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SEVENTH MEETING 

 

Monday, 23 May 2011, at 14:35 

 

Chairman: Dr M.T. Valenzuela (Chile) 
 later: Dr A.-Z. GOLEM (Croatia) 

 
 
 
 
TECHNICAL AND HEALTH MATTERS: Item 13 of the agenda (continued) 
 
Progress reports: Item 13.17 of the agenda (Document A64/26) (continued) 
 

B. Onchocerciasis control through ivermectin distribution (resolution WHA47.32) 
 

Miss NANOOT MATHURAPOTE (Thailand) welcomed the provision by the manufacturer of 
ivermectin that was free of change in areas endemic for onchocerciasis. It was to be hoped that such 
rare commitments by the pharmaceutical industry to help the poor would become more common. She 
noted that the African Programme for Onchocerciasis Control had effective strategies for interrupting 
transmission of the disease, such as community-directed treatment with ivermectin, rapid 
epidemiological mapping, strengthening primary health care and coordination among governments, 
nongovernmental organizations, sponsoring agencies, donors and the ivermectin manufacturer. It 
seemed feasible that the disease would be brought under control in Africa, even though the programme 
would end in 2015. In the other areas in which the disease was found, Latin America and Yemen, 
control activities had been integrated into national action plans, thereby interrupting transmission. 
Control or even elimination or eradication of onchocerciasis could be attained in the near future. 

Dr WATT (United Kingdom of Great Britain and Northern Ireland) welcomed the impressive 
progress in onchocerciasis control. Her Government supported the work of the African Programme for 
Onchocerciasis Control, which reached the poorest in rural areas where health systems were weak or 
non-existent. There was good evidence of increasing national commitment to the Programme by 
African countries. Concurrent implementation of other programmes was a real strength; it should be 
emphasized, however, that the community-based approach was complementary to primary level 
services and not a substitute. 

The main task of the Programme in 2011 was to determine its role after it ended in 2015, 
including the cost and feasibility of achieving elimination of onchocerciasis by 2020. The strategies 
should include examination of sustainability, as countries absorbed a greater share of the budget, and 
the degree to which the process complemented the broader agenda of neglected tropical diseases and 
primary health care. 

Mr METCALFE (International Agency for the Prevention of Blindness), speaking at the 
invitation of the CHAIRMAN, said that his organization was proud to be one of the founding partners, 
together with WHO, of the VISION 2020 initiative, “The Right to Sight”. He congratulated all 
stakeholders – national governments, development partners, local communities and not least the 
commercial partners – on the progress made in combating onchocerciasis. He appealed to donor 
governments to consider carefully the possibility of extending the African Programme for 
Onchocerciasis Control for another five years, to 2020, in order to reap all the benefits of past efforts 
and to ensure that the world was rid of a ghastly disease. 
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C. Climate change and health (resolutions WHA61.19 and EB124.R5)  

Mr ZHAO Yuechao (China) commended the Secretariat on supporting Member States' health 
ministries in implementing workplans for climate change and health. The issue should be brought 
within the overall framework of global climate change policy and action, to guide governments in 
formulating effective, scientically based response strategies. Adaptation and mitigation constituted a 
long-term process, one that was particularly important for developing countries, and he suggested that 
the Secretariat should step up its support to those countries in that respect. 

Dr MANSOOR (Iraq), noting the global importance of climate change and health, said that 
common programmes should be designed for implementation by countries and followed up in 
accordance with international standards. The studies should be global and multisectoral as climate 
change affected all areas of health.  

Dr JARUAYPORN SRISASALUX (Thailand) said that climate change and its impacts on 
human health were increasingly acknowledged as a matter of concern by the Thai people. Thailand 
had launched a project, “Global warming reduction led by health-care facilities", to promote 
sustainable sanitation activities and reduce production of greenhouse gases by health facilities. The 
health sector would thus serve as a model of best practices for other communities. 

Climate change, a global issue, should be given high priority in WHO's work from the point of 
view of health security, in which WHO had a good track record. The United Nations Secretary-
General had sent a strong message to all United Nations agencies to reduce their carbon emissions. 
The staff in 52 United Nations agencies created about 1.7 million tonnes of CO2 equivalent, mainly 
from international travel. WHO should take concrete action in that area, ensuring that staff travelled 
less, more often in economy class, and made greater use of communications technology, such as 
teleconferencing and e-mail. Furthermore, she asked the Secretariat to advise Member States on 
surveillance and preparatory systems for dealing with future problems, in view of the growing 
frequency of disasters. A healthy environment was needed for a healthier world. 

Dr ISSA MOUSSA (Niger), speaking on behalf of the Member States of the African Region, 
observed that climate change was affecting many countries in the Region, for instance in the form of 
desertification, which in turn was increasing the prevalence of malnutrition in several countries of 
West Africa.  

Recalling the Libreville Declaration on Health and Environment in Africa (2008), in which 
African health ministers had undertaken to implement 11 priority actions, the African Group 
reaffirmed its support for the decisions taken at the Second Inter-Ministerial Conference on Health and 
Environment in Africa (Luanda, 23–26 November 2010). In the joint declaration made in Libreville, 
the ministers had committed their governments to pay special attention to managing the harmful 
effects of climate change on health, by taking sound, factual decisions based on accurate climate 
information and implementing a series of preventive actions to reduce the vulnerability of their 
populations and diminish the additional burden of climate-related diseases. The ministers of each 
country had undertaken to evaluate, before the end of 2012, the vulnerability of their populations to 
climate change and to establish a package of health interventions that would increase resistance to 
climate change by 2014. Those commitments had been strengthened by the recommendations made at 
the African Union Conference of Ministers of Health (Windhoek, 17–21 April 2011). 

A major problem was the low level of participation of the health sector in current negotiations 
on climate change. Most countries had yet to set up mechanisms for close collaboration between the 
health and environment sectors, in which joint policies could be formulated to plan, implement, 
monitor and evaluate actions to address the harmful health consequences of climate change. 

