Electronic supplementary material:

The online version of this article contains supplementary material.

journal of

glebal

health

© 2023 The Author(s)
JoGH © 2023 ISoGH

Cite as: Park M, Budisavljevic S, Aleman-Diaz AY, Carai S, Schwarz K, Kuttumutatova A, Jobe
L, Hulsen V, Lee YE, Scott E, Whitehead R, Weber MW. Child and adolescent health in Europe
Towards meeting the 2030 agenda. ] Glob Health 2023;13:04011.

Child and adolescent health in Europe:
Towards meeting the 2030 agenda

Minhye Park' ®, Sanja
Budisavljevi¢?®, Aixa Y
Aleman-Diaz*®, Susanne
Carai'*®, Katharina Schwarz',
Aigul Kuttumuratova', Lei B
Jobe' @ Vivien Hiilsen'!, Yae
Eun Lee!, Eileen Scott®, Ross
Whitehead®® Martin W
Weber' ©

'WHO Regional Office for Europe,
Copenhagen, Denmark

2University of St Andrews, St Andrews,
Scotland, UK

3Copenhagen Business School,
Copenhagen, Denmark

*Universitat Witten/Herdecke, Witten,
Germany

°Public Health Scotland, Edinburgh,
Scotland, UK

Public Health Scotland, Glasgow,
Scotland, UK

: Background Childhood and adolescence are critical stages for a healthy life. To ~.

Correspondence to:

Minhye Park

WHO Office for Quality of Care and Patient
Safety

Ploutarchou 3, Athens

Greece

minhye.j.park@gmail.com

mpark@who.int

commitment is needed.

support countries in promoting health and development and improving health
care for this age group, the WHO Regional Office for Europe developed the Eu-
ropean strategy for child and adolescent health 2015-2020, which was adopt-
ed by all countries. This paper reports progress in the strategys implementation
until 2020.

Methods A survey was sent to all ministries of health of the 53 Member States of
the WHO European Region. Responses were received from 45 Member States.
Results are presented in this paper.

Results The European Region made overall progress in recent years, but increas-
ing levels of overweight and obesity among children, adolescent mental health
and low breastfeeding rates are recognized as key national challenges. Although
forty-one countries adopted a national child and adolescent health strategy, only
eight countries involve children in their review, development and implementa-
tion stages. Two-thirds of countries have a strategy for health-promoting schools
and a school curriculum for health education. One-third of countries do not have
legislation against marketing of unhealthy foods and beverages to children. Most
countries reported routine assessment for developmental difficulties in children,
but less than a quarter collected and reported data on children who are develop-
mentally on track. There are major gaps in data collection for migrant children.
Hospitalization rates for young children vary five-fold across the region, indicat-
ing over-hospitalization and access problems in some countries. Only ten coun-
tries allow minors access to health care without parental consent based on their
maturity and only eleven countries allow school nurses to dispense contracep-
tives to adolescents without a doctor's prescription.

Conclusions This paper shows the progress in child and adolescent health made
by countries in Europe until 2020 and key areas where additional work is need-
ed to move the 2030 agenda forward. The survey was undertaken before the
COVID-19 pandemic and the war in Ukraine. Both will likely exacerbate many
of the observed problems and potentially reverse some gains reported. A renewed

The child and adolescent years are crucial for establishing a healthy foundation
in life. The last decade saw a surge in commitment to child and adolescent health
(CAH) both in Europe and globally. In 2014, the World Health Organization
(WHO) European region adopted its second strategy, “Investing in children: child
and adolescent health strategy for Europe 2015-2020” [1] which built on a previous

www.jogh.org e doi: 10.7189/jogh.13.04011

1 2023 « VOL. 13 « 04011



https://creativecommons.org/licenses/by/4.0/legalcode
http://orcid.org/0000-0001-7380-5377
http://orcid.org/0000-0002-5019-9121
http://orcid.org/0000-0002-3139-0772
http://orcid.org/0000-0002-7851-1746
http://orcid.org/ 0000-0002-4335-9246
http://orcid.org/0000-0002-8466-6840
http://orcid.org/0000-0002-2983-7723

Parket al.

strategy launched in 2005 [2]. All 53 Member States of the WHO European region endorsed its vision that
children and adolescents in Europe should realize their full potential for health, development, and well-being
and committed to reducing child mortality and improving the quality of care for children and adolescents.

