results has also had a positive
impact on country data systems. A good example is the
improvement in country data availability for a subset of 22
official MDG indicators between 2003 and 2014.2 While
in 2003, only 2% of developing countries had at least two
data points for 16 or more of the 22 indicators, by 2014 this
figure had reached 79%, reflecting the increased capacity
of national statistical systems to address monitoring
requirements. Development partners played an important
role in boosting monitoring capacity, most successfully by
providing long-term support to national health surveys,
especially the United Nations Children’s Fund (UNICEF) and
the United States Agency for International Development
(USAID). These surveys, mostly conducted by national
statistical offices in collaboration with ministries of health,
also generated data on inequalities in health, especially for
reproductive, maternal and child health indicators.”®® One
important benefit of increased monitoring was highlighting
the importance of accountability involving a cyclical process
of monitoring, review and remedial action. The importance
of accountability has been underlined at all levels through,
for instance, the recommendations of the Commission on
Information and Accountability for Women's and Children’s
Health, and has not only improved monitoring, but is
also gradually leading to more inclusive and transparent
reviews of progress involving civil society, politicians and
the media.?®?!



Despite their overall success, the MDGs have not achieved
unanimous approval 8222324 For example, it has been pointed
out that despite their pro-poor focus, the MDGs have,
by employing almost exclusively aggregate targets and
indicators, glossed over within-country inequalities, thereby
undermining efforts required to improve conditions for the
poorest and hardest-to-reach populations. Figure 1.1 offers
an example of such disparities, showing the significant
differences in mortality in children under five living in the
poorest and richest households, children whose mothers
were the least educated compared with the most educated,
and between those living in urban compared with rural areas
in 49 countries.

Figure 1.1
Under-five mortality in low- and middle-income countries® by multiple dimensions of
inequality, 2005-2012%
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The MDG framework has also been criticized for focusing
attention and resources on the attainment of particular
goals at the expense of others. This is, of course, in the
nature of focusing, but the criticism raises important issues
nonetheless. The focusing “problem” has been particularly
apparent with regard to the health goals, where resources
and effort have been directed at strengthening certain
disease-specific or “vertical” programmes, often at the
expense of broader, cross-cutting investments in health
systems that can deal with all health issues in a more
integrated manner. This emphasis on vertical approaches
has often resulted in separate strategic plans, monitoring
mechanisms, funding streams and implementation
efforts, with only limited investment in harmonization
and alignment across programmes. The MDGs focused
on the ends (health outcomes), without offering major
incentives to invest in the more broad-based means - i.e.
health systems. This has often led to major progress in
MDG health indicators, while leaving major deficiencies in
health systems as a whole, such as weak country capacity
to respond to challenges, for example infectious disease
outbreaks (the West Africa Ebola epidemic is an obvious
example) or a rapidly increasing burden of NCDs.

Doubts have also been expressed about the purposes
to which the MDGs have sometimes been put. For
example, the MDGs have been applied as one-size-fits-all
development planning instruments with targets that every
country can meet, even though the MDGs were never
meant as targets for individual countries. Global targets
are less useful for countries with a low starting point or in
conflict situations. A greater degree of realism about each
country's ability to attain them would have helped guide
national policy development in certain instances.

On 25 September 2015, the UN General Assembly adopted
the new development agenda “Transforming our world: the
2030 agenda for sustainable development”! The agenda
builds upon the outcome document of the UN Conference
on Sustainable Development (Rio+20 conference),?® which
took place in June 2012 and led to the establishment of
the Open Working Group on SDGs, a group of Member
States tasked with preparing a proposal on the SDGs. The
Open Working Group proposal was welcomed by the UN
General Assembly in September 2014 and became the
principal guideline for integrating SDGs into the post-
2015 development agenda.”’ Further intergovernmental
negotiation processes resulted in the final document for
the Sixty-ninth UN General Assembly in 2014, which also
included the outcomes of major global meetings such as the
Sendai Framework for Disaster Risk Reduction 2015-2030%%
and the Addis Ababa Action Agenda,”® as well as inputs
such as the synthesis report of the Secretary-General on
the post-2015 agenda, “The road to dignity: ending poverty,
transforming all lives and protecting the planet”, published
in December 2014.2°

The 17 goals (Table 1.2) of the new development agenda
integrate all three dimensions of sustainable development
(economic, social and environmental) around the themes of
people, planet, prosperity, peace and partnership. The SDGs
seek to continue to prioritize the fight against poverty and
hunger, while also focusing on human rights for all, and the
empowerment of women and girls as part of the push to
achieve gender equality. They also build upon, and extend,
the MDGs in order to tackle the “unfinished business”
of the MDG era. The SDGs recognize that eradicating
poverty and inequality, creating inclusive economic
growth and preserving the planet are inextricably linked,
not only to each other, but also to population health; and
that the relationships between each of these elements
are dynamic and reciprocal. For example, with regard to
health, a fundamental assumption of the SDGs is that
health is a major contributor and beneficiary of sustainable
development policies.”®
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Table 1.2
The 17 SDGs

1 End poverty in all its forms everywhere

2 End hunger, achieve food security and improved nutrition and promote sustainable
agriculture

3 Ensure healthy lives and promote well-being for all at all ages

S

Ensure inclusive and equitable quality education and promote lifelong learning
opportunities for all

Achieve gender equality and empower all women and girls

Ensure availability and sustainable management of water and sanitation for all

Ensure access to affordable, reliable, sustainable and modern energy for all

0 N oo

Promote sustained, inclusive and sustainable economic growth, full and productive
employment and decent work for all

9 Build resilient infrastructure, promote inclusive and sustainable industrialization
and foster innovation

10 Reduce inequality within and among countries

11 Make cities and human settlements inclusive, safe, resilient and sustainable

12  Ensure sustainable consumption and production patterns

13 Take urgent action to combat climate change and its impacts?

14 Conserve and sustainably use the oceans, seas and marine resources for
sustainable development

15  Protect, restore and promote sustainable use of terrestrial ecosystems, sustainably
manage forests, combat desertification, and halt and reverse land degradation
and halt biodiversity loss

16  Promote peaceful and inclusive societies for sustainable development, provide
access to justice for all and build effective, accountable and inclusive institutions
at all levels

17  Strengthen the means of implementation and revitalize the global partnership
for sustainable development

@ Acknowledging that the United Nations Framework Convention on Climate Change is
the primary international, intergovernmental forum for negotiating the global response
to climate change.

The SDGs aim to be universal, integrated and interrelated
in nature. In order to take on such a wide range of cross-
cutting issues, it will be necessary to achieve far greater
intersectoral coherence, integration and coordination of
efforts than has hitherto been in evidence. A revitalized
global partnership for sustainable development, based on
a spirit of strengthened global solidarity, informed by a
readiness to reach across sectors and guided by clear and
measurable objectives will be critical for the mobilization
of the means required to implement the SDG agenda,
focused particularly on the needs of the poorest and most
vulnerable.

The health goal

Paragraph 26 of the 2030 agenda for sustainable
development addresses health as follows:!

To promote physical and mental health and well-
being, and to extend life expectancy for all, we must
achieve universal health coverage and access to
quality health care. No one must be left behind. We
commit to accelerating the progress made to date in
reducing newborn, child and maternal mortality by
ending all such preventable deaths before 2030. We
are committed to ensuring universal access to sexual
and reproductive health-care services, including
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for family planning, information and education.
We will equally accelerate the pace of progress
made in fighting malaria, HIV/AIDS, tuberculosis,
hepatitis, Ebola and other communicable diseases
and epidemics, including by addressing growing anti-
microbial resistance and the problem of unattended
diseases affecting developing countries. We are
committed to the prevention and treatment of non-
communicable diseases, including behavioural,
developmental and neurological disorders, which
constitute a major challenge for sustainable
development.

One of the 17 goals has been devoted specifically to health,
and is framed in deliberately broad terms that are relevant
to all countries and all populations: “Ensure healthy lives
and promote well-being for all at all ages”. The health
goal is associated with 13 targets, including four means
of implementation targets labelled 3.a to 3.d. Overall, the
SDGs have 169 targets.

Even though the 2030 agenda refers several times to
the term “human right(s)" (rights to development, self-
determination, an adequate standard of living, food, water
and sanitation, good governance, and the rule of law), it
does not specifically mention that health is a human right.

Table 1.3
Health targets in SDG 3

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

3.2 By 2030, end preventable deaths of newborns and children under five years of
age, with all countries aiming to reduce neonatal mortality to at least as low
as 12 per 1000 live births and under-five mortality to at least as low as 25 per
1000 live births

3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical
diseases and combat hepatitis, waterborne diseases and other communicable
diseases

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

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

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

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

3.8  Achieve universal health coverage, including financial risk protection, access to
quality essential health-care services and access to safe, effective, quality and
affordable essential medicines and vaccines for all

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

3.a  Strengthen the implementation of the World Health Organization Framework
Convention on Tobacco Control in all countries, as appropriate

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

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

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




The 13 targets that underpin the broad health goal are shown
in Table 1.3. It is noted that the MDG goals on maternal
mortality (3.1), child mortality (3.2) and infectious diseases
(3.3) have been retained in the SDG framework, augmented
by new and more ambitious targets for 2030, and expanded
to include neonatal mortality and more infectious diseases
such as hepatitis and waterborne diseases. The targets on
access to sexual and reproductive health-care services (3.7)
and access to vaccines and medicines (3.b) are also closely
related to the MDG targets. Sexual and reproductive rights
are addressed under MDG 5 on gender equality.

The SDGs include new targets on NCDs and mental health
(3.4), substance abuse (3.5), injuries (3.6), health impact
from hazardous chemicals, water and soil pollution and
contamination (3.9) and the implementation of the WHO
Framework Convention on Tobacco Control (WHO FCTC)
(3.2). Target 3.d addresses reducing and managing national
and global health risks, and health financing and health
workforce issues in least-developed countries and small
island developing states are addressed by Target 3.c.

UHC is also a new target (3.8), which provides an overall
framework for the implementation of a broad and ambitious
agenda in all countries. UHC is the only target that cuts
across all targets of the health goals, as well as addresses
linkages with health-related targets in the other goals. The
issue of UHC in the SDGs is addressed in Chapter 3 where
its importance for all health targets, including notably
targets for NCDs, is outlined. A simple framework for
organizing the health targets in a logical manner is proposed
in Chapter 9.

Health in other goals

Health is linked to many of the non-health goals, reflecting
the fact that health affects, and is in turn affected by,
many economic, social and environmental determinants.
Progress in health is dependent on economic, social and
environmental progress. Well over a dozen targets in other
goals can be considered health-related and should be given
special attention in strategies, policies and plans to achieve
the health goal and in monitoring progress (Table 1.4). Goal
17 is about means of implementation and links to the four
means of implementation targets of the health goal.

One of the strengths of the SDGs is the breadth of their
embrace,® which seeks to encompass communicable
diseases, NCDs and injuries as well as determinants of
health such as increasing urbanization, pollution and
climate change. The SDG agenda emphasizes the close links
between health and sustainable development. Health policy
can contribute to sustainable development and poverty
reduction if people have access to the information and
services they need to promote and protect their health and
are protected from catastrophic expenditure when they fall ill.
Sustainable development, in turn, limits the adverse impacts

Table 1.4
Examples of targets in other goals linked to the health SDG 3

1.3 Implement nationally appropriate social protection systems and measures
for all, including floors, and by 2030 achieve substantial coverage of the poor
and the vulnerable

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

4.2 By 2030, ensure that all girls and boys have access to quality early childhood
development, care and pre-primary education so that they are ready for
primary education

4.a Build and upgrade education facilities that are child, disability and gender
sensitive and provide safe, non-violent, inclusive and effective learning
environments for all

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

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

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

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

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

6.3 By 2030, improve water quality by reducing pollution, eliminating dumping
and minimizing release of hazardous chemicals and materials, halving the
proportion of untreated wastewater and substantially increasing recycling
and safe reuse globally

10.4  Adopt policies, especially fiscal, wage and social protection policies, and
progressively achieve greater equality

11.5 By 2030, significantly reduce the number of deaths and the number of people
affected and substantially decrease the direct economic losses relative to
global gross domestic product caused by disasters, including water-related
disasters, with a focus on protecting the poor and people in vulnerable situations

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

16.2  End abuse, exploitation, trafficking and all forms of violence against and
torture of children

16.6  Develop effective, accountable and transparent institutions at all levels

16.9 By 2030, provide legal identity for all, including birth registration

17.18 By 2020, enhance capacity-building support to developing countries, including
for least-developed countries and small island developing States, to increase
significantly the availability of high-quality, timely and reliable data disaggregated
by income, gender, age, race, ethnicity, migratory status, disability, geographic
location and other characteristics relevant in national contexts

of environmental degradation and climate change, which
have the highest relative impact on the poorest countries
and the least healthy and poorest groups within countries.

Policies made in all sectors can have a profound effect on
population health and health equity. The health of people is
not solely a health sector responsibility; it is also impacted
by issues such as transport, agriculture, housing, trade
and foreign policy. To address the multisectoral nature of
health determinants requires the political will to engage
the whole of government in health. The health sector
should promote “Health in All Policies”, an approach to
public policies across sectors that systematically takes
into account the health implications of decisions, seeks
synergies and avoids harmful health impacts in order to
improve population health and health equity and address
the social determinants of health.3233
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Follow-up and review

Tracking progress has been vital in maintaining momentum
of the MDGs, as well as in identifying areas requiring greater
efforts. It will be no less important in the context of the
SDGs. The SDG declaration pays considerable attention
to the systematic follow-up and review of implementation
at national, regional and global levels. Globally, the High
Level Political Forum on Sustainable Development will play
a critical role in overseeing a network of review processes.
The reviews will be informed by an annual report prepared
by the UN Secretary-General in cooperation with the UN
system.

Follow-up and review processes will be voluntary and
country-led. The SDG resolution states that national
governments should “set their own national targets guided
by the global level of ambition but taking into account
national circumstances”.! How this will actually be done
and what, for instance, the role of regional and global
mechanisms will have to be worked out as part of the
indicator framework.

The UN Statistical Commission will provide a proposal
for a global indicator framework (and associated global
and universal indicators) by March 2016 for subsequent
adoption by the Economic and Social Council of the UN
General Assembly.?* Monitoring the progress of the 17
SDGs and their 169 targets will be a challenge, given the
sheer number of targets and indicators. Furthermore, some
of the new goals and targets have little track record in terms
of data and monitoring.

Among the health agencies and countries, there is
considerable agreement around the key indicators
which should be selected from the existing, well-tested
indicators, included in the Global Reference List of 100 Core
Indicators.® However, less-established indicators may be
required in some targets. One of the biggest challenges
faced in developing meaningful indicators is the lack of data
in many countries, even for well-established indicators such
as those used to monitor cause-specific mortality. Domestic
and international investments in robust health information
and statistical systems, including civil registration and vital
statistics systems, are thus urgently required.®®

As the lead agency for the health SDGs, WHO should
provide Member States with detailed annual updates of
progress and inform the overall SDG monitoring process,
coordinated by the United Nations Statistics Division, with
regular updates on a small set of core indicators. Optimal
fulfilment of this task will depend on close collaboration
with other agencies such as UNICEF, the United Nations
Office on Drugs and Crime (UNODC), the United Nations
Population Fund (UNFPA) and the World Bank. The SDG
health and health-related targets are closely related to
many of the targets that have been adopted by the WHO
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Member States in the World Health Assembly (WHA).
Dozens of targets already exist that correspond to the SDG
health targets, and while some SDG health targets do not
yet have corresponding, specific WHA health targets, the
general adoption of the SDG framework makes these targets
relevant for the WHA.

Monitoring the overarching health goal

There is a need to monitor the SDGs at the goal level. The
overall health SDG is to, “Ensure healthy lives and promote
well-being for all at all ages”. WHO has considered several
overarching indicators that might serve to monitor that
goal, including life expectancy, number of deaths before age
70, and healthy life expectancy.?”*® If it could be measured
reliably, healthy life expectancy would be a suitable single
indicator that captures both mortality and years of life
lived in less than good health (i.e. with a disability). There is
increasing interest in the accurate measurement of health,
disability and well-being, especially given the context of
ageing populations and the growing prominence of chronic
diseases as causes of disability and premature mortality.
There is some evidence that life expectancy in high-income
countries is increasing faster than healthy life expectancy.
The monitoring efforts being undertaken in the European
Union are interesting in this regard, setting a target for
Members States of achieving an additional two healthy
life years by 2020.3°° However, while many attempts
have been made to measure population health status in
addition to the underlying causes of declines in health,
challenges remain with regard to the availability of data
on population level functional status that are comparable
over time and across populations and collected through
regular surveys.*4?

Despite the large gaps in coverage of global mortality
information systems, mortality is more amenable to
accurate measurement than disease or disability. Several
cause-specific mortality targets are proposed for the
post-2015 agenda, many focusing on reducing or ending
“preventable” deaths.”® Life expectancy is an attractive
summary measure of mortality rates at all ages, and all
health and health-related programmes contribute to it.
Box 1.1 shows the dramatic improvements observed in life
expectancy during the MDG era. WHO has estimated that
achievement of the major SDG health targets for child,
maternal, infectious diseases and NCDs would result in an
increase of global average life expectancy of around four
years by 2030. The gap between high- and low-income
countries would narrow from around 17.5 years in 2015 to
around 13-14 years. "

Also worthy of consideration is a proposal for a measure
of premature mortality with a target of reducing the
number of deaths before age 70 by 40% by 2030 globally
and in every country.** Countries at different stages of
development could achieve such gains by bringing down



Box 1.1
Life expectancy improvements during the MDG era

Overall trends in life expectancy at birth provide one partial, but important, summary
of the health improvements since 1990 (Figure 1.2). Life expectancy increased at a
faster rate in most regions from 2000 onwards and, overall, there was a global increase
of 6.8 years in life expectancy from 1990 to 2015, with even larger increases of 9.3
years in the African Region and the South-East Asia Region. This corresponds to an
average increase in global life expectancy at birth of 2.7 years per decade, which is
faster than the increases in today’s high-income countries over the past century.
The gap between African life expectancy and European life expectancy has narrowed
by four years in the MDG period.

