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The Sustainable Development Goals (SDGs) are a set of goals that aspire to ‘leave no one behind’, adopted by all
members of the United Nations and to be achieved by 2030. Now, four years after the SDGs entered into force, we
examine the progress towards the health-related SDGs in the European region. In this region, least progress is
made towards the targets set for alcohol consumption, smoking prevalence, child overweight, and suicide mor-
tality. For each of these challenges we take stock of current policies, continuing challenges, and ways forward.
Written from the perspective of European Public Health Association (EUPHA) we emphasize the potential con-
tribution of civil society organizations in attaining the health-related SDGs.
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Introduction

M
any countries are failing to achieve the Sustainable
Development Goals (SDGs), agreed by all members of the

United Nations and which came into force on 1 January 2016.
The Goals cover the major issues confronting humanity and the
planet itself and include targets to be met by 2030. Progress towards
these targets is monitored using 232 indicators, of which 52 can be
related to our health. On current trends, not even the most advanced
countries will achieve the health goals.1,2 Now, 4 years after the
SDGs entered into force, we ask ourselves: how is Europe progress-
ing towards the health-related SDGs?

We answer this question by examining the European data from
Global Burden of Disease (GBD) Study, which gives a score for how
well each country is progressing towards the health-related indica-
tors.1 We present the four lowest scoring indicators by providing a
short description of the issue, including current policy frameworks
and initiatives in Europe.

Lowest scoring health-related SDGs

An examination of the European data extracted from the GBD
Study, which projected attainment on the basis of past trends of
the health-related indicators in 195 countries from 1990 to 2017,
shows that Europe is progressing well overall towards the health-
related SDGs, compared to other regions (with an average score of
76.9 out of 100).1 In part, this is because some of the indicators
relate to diseases that are rarely found in Europe or issues that have
long been addressed, such as malaria incidence, proportion of births
attended by skilled health personnel, and prevalence of neglected
tropical diseases. However, there are also several indicators that
risk not being achieved by 2030. The lowest scoring health-related

indicators in Europe are: alcohol consumption, smoking prevalence,
child overweight and suicide mortality (see table 1).

No safe level of alcohol consumption

Target 3.5 of the SDGs reads ‘strengthen the prevention and treat-
ment of substance abuse, including narcotic drug abuse and harmful
use of alcohol’. This implies that there is a healthy level of alcohol
use even though it is now known that no level of alcohol consump-
tion can be considered safe.3

In 2016, consumption of alcohol resulted in some 3 million
deaths (5.3% of all deaths) and 132.6 million disability-adjusted
life years (DALYs) (5.1% of all DALYs), worldwide.4 Europe is the
region in which people consume the most alcohol and with the
highest levels of alcohol-related harm.5 The European action plan
to reduce the harmful use of alcohol between 2012 and 2020, a
policy endorsed by all countries in the European region, includes
a variety of measures to tackle alcohol-related harm.6 These meas-
ures are similar to those that work best to reduce consumption of
any harmful substance, such as nicotine products and junk food,
and include:

(1) Reducing affordability, e.g. through taxation or minimum price
per unit.

(2) Marketing restrictions.
(3) Restricting physical availability of alcohol.6

The Nordic countries have been especially successful in this area,
with the national alcoholic beverage retailing monopolies:
Systembolaget in Sweden, Vinmonopolet in Norway and ALKO in
Finland.6



Smoking is still a public health issue

In the European Union (EU), 700 000 people die annually from the
direct consequences of tobacco use.7 Europe is also the region with
the highest prevalence of smokers.8 Despite overwhelming evidence
of the negative effects of nicotine intake, the prevalence of smoking
is not expected to decline in the near future.8

European Union policy is based on the Tobacco Products
Directive (2014/40/EU) that became applicable in EU countries on
20 May 2016, supplemented by national regulations on plain pack-
aging of tobacco products and smoke free public spaces. The
European Directive lays down rules governing the manufacture,
presentation and sale of tobacco and related products. The main
global policy framework is the WHO Framework Convention on
Tobacco Control (WHO FCTC).

Taxation of cigarettes is an effective measure to reduce tobacco
use. For example, it has been shown in Europe that smoking con-
sumption decreases by 5–7% for every 10% increase in the price of
cigarettes.9 However, there is a growing threat from the aggressive
marketing, in some countries, of electronic nicotine delivery systems
and electronic non-nicotine delivery systems (ENDS/ENNDS) (e-
cigarettes), which act as a gateway for young people by recruiting
them to nicotine addiction10 and which add to the risks of smoking
among those engaged in dual use11.

Regulations and policies on alcohol and tobacco are not a matter
of the ‘nanny state’ intervening, rather these are to counterbalance
the aggressive marketing and sales of tobacco and alcohol industry.
These commercial determinants of health are a priority for non-
governmental organizations (NGOs) to advocate against.12 The
role of NGOs and civil society organizations in achieving the
health-related SDGs is discussed later.

