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Foreword by the Regional Director

Shifting towards “evidence
for all” to improve health
and well-being in Europe

| am pleased to present the European health re-
port 2018, the third in a series since Health 2020,
the European policy framework for health and
well-being, was adopted in the Region. Building
on the last two editions of the report in 2012 and
2015, the 2018 report is closely linked to the val-
ues and requirements of the WHO Regional Office
for Europe’s guiding overarching policy, Health
2020. Having crossed the half-way point of the
implementation period of Health 2020, this report
now reflects on the effect that it has had on the
Region, and outlines aspects that may be unfin-
ished by 2020 and beyond.

Just like its predecessors, the 2018 European
health report is an essential resource for the 53
Member States to report on progress towards the
Health 2020 targets. Trends for the Health 2020
indicators are presented as well as lessons learnt
from the Region on how the Regional Office and
the Member States have taken effective public
health action to improve the health and well-being
of their populations. The report also addresses
the new public health challenges that have
emerged in recent years. To respond effectively

to these challenges, new forms of evidence are
essential to measure health and well-being in cul-
tural and subjective contexts, and therefore give
a fuller picture of Health 2020 implementation.
This is particularly important in the new context
of the Agenda 2030 and the sustainable develop-
ment goals whose health indicators overlap sig-
nificantly with Health 2020.

Member States have taken active steps to align
their policies with Health 2020. This has put the
core ideals of “fairness, sustainability, quality,
transparency, accountability, gender equality, dig-
nity and theright to participate in decision-making”
at the centre of public health policy-making in the
WHO European Region. This report gives an over-
view of the ground-breaking work that is under-
way to develop a broader approach to monitoring
and reporting precisely on those core values, both
quantitatively and qualitatively as well as outlin-
ing reporting strategies.

The European health report is a flagship publica-
tion that is published once every three years. Its
assessment of the available data across all six



Health 2020 targets reveals positive develop-
ments as well as areas that need intensified pub-
lic health action in our Region.

The 2015 report responded to the challenges that
were identified in measuring and reporting on pro-
gress towards Health 2020, particularly in relation
to measuring well-being, by outlining a two-pronged
approach towards a vision for harmonized and in-
tegrated health information systems in Europe. It
recognized the significance of smarter use of infor-
mation from social sciences and medical humani-
ties, making a case for new evidence for the needs
of health and well-being policies in the 21st cen-
tury. On the other hand, it outlined the importance
of the WHO European Health Information Initiative
for continued coordination of efforts in the area of
health information by WHO, the Members States,
international organizations and other stakeholders.

With the advent of the sustainable development
goals, WHO increased its focus on new sources
of qualitative evidence which can complement tra-
ditional health statistics to describe and monitor
key Heath 2020 concepts: well-being, community
resilience, community empowerment, life-course
approach, and whole-of-society approach. | am
pleased that this pioneering work by my office
has made further progress and is taking practical
steps to put into practice the vision of the Euro-
pean Member States for a fuller, more complete
monitoring of the values-driven public health
policy-making under Health 2020.

But population health monitoring is not only the
analysis of data and indicators alongside qualitative
and new sources of evidence; ensuring that health
information is effectively used in the policy-making
process is equally important. In the past three years,
the European Region has experienced a continued
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increase in the activities across the full spectrum of
these two aspects of the work. The Member States
defined a further strategic approach for a concerted
regional action in health information, by adopting
the European Action plan to improve the use of ev-
idence, information and research in policy-making
in the European Region, in 2016. This is the first of
its kind, and it mandated WHO’s European Health
Information Initiative as its implementing mecha-
nism. This initiative has not only grown exponen-
tially in membership in recent years but has also
demonstrated that international coordination and
alignment of health information stakeholders can
achieve significant results despite the complexity
and number of projects, international and national
efforts, and diverse policy goals and instruments.

The ambitions of the action plan are clear; health
information, health research and knowledge trans-
lation must be aligned and mainstreamed into
health policy-making. These three key elements,
if designed well, can further interlink to provide
the high quality and relevant evidence required to
advance meaningful public health action. Key op-
portunities and challenges for achieving effective
interlinkage of these systems are identified in this
report. Ultimately, public health policy relies on in-
formation and evidence from other sectors, and
policy-makers are increasingly taking intersectoral
action for health. In this context, such interlinked
information systems for health focus on the use of
information in decision-making for health, building
on the foundation of solid and reliable health infor-
mation systems while taking a broader approach
that includes data from non-health sources and
technology, such as promoting innovation and the
use of affordable applications for eHealth’, tele-
medicine, m-health and e-learning, and respond to
the increased digitization of the individual's per-
sonal life and work environments.

1 The terms eHealth and digital health are used interchangeably in this report, reflecting their evolution and the discussion

among Member States at the 71st World Health Assembly.
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Primarily, the European health report 2078 aims to
show progress at the regional level which has been
achieved through the implementation of Health
2020. However, | am confident that this report
will also prove to be a useful information source
for policy-makers throughout the Region, helping
them identify areas that need further assessment
and policy action at the national level. | hope it will
inspire Member States and other stakeholders to
join and contribute to the work under the umbrella
of the WHO European Health Information Initiative;
a collaboration between the WHO Regional Office
for Europe, European institutions and Member
States, aimed at improving the information that
underpins policy. Only through broad international
cooperation and bold strides in the way evidence
is used in the 21st century will evidence fully in-
form health policy-making through intersectoral
efforts, and by bringing data and information into
the discussions with local communities.

It is personally satisfying to see the transform-
ative effect that Health 2020 has had on the
health of the Region, the work of my office and
on policy-making in the Region, having also in
many ways been ahead of its time. This is also

evident in Health 2020’s continued relevance
and complementarity to the sustainable devel-
opment goals, and | am confident that these
aspects of Health 2020 especially will continue
in the regional health policy-setting agenda be-
yond this policy framework’s end in 2020. For
example, the Health 2020 targets and indicators
have proven to be aligned with, and contribute
significantly to the joint monitoring framework
for reporting on indicators for the sustainable
development goals, Health 2020 and the Glob-
al action plan for the prevention and control of
noncommunicable diseases, that is currently in
consultation in the Region and will be proposed
for adoption at the upcoming Regional Commit-
tee in September 2018. The European Region’s
Members States have in many ways been trail-
blazers in supporting and defining a vision for
a truly forward-looking principle of information
systems for health, thus making data, informa-
tion, research and evidence count for all of us —
ensuring the availability of “evidence for all”.

Zsuzsanna Jakab
WHO Regional Director for Europe
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Health situation in the European Region

The European Region has passed the half-way
point of Health 2020’s implementation period. The
majority of Member States have taken action to
adopt and implement its principles and approach-
es to improve the health and well-being of citizens.

The Region is on track to achieve the Health 2020
target to reduce premature mortality from cardio-
vascular diseases, cancer, diabetes and chronic
respiratory diseases by 1.5% annually until 2020.
Most of the progress in the Region is due to im-
provements in countries with the highest prema-
ture mortality.

Alcohol consumption, tobacco use and over-
weight and obesity remain major public health
problems in the European Region, with rates of
alcohol consumption and tobacco use being the
highest globally. WHO estimates of the preva-
lence of overweight and obesity show a rise in
almost all Member States.

Despite high overall vaccination coverage for
measles in the Region, immunity gaps in the
population persist, resulting in ongoing endemic
transmission and nationwide outbreaks in some
Member States.

The gaps between the highest and lowest coun-
try values reported in the Region for the Health
2020 indicators linked to social determinants of
health — infant mortality, life expectancy, primary
school enrolment, and unemployment — have be-
come smaller over time. Preliminary data suggest
that this trend is continuing. Despite this positive
trend, the absolute differences between countries
remain large.

In 2014, the level of out-of-pocket payments was
below the 15% threshold for strong financial pro-
tection in only 25% of Member States.

Capturing the Health 2020 core values

By adopting Health 2020, Member States expli-
citly put the core ideals of “fairness, sustainabil-
ity, quality, transparency, accountability, gender
equality, dignity and the right to participate in
decision-making” at the centre of public health
policy-making in the WHO European Region, al-
most pre-empting the value-base of the sustaina-
ble development goals (SDGs).

This values-based approach to public health,
advocates people-centred health systems, pro-
motes health throughout the life-course, and
strives to achieve equity and health for all. Such

a shift has inevitably challenged traditional, quan-
titative methods of gathering evidence, such as
routine health information or household survey
data, which are not well placed to capture subjec-
tive experience.

WHO European Region Member States have rec-
ognized that painting a fuller picture of Health
2020 implementation, and reporting meaning-
fully and holistically on the full breadth of the
health-related SDGs, requires a broader approach
to monitoring and reporting. To this end, WHO has
begun systematically exploring the Health 2020



values and prioritizing key concepts for which to
develop both quantitative and qualitative meas-
urement and reporting strategies.

With the help of an expert group, several priority
concepts from the Health 2020 values were iden-
tified for measuring, based on some agreed-upon
principles. In addition to well-being, these were
community resilience, community empowerment,
a life-course approach, and a whole-of-society
approach.

To enhance the measurement and reporting of
these concepts, it is important to consider expand-
ing the evidence base to systematically include re-
search from the humanities and social sciences,
with a focus on mixed-methods research into the
social and cultural drivers of health and well-being.
Qualitative approaches from the humanities and
social sciences are uniquely positioned to reveal
truths beyond hard numbers and can provide val-
uable insights on the more intangible drivers of
health and well-being.

There are a number of challenges when it comes
to both measuring and reporting on well-being.
Although there is an increasing interest among
European Member States in capturing objective
and subjective well-being data, the availability of
such data continues to be variable across the Re-
gion. Another important limitation of the quanti-
tative approach that dominates well-being meas-
urement is the fact that the concept is shaped by
cultural factors, such as values, traditions and
beliefs. A better, more qualitatively informed un-
derstanding of the cultural contexts of health can
therefore improve the monitoring and compara-
bility of well-being indicators across a culturally
diverse region and help governments design and
implement health policies that reflect the needs
of particular communities.
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Monitoring community resilience brings into fo-
cus the individuals who constitute a community
(such as the informal community leaders), the
formal and informal networks, and the hierarchies
that exist at different levels within the local area.
Importantly, however, for a measurement frame-
work on resilience to be truly comprehensive, the
analysis of meta-data across dimensions would
need to be supplemented with qualitative partici-
patory case studies to support the engagement of
communities facing marginalization or high levels
of adversity.

In the context of Health 2020, empowerment is
the means through which people can gain great-
er control over decisions and actions affecting
their health. Empowering people is one of Health
2020’s priority areas. Although the concept of em-
powerment has been well studied, it is still difficult
to measure and implement, and mixed-method
approaches are required for a deeper understand-
ing of the social and political dynamics through
which empowerment is achieved.

Beyond just reporting on Health 2020, further ef-
forts need to be made across the whole of WHO
to consistently incorporate a mixed-methods
approach into its reporting outputs, particularly
at the country level. For any public health agency
to be able to convince its stakeholders of the im-
portance and validity of its data, the analysis has
to be contextualized using evidence from a wide
range of quantitative approaches.

These new forms of evidence will help create
a more holistic understanding of health and
well-being in the 21st century, and will also equip
the Regional Office to support its Member States
to better report on, and implement, the SDGs.
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Defining the vision for harmonized and interoperable
information systems for health for Europe

Reliable and timely health information is the foun-
dation of effective public health action, working
towards the goal of universal health coverage. It
is imperative for countries aiming to use their lim-
ited resources wisely. Data and information are
needed to inform policy decisions, in the design
of programme interventions, and for monitoring
and evaluation, but they may be unavailable or not
fit for purpose. The rapid provision of reliable in-
formation is equally key to dealing with emergent
diseases and other acute health events, ultimately
saving lives.

There are three key elements that, if designed
well, interlink to provide the high quality and rel-
evant evidence required to advance meaningful
public health action. These are health informa-
tion, health research and knowledge translation.

WHO and its Member States are working, through
its European Health Information Initiative (EHII),
to encourage harmonized and interoperable infor-
mation that will underpin sustainable change and
achieve the goals of Health 2020 and the SDGs,
thus enhancing health by improving the informa-
tion that underpins policy.

Information systems for health focus on the use of
information in decision-making for health, building
on the foundation of solid and reliable health infor-
mation systems while taking a broader approach
that includes data from non-health sources and
technology, such as promoting innovation and the
use of affordable applications for digital health?,
telemedicine, m-health and e-learning. They pro-

vide a national — rather than a health — perspec-
tive, and involve other sectors (e.g. educational,
economical) in relation to health in all policies.

There is widespread acknowledgement of the
importance of having strong health research
processes that drive national health systems to-
wards equity and improved health. At the same
time, it is understood that health research in many
countries does not currently fulfil its potential. In
the European Region, WHO has therefore com-
menced work to support countries in assessing
their national health research systems, develop-
ing national strategies to strengthen the produc-
tion of local evidence for local decision-making,
and optimizing current interventions.

To increase its societal value and usability, re-
search needs to be designed strategically to align
with contemporary public health policy priorities.
In addition, systematic reviews aid the assimil-
ation of what is already known, enabling the bet-
ter use of existing research findings.

Evidence-informed, rather than evidence-based,
health policy acknowledges that policy-making is
an inherently political process in which research
evidence is only one, albeit the most important,
factor that influences decision-making. Scien-
tific evidence often has to compete with beliefs,
personal interests, political considerations, tradi-
tions, past experience, and financial constraints.

WHOQ'’s work to strengthen country capacity by
bridging the research—policy gap is conducted

2 Theterms eHealth and digital health are used interchangeably in this report, reflecting their evolution and the discussion

among Member States at the 71st World Health Assembly.



primarily through the Evidence-informed Policy
Network (EVIPNet). Its overarching model is that
of integration, which combines various compo-
nents of push, user-pull and exchange, acknowl-
edging that the different approaches are not mu-
tually exclusive nor meant to be considered in
isolation.

The mechanisms that strengthen the three key
systems - health information, research and
knowledge translation - align with the implemen-
tation of the Action plan to strengthen the use of
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evidence for policy-making adopted by the WHO
European Region Member States in 2016. These
systems should be better integrated and coordi-
nated to reach their full potential for transforming
health and well-being outcomes.

The EHIl is the platform for the coordination
of health information, research and knowledge
translation throughout the WHO Region but sys-
temic links need to be further enhanced and the
Action plan to strengthen the use of evidence for
policy-making more strategically implemented.

The unfinished agenda beyond 2020 — what do we need

to do next?

Health 2020, the European policy framework for
health and well-being, has been a catalyst for
strengthened public health action in the European
Region. It has also brought the use of information
and evidence to the forefront of European pub-
lic health thinking and policy-making through its
accountability mechanism, the Health 2020 tar-
gets and indicators. It is well-aligned with Agenda
2030 and the SDGs.

Health 2020 also placed new emphasis on meas-
uring health and well-being instead of merely fo-
cusing on the measurement of death, disease and
disability. This accords with the WHO definition of
health as not merely the absence of disease and
infirmity but physical, social and mental well-being.

This reflected a paradigm shift in the approach
to public health and was facilitated by the intro-
duction of the cultural context of health in the
Regional Office’s work, the increased use of qual-
itative information and reporting using new kinds
of evidence from the medical humanities, includ-

ing narratives, and the establishment of a unique
multipartner EHIl to coordinate and harmonize
health information in the Region.

These developments are absolutely critical if the
European Region is serious about reducing health
inequalities and reporting on them. Reducing ine-
qualities in health requires not only strong infor-
mation systems for health at the country level but
an increased use of information and evidence for
policy-making.

At the same time demands for action in public
health are becoming more and more intersectoral,
thus also necessitating intersectoral measure-
ment and reporting.

While societies demand higher levels of transparen-
cy for health information and the way it is used for
policy-making, national authorities face increasingly
stringent data privacy and protection laws. The use
of local data for local decision-making, however, is
highly desirable and a key element of the implemen-
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tation of the Action plan to strengthen the use of
evidence for policy-making in European countries.

Quantitative data, including on mortality, morbidity
and disability, remain at the core of health report-
ing and are absolutely essential when assessing
the health of a population. They do not, however,
explain the full picture and describe the “what” and
“how much”, rather than explaining “why” certain
trends are observed.

More serious thought needs to be given to the
communication of health information, far beyond
the use of images or infographics. This may in-
volve story-telling techniques and face-to-face
meetings with local communities about their
health experience. Such efforts would lead to
a demystification of statistics into actual knowl-
edge used by all, thus creating a new paradigm of
“evidence for all”.
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Introduction

The European Region has passed the half-way
point of the Health 2020 implementation period.
In this chapter we assess the extent to which
progress has been made towards the targets as
defined in the Health 2020 monitoring framework.
It provides an overview of progress made by the
Member States towards reaching the Health 2020
targets (7) at the regional level in relation to the
agreed 2010 baseline. The Health 2020 mon-
itoring framework (Annex 1) is the backbone of
this report. It has three main components: bur-
den of disease and risk factors; healthy people,
well-being and determinants; and processes,
governance and health systems (7). Each area is
linked to one or more targets (six in total). There
are 19 core indicators and 18 additional indi-
cators by which to measure progress on the six
targets. The narratives, information and data illus-
trations in this chapter are organized numerically
according to the Health 2020 main targets and
indicators. This introduction provides a very brief
summary of progress made on the Health 2020
targets but a more detailed overview is provided
by target in the following sections of this chapter.

Among the many monitoring frameworks in oper-
ation in the European Region, there are three main
frameworks which overlap to a significant degree:
the 17 sustainable development goals (SDGs) which
are part of the comprehensive Agenda 2030 (2)
framing global sustainable development; the Global
action plan for the prevention and control of non-
communicable diseases 2013-2020 (3); and the
European regional health policy framework Health
2020 (4, 5).

Measuring the impact of these commitments
constitutes a vital part of the evidence-informed
health policy-making cycle in the Region. It re-
flects the importance of setting goals and using

monitoring frameworks to focus the generation
of evidence, and enables measurement of change
in health and well-being and impact of policy
over time. In order to address concerns raised by
Member States on the high burden of reporting re-
quirements to WHO and other international bod-
ies, the Member States at the 67th session of the
Regional Committee for Europe (RC67) agreed to
adopt a joint monitoring framework (JMF) for re-
porting on indicators for the SDGs, Health 2020
and the Global action plan for the prevention and
control of noncommunicable diseases, through
the endorsement of Resolution EUR/RC67/R3 (6)
in September 2017. The Division of Information,
Evidence, Research and Innovation at the WHO
Regional Office for Europe therefore established
an expert group to propose a common set of indi-
cators for the JMF. A total of 40 indicators were
recommended by the group to go forward for
a detailed web-based consultation with Member
States in the spring of 2018. At the time of writ-
ing, this proposal is still in consultation with the
Member States and will be proposed for adoption
at the 68th Regional Committee for Europe in Sep-
tember 2018.

If adopted, the JMF - with a common set of indica-
tors for the SDGs, Health 2020 and the Global mon-
itoring framework on noncommunicable diseases
(NCDs) - will help to reduce the burden of report-
ing and streamline data collection in the Region. In
addition, the JMF will help Member States prioritize
data collection efforts and align their national SDG
monitoring targets with international monitoring.
If adopted, the JMF will also enhance the cover-
age of international reporting across public health
domains.

The Health 2020 framework is the central
health policy for the Region, and emphasizes



a whole-of-government, whole-of-society and life-
course approach to policy-making. It also calls
for the measurement of these new concepts, in-
cluding community resilience, empowerment and
a life-course approach. A rapid and broad uptake
of Health 2020 in Member States had already
been observed and reported in the previous Euro-
pean Health Reports for 2012 and 2015, just a few
years after its inception at the 62nd session of the
Regional Committee in 2012 (4).

Over the past few years, the Region has main-
tained this progress yet is still facing a number
of challenges. Premature mortality from the four
major NCDs, as well as all-cause (all ages) mor-
tality, including mortality from all external causes,
continues to decline in the Region. At the same
time, child vaccination rates remain at a high
level. However, lifestyle-related indicators such
as tobacco smoking rates, alcohol consumption
levels, and the high prevalence of overweight and
obesity are still presenting major challenges for
a number of countries in the Region. There was
considerable variation in country rates with large
differences in the prevalence of overweight and
obesity among adolescents, and across gender.
Similarly, there are wide variations between the
sexes and between the Member States in prema-
ture mortality from the four major NCDs, all-cause
(all ages) mortality rates, mortality rates from all
external causes and tobacco smoking rates.

Average life expectancy at birth in the European
Region increased from 76.7 years in 2010 to
77.9 years in 2015 which is an average annual in-
crease of 0.24 years. The gaps in life expectancy
between the sexes and between countries are
decreasing. However, the difference in life expec-
tancy between the countries with the highest and
lowest life expectancy at birth is still more than 10
years. Therefore, continued monitoring is required
to ensure that the consistent improvement of cur-
rent trends is maintained.
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The number of countries that have implemented
a policy or strategy to address inequality or social
determinants increased from 29 in 2010 to 42
of the 53 countries in the Region in 2016. At the
same time, the Region has experienced a signifi-
cant reduction in infant mortality rates. In 2015,
the regional average infant mortality was 6.8 in-
fant deaths per 1000 live births. The Region has
made some improvements in the proportion of
children of official primary school age that are not
enrolled in school, which decreased from 2.6% in
2010 to 2.3% in 2015, yet there is wide variation
between countries.

Differences between countries in unemployment
rates decreased, but there is still a wide varia-
tion. The regional unemployment rate slightly de-
creased from 8.9% in 2010 to 8.7% in 2015. Simi-
larly, the regional average income inequality (Gini
coefficient) has slightly decreased over the last
decade from 34.3 in 2004 to 33.7 in 2015.

Considering well-being indicators, the Region
has an overall life satisfaction score (subjective
well-being indicator) of 6. Some countries have
relatively low overall average self-reported life
satisfaction scores of 5 or below and other coun-
tries, with the highest scores in the world, reach
7.6. Concerning objective well-being indicators,
there is a high level of social connectedness in
the Region: 81% of the population aged 50 years
and above reported that they had social support
through family or friends in 2015. However, there
is a large variation in reported values that reflects
a gradient of social connectedness across the
Member States. In contrast, the percentage of
people aged 65 years and above who live alone
has increased from 29.9% in 2010 to 30.9% in
2016. In 2015, more than 90% of the European
population had access to improved sanitation fa-
cilities and piped drinking water. Yet there were
some inequalities in access between the urban
and rural areas, ranging from 93.1% to 100% for
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populations in urban areas and from 66.7% to
100% for populations in rural areas.

In relation to indicators on universal health cov-
erage and the right to health, the WHO European
regional average total health expenditure as a per-
centage of gross domestic product (GDP) steadily
increased from 6.8% in 2000 to 8.5% in 2009 but
then fell slightly and remained static at 8.3% in
2010 and 8.2% in 2014. At the same time, there was
an increase in the proportion of private household
out-of-pocket expenditure on health between 2010
(25.5%) and 2014 (26.6%).

The regional average maternal mortality rate de-
creased from 13 deaths per 100 000 live births in
2010 to 11 deaths per 100 000 live births in 2015.
Similarly positive, the treatment success rate for
new cases of pulmonary tuberculosis (TB) in the
Region slightly increased from 74%in 2010to 77%
in 2015. There were, however, large differences in

Target 1.

treatment success rates between the Member
States, which ranged from 10% to a maximum val-
ue of 100% in 2015.

By 2016, the Region had already made consider-
able progress in relation to Health 2020 Target 6,
with 88.4% of the countries (38 out of the 43 coun-
tries in the Region that responded) reporting that
they had set targets for health and well-being.

Health 2020 supports the SDGs for health with
the social determinants of health and illness ad-
dressed through the targets and indicators. Sim-
ilarly, prevention and control of NCDs and their
risk factors are at the heart of Health 2020 pol-
icy. Accordingly, by embracing Health 2020 prin-
ciples and targets, the Member States have put
themselves in a strong position to meet both the
SDGs of Agenda 2030 and the goals of the Global
action plan for the prevention and control of NCDs
2013-2020.

Reduce premature mortality in Europe by 2020

Introduction

Since the beginning of the millennium, Europe has
maintained a consistent reduction in the risk of
premature death from the four major NCDs (car-
diovascular diseases, cancer, diabetes mellitus
and chronic respiratory diseases) among people
aged 30 to 70 years. Similar progress has also
been made in relation to all-cause mortality rates.
In fact, a 2017 review of progress has established
that the WHO European Region is likely to achieve
SDG Target 3.4 earlier than 2030, and will most
probably exceed it significantly (7).

The most recent data, reported for 2014, reveal
that Europe has been making clear progress over
recent decades in reducing premature mortality
from NCDs. Yet, there is a need to sustain this pro-
gress in order to reach the target. Similar progress
was made in all-cause (all ages) mortality rates
but there are large inequalities in mortality rates in
Europe between the sexes, and between countries.

Tobacco smoking rates present a challenge for
Europe as rates for the adult population are the
highest of the six WHO regions though the figures
varied between countries and age groups. Similarly,



despite the decreasing trend of alcohol consump-
tion in the Region, levels of consumption among
the adult population are still the highest in the
world which poses a threat to population health.
Differences in the levels of alcohol consumption
between countries remain large.

The prevalence of overweight and obesity among
adults in the European Region is high and on the
rise. In most countries in the Region, the prevalence
of overweight was higher among men, while the
prevalence of obesity was higher among women.
On the other hand, the reported prevalence of over-
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weight and obesity among adolescents varied be-
tween genders, countries and age groups.

Child immunization coverage has increased since
the year 2000. Nevertheless, vigilance is needed as
differences between countries persist. In 2015, sev-
eral countries still had vaccination rates below 90%.

