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Foreword

It is a pleasure to introduce this seventh Annual Report on
Monitoring progress towards universal health coverage (UHC)
and the health-related Sustainable Development Goals (SDGs)
in the South-East Asia Region. Monitoring progress towards
UHC and the health-related SDGs is crucial to understand where
we are now, where we are likely to be in 2030, and what is
needed to accelerate progress.

This year’s report provides a comprehensive overview of
the status and trends of selected health-related SDG targets
across all 11 Member States. It follows the same format as in earlier years; however,
the thematic focus is on financial protection.

Part 1 of the Report highlights progress towards UHC and health-related SDG targets.
It shows that while the Region has witnessed an increase in the service coverage index —
from 47 in 2010 to 61 in 2019 - the pace of improvement is inadequate to achieve the
minimum essential service coverage index of 80 by 2030. The greatest progress has been
in reproductive, maternal, newborn and child services, whereas accelerated progress is
needed in service capacity and access, and noncommunicable diseases (NCDs).

Part 2 of the Report provides a comprehensive overview of the status of financial
protection. The South-East Asia Region has the highest level of out-of-pocket (OOP)
spending as a share of current health expenditure (CHE) among all WHO regions. Out-
of-pocket spending is predominantly driven by spending on medicines. Several countries
have a high proportion of households that incur catastrophic health care expenditure
and/or get pushed into poverty or further into poverty. The good news is that between
2000 and 2017, the total population in the Region impoverished and further impoverished
due to OOP health spending has substantially decreased, from almost 30% to about 6%,
respectively. But despite this outcome, the overall number of people with impoverishing
health spending in the Region remains high, at 117 million in 2017.

There is an urgent need to increase public spending on health, especially on medicines
and to support the poorest segments of the population. Domestic government
spending on health in the Region is low, comprising an average 35% of current health
expenditure. Adequate levels of government spending on health is associated with a
lower incidence of financial hardship. In spite of a difficult macro-fiscal environment
— which involves reduced government revenues, increased spending as well as deficit
financing and higher debt levels - it is critical that countries prioritize public financing
for health, make health financing more efficient, and allocate public resources for
health more equitably.

Part 3 of the Report is on Member States’ SDG profile, reporting on health and health-
related SDG indicators using nationally reported data and estimates. Most Member States
have made considerable progress in reducing maternal and child mortality and improving
childhood immunization. The Region has also achieved remarkable improvements in the
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control and elimination of communicable diseases such as malaria. However, several areas
require accelerated effort. Tuberculosis (TB), NCDs, and the social and environmental
determinants of health are all major concerns. There is also rising concern about the
double burden of malnutrition among children under 5 years of age.

In the ongoing COVID-19 response and recovery, all countries of the Region have
prioritized the need to invest in and reorient health systems towards strong primary health
care to achieve UHC, enhance health security, and address determinants of health, as
well as to promote health equity, human rights and gender equality, and to empower
communities. | urge all countries and partners to utilize the data and analysis herein to
make concerted efforts to accelerate progress towards achieving our Regional Flagship
Priorities and the health-related SDG targets.

Dr Poonam Khetrapal Singh
Regional Director
WHO South-East Asia
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Abbreviations and acronyms

acquired immunodeficiency syndrome
antimicrobial resistance
antiretroviral therapy

disability-adjusted life year

third dose of diphtheria, tetanus toxoid and pertussis-containing

vaccine

Department of Economic and Social Affairs
Demographic and Health Survey

health emergencies protection index
health information platform

human immunodeficiency

healthy life expectancy

human resources for health

Healthier Populations (Billion target)
United Nations Inter-Agency and Expert Group
Integrated nested Laplace approximation
second dose of measles-containing vaccine
Multiple Indicator Cluster Survey
noncommunicable disease

out-of-pocket payments

Primary health care

road traffic accident

reproductive, maternal, newborn and child health

Sustainable Development Goal

South-East Asia Region

sexual, reproductive, maternal, newborn, child and adolescent

health

technical advisory group
tuberculosis

universal health coverage

water, sanitation and hygiene
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PART 1
Progress towards universal health
coverage and health-related SDGs in the
WHO South-East Asia Region: highlights

Monitoring progress towards health-related SDGs and UHC is essential to identify trends,
measure impact and inform effectiveness of programmes and policies. This section
provides a comprehensive overview of the progress towards health-related SDGs and
universal health coverage. It further provides information on the current status of select
health-related SDG indicators across all 11 Member States and indicates a need for
accelerated progress through improved strategies and focused action towards achieving
the SDG targets by 2030.




Universal health coverage

Universal Health Coverage (UHC) aims to ensure that all people obtain the health services
they need of sufficient quality to be effective without suffering financial hardship. This
requires a strong, efficient, and equitable health system; a system for financing health
services; reliable and timely health information system, access to essential medicines and
technologies; and well-trained and motivated health workers.

In the SDG monitoring framework, UHC has two dimensions: provision of essential
health service-as measured by UHC service coverage index (indicator 3.8.1); and financial
protection as measured by catastrophic health expenditure (indicator 3.8.2). This section
provides information on progress made by countries and the Region covering both the
dimensions of UHC.

Box 1: Tracking universal health coverage (UHC)

There are two indicators for tracking UHC: the UHC service coverage index
(indicator 3.8.1) and catastrophic health expenditure (3.8.2). The UHC service coverage
index is a new summary measure of coverage that has been under development by
WHO and the World Bank for several years. It offers a concise way of tracking progress
across a range of key services, over time, within a country and reflects the importance of
and linkages with other health-related SDG indicators. As a composite inde, it is based
on 13 indicators of four groups, which are 1) Reproductive, maternal, newborn and
child health (RMNCH); 2) communicable diseases; 3) noncommunicable diseases; and
4) service capacity and access (listed at Annex A.). The catastrophic health expenditure
is defined as a proportion of population with household expenditure on health larger
than 10% of total household expenditure/income.

A sharper focus on the health service coverage and financial protection indicators will be
valuable for countries to accelerate progress towards UHC. Without such information,
decision-makers cannot say where they are, and set a course for where they want to
get to. They cannot know whether their policies and strategies are making a difference.

UHC service coverage

The UN Inter-Agency and Expert Group (IAEG) has endorsed that the coverage of
essential health services is measured using the “UHC service coverage index”. The
index continues to evolve and has been revised in this report, to reflect updates from
the Tracking universal health coverage: 2021 Global Monitoring Report and to ensure
global consistency and comparability’. Any change in a country’s index can be due to
a real change in service coverage but may also be influenced by adjusted methods and
data available. However, no index can fully summarize all the health services required
across all levels of care to achieve UHC.

The SE Asia Region has made significant progress in improving the service coverage
index from 47 in 2010 to 61 in 2019. However, the progress is not fast enough to
achieve the minimum essential service coverage index score of 80 by 2030. There is
high variation in service coverage index between Member States ranging from 51 to 83
(Fig. 1). Attention should be given also to the coverage disparities among population
groups at subnational level (see Fig. 8 as an example).
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Fig. 1. Trend in coverage of essential health services in Member States of the SE
Asia Region, 2010-2019
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Source: WHO Global Health Observatory, accessed 5 May 2022.

The greatest progress in the essential health services sub-index has been driven
by interventions in the group of reproductive, maternal, newborn and child services.
Enhanced progress is particularly needed in the areas of service capacity and access,
where seven countries’ coverage ranges between low to medium (Table 1).

Table 1. Essential health services sub-index, 2019

Infectious . Service capacity and
diseases access

47

Bangladesh

Bhutan

DPR Korea

44

Indonesia

Maldives

Myanmar

Sri Lanka
Thailand

Timor-Leste

47

SE Asia Region

Very high coverage (>80) Medium coverage (40—59) - Very low coverage (<20)

High coverage (60—79) Low coverage (20—39)
Source: WHO global health observatory accessed 5 May 2022.
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Box 2: Service disruption due to COVID-19

More than two years into the pandemic, disruption in essential health services delivery
is still an issue of concern. The Region has witnessed recovery in service delivery from
the first year of the pandemic; however, almost all countries still reported some level
of disruptions in essential service delivery in 20212. Although SE Asia Region countries’
health systems are rapidly responding to overcome service disruptions and recover
quality services, more needs to be done, especially to attain the UHC goal.

Covid-19 has affected health care at all settings and all service delivery platforms,
particularly first-contact services. About one third or more countries reported increased
backlogs in multiple health services during the second half of 2021, including NCD
and rehabilitative care.

Key actions undertaken to mitigate consequences and promote service recovery include:
e Home-based care and catch-up visits

e  Change in care modalities; including use of tele-medicine

®  Recruitment, training and support to health workers

e  Procurement of surge commodities

e  Community engagement and communication

e  Several health financing strategies

Percentage of services disrupted per country, 2021
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Note: Data not available for India and DPR Korea
Source: WHO Pulse Survey round 3.

Financial protection

Financial protection, critical to achieving UHC, is measured as a proportion of the
population facing financial hardship as a result of catastrophic health expenditure.
A major concern for the Region is that the level of catastrophic health spending has
increased from 12.6% in 2000 to 15.2% in 2017'. More recent data is unavailable
from several countries because of delays in conducting household expenditure surveys.
Catastrophic health care expenditure is expected to further worsen because of the
COVID-19 pandemic and the ensuing economic crisis as well as additional shocks such as
geopolitical tensions (including the Russia-Ukraine conflict in Europe); supply disruptions
and energy and food insecurity.
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In the SE Asia Region, Thailand, Sri Lanka, and Maldives have achieved relatively
high levels of service coverage and low levels of catastrophic health spending (Fig. 2)
while Bangladesh, India and Myanmar, however, continue to experience high levels of
catastrophic health spending and relatively low level of service coverage.

Fig. 2. Comparison of health services coverage and catastrophic health expenditure
in Member States of the SE Asia Region
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Monitoring health-related SDGs and UHC service coverage and financial
protection: current data challenges and future directions

An effective and actionable way to monitor the health-related SDGs and UHC service
coverage continues to be a challenge in the SE Asia Region due to the lack of a robust
routine information system that produces timely and reliable data across health services.
Moreover, many countries in the SE Asia Region rely on household surveys which have
not been conducted on a regular basis leading to data lag thereby impacting continuous
and timely monitoring of the health-related SDGs and the UHC services. Recognizing
this limitation, the Regional Office is working closely with Member States to strengthen
their health information systems including civil registration and vital statistics (CRVS) to
produce high quality, timely and best possible data; as well as supporting them in the
analysis of household expenditure surveys.
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Health-related SDG targets: regional highlights

This section provides information on progress in the Region towards achieving the
health-related SDG targets. It summarizes the recent trends and levels across health and
health-related SDG targets covering the areas of (i) reproductive, maternal and child
health, (ii) communicable diseases, (iii) noncommunicable diseases and its risk factors,
(iv) injuries, (v) mental health, (vi) environmental determinants of health, (vii) health
workforce, and (viii) health security.

Reproductive, maternal and child health

The Region continues to make significant progress towards reducing maternal and child
mortality. Between 2000 and 2017, the Region has achieved remarkable reduction in
maternal mortality ratio (MMR) of 57% from 355 in 2000 to 152 in 2017. Similarly, the
Region continues to witness a decline in under-five mortality rate (81 in 2000 to 30 in
2020) and neonatal mortality rate (38 in 2000 to 18 in 2020).

Five countries (DPR Korea, Indonesia, Maldives, Sri Lanka and Thailand) have
already achieved the global under-five mortality rate target of less than 25 deaths per
1000 live births, and Bangladesh, Bhutan, India and Nepal are expected to achieve
the target by 2030 if they continue with the current trajectories. Four countries (DPR
Korea, Maldives, Sri Lanka and Thailand) have already achieved the global SDG target
for neonatal mortality rate of less than 12 deaths per 1000 live births and four other
countries (Bangladesh, Bhutan, Indonesia and Nepal) are expected to reach the target by
2030. However, disruption of essential maternal and child health services and nutrition
and immunization campaign on account of COVID-19 could wipe out the hard-earned
gains in several countries?.

Immunization coverage for diphtheria—tetanus—pertussis vaccine third dose (DTP3)
and measles-containing-vaccine second dose (MCV2) remains relatively high in the
Region. But there has been a decline in both DTP3 and MCV2 immunization coverage
in 2020 compared to the previous year. DTP3 immunization rate dropped from 91% in
2019 to 85% in 2020 and MCV2 immunization coverage dropped from 83% in 2019
to 78% in 2020 (Fig. 3).

In 2020, seven of the 11 Member States in the Region, namely, Bhutan, India,
Indonesia, Myanmar, Nepal, Sri Lanka and Timor-Leste witnessed a decline in DTP3
immunization from the previous year ranging from 2%-9%. Similarly, a drop in MCV2
immunization was witnessed in five Member States namely, India, Indonesia. Nepal,
Sri Lanka and Timor-Leste. This decline could have been due to lockdowns and service
disruption during the COVID-19 pandemic. It is important for Member States to fully
revive its services and continue ensuring delivery of essential health services like childhood
immunization which protects children against infectious disease that can cause serious
illness and fatality*.
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Fig. 3. Trends in DTP3 and MCV2 immunization coverage in
SE Asia Region, 2000-2020
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Source: WHO Global Health Observatory accessed 5 May 2022.

Infectious diseases

The Region continues to witness high burden of major infectious diseases: tuberculosis
(TB), hepatitis, malaria and HIV/AIDs. In 2020, the Region had the highest share (43%)
of total tuberculosis cases globally, with an estimated 4.3 million TB cases®. Between
2000 and 2020, the Region witnessed a 30% decline in TB incidence from 303 t0 211 in
2020. Despite the progress, the decline in TB incidence is not fast enough. The Region
did not meet the 2020 milestones of end TB strategy and is not expected to meet the
global SDG target of 80% reduction in TB incidence (from 2015 baseline) by 2030.

Moreover, the pandemic has further halted or even reversed the progress made
towards TB elimination in several countries. In 2020, nearly half of those people who fell
ill with TB missed out on access to care and were not reported®. Regional TB treatment
coverage declined to 60% in 2020 from 78% in 2019 (Fig. 4). Similarly, the number
of people provided with treatment for drug-resistant TB and TB preventive treatment
dropped significantly.

For the first time in over a decade, TB deaths have increased because of reduced
access to TB diagnosis and treatment in the face of the COVID-19 pandemic. Based on
current trends, no country in the SE Asia Region is expected to achieve the global target.
As we move forward, early case detection, treatment and prevention programmes
continue to be key to accelerate progress towards TB reduction.

The Region continues to make substantial progress towards malaria elimination,
with reduction in malaria cases by 78% from 23 million in 2000 to 5 million in 2020
whereas malaria deaths reduced by 75%®. The malaria case incidence (SDG 3.3.1) has
significantly reduced from approximately 18 cases per 1000 population at risk in 2000
to about 3 cases in 2020 while over the same period, the malaria mortality rate reduced
by 81%, from 2.8 to 0.5 per 100 000 population at risk.

Monitoring progress on universal health coverage and the health-related
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All the Member States have met the 2020 global technical strategy for malaria
milestone of 40% reduction both in malaria case incidence and malaria mortality rate
except Bhutan and Indonesia where the reduction was less than 25%. Further, against
the SDG target of 90% reduction of malaria incidence and malaria mortality rate of base
line 2015, the SE Asia Region has attained the reduction of 64% in malaria incidence
and 65% in malaria mortality rate®.

Malaria has been eliminated from Maldives and Sri Lanka while five other countries,
namely, Bhutan, DPR Korea, Nepal, Thailand and Timor-Leste are close to eliminating it.
Further, during the COVID-19 pandemic in 2020, there were no major increases in the
malaria burden in the SE Asia Region. Even though countries faced service disruption
due to the pandemic, many countries have innovatively integrated malaria services in
their COVID-19 response activities, such as screening for both malaria and COVID-19
using integrated surveillance approach, which benefited both the programmes and has
helped ensure progress towards malaria elimination in the Region®.

Between 2010 and 2020, the number of AlDS-related deaths decreased by 64%
and the number of new HIV infections (SDG 3.3.1) per 1000 uninfected population)
declined by 50% from 0.1 in 2010 to 0.05 in 20207. HIV antiretroviral treatment (ART)
coverage has increased in the Region from 17% in 2010 to 61% in 2020 (Fig. 4). However,
HIV response is currently not up to the optimal level, indicating a need for innovative
approaches and community engagement tools to ensure progress. Addressing health
inequity as well as stigmatization and discrimination especially among key population
groups, are a crucial way forward to achieve the SDG targets.

With regards to viral hepatitis, in 2019, the number of people dying from hepatitis
B infection was estimated at 180 000 and hepatitis C infection was 38 0007. Within the
SDG framework, hepatitis B incidence is measured by surface antigen (HBsAg) prevalence
among children under five years of age (SDG 3.3.4).

Based on the latest data (2019), 7 of the 11 Member States (Bhutan, DPR Korea,
India, Maldives, Nepal, Sri Lanka and Thailand) have already achieved the 2025 target
of less than 0.5% HBsAg prevalence. Currently, there is no historical trend data to
assess progress towards the 2030 global target of 0.1% HBsAg prevalence. Despite low
infection, the Region continues to face the challenge of treatment and low access to
diagnosis with just 10.5% of those with hepatitis B and 6.9% with hepatitis C knowing
their status. Member States are being supported to strengthen their surveillance system
with better data collection and develop cost effective analysis to generate evidence for
strategic plans and programmes that focus on elimination.
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Fig. 4. Trends in treatment coverage for TB and HIV (ART), 2000-2020
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Source: WHO Global Health Observatory accessed 5 May 2022.

Noncommunicable diseases and their risk factors

During the last two decades, the SE Asia Region has witnessed the epidemiological
transition, shown in Fig. 5 Noncommunicable diseases (NCDs) are responsible for 69%
of all deaths in the Region, accounting for an estimated 8.5 million deaths annually due
to four major NCDs (cardiovascular diseases, cancer, diabetes and chronic respiratory
diseases)®. Of these, 52.4% deaths are premature i.e. before 70 years.

Further, the premature mortality rate from four major NCD (SDG 3.4.1), the Region
continues to witness a slow decline. Only three countries in the Region namely, Maldives,
Sri Lanka and Thailand are expected to or already have achieved the SDG target of 1/3rd
reduction in global premature deaths compared to 2015 baseline.

Prevention and control of noncommunicable diseases is a top priority in the Region,
more so after the 2018 political commitment by the Member States to address the global
NCD epidemic. WHO has developed “best buys” — a set of 16 practical and cost-effective
interventions for prevention and control of NCDs. It emphasizes promoting health and
preventing diseases including increasing tobacco taxes, restricting alcohol marketing,
reformulating food products with less salt, vaccinating girls against cervical cancer, and
treating hypertension.

Monitoring progress on universal health coverage and the health-related
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Fig. 5. The proportion of cause of deaths in SE Asia Region, 2000-2019
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Source: WHO Global Burden of Disease 2019, accessed 5 May 2022.

Risk factors for noncommunicable diseases

Majority of NCD burden is attributed to four main risk factors, which are tobacco use,
physical inactivity, harmful use of alcohol and unhealthy diets. The SE Asia Region has
witnessed a sharp decline in tobacco use from 50.4% in 2000 to 29% in 2020 owing
to stronger tobacco control supported by improved tobacco surveillance mechanisms®.
Prevalence of tobacco use, however, is still unacceptably high in some geographical
settings and population groups, while gender difference in tobacco prevalence is four
times higher among males (Fig. 6).

The picture is less positive for other risk factors such as alcohol use, obesity and
hypertension. The Region is observing an increase in levels of obesity and hypertension;
these are expected to rise further based on current trends. Similarly, alcohol consumption
(total per capita) in the Region increased from 2 litres in 2000 to 4.3 litres in 2020.

Fig. 6. Trends in tobacco use by sex, 2000-2020
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Mental health

Mental health is an integral part of SDG 3 and has major implication on SDG target 3.4
to promote mental health and well-being. Mental health problem is the leading cause
of Years Lived with Disability (YLD) globally with depressive disorders being the largest
contributor™. Within the SDG framework, suicide mortality rate is the indicator for SDG
target 3.4. Crude suicide mortality rates (per 100 000 population) have declined from
13.59 in 2000 to 10.07 in 2019.

However, the progress needs to be faster to achieve the SDG goal of reducing the
suicide mortality rate by one third of baseline in 2015. Mental health is directly and
indirectly linked to many other health related SDGs such as SDG target 3.5 (strengthen
the prevention and treatment of substance abuse), SDG target 3.a (strengthen tobacco
control) and SDG target 3.8 (achieving UHC). If the Region is to make full progress
towards the SDGs, then there is need for accelerated focus on promotion and protection
of mental health.

Injuries

Injuries account for 8.8% of all deaths and 10% of disability-adjusted life years (DALYS)
from all causes in the Region' 2. Among all types of injuries, road injury accounts for
the highest proportion of death (23.4%) and DALYS (33%). The Region is not expected
to meet the global SDG target of reducing road traffic mortality rate (SDG 3.4) by half in
2030. There has been a slow decline in road traffic mortality rate (per 100 000 population)
of 17.07 in 2020 to 15.84 in 2019. Based on latest data (2019), road traffic mortality
rates varied widely between SE Asia Region Member States in the Region, ranging from
1.63 in Maldives to 32.21 in Thailand.

Moreover, four Member States (Bhutan, DPR Korea, Myanmar and Nepal) in the
Region have shown a reverse trend or no change in road traffic mortality rate in the
past 10 years. Much work is needed in the area of reducing road traffic injuries if global
target is to be achieved by 2030.

Environmental determinants of health

COVID-19 has highlighted the importance of environmental risk factors such as adequate
access to water, sanitation and hygiene (WASH) for preventing and protecting people
against infectious diseases. With less than half the population having access to safely
managed sanitation services (SDG 6.2.1a) the Region is not likely to reach the global
target. Further, not all Member States have data for this SDG target and none of the
six countries with data availability namely Bangladesh, Bhutan, India, Myanmar, Nepal
and Thailand will meet the global target.

For SDG target 6.2.1b, proportion of population with basic handwashing facilities at
home have increased from 64.4% in 2010 to 71.5% in 2020. Proportion of population
with basic handwashing facilities varies widely between Member States from 28% in
Timor-Leste to 96% in Maldives. Although no country is expected to achieve universal
access, with accelerated effort countries like Bhutan, Indonesia and Maldives can meet

Monitoring progress on universal health coverage and the health-related
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the global target. As progress is being made, it is equally important to examine with an
equity lens to ensure no population subgroup are being left behind. Fig. 7 highlights
that large disparity continues between rural and urban populations in access to basic
handwashing facility and there is an urgent need to increase access to the underserved
population.

Fig. 7. Access to safely managed sanitation and handwashing facilities in SE Asia
Region by place of residence, 2010-2020
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Source: WHO Global Health Observatory accessed 5 May 2022.

