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TWELFTH MEETING 

Saturday, 21 January 2012, at 14:30 

Chairman: Dr B.S. DANKOKO (Senegal) 

TECHNICAL AND HEALTH MATTERS: Item 6 of the Agenda (continued) 

Substandard/spurious/falsely-labelled/falsified/counterfeit medical products: report of the 
Working Group of Member States: Item 6.13 of the Agenda (Documents EB130/22 and 
EB130/22 Add.1) (continued) 

Dr REN Minghui (China), recalling his proposal at the previous meeting to add the words “on a 
voluntary basis” to the beginning of subparagraph 6(1) of the draft resolution, said that the amendment 
was in line with the content of Appendix 2 of document EB130/22. 

Dr AZODOH (Nigeria), speaking on behalf of the Member States of the African Region, 
endorsed the draft resolution and, in particular, the recommendation to establish a Member State 
mechanism for international collaboration regarding substandard/spurious/falsely-
labelled/falsified/counterfeit medical products. Was the offer by the Government of Argentina to host 
the first meeting of the mechanism, which she supported in principle, in conformity with the proposed 
terms of reference? 

Mr NEVES SILVA (Brazil)1 welcomed the offer of the Government of Argentina to host the 
first meeting of the proposed new Member State mechanism. In its technical work, the mechanism 
would be more effective if it focused on identifying the behaviours and actions to be prevented, which 
would provide an objective approach to the problem, rather than seeking concepts to define potentially 
irregular products. 

The relationship between WHO and the International Medical Products Anti-Counterfeiting 
Taskforce, was the one issue still dividing the Member States and which, if left unresolved, might 
threaten the unity of the new Member State mechanism. Member States should be prepared to take a 
decision on the matter at the Sixty-fifth World Health Assembly. 

Efficient prevention of substandard, spurious, falsely-labelled, falsified and counterfeit medical 
products could only be achieved by combating the root cause of the problem: unequal access to 
essential medicines. Trade in falsified medicines could not thrive where high-quality, affordable 
medicines were available to all. 

Mrs DABRE (Burkina Faso)1 said that the scourge of substandard, spurious, falsely-labelled, 
falsified and counterfeit medical products, affected all individuals, regardless of their social status. 
Burkina Faso, a poor country at the crossroads of several trading routes, was not spared from the 
problem, and falsified medicines could be found widely. The organized illegal sale of such products 
was an ever-increasing challenge to the state of law, good governance and the right to health, 
adversely affecting efforts to attain the Millennium Development Goals. 
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Substandard, spurious, falsely-labelled, falsified and counterfeit medical products could be 
eliminated through cooperation between rich and poor countries. In recent years, various declarations 
and resolutions at the international and regional levels had called on States to put a stop to trafficking 
in falsified medicines, and the Cotonou Declaration on fake medicines (2009) made recommendations 
to that end. The Ouagadougou Round Table on fake medicines in West Africa (Ouagadougou,  
27–29 September 2011) had led to the formulation of a subregional strategy for joint action against 
spurious medical products and the establishment of a platform for coordination with technical and 
financial partners and the private sector. 

Mr AGHAZADEH KHOEI (Islamic Republic of Iran)1 welcomed the report of the Working 
Group and its recommendation to establish a new Member State mechanism to tackle the problem 
from a public health perspective. The insufficiency of funding for the Organization’s work on the 
quality, safety and efficacy of medicines was a concern, made even more troubling by the expectation 
of Member States that the Secretariat should continue to play an active role in strengthening national 
health surveillance systems and drug regulatory authorities, as well as promoting access to medicines. 
The proposed mechanism should considerably increase collaboration between Member States and the 
Secretariat, and should serve as the sole official international mechanism for the prevention and 
control of substandard, spurious, falsely-labelled, falsified and counterfeit medical products. 

Mr KAZI (Bangladesh)1 said that the Working Group’s recommendations should further 
strengthen the Organization’s efforts to ensure the availability of and access to good quality, safe and 
effective medicines. The nine objectives proposed for the Member State mechanism offered a sound 
basis for revitalizing WHO’s efforts to stop the spread of falsified medicines. Discussion of the 
definitions of such products should be conducted by the Member State mechanism, in a constructive 
and inclusive manner. 

It was regrettable that the Working Group had not made recommendations on the 
Organization’s relationship with the International Medical Products Anti-Counterfeiting Taskforce. 
Once the Member State mechanism had been established, WHO would have legitimate grounds for 
disengaging from that entity, thereby correcting the imbalance that had given rise to the establishment 
of the Working Group in the first place. 

He thanked the representative of Argentina for his Government’s offer to host the first meeting 
of the proposed Member State mechanism, and encouraged the Secretariat to provide support to least 
developed countries for travel costs. 

The Secretariat should continue its efforts to enhance the capacity of countries, in particular 
least developed countries, to regulate access to quality, safe, efficient and affordable medical products. 

Mr CAVALERI (Argentina)1 affirmed that his Government would cover the cost of the first 
meeting of the Member State mechanism, in accordance with the usual standards applicable to a 
meeting of that type organized by a Member State in cooperation with WHO. Further details would be 
provided before the next Health Assembly. 

Dr CHUTIMA AKALEEPHAN (Thailand)1 endorsed the views of the members for India and 
Bangladesh and expressed particular concern about WHO’s continuing relationship with the 
International Medical Products Anti-Counterfeiting Taskforce. She asked the Director-General to 
monitor closely the progress of the proposed new Member State mechanism, which she supported, in 
order to ensure that it produced timely results. 
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Ms GAL (International Pharmaceutical Federation), speaking at the invitation of the 
CHAIRMAN and on behalf of the members of the World Health Professions Alliance, agreed on the 
need to strengthen national capacities in regulatory oversight and quality control but, because national 
law was applicable only in the country promulgating it, international law had to pick up where 
national law left off. She proposed adding an additional objective for the proposed Member State 
mechanism: establishment of an expert group to consider the feasibility of a public health treaty to 
combat substandard, spurious, falsely-labelled, falsified and counterfeit medicines, similar to the 
WHO Framework Convention on Tobacco Control. She proposed also the insertion in the draft 
resolution of a new subparagraph 7(3) requesting the Director-General to report on the findings of the 
proposed expert group. 

The emergence of media such as the Internet through which substandard, spurious, falsely-
labelled, falsified and counterfeit medications might be traded called for additional expertise, and she 
asked Member States to ensure that the new mechanism was open to civil society, with the appropriate 
safeguards against conflict of interest. 

Mr MWANGI (International Alliance of Patients’ Organizations), speaking at the invitation of 
the CHAIRMAN, said that, because the subject of the agenda item called for immediate action, he 
welcomed the draft resolution, which reaffirmed WHO’s fundamental role in ensuring the quality, 
safety and efficacy of medical products. A global, multistakeholder approach was essential to stop the 
proliferation of falsified products, which meant that the proposed new Member State mechanism 
should be open to stakeholders with the relevant expertise as well as patients. 

Ms WANIS (Churches’ Action for Health), speaking at the invitation of the CHAIRMAN and 
also on behalf of the People’s Health Movement and the Third World Network, said that efforts to 
reduce the price of medicines and build regulatory capacities were urgently needed. If patients’ needs 
were met promptly through regular channels, criminal activities would be less attractive. Enforcement 
agencies were unlikely to deal with issues of quality in the absence of adequate regulatory support. 
Some developed countries were promoting enforcement of intellectual property rights as a solution but 
that simply tended to create barriers to access rather than improving quality. A few months earlier 
some 50 nongovernmental organizations had called on WHO to disengage from the International 
Medical Products Anti-Counterfeiting Taskforce, which was in practice an initiative for enforcing 
intellectual property rights and lacked legitimacy. Once established, the Member State mechanism 
could tackle relevant issues in a more credible and inclusive manner. The Secretariat should revitalize 
its medicines programme which had had to abandon technical support to countries because of lack of 
funding. 

