13t General Programme of Work (GPW 13)
WHO Impact Framework

METADATA

DRAFT 5 August 2019



The 13™ General Programme of Work (GPW 13) sets out WHO's strategic direction, outlines how the
Organization will proceed with its implementation and provides a framework to measure progress in this
effort. It has taken account of the strategic plans of WHO regional offices and has been developed in
collaboration with the Regional Directors. GPW 13 will cover the period 2019-2023 and will serve as the
basis for resource mobilization and for the programme budgets for the bienniums 2020-2021 and
2022-2023.

At the heart of GPW 13 are the triple billion goals which are to ensure that by 2023:

e Abillion more people have universal health coverage
e A billion more people are protected from health emergencies
e A billion more people are living with better health and wellbeing

The GPW 13 WHO Impact Framework makes measurable the triple billion targets of GPW 13. The aims
of the Impact Framework are to make a measurable impact on people’s health at country level; increase
the likelihood that the triple billion targets will be met; accelerate progress towards the Sustainable
Development Goals (SDGs); transform how WHO works by anchoring commitments in measurable
results; provide a means of tracking the joint efforts of the Secretariat, Member States and partners;
and strengthen country data and information systems for health.

The Impact Framework is a three-layer measurement system:

1. The programmatic milestones cover a range of health issues and provide a set of measurement
indicators that will be used to measure the outcomes in the programme budget.

2. Each of the triple billion targets will be measured using composite indices including:

a. Universal health coverage index;
b. Health emergencies index;
c. Healthier populations index.

3. HALE, healthy life expectancy, quantifies expected years of life in good health at a particular age and
can be considered a summary measure of the overall health of populations. It is proposed to use
HALE within GPW 13 as an overarching and comparable measure of the impact of the triple billion
targets.

There are 40 programmatic milestones linked to the 46 indicators in the GPW 13 Impact Framework.
Each milestone is tracked by a single or multiple indicator and are aligned to SDGs. Thirty-eight of the 46
programmatic indicators are SDG indicators and the remaining 8 are from World Health Assembly
resolutions. The programmatic indicators were developed by WHO technical programmes in
consultation with Member States. This document presents the metadata for the 46 programmatic
indicators linked to the 40 programmatic milestones. The table below maps the SDG indicators to the
programmatic indicators and the corresponding programmatic milestones.



Table 1 List of 40 programmatic milestones and 46 programmatic indicators

Programmatic Indicators

Programmatic Milestones

1. | SDG1.5.1 Number of deaths, missing persons and directly | Reduce the number of deaths, missing persons
affected persons attributed to disasters per 100 | and directly affected persons attributed to
000 population disasters per 100 000 population
2. | SDG1l.a.2 Proportion of total government spending on Increase the share of public spending on health
essential services (education, health and social by 10%
protection)
3. | SDG2.2.1 Prevalence of stunting (height for age <-2 Reduce the number of stunted children under 5
standard deviation from the median of the years of age by 30%
World Health Organization (WHO) Child Growth
Standards) among children under 5 years of age
4. | SDG2.2.2 Prevalence of malnutrition (weight for Reduce the prevalence of wasting among
height >+2 or <-2 standard deviation from the children under 5 years of age to less than 5%
median of the WHO Child Growth Standards)
among children under 5 years of age (wasting)
5. | SDG2.2.2 Prevalence of malnutrition (weight for Halt and begin to reverse the rise in childhood
height >+2 or <-2 standard deviation from the overweight (0-4 years)
median of the WHO Child Growth Standards)
among children under 5 years of age
(overweight)
6. | SDG3.1.1 Maternal mortality ratio Reduce the global maternal mortality ratio by
SDG3.1.2 Proportion of births attended by skilled health 30%
personnel
7. | SDG3.2.1 Under-5 mortality rate Reduce the preventable deaths of newborns and
SDG 3.2.2 Neonatal mortality rate children under 5 years of age by 17% and 30%,
respectively
8. | SDG3.3.1 Number of new HIV infections per 1 000 Reduce number of new HIV infections per 1 000
uninfected population, by sex, age and key uninfected population, by sex, age, and key
populations populations by 73%
9, | SDG3.3.2 Tuberculosis incidence per 100 000 population Reduce by 27% the number of new TB cases per
100 000 population
10. | SDG 3.3.3 Malaria incidence per 1 000 population Reduce malaria case incidence by 50%
11. | SDG3.3.4 Hepatitis B incidence per 100 000 population Reduce Hepatitis B incidence to 0.5% for children
under 5 years
12. | SDG3.3.5 Number of people requiring interventions Reduction of people requiring interventions by
against neglected tropical diseases 400 million
13. | SDG3.4.1 Mortality rate attributed to cardiovascular 20% relative reduction in the premature
disease, cancer, diabetes or chronic respiratory | mortality (age 30-70 years) from NCDs
diseases (cardiovascular, cancer, diabetes, or chronic
respiratory diseases) through prevention and
treatment
14. | SDG 3.4.2 Suicide mortality rate Reduce suicide mortality rate by 15%
15. | SDG3.5.1 Coverage of treatment interventions Increase service coverage of treatment

(pharmacological, psychosocial and

interventions (pharmacological, psychosocial and




# SDG # Programmatic Indicators ‘ Programmatic Milestones
rehabilitation and aftercare services) for rehabilitation and aftercare services) for
substance use disorders substance use disorders to xx% *

16. | SDG 3.5.2 Harmful use of alcohol, defined according to the | 7% relative reduction in the harmful use of
national context as alcohol per capita alcohol as appropriate, within the national
consumption (aged 15 years and older) within a | context
calendar year in liters of pure alcohol

17. | SDG3.6.1 Death rate due to road traffic injuries Reduce the number of global deaths and injuries

from road traffic accidents by 20%

18. | SDG3.7.1 Proportion of women of reproductive age (aged | Increase the proportion of women of
15-49 years) who have their need for family reproductive age (15—49 years) who have their
planning satisfied with modern methods need for family planning satisfied with modern

methods to 66%

19. | SDG3.8.1 Coverage of essential health services (defined as | Increase coverage of essential health services
the average coverage of essential services based
on tracer interventions that include
reproductive, maternal, newborn and child
health, infectious diseases, noncommunicable
diseases and service capacity and access, among
the general and the most disadvantaged
population)

20. | SDG3.8.2 Proportion of population with large household Stop the rise in percent of people suffering
expenditures on health as a share of total financial hardship (defined as out-of-pocket
household expenditures or income spending exceeding ability to pay) in accessing

health services

21. | SDG3.9.1 Mortality rate attributed to household and Reduce the number of deaths and illnesses from
ambient air pollution hazardous chemicals and air, water and soil

SDG 3.9.2 Mortality rate attributed to unsafe water, pollution and contamination
unsafe sanitation and lack of hygiene (exposure
to unsafe Water, Sanitation and Hygiene for All
(WASH) services)

SDG 3.9.3 Mortality rate attributed to unintentional
poisoning

SDG 7.1.2 Proportion of population with primary reliance
on clean fuels and technology

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

22. | SDG3.a.1 Age-standardized prevalence of current tobacco | 25% relative reduction in prevalence of current
use among persons aged 15 years and older tobacco use in persons 15+ years

