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Introduction

Over the past two decades, global health has undertaken profound transformations, the international community confronting increasingly  complex challenges. The emergence and re-emergence of infectious diseases, amplified by the globalization of trade and travel, have amplified the need for greater international cooperation. The consequences of climate change have also exerted growing pressure on global health, increasing the frequency of extreme weather events and affecting environmental determinants.
The international community has responded to these challenges. A new institutional architecture has emerged, accompanied by unprecedented financial mobilization dedicated to global health. The Millennium Development Goals (MDGs)[footnoteRef:1] implemented between 2000 and 2015, marked a crucial first step, followed by the Sustainable Development Goals (SDGs)[footnoteRef:2] from 2015 onwards. These initiatives have guided global efforts, with the objective of  improving access to health, reducing inequalities and tackling global health challenges. [1:  Three of the 8 MDG targets were specifically aimed at health (child health, maternal health, combating the three major pandemics (HIV/AIDS, tuberculosis, malaria). ]  [2:  The MDGs were replaced in 2015 by the 17 universal and ambitious Sustainable Development Goals (SDGs), which set an agenda from now until 2030. Goal number 3, "enable everyone to live in good health and promote well-being for all at all ages", is specifically dedicated to health issues. 

] 

However, despite undeniable progress, persistent challenges remain. In 2020, the COVID-19 pandemic highlighted the vulnerability of global health systems and the need for increased preparedness for emerging health threats. Growing antimicrobial resistance and persistent inequalities in access to health services also increasingly call for urgent and continued action.
This document summarizes two decades of global health changes  between 2000 and 2020. This analysis is not intended to be exhaustive, but rather to offer an overall vision of the main trends, and particularly highlighting the progress made over these two decades, in order to better identify the gaps, the margins for progress, and the warning points that call into question some of the progress made. We wanted to bring together scattered data, too often analyzed "in silo", by disease or theme, to bring them into dialogue and lay the foundations for a more global reflection on global health issues. 
From a methodological point of view, the two decades 2000-2009 and 2010-2019 constitute the reference period for our analyses. We extended the examination of certain statistics available for the years 2020 and 2021 where this made sense, but in general, we considered mainly the evolution of indicators up to 2019, the end of the second decade. The COVID-19 pandemic interrupted or even reversed positive trends observed over almost twenty years, possibly marking the end of a global health cycle. 
This assessment is essentially based on information drawn from databases and reports produced by international organizations - notably the UN - and by national statistical agencies, which we consider to be the most consensual and well-documented sources for analyzing secular trends over this period. We have also drawn on results published in the scientific literature, as well as - where no other sources were available - modelling data produced by the Institute for Health Metrics and Evaluation (IHME, Seattle, USA).
[bookmark: _Toc163999710]
Executive summary 

Global health made significant progress in the last two decades. Life expectancy has risen significantly, from 66.8 to 73.4 years, a remarkable gain of 6.6 years. Maternal mortality declined, particularly in sub-Saharan Africa and South Asia, and under-five mortality decreased  even more strikingly , with an overall drop of 52%.
Impressive results in terms of mortality from certain infectious diseases catalyzed this progress. These include a significant 68% drop in the number of HIV/AIDS-related deaths and the eradication of malaria in 11 countries over the past two decades. However, the second decade (2010-2020) has seen a slowdown in health progress, raising concerns about its universality and sustainability. Progress is unevenly spread across countries and populations, and its reversibility is a constant cause for concern.
This document attempts to conduct  an in-depth diagnosis of the main trends in health indicators, highlighting the progress made and analyzing the causes of their fragility:

 The first part of the document highlights significant progress in terms of life expectancy and maternal and infant mortality, while pointing to signs of regression. Progress remains highly uneven geographically. The situation in sub-Saharan Africa remains a cause for concern, as this region will not achieve the targets set by the 2030 SDGs. In terms of demographic transition, fertility remains high, and Africa's population is set to double by 2050 to over 2 billion. Meanwhile, in the rest of the world, the overall ageing of the population is increasingly creating new needs (chronic diseases, increasing number of years of life with disability, etc.).  

 The second part provides an overview of trends in the main causes of morbidity and mortality. While infectious and perinatal diseases remain the main causes of death in low-income countries, undeniable progress has been made over the last twenty years in mortality rates due to the three major pandemics (HIV/AIDS, tuberculosis and malaria). HIV/AIDS mortality has fallen by 66%, but the incidence of infection is rising in countries that have historically been less targeted and therefore less equipped with control mechanisms, namely Eastern Europe and Central Asia. Tuberculosis still causes 1.6 million deaths a year, far from the targets set by the SDGs. Malaria remains a predominantly African problem, with four countries accounting for half of all cases worldwide (Nigeria, Niger, DRC, Tanzania). Some 350 million people live with chronic hepatitis, and inequalities persist in access to diagnosis and treatment.
Low-income countries   face a "double burden"  of diseases (infectious and non-communicable). While high-income countries have undertaken a transition from infectious to chronic diseases over the past 20 years, this evolution is far from uniformly repeated worldwide. Deaths from cardiovascular disease, the world's leading cause of mortality, are now mostly concentrated in developing countries, which are generally less equipped with early detection systems and continue to face the burden of infectious diseases. The prevalence of diabetes has tripled in two decades, a particularly worrying trend in the Pacific and South-East Asia. The global food transition towards ultra-processed products is largely responsible for these trends.

 The third part of the document focuses on the effects of the climate and more generally of the environmental crises on health. Climatic and environmental upheavals increase the risk of emerging infectious diseases, such as zoonoses, by disrupting ecosystems and human-animal interactions. They also affect all health determinants, from air and water quality to exposure to natural disasters and the availability of healthy, sufficient food. They are also responsible for chronic diseases, such as cancers and respiratory ailments, linked to widespread air pollution. The number of heat-related deaths could increase fivefold by 2050, mainly in the world's poorest and already hottest regions.

 The fourth part shows that health system coverage has improved in recent decades, but that universal health coverage (UHC) is far from being achieved. UHC implies equitable access to health services and protection against the dramatic consequences of households having to bear health-related costs. But today, less than half the world's population has access to most essential health services. Significant inequalities persist in terms of service coverage, both between countries at different income levels, and within countries between socio-economic groups. Indeed, the poorest are less likely to be vaccinated and have less access to maternal and child health services than the richest.  In addition, the population incurring catastrophic health-related costs has risen steadily worldwide since 2000, topping the one billion mark in 2019. There has also been a marked increase in impoverishment due to health expenditure among populations in relative poverty. COVID-19 has exacerbated these deficiencies, often manifesting themselves in foregone healthcare.  
Access to medicines has made historic progress, spurred by civil society's efforts to make antiretroviral HIV drugs affordable. However, global and equitable access to health products is hampered by the rising cost of innovations (particularly in oncology), the use of intellectual property rights to drive up prices, monopolies, the weakness of states in price negotiations, and the concentration of production in wealthy countries.
Shortage of human resources for health is increasingly a global phenomenon. There are also major inequalities (2.3 doctors per 10,000 inhabitants in sub-Saharan Africa, compared with 39.4 in Europe), attributable both to problems of training and qualification, and to l new needs (linked to demographic changes, epidemiological transition and environmental crises, in particular). 

 Finally, the document's conclusion provide guidance for further reflection on the notion of global health, its actors and practices, particularly in terms of governance, health determinants, and the participation of societies in the promotion of sustainable universal health. 

1. [bookmark: _Toc163999711]Fragile and uneven demographic progress

Analysis of the demographic dynamics of the world's population (ageing, fertility) provides a better understanding of changing health-related needs.  This first part traces the evolution of the main health indicators linked to these dynamics, in particular maternal, neonatal and infant/juvenile mortality, as well as life expectancy.

BOX 1 - KEY POINTS ON DEMOGRAPHIC TRENDS
	· Over the past 20 years, maternal, neonatal and infant/child mortality has fallen significantly worldwide, even if the indicators for South Asia and sub-Saharan Africa are still far from meeting the SDGs. 
· In some high-income countries, such as the United States, there are worrying trends in terms of rising maternal mortality and falling life expectancy. 
· In Africa, life expectancy has risen particularly sharply, with an average gain of 10 years over two decades, but it is still low (63 years) compared to the world average (73 years).
· The ageing and fertility  country profiles are  very mixed, with high and middle-income countries facing significant population ageing, and low-income countries  still facing high fertility and very young populations. 42% of Africa's female population is under 15.


[bookmark: _Ref138923918]
[bookmark: _Toc163999712]A significant reduction in maternal, neonatal and infant/child mortality worldwide

At the onset of the 21st century, maternal, neonatal and child mortality (see definitions in Box 2) was still very high in many parts of the world, especially in South Asia and sub-Saharan Africa, in contrast to wealthier countries. During the first two decades of the 21st century, maternal, neonatal and infant/child mortality fell significantly in these two regions, influencing global trends in a major way. 

BOX 2 – MORTALITY CLASSIFICATION
	· Maternal mortality: deaths of women during pregnancy and in the 42 days following childbirth.
· Neonatal mortality: deaths of children under 28 days 
· Infant mortality: deaths of children under one year 
· Infant mortality: deaths of children under five years 



[bookmark: _Toc163999713] Global downward trends, boosted by significant but insufficient progress in Sub-Saharan Africa and South Asia

Between 2000 and 2020, the progress achieved in reducing maternal mortality (number of maternal deaths per 100,000 live births) is indisputable (Figure 1), with a worldwide drop in maternal mortality rate of around 34%. Nevertheless, the  level of maternal mortality is very uneven across the world. In 2020, the maternal mortality rate in low-income countries was 430 per 100,000 live births, compared with 12 per 100,000 live births in high-income countries. Almost 95% of maternal deaths, most of which could have been avoided, occurred in low- and middle-income countries. (3). Although sub-Saharan Africa has seen the greatest overall decline in maternal mortality rate (33%), and despite a potential for progress that remains very significant today, the average annual decline in maternal mortality has been lower than in South Asia, with an average annual rate of decrease of 3% versus 5.4%. This situation is partly linked to changes in the number of births in these two parts of the world, with South Asia recording almost half as many births as sub-Saharan Africa between 2000 and 2020.
[bookmark: _Ref137628712]
FIGURE 1 - TRENDS IN MATERNAL MORTALITY BY WORLD REGION, 2000-2020(4)
[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\Z.jpeg]

However, if these trends continue, the SDG targets of fewer than 70 maternal deaths per 100,000 live births (SDG3) will be difficult to achieve by 2030 for both regions. In South Asia, it is estimated that the target could be reached by 2033, while in sub-Saharan Africa it would still take more than 50 years. 
[bookmark: _Ref137628774]The reduction in neonatal mortality has also been significant over the same period, with the neonatal mortality rate almost halved worldwide between 2000 and 2019, from 30 to 17.5 neonatal deaths per 1,000 live births. In 2000, neonatal mortality was highest in South Asia (46 deaths per 1,000 live births), a situation partly explained by the high prevalence of low birth weight in this region. The situation was only slightly better in sub-Saharan Africa, where this indicator reached 40 deaths per 1,000 live births. Since 2014, the highest rates have been observed on the African continent, but they are still far too high in both regions (Figure 2). The target of fewer than 12 neonatal deaths per 1,000 live births (SDG3 target 3.2) (5) has already been achieved elsewhere in the world.