Dr JESSE (Estonia) asked the Legal Counsel whether there was any precedent for the 
amendment proposed by the member for China to paragraph 6 of the draft resolution, and whether it 
would change the overall meaning of the paragraph. 

The Working Group had agreed that the default venue for any meeting should be Geneva. 
Would holding the first meeting of the proposed Member State mechanism in Argentina be in line 
with the wishes of the Group? 

Ms WISEMAN (Canada) observed that the voluntary nature of paragraph 6 was already implied 
by the word “URGES” and the amendment proposed by the member for China was consequently 
unnecessary. 

Mr McIFF (United States of America) also requested clarification about the amendment 
proposed by the member for China, and urged the Board to be flexible in its consideration of the draft 
resolution. 
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He agreed with the proposal made by the member for Norway in the previous meeting that, once 
the Member State mechanism had been endorsed by the Health Assembly, an organizational meeting 
could be held in Geneva before the first session was held in Argentina. Holding the meeting outside 
Geneva was in line with the proposed terms of reference for the Member State mechanism. 

Dr REN Minghui (China), explaining his proposed amendment, said that as participation in the 
Member State mechanism was to be open-ended, insertion of the words “on a voluntary basis” at the 
beginning of paragraph 6(1) only underscored the nature of the process. 

Mr BURCI (Legal Counsel) said that he was unaware of any precedent for the wording “on a 
voluntary basis”, but reminded Member States that they were in the process of establishing an entirely 
new mechanism. Nevertheless, since any paragraph beginning with the word “URGES” did not imply 
a binding commitment, the amendment proposed by the member for China would only emphasize the 
existing meaning. 

Dr ETIENNE (Assistant Director-General) thanked participants for their continuing 
commitment to ensuring access to safe, quality and efficacious medical products, and the Working 
Group for its guidance on the way to deal with a significant public health problem. Several speakers 
had pointed to the need to increase the funding allocated to the Secretariat’s work in that area. 
However, much of the work on essential medical products related to norms and standard setting, 
which was regarded as one of the Organization’s core tasks, and for which it was difficult to obtain 
extrabudgetary resources. The regular budget allocation for essential medicines and pharmaceutical 
policies had remained constant over the past three bienniums at US$ 6.8 million, which constituted 
10% of the total budget for strategic objective 11 in the Programme budget 2012–2013. The terms of 
reference of the new Member State mechanism would need to be clarified, in order to enable accurate 
forecasts of the cost of an annual meeting and other working groups to be made and to determine the 
amount that would not be covered by the regular budget. 

The CHAIRMAN took it that the Executive Board wished to adopt the resolution, as amended. 

The resolution, as amended, was adopted.1 

Consultative expert working group on research and development: financing and coordination: 
Item 6.14 of the Agenda (Document EB130/23) 

Mrs SY (Senegal), speaking on behalf of the Member States of the African Region, recalled the 
Consultative Expert Working Group’s regional consultation with the African Region (Abidjan, 
Côte d’Ivoire, 27 August 2011) to review approaches to financing research and development and 
consider ways of implementing them in the Region. Eight main recommendations had been agreed: 
end data exclusivity; establish a patent pool, with the full knowledge of African manufacturers and 
their provision with the capacity to access its services; create open sources with a view to coordinating 
and improving access to health research results and opportunities of interest to the Region; study 
existing international funds and projects scheduled for implementation in the Region; create grants and 
build capacities of developing country organizations to apply for such grants; institute awards for 
innovative research and development; give high priority in the Region to procurement agreements; and 

                                                      
1 Resolution EB130.R13. 
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promote regulatory harmonization not just at the international level, but at the regional and 
subregional levels. 

Research and development at the national level were essential. Member States in the Region 
would consequently be regularly reminded of their commitments, in particular, to allocate to health 
research 5% of the budget for projects financed by health sector development partners and at least 2% 
of the overall budget of the health ministry. 

Dr NIE Jiangang (China) noted that the Working Group had successfully concluded its mandate 
in a timely and transparent manner. Looking forward to reading the final report, he asked why reports 
were missing from two regions, and whether those regional consultations had already been held. 

Dr LARSEN (Norway) said that he looked forward to the final report in April 2012 and asked, 
in view of the complex nature of the subject, that the Secretariat organize an informal meeting to 
enable Member States to prepare adequately for a substantive discussion of the subject at the 
Sixty-fifth World Health Assembly. 

Professor PRASAD (India) welcomed the transparency with which the Working Group had 
fulfilled its mandate, avoiding conflict of interest. He looked forward to the final report. He also 
welcomed the recommendation to develop a legally binding global convention on research and 
development for Type II and Type III diseases and the specific needs of developing countries relating 
to Type I diseases. The principles underlying such a convention, which included de-linkage, open 
knowledge, competition, enhanced access and strengthening of innovation capacity in developing 
countries, warranted consideration. Any such agreement should call for increased investment and the 
transparent redistribution of resources. 

The WTO’s Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS) in 
1994 had required major producing countries, such as India, to begin granting patents. The subsequent 
Doha Declaration on the TRIPS Agreement and Public Health, in 2001, had clarified that patents 
should not prevent access to affordable medicines, outlining several safeguards that countries could 
use in that regard, including compulsory licences and patent laws that prioritized public health. 
However, newer medicines for HIV, malaria and tuberculosis, that were needed because of resistance 
and side effects, were increasingly being patented in developing countries, meaning they would not be 
produced as affordable generic medicines. 

His Government was committed to increasing funding for the health sector, making it a priority 
for financing in the next five-year planning cycle from 2012. Better research focus, facilitated by 
sustainable financing and increased global coordination, would guarantee better health coverage and 
access to affordable medicines. 

Mr DÍAZ ANAIZ (Chile) said that his country’s National Health Strategy 2011–2020 defined a 
results-based strategy framework for health research, with identified strategic objectives. It set defined 
priorities, promoted targeted research, provided for periodical evaluation of existing research capacity, 
and encouraged information transfer to facilitate decision making. In 2004, the National Fund for 
Health-related Research and Development had been established to finance research, supported by the 
Ministry of Health and the National Commission for Research, Science and Technology. The national 
health system had a private component, which had to be taken into account when developing strategies 
to strengthen research. He looked forward to receiving the final report of the Working Group. 

Mr KOLKER (United States of America) said that he awaited the Working Group’s final report 
before commenting on specific recommendations. He welcomed the progress made by WHO on the 
financing and coordination of research and development and the various international partnerships 
established to increase access to medicines and vaccines. His country had good public and private 
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sector investment in health research. He supported the realistic proposals to finance research and 
development in those diseases that had not had major research investments, irrespective of the 
Working Group’s final decision. He welcomed the decision to create a patent pool (WIPO Re:Search) 
administered by the United Nations to encourage research into neglected tropical diseases and to 
promote innovation on new medications, vaccines and diagnostics for those diseases as well as for 
malaria and tuberculosis. 

Ms WISEMAN (Canada) welcomed the fact that Working Group’s work had included review of 
submissions from the general public and that there had been comprehensive regional consultations. 
She too awaited the final report, and supported the proposal of the member for Norway to hold an 
informal meeting before the Health Assembly. 

Dr SILBERSCHMIDT (Switzerland) likewise awaited the final report, but from the information 
provided so far, he considered that all the recommendations would merit thorough examination by 
Member States. He supported the proposal by the member for Norway to hold an informal briefing for 
Member States, but warned that there might be insufficient time for a detailed review of the final 
report before the Sixty-fifth World Health Assembly. Consequently, it might be necessary to design a 
one-year process to enable Member States to prepare a decision on the Working Group’s conclusions 
that would include an answer to the question of whether it would be appropriate to start negotiations 
on an international convention. He requested the Secretariat to draft a procedural resolution or 
decision to take note of the report, request the Director-General to hold informal consultations with 
Member States, and postpone substantive discussion of the report to the Sixty-sixth World Health 
Assembly, thereby ensuring that all recommendations were given equal consideration, instead of 
forcing Member States to make rushed decisions. 

