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Pneumonia is the world’s leading infectious killer of 
children, claiming the lives of more than 800,000 children 
under the age of five every year, more than 2,000 every 
day.1 It is a shocking demonstration of pervasive health  
inequities disproportionately affecting the most deprived 
and marginalised children in low- and middle‑income 
countries. It represents a violation of children’s right  
to survival and development, as enshrined in the 
UN Convention on the Rights of the Child.2 Yet pneumonia 
has been largely forgotten on global and national health 
agendas. We can and must change this. 

Almost all child pneumonia deaths are preventable. 
However, progress on reducing these deaths is slower 
than for most other major killers of children (Figure 1) – 
and too slow to achieve the Sustainable Development 
Goal (SDG) of ending preventable child deaths by 2030.3 

Biggest killer, yet forgotten

Many countries are  
off track to reach  
globally agreed targets
In 2013, the World Health Organization (WHO) and UNICEF 
published a comprehensive global framework – the Integrated 
Global Action Plan for Pneumonia and Diarrhoea (GAPPD) – 
with the goal to end preventable pneumonia and diarrhoea 
deaths by 2025. It set a target of reducing pneumonia deaths 
in children to less than three per 1,000 live births by 2025. If 
current trends continue, the world will not meet this target4 
and many countries will not reach the SDG3 child mortality 
target of 25 deaths per 1,000 live births.5 

Nigeria had the largest number of child pneumonia deaths in 
2018, followed by India, Pakistan, the Democratic Republic 
of Congo (DRC) and Ethiopia. Together, these five countries 

Figure 1: Deaths of children under five by infectious disease, 2000 vs 2018
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Source: UNICEF analysis based on WHO and Maternal and Child Epidemiology Estimation Group interim estimates produced in September 2019, 
applying cause of deaths for the year 2017 to United Nations Inter-agency Group for Child Mortality Estimation estimates for the year 2018
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account for more than half of all deaths due to pneumonia 
among children under five years. Only three of 30 pneumonia 
high-burden countries6 – Bangladesh, Indonesia and China – 
are on track to achieve the GAPPD target by 20257 (see 
Annex 1 for progress across 30 high-burden countries). 
The 2019 Pneumonia and Diarrhoea Progress Report Card 
developed by International Vaccine Access Centre (IVAC)8 
shows that countries are not making sufficient progress 
and calls for greater investment in the development of 
high‑quality data that can be collected more regularly to 
improve our understanding of where countries are progressing 
or lagging on key indicators. Figure 2 looks at how child 
pneumonia death rates are changing over time. The vertical 
axis charts the death rate and the size of the bubble indicates 
the number of deaths caused by pneumonia in 2018 for each  
country, while the horizontal axis measures the rate of decline. 
It shows that in too many countries with a high burden of 
child pneumonia deaths the rate of decline is too slow.

Children left behind
Child deaths from pneumonia are concentrated in the 
world’s poorest countries and within these countries it is 
the most deprived and marginalised children who suffer 
the most. Children from the poorest families living in 
low- and middle‑income countries (LMICs) are nearly 
twice as likely to die before their fifth birthday as children 
from wealthier families,9 because of social and economic 
inequalities and poor access to basic, good-quality health 
services through poorer provision or out‑of‑pocket 
costs. They are further disadvantaged by high rates 
of malnutrition, co-infections with other diseases, 
exposure to polluted air, and limited access to safe water, 
sanitation and hygiene. 

Source: UNICEF analysis based on WHO and Maternal and Child Epidemiology Estimation Group interim estimates produced in September 2019, 
applying cause fractions for the year 2017 to United Nations Inter-agency Group for Child Mortality Estimation estimates for the year 2018.
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Figure 2: Child pneumonia mortality rate and average annual rate of reduction, 2000–18
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REDUCE 
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MORTALITY AND 
IMPROVE CHILD 

SURVIVAL

Tackling childhood pneumonia

Source: Adapted from WHO/UNICEF, 2013. Ending Preventable Child Deaths from Pneumonia and Diarrhoea by 2025: The Integrated Global Action 
Plan for Pneumonia and Diarrhoea (GAPPD)

Reducing the number of children getting sick and dying 
from pneumonia will require achieving universal access 
to primary health care, so that all children have access to 
vaccination and nutrition services, and to good‑quality 
diagnosis and treatment. Multi-sectoral actions are 

needed to ensure that all children have clean air to 
breathe, sufficient nutritious food to eat, and access to 
safe water, sanitation, and hygiene. Figure 3 illustrates 
the three pillars of the approach needed to put the 
GAPPD into operation.