Figure 1.2
Trends in average life expectancy at birth, by WHO region and globally,
1990-2015%
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All major causes of deaths contributed to these huge gains. For instance, WHO
calculations indicate that compared to the numbers of deaths in 2012 that would have
been expected if death rates in 2000 had applied, there were 42% fewer maternal
and child deaths, 36% fewer deaths due to HIV, TB and malaria and around 7% fewer
due to other causes, including the main NCDs and injuries.

mortality due to HIV, malaria, TB or child mortality or NCD
deaths between ages 30 and 70 - depending on their
relevant priorities. A 40% reduction in premature mortality
by 2030 would be achievable by: averting two thirds of
maternal and child deaths; two thirds of HIV, TB and malaria
deaths; one third of premature deaths from NCDs; and one
third of deaths from other causes (other communicable
diseases, undernutrition and injuries). These challenging
subtargets would halve under-50 deaths, avert one third
of the (mainly NCD) deaths at ages 50-69, and so prevent
40% of under-70 deaths. Such a reduction would result in
a global increase in life expectancy of five years, assuming
mortality rates at age 70 and over also decline, as projected
by WHO. Concerted action to reduce NCD deaths before
age 70 is likely to also reduce NCD death rates for people
age 70 and over.

The “promote well-being” component of the overall health
SDG also presents an interesting monitoring challenge, as
does health Target 3.5, which refers to “promote mental
health and well-being”. While health and self-reported
well-being are intricately related (health status is a critical
determinant of subjective well-being, for example) they
are not synonymous.*484%30 Measurement of self-reported
well-being shares many of problems encountered in the
measurement of non-fatal health outcomes. The field of
measuring subjective well-being is rapidly expanding and
distinguishes different aspects including: (i) evaluative life

satisfaction: a reflective assessment on a person’s life or
some specific aspect of it; (ii) affective or hedonic: a person’s
feelings or emotional states, typically measured with
reference to a particular point in time; and (iii) eudemonic:
a sense of meaning and purpose in life, autonomy and
self-realization.” It may, however, be too early to adopt an
indicator as part of the SDG monitoring.

Monitoring equity

Equity is at the heart of the SDGs, which are founded on
the concept of “leaving no one behind”. The overall health
SDG calls for healthy lives for all at all ages, positioning
equity as a core, cross-cutting theme, while SDG 10 calls
for the reduction of inequality within and among countries,
and Target 3.8 calls for the establishment of UHC, founded
on the principle of equal access to health without risk of
financial hardship. A movement towards equity in health
depends, at least in part, on strong health and health
financing information systems that collect disaggregated
data about all health areas and health expenditures. This
fact is recognized in Target 17.8, which calls for efforts to
build capacity to enable data disaggregation by a number
of stratifying factors, including income, gender, age, race,
ethnicity, etc. Disaggregated data enable policy-makers
to identify vulnerable populations and direct resources
accordingly.

MDGs were focused on national progress and on specific
populations, notably mothers and children and people
affected by HIV, TB and malaria. In contrast, the health
SDGs address health and well-being at all ages, including
in newborns and children, adolescents, adult women and
men, and older persons. Not only is the goal to be monitored
much broader, but it is also extended over time, and will thus
require a comprehensive, life course approach. Needless to
say, such an approach will also be relevant in monitoring
progress towards UHC.
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SUMMARY

The SDGs position health as a key feature of human development in a more integrated manner than was the case for the
MDGs, emphasizing the fact that social, economic and environmental factors influence health and health inequalities and,
in turn, benefit from a healthy population.

Major population trends impact health. Fertility rates have fallen substantially almost everywhere, but still remain high
in the African Region. Close to 40% of the population growth in 2015-2030 will come from Africa, and more than one
quarter of the world's children will live there by 2030. The population aged 60 and over will increase by 50% in the SDG
era. This presents many opportunities but will also challenge existing social norms, require a re-aligning of health systems
and challenge countries to provide sustainable social security and long-term care. By 2030, 60% of the world's population
will live in urban areas.

Poverty eradication is still a priority. The world attained the MDG target - to cut the 1990 poverty rate in half by 2015 - in
2010. Despite positive trends, one in seven people in developing regions still lives on less than US$ 1.25 per day. In sub-
Saharan Africa, more than 40% of the population still live in extreme poverty in 2015.

In 2013, total health spending reached US$ 7.35 trillion, more than double the amount spent in 2000. Development
assistance for health increased dramatically since 2000, but is now flattening and likely to become less prominent in the
SDG era. The greatest need - as well as the focus of much traditional development finance - will become increasingly
concentrated in the world's most unstable and fragile countries.

Gender inequalities in education, employment and civil liberties not only deprive women of basic freedoms and violate
their human rights, but also negatively affect health and development outcomes for societies as a whole. The SDGs expand
the focus on gender equity across a range of goals, including health. The right to health has been re-emphasized in terms
of the achievement of UHC, but is also closely linked to the realization of other human rights, particularly for women and
vulnerable groups such as migrants and people with disabilities.

Education is strongly linked to better health and the MDG goal of universal primary education has been broadened with
10 SDG targets addressing all sectors of education. Just over half of countries achieved the MDG goal, and 70% have
achieved gender parity for primary education, but fewer than half have achieved parity for the secondary level.

Environmental sustainability is a central concern of the SDGs and is addressed in goals for water and sanitation, energy,
cities and climate change. Climate change will have increasing consequences for health, ranging from the immediate
impact of extreme weather events, to the longer term impacts of droughts and desertification on food production and
malnutrition, and the increased spread of infectious disease vectors for malaria and dengue. The poorest and most
vulnerable populations are likely to be affected most.
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Health is central to human development, both as an
inalienable right in and of itself and as a key contributor
to the growth and development of communities and
societies. Health was central to the MDGs, and in the SDGs
is positioned as a key feature of human development in a
more integrated manner. One SDG is specifically focused
on health and several others incorporate actions to improve
health and to address its broader social, environmental
and economic determinants. These determinants have
an impact on health and, in turn, benefit from a healthy
population.

While health is still considered an important factor for
development, it now finds its place alongside many more
development priorities than was the case during the MDG
era. This reflects a number of new and growing challenges,
including: (i) rising inequalities within and between states;
(ii) profound demographic and epidemiological changes;
(iii) spiralling conflict, violence and extremism:; (iv) increased
migratory flows; (v) depletion of natural resources;
(vi) adverse impacts of environmental degradation; and
(vii) the prospect of irreversible climate change. Needless
to say, all of these challenges have profound implications for
health, and the SDGs that seek to address them have health
concerns woven into their fabric (Table 1.3). This chapter
examines the principal trends, determinants and risks that
impact health, including:

* population trends, including fertility decline and
population growth, changing population structure and
ageing, migration and urbanization;

* economic and development trends, including poverty
eradication and equity, globalization and trade, and
financing for development;

* social determinants such as gender, education and
income;

* human rights and equity;

* environmental determinants and other risks, including
climate change.

In each section, a brief overview is provided on how these
determinants are reflected in the SDGs, and the possible
implications for health actions in the coming 15 years are
outlined.

POPULATION TRENDS

Demographic trends fundamentally influence countries’
economic, social and health conditions. Population growth,
changes in fertility rates, and population structure, all have
a profound influence, as do migration, which is increasingly
a cross-border issue, and growing urbanization, which
may spur economic growth, but also puts strains on food
and water resources. The SDGs are more explicit about
population issues than the MDGs. The SDGs outcome
document references the Programme of Action of the
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International Conference on Population and Development
and the Beijing Platform for Action," and Target 5.6 refers
directly to this programme of action, calling for efforts
to: "Ensure universal access to sexual and reproductive
health and reproductive rights..."”. There is one goal on cities
(Goal 11: Make cities and human settlements inclusive, safe,
resilient and sustainable) that addresses the challenges
of rapid urbanization, and two targets specifically refer to
migrants (SDG Targets 8.8 and 10.7).

Fertility and population growth

Fertility rates are falling globally and, as a consequence,
population growth is slowing almost everywhere except
Africa. In mid-2015, the world population reached 7.3
billion people - almost a tripling of the population in 1950
- of which 60% lives in Asia. Even as population growth
rates continue to slow, the world population is projected
to reach 8.5 billion by 2030.? Close to 40% of the growth
in 2015-2030 will come from the African Region (Figure
2.1). The parts of the world where populations are growing
fastest are, in many cases, also those most vulnerable to
climate change. Rising populations may exacerbate some
of the consequences of global warming, such as water
shortages, mass migration and declining food yields.

Figure 2.1
World population by region, 1950-2050%*
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Between 1990 and 2015, the average expected number
of children per woman (total fertility rate) fell close to
or below replacement level (2.1 children) in all regions
except the African Region and the Eastern Mediterranean
Region (Figure 2.2). The fertility rate is now at or below
replacement level in 44% of countries, including Brazil,
China, the Russian Federation and the United States of
America. The total fertility rate for the African Region is
projected to remain high until after 2030.7

Projections indicate that approximately 2.1 billion babies
will be born worldwide during 2015-2030, an increase of
almost 3% of the total number of births in the previous 15
year period. Half of these babies will be born in Asia and
one third in Africa. Over the same period, the total number



Figure 2.2
Trends in fertility by region, 1990-2030%*
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of women of reproductive age is projected to increase by
9% and reach 2.0 billion in 2030. Even though the average
births per woman is projected to decline in Africa, the
number of reproductive age women is projected to increase
by 47% by 2030, which vyields a projected increase in
numbers of births of 24%.?

High fertility has multiple consequences for health and
health-related issues. Continued rapid population growth in
low- and lower-middle-income countries, along with higher
fertility rates in the poorest segments of the population,
is likely to make it harder for those countries to eradicate
poverty and inequality, combat hunger and malnutrition,
invest in education and health, improve access to basic
services, plan and develop cities, protect local ecosystems
and promote peaceful and inclusive societies.

Global reproductive, maternal, newborn and child health
programmes will remain focused on Africa and Asia,
which together account for more than four fifths of global
fertility. Especially in Africa, high fertility rates and rising
numbers of women of reproductive age have considerable
implications for the efforts to achieve the SDG targets for
ending preventable child and maternal deaths. Investments
in reproductive health, especially in family planning, are
needed to ensure that all women and men can achieve their
desired family size. In addition, reducing child mortality and
poverty are critical to reducing fertility and accelerating the
demographic and epidemiological transitions.

Interventions before school age have very substantial
benefits for children throughout schooling and life.* The
continued high fertility of Africa makes it more difficult
to implement low-cost but effective early childhood
development interventions for countries with limited
financial and human resources.

For countries in demographic transition, where age
structures change rapidly, a reorientation of the health
sector is critical. For example, in countries where fertility
and mortality levels have fallen, progressively greater
resources need to be committed to adult health and ageing

populations as opposed to maternal and child health and
to infectious diseases. The demographic transition is
accompanied by an epidemiological transition where NCDs,
mental health disorders and injuries become much more
prominent as a cause of death and disability than infectious
diseases. Figure 2.3 shows where countries are in the
epidemiological transition, using years of life lost (YLL) due
to reproductive, maternal, child health and undernutrition
and infectious diseases - the MDG conditions - on the one
hand (y-axis), and NCDs and injuries on the other hand
(x-axis). At the top, there are 22 African countries where
the poverty-related conditions are still responsible for more
than 70% of all YLL. At the other end of this epidemiological
shift, there are 48 countries where NCDs and injury-related
conditions cause at least 90% of all YLL.

The youth bulge

Globally, the total number of young people is at an all-time
high, with 1.8 billion people between the ages of 10 and
24 in 2015 and nearly 2.0 billion projected by 2030. The
number of adolescents and youth between ages 10 and 24
in the African Region will increase from 315 million in 2015
to 453 million in 2030.2

The youth bulge, where a large proportion of the total
population is youths or adolescents between ages 10 and 24
or 15 and 24 (showing a “bulge” in the population pyramid),
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Figure 2.3

Countries at different stages of the epidemiological transition from MDG conditions to NCDs and injuries as the main causes of years of life lost (YLL), 2012°
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has been a common phenomenon in many countries during
the MDG period (Figure 2.4). High fertility and, to a lesser
extent, declines in child mortality are the main causes.
A rapid fertility decline, such as occurred in the Western
Pacific Region, may also give rise to a temporary increase
of the youth bulge. In the African Region, more than 30%
of the population is between ages 10 and 24, and this
proportion will not change much in the coming 15 years.
The youth bulge is projected to decline in the Eastern
Mediterranean Region, although the proportion of the
population between ages 10 and 24 will still be over 30%
in 2030 for several countries, including Afghanistan, Iraq,
Somalia and Yemen.?

In a country with a youth bulge, if most young adults
entering the workforce can find productive employment,
then the level of average income per capita should
increase, producing a "demographic dividend”. However,
if many young people cannot find employment or earn a
satisfactory income, then the youth bulge may become
a potential source of social and political unrest,® while
young people themselves may become more susceptible
to mental disorders such as depression. Globally, the youth
unemployment rate is nearly three times higher than the
adult rate, and highest in the Middle East.’

20 HEALTH IN 20156: FROM MDGs TO SDGs

The prominence of youth in the population and the
importance of improving health behaviours and services for
adolescents needs much more attention in many countries.
This includes extending the improvements in maternal and
child health to adolescents, a focus on health promotion and
preventive measures, and on intersectoral approaches.® For
example, reducing road injuries, the top cause of mortality
in 10-19-year-olds, will require action across a range of
services, from education to transportation. Furthermore,
investing in health during adolescence can have critical
benefits for health throughout the life course, influencing,
for example, behaviours associated with an increased risk
of NCDs.

Figure 2.4
Trends in proportion of youth age 10-24, by region, 1990-2030%*
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Ageing

Populations around the world are rapidly ageing.® These
older populations are a significant human and social
resource, and this demographic transition therefore presents
enormous opportunities to society. However, it will also be
accompanied by a number of serious challenges. Global life
expectancy increased, from 64 to 71 years between 1990
and 2015, an unprecedented rate of increase (see Chapter
1, Box 1.1). The number of people 60 and older reached 901
million in 2015 and will increase by 56% in the SDG era to
around 1.4 billion people in 2030, of whom over 650 million
will be 70 or older.? The dramatic increases will occur in all
regions except the African Region, where a modest increase
can be expected (Figure 2.5). By 2030, 71% of older people
will live in low- and middle-income countries. China will
have almost the same proportion of older people as the
United States.

Figure 2.5
Trends in proportion of population age 60 and older, by region, 1990-2030%**
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Population ageing will increase the proportion of the older
population relative to the younger population, and will
challenge the traditional framing of the life course around a
defined working age, followed by retirement. The projected
trends of the ratio of people over age 65 compared to those
aged 15-64 years show the large differences in population
age structure between regions. During the MDG period, the
ratio increased only slightly or not at all in most developing
regions (Figure 2.6). However, the situation is projected to
change drastically during the SDG period, with substantial
increases in the ratio in all regions except in the African
Region.

Despite the fact that many middle-income countries
and even some low-income countries have expanded
pension coverage through a mix of contributory and non-
contributory schemes, nearly half of all older people do not
receive any form of pension and, for many of those who
do, the level of support is inadequate.”® Large numbers of
older people are entering retirement age in countries where
significant social support systems have yet to be put in

Figure 2.6
Trends in the population age 65 and older as a percentage of the population age
15-64, by region, 1990-20302°
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place. There is thus an urgent need to expand coverage,
both in countries that have yet to put systems in place
and in countries that already have such systems. Clearly,
this presents fiscal challenges. However, inadequate social
protection constitutes a major obstacle to sustainable
development, as it is associated with high and persistent
levels of poverty and inequality.

Declining mortality rates at older ages in the last three
decades suggest that with appropriate interventions it
is possible to sustain longevity gains in all countries."
However, it is not at all clear if these gains in life expectancy
at older ages have been coupled with increasing years
of life gained in good health, mainly because of chronic
NCDs such as musculoskeletal conditions and dementia.”?
A recent analysis shows that patterns of limitations in
functioning vary across countries and within countries
over time to a significant extent, with some suggestion in
high-income countries that subsequent generations may
live longer in better health than those preceding them.”
However, recent studies from high-income countries have
raised questions regarding these health gains, given rises
in obesity and related risk factors in the baby boomer
cohort 167 \While health declines as we grow older, this
fall is even more significant in the oldest group, the most
rapidly growing segment of the older population. The health
status of this group is worse in poorer countries, among
women, those with lower education and those with lower
levels of income across all countries.

The health SDG of ensuring healthy lives and promoting
well-being for all at all ages cannot be achieved without
attention to the health of older adults, which is now
an important agenda for all countries. This will require
major shifts in the way health systems are designed. The
strategy should include a focus on primary prevention as
well as on managing declines in functioning. Poor health
is not an inevitable outcome of ageing, and many of the
health problems that confront older people are associated
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with chronic conditions that can be prevented, delayed
or managed. Increasingly, medicine and technology also
provide assistive devices that compensate for sensory and
motor disabilities. Environmental interventions can ensure
that even those with significant losses in capacity can still
get where they need to go and do what they need to do.

In general, health systems will need to find effective
strategies to extend health care and respond to the needs
of older adults. In order to meet the target on UHC, the
specific needs of older adults, often with complex, multiple
chronic health conditions, will have to be addressed by
health systems.”®" This will also require financial protection
against catastrophic health spending to ensure that health
interventions produce equitably distributed health gains. All
societies also need sustainable models of long-term care
and support that allow everyone to maintain lives of dignity
and meaning, even in the presence of significant losses in
functioning. The number of people requiring long-term care
and support is forecast to double by 2030.°

Migration

We live in an era of great human mobility, with more people
on the move today than ever before. The total number of
international migrants is estimated to be 232 million or
3.2% of the global population for 2013. Half of international
migrants who were born in the developing regions (the
“global South”) moved to the developed regions (the “global
North") in 2013 (Figure 2.7).2°

While no substitute for development, migration can be
a positive force for development when supported by the
right set of policies. For example, migration could help
harmonize the very different economic and demographic
conditions across countries as the world moves towards
its peak population. At the same time, the emigration of
highly skilled workers such as doctors and nurses can have
considerable negative impact.”