Dr TAKEI (Japan) said that the Working Group had received some interesting 
recommendations; for example, WHO should use existing structures, such as the Advisory Committee 
on Health Research and similar regional committees, to advise governments. WHO should also 
expand its information sharing and its monitoring and evaluation function, including the Global Health 
Observatory. However, other recommendations needed further study in order to determine targeted 
and feasible future steps for enhancing research and development for Type II and Type III diseases. 

Dr NASHER (Yemen), speaking on behalf of the Member States of the Eastern Mediterranean 
Region, expressed appreciation for the publication of the Working Group’s documents on the WHO 
web site, and said that, following regional consultations, he approved the working group’s report. The 
Region would support a continuation of the work of the Working Group, either through meetings or 
electronically, as constant global political, social, economic and epidemiological changes meant 
research and development activities must evolve, including the development of public–private 
partnerships. It was to be hoped that its final report would emphasize issues relating to trade-related 
and other aspects of intellectual property. He asked the Director-General to continue to provide 
support to Member States in drawing up appropriate public health plans, taking into account the links 
between health development, research and development and intellectual property that were required to 
improve health for all. 

Dr JESSE (Estonia) agreed with the proposal by the member for Norway to hold an informal 
meeting on the Working Group’s report to facilitate Member States’ preparations for the Health 
Assembly. She also supported what she had understood to be a proposal by the member for 
Switzerland to hold discussions on the Group’s recommendations at the regional committees. 



EB130/PSR/12 

7 

Dr SILBERSCHMIDT (Switzerland) explained that the reference to regional committees had 
been in his original statement. He would support any process that involved either regional or informal 
consultations. The aim of his proposal was to ensure that Member States had sufficient time to 
consider which of the Working Group’s recommendations merited decision and follow-up; the 
regional committees offered a further opportunity to consult between the Health Assembly and the 
subsequent session of the Board in January. 

Mrs ESCOREL DE MORAES (Brazil)1 noted that 2000 million people, most of them living in 
poverty in developing countries, were still deprived of access to essential medicines. The benefits of 
human progress should be available to all. The global strategy on public health, innovation and 
intellectual property, adopted in resolution WHA61.21, aimed at developing innovative products, 
mechanisms and solutions and improving access to medicines. The Consultative Expert Working 
Group had been established to stimulate and assess innovative ideas, and, based on its preliminary 
reports, it had fulfilled its mandate in a transparent and productive manner, including evaluating 
proposals to remove the link between research and development and the price of medicines. All 
proposals that best met the criteria for evaluation would undoubtedly be considered by Member States, 
so as to promote access to medicines and fill gaps in knowledge and technology between countries. 
She welcomed the several proposals to hold a briefing on the Group’s final report before the Health 
Assembly. 

She said that she understood the reason for the proposal by the member for Switzerland, but it 
was not for the Board to change any mandate that had been decided by the Health Assembly. The 
Working Group’s final report should therefore be presented to the Sixty-fifth World Health Assembly, 
which could decide how to proceed. She did not favour discussing the recommendations in the 
regional committees. 

Mr ROSALES LOZADA (Plurinational State of Bolivia)1 welcomed the transparent and 
inclusive manner in which the Working Group had fulfilled its mandate, which contrasted with the 
way of working of the former Expert Working Group on Research and Development Financing. When 
the current consultative process had begun, his Government had submitted five proposals for seeking 
new sources of funding and innovative mechanisms to stimulate research and development in areas 
related to diseases particularly affecting developing countries and that did not satisfy the market 
criteria that usually guided research and development undertaken by the pharmaceutical industry. The 
primary goal had been to remove the link between research and development and the price of 
medicines. It was important to ensure that medicines and health care were accessible to all, especially 
the poor and not only those who could pay. 

He supported the proposal made by the member for Norway to hold a briefing on the Group’s 
final report, which would enable Member States to make informed decisions during the Sixty-fifth 
World Health Assembly. He also agreed with the comments made by the representative of Brazil that 
the Board should not amend a mandate given by the Health Assembly. 

Dr AGUILAR (Ecuador) supported the comments made by the representatives of Brazil and 
Bolivia. 

Dr SILBERSCHMIDT (Switzerland) said that his intention had been to ensure constructive 
discussions, but that he understood that some Member States preferred not to change decisions made 
by the Health Assembly. As a result, informal consultations would be essential to agree on a Member 
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State-driven process, with representatives from all regions, to ensure that discussions at the Health 
Assembly were as productive as possible. 

Mr LOVE (CMC – Churches’ Action for Health), speaking at the invitation of the 
CHAIRMAN, said that he expected the Working Group to recommend a start to intergovernmental 
negotiations on a binding research and development convention that would meet the need for 
sustainable sources of finance. Such a convention should also encompass elements of WHO’s global 
strategy on public health, innovation and intellectual property, including de-linking product prices and 
research and development and transfer of technology. He backed the suggestion to hold a briefing on 
the final report of the Working Group and any proposal for a research and development convention 
before the Sixty-fifth World Health Assembly. 

Dr KIENY (Assistant Director-General) thanked speakers for their comments. She recalled the 
Consultative Expert Working Group’s transparent conduct of its work, and noted that a consensus had 
been reached on all the recommendations to be made to the Health Assembly. She would arrange for a 
briefing and informal consultations to be held before the next Health Assembly on the final report, the 
recommendations contained therein and their implications. Referring to the comments made by the 
member for Japan, she said that the reasons behind all the recommendations would be explained in the 
report. 

Responding to the request for clarification from the member for China about the two regional 
consultations that had not been held, she said that members of the Working Group from the Eastern 
Mediterranean Region had been unable to schedule a meeting. Within the European Region, a 
consultation had been held during the 7th European Congress on Tropical Medicine and International 
Health (Barcelona, Spain, 3–6 October 2011), which had enabled Working Group members from that 
Region to discuss the proposals and submit comments. 

The CHAIRMAN took it that the Executive Board wished to take note of the report. 

The Board noted the report. 

WHO’s response, and role as the health cluster lead, in meeting the growing demands of health 
in humanitarian emergencies: Item 6.15 of the Agenda (Document EB130/24) 

The CHAIRMAN, recalling that it was the anniversary of the two major earthquakes of January 
and February 2010 in Haiti and Chile, respectively, pointed out that, although the latter had been of a 
greater magnitude than the former, the number of fatalities had been far lower, owing, in part, to better 
disaster preparedness. In the wake of those emergencies, WHO and the humanitarian relief community 
had developed new models to improve the speed and coordination of response activities. He drew 
attention to a draft resolution proposed by Finland on behalf of the 27 Member States of the European 
Union, Japan, Norway and the United States of America, which read: 

The Executive Board, 
PP1 Recognizing that humanitarian emergencies result in avoidable loss of life and 

human suffering, weaken the ability of health systems to deliver essential life-saving health 
services, produce setbacks for health development and hinder the achievement of the 
Millennium Development Goals; 

PP1bis  Reaffirming the principles of neutrality, humanity, impartiality and independence 
in the provision of humanitarian assistance, and reaffirming the need for all actors engaged in 
the provision of humanitarian assistance in situations of complex humanitarian emergencies and 
natural disasters to promote and fully respect these principles; 
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PP2 Recalling Article 2(d) of the Constitution of the World Health Organization on the 
mandate of WHO in emergencies, and resolutions WHA58.1 on health action in relation to 
crises and disasters and WHA59.22 on emergency preparedness and response;1 