The African Group called on WHO, UNEP and other development partners to support 
accelerated implementation of the Libreville Declaration. 

Dr WATT (United Kingdom of Great Britain and Northern Ireland) said that her country 
continued to applaud WHO’s work on climate change and health, and especially its recent work on 
"health and the green economy". She congratulated the Secretariat on its work at the United Nations 
Climate Change Conference (Cancún, Mexico, 29 November–10 December 2010) and looked forward 
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to supporting it in the preparations for the next Conference of the Parties in Durban, South Africa, 
later in 2011. She urged the Secretariat to continue and increase its support to countries in developing 
adaptation plans, especially those that were the poorest and most vulnerable. 

Professor ARSLAN (Bangladesh), speaking on behalf of the Member States of the South-East 
Asia Region, observed that the Region contained one quarter of the world’s population and 30% of the 
global disease burden. Recent cyclones, tsunamis, landslides, floods and other extreme weather 
conditions had shown that no country of the Region was immune to the effects of climate change but 
Bangladesh was the most vulnerable country in the world, owing to its low elevation and its huge 
population of those at risk. The country faced serious flooding as a consequence of shrinking glaciers 
in the Himalayas, increased monsoon rainfall and the rise in sea-level, which exacerbated storm surges 
resulting from cyclones. At the same time, increased salinity in coastal areas was leading to drinking-
water shortages and reduced food production. 

The Region welcomed WHO's increasingly dynamic role in bringing health to the top of the 
global climate change agenda and urged it to continue advocacy and awareness-raising, supporting the 
generation of scientific evidence, and strengthening health systems to protect populations from the 
adverse health impacts of climate change. In addition, the Regional Office had provided support in the 
form of working groups, a framework for national plans, and support for research on vulnerability to 
climate-sensitive diseases. It had also organized high-level meetings in Bangladesh, the second of 
which had adopted the Dhaka Declaration on Climate Change (2008) to voice the Region’s concerns 
on issues of health. 

Bangladesh had shown its commitment to programmes to mitigate the effects of climate change. 
It had in place a climate change strategy and action plan that included food security, social protection 
and health; a multi-donor trust fund, to which it had committed US$ 100 million; a new five-year 
health plan with provisions to address the impact of climate change on health comprehensively; and 
strengthened intersectoral coordination on climate change and health. 

Countries vulnerable to climate change should collaborate in building capacity in the health 
sector, conducting research, identifying priorities, taking adaptation measures and mobilizing 
resources. The Secretariat should maintain its central role in facilitating collaboration and resource 
mobilization. 

Dr KOSHY (Malaysia) said that her Government was fully committed to tackling the issue of 
climate change and had achieved the highest level of political commitment, with a National Green 
Technology and Climate Change Council, chaired by the Prime Minister. The Ministry of Health was 
a member of the Council and was represented in three of the seven technical working groups that had 
been established. The Government had prepared a national policy on climate change to ensure climate-
resilient development for national sustainability, which would affect health. 

The health sector had worked closely with other sectors in conducting a vulnerability 
assessment and to plan adaptation strategies. Malaysia looked forward to further engagement with the 
Secretariat and other international bodies in order to enhance its capability to deal with climate change 
and health, on the basis of much-needed expertise from developed countries. Regional collaboration 
on climate change should also be strengthened. 

Mr WAHABI (Morocco) welcomed the efforts of the Secretariat to make Member States aware 
of the health effects of climate change and to assist them in overcoming them. Climate change had 
become a reality, with changes in weather patterns and disturbance of the natural balance affecting the 
most basic needs of life. 

His Government had placed environmental questions at the core of its sectoral development 
strategy, as the predicted climatic changes could jeopardize the country’s development. The principles 
of sustainable development were therefore integrated in all Government programmes. By drafting a 
national strategy for adaptation of the health sector to the effects of climate change, Morocco had laid 
the groundwork for implementing the provisions of resolution WHA61.19. Several challenges 
remained, such as obtaining national data on the consequences of climate change on health, adapting 
environmental and health monitoring systems to measure climate-related health effects, and 
identifying emerging risks. 

To help countries to overcome such challenges, Morocco urged WHO and other relevant United 
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Nations bodies to study the consequences of climate change on health in developing countries; support 
countries financially and technically in conducting studies of health vulnerability to climate change; 
help countries to establish or strengthen environmental and health monitoring to measure climate-
related health effects and identify emerging risks; promote the sharing of experiences, capacity-
building and a mechanism to follow-up countries’ compliance with the United Nations Framework 
Convention on Climate Change; support implementation of all conventions and agreements on climate 
change; and establish a regional network to monitor climate-sensitive diseases. 

Mrs ARRINGTON AVIÑA (Mexico) said that her Government was committed to strengthening 
the capacity of its health system so as to reduce to a minimum the effects of climate change. It was 
also committed to taking mitigation and adaptation measures, in the health area and other sectors, as 
actions or omissions in one sector could have repercussions on the health of the population. 

Mexico had organized a side event during the current Health Assembly to prepare for future 
United Nations Climate Change Conferences. She thanked the Member States that had participated for 
their valuable contributions and suggestions, and the WHO Secretariat staff for their support, both 
during the Conference in Cancún and subsequently. 

Dr NEIRA (Public Health and Environment) thanked Member States for their comments and 
recommendations, which would be pursued. The topic of climate change and health was an 
increasingly greater priority for WHO: the Director-General on many occasions had characterized 
climate change as an emerging risk to health, which could jeopardize achievements made so far. 

The Secretariat would continue to offer support to Member States in making national 
evaluations of vulnerability and in their efforts to strengthen their health systems in order better to face 
up to the challenges of climate change. WHO would be active in all discussions on climate change. 
The Secretariat would support Member States in including health in climate change negotiations and 
debates. Adaptation of the health sector to climate change and recognition of the benefits of mitigation 
for health were central to public health agendas. 

In response to the suggestion that WHO should reduce its carbon footprint, she said that the 
Secretariat had already conducted an assessment and had proposed measures for reducing the carbon 
footprint of both headquarters and the regional offices. She would report to the Health Assembly on 
their success in due time. 

