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NINTH MEETING 

Friday, 20 January 2012, at 09:15 

Chairman: Dr S. OMI (Japan) 

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

Prevention and control of noncommunicable diseases: Item 6.1 of the Agenda (continued) 

• Outcomes of the High-level Meeting of the General Assembly on the Prevention and 
Control of Non-communicable Diseases and the First Global Ministerial Conference on 
Healthy Lifestyles and Noncommunicable Disease Control (Document EB130/6) 
(continued) 

The CHAIRMAN drew attention to a revised version of the draft resolution on prevention and 
control of noncommunicable diseases proposed by Australia, Barbados, Canada, Costa Rica, Kenya, 
Norway, Russian Federation, Switzerland and the United States of America, which read: 

The Executive Board, 
PP1 Having considered the reports on prevention and control of noncommunicable 

diseases: outcomes of the High-level Meeting of the United Nations General Assembly on the 
Prevention and Control of Non-communicable Diseases and the First Global Ministerial 
Conference on Healthy Lifestyles and Noncommunicable Disease Control1 and on 
implementation of the global strategy for the prevention and control of noncommunicable 
diseases and the action plan;2 

PP2 Recalling the Political Declaration of the High-level Meeting of the United Nations 
General Assembly on the Prevention and Control of Non-communicable Diseases,3 the Moscow 
Declaration adopted at the First Global Ministerial Conference on Healthy Lifestyles and 
Noncommunicable Disease Control, and resolution WHA64.11 of the World Health Assembly; 

PP3 Acknowledging the Rio Political Declaration on Social Determinants of Health, 
adopted by the World Conference on Social Determinants of Health (Rio de Janeiro, Brazil, 
21 October 2011), which expressed the determination to achieve social and health equity 
through action on the social determinants of health and well-being by a comprehensive 
intersectoral approach; 

PP4 Reaffirming the leading role of WHO as the primary specialized agency for health 
and its leadership and coordination role in promoting and monitoring global action against 
noncommunicable diseases (as described in paragraphs 13 and 46 of the Political Declaration of 
the High-level Meeting of the United Nations General Assembly on the Prevention and Control 
of Non-communicable Diseases); 

PP5 Reaffirming the central role of WHO recognized in the Political Declaration of the 
High-level Meeting of the United Nations General Assembly on the Prevention and Control of 

                                                      
1 Document EB130/6. 
2 Document EB130/7. 
3 Resolution 66/2. 
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Non-communicable Diseases for monitoring and evaluation and guiding multisectoral 
engagement; 

PP6 Recognizing in particular the call made in the Political Declaration of the High-
level Meeting of the United Nations General Assembly on the Prevention and Control of 
Non-communicable Diseases (paragraphs 61 and 62) to develop a comprehensive global 
monitoring framework, including a set of indicators, capable of application across regional and 
country settings, and to develop recommendations for a set of voluntary global targets for the 
prevention and control of noncommunicable diseases, and to complete this work before the end 
of 2012; 

PP7 Recalling resolution WHA61.14, which endorsed the 2008–2013 action plan for 
the global strategy for the prevention and control of noncommunicable diseases, and 
recognizing the progress made under the action plan up till now; 

PP8 Reiterating the concern that the rapidly growing magnitude of noncommunicable 
diseases affects people of all ages, gender, race and income levels, and further that poor 
populations and those living in vulnerable situations, in particular in developing countries, bear 
a disproportionate burden and that noncommunicable diseases can affect women and men 
differently; 

PP9 Noting with concern the growing double burden of communicable and 
noncommunicable diseases in Africa, and the need for integrated approaches to their prevention 
and control; 
 PP10 Noting with concern that an estimated 36 million of the 57 million deaths in the 
world in 2008 were due to noncommunicable diseases such as cardiovascular diseases, cancers, 
chronic respiratory diseases and diabetes, and that nearly 80% of those deaths occurred in 
developing countries, 

1. URGES Member States: 
(1) to implement the Political Declaration of the High-level Meeting of the United 
Nations General Assembly on the Prevention and Control of Non-communicable 
Diseases; 
(2) to draw upon, based on national contexts, the policies, strategies, programmes and 
interventions and tools recommended by WHO in order to, in accordance with paragraph 45 
of the Political Declaration of the High-level Meeting of the United Nations General 
Assembly on the Prevention and Control of Non-communicable Diseases, promote, 
establish or support and strengthen, by 2013, as appropriate, multisectoral national 
policies and plans for the prevention and control of noncommunicable diseases; 
(3) to strengthen their commitment to implementing noncommunicable disease 
programmes in accordance with national priorities, including increased efforts on 
prevention, diagnostics and treatment and to take steps to accelerate health-related donor 
harmonization and adherence to aid effectiveness principles, bearing in mind the growing 
concern about the double burden of communicable and noncommunicable disease in 
many countries and the need for an integrated response; 
(4) to participate fully in the WHO-led process of developing a comprehensive global 
monitoring framework, including a set of indicators, capable of application across 
regional and country settings, and of developing recommendations for a set of voluntary 
global targets for the prevention and control of noncommunicable diseases before the end 
of 2012, and to consider incorporating elements of this work into national planning 
exercises at the earliest opportunity in accordance with national priorities; 
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2. REQUESTS the Director-General: 
(1) to continue in an inclusive and transparent manner, the process under way to 
develop, in accordance with paragraphs 61 and 62 of the Political Declaration of the 
High-level Meeting of the United Nations General Assembly on the Prevention and 
Control of Non-communicable Diseases, a comprehensive global monitoring framework, 
including a set of indicators, capable of application across regional and country settings, 
and to develop recommendations for a set of voluntary global targets for the prevention 
and control of noncommunicable diseases, and to complete this work by the end of 2012, 
building on the outcomes of the consultation with Member States and organizations in the 
United Nations system (held on 9 January 2012), as follows: 

(a) by the end of January the Secretariat will provide Member States with 
additional information requested at that consultation; 
(b) by 15 February the end of February 2012 [ESTONIA], a web-based 
consultation on a draft framework and indicators and targets will close, following 
which WHO will revise the draft documents for step (c); 
(c) by end-March before the Sixty-fifth World Health Assembly 
[ESTONIA], a second Member State consultation on the framework and indicators 
and targets will be held; 
(d) as part of this process, the Secretariat should also hold consultations with all 
interested stakeholders; 
(e) submit a substantive progress report on the development of a framework 
[ESTONIA], including initial a set of [ESTONIA] indicators and targets, to the 
Sixty-fifth World Health Assembly for consideration; 
(f) regional consultations will provide further input into the framework/target 
process as part of their broader discussions on implementation of the Political 
Declaration;  
(g) second half of 2012 the Secretariat will hold a Member State consultation to 
finalize work on the draft framework and targets; [ESTONIA] 
(h) submit the package of recommendations relating to paragraphs 61 and 62 of 
the Political Declaration through the Executive Board at its 132nd session to the 
Sixty-sixth World Health Assembly for consideration; [ESTONIA] 
(g) adopt complete [SWITZERLAND] the work on the global monitoring 
framework, including a set of indicators and targets, in based on 
[SWITZERLAND] a Member State consultation held before the end of 2012; 
[ESTONIA] 
(h) submit the package of report on the [SWITZERLAND] recommendations 
relating to paragraphs 61 and 62 of the Political Declaration through the Executive 
Board at its 132nd session to the Sixty-sixth World Health Assembly for 
consideration;  

(2) to develop, in a consultative manner, WHO’s input, called for in paragraph 64 of 
the Political Declaration of the High-level Meeting of the United Nations General 
Assembly on the Prevention and Control of Non-communicable Diseases concerning 
options for strengthening and facilitating multisectoral action for the prevention and 
control of noncommunicable diseases through effective and transparent [TIMOR 
LESTE] partnership, while safeguarding public health from any potential conflict of 
interest, [TIMOR LESTE] and submit it to the Secretary-General by the end of 2012; 
(3) to submit a progress report and a timeline for WHO’s input on options for 
strengthening and facilitating multisectoral action for the prevention and control of 
noncommunicable diseases through effective partnership to the Sixty-fifth World Health 
Assembly; 
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(4) to develop, in a consultative manner, a WHO action plan for the prevention and 
control of noncommunicable diseases for 2013–2020, building on lessons learnt from the 
2008–2013 action plan and taking into account the outcomes of the High-level Meeting of 
the United Nations General Assembly on the Prevention and Control of 
Noncommunicable Diseases, the Moscow Declaration on Healthy Lifestyles and 
Non-communicable Disease Control, the Rio Declaration on Social Determinants of 
Health, and WHO’s ongoing reform building on and being consistent with existing 
WHO strategies and tools on tobacco use, harmful use of alcohol, unhealthy diet and 
physical inactivity [ESTONIA];  
(5) to build on work from the 2008–2013 action plan, which, inter alia, called for 
WHO to provide support to countries in enhancing access to essential medicines, to 
facilitate engagement by governments and as appropriate civil society and [TIMOR 
LESTE] the private sector with appropriate safeguards against conflict of interest 
[FRANCE], in accordance with relevant paragraphs of the Political Declaration of the 
High-level Meeting of the United Nations General Assembly on the Prevention and 
Control of Non-communicable Diseases, for improved access to medicines;  
(6) to submit to the Sixty-sixth World Health Assembly, through the Executive Board, 
a WHO action plan for the prevention and control of noncommunicable diseases for 
2013–2020 for consideration and possible adoption. 