However, the coronavirus disease 2019 (COVID-19) and the war in Ukraine have seriously impacted the
lives of children and adolescents in the region. The pandemic especially revealed weak health, social, and
financial systems failing to protect children and adolescents. Preventive measures such as immunization
and well-child visits were often halted and curative care became more difficult to access due to lack of ser-
vice provision or fear of accessing services when needed [3]. The war in Ukraine exacerbated the situation
for many children and their families and further disrupted the progress towards reaching the Sustainable
Development Goals (SDG), reversing decades of action to realize children’s health and rights. It is there-
fore crucially important to review what the European region has achieved in terms of child and adolescent
health, to understand the needs, build on the achievements, address shortcomings, and future-proof the
next European roadmap toward the 2030 Agenda for this age group (see Appendix S1 in Online Supple-
mentary Document).

Monitoring progress within the countries has been central to implementing the strategies. Progress was mon-
itored by collecting data through surveys which included areas where countries’ efforts contribute towards
achieving the vision set out in the European strategy 2015-2020. Countries responded to the first survey
and reported to WHO in 2017, which results were published in a report and article [4,5]. Reaching the end
year of the strategy in 2020, countries were surveyed again to report on further progress.

This article assesses the situation of child and adolescent health in the region compared to the previous sit-
uation report from 2017 [4], summarizes the findings of the progress from the survey, and highlights possi-
ble areas for action within and across countries. As countries reported back before the COVID-19 pandem-
ic started, the findings do not reflect the effect of the pandemic. The overview of findings is presented in a
WHO report by summary tables at the end of each health area where all of the data mentioned in the arti-
cle and further relevant information are shown at a glance [6]. The findings can inform future international
and national efforts to ensure that all children and adolescents have a fair shot at better and more equitable
health outcomes along their life course.

METHODS

Survey design and study cohort

The European strategy 2015-2020 provided the basis for the indicators used to assess progress of child and
adolescent health in the region for both the 2017 and the 2020 survey. The surveys collected information
directly from 53 Member States in the WHO European region on areas where data were not publicly avail-
able and where more in-depth information was needed on available data (see Appendix S3 in the Online
Supplementary Document for the 53 Member States).

The 2020 survey was created in three steps. First, the survey sent out in 2017 was reviewed to determine
which questions would be asked again and new areas that needed to be included. Experts in other WHO
programmes, and WHO Collaborating Centres provided suggestions for new items to explore with Mem-
ber States. The determined questions and items were those that had previously not been asked by other in-
stitutions or agencies and others that had been asked before, but lacked information in corresponding in-
stitution or agency databases. Country profiles and materials developed as part of a possible new regional
strategy were reviewed to pre-fill the repeated questions from the 2017 survey in the next step. Lastly, all
questions were reviewed and made available in English and Russian. Overall, 66 questions were included
in the 2020 survey (see Appendix S2 in the Online Supplementary Document).

Data collection and statistical analysis

The questionnaire was set up using an online survey tool (LimeSurvey GmbH, Germany) and was sent out
to the ministries of health in the WHO European Region in November 2019 via email participation link.
Forty-five out of 53 countries responded to the survey during the period of November 2019 to January
2020. Non-responding countries were sent reminders, some of the non-responders stated they did not have
the capacity or time. Submitted responses were reviewed for missing answers, or discrepancies between
responses to quantitative and qualitative questions. Descriptive analysis was conducted via the statistical
computing software R and Microsoft Excel. Results are presented through maps, bar charts, and box plots

2023 ¢ VOL. 13 « 04011 2 www.jogh.org e doi: 10.7189/jogh.13.04011



Child and adolescent health in Europe

created through the geospatial software ArcGIS Pro (version 10.7), Microsoft Excel, and statistical comput-
ing software R. More details of the survey methodology and results of the survey by country are included
in a WHO report [6].