There is a steady decline in the average regional
mortality rates from all external causes and inju-
ries. However, there were very wide inequalities in
the death rates between the sexes and between
countries.

diseases and external causes.

indicators:

by 2020.

The core indicators are:

four major noncommunicable diseases.

Box 2.1. Health 2020 Target 1 and indicators

Target 1 “Reduce premature mortality in Europe by 2020” aims to reduce premature mortality
related to noncommunicable diseases, selected vaccine-preventable communicable

This Health 2020 target has two quantifications, each measured with one or more core

A 1.5% relative annual reduction in overall (four causes combined) premature mortality
from cardiovascular diseases, cancer, diabetes mellitus and chronic respiratory diseases

« Achieved and sustained elimination of selected vaccine-preventable diseases
(poliomyelitis (polio), measles and rubella) and prevention of congenital rubella syndrome.

1. Age-standardized overall premature mortality rate (from 30 to under 70 years old) for

2. Age-standardized prevalence of current (includes both daily and non-daily or occasional)
tobacco use among people aged 18 years and over.

3. Total (recorded and unrecorded) per capita alcohol consumption among people aged
15 years and over within a calendar year (litres of pure alcohol).
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4.

6.

1.
2.
3.

Box 2.1 contd.

Age-standardized prevalence of overweight and obesity in people aged 18 years and
over (defined as a body mass index (BMI) =25 kg/m? for overweight and =30 kg/m? for
obesity).

Percentage of children vaccinated against measles (one dose by second birthday), polio
(three doses by first birthday) and rubella (one dose by second birthday).

Age-standardized mortality rates from all external causes and injuries.

There are a number of additional indicators for this target:

Standardized mortality rate from all causes.
Prevalence of weekly tobacco use among adolescents.

Heavy episodic drinking (60 g of pure alcohol or around six standard alcoholic drinks on
at least one occasion weekly) among adolescents.

Prevalence of overweight and obesity among adolescents (defined as BMI-for-age value
above +1 Z-score and +2 Z-score relative to the 2007 WHO growth reference median,
respectively).

Age-standardized mortality rates from:

a. motor vehicle traffic accidents
b. accidental poisoning

c. alcohol poisoning

d. suicide

accidental falls

o

f. homicides and assaults.
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Box 2.2. WHO STEPwise approach to Surveillance (STEPS) in Europe

Surveillance of the main noncommunicable diseases (NCDs) and theirrisk factors is essential
for policy-making, including planning, monitoring and assessing the impact of specific
interventions and policies to limit the negative effects of NCDs. An important challenge for
NCD monitoring is the multiplicity of behavioural and biological risk factors involved and the
difficulties for their capture by traditional surveillance systems. The WHO STEPS survey is
an internationally comparable, highly standardized, integrated tool that European countries
are implementing for the surveillance of NCD risk factors (8). STEPS survey data are helping
policy-makers and health professionals to determine the national prevalence and patterns of
risk factors, allowing them to define policies and programmes for the prevention and control
of NCDs. The repeated utilization of survey data also enables countries to monitor trends
and evaluate the effectiveness of public health and health care management interventions.
The STEPS survey implementation allows them to further develop their national capacity for
NCD monitoring and surveillance, thereby meeting several of the United Nations time-bound
targets for improving capacities and response to these diseases.

STEPS collected data, in many cases for the first time, on tobacco use, harmful use of
alcohol, unhealthy diet, insufficient physical activity, overweight and obesity, raised blood
pressure, raised blood glucose, abnormal blood lipids and average population salt/sodium
intake. WHO has sponsored and technically supported the implementation of 11 STEPS
surveys in eastern European and central Asian countries. In addition, other countries have
plans to complete STEPS survey for the first time, while Azerbaijan, Kyrgyzstan, Republic of
Moldova, Turkmenistan and Uzbekistan will conduct a second round in 2017-2018. Overall,
by the end of 2018, these surveys will have included more than 40 000 people aged 18 to 69
years, who have been interviewed, physically measured and their blood and urine chemically
examined, thus increasing NCD surveillance to cover nearly 200 million people in Europe
(approximately 25% of the population of the WHO European Region).

To date, results from these surveys have shown high levels of different behavioural and
biological clusters of three to five risk factors among individuals, which tend to be more
common among men than women, and increase rapidly with age. These results call for
increasing preventive policies and measures to reduce such factors at the population level. In
addition, other health care-related results also helped to determine whether people with raised
blood pressure, sugar and cholesterol levels know of their situation, are on treatment and
effectively managed. In general, less than 30% of those with raised physical and biochemical
levels are on specific medication. Furthermore, between 10 and 20% of people aged 40 years
and over have a 30% or higher cardio-metabolic risk score of having an acute myocardial
infarction or stroke in the next 10 years. However, over half of them are already on treatment
or receiving counselling to reduce their risk of such events. This means that health care
systems are already working to reduce the occurrence of disease by tacking the needs of
high-risk individuals, although there is still room to further improve health care management.
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Summary of progress: Reduction
of premature mortality from the
four major NCDs

Europe needs to sustain progress made
so far to reach the target

In 2014, the age-standardized overall premature
mortality rate for the four major NCDs (cardio-
vascular diseases, cancer, diabetes mellitus and
chronic respiratory diseases) in the WHO Euro-
pean Region was 379 per 100 000 (see Fig. 2.1).

This is lower than the reported baseline regional
average in 2010 of 421 per 100 000. This repre-
sents an average annual reduction of around 2%
between 2010 and 2014 which indicates that the
WHO European Region is on track to achieve the
policy target of a 1.5% relative annual reduction
in overall premature mortality from the four ma-
jor NCDs by 2020. With available data from only
40 countries in the Region for 2014, however, this
should be regarded as a preliminary estimate,
which will need to be assessed again once the re-
maining data are received.

Figure 2.1. Age-standardized overall premature mortality rate (from 30 to under 70 years old) for
four major noncommunicable diseases (cardiovascular diseases, cancer, diabetes mellitus and
chronic respiratory diseases), deaths per 100 000 population
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Health for All database on the WHO European Health Information Gateway (9).
The European regional average is calculated for those years when more than 26 countries (50% of 53 Member States)
reported in that year. See Annex 2 for detailed notes.


https://gateway.euro.who.int/en/indicators/hfa_299-1990-sdr-major-noncommunicable-diseases-30-69-years-both-sexes/

There is a wide variation in the age-standardized
overall premature mortality rates for the four major
NCDs between the sexes and across the Member
States. The average regional rate in 2014 was still
much higher for males (524 per 100 000) than for
females (255 per 100 000). In the same year, the
rates ranged from 211 per 100 000 in the Nordic
countries to 618 per 100 000 in the countries of
the Commonwealth of Independent States (CIS).
These differences are even more pronounced at
the country level where there is a very wide vari-
ation between the maximum (656 per 100 000) and
minimum (183 per 100 000) age-standardized pre-
mature mortality rates reported for 2014.

Caution is needed, however, in interpreting trends
in the maximum and minimum age-standardized
premature mortality rates because these repre-
sent the highest and lowest values reported in the
Region in a given year. They may be, in some cases,
influenced by gaps or delays in national reporting.

Continued decline in all-cause mortality
rates in Europe with a wide variation
between gender and countries

An additional indicator for this target is the overall
age-standardized mortality rates (7) from all caus-
es (all ages). This continued to decline in the WHO
European Region, reaching 715 deaths per 100 000
in 2015 (see Fig. 2.2). It is lower than the report-
ed baseline regional average in 2010 of 786 per
100 000, and much lower than the mortality rate re-
ported at the beginning of the millennium (in 2000)
of 949 deaths per 100 000 (see Fig. 2.2).

However, as for the previous indicator, complete
data are not available as only 27 countries report-
ed data for 2015. Therefore, mortality rates might
change once more data are received.
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As for premature mortality rates, there is a wide
variation in all-cause, all-age mortality rates be-
tween the sexes and across the Member States.

The gender gap for this mortality indicator has
steadily reduced since 2000. Yet, the latest availa-
ble data (2015) show that the regional average mor-
tality rate for males (930 per 100 000 population) is
still higher than for females (551 per 100 000).

Similarly, there is a very wide variation in
age-standardized mortality rates from all causes
(all ages) between the Member States. The re-
ported maximum and minimum mortality rates
were 1095 per 100 000 and 460 per 100 000 in
2015 (see Fig. 2.2).
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Figure 2.2. Age-standardized mortality rate from all causes, all ages, deaths per 100 000 population
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Source: Health for All database on the WHO European Health Information Gateway (9).

Note:
reported in that year. See Annex 2 for detailed notes.

Tobacco smoking rates present a main
challenge for the Region

A core indicator for this target is age-standard-
ized prevalence of current tobacco use among
people aged 18 years and over (7). “Tobacco use”
is defined as including cigarettes, cigars, pipes
or any other tobacco products. “Current use” in-
cludes both daily and non-daily or occasional use.
However, the definition applied in the source from

The European regional average is calculated for those years when more than 26 countries (half of the 53 Member States)

which the data in this subsection were taken is not
completely identical (tobacco “smoking” instead
of tobacco “use” and in people aged 15 years and
over instead of in people aged 18 years and over).

It should be noted that the data presented here
are WHO estimates, and not official statistics
reported by countries to WHO (70). WHO uses
standard methods to calculate estimates to max-
imize cross-country comparability. These data


https://gateway.euro.who.int/en/indicators/hfa_194-1810-sdr-all-causes-all-ages-per-100-000/

may therefore differ from the official statistics of
Member States (70).

WHO estimates (based on data from 45 coun-
tries) show the age-standardized prevalence of
current tobacco smoking among people aged
15 years and above was 29% in 2013.
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The prevalence of tobacco smoking in 2013
among males (38.5%) was higher than that for
females (20.7%). The highest and lowest nation-
al rates for smoking any tobacco product were
59.8% and 18.6% among males and 39.7% and
0.4% among females (see Fig. 2.3). These esti-
mates are the highest of the six Regions of WHO.

Figure 2.3. Age-standardized prevalence of current tobacco smoking among people aged 15 years

and over (WHO estimates) (%), 2013
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Data unavailable for eight countries (AUT, CYP, MON, MNE, SMR, TJK, MKD, TKM).


https://gateway.euro.who.int/en/indicators/hfa_622-3013-age-standardized-prevalence-of-current-tobacco-smoking-among-people-aged-15-years-and-over-who-estimates/
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Prevalence of weekly tobacco use among
adolescents: Large differences between
countries, age groups and gender

Another additional indicator for this target is the
prevalence of weekly tobacco use among adoles-
cents. “Tobacco use” includes cigarettes, cigars,
pipes or any other oral tobacco and snuff prod-
ucts (7).

Data from the Health Behaviour in School-aged
Children (HBSC) study have been used in this
subsection.

According to that study (77), on average, only
1.6% and 0.7% of male and female 11-year-olds in
the Region reported in 2014 that they smoked at
least once per week. However, the percentages in-
creased to 4.2% and 3.7% among male and female
13-year-olds. These values varied between coun-
tries and between age groups (see Fig. 2.4-2.5).

Among 11-year-olds, the highest smoking rates
in the Region were 9% for males and 2-3% for
females, respectively, in Greenland and Israel (see
Fig. 2.4), and the lowest smoking rates were 0%
for both sexes in England, Finland, Greece, Ice-
land, the Netherlands, Scotland, Slovenia, Spain
and Sweden (see Fig. 2.4).

Similarly, for 13-year-olds, the highest smoking
rates in the Region were in Greenland: 15% for
males and 25% for females (see Fig. 2.5), and the
lowest smoking rates were 1% for males in Swe-
den and 0% for females in Norway and Armenia
(see Fig. 2.5).
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Box 2.3. Health Behaviour in School-aged Children study

The Health Behaviour in School-aged Children (HBSC) is a WHO collaborative cross-
national study which, for over 30 years, has collected data providing insight into European
adolescents’ well-being, behaviour and social context. The survey began in three countries
and is currently conducted in 42 countries, covering four out of every five Member States
(79%) in the European Region. The latest international report, launched in 2016, remains the
most downloaded report on the Regional Office’s website. Data from the HBSC is available
via the European Health Information Gateway (https://gateway.euro.who.int/en/datasets/
hbsc/).

Country orientations organized by the WHO Regional Office for Europe, in coordination with
the HBSC study centre, have increased regional momentum by connecting researchers with
national stakeholders trying to collect systematic data to inform policies and programmes
affecting adolescents. Armenia shared their experience of adopting the survey and their
efforts to support adoption of the HBSC in central Asian countries in a recent story published
online (13). Five countries are in the process of adopting the HBSC survey.

Member countries of Health Behaviour in School-aged Children (HBSC) in 2018

Yes

New member

In progress

No

Data not available

4600 KM

Latest data available { 01150 2300



https://gateway.euro.who.int/en/datasets/hbsc/
https://gateway.euro.who.int/en/datasets/hbsc/
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Figure 2.4. Prevalence of weekly tobacco use among adolescents (proportion of young people who
smoke at least once a week), 11 years old, by sex, 2014
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Figure 2.5. Prevalence of weekly tobacco use among adolescents (proportion of young people who

smoke at least once a week), 13 years old, by sex, 2014
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Heavy episodic drinking among
adolescents varies greatly between
countries in the Region

Another additional indicator for this target is
the heavy episodic drinking (60 g of pure alco-
hol or around six standard alcoholic drinks on at
least one occasion weekly) among adolescents
(15 years and over) (7).

However, due to data availability, WHO estimates
(14) for heavy episodic alcohol drinking in the
past 30 days have been used here. Accordingly,
age-standardized heavy episodic drinking is de-
fined for the purposes of this subsection as the
proportion of adults (aged 15 years and over) who
have consumed at least 60 g of pure alcohol on at
least one occasion in the past 30 days.

Reported values for heavy episodic alcohol drink-
ing in the past 30 days varied between countries
in the Region in 2010 (see Fig. 2.6). The highest
rates for both sexes were 38.5% in Austria and
36.7% in Lithuania, and the lowest rates for both
sexes were 0.2% and 1% in Turkey and Tajikistan
(see Fig. 2.6).

In 2010, the national rates of heavy episodic drink-
ing (see Fig. 2.6) among males were higher than
those for females. The highest and lowest nation-
al rates among males were 54.5% (Czechia) and
0.3% (Turkey), respectively, in 2010 (see Fig. 2.6).
The highest and lowest national rates among
females were 24.3% (Lithuania) and 0% (Turkey),
respectively, in 2010 (see Fig. 2.6).

Figure 2.6. Alcohol, heavy episodic drinking (population) past 30 days (%), age-standardized, 2010
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Source: WHO Global Health Observatory (75).
Note:

Data were not available for Monaco and San Marino in 2010.


http://apps.who.int/gho/data/node.gisah.GISAH_key_ind?showonly=GISAH

High variation in the levels of alcohol
consumption between countries in the
Region

The total (sum of recorded and unrecorded)
adult per capita consumption of pure alcohol is
the amount of alcohol consumed per adult (aged
15 years and over) within a calendar year, ex-
pressed in litres of pure alcohol (7).

In 2014, the regional average per capita alcohol
consumption among people aged 15 and over
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within a calendar year was 8.6 litres of pure alco-
hol (see Fig. 2.7). This was only 3.4% lower than
the reported baseline regional average in 2010 of
8.9 litres per capita indicating that little progress
is being made in this area.

Differences in the levels of alcohol consumption
between countries in the Region remain large (see
Map 2.1). The maximum and minimum reported
national values slightly increased from 15 and 0.3
litres per capita in 2010 to 15.2 and 1.1 litres per
capita in 2014 (see Fig. 2.7).

Map 2.1. Recorded pure alcohol consumption among people aged 15 and over within a calendar year,

litres per capita, latest available data
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Source: Health for All database on the WHO European Health Information Gateway (9).
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Figure 2.7. Recorded pure alcohol consumption among people aged 15 and over within a calendar

year, litres per capita (litres of pure alcohol)
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Source: Health for All database on the WHO European Health Information Gateway (9).

High prevalence of overweight and
obesity continues in the Region

This section describes the percentage of a de-
fined population aged 18 years and over with over-
weight or obesity (defined as a BMI =25 kg/m? for
overweight and =30 kg/m? for obesity) (7).

The prevalence of overweight and obesity has
been steadily increasing in the WHO European
Region over recent years (see Fig. 2.8-2.9). The
rate increased from 55.9% in 2010 to 58.7% in

2016 for overweight, and from 20.8% in 2010 to
23.3% in 2016 for obesity (see Fig. 2.8-2.9).

The prevalence of overweight and obesity varies
considerably between Member States in the Region
(see Fig. 2.8-Fig. 2.9). In the 2000s, the difference
between the highest and lowest rates for over-
weight and obesity in countries in the Region has
been, on average, between 23.6 and 25 percentage
points for overweight and between 15.1 and 16.7
percentage points for obesity (see Fig. 2.8-2.9). In
2010, however, the difference between the highest


https://gateway.euro.who.int/en/indicators/hfa_426-3050-pure-alcohol-consumption-litres-per-capita-age-15plus/

and lowest rates for overweight in the Region was
slightly reduced to 23.3 percentage points, and it
was further reduced to 21.5 percentage points in
2016 (see Fig. 2.8); the lowest rate in the Region
was 45.3%, and the highest rate was 66.8% in 2016.

Yet, the opposite trend has been observed for
obesity, as the difference between the highest and
lowest rates in the Region had slightly increased
to 16.9 percentage points in 2010, and further in-
creased to 17.9 percentage points in 2016 (see
Fig. 2.9); the lowest rate in the Region was 14.2%,
and the highest rate was 32.1% in 2016.
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In 2016, the rates for overweight and obesity were
63% and 21.9% among men and 54.3% and 24.5%
among women. These rates were higher than the
reported values in 2010: the rates for overweight
and obesity were 59.7% and 18.8% among men
and 52.1% and 22.5% among women. Overall,
national-level data for 2016 showed that, in most
countries in the European Region, overweight was
more prevalent among men, while obesity was
more prevalent among women.

Figure 2.8. Age-standardized prevalence of overweight (defined as BMI 225 kg/m?) in people

aged 18 years and over, WHO estimates (%)
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Figure 2.9. Age-standardized prevalence of obesity (defined as BMI 2 30 kg/m?) in people

aged 18 years and over, WHO estimates (%)
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Source: Health for All database on the WHO European Health Information Gateway (9).

Large differences in the prevalence of
overweight and obesity among adolescents
between countries, age groups and gender

An additional indicator for this Health 2020 tar-
get is the prevalence of overweight and obesity
among adolescents (7) (defined as a BMI-for-age
value above +1 Z-score and +2 Z-score?® relative
to the 2007 WHO growth reference median (76)).

Data from the HBSC study (77) have been used
here. The prevalence of overweight and obesi-
ty among young people (11, 13 and 15 years
old) varied between countries, gender and age
groups (see Fig. 2.10-2.12). According to the

study (77), in 2014, on average, nearly 17.5%
and 26.8% of female and male 11-year-olds in
the Region were overweight. The percentages
were 15% and 23.4% among female and male
13-year-olds. These values were lower for fe-
male (12.4%) and male (21.6%) 15-year-old
adolescents.

In the three age groups (11, 13 and 15 years
old), the highest prevalence of overweight in the
Region was reported for Greenland, Greece, It-
aly and Malta, while young people (11, 13 and
15 years old) in Denmark had one of the lowest
reported prevalence of overweight and obesity
in the Region (see Fig. 2.10-2.12).

3 The Z-score indicates how many units (of the standard deviation) a person’s BMI is above or below the average BMI value for

their age group and sex.


https://gateway.euro.who.int/en/indicators/hfa_630-3023-age-standardized-prevalence-of-obesity-defined-as-bmi-30-kgm2-in-people-aged-18-years-and-over-who-estimates/
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Box 2.4. FEEDCities Project — Eastern Europe and Central Asia

Unhealthy diet is major risk factor for noncommunicable diseases (NCDs). Salt, sugar
and trans fatty acids (TFAs) are some of the dietary constituents connected with heart
disease, cancer and diabetes. Urbanization and globalization of the food industry brought
significant nutritional changes to the WHO European Region. These changes include a drop
in the consumption of fibre and more frequent intake of processed foods, which are likely
to contain more fats, sugar and salt and are known to be associated with weight gain
and NCDs. More specifically, industrially produced TFAs and sodium heighten the risk for
cardiovascular diseases. WHO is advocating complete elimination of TFAs from the global
food supply and also calling for a significant reduction in sodium intake (most of it comes
from salt and processed foods).

The WHO Regional Office for Europe launched the FEEDCities project to describe the street
food environment and assess the food’s nutritional value in several capital cities in central
Asia and eastern Europe. This innovative initiative aims to evaluate the presence of harmful
components like trans fats and salt in common foods. This system for assessing the
composition of foods sold in markets in central Asia and other eastern European countries
has already been implemented in Tajikistan, Turkmenistan, Kazakhstan, Kyrgyzstan,
Republic of Moldova and Bosnia and Herzegovina. Historically, street trade has been a well-
developed activity in this part of the world, with street food commonly sold in the central
Asian bazaars; local dietary habits certainly reflect this. The project is based on a cross-
sectional evaluation of street food vending sites, including an analysis of food composition
and the characterization of customers and items purchased, along with food product
advertising in public spaces.

Bromatological analyses in all countries involved show that the quantities of sodium and
TFAs in a single serving (i.e. the average portion usually sold) of some of the most readily
available homemade and mass-produced foods far exceed the maximum recommended
daily intake. WHO has jointly launched the results of the initiative in the countries involved
and advised on actions to be taken. As a result, trans fat bans and other food regulations,
notably limiting salt in food, are in the making. Where no national nutrition survey is currently
available — this is the case for more than one third of the 53 Member States of the WHO
European Region — FEEDCities can be adapted to serve as a valuable tool for data collection
and monitoring of dietary habits. So far, the FEEDCities project has collected data on a vast
array of topics, from geographical coordinates of street vendors to visual records (pictures
and videos) and the dietary composition of food items, providing useful information for
policy-makers and regulators for the first time in the involved countries.
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Box 2.5. Country profiles of child and adolescent health-related policies:
Investing in children — the European child and adolescent health strategy
(CAH) (2015-2020)

The strategy, which aims to “make children’s lives visible”, led to the development of country
profiles that provide Member States with a view of the status of children and young people
in their countries through indicators, including data from the Health Behaviour in School-
aged Children survey, directly linked to the strategy’s priorities. The profiles, available
through the WHO European Health Information Gateway (72) were sent in 2016 to Member
States with a complementary survey to capture the state of CAH and related policies in
the Region since the strategy’'s adoption. A summary report presented to the Regional
Committee in September 2018 highlights areas where the Region thrives and where there
are gaps in policy. A final report on the strategy’s implementation will be presented in 2020.
National survey findings led to the development of country feedback reports shared by
the Regional Office with country representatives in the relevant country or during visits of
country delegations to the WHO Regional Office for Europe. The feedback report provides
country-specific achievements in CAH and possible areas for action. These tools support
the regional commitment embedded in the strategy and the implementation of national
programmes to achieve optimal health for European children and young people.
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Figure 2.10. Prevalence of overweight or obesity among adolescents, 11 years old, by sex
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Source: HBSC data on the WHO European Health Information Gateway (72).
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Figure 2.11. Prevalence of overweight or obesity among adolescents, 13 years old, by sex
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Figure 2.12. Prevalence of overweight or obesity among adolescents, 15 years old, by sex
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Summary of progress: Vaccine-
preventable diseases

High levels of child vaccination rates,
yet cautious monitoring and compliance
is needed

During the last decade, the average regional vac-
cination coverage rates increased or remained
almost static for the three childhood vaccines
against measles®*, polio® and rubella®.

Child immunization’” coverage has increased
since the year 2000 to 94.3% and 96.1% for mea-
sles and polio, respectively,in 2015 (see Fig. 2.13).

These values are slightly higher than the reported
baseline regional averages in 2010 of 92.2% for
measles and 94.8% for polio.

Most recent data indicate that there were still con-
siderable differences in vaccination rates between
countries, with some having vaccination rates be-
low 90%. In 2015, 10 countries had vaccination rates
of less than 90% against measles, while five coun-
tries had vaccination rates of less than 90% against
polio, leaving communities vulnerable to outbreaks.

Figure 2.13. Percentage of children vaccinated against measles and polio (%)
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Source: Health for All database on the WHO European Health Information Gateway (9).

4 The percentage of children vaccinated against measles is the proportion of children reaching their second birthday who have been

fully vaccinated against measles (one dose).

5 The percentage of infants vaccinated against polio is the proportion of infants reaching their first birthday in the given
calendar year who have been fully vaccinated against polio (three doses).

6 The percentage of infants vaccinated against rubella is the proportion of children reaching their second birthday in the given
calendar year who have been fully vaccinated against rubella (one dose).

7 WHO stopped reporting separately on coverage for rubella vaccination in 2010, as nowadays rubella vaccination is always
given in combination with vaccination for measles and mumps (MMR). Therefore, as of 2010, data on vaccination coverage
for measles should be interpreted as vaccination coverage for measles and rubella.



https://gateway.euro.who.int/en/indicators/hfa_609-7190-of-children-vaccinated-against-measles/

Middle-income countries lagging
behind in interrupting endemic measles
and rubella transmission in the WHO
European Region

The number of Member States in the WHO
European Region that have interrupted measles
since 2013 has doubled and progress against
rubella elimination is also very promising (77).
By the end of 2016, endemic measles and rubella
transmission had been interrupted for more than
12 months in 79% and 70% of the countries,
respectively. While the WHO European Region
as a whole has made steady progress towards
measles and rubella elimination in the last few
years, stratifying the remaining endemic countries
(nine for measles and 14 for rubella) by World
Bank income level suggests that most of them
are middle-income countries (Fig. 2.14).

