
Open Letter to the Distinguished Delegates to
the 67th Session of South-East Asian Regional 

Committee of the WHO 

Dhaka, September 2014

From the People’s Health Movement

Distinguished Delegates,

On behalf of the People’s Health Movement and a number of affiliated networks we submit 
the comments and suggestions included below regarding some of the items appearing on 
the agenda of the 67th Session of the South-East Asian Regional Committee of the WHO. We 
hope that you may find time to read and consider these comments before the relevant 
discussions at the Regional Committee meeting. We hope that you find them useful.

PHM is a global network of organisations working locally, nationally and globally for “Health 
for All”. Our basic platform is articulated in the People’s Charter for Health which was 
adopted at the first People’s Health Assembly in December 2000. More information about 
PHM can be found at   www.phmovement.org  .

PHM is committed to a stronger WHO, adequately funded, with appropriate powers and 
playing the leading role in global health governance. PHM follows closely the work of the 
WHO, through the governing bodies and the secretariat. Across our networks we have 
technical experts and grassroots organisations with close interests in many of the issues 
coming before you over the next week.

Over the last week members of the PHM WHO liaison group have been working through the 
67th SEARC Agenda with the assistance of high level experts from a number of collaborating 
networks and NGOs. This engagement is part of our Democratising Global Health 
Governance Initiative which involves both monitoring and advocacy. In the course of these 
discussions we have prepared the following comments on some of the key issues coming 
before you. (You can follow the analysis in detail at   www.ghwatch.org   and specifically for this 
SEARC meeting at:   http://www.ghwatch.org/who-watch/searc/2014  .

We would be keen to discuss these comments with you further. We can be contacted at 
searo-watch@phmovement.org.
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PHM Comments on Various Agenda Items

6.1 Framework of engagement with non-State actors

Key documents
• SEA/RC67/3  
• SEA/RC67/3 Inf.Doc.1  

Commentary 

Objectives, principles and boundaries

In Paragraph 4.b., there is need to spell out how the setting of norms and standards will be 
protected from “undue” influence. WHO’s explanation of “scientific initiator” in the ‘Report 
by the Secretariat to the regional committees on Framework of engagement with non-State 
actors’, SEA/RC67/3 Inf. Doc.1 of 28 July 2014 (WHO reform: Framework of engagement 
with non-State actors) in pt. 31, allows WHO to co-sponsor events with NGOs where 
private sector’s contribution “is limited to logistic organisation”. The term “logistic 
organisation” can possibly have an influence in privileging the ‘evidence’ generated by a 
particular commercial entity. Further, in pt. 35, it is acknowledged that agreements are 
made with academic institutions without ascertaining their linkages with the private sector, 
for product research, and that such agreements are not made public. This can clearly 
influence the setting of norms and standards.

Paragraph 4.c. should also include: manufacturers of unhealthy foods and beverages, which 
are increasingly being linked to obesity and NCDs; violators of the International Code of 
Marketing of Breastmilk Substitutes; and agri-chemical industries whose products have been 
implicated in diseases like cancers, etc.

Definitions

In paragraph 6, the term “non-State actors” needs further clarification. Several Member 
States (MS) have suggested that the private sector should be excluded from ‘Official 
Relations’. Further, some MS have also suggested that NSAs that take funding from private 
sector may be influenced by them, and thus could be promoting the private and commercial 
(see pt. 26 of Report by the Secretariat to the regional committees on Framework of 
engagement with non-State actors, SEA/RC67/3 Inf.Doc.1 of 28 July 2014 WHO reform: 
Framework of engagement with non-State actors). This caution needs to be exercised 
even in the case of philanthropic organisations and academic institutions.

Benefits and risks of engagement

It is unfortunate that the emphasis is on management rather than on prevention.
Currently, decisions appear to be based on the “direct” and “indirect” benefits to public 
health, even while there is an acknowledgment that this could lead to “undue influence” in 
WHO’s work – including in setting of norms and standards, as well as the potential misuse by 
a commercial entity, of its engagement with WHO, as a public relations exercise (See 
paragraph 10 -11).
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6.2 Follow-up of the Financing Dialogue

Key documents
• SEA/RC67/4  
• SEA/RC67/6  
• SEA/RC67/7  
• SEA/RC67/8  

Commentary

PHM welcomes the independent evaluation of the Financing Dialogue and supports the 
recommendation of the High-Level Preparatory meeting that more information on the 
findings of the evaluation of the Financing Dialogue should be incorporated in the working 
paper for the 67th session of the RC. The independent evaluation was based on the key 
criteria of alignment, predictability, flexibility, transparency and vulnerability.