Adolescent mental health RESULTS

84%
| ) Problem areas of child and adolescent
ncreasing number of

Parents are not taught ' D% childranwihiorare health identified by countries
parenting skills

overweight or obese . . 9]
il The survey asked countries which areas (presented e
as statements) related to child and adolescent health Q.
they considered a problem in their national context. §
%18 Figure 1 presents the top three statements identified
U""ecess:;‘s’;fa'rs'ss'°"s to 8% lowbreastfeedingrates  as problems by most countries (right side) and state-
ments countries did not identify as problems (left side)
although evidence suggests these to be problematic in
Substantial out-of-pocket many countries [1,2,5,7-12].
payment for healthcare for ) .
children and adolescents Over 80% of the surveyed countries considered ado-

lescent mental health and overweight and obesity as
problem areas, and 69% of the countries considered
low breastfeeding rates as being a national problem.
Support for parenting skills and unnecessary hospital-
izations remained low priorities: less than 40% of countries agreed that they are problem areas. Only 18%
of the countries saw out-of-pocket payments for health care as a problem (see list of problem statements and
results in Appendix S3 in the Online Supplementary Document).

Figure 1. Spider graph of responses from 45 countries in the World
Health Organization (WHO) European Region on six selected problem
statements.

Governance and strategy

Forty-one out of 45 Member States reported to have ad-
opted a child and adolescent health strategy or having one
in preparation. Figure 2 shows the changes observed be-
tween 2017 and the 2020 surveys. Twelve countries that
did not have or were in the stage of preparation for a strat-
egy in 2017 had a strategy in place in 2020. In most cases,
the national child and adolescent health strategy was part
of a wider strategy that covered either other age groups or
other sectors.
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Only eight countries (18%) involved children and adoles-
cents in the review, development and implementation stag-
es of their child and adolescent health strategies. Twenty
countries (44%) included them in one or two of these stag-
es and six countries (13%) did not involve children at all,
with 11 countries not reporting what they did in this re-
gard (Figure 3).

1w f

Figure 2. Countries having or preparing a child and adolescent
health strategy in 2017 vs. 2020.

Reporting on child and adolescent health

Almost two-thirds of countries (62%) publish results re-
lated to child and adolescent health as part of their re-
porting for the SDGs and 35 countries (78%) report that
health has been a consistent part of their reporting under
the United Nations Convention on the Rights of the Child
(UNCRCQ) [4].

[ A three stages
[ JAt12stages
[ o youth participation
[ Nostrategy,

[ pata notavaiabie~

1w f

Most countries disaggregate health service utilization

Figure 3. Countries that involved young people in the review, devel- data of Chﬂdren by geographic location and sex (35 gnd
opment, and implementation stages of their child and adolescent 32 countries, respectively) and almost half (22 countries)
health strategy, 2020, by individual countries. by socioeconomic background. Breaking down the data by
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migrant status and ethnicity is less common, with only nine countries providing statistics on the migrant
status and only seven on ethnic background. Sixteen countries (35%) report that they systematically collect
information on the health of migrant and refugee children. In 2017, only nine countries (20%) provided
statistics on the number of unaccompanied, underage migrant children in their country. Countries in the
region rarely collect data on children in institutional care with only 12 out of 45 countries providing data
on the rate of children and adolescents in institutional care.

Provision of care and health systems for children

Countries across the European region have different systems in place to provide primary health care (PHC)
to children and adolescents: general practitioner (GP)-led, paediatrician-led, or a mixed system where dif-
ferent health care professionals provide care. PHC providers of choice differed by age of the patient.