Overweight in children

In 2018, 40 million children under 5 and 340 million aged 5–19 years
were overweight or obese globally. If current trends continue this
number will increase to 70 million by 2025.13 In European countries,
the prevalence of overweight in children is still rapidly increasing or
stabilizing at very high levels.14 Overweight children are at increased
risk of developing cardiovascular disease, type 2 diabetes and hyper-
tension later in life.

Despite strenuous attempts by corporations to blame reduced
exercise, it is now clear that changing dietary trends are an import-
ant driver of childhood overweight, both globally and in Europe,
although there are differences between urban and rural areas.15

There is some evidence that political stability and more effective
governance are associated with less overweight as this provides
more opportunities for policymakers to focus on key public health
problems, such as obesity.16 Also the degree of regulation (e.g.

consumer protections, lack of pricing freedom) contributes to a
reduction of overweight children.17

To tackle the issue of childhood overweight and obesity, policies
have been developed at multiple levels. Examples of important ‘up-
stream’ policies (aimed at influencing underlying determinants of
health in society) are the EU Action Plan on Childhood Obesity18

and the White Paper on a Strategy for Europe on Nutrition,
Overweight and Obesity-related Health issues19, adopted by the
European Commission. Both initiatives emphasize a shared and
integrated EU approach in reducing childhood overweight and
obesity by providing priority areas for action on both community
and national level regarding, e.g. change of food availability and
physical activity environment. ‘Midstream’ policies (aimed at dir-
ectly influencing population behaviours) concern mainly national or
local interventions that take place in school settings focussing on
preventing or managing weight gain in children and adolescents. A
widely known and supported example is the WHO’s initiative on
Health Promoting School20 which entails a holistic approach to
promoting health in schools. ‘Downstream’ policies are often
individual-based policies and refer to the support-health services
provide to manage and reduce existing overweight problems in chil-
dren, such as strategies to change diet or activity levels in children. A
combination of policies at different levels—multicomponent inter-
ventions—are more likely to be associated with positive results.21

No European government has yet implemented a comprehensive
set of policy approaches that are effective in reducing childhood
overweight.22 Future actions should focus on multicomponent
interventions including policies at different levels, different meth-
ods, and involvement of other stakeholders besides governments,
such as industry and civil society.22 Examples of civil society engaged
in this issue include the FDI World Dental Federation and the
International Baby Food Action Network, which promotes breast-
feeding as a way to reduce the risk of childhood overweight and
obesity. Although it is clear that civil society should have an
important role in combatting childhood overweight and obesity, it
is not yet clear in what way these NGOs are supposed to act and how
to deal with conflict of interests.

Suicide

Suicide is a serious, potentially preventable cause of premature
death.23 Globally, at least 800 000 individuals die by suicide every
year.24 However, precise global estimates are difficult to obtain, as
only 15% of WHO Members States have comprehensive vital data
registration and underreporting and misattribution is common. In
the past 50 years suicide rates—or knowledge of suicide rates—has
increased significantly (approximately by 60%) despite prevention
efforts.25 In 2016, the global age-standardized suicide rate was 10.5/
100 000. In the European region the highest ‘official’ rates of suicide

Table 1 Lowest scoring health-related SDG indicators in the European region, with 0 capturing the worst levels and 100 capturing the best
levels

Indicator name Indicator description Median score in

European regiona

(out of 100)

Scoring range (out of 100)

Alcohol use Indicator 3.5.2: risk-weighted prevalence of alcohol

consumption, as measured by the summary exposure

value for alcohol use

25.6 Huge scoring range, from 0.5 (Ukraine) to 85.2

(Turkey)

Smoking prevalence Indicator 3.a.1: age-standardized prevalence of current

smoking in populations aged 10 and older

35.9 Huge scoring range, from 3.5 (Montenegro) to

85.8 (Tajikistan)

Child overweight Indicator 2.2.2b: prevalence of overweight in children

aged 2–4 years

37.5 Huge scoring range, from 13.0 (Montenegro) to

85.8 (Moldova)

Suicide mortality Indicator 3.4.2: age-standardized death rate due to self-

harm, per 100 000 population

50.4 Huge scoring range, from 3.6 (Lithuania) to 95.1

Turkey

Data from GBD 2017.1

a: As per WHO European region (n¼51, not including Monaco and San Marino).
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mortality are reported in Lithuania (age-standardized rate: 27.4/
100 000) and the lowest ‘official’ rates are reported in Turkey
(age-standardized rate: 3.2/100 000).1 International commitments
strive to reduce these numbers. The WHO’s World Mental Health
Action Plan sets a target of 10% reduction in countries’ annual
mortality rates due to suicide by 2020. In addition, the SDG target
is to reduce suicide mortality rate by one-third.