23. | SDG3.b.1 Proportion of the target population covered by | Increase coverage of 2nd dose of measles
all vaccines included in their national containing vaccine (MCV2) to 85%
programme

24. | SDG 3.b.3 Proportion of health facilities that have a core Increase availability of essential medicines for

set of relevant essential medicines available and
affordable on a sustainable basis

primary health care, including the ones free of
charge to 80%




Programmatic Indicators

Programmatic Milestones

25. | SDG3.c.1 Health worker density and distribution Increase health workforce density with improved

distribution

26. | SDG3.d.1 International Health Regulations (IHR) capacity Increase in member states International Health
and health emergency preparedness Regulations capacities

27.| SDG4.2.1 Proportion of children under 5 years of age who | Increase the proportion of children under 5 years
are developmentally on track in health, learning | of age who are developmentally on track in
and psychosocial well-being, by sex health, learning and psychosocial well-being to

80%

28. | SDG5.2.1 Proportion of ever-partnered women and girls Decrease the proportion of ever-partnered
aged 15 years and older subjected to physical, women and girls aged 15-49 years subjected to
sexual or psychological violence by a current or | physical or sexual violence by a current or former
former intimate partner in the previous 12 intimate partner in the previous 12 months from
months, by form of violence and by age 20% to 15%

29. | SDG5.6.1 Proportion of women aged 15-49 years who Increase the proportion of women aged 15-49
make their own informed decisions regarding years who make their own informed decisions
sexual relations, contraceptive use and regarding sexual relations, contraceptive use and
reproductive health care reproductive health care to 68%

30. | SDG6.1.1 Proportion of population using safely managed Provide access to safely managed drinking water
drinking water services services for 1 billion more people

31. | SDG6.2.1 Proportion of population using (a) safely Provide access to safely managed sanitation
managed sanitation services and (b) a hand- services for 800 million more people
washing facility with soap and water

32. | SDG 16.2.1 Proportion of children aged 1-17 years who Decrease the number of children subjected to
experienced any physical punishment and/or violence in the past 12 months, including physical
psychological aggression by caregivers in the and psychological violence by care givers in the
past month past month, by 20%

33. | Health Vaccine coverage of at-risk groups for epidemic | Increase immunization coverage for cholera,

Emergencies | or pandemic prone diseases yellow fever, meningococcal meningitis and
pandemic influenza

34. | Health Proportion of vulnerable people in fragile Increase the availability of health facilities

Emergencies | settings provided with essential health services | providing a minimum services package to people
in fragile, conflict, or vulnerable settings to at
least 80%

35. | WHA68.3 Number of cases of poliomyelitis caused by wild | Eradicate poliomyelitis: zero cases of

poliovirus (WPV) poliomyelitis caused by wild poliovirus and
establish a clear timetable for the global
withdrawal of oral polio vaccines in order to stop
outbreaks caused by vaccine-derived poliovirus

36. | WHA68.7 Patterns of antibiotic consumption at national ACCESS group antibiotics at 260% of overall
level antibiotic consumption

37. | WHA67.25, | Percentage of bloodstream infections due to Reduce the percentage of bloodstream infections

WHA 68.7 antimicrobial resistant organisms due to selected antimicrobial resistant organisms
by 10%
38. | WHA66.10 Age-standardized prevalence of raised blood 20% relative reduction in the prevalence of

pressure among persons aged 18+ years
(defined as systolic blood pressure of >140

raised blood pressure




# SDG # Programmatic Indicators ‘ Programmatic Milestones
mmHg and/or diastolic blood pressure >90
mmHg) and mean systolic blood pressure
39. | WHA66.10 Percentage of people protected by Eliminate industrially produced trans fats
effective regulation on trans-fats (increase the percentage of people protected by
effective regulation)
40. | WHA66.10 | Prevalence of obesity Halt and begin to reverse the rise in obesity




GPW 13 WHO Impact Framework: Milestone #1 Indicator Metadata

Milestone #1

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce the number of deaths, missing persons and directly affected persons
attributed to disasters per 100,000 population

Number of deaths, missing persons and directly affected persons attributed to disasters per 100 000
population

SDG 1.5.1

This indicator measures the number of people who died or went missing from disasters per 100,000 population.

Number of deaths attributed to disasters

*x100 000

Global population

Number of deaths attributed to disasters: The number of people who died during the disaster, or directly after,
as a direct result of the hazardous event.

The Sendai Framework and SDG 1.5.1 do not include deaths that are conflict-related, or violent deaths.

Global population

Data are available from the Sendai Framework monitoring platform, overseen by UNISDR
(https://sendaimonitor.unisdr.org/). Data provider at national level is appointed Sendai Framework Focal
Points. In most countries disaster data are collected by line ministries and national disaster loss databases are
established and managed by special purpose agencies including national disaster management agencies, civil
protection agencies, and meteorological agencies. The Sendai Framework Focal Points in each country are
responsible of data reporting through the Sendai Framework Monitoring System.

Disaster loss data for Sustainable Development Goals and Sendai Framework Monitoring System (DesInventar
Sendai; https://www.desinventar.net/); Global Health Observatory; International Disaster Database (EM-DAT;
https://www.emdat.be/)

Country (country population as denominator);
Hazard type

Annual

Currently data from UNIDSR and UNSD are available for only 73 countries in 2017. Data availability are expected
to increase during the period. Data disaggregated by hazard type (e.g., biological, climatological, hydrological)
will be available in future years allowing for narrowing the scope to hazards pertinent to health emergencies.

Rate

Official SDG Metadata URL: https://unstats.un.org/sdgs/metadata/files/Metadata-01-05-01.pdf <to be
updated with new docs>


https://sendaimonitor.unisdr.org/
https://www.desinventar.net/
https://www.emdat.be/

GPW 13 WHO Impact Framework: Milestone #2 Indicator Metadata

Milestone #2

Indicator

SDG/Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Increase the share of public spending on health by 10%

Proportion of total government spending on essential services (education, health and social
protection)

SDG 1l.a.2

Share of government health expenditures from domestic sources in general government expenditures increase
by 10% of the baseline year.

The share of domestic general government health expenditures in general government expenditure indicates
the priority of health in government budget allocation. It expresses this priority by comparing the size of current
government health expenditures relative to the total size of government expenditure. The indicator is
calculated as (GGHED%GGE_t+5 - GGHED%GGE_t)/GGHED%GGE._t

Domestic General Government Health Expenditure

General Government Expenditure

Global Health Expenditure Database (GHED)

Global Health Observatory (GHO)

No

Annual

As per metadata for each country in GHED

Percentage

http://www.who.int/health-accounts/



http://www.who.int/health-accounts/

GPW 13 WHO Impact Framework: Milestone #3 Indicator Metadata

Milestone #3

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources
Other possible data sources

WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce the number of stunted children under 5 years of age by 30%

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

SDG2.2.1

Percentage of stunting (length- or height-for-age less than -2 standard deviations of the WHO Child Growth
Standards median) among children aged 0-4 years.