She welcomed the requests from Member States to accelerate implementation of the Libreville 
Declaration and to support the efforts of African countries to follow-up on the Second Inter-
Ministerial Conference on Health and Environment in Africa. She was also grateful for the support 
from the delegate of the United Kingdom and others to continue work on "health in the green 
economy" and to participate fully in international climate change negotiations. In particular, she 
thanked the delegate of Mexico for its leadership both in Cancún and at the present Health Assembly. 
Headquarters fully supported the efforts of the regional offices with regard to climate change and 
health. 

D.  Improvement of health through sound management of obsolete pesticides and other 

obsolete chemicals (resolution WHA63.26) 

Mr WAHABI (Morocco) recalled that the international community in the early 1970s had 
declared sound management of obsolete pesticides and other obsolete chemicals to be one of the major 
aspects of sustainable development. In order to implement resolution WHA63.26, Morocco had 
adopted a national legislative framework on the use of chemicals and had implemented provisions of 
the Stockholm Convention. He thanked all countries that had assisted Morocco financially in those 
areas and in building capacity for rational handling of obsolete pesticides and chemicals as well as in 
finding acceptable substitutes for them. Nevertheless, difficulties had been encountered, and Morocco 
urged WHO to draw up practical guides on the handling of obsolete pesticides and other chemicals 
and to support countries in drafting appropriate legislation. 

Mr KOVAČIČ (Slovenia) praised the work of the Secretariat in the field of obsolete chemicals, 
notably through the WHO Pesticides Evaluation Scheme, under which 13 Member States in several 
regions received support for life-cycle management of pesticides used for public health. Slovenia 
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encouraged the Secretariat to expand that project to other countries and to continue to strengthen its 
presence in the Strategic Approach to International Chemicals Management mechanism, including the 
preparations for the third session of the International Conference on Chemicals Management that 
would take place in May 2012 in Geneva. 

Many countries of eastern Europe and the Caucasus faced dire environmental and health 
problems caused by dangerous chemicals left over from the time of the former Union of Soviet 
Socialist Republics. Significant work had been done by the governments of Armenia, Poland, Ukraine 
and others, particularly Azerbaijan, which in September 2011 would host the 11th International HCH 
and Pesticides Forum, where issues of regional cooperation on sound management of obsolete 
pesticides would be further discussed. He drew attention also to the Danube Strategy of the European 
Union and its action plan for removing obsolete pesticides and other chemicals from the Danube 
region. Much remained to be done, however, and more financial support and donor attention were 
needed. WHO and other international bodies, such as the Strategic Approach to International 
Chemicals Management, had a role to play in achieving the ultimate goal of eliminating obsolete 
pesticides and other dangerous chemicals all over the world. He suggested that implementation of 
resolution WHA63.26 be reviewed again at a forthcoming governing body session. 

 
Mrs KHOELI (Lesotho), speaking on behalf of the African Region, said that the problems of the 

large stockpiles of obsolete chemicals remained unsolved, in African and other developing countries, 
and mass exposures had occurred. In the African Region, with the support of the Regional Office, 
selected countries were implementing the WHO approach to the sound management of pesticides to 
reduce risks to human health. The Region, however, faced challenges, including unmet needs for 
capacity-building in sound management of pesticides and other chemicals and a lack of or inadequate 
involvement of the health sector in the forums that addressed pesticides and chemicals, contributing to 
failure to consider and finance health issues. The Region therefore underlined the importance of 
paragraph 2 of resolution WHA63.26, urging all stakeholders, especially pesticides manufacturers and 
waste management companies, to provide capacity-building, and asked them to desist from dumping 
pesticides and chemicals in the countries that were least equipped to manage the stockpiles 
appropriately. Sharing of technical expertise should be a priority. WHO's involvement in monitoring 
compliance with conventions and regulations at central, regional and country levels was pivotal. 

 
Professor AHMED (Bangladesh) observed that more than 60% of the working population in 

countries of the South-East Asia Region were farmers, who had increasing occupational exposure to 
chemicals. The general public was also exposed to chemicals and pesticides owing to a lack of 
awareness of their harmful effects and insufficient labelling. Most countries of the Region had 
endorsed international policy instruments that supported components of resolution WHA63.26, 
including the Basel Convention on the Control of Transboundary Movements of Hazardous Wastes 
and their Disposal, and the Stockholm Convention on Persistent Organic Pollutants. 

Although Bangladesh had banned 25 pesticides and chemicals, some were still produced and 
used in neighbouring countries, and the status of their stockpiles of those and other obsolete pesticides 
was unknown. His country lacked the infrastructure and equipment, such as high-temperature 
incinerators, required for the safe disposal of obsolete chemicals and called for international assistance 
in that regard. International cooperation was needed to prevent the transboundary movement of 
hazardous chemicals through effective implementation of international instruments such as the Basel 
and Stockholm Conventions and the International Health Regulations (2005).  

Mr ZHAO Yuechao (China) said that the sound management of obsolete pesticides and other 
obsolete chemicals was important for the protection of public health. He welcomed WHO’s efforts in 
that area and the achievements set out in the progress report. He called upon the Secretariat to 
strengthen the capacity of Member States to deal with the stockpiling and to ensure sound 
management of obsolete pesticides. 

Dr NEIRA (Public Health and Environment), having thanked Member States for their useful 
contributions, said that the second meeting of the Bureau of the International Conference on 
Chemicals Management due to be held in Ljubljana on 9 and 10 June 2011, would consider a strategy 
to enhance engagement of the health sector in the sound management of chemicals. It would provide a 
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good opportunity for WHO to influence multisectoral actions to reduce the burden of diseases 
attributable to chemicals, estimated to be around 10%. WHO also continued to be involved in 
implementation of the Strategic Approach to International Chemicals Management through its 
programme of work on chemical safety, and provided staff time for the secretariat of the Approach, as 
donor support allowed. She welcomed Slovenia’s call for increased financial support for the 
programme and for recognition of health in conventions relating to chemicals. 