Of the nine measles-endemic countries in the
WHO European Region, six (67%) of them are mid-
dle-income countries, and of particular note, 55%
of the measles-endemic countries in the Region
are middle-income countries without any donor
support. In 2015, 70% of the infants that did not
receive the third dose of diphtheria—-tetanus—per-
tussis vaccine resided in these middle-income
countries without donor support. These countries
in particular continue to face significant challeng-
es to the financial and operational sustainability
of their immunization programmes. These factors
contribute significantly towards a declining trend
in vaccination coverage, including with the mea-
sles-containing vaccine, leading to susceptible
pockets of the population that are not protected
from measles and rubella. In order to achieve the
measles and rubella target outlined in the Euro-
pean vaccine action plan 2015-2020 (78), it is
essential that these middle-income countries
develop context-specific, tailored immunization
interventions.

European Health Report 2018



European Health Report 2018

Figure 2.14. Measles elimination status in the WHO European Region, by World Bank

income group, 2016
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Source: Sixth meeting of the European regional verification commission for measles and rubella elimination (RVC) (77).

Note:  For definition of high- and middle-income countries, see World Bank Country and Lending Groups (79).
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Box 2.6. Facing vocal vaccine deniers

Measles and rubella are highly contagious diseases. Therefore, at least 95% immunization
coverage of each annual cohort is needed to achieve community protection and eliminate
the diseases. Immunization coverage in the WHO European Region is generally high,
however, among other challenges, the spread of misinformation about vaccines has
resulted in a relatively low level of confidence in the safety of vaccines in some countries.
This is a serious concern that all immunization stakeholders must continue to address.
Together with partners and Member States, the Regional Office for Europe works to build
and maintain public confidence in vaccines and the authorities delivering them.

As part of this work, in 2017, the Regional Office further developed and refined a guidance
document for health spokespersons facing vocal vaccine deniers (www.euro.who.int/
vaccinedeniers). The guide was originally developed based on a review of peer-reviewed
journal articles in the relevant fields, which revealed the five key topics and the five key
techniques that are most commonly used by vaccine deniers, and presents a set of
appropriate responses that can be used to debunk the misperceptions of the denier and
win over the attention and trust of the audience. The document includes sections on
the psychological mechanisms of the target audiences, embracing techniques, religious
concerns, addressing fake experts and unfavourable interview conditions.

The training programme developed for the area offers a variety of plenary presentations and
case-based group work, placing particular emphasis on practical exercises and simulations
of a public debate with a vocal vaccine denier. Subregional training workshops were
conducted in 2017 for immunization programme managers from Albania, Austria, Bosnia
and Herzegovina, Croatia, Germany, Montenegro and Serbia. A video from a December 2016
training session was launched in 2017 and is available online (20).



http://www.euro.who.int/vaccinedeniers
http://www.euro.who.int/vaccinedeniers
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Box 2.7. Addressing health inequality through tailored immunization
services

Closing immunization gaps and equitably extending the benefits of vaccination to all are
crucial if the Region is to meet the goals of eliminating measles and rubella and maintaining
the polio-free status it has enjoyed since 2002. The reasons for insufficient coverage differ
per country and are diverse within each country, often including both supply challenges
and insufficient uptake of offered vaccines. To address the latter it is imperative for health
authorities to understand the factors influencing vaccination intentions, decisions and
behaviours.

The WHO Regional Office for Europe developed a Guide to tailoring immunization programmes
(TIP) in 2014 in response to this need. Based on experience in several countries and an
external review conducted in 2016, the approach was refined in 2017. It provides a logical
pathway for all TIP projects, including a structured process from initial data collection and
analysis to intervention planning, implementation and evaluation.

To build capacity for implementing the approach, the WHO Regional Office for Europe, in
collaboration with the University of Erfurt, Germany, organized a one-week Behavioural
Insights Summer School in September 2017 with participation from PhD students and
immunization programme managers and staff from Bosnia and Herzegovina, France,
Finland, Germany, Republic of Moldova, Serbia and Sweden.

TIP projects are currently underway in Armenia, Bosnia and Herzegovina, and Serbia, focusing
in part on identifying health workers’ barriers and needs, and in Romania, where a rapid
survey was conducted to understand the barriers to vaccination among families affected by
measles. A peer-reviewed publication on the external review results and recommendations
was published in the journal Vaccine (21).

Summary of progress: Mortality from 7% of all deaths, after diseases of the circulatory
external causes system (44%) and malignant neoplasms (21%).
The regional average age-standardized death
rate from external causes consistently decreased
from 82 deaths per 100 000 in 2000 to 57 per
100 000 in 2010 and 50 per 100 000 in 2015 (see
Fig. 2.15). Still, there were very wide inequalities
in the death rates between the sexes, and across
countries. The regional average death rate among
males was 3.5 and 3.3 times higher than for
females in 2010 and 2015, respectively.

Steady decline in death rates from all
external causes, including injuries and
poisoning

In 2015, deaths due to external causes, includ-
ing injuries and poisoning, constituted the third
leading cause of death in Europe, accounting for



The differences in death rates from all external
causes between countries have decreased con-
siderably over time. The gap between the highest
and lowest death rates in the Region has nar-
rowed from 118 deaths per 100 000 in 2010 to
73 per 100 000 in 2015 though recent values for
2015 indicate that the remaining differences be-
tween countries are still large. In 2015, the highest
rate in the Region was 95 deaths per 100 000 and
the lowest 22 per 100 000, yet only 27 countries
reported data for 2015.

There are six additional indicators linked to this
core indicator: motor vehicle traffic accidents;
accidental falls; accidental poisoning; acciden-
tal poisoning by alcohol; suicide and intentional
self-harm; and homicide and assault. This sub-
section examines the pattern and trend of deaths
by cause for the period between 2000 and 2015
(see Fig. 2.16).
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Suicide and self-inflicted injury, along with motor
vehicle traffic accidents, were the leading external
causes of death in 2014 (21% and 15%, respec-
tively, of all external causes of death and injury
combined). In 2015, suicide and self-inflicted in-
jury was the leading external cause of death (con-
stituting 21% of all external causes of death and
injury combined).

Moreover, over the same period, there was a wide
variation between countries for each separate
cause.

To conclude, in 2015, deaths due to external causes
were the third leading cause of death in the Region,
accounting for 7% of all deaths, which continues to
represent a major public health problem. Despite
an overall decline in associated trends over recent
decades, there were wide differences in death rates
between the sexes and countries in the Region.

Figure 2.15. Standardized death rates from all external causes, including injuries and poisoning,

overall and by sex

/ 160

140
120

100

Deaths per 100 000 population

40

20

2000 2001 2002 2003 2004 2005 2006

\ mmmm Female

0

2007 2008 2009 2010 2011 2012 2013 2014 2015

Male Both sexes /

N
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Figure 2.16. Regional average standardized death rates from external causes, by cause
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https://gateway.euro.who.int/en/indicators/hfamdb_59-sdr-accidental-poisoning-per-100-000/
https://gateway.euro.who.int/en/indicators/hfa_185-1793-sdr-homicide-and-intentional-injury-all-ages-per-100-000/
https://gateway.euro.who.int/en/indicators/hfamdb_44-sdr-accidental-poisoning-by-alcohol-per-100-000/
https://gateway.euro.who.int/en/indicators/hfamdb_32-sdr-accidental-falls-per-100-000/
https://gateway.euro.who.int/en/indicators/hfa_167-1740-sdr-motor-vehicle-traffic-accidents-all-ages-per-100-000/
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Increase life expectancy in Europe

Introduction

The regional average life expectancy has stead-
ily increased over recent years and the gaps in
average life expectancy between the sexes and
between countries are getting narrower. However,
there are still considerable differences which re-
quire continued monitoring to ascertain consist-
ent improvement. In 2015, the difference between
countries with the highest life expectancy and the
lowest was more than a decade. Women still live
longer than men at all ages.

Despite increase in life expectancy

at birth, the difference between
countries with the highest and lowest
life expectancy in the Region is still
more than a decade

The aim for this Health 2020 target is to increase
overall life expectancy while reducing differences
in life expectancy between countries (7).

people, well-being and determinants”.

in life expectancy in the Region.

Box 2.8. Health 2020 Target 2 and indicators

Target 2 “Increase life expectancy in Europe” is linked to Health 2020 policy area 2 “Healthy

The quantification for this Health 2020 target is a continued increase in life expectancy at the
current rate (the annual rate for the period 2006—-2010), coupled with reducing differences

The core indicator for this target is life expectancy at birth.

There are two additional indicators for this target: quantification of life expectancy at ages
1,15, 45 and 65 years, and healthy life years at age 65.
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According to the WHO definition, life expectan-
cy at birth is the average number of years that
a newborn is expected to live if current mortality
rates continue to apply.

The regional average life expectancy has stead-
ily increased over recent decades. Average life
expectancy at birth in the European Region in-
creased from 76.7 years in 2010 to 77.9 years in
2015 (see Fig. 2.17) which represented an aver-

Figure 2.17. Life expectancy at birth (years)

age annual increase of 0.24 years. This increase
is in line with the Health 2020 target.

The difference between the highest and lowest
life expectancy in the Region is decreasing (see
Fig. 2.17); it was 16.8 years in 2000, 14.2 years in
2010 and 11.5 years in 2015. In 2015, the lowest
value in the Region was 71.6 years, while the high-
est was 83.1 years.
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Considering gender differences, life expectancy  The gender gap in life expectancy continues to de-
at birth in the WHO European Region in 2015 was  crease over time. It fell from 7.7 years in 2000, to
74.6 years for males and 81.2 years for females 6.9 years in 2010 and 6.6 years in 2015.

(see Fig. 2.18). These values show an increase of

approximately 1.3 years for males and 1.0 years

for females since 2010.

Figure 2.18. Male and female life expectancy at birth (years)
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The narrowing gaps in regional averages of life ex-
pectancy between the sexes and between coun-
tries are encouraging. However, the remaining dif-
ferences are still large and continued monitoring
is required to ascertain consistent improvement.

Continuous increase in life expectancy
at ages 1, 15, 45 and 65 years

An additional indicator for this Health 2020 target
is life expectancy at ages 1, 15, 45 and 65 years
(see Fig. 2.19) (7).

Overall, people are living longer in the Region. In
2015, on average, a person in the Region is ex-
pected to live for 77.3 years at age 1, 63.5 years
at age 15, 35.1 years at age 45, and 18.5 years
at age 65. This is an increase on the correspond-
ing values reported in 2010: 76.2 years at age 1,
62.5 years at age 15, 34.2 years at age 45, and
17.9 years at age 65.

Table 2.1 shows the regional average life expec-
tancy (years) at ages 1, 15, 45, and 65 years for
both sexes over time. Females still live longer
than males (see Table 2.1).

Figure 2.19. Regional average life expectancy (years) at ages 1, 15, 45 and 65 years
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The data in Table 2.1 indicate that the gender gap  Moreover, there are still differences between
reduced slightly between 2010 and 2015 for re-  countries in life expectancy at ages 1, 15, 45 and
gional average life expectancy at ages, 1, 15and 65 years.

45. However, it increased slightly for regional av-

erage life expectancy at 65 years old.

Table 2.1. Regional average life expectancy (years) at ages 1, 15, 45 and 65 years, by sex

Life expectancy Life expectancy Life expectancy Life expectancy

atage 1 at age 15 at age 45 at age 65

Female | Male Female Male Female Male Female Male
2000 77.5 69.9 63.9 56.3 35.1 29.1 17.9 14.3
2001 77.7 70.2 64.0 56.5 35.3 29.3 18.1 14.6
2002 77.7 70.2 64.0 56.5 35.2 29.3 18.0 14.5
2003 77.6 70.2 63.9 56.6 35.1 29.3 17.9 14.5
2004 78.1 70.7 64.4 57.0 35.6 29.7 18.4 14.9
2005 78.1 70.8 64.4 57.1 35.6 29.7 18.4 14.9
2006 78.6 71.4 64.9 57.7 36.0 30.3 18.8 15.3
2007 78.9 71.7 65.1 58.0 36.3 30.5 18.9 15.4
2008 79.1 72.0 65.3 58.3 36.4 30.7 19.1 15.6
2009 79.4 72.5 65.6 58.7 36.7 31.0 19.3 15.7
2010 79.6 72.8 65.8 59.1 36.9 31.3 19.4 15.9
2011 80.0 73.2 66.2 59.5 37.2 31.6 19.7 16.1
2012 80.2 73.6 66.4 59.9 37.4 31.9 19.8 16.3
2013 80.4 73.8 66.6 60.1 37.6 32.1 20.0 16.4
2014 80.7 74.1 66.8 60.3 37.8 32.3 20.1 16.6
2015 80.6 74.1 66.8 60.3 37.7 32.3 20.1 16.5

Source: Health for All database on the WHO European Health Information Gateway (9).
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Healthy ageing: Increments in healthy
life years at age 65

Another additional indicator for this target is
healthy life years (HLY) at age 65, disaggregated
by sex. This indicator (also called disability-free
life expectancy) measures the number of years
that a person at age 65 is still expected to live in
a healthy condition (7). It is calculated separately
for males and females (7).

The HLY indicator has been used to describe,
monitor and improve the health status and qual-
ity of life of elderly populations over time (22).
Assessment of life expectancy, mortality rates
and HLY enable policy-makers and concerned
stakeholders to determine whether populations
are living longer healthy lives or not.

As already discussed, death rates have declined
and the corresponding values for life expectancy
have increased over recent decades. According to
Eurostat data, between 2010 and 2015, the aver-
age HLY for EU countries increased from 8.8 years
to 9.4 years for females and from 8.7 to 9.4 years
for males. In 2015, the HLY varied significantly by
geographical boundaries or country in the EEA/
EFTA countries (see Fig. 2.20). In the same year,
at 65 years of age, HLY for Swedish females was
16.8 years, 1.1 years greater than that for males
at 15.7 years. These values were much higher
than the reported values for Slovakian females
(3.8 years) and Slovakian males (4.1 years), which
were the lowest reported values in the EEA/EFTA
countries in 2015 (see Fig. 2.20).

Figure 2.20. Healthy life years at age 65, by sex, 2015
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Target 3.
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Reduce inequalities in health in Europe

(social determinants target)

Introduction

The inequalities in infant mortality between coun-
tries and gender have been declining over recent
decades.

The Region has experienced a noticeable reduction
in infant mortality rates since 2000 but differences
still exist between countries.

Since 2000, the Region has made progress in the
proportion of children of official primary school
age that are enrolled in school but there was also
a large variation between countries regarding
the proportion of children not enrolled in primary
school.

Differences between countries in the Region in un-
employment rates have been decreasing. Never-
theless, there is a wide variation between countries.
Out of the 53 countries in the WHO European Re-
gion, the number of countries that have implement-
ed a policy or strategy to address inequality or so-
cial determinants has increased since 2010 and the
regional average of income inequality as expressed
by the Gini coefficient has decreased. At the same
time, there were large differences in levels of income
inequality between the countries in the Region.

Such inequalities have significant humanitari-
an, health and economic implications. To narrow
these gaps, current collaborative efforts across
all relevant sectors and stakeholders need to be
strengthened.

prosper where they live.

+ Infant mortality per 1000 live births
+ Unemployment rate

established and documented
+  Gini coefficient (income distribution).

Box 2.9. Health 2020 Target 3 and indicators

All citizens have the right to good health, well-being, education and equal opportunities to

Target 3 “Reduce inequalities in health in Europe (social determinants target)” is linked to
Health 2020 policy area 2 “Healthy people, well-being and determinants”. The target is to
achieve a reduction in the gaps in health status associated with social determinants in
Europe (7). This target has five key indicators:

+  Proportion of children of official primary school age not enrolled

+ National and/or subnational policy addressing the reduction of health inequality
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Decline in inequality in infant
mortality between countries and
gender

The infant mortality rate is the probability that
a child born in a specific year or period will die
before reaching the age of 1 year, if subject to
age-specific mortality rates of that period, ex-
pressed as a rate per 1000 live births (7). Reduc-
tion of infant mortality rates is one of the main
health targets of the SDGs. Overall, the Region is
on track to reach SDG Target 3.2 (24) which aims
to “end preventable deaths of newborns and chil-
dren under 5 years of age, with all countries aim-
ing to reduce neonatal mortality to at least as low
as 12 per 1000 live births and under-5 mortality to
at least as low as 25 per 1000 live births” by 2030.

The WHO European Region has made gains in
closing the gaps in infant mortality between coun-
tries and between the sexes. In 2015, the regional
average infant mortality was 6.8 infant deaths per
1000 live births (see Fig. 2.21), which was lower

Figure 2.21. Infant deaths per 1000 live births

than the reported rate in 2000 (9.9 infant deaths
per 1000 live births) and 2010 (7.3 infant deaths
per 1000 live births), representing an average an-
nual decline of 1.4% since 2010.

In 2015, the regional average infant mortality
rate for males was 7.3 infant deaths per 1000
live births and the rate for females was 5.9; both
have steadily decreased since 2000, from 11.1
for males and 8.8 for females. The most recent
figures showed a decline of 9.9% for males and
10.6% for females since 2010, from 8.1 deaths
per 1000 live births for males and 6.6 for females.

The difference between the highest and lowest
infant mortality rates in the Region is decreasing
(see Fig. 2.21): 23.0 infant deaths per 1000 live
births in 2000; 20.1 in 2010; and 20.5in 2015. The
lowest and highest infant mortality rates in the
Region were 1.6 and 22.1 deaths per 1000 births,
respectively, in 2015 (see Fig. 2.21). Caution is
needed, however, in interpreting the trends, as
only 29 countries reported data for 2015.

/ 35

30

(1]
£
£ 25
2
= 20
o
=]
5 15
Q.
(0]
F=
] 10 E
[
a
5
0
2000 2003 2006 2009 2012 2015
\ @mmm» Maximum value reported in Region @ Regional average Minimum value reported in Region /

Source: Health for All database on the WHO European Health Information Gateway (9).

Note:

The maximumregionalvalueintheinfantmortality rateis areflection of theinfant mortality rate in Kyrgyzstan. The sharpincrease

since 2004 is an artefact of the introduction of the WHO definition for live births and stillbirths in Kyrgyzstan (25, 26).



Differences still exist between
countries in the Region in the
proportion of children not enrolled
in primary school

This indicator is defined as the number of children
of official primary school age who are not enrolled
in primary school — which is expressed as a per-
centage of the population of official primary school
age (7). Children enrolled in pre-primary education
are excluded and considered to be out of school (7).

Since 2000, the regional average proportion of
children of official primary school age not enrolled
has declined (see Fig. 2.22). It decreased from
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3.1% in 2000 to 2.6% in 2010 and 2.3% in 2015.
The regional average proportion of boys not en-
rolled in 2000 was 3.3%, and for girls, 3.9%, which
deceased to 2.8 for both boys and girls in 2010
and to 2.7% for boys and 2.5% for girls in 2015.

The difference between the maximum and mini-
mum proportions of children of official primary
school age not enrolled in school has decreased
from 15.2 percentage points in 2010 to 10.0 per-
centage points in 2015 (see Fig. 2.22). Recent
data, however, indicate that there is a large vari-
ation between countries. In 2015, the maximum
reported proportion in the Region was 10.1% while
the minimum was 0.1% (see Fig. 2.22).

Figure 2.22. Proportions of children of primary school age not enrolled (%)
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Differences in unemployment rates
are decreasing, but a wide variation
still exists between countries in the
Region

Unemployment rates contribute to the measure-
ment of the target of reducing inequality. The
unemployed comprise all people of working
age who were: a) without work during the refer-
ence period (i.e. were not in paid employment
or self-employment); b) currently available for
work (i.e. were available for paid employment or
self-employment during the reference period);
and c) seeking work (i.e. had taken specific steps
in a specified recent period to seek paid employ-
ment or self-employment) (7).

Figure 2.23. Unemployment rate (%)

The WHO European regional average unemploy-
ment rate (see Fig. 2.23) decreased to 8.7% in
2015, which was slightly lower than the regional
average for 2010 (8.9%), yet slightly higher than
the reported rate for 2000 (8.4%).

There was wide variation in the unemployment
rates across the Region in 2015, which ranged
from a minimum value of 0.5% to a maximum
value of 26.1%. The differences between the
maximum and minimum unemployment rates
have been decreasing over the last decade: from
31.3 percentage points in 2010 to 25.6 percent-
age points in 2015 (see Fig. 2.23).
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https://gateway.euro.who.int/en/indicators/hfa_29-0200-unemployment-rate/

Policies to tackle health inequities in
place in 42 countries in 2016

Health inequities are unfair distributions of
health and well-being outcomes (7). Social de-
terminants of health include all political, social,
economic, institutional and environmental fac-
tors which shape the conditions of daily life (7),
contribute to health and well-being and the onset
of iliness throughout a person’s life. National pol-
icies that address the reduction of health inequi-
ties by taking action on the social determinants
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of health can lead to improvements in the overall
health and well-being of the entire population.

The number of countries in the European Re-
gion establishing and documenting national and
subnational policies to address the reduction of
health inequities has been increasing (see Fig.
2.24). In 2016, 42 countries out of 53 (79%) had
a policy or strategy in place to address inequi-
ties or social determinants. This is an increase
from 29 and 35 countries, respectively, in 2010
and 2013.

Figure 2.24. All country replies on the existence of a national or subnational policy or strategy
addressing health inequities or social determinants of health (2010: n = 33; 2013: n = 40;

2016: n = 43)
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Decline in inequalities in income
distribution between the countries
in the Region

The Gini coefficient measures the extent to which
the distribution of income (or, in some cases,
consumption expenditure) among individuals or
households within an economy deviates from
a perfectly equal distribution (7).

The WHO European regional average of income
inequality (Gini coefficient) has slightly decreased
over the last decade from 34.3 in 2004 to 33.7 in
2015, respectively.

Figure 2.25. Gini coefficient (income distribution)

At the same time, there were large differences
in levels of income inequality between the coun-
tries in the Region which ranged from a minimum
value of 23.6 to a maximum value of 38.2in 2015
(see Fig. 2.25). The differences between the max-
imum and minimum values in the Region have
been slowly decreasing over recent years (see
Fig. 2.25): from 19.9 percentage points in 2010
to 17.4 percentage points in 2014 and 14.6 in
2015, representing a decrease of 27% since 2010.
However, these trends should be interpreted with
caution as the number of countries that reported
data decreased from 40 countries in 2010 to 37 in
2014 and 31 countries in 2015.
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Enhance the well-being of the European population

Introduction

The assessment of well-being as a multidimen-
sional concept is a core target area in Health 2020
policy for the Region. Reporting on well-being indi-
cators within the Health 2020 framework informs
stakeholders about the distribution of well-being
across different population groups as well as the
drivers and barriers to well-being (28).

The WHO European Region's overall life sat-
isfaction index is 6. However, some countries
have a relatively low life satisfaction score of 5
or below, while other countries have the highest
scores in the world.

The indicator of social support (one of the objec-
tive well-being indicators), is high in the Region
with 81% of the population aged 50 years and
above reporting that they had relatives or friends
on whom they could count when in trouble. How-
ever, this is lower than the reported value for 2013.
There was a large variation between different
countries in the Region, reflecting a gradient of
social connectedness across the Member States.

Concerning the second indicator on objective
well-being, in 2015, more than 90% of the popula-
tion in the Region had access to improved sanita-

tion facilities and piped drinking water. Yet there
were inequalities in access between the urban
and rural areas in the Region.

In 2015, on average, the percentage of the adult
population that had completed at least secondary
education remained almost unchanged. However,
educational attainment varied between countries
in the Region.

According to the Eurostat database which in-
cludes data on 34 countries in the Region, the per-
centage of people aged 65 years and above that
live alone has increased, with women constituting
the greater share of older adults living alone.
Finally, there has been a steady increase in the
regional average of household final consumption
expenditure per capita which is now the highest
reported since 2000, the reference year.

These findings revealed a diverse performance
of Member States in relation to their populations’
well-being. Improved well-being contributes to
better mental and physical health, higher pro-
ductivity at work and in turn stronger economies.
Hence, careful design, monitoring and implemen-
tation of well-being policies and strategies will
need to continue in the Region.
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Box 2.10. Health 2020 Target 4 and indicators

Well-being is both subjective and objective. It comprises an individual's experience of their
life as well as a comparison of life circumstances with social norms and values.

Target 4 “Enhance the well-being of the European population” is linked to Health 2020 policy
area 2 “Healthy people, well-being and determinants”. The quantification for this target is
set as a result of the baseline of the core well-being indicators.

The indicator for subjective well-being is life satisfaction and those for objective well-being
include:

+ availability of social support

« percentage of population with improved sanitation facilities

+  Gini coefficient (described in the section on Target 3)

+ unemployment rate (described in the section on Target 3), and

+ proportion of children of official primary school age not enrolled in school (described in
the section on Target 3).

The additional indicators include:
+ percentage of people aged 65 years and over living alone
+ household final consumption expenditure per capita, and

+ educational attainment of people aged 25 years and over who have completed at least
secondary education.




Subjective well-being: average level of
life satisfaction in the Region

Life satisfaction comprises the subjective dimen-
sion of well-being in Health 2020 (7). The life sat-
isfaction score is measured on a scale from zero
(least satisfied) to 10 (most satisfied) for the ques-
tion: “How satisfied are you with life these days?”

Data from the Gallup World Poll for 2014-2015,
obtained through the United Nations Development
Programme’s Human Development Report 2016
(29), give the WHO European Region an overall life
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satisfaction score of 5.9. Data were available for
50 countries in the Region.

There is considerable variation in life satisfaction
levels between the countries in the Region. Some
countries have a relatively low overall average
self-reported life satisfaction score, with aver-
age scores of 4.9 or below. Other countries in the
Region have higher scores of up to 7.6 (which is
also the highest score in the world) (29). Twen-
ty-three countries have an average life satisfac-
tion score above 6; the remaining 27 have a score
of 5.9 or lower (see Fig. 2.26).