PP3 Recalling United Nations General Assembly resolution 46/182 on the 
strengthening of the coordination of humanitarian emergency assistance of the United Nations, 
confirming the central and unique role for the United Nations in providing leadership and 
coordinating the efforts of the international community to support countries affected by 
humanitarian emergencies, establishing the Inter-Agency Standing Committee, chaired by the 
Emergency Relief Coordinator, supported by the United Nations Office for the Coordination of 
Humanitarian Affairs; 

PP4 Recalling the humanitarian response review in 2005, led by the Emergency Relief 
Coordinator and by the Principals of the Inter-Agency Standing Committee aiming at improving 
urgency, timeliness, accountability, leadership and surge capacity, and recommending the 
strengthening of humanitarian leadership, the improvement of humanitarian financing 
mechanisms and the introduction of the cluster system as a means of sectoral coordination; 

PP5 Taking note of the Inter-Agency Standing Committee Principals’ Reform Agenda 
2011–2012 to improve the international humanitarian response by strengthening leadership, 
coordination, accountability, building global capacity for preparedness and increasing advocacy 
and communications; 

PP6 Recognizing United Nations General Assembly Resolution 60/124 and WHO’s 
subsequent commitment to supporting the Inter-Agency Standing Committee transformative 
humanitarian agenda and contributing to the implementation of the Principals’ priority actions 
designed to strengthen international humanitarian response to affected populations; 

PP7 Recognizing also that it is the national authority that has the primary responsibility 
to take care of victims of natural disasters and other emergencies occurring on its territory, and 
that the affected State has the primary role in the initiation, organization, coordination, and 
implementation of humanitarian assistance within its territory; 

PP8 Taking note of the 2011 Inter-Agency Standing Committee guidance note on 
working with national authorities, that clusters should support and/or complement existing 
national coordination mechanisms for response and preparedness and where appropriate, 
government, or other appropriate national counterparts should be actively encouraged to 
co-chair cluster meetings with the Cluster Lead Agency; 

PP9 Recalling resolution WHA64.10 on strengthening national health emergency and 
disaster management capacities and resilience of health systems, that urges Member States, inter 
alia, to strengthen all-hazards health emergency and disaster risk-management programmes; 

PP10 Reaffirming that countries are responsible for ensuring the protection of the health, 
safety and welfare of their people and for ensuring the resilience and self-reliance of the health 
system, which is critical for minimizing health hazards and vulnerabilities and delivering 
effective response and recovery in emergencies and disasters; 

PP11 Recognizing the comparative advantage of WHO through its presence in, and its 
relationship with Member States, and through its capacity to provide independent expertise from 
a wide range of health-related disciplines, its history of providing the evidence-based advice 
necessary for prioritizing effective health interventions, and that the Organization is in a unique 
position to support health ministries and partners as the global health cluster lead agency in the 
coordination of preparing for, responding to and recovering from humanitarian emergencies; 

                                                      
1 Resolutions WHA34.26, WHA46.6, WHA48.2, WHA58.1, WHA59.22 and WHA64.10 reiterate WHO’s role in 

emergencies. 
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PP12 Recalling WHO’s reform agenda and the 2011 Report by the Director-General on 
Reforms for a Healthy Future,1 which led to the creation of a new WHO cluster, Polio, 
Emergencies and Country Collaboration, aimed at supporting regional and country offices to 
improve outcomes and increase WHO’s effectiveness at the country level, by redefining its 
commitment to emergency work and placing the cluster on a more sustainable budgetary 
footing; 

PP13 Welcoming the 2011 reform transforming the WHO cluster Health Action in Crisis 
into the Emergency Risk Management and Humanitarian Response department as a means of 
implementing these reforms, ensuring that the Organization becomes faster, more effective and 
more predictable in delivering higher quality response in health, and that the Organization holds 
itself accountable for its performance; 

PP14 Recalling resolutions WHA46.39 on health and medical services in times of armed 
conflict; WHA55.13 on protection of medical missions during armed conflict; and the United 
Nations General Assembly resolution 65/132 on safety and security of humanitarian personnel 
and protection of United Nations personnel, considers that there is a need of systematic data 
collection on attacks or lack of respect for patients and/or health workers, facilities and 
transports in complex humanitarian emergencies, 

1. CALLS ON Member States and donors: 
(1) to allocate resources for the health sector activities during humanitarian 
emergencies through United Nations Consolidated Appeal Process and Flash Appeals, 
and for strengthening the Organization’s institutional capacity to exercise its role as the 
Global Health Cluster Lead Agency and to assume health cluster lead in the field; 
(2) to encourage all humanitarian partners, including nongovernmental organizations, 
to participate actively in the health cluster coordination and ensure that their humanitarian 
interventions are carried out in accordance with the plans, standards and guidelines 
agreed through the consultative process within the health cluster, and to underscore the 
importance of the cluster level accountability; 
(3) to strengthen the national level risk management, health emergency preparedness 
and contingency planning processes and disaster management units in the health ministry, 
as outlined in resolution WHA64.10, and as part of the national preparedness planning, 
with the Office for the Coordination of Humanitarian Affairs where appropriate, identify 
in advance the best way to ensure that the coordination between the international 
humanitarian partners and existing national coordination mechanisms will take place in a 
complementary manner to guarantee an effective and well-coordinated humanitarian 
response; 
(4) to build the capacity of national authorities at all levels in managing the recovery 
process in synergy with the longer-term health system strengthening and reform 
strategies, as appropriate, in collaboration with WHO and the health cluster, keeping also 
in mind the 2011 Inter-Agency Standing Committee guidance note on working with 
national authorities; 
(5) to cooperate with WHO and other relevant stakeholders in developing the 
collection of data on attacks on, or lack of respect for, patients and/or health workers’ 
facilities and transport in complex humanitarian emergencies; 

                                                      
1 Document A64/4. 
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2. CALLS ON the Director-General: 
(1) to have in place the necessary WHO policies, guidelines, adequate management 
structures and processes, required for effective and successful humanitarian action at the 
country level, as well as the organizational capacity and resources to best fulfil its role as 
the Global Health Cluster Lead Agency, in accordance with agreements made by the 
Inter-Agency Standing Committee Principals; and assume a role as Health Cluster Lead 
Agency in the field; 
(2) to strengthen WHO’s surge capacity, including standby arrangements with Global 
Health Cluster partners, to ensure that WHO has qualified humanitarian personnel to be 
mobilized at short notice when required; 
(3) to ensure that in humanitarian crises WHO provides Member States and 
humanitarian partners with predictable support by coordinating rapid assessment and 
analysis of humanitarian needs, as part of the coordinated Inter-Agency Standing 
Committee response, building an evidence-based strategy and action plan, monitoring the 
health situation and health sector response, identifying gaps, mobilizing resources and 
performing the necessary advocacy for humanitarian health action; 
(4) to define the core commitments, core functions and performance standards of the 
Organization in humanitarian emergencies, including its role as the Global Health Cluster 
Lead Agency and as Health Cluster Lead Agency in the field, and to ensure full 
engagement of country, regional and global levels of the Organization to their 
implementation according to established benchmarks, keeping in mind the ongoing work 
on the Inter-Agency Standing Committee transformative humanitarian agenda; 
(5) to provide a faster, more effective and more predictable humanitarian response by 
operationalizing the Emergency Response Framework, with the performance benchmarks 
in line with the humanitarian reform, and to ensure the accountability of its performance 
against those standards; 
(6) to establish necessary mechanisms to mobilize WHO’s technical expertise across 
all disciplines and levels, for the provision of necessary guidance and support to Member 
States, and partners of the health cluster in humanitarian crises; 
(7) to support Member States and partners in the transition to recovery, aligning the 
recovery planning, including emergency risk management as well as disaster risk-
reduction and preparedness, with the national development policies and ongoing health 
sector reforms, and/or using the opportunities of post-disaster and/or post-conflict 
recovery planning to address pre-existing inequities; 
(8) to provide leadership at the global level in developing methods for systematic 
collection and dissemination of data on attacks on health facilities, health workers, health 
transports, and patients in complex humanitarian emergencies, in coordination with other 
relevant United Nations bodies, the International Committee of the Red Cross, and 
intergovernmental and nongovernmental organizations, avoiding duplication of efforts; 
(9) to provide a report to the Sixty-seventh World Health Assembly, through the 
Executive Board, and thereafter every two years, on progress made in the implementation 
of this resolution. 

