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Abstract 

Objective To evaluate the extent and distribution of missing data across health-related 
sustainable development goal (SDG) indicators in World Health Organization (WHO) 
regions, over time and by disaggregation and method of data collection. 

Methods We conducted a descriptive cross-sectional analysis of health-related 
indicators from the United Nations SDG indicators database. Our analysis included data 
from 194 Member States between 2015 and 2024. We assessed the overall proportion of 
missing data by WHO region, variation over time, level of disaggregation, data timeliness 
and methods. 

Findings We observed pronounced data gaps and inconsistencies across WHO 
regions and over time. At the target level, about one third of targets (8 out of 27) had over 
90% missing data points, while 41 of 43 indicators had more than 90% missing data in 
2024, compared with 11 indicators in 2019. At least one form of disaggregation was 
present in 72% of indicators, yet missing data did not vary significantly by disaggregation 
level. Across regions, the number of indicators with over 90% missing data ranged from 
12 to 16. Methodological differences also influenced data availability: indicators relying 
on estimates had substantially higher coverage than those based solely on empirical data; 
49% relied on estimates, 35% on empirical data and 16% on a combination of both.  

Conclusion This study underscores critical limitations in the availability, timeliness 
and consistency of health-related SDG data across WHO regions, highlighting the need 
for strengthened data systems to support the monitoring of global health progress. 

Introduction 

The concept of health-related sustainable development goals (SDGs) is used to capture the 

multidimensional nature of health within the United Nations (UN) Transforming our world: the 
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2030 agenda for sustainable development.1 The health-related goals are primarily reflected in 

SDG 3, that is ensure healthy lives and promote well-being for all at all ages. While there are 

conceptual linkages between SDG 3 and the remaining sixteen goals,2 determining which targets 

and indicators across those other goals should be classified as health-related is more challenging. 

Different sources monitor different sets of targets and indicators.3–5 This variation reflects the 

judgment required to define health-related indicators; it includes assessing an indicator’s 

proximity to health outcomes and its scope within the health system's direct or stewardship 

functions for providing health interventions or reducing health risks.6 

The World Health Organization (WHO) is mandated by its Member States to compile 

and disseminate health statistics;7 however, delayed or incomplete data can undermine WHO’s 

technical support to Member States. Up to 57 indicators were acknowledged as health-related 

indicators.6,8 From these, the Organization’s Thirteenth general programme of work, 2019–2025 

included 39 SDG indicators, 26 from SDG 3 and 13 from other goals; in addition seven 

indicators relating to World Health Assembly resolutions were included in the programme.9 In 

the Draft fourteenth general programme of work (GPW 14), these indicators were retained and 

mapped onto new outcomes.10,11  

Accurate, complete and timely data are essential for effective global health governance. 

They support the setting of clear goals, monitoring progress and priority-setting as well as 

strengthening accountability through transparent reporting. Data are also important for 

identifying and addressing inequalities. Disaggregated data by age, sex, socioeconomic status 

and geographic location reveal disparities in health outcomes and can support targeted 

interventions to address the needs of vulnerable populations. Comparable data enable analyses 

across regions, populations and time. Robust data systems inform decision-making and guide the 

efficient and impactful allocation of resources and funding by strengthening the understanding of 

health challenges and trends. This approach contributes to improved health outcomes and a more 

equitable distribution of health services.6,11–13 

WHO plays a critical role in adjusting, validating and reporting statistics used to monitor 

global health indicators. Unadjusted statistics, which may have missing data and are derived 

directly from primary data without corrections, are valuable for public health responses but have 

limitations. In contrast, adjusted estimates use techniques like imputation to fill data gaps and 
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improve comparability. Further, advanced methods can synthesize data from multiple sources 

and adjust empirical data using statistical models. However, discrepancies in reported indicator 

estimates can still arise due to differing estimation methods, a preference for unadjusted data, the 

availability of new data or disagreements over variables. To ensure consistency, WHO 

collaborates with other UN agencies to combine technical resources and provide unified 

estimates for various health-related targets.14,15 

While measuring the progress towards all the SDGs is constrained by limitations in data 

availability and timeliness, substantial improvements have been made in developing 

internationally comparable monitoring data. In 2016, about one third of indicators had data 

coverage and two fifths lacked standardized methods. By 2024, two thirds of indicators had good 

coverage and all 231 indicators had well established and internationally agreed methods. Good 

trend data were available for about half of the indicators across more than half of all countries.13 