Mr BOS (Public Health and Environment) thanked Member States for their supportive 
comments. Part of the sound management of pesticides was preventing the accumulation of obsolete 
chemicals, and WHO strongly promoted that strategy. It would continue to work with FAO, UNEP 
and other United Nations bodies to support Member States in that regard. He  pointed out that support 
to countries in the management of public health pesticides and vector-borne disease control had 
increased. 

E. Improvement of health through safe and environmentally sound waste management 

(resolution WHA63.25) 

Mr ITTIPORN WANDEE (Thailand) commended the accelerated implementation of the 
Libreville Declaration on Health and Environment in Africa and the Luanda Commitment of 26 
November 2010. Concerning the use of mercury in health care, he welcomed the decision taken by the 
Ministry of Health of Argentina in 2010 to halt the import and sale of sphygmomanometers. Mercury-
based medical devices were being phased out in all health-care facilities in Thailand. He called upon 
all Member States to strengthen national health-care and waste management policies, with continued 
support from WHO. 

Ms EL-HALABI (Botswana), speaking on behalf of the Member States of the African Region, 
said that management of solid and liquid waste continued to present a challenge in countries of the 
Region. Inadequate legislation, regulatory frameworks and technical expertise; inequitably allocated 
and limited resources; and political and economic unrest in many countries impeded the 
implementation of various multilateral environmental agreements, such as the Libreville Declaration 
and the Luanda Commitment. Significant progress had, however, been made by the establishment of 
the African Core Group on the Strategic Approach to International Chemicals Management, through 
which it was hoped that access to that body's Quick Start Programme Trust Fund would be enhanced. 

Countries should reaffirm their commitment to prioritizing environmental issues that had a 
negative impact on health, such as poor sanitation and waste management. The African Region urged 
the Director-General to advocate full implementation of resolution WHA63.25. Noting that the 
African Region remained committed to enhancing implementation of various conventions on waste 
management, in partnership with WHO, the donor community and other interested parties, she called 
for assistance in the management of all hazardous wastes. 

Professor ARSLAN (Bangladesh) said that poor management of health-care waste placed 
health-care workers, waste handlers and the community at risk of infection, toxic effects and injury. 
Bangladesh’s production of hazardous medical waste was expected to increase from 8000 tonnes at 
present to 10 000 by 2015, and his Government had identified health-care waste management as one 
of the most important issues in the health sector programme for 2011–2016. Training in standard 
procedures for health-care waste management was given in hospitals, but compliance had to be 
improved. The continued dumping of non-segregated solid medical waste into roadside municipal 
dustbins and of liquid medical waste into drains and water bodies led to environmental contamination. 
The effectiveness and training needs of health-care workers had been evaluated with technical support 
from WHO. Health-care waste management should be linked to the protection of health-care workers, 
and environmentally sound management of hazardous waste would help to promote sustainable 
development. 

 
Mr ZHAO Yuechao (China) stressed the importance of working with other parties to promote 

and support the safe management of chemicals and waste in the aftermath of natural disasters. 
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Dr MANSOOR (Iraq) said that science should be the basis of programmes of work for 
improving health through safe and environmentally sound waste management. Partnerships among 
stakeholders and experts should be strengthened in the framework of primary health care and steps 
taken to raise awareness in the population. Action to improve safe and environmentally sound waste 
management was essential for the achievement of Millennium Development Goal 7 (Ensure 
environmental sustainability). 

Dr NEIRA (Public Health and Environment) thanked Member States for their comments and 
said that work on ensuring sustainability, waste management and environmental health would remain 
at the core of WHO’s activities. She commended the important work undertaken by African countries 
through the Libreville Declaration on Health and Environment in Africa and the Luanda Commitment, 
which, it was to be hoped, would extend to waste management. She had noted the comments about the 
need to ensure safe waste management in emergencies and on the importance of establishing 
partnerships and linking work to achievement of the Millennium Development Goals. With regard to 
the phasing-out of mercury in health-care facilities, she drew attention to a WHO draft discussion 
paper issued on 2009 entitled "Healthy hospitals, healthy planet, healthy people: addressing climate 
change in health-care settings", which provided further information on the WHO initiative on safe and 
green health-care facilities. 

 

F. Working towards universal coverage of maternal, newborn and child health interventions 

(resolution WHA58.31) 

Ms VAN GULIK (Netherlands), speaking also on behalf of Canada, Denmark, Finland, France, 
Norway and Sweden on progress reports F, G and H, said that gender equality and the empowerment 
of women were crucial to achieving health goals and international development objectives. She 
expressed concern at the slow progress in ensuring gender equality in the Organization's work at all 
levels; more attention should be paid to addressing the place of women in leadership roles and the 
Secretariat's accountability in that respect. In the context of WHO reform, se called for a strong 
accountability mechanism for gender equality and appropriate reporting. 

Least progress in achieving the health-related Millennium Development Goals was being made 
in improving maternal health (Goal 5). Universal coverage of mothers, neonates and children with 
interventions and implementation of the United Nations Secretary-General’s Global strategy for 
women’s and children’s health were essential. As the 2015 deadline for the Goals approached, it 
became even more urgent to scale up efforts and focus on interventions with the greatest impact. The 
recommendations of the United Nations Commission on Information and Accountability for Women’s 
and Children’s Health must be put into practice. 

Sexual health and rights were central to maternal health and must be extended to all, regardless 
of sexual orientation and gender identity. Sexual and other gender-based violence had a pervasive 
impact on health, with high costs for both society and the individuals concerned. Those challenges 
must be addressed as a priority, including by political and religious leaders. Female genital mutilation 
and cutting was a form of violence against women and girls, a violation of their human rights, a 
worldwide challenge and a threat to achievement of the health-related Millennium Development 
Goals. The practice must be tackled comprehensively by all parts of society and at all levels of 
government. More reliable, evidence-based data were needed in order to form a clearer picture of 
effective methods to prevent female genital mutilation, and she welcomed the UNFPA/UNICEF Joint 
Programme and Trust Fund to accelerate abandonment of the practice, which was facilitating the 
process of change in some countries. 