Health workforce

In contrast to the prior decade, the SE Asia Region has witnessed a significant increase
(30.5%) in the availability of doctors, midwives and nurses per 10 000 population
(SDG 3.c.1) since 2014. Three Member States, namely DPR Korea, Maldives and Indonesia,
have surpassed the global indicative threshold of 44.5 doctors, midwives and nurses per
10 000 population to achieve the SDGs. All Member States have shown improvement
in availability of doctors, nurses and midwives. However, focused effort is needed to
strengthen human resources for health information systems, including focus on capturing
all occupations that contribute to health needs and strengthened linkage with routine
health information systems.

Health security

The COVID-19 pandemic has highlighted the importance of health security as a
fundamental pre-requisite to ensure basic health and to achieve UHC. Health security
is measured through International Health Regulations (IHR) framework (2005) using
State Party self-assessment annual reporting (SPAR) form. On IHR (2005), average IHR
core capacity score the Region is making steady progress since 2018 with average IHR
core capacity score of 63 in 2020. Further, every core capacity except for point of entry
capacity has witnessed improvement since 2018. As we build back better and stronger
from the pandemic, Member States in the Region must continuously monitor and
strengthen core capacities for health emergency preparedness and response, such that
there is timely detection, assessment and response to future public health emergencies.

Monitoring progress on universal health coverage and the health-related
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Monitoring health equity in the Region

Health-related inequities continue to persist despite improvements in the Region.
Fig. 8 shows variation in service coverages by three different equity stratifiers (wealth,
geography and maternal education). Although service coverages have improved among
the disadvantaged sub-group, service coverage is still much higher among the advantaged
group compared to the disadvantaged subgroup. For instance: proportion of households
with access to basic hand washing facility is more than 50% higher among the richest
quintile compared to the poorest quintile. Fig. 8 highlights the importance of going
beyond national average to advance health equity.

To achieve health equity, it is crucial to know who is being left behind from services
to inform appropriate programmes, policies and practices, and achieve UHC. Monitoring
health equity continues to be a Regional priority. To identify those who are left behind
requires a strong national health information system that not only produces but also
uses disaggregated data. The availability of high-quality and timely disaggregated data
is lacking in the Region. The Regional Office continues to work with Member States
not just to improve availability of data but also build capacity to analyze and monitor
health-related equity to improve policies and programmes.

Fig. 8. Variation in service coverage in SE Asia Region by income, place of
residence and mother’s education
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Heath and health-related SDGs 2030: Where are we? What is next?

Table 2 provides an overview of the current status for selected health-related SDG
indicators in South-East Asia Region Member States. The table provides information
on only 20 selected health-related SDG indicators which have historical trend data and
global 2030 target. It illustrates countries’ progress towards the 2030 targets available
through color coded cell. Green cell indicates that the country has already achieved the
global target and must sustain its momentum. The light blue cell indicates status that a
country is expected to achieve the 2030 target if it can maintain its current trend. The
dark blue cell indicates that with the current trend projection, country will miss the 2030
global target, and therefore needs to intensify measures to accelerate progress. The red
cell indicates the status of high concern as country is having a reverse trend and going
further off track in achieving the global SDG target.

Monitoring progress on universal health coverage and the health-related
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While interpreting trajectories, it is important to remember that not all health-related
SDG indicators have the same global and national targets (Box 3). All projections are
derived by R statistical computing software using time-series model with integrated
nested Laplace approximation (INLA) wrappers developed by WHO and/or average
annual rate of reduction where appropriate.

Box 3. Health-related SDG targets: global vs national target

The 2030 health SDG targets are comprehensive and ambitious. The targets are defined
as aspirational and global. Unlike the Millennium Development Goal (MDG), the SDG
is inclusive and universal in nature, it provides an opportunity for every Member State,
regardless of income level and development status, to set its own targets guided
by the context of national health plans and priorities. It is recommended that each
country should explore what is feasible and achievable given the country context
based on evidence.

Currently, not all countries in the Region have set national targets for all health-related
SDG indicators. WHO continues to work closely with its Member States in the Region
to provide guidance and recommendation around the principles of setting targets.
As national targets become available for more health-SDG indicators, the 2030 health-
SDGs projections will continue to include them allowing Member States to measure
progress towards achieving the health-related SDGs and national health priorities.

All Member States of the Region are making positive advances towards achieving
the 2030 health-related SDG targets. Every country is in a different stage of progress and
there is wide variation between Member States. For example: Proportion of population
with primary reliance on clean fuels and technologies (%) (SDG 7.1) varies widely between
14% and 97% among all 11 Member States.

The detailed 2030 trend trajectories to assess progress against the global and
national SDG targets where available are listed in Annex C. The trajectories will help
inform Member States whether they are on track to meet the SDGs and if not, how far
off-track they are and also inform programmes the amount of effort needed to achieve
the targets. Further, to better understand the extent of disruptions to health and other-
health related SDGs caused by COVID-19, WHO is continuously updating analysis with
most recent available data and assessing the impact of COVID-19 on achieving the
health-related SDGs.

Monitoring progress on universal health coverage and the health-related
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PART 2
Financial protection:
Leaving no one behind

This section provides a comprehensive overview of the progress towards SDG target
3.8.2 on financial protection.




20

Financial hardship is a key consequence of inadequate
financial protection

Financial protection is at the core of universal health coverage’. It is achieved when:
(i) there are no financial barriers to access; and (ii) direct payments required to obtain
health services (also referred to as out-of-pocket health spending or OOP) are not a source
of financial hardship?. Financial hardship is tracked with two metrics: the incidence of
catastrophic health spending, defined as the percentage of the population with a large
share of their household budget? dedicated to healthcare, i.e., exceeding 10% or 25%
for the Sustainable Development Indicator 3.8.2 monitoring. But the poor and the near
poor may be forced to divert spending on necessities to spend on health, even if their
OOP health spending is not relatively large in absolute values or in proportion to their
household budgets. When that happens, they reduce their non-medical consumption
to below or further below the level indicated by a poverty line. The total population
with impoverishing health spending is identified as the sum of those impoverished and
further impoverished due to OOP health payments. For the former, OOP health spending
exceeds the shortfall between the poverty line and their total consumption. The latter
identifies poor people spending any amount on health OOP as a proportion of the total
population?.

This chapter complements the evidence presented on catastrophic health spending
for almost all Member States in the Region, with indicator of impoverishing health
spending. The line of extreme poverty (PPP$ 1.90 a day per person) is used to link financial
hardship in health with the SDG target 1.1 about eliminating extreme poverty. Evidence
on financial barriers to access is not yet as systematically available for all Member States.
When it is, it is based on self-reported information collected in household surveys. More
efforts are needed to track this critical consequence of inadequate financial protection
mechanisms?.

Countries in the SE Asia Region made mixed progress
towards reducing financial hardship before the COVID-19
pandemic, and in many countries, the poorest were the
most affected by financial hardship

How many people experienced financial hardship, and who experienced it?

The total population both impoverished and further impoverished due to OOP
health spending (living with less than PPP$ 1.90 a day per person) decreased
drastically in the Region from almost 30% in 2000 to about 6% in 2017. The fastest
reduction occurred between 2015 and 2017 when the rate halved (Fig. 9). The
overall reduction occurred during rapid economic growth, coupled with large-scale

a Defined as total household consumption.
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poverty reduction programs* and reforms aiming to improve service coverage while
reducing financial hardship>®. Nevertheless, it is important to note that until 2015, the
decrease was driven by fewer people being further impoverished (i.e., fewer poor people
spending any amount on health out of their pocket) while the number of non-poor pushed
into extreme poverty continued to increase, although at a much lower rate. Their rates
declined only after 2015, and despite such a positive outcome, the overall number of
people with impoverishing health spending in the Region remained high (117 million in
2017) making it the second highest compared to other WHO regions.

Fig. 9. Trends at the regional level in impoverishing OOP health spending at the
PPP$ 1.90 poverty line between 2000 and 2017
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Source: Data from the global database on financial protection assembled by WHO and the World Bank,
2021 update’®. Notes: PPP=Purchasing Power Parity.

Across countries, rates of impoverishing health spending ranged from less
than 1% in the Maldives (2016), Sri Lanka (2016) and Thailand (2019) to more than
10% in India (2011), Nepal (2016) and Bangladesh (2016) (Table 3). OOP health
spending can exacerbate poverty®. In the Region, the poor spending any amount on
health OOP (those further impoverished by OOPs) accounted for at least two-thirds of
the total population incurring impoverishing health spending. This was the case in five
out of the ten countries where such rate exceeded 1% (Table 3). These people are
forced to divert spending from non-medical necessities further below minimum living
standards. When such reduction concerns food it might negatively impact their health.
When the poor and near poor reduce spending below the poverty line, they are likely
to enter an un-ending cycle of poor health condition which might lead to more OOP
spending in the future.
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Table 3. Population with impoverishing health spending at the PPP$ 1.90 per day
poverty line across countries in the Region, the latest available year

Time period Country (Year) (%) Further Impoverished (%) Impoverished

by OOPs by OOPs
2010-2014 Timor-Leste (2014) 7.83 0.80
India (2011) 16.16 4.71
2015-2018 Maldives (2016) <0.01 <0.01
Thailand (2019) <0.01 <0.01
Sri Lanka (2016) 0.20 0.08
Bhutan (2017) 0.34 1.17
Myanmar (2017) 0.88 1.22
Indonesia (2017) 4.42 0.44
Nepal (2016) 8.52 1.87
Bangladesh (2016) 7.68 3.72

Source: Data from the global database on financial protection assembled by WHO and the World Bank,
2021 update’® Numbers in India are relatively higher compared to other countries, but they refer to a less
recent year (2011) than other Member States with more recent estimates. In upper-middle-income countries,
impoverishing rates based on the extreme poverty line are very low (below 0.01%).

Catastrophic health spending has increased almost continuously at the
regional level since 2000 and across most countries, but some have managed to
stop its rise. Between 2000 and 2017, the incidence of catastrophic health spending
as measured by SDG indicator 3.8.2 at the 10% threshold increased from 12.6% to
15.2% of the population, and from 2.8% to 5.4%, using the 25% threshold. However,
when looking at the trends across countries, some countries managed to decrease the
incidence of catastrophic health spending (Fig. 11). Thailand is a notable example,
where the proportion of the population spending more than 10% of a household
budget on health OOP decreased continuously from 5.6% in 2000 to 2.2% in 2017,
and further to 1.9% by 2019. This happened while increasing population healthcare
service coverage and providing a comprehensive benefits package to the whole
population (Box 5). Sri Lanka managed to stop the rise in large OOP expenditures
between 2005 and 2016 while increasing government priority to health. More
recently, Maldives (2009 to 2016) and Myanmar (2015 to 2017) also managed to
stop the rise in the incidence of catastrophic spending. Over such periods, Maldives’
public spending on health more than doubled and was channelled through a social
health insurance scheme covering over 94% of the population by 2016". Bhutan
(2003 to 2017) and Timor-Leste (2003 and 2014) managed to stop a significant rise
in the incidence of catastrophic health spending, which was concurrent with an
increase in government priority to health measured by government spending per
capita, which increased in Bhutan from current US$ 26 to US$ 73, and in Timor-Leste
from US$ 7 to US$ 46 between 2003 and 2016,
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Fig. 10. catastrophic and impoverishing spending in the SE Asia Region, 2017
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Fig. 11. Trends in catastrophic health spending as tracked by
SDG indicator 3.8.2, regional and countries
(2000-2017 period, years indicated for countries with few point estimates).
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Box 4. Timor-Leste government commitment to improve financial protection

In Timor-Leste, the UHC service index increased substantially between 2000 and 2017,
from 33% to over 50%. Between 2003 and 2017, public spending on health increased
both per capita (current US$ 7 to US$ 57) and as a share of GDP (1.3% to 4.5%)"".
While the incidence of catastrophic health spending (10% threshold) fluctuated
between 2.4 and 2.6 between 2001 and 2014, and the proportion of the population
incurring larger expenditures (25%) on health reached 0.7% at most in 2007. A study
showed that medicines were the main drivers of OOP health spending'?, especially for
those in the lowest consumption quintile who reported minimal spending on health
services. This result is consistent with how health services are funded in Timor-Leste,
i.e. predominantly through public resources where services are provided free at the
point of service at both public and private facilities'.

However, between 2007 and 2014, for those in the poorest quintile, spending on
medicines increased for those without catastrophic health spending, while it decreased
for those with catastrophic health spending. The reduction occurred while policies
aiming to improve the accessibility and affordability of medicines were introduced,
such as the National Drug and Medicines Policy in 2010. In 2019, Timor-Leste launched
a health financing strategy with the objective to make further progress on financial
protection. Through the strategy, Timor-Leste aimed to leverage financing mechanisms,
including strategic purchasing, and improve efficiencies to reduce inequities'. More
recent data is needed to examine the impact of the health financing strategy on
financial protection.

Composition of OOPs for people in the poorest quintile with and without catastrophic
health spending as tracked by SDG indicator 3.8.2 at the 10% threshold,
between 2007 and 2014.

o
o
)

60

40 -

20

(%) of total out-of-pocket spending

No catastrophic spending Catastrophic spending ‘

No catastrophic spending Catastrophic spending

2007 2014 ‘

m Drugs m Other services

Source: Background data prepared by WHO for the 2021 update of the WHO and World Bank global
financial protection database.

Overall, people in the poorest and near poor quintile faced the highest
rates of financial hardship in countries with impoverishing health spending
exceeding 2% (Fig. 12). Incidence rates in the first quintile ranged from less than
20% of the population incurring financial hardship due to OOP health spending
in Myanmar (2017) and Timor-Leste (2014) to over 45% in Nepal and Bangladesh
(2016). By contrast, in the richest consumption quintile, the incidence did not
exceed 15%, except in Bangladesh (2016), where the rate was high at 34.2% even
in the richest quintile (Fig. 12).
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Fig. 12. Incidence of financial hardship* across per capita consumption quintiles,
most recent estimate available, selected countries
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Source: Background data prepared by WHO for the 2021 update of the WHO and World Bank global
financial protection database.

Note: Q=Quintile*Incidence of financial hardship is defined as the proportion of the population incurring
catastrophic health spending (SDG indicator 3.8.2 at the 10% threshold), impoverishing health spending
or both without double counting. All countries in this figure had rates of impoverishing health spending
exceeding 2% (see Table 3).

How much was spent on health OOP by the poorest
quintile, and for what type of health service or product?

In all countries in the Region, households in the poorest quintile spent on
average less than 10% of their household budget on health, highlighting the
need to track any amount spent on health OOP for the worse-off, even when
they are not relatively large (Fig. 13) and also foregone care. Fig. 13 shows that
the average amount spent on health as a share of the total household budget varied
from less than 1% in Timor-Leste (2017) and Thailand (2017) and exceeded 3% in four
countries, including three with the highest rates of impoverishing health spending prior
to COVID-19 (Table 3).
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Fig. 13. Average health expenditure budget share for those in the poorest quintile
in select countries, latest available year
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Source: Background data prepared by WHO for the 2021 update of the WHO and World Bank global
financial protection database.

Evidence on the drivers of OOP health spending for those in the poorest quintile
shows that in the SE Asia Region, the worse-off were spending mostly on
medicines (Fig. 14). Evidence on the importance of OOP spending on medicines is
available for eight countries in the Region. However, the data is outdated- for some
countries it is over ten years old; so more recent evidence is much needed. Nevertheless,
it clearly shows the predominant role of medicines on household OOP spending. Its share
in the poorest quintile of each country exceeded on average 69% in all countries but
Sri Lanka (2012). It also shows that households in richer quintiles spent less on medicines
compared to the poorest quintiles'?, which could be explained by the greater reliance
on pharmacies instead of accessing health services (e.g. health clinics or individual
physicians for consultation and diagnostic) for the poorest quintile compared to the
richest quintile’>®.
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Fig. 14. Average composition of OOP spending for the lowest quintile, sub-sample
of countries, latest available evidence
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Source: Data extracted from Table 7 in'? and data for Timor-Leste based on background data prepared by
WHO for the 2021 update of the WHO and World Bank global financial protection database.

Where did the people facing financial hardship live?

People living in rural areas had higher rates of impoverishing OOP health
spending as compared to people living in urban areas. In 2017, the share of the
population living in rural areas ranged from 38% to 50% in Indonesia, and Thailand to
between 70% to 82% in Timor-Leste, Myanmar, Nepal and Sri Lanka, and remained
roughly the same proportions by 2021 with 1-2 percentage point decreases in Bhutan,
Bangladesh, Indonesia, Maldives, and India'. The rate of people impoverished and further
impoverished due to OOP was consistently higher among rural residents than urban
ones, but with varying relative differences within countries (Fig. 15a). Sri Lanka (2016)
had the lowest rural rates at 0.3% which were still three times higher than the urban
proportion. Myanmar (2017) and Bangladesh (2016) were among the countries with the
highest rural/urban inequalities in the incidence of impoverishing OOP health spending.
It was followed by India (2011), and Nepal (2016). In countries where the incidence of
catastrophic health spending exceeded 5%, rural residents also faced the highest rates
(Fig. 15b). However, urban residents were the most affected by catastrophic health
spending in countries with low national rates (Timor-Leste-2014, Indonesia-2017 and
Thailand-2019). With higher levels of financial hardship experienced by rural residents,
people living in rural areas in the Region tend to have lower coverage of essential health
services and lower access to healthcare'. One study in Bangladesh found that self-
medication practices were notably high among individuals with poor access™. Similarly,
a study in India showed that self-medication practices were driven by financial barriers
to access health care providers?.
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Fig. 15a. Incidence of impoverishing due to health spending at the extreme
poverty line (PPP$ 1.90 per day) by areas of residence, latest available estimates
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Note: In upper-middle-income countries, impoverishing rates based on the extreme poverty line are very
low (below 0.1%). Hence, the values for Maldives 2016 and Thailand 2019 are not visible.

Fig. 15b. Incidence of catastrophic health spending (SDG indicator 3.8.2 at 10%
threshold) by areas of residence, latest available estimates
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Source: Data from the global database on financial protection assembled by WHO and the World Bank,
2021 update®’.
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Were there inequalities in the incidence of financial hardship by the age of
the householder?

In countries with available data, people living with a household head older
than 60 faced higher rates of catastrophic spending (Fig. 16a), while those
living with householders younger than 60 faced higher rates of impoverishing
health spending (Fig. 16b). Inequalities by the age of the householder were
more substantial for the incidence of catastrophic health spending than for
impoverishing health spending. People living with older heads of household (aged at
least 60 years old) represented between 16.4% (Bangladesh, 2016) and 30.9% (Sri
Lanka, 2016) of the total population. In four of the six countries with data on the
incidence of catastrophic health spending by the age of the household head,
inequalities were marked (Fig. 16a), with incidence rates systematically higher
among those living with older household heads, between 1.4 (Bangladesh, 2016)
and 1.9 (India, 2017) times greater and even more than doubled in Sri-Lanka (2016)
compared to the rates among those living with household heads younger than 60.
This is especially important given the rise in the proportion of the population over 65°
and the tendency of older adults to have higher rates of noncommunicable diseases?’.
Many of the adverse NCD risk factors are concentrated among the low-income people,
which may increase the disease burden among the poorest segments of the
population??. Nepal (2016) is the only country where the incidence of impoverishing
health spending was also higher among those living with older household heads
(Fig.16b). In Timor-Leste (2014), Bangladesh (2016) and Myanmar (2017), the incidence
of impoverishing health spending was higher among those living with younger heads
(below 60) relative to those living with older head of household but the level of
inequality across these two groups vary between these three countries. It is the
highest in Myanmar 2007 and the lowest in Timor-Leste (2014).

Fig. 16a. Incidence of catastrophic spending as tracked by SDG 3.8.2, 10% threshold
by the age of the householder, most recent estimate, across countries.
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Notes: the percentage of the population living in households with an older head (>=60y) ranges between
16.4% in Bangladesh (2016) and 30.8% in Sri Lanka (2016)
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Fig. 16b. Incidence of impoverishing health spending (impoverished and further
impoverished) at the extreme poverty line (PPP$ 1.90 per day) by the age of the
householder, most recent estimate
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Source: Background data prepared by WHO for the 2021 update of the WHO and World Bank global
financial protection database.

How is financial hardship related to public investment in health?

Higher public spending on health is critical and associated with lower financial
hardship. As shown in (Fig. 17a) higher government spending on health as a share of
GDP is associated with lower financing hardship. In the region, government spending
on health as a share of GDP ranged from 0.41% in Bangladesh (2016) to 7.4% in the
Maldives (2016). In Bhutan, Maldives, Thailand and Timor-Leste, where over 2% of
public funding is spent on health as a share of GDP, it seems to be associated with a
lower than 4% average incidence of catastrophic spending. Whereas countries with less
than 1% of their GDP spent on health by public sources, the incidence of catastrophic
spending tended to be higher than 10%. In Indonesia (2017) and Nepal (2016), almost
all poor people incur OOP health spending, and public spending is less than 1.5% of
GDP. In India (2011), Timor-Leste (2014) and Bangladesh (2016), there are high rates
of extreme poverty, and between one-third and two-thirds of poor people are spending
on health OOP, and public spending on health is low.

Beyond fiscal capacity: Public spending reflects health priority, which is a
political choice®. Countries with higher income tend to have higher fiscal capacity,
and governments tend to spend more in general?>. However, within countries in the
Region with the same income levels and fiscal capacity, the extent to which public
funding is allocated to health is a political choice. The amount of money available
reflects prioritization and commitment, and all countries can commit to reducing
financial hardship at all income levels. Thailand is an example that financial hardship can
be reduced regardless of income status, as Thailand introduced a large-scale financial
protection scheme for the poor and those in the informal sector (UCS) in the aftermath
of the 1997 financial crisis (Box 5).
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Higher public spending on health is necessary but not sufficient to reduce
financial hardship: how it is spent also matters. Efficient use of funds and additional
and effective coverage policies are critical (Fig. 17). Among countries with a similar level
of government spending on health (e.g. India 2011, Myanmar 2017 and Nepal 2015
in Figure 17 panel b), the incidence of impoverishment and impoverishing OOP health
spending varied, showing that reducing financial hardship goes beyond increasing
public spending. For example, due to gaps in the coverage of medicines which is the
main driver of OOP in the Region. Therefore, how public funds are spent also matters.
Also, how funds are spent across the population matters. For example, in countries with
poverty rates below 2% such as Bhutan, Myanmar and Sri Lanka, identifying the poor
and implementing policies targeted at the poor is essential to eliminate the possibilities
of these population groups being further pushed into extreme poverty by OOP health
spending.

Fig. 17. Financial hardship versus. public spending on health,
the latest year available

(a) Incidence of catastrophic health spending versus public spending on health as a
share of GDP
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(b) Proportion of the population further impoverished (poverty rates at the PPP$ 1.90
a day poverty line) and public spending on health as a share of GDP
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Box 5. Thailand reform to increase financial Protection

Since 2002, Thailand has used three different public-funded health insurance schemes
to cover all of its population?*: a Civil Servant Medical Benefit Scheme (CSBMS) for
government employees and retirees and their dependents; a Social Health Insurance
(SHI) for employees in the formal private sector ; and (3) the Universal Coverage Scheme
(UCS) for the remaining and vast majority of the population who were not covered by
CSMBS and SHI®. Thailand’s UCS scheme design comprised a comprehensive benefits
package and zero co-payment at the point of service®?*. Government spending in
Thailand accounted for over 50% of current health spending in 2000 and reached
71.2% in 2019™. Overall, Thailand reduced the incidence of catastrophic spending by
more than 70%, from 6.7% in 1994 to 1.9% in 2019. A similar pattern is observed in
the share of the population pushed and further pushed below the poverty line, which
was 2% in 1994 and reduced to less than 0.1% in 2019.

