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COMMITTEE B 

FIRST MEETING 
 

Thursday, 25 May 2006, at 09:30 
 

Chairman: Dr A.J. MOHAMMAD (Oman) 
 
 
 
1. OPENING OF THE COMMITTEE: Item 12 of the Agenda (Document A59/44) 
 
 The CHAIRMAN welcomed participants and introduced Mr M.N. Khan, Dr Shangula, 
Ms Halton and Dr Hansen-Koenig, who would attend the Committee’s meetings in their capacity as 
representatives of the Executive Board. Any views expressed would therefore be those of the Board, 
not of their national governments.  
 He drew attention to the third report of the Committee on Nominations,1 which contained 
proposals for the posts of Vice-Chairmen and Rapporteur. 
 

Decision: Committee B elected Dr F.T. Duque III (Philippines) and Mr V. Meriton (Seychelles) 
as Vice-Chairmen and Dr B. Carey (Bahamas) as Rapporteur.2 
 
 
 

2. ORGANIZATION OF WORK 
 
 The CHAIRMAN encouraged delegations to participate in the debate to the fullest extent 
possible, but to limit the length of their interventions to three minutes. He suggested that the normal 
working hours of the Committee should be from 09:00 to 12:30 and from 15:00 to 18:00.  
  

It was so agreed. 
 
 
 
3. HEALTH CONDITIONS IN THE OCCUPIED PALESTINIAN TERRITORY, 

INCLUDING EAST JERUSALEM, AND IN THE OCCUPIED SYRIAN GOLAN: 
PROGRESS REPORT: Item 13 of the Agenda (Documents A59/24, A59/INF.DOC./1, 
A59/INF.DOC./3 and A59/INF.DOC./4) 

 
 The CHAIRMAN drew attention to a draft resolution proposed by the delegations of Algeria, 
Bahrain, Cuba, Djibouti, Egypt, Indonesia, Jordan, Kuwait, Lebanon, Libyan Arab Jamahiriya, 
Madagascar, Malaysia, Mali, Mauritania, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Sudan, 
Syrian Arab Republic, Tunisia, United Arab Emirates and Yemen and its administrative and financial 
implications, which read as follows: 

                                                      
1 See page 255. 
2 Decision WHA59(4). 
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The Fifty-ninth World Health Assembly, 
Mindful of the basic principle established in the Constitution of WHO, which affirms that 

the health of all peoples is fundamental to the attainment of peace and security; 
Recalling all its previous resolutions on health conditions in the occupied Arab territories; 

 Expressing appreciation for the report of the Director-General on the health conditions in 
the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan;1 

 Expressing its concern at the deterioration of the economic and health conditions as well 
as the humanitarian crisis resulting from the continued occupation and the severe restrictions 
imposed by Israel, the occupying power; 
 Expressing its concern also at the health crisis and rising levels of food insecurity in the 
occupied Palestinian territory due to Israel’s withholding of Palestinian customs revenues and 
the severance of external aid; 
 Affirming the need for guaranteeing universal coverage of health services and for 
preserving the functions of the public health services in the occupied Palestinian territory; 
 Recognizing that the acute shortage of financial and medical resources in the Palestinian 
Ministry of Health, which is responsible for running and financing public health services, 
jeopardizes the access of the Palestinian population to curative and preventive services; 
 Affirming the right of Palestinian patients and medical staff to the health facilities 
available at the Palestinian health institutions in occupied east Jerusalem; 
 Deploring the Israeli army’s continuous assault on Palestinian ambulances and medical 
personnel and the Israeli-imposed restriction on their movement, in violation of international 
humanitarian law, 
 
1. DEMANDS that Israel lift the closure in the occupied Palestinian territory, particularly 
the closure of the crossing points of the occupied Gaza Strip that are causing the serious 
shortage of drugs and medical supplies therein; 
 
2. DEMANDS that Israel dismantle and stop the construction of the wall and abide by its 
legal obligations mentioned in the advisory opinion rendered on 9 July 2004 by the International 
Court of Justice; 
 
3. EXPRESSES deep concern at the grave implication of the wall on the accessibility and 
quality of medical services received by the Palestinian population in the occupied Palestinian 
territory, including east Jerusalem; 
 
4. EXPRESSES deep concern also at the serious implications on pregnant women and 
patients of Israeli restriction of movement imposed on Palestinian ambulances and medical 
personnel; 
 
5. URGES Israel, the occupying power, to shoulder its responsibility towards the 
humanitarian needs of the Palestinian people, in compliance with international humanitarian 
law; 
 
6. DEMANDS that Israel, the occupying power, pay the Palestinian Authority regularly and 
without delay its customs revenues in order to enable it to fulfil its responsibilities with respect 
to basic human needs, including health services; 

                                                      
1 Document A59/24. 
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7. CALLS UPON Israel, the occupying power, to halt immediately all its practices, policies 
and plans including its closure regime, which seriously affect the health conditions of civilians 
under occupation; 
 
8. URGES Member States and intergovernmental and nongovernmental organizations to 
help overcome the health crisis in the occupied Palestinian territory by providing assistance to 
the Palestinian people; 
 
9. CALLS UPON Member States to provide financial support to public health and 
veterinary services in order to implement the Palestinian national plan for fighting the potential 
outspread of avian influenza in the occupied Palestinian territory; 
 
10. EXPRESSES its deep appreciation to the Director-General for his efforts to provide 
necessary assistance to the Palestinian people in the occupied Palestinian territory, including 
east Jerusalem, and to the Syrian population in the occupied Syrian Golan; 
 
11. REQUESTS the Director-General: 

(1) to organize a one-day emergency meeting addressing the health crisis in the 
occupied Palestinian territory; 
(2) to provide support for Palestinian health and veterinary services in establishing a 
modern public health laboratory capable of diagnosing avian influenza in humans and 
animals; 
(3) to submit a fact-finding report on the health and economic situation in the occupied 
Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan; 
(4) to provide health-related technical assistance to the Syrian population in the 
occupied Syrian Golan; 
(5) to continue providing necessary technical assistance to meet the health needs of the 
Palestinian people, including the handicapped and injured; 
(6) to support the development of the health system in Palestine, including 
development of human resources; 
(7) to report on implementation of this resolution to the Sixtieth World Health 
Assembly. 

1. Resolution  Health conditions in the occupied Palestinian territory, including east 
 Jerusalem, and in the occupied Syrian Golan 

2. Linkage to programme budget 

 Area of work: 

 Emergency preparedness and response 

Expected result 

Greater emphasis on health issues within 
humanitarian activities through increased WHO 
participation and visibility in United Nations and 
interagency coordination mechanisms for disaster 
preparedness and response 

(Briefly indicate the linkage with expected results, indicators, targets, baseline) 
The meeting has been requested to discuss the health situation and the status of health services 
in the occupied Palestinian territory.  
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3. Financial implications 

 (a) Total estimated cost for implementation over the “life-cycle” of the resolution 
(estimated to the nearest US$ 10 000, including staff and activities) US$ 150 000 

 (b) Estimated cost for the biennium 2006-2007 (estimated to the nearest US$ 10 000, 
including staff and activities) US$ 150 000 

 (c) Of the estimated cost noted in (b), what can be subsumed under existing 
programmed activities? Nil 

4. Administrative implications 

 (a) Implementation locales (indicate the levels of the Organization at which the work 
will be undertaken and identify the specific regions where relevant) 

The meeting is planned at WHO headquarters, Geneva, with participation of country-level 
staff and colleagues from the Regional Office for the Eastern Mediterranean. 
(b) Additional staffing requirements (indicate additional required staff full-time 

equivalents, noting necessary skills profile) 

 Two full-time professional staff for one month (public health/medical officers with 
 experience in health planning for emergencies). 
 One full-time general service staff member for two months. 
 (c) Time frames (indicate broad time frames for implementation and evaluation) 
 June-July, 2006. 

 
Dr EL SAYED (Egypt), speaking on behalf of the sponsors, introduced the draft resolution. The 

deterioration in the health conditions of the population in the occupied Arab territories was a direct 
result of the Israeli occupation, which, particularly in recent months, had led to a gross violation of all 
human rights recognized by the international community, involving a boycott, a blockade and the 
building of a security wall preventing the delivery of medical supplies to the Palestinian territory. The 
international community had to take urgent action to avert catastrophe. The purpose of the draft 
resolution was to draw attention to the tragic health status of the Palestinian people. 
 In the name of international legitimacy and in line with the advisory opinion delivered by the 
International Court of Justice, he called upon Israel to lift its siege and stop construction of the wall. 
Furthermore he urged WHO, as the main international agency concerned with public health, to 
intensify its efforts to ensure that health services were delivered to the Palestinian people. A fact-
finding mission should be sent to report on the health and economic situation in the occupied Arab 
territories, in preparation for an emergency meeting on the health crisis. The draft resolution was a 
clear message to the Government of Israel that the international community condemned its practices. 
 In order to take account of concerns expressed by some other delegations, the sponsors had 
agreed to some amendments so as to reflect the views of the majority. There was general awareness 
that the Palestinian people were suffering in unprecedented conditions, as the only population still 
living under occupation in the twenty-first century. He preempted criticism that WHO was not the 
appropriate forum to introduce such a resolution: the text covered health matters exclusively and was 
fully consonant with WHO’s mission. He urged all Member States to shoulder their share of 
responsibility for the situation of the Palestinian population, thereby preventing the collapse of human 
and moral values which would in turn have repercussions on international organizations.  
 

Mr WAN AZNAINIZAM YUSRI WAN ABDUL RASHID (Malaysia) expressed appreciation 
that the Health Assembly was again considering the matter since the health of all peoples was 
fundamental to the attainment of peace and security, as enshrined in WHO’s Constitution. Despite 
WHO’s attention, health conditions in the occupied Arab territories had not improved. The situation 
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had reached crisis proportions owing to the policies and practices of Israel, the occupying power, 
coupled with some unfriendly reactions from the international donor community to recent political 
developments. 

Should the Palestinian people be deprived of their basic needs, such as food and health care, not 
to mention their fundamental political right to self-determination, as collective punishment for having 
exercised their right to elect their leadership through democratic processes? Hypocrisy, double 
standards and selectivity still persisted at the expense of justice, human compassion and democratic 
values. He urged WHO to live up to its humanitarian mandate and to react urgently to the needs of the 
Palestinians; the international community should provide funding for the general health of the 
population. He fully supported the draft resolution, and highlighted the request for a one-day 
emergency meeting on the health crisis in the occupied Palestinian territory. 
 

Mr M. KHAN (Pakistan) expressed deep concern over the health situation in the occupied 
Palestinian territory, where high levels of poverty and unemployment affected the Arab population, 
aggravated by structural constraints such as the permit and closure system, and absence of control over 
water resources. The adaptation of the Palestinian economy to closures and restrictions had proved 
insufficient to counteract the multiple stresses it faced. The social and psychological effects of years of 
conflict had dire consequences for young people in particular. The fact-finding report indicated that 
the disruption of health services would increase if the crisis persisted. The overall health infrastructure 
had deteriorated and the recent shift in donors’ policies had affected the essential primary health-care 
programmes such as immunization and maternal and child health. 

He commended WHO’s assistance to the Palestinian people. More must be done in order to 
stem a health emergency. WHO should increase its technical assistance and support to UNRWA and 
should urge donors to end the economic and political attrition that jeopardized health services in the 
occupied territories. He urged efforts towards a just, comprehensive and lasting peace based on a 
two-state solution. 
 

Dr PETRITSCH (Austria), speaking on behalf of the European Union and its Member States, 
said that the acceding countries Bulgaria and Romania, the candidate countries Croatia and The former 
Yugoslav Republic of Macedonia, the countries of the Stabilisation and Association Process and 
potential candidates Bosnia and Herzegovina and Serbia and Montenegro, and Ukraine aligned 
themselves with his statement. He expressed deep concern over the deterioration of health conditions 
in the occupied Palestinian territory, including east Jerusalem and the occupied Syrian Golan, and 
regretted that the Health Assembly had been unable to agree on a text that adequately reflected the 
seriousness of the situation. He recalled the position of the European Union on the Middle East peace 
process, in particular the conclusions of the Council of the European Union on 15 May 2006, which 
examined the basic needs of the Palestinian people, including health care, and reiterated its call for the 
Palestinian Authority to implement three principles: non-violence, recognition of Israel’s right to exist, 
and acceptance of existing agreements and obligations, including the Roadmap. Reminding the 
sponsors of the draft resolution that the European Union and its Member States were by far the largest 
contributors on the ground, he deplored the insufficient focus of the text on health issues. The 
European Union could not support the draft resolution and would therefore abstain from any vote. 
 
 Dr TSHABALALA-MSIMANG (South Africa) noted that the report of the Permanent Observer 
of Palestine was consistent with that of the Acting Director of Health for UNRWA regarding the 
serious health implications for the people in the occupied territories. There were significant casualties, 
including children, and homelessness as a result of Israeli military activities. Movement restrictions 
limited Palestinians’ access to social services and economic activity. 
 She was deeply concerned and supported all peace initiatives throughout the Middle East. 
Equitable agreement between Palestine and Israel would fundamentally improve health conditions in 
the occupied territories. The leaders of Palestine and Israel had the wisdom and the ability to bring 
peace and stability throughout the region. WHO should redouble its efforts to address the health 
conditions in the occupied territories. She supported the draft resolution. 
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 Mr BAYAT MOKHTARI (Islamic Republic of Iran) recalled that each year the Committee 
received reports of the occupation’s impact on the physical, mental and social health of Palestinians. 
He commended WHO’s commitment to the Palestinian authorities, but regretted that the efforts were 
being mainly consumed in remedying the wrongs committed by the occupying forces. The Palestinian 
people were being forced to pay with their health and lives for their democratic choice of government; 
their dependence on foreign aid was undermining their pride and self-determination. He urged WHO 
to ensure that oppression and injustice did not triumph over human health. Iran condemned Israel’s 
treatment of the Palestinian people and fully supported the draft resolution. 
 
 Dr AMMAR (Lebanon) welcomed the reports, which confirmed the concerns raised at the 
previous Health Assembly about the deteriorating health conditions in the occupied Palestinian 
territories. The harmful effects of the restrictions of movement of persons and goods were clear: 
isolation, increased unemployment and poverty, and lack of food security.  
 The Palestinian Ministry of Health had made positive contributions in spite of the extreme 
difficulties but the situation was being further complicated by financial pressures on the Palestinian 
Authority – half the funding of its public health system came from foreign contributions. The 
international community could not ignore the harmful effects of the cessation of those contributions. 
He appealed to everyone to support the draft resolution. 
 
 Mr CAMARA (Senegal), speaking on behalf of the Member States of the African Region, noted 
that the restrictions on movements of the Palestinian people had serious health consequences, which 
had worsened since the building of the separation wall and the blockade on goods and essential 
medicines imposed since the recent elections. The Heads of State and Government of the African 
Union had reiterated their unreserved support for the Palestinian people at their summit in Khartoum 
in January 2006. He urged the Secretariat to ensure that the emergency plan being drawn up would 
meet the expectations of the Palestinian people. He appealed to the international community to 
increase its aid to the Palestinian people in order to ensure adequate and dignified health conditions. 
The cooperation strategy for the occupied Palestinian territory (2006-2008) must be implemented in 
order to strengthen the health service and respond to humanitarian needs in crisis situations. He fully 
supported the draft resolution. 
 
 Dr AL-HOUSAMI (Syrian Arab Republic) observed that the Director-General’s report did not 
deal with the occupied Syrian Golan. The report of the Palestinian Authority confirmed that the 
situation in the occupied Palestinian territory, including the Golan Heights, amounted to a siege, 
preventing free movement. He indicated his preference for a decision from the European Union, rather 
than an abstention, as that ran counter to the European Union’s position on the peace process. Health-
care workers in the occupied Syrian Golan were unable to join training programmes and he requested 
WHO to assist in establishing health centres in the occupied Syrian Golan, which was currently 
dependent on the Syrian Red Crescent. Only Israeli nationals had access to local hospitals in the 
Syrian Golan, which prevented Syrian nationals from obtaining medical assistance. A fact-finding 
report was needed, as called for in the draft resolution. 
 
 Ms PÉREZ ALVAREZ (Cuba) expressed her support for WHO’s efforts to defend the 
Palestinian people’s right to health. She recalled the Health Assembly resolutions calling for an end to 
the occupation of Palestinian territory and the dismantling of the separation wall. The Director-
General’s report minimized the effects, particularly on emergency health services, of the attacks and 
border closures by the occupying forces. The rights of a nation were being abused and many 
Palestinians were dying. The separation wall restricted the freedom of movement and residency of 
Palestinians with east Jerusalem residence permits and cut off many people from their families, land, 
jobs and basic services. The most fertile land and water resources had been annexed, Palestine was 
prevented from becoming a viable country. Vital water resources were badly distributed, leaving only 
15% for Palestinians. 
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 In recent months the occupying force and some western countries had blackmailed the newly 
elected Palestinian Government. Aid from the European Union and the United States of America had 
been frozen. Taxes and customs dues collected on behalf of the Government had not been passed on, 
thereby threatening to create a humanitarian crisis in the occupied territory. The Palestinian people 
needed the support of all, including WHO. Despite economic difficulties resulting from its blockade 
by the United States of America, Cuba was sharing the little it had with those most in need: 
Palestinians were currently studying in Cuba on health-related courses. Cuba fully supported peace in 
the Middle East and the right to health for Palestinians. Those who remained silent became complicit 
in the worrying health situation in the region.  
 
 Ms CASSEL (United States of America) regretted that the draft resolution interjected political 
considerations into the debate of a global health body. The international community was particularly 
concerned about health conditions in the Gaza Strip. The draft resolution, however, complicated the 
situation, without furthering the quest for peace in the Middle East or improving the health of people. 
The Hamas-led Government of the Palestinian Authority bore sole responsibility for the hardships of 
the people and the international isolation it was experiencing.  
 On 9 May 2006, the Quartet (the United Nations, her country, the Russian Federation and the 
European Union) had stated that the Government of the Palestinian Authority must fulfil its 
responsibilities with respect to basic human rights, including health services. Its refusal to accept the 
principles established by the Quartet in January was perpetuating unnecessary hardship among the 
population. The Quartet had called on the international community to respond urgently to requests for 
assistance from international organizations, particularly the United Nations agencies that were active 
in the West Bank and Gaza Strip. To further help to meet humanitarian needs, the Quartet had 
supported the creation of a temporary international mechanism to ensure delivery of assistance directly 
to the Palestinian people; other donors and international organizations were invited to participate. In 
parallel, Israel had also been urged to take steps to improve the humanitarian situation of the 
Palestinian people. As part of its pledge to dedicate US$ 10 million to providing emergency medical 
assistance, made at the Quartet’s meeting on 9 May, the United States had already responded to 
shortages of medicines and medical equipment in the West Bank and Gaza Strip by sending seven 
truckloads of medicines and supplies to Palestinian communities. 
 The draft resolution, which contained biased and political language, ignored the obligation of 
the Government of the Palestinian Authority to govern responsibly, end terror and commit itself to 
finding a peaceful solution. She opposed its adoption and requested a roll-call vote. 
 
 Mr QIANG Bo (China) expressed concern regarding the health conditions of the Palestinian 
people, which, despite the continuous efforts of the late Director-General, the Organization as a whole 
and the international community, showed no improvement. In many sectors, the situation had 
deteriorated. He called on Israel to assume its responsibilities and reverse the current downward trend, 
and on WHO and the international community to provide financial support to help to improve rapidly 
the public health situation. China would continue to provide financial support to UNRWA. However, 
the desired improvements in health and housing conditions depended on political change. There 
should be an end to violence and a resumption of negotiations on the basis of the principle of territory 
for peace. 
 
 Ms SOLTANI (Algeria) said that preventing access by the Palestinian people to food and 
essential medical supplies amounted to an abuse of their human rights and fundamental freedoms. 
Such an obviously flagrant violation of international humanitarian law called for an immediate and 
concerted response by the international community. 
 
 Mr AL-FAKHERI (Saudi Arabia) called on the international community to examine its 
conscience regarding the situation of the Palestinian people and to support the draft resolution. 
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 Dr ELABASSI (Sudan) said that the reports contained in documents A59/INF.DOC./3 and 
A59/INF.DOC./4 reflected the unsatisfactory situation of the Palestinian people in the occupied 
Palestinian territory and occupied Golan. The recent political changes, which were the result of a 
democratic process, should not lead to deterioration in health and living conditions. He urged Member 
States to take note of the deteriorating situation in the occupied Palestinian territory and adopt the draft 
resolution. 
 
 Mr LEVANON (Israel) said that the draft resolution intended to achieve political rather than 
humanitarian goals. WHO should maintain its role as a specialized agency and not be influenced by 
political arguments. Many emergency situations around the world required assistance from WHO, yet 
none received the same attention as the Palestinian people. Many allegations previously made against 
Israel had been unfounded, for example, that an Israeli screening machine had been a danger to those 
who passed through it. That had been disproved following WHO’s assessment. 
 The situation had changed dramatically following the election of Hamas, whose charter called 
for the annihilation of a Member State. Israel had sought no further deterioration in the situation of its 
neighbours, rather improved living standards, better health and social services and greater prosperity. 
However, the Hamas-led Government was an obstacle because it rejected the international community 
benchmarks namely, the renunciation of violence and recognition of Israel, and agreements signed by 
Israel and the previous Government of the Palestinian Authority.  
 In 2005, more than 60 000 patients from the West Bank and Gaza had been treated in Israeli 
hospitals. Although the Palestinian Authority had halted payments to Israeli hospitals, Israeli medical 
centres continued to admit Palestinian patients and Israel had been sending medication and medical 
equipment to the West Bank and Gaza. Its policy was to continue all humanitarian assistance to the 
Palestinian people. He called on the Palestinians to resume the joint commissions on health and 
medicine, since it was through cooperation and mutual assistance that difficulties would be overcome, 
not as a result of counterproductive resolutions. 
 

Dr NAIM (Palestine) said that the current health situation of the Palestinian people was worse 
than ever. The international blockade was punishing the people for their delegates’ democratic 
principles. Responding to the assertion by the delegate of Israel that many claims made by Palestinians 
had been unfounded, he pointed out that recent reports of WHO, UNRWA and the World Bank 
described a deteriorating situation. Israel curbed freedom of movement, organized military raids and 
continued to construct an illegal barrier. It was also withholding customs and tax revenues and 
preventing aid reaching the Palestinian people. The World Bank had pointed out that restriction of the 
movement of Palestinians and the privations they were suffering would have serious repercussions on 
the economy. The Quartet’s Special Envoy for Gaza Disengagement had recently stated that 940 000 
Palestinians, or a quarter of the population, many of whom were employed by the health and education 
sectors, had not received their salaries. The Palestinian Ministry of Health, which operated nearly 60% 
of primary health care clinics, received 87% of its operating budget from donors. The collapse of 
health and education services would have very serious consequences. The border crossing between the 
Gaza Strip and Israel had been closed for 51% of the time since 1 January 2006. Under international 
humanitarian law an occupying power was responsible for meeting the basic needs of the civilian 
population, including providing them with food, medical supplies and housing. The Palestinian people 
were experiencing 3000 new cases of disease every year, ambulance drivers and health-care workers 
had been attacked, ambulances and health services had been destroyed, and patients had died and 
mothers had been forced to give birth while waiting at border crossings, leading to fatalities. 

The draft resolution could only be called politicized in that it reflected the view that to deprive 
the Palestinian people of food and medicines ran counter to international resolutions, a situation that 
needed the attention of the international community. He called on WHO to support the Palestinian 
people by continuing to grant aid and prevailing on Israel to comply with their obligations under the 
international instruments. The sponsors of the resolution had endeavoured to find a form of words that 
would guarantee the rights of Palestinians. 
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Dr KHALFAN (Bahrain) recognized that the health and economic conditions of the Arab 
populations in the occupied Palestinian territory was deteriorating. He urged the international 
community to prevail upon Israel to comply with the relevant international instruments but said that it 
would be inappropriate to introduce a political dimension into health. 
 

Dr AL-HOUSAMI (Syrian Arab Republic) disagreed with the contention by the delegate of 
Israel that the current debate and draft resolution were politicized. The health of the Palestinian people, 
not their liberation from occupation, was under discussion. Israel and its supporters maintained that the 
Israeli occupation should be welcomed rather than condemned. However, it should not be forgotten 
that Israel had not merely occupied east Jerusalem and Syrian Golan, but had annexed them in blatant 
disregard of the Geneva Conventions and humanitarian law. Its behaviour was reminiscent of the Nazi 
regime when it annexed Poland and other European territories. As a result of the Israeli occupation, 
four million Palestinians had been forced to exist on a limited amount of land surrounded by borders 
that were having a devastating impact on their lives. Syrian nationals living in the occupied Golan 
were unable to obtain medicines in an Israeli hospital unless they agreed to assume Israeli nationality, 
which amounted to accepting the annexation of the Golan. The delegate of Malaysia had referred to 
the humanitarian mandate and the Palestinian people wished to be regarded in that light.  
 Although he had no desire to include politics in the debate, the delegate of Israel had made 
several references to Hamas. The attacks on the United States of America in September 2001 had only 
lasted a few hours, yet the Arab population in the occupied territories had been under attack for many 
years. The hardship and violence to which they continued to be subjected amounted to collective 
punishment which should be condemned in the international courts, but no attempt had been made to 
bring Israel to justice. 
 

Mr ISLAM (Bangladesh) drew attention to the role of WHO in the alleviation of human 
suffering. The suffering of the Palestinian people could not be tolerated by an Organization which 
adopted an integrated, transboundary approach to health promotion. He thanked the delegate of Israel 
for recognizing that disease knew no boundaries, but wished him to realize that preventing the 
provision of assistance to the Palestinian people amounted to punishing the latter with disease. He 
urged all Member States to fulfil their responsibility to reduce disease and poverty in Palestine. 
 
 Mr LEVANON (Israel) stressed that the debate should be conducted in a decent way, in 
accordance with standard practice in United Nations organizations. He strongly condemned the 
analogy drawn by the delegate of the Syrian Arab Republic, and requested that those comments should 
be withdrawn. 
 
 The CHAIRMAN recalled the proposal to proceed to a roll-call vote. 
 
 At the invitation of the CHAIRMAN, Mr BURCI (Legal Counsel) explained the modalities for 
the roll-call vote. The Member States whose right to vote had been suspended by virtue of Article 7 of 
the Constitution, or which were not represented at the Health Assembly, and would therefore be 
unable to participate in the vote were: Afghanistan, Antigua and Barbuda, Argentina, Armenia, Central 
African Republic, Comoros, Dominica, Dominican Republic, Guinea-Bissau, Guyana, Kyrgyzstan, 
Liberia, Nauru, Niger, Niue, Saint Lucia, Somalia, Turkmenistan. 
 
 A vote was taken by roll-call, the names of the Member States being called in the French 
alphabetical order, starting with Saint Kitts and Nevis, the letter S having been determined 
by lot. 
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 The result of the vote was as follows: 
 

In favour: Algeria, Bahamas, Bahrain, Bangladesh, Barbados, Bhutan, Bolivia, Brazil, Brunei 
Darussalam, Chile, China, Congo, Cuba, Djibouti, Egypt, Guinea, India, Indonesia, Islamic 
Republic of Iran, Jordan, Kuwait, Lao People’s Democratic Republic, Lebanon, Lesotho, 
Libyan Arab Jamahiriya, Madagascar, Malawi, Malaysia, Maldives, Mali, Mauritania, Mexico, 
Morocco, Namibia, Nepal, Nigeria, Oman, Pakistan, Peru, Philippines, Qatar, Russian 
Federation, Saudi Arabia, Senegal, South Africa, Sudan, Syrian Arab Republic, Togo, Tunisia, 
Turkey, United Arab Emirates, United Republic of Tanzania, Uruguay, Bolivarian Republic of 
Venezuela, Viet Nam, Yemen, Zimbabwe. 