Figure 2.26. Overall life satisfaction in the WHO European Region, 2014-2015

Number of countries

m 4.0—4.9 = 5.0-5.9

Life satisfaction score, 2014-2015

m 6.0—6.9

w 7.0-7.6 = Unknown

Source: adapted from (29).
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High level of social connectedness in
the Region: 81% of the population has
social support through family or friends

Social connectedness is a measure of objec-
tive well-being (7). Its importance for health
and well-being has been well established and
is therefore a common element in well-being
frameworks (7).

The level of availability of social support (objec-
tive well-being indicator) is expressed as a per-
centage of the population aged 50 years and
above who responded “yes” to the survey ques-

tion: “If you were in trouble, do you have relatives
or friends you can count on to help you when-
ever you need them, or not?” (7). In 2015, 81%
responded positively. This average percentage is
slightly lower than that reported in 2013 (86%).

There is a large gap between the countries in
the Region reporting the highest and lowest
proportions of social connectedness which
ranged from 43% to 95% in 2015. In 2015, 64%
of countries in the Region had a proportion of
social connectedness of 80% or higher, while for
13% of countries the proportion was below 70%
(Fig. 2.27).

Figure 2.27. Percentage of people aged over 50 years who have social support, proportion of

countries, 2015

<60%
having social support
2%

60-69%
having social support
1%

70-79%

having social support /

17%

Unknown

90-100%
having social support

80-89%
having social support

38%

Source: Health for All database on the WHO European Health Information Gateway (9).


https://gateway.euro.who.int/en/indicators/hfa_621-0600-availability-of-social-support/

Inequalities in rural and urban access
to piped water and sanitation systems
persist

An improved sanitation facility is defined as one
that hygienically separates human excreta from
human contact (7). Living in satisfactory and san-
itary housing conditions is one of the most impor-
tant aspects of people’s lives (7). An assessment
of population well-being thus needs to examine
living conditions and whether dwellings have
access to facilities — including an adequate water
supply and sewage system - that are considered
basic needs and human rights (7).
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Improved sanitation facilities include flush toilets
(alternatively pour flush to piped sewer system,
septic tank, or pit latrine); ventilated improved pit
latrines; pit latrines with slab; and composting
toilets (7).

Using the pre-specified definition by the WHO/
UNICEF Joint Monitoring Programme for
Water Supply and Sanitation, more than 90%
of the population in the Region has access to
improved sanitation facilities and piped drinking
water (see Fig. 2.28-2.30).

Figure 2.28. Access to piped water in urban and rural areas
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In 2015, 97.9% of the population in the WHO Euro-
pean Region had access to piped drinking water:
96.3% of the population in rural areas and 99.3%
of the population in urban areas (see Fig. 2.28).
These average proportions show a small increase
since 2010 when the percentages were 95.2% for
rural areas and 99.2% for urban areas. In 2015,
there were large inequalities in access to piped
drinking water between the urban and rural areas
in the Region, which ranged from 93.1% to 100%
for populations in urban areas and from 66.7%
to 100% for populations in rural areas.

In 2015, 92.9% of the population in the WHO
European Region had access to improved sanita-
tion systems. By 2015, 89.2% of the population in
rural areas and 94.6% of the population in urban
areas had access to a sewage system, septic

tank or other hygienic means of sewage disposal.
These proportions show a small improvement
since 2010 when the percentages were 88.2% for
rural areas and 94.4% for urban areas.

The proportion of the rural population with access
to improved sanitation facilities in 2015 was be-
low 85% in nine countries and below 70% in three
(see Fig. 2.29). In urban areas it was below 90%
in five countries and below 80% in one country
(see Fig. 2.30).

Thesefigures show that the Region stilllags behind
the targets for SDG goals (24). SDG Targets 6.1
and 6.2 aspire to “achieve universal and equitable
access to safe and affordable drinking water for
all; and achieve access to adequate and equitable
sanitation and hygiene for all”.

Figure 2.29. Number of countries in which the proportion of the rural population with access to
improved sanitation facilities is below 100%, 85% or 70%
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https://gateway.euro.who.int/en/indicators/hfa_466-4310-population-with-access-to-sewage-system-septic-tank-or-other-hygienic-means-of-sewage-disposal/
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Figure 2.30. Number of countries in which the proportion of the urban population with access to
improved sanitation facilities is below 100%, 90% or 80%
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Highest level of household final
consumption expenditure per capita
since 2000: USS 15 120 in 2016

Household final consumption expenditure is
the market value of all goods and services,
including durable products (such as cars, washing
machines and home computers), purchased by
households (7). It excludes purchases of dwellings

but includes imputed rent for owner-occupied
dwellings (7). It also includes payments and fees
to governments to obtain permits and licenses (7).
There has been a steady increase in the regional
household final consumption expenditure per
capita (constant 2010 USS); it increased from USS$
12902in2010to USS 15120 in 2016, which is the
highest reported since 2000, the reference year
(see Fig. 2.31).


https://gateway.euro.who.int/en/indicators/hfa_466-4310-population-with-access-to-sewage-system-septic-tank-or-other-hygienic-means-of-sewage-disposal/
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Figure 2.31. Household final consumption expenditure per capita (constant 2010 US$), latest

available year
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https://data.worldbank.org/indicator/NE.CON.PRVT.PC.KD

Large differences between countries
in the Region in educational
attainment of people aged 25 years
and above who have completed at
least secondary education

Educational attainment is defined as the highest
level successfully completed in the educational
system of the country where the education was
received (7). The levels of education are defined
according to the International Standard Classifi-
cation of Education (ISCED) of 1997 (7).
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According to UNESCO data, on average, the
percentage of the adult population who had
completed at least secondary education (ISCED
level 2 and up) remained unchanged between
2010 (51.2%) and 2015 (50.0%); 32 countries in
the Region reported data (see Fig. 2.32).

There are large differences between countries in
educational attainment of people aged 25 and
above who have completed at least secondary
education; in 2015, the maximum reported
value in the Region was 80.3% and the minimum
reported value was 34%.

Figure 2.32. Percentage of people aged 25 years and above who have completed at least secondary

education
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A high percentage of people aged
65 years and above live alone

This indicator measures the potential support
needed for older — and in general more
vulnerable — people in a community by measuring
the percentage of people aged 65 and over that
live alone (7).

The percentage of people aged over 65 who live
alone has increased from 29.9% in 2010 to 30.9%
in 2016 (see Fig. 2.33), according to the Eurostat

database, which includes data on 34 countries in
the Region.

In 2010, women made up a greater share of old-
er adults living alone as 38.7% of elderly women
were living alone. Since then, the percentage of
older women living alone has slightly increased
to 39.2% in 2016, while the percentage of older
men living alone has risen from 18.3% in 2010 to
20.2% in 2016. The gender difference is largely
a reflection of the gap in life expectancy between
men and women.

Figure 2.33. Percentage of people aged 65 years and above living alone, by sex
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Ensure universal coverage and the “right to health”

Introduction

Target 5 is focused on achieving universal health
coverage by 2020 and envisages the “right to
health” as a core policy construct and vision that
fosters the idea that provision of equitable fair ac-
cess to effective and needed services without fi-
nancial burden is a fundamental right of all citizens.

The WHO Director-General, Dr Tedros, identified
universal health coverage as one of the five key
priorities for the World Health Organization (32).
Ensuring universal health coverage without im-
poverishment is the foundation for achieving the
health objectives of the SDGs (32). The World
Health Assembly made universal health cover-
age one of WHOQ's three strategic priorities in the
WHO'’s thirteenth general programme of work
2019-2023, by setting the strategic priority (and
goal) of “reducing persistent barriers to access-
ing health services and 1 billion more people
benefitting from universal health coverage” (33).

Moreover, achieving universal health coverage
will put the health system into a better position
to respond to new and intensifying challenges,
such as antibiotic resistance. Antibiotic resist-
ance leads to longer hospital stays, higher med-
ical costs and increased mortality. A sustained
response to antibiotic resistance will address
these (34).

Countries should secure sufficient resources to
support universal health coverage systems in
which essential health services are available to
all individuals who need them while at the same
time reducing out-of-pocket payments.

Member States’ performance is showing a mixed
picture in association with the indicators for Tar-
get 5. The WHO European regional average total
health expenditure as a percentage of GDP has
remained unchanged since 2010. Likewise, the
regional average of the general government ex-
penditure on health as a percentage of GDP has
also remained unchanged. There are, however,
large differences in levels of public expenditure
on health between the countries in the Region.
Private household out-of-pocket expenditures as
a share of total expenditure on health has slightly
increased with great variation across the Region.

On the other hand, the WHO European Region
has made some gains in closing the gap in ma-
ternal mortality which decreased between 2010
and 2015.

Similarly, the regional average treatment success
rate (%) for new pulmonary TB cases has also im-
proved slightly over the last decade. There were,
however, large differences in reported treatment
success rates by the Member States.
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Box 2.11. Health 2020 Target 5 and indicators

Target 5 is “moving towards universal coverage (according to the WHO definition: Equitable
access to effective and needed services without financial burden) by 2020”". To assess
countries’ performance in relation to this target, Member States in the Region collect and
report data for a set of core indicators:

+ private household out-of-pocket payments as a proportion of total health expenditure
(WHO estimate)

+ percentage of children vaccinated against measles, polio and rubella (described in the
section on Target 1)

+ total expenditure on health (as a percentage of GDP) (WHO estimate).
The additional indicators include:
+ maternal deaths per 100 000 live births

+ percentage of people treated successfully among laboratory-confirmed (new smear-
positive) pulmonary tuberculosis cases who completed treatment

« government (public) expenditure on health as a percentage of GDP (WHO estimate).
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Box 2.12. Surveillance of antibiotic resistance in the European Region

Surveillance is an essential tool for assessing the sources and trends of antibiotic resistance,
informing policies and interventions and monitoring their impact. In many EU/EEA countries,
surveillance of antibiotic resistance has been performed for almost two decades, which has
been coordinated by the European Centre for Disease Prevention and Control since 2010 as
the European Antimicrobial Resistance Surveillance Network (EARS-Net). In 2012, the Regional
Office, together with partners, established the Central Asian and Eastern European Surveillance
of Antimicrobial Resistance (CAESAR) network to assist countries in the rest of the European
Region to set up or strengthen national surveillance systems to complete the regional overview
of antibiotic resistance. In some countries, this proved particularly difficult since antibiotic
susceptibility testing of samples obtained from patients to support treatment decisions was not
done routinely, so data on antibiotic resistance were not readily available. To stimulate routine
sampling practice to improve patient treatment (antibiotic stewardship) and enable national
antimicrobial resistance surveillance, a so-called proof-of-principle (PoP) study was designed.
Such a study entails selecting project hospitals, forming interdisciplinary hospital teams,
providing criteria for sampling patients, training hospital and national reference laboratory
personnel on international diagnostic standards and setting up lines of communication for
results and project progress within and between project teams.

The first PoP study was performed in Georgia between July 2015 and December 2016. At the
end of the study, a stakeholder meeting was organized in May 2017 to discuss the obtained
data with the participating hospitals, the lessons learnt and the next steps needed at the
hospital and the national level to ensure sustainable implementation. The results presented
during the stakeholder meeting indicated that the study had successfully demonstrated the
value of standardizing blood culturing in de-escalating treatment of bloodstream infections
and that communication between clinicians, epidemiologists and microbiologists had greatly
improved. The efforts also laid the foundation for a laboratory-based surveillance system for
antimicrobial resistance which enabled Georgia to provide data for the CAESAR annual report
(35) for the first time in 2017. Currently, Armenia is performing a PoP study and more studies
are being prepared in Uzbekistan and Tajikistan.
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The regional average of the

total expenditure on health as

a percentage of GDP remained
almost unchanged between 2010
and 2014

Total health expenditure is measured as the sum
of general government and private expenditure
on health (7). Estimates for this indicator are pro-
duced by WHO jointly with the Organisation for
Economic Co-operation and Development and the
World Bank (7).

The WHO European regional average of total health
expenditure as a percentage of GDP has steadily

increased from 6.8% in 2000 to 8.5% in 2009 but
then fell slightly and remained almost unchanged
at 8.3% in 2010 and 8.2% in 2014 (Fig. 2.34).

However, there were large differences in levels of
total health expenditure as a percentage of GDP
between the countries in the Region. Expenditure
ranged from 2.1% to a maximum value of 11.9%
in 2014 (see Fig. 2.34). The difference between
the countries with the highest and lowest rates of
expenditure in the Region has widened since 2005
but has remained at around 10 percentage points
since 2010 (see Fig. 2.34). There were large intra-
regional differences as expenditure ranged from
6.6% in CIS countries to 10.8% in Nordic countries.

Figure 2.34. Total health expenditure as a proportion of GDP (WHO estimates) (%)
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Continued increment in the regional
average of private households’ out-
of-pocket payments on health: the
challenge of achieving universal
health coverage in the Region

The level of out-of-pocket payments or expenditure
on health is expressed as a percentage of total
expenditure on health (7). Private households’
out-of-pocket payments on health are their direct
expenses, including gratuities and payments in
kind made to health practitioners and suppliers
of pharmaceuticals, therapeutic appliances and
other goods and services, whose primary purpose
is to contribute to the restoration or enhancement
of the health status of individuals or population
groups (7). They also include household payments
to public services, non-profit institutions or non-
governmental organizations, nonreimbursable
cost sharing, deductibles, co-payments and fees
for service (7). The evidence shows that there is
a strong correlation between a country’s public
expenditure on health and private out-of-pocket
payments (36, 37 p. 29). Countries with low levels
of public expenditure on health usually experience
high levels of out-of-pocket payments, which in
turn may lead to financial hardship for households
and adverse effects on health outcomes.
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International analysis suggests that once the
share of out-of-pocket payments falls below 15%
of total spending on health, very few households
experience catastrophic or impoverishing levels
of health expenditure (38). In 2014, 40 countries
in the Region had proportions higher than this crit-
ical threshold, similar to the findings reported in
the European health report for 2015.

The regional average of private household out-of-
pocket expenditure has slightly increased from
25.5% in 2010 to 26.6% in 2014 (see Fig. 2.35).
This indicates an increase in inequitable access
to health care along with an elevated level of
financial risk, impoverishment and perpetuation
of an economically vulnerable population.

There were large differences in the proportions of
private household out-of-pocket expenditure be-
tween the countries in the Region, which ranged
from a low value of 5.2% to a very high maximum
value of 72.1% in 2014 (see Fig. 2.35).

There were also considerable differences be-
tween subregions in the proportions of private
household out-of-pocket expenditure, which
ranged from 14.7% in Nordic countries t0 46.2% in
CIS countries in 2014.
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Figure 2.35. Private households’ out-of-pocket expenditure on health as a proportion of total health

expenditure (WHO estimates) (%)
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Source: Health for All database on the WHO European Health Information Gateway (9).

General government expenditure
on health as a percentage of GDP
remained static between 2010 and 2014

There is an additional indicator for this target that
concerns general government expenditure on
health as a percentage of GDP (7).

General government expenditure on health is the
sum of total expenditure for health maintenance, res-
toration or enhancement paid for in cash or supplied
in kind by government entities, such as ministries
of health and other ministries, parastatal organiza-
tions and social security agencies (without double
counting the government transfer for social security
and to extra budgetary funds) (7). It includes trans-
fer payments to households to offset medical care
costs to finance health services and goods (7).

The regional average of the general government
expenditure on health as a percentage of GDP re-
mained steady at 5.8% in 2010 and 5.7% in 2014.

There are large differences in the levels of general
government expenditure on health between the
countries in the Region. In 2014, the highest
reported value for general government expenditure
on health was 10% and the lowest was 1%. Since
2010 the highest level of general government
expenditure on health in the Region has increased
by 1 percentage point, whereas the lowest level
has remained unchanged.

There are also considerable differences between
subregions in the levels of general government
expenditure on health as a percentage of GDP,
which ranged from 3.4% in CIS countries to 8.9%
in the Nordic countries in 2014.

To achieve universal health coverage at the
national level, Member States have to ensure
that sufficient public resources are allocated
to health and out-of-pocket payments are
reduced to a minimum, especially for the poor
and other vulnerable populations. There is



https://gateway.euro.who.int/en/indicators/hfa_584-6860-private-households-out-of-pocket-payments-on-health-as-of-total-health-expenditure/

an inverse relationship between a country's
public expenditure on health and out-of-pocket
payments. Countries with low levels of public
expenditure on health usually experience high
levels of out-of-pocket payments, which in
turn pose a financial risk and foster negative
influences on health outcomes.

Slow decline in maternal deaths

An additional key indicator for this target is mater-
nal deaths per 100 000 live births (7).

It is also an SDG indicator for monitoring Goal 3.1
which aims to “reduce the global maternal mor-
tality ratio to less than 70 per 100 000 live births”
by 2030 (24). The maternal mortality ratio is the
annual number of female deaths from any cause
related to, or aggravated by, pregnancy or its
management (excluding accidental or incidental
causes), during pregnancy and childbirth or with-
in 42 days of the end of the pregnancy, irrespec-
tive of the duration and site of the pregnancy, per
100 000 live births, for a specified year (7).
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The WHO EuropeanRegionhasmadeconsiderable
progress in closing the maternal mortality gap
between countries; the difference between the
highest and lowest rates is decreasing. The
lowest rate in the Region in 2015 was 0%, while
the highest rate was 55%.

Certain indicators — such as infant and mater-
nal mortality, as well as various communicable
diseases - can be affected by small numbers of
events and the small population size, and there-
fore most year-to-year variation seen at the na-
tional level is random. The maternal mortality indi-
cator is therefore presented by calculating annual
values using an average from the last three years
for which data are available, having been adjusted
using the moving averages method. The regional
three-year moving average of maternal mortality
rates decreased from 20 deaths per 100 000 live
births in the period 2000-2002 to 13.7 deaths
per 100 000 live births in 2009-2011 and
11.3 deaths per 100 000 live births in 2013-2015
(see Fig. 2.36). Further, there were large differenc-
es between the countries in three-year averages
for maternal mortality (see Map 2.2).

Figure 2.36. Maternal deaths per 100 000 live births, three-year moving average
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Map 2.2. Maternal deaths per 100 000 live births, three-year moving average, latest available data
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Source: Health for All database on the WHO European Health Information Gateway (9).
Note: The map represents the average value per country based on the three most recent years for which data were available.
See Table A2.1 in Annex 2 for information on the data underlying this map.
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Modest treatment success rates
for new pulmonary TB cases:
77% by 2015

A third additional indicator for this target is treat-
ment success rate (%) for new smear-positive pul-
monary TB cases (7).

The cure rate or treatment success rate (those
cured plus those that successfully completed
treatment without bacteriological evidence) of
sputum smear-positive pulmonary TB cases is
the most reliable indicator (7). The TB treatment

Figure 2.37. Treatment success rate: new TB cases
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success rate is the proportion of new smear-
positive TB cases registered under a national
TB control programme in a given year that
successfully completed treatment (without
bacteriological evidence of success) (7).

The regional average treatment success rate has
slightly increased over recent years from 74% in
2010to 77% in 2015 (see Fig. 2.37). There remain
large differences between countries, with treat-
ment success rates ranging from a very low value
of 10% to a maximum value of 100% in 2015.
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Target 6.

Set national goals and targets related to health

Introduction

An important element of Health 2020 is its ac-
countability mechanisms through Target 6 which
requests Member States to set national goals and
targets related to health.

In 2016, the majority of Member States provided
feedback and evidence documenting their actions
in relation to Target 6 (27). Using data obtained
from a survey conducted by the WHO Regional
Office for Europe on the qualitative indicators for
Target 6, this midpoint assessment of the Health
2020 policy deployment in the Region showed
that an increased number of Member States are
effectively aligning national policies with Health
2020 policy, adopting the required implementation
plans,and establishing accountabilitymechanisms
for monitoring and assessing their progress.

Member States have shown a high level of com-
mitment by the adoption of various approach-

es to align their national policies and strategies
with Health 2020 policy, which has been infused
into the national policies in many countries in
the Region (27). The most common approaches
addressed a whole-of-government approach, im-
proved governance for health and improved uni-
versal health coverage.

There are still, however, many opportunities to con-
tinue developing policies and strategies to adopt,
implement and integrate the Health 2020 values
into policies across the Region. The implementation
of Health 2020 should be sustained to ensure that
health and well-being continue to be systematically
addressed at country level through the comprehen-
sive lens of the Health 2020 policy framework and its
core values. These actions will also directly imple-
ment the strategic priority (and goal) that the World
Health Assembly set forth in WHQ's Thirteenth gen-
eral programme of work 2019-2023: “Through an in-
tegrated and multi-sectoral approach, 1 billion more
people enjoying better health and well-being” (33).

Y

evidence documenting:

> implementation plan
» accountability mechanism.

N

Box 2.13. Health 2020 Target 6 and indicators

Target 6 is “national targets/goals set by Member States” and is linked to Health 2020
area 3 “Processes, governance and health systems”. The description of this target is the
establishment of processes for the purpose of setting national targets (if not already in
place). The core indicators linked to this target are:

establishment of a process for target-setting documented

> establishment of national policies aligned with Health 2020

N




Thirty-eight countries have either set
goals and targets for health and well-
being or are planning to do so in the
near future

Target-setting processes are established national
procedures for setting health goals, objectives,
targets or indicators aligned with Health 2020 (7).
They are expected to be documented in Member
State reports (7).

In 2014, the Regional Office conducted the first
survey among Member States to collect informa-
tion for the qualitative indicators linked to Target
6, for the baseline year (2010) and the first com-
parison year (2013). A follow-up survey was con-
ducted in 2017 and the report with the complete
analysis and findings was published and made
available online (27).

This section briefly reports on the results of the
three surveys on Health 2020 policy indicators
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linked to Target 6 for 2010, 2013 and 2016. Thir-
ty-three countries provided responses in 2010, 40
in 2013, and 43 in 2016 (see Fig. 2.38). Between
2010 and 2016, Member States were actively set-
ting targets and indicators for health and well-be-
ing, with only a few countries left in the initial plan-
ning stages by 2016.

The percentage of responding countries that re-
ported that they had set either targets or indica-
tors for health and well-being, or were planning
to do so in the near future increased from 73% in
2010, to 80% in 2013, and 88.4% (38 countries of
the 43 that responded to the survey) in 2016 (see
Fig. 2.38). Meanwhile, the percentage of coun-
tries that reported that they did not yet have a pro-
cess or did not plan at all to define the process of
setting targets and indicators dropped from 27%
in 2010, to 20% in 2013 and 12% in 2016. By 2016,
less than 7% of the countries in the Region report-
ed that they had no plans to set up such process-
es in the future.

Figure 2.38. Number of countries with a process for target-setting for health and well-being, in
2010, 2013, and 2016 (2010: n = 33; 2013: n = 40; 2016: n = 43)
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Source: WHO Regional Office for Europe (27).
Note:
responded in all three years.

A different number of countries responded in each year (2010: n = 33; 2013: n = 40; 2016: n = 43). Twenty-eight countries
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Rapid implementation of health
policies aligned with Health 2020

Considering data from countries that responded to
the surveys (in 2010, 2013, and 2016), the propor-
tion of countries in the Region with a comprehen-
sive national health policy aligned with Health 2020
has increased from 36.4% in 2010 to 62.5% in 2013
and 62.7% in 2016 (see Fig. 2.39). Furthermore, the
proportion of countries in the Region who reported
that they had another similar strategy has increased
from 21% in 2010 to 30% in 2016. Overall, by 2016,
95% of the countries in the Region reported that they
had either developed the required health policy, had
a similar strategy or were planning to develop such
a strategy in the near future. Meanwhile, the propor-
tion of countries in the Region who reported that
they had not established such policies decreased
from 42% in 2010 to 22.5% in 2013 and 7% in 2016.

Diverse approaches have been taken by Member
States to align their national policies and strategies
with Health 2020 (27), including:

addressing improved governance for health
and taking a whole-of-government approach;
addressing the reduction of health inequality
or tackling the social determinants of health;
adopting participatory approaches for policy
development;

featuring investment in a life-course approach
and improving personal health and well-being
skills and resilience;

addressing major national health threats and
challenges;

addressing universal health coverage and
patient-centred health care and public health
services;

including a whole-of-society approach, increas-
ing social capital and empowerment; and
implementing supportive environments con-
ducive to health and well-being.

In 2010, the most common approaches for
aligning national health policies and strategies
with Health 2020 were to address major health
challenges and threats (67%), health inequali-
ties (61%) and foster participation among stake-
holders (64%). By 2016, use of these approaches
continued to increase, but the ones most fre-
quently used were those improving governance
or taking a whole-of-government approach, and
those focused on improving universal health
coverage and patient-centred care. The latter
two also have the largest increase in the share of
responses between 2010 and 2016.

The proportion of responding countries with
an implementation plan for national policies
and strategies aligned with Health 2020 has in-
creased from 28% in 2010 to 50% in 2013 and
67% in 2016 (see Fig. 2.40). Overall, by 2016,
86% of the countries in the Region reported that
they had either adopted an implementation plan
or were in the process of doing so. In line with
that, the proportion of countries that reported
that they did not have any implementation plans
(and had no plans to introduce any in the future)
decreased from 27% in 2010, to 10% in 2013
and 12% in 2016.
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Figure 2.39. Proportion of countries with national policies and strategies aligned with Health 2020,
in 2010, 2013, and 2016 (2010: n = 33; 2013: n = 40; 2016: n = 43)
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Source: WHO Regional Office for Europe (27).
Note: A different number of countries responded in each year (2010: n = 33; 2013: n = 40; 2016: n = 43). Twenty-eight countries
responded in all three years.