FIGURE 2 - TRENDS IN NEONATAL MORTALITY BY WORLD REGION, 2000-2020 (6)
[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\kjiuoi.jpeg]

Gains in infant and child mortality over the last twenty years are much more marked than for neonatal mortality (Figure 3), and the trend is fairly uniform across all regions of the world. This represents a 52% gain over the period, due to improved immunization coverage and better prevention and treatment of malaria and diarrheal diseases. However, the SDG target of fewer than 25 deaths per 1,000 live births by 2030 (target 3.2 of SDG3 (5)) will be extremely difficult to achieve on the African continent, as highly populated countries such as Nigeria, and very fragile ones such as Chad, the Central African Republic and Somalia, are no longer making progress in this area, or are even reporting reversals in the trend.






FIGURE 3 - TRENDS IN INFANT AND CHILD MORTALITY BY WORLD REGION, 2000-2020 (4)[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\Graphique 3 - Evolution de la mortalité infanto-juvénile par région du monde, 2000-2020.jpeg]

[bookmark: _Toc163999714]Worrying trend breaks in high-income countries 

These disappointing results are not confined to the poorest countries. Maternal mortality deteriorated in  eight countries over the two decades. The United States had the sharpest increase of all during the 2000-2015 MDG cycle (1). Between 2000 and 2020, maternal mortality in the world's leading economic power rose from 12 to 21 per 100,000 live births, an unprecedented increase of 78%, with very marked territorial, racial and socio-economic disparities. 

France is not totally spared either, if we examine the trend in infant mortality among industrialized countries. While France had enjoyed unprecedented success since the 1970s in reducing its infant mortality, the downward trend in infant mortality (from birth to the first birthday) has reversed since 2012, and seems largely influenced by the unfavorable trend in early neonatal mortality, during the first week of life (Figure 4). Several factors may explain this phenomenon: rising maternal age, increasing prevalence of overweight and smoking, as well as poverty and precariousness among migrant women.








FIGURE 4 - INFANT MORTALITY TRENDS IN FRANCE, 2000-2019 (7)
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In countries at all income levels, if ambitious public policies aimed at reducing social inequalities and investing sustainably in maternal and child health are not put in place, there is a significant risk that the positive results observed to date will not be sustained.

[bookmark: _Toc163999715]The rise of vaccination: a decisive factor in reducing infant and child mortality

Programs to reduce avoidable infant and child mortality have been implemented during the second part of the century in most regions of the world. These programs have combined targeted and biomedical interventions, most often as part of vertical programs (family planning, combating malaria and diarrheal diseases, immunization, in particular), with structural investments in health systems (MCH clinics and health workers delivering prenatal and neonatal care in particular). Increased levels of education for girls and women, as well as a general improvement in living conditions during this period, have also had a positive effect on these various indicators. 
Among these interventions, vaccination is recognized as one of the most effective public health measures, having contributed significantly to favorable trends in infant and child mortality.  Over the past two decades, vaccination coverage has increased significantly overall, although it has stagnated since the 2010s, with a brutal decline due to the COVID-19 crisis from 2020 onwards. For example, the proportion of children vaccinated against diphtheria, tetanus and pertussis (DTP) and measles rose from 73% to 86% between 2000 and 2019, and the hepatitis B vaccination rate for children under 1 year of age rose dramatically from 30% to 86% over the same period (Figure 5). As a result, this trend is also reflected in the number of "zero-dose" children, i.e. children who have not received any routine vaccinations, which fell sharply until 2019, before rising worryingly again from 2020 onwards (Figure 6). 
Epidemics of measles, diphtheria and yellow fever have increased in recent years, as have the number of cases of paralysis attributed to poliomyelitis, forcing a review of the eradication strategy, currently postponed until 2026. The COVID-19 epidemic also revealed chronic production and supply problems, as manufacturers turned away from producing less profitable vaccines to meet the colossal demand for anti-Covid vaccines, jeopardizing the fight against certain diseases such as cholera. 

FIGURE 5 - TRENDS IN COMBINED DIPHTHERIA-TETANUS-PERTUSSIS (DTP), HEPATITIS B AND MEASLES VACCINATION RATES WORLDWIDE (2000-2021) (8)
[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\lll.jpeg]

[bookmark: _Ref145407165]FIGURE 6 - NUMBER OF "ZERO-DOSE" CHILDREN WORLDWIDE (2000-2021) (8)
            [image: ]

Vaccination coverage is also marked by major inequalities, both between and within countries. For example, in 2022, DTP vaccine coverage was over 90% in high- and high-middle-income countries, over 80% in low-middle-income countries and just over 70% in low-income countries, the latter having been further weakened by the COVID-19 crisis (Figure 7). In Angola, Nigeria and Papua New Guinea a child from the wealthiest social economic quintile is five times more likely to be vaccinated than a child from the poorest quintile. 

Figure 7 - Basic immunization coverage (DTP-3rd dose) in countries by income group (9)
[bookmark: _Toc163999716][image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\fffffff.jpeg]

[bookmark: _Toc163999717]Life expectancy on the rise overall, albeit very uneven and fragile 

Globally, life expectancy rose by 6.6 years between 2000 and 2019, from 66.8 to 73.4 years, while healthy life expectancy increased more slowly, by 5.4 years. Thus, the gain in mortality reduction has not been matched by a comparable gain in years lived free of disability. Globally, the same trends can be observed in all regions of the world (except Oceania), with an overall increase in life expectancy from 2000 to 2019, followed by a decrease between 2019-2021 linked to the COVID-19 epidemic (with a loss of 1.8 years worldwide) (Figure 8). 
This increase varies from country to country, with virtual stagnation in the Americas, a gain of five years in Europe, and an increase of almost 10 years in Africa over the same period. However, Africa was also the continent with the lowest life expectancy in 2000 (53 years). At that time, the HIV/AIDS epidemic was uncontrolled, with devastating effects, while the impact of programs to reduce maternal and infant mortality was still limited. 



FIGURE 8 - TRENDS IN LIFE EXPECTANCY AT BIRTH BY WORLD REGION, 2000-2021 (10)
[image: Image 10]

In the USA, the situation is particularly worrying. At the end of 2021, life expectancy at birth had fallen to 76.4 years, a drop of 2.7 years in two years, with major social inequalities between ethnic groups, to the detriment of American Indians, Alaska Natives and African-Americans (Figure 9). While this deterioration is partly attributable to COVID-19 and its poor management, it is also linked to high socio-economic and racial inequalities, weak social protection, the impact of obesity on health, increased violence and the sharp rise in overdose deaths during the epidemic.   

Figure 9 - Evolution of life expectancy in the United States by gender and ethnic group (11)
[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\;;;.jpeg]

[bookmark: _Toc163999718]

Demographics: A growing and aging world population 

[bookmark: _Toc163999719]Changing demographic balances 

Although the number of living human beings has just exceeded eight billion, demographic dynamics are far from homogeneous on a global scale. (12). The populations of some countries are continuing to grow, sometimes at very significant rates, as in sub-Saharan Africa, where the population is set to almost double by 2050, while others are seeing their populations stagnate, as in Europe and North America (an anticipated 0.4% increase by 2050), or even decline, as in China, whose population is set to fall by 110 million between 2022 and 2050 (i.e. almost 8%), gradually caught up by India (Figure 10). 
World population growth, which remains heavily dependent on a few countries (Democratic Republic of Congo, Egypt, Ethiopia, India, Nigeria, Pakistan, Philippines, Tanzania, in descending order of expected increase), is set to peak at 10.4 billion in 2080. (12).

[bookmark: _Ref146121982]Figure 10 - Population estimates for 1950-2022 and projections by region to 2050 (12)
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The world's population has never been so old, and this dynamic is set to intensify in the years ahead. By 2050, one in six people worldwide will be over 65 (16%), compared with one in 10 in 2022 (10%). Strong regional disparities can be observed, with 41% of the female population in Europe and North America over 50, while this age group represents only 10% of women in sub-Saharan Africa (Figure 11). While the ageing of the population is evolving at different rates in different regions and countries, it has become a central issue for public policy, with major repercussions on health-related needs and the organization of health systems. 

Figure 11 - Distribution of female population, by age, in 2020 (13)
[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\klo.jpeg]
The global fertility rate fell from 2.7 children per woman in 2000 to 2.3 in 2020, and is set to fall further to 2.1 in 2050. The number of children per woman remains particularly high in certain regions, notably sub-Saharan Africa (4.6 on average) and in countries such as Niger (7,8). The demographic transition[footnoteRef:3]  is thus far from complete in most sub-Saharan African countries.  [3:  Demographic transition refers to the shift from a demographic regime of high mortality and fertility to one of low mortality and fertility. ] 

Conversely, the fertility rate remains below the population reproduction threshold[footnoteRef:4] in almost all high-income countries, which are subject to significant ageing phenomena, with all the social, economic and health consequences this entails, including an increase in chronic and non-communicable diseases. Yet the health risks associated with these population dynamics are often insufficiently taken into account by public policies.  [4:  Population reproduction threshold: demographers consider that a rate of 2.1 children per woman is a minimum for a population to renew itself and maintain its size.] 




[bookmark: _Toc163999721]Communicable and non-communicable diseases: fragile gains 

Box 3 - Key points on the evolution of communicable and non-communicable diseases
	· The main epidemiological monitoring indicators show that the fight against the infectious diseases prioritized by the international community (HIV/AIDS, tuberculosis, malaria) has seen major progress over the last 20 years, albeit with a break linked to the COVID-19 epidemic.  
· The fight against the HIV/AIDS epidemic has been an undeniable success over the past two decades, with a 54% drop in incidence and a 66% drop in mortality attributable to HIV/AIDS, but this progress is insufficient to hope to achieve control of the epidemic by 2030.
· In 2021, tuberculosis was still responsible for 1.6 million deaths a year, three times more than HIV/AIDS.
· In 20 years, 11 countries have been able to eradicate malaria. By 2021, Africa accounted for 95% of malaria cases worldwide. Half of all malaria deaths were concentrated in four countries (Mozambique, Nigeria, Democratic Republic of Congo, Tanzania).
· Around 296 million people live with chronic hepatitis B and 58 million with chronic hepatitis C (2019). Significant progress has been made, with improved vaccination coverage against hepatitis B and the discovery of a cure for hepatitis C in 2014.  However, access to diagnosis and treatment is still extremely low, at 21% and 13% respectively among people infected with the hepatitis C virus, and 10% and 2% with the hepatitis B virus.  
· Emerging or re-emerging infectious diseases have (re)emerged as global health issues since the beginning of the 21st century, due to the evolution of pathogens, environmental changes and the impact of human behavior.
· The COVID-19 epidemic caused nearly 18 million deaths in 2020-2021. 
· Mortality from non-communicable diseases (NCDs) has risen by 30% in 20 years. 
· Over the last twenty years, the prevalence of diabetes has tripled, while the number of cancer-related deaths has risen from 6 to 10 million a year.