Suicide rates vary between and within countries. Most suicides
occur in middle- and low-income countries (�70%). In high-in-
come countries, suicide is most common among middle-aged and
elderly men and among 15- to 20-year olds.26 Suicide mortality is
unevenly distributed by country, gender, age group, socioeconomic
status and time of the year.27 Based on this heterogeneity, several
risk factors for suicide mortality have been identified and classified
as primary (e.g. presence of psychiatric and medical conditions),
secondary (e.g. adverse life events and situation) and tertiary (demo-
graphic factors, such as male gender and old age).28 Primary factors
affect almost everybody: 90% of individuals who died by suicide had
a psychiatric disorder, such as major depressive episodes, bipolar
disorders, borderline or antisocial personality disorder.

Considering the high prevalence of suicide mortality, suicide pre-
vention is of prime importance. Suicides are preventable but unfor-
tunately suicide prevention is often a low priority for governments
and policymakers. In 2014, the WHO published its first-ever world
suicide prevention report.29 Following this report, the number of
countries with national suicide prevention strategies has increased
but with the total number of 38 countries with strategies is still few.

European countries have developed a number of measures, such
as reducing access to means of suicide, school-based interventions,
introducing alcohol and substance abuse policies and public educa-
tion campaigns to improve recognition of suicide risk and help
seeking. However, studies suggest modest effects of public education
and awareness campaigns. It has been suggested that community
networking is effective in reducing suicides, while awareness pro-
grammes, training of gatekeepers and other ‘educational-type’ cam-
paigns have limited long-term effects.30,31

Suicide prevention research needs to be prioritized on the global
public health agenda. Good practice examples of interventions
should be systematically mapped and analysed. One of these might
be the Cross-Government suicide prevention strategy for England.
This strategy emphasizes cross-sectoral collaboration across national
government, its agencies and voluntary and charitable organizations.
However, those at risk of suicide are changing: The highest rates in
2019 include middle-aged men and young people. Therefore, the set
of actions to tackle risk factors for changing high-risk groups should
be based on emerging priorities and reliance on up-to-date data. An
understanding of protective factors may inform development of
novel intervention strategies. Despite the amount of research done
in the past decades on suicide mortality, the ‘cause of causes’
remains unknown.

Discussion

Health is an integral part of the SDGs, with health-related indicators
spread across nearly all 17 goals.32 In this article, we highlighted the
health-related indicators that, based on the projections of the GBD
Study1, have the least chance of being attained. In 2020, only 10
more years are left to achieve the SDGs (the GBD study has a data
visualizer that allows to explore the health-related SDGs data in
great detail. The tool is available at https://vizhub.healthdata.org/
sdg/).

It is not only heads of state that are committed to the SDGs but
also civil society. There are numerous ways in which civil society can
contribute to achieving the health-related SDG targets. For example,
civil society organizations can play an important role in holding
governments accountable for the goals. Despite the non-binding
nature of the SDGs, the goals can be linked to existing international

legally binding human rights laws.33 Identifying these laws can assist
civil society in demanding governments to take accountability for
the SDGs. The SDGs are sometimes perceived as more global issues,
potentially hindering the action in communities and by regional
authorities. Civil society organizations can translate of the SDGs
to local action. Influencing national and local policies requires for-
mulating the issues in such a way that they resonate with local de-
cision makers and policymakers. Conversely, civil society
organizations can also play a role in translating local and national
policies and practices into global terminology, to demonstrate that
local action is consistent with global commitments. And science-
based societies can help identify the determinants on which action
can be based. The benefits of civil society engagement in the health
arena are plentiful, including empowerment, service delivery, com-
mitment, flexibility, participation in policy and credibility.34

We recognize that the data used for identifying the lowest scoring
health-related indicators in Europe have some limitations. The GBD
Study describes numerous limitations, including indicator measure-
ment, forecasting and attainment analyses, indicator scaling and
index construction and data availability and disaggregation.
Nevertheless, the scoring of the indicators allows ranking the
health-related indicators and identifying those that risk not being
achieved. In the future, to improve our understanding of the burden
of disease, better data are needed, including primary data from ori-
ginal studies and secondary data from other sources, e.g.
Organization for Economic Co-operation and Development based
data.

Despite the limitations of the data, it is clear that action is needed.
Taken together, the lowest scoring indicators might be related to
exposures to traumatic events. We are increasingly aware that sub-
stance abuse, such as alcohol and nicotine consumption, overweight,
obesity and suicidal behaviour are related to traumatic experiences.
How can there be more awareness about this relationship that has
long-lasting and far-reaching effects with diverse outcomes? This
should be on the agenda over the next few years if we are to attain
the health-related SDGs in the European region.