Paediatricians are reported to provide well-child visits in 15 countries (33%) and care for sick children in
17 countries (38%). For adolescents, GPs are the main primary care providers for routine check-ups/pre-
ventative care visits in 17 countries (38%) and for sick adolescents in 19 countries (42%). For children with
complex care needs, 25 countries (58%) reported offering care through a mix of specialist physicians in-
cluding community and school nurses.

Kazakhstan

of-pocket payments. Most countries (89%) did not collect
data on out-of-pocket and informal payments for health
care and medicines specifically for children and adoles-

Latvia
Poland
o

- aly

[}
Bosnia and S
Herzegovina  ynga
- gary
Crechia
sael

- Salaries of GPs, paediatricians and nurses, reported by
. countries, vary substantially across the region, even when
£, adjusting for purchasing power parity (PPP) (Figure 4). Ta-
g |18 Fofacien jikistan reported the lowest salary for paediatricians, Swit-
1 Rl zerland and Belgium indicated 6-7 times higher salaries,
* e e even when adjusting for PPP. Countries where paediatri-
: B cians had lower salaries had higher proportions of out-
£

c e @ cents. Despite the absence of data, 82% of countries did not

o 1= — — — _ consider out-of-pocket payments a problem. In 25 coun-
Pacditican Montly Salary (7P tries, dental care for children was fully covered under na-

Figure 4. Average monthly salary of paediatricians (adjusted for pur-  tional health insurance, while 14 countries reported partial
chasing power parity (PPP)) and out-of-pocket expenditure as a coverage only. The remaining countries have no coverage.

percentage of current health expenditure, by country. Note: Bubble Hospitalizati for child der fi ied d
size refers to paediatricians’ monthly salaries in international dol- ospitalization rates for children under tive varied consid-

lars (PPP). erably across countries (Figure 5). In the problem state-
ments, most countries (67%) did not consider unnecessary
hospitalization for children or adolescents as a national

= Hospitalization rate, per 1000 under 5 (2017) Hospitalization rate, per 1000 under 5 (2020)

o problem.
- Countries reported that the age cut-offs for allowing access
w0 ] to medicine without co-payment vary, ranging from 1 to

18 years or beyond in case of a young adult enrolled in sec-
ondary or university education. Most (39 countries) have
a list of essential medicines that are reimbursable. Thir-
ty-three countries included antibiotics in paediatric formu-
lation. While antibiotics were widely available, other drugs
to manage emergencies in children, such as seizures or se-
vere pain were not always readily available at the PHC level.
For the treatment of emergencies in children, just over half
of the countries (58%) have diazepam or other rapid-acting
Figure 5. Hospitalization rates under 5 years, 2020 and 2017, by in-  henzodiazepines available in PHC facilities, and one-third
dividual countries. of the countries (36%) have morphine or other opioids.
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Supporting early childhood development

Only 39% of countries in the European Region considered delayed identification of children with develop-
mental difficulties as a problem. Access to and availability of antenatal and newborn screening programmes,
important for the early identification and management of risks for development, varied across the region.
Thirty-five countries provided screening for phenylketonuria, 34 for congenital hypothyroidism and 27 for
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hearing based on objective methods for all infants. Almost all (93%) countries reported routine assessment
for developmental difficulties in children, but less than 25% collected and reported on the SDG indicator
4.2.1 (proportion of children under five years of age who are developmentally on track in health, learning
and psychosocial well-being).

Nutrition

The region has the lowest exclusive breastfeeding rates
(25%) and proportion of countries in the world with com-
prehensive legislation according to the “International Code
of Marketing of Breast-milk Substitutes” [10]. This is in line
with the survey finding that 69% of responding countries
consider low breastfeeding rates a national problem area.
Initiation of breastfeeding within one hour of birth did

B -

Ef sy not feature prominently within the region, with only 24
S countries (53%) reporting doing it. The rates varied widely,

. lowest in Bulgaria (10%) and highest in Denmark (99.5%)

i (Figure 6). Two-thirds (32 countries) of countries did not

Figure 6. The prevalence of breastfeeding initiation within the first have regulations for marketing of complementary feeding
hour of birth. products for children 6-24 months and did not collect data

on this. One-third (33%) of countries in the region did not
have legislation against marketing of unhealthy foods and
beverages to children. One-third (33%) of the responding
countries also did not have legislation in place that targets
the availability of unhealthy foods in schools, while over
one in four countries allowed the sale of unhealthy foods
via vending machines and school kiosks.