It is disappointing that this recommendation has not been followed. Document SEA/RC67/4 
only delves into transparency with some substance, but does not address predictability or 
flexibility adequately. Further, the question of vulnerability has not been addressed -- which 
relates to the risk posed to WHO’s integrity by the continuing power of donors and a few 
developed countries over WHO’s budget. At the WHA 67, MS from the South-East Asian 
Region had rightly raised the lack of comprehensiveness of the Secretariat Report with 
regard to the independent evaluation report to MS and had called for more transparency 
from the Secretariat. PHM urges MS to ask for a  comprehensive report of the findings of the 
independent evaluation of the Financing Dialogue.

With regard to flexibility, paragraph 7 mentions a projection of 85% of the budget to be 
covered. However, data for January 2014 shows that WHO is only marginally more secure 
than it was at that time two years earlier (69% funding available compared to 61% 
respectively). 

It is welcome that available funding has increased to 85%. However, paragraph 8 mentions 
that “the overall healthy forecast of funding compared to budget, in fact masks significant 
shortfalls in a good number of programme areas”. However, there is no additional data on 
these shortfalls and whether this has been addressed by the financial dialogue. 

The fundamental problem for WHO, as widely acknowledged, continues to be is donor 
dependence, associated with the freeze on assessed contributions. This engenders an 
unhealthy competition between different clusters and departments for donor attention. The 
funding dialogue will not solve the divisive effects of competition for donors, since clusters 
still face the possibility of line items being under-funded.

However, while WHO (is seized with the issue of insufficient and unpredictable financial 
resources, amounts allocated to countries and the Regional Office are under-utilised. Table 1, 
2 and 3 of document SEA/RC67/7 show that the proportion of funds utilization compared with 
available resources stands at 40% in average for countries in the region, and 33% for the the 
Regional Office. The proportion of funds utilization compared with planned cost stands at 
25% for countries and 16% for the Regional Office.

Low and Middle Income countries have been disenfranchised by the progressive restrictions 
on WHO’s autonomy and increased influence exerted by the large donors, including a few 
high income country over WHO’s programs. Paragraph 6 states that 20 contributors provide 
80% of WHO’s voluntary contributions, most of which is tied as per donors’ priorities. At the 
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global level, important initiatives commissioned through the WHA are being held up for want 
of funding support, such as medicines regulation, trade and health, action on unhealthy 
food. At the Regional and Country level, available resources are not used effectively and 
results of planned programs effectiveness are hampered. As long as WHO programs on the 
ground do not show positive results, it will be difficult to justify the increase in assessed 
contributions by MS necessary to protect the autonomy of the WHO at the global level, as 
recommended by the extraordinary PBAC meeting held in December 2012 and the report of 
the second stage evaluation on WHO reform (Doc EB134/39). The document states: “An 
initial step could be to increase assessed contributions (ACs) to a third of the overall budget 
in 2016-17, with the view to achieve a balanced 50% AC-50% Voluntary Contribution (VC) in 
the long-term” 

The WHO urgently needs increased assessed contributions and an increase in the flow of 
voluntary contributions to the core account (untied). This can be achieved firstly by 
increasing the voluntary contributions from the emerging economies, presently very low 
(see reference in EB134/9 to the BRICS Health Ministers’ communique to BRICS support for 
the financing dialogue); and second, by increasing the proportion of voluntary contributions 
going to core account (which is presently very low).

6.3 Strategic Resource Allocation

Key document:
• SEA/RC67/5  

Commentary

PHM welcomes the efforts of the WHO Secretariat and the Regional Offices to design a fair 
and transparent process for the development of the expenditure budget. The WHO’s 
expenditure budgeting has been widely criticised for it’s lack of transparency and wide 
inconsistencies between policy priorities and expenditures (for instance by the IET in 
EB134/39).

The WHO should take decisions on allocation of financial resources based on priorities 
defined by the WHA. The practice of allowing donors and MS alike to choose the programs 
they are interested to fund has shifted the definition of priorities from the governance 
spaces of the WHO, to the individual donors. This process has also created unhealthy 
competition between programs, units, departments and clusters. Competitive fund raising 
has led to competition for visibility between them, which acts as a barrier to collaboration 
and rational resource allocation. This situation is in turn used by donors to insert and push 
their own agendas into the WHO, further distorting its priorities. The dependence of the 
WHO on (tied) donors’ contributions remains the central issue.