However, the GPW 14 results framework acknowledges that tracking the health-related SDGs 

presents challenges due to incomplete data and slow progress towards goals.11 

Over halfway through the 2030 agenda for sustainable development,16 we aimed to 

evaluate the extent and distribution of missing health-related SDG indicators across WHO 

regions, over time and by disaggregation and data collection method. We reviewed indicators 

from the GPW 14 results framework to reflect core global health priorities and to support more 

consolidated global reporting of health-related goals.11 The framework includes 98 proposed 

outcome indicators; for this analysis, we focused on 43 health-related SDG indicators that 

represent progress towards WHO’s Triple Billion targets. These targets are a strategic framework 

to accelerate progress towards the SDGs through universal health coverage, protection from 

health emergencies and healthier populations.17 Within the framework, these health-related SDG 

indicators can be counted as 46, however, three entries correspond to subcomponents of the same 

SDG indicator or share identical SDG indicator numbering, despite being listed separately.11 To 

avoid double counting while maintaining full analytical coverage, we consolidated these into 43 

analytically distinct indicators. 

Methods 

Data source 
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As of 9 September 2025, we extracted data on the selected indicators from the UN SDG 

indicators database for all 194 WHO Member States.18,19 The database monitors global SDG 

progress and covers over 210 indicators. By aggregating data from SDG and continental regions, 

countries and areas, the database enables users to track trends, compare performance and identify 

areas for improvement.  

Health-related SDG indicators 

Our analysis included 43 health-related indicators (Table 1). All SDG indicators are classified by 

the Inter-agency and Expert Group on SDG Indicators (IAEG-SDGs) into two tiers based on 

global data availability. Both tiers have clear concepts and established methods, however, Tier I 

indicators have regular data production covering at least 50% of countries and of the population 

in every region where the indicator is relevant, while Tier II indicators lack regular data 

production by countries.20 

Indicators may be disaggregated, including but not limited to sex, age, unit of 

measurement, location and quartile. For some indicators, the disaggregation labels are either 

inconsistent with their definitions or redundant. To improve consistency and reduce redundancy, 

we updated the labels to align with their definitions, as follows: 

Indicator 11.1.1 has 47 disaggregations, including location, housing condition and city. 

As the city disaggregation is specific to a single country, we converted it to a binary value (either 

“city” or “no city”). This change leaves only 7 disaggregations for indicator 11.1.1. in our 

analysis. 

Indicator 3.d.1 has 41 disaggregations, all of which relate to the capacity to comply with 

the International Health Regulations, (IHR)(2005). These are broken down as follows: 13 cover 

the period 2015–2017 and are named IHR (1–13); another 13 cover the period 2018–2020 and 

are named States Parties Self-Assessment Annual Report (SPAR) (1–13); lastly, 15 focus on the 

period 2021–2023 and have the name SPAR2-C (1–15) which refers to the second edition of 

States Parties Self-Assessment Annual Report. Despite these name changes, their specific 

definitions have remained consistent across the years, except for the last two disaggregations 

(SPAR2-C14 and SPAR2-C15).18 Because the definitions for these disaggregations are 

consistent, we renamed them to match their definitions. Specifically, those previously labelled 
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IHR (1–13) and SPAR (1–13) are now called SPAR2-C (1–13). The disaggregations of SPAR2-

C14 and SPAR2-C15 remain unchanged. 

Two indicators include age groups that are inconsistent with their definitions. Indicator 

4.2.1 focuses on child development and has two disaggregations, each with a definition that 

focuses on distinct yet separate age groups: 36–59 months old and 24–59 months old. Similarly, 

indicator 16.2.1 focuses on abuse of children aged 1–14 years old, but several countries used 

their own age definitions for these indicators. The labels for 4.2.1 and 16.2.1 were therefore 

modified to align with the definitions provided.18  

After the modifications to indicators 11.1.1 and 3.d.1, the indicators with the most 

disaggregations are 3.4.1 with 45 disaggregations and 1.3.1 with 31 disaggregations. There are 

12 indicators with no disaggregations. 

Data processing 

The downloaded data included rows for each indicator, country and year where a numeric value 

was available. However, there were data gaps between years (for specific countries and 

indicators).18 To calculate the percentage of missing data among the indicators, we first needed 

to ensure that all potential data points were explicitly represented, so that missingness could be 

measured consistently across indicators, countries and years. To achieve this, we constructed a 

complete reference structure of all possible data points by generating a data set listing every 

possible combination of year, indicator (including disaggregations) and country. This data set 

initially contained no values, hence we describe it as empty, but it provided the full set of rows 

against which observed data could be compared. 