Figure 3: Critical areas for tackling pneumonia
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PREVENT pneumonia in children

Increase vaccination coverage

Improved vaccination coverage has contributed to significant 
reductions in child deaths, saving two to three million lives a 
year and protecting millions more children from disease and 
disability.10 Immunisation also creates contact points between 
families and health services for the provision of health 
services. Each dollar invested in immunisation in 91 LMICs 
from 2021–30 provides a return of $20 in benefits; this 
increases to $51 when considering broader societal benefits 
of people leading longer and healthier lives.11 

Several vaccines protect against pneumonia: Haemophilus 
influenzae type b (Hib), pneumococcal conjugate vaccines 
(PCV), measles vaccine (MCV), and diphtheria, tetanus and 
pertussis (DTP). However, nearly 20 million children still 
miss out on basic vaccinations, with global coverage of three 
doses of DTP and one dose of the measles vaccine continuing 
to stall at 86% in 2018.12 In 2018, approximately 39 million 
children globally did not receive the recommended three 
doses of the Hib vaccine and 71 million did not receive the 
recommended three doses of PCV, putting them at higher 
risk of pneumonia (Figure 4).13 Many countries still have not 
introduced PCV because of a variety of factors, including 
high vaccine prices, underfunded health budgets, and conflict 

situations.14 Gavi, the Vaccine Alliance, has supported the 
introduction and scale-up of PCV in many low-income 
countries,15 yet lower-middle and middle-income countries 
not eligible for Gavi support are lagging behind.16 In the 
three countries with the highest number of pneumonia 
deaths, PCV coverage is only 57% in Nigeria, 6% in India 
and 79% in Pakistan. 

Children from the poorest families, the most remote areas 
and marginalised groups are left behind in immunisation. 
Survey data across 72 low- and middle-income countries 
from 2012–17, for example, indicate a gap of 25 percentage 
points for DTP3 coverage between children in the poorest 
and richest households.17 

Governments must improve immunisation delivery through 
increasing domestic investment, strengthening primary 
health care, creating a reliable supply chain system, and 
focusing on children missing out. Donors and the global 
health community should support countries to achieve these 
steps, particularly poorer countries and those experiencing 
humanitarian crises. Gavi’s third replenishment, in June 2020, 
must raise at least $7.4 billion to support the delivery of its 
2021–25 strategy to immunise 300 million people and save 
up to eight million lives.18 Donors should make significant 

Source: WHO/UNICEF estimates of national immunisation coverage, 2018 revision

Note: World Bank income groups, 2018

Figure 4: Estimated coverage of pneumonia-fighting vaccines in 2018, by World Bank 
income group
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pledges to Gavi, while ensuring this investment drives a 
strong policy agenda on equity and strengthening primary 
health care systems. In its next strategic period, Gavi aims to 
accelerate improved access to immunisation for the world’s 
poorest children, while leaving a stronger health system in the 
countries it supports. Gavi remains committed to prioritise 
a market-shaping role to improve vaccine affordability and 
access, including accelerating new entrants to the vaccine 
market to ensure genuine competition, which could drive 
down prices and improve quality.

Reduce air pollution 
Air pollution (both indoor and outdoor) is a significant risk 
factor for pneumonia deaths among children.19 The percentage 
of child pneumonia deaths attributable to air pollution varies 
widely across high-burden countries, ranging from 27% in 
Indonesia to 56% in Niger; 20 however, the impact might be 
under- or over-estimated.21 Increasing urbanisation and urban 
population growth in many high-burden pneumonia countries 
may increase the number of children exposed to air pollution.