The financial and administrative implications of the resolution for the Secretariat were as 
follows: 



EB130/PSR/12 

12 

1. Resolution: WHO’s response, and role as the health cluster lead, in meeting the growing demands of 
health in humanitarian emergencies 

2. Linkage to the Programme budget 2012–2013 (see document A64/7 
http://apps.who.int/gb/ebwha/pdf_files/WHA64/A64_7-en.pdf) 

Strategic objective(s): 5 Organization-wide expected result(s): 5.1 and 5.7 

How would this resolution contribute to the achievement of the Organization-wide expected result(s)? 

The resolution would support WHO in fulfilling its role as (i) lead agency of the health cluster in 
humanitarian emergencies and (ii) lead agency for the Inter-Agency Standing Committee Global Health 
Cluster. It would also strengthen WHO’s new cross-organizational approach to emergency response. The 
resolution contains a call to the Director-General to put in place the necessary WHO policies, guidelines, 
adequate management structures and processes, required for effective and successful humanitarian action 
at the country level, as well as the organizational capacity and resources to best fulfil its role as the 
Global Health Cluster lead agency. Thus, implementation would enhance the achievement of 
Organization-wide expected result 5.7 by giving direction, structure and impetus to the Organization’s 
work to lead a coordinated health-sector response and recovery in humanitarian emergencies. 

Does the programme budget already include the products or services requested in this resolution? (Yes/no) 

Yes 

3. Estimated cost and staffing implications in relation to the Programme budget 

(a) Total cost 

Indicate (i) the lifespan of the resolution during which the Secretariat’s activities would be 
required for implementation and (ii) the cost of those activities (estimated to the nearest 
US$ 10 000). 

(i) The key period for this resolution would be the biennium 2012–2013. During this period, 
WHO would implement, evaluate and refine its new institutional approach. After 2013, it is 
expected that the underlying principles of this resolution would continue to guide WHO’s work 
in emergencies. 

(ii) Total first year: US$ 29.5 million (staff: US$ 23.6 million; activities: US$ 5.9 million); 
total subsequent years: US$ 42.5 million (staff: US$ 34 million; activities: US$ 8.5 million). 

The implementation of this resolution over the first year is expected to be gradual at the regional 
and country levels and is therefore estimated at 70% of the cost of implementation in the last 
year of the biennium.1 

(b) Cost for the biennium 2012–2013 

Indicate how much of the cost indicated in 3 (a) is for the biennium 2012–2013 (estimated 
to the nearest US$ 10 000). 

Total: US$ 72.0 million (staff: US$ 57.6 million; activities: US$ 14.4 million) 

Indicate at which levels of the Organization the costs would be incurred, identifying 
specific regions where relevant. 

This resolution would be implemented across the Organization. WHO’s country-level efforts 
would be supported by the relevant regional offices and by headquarters (US$ 32 million at 
headquarters; US$ 13.5 million in the regional offices; and US$ 26.5 million in key country 
offices, with a focus on high-risk countries in the African and Eastern Mediterranean regions).1 

                                                      
1 The figures given do not include the additional resources that would be mobilized for specific emergencies. 



EB130/PSR/12 

13 

Is the estimated cost fully included within the approved Programme budget 2012–2013? 
(Yes/no) 

Yes 

If “no”, indicate how much is not included. 

(c) Staffing implications 

Could the resolution be implemented by existing staff? (Yes/no) 

No 

If “no” indicate how many additional staff – full-time equivalents – would be required, 
identifying specific regions and noting the necessary skills profile(s), where relevant. 

The total number of core staff would be similar to that of the biennium 2010–2011; however, the 
staff concerned would have different skill sets and there would be a different geographic 
distribution of posts, following the downsizing at headquarters in 2011 and the anticipated 
increase in staffing at the regional and country levels. At the country office level it is envisaged 
that the current complement of 35 core staff in the professional and higher categories would 
double to 70, with an emphasis on countries in the African and Eastern Mediterranean regions. 
Staff increases would also be required at the regional office level to ensure that the necessary 
competencies were present for overseeing and for fulfilling a backstopping role for the country 
offices. At the regional office level, it is likely that the current complement of 24 core 
professional staff would need to increase to 36, with an emphasis on the regional offices for 
Africa and the Eastern Mediterranean. Headquarters would require no additional staff as the 
relevant department was restructured and significantly downsized in 2011. 

4. Funding 

Is the estimated cost for the biennium 2012–2013 indicated in 3 (b) fully funded? (Yes/no) 

No 

If “no”, indicate the funding gap and how the funds would be mobilized (provide details of 
expected source(s) of funds). 

US$ 44 million; source(s) of funds: assessed contributions, voluntary contributions and programme 
monitoring and reporting funds. Response and recovery activities would be funded by any funding for 
outbreak and crisis response received against the consolidated and flash appeals for specific 
emergencies. 

 
Dr JESSE (Estonia), speaking on behalf of the European Union and its Member States, said that 

the acceding State Croatia, the candidate countries the former Yugoslav Republic of Macedonia, 
Montenegro and Iceland, the countries of the Stabilisation and Association Process and potential 
candidates Bosnia and Herzegovina and Serbia, as well as Ukraine, aligned themselves with her 
statement. Recalling the Organization’s constitutional mandate to provide assistance in humanitarian 
emergencies, she said that its extensive expertise in health issues put it in a unique position to act as 
the lead agency of the United Nations Global Health Cluster. In view of the recent changes in WHO’s 
humanitarian activities as part of the reform process, the challenge was to ensure fulfilment of its 
mandate in line with the fundamental principles of humanitarian assistance and the cluster approach 
while strengthening its response in the field. 

Four main areas needed attention. First, the European Union approved a strong focus on linking 
risk management, preparedness, response and coordinated needs assessment, but sought more 
information on the Organization’s core commitments, functions, performance standards, and roles and 
responsibilities. Secondly, WHO’s surge capacity relied on the response capacity of regional offices, 
which depended on qualified personnel and clear protocols and procedures. WHO needed to 
coordinate better the many humanitarian actors in the field and to improve its internal coordination. 
Thirdly, collaboration with the United Nations Office for the Coordination of Humanitarian Affairs 
and other partners was essential and she welcomed WHO’s support for the transformative agenda of 
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the Inter-Agency Standing Committee. However, she sought more details about WHO’s role within 
the United Nations humanitarian response system. Fourthly, she encouraged WHO to ensure the rapid 
deployment of experienced health cluster coordinators and to strengthen its capacity for leadership and 
coordination for major field operations. The worrying trend of humanitarian crises followed by health 
crises could be averted by proactive planning and effective preparedness and response. As for the 
challenge of financing, the European Union would continue to support WHO in its efforts to fulfil its 
mandate and called upon other Member States and donors to increase the predictability and flexibility 
of their funding of WHO’s humanitarian action. The report to the Sixty-fifth World Health Assembly 
should provide more detail about the results of putting the new emergency response framework into 
operation. 