Migration could also re-emerge as both a cause and result
of conflict within and between countries. Some high-
income countries are already drastically limiting the rights
of refugees to seek asylum. The rise in global mobility, the
growing complexity of migratory patterns and their impact
on countries, migrants, families and communities have all
contributed to international migration becoming a priority
for the international community.

The factors promoting cross-border migration are likely to
remain strong or intensify and international migration is set
to grow even faster than it did in the past quarter-century.??
Determinants of migration levels include disparate age
structures and income inequalities between richer and
poorer countries, easier transportation at lower cost,
the presence of migrant networks that link sending and
receiving countries, and improved communications. Internal
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Figure 2.7
South-South migration is as common as South—North migration2°2
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migration affects much larger numbers of people, and
generally takes the form of rural to urban migration in low-
and middle-income countries.

Conflict and persecution also drive migration and, in 2014,
the total number of people displaced by war, conflict or
persecution reached a record high of nearly 60 million
globally, an increase of 8.3 million from the previous year®
(Figure 2.8). Of these 60 million displaced persons, almost
20 million are refugees, 38 million are displaced inside their
own countries and 1.8 million are awaiting the outcome of
claims for asylum. The global number of refugees, asylum
seekers and internally displaced people had ranged between
38 and 43 million for most of the past decade, but started
to increase in 2012, due to conflicts in the Central African
Republic, Irag, South Sudan, the Syrian Arab Republic and
Ukraine among others.

In some countries, towards the end of the SDG timeframe,
environmental factors and climate change may play a
greater role as a driving force, as they will almost certainly
have greater adverse impacts in poorer countries of Africa
and Asia.

Many migrants, especially victims of human trafficking,
run increased health and mortality risks. For instance, over
2700 migrant deaths have been recorded in the first half of
2015, the majority of these in the Mediterranean Region.?
Migrants often have little or no access to health and social
services, although they have much greater health risks
related to exploitation, dangerous working circumstances
and substandard living conditions. Eliminating human
trafficking is a priority task for the global community.



The recent influx of refugees into Europe is a vivid reminder
for all countries of the importance of preparedness. All
countries will need to have measures in place to minimize
the potential adverse health consequences of migration,
including protective laws and policies and health services
in refugee settings. Health issues associated with migration
present key public health challenges faced by governments
and societies, as was reflected in a resolution on the health
of migrants that was endorsed by the Sixty-first World
Health Assembly in May 2008.%° Many migrants do not
have access to health care and longer-term migrants may
also face difficulties in getting legal identity and citizenship.
It will be important to ensure that UHC is interpreted as
relating to all de facto residents, not just citizens.

Figure 2.8
Trends in number of people displaced by conflict, 2005-2014*
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The SDGs include several targets relating to migration
generally (8.1, 10.7, 10.c) as well as one (3.c) explicitly
relating to the health worker “brain drain” from low- and
middle-income countries to high-income countries, a
phenomenon that has increased with globalization. The
2010 WHO Global Code of Practice on the International
Recruitment of Health Personnel®” highlighted these issues,
drawing attention, in particular, to the problem of richer
countries recruiting from poorer nations that are struggling
with health worker shortages. The Code was voluntarily
adopted in 2010 by all of the then 193 WHO Member
States, but thus far implementation has been disappointing.
Greater collaboration among state and non-state actors is
needed to raise awareness of the Code and reinforce its
relevance as a potent framework for policy dialogue on
ways to address the health workforce crisis.?® The Code
links directly with SDG Target 3.c.

Urbanization

Since the MDGs were adopted in 2000, urban areas have
grown by more than 1 billion new inhabitants. The urban
proportion of the global population increased from 43% in
1990 to 54% in 2015, and it is projected that by the time the
SDG draw to a close in 2030, 60% of the world's population
will live in urban areas. The world's rural population is
expected to reach its peak in a few years and will gradually
decline to 3.2 billion by 2050 (Figure 2.9).° This leaves
virtually all of global population growth in the projectable

future in urban areas. This is still due in greater part to cities’
natural growth, where fertility outpaces replacement level,*°
but is also explained by migration. More than 1billion people
on the planet are, or were migrants, the majority of which
settle in urban areas.”

Figure 2.9
Trends in urban and rural population of the world, 1950-2050%
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Urbanization is occurring across all world regions. Africa and
Asia, where urbanization is just below 50%, are projected
to experience the most rapid urbanization in coming years.
The number of cities with a population of 1 million or more
increased from 270 to 501 during the MDG period, and is
projected to increase to 662 by 2030. The number of mega
cities of more than 10 million people will increase from 29
in 2015 to 41 in 2030, and more than half of these cities
will be in Asia.??

Urbanization has been accompanied by an increase in urban
slums. Slums are characterized by overcrowding, poor
access to safe drinking-water or sanitation, poor housing
conditions and lack of secure tenure. In 2000, the number
of slum dwellers in developing countries was estimated to
be 767 million; by 2010 it rose to an estimated 828 million,
and by 2020 is projected to reach 889 million. More than
60% of sub-Saharan Africa’s urban inhabitants and more
than 30% of urban populations of Southern Asia and South-
East Asia live in slums.??

Urban health inequalities are a growing concern.?*3* For
example, Figure 2.10 shows that in urban areas of selected
46 countries, children in the poorest quintile were more
than twice as likely to not survive till their fifth birthday
compared to children in the richest quintile. In only one
country was the national MDG target for reducing under-
five mortality achieved for children in the poorest wealth
quintile.

About half of urban dwellers live in smaller cities of less than
half a million. It is in these cities that most urban growth will
occur as they expand along highways and coalesce around
crossroads and coastlines, often without formal sector job
growth and without adequate services.
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Figure 2.10

Socioeconomic inequality in under-five mortality between richest and poorest 20% of households in urban areas®
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The provision of health services for the urban poor is a
critical part of the SDG health targets, including UHC,
and of SDG Target 11.1: "By 2030, ensure access for all to
adequate, safe and affordable housing and basic services
and upgrade slums”. Urbanization brings opportunities for
health, through the concentration of people, resources and
services, which results in better access to health services
and more scope for public health interventions. However,
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rapid unplanned urbanization may also increase the risks
of infectious disease transmission, promote adverse trends
in NCD risk factors such as obesity and increase the risks
of road injury and violence, and exacerbate environmental
degradation with impacts on health such as air pollution,
poor water quality, and unavailable sanitation. Therefore,
special attention will need to be given to better monitoring
of the health situation of the urban poor, and to establishing



and implementing policies and programmes that reduce the
risks of illness and death due to unsafe water and sanitation,
violence and injuries, poor housing conditions and air
pollution. Strong health promotion (e.g. for HIV and NCDs)
and affordable health services will be an important part of
any response, and need to be driven by local governments
and communities.

ECONOMIC DETERMINANTS
OF HEALTH AND FINANCING

FOR DEVELOPMENT

The MDGs mobilized the collective efforts of countries
and the development community to end extreme poverty,
reduce hunger, promote gender equity and improve
education and health. Despite substantial progress in
reducing the numbers of people living in extreme poverty,
many millions of people around the world continue to suffer
from deprivation. Some countries, especially those affected
by conflict and civil strife, remain trapped in a vicious spiral
of underdevelopment, inequity and grinding poverty.

The social gradient in health that runs from top to bottom
of the socioeconomic spectrum is a global phenomenon
that is seen in low-, middle- and high-income countries.
Specific examples of this phenomenon, relating to child
and maternal health outcomes, are presented in Chapter 4.

The world has changed, and no longer consists of a large
group of poor countries and a small group of rich ones. Today,
many low-income countries have “graduated” from the
World Bank Group's low-income classification group to reach
middle-income status. In fact, between 2000 and 2013, the
number of low-income countries fell from 63 to 34 such that
there are now 105 middle-income countries. This group of
countries are very diverse and include populous countries
such as China and India and many small island states,
as well as countries with stable economies and countries
in conflict.3® Moreover, progress for many socioeconomic
development targets in relation to health and development
vary widely across these countries. This means that extreme
poverty is no longer concentrated in poor or fragile states
but in richer middle-income countries. While only relatively
few countries are the main contributors to levels of extreme
poverty (i.e. India, Nigeria, China, Bangladesh and the
Democratic Republic of Congo) - poverty also continues
to persist among the most disadvantaged within several
high- and middle-income countries. As a result, around three
quarters of the world's absolute poor live in middle-income
countries that are today less dependent on (and no longer
eligible for) development assistance.>’

As such, an approach to poverty reduction based on
externally financed development is becoming rapidly

outdated. Rather than thinking about poor countries
perhaps the approach should focus on poor individuals. In
other words, attention to reducing poverty in low-income
countries should be expanded to middle-income countries
and concerns for the distribution of poverty internationally
should consider the distribution of poverty within national
boundaries. In addition, provision of “traditional” aid in the
form of transferring resources could increasingly adapt to
today's global context and take the form of supporting the
development of national policies and institutional structures
to use available resources well, regardless of the source.

The SDGs reflect this change by emphasizing a much
broader approach to poverty reduction strategies to improve
not only health, but also to enhance progress across the full
range of SDGs relating to health and nutrition, education,
governance, economic reform, marginalized populations,
gender discrimination, and violence and conflict. The first
MDG was to eradicate extreme poverty and hunger, and had
three targets, including one on nutrition. In contrast, there
are several SDG targets that focus directly on eradication
of poverty and hunger, and many other targets that will
also contribute to poverty reduction and development.
Moreover, inequality is more central in the SDGs than in
the MDGs, especially in SDG 10, which calls for efforts “to
reduce inequality within and among countries”. Similarly,
while globalization and trade-related issues were addressed
as part of MDG 8, they have a more prominent position in
the SDGs, reflected in the multiple targets on economic,
social and environmental issues (e.g. Target 17.10 on
trade and Target 3.b on research and access to essential
medicines and vaccines).

This next section focuses on poverty eradication and income

inequality, globalization and trade, and global financing for
health and development.

ECONOMIC, SOCIAL AND ENVIRONMENTAL CONTEXT OF HEALTH 25



Poverty eradication and income inequality

The world attained the MDG target - to cut the 1990
poverty rate in half by 2015 - in 2010, and the target was
met in all regions, except sub-Saharan Africa. In 2015,
836 million people globally live on less than US$ 1.25 per
day, compared with 1.9 billion in 1990. In the developing
world, 14% of the population live on less than US$ 1.25
per day in 2015, down from 47% in 1990.38 Progress has
been harder won at higher poverty lines, such as US$ 2
per day. The world's most populous countries, China and
India, have played a central role in the global reduction of
poverty (although India still has 30% of the world's extreme
poor; Figure 2.11) and most of that reduction is related to
growth in labour-intensive sectors of the economy. Direct
income transfers to the poor, remittances and changes
in demographic patterns have contributed much less.**
Despite positive trends, about one in seven people in
developing regions still lives on less than US$ 1.25 per day.
In sub-Saharan Africa, more than 40% of the population still
lives in extreme poverty in 2015.3 Middle-income countries
are home to 73% of the world's poor people.*°

Figure 2.11
Top 10 countries with largest share of the global extreme poor, 2011*'
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Poor people become “trapped” in poverty for a number of
reasons, including the inability to access credit or own land,
governance failures, and because low levels of education,
skills or health hinder their ability to seize opportunities
arising from a general expansion of economic activity. The
poor also tend to be more vulnerable to economic “shocks”
- mainly due to health events as well as weather-related
natural disasters and broad economic crises - that push
households below the poverty line and keep them there.*?
While globalization is associated with increasing average
incomes in many countries, there is concern that it is also
causing widening income inequality between and within
countries.**444> Income inequality affects all countries
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around the world, and there is clear evidence that people
with lower income have worse health outcomes across a
broad range of indicators.***’ In developed and developing
countries alike, the poorest half of the population often
controls less than one tenth of the country's wealth.*®
Failure to address income inequality is likely to reduce the
sustainability of economic growth, weaken social cohesion
and security, and increase risk of conflict.

MDG Target 1.C, which called for a halving of the proportion
of people who suffer from hunger was almost achieved,
with a reduction from 23.3% in 1990-1992 to 12.9% in
2014-2016 (projected).®® This occurred despite major
global challenges such as natural disasters and adverse
weather events, volatile commodity prices, higher food
and energy prices, rising unemployment and economic
recessions in the late 1990s and in 2008-2009. There
has also been significant progress on the child nutrition
indicators (underweight and stunting in children under
five years), an issue that is presented in Chapter 4. The
current trends and projections indicate the importance of
continued targeting of programmes for the poor, whether
directed at the poorest countries, poorest regions or poorest
populations within countries. Progress needs to be measured
based on disaggregated health and nutrition indicators.

The 2001 report of the Commission on Macroeconomics
and Health made a valuable contribution to global and
country dialogues regarding the economic benefits of better
health and the costs of achieving it,* showing, among
other things, the large economic returns to be derived
from investing in health. It is estimated that reductions in
mortality account for about 11% of recent economic growth
in low- and middle-income countries as measured by
their national income accounts.*® Subsequently, the 2008
report of the Commission on Social Determinants of Health
complemented this message, by adding to evidence on the
health returns, in particular in relation to reducing health
inequalities from optimizing policies in other sectors.”
A common theme related to optimizing policies in other
sectors was to address inequalities in power, money
and resources, which was one of the three overarching
recommendations. It is estimated that health gains from
policies in other sectors have been considerable. Of
improvements in child under-five mortality rates between
1990 and 2010, 50% were attributed to non-health sector
investments.> Also, reducing inequalities in NCDs requires
substantial non-health sector investments, especially for
cardiovascular diseases and lung cancer.>® Policies and
programmes addressing income inequalities, such as cash
transfers and active labour policies, have demonstrated
benefits for health and the economy.>

Ensuring that investing in health is perceived as a necessary
and effective way to combat poverty and ensure economic
progress requires an ongoing dialogue between health and
finance executive bodies. One way to open and maintain



that dialogue is to demonstrate an awareness of fiscal
constraints to establish credibility by generating and
using evidence to show that we can make efficient use of
resources to deliver optimal services. To deliver, in other
words, “more health for the money".>®

Globalization and trade

In the past few decades, and in all parts of the world,
there has been an increase in global economic, financial,
political and social integration and cooperation, as attested
by the KOF index of globalization, which combines a set
of relevant economic, social and political indicators in a
synthetic index on a scale of O to 100 (Figure 2.12).°%%’
High-income OECD countries have experienced the highest
levels of globalization, and the African Region and Eastern
Mediterranean Region the lowest.

Increasing global economic integration is associated with
the development of global forms of governance related to
trade and intellectual property, as well as transnational
standards and actions in the political, social, human rights
and environmental spheres. Globalization comprises,
among other things, growing integration of markets and
nation states, receding geographical constraints on social
and cultural arrangements, broader dissemination of ideas
and technologies, growing threats to national sovereignty
by transnational actors and the transformation of the
economic, political and cultural foundations of societies.

Globalization has both positive and negative implications
for global health. It is likely that the growth in world trade
has also led to job and income growth, and has stimulated
the growth in labour-intensive sectors of developing
country economies that have been responsible for much
of the progress in poverty reduction. On the other hand,
global connectedness helped spread the impact of the
global financial and economic crisis of 2008-2009 to
countries that had nothing to do with it. Many governments
underwent expenditure contractions, which dragged down
economic growth prospects and cast doubts on the ability
of markets to generate new and decent jobs.> In 2014,
201 million people were unemployed worldwide; this is 31
million more people than before the global crisis in 2008.
Global unemployment is expected to continue to increase
by 3 million in 2015 and another 8 million over the next
four years.®° Youth unemployment is a matter of particular
concern (see also the section on population trends in this
chapter), and prominent in SDG 8 on sustained inclusive
growth and employment.

The new century has also seen a transformation in the
relative power of the state on the one hand, and markets,
civil society and social networks of individuals on the other.
The role of the private sector as an engine of growth and
innovation is not new, often transcending borders through
multinational companies. Governments retain the power

Figure 2.12
Trends in index of globalization, by region and globally, 1990-2012%%
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to steer and regulate, but it is now difficult to imagine
significant progress on issues of global importance, such as
health, food security, sustainable energy and climate change
mitigation, without the private sector playing an important
role. Similarly, in low-income countries, resource flows
from foreign direct investment and remittances far outstrip
development support and, in the case of remittances, have
often proved to be more resilient than aid in the face of an
economic downturn.®

Globalization also has implications for epidemiology,
notably by facilitating the spread of communicable diseases
and associated risks due to increased movement of people
and goods around the globe - for example, through
international travel and migration and trade in animals
and goods. In addition, the globalization of markets (and
marketing) supports the spread of NCDs by changing diets
and lifestyles. Globalization may also have mixed impacts
on health and health systems. For instance, low-income
countries may lose health workers, but globalization may
enable faster, coordinated action against health threats.

The World Trade Organization (WTO) was established
in 1995 to govern global trade, including areas that have
direct and indirect implications for public health. Around
the same time, the emerging agreement on Trade Related
Aspects of Intellectual Property Rights (TRIPS) established
minimum standards of protection for each category of
property rights and stimulated debate on pharmaceutical
patents. In 2001, the Doha Ministerial Declaration on the
TRIPS Agreement and Public Health granted increased
flexibility for Member States to take measures to protect
public health and promote access to medicines in certain
circumstances.®?

In 2003, the World Health Assembly expressed concerns
about access to medicines in developing countries and the
implications of the current patent protection system, and
urged Member States to adapt national legislation to exploit
the flexibilities contained in the TRIPS Agreement. In 2004,
Member States were further encouraged to ensure that
bilateral trade agreements take into account the flexibilities
contained in the WTO TRIPS Agreement as recognized by
the Doha Declaration.
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The main outcome of these various initiatives and
discussions was a significant drop in the price of certain
drugs. For example, the 100-fold reduction in the price of
antiretroviral medicines against HIV//AIDS since 2000 and
the global effort to increase access to such therapies, notably
in sub-Saharan Africa, was made possible by the successful
implementation of the TRIPS Agreement, including the
production of much cheaper but nevertheless high-quality
generics (see Chapter 5). However, the failure to complete
the Doha Round, and the increase in mega-regional trade
agreements such as the Trans-Pacific Partnership (TPP)
and European Union-United States agreements, could
strengthen intellectual property protection in ways that
could undermine access to medical products.