According to Global Burden of Disease estimates, household 
air pollution from using solid and unclean fuels for cooking 
and heating contributes to 62% of air pollution-related 
child pneumonia deaths, while outdoor pollution, especially 

particulate matter, is a contributory factor in an additional 
38%.22 One of the reasons that air pollution is such a 
major factor is the low level of access to clean fuels and 
technologies for cooking, especially in sub-Saharan Africa. In 
Nigeria, DRC, Ethiopia, Tanzania, Niger, Chad, Burkina Faso, 
Madagascar, South Sudan and Mali, less than 10% of the 
population has access to clean fuels and technologies for 
cooking. This needs to be addressed by governments.23 

Improve access to safe water, sanitation 
and hygiene 
Good hygiene practices help prevent pneumonia and other 
illnesses, including diarrhoea. Studies have shown that 
improved handwashing with soap reduces pneumonia risk 
by up to 50%24 by reducing exposure to bacteria and other 
microbial agents.25 But in least developed countries (LDCs)26 
in 2017, nearly three-quarters of the population lacked 
handwashing facilities with soap and water, and two-thirds 
lacked basic sanitation services at home.27 Lack of water, 
sanitation, and hygiene services in health care facilities places 
newborns and young children at great risk. In LDCs one in five 
health care facilities has no water, sanitation or health care 
waste management services.28  

Jamillah, age six months, is being treated for pneumonia at a hospital in Turkana, Kenya. Photo: Nina Raingold/Save the Children
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PROTECT children from pneumonia

Ensure adequate nutrition

Malnutrition is a risk factor in nearly half of all deaths among 
children under five.29 In 2018, 49 million children suffered 
from wasting and 149 million from stunting.30 A severely 
undernourished child is nine times more likely to die from 
common infections, including pneumonia, compared with 
a well-nourished child.31 Children from the poorest 20% 
of households are more than twice as likely to be stunted 
and have a 40% higher risk of being wasted as those from 
the richest 20%.32 And while around 80% of children who 
complete treatment for severe undernutrition are cured,33 
currently less than 20% of those who need treatment have 
access to it.34

Countries with high burdens of both childhood pneumonia 
deaths and malnutrition, especially acute malnutrition, should 
scale up nutrition-related programmes within primary health 
care, including improving infant and young child feeding, 
nutrition counselling, growth monitoring, and work to 
promote behaviour change around feeding and care seeking. 
Integrated service delivery approaches, such as integrated 
management of child illness (IMCI) and integrated community 
case management (ICCM) are key strategies to address 
pneumonia at the primary health care level and to integrate 
the community-based management of acute malnutrition. 
Financing for nutrition also urgently needs to increase. The 
Tokyo Nutrition for Growth Summit in 2020 is a critical 
opportunity to galvanise world leaders to address the current 

funding deficit.35 This will require significantly increased 
domestic and innovative financing, supported by international 
development assistance. Nutrition financing also needs to 
be better aligned with investments in primary health care to 
achieve universal health coverage.

Improve breastfeeding practices
Newborns are particularly susceptible to infections, and 
pneumonia claimed 153,000 newborn lives in 2018 (6% of 
newborn deaths).36 Babies born to mothers who enter 
pregnancy well-nourished, who receive nutrition services 
during and after pregnancy, and who exclusively breastfeed 
over the first six months of life are less likely to contract 
or die from pneumonia and other infections.37 Immediate 
breastfeeding in the first hours and days of a baby’s life 
provides protection against pneumococcal bacteria and 
other pathogens, and strengthens a baby’s natural defences, 
yet rates of colostrum feeding in many high pneumonia 
risk areas remain too low.38 Breastfeeding exclusively until 
six months of age, and continued breastfeeding with the 
gradual introduction of complementary foods up until two 
years of age or beyond, can similarly reduce the risk of 
babies contracting and dying from pneumonia.39 Despite the 
protective properties of breast milk, less than half of infants 
in low-income countries, and only one third in lower-middle-
income countries, are exclusively breastfed for the first six 
months of life.40

Nakwan, just seven days old, has pneumonia. She is being treated at a health clinic in northern Kenya. Photo: Fredrik Lerneryd/Save the Children
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DIAGNOSE AND TREAT children with pneumonia 

Increase care seeking

Improved care seeking is critical to ensure sick children are 
taken to and seen by a health worker who can effectively 
diagnose and treat them or refer them for special care. 
Globally, only 68% of children with suspected pneumonia 
are taken to a health facility.41 This is far lower in most 
high-burden pneumonia countries – for example, in Somalia 
and Benin, only 46% of children with suspected pneumonia 
are taken for care.42 Just 60% of children with pneumonia 
symptoms from the poorest households and 65% in rural 
areas are taken to a health facility compared with 78% and 
74% of children from the wealthiest and urban households.43 
Improving care seeking requires improved engagement and 
communication with families and communities. 