She encouraged WHO to cooperate with bodies such as United Nations Women, the Partnership 
for Maternal, Newborn and Child Health and UNFPA to ensure that women’s rights and health were at 
the core of its activities, avoiding duplication of effort. It was important to maintain the highest 
political commitment at national and international levels to ensure that the current momentum was not 
lost. 

Professor ARSLAN (Bangladesh) said that Bangladesh was one of 17 countries with a high 
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burden of mortality of children under five years that had made good progress, having more than 
halved the rate since 1990. It had also made good progress with respect to Goal 5 (Improve maternal 
health), having reduced maternal mortality by 66% between 1990 and 2010, and was well on track to 
achieve the target of a 75% reduction by 2015. That progress was due to social mobilization and 
increased awareness. Demand for child immunization had increased, as had women’s empowerment, 
through encouragement of female education and employment, promotion of family planning services 
and safe abortion. Bangladesh was planning to expand its community clinic services across the 
country, from some 11 000 at present to 18 000 in two to three years. 

Reproductive health-care services were provided throughout the health-care network, in both 
facilities and households. The shortage of health personnel, in particular obstetricians, anaesthetists 
and skilled birth attendants, was a major obstacle to scaling up intensive programmes. The Ministry of 
Health was implementing an innovative maternal health voucher scheme to improve access to and use 
of high-quality maternal health services. Vouchers were distributed to some 274 000 poor pregnant 
women annually in 10% of the national territory, providing for antenatal check-ups, including medical 
tests and travel. The cost was US$ 25 per pregnancy, and an additional cash incentive worth US$ 27 
was provided for childbirth by a skilled attendant. A case-control study in 2010 had concluded that the 
scheme had had an unprecedented impact on access to and use of maternal health services. Additional 
financial resources were required in order to expand the scheme throughout the country. 

Challenges in the maternal and child health programme remained. Gaps had been identified in 
the continuum of care, particularly in the postnatal period, when the risk for mortality of both the 
mother and newborn infant was high. Efforts to promote institutional delivery, skilled birth attendance 
and close monitoring of newborn infants in the first few days of life could help Bangladesh to decrease 
significantly the maternal and child mortality rates. 

Bangladesh had recently introduced a programme for monitoring vital events with innovative 
use of information technology, with support from the WHO Health Metrics Network. All stakeholders 
were involved in tracking maternal and child events with respect to achievement of the indicators for 
Goals 4 and 5. His Government was also strengthening its health information system through 
appropriate technology. Other countries could benefit from Bangladesh's valuable experience. 

Mr KAYITAYIRE (Rwanda), speaking on behalf of the Member States of the African Region, 
noted with concern that much remained to be done if Millennium Development Goals 4 and 5 were to 
be achieved in the Region. Maternal mortality would have to be reduced by a mean of 5.5% annually 
in order to achieve Goal 5 (Improve maternal health), but the annual reduction had been only 1.7% 
between 1990 and 2008. Although child mortality was currently falling at an average rate of 1.4% a 
year, African countries would have to achieve an average annual rate of 8% before 2015 in order to 
achieve Goal 4. Slow progress was being made in increasing coverage with essential interventions in 
the African Region: only 47.5% of births were assisted by skilled birth attendants, and a mere 12% of 
women requiring emergency obstetric assistance received the care they needed. 

The "road map" for accelerating attainment of the Millennium Development Goals for maternal 
and newborn health in Africa adopted by African health ministers in 2004 had nevertheless advanced 
universal coverage with maternal, newborn and child health interventions in the Region. Outlining 
some of the steps taken, he said that in 2004 Member States had adopted a 10-year framework to 
reposition family planning in reproductive health services, in view of its essential role in reducing 
maternal and newborn mortality and morbidity. A campaign for accelerated reduction of maternal 
mortality in Africa, approved by health ministers in 2009, had been launched at national level by 29 
Member States, and, in 2010, more than 220 managers of child health programmes from 18 countries 
had received training in planning and managing programmes, mobilizing resources, communication 
and exchange of competences. The conference on "Population, development and family planning in 
Francophone West Africa" (Ouagadougou, 8–10 February 2011) had demonstrated the commitment of 
States and partners to accelerate implementation of the road map. 

Further challenges that the Region faced in the area of maternal, newborn and child health 
included the limited access of women and children to high-quality care and the absence of legislation 
to protect them. Sexually transmitted infections, including HIV, remained a problem, as did malaria, 
tuberculosis, poor nutrition, the increasing sexual exploitation of children, increasing vulnerability of 
adolescents due to early sexual activity and widespread traditional practices such as female genital 
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mutilation. Moreover, there were shortages of financial and human resources, equipment and 
medicines for the provision of high-quality mother-and-child health-care programmes. 

He welcomed the establishment of the United Nations Commission on Information and 
Accountability for Women’s and Children’s Health  and its findings on the commitment of States and 
partners with respect to the planning, financing and monitoring of actions to promote women’s and 
children’s health. 

With regard to implementation of resolution WHA58.31, he suggested that the budget 
allocations for relevant activities be increased to help Member States of the Region to meet the 
challenges that were hindering achievement of Millennium Development Goals 4, 5 and 6. 

Dr NIPUNPORN VORAMONGKOL (Thailand) said that, in order to achieve sustainable 
universal coverage of maternal, newborn and child health, Member States must take into account 
important social determinants affecting reproductive health and behaviour. Steps to strengthen the 
existing family planning system and to provide reproductive health education for young people were 
essential in order to prevent unwanted and/or teenage pregnancies. She called upon the Director-
General to provide support for evaluations of the cost-effectiveness of screening for common birth 
defects with a view to reducing the high burden of those that were preventable, thus increasing the 
resources available for maternal and child health. Maternal health was closely linked to risk factors for 
noncommunicable diseases, including smoking, alcohol use and obesity. Integration of sustainable 
health financing, universal coverage and the prevention and control of noncommunicable diseases 
should therefore be established at all levels. 