The draft resolution sought to reaffirm WHO’s constitutional mandate as the provider of 
essential life-saving health services in humanitarian emergencies and its role as the health cluster lead, 
and to provide guidance for implementing the new working methods introduced since the creation of 
its new department of emergency risk management and humanitarian response. It further called on 
Member States and donors to support and cooperate with WHO and its partners in humanitarian 
activities, and to take action to improve national capacities for preparedness and emergency response. 

Several amendments had been proposed since the draft resolution had been tabled. First, the 
customary introductory text should be inserted, reading: 

“Having considered the report on WHO’s response, and role as the health cluster lead, in 
meeting the growing demands of health in humanitarian emergencies, 

RECOMMENDS to the Sixty-fifth World Health Assembly the adoption of the following 
resolution:”. 

In the third preambular paragraph, the phrase “and the guiding principles thereon,” should 
be inserted after “emergency assistance of the United Nations,”; and the abbreviation “i.a.” 
should be inserted after “establishing,”. The word “Recalling” at the beginning of the fourth 
preambular paragraph should be replaced by “Taking note of”. The words “cluster system” on 
the last line of the fourth preambular paragraph should be replaced by “cluster”. In the sixth 
preambular paragraph, the words “taking note of” should be inserted after “60/124 and”. The 
words “Recognizing also” at the beginning of the seventh preambular paragraph should be 
replaced by “Reaffirming”. The word “also” should be inserted after “Reaffirming” at the 
beginning of the tenth preambular paragraph”. In the twelfth preambular paragraph, the words 
“taking note of” should be inserted after “reform agenda and”. 

A footnote should be added to the introductory phrase of paragraph 1, reading: 
“Including, where applicable, regional economic integration organizations.” She clarified that in 
subparagraph 1(1), reference to “the Organization” meant WHO. Subparagraph 1(2) should be 
replaced by new text, reading: “to ensure that humanitarian activities are carried out in 
consultation with the country concerned for an efficient response to the humanitarian needs, and 
to encourage all humanitarian partners, including nongovernmental organizations, to actively 
participate in the health cluster coordination;”. In subparagraph 1(3), the wording following 
“outlined in resolution WHA64.10 and” should continue “in this context, as part of …”. 
Subparagraph 1(4) should end at “WHO and the health cluster”. Subparagraph 1(5) should be 
deleted. 

In subparagraph 2(1), the words “to best fulfil its role” should be replaced by “enable 
itself to discharge its function”. In subparagraph 2(2), the word “developing” should be inserted 
after “including”. In subparagraph 2(3), the beginning of the third line should be amended to 
read: “needs, including as a part of the coordinated”. The word “and” at the beginning of the 
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third line of subparagraph 2(6) should be replaced by “as well as”. The words “to address 
pre-existing inequities” at the end of subparagraph 2(7) should be deleted. 

Dr NIE Jiangang (China) commended WHO’s response to the increasing number of disasters 
and emergencies. After the two major earthquakes that had struck the country in 2008 and 2010, his 
Government had put into operation a rapid response programme that included mechanisms for 
transferring the injured to well-equipped emergency medical services and disease prevention. He 
expressed appreciation of WHO’s support in providing medical resources, equipment and technology. 

The Organization should step up its efforts to meet the needs of disaster-struck regions through 
the provision of medical supplies and training for support staff; to provide support to Member States in 
improving the preparedness of health services; and to play a greater role in providing technical advice, 
information, and the surveillance and control of communicable diseases. WHO should also help to 
evaluate and recommend measures to strengthen local capacities to respond to emergencies, and 
continue to promote the safe hospitals programme. Annual meetings should be convened for sharing 
national health sector information and experience in responding to humanitarian emergencies. 

He asked the Secretariat to produce a clean copy of the draft resolution as amended by the 
member for Estonia. 

Dr ST. JOHN (Barbados) supported the draft resolution and endorsed the observation in the 
report that WHO needed to become faster, more effective and more predictable in delivering high-
quality action in response to humanitarian emergencies, with clear benchmarks for measuring 
performance. Health workers in the Caribbean subregion had received training to become health 
cluster coordinators in 2011, and mechanisms had to be established to enable their rapid deployment 
when needed. 

Dr DE ASSUNÇÃO SAÍDE (Mozambique), speaking on behalf of the Member States of the 
African Region, said that his Region was beset by an increasing number of crises and natural disasters, 
resulting in death and disease, the destruction of health facilities, disruption of services and economic 
losses. Since the United Nations’ introduction of the cluster approach in 2006, WHO, in collaboration 
with health ministries and health-cluster partners, had significantly improved the coordination and 
management of health action in Africa owing, inter alia, to the training of health cluster coordinators. 
The multiplicity of humanitarian actors with different working methods and mandates, however, 
together with the lack of a common framework, led to weak intercluster information-sharing and 
planning, which in turn undermined cooperation with host governments and the participation of 
domestic nongovernmental organizations. Effective coordination was further undermined by a lack of 
coherence among donors, which resulted in duplication, and inadequate funding had resulted in the 
closure of health clusters in some countries that were still in crisis. Meanwhile, although health 
clusters were meant to be temporary structures, they currently had no clear strategies for ending their 
work or instituting other arrangements. He supported the draft resolution. 

Mr KOLKER (United States of America) supported WHO’s efforts to enhance its role as the 
health cluster lead in humanitarian emergencies. Given the possible doubts among its partners as to 
whether WHO could fulfil the role at a time of major restructuring, the draft resolution’s reaffirmation 
of its commitment to that work was opportune. He urged the Secretariat to harmonize the preparedness 
functions of headquarters and regional and country offices, and to work with partners on defining 
roles. 

The draft resolution brought together several aspects, including the crucial issue of the safety of 
health workers in emergencies and conflicts. Such situations called for the deployment of individuals 
with a wide range of expertise, and WHO must work with partners and governments to ensure their 
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protection in the often heroic discharge of their duties, as well as to inform the world of any threats to, 
or violations of, their security. 

Dr TAKEI (Japan) said that the draft resolution would serve to enhance WHO’s coordination of 
stakeholders in humanitarian emergencies. His Government would share with WHO and other 
international partners its experience in disaster preparedness, reconstruction and monitoring the health 
effects of radiation in the wake of the earthquake and tsunami that had struck Japan in 2011. It had 
implemented the Hyogo Framework for Action 2005-2015, drawn up guidelines and enacted 
legislation. His country was supporting disaster preparedness initiatives through official development 
aid. 

Dr LARSEN (Norway) said that Norway was a strong supporter of the various initiatives to 
improve the effectiveness of the United Nations humanitarian response system, and that it fully 
endorsed the transformative agenda promoted by the United Emergency Relief Coordinator. WHO 
had, in many cases, successfully fulfilled its role as health cluster lead in humanitarian emergencies. 
He called for adequate resources at every level of the Secretariat, including headquarters where the 
critical staffing situation was a cause for concern; he requested the Director-General to elaborate the 
underlying rationale. 

He welcomed the emergency response framework that would enable WHO to respond more 
rapidly and effectively to sudden disasters, and its benchmarks would help to hold the Organization 
accountable for its performance. Close collaboration with national stakeholders and national capacity 
building were crucial to the prevention of humanitarian crises. 

He joined the member for the United States of America in stressing the importance of 
highlighting the plight of health workers in conflict zones. 

Professor PRASAD (India) noted the observation in the report that WHO’s effectiveness as the 
health cluster lead was undermined by a lack of technically competent and rapidly deployable staff, 
inadequate data collection and underfunding. It was encouraging that WHO’s efforts had doubled the 
amount of funding received through the Consolidated Appeals Process between 2006 and 2010, but 
funding still seriously constrained the Organization and many developing countries. The South-East 
Asia Regional Emergency Fund should be further strengthened with clear standards, operating 
procedures and assessment. Meanwhile, he urged WHO to recognize its role in responding to 
humanitarian emergencies within the Inter-Agency Standing Committee. He further stressed the need 
to enhance community resilience and response in health emergencies, as well as the importance of a 
primary health care approach, especially in the first 24 hours, an aspect that the report had failed to 
mention. 