Secondly, the methodology to be adopted for each segment needs a closer examination. 
Regarding segment 1: Technical cooperation at country level, it has been suggested to 
allocate resources strategically to countries taking into consideration the following criteria:

• Human development index + immunization coverage + proxy indicators for technical 
categories in the General Programme of Work + capacity to implement the 
International Health Regulations, 2005.

The use of immunisation coverage, proportion of births attended by skilled health personnel 
and capacity to implement IHR needs to be questioned. It would be more appropriate to use 
indicators for strengthening the health system more specifically the public health system 
and the reduction of out of pocket expenditure. 
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Finally, there are glaring gaps in the strategy. The document does not touch upon the 
relationships between regions and directorates and how these will work together in 
developing and evaluating expenditure proposals. The identification of the different 
‘operational segments’ implies that somehow funding will be allocated within segments. The 
document does not speak to how allocations across ‘segments’ might be determined. There 
is also no consideration of how ‘segments’ map onto ‘categories’. At the WHA 67, MS from 
the South-East Asian Region expressed their concern that the criteria were unclear. This 
concern remains. It was also raised that the strategy proposes too many indicators, which 
leads to a complex and difficult project prioritisation. Finally, there was a worry regarding the 
ability of MS to provide accurate data demanded in the report. In view of all these loopholes, 
we urges MS to demand for a simpler, but clearer road map, which can then be elaborated 
upon.

8.1 Consideration of the recommendations arising out of the Technical 
Discussions on “Covering every birth and death: improving civil 
registration and vital statistics”

Key Document
• SEA/RC67/9  
• SEA/RC67/9 Inf.Doc.1  

PHM welcomes the deliberations on “Civil Registration and Vital Statistics” in the framework 
of the SEARC 67, at Dhaka. There are few important aspects we would like to highlight from 
the working paper that will be discussed.

The working paper projects the need of CRVS based on two aspects: a) A person's legality 
and citizenship in a country; and b) Requirements of public health planning and monitoring 
trends in demographic / epidemiological patterns. However, the Human Rights dimensions 
are  missing. Civil Registration should be seen as an entitlement for any person born in any 
country and VS are a requirement for any government to plan, provide and monitor in order 
to ensure coverage of all the services and entitlements with equity and justice. In many 
countries in the region, obtaining and possessing a Birth Certificates is a citizen’s duty and 
not a State responsibility. Converting this into a responsibility of the State, is an essential 
step towards achievement of “Reaching the Unreached” and most marginalized for the 
achievement of Universal Health Care for All.

Also, it will be important to make this a responsibility of local self-governments, using an 
interoperable database that can transfer data to a sub-national or national census database. 
Local governments can make use of the data collected by health and other programmes as 
well, for this purpose, wherever they are facing issues of staff inadequacy or other similar 
issues.

There exists substantial experience in the region of engaging special machinery to do house 
to house census visit, enumeration, verification and preparation of comprehensive voters list 
and issuing of voter ids, within a stipulated timeframe. Similar efforts can be introduced to 
ensure birth registrations and issuance of birth certificates, as a responsibility of 
governments. PHM urges MS to explore the possibilities of collecting case studies of 
interesting experiences in the region which have a potential to strengthen the CRVS, with an 
aim to emulate them across the region. 
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8.3 Traditional Medicine: Delhi Declaration

Key document
• SEA/RC67/11  

Commentary

PHM welcomes the emphasis on developing research methodologies. This should be open to 
dual/multiple validation through both biomedical and non-biomedical epistemologies. 
However, if the new strategy is to be truly people-centred, greater emphasis should be 
placed on community use and preferences of TRM with an emphasis on self-care practices. 
This is not encompassed in the Delhi Declaration, and ought to be a research focus.

The commercialisation of traditional medicines may complicate integration of traditional 
medicines and systems into national health systems, where challenges of drug supply and 
procurement are already fraught. We urges MS to ensure that this issue is adequately looked 
into.