Catastrophic spending in Thailand between 1994 and 2019
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Source: Data from the Global database on financial protection assembled by WHO and the
World Bank, 2021 update’2.
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Share of the population pushed and further pushed under the $ 1.90 poverty line,
1994 and 2019
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Source: Data from the Global database on financial protection assembled by WHO and the
World Bank, 2021 update’®.

To what extent is it important to reduce financial hardship on the path
to UHC?

In the SE Asia Region, service coverage increased over the past 17 years, with
a paradox trend where more people incurred catastrophic spending but less
impoverishing expenditure at the extreme poverty line ($ 1.90) (Fig. 2 and Fig. 9).
In the SDG monitoring framework, service coverage is tracked with a score based on
13 indicators aggregated to indicate an average level in a country. On average, UHC
service coverage index of health services increased from 30 in 2000 to 61 in 2019,
while catastrophic spending was lagging behind. The incidence of the latter worsened
from 12.6% of the population in 2000 to 15.2% in 2017. While the improvements in
service coverage were impressive, the regional pace remained below the global progress
and is inadequate to reach the SDG target score of 80. However, as tracked by related
SDG indicators, starting points and trajectories on the path to UHC varied substantially
within the region between 2000-2017 (the period for which data are available for both
indicators).

Five countries made progress in reaching relatively high service coverage
levels while maintaining relatively low rates of catastrophic health spending
(Fig. 2). Within this group, Thailand was the only country to continuously increase service
coverage and exceed both the global and regional 2017 values while decreasing the
incidence of catastrophic health spending®. Most recently, Bhutan, Maldives and Sri
Lanka also increased service coverage while stopping the rise in catastrophic health
spending rates. Although Indonesia has experienced a steady increase in SDG
indicator 3.8.2, it managed to keep it below 5%. Indonesia and Bhutan while they
remain in Quadrant IV, were making progress in reaching quadrant | before the
pandemic. While Nepal and Timor-Leste improved service coverage, they experienced
stagnant trends in catastrophic health spending rates.
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Despite increases in service coverage, Bangladesh and India were experiencing
difficulties in preventing increases in catastrophic health spending rates — based on the
latest available data: 2016 for Bangladesh and 2017 for India. The two countries had the
highest incidence consistently in the Region. This means that service coverage expansion
could be driven by increased incomes but that has not yet translated to improved financial
protection in India and Bangladesh.

What has the COVID-19 pandemic meant for countries’
trajectories towards improved financial protection?

The Coronavirus Disease (COVID-19) pandemic has affected the economy,
health, poverty, employment and other sectors globally. A pressing issue emerging
during the pandemic due to the reduced economic activity is the high rates of extreme
poverty?®. While some countries in South-East Asia have started to recover economically,
this is not consistent across countries. And where it is happening, recovery has still not
reached pre-pandemic levels, fluctuations are expected in line with the emergence of
COVID-19 variants®, and effects are exacerbated by the war in Ukraine and the rise in
inflation?®. As a result, supply chain pressures translate into limited production capacity
and transportation restrictions leading to global shortages of critical medical products?’.
Additionally, low-middle income countries did not have sufficient access to vaccines and
treatment, which had economic implications?.

During the COVID-19 pandemic, close to 50% of households reported reduced
consumption of goods (essential or non-essential) during the pandemic, at a
particular period. This reduction ranged from 40-50% of households in India and
Myanmar to over 80% in Thailand (Fig. 18). This reduction in consumption overall
can have an impact on financial hardship due to healthcare payments and driving
impoverishment due to the reduction in households’ capacity to pay. Also of concern is
foregone healthcare due to reduced capacity to pay.

Given the COVID-19 pandemic, there is limited data on OOP health spending
and its drivers from nationally- representative household budget surveys during
2020/21. However, there is evidence that many households were foregoing care
for financial reasons. Fig. 19 shows that between 1% and as much as 13% of the
households in need across five countries in the Region faced financial barriers. This could
be due to two likely scenarios. One, the levels of OOP might have declined, and forgone
care may have increased due to social distancing measures, service disruption, especially
for NCD care as seen in India?’; or by fear of seeking care, transportation limitations and
other barriers, as seen in Nepal*®. Second, worsening poverty and drops in households’
income might also lead more people to face financial barriers to accessing needed services.

For those seeking care, financial hardship could increase. Some types of spending
could also increase further such as self-medication, and new demand for OOP spending
related to COVID-19 preventive, diagnostic and treatment measures, including
vaccination, might also increase for the whole population®'. One study in India provides
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Fig. 18. Reducing consumption of (essential or non-essential) goods during
COVID-19 (2020 and 2021)

Thailand: May 2021

Myanmar: May-Oct. 2020

India: May-Sep. 2020

T I T T T
60 80 90 100
Percentage of all households

Source: The High-Frequency Phone Survey-based estimates and in the case of India, figures are based on
COVID-19-related shocks survey in rural India 2020. Accessed May 2022. Note: Countries are included
based on data availability. The average percentage of households over multiple waves is used except for
Thailand; the rate corresponds to 2021.

Fig. 19. Financial barriers to access health care within 2020/2021: proportion of
households in need unable to receive medical attention due to lack of money
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Source: World Bank COVID-19 Household Monitoring Dashboard (Accessed May 2022). Note: Countries
included based on data availability. Rates are based on the first wave except in Indonesia, for which average
across multiple waves were conducted.
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insight into other possible drivers of catastrophic spending during the pandemic. It found
that the incidence of catastrophic expenditure for non-COVID hospitalizations increased
compared to pre-pandemic rates and was significantly higher among the poor, possibly
due to the overcharging practiced by private hospitals®.

The increase in forgone care and the increase in financial hardship due to OOP among
health spenders suggests that progress towards UHC will be detrimentally impacted
by COVID-19. Even if financial hardship decreases, it will likely represent foregone care
rather than actual improvement in financial protection.

What are the policy implications of the available evidence for the Region?

This Part of the report has provided a regional overview of progress towards SDG target
3.8.2 on financial protection. The evidence suggested that prior to COVID-19 pandemic:

@ Health systems in the WHO SE Asia Region were largely funded through out-
of-pocket health spending - with more than half of the countries in the region
spending more than one third of their current health spending from household
out-of-pocket, in 2019".

@ On average, public spending accounted for 35% of current health spending,
with a wide variability across countries from 16% to 79%"".

@ The number of people incurring impoverishing health spending had decreased
in the past decade, yet it remains high. As of 2017, 117 million people in the
Region were pushed or further pushed under the PPP$ 1.90 (purchasing power
parity) a day poverty line due to out-of-pocket payments (Fig. 1).

@ In 2017, 299 million people (poor and non-poor) faced catastrophic health
spending as their OOP absorbed more than 10% of their household budget.

@ Catastrophic health spending has increased almost continuously at the regional
level since 2000 and across most countries, but some have managed to stop
its rise.

® Out-of-pocket spending was predominantly driven by spending on medicines'?.

@ People living in rural areas, in the lowest income quintile and in households with
adults older than 60 years experienced a higher rate of financial hardship due
to out-of-pocket health spending.

® Adding to financial hardship, available evidence suggests that rates of foregone
care were high among the poorer segments of the population in several countries
in the region3334,

During the COVID-19 pandemic it was observed that:

@ Data on out-of-pocket spending and its drivers from nationally representative
household budget surveys is limited in the region. This makes timely monitoring
of progress on financial protection a challenge where the latest information
available is till 2016-2017 for most countries; and for two countries it is between
2010 and 2014. The Region therefore faces a gap in information on trends in
financial hardship since the onset of the COVID-19 pandemic.
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® Between 2020 and 2021, based on data for four countries in the region, almost
50% of households reported reducing consumption of goods (essential or non-
essential) during the pandemic, which means less capacity to pay for healthcare.
Data for five countries shows that many households did not seek care due to
financial reasons between 2020 and 2021. This might have caused an increase in
forgone care. At the same time, less capacity to pay for health care might lead to
more people impoverished by out-of-pocket health spending and/or higher rates
of catastrophic health spending among those paying out-of-pocket for health.

® In 2022, two years since the start of the pandemic, countries in the Region
have begun to recover economically. However, recovery has still not reached
pre-pandemic levels, fluctuations are expected in line with COVID-19 variants?,
and some countries and population groups are struggling more than others
to recover. This has further implications for continued: foregone care due to
financial barriers and greater financial hardship due to OOP, especially among
vulnerable groups.

In this context, critical policy implications related to the rates of financial hardship in
the region to be considered by Member States in the Region include but are not limited to:

1. Increasing public spending on health to continue promoting a decline in
OOP, especially on medicines and targeted on the poorest segments of
the population3337, Government spending on health has been associated with
a lower incidence of financial hardship®. In the SE Asia Region, pre-pandemic
trends showed a heavy reliance on OOP health spending and low public spending
on health among several countries in the region. Specifically, almost all poor
people in Indonesia and Nepal incurred OOP health spending. Hence, public
spending should be prioritized to reduce the financial hardship experienced by
the poorest first. Additional public funds are needed for a significant reduction
in OOP since public spending on health ranges between 1.1% and 1.4% of
GDP, respectively. In Bangladesh, India and Timor-Leste where there were low
levels of public spending, high rates of extreme poverty and between one and
two-thirds of poor people spending on health OOP: increasing public spending
is critical. In order to maintain their health spending growth at pre-pandemic
rates, most countries will need to significantly increase the share of their
government spending on health, especially among countries with lower pre-
pandemic levels of public spending on health*. To reduce OOP on medicines,
increasing public financing for medicines through prepayment mechanisms is
critical®41,

2. Enhancing fiscal policies that support health outcomes and can generate
additional revenues: Health taxes, for example taxes on consumption that
is harmful for health, such as the consumption of alcohol, tobacco, sugar; but
also reduced subsidies on fossil fuels and a tax on carbon emissions — could be
introduced or significantly scaled up®. In times of economic crisis, these fiscal
policies may play an important role in increasing public revenues, even though
the main objective of health taxes are to improve health by addressing risk
factors’®. These could be win-win policy avenues for Members States to navigate
their way through the tightened macro-fiscal environment they are experiencing.
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4.

Improving efficiency and reducing fragmentation in the health systems
while moving towards strategic purchasing mechanisms can contribute
to financial protection®. Improving efficiency is even more critical now with
the detrimental effects of the pandemic and the politico-economical turmoil
globally and given limited fiscal capacity in several countries in the Region.
Several countries in the Region face fragmentations within their health care
systems, leading to inequities in financial protection across population groups*43,
Effective provider payment mechanisms have been associated with efficiency
improvements and can reduce financial constraints on the health system®2438,
However, purchasing across the Region tends to remain passive, except in
Indonesia, Thailand, and India, which are moving towards more strategic
purchasing mechanisms?®?. Specifically, in Thailand, a comparison across schemes
suggests that effective management of the strategic purchasing function can
contribute to financial risk protection and to a reduction in spending overall*+4>,
Identifying sources of waste or suboptimal spending and reducing fragmentation
can also allow more fiscal space for health®. Sri Lanka which faces the largest
economic crisis since its independence, with limited fiscal space for health due
to pre-COVID economic factors further exacerbated by the COVID-19 pandemic
would benefit from sustaining the current levels of health spending and focusing
on improving the efficiency and reducing fragmentation of its health system. For
instance, by continuing the planned “Cluster Reform” - a PHC-focused reform
bringing in the management of NCDs, preventive care, and ensuring patient-
centered continuity of care. These would provide opportunities for integration
at the primary care level and added efficiency gains*. Improvements in public
financial management, including digitalization of procedures among other
measures, can also contribute to making health systems more efficient and
expanding fiscal space for health*’.

Public investment in health systems is crucial but insufficient for
reducing financial hardship: how the money is spent also matters. OOP
health spending can still be high if a health financing system does not offer
comprehensive coverage or benefits across the population or if high co-pays
are required for costly services*®. Before the pandemic, there were still gaps in
coverage across several countries in the Region**°, In Bhutan, Myanmar and
Sri Lanka, where there are relatively low levels of extreme poverty, it is not only
the overall level of public spending that matters in reducing impoverishment
due to OOP health spending, but targeted approaches are more relevant in
those countries. However, overall, across all countries in the Region, there is a
need to not only increase government spending on health but to ensure such
increases are accompanied by effective health financing policy reforms that lead
to expansion of coverage, including but not limited to:

@ Increasing government allocation to PHC financing, which is more
equitable and efficient. Investing in PHC has been associated with health
system efficiency and improved health outcomes and equity®'. In the Region,
spending on PHC ranges from 37% in Sri Lanka to 69% in Timor-Leste of
current health spending''. Although there is no specific target for PHC
spending, across LMICs it is found insufficient and/or funds are not spent
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efficiently and equitably. Public funds for PHC should be allocated equitably
across geographical regions and services®'.

Where feasible, introducing targeted policies to overcome barriers
to access healthcare services, including eliminating OOP health
spending for the poorest and near-poor segments of the population
to ensure they are not paying for healthcare or foregoing care and
a consideration of unconditional cash transfers to promote access.
Reducing OOP health spending or financial barriers is essential to protect
households against financial risk and will contribute to eradicate poverty.
Among the poorest households, even relatively small OOP spending on
health is a source of financial hardship. Relying predominantly on public
financing rather than on OOP health spending and exempting vulnerable
population groups from contributions (where feasible) is especially
important for achieving UHC* and higher degrees of financial protection.
The requirement to pay OOP for health can lead to foregone care among
the poorest segments of the population; the removal of user fees and
co-pays at the point of service has been shown to positively affect access
to healthcare services®*®3, if complemented by increases in government
health spending that also focuses on expenditure flexibility>*. In addition to
financial barriers, geographical barriers (travel time, distances) have been
identified as a challenge in certain countries in the Region?’°>°¢, as well as
other factors such as: uneven distribution of health services?’, lack of trust
in public facilities, limited opening hours* and/or long wait times?’. Several
of these barriers have been associated with self-medication. In the region,
the practice of self-medication is prevalent’®2%%’, and self-medication’>'641
may be driving spending on medical products. Therefore, overcoming these
barriers to healthcare service access can reduce financial hardship. In addition
to eliminating financial barriers, promoting access through unconditional cash
transfers has led to increased health service utilization in several countries
during times of crises®.

Reducing OOP health spending on medical and other health products,
especially by the poor and rural population, by developing and
implementing cost-effective® benefits packages and pharmaceutical
policies such as:

— Include essential medicines in the benefits package design®’.

— Increase availability of quality medical products in public health facilities,
make prescribed medicines available preferably without co-payments,
prioritize generic medicine®%° and improve price transparency.

— Structure incentives that encourage providers, dispensers and patients
to make efficient and effective use of medicines and expand payment
coverage in the private retail pharmacy?®’.

—  Where feasible, considering the WHO guidelines on country
pharmaceutical pricing policies®’.

b

Including health technology assessments, especially in countries with systems in place to translate the evidence
generated into policy.

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update

39



40

A study in India showed that reducing OOP payments for medical products
can significantly reduce impoverishment due to OOP payments for
healthcare®” therefore, targeted pharmaceutical policies can reduce financial
hardship. Most countries in the region have defined and regularly updated
their essential medicines list and state their intention to provide medicines
free-of-charge in public healthcare facilities'. However, consistently across
several countries, most people in South-East Asia report purchasing medicines
at private pharmacies®. Several Member States in the Region have a large
pharmaceutical industry and private retail sectors, such as in Bangladesh,
India, Indonesia and Nepal®®°, Yet many of these countries still struggle with
high levels of financial hardship. In countries such as Bhutan and Timor-Leste
where there is no local production capacity and small private sectors®®, lack
of availability in the public health facilities may result in no alternative options
to access needed medical products. Furthermore, low volume requirements
and fluctuations in importation costs impact the price of medical products.
Relying on high prices of medicines in the private sector is a crucial driver
of financial hardship for households in the region. Structuring appropriate
incentives for providers, dispensers, and patients could also reduce OOP on
medical products. For example, in certain countries in the region, potentially
inappropriate medication has been identified as a concerning issue®’:6869.70
driven by poor prescribing practices, inappropriate medication selection,
supplier-induced demand®8, due to limited access to formally trained
providers’® or aggressive marketing of the pharmaceutical companies — such
as in Bangladesh”'. Further to provider practices, pharmaceutical policies
can play a role in keeping medicine prices affordable such as encouraging
the use of generics, given that patients often prefer to purchase pricier
branded products over generics with the perception that generics are of
inferior quality’%”3; and in settings where the quality, safety and efficacy of
drugs produced domestically is not subject to stringent controls by National
Regulatory Authorities, providers and dispensers also tend to prescribe
branded drugs as well.

Targeting policies and benefits package design: including essential
medicines needed for managing chronic conditions?® in response to
demographic and epidemiological shifts and ensuring coverage of the
health needs of people living in older or multigenerational households
is needed, especially among the poorest population groups considering
fiscal feasibility and service delivery reforms and orientation. As the
South-East Asia Region population is ageing rapidly, where it is expected that
the population 60 years and above will be 20.3% by 205074, it is important
to consider the policy implications of ageing. Therefore, it is critical to adapt
to the changing demographics and extend or further target benefit packages
for this population to reduce exposure to financial hardship and foregone
care of older adults, particularly those in poorer segments of the population.
As well as focusing on slowing the increase in noncommunicable diseases
by targeting health promotion and disease prevention strategies to reduce
costs in the longer term”.
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5. Continuous monitoring of financial protection is critical to understanding
the impact of health reforms prior to the pandemic and the effects of
COVID-19 on financial hardship.

According to pre-pandemic data, countries in the Region have maintained
high levels of financial protection over time (e.g., Thailand**) while others have
implemented policy reforms more recently but rather rapidly (e.g., Indonesia3*7677,
On the other hand, others still lack data to be able to monitor the effects of more
recent policy changes (e.g., India and Maldives'?). As it can be evidenced by the
frequency of data and latest data estimates for certain countries, there were
already delays in obtaining pre-pandemic financial protection data, which will
only be exacerbated by the pandemic. Regular and frequent household surveys
are critical to provide financial risk protection data and ascertain the impact of
policies and programmes. Till then, it is important to track OOP over time at the
macro level and mapping it with aggregate household consumption.

What next?

1. To mitigate the effects of low public spending on health in the Region
coupled with the impact of COVID-19, there is a need to shift from a
heavy reliance on OOP spending to increasing and efficiently using public
spending on health accompanied by robust coverage policies and targeting
to reduce the financial burden on households, especially among the poor
and vulnerable. Enhancing fiscal policies that include the introduction or
scale up of health taxes, reduced fossil fuels subsidies and carbon taxes
can be a win-win in terms of population health and government revenues.

2. Since OOP spending in the Region is primarily driven by expenditure on
medical products, there is an urgent need to implement effective policies
that ensure access to essential medicines and diagnostics. Specifically:

2.1. Increase government budget allocations for medical products, including
for procurement in the public sector and through insurance schemes and
pilot schemes to trial or expand reimbursement of medical product costs
in the private sector;

2.2. Strengthen national and sub-national procurement agencies for efficient
public procurement and strengthen supply chain management systems;

2.3. Structure incentives in a manner that encourages providers, dispensers and
patients to make efficient and effective use of medicines;

2.4. Support implementation and monitoring of generic policies and generic
substitutions;

2.5. Strengthen the National Regulatory Authority to ensure the quality, safety
and efficacy of medical products;
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2.6. Improve price transparency and implementation of medicines pricing
policies.

2.7. Improve access to essential diagnostics particularly at the primary level to
reduce wastages and unnecessary medication.

3. Reliable and timely monitoring of the incidence of financial hardship is
critical to guide response policies that will not leave vulnerable groups
behind, especially under crisis conditions including an exploration of new
modalities to obtain data.

References

(1)

(2)

(1)

(12)

(13)

(14)

The world health report: health systems financing: the path to universal coverage.
2010, World Health Organization.

Global monitoring report on financial protection in health 2021. 2021, World Health
Organization and International Bank for Reconstruction and Development / The World
Bank: Geneva, Switzerland.

Tracking universal health coverage: 2021 Global Monitoring Report. 2021, World
Health Organization and World Bank.

Poverty and Shared Prosperity 2020: Reversals of Fortune. 2020, World Bank Group:
Washington, DC.

Crisis or opportunity? Health financing in times of uncertainty: Country profiles from the
SE Asia Region. 2021, World Health Organization. Regional Office for South-East Asia.

Tangcharoensathien, V., et al., Financial risk protection of Thailand’s universal health
coverage: results from series of national household surveys between 1996 and 2015.
International Journal for Equity in Health, 2020. 19(1): p. 163.

Global Health Observatory: Financial Protection Indicators. 2021: Geneva: World Health
Organization.

Universal health coverage data, W. Bank, Editor. 2021: Washington DC: World Bank.

Garg, C.C. and A.K. Karan, Reducing out-of-pocket expenditures to reduce poverty: a
disaggregated analysis at rural-urban and state level in India. Health Policy and Planning,
2008. 24(2): p. 116-128.

Maldives National Health Accounts 2015-2017,in 2017, M.O.H.R.O. Maldives, Editor.:
Maldives.

Global Health Expenditure Database. 2022, World Health Organization: Global Health
Observatory.

Wang, H., L.V. Torres, and P. Travis, Financial protection analysis in eight countries in
the WHO South-East Asia Region. Bulletin of the World Health Organization, 2018.
96(9): p. 610-620E.

Guinness, L., et al., Determinants of health care utilisation: the case of Timor-Leste.
International Health, 2018. 10(6): p. 412-420.

National Health Sector Strategic Plan 2011-2030: Towards a “Health East Timorese
People in a Healthy Timor-Leste”. 2011, Ministry of Health Dili, Timor Leste.

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update



(15) Khan, M.M., O. Grlbner, and A. Kramer, Frequently used healthcare services in urban
slums of Dhaka and adjacent rural areas and their determinants. J Public Health (Oxf),
2012. 34(2): p. 261-71.

(16) Sreeramareddy, C.T., etal., Care seeking behaviour for childhood illness—a questionnaire
survey in western Nepal. BMC Int Health Hum Rights, 2006. 6: p. 7.

(17) Health Nutrition and Population Statistics. Databank 2021.

(18) Khetrapal Singh, P., A. Cassels, and P. Travis, Primary Health Care at forty: reflections
from South-East Asia. 2018, World Health Organization: Delhi, India.

(19) Moonajilin, M.S., et al., Prevalence and Drivers of Self-Medication Practices among Savar
Residents in Bangladesh: A Cross-Sectional Study. Risk management and healthcare
policy, 2020. 13: p. 743-752.

(20) Ahmad, A., et al., Evaluation of self medication practices in rural area of town sahaswan
at northern India. Annals of medical and health sciences research, 2014. 4(Suppl 2):
p. S73-S78.