Rights and participation of children and
adolescents

[ Based on maturity
[ ]14-15years
[0 16- 17 years
I 8 years |

e o e Sixteen countries (36%) reported that only adolescents
aged 18 years old can access health care without parental
consent and only ten countries (22%) report that adoles-
cents are allowed to consent to health care without parental
consent, based on an assessment of their maturity (Figure
7). Only one-third (33%) of the countries conduct surveys
on violence against children that include a part completed

by children themselves (Figure 8).

o s

Figure 7. Age at which adolescents can access health care without
parental consent.

Mental health and health promoting
environments

Most countries (89%) considered adolescent mental health
to be a key challenge in their national context. There was
a substantial lack of country-level data on mental health
indicators, such as the proportion of adolescents treated
for common mental health conditions or prescription rates
of medications used to treat attention deficit hyperactivity
disorder (ADHD), autism and depression (Figure 9). While
only seven countries were able to provide prescription rates
in 2017, 11 countries provided numbers in 2020. Over two-
thirds (71%) of countries offered community-based early intervention programmes for young people experi-
encing a first episode of a severe mental health problem such as a psychosis. Two-thirds (67%) of countries
have a strategy for health-promoting schools, 71% have a school curriculum for health education, and 24
countries have a policy on employing nurses in the school environment.

Sexual health

Most (82%) countries have a policy on sex education in schools, but only 26 countries collected information
about adolescents’ knowledge of sex. Thirty-two countries reported that adolescents under 18 years have

Figure 8. Countries having population-based surveys on child mal-
treatment completed also by children.
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access to contraceptives without parental consent, but only
23 countries provided free emergency contraception for ad-
olescents. School nurses are not allowed to dispense con-
traceptives (in 34 countries, Figure 10) or emergency con-
traception (32 countries) without a doctor’s prescription.
Most countries (71%) reported providing free diagnostic
tests for sexually transmitted infections (STIs) to adoles-
cents, but only 14 countries legally ensured confidentiality
while accessing treatment for STIs.

m. W T W . DISCUSSION

[ pata not available

G

Figure 9. Countries able to provide estimates on the number of Reaching the end year of the European strategy 2015-2020,

prescriptions issued for attention deficit hyperactivity disorder 45 countries in the European region reported their progress
(ADHD), autism and depression. on child and adolescent health towards meeting the 2030

Agenda. This paper observed both improvements and areas
where more improvement is needed with regards to child
and adolescent health in Europe.

The series of problem statements (Appendix S3 in the On-
line Supplementary Document) gave a sense of which top-
ics countries saw as a priority and those that were not yet
on their radar when it came to child and adolescent health.
One way that countries can address the problem areas is
through the adoption of comprehensive health strategies for

—M this age group as national strategies, involving all stakehold-
[ Question not answered . . . . . .
[ osa tavabie ers in their articulation. This will lead to a planned agenda

to execute coordinated actions for improvement.

2w f

Figure 10. School nurse dispensing contraceptives without a doctor's ~ The trend in the region shows that many countries have or
prescription, by country. are planning for national child and adolescent health strat-

egies, but some countries that were planning strategies in
the last survey in 2017 have dropped out of the effort, which is concerning. Very few countries involve chil-
dren and adolescents in developing such national strategies, although children and adolescents should have
a say, be heard, and be key stakeholders of national strategies that address their health.