The financial and administrative implications for the Secretariat of the draft resolution 
introduced at the Board’s eighth meeting remained unchanged.  

Dr JESSE (Estonia), speaking on behalf of the European Union, said that the amendments 
proposed by the member for Switzerland were acceptable. She proposed two additional amendments: 
the words “for consideration” should be deleted from subparagraph 2(h), and wherever reference was 
made to Member States, a footnote should be inserted referring “and, where appropriate, to regional 
economic integration organizations”. 

The CHAIRMAN took it that the Board agreed to adopt the draft resolution, as amended. 

The resolution, as amended, was adopted.1 

• Implementation of the action plan for the prevention of avoidable blindness and visual 
impairment (Document EB130/8) 

Mr TOSCANO VELASCO (Mexico) said that significant progress had been made in preventing 
avoidable blindness and visual impairment, yet the prevalence of both remained high, often as a result 
of lack of political awareness of the problem, human resources or eye-care services. He advocated a 
multidimensional, intersectoral approach to blindness and visual impairment that drew on work done 
at national and international levels on noncommunicable diseases and social determinants of health. 
His Government looked forward to receiving the findings of the research project on the prevalence, 
risk factors and repercussions of uncorrected refractive errors. It would be useful also to have 
information on the proportion of the population with refractive errors that had access to corrective 
lenses. 

                                                      
1 Resolution EB130.R7. 
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Given the scale of the problem, which could be expected to grow owing to the increase in 
noncommunicable diseases, a new action plan should be developed for 2014–2019, as the current plan 
would end in 2013. He therefore proposed that the Board consider the following draft decision: 

The Executive Board, 
Having considered the report on progress in implementing the action plan for the 

prevention of avoidable blindness and visual impairment;  
Noting that the current action plan will end in 2013, and being convinced that work 

should commence now on a follow-up plan for the period 2014–2019 to ensure that it can be 
considered for adoption in a timely way and in alignment with WHO’s planning cycles; 

Decides that a new action plan for the prevention of avoidable blindness and visual 
impairment for the period 2014–2019 be developed; 

Requests the Director-General to develop a draft action plan for the prevention of 
avoidable blindness and visual impairment for the period 2014–2019 in close consultation with 
Member States and international partners, and to submit this draft action plan to the Sixty-sixth 
World Health Assembly in 2013 for consideration, through the Executive Board at its 
132nd session. 

Mr BENMAMOUN (Morocco) said that many challenges remained in the implementation of 
the plan of action, particularly with respect to surveillance; community-based screening and treatment 
services, especially for cataract; strengthening of public–private partnerships; and certification of the 
elimination of blinding trachoma. He supported the draft decision. The Board needed to consider what 
actions were to be taken after the current action plan came to an end in 2013, and work should begin 
on a new action plan for the period 2014–2019, which should be coordinated with other initiatives, 
particularly the action plan for the global strategy for the prevention and control of noncommunicable 
diseases. He called for more involvement by Member States and international organizations to 
consolidate the progress made and fight the causes of avoidable blindness and visual impairment, 
particularly in low-income countries.  

Mr SHUKLA (India) said that, among the activities needed to overcome challenges in 
preventing avoidable blindness and visual impairment, integrating eye care into broader health plans 
was particularly important, given the increase in chronic, noncommunicable eye conditions. The report 
listed several obstacles to implementation of the action plan, but did not indicate what had been done 
to tackle them, such as increasing human resources, integrating eye care into health development plans 
or prioritizing action to tackle risk factors. As the current action plan would end in 2013, it was 
essential to draft a new plan for submission to the Sixty-sixth World Health Assembly. 

Dr LEI Zhenglong (China) expressed concern at the slow progress in implementing some 
aspects of the action plan. Concerted action was needed by Member States and the Secretariat in order 
to implement the plan fully. Efforts should focus on preventing avoidable blindness among infants and 
children; furthering cooperation with nongovernmental organizations and enhancing support from the 
international community; and ensuring the availability of eye care within countries’ basic health 
services. The Secretariat should intensify its support for prevention and control of avoidable blindness 
and visual impairment in developing countries through epidemiological studies, information systems 
development and professional training. 

Dr GULLY (Canada), welcoming the work undertaken on the five objectives of the action plan, 
said that most cases of vision loss in his country were caused by factors linked to ageing, although 
diabetic retinopathy accounted for 2% of the total. His Government’s approach to the problem was 
therefore anchored in health promotion and disease prevention, with the aim of reducing disability. 
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Assuming that a new action plan for 2014–2019 could be developed with WHO’s existing resources, 
he supported the draft decision. It was important to recognize the economic burden caused by 
avoidable blindness in developing countries. The new plan should take account of the Secretariat’s 
existing programmes on health system strengthening and the supply of clean water, which might 
contribute to global efforts to reduce avoidable blindness. 

Dr DAULAIRE (United States of America) also welcomed efforts by the Secretariat and 
international partners to implement the action plan, particularly activities to improve data collection 
and surveillance and expand research globally. Those activities would provide the crucial information 
needed to assess the disease burden borne by Member States. The Secretariat should encourage the 
provision of vision care that reflected the disease burden of individual Member States and was fully 
integrated into health-care systems. Awareness must be raised among the public and health-care 
providers about how to prevent and detect various types of blindness and visual impairment, and how 
to identify causes and comorbidities. He supported the development of a new action plan for 2014–2019. 
Avoidable blindness and visual impairment were major public health issues, and the work of WHO 
through initiatives such as VISION 2020 and the Alliance for Global Elimination of Trachoma by the 
year 2020 should continue. 

Ms BULLINGER (Switzerland) observed that some States had made a commendable political 
commitment to invest in improving eye health, but lack of resources and investment had delayed 
implementation of the action plan in some low- and middle-income countries. Although the overall 
prevalence of blindness was decreasing, the proportion of avoidable blindness was still high. More 
must be done if the action plan was to be fully implemented before 2013. Even so, visual impairment 
would remain a major public health challenge, and she therefore supported the draft decision. The 
Secretariat should draft the proposed new action plan in close collaboration with Member States and 
international partners. It should be based on experience and be closely linked to activities on 
noncommunicable disease and social determinants of health. 

Dr ABDI (Somalia), speaking on behalf of the Member States of the Eastern Mediterranean 
Region, said that, despite some progress, eye care had not yet become an integral part of health-care 
systems, nor had eye health been sufficiently integrated at all levels of health-care delivery, 
particularly in primary health care and health financing. In order to make further progress in 
preventing avoidable blindness, Member States, the Secretariat and other stakeholders should mobilize 
additional resources for eye health and blindness prevention; strengthen and integrate eye health 
services at all levels of the health system; strengthen policies and develop and implement 
comprehensive eye-care plans; reinforce monitoring and evaluation systems and link them with the 
health and development agendas; and promote and expand partnerships between the public and private 
sectors, nongovernmental organizations and others in the field of eye health and blindness prevention 
He supported the preparation of an action plan for 2014–2019. 

Dr DE ASSUNÇÃO SAÍDE (Mozambique), speaking on behalf of the Member States of the 
African Region, commented that visual impairment and avoidable blindness remained a major public 
health issue in the Region and had a great impact on social and economic development. He supported 
the draft decision. 