(21) V, Y., H. J, and K. H, Health System Responses to Population Ageing and
Noncommunicable Diseases in Asia. 2016, World Health Organization, Regional Office
for the Western Pacific: Manila, Philippines.

(22) Siegel, K.R., S.A. Patel, and M.K. Ali, Non-communicable diseases in South Asia:
contemporary perspectives. British medical bulletin, 2014. 111(1): p. 31-44.

(23) Global expenditure on health: public spending on the rise. 2021, World Health
Organization Geneva.

(24) Tangcharoensathien, V., et al., The Political Economy of UHC Reform in Thailand:
Lessons for Low- and Middle-Income Countries. Health Systems & Reform, 2019. 5(3):
p. 195-208.

(25) Southeast Asia Rising from the Pandemic. 2022, Asian Development Bank: Manila,
Philippines.

(26) Gulde-Wolf, A., P. Sanjaya, and S. J, Asia Growth Slows on Commodities, Covid and
Rising Interest Rates. 2022, International Monetary Fund.

(27) The Crisis in Ukraine: Implications of the war for global trade and development. 2022,
World Trade Organization: Geneva, Switzerland.

(28) REGIONAL ECONOMIC OUTLOOK: Asia and the Pacific. 2021, International Monetary
Fund: Washington, DC.

(29) Singh, K., et al., Impact of the COVID-19 Pandemic on Chronic Disease Care in India,
China, Hong Kong, Korea, and Vietnam. Asia Pac J Public Health, 2022. 34(4): p.
392-400.

(30) Singh, D.R., et al., Impact of COVID-19 on health services utilization in Province-2 of
Nepal: a qualitative study among community members and stakeholders. BMC Health
Services Research, 2021. 21(1): p. 174.

(31) Jaafar, H., et al., Assessing the Impact of Out-of-Pocket Expenditures for Prevention
of COVID-19 Infection on Households: Evidence From Malaysia. Inquiry : a journal of
medical care organization, provision and financing, 2021. 58: p. 469580211062402-
469580211062402.

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update

43



44

(32) Garg, S., K.K. Bebarta, and N. Tripathi, Household expenditure on non-Covid
hospitalisation care during the Covid-19 pandemic and the role of financial protection
policies in India. Archives of Public Health, 2022. 80(1): p. 108.

(33) Ergo, A., etal., A new hope: from neglect of the health sector to aspirations for Universal
Health Coverage in Myanmar. Health policy and planning, 2019. 34(Supplement_1):
p. i38-146.

(34) Rahman, M.M., et al., Forgone healthcare and financial burden due to out-of-pocket
payments in Bangladesh: a multilevel analysis. Health Economics Review, 2022. 12(1):
p. 5.

(35) Tandon, A., et al., Financing health care in the WHO South-East Asia Region: time for
a reset. WHO South-East Asia Journal of Public Health, 2021. 10(3): p. 63-72.

(36) Tandon, A., et al., Economic Impact of COVID-19 : Implications for Health Financing
in Asia and Pacific, in Health, Nutrition, and Population (HNP) Discussion Paper. 2020,
World Bank: Washington, DC.

(37) Hanson, K., et al., The Lancet Global Health Commission on financing primary health
care: putting people at the centre. Lancet Glob Health, 2022. 10(5): p. e715-772.

(38) Jalali, F.S., P. Bikineh, and S. Delavari, Strategies for reducing out of pocket payments
in the health system: a scoping review. Cost Effectiveness and Resource Allocation,
2021.19(1): p. 47.

(39) Kurowski, C., et al., From Double Shock to Double Recovery : Implications and Options
for Health Financing in the Time of COVID-19, in Health, Nutrition and Population
Discussion Paper, W.B. Group, Editor. 2021: Washington, DC.

(40) Wirtz, V.J., et al., Essential medicines for universal health coverage. Lancet, 2017.
389(10067): p. 403-476.

(41) World Health Organization. Regional Office for South-East, A., Delhi declaration:
improving access to essential medical products in the South-East Asia Region and
beyond. 2018, World Health Organization. Regional Office for South-East Asia: New
Delhi.

(42) Vilcu, I. and I. Mathauer, State budget transfers to Health Insurance Funds for universal
health coverage: institutional design patterns and challenges of covering those outside
the formal sector in Eastern European high-income countries. International Journal for
Equity in Health, 2016. 15(1): p. 7.

(43) Mclntyre, D., et al., Promoting universal financial protection: evidence from seven
low- and middle-income countries on factors facilitating or hindering progress. Health
Res Policy Syst, 2013. 11: p. 36.

(44) Tangcharoensathien, V., et al., Achieving universal health coverage goals in Thailand:
the vital role of strategic purchasing. Health Policy Plan, 2015. 30(9): p. 1152-61.

(45) Patcharanarumol, W., et al., Strategic purchasing and health system efficiency: A
comparison of two financing schemes in Thailand. PLoS One, 2018. 13(4): p. e0195179.

(46) L, R., etal., SriLanka Health System Review. 2021, World. Health Organization Regional
Office for South-East Asia: New Delhi.

(47) Zeng, W., et al., Improving fiscal space for health from the perspective of efficiency in
low- and middle-income countries: What is the evidence? J Glob Health, 2020. 10(2):
p. 020421.

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update



(48) Myint, C.-Y., et al., A systematic review of the health-financing mechanisms in the
Association of Southeast Asian Nations countries and the People’s Republic of China:
Lessons for the move towards universal health coverage. PLOS ONE, 2019. 14(6): p.
e0217278.

(49) Karan, A., W. Yip, and A. Mahal, Extending health insurance to the poor in India: An
impact evaluation of Rashtriya Swasthya Bima Yojana on out of pocket spending for
healthcare. Soc Sci Med, 2017. 181: p. 83-92.

(50) Dror, D.M. and S. Vellakkal, Is RSBY Indlia’s platform to implementing universal hospital
insurance? The Indian journal of medical research, 2012. 135(1): p. 56-63.

(51) Building the economic case for primary health care: a scoping review, in Technical
Series on PHC. 2018, World Health Organization.

(52) Jacobs, B., N.L. Price, and S. Oeun, Do exemptions from user fees mean free access to
health services? A case study from a rural Cambodian hospital. Trop Med Int Health,
2007. 12(11): p. 1391-401.

(53) Ensor, T. and S. Cooper, Overcoming barriers to health service access: influencing the
demand side. Health Policy Plan, 2004. 19(2): p. 69-79.

(54) Barroy, H., et al., Public Financial Management as an Enabler for Health Financing
Reform: Evidence from Free Health Care Policies Implemented in Burkina Faso, Burundi,
and Niger. Health Syst Reform, 2022. 8(1): p. e2064731.

(55) The Republic of the Union of Myanmar Health System Review. 2014, World Health
Organization Regional Office for South-East Asia.

(56) World Health Organization. Regional Office for the Western, P., Bangladesh health
system review. Health systems in transition vol.5, no.3. 2015, Manila: WHO Regional
Office for the Western Pacific.

(57) Wijesinghe, P.R., R.L. Jayakody, and A.S.R. de, Prevalence and predictors of self-
medication in a selected urban and rural district of Sri Lanka. WHO South-East Asia J
Public Health, 2012. 1(1): p. 28-41.

(58) van Daalen, K.R., et al., Impact of conditional and unconditional cash transfers on
health outcomes and use of health services in humanitarian settings: a mixed-methods
systematic review. BMJ Glob Health, 2022. 7(1).

(59) Kutzin, J., etal., An assertive, practical, and substantive agenda to catalyse meaningful
change. Lancet Glob Health, 2022. 10(5): p. e606-€608.

(60) TA, N., H. MA, and M. A, Generic medicines policies in the Asia Pacific region: ways
forward. WHO South-East Asia J Public Health, 2013. 2: p. 72-4.

(61) WHO guideline on country pharmaceutical pricing policies, Second Edition. 2020,
World Health Organization: Geneva, Switzerland.

(62) Shahrawat, R. and K.D. Rao, Insured yet vulnerable: out-of-pocket payments and India’s
poor. Health Policy and Planning, 2011. 27(3): p. 213-221.

(63) P, S., et al., Health services utilization and out-of-pocket expenditure at public and
private facilities in low-income countries., in World Health Report. 2010.

(64) van Doorslaer, E., et al., Effect of payments for health care on poverty estimates in 11
countries in Asia: an analysis of household survey data. The Lancet, 2006. 368(9544):
p. 1357-1364.

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update

45



(65) Access to Medical Products in the South-East Asia Region. 2021, World Health
Organization.

(66) Grundy, Q., et al., Disclosure, transparency, and accountability: a qualitative survey of
public sector pharmaceutical committee conflict of interest policies in the World Health
Organization South-East Asia Region. Globalization and Health, 2022. 18(1): p. 33.

(67) Abdulah, R., et al., Polypharmacy leads to increased prevalence of potentially
inappropriate medication in the Indonesian geriatric population visiting primary care
facilities. Therapeutics and clinical risk management, 2018. 14: p. 1591-1597.

(68) Bhagavathula, A.S., et al., Prevalence of Polypharmacy, Hyperpolypharmacy and
Potentially Inappropriate Medication Use in Older Adults in Indlia: A Systematic Review
and Meta-Analysis. Frontiers in pharmacology, 2021. 12: p. 685518-685518.

(69) Matthias, A.T., et al., Predictors and patterns of polypharmacy in chronic diseases in a
middle-income country. Int J Physiol Pathophysiol Pharmacol, 2021. 13(6): p. 158-165.

(70) Rasu, R.S., etal., Level, pattern, and determinants of polypharmacy and inappropriate
use of medications by village doctors in a rural area of Bangladesh. ClinicoEconomics
and outcomes research : CEOR, 2014. 6: p. 515-521.

(71) Mohiuddin, M., et al., Qualitative insights into promotion of pharmaceutical products
in Bangladesh: how ethical are the practices? BMC Medical Ethics, 2015. 16(1): p. 80.

(72) Charan, J., et al., Opinion of patients seeking primary care regarding prescription of
generic drugs: A cross-sectional study. Journal of family medicine and primary care,
2020. 9(11): p. 5725-5730.

(73) Colgan, S., et al., Perceptions of generic medication in the general population, doctors
and pharmacists: a systematic review. BMJ Open, 2015. 5(12): p. e008915.

(74) Ageing and health in the South-East Asia Region.

(75) Eozenou, P.H.-V., S. Neelsen, and M.-F. Smitz, Financial Protection in Health among
the Elderly - A Global Stocktake. Health Systems & Reform, 2021. 7(2): p. e1911067.

(76) Wiseman, V., et al., An evaluation of health systems equity in Indonesia: study protocol.
International Journal for Equity in Health, 2018. 17(1): p. 138.

(77) Pratiwi, A.B., etal., Is Indonesia achieving universal health coverage ? Secondary analysis
of national data on insurance coverage, health spending and service availability. BM)J
Open, 2021. 11(10): p. e050565.

(78) High-Performance Health Financing for Universal Health Coverage (Vol. 2): Driving
Sustainable, Inclusive Growth in the 21st Century (English). Washington, D.C.: World
Bank Group.

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update



PART 3
Country-specific UHC and
SDG data profiles

This section provides country-specific data profiles of the 11 Member States of the
WHO South-East Asia Region. A total of 49 health and health-related SDG indicators
along with four additional GPW13 indicators are present (list in Annex B).

Each four-page country profile includes sections that address the latest demographics,
overall progress using healthy life expectancy (HALE), equity analysis, and a summary of
UHC and health-related SDG indicators, including several with trend data. For the first
time this year, the country profile reports on the following new indicators:

® SDG 3.d.2.1 — Percentage of bloodstream infections due to methicillin-resistant
staphylococcus aureus.

® SDG 3.d.2.2 — Percentage of bloodstream infection due to Escherichia coli
resistant to third-generation cephalosporin.
SDG 5.2.2 — Proportion of ever-partnered women and girls aged 15 years and
above subjected to physical, sexual or psychological violence by a current or
former intimate (%).

® SDG 6.3.1 — Proportion of safely treated domestic wastewater flows (%).

The country profiles provide comprehensive list of references with data source and
year. The profiles are presented in alphabetical order:

Bangladesh
Bhutan
Democratic People’s Republic of Korea
India
Indonesia
Maldives
Myanmar
Nepal

Sri Lanka
Thailand
Timor-Leste
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Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: 3.7% or approximately 6 211 782 people are being
pushed into poverty (at US$ 1.90 level) because of out-of-pocket
health spending.'?

Catastrophic expenditure on health: 24.4% of people spent more than
10% of their household's total expenditure on health care.*?

Out-of-pocket expenditure*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

72.7%

Il Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

Il GDP, 2019
[ Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)
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Health equity: leaving no one behind
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Noncommunicable diseases and injuries
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= 21.2
Road traffic mortality rate (per 100 000 population)*® 3.6.1 2019 15.3 15.8 8 0 —— \_——
ko)
o
Sexual and reproductive health 184 16.3
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.71 2019 77.4 75.3
planning satisfied with modern methods (%) 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ey (P g 372 2019 83 26.1 omale el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.9.1 2016 149 165.8 ambient air pollution (3.9.1) - cause wise®
opulation)®
l:\J/l prt it )t ttributed t to unsafe WASH et oot
ortality rate attributed 1o exposure 1o unsaie heart obstructive
services (per 100 000 population)™ 3.92 2016 119 154 disease P
Mortality rate attributed to unintentional poisoning (per
100 000 population)™® 393 2019 03 0.3
TObacco - 0 20 40 60 80 100
Prevalence of tobacco use among persons aged N
18-69 years (%)= 3.a.1 2018 43.7 - N\
Essential medicines and vaccines trachea
DTP3 immunization coverage among 1-year-olds (%)  3.b.1 2020 98 85 brﬁﬂﬁgus’
lower
MCV2 immunization coverage by the nationall respiratory cancers
recommended age® e Y 3.b.1 2020 93 8 infections stroke
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 99 27 Female  — Male
HPV immunization coverage estimates amon Immunization coverage (3.b.1)°
15-year-old girls (%) ‘ ? 3.b.1 2020 B 2 98.0
Total net official development assistance to medical 100
research and basic health per capita (US$)™ 3.b.2 2020 1.99 0.58 /\/\—-/V\/_’
Proportion of health facilities with a core set of relevant 80 93.0
essential medicines available and affordable on a 3.b.3 2019 - - 5 p=o
sustainable basis (%)'® e o
Health workforce g
Health worker distribution (per 10 000 population)*” 3.c.1 2018 9.9 26 8
National and global health risks a 40 41.0
Average of 13 International Health Regulations core
capacity scores'® 34 2020 70 63 20
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)® 3.d.2.1 2020 0 B 0
Percentage of bloodstream infection due to escherichia 3d22 2020 71 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® T — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure ) .
(GGHE-D) as percentage of general government 1.a 2019 3 8 Prevalence of stunting, wasting and
H 0/.\4 verwel 1 lar u -
expenditure (GGE) (%) overweight in children under 5 (2.2)"®
Child nutrition 75
Prevalence of stunting in children under 5 years (%)"® 2.21 2020 30.2 30.1
Prevalence of wasting in children under 5 years (%) 222 2019 9.8 14.5 o2
ight i i < 50
E/r()(;:/salence of overweight in children under 5 years 293 2020 21 33 %
Prevalence of anaemia in women of reproductive age g 30.2
(15-49 years) (%) 224 2019 36.7 46.6 g
Intimate partner violence & %
Proportion of ever-partnered women and girls aged 15 12,5
years and older subjected to physical, sexual or ——/M/\/\/g-8
psychological violence by a current or former intimate 521 2018 23 17 07 24
partner in the previous 12 months™® 0=
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 522 2018 50 33

intimate partner in the previous 12 months, by age and

place of occurrence’®

Note: En dash (=) implies relevant data are not available
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Drinking water services and sanitation Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)°
Indicator target Year Bangladesh estimate
Proportion of population using safely managed drinking | 2020 58.5 5 B 5.3
water services (%)? ’ ’ s T 00
Proportion of population using safely managed I 552
o ) 6.2.1 2020 38.7 46
sanitation services (%)? 210 . 164
Proportion of population using a handwashing facilit I .5
rop popufation using g Y 622 2020 58.4 71 — 15
with soap and water (%) 2015 337
: . I—  56.3
Proportion of safely treated domestic wastewater flows 71"
p 6.3.1 2020 16 -
(%) © 2020 38.7
T =— — 585
Amount of water- and sanitation-related official . » w© o o 10
development assistance that is part of a Percentage (%)

. h 6.a.1 2020 273.9 1178 ) . L
government-coordinated spending plan (constant 2016 M Handwashing | Sanitation M Drinking water
US$ millions)™®

Proportion of population with primary
Clean h_ousehOId en.ergy = - = reliance on clean fuels and technology (%)
Proportion of population with primary reliance on clean 71 2020 25 64.5 (7.1)°
fuels and technology (%)? : '
Ambient air pollution 100
Annual mean concentrations of fine particulate matter 116.2 2016 64.1 61.1 0
(PM2.5) in urban areas (ug/m3)8 e ) ' g wos
Homicide and conflicts Pl o o ®
Mortality rate due to homicide (per 100 000 2 358 °
y rat ® 161 2019 28 38 % ¢ e
population)
Birth registration » .
Birth registration coverage™ 16.9.1 2019 56 - o 90 e 2 4: 1s
Cause-of-death data 20 205 w0 s 201
Completeness of cause-of-death data (%)® 17.19 2019 - - ® Rural @ Urban
Note: En dash () implies relevant data are not available
Additional SDG indicators used to monitor GPW13 impact
Number of cases of poliomyelitis caused by wild  Age-standardized prevalence of hypertension among Prevalence of obesity among children and Age-standardized prevalence of obesity among
poliovirus (WPV)'® adults aged 30-79 years (%)° adolescents (5-19 years) (%)® adults (18+ years) (%)®
318 2000 256 pum—— 04 2000 07 pm 20 2000 O7H
;gg; I 2001 [ ] 2001 | |
— 2002 [ | 2002 [
- o on m
2005 — 2004 - 2004 ]
2006 I 2005 [ | 2005 ]
2007 I 2006 [ | 2006 [ |
2008 — 2007 - 2007 =
o e e
2011 I 2009 — 2009 -
2012 I 2010 . 2010 |
2013 I 2011 | | 2011
2014 — 2012 | ] 2012 .
2015 I 2013 [ ] 2013 [ |
gg:? —— 2014 ] 2014 -
2018 ] 2015 I 2015 |
No cases have been reported in the past 5 years 342 2019 235 pEE—— 22 2016 3.0 N 5.0 2016 2.3 N
Female M Male Regional
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Monitoring the health SDG
Life expectancy at birth®

<US$1.90 a da

goal: Indicator of overaII health and weII being

Current health expenditure
as share of GDP*

GDP per capita*
(current US$)

3.6%

Life expectancy measures the average number of years that a

Female _- 744 newborn is expected to live. Healthy life expectancy (HALE)®
represents the number of years of living in good health without
v-- I cisease orinky.
Females have 2.4 years of longer life expectancy and 0.3 years
0 0 40 60 8 100 of more HALE than males.
Age (years)
B HALE [T Lost HALE

Universal health coverage (UHC

: At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.

Reproductive, maternal, newborn and child health (RMNCAH)
— 100

. l . I l

Satisfied need for ANC 4+ visits (%)’ Child immunization Care-seeking for

Coverage (%)

family planning® (DTP3)® suspected
pneumonia’

Infectious diseases

B3 75

[}

g

o 50

>

Q

o

Tuberculosis HIV antiretroviral ~ Access to basic
treatment therapy (ART) sanitation (%)
coverage® coverage®

Noncommunicable diseases

< 100

X

S

§ 50

g 28

o

» [l

Prevalence of
normal blood

Tobacco non-use
%)1 1

Prevalence of
normal fasting

pressure’ blood sugar level”
Service capacity, access and health security
100
g"
§ 59
s 50 39
3
° [
Densnty of hospital ~ Heath worker Health security:
beds’ density” IHR (2005)
compliance®

UHC service coverage index of essential health services
To provide a summary measure of
coverage, an index of national
service coverage is computed by

UHC service coverage index*

taking the geometric mean of service g 10
coverage values across the 3 49
sub-indicators. The UHC coverage g 50

index ranges from 0% to 100%, with S o .

100% implying full coverage across a

range of services. 2010

2019
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: 1.2% or approximately 9 456 people are being
pushed into poverty (at US$ 1.90 level) because of out-of-pocket
health spending.'?