Against: Australia, Canada, Fiji, Georgia, Israel, Marshall Islands, Federated States of 
Micronesia, Papua New Guinea, United States of America. 

Abstaining: Angola, Austria, Belgium, Bosnia and Herzegovina, Bulgaria, Burkina Faso, 
Cameroon, Cook Islands, Costa Rica, Croatia, Cyprus, Czech Republic, Democratic Republic of 
the Congo, Denmark, El Salvador, Equatorial Guinea, Estonia, Finland, France, Gabon, 
Germany, Greece, Guatemala, Haiti, Honduras, Hungary, Iceland, Ireland, Italy, Jamaica, Japan, 
Kenya, Kiribati, Latvia, Lithuania, Luxembourg, Malta, Monaco, Netherlands, New Zealand, 
Norway, Poland, Portugal, Republic of Korea, Romania, San Marino, Seychelles, Singapore, 
Slovakia, Slovenia, Spain, Sri Lanka, Swaziland, Sweden, Switzerland, Thailand, The former 
Yugoslav Republic of Macedonia, Timor-Leste, Tonga, Ukraine, United Kingdom of Great 
Britain and Northern Ireland. 

Absent: Albania, Andorra, Azerbaijan, Belarus, Belize, Benin, Botswana, Burundi, Cambodia, 
Cape Verde, Chad, Colombia, Côte d’Ivoire, Democratic People’s Republic of Korea, Ecuador, 
Eritrea, Ethiopia, Gambia, Ghana, Grenada, Iraq, Kazakhstan, Mauritius, Mongolia, 
Mozambique, Myanmar, Nicaragua, Palau, Panama, Paraguay, Rwanda, Republic of Moldova, 
Saint Kitts and Nevis, Saint Vincent and the Grenadines, Samoa, Sao Tome and Principe, Serbia 
and Montenegro, Sierra Leone, Solomon Islands, Suriname, Tajikistan, Trinidad and Tobago, 
Tuvalu, Uganda, Uzbekistan, Vanuatu, Zambia.  

 The draft resolution was therefore approved by 57 votes to 9, with 61 abstentions. 
 
 Ms GAN (Singapore), speaking in explanation of vote, said that her country recognized the 
difficult health conditions of the Palestinian people but the Health Assembly was not the appropriate 
forum in which to raise political matters. Singapore had always supported the peace process in the 
Middle East, as its voting record in the United Nations General Assembly showed. 
 
 Mr MARTABIT (Chile), speaking in explanation of vote, expressed concern at the health status 
of the Palestinian people. He would have preferred a more balanced text securing wider support from 
Member States, and endorsed the concerns of a number of countries that had abstained. The 
humanitarian considerations dealt with by the draft resolution should prevail. He reiterated Chile’s 
support for the right of Israel and of the Palestinian people to live in peace, within recognized borders. 
 
 Mr SAWERS (Australia), speaking in explanation of vote, said that he remained concerned by 
the health challenges faced by the Palestinian people. However, the item on the agenda had introduced 
inappropriate political matters, consideration of which at the Health Assembly was inconsistent with 
the need to streamline the work of the United Nations and did not contribute to the Middle East peace 
process or to improve the health conditions of the Palestinian people. 
 
 Dr JA’AFARI (Syrian Arab Republic), rising to a point of order, wished to take the floor under 
the right of reply, rather than to explain its vote. 
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 Mr BURCI (Legal Counsel) said that the right of reply was exercised during the course of 
debate on an agenda item. Since the debate on the item concerned had been closed and the Committee 
had already taken a vote, the right of reply could no longer be exercised. 
 
 Dr JA’AFARI (Syrian Arab Republic), rising to a point of order, asked the Legal Counsel 
whether the clarification he had provided was an expression of opinion or whether he was categorical 
on that matter. According to the Rules of Procedure, the right of reply was granted to any Member 
State before the Chairman adjourned the meeting. If that understanding was correct, he wished to 
exercise his right of reply. 
 
 Mr BURCI (Legal Counsel) said that only the Chairman could make a ruling, and that he had 
provided an interpretation based on Rules 59 and 60 of the Rules of Procedure and on the practice of 
the Health Assembly. 
 
 The CHAIRMAN welcomed the clarification provided by the Legal Adviser. 
 
 Dr JA’AFARI (Syrian Arab Republic), rising to a point of order, requested the right to speak in 
explanation of vote. 
 
 Mr BURCI (Legal Counsel) said that, under Rule 77 of the Rules of Procedure, a sponsor of a 
proposal could not speak in explanation of vote, except if the proposal had been amended. In view of 
the fact that it was a sponsor of the proposal and that the latter had been adopted without amendment, 
the Syrian Arab Republic would not have the possibility to explain its vote. 
 
 Dr JA’AFARI (Syrian Arab Republic), rising to a point of order, said that the draft resolution 
had been adopted after amendment, and he was therefore entitled to an explanation of vote. 
 
 The CHAIRMAN pointed out that the adopted resolution had not been amended by the 
Committee at the current meeting, and that any amendments referred to would have been made to 
previous documents. Accordingly, Rule 77 of the Rules of Procedure was applicable. 
 

Mrs SCHAER BOURBEAU (Switzerland), speaking in explanation of vote, expressed great 
concern at the situation in the occupied Arab territories. She deplored the health problems and the 
worsening living conditions of the population. However, it was important not to detract from the 
problems by politicizing them. WHO’s mandate was to define specific measures in order to improve 
the health situation. As the depositary State for the Geneva Convention, Switzerland attached 
fundamental importance to respecting international humanitarian law as the best means of ensuring the 
safety of people involved in improving health conditions. She reiterated her country’s appeal to all 
parties to the conflict to comply with their obligations under international humanitarian law, and to 
take all necessary measures to improve the health situation.  
 

Mr CORMIER (Canada), speaking in explanation of vote, expressed deep concern at the 
humanitarian situation in the West Bank and Gaza Strip. It was unfortunate that the resolution sought 
to place the sole burden of responsibility on Israel for the health-care needs of the Palestinian people. 
While Israel had an obligation to facilitate the well-being of Palestinian people within the context of 
its own security requirements, it was incumbent upon the Palestinian Authority to assume its 
responsibility for the health-care needs of its people by taking all possible measures to ensure the 
provision of a well functioning health-care system. Canada would continue to provide humanitarian 
aid through nongovernmental and multilateral organizations. 
 

Mr DA ROCHA PARANHOS (Brazil), speaking in explanation of vote, said that he had voted 
in favour of the resolution because of his grave concern at the difficult health situation in Palestine. 
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Nevertheless, he would have preferred a more balanced resolution that reflected the result of 
negotiations among the main parties involved.  
 

Ms DE BELLIS (Uruguay), speaking in explanation of vote, said that she had voted in favour of 
the resolution because of concern at the health situation of the Palestinian people. She would have 
preferred a resolution similar to that adopted by the Health Assembly the previous year, as it had 
focused exclusively on public health matters. She reiterated her country’s support for the peace 
process and respect for international humanitarian law. 
 
 
 
4. ELEVENTH GENERAL PROGRAMME OF WORK, 2006-2015: Item 14 of the Agenda 

(Documents A59/25, A59/25 Add.1 and A59/25 Add.2) 
 
 Ms HALTON (Australia), speaking in her capacity as Chairman of the first extraordinary 
meeting of the Programme, Budget and Administration Committee of the Executive Board, said that, 
as agreed by the Executive Board at its 117th session, that meeting had been held in Geneva, on 
24 February 2006, to discuss, inter alia, the draft of the Eleventh General Programme of Work, 
2006-2015, which had been extensively discussed in the regional committees. The Committee had 
amended and approved the draft, together with the draft resolution, which requested the Director-
General to initiate work on the monitoring framework, described in document A59/25 Add.2, to be 
applied to the Eleventh General Programme of Work. 
 
 The CHAIRMAN invited the Committee to consider the draft resolution contained in 
document A59/25. 
 

Dr LASSMANN (Austria), speaking on behalf of the European Union and its Member States 
and the acceding countries Bulgaria and Romania, pointed out that competences within the European 
Union were shared between Member States and the European Community, represented by the 
European Commission. Although the Commission had observer status with WHO, observers from the 
Commission were not authorized to participate in the work of subcommittees or other subdivisions 
unless invited to do so under Rule 48 of the Rules of Procedure of the World Health Assembly. 
According to Rule 86, that also applied to committees of the Health Assembly. He therefore requested 
the Committee to invite the European Commission to attend any drafting or working groups it might 
establish.  
 Speaking on the agenda item under discussion and on behalf of the European Union and its 
Member States (the acceding countries Bulgaria and Romania, the candidate countries Croatia, The 
former Yugoslav Republic of Macedonia, and Turkey, and the countries of the Stabilisation and 
Association Process and potential candidates Bosnia and Herzegovina and Serbia and Montenegro 
aligning themselves with his statement), he said that at the fifty-fifth session of the Regional 
Committee for Europe (Bucharest, 12-15 September 2005) the European Union had expressed concern 
that only an executive summary of the General Programme of Work had been available. It had 
welcomed the opportunity to review the entire document in January 2006, but concerns remained. 
 Article 28(g) of the Constitution of WHO required the Executive Board to submit to the Health 
Assembly a general programme of work for consideration and approval. The Programme for 
2006-2015 enabled WHO to establish activities over a longer period than the two-year Programme 
budget. It was a starting point for discussions on the medium-term strategic plan and the next 
programme budget. That plan would improve understanding of how those documents fitted together. 
The revised Eleventh General Programme of Work took account of observations arising from the 
extraordinary meeting of the Programme, Budget and Administration Committee, but some important 
matters should be examined in more detail in the medium-term strategic plan, such as more detail on 
the steps WHO should take in order to deliver its core mandate. For example, United Nations reform 
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was expected to have an impact on WHO’s operations, notable in sustaining a level of 70% voluntary 
funding, whether earmarked or unearmarked. 

Transparent discussions on the medium-term strategic plan were needed in order to provide 
more detail on: the clear identification of WHO’s strengths and advantages in relation to other relevant 
organizations in global health; WHO’s role in achieving the health-related Millennium Development 
Goals; the need for all activities to be set within the framework of the United Nations reform, 
including at country level; the strengthening of the standard-setting functions of WHO, in particular 
for operations at country level; the strengthening of WHO’s role in setting research priorities, while 
respecting the different health, legal and economic systems of Member States, including innovative 
renewal of research on neglected health matters, and the prerequisites for such research in low-income 
countries; the need to balance the unfinished agenda on communicable diseases and the lengthening 
agenda on noncommunicable diseases; alignment of language and priorities with international 
agreements and progress, as with sexual and reproductive health and health-related human rights; 
prevention of chronic noncommunicable diseases, with emphasis on health determinants, including 
lifestyle, and for strong links to, inter alia, health promotion and primary health care; and the role of 
WHO in improving the understanding of health policies at a global level. The medium-term strategic 
plan and the Programme budget should define those matters in addition to WHO’s objectives, and 
describe how they would be achieved, measured and evaluated, or adapted where necessary, while 
ensuring transparency and involvement of Member States. The Secretariat, in monitoring the General 
Programme of Work and its subsidiary tools, should stress the links between short-, medium- and 
long-term planning; planning, performance assessment and evaluation; activities undertaken by 
headquarters and those by regional and country offices; and human resources and budgetary reforms. 
Emphasis should also be given to equitable financing of different areas of work. 
 

Dr Duque III took the chair. 
 
 Dr PARIRENYATWA (Zimbabwe), speaking on behalf of the Member States of the African 
Region, commended and endorsed the clear vision of the global health agenda in the General 
Programme of Work, emphasizing the priorities and challenges of the next decade. He welcomed 
longer-term strategic planning, and the increased emphasis on health-related social justice and human 
resources. The Programme should facilitate achievement of the health-related Millennium 
Development Goals. Its success would depend on coordination, will and information-sharing at all 
levels. The document should be considered as a flexible tool, allowing the medium-term strategic plan 
to be adapted to each Region and country. A balance should exist between flexibility and the plan’s 
priorities. He expressed concern at the delay in finalizing the Programme of Work, which was a 
compass for WHO and all other stakeholders. Although there was no specific deadline for the 
finalization of the document, WHO should not operate without such a vital planning tool. 
 He endorsed the draft resolution and urged all to use the Programme of Work for national 
strategic planning. The Director-General should use it as the basis for strategic planning, monitoring 
and evaluation of WHO’s work, and to report to the Sixty-third and Sixth-seventh World Health 
Assemblies on its continued relevance. 
 
 Mr PALU (Australia) endorsed the draft Eleventh General Programme of Work, which provided 
a sound basis for development of the medium-term strategic plan. He supported the draft resolution. 
 
 Dr NOTTAGE (Bahamas), speaking on behalf of the member countries of the Caribbean 
Community, said that he supported the Eleventh General Programme of Work, which would allow 
flexible responses, particularly for Caribbean countries prone to natural disasters, such as hurricanes, 
with their economic, social and health consequences. 

The global health agenda had included the strengthening of health systems and equitable access, 
which promoted universal coverage, gender equality and health-related human rights. In the Bahamas, 
progress was being made towards the introduction of national health insurance and the provision of 
universal access to comprehensive health care. WHO and PAHO had provided technical support. The 
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budget showed a 150% increase in immunization funding for emergencies in 2004 but funding was 
lacking for immunization services, which must be fully funded in order to maintain coverage. The 
Caribbean region had led the way in the eradication of some vaccine-preventable diseases. He looked 
forward to the implementation of the ambitious Eleventh General Programme of Work and the timely 
reporting of related achievements at regular intervals. 

 
 
 

The meeting rose at 12:35. 



 
- 189 - 

 

 

 

SECOND MEETING 
 

Thursday, 25 May 2006, at 15:10 
 

Chairman: Dr A.J. MOHAMMAD (Oman) 
later: Mr V. MERITON (Seychelles) 

 
 
 
1. ELEVENTH GENERAL PROGRAMME OF WORK, 2006-2015: Item 14 of the Agenda 

(Documents A59/25, A59/25 Add.1 and A59/25 Add.2) (continued) 

 Dr PYAKALIA (Papua New Guinea) said that the draft Eleventh General Programme of Work 
provided a broad direction, accommodating many public health matters in all countries, and deserved 
the Health Assembly’s approval. The cost of medical equipment, with its increasing role in patient 
care, should be specifically included in the third of WHO’s core functions (see particularly 
paragraphs 104 and 105 in Annex 2 of document A59/25). Developing countries, in particular, were 
facing challenges relating to standards and quality, and the rapid globalization of trade might 
undermine the standards to which Member States adhered. He supported the draft resolution. 
 
 Mr A.P. SINGH (India) praised the focus of the draft Programme of Work on capacity-building 
for health systems. The strategies of his country’s National Rural Health Mission broadly conformed 
to the draft Programme. Consultations had resulted in several recommendations. Since responsibility 
for health should go hand in hand with the right to health, health programmes should be dovetailed 
with poverty-reduction strategies. Health-impact assessment should be undertaken for activities in 
other sectors that had a bearing on health. Better indicators to reflect the gaps in equity within and 
across countries were needed. Health-care practices should be standardized, including accreditation of 
providers. Activities in the areas of reproductive health, mental health, the health of marginalized and 
disadvantaged groups, re-emerging diseases and the International Health Regulations (2005) should be 
emphasized. WHO’s main strengths were global presence, access to technical expertise, collaboration 
with countries, variety of partners, and response to communicable diseases. Its weaknesses were 
insufficient influence over global policies relating to health and development; its resource allocation 
and management, on mostly small projects whose impact was not well evaluated; intramural 
weaknesses in functioning, including a bureaucratic organizational structure, variable quality of 
technical expertise, and quickly changing priorities and jargon; its reactive rather than proactive 
response to public health crises; and its weak role in regulation and the setting of standards. The 
General Programme of Work should build on WHO’s strengths and deal with its weaknesses. 
 
 Dr BUTLER-JONES (Canada) said that revision had improved considerably the text, but the 
document still failed to articulate WHO’s value added in the global health field, and he concurred with 
the statement made on behalf of the European Union. Canada would endorse the draft General 
Programme of Work, together with the draft resolution, as a step forward in long-term planning. The 
crucial medium-term strategic plan should define specific objectives and approaches and provide 
greater direction. He asked to be informed of plans for country or regional consultations on that plan. 
 
 Mr LU Ying (China) said that the Programme of Work, which had laid the foundations for the 
realization of the relevant Millennium Development Goals, would enable countries to develop their 
own strategy in accordance with national conditions. He endorsed it and the draft resolution. The 
Secretariat should encourage cooperation between Member States and combine the draft Programme 
with an annual work programme that would contribute to improving health at the national level. 
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Monitoring and evaluation would need to be improved so that Member States were kept informed of 
the progress in implementing the Programme of Work. Other international organizations and agencies 
should also be informed in order to coordinate work towards attainment of the Millennium 
Development Goals. He welcomed the intention in the text to increase funding from voluntary 
donations, but asked that its distribution should be more transparent and fair so as to promote public 
health in different countries. 
 
 Mr HOHMAN (United States of America) expressed appreciation of the efforts to revise and 
improve the draft Eleventh General Programme of Work. He would have preferred clearly defined 
targets, which would allow Member States to measure progress in its implementation. To evaluate 
progress made towards internationally agreed health-related goals, Member States and the Secretariat 
must be able to measure the effect of specific actions. A monitoring and evaluation component to the 
General Programme was therefore crucial. It was unfortunate that an assessment of the Tenth General 
Programme of Work had not been included in the discussion of the Eleventh General Programme of 
Work because WHO would benefit from an evaluation of the achievements and shortcomings of the 
former. The Eleventh General Programme should be based on evidence and data. Other United 
Nations agencies were competent to address social inequality, poverty and human rights, and WHO 
was not necessarily the institution best suited to undertaking such work, which only diverted it from its 
core functions. To meet its goals WHO must engage all stakeholders, including the private sector, and 
he welcomed the call contained in the revised draft for engagement with that sector. He expected the 
Secretariat to act on that call, not only at headquarters, but also at the regional and country levels. It 
was to be hoped that the document would be approved without amendment, but he would propose 
significant changes should the discussion be reopened. He also supported the draft resolution as 
proposed, subject to one amendment. 
 
 Mr RAMOTSOARI (Lesotho) said that he had participated in the extraordinary meeting of the 
Programme, Budget and Administration Committee and endorsed the revised draft of the General 
Programme of Work. Emphasis was needed on the implementation schedule, particularly in the 
medium-term strategic plan. The monitoring and evaluation system should enable the Director-
General to report to Member States on progress. He supported the draft resolution. 
 
 Mr IWABUCHI (Japan) said that health was not merely a matter of how long people lived, or 
how certain diseases were treated, but was central to development, which had resulted in a widening of 
the scope of WHO’s work in order to include poverty, security, human rights, and other matters. 
WHO’s activities should expand but there was a limit to the available financial capacity, and 
increasing responsibilities did not automatically result in sufficient funding. In order to cope with 
growing needs, cooperation with relevant agencies would prevent WHO from having to shoulder 
every health-related demand. WHO’s growing needs were likely to be met largely by voluntary 
contributions during the period covered by the draft General Programme. The treatment of such 
contributions was important to the functioning of the Organization. Donors with specific priorities 
committed funds through earmarking. WHO should consult with donors in order to align earmarked 
funding with its priorities. 
 

Dr MATHESON (New Zealand) supported the draft Eleventh General Programme of Work and 
thanked the Executive Board for achieving a more focused document. The text was a piece of the 
strategic framework and he supported the comments of the European Union on the focus for future 
developments. The monitoring framework would be crucial. The fundamental question was whether 
the health of the world had been improved, especially for marginalized groups within countries, and 
whether WHO had made a difference in that process. Noble intentions and the transparency of 
performance assessment needed to be linked, if progress was to be made. 
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 Dr TANGI (Tonga) strongly supported the draft General Programme of Work and the draft 
resolution. Tonga had discussed the document at a one-day meeting of the Programme, Budget and 
Administration Committee, the outcome of which had pleased most delegates. 
 
 Dr PHUSIT PRAKONGSAI (Thailand) agreed with the recommendation that WHO should 
clearly define the process of monitoring and evaluating the General Programme of Work. Subject to 
that proviso, he fully supported the document. 
 
 Mrs LE THI THU HA (Viet Nam) said that the draft Eleventh General Programme of Work was 
comprehensive and covered various areas of work, including the health-related internationally agreed 
goals. Despite overall progress in improving health status, disparities were common. WHO should 
make greater efforts in order to reduce such disparities in different parts of the world. WHO should 
bring into play its potential strength as a technical organization, and develop and promote partnerships 
with other organizations and the donor community. She supported the draft resolution. 
 
 Dr NUSRI (Indonesia) supported the draft Programme of Work. Indonesia’s health strategy was 
in line with its priorities, especially with regard to investing in health in order to reduce poverty. His 
Government had prioritized poverty reduction in its medium-term and annual plans. The Millennium 
Development Goals should not be treated as merely a declaration of good intentions, but should be 
backed up with actions and resources. For example, reduction of the maternal mortality rate required 
comprehensive action in many sectors, resources and support. Cost-effective strategies, suited to 
individual countries, should be elaborated, possibly in the medium-term strategic plan. 
 
 Mr EL ISMAILI LALAOUI (Morocco) supported the document. However, in the light of the 
statements by the delegates of Austria, Canada and the United States of America, various proposals 
should be debated in another forum. WHO should examine the most effective means of organizing that 
debate, so that a revised and improved version of the document, taking account of the various 
proposals, could be submitted to the next Health Assembly. 
 
 Mr MADYO (South Africa) noted that the draft Programme of Work was one of the most 
progressive since the Declaration of Alma-Ata. WHO was being true to its Constitution: the highest 
attainable standard of health (not health care) was the right of every human being without distinction. 
The draft Programme focused on the real matters that contributed to poor health. He supported the 
priorities outlined, but proposed their re-ordering: individual and global health security necessitated 
strengthened health systems and significant health-related and non-health-related interventions with 
respect to the determinants of health. He supported the five medium-term priorities, but sought clearer 
links between them and the 7- to 10-year priorities. The draft Programme of Work could be 
strengthened in a few areas. First, there should be a more coherent analysis of why poor countries 
remained poor. In that regard, the document correctly identified farm subsidies and the Agreement on 
Trade-Related Aspects of Intellectual Property Rights, but it failed to provide guidance on how to deal 
with those matters in order to improve human health in the developing world. The document suggested 
that trade, taxation and farm subsidies were “further afield”, but they were in fact central to the 
problem of poverty for many farmers in Africa. Secondly, human resources for health needed to be 
strengthened by training and retaining health workers and by investing in the training of citizens of 
developed countries, so as to reduce the recruitment and large-scale voluntary migration of health 
workers from developing countries. Developing countries could not compete for health workers in an 
open market. Therefore, the priority entitled “Investing in health to reduce poverty” also applied to 
developed countries, which should not recruit from developing countries except by bilateral 
agreement. Thirdly, traditional medicines deserved greater consideration. 
 

Dr KHALFAN (Bahrain), speaking on behalf of the Member States of the Eastern 
Mediterranean Region, welcomed the strengthened WHO results-based management framework, 
through the draft General Programme of Work and the medium-term strategic plan. The former had 
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been elaborated through transparent consultation with Member States, donors and nongovernmental 
organizations. An important debate was the role of the private sector. WHO should play a role in 
standardizing services and mechanisms in order to safeguard the needs of the poor, so that health for 
all remained at the heart of the provision of access to health-care services. 
  

Dr WANI (Office of the United Nations High Commissioner for Human Rights) said that 
WHO’s commitment to human rights was reflected in the draft Eleventh General Programme of Work. 
He commended WHO’s efforts to incorporate human rights principles in health development and in 
humanitarian work. WHO’s Constitution recognized the right to the highest attainable standard of 
health, and all Member States were parties to at least one treaty that endorsed health as a human right. 
WHO’s guidance in public health must be consistent with the international human rights obligations of 
its Member States.  WHO’s role in promoting a human rights-based approach to health, however, 
should go further. In 2003, WHO and other organizations of the United Nations system had endorsed a 
“common understanding” of a human rights-based approach to development cooperation. At the 2005 
World Summit, all United Nations Member States had agreed that human rights must be at the heart of 
policy considerations, all decision-making processes, and mainstreamed throughout the United 
Nations system. The draft Programme of Work ensured WHO’s commitment through all its operations 
and activities. 
 He drew attention to the role of the Special Rapporteur of the Commission on Human Rights on 
the right of everyone to the enjoyment of the highest attainable standard of physical and mental health. 
Human rights were an ally in the global struggle “towards a healthier future”. 
 
 Mrs PRADHAN (Planning, Resource Coordination and Performance Monitoring) noted that 
one main point raised during the discussion was the planning framework and how the draft 
Programme of Work would influence the results-based management framework. It constituted a broad 
frame of reference for the medium-term strategic plan, and provided a long-term vision for the 
Organization and for its partners in health over the next 10 years. The medium-term plan would lay 
out strategic objectives for the next six years, comprising two-year programme budgets with clear 
linkages between those budgets and the draft General Programme of Work. The plan was currently 
being elaborated at headquarters and regional levels and would be submitted to the forthcoming 
meetings of the regional committees for consideration. 
 With regard to WHO’s position in relation to broader United Nations reforms, the draft General 
Programme stressed the fact that WHO would play a part in and respond to the reform process in ways 
that would be elaborated in the medium-term strategic plan. 
 With regard to monitoring, the General Programme should not be static, but a flexible document 
that was evaluated in the course of implementation in order to ensure that it took account of changing 
priorities. More detailed proposals for monitoring would be submitted to the governing bodies at 
subsequent meetings. 
 
 The CHAIRMAN recalled that the United States of America wished to propose an amendment 
to the draft resolution, before it was put to the Committee for approval. 
 
 Mr HOHMAN (United States of America) proposed that the words “through the Executive 
Board” should be inserted in the last paragraph of the draft resolution, after the words “and to report”, 
and before the words “to the Sixty-third World Health Assembly”. 
 
 Mr MADYO (South Africa), referring to paragraph 48 in Annex 2 of document A59/25, said 
that the statement that governments and public health institutions were not always aware of the need 
for evidence-based decisions for better health policies and strategies was patronizing and inaccurate 
and should be deleted. Instead, emphasis should be placed on vigorously promoting the need for 
evidence-based policies and strategies. Furthermore, HIV and AIDS should not be cited as examples 
of disease in isolation, but should either be cited together with other diseases such as tuberculosis and 
diabetes, or not cited at all unless the context specifically required such examples. Ethical research was 
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not covered in the document. Given the problems experienced by developing countries in that regard, 
greater emphasis should be placed on that issue.  
 
 The CHAIRMAN took it that the Committee wished to approve the draft resolution as amended. 
 
 The draft resolution, as amended, was approved.1 
 
 Mr BONNICI (Malta) said that, although he had joined the consensus in approving the draft 
resolution, he wished to register for the record Malta’s position on the subject of sexual and 
reproductive health and rights. The reference to sexual and reproductive health commodities in the 
Eleventh General Programme of Work should not be interpreted as creating an obligation on any party 
to consider abortion as a legitimate sexual and reproductive health commodity. 
 