Children’s length and height are measured using standard technology, training and standardization procedures
for anthropometry is essential for accurate measurements. Determination of the exact child’s age is the first
and most important step in this anthropometric assessment. Recumbent length should be measured for
children less than 24 months of age and standing height should be measured for children 24 months and above.

Prevalence of stunted children aged <5 years =
Number of children aged 0 — 4 years that fall below minus two standard deviations from the median
length — or height — for — age of the WHO Child Growth Standards

X 1009
Total number of children aged 0 — 4 years that were measured 00%

Number of children aged 0-4 years that fall below minus two standard deviations from the median length- or
height-for-age of the WHO Child Growth Standards.

Total number of children aged 0—4 years who were measured.

National nutrition surveys, any other nationally-representative population-based surveys with nutrition
modules, and national surveillance systems.

By age, sex, location (urban/rural, major regions/provinces), and socio-economic characteristics
(e.g. mother’s education, wealth quintile).

Annual or every 3-5 years based on survey availability in countries

Survey estimates come with levels of uncertainty due to both sampling and non-sampling error (e.g.
measurement technical error, recording error etc.

Prevalence

WHO: http://apps.who.int/gho/data/node.wrapper.imr?x-id=72; http://www.who.int/childgrowth/en/;
http://www.who.int/nutgrowthdb/en/;
http://apps.who.int/bookorders/anglais/detartl.jsp?sesslan=18&codlan=18&codcol=15&codcch=660.



http://apps.who.int/gho/data/node.wrapper.imr?x-id=72
http://www.who.int/childgrowth/en/
http://www.who.int/nutgrowthdb/en/
http://apps.who.int/bookorders/anglais/detart1.jsp?sesslan=1&codlan=1&codcol=15&codcch=660

GPW 13 WHO Impact Framework: Milestone #4 Indicator Metadata

Milestone #4

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce the prevalence of wasting among children under 5 years of age to less
than 5%

Prevalence of malnutrition (weight for height >+2 or <-2 standard deviation from the median of the
WHO Child Growth Standards) among children under 5 years of age (wasting)

SDG 2.2.2

Percentage of wasting (weight-for-length or height less than -2 standard deviations of the WHO Child
Growth Standards median) among children aged 0-4 years.

Children’s weight and height are measured using standard technology, e.g. children less than 24 months are
measured lying down, while standing height is measured for children 24 months and older.

Prevalence of wasted children aged <5 years =

Number of children aged 0 — 4 years that fall below minus two standard deviations from the median
weight — for — length or height of the WHO Child Growth Standards

X 1009
Total number of children aged 0 — 4 years that were measured 00%

Number of children aged 0-4 years that fall below minus two standard deviations from the median weight- for-
length or height of the WHO Child Growth Standards

Total number of children aged 0-4 years that were measured

National nutrition surveys, any other nationally-representative population-based surveys with nutrition
modules, and national surveillance systems.

By age, sex, location (urban/rural, major regions/provinces), and socio-economic characteristics
(e.g. mother’s education, wealth quintile).

Annual or every 3-5 years based on survey availability in countries.

Survey estimates come with levels of uncertainty due to both sampling and non-sampling error (e.g.
measurement technical error, recording error etc.).

Prevalence

WHO: http://apps.who.int/gho/data/node.wrapper.imr?x-id=302; http://www.who.int/childgrowth/en/;
http://www.who.int/nutgrowthdb/en/;
http://apps.who.int/bookorders/anglais/detartl.jsp?sesslan=18&codlan=18&codcol=15&codcch=660.
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http://apps.who.int/gho/data/node.wrapper.imr?x-id=302
http://www.who.int/childgrowth/en/
http://www.who.int/nutgrowthdb/en/
http://apps.who.int/bookorders/anglais/detart1.jsp?sesslan=1&codlan=1&codcol=15&codcch=660

GPW 13 WHO Impact Framework: Milestone #5 Indicator Metadata

Milestone #5

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Halt and begin to reverse the rise in childhood overweight (0-4 years)

Prevalence of malnutrition (weight for height >+2 or <-2 standard deviation from the median of the
WHO Child Growth Standards) among children under 5 years of age (overweight)

SDG 2.2.2

For 0-4 years, overweight is defined as weight-for-length or height above two standard deviations of the WHO
Child Growth Standards median.

Prevalence of overweight =
Number of children aged 0—4 years that fall above two standard deviations
from the median weight—for—length or height of the WHO Child Growth Standards x 100%

Number of children aged 0—4 years in the survey that were measured

Number of children aged 0-4 years that fall above two standard deviations from the median weight-for-length
or height of the WHO Child Growth Standards.

Total number of children aged 0-4 years in the survey that were measured.

Nationally representative population-based household or school-based surveys with height and weight
measurements of 0-4-year-old children. Other sources of data include national nutrition surveillance systems.

Data sets of FAO and UN Statistical office

Risk factor exposure

By age, sex, location (urban/rural, major regions/provinces), and socio-economic characteristics (e.g., mother’s
education, wealth quintile).

Annual or at least every 3-5 years based on survey availability in countries.

Survey estimates come with levels of uncertainty due to both sampling and non-sampling error (e.g.
measurement technical error, recording error etc.). Another limitation, especially for the school-age children
and adolescent age group is the representativeness of the sample.

Prevalence

WHO: http://who.int/chp/gshs/en/; http://www.who.int/dietphysicalactivity/childhood/en/
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http://who.int/chp/gshs/en/
http://www.who.int/dietphysicalactivity/childhood/en/

GPW 13 WHO Impact Framework: Milestone #6 Indicator Metadata

Milestone #6

Indicator-1

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce the global maternal mortality ratio by 30%

Maternal mortality ratio

SDG3.1.1

The maternal mortality ratio (MMR) is the number of maternal deaths during a given time period per 100,000
live births during the same time-period.

Maternal death refers to the death of a woman while pregnant or within 42 days of termination of pregnancy,
irrespective of the duration and site of the pregnancy, from any cause related to or aggravated by the
pregnancy or its management (from direct or indirect obstetric death), but not from accidental or incidental
causes.

Pregnancy-related death refers to the death of a woman while pregnant or within 42 days of termination of
pregnancy, irrespective of the cause of death.

Live birth refers to the complete expulsion or extraction from its mother of a product of conception,
irrespective of the duration of the pregnancy, which, after such separation, breathes or shows any other
evidence of life - e.g. beating of the heart, pulsation of the umbilical cord or definite movement of voluntary
muscles - whether or not the umbilical cord has been cut or the placenta is attached. Each product of such a
birth is considered live born.

Total number of maternal deaths
MMR = A x 100,000

Total number of live births

Total number of maternal deaths

Total number of live births

Civil registration vital statistics (CRVS), health service records, household surveys, census.

Sample registration systems; verbal autopsy.

Outcome

By age, parity, location (urban/rural, major regions/provinces), and socio-economic characteristics (e.g.,
education level, wealth quintile).

Annual (for CRVS and health service records).

Maternal death is, from an epidemiological perspective, a relatively rare event and mortality is difficult to
measure accurately. Many low-income countries have no, incomplete or unusable death registry data.
Modelling may be used to obtain a national estimate.