Catastrophic expenditure on health: 4.0% of people spent more than
10% of their household's total expenditure on health care.*

Out-of-pocket expenditure*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

17.8%

Il Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

Il GDP, 2019
|| Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)




Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and TB incidence, notified cases by age group and sex™
care-seeking for suspected pneumonia

Female Male
Mother's education oo | | ?;slesl;otified
inciaence
ANC 4+ visits (%) Residence PP B 65 EE
Wealth quintile ® L] B 5564 W
Mother's education
Births attended by ¢ * B 4554 A
skilled health Residence ([ 2 L J
ersonnel
P Wealth quintile ® ® B 3544+
Care-seeking for Mother's education oo S o5 34
suspected Residence [ ]
neumonia | ||
P Wealth quintile o 15-24
0 20 40 60 8 100 | 514 |
Percentage (%)
| o0a |
™ Rural ¥ No education M Poorest 300 200 100 0 0 100 200 300
M Urban M Secondary education M Richest
Tobacco use and alcohol consumption®-?? Proportion of population using a handwashing facility with
soap and water (%)® M Rural
M Urban
. 100 93.4
Total alcohol per capita (215 years of Prevalence of tobacco use among
age) consumption (litres of pure alcohol)® persons aged 18-69 years (%)* 80 715
60
3 40
(o)
© 20
g 0
)
o
32.9 20
L] 40
11.8 60
0.1 03 80
. F 100 86.2 89.4
mh i
Female Male Female Male 2005 2010 2015 2020

SDG 3: Health targets

Maternal and child mortality (SDG target 3.1, 3.2)

Maternal mortality ratio (MMR)'# Births attended by skilled health personnel'®-2' Child mortality rate (CMR)"S
423
400
I 100 96.3 96.3 _ 100
TE 89.0 g
Qo
£ 77.2
2 300 S g
3 ° 64.5 =
8 g g
< -
% 200 183 & 50 49.1 T 50
[ ko Q.
k3 o e
£ 400 23.7 z e 27.6
s 15.3
0 0 0
2000 2005 2010 2015 2017 2000 2005 2010 2017 2018 2019 2000 2005 2010 2015 2020
Regional estimate Neonatal mortality rate  [ll Under-five mortality rate
Communicable diseases (SDG target 3.3)
New HIV infections?® TB incidence rate™ Malaria incidence rate® . Regional
Indicator Year Bhutan 9
05 400 10 estimate
_ ~ - Hepatitis B surface
g o4 g a0 g 8 antigen prevalence
% )
g % » 250 § among children 2020 0.14 0.38
5 % g s °© under 5 years of
& 3 200 194 S 0/ )16
3 < 165 165 3 age (%)
§ 02 8 -
B 3 8 Number of people
£ 012 012 444 g1 e g .
2 os 010 g9 5 100 g, requiring
. g . :
i = interventions 2020 229837 938873025
00 0 o 0.06 004 against neglected

1 H 16
2015 2016 2017 2018 2019 2020 2000 2005 2010 2015 2020 2015 2016 2017 2018 2019 2020 tropical diseases

Regional estimate
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target Year Bhutan estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 3.4.1 2019 18.5 21.6
Suicide mortality rate (per 100 000 population)'® 342 2019 46 10.1 40
Total alcohol per capita (=15 years of age) S 0
consumption (litres of pure alcohol)® 35.2 2019 02 43 ;:fv 237
Road traffic mortality rate (per 100 000 population)'® 3.6.1 2019 16.2 15.8 g 20 zm%
Sexual and reproductive health * 17.2
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.7.1 2010 84.9 75.3
planning satisfied with modern methods (%) 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ot ( g 372 2010 284 26.1 Comale e
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.9.1 2016 124.5 165.8 ambient air pollution (3.9.1) — cause wise®
population)?
Mortality rate attributed to exposure to unsafe WASH oo bc Ton;'c
heart obstructive
services (per 100 000 population)'® 39.2 2016 3.9 15.4 disease P‘é'i;”e‘;”:e'y
Mortality rate attributed to unintentional poisoning (per
100 000 population)™® 393 2019 02 03
Tobacco use 3 % %o o oo
Prevalence of tobacco use among persons aged “ /0 /8 A
18-69 years (%) 3.a.1 2019 23.9 -
Essential medicines and vaccines
trachea,
DTP3 immunization coverage among 1-year-olds (%)®  3.b.1 2020 95 85 b“’lﬂﬁgus'
lower
MCV2 immunization coverage by the nationally respiratory cancers
recommended age® 3.b1 2020 93 8 infections stroka
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 90 27 Female  — Male
HPV immunization coverage estimates among Immunization coverage (3.b.1)°
15-year-old girls (%) 3.b.1 2020 81 2 050
Total net official development assistance to medical 100 g5 :
research and basic health per capita (US$)"® 3.b.2 2020 20.21 0.58
Proportion of health facilities with a core set of relevant 80 93.0
essential medicines available and affordable on a 3.b.3 2019 - - =
sustainable basis (%)'® < o 72.0
Health workforce g
Health worker distribution (per 10 000 population)'” 3.c.1 2018 22.8 26 g
National and global health risks a 40
Average of 13 International Health Regulations core
capacity scores’® 3d 2020 71 63 20
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)'® 3.d.21 2020 12 B 0
Percentage of bloodstream infection due to escherichia 3.d.2.2 2020 54 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® e — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure . .
(GGHE-D) as percentage of general government 1.a 2019 10.4 8 Prevalence of stunting, wasting and
expenditure (GGE) (%)* overweight in children under 5 (2.2)"®-%
Child nutrition 75
Prevalence of stunting in children under 5 years (%)"® 2.21 2020 224 30.1
Prevalence of wasting in children under 5 years (%)* 222 2015 43 14.5
Fj/ze):galence of overweight in children under 5 years 223 2020 5.2 33 g 50 6.5
(o)
(=)
Prevalence of anaemia in women of reproductive age g
(15-49 years) (%)™ 224 2019 38.6 46.6 g e
Intimate partner violence a2 )
Proportion of ever-partnered women and girls aged 15
years and older subjected to physical, sexual or
psychological violence by a current or former intimate 5.2 2018 9 7 0 43 s 552
partner in the previous 12 months’® ’ ’
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 529 2018 22 33
intimate partner in the previous 12 months, by age and e Stunting M Wasting Il Overweight

place of occurrence®

Note: En dash (-) implies relevant data are not available
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Drinking water services and sanitation

Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)®
Indicator target Year Bhutan  estimate
Proportion of population using safely managed drinkin 2000 o1
i forg g salely manag 9 61 2020 367 - E— 27
water services (%) s _642 76.1
Proportion of population using safely managed I 314
o ; 6.2.1 2020 65.2 46 S 792
sanitation services (%)°® 2010 606
Proportion of population using a handwashing facilit I 535
g pop Ao 59 gfacility 622 2020 917 71 e — 7
with soap and water (%) 2015 629
. . I 35.6
Proportion of safely treated domestic wastewater flows e —— L 4
(%) 6.3.1 2020 41 — 2020 .
° I 36.7
Amount of water- and sanitation-related official o 2 w© I 100
development assistance that is part of a Percentage (%)
P b 6a1 2020 12.4 1178
government-coordinated spending plan (constant 2016 a. : M Handwashing ' Sanitation [ Drinking water
US$ millions)*®
Proportion of population with primary
(Ii’lri)ar:)r":iz:soefh‘:)ldu?antﬁ)rr? ¥vith rimary reliance on clean refiance on clean fuels . nd technology (%)
P population with primary 7.1 2020 80.2 64.5 7.1
fuels and technology (%) oo — —
Ambient air pollution e e e e e
Annual mean concentrations of fine particulate matter b4
) .6. . 61.1 80
(PM2.5) in urban areas (ug/m3)® 11.6.2 2016 36.9 g ®
Homicide and conflicts g ® © s
Mortality rate due to homicide (per 100 000 g @ 60.7
’ . . 3.8 s 4
population)? 16.1 2019 2.4 s . s
Birth registration 20w
Birth registration coverage 16.9.1 2010 99.9 - O o
Cause-of-death data 2000 2005 2010 2015 2019
Completeness of cause-of-death data (%)? 17.19 2019 - - ®Rural @ Urban
Note: En dash (-) implies relevant data are not available
Additional SDG indicators used to monitor GPW13 impact
Number of cases of poliomyelitis caused by wild  Age-standardized prevalence of hypertension among Prevalence of obesity among children and Age-standardized prevalence of obesity among
poliovirus (WPV)'® adults aged 30-79 years (%)® adolescents (5-19 years) (%)® adults (18+ years) (%)®
386 2000 0.4 2000 0.8 36 2000
ggg; 2001 = 2001
2002 [ | 2002
gggi 2003 [l 2003
2005 2004 - 2004
2006 2005 [ 2005
2007 2006 [ 2006
2008 2007 - 2007
2009 2008 = 2008
2011 2009 11 2009
2012 2010 || 2010
2013 2011 ] 2011
2014 2012 I 2012
. 2013 1 2013
2017 o4 — i
2018 2015 I 2015
No cases have been reported in the past 5 years 43.0 2019 24 2016 4.0 N 85 2016
Female [l Male Regional
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h“ps //www who.int/reproductivehealth/publications/maternal-mortality-2000-2017/en/, accessed 24 May 2022).
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Monltorln the health SDG
Life expectancy at birth®
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as share of GDP*
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goal: Indicator of overall health and weII being

Life expectancy measures the average number of years that a

Female _- 757 newborn is expected to live. Healthy life expectancy (HALE)®
represents the number of years of living in good health without
Females have 6.4 years of longer life expectancy and 3.3 years
0 20 40 60 80 100 of more HALE than males.
Age (years)
B HALE [ Lost HALE

Universal health coverage (UHC

: At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.

Reproductive, maternal, newborn and child health (RMNCAH)
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UHC service coverage index of essential health services
To provide a summary measure of
coverage, an index of national
service coverage is computed by
taking the geometric mean of service
coverage values across the
sub-indicators. The UHC coverage
index ranges from 0% to 100%, with
100% implying full coverage across a
range of services.

UHC service coverage index*
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FINANCIAL PROTECTION
Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: Insufficient data.'?

Catastrophic expenditure on health: Insufficient data.*?

Out-of-pocket expenditure*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

Current data is insufficient for analysis

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

Current data is insufficient for analysis

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)

97



Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and TB incidence, notified cases by age group and sex"
care-seeking for suspected pneumonia®

Female Male
Mother's education ) | _?gs_es‘gf’ﬁﬁed
- . inciaence >65
ANC 4+ visits (%) Residence o 1 -
Wealth quintile o B 5564
Mother's education
Births attended by ¢ 550
skilled health Residence o
ersonnel int I
P Wealth quintile ) B 3544
. Mother's education
Care-seeking for ® B 5 ;4
suspected Residence oo =
neumonia | |
P Wealth quintile oo 1524
0 20 40 60 80 100 | 514 |
Percentage (%)
| 0a |
W Rural W No education M Poorest 20000 15000 10000 5000 0 0 5000 10000 15000 20 000
M Urban M Secondary education M Richest
Tobacco use and alcohol (;Qnsumptic)n“,22 PI'OpOI'tiOﬂ of population using a handwashing facility with
soap and water (%)®
Total alcohol per capita (215 years of Prevalence of tobacco use among

age) consumption (litres of pure alcohol)® persons aged 15 years and older (%)*

46.1
[
6.9
16 o 0.0
Female Male Female Male Insufficient data for estimation

3: Health targets

Maternal and child mortality (SDG target 3.1, 3.2)

Maternal mortality ratio (MMR)"* Births attended by skilled health personnel'?2%,2" Child mortality rate (CMR)'®
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target Year DPR Korea estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 34.1 2019 23.9 216
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Drinking water services and sanitation

SDG
Indicator target
Proportion of population using safely managed drinking 6.1

water services (%)?

Proportion of population using safely managed 6.2.1
sanitation services (%)® -
Proportion of population using a handwashing facility
with soap and water (%)®

Proportion of safely treated domestic wastewater flows 6.3.1
(%) i
Amount of water- and sanitation-related official
development assistance that is part of a
government-coordinated spending plan (constant 2016
US$ millions)™®

Clean household energy

Proportion of population with primary reliance on clean
fuels and technology (%)?
Ambient air pollution

Annual mean concentrations of fine particulate matter
(PM2.5) in urban areas (ug/m3)8

Homicide and conflicts

Mortality rate due to homicide (per 100 000
population)®

Birth registration

Birth registration coverage™

Cause-of-death data

Completeness of cause-of-death data (%)®

Note: En dash () implies relevant data are not available

Additional SDG indicators used to monitor GPW13 impact
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Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.

Reproductive, maternal, newborn and child health (RMNCAH)
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: 4.7% or approximately 66 111 704 people are
being pushed into poverty (at US$ 1.90 level) because of
out-of-pocket health spending.*?

Catastrophic expenditure on health: 17.3% of people spent more than
10% of their household's total expenditure on health care.*?

Out-of-pocket expenditure?*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

54.8%

Il Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

Il GDP, 2019
[ Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and
care-seeking for suspected pneumonia

TB incidence, notified cases by age group and sex"
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SDG 3: Health targets

Maternal and child mortality (SDG target 3.1, 3.2)
Maternal mortality ratio (MMR)"*
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Communicable diseases (SDG target 3.3)
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Noncommunicable diseases and injuries Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target  Year India estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 34.1 2019 21.9 216 50

CRD between age 30 and age 70 (%)®

Suicide mortality rate (per 100 000 population)'® 342 2019 12.7 10.1 40
Total alcohol per capita (215 years of age) g 30
consumption (litres of pure alcohol)? 3.52 2019 56 4.3 “‘g 2:3_8\ s
Road traffic mortality rate (per 100 000 population)*® 3.6.1 2019 15.6 15.8 8 20 T 4.6
g 21.3
Sexual and reproductive health * 190
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.71 2021 74.1 75.3
planning satisfied with modern methods (%)*° 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19 372 2021 43 26.1 ot el

years)'® ) )
— Female (regional) Male (regional)

Mortality due to environmental pollution

Age—standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.9.1 2016 184.3 165.8 ambient air pollution (3.9.1) — cause wise®
population)®

isch: i chronic
Mortality rate attributed to exposure to unsafe WASH 3.9.2 2016 1856 15.4 Isch:aerrtn ‘ obstruc;ive
services (per 100 000 population)'® e : 5. disease pulmonary
disease
Mortality rate attributed to unintentional poisoning (per
100 000 population)™ 383 2019 03 0.3
Tobacco use ( % e oo
Prevalence of tobacco use among persons aged | 20 40 60 !
1869 yoars (%)= gp g 3a1 2018 328 - N
Essential medicines and vaccines ‘
rachea,
DTP3 immunization coverage among 1-year-olds (%)®  3.b.1 2020 85 85 bf‘mﬁg“sv
lower
MCV2 immunization coverage by the nationall respiraton cancers
recommended age® 9y Y 3.1 2020 81 78 infeICtionsy
stroke
PCV3 immunization coverage among 1-year-olds (%)'®  3.b.1 2020 21 27 Female ~ — Male
HPV immunization coverage estimates among 3b.1 2020 _ 2 Immunization coverage (3.b.1)°

15-year-old girls (%)'®
Total net official development assistance to medical

research and basic health per capita (US$)"® 3b.2 2020 026 0.58

100
85.0

Proportion of health facilities with a core set of relevant 80
essential medicines available and affordable on a 3.b.3 2019 - - s 81.0
sustainable basis (%)'® < 58.0

o 60
Health workforce £
Health worker distribution (per 10 000 population)*” 3.c.1 2018 25.8 26 ;o;
National and global health risks a 40
Average of 13 International Health Regulations core
capacity scores' 3d 2020 80 63 20 210
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)*® 3.d.21 <020 . B 0
Percentage of bloodstream infection due to escherichia 3422 2020 87 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%) e — DTP3 — MCV2

Other health-related SDGs

General government health expenditure
Domestic general government health expenditure

(GGHE-D) as percentage of general government 1.a 2019 34 8 Prevalence of stunting, wasting and
expenditure (GGE) (%)* overweight in children under 5 (2.2)'%.*°
Child nutrition 75

Prevalence of stunting in children under 5 years (%)® 2.21 2020 30.9 30.1

Prevalence of wasting in children under 5 years (%) 222 2021 19.3 14.5 198

E’/roe)ysalence of overweight in children under 5 years 223 2020 19 33 % 50

Prevalence of anaemia in women of reproductive age é’ 30.9
(15-49 years) (%)'® 224 2019 53 46.6 %

Intimate partner violence & 2% 19.3
Proportion of ever-partnered women and girls aged 15 20'0\/\/

years and older subjected to physical, sexual or
psychological violence by a current or former intimate
partner in the previous 12 months’®

Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 522 2018 35 33

intimate partner in the previous 12 months, by age and e Stunting M Wasting [l Overweight
place of occurrence®

Note: En dash (-) implies relevant data are not available

5.2.1 2018 18 17
033 1.9
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Drinking water services and sanitation

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)°
Indicator target Year India estimate

Proportion of population using safely managed drinking 5 , 2020 _ 2000 W 6

water services (%)? : B s s

Proportion of population using safely managed '

sanitation services (%)? 6.2.1 2020 459 46 2010 —— Vv
Proportion of population using a handwashing facility I ——

with soap and water (%)? 622 2020 67.8 4 2015 357 e
Proportion of safely treated domestic wastewater flows EE——

%y 4 631 2020 27 - . m— e
Amount of water- and sanitation-related official o 2 o o o 100
development assm_tance that is _part ofa 6.a.1 2020 3055 1178 Percentage (%)
gov$ernment-coord|nated spending plan (constant 2016 M Handwashing | Sanitation [ Drinking water
US$ millions)*®

Clean house)hold ener Proportion of population with primary
Proportion of populatior? zvith primary reliance on clean reliance on clean fl(l;”:yfl nd technology (%)
fuels and technology (%)® 71 2020 67.9 64.5 l
Ambient air pollution 100 s 8
Annual mean concentrations of fine particulate matter 11.6.2 2016 78.2 61.1 8 106 ° *
(PM2.5) in urban areas (ug/m3)® e ’ ) £ 603 °

Homicide and conflicts IR ¢

Mortality rate due to homicide (per 100 000 g w0

population)? 16.1 2019 3.8 3.8 § . 476
Birth registration * ,  ® o

Birth registration coverage® 16.9.1 2019 92.7 - 0 6; gfe 142
Cause-of-death data 2500 2005 2010 2015 2019
Completeness of cause-of-death data (%)? 17.19 2019 - - ® Rural @ Urban

Note: En dash (-) implies relevant data are not available

Additional SDG indicators used to monitor GPW13 impact

Number of cases of poliomyelitis caused by wild
poliovirus (WPV)'®

31.1

w
S
w

Age-standardized prevalence of hypertension among
adults aged 30-79 years (%)°

Drinking water services, sanitation and

Prevalence of obesity among children and

adolescents (5-19 years) (%)®

Age-standardized prevalence of obesity among
adults (18+ years) (%)®

2000 I 02 2000 04 g 23 2000 10
2001 I 2001 2001 ]
;ggg — 2002 2002 ™
2004 — 2003 2003 -
2005 — 2004 2004 m
2006 1 2005 2005 ]
2007 I 2006 2006 [ |
2008 — 2007 2007 -
0 — oo mm
2011 — 2009 009 .
2012 1 2010 2010 |
2013 | 2011 2011 [ ]
2014 I 2012 2012 [ ]
T S
2017 I 2014 2014
2018 — 2015 2015 -
No cases have been reported in the past 5 years 30.5 2019  31.6 IEEEEG—_G— 1.6 2016 5.1 2016 2.7 N
Female M Male Regional
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Indonesia

Population (000s)" Urban population? Poverty? GDP per capita® Current health expenditure
@ (ppp <US$1.90 a day) (current US$) as share of GDP*

279 135 E 2.2% 4135.2 A 2.9%

Life expectancy at birth®
Life expectancy measures the average number of years that a
newborn is expected to live. Healthy life expectancy (HALE)®

represents the number of years of living in good health without
v [ -~ cisease oriniury.

Females have 3.9 years of longer life expectancy and 1.9 years
of more HALE than males.

0 20 40 60 80 100
Age (years)
M HALE 7 Lost HALE

Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE FINANCIAL PROTECTION

The summary measure of essential health service coverage is the Financial protection is commonly measured through two indicators:
service coverage index of sub-indicators in four main areas: (1) (1) impoverishment, and (2) catastrophic health expenditure.
reproductive, maternal, newborn and child health; (2) infectious

diseases; (3) noncommunicable diseases; (4) service capacity, Impoverishment: 0.5% or approximately 1 395 675 people are being
access and health security. pushed into poverty (at US$ 1.90 level) because of out-of-pocket

H 12
Reproductive, maternal, newborn and child health (RMNCAH) health spending.

Catastrophic expenditure on health: 4.5% of people spent more than

— 100
10% of their household's total expenditure on health care.*?
l l . Out-of-pocket expenditure*

Satisfied need for ANC 4+ visits (%)” Child immunization Care-seeking for In most cases, a high percentag.e of (.)Ut'Of'pO.Cket ex.pend|ture
family planning® (DTP3)e suspected out of the current health expenditure is associated with
pneumonia’ low financial protection.

Coverage (%)

Infectious diseases

-
o
o

3 84
o 66
j=}
©
c 50
é 24 34.8%
0 I
Tuberculosis HIV antiretroviral ~ Access to basic
treatment therapy (ART) sanitation (%) M Out-of-pocket expenditure, as % of the current health expenditure (2019)
coverage® coverage®
Noncommunicable diseases Public spending on health* .
99 Is determined by the capacity of the government to raise revenues
g 100 and the level of priority it attaches to the health sector.
[}
& 46
g 50 33
Q
o
. Il ]
Prevalence of Prevalence of ~ Tobacco non-use
normal blood normal fasting (%)™
pressure’ blood sugar level”

Service capacity, access and health security

= 100
3 73
[}
o
©
g 31
o M GDP, 2019
|| Estimated total government expenditure, 2019
Densﬁy of hospital  Heath worker ~ Health security: Ml Estimated government expenditure on health, 2019
beds” density” IHR (2005)
compliance®

. . . X This profile provides an overview of the current status of
UHC service coverage index of essential health services progress towards the 13 targets under the health Sustainable
To provide a summary measure of

) A . : . Development Goal 3 (SDG 3) plus other selected health-related
UHC d
g:\r/\?i(r:zg;\?:rags(ia;ggnﬂiﬂ?gglby sefvice coverage Index indicators. Twenty-five of the indicators are noted with an

. ” . S 100 asterisk(*), which Member States in the WHO South-East Asia
taking the geometric mean of service < Region have designated to be the most common indicators of
CO\t/)e_radge \t/aluei_:chSHsCthe g 50 importance for the Region and for which historical data are
isnlij;(nr;ﬁagsrsf}omeoty to ;:ggf/ragvih 3 . . available. This profile also includes all of the SDG indicators for
100% im[?lying ll co(:/erage a?:’ross a ° the WHO Thirteenth General Programme of Work 2019-2023
range of services. 2010 (GPW13)
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and
care-seeking for suspected pneumonia®

Mother's education @ L ]
ANC 4+ visits (%) Residence [ )
Wealth quintile { o
Births attended by Mother's education [ ) [ )
skilled health Residence oo
personnel Wealth quintile [ )

. Mother's education
Care-seeking for i
suspected Residence o
neumonia
P Wealth quintile L )
0 20 40 60 80 100
Percentage (%)
™ Rural ¥ No education M Poorest
M Urban M Secondary education M Richest

Tobacco use and alcohol consumption?®.*'

Total alcohol per capita (215 years of
age) consumption (litres of pure alcohol)®

Prevalence of tobacco use among
persons aged 15 years and older (%)*'

62.9
| ]
4.8
0.1 0.4
(i 7 )
Female Male Female Male

TB incidence, notified cases by age group and sex"

Male

B Cases notified

TB incidence >65

55-64
45-54
35-44
25-34
15-24

5-14

.,,
(]
o = |

04
80 000 60 000 40000 20000 O 0 20000 40000 60 000 80 000

Proportion of population using a handwashing facility with

soap and water (%)® M Rural
M Urban

91.5
60 58.4
| | | | | | |
82.9

100

Percentage (%)
(2] B N N
o o o o o

@
o

2005 2010 2015 2020

3: Health target

Maternal and child mortality (SDG target 3.1, 3.2)
Maternal mortality ratio (MMR)"*

Births attended by skilled health personnel®-2°.2!