1. [bookmark: _Toc156062052][bookmark: _Toc156062212][bookmark: _Toc156062264][bookmark: _Toc156062347][bookmark: _Toc156064036][bookmark: _Toc157189470][bookmark: _Toc163999722]
2. [bookmark: _Toc156064037][bookmark: _Toc157189471][bookmark: _Toc163999723]
[bookmark: _Toc163999724]Infectious diseases: major changes since the beginning of the 21st century

Today, infectious diseases no longer represent the main cause of mortality worldwide, but they are still responsible for several million deaths every year in developing countries, where six out of 10 deaths are infectious. 

[bookmark: _Ref146189437][bookmark: _Toc163999725]HIV/AIDS: two decades of battle with major successes

[bookmark: _Ref146805360]Table 1 summarizes the three main epidemiological indicators: prevalence, incidence and mortality attributable to HIV/AIDS at the beginning and end of the period worldwide.

Table 1 - Estimates for HIV/AIDS in the world in 2000 and 2020 (14,15)
	
	2000
	2020

	Number of people living with HIV (PLHIV)
	26,6 M
	37,7 M

	Number of new infections per year (in millions)
	2,8 M
	1,5 M

	Annual number of HIV/AIDS-related deaths
	1,7 M
	680.000

	Number of PLHIV who know their serostatus
	<10%[footnoteRef:5] [5:  Few reliable data exist on the number of people living with HIV who knew their status in 2000. This indicator was estimated at 5-7% in sub-Saharan Africa in 2000. (16)  ] 

	84%

	Number (%) of PLHIV on antiretroviral treatment
	  ~ 3%
	73%

	Number (%) of PLHIV with controlled viral load
	ND
	66%



The dynamics of HIV transmission peaked in 1997, with an incidence of 3.7 million new infections per year. Since then, the curve has reversed, falling to 1.5 million new HIV infections in 2020, a drop of 54%. While this major inflexion demonstrates the success of the fight against HIV/AIDS, the incidence of new infections remains three times higher than the target set in the SDGs, since objective 3.3 anticipated that by 2020 there would be only 500,000 new infections per year to end the epidemic by 2030. What's more, the COVID-19 epidemic has had a major negative impact on the implementation of HIV/AIDS programs, in terms of prevention, screening and access to treatment, in a context of inflation and stagnation in international aid dedicated to HIV/AIDS, with ever-increasing treatment needs. Effective and lasting control of the epidemic by the end of this decade therefore seems unlikely. 
In terms of mortality attributable to HIV/AIDS, the results are significantly better than for HIV transmission. The peak in HIV/AIDS-related deaths was observed in 2004 (2 million per year), and by 2020, 680,000 deaths had been recorded, representing a 66% drop. The intermediate SDG target of 500,000 deaths by 2020 has thus almost been reached. This clear progress can be attributed to access to antiretroviral drugs in most of the countries particularly affected, enabling HIV-infected patients to live longer in good health. In 2000, only 685,000 people living with HIV were on antiretroviral treatment; by 2020, the figure will have risen to 27.4 million. However, the reduction in the annual number of deaths is less and less marked, year after year, suggesting that the 2025 and 2030 targets will be difficult to achieve. 
[bookmark: _Ref138516457]Analysis of incidence and mortality trends by world region between 2010 and 2020 reveals marked contrasts in terms of epidemic control (Figure 12). In the regions historically most affected, the reduction in new infections has been the greatest: 43% in Eastern and Southern Africa and 37% in West and Central Africa. Conversely, during the same period, incidence rose by 43% in Eastern Europe and Central Asia, the only region in the world where the epidemic, concentrated in "key populations" - particularly among drug users, who accounted for 43% of new infections in 2021 - continued to soar. Similar trends were observed in terms of HIV/AIDS-related mortality, with an increase of a third in Eastern Europe and Central Asia, while it fell by 47% worldwide. 

Figure 12 - Ten-year change (2010-2020) in HIV incidence and HIV/AIDS mortality by world region (17)
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Over the last twenty years, unprecedented successes have been achieved in controlling the HIV/AIDS epidemic, which can be directly linked to the massive international political commitment and financial efforts made worldwide[footnoteRef:6] . Highly effective interventions with a high level of evidence have been scaled up in countries affected by the epidemic. The combination of combined prevention approaches (behavioral and biomedical) with the generalization of HIV/AIDS screening and antiretroviral treatment has enabled this massive drop in HIV/AIDS incidence and mortality. Nevertheless, the dynamics of the epidemic remain strong. Continuing high incidence coupled with falling mortality is leading to a steady increase in the number of people living with HIV worldwide, currently around 38 million. In the absence of a preventive vaccine and/or the possibility of a cure once infection has been contracted, immediate and ongoing care, in particular via antiretroviral treatment, continues to be needed if we are to continue to reduce transmission of the virus and sustainably control the epidemic. The geographical, gender, age and social inequalities observed require responses tailored to the different populations concerned. This calls for ever greater national and international investment, guaranteed over the long term.  [6:  The early 2000s saw the creation of well-funded vertical programs, including the Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria (2002), the U.S. President's Emergency Plan for AIDS Relief (Pepfar, 2003) and Unitaid (2006). The response has been coordinated at international level (WHO, UNAIDS) and strengthened by investment in health information systems to guide public policy. ] 

Finally, the deleterious trends observed in Eastern Europe and Central Asia show just how fragile the gains made in the fight against the epidemic are, and how necessary it is to maintain a solid and relentless action to avoid any epidemic resurgence. 

[bookmark: _Toc163999726]Tuberculosis: significant progress, but not fast enough 

Global epidemiological indicators for tuberculosis at the beginning and end of the period are shown in Table 2.

[bookmark: _Ref146805635]Table 2 - Estimates of tuberculosis worldwide in 2000 and 2020 (18)
	
	2000
	2020

	Number of TB cases per year (in millions) 
	11
	9,9 

	Incidence of TB 
(Annual rate per 100,000 inhabitants)
	184
	127

	Number of TB-related deaths per year (in millions)
	1,7
	1,5



Tuberculosis remains a global public health problem, despite a remarkable decline in the incidence rate over the last twenty years, of around 2% per year worldwide, from 184 to 127 cases per 100,000 inhabitants between 2000 and 2020. (19). 
This long-term improvement is even more marked in sub-Saharan Africa and South Asia, where incidence rates have always been the highest in the world (Figure 13). In 2020, South and East Asia, notably India, Indonesia, China, the Philippines, Pakistan and Bangladesh, accounted for 43% of new tuberculosis cases, while sub-Saharan Africa accounted for 25%. Within the framework of SDG 3.3, the target of a 20% reduction in the incidence rate between 2015 and 2020 has been achieved by the Europe, Central Asia and North America regions, while the Africa, Middle East/North Africa and South Asia regions have seen incidence fall by 19%, 15% and 10% respectively. 
[bookmark: _Ref138836492]Figure 13 - Incidence of tuberculosis (annual rate per 100,000 inhabitants) by world region, 2000-2020 (19)
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However, unlike HIV/AIDS, it is above all in terms of mortality that the fight against tuberculosis seems to achieve its worst results. Although the key indicators (annual number of deaths and mortality rate) fell steadily between 2000 and 2019, they start to rise again from 2020, with the onset of the COVID-19 pandemic. Above all, the reduction in mortality is not fast enough, since it was only 5.9% between 2015 and 2021, whereas the WHO target is a 75% reduction in deaths between 2015 and 2025, which is now out of reach. In 2020, 1.5 million deaths were still attributable to tuberculosis, three times as many as to HIV infection. India accounts for around 1/3 of tuberculosis-related deaths worldwide.	
This progress in the fight against tuberculosis over the last two decades has been achieved thanks to the discovery of major technical innovations (rapid molecular diagnostic tests replacing microscopic analysis of sputum smears, shorter treatment courses, availability of oral treatment regimens for drug-resistant tuberculosis, preventive treatment), combined with the implementation of various large-scale operational strategies (decentralization of services, active case and outbreak finding targeting key and vulnerable populations and settings with high disease prevalence, management of co-morbidities)[footnoteRef:7] .  [7:  Although tuberculosis programs have benefited significantly from the organization and funding provided by the Global Fund since the early 2000s, they are mostly funded through domestic sources.] 

The fight against tuberculosis suffered particularly badly from the health crisis linked to the COVID-19 pandemic and has since been slow to regain the direction set to achieve the SDGs in 2030. For example, diagnosis and notification of tuberculosis cases collapsed during the health crisis, falling from 7.1 million cases in 2019, to 5.8 million in 2020, and only recovering to 6.4 million cases in 2021. This suggests that the number of undiagnosed and untreated cases has increased, aggravating both the risk of transmission of infection and the risk of TB disease and death among those infected. The political declaration adopted at the high-level meeting on the sidelines of the United Nations General Assembly in September 2023 provides a more stimulating and ambitious framework for the next five years (20).

[bookmark: _Toc163999727]Malaria: still essentially an African disease 

Global malaria epidemiological indicators at the beginning and end of the period are reported in Table 3.

Table 3 - Global malaria estimates for 2000 and 2020
	
	2000
	2020

	Number of malaria cases per year (in millions)
	245 M
	245 M 

	Incidence rate per 1,000 people in endemic areas 
	82,3
	59,4

	Number of malaria-related deaths per year
	897.000
	625.000

	Mortality rate per 100,000 people in endemic areas 
	30,1
	15,1



Between 2000 and 2020, key malaria indicators showed significant progress worldwide. The incidence rate fell from 82.3 per 1,000 people at risk in 2000 to 59.4 in 2020, a drop of 28% in 20 years, including a slight upturn linked to COVID-19 in 2019-2020 (Figure 14.a). 
In terms of mortality, the decline was steady from 2000 to 2015, halving the death rate over the period for people at risk. This trend then eased, leading to stable mortality between 2015 and 2021 (Figure 14.b). 
Figure 14 - a) Incidence of malaria (annual rate per 1,000 people at risk), b) Mortality rate (per 100,000 people at risk) from 2000 to 2021(21)
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Today, malaria is endemic in 91 countries around the world, but the disease undeniably remains a major problem for sub-Saharan Africa (Figure 15). Between 2000 and 2020, 11 countries will have completely eliminated malaria: the United Arab Emirates, Morocco, Turkmenistan, Armenia, Kyrgyzstan, Sri Lanka, Uzbekistan, Algeria, Argentina, Paraguay and China. The African continent now accounts for 95% of estimated cases worldwide. However, the decline in incidence has been substantial in Africa, with a 40% drop in 20 years, making a considerable impact on infant and child mortality, although 80% of malaria-related deaths on the continent still concern children under five (2021).  West and Central Africa record the highest incidence rates in the region, with rates in excess of 300 per 1,000 people at risk in many countries (Benin, Burkina Faso, Central African Republic, Democratic Republic of Congo, Guinea, Liberia, Mali, Nigeria, Niger and Sierra Leone), while the average incidence rate in sub-Saharan Africa is 220 (22). In terms of mortality, four countries account for just over half of all malaria-related deaths worldwide, with Nigeria (31%), the Democratic Republic of Congo (13%), the United Republic of Tanzania (4%) and Niger (4%). 