Scale up integrated service delivery  
and quality of care 
Increased demand for services must be matched by improved 
availability and accessibility of comprehensive, high-quality 
health services, especially for the most deprived and 
marginalised children. It has been shown that a package of 
key interventions delivered at community level, including 

vaccines and treatment for pneumonia, has the largest effect 
on averting deaths among children under the age of five.44 
Expanded access to primary health care at community level 
also requires functioning referral and transport pathways, 
data collection and monitoring. 

IMCI delivered at primary care facilities and ICCM delivered 
by community health workers are critical strategies to 
address pneumonia and other key causes of child illness and 
death. While there has been progress, the coverage of these 
services remains patchy, and only a handful of countries 
have recognised ICCM as a core child survival strategy and 
rolled it out at scale. Over the past years, the Global Fund 
has provided substantial support to the scale-up of ICCM, 
including community health worker training and malaria 
commodities. Yet, the financing of treatments for pneumonia 
and diarrhoea, not supported by the Global Fund, has been 
a major challenge. Very few countries finance community 
case management through their national health budgets. The 
recent successful replenishment effort of the Global Fund 
and upcoming country allocations provide an opportunity 
to again strongly promote ICCM and leverage country 
commitments for child health commodities and services, 
while at the same time clearly defining the overall budget 
needs and resources gaps.

Box 1: 13-day-old Emran recovers from  
severe pneumonia

While community health volunteer Honufa was making 
her regular house-to-house visits in a remote village in the 
Barisal Division of Bangladesh, she found Sharmin worrying 
about her 13-day-old son, Emran. Sharmin complained 
that Emran couldn’t breastfeed, was breathing rapidly, 
and that his chest was drawing in. Honufa immediately 
recognised the danger signs of pneumonia and advised 
Sharmin to go to the nearest community clinic. 

Within 15 minutes of being seen by Naznine, a community 
health care provider at the clinic, Emran was diagnosed 
with pneumonia and treated with his first dose of 
dispersible Amoxicillin. Naznine showed Sharmin how 
to give the tablet at home for the next seven days, and 
explained how to care for Emran at home. Thanks to the 
quick referral, diagnosis and treatment, Emran made a 
full recovery. 

Like all community health care providers in Bangladesh, 
Naznine had received training on the diagnosis and 
management of pneumonia. The Government’s investment 
in strengthening health services at the community level, 
with the support of organisations like Save the Children, 
means that communities now have access to health 
services and a trained health worker closer to home. They 
no longer have to travel to sub-district facilities and bear 
the huge financial burden of hospital treatment. It also 
means that treatment can be started much more quickly. 

Emran, seen here with his mother, Sharmin, was treated for 
pneumonia at a community clinic in Bangladesh. He was referred  
for treatment by a trained community health volunteer.  
Photo: Md. Touqir Islam/Save the Children
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Ensure access to essential commodities 
Detecting and managing child pneumonia is challenging as 
no simple diagnostic test exists, so health workers rely on 
assessing and interpreting signs and symptoms. This carries 
the risk of both under- as well as over-diagnosis and results 
in some children failing to get access to treatment while 
others receive treatments they don’t need, contributing to 
antibiotic resistance and wastage of medicines. Affordable 
and highly effective amoxicillin in dispersible tablet form 
is the recommended first-line treatment for childhood 
pneumonia but coverage remains low in many settings. Of 
great concern is the almost complete lack of access to pulse 
oximetry, a non-invasive mechanism for measuring oxygen 
levels in blood, and the availability of medical oxygen at 
all levels of the healthcare system in high-burden countries, 
meaning that many children die from pneumonia for lack of 
oxygen. Unitaid has recently invested more than $40 million 
to increase access to pulse oximeters in several high-burden 
countries, which could improve the identification and referral 
of very sick children and save many lives. 