The working paper recognises that HerbalNet has not been used (see para 15). However, 
there is no discussion on the possible reasons for this. Perhaps its design and nature 
excludes large numbers of traditional medicine practitioners who are most in need of this 
kind of knowledge and should be in the purview of it (both from a regulatory standpoint and 
to address information asymmetry). Some mechanism by which inclusive participation could 
be facilitated will be important in deliberations to improve upon the “scope of information-
sharing”, by also drawing upon existing methods. It may be preferable, moreover, to have 
this component subsumed under the purview of regional centres that build capacity and 
network.

The India Country situation fails to mention the ‘revitalisation of local health traditions’. This 
component, which is neglected within of the National Health Mission, could probably learn 
from experiences in the region, such as in Thailand.

The working paper repeatedly indicates that WHO has limited resources (see para 19). 
Therefore, its commitment to the strategy is not entirely clear. As mentioned earlier, 
resources allocated to countries and the Regional Office are under-utilised. This is also true 
across categories of work, with no category’s available resources used at more than 40%, 
except ‘Preparedness, surveillance and response’ which shows 51% utilisation of available 
resources (SEA/RC67/7 See Table 3). 

The working paper notes that WHO has been unable to support all nine areas of the 
strategy, but has prioritised 3. The basis for the selection of these three is unclear. The 
reasons why regional funds were not mobilised to cover the remaining areas are not clear 
either.

PHM urges MS to take initiative to ensure that key areas items of the Delhi Declaration are 
taken forward. A long-term view would likely be to focus on “sustainable development and 
resource augmentation of medicinal plants in SEAR countries” (item 7 of Delhi Declaration). 
In addition, establishing “regional centres as required for capacity building and networking in 
the areas of traditional medicine and medicinal plants” (item 8 of Delhi Declaration) would 
allow the harnessing of existing strengths. Such institutions already exist in the SEARO 
region. It would be resource effective to help network them and build a programme of work 
whereby they could elaborate and make recommendations regarding the other components 
of the Delhi Declaration.
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8.5 Strengthening emergency and essential surgical care and 
anaesthesia as a component of universal health coverage

Key Document
• SEA/RC67/13  

Commentary

PHM welcomes this important and overdue initiative. The following issues are of particular 
importance but are not clearly spelled out in the document SEA/RC67/13.

Models of service organisation and service delivery: Developing models of service 
delivery will involve identifying in broad terms the types of surgery which might be carried 
out in remote areas, those which might be restricted to the referral centres, and the more 
complex but less urgent surgery which can be scheduled for visiting teams. In many L&MICs 
properly equipped mobile surgical teams play a critical role in facilitating access. and 
training. Surgery should be integrated within existing PHC programs. It should not be 
constructed as a new vertical program.

Surgical and anaesthetic task distribution within the health workforce: One of the 
key issues for L&MICs is ensuring appropriate workforce profiles. Surgery in rich countries is 
highly specialised, relatively autonomous both in clinical decision making and entry control, 
and generously remunerated.  However, many surgical and anaesthetic procedures can be 
performed by personnel with more limited training and less generous remuneration. The use 
of such practitioners in a supportive organisational context can ensure greater cost-
effectiveness, reach and access. Carefully designed training programs for these 
practitioners, including continuing in-service training, is critical.

Safety and quality will require clinical governance arrangements which ensure 
professional accountability - to peers, to management, to communities and to families and 
patients. Organisational policies and information systems to ensure that surgical services 
provided are efficacious and effective are critical and will require systems for reviewing 
and synthesizing evidence and the availability and observance of clinical guidelines. There 
are many lessons from the experience of surgery in High income countries, including the 
importance to avoid excessive professional autonomy of the surgical and 
anaesthetic professions. Unreasonable reimbursement, exploitation of professional 
monopoly power, inappropriate and unsafe practices need to be avoided and require that 
arrangements are in place for effective public policy control over training, regulatory 
frameworks and financing (including remuneration).

There must be active sharing across the nations on how facilities and capacity for surgical 
care and anaesthesia are established in rural and remote areas. This includes what sort of 
training courses, certification of skills and measures to attract and retain surgical skills in 
such areas. The example of MD in Family Medicine of Nepal is one of the many examples 
from Southeast Asian nations. Several NGOs are providing surgical care in remote areas. 
PHM urges MS to facilitate setting up of a programme that would include visits to countries 
in the region’s countries for purposes of advocacy, devising training strategies, and HR 
strategies for the public sector. This should be followed by setting up centers for appropriate 
training of health personnel. 