We considered indicators complete if they contained a numeric value for each country for 

each year from 2015 to 2024, covering all years for which data were recorded.21 We then merged 

the empty reference data set with the UN SDG indicators database to align the observed values 

with the complete set of expected rows. After merging, we cleaned any duplicate rows (where 

both a numeric value and a placeholder NA [not available] appeared for the same indicator, 

country and year) by retaining the numeric entry and dropping the placeholder. This process 

ensured that the data set contained one row for every possible combination of indicator, country 

and year. Rows with numeric values were counted as observed data and rows retaining NA were 

treated as missing. 
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To facilitate regional comparisons, the indicators at the Member State level were 

aggregated into the six WHO regions: African Region, Region of the Americas, South-East Asia 

Region, European Region, Eastern Mediterranean Region and Western Pacific Region. The 

Member States are listed by region in the online repository.22 

Data analysis 

We conducted a descriptive cross-sectional analysis to assess the percentage of missing data of 

health-related SDG indicators. Results are presented by region, by the method used to calculate 

the indicators (estimates vs empirical data) and over time. The detailed distribution of missing 

data is described in the online repository.22 We conducted a Pearson correlation test between the 

number of disaggregations per indicator and the percentage of missing data, speculating that 

indicators with more disaggregations were more likely to have greater percentages of missing 

data. Based on these observations, we identified regions and indicators that need further 

improvement. We used the software R, version 4.3.2 (R Foundation, Vienna, Austria), to conduct 

all analyses and visualizations. 

Results 

Distribution of missing data  

The 43 health-related indicators span 27 SDG targets and our analysis revealed notable 

variability in data availability across those targets. Table 2 shows the proportion of data missing 

for each target, aggregated across all Member States and years. Notably, a substantial portion of 

the targets exhibited very high data gaps. Specifically, eight of 27 targets had more than 90% of 

missing data points. In contrast, only one, Target 3.2, which focuses on infant and under-five 

mortality, had only 10% (2716/27 160) missing data. 

Missing data by level of disaggregations 

Table 2 shows that 72% (31/43) of indicators are disaggregated by at least one subindicator and 

in some cases include a combination of age, sex, unit of analysis (for example, percentage, 

absolute number or per population head) and/or other factors, as described in Table 1. 

Indicators with multiple disaggregations showed similar missingness to those without. 

The correlation between disaggregation count and missing data is negligible (r: 0.08; 95% 

confidence interval: −0.23 to 0.37). For example, indicator 3.d.1, with 15 disaggregations, has 
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29% (8430/29 100) missing data, while indicator 3.3.4 (no disaggregations) has 85% 

(1652/1940) missing data, suggesting disaggregation does not explain missingness. 

Missing data by WHO region 

Globally, a substantial portion of health-related SDG indicators exhibit high levels of missing 

data, with only a few indicators having relatively complete data points (Fig. 1). The Western 

Pacific Region has the highest percentage of missing data points, with 16 indicators missing 

more than 90% of data points, followed by the Eastern Mediterranean Region and the Region of 

the Americas in which 15 indicators are missing over 90% of data points. These regions are 

followed by the European Region, where 13 indicators are missing over 90% of data points. The 

African Region and South-East Asia Region have the least missing data, with 12 indicators 

missing more than 90% of data points.  

Missing data over years 

The patterns of missing data across years reveal significant inconsistencies in reporting for 

several indicators (Fig. 2). The year with the most indicators (41 out of 43) missing over 90% of 

data points was in 2024, while the year with the fewest (11 out of 43) was in 2019. Furthermore, 

indicator 11.6.2 maintained relatively low levels of missing data (10% or below) until 2020. 

Since 2020, no data have been available for this indicator, making recent trends untraceable. 

Additionally, four indicators (3.6.1, 3.9.1, 3.9.2 and 5.2.1) have data available for only a single 

year, providing a limited snapshot that prevents longitudinal analysis.  

Missing data by method  

Among the 43 health-related indicators, the distribution between estimated and empirical data, as 

well as dual approach indicators (i.e. using both empirical and estimation methods 

simultaneously), reveals notable differences in the proportion of Member States with data for the 

most recent year for any single indicator. A total of 21 indicators (49%) rely solely on estimates, 

while 15 indicators (35%) are based solely on empirical data. The remaining 7 indicators (16%) 

use both empirical and estimated methods. Estimated indicators generally have a higher 

percentage of Member States with data for the most recent year than indicators relying on 

empirical data (Fig. 3). 