Invest in health workers 
A health worker with the right training, skills, medicines and 
supplies, based in a functional health centre or his/her  
community, is needed to prevent and treat pneumonia. 
However, countries are facing severe health workforce 
shortages, with the quantity and quality of health workers 
under threat. Globally, an estimated 18 million more health 
workers are needed by 2030 to reach the SDG targets 
on universal health coverage.45 WHO standards call for a 

minimum of 44.5 doctors, nurses or midwives for every 
10,000 people. Health worker shortages are most widespread 
in low- and middle-income countries.46 Community health 
workers are recognised as a crucial workforce to deliver 
life-saving interventions, yet support for community health 
workers and their integration into health systems and 
communities remain uneven across and within countries.47  

Achieve universal health coverage  
to deliver for all children
Ending preventable child deaths from pneumonia can only 
be achieved if countries make faster progress in achieving 
universal health coverage, and pneumonia will be the litmus 
test of whether universal health coverage can truly deliver 
for all children. Governments have the core responsibility to 
fulfil this right, ensuring children have access to an essential 
package of good-quality health care, free at the point of 
use, prioritising those furthest behind. Health systems must 
deliver good-quality care for children at all levels.48 

While there has been global progress on delivering universal 
health coverage,49 a third of the world’s population (34%) is 
still missing out.50 There are huge variations across countries 
with low-income countries and those affected by conflict 
having the lowest coverage (see Map 1).51 Care-seeking for a 
child showing symptoms of pneumonia is the indicator used 
to monitor ‘child treatment’ in the UHC Service Coverage 
Index. Yet, currently most high‑burden pneumonia countries 
fall far below the target of 90% of children with pneumonia 
symptoms being taken for healthcare.52

Map 1: Universal health coverage across countries

Source: WHO, 2019. Primary health care on the road to universal health coverage: 2019 monitoring report. WHO: Geneva.

Note: This map has been produced by the WHO. The boundaries, colours or other designations or denominations used in this map and the 
publication do not imply, on the part of the World Bank or WHO, any opinion or judgement on the legal status of any country, territory, city or area 
or of its authorities, or any endorsement or acceptance of such boundaries or frontiers.
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Government spending on health care is far too low in many 
parts of the world, resulting in patients picking up the bill 
for their treatment. Governments should increase domestic 
public health expenditure towards a target of 5% of GDP, 
prioritising spending at the primary healthcare level and 
raising revenue in an equitable way. The Global Financing 
Facility for Women’s Children’s and Adolescents’ Health 
has a key role to play in helping countries to grow domestic 
resources and structure health services to reach those left 
furthest behind.

The first-ever UN High-Level Meeting on Universal Health 
Coverage in September 2019 saw the endorsement of a 
Political Declaration53 with commitments on strengthening 
primary healthcare, health financing and leaving no one 
behind. This followed the Astana Declaration in October 
2018, which refocused efforts on primary health care. 
Governments must be held to account to deliver on these 
promises, both at national level and through global reporting 
and accountability mechanisms, such as at the World Health 
Assembly, SDG reporting and UHC2030.54 

Box 2: Addressing pneumonia in humanitarian contexts

Common causes of illness and death are often intensified 
in humanitarian contexts, as are many pneumonia 
risk factors, such as malnutrition, missed vaccination 
opportunities, air pollution, and overcrowding, while health 
systems are at risk of breaking down. Pneumonia is one of 
the top causes of morbidity in crisis contexts, accounting 
for 20–35% of deaths among children under five.55 Four 
out of five countries identified as having exceptionally high 
humanitarian need in 201956 – DRC, Ethiopia, Nigeria and 
South Sudan – are also among the ten countries with the 
highest number of child pneumonia deaths or the highest 
child pneumonia mortality rate.  

Preventing children from becoming sick 
Unvaccinated children are disproportionately found in 
fragile or conflict-affected states. Almost half are in just 
16 countries – Afghanistan, Central African Republic, 
Chad, DRC, Ethiopia, Haiti, Iraq, Mali, Niger, Nigeria, 
Pakistan, Somalia, South Sudan, Sudan, Syria and Yemen. 
Immunisation programmes often come to a halt in 
humanitarian contexts, and when they are reinstated the 
only vaccines reliably and consistently introduced are to 
protect against measles, polio, and tetanus. This is despite 
the Vaccination in Acute Humanitarian Emergencies WHO 
Framework listing other routine vaccines for consideration 
in crises, including PCV.57 

A long-standing barrier to PCV use in in the humanitarian 
context has been price. After sustained advocacy on this 
front, in 2016 GSK and Pfizer committed to offer their 
PCV vaccines at the lowest global price in humanitarian 
settings. Save the Children, Médecins Sans Frontières, 
WHO and UNICEF set up the Humanitarian Mechanism58 
to operationalise these commitments. Two years in, 
the mechanism has contributed to the immunisation of 
around 647,000 children and has the potential to increase 
immunisation access significantly in the future. 