Within the SDG health goal, Target 3.b reiterates the
importance of access to affordable essential medicines
and vaccines, in accordance with the Doha Declaration
on the TRIPS Agreement and Public Health. Reducing the
costs of essential medicines, vaccines and technologies in
developing countries continues to be a major priority as
globalization and trade liberalization continue.

Development assistance for health

Much of the improvement in the availability and use
of services and in health and development outcomes
since 2000 was facilitated by a substantial increase in
development financing, including for health. In 2013,
total health spending reached US$ 7.3 trillion, more than
double the amount spent in 2000° and the increase in
development assistance for health has been one of the
features of the MDG era. Disbursements for development
assistance for health tripled after 2000 (Figure 2.13),
growing at a faster rate than domestic health spending,
although the rate of growth has slowed since the financial
crisis of 2008-2009. This external financial support for
health was targeted particularly at initiatives related to the
three health goals highlighted in the MDGs, representing
an estimated 61% of all development assistance for health
disbursed from 2000 to 2014.

Figure 2.13
Development assistance for health by health focus area, 2000-2014%
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Domestic spending - both government and private -
also increased substantially and, despite growing more
slowly than development assistance for health, remains
the dominant source of health financing even in low-
income countries, where it represented 75% on average
in 2013. This growth in domestic spending was facilitated
by continued strong economic growth in most low- and
middle-income countries despite the economic crisis.

Nevertheless, total health spending from domestic and
external sources combined remained below a proposed
target of US$ 86 per capita® in 39 countries in 2013, and
included six countries that spent less than US$ 20 per
capita.®® On the other hand, the dependence of health
systems on out-of-pocket spending has also fallen during
this period. At the population-level, this facilitates people’s
ability to use needed health services and reduces financial
catastrophe and impoverishment. However, this spending
remains high for many individuals in many countries, so still
constitutes a barrier to access for many, and poses a risk
of impoverishment and long-term financial problems for
those who do get care.

The contributions from public-private partnerships, such
as GAVI and the Global Fund, and nongovernmental
organizations (including foundations) have expanded.®®
This has brought in new funding, while also supporting
innovative approaches and the large-scale introduction
of new technologies into routine systems at affordable
prices; but it has also focused resources on vertical
disease programmes, in some instances unbalancing and
fragmenting health systems, leaving multiple gaps such
as weak disease surveillance and response systems - as
were exposed by the recent Ebola epidemic in West Africa
- or inadequate resources to meet the rapidly growing
NCD epidemic.

The SDGs present an opportunity for a shift in emphasis
away from the funding of vertical programmes towards
more system-wide, cross-cutting support, consistent with
the aim of UHC. For example, health Target 3.c specifically
calls for efforts to “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”. There are also multiple targets under other goals
that are relevant in this context that encourage states
to commit funds according to their own priorities such
as Target 10.b to “encourage ODA and financial flows,
including direct investment, to States where the need is
greatest, in particular least developed countries, African
countries, small island developing States and landlocked
developing countries, in accordance with their national
plans and programmes”. Other references, such as Target
17.2, encourage high-income countries to maintain their
commitment to ODA.



One of the challenges we face as we move into the SDG era is
the increasingly complex and fragmented institutional global
health landscape; and incentives that favour the creation
of new organizations, financing channels and monitoring
systems over the reform of those that already exist risk
exacerbating tendencies to overlap, duplicate and interfere.

Financing for development is also diversifying beyond
ODA, and sources of development financing of growing
importance include funds and foundations, nongovernmental
organizations, civil society organizations and direct giving
platforms. For instance, the contribution of philanthropic
organizations to development increased by a factor of 10
between 2003 and 2012, notably among them the Bill
& Melinda Gates Foundation. In the context of the Paris
Declaration on Aid Effectiveness and the Accra Agenda for
Action, health has had a combined leadership and tracer
role. It was also demonstrated, through initiatives such as
the International Health Partnership and related initiatives
(IHP+)®” and Harmonization for Health in Africa, that despite
the many different players, coordination around national
health strategies can be improved. Such approaches extend
beyond the UN to include bilateral development agencies,
development banks and nongovernmental organizations, and
can show increases both in efficiency and in health outcomes.

Global revenue flows for health financing are likely
to continue to change®® as the principles underlying
development aid shift from an emphasis on donor-recipient
relations based on financial contributions to reflect concepts
of cooperation and partnership, involving diverse types of
support and exchanges.®® After a period of dramatic growth
in development assistance since 2000, it is possible that
the lower growth rates evident since 2009 will continue.
More importantly, the economic growth in many low- and
middle-income countries has provided, and will continue to
provide, major opportunities for increasing domestic health
investments. Increased domestic efforts to mobilize more
government revenues and increase the priority for health
in public resource allocation, alongside efforts to improve
efficiency in the use of funds, would accelerate this progress.

As part of the Addis Ababa Action Agenda,®® countries
agreed on a broad package of over 100 measures that
draw upon all sources of finance, technology, innovation,
trade and data to support the implementation of the SDGs.
Notable among these measures are the promotion of more
efficient government revenue collection and a reduction in
tax avoidance and illicit financial flows. These measures
are essential for expanding the fiscal space and thus vital
to making progress on the health goal and targets in the
SDGs, and in particular UHC. Strengthening domestic
resource mobilization in low- and middle-income countries
should enable ODA to be focused on mainly the poorest
countries.®® However, for other low- and some lower-
middle-income countries, the need for external financial
assistance will not be eliminated.

The composition of development assistance for health also
needs to adapt to the rapidly changing epidemiological
transition away from infectious diseases towards NCDs
and injuries, and the complex socioeconomic patterns of
disease and risk factors that appear in different countries.
It also needs to address emerging global threats such as
antimicrobial resistance, emerging infections and climate
change. The world must ensure that global public goods
such as health research and development for diseases that
affect developing countries and the setting of global norms
and standards are adequately financed.*®

Many of the world's poorest people will remain dependent
on external financial and technical support. It is, therefore,
likely that the greatest need - as well as the focus of much
traditional development finance - will become increasingly
concentrated in the world’'s most unstable and fragile
countries, which are often unpopular with donors in terms
of fiduciary risk. As a result, donors are likely to favour their
own parallel systems over national ones and thus limiting
their contribution to strengthening national capacity. This
also raises important questions about how the work of
the UN in other, less poor, countries will be financed. The
Busan Partnership for Effective Development Co-operation,
which was formed after the meeting on development in
the Republic of Korea in 2011, signalled that a framework
based on “aid” has given way to a broader, more inclusive,
international consensus that emphasizes partnership
approaches to cooperation, particularly South-South and
triangular relationships.”

SOCIAL DEVELOPMENT

In addition to the direct continuation of MDGs 2 and 3
in the SDGs 4 and 5, on education and gender equality,
respectively, the SDGs also give much greater weight to
human rights and to equity - particularly with Goal 10 to
reduce inequality - than was the case with the MDGs.

Gender equality and rights

Gender inequality is expressed in a variety of ways,
including mistreatment of one sex by another, differences
in power and opportunities in society, and differences in
access to health services. Gender inequalities in education,
employment and civil liberties carry a cost. They not only
deprive women of basic freedoms’' and violate their human
rights, but also negatively affect development outcomes
for societies as a whole. Gender inequities have adverse
impacts on health, especially for women. In many countries
and societies, women and girls are treated as socially
inferior. Behavioural and other social norms, codes of
conduct and laws perpetuate the subjugation of females
and condone violence against them. Unequal power
relations and gendered norms and values translate into
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differential access to and control over health resources,
both within families and beyond. Across a range of health
problems, girls and women face differential exposures and
vulnerabilities that are often poorly recognized.””

The MDGs included a gender equality goal focused on
gender disparity in education, although it also included
indicators for female workforce participation and female
representation in parliament. The SDGs also target gender
equality (Goal 5) and gender equality is specifically referred
to in several targets of other goals, including education,
economic and other rights, as well as targets related to
violence against women (see Chapter 8) and sexual and
reproductive rights (see Chapter 4).

During the MDG era, substantial gains were been made
on several fronts. Gender parity in school enrolment for
primary education in the developing regions as a whole was
reached by 2015. Women's access to paid employment in
non-agricultural sectors increased globally from 35% in
1990 to 41% in 2015, with increases, although unequal,
observed in almost all regions. The average proportion of
women in parliament has nearly doubled over the past two
decades, but still only one in five members is a woman.38
Despite these gains, much remains to be done as we
move forward into the SDG era, as was underlined by
the Commission on the Status of Women in 2015, which
concluded that progress since the 1995 Beijing Declaration
and Platform for Action had been slow and uneven, with
major gaps remaining.”? Similar conclusions were reached by
the Commission on Population and Development ina 2014
review of the implementation of action of the International
Conference on Population and Development.’#”>
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The strong relationship between the status of women and
health forms the basis for integrated action. Actions for the
health sector include:

* Enhancing data and statistics: Disaggregation of key
statistics by gender is critical for monitoring progress,
identifying key gaps, targeting, etc.’® including health
data.” This includes targets on infectious diseases (3.3),
NCDs and mental health (3.4), substance abuse and
harmful use of alcohol (3.5), injuries (3.6) and UHC
(3.8).

* Increasing access to quality health care: Comprehensive
strategies to target gender inequality in health care
and put into practice policies to ensure equal access
for women, adolescents and youth to affordable and
adequate health-care services, including primary health
care and basic nutrition.

* Supporting caregiving roles: Approaches to strengthen
human resources for health must acknowledge the
critical role played by women as informal caregivers in
the home and community, whether it concerns HIV/AIDS
in low-income countries or elderly care in high-income
countries.”

* Eliminating harmful practices: Policies and strategic actions
that transform discriminatory social norms and gender
stereotypes, and eliminate harmful practices including,
child, early and forced marriage, honour crimes and
female genital mutilation.

* Combating violence against women: Violence against
women remains a substantial obstacle to reaching
gender equality, and the health sector plays a key role
in violence prevention and in treating the consequences
of violence.

* Introducing gender-sensitive policies: Improvement and
strengthening of gender responsive national policies,
programmes and strategies.

Human rights

The right to the enjoyment of the highest attainable standard of
physical and mental health was first articulated in the 1946
Constitution of WHO,”” and has been echoed in many other
legally binding human rights conventions.”®’? In 2000,
the United Nations Committee on Economic, Social and
Cultural Rights adopted a General Comment on the Right
to Health, stating that this right extends beyond timely and
appropriate health care to the underlying determinants of
health, such as: access to safe drinking-water and sanitation;
adequate supply of safe food, nutrition and housing; health
occupational and environmental conditions; and access to
health-related education and information, including sexual
and reproductive health.®°



Most recently, the right to health has been re-emphasized in
terms of the achieverment of UHC (see Chapter 3), while the
SDG declaration stresses the importance of the Universal
Declaration of Human Rights (as well as other international
instruments relating to human rights and international
law) in a number of places, as a key underlying principle.
The right to health is closely related to and dependent
upon the realization of other human rights, as contained
in the International Bill of Rights, such as the right to food,
housing, work and education. Human rights, including
the right to health, are especially important for vulnerable
groups, such as women, migrants or people with disabilities,
who may be more likely to face discrimination, stigma and/
or socioeconomic hurdles.

People with disabilities are a particular matter of concern,
often facing discrimination and barriers that restrict them
from participating in society on an equal basis. WHO
estimates that about 1 billion people worldwide live with
disability or impairment with a larger proportion living in
low- and middle-income countries.®’ Disability was not
mentioned in the MDGs, but is implicitly included in SDG
Goal 3, which is concerned with the health and well-being
for all, at all ages. Disability is also specifically mentioned
in other targets on education (4.a), social, economic and
political inclusion (10.2), sustainable cities (11.7), and equity
monitoring (17.18). In addition, people with disabilities
are obviously included in the UHC target, since people
with disabilities are more likely to have higher health-
care expenditures with higher out-of-pocket payments.8?
The explicit recognition that people with disabilities
need to have access to appropriate health interventions,
including interventions for rehabilitation and assistive health
technologies and products, as part of the goal of moving
towards UHC provides a major impetus for disability-related
health initiatives.

The main strategy going forward is to accomplish the
objectives of the WHO Global Disability Action Plan 2014-
2021 as agreed by all countries and implement the actions
required.®>#* The objectives of the action plan are threefold:
(i) to remove barriers and improve access to health
services and programmes; (ii) to strengthen and extend
rehabilitation, assistive technology, assistance and support
services, and community-based rehabilitation; and (iii) to
strengthen the collection of relevant and internationally
comparable data on disability and support research on
disability and related services.

Education

Education s strongly linked to health and other determinants
of health, contributing directly and indirectly to better
health.>* For example, education has an independent and
substantial causal effect on adult mortality and morbidity,8°
and also affects health indirectly through proximate
determinants such as nutrition, sanitation and prevention

and treatment practices. Reciprocally, good health permits
people to fully benefit from education, while poor health
is directly associated with poor educational attainment.
Female education is one of the strongest determinants of
child survival in all societies.?*#88 Female education is thus
a key strategy for ending preventable maternal and child
deaths, as well as reducing fertility and improving child,
adult and family health and nutrition.

The completion of basic education is also widely regarded
as essential to literacy, numeracy and informed citizenship.
The participation of at least some proportion of adults at
the more specialized upper secondary and tertiary levels is
also critical for promoting individual opportunity, economic
development and societal well-being. Recent evidence also
shows some direct links between secondary education and
health, such as protection against HIV risk.8°

Figure 2.14
Primary school completion rate by region and globally, 1990 and 2015%%
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The MDGs contained a single target to achieve universal
primary education. Primary school net enrolment rate in
developing regions reached 91% in 2015, up from 80%
in 1990, which means that more children than ever are
attending primary school. However, just over half of all
countries have achieved universal primary enrolment by
2015; with 10% close and the remaining 38% far or very
far from achieving it. This leaves 57 million children out
of school globally and almost 100 million adolescents in
low- and middle-income countries not completing primary
education in 2015. A lack of focus on the marginalized has
left the poorest five times less likely to complete a full cycle
of primary education than the richest. A high and growing
proportion of out-of-school children live in conflict-affected
zones. As a result, completion rates (Figure 2.14) and the
quality of primary education are regarded as unsatisfactory
in large parts of the world.#*®

Gender parity has been achieved at the primary level in
69% of countries by 2015. At the secondary level, only 48%
of countries will reach the goal. Child marriage and early
pregnancy continue to hinder girls’ progress in education.
Girls remain less likely than boys to ever enter school,
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this is even more the case among girls from poor families.
By contrast, in many wealthier middle- and high-income
countries, in Europe and the Americas, girls outperform
boys in some subjects, and boys are at higher risk of failing
to complete a cycle of secondary education.*

By 2015, lower secondary enrolment increased by 27%
globally and more than doubled in sub-Saharan Africa
compared with the levels in 1999. Nonetheless, one third
of adolescents in low-income countries will not complete
lower secondary school in 2075. If current trends continue,
universal lower secondary completion will only be achieved
towards the end of this century.

While globally the percentage of illiterate adults fell from
18% in 2000 to 14% in 2015, this progress is almost
entirely attributed to more educated young people reaching
adulthood. Women continue to make up almost two thirds
of the illiterate adult population. Half of sub-Saharan African
women do not have basic literacy skills.

The SDGs have substantially expanded the focus on
education, with nine targets addressing not only primary
education and literacy, but also access to quality early
childhood development, care and pre-primary education,
secondary and tertiary education and vocational training,
improved access for marginalized groups, and teacher
supply. The agenda is ambitious, not just in terms of finding
the resources to meet the additional costs, but also in terms
of feasibility, given current rates of progress. The United
Nations Educational, Scientific and Cultural Organization
(UNESCO) has estimated that an extra US$ 22 billion per
year is needed on top of already ambitious government
contributions in order to achieve the new SDG education
targets for quality pre-primary and basic education for all
by 20304

ENVIRONMENT AND CLIMATE

CHANGE

The environment is under pressure from human activity
and the climate is changing. Driven largely by economic
activity and population growth, anthropogenic greenhouse
gas emissions have increased since the pre-industrial era,
leading to atmospheric concentrations of carbon dioxide,
methane and nitrous oxide that are unprecedented in at
least the last 800 000 years. Their effects, together with
those of other anthropogenic drivers, have been detected
throughout the climate system and are extremely likely to be
the dominant cause of the observed warming since the mid-
20th century.” In many parts of the world, climate change
will jeopardize the fundamental requirements for health,
including clean air, safe and sufficient drinking-water, safe
excreta management, decent work, a secure and nutritious
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food supply, protection from extreme weather events and
adequate shelter. Addressing the relationship between
health, climate change and other major environmental
factors, such as air pollution, will be of growing importance
in the coming years.”>%3

MDG 7 addressed sustainable development and had one
environmental target that was specific to human health
- the halving of the proportion of the population without
sustainable access to safe drinking-water and basic
sanitation. The target on drinking-water has been met,
although disparities persist within and between countries.
With regard to basic sanitation, however, 2.4 billion people
still lack access to improved sanitation facilities.*

The SDGs include several targets relating to environmental
sustainability and human health, notably Target 3.9 “By
2030, substantially reduce the number of deaths and
illnesses from hazardous chemicals and air, water and soil
pollution and contamination”, targets relating to water
and sanitation (SDG 6), energy (SDG 7), exposure to
chemicals and all wastes (SDG 12), and natural disasters
and climate change (SDG 13). Environmental determinants
of health also have a bearing on a number of other SDGs.
For example, they are an important consideration in the
poverty/hunger goal (SDG 1) given that environmental
risks, such as use of solid fuels for cooking or unsafe
water and sanitation disproportionally affect the poor. The
same is true regarding gender inequality (SDG 5) since
women and girls are the ones most likely to be doing the
cooking. Those already vulnerable to food insecurity will
be at increased risk of reduced crop yields linked to climate
change (SDG 2). The link between decent work (included
in SDG 8) and occupational health and safety is another
example and, finally, SDG 11 addresses the safety and
sustainability of cities and settlements, which is related
to environmental health determinants such as access to
safe water and sanitation, road traffic, air pollution and
physical activity. The following section addresses climate
change and other environmental risks to health not already
covered in dedicated sections. Safe water and sanitation
are addressed in Chapter 5, air pollution in Chapter 6, and
natural disasters in Chapter 8.