Discussion 
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Analysing the distribution of missing data for the health-related SDG indicators included in 

WHO’s GPW 14 across all 194 WHO Member States from 2015 to 2024 uncovered substantial 

gaps and inconsistencies. Although about three quarters of indicators included some form of 

disaggregation, as previously shown,6 substantial inconsistencies existed in the proportion of 

missing data in indicators disaggregated by age, sex and socioeconomic status and no clear link 

between the level of disaggregation and the volume of missing data. Without adequate 

disaggregation, targeted interventions for vulnerable populations are harder to design and 

evaluate.23 Strengthening the collection, reporting and use of disaggregated data therefore 

requires greater investment, as articulated by WHO and other UN organizations, alongside 

efforts to understand factors affecting data availability, such as political will and infrastructure 

challenges.9,11 

Variations in the proportion of missing data across countries and regions may be 

explained by several reasons. First, some indicators may address socially and politically sensitive 

issues, such as physical, sexual or psychological violence (indicator 5.2.1) and child physical and 

emotional abuse (indicator 16.2.1).24,25 Governments may also sometimes limit the reporting and 

public dissemination of such data.6 Additionally, some of these indicators are conceptually 

difficult to measure and are only available through large-scale surveys such as the Demographic 

and Health Surveys (DHSs) and Multiple Indicator Cluster Surveys, which may be conducted 

infrequently, limiting their ability to capture short-term changes.26 Shifts in foreign policy, 

including potential reductions in funding for DHS or even their termination, highlight the 

reliance of many Member States on these surveys for tracking key indicators and the need to 

explore alternative data sources.27 

The lack of data at different time points may be attributed to several factors. The high 

percentage of missing data in 2024 is expected, as the standard processing and reporting timeline 

of many indicators can take up to two years. Unlike certain international governing bodies to 

which countries have legal obligations to report data, WHO does not hold governing authority, 

making data submission a voluntary action. Formalized reporting agreements could significantly 

improve data availability, as evidenced by indicator 3.d.1 on IHR (2005) capacity and health 

emergency preparedness, which benefits from such an arrangement. Specifically, in 2008, States 

Parties agreed to report their implementation of IHR (2005) annually to the World Health 
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Assembly using a globally standardized reporting form, resulting in the fewest data gaps for this 

indicator.28 

Additionally, some data collection activities occur in rounds or multi-year cycles, such as 

the Childhood Obesity Surveillance Initiative or DHS. These data are collected at specified 

intervals and may be further complicated by unforeseen global events, such as pandemics, armed 

conflicts or extreme weather events.  

Estimated SDG data are more readily available than empirical data. To address outdated 

data, statistical modelling is used to produce estimates that complement empirical data, 

underscoring the need for standardized data sharing practices.6,15 Such modelled estimates, 

which use information from time trends, neighbouring countries, socioeconomic covariates and 

past data to fill gaps, are especially useful when national data are unavailable.29 

While the Guidelines for accurate and transparent health estimates reporting 

(GATHER) promote technical documentation for using diverse data sources and models, many 

global health estimation efforts are not yet fully compliant and transparency remains constrained 

by limitations in data sharing and access.6 Strengthening GATHER to ensure transparency in 

data inputs, processing and analysis, including all health-related SDG-related data, as well as 

creating user-friendly outputs and maintaining trust in health institutions,30–32 is critical to 

enhance replicability and usability.6 Notably, using global estimates instead of national data can 

weaken country ownership and inadvertently create the impression that sufficient data already 

exists, discouraging investments in empirical data collection.29 Ultimately, data harmonization 

efforts remain vital to improve methods and enhance confidence in estimates, especially where 

discrepancies are created for indicators with limited original data.15,33,34 

This study has several limitations. First, the focus on global and regional data from the 

UN SDGs indicators database may not fully represent data collection efforts within individual 

Member States. Second, the analysis primarily considers WHO Member States, and while 

territories or areas are not included, their data may offer additional insights. Third, we did not 

assess data quality aspects such as accuracy and reliability, particularly the challenges of 

ensuring a correct denominator and a high-quality numerator for the population under study, 

which may have influenced the results. Fourth, not all indicators are reported every year for all 

countries. Some indicators are only being reported biannually, while others have a more regional 
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focus. Fifth, there is limited information about the type of calculation or the aim used to derive 

estimated data. For example, estimated data may be imputed or extrapolated from existing data, 

with limited details about the methods used. Sixth, the study’s reliance on descriptive analysis 

limits its ability to establish causal relationships or delve into the complex factors driving 

disparities in data availability. Seventh, the study assumed the number and definitions of 

disaggregations for each indicator remained the same over the study period. Effectively, new 

disaggregations added to each indicator would be counted as missing in the years before they 

were introduced. 