Ratio

WHO: http://www.who.int/healthinfo/statistics/indmaternalmortality/en/

WHO: https://www.who.int/reproductivehealth/publications/monitoring/maternal-mortality-2015/en/.
WHO: https://www.who.int/reproductivehealth/publications/monitoring/9789241548458/en/.
UNSDG: https://unstats.un.org/sdgs/metadata/files/Metadata-03-01-01.pdf
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http://www.who.int/healthinfo/statistics/indmaternalmortality/en/

GPW 13 WHO Impact Framework: Milestone #6 Indicator Metadata

Milestone #6

Indicator-2

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce the global maternal mortality ratio by 30%

Proportion of births attended by skilled health personnel

SDG 3.1.2

Percentage of live births for women aged 15-49 years attended by skilled health personnel (doctor, nurse or
midwife).

Skilled health personnel, as referenced by SDG indicator 3.1.2, are competent maternal and newborn health
(MNH) professionals educated, trained and regulated to national and international standards. They are
competent to:

(i) provide and promote evidence-based, human-rights-based, quality, socioculturally sensitive and dignified
care to women and newborns;

(i) facilitate physiological processes during labour and delivery to ensure a clean and positive childbirth
experience; and

(iii) identify and manage or refer women and/or newborns with complications.

In addition, as part of an integrated team of MNH professionals (including midwives, nurses, obstetricians,
paediatricians and anaesthetists), they perform all signal functions of emergency maternal and newborn care to
optimize the health and well-being of women and newborns. Within an enabling environment, midwives
trained to International Confederation of Midwives (ICM) standards can provide nearly all of the essential care
needed for women and newborns. (In different countries, these competencies are held by professionals with
varying occupational titles).

The number of women aged 15-49 years with a live birth attended by a skilled health personnel (doctor, nurse
or midwife) during childbirth is expressed as a percentage of women aged 15-49 years with a live birth in the
same period.

Number of births attended by skilled health personnel (doctor, nurse or midwife) trained in providing life-saving
obstetric care, including giving the necessary supervision, care and advice to women during pregnancy,
childbirth and the postpartum period, to conduct deliveries on their own, and to care for newborns.

The total number of live births of women aged 15-49 years in the same period.

National population-based surveys.

Routine facility information systems.

Age, parity, place of residence, socioeconomic status.
3-5 years for national population-based surveys, annual for routine facility information systems.

Discrepancies possible if national figures are from health facilities rather than household level data. Institutional
births may underestimate percentage of births with skilled attendant.

Percentage

https://unstats.un.org/sdgs/metadata/files/Metadata-03-01-02.pdf
https://data.unicef.org/topic/maternal-health/delivery-care/#
https://www.who.int/reproductivehealth/publications/statement-competent-mnh-professionals/en/
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https://unstats.un.org/sdgs/metadata/files/Metadata-03-01-02.pdf
https://data.unicef.org/topic/maternal-health/delivery-care/
https://www.who.int/reproductivehealth/publications/statement-competent-mnh-professionals/en/

GPW 13 WHO Impact Framework: Milestone #7 Indicator Metadata

Milestone #7

Indicator-1

SDG/ Core 100

Definition

Method of
estimation/calculation

Reduce the preventable deaths of newborns and children under 5 years of age by
17% and 30% respectively

Under-five mortality rate

SDG 3.2.1

The under-5 years mortality rate (USMR) is the probability of a child born in a specific year or period dying
before reaching the age of five, if subject to the age-specific mortality rates of that period, expressed per 1000
live births.

It is, strictly speaking, not a rate (i.e. the number of deaths divided by the number of population at risk during a
certain period of time) but a probability of death derived from a life table and expressed as rate per 1000 live
births.

Live birth refers to the complete expulsion or extraction from its mother of a product of conception,
irrespective of the duration of the pregnancy, which, after such separation, breathes or shows any other
evidence of life - e.g. beating of the heart, pulsation of the umbilical cord or definite movement of voluntary
muscles - whether or not the umbilical cord has been cut or the placenta is attached. Each product of such a
birth is considered live born.

The UN Inter-agency Group for Child Mortality Estimation (UN IGME) estimates are derived from national data
from censuses, surveys or vital registration systems. The UN IGME does not use any covariates to derive its
estimates. It only applies a curve fitting method to good-quality empirical data to derive trend estimates after
data quality assessment. In most cases, the UN IGME estimates are close to the underlying data. The UN IGME
aims to minimize the errors for each estimate, harmonize trends over time and produce up-to-date and
properly assessed estimates. The UN IGME applies the Bayesian B-splines bias-reduction model to empirical
data to derive trend estimates of under-five mortality for all countries. See references for details.

For the underlying data mentioned above, the most frequently used methods are as follows:

Civil registration: The under-five mortality rate can be derived from a standard period abridged life table using
the age-specific deaths and mid-year population counts from civil registration data to calculate death rates,
which are then converted into age-specific probabilities of dying.

Census and surveys: An indirect method is used based on a summary birth history, a series of questions asked
of each woman of reproductive age as to how many children she has ever given birth to and how many are still
alive. The Brass method and model life tables are then used to obtain an estimate of under-five and infant
mortality rates. Censuses often include questions on household deaths in the last 12 months, which can be used
to calculate mortality estimates.

Surveys: A direct method is used based on a full birth history, a series of detailed questions on each child a

woman has given birth to during her lifetime. Neonatal, post-neonatal, infant, child and under-five mortality
estimates can be derived from full birth history module.

14



Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework
Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Total number of deaths among children aged 0-4 years (the total number is actually the probability of death
derived from a life table)

Total number of live births

Civil registration and vital statistics,

censuses; and household surveys.
Outcome

By sex, place of residence, wealth quintile and mother’s education

Annual updates from the UN-IGME revisions

The preferred source of data is a civil registration system that records births and deaths on a continuous basis.
If registration is complete and the system functions efficiently, the resulting estimates will be accurate and
timely. However, many countries do not have well-functioning vital registration systems. In such cases,
household surveys, such as the UNICEF-supported Multiple Indicator Cluster Surveys (MICS), the USAID-
supported Demographic and Health Surveys (DHS) and periodic population censuses have become the primary
sources of data on under-five mortality. These surveys ask women about the survival of their children, and it is
these reports that provide the basis of child mortality estimates for a majority of low- and middle- income
countries. These data, however, are often subject to sampling or non-sampling errors (such as misreporting of
age and survivor selection bias; underreporting of child deaths is also common)

These under-five mortality rates have been estimated by applying methods to the available data from all
Member States to ensure comparability across countries and time; hence they are not necessarily the same as
the official national data.

Mortality estimate: probability of death derived from a life table and expressed as rate per 1000 live births.