Climate change

According to a growing body of evidence, the climate is
warming. The globally averaged combined land and ocean
surface temperature data show a warming of 0.85 °C
(from 0.65 to 1.06) from 1880 to 2012. In the northern
hemisphere, the 30-year period from 1983 to 2012 was likely
the warmest of the last 1400 years.”” It is extremely likely
that human activity has been the dominant cause of the
observed warming since the mid-20th century. Models now
reproduce observed continental-scale surface temperature
patterns and trends over many decades, including the
more rapid warming since the mid-20th century and the



Figure 2.15
Global average surface temperature change under two scenarios for turning
around global greenhouse gas emissions, 1950-2100%
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cooling immediately following large volcanic eruptions.
The Intergovernmental Panel on Climate Change's (IPCC)
most recent projections cover a range of scenarios for
future greenhouse gas emissions, known as representative
concentration pathways (RCP). These range from RPC 2.6,
which assumes that global greenhouse gas emissions will
peak between 2010 and 2020 and decline substantially
after 2020, to RCP 8.5, in which greenhouse gas emissions
continue to rise throughout the 21st century. Intermediate
scenarios RCP 4.5 and 6.0 assume emissions peak in 2040
and 2080, respectively.”®

The global mean surface temperature change for during
2016-2035 relative to 1986-2005 will likely be in the
range from 0.3 °C to 0.7 °C. The increase of global mean
surface temperatures for 2081-2100 relative to 1986-2005
is projected to range from 0.3 °C to 1.7 °C (RCP 2.6) to
2.6°Cto 4.8 °C (RCP 8.5) (Figure 2.15). The Arctic region
will warm more rapidly than the global mean, and mean

Figure 2.16
Primary prevention is key to protecting from climate risks'®

warming over land will be larger than over the ocean. Across
all RCPs, global mean sea level is projected to rise from 0.26
to 0.82 metres by the late 21st century.

Itis virtually certain that there will be more frequent hot and
fewer cold temperature extremes over most land areas on
daily and seasonal timescales as global mean temperatures
increase. It is very likely that heat waves will occur with
a higher frequency and duration. Occasional cold winter
extremes will continue to occur.

Climate variability and climate change has important
consequences for health, ranging from the immediate
impact of extreme weather events, to the longer term
impacts of droughts and desertification on food production
and malnutrition, and the increased spread of infectious
disease vectors for malaria and dengue.”” Long-term climate
change threatens to exacerbate today's problems, while
undermining tomorrow's health systems, infrastructure,
social protection systems and supplies of food, water and
other ecosystem products and services that are vital for
human health. The poorest and most vulnerable populations
are likely to experience the most severe impacts. These
may be worsened by rapid and unplanned urbanization, the
contamination of air and water, and other consequences of
environmentally unsustainable development.

Successive assessments by WHO®® and the IPCC®®
have concluded that climate change presents significant
risks to health, but that much of the potential burden
could be averted through reinforcement of key health
system functions, including improved management of
environmental determinants of health such as water and
sanitation and food security, improved disease surveillance
and preparedness and response for extreme weather events
(Figure 2.16).

2080-2100
“Era of climate options”
+4°c Undernutrition
Level of risk and
potential for adaptation
Heat Vector-borne diseases Risk level with Potential for
current adaptation additional
Risk level with adaptation to
high adaptation """ reduce risk

Food and waterborne
infections

Air quality

Occupational health

Mental health and violence

Extreme weather events

IPCC assessment of the expected increase in the various health risks from climate change by the end of the century. The size of each wedge is roughly
proportional to the expected size of the specific impact. The dark shaded part is the proportion that is assessed as avoidable through strengthening and

adaptation of health protection measures.
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There is increasing evidence that actions to mitigate climate
change could also bring immediate health benefits, most
notably through reductions in the burden of air pollution.
These include moving towards cleaner sources for
household energy and electricity generation as well as
promoting safe public and active transport.®

During the MDG era, climate change risks have become a
key consideration in the global health agenda. For example,
WHA resolution 61.19 (2008)'°° calls for measures to
assess the implications of climate change for health and
health systems, and put in place appropriate response
measures. This has been reinforced through frameworks
for action in all WHO regions, the development of health
sections within national adaptation plans and large-scale
adaptation projects in low- and middle-income countries.
WHA resolution 68.8 (2015)'" states that there are
meaningful opportunities to simultaneously improve air
quality and reduce emissions of climate-altering pollutants.

According to WHO estimates, climate change will cause
an additional 250 000 deaths per year between 2030 and
2050.27 Most will likely perish from malaria, diarrhoeal
diseases, heat exposure and undernutrition. With regard to
the last, the greatest impact is expected in Africa and Asia,
where most lower and lower middle-income countries are,
and by children, the elderly and vulnerable populations.
Undernutrition already contributes to almost half of all
child deaths each year,'® and rising temperatures and
more variable rainfall patterns are expected to reduce crop
yields, further compromising food security. Climate change-
driven migration is also most likely to affect Africa and Asia
because of dependence on agriculture in those regions.

Financial support for adaptation to climate change remains
much lower than is required by agreed targets or needs, and
less than 1.5% of multilateral climate adaptation funds have
gone to health projects.® In addition, the potential health
gains from climate mitigation policies are rarely included in
policy evaluation or design.

Pollution and contamination

SDG Target 3.9 aims to substantially reduce the number
of deaths and illnesses from hazardous chemicals, and air,
water and soil pollution and contamination. Indoor and
outdoor air pollution are jointly responsible for about 7
million premature deaths annually.®® Chapter 6 provides
further discussion on the consequences of air pollution
for health. In some areas there has been progress in the
past 15 years. For example, since 2002, the number of
countries using leaded gasoline for vehicles has dropped
from 82 to 6, including the phase-out of leaded gasoline
in 48 sub-Saharan African countries between 2002 and
2005. Lead is a cause of reductions in intelligence and of
neuropsychiatric disorders, particularly in children, and
causes an increased risk of cardiovascular diseases. In sub-
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Saharan Africa alone, unleaded gas has been estimated to
result in nearly US$ 100 billion of health benefits.°®

The main health impact of water pollution and contamination
are associated with increased levels of mortality due to
waterborne diseases, most notably diarrhoeal diseases
which are associated with 1.5 million deaths every year.
More than half of that burden, or 842 000 deaths per
year, are attributable to unsafe water supply, and lack of
sanitation and hygiene.”” Chapter 5 deals with waterborne
diseases in greater detail. The burden of disease due to
hazardous chemicals and soil pollution and contamination
is less well known than that due to water and air pollution.
In 2001, the legally binding Stockholm Convention on
Persistent Organic Pollutants (POPs), was adopted by most
countries to protect health and the environment from POPs
by reducing or eliminating their release. POPs are chemicals
of global concern due to their negative health impacts, their
persistence in the environment, potential for long-range
transport and dispersal, and capacity to accumulate in
ecosystems. As part of the WHO and the United Nations
Environment Programme (UNEP) collaboration for the
global monitoring plan under the Stockholm Convention,
human milk surveys provide results that indicate success
in eliminating certain persistent pesticides, such as aldrin,
dieldrin, mirex and toxaphene, but also the ubiquitous
presence of unintentional by-products.’%®

Within the health sector, priority concerns will be ensuring
access to clean energy for health facilities and lowering
the climate footprint of the health sector in developed
countries, for example by reducing energy consumption,
reducing toxic waste, using safer chemicals and purchasing
eco-friendly products.

Occupational health

The SDGs have no specific target on occupational health.
Target 8.8, however, refers to “Protect labour rights and
promote safe and secure working environments for all
workers, including migrant workers, in particular women
migrants, and those in precarious employment”. In 2007,
Member States endorsed WHA resolution 60.26 Workers'
Health: Global Plan of Action to cover all workers with
essential interventions and basic occupational health
services for primary prevention of occupational and
work-related diseases and injuries. A framework for the
development, implementation and evaluation of healthy
workplace programmes in different sectors and sizes of
companies ensures the protection and promotion of the
health of workers. The Minamata Convention'® was signed
in October 2013, its main objective being to protect human
health and the environment from anthropogenic emissions
and releases of mercury and mercury compounds. The
Convention includes an article dedicated to health aspects.
While initiatives are being undertaken to improve
environmental conditions in the workplace generally, many



Figure 2.17
Proportion of health facilities lacking power source or improved water source,
2010-2015'"°
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health facilities in low- and lower-middle-income countries
continue to lack safe water and basic sanitation or, for that
matter, access to electricity (Figure 2.17). This affects the
risks of infection for both service providers and clients, as
well as the quality of services.

Intersectoral action

Addressing the issue of environmental determinants of
health requires a concerted, intersectoral response, involving,
at the very least, transport and urban development. The
main strategy for managing the health risks associated with

disasters in the post-2015 era is supported by the Sendai
Framework for Disaster Risk Reduction 2015-2030™, which
is discussed in Chapter 8. It provides general guidance
for the reduction of risk and loss through integrated and
multisectoral actions to prevent new disasters, mitigate
existing disaster risk, reduce hazard exposure and enhance
preparedness for response and recovery. In line with the
Sendai framework, WHO and others should aim to position
health as a central concern in climate policy, and a prime
object of technical and financial support mechanisms. More
generally, climate must be brought into the development
discourse. The SDGs have made a first step in that direction.

Progress in this area will require support for a comprehensive
approach to building health system resilience to climate
change, including technical support for development of
the health components of national adaptation plans, an
operational framework to build climate resilience into
the core building blocks of health systems, and large-
scale projects, for example, focusing on integrating climate
change and health into water and sanitation investments.
Surveillance systems for climate-sensitive infectious
diseases such as malaria and cholera also need to be
strengthened. Countries should make better use of early-
warning information to predict the onset, intensity and
duration of epidemics. Such predictions allow health
officials to pre-position medicines and vaccines, which
can reduce the death toll.

Intersectoral actions need to take appropriate account of
health effects in policies, for example, in the provision of fossil
fuel subsidies, the reduction of which would be expected to
significantly reduce both air pollution deaths and emissions
of greenhouse gases.” More targeted policies, for example,
reducing emissions of short-lived climate pollutants such
as black carbon and methane through cleaner electricity
generation, household energy and transport policy, would
slow the rate of global warming, while also saving nearly
2.5 million lives per year.™ Sustainable, low-carbon urban
transport - such as cycling or walking - could further lead to
reductions in heart disease, stroke, breast cancer and other
ailments. The importance of intersectoral action for health
has been supported by WHO since the 1978 Declaration
of Alma-Ata."* More recently, the 8th Global Conference
on Health Promotion in Helsinki stressed the importance
of taking health into account in other policies, what has
come to be termed Health in All Policies.™"® Going forward,
it seems clear that strategies based on such policies will
play an important part in advancing the SDG agenda in
this crucial area.

ECONOMIC, SOCIAL AND ENVIRONMENTAL CONTEXT OF HEALTH 35



10

11
12
13
14
15
16
17

18

19

36

OTES AND REFERENCES

E/2009/25. E/CN.9/2009/10. Resolution 2009/1. The contribution of the Programme of
Action of the International Conference on Population and Development to the internationally
agreed development goals, including the Millennium Development Goals. In: Forty-second
session of Commission on Population and Development. New York (NY): United Nations
Population Division; 2009 (http://www.un.org/en/development/desa/population/commission/
pdf/42/CPD42_Res2009-1.pdf, accessed 16 September 2015).

World population prospects, the 2015 revision. New York (NY): United Nations, Department
of Economic and Social Affairs, Population Division (http://esa.un.org/unpd/wpp/, accessed
18 September 2015).

Graph uses WHO regional grouping with high-income OECD countries separated out (see
Annex 1).

Education for all 2000—-2015: achievements and challenges. EFA global monitoring report
2015. Paris: United Nations Education, Scientific and Cultural Organization; 2015 (http://
unesdoc.unesco.org/images/0023/002322/232205e.pdf, accessed 16 September 2015).

Updated from: World health statistics 2014. Geneva: World Health Organization; 2014
(http://apps.who.inV/iris/bitstream/10665/112738/1/9789240692671_eng.pdf?ua=1,
accessed 16 September 2015). Three changes were made: Israel and Republic of Moldova
moved up a category based on the last revision of the Global Health Estimates. The Syrian
Arab Republic is omitted because no new estimates have yet been made since the start
of the conflict.

World development report 2011: conflict, security, and development. Washington (DC): World
Bank; 2011 (http://siteresources.worldbank.org/INTWDRS/Resources/WDR2011_Full_Text.
pdf, accessed 16 September 2015).

Global employment trends for youth 2013: a generation at risk. Geneva: International
Labour Organization; 2013 (http://www.ilo.org/wcmsp5/groups/public/---dgreports/--
-dcomm/documents/publication/wcms_212423.pdf, accessed 16 September 2015).

Health for the world’s adolescents: a second chance in the second decade. Geneva: World
Health Organization; 2014 (http://apps.who.int/adolescent/second-decade/, accessed 16
September 2015).

World report on ageing and health. Geneva: World Health Organization; 2015 (http://www.
who.int/ageing/events/world-report-2015-launch/en/, accessed 23 October 2015).

Integrating population issues into sustainable development, including the post-2015
development agenda: a concise report. Department of Economic and Social Affairs,
Population Division. Working Paper No. ST/ESA/SER.A/364. New York (NY): United
Nations; 2015 (http:/www.un.org/en/development/desa/population/commission/pdf/48/
CPD48ConciseReport.pdf, accessed 16 September 2015).

Mathers CD, Stevens GA, Boerma T, White RA, Tobias MI. Causes of international increases
in older age life expectancy. Lancet. 2015;385(9967):540-8 (http://www.thelancet.com/
journals/lancet/article/PlIS0140-6736%2814%2960569-9/fulltext, accessed 16 September
2015).

Prince MJ, Wu F, Guo Y, Gutierrez Robledo LM, 0’Donnell M, Sullivan R et al. The burden
of disease in older people and implications for health policy and practice. Lancet.
2015;385(9967):549-62 (http://www.thelancet.com/journals/lancet/article/PlIS0140-
6736%2814%2961347-7/fulltext, accessed 16 September 2015).

Chatteriji S, Byles J, Cutler D, Seeman T, Verdes E. Health, functioning, and disability in
older adults: present status and future implications. Lancet. 2015;385(9967):563-75
(http://www.thelancet.com/journals/lancet/article/PlIS0140-6736%2814%2961462-8/
fulltext, accessed 16 September 2015).

Badley EM, Canizares M, Perruccio AV, Hogg-Johnson S, Gignac MA. Benefits gained,
benefits lost: comparing baby boomers to other generations in a longitudinal cohort
study of self-rated health. Milbank Q. 2015;93(1):40-72 (http://onlinelibrary.wiley.com/
doi/10.1111/1468-0009.12105/full, accessed 16 September 2015).

Pilkington R, Taylor AW, Hugo G, Wittert G. Are baby boomers healthier than generation
X? A profile of Australia’s working generations using National Health Survey data. PLoS
Onelelectronic resource]. 26 March 2014;doi:10.1371/journal.pone.0093087 (http://
journals.plos.org/plosone/article?id=10.1371/journal.pone.0093087, accessed 16
September 2015).

Rice NE, Lang IA, Henley W, Melzer D. Baby boomers nearing retirement: the healthiest
generation? Rejuvenation Res. 2010;13(1):105-14 (http://online.liebertpub.com/doi/
pdf/10.1089/rej.2009.0896, accessed 16 September 2015).

Lin SF, Beck AN, Finch BK, Hummer RA, Masters RK. Trends in US older adult disability:
exploring age, period, and cohort effects. Am J Public Health. 2012;102(11):2157-63
(Abstract: http://ajph.aphapublications.org/doi/abs/10.2105/AJPH.2011.300602, accessed
16 September 2015).

Arokiasamy P, Uttamacharya U, Kshipra J, Biritwum RB, Yawson AE, Wu F et al. The
impact of multimorbidity on adult physical and mental health in low- and middle-income
countries: What does the Study on global AGEing and adult health (SAGE) reveal? BMC
Med[electronic resource]. 3 August 2015;doi:10.1186/s12916-015-0402-8 (http://www.
biomedcentral.com/1741-7015/13/178, accessed 16 September 2015).

Banerjee S. Multimorbidity: older adults need health care that can count past one. Lancet.
2015;385(9968):587-9 (http://www.thelancet.com/journals/lancet/article/PIIS0140-
6736%2814%2961596-8/fulltext, accessed 16 September 2015).

HEALTH IN 20156: FROM MDGs TO SDGs

21

22

23

24

25

26

27

28

29

30

31

32

33

34

36

37

38

39

40

41

International migration report 2013. New York (NY): United Nations, Department of Economic
and Social Affairs, Population Division; 2013 (http://esa.un.org/unmigration/documents/
worldmigration/2013/Full_Document_final.pdf, accessed 20 October 2015).

A study showed that about 19% of doctors and 8% of nurses born in African countries
were working in nine destination countries in 2000. See: Clemens MA, Pettersson G. New
data on African health professionals abroad. Hum Resour Health. 2008;6:1 (http://www.
human-resources-health.com/content/6/1/1, accessed 16 September 2015).

Updated from: Sabine Henning. Migration levels and trends: global assessment and
policy implications. New York (NY): United Nations, Population Division; 2012 (http:/
www.un.org/esa/population/meetings/tenthcoord2012/V.%20Sabine%20Henning%20
-%20Migration%?20trends.pdf, accessed 28 August 2015).

World migration report. Geneva: International Organization for Migration; 2010 (http:/
publications.iom.int/bookstore/free/WMR_2010_ENGLISH.pdf, accessed 16 September
2015).

World at war. UNHCR global trends: forced displacement in 2014. Geneva: United Nations
Office of the High Commissioner for Refugees; 2015 (http://unhcr.org/556725e69.html#_ga
=1.69429392.1825024336.1437640576, accessed 16 September 2015).

Global overview: over 2700 migrant deaths to date in 2015. Geneva: International
Organization for Migration; 2015 (http://www.iom.int/news/iom-hails-efforts-raise-
migrant-death-ship-libyas-coast, accessed 16 September 2015).