Effective governance in global health requires accountability, which must be built on a 

foundation of timely, accurate and comprehensive data.35 This study highlights significant 

weaknesses in current data collection and reporting practices for health-related SDGs, leading to 

the following considerations: first, data coordination capacities at the multilateral and national 

levels, especially for health ministries and national statistical offices, must be enhanced through 

clear legal frameworks, data-sharing infrastructure and capacity building. Stronger mechanisms 

for sharing technical expertise among WHO, other UN agencies, national statistical offices and 

ministries of health are also needed. Second, data timeliness and the absence of disaggregated 

data must be addressed as critical priorities by supporting standardized and regular data 

reporting, incentives and processes for country-level reporting, as well as accountability and 

contextual strategies for the collection and reporting of data on inequalities. Third, regular health 

information systems assessments must be implemented to identify political, technical and 

infrastructural constraints that lead to data gaps. Such constraints may then be reported and 

discussed transparently to co-create solutions and establish accountability for good data 

stewardship. 

In the absence of reliable data, progress towards achieving the health-related SDGs is 

significantly undermined, thereby weakening accountability mechanisms and limiting the 

effectiveness of interventions. Prioritizing investment in robust data collection, comprehensive 

disaggregation and systematic reporting is not solely a technical consideration but a foundational 

element for promoting equity, transparency and meaningful progress in global health 

governance. 
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Table 1. Health-related SDG indicators included in the study on the extent and distribution of missing indicator data  
Target  Indicator description Disaggregation 

available in SDG 
database 

Tier 
classification, I 

or IIa 
1.1 By 2030, eradicate extreme poverty for all people everywhere, currently measured as people living on less than $1.25 a day 
1.1.1 Proportion of the population living below the international poverty line by 

sex, age, employment status and geographic location (urban/rural)b 
NA NA 

1.3 Implement nationally appropriate social protection systems and measures for all, including floors and by 2030 achieve substantial 
coverage of the poor and the vulnerable 
1.3.1 Proportion of population covered by at least one social protection benefit 

(%) 
Age, sex, quantile, 

employment, recipient, 
type of benefit 

I 

2.2 By 2030, end all forms of malnutrition, including achieving, by 2025, the internationally agreed targets on stunting and wasting in 
children under 5 years of age and address the nutritional needs of adolescent girls, pregnant and lactating women and older persons 
2.2.1 Prevalence of stunting (height for age < −2 standard deviation from the 

median of WHO Child Growth Standards) among children under 5 years of 
age 

Sex and unit of 
measurement 

I 

2.2.2 Prevalence of overweight (weight for height > +2 standard deviation from 
the median of WHO Child Growth Standards) and prevalence of wasting 
(weight for height < −2 standard deviation from the median of WHO Child 
Growth Standards) among children under 5 years of age 

Sex, unit of 
measurement and health 

outcome 

I 

2.2.3 Prevalence of anaemia in women aged 15 to 49 years, by pregnancy 
status (%) 

Pregnancy status I 

3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 100 000 live births 
3.1.1 Maternal mortality ratio NA I 
3.1.2 Proportion of births attended by skilled health personnel NA I 
3.2 By 2030, end preventable deaths of newborns and children under 5 years of age, with all countries aiming to reduce neonatal 
mortality to at least as low as 12 per 1000 live births and under-5 mortality to at least as low as 25 per 1000 live births 
3.2.1 Under-5 mortality rate Age, sex and unit of 

measurement 
I 

3.2.2 Neonatal mortality rate Unit of measurement I 
3.3. By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases and combat hepatitis, waterborne 
diseases and other communicable diseases 
3.3.1 Prevalence of active syphilis in individuals 15 to 49 years of age (%) (New) 

and the Number of new HIV infections per 1000 uninfected population, by 
sex, age and key populations (GPW 13) 