[bookmark: _Ref145064426]Figure 15 - Malaria-related deaths worldwide by region (2000-2020) (21)
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Over the past two decades, substantial scientific advances have been made and implemented on a very large scale[footnoteRef:8] in prevention, diagnosis and management, such as the new generation of insecticide-treated mosquito nets, intra-domiciliary insecticide spraying and chemoprevention of seasonal malaria in children under five. The WHO's recent recommendations for the use of RTS,S/AS01 - Mosquirix (2021) and R21/Matrix-M (2023) vaccines in children living in regions with moderate to high transmission have completed this list. Improved socio-economic conditions have also played a major role in the elimination of the disease in many countries, although it is difficult to distinguish between factors linked to economic and social progress and the direct effects of malaria control programs.  [8:  The fight against malaria benefitted from the multinational funding schemes put in place in the early 2000s, in particular with the successive creation of the Roll Back Malaria initiative in 1998 (now the RBM Partnership) and of the Global Fund in 2002. ] 

Recent less favorable trends,  including stagnation or even upward trend in the main epidemiological indicators, can be explained by a number of factors. These include changes in the use of rapid diagnostic tests (RDTs) against a backdrop of genetic changes in the parasite[footnoteRef:9] , increased resistance to artemisinin, reduced effectiveness of insecticide-treated mosquito nets and changes in vector behavior. The COVID-19 pandemic has also profoundly affected the supply of anti-malarial services, and in particular the distribution of impregnated mosquito nets, with, for example, 25% of nets failing to be distributed in 2021 (23).  [9:  Health professionals have less confidence in rapid tests, and as a result use them less or differently following genetic changes in the mastitis that seem to disrupt the rendering of rapid test results. ] 


[bookmark: _Toc163999728]Viral hepatitis: a forgotten disease



Table 4 - Estimates for viral hepatitis in 2019 (24)
	
	VHB
	HCV

	Number of people infected
	 296 M
	58 M

	Number of new infections per year 
	1,5 M
	 1,5 M

	Average adult prevalence
	8 %
	1 %

	Hepatitis-related deaths per year
	820 000
	290 000

	Vaccination rate for 1-year-olds
	           30 % (2000)
            85% (2020)
	



Due to the paucity of epidemiological data available on viral hepatitis worldwide in the early 2000s, it is difficult to trace trends over the last two decades. Table 4 reports the most recent estimates for viral hepatitis B and C.
Today, an estimated 296 million people suffer from chronic hepatitis B, and 58 million from chronic hepatitis C. These two of the five types of viral hepatitis are responsible for most illnesses (cirrhosis, cancer) and deaths. In terms of transmission, it is estimated that each year, 1.5 million people are newly infected with each of hepatitis B and C, for a total of 3 million, which is twice as many as the number of new HIV infections (cf. 2.1.1). In terms of mortality, around 1.1 million people die each year from these two hepatites, due to the liver damage they cause. 
[bookmark: _Ref146191899][bookmark: _Ref146191893]The geographical distribution of viral hepatitis B and C is very different, with HBV being more prevalent in the Western Pacific (116 million), Africa (82 million) and South-East Asia (60 million), while Europe and the Eastern Mediterranean have the highest number of HCV infections worldwide (Table 5). 

Table 5 - People living with chronic HBV or HCV infection in the general population, by region worldwide, in millions, 2019 (24)
	Region
	VHB
	HCV

	America
	5
	5

	Europe
	14
	12

	Eastern Mediterranean
	18
	12

	Western Pacific
	116
	9

	Africa
	82
	9

	Southeast Asia
	60
	10



The fight against viral hepatitis is lagging far behind, compared to the significant progress made over the past two decades in the fields of HIV/AIDS, tuberculosis or malaria, despite the existence of effective devices, such as the HBV vaccine discovered in the 1970s and the curative treatment for hepatitis C available since 2014. Currently, 80% of people infected with the hepatitis virus are unable to obtain the services they need to prevent, screen and treat the disease. In particular, only 21% of people infected with hepatitis C are diagnosed and only 13% receive curative treatment, despite the fact that this disease can be cured and that the price of drug treatments is now affordable for low-income countries (60 USD for a treatment enabling definitive cure in over 95% of cases[footnoteRef:10] ). For people living with chronic hepatitis B infection, the situation is even more alarming, with only 10% diagnosed and 2% treated. In sub-Saharan Africa, these rates fall to 2% of people living with HBV who know their status and 5% for HCV, with a catastrophic treatment rate of less than 1% for HBV and 0% for HCV (24). [10:  This direct-acting antiviral (DAA) treatment cost over 90,000 USD when it was introduced in 2014 in high-income countries ] 

[bookmark: _Toc163999729]The rise of emerging and re-emerging infectious diseases

Emerging and re-emerging infectious diseases have become crucial global health issues since the start of the third millennium. The list of infections considered has grown progressively longer, the geographical areas concerned have expanded and the speed of spread of the various epidemic phenomena has accelerated (Map 1). Several factors explain this phenomenon: the evolution of pathogens, in particular RNA viruses, environmental changes favoring the development of vectors and reservoirs (ecosystem imbalance, erosion of biodiversity, droughts, floods, changes in land use, in particular), and the impact of human behavior (deforestation, increased mobility, large human gatherings, farming methods or proximity to the animal world, in particular). 
The preparation of the international response, and the response itself, showed serious signs of dysfunction, particularly in relation to the decision to classify (or not) certain emerging epidemics as Public Health Emergencies of International Concern (PHEIC) under the aegis of the WHO, in order to take the relevant decisions.

[bookmark: _Ref146192987][bookmark: _Ref146192981]Carte 1 - Emerging (purple) and re-emerging (green) diseases in 2021 (25)
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With the COVID-19 pandemic, the global threat has become a reality: in less than three years, over 757 million cases have been confirmed worldwide (WHO), with a spatio-temporal distribution made up of multiple, unpredictable twists and turns (Figure 16). In all, more than 18 million deaths attributed to COVID-19 have been reported (Figure 17), while more than 13 billion doses of vaccine have been administered. 

Figure 16 - Notification of Covid-19 cases to WHO by world region (as of February 21, 2023) (26)
    [image: Image 44]
[bookmark: _Ref137717303]
Figure 17 - Worldwide reporting of Covid-19 deaths to WHO (as of 22/02/2023)(26)
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The situation is paradoxical in the USA, where the majority of vaccines have been developed and produced. In fact, the USA has the highest number of reported deaths, exceeding 1.1 million by 2023. This situation is partly explained by the prevalence of non-communicable diseases (and diabetes in particular), which have exacerbated the disease, as well as major inequalities in terms of health determinants and access to health services.

[bookmark: _Toc163999730]Non-communicable diseases (NCDs) on the rise worldwide

Whereas in 2000, non-communicable diseases[footnoteRef:11] (NCDs) accounted for just four of the 10 leading causes of death worldwide, they will account for seven of the 10 leading causes of death in 2020, with NCD-related mortality increasing by around 30% over these two decades. Today, NCDs account for around 41 million deaths a year. The four main causes of NCD-related deaths are cardiovascular disease (17.9 million per year), cancer (9.3 million), chronic respiratory disease (4.1 million) and diabetes (2 million).   [11:  The field of non-communicable diseases (NCDs) today comprises five disease groups, making up the UN's "5X5 NCD agenda", with heart and vascular diseases, cancers, diabetes, chronic respiratory diseases and mental health.] 

NCDs are the main cause of death in high-income countries, with the number of deaths decreasing with income level. Communicable, maternal, perinatal and nutritional diseases are still the leading cause of death in low-income countries (Figure 18).  
[bookmark: _Ref137735709]Figure 18 - Distribution of causes of death (in %) worldwide, by country groups according to income level, 2019 (27)
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In this section, we elaborate on some of the non-communicable diseases that we consider particularly important. 

1. 
2. 
2.1. 
2.2. 
[bookmark: _Toc163999731]Cardiovascular disease: the world's leading cause of death 

Cardiovascular disease is the world's leading cause of death, accounting for around 18 million deaths a year. More than 4 out of 5 deaths from cardiovascular disease are linked to heart attacks and strokes, and a third of these deaths occur prematurely in people under 70. Three quarters of these deaths occur in low- and middle-income countries, where people have less access to early detection and treatment programs for people at risk than people in high-income countries.  

1. 
2. 
2.1. 
2.2. 
2.2.1. 
[bookmark: _Toc163999732]Diabetes: a meteoric rise in mortality

Among NCDs, the evolution of diabetes prevalence over the last twenty years is particularly worrying, having more than tripled between 2000 and 2021, from 151 million to 537 million people aged 20-79. The Lancet estimates that between 6.1-9.8% of the world's population is affected by the disease[footnoteRef:12]. Diabetes kills around two million people every year (International Diabetes Federation), 96% of whom suffer from type 2 diabetes. The causes of this disease are complex, but most of the burden is attributable to social, dietary, environmental and occupational risk factors, alcohol consumption and lack of physical activity, resulting in increased body mass index in individuals (28). [12:  In the article published in the Lancet by GBD Diabete Collaborators in 2023, the global prevalence of diabetes is estimated at 6.1%, while the International Diabetes Federation estimates it at 9.8% in 2021. ] 

The prevalence of the disease is rising particularly sharply in the Western Pacific (driven in particular by China) and South-East Asia regions, which together will account for 55% of diabetes cases in 2021 (Figure 19). The situation is also worrying in the Middle East and North Africa, where prevalence has risen from 7.7% to 18.1% in two decades, while the African continent is relatively unscathed for the time being, accounting for just 4% of diabetes cases worldwide, due to lower levels of urbanization, malnutrition and lower rates of overweight and obesity.

Figure 19 - People living with diabetes worldwide, by region, 2000-2021 (29)
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Populations in low- and middle-income countries are increasingly affected, due to the dietary transition towards ultra-processed products and their lack of means to treat overweight. The extent of the disease is globally underestimated, both politically and financially, with glaring inequalities in access to appropriate treatments. 

[bookmark: _Toc163999733]Cancers: increasingly diverse risk factors and populations

Today, cancer is one of the world's leading causes of death, accounting for six million deaths in 2000 and almost 10 million deaths in 2020 (i.e. almost one in six deaths). In women, the most common and lethal cancers are breast, lung, colorectal and cervical, while in men they are lung, prostate, colorectal, stomach and liver (Figure 20). 