Child mortality rate (CMR)"®

£ 300 100 gra 926 909 936 %47 & 100
5 272 83.1 ol £
—_ o
2 S 73.0 °
= S 663 2
S 200 S )
S 177 £ 8 -
T S 50 g 50 %%
[ [ Q
& a =
x 100 QE:
E © 2238 23.0
1.7
0 0 0
2000 2005 2010 2015 2017 2002 2007 2012 2013 2016 2017 2018 2019 2000 2005 2010 2015 2020

Communicable diseases (SDG target 3.3)

Regional estimate Neonatal mortality rate [l Under-five mortality rate

New HIV infections®

05 400
= 04 e
g & 300
o 8
8 o
< 03 8
g pu
< g 200
é Q
§ 02 8
3 0.15 g
2 w014 013 g4 3
2 w %Mot £ 100
T o1 =
0.0 I 0

2015 2016 2017 2018 2019 2020

TB incidence rate'

370 350
325

342
| | | 301

2000 2005 2010 2015 2020

Incidence (per 1000 pop. at risk)

Malaria incidence rate®
10

Indicator Year

Hepatitis B surface

antigen prevalence

among children

6 under 5 years of
age (%)'®

2020 1.30

4 437
2.87

Number of people
requiring
interventions

o against neglected

2015 2016 2017 2018 2019 2020 tropical diseases'®

2020

Regional estimate

Indonesia

Regional
estimate

0.38

86 492 939 938 873 025
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target  Year Indonesia estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 34.1 2019 248 216
Suicide mortality rate (per 100 000 population)® 3.4.2 2019 2.4 10.1 40
Total alcohol per capita (215 years of age) g 30 26.9
consumption (litres of pure alcohol)® 352 2019 — B $ —_— %54
Road traffic mortality rate (per 100 000 population)*® 3.6.1 2019 11.3 15.8 g 20 24
211
Sexual and reproductive health *
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.71 2017 771 75.3
planning satisfied with modern methods (%) 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ey (P g 372 2017 36 26.1 omale el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.9.1 2016 1124 165.8 ambient air pollution (3.9.1) - cause wise®
opulation)®
:I prt it )t ttributed t to unsafe WASH et oot
ortality rate attributed 10 exposure 1o unsaie heart obstructive
services (per 100 000 population) 3.92 2016 7 154 disease P
Mortality rate attributed to unintentional poisoning (per
100 000 population)™® 393 2019 03 0.3
TObacco - 20 40 60 80 100
Prevalence of tobacco use among persons aged 15
years and older (%)?' a1 2018 33.8 B
Essential medicines and vaccines trachea
DTP3 immunization coverage among 1-year-olds (%)  3.b.1 2020 77 85 brﬁﬂﬁgus’
lower
MCV2 immunization coverage by the nationall respiratory cancers
recommended age® e Y 3.b.1 2020 49 8 infections stroke
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 4 27 Female  — Male
i izati i Immunization coverage (3.b.1)°
:i;\;;gg:gn;at;o(g/:;gverage estimates among 3b.1 2020 7 2
Total net official development assistance to medical 100
research and basic health per capita (US$)'® 3.b.2 2020 0.52 0.58
Proportion of health facilities with a core set of relevant 80 750 /70
essential medicines available and affordable on a 3.b.3 2019 - - 5 -
sustainable basis (%)'® e o
Health workforce g
Health worker distribution (per 10 000 population)” 3.c1 2018 28.4 26 %
National and global health risks a 40 490
Average of 13 International Health Regulations core
capacity scores'® 34 2020 69 63 20 i
Percentage of bloodstream infections due 3.d.2.1 2020 36 )
methicillin-resistant staphylococcus aureus (%)® e B 0
Percentage of bloodstream infection due to escherichia 3d22 2020 76 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® T — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure ) .
(GGHE-D) as percentage of general government 1.a 2019 8.7 8 Prevalence of stunting, wasting and
expenditure (GGE) (%) overweight in children under 5 (2.2)
Child nutrition 75
Prevalence of stunting in children under 5 years (%)"® 2.21 2020 31.8 30.1
Prevalence of wasting in children under 5 years (%)*' 222 2018 10.2 14.5
ight i i < 50
E/r()(;:/salence of overweight in children under 5 years 293 2020 1.1 33 % .
Prevalence of anaemia in women of reproductive age g ' 31.8
(15-49 years) (%) 224 2019 31.2 46.6 g
Intimate partner violence & %
Proportion of ever-partnered women and girls aged 15
years and older subjected to physical, sexual or 1.1
psychological violence by a current or former intimate 521 2018 9 7 4%5 10.2
partner in the previous 12 months™® 0
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 522 2018 22 33

intimate partner in the previous 12 months, by age and

place of occurrence’®

Note: En dash (=) implies relevant data are not available
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Drinking water services and sanitation Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)°

Indicator target Year Indonesia estimate
Proportion of population using safely managed drinking | 2020 B 5 2000
water services (%)? ’ s00s
Proportion of population using safely managed
sanitation services (%)® 6.2.1 2020 B 46 2010 T —
Proportion of population using a handwashing facility ——
with soap and water (%)? 622 2020 94.1 4 2015 "
F:roE)eortlon of safely treated domestic wastewater flows 6.3.1 2020 _ _ O
(/o) 2020
Amount of water- and sanitation-related official . » w0 © % 0
development assistance that is part of a 6.a1 2020 185.3 1178 Percentage (%)
government-coordinated spending plan (constant 2016 a. ’ M Handwashing | Sanitation M Drinking water

US$ millions)™®

Clean household energy Proportion of population with primary

reliance on clean fuels and technology (%)

Proportion of population with primary reliance on clean (7.1)°

fuels and technology (%)? 7.1 2020 54.5 64.5
Ambient air pollution 100 w7 e
Annual mean concentrations of fine particulate matter % °
(PM2.5) in urban areas (ug/m3)8 11.6.2 2016 20.7 e s 623 o
Homicide and conflicts [ ° . 705
Mortality rate due to homicide (per 100 000 g 4

population)® 16.1 2019 4.3 3.8 3 = o e
Birth registration ? e . z;s

Birth registration coverage™ 16.9.1 2017 77.9 - o 0 :7 }
cause-Of-death data 2(.)00 2605 2010 2015 2019
Completeness of cause-of-death data (%)® 17.19 2019 - - ® Rural @ Urban
Note: En dash () implies relevant data are not available
Additional SDG indicators used to monitor GPW13 impact

Number of cases of poliomyelitis caused by wild  Age-standardized prevalence of hypertension among Prevalence of obesity among children and Age-standardized prevalence of obesity among

poliovirus (WPV)'® adults aged 30-79 years (%)° adolescents (5-19 years) (%)® adults (18+ years) (%)®

328 2000 30.3 12 2000 38 2000
2001 — 2001 2001
2002 —
20— 2000 208

2004 I
2005 — 2004 2004
2006 — 2005 2005
2007 I 2006 2006
;ggg _: 2007 2007
A— 2008 2008

2010 I
2011 — 2009 2009
2012 I 2010 2010
2013 I 2011 2011
2814 _: 2012 2012

15 —

201 201
2016 — 2813 2813
2017 I
2018 — 2015 2015
No cases have been reported in the past 5 years 445 2019  35.9 DN 5.0 2016 8.9 2016
Female M Male Regional
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See for Population with basic ing facilities at home (%), country reported value: 2020 total=78.3, 2020 urban=82.1, 2020 rural=73.5, 2019 total=76.1, 2019 urban=79.4, 2019 rural=71.8, 2018 urban=83.3, 2018 rural=73.5, 2017
urban=72.9, 2017 rural=62.8, 2016 urban=75.1, 2016 rural=56.6; data source: BPS istics Indonesia, https.//www.bps.qgo.id/indikator/indikator/view_data/0000/data/1274/sdgs 6/2

9. AIDSinfo [online database]. Geneva: Joint United Nations Programme on HIV/AIDS (UNAIDS) (http:/aidsinfo.unaids.org/, accessed 12 May 2022).

10. WHO/UNICEF Joint Monitoring Programme for Water Supply, Sanitation and Hygiene (JMP) esti 2021 revision (https://washdata.org/data/household#!/, accessed 12 May 2022).

11. WHO global report on trends in prevalence of tobacco use 2000-2025, fourth edition. Geneva: World Health Organization; 2021 (https://www.who.int/publications/i/item/9789240039: accessed 12 May 2022).

See for Tobacco non-use (%), country reported value: 2019=71; data source: Profile of Health istics 2019, https.//www.bps.qo.id/publication/2019/12/30/9d583b7e2bd81fada82375e0/profil-statistik-k 2019.html.

12. Global monitoring report on financial protection in health 2021. Geneva: World Health Organization and The World Bank; 2021 (https://www.who.int/publications-detail-redirect/9789240040953, accessed 23 March 2022).

See for Catastrophic expenditure on health > 10%, country reported value: 2020=2.2%; data source: Indonesia's SDG VNR 2021.

13. WHO Global Tuberculosis P (https://www.who.int/teams/global-tuberculosis-programme/data, 1 June 2022).

14. Trends in maternal mortality: 2000 to 2017: estimates by WHO, UNICEF, UNFPA, World Bank Group and the United Nations Population Division. Geneva: WHO; 2019
(https://www.who.int/reproductivehealth/publications/maternal-mortality-2000-2017/en/, accessed 24 May 2022).

See for Maternal mortality ratio (MMR), country reported value: 2015=305, 2010=346; data source: Indonesia's SDG VNR 2021.

15. Estimates generated by the UN Inter-agency Group for Child Mortality Estimation (UN IGME) in 2021 (http://data.unicef.org, accessed 29 March 2022).

See for Under-five mortality rate, country reported value: 2017=32, 2012=40, 2007=44, 2003=46; data source: https:/pusdatin.kemkes.qo.id/resources/download/pusdatin/profil donesia/Profil-K donesia-2019.pdf.
See for Neonatal mortality rate, country reported value: 2017=15, 2012=19, 2007=19, 2003=20; data source: https://pusdatin.kemkes.qo.id/resources/download/pusdatin/profil-kesehatan-indonesia/Profil-Kesehatan-indonesia-2019.pdf.
16. World health statistics 2022: monitoring health for the SDGs, sustainable development goals. Geneva: World Health Organization; 2022.

See for Average of 13 International Health Regulations core capacity scores, country reported value: 2019=73; data source: Indonesia's SDG VNR 2021.

17. HRH unit, WHO. New Delhi: WHO. Regional Office for South-East Asia.

18. UNICEF/WHO/World Bank Joint Child Malnutrition Estimates Database, April 2021 and UNICEF/WHO/World Bank Joint Child Malnutrition Estimates Expanded Database: Wasting (Survey Estimates), April 2021, New York
(https://data.unicef.org/resources/dataset/malnutrition-data/, accessed 31 March 2022)

See for Prevalence of stunting in children under 5 (%), country reported value: 2019=27.7; data source: Indonesia's SDG VNR 2021.

See for Prevalence of wasting in children under § (%), country reported value: 2019=7.4; data source: Indonesia’s SDG VNR 2021.

19. Indonesia DHS 2017. National Population and Family Planning Board (BKKBN), Statistics Indonesia (BPS), Ministry of Health (Kemenkes), and ICF. 2018. Jakarta, Indonesia: BKKBN, BPS, Kemenkes, and ICF.

20. Indonesia DHS survey 2002, Indonesia DHS survey 2007, Indonesia DHS survey 2012.

21. Indonesia Basic Health Research (RISKEDAS) 2018. Jakarta, Indonesia: Ministry of Health; 2019.
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Monitoring the health SDG goal: Indicator of overall health and weII beln g

Life expectancy at birth®

Life expectancy measures the average number of years that a

Female _- 808 newborn is expected to live. Healthy life expectancy (HALE)®
represents the number of years of living in good health without
v« [ cisease orinkny.
Females have 2.2 years of longer life expectancy and 0.3 years
0 0 40 60 8 100 of more HALE than males.
Age (years)
B HALE [T Lost HALE

Universal health coverage (UHC

: At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.
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UHC service coverage index of essential health services
To provide a summary measure of
coverage, an index of national
service coverage is computed by
taking the geometric mean of service
coverage values across the
sub-indicators. The UHC coverage
index ranges from 0% to 100%, with
100% implying full coverage across a
range of services. 2010

UHC service coverage index*

=
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: approximately 0.0% people** are being pushed into
poverty (at US$ 1.90 level) because of out-of-pocket health
spending.'?

Catastrophic expenditure on health: 10.3% of people spent more than
10% of their household's total expenditure on health care.*?

**Impoverishment data are not reported at PPP US$ 1.90 level

Out-of-pocket expenditure?*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

16.5%

Il Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

19.2%

Il GDP, 2019
|| Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and TB incidence, notified cases by age group and sex™
care-seeking for suspected pneumonia
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Health targets

Maternal and child mortality (SDG target 3.1, 3.2)

Maternal mortality ratio (MMR)'# Births attended by skilled health personnel'®2°:2' Child mortality rate (CMR)"S
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Regional estimate Neonatal mortality rate  [ll Under-five mortality rate
Communicable diseases (SDG target 3.3)
New HIV infections?® TB incidence rate™ Malaria incidence rate® . . Regional
Indicator Year Maldives 9
400 estimate
~ Hepatitis B surface
g 200 antigen prevalence
8 among children 2020 0.21 0.38
8 under 5 years of
& 200 age (%)*®
8
2 Number of people
= 100 s requiring
" @, e g interventions 2020 330 938 873 025
. I 1511 against neglected
Current data insufficient to determine trend 2000 2005 2010 2015 2020 Malaria free tropical diseases'®

Regional estimate
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target  Year Maldives estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 34.1 2019 116 21.6
Suicide mortality rate (per 100 000 population)® 342 2019 2.7 10.1 40
Total alcohol per capita (215 years of age) S 3026
consumption (litres of pure alcohol)? 3.52 2019 2.8 4.3 “gf> !
Road traffic mortality rate (per 100 000 population)*® 3.6.1 2019 1.6 15.8 § 20 247
Sexual and reproductive health * 26
Proportion of married or in-union women of 10 ’
reproductive age who have their need for family 3.71 2017 294 75.3 9.3
planning satisfied with modern methods (%)*° 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ooy ( 9 372 2017 10 26.1 ot el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.9.1 2016 25.6 165.8 ambient air pollution (3.9.1) — cause wise®
opulation)®
i/l prt it )t ttributed t to unsafe WASH g e
ortality rate attributed to exposure to unsafe heart obstructive
services (per 100 000 population)® 3.9.2 2016 0.3 154 disease pZ'i?eZ”sfy
Mortality rate attributed to unintentional poisoning (per
100 000 population)' 393 2019 0 0.3
TObacco = “5‘ 20 0 60 80 00
Prevalence of tobacco use among persons aged ’ !
1564 yours (% 9p ¢ 3a1 2011 19.9 -
Essential medicines and vaccines wachea
DTP3 immunization coverage among 1-year-olds (%)®  3.b.1 2020 99 85 brﬂ’ﬂﬁg“&
lower
MCV2 immunization coverage by the nationall irat cancers
recommended age* 9e by y 3b1 2020 96 78 foepraen —~
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 - 27 Female  — Male
i izati i Immunization coverage (3.b.1)®
Tg\;;;nrg%n;ﬁgc&fﬁverage estimates among 3b.1 2020 68 2 ge ( ) o
Total net official development assistance to medical 100 98.0
research and basic health per capita (US$)'® 3.b.2 2020 69.07 0.58 96.0
Proportion of health facilities with a core set of relevant 80 ’
essential medicines available and affordable on a 3.b.3 2019 - - S
sustainable basis (%)'® < 5
Health workforce g A
Health worker distribution (per 10 000 population)'” 3.c.1 2018 109.9 26 ;o; )
National and global health risks a 40
Average of 13 International Health Regulations core
capacity scores’® 3d 2020 47 63 20
Percentage of bloodstream infections due 3.d.2.1 2020 _ _
methicillin-resistant staphylococcus aureus (%)'® e 0
Percentage of bloodstream infection due to escherichia 3422 2020 _ _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%) e — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure . .
(GGHE-D) as percentage of general government 1.a 2019 19.1 8 P’e"a'?"ﬁfﬁf sr:}:c’;t'"g' W:St'g?za;)‘j'a
expenditure (GGE) (%) overweight in children under .
Child nutrition I
Prevalence of stunting in children under 5 years (%)@ 2.21 2020 14.2 30.1
Prevalence of wasting in children under 5 years (%)"® 222 2017 9.1 14.5
. . . < 50
Z/roe)ysalence of overweight in children under 5 years 293 2020 46 33 %
Prevalence of anaemia in women of reproductive age g 33.6
(15-49 years) (%) 224 2019 52.2 46.6 g
Intimate partner violence & 2
Proportion of ever-partnered women and girls aged 15 voa 14.2
years and _older_ subjected to physical, sexual or 5921 2018 6 17 e—— a4
psychological violence by a current or former intimate o 44 46
partner in the previous 12 months’®
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 529 2018 19 33

intimate partner in the previous 12 months, by age and

place of occurrence®

Note: En dash (-) implies relevant data are not available
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Drinking water services and sanitation Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)®

Indicator target Year Maldives estimate
Proportion of population using safely managed drinking 2020 _ 2000
water services (%)? ’ - s
Proportion of population using safely managed
sanitation services (%)? 621 2020 - 46 2010
Proportion of population using a handwashing facility R —
with soap and water (%)? 622 2020 95.8 4 2015 *°
Proportion of safely treated domestic wastewater flows I O
% )E’s y 631 2020 - - 200 e
Amount of water- and sanitation-related official o » w© " " 100
development assistance that is part of a 6.a.1 2020 13.7 1178 Percentage (%)
government-coordinated spending plan (constant 2016 a. : M Handwashing ' Sanitation [ Drinking water

US$ millions)*®

Clean household energy Proportion of population with primary

reliance on clean fuels and technology (%)

Proportion of population with primary reliance on clean °
P population with primary 7.1 2020 99.2 64.5 7.1
fuels and technology (%) ws oo —
Ambient air pollution 1w e L) ® ®
Annual mean concentrations of fine particulate matter ' : 98.8
: lne p 1162 2016 10.4 61.1 & ws
(PM2.5) in urban areas (ug/m3) g o
Homicide and conflicts g 704
Mortality rate due to homicide (per 100 000 2
y ra (P 161 2019 1.9 38 gwo e
population) w50
Birth registration »
Birth registration coverage 16.9.1 2017 98.8 - 0
Cause-of-death data 2000 2005 2010 2015 2019
Completeness of cause-of-death data (%)? 17.19 2019 - - ® Rural @ Urban
Note: En dash (-) implies relevant data are not available
Additional SDG indicators used to monitor GPW13 impact
Number of cases of poliomyelitis caused by wild  Age-standardized prevalence of hypertension among Prevalence of obesity among children and Age-standardized prevalence of obesity among
poliovirus (WPV)'® adults aged 30-79 years (%)° adolescents (5-19 years) (%)® adults (18+ years) (%)®
311 2000 30.7 p— 09 2000 46 2000
ggg; I 2001 2001
— 2002 2002
.
2005 — 2004 2004
2006 1 2005 2005
2007 | 2006 2006
;ggg — 2007 2007
2008 2008
mo  —
2012 1 2010 2010
2013 | 2011 2011
gglg I 2012 2012
— 2013 2013
ggls I 2014 2014
2018 I 2015 2015
No cases have been reported in the past 5 years 354 2019  32.6 54 2016 114 2016
Female [l Male Regional
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Life expectancy measures the average number of years that a
Female _ 722 newborn is expected to live. Healthy life expectancy (HALE)?
represents the number of years of living in good health without

v-- [ o9 discase ornjury

Females have 6.3 years of longer life expectancy and 4 years
of more HALE than males.

0 20 40 60 80 100
Age (years)
B HALE [T Lost HALE

Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE FINANCIAL PROTECTION

The summary measure of essential health service coverage is the Financial protection is commonly measured through two indicators:
service coverage index of sub-indicators in four main areas: (1) (1) impoverishment, and (2) catastrophic health expenditure.
reproductive, maternal, newborn and child health; (2) infectious

diseases; (3) noncommunicable diseases; (4) service capacity, Impoverishment: 1.2% or approximately 662 724 people are being
access and health security. pushed into poverty (at US$ 1.90 level) because of out-of-pocket

H 12
Reproductive, maternal, newborn and child health (RMNCAH) health spending.

Catastrophic expenditure on health: 12.7% of people spent more than

10% of their household's total expenditure on health care.*?
50
Out-of-pocket expenditure*

Satisfied need for ANC 4+ visits (%) Child immunization Care-seeking for In most cases, a high percentagg of (?Ut_Of_po,Cket expendlture
family planning® (DTP3)® suspected out of the current health expenditure is associated with
pneumonia’ low financial protection.
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100 Is determined by the capacity of the government to raise revenues
9 100 and the level of priority it attaches to the health sector.
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Service capacity, access and health security
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UHC . ind f tial health . This profile provides an overview of the current status of
To prosv?g‘e":‘;frr?rngsr!r?eg‘su?exo? essential health services progress towards the 13 targets under the health Sustainable
coverage, an index of national UHC service coverage index* Development Goal 3 (SDG 3) plus other selected health-related
service cc'>verage is computed by indicators. Twenty-five of the indicators are noted with an

-
o
o
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. > . < 100 asterisk(*), which Member States in the WHO South-East Asia
taking the geometric mean of service < Region have designated to be the most common indicators of
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and TB incidence, notified cases by age group and sex"
care-seeking for suspected pneumonia®
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SDG 3: Health targets
Maternal and child mortality (SDG target 3.1, 3.2)

Maternal mortality ratio (MMR)"* Births attended by skilled health personnel’®2°.21.23 Child mortality rate (CMR)"®
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Communicable diseases (SDG target 3.3)

New HIV infections® TB incidence rate™ Malaria incidence rate® Regional
Myanmar H
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target  Year Myanmar estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 34.1 2019 24.9 216
Suicide mortality rate (per 100 000 population)® 3.4.2 2019 29 10.1 0 347
= 30.6
Total alcohol per capita (215 years of age) g "_/.-\-\__
consumption (litres of pure alcohol)® 35.2 2019 21 4.3 - J
Road traffic mortality rate (per 100 000 population)*® 3.6.1 2019 20.4 15.8 g 20 T
20.2
Sexual and reproductive health *
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.71 2016 74.9 75.3
planning satisfied with modern methods (%) 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ey (P g 372 2016 36 26.1 omale el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.91 2016 156.4 165.8 ambient air pollution (3.9.1) — cause wise®
opulation)®
:I prt it )t ttributed t to unsafe WASH et et
ortality rate attributed 10 exposure 1o unsaie heart obstructive
services (per 100 000 population) 3.92 2016 126 154 disease P
Mortality rate attributed to unintentional poisoning (per
100 000 population)™® 393 2019 1.3 0.3
TObacco - 20 40 60 80 100
Prevalence of tobacco use among persons aged N
25_64 years (%) 3.a.1 2014 54.4 -
Essential medicines and vaccines trachea
DTP3 immunization coverage among 1-year-olds (%)  3.b.1 2020 84 85 brﬁﬂﬁgus’
lower
MCV2 immunization coverage by the nationall respiratory cancers
recommended age® e Y 3.b.1 2020 90 8 infections stroke
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 86 27 Female  — Male
i i i i Immunization coverage (3.b.1)°
T;\;;;T):Jdn;ﬂtslo(?&c)ﬁverage estimates among 3b.1 2020 _ 2
Total net official development assistance to medical 100 90.0
research and basic health per capita (US$)'® 3.b.2 2020 3.63 0.58 52,0 !
Proportion of health facilities with a core set of relevant 80 «
essential medicines available and affordable on a 3.b.3 2019 - - = 84.0
sustainable basis (%)'® < .
Health workforce ‘§ 57.0
Health worker distribution (per 10 000 population)'” 3.c.1 2018 16.8 26 g
National and global health risks a 40
Average of 13 International Health Regulations core
capacity scores'® 34 2020 63 63 20
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)® 3.d.2.1 2020 51 B 0
Percentage of bloodstream infection due to escherichia 3d22 2020 81 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® T — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure ) .
(GGHE-D) as percentage of general government 1.a 2019 3.6 8 Prevalence of stunting, wasting and
: 0/ \4 verwei i ildren u 8
expenditure (GGE) (%) overweight in children under 5 (2.2)"®
Child nutrition 75
Prevalence of stunting in children under 5 years (%)"® 2.21 2020 25.2 30.1
Prevalence of wasting in children under 5 years (%)* 222 2018 6.7 14.5
i H H = 50 47.0
E/r()(;:/salence of overweight in children under 5 years 293 2020 15 33 %
Prevalence of anaemia in women of reproductive age é’
(15-49 years) (%)'® 224 2019 421 46.6 g 252
Intimate partner violence &%
Proportion of ever-partnered women and girls aged 15 107
years and older subjected to physical, sexual or 521 2018 11 17 0'\ 67
psychological violence by a current or former intimate e 45 ' 15
partner in the previous 12 months'® 0
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 522 2018 19 33
intimate partner in the previous 12 months, by age and e Stunting [ Wasting [l Overweight

place of occurrence’®

Note: En dash (=) implies relevant data are not available
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Drinking water services and sanitation

SDG

Indicator target
Proportion of population using safely managed drinking 6.1
water services (%)? ’
Proportion of population using safely managed 6.2.1
sanitation services (%)? -
Proportion of population using a handwashing facility 6.2.2
with soap and water (%)® -
Proportion of safely treated domestic wastewater flows 6.3.1
(%)16 -
Amount of water- and sanitation-related official
development assistance that is part of a 6.a1
government-coordinated spending plan (constant 2016 e
US$ millions)™®
Clean household energy
Proportion of population with primary reliance on clean 71
fuels and technology (%)? :
Ambient air pollution
Annual mean concentrations of fine particulate matter 116.2
(PM2.5) in urban areas (ug/m3)8 e
Homicide and conflicts
Mortality rate due to homicide (per 100 000 16.1
population)® '
Birth registration
Birth registration coverage™ 16.9.1
Cause-of-death data
Completeness of cause-of-death data (%)® 17.19

Note: En dash () implies relevant data are not available

Additional SDG indicators used to monitor GPW13 impact

Number of cases of poliomyelitis caused by wild
poliovirus (WPV)'®

adults aged 30-79 years (%)®

329 2000 32.6 1
2001 I

2002 I

2003 I

2004 I

2005 I

2006 I

2007 I

2008 I

2009 I

2010 —

2011 I

2012 I

2013 —

2014 I

2015 I

2016 I

2017 —

2018 I

No cases have been reported in the past 5 years 400 2019 352 pE—
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Nepal

Population (000s)" Urban population? Poverty? GDP per capita* Current health expenditure
(current US$) ; as share of GDP* 3

% <US$1.90 a da

Monitoring the health SDG goal: Indicator of overaII health and weII beln
Life expectancy at birth®

Life expectancy measures the average number of years that a
Female _- 728 newborn is expected to live. Healthy life expectancy (HALE)®

represents the number of years of living in good health without
68.9 disease or injury.