Age and sex I 

3.3.2 Tuberculosis incidence per 100 000 population NA I 
3.3.3 Malaria incidence per 1000 population NA I 
3.3.4 Hepatitis B incidence per 100 000 population NA I 
3.3.5 Number of people requiring interventions against neglected tropical 

diseases 
NA I 
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3.4 By 2030, reduce by one third premature mortality from non-communicable diseases through prevention and treatment and 
promote mental health and well-being 
3.4.1 Mortality rate attributed to cardiovascular disease, cancer, diabetes or 

chronic respiratory disease 
Sex, name of non-

communicable disease 
and unit of measurement 

I 

3.4.2 Suicide mortality rate Sex I 
3.5 Strengthen the prevention and treatment of substance abuse, including narcotic drug abuse and harmful use of alcohol 
3.5.1 Coverage of treatment interventions (pharmacological, psychosocial and 

rehabilitation and aftercare services) for substance use disorders 
Sex and substance use 

disorders 
II 

3.5.2 Alcohol per capita consumption (aged 15 years and older) within a 
calendar year in litres of pure alcohol 

NA I 

3.6 By 2030, halve the number of global deaths and injuries from road traffic accidents 
3.6.1 Death rate due to road traffic injuries Unit of measurement I 
3.7 By 2030, ensure universal access to sexual and reproductive health-care services, including for family planning, information and 
education and the integration of reproductive health into national strategies and programmes 
3.7.1 Proportion of women of reproductive age (aged 15–49 years) who have 

their need for family planning satisfied with modern methods 
NA I 

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

Age I 

3.8 Achieve universal health coverage, including financial risk protection, access to quality essential health-care services and access 
to safe, effective, quality and affordable essential medicines and vaccines for all 
3.8.1 Coverage of essential health services NA I 
3.8.2 Incidence of catastrophic out-of-pocket health spending Expenditure threshold I 
3.9 Substantially reduce the number of deaths and illnesses from hazardous chemicals and air, water and soil pollution and 
contamination 
3.9.1 Mortality rate attributed to household and ambient air pollution Source of pollution I 
3.9.2 Mortality rate attributed to unsafe water, unsafe sanitation and lack of 

hygiene (exposure to unsafe Water, Sanitation and Hygiene for All 
[WASH] services) 

NA I 

3.9.3 Mortality rate attributed to unintentional poisoning Sex I 
3.a Strengthen the implementation of the World Health Organization Framework Convention on Tobacco Control in all countries, as 
appropriate 
3.a.1 Age-standardized prevalence of current tobacco use among persons aged 

15 years and older 
Sex I 

3.b Support the research and development of vaccines and medicines for the communicable and non-communicable diseases that 
primarily affect developing countries, provide access to affordable essential medicines and vaccines, in accordance with the Doha 
Declaration on the TRIPS Agreement and Public Health, which affirms the right of developing countries to use to the full the 
provisions in the Agreement on Trade-Related Aspects of Intellectual Property Rights regarding flexibilities to protect public health 
and, in particular, provide access to medicines for all 
3.b.1 Proportion of the target population covered by all vaccines included in their 

national programme 
Vaccine regimen I 



Publication: Bulletin of the World Health Organization; Type: Research 
Article ID: BLT.25.294190 

17 of 23 

3.c Substantially increase health financing and the recruitment, development, training and retention of the health workforce in 
developing countries, especially in least developed countries and small island developing States 
3.c.1 Health worker density and distribution (by occupation, subnational, facility 

ownership, facility type, age group, sex) 
Sex, type of occupation 

and unit of measurement 
I 

3.d Strengthen the capacity of all countries, in particular developing countries, for early warning, risk reduction and management of 
national and global health risks 
3.d.1 International Health Regulations (IHR) (2005) capacity and health 

emergency preparedness 
Type of IHR capacity I 

3.d.2 Percentage of bloodstream infections due to selected antimicrobial-
resistant organisms 

Resistant pathogen II 

4.2 By 2030, ensure that all girls and boys have access to quality early childhood development, care and pre-primary education so 
that they are ready for primary education 
4.2.1 Proportion of children aged 24–59 months who are developmentally on 

track in health, learning and psychosocial well-being, by sex 
Sex and development 

domains 
II 

5.2 Eliminate all forms of violence against all women and girls in the public and private spheres, including trafficking and sexual and 
other types of exploitation 
5.2.1 Proportion of ever-partnered women and girls aged 15 years and older 

subjected to physical, sexual or psychological violence by a current or 
former intimate partner in the previous 12 months, by form of violence and 
by age 

Age I 

5.3 Eliminate all harmful practices, such as child, early and forced marriage and female genital mutilation 
5.3.2 Proportion of girls and women aged 15–49 who have undergone female 

genital mutilation 
NA I 

5.6 Ensure universal access to sexual and reproductive health and reproductive rights as agreed in accordance with the Programme 
of Action of the International Conference on Population and Development and the Beijing Platform for Action and the outcome 
documents of their review conferences 
5.6.1 Proportion of women aged 15–49 years who make their own informed 

decisions regarding sexual relations, contraceptive use and reproductive 
health care 