Figure 2.40. Proportion of countries with an implementation plan for national policies and strategies
aligned with Health 2020, in 2010, 2013, and 2016 (2010: n = 33, 2013: n = 40; 2016: n = 43)
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Note: A different number of countries responded in each year (2010: n = 33; 2013: n = 40; 2016: n = 43). Twenty-eight countries
responded in all three years.
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The proportion of responding countries with an
accountability mechanism for national policies
and strategies aligned with Health 2020 has
increased from 21% (7 countries) in 2010 to
52.5% in 2013 (21 countries) and 70% (30
countries) in 2016 (see Fig. 2.41). Overall, by
2016, 88.4% of the countries (38 countries in the
Region) reported that they had either developed
the required accountability mechanisms or were

in the process of doing so. The proportion of
countries in the Region that reported that they
did not have accountability mechanisms in place
(and had no plans to introduce them) decreased
from 54.5% (18 countries) in 2010, to 25% in
2013 (10 countries) and 11.6% in 2016 (only five
countries). This shows that the Member States
are actively reporting and reviewing the impact of
their national policies.

Figure 2.41. Proportion of countries with an accountability mechanism for national policies and
strategies aligned with Health 2020, in 2010, 2013, and 2016 (2010: n = 33; 2013: n = 40; 2016: n = 43)
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Note: A different number of countries responded in each year (2010: n = 33; 2013: n = 40; 2016: n = 43). Twenty-eight countries

responded in all three years.



Looking across all Health 2020 targets and in-
dicators, the most significant changes were
observed for Target 6. As Member States are
effectively progressing towards the final imple-
mentation of Health 2020, the activities, policies
and accountability mechanisms are an important
complement to the achievement of Agenda 2030
along with its SDGs for health.

Since the inception of the Health 2020 policy
framework in 2012, the Member States in the Re-
gion have increasingly embraced Health 2020’s
core concepts such as whole-of-government and
whole-of-society approaches to policy-making,
catalysing intersectoral action for health and
well-being, and supporting the development of re-
silient communities and promoting healthy lives
across all ages.
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In line with these achievements, European Member
States have adopted a number of recent European
regional action plans and strategies such as the
European action plan to strengthen the use of
evidence, information and research for policy-
making (39) and its accompanying resolution. In
action area 4 of the plan, Member States directly
emphasized the European Region's commitment
to mainstreaming the use of evidence, information
and research in the implementation of Health
2020 and other major regional policy frameworks.
This commitment will further strengthen national
policy-making and strengthen the monitoring and
accountability mechanisms measuring the impact
of policies on population health and well-being. The
WHO European Member States have put principles
and systems in place that recognize health and well-
being’'s cross-cutting nature in the aspirations of

Agenda 2030 for sustainable development.

Box 2.14. Implementing the sustainable development goals in the WHO
European Region

Background

In 2017, Ministers of Health, at the Regional Committee, reaffirmed the importance of the
adoption of Transforming our world: the 2030 agenda for sustainable development and,
recognizing the sustainable development goals (SDGs), adopted the European roadmap to
implement the SDGs, building on Health 2020, the European policy framework for health
and well-being. The nationalization and localization of Agenda 2030 has been initiated in
almost all of the WHO European Member States. Important discussions are being held on
the identification of the indicators, the target benchmarks, mainstreaming the SDGs into
policies and strategies, policy coherence and the identification of means of implementation,
including financing. A range of tools and partnerships have been developed by the Regional
Office to support implementation in countries.

UN coordination

In May, within the Regional Coordination Mechanism of the Regional UN System for Europe and
Central Asia, the Issue-based Coalition on Health and Well-being for All at All Ages (IBC-Health)
was welcomed as a useful means by which agencies could cooperate on health (40). The
coalition of partners acts as a pan-European enabling mechanism to facilitate and to promote
the implementation of SDG 3 and its targets as well as the health-related targets of the other
SDGs by coordinating activities of the relevant UN funds, programmes and specialized agencies
and other intergovernmental organizations and partners, with a focus on leaving no one behind.
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Box 2.14 contd.

In response to Members States’ call for more coordinated UN engagement, the UN Director-
General introduced Mainstreaming, Acceleration and Policy Support (MAPS) missions, the
common approach to support implementation of the 2030 Agenda at the country level.

Generating evidence for action

WHO has created SDG health target fact sheets to synthesize the evidence base on key
health targets in order to promote coherence and better address the burden of disease
throughout the Region (47). These fact sheets integrate discussion on current trends, health
benefits or influences on a variety of SDGs, with policies required, the tools available and
indicators to measure progress.
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So far, The European health report has, in the
main, taken a traditional, quantitative public health
epidemiology approach. When Member States
adopted Health 2020 in 2012 (EUR/RC62/R4),
however, the resolution initiated a shift in public
health policy-making in the WHO European Region
that explicitly put the core ideals of “fairness,
sustainability, quality, transparency, accountability,
gender equality, dignity and the right to participate
in decision-making” at the centre (5). This values-
based approach to public health, which advocates
people-centred health systems, promotes health
throughout the life-course, and strives to achieve
equity and health for all, has re-engaged public
health with the full complexity of the subjective,
lived experience of people and communities.

Such a shift has inevitably challenged traditional,
quantitative methods of gathering evidence,
such as routine health information or household
survey data, which are not well placed to capture
subjective experience. Although quantitative data
are, of course, an essential component of health
information, on their own they are ofteninadequate
to promote the acceptance of evidence-informed
practices and policies (42). The European health
report 2015 signalled how the WHO Regional Office
for Europe was beginning to tackle the challenge
of measuring and reporting on some of the key
values of Health 2020 (43). In particular, the report
focused on well-being measurement, concluding
that a more narrative approach, grounded in the
local voices of communities, could be adopted to
make the reporting more meaningful.

Since then, WHO has started a project on evidence
for health and well-being in context, one of the key
strands of which is to enhance Health 2020 moni-
toring and reporting (44, 45). To this end, and with

the support of two global research foundations,
Wellcome and the Robert Wood Johnson Founda-
tion, WHO has begun systematically exploring the
Health 2020 core values and prioritizing key con-
cepts for which to develop both quantitative and
qualitative measurement and reporting strategies.

The core values laid out in Health 2020 are that
health and health care should be high quality,
equitable, sustainable and universal. These
core values are operationalized using a set of
concepts and approaches which have gained
increasing momentum in the public health sphere
over recent decades, and which draw on a rich
history of WHO work in areas such as health in
all policies and the social determinants of health.
Some of the important concepts from the Health
2020 values include:

+ transparency

+ community resilience

+ supportive environments

+ enabling environments

+ asense of belonging

+ asense of control

+ awhole-of-government approach
+ awhole-of-society approach

+ participatory governance

+ responsible governance

+ accountability

+ alife-course approach

+ empowerment

+ people-centred health systems
« fit-for-purpose health systems
+ adaptive policies.



As a values-based policy framework, Health 2020 is
also closely aligned with Agenda 2030. An indicator
mapping exercise conducted by the Regional Office
in 2016 determined that 76% of all Health 2020 in-
dicators aligned with those of the sustainable de-
velopment goals (SDGs) measurement framework
(46). This close parallel between the frameworks
also extends to some core values. For instance,
well-being is a key component of SDG3. Promoting
empowerment and community resilience are also
central concerns throughout Agenda 2030, particu-
larly at the top level in SDG5 and SDG6.

WHQ'’s approach to health statistics has always
been firmly rooted in traditional public health
epidemiology. This continues to be a fundamental
component of monitoring and reporting strategies
for the measurement of values-based concepts
from Health 2020.

However, WHO European Region Member States
have recognized that painting a fuller picture of
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Health 2020 implementation, and reporting mean-
ingfully and holistically on the full breadth of the
health-related SDGs, requires a broader approach
to monitoring and reporting.

In order to help the organization develop a holis-
tic approach that includes both quantitative and
qualitative methods to measuring key Health 2020
concepts, WHO has, over the last three years, con-
vened several expert group meetings, commis-
sioned a number of reports from the Health Evi-
dence Network (HEN), and worked with one of its
collaborating centres on an innovative approach
to reporting well-being. Several priority concepts
from the Health 2020 values were identified for
measuring, based on some agreed-upon princi-
ples (see Box 3.1). In addition to well-being, these
were community resilience, community empower-
ment, life-course approach, and whole-of-society
approach (44, 45).

Subsequently, HEN reports were commissioned
for each of these concepts, in order to better un-
derstand and define the concepts themselves, as
well as how to measure and report on them.

+  New measures should strategically align with Health 2020 and have relevance to the

SDGs.

+ Any new measure should add value and have revelatory power.

+ Data that is generated should stimulate meaningful action.

Any new data collection should impose a minimal reporting burden on Member States.

+ Concepts should have a capacity to promote equity.

+ Concepts should be amenable to measurement.

Concepts should have longevity.

« Constructs and concepts should be sound and comparable across Member States.
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Using qualitative approaches

Besides identifying a potential list of quantitative
indicators, an important task for each of the
HEN reports was also to consider ways in which
qualitative approaches might enhance the
measurement and reporting of these concepts.
A recently published WHO policy brief entitled
Culture matters: using a cultural contexts of
health approach to enhance policy-making, argues
forcefully for the importance of expanding the
evidence base to systematically include research
from the humanities and social sciences, with
a focus on mixed-methods research on the social
and cultural drivers of health and well-being (47).

Qualitative approaches from the humanities and
social sciences are uniquely positioned to reveal
truths beyond hard numbers and can provide val-
uable insights on the more intangible drivers of
health and well-being. Statistical data can be en-
riched by qualitative evidence that:

+ helpstointerpret and contextualize quantitative
data, in order to reduce cultural bias in measur-
ing and reporting on health and well-being;

« captures and clarifies the diverse -cultural
contexts in which well-being is defined and

experienced by particular population subsets
(based on factors such as age, gender, and
socioeconomic status) and those that are not
always captured by quantitative methodologies,
e.g. migrant communities;

+ explores the ways in which cultural factors
might be used to enhance the health and
resilience of individuals and communities
across the Region;

« facilitates multidimensional, cross-sectoral,
and culturally specific approaches to enhanc-
ing health and well-being;

+ informs research priorities by enabling the
identification of gaps in knowledge, including
perhaps the selection of further indicators in
the future.

Using qualitative and quantitative methods in
tandem can generate new types of information
to inform policy in a meaningful way. It is an ap-
proach that has been firmly supported by the UN
Secretary-General’'s Independent Expert Advisory
Group on a Data Revolution for Sustainable De-
velopment, which encouraged the whole UN fam-
ily to “provide a place for experimentation with
methods for integrating different data sources,
including qualitative data, perceptions data and
citizen-generated data” (48).

Box 3.2. Health Evidence Network (HEN) synthesis reports

HEN is an information service for public health decision-makers in the WHO European Region,
which has been operating since 2003. The network is coordinated by the Regional Office under
the umbrella of the WHO European Health Information Initiative. HEN assists public health
decision-makers to use the best available evidence when formulating policy and strategy. Its
report series provides summaries of what is known about a policy issue, identifies the gaps
in the evidence and explains the issues under debate. Based on the synthesized evidence,
HEN proposes policy options for further consideration by policy-makers. While policy-makers
are the primary target group for HEN synthesis reports, increasingly the Regional Office is
using the evidence provided as an authoritative source to guide the formulation of action
plans, strategies — or as shown in the European health report — to develop Health 2020-related
indicators. So far more than 50 reports have been published, on a diversity of health topics.




Under the umbrella of the WHO European Health
Information Initiative (EHII) (a network coordinat-
ing all health information activities in the WHO
European Region), the WHO Regional Office for
Europe has therefore developed an action plan
which promotes the use of innovative monitoring
techniques for values-based concepts, including
well-being, community resilience and empow-
erment. As such, the Action plan to strengthen
the use of evidence, information and research
for policy-making in the WHO European Region
(EUR/RC66/12) is particularly concerned with de-

Well-being has long been recognized as an
important component of health. In 1948, WHO
defined health as “a state of complete physical,
mental and social well-being and not merely the
absence of disease orinfirmity” (49). More recently,
Health 2020 has identified the enhancement of
well-being as a key target of health policies across
the Region, while Agenda 2030 highlights the
importance of promoting well-being for all at all
ages as part of SDG3.

For the purposes of Health 2020, the WHO
Regional Office for Europe has defined well-being
as existing in two dimensions: subjective and
objective. It comprises an individual's experience
of their life and a comparison of life circumstances
with social norms and values (43). WHO measures
objective well-being in terms of social connections,
economic security, environment and education, and
subjective well-being in terms of life satisfaction.
However, effective measurement of well-being
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veloping new and relevant forms of quantitative
and qualitative evidence from various sectors and
disciplines.

In the sections that follow, this chapter outlines
the five concepts from the Health 2020 values for
which the Regional Office is developing measure-
ment and reporting frameworks. In so doing, the
chapter draws heavily on the findings of a variety
of HEN reports, which have provided important
summaries of the best evidence and good prac-
tice in these areas.

is limited by inadequate data sources, a reliance
on mortality and morbidity statistics rather than
measures of positive health, and difficulties
associated with presenting and interpreting
complex information. If Health 2020 targets are
to be met, additional approaches are needed that
enrich the current understanding of health and
well-being.

A number of challenges exist when it comes to
both measuring and reporting on well-being. For
WHO,one ofthekeychallengesisdataavailability.
Although there is an increasing interest among
European Member States in capturing objective
and subjective well-being data, the availability
of such data continues to be variable across the
Region. Given this variability, participants at an
expert group meeting deemed the expansion
of the subjective well-being indicator set to be
currently unfeasible. (50). The Regional Office
is in the position that it can only report on one
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indicator (life satisfaction), making it difficult to
meaningfully analyse any subjective well-being
trends among the European population.

Another important limiting factor of the quantita-
tive approach that dominates well-being meas-
urement is the fact that the concept is shaped
by cultural factors, such as values, traditions and
beliefs. Culture influences all health outcomes
by impacting on people’s health choices, the be-
liefs and attitudes of policy-makers, health care
professionals and members of the public, and
the ways in which health systems operate. A bet-
ter, more qualitatively informed understanding
of the cultural contexts of health can therefore
improve the monitoring and comparability of
well-being indicators across a culturally diverse
region and help governments design and imple-
ment health policies that reflect the needs of par-
ticular communities.

A HEN synthesis report describes how narrative re-
search on well-being “offers great potential for ex-
ploring the cultural nuances of quantitative well-be-
ing metrics, refining those metrics and informing
the debate on how and to what extent well-being
can meaningfully be compared across cultures”
(57). The following sections introduce some of the
qualitative methods and sources that can be used
to supplement statistical data and help to clarify
the importance of culture in shaping health and
well-being across the Region.

Historical studies
Historical studies can reveal a lot about the so-

cial, political, economic and cultural determinants
of health and well-being (52—54). Historians use

a wide range of sources, such as written records,
oral history and visual media, to investigate how
social, cultural and economic factors have influ-
enced developments in medicine and health care
and shaped subjective experiences of health and
disease. By employing the same methodologies
we can:

+ help to understand how cultural beliefs and
norms have shaped health and well-being over
time and across the Region;

+ show how the collection, presentation and
interpretation of quantitative well-being data
have been influenced by social and cultural
factors;

+ investigate the interactions between shifting
cultural values, expectations and norms and
health behaviours; and

« demonstrate the impact of changing econ-
omic, political and cultural contexts on the
development and delivery of public health
services.

In-depth qualitative and ethnographic
studies

Researchers within the social sciences use
a range of qualitative methods, including
interviews, focus groups and ethnographic
approaches, to compare experiences of health
and well-being across and within geographical
and cultural settings (see Box 3.3 for an
example). Much of this work has examined the
manner in which cultural factors intersect with
social, political and economic circumstances
to determine patterns of disease and ill-health
and influence the way people experience well-
being. A major benefit of such approaches lies
in their capacity to pay close attention to lived
experience and to reveal factors that enhance or
undermine resilience within particular population
subgroups (55, 56).
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Box 3.3. Gender, health and well-being in the Russian Federation: using an
ethnographic approach to understanding well-being

Life expectancy in the Russian Federation is 12 years lower for men than for women.
Qualitative research examined gendered meanings of health and iliness among the Russian
lay public in order to explain this disparity. The study demonstrated how cultural norms
and expectations relating to gender roles and strong notions of masculinity reinforced the
role of alcohol in men’s lives. Discourses relating to individual choice and responsibility
in health and well-being were found to be weak, with culturally defined gender roles and
relations static and unquestioned. The study argues that more explicit promotion of “gender
awareness” within society and policy would have beneficial health and well-being outcomes.

Source: Pietild | and Rytkdnen M (57).

Study of cultural heritage

Examination of cultural heritage can provide
important insights into the societal norms and
values that influence people’s daily choices and
health-related behaviours. It can also enable an
understanding of the factors that promote resil-
ience and a sense of belonging, and the factors
that exclude certain groups from this. Much of the
work undertaken on cultural heritage has focused
around the analysis of literature, films, art and

Measuring and reporting on

The concept of resilience has gained a lot of trac-
tion in the public health arena over the last decade,
featuring most recently as a theme at the 2017 Euro-
pean Public Health Conference. Generally, resilience
refers to positive adaptation, or the ability to recover
from significant adversity (60). It is argued that the

sites deemed to be of historical or cultural sig-
nificance. However, it is increasingly recognized
that more mundane, everyday outputs and rituals,
such as food consumption, can also shape, and
be shaped by, local norms, values and behaviours.
Examining how people engage with forms of cul-
tural heritage, such as visiting museums and gal-
leries, and take part in creative activities such as
reading can provide insights into the ways that
diverse social groups seek and obtain a sense of
well-being (58, 59).

community resilience

ability to bounce back (or indeed, “bounce forward”),
enables individuals and communities to face life’s
difficulties head on and to utilize their skills and
strengths to cope with and recover from problems
and challenges without resorting to unhealthy, de-
structive or dangerous coping mechanisms.
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Although some research suggests that an individ-
ual’'s capacity for resilience is at least partly genet-
ically determined (67), it is generally agreed that
resilience is best conceived as a dynamic process,
rather than merely as a trait or a quality that can be
possessed. As such, resilience can be shaped and
strengthened through outside interventions, mak-
ing it a trait that is amenable to policy action (62).

In Health 2020, the Regional Office has defined re-
silience as the dynamic process of adapting well
and responding individually or collectively in the
face of challenging circumstances, economic cri-
sis, psychological stress, trauma, tragedy, threats
and other significant sources of stress. It can be
described as an ability to withstand, to cope with
or to recover from the effects of such circum-
stances and the process of identifying assets and
enabling factors. Health 2020 places particular
emphasis on the importance of creating resilient
communities and the idea of helping people to
help themselves.

The concept of resilience, and indeed resilient com-
munities, is also frequently used in the context of
disaster risk reduction (such as flooding) and the
importance of creating appropriate infrastructures,
systems and decision-making processes. In fact,
like many concepts from Health 2020, resilience is
a multisectoral concept, and defined slightly differ-
ently according to the context in which it is used.

Measuring resilience is, therefore, a complicat-
ed undertaking involving complex pathways of
change between individuals, communities and sys-
tems. While broad descriptions of resilience make
it possible to provide a framework for understand-

ing it (62), specific definitions vary by disciplinary
perspective. Thus, while resilience is often defined
as the ability to adapt and bounce back from ad-
versity, it can also refer to the ability of a system to
absorb, change, and still carry on (63). As applied to
social systems, resilience can refer to the capacity
of a community system, or part of that system, to
absorb and recover from disruptive events (64).

Given the importance that Health 2020 places spe-
cifically on community resilience, the focus for its
measurement is also placed on a community level.
Community resilience involves the interaction of
individuals, families, groups and the environment
and is influenced by a wide range of factors that
may promote, represent or threaten resilience in
diverse community settings. Challenges in meas-
uring the resilience in a population or community
can vary from the issue of cross-cultural equiva-
lence to the way one measures exposure to a sig-
nificant threat or severe adversity and the quality
of positive adaptation among individuals at risk.
Monitoring community resilience also brings into
focus the individuals who constitute a community,
the informal community leaders, the formal and in-
formal networks, and the hierarchies that exist at
different levels in the local area (65), all of which
can be extremely difficult to measure. In addition
to these general concerns, there are also specific
issues where the voices of certain populations,
such as young people or vulnerable groups, may
not be adequately represented. For instance, in the
case of young refugees, there is frequently a reli-
ance on the answers of informants such as par-
ents rather than on information provided by the
young refugees themselves (66).

Identifying resilience ata community level involves
uncovering strengths (such as networks and
activism), as well as vulnerabilities (such as social
isolation), in orderto see acommunity inits totality.
Resilience has been evaluated as a decrease or
an absence of psychopathology (67), success
in meeting developmental milestones (68), or



a high state of well-being. However, indicators
associated with resilience are often overlooked
by traditional forms of measurement and some
initiatives and their outcomes will not be readily
captured by traditional measurement tools (e.g.
surveys and interviews). Qualitative approaches,
on the other hand, focus on subjective feelings,
meanings, and experiences and in doing so make
it possible to understand why people behave
in particular ways (69). Researchers argue that
qualitative research can explain not only what
is going on but how and why. It can account for
cross-cultural diversity in individual contexts by
producing authentic results that reflect the lives
of the people studied (70, 71).

Monitoring community resilience brings into
focus the individuals who constitute a community
(such as the informal community leaders), the
formal and informal networks, and the hierarchies
that exist at different levels within the local area.

Based on evidence reviewed in a forthcoming HEN
report, several possible options for measuring com-
munity resilience have been identified (72). At a min-
imum, 4-5 core indicators could be selected from
two key domains: social and economic. In the social
domain, this might include access to social net-
works, family support and civic participation. In the
social domain, this could be measures of unemploy-
ment and poverty/financial insecurity. A further set
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of 5-6 additional indicators could include crime and
safety, education and skills, and quality of the built
environment. This could then be further supplement-
ed with efforts to build good practice on the meas-
urement of health-related community resilience, by
building a learning network. For instance the HEN
report highlighted that many cities and areas in Eu-
rope have started to focus on community resilience
and the measurement of vulnerabilities and assets.

Importantly, however, the report also emphasizes
that, for a measurement framework on resilience to
be truly comprehensive, the analysis of meta-data
across dimensions would need to be supplemented
with qualitative participatory case studies to
support the engagement of communities facing
marginalization or high levels of adversity. This is
because qualitative research:

+ allows communities to identify what aspects of
community resilience are important for them;

+ facilitates identification of vulnerabilities and
assets in a local context so that people can
build joint actions over time; and

+ helps to build an evidence base by unpacking
the social connections and mechanisms of
change between wider determinants of health
and community resilience.

While qualitative case study research is usually
small scale and can be difficult to scale up, the
insights that are gained can nevertheless often
uncover important transferrable lessons, particu-
larly when the approach is underpinned by a co-
herent conceptual framework, as illustrated by the
case study detailed in Box 3.4.
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Box 3.4. Exploring community resilience in a village context — a qualitative
case study from Norway

The coastal village of Senja lies in the arctic region of northern Norway. This village is reported to
have suffered a number of challenges mostly in relation to climate change and a fall in population
numbers. A qualitative case study examined the community response to change and sought to
understand the role of community resilience in adapting to change in this specific arctic context.
A mixed-method approach was considered essential to explore community resilience in the local
context, drawing on conceptual frameworks to understand the domains of community resilience,
and qualitative data from interviews, participant observation, document analysis and media
searches. Six dimensions of community resilience were identified in the village:

« Community resources. Senja was seen to be “resourceful” in terms of human and natural
resources, but the population fall was a threat to increasing community resilience.

«  Community networks. The residents in the village were strongly engaged with evidence
of activities to maintain and improve networks.

« Institutions and funding. “Dugnad” is the contribution of community volunteering which
helps to maintain services and institutions. Active contribution from local government
and the community was seen as critical.

+ People—place connection. Many of the initiatives to develop the village focused on well-
being and a sense of place.

+ Active agents. People who make things happen both as informal or formal leaders or as
facilitators of the process.

« Learning. Continued learning was regarded as vital in responding to future unpredictable
challenges.

Source: HEN Report 63. What quantitative and qualitative methods have been developed to measure health-related community
resilience at a national level? (72).




In 2006, the WHO Regional Office for Europe
commissioned a HEN report which addressed the
question: What is the evidence on effectiveness of
empowerment to improve health? (73). The report
concluded that empowerment is indeed one of
the prerequisites for health. Increasingly, the
Regional Office has therefore looked to integrate
the concept into its health policy thinking.

Empowerment has a very wide range of meanings,
definitions and interpretations. Broadly speaking,
the concept refers to the process of enabling
individuals and communities to increase control
over their lives. Empowering communities brings
with it a wide range of benefits such as cost-
effectiveness, increased cohesiveness, reductions
in mortality, capacity-building and improvements in
health (74). When empowerment is foregrounded by
policy-makers it can lead to positive health-related
outcomes in a range of social and cultural contexts
(75-79). These outcomes include enhanced
personal and coping skills, more effective use
of health services (80, 87), reduced disparities in
access to resources and improved implementation
of the policies themselves (76, 82).

In the context of Health 2020, empowerment is
the means through which people can gain greater
control over decisions and actions affecting their
health. Because the concept of empowerment
addresses the social, cultural, political and
economic determinants of health, it plays a central
role within Health 2020. Empowering people is
therefore one of its priority areas.
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There is consequently a clear need to be able to
measure and report on the degree to which Mem-
ber States have been successful in implementing
policies that help to empower communities.