The ACTING DIRECTOR-GENERAL thanked all Member States for their participation in the 
consultative process. The General Programme of Work provided a broad analysis of the challenges, 
gaps and key priority areas for the future. It would be useful not just to the Secretariat and Member 
States but to partners in health. The draft text had been used in discussions with the World Bank and 
UNICEF, who were keen to make use of the broad strategic direction. It was also important for 
confirming the six core functions of WHO and enabling the Organization to become a more effective 
member of the United Nations family. WHO was setting norms, providing leadership, coordination, 
policy options and high-level technical support, generating new knowledge and playing a role in 
shaping the research agenda and in monitoring and surveillance. Reconfirming WHO’s core functions 
was therefore important in discussions on the future of the United Nations systems. 
 
 
 
2. PROGRAMME BUDGET AND FINANCIAL MATTERS: Item 15 of the Agenda 
 AUDIT AND OVERSIGHT MATTERS: Item 16 of the Agenda 
 
Status of collection of assessed contributions, including Member States in arrears in the payment 
of their contributions to an extent that would justify invoking Article 7 of the Constitution: 
Item 15.1 of the Agenda (Documents A59/26 and A59/INF.DOC./2) 
 
Special arrangements for settlements of arrears: Item 15.2 of the Agenda (Document A59/26)  
 
 The CHAIRMAN invited the Committee to consider the six draft resolutions set out in 
document A59/26. 

 
Mr JEFFREYS (Comptroller) said that, since the meeting of the Programme, Budget and 

Administration Committee, Suriname had made sufficient payment for it no longer to be subject to 
Article 7 of the Constitution and, accordingly, its vote had been restored. Bolivia had made payment, 
so that it was no longer subject to paragraph (1) of the draft resolution regarding the suspension of 
voting rights as from the Sixtieth World Health Assembly (document A59/26, paragraph 15). That 
paragraph should therefore refer only to the Democratic Republic of the Congo and Dominica. If 
either of those countries made payment before the opening of the Sixtieth World Health Assembly, 
that provision would no longer apply. He agreed with Mr VAN DER HOEVEN (Netherlands) that 
“Suriname” should be removed from the second preambular paragraph of the draft resolution in 
paragraph 15 of document A59/26. 
 

                                                      
1 Transmitted to the Health Assembly in the Committee’s first report and adopted as resolution WHA59.4. 



194 FIFTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
 Mr MACPHEE (Canada) and Mr MNATSAKANIAN (Armenia) expressed appreciation to the 
Secretariat and to Member States that had improved the situation in regard to collection of assessed 
contributions. 
 
 The CHAIRMAN invited the Committee to approve the draft resolution in paragraph 15, with 
deletion of the references to Bolivia and Suriname. 
 
 The draft resolution, as amended, was approved.1 
 
 The CHAIRMAN invited the Committee to consider draft resolutions A, B, C, D and E in 
paragraph 16 concerning Afghanistan, Armenia, Central African Republic, Dominican Republic and 
Turkmenistan, respectively, and their requests for special arrangements for settlement of their unpaid 
contributions. 
 
 The draft resolutions were approved.2 
 
Programme budget 2004-2005: performance assessment: Item 15.3 of the Agenda (Document 
A59/30) 
 
 Ms HALTON (Australia), speaking as Chairman of the Programme, Budget and Administration 
Committee, said that the Committee had been pleased with the performance assessment report which 
had been promptly produced and outlined the approach to future assessments. Progress had been made 
in results-based management monitoring and reporting, which helped Member States to assess how the 
Organization was achieving its objectives and the Secretariat to distinguish the areas where good 
progress was being made and those that required greater management attention. 
 There had been some concern about three high-priority areas of work: Making pregnancy safer, 
Women’s health, and HIV/AIDS, which had all suffered from low rates of financial implementation 
during 2004-2005. Much funding came from voluntary contributions and the low rate of 
implementation was in some instances attributable to the late receipt of income, available only in the 
last month of the biennium. Other factors, especially in regard to HIV/AIDS, included the constraints 
arising from expanding programmes and the absence of a global purchasing facility for antiretroviral 
medicines. Some Member States had recommended detailed assessments of the three programmes 
given highest priority in terms of budget. Immunization and vaccine development, and Emergency 
preparedness and response had expanded far beyond their original budgets. The increases were related 
primarily to poliomyelitis expenditures in response to a multicountry epidemic, and the Asian tsunami 
and earthquakes. The Committee’s overview was based on a summary document since the full 
programme budget assessment report should become available in all official languages only during the 
current Health Assembly. It should be distributed to the regional committees for consideration and a 
full report in all languages submitted to the Executive Board at its session in January 2007. The 
performance assessment report was a positive step towards WHO’s being a more accountable 
organization. 
 
 Mr MACPHEE (Canada) welcomed inclusion of the report on the agenda of the Executive 
Board at its session in January 2007. It was an excellent foundation for planning a new biennial 
budget. 
 

                                                      
1 Transmitted to the Health Assembly in the Committee’s first report and adopted as resolution WHA59.5. 
2 Transmitted to the Health Assembly in the Committee’s first report and adopted as resolutions WHA59.6-10, 

respectively. 



 COMMITTEE B: SECOND MEETING 195 
 
 
 
 
 Mr NESVÅG (Norway) observed that it was the first time that WHO had reported on all the 
results of the programme budget and he looked forward to the full report. The Secretariat had 
highlighted the challenges resulting from the high proportion of voluntary contributions and problems 
of earmarking and late disbursement of donor funds. He was concerned that it had to write 1500 
separate reports to donors. Norway would work with the Secretariat and the donors in order to deal 
with the matter. 
 
 Mr KOCHETKOV (Russian Federation) acknowledged an important document that would 
enable WHO to achieve results. He agreed with the assessment made by the Programme, Budget and 
Administration Committee, and expressed concern about the inadequate financing of areas of work 
such as Women’s health, Making pregnancy safer, and HIV/AIDS. Those were priorities and they 
should not suffer from financing problems. He called on the Secretariat to ensure more effective 
financial planning. He emphasized Immunization and vaccine development. The increase in resources 
was not reflected in results in all areas. He asked the Secretariat to examine the increase in WHO’s 
budget on Emergency preparedness and response. He appreciated the assessment of the Secretariat’s 
budget, with its implementation rate of 97%, but that rate did not apply equally to all areas of work 
and that aspect needed to be improved. 
 
 Mr VAN DER HEIDEN (Netherlands) approved the report, which showed that WHO was 
improving its results-based management approach and was a shining example in the United Nations 
family. He was concerned about WHO’s contribution to the budget of the joint FAO/WHO Food 
Standards Programme, including the Codex Alimentarius Commission for the 2006-2007 biennium. 
At the 57th Session of the Commission’s Executive Committee, WHO had presented a bleak outlook 
on its budget for Food safety, which included its contribution to the Food Standards Programme. He 
requested clarification on WHO’s proposed contribution to that Programme. His country recognized 
the achievements of WHO and FAO in the area of food safety and the Codex Alimentarius and fully 
supported those activities by seconding Dutch experts to international organizations and through 
contributions to the FAO/WHO Codex Trust Fund. Given the relevance of the Codex Alimentarius to 
all countries, he expressed support for maintaining the budget for related activities at the programme 
level of the biennium 2004-2005 at least. The item appeared to be linked to performance management 
assessment as, at the Fifty-sixth World Health Assembly, Member States had adopted a resolution 
asking WHO to be more active in Codex Alimentarius activities.  
 
 Dr DIAKHABY (Guinea), speaking on behalf of the Member States of the African Region, 
noted that the performance assessment and financial reports demonstrated the improved functioning 
and financial stability of WHO (e.g. document A59/28, Table 6). However, the reports showed that 
cooperation, strategic partnerships and country-level capacity needed to be strengthened; advocacy 
and mobilization of financial resources were also needed in order better to predict provision of funds. 
 Reiterating support for WHO’s work on the prevention and eradication of tropical and 
communicable diseases in a regional and intercountry context, she said that the Region wished to see 
national research capacity strengthened and access to medicines improved, particularly for vulnerable 
populations. She supported all the recommendations in the two reports and the Secretariat’s initiatives 
for mobilizing the international community against the principal threats to world health. The 
Organization should monitor more closely application of the recommendations of the Programme, 
Budget and Administration Committee and audit reports; increase decentralization by means of greater 
delegation of responsibility and authority in order to improve transparency; innovate policies in order 
to improve payment of arrears in contributions, which totalled US$ 137 250 000; strengthen allocation 
of funds on the basis of equity, efficiency and results; implement a policy against fraud, at 
headquarters and in the regional and country offices; and consolidate the Budget and Finance unit in 
the Regional Office for Africa. 
 
 Dr DING Baoguo (China) commended the report, which provided a great deal of information on 
the Organization’s work. Past experience would be useful for doing a better job in the future. The 
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report showed that voluntary contributions had almost reached 70%, and extrabudgetary activities 
were increasing – a problem for monitoring programme performance. He expressed satisfaction that 
the Secretariat was proposing a “one country” plan and budget policy, which should be implemented. 
He appreciated the policy of shifting expenditure towards countries but asked how the funds would be 
used and whether the expenditure would be on human resources and, if so, on what sort of contracts, 
and whether it would be used for the purchase of equipment. The Secretariat was requested to provide 
specific information on those matters. 
 
 Ms BLACKWOOD (United States of America) acknowledged the performance assessment 
which, together with monitoring and evaluation, was important for ensuring transparency and 
accountability, and valuable for setting goals and objectives. Recognizing that any programme 
management and budgeting system was a task in progress, she observed that the Secretariat was 
committed to continuing to improve its results-based system. The sections on constraints and 
challenges in document A59/30 and the full report1 provided useful information. She regretted that the 
full document had not been made available sooner as it contained details on implementation of the 
programme budget and important lessons learnt. She looked forward to considering it at regional 
committees and in the Executive Board at its January 2007 session, where it could be studied in 
conjunction with the Proposed programme budget 2008-2009. 
 Noting the Secretariat’s progress on results-based management (through improved management 
of financial resources, human resources reform and greater responsiveness at country level), she said 
that many of the reforms were underpinned by the implementation of the global management system; 
she encouraged that work and looked forward to separate discussion on the topic. 
 She shared the interest expressed by the delegate of the Netherlands in ensuring that WHO’s 
commitment to the normative activities of the Codex Alimentarius Commission was adequately 
maintained. 
 
 Dr KANAI (Japan) welcomed the report, which showed progress and that plans to move 
resources towards the regions and countries were bearing fruit. Referring to the budget and 
expenditure summary by area of work (Table 2 of the Financial report, document A59/28), he asked 
why the implementation rates for Making pregnancy safer, Women’s health and HIV/AIDS were low? 
 
 Mr AWONO (Cameroon) commended the report, which showed the progress made in shifting 
resources towards the countries. The allocation to countries had risen from 56% of resources in the 
previous biennium to 62% – an achievement that should continue. The report highlighted the fragility 
of the Organization’s financial structure: 40% of income concerned predictable, regular budget 
resources, while the remaining 60% concerned extrabudgetary resources, which were unpredictable. If 
uncertainties were to be dispelled, the Secretariat and the Member States needed to make resources 
more predictable. That was essential for the efficiency of the Organization in a changing international 
context, in which every institution would require the means to support its policies. 
 
 Mr KESSLER (Switzerland) supported the remarks made by the Netherlands and the United 
States of America concerning the Organization’s normative work on the Codex Alimentarius. 
 
 Mrs PHUMAPHI (Assistant Director-General), responding to concerns raised about low 
implementation rates in Making pregnancy safer and Women’s health, said that those areas of work 
showed a high level of spending in relation to resources actually received. All the resources received 
by the end of November 2005 for Making pregnancy safer had actually been spent; US$ 6 million had 
been received in December 2005, but that could be only spent in 2006. 

                                                      
1 Document PBPA/2004-2005. 
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For Immunization and vaccine development, US$ 688 million had been spent during the 
biennium. Of the Programme budget figure of US$ 437 million a shortfall had been experienced for 
non-poliomyelitis immunization activities. US$ 275 million had been used for poliomyelitis 
eradication, a priority set by Member States; in all, US$ 525 million had been spent on that goal. The 
bulk of the spending in that area of work had therefore been on poliomyelitis eradication, in which 
there had been considerable progress. Member States had already been briefed on the countries in 
which the disease was still endemic and where additional investment was needed in order to protect 
the US$ 4000 million investment already made by Member States. 
 
 Dr MPANJU-SHUMBUSHU (HIV/AIDS, Tuberculosis and Malaria), referring to the 
implementation rate for the HIV/AIDS area of work, said that half the funds for the biennium had been 
received on 31 December 2004, in the form of a voluntary contribution from Canada. Compared with 
the previous biennium, the implementation rate was about 125% higher. Major challenges had had to 
be met in the preparatory work at the country and regional levels before launch of the programmes, 
particularly those for HIV treatment. She pointed out that HIV/AIDS did not have a global drug-
purchasing facility of the sort enjoyed by the work on tuberculosis or malaria. 
 
 Dr SCHLUNDT (Food safety, zoonoses and foodborne diseases) said, in relation to the Codex 
Alimentarius Commission, that the Secretariat was actively seeking additional funds for the Food 
safety area of work. Extrabudgetary funds that were not earmarked were being directed towards that 
area for the preparation of the scientific advice that underlay Codex Alimentarius work. The 
Secretariat was also examining ways of using additional regular budget funds for that work, as that 
was a statutory requirement. The Secretariat was also considering how to present more transparently 
the funding for Codex work, including the successful Codex Trust Fund, which had helped more than 
300 participants from developing countries in the past biennium to participate in international 
standard-setting. Responding to the wishes of Member States, the Secretariat was committed to 
seeking all additional ways to strengthen the health input in the Commission and in the development 
of Codex food standards. 
 
 Mrs PRADHAN (Planning, resource coordination and performance monitoring) apologized for 
the fact that it had not been possible to make the full report available in time to the Health Assembly in 
all languages. Copies should be available the following day. She stressed the Secretariat’s 
commitment to continue improving processes so that discussion of the programme budget could be 
held as early as possible. 

Responding to comments made on the uneven programme budget financing of different areas of 
work, she pointed out that the alignment of resources with the programme budget had greatly 
improved compared with the situation outlined in the performance assessment report for 2002-2003. 
Nevertheless, much progress remained to be made and one important matter was the growing reliance 
on voluntary funding, some of which was earmarked. The Secretariat was working with partners and 
donors to minimize the gap between the Organization’s needs as presented to the governing bodies 
and its income; and to ensure that resources received in respect of priorities set by Member States were 
apportioned appropriately between the global, regional and country levels. 
 The performance assessment report was based on the results-based management structure and 
was therefore a strategic analysis in relation to the Organization’s targets; more detailed financial 
analysis could be found in the financial report. The two documents should therefore be considered in 
conjunction. 
 
 The CHAIRMAN suggested that, as recommended by the Programme, Budget and 
Administration Committee of the Executive Board, the full report be made available at the regional 
committee meetings and be included on the agenda of the Board at its session in January 2007. 
 
 It was so agreed. 
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Mr Meriton took the Chair. 
 
Financial report on the accounts of WHO for 2004-2005: Item 15.4 of the Agenda (Documents 
A59/28, A59/28 Add.1 and A59/29) 
 
Report of the External Auditor and comments thereon made on behalf of the Executive Board: 
Item 16.1 of the Agenda (Documents A59/28 and A59/31) 
 
 The CHAIRMAN proposed that the two subitems should be considered together, and referred 
Members to the two reports of the Programme, Budget and Administration Committee thereon 
(documents A59/29 and A59/31). He invited Mr Rayalu to present the report of the External Auditor. 
 
 Mr RAYALU (External Auditor), introducing the report (document A59/28, pages 86 to 95), 
explained that the terms of reference of the external auditor required an opinion to be expressed on the 
financial statements of WHO, compliance with the financial regulations and legislative authority. A 
comprehensive audit, based on the common auditing standards of the Panel of External Auditors of the 
United Nations, Specialized Agencies and the International Atomic Energy Agency, had shown the 
statements to be a fair representation of WHO’s financial position and the external auditor had 
expressed an unqualified opinion for the period ended December 2005. An audit of certain trust funds 
and the accounts of the African Programme for Onchocerciasis Control had also been performed. The 
acceptance of the report and its recommendations was testimony to the consensus that had been 
achieved and he was pleased to note that the Secretariat was proposing to undertake prompt action on 
the matters raised in the report. Regular and effective coordination with the Office of Internal 
Oversight Services had helped to avoid the duplication of work. 
 During the financial period 2004-2005, audits had been performed at all regional offices, 
selected country offices and headquarters. In addition, two in-depth reviews had been conducted, on 
the functioning of the Contracting and Procurement Services unit, and the establishment and 
management of technical services agreements at WHO headquarters. The results of the audits and his 
recommendations were set out in the report to the Health Assembly. 
 In the area of policies and procedures, the fraud prevention policy and guidelines, and an 
accountability framework had all been issued. A detailed framework of delegation of responsibilities 
and authority was also being elaborated. The Secretariat was urged to complete the ongoing review of 
the WHO Manual as well as the formalization of the environmental policy and the development of a 
comprehensive ethics policy at the earliest opportunity. 
 In 2004 the re-engineering of the budget and finance functions at the Regional Office of Africa 
had been studied by an external consulting firm, whose report made certain recommendations, 
although no action could be taken on them during 2004. Subsequently, in 2005 it had been envisaged 
that the Budget and Finance unit would be consolidated at Brazzaville, although that had not yet taken 
place, and thus the difficulties of operating across two locations would continue. 
 In regard to the review of the Contracting and Procurement Services unit, he stressed that 
procurement was an area of risk and it was therefore essential to have operational controls in place. 
Deviation from the specific procedures for procurement actions detailed in the WHO Manual made it 
likely that the specific control measures contemplated were not being implemented. Following his 
review, certain measures had been recommended to the Secretariat which had ensured that appropriate 
remedial action would be taken. A follow-up review on the matter, at an appropriate interval, was 
proposed. The establishment and management of technical service agreements, which governed 
collaborative research activities between WHO and participating research institutions, had also been 
reviewed. Certain areas that needed strengthening had been highlighted and the Secretariat had 
indicated that appropriate measures would be taken in order to implement the recommendations made. 
 The Secretariat had been working for some time on policies and procedures relating to local cost 
subsidies. In January 2006 principles for funding support to countries had been enumerated. The 
principles had been established against a background of results-based management and technical 
reporting and would primarily deal with programme outcomes. Previously, some governments had 
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been unable to produce records relating to the funds released. The Secretariat was urged to satisfy 
itself that the waivers contemplated in the revised policy were granted only after ruling out any 
possibility of obtaining the statements of expenditure. Given that local costs accounted for a 
significant proportion of expenditure, it was essential to monitor carefully the implementation of 
revised procedures relating to technical and financial reporting so that similar difficulties did not arise 
in future. 
 Monitoring of the implementation of recommendations made by the external auditor was an 
integral component of the accountability process. The Secretariat had developed a tracking programme 
for that purpose. The External Auditor would also report on the implementation of significant 
recommendations in his report to the Health Assembly. Those steps should serve to increase the 
accountability process and ensure that recommendations were implemented promptly. He expressed 
sincere appreciation for the cooperation and courtesy extended during the external audit. 
 
 (For continuation of the discussion, see summary record of the third meeting, section 2.) 
 
 
 

The meeting rose at 17:05. 
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THIRD MEETING 

Friday, 26 May 2006, at 09:55 

Chairman: Dr A.J. MOHAMMAD (Oman) 
 
 
 
1. FIRST REPORT OF COMMITTEE B (Document A59/48) 

Dr CAREY (Bahamas), Rapporteur, read out the draft first report of Committee B. 

Mr AMIRBAYOV (Azerbaijan) wished it to be placed on record that had he been present at the 
vote on the resolution on health conditions in the occupied Palestinian territory, including east 
Jerusalem, and in the occupied Syrian Golan, he would have voted in favour. 

Dr OTTO (Palau) wished it to be placed on record that had he been present he would have voted 
against the resolution on health conditions in the occupied Palestinian territory, including east 
Jerusalem, and in the occupied Syrian Golan. The situation was complex and he was unable to support 
a resolution that unilaterally made demands on a Member State, in particular with regard to human 
rights. 

Dr CAREY (Bahamas), Rapporteur, said that Bolivia had paid its arrears before the opening of 
the Fifty-ninth World Health Assembly and should therefore be removed from the third preambular 
paragraph of the resolution on Member States in arrears in the payment of their contributions to an 
extent that would justify invoking Article 7 of the Constitution and special arrangements for settlement 
of arrears.  

The report, as amended, was adopted.1 
 
 
 
2. PROGRAMME BUDGET AND FINANCIAL MATTERS: Item 15 of the Agenda 

(continued) 
AUDIT AND OVERSIGHT MATTERS: Item 16 of the Agenda (continued) 

 

Financial report on the accounts of WHO for 2004-2005: Item 15.4 of the Agenda  (Documents 
A59/28, A59/28 Add.1 and A59/29) (continued from the second meeting, section 2) 

Report of the External Auditor and comments thereon made on behalf of the Executive Board: 
Item 16.1 of the Agenda (Documents A59/28 and A59/31) (continued from the second meeting, 
section 2) 

Dr PHUSIT PRAKONGSAI (Thailand) asked whether there was a plan to deal with the 
problems in the Regional Office for Africa caused by having operations split between two locations, as 
                                                      

1 See page 259. 
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reported in paragraph 21 of document A59/28. Further, referring to paragraphs 26 to 31, he enquired 
about the effectiveness of the revised policy for dealing with outstanding local costs advances. He 
asked the Secretariat to indicate its plan for dealing with outstanding travel advances (paragraphs 32 
and 33), with particular reference to a country office in the African Region. 

Ms BLACKWOOD (United States of America) welcomed the unqualified opinion. She was 
pleased at the inclusion of a table documenting the status of corrective actions being taken in response 
to the External Auditor’s findings; tracking progress was important in order to ensure accountability 
for their implementation. She requested feedback on the review of the policy on programme support 
costs, because, as the level of voluntary contributions continued to grow, the effective management of 
those resources became increasingly important. She encouraged the Secretariat to prioritize the 
recommendations on procurement activities, which should be closely monitored for consistency and 
adherence to the Organization’s policies, particularly as more such actions were being handled outside 
headquarters. 

Mrs NICETTE (Seychelles), speaking on behalf of the Member States of the African Region, 
expressed confidence about how the different regional offices were managing their financial resources; 
the Regional Office for Africa in particular was doing excellent work despite the sometimes 
overwhelming health problems of the Region. Generally, the Secretariat was managing its finances 
according to the set standards and regulations, and had contributed towards strengthening health 
systems and improving health around the world. In the few cases where funds had not been properly 
used, corrective actions had been taken and new control mechanisms introduced. A zero tolerance 
policy on fraud was essential if the Organization was to remain healthy and efforts should be made to 
recover any misappropriated money. She urged the Secretariat to formalize its policy on ethics and its 
environmental policy, and to finalize revision of the WHO Manual and the framework for delegation 
of authority. Because the Regional Office for Africa was located in two cities, the human resources in 
the Budget and Finance unit were inadequate to exercise proper financial controls, supervision and 
guidance. She agreed that the unit should be consolidated and was satisfied that the Regional Office 
was sharpening financial control mechanisms. She also noted the plans to enhance efficiency by the 
transfer of key staff from Harare to Brazzaville, and to set up inter-country teams. She fully supported 
the changes necessary in order to implement the reforms. More resources should be allocated to the 
African Region. 

Mr MACPHEE (Canada), welcoming the more detailed reports from the Programme, Budget 
and Administration Committee, said that the impressive increase in voluntary income made the 
Organization increasingly dependent on unpredictable funding for core normative programmes. Late 
payments also had implications for programme delivery. Both the External Auditor and the Committee 
had drawn attention to the amount of the regular budget being used for the administrative costs of 
managing voluntary income and welcomed the United Nations Joint Inspection Unit’s review of the 
situation. Although the Financial report (document A59/28, page 5) referred to a full analysis of 
voluntary income sources, the relevant Annex appeared to be merely a statement of accounts. Future 
reports should include a broad analysis of how the united voluntary funding, which the reports showed 
to amount to about 13% of all voluntary income, was being used across the programme budget. The 
table (document A59/28 Add.1, page 15) usefully summarized the areas that had received voluntary 
funds, but he sought a comparison of those figures with the forecast amounts for the same broad areas. 

The tables on extrabudgetary contributions for WHO-assisted activities by account and the 
Voluntary Fund for Health Promotion in document A59/28 Add.1 showed a dramatic contrast in 
voluntary income received by PAHO as compared with the other regional offices. He recognized that 
PAHO had its own budget, but in future a chart showing the total funding, including that raised from 
its own sources, should be provided. 

He commended the External Auditor’s report and the excellent working relationship between 
the External Auditor and the Secretariat, including the Office of Internal Oversight Services. He 
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welcomed the addition of a schedule showing the status of implementation of recommendations and 
emphasized the importance of follow-up. 

Mr BHUSHAN (India) acknowledged the Financial report and the comments of the Programme, 
Budget and Administration Committee (document A59/29) and supported the draft resolution therein. 
The allocation of extrabudgetary funds had been limited because most funding had been earmarked for 
specific areas of work. As unearmarked extrabudgetary funds increased in the future, priority should 
be given to funding gaps, particularly for essential medicines, access to, quality of and rational use of 
medicines, evidence for health policy, and research policy and promotion. He emphasized the need for 
follow-up on the accountability framework. There was a need to expedite reports pending 
adjudication, technical and financial reports in for contracts for services which had been concluded, 
and evaluation of vendor performance with concomitant creation of databases of vendors, especially in 
cases of long-term procurement contracts. Those actions were needed at both headquarters and all 
regional offices. He asked to be appraised of the action taken by the Secretariat on those matters. 

Dr SAMBO (Regional Director for Africa) explained that the serious fraud that had been 
discovered in the Regional Office for Africa had subsequently been investigated and disciplinary 
action taken. The staff member concerned had been dismissed and the supplies unit had been 
reorganized in order to improve procurement services in both the Regional Office and the African 
Region as a whole. A policy of zero tolerance of fraud was being enforced in the Regional and country 
offices. The calibre of staff working in the budget and finance areas was being carefully assessed in 
order to ensure they could be relied on to comply with WHO’s Financial Rules. The capacity of 
existing staff would be strengthened. Regarding the recommendations in the External Auditor’s report, 
he affirmed that the Regional Office was working with headquarters in order to accelerate its response. 
He pointed out that the recommendations had been made during the period when he was taking over as 
Regional Director. He had subsequently decided to consolidate the different divisions of the Regional 
Office, including the Budget and Finance unit, in Brazzaville, which would facilitate the supervision 
of staff. The measures were part of a more comprehensive strategy to strengthen capacity to provide 
support to Member States, particularly in the areas of work related to the Millennium Development 
Goals, in order to achieve more tangible results in priority health areas. The Regional Office was 
committed to results-based management and a zero-tolerance policy on fraud. He thanked both the 
External and Internal Auditors for detecting weaknesses in, and improving the management of, 
WHO’s operations in the African Region. 

Mr JEFFREYS (Comptroller) said that the recommendations would be followed up. There had 
been a record number of income transactions during the biennium 2004-2005 which had presented a 
considerable challenge in terms of strict recording and processing. That challenge had been met. A 
large part of the increase in expenditure had been in the African Region. A team from headquarters 
was ensuring with the Regional Office that the appropriate mechanisms were introduced and that the 
matters raised by both the Internal and External Auditors were being dealt with.  