Male

Females have 3.9 years of longer life expectancy and 1.5 years

0 20 40 60 80 100 of more HALE than males.

Age (years)
M HALE [0 Lost HALE

Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE FINANCIAL PROTECTION

The summary measure of essential health service coverage is the Financial protection is commonly measured through two indicators:
service coverage index of sub-indicators in four main areas: (1) (1) impoverishment, and (2) catastrophic health expenditure.
reproductive, maternal, newborn and child health; (2) infectious

diseases; (3) noncommunicable diseases; (4) service capacity, Impoverishment: 1.9% or approximately 574 294 people are being
access and health security. pushed into poverty (at US$ 1.90 level) because of out-of-pocket

H 12
Reproductive, maternal, newborn and child health (RMNCAH) health spending.

5 100 Catastrophic expenditure on health: 10.7% of people spent more than
< 10% of their household's total expenditure on health care.*?
§ 50
8
Out-of-pocket expenditure?*

Satisfied need for ANC 4+ visits (%)” Child immunization Care-seeking for In most cases, a high percentag_e of C')Ut'Of'po_Cket ex_pendlture
family planning® (DTP3) suspected out of the current health expenditure is associated with
pneumonia’ low financial protection.

Infectious diseases

=
o
o

& 73
5
8 50 46
2 57.9%
o
0
Tuberculosis HIV antiretroviral ~ Access to basic ' .
treatment therapy (ART) sanitation (%)™ Il Out-of-pocket expenditure, as % of the current health expenditure (2019)
coverage® coverage®
Noncommunicable diseases Public spending on health* .
04 Is determined by the capacity of the government to raise revenues
9 100 and the level of priority it attaches to the health sector.
> 55
s
>
o
(@]

50 38

Prevalence of Prevalence of ~ Tobacco non-use
normal blood normal fasting (%)
pressure’ blood sugar level”

Service capacity, access and health security

=
o
o

9

3

g 50 46

>

o

o 16 W GDP, 2019

0 [ ] [ Estimated total government expenditure, 2019
Density of hospital ~ Heath worker ~ Health security: M Estimated government expendifure on health, 2019
beds” density” IHR (2005)

compliance®

UHC service coverage index of essential health services
To provide a summary measure of

coverage, an index of national UHC service coverage index*
service coverage is computed by
taking the geometric mean of service
coverage values across the
sub-indicators. The UHC coverage
index ranges from 0% to 100%, with
100% implying full coverage across a
range of services.

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

-
o
o

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
2010 2019 (GPW13)

53

50 37

Coverage (%)

o
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and
care-seeking for suspected pneumonia

Mother's education o [ ]
ANC 4+ visits (%) Residence CX ]
Wealth quintile [ L ]
Mother's education
Births attended by @ ¢
skilled health Residence oo
ersonnel
P Wealth quintile @ { J
) Mother's education ( J
Care-seeking for
suspected Residence [ ]
neumonia
P Wealth quintile Y
0 20 40 60 80 100
Percentage (%)
™ Rural ¥ No education M Poorest
M Urban M Secondary education M Richest

Tobacco use and alcohol consumption?®.22

Total alcohol per capita (215 years of
age) consumption (litres of pure alcohol)®

Prevalence of tobacco use among
persons aged 15-69 years (%)*

48.3
[
11.6
0.3 1.1
. ﬁﬁ
Female Male Female Male

SDG 3: Health targets

B Cases notified

15 000

Percentage (%)

TB incidence, notified cases by age group and sex"

Female
TB incidence >65
55-64
45-54
35-44
25-34

15-24

5-14

__ =
-3
©

0-4

_ weannnnl

10 000 5000

o

5000 10000 15000

Proportion of population using a handwashing facility with
soap and water (%)® M Rural
M Urban

58.8
74.9 75.2

2005

100

80

60

N
o

N
o o

N
o

N
o

(=2}
o

80
100
2010

2015 2020

Maternal and child mortality (SDG target 3.1, 3.2)
Maternal mortality ratio (MMR)"*

Births attended by skilled health personnel

119,20,21

Child mortality rate (CMR)"®

600 553
E 500 100 - 100
b £ 79.1
2 400 g S '
oy ~ >
8 ) o
S 300 g 556 98.0 8
s} S -
p S 50 g 90
& 200 186 & > 393
x = 28.
2 100 18.7 o 8.2
1.9 108 16.9
; i mm :
2000 2005 2010 2015 2017 2000 2001 2006 2011 2014 2016 2019 2000 2005 2010 2015 2020
Regional estimate Neonatal mortality rate  [ll Under-five mortality rate
Communicable diseases (SDG target 3.3)
New HIV infections® TB incidence rate™ Malaria incidence rate® . Regional
Nepal A
o 0 0 Indicator Year p .
_ ~ 417 - Hepatitis B surface
g o4 g o 360 g 8 antigen prevalence
% .
g g a1 5 among children 2020 0.16 0.38
3 08 8 300 268 s °© under 5 years of
H g 25 2 age (%)*
8
§ o2 8 200 & 4
B 3 8 Number of people
S 2 5 .
£ h=]
T o1 @ 100 2 2 .requmng.
095 0,04 004 (05 003 003 o interventions 2020 13519533 938 873 025
00 101108 & 0 0 =003 againstneglected

2015 2016 2017 2018 2019 2020

2000 2005 2010 2015 2020

2015 2016 2017 2018 2019 2020

Regional estimate

tropical diseases'®
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target Year  Nepal  estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)® 34.1 2019 21.5 21.6
Suicide mortality rate (per 100 000 population)'® 342 2019 9 10.1 40
Total alcohol per capita (215 years of age) S 30
consumption (litres of pure alcohol)? 3.52 2019 0.6 4.3 3 23.9
Road traffic mortality rate (per 100 000 population)®®  3.6.1 2019 16.3 15.8 B B e
e
Sexual and reproductive health 92 103
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.71 2019 61.9 75.3
planning satisfied with modern methods (%)*° 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ooy (P 9 372 2019 63 26.1 ot el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age—standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.9.1 2016 193.8 165.8 ambient air pollution (3.9.1) — cause wise®
population)®
Mortality rate attributed to exposure to unsafe WASH oo bc hxroni'c
heart obstructive
services (per 100 000 population)® 3.9.2 2016 198 154 disease Pg'i;“;”sﬁery
Mortality rate attributed to unintentional poisoning (per 7
100 000 population)™® 3.9.3 2019 1.7 0.3 |
Tobacco use N
Prevalence of tobacco use among persons aged _ U G !
15-69 years (%) 3.a.1 2019 28.9
Essential medicines and vaccines ‘
rachea,
DTP3 immunization coverage among 1-year-olds (%)®  3.b.1 2020 84 85 b“l’[]rfg“s’
lower
MCV2 immunization coverage by the nationally respiratory cancers
recommended age® 3.b.1 2020 74 78 infactions o
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 80 27 Female  — Male
HPV immunization coverage estimates among Immunization coverage (3.b.1)°
15-year-old girls (%)'® 3.b.1 2020 B 2
Total net official development assistance to medical 100
research and basic health per capita (US$)'® 3.b.2 2020 3.38 0.58 4.0
Proportion of health facilities with a core set of relevant 80 7W
essential medicines available and affordable on a 3.b.3 2019 - - s .
sustainable basis (%) < " 74.0
Health workforce g
Health worker distribution (per 10 000 population)*” 3.c.1 2018 38.6 26 ;o;
National and global health risks a 40
Average of 13 International Health Regulations core
capacity scores’® 3.d 2020 39 63 20 25.0
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)*® 3.d.21 <020 & B 0
Percentage of bloodstream infection due to escherichia 3422 2020 73 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® e — DTP3  — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure . .
(GGHE-D) as percentage of general government 1.a 2019 4 8 Prevalence of stunting, wasting and
expenditure (GGE) (%)* overweight in children under 5 (2.2)
Child nutrition I
Prevalence of stunting in children under 5 years (%)® 2.21 2020 304 30.1 -
Prevalence of wasting in children under 5 years (%)"® 222 2019 12 14.5
ight i i < 50
E’/roe)ysalence of overweight in children under 5 years 223 2020 18 33 %
Prevalence of anaemia in women of reproductive age g 30.4
(15-49 years) (%) 224 2019 35.7 46.6 g
Intimate partner violence & 2
Proportion of ever-partnered women and girls aged 15
years and older subjected to physical, sexual or N3 120
psychological violence by a current or former intimate 521 2018 11 17 0 09 18
partner in the previous 12 months’® ’ ’
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 522 2018 27 33

intimate partner in the previous 12 months, by age and
place of occurrence®

Note: En dash (-) implies relevant data are not available
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Drinking water services and sanitation Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)®
Indicator target Year Nepal estimate

Proportion of population using safely managed drinking _ ] — - S

water services (%)? 6.1 2020 176 2005 .4

Proportion of population using safely managed — 5.1

sanitation services (%)® 6.2.1 2020 486 46 oo oz

Proportion of population using a handwashing facility —é

with soap and water (%)? 622 2020 62.1 4 2015 e

Proportion of safely treated domestic wastewater flows * 62.1

(%) 6.3.1 2020 37 - 2020 456

Amount of water- and sanitation-related official o 2:6 o I o 100
development assistance that is part of a 6.a.1 2020 152.5 1178 Percentage (%)
gov$ernment-coordinated spending plan (constant 2016 a. ’ M Handwashing | Sanitation M Drinking water
US$ millions)'®

) Proportion of population with primary
(;Iean :_ousefhold Tr:grgy ith ori i | reliance on clean fuels and technology (%)
roportion of population with primary reliance on clean (7.1)

fuels and technology (%)® 71 2020 34.8 64.5
Ambient air pollution 100

Annual mean concentrations of fine particulate matter 0

(PM2.5) in urban areas (ug/m3)? 1162 2016 88 61.1 g o o o
Homicide and conflicts g o

Mortality rate due to homicide (per 100 000 g 4

population)? 16.1 2019 2.5 3.8 § 24..3

Birth registration * o ® o
Birth registration coverage 16.9.1 2019 77.2 - o 9 5)9 o 149 185
Cause-of-death data 2500 2605 2010 2015 2019
Completeness of cause-of-death data (%)? 17.19 2019 - - ®Rural @ Urban

Note: En dash (-) implies relevant data are not available

Additional SDG indicators used to monitor GPW13 impact

Number of cases of poliomyelitis caused by wild
poliovirus (WPV)'®

32.9 2000

Age-standardized prevalence of hypertension among
adults aged 30-79 years (%)°

Prevalence of obesity among children and

adolescents (5-19 years) (%)®

03

Age-standardized prevalence of obesity among
adults (18+ years) (%)®

37.6 I 2000 039 22 2000 09

2001 I 2001 [ 2001 ]
;ggg 2002 "l 2002 ™
004 2003 ] 2003 =
2005 2004 ] 2004 ]
2006 2005 n 2005 ]
2007 2006 ] 2006 ]
2008 2007 u 2007 -
gg?g 2008 ] 2008 [
2011 2009 2009 [
2012 2010 ] 2010 ]
2013 2011 ™ 2011 -
2014 2012 2012 [ ]
2016 SR o —
%017 2014 - 2014 ]
2018 2015 . 2015 |

No cases have been reported in the past 5 years 33.9 2019  39.6 IEEEEEG—G_G N 1.8 2016 1.5 N 54 2016 2.7 N

Female M Male Regional
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Monltorln g the health SDG goal: Indicator of overall health and well-being
Life expectancy at birth®

0 20 40 60 80 100
Age (years)

Life expectancy measures the average number of years that a
newborn is expected to live. Healthy life expectancy (HALE)®
represents the number of years of living in good health without
disease or injury.

Females have 6 years of longer life expectancy and 3.9 years
of more HALE than males.

B HALE [ Lost HALE

Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.
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UHC service coverage index of essential health services
To provide a summary measure of
coverage, an index of national
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taking the geometric mean of service 67
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index ranges from 0% to 100%, with
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: 0.1% or approximately 21 576 people are being
pushed into poverty (at US$ 1.90 level) because of out-of-pocket
health spending."

Catastrophic expenditure on health: 5.4% of people spent more than
10% of their household's total expenditure on health care.*?

Out-of-pocket expenditure*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

45.6%

M Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

W GDP, 2019
[ Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and TB incidence, notified cases by age group and sex"
care-seeking for suspected pneumonia®
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Tobacco use and alcohol consumption?®.2° Proportion of population using a handwashing facility with
soap and water (%)®
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45.7
)
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1.2
[
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3: Health targets

Maternal and child mortality (SDG target 3.1, 3.2)
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Communicable diseases (SDG target 3.3)

New HIV infections® TB incidence rate' ia inci 8 . . Regional
Malaria incidence rate Indicator Year Sri Lanka 9
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target  Year SriLanka estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 34.1 2019 13.2 216
Suicide mortality rate (per 100 000 population)® 3.4.2 2019 14 10.1 40
Total alcohol per capita (215 years of age) g 30
consumption (litres of pure alcohol)? 35.2 2019 2.9 4.3 o T 243
Road traffic mortality rate (per 100 000 population)'®  3.6.1 2019 19.7 15.8 § o S~ s
o .
Sexual and reproductive health
Proportion of married or in-union women of 10 14.2
reproductive age who have their need for family 3.71 2016 74.2 75.3 9.4
planning satisfied with modern methods (%) 0
. 2000 2005 2010 2015 2020
Adolescent birth rate (per 1000 women aged 15-19
ey (P g 372 2016 21 26.1 omale el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
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Mortality rate attributed to unintentional poisoning (per
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TObacco - 20 40 60 80 100
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Essential medicines and vaccines trachea
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recommended age® e Y 3.b.1 2020 96 8 infections stroke
PCV3 immunization coverage among 1-year-olds (%)  3.b.1 2020 - 27 Female  — Male
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Total net official development assistance to medical 100 3. 96.0
research and basic health per capita (US$)' 3.b2 2020 0.67 0.58 96.0
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essential medicines available and affordable on a 3.b.3 2019 68.3 - =
sustainable basis (%)'® < .
Health workforce g
Health worker distribution (per 10 000 population)*” 3.c1 2018 31.8 26 g 52.0
National and global health risks a 40
Average of 13 International Health Regulations core
capacity scores'® 34 2020 62 63 20
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)® 3.d.2.1 2020 53 B 0
Percentage of bloodstream infection due to escherichia 3d22 2020 62 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® T — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure ) .
(GGHE-D) as percentage of general government 1.a 2019 9.2 8 Prevalence of stunting, wasting and
expenditure (GGE) (%) overweight in children under 5 (2.2)
Child nutrition 75
Prevalence of stunting in children under 5 years (%)"® 2.21 2020 16 30.1
Prevalence of wasting in children under 5 years (%) 222 2016 15.1 14.5
ight i i < 50
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Intimate partner violence * B e 160
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Note: En dash (=) implies relevant data are not available

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update

83



84

Drinking water services and sanitation

Drinking water services, sanitation and

SDG Regional hand-washing facility (6.1, 6.2.1, 6.2.2)°
Indicator target Year Srilanka estimate
Proportion of population using safely managed drinking 6.1 2020 _ _
water services (%)? ’
Proportion of population using safely managed
sanitation services (%)? 6.2.1 2020 - 46
Proportion of population using a handwashing facility
. 2. - 71
with soap and water (%)? 622 2020
Proportion of safely treated domestic wastewater flows
% )Pe Y 6.31 2020 - -
Amount of water- and sanitation-related official
development assistance that is part of a
government-coordinated spending plan (constant 2016 6.a.1 2020 132 178 Insufficient data for estimation
US$ millions)™®
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Homicide and conflicts 8 % e
Mortality rate due to homicide (per 100 000 g 4
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Additional SDG indicators used to monitor GPW13 impact
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Monitoring the health SDG goal: Indicator of overaII health and weII beln

Life expectancy at birth®

Life expectancy measures the average number of years that a

Female _- 81.0 newborn is expected to live. Healthy life expectancy (HALE)®
represents the number of years of living in good health without
v+ [ cisease oy
Females have 6.6 years of longer life expectancy and 4.7 years
0 2 40 g0 8 100 of more HALE than males.
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Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.

Reproductive, maternal, newborn and child health (RMNCAH)

. I I I l

Satisfied need for ANC 4+ visits (%)’ Child immunization Care-seeking for
family planning® (DTP3)? suspected
pneumonia’

Coverage (%)

Infectious diseases

g "

(9]

o

©

- l .

>

Q

o

Tuberculosis HIV antiretroviral ~ Access to basic
treatment therapy (ART) sanitation (%)
coverage® coverage®
Noncommunicable diseases
100

~ 100

X

[

j=2}

©

o 50

>

o

o

0 I .

Prevalence of ~ Tobacco non-use
normal fasting (%)

Prevalence of
normal blood

pressure’ blood sugar level”
Service capacity, access and health security

100
g "
(]
&
o 50
8
o

Densny of hospital ~ Heath worker Health security:
beds” density” IHR (2005)
compliance®

UHC service coverage index of essential health services
To provide a summary measure of
coverage, an index of national
service coverage is computed by
taking the geometric mean of service
coverage values across the
sub-indicators. The UHC coverage
index ranges from 0% to 100%, with
100% implying full coverage across a
range of services.
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: approximately 0.0% people** are being pushed into
poverty (at US$ 1.90 level) because of out-of-pocket health
spending.'?

Catastrophic expenditure on health: 1.9% of people spent more than
10% of their household's total expenditure on health care.*?

**Impoverishment data are not reported at PPP US$ 1.90 level

Out-of-pocket expenditure*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

8.7%

Il Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

Il GDP, 2019
[ Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)
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Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and
care-seeking for suspected pneumonia
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Maternal and child mortality (SDG target 3.1, 3.2)
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Communicable diseases (SDG target 3.3)
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Indicator Year
Hepatitis B surface
antigen prevalence
among children
under 5 years of

age (%)'®

2020 0.27 0.38

Number of people
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interventions
against neglected
tropical diseases'®

2020 50 131 938 873 025

0.23

Regional estimate

Monitoring progress on universal health coverage and the health-related
Sustainable Development Goals in the WHO South-East Asia Region: 2022 update



Noncommunicable diseases and injuries

Indicator
Probability of dying from any CVD, cancer, diabetes,
CRD between age 30 and age 70 (%)®

Suicide mortality rate (per 100 000 population)®

Total alcohol per capita (215 years of age)
consumption (litres of pure alcohol)?

Road traffic mortality rate (per 100 000 population)*®

Sexual and reproductive health

Proportion of married or in-union women of
reproductive age who have their need for family
planning satisfied with modern methods (%)*°

Adolescent birth rate (per 1000 women aged 15-19
years)'®

Mortality due to environmental pollution
Age—standardized mortality rate attributed to
household and ambient air pollution (per 100 000
population)®

Mortality rate attributed to exposure to unsafe WASH
services (per 100 000 population)®

Mortality rate attributed to unintentional poisoning (per
100 000 population)'®

Tobacco use
Prevalence of tobacco use among persons aged 15
years and older (%)*

Essential medicines and vaccines
DTP3 immunization coverage among 1-year-olds (%)?