[bookmark: _Ref146200428]Figure 20 - Estimated cancer mortality and incidence rates for men and women worldwide in 2020 (27)
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According to two reports by the WHO and the International Agency for Research on Cancer (IARC) published in February 2020, 18 million cancers were diagnosed in 2018, a 20% increase on 2012 (30)while the Foundation for Medical Research reported in 2015 a 30% increase in the number of cases since 2005 (31). This increase is closely linked to the world's ageing population and population growth. 
The causes of cancer differ from one region of the world to another. According to the WHO, the main universal and modifiable determinants of cancer are smoking, alcohol consumption, poor diet and a sedentary lifestyle. Other cancer risk factors, notably breast, bladder and lung cancer (32) are now clearly identified as being linked to the living environment, and in particular to exposure to pollution. The WHO estimates that 19% of cancers - almost one in five new cases - are linked to environmental factors. Over the past few decades, population growth, urbanization, industrialization and the intensification of road transport in so-called emerging countries have all contributed to a deterioration in the quality of the air we breathe. In Africa, part of the increase in lung cancer cases is attributed to the oil industry and exposure to heavy metals (33). In 2022, a report by the European Agency for Development estimated that in Europe - home to less than 10% of the world's population, and where 23% of cancer cases are recorded (34) - 10% of cancers were due to exposure to toxic substances (air pollution, radon, ultraviolet radiation, environmental tobacco smoke and chemicals) in the home, including the workplace. In France, lung cancer deaths attributable to fine particulate matter rose by 29.3% between 1990 and 2017 (35). Environmental determinants are therefore part of the list of modifiable determinants found in all regions of the world. Their prevalence is likely to vary over time, depending on populations and public prevention policies. Finally, there is a strong link between the burden of communicable diseases described in the previous section and cancer. In low- and middle-income countries, three out of ten cancers are attributable to infections with viral hepatitis viruses or human papillomaviruses (HPV), against which there are highly effective and accessible means of prevention (hepatitis B and HPV vaccines) or treatment (hepatitis C).
Inequalities between regions of the world, and social inequalities within countries, are obvious when it comes to access to and use of cancer screening and early diagnosis resources. This creates a real gap in access to anti-cancer treatments. An international survey conducted in 2019 estimated that cancer patients could benefit from comprehensive treatment in over 90% of high-income countries, compared with less than 15% of low-income countries. The theme and slogan of World Cancer Day 2023 was "For fairer care", indicating the recent awareness of this issue (36). 
The WHO has published a global action plan[footnoteRef:13] common to four of the five NCDs (excluding mental health). The EU has developed a plan[footnoteRef:14] and is investing in a coordinated way in this public health priority.  [13:  In 2019, the World Health Assembly extended the WHO Global Action Plan for the Control of Noncommunicable Diseases 2013-2020 to 2030; and called for the development of a 2023-2030 roadmap for the implementation of the Plan to accelerate progress in the fight against NCDs.]  [14:  "Healthier Together" - the EU initiative on NCDs - was launched in December 2021 to help EU countries reduce the burden of NCDs and improve the health and well-being of citizens by strengthening support for action by EU countries and relevant stakeholders in this field.] 


1. 
2. 
2.1. 
2.2. 
2.2.1. 
2.2.2. 
2.2.3. 
[bookmark: _Toc163999734]Mental health: diseases that are still largely neglected

The overall prevalence of mental health problems has remained stable (around 13%) over the last twenty years (around 1 in 8 people) but has increased by a quarter in absolute terms due to population growth, with 970 million people affected in 2019, before the effects of the COVID-19 pandemic worsened the situation (37).  Significant geographical inequalities are observed in terms of care. Over 75% of people with mental disorders living in low- and middle-income countries receive no treatment at all. More generally, there has been very little change in the way mental health care is conceived in most parts of the world, making mental health problems a very punishing part of people's lives. Several factors prevent people living with mental health problems from seeking help: poor quality of services, lack of knowledge about mental health, stigmatization and discrimination.  
Today, an estimated 280 million people worldwide suffer from depression, or 5% of adults (4% of men and 6% of women).  Suicide remains one of the main causes of death, with 700,000 people committing suicide in 2019, or 1 in every 100 deaths. However, the trend is rather positive, since between 2000 and 2019, the global suicide rate fell by 36%, with strong regional disparities. It fell by 17% in the Eastern Mediterranean region, 47% in Europe and 49% in the Western Pacific, while it rose by 17% on the American continent. Worldwide, men are twice as affected as women, and suicide is the fourth leading cause of death among young people aged 15 to 29. 
Some mental health indicators are particularly worrying, even if they are currently limited to certain countries. A very significant example is the near-exponential curve of overdose deaths in the United States, where the number of cases has increased fivefold in just over twenty years, topping 106,000 deaths in the midst of the COVID-19 epidemic in 2021, and exploding particularly among men (Figure 21).

FIGURE 21 - DEATHS ATTRIBUTED TO OVERDOSES, OVERALL AND BY GENDER IN THE UNITED STATES, 1999-2021 (38) [image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\ollkk.jpeg]
[bookmark: _Toc163999735]The need to invest today in the prevention and management of non-communicable diseases 

Recognition of NCDs as a global health issue is relatively recent, since the first session of the United Nations General Assembly devoted to the subject was held in 2011. One out of every two NCDs is preventable, being linked to three groups of factors on which it is possible to intervene: behavioral factors (smoking, unbalanced diets, excessive alcohol consumption, sedentary lifestyle), environmental factors (air pollution) and biological factors (excessive and uncontrolled blood pressure, overweight and obesity, hyperglycemia, hypercholesterolemia).
NCDs are now at the heart of sustainable development issues. There is international consensus that, on the one hand, NCDs are driving health costs up and will continue to do so in most parts of the world, and that, on the other, they have major indirect economic consequences, notably by reducing adults' capacity to work and thus productivity. Investment in the prevention and management of NCDs appears to be highly profitable from both an individual and societal point of view, both nationally and internationally. SDG target 3.4 aims to reduce premature deaths due to NCDs by one-third by 2030.  However, in the absence of an international political commitment, it is unlikely that significant results will be achieved outside a handful of countries according to WHO estimates in 2022 (13). 

[bookmark: _Toc163999736]Global health under pressure from climate and environmental crisis

 Three major interdependent problems are threatening the environment today: climate change, pollution and biodiversity loss. This is the "triple environmental crisis" or "triple planetary crisis". Each of these problems has its own causes and effects, and must be resolved if we are to have a viable future on earth. 
The Intergovernmental Panel on Climate Change (IPCC) has unequivocally established that climate change is a threat to human well-being and the health of the planet (information benefiting from the IPCC's highest level of confidence).(39). Climate change has a direct and indirect impact on health, according to a complex causal chain that takes account of exposure pathways and vulnerability factors, described by a diagram published by the WHO in its special report on climate and health published for COP 26: 

FIGURE 22 (40) HUMAN HEALTH AND THE INTERCONNECTIONS BETWEEN CLIMATE RISKS, EXPOSURE PATHWAYS AND VULNERABILITY FACTORS
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It should be noted that climate change increases the pressure on health systems through rising health-related needs: increased morbidity and prevalence of climate-sensitive diseases, higher healthcare costs and difficulties in accessing services. Increased use of health services can also generate higher carbon emissions, as health services themselves have a significant climate footprint, equivalent to around 5% of global greenhouse gas emissions (41)  due to the production and transport of materials, energy consumption and waste treatment. If the health sector were a country, it would be the fifth largest emitter on the planet. The three biggest emitters, the United States, China and the countries of the European Union, account for more than half the global carbon footprint of the health sector (56%)(42).  

1. 
2. 
3. 
[bookmark: _Toc163999737]The impact of the climate and environmental crisis on health and its determinants

 The burden of human disease caused by climate change on a global scale is still difficult to assess accurately, but there are many factors that should alert us, including the rise in the number of heat-related deaths, changes in the distribution of water-borne diseases (such as cholera, dysentery, hepatitis A and poliomyelitis), an increase in the ecological niches of certain infectious disease vectors, the overall disruption of livelihoods (meaning all the physical, social and financial resources and capacities needed to satisfy basic needs), worsening food insecurity, and the depletion of water resources and their declining quality in arid subtropical regions. According to the latest Lancet Countdown report (40) published in November 2023, the number of heat-related deaths could increase fivefold by 2050, mainly in the world's poorest and already hottest regions.
Exacerbating existing health problems, global warming is likely to have an increasingly strong influence on health worldwide in the years ahead, and none of the major determinants of health will be spared. In particular, increased pressure on water resources, already stretched by overexploitation and degradation, will lead to greater demand in the future. Changes in average temperatures and rainfall and their variability will lead to variations in the incidence and geographical spread of vector-borne and water-borne diseases. 
Between 2030 and 2050, the WHO expects climate change to result in almost 250,000 additional deaths per year, due to malnutrition, malaria, diarrhea and heat-related stress[footnoteRef:15] . This type of projection remains fragile, however, due to the complexity of the factors driving change and the constant revision of assumptions. However, it seems clear that climate change is already exposing millions of people to high-risk flooding (Map 2). [15: According to the WHO, the cost of direct damage to health (excluding costs in health-determining sectors such as agriculture and water and sanitation) is between 2 and 4 billion dollars (US$) per year by 2030 (43).] 


MAP 2 - WORLDWIDE FLOODS BY TYPE AND TOTAL EXPOSED POPULATION (44)
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   South Asia thus has a very high concentration of people exposed to flooding. The total population residing in places where floods have been observed by satellite increased from 58 to 86 million people between 2000 and 2015. This represents a 20% to 24% increase in the proportion of the world's population exposed to flooding, ten times higher than 2010 estimates (45). 
  Since 2008, an average of 22.5 million people a year have been forcibly displaced by sudden-onset weather events - such as floods, storms, forest fires and extreme temperatures.  In 2022 alone, 8.7 million people in 88 countries were forcibly displaced by natural disasters, 45% more than in 2021 (Map 3).

MAP 3 - NUMBER OF PEOPLE DISPLACED WITHIN THEIR OWN COUNTRY BY NATURAL DISASTERS IN 2022 (46)[image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\aajjj.jpeg]
 But population displacement cannot be exclusively attributed to or associated with natural disasters. The growing impact of humanitarian crises and conflicts on the health of populations, particularly in countries considered to be fragile states, must also be taken into account in order to obtain a more accurate picture of population displacement. (47). 
On the environmental front, the degree of exposure to toxic agents and their impact are the subject of much research. The second edition of the Lancet Planetary Health report published in 2017 estimated that 16% of non-communicable diseases and premature deaths are attributable to exposure to toxic air, water, or soil, causing the deaths of nine million people each year. The WHO estimates that 91% of the world's population lives in places where air pollution levels exceed the limits set by its 2022 guidelines. This is particularly the case in China, where pollution levels have risen sharply over the past two decades and now exceed the thresholds set by the WHO. (35). According to a WHO study conducted between 2008 and 2015, Southeast Asia and the Eastern Mediterranean exceeded WHO limits by between five and 10 times (48). For example, 74mg of fine particles per m3 of air were observed in Bangladesh, for an upper limit set at 5mg.
Finally, certain recently identified factors, such as endocrine disruptors, are contributing to the increase in chronic diseases (49). 

[bookmark: _Toc163999738]Zoonoses, a marker of the link between human, animal and environmental health

According to the WHO definition, "a zoonosis is an infectious disease that has been transmitted from animals to humans. Zoonotic pathogens may be of bacterial, viral or parasitic origin, or may involve non-conventional agents and spread to humans through direct contact or via food, water or the environment" (50). Examples include coronaviruses, avian and swine influenza, salmonellosis and rabies. The impact of environmental changes on zoonoses, particularly those linked to the destruction of animals' natural habitats and their closer proximity to humans, is relatively poorly documented over the period 2000-2010, but some important developments can be noted: 
Deforestation has intensified since 1990, with the loss of more than 420 million hectares of forest worldwide, over 90% of which is in tropical zones. (51). In addition to its effects on biodiversity, this deforestation contributes to the destruction of natural habitats for wild animals, and increases the proximity between humans and animals, facilitating the transmission of zoonoses. 
Rising temperatures are another factor in the multiplication of zoonoses. For example, it is likely to lead to a global expansion in the distribution of Aedes aegypti and Aedes albopictus mosquitoes, the main vectors of dengue fever, yellow fever, chikungunya and Zika. On a global scale, the population exposed to disease transmission by one of these vectors is therefore set to increase significantly, and this growth is likely to be intensified by other factors such as urbanization (52).
[bookmark: _Toc163999739]Progress towards Universal Health Coverage has stagnated or even regressed since 2015

Universal Health Coverage (UHC) is defined as "access for the entire population to the quality promotional, preventive, curative and palliative health services they need, without financial hardship for users" (WHO 2010). 