WHO: http://apps.who.int/gho/data/node.wrapper.imr?x-id=1;
http://www.who.int/whosis/whostat2006InfantAndUnder5MortalityRate.pdf?ua=1;
http://apps.who.int/gho/data/node.wrapper.imr?x-id=4717

www.cme.org

UNICEF: https://www.unicef.org/infobycountry/stats popupl.html
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http://apps.who.int/gho/data/node.wrapper.imr?x-id=1
http://www.who.int/whosis/whostat2006InfantAndUnder5MortalityRate.pdf?ua=1
http://apps.who.int/gho/data/node.wrapper.imr?x-id=4717
http://www.cme.org/
https://www.unicef.org/infobycountry/stats_popup1.html

GPW 13 WHO Impact Framework: Milestone #7 Indicator Metadata

Milestone #7 Reduce the preventable deaths of newborns and children under 5 years of age by
17% and 30% respectively

Indicator-2 Neonatal mortality rate

SDG/ Core 100 SDG 3.2.2

Definition

Probability that a child born in a specific year or period will die in the first 28 days of life (0-27 days), if subject
to the age-specific mortality rates of that period, expressed per 1000 live births.

Neonatal deaths (deaths among live births during the first 28 days of life)

Method of
estimation/calculation

The UN Inter-Agency Group for Child Mortality Estimation (UN IGME) estimates are derived from national data
from censuses, surveys or vital registration systems. The UN IGME does not use any covariates to derive its
estimates. It only applies a curve fitting method to good-quality empirical data to derive trend estimates after
data quality assessment. In most cases, the UN IGME estimates are close to the underlying data. The UN IGME
aims to minimize the errors for each estimate, harmonize trends over time and produce up-to-date and
properly assessed estimates. The UN IGME produces neonatal mortality rate estimates with a Bayesian spline
regression model which models the ratio of neonatal mortality rate / (under-five mortality rate - neonatal
mortality rate). Estimates of NMR are obtained by recombining the estimates of the ratio with UN IGME-
estimated under-five mortality rate. See the references for details.

For the underlying data mentioned above, the most frequently used methods are as follows:

Civil registration: Number of children who died during the first 28 days of life and the number of births used to
calculate neonatal mortality rates.

Census and surveys: Census often includes questions on household deaths in the last 12 months, which can be
used to calculate mortality estimates.

Surveys: A direct method is used based on a full birth history, a series of detailed questions on each child a

woman has given birth to during her lifetime. Neonatal, post-neonatal, infant, child and under-five mortality
estimates can be derived from full birth history module.

Number of children who died in the first 28 days (0-27) of life (the total number is actually the probability of

Numerator death derived from a life table)
Denominator Number of live births
Preferred data sources Data from civil registration and vital statistics.
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Other possible data sources

WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

censuses and household surveys.

Outcome

By sex, place of residence, wealth quintile and mother’s education

Annual updates from the UN-IGME revisions

The preferred source of data is a civil registration system that records births and deaths on a continuous basis.
If registration is complete and the system functions efficiently, the resulting estimates will be accurate and
timely. However, many countries do not have well-functioning vital registration systems. In such cases,
household surveys, such as the UNICEF-supported Multiple Indicator Cluster Surveys (MICS), the USAID-
supported Demographic and Health Surveys (DHS) and periodic population censuses have become the primary
sources of data on under-five mortality. These surveys ask women about the survival of their children, and it is
these reports that provide the basis of child mortality estimates for a majority of low- and middle- income
countries. These data, however, are often subject to sampling or non-sampling errors (such as misreporting of
age and survivor selection bias; underreporting of child deaths is also common)

These under-five mortality rates have been estimated by applying methods to the available data from all
Member States to ensure comparability across countries and time; hence they are not necessarily the same as
the official national data.

Mortality estimate: probability of death derived from a life table and expressed as rate per 1000 live births.

WHO: http://apps.who.int/gho/data/node.wrapper.imr?x-id=1;
http://www.who.int/whosis/whostat2006InfantAndUnder5MortalityRate.pdf?ua=1;
http://apps.who.int/gho/data/node.wrapper.imr?x-id=4717

UNICEF: https://www.unicef.org/infobycountry/stats popupl.html
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http://apps.who.int/gho/data/node.wrapper.imr?x-id=1
http://www.who.int/whosis/whostat2006InfantAndUnder5MortalityRate.pdf?ua=1
https://www.unicef.org/infobycountry/stats_popup1.html

GPW 13 WHO Impact Framework: Milestone #8 Indicator Metadata

Milestone #8

Indicator
SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

WHO GPW13 Framework
Disaggregation
Expected frequency of data

collection

Limitations

Data type

Related links

Reduce number of new HIV infections per 1000 uninfected population, by sex,
age, and key populations by 73%

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

SDG 3.3.1

The number of new HIV infections per 1,000 uninfected population, by sex, age and key populations as
defined as the number of new HIV infections per 1000 person-years among the uninfected population.

Longitudinal data on individuals are the best source of data but are rarely available for large populations.
Special diagnostic tests in surveys or from health facilities can be used to obtain data on HIV incidence.
HIV incidence is thus modelled using the Spectrum software.

Number of new HIV infections by sex, age and key populations

Total uninfected population by sex, age and key populations

Spectrum modelling, household or key population surveys with HIV incidence-testing

Other possible data sources: Regular surveillance system among key populations.

General population, Key populations (men who have sex with men, sex workers, people who inject drugs,
transgender people, prisoners), Age groups (0-14, 15-24, 15-49, 50+ years), for key populations (< 25, 25+
years), mode of transmission (including mother-to-child transmission), place of residence, sex

Rate

http://www.unaids.org/en/dataanalysis/datatools/spectrumepp

UNAIDS Global AIDS response progress reporting 2015: construction of core indicators for monitoring the
2011

http://www.unaids.org/sites/default/files/media_asset/JC2702_GARPR2015guidelines_en.pdf a2015
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GPW 13 WHO Impact Framework: Milestone #9 Indicator Metadata

Milestone #9
Indicator
SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations
Data type

Related links

Reduce by 27% the number of new TB cases per 100 000 population

Tuberculosis incidence per 100 000 population
SDG 3.3.2

Tuberculosis incidence is defined as the estimated number of new and relapse TB cases (all forms of TB,
including cases in people living with HIV) arising in a given year, expressed as a rate per 100 000 population.

Estimates of incidence for each country are derived using one or more of the following approaches, depending
on available data: (i) incidence = case notifications/estimated proportion of cases detected; (ii) capture-
recapture modelling; (iii) incidence = prevalence/duration of condition.

Estimated number of new and relapse TB cases (all forms of TB, including cases in people living with HIV) arising

in a given year

Total population

High-quality surveillance systems in which underreporting is negligible, and strong health systems so that
under-diagnosis is also negligible

Annual case notifications, assessments of the quality and coverage of TB notification data, national surveys of
the prevalence of TB disease and information from death (vital) registration systems

Outcome

By country, sex, age (children vs adults).
Annual

Uncertainty in indicator values
Rate

https://unstats.un.org/sdgs/metadata/files/Metadata-03-03-02.pdf
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GPW 13 WHO Impact Framework: Milestone #10 Indicator Metadata

Milestone #10

Indicator

SDG/ Core 100
Definition

Method of
estimation/calculation

Numerator
Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce malaria case incidence by 50%

Malaria incidence per 1 000 population

SDG 3.3.3

The number of new cases of malaria per 1,000 people at risk each year.

Three main methods are used to estimate the number of malaria cases and incidence.