Collecting reliable data and disaggregating data by age, sex, social or ethnic background for policy decisions
is a critical government role in order to address existing gaps and meet needs. Reporting collected data on
indicators related to the SDGs or the UNCRC can be a source of accountability for governments in the adop-
tion of global commitments on health and rights. Yet, the lack of data collection and reporting remain a key
concern for the region. Data alone does not affect change. The survey findings point to a need for greater
coordination across policy/intervention areas covered in national strategies. To align with global commit-
ments, countries need to adopt a culture of evidence, strengthen their health information systems and em-
brace digitalization, make available required resources both financial and human, invest in health services
and pre-service and post-graduate education, enforce evidence-based rules and regulation.

Early childhood development lays the foundations for health, development and well-being later in life. In-
fants and young children depend on their caregivers and health services to recognize, assess and respond
to their needs for health, nutrition, safety, early stimulation and learning. More than five million children
were at risk of not reaching their full developmental potential in the region before the events of 2020-2022
[13]. A European framework aims to inform countries on measures they can take to enable young children
to reach their full potential equally (see Appendix S4 in the Online Supplementary Document) [12]. Ad-
equate infant and young child feeding practices are crucial for the prevention of under- and overweight,
obesity and diet-related non-communicable diseases. The findings of the survey are alarming in light of the
growing number of children with obesity in the Region, which tripled in many European countries since
the 1980s [8,14-16]. Efforts should be made to implement policies across the life cycle, from promotion of
breastfeeding to healthy behaviours in schools, such as eating behaviours and physical activity.

Evidence emerging from applied health systems assessments in the region suggests low trust in PHC pro-
viders in many settings and the preference for second-level specialized care [11]. Seeking hospital care for
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something that could be attended by a PHC provider should be avoided both due to potential harm for the
child and costs for families and health systems. While there is no evidence whether any particular PHC
system (e.g. GP-led, paediatrician-led, or a mixed system) is superior to another, countries must ensure that
all health providers seeing children and adolescents are professionally competent and use child- and fami-
ly-centred practices. The WHO European Region has recently launched the Pocket Book of Primary Health
Care for Children and Adolescents to guide health care providers to deliver on the promise of quality pri-
mary health care (see Appendix S5 in the Online Supplementary Document) [17]. Relatedly, hospitaliza-
tion rates across the region varied considerably. High rates may indicate over-hospitalization of children
who could safely be managed as outpatients, whereas very low rates may indicate a problem with access to
hospital care. While the causes of the variability were beyond the scope of the survey, high rates could be
at least partially explained by financial incentives for admitting patients to hospitals contributing to unnec-
essary hospitalization in countries [11].

Out-of-pocket and informal payments for health care and medicines for children and adolescents may be
more frequent than currently recognized [11]. National policies commonly state that children are exempt-
ed from co-payments for medicines and services, but the age definition of “children” varies widely leading
to extra expenses for many children. Low salaries may partially be contributing to the prevalence of out-
of-pocket and informal payments as well (Figure 4) [11]. Quality of care may be adversely impacted when
financial considerations of doctors play a role, rather than adhering to evidence-based practice and the best
interest of the child. Revising the health financing systems where they are incentivizing unnecessary hos-
pitalizations or treatments is vital to move towards a cost-effective health system.

Countries have an obligation to children under the UNCRC, meaning that “the child, by reason of his physi-
cal and mental immaturity, needs special safeguards and care, including appropriate legal protection, before
as well as after birth” [18]. At the same time the UNCRC gives children and adolescents the right to express
their opinion about their health and be active participants to address issues affecting them. It requires that
an assessment of maturity, on a case-by-case basis, should permit them giving consent to medical consul-
tations and treatments, without involving their parents [18]. In many countries, children under 18, even
when they demonstrate maturity, are not allowed to seek care without parental consent and often do not
have access to sexual and reproductive health services.