BOX 4: UNIVERSAL HEALTH COVERAGE
	Achieving universal health coverage involves : 
1) Equitable access to health services, which means removing the financial, social, geographical and legal barriers to access for all, including the most vulnerable populations, 
2) Coverage by quality health services, and
3) Financial protection that minimizes financial hardship due to households paying for health care.
UHC is often represented by a cube that needs to be enlarged in all its dimensions: as many people as possible must be covered (horizontal axis), individual cost-sharing must be reduced (vertical axis), and access to health service packages  must be as broad as possible, including sexual and reproductive health as well as health promotion and prevention services (axis perpendicular to the first two). 

                                [image: ]



             Achieving universal health coverage is one of the Sustainable Development Goals (Objective 3.8). Progress towards universal health coverage is measured by two indicators: health service coverage (SDG 3.8.1) and financial protection (SDG 3.8.2).
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Progress in health services coverage stalled at a plateau

FIGURE 23: EVOLUTION OF THE GLOBAL UNIVERSAL HEALTH COVERAGE INDEX, 2000-2021 (53) [image: C:\Users\margaux.chavardes\AppData\Local\Packages\Microsoft.Windows.Photos_8wekyb3d8bbwe\TempState\ShareServiceTempFolder\aki.jpeg]

 Health service coverage rose sharply in the first two decades of the 21st century. Health service coverage (SDG 3.8.1) is measured by a composite index, the Service Coverage Index (SCI)[footnoteRef:16] . According to WHO and the World Bank (54) the global SCI has risen from 45 in 2000 to 68 in 2021, demonstrating a positive global dynamic. In 2000, 68 countries had service coverage levels considered low or very low (SCI <40), compared with 14 countries in 2021. Health service coverage rose sharply between 2000 and 2017, then stabilized. Recent progress has thus been slower than that prior to 2015, with the SCI increasing by just three index points between 2015 and 2021, suggesting that health service coverage has reached a plateau globally.  [16:  The SCI is based on 14 indicators organized around four service coverage components, namely: 1) reproductive health and maternal, newborń and child health (SRMNE),, 2) infectious diseases, 3) non-communicable diseases (NCDs),, and 4) service capacity and accessibility. These components are indicative of the state of service coverage in the region and are weighted by population. ] 

The proportion of the population not covered by essential health services fell by just 15 index points between 2000 and 2021, with a clear slowdown in progress after 2015. In fact, more than half of the world's population (around four and a half billion people) is still not covered in terms of access to the most essential health services, particularly in rural areas or among the poorest households in different countries, including high-income countries. In the USA, for example, African-American women are three times more likely to die from pregnancy-related causes than women who identify themselves as "Caucasian", due to their poorer access to prenatal and delivery services. (55).

map 4 - gains in health service coverage, 2000 to 2021, in percentage terms (54)
[image: ]

The composite index includes sub-indices covering four key health areas: 1) reproductive, maternal sexual, neonatal and child health, 2) infectious diseases, 3) non-communicable diseases, and 4) health service capacity. The biggest gains in health service coverage happened in Asia. Coverage has also increased in Africa, where initial coverage was particularly low in 2000. Values for indicators relating to non-communicable diseases, maternal, neonatal and child health, as well as access to health services or health system capacity, increased only measurably and progressively before 2015, with minimal or no improvements from 2015 to 2020 (54).
Improvements in the health services coverage index between 2000 and 2021 are therefore mainly (around 60%) attributable to interventions dedicated to infectious diseases, and in particular to antiretroviral treatment for people living with HIV (54). While very significant gains were observed at the start of the period, marked by the new worldwide availability of Highly Active Antiretroviral Therapy (HAART), and in particular for the African continent, where two-thirds of the HIV/AIDS epidemic is concentrated, the "catch-up" effect has now taken place, and is unlikely to be repeated, to the same extent, in the years to come.  The dynamics of the upward curve in service coverage are therefore essentially linked to the dynamics of access to HIV treatment.  In the future, a different dynamic will be needed to increase access to a wide range of health services.
Despite this positive momentum of progress on the front of the HIV/AIDS pandemic and childhood infectious diseases, health service coverage thus remains low in the poorest countries, with prospects for increase relatively limited today without greater investment in expanding health systems and improving service access strategies for the poorest groups.
With regard to access and capacity of health systems in particular, the sub-index has been very high and stable in high-income countries (between 95 and 96) since 2000. The poorest countries have made little progress over the past 20 years. Aid-dependent countries have thus developed their health systems less than middle-income countries with greater domestic resources. 
Moreover, inequalities in access to services persist even within countries and societies. At all income levels and for most services, the poorest use health services less than the richest. Coverage of reproductive, maternal and child health services is lower in the poorest households than in the richest. Child immunization, in particular, remains highly unequal, even though it is heavily subsidized by development aid. (Figure 24)

Figure 24 (56) Disparities in access to essential health services, by country and according to wealth level
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[bookmark: _Toc163999745]Financial protection for populations worsening

The second objective of Universal Health Coverage is to ensure that all individuals have access to health services without incurring financial hardship. Universal health coverage is therefore also defined through a second dimension: financial protection against the risk of "catastrophic expenditure[footnoteRef:17] " and impoverishing expenditure. In fact, the proportion of the population facing catastrophic levels of out-of-pocket health-related expenditure increased over the first two decades of the 21st century, leading to a setback in progress towards universal health coverage. Economic growth and falling poverty have increased demand for health services, financed by rising household contributions to these expenses. With the financial difficulties associated with these contributions, financial protection[footnoteRef:18] has generally deteriorated over time. In the face of these difficulties, public policies have adapted more slowly than market dynamics, and have been slow to put in place mechanisms for the collective assumption of health risk in line with household demand. [17:  There are several indicators that can be used to assess household financial protection. One is the incidence of catastrophic expenditure, which is defined in relation to a threshold. An expense is said to be "catastrophic" if it exceeds 10% (or 25%) of a household's income or consumption budget. Goal 3.8.2 of the SDGs uses this indicator. A second indicator consists of measuring the proportion of the population pushed into poverty or further impoverished as a result of health expenditure; this is referred to as impoverishing health expenditure. The absolute poverty lines used are US$1.90 and US$3.20 (in 2011 Purchasing Power Parity). A third, relative poverty line is estimated at 60% of median daily consumption or median daily income per capita. ]  [18:  Depending on the country, there may be different approaches to advancing UHC: a general insurance system (such as social security) or a targeted approach aimed at particularly vulnerable groups or communities (e.g. health policies for the under-5s) or excluded populations, such as the poorest, the least educated and/or those living in rural areas.] 


Box 5: Affordability of health services
	· From 2000 to 2019, the global incidence of catastrophic health-related expenditure ([footnoteRef:19]) has risen steadily, from 9.6% of the world's population in 2000 to 12.6% in 2015, and 13.5% in 2019. [19:  This indicator is defined as the percentage of the population whose household budget devoted to health exceeds 10% (indicator 3.8.2 of the Sustainable Development Goals),] 

· The proportion of the world's population impoverished or further impoverished at the level of the extreme poverty line (USD 2.15 per day per person in 2017 purchasing power parity) by out-of-pocket health expenditure fell from 22.2% in 2000 to 15.6% in 2015 and 4.4% in 2019. However, at the same time, the proportion of the world's population impoverished or even more impoverished at the relative poverty line (60% of a country's median per capita consumption) by household health-related expenditure has increased, from 11.8% in 2000 to 15.6% in 2015 and 16.7% in 2019.
· Between 1.3 and 2 billion people worldwide experienced financial hardship in 2019, with 1 billion facing catastrophic health expenses and 344 million facing impoverishing health expenses at the extreme poverty line (almost half of the world's population living in extreme poverty in 2019).
· Data from 29 low- and lower-middle-income countries show that, prior to the pandemic, financial reasons accounted for 18.5% of care refusals. 
Source: WHO-World Bank, 2022.



The number of people incurring catastrophic health costs has risen steadily worldwide since 2000, and will exceed one billion in 2019 (57). The proportion of households devoting more than 25% of their budget to cash health expenditure rose from 1.9% in 2000 to 3.3% in 2015 and 3.8% in 2019, an average annual increase of 0.1 percentage points. The COVID-19 crisis has further contributed to a worsening of catastrophic and impoverishing health-related spending and an increase in care foregone due to financial barriers[footnoteRef:20] . The proportion of households facing catastrophic expenditure has increased over the last two decades. [20:  Although the principles of UHC  seem to be unanimously accepted today, they are interpreted and implemented in very different ways from one country to another, notably in terms of financing (contributory or non-contributory, voluntary or compulsory, private, public, community or mutual) and system organization (public / private, general / population-specific). These principles are  particularly difficult to apply in the poorest countries (informal sector making tax collection more difficult, lower domestic resources, etc.).] 


Figure 25: Incidence of catastrophic health expenditure - Proportion of the world's population with over-the-counter health expenditure exceeding 10% or 25% of the household budget (2000-2019).
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At the same time, the number of countries with social health insurance (SHI) has increased since 2000, reaching 126 countries in 2017 (out of 195 countries in all), 13 more than in 2000. Generally speaking, however, there is little scientific evidence on the specific benefits linked to the introduction of social insurance mechanisms in the construction of UHC (58). On the other hand, the role of public funding, either directly or through social insurance schemes, appears to be essential, and has been shown to protect against economic shocks linked to household health expenditure. (59).  No country has ever achieved universal health coverage without a significant level of public subsidy to ensure access for the poorest and protection against financial difficulties linked to the risk of illness.

As we enter the third decade of the 21st century, the founding principles of universal health coverage are well recognized: i) inclusion of promotional, preventive, curative and palliative services ii) importance of quality iii) inclusion and equity and iv) financial protection. However, progress towards the 2030 targets is  far from sufficient and has slowed sharply since 2015. More than half of the world's population, the poorest and most vulnerable, have no access to quality health services. Economically disadvantaged populations have less access to health services in all countries regardless of their level of economic development. Service coverage remains largely inequitable, with the poorest groups still excluded from access to the most essential health services, and the quality of services remains low (more than half of premature deaths in developing countries are linked to low-quality services)(60)) The proportion of households experiencing financial difficulties is also on the rise. This slowdown in progress contrasts with the improvement in health indicators for infant mortality, driven by economic growth and the fall in poverty. The UHC agenda requires a new impetus and most countries, especially the poorest ones,  need to design new strategic directions and roadmaps, if progress in access to health services is to be restored.  
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[bookmark: _Toc163999752]Health funding has increased steadily over the past twenty years, but is very unevenly distributed 

While the pace of growth slowed down after the economic crises of 2008-2009, global health spending increased over these two decades, reaching a peak of $9,210 billion (9.21 trillion), or 10.3% of global GDP in 2021, with very significant differences depending on countries' income levels (61). The overall volume of health spending is being driven upwards by OECD countries and emerging countries such as China, India and Brazil (62). Spending of American and European countries represent three quarters of global health-related spending in The overall volume of health spending is being driven upwards by OECD countries and emerging countries such as China, India and Brazil (62). Health spending remains comparatively low in low-income countries, increasing only modestly over the past 20 years. Globally, in 2019, the African continent accounted for 16% of the population but only 1% of health spending (63).