Referring to a comment by the delegate of Thailand, he confirmed that local cost subsidy was 
being applied and that it had accounted for about 14% of expenditure in the biennium 2004-2005. He 
assured the delegate of the United States of America that feedback on the review of the programme 
support costs would be provided as soon as that policy review was completed. Procurement strategies 
were being enhanced. He informed the delegate of Canada that full details of how regular and 
extrabudgetary resources had been spent could be found in Table 4 in document A59/28. The 
expenditures of the Regional Office for the Americas and PAHO would shortly be available in a 
combined form in the latter’s accounts. Responding to the question from the delegate of India on the 
accountability framework and fraud prevention policy he said that new accountability mechanisms 
were being applied and staff were being trained in their use. 

 
Mrs PRADHAN (Planning, Resource Coordination and Performance Monitoring), responding 

to the broader comments relating to financing of the Organization’s work and how the programme 
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budget could be fully implemented, said that the high level of voluntary resources presented a 
considerable challenge. Discussions were taking place with major partners and donors in order to 
ensure, as far as was possible, that extrabudgetary funding was not earmarked, so that it could be used 
for priorities set by the Health Assembly. Undoubtedly, such funding had an impact on the timing and 
implementation of the programme budget. An advisory group on financial resources, composed of 
senior management from the regions and headquarters, had been established in order to identify 
funding shortfalls and assess the use of resources for maximum effectiveness. The group met every 
two months and presented its findings to the Director-General so that resources could fill gaps in high-
priority areas. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by the 
Programme, Budget and Administration Committee in document A59/29. 

The draft resolution was approved.1 

Report of the Internal Auditor and comments thereon made on behalf of the Executive Board: 
Item 16.2 of the Agenda (Documents A59/32 and A59/33) 

Ms BLACKWOOD (United States of America) commended the Report but expressed concern 
about the backlog of audit recommendations that were awaiting an initial response or implementation. 
Five internal audit reports from 2005 had not yet received an initial response. The effectiveness of the 
Internal Auditor was directly linked to the implementation of the recommendations. It might be 
advisable for the work of the Internal Auditor and the reports that were relevant to particular regions to 
be brought to the attention of the respective regional committees. 

Mr VAN DER HOEVEN (Netherlands), acknowledging the usefulness of the information 
contained in the Internal Auditor’s report for all parties, commended the positive comments contained 
paragraphs 12 to 14 of document A59/32. In 2005, he had expressed concern about the Regional 
Office for Africa and the potential financial risk to WHO.2 Therefore, it was disappointing that 
paragraph 42 reported that the same matters largely remained without substantive correction. He 
thanked the Regional Director for Africa for the information provided under agenda item 15.4 on the 
measures taken and the follow-up. 

Dr SANGALA (Malawi), referring to paragraph 15 of document A59/32, reported that a WHO 
Representative had been appointed in Malawi. She had been in post for six months and was dealing 
with the problems identified in the report. Malawi was participating in a sector-wide approach 
whereby the resources contributed by several major donors were being used in order to implement an 
agreed programme of work. He invited WHO to join the existing donors in line with the Paris 
Declaration on Aid Effectiveness and the current United Nations reforms. The programme would be 
subject to only one review, which would not place undue pressure on donors and governments. 

Mr MACPHEE (Canada) said that an effective system of internal audit was fundamental to the 
good governance expected from an organization that received substantial financial support from his 
country. He commended the Internal Auditor’s clear report. The criticism of certain offices was 
disturbing and the Acting Director-General should not tolerate low levels of compliance with WHO’s 
procedures and guidelines. He noted that the Office of Internal Oversight Services had fulfilled its 
mandate and that no limitations had been placed on it in the conduct of its business. He welcomed the 
                                                      

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA59.13. 
2 Document WHA58/2005/REC/3, summary record of the first meeting of Committee B, section 4. 
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positive findings – in particular, the tracking chart – and looked forward to more detailed reports from 
the Internal Auditor. 

Mr KOCHETKOV (Russian Federation), welcoming the efficiency of internal oversight, agreed 
with the delegate of the United States of America that the Secretariat should provide information on 
the implementation of the Internal Auditor’s recommendations. He asked the Secretariat to prepare a 
table showing the recommendations and indicating dates of implementation. 

Mr LU Ying (China) said that the Report gave an objective evaluation of the Organization’s 
financial situation and also identified the risks in weak management of financial and human resources. 
The role of the Internal Auditor needed to be strengthened in order to eliminate existing inadequacies 
and avert future financial problems. In future, the Internal Auditor’s reports should include a financial 
assessment in order to identify work objectives and make appropriate recommendations for tackling 
outstanding matters. 

Mr SAWERS (Australia) echoed the concerns voiced by previous speakers regarding follow-up 
of previous recommendations, particularly in the African Region and the Region of the Americas. He 
thanked the Regional Director for Africa for his explanation and looked forward to receiving a more 
positive report on progress. In paragraph 27 of document A59/32, the Internal Auditor had identified 
some potential weaknesses in the governance arrangements for the global management system; he 
requested further details on the areas of concern and the Secretariat’s responses.  

Mr LANGFORD (Internal Auditor) said that the overall level of implementation was 
acceptable, with certain reports still outstanding. All audits undertaken before 2004 had been 
implemented and closed. Concerning the audit reports issued from the 2004 plan of work, listed under 
paragraphs 42 to 47 of document A59/32, and the reports issued from the 2005 plan of work, 
contained in the annex, progress was expected in the near future. Several updates had been provided 
since the presentation of the report. Moreover, he looked forward to reporting on progress in relation 
to the Regional Office for Africa at the Sixtieth World Health Assembly. As pledged at the most 
recent meeting of the Programme, Budget and Administration Committee, a more detailed report 
would be drawn up for the next Health Assembly. Moreover, any information required would be 
readily provided to the regional committees. 

Ms WILD (Business Change), replying to the question raised by Australia regarding the global 
management system project, said that, since the audit had been performed, several changes had been 
introduced to the governance arrangements. The executive sponsor had joined the project board, which 
met on a regular basis in order to review planning and budgeting and to ensure that all the necessary 
steps had been taken for completion of a project phase. Governance had become more business-
oriented, both in the regional offices and at headquarters, through regular videoconferences to review 
progress. The project management office and communications strategy were being considerably 
strengthened. Discussions had been held with the Internal Auditor regarding the follow-up of internal 
audit, in order to evaluate the progress of, and improve on, governance processes. 

The ACTING DIRECTOR-GENERAL welcomed the close collaboration between the External 
Auditor and the Secretariat, and the frank description of the current situation provided in the audit 
reports. Such audits would ensure that the challenges that inevitably lay ahead for an organization of 
the size of WHO were properly identified and dealt with. The backlog of audit recommendations 
pending was of concern, but that should not undermine the work already under way, a significant part 
of which had still to be formally reported to the auditors. A strong commitment to progressing rapidly 
and to continuing collaboration should thus be noted. The ongoing support of Member States was 
essential in order to ensure transparency and accountability in the Organization. 

The Committee noted the report. 
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3. STAFFING MATTERS: Item 18 of the Agenda 

Human resources: annual report: Item 18.1 of the Agenda (Document A59/35) 

Dr SHANGULA (representative of the Executive Board) said that the document provided 
complete data on the WHO staffing profile as at 31 December 2005, updating the report submitted to 
the Executive Board at its 117th session,1 with information on the following: the overall staffing 
situation by main location and grade, distribution of staff by sex, geographical representation, age 
profile, retirement projections, nature of appointment, and distribution of the workforce across the 
main occupational groups. 

Mr MACPHEE (Canada) commended the Secretariat’s action plan for human resources, who 
were the core of the Organization. He noted the efforts to deal with representation while endeavouring 
to recruit the highest calibre of professionals. Member States, in particular those that were not 
represented or underrepresented, had an active role to play in recruitment, by publicizing vacancies to 
highly qualified nationals. The Health Assembly had repeatedly recognized the importance of 
interprofessional cooperation and the crucial role played by nurses and midwives for efficient health 
policy. He voiced concern that nurses and midwives accounted for only a small percentage of 
professional medical staff at WHO, and that that figure had declined since 2003. Such minimal 
representation made it difficult for the Organization to support the strategic directions of the 
Millennium Development Goals.  

Dr KANAI (Japan) concurred with the delegate of Canada on the subject of representation. 
Despite the increased emphasis on equitable participation, many countries were still underrepresented 
or unrepresented. He called on the Organization to redress the imbalance. 

Mr KOCHETKOV (Russian Federation) welcomed the reforms on contracts and the assignment 
of human resources, together with the initiatives designed to enhance staff motivation and mobility. 
More favourable conditions were needed for staff working in difficult circumstances. The concept of 
areas of special operations should be expanded. The number of WHO officials retiring in the near 
future presented a challenge for the Organization and an opportunity to redistribute human resources 
more effectively and to reduce the level of post categories. He called on human resources management 
to take those opportunities, and to indicate its particular strategy in that connection.  

Ms BLACKWOOD (United States of America) also expressed concern at the continuing 
underrepresentation and nonrepresentation of countries on the staff. She welcomed the increase in the 
percentage of women in the professional and higher categories and looked forward to further 
improvements in that area. Referring to Table 5 on the status of representation of countries, she would 
welcome clarification, in the future, as to whether employees were paid directly by WHO or seconded 
to the Organization. 

Mr NDOUTOUMOU (Gabon) said that he would have liked to know what initiatives should be 
taken in order to improve the underrepresentation of countries such as Gabon. 

Dr CHETTY (South Africa) noted the increase in the number of female staff and urged the 
Secretariat to accelerate the process in order to reach an equitable level. She requested that the term 
“sex” used in the report be replaced by the more fitting term “gender”. She urged the Acting Director-

                                                      
1 Documents EB117/21 Add.1 and EB117/21 Add.1 Corr.1. 
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General to note that more than half of the professional category staff was more than 50 years of age, 
and to take remedial action, by recruiting younger staff, in a capacity-building effort. 

Mr HENNING (Human resources management), replying to the delegate of Canada, pointed out 
that the tables presented the numbers of nursing or midwifery programmes or posts, rather than the 
actual number of employed nurses or midwives. Additional data on the number of nurses or midwives 
working in other programmes could, however, be subsequently provided. Turning to geographical 
distribution, he recalled that the Executive Board had noted the recruitment strategy the previous 
year.1 In 2006, the relationships with the collaborative centres, nongovernmental organizations and 
other partners at national level would be strengthened and renewed in order to raise awareness about 
employment opportunities with professional associations, in particular women’s organizations, being 
targeted. On the matter of the ageing, he said that the recruitment strategy included the appointment of 
younger staff, as part of wider human resource plans. Finally, areas in which a special operations 
approach applied had been determined in agreement with other United Nations operational partners. 
Every time a new area was determined by the security coordinator as a high-risk zone, the relevant 
duty station was also added as a special area of operations. 

The Committee noted the report. 

Amendments to the Staff Regulations and Staff Rules: Item 18.2 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R11 and Annex 4, and EB117/2006/REC/1 Corr.1) 

Ms BLACKWOOD (United States of America) wondered whether the events that had occurred 
that week would affect the resolution under consideration. 

Mr HENNING (Human resources management) said that he took it that the speaker was 
referring to the fact that the salary level of the Deputy Director-General was missing from the draft 
resolution. That matter would be raised at the next session of the Executive Board. 

The CHAIRMAN invited the Committee to consider the draft resolution contained in resolution 
EB117.R11 (as issued in document EB117/2006/REC/1 Corr.1). 

The draft resolution was approved.2 

Appointment of representatives to the WHO Staff Pension Committee: Item 18.3 of the Agenda 
(Document A59/36) 

The CHAIRMAN said that, in accordance with the rotational schedule explained in document 
A59/36, the Committee was invited to appoint one member and one alternate member to the WHO 
Staff Pension Committee. In the absence of objections he would take it that the Committee wished to 
convey the following draft decision to the plenary. 

Decision: The Fifty-ninth World Health Assembly nominated Dr A.J. Mohammad of the 
delegation of Oman as a member and Mr D.Á. Gunnarsson of the delegation of Iceland as an 
alternate member of the WHO Staff Pension Committee for a three-year term until May 2009. 

The draft decision was approved.1 

                                                      
1 See document EB115/2005/REC/2, summary record of the twelfth meeting, section 5. 
2 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA59.14. 
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4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 

INTERGOVERNMENTAL ORGANIZATIONS, INCLUDING UNITED NATIONS 
REFORM PROCESS: Item 19 of the Agenda (Document A59/37) 

Mr MACPHEE (Canada) welcomed WHO’s active collaboration within the United Nations 
system, with other intergovernmental organizations, and in the United Nations reform process. Future 
reports should distinguish the value added by that collaboration. He supported WHO’s efforts to 
implement the United Nations reform process, and urged that the benefits of reform should be realized 
at the level of the United Nations system and at the country level. He asked whether the Acting 
Director-General would issue a progress report on the Organization-wide reform initiative described in 
paragraph 13 of document A59/37 and when a detailed summary of the initiatives mentioned in 
paragraph 14 would be provided. He welcomed the inclusion in the report of examples of 
collaboration at the regional and country levels and urged WHO to provide examples where such 
collaboration had cost-effectively added value in achieving WHO’s objectives. 

Recognizing the complexity of global health issues, such as those that would be posed by a 
pandemic, he emphasized the need for WHO’s collaboration with both United Nations and non-United 
Nations organizations. Canada had provided US$ 1 million in order to assist the Senior United Nations 
System Coordinator for Avian and Human Influenza, and would provide WHO with US$ 15 million 
over a five-year period in order to improve collaboration with FAO and OIE in tackling that global 
health threat. He looked forward to receiving a progress report on that initiative. 

Mr NESVÅG (Norway) regretted that the report focused more on processes than concrete 
achievements. It should have given a clearer outline of WHO’s role as a specialized agency in the 
United Nations reform agenda, its collaboration within the United Nations system at country level, and 
how it participated in reform and coordination processes in countries. WHO needed to harmonize 
United Nations presence at country level, and enhance coordination within the United Nations 
Development Assistance Framework, in accordance with host governments’ priorities. 

The report mentioned areas of collaboration in which WHO had taken a leading role, but 
omitted the more challenging areas which other agencies were coordinating. He asked the Secretariat 
to establish benchmarks and a time frame for monitoring progress. Improved collaboration with other 
United Nations and intergovernmental organizations would increase WHO’s effectiveness. 

Mrs VON STEIGER (Switzerland) said that the triennial comprehensive policy review of 
activities for development of the United Nations system required the commitment of all involved. She 
welcomed WHO’s greater participation in the United Nations Development Group, which would 
compare advantages of that Group and CEB. Duplicated activities caused confusion. In order to 
simplify and harmonize collaboration between United Nations agencies at the country level, the WHO 
Representative could be incorporated into the United Nations country teams. An evaluation of WHO’s 
role as a mainly standards-setting agency would allow operational activities to be refocused on its 
areas of expertise, and in the long-term would strengthen the Organization itself. The delegation of 
financial authority to country representatives would further strengthen WHO’s national presence. 
Thematic campaigns launched and managed by headquarters undermined the flexibility required at 
country level to direct financial flows to most needed areas. Given its responsibility as a donor 
country, Switzerland had taken seriously the Director-General’s request to simplify the ways in which 
donors assured the management of the financing they provided and was prepared to adjust its approach 
in that regard. She welcomed WHO’s integration efforts and looked forward to receiving the related 
organizational strategy and action plan. 

 

                                                      
1 Decision WHA59(9). 
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Ms WETTENHALL (Australia) said that the report highlighted WHO’s future mandate and role 
within the United Nations operational system. The High-Level Panel on UN System-wide Coherence 
in Areas of Development, Humanitarian Assistance, Environment was analysing the duplication of 
structures and efforts, as well as competition and pressure on partner governments that occurred 
between the functions of the specialized agencies and the operations of the various United Nations 
funds and programmes. The balance between WHO’s technical and normative functions and its 
operational work should be considered. WHO set global standards, norms and best practices, but some 
of its operational activities could be outsourced at country level to other United Nations funds and 
programmes. The challenge was to better link WHO’s normative work with the operational 
organizations so that its policy and research could be better applied at the country level. 

The implementation of the triennial comprehensive policy review should be accelerated: it 
contained measures to ensure better coordination between United Nations offices at the country level. 
That review had reaffirmed the need for a strong role for resident coordinators and consolidation of 
United Nations country teams through the adoption of common management, programming and 
monitoring frameworks. 

Mr VAN DER HOEVEN (Netherlands) supported the statement by the delegate of Switzerland. 
He asked for further confirmation on WHO’s involvement in the pilot project on closer cooperation in 
United Nations field activities for Viet Nam. 

Mr GREEN (United Kingdom of Great Britain and Northern Ireland) concurred with the 
delegates of Switzerland and Australia. Given the review being undertaken by the High-Level Panel 
on UN System-wide Coherence, the role of specialized agencies in operational work should be re-
examined. The United Nations Development Group was furthering a policy of more unified United 
Nations offices at the country level, and he encouraged WHO to further harmonize its work with other 
organizations of the United Nations systems at that level. 

He also urged the Organization to continue to consider ways to reform its funding, given that 
more than 70% of funding was voluntary, much of it earmarked. Financing at the country level could 
be streamlined by ensuring a unified source of finance against an integrated plan. Donors at the 
country level should also align financing with a common plan. 

He welcomed WHO’s commitment to continue the work of the High-Level Panel in 
collaboration with the World Bank. The recommendations of that forum must be acted upon at the 
country level by governments and their international partners. Health systems required significant new 
resources from both domestic and international sources. WHO should define its role and relative 
advantages in the area of health systems with respect to other multilateral organizations, particularly 
the World Bank. The World Bank in turn should recognize the Organization’s role in providing 
normative and technical guidance in support of national efforts to increase funds for national health 
systems. He urged WHO to state clearly how it planned to achieve that objective. 

Mr DELVALLÉE (France) urged WHO to continue its efforts in the United Nations reform 
process. As noted by the delegate of Norway, the report could have provided more detail on efforts 
undertaken since the adoption of resolution WHA58.25 on United Nations reform process. 

The creation of the High-Level Panel on UN System-wide Coherence was progress and WHO 
should be fully committed to its work. United Nations coordination should be considered at both the 
country and global levels. With regard to operational activities, a strong United Nations presence was 
required in the form of a resident coordinator with strengthened powers and authority, common 
premises for all organizations of the United Nations system where possible, and a single United 
Nations strategy or programme aligned with national priorities as defined by governments. The United 
Nations Development Assistance Framework should guarantee a coherent United Nations system 
strategy in any given country. France supported a global approach to operational system reform. 
Ongoing pilot projects such as that mentioned by the delegate of the Netherlands should involve 
specialized agencies, in particular WHO, as well as United Nations funds and programmes. The whole 
question of the operational, normative and human rights-related functions should be reappraised. 



 COMMITTEE B: THIRD MEETING 209 
 
 
 
 
 

The review of the financing of operational activities should be continued in order to ensure that 
the specialized agencies, funds and programmes benefited from more predictable and sustainable 
funding. Those matters would be discussed at the next session of the Economic and Social Council. 

Mr RADEBE (South Africa) welcomed the enhanced collaboration within the United Nations 
system and agreed that it required closer monitoring. WHO’s regional and country offices should work 
closely with other organizations of the United Nations systems. That was especially important in 
developing countries, which had to coordinate the technical support provided. 

The ACTING DIRECTOR-GENERAL said that WHO was committed to becoming a more 
effective partner in the United Nations system. However, it must still be able to deliver results and 
perform its core functions, as laid out in the General Programme of Work. He was committed to the 
search for the appropriate management mechanisms at the country level. WHO participated in the 
United Nations Development Assistance Framework through its country strategies, thereby assisting in 
the formulation of national plans. In some countries, the United Nations presence could be reviewed in 
terms of competences and number of personnel in order to align priorities, the results to be achieved 
and staffing on the ground. WHO was also participating in the High-Level Panel on UN System-wide 
Coherence, with particular regard to the role of specialized agencies. WHO was the largest specialized 
agency in terms of country presence, being represented in more than 140 countries. A more detailed 
paper on WHO and the United Nations reform would be submitted to the Executive Board in 
January 2007. 

Dr KEAN (Executive Director, Office of the Director-General) said that Dr Lee had participated 
in a meeting of the High-Level Panel with CEB, stressing that there should be no unnecessary 
duplication or replication between the two bodies. He described WHO’s reform process, which was 
increasingly being used as a model for the reform of other specialized agencies. He invited the Panel 
to visit those agencies at their headquarters. Dr Lee had clearly perceived WHO’s changing role at the 
country level. The report to be submitted to the Board in January 2007 would describe WHO’s policy 
and strategy in implementing the United Nations reform process. A similar country-level document on 
guidelines for country offices on harmonization and alignment would be presented to the country 
offices shortly. 

In reply to Canada, he said that the reporting on the Secretariat and management reforms 
mentioned in paragraph 14 of the report was a regular item on the agenda of the Programme, Budget 
and Administration Committee, with particular regard to the global management system and staff 
skills and profiles. 

WHO’s country cooperation strategies were designed to feed into the United Nations 
Development Assistance Framework, and WHO was involved in that Framework in more than 80% of 
the countries in which WHO was present. 

Mr MERTENS (Coordination with United Nations and the intergovernmental agencies), 
replying to the Netherlands, reported that WHO was fully engaged in the pilot project in Viet Nam on 
United Nations cooperation, which offered an interesting alternative to the way in which the United 
Nations teams had so far functioned elsewhere. The initiative had started within the country team in 
collaboration with the Member State, and had elements that could be replicated in other countries 
according to their needs and the absorption capacity of the team itself. 

Mr SAMIEI (IAEA) said that the Programme of Action for Cancer Therapy continued to be a 
priority of IAEA, which had worked with the Secretariat and other organizations in order to bring 
better cancer care to its Member States. Discussions were currently being held. The feasibility of a 
joint programme with WHO was being considered, and in April 2006 the Agency had hosted the first 
meeting of major organizations wanting to collaborate with and through the Programme of Action. A 
plan had been created for joint activities over the coming years, and which built on achievements in 
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cancer control in the developing world. In the past year, IAEA and its partners had begun the process 
of assessing cancer-control programmes, providing recommendations and laying the ground for long-
term national strategies. Funding was crucial to the Programme of Action, and IAEA had appealed to 
its Member States to provide funding or to continue contributing in kind through experts, ground staff, 
equipment or training. Collaboration with all partners within and through the United Nations system, 
in particular WHO, was vital if improvements were to be achieved. 

The Committee took note of the report. 

• Strategic Approach to International Chemicals Management (Documents A59/41 and 
A59/41 Add.1) 

Dr KANAI (Japan) commended WHO’s involvement in the Strategic Approach to International 
Chemicals Management, which was essential for preventing adverse health effects through exposure 
to chemicals. WHO should continue to initiate health-sector actions that were relevant to the Strategic 
Approach, in cooperation with other stakeholders, but avoid duplication in its implementation. He 
welcomed WHO’s planned participation in the Strategic Approach’s secretariat and requested further 
details. He emphasized the exchange of information and communication with an existing national 
focal point of the Strategic Approach within a country. 

Mr ABDOO (United States of America), referring to the draft resolution in document A59/41, 
said that, although it was appropriate for UNEP’s Governing Council to endorse the Strategic 
Approach, WHO should not be endorsing a political strategy. He therefore proposed that in 
paragraph 1 the word “ENDORSES” be replaced with “NOTES”. Since the Strategic Approach had 
already requested governments to establish national focal points, he asked why WHO should wish to 
duplicate them, and therefore suggested that, in paragraph 3(1), the text after the words “health-related 
elements” should be deleted. 

Mrs WEBER-MOSDORF (Assistant Director-General) said that cooperation between WHO, 
UNEP and other organizations in the United Nations system with the Strategic Approach had 
demonstrated the importance of the new mechanism for safe management of chemicals. She assured 
the previous speaker that the intention was not to duplicate focal points; it was, however, important for 
WHO to have direct contacts and a communications network with health ministers. 

Mr ABDOO (United States of America) said that the reply had not allayed his concern and he 
upheld his proposed amendment to paragraph 3(1). 

Dr FIEDLER (UNEP) expressed her appreciation for WHO’s role in the Strategic Approach. 
The multisectoral basis for participation included agriculture, the environment, health, industry and 
labour. Under the leadership of WHO, the health sector had been active and had contributed to the 
finalization of the Strategic Approach’s texts. Following the adoption of the Strategic Approach in 
Dubai in February 2006, UNEP had assumed overall responsibility for its secretariat. WHO should 
join UNEP in that secretariat, each leading in their respective areas of expertise. Developing countries 
and countries with economies in transition needed support in order to implement the Strategic 
Approach, whose Quick Start Programme and regional meetings would be instrumental in the initial 
work. The governing bodies of two intergovernmental organizations, UNEP and the United Nations 
Institute for Training and Research, had already endorsed the Strategic Approach. The Health 
Assembly would be the third such governing body to endorse it and incorporate it into its programme 
of work. She looked forward to possible direct UNEP-WHO collaboration on appropriate Strategic 
Approach activities. 

Ms GILMORE HALL (World Federation of Public Health Associations), speaking at the 
invitation of the CHAIRMAN, recalled that her organization had been active in the preparation of the 
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Strategic Approach. She was concerned that much of the global burden of disease was caused by 
environmental exposure to chemicals that had been produced primarily for commercial purposes. 
Their safe management, including the development of safer substitutes, was an important public health 
task, which should be undertaken on a global scale owing to the transnational impact of many of those 
chemicals through atmospheric transport and biopersistence. She emphasized the special vulnerability 
of children; the lack of research on the impact of chemicals on the fetus and on children; and the need 
to formulate strategies directed at protecting their health. Her organization collaborated with the 
Health Care Without Harm coalition to reduce the dangers resulting from exposure to toxic chemicals, 
and exposure of patients and their communities to chemical hazards caused by industrial waste. 

The lack of coordinated action between international and national agencies and public health 
authorities often reduced the effectiveness of interventions designed to reduce exposures to toxic 
chemicals. Encouragingly, joint activities at national and international levels were being promoted and 
she welcomed WHO’s continuing involvement in the Strategic Approach, as projected in the draft 
resolution. Only such coordinated global activities could reduce such an unnecessary burden on health. 
She pledged her support for new programmes in order to accomplish those tasks with WHO. 

The CHAIRMAN invited the Committee to consider the draft resolution as amended by the 
United States of America. 

The draft resolution, as amended, was approved.1 
 
 
 
5. CODEX ALIMENTARIUS COMMISSION: AMENDMENTS TO STATUTES: Item 20 of 
the Agenda (Document A59/38) 

Dr KANAI (Japan) supported the amendments to the Statutes in the expectation that the Codex 
Alimentarius Commission would contribute to safer food and a safer world. 

Dr KYOBUTUNGI (Uganda) recognized the important role of the Commission’s standards, 
guidelines and recommendations as reference points, especially for developing countries. They 
provided guidance on consumer protection, fair practice in the food trade and coordination of global 
food standards. She supported the draft resolution. However, before standards were finalized, the draft 
documents should be circulated, for a limited period, to the national Codex committees of Member 
States. If no comments had been received within that time frame, the Commission could then go ahead 
with the finalization of standards.  

The CHAIRMAN invited the Committee to consider the draft resolution in paragraph 6 of 
document A59/38. 

The draft resolution was approved.2 
 
 
 

The meeting rose at 12:25. 