Decision-making domain II 

5.6.2 Number of countries with laws and regulations that guarantee full and 
equal access to women and men aged 15 years and older to sexual and 
reproductive health care, information and education 

Policy area/component I 

6.1 By 2030, achieve universal and equitable access to safe and affordable drinking water for all 
6.1.1 Proportion of population using safely managed drinking water services Location I 
6.2 By 2030, achieve access to adequate and equitable sanitation and hygiene for all and end open defecation, paying special 
attention to the needs of women and girls and those in vulnerable situations 
6.2.1 Proportion of population using (a) safely managed sanitation services and 

(b) a hand-washing facility with soap and water 
Location and sanitation 

and hygiene service type 
I(a) and II (b) 

7.1 By 2030, ensure universal access to affordable, reliable and modern energy services 
7.1.2 Proportion of population with primary reliance on clean fuels and 

technology 
Location I 
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10.7 Facilitate orderly, safe, regular and responsible migration and mobility of people, including through the implementation of 
planned and well managed migration policies 
10.7.2 Does the government provide non-national (including refugees and 

migrants) equal access to (i) essential and/or (ii) emergency health care 
Policy domains and unit 

of measurement 
I 

11.1 By 2030, ensure access for all to adequate, safe and affordable housing and basic services and upgrade slums 
11.1.1 Proportion of urban population living in slums, informal settlements or 

inadequate housing 
Cities, housing condition 

and location 
I 

11.6 By 2030, reduce the adverse per capita environmental impact of cities, including by paying special attention to air quality and 
municipal and other waste management 
11.6.2 Annual mean levels of fine particulate matter (e.g. PM2.5 and PM10) in 

cities (population weighted) 
Location I 

16.2 End abuse, exploitation, trafficking and all forms of violence against and torture of children 
16.2.1 Proportion of children aged 1–17 years who experienced any physical 

punishment and/or psychological aggression by caregivers in the past 
month 

NA II 

NA: not applicable; SDG: sustainable development goal; UN: United Nations. 

a Tier 1 and Tier 2 are classifications for SDG indicators used by the UN Statistical Commission to monitor data availability. Tier 1 indicators have established 
methodologies and are widespread, regular data. Tier 2 indicators have established methodologies but lack regular, consistent data collection across countries.  

b While this indicator is not directly covered in WHO’s GPW 14 results framework, another related indicator (Incidence of impoverishing out-of-pocket health 
spending) is included, referring to the relationship with this SDG indicator (1.1.1). 

Notes: NA indicates that no disaggregation is available in the UN SDG indicators database portal. The units of measurement include numbers, percentages (%) 
and/or per capita counts. More detailed metadata on the items under each disaggregation category can be found in the UN SDG indicators database.18 Indicator 
and indicator description is verbatim from https://unstats.un.org/sdgs/indicators/Global-Indicator-Framework-after-2025-review-English.pdf. 
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Table 2. Proportion of missing data across health-related SDG indicators, 2015–
2024 