Ms WISEMAN (Canada) said that Canada strongly supported the Inter-Agency Standing 
Committee-led reforms to strengthen humanitarian response through improved coordination, 
leadership, accountability, preparedness and advocacy. Committee members, including WHO, should 
support the United Nations Office for the Coordination of Humanitarian Affairs in spearheading those 
efforts. The Secretariat should inform Member States of what they could do to help, and WHO should 
work closely with the relevant health actors, including the International Federation of Red Cross and 
Red Crescent Societies and nongovernmental organizations in the field. 

Mr DÍAZ ANAIZ (Chile) expressed appreciation for the Secretariat’s support for Member 
States in national risk-management capacity-building and in responding to the health needs of affected 
communities in humanitarian emergencies, including the recent disasters that had struck his country. 
Its work at regional level was also valued. The new focus on improving emergency care could enable 
WHO to provide a humanitarian response in the most efficient manner possible. WHO had a key role 
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to play in inter-agency action under the leadership of the United Nations Office for the Coordination 
of Humanitarian Affairs. Resources, coordination and technical and operational capacities were 
essential in the face of humanitarian emergencies, but above all there was a need for solidarity – an 
ethical challenge. Chile wished to cosponsor the draft resolution. 

Dr KESKINKILIÇ (Turkey)1 welcomed the draft resolution but said that it could be improved. 
Options could be explored to use the existing capacities and expertise of Member States, for example, 
by making available a WHO-certified list of those States with such capabilities and developing a 
mechanism for their mobilization in the event of emergencies. It would avoid having to make other 
arrangements and, hence, help to improve the speed of WHO’s response and enhance its leadership 
role. Agreeing to a proposal by Dr JESSE (Estonia) for further elaboration of the proposal before the 
next Health Assembly at which it could be discussed further, he expressed his support for the draft 
resolution. 

Ms COHEN (Australia)1 hailed the Secretariat’s creation of the Polio, emergencies and country 
collaboration cluster as a significant step towards ensuring WHO’s provision of more effective and 
efficient support for humanitarian health action. Putting the emergency response framework with its 
performance benchmarks for measuring progress into practice would be another. She welcomed 
WHO’s efforts to strengthen its country-level response capabilities, which should include increased 
surge capacity, continued work on risk reduction and preparedness, and supporting the development of 
evidence-based strategies and plans. Particular emphasis must be placed on empowering countries and 
regions through capacity building, which was essential for emergency risk reduction. She further 
welcomed WHO’s commitment to working with the United Nations Office for the Coordination of 
Humanitarian Affairs and other partners. Swift implementation of the priority actions in the 
transformative agenda of the Inter-Agency Standing Committee was crucial to strengthening the 
international humanitarian response. 

Miss CADGE (United Kingdom of Great Britain and Northern Ireland)1 said that her 
Government firmly supported WHO’s vital role as the health cluster lead in humanitarian 
emergencies, and acknowledged the hard work and dedication of the WHO staff members working in 
difficult and dangerous circumstances. The Secretariat’s reform of the relevant cluster, especially the 
focus on linking risk management, preparedness and humanitarian response, was a positive step to 
improving performance. In fulfilling its lead agency role, WHO must position itself, and ensure that its 
response functions were adequately resourced, to meet the needs of an increasingly complex 
humanitarian environment. Demonstrable results at the global and country levels would be crucial to 
securing donor support and she supported the move to mainstream global cluster-coordination costs 
into the regular programme budgets. Those costs should be reflected in the Proposed programme 
budget 2014–2015. 

She welcomed WHO’s commitment to working with the United Nations Office for the 
Coordination of Humanitarian Affairs and other partners, and urged the Organization to continue 
playing a key role in advancing the transformative agenda of the Inter-Agency Standing Committee 
and in the dialogue led by the United Nations Emergency Relief Coordinator. 

Mr KAZI (Bangladesh)1 welcomed the report but expressed concern at the general lack of 
resources, the shortage of trained staff capable of being rapidly deployed in the field, and the poor 
coordination of humanitarian actors. WHO urgently needed to improve its surge capacity, with 

                                                      
1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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flexible associated resources. Its emergency response framework and overall reforms must take full 
account of the need to promote inclusive, community-based, approaches that ensure the participation 
of affected populations in health-sector responses. Preparedness was the key. He supported a stronger 
role for WHO as the health cluster lead in humanitarian emergencies, but it should not displace 
national governments from the driving seat. Member States were looking for needs-based technical 
assistance and support in keeping with their own emergency risk reduction and management strategies, 
especially. The draft resolution was a positive step in that direction. 

Dr EL OAKLEY (Libya)1 thanked the Secretariat and other Member States for their support 
during his country’s recent conflict. The Organization’s assistance had been impeccable, but the 
lengthy procurement process had made it difficult at times to purchase medicines, and should be 
rendered more responsive. He supported the draft resolution. 

Dr ATTAYA LIMWATTANAYINGYONG (Thailand)1 expressed her Government’s gratitude 
for the assistance and support received from around the world in the wake of the recent severe 
flooding in Thailand. She acknowledged the value of the recently-established South-East Asia 
Regional Emergency Fund and the coordinating work of the WHO country office. Nevertheless, a 
painful and costly lesson had been learnt: pre-crisis preparedness was more important than post-crisis 
aid. In that regard, WHO could provide technical support in improving information systems, 
knowledge-sharing and disaster management. It could strengthen its role as the health cluster lead by 
ensuring that assistance responded to demand rather than being donor-driven; dialogue between 
providers of assistance and affected countries was crucial to effectiveness of aid. 

The draft resolution was relevant and timely, but it lacked clarity in terms of the definition and 
scope of humanitarian emergencies and the mechanisms for harmonizing collaboration and 
coordination between WHO and other relevant actors. She considered the Secretariat’s transformation 
of the Health action in crises cluster into the Emergency risk management and humanitarian response 
department as mere rebranding, and her Government wanted to see a clear redesign and restructuring 
in the process and definition of the new roles. The draft resolution did not adequately reflect how the 
new department would facilitate coordination between the various organizations and WHO’s various 
units with the expertise required in humanitarian emergencies, in areas such as communicable 
diseases, hazardous chemicals, vaccine-preventable diseases and mental health. 

Member States themselves also had to take responsibility for establishing and strengthening 
disaster management, through for instance surveillance, early-warning systems and crisis 
management, with technical support from WHO and coordination with relevant partners within and 
outside the health sector. 

Mr RUBENSTEIN (The World Medical Association, Inc.), speaking at the invitation of the 
CHAIRMAN and on behalf of his own association as well as the International Council of Nurses; 
World Confederation for Physical Therapy; International Rehabilitation Council for Torture Victims; 
IntraHealth International; African Medical and Research Foundation; American Public Health 
Association; American College of Physicians; Center for Public Health and Human Rights at the Johns 
Hopkins Bloomberg School of Public Health; Doctors for Human Rights, UK; Human Rights Watch; 
Physicians for Human Rights; International Health Protection Initiative; and International Federation 
of Health and Human Rights Organisations, drew attention back to the pressing problem of violence 
against health workers and patients, which had been described as “one of the most crucial yet 

                                                      
1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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overlooked humanitarian issues of today”.1 The problem called for the urgent attention of the global 
health community and WHO, with its expertise in data collection, could play the limited yet essential 
leadership role outlined in subparagraph 2(8) of the draft resolution. 