                                                      
1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA59.15. 
2 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA59.16. 
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1. OUTCOME OF THE FIRST SESSION OF THE CONFERENCE OF THE PARTIES TO 

THE WHO FRAMEWORK CONVENTION ON TOBACCO CONTROL: Item 21 of the 
Agenda (Documents A59/40 and A59/40 Add.1) 

Mr MARTABIT (Chile), speaking in his capacity as President of the Conference of the Parties 
to the WHO Framework Convention on Tobacco Control, said that he would continue his duties as 
President until the end of the second such Conference. Since the Framework Convention had entered 
into force on 27 February 2005, it had become one of the most widely embraced treaties in the history 
of the United Nations. He announced that Papua New Guinea had that day become the 
128th Contracting Party. 

At its first session, the Conference had established an expert group in order to develop templates 
for future protocols in the sensitive areas of cross-border advertising and trade and to provide support 
to countries in establishing smoke-free areas and effective ways of regulating tobacco products. 
Progress had been made towards taking action under the Convention by consultation through a pilot 
questionnaire. It had decided to establish an ad hoc group of experts that would study economically-
viable alternatives to tobacco growing and production, and recommend diversification initiatives for 
countries heavily dependent on tobacco production. 

The Conference had also decided to establish a permanent Convention Secretariat, within WHO 
headquarters in Geneva, whose core functions included making arrangements for sessions of the 
Conference of the Parties and any subsidiary bodies, and providing them with services as required; 
transmitting reports received from Parties pursuant to the Convention; providing support, on request, 
to the Parties, particularly those that were developing countries or had economies in transition, in the 
compilation and communication of information required in accordance with the provisions of the 
Convention; preparing any reports required by the Conference; ensuring the necessary international 
and regional coordination with competent international bodies; entering into administrative or 
contractual arrangements that might be required for the effective discharge of its functions; and 
maintaining a high standard of performance in other areas of its work. 

It had adopted a budget of US$ 8.01 million for its functioning during the biennium 2006-2007, 
to be funded through voluntary assessed contributions. It had also recommended that the Health 
Assembly should continue to provide support to and strengthen WHO’s Tobacco Free Initiative in 
2008-2009, in order to enable the Convention Secretariat to function fully during that period. 

Mr SALDANHA (Brazil) said that, because the decision that called for the Health Assembly to 
support and strengthen the Tobacco Free Initiative was not reflected in the draft resolution contained 
in document A59/40, he proposed amending that text by splitting paragraph 3 into two subparagraphs: 
the first would retain the existing language of paragraph 3, and the second would contain the language 
agreed by the Conference and read: “to continue to support and, where appropriate, to strengthen the 
Tobacco Free Initiative in 2008-2009, in order to assist the Convention Secretariat in the 
implementation of the Framework Convention pursuant to decision FCTC/COP1(12)”. 
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Ms KELLY (Canada) welcomed the outcome of the first session of the Conference of the 
Parties. Nongovernmental organizations had played an important role, which Canada acknowledged 
and supported. Canada would actively contribute to the development of guidelines and study templates 
for protocols. There was much work to be done in setting up the Convention Secretariat and 
embarking on an ambitious but realistic plan of work; it would need the continuing commitment 
confirmed at the first session. 

Canada would strengthen its support for global tobacco-control initiatives, demonstrating its 
long-term commitment to the implementation of the Framework Convention. She supported the draft 
resolution as amended by Brazil. 

Mr TRAORÉ (Mali), speaking on behalf of the Member States of the African Region, observed 
that 40 of the 108 Parties that had attended the first session of the Conference had been African States. 
He highlighted the main results. Sessions and meetings of the subsidiary bodies would be public, 
unless otherwise decided by the Conference of the Parties or the subsidiary body concerned. A 
consensus had been reached on the participation of observers, of which there would be three 
categories: States that were not Parties to the Framework Convention; international intergovernmental 
organizations; and nongovernmental organizations. Observers would be entitled to participate in 
sessions and public meetings of the Conference of the Parties and the subsidiary bodies, without the 
right to vote. It had been agreed that all decisions, including those on budgetary and financial matters, 
should be adopted by consensus, with voting only as a last resort. A permanent Convention Secretariat 
was to be established within WHO headquarters. The future head of that Secretariat, whose 
responsibilities and obligations were to be clearly defined, would be accountable to the Conference of 
the Parties for technical and treaty activities, and to the Director-General for administrative and staff 
management matters and technical activities, where appropriate. Existing and potential sources and 
mechanisms of assistance had been reviewed. The Parties, international financial institutions and other 
development partners had been urged to provide technical and financial support and to make resources 
available to those Parties that were developing countries or countries with economies in transition on 
the basis of specific requests. Subsidiary bodies had been established in order to draw up two 
protocols, one on cross-border advertising, promotion and sponsorship, the other on illicit trade in 
tobacco products. Agreement had been reached on the elaboration of guidelines for the 
implementation of the Framework Convention and on a format for preparing reports and exchanging 
information. WHO’s Financial Regulations and a budget of US$ 8 million financed from a schedule of 
voluntary assessed contributions had both been adopted. 

The second session of the Conference of the Parties would be held in the first half of 2007. The 
Convention Secretariat would invite Parties to make offers to host that session, on the understanding 
that any costs additional to those that would be incurred by holding the session in Geneva would be 
defrayed by the Party concerned. 

He recommended approval of the draft resolution. 

Mr SECK (Senegal) fully supported the draft resolution. New multilateral agreements facilitated 
trade in tobacco products, by reducing tariff and non-tariff barriers. As a result, the health of African 
populations was increasingly threatened by the influence of transnational economic, social and cultural 
forces. The globalization of tobacco addiction neutralized the efforts of States to control that 
phenomenon. Moreover, the tobacco companies were increasingly targeting developing countries 
because of the legislative constraints they faced in the developed world. The African countries were 
anxious to establish a specific programme in order to finance tobacco control. The consensual 
approach applied to the adoption of the Convention was likely to ensure success in establishing 
instruments for its proper implementation. 

Ms MTHEMBU (South Africa) said that the decisions taken at the first session of the 
Conference of the Parties displayed a genuine commitment to promote and protect public health. She 
highlighted essential points for accelerated and sustained implementation of those decisions. The 
institutional arrangements had to be established. The Bureau of the Conference of the Parties should 
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proceed rapidly to appoint the head of the Convention Secretariat. Technical and financial support was 
crucial for the treaty to be translated into action. During the negotiation phase of the Framework 
Convention and at the first session of the Conference of the Parties, the African Region had 
persistently argued for financial mechanisms that would support the implementation process. Although 
the developing countries were committed to sourcing funds from their own country budgets, additional 
support would still be needed from other sources. Funding was a factor that would determine the 
success of the Framework Convention. It was disappointing that the Parties had been unable to reach 
agreement on a funding mechanism, and she urged development partners to reconsider their response 
in that regard. A sustainable and predictable funding mechanism was essential to ensuring that 
developing country Parties were able to meet their treaty obligations. 

South Africa wished to place on record its intention to host the second session of the 
Conference of the Parties in 2007. 

Dr LASSMANN (Austria), speaking on behalf of the European Union and its Member States, 
expressed support for the amendment proposed by Brazil, which faithfully reflected the decision taken 
at the first session of the Conference of the Parties. 

Dr AKIZUKI (Japan) also supported the amendment proposed by Brazil. WHO’s Tobacco Free 
Initiative had accumulated experience, knowledge and other resources related to tobacco control. The 
Convention Secretariat should therefore promote a cooperative relationship with WHO by avoiding 
duplication of work, so that limited resources could be used effectively. 

Ms MULVEY (Corporate Accountability International), speaking at the invitation of the 
CHAIRMAN and on behalf of Corporate Accountability International and the Network for 
Accountability of Tobacco Transnationals, welcomed the progress made towards setting up 
institutions and mechanisms in order to support the Framework Convention on Tobacco Control and 
assist Parties in its implementation. She also commended the commitment by the Conference of the 
Parties to strengthen the participation of nongovernmental organizations and appreciated the practice, 
established at the Conference, of timely interventions by such organizations. Large tobacco 
transnationals were attempting to interfere in national health policies and implementation of the 
Framework Convention. Members of the Network had gathered case studies and published them.1 The 
Network’s members continued to monitor and expose tactics used by the tobacco industry to 
undermine health policy around the world, and had volunteered their experience and assistance in 
elaborating guidelines for the implementation of Article 5.3 of the Convention. 

Any delay in implementation of the Framework Convention could only benefit the tobacco 
companies. She was concerned that the process of establishing the permanent Convention Secretariat 
had not yet begun, despite assurances that it would begin immediately. She urged Member States to 
approve the draft resolution and called on the Acting Director-General to follow up quickly on the 
decision to establish the Convention Secretariat within WHO. She supported the call by the Member 
States of the African Region for implementation resources. 

Mr MARTABIT (Chile), speaking in his capacity as President of the Conference of the Parties 
to the WHO Framework Convention on Tobacco Control, recognized that the international 
community’s serious concern had led to accelerated tobacco-control efforts worldwide. All States had 
a two-fold obligation: to implement speedily the agreements that had been reached and to provide the 
financial assistance necessary for Convention Secretariat to function properly. Financial, technical and 
economic assistance was essential in order to help countries heavily dependent on tobacco production 

                                                      
1 Global Tobacco Treaty Action Guide: protecting national health policies from international tobacco industry 

interference. Boston, Massachusetts, United States of America, Corporate Accountability International, 2005. 
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to move into other economically-viable sectors. The international community should commit the 
necessary resources as quickly as possible, in order to realize the aims of the Convention. 

Dr HOLCK (Secretary) recalled that the delegate of Brazil had proposed that paragraph 3 of the 
draft resolution should be amended to read: “REQUESTS the Director-General: (a) to establish a 
permanent secretariat of the Convention within the World Health Organization and located in Geneva 
pursuant to decision FCTC/COP1(10); (b) to continue to support and, where appropriate, to strengthen 
the Tobacco Free Initiative in 2008-2009, in order to assist the Convention Secretariat in the 
implementation of the Convention pursuant to decision FCTC/COP1(12)”. 

Mr SECK (Senegal) asked for the wording to be revised, as it was his understanding that the 
Conference of the Parties, not the Director-General, had been requested to support the Tobacco Free 
Initiative. 

Mr SALDANHA (Brazil) explained that the Conference of the Parties had decided to 
recommend to the Health Assembly that it should continue to support and strengthen WHO’s Tobacco 
Free Initiative, and the authority that would be able to fulfil that recommendation was the Director-
General. The wording of the proposed amendment was thus in keeping with that decision. 

Mr SECK (Senegal) stated his preference for the exact wording of the relevant decision of the 
Conference of the Parties to be used in the proposed amendment. 

The CHAIRMAN asked the Secretariat to clarify the issue. 

Mr AITKEN (Adviser to the Director-General) affirmed that the delegate of Brazil was correct 
in asserting that it would be the responsibility of the Director-General to implement the action that the 
Conference of the Parties had decided to recommend to the Health Assembly. The wording of the 
amendment proposed by Brazil was therefore appropriate. 

Mr SECK (Senegal) withdrew his request, in the interests of consensual agreement. 

The draft resolution, as amended, was approved.1 
 
 
 
2. RULES OF PROCEDURE OF THE WORLD HEALTH ASSEMBLY. RULE 14: 

DISPATCH OF DOCUMENTS: Item 22 of the Agenda (Document A59/27) 

Ms BLACKWOOD (United States of America) said that her country had proposed the draft 
resolution in order to bring the Rule on the dispatch of documents for the Health Assembly in line with 
Rule 5 of the Rules of Procedure of the Executive Board, which required that documents be made 
available not less than six weeks in advance of meetings. It was not feasible for many delegations, 
including hers, to prepare for the Health Assembly without timely receipt of the documentation. The 
draft resolution should help to make the governance process more efficient. 

Dr TILLICH (Austria), speaking on behalf of the European Union and its Member States, 
supported the draft resolution. 

                                                      
1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA59.17. 
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Mr VAN DER HOEVEN (Netherlands) supported the draft resolution, but suggested an 
editorial amendment to the first line of the proposed new Rule 14: the word “provisional” be inserted 
before the word “agenda”. 

Ms KELLY (Canada), Dr SOPIDA CHAVANICHKUL (Thailand), Mr SAWERS (Australia) 
and Mr VON KESSEL (Switzerland) all supported the draft resolution as amended.  

Dr KANAI (Japan) also supported the draft resolution as amended. He endorsed the proposed 
change to the Rules of Procedure since his country used a non-official language and needed sufficient 
time to study the documents. 

Dr SOMBIE (Burkina Faso) asked for clarification of the use of the word “or” before the words 
“not less than six weeks” in the third line of the text. He considered it to be superfluous. 

Mr BURCI (Legal Counsel) explained that, if the word “or” before “not less than six weeks” 
were removed, the Rule would require the provisional agenda to be dispatched at the same time as the 
documents. That would create an anomalous situation since most of the documents were in practice 
prepared after the dispatch of the provisional agenda, and the amendment would therefore lose most of 
its meaning. The word “or” should therefore be retained. 

Dr SOMBIE (Burkina Faso) accepted the explanation and withdrew his reservation. 

The draft resolution, as amended, was approved.1 
 
 
 
3. TECHNICAL AND HEALTH MATTERS: Item 11 of the Agenda (transferred from 
Committee A)2 

WHO’s role and responsibilities in health research: Item 11.13 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R6 and Annex 4, and A59/19) 

Mr SADRIZADEH (Islamic Republic of Iran), acknowledging the importance of WHO’s role 
and responsibilities in health research, said that the culture of research in the Organization needed 
strengthening. Full use should be made of its existing research programmes, including the 
UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in Tropical 
Diseases and UNDP/UNFPA/WHO/World Bank Special Programme of Research, Development and 
Research Training in Human Reproduction. He fully supported the statement to be made by Sweden, 
including its proposed amendments to the draft resolution contained in resolution EB117.R6. 

Dr CABOTAJE (Philippines) supported the draft resolution, but proposed the addition of a 
provision to the operative text to include the institution of mechanisms for greater interaction and 
convergence among researchers and research users. That would enhance the use of research results and 
the development of health policy. That mechanism was best exemplified by the Philippine National 
Health Research System, which had greatly improved efficiency for the benefit of health programme 
implementation. 

                                                      
1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA59.18. 
2 See summary record of the third meeting of the General Committee. 
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Dr PHUSIT PRAKONGSAI (Thailand) said that WHO should ensure that research improved 
the equity, efficiency and sustainability of health systems. He supported the draft resolution, subject to 
some amendments. It was important that low-income and middle-income countries developed their 
statistical systems in order to monitor the financing of health research by governmental and 
nongovernmental sources. He therefore suggested the addition of a new subparagraph 1(2) that would 
read: “to develop and strengthen resource-tracking tools in order to monitor the expenditure on health 
research from government and donor resources, and disseminate research findings to policy makers, 
civil society and the general public”. A further two subparagraphs should be added after existing 
paragraph 1(3), reading: 

“to strengthen national research capacities in five complementary areas: the generation of new 
knowledge, human and financial resources, research institutes, utilization of research in policy 
decisions, and foster national and international collaboration research networks; 

to develop and strengthen a participatory mechanism by all stakeholders in order to prioritize 
health research agenda based on dynamic changes of health systems, disease burden, and health-
related emerging issues”. 

As it was vital that WHO regularly monitored the financial flows for health research at the 
global level, he proposed the addition of a new final subparagraph in paragraph 3 which should read: 
“to monitor and report to Member States the total expenditure on health research by country and 
region, by public and donor sources, and by type of expenditure such as bio-medical and health 
systems”. 

Dr CONOMBO KAFANDO (Burkina Faso), speaking on behalf of the Member States of the 
African Region, supported the draft resolution, which took account of the Region’s concerns. 
Constraints included a lack of resources, and funds invested in health research often came from 
outside the countries. There was little commitment to the research process, a lack of coherence 
between research priorities and a need for pertinent information in order to make decisions on health 
policy. Often donors influenced the choice of research topics, and research coordination mechanisms 
were weak. There were also problems in the career management of researchers who did not come 
under the purview of the ministry in charge of research. The principles of respect for human dignity 
were not always sufficiently applied. Many countries were unable systematically to review research 
results in order to support policy and establish efficient health systems. 

She proposed the addition of a new subparagraph in paragraph 1 that would read: “to improve 
the career management of researchers who do not come under the purview of the ministry in charge of 
research”, and the insertion in paragraph 2, after “especially research into”, of the words 
“transmissible diseases and”. 

Mr SVENSSON (Sweden), speaking on behalf of the five Nordic countries, Denmark, Finland, 
Iceland, Norway and Sweden, said that WHO’s research activities had expanded over the previous 
30 years and their importance was clearly stated in the Eleventh General Programme of Work. 
Mechanisms for prioritizing research and for peer review systems had been demonstrated by the 
Organization’s cosponsored research programmes, but so far the Secretariat had no corporate strategy 
on how to organize, manage, prioritize and fund research. Transparent research management was 
important to all Member States and partners. 

Although he welcomed the report and the position paper assessing WHO’s role and 
responsibilities in health research, which his country had suggested to ACHR in 2003, some issues 
remained unanswered. How did WHO prioritize research in relation to other activities and among 
other research activities? How did WHO prefer to organize and manage research? How did WHO best 
advise on the organization of health-research systems at country level, where needed? 

The need for a more transparent research management and for WHO to respond to matters 
raised in the position paper led him to propose the addition in paragraph 3 of the draft resolution of a 
new subparagraph reading: “to submit in 2008 to the Sixty-first World Health Assembly a strategy on 
the management and organization of research activities within WHO, and on the assistance to 
countries in organizing health research when required”. 
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Mr MÄUSEZAHL (Switzerland) expressed his appreciation of the revised and improved 
position paper. The draft resolution expressed a strong commitment to research, especially integrated 
research across all structures within the Secretariat. A research policy should be formulated on which 
future strategy could be based. 

WHO should consider its role in health research in collaboration with other stakeholders. 
Respective roles needed clarification both in policy implementation and between WHO research and 
other programmes. He therefore suggested the addition of a new subparagraph in paragraph 3, to be 
inserted immediately before the amendment proposed by Sweden, that would read: “starting from the 
useful information provided by the position paper (document ACHR45/05.16) and based on extended 
consultation internally and with external partners, to develop a vision of the role and functions of 
WHO in the field of health research, clearly articulated with the respective roles and functions of other 
stakeholders in the field”. He further proposed an insertion at the end of the amendment proposed by 
Sweden that would read: “and report on progress through the Executive Board to the Sixtieth World 
Health Assembly in 2007”. 

The CHAIRMAN requested delegates who had proposed amendments to submit them in 
writing. 

Ms IMAI (Japan) emphasized the promotion of health research, which strengthened health 
systems and policy implementation. She supported the draft resolution, suggesting that, in the seventh 
preambular paragraph, the words “the WHO Centre for Health Development” should be inserted after 
“IARC”. 

With regard to paragraph 6 of the report, Japan reaffirmed its full commitment to the WHO 
Centre for Health Development and welcomed the extension of its mandate for another 10 years. A 
contributory factor to that extension was the support of local government and private-sector partners, 
an example of how health research could be sustained through public/private partnerships. She 
emphasized applied public health research on urbanization and social determinants of health. That 
would be undertaken by the Centre, through collaboration with Member States, regional offices and 
country offices. Rapid urbanization had a major influence on health, which must be tackled through 
global action and needed to be supported by innovative research that was relevant at local levels. 

Dr ALLEN YOUNG (Jamaica) said that the report had clearly shown WHO’s part in public 
health policy. WHO should provide countries with support to develop competencies in the evaluation 
of health technologies, health-care systems, and pharmaceutical and clinical programmes. She thanked 
WHO for its support and guidance, and in particular ACHR. 

Mr BUSHAN (India) commended WHO’s work in promoting and conducting health research 
and building research capacity in developing countries. He supported the draft resolution and 
suggested the addition in paragraph 1 of a new subparagraph reading: “to create a sustained training 
programme for research managers and to facilitate a cadre of trained professionals to manage health 
research”. Paragraph 3 should also include reference to two additional areas: “to develop simple 
priority-setting strategies for health research which could be used by national governments” and, “in 
the context of health systems research, to provide capacity-building opportunities in health economics, 
economic impact of diseases/health conditions, costing of various interventions to help to identify the 
most suitable ones for the country to optimize health system delivery”. 

Dr GAO Weizhong (China) endorsed the major principles of health research and their 
importance in the attainment of the health-related Millennium Development Goals. China supported 
the culture of research within WHO, and therefore suggested inserting in subparagraph 3(1) after “to 
strengthen the culture of research” the words “towards evidence-based decision-making”. 
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Dr PYAKALIA (Papua New Guinea) expressed appreciation for the support that WHO 
provided to developing countries and for development of local capacities for health research. He 
supported the draft resolution with all the amendments made so far. 

Dr ONGOLO ZOGO (Cameroon) suggested amending the draft resolution by adding a new 
subparagraph in paragraph 3 requesting the Director-General to promote the decentralization of skills 
and resources to countries and regions. That would enable developing countries in particular to 
recognize and promote health research as a key element in health systems.  

Mr LUCES (Bolivarian Republic of Venezuela) welcomed the efforts made by WHO. His 
country’s Constitution enshrined health as a social right and recognized the public benefit of science, 
technology and innovation and their applications which acted as basic instruments for the economic, 
social and political development of the country. He detailed his country’s strengthening of its national 
health system through health research, which had been achieved by the creation of a national research 
system. His country was also developing a scientific mission in order to identify national talent and 
inventiveness and to assess the country’s scientific potential. 

In the draft resolution he suggested the addition in paragraph 2 of the words “with community 
participation and in line with the priority needs of each country” after the present wording “and 
inequity in health”; and the addition in the same paragraph of “especially towards populations 
suffering exclusion” following the present wording “and public opinion”. 

Ms GILDERS (Canada) welcomed efforts to strengthen the culture of research in the 
Organization, including the development of a reporting system on health research. She urged WHO to 
keep its research activities focused, and therefore supported the statement by the delegate of Sweden. 
Her country had sponsored the WHO-Canada Dialogue on Global Health Research (Ottawa, 
2-4 November 2005), which had explored improved collaboration on health research between 
developed and developing countries, and she urged other countries to host similar dialogues. 

Mr ABDOO (United States of America) said that high-quality health research required 
transparency, independent peer review, sustainable investment and a strategic vision on how 
stakeholders could translate the knowledge gained into practical action that guided policy, minimized 
gaps and health disparities and improved people’s quality of life. Although WHO had a crucial role to 
play in promoting and disseminating research, it lacked a sustainable capacity to develop, oversee or 
promote a global research agenda of its own. The Secretariat should target its efforts at the country 
level in order to help Member States to determine the research and evidence they needed in order to 
support their national priorities. WHO should lead by example, through ensuring that its programmes 
and recommendations were evidence-based and drew on the best research available. The private sector 
was an essential driver of research, and he urged WHO to engage with private-sector stakeholders. 

He asked for a document noting the financial implications of the amendments proposed to the 
draft resolution to be prepared. 

Mrs TAFA (Botswana) praised the report and endorsed the draft resolution, highlighting its 
request to mobilize the necessary scientific, social, political and economic resources in order to 
support health research. Although her country might not be close to the percentages cited in the 
resolution, the consultative dialogue between the Ministry of Health and various stakeholders 
including WHO on health research, the increasing number of collaborative research studies being 
conducted and the integration of research in the national health programmes all represented progress. 
Also, the institutionalization of national health accounts in the Ministry of Health would guide 
resource distribution and use. Botswana needed effective dissemination and utilization of research 
findings in decision-making processes. It was equally important to have sufficient infrastructure at 
country level in order to appraise, scientifically and ethically, the health research to be conducted. 
Botswana therefore endorsed the call in the draft resolution for strengthening of national and 
institutional ethics committees. She proposed an additional subparagraph in paragraph 1, that would 
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read: “to request Member States to work towards the development or strengthening of health research 
policies and legislative research documents”. In paragraph 3, covering the requests to the Director-
General, she proposed the addition of another subparagraph, reading: “to provide technical support to 
Member States in: (a) strengthening the capacity of national and institutional health research ethics 
committees; (b) reviewing of complex research protocols; and (c) the development of national health 
policies and health research legislative documents”. 

Dr MAKUBALO (South Africa) concurred with the view that WHO should lead by example, 
particularly in the use of best practices and through its strong evidence base in its own activities, 
guidelines and recommendations. She could see a renewed emphasis on health research in WHO 
evident from the various initiatives referred to in the report. Investment in research optimized policy 
decision-making, programme success and long-term national development. 

In paragraph 3(7), she proposed that the present wording “health systems research” should be 
replaced by “research and in particular health systems research and health policy research”. 

Dr ZIMPER (Austria), speaking on behalf of the European Union and its Member States, 
supported the statement by the delegate of Sweden. 

Dr TANGI (Tonga) supported the request by the United States of America for a paper on 
financial implications. As so many amendments had been proposed, some of which might even be 
contradictory, a new version of the draft resolution should also be prepared. 

The CHAIRMAN confirmed that such a version would be prepared, circulated and considered 
at a later meeting. 

Dr EVANS (Assistant Director-General) said that the Secretariat would be doing further work 
towards what appeared to be a consensus on the need for a strategy on health research within the 
institution. 

(For continuation of the discussion, see summary record of the fifth meeting, section 2.) 

Emergency preparedness and response: Item 11.14 of the Agenda (Documents A59/20 and  
A59/20 Add.1) 

Mr M.N. KAHN (representative of the Executive Board) recalled that the Executive Board, at 
its 117th session in January 2006, had considered a draft resolution. As time for full consideration of 
the various amendments proposed had been insufficient, the Secretariat had circulated electronically a 
revised text which incorporated those proposals for review by Board members.1 The resulting text was 
included in document A59/20. 

Speaking as the delegate of Pakistan, he recalled that, in the earthquake of October 2005, 
75 000 people had been killed and 140 000 injured. Pakistan had mobilized 27 000 medical personnel, 
and a further 1500 doctors had come from all over the world. Amid all the tragedy, the human spirit 
triumphed. He paid tribute to the help provided by WHO and in particular its then Director-General, 
the late Dr Lee, and to every country that had assisted. 

Mrs WILLIAMS (Barbados) noted that Caribbean countries annually faced hurricanes and 
floods of varying but generally increasing degrees of severity. Every year, some of the countries 
suffered damage, destruction and death, making their already small economies even more vulnerable; 
many were in a constant state of repair and rebuilding, sometimes unable to complete the task before 
                                                      

1 See document EB117/2005/REC/2, summary record of the tenth meeting, section 3. 
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another hurricane struck. She requested that the Caribbean Disaster Emergency Response Agency 
should benefit from the available guidance and technical assistance in order to improve disaster 
preparedness. Support from other organizations was also welcome as was a more coordinated 
approach. The countries in the Caribbean Community noted the report, in particular the reference in 
paragraph 21 to a strategy to promote countries’ emergency preparedness and response capacities and 
the global survey, and supported the draft resolution. 

Mr FUHRI (South Africa) outlined his country’s disaster management strategy which included 
initiating disaster preparedness activities and strengthening the response system to local and 
international incidents. He emphasized risk reduction and emergency preparedness that took into 
account vulnerable communities and concentrated on women, children and the socially deprived. He 
supported international initiatives to mitigate the effects of disasters and provide emergency and 
humanitarian support. His country would strengthen its links with WHO in disaster management. 

He observed that the agenda item was directly related to the draft resolution on health action in 
relation to crises and disasters, to be discussed under agenda item 11.17. The two reports overlapped 
on disaster management and should be combined under the broad heading of “Health action relating to 
disaster management”. 

Dr GWENIGALE (Liberia), speaking on behalf of Member States of the African Region, said 
that 25 countries in the Region had experienced natural disasters or man-made crises in the preceding 
two years. When exacerbated by conflict, such crises led to complex emergencies, involving 
displacement and death for millions and the weakening of systems for both health-care delivery and 
emergency preparedness and response. 