Conflicts of interest: None declared.
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2 Lyytimäki J. Tracking Progress on the SDGs. Nature Sustainability, 2018. Available

at: https://www.nature.com/articles/s41893-018-0131-z (16 January 2020, date last

accessed).

3 Burton R, Sheron N. No level of alcohol consumption improves health. Lancet

2018;392:987–8.

4 WHO. Global Status Report on Alcohol and Health 2018. Geneva: World Health

Organization, 2018.

5 WHO. Status Report on Alcohol Consumption, Harm and Policy Responses in 30

European Countries 2019. 2019. Available at: http://www.euro.who.int/en/health-

topics/disease-prevention/alcohol-use/publications/2019/status-report-on-alcohol-

consumption,-harm-and-policy-responses-in-30-european-countries-2019 (16

January 2020, date last accessed).

6 World Health Organization Regional Office for Europe. European Action Plan to

Reduce the Harmful Use of Alcohol 2012-2020. Copenhagen: WHO Regional Office

for Europe, 2012. Available at: https://apps.who.int/iris/handle/10665/107307 (16

January 2020, date last accessed).

7 WHO. European Tobacco Use, Trends Report 2019. Copenhagen, Denmark: World

Health Organization, 2019. Available at: http://www.euro.who.int/__data/assets/

pdf_file/0009/402777/Tobacco-Trends-Report-ENG-WEB.pdf (16 January 2020,

date last accessed).

8 WHO. WHO Global Report on Trends in Prevalence of Tobacco Smoking 2000–2025,

2nd edn. Geneva: World Health Organization, 2018. Available at: https://www.who.

i12 European Journal of Public Health

https://vizhub.healthdata.org/sdg/
https://vizhub.healthdata.org/sdg/
https://www.nature.com/articles/s41893-018-0131-z
https://www.nature.com/articles/s41893-018-0131-z
http://www.euro.who.int/en/health-topics/disease-prevention/alcohol-use/publications/2019/status-report-on-alcohol-consumption,-harm-and-policy-responses-in-30-european-countries-2019
http://www.euro.who.int/en/health-topics/disease-prevention/alcohol-use/publications/2019/status-report-on-alcohol-consumption,-harm-and-policy-responses-in-30-european-countries-2019
http://www.euro.who.int/en/health-topics/disease-prevention/alcohol-use/publications/2019/status-report-on-alcohol-consumption,-harm-and-policy-responses-in-30-european-countries-2019
http://www.euro.who.int/en/health-topics/disease-prevention/alcohol-use/publications/2019/status-report-on-alcohol-consumption,-harm-and-policy-responses-in-30-european-countries-2019
https://apps.who.int/iris/handle/10665/107307
https://apps.who.int/iris/handle/10665/107307
http://www.euro.who.int/__data/assets/pdf_file/0009/402777/Tobacco-Trends-Report-ENG-WEB.pdf
http://www.euro.who.int/__data/assets/pdf_file/0009/402777/Tobacco-Trends-Report-ENG-WEB.pdf
http://www.euro.who.int/__data/assets/pdf_file/0009/402777/Tobacco-Trends-Report-ENG-WEB.pdf
https://www.who.int/tobacco/publications/surveillance/trends-tobacco-smoking-second-edition/en/


int/tobacco/publications/surveillance/trends-tobacco-smoking-second-edition/en/

(16 January 2020, date last accessed).

9 Gallus, et al. (2006) Price and Cigarette Consumption in Europe. Available at:

https://tobaccocontrol.bmj.com/content/15/2/114 (16 January 2020, date last

accessed).

10 Soneji S, Barrington-Trimis JL, Wills TA, et al. Association between initial use of e-

cigarettes and subsequent cigarette smoking among adolescents and young adults: a

systematic review and meta-analysis. JAMA Pediatr 2017;171:788–97.

11 Coleman B, Rostron B, Johnson SE, et al. Transitions in electronic cigarette use

among adults in the Population Assessment of Tobacco and Health (PATH) Study,

Waves 1 and 2 (2013-2015). Tob Control 2018;28:50–9.

12 Kickbusch I, Allen L, Franz C. The commercial determinants of health. Lancet Glob

Health 2016;4:e895–6.

13 United Nations Children’s Fund (UNICEF), World Health Organization,

International Bank for Reconstruction and Development/The World Bank. Levels

and Trends in Child Malnutrition: Key Findings of the 2019 Edition of the Joint Child

Malnutrition Estimates. Geneva: World Health Organization, 2019.

14 WHO. Better Food and Nutrition in Europe: A Progress Report Monitoring Policy

Implementation in the WHO European Region. Copenhagen: WHO Regional Office

for Europe, 2018.
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