 
Dr KOSHY (Malaysia) said that maternal, newborn and child health interventions were given 

prime importance in the national health policy of her country. Essential health interventions had been 
integrated into the health system to improve the health of women during pregnancy, childbirth and 
beyond. As a result of various interventions provided by static and mobile clinics and outreach 
programmes, coverage of maternal, newborn and child health had reached close to 100%. The services 
provided included infant and child vaccination, increased numbers of skilled birth attendants, access to 
emergency obstetric care, care of low-birth-weight infants and the provision of clean water and proper 
sanitation in both urban and rural areas. Maternal mortality had declined from 44 per 100 000 live 
births in 1991 to 28 in 2009, and deaths of children under five years of age had fallen from 16.8 per 
1000 in 1990 to 8.7 in 2009. Malaysia had also established a reliable registration system to reduce the 
misclassification of deaths and generate more accurate information on maternal, infant and under-five-
year-old deaths. 

The current challenge was to improve child health further, in particular that of young children. 
Greater attention would be given to reducing maternal, newborn and child morbidity and mortality 
over the next four years in order to achieve Millennium Development Goals 4, 5 and 6. Actions would 
include: providing pre-pregnancy care and effective family planning for mothers at high risk, 
strengthening the delivery of postnatal care, improving sexual and reproductive health for adolescents 
and addressing unmet family planning needs. Good cooperation between the Government, 
nongovernmental organizations and the private sector would continue to play an important role in the 
provision of continuous, high-quality care. 

Mrs YAHAYA (Nigeria) observed that between 2003 and 2008 in her country the maternal 
mortality rate had fallen from 800 per 100 000 live births to 545, the mortality rate among children 
under five years of age had decreased from 201 per 1000 live births to 157, and the infant mortality 
rate had fallen from 100 per 1000 live births to 75. In order to achieve universal coverage with 
maternal, newborn and child health interventions and to attain Millennium Development Goals 4 and 
5, her Government had adopted an integrated maternal, newborn and child health strategy. Progress 
had already been made in areas including safe motherhood, family planning, adolescent reproductive 
health, sexually transmitted infections including HIV, and cancers of the reproductive tract. Her 
Government was also taking steps to strengthen institutional capacity and infrastructure, including 
refurbishing existing primary health centres and building new ones, procuring equipment for 
emergency obstetric and newborn care and strengthening the capacity of frontline health workers in 
areas such as life-saving skills. A capacity-building project for emergency obstetric and neonatal care 
had been conducted for doctors in eight States with the support of WHO, and a midwives' service 
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scheme had been established to increase skilled birth attendance. Steps had also been taken to secure 
the provision of magnesium sulfate for use in the management of pre-eclampsia and eclampsia. 
Contraceptives had been procured with the assistance of UNFPA and development agencies, and the 
Federal Government had approved the free-of-charge distribution of contraceptives in public health 
sector facilities across the country. 

In order to strengthen the health system further, many policy documents, including guidelines 
and protocols for the integrated management of childhood illnesses and a counselling guide for 
promotion of key household and community practices, had been revised to accommodate emerging 
issues. The vesico-vaginal fistula programme was a priority. The first National Family Planning 
Conference (Abuja, 22–24 November 2010) had been held  in order to highlight the importance of 
family planning in maternal and child health; one output had been a financial commitment for the 
procurement of contraceptive commodities by the Office of the Special Assistant to the President on 
Millennium Development Goals. 

Despite the achievements made, challenges remained, including: the low coverage with high 
impact interventions; poor access to health services; weak human resources development; poor referral 
linkages, in particular for obstetrics and neonatal emergencies; and inadequate financial support. She 
expressed confidence, however, that Nigeria would be able to attain all the health-related Millennium 
Development Goals, given its readiness to tackle the challenges identified, strong political support and 
continued commitment and support from WHO and other development partners. 

Ms SHI Qi (China) remarked that, although some progress had been made, coverage with 
effective interventions for mother, newborn and child health remained uneven. All Member States 
must therefore strive to promote universal coverage, which was essential for achieving Millennium 
Development Goals 4 and 5. Noting that the quality of service remained a concern, she said that the 
Secretariat should support Member States in reforming their health systems and offer guidance and 
support to improve service delivery and ensure high-quality health services for women and children. 
The United Nations Secretary-General's Global Strategy for Women’s and Children’s Health had 
provided a platform for sustained improvement, and it was to be hoped that WHO would continue to 
work towards universal coverage with maternal, newborn and child health interventions. 

Dr WATT (United Kingdom of Great Britain and Northern Ireland) recalled that the 
achievement of universal coverage with maternal, newborn and child health interventions was linked 
to other issues addressed by the Health Assembly, including the health-related Millennium 
Development Goals, neonatal mortality and health system strengthening. The scaling up of vital 
interventions to save the lives of women and children, including increasing access to skilled birth 
attendants and family planning, and strengthening the quality of care were priorities for her 
Government. She supported the Secretary-General’s global strategy for women’s and children’s 
health. Her Government looked forward to working with the Secretariat and partners to ensure that all 
relevant commitments were met. 

 
Dr MANSOOR (Iraq) said that, in order to ensure universal coverage, national and regional 

strategies should take account of the indicators for Millennium Development Goals 4 and 5. Other 
measures for achieving universal coverage included sharing experiences and information on best 
practices, building capacity in the area of maternal, newborn and child health, forming partnerships 
with international organizations and civil society and raising public awareness. Such activities should 
be integrated into primary health care in order to improve the health of families. Emphasis should be 
placed on postnatal care in order to reduce maternal mortality, as well as on breastfeeding and 
reproductive health, given the importance of maternal, newborn and child health for sustainable 
development. 