The Regional Office for Africa was collaborating with Member States and donors in order to 
enhance self-reliance in the area of preparedness and response to emergency humanitarian crises. He 
acknowledged the financial and technical support provided to Member States, which had accelerated 
their response to such crises. He also welcomed and supported response strategies that linked 
emergencies to development, especially in countries experiencing or recovering from conflicts. Given 
the enormous humanitarian needs of such countries, continued donor support was required. 
Monitoring should be carried out closely during the recovery phase when emergency donors began 
withdrawing, in order to avoid compromising humanitarian health needs. The attainment of a higher 
level of emergency preparedness and response was crucial in view of recent disasters; thus, Member 
States in the African Region would require resource mobilization and capacity-building. 

Dr SOPIDA CHAVANICHKUL (Thailand) said that recent disasters had cost the lives of 
hundreds of thousands of people in his and other countries. Those events had highlighted the 
importance of preparing for the unexpected, responding immediately and effectively during the event, 
and managing the recovery phase. 

The draft resolution focused on the acute response phase; it did not deal with the equally 
important recovery phase, involving infectious disease surveillance and control and management of 
post-traumatic stress disorder. He therefore proposed two amendments. In paragraph 2 he suggested 
inserting the words “and recovery” after “preparedness and response”, and “healthy systems and” 
before “community resilience”. As WHO could not operate alone, there was a need for strong 
interagency collaboration and the United Nations Office for the Coordination of Humanitarian Affairs 
was a legitimate focal point. He accepted the relocation of text to paragraph 4(4). 

Dr SRIVASTAVA (India) commented that preparedness for the health aspects of emergencies 
could be strengthened significantly. Local and national authorities did not have the necessary 
capability, and national and international responses to risks to health were uneven; all too often, 
vulnerable groups suffered unduly as a result. 

Acknowledging WHO’s support, he said that India had contained the consequences of the 
tsunami in 2004 thanks to preparative work on the rapid response to the health aspects of the crisis. 
There was a policy shift from response towards preparedness and mitigation accompanied by quick 
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and appropriate response efforts. Initiatives had included setting up a national authority for disaster 
management, backed by legislation, and establishing online networks. At local level, communities 
were taking the initiative through programmes that sought to mitigate the risk of potential disasters in 
vulnerable states. A national network of emergency operations centres would also be established; the 
policy would build both infrastructure and staffing capacities. 

Dr LASSMANN (Austria), speaking on behalf of the Member States of the European Union, 
said that, although the draft resolution was generally acceptable, the idea of coordination should apply 
to the whole of paragraph 4: paragraph 4(4) should therefore be moved to become paragraph 4(1), but 
“relevant international organizations and mechanisms” should be added at the end. He asked what 
were the “regional centres” referred to in paragraph 4(3); were they new structures located within 
regional offices? 

Dr RESIDA (Suriname) said that preparedness and response were unfamiliar concepts to his 
country, which had no experience of natural disasters. Nevertheless, the flooding that had occurred a 
few weeks previously, although a minor disaster in relative terms, had had a major impact on what 
was a fragile economy. Expressing his gratitude to the countries and institutions that had provided 
support both during the crisis and with rebuilding, he expressed concern that the report, and the draft 
resolution, which he supported, neglected the relatively great impact of smaller disasters on vulnerable 
communities. 

He urged countries to commit themselves fully to reducing the processes of degradation of the 
environment: prevention was the only sure way to cope with natural disasters, with the full 
cooperation of all countries. 

Mr MARTIN (Switzerland) deplored the late arrival of the documents, which, particularly in a 
week that had been seriously disrupted, had made it difficult to consult on the contents with his 
capital. He supported the draft resolution, subject to acceptance of the amendments proposed by the 
delegate of Austria, which highlighted the fact that WHO operated in a wider context and that its 
activities in relation to emergencies should be coordinated with those of other United Nations bodies. 

Dr PECORARO (Italy) acknowledged both the efforts made by WHO and the United Nations 
Humanitarian Reform Programme that gave WHO the lead role for health-related operations during 
emergencies. She welcomed the development and implementation of WHO’s relief and recovery 
strategy based on its priority functions in crises, namely, assessing the health situation, meeting crucial 
needs, building capacity within national authorities and supporting coordination of health-related 
actions. Recognizing the complexity of crises, especially in developing countries, and the difficulty of 
managing numerous partners, she thanked the Organization for its commitment and its active role at 
national and international levels. 

Her Government had contributed to activities after the tsunamis in South Asia and the 
earthquake in Pakistan, and had noted the need to apply the systems of knowledge offered by new 
stakeholders, such as the European Commission’s Civil Protection Mechanism. Closer collaboration 
between such systems and those of the organizations in the United Nations system could greatly assist 
WHO in its difficult coordination role. 

Dr LI Jianguo (China) supported the draft resolution. China had recently strengthened its 
response mechanisms and was working on health emergency preparedness legislation. Further 
measures included the setting up of an initial system on contingency response to public health 
emergencies and a network for monitoring and reporting alerts, together with a command centre and 
decision-making system. Interdepartmental communication had been strengthened, and information 
and education developed at community level. China had participated in international exchanges and 
cooperation and increased capacity for dealing with public health emergencies. Within the context of 
the International Health Regulations (2005), the Secretariat should provide coordination and technical 
support to countries in order to improve their capacity to respond to emergencies. 
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He proposed the addition of the following sentence to paragraph 4(3) of the draft resolution: “In 
this regard, the principles, scope and rules of procedure for such centres should first be established so 
that all Member States benefit equally”. 

Mr ABDOO (United States of America), noting that the financial implications amounted to 
more than US$ 13 million over the life-cycle of the resolution, requested further information, 
including a detailed breakdown of those costs. He also noted that of the estimated cost over the 
biennium only US$ 630 000 could be subsumed under existing programmed activities. For the 
biennium 2006-2007, what contingencies did the Secretariat have to make up the additional 
US$ 3.9 million? 

He agreed with the statements made by the delegates of Austria and Switzerland, and proposed 
the following amendments to the draft resolution. In paragraph 2, the words “as appropriate” should be 
added after “through”. The entire paragraph 4(3) should be deleted, pending information from the 
Secretariat concerning financial implications. In paragraph 4(4), the words “work to” should be added 
before “ensure” and “effectively” should be inserted after “respond”. The first clause of paragraph 5(2) 
should be deleted so that the paragraph would begin “to compile”. Paragraph 5(3) should also be 
deleted. 

Dr NDIAYE (Senegal), stressing emergency preparedness for Member States in order to 
improve crisis management, said that full-scale simulation exercises should be held. His country had 
experienced an unprecedented emergency in July and August 2005, when 280 mm of rain had fallen in 
three days, affecting thousands of people. The Ministry of Health had been active in providing care for 
the injured and diseased: medical field centres and other facilities had been set up in temporary 
shelters and medical and paramedical staff supplied. In addition, strict disinfection measures had been 
taken in order to contain the cholera epidemic that had already taken hold before the crisis. The 
Ministry had also provided drinking water and supervised the sale of food and water. 

In such situations the Secretariat should be able to step in to help the African States. Although 
the Ministry of Health played a central role, he requested WHO’s advocacy in such circumstances to 
raise awareness among those sectors that had not considered themselves to be directly concerned by 
the crisis. 

Dr AKIZUKI (Japan), expressing her appreciation of WHO’s efforts to deal with crises and 
disasters, said that Japan would continue to cooperate with the Secretariat, Member States and other 
stakeholders on preparedness and response for disasters. She supported the thrust of the draft 
resolution but was also concerned about the financial implications. She asked the Secretariat to clarify 
the total estimated cost. The stated financial implications might include activities that exceeded the 
Organization’s mandate. 

Mr PALU (Australia), acknowledging that WHO was an important partner and source of 
technical advice regarding emergency preparedness and response in terms of health, urged Member 
States to further strengthen national emergency preparedness and response programmes through 
legislative, technical, financial and logistical measures, in line with the Hyogo Framework for Action 
2005-2015. Disaster-management organizations and those providing emergency assistance were urged 
to use and build on existing mechanisms where possible, rather than duplicate mechanisms. 

Referring to the draft resolution, he sought clarification on the meaning of paragraph 4(3) and 
requested further information on the costs implied. He supported the amendments proposed by Austria 
and the United States of America to paragraph 4(4) and the proposed deletion of paragraph 5(3). 

Mr BALL (Canada) emphasized that his country would continue to collaborate in building 
WHO capacity to respond effectively to disasters within the context of WHO’s role in emergency 
preparedness and response. Effective humanitarian response was closely tied to the state of 
preparedness and he welcomed WHO’s initiative in the health aspects of emergency preparedness. 
However, limited resources made it necessary to prioritize. Mass-casualty management, health 
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technologies and the management of health infrastructure could best be improved by strengthening the 
public health system, beyond the emergency context. WHO should collaborate with the rest of the 
humanitarian community in order to elaborate common guidelines for crises. 

The draft resolution was ambitious; he would therefore support it, if it had the focus suggested 
by the delegate of the United States of America. 

Dr FERGUSON (International Council of Nurses), speaking at the invitation of the 
CHAIRMAN, said that the emergency preparedness and response were crucial when natural and man-
made disasters were occurring more frequently and affecting increasing numbers of people. Her 
organization was engaged in raising awareness of nurses and health stakeholders. Emergency plans 
and effective relief must be in place in order to reduce the impact of crises. She supported WHO’s 
development of relief and recovery strategies and strengthening the capacity of communities to 
prepare and respond to disasters. Resources, faculty and educational tools should be increased for the 
disaster preparedness of health professionals, including in the area of mental health and the treatment 
of post-traumatic stress of relief workers as well as the public. 

Since emergency situations were an integral part of the professional lives of nurses worldwide 
and their contribution to emergency policy making and relief efforts was widely recognized, nurses 
should be included in policy decision-making bodies so that their expertise could be most efficiently 
utilized. In the interests of improving collaboration with civil society and professional associations, 
she asked the Secretariat to elaborate on the role it expected for professional associations in the area of 
disaster preparedness and response. 

Dr ALWAN (Representative of the Director-General for Health Action in Crisis) welcomed the 
amendments proposed to the draft resolution, in particular those relating to its focus on recovery and 
transition. That area was one of strengthened emphasis and expansion. 

Responding to the comments of the delegate of Austria on paragraph 4(3), he explained that the 
“regional centres” did not refer to the structure of WHO or its regional offices. Executive Board 
members had recommended the strengthening of existing regional reference centres or collaborating 
institutions that were currently supporting Member States in the various areas of emergency response 
and preparedness. Regarding coordination and the joint work with United Nations agencies and other 
partners, he referred to the successful implementation of the cluster approach which included joint 
work involving both United Nations agencies and nongovernmental organizations. 

Part of the funding that was included in the financial implications of the draft resolution had 
originated from two major proposals: the interregional training network referred to in paragraph 5(2) 
and establishing a health tracking service in collaboration with relevant organizations of the United 
Nations system, requested in paragraph 5(3). The two proposals were in the process of being finalized 
in collaboration with the Interagency Standing Committee of the United Nations, other United Nations 
agencies and some international nongovernmental organizations, and at least one of the proposals 
would be discussed at the forthcoming meeting of the Interagency Standing Committee Working 
Group, to be held in July 2006. Some of the activities included in the draft resolution were joint 
initiatives of the Health Cluster. As the Health Cluster was one of the major components of the United 
Nations Humanitarian Reform Programme, that placed added responsibilities on WHO, as the lead 
agency in the area of health. 

(For approval of the draft resolution see summary record of the fifth meeting, section 2.) 

Health promotion in a globalized world: Item 11.15 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R9 and Annex 4, and A59/21) 

Mr M.N. KHAN (representative of the Executive Board) said that the Executive Board, at its 
117th session, had confirmed the importance of implementing the recommendations set out in the 
Bangkok Charter for Health Partners in a Globalized World which was endorsed at the 6th Global 
Conference on Health Promotion. The Board had welcomed the reference to the Ottawa Charter and 
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the recommendations of the Bangkok Charter, which stressed the importance of acting on the 
determinants of health, preparing action plans at national and regional levels and developing a general 
framework for health-promotion strategy. The Board had welcomed the calls for consideration of the 
need to increase investment in health promotion and for mechanisms for involving governments and 
other sectors in addressing the social and economic determinants of health, and had recognized the 
need to strengthen institutional capacity for health promotion and for optimal use of existing forums to 
encourage health promotion. It had adopted resolution EB117.R9 which recommended a draft 
resolution to the Health Assembly. 

Mr ROSALES (Argentina) commended the draft resolution, which made health promotion 
essential to global development, a fundamental responsibility of governments, and a key objective of 
civil society. Although the need to encourage good corporate practice was mentioned, the text was 
vague about the responsibility of the private sector for the living conditions of communities. 

His Government’s Ministry of Health and Environment considered health promotion to be an 
essential responsibility and had taken measures to reduce morbidity and mortality, including: drafting 
a law on sexual and reproductive health and creating a relevant national programme; promoting  
legislation on tobacco control and a programme to reduce tobacco consumption; implementing a 
programme for community doctors and a postgraduate course in social and community health as part 
of a policy to enhance human resources; introducing widespread campaigns on healthy habits; and 
promoting agreements with food industry sectors in order to encourage healthy eating and between the 
health and education ministries in order to promote healthy eating in schools. 

Dr ST JOHN (Barbados) said that the governments of Caribbean countries recognized health as 
a stimulus to a developing economy. Health promotion was often placed at the core of policies and 
strategies were applied through education, poverty alleviation, housing, economic development policy, 
legislation and regulatory frameworks. The Caribbean region was committed to the Bangkok Charter 
and the Caribbean Charter for Health Promotion. Activities in the Caribbean region had involved 
improved social equity by increasing the income-tax threshold and providing income-tax transfers to 
lower wage earners, as well as adopting comprehensive legislation on health and safety in the 
workplace; communities were also assuming greater responsibility for interventions. 

The draft resolution was an important base for tackling the broader determinants of health and 
supportive to the Bangkok Declaration. She suggested that “and evaluate” should be added after 
“moreover” in paragraph 1(4), and that in paragraph 1(5) “those practices based on the” should be 
added before “evidence”. 

Dr ONGOLO ZOGO (Cameroon), speaking on behalf of the Member States of the African 
Region, said that the weak health systems in the Region, already undermined by poverty and the brain 
drain, needed investment in health promotion. Investment could reverse the increasing burden of 
disease. Because health was an essential human right, people and communities had to be freed from 
their dependence on health-care providers. They must be informed, educated and trained to deal with 
health risks. Governments needed to be aware of the impact of their policies on people’s health and 
companies must recognize their obligations for the safety of their employees. 

In many resource-limited countries no international funding was dedicated to health promotion. 
Use of the Internet could better exploit WHO’s recent commendable e-health initiative. Many of the 
global, regional and national strategies since the first Global Conference on Health Promotion, in 
1986, had not been properly implemented. Despite achievements in reducing tobacco consumption and 
promoting healthy lifestyles, determination and commitment from international agencies, governments 
and communities were necessary in many other areas. Health promotion should become a global 
priority, as important as education, defence and security. The Millennium Development Goals would 
not be achieved without integration of development policies and an understanding of the key 
determinants of mental and physical health. He urged the Health Assembly to adopt the draft 
resolution. 
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Dr SANOU (Burkina Faso) said that in his country efforts to encourage health promotion 
included: using it as a strategy to improve health care; creating a directorate for public health and 
health education; formulating a new national policy on health information, education and 
communication; and promoting the joint involvement of ministries and civil society in matter of 
health. 

The draft resolution covered most concerns but could be improved by the following 
amendments to the French text [in French only]. Replace paragraph 1(4) with the following text: “à 
accorder une importance particulière aux politiques, aux programmes, aux infrastructures et aux 
investissements lies à la promotion de la santé”; replace paragraph 2(2) with the following wording: 
“d’encourager l’utilisation optimale des structures existantes au niveau de chaque Etat Membre par les 
acteurs multisectoriels, les organisations intéressées et d’autres organismes afin de soutenir le 
développement et l’application de la promotion de la santé, et d’attirer l’attention des Etats Membres 
qui n’en disposent pas sur la nécessité de les créer;” and amend paragraph 2(3) to read: “d’encourager 
la tenue régulière de conférences nationales, sous-régionales ou mondiales sur la promotion de la 
santé”. 

Mr Meriton took the Chair. 

Dr BAWORN NGAMSIRIUDOM (Thailand) proposed amending the draft resolution by 
addition of the words “held in Bangkok in 2005” after “Health Promotion” in the second preambular 
paragraph; insertion of the word “communities” before “civil society” in paragraph 1(3); and the 
addition of the words “monitor and” before “evaluate” in paragraph 2(4). 

Dr LASSMANN (Austria), speaking on behalf of the European Union and its Member States, 
said that the acceding countries Bulgaria and Romania, the candidate countries Croatia, The former 
Yugoslav Republic of Macedonia and Turkey, the countries of the Stabilisation and Association 
Process and potential candidates Albania, Bosnia and Herzegovina, and Serbia and Montenegro 
aligned themselves with his statement. A high level of health protection for all citizens was a major 
goal of the European Union and health promotion had long been a major pillar in its public health 
programmes. At the 117th session of the Executive Board in January 2006, members for European 
Union Member States had expressed their strong commitment to health promotion.1 The time had 
come to establish health promotion more firmly as a regular function of WHO. The draft resolution 
was based on the Bangkok Charter for Health Promotion in a Globalized World; the 6th Global 
Conference on Health Promotion had produced an up-to-date framework for guiding health promotion. 

Health promotion was multisectoral but difficult to accomplish. The European Union strongly 
supported WHO’s leadership, which would involve global actors engaged in the wider determinants of 
health such as education, economic security and social protection, employment, occupational safety 
and work environment, food and agriculture, transport and communication, housing and physical 
planning. Such a multisectoral approach should be the focus of the 7th Global Conference on Health 
Promotion. Tackling the wider social determinants of health was central to health promotion and the 
reduction of health inequalities. Strong links must be built between WHO’s long-term activities and 
the outcomes of the WHO Commission on Social Determinants and Health. Successful health 
promotion required regular monitoring and follow-up systems for progress to be measured and 
countries to be able to learn from one another. For all Member States, noncommunicable diseases and 
chronic conditions were an increasing threat to health. Only more effective health promotion would 
counteract that. Well-designed policies affecting relevant societal functions combined with systematic 
impact assessments were the core to increased health promotion. 

                                                      
1 Document EB117/2006/REC/2, summary record of the eighth meeting, section 3. 
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Ms MTHEMBU (South Africa) said that the dramatic changes in the global burden of disease 
required a more focused approach and greater commitment to acting on the underlying social 
determinants of health. She commended the progress report and the mechanisms for implementing the 
Charter. She looked forward to the establishment of the Global Forum, in which South Africa was 
willing to participate. In strengthening collaboration with civil society, she regretted the omission of 
nongovernmental organizations that were not part of the international nongovernmental organization 
community. WHO’s regional offices and Member States should involve such organizations closely in 
implementation of the Charter. 

The technical support that Member States would receive for key commitments was welcome. 
South Africa should be included in the first phase as it already had systems in place at all levels. Her 
country also looked forward to having a health promotion strategy for the workplace and would survey 
workplaces in 2006 in order to identify ongoing programmes. 

She supported the draft resolution but proposed the insertion of a new subparagraph, 
immediately before the existing paragraph 2(5) reading as follows: “to facilitate exchange of 
information with international non-health forums on key aspects related to the Bangkok Charter and 
develop mechanisms of feedback to the World Health Assembly”. The reason for the proposed 
amendment was that issues such as trade had an impact on, but did not necessarily come under, health 
matters. Expertise was therefore required from a relevant international body. 

Professor PEREIRA MIGUEL (Portugal) welcomed WHO’s efforts to give greater visibility to 
health promotion. He proposed amending the draft resolution by adding a subparagraph after 
paragraph 2(5), to read: “to develop and implement systematically health impact assessments of 
policies, programmes and projects, in order to contribute to better decision-making across all sectors 
of society”. 

Professor WYSOCKI (Poland), recognizing the essential role of health promotion in influencing 
lifestyles, strongly supported the draft resolution but proposed three amendments. The words “on a 
regular basis” should be added at the end of paragraph 1(4); and the words “and report through a 
regular system” should be added at the end of paragraph 2(4). The intention was to improve the 
reporting on health-promotion investments, mechanisms and activities. At the end of paragraph 2(1) 
the words “by advancing knowledge and the active engagement of other appropriate United Nations 
and international organizations” should be inserted. Poland also wished to sponsor the resolution. 

Dr CABOTAJE (Philippines) welcomed the draft resolution and the outcomes of the five 
international conferences on health promotion, which had guided national strategies and activities. His 
country had increased investment for health promotion in budgets at the national and local levels and 
through mobilizing corporate partners and using revenue from excise taxes on alcohol and tobacco; 
instituted cross-government mechanisms for dealing with the social determinants of health; and 
fostered the engagement of civil society, the private sector and nongovernmental and other 
organizations. Health promotion was cost-effective but changing attitudes and behaviours took time. 
The Philippines was concentrating on five areas: building a public health policy; creating a supportive 
environment; strengthening community action; developing personal skills; and reorienting health 
services. It greatly appreciated WHO’s continuing support. 

Mrs GUSTIN (Belgium) fully supported the draft resolution, but proposed amending paragraph 
1(2). The multisectoral aspect should be highlighted and, to that end, the words “social determinants” 
should be replaced by “socioeconomic and environmental determinants”. 

Mrs KRISTENSEN (Denmark) said that health promotion should be given much greater 
priority, mainly because of the dramatic increase in the burden of noncommunicable diseases, 
currently the major cause of premature death in almost every country. In order to tackle those 
problems, a comprehensive approach to their prevention and control was needed, which called for a 
better organized, strong, coherent and stable health system. The strengthening of primary health care 
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was essential since patients with noncommunicable diseases often needed continuous support in their 
daily lives. Health systems must therefore be capable of meeting such complex challenges. In 
consequence, paragraph 2 of the draft resolution should be strengthened by the addition of a new 
subparagraph placed after paragraph 2(1), to read as follows: “to provide support to Member States in 
their continuous efforts to strengthen national health systems with a special focus on the primary 
health sector, with the purpose to enhance the ability to tackle the serious threats to health caused by 
noncommunicable diseases”. 

Dr NTABA (Malawi) said that the first sentence of the report captured the importance of health 
promotion. The theme of the 6th Global Conference on Health Promotion the previous year was highly 
relevant. The Charter adopted called for the establishment of a global forum of interested 
organizations and parties and asked the United Nations system to explore the benefits of developing a 
global treaty for health. Neglecting economic development would make it impossible for WHO to 
improve the health of poor people. Poverty must be alleviated if the health-related Millennium 
Development Goals were to be attained. Rich countries should spend 0.7% of their gross domestic 
product on development assistance. Poverty killed as many people as did many diseases and it should 
be considered as much a medical concern as HIV and AIDS. Countries had to invest realistically in 
poverty alleviation. An end to poverty would benefit health ministries and health workers and greatly 
enhance WHO’s work since wealth created good health and vice versa. He supported the draft 
resolution. 

Ms ZHANG Lingli (China) recalled that China was active in the field of health promotion. It 
planned to promote the health of millions of farmers through work coordinated by nine ministries and 
commissions, with monitoring and evaluation. Health promotion had been included in the 10-year 
programme for rural health work (1994-2005) and a network covered 30 provinces. Mass media and 
interpersonal communication were used in order to disseminate basic health knowledge and organize 
pilot districts. The results had been well received by farmers and a new five-year programme in 
keeping with the Millennium Development Goals had started in 2005. China supported the draft 
resolution and expressed its appreciation of WHO’s efforts in health promotion, but work should be 
strengthened in four areas: capacity building for developing countries; guidance and research, making 
available its experience and providing material support; coordination of health promotion projects 
among different populations; and, policy development in order to encourage more departments, sectors 
and nongovernmental organizations to take part together and effectively in health promotion. 

Dr LEVENTHAL (Israel) observed that 2007 would mark the 20th anniversary of the Ottawa 
Charter, which had been the guiding star for health promotion. Even though health promotion had 
become a concept familiar throughout the world, many activities at the national and international 
levels had been wrongly identified with health promotion. Many health professionals thought 
everyone working in the health system was involved in health promotion. That was why Israel 
recognized the need for a strong resolution. It therefore supported the draft resolution with the 
amendments proposed by Denmark, Poland and Portugal. 

Mr JIMÉNEZ SÁNCHEZ (Mexico) commented that the value of health promotion was 
increasingly recognized, given the effectiveness with which it reduced the burden of mortality and 
mitigated the socioeconomic impact of diseases. Member States must ensure the systematic gathering 
of data and strengthen monitoring and evaluation of health promotion strategies in order to inform 
political decisions with scientific evidence of progress. That would be the basis for health promotion 
policies at the national and regional levels. Elements of the Bangkok Charter should be incorporated 
into the activities of the Regional Office for the Americas, thereby enabling it to meet its 
commitments. The traditional barriers should be removed between sectors of government, 
governmental and nongovernmental organizations, and the public and private sectors. New forms of 
cooperation for health, on a basis of equality, between the various sectors at all levels of public affairs 
would enhance the action of all partners. The Secretariat’s participation in the dissemination of models 
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and best practice, as devised by Member States, was essential to implementation, with the sharing of 
experience and adaptation at country and regional levels. Its support and monitoring would improve 
results. 

Ms YUAN (United States of America) said that her country viewed health promotion as a 
crucial component of health and economic development. The HealthierUS initiative challenged 
stakeholders, at national, state and community levels, to take specific steps to eliminate disparities, 
increase life expectancy and improve life quality. She commended the Secretariat’s efforts to ensure a 
sound evidence base for health promotion practice. Strong public/private partnerships, such as that 
with the International Union of Health Promotion and Education, had helped to maximize resources 
for health promotion around the globe. 

Action to support health promotion, particularly those initiatives that empowered people and 
communities, was cost-effective. Data on the links between health promotion strategies, behavioural 
risk factors and health outcomes, and their cost-effectiveness would guide policy-makers in allocating 
resources and in structuring health promotion as public health practice. Health promotion and 
prevention strategies were economically sound and socially viable, especially when culturally and 
linguistically appropriate, and elaborated with stakeholders. Clearly delineated indicators and 
measurements for evaluation also added to the growing volume of supporting evidence. 

Paragraph 1(5) of the draft resolution should advocate evidence-based rather than 
knowledge-based health promotion, since the latter might be interpreted as referring to traditional 
health-education activities rather than modern evidence-based communication strategies. 

Dr NDIAYE (Senegal) recalled that health did not consist simply of lack of illness but was a 
state of physical and mental well-being. WHO had advocated eight components for good health which, 
if properly applied, would reduce the current problems. Doctors should become proactive in health 
promotion. 

With regard to the influence of environment on health, the rural exodus had resulted in building 
in cities that was destroying the ecosystem, one example being the loss of habitat for insects, some of 
which then turned to human beings for nourishment. There were also problems of domestic waste 
management, waterborne diseases caused by new water features, and atmospheric pollution through 
carbon monoxide and other emissions. A further factor was the growing habit of consuming street 
food, with the risks due to inadequate food preparation and conservation. 

It was useless to chase disease after it occurred. Health promotion did not mean large 
expenditure, but called for talking to people about behaviours such as smoking and eating habits, with 
a view to avoiding problems. Many ailments could be avoided, but doctors unfortunately took 
insufficient action. 