The development of any future strategy and action plan for WHO will need to break away 
from the prevailing culture of prolonged training, high specialisation, high clinical autonomy, 
private practice and high remuneration. In addition, there will be no ‘one size fits all’ model. 
General principles are important but institutional arrangements and operational details must 

8

http://www.searo.who.int/mediacentre/events/governance/rc/rc67-13_agenda_8.5.pdf?ua=1
http://www.searo.who.int/mediacentre/events/governance/rc/rc67-13_agenda_8.5.pdf?ua=1


reflect local context. We urge MS to ask that expert committees assembled for this exercise 
should include people with experience in delivering surgery in low resource settings and that 
the process includes careful documentation and analysis of existing models of service 
delivery.

8.6 Viral hepatitis

Key Document
• SEA/RC67/29  

PHM hopes that discussing this item will reinforce the implementation of the previous WHA 
resolution WHA63.18 and mandate the secretariat to provide a comprehensive report linking 
the progress to each of the resolution items and giving illustrative examples from countries 
with high burden of the disease. According to sources (A. Hill et al. Clin. Infect. Dis. 58, 928–
936; 2014), India, Indonesia and Thailand account for 29.1 million cases of infection. These 
three countries will face the majority of the around 120,000 estimated yearly deaths due to 
hepatitis C that occur in the WHO South-East Asia Region.

The resolution WHA63.18 incorporated a comprehensive list of strategies to guide an 
effective response to combat viral hepatitis, including: health system strengthening and the 
use of the flexibilities contained in the TRIPs agreement. The working paper for consideration 
at the RC fails to report on the implementation of these strategies. The working paper 
ignores any reference to the use of TRIPS flexibilities to enhance the access to 
antiviral treatment.

Viral hepatitis-C is curable. New oral treatment regimens that include sofosbuvir and 
daclastavir (from the new class of drugs known as direct-acting antivirals (DAAs)), are 
available in the market. US and EU regulators have approved sofosbuvir and daclastavir 
within the last 10 months. These new drugs and those still in development have the 
potential to revolutionise treatment, with studies showing cure rates higher than 90%. 
Sofosbuvir is commercially available at 1,000 USD a pill. This is while a study by researchers 
at Liverpool University found that a full twelve-week course of sofosbuvir and daclastavir 
generically produced could cost as less as $68-$136 and $10–$30, respectively. This would 
reduce the cost of the two drugs to less than $200 per patient per treatment. 

Patients of Hepatitis C from across the world are hoping that Indian generic companies will 
provide them a lifeline by manufacturing and exporting low cost generic versions of 
Sofosbuvir. These expectations are based on the role that Indian generics played in making 
HIV/AIDS drugs accessible at affordable prices at the beginning of the 21st Century thus 
saving millions of lives.

The patent on Sofosbuvir has been challenged in India, and there is a good chance that it 
will be rejected. However, there are reports that several prominent Indian companies are in 
discussion with Gilead to enter into collaborative arrangements. This would potentially mean 
severe restrictions on exports and a more moderate price reduction. Another barrier to a 
quick launch of generic versions of Sofosbuvir is the requirement to conduct clinical trials on 
the drug in India, despite the existence of a waiver in Indian law. 

PHM urges MS to draw up a collective plan to provide India with the political support to (a) 
waive the requirement to do clinical trials (and thus delay the entry of the drug) based on 
the relevant provisions in Indian Law, (b) expedite the rejection of Gilead’s patent 
application, and (c) wean away Indian generic cos. from entering into a collaboration with 
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Gilead. PHM urges MS to draw up a plan make Sofosbuvir available to patients through the 
public health system, based on imports from developing countries (such as India) with 
production capability. 

8.7 Regional strategy on strengthening health workforce education and 
training

Key Document
• SEA/RC67/21 Rev.1  

Commentary

The initiative to have a regional strategy on health workforce is welcome. We also welcome 
the regional strategy document is also well drafted. We have however a few additional 
suggestions to make:

1. It is important to include one more area as strategy: “Improved Health Workforce 
Management Practices “
 
This would include employment on a regular basis. Whether a health worker is s government 
employee, is one aspect. Irrespective of this, it is important to have regular long-term 
contracts, so that both the individual and the system invest in developing skills in the 
workforce. 