Dr SHEKU DAOH (Sierra Leone), expressing support for the draft decision, agreed that 
blindness and visual impairment were a serious global public health issue. The action plan had been 
implemented to some extent, but many challenges had arisen. More donor commitment and a new 
action plan for 2014–2019 were needed. 
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Mr TOSCANO VELASCO (Mexico) said that Australia, China, Costa Rica, Germany, India, 
Papua New Guinea, Somalia and Thailand also wished to sponsor the draft decision, and he expressed 
appreciation to those who had supported it. 

Ms PATTERSON (Australia),1 welcoming the report, affirmed that eye health and vision care 
were important priorities for her Government.  

The CHAIRMAN took it that the Board wished to take note of the report and adopt the draft 
decision proposed by the member for Mexico. 

It was so agreed. 

The decision was adopted.2 

Nutrition: Item 6.3 of the Agenda (continued) 

• Maternal, infant and young child nutrition: draft comprehensive implementation plan 
(Document EB130/10) (continued from the second meeting, section 2) 

The CHAIRMAN drew attention to a draft resolution on maternal, infant and young child 
nutrition: draft comprehensive implementation plan, proposed by Chile, Ecuador, Peru and Poland, 
which read: 

The Executive Board, 
Having considered the report on maternal, infant and young child nutrition: draft 

comprehensive implementation plan,3 as well as the report on nutrition of women in the 
preconception period, during pregnancy and the breastfeeding period,4 

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

The Sixty-fifth World Health Assembly, 
 PP1 Having considered the report on maternal, infant and young child nutrition: 
draft comprehensive implementation plan, as well as the report on nutrition of women in 
the preconception period, during pregnancy and breastfeeding; 
 PP2 Recalling resolutions WHA30.51 and WHA31.47 on the role of the health 
sector in the development of national and international food and nutrition policies and 
plans; WHA46.7 on the follow-up action to the International Conference on Nutrition; 
WHA35.26, WHA37.30, WHA39.28, WHA41.11, WHA43.3, WHA44.33, WHA45.34, 
WHA46.7, WHA47.5, WHA49.15, WHA54.2, WHA55.25, WHA58.32, WHA59.21, 
WHA61.20 and WHA63.23 on infant and young child nutrition; and WHA46.7 and 
WHA59.11 on nutrition and HIV/AIDS; 

                                                      
1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
2 Decision EB130(1). 
3 Document EB130/10. 
4 Document EB130/11. 
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 PP3 Conscious that poor availability of, or access to, food of adequate nutritional 
quality or the exposure to conditions that impair absorption and use of nutrients has led to 
large sections of the world’s population being undernourished, having poor vitamin and 
mineral status or being overweight and obese; 
 PP4 Aware that anaemia, mainly due to iron deficiency, affects 468 million 
women of reproductive age, also that 20 million children are born annually with low birth 
weight, 171 million children under the age of five years had stunted growth and 
43 million children younger than five years were overweight globally in 2010; 
 PP5 Concerned that maternal and child undernutrition account for 11% of the 
global burden of disease and has a negative impact on cognitive development, school and 
physical performance and productivity; 
 PP6  Convinced of the impact of a well-balanced and culturally acceptable 
women’s diet before conception, during pregnancy and breastfeeding, supplying a 
sufficient amount of energy, protein and vitamins, as well as micro- and macro-nutrients 
(e.g. iron, iodine, calcium and vitamin D) on the life and health of both mothers and 
children; 
 PP7 Conscious that improper nutrition before conception may cause pregnancy 
disorders, contribute to the risk of several diseases, and exert a direct influence on child 
mortality and morbidity, and aware that taking folic acid in the pre- and peri-conception 
period plays a significant role in protection against congenital malformations, including 
neural tube defects in newborns; 
 PP8 Convinced of the need to eliminate use of alcohol, tobacco and psychotropic 
substances, and to control better the intake of medicines in pregnant women, as they may 
increase the risk of low birth weight, congenital malformations or miscarriage and 
increase morbidity in children; 
 PP9 Mindful that breastfeeding is the best source of nutrition for infants in the 
first six months of life and a major contribution for proper health and development for up 
to two years of age and beyond, as well as that appropriate nutrition in the first years of 
life has a significant influence on health and intellectual development at subsequent 
development stages; 
 PP10 Recognizing that policies often do not address the complexity of the 
challenges of maternal, infant and young child nutrition and do not produce the expected 
impact; 
 PP11 Recognizing that effective policies and programmes on nutrition exist but 
are not implemented on a sufficiently large scale; 

1. ENDORSES the comprehensive implementation plan on maternal, infant and young child 
nutrition; 

2. URGES Member States: 
(1) to develop national targets and to commit resources in order to achieve, by the year 
2022:1 

(a) a 40% reduction in the prevalence of stunting in children under the age of 
five years globally; 
(b) a 50% reduction in the prevalence of anaemia in women of reproductive age 
globally; 
(c) a 50% reduction in the prevalence of low birth weight globally; 

                                                      
1 From 2010 baseline data. 
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(d) no further increase in the prevalence of childhood overweight; 
(e) an increase in exclusive breastfeeding rates of infants under the age of six 
months to 50% at global level; 

(2) to put into practice the comprehensive implementation plan on maternal, infant and 
young child nutrition and, in particular: 

(a) to revise nutrition policies to include nutrition actions in the overall country 
health and development policy and establish effective intersectoral governance 
mechanisms in order to expand the implementation of nutrition actions; 
(b) to review sectoral policies in the agriculture, social welfare, education and 
trade sectors in order to determine their impact on nutrition; 
(c) to include effective and safe nutrition actions in maternal, child and 
adolescent health services and ensure universal coverage of these actions, 
particularly to underprivileged populations; 
(d) to develop or strengthen legislative measures for controlling the marketing 
of breast-milk substitutes; 
(e) to implement a comprehensive approach to enhancing the capabilities of 
health workers and managers to deliver nutrition actions; 
(f) to implement sustainable financing mechanisms for funding the expansion 
and the sustained implementation of nutrition programmes; 
(g) to develop or strengthen surveillance systems for the collection of 
information on indicators of inputs, outputs and outcomes, and impact of nutrition 
actions; 

3. REQUESTS the Director-General: 
(1) to review, update and expand WHO’s guidance and tools on effective nutrition 
actions, analyse their cost–effectiveness, illustrate good practice of delivery mechanisms 
and adequately disseminate the information; 
(2) to develop guidance and describe successful examples of multisectoral policy 
measures on nutrition; 
(3) to support Member States, on request, in strengthening national health and 
development policies that include proven nutrition actions; developing technical and 
managerial capacities and capabilities in nutrition; strengthening legislative, regulatory or 
other effective measures to control the marketing of breast-milk substitutes and 
monitoring their implementation; 
(4) to develop guidelines on the marketing of complementary foods; 
(5) to engage with multiple partners at global and country levels for expanding 
nutrition actions; 
(6) to report to the Health Assembly, through the Executive Board, in even-numbered 
years on progress in applying the comprehensive implementation plan on maternal, infant 
and young child nutrition, together with the report on progress in implementing the Code 
of Marketing Breast-milk Substitutes. 

The financial and administrative implications of the draft resolution for the Secretariat were as 
follows: 
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1. Resolution: Maternal, infant and young child nutrition: draft comprehensive implementation plan 

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): 9 Organization-wide expected result(s): 9.1, 9.2, 9.3 and 9.4 

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

The resolution would: support Member States’ commitment to nutrition in collaboration with several 
partners, with clearly measurable targets (see indicators 9.1.1 and 9.1.2); highlight the need to implement 
evidence-based interventions (Organization-wide expected result 9.2); identify specific areas for 
prioritization and scaling up in the health sector (Organization-wide expected result 9.4); and clarify 
reporting requirements and stimulate better surveillance (Organization-wide expected result 9.3). 

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

Yes, most of the products are already included. 

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) 10 years (covering the period 2012–2021) 

(ii) Total: US$ 32.4 million (staff: US$ 23.9 million; activities: US$ 8.5 million) 

(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$ 8.28 million (staff: US$ 4.78 million; activities: US$ 3.5 million) 

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

Headquarters: US$ 1.07 million (staff); US$ 1.2 million (activities) 

Regional offices/country offices: US$ 3.71 million (staff); US$ 2.3 million (activities). 