Diagnosing and treating children 
While health systems may break down or become 
inaccessible to large parts of the population during 
humanitarian crises, it has been shown that community 
health workers have the potential to provide continued 
services, including ICCM, creating a lifeline of health 
care provision to affected populations. ICCM is a critical 
approach to helping reach the most deprived and 
marginalised children and it should be prioritised and 
strengthened in humanitarian responses. Concerted effort is 
needed to overcome challenges to delivering ICCM in these 
situations, such as obstacles to accessing referral centres, 
medicine and supply shortages, disrupted supervision, 
increased demand on community health workers and 
security threats for patients and health workers.59

One-year-old Luc is treated for severe pneumonia at a hospital in the DRC; his mother, Makenda, waits at his side. Photo: Jonathan Hyams/Save the Children
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INNOVATE to improve access to affordable and  
cost-effective pneumonia technologies and services

Only 3% of global infectious disease research spending 
is currently allocated to pneumonia,60 despite pneumonia 
causing 15% of deaths in children under the age of five. 
Innovations can catalyse and accelerate progress, but there 
must be an emphasis on innovations that will meet the needs 
of high-burden countries and improve equity. 

New vaccines targeting the leading viral cause of pneumonia 
(Respiratory Syncytial virus, RSV) are in the final stages 
of development, and new technologies that would reduce 
reliance on cold chain vaccine storage are showing great 
promise. Research is also under way to help identify optimal 
PCV mass immunisation strategies for crisis-affected 
populations, as well as looking at the potential of one-off  
PCV campaigns amongst displaced populations. 

There is an urgent need for cost-effective diagnosis of 
illnesses such as pneumonia. Devices that measure  
respiratory rate, plus pulse-oximetry and other vital signs, 

such as temperature and pulse rate, are advancing rapidly 
and need to be incorporated within health services. Lung 
ultrasound – more portable and less dangerous and costly 
than x-ray imaging – has been shown to be feasible in 
low‑resource settings.61

Promising treatment innovations include ways to produce, 
store, deliver and transport medical oxygen, more robust 
ventilation support systems and simplified antibiotic 
treatment schedules with child-friendly formulations. 
However, there is an alarming lack of an antibiotic drug 
pipeline in an age of antimicrobial resistance; this problem 
must be addressed. There is also a need for innovations  
that can reduce two of the leading risk factors for child 
pneumonia death – wasting and poor air quality. All of 
these areas should be the focus of increased research and 
development in the years ahead. Public–private partnerships 
have a role to play in supporting this. 

Sohai, age two, being treated for acute pneumonia at a primary health centre in Cox’s Bazar, Bangladesh. Photo: Jonathan Hyams/Save the Children
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The time to act is now – The 
Fighting for Breath Global Forum

With ten years left to deliver on the SDGs – and five on the 
GAPPD targets – now is the time to act to reduce pneumonia 
deaths and improve child survival. Failure to do so could leave 
11 million children robbed of their futures.62 The Fighting for 
Breath Global Forum on Childhood Pneumonia, taking place 
from 29–31 January 2020 in Spain, is a critical opportunity 
to galvanise urgently needed national action and mobilise 
country governments, development partners and the donor 
community. The Forum will also demonstrate the power of 
partnerships, such as the Every Breath Counts coalition.63 

The Global Forum continues the work of the Global 
Conference on Primary Health Care and the UN High-Level 

Meeting on Universal Health Coverage, where governments 
made commitments that must now be translated into action 
and monitored. The Global Forum will also take place in 
the run-up to the Gavi replenishment in June 2020 and the 
Tokyo Nutrition for Growth Summit later in 2020 and will 
encourage donors to support governments by strengthening 
immunisation, nutrition, primary health care and universal 
health coverage. The Forum is a real opportunity to galvanise 
action on combatting child pneumonia. We encourage 
governments and partners to drive progress towards a world 
in which no child dies needlessly of pneumonia.

A global call to action on childhood pneumonia
1.	 Develop pneumonia control strategies as part of wider plans for universal health coverage and commit to 

reducing child pneumonia deaths to fewer than three per 1,000 live births, the target set by the Integrated Global 
Action Plan for Pneumonia and Diarrhoea (GAPPD).