Figure 26 - Health spending in Africa: a greater role for the private sector and development aid
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Sources of health funding vary greatly according to countries' income levels. Globally, two-thirds of health expenditure comes from governments (63%), followed by households (36%), while health-related aid accounted for just 0.2% of total health expenditure in 2018.  In Africa, private financing by households is more important (57%), and foreign aid amounts to 10% of total health spending (61). These amounts are particularly significant for the 20 poorest countries that depend on them. But in low-income countries, in 2020, direct household payments accounted for the largest share of health expenditure, ahead of domestic public spending and international aid. Aid accounts for an average of 25% of health expenditure in these countries.

Figure 27 - Trends in health expenditure, 2000 to 2020, by country income level (64)
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Figure 28 - Public spending on health per capita and as a percentage of GDP in low-income countries, 2018 (43)
 [image: ] 

In 2018, in almost two-thirds of the 32 low-income countries, public spending on health was less than US$10 per capita per year (Figure 28). Not only is this level of public spending very low, but more importantly, the priority given to health spending by governments in low-income countries is decreasing, over the period, whereas it is increasing in high-income countries (highlighted in yellow in Figure 29).  

Figure 29 - Share of public spending on health, by country group, 2000 - 2018 (64)
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While overall volumes have risen, the percentage of public spending devoted to health is clearly declining over the period in low-income countries. This decline in the importance attached to health issues by public authorities in their national budgets may be linked to a substitution effect. In fact, the share of foreign aid allocated to the health sector has increased (64) over the same period.

Figure 30 - Foreign aid and public spending on health in low-income countries (64)
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 At a global level, and in response to the imbalance between needs and funding for health-related aid, the countries of the African Union made a commitment in 2001 to allocate at least 15% of their national budgets to public health (Abuja Declaration). By 2019, only three countries had met this commitment: Ethiopia, Guinea and Malawi (63).
In high-income countries, public spending accounted for at least 65% of total health expenditure between 2000 and 2019, which explains the overall trend in public spending worldwide. In middle-income countries, over the period studied, there was a decline in the share of household payments, both in the top bracket (from 39% to 31%) and in the bottom bracket (from 44% to 38%). In the upper bracket, this reduction in private spending is essentially due to the increase in public domestic spending, while in the lower bracket, it is linked in particular to the increase in development aid, which almost doubled over the period. 

While the first decade of the 21st century saw exceptional international mobilization in health-related aid (with an average annual increase of 10% between 2000 and 2010), the volume of international funding has stagnated since the financial crisis of 2013 (Figure 31).  

Figure 31 - Sources of health-related aid funding, (2021 and 2022 are commitments) 1990-2022 (65)[image: Image 1426749636]

US funding (USAID, PEPFAR in particular) accounts for an average of 40% of total annual funding for health-related aid over the period.  Philanthropic players, and in particular the Bill and Melinda Gates Foundation also play a major role, being the second-largest funder of health-related aid after the United States in 2019, accounting for more than 10% of total aid. 
Overall, over the two decades, most health-related aid has gone to middle-income countries. This is also true for French aid development funding, despite a list of priority ODA countries that until 2023 exclusively included low-income countries. Countries such as Egypt, Lebanon and Côte d'Ivoire were among the top 10 recipients of French health-related aid in 2020 (66).

Figure 32 - Trends in health-related aid by income level of recipient countries, 2000-2020 (65)
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This priority allocation of health-related aid to middle-income countries can be explained by the priority given to the fight against HIV/AIDS, particularly in southern Africa, until 2013. While health-related aid has been more evenly distributed between low- and middle-income countries since 2013 (the time of the global economic crisis), its overall volume has stagnated since then. 

Figure 33 - breakdown of government, household and international aid spending on health in low- and middle-income countries in 2019 (65)
 [image: ]

In fact, over the entire period, more than a third of government spending, a third of household spending and more than two-thirds of health aid were dedicated to combating infectious diseases in low- and middle-income countries, leaving little room for strengthening health systems, which accounted for just 12% of aid funding allocated over the two decades. (65).
Global health funding has therefore increased significantly over the last 20 years, and now accounts for over 10% of global GDP.  In an increasingly globalized world economy, global health spending is mainly driven upwards by public funding in OECD countries, but also increasingly in emerging countries. Health financing in the poorest countries, on the other hand, is dominated by private funding from households, whose demand for health care has risen rapidly over recent decades, in line with economic growth (rising household incomes) and falling poverty. Public spending on health, on the other hand, has evolved more slowly than economic growth, confirming the difficulties faced by the poorest countries in setting up public financing institutions for universal health coverage. Development aid for health represents a very small proportion of health expenditure worldwide. It is mainly concentrated in sub-Saharan Africa. This aid, which is programmatic and focused on the financing of health products, has largely benefited the countries of Southern Africa in response to the AIDS epidemic in this region. But very little of this funding has been invested in strengthening health systems. Health aid has also contributed to the crowding-out of public spending on health in the poorest countries (67) In Bangladesh, an additional dollar of development aid displaced about the same amount of public health spending (68,69). This weakness in health financing systems was highlighted by the COVID-19 crisis.  To return to a positive trajectory towards UHC, reinvestment will be needed in building national health financing institutions and mobilizing domestic public resources. This will call for better use of public subsidies, in particular fossil fuel subsidies, which currently account for $6,000 billion (US$6 trillion) a year, equivalent to the total public spending on health globally. Many countries are also engaged in a public policy dialogue on new tax incentive mechanisms for health (tobacco, alcohol, sugar, salt, in particular) and the environment (air pollution, methane tax, for example).
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[bookmark: _Toc163999760]Access to health products is still inadequate, despite historic advances 

Access to safe, effective, high-quality and affordable medicines and health products is a prerequisite for progress towards universal health coverage. Health products must be specifically regulated and made more accessible, so that innovations can benefit as many people as possible.
The period 2000-2019 was marked by considerable progress in terms of access to medicines, vaccines and diagnostics, thanks in particular to the mobilization of players in the fight against AIDS[footnoteRef:21] . The November 2001 Doha Declaration on Trade-Related Aspects of Intellectual Property Rights (TRIPS) was a major turning point, authorizing a country to grant "compulsory licenses" allowing foreign medicines to be "copied" for domestic use in the event of a national health emergency, stressing that the agreement "does not and should not prevent member governments from taking action to protect public health". (70) ". ". A waiver to patent law recognized by the WTO on August 30, 2003 implements Article 6 of the Doha Declaration and authorizes generic drug-producing countries such as India, Canada and Brazil to sell generics of patented products to countries unable to manufacture them themselves. In fact, over these two decades, the price of ARV treatment has fallen from $10,000 to treat one person for a year in 2000 to less than $100 a year today. Other major successes in the 2000-2020 period include access to artemisinin-based combination therapies (ACTs) for malaria (2008), lower prices for pneumococcal conjugate vaccine (2010) and hepatitis C drugs (2013), and the launch of fexinidazole, an oral treatment for sleeping sickness (2018). These twenty years have also seen the creation of several initiatives dedicated to access to health products, such as the Drugs for Neglected Diseases Initiative (DNDI)[footnoteRef:22] in 2003 and the Medicines Patent Pool (MPP)[footnoteRef:23] in 2010, the latter largely supported financially by Unitaid[footnoteRef:24] .  [21:  In 2001, the Pretoria trial pitted 39 pharmaceutical companies against the South African state, accusing it of having organized access to generic HIV drugs in contravention of international intellectual property rules.  ]  [22:  https://dndi.org/]  [23:  https://medicinespatentpool.org/fr]  [24:  Unitaid is a global health agency created in 2006 under the aegis of the WHO and committed to finding innovative solutions to prevent, diagnose and treat diseases (in particular the three major pandemics - HIV/AIDS, tuberculosis and malaria) more rapidly, at lower cost and more effectively, in low- and middle-income countries.] 

The TRIPS agreements of the World Trade Organization (WTO) provide for derogations from intellectual property law to enable countries to facilitate access to health products deemed necessary for the health of their population. However, the flexibilities provided for in these agreements are rarely implemented for various reasons, such as political pressure exerted by pharmaceutical companies on governments, or insufficient technical skills in patent offices. Ensuring effective access to health products, even the latest ones, for all those who need them, is an inherent challenge for global health.
Despite this significant progress, the situation remains unsatisfactory . A third of the world's population has no access to the essential medicines they need. In the poorest regions of Africa and Asia, this figure can rise to as much as 50% of the population (71) and this inequity is not confined to access to treatments for uncommon diseases. Insulin, which has been available for over a century, is still out of reach for half the world's diabetes sufferers (72). Many health products are therefore unaffordable[footnoteRef:25] . [25:  We refer here to the antivirals used to combat hepatitis C: Solvadi® (Sofosbuvir DC) and Harvoni® (Sofosbuvir DC, Ledipasvir DC) (73)] 

Monopolies and concentration of production limit access to vital health products and diagnostic tools in low- and middle-income countries, but also in high-income countries. The opacity of prices, pricing structures and public procurement of health products also creates major information asymmetries between public players and citizens on the one hand, and the pharmaceutical industry on the other. The health product industry's profit margins are higher than in most economic sectors, and public contributions to research and development are hardly taken into account in the price-setting process. Distorted pricing mechanisms for health products also have a major impact on the supply chain and on access to them, leading to shortages of essential medicines and other health products. 
Low-income countries are not the only ones facing a crisis in access to health products. The COVID-19 crisis showed just how dependent the whole world could be on a few production lines. Since then, as the major pharmaceutical companies have abandoned cheap generic products, supply difficulties have increased, to such an extent that many voices in Africa and Europe are calling for the development of greater health sovereignty, including through the relocation of production. 
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The issue of human resources for health has been on the global health agenda since the 2000s, and in particular in 2006 with the publication of the WHO report "Working together for health". (74)then in 2016 with the report of the High-Level Commission on Human Resources for Health, entitled "Committing to health and growth: investing in the health workforce" (75) both of which showed that human resources for health must be seen as the backbone of health systems and the main pillar of access to health. 
Despite the calls contained in these reports for far-reaching structural reforms in the way governments train and manage their "human capital" in the health sector, an analysis of developments over the last 20 years highlights three increasingly significant challenges: the challenge of numbers, the challenge of inequalities and the challenge of training. 