Although the concept of empowerment has been
well studied, it is still difficult to measure and
implement. This is partly because it has been
engaged with from a variety of perspectives, in-
cluding community development, community
psychology and economics. This definitional
complexity is further compounded by the fact
that empowerment is a multilayered concept op-
erating at a psychological, family, organizational
and community level. These layers are interlinked,
culturally and contextually, and the process of em-
powerment is likely to vary according to the com-
munity, organization or society where it is being
operationalized (83).

A recent systematic review of empowerment
measures in  health promotion evaluated
the measurement properties of quantitative
empowerment scales andtheirapplicabilityin health
promotion programmes (84). Although this review
has done much to summarize the current state of
play, it has two significant limitations. Firstly, its
focus is on measuring the impact of interventions
in small communities, rather than assessing the
level of empowerment within a broader population.
Secondly, it exclusively surveys research literature
in English. Thirdly, and most importantly, the study
deliberately leaves out qualitative and mixed-
method approaches to measuring empowerment.
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A first attempt at measuring community empow-
erment might draw on quantitative indicators
relevant to community empowerment that are
commonly available at the national level, such as
the following.

+ The percentage of communities (as defined at
a geographical or administrative level through
census clusters) with access to a functioning
paved road (or percentage of communities with
access to sufficiently developed infrastructure).

+ The percentage of single-headed households.

+ The percentage of women in political office or
senior management positions.

+ The percentage of communities in which all
adult members have at least completed the
minimum legal required level of education.

+ The percentage of total government budget
transferred to community-based organizations.

+ The average social network density; for
example, the number of formally registered
nongovernmental organizations per capita.

The life-course is a socio-culturally defined se-
guence of age categories that people are normal-
ly expected to pass through as they progress from
birth to death (87). The concept is based on an un-
derstanding that a complex interplay of biological,
cultural, psychological, and social protective and
risk factors contribute to health outcomes across
the span of a person’s life (88).

Additional indicators relevant to civil society, in-
cluding access to social networks and the oppor-
tunities created by government for civic spaces,
could further enhance a quantitative measure-
ment approach.

Once again, however, qualitative methods
have a vital and complementary role to play in
understanding the meaning and experience of
empowerment for different groups (85). Given that
empowerment is a complex multilevel construct,
mixed-method approaches can facilitate a deeper
understanding of the social and political dynamics
through which this is achieved, for instance where
community mobilization or policy advocacy is
being undertaken (86). Empowering communities
also involves making a qualitative and subjective
improvement in people’s lives, which can be
difficult to measure. In particular, qualitative
approaches could help access the narratives of
marginalized populations in society, using focus
group discussions, semi-structured interviews
and other in-depth qualitative techniques.
A purposive sampling strategy would help identify
participants by choosing specific characteristics
that would allow for a range of perspectives.

Life-course theory first emerged in the fields of
sociology and developmental psychology in the
early 1900s. It was subsequently developed in
the 1960s into an approach intended to analyse
people’s lives within structural, social, and cultur-
al contexts (89, 90). Over the last two decades,
the life-course approach has become a power-
ful organizing framework for the study of health,
illness, and mortality, and is now frequently con-



sidered as the leading theoretical orientation for
the study of patterns of lives as they unfold (97).

With the introduction of Health 2020, the life-course
approach has become a fundamental organizing
principle for the way in which the Regional Office
and its Member States seek to approach health
and health care. At the WHO European Ministerial
Conference on the Life-course Approach in the
Context of Health 2020, held in Minsk in October
2015, Member States signed a declaration in which
they agreed that a life-course approach (92):

+ “builds on the interaction of multiple promo-
tive, protective and risk factors throughout
people’s lives”

+ “adopts a temporal and societal perspective
on the health of individuals and generations,
and on the intergenerational determinants of
health”

+  “encompasses actions that are taken early, ap-
propriately to transitions in life and together as
a whole society”

“confers benefits to the whole population
across the lifespan, as well as benefits accru-
ing to the next generations”.

Beyond Health 2020, the relevance of the life-
course approach has been further reinforced as
part of Agenda 2030 and the SDGs. Preparing for
an ageing population, for instance, is vital to the
achievement of the integrated 2030 Agenda, with
the issue of ageing cutting across the goals on
poverty eradication, good health, gender equality,
economic growth and decent work, reduced ine-
qualities and sustainable cities.
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At the 63rd European Regional Committee, Mem-
ber States adopted a resolution on indicators for
Health 2020 targets (EUR/RC63/R3) in which they
requested the Regional Office to lead further work
to explore means of measuring and setting targets
for health. Subsequently, as part of the Minsk Dec-
laration, Member States resolved to make greater
use of the life-course approach as a basis for as-
sessing and monitoring the effectiveness of poli-
cies and programmes.

Consequently, there is now a need to develop
a measurement strategy which would allow the
Regional Office to monitor and report on how
Member States are in fact implementing a life-
course approach within their health policies and
programmes. It is understood, however, that part
of the strength of the life-course approach is its
multidimensional nature. For instance, the ap-
proach emphasizes resilience, equity, and social
and cultural contexts, among many other protec-
tive and risk factors. In order to adequately un-
derstand the impact of a life-course approach on
public health policies, a purely quantitative meas-
urement strategy may not be sufficient.

One way of arriving at a measurement strategy
for implementation of the life-course approach
would be to improve the efficacy of data collec-
tion efforts by aligning existing monitoring frame-
works more explicitly with the core principles of
the life-course approach itself. For this, unambig-
uous definitions of the core concepts and the con-
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structs that need to measured must be generated
as a priority. The next step is to then identify the
key areas and targets for monitoring a life-course
approach and conduct in-depth reviews for each
area to identify indicators with the necessary
characteristics.

Quantitative measurements via surveys and other
tools can potentially overlook or poorly interpret the
context-specific, individual, cultural, sociopolitical,
economic and environmental factors that influence
health and well-being throughout life. However,
qualitative life-course methodologies are rather pe-
ripheral and have not been harnessed to their full
potential (93). Qualitative methods help to present
narratives that broadly reflect the gendered social
norms about parent-child relations. They also pro-
vide “lived experiences” from ageing populations
about how satisfied they are with the life they have
lived. Such information enables a deeper under-
standing of motivations, desires and regrets. For
the evaluation of the Healthy Start programme (94),
site visits were conducted to gain an understand-

The concept of a whole-of-society approach first
emerged in the field of public policy around the
turn of the millennium to describe the need for
a holistic response to changing social and health
challenges (95, 96). Researchers and nongovern-
mental organizations have since refined the con-
cept in an effort to create novel multidisciplinary,
multisector and multilevel approaches to science,
education and governance (97, 98).

Public health research from recent decades has
shown that improving health is a multisectoral
process. Population health and well-being are in-

ing of how projects design and implement service
and system components as well as the perceptions
of the programme staff on how these components
influence intermediate outcomes. Interviews with
project directors, case managers, local evaluators,
clinicians, consortium members, outreach/lay work-
ers and other stakeholders were conducted. Re-
sults suggested that outreach, case management,
and health education were perceived as the service
components that contributed most to their achieve-
ments and cultural competence and community
voice were overarching project components that ad-
dressed racial and ethnic disparities.

Moving towards a life-course paradigm is a long
process and requires a lot of groundwork to initiate
long-lasting change. Targeting key stages such as
pre-conception and pregnancy and early childhood
will provide long-term sustained benefits. The life-
course approach can be executed in parallel with
measures to achieve the SDGs, with supportive
leadership and commitment.

fluenced by a range of issues that lie outside of the
health sector’s remit (99). This has led to a more
integrated, whole-of-governance approach. It has
also highlighted the need to include nongovern-
mental actors in political processes aimed at im-
proving public health.

The whole-of-society approach acknowledges the
importance of all sectors of society on people’s



mental and physical health and thus the importance
of multisectoral collaboration for improving public
health. According to the WHO definition of the
term, “whole-of-society” refers to an approach that
aims to extend the whole-of-government approach
by placing additional emphasis on the roles of
the private sector and civil society. By engaging
the private sector, civil society, communities
and individuals, the whole-of-society approach
can strengthen the resilience of communities
to withstand threats to their health, security and
well-being. A whole-of-society approach goes
beyond institutions: it influences and mobilizes
local and global culture and media, rural and urban
communities and all relevant policy sectors, such
as the education system, the transport sector, the
environment and even urban design (700).

Overthe course of the last two decades, the whole-
of-society approach has become an important
framework for public health policy. In 2012, the
UN General Assembly adopted a whole-of-society
approach as a response to the challenge of
noncommunicable diseases (707).

Whole-of-society approaches towards public
health have been implemented in several
European Member States (e.g. Austria, Finland
and the Netherlands) (702, 703). For instance,
the “Decade of Roma Inclusion 2005-2015" is
a multicountry whole-of-society initiative that
brings together governments, intergovernmental
and nongovernmental organizations as well as
Romanicivil society to accelerate progresstowards
improving the welfare of Roma. Despite mixed
outcomes, there is some evidence to suggest that
some progress has been made on Roma health
since the beginning of the project (104).

WHO'’s “Government for health” strategy is based
on the understanding that “the entire society
must be understood as being responsible for its
health” (100). In line with this, the whole-of-society
approach seeks to include all sectors of society in
the political process. Thus, the approach constitutes
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an overarching principle for several of the other
concepts considered essential to Health 2020:
e.g. health in all policies, the whole-of-government
approach and the contribution of civil society.

Like Health 2020, Agenda 2030 stresses the
necessity for partnerships between governments,
the private sector and civil society, in order to
meet the SDGs. Among the targets for Goal 17
“Revitalize the global partnership for sustainable
development”, is “encourage and promote effective
public, public—private and civil society partnerships,
building on the experience and resourcing
strategies of partnerships” (705). Thus, a better
understanding of the whole-of-society approach
would be crucial for monitoring the implementation
not only of Health 2020 but also of Agenda 2030.

Measuring the degree to which the whole-of-
society approach has been implemented is,
however, a complicated undertaking. The whole-
of-society approach involves the interaction
of individuals, communities, private sector
companies, nongovernmental organizations and
governments and is influenced by a wide range of
factors that may promote, represent or threaten
the involvement of various sectors of society.

While the concept of the whole-of-society approach
has been used in the development arena for several
decades, measurement strategies for monitoring
the degree to which it has been deployed have
not yet existed to any robust degree. One of the
reasons for this might be because at the heart
of this approach lies the idea that governments
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should adopt more of a stewardship role, and
that the responsibility for the implementation of
a whole-of-society approach is shared across all
stakeholders (706). Nevertheless, governments
can be held accountable for the degree to which
they enable this approach to take root, and as such,
finding ways to measure the implementation of the
whole-of-society approach is vital.

A useful starting point for the purposes of Health
2020 might be to see the measurement of im-
plementing this approach as an amalgam of the
other concepts which have been described in
this chapter. In particular, well-being, community
resilience, and community empowerment should
be considered important components of this kind
of approach, and the various ways of measur-
ing these should also be integrated into meas-
uring the implementation of a whole-of-society
approach. On a more finely grained level, recent
work by the International Labour Organization
and the United Nations Volunteers has suggest-
ed that volunteerism is an excellent source of in-
formation that can be used by countries to show
a whole-of-society approach (707). Qualitative

While important inroads have been made into bet-
ter understanding how values-based concepts,
such as those introduced by Health 2020, can be
measured and reported on, much work still needs
to be done. It is worth reiterating, for example,
that the concepts outlined in this chapter repre-
sent only a small (albeit important) number of the
Health 2020 values. In order to properly evaluate
the impact of Health 2020, the remaining con-
cepts from the Health 2020 values also need to
be systematically reviewed, and options for meas-
uring them, based on the best available evidence,
need to be developed.

evidence, particularly in the form of case studies,
could be useful to demonstrate what countries
are already doing with regard to public, private
and civil society initiatives to reach out to ordi-
nary citizens so that they can become drivers of
their own health and development in the spirit of
Health 2020 and Agenda 2030.

The relevance of community-based participatory
research and implementation strategies that have
already been mentioned with regard to other Health
2020 concepts should also be highlighted. Individ-
ual and community knowledge can be collected
through a variety of sound methodological ap-
proaches (such as photovoice techniques, forum
theatre sessions, focus groups, etc.). These should
be hallmarks of a whole-of-society approach that
actively involves the public in setting research
priorities and validating the relevance of the evi-
dence base. When cultural contexts are valued in
this way, real-world relevance and translatability
are enhanced and stakeholders are empowered to
partner actively with academics and policy-makers
throughout the governance process.

Beyond just reporting on Health 2020, however,
further efforts need to be made by WHO across
the entire organization, to consistently incorporate
a mixed-methods approach into its reporting
outputs, particularly at the country level. For any
public health agency to convince its stakeholders
of the importance and validity of its data, the
analysis has to be contextualized using evidence
from a wide range of quantitative approaches.

These new forms of evidence will help create
a more holistic understanding of health and
well-being in the 21st century, and will also equip
the Regional Office to support its Member States
to better report on, and implement, the SDGs.
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Reliable and timely health information is the foun-
dation of effective public health action, working
towards the goal of universal health coverage. It is
imperative for countries aiming to use their limited
resources wisely (708). Data and information are
needed to inform policy decisions, in the design of
programme interventions, and for monitoring and
evaluation but may be unavailable or not fit for
purpose (709). The rapid provision of reliable in-
formation is equally key to dealing with emergent
diseases and other acute health events, ultimately
saving lives (710).

In public health, “data” usually refers to statistics
reported from health care facilities, survey data or
data collected through observational studies. Dis-
tinctions can be made between routinely reported
data and data that are collected at certain times
or over a specific period of time as part of a spe-
cial study or survey. Both routine and non-routine
data, as well as data from research systems, are
required and contribute to a fuller picture of any
given public health issue (777).

When data are analysed and interpreted, their use
characterizes them as information, i.e. “facts that
have been arranged and/or transformed to pro-
vide the basis for interpretation and conversion
into knowledge” (1712, p.61).

There are three key elements that, if designed well,
interlink to provide the high quality and relevant
evidence required to advance meaningful public
health action. These are health information,
health research and knowledge translation
and are discussed in this chapter, followed by
a discussion of the initiatives being taken by
WHO and its Member States at the regional level
to encourage a harmonized and interoperable
information system for Europe that will underpin
sustainable change to achieve the goals of Health
2020 and the SDGs.

There is a general bias towards quantitative
data and information, such as descriptions of
health status and mortality rates. Statistical
associations between health outcomes and risk
or protective factors are also frequently used
in assessments of the effectiveness of public
health interventions (773). While statistics are
undeniably valuable — being described as “the
eyes of the policy-maker” by one senior official
(114) - approaches in the WHO European
Region such as Health 2020 (4) and health in
all policies (713), suggest that the concepts of
health data and health information should be
expanded (713, p.13).

In order to fully capture the nature of health
concerns and ultimately change public health
outcomes, health data and information need to
move beyond strict quantitative formats to re-



flect social and environmental determinants of
health and other data, as suggested in the pre-
vious chapter on new sources of evidence (see
Chapter 3).

In this respect, the active engagement of civil
society in participatory and voluntary e-governance
processes are necessary to create information,
and ordinary citizens may also be central data
producers and interpreters; e.g. in crowdsourced
public health research (7175).
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Data from existing sources can also be used to
generate new information. An example of this
so-called “secondary use” of data (776) is the
development of summary measures for popula-
tion health. This is an important approach that
attempts to simplify complex information about
diseases such as risk factors, the likelihood of
resulting disability or other harm (morbidity), or
death (mortality). Box 4.1 outlines some of the
commonly used summary measures.

health gaps, including:
+ Healthy life years
- Disability-adjusted life expectancy

+ Disability-adjusted life years.

Box 4.1. Overview of summary measures of health

There are various summary measures that can be used, based on health expectancies or

These measures can be developed to compare population health across communities and
over time and provide a fuller picture of which diseases, injuries and risk factors contribute
to poor health in a specific population. This is probably the most common use of summary
measures.

This information can then be used to assist in decision-making, including the prioritization
of funding and the allocation of other resources, and assess which information or sources
of information are missing, uncertain or of low quality.

Source: Devleesschauwer B, Maertens de Noordhout C, Smit GSA, Duchateau L, Dorny P, Stein C et al. (177).
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The disability-adjusted life year (DALY) has
emerged asthemostimportant summary measure
of population health (777). By integrating DALYs
into official national data collection systems,
comparable estimates based on recent local data
can be made, as has been done in the Netherlands
and Australia (777). However, limitations with
regard to harmonization, timeliness, inclusiveness
and accessibility of databases may present
obstacles to effective integration and secondary
usage (718). To catalyse the secondary use of
data, it is necessary to reduce the burden of data
collection on health care providers to ensure
timely reporting, as well as to find workable ways
to access health insurance data and utilize new
health technologies. But to improve the use of all
this available data and health information, it is
vital to include a systems perspective.

Health information systems that provide reliable
and timely health information are essential not
just for measuring the health impact of policies
and interventions, but also to be able to track pro-
gress towards implementing universal health cov-
erage and reaching international health targets.
However, few countries have sufficiently strong,
effective and well-used health information sys-
tems that support adequate monitoring of pro-
gress towards achieving the SDGs. A good health
information system has four key functions:

+ data generation

« compilation

+ analysis and synthesis

+ communication and use.

Health information systems enable decision-
makers at all levels to identify problems and needs,
and make evidence-informed decisions. They can
be considered as the backbone of health systems
as they enable the performance and effectiveness
of health systems to be regularly monitored and
hence guide the development of strategies to
improve (1179).

A systemic and systematic way of thinking about
health information creates a more integrated ap-
proach. Recently, the concept of information sys-
tems for health has been introduced, which offers
a more comprehensive perspective. They are “an
integrated effort for the convergence of intercon-
nected and interoperable systems, data (including
health and vital statistics), information, knowl-
edge, processes, standards, people, and institu-
tions, supported by information, digital and com-
munication technologies that interact (or help) ...
for better policy- and decision-making processes
in public health systems” (120, p.29).

Information systems for health focus on the use
of information in decision-making, building on
the foundation of solid and reliable health infor-
mation systems while taking a broader approach
that includes data from non-health sources and
technology, such as promoting innovation and the
use of affordable applications for digital health?,
including telemedicine, m-health and e-learning.
They provide a national - rather than a health -
perspective, and involve other sectors (e.g. edu-
cational, economic) in relation to health in all
policies (113).

Consistent integration and accessible and open
data must be central to each area of the infor-
mation system for health, with data collected in

8 Theterms eHealth and digital health are used interchangeably in this report, reflecting their evolution and the discussion

among Member States at the 71st World Health Assembly.



a well-coordinated manner to minimize overlaps
and allow datasets to be combined (727).

The transformation of data into health informa-
tion® is mediated by many social and economic
factors (718), such as financial constraints on
collecting public health data. These factors may
impair the quality of the resulting information,
while new developments may facilitate informa-
tion-creation processes, e.g. information technol-
ogy advances that enable large volumes of data
to be processed and analysed in shorter periods
of time (722).

In order to gain a deep conceptual understand-
ing of factors that influence health systems and
policies, policy-makers require in-depth, detailed
descriptions of why policies and interventions
are or are not effective. These need to address
questions on the usability, meaningfulness, fea-
sibility and appropriateness of these policies and
interventions.

Despite the strength of summary measures like
those described in Box 4.1, scientific criteria alone
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are rarely sufficient to persuade policy-makers,
who must also consider policy context, stake-
holder perceptions and societal values (723).
Thus, data should be presented so as to empha-
size their relation to past trends, current policy pri-
orities and fiscal considerations, with the further
development of data and information collection
oriented towards outcomes (7217).

Presentation is key; this ranges from “the most
common static graphs, charts and maps through
to infographics and complex interactive graphs.
However, visualization is not a straightforward task
and it is essential that the underlying information is
represented accurately and consistently through-
out” (124, p.15). Presentation can add value to
health information packaging “by using application
tools such as models and simulations to fill gaps
and present scenarios” (124, p. ix).

Information can also be conveyed indirectly
through secondary channels such as the media.
Providing data in flexible and customizable for-
mats can further facilitate the use of health infor-
mation (778). The European Health Information
Gateway (see Box 4.2) can assist countries in
many of these areas.

9 “Health information” refers to all information, data, research and evidence that determines health and facilitates policy-making.
The activities necessary to obtain health information and bring this information into the health policy-making process can
be described as “public health monitoring and reporting”. The term “health information systems” includes all activities and
resources related to public health monitoring and reporting. It also includes some less tangible elements necessary for
operating a health information system, such as governance mechanisms and legal frameworks, interinstitutional relationships

and values.
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Box 4.2. The WHO European Health Information Gateway — a wealth of
information at your fingertips

“The countries of the WHO European Region have benefited greatly from
the rapid expansion of the Gateway. Open, transparent, well-organized and
comparable health information allows not just for international comparisons
but more importantly for using it in shaping policy decisions and more
effective management at the country level. This is what we are doing
extensively in Malta where we have placed digital health high on the agenda.”

The Honourable Christopher Fearne, Deputy Prime Minister of Malta and Minister of Health.

The European Health Information Gateway is a platform for disseminating health information
in its broadest sense. It is one of the key products of the WHO European Health Information
Initiative to improve access to relevant and integrated health information. A bilingual
platform, it allows easy access and search in English and Russian through data, qualitative
information and reference documents on a variety of topics in public health. In addition to
interactive data visualizations and an intelligent search engine, the Gateway also offers an
application programming interface to enable advanced users to connect directly to its data
warehouse, and a WHO European Health Statistics mobile application.

The Gateway has been designed with the ambition to bring the information closer to its
users, to allow integrated access to health information, to enable dynamic comparisons
and exploration across countries and indicators, to make the information understandable
through blog commentaries, and to make the information reusable and shareable as
graphics, datasets, embeddable parts of webpages and social media messages. By March
2018, the Gateway had been available to the public for two full years, during which time it
experienced a quadrupling of traffic and a rapid gain in popularity in the Russian-speaking
part of the Region. The Gateway is frequently evaluated for functionality and user-friendliness
(usability) by a variety of audiences, from national health information counterparts, WHO
country offices, WHO staff and external academic users. The feedback is considered in the
planning of monthly development cycles. This approach to Gateway development allows
major issues to be quickly addressed and improvements regularly implemented, thus
making rapid steps forward in its development, while keeping it aligned with the needs of
its audiences.

At the time of writing, the Gateway has integrated 12 databases into the platform, including
the European Health for All (HFA) database, and has several more datasets queued for
inclusion during 2018. The HFA database is the Region’s collection of indicator data that are
directly collected from the European Member States or from other international organizations,
and it was established in the late 1980s. The Gateway allows integrated search across all
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Box 4.2 contd.

databases, but at the same time also provides advanced specialized tools for targeted
datasets, such as the “HFA explorer” and “SHIELDS". The HFA explorer is an advanced data
exploration tool for the 1200 indicators in the family of the HFA databases, and enables
a concentrated look into the indicators that have been established in the European Region
for monitoring the health situation. SHIELDS (Synergistic Health In Emergencies Ladder
Development Scale) is a practical platform to present the monitoring and evaluations and
to steer, enhance, monitor and upscale those capacities of Member States to implement the
International Health Regulations 2005.
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As we have seen, data and health information play
animportant role in decision-making, but research
findings are also necessary to identify what works
and how it works in order to guide policy and action
towards an improvement in health and well-being.
Health information and health research are not
merely complementary; these systems are inter-
dependent. A well-functioning health information
system feeds into health research, while a strong
health research system can identify systemic
problems and potential improvements.

Health research has been broadly defined as “the
generation of new knowledge using the scienti-
fic method to identify and deal with health prob-
lems” (125, p. xvii). It encompasses a wide variety
of branches and methods of research, including:
biomedical; clinical; public health; basic; applied;
researcher driven; health system driven; quantita-
tive; and qualitative (726).

The application of scientific knowledge has
supported many global achievements in health,
social and economic development. Nonetheless,
some of the world’s most pressing public health
problems persist. In addition, the production of
scientific knowledge is subject to the increasing
influence of commercial and political interests,
unethical research practices (727) and the
continued existence of major inequities in the
research process, neglecting the diseases of
the poor (i.e. the 10/90 gap). This contributes
to increasing distrust and a loss of confidence
in research and the research community (728).
As a consequence, greater efforts are needed

to support and manage robust health research
processes, as well as to improve the uptake of the
evidence among decision-makers. Such support
and management are part of WHO’s constitutional
core mandate (729) and are central aspects of
the Action plan to strengthen the use of evidence,
information and research for policy-making in the
WHO European Region (39).

In the health sector, a broad distinction is often
made between biomedical and clinical research
versus health system research. Most financial in-
vestment is oriented towards the former, as the
Commission on Health Research for Develop-
ment identified nearly three decades ago, stress-
ing that “problems not classified as diseases,
such as health information systems, costs and fi-
nancing, and the wasteful misuse of drugs” (725,
p. xviii) are neglected fields. Nevertheless, de-
spite the dominance of biomedical and clinical re-
search, international attention in recent years has
increasingly focused on health system questions,
and how health systems and services address
population needs (730). This recent trend ac-
knowledges that “biomedical discoveries cannot
improve people’s health without research to find
out how to apply them specifically within different
health systems, population groups, and diverse
political and social contexts” (128, p.xv) and this
requires sound multidisciplinary scientific investi-
gation with input from the social sciences (7137).
Ultimately, the results of health systems research
should support decisions that are informed by
knowledge that has been validated by scientific
methods (732, 733).

In health research, different forms of evidence
do not carry the same weight. Initially, observa-



tional techniques of epidemiology were used to
construct applied research methods but during
the 1990s, the use of randomized controlled tri-
als (RCTs) became the hallmark of good quality
evidence as the RCT minimized the biases found
within the observational design (734). In recent
years, however, there have been calls to widen the
evidence bases for policy decisions (735). The
conclusions from RCTs can be difficult to gener-
alize outside of the study’s parameters; knowing
what works in specific scenarios may not be help-
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ful if it is unclear why an intervention works and
under what circumstances (736).