Resolution WHAG1.17. Health of migrants. In: Sixty-first World Health Assembly, Geneva,
19-24 May 2008. Resolutions and decisions, annexes. Geneva: World Health Organization;
2008:23-5 (WHA61/2008/REC/1; http://apps.who.int/gh/ebwha/pdf_files/WHA61-REC1/
A61_REC1-en.pdf, accessed 16 September 2015).

Resolution WHA63.16.WHO Global Code of Practice on the International Recruitment of Health
Personnel. In: Sixty-third World Health Assembly, Geneva, 17-21 May 2010. Resolutions
and decisions, annexes. Geneva: World Health Organization; 2010:31 (WHA63/2010/
REC/1; http://apps.who.int/gb/ebwha/pdf_files/WHA63-REC1/WHAG3_REC1-en.pdf,
accessed 16 September 2015).

Siyam A, Zurn P, Ro OC, Gedik G Ronquillo K, Co CH et al. Monitoring the implementation
of the WHO Global Code of Practice on the International Recruitment of Health Personnel.
Bull World Health Organ. 2013; 91(11):816-23 (http://www.who.int/entity/bulletin/
volumes/91/11/13-118778.pdf?ua=1, accessed 16 September 2015).

World urbanization prospects, the 2014 revision. New York (NY): United Nations, Department
of Economic and Social Affairs, Population Division (http://esa.un.org/unpd/wup/, accessed
16 September 2015).

Population distribution, urbanization, internal migration and development: an international
perspective. Department of Economic and Social Affairs, Population Division. New York (NY):
United Nations; 2011 (http://www.un.org/esa/population/publications/PopDistribUrbanization/
PopulationDistributionUrbanization.pdf, accessed 16 September 2015).

Habitat lll issue papers: migration and refugees in urban areas. Task Team on Habitat Ill.
Nairobi: UN-Habitat; 2015 (http://unhabitat.org/wp-content/uploads/2015/04/2_Migration-
and-Refugees.pdf, accessed 26 June 2015).

State of the world’s cities 2010/2011: bridging the urban divide. Nairobi: UN-Habitat; 2013
(http://mirror.unhabitat.org/pmss/listitemDetails.aspx?publicationlD=2917, accessed 20
October 2015).

Hidden cities: unmasking and overcoming health inequities in urban settings. Geneva: World
Health Organization, WHO Centre for Health Development Kobe, United Nations Human
Settlements Programme (UN-HABITAT); 2010 (http://www.who.int/entity/kobe_centre/
publications/hiddencities_media/who_un_habitat_hidden_cities_web.pdf?ua=1, accessed
16 September 2015).

State of African cities 2014: re-imagining sustainable urban transitions. Nairobi: UN-Habitat;
2014 (http://unhabitat.org/wpdm-package/state-of-african-cities-2014-re-imagining-
sustainable-urban-transitions/?wpdmdi=111948, accessed 16 September 2015).

Global Health Observatory data: urban health. Geneva: World Health Organization (http://
www.who.int/gho/urban_health/en/, accessed 20 October 2015).

Country and lending groups. Washington (DC): World Bank (http://data.worldbank.org/
about/country-and-lending-groups, accessed 20 October 2015).

Sumner A. Global poverty and the new bottom billion: what if three-quarters of the world’s
poor live in middle-income countries? Working Paper. Brighton: Institute for Development
Studies; September 2010 (https://www.ids.ac.uk/files/dmfile/GlobalPovertyDataPaper1.
pdf, accessed 16 September 2015).

Millennium Development Goals report 2015. New York (NY): United Nations; 2015 (http://
unstats.un.org/unsd/mdg/Resources/Static/Products/Progress2015/English2015.pdf,
accessed 16 September 2015).

Azevedo J, Inchauste G, Olivieri S, Saavedra J, Winkler H. Is labor income responsible
for poverty reduction? A decomposition approach. (April, forthcoming as World Bank
Policy Research Working Paper). Washington (DC): World Bank; 2013 (http://www-wds.
worldbank.org/external/default/WDSContentServer/WDSP/IB/2013/04/18/000158349_
20130418083935/Rendered/PDF/wps6414.pdf, accessed 16 September 2015).

The world’s middle income countries. Washington (DC): World Bank (http://www.worldbank.
org/en/country/mic/overview, accessed 15 October 2015).

Global monitoring report 2014/2015: ending poverty and sharing prosperity. Washington
(DC) : World Bank and International Monetary Fund; 2015 (http://www.worldbank.
org/content/dam/Worldbank/gmr/gmr2014/GMR_2014_Full_Report.pdf, accessed 16
September 2015).



42

43

44

45

46

47

48

49

50

51

52

53

54

55

56

57

58

59

60

61

62

63

64

World development report 2014: risk and opportunity — managing risk for development.
Washington (DC): World Bank; 2013 (http://siteresources.worldbank.org/EXTNWDR2013/
Resources/8258024-1352909193861/8936935-1356011448215/8986901-1380046989056/
WDR-2014_Complete_Report.pdf, accessed 16 September 2015).

Alderson AS, Nielsen F. Globalization and the great U-turn: income inequality trends in 16
OECD countries. Am J Sociol. 2002:107(5):1244-99 (http://citeseerx.ist.psu.edu/viewdoc/
download?doi=10.1.1.466.4335&rep=rep1&type=pdf, accessed 16 September 2015).

Pavcnik N. Globalization and within-country income inequality. In: M. Bacchetta and M.
Jansen, editors. Making globalization socially sustainable. Geneva: International Labour
Organization and World Trade Organization; 2011:233-59 (https://www.wto.org/english/
res_e/booksp_e/glob_soc_sus_e.pdf, accessed 16 September 2015).

Globalization and inequality. In: World Economic Outlook 2007. Washington (DC): International
Monetary Fund; 2007 (https://www.imf.org/external/pubs/ft/weo/2007/02/pdf/text.pdf,
accessed 16 September 2015).

Subramanian SV, Kawachi I. Income inequality and health: What have we learned so far?
Epidemiol Rev. 2004;26(1):78-91 (http://epirev.oxfordjournals.org/content/26/1/78.full,
accessed 16 September 2015).

Picket KE, Wilkinson RG. Income inequality and health: a causal review. Soc Sci Med.
2015;128:316-26 (http://www.sciencedirect.com/science/article/pii/'S0277953614008399,
accessed 16 September 2015).

Mohammed AJ. Deepening income inequality. World Economic Forum: Outlook on the Global
Agenda 2015 (http://widgets.weforum.org/outlook15/01.html, accessed 16 September
2015).

Macroeconomics and health: investing in health for economic development. Geneva: World
Health Organization; 2001 (http://apps.who.int/iris/bitstream/10665/42435/1/924154550X.
pdf, accessed 16 September 2015).

Jamison DT, Summers LH, Alleyne G, Arrow KJ, Berkley S, Binagwaho A et al. Global health
2035: a world converging within a generation. Lancet. 2013;382(9908):1898—-1955 (http:/
www.thelancet.com/journals/lancet/article/PlIS0140-6736%2813%2962105-4/fulltext,
accessed 16 September 2015).

Commission on Social Determinants of Health — final report: Closing the gap in a generation:
Health equity through action on the social determinants of health. Geneva: World Health
Organization; 2008 (http://www.who.int/social_determinants/thecommission/finalreport/
en/, accessed 18 September 2015).

Kuruvilla S, Schweitzer J, Bishai D, Chowdhury S, Caramani D, Frost L et al. Success factors
for reducing maternal and child mortality. Bull World Health Organ. 2014;92(7):533-44
(http://www.who.int/entity/bulletin/volumes/92/7/14-138131.pdf?ua=1, accessed 15
October 2015).

Di Cesare M, Khang Y-H, Asaria P, Blakely T, Cowan MJ, Farzadfar F et al. Inequalities in
non-communicable diseases and effective responses. Lancet. 2013;381(9866):585-97
(http://www.thelancet.com/journals/lancet/article/PlIS0140-6736%2812%2961851-0/
fulltext, accessed 15 October 2015).

The economics of social determinants of health and health inequalities: a
resource book. Geneva: World Health Organization; 2013 (http://apps.who.int/iris/
bitstream/10665/84213/1/9789241548625_eng.pdf, accessed 15 October 2015).

World health report 2010. Geneva: World Health Organization; 2010 (http://www.who.int/
entity/whr/2010/whr10_en.pdf?ua=1, accessed 16 September 2015).

Dreher A. Does globalization affect growth? Evidence from a new index of globalization.
Appl Econ. 2006;38(10):1091-1110 (Abstract: http://www.tandfonline.com/doi/
abs/10.1080/00036840500392078?journalCode=raec20#.VeRsAlerMql, accessed 16
September 2015).

KOF Globalization Index 2015. Zurich: KOF Swiss Economic Institute; 2015 (http://
globalization.kof.ethz.ch/, accessed 16 September 2015).

Calculated from: KOF Globalization Index. Zurich: Swiss Economic Institute; 2015 (http://
globalization.kof.ethz.ch/query/, accessed 16 September 2015).

Ortiz I, Cummins M. When the global crisis and youth bulge collide: double the jobs trouble
for youth. New York (NY): United Nations Children’s Fund; February 2012 (http://www.
unicef.org/socialpolicy/files/Global_Crisis_and_Youth_Bulge_-_FINAL.pdf, accessed 16
September 2015).

World employment and social outlook: trends 2015. Geneva: International Labour
Organization; 2015 (http://www.ilo.org/global/research/global-reports/weso/2015/lang-
-en/index.htm, accessed 16 September 2015).

Migration and development briefs; Nos. 10—12. Washington (DC): World Bank; July 2009—
April 2010 (http://www.worldbank.org/prospects/migrationandremittances, accessed 16
September 2015).

Declaration on the TRIPS Agreement and public health. WT/MIN(01)/DEC/2. Geneva: World
Trade Organization; 2001 (https://www.wto.org/english/thewto_e/minist_e/min01_e/
mindecl_trips_e.pdf, accessed 16 September 2015).

Global health expenditure database. Geneva: World Health Organization (http://apps.who.
int/nha/database, accessed 9 October 2015).

Financing global health 2014: shifts in funding as the MDG era closes. Seattle (WA):
Institute for Health Metrics and Evaluation; 2015 (http://www.healthdata.org/sites/default/
files/files/policy_report/2015/FGH2014/IHME_PolicyReport_FGH_2014_1.pdf, accessed
16 September 2015).

65

66

67

68

69

70

7
72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

Shared responsibilities for health: a coherent global framework for health financing. Final
report of the Centre on Global Health Security Working Group on Health Financing. London:
Chatham House, Royal Institute of International Affairs; 2014 (http://www.chathamhouse.
org/publication/shared-responsibilities-health-coherent-global-framework-health-financing,
accessed 16 September 2015).

Murray C, Anderson B, Burstein R, Leach-Kemon K, Schneider M, Tardiff A et al. Development
assistance for health: trends and prospects. Lancet. 2011;378(9785):8—10 (http://www.
thelancet.com/journals/lancet/article/PlIS0140-6736%2810%2962356-2/fulltext, accessed
16 September 2015).

The International Health Partnership (ihp+). Geneva: International Health Partnership
(http://www.internationalhealthpartnership.net/en/, accessed 28 August 2015).

Development Co-operation report 2014. Paris: Organisation for Economic Co-operation and
Development; 2014 (http://www.oecd.org/dac/development-co-operation-report-20747721.
htm, accessed 16 September 2015).

A/RES/69/313. Addis Ababa Action Agenda of the Third International Conference on
Financing for Development (Addis Ababa Action Agenda). Resolution adopted by the
Sixty-ninth United Nations General Assembly, New York (NY), 27 July 2015 (www.un.org/
en/ga/search/view_doc.asp?symbol=A/RES/69/313&Lang=E, accessed 16 September
2015).

The Busan Partnership for Effective Development Co-operation. Paris: Organisation for
Economic Co-operation and Development (http://www.oecd.org/development/effectiveness/
busanpartnership.htm, accessed 28 August 2015).

Sen A. Development as freedom. New York (NY): Alfred A. Knopf; 1999.

Women and health: today’s evidence, tomorrow’s agenda. Geneva: World Health Organization;
2009 (http://www.who.int/gender/women_health_report/full_report_20091104_en.pdf,
accessed 16 September 2015).

Political declaration on the occasion of the twentieth anniversary of the fourth world
conference on women. Document E/CN.6/2015/1.1, Commission on the Status of Women.
New York (NY): United Nations Economic and Social Council; March 2015 (http://www.
un.org/ga/search/view_doc.asp?symbol=E/CN.6/2015/L.1, accessed 16 September
2015).

Framework of actions for the follow-up to the programme of action of the international
conference on population and development (ICPD) beyond 2014. E/CD.9/2014/4. New
York (NY): United Nations Economic and Social Council; 2014.

Both conferences were referred to as part of SDG 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.

Gender statistics. New York (NY): United Nations (http://unstats.un.org/unsd/gender/
default.html, accessed 16 September 2015).

Constitution of the World Health Organization. Geneva: World Health Organization; 1946
(http://www.who.int/governance/eb/who_constitution_en.pdf, accessed 16 September
2015).

The Core International Human Rights Instruments and their monitoring bodies. Geneva:
United Nations Office of the High Commissioner for Human Rights; 2015 (www.ohchr.
org/EN/Professionallnterest/Pages/Corelnstruments.aspx, accessed 16 September 2015).

For example, the International Covenant on Economic, Social and Cultural Rights (1966);
the Convention on the Elimination of All Forms of Discrimination against Women (1979);
and the Convention on the Rights of the Child (1989).

Committee on Economic Social and Cultural Rights. Substantive issues arising in the
implementation of the International Covenant on Economic, Social and Cultural Rights:
General comment No. 14. Geneva: United Nations Office of the High Commissioner for
Human Rights; 2000 (http://thinternet.ohchr.org/_layouts/treatybodyexternal/TBSearch.
aspx?Lang=en&TreatylD=9&DocTypelD=11, accessed 16 September 2015).

World report on disability. Geneva: World Health Organization; 2011 (http://whglibdoc.who.
int/publications/2011/9789240685215_eng.pdf?ua=1, accessed 16 September 2015).

Mitra S, Posarac A, Vick B. Disability and poverty in developing countries: a multidimensional
study. World Dev. 2013;41:1-18 (http://www.sciencedirect.com/science/article/pii/
S0305750X12001465, accessed 16 September 2015).

WHO global disability action plan 2014—-2021. Geneva: World Health Organization. (http://
www.who.int/disabilities/actionplan/en/, accessed 26 October 2015).

Resolution WHA67.7. WHO global disability action plan 2014-2021: better health for
all people with disability. In: Sixty-seventh World Health Assembly, Geneva, 19-24
May 2014. Resolutions and decisions, annexes. Geneva: World Health Organization;
2014;14 (WHA67/2014/REC/1; http://apps.who.int/gb/ebwha/pdf_files/WHA67-REC1/
A67_2014_REC1-en.pdf, accessed 28 August 2015).

Baker DP, Leon J, Smith Greenaway EG, Collins J, Movit M. The education effect on
population health: a reassessment. Popul Dev Rev. 2011;37(2):307-22 (http://www.ncbi.
nim.nih.gov/pmc/articles/PMC3188849/, accessed 16 September 2015).

Caldwell JC. Education as a factor in mortality decline: an examination of Nigerian data. Popul
Stud. 1979;33(3):395-413 (Abstract: http://www.jstor.org/stable/2173888?seq=1#page_
scan_tab_contents, accessed 16 September 2015).

Hobcraft J. Women’s education, child welfare and child survival: a review of the
evidence. Health Transit Rev. 1993;3(2):159-73 (https:/digitalcollections.anu.edu.au/
bitstream/1885/41205/2/Hobcraf1.pdf, accessed 16 September 2015).

JIAL AND ENVIRONMENTAL CONTEXT OF HEALTH 37




88 Bicego GT, Boerma JT. Maternal education and child survival: a comparative analysis. Soc
Sci Med. 1993;36(9):1207-27 (Abstract: http://www.ncbi.nlm.nih.gov/pubmed/8511650,
accessed 16 September 2015).

89 De Neve J-W, Fink G, Subramanian SV, Moyo S, Bor J. Length of secondary schooling
and risk of HIV infection in Botswana: evidence from a natural experiment. Lancet Glob
Health. 2015;3(8):e470-77 (http://www.thelancet.com/journals/langlo/article/PlIS2214-
109X%2815%2900087-X/fulltext, accessed 16 September 2015).

90 Calculated from: The International Futures (IFs) modeling system, version 7.15. Frederick
S. Pardee Center for International Futures, Josef Korbel School of International Studies,
University of Denver (www.ifs.du.edu, accessed 16 September 2015).

91 Fifth assessment report. Intergovernmental Panel on Climate Change, 2015 (https://www.
ipcc.ch/report/arb/, accessed 16 September 2015).

92 Priiss-Ustiin A, Corvalan C. Preventing disease through health environments: towards
an estimate of the environmental burden of disease. Geneva: World Health Organization;
2006 (http://www.who.int/quantifying_ehimpacts/publications/preventingdisease.pdf,
accessed 16 September 2015).

93 Climate change and health: report by the Secretariat. Geneva; World Health Organization;
6 March 2009 (http://www.who.int/globalchange/A62_11_en.pdf, accessed 16 September
2015).

94 Progress on sanitation and drinking water: 2015 update and MDG assessment. Geneva
and New York (NY): World Health Organization and United Nations Children’s Fund; 2015
(http://apps.who.inV/iris/bitstream/10665/177752/1/9789241509145_eng.pdf?ua=1,
accessed 28 August 2015).

95 Climate change 2013: the physical science basis. Summary for policymakers. Contribution
of IPCC Working Group | to the fifth assessment report of the Intergovernmental Panel on
Climate Change. Cambridge and New York (NY): Cambridge University Press; 2013 (https:/
www.ipcc.ch/pdf/assessment-report/ar5/wg1/WG1AR5_SPM_FINAL.pdf, accessed 16
September 2015).