MCV2 immunization coverage by the nationally
recommended age®

PCV3 immunization coverage among 1-year-olds (%)®

HPV immunization coverage estimates among
15-year-old girls (%)'®

Total net official development assistance to medical
research and basic health per capita (US$)'®
Proportion of health facilities with a core set of relevant
essential medicines available and affordable on a
sustainable basis (%)

Health workforce

Health worker distribution (per 10 000 population)'”
National and global health risks

Average of 13 International Health Regulations core
capacity scores’®

Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)*®
Percentage of bloodstream infection due to escherichia
coli resistant to 3rd-generation cephalosporin (%)'®
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Other health-related SDGs

General government health expenditure

Domestic general government health expenditure
(GGHE-D) as percentage of general government
expenditure (GGE) (%)*

Child nutrition

Prevalence of stunting in children under 5 years (%)®
Prevalence of wasting in children under 5 years (%)

Prevalence of overweight in children under 5 years
(0A))1B

Prevalence of anaemia in women of reproductive age
(15-49 years) (%)'®

Intimate partner violence

Proportion of ever-partnered women and girls aged 15
years and older subjected to physical, sexual or
psychological violence by a current or former intimate
partner in the previous 12 months’®

Proportion of women and girls aged 15 years and older
subjected to sexual violence by persons other than an
intimate partner in the previous 12 months, by age and
place of occurrence®

Note: En dash (-) implies relevant data are not available

1.a

221

222
223

224
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Drinking water services and sanitation Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)®

Indicator target Year Thailand estimate
Proportion of population using safely managed drinking 2020 _ 2000 199
water services (%)? ’ - s e
Proportion of population using safely managed ’
sanitation services (%)? 6.2.1 2020 259 46 oo et
Proportion of population using a handwashing facility R —
with soap and water (%)? 622 2020 85 4 2015 243 e
Proportion of safely treated domestic wastewater flows I S5
% )E’s Y 6.31 2020 24 - o - 80
Amount of water- and sanitation-related official o 2 o I o 100
development assistance that is part of a 6.a.1 2020 15 1178 Percentage (%)
government-coordinated spending plan (constant 2016 a. : M Handwashing ' Sanitation [ Drinking water

US$ millions)*®

Clean household energy Proportion of population with primary

reliance on clean fuels and technology (%)

Proportion of population with primary reliance on clean (7.1)°

fuels and technology (%)® 71 2020 83.6 64.5

Ambient air pollution 0 s era ms o o
Annual mean concentrations of fine particulate matter 0 @ L4 *

(PM2.5) in urban areas (ug/m3)® 11.6.2 2016 31.9 61.1 g i
Homicide and conflicts g ® o L, ™
Mortality rate due to homicide (per 100 000 g8 4, O 543

population)? 16.1 2019 43 3.8 § s

Birth registration »

Birth registration coverage 16.9.1 2019 99.8 - 0

Cause-of-death data 2000 2005 2010 2015 2019
Completeness of cause-of-death data (%)? 17.19 2019 - - ® Rural @ Urban

Note: En dash (-) implies relevant data are not available

Additional SDG indicators used to monitor GPW13 impact

Number of cases of poliomyelitiicaused by wild  Age-standardized prevalence of hypertension among Prevalence of obesity among children and Age-standardized prevalence of obesity among
poliovirus (WPV) adults aged 30-79 years (%)® adolescents (5-19 years) (%)® adults (18+ years) (%)®
236 2000 262 - 23 2000 53 2000
ggg; I 2001 2001
2002 2002
m
2005 — 2004 2004
2006 [ ] 2005 2005
2007 I 2006 2006
;ggg — 2007 2007
— 2008 2008
2011 — 2009 2009
2012 I 2010 2010
2013 I 2011 2011
2014 I 2012 2012
2015 I
2013 2013
me o
2018 — 2015 2015
No cases have been reported in the past 5 years 29.2 2019  29.1 DA 85 2016 12.7 2016
Female M Male Regional
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Timor-Leste

Poverty®
@ (ppp <US$1.90 a day)

Population (000s)’ Urban population? Current health expenditure

as share of GDP*

GDP per capita*
(current US$)

1369 E 22.0%

1294.5 7.2%

Life expectancy at birth®

0 20 40 60 80 100
Age (years)

Life expectancy measures the average number of years that a
newborn is expected to live. Healthy life expectancy (HALE)®
represents the number of years of living in good health without
disease or injury.

Females have 3.5 years of longer life expectancy and 2.2 years
of more HALE than males.

B HALE [ Lost HALE

Universal health coverage (UHC): At the centre of health-related SDGs

The goal of UHC is that all people and communities receive the health care they need, without suffering financial hardship. Monitoring UHC
requires measuring health service coverage and financial protection (SDG target 3.8).

HEALTH SERVICE COVERAGE

The summary measure of essential health service coverage is the
service coverage index of sub-indicators in four main areas: (1)
reproductive, maternal, newborn and child health; (2) infectious
diseases; (3) noncommunicable diseases; (4) service capacity,
access and health security.

Reproductive, maternal, newborn and child health (RMNCAH)

0 . I .

Satlsf ed need for ANC 4+ visits (%)’ Child immunization Care-seeking for
family planning® (DTP3)® suspected
pneumonia’

-
o
o

o
o

Coverage (%)

Infectious diseases

=
o
o

g
o 63
§ 50 44
3
(s}
0
Tuberculosis HIV antiretroviral ~ Access to basic
treatment therapy (ART) sanitation (%)
coverage® coverage®
Noncommunicable diseases
100
~ 100
X
()
&
g 50 41 42
3
(s}

Prevalence of ~ Tobacco non-use
normal fasting (%)
blood sugar level”

Service capacity, access and health security
100

Prevalence of
normal blood
pressure’

-
o
o

o
o

37

13
0 L

Density of hospital ~ Heath worker Health security:
beds’ density’ IHR (2005)
compliance®
UHC service coverage index of essential health services
To provide a summary measure of
coverage, an index of national
service coverage is computed by
taking the geometric mean of service
coverage values across the
sub-indicators. The UHC coverage
index ranges from 0% to 100%, with
100% implying full coverage across a
range of services. 2010

Coverage (%)

UHC service coverage index*

=
o
o

Coverage (%)
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FINANCIAL PROTECTION

Financial protection is commonly measured through two indicators:
(1) impoverishment, and (2) catastrophic health expenditure.

Impoverishment: 0.8% or approximately 10 952 people are being
pushed into poverty (at US$ 1.90 level) because of out-of-pocket
health spending."

Catastrophic expenditure on health: 2.6% of people spent more than
10% of their household's total expenditure on health care.*?

Out-of-pocket expenditure*

In most cases, a high percentage of out-of-pocket expenditure
out of the current health expenditure is associated with

low financial protection.

8.2%

M Out-of-pocket expenditure, as % of the current health expenditure (2019)

Public spending on health*
Is determined by the capacity of the government to raise revenues
and the level of priority it attaches to the health sector.

4.8%

W GDP, 2019
[ Estimated total government expenditure, 2019
M Estimated government expenditure on health, 2019

This profile provides an overview of the current status of
progress towards the 13 targets under the health Sustainable
Development Goal 3 (SDG 3) plus other selected health-related
indicators. Twenty-five of the indicators are noted with an
asterisk(*), which Member States in the WHO South-East Asia

Region have designated to be the most common indicators of
importance for the Region and for which historical data are
available. This profile also includes all of the SDG indicators for
the WHO Thirteenth General Programme of Work 2019-2023
(GPW13)




Health equity: leaving no one behind

ANC 4+ (%), births attended by skilled health personnel and TB incidence, notified cases by age group and sex"
care-seeking for suspected pneumonia®

Female Male
Mother's education | _?;S_es‘gf’ﬂﬁed
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Tobacco use and alcohol consumption?:*® Proportion of population using a handwashing facility with
soap and water (%)® 1 Rural
100 M Urban
Total alcohol per capita (215 years of Prevalence of tobacco use among
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SDG 3: Health targets
Maternal and child mortality (SDG target 3.1, 3.2)

Maternal mortality ratio (MMR)"* Births attended by skilled health personnel?>2° Child mortality rate (CMR)"®
800 745 107.7
__ 700
® 100 - 100
£ 600 £
[ = el
2 500 £ 2
g % S
g 400 g 567 8
S E
T 50 50
g 300 § g s 42.3
e > .
% 200 24.0 29.3 g
g 142 18.4 19.4
100
0 0 0
2000 2005 2010 2015 2017 2002 2003 2010 2016 2000 2005 2010 2015 2020
Regional estimate Neonatal mortality rate [l Under-five mortality rate
Communicable diseases (SDG target 3.3)
New HIV infections® TB incidence rate™ Malaria incidence rate® . " Regional
Indicator Year Timor-Leste c9
05 600 10 estimate
B I - Hepatitis B surface
g %4 g g 8 antigen prevalence
% .
8 § 400 g among children 2020 0.72 0.38
3 % g L under 5 years of
? g 300 E age (%)
5 02 8 & 4
3 2 200 8 Number of people
2 ,, o009 010 010 011011 940 = - ) requiring
) g . :
= 100 = interventions 2020 1361778 938873025
0.0 0 o 0098 0003 against neglected

— R — i i 16
2015 2016 2017 2018 2019 2020 2005 2010 2015 2020 2015 2016 2017 2018 2019 2020 tropical diseases

Regional estimate
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Noncommunicable diseases and injuries

Probability of dying from any CVD, cancer,

SDG Regional diabetes, CRD between age 30 and age 70
Indicator target  Year Timor-Leste estimate (%) (3.4.1)°
Probability of dying from any CVD, cancer, diabetes, 50
CRD between age 30 and age 70 (%)? 34.1 2019 19.9 216
Suicide mortality rate (per 100 000 population)® 3.4.2 2019 3.7 10.1 40
Total alcohol per capita (215 years of age) g 30
consumption (litres of pure alcohol)® 35.2 2019 0.5 4.3 3
Road traffic mortality rate (per 100 000 population)'®  3.6.1 2019 11.9 15.8 8 25?‘41'5
ko)
Sexual and reproductive health ¢ 17.8 18.4
Proportion of married or in-union women of 10
reproductive age who have their need for family 3.71 2016 46.9 75.3
planning satisfied with modern methods (%) 0
. 2000 2005 2010 2015 2020
;l\::::;gent birth rate (per 1000 women aged 15-19 372 2016 42 26.1 omale el
— Female (regional) Male (regional)
Mortality due to environmental pollution
Age-standardized mortality rate attributed to Mortality rate attributed to household and
household and ambient air pollution (per 100 000 3.91 2016 139.8 165.8 ambient air pollution (3.9.1) — cause wise®
population)®
Mortality rate attributed to exposure to unsafe WASH e bc htmni'c
heart obstructive
services (per 100 000 population) 3.92 2016 99 154 disease P
Mortality rate attributed to unintentional poisoning (per
100 000 population)™® 393 2019 0.4 0.3
Tobacco use bo % R0 s oo
Prevalence of tobacco use among persons aged N
15-49 years (%)™ 3.a.1 2016 48.6 -
Essential medicines and vaccines trach
2019 90 91 bronchus
DTP3 immunization coverage among 1-year-olds (%)®  3.b.1 2020 86 85 ower lung
irat cancers
MCV2 immunization coverage by the nationally 3.1 2019 80 83 “mfoations.
recommended age® o 2020 78 78 5"°"eFemale e
PCV3 immunization coverage among 1-year-olds (%)*® 3.b.1 2020 - 27
HPV immunization coverage estimates among Immunization coverage (3.b.1)°
15-year-old girls (%) 3.b.1 2020 B 2
Total net official development assistance to medical 100
research and basic health per capita (US$)"® 3.b.2 2020 12.33 0.58 86.0
Proportion of health facilities with a core set of relevant 80
essential medicines available and affordable on a 3.b.3 2019 - - 5 -
sustainable basis (%)'® < . ’
Health workforce g 54.0
Health worker distribution (per 10 000 population)” 3.c1 2018 23.9 26 g
National and global health risks a 40
Average of 13 International Health Regulations core 300
capacity scores'® 34 2020 42 63 20
Percentage of bloodstream infections due
methicillin-resistant staphylococcus aureus (%)® 3.d.2.1 2020 21 B 0
Percentage of bloodstream infection due to escherichia 3d22 2020 62 _ 2000 2005 2010 2015 2020
coli resistant to 3rd-generation cephalosporin (%)'® T — DTP3 — MCV2
Other health-related SDGs
General government health expenditure
Domestic general government health expenditure ) .
(GGHE-D) as percentage of general government 1.a 2019 48 8 Prevalence of stunting, wasting and |
expenditure (GGE) (%)* overweight in children under 5 (2.2)"®
Child nutrition 75
Prevalence of stunting in children under 5 years (%)"® 2.21 2020 48.8 30.1
Prevalence of wasting in children under 5 years (%)"®  2.2.2 2016 24 14.5 548
o . . 48.8
E/r()(;:/salence of overweight in children under 5 years 293 2020 26 33 § 50
Prevalence of anaemia in women of reproductive age «?
(15-49 years) (%) 224 2019 29.9 46.6 % »
Intimate partner violence o2 ’
Proportion of ever-partnered women and girls aged 15
years and older subjected to physical, sexual or 521 2018 28 17 137
psychological violence by a current or former intimate e 36 26
partner in the previous 12 months™® 0 i
Proportion of women and girls aged 15 years and older 2000 2005 2010 2015 2020
subjected to sexual violence by persons other than an 522 2018 38 33

intimate partner in the previous 12 months, by age and
place of occurrence’®

Note: En dash (=) implies relevant data are not available
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Drinking water services and sanitation Drinking water services, sanitation and

SDG Regional handwashing facility (6.1, 6.2.1, 6.2.2)°
Indicator target Year Timor-Leste estimate
Proportion of population using safely managed drinking | 2020 B 5 2000
water services (%)? ’ s00s
Proportion of population using safely managed
sanitation services (%)® 6.2.1 2020 B 46 2010
Proportion of population using a handwashing facility —r
with soap and water (%)? 622 2020 28.4 4 2015 =
Proportion of safely treated domestic wastewater flows I 254
(%)'e 6.3.1 2020 - - 2020
Amount of water- and sanitation-related official . » w© " o 10

development assistance that is part of a 6.a1 2020 39 1178 Percentage (%)
government-coordinated spending plan (constant 2016 a. : M Handwashing | Sanitation M Drinking water
US$ millions)™®

Proportion of population with primary
Clean h_ousehOId en,ergy = - = reliance on clean fuels and technology (%)
Proportion of population with primary reliance on clean

8
. ) 64.5 71
fuels and technology (%)? 7.1 2020 13.6
Ambient air pollution 100
Annual mean concentrations of:me particulate matter 116.2 2016 177 61.1 80
(PM2.5) in urban areas (ug/m3) s
Homicide and conflicts e
Mortality rate due to homicide (per 100 000
y rat P 161 2019 47 38 L@ 27
population) 21‘0 °
Birth registration G 9 o
Birth registration coverage™ 16.9.1 2016 60.4 - 0 D‘: 0.6 ° S 39
Cause-of-death data 2000 2005 2010 2015 2019
Completeness of cause-of-death data (%)® 17.19 2019 - - ® Rural @ Urban
Note: En dash () implies relevant data are not available
Additional SDG indicators used to monitor GPW13 impact
Number of cases of poliomyelitis caused by wild  Age-standardized prevalence of hypertension among Prevalence of obesity among children and Age-standardized prevalence of obesity among
poliovirus (WPV)'® adults aged 30-79 years (%)® adolescents (5-19 years) (%)® adults (18+ years) (%)®
307 2000 3.5 pEE— 0.5 2000 13 @ 20 2000 OB
2001 I 2001 2001 ]
2002 — 2002 2002 =
gggi ='I 2003 2003 m
2005 I 2004 2004 u
2006 — 2005 2005 ™
2007 1 2006 2006 ]
;ggg _: 2007 2007 m
A— 2008 2008 ™
o — 2009 oo mm
2012 I 2010 2010 -
2013 I 2011 2011 -
2812 _: 2012 2012 -
— 2013 2013 -
ggﬁ =: 2014 2014 =]
2018 E— 2015 2015 -
No cases have been reported in the past 5 years 36.7 2019  33.8 DA 29 2016 49 2016 2.6 pEEE
Female M Male Regional
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Annex 1
Universal health coverage essential
health services index list

Globally, the essential health service coverage indicators are developed using only 14 indicators due to limitations
on availability of data. The WHO SE Asia Region uses 13 of the essential health service coverage indicators as use of
insecticide-treated nets is not included because no country of the Region is considered at high-risk for malaria.

Tracer area

Tracer indicator

Reproductive, maternal, newborn and child health

Population ‘ Type

Family planning

Demand satisfied with modern
methods

Married women aged 15-49 Service coverage

Pregnancy and
delivery care

ANC, 4+ visits

Women with a live birth in past

Service coverage
2 or 5 years 9

Child immunization

DTP3 immunization

1-year-old children Service coverage

Child treatment

Care seeking behavior for
suspected pneumonia

Children <5 Service coverage

Infectious diseases

Tuberculosis
treatment

TB treatment coverage

TB incident cases Service coverage

HIV therapy

HIV ART coverage

People living with HIV Service coverage

Water and sanitation

Population with access to at least
basic sanitation

All Service coverage

Noncommunicable di

seases

Prevalence of raised blood

Prevention of CVDs Adults aged 30+ Proxy
pressure

Management of Mean fasting blood plasma Adults aged 18+ Proxy

diabetes glucose

Tobacco control Tobacco use Adults aged 15+ Proxy

Service capacity and access

Hospital access Hospital beds density - Proxy
Health worker density: comprising

Health workforce physicians, psychiatrists and - Proxy
surgeons

Health security IHR core capacity index - Proxy
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Annex 2
Health and other health-related
SDG indicator list

Annex 2 lists health and other health-related SDG indicators is provided in country profile

S.No. SDG target Indicator

1 3.1.1 Maternal mortality ratio (per 100 000 live births)
2 3.1.2 Proportion of births attended by skilled health personnel (%)
3 3.2.1 Under-five mortality rate (per 1000 live births)
4 3.2.2 Neonatal mortality rate (per 1000 live births)
5 3.3.1 New HIV infections (per 1000 uninfected population)
6 3.3.2 Tuberculosis incidence (per 100 000 population)
7 3.3.3 Malaria incidence (per 1000 population at risk)
8 334 Hepatitis B surface antigen (HBsAg) prevalence among children under 5 years of age (%)
9 3.35 Reported number of people requiring interventions against neglected tropical diseases (NTDs)
10 3.4.1 Probability of dying from any CVD, cancer, diabetes, CRD between age 30 and exact age 70 (%)
11 3.4.2 Suicide mortality rate (per 100 000 population)
12 3.5.2 Total alcohol per capita (=15 years of age) consumption (liters of pure alcohol)
13 3.6.1 Road traffic mortality rate (per 100 000 population)
Proportion of women of reproductive age who have their need for family planning satisfied
14 3.7.1 .
with modern methods (%)
15 3.7.2 Adolescent birth rate (per 1000 women aged 15-19 years)
16 3.8.1 UHC: Service coverage index
171 382 Population with household expenditures on health >10% of total household expenditure or
‘ e income (%)
172 382 Population with household expenditures on health >25% of total household expenditure or
' o income (%)
Age-standardized mortality rate attributed to household and ambient air pollution
18 3.9.1 .
(per 100 000 population)
19 3.9.2 Mortality rate attributed to exposure to unsafe WASH services (per 100 000 population)
20 3.9.3 Mortality rate from unintentional poisoning (per 100 000 population)
21 3.a.1 Age-standardized prevalence of tobacco use among persons 15 years and older (%)
22 3.b.1 Diphtheria—tetanus—pertussis (DTP3) immunization coverage among 1-year-olds (%)
Measles—containing—vaccine second dose (MCV2) immunization coverage by the nationally
23 3.b.1
recommended age (%)
24 3.b.1 Pneumococcal conjugate 3rd dose (PCV3) immunization coverage among 1-year olds (%)
25 3.b.1 Human papillomavirus (HPV) immunization coverage estimates among 15-year-old girls (%)
Total net official development assistance to medical research and basic health sectors per
26 3.b.2 . .
capital (US$), by recipient country
Proportion of health facilities with a core set of relevant essential medicines available and
27 3.b.3 . .
affordable on a sustainable basis (%)
28 3.¢.1 Health worker distribution (per 10 000 population)
29 3.d Average of 13 International Health Regulations core capacity score
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S.No. SDG target Indicator
30 3.d.2.1 Proportion of bloodstream infections due to methicillin-resistant staphylococcus aureus (%)
Proportion of bloodstream infection due to escherichia coli resistant to 3rd-generation
31 3.d.2.2 .
cephalosporin (%)
Domestic general government health expenditure (GGHE-D) as percentage of general
32 1.a ;
government expenditure (GGE) (%)
33 2.2.1 Prevalence of stunting in children under 5 years (%)
34 2.2.2 Prevalence of wasting in children under 5 years (%)
35 2.2.3 Prevalence of overweight in children under 5 years (%)
36 224 Prevalence of anaemia in women of reproductive age (15-49 years) (%)
Proportion of ever-partnered women and girls aged 15-49 years subjected to physical and/or
37 5.2.1 . o . .
sexual violence by a current or former intimate partner in the previous 12 months (%)
Proportion of ever-partnered women and girls aged 15-49 years subjected to physical and/or
38 5.2.2 . o . RN
sexual violence by a current or former intimate partner in their lifetime (%)
39 6.1 Proportion of population using safely managed drinking water services (%)
40 6.2.1 Proportion of population using safely managed sanitation services (%)
41 6.2.2 Proportion of population using a handwashing facility with soap and water (%)
42 6.3.1 Proportion of safely treated domestic wastewater flows (%)
43 6.a1 Amount of water- and sanitation-related official development assistance that is part of a
o government-coordinated spending plan (constant 2020 US$ millions)
44 7.1 Proportion of population with primary reliance on clean fuels and technology (%)
45 11.6.2 Annual mean concentrations of fine particulate matter (PM2.5) in urban areas (ug/m3)
46 16.1 Mortality rate due to homicide (per 100 000 population)
47 16.9.1 Birth registration coverage
48 17.19 Completeness of cause-of-death data (%)
49 GPW13 Number of cases of poliomyelitis caused by wild poliovirus (WPV)
50 GPW13 Age-standardized prevalence of hypertension among adults aged 30-79 years (%)
51 GPW13 Prevalence of obesity among children and adolescents (5-19 years) (%)
52 GPW13 Age-standardized prevalence of obesity among adults (18+ years) (%)
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Annex 3
Trends and estimated projections for
selected health-related SDG indicators,
2000-2030
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Annex 4
List of previous publicat

ions 2016-2021

Year Publication title | Thematic focus
2016 Health in the Sustainable Development Goals: where we are
now in the South-East Asia Region? What next?
2017 Monitoring health in the Sustainable Development Goals
Monitoring progress on universal health coverage and the | Strengthening SDG monitoring, with a focus on
2018 health-related Sustainable Development Goals in the WHO | mortality statistics
South-East Asia Region: 2018 update
Monitoring progress on universal health coverage and the | Frontline health services: a snapshot
2019 health-related Sustainable Development Goals in the WHO
South-East Asia Region: 2019 update
Monitoring progress on universal health coverage and the | Quality of health care: a snapshot
2020 health-related Sustainable Development Goals in the WHO
South-East Asia Region: 2020 update
Monitoring progress on universal health coverage and the | Health equity: who is being left behind in the WHO
2021 health-related Sustainable Development Goals in the WHO | SE Asia Region?

South-East Asia Region: 2021 update
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The seventh annual report on Monitoring progress towards Universal Health
Coverage and the health-related Sustainable Development Goals in the
South-East Asia Region provides an overview of ‘where we are’ and ‘what is
needed’ to achieve universal health coverage (UHC) and the health-related
Sustainable Development Goals (SDGs) by their target dates. The report highlights
achievements and progress by Member States of the Region in the areas of
reproductive, maternal and child health, infectious diseases, noncommunicable
diseases and risk factors, mental health, injuries, environmental health, health
workforce, and health security.

Every year this progress report focuses on one health-related theme apart
from monitoring overall progress towards UHC and the SDGs. This year’s theme is
‘status of financial protection in the SE Asia Region’, which is critical for universal
health coverage. The highlight of this report is the SDG profile of Member States
with latest information and data on health and health-related indicators.
Information and analysis provided in this report can be utilized to sustain and
accelerate progress towards achieving the Regional Flagship Priorities and the
health-related SDG targets.
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