Methodologies that address the same issue
through different, but equally important, perspec-
tives may eventually provide more meaningful and
effective solutions (737). These concerns have
transformed the traditional hierarchy of evidence
into more adaptive frameworks “within which dif-
ferent types of research evidence” are integrated
for policy decision-making (Box 4.3.); (738, p.155).

Box 4.3. The evolution of the evidence hierarchy pyramid over time

Instead of looking at the evidence hierarchy in the traditional pyramid — with systematic
reviews at the top, followed by RCTs and then case series and reports at the bottom -
the new paradigm for considering health systems research evidence for policy decisions
uses systematic reviews to critically examine the methodological quality of the underlying
evidence. The clean straight lines drawn between the different study types within the
traditional evidence pyramid are now blurred by the fact that well-designed and well-
conducted observational studies may supersede poorly conducted RCTs. Qualitative
evidence (featuring at the bottom of the traditional evidence pyramid in the form of case
studies) is increasingly recognized as an important input to policy-making. Similar to
systematic reviews, systematic and transparent methods are now being applied to develop
qualitative evidence syntheses. As a consequence, it has been suggested that more than
one evidence hierarchy would be required, depending on the types of research questions,
rather than applying one single evidence hierarchy to all contexts (739).

Source: Noyes J (7139).
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Health research capacity in the
Region and the need for national
health research systems

There is widespread acknowledgement of the
importance of having strong health research
processes that drive national health systems to-
wards equity and improved health. At the same
time, it is understood that health research in
many countries does not currently fulfil its poten-
tial (740-143). The challenge is how to address
this shortfall. WHO therefore developed a frame-
work by which countries can analyse their nation-
al health research from a systems perspective. It
defines the health research system as “the peo-
ple, institutions, and activities whose primary pur-
pose is to generate high quality knowledge that
can be used to promote, restore, and or maintain
the health status of populations. It can include

the mechanisms adopted to encourage the utili-
zation of research” (144, p.816). The framework
outlines four main functions of an effective health
research system: stewardship, financing, creating
and sustaining resources, and producing and us-
ing research.

In the European Region, WHO has commenced
work to support countries in assessing their na-
tional health research systems, developing na-
tional strategies to strengthen the production
of local evidence for local decision-making, and
optimizing current interventions. The first re-
gional meeting on strengthening national health
research systems took place in November 2017
in Sofia, Bulgaria. Member States reaffirmed their
commitment to the Action plan to strengthen the
use of evidence for policy-making through the
adoption of the Sofia Declaration (see Box 4.4).

support decision-making

and strategies for health

Box 4.4. Sofia declaration on national health research systems

Through the Sofia Declaration, the participants of the European Health Research Network
request that the WHO Regional Office for Europe:

+ continues to support the WHO European Health Information Initiative as a fundamental
basis for strengthening evidence, information and research in the WHO European Region

+ supports the building of sustainable capacity, structures and resources in research
systems and strategies for health in Member States

+ encourages Member States to strengthen research systems and strategies for health to

supports Member States in strengthening the systematic use of research evidence in
policy and practice, and closely interlinks the network’s activities with the work of the
Evidence-informed Policy Network Europe

+ encourages Member States to share best practice and experience with research systems

+ advocates for the network to increase its membership
* encourages similar initiatives in other WHO regions.

Source: WHO Regional Office for Europe (745).



The newly established European Health Research
Network, which issued the Sofia Declaration, op-
erates under the auspices of the WHO European
Health Information Initiative and provides tech-
nical assistance and capacity-building opportu-
nities with activities that contribute to the imple-
mentation of the Action plan to strengthen the use
of evidence for policy-making. These include the
development of national strategies to strengthen
and fund national health research institutions; the
establishment or strengthening of national and in-
stitutional ethics review boards; and the provision
of open access to information (39).

Despite widespread recognition of the importance
of health and in particular public health research,
this area has typically been under-funded com-
pared with biomedical research (746,747). Key pri-
orities in health research should be identified and
more funds allocated to develop new methodol-
ogies and innovations to deal with the changing
environments within which health systems oper-
ate (748). However, solely promoting more health
research will not improve the issues outlined thus
far. It is clear that the links and dynamics between
research and policy-making are complex (749).

To increase its societal value and usability,
research needstobe designed strategicallytoalign
with contemporary public health policy priorities.
This means moving away from research driven by
incentives that do not necessarily address local
needs or health priorities. To ensure that national
health research systems respond more effectively,
closer feedback loops from health systems to
researchers should be established. This requires
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explicit priority-setting exercises for both health
research and the allocation of funding (750).

Another route forward is to reorient focus from
generating new knowledge to assimilating what
is already known through systematic reviews. Al-
though they are increasingly being used to inform
health system decisions, they do not attract the
same level of academic credit or public attention
as primary (especially biomedical) research (728).
Systematic reviews rely on a rigorous and trans-
parent methodology, and offer a range of advan-
tages over single studies. The likelihood of being
misled by research findings is lower with a sys-
tematic review that synthesizes multiple studies,
with bias generally decreased in comparison to
an individual study. Confidence in what can be ex-
pected from an intervention is thereby higher, of-
fering generally more precise conclusions (757).
Furthermore, using existing systematic reviews
is time-effective, as the research literature has al-
ready been systematically and transparently iden-
tified, selected, appraised and synthesized (752).
Systematic reviews are increasingly considered
to be an effective lens through which to critically
review a whole body of evidence that can include
a variety of study types and thus better inform pol-
icy decisions.

Engaging policy-makers and researchers, togeth-
er with those who finance, regulate, and provide
health care services, to collectively prioritize and
fund relevant research that includes systematic
reviews should increase their production, rele-
vance and the likelihood of implementation for
policy decisions. This in turn should contribute to
improved health and well-being as only effective
interventions and efficient systems are put into
practice (153).



European Health Report 2018

Knowledge translation and evidence-informed

policy-making

Challenges and barriers to the use of
research

No matter how well the systems of health in-
formation and research may function, they are
a means to improve the degree to which policies
are informed by evidence. Governments are re-
sponsible for overseeing both health information
and health research systems, and ensuring that
the needs of policy-making and implementation
are considered in order that the information and
research may benefit society.

An increased output of evidence alone is insuffi-
cient to generate meaningful changes in health

policy and practice. “Researchers [..] busy filling
shelves of a shop front with a comprehensive
set of all possible relevant studies that a deci-
sion-maker might someday drop by to purchase”
(154, p.141) will rarely impact policy-making.

Evidence-informed, rather than evidence-based,
health policy acknowledges that policy-making is
an inherently political process in which research
evidence is only one factor that influences
decision-making. Scientific evidence often
competes with other factors, such as beliefs,
personal interests, political considerations,
traditions, past experience, and financial
constraints (755,156).

how policy-makers think about issues.

Box 4.5. Use of evidence in policy processes

Evidence can influence the policy process in various ways:

+ Direct use (i.e. “instrumental” or “engineering”) refers to the link between research
findings and their applicability to specific problems that policy-makers seek to address.

+ Selective use (i.e. “symbolic” or “legitimating”) refers to research applied in a political,
strategic way to persuade and legitimize predetermined decisions.

+ Enlightening use (i.e. “conceptual”) refers to research that has informed or influenced

Source: Amara N, Ouimet M, and Landry R (757).



There are major barriers to using research
evidence for health policy-making (758). In
addition to limited access to good quality, timely
research, evidence is sometimes considered to
be irrelevant or to lack value in policy processes
characterized by power, political or budgetary
struggles. In other instances, evidence might
not be considered because policy-makers and
other stakeholders are either unaware of what is
available or lack the necessary research literacy.
If evidence is not presented in easily digestible
formats that allow for simple translations into
policy and effectively communicated, then it is
unlikely that the evidence will feed into policy. The
absence of personal contact between researchers
and policy-makers is also considered a key barrier,
yet opportunities to create relationships of mutual
trust and engagement are rare (759).

These barriers should be addressed if countries
are committed to fostering a culture and environ-
ment in which evidence is routinely used to under-
pin both policy and practice.

Acknowledging this research—policy gap (760), the
concept of knowledge translation has gained prom-
inence on the international health agenda. WHO
defines knowledge translation as: “The exchange,
synthesis, and effective communication of reliable
and relevant research results. The focus is on pro-
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moting interaction among the producers and users
of research, removing the barriers to research use,
and tailoring information to different target audi-
ences so that effective interventions are used more
widely” (161, p.140).

Worldwide, and particularly in the WHO European
Region with the recent adoption of the Action plan
to strengthen the use of evidence for policy-making
(39), there is a growing commitment to establish
new knowledge translation mechanisms and scale
up those that are already in place (162-164).

Over the last decade, several initiatives attempted
to improve the evidence-to-policy interface. Most of
these initiatives focused on strengthening the ca-
pacity to supply research evidence (“push activities”)
as opposed to encouraging decision-makers to use
scientific knowledge (“pull activities”) (165). More
recently, however, knowledge exchange and more
integrated efforts have increased in importance, re-
flecting a transition from the traditional linear view
of knowledge translation to a more realistic, com-
plex, dynamic and interactive process of co-creating
feasible and research-informed policy options (766).

WHO's work to strengthen country capacity by
bridging the research—policy gap is conducted pri-
marily through the Evidence-informed Policy Net-
work (EVIPNet). Its overarching model is that of
integration, which combines various components
of push, user-pull and exchange, acknowledging
that the different approaches are not mutually ex-
clusive nor meant to be considered in isolation.
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Box 4.6. Integrated knowledge translation efforts by developing an
EVIPNet evidence brief for policy and its impact on policy change -
the case of Poland

The Polish Parliament passed the Primary Health Care Act in October 2017. This important
legislative document was informed by the country’s evidence brief for policy (EBP) and
by a policy dialogue, both developed with the involvement of EVIPNet Europe. The EBP,
entitled Optimizing the role of general practitioners to improve primary health care in Poland,
sets out three options to address the issue outlined in its opening problem statement. In
accordance with this statement, the new Act notes that, among other things, Poland lacks
a sustained, system-wide approach to support quality improvement in primary health care.
To address this, the Act requires primary health care providers to monitor the quality of
care more carefully, including its effectiveness in relation to health outcomes. The Act also
provides Poland’s Ministry of Health with a legal basis for creating ordinances that specify
assessment criteria, in line with the first option presented in the EBP. After a pilot phase,
the new Act will provide general practitioners with the opportunity to receive additional
remuneration for preventive health care in the form of a fee for service. The Act introduces
elements of a pay-for-performance scheme as suggested by the EBP’s second option and
in alignment with the stakeholder deliberations that took place during the policy dialogue.
These discussions also reinforced the importance of establishing a specialized institute to
focus on primary health care; this topic will be addressed in future legislative acts.

Rather, the various approaches complement each
other, and comprise the portfolio of activities of
so-called knowledge brokers such as EVIPNet
Europe. Such knowledge brokers need to operate
as neutral, trusted and credible intermediaries be-
tween research and policy. Researchers typically
do not have the relevant skills and may not have
the time, resources or incentives to reach out to
the policy-making sphere, so the network and its
national knowledge transfer platforms can help
to filter and interpret evidence, craft meaningful

messages, and deliver them to specific target au-
diences (167).

EVIPNet Europe supports its member countries
with diverse activities that broadly encompass
the fostering of mutual support and the exchange
of experience and best practice, the provision of
training and technical assistance, and the cre-
ation of a more favourable environment with
high-level political commitment across the Euro-
pean Region.
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Box 4.7. Republic of Moldova: Evidence brief for policy and policy
dialogue on the harmful use of alcohol informs national legislation,
a success story for the national EVIPNet

In 2017, the national EVIPNet team finalized the evidence brief for policy (EBP) informing
amendments to the alcohol control legislation intended to reduce harmful use of alcohol
in Republic of Moldova. The EBP was developed with close mentorship and coaching by
the Knowledge to Policy (K2P) Center in Beirut, Lebanon. The WHO Secretariat of EVIPNet
Europe and the WHO Country Office of the Republic of Moldova also played active roles in
the development of the EBP, providing guidance and technical support.

Following the finalization of the EBP, the Ministry of Health, Labour and Social Protection
convened a policy dialogue in August 2017. It aimed to identify additional local sources of
evidence and deliberated the next steps for different constituents on strengthening alcohol
control policies in Republic of Moldova.

As aresult of these discussions and the wide distribution of the EBP results, the Parliament of
the Republic of Moldova introduced changes to the alcohol control legislation in September
2017: while beer was previously categorized as food, it became legally recognized as an

alcohol product.

As explained in Chapter 3 (Box 3.2), the WHO
Regional Office’s Health Evidence Network also
plays a major role in synthesizing the best avail-
able regional evidence that caters to the needs
of policy-makers. Its synthesis reports have long
been recognized as a core source of evidence for
public health decision-making in the Region.

At each stage of the policy cycle, different types
of evidence are required (756),and the knowledge
translation mechanisms from WHO therefore
aim to strengthen the uptake of the appropriate
evidence at each phase. To identify problems, for
example, and in relation to monitoring and eval-
uation, health information helps to measure the
magnitude of a disease and assess progress in
addressing that issue (768). Disaggregated data,
such as by ethnicity, gender or socioeconomic sta-

tus, can clarify whether a problem is widespread
or pronounced in certain groups. Whereas in the
formulation of a policy response, systematic re-
views can help to describe the potential impact of
options, identify possible detrimental effects, and
enumerate the costs and benefits. Finally, opera-
tional evidence becomes important when looking
to improve the effectiveness and implementation
of initiatives (749).

Furthermore, there is increasing recognition that
any strategy to improve access to and use of re-
search will have limited effect if it solely targets
individuals (769). EVIPNet Europe therefore pro-
motes organizational and system-wide change
for countries to systemically embed research into
policy-making processes (760).
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to-day work.

Box 4.8. Slovenia: the EVIPNet Europe situation analysis forms the basis
for launching the first EVIPNet Europe Knowledge Translation Platform

To catalyse the process of institutionalizing evidence-informed policy-making in Slovenia,
the EVIPNet country team conducted a situation analysis, published in October 2017. The
aim was to map and assess the context in which evidence-informed policy-making takes
shape, and to reflect on opportunities to institutionalize a Knowledge Translation Platform
in the country. It will help the worlds of research and policy grow together and support
responses to policy priorities and to develop unbiased evidence on key health issues. For
sustainability and effectiveness, the platform should be adapted to the relevant political,
social and scientific characteristics, as well as the specific institutional system and
decision-making mechanisms. Once established, it will facilitate the decision-makers’ day-

Policy to evidence: reorienting health
policy to inform health information
and research

We have seen that merely increasing the research
output is not enough to improve evidence-
informed policy-making. It is often assumed
that evidence first influences policy, which then
translates into practice, but instead of being
passive recipients of research that may or may
not be relevant and useful, policy-makers and
other stakeholders can actively contribute to
shaping the research questions.

Diverse forms of expertise, resources and assets
can be brought into this process, creating new
forms of knowledge, values, and social relations
that cross the boundaries of sectors and disciplines
(170). Effective knowledge brokering can facilitate
this process by building networks between policy-
makers, researchers and civil society. By this
means, health research systems are brought closer
to both the health system and policy spheres. Fig.
4.1 illustrates this non-linear approach: health
research may interact with practice first and, at
a later stage, impact policy. An example of this
in action is the way that the rise of smartphone
applications for mental health has arguably led the
formation of mental health policy (177).
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Figure 4.1. Knowledge brokering proactively ensures the interactions between research,

policy and health systems
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Source: Van Kammen J, de Savigny D and Sewankambo N (772).

Countries that are committed to strengthening
evidence-informed policy-making should thus fur-
therinvest in fostering knowledge-brokering skills,
and establishing structures and mechanisms that
are conducive to the use of research. At the same
time, they must ensure that a wider cultural shift

occurs to normalize the consideration of evidence
whenever strategic policy decisions are made.
One route to achieving this is via a coordinated
health information system for Europe to increase
the uptake and use of research.

Harmonization and interoperability

The mechanisms that strengthen the three key
systems discussed above - health information,
research and knowledge translation — align with
the implementation of the Action plan to strength-
en the use of evidence for policy-making (39). As
suggested in this chapter, these systems should
be better integrated and coordinated to reach

their full potential for transforming health and
well-being outcomes.

Healthinformation systems can support cross-coun-
try learning through international comparisons and
sharing information on effective policy interven-
tions. Dedicated information platforms are regularly
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maintained by international organizations such as
WHO, the European Commission and the Organisa-
tion for Economic Co-operation and Development.
The WHO European Health Information Initiative
(EHII) fosters international cooperation among
these organizations to strengthen the exchange of
expertise, build capacity, and harmonize processes
in data collection and reporting. Establishing infor-
mation standards is a prerequisite to fostering data
comparability across countries and time (773).

The EHII is the main platform for the coordination
of health information, research and knowledge
transfer throughout the Region but systemic links
need to be further enhanced and the Action plan to
strengthen the use of evidence for policy-making
more strategically implemented.

The EHII has been given the mandate to enhance
population health in the WHO European Region by
improving the information that underpins region-
al policy. It is strategically positioned to influence
the WHO European landscape, as it has the ex-
press endorsement of and commitment from the
Region's Member States; the action plan states
expressly that Member States wish to see it im-
plemented under the umbrella and guidance of

Strengthening the key systems within an
overarching information system for health is
an ambitious and challenging ideal, but the only
realistic way to increase the availability and power
of data, information and research to influence
policy and positively change societal outcomes,
particularly in the era of Agenda 2030. Further,
such a system ultimately leads to a more efficient
use of resources, as policy actions can be more
confidently targeted to solve specific problems.

The Action plan to strengthen the use of evidence
for policy-making and the EHII are unique to the

the EHII. Moreover, the EHIl is committed to policy
engagement and the promotion of dynamic infor-
mation networks to create an environment that
supports the systematic and transparent uptake
of evidence.

Implementation of the action plan, as advanced by
the EHII, is based on a set of common principles:

+ Integration and harmonization of health
information

+ Country stewardship and ownership

+ Multisectoral collaboration

+ Linking evidence-informed policy-making and
user-centredness

« Creating a culture of evaluation and iterative
processes.

One of the expressed goals of the EHII is the even-
tual harmonization and integration of health infor-
mation in the WHO European Region. However,
Member States and international organizations all
have different and often long-standing traditions of
health information collection and reporting, often
based on very different mandates enshrined in
their respective constitutions. This goal is therefore
a rather ambitious one.

WHO European Region. When the action plan and
its resolution were formally adopted by its Member
States at the 66th Regional Committee for Europe,
Member States voiced their hope that both would
provide inspiration to other WHO regions and the
world. If the principles outlined in this chapter are
followed, similar health information initiatives
could be nurtured in a variety of contexts — in
transparent and resilient ways — to improve the
capacities of both policy-makers and citizens.
This would require an even closer collaboration
between the international organizations operating
in this field.
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Health 2020, the European policy framework for
health and well-being, has been a catalyst for
strengthened public health action in the European
Region. It has also brought the use of information
and evidence to the forefront of European public
health thinking and policy-making through its ac-
countability mechanism, the Health 2020 targets
and indicators. These were adopted by the 53
Member States of the European Region in 2013
(174) and have been monitored on a regular basis
ever since. Health 2020 also placed new empha-
sis on measuring health and well-being instead of
merely focusing on the measurement of death,
disease and disability. This accords with the WHO
definition of health as not merely the absence
of disease and infirmity but physical, social and
mental well-being. This reflected a paradigm shift
in the approach to public health and was facilitat-
ed by the introduction of the cultural context of
health in the Regional Office’s work, the increased
use of qualitative information and reporting using
new kinds of evidence from the medical human-
ities, including narratives, and the establishment
of the unique multipartner WHO European Health
Information Initiative (EHII) to coordinate and har-
monize health information in the Region.

These developments are absolutely critical if the
European Region is serious about reducing health
inequalities and reporting on them. As Sir Michael
Marmot said, “in order to reduce inequalities in
health, we must first address the inequalities in
health information. Where health information is
poorest, health is also poorest” (184). The Sus-
tainable Development Agenda 2030 has lent fur-
ther support to this approach through its detailed
monitoring requirement on goals and targets,
using more than 300 indicators. Such reporting
requirements necessitate not only strong infor-

mation systems for health at the country level
but an increased use of information and evidence
for policy-making. For this reason, the European
Member States adopted the European Action plan
to strengthen the use of information, evidence
and research for policy-making in 2016 (39). This
action plan is unique and Europe is the only WHO
Region to have ever put such a plan forward. It is,
however, crucial in order to ensure not only the
generation of high quality information at the coun-
try level through routine reporting, digital health™,
and research, but also the translation of evidence
into policy. Given these innovative and trailblaz-
ing initiatives in health information and evidence,
is the European Region on course to achieve its
goals and will it be able to effectively report on
them under Health 2020 and Agenda 2030?

Reporting requirements are increasing for Mem-
ber States with more and more monitoring frame-
works coming into focus. Many of these overlap
and duplicate or even triplicate the same indica-
tors. Understandably, the Member States of the
European Region therefore requested that the
Regional Office propose a reductionist approach
to reduce the reporting burden. This resulted in
the establishment of a joint monitoring framework
for Health 2020, the SDGs and the Global frame-
work to reduce noncommunicable diseases. The
Regional Office has also established a gatekeep-
er function to ensure that data requests are only
made to Member States when required by govern-
ing bodies’ decisions and resolutions. This comes
at a time when demands for action in public health
become more and more intersectoral, thus also
necessitating intersectoral measurement and re-
porting. Moreover, the landscape of “data analys-
ers” is also expanding with institutions such as
the Institute for Health Metrics and Evaluation

10 The terms eHealth and digital health are used interchangeably in this report, reflecting their evolution and the discussion

among Member States at the 71st World Health Assembly.



(IHME), which provides valuable global, regional
and national assessments on burden of disease.
The WHO Regional Office for Europe collaborates
closely with IHME and has established a Europe-
an Burden of Disease Network co-hosted with the
institute to enhance collaboration and strengthen
the generation and use of burden of disease data
at the country level.

In addition, new kinds of data are flooding the
health information market through big data which
draws on a myriad of sources and data types, rais-
ing new possibilities and threats which have not
yet been clearly defined for public health. Big data
and the associated emerging field of data science
have been receiving a lot of attention as potential
new sources of information for sustainable de-
velopment efforts — outside routine information
systems (175, 176), in official statistics (177, 178),
and to inform policy-making (779). Consequently,
there have been some reviews to take stock of the
current barriers to, and opportunities for, the use
of big data in government, including case studies
on using big data sets for public health and the
provision of health care (180-182).

However, despite many promises of the potential
gains that big data can offer in relation to Health
2020 policy objectives or achieving Agenda 2030,
these are yet to be fully explored. For example,
there is still no clear and unanimously agreed
definition for the use of big data for health, nor
is there a vision of how health information sys-
tems can use the innovation and advances com-
ing from big data and associated developments,
such as for data governance, ethics, technology,
interoperability and analytics.

The current discussions around data innova-
tion reflect the diversity of opportunities in us-
ing big data as a source of information, and the
challenges this poses to the systematic use of
information for policy-making. Statistical offices
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are exploring the possible use of new data sourc-
es for official statistics. Monitoring progress to-
wards meeting the SDGs will require the collec-
tion of data for a large number of indicators that,
in many countries, are currently not routinely
available or not available at the expected level of
disaggregation. The Global action plan for SDG
data (778) includes a commitment to develop
principles for incorporating new and innovative
data into official statistics.

While societies demand higher levels of
transparency of health information and the way
it is used for policy-making, national authorities
face increasingly stringent data privacy and
protection laws. Countries vary enormously in the
way data for health are collected, integrated and
reported. Scandinavian countries use personal
identifiers which enable all the data collected on
each citizen to be linked for administrative use and
also for the assessment of health and care needs
in the population. Other countries neither link nor
collect information for health through single and
integrated systems, permitting only aggregated
analyses of data at the population level. Countries
and international organizations struggle to
balance meaningful reporting with data privacy
requirements while at the same time trying to
respond to increasing requests for transparency.
This is particularly pertinent when countries use
and present subnational or local data where it
could be possible to identify population groups or
even individuals. The use of local data for local
decision-making, however, is highly desirable
and a key element of the implementation of the
Action plan to strengthen the use of evidence for
policy-making in European countries.

The goal to harmonize health information from all
Member States, to make it comparable and eas-
ily accessible, has not been abandoned but has
proved a much greater challenge than anticipated,
even with the advantage of new technologies for
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interoperability of systems, greater opportunities
for data sourcing, novel analytical techniques and
harmonization of information. Member States
have clearly expressed their wish to see the estab-
lishment of such a system through the resolution
that accompanies the European action plan and
that future health information developments in
the European Region should be conducted under
the umbrella of the EHII in order to avoid duplica-
tion and an increased reporting burden on Mem-
ber States. This also requires stronger national
health research systems and dedicated health
research strategies (see Chapter 4). The latter
are only available in a very few European coun-
tries but are a necessity if countries wish to adopt
a systematic approach to the generation and use
of research for health policy-making. The Euro-
pean Health Research Network was launched to
achieve precisely that (783).