Mr GUENNAR (Algeria) observed that progress towards achieving Millennium Development 
Goals 4 and 5 had been slow, especially in low-income countries. For Goal 4, vaccination programmes 
to control diarrhoeal and acute respiratory infections among others had contributed to lowering child 
mortality, but newborn mortality, which accounted for 80% of child deaths, would be reduced only by 
adopting new strategies, requiring increased financial resources. In order to accelerate progress 
towards maternal and child health, his Government had adopted a three-year programme to 
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standardize the organization and functioning of neonatal and perinatal services. The aim was to reduce 
by 2012 perinatal mortality by 30% and maternal mortality by 50%, through: screening and effective 
management of high-risk pregnancies in 246 referral centres; standardized obstetric monitoring 
procedures to reduce by 30% maternal deaths due to haemorrhaging (which was the main cause of 
maternal mortality in Algeria); and standardized delivery rooms as part of the same health 
infrastructure. A total of 26 mother and infant complexes had been established. 

He called on the Secretariat to provide technical assistance and resources to reduce maternal, 
newborn and child mortality, and drew attention to the shortage of information systems for evaluating 
progress made in different sectors in attaining the Millennium Development Goals. To that end, his 
Government had set up a bureau tasked with developing a multisectoral statistical information system 
for the follow-up and evaluation of progress towards achieving the Goals. 

Dr MASON (Child and Adolescent Health and Development) said that she recognized the need 
to support implementation of the recommendations of the Commission on Information and 
Accountability for Women’s and Children’s Health, and WHO was taking the necessary steps. WHO 
hosted the Partnership for Maternal, Newborn and Child Health and also worked closely with 
UNICEF, UNFPA, the World Bank, UNAIDS and UN Women. Member States' support of a 
continuum-of-care approach in accelerating achievement of Millennium Development Goals 4, 5 and 
6 was gratifying. 
 

G. Female genital mutilation (resolution WHA61.16) 

Mr MONTEIRO (Cape Verde), speaking on behalf of the Member States of the African Region, 
said that progress had been made in implementing resolution WHA61.16. Twelve African countries 
had introduced national legislation and established national committees for the elimination of female 
genital mutilation in collaboration with United Nations organizations and local and national 
nongovernmental organizations. In several other countries of the Region, information and education 
on the practice had been provided, and interventions were being introduced at community level. 
Nevertheless, the practice persisted in numerous countries, where it was deeply rooted in culture, 
religion and the community; young girls and women continued to suffer serious haemorrhages and 
urinary problems and, in later life, often experienced complications when giving birth, sometimes with 
the death of the infant. It had been estimated that 100–140 million young girls and women in the world 
lived with the consequences of genital mutilation. The practice was common in Africa and some 
countries of the Middle East; furthermore, as a result of mass migration, it affected growing numbers 
of girls and women in Europe, North America, Australia and New Zealand. In Africa, it was estimated 
that more than 90 million women and girls over 10 years of age had been mutilated, and that some 
three million girls were at risk every year. Female genital mutilation was regarded internationally as a 
violation of the rights of girls and women, including the right to exercise control over their own bodies 
and their physical and mental health. The practice had to be eliminated if girls and women were to 
enjoy good health and the benefits of socioeconomic development. He therefore reiterated support for 
implementation of the resolution and called on all Member States and their development partners to 
commit to the long-term investment needed to eliminate female genital mutilation and to build the 
capacity of health professionals and health services to provide adequate care for girls and women who 
had been mutilated. 

Dr KOSHY (Malaysia) urged Member States to accelerate actions in order to eliminate female 
genital mutilation, a practice that not only violated women’s and girls’ human rights, but was also a 
form of sexual abuse and gender discrimination. 

It had been reported at the Fifty-second session of the United Nations Economic and Social 
Council’s Commission on the Status of Women that female genital mutilation was permitted in 
Malaysia. She explained that only female circumcision, classified by WHO as type IV female genital 
mutilation, was performed in her country, as a religious obligation. A study conducted in 1999 had 
shown no evidence of injury to the clitoris or labia and no physical sign of excised tissue among 
women who had undergone female circumcision as infants. No complications had been reported, and 
it was not considered to be a medical issue. 
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Dr MANSOOR (Iraq) advocated strengthening cooperation with the international organizations 
concerned in order to tackle the problem of female genital mutilation in accordance with the minimum 
requirements under Millennium Development Goal 3 (Achieve gender equality and empower women). 
Female genital mutilation was a violation of human rights, and that should be made clear to, and 
understood by, the general public worldwide by use of the full range of communication techniques 
available. 

Dr MBIZVO (Reproductive Health and Research) welcomed the call for additional resources 
for the elimination of female genital mutilation. Recent studies had demonstrated the adverse 
consequences of the practice for women in later life, in addition to the pain, suffering and violation of 
human rights of young girls.  

H. Strategy for integrating gender analysis and actions into the work of WHO (resolution 

WHA60.25) 

Dr SUPAT HASUWANNAKIT (Thailand) said that the progress report presented a satisfactory 
picture of staff knowledge and awareness of gender concepts, especially under strategic direction 1; 
however, progress was yet to be made under strategic direction 2. The 5% increase in the number of 
women in the professional category since 2007 would not suffice to achieve significant progress by 
2013. According to the report on the staffing profile (document A64/36), 60% of WHO staff members 
in the professional and higher categories on long-term appointments were men, which indicated that 
gender equality in terms of employment would be reached by 2020. At higher grades, however, men 
clearly outnumbered women, and between grades P4 and D2 the number of women diminished, 
clearly indicating that men were the decision-makers at WHO. Hence, the Secretariat should accelerate 
its efforts to attain gender equity, particularly at higher grades. He appreciated the honesty of the 
Secretariat in reporting that little progress had been made under strategic direction 3 and urged it to 
increase its efforts. For strategic direction 4, he asked the Secretariat to explain which indicators were 
used to track gender integration. 