Category 1 method — adjusted routine data. This method usually applies to countries outside sub-Saharan Africa
and to Botswana, Ethiopia, Namibia and Rwanda, where the public health sector surveillance system is good but
some clinical diagnosis of cases still occurs and a substantial proportion of patients use the private sector or do
not seek treatment. For such countries, case data reported by the NMCPs are adjusted for test positivity rate
(where clinical cases are also reported), public health sector reporting rates, fever treatment-seeking rates in
the private sector and the rates of not seeking treatment.

Category 2 method — parasite rate-to-incidence modelling. Used for many countries in sub-Saharan Africa where
the routine data is unreliable: surveillance systems do not capture all malaria cases, and data often come from
the public health sector only and may not be reported consistently or may not be parasitologically confirmed. A
method developed by the Malaria Atlas Project is used, which estimates cases by employing an epidemiological
model of the relationship between parasite prevalence and case incidence within a geospatial framework.
Category 3 method — unadjusted routine data. This approach involves use of routine data reported by NMCPs
without any adjustments. Countries for which this approach was used were Algeria, Argentina, Belize, Bhutan,
Cabo Verde, China, Comoros, Costa Rica, Democratic People’s Republic of Korea, Ecuador, El Salvador, Iran
(Islamic Republic of), Iraq, Malaysia, Mexico, Paraguay, Republic of Korea, Sao Tome and Principe, Saudi Arabia,
South Africa, Suriname, Swaziland and Thailand. These are countries that have high-quality surveillance systems
and are near elimination, having reported few malaria cases (<10 000 cases) in most of the years since 2010.

For more details see SDG metadata file as referenced below.

Total estimated number of new cases of malaria

Total population

Country surveillance systems (number of suspected cases, number of tested cases, number of positive cases by
method of detection and by species as well as number of health facilities that report those cases)

Representative household surveys

Outcome

Country

Annual

The estimated incidence can differ from the incidence reported by a Ministry of Health which can be affected
by (1) completeness of reporting (2) extent of malaria diagnostic testing, (3) use of private health facilities not
included in reporting systems, and (4) estimation only where malaria transmission occurs.

Rate

https://unstats.un.org/sdgs/metadata/files/Metadata-03-03-03.pdf
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GPW 13 WHO Impact Framework: Milestone #11 Indicator Metadata

Milestone #11

Indicator
SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce Hepatitis B incidence to 0.5% for children under 5 years

Hepatitis B incidence per 100 000 population

SDG 3.3.4 (Cumulated incidence of chronic HBV infection in children 5 years of age)

The number of new hepatitis B infections per 100,000 population in a given year is estimated from the
prevalence of total antibodies against hepatitis B core antigen (Total anti-HBc) and hepatitis B surface antigen
(HBsAg) positive among children 5 years of age, adjusted for sampling design.

Number of survey participants with Total anti — HBc and HBsAg positive test

Number in survey with Total anti — Hc/HBsAg result

Number of survey participants with Total anti-HBc and HBsAg positive test

Number in survey with Total anti-Hc/HBsAg result

Serosurvey

Routinely collected hepatitis B vaccine administrative coverage data including the proportion newborn infants
given the first dose within 24 hours of birth (HepB0%) and the percentage of infants having received three
doses of hepatitis B vaccine (HepB3 %)

Outcome

By sex, location (urban/rural, major regions/provinces), and socio-economic characteristics (e.g., education,
wealth quintile).

Intermittent, dependent on population seroprevalence of HBsAg before hepatitis Bimmunization and infant
hepatitis B vaccination coverage.

Rate

Hepatitis B Control Through Immunization: a Reference Guide
http://iris.wpro.who.int/bitstream/10665.1/10820/3/9789290616696_eng.pdf

Documenting the Impact of Hepatitis B Immunization: best practices for conducting a serosurvey
http://whglibdoc.who.int/hq/2011/WHO_IVB_11.08_eng.pdf

Sample design and procedures for Hepatitis B immunization surveys: A companion to the WHO cluster survey

reference manual
http://whglibdoc.who.int/hq/2011/WHO_IVB_11.12_eng.pdf
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GPW 13 WHO Impact Framework: Milestone #12 Indicator Metadata

Milestone #12

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

Reduction of people requiring interventions for NTDs by 400 million

Number of people requiring interventions against neglected tropical diseases

SDG3.3.5

Number of people requiring treatment and care for any one of the neglected tropical diseases (NTDs) targeted
by the WHO NTD Roadmap, World Health Assembly resolutions and reported to WHO

Some estimation is required to aggregate data across interventions and diseases. There is an established
methodology that has been tested and an agreed international standard.
[http://www.who.int/wer/2012/wer8702.pdf?ua=1]

1) Average annual number of people requiring mass treatment known as preventive care (PC) for at least one
PC-NTD: People may require PC for more than one PC-NTD. The number of people requiring PC is compared
across the PC-NTDs, by age group and implementation unit (e.g. district). The largest number of people
requiring PC is retained for each age group in each implementation unit. The total is considered to be a
conservative estimate of the number of people requiring PC for at least one PC-NTD. Prevalence surveys
determine when an NTD has been eliminated or controlled and PC can be stopped or reduced in frequency,
such that the average annual number of people requiring PC is reduced.

2) Number of new cases requiring individual treatment and care for other NTDs: The number of new cases is
based on country reports, whenever available, of new and known cases of Buruli ulcer, Chagas disease,
cysticercosis, dengue, guinea-worm disease, echinococcosis, human African trypanosomiasis (HAT), leprosy, the
leishmaniases, rabies and yaws. Where the number of people requiring and requesting surgery for PC-NTDs
(e.g. trichiasis or hydrocele surgery) is reported, it can be added here. Similarly, new cases requiring and
requesting rehabilitation (e.g. leprosy or lymphoedema) can be added whenever available.

Populations referred to under 1) and 2) may overlap; the sum would overestimate the total number of people
requiring treatment and care. The maximum of 1) or 2) is therefore retained at the lowest common
implementation unit and summed to get conservative country, regional and global aggregates. By 2030,
improved co-endemicity data and models will validate the trends obtained using this simplified approach.

A reduction of 400 million is calculated by subtracting current year numerator by baseline year numerator
(2017)

Number of people requiring interventions against neglected tropical diseases

NA

The number of people requiring treatment and care for NTDs is measured by existing country
systems, and reported through joint request and reporting forms for donated medicines, the
integrated NTD database, and other reports to WHO.

Develop a standard protocol for systematic data collection for NTDs through World Health Survey Plus
(WHS+)._
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WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Impact

Disaggregation by age is required for PC: pre-school-aged children (1-4 years), school-aged (5-
14 years) and adults (= 15 years).

Annual

Country reports may not be perfectly comparable over time. Improved surveillance and case-
finding may lead to an apparent increase in the number of people known to require treatment
and care. Some further estimation may be required to adjust for changes in surveillance and
case-finding. Missing country reports may need to be imputed for some diseases in some years.