Quantitative data, including on mortality, morbidity
and disability, remain at the core of health reporting
and are absolutely essential when assessing the
health of a population. As discussed in Chapter
4, they do not, however, explain the full picture
and describe the “what” and “how much” rather
than explain “why” certain trends are observed.
In order to interpret the quantitative information
adequately and understand why trends occur,
qualitative information is also required. This,
however, rarely comes from the health sector
and requires information and evidence from
the medical humanities and social sciences. It
also requires different kinds of information such
as narratives, particularly in the interpretation
of well-being and the new concepts enshrined
in Health 2020, such as community resilience,
empowerment, the life-course approach and
the whole-of-society approach, as described
in Chapter 3. Through a series of expert group
meetings, the Regional Office has defined these
concepts and is now using them in the monitoring
of progress of Health 2020. Both kinds of

evidence — numbers and narratives — have to
become mainstream information and evidence to
strengthen policy-making for public health in the
21stcentury. Further, both have to be broughttothe
attention of all stakeholders, including the general
public, to engage in a meaningful debate about
what this information means for communities,
families and individuals. Iceland (Box 5.1) could
serve as a good case study in this regard, as all
information for health generated by the authorities
is discussed with local communities in town hall
meetings. The implications of the results are
discussed and decision-making is informed by
these interactions, thus implementing the whole-
of-society approach advocated by Health 2020.

More serious thought needs to be given to the com-
munication of health information, far beyond the
use of images or infographics. This may involve
story-telling techniques and face-to-face meetings
with local communities about their health experi-
ence, as is done in Iceland. Such efforts would lead
to a demystification of statistics into actual knowl-
edge used by all, thus creating a new paradigm of
“evidence for all”. It would also ensure that systems
are not merely created for themselves or for the use
of international and national authorities but for the
express purpose of bringing data to the individual.
Various efforts have been made to bring evidence
to the people, some of them through social media
and mobile applications. However, they tend to
be largely based on statistics or images and only
a few use unconventional techniques, such as nar-
ratives. It is a challenge for any national or interna-
tional authority to attempt this and it requires some
really innovative thinking. Under the EHII, WHO has
recently established a think tank to explore these
possibilities for internationally and nationally re-
ported information. This group is exploring new
ways of communicating information for health and
well-being and innovative channels to bring infor-
mation to the people and thus achieve the goal of
evidence for all.
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Box 5.1. Linking data to action in Health-promoting communities
in Iceland

In 2016 the Directorate of Health (DOH) in Iceland started publishing annual subnational
public health indicators for the country’s seven health districts. Their format is based on
examples from other countries, e.g. Norway and the UK. Monitoring relevant public health
indicators at the subnational level, as well as the dissemination of data to stakeholders,
is an effort towards minimizing regional health inequalities. In recent years the DOH has
put emphasis on developing the programme “Health-promoting community” (HPC), through
which data, research and policy are linked to action. The main aim of the programme is to
support committed communities to create supportive environments that promote healthy
behaviour and lifestyles, health and well-being for all its inhabitants. As of April 2018,
approximately 80% of the Icelandic population were living in communities designated as
an HPC.

Subnational public health indicators assist local authorities to assess the health situation
in their communities, identifying their strengths and weaknesses and gaining better insight
into the needs of their inhabitants. The DOH has organized local workshops in which the
interpretation of individual indicators has been discussed along with the rationale for their
inclusion.

The process of developing the indicators has revealed several important points. These
include the realization that it is crucial that the health districts and municipalities themselves
use indicators provided by the DOH to carry out their local analysis in comparison to the
country as a whole. They then have to interpret the results based on their knowledge of the
local community. Is the situation acceptable, and if not how can it be improved? In order
to facilitate this work, checklists, an online shared working area and other support tools
are being developed. These are intended to assist local authorities with further situation
analyses, to plan and act based on the best available knowledge and evaluate the work
being done to improve the health and well-being of the inhabitants.

Subnational health indicators bring to light weaknesses and identify challenges. Their
publication has drawn media attention. There have already been several cases where
communities have taken on these challenges, with support from the HPC programme, to
systematically work towards improved health and well-being for their inhabitants.

As work on the development of subnational public health indicators and effective knowledge
translation continues to expand there has been an increased demand for data by smaller
communities. An effort is made to meet these demands, the rationale being that more
locally relevant data may increase the inhabitants’ involvement in the effort.
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Annex 1: Health 2020 monitoring framework

The tables below summarize the core and ad-
ditional indicators that comprise the Health
2020 targets and indicators. Quantifications of
targets are presented, if already defined. Full
details can be found in Targets and indicators for
Health 2020 (1).

In addition, the tables note those indicators that
have been proposed for inclusion in the joint mon-
itoring framework (JMF) on the recommenda-
tion of an expert group (2). This framework was
formulated in order to address concerns raised

by Member States on the burden of reporting to
WHO and other international bodies. If adopted at
the 68th session of the Regional Committee, the
JMF - with a common set of indicators for the
sustainable development goals (SDGs), Health
2020 and the framework on noncommunicable
diseases (NCDs)"" — will help to reduce the bur-
den of reporting and streamline data collection in
the Region. In addition, the JMF will help Member
States prioritize data collection efforts and align
their national SDG monitoring targets with inter-
national monitoring.

11 Further background information on the proposals can be found in the information document EUR/RC67/Inf.Doc./1 Rev.1,
Options for reducing the reporting burden on Member States and proposal for a joint monitoring framework, which was
endorsed at RC67 through resolution EUR/RC67/3 (the document is available at http://www.euro.who.int/en/about-us/
governance/regional-committee-for-europe/67th-session/documentation/information-documents/eurrc67inf.doc.1-rev.1-
joint-monitoring-framework-proposal-for-reducing-the-reporting-burden-on-member-states, accessed 19 August 2018).


http://www.euro.who.int/en/about-us/governance/regional-committee-for-europe/67th-session/documentation/information-documents/eurrc67inf.doc.1-rev.1-joint-monitoring-framework-proposal-for-reducing-the-reporting-burden-on-member-states
http://www.euro.who.int/en/about-us/governance/regional-committee-for-europe/67th-session/documentation/information-documents/eurrc67inf.doc.1-rev.1-joint-monitoring-framework-proposal-for-reducing-the-reporting-burden-on-member-states
http://www.euro.who.int/en/about-us/governance/regional-committee-for-europe/67th-session/documentation/information-documents/eurrc67inf.doc.1-rev.1-joint-monitoring-framework-proposal-for-reducing-the-reporting-burden-on-member-states

Target 1:
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Reduce premature mortality in the Europe by 2020

Quantification

1.1

Core Health

2020 indicators

Additional
Health 2020
indicators

A 1.5% relative annual reduction in overall*
premature mortality from cardiovascular
diseases, cancer, diabetes and chronic
respiratory diseases until 2020

*Overall = for the four causes combined

Age-standardized overall* premature mortality
rate (from 30 to under 70 years) for four major
noncommunicable diseases (cardiovascular
diseases (ICD-10a codes 100—-199), cancer
(ICD-10 codes C00-C97), diabetes mellitus
(ICD-10 codes E10—E14) and chronic respiratory
diseases (ICD-10 codes J40-47))

Age-standardized prevalence of current (includes
both daily and non-daily or occasional) tobacco
use among people aged 18 years and over'

Total (recorded and unrecorded) per capita
alcohol consumption among people aged 15
years and over within a calendar year (litres of
pure alcohol)

Age-standardized prevalence of overweight
and obesity in people aged 18 years and over
(defined as a body mass index (BMI) =25 kg/m?
for overweight and =30kg/m? for obesity)

Prevalence of weekly tobacco use among
adolescents

Alignment
with SDGs/
NCD

framework

Fully aligned
(all three
frameworks)

Thematic
alignment
with SDGs
and NCDs

Fully aligned
(all three
frameworks)

H2020-NCD
aligned

H2020-SDG-
NCD aligned

Proposed
inclusion in
the common
set of
indicators
for the joint
monitoring
framework

Yes

Yes

Yes

Yes

12 Due to data availability in the sources, the definition applied in the source from which the data in this report were taken is not
completely identical (tobacco “smoking” instead of tobacco “use” and in people aged 15 years and over instead of in people
aged 18 years and over).



European Health Report 2018

Proposed
A 1.5% relative annual reduction in overall* inclusion in
premature mortality from cardiovascular Alignment the common
Quantification | diseases, cancer, diabetes and chronic with SDGs/ set of

1.1 respiratory diseases until 2020 NCD indicators
framework for the joint
*Qverall = for the four causes combined monitoring

framework

Prevalence of overweight and obesity among
adolescents (defined as BMI-for-age value above = H2020-NCD

+1 Z-score and +2 Z-score relative to the 2007 aligned ves
WHO growth reference median, respectively)
e H2020-SDG-

Heavy episodic drinking among adolescents NCD aligned -
Standardized mortality rate from all causes, H2020-SDG- Yes
disaggregated by age, sex and cause of death NCD aligned
Standardized mortality rates from alcohol H2020-SDG-

L . Yes
poisoning NCD aligned

Achieved and sustained elimination of selected
Quantification = vaccine-preventable diseases (polio, measles
1.2 and rubella) and prevention of congenital
rubella syndrome

Percentage of children vaccinated against
measles (1 dose by 2nd birthday), polio (3 doses
by 1st birthday) and rubella (1 dose by 2nd
birthday)

Note: WHO has stopped reporting separately

on coverage for rubella vaccination, as HZOZOTSDG' Yes
nowadays rubella vaccination is always givenin | NCD aligned
combination with vaccination for measles and

mumps (MMR). Therefore, as of 2010, data on

vaccination coverage for measles should be

interpreted as vaccination coverage for measles

and rubella.

Core Health
2020 indicator



Quantification

1.1

Quantification
1.3

Core Health
2020 indicator

Additional
Health 2020
indicators:

Target 2:

A 1.5% relative annual reduction in overall*
premature mortality from cardiovascular
diseases, cancer, diabetes and chronic
respiratory diseases until 2020

*Overall = for the four causes combined

Reduction of mortality from external causes

Age-standardized mortality rates from all
external causes and injuries (ICD-10 codes
V01-V99, W00-W99, X00-X99 and Y00-Y98)

Age-standardized mortality rates from a) motor
vehicle traffic accidents (ICD-10 codes V02-V04,
V09, V12-V14,V19-V79, V82-V87 and V89); b)
accidental poisoning (ICD-10 codes X40-X49); c)
alcohol poisoning (ICD-10 code X45); d) suicides
(ICD-10 codes X60-X84); e) accidental falls (ICD-
10 codes W00-W19); f) homicides and assaults
(ICD-10 codes X85-Y09)

Increase life expectancy in Europe

Quantification

2.1

Core Health
2020 indicators

Additional
Health 2020
indicators

Continued life expectancy at current rate
(the annual rate during 2006—-2010),
coupled with reducing differences in life
expectancy in the European Region

Life expectancy at birth

Life expectancy at ages 1, 15, 45 and 65

Healthy life years at age 65
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Alignment
with SDGs/
NCD

framework

H2020-SDG-
NCD aligned

H2020-SDG-
NCD aligned

Alignment with
SDGs/NCD
framework

No alignment

No alignment

No alignment

Proposed
inclusion in
the common
set of
indicators
for the joint
monitoring
framework

Yes

Yes

Proposed
inclusion in
the common
set of
indicators
for the joint
monitoring
framework

Yes

Yes

Yes
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Target 3:
Reduce inequality in health in Europe
(social determinants target)

Proposed
inclusion
in the
Quantification Reduction in the gaps in health status Alignment with ::E)Ton
3.1 associated with social determinants within the SDGs/NCD indicators
European population framework for the
joint
monitoring
framework
Core Health
2020 Infant mortality per 1000 live births H.ZOZO'SDG Yes
indicators aligned
Life expectancy at birth No alignment Yes
Proportion of children of official primary school H2020-SDG Yes
age not enrolled aligned
Unemployment rate H2020-SDG Yes
aligned

National and/or subnational policy addressing i

the reduction of health inequality established and H.2020 Sbe -
aligned

documented

Gini coefficient (income distribution)*

*Data for this indicator are available in the

World Bank database (Gini index estimate) and

in the Eurostat database (EU-SILC survey). Gini

coefficient rates for AUT, BEL, BUL, CRO, CYP,

CZH, DEN, DEU, EST, FIN, FRA, HUN, ICE, IRE, ITA,

LTU, LUX, LVA, MAT, MKD, NET, NOR, POL, POR,  H2020-SDG Yes
ROM, SPA, SRB, SVK, SVN, SWE, SWI, TUR were  @ligned
extracted from Eurostat. Rates for ALB, AND,

ARM, AZE, BIH, BLR, GEO, GRE, ISR, KAZ, KGZ,

MDA, MNE, MON, RUS, SMR, TJK, TKM, UKR, UNK,

UZB were extracted from the World Bank. World

Bank estimates are on average 7% higher than

Eurostat rates.
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Enhance the well-being of the European population

Quantification

4.1

Core
indicators

Additional
indicators:

To be set

Life satisfaction

Availability of social support

Percentage of population with improved sanitation
facilities

Gini coefficient (income distribution)

Unemployment rate

Proportion of children of official primary school
age not enrolled

Percentage of people aged 65 years and over
living alone

Educational attainment of people aged 25 years
and over who have completed at least secondary
education

Household final consumption expenditure per
capita

Alignment
with SDGs/
NCD

framework

No
alignment

H2020-SDG
aligned

H2020-SDG
aligned

H2020-SDG
aligned

H2020-SDG
aligned
H2020-SDG
aligned

No
alignment

H2020-SDG
aligned

No
alignment

Proposed
inclusion in
the common
set of
indicators
for the joint
monitoring
framework

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes
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Target 5:
Universal coverage and the “right to health”

Proposed
Alignment inclusion in the
Quantification | Moving towards universal coverage (according | with SDGs/ g?ri?‘::g:t:;
5.1 to the WHO definition) by 2020 NCD for the ioi
framework or t. e J?'nt
monitoring
framework
Core Private hous.ehold out-of-pocket expepdlture H2020-SDG
- as a proportion of total health expenditure . Yes
indicators aligned
(country-reported data)
Percentage of children vaccinated against
measles (1 dose by 2nd birthday), polio (3 H2020-SDG- Ves
doses by 1st birthday) and rubella (1 dose by NCD aligned
2nd birthday)
Total expenditure on health (as a percentage of | H2020-SDG Yes
gross domestic product) — WHO estimate aligned
Additional Maternal deaths per 100 000 live births (needs H2020-SDG Yes
indicators moving average applied) aligned

Percen f le tr full

ercentage of people treated successfully H2020-SDG

among laboratory-confirmed pulmonary ) Yes
) aligned

tuberculosis cases who completed treatment

Government (public) expenditure on health as H2020-SDG

a percentage of gross domestic product aligned ves
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Target 6:
National targets/goals set by Member States

Proposed
inclusion in
Alignment | the common
Quantification | Establishment of processes for the purpose of with set of
6.1 setting national targets (if not in place already) SDGs/NCD | indicators
framework | for the joint
monitoring
framework
Core indicators Establishment of a process for target-setting NQ Yes
documented alignment

Evidence documenting: (a) establishment of
national policies aligned with Health 2020;
. ) . o No
(b) implementation plan; (c) accountability alignment -
mechanism (mode of ‘documentation’ to be 9
decided by individual Member States)
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Annex 2: Technical notes

Indicators, data sources
and calculation methods

In Chapter 2 of this report, all Health 2020 core in-
dicators have been described, the majority of which
are available in most Member States. The only ex-
ception is the indicator on income distribution, the
Gini coefficient. Data sources for national Gini coef-
ficients in countries across the Region come from
the World Bank and Eurostat statistical databases.
Gini coefficient rates for AUT, BEL, BUL, CRO, CYPR,
CZH, DEN, DEU, EST, FIN, FRA, HUN, ICE, IRE, ITA,
LTU, LUX, LVA, MAT, MKD, NET, NOR, POL, POR,
ROM, SPA, SRB, SVK, SVN, SWE, SWI, TUR were
extracted from Eurostat. Rates for ALB, AND, ARM,
AZE, BIH, BLR, GEO, GRE, ISR, KAZ, KGZ, MDA, MNE,
MON, RUS, SMR, TJK, TKM, UKR, UNK, UZB were ex-
tracted from the World Bank. World Bank estimates
are on average 7% higher than Eurostat rates.

In Chapter 2 a limited number of additional (non-
core) indicators have been included, in order to
provide a more comprehensive picture of the pub-
lic health situation for certain topics. See Annex 1
for a complete overview of the core and additional
Health 2020 indicators used for this report.

WHO sources were used, wherever possible, in
line with the stipulated criteria for the Health 2020
monitoring framework as described above. These
sources either contain data reported by the Mem-
ber States themselves or official WHO estimates.
The WHO Global status report on noncommunica-
ble diseases 2014 (3) was the main source for esti-

13 gateway.euro.who.int

mates used in this report. More information about
the methods used to calculate these estimates can
be found there. Where data were not available in
WHO databases, other sources were used, prefera-
bly other UN agencies (e.g. UNESCO data were used
for the indicator on primary school enrolment). For
two of the Health 2020 indicators on well-being,
data from the Gallup World Poll were used, as data
for these indicators are not regularly collected by
WHO or other UN agencies. The data used in this
report were collected by Gallup and published by
other agencies and organizations. The Health 2020
monitoring framework contains some qualitative
indicators on the availability and implementation of
national policies. Information for these indicators
was gathered by means of two dedicated Member
State surveys and published at an aggregated lev-
el, as agreed with Member States. More informa-
tion about the surveys is provided in On the road
to Health 2020 policy targets: Monitoring qualitative
indicators. An update, the analysis of the qualitative
Health 2020 indicators from 2017 (4). All the regu-
lar WHO data sources used to inform the quantita-
tive core indicators are listed in Targets and indica-
tors for Health 2020: Version 4 (1).

Most of the indicators presented in this report
came fromthe European Health for Alldatabase on
the WHO European Health Information Gateway'.
In this database, weighted regional averages
are calculated only when data are available for
a given year for at least half of the Member States,
irrespective of population size. When calculating
theseregional averages, missing data are imputed
using basic extrapolation and interpolation.



Age-standardized death rates are calculated us-
ing the direct method, i.e. they represent what the
crude rate would have been if the population had
the same age distribution as the WHO European
standard population (5). The number of maternal
deaths is very low in most European countries and
most of the year-to-year variation seen at country
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level is random, particularly when the number of
live births is small. For these reasons the mater-
nal mortality rates presented in Map 2.2 were cal-
culated using an average of the last three years
for which data were available. The data used to
create the map are presented in Table A2.1.

Table A2.1. Three-year averages used for maternal
mortality rate in Map 2.2

n

2

=

=]

o

(&)
Albania 15/ 21 0 6 6 6
Andorra 00 00 00 0 O 0
Armenia 15/ 39| 34/ 9 14 24
Austria 4 3 3 1 3 1
Azerbaijan 35/ 26 24 16 15 15
Belarus 73 1 1 1 1
Belgium 6 5 5 6 9 4
Bosnia aqd 6 9
Herzegovina
Bulgaria 11 6 5 8 3 4
Croatia 14 7,13 9 10 7
Cyprus 0O 11 0 10 0 10
Czechia 3113, 8 8 10 6
Denmark 3 6 6 0 5 0
Estonia 00 00 0 6 14 14

T ;™ o
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11 3 6 6.7/2013—2015
0 0 0 0.0 2013—2015
22 19 17 19.3 2013—2015
1 9 5 5.0 2013—2015
14 15 14 14.3 2013—2015
0 1 0 0.3 2013—2015
2 5 3.7/2012—2014
2011—2012

0 5.0 and 2014
12 6.3/2011—2013
5 3 3 3.7 2013—2015
11 22 0 11.0 2013—2015
2 5 4 3.7 2013—2015
4 9 4.3/2012—2014

7 0 0 2.3 2013—2015
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100 000 live births,
average based on 3
most recent years
Years used for
computing average

Countries

Finland 2 8 2/ 5 0 3 2 5 4 3.7 2013—2015
France 8 7 9 8 6 6 5 5 5.3 2012—-2014
Georgia 20 14/ 52 21 36 25 28 31 32 30.3/2013—2015
Germany 4 5 5 5 5 4 4 3 3.7 2013—-2015
Greece 2 3 5 4 1 0 4 1.7 2012—2014
Hungary 8 17 19 16 10 10 15 7 14 12.0/2013—2015
Iceland 0 0 0] 22 0 0 0 0 0.0/2013—2015
Ireland 3 4 4 4 9 10 10 9.7 2011-2013
Israel 7 6, 6 2 5 8 6 3 5.7 2013—2015
Italy 2 2 3 3 3 2 2.7 2010—2012
Kazakhstan 48| 33 37 23 18 14 13 12 13 12.7/2013—2015
Kyrgyzstan 62 59 75 50 54 50 39 51 39 43.0 2013—2015
Latvia 25/ 12 45 25 5 20 24 14 55 31.02013—2015
Lithuania 7 10 0 7 7 10 7 3 10 6.7 2013—2015
Luxembourg 18 18 0 17 0 17 16 0 0 5.3 2013—2015
Malta 0 25 0 26 O 0 0 0 0.0 2012—2014
Monaco 0 0.0 2012*

Montenegro 13 0 O 4.3 2007—2009
Netherlands 5 4/, 5 2 2 3 3 3 4 3.3 2013—2015
Norway 7 5 2 5 5 0 3 3 0 2.0 2013—-2015
Poland 3 5 2 2 2 1 2 2 1.7 2012—-2014
Portugal 5 4 7 8 5 4 6 7 5.7 2012—-2014
Republic of 18 44 17 44 15 30 16 18 31 21.7 2013—2015

Moldova



N

92

€
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(&)
Romania 200 20 21| 24| 25 11 13 12 14
Russian
Federation 221 21 22 17 16
San Marino 0 0 0 0 0
Serbia 7 14 20 18 11 15 14 12 12
Slovakia 0O 3 11 0 10 5 2 4 2
Slovenia 15114 5 0| 5 9 5 10 5
Spain 35 3 4 3 4 4 4 3
Sweden 2/ 5 30 1 4 6 3 1
Switzerland 11100 4 4 4 9 2 6
Tajikistan 28| 38 47| 42 37 33 37 33 31
TFYR 0 0 4 8 4 4 4 0 o0
Macedonia
Turkey 221 20 19 17 16/ 15 24 15 15
Turkmenistan 18 15/ 12 7| 6 4 3 3 3
Ukraine 20| 15 25| 23 17 13 13 15
United
Kingdom 7 6 9 5 7 6 6
Uzbekistan 25/ 21 30| 21 23 20 20 19
European 15 14 16 13 12 11 12 11 1
Region

Source: Health for All database on the WHO European Health Information Gateway (9).
* Data available only for one year

Maternal deaths per
100 000 live births,

European Health Report 2018

average based on 3
t recent years

Years used for

computing average

@ MOS

.0 2013—2015

2009—-2011

0.0
12.7
2.7
6.7
3.7
3.3
57
33.7

2013—2015
2013—2015
2013—2015
2013—2015
2013—2015
2013—2015
2012—-2014
2013—2015

1.3 2013—2015

18.0
3.0
13.7

2013—-2015
2013—2015

2012—-2014
6.3 2011—-2013
19.7 2012—-2014

2013—2015



European Health Report 2018

As the WHO databases are updated annually, the
data presented in this report are only a snapshot
of the most recent data available at the time the
report was written. Thus the regional averages
presented may change after publication of this
report when Member States provide data retro-
spectively. Likewise, the minimum and maximum
values in the Region presented for several indica-
tors may change as a result of database updates.
The regional averages and the minimum and max-
imum values presented in this report should there-
fore be interpreted with caution, especially for the
most recent years, for which data coverage has
the most gaps. As can be seen in Chapter 2, this
limits conclusions on progress towards the Health
2020 targets since the 2010 baseline.

The WHO European Health Information Gateway
mainly contains official data reported by minis-
tries of health, which are the preferred source of
data for the Health 2020 indicators. WHO does
not correct, adjust or redistribute the data provid-
ed by individual countries, so all the limitations
described above apply to the mortality data used
to monitor the Health 2020 indicators.

Please see the technical annex of The Europe-
an health report 2015 (6) for a discussion on
data comparability and quality for Health 2020
indicators.
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The publication of the European health report every
three years gives readers - including policy-makers,
politicians, public health specialists and journalists - a
vital snapshot of health in the WHO European Region and
progress towards health and well-being for all. The report
shows trends in and progress towards the goals of Health
2020, the European health policy. It also reveals some
gaps in progress, inequalities and areas of concern and
uncertainty, where action must be taken.

With the half-way point in the implementation period of
Health 2020 having been crossed, this report reflects
on the effect that the policy has had on the Region. Like
its predecessors in 2012 and 2015, the 2018 report is an
essential resource for the 53 Member States of the WHO
European Region to report on progress towards the Health
2020 targets, outlining areas that may be unfinished by
2020 and beyond. Lessons learned from across the Region
on action taken by the WHO Regional Office for Europe and
Member States to improve the health and well-being of
their populations are presented. The report also addresses
the new public health challenges that have emerged in
recent years. To respond effectively to these challenges,
new forms of evidence are essential to measure health and
well-being in different cultural and subjective contexts.
This is particularly important in the context of the 2030
Agenda for Sustainable Development and the Sustainable
Development Goals, whose health indicators overlap
significantly with those for Health 2020.

The report will be a useful source of information for policy-
makers throughout the Region, helping them identify areas
that need further assessment and policy action at the
national level. It should inspire Member States and other
stakeholders to contribute to the work under the umbrella
of the WHO European Health Information Initiative: a
collaboration between the Regional Office, European
institutions and Member States aimed at improving the
information that underpins policy. Only through broad
international cooperation and bold strides in the way
evidence is used in the 21st century will evidence fully
inform health policy-making for the benefit of all.

THE WHO REGIONAL OFFICE FOR
EUROPE

The World Health Organization (WHO) is a specialized
agency of the United Nations created in 1948 with the
primary responsibility for international health matters
and public health. The WHO Regional Office for Europe
is one of six regional offices throughout the world, each
with its own programme geared to the particular health
conditions of the countries it serves.
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