96 Climate change 2014: synthesis report. Contribution of IPCC Working Groups I, Il and Il to
the fifth assessment report of the Intergovernmental Panel on Climate Change. Geneva:
Intergovernmental Panel on Climate Change; 2014:151 (https://www.ipcc.ch/report/ar5/
syr/, accessed 16 September 2015).

97 Quantitative risk assessment of the effects of climate change on selected causes of
death, 2030s and 2050s. Geneva: World Health Organization; 2014 (http://apps.who.
int/iris/bitstream/10665/134014/1/9789241507691_eng.pdf, accessed 16 September
2015).

98 McMichael AJ, Campbell-Lendrum DH, Corvalan CF, Ebi KL, Githeko, AK, Scheraga JD
et al., editors. Climate change and human health: risks and responses. Geneva: World
Health Organization; 2003 (http://www.who.int/globalchange/publications/cchhsummary/
en/, accessed 16 September 2015).

99 Protecting health from climate change: connecting science, policy and people. Geneva: World
Health Organization; 2009 (http://whglibdoc.who.int/publications/2009/9789241598880_eng.
pdf?ua=1, accessed 16 September 2015).

100 Resolution WHA61.19. Climate change and health. In: Sixty-first World Health Assembly,
Geneva, 19-24 May 2008. Resolutions and decisions, annexes. Geneva: World Health
Organization; 2008:26-8 (WHA61/2008/REC/1; http://apps.who.int/gb/ebwha/pdf_files/
WHAB1-REC1/A61_REC1-en.pdf, accessed 16 September 2015).

101 Resolution WHAG8.8. Health and the environment: addressing the health impact of air
pollution. Sixty-eighth World Health Assembly, 26 May 2015 (http://apps.who.int/gb/
ebwha/pdf_files/WHA68/A68_R8-en.pdf, accessed 27 July 2015).

102 Adapted from: Smith, KR, Woodward A, Campbell-Lendrum D, Chadee DD, Honda Y, Liu
Q et al. Human health: impacts, adaptation, and co-benefits. In: Climate change 2014:
impacts, adaptation, and vulnerability. Part A: global and sectoral aspects. Contribution of
working group Il to the fifth assessment report of the Intergovernmental Panel on Climate
Change. Cambridge and New York (NY): Cambridge University Press; 2014:709-54 (https:/
ipcc-wg2.gov/AR5/images/uploads/WGIIAR5-Chap11_FINAL.pdf, accessed 15 October
2015).

38 HEALTH IN 20156: FROM MDGs TO SDGs

103 Black RE, Victora CG, Walker SP, Bhutta ZA, Christian P, de Onis M et al. Maternal and
child undernutrition and overweight in low-income and middle-income countries. Lancet.
2013;382(9890):427-51 (http://www.thelancet.com/journals/lancet/article/PlIS0140-
6736%2813%2960937-X/fulltext, accessed 19 October 2015).

104 Based on data from: Climate Funds Update. Berlin and London: Heinrich Boll Foundation
and Overseas Development Institute. (http://www.climatefundsupdate.org/ , accessed 5
Septe,ber 2015).

105 Burden of disease from the joint effects of household and ambient air pollution for 2012.
Geneva: World Health Organization; 2014 (http://www.who.int/phe/health_topics/outdoorair/
databases/AP_jointeffect_BoD_results_March2014.pdf, accessed 18 September 2015).

106 Partnership for Clean Fuels and Vehicles: Outcome and Influence Evaluation of the UNEP
Based Partnership for Clean Fuels and Vehicles (PCFV). Nairobi; UNEP; 2010 (http://www.
unep.org/Transport/PCFV/PDF/leadEvaluation_summaryreport.pdf, accessed 16 September
2015).

107 Preventing diarrhoea through better water, sanitation and hygiene: Exposures and impacts
in low- and middle income countries. Geneva: World Health Organization; 2014 (http:/
apps.who.int/iris/bitstream/10665/150112/1/9789241564823_eng.pdf?ua=1/, accessed
17 September 2015).

108 Results of the global survey on concentrations in human milk of persistent organic pollutants
by the United Nations Environment Programme and World Health Organization. Sixth
meeting of the Conference of the Parties to the Stockholm Convention on Persistent Organic
Pollutants, UNEP/POPS/COP.6/INF/33. Geneva: United Nations Environment Programme
and the World Health Organization; 2013 (http://www.unep.org/chemicalsandwaste/
portals/9/POPs/docs/UNEP-POPS-COP.6-INF-33.English.pdf, accessed 16 September
2015).

109 Minamata convention on mercury. Nairobi: United Nations Environment Programme (http:/
www.mercuryconvention.org, accessed 16 September 2015).

110 Service availability and readiness assessment (SARA) survey results. Geneva: World Health
Organization (http://www.who.int/healthinfo/systems/sara_introduction/en/, accessed 15
October 2015).

111 Sendai Framework for Disaster Risk Reduction 2015-2030. Geneva: United Nations Office
for Disaster Risk Reduction; 2015 (http://www.unisdr.org/we/inform/publications/43291,
accessed 28 August 2015).

112 Coady D, Parry |, Sears S, Shang B. How large are global energy subsidies? IMF Working
Paper WP/105/105. Washington (DC): International Monetary Fund; 2015 (http://www.
imf.org/external/pubs/ft/wp/2015/wp15105.pdf, accessed 8 June 2015).

113 Shindell D, Kuylenstierna JC, Vignati E, van Dingenen R, Amann M, Klimont Z, et al.
Simultaneously mitigating near-term climate change and improving human health
and food security. Science. 2012;335(6065):183-9 (https://www.sciencemag.org/
content/335/6065/183.full, accessed 29 October 2015).

114 Declaration of Alma-Ata. International Conference on Primary Health Care, Aima-Ata,
Kazakhstan, 6-12 September 1978 (http://www.who.int/publications/almaata_declaration_
en.pdf, accessed 16 September 2015).

115 Kickbusch I, Buckett K, editors. Implementing Health in All Policies: Adelaide 2010. Adelaide,
South Australia: Department of Health, Government of South Australia; 2010 (http://www.
who.int/sdhconference/resources/implementinghiapadel-sahealth-100622.pdf, accessed
16 September 2015).

116 Leppo, K, Ollila, E. Health in All Policies: seizing opportunities, implementing policies. Helsinki:
Ministry of Social Affairs and Health, Government of Finland; 2013 (http://www.unrisd.
0rg/80256B3C005BCCFY/(httpAuxPages)/5416E4680AD46606C1257B730038FAC1/$file/
HiAP%20web%20version%20-%20FINAL.pdf, accessed 16 September 2015).



UNIVERSAL
HEALTH
COVERAGE






SUMMARY

Universal health coverage (UHC) is defined as ensuring that all people can use the promotive, preventive, curative,
rehabilitative and palliative health services they need, of sufficient quality to be effective, while also ensuring that the
use of these services does not expose the user to financial hardship. UHC is prominent in the SDG declaration and has a
specific target under the health goal. It is the only target that underpins, and is key to the achievement of, all the others.

During the MDG era, much progress was made in the coverage of key interventions for maternal and child health and
against infectious diseases. Coverage gaps between the rich and the poor for these interventions were reduced in many
countries. Per capita government expenditure on health went up by about 40% in real terms between 2000 and 2013,
and out-of-pocket spending decreased slightly from 35% to 31% of total health spending.

Country actions supported by global agencies and partnerships and the scaling-up of innovative interventions for diagnosis
(e.g. rapid tests for malaria and HIV), prevention (e.g. vaccines) and treatment (e.g. ART and ACTs) have contributed to
improved service provision and performance.

Major health system weaknesses remain. Many countries lack sound health financing, leading to high out-of-pocket
payments and financial catastrophe or impoverishment for families, and have major inadequacies in health workforce and
infrastructure (especially in the rural areas), medical products (poor access, inappropriate use and reports on substandard,
spurious, falsified, falsely labelled and counterfeit (SSFFC) medicines entering the supply chain), service quality and
information and accountability. Weak health systems also leave major gaps in the national, regional and global defences
against outbreaks of infectious diseases, such as Ebola virus disease and influenza epidemics.

While the MDG focus on specific diseases and health issues encouraged a tendency to reinforce programme silos set up
to deliver selected interventions, all countries now face a much broader spectrum of health challenges, including the rapid
rise of NCDs, the challenges of injuries and health security. Strong health systems are required to sustain and expand the
unfinished MDG agenda, make major progress toward UHC and ensure resilience against epidemic diseases and disasters.

The SDG targets include a comprehensive set of health targets that address the unfinished and expanded MDG agenda,
as well as major challenges related to NCDs, injuries and environmental issues. The target on UHC underpins all other
targets and provides an opportunity to refocus efforts on a more sustainable approach through system-wide reform, based
on the principles of efficiency and health service integration and people-centred care. The SDGs also fundamentally call
for intersectoral action, acknowledging that attainment of health goals is dependent not only on actions within the health
sector, but also on economic, social, cultural and environmental factors. Making progress towards UHC depends to a
considerable extent on the broader policy context within which health systems operate and on levels and differentials in
socioeconomic development.
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UHC is coverage that provides people with the health
services they need while protecting them from exposure
to financial hardship incurred in obtaining care.! In this
definition, health services are broadly defined to include
health promotion initiatives (such as anti-tobacco policies
or emergency preparedness), disease prevention activities
(such as vaccination) and the provision of treatment,
rehabilitation and palliative care (such as end-of-life care)
of sufficient quality to be effective. The MDGs made no
reference to UHC, which has gained renewed momentum as
anidea and an aspiration following the 2005 World Health
Assembly call for countries to plan for the transition to
UHC.? This was followed by the 2008 World Health Report
on primary health care,® the pivotal 2010 World Health
Report on health financing for UHC," a 2011 World Health
Assembly resolution* and a 2012 UN General Assembly
resolution on UHC.> In contrast to the MDGs, the SDGs
refer to UHC both directly and indirectly, thus reflecting an
emerging consensus regarding the importance of UHC. The
preamble (point 26) of the final text of the 2030 agenda for
sustainable development states: “To promote physical and
mental health and well-being, and to extend life expectancy
for all, we must achieve universal health coverage and
access to quality health care. No one must be left behind” .

SDG Target 3.8 calls upon countries to: "Achieve UHC,
including financial risk protection, access to quality essential
health-care services and access to safe, effective, quality
and affordable essential medicines and vaccines for all.”
Two additional SDG targets directly relate to health systems
strengthening in developing countries; building upon MDG
Target 8, SDG Target 3.b is formulated as:

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.

SDG Target 3.c focuses on health financing and the
workforce in developing countries:

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.

There are also a number of SDG targets that address non-
health sector issues that nevertheless have important
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Figure 3.1
Three dimensions of UHC'
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implications for health and thus relevance for UHC. For
example, coverage targets for safe water and sanitation
have a significant bearing on universal coverage of disease
prevention, and the same is true of targets relating to
road traffic deaths and urban development. Similarly, the
labour markets in health (and other social sectors) can
stimulate economic growth, productive employment,
youth employment and decent work (Goal 8). Specific
linkages between health services and a number of other
SDGs are also clear, including the health service-poverty
linkage (Goal 1); gender equity in service delivery (Goal 5);
water and sanitation in health facilities (Goal 6); service
delivery in slums (Goal 11); and the use of institutional
health partnerships for capacity building (Goal 17). Indeed,
the SDGs provide a basis for forging strategic partnerships
for action at the country level on health service delivery.

Because UHC is cross-cutting and linked to the achievement
of all health SDG targets, it offers a platform for the
integration of health and related targets and, taken together
with a Health-in-All-Policies approach, may serve as a
powerful focus for reflection and policy development.

UHC comprises two components - health service coverage
on the one hand and financial protection coverage on the
other - both of which need to be assessed at the level of the
whole population. Thus, three dimensions - health services,
finance and population - are typically represented in what
has come to be known as the “coverage box" (Figure 3.1).
Through their health system reforms, all countries struggle
to fill the box (i.e. to extend coverage of quality services
with financial protection), including high-income countries
with long established institutional arrangements for health
systems that may, for example, be fighting to maintain their
levels of coverage in the face of rising costs. Demographic
(e.g. population ageing) and epidemiological (e.g. rising
chronic diseases) changes play an important role with
technological advances and changes in people’s patterns
of service utilization. It is for this reason that the UHC
endeavour is generally referred to as a journey rather than
a destination, a progressive or dynamic process rather than
a once-and-for-all solution that can be “achieved”.



Lessons learned from the Ebola virus disease outbreak in
West Africa are a reminder of the importance of strong
health systems with robust primary care services and
capable public health surveillance and management
functions.”®® Within this framework, focused efforts in
public health information systems, supply chain, workforce,
safe services (including infection prevention and control),
financing and governance will also be core to sustainable
efforts to prevent, detect and respond to emerging
health security threats. Resilience is a key attribute and
indicator of strong well-performing health systems. It
implies that countries and communities are capable of
effectively minimizing the consequences of emergencies
by reducing the likelihood of the disaster happening (where
possible), reducing their vulnerability to the event itself and
strengthening their capacity to respond and recover.

Although the MDGs included no explicit goal for UHC,
they did address services that are generally identified as
priorities in countries with a UHC-oriented reform agenda,
including reproductive, maternal, newborn and child health
(RMNCH), and the high-burden infectious diseases HIV/
AIDS, malaria and tuberculosis (Figure 3.2). In contrast,
NCDs - a priority concern in countries with commitments
to UHC - were passed over in the MDGs, and have seen
much more limited improvement in the past 15 years (NCDs
are discussed in detail in Chapter 6).

There is evidence that socioeconomic disparities in
coverage of UHC health services have declined slightly in
many countries as a result of faster improvements among
disadvantaged subgroups. For instance, based on data from
28 low- and middle-income countries during 1995-2013,

Figure 3.2
Global levels and trends of health MDG-related UHC tracer indicators, 2000-2015"
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the median composite coverage index of eight RMNCH
indicators in four intervention areas - family planning,
maternal and newborn care, immunization, and treatment
of sick children - had an increase of 11 and 4 percentage
points in the poorest and the richest wealth quintiles,
respectively, resulting in the reduction of wealth-related
inequality. The same index increased 10 and 5 percentage
points in rural and urban areas, respectively, narrowing
down place-of-residence inequality (Figure 3.3). Broadly
speaking, however, inequity in access to quality health
care both within and between countries continues to be a

major concern.

Figure 3.3
RMNCH composite coverage index, change over time in national average and in
population subgroups in low- and middle-income countries,* 1995-2013"
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UHC-related efforts must address not only health service
coverage, but also health service quality and financial
protection. Key to delivering quality, people-centred
integrated health services is the establishment of efficient,
decentralized, integrated health systems staffed by well-
trained, motivated professionals, offering and ensuring
appropriate use of the full range of quality-guaranteed
essential medical products (including medicines, blood
and medical devices), financed in ways that guarantee
predictable adequate funding for the system while at the
same time offering financial protection to the users.

In some of these areas a few encouraging trends have
emerged in the past 15 years such as the development of
hospital accreditation™" and the move away from inpatient-
centric health services towards outpatient, decentralized,
integrated health systems that deliver health care across
the full spectrum of available services that is seamless
and easy to navigate. Key to delivering such services
is an emphasis on primary health care centres that take
greater responsibility for health-care coordination.™® In
terms of specific medical interventions, there is evidence
of progress in reducing the number of unsafe injections in
low- and middle-income countries, achieved largely through
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Figure 3.4
Per capita government health expenditure,? by WHO region and globally, 2000 and
20131
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a reduction in the reuse of injection devices. The average
number of injections per person per year has declined
from 3.4 to 3.0 during 2000-2010, while the proportion
of reuse of injection devices dropped from 40% to 6%."”
In other areas, however, there is little large-scale evidence
of improvements of the quality of care and reductions in
medical care-associated complications, even from high-
income countries.

Health service financing has also improved, not just in
terms of the amount of money going into health, but also
the way it is raised and spent. Per capita government
health expenditure globally increased by about 40% in
real terms between 2000 and 2013 (Figure 3.4) with major
increases in all regions. This reflects economic growth and,
in several countries, the increased priority for health that
governments are making in their budget allocations (Figure
3.6). On average across countries, global out-of-pocket
health spending is down slightly (from 35% of total health
spending in 2000-2004 to 31% in 2010-2013) (Figure 3.5),
which suggests an improvement in financial protection, but
average levels, particularly in low-income countries (42%)
remain high.

On the workforce front there has also been some
improvement, but it has been piecemeal. For example, some
countries affected by major health worker shortages have
reported improvements in the availability of skilled health
professionals.”® This includes improved rural retention of
health workers through changes in national policies. The
world market for medicines and technologies continues to
grow (estimated at almost US$ 11 trillion) but reliable data
on the availability and quality of medicines and technologies
are generally limited. A survey in 26 low-income and lower-
middle-income countries, using the standardized WHO/
Health Action International (HAI) methodology,?° showed
that generic medicines were available in 58% and 67%
of public and private sector health facilities, respectively,
with large variation between countries.”’ The availability
of donated blood has improved somewhat with donations
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increasing 25% since 2004,%2. On the other hand, promising
eHealth initiatives, such as elLearning for health workers or
electronic health records, have not yet achieved their full
demonstrable and documented impact.”>?

There has been a marked improvement in our ability to
monitor progress on key health indicators, especially
through household health surveys allowing for the collection
of data on mortality, fertility and MDG-related intervention
indicators. International household survey programmes
such as the USAID Demographic and Health Survey (DHS)
and the UNICEF Multiple Indicator Cluster Sample Survey
(MICS) have been instrumental, reaching well over 100
countries with multiple surveys. In recent years, more
countries are conducting surveys that also collect data
on NCD-related risk factors.”® Many surveys now also
collect biological and clinical data such as anthropometry,
blood pressure or HIV testing. In addition, there were
improvements in other types of data such as tracking of
health spending through national health accounts.?®

POSITIVE DEVELOPMENTS

UHC is a multifaceted and complex endeavour and many
factors contribute to its successful development. Key
lessons learnt include: (i) the centrality of country leadership
and political commitment to the concept of UHC; (ii) the
important role played by partnerships, including cross-
sectoral action and community and civil society mobilization;
and (iii) the need for support from development partners in
low- and lower-middle income countries. The substantial
increases in both domestic and external funding, even if
mainly targeted at disease-specific interventions, have
stimulated progress. However, sustaining and enhancing
progress will be difficult without taking a more holistic
approach to health system strengthening.