Absolute number

https://unstats.un.org/sdgs/metadata/?Text=&Goal=3&Target=3.3
http://www.who.int/neglected diseases/mediacentre/resolutions/en/
http://www.who.int/neglected diseases/resources/NTD Generic Framework 2015.pdf
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https://unstats.un.org/sdgs/metadata/?Text=&Goal=3&Target=3.3
http://www.who.int/neglected_diseases/mediacentre/resolutions/en/
http://www.who.int/neglected_diseases/resources/NTD_Generic_Framework_2015.pdf

GPW 13 WHO Impact Framework: Milestone #13 Indicator Metadata

Milestone #13

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework
Disaggregation

Expected frequency of data
collection

Limitations

20% relative reduction in the premature mortality (age 30-70 years) from
NCDs (cardiovascular, cancer, diabetes, or chronic respiratory diseases)
through prevention and treatment

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

SDG 3.4.1

Probability of dying between the exact ages 30 and 70 years from cardiovascular diseases, cancer, diabetes,
or chronic respiratory diseases. Deaths from these four causes will be based on the following ICD-10 codes:
100-199, C00-C97, E10-E14, and J30-J98.

Age-specific death rates for the combined four cause categories (typically in terms of 5-year age groups30-
34, 65-69). A life table method allows calculation of the risk of death between exact ages30 and70 from any
of these causes, in the absence of other causes of death.

The ICD codes to be included in the calculation are: cardiovascular disease: 100-199, Cancer: C00-C97,
Diabetes: E10-E14, or Chronic respiratory diseases: J30-J98.

To calculate age-specific mortality rate for each 5-year age group and country, for each 5-year age range
between 30 and 70:

*

Total deaths from four major NCD causes between exact age x and exact age x + 5
5%Mx —

Total population between exact age x and exact age x + 5
Then translate the 5-year death rate to the probability of death in each 5-year age range:
. sMy 5

S = 1 M+ 2.5

The probability of death from age 30 to 70 years, independent of other causes of death can be calculated

as:
65
40930 = 1— 1_[ (1-5q2)
x=30
See above
See above

Vital registration systems which record deaths with sufficient completeness to allow estimation of all-cause
death rates.

Sample registration systems; verbal autopsy.

Outcome

By sex, location (urban/rural, major regions/provinces), and socio-economic characteristics (e.g., education,
wealth quintile).

Annual

- incomplete or unusable death registration data
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Data type

Related links

Probability

WHO: http://www.who.int/gho/ncd/mortality morbidity/ncd premature text/en/;
http://www.who.int/healthinfo/statistics/LT method.pdf.
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http://www.who.int/healthinfo/statistics/LT_method.pdf

GPW 13 WHO Impact Framework: Milestone #14 Indicator Metadata

Milestone #14

Indicator

SDG/ Core 100
Definition
Method of

estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce suicide mortality rate by 15%
Suicide mortality rate
SDG 3.4.2

Number of suicide deaths divided by the population and multiplied by 100,000 in a country in a given period of
time. Suicide deaths will be based on the following ICD-10 codes: X60-X84, Y87.0.
Number of deaths from suicide

Suicide mortality rate = - %X 100,000
Total population

Number of suicide deaths in a given period of time

Total population in a given period of time

Vital registration systems which record deaths with sufficient completeness to allow estimation of cause-
specific death rates.

Sample registration systems; verbal autopsy.
Outcome

By sex, age.

Annual

- incomplete or unusable death registration data

Rate

WHO: http://www.who.int/gho/mental health/mental health indicatorbook.pdf?ua=1.
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GPW 13 WHO Impact Framework: Milestone #15 Indicator Metadata

Milestone #15

Indicator

SDG/ Core 100
Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

*aactmilestonetobeﬁnalized

Increase service coverage of treatment interventions (pharmacological,
psychosocial and rehabilitation and aftercare services) for substance use
disorders to xx*%.

Coverage of treatment interventions (pharmacological, psychosocial and rehabilitation and aftercare
services) for substance use disorders
SDG 3.5.1 (tier 3)

Substance use disorders include substance dependence and harmful pattern of substance use. Severe
substance use disorders include substance dependence only.

There are two approaches currently under development and testing towards the indicator report:

1) Estimation based on actual service utilization:

Treatment demands (Number of people in contact with treatment services)

x 100%

Treatment coverage = - "
Treatment needs (Number of people with substance use disorders)

2) Estimation based on composite indicator of service development:
proxy-data reflecting major components of treatment systems for substance use disorders.

Number of people with substance use disorders/substance dependence in contact with treatment services in a
given year

Total number of people with substance use disorders/substance dependence in the population in a given year

WHO ATLAS on Substance Use (ATLAS-SU) and associated data collection activities; WHO Global Information
System on Alcohol and Health (GISAH) and associated data collection activities; UNODC data generated through
Annual Report Questionnaire (ARQ) surveys; WHO-UNODC Facility surveys; data collected through National
statistical systems and health system data; population-based household surveys; GBD data. for substance use
dosor availability and utilization.

Other sources of information available from different international organizations and member states, such as
administrative, project data, expert opinions, country-level targeted activities to generate and impute data.

By type of substances, substance use disorders and treatment modalities

The frequency of data collection will remain the same:
-annual data collection for illicit drugs component;
-annual or at least biennial for alcohol and other substance use component;

Effective coverage estimation may not feasible or limited to few predominantly high-income countries;
In case of poor or unavailable data, country estimations may be limited to the level of availability coverage.

Percentage

ATLAS-SU: http://www.who.int/gho/substance abuse/en/

GISAH: http://www.who.int/gho/alcohol/en/

UNODC World Drug Report: https://www.unodc.org/wdr2018/
http://www.who.int/mental health/publications/action plan/en/
http://www.who.int/mental health/evidence/atlas/mental health atlas 2017/en/

27


http://www.who.int/gho/substance_abuse/en/
http://www.who.int/gho/alcohol/en/
https://www.unodc.org/wdr2018/
http://www.who.int/mental_health/publications/action_plan/en/
http://www.who.int/mental_health/evidence/atlas/mental_health_atlas_2017/en/

GPW 13 WHO Impact Framework: Milestone #16 Indicator Metadata

Milestone #16

Indicator
SDG/ Core 100
Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

7% relative reduction in the harmful use of alcohol as appropriate, within the
national context

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

SDG 3.5.2

Consumption of pure alcohol (ethanol) in litres per person aged 15+ years during one calendar year.

Recorded alcohol per capita (15+) consumption of pure alcohol is calculated as the sum of beverage-specific
alcohol consumption of pure alcohol (beer, wine, spirits, other) based on data collection by WHO from different
sources. The first priority in the decision tree is given to government statistics ; second are country-specific data
in the public domain from data providers supported by the alcohol industry based on results of the field work at
country level or data from the International Organisation of Vine and Wine (OIV); third is the Food and
Agriculture Organization of the United Nations' statistical database (FAOSTAT); and fourth is data from
industry-supported data in the public domain based on desk reviews. To make the conversion into litres of pure
alcohol, the alcohol content (% alcohol by volume) is as follows: Beer (barley beer 5%), Wine (grape wine 12%;
must of grape 9%, vermouth 16%), Spirits (distilled spirits 40%; spirit-like 30%), and Other (sorghum, millet,
maize beers 5%; cider 5%; fortified wine 17% and 18%; fermented wheat and fermented rice 9%; other
fermented beverages 9%).

