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Adolescent health
1. The Regional Office continued to
emphasize the role of the health sector and
intersectoral partnerships in improving
adolescent health through promotion of
adolescent sexual and reproductive health
(ASRH) and adolescent-friendly health services
(AFHS), and reducing the risk of HIV in young
people in Member countries.

2. Technical support was provided to
Bangladesh and India to prepare and
disseminate their national strategies on
adolescent health, while Bhutan, Indonesia,
Myanmar and Sri Lanka are in the process of
finalizing their strategies. A regional strategy
on adolescent health is also being updated to
further intensify the development of national
strategies and related operational plans. A
Regional Technical Advisory Group (RTAG) on
Adolescent Health and Development has been
constituted to advise the programme. In
addition, the Regional Strategic Framework on
HIV in Young People was finalized. The final

draft has been shared by WHO with Member
countries to incorporate the focus on young
people in the HIV/AIDS programme.

3. Two strategic frameworks, for adolescent
health and for HIV in young people, include
“4Ss” as the key components. These are: (a)
strategic information; (b) services and supplies;
(c) supportive policy environment; and
(d) strengthening collaboration and
partnerships with other sectors.

4. Strategic information fact sheets on HIV/
AIDS in Young People for the 11 Member
countries of the Region, prepared by WHO in
collaboration with UNFPA and UNICEF, were
released on World AIDS Day on 1 December
2006. These fact sheets cover information on
HIV prevalence in young people, sexual
behaviour, condom use, awareness and
information on high-risk groups.

5. Fact sheets on adolescent health were also
printed and disseminated. These incorporated
key information on education, age at marriage,
pregnancy and childbirth, abortion,
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contraception, RTIs/STIs, nutritional status,
injuries, and accidents and violence, etc.

6. Strengthening of strategic information
was carried forward by including age and sex
disaggregation of data with regard to key
indicators. A sub-set analysis of available
information in national- and district-level
household surveys was undertaken in one
country.

7. The initiative to create a supportive policy
environment included a regional review of
current laws and policies that impacted
adolescents’ and young people’s access to health
services and information. The review was
undertaken at a joint regional consultation,
which included participants from the
International Paediatrics Association (IPA),
International Planned Parenthood Foundation
(IPPF) and the International Association of

Adolescent Health (IAAH), which was held in
New Delhi in July 2006. The consultation
resulted in a framework to develop guidelines
for programme managers and health workers
on issues relating to consent and confidentiality,
as well as a roadmap for implementing the
guidelines. As part of advocacy, success stories
from Member countries in the Region were
consolidated.

8. During the reporting period, a project on
HIV in young people, supported by GFATM,
was used as an entry point for programmes
on adolescent health in Bangladesh. The
standards developed were piloted in selected
districts and finalized. The WHO training
package was adapted and national training of
trainers organized. In India, ASRH was used
to promote adolescent health under the
National Reproductive and Child Health (RCH
II) programme supported by the World Bank.
The implementation guide, which includes the
standards and standard operating procedures
(SOPs), was used to develop state imple-
mentation plans, while the WHO training
package was adapted for use in national and
sub-national training-of-trainers’ programmes.
In Sri Lanka, a national consultation was
organized in September 2006 to develop
standards for delivery of quality adolescent-
friendly health services. Vulnerability mapping
of high-risk groups such as CSWs, MSM and
IDUs was completed and modules were
prepared for building the capacity of outreach
workers to address the specific problems faced
by each high-risk group.

9. Under the strategic partnership project,
WHO and UNFPA worked to build the capacity
of UN teams in the promotion and
implementation of the “4Ss” strategy. Guidelines
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Indonesia, Maldives and Sri Lanka) conducted
national orientation workshops with WHO’s
assistance and  adopted the new standard.

13. Member countries were assisted in
developing and updating integrated national
food and nutrition policies and action plans to
address nutrition issues throughout the life
course. Following the recommendations of the
WHO intercountry workshop on “Updating
and Implementing Inter-sectoral Food and
Nutrition Plans and Policies”, Indonesia and Sri
Lanka  drafted, while Bangladesh and
Myanmar  revised and updated, national food
and nutrition policies and plans. Bhutan and
India are in the process of revising the
integrated national plans and policies.

14. Member countries were supported in
implementing the integrated strategies for
improving child growth and nutrition. An
intercountry training course on infant and
young child feeding counselling was conducted
jointly with UNICEF. Ten out of 11 Member
countries of the SEA Region have developed a
comprehensive policy on infant and young child
feeding. India, Myanmar, Maldives and Nepal
have developed national strategies and action
plans. As a part of efforts to improve newborn
and infant nutrition, positive trends in exclusive
breastfeeding and appropriate complementary
feeding practices were observed in the Region.
The implementation of the baby-friendly
hospital initiative (BFHI) showed progress in
some countries (Bangladesh, Maldives,
Myanmar, Sri Lanka and Thailand) by covering
around 80% of maternal hospitals/facilities.
Most countries have already implemented or are
in the process of strengthening the legal aspects
of the international code for marketing of
breast-milk substitutes.

were prepared for the UN country teams to
ensure sustainability of partnerships. A
compendium of institutions working on HIV/
AIDS among young people, and on adolescent
sexual and reproductive health in Bangladesh,
India, Nepal and Sri Lanka was published.

10. The challenges and constraints to be
addressed by WHO relate to expansion and
sustainability of partnerships for addressing the
health problems of adolescents and young people
and the numerous risks they face. These
partnerships will aim at value addition for
adolescents and young people within the health
sector and through intersectoral collaboration.
It is also proposed to further strengthen the
partnerships at the regional and national levels
to support strategies that will have the
maximum public health impact.

Nutrition
11. The Regional Office continued to support
strengthening of programmes for the reduction
of malnutrition and to promote healthy
nutrition and diet throughout life. This is
consistent with the Millennium Development
Goals (MDGs).

12. WHO has developed the new child growth
standard, after ten years of work, which
provides an advantage over the previously used
National Centre for Health Statistics (NCHS)
reference. The new child growth standard,
unlike NCHS, is widely applicable in measuring
and monitoring child growth and growth
velocity, especially for breast-fed infants in
developing countries. During the reporting
period, the new child growth standard was
introduced in Member countries of the Region.
Six countries (Bangladesh, Bhutan, India,
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Child health
15. In conformity with MDG No.4, which
mandates a two-thirds reduction in under-five
mortality, the Regional Office expanded the scope
of child health interventions to include a focus
on newborn health, management of HIV/AIDS
in children and processes for improving the
quality of hospital care for children.

Newborn health

16. Following the 11th meeting of the health
secretaries in June 2006, which urged the
South-East Asia Region to critically analyse
existing policies and strategies to align them
with the strategic directions to improve
newborn health in the SEA Region, greater
emphasis was placed on human resource
development, community-based antenatal and
postnatal care, health information systems and
operational research. Intercountry training-of-
trainers workshops were organized in
Bangladesh and Myanmar to assist all the
Member countries in the Region to develop
effective interventions for neonatal health and
build capacity of trainers.

Integrated management of childhood illness

17. Bangladesh has promoted the integrated
management of childhood illness (IMCI)
strategy in its national programme. Based on
a review of earlier experiences, the country was
assisted to systematically scale up IMCI in
phases to cover all districts by 2010. IMCI is a
component of the National Health, Nutrition
and Population Sector Plan.

18. Preliminary findings from an ongoing
multi-country evaluation of IMCI are available.

Bangladesh was selected from this Region for
this evaluation. The key findings are
summarized in Box 1.

19. India was assisted in developing a strategy
for scaling up the integrated management of
neonatal and childhood illness (IMNCI) as a
component of the national reproductive and
child health programme (phase II). The country
decided to cover one third of the priority districts
with adverse child health indicators by 2010.
National authorities were assisted in developing
a plan for rapid expansion of IMNCI in pre-
service settings as a component of the Norway-
India project initiative. It is proposed to cover
all medical colleges and nursing schools (about
200 institutions) in five high-burden states by
2010.

20. DPR Korea was assisted in conducting a
review of the IMCI programme with a view to
developing a systematic plan for IMCI scale-up
under the Republic of Korea–assisted project for
improving women’s and children’s health. A

BoBoBoBoBox 1: Preliminarx 1: Preliminarx 1: Preliminarx 1: Preliminarx 1: Preliminary findings of evaluation ofy findings of evaluation ofy findings of evaluation ofy findings of evaluation ofy findings of evaluation of
ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)ongoing IMCI  in Bangladesh (initiated in 2000)

• Sick children taken for care in IMCI health facilities
receive significantly better care.

• Improvements in quality were sustained after a
three-year evaluation period.

• IMCI improves overall health facility utilization by
sick children, and more significantly by children
with severe illness.

• Even workers with minimal pre-service training can
be trained in IMCI.

Conclusion: IMCI training coupled with regular
supportive supervision can improve and sustain the
quality of child health care in first-level health facilities,
even by workers with minimal pre-service training.
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Medium-Term (2007-2010) expansion plan for
IMCI in DPR Korea was developed. In Timor-
Leste, all districts of the country introduced
IMCI, although implementation was variable.
Technical assistance was provided to Timor-Leste
to review IMCI implementation for expansion.

Management of childhood diarrhoea

21. Indonesia was assisted in organizing a
national advocacy-cum-planning workshop in
Jakarta in September 2006 for introducing
policy change for the inclusion of zinc as a
therapy for childhood diarrhoea, with support
from the Johns Hopkins University. The
country has drawn a roadmap for
implementing this policy change. Currently,
Bangladesh, India and Indonesia include zinc as
an adjunct therapy for childhood diarrhoea.

Paediatric HIV/AIDS

22. The Regional Office initiated development
of a regional strategy for rolling-out Paediatric
ART in national programmes in collaboration
with the UNICEF Regional Office for South Asia.
A document, “Management of HIV infection and
antiretroviral therapy in infants and children –
a clinical manual” was prepared. On the eve of
World AIDS Day 2006, India launched the
national Paediatric HIV/AIDS initiative.

Improvement in quality of care of children
in small hospitals

23. Anecdotal evidence indicates that over 10%
of sick children seen at the primary health care
level have severe illness that needs to be
managed in hospitals. In several areas, hospital
utilization rates for children are low. One of

Measures are being taken by Member countries to extend the child health care services to peripheral areas.
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the reasons for this is the poor quality of care
provided to children in small peripheral
hospitals where specialist care is generally
unavailable. The Regional Office, in partnership
with headquarters, organized a global meeting
in January 2007 in Denpasar, Bali to review
processes for improving care of children in
hospitals in developing countries. Participants
from Bangladesh, India, Indonesia and Timor-
Leste attended the meeting and helped reach a
consensus on a suggested framework for
improving hospital care for sick children in
developing countries. A project for improving
the quality of care of children admitted in
peripheral health facilities was initiated in
Indonesia in late 2006. Experience gained from
project activities will aid in developing a scale-
up plan for improving quality of care provided
to children treated in small hospitals to
strengthen the referral system. Bangladesh and
India have also initiated work on improving
quality of care of children in hospitals.

Infant and child nutrition

24. In collaboration with UNICEF and CARE-
India, a regional workshop was conducted in
Islamabad, Pakistan in November 2006, on
implementation of the global strategy on infant
and young child feeding. Participants discussed
the status of implementation in their respective
countries, identified gaps and came up with
recommendations to accelerate implementation.

Making pregnancy safer
25. High maternal mortality, neonatal
mortality and the large numbers of stillbirths
remain an issue of concern in the Region. WHO
is assisting Member countries in improving

quality and coverage with trained assistance
at birth.

26. The presence of a skilled attendant at birth
varies from 11% in Nepal to 99% in Thailand
(Figure 3.1). During the reporting period,
strengthening of human resources for maternal
and newborn health (MNH) continued to be

the major thrust in ensuring a continuum and
quality of care for maternal, newborn and child
health. Countries with the proportion of
deliveries handled by skilled birth attendants
of less than 50% continued to improve their
performance. Even so, achieving the MDGs 4
and 5 remains a major challenge. To facilitate
the implementation of the Regional Committee
resolution on Skilled Care at Every Birth (SEA/
RC58/R2), these countries continued to be
supported in their efforts to upgrade the skills
of health providers at community level for
maternal and newborn care.

27. The main activities related to this effort
included the following:
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Figure 3.1: Correlation between maternal and neonatal
mortalities and proportion of births assisted by

skilled attendant.

Source: WHO/SEARO
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• Initiation of a study on human resource
development policy and strategy for
maternal and newborn health, and
establishment of supportive supervisory
mechanisms for community skilled
birth attendants in Bangladesh;

• providing technical support for
increasing institutional deliveries and
managing postpartum haemorrhage,
training of health providers in maternal
and newborn health care
and review of the human
resource strategy and plan
in Bhutan;

• developing training
modules in midwifery for
primary health care
providers and imple-
mentation of relevant
training in Nepal in
collaboration with the
WHO Collaborating Centre
in Nursing/Midwifery,
Faculty of Nursing, Chiang
Mai, Thailand;

• providing technical support
for training of medical
officers for anaesthesia and
emergency obstetric care in
India; and

• piloting of the initiative on
strengthening district
management for maternal
and newborn health in
Timor-Leste.

28. To strengthen the capacity of
health care providers in taking care

of newborns, two regional essential newborn
care courses (ENCC) were conducted in 2006
for training of trainers. The course materials
were based on the Pregnancy, Childbirth,
Postpartum and Newborn Care guidelines for
health care providers at the primary care level.
Technical support for conducting in-country
ENCC was provided to Bangladesh, DPR Korea,
Maldives, Myanmar, Nepal and Timor-Leste as
a follow-up to the regional training. These

The continuum and quality of care for maternal, newborn and child health is
receiving increasing attention in Member countries of the Region.
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efforts facilitated the improvement of health care
providers’ skills for newborn care in Member
countries.

29. Technical support was also provided to
Bangladesh and DPR Korea for preparing fund-
raising proposals, which yielded positive
results. Funds were received by Bangladesh
from DFID for a joint UNFPA-UNICEF-WHO
multi-year project on maternal and newborn
health and DPR Korea received multi-year funds
from the Republic of Korea for improving
maternal and child health.

30. In order to ensure quality of care for
maternal and newborn health services, evidence-
based guidelines for primary care continued to
be promoted and adapted for wide
implementation. WHO supported the adaptation
of guidelines for maternal and newborn health
in Bangladesh, DPR Korea, Myanmar, Nepal and
Timor-Leste. Under the South Korea–funded,
multi-year programme on improving women’s
and children’s health, DPR Korea adapted the
maternal and newborn health guidelines for
improving the quality of services, and in
addition sent maternal and newborn health
providers to other countries for clinical training.
In Nepal, maternal and perinatal death reviews
were institutionalized in six additional zone-level
hospitals.

31. Collaboration with other UN agencies is
important in facilitating efforts for maternal
and newborn health. The South-Asia Regional
network on maternal and neonatal mortality/
morbidity reduction provides an opportunity
for collaboration among three regional UN
agencies: UNICEF/ROSA, UNFPA/CST SAWA,
WHO and SAFOG. Collaboration with UNFPA

was continued in the area of human resources
for maternal and newborn health, especially
on promoting skilled birth attendance.
Collaboration with ACCESS/USAID for
expanding evidence-based newborn care and
training of primary health care providers in
countries was also continued to ensure
continuum of care for maternal, newborn and
child health.

Reproductive health and research
32. Technical or financial support was
provided to eight countries, namely Bangladesh,
India, Indonesia, Maldives, Myanmar, Nepal,
Thailand and Timor-Leste, for adaptation and
pilot implementation of the family planning
and RTI/STI guidelines, under the WHO-
UNFPA strategic partnership programme (SPP).
Preparation of the second phase of country
support is under way.

33. The integration of prevention and
management of HIV/AIDS into reproductive,
maternal and newborn health services is a
priority; the four-pronged strategy for
preventing maternal-to-child transmission
cannot be achieved without this integration. In
order to inform Member countries and to
develop country-level frameworks for such
integration, the regional offices of the South-
East Asia and the Western Pacific regions, and
other UN agencies (e.g. UNICEF, UNFPA and
UNAIDS) organized a bi-regional consultation.
The framework for integration is being
finalized.

34. A Regional workshop on implementing
the WHO RH Strategy was organized in April
2007 to help countries address their major
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reproductive health problems within the
country context.  This will be followed up with
support to countries in meeting their needs.

35. A bi-regional (South-East Asia and Western
Pacific regions) consultation on strategy to
prevent cervical cancer was organized in
collaboration with UNFPA, AusAID, FHI,
JHPIEGO and PATH in April 2007. Various
methods for reducing the incidence of cervical
cancer, including the recently available human
papilloma virus vaccine, were discussed. There
was general consensus that although it would
be ideal to have an effective and affordable
vaccine, Member countries also need to
strengthen the screening programme for
cervical cancer in their national reproductive
health programmes. The pros and cons of
various strategies including the human
papilloma virus vaccine were discussed during
the consultation.

36. WHO collaborating centres (WHO-CCs) are
crucial to further WHO’s work and to provide
assistance within Member countries. To improve
collaboration and programming with the
existing collaborating centres, activities of the
WHO-CCs in Human Reproduction in Mumbai
and Chandigarh, India, and Siriraj Hospital,
Thailand, were reviewed.

37. Funds were mobilized for countries
within the framework of the WHO-UNFPA
strategic partnership programme for
adaptation and implementation of evidence-
based guidelines. Collaboration with UNFPA
and other UN agencies (UNICEF and UNAIDS)
will be continued to address the growing
problems of STIs/HIV/AIDS, and also for
service linkages.

Gender and women’s health
38. WHO’s policy and strategy on Gender,
Women and Health (GWH) are focused on
addressing gender inequality in health and
access to health care, and developing a robust
evidence base for assessing the impact of gender
stereotyping on the health of both women and
men1. MDG number 3 also emphasizes gender
equality and women’s empowerment.

39. In order to ensure that women and men
have equal access to opportunities for achieving
their full health potential and health equity,
WHO has developed a gender strategy for
bringing gender into the mainstream of all
WHO’s areas of work, with the focus on
support to national programmes.

40. Most countries of the Region have been
involved in integrating gender into health
curricula on gender mainstreaming in medical
education, gender education in midwifery
schools, gender and rights in reproductive
health, gender statistics, gender training in
nursing development and gender training for
post-basic education.

41. During the period under review, technical
support was provided to Indonesia for protocol
evaluation on gender issues in health
professional education for pre-service and in-
service training. Sri Lanka was assisted in
adapting the modules on gender-based violence
(GBV). India, Nepal and Thailand continued to
progress well with similar activities in
integrating gender into health education.
Technical support was extended to the medical

1World Health Organization, Integrating gender perspective in the work
of WHO: Who Gender Policy, Geneva, 2002.
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college, Calicut, Kerala, India to develop a gender
briefing kit. Thailand added the topic on gender
in medical examinations in collaboration with
the National Medical Council. These country
initiatives have the potential to become great
assets for the regional gender health professional
network and thereby benefit other countries in
the Region.

42. The issue of gender-based violence was
raised  by many countries in the Region during
the last year. It has been noted2 that wife abuse
impacts adversely not only the physical and
psychological health of the victim but also
infant and under-five mortality, and leads to

diarrhoea, malnutrition and lower coverage of
immunized children.

43. A study on “Women’s Health and Life
Experiences” was completed in Maldives3 with
WHO’s technical support. The study revealed
that one out of three women aged 15-49 had
experienced some form of physical or sexual
violence during her lifetime (including child
sexual abuse). A Bangladesh study (2006)4

reported that the incidence of wives who were
repeatedly assaulted in rural areas ranged from
19% to 36%, and from 34% to 44% in urban
areas. A Bhutan study (2005)5 reported that

Integration of reproductive health with prevention of HIV/AIDS is being emphasized in the Member countries.

2Multi-country Study, GWH Headquarters, Geneva, 2002.

3Maldives’ report for Regional Health Forum 2007.
4Social Science and Medicine 62 (2006).
5RENEW, BHUTAN, 2005.
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about 5% of women suffered domestic violence
in their lives. A study conducted in India6

reported 5000 women killed or burnt every
year by husbands or inlaws due to dowry
disagreement. In this regard, a joint Multi-
country Activity (MCA) conducted by Indonesia,
Myanmar and Nepal on women’s health,
including gender mainstreaming and gender-
based violence, was organized in May 2007.

44. A Gender Sensitivity Seminar for WHO
staff was conducted in the Regional Office in
collaboration with WHO headquarters in
November 2006 to explain why a gender
perspective was important for health
programmes and how necessary it was to
create a power-balancing situation to achieve
health equity in women’s and men’s health.

45. Among the challenges being addressed by
WHO are increasing the capacity to create
gender perspectives and norms and developing
gender analysis tools and actions to reduce
various health inequity outcomes, through
collaboration at the Regional Office and with
various stakeholders in Member countries.

Immunization and vaccine
development
46. A new strategy for polio that provides
laboratory results to the programme 14 days
earlier than previously, thus enabling the
programme to respond more quickly to polio
outbreaks, was implemented. Additionally,
with WHO support, the strategy for
surveillance of Japanese encephalitis (JE) in

three countries was expanded to include
surveillance for both viral and bacterial causes
of acute encephalitis syndrome. Guidelines for
fast-track licensing for vaccines was promoted
by the Regional Office in collaboration with
WHO headquarters. These gains were to some
extent reversed by the polio outbreak in
northern India and re-infection in a few
districts of both Bangladesh and Nepal. This
period marked the end of the first phase of
financial support for immunization to
countries from the Global Alliance for Vaccines
and Immunization (GAVI) and the start of the
second phase; WHO continues to play its key
role in helping countries to access GAVI funds
for the introduction of new vaccines and other
activities.

47. In the area of polio surveillance and
response, a new algorithm for testing of stool
specimens from paralysed children was
developed, tested and finalized. This algorithm
will soon be introduced in the regional
laboratory network. Whereas results from the
current laboratory methods of poliovirus
isolation were available to the programme in
about four weeks from the day specimens are
received in the laboratory, the new algorithm
now provides results within two weeks. This
has reduced the time for responding to a wild
poliovirus detection from 60 days to 30 days.
This means the programme will now be able
to prevent the spread of wild poliovirus because
of its ability to respond early and stop
circulation before it can spread. This new
approach, coupled with the use of monovalent
vaccines, will help facilitate the eradication of
poliomyelitis.

6Population Council, 2006.
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48. A regional network of laboratories was
established for the diagnosis of JE. However,
in the outbreaks that occurred in India and
Nepal in 2006, it was clear that not all
encephalitis cases were caused by JE virus. The
surveillance strategy for JE was expanded to
include the search for both viral and bacterial
aetiological agents. Training of laboratory staff
and standardized diagnostic kits were provided
to the network laboratories. Additionally, staff
from Bangladesh, India and Nepal were trained
in surveillance of acute encephalitis syndrome.

49. In the area of vaccine quality and safety,
the WHO global training network (GTN) was
expanded in the Region. Two courses were

conducted in 2006 for Member countries: the
vaccine lot release course in association with
the National Control Laboratory (Kasauli, India)
and a course on vaccine management in
partnership with Khon Kaen University
(Thailand). Training support, including technical
support, is part of WHO’s strategy to build
national capacity for vaccine regulations. A
workshop to develop regional working reference
standards for testing JE and pertussis vaccines
was conducted in 2006, and another on good
clinical practice (GCP) in clinical trials in March
2007. The latter is considered particularly
important, for the introduction of new vaccines
in response to an emergency such as a pandemic
flu, in which a vaccine may not have the time

Member countries are scaling up coverage with vaccination to reduce mortality and morbidity among children.
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to go through the normal regulatory pathways
for approval and licensing.

50. After completing the introduction of
hepatitis B (HepB) vaccine in their national
immunization programmes, Bangladesh,
Bhutan and Sri Lanka, with technical support
from WHO, moved ahead with plans to
introduce the Haemophilus influenzae type b
(Hib) vaccine with financial assistance from
GAVI. WHO provided support to Myanmar,
Nepal and Sri Lanka to generate more robust
disease burden information and  continue the
existing surveillance for Hib.

51. WHO continued to address the following
main issues and challenges:

• All efforts are being made to interrupt
polio circulation in the endemic
reservoirs in India, maintain the polio-
free status of other countries and
mobilize the resources required to
accomplish these goals.

• Steps will be needed to rapidly increase
the routine immunization coverage to
reach the 10 million unimmunized
children in Bangladesh, India and
Indonesia.

• India, given its large annual birth
cohort, will be the biggest challenge in
achieving the global goal of reducing
measles mortality. Fortunately, India
has already initiated measles
surveillance in polio-free southern states
with WHO’s support.  On the advice of
WHO, an India National Expert
Advisory Group for measles has been
established, and a measles mortality
reduction strategy is being developed.

• As GAVI Phase II progresses, more new
vaccines such as pneumococcus,
rotavirus and human papillomavirus
vaccines will be added to the list of
vaccines for support from the GAVI
Alliance. However, GAVI support is
time-limited and based on the principle
of co-payment. WHO is working with
countries of the Region to strengthen
rational decision-making on the choices
of new and underutilized vaccines to
be added to their national programmes.
At the same time, ensuring the financial
sustainability of vaccines already in the
programme, and keeping open the
option to add more antigens in the
future, will be important.