Ms AREGAWI (Ethiopia), speaking on behalf of the Member States of the African Region, 
noted that, although the baseline assessment of gender integration in WHO in 2008 had used a 
comprehensive analysis, little progress had been made in implementing the 2009 strategy for 
integrating gender analysis into the work of WHO. The progress report in 2010, Gender 

mainstreaming in WHO: where are we now?, did not mention strategic direction 1, indicating that 
work was needed to build capacity and create an institutional environment that allowed staff members 
to apply gender analysis skills to their work. Under strategic direction 2, the report did not mention 
planning, programme or country cooperation strategies. Although there had been a 1.8% overall 
increase in the number of women in professional categories between 2007 and 2009, the numbers in 
country offices had declined. Performance at the top management level had not been tracked. Little 
progress had been made under strategic direction 3, and none at all under strategic direction 4. Top 
management should pay due attention to strategic direction 4 in order to establish accountability and 
should take the lead in implementing the new initiative. 

The indicator used for measuring strategic direction 4 was the proportion of speeches made by 
the Director-General and regional directors that included at least one reference to gender. It would be 
more appropriate to track accountability on the basis of implementation of the strategy. Furthermore, 
most recommendations from the baseline assessment had not been addressed in the progress report. 
More effort was needed to address the strategic indicators. WHO reform should take into account 
gender analysis and planning, in order to ensure full implementation of the gender strategy and the 
inclusion of mainstreaming and analysis in health policies, strategies, care delivery and services. 

Dr MANSOOR (Iraq) said that the WHO gender strategy, which he commended, should be 
implemented effectively throughout the Organization in order to make the best use of the available 
human resources and to ensure equality in the workplace, taking into account the specificities of each 
country. 
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Dr BEARD (Gender, Women and Health) said that he had noted the comments on the slow 
progress being made in gender mainstreaming. Despite capacity-building initiatives, the pace of 
change had been frustratingly slow. Both the quantative review and the suggestions of delegates on 
how the indicators could be refined would help to make the strategy more effective in the future. The 
accountability measures suggested by the delegate of the Netherlands were particularly pertinent. In 
response to the question from the delegate of Thailand about progress within WHO, he said that about 
43% of managers classified their programmes as gender responsive, but the indicator needed to be 
validated.  

I. Progress in the rational use of medicines (resolution WHA60.16) 

Mr KUDO (Japan) observed that inappropriate use of medicines could harm patients even 
though their quality, safety and effectiveness had been assured. Rational use of medicines was 
essential for ensuring proper medical care for patients. Comprehensive efforts were required to 
enhance the rational use of medicines, including ensuring the safety of medicines and monitoring 
sales, strengthening human resources and health-care systems and providing information to the public. 
WHO should continue to take the initiative in rational use of medicines. 

Mr DRIECE  (Netherlands) said that the rational use of medicines was an essential element of 
health and pharmaceutical policy. It was relevant to many health issues, such as the quality, 
organization and cost of care, as well as antimicrobial resistance. His Government attached great 
importance to the matter and, in 2010, had organized a European workshop on improving information 
for patients, with WHO. It was preparing for a ministerial summit on the rational use of medicines, to 
be held in Amsterdam in October 2012, to coincide with the Centennial Congress of the International 
Pharmaceutical Federation, with the aim of providing an opportunity to discuss the rational use of 
medicines at the political level. 

Professor NIKIEMA (Burkina Faso), speaking on behalf of the Member States of the African 
Region, said that, since adoption of resolution WHA60.16, considerable progress had been made, in 
particular in training health professionals to use best practice when prescribing and by promoting the 
rational use of medicines in health institutions in several countries including the Central African 
Republic, Chad, Ethiopia, Mali, Senegal and Zambia. A national communication strategy to improve 
rational use in communities had been adopted in the United Republic of Tanzania. The capacity of 
technical committees in seven countries had been reinforced for new projects on better medicines for 
children, and seven countries had revised their national lists of essential medicines and their treatment 
guides. In order to consolidate the progress made, the Regional Office for Africa had launched a study 
on resistance to antibacterial agents used in the treatment of diseases of public health importance in 
Burkina Faso, Ethiopia and Zambia. The results of a household survey in five African countries were 
being analysed to identify indicators of the use of antibiotics. 

The report showed that, although there had been real progress, it was not enough. Most Member 
States in the African Region had neither adopted a plan of action nor allocated sufficient resources to 
promote the rational use of medicines. He therefore called on Member States to redouble their efforts. 

Dr KAJEERATN PRUGAEGO (Thailand) recalled that in 2009 WHO had reported that 
medicines were used inappropriately in more than 50% of cases in developing countries, with 
consequent risks of poor patient outcomes and antimicrobial resistance. In 2006, her country's health 
ministry, with support from WHO and other partners, had initiated an “antibiotics smart use 
programme” in order to promote rational use of targeted antibiotics nationwide by 2012. Guidelines on 
the rational use of medicines had also been issued and widely circulated. Her Government had 
endorsed a national medicines policy and strategy in April 2011, and had an independent strategy on 
the appropriate use of medicines in the public and private sectors and at community level. 

Dr RUSLI (Malaysia) said that, since 2006, rational use of medicines had been a crucial 
component of the national medicines policy in her country. Various strategies were in force to promote 
rational prescribing and appropriate use of medicines by health-care providers and consumers. Those 
strategies were promoted by the Ministry of Health and other stakeholders, in order to maximize 



   

 

 

14 

health outcomes, reduce adverse events and keep health costs within affordable limits. In hospitals, 
dedicated committees were responsible for developing and coordinating in-house medicines and 
treatment policies and for adopting the national essential medicines list. Information centres answered 
questions on medicines and related matters either in person or by telephone, and the Government had 
set up a national pharmacy call centre that was open 24 hours a day, and a dedicated Internet portal. 

Mr CONSTANT (Trinidad and Tobago) said that his country was reviewing its national policy 
in order to integrate the regulation of medicines and related health products, goods and services, 
including food, in the essential public health functions of the Ministry of Health. The medicines 
supply management system was being strengthened, and the pharmaceutical policy, which had been 
formulated in 1990, was being updated. The recent approval of the Caribbean pharmaceutical policy 
by health ministers of the member countries of the Caribbean Community would ensure universal 
access to medicines and appropriate, cost-effective use of medicines by health professionals and 
patients. A subregional strategy and workplan were envisaged, including regulations, norms and 
standards. His country represented the Caribbean