Country actions: These include high-level political
commitment, coordinated national strategies and plans,
implementation of innovative approaches and scaling-up
of proven interventions.

* Many countries have developed unified national health
policies, strategies and plans. For example, national
health workforce strategies and plans increasingly
address overall quality and performance orientation and
are designed to tackle issues related to health workforce
recruitment, training, retention and migration. In many
cases, strategies to reinforce health worker motivation
to promote the delivery of priority health services
have been supported by specific incentives introduced
through health financing reforms.?” Several countries
have established comprehensive health sector results
frameworks that focus on UHC and ensure regular
monitoring and inclusive review of progress.?®



* Over 70 countries have established hospital accreditation
schemes to improve quality of care. Some 140 countries
have defined national essential medicines lists to
guide purchasing decisions. The incorporation of good
manufacturing practices into national medicines laws in
more than 100 countries is another example of country
efforts to strengthen health services.

* The greatest progress towards UHC has been made in
countries that have made special efforts to make health
services accessible and affordable to the poor.™

Global partnerships and actions: Multiple global declarations
and partnerships have put health systems strengthening
and UHC on the agenda of countries, development partners,
civil society and others with variable success. Through the
World Health Assembly, countries have adopted several
resolutions related to health systems strengthening and
UHC.?*2% Furthermore, the UN General Assembly adopted
a resolution on UHC in 2012.> Some of these declarations
and partnerships have been short-lived and have lacked
resources, others have given rise to overlapping agendas,
yet some have made a significant impact. Examples include:

« Efforts related to improve aid effectiveness such as
the Paris Declaration on Aid Effectiveness, the Accra
Agenda for Action®' and, in 2011, the Busan Partnership
for Effective Development Co-operation.? The I[HP+
was established in 2007 and currently brings together
in a collaborative endeavour 65 developing countries,
bilateral donors, international agencies and foundations.®
It achieves results by encouraging national governments,
development agencies, civil society and others to align
their efforts with a single, country-led national health
strategy and plan.

* Some partnership strategies have been directed to
strengthening specific aspects of health systems.
Examples include the Global Health Workforce Alliance,
created in 2006 as a common platform to address the
health workforce crisis,** the Commission on Information
and Accountability for Women'’s and Children’s Health,®
the Countdown for Maternal, Newborn and Child Survival
that tracks progress in key indicators of RMINCH,* the
Health Metrics Network that focused on building country
health information systems;?” and the patient safety
initiative focused on ensuring quality of care.?®

* Other strategies and partnerships have taken a broad-
based, systemic approach to health systems. These
include: Providing for Health (P4H),*® a global network
of development partners active in supporting country
reforms related to UHC and social health protection;
the regional initiative on Harmonization for Health in
Africa, %4 focusing on health system strengthening; and
Health Systems Global, a society led by researchers,
policy-makers and implementers to develop the field

of health systems research.*? These partnerships have
generated momentum for UHC and progress towards
consensus around specific issues such as the need to
reduce dependence on out-of-pocket spending.

* In addition, there are examples of multicountry efforts
that have contributed to an accumulating body of policy
and technical guidance to support country efforts to
make progress towards UHC.**** For instance, the
World Health Report 2010 on health financing for UHC
was instrumental in raising the profile of UHC and
related technical and policy support to countries have
enabled the lessons of experience to be disseminated
widely. Another example is the WHO prequalification
programme which helps to make quality priority
medicines available to all countries.

Innovative approaches: The impact of new technologies
including information and communication technologies
(ICT) on improved service provision and system
performance has been dramatic in many settings. New
therapies, including ART, and ACTs and hepatitis C
treatment, have greatly enhanced access to treatment
across all socioeconomic groups. New diagnostic techniques
and testing methods now permit early detection and the
application of simplified therapeutic decision-making, not
only in relation to infectious diseases, such as HIV and
malaria, but also with regard to cancers (notably cancer
of the cervix), and chronic conditions such as anaemia,
diabetes and hepatitis. The use of ICT in health, often
referred to as eHealth and mHealth, has tremendous
potential to enhance communications between health-
care workers and individuals and communities and there
are numerous examples of success in improving adherence
to treatment regimens as well as facilitating access to
emergency care. Moreover, eHealth/mHealth is helping to
increase the emphasis on performance measurement and
accountability by facilitating data collection, management,
sharing and dissemination.

Health system weaknesses: Despite increases in domestic
(government and private) and external expenditures on
health, in many countries health systems remain underfunded
and struggle to provide even basic health service coverage
to their populations. Access to services is still low for rural
and the poorest populations and many facilities deliver
substandard care due to inefficient management and
inadequate technical and managerial capacities. Many
countries lack critical resources in multiple areas.

Health financing: Every year, some 100 million people

fall below the poverty line as a result of out-of-pocket
expenditures on health, and a further 1.2 billion, already
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living in poverty, are pushed further into penury for the same
reason.! Other challenges include system-wide inefficiencies
arising from vertical, disease-specific structures set up
in low- and middle-income countries that are a legacy
of the response to the health MDGs and supported by
global financing mechanisms. Finally, the understandable
focus on raising more money to enable greater progress
towards UHC risks making it solely a funding issue. At
least equal attention should be given to addressing system
inefficiencies and improving quality coverage of services for
all population groups.*

Inadequate human resources: Despite the modest
improvements cited, many countries still face major
shortages, especially in rural areas.”” Implementation of
the WHO Global Code of Practice on the International
Recruitment of Health Personnel has been inconsistent
across countries and the number of skilled health
professionals who choose to migrate continues to increase
year-on-year.*® Major inequalities in the distribution of
health workers within countries persist, health workforce
education may be poor and outdated, and often not
competency-based, and despite health worker salaries
representing a significant share of total health expenditure
there is an unacceptably low level of transparency and
quality on health workforce data®’ in many countries.

Inadequate medical products: There has been uneven progress
in providing access to affordable essential medicines,*®
while in many countries SSFFC drugs are found in the
supply chain, risking people's health and undermining
the credibility of health services.*® The complexity of new
medicines and medical products and the internationalization
of production and distribution of medical products pose
increasing challenges to regulatory systems. In the case
of antimicrobials, inappropriate prescription and use of
medicines also leads to growing problems with resistance.
On the blood products front, the global imbalance
between donations and need is an ongoing concern, with
approximately half of the donations collected in the high-
income countries, which are home to less than one fifth of
the world's population.??

Service quality: Regarding health service quality, while a
number of countries are embracing accreditation as a way
to raise standards in hospitals,”® and working on system
integration as a way to deliver people-centred care,” many
are still delivering substandard care characterized by high
levels of medical error®>* through health systems skewed
towards hospitals that have little connection with the
health-care system around them or the communities they
are supposed to serve.®® Accreditation of primary health-
care clinics is virtually non-existent.>*> Systems to monitor
and improve performance are weak in most countries.

Weak governance: In general, governance of the health
sector in many countries remains weak, while the rapidly
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increasing share of private health service provision is often
poorly regulated, leading to potential distortions in the type,
quantity, distribution, quality and price of health services.*®
Other aspects of health governance such as enhanced
participation, transparency and accountability, although
improving, are often still limited. Furthermore, systems to
monitor and improve performance are inadequate in many
countries.

Inadequate information and accountability: There are
major data gaps in almost every area affecting planning,
targeted implementation, performance improvement and
accountability to civil society, parliament, development
partners, etc. For instance, most low- and lower-middle-
income countries lack civil registration and vital statistics
(CRVS) systems, well-functioning health facilities and
community information systems, disease surveillance
systems, health workforces and health financing accounts.

Fragmentation: One of the unintended consequences of the
MDGs focus on specific diseases and health issues was a
tendency to reinforce programme silos set up to deliver
selected interventions. This often resulted in duplicate,
parallel structures that added to overall system costs and
posed obstacles to the coherent governance of the health
system. All countries now face a much broader spectrum
of health challenges, including the rapid rise of NCDs,
and there is broad acknowledgement that the SDG health
targets - including the target for UHC - are an opportunity
to refocus efforts on a more efficient approach via system-
wide reform, based on the principles of health service
integration and people-centred care, >*#°° and unification of
underlying support systems (e.g. information, procurement,
supply chain). The global drive for results linked to disease-
specific funding, however, continues to present a major
challenge that requires creative solutions at the national
level.

Lack of health systems resilience: Weak health systems are
associated with diverse health security risks, including
spreading epidemics, and are incapable of responding when
health emergencies occur. This was glaringly apparent in
West Africa where Guinea, Liberia and Sierra Leone all
struggled in the face of the Ebola crisis because of the
poor health system infrastructure and resources in addition
to lack of preparedness.” In other settings, preparation
and management of emergencies resulting from disasters
(natural and man-made) as well as conflicts have often
proved inadequate. Health systems resilience comprises the
capacity to prepare for and effectively respond to crises, and
to maintain or adapt core health system functions when a
crisis hits.? Resilience is built on sound legal, regulatory and
policy foundations (at both the country and global levels).
The International Health Regulations (IHR) provide a global
framework for enhancement of collective health action, and
IHR core capacities mirror health system components such
as quality surveillance and laboratory capacity, response



capacity with good linkages to the community and a
well-trained health workforce.®® The IHR implementation,
however, has been far from satisfactory (see Chapter 5).

Inadequate investments in research and development (R&D):
Structural imbalances persist in terms of investments in
and access to innovative diagnostics, vaccines, treatments
and medical products. There is much more to be done to
expand technology transfer for expanded access to medical
products in low- and middle-income countries. With regard
to medical devices, increased use of systematic health
technology assessment® is helping some (mostly high-
income) countries buy the right products for their needs,
while frugal innovation offers the prospect of devices that
are not only cheaper, but also better adapted to local
conditions.®? Indeed, the opportunity for reverse innovation
- south to north transfer - is being increasingly explored.®®
Similarly, there are major gaps in health systems, policy and
implementation research that need to be addressed to make
health systems more efficient and effective.

R&D for new medicines, vaccines and other medical
products for neglected diseases remains insufficient. Only
4% of new products registered during 2000-2011 were for
neglected diseases® and only about 1% of R&D investments
in 2010 were made for neglected diseases.®®> The private
sector invests little due to lack of profit prospects, and
public funding and special initiatives - although increasing
and starting to give results - are not yet covering the full
spectrum. Numerous new initiatives and approaches to
tackle this gap have been debated and also led to the
adoption of a WHA resolution.®®

STRATEGIC PRIORITIES

Even though health system strengthening for UHC was not
an explicit focus during the MDG era, multiple investments
were made by countries and global partners in specific
components of health systems that led to improvements
in key areas. Several countries also developed robust
pro-poor policies that supported progress towards UHC
targets. Such efforts provide an important foundation
for UHC going forward. Similarly, the strategic agenda
in support of the SDG target for UHC can build upon
the multiple resolutions focused on health systems and
UHC that have been adopted by countries in the World
Health Assembly and UN General Assembly since 2005,
including health workforce (seven resolutions), medicines
and technologies (18 resolutions), health financing and UHC
(three resolutions), health information (one resolution),
policy dialogue (one resolution) and many others in regional
fora. These resolutions are not just a reflection of country
debates and policies, but can also be used to influence
country policies, strategies and plans. In some cases,
resolutions also serve to enhance monitoring of progress

through focused data collection, reporting and progress
reviews. At the same time, the large number of specific
resolutions on aspects of health systems appears to have
stimulated a greater interest at the global and regional levels
in integrated people-centred health services.

Goal 3 has nine substantive targets and four additional
points which are also targets but are listed as means of
implementation. The section on the new agenda in the SDG
declaration states:

To promote physical and mental health and well-
being and to extend life expectancy for all, we must
achieve universal health coverage and access to
quality health care. No one must be left behind. We
commit to...

This places UHC as the target that underpins and is key
to the achievement of all the others. Without UHC as the
underpinning approach, there is a risk that pursuing the
individual targets separately will lead to more fragmentation
and confusion in countries. UHC, rather than being one
target among many therefore needs to be seen as having an
integrating role, underpinning a more sustainable approach
to the achievement of the other health targets and creating
a balance among them.

Because of the cross-cutting nature of the health system

development actions needed for progress towards UHC,
it can be viewed as the most efficient platform for the
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integration of all SDG health targets, while also having
strong links to the health-related targets in other SDGs
(including education, employment, gender, nutrition,
poverty and others). Moreover, the UHC agenda has
relevance for all countries, since all countries have room
for improvement on the goals embedded in the definition
of UHC. Specific SDG targets relate to medicines and
vaccines, and health financing and health workforce in the
least-developed countries, but system-wide strengthening
is a sine qua non for sustaining progress towards UHC,
supported by increased reliance on compulsory pooled
financial resources (i.e. from taxes and other contribution
mechanisms mandated by law) as described in the World
Health Report 2010," and monitored using the kind of
framework proposed by the WHO/World Bank in their
recent, jointly constructed monitoring framework for UHC.%’

UHC-oriented reforms should address a wide range of
issues. The prioritization of these issues depends on the
country situation.

People-centred and integrated health services: While each
country is different, it is essential that UHC agendas
prioritize quality of health service delivery. To support that
agenda, and to address core health system challenges,
WHO is preparing to launch a global strategy on integrated
people-centred health services,*®%° which is based on five
strategic directions, including reorienting the model of care
away from care delivery silos and towards integrated health
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services that are coordinated across the care continuum.
This applies to all stages of the life course, including older
ages, where health systems need to deal with people
with multiple pathologies and to define success in terms
of continued functioning and autonomy rather than the
absence of particular diseases.’? The strategy also focuses
on empowering and engaging people and strengthening
governance and accountability.

An adequate health workforce: The WHO Global Strategy
on Human Resources for Health: Workforce 2030 will be
submitted to the World Health Assembly in May 2016.
It considers the health workforce a key lever for change
and progress towards the SDGs, as the health sector
is a major employer (public, private and other) and a
driver of economic growth. The four objectives of the new
strategy are to: (i) optimize the impact of the current health
workforce towards UHC, SDGs and global health security;
(ii) align human resources for health (HRH) investment
frameworks to the future needs of health systems and
demands of the health labour market, maximizing
opportunities for employment creation and economic
growth; (iii) build the capacity of national and international
institutions for an effective leadership and governance
of HRH; and (iv) ensure that reliable, harmonized and
up-to-date HRH data, evidence and knowledge underpin
monitoring and accountability of HRH efforts at national
and global levels.*””" |t is also important to refocus attention
on the WHO Global Code of Practice on the International
Recruitment of Health Personnel to address the issue of
worker migration, while acknowledging the importance of
employment on economic growth.”” For the latter, WHO will
coordinate, under the auspices of the UN Secretary-General,
a Commission on Future Health Employment and Economic
Growth, to report in 2016.

Medical products: Multiple resolutions and international
agreements allow the identification of a few key areas of
strategic interest, including the strengthening of national
policy and regulatory authorities,”> R&D for diseases that
disproportionally affect developing countries (see also
SDG 3.b) and expanding access to essential medicines,
vaccines and diagnostics in the context of UHC.”* The
latter means: (i) continuing to support improving access
to interventions for priority diseases, using effective
prequalification; (ii) appropriate selection of essential
medicines and other medical products including the use
of health technology assessments and policies to achieve
affordable pricing (iii) improving medical product coverage
for NCDs; (iv) ensuring appropriate use of medicines;
(v) addressing antimicrobial resistance and responsible use
of medicines; and (vi) addressing underserved clinical areas,
for example, by promoting technology transfer.



Health information and accountability: A roadmap and call
to action for measurement and accountability for health
results outline the main priorities during 2015-2030.7°
The focus of this roadmap is on low- and middle-income
countries. The main drivers are the new challenges related
to monitoring the health SDGs, which are much broader
than the MDGs, and the new opportunities presented
by the data revolution. The goal is that all countries have
well-functioning health information and accountability
systems that meet country demands and allow SDG
progress monitoring through greater and more efficient
investments, focus on institutional capacity strengthening,
addressing population health data gaps (especially
strengthening of CRVSs), effective transparent health
facility and community information systems, and inclusive
accountability mechanismes.

Health research: The World Health Report 2013 has set
out priorities for research for UHC that require national
and international backing. Systems are needed to develop
national research agendas to raise funds, strengthen
research capacity and make appropriate and effective use
of research findings.”® Going forward, the context-specific
nature of UHC challenges and opportunities - especially
those related to services delivery and financing - will require
research approaches that fully reflect conditions on the
ground, such as implementation research.”” It is for this
reason that global networks and partnerships have made
implementation research a priority field.”® R&D of new
products that meet people’s health needs in all countries is
required. Investments in health research and development
should be aligned with public health demands.®®

Health financing: The World Health Report 2010 and
subsequent reports and resolutions regarding health finance
provide a sound conceptual basis for the main financing
reforms needed. Reducing out-of-pocket health spending
is a strategic priority everywhere and moving towards
predominant reliance on compulsory/public funding sources
for the health system is required. Thus, efforts to increase
public spending on health are needed in those countries in
which government health spending is still quite low. More
specifically, this means greater attention must be given
to increasing the level of government budget revenues
for health by strengthening domestic tax systems and/or
increasing the share of public spending devoted to health.
However, simply raising more money for the health system
will not be enough. Reforms to enhance the redistributive
capacity of these funds (by reducing fragmentation in
pooling) and to promote greater efficiency in the use of
health system resources (by increasing use of strategic
purchasing mechanisms) are also required.

Intersectoral collaboration: The attainment of health goals
is dependent not only on actions within the health sector,
but also on economic, social, cultural and environmental
factors. Achieving UHC depends to a considerable extent
on the broader policy context within which health systems
operate and on levels and differentials in socioeconomic
development. Intersectoral action contributes to enhanced
health outcomes and minimizes the adverse effects of crises
and emergencies. Public policy is an essential instrument
for the removal of socioeconomic disparities that adversely
affect health. Public policies must be shaped in such a
way to have the potential to influence exposure to risks,
increase access to care and mitigate the consequences
of ill-health. Cross-sectoral action is thus essential for the
implementation of strategies to promote and protect health,
including anti