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

No 

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

Although the implementation of the comprehensive implementation plan on maternal, infant and 
young child nutrition is already included in the approved Programme budget, the resolution calls 
for further action by the Secretariat in two areas: 

(a) the development of guidance on multisectoral policy measures on nutrition; 

(b) the development of guidelines on the marketing of complementary foods. 

The cost of such additional activities would amount to approximately US$ 600 000, which 
would require an increase in the approved Programme budget. Otherwise, it might be possible to 
accommodate the cost if other activities were suppressed or delayed, such as the work on 
nutrition in emergencies. 

(c) Staffing implications 

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

No 
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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. 

Although most of the Secretariat activities requested by the resolution can be implemented by 
current staff, the provision of support to Member States in strengthening national health and 
development policies that include proven nutrition actions would require additional human 
resources in the regional offices. In particular, two additional staff members in the professional 
and higher categories would be needed in the Regional Office for Africa (one at grade P.4 and 
one at grade P.3) and one additional staff member per region in the regional offices for the 
Americas, South-East Asia and the Western Pacific (all at grade P.3). These extra staff members 
are not included in the above costing. They would be sought through reprogramming in regional 
and country offices. 

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). 

For the biennium 2012–2013, US$ 4.6 million are available for the implementation of the resolution, 
as part of currently available resources. Additional funding of US$ 3.68 million would need to be 
secured through active fundraising. 

 
He also drew attention to a draft decision on the same subject proposed by Canada, Chile, 

Ecuador, Peru and Poland, which read: 

The Executive Board, 
 Having considered the report on maternal, infant and young child nutrition: draft 
comprehensive implementation plan,1 as well as the report on nutrition of women in the 
preconception period, during pregnancy and the breastfeeding period,2 expressing appreciation 
for the work completed to date, and noting the draft resolution contained in document 
EB130/Conf.Paper No. 4, 

1. Requests the Secretariat to conduct, as soon as possible, further consultations regarding 
the targets within the existing draft comprehensive implementation plan via a web-based 
process open to all Member States,3 as well as multilateral organizations, to provide further 
guidance in the finalization of the comprehensive implementation plan; 

2. Decides that the Secretariat should finalize the implementation plan on maternal, infant 
and young child nutrition in time for consideration, as set forth in resolution WHA63.23, by the 
Sixty-fifth World Health Assembly in May 2012; 

3. Encourages informal consultations among Member States on the basis of the draft 
resolution contained in document EB130/Conf.Paper No.4 proposing the endorsement of the 
comprehensive implementation plan at the Sixty-fifth World Health Assembly. 

                                                      
1 Document EB130/10. 
2 Document EB130/11. 
3 And, where applicable, regional economic integration organizations. 
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At the request of Mr ESPINOSA SALAS (Ecuador), the CHAIRMAN invited the representative 
of Peru to explain why the draft decision was being proposed. 

Mr WIELAND (Peru)1 said that it was clear from the Board’s earlier discussion of the matter 
that the draft comprehensive implementation plan on maternal, infant and young child nutrition, 
contained in Annex 1 to document EB130/10, required further work. It was therefore proposed that the 
Board should, by means of the draft decision, request the Secretariat to undertake further consultations 
with the aim of finalizing the comprehensive implementation plan in time for consideration by the 
Sixty-fifth World Health Assembly. 

The CHAIRMAN took it that the draft resolution had been withdrawn and that the Board 
wished to adopt the draft decision. 

The decision was adopted.2 

Implementation of the International Health Regulations (2005): Item 6.7 of the Agenda 
(Document EB130/16) 

Dr DAULAIRE (United States of America), noting that 2012 was the deadline for all countries 
to have in place the national core capacities set out in Annex 1 to the International Health Regulations 
(2005), observed that much remained to be done as many countries were likely to miss the deadline. 
His Government stood ready to assist the Secretariat, the regional offices and other Member States in 
filling critical gaps, and would work closely with the Secretariat and other international partners to 
enhance the global community’s preparedness for and response to international health threats, 
regardless of origin or source. 

The Board should reiterate the importance of the Regulations and of making good shortfalls in 
capacity as quickly as possible. As the Regulations were one of the few WHO instruments considered 
as legally binding, their timely implementation was fundamental to the Organization’s credibility. He 
requested the Secretariat to prepare a report for submission to the Sixty-fifth World Health Assembly, 
providing an update on progress towards compliance with the Regulations, an analysis of the factors 
that appeared to be hindering countries from meeting their obligations, and recommendations for 
support that WHO could provide in that regard. 

Complete, universal and timely implementation of the Regulations required the collaboration 
and assistance outlined in Article 44 thereof, and he encouraged the Secretariat to continue to work 
closely with States Parties to identify areas of need and opportunities to address them. The Secretariat 
should also work with States Parties to enhance information-sharing systems, such as the Event 
Information Site for IHR National Focal Points, and ensure the continued security of the portal. All 
States Parties must meet their obligations by openly and transparently sharing information about 
public health emergencies of international concern. His country had done so, having reported several 
relevant events to WHO. 

Dr AL-HALKI (Syrian Arab Republic), speaking on behalf of the Member States of the Eastern 
Mediterranean Region, noted with appreciation the application of the Regulations in the context of the 
recent nuclear emergency in Japan and the close cooperation between WHO and IAEA, supported by 
the Radiation Emergency Medical Preparedness and Assistance Network. Implementation of the 
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Regulations was the shared responsibility of States Parties and partners; with global health security 
and the protection of threatened economic interests at stake, there was no room for lessening 
transparency in the notification of health emergencies. 

Ensuring the technical capacity needed to implement the Regulations and the recommendations 
of the Review Committee on the Functioning of the International Health Regulations (2005) in relation 
to Pandemic (H1N1) 2009 was a challenge that demanded time, commitment and a desire for change. 
Notwithstanding the support provided by the Secretariat, some Member States in the Region would be 
unable to meet the mid-2012 deadline for fulfilling the requirements set out in the Regulations, and 
would be requesting a two-year extension. Urgent measures were needed to promote full compliance 
with the core capacity requirements. 

Dr BIRINTANYA (Burundi), speaking on behalf of the Member States of the African Region, 
said that the Regulations had strengthened solidarity among countries and were an important tool in a 
world where global public health emergencies were becoming more frequent. Core capacities were 
being assessed in the Region with a harmonized evaluation tool; the assessment would be completed 
by June 2012. National IHR focal points were available round the clock in 35 Member States, and 
points of entry had been designated for surveillance purposes in 19 countries. Most countries of the 
Region had action plans for implementation of the Regulations and for integrated disease surveillance 
and response. Training on various aspects of the Regulations was being provided, and simulation 
exercises had been organized in most Member States. 

Nevertheless, challenges remained, particularly with regard to annual reporting obligations, 
mobilization of sufficient funds for implementation, and strengthening of intersectoral collaboration. 
As the 2012 deadline would not be met, he suggested that implementation levels should be assessed in 
order to determine by how long the deadline would need to be extended to ensure that all countries 
could comply with the Regulations. 

Dr JESSE (Estonia), speaking on behalf of the European Union and its Member States, said that 
the acceding State Croatia, the candidate countries Turkey, the former Yugoslav Republic of 
Macedonia, Montenegro and Iceland, the countries of the Stabilisation and Association Process and 
potential candidates Albania, Bosnia and Herzegovina, and Serbia, together with Ukraine and 
Armenia, aligned themselves with her statement. The European Union and its Member States were 
strongly committed to the Regulations as a comprehensive instrument for responding to international 
health threats. The European Union was considering a revision of its legislation on serious cross-
border health threats, with the aim of improving coordinated responses. 

As numerous countries were likely to apply for an extension of the implementation deadline, 
she underlined the concerns expressed in the report about the need for improved human resources 
capacity at points of entry and better responses to biological, chemical and radiological threats. 

In 2011, the Review Committee on the Functioning of the International Health Regulations 
(2005) in relation to Pandemic (H1N1) 2009 had concluded that the world was ill-prepared to respond 
to a severe influenza pandemic or to any similar global public-health emergency. She therefore 
welcomed the adoption of the Pandemic Influenza Preparedness Framework and endorsed the Review 
Committee’s recommendations on implementation of the Regulations and ensuring authority and 
resources for national IHR focal points. Transparent procedures and rapid information-sharing among 
focal points, WHO and other international organizations involved in the response to public health 
alerts were central to effective monitoring, assessment and management of health events. 