Dr AYLWARD (Assistant Director-General) thanked the various speakers for their guidance 
and comments. Progress had been made in implementing the cluster approach, but he acknowledged 
the call for improvements in terms of predictability and the quality of the Secretariat’s work, 
especially in coordination of the sectoral response. He assured the Board that the changes outlined in 
the report amounted to more than a rebranding operation; they represented a fundamental overhaul of 
the approach, structures and processes in managing the health and broader humanitarian response. 

Responding to the request for more information on the Organization’s core commitments and 
performance standards, he said that the WHO emergency response framework had been finalized. The 
details, which dealt with the points raised by the member for Estonia, would be published imminently 
on the WHO web site in appropriate languages, well in advance of the discussion on the issue at the 
Sixty-fifth World Health Assembly. 

Regarding the matter of WHO’s position on the broader humanitarian stage, the Organization 
did recognize the central role of the United Nations Office for the Coordination of Humanitarian 
Affairs in managing the humanitarian response, as well as the crucial position of health in response to 
humanitarian disasters and WHO’s performance in assisting affected populations. It had been deeply 
engaged in, had endorsed, and would continue to adhere to the major reforms in the transformative 
agenda of the United Nations Inter-Agency Standing Committee in the areas of leadership, 
accountability, speed and cluster coordination, which formed the bedrock of the emergency response 
framework. 

On the all-important issue of surge capacity for technical assistance and health-cluster 
coordination in humanitarian emergencies, he recognized the chronic problems in that area and that 
the Organization might not have been able to respond optimally. However, after careful examination 
of the opportunities and challenges, a four-pronged approach had been incorporated into the 
emergency response framework that would allow the issue to be addressed directly: immediately 
giving new purpose to country offices; the establishment of standby teams that would be ready for 
deployment within 72 hours, on which work had already begun; working with Global Health Cluster 
partners to ensure that they could be part of standby arrangements, with deployment of their teams 
within five days; and analysing ways of implementing standby arrangements with Member States, 
which activity was currently being done. The suggestion by the representative of Turkey in that regard 
would prove useful. The Secretariat was giving the matter full attention and its strategy should meet 
some of the demands. On the issue of a mechanism for rapidly using Member States’ expertise, a draft 
policy on standby arrangements had been submitted to the Director-General and was expected to be 
launched before the Sixty-fifth World Health Assembly. He thanked Member States for their 
commitment to that as their support would be essential to WHO’s surge capacity; details of the 
assistance WHO would need would be provided in the emergency response framework document. 

He assured the Board that preparedness and readiness formed the foundation of the 
Organization’s work in the humanitarian arena. Coordinated work within the Secretariat – similar to 
that which had led to the development of the emergency response framework – had been launched in 
order to develop a common operational framework for preparedness and readiness; that framework 
should be ready and embedded in the country cooperation strategies by the end of 2012. The priority, 
however, had been to finalize the response work first, as a matter of urgency, before moving on to 
preparedness and readiness. 

                                                      
1 Health care in danger. Geneva, International Committee of the Red Cross, 2011. 
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The Secretariat considered that the temporary nature and lack of exit strategies for the health 
cluster was an extremely important issue that had not been fully addressed by the Inter-Agency 
Standing Committee in its transformative agenda. The matter had been identified as a key area in 
which WHO wanted to play a leading role with the Office for the Coordination of Humanitarian 
Affairs and which would be worked on in the coming year. 

He assured the Board that the downsizing of departmental capacity at headquarters had not 
reduced the Organization’s ability to respond to, and provide support in, humanitarian emergencies. 
Efficiency had been improved greatly by consolidating five former departments working in two 
separate continents on emergencies into one single department located in Geneva. Efficiencies had 
also been gained through coordination with the work of the Health security and environment cluster, 
aiming to combine their respective capacities into a single operational platform, as reflected in the 
emergency response framework. Furthermore, key technical functions had been moved back into the 
technical departments as part of a broader strategy to make the humanitarian response work an 
Organization-wide activity rather than exclusive to one group. His cluster was also aligning its work 
with cluster partners in order to provide additional capacity; alongside the downsizing at headquarters 
there would be an overall increase in staffing in the regional and, in particular, country offices where 
the expected outcomes had to be achieved. 

Procurement functions had been identified as crucial to the consultative reform process and their 
capacity would be maintained. Primary health care might not have appeared prominently in the report 
but it remained a core commitment, and more explicit information would be provided in future. WHO 
was fully committed to working with its core Global Health Cluster partners, with which it had 
recently initiated a dialogue about joint implementation of the new framework. 

The leading role of national authorities was a central tenet of both the Inter-Agency Standing 
Committee’s transformative agenda and WHO reform, and the Organization would make sure that its 
response was demand-driven. It fully recognized that disasters were set to increase in scale and 
frequency, as would the demands on Member States and the Secretariat for provision of assistance. 
The reform agenda recognized that and set out to ensure that the Organization was fit for that purpose. 

The DIRECTOR-GENERAL recalled the Organization’s constitutional duty to respond to 
humanitarian emergencies but noted that Member States were conveying mixed messages. Some 
called for WHO to intervene in the field, others for it to stick to its standard-setting mission. WHO’s 
work in the humanitarian sector was vital yet its capacities were limited and its resources in short 
supply. As the report had shown, its programmes for humanitarian emergencies had received on 
average only about 40% of their funding requirement, yet Member States wanted the Secretariat to 
meet 100% of their expectations. That was quite a challenge. 

At one stage, she had wanted to pull the Organization out of the humanitarian field but had been 
persuaded to change her mind after consulting widely with partners, especially the Principals of the 
Inter-Agency Standing Committee and colleagues at the International Committee of the Red Cross and 
in civil society. As a result, she had reaffirmed the Organization’s commitment, which called for the 
reforms just outlined by the Assistant Director-General following deep consultations with all regional 
directors, leading to the new, unified, emergency response framework that was about to bring about 
some major changes in the ways in which the Organization responded, as the health cluster lead, to 
humanitarian emergencies. She had changed her mind because 2010 had been an extremely difficult 
year, not just for WHO but all humanitarian actors, in and outside the United Nations system. It had 
severely tested the entire humanitarian response sector; a test that, according to a Global Health 
Cluster review, it had failed. That, in turn, had led to the development of the transformative agenda of 
the Inter-Agency Standing Committee under the courageous leadership of the Emergency Relief 
Coordinator. WHO was a strong partner in that process, and would continue to lend its full support, 
because change in the humanitarian sector was crucial in order to meet the expectations of Member 
States. 
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Donors, too, needed to change. WHO, as the health cluster lead in response to the earthquake in 
Haiti in 2010, for instance, had been in charge of coordinating the work of 350 or more health-sector 
nongovernmental organizations. Some had been cooperative but others had flatly refused to recognize 
WHO as the coordinator; some had not even attended coordination meetings. Member States funding 
those agencies should hold them to account in the same way as they, quite rightly, held the 
Organization to account. Any body that was spending their money should be compelled to join in the 
collective effort so as to promote synergy in place of duplication and fragmentation. 

Responding to the point made by the representative of Libya, she said that WHO had been 
happy to support his country in difficult times through the procurement of medical supplies. While 
keen to streamline procedures, however, she could not compromise a transparent bidding process, 
identifying reliable agencies on the ground and ensuring that none of the supplies were diverted. If that 
happened, WHO could be criticized for not delivering the supplies it had procured. Great caution was 
needed for transparency and accountability to be ensured. 

As for the matter of the humanitarian space in which the Organization operated, it was a real 
challenge when staff were killed or kidnapped, and she appealed to countries to ensure the security of 
those staff and a neutral space where they could work. Health workers should not be targeted. 

The CHAIRMAN, in the absence of any objection, took it that the Board wished to adopt the 
draft resolution, as amended by Estonia on behalf of the European Union. 

The resolution, as amended, was adopted.1 

The meeting rose at 17:30. 

=     =     = 

                                                      
1 Resolution EB130.R14. 