Ms GILDERS (Canada) fully agreed with the content and thrust of the Bangkok Charter, and 
endorsed the draft resolution. In order to ensure the follow-up to both, a global health-promotion 
strategy should be elaborated, with actions plans on the four key commitments: health promotion as 
part of a world development programme; health promotion as an essential responsibility of 
government; health as a main priority of civil society and communities; and health as a part of 
institutional good practice in all sectors of activity. Canada advocated the enhanced role for WHO in 
health promotion, and the linking of the resolution to the WHO Commission on Social Determinants 
of Health. The International Union for Promotion and Education conference to be held in Vancouver 
in June 2007 would provide an excellent opportunity to discuss the progress in implementing the 
Charter’s recommendations and the work of the Commission on Social Determinants of Health. 

Ms KOIVISTO (Finland) welcomed the resumption of health promotion as a priority for the 
Secretariat, whose capacity in that area should be strengthened. All policies and decision-taking 
should take account of health and make the consequences for health explicit. The new Bangkok 
Charter recommended using health impact assessment as a tool. Finland therefore supported the 
proposal to add to the draft resolution a new subparagraph on health impact assessment. The Bangkok 
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Charter required that health should be taken into account not only in WHO but in all United Nations 
and other international organizations. The draft resolution urged Member States to monitor health 
promotion systematically. Development was also necessary, and the amendments proposed by the 
delegate of Poland deserved support. Health was the responsibility of all, but health services and 
professionals could act as advocates for a broader vision of health. The health sector, especially in 
primary health care, had a key role in forming policies and partnerships for health promotion and she 
therefore supported the amendments proposed by the delegate of Denmark. 

Mr GEORGEL (New Zealand) said that health promotion was fundamental to improving health 
and reducing inequalities especially in seeking to deal with the basic determinants of health. Since the 
benefits of health promotion were not always, or often, immediate, the recommendations should be 
implemented without delay. He supported the draft resolution. 

Dr OPIO (Uganda), agreeing with the report’s opening definition of health promotion, said that 
its value was increasingly recognized in reducing the prevalence and impact of HIV infection. Health 
promotion had become a well-recognized discipline and one of the largest divisions of the Ministry of 
Health, which collaborated with higher learning institutions, including through ministerial support for 
professional training in health promotion. Likewise, the legislative, executive and judiciary 
departments were kept abreast of health promotion, and it was also the subject of collaboration with 
nongovernmental organizations and civil society. 

It was important to monitor and evaluate health-promotion activities. Investment was still 
insufficient to cover all activities. His Government fully embraced the Bangkok Charter and supported 
the proposed resolution. 

Mr LUCES (Bolivarian Republic of Venezuela) proposed an amendment (in Spanish) to the 
fourth preambular paragraph of the draft resolution, to replace “programa mundial de desarrollo” by 
“para el desarrollo humano integral que aspiran los pueblos del mundo”. He also proposed to replace 
in paragraph 1(3) the words “sector privado y las organizaciones no gobernamentales, incluidas las 
asociaciones de salud pública, en la promoción de la salud” by “en todas sus expresiones comunitarias, 
gremials, sindicales, empresariales y asociativas, especialmente las atinentes a la salud pública, en la 
promoción de la salud”. 

Ms LO (International Federation of Red Cross and Red Crescent Societies) said that the 
Federation’s recent action on malaria showed that behavioural change was integral to the success of 
health programmes. Health promotion was central to the achievement of the Millennium Development 
Goals and the shared responsibility of all stakeholders, including civil societies and communities. In 
Niger and Togo, the Federation had launched nationwide integrated campaigns in 2005, following 
pilot efforts in Ghana in 2002 and Zambia in 2003, when, for the first time, large-scale free 
distribution of bednets had been incorporated into an existing measles campaign. The Federation had 
embarked, with support from the Global Fund to Fight AIDS, Tuberculosis and Malaria, on a more 
ambitious malaria prevention exercise in Niger in December 2005 and March 2006, in which more 
than 2.3 million bednets had been distributed. Household ownership of nets in Niger and Togo was 
approaching if not surpassing the targets in the Abuja Declaration on Roll Back Malaria in Africa 
(2000) in many districts. The challenge lay not with the distribution of nets, however, but in promoting 
changes in behaviour. Children and pregnant women in particular needed to use the nets every day; all 
society groups, nongovernmental organizations and, of course, the Red Cross and Red Crescent 
societies should work with communities and beneficiaries to that end. National and donor-country 
governments must provide more resources in order to enable communities and civil society to promote 
behavioural changes. The Federation’s volunteers, themselves often beneficiaries, were ready to work 
with the Member States, at government level, in order to promote suitable behaviours so as to achieve 
the public health targets. Therefore, the Federation, the world’s largest community-based organization, 
with a worldwide presence, strongly supported the draft resolution. 
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Dr BEAGLEHOLE (Chronic diseases and health promotion) welcomed the strong support for 
health promotion in general and the draft resolution. The Secretariat appreciated the reported examples 
of innovative national health promotion work. 

(For continuation of the discussion, see summary record of the fifth meeting, section 2.) 
 
 
 

The meeting rose at 19:10. 
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FIFTH MEETING 
 

Saturday, 27 May 2006, at 09:20 
 

Chairman: Dr A.J. MOHAMMAD (Oman) 
 
 
 
1. SECOND REPORT OF COMMITTEE B (Document A59/51) 
 
 The CHAIRMAN read out the draft second report of Committee B. 
 
 The report was adopted.1 
 
 
 
2. TECHNICAL AND HEALTH MATTERS: Item 11 of the Agenda (continued) 
 
WHO’s role and responsibilities in health research: Item 11.13 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R6 and Annex 4, and A59/19) (continued from the fourth 
meeting, section 3) 
 
 The CHAIRMAN invited the Committee to consider the revised text of the draft resolution and 
the administrative and financial implications, which read: 
 
  The Fifty-ninth World Health Assembly, 
  Recalling resolution WHA58.34 on the Ministerial Summit on Health Research; 
  Having considered the report on WHO’s role and responsibilities in health research;2 
  Acknowledging the critical role of the entire spectrum of health and medical research in 
 improving human health; 

 Recognizing that research into poverty and inequity in health is limited, and that the 
ensuing evidence is important to guide policy in order to minimize gaps; 
 Reaffirming that research to strengthen health systems is fundamental for achieving 
internationally agreed health-related development goals, including those contained in the United 
Nations Millennium Declaration; 
 Noting in particular the work of IARC, the WHO Centre for Health Development (Japan), 
the UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in 
Tropical Diseases, and the UNDP/UNFPA/WHO/World Bank Special Programme of Research, 
Development and Research Training in Human Reproduction; 
 Convinced that research findings and data derived from effective health-information 
systems should be used to inform decisions about the delivery of interventions to those who 
need them most; 
 Mindful that the Organization should lead by example in the use of research findings to 
inform decisions about health; 

                                                      
1 See page 259. 
2 Document A59/19. 
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 Reaffirming the role of WHO’s cosponsored research programmes in support of 
neglected areas of research relevant to poor and disadvantaged populations, and recognizing the 
contributions of WHO to strengthening research capacity; 
 Committed to ensuring ethical standards in the conduct of health research supported by 
the Organization, 
 
1. URGES Member States to mobilize the necessary scientific, social, political and 
economic resources in order: 

(1) to consider implementing the recommendation made by the Commission on Health 
Research for Development in 1990 that “developing countries should invest at least 2% of 
national health expenditures in research and research capacity strengthening, and at least 
5% of project and program aid for the health sector from development aid agencies 
should be earmarked for research and research capacity strengthening”;1 
(2) to develop, and strengthen resource tracking tools in order to monitor the 
expenditure on health research from government and donor resources, and disseminate 
research findings to policy makers, civil society and general public (Thailand); 
(3) to integrate research in the mainstream of national programme activities and plans, 
and to promote wider access to research findings; 
(4) to strengthen the capacity of national and institutional ethics committees that 
review health-research proposals; 
(5) to request Member States to work towards the development/strengthening of health 
research policies and legislative research documents (Botswana); 
(6) to create a sustained training programme for research managers and to facilitate a 
cadre of trained professionals to manage health research (India); 
(7) to improve the career management of researchers who do not necessarily come 
under the authority of the ministry responsible for research (Burkina Faso); 
(8) to strengthen national research capacities in five complementary areas: the 
generation of new knowledge, human and financial resources, research institutes, 
utilization of research in policy decisions, and foster national and international 
collaboration research networks (Thailand); 
(9) to develop, and strengthen a participatory mechanism by all stakeholders in order 
to prioritize health research agenda based on dynamic changes of health systems, disease 
burden and health-related emerging issues (Thailand);  

2. CALLS UPON the health-research community, other international organizations, the 
private sector, civil society and other concerned stakeholders to provide strong, sustained 
support to research activities across the entire spectrum of health, medical and behavioural 
research, especially research into communicable diseases (Burkina Faso/African group), poverty 
and inequity in health, with the participation of communities and in keeping with the priorities 
of each country (Venezuela),  and to maintain support of activities that promote the use of 
research findings to inform policy, practice and public opinion;  

3. REQUESTS the Director-General: 
(1) to strengthen the culture of research towards evidence-based decision-making 
(China) in the Organization and to ensure that research informs its technical activities; 
(2) to develop a reporting system on WHO’s activities in health research; 
(3) to improve coordination of research activities, including integration of research 
into disease control and prevention; 

                                                      
1 In Commission on Health Research for Development. Health research: essential link to equity in development. 

New York, Oxford University Press, 1990. 
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(4) to review the use of research evidence for major policy decisions and 
recommendations within WHO; 
(5) to establish standard procedures and mechanisms for the conduct of research and 
use of findings by the Organization, including registration of research proposals in a 
publicly accessible database, peer review of proposals, and dissemination of findings; 
(6) to promote better access to research findings; 
(7) to provide support to Member States to develop capacities for health systems 
research and health policy research (South Africa); 
(8) to provide technical support to Member States in, (a) strengthening the capacity of 
national and institutional health research ethics committees, (b) reviewing of complex 
research protocols and (c) the development of National Health Policies and health 
research legislative documents (Botswana); 
(9) to continue to decentralize competencies and resources to countries and regions in 
order better to assist them in recognizing and maximizing health research as a key factor 
in the development of health systems, in particular in the developing countries 
(Cameroon); 
(10) to develop simple priority setting strategies for health research which could be used 
by national governments (India); 
(11) to institute appropriate systems and mechanisms for greater interaction and 
convergence among researchers and users of research to improve research results 
utilization and to enhance health policy developments process (Philippines); 
(12) in the context of health system research, to provide capacity building opportunities 
in health economics, economic impact of disease/health conditions, costing of various 
interventions to help identify the most suitable ones for the country to optimize health 
system delivery (India); 
(13) to monitor and report to Member States the total expenditure on health research by 
country and region, by public and donor sources, and by type of expenditure such as bio-
medical and health systems (Thailand); 
(14) to submit in 2008 to the Sixty-first World Health Assembly a strategy on the 
management and organization of research activities within WHO, and on the assistance to 
countries in organizing health research when required, (Sweden) and report on progress 
through the Executive Board to the Sixtieth World Health Assembly (Switzerland).  

 
1. Resolution  WHO’s role and responsibilities in health research 

2. Linkage to programme budget 

 Area of work 

Health information, evidence and research 
policy 

Expected result 

3.  Strengthened national health research for health-
systems development, within the context of regional 
and international research and engagement of civil 
society; WHO programmes and initiatives in research 
for health systems development and for access to, and 
use of, knowledge effectively developed and 
implemented on the basis of strategic priorities. 

(Briefly indicate the linkage with expected results, indicators, targets, baseline) 
The resolution will help formulate an overall WHO “corporate” strategy for health research and will have 
an impact on both the Organization’s own priority-setting and management of the  research it supports, 
and promote technical support to countries in key areas such as health-systems research,  research 
management and organization, capacity building, ethical review, and use of research in framing policy. It 
will also help to define WHO’s role in health research in relation to those of other organizations and 
inform the ministerial conference on research for health, 2008. 
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3. Financial implications 

 (a) Total estimated cost for implementation over the “life-cycle” of the resolution (estimated to 
the nearest US$ 10 000, including staff and activities) US$ 4 million, including staff costs, 
development of training courses, travel and implementation of a wide-ranging consultative and 
analytical process to formulate a WHO strategy for health research. 

 (b) Estimated cost for the biennium 2006-2007 (estimated to the nearest US$ 10 000, including 
staff and activities) US$ 3 million. 

 (c) Of the estimated cost noted in (b), what can be subsumed under existing programmed 
activities? US$ 300 000. 

4. Administrative implications 

 (a) Implementation locales (indicate the levels of the Organization at which the work will be 
undertaken and identify the specific regions where relevant)  

  headquarters, regional offices and selected country offices; dedicated WHO research centres 
(IARC, WHO Centre for Health Development, Kobe), WHO collaborating centres 

 (b) Additional staffing requirements (indicate additional required staff full-time equivalents, 
noting necessary skills profile) 

  Two full-time equivalent staff with skills in (1) research policy and management, priority-setting, 
health-systems research, transfer of knowledge; (2) ethical review of research involving human 
subjects, clinical research, bioethics, trials registration 

 (c) Time frames (indicate broad time frames for implementation and evaluation) 
2006:  set up a working group for research strategy development (with headquarters and regional 

participation); draft objectives, strategic approaches, processes and time lines 
2006-2007: undertake consultations at regional and country levels, and with international partners 
Mid-2007: produce first draft of strategy 
2007: report on progress to Executive Board and Health Assembly 
End 2007: finalize report, consult with regional offices for final approval 
2008: submit strategy to Sixty-first World Health Assembly 
2008 and beyond: implement strategy and define process to evaluate impact 

 
 Mr ABDOO (United States of America) expressed concern about the financial implications of 
the draft resolution. The funds allocated were insufficient to cover the cost of implementing it during 
the current biennium. His delegation needed more time to consider the amendments to the draft 
resolution. 
 
 The CHAIRMAN suggested resuming discussion of the draft resolution later in the meeting. 
 
 It was so agreed. 
 

(For resumption of the discussion, see p.238 below.) 
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Emergency preparedness and response: Item 11.14 of the Agenda (Documents A59/20 and A59/20 
Add.1) (continued from the fourth meeting, section 3) 
 
 The CHAIRMAN invited the Committee to consider the revised text of the draft resolution, 
which read: 
 

The Fifty-ninth World Health Assembly, 
Having considered the report on emergency preparedness and response;1 
Aware of the suffering caused by natural and man-made disasters; 

 Noting that the resilience of nations and communities affected by crises is being eroded 
by the extreme pressures they face on a daily basis and over a protracted period; 
 Concerned that emergency preparedness in many countries is weak, and that existing 
mechanisms may not be able to cope with large-scale disasters such as the earthquakes in Bam, 
Islamic Republic of Iran, and, most recently, in northern India and Pakistan, the earthquakes and 
tsunamis in south Asia and the hurricanes Katrina and Rita in the United States of America; 
 Appreciating the progress made, particularly in the Eastern Mediterranean and South-East 
Asia regions with regard to emergency response to the south Asian earthquake; 
 Recalling resolution WHA58.1 on health action in relation to crises and disasters, with 
particular emphasis on the earthquakes and tsunamis of 26 December 2004, and the United 
Nations General Assembly resolution A/RES/60/124 on Strengthening of the coordination of 
emergency humanitarian assistance of the United Nations,  

 
1. EXPRESSES its sympathy, support and solidarity for the victims of disasters, their 
families and their governments; 

 
2. REQUESTS Member States to further strengthen national emergency mitigation, 
preparedness and (Thailand), response, and recovery (Thailand) programmes through, as 
appropriate (USA), legislative, planning, technical, financial and logistical measures, with a 
special focus on building health systems and (Thailand) community resilience; 

 
3. URGES Member States to provide support to affected countries, and to WHO so that it 
may address immediately, within its mandate, humanitarian health crises; 

 
4. REQUESTS the Director-General, in cooperation, when applicable, with the Office for 
the Coordination of Humanitarian Affairs, other specialized agencies, and the relevant 
international organizations, to take the necessary steps: 

(1) to provide the necessary technical guidance and support to Member States for 
building their health-sector emergency preparedness and response programmes at national 
and local levels, including a focus on strengthening community preparedness and 
resilience; 
(2) to build on the Hyogo Framework for Action 2005-2015 stemming from the World 
Conference on Disaster Reduction (Kobe, Hyogo, Japan, 18-22 January 2005), when 
providing support to Member States to assess the status of health-sector emergency 
preparedness, including assessment of the resilience and risk-management capability of 
hospitals and other key health infrastructures; 
(3) to provide support for development and strengthening of regional centres for 
emergency preparedness and response;(USA). In this regard, the principles, scope and 
Rules of procedure for such centres should first be established so that all Member States 
benefit equally (China); 

                                                      
1 Document A59/20. 
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(4) to work to (USA) ensure that WHO, within its mandate, is able to respond 
effectively (USA) to emergencies and crises and, in doing so, continues to work closely 
with other organizations of the United Nations system under the coordination of the 
United Nations Office for the Coordination of Humanitarian Affairs; and other relevant 
international organizations and mechanisms (Austria) (Austria proposes to move this 
paragraph to 4.(1) ); 

 
5. REQUESTS the Director-General in particular: 

(1) to explore and implement measures to enhance WHO participation in the overall 
humanitarian response through existing mechanisms such as the Central Emergency 
Response Fund, International Search and Rescue Advisory Group, or the United Nations 
Disaster Assessment and Coordination team; 
(2) to develop, in line and in complementarity with the above-mentioned United 
Nations initiatives, an interregional network of trained and equipped health professionals 
and institutions, and (USA) to compile a global database of authoritative technical health 
references in order to facilitate health-sector response to emergencies and crises; 
(3) to establish and maintain, in collaboration with relevant organizations of the United 
Nations system and other partners, a health tracking service that will provide timely 
information and a reliable assessment of suffering and threats to survival by using 
morbidity and mortality data (USA); 
(3) (4) to take part in United Nations system-wide mechanisms for logistics and supply 
management which would assure immediate mobilization of vital supplies in emergencies 
and crises; 

 
6. FURTHER REQUESTS the Director-General to report to the Sixtieth World Health 
Assembly, through the Executive Board, on progress in implementing this resolution. 

 
 Mr ABDOO (United States of America) said that he had not received the revised statement of 
the financial implications of the draft resolution that he had requested. He had also proposed deleting 
paragraph 5(2). 
 
 Dr ALWAN (Representative of the Director-General Health Action in Crises) explained that, as 
a result of the amendments proposed during the previous meeting, the financial implications would be 
less than half the original estimate for the biennium 2006-2007. However, some of the activities 
included in the draft resolution had been proposed after the Fifty-eighth World Health Assembly; they 
reflected developments within the United Nations Humanitarian Reform Programme which had 
introduced additional responsibilities for WHO as lead organization in the Inter-Agency Standing 
Committee Health Cluster. In the meantime, WHO had produced a Health Cluster workplan which 
included developing an interregional Emergency Action Response Network and a mortality tracking 
service. Donor funds had already been pledged for that purpose, and some had been received. 
 
 Dr HOLCK (Secretary) explained that, by error, the deletion requested by the delegate of the 
United States of America had not been reflected in the revised text. Paragraph 5(2) should therefore 
read “to compile a global database of authoritative technical health references in order to facilitate 
health-sector response to emergencies and crises”. 
 
 Mr AL-HASHEMI (Oman) proposed the insertion in paragraph 5(3) of the following text: “to 
establish and maintain, in collaboration with relevant organizations of the United Nations system and 
other partners, a tracking service that will monitor and assess mortality rates in humanitarian 
emergencies”. 
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 Dr HOLCK (Secretary) said that some delegates had proposed deleting paragraph 4(3), whereas 
the delegate of China had proposed adding text to the effect that action should only be taken on the 
basis of a sound strategy. It must therefore be decided whether to retain or delete the paragraph, and if 
it was retained, with which amendments. 
 
 The CHAIRMAN said that he took it that the subparagraph could be deleted. 
 
 The draft resolution, as amended, was approved.1 
 
WHO’s role and responsibilities in health research: Item 11.13 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R6 and Annex 4, and A59/19) (resumed) 
 
 The CHAIRMAN invited the Committee to resume its consideration of the revised draft 
resolution. 
 
 Mr ABDOO (United States of America) recalled that the draft resolution had been widely 
discussed by the Board at its 117th session, resulting in a consensus text. He preferred that the Board’s 
decision was respected. Alternatively, he would require clarification of several amendments proposed 
in the previous meeting. 
 
 Mr SVENSSON (Sweden) requested some further explanation of those remarks. 
 
 Mr MÄUSEZAHL (Switzerland) recalled the proposal by his delegation for an additional 
subparagraph in paragraph 3, requesting extended consultation both internally and with external 
partners, in order to clarify WHO’s role. That amendment was not reflected in the revised text. 
 
 Dr HOLCK (Secretary) explained that the proposed amendment had been omitted as the result 
of an oversight. 
 
 The CHAIRMAN suggested postponing a decision, pending informal discussions. 
 
 It was so agreed. 
 
 (For continuation of the discussion, see p.247 below.) 
 
Patient safety: Item 11.16 of the Agenda (Document A59/22) 
 
 Mrs KRISTENSEN (Denmark), speaking on behalf of the Nordic countries, Denmark, Finland, 
Iceland, Norway, and Sweden, commended the priority given by WHO to patient safety. Paragraphs 6 
to 12 of the report accurately identified the main areas of action for the World Alliance for Patient 
Safety, and she supported the proposed activities outlined in paragraph 13. She emphasized the 
application of well-documented knowledge and best practice. Concrete and practical issues were 
crucial when developing a second Global Patient Safety Challenge, for ease of use. Systems for 
reporting and learning from adverse events were well established, and could improve patient safety, 
provided the reporting of adverse events was not hampered by fear of disciplinary action. Effective 
reporting systems could form a basis for the development of indicators in order to monitor the level of 
patient safety. She urged the Alliance to provide Member States with effective tools for that purpose. 
 

                                                      
1 Transmitted to the Health Assembly in the Committee’s third report and adopted as resolution WHA59.22. 
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 Dr SANGALA (Malawi), speaking on behalf of Member States in the African Region, said that 
patient safety, defined as freedom from accidental or unnecessary harm caused by adverse events 
occurring in any health-care setting, was vital for health workers and patients alike, but for long had 
been taken for granted. The proliferation of new technologies and pharmaceuticals and the ever-
widening gap between developed and developing countries had brought the subject under international 
scrutiny. With the help of the World Alliance for Patient Safety, some Member States had finalized 
national health technology policies on equipment and infrastructure. It had also been recognized that 
patient safety depended on protection from hospital-acquired infections and the safe use of medical 
equipment, both a function of adequate human resources. 

African countries were starting to prepare their own patient safety policies, in spite of 
socioeconomic and political constraints. Since 2005, several had launched vigorous campaigns on 
preventing infection in all health facilities. Some, including Malawi, had instituted nationwide 
competitions on the subject. Kenya, Uganda and others had been improving the safety of injections. 
Those initiatives were all part of a quality-assurance strategy targeting the safety of health-care 
workers, infrastructure planning and design, waste management and appropriate technology such as 
non-reusable syringes. Shortages of the correct equipment and human resources, especially nurses, 
could result in excessive workloads which put both patients and staff at risk. The African Region 
needed both technical and financial resources in order to train adequate numbers of health workers in 
the various disciplines, including bioengineering. That would mitigate effects of the brain drain on its 
highly-trained workforce. 
 The report failed to deal with patient safety in the context of biomedical research. Examination 
of existing policies on biomedical research, procedures and practices had shown that the international 
guidelines provided little protection to patients or other research subjects. Access by States in the 
Region to the existing tools and guidelines was also inadequate. 
 Work on the internationally agreed agenda should consider the particular needs of developing 
countries. 
 
 Mrs MIKHAILOVA (Russian Federation) said that her Government had emphasized patient 
safety and improved medical treatment through a nation-wide programme. The policies and strategies 
of the World Alliance had improved standards in both areas. Its formation had been celebrated with a 
special day in Moscow in 2005, attended by experts, donors, politicians, and representatives of 
nongovernmental organizations and patient groups. Her country had considerable experience of 
controlling infections, including nosocomial infections. On 3 July 2006, it would become a member of 
the World Alliance, and would be ready to share its experience with other members. The subjects 
singled out in the report were highly relevant, especially the need for a patient-safety taxonomy. A 
Russian-language taxonomy was being developed, with the help of the Regional Office for Europe, 
WHO collaborating centres in the Russian Federation and the Ministry of Health and Social 
Development. A report and a draft resolution on patient safety should be submitted to the Sixtieth 
World Health Assembly. 
 
 Mr PALU (Australia) said that the Australian Commission on Safety and Quality in Health 
Care, which had started work in January 2006, was elaborating a national strategic framework and 
programme of work for improving safety and quality across the Australian health-care system. The 
Commission would also coordinate Australia’s involvement in international patient safety initiatives, 
in particular the World Alliance and the Global Patient Safety Challenge. 
 
 Dr AL-MADAF (Kuwait), speaking on behalf of the Cooperation Council of the Arab States of 
the Gulf, commended efforts in improving patient safety over the past four years, and the thrust of the 
report. Patient safety was treated as a priority in the health sector in the Gulf States. A patient safety 
centre, comprising a laboratory and observatory, had been set up in the region in order to foster 
scientific research, inform policy decisions on health research and control epidemics. Plans were being 
drawn up, with the support of the World Alliance for Patient Safety, for a comprehensive taxonomy on 
patient safety for Gulf countries and Member States of the Eastern Mediterranean Region, with a 
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regional plan of action. A working group had been set up in order to minimize the risk of medical error 
and harmonize patient safety programmes in the Gulf States. Consultations had taken place in Kuwait 
in 2004 and 2006 with the World Alliance and the Regional Office for the Eastern Mediterranean. A 
seminar on medical and pharmacological errors had been held in Bahrain. The Cooperation Council 
had recently appointed an executive officer who would collaborate with the World Alliance. In 
September 2006 there would be a meeting on patient safety in Saudi Arabia, attended by 
representatives of Canada, WHO, the Australian Commission on Safety and Quality in Health Care 
and the World Alliance. 
 
 Mr OULD MOHAMED LEMINE (Mauritania) confirmed that patient safety was a concern in 
African countries, because medical equipment and infrastructure were often outdated and standards of 
professional qualification were often inadequate. Patients were not involved in their own treatment, 
with the resulting medical errors. The patient safety strategy outlined in the report was welcomed, and 
should be developed in the African Region with the support of WHO, other development partners and 
civil society. 
 
 Dr CABOTAJE (Philippines) agreed with the actions identified in the report, which would 
guide the updating of its own policies for patient safety. In her country, patient safety campaigns 
promoted: hand hygiene among health-care providers; access to information on nosocomial infection 
at community and district levels; infection-control standards; improved surveillance and reporting of 
nosocomial infections; and the education and training of health-care providers in epidemiology 
surveillance and in the prevention and control of nosocomial infections. The Philippines was 
committed to strengthening patient safety policies and strategies, and welcomed the support of WHO. 
 
 Mr RADEBE (South Africa) said that, although some progress had been achieved in 
implementing resolution WHA55.18 on quality of care: patient safety, more effort was needed in order 
to improve conditions in all health facilities, especially in the public health sector. Countries with a 
sizeable private health sector, such as South Africa, needed a more equitable distribution of resources 
between the public and private sectors so as to improve patient safety, especially for the poor. The 
message “simple measures save lives” from the Chairman of the World Alliance should be a guiding 
principle. The increased use of robotics and automation would prove beneficial only in the medium to 
long term, and would benefit the private sector long before the public sector, especially in developing 
countries. There should be a continuing emphasis on involving patients in their health care, and 
infection control, training in the use of clinical protocols, clinical audits, and assessments of morbidity 
and mortality. 
 