Violence and injuries are a major public health and human rights concern and are major drivers of mortal-
ity and morbidity in children and adolescents [10]. There is a significant burden of morbidity and mortality
attributable to mental ill-health and poor mental well-being [9]. It is encouraging that the majority of coun-
tries recognizes that adolescent mental health as a problem area. It is critical for countries to put in place
structures and policies that support children and adolescent’s mental health and well-being. Schools have
an important role to play for promoting and maintaining the well-being of children and serve as a platform
to increase access to health services.

Sexual health is fundamental to overall health and well-being, with adolescence being a critical period in
which the first intercourse usually occurs. However, adolescents’ sexual health is considered a sensitive is-
sue in some countries of the WHO European Region. Thus, adolescents face barriers in accessing sexual
reproductive health services. One way to remove access barriers for adolescents is to allow school nurses
to provide health counselling and dispense contraceptives, when required and indicated. Most important-
ly, countries must ensure confidentiality and accessibility for adolescents who seek these health services.

Age, sex, socioeconomic status, and culture remain strong determinants in access to care for children and
adolescents and those in lower-income households experience more barriers in access to health care [11].
More focus is needed on migrant and refugee children’s access to health care especially now when the crisis
in Ukraine has forced many to seek refuge in neighbouring and other countries. Refugee children and ado-
lescents come from diverse backgrounds and their exposure to multiple risk factors before departing from
their country of origin, during the journey, and in the country of destination can impact their well-being
and development into adulthood. When it comes to institutional care for children and adolescents, they
should only be separated from their families and communities and placed in institutional care when care
cannot be provided otherwise and when absolutely necessary.

Strengths and limitations

The paper provides a basis for further discussion in countries on how to improve the situation for children
and adolescents. To overcome the potential unreliability of self-reported data by ministries of health, we tri-
angulated the responses obtained from the ministries with other publicly available data and surveys, such
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as the applied health system assessments [11], the Childhood Obesity Survey Initiative (COSI) [8], and the
Health Behaviour in School-aged Children (HBSC) survey [19] (see Appendix 6 in the Online Supplemen-
tary Document) and cross-referenced the data. Complementary materials such as the more comprehensive
report on the results [6] and the database of the survey available through WHO European Health Informa-
tion Gateway website [20] can be accessed by countries to guide their response to identified problems faced
by children and adolescents in the region.

Moving forward

Childhood and adolescence represent particularly sensitive developmental periods with unique challenges
that influence lifetime health, well-being, and prosperity, both at the individual and societal level. Invest-
ment in these age groups presents an opportunity to address long-term inequalities and achieve more eq-
uitable social and economic benefits for the region’s populations. Any future actions to improve the lives of
children and adolescents should be embedded in WHO’s and countries commitment to human rights and
should be structured around promoting healthier populations, enabling universal access to services and
protecting children in emergencies. The COVID-19 pandemic has painfully shown and exacerbated pre-ex-
isting weaknesses in most health care systems, often leaving children and adolescents behind. The war in
Ukraine adds an immense burden on the children affected, and on others indirectly. Along with the redesign
of health systems with adequate financing, a joint effort among ministries of health, other ministries, and
stakeholders in the region to implement actions to improve the health of its children and adolescents is criti-
cal to ensure that the progress made over the past decades are not wiped out completely by the recent events.
To achieve universal health coverage (UHO) for children, designing health systems around and for children
will be required and evidence-based quality health services for children and adolescents must be delivered.

CONCLUSIONS

This paper illustrates progress made in child and adolescent health in the WHO European Region until 2020
and the areas where additional work is required to reach the SDGs. Countries can review and use collect-
ed data to compare their achievements and address gaps. The survey was undertaken before the COVID-19
pandemic and the war in Ukraine, which will likely have exacerbated many of the observed problems and
potentially reverse many of the gains reported. The results have to be used for the development of a new
European roadmap for child and adolescent health to ensure that the threats posed by the COVID-19 pan-
demic and the war in Ukraine and their side effects are mitigated and children and adolescents in the region
are allowed to achieve their full potential.
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