The Secretariat should strengthen its direct support to States Parties by providing guidance to 
facilitate compliance with core capacity requirements. The activities of the International Health 
Regulations Coordination WHO Lyon Office were crucial in that regard, as was collaboration with 
other agencies and organizations working to strengthen national surveillance and response systems. 
Certification guidelines for airports and ports under Article 20.5 should be finalized and published as 
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soon as possible in order to clarify the criteria and procedure for certification. WHO had an essential 
role in coordinating responses to health threats. She welcomed the Organization’s cooperation with 
IAEA, particularly after the nuclear accident at Fukushima, Japan, in March 2011, and its 
collaboration with OIE and FAO to tackle health risks at the human–animal–ecosystem interface. 
Although WHO would be occupied with reform over the coming months, the Secretariat should 
remain focused on supporting States Parties in the implementation of the Regulations. 

Professor PRASAD (India) said that his country would be unable to develop the required core 
capacities by the mid-2012 deadline. Most other countries in the South-East Asia Region would also 
be seeking an extension until June 2014. He asked the Director-General to facilitate assessment of 
national core capacities and support national implementation plans. It was also important to develop 
complementary regional plans in order to support the establishment of core capacities at national level, 
and for mechanisms to be introduced for intercountry support for implementation of the Regulations, 
including twinning arrangements for voluntary peer review, study tours, sharing of best practice and 
information, and risk communication and outbreak response. Support should also be provided for 
resource mobilization, including contingency funds to support emergency responses to public health 
emergencies. India had submitted its self-assessment questionnaire on implementation of the 
Regulations to the Secretariat. 

Ms BONNIN (France), observing that implementation of the Regulations remained a work in 
progress, underlined the Secretariat’s important role in enabling States Parties to meet their 
obligations. More detailed information on regional and international activities under way and 
additional technical documents on topics such as vector control and quarantine would be useful. The 
interpretation of Article 20 of the Regulations should be clarified to distinguish between ports that 
were designated points of entry, and therefore had the capacity required to deal with public health 
emergencies of international concern, and ports that were authorized to issue ship sanitation 
certificates, which was a routine health security activity. It was important for WHO to continue its 
efforts with other international organizations to ensure the inclusion of provisions on points of entry, 
free pratique and sanctions in relevant international agreements. 

Mr YUSOF (Brunei Darussalam) said that the previous year had demonstrated the importance 
of the Regulations in protecting public health, not only from pandemic and communicable diseases, 
but also from chemical and radiological hazards and emergencies. The Secretariat should continue to 
support States Parties in addressing the latter hazards, particularly those with few nuclear facilities, 
which therefore might lack relevant capabilities. Some countries would not meet all core capacity 
requirements before the 2012 deadline, and a two-year extension might not be sufficient. The 
Secretariat should therefore consider granting longer extensions. 

Dr TAKEI (Japan) asked how the Secretariat planned to strengthen support and technical 
guidance for States Parties that requested an extension of the 2012 deadline, particularly in the area of 
core capacities to respond to chemical or radiological emergencies. His Government stood ready to 
cooperate with the Secretariat in that regard. The definition of “core capacity” in the Regulations 
should be clarified, and the Secretariat should consider preparing a checklist for the capacities set out 
in Annex 1 of the Regulations. Recalling that lack of a legal framework had been identified as a 
weakness of the Regulations, he sought the Secretariat’s views on that topic. 

Dr PHILLIPS (Barbados), noting that his country had received assistance from ICAO in 
ensuring that airports designated as points of entry met the core capacity requirements, encouraged 
further collaboration between ICAO and WHO on improving public health emergency responses in 
the aviation sector. The experience of preparing for and hosting mass events such as the 2007 Cricket 
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World Cup had proved beneficial, having allowed systems needed to meet core capacity requirements 
to be developed and tested. His country intended to implement the Regulations fully. 

He expressed appreciation to the Regional Office for the Americas for providing technical 
advice to the countries of the Caribbean Community for the development of legal instruments to 
support implementation of the Regulations. Barbados had seconded two officers to the PAHO office 
for the Eastern Caribbean countries as its contribution to the strengthening of port health capacity in 
neighbouring islands. 

Noting that only 60% of States Parties had reported in time for information to be included in the 
Secretariat’s report, he encouraged all States Parties to continue to engage in the implementation 
process and to take full advantage of the resources available to support them for that purpose. The 
regional offices should respond to the concerns expressed by various Members. 

Ms MI Yanping (China) welcomed efforts to implement the Regulations, which had left States 
Parties better able to respond to international public health emergencies. China had made significant 
progress in establishing core capacities, but numerous countries would not be able to meet the 2012 
deadline. The Secretariat should support countries in developing local tools for measuring and 
evaluating core capacities and should consider establishing minimum yearly scores for rating 
countries’ progress in establishing core capacities as a means of encouraging them to meet their 
obligations. 

Mr DÍAZ ANAIZ (Chile) said that his Government was striving to identify human, financial 
and other resources in the health sector to improve surveillance and response capacities at designated 
points of entry. It assessed the capabilities of its National IHR Focal Point and identified areas for 
improvement in the development of contingency plans. Chile currently had 90% of the core capacities 
in place and therefore would not request an extension of the implementation deadline. It remained 
committed to global health security and would continue working to meet the challenges of 
implementing the Regulations. 

Dr GULLY (Canada), noting that Canada had met the core capacity requirements of the 
Regulations, enquired how the Secretariat planned to encourage more States Parties to meet their 
obligations by the mid-2012 deadline, which was fast approaching. As reporting was crucial for 
assessing shortcomings and identifying where efforts should be concentrated, he also asked what 
mechanisms were in place to improve reporting rates and whether other tools existed for identifying 
priority areas for improvement. He endorsed the request by the member for the United States of 
America for a progress report, in which his questions could also be addressed. 

Mr BENMAMOUN (Morocco) observed that the implementation of the Regulations had 
provided an opportunity for many countries to restructure their systems for detecting, verifying, 
assessing, notifying and responding to public health emergencies and other health events. Pandemic 
(H1N1) 2009 had also afforded an opportunity to enhance response capacity. His Government had 
taken the necessary measures to improve its core surveillance and response capacities. The 
Secretariat’s report indicated that most countries had made progress in that regard since 2010, 
although, given the socioeconomic variations between States, differences in how they approached their 
obligations under the Regulations were to be expected. Moreover, the scores shown in the report were 
based on self-assessment, which was highly subjective. Continued technical and financial support was 
needed to strengthen countries’ capacities. A global fund should be established for that purpose. 

Mr MANCHA MOCTEZUMA (Mexico) reported that his country had taken many steps to 
implement the Regulations by the 2012 deadline, including strengthening its epidemiological 
surveillance and information system and enhancing its capacity to identify risk events and better target 
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interventions. It had hosted international meetings on the subject, including one on the human–
animal–ecosystem interface, which was an issue of concern in view of the high proportion of emerging 
diseases that were zoonotic. His Government had notified WHO of several health events, as provided 
in the Regulations, and had responded fully and promptly to requests for information. He joined other 
speakers in requesting the Secretariat to support States Parties in assessing their progress towards, and 
identifying obstacles to, full implementation of the Regulations. 

Dr MEMISH (Saudi Arabia)1 said that Saudi Arabia, which annually hosted mass gatherings, 
attached high priority to efforts to enhance core capacities under the Regulations and welcomed 
WHO’s work to that end. His Government would continue to collaborate with headquarters, the 
Regional Office for the Eastern Mediterranean and other Member States to support the strengthening 
of core capacities in relation to mass gatherings. 

Ms PATTERSON (Australia),1 reaffirming her country’s strong commitment to implementation 
of the Regulations, expressed support for the request by the member for the United States of America 
for a report to be submitted to the Sixty-fifth World Health Assembly, providing additional detail on 
progress and obstacles in implementation and outlining action to be taken by the Secretariat to support 
countries in complying with their obligations under the Regulations. 

Dr ATTAYA LIMWATTANAYINGYONG (Thailand)1 said that, despite commendable work 
to strengthen national capacities, challenges to full implementation of the Regulations remained, 
principally the lack of adequate human and financial resources for national programme management. 
In addition to timely communication between national IHR focal points, prompt and adequate 
information-sharing among IHR structures at all levels was important for the control of global 
outbreaks of disease. Her Government supported the establishment of trust-based horizontal regional 
networks, and urged the Secretariat and the regional and country offices to collaborate closely with 
such networks, which could assist in collective capacity-building through South–South collaboration 
and could serve as a complement to slow-moving official bureaucratic mechanisms. 

Dr DAHL-REGIS (Bahamas)1 said that her country had benefited greatly from technical support 
from WHO (headquarters and PAHO), but that it would still face challenges in meeting the 2012 
deadline. She took note of the offer of assistance made by the member for the United States of 
America, particularly for responding to public health threats and emergencies of a chemical or 
radiological nature. Her Government intended to enact appropriate legislation to implement the 
Regulations. 

Mrs TYSON (United Kingdom of Great Britain and Northern Ireland)1 expressed concern at the 
number of countries unlikely to meet the 2012 deadline for establishing core capacities. The report of 
the IHR Review Committee in 2011 had highlighted the challenges to implementation of the 
Regulations and the associated public health security risk. She therefore supported the request by the 
member for the United States of America for a report that would provide a better understanding of the 
situation and identify remaining challenges and possible solutions. 

Mrs MELNIKOVA (Russian Federation),1 stressing the importance of the Regulations, 
welcomed implementation efforts to date but drew attention to several problems that had hindered 
progress. The Event Information Site for IHR focal points did not always function properly; relevant 
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documentation was not always provided in all official languages, which might account for low levels 
of reporting by Russian-speaking countries; and technical problems had been encountered in 
completing the self-assessment questionnaire. She appealed to the Secretariat to rectify that situation 
as various documents would be required for future work, especially on health security. 

Dr NICKNAM (Islamic Republic of Iran)1 said that additional technical support was needed 
from the Secretariat in order to improve the quality and quantity of human resources, enhance 
surveillance and response and strengthen collaboration between Member States with common borders, 
especially on points of entry and early warning and rapid response systems. In 2007, a WHO mission 
had recognized his country’s preparedness in the area of syndromic surveillance, and his Government 
would be pleased to share its experience with others at subregional, regional and interregional levels. 

Dr FUKUDA (Assistant Director-General) said that it was clear that Member States considered 
the International Health Regulations (2005) to be the basis for responding to events ranging from 
infectious disease outbreaks to environmental emergencies; they were crucial at national level and for 
international solidarity. Several speakers had also highlighted the importance of the Regulations in 
relation to global mass gatherings and the interface between animal and human health. Responding to 
remarks concerning reporting, he noted that information had been provided since the report had been 
issued; responses were currently available for 150 States Parties, as a further 33 had provided data, and 
the report would be updated before submission to the Health Assembly. As requested by several 
speakers, the Secretariat would also provide information on countries that were unlikely to meet the 
2012 deadline, obstacles to implementation of the Regulations, and plans for overcoming them. 
Countries could apply for a two-year extension, and guidance was available on how to submit 
applications. The Regulations provided for a second extension of two years, if needed. 

In addition, the Secretariat had issued a document clarifying the difference between ports 
designated as points of entry and ports authorized to issue ship sanitation certificates. Criteria for 
certification of points of entry and guidance on vector control were currently under development and 
should be available in the near future. The Secretariat was also preparing guidance on training and 
information on best practices, and was organizing workshops on how the provisions of the Regulations 
could be incorporated into national legislation. The current core capacity assessment tool provided 
information on gaps, for example in relation to points of entry and radiation safety. Further work was 
needed to refine the quantification of core capacity, but it might prove difficult to rate progress 
towards the required level in terms of a single point score. Similarly, it would be difficult to compile a 
general checklist for implementation of the Regulations, since the situation in each country differed, 
but the Secretariat would strive to enhance its guidance in that regard. 

The Secretariat would also work to strengthen collaboration with other international 
organizations, including FAO, ICAO and OIE, and would work with horizontal networks such as the 
Connecting Organizations for Regional Disease Surveillance network, which could complement 
implementation activities through information-sharing and capacity-building. Several speakers had 
referred to ongoing regional, subregional, multilateral and bilateral collaboration; such methods of 
working were of great value in enhancing core capacities. 

The Board noted the report. 

Global mass gatherings: implications and opportunities for global health security: Item 6.8 of the 
Agenda (Document EB130/17) 

The CHAIRMAN drew attention to a draft decision on global mass gatherings proposed by the 
Islamic Republic of Iran, Libya, Morocco, Qatar, Saudi Arabia, Somalia, Syrian Arab Republic and 
Yemen, which read: 
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The Executive Board, 
Having considered the report on global mass gatherings: implications and opportunities 

for global health security,1 
PP1 Recognizing that mass gatherings represent risks to health security, and have the 

potential to endanger the health of populations, raise levels of social anxiety and security alert, 
and cause economic disruption on a local, regional or global scale; 

PP2 Building on the existing WHO resources to support the planning and conduct of 
mass gathering events; 
 PP3 Acknowledging the expertise of the Kingdom of Saudi Arabia in managing the 
largest annual recurring mass gathering event, attracting close to 10 million people from more 
than 180 countries across the globe, 

1. Requests the Secretariat to develop multisectoral guidance on management of mass 
gathering events with specific emphasis on preventive measures including health education, 
taking into consideration the uniqueness of each gathering in terms of location, preparation, 
cultures and timing; 

2. Decides that the Secretariat should work closely with Member States that are planning 
and conducting mass gatherings, in order to establish cooperation and communication between 
the concerned health authorities in each country, and therefore contribute to the strengthening of 
functional capacities required under the International Health Regulations (2005); 

3. Encourages the participation of non-profit-making, nongovernmental and civil society 
organizations, in the development and implementation of health education related to mass 
gatherings; 

4. Requests the Secretariat to raise awareness on the health impact of mass gatherings using 
a highly professional approach and state-of-the-art-technologies that can be regularly monitored 
and evaluated. 

Mr BENMAMOUN (Morocco), speaking on behalf of the Member States of the Eastern 
Mediterranean Region and the sponsors of the draft decision, said that the issue of global mass 
gatherings was growing ever more complex. Examples of such gatherings included the hajj and umrah 
pilgrimages annually hosted by Saudi Arabia, which were attended by more than 10 million people 
from more than 180 countries, including elderly individuals requiring special care and attention. The 
distinguishing feature of those pilgrimages was the convergence of an enormous number of 
individuals in an area where space was extremely restricted. 

The Regional Office for the Eastern Mediterranean was working with Saudi Arabia to establish 
an international centre for coordinating, with WHO’s cooperation, appropriate preventive health 
measures on an international scale. The WHO Collaborating Centre on Mass Gatherings and High 
Visibility/High Consequences Events would also help to ensure coordination, providing expertise on 
various types of mass gatherings and on disease surveillance, infection control and disaster planning. 

He invited the Board to adopt the draft decision with a view to supporting WHO’s role in 
providing guidance on the management of mass gatherings, with due consideration of the essential 
part played by Member States and the engagement of all stakeholders, including civil society. 
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Ms MI Yanping (China) said that China had drawn the lessons from the 2008 Beijing Olympic 
Games and the 2010 Shanghai Expo that every event had unique characteristics and that public health 
risks should be assessed at least two years in advance, with continual updating of the information. 
Planning was complex; preparation to ensure the provision of properly managed services required a 
meticulous multisectoral approach, with the participation of various stakeholders, including the private 
sector. Health authorities should establish comprehensive and coordinated mechanisms for service 
management and exchange of information at all levels. Systems should be tested in advance and 
adjusted as necessary. Such activities would contribute to long-term urban health service development 
and capacity-building, as described in the 2010 publication on the health legacy of the 2008 Beijing 
Olympic Games, prepared with the support of the International Olympic Committee and the Chinese 
Government.1 China would be happy to share its experience with other Member States. She supported 
the draft decision. 

Mr MANCHA MOCTEZUMA (Mexico) said that Mexico had had considerable experience of 
organizing mass events and recognized that countries could not deal in isolation with the public health 
challenges involved, which were compounded by globalization, lifestyle and epidemiological changes, 
and the potential for deliberate acts of harm. With leadership from WHO and cooperation among 
Member States, it should be possible to develop the necessary technical tools for the planning and 
management of mass gatherings and reduce the potential for public health emergencies at such events, 
which could endanger local and international health security and place an inordinate strain on local 
health infrastructures. He welcomed the Secretariat’s efforts to develop tools to guide and support host 
countries in strengthening their health information systems and surveillance capacity, which would 
help to safeguard the health of local populations and visitors alike. 

Dr JESSE (Estonia), speaking on behalf of the European Union and its Member States, said that 
the acceding State Croatia, the candidate countries Turkey, the former Yugoslavia Republic of 
Macedonia, Montenegro and Iceland the countries of the Stabilisation and Association Process and 
potential candidates Albania, Bosnia and Herzegovina, and Serbia, as well as Ukraine, Armenia and 
Georgia aligned themselves with her statement. The European countries were especially conscious of 
the health risks associated with mass gatherings, as there would be many mass gatherings in the 
Region during 2012, including the Olympic Games in the United Kingdom of Great Britain and 
Northern Ireland. She therefore welcomed the collaboration between the Secretariat and the European 
Centre for Disease Prevention and Control, in particular in the areas of preparedness, reinforced 
surveillance and risk assessment in case of outbreaks. Multisectoral collaboration at all levels was vital 
in preparedness and response activities. Immunization activities and proper hygiene measures were 
also important to limit the spread of diseases. 

She requested further information on the role and activities of the Secretariat with regard to 
planning and preparedness for mass gatherings, and suggested that consideration of the draft decision 
should be postponed to allow more time for Board members to study the text and, if appropriate, 
propose amendments. Moreover, it was her understanding that Rule 11 of the Rules of Procedure of 
the Executive Board required that such proposals should be circulated 48 hours before their 
discussion. 

Mr SHUKLA (India) said that mass gatherings, including religious and sporting events, were 
held frequently in his country. In addition, large crowds gathered daily on public transport systems. He 
endorsed the view expressed in the report that preparedness was crucial in order to maintain public 
                                                      

1 Jin Dapeng, Ljunqvist A, Troedsson H (Eds). The health legacy of the 2008 Beijing Olympic Games: success and 

recommendations. Geneva, World Health Organization, 2010. 



EB130/PSR/9 

20 

health standards at such mass gatherings, and supported WHO’s activities, including the Observer 
Programme and the Interdepartmental Mass Gatherings Group, in which his Government intended to 
participate. With a view to sharing best practices, the Secretariat should support the publication and 
dissemination of information for handling mass gatherings collected from around the world. He 
supported the draft decision but proposed that paragraph 3 be amended to include text to encourage the 
use of mass gatherings for the dissemination of health messages. He requested clarification of 
paragraph 4: who would conduct the monitoring and evaluation that had been called for? 

Dr AL-HALKI (Syrian Arab Republic) pointed out that the public health risks associated with 
mass gatherings could increase levels of public concern and ultimately hamper economic activity. He 
expressed appreciation for Saudi Arabia’s work on the public health implications of mass gatherings. 
The draft decision was aimed at ensuring cooperation among the relevant country authorities in the 
organization and planning of mass gatherings in order to safeguard public health. It merited support. 

Dr DAULAIRE (United States of America) said that the analysis contained in the report was 
comprehensive and accurate and described most of the public health issues associated with mass 
gatherings. His Government was committed to ensuring global health security in relation to mass 
gatherings and had provided support to other Member States for various events, including the hajj. It 
was also participating in related international activities, including the WHO Virtual Interdisciplinary 
Advisory Group. He endorsed the call for more time to consider the draft decision and would be 
pleased to participate in informal consultations to clarify the text. 

Dr BAYE LUKONG (Cameroon), speaking on behalf of the Member States of the African 
Region, said that preparations for mass gatherings could provide opportunities for health system 
development, but planning and responding to the health risks posed by such events could also strain 
the health systems of host nations, which might be required to manage mass casualties. They would 
also need robust surveillance and laboratory systems to detect contaminants or pathogens. Few health 
systems in the Region had those capabilities, or were equipped to ensure effective interventions during 
events taking place simultaneously in different geographical locations. The report therefore came as a 
stark reminder of the need to strengthen national health systems in the Region. Surmounting that 
challenge should become one of the Organization’s core functions as it moved forward in priority-
setting. Noting that mass gathering management also required multiagency coordination, she 
expressed support for the draft decision. 

Mr AL-ABDULLA (Qatar), welcoming WHO’s attention to the health implications of mass 
gatherings, suggested that the Organization should do research into the prevention of epidemics and 
other health emergencies triggered by such gatherings. Qatar was preparing to host the Fédération 
Internationale de Football Association World Cup in 2022 and had high expectations for the quality of 
the gathering, including its health-related aspects. 

Dr GULLY (Canada) said that, as part of the preparation for mass gatherings in Canada, his 
Government had developed public health frameworks in collaboration with partners at all levels, and 
had found that such preparations provided an opportunity to develop and implement enhanced 
surveillance, communication and response protocols and to strengthen collaboration between the 
health and security sectors. He supported a sustainable approach to the management of mass 
gatherings so that improvements in capacity endured beyond the event. As was noted in paragraph 1 of 
the draft decision, the risks associated with each mass gathering were unique; nevertheless, the 
measures taken to address them should be adaptable to other such events. Guidance to Member States 
should include a monitoring and evaluation component, and he therefore proposed that paragraph 1 of 
the draft decision be amended by inserting the words “evaluation and monitoring” after “management” 
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and that, in the light of that change, “that can be regularly monitored and evaluated” be deleted from 
paragraph 4. Additionally, the word “sustainable” should be inserted before “preventive measures” in 
paragraph 1, and paragraph 3 should be amended by replacing the words “the participation of 
non-profit-making” by “the Secretariat to reach out to”. 

Dr BELO (Timor-Leste) said that, although Timor-Leste had little experience in organizing 
mass gatherings, it was well aware of the implications of such events for global health. She therefore 
supported the draft decision and urged the Secretariat to continue working with Member States to 
promote international cooperation, develop protocols and encourage the sharing of experience in 
relation to the health aspects of mass gatherings. 

Dr MEMISH (Saudi Arabia)1 thanked the other sponsors and the Member States of the Eastern 
Mediterranean Region. The Regional Committee for the Eastern Mediterranean at its Fifty-eighth 
session (Cairo, 2–5 October 2011) had agreed to submit their recommendations to the Board. 
Saudi Arabia was privileged to host the hajj and umrah each year and had invested in a solid national 
multisectoral system to ensure the smooth running of those pilgrimages and the safety and well-being 
of the pilgrims. It also worked closely with international health authorities and partners around the 
world. Infectious disease outbreaks at mass gatherings could spread rapidly to all regions without 
effective coordination between the host country and countries to which participants were returning. 
Appropriate public health messages for participants were crucial in order to ensure the clarity and 
effectiveness of preventive measures. Such messages should be developed by WHO as the leader in 
health communication activities. He urged the Board to adopt the draft decision. 

Dr EL OAKLEY (Libya)1 supported the draft decision with the proposed amendments. 

Dr NICKNAM (Islamic Republic of Iran)1 said that accurate and timely communications about 
public health risks and events during mass gatherings were of the utmost importance, as they might 
affect the health of not only participants but also their compatriots after their return to their countries. 
Effective risk communication was therefore a major responsibility of the organizers of such 
gatherings. 

Mr ALMASHAN (Kuwait)1 said that mass gatherings could pose a serious threat to global 
health security in the absence of measures to contain the risks. Every effort must therefore be made to 
support countries that hosted such gatherings, in particular Saudi Arabia. He supported the draft 
decision. 

Dr WARIDA (Egypt)1 urged the Board to adopt the draft decision and called on the Secretariat 
to mobilize the resources needed for its implementation. 

Msgr VITILLO (Holy See), speaking at the invitation of the CHAIRMAN, noted that the 
Holy See convened World Youth Day every three years and hosted national and regional gatherings in 
the intervening years – events that attracted hundreds of thousands of young people. It was therefore 
well aware of the importance of careful preparations in order to attend to the health needs of 
participants and to prevent and, if necessary, respond to health emergencies during such gatherings. 
The organizers of past World Youth Days had collaborated closely with national public health 

                                                      
1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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authorities, WHO headquarters, and regional and country office staff in preparing for and conducting 
such events, and would continue to do so in the future. 

Mr BURCI (Legal Counsel), responding to the comment by the member for Estonia on the 
timing of consideration of proposals submitted to the Board, explained that Rule 11 of the Board’s 
Rules of Procedure referred to documents such as, typically, reports from the Secretariat rather than 
proposals. Although there was a provision in the Rules of Procedure of the World Health Assembly 
concerning advance submission of proposals (Rule 50), there was no such provision in the Rules of 
Procedure of the Executive Board. 

Dr JESSE (Estonia) suggested that the introduction of such a provision be considered in the 
discussions on WHO reform. She reiterated her need for more time to study the draft decision. 

The DIRECTOR-GENERAL said that the Secretariat was working closely with Member States 
and organizations, such as the International Olympic Committee, involved in organizing mass 
gatherings. She welcomed the proposed draft decision but suggested that paragraphs 3 and 4 might 
require further discussion in informal consultations in order to clarify what was expected of the 
Secretariat. Paragraph 3 should perhaps encourage Member States, not the Secretariat, to work with 
nongovernmental and civil society organizations, because preparation for and hosting of mass 
gatherings were the responsibility of the organizing country. 

The CHAIRMAN suggested that the Board should postpone further consideration of the draft 
decision, pending informal consultations among interested parties to clarify the text. 

It was so agreed. 

(For adoption of the decision, see the summary record of the eleventh meeting.) 

Global burden of mental disorders and the need for a comprehensive, coordinated response 
from health and social sectors at the country level: Item 6.2 of the Agenda (Document EB130/9) 
(continued from the eighth meeting) 

The CHAIRMAN invited the Board to resume its consideration of the revised draft resolution 
on the global burden of mental disorders proposed by India, Switzerland and the United States of 
America, which had been introduced during the eighth meeting. 

Dr JESSE (Estonia), speaking on behalf of the European Union and its Member States, 
proposed the insertion of a new preambular paragraph PP13bis reading: “Recognizing that certain 
populations live in a situation that makes them particularly vulnerable to developing mental disorders, 
and the consequences thereof”. Subparagraph 2(1) should be amended by inserting the words “based 
on an assessment of vulnerabilities and risks” after “Mental Health Action Plan”. Finally, a new 
subparagraph 2(2)(a) should be inserted, reading: “assessment of vulnerabilities and risks as a basis for 
developing the Action Plan” and the existing subparagraphs 2(2)(a) and (b) would be renumbered 
appropriately. 

The resolution, as amended, was adopted.1 

                                                      
1 Resolution EB130.R8. 
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Pandemic influenza preparedness: sharing of influenza viruses and access to vaccines and other 
benefits: report on the work of the Advisory Group: Item 6.9 of the Agenda (Document EB130/18) 

Dr JESSE (Estonia), speaking on behalf of the European Union and its Member States, the 
acceding State Croatia, candidate countries Turkey, the former Yugoslavia Republic of Macedonia, 
Montenegro and Iceland, the countries of the Stabilisation and Association Process and potential 
candidates Albania, Bosnia and Herzegovina, and Serbia, as well as Ukraine, Armenia and Georgia, 
said that the adoption of the Pandemic Influenza Preparedness Framework by the Sixty-fourth World 
Health Assembly had marked an important step towards a more transparent and efficient WHO Global 
Influenza Surveillance and Response System and stronger international public health collaboration. 
The timely and open sharing of viruses, improved surveillance, technology and knowledge transfer 
and faster, more equitable access to effective vaccines and other benefits were crucial to the 
achievement of rapid and effective global pandemic responses. The Framework would play a key role 
in global influenza surveillance and public health responses to influenza, and would improve global 
health security. 

Reports that countries were sharing influenza viruses within the WHO network were 
encouraging; all countries should be urged to support and further intensify rapid sharing. She 
welcomed the fact that the Advisory Group had met once and had a clear work agenda, and expressed 
the hope that the Secretariat and the Advisory Group would make substantial progress in 2012 and 
ensure transparency in all aspects of the Group’s work. The Group should be proactive in discussions 
with industry. All Member States should be involved in the establishment of its work programme and 
the membership renewal process. The European Union stood ready to collaborate in further work, 
including the 2016 review of the Framework. 

Dr GULLY (Canada) said that the Framework set a precedent for collaboration between 
governments, multilateral organizations and industry to improve pandemic influenza preparedness and 
built on the lessons learnt from pandemic (H1N1) 2009. Although difficult at times, the Framework 
development process had resulted in greater cohesion among Member States. However, effective 
implementation would require hard work, diligence and monitoring. The role and mandate of the 
Advisory Group must be clearly defined, and the Group should engage actively with industry. The 
diversity of skills and experience of Group members would doubtless contribute to implementation of 
the Framework. 

Mr DÍAZ ANAIZ (Chile), noting his Government’s continued support for the sharing of 
influenza viruses, encouraged the Advisory Group to strive to reach global agreements on vaccine 
availability and the sharing of viruses and benefits. The Group should keep Member States apprised of 
its activities in that respect. With regard to the Group’s guiding principles, it should take into account 
the opinions of developing and affected countries, industry and directly concerned parties. Priority 
consideration should be given to the opinions and situation of developing countries whose access to 
vaccines during pandemics varied significantly. 

He requested the Secretariat to provide timely information on the threat of the swine-origin 
triple reassortant A influenza (H3N2) viruses so that countries might take rapid and coordinated 
preventive action. 

Dr SHEKU DAOH (Sierra Leone), speaking on behalf of the Member States of the African 
Region, said that only sporadic cases of influenza caused by pandemic influenza A (H1N1) viruses 
had been reported in the Region since October 2011. Half the Region’s Member States had enhanced 
their sentinel surveillance systems and laboratory capacity for the diagnosis of influenza A and 38 had 
developed H1N1 vaccine deployment plans and received sufficient vaccines and ancillary supplies to 
vaccinate up to 10% of their populations. Vaccination campaigns had taken place in at least 
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24 countries and some were continuing to provide routine vaccination against influenza for vulnerable 
groups, including the elderly. Challenges for the Region included the need to heighten awareness of 
the continued threat from pandemic influenza A (H1N1) 2009 viruses and the lack of capacity for 
influenza vaccine production. The Secretariat should take into account the Region’s special needs, in 
particular in relation to benefit-sharing, and should ensure monitoring and follow-up of the 
implementation of the Pandemic Influenza Preparedness Framework. 

Noting that the Advisory Group had indicated that its work in relation to Standard Material 
Transfer Agreement 2 would be more productive once the Secretariat had begun individual contacts 
with industry, he enquired how, in the meantime, the Secretariat would ensure that companies and 
research industries accessing viruses abided by the terms of the Framework. 

Ms MI Yanping (China) commended the transparency, equity and fairness of the Pandemic 
Influenza Preparedness Framework and endorsed the report of the Advisory Group. The Secretariat 
and affected Member States had responded rapidly to pandemic (H1N1) 2009, with a transparent 
approach to sharing of viruses and technologies. With the virus strain provided through the WHO 
network, China had been able to conduct the necessary research and development and quickly produce 
vaccine for administration to priority population groups, demonstrating the effectiveness of the 
Framework. The Global Influenza Surveillance and Response System and virus- and benefit-sharing 
mechanisms should be strengthened further in order to enable a more flexible and expeditious 
response to public health risks. 

Professor PRASAD (India) expressed the hope that the Pandemic Influenza Preparedness 
Framework would provide a coherent international approach for ensuring the availability of influenza 
viruses and the sharing of related benefits, which included the strengthening of national surveillance 
systems. India had participated actively in the negotiations, which had not been easy and had required 
compromises by stakeholders. Cooperation from the pharmaceutical industry and adherence to the 
provisions of the two Standard Material Transfer Agreements would determine the Framework’s 
credibility and success. 

He welcomed the establishment of the Advisory Group, whose deliberations he would follow 
closely. The needs of developing and affected countries should be taken into account. The outbreak of 
influenza A (H5N1) and pandemic (H1N1) 2009 had shown that pandemics could strike any country, 
and that there were shortcomings in global preparedness and response. Implementation of the 
Pandemic Influenza Preparedness Framework should help to fill those gaps and improve responses. 

Mr MANCHA MOCTEZUMA (Mexico) said that Mexico was participating actively in the 
identification and sharing of influenza virus strains. His Government strongly supported the use of 
vaccines to protect populations, especially vulnerable groups. Mexico’s experience of pandemic 
(H1N1) 2009 had underlined the importance of prevention and preparedness and, in particular, of 
strengthening the response capacity of hospitals, especially intensive and intermediate care units, not 
just through the supply of equipment but also through training of staff at all levels in the use of 
technology for managing patients with acute respiratory infections. 

The meeting rose at 12:40. 

=     =     = 