 Dr PADILLA (Bolivarian Republic of Venezuela) commended the work of the World Alliance 
and drew attention to the situation in the less developed countries, where 50% of medical equipment 
was unsafe and where 77% of all notified cases of counterfeit medicine were found. That was a direct 
result of inadequate access to appropriate technology, itself caused by unfair competition and 
economic development that put the interests of commerce above human rights. International 
cooperation would contribute to eliminating disparities. High-quality health care should be a crucial 
objective of the World Alliance. 
 
 Dr PHUSIT PRAKONGSAI (Thailand) said that rising numbers of patients suffering from 
adverse events in health-care settings world-wide posed a global threat to patient safety. A study in 
Thailand had revealed a 10% prevalence rate of adverse events among patients in two selected public 
hospitals. Initiatives undertaken in some hospitals included risk management, safety precautions, and 
mandatory reporting of all adverse events. The Hospital Accreditation Institute of Thailand served as a 
forum for cooperation among all stakeholders in improving health service provision, including patient 
safety. A publicly-funded compensation scheme had been introduced for victims and relatives of 
deceased persons. He recommended establishing a WHO mechanism in order to generate evidence of 
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adverse events, and invited other Member States to adopt the methods used in Thailand to prevent 
them, except for malpractice insurance, which was detrimental to health spending generally. 
 
 Ms BLACKWOOD (United States of America) said that quality of health care and patient 
safety were priorities for her Government. The publication of draft WHO guidelines on hand hygiene 
in health care provided a practical public health tool for all levels of a health-care system.1 
 Information technology had much reduced medical errors, through computer monitoring of 
potentially adverse drug events, better dispensing of medication and electronic patient records, and 
health-care costs. More work was required on data collection, especially from developing countries. 
The measures recommended in resolution WHA55.18 would necessitate considerable expenditure, but 
partnerships such as the World Alliance for Patient Safety and collaboration between countries could 
generate the necessary synergy for action. Her country looked forward to continuing its work with 
WHO on an evidence-based approach to quality of care and patient safety, and the design of quality 
assurance systems reflecting the different national health-care environments. 
 
 Ms GILDERS (Canada) said that her Government had recently set up the Canadian Patient 
Safety Institute, in order to provide leadership in building knowledge, standards, tools and codes of 
practice on patient safety. Quebec had adopted a law requiring follow-up of adverse events in health-
care services, and promotion of best practices. Her Government would continue to associate itself with 
the work of WHO and partner countries in that respect. 
 
 Dr DING Baoguo (China) said that his country was improving its health-care system as regards 
monitoring, information gathering and medical responsibility. New laws and regulations would 
improve the system further. The standards of hospital care in China were being raised. He looked 
forward to future cooperation between the Secretariat and the Member States in the area of patient 
safety. 
 
 Dr FERGUSON (International Council of Nurses), speaking at the invitation of the 
CHAIRMAN, said that her organization had been active in improving patient safety. She welcomed 
the emphasis on points such as hand hygiene, which was relevant to all health workers and patients, 
relatives and the wider public. She pledged to work with WHO, key stakeholders and the Council’s 
member associations in order to further protect patients. Nurses must be enabled to play a full part in 
local, regional, national and global forums on the subject. There should be a more transparent means 
of selecting future topics for the Global Patient Safety Challenge, which should be relevant to all 
health workers. She sought advice from the Secretariat on how nongovernmental organizations should 
play a part in the selection process. It was essential to understand how the patient safety taxonomy and 
the research outcomes mentioned in the report would affect clinical decision-making on patient risk 
assessment. Information from routine data collection must be used to improve services, not to attribute 
blame. 
 
 Dr NAGEL (International Federation for Medical and Biological Engineering), speaking at the 
invitation of the CHAIRMAN, said that his organization cooperated closely with WHO in the essential 
health technologies, through policy and planning, quality and safety, norms and standards, technology 
management, education and capacity building. It brought together the worldwide medical, clinical and 
biological engineering community in promoting health and quality of life through technology. The 
Federation played a full part in the World Alliance for Patient Safety. It also organized patient safety 
symposia, and took part in the World Standards Cooperation Healthcare Technology Task Force, 
which promoted biomedical and clinical engineering research related to patient safety, health 
technology assessment and management, and educational activities. The Secretariat’s report would 

                                                      
1 Document WHO/EIP/SPO/PS/05.2. 
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guide future activities leading to the goals of resolution WHA55.18. The proposal to include 
technology and education for patient safety as new areas of work in 2006 and 2007 was especially 
welcome. Simulation methods, robotics and automation were among the initiatives in biomedical and 
clinical engineering that reduced risks to patients. All medical and health-care technologies were 
worth including in that category. The educational component could include quality assurance 
measures, especially for the training and certification of clinical engineers. 
 
 Dr EVANS (Assistant Director-General) welcomed the constructive suggestions on future plans 
for the Alliance. The question of human resources for health, mentioned by the delegate of Kenya, was 
at that time being discussed by Committee A. 

 Sir Liam DONALDSON (United Kingdom of Great Britain and Northern Ireland), speaking in 
his capacity as Chairman of the World Alliance for Patient Safety, said that the Alliance had set itself 
the challenge of making health care as safe as possible, as soon as possible. He paid tribute to the 
memory of Dr Lee, who had launched the Alliance in October 2004, for his personal leadership and 
commitment to the cause of patient safety. Within the past year, the Alliance had held meetings in five 
WHO regions, run 40 technical workshops and given presentations in 18 countries. More than 
50 Member States had been actively involved in its work through regional training workshops, 
national events, capacity building, pilot studies and technical working groups. 
 Several programmes had been set up to fulfill the requirements of resolution WHA55.18. The 
Global Patient Safety Challenge, focusing on the theme “Clean care is safer care”, had made rapid 
progress since its launch in October 2005 and national campaigns were under way worldwide. WHO 
guidelines on hand hygiene in health care had been drafted, with the help of more than 200 experts in 
20 countries. Health ministers in all Member States had been invited to take action on nosocomial 
infections; 11 had already promised to do so. The Patients for Patient Safety network involved patients 
who had been victims of tragedies caused by unsafe care, and family members; it already included 
50 “patient champions” advocating for patient safety, and the target was to expand that number to at 
least 100. Reporting and learning to improve patient safety was an expensive form of action, rich in 
technology. It was important to gather the best possible evidence before designing reporting and 
learning systems. Drawing up a patient safety taxonomy was a new and complex initiative. In other 
high-risk industries, such as the airlines, such taxonomies had existed for many years and were 
regularly updated, so there was a need to catch up with work done in other sectors. Research in the 
field of patient safety had advanced in the past two years, with the establishment of a governing 
council for research on patient safety in order to guide priorities. Most data on unsafe care came from 
a few countries, and research knowledge must be expanded. The Alliance was working in close 
partnership with the Regional Office for the Eastern Mediterranean in order to study the prevalence of 
adverse events in hospital care in eight Member States. In its search for solutions to reduce the risk of 
health care and improve its safety, in 2005 WHO had designated a Collaborating Centre on Patient 
Safety Solutions. It was aiming to have six field-tested safety solutions to disseminate to all Member 
States during the first half of 2007. 
 Future planned areas of work included the technology for patient safety programme; a 
programme on patient safety and the care of acutely ill patients; a second Global Patient Safety 
Challenge; and the designation of exemplar hospitals, in order to promote best practice in patient 
safety worldwide. The achievements so far had been significant, but far-reaching changes were still 
needed. 
 
 The CHAIRMAN applauded the rapid progress made. 
 
 The Committee noted the report. 
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Implementation of resolutions: progress reports: Item 11.17 of the Agenda (Document A59/23) 
(continued from the eleventh meeting of Committee A, section 4) 
 

• Global strategy on diet, physical activity and health (resolution WHA57.17) 

 Dr D’ADESKY (Belgium) said that his Government had already drawn up a five-year national 
plan on nutrition and health, with specific initiatives, based on the promotion of a healthy diet and 
increased physical activity. It was aimed at civil society and the various stakeholders, including: the 
agricultural sector; the food and distribution industries; public catering services; the medical and 
paramedical sectors; consumer associations; the National Olympic Committee; and local authorities. 
The plan had been preceded by a year-long consultation process. It was not confined to obesity and 
chronic diseases, but encompassed other nutritional issues of importance for public health, especially 
malnutrition in the elderly and deficiencies in iodine, calcium and vitamins, including vitamin D. The 
measures proposed for combating obesity were intended to give a positive message to the public about 
their diet, rather than make people feel guilty about the foods they ate. 

 Mr BALL (Canada) said that his country firmly supported the Global strategy on diet, physical 
activity and health and had developed a National Intersectoral Healthy Living Strategy. Supported by 
federal, provincial and territorial health ministers, and implemented by the Canadian food industry, it 
was a comprehensive strategy emphasizing healthy eating and physical activity. He encouraged 
Member States to prioritize the Global strategy as a means of preventing related chronic diseases. The 
strengthening of public health systems would provide additional capacity for prevention and health 
promotion services, including healthy eating and physical activity. Canada was committed to Global 
strategy through technical support to other Member States. The Secretariat should continue to 
strengthen mechanisms for sharing experience and expertise in that area. 
 
 Mrs HESSEL (Denmark), speaking on behalf of the Nordic countries, Denmark, Finland, 
Iceland, Norway and Sweden, said that the Global strategy had been necessitated by the growing 
burden of noncommunicable disease. The alarming development of obesity, particularly among 
children and adolescents, called for concerted action. Obesity, physical inactivity and unhealthy diet 
were common risk factors for a range of severe chronic diseases raising morbidity and mortality across 
the world. Those factors were not just an individual responsibility. Society was inclined towards 
certain patterns of living and unhealthy behaviours and so must guarantee affordable healthy options. 
She therefore welcomed WHO’s initiatives to restrict marketing of unhealthy food and beverages to 
children. 
 The Regional Office for Europe had taken two important initiatives: drawing up a 
comprehensive strategy on the prevention and control of noncommunicable diseases, to be considered 
by the Regional Committee; and organizing the WHO ministerial conference on counteracting obesity 
(Istanbul, Turkey, 15-17 November 2006), at which a charter on counteracting obesity would be 
discussed. Actions by United Nations agencies, interaction with the private sector and support of 
regional work were important aspects of the Global strategy. 
 Obesity should be high on the Health Assembly’s agenda, but implementation of the Global 
strategy had been limited by resource constraints. Low investment in prevention and control of chronic 
noncommunicable diseases, locally and globally, had been noted in paragraph 9 of the progress report. 
The Nordic countries expected resource allocations for the Global strategy to be appropriately 
reflected in the medium-term strategic plan and the next programme budget. 
 
 Ms MTHEMBU (South Africa) said that her Government had introduced a range of 
mechanisms for applying the Global strategy. South Africa’s dietary guidelines had been based on it, 
supported by public education and information, and fast-food outlets had responded by offering their 
customers healthy options. Regulations were being completed to restrict advertising and marketing of 
unessential foods to children. 
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 Although protecting consumer health and ensuring fair food trade was covered by the Codex 
Alimentarius mandate, that had never been seen as including optimum health. Optimum nutrition 
should therefore be incorporated in the implementation of the Global strategy and reduction of chronic 
diseases related to lifestyle. Efforts to increase physical activity had focused on mobilizing 
communities and multisectoral partnerships during 2004–2005. A charter on physical activity and 
health for children and youth in South Africa was being finalized. 
 
 Dr CAMPBELL (New Zealand), noting the importance of the Global strategy, requested the 
Secretariat to provide the Health Assembly with a regular progress report on it every two years. 
 
 Dr COOMBS (Jamaica), speaking also on behalf of the member countries of the Caribbean 
Community, noted the need for greater financial support for the Global strategy. He welcomed WHO’s 
report on Preventing chronic disease,1 which had recalled the serious and persistent threat of chronic 
diseases and had noted that over the next 10 years they were expected to cause more than 380 million 
deaths. The epidemiological transition in the Caribbean region had resulted in chronic diseases 
becoming leading causes of mortality and morbidity, with obesity and overweight prevalent, especially 
among women. Caribbean countries had begun to implement the Global strategy, developing national 
policies and strategic plans. Greater emphasis on physical activity was needed. He acknowledged the 
technical and financial support received from PAHO, the Caribbean Food and Nutrition Institute, and 
other partners. 
 Following a regional workshop in Costa Rica on the Global strategy, Caribbean countries would 
draw up country plans, building on existing chronic disease and health promotion programmes with 
intersectoral collaboration. A regional steering committee and technical support groups had also been 
established, and Caribbean countries were responding to the invitation to submit country plans in order 
to obtain limited funding through PAHO. 
 
 Mr PALU (Australia) acknowledged the high burden of disease caused by obesity and 
noncommunicable diseases, particularly in the Pacific region, and the importance of diet and physical 
activity. Australia, a strong advocate of the Global strategy, was supporting the WHO STEPwise 
approach to surveillance of noncommunicable disease, which had provided data on risk factors for 
those diseases in the Pacific region. Australia was also supporting implementation of the Global 
strategy in the Western Pacific Region. He encouraged Member States to explore forms of 
collaboration between sectors. The Australian Government and the Australian Food and Grocery 
Council were working together on a national children’s nutrition and physical activity survey. 
 
 Mr LUCES (Bolivarian Republic of Venezuela) emphasized commitment to healthy eating and 
physical activity. By means of aggressive advertising, the world fostered unsuitable consumption 
models and unhealthy diets, so causing an increase in chronic diseases and in morbidity and mortality. 
States should reject those models, and developed countries, regarded as the source of such bad dietary 
habits, should take action. His country was finalizing policies relating to diet and physical activity and 
implementing related programmes to control and decrease morbidity and mortality. 
 The Mission Mercal (a food marketing programme), offered a 40% discount on food to the 
whole population, encouraging affordable, high-quality nutrition, in particular in marginalized sectors 
of society. Feeding centres were located in poor areas. Schools were providing nutrition assistance 
programmes for students. The Ministry of Food was responsible for devising and controlling all 
policies and procedures relating to food products. Nutritional balance was a part of strategic policy for 
social programmes and food security. 

                                                      
1 Preventing chronic disease: a vital investment. WHO Global report. Geneva, World Health Organization, 2005. 
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 Mr VAN DER HEIDEN (Netherlands) said that his country was fully committed to the Global 
strategy, through the related European strategy and planned participation in the WHO ministerial 
conference on counteracting obesity in November 2006. He welcomed the progress report, but 
cautioned against too much emphasis on nutrition and private-sector collaboration. Physical activity 
was also important and helped to prevent a range of diseases, including those dealt with by the Global 
strategy. Physical activity should be considered alongside sectors such as transport, spatial planning, 
education and economics. A change in lifestyle should be emphasized when devising national 
strategies. 
 
 Dr PUANGPEN CHANPRASERT (Thailand) said that a national campaign had been initiated 
in 2002 following World Health Day with its theme “Move for health”. Exercise was most heavily 
promoted in Thailand. Health had been the focus of the national agenda in 2004, with particular 
emphasis on physical activity and food safety. Awareness of the need for exercise had led to increased 
physical activity through social clubs in most communities. Given the increased prevalence of 
overweight in preschool children to 15%, campaigns were under way for unsweetened food and milk 
for children. Government agencies, nongovernmental organizations, the private sector, local 
administrative bodies, civil society and communities were cooperating to accelerate promotion of 
health for all. 

Dr KAKAR (Afghanistan) acknowledged the value of the Global strategy. In his country, the 
healthy cold-pressed vegetable oils that had been used for centuries were being replaced by 
commercial hydrogenated fats. In view of the strong association of those fats with heart disease, 
Afghanistan was planning an information campaign on the risks of consuming them and would 
welcome the technical support of WHO in implementing its policy. In connection with the 
implementation of resolution WHA57.17, WHO should raise awareness around the world of the 
harmfulness of hydrogenated fats. 
 
 Dr BEAGLEHOLE (Chronic diseases and health promotion) said that he had noted the 
suggestions about emphasizing physical activity, and coupling work on diet and physical activity with 
that on tobacco control. In response to the delegate of Denmark, he said that WHO did not recommend 
restricting the marketing of food and beverages for children, although that had been discussed at a 
technical meeting. WHO’s regional offices were all working on strategies for the control and 
prevention of noncommunicable diseases. 
 

• Health action in relation to crises and disasters (resolution WHA58.1) 

 Mr RAMOTSOARI (Lesotho), speaking on behalf of the Member States in the African Region, 
said that his Region continued to bear the brunt of natural and man-made disasters. Countries in 
southern Africa and the Horn of Africa faced the triple threat of food shortage, increasing HIV/AIDS 
prevalence and natural hazards, while the Great Lakes region and West Africa were challenged by 
complex humanitarian emergencies. Malnutrition and common illnesses such as diarrhoea, malaria, 
measles, and respiratory tract infections were the primary health threat to those in crisis. 
 The Regional Office for Africa, supported by its partners, had repatriated Burundi refugees; 
launched two projects on gender-based violence in crisis situations with UNFPA in the Democratic 
Republic of the Congo and Liberia; undertaken a mortality survey in northern Uganda; introduced an 
early warning system for nutrition and epidemics in Chad and Niger; assessed the severe effects of 
drought in Kenya, Eritrea and Ethiopia; and carried out numerous regional training sessions. 
 The African Region faced the lack of emergency preparedness and response plans, insufficient 
financial and human resources to support such plans, and weak coordination on such activities 
between WHO and other international organizations. He urged the Secretariat to assist Member States 
in the elaboration of emergency preparedness and response plans, and to report on actions taken in that 
regard, including health needs assessments, coordination of health activities and improving the 
capacity of partners. 
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• Control of human African trypanosomiasis (resolution WHA57.2) 

 Mrs GUSTIN (Belgium), expressing concern about the situation of human African 
trypanosomiasis, noted that research at the Antwerp Institute of Tropical Medicine and elsewhere was 
part of Belgium’s contribution to research and control of the disease in affected countries. She 
welcomed the substantial annual decrease in the number of new cases, but recalled that the latter 
stages of the fight against any disease were the most difficult. WHO’s efforts included the work of the 
UNICEF/UNDP/World Bank/WHO Special Programme for Research and Training in Tropical 
Diseases, for which she encouraged greater support as it provided tools for case detection, diagnosis 
and treatment that were cheaper and easier to use. 
 
 Dr PHUSIT PRAKONGSAI (Thailand) welcomed the progress made on the control and 
surveillance of human African trypanosomiasis. Complete information on the genome and proteome 
of Trypanosoma cruzi had been made available which could allow reverse vaccinology approaches to 
be adopted. However, the vaccine for human African trypanosomiasis was classified as one for 
neglected protozoal infections, owing to the rules applied by the major health-product regulatory 
agencies in Europe, Japan and the United States of America where legislation awarded orphan status 
to diseases that affected fewer than 200 000 United States citizens or had no potential recovery costs 
from domestic sales. European or Japanese orphan status required a prevalence of under 5 per 10 000 
and 2.5 per 10 000 inhabitants, respectively. Research on vaccine production for human African 
trypanosomiasis had therefore been neglected, and he encouraged WHO to act accordingly. 
 
 Dr ISHIDA (Japan) noted the significant results of WHO’s strategy in the eradication of human 
African trypanosomiasis. Owing to sporadic outbreaks of the disease, epidemic forecasting based on 
adequate monitoring coupled with surveillance, monitoring and evaluation activities should be 
strengthened. The development of simple effective diagnostics, safe and strong parasiticidal regimens, 
and human resources were the key challenges, as mentioned in the July 2000 declaration of the 
Okinawa Summit on parasitic disease control. 
 Japan was conducting bilateral technical projects on international parasitic disease control in 
Ghana, Kenya and Thailand. In the two African countries, human resource development programmes 
were being conducted, and health personnel from Botswana, Malawi, Uganda, Zanzibar (United 
Republic of Tanzania) and Zambia, where human African trypanosomiasis was still endemic, had been 
invited to participate. In accordance with its international health policy, Japan would continue 
promoting such activities in close collaboration with national and international donors. 
 
 Mr MUTOMB MUJING (Democratic Republic of the Congo), speaking on behalf of the 
Member States of the African Region, said that human African trypanosomiasis remained a neglected 
tropical disease and a public health problem whose eradication would require greater political and 
technical support. It was a major factor affecting development in the Region and worsening poverty in 
the endemic areas, with serious consequences for humans and animal populations: infected animals 
could be used neither as sources of food nor for work in the fields. 
 Much had been done in order to combat the disease. WHO’s partnership with the private sector 
had resolved the lack of funding, the absence of coordination and standardization of methods, and the 
threat of interrupted production of medicines. It had supported the national capacity building and the 
use of appropriate diagnostic tools for active case detection. WHO’s commitment had increased 
awareness among the international community and in endemic States about the disease, and had 
strengthened surveillance, and prevention measures against tsetse flies. 
 Eradication remained a distant goal. The priority should be to remove human African 
trypanosomiasis from the category of neglected tropical diseases. For that reason, he supported the 
continued implementation of Health Assembly resolutions, encouraged WHO and its partners to 
mobilize resources in order to turn scientific knowledge into better detection, diagnosis and treatment 
and to develop more efficient and less toxic oral medicines. He recalled the responsibilities of States 
endemic for the disease as contained in the African Union’s Pan African Tsetse and Trypanosomiasis 
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Eradication Campaign, including: establishing a regional centre in order to coordinate awareness 
programmes, operational research and international harmonization; allocating financial resources; and 
organizing field monitoring, prevention and care, visits to unstable areas, use of traps impregnated 
with insecticides or bait. 
 
 Mr SESS ESSIAGNE (Côte d’Ivoire), welcoming WHO’s efforts to eliminate trypanosomiasis. 
Since 1981, Côte d’Ivoire had accumulated specialized knowledge in its Pierre Richet Institute 
through the national clinical research programme, enabling his country to coordinate combat of the 
disease in West Africa, with the cooperation of WHO and various partner countries. Côte d’Ivoire was 
training officials responsible for control programmes and, under the supervision of WHO, West 
African countries had set up a surveillance network. Its broad-based expertise, including operational 
research, was frequently sought by various national programmes. Hence his country wished to play a 
leading role in establishing a regional centre of excellence on trypanosomiasis, more effective than a 
mere network and which would encourage exchange of information and coordination of work. He 
reaffirmed support for implementation of resolution WHA57.2 and the adoption of the African 
declaration on trypanosomiasis. 
 
 Dr SAVIOLI (Control of Neglected Tropical Diseases), acknowledging the continued 
commitment to the fight against trypanosomiasis, affirmed the great progress in the preceding two 
years, which had resulted in the number of cases falling to between 50 000 and 70 000. The main 
challenge currently was to raise public awareness and sustain efforts to eliminate the disease. He 
accepted the need to increase research and develop new tools to combat trypanosomiasis, including 
new drugs and diagnostic methods. The Secretariat was negotiating a prolongation of the public 
partnership with Sanofi-Aventis. 

 The Committee noted the progress reports. 

WHO’s role and responsibilities in health research: Item 11.13 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R6 and Annex 4, and A59/19) (resumed) 
 
 The CHAIRMAN said that an informal group had considered the proposed amendments to the 
draft resolution. No text had been deleted except an editorial change to avoid redundancy. The 
proposed amendments were as follows: in paragraph 1(1), after the final words “research capacity 
strengthening”, the words “might include efforts” should be added. Subparagraphs 1(2), 1(5), 1(6), 
1(7), 1(8) and 1(9) were to be incorporated in a revised paragraph 1(1). 

A new paragraph 3(1) should be added to read: “to develop a vision of the role and functions of 
WHO in the field of health research, clearly articulated with the respective role and functions of other 
stakeholders in the field, based on extended consultations internally and with external partners;”. 
Paragraph 3(14) would be moved to become paragraph 3(2), with the deletion of the words 
“management and”. Paragraph 3(1) would become 3(3), subject to deletion of the words “towards 
evidence-based decision-making”, in order to avoid duplication. Paragraph 3(2) would become 
paragraph 3(4), with the addition of the following text at the end: “which inter alia will improve 
transparency”. After former paragraph 3(7), a new subparagraph was to be added: “to consider the 
following elements in the development of the strategy”. Existing subparagraphs 3(8), 3(9), 3(10), 
3(11), 3(12) and 3(13) would be incorporated in a new paragraph. 
 He invited the Committee to consider the draft resolution as amended. 
 
 Mrs TOR-DE TARLÉ (France) said that she had difficulty finding her way through the new 
draft. It would be helpful for all delegates to have the new text in writing since the European Union 
would otherwise be unable to adopt a position on the resolution. 
 
 Dr HOLCK (Secretary) said that, since there was insufficient time to make a text available in all 
six languages, postponing consideration of the draft resolution seemed the only course open. 
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 Mr SOLOMON (Office of the Legal Counsel) explained that there were two possibilities. The 
matter could be included in the provisional agenda of the next Health Assembly in accordance with 
Rule 5(b) of the Rules of Procedure of the World Health Assembly. Alternatively, the item could be 
placed on the provisional agenda of the next appropriate session of the Executive Board, in accordance 
with Rule 9(a) of its Rules of Procedure. There were precedents for forwarding items to the next 
regular session of the Executive Board, which would be the logical step. Forwarding the item to the 
Health Assembly might delay the resumption of work for a year. 
 
 Mr MÄUSEZAHL (Switzerland) observed that, given the amount of work done on the draft 
resolution in the past three years and since the alterations to the text were minor, it would be a pity not 
to finalize it at the present session. 
 
 Mrs TOR-DE TARLÉ (France) asked the Chairman whether he had a written text that might be 
considered before any reply. 
 
 Dr PUNZET (Austria) said that the European Union and its Member States, which had 
participated actively in the electronic consultation process leading to the draft resolution, abided by 
their inputs. The many subsequent amendments proposed merited careful consideration. That needed 
more time and she therefore urged the Chairman not to press for the adoption of the draft resolution 
but to transmit it to the Executive Board for consideration at its session in January 2007. 
 
 Ms HEFFORD (Australia), speaking as a member of the informal drafting group and supported 
by Mr MÄUSEZAHL (Switzerland), said that, as time constraints had prevented them from explaining 
their ideas effectively, it would be best to follow that recommendation to refer the draft resolution to 
the Executive Board in January 2007. 
 

It was so decided. 
 
Health promotion in a globalized world: Item 11.15 of the Agenda (Documents 
EB117/2006/REC/1, resolution EB117.R9 and Annex 4, and A59/21) (continued from the fourth 
meeting, section 3) 
 
 Dr HOLCK (Secretary) said that it had been hoped to have the revised text, incorporating the 
amendments proposed, available in all six languages. Although some translated versions were 
completed and being printed, unfortunately other translations were still being finished. In other words, 
the document would not be available in all six languages in time to be considered by the Committee. 
 
 Mr SOLOMON (Office of the Legal Counsel) said that the options were to refer the item either 
to the Executive Board, which would have discretion as to how to handle it, or to the next Health 
Assembly in 2007. 
 
 Mr ABDOO (United States of America) proposed that the topic be referred to the Executive 
Board for consideration at its session in January 2007. 
 
 It was so decided. 
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3. THIRD REPORT OF COMMITTEE B 
 
 The CHAIRMAN read out the draft third report of Committee B. 
 
 The report was adopted.1 
 
 
 
4. CLOSURE 
 
 After the customary exchange of courtesies, the Chairman declared the work of Committee B 
completed. 
 
 
 

The meeting rose at 11:50. 
 
 

_______________

                                                      
1 See page 260. 