Target, indicatora 

 
No. of subindicatorsb Country-year combinationsc 

Expected, no. Missing, no. (%) 
1.1 International poverty 
1.1.1 17 50 440 44 669 (89) 
1.3 Social protection 
1.3.1 31 60 140 52 548 (87) 
2.2 Malnutrition 
2.2.1 6 11 640 2 040 (18) 
2.2.2 8 15 520 5 242 (34) 
2.2.3 3 5 820 609 (11) 
Total 17 32 980 7 891 (24) 
3.1 Maternal mortality 
3.1.1 1 1 940 203 (11) 
3.1.2 1 1 940 1 202 (62) 
Total 2 3 880 1 405 (36) 
3.2 Child mortality 
3.2.1 12 23 280 2 328 (10) 
3.2.2 2 3 880 388 (10) 
Total 14 27 160 2 716 (10) 
3.3. Communicable diseases 
3.3.1 13 50 440 34 514 (68) 
3.3.2 1 1 940 194 (10) 
3.3.3 1 7 760 6 797 (88) 
3.3.4 1 1 940 1 652 (85) 
3.3.5 1 1 940 194 (10) 
Total 17 64 020 43 351 (68) 
3.4 Noncommunicable diseases and mental health 
3.4.1 3 17 460 15 264 (87) 
3.4.2 3 17 460 15 264 (87) 
Total 6 34 920 30 528 (87) 
3.5 Substance use disorder 
3.5.1 16 46  560 44 255 (95) 
3.5.2 1 3 880 2 376 (61) 
Total 17 50 440 46 631 (92) 
3.6 Road traffic accidents 
3.6.1 2 11  640 11 254 (97) 
3.7 Sexual and reproductive health 
3.7.1 1 1 940 1 759 (91) 
3.7.2 2 7 760 5 853 (75) 
Total 3 9 700 7 612 (78) 
3.8 Universal health coverage 
3.8.1 1 1 940 1 164 (60) 
3.8.2 2 11 640 11 098 (95) 
Total 3 13 580 12 262 (90) 
3.9 Health impact of pollution 
3.9.1 3 11 640 11 094 (95) 
3.9.2 1 1 940 1 757 (91) 
3.9.3 3 17 460 15 264 (87) 
Total 7 31 040 28 115 (91) 
3.a Tobacco control 
3.a.1 3 5 820 4 335 (75) 
3.b Immunization coverage 
3.b.1 4 13  580 8 174 (60) 
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3.c Health workforce 
3.c.1 8 15  520 8 704 (56) 
3.d Management of health risks 
3.d.1 15 29  100 8 430 (29) 
3.d.2 2 3 880 3 072 (79) 
Total 17 32 980 11 502 (35) 
4.2 Early childhood education and development 
4.2.1 6 23 280 23 036 (99) 
5.2 Violence against women and girls 
5.2.1 2 3 880 3 570 (92) 
5.3 Child marriage and female genital mutilation 
5.3.2 1 3 880 3 855 (99) 
5.6 Reproductive health access and rights 
5.6.1 4 7 760 7 476 (96) 
5.6.2 18 34 920 32 349 (93) 
Total 22 42 680 39 825 (93) 
6.1 Safe drinking water 
6.1.1 3 5 820 3 523 (61) 
6.2 Access to sanitation and hygiene 
6.2.1 9 17 460 8 559 (49) 
7.1 Access to energy services 
7.1.2 3 7 760 2 603 (34) 
10.7 Safe migration and mobility 
10.7.2 7 13 580 12 187 (90) 
11.1 Housing 
11.1.1 6 13 580 11 897 (88) 
11.6 Urban environmental impact 
11.6.2 5 9 700 5 000 (52) 
16.2 Violence against children 
16.2.1 1 3 880 3 793 (98) 

SDG: sustainable development goal. 

a The text is an author summary of the text presented in Table 1. 

b Most subindicators have disaggregrations; examples include sex, age, unit of measurement, location and quartile as 
shown in Table 1. 

c This table presents results from the descriptive cross-sectional analysis to assess the percentage of missing data 
across the indicators. The analysis involved a Pearson correlation test between the number of disaggregations per 
indicator and the percentage of missing data, as explained in the methods section.  
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Fig. 1. Distribution of missing health-related SDG data by WHO region 

 
SDG: sustainable development goal; UN: United Nations; WHO: World Health Organization. 

Notes: The data extracted for the analysis are the reported data of the 43 selected indicators in the UN SDG 
indicators database for all 194 WHO Member States, grouped by WHO region, 2015–2024. Examples of indicators 
and subindicators are: SDG 3.3 Communicable diseases, subindicator 3.3.1: Number of new HIV infections per 1000 
uninfected population, by age and sex. 

Source: United Nations Department of Economic and Social Affairs.18  
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Fig. 2. Distribution of missing health-related SDG data by year, 2015–2024 

 
SDG: sustainable development goal; UN: United Nations; WHO: World Health Organization. 

Notes: The data extracted for the analysis are the reported data of the 43 selected indicators in the UN SDG 
indicators database for all 194 WHO Member States for each year from 2015–2024. 

Source: United Nations Department of Economic and Social Affairs.18  



Publication: Bulletin of the World Health Organization; Type: Research 
Article ID: BLT.25.294190 

23 of 23 

Fig. 3. Proportion of countries with health-related SDG data by method of data 
collection for the most recent year 

 

 
SDG: sustainable development goal; UN: United Nations; WHO: World Health Organization. 

Notes: The data extracted for the analysis are the reported data of the 43 selected indicators from the UN SDG 
indicators database for all 194 WHO Member States for each year from 2015–2024 and according to the method of 
data collection. The plot on the left shows the most recent year with data for each indicator in any Member State. The 
figure presents data from 2019. For indicator 5.2.1, no shading is shown because the most recent available data year 
was 2018, before the cut-off year for inclusion in the figure. The plot on the right shows the share of Member States 
with data for the latest available year, disaggregated by empirical and estimated methods. The white sections in the 
right-hand plot of Fig. 3 show indicators where no data were collected using the method. 

Source: United Nations Department of Economic and Social Affairs.18 
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