Unrecorded alcohol consumption refers to alcohol which is not taxed and is outside the usual system of
governmental control, such as home or informally produced alcohol (legal or illegal), smuggled alcohol,
surrogate alcohol (which is alcohol not intended for human consumption), or alcohol obtained through cross-
border shopping (which is recorded in a different jurisdiction). Unrecorded alcohol consumption was estimated
as a percentage of total alcohol consumption. Country-level proportions of unrecorded alcohol consumption
were estimated using a regression analysis with input data collected by WHO from different sources. Data
sources included expert judgements from a WHO survey, nominal expert group Delphi surveys, and WHO STEPS
surveys.

Tourist consumption takes into consideration alcohol purchased and consumed by tourists to a country and
alcohol purchased and consumed when people are visiting countries other than their home country.

For total alcohol per capita consumption by sex, the proportion of alcohol consumed by men versus women
(from surveys) and the demographics (from UN population data) were used.

Population data came from the UN World Population Prospects.

Total alcohol per capita consumption =
Sum of recorded and unrecorded alcohol consumed in a population during a calendear year

Midyear resident population aged 15+years in the same calendar year

Sum of recorded and unrecorded alcohol consumed in a population during a calendar year, adjusted for tourist
consumption, in litres.

Midyear resident population aged 15+ for the same calendar year.

Administrative reporting systems for recorded APC and survey data for unrecorded APC. The priority of data
sources for recorded alcohol per capita consumption should be given to government statistics on sales/taxation
of alcoholic beverages during a calendar year or data on production, export and import of alcohol in different
beverage categories. For countries, where the governmental sales or production data is not available, the
preferred data source would be country specific and publicly available data from the private sector, including
alcohol producers or country specific data from the Food and Agriculture Organization of the United Nations
statistical database (FAOSTAT), which may also include the estimates of unrecorded alcohol consumption. Data
sources for unrecorded alcohol consumption include survey data, customs or police data, and expert opinions.
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Other possible data sources Data sets of FAO and UN Statistical office

WHO GPW13 Framework Risk factor exposure

Disaggregation By age, sex.

Expected frequency of data A nual

collection
Limitations - gaps in administrative records of sales or production, import, export of alcoholic beverages
- surveys may be subject to under-reporting of alcohol consumption, - mis-interpretation of questions and/or
size of a standard drink, or associated with validity of the survey instruments
Data type Volume (litres per capita)
. WHO: http://apps.who.int/gho/data/node.gisah.GISAH?showonly=GISAH
Related links p://app /gho/data/ & Y
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GPW 13 WHO Impact Framework: Milestone #17 Indicator Metadata

Milestone #17

Indicator

SDG/ Core 100
Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources
WHO GPW13 Framework

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Reduce the number of global deaths and injuries from road traffic accidents by

20%

Death rate due to road traffic injuries

SDG 3.6.1

Absolute figure indicating the number of people who die as a result of a road traffic crash.

Our model is based on the quality of data we received. As a health organization, we rely primarily on the
submission of vital registration data from countries’ Ministries of Health to WHO (through the official
channels). These data, on all causes of death, are then analysed by our colleagues in the Health
Information Systems department to decide on how good the data are, that is, determining if there is
good completeness and coverage of deaths for all causes.

We classified the countries on 4 categories or groups namely,

Groupl: Countries with death registration data (good vital/ death registration data)

Group2: Countries with other sources of information on causes of death

Group3: Countries with population less than 150 000

Group4: Countries without eligible death registration data.

Number of deaths due to road traffic crashes
Total population
For the road traffic deaths, we have two sources of data. Data from Global Status Report on Road Safety

survey and Vital registration or certificate deaths data that WHO receive every year from member states
(ministries of health).

Types of road users, age, sex, income groups and WHO regions

Biennial

There are no vital registration data for all countries to make comparison against the data received on the
survey. We published only confidence intervals for countries that have poor completeness of vital
registration data. Also, we cannot collect road traffic data every year using this methodology outlined in
the Global status report.

Rate

http://www.who.int/violence_injury_prevention
http://www.who.int/violence_injury_prevention/road_safety_status/2015/en/
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Milestone #18

Indicator
SDG/ Core 100
Definition
Method of

estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

Disaggregation

Expected frequency of data
collection

Limitations

Data type

Related links

Increase the proportion of women of reproductive age (15-49 years) who have
their need for family planning satisfied with modern methods to 66%

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

SDG 3.7.1

The percentage of women of reproductive age (15-49 years) who desire either to have no (additional)
children or to postpone the next child and who are currently using a modern contraceptive method.

The numerator is the percentage of women of reproductive age (15-49 years old) who are currently
using, or whose sexual partner is currently using, at least one modern contraceptive method. The
denominator is the total demand for family planning (the sum of contraceptive prevalence (any method)
and the unmet need for family planning). Estimates are with respect to women who are married or in a
union.

Percentage of women of reproductive age (15-49 years old) who are currently using, or whose sexual partner is
currently using, at least one modern contraceptive method.

Total demand for family planning (the sum of contraceptive prevalence (any method) and the unmet need for
family planning).

This indicator is calculated from nationally-representative household survey data. Multi-country survey
programmes that include relevant data for this indicator are: Contraceptive Prevalence Surveys (CPS),
Demographic and Health Surveys (DHS), Fertility and Family Surveys (FFS), Reproductive Health Surveys
(RHS), Multiple Indicator Cluster Surveys (MICS), Performance Monitoring and Accountability 2020
surveys (PMA), World Fertility Surveys (WFS), other international survey programmes and national
surveys.

Age, geographic location, marital status, socioeconomic status and other categories, depending on the
data source and number of observations.

Annual

Differences in the survey design and implementation, as well as differences in the way survey
questionnaires are formulated and administered can affect the comparability of the data. The most
common differences relate to the range of contraceptive methods included and the characteristics (age,
sex, marital or union status) of the persons for whom contraceptive prevalence is estimated (base
population). The time frame used to assess contraceptive prevalence can also vary. In most surveys, there
is no definition of what is meant by “currently using” a method of contraception.

In some surveys, the lack of probing questions, asked to ensure that the respondent understands the
meaning of the different contraceptive methods, can result in an underestimation of contraceptive
prevalence, for traditional methods. Sampling variability can also be an issue, especially

when contraceptive prevalence is measured for a specific subgroup (according to method, age-group,
level of educational attainment, place of residence, etc.) or when analyzing trends over time.

Percentage

United Nations, Department of Economic and Social Affairs, Population Division (2017). World Contraceptive
Use 2017 (POP/DB/CP/Rev2017).

World Contraceptive Use 2017 (POP/DB/CP/Rev2017), United Nations Publication,
(http://www.un.org/en/development/desa/population/publications/dataset/contraception/wcu2017.sht
ml)
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Milestone #19

Indicator

SDG/ Core 100

Definition

Method of
estimation/calculation

Numerator

Denominator

Preferred data sources

Other possible data sources

WHO GPW13 Framework

Increase coverage of essential health services

Coverage of essential health services (defined as the average coverage of essential
services based on tracer interventions that include reproductive, maternal,
newborn and child health, infectious diseases, non-communicable diseases and
service capacity and access, among the general and the m