2.	 Strengthen quality primary health care and action on pneumonia as part of national multi-sectoral plans 
and through integrated strategies (including nutrition, water, sanitation and hygiene, and air pollution), including at 
community level, focusing on the most deprived and marginalised children.

3.	 Increase domestic government investment in health and nutrition (to at least 5% of GDP on health) and 
ensure that increased spending improves access to child health and nutrition services, including by removing user fees, 
addressing non‑financial barriers to accessing care, and prioritising primary health services.

4.	 Improve health governance by ensuring accountability, transparency and inclusiveness in planning, budgeting and 
expenditure monitoring, including for pneumonia control strategies.

5.	 Accelerate vaccination coverage by supporting Gavi’s 2020 replenishment and ensuring the investment drives 
more equitable vaccination coverage and improves vaccine affordability. 

6.	 Enhance official development assistance by increasing allocations to child health services and advancing the 
achievement of universal health coverage (aligned with national priorities and plans), including through pledges as part 
of Gavi replenishment and Nutrition for Growth.

7.	 Engage the private sector to improve access to affordable, quality vaccines, diagnostic tools, new antibiotics, 
medicines and medical oxygen, especially for the most deprived and marginalised children.

8.	 Measure and report progress in achieving universal health coverage to promote accountability for the 
development of stronger health systems that deliver quality primary health care and reduce child deaths, including 
from pneumonia, as well as against SDG child survival and GAPPD targets. 

9.	 Prioritise research, development and innovation to improve access to the most affordable and cost-effective 
pneumonia prevention, diagnosis, referral and treatment technologies and services.

10.	 Champion multi-sectoral partnerships between the child health and nutrition communities and the broader 
infection control, clean air, water, sanitation and hygiene, and development financing communities.
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Annex 1 – Pneumonia high-burden 
countries64

Country Number of 
under-five 
deaths from 
pneumonia 
(2018) 

Under-five 
mortality 
rate due to 
pneumonia 
per 1,000 live 
births (2018)

Percentage 
of under-five 
deaths due to 
pneumonia 
(2017)

Average 
annual rate 
of reduction 
in pneumonia 
deaths  
2000–18 (%)

Year country 
is expected to 
reach the 2025 
GAPPD target 
at current rate 
of progress

Nigeria 161,515 21.7 18.6 1.5 Later than 2050

India 126,535 5.2 14.3 6.7 2026

Pakistan 57,970 9.7 14.2 4.4 2044

DRC 39,796 11.5 13.4 3.0 Later than 2050

Ethiopia 32,006 9.0 16.8 6.4 2035

Indonesia 19,152 4.0 15.8 4.8 2024

China 18,382 1.1 12.6 10.7 2009

Chad 17,783 27.2 23.7 1.6 Later than 2050

Angola 16,270 12.9 17.3 6.4 2040

Tanzania 15,288 7.4 14.3 6.2 2032

Somalia 15,165 24.1 20.7 2.1 Later than 2050

Niger 12,803 12.3 15.5 6.8 2038

Mali 12,557 15.8 16.7 4.7 Later than 2050

Bangladesh 11,967 4.1 13.5 8.1 2022

Sudan 11,463 8.5 14.4 5.3 2037

Afghanistan 11,086 9.2 14.9 5.1 2039

Mozambique 10,206 9.2 12.9 4.4 2043

Côte d’Ivoire 10,142 11.3 14.4 1.7 Later than 2050

Uganda 10,065 6.2 13.6 6.9 2028

Cameroon 9,955 11.1 15.0 4.7 2045

Philippines 9,919 4.5 15.8 3.2 2031

Kenya 8,856 6.0 14.7 5.8 2029

Guinea 8,072 17.8 18.2 1.9 Later than 2050

South Sudan 7,641 19.7 20.3 3.0 Later than 2050

Benin 5,193 12.5 13.8 3.4 Later than 2050

Haiti 3,643 13.5 20.9 3.5 Later than 2050

Sierra Leone 3,491 13.6 13.2 5.3 2046

Central African Republic 2,949 17.8 15.5 1.3 Later than 2050

Equatorial Guinea 539 12.4 15.0 3.1 Later than 2050

Comoros 315 11.9 17.9 3.0 Later than 2050
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