Contractual short time appointments of health workers are justified only if the job itself is 
transitory and, as a rule, should involve a remuneration that is higher or at least equal to 
those on regular employment. One recent retrogressive trend is to sign contracts with HR 
firms, including many international firms who then hire nurses, or other technicians and 
supply them to public hospital, with the employees denied all employment related rights.

There is a need to build a positive work environment” for health workers that provides 
opportunities for career advancement. Transfers, postings and promotions need to be 
transparent and non-discriminatory.

2. With respect to the first strategy area: “Increase capacity of quality training for an 
adequate number of relevant health workforce through institutional and instructional 
reforms,” we note that one of the country actions indicated is: “Based on outcomes of long-
term projection of demand for different cadres of health workforce, produce cadre mix 
including mid-level health workforce and other potential task shifting.” This is welcome, but 
it must go along with legal changes and changes in professional boundaries or the creation 
of new professional or technical governing structures that allows them to practice skills as 
are needed locally and for which they have been trained and certified. The point is to move 
away from task shifting as the defining concept to that of new professional and technical 
entities. We are not talking of poor quality providers for the poor but the most appropriate 
persons for the job. Further, this applies as much to medical officers playing specialist roles 
after appropriate training and certification as to community health workers providing 
antibiotics in conformity with an algorithm, or a nurse becoming a nurse-practitioner. 
Resistance from professional associations in this area often leads to human resource being 
deployed but without the skills and supplies and support to provide care that is required 
locally.
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3. With respect to the second strategy area, the importance of providing greater opportunity 
for educated youth from under-serviced areas to access technical, nursing or medical 
education must be viewed as priority.

9.9 Regional action plan and targets for prevention and control of non-
communicable diseases (2013–2020)

Key Document
• SEA/RC67/23  

Burden of NCDs in the SEARO region is rising at a faster rate than the global average and 
many of the adverse risk factors of NCDs are increasingly concentrated among the poor. The 
popularity of junk food promoted through liberal industrial policies and promotional practices 
is a major threat. 

This calls for increased attention to population based structural interventions targeting risk 
factors such as obesity. The current actions at the country level and the focus of WHO 
SEARO strategies are limited. It is necessary to promote pro-active steps to create 
regulatory policies with respect to ‘junk’ food. Some options which have proved effective in 
other country contexts, such as ‘Soda Tax’ or strict regulation of advertisements of 
obesogenic food are currently are not considered in the document, and need to be 
appropriately addressed.

11.2 Special Programme of Research, Development and Research 
Training in Human Reproduction (HRP): Policy and Coordination 
Committee (PCC)

Key Document
• SEA/RC67/27  

Commentary

PHM welcomes the discussions in the document that move beyond Family Planning, as well 
as the efforts in addressing equity. The questions raised on the non inclusion of sexual and 
reproductive health (SRH) in the post-2015 development agenda are valid. However, mere 
research is not an adequate strategy to promote SRH. Strengthening health systems, 
changing the societal norms through capacity building, developing comprehensive policies 
and their implementation are very important. In addition, the mechanisms through which the 
outcomes of research will be operationalised are not clear. We urge MS to consider 
incorporating the following concerns and priorities in the document:

• Adolescent health programmes and strategies continue to be perceived within the 
framework of maternal health and fertility control and popular participation planning, 
designing and reviewing of such initiatives is completely absent.

• Gender based sex selection, and son preference need to be included in the 
Programme. Issues of sexual violence, mental disorders and anaemia have not been 
addressed. Malnutrition is completely missing from the agenda and we urges MS to 
ensure its inclusion.
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• Girls and women should be provided sufficient and quality infrastructure in accessing 
safe and quality abortion services without any discrimination.

• The disease burden of women such as falciparum malaria,  Tuberculosis and other 
communicable  and non-communicable  diseases such as  cancers  (breast,  cervical, 
diabetes,  heart diseases, etc.)  should be addressed by providing quality of health 
services including screening, diagnostics, provision of medicines, etc.

• Governments must provide quality mental health services, support, counselling and 
rehabilitation required for women suffering from mental health problems.

• Steps need to be taken towards health system response to violence against girls and 
women.

• Attention needs to be paid to infertility. Regulation are required on the use of invasive 
reproductive technologies in the private sector, that covers commercial surrogacy, 
egg donation, and trade in human tissues such ova, sperm, uteri, placenta.

• It is also important to pay attention to people living with HIV, sex workers, 
transgender people, migrants, immigrants, religious minorities  and people with 
disability and their SRH needs and access to services.
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