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EIGHTH MEETING 

Thursday, 28 January 2016, at 09:10 

Chairman: Ms M.P. MATSOSO (South Africa) 

1. WHO REFORM: Item 5 of the Agenda (continued) 

Member State consultative process on governance reform: Item 5.2 of the Agenda (Document 

EB/138/6) (continued) 

The representative of the PHILIPPINES, speaking as the Chair of the Working Group on 

Governance Reform, drew attention to the draft decision proposed by the Working Group, which read: 

The Executive Board, in order to complete the process established by decision 

EB136(16), decides: 

(1) to convene as soon as possible, and no later than April 2016, an open-ended 

intergovernmental
1
 meeting to discuss, review, amend and come to an agreement on the 

recommendations presented during the Second Open Member States meeting on 

governance reform, on the basis of Appendix 2 of document EB138/6; 

(2) to request the Director-General to submit the results of the open-ended 

intergovernmental meeting to the Sixty-ninth World Health Assembly for its 

consideration. 

The decision was adopted.
2
 

2. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 8 of the Agenda (continued) 

Poliomyelitis: Item 8.6 of the Agenda (Document EB138/25) 

The representative of FRANCE, speaking on behalf of the Member States of the European 

Region, welcomed the progress made in Afghanistan and Pakistan and encouraged the Governments 

of both countries to pursue their efforts to eradicate poliomyelitis, including through cross-border 

cooperation and a sustained high-level political commitment. She welcomed the robust action that had 

been taken by the Global Polio Eradication Initiative to bring a swift halt to the circulation of vaccine-

derived poliovirus, and called for the full implementation of the recommendations made under the 

International Health Regulations (2005). It was crucial to ensure full protection for vulnerable groups, 

including asylum-seekers, refugees, internally displaced persons and migrants, and for their host 

communities. 

                                                      

1 And, where applicable, regional economic integration organizations. 

2 Decision EB138(1). 
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The Member States were to be commended for their commitment to move from oral to 

injectable vaccines, despite the difficulties arising from the shortage of the latter; in that regard, they 

were encouraged to implement the WHO Global Action Plan for containment in full, within a 

reasonable time frame and in accordance with national legislation, and to shoulder their responsibility 

to attenuate containment facility-associated risks. 

The Secretariat should prepare, for the Sixty-ninth World Health Assembly, specific data on the 

future of the assets funded by the Global Polio Eradication Initiative and suggest possible ways 

forward; Member States should finalize their polio legacy plans, in cooperation with all partners; and 

donors and the countries concerned should make available the funds required by the Initiative. 

Recalling the obligation to respect and protect health and humanitarian workers, she said that the 

Member States of her Region condemned in the strongest possible terms the acts of violence 

committed against those workers and their patients. 

The representative of THAILAND announced that her country was prepared for the switch from 

trivalent to bivalent oral polio vaccine in April 2016. It was concerned, however, by delays in the 

detection of circulating vaccine-derived poliovirus transmissions in some countries, which were 

indicative of weak surveillance systems and chronically low vaccine coverage in some high-risk areas. 

The Secretariat should ensure that up-to-date information on the situation worldwide was shared with 

Member States in a transparent and timely way. Moreover, the Secretariat, the vaccine industry and 

the development partners, in particular the GAVI Alliance, should take specific steps to overcome the 

fact that high cost and limited supply were hampering the introduction of the inactivated poliovirus 

vaccine in many countries. Lastly, in terms of containment, she asked whether scientific justification 

could be provided to show that the benefits of destroying all relevant specimens of trivalent oral polio 

vaccine – including those held in research and academic facilities – outweighed the risk of poliovirus 

contamination and the loss of research opportunities. In that respect, she recalled that stocks continued 

to be held of live smallpox virus. 

The representative of JAPAN observed that the Global Polio Eradication Initiative’s extensive 

legacy, which included surveillance systems, laboratory networks, risk communication and 

coordination with local communities, would be of enormous potential benefit for other health issues, 

such as the emergency response to infectious disease outbreaks. In 2016, an important challenge 

would be to stop the transmission of wild poliovirus in the last remaining reservoirs in Afghanistan 

and Pakistan. Another would be to monitor immunization coverage in every country, as outbreaks of 

paralytic poliomyelitis caused by circulating vaccine-derived poliovirus in the Lao People’s 

Democratic Republic and Madagascar showed that collective immunity had not been sufficiently 

maintained in some parts of the world. 

Under a new “loan conversion” mechanism, a loan extended by the Government of Japan to the 

Government of Pakistan to support the latter’s polio eradication project would be repaid by the Bill 

and Melinda Gates Foundation on successful completion of the project. Japan intended to make further 

contributions, including in the form of financial and technical assistance for the Global Polio 

Eradication Initiative. 

The representative of the RUSSIAN FEDERATION expressed concern that the transmission of 

wild poliovirus had not been stopped in 2015 and that, in the same year, several countries had 

experienced outbreaks of circulating vaccine-derived poliovirus, including type 2. That development, 

if it continued in 2016, would endanger the planned withdrawal of the type-2 component from oral 

polio vaccines by April 2016. Such outbreaks were the result, as a rule, of problems with routine 

immunization programmes that needed additional resources and time in order to be resolved. 

Unfortunately, not all countries were acting in accordance with WHO recommendations. Countries 

affected by poliomyelitis were urged to implement the eradication strategy in full, and all countries 

were urged to observe the timely recommendations made under the International Health Regulations 
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(2005) and to improve epidemiological surveillance. The Russian Federation called for strict 

compliance by all countries with resolution WHA68.3 (2015) on poliomyelitis, welcomed WHO’s 

efforts to seek additional financing for the Global Polio Eradication Initiative, and was endeavouring 

to increase its own contribution. 

The representative of NAMIBIA, speaking on behalf of the Member States of the African 

Region, noted with satisfaction that Nigeria had been removed from the list of polio-endemic countries 

and that Africa had been free of wild poliovirus for three years. All 47 countries in the Region had 

submitted preparedness plans for the switch from trivalent to bivalent oral polio vaccine, 14 had 

introduced inactivated poliovirus vaccine, and 34 had documented laboratory containment of 

poliovirus. As the switch date of April 2016 drew near, all partners had to work together to ensure an 

adequate supply of inactivated poliovirus vaccine. In that respect, it was crucial for WHO and other 

partners to intervene, including by facilitating mechanisms for pooled procurement and supply. 

Inadequate funding, poor surveillance, low routine immunization coverage, the non-availability of 

inactivated poliovirus vaccine, and, in some countries, security considerations could derail polio 

eradication activities in the Region. As stated in the African Union Declaration on polio eradication in 

Africa, adopted in June 2015, there was a critical need to sustain intensive polio eradication efforts to 

preserve hard-won gains. 

The representative of KUWAIT, speaking on behalf of the Member States of the Eastern 

Mediterranean Region, noted the commendable efforts to eradicate poliomyelitis and control outbreaks 

of the virus, and highlighted the positive results achieved. Her Region was fully committed to the 

provision of support for all measures aimed at halting transmission of the virus in Afghanistan and 

Pakistan and at protecting polio-free countries from outbreaks, including through immunization of 

high-risk groups, including refugees and internally displaced persons. Surveillance of all wild and 

vaccine-derived polioviruses should be heightened in order to facilitate early warning and an effective 

response. 

Comprehensive application of the temporary recommendations issued under the International 

Health Regulations (2005) was vital to ensure that anyone entering a poliomyelitis-free area from an 

infected area had been immunized. In her Region, preparedness and response plans were now being 

harmonized with the new standard operating procedures for outbreaks of the virus and would 

eventually be simulated for testing in the field. Furthermore, its Member States were intent on 

replacing trivalent oral polio vaccine by the bivalent oral polio vaccine by April 2016 and on 

implementing appropriate measures for the containment of poliovirus type 2 as part of their 

commitment to eradication of the virus by the end of 2016. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 

IRELAND condemned in the strongest terms the continued attacks on polio workers and 

accompanying personnel in Pakistan and Afghanistan; efforts to ensure that those workers had safe 

access to every last child had to be redoubled. The highest authorities in those countries had to 

demonstrate national leadership and commitment, and make sure that poliomyelitis was eradicated 

within their borders in 2016. Her country, which would have invested over 1 billion pounds sterling to 

support polio eradication by 2019, applauded Africa – and Nigeria in particular – for being polio-free 

for one year, and welcomed the fact that many African countries had used their polio assets to launch 

successful responses to outbreaks of Ebola virus disease. 

The representative of CANADA stressed the need to support the Polio Eradication and 

Endgame Strategic Plan 2013–2018. He congratulated Nigeria on its removal from the list of endemic 

countries and said that his Government would continue to support efforts to ensure that no new cases 

arose in the coming two years, with a view to Africa’s certification as polio-free. Canada also 

remained committed to supporting Afghanistan and Pakistan, the last two endemic countries, in the 
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final push for eradication; in that respect, both countries had to demonstrate strong and consistent 

leadership to ensure that the most hard-to-reach areas were accessible, the number of missed children 

was greatly reduced, and cross-border transmission was halted. As the deadline for the switch from 

trivalent to bivalent oral polio vaccine approached, the Global Polio Eradication Initiative should 

provide regular and transparent updates to donors and partners. 

The representative of ALBANIA encouraged the Secretariat to monitor and coordinate 

rigorously the application of the International Health Regulations (2005) and to enhance surveillance 

in order to ensure a rapid response to any new crisis. Specific approaches were needed to prevent polio 

transmission in vulnerable populations and in countries with poorly functioning health systems, 

especially among migrants and in countries receiving large numbers of migrants. 

The representative of the UNITED STATES OF AMERICA expressed full support for the 

Global Polio Eradication Initiative and the Endgame Strategic Plan 2013–2018. He congratulated 

Nigeria for interrupting wild poliovirus circulation, being removed from the endemic country list, and 

remaining polio-free; commended Pakistan’s extraordinary efforts in 2015; and fully supported 

Afghanistan and Pakistan in their continuing efforts to eradicate polio. All Member States should close 

immunity gaps, sustain high population immunity and implement certification-level surveillance, in 

order to sustain the gains achieved. Recent outbreaks of circulating vaccine-derived poliovirus were 

symptoms of critical immunity gaps. WHO’s human resource capacity had to be used to full 

advantage, to help Member States fully implement containment – a challenging undertaking – and to 

keep them informed about the supply of inactivated polio vaccine. Member States should accelerate 

efforts to contain or destroy poliovirus and those hosting poliovirus-essential facilities should 

designate national containment authorities. 

He endorsed continued management of wild poliovirus as a public health emergency of 

international concern under the temporary recommendations under the International Health 

Regulations (2005), and the addition of circulating vaccine-derived poliovirus to the 

recommendations. Countries experiencing outbreaks of circulating vaccine-derived poliovirus were 

strongly encouraged to implement the outbreak response guidelines rapidly and fully; WHO, for its 

part, should lose no time in providing such countries with the financing, technical support and surge 

capacity they needed. All Member States were urged to convert their polio assets into sustainable 

gains, not just for immunization, but also for public health infrastructure and other public health 

programmes; they were also urged to bridge the remaining financing gap of US$ 1.5 billion by the end 

of 2019. In that respect, he recalled that his Government had increased its strong financial support to 

the Global Polio Eradication Initiative. 

The representative of NEPAL said that the continued risk of transmission of wild poliovirus 

from endemic to polio-free countries highlighted the importance of strengthening protection in risk-

prone areas. Although countries had been successful in introducing the injectable polio vaccine in their 

routine immunization programmes, additional technical support was needed to improve coverage, 

particularly in developing countries. Referring to the switch from the trivalent to the bivalent oral 

polio vaccine, he noted that the availability of vaccines continued to be a challenge and efforts should 

be made to ensure coverage. The GAVI Alliance was providing support to low-income countries to 

facilitate access the inactivated polio vaccine; however, the high cost of the vaccine meant that many 

other countries also needed assistance. WHO should provide support to countries by estimating 

national requirements for the bivalent oral polio vaccine and inactivated polio vaccine, and by 

negotiating prices with the manufacturers. 

The representative of CHINA said that government leadership, ministerial synergy and social 

participation were needed to implement resolution WHA68.3 (2015) on poliomyelitis, while risk and 

progress evaluation remained essential. The inactivated polio vaccine developed by China had been 
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trialled in six provinces and would be integrated into the national immunization programme in 2016. 

Two Chinese companies had already completed registration and approval procedures for the bivalent 

oral polio vaccine. He called on the Secretariat to evaluate the needs of developing countries, 

especially those at high risk of polio importation, and to develop feasible action plans, including with 

regard to the trivalent to bivalent oral polio vaccine switch. China was willing for its product to be 

used for contingency stockpiling purposes and requested advice with regard to making an application 

for prequalification. The international community should increase its technical and financial support to 

countries affected by conflict and terrorism, which posed a threat to polio eradication, and to high-risk 

areas. 

The representative of SAUDI ARABIA, referring to the constant health challenge posed by the 

regular influx of Hajj and Umrah pilgrims, said that his Government was doing its utmost to ensure 

that visitors from polio-affected countries were immunized and that oral polio vaccines were available 

at all ports of entry. Furthermore, a number of immunization campaigns were under way in the areas 

hosting persons displaced by conflicts in neighbouring countries. Saudi Arabia was making every 

effort to ensure the replacement of the trivalent by the bivalent oral polio vaccine by the deadline. 

The representative of PAKISTAN outlined some of the measures being taken in his country, 

under the direct supervision of the office of the Prime Minister, to improve accountability and 

oversight at all levels. Positive results had been achieved since 2014, including a significant drop in 

the number of cases, an increase in immunization coverage and an improvement in the quality of the 

vaccination campaign. The Government had provided extensive security to vaccination teams but the 

recent terrorist attack on a vaccination centre highlighted the unique challenges that the country 

continued to face. Pakistan and Afghanistan had been engaging in strong cross-border coordination 

and the following six months would be crucial in terms of bridging residual gaps in strategy 

implementation. His Government counted on the continued support of the international community, 

especially technical assistance for cold chain maintenance and sustained vaccine supply, to bolster 

national efforts. 

The representative of EGYPT said that his Government was committed to making the vaccine 

switch in April 2016 and urged WHO and the relevant partners to deliver the required vaccines in 

time. In the light of the damaging effects of the various humanitarian crises around the world, in 

particular those affecting the Eastern Mediterranean Region, and of the further delay in global polio 

eradication, he urged Member States to continue to provide support to the Global Polio Eradication 

Initiative. 

The representative of ARGENTINA said that her country was committed to the goal of total 

eradication of the poliovirus and congratulated the countries that had made progress towards that goal. 

Argentina was on schedule to carry out the switch to the bivalent oral polio vaccine. 

The representative of JORDAN said that, although his country had been polio-free since the 

1990s, additional immunization campaigns, funded by the Government with a very limited budget, had 

been launched owing to the influx of refugees from neighbouring countries. The Government was 

committed to replacing the trivalent by the bivalent oral polio vaccine and called on WHO to continue 

to provide its support to the country and to the Regional Office for the Eastern Mediterranean in that 

regard. 
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The representative of MONACO
1
 said that interrupting the transmission of wild poliovirus in 

2016 would require high immunization coverage and strong surveillance. It was essential to ensure the 

availability of vaccines and staff training. It was also essential to ensure that legacy planning and 

transfers of assets served to strengthen, rather than weaken, health systems. She asked the Secretariat 

describe in detail the financial implications of shifting the target date for certification of global polio 

eradication to 2019, including for the WHO budget. She also requested detailed financial information 

on the staff and infrastructure funded by the Global Polio Eradication Initiative. 

The representative of INDIA
1
 said that his Government remained committed to mitigating the 

risk of importation of wild poliovirus and maintaining India’s polio-free status. Having introduced the 

inactivated poliovirus vaccine in November 2015, India was prepared for the trivalent to bivalent oral 

polio vaccine switch in April 2016. In that regard, he requested further information regarding the 

measures being taken by WHO to prevent shortages of inactivated poliovirus vaccines. 

The representative of TURKEY,
1
 noting the risks associated with circulating vaccine-derived 

polioviruses, highlighted the need for an operational surveillance system to counter the high risk of 

importation. Turkey remained committed to taking every precaution against the disease and, aside 

from its in-kind contributions, had provided over US$ 1 million to support the work of WHO. It was 

also rallying political support within the Organisation of Islamic Cooperation, which had adopted a 

resolution in November 2015 to support international efforts to eradicate poliomyelitis. 

The representative of INDONESIA
1
 said that her country was committed to making the trivalent 

to bivalent oral polio vaccine switch in April 2016 and to the introduction of the inactivated poliovirus 

vaccine in July 2016. Achieving the goal of polio eradication required all Member States to ensure 

high coverage of routine immunization and strong surveillance. She called on the Director-General to 

ensure that wild poliovirus was not imported to polio-free countries. 

The representative of MOROCCO,
1
 highlighting the importance of epidemiological surveillance 

at the national and local levels in ensuring the eradication of poliomyelitis, said that although Morocco 

had been declared polio free, it remained exposed to the importation of the poliovirus. Accordingly, 

polio eradication activities should be stepped up in endemic countries; efforts to introduce the 

inactivated poliovirus vaccine in the national immunization programme should be supported; and polio 

eradication activities in the African and Eastern Mediterranean regions should be better coordinated to 

limit the possibilities of cross-border transmission. 

The representative of KENYA
1
 outlined the measures being taken in her country to increase 

immunization coverage, improve surveillance and prepare for the trivalent to bivalent oral polio 

vaccine switch in April 2016. For example, the single-dose inactivated poliovirus vaccine had been 

provided to all medical facilities in December 2015. She called on all partners to increase surveillance 

efforts and ensure vaccine availability. 

The representative of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 

CRESCENT SOCIETIES, reaffirming his Federation’s commitment to the goal of protecting all 

children from the threat of poliomyelitis and outlining some of the activities that it was carrying out on 

the ground, said that one of the most important lessons learned from the global effort to eradicate 

poliomyelitis was the need to support, empower and work with affected communities in a sensitive 

and respectful manner. 

                                                      

1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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The representative of ROTARY INTERNATIONAL, noting that the biggest remaining 

challenge to achieving the goal of polio eradication might be complacency, urged the international 

community to maintain its efforts. In that respect, Rotary International would continue to raise funds 

for essential activities. 

The DIRECTOR (Global Polio Eradication Initiative) said that the midterm review of the Polio 

Eradication and Endgame Strategic Plan 2013–2018 had identified sensitive surveillance as an 

overarching priority in the achievement of the goal of polio eradication. Other priorities included 

intensifying efforts to reach children consistently missed by immunization programmes and enhancing 

the collective capacity to prevent, rapidly detect and respond to polio outbreaks. 

In view of the globally synchronized withdrawal of the type 2 component from oral polio 

vaccines in April 2016, efforts were being intensified to stop outbreaks of circulating vaccine-derived 

poliovirus type 2 in Guinea and Myanmar. As a matter of urgency, efforts should be made to restore 

surveillance of the poliovirus in Liberia and Sierra Leone, which like Guinea were Ebola-affected 

countries. Noting that shortages of the inactivated poliovirus vaccine were the result of technical 

difficulties that manufacturers had not anticipated, he said that concerted efforts were being made to 

manage the timing of supplies and that a risks-based approach would be taken to the introduction of 

the vaccine, with countries at a higher risk of type 2 emergence being given priority. Stockpiles of 

type 2 monovalent oral polio vaccines had been established for use in the event of an accident after the 

withdrawal of the type 2 vaccine. The situation was being closely monitored by the Strategic Advisory 

Group of Experts on Immunization and regular reports would be provided regarding the supply of 

inactivated poliovirus vaccines. 

Information about the revised budget structure of the Global Polio Eradication Initiative would 

be made available by March 2016 and quarterly reports would be provided on budget and expenditure. 

WHO and its partners had intensified their support to countries for polio eradication activities and 

efforts were being made to mobilize further financial resources to reflect the increase in the Initiative’s 

budgetary requirements. 

The WHO Global Action Plan on containment provided that unneeded poliovirus stocks – 

particularly any type 2 wild poliovirus stocks that were not essential – should be destroyed; however, 

essential facilities, such as vaccine manufacturers and essential research laboratories, had the option of 

retaining stocks under conditions established in WHO guidelines on the issue. WHO would provide 

national authorities with clear guidelines on how to store and handle specimens potentially infected 

with the poliovirus that were held in research and academic laboratories. 

The representative of AFGHANISTAN
1
 said that the eradication of poliomyelitis was at the top 

of her country’s public health agenda. Sectoral collaboration between ministries, provincial and 

district governors, health and non-health stakeholders and local communities had helped minimize the 

security challenges and improve the quality of the eradication campaign. Moreover, radio and 

television broadcasts had proven to be invaluable tools for alerting parents about poliomyelitis and 

increasing awareness of the vaccine. At the next phase of the communication plan, community elders, 

religious leaders and teachers would endeavour to increase demand for and ownership of the vaccine 

in low-performing districts. The health ministry had included the inactivated poliovirus vaccine in the 

routine vaccination programme for all children under the age of one. Afghanistan was engaged in 

cross-border collaboration with Pakistan to develop a joint action plan, share weekly surveillance data 

and synchronize vaccination dates. 

                                                      

1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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The DIRECTOR-GENERAL thanked Dr Hamid Jafari, who was leaving his post as Director of 

the Global Polio Eradication Initiative, for his outstanding contribution to the Initiative over the years. 

The Board noted the report. 

Promoting the health of migrants: Item 8.7 of the Agenda (Document EB138/26) 

The representative of ERITREA, speaking on behalf of the Member States of the African 

Region, recalled that migrants and refugees were protected by international human rights law, 

including with regard to the right to health; Member States and international organizations therefore 

had a legal and moral duty to provide them with health care and ensure equal protection and 

opportunity. Commending the initiatives by WHO to improve the health status of migrants, refugees 

and internally displaced persons, he agreed with the eight priorities for future actions identified by the 

Secretariat in its report and suggested that the title of the item should be modified to include a 

reference to all three categories of people. 

The representative of NEPAL called for the establishment of mechanisms tailored to the 

specific circumstances in host countries and designed to strengthen the capacity of already 

overstretched health systems and to improve the social and economic situations in host countries and 

countries of origin. Given the increasing numbers of migrants in Member States of the South-East 

Asia Region, a regional strategy taking into account the country context would make a real difference 

to the promotion of migrants’ health in both origin and host countries. 

The representative of JORDAN said that despite the modest size of his country, Jordan currently 

hosted 3.5 million refugees and migrants, many of whom were from poor neighbouring countries. 

Those refugees and migrants were supplied with humanitarian services, food and water from the 

scarce resources that would otherwise have been used for Jordan’s own population. However, there 

was a shortage of health personnel to cater for their needs and those currently working with them 

received inadequate protection. Coordination, planning and information sharing were therefore 

essential. Recalling that promoting the health of migrants was a shared responsibility, he called for 

increased coordination between regions; the establishment of a global plan for health services to 

affected populations; improved multisectoral programmes among governments; stronger relationships 

between humanitarian stakeholders; and more support from regional offices. Only a multisectoral 

approach could respond to the most urgent needs of crisis-affected areas and Member States counted 

on WHO’s support to mobilize extra resources from donors to support migrants in their host countries. 

The representative of SWEDEN said that, as there were no signs that global migration would 

decline in the foreseeable future, the need for people-centred health support to migrants would remain 

for generations. Tailored and gender-sensitive efforts were needed, including measures to protect 

persons in vulnerable situations. Although the most acute needs were obvious and relatively 

straightforward to deal with, more information should be gathered on long-term consequences and 

needs and on how those could be addressed by health systems. Further consideration should be given 

to the broader determinants of health. The issue of migration and health had been included on the 

agenda of the Regional Committee for Europe and a draft strategy would be submitted to the 

Committee in September 2015. 

The representative of the UNITED STATES OF AMERICA, recalling that mobile populations 

were particularly vulnerable to threats to their health and well-being, said that WHO played a 

considerable role in raising awareness of the health needs of migrants and refugees. Noting that the 

Organization’s advocacy and support, in cooperation with key partners, had contributed to the 
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inclusion of refugees and migrants in national and regional health plans and programmes, he said that 

WHO should provide guidance to health ministries on how to improve access to culturally appropriate 

mental health and psychosocial support programmes. 

The representative of EGYPT said that her country was currently hosting large numbers of both 

registered and unregistered refugees, who lived side-by-side with and received the same treatment as 

Egyptian citizens, including access to free health services. However, although the Egyptian health 

system was equipped to deal with the diverse health issues faced by refugees and migrants, in full 

respect of their human rights and dignity, and although the support provided by WHO and UNHCR 

was appreciated, more needed to be done to strengthen the country’s health system in the face of the 

current migration challenges. She thanked the Regional Director for Europe for taking the initiative to 

organize the high-level meeting on migrant and refugee health in Rome in September 2015. 

The representative of THAILAND said that, in order to guarantee health as a fundamental 

human right enjoyed by all, irrespective of nationality or migratory status, a radical paradigm shift was 

required so that host countries would stop seeing migrants as a burden or a source of cheap labour but 

rather as human beings and invaluable human capital. She urged the Secretariat to provide information 

on existing best practices regarding migrant-sensitive policies, migrant-friendly services and insurance 

coverage for migrants across countries. Further information should also be provided on best practices 

in dealing with stateless persons, who were often deprived of all rights, including access to health. 

The representative of the PHILIPPINES agreed that developing or strengthening bilateral and 

multilateral social protection agreements between source and destination countries to include portable 

health care benefits would contribute to the well-planned and responsible management of migration. 

Given the location of the Philippines in a disaster-prone corridor and given that over 9 million Filipino 

migrants lived overseas, her country strongly advocated universal health coverage. In various 

international bodies, her country had declared its support for increasing collaboration on research, 

policy dialogue, advocacy and capacity building in connection with the health issues faced by 

migrants and migrant workers, in accordance with the recommendations in resolution WHA61.17 

(2008) on the health of migrants. Even though that resolution had not been crafted specifically with 

the current refugee crisis in mind, it continued to provide a suitable platform for addressing migrants’ 

health. The current crisis would, however, require a more coordinated policy and plan of action within 

existing health systems. She endorsed the suggestion by the representative of Eritrea to modify the title 

of the item to include refugees and displaced persons. 

The representative of CHINA said that her country was currently undergoing rapid urbanization 

and vast numbers of people had relocated to cities from rural areas for better job opportunities and 

public services. The Government had been actively promoting equal access to basic public health care 

services and mechanisms to guarantee health care funding. It was to be hoped that WHO would 

increase support and guarantees for Member States to improve service capacity; promote exchanges 

and cooperation between regions; set up a platform for collecting information on migrants; and carry 

out health assessments. China was willing to work with other countries to promote migrant health and 

equitable and accessible medical services for all. 

The representative of BRAZIL said that depriving migrants and refugees of access to health care 

in destination countries not only was a violation of human rights but also had negative health care and 

epidemiological consequences for the populations of those countries. Highlighting the need to devote 

more attention to the issue of violence and abuse against women and sexual minorities in humanitarian 

emergencies and post-conflict and displacement situations, he commended the actions and future 

priorities set out in the Secretariat’s report. Brazil supported efforts to ensure better coordination 

among humanitarian organizations and governments in order to expand and improve the care provided 
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to migrants and refugees in destination countries and wished to reaffirm its commitment to 

international solidarity in that regard. 

The representative of ALBANIA commended the actions taken by the Secretariat in relation to 

resolution WHA61.17 (2008) on the health of migrants and urged Member States to uphold the core 

values of the Organization, specifically but not exclusively in relation to the right to health. Albania 

appreciated Italy’s role in co-organizing with the WHO Regional Office for Europe the high-level 

meeting on refugee and migrant health, held in Rome in November 2015, and believed that the Public 

Health Aspects of Migration in Europe project was a step in the right direction. 

The representative of the DOMINICAN REPUBLIC highlighted the need to support host 

countries in providing adequate health care to migrants. That was particularly important for poorer 

countries, such as the Dominican Republic, where huge influxes of migrants had further destabilized 

an already weak health care system. Although migrants had a constitutional right to health care in the 

Dominican Republic and a significant amount of its scarce resources had been allocated to the issue, 

the country found itself struggling to cope. 

The representative of SAUDI ARABIA said that all countries had a moral responsibility to 

provide assistance to internally displaced persons and refugees. In protracted crises, it was essential to 

ensure that affected groups had access to health care, protect health workers and patients, and identify 

urgent public health needs with a view to mobilizing the necessary resources. Awareness of their 

rights and duties under international law could also play a part in alleviating the suffering of migrants 

and refugees. In Saudi Arabia, persons forced by conflict to flee their countries were not confined to 

camps but were instead given their own accommodation and received help to integrate into the 

community, find work and eventually reunite with their families, as was their right. 

The representative of the REPUBLIC OF KOREA said that, while her country recognized the 

efforts of WHO, the International Organization for Migration and UNHCR, more international 

cooperation was needed to address the health challenges of migrants. Her Government supported the 

proposals set out in the report of the Secretariat and in particular would welcome specific policy 

developments on the physical and mental health of refugee women and children. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 

IRELAND said that more attention should be paid to the longer-term, non-acute health impacts of 

migration, in particular those relating to statelessness and displacement. Each migrant should be seen, 

first and foremost, as a human being. WHO should continue to show its leadership on the issue by 

ensuring that norms and standards were fit for purpose and well implemented; convening discussions 

among interested parties to tackle problems through coordination and innovation; pressing for further 

research; and working with countries to strengthen their health systems. 

The representative of SURINAME endorsed the priorities outlined in the report and 

recommended that policies and services relating to migrant health should take into account the 

International Health Regulations (2005) and the operational plan to take forward the Global Strategy 

for Women’s, Children’s and Adolescents’ Health. 

The representative of CANADA, expressing full support for the priorities outlined in the report, 

said that Canada had already received a significant number of Syrian refugees and was making 

intensive efforts to receive more. The health and well-being of refugees as well as of all Canadians 

were of paramount importance in Canada’s resettlement policies. Accordingly, the Government had 

been conducting pre-departure medical examinations for refugees and implementing refugee health 
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screening at Canadian points of entry. In that regard, he noted that the refugees admitted to date had 

been healthy on arrival. Despite the logistical and resource challenges associated with receiving 

refugees, all Member States should ensure that sufficient health resources were available to provide 

care for them and for migrants. 

The representative of ITALY
1
 said that, as migration was a global issue, it was essential to 

coordinate efforts to promote the health of migrants, which should be done under the leadership of 

WHO. Indeed, WHO’s experience and knowledge in addressing the health needs of both migrant and 

resident populations would prove invaluable; but the Organization would be successful as a leader in 

that respect only if its emergency management system was reformed. Italy had already collaborated 

with WHO on the issue of migrant health, for instance, on the Public Health Aspects of Migration in 

Europe project and at the high-level meeting on refugee and migrant health held in Rome in November 

2015, which had generated an outcome document on migrant health. He encouraged other Member 

States to review, adopt and adapt that document. The health sector had an ethical duty to show 

compassion to migrants by providing them with adequate professional services. 

The representative of GREECE
1
 said that Member States should work together to design an 

immediate and effective plan to deal with the migrant crisis and to provide support to the countries, 

such as Greece, that were under the most pressure. Priority should be given to strengthening health 

systems, taking into account the urgent health needs of migrants as well as the long term impacts of 

migration on health systems. It was also important to consider the social and epidemiological profile 

of migrant populations, the health needs of migrants with chronic diseases and the balance of rights 

and obligations between transit and host countries. The conclusions of the high-level meeting on 

refugee and migrant health held in Rome in November 2015 – namely, that there was a need for 

cooperation and solidarity, protocols on health promotion for migrants and a cross-border information 

exchange mechanism – should stand as a reference point for all Member States. Greece supported 

WHO’s efforts to define the public health aspects of the migrant crisis. It, too, was fully committed to 

solving the problem and would soon roll out a national action plan. 

The representative of ECUADOR
1
 said that a global effort was required to ensure that access to 

health care was guaranteed among migrant populations, with the report of the Secretariat serving as a 

good starting point. It was particularly important for neighbouring countries to provide health care to 

migrants on the basis of reciprocal agreements. Indeed, Ecuador and Peru already had such an 

agreement, despite initial legal difficulties. National policies on health care must also be strengthened. 

The representative of MOROCCO
1
 said that the new national migration and asylum strategy 

adopted in December 2014 aimed to address the specific health needs of migrants and promote equal 

access to health care. Within the framework of that strategy, the Moroccan Government had, for 

example, increased capacity-building efforts in health services, raised awareness of the right of 

migrants to health care and encouraged the better integration of migrants in public health programmes, 

including immunization programmes. 

The representative of SWITZERLAND
1
 reiterated her Government’s commitment to 

collaborative action to overcome the challenge of integrating the health needs of migrants and refugees 

into national health policies and of providing the necessary access to health care to meet those needs. 

Switzerland welcomed the Regional Office for Europe’s initiative to develop a strategy to respond to 

that challenge, based on the common framework for collaborative action on refugee and migrant 

                                                      

1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 
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health that had been developed at the November 2015 high-level meeting in Rome and was to be 

adopted by the Regional Committee for Europe in September 2016. There could be no public health 

without migrant health, and that could be achieved only through intersectoral collaboration within 

national governments and enhanced international cooperation, including the exchange of good 

practices. 

The representative of COLOMBIA
1
 said that it was vital to recognize the contribution that 

migrants had made to society and to eliminate discrimination, including in health care. A human rights 

approach based on cooperation, dialogue and exchange of reliable information was necessary. 

Unilateral measures, by contrast, did not bring positive effects. Among the measures that Colombia 

had already taken were policies to promote access to health care for migrants and bilateral agreements 

with neighbouring countries. There should also be greater focus on the risks faced by migrants, 

particularly by those with chronic diseases who could have had to interrupt treatment. The report by 

the Secretariat was an important starting point for dealing with the health of migrants. However, more 

work was needed to create a global framework for action, not just a European one. That framework 

should, above all, include health care plans for border areas. 

The representative of TURKEY
1
 said that migration – the driving forces of which went well 

beyond conflicts and disasters – was an inevitable reality. It was therefore essential to redesign health 

systems to take into account the needs and expectations of migrants. In order for the international 

community to find ways to address the challenges of migrant health, a mindset shift towards health 

and equity was required, with strong leadership across multiple sectors. Emphasis should be given to 

building successful partnerships between sectors and relevant organizations in order to protect the 

human rights of migrants. After referring to the large number of Syrian refugees in his country and the 

steps that Turkey had taken to address their health care and educational needs, he said that the 

guidance document produced by the high-level meeting on refugee and migrant health in Rome, in 

November 2015, provided a good starting point for overcoming the challenges of migrant health, 

although much remained to be done. 

The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA
1
 observed that strong 

cooperation at both the global and the regional levels was needed in order to tackle the complex and 

multifaceted challenges posed by migration. Despite the significant efforts that had already been 

made, migrants continued to face barriers to the full enjoyment of their human rights, including access 

to health and social services. Those barriers included economic exclusion, racism, discrimination and 

xenophobia. He welcomed WHO’s efforts to strengthen cooperation with the International 

Organization for Migration and UNHCR and encouraged the Organization to focus its efforts as a 

matter of priority on persons fleeing internal conflicts and those forced to live in refugee camps. 

The representative of HAITI,
1
 recalling his country’s history as a host country, said that Haiti 

was making significant efforts to raise its level of social and economic development in order to 

guarantee employment and encourage citizens to stay in the country, with particular attention being 

paid to the health system. He expressed appreciation for the support received from partners in that 

regard. 

The representative of SRI LANKA,
1
 noting that different push and pull factors had made 

migration an inevitable reality, observed that protecting the health of irregular migrants was a 

particular challenge. Current approaches to managing the health consequences of migration had not 

                                                      

1 Participating by virtue of Rule 3 of the Rules of Procedure of the Executive Board. 



EB138/PSR/8 

 

 

 

 

 
 

14 

kept pace with the growing challenges associated with the volume, speed, diversity and disparity of 

modern migration patterns and the increasing social exclusion of vulnerable migrant groups meant that 

their health needs were often not met. He endorsed the future priorities set out in the report and, noting 

that the cross-cutting nature of the issue of migrant health called for a coordinated approach, called on 

WHO to strengthen its collaboration with the International Organization for Migration and other 

relevant partners in order to address the issue in a more practical way. Towards the end of 2016, Sri 

Lanka, with the support of the International Organization for Migration, would host a global 

consultation on the lessons learned in advancing the health of migrants; WHO’s expertise and input 

would be valuable in that regard. 

The representative of the INTERNATIONAL ORGANIZATION FOR MIGRATION, 

welcoming the inclusion of migrant health on the agenda of the Executive Board, drew attention to the 

large number of deaths that had occurred during 2015 along migratory routes. However, mortality and 

morbidity associated with migration were not limited to the context of displacement and forced 

migration; lack of access to adequate health care, discrimination, social exclusion and exploitation 

were also causal factors. Universal health coverage could be achieved only if all members of society, 

including non-citizens, were considered equally. Although human mobility was a proven critical factor 

in the spread of disease, few pandemic preparedness and response plans addressed the vulnerabilities 

of mobile groups. Moreover, policies across sectors were uncoordinated. The issue of the health of 

migrants and mobile populations was under-researched, scarcely addressed by many health systems 

and an absent theme in high-level, international dialogues on human development. During the 106th 

Session of the Council of the International Organization for Migration, a high-level panel discussion 

on migration, human mobility and global health had been held, which had highlighted the importance 

of universal health coverage and a “health in all policies” approach. Her Organization was committed 

to providing a meaningful platform for much needed multisectoral dialogue on relevant issues, such as 

migrant health. 

The representative of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 

CRESCENT SOCIETIES, stressing the importance of treating migrants first and foremost as human 

beings, regardless of their legal status, said that all countries should have national procedures in place 

to protect the dignity and safety of all migrants. The health of migrants and refugees was often at risk 

due to abuse, violence, exploitation and discrimination, threats that were compounded by barriers to 

accessing health and social services and a lack of continuity in care for chronic conditions. Migrants 

and refugees did not pose an additional health security threat to host communities and any health 

intervention should be non-discriminatory and to the benefit of the individual concerned and to the 

public. It was essential to provide access to appropriate, high-quality treatment, care and psychosocial 

support. 

The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 

invitation of the CHAIRMAN, expressed concern at the systemic difficulties faced by health 

professionals when endeavouring to uphold their guiding ethical principles in environments hostile to 

the provision of health care to migrants. She welcomed WHO’s dedication to addressing the health of 

migrants and encouraged the Organization to support Member States in the development of migrant-

sensitive health policies. Given the global nature of the issue, multilateral social protection agreements 

containing provisions on health care would be a vital tool. WHO should foster the development of 

such agreements and play a leading role in the development of the necessary global health services to 

address the health of migrants. 
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The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 

at the invitation of the CHAIRMAN, drew attention to a number of tools that had been developed by 

her federation to facilitate communication with migrants, such as a set of guidelines for pharmacists; a 

bilingual framework to facilitate intake of medical histories and medication information; and 

pictogram software, which enabled communication of medication instructions when there was no 

common language or when patients had low literacy levels. The software operated in a number of 

different languages, including Arabic. 

The representative of the WORLD HEART FEDERATION, speaking at the invitation of the 

CHAIRMAN, observed that the prevention and control among migrant, refugee and displaced 

populations of noncommunicable diseases such as cardiovascular disease, which required regular and 

continuous treatment, posed a significant challenge. As regional crises became increasingly protracted, 

the incidence of noncommunicable diseases among those populations was rising. Noting that more 

needed to be done to ensure that those populations had access to the care and essential medicines that 

they needed, he called on Member States to: prioritize implementation of the package of essential 

noncommunicable disease interventions for primary health care in migrant settings; increase research 

into the administration of care of chronic conditions in emergency settings; encourage task sharing and 

task shifting through the training of non-specialist health care professionals and volunteers in the 

diagnosis and treatment of noncommunicable diseases; and integrate migrants into national health 

services as quickly as possible. 

The representative of MSF INTERNATIONAL, speaking at the invitation of the CHAIRMAN 

and noting the desperate conditions that caused people to migrate, said that the increasingly restrictive 

migration policies in destination countries had significant medical and humanitarian consequences. Ill-

treatment, abuse and violence were increasingly being seen along migratory routes and conditions 

such as respiratory tract infections, trauma and psychological distress as a result of the migratory 

journey were commonplace. The lack of access to health care and health promotion, combined with 

substandard living conditions, had serious consequences for refugees and migrants. Efforts to prevent 

people from moving were only exacerbating migration-related health risks. More humane migration 

policies and better adapted health systems that took into account the medical and mental health needs 

of migrants were needed. Tools such as patient-held medical records, a buffer stock of medication and 

mobility-sensitive counselling sessions would be useful in that regard. She urged WHO and its 

Member States to uphold the right of health for all and to actively promote migrant-friendly health 

services. 

The REGIONAL DIRECTOR FOR EUROPE drew attention to the outcome document of the 

high-level meeting on refugee and migrant health that had been held in Rome in November 2015, 

which was entitled “Stepping up action on refugee and migrant health: Towards a WHO European 

framework for collaborative action” and which contained an agenda for action that was relevant 

around the world. The issue of migrant health would be on the agenda of the Sixty-sixth session of the 

Regional Committee for Europe, with a view to adopting a common framework for refugee and 

migrant health in a spirit of solidarity and mutual assistance. The framework would need to align 

political will with sound health and social policies and technical capacities for implementing public 

health interventions in order to prevent avoidable mortality and morbidity and to mitigate human 

suffering. It would promote cross-national cooperation, cross-sector activity, access to services and the 

integration of public health services for migrants with those for the rest of the population. 

Collaboration between countries of origin, transit and destination and close partnerships with all 

relevant actors, particularly the International Organization for Migration and the European 

Commission, would be vital in that respect. 
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The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) acknowledged 

the need to address both the acute and the longer-term challenges associated with migrant health and 

that a long-term planning framework would be required. He also acknowledged that the barriers to 

health care faced by migrants arose not only in host countries, but also in countries of origin, and that 

all efforts to tackle those barriers should be grounded in the recognition of the universal right to health. 

WHO’s work in the area of migrant health cut across all three levels of the Organization and was not 

limited to the context of emergencies; the context of health system strengthening was also relevant to 

the issue, for example. The need for a global framework and for coordination was clear and the 

comments made had reaffirmed that the Secretariat was on the right track; he noted, however, the need 

to place additional emphasis on the wider determinants of health, on WHO’s key role in the generation 

of evidence and best practices, and on the importance of improving access to mental health services. In 

that respect, he said that mental health was a priority area and new tools had been introduced in recent 

years. Lastly, he stressed the importance of remembering the human lives behind the issue. 

The Board took note of the report. 

The meeting rose at 12:35. 

=     =     = 