The challenge of the number of health professionals, largely insufficient to meet global needs, is certainly the most glaring:
In all countries, including low-income countries, there is a growing shortage of health personnel. This was particularly evident during the COVID-19 epidemic. The shortage is particularly acute in hospital, dental and mental health services (76). [footnoteRef:26] [26:  Shortage is measured as the gap between demand and supply for manpower] 

In most low-income countries, there is a deficit of qualified health workers for the population to be covered.[footnoteRef:27] [27:  Deficit is the difference between supply and need according to technical norms] 

 Whether in terms of trained health workers or the number of posts to be filled, training capacity needs to be drastically increased to enable better access to care. 
The World Bank estimated that there will be a global shortage of at least 15 million health professionals by 2030.  
There are many reasons for this shortage: 
Demand is increasing with economic growth and rising private and public health spending,
The world's population is both constantly growing and ageing (12) including among working carers, with an increase in chronic diseases that are placing an ever-greater burden on health systems,
The growing participation of women in the workforce and societal changes in working patterns. Many care tasks (such as caring for the elderly or the disabled) have often and historically been performed free of charge by women, and new economic and social models are needed to meet the challenges of the social economy of dependency care.


 A second challenge concerns unequal access to health personnel on a global scale.

Figure 34 - Density of certain health professionals per 10,000 people worldwide, 2014-2020 (latest available data) (77)
[image: Image 1426749644]

The density of health workers varies greatly between countries. Despite a steady increase in the overall density of doctors worldwide, disparities between regions remain high. It is estimated that Europe has 39.4 doctors per 10,000 people, compared with just 2.3 in sub-Saharan Africa (78)
The mobility of health professionals (often attributed to the "brain drain" phenomenon) raises questions about the inadequacy of training institutions for health personnel, training models, attractiveness, conditions of practice and staff incentives for health professions in low- and middle-income countries. For example, one in six doctors practicing in OECD countries obtained their degree outside the OECD area (Figure 35). In low-income countries, 84% of the population have difficulty accessing health services, mainly due to a deficit or shortage of health personnel, compared with 23% in upper-middle-income countries (79). 

Figure 35 - Proportion of foreign-trained doctors and nurses in OECD countries in 2018 (47)
[image: Image 1426749645]
This problem of unequal access is central to most countries, and is reflected in the growth of "medical deserts", with a concentration of health personnel in urban areas. More than half the world's population in rural areas (52%) lacks access to health due to a shortage of health professionals, compared with 24% in urban areas (77). In sub-Saharan African countries, the lack of health personnel can be considered the greatest obstacle to access to health (80)with 77% of the rural population having no access to health services due to a lack of health personnel (81). 

The third challenge is that of skills and the evolution of professions in the face of new challenges. Countries' training capacities are insufficient to meet needs, in terms of both quantity and quality. Yet tomorrow's health workers will need to acquire new skills to meet new challenges: 		
Health issues, with 1) the growing prevalence of multi-morbidities and the increasing burden of non-communicable diseases, linked in particular to ageing populations, 2) the emergence, persistence and/or re-emergence of infectious pathologies and 3) the impact of environmental and climatic changes, to which the One Health approach attempts to respond, integrating the continuum between human health, animal health and the environment.
Technological challenges, with the emergence of new technologies requiring new, more specialized skills: molecular biology, genetics, e-health, telemedicine, artificial intelligence, etc.
Ethical issues, with the advent of a stronger health democracy and new aspirations on the part of patients (quest for empowerment), which call for a renewal of health personnel practices, including the necessary development of a rights-based approach. Certain practices are evolving, especially in high-income countries, towards the replacement of an essentially curative and reactive medicine by a new, more predictive, person-centred medicine, focused on prevention and health promotion.

The first two decades of the 21st century therefore saw definite progress in universal access to health services and in the construction of health systems. However, this progress has been more modest than the rapid rise in population health indicators might have suggested. Much of the improvement in health indicators has been driven by the spread of technologies (such as impregnated mosquito nets, oral rehydration therapy and antibiotics), but above all by strong economic and social determinants such as education, economic growth and the historic fall in poverty worldwide. Against this backdrop, the plateau reached of less than half the world's population having access to the most essential health services appears to be a disappointment in terms of the objectives of universal access to health services. Inequalities between countries, and between rich and poor within societies, remain high. Access to services for the poorest has remained unchanged since the end of the twentieth century, and financial difficulties caused by the cost of care are increasing in most developing countries.  Although public spending is increasing worldwide, driven by spending in the richest countries, it is still households that largely finance their health service needs in the poorest countries. Health aid has certainly enabled progress in access to HIV/AIDS services, but has not catalyzed structuring investment in resource pooling mechanisms and the institutional construction of Universal Health Coverage. Finally, the emphasis of global health policies on access to technologies and health products has borne fruit, but has more often than not overshadowed the issue of human resources for health, whose shortage is today holding back greater progress in access to services. The agenda of access and entitlement to health services has yet to be achieved, and calls for a rethink of all investment modalities in the sector.













Conclusion

The two decades from 2000 to 2009 and from 2010 to 2020 have been characterized by significant advances in global health. Notable achievements include a marked increase in life expectancy, a significant reduction in under-five mortality, and remarkable progress in reducing the number of HIV/AIDS-related deaths. In addition, several countries have succeeded in eradicating malaria over the past two decades, marking notable successes in the fight against this disease. Nevertheless, it must be said that : 
... these advances are fragile and sometimes reversible 
A clear deceleration in progress has been taking place since 2015, particularly for maternal mortality . Progress in the fight against infectious diseases is also fragile, with incidence and mortality remaining high and a constant risk that indicators will start to rise again. The COVID-19 and opioid pandemic crises have cruelly highlighted the possibility of a decline in life expectancy, even in high-income nations such as the United States. In France, the rise in infant mortality since 2012 is causing growing concern.
... progress is uneven
At the heart of health concerns, complex dynamics are shaping the global health landscape, revealing striking disparities.
Significant progress in the field of infectious diseases - particularly HIV/AIDS and to some extent malaria - must be set against the alarming rise in non-communicable diseases and mental health issues. At the same time, progress in the field of sexual and reproductive health remains slow.
Disparities between nations define another crucial dimension of health challenges. High- and middle-income countries face a major demographic challenge, with a marked ageing of the population. By contrast, in many low-income countries, fertility remains high, and populations are much younger on average. African countries in particular continue to face considerable challenges: life expectancy remains ten years lower than the world average, and they bear the "double burden" of infectious and non-communicable diseases.
On a national scale, economic and social inequalities are increasing, casting a shadow over universal access to health services and creating deep rifts within societies. The increase in these disparities underscores the urgent need to address the social determinants of health and promote inclusive policies aimed at ensuring equitable living conditions and access to health services for all.
This progress is also challenged by growing needs. Demographic growth and an ageing population are creating an ever-increasing demand for health services. At the same time, the alarming rise in non-communicable diseases, fueled by harmful behaviors such as sedentary lifestyles, unbalanced food consumption, smoking and urbanization, represents a major challenge.
Global crisis contexts, such as armed conflict, war and forced migration, also exert increased pressure on people's health. The impact of the climate and environmental crises, the collapse of biodiversity and the increase in pollution is devastating on the environmental and social determinants of health, through the deterioration of ecosystems (e.g. air, water and soil quality) or the spread of emerging or re-emerging infectious diseases. 
There has been a slowdown in progress in access to essential health services since 2015 with less than half the world's population having access to essential health services. In many countries, the overall health service coverage index is stagnating, except for indicators related to infectious diseases. Financial protection has deteriorated, with households increasingly paying for their health expenses and catastrophic health-related spending worsening.
Health systems are inherently fragile, and face major challenges that hamper their efficiency. Public spending on health is less than $10 per capita in almost two-thirds of low-income countries. The global shortage of health professionals and the inaccessibility of essential medicines and other medical technologies affect a large proportion of the world's population, underlining a glaring inequality in access to health services.
In this complex reality, advances in global health are inextricably linked to multiple challenges, highlighting the need for innovative and comprehensive approaches to overcoming these obstacles and ensuring sustainable global health.





[bookmark: _Toc163999770]Outlook 

Since its emergence in the early 2000s, the concept of "global health" has led to a growing awareness of the need for a global, collective and multi-sectoral response to the various diseases and risks that threaten health worldwide. Two decades have now passed. It is now time to review the ideas that have nourished our visions of global health, and the effectiveness and efficiency of the solutions implemented by national and international institutions.
Our analysis of trends over the last twenty years reveals a clear slowdown in global health progress since the mid-2010s. What's more, this progress is fragile, reversible and unevenly distributed. The COVID-19 crisis shed light on the structural weaknesses of health systems in countries at all levels of economic resources, as well as their lack of resilience and preparedness to deal with an unexpected health shock. 
Reviewing the strategies implemented in recent years is an essential condition for achieving the Sustainable Development Goals (SDGs). The risk of backsliding is all the greater given the emergence of new determinants - notably environmental, social, political and economic - of health, which require new approaches to global health to offset the fragility of global health progress. 
Finally, unprecedented international polarizations are emerging in the areas of governance, financing and delivery of global health aid. Geopolitical tensions heightened during the COVID-19 pandemic, resulting in insufficient multilateral political cooperation. The rise of populism, new alliances (e.g. the BRICS), political polarization (e.g. between the "global north" and the "global south") and the multiplication of armed conflicts are all weighing on health diplomacy and global health. New divisive topics emerge such as the questioning of sexual and reproductive rights, health nationalism and competition in the production of and access to medicines, vaccines and other innovative medical technologies.
This observation will lead us to develop, in the remainder of our work, a number of avenues for proposing a renewed vision of global health, based on three main priorities:
1) Revisit approaches, polarizations and paradigms: 
 Integrate the diversity of environmental, social, political and economic determinants weighing on health risks, in particular climate change, biodiversity degradation and pollution, unfavorable trends in food systems (in terms of both production and consumption), weaknesses in education systems, as well as poverty and economic inequalities, 
 Abandon the opposition between infectious and non-communicable diseases, whose interconnections are becoming increasingly clear,
 Rely on health systems that are adapted to the new health challenges and meet the needs of the populations they serve, 
 Promote health policies that foster integration, inclusiveness and equity for all, regardless of age, origin or place in society,
 Break out of the biomedical paradigm and abolish the dichotomy between giving priority to prevention in low-income countries and innovative curative medicine in wealthier countries. Health promotion, prevention of avoidable diseases and equitable access to medical care must be universal priorities, regardless of the level of income and organization of the health system in each country. 
2) Reform the governance of global health, aimed at reducing institutional fragmentation and based on the revision of the International Health Regulations and the adoption of an International Pandemic Agreement. In general, governance must promote the independence and transparency of science in the mechanisms for producing national and intergovernmental choices, in order to avoid the polarization and political competition observed during the COVID-19 period. 
3) Involve citizens and take into account the essential role of public support and participation in health policies. This requires greater involvement of individuals, families and community networks in the development and implementation of programs. These must be adapted to the socio-cultural contexts in which populations live. In this respect, civil society and non-governmental organizations have a particular responsibility, as they often have a good knowledge of the diversity of social environments and privileged access to the most vulnerable populations.  

These avenues will be explored in greater detail in a forthcoming publication by the Think Tank Global Health 2030, aimed at leading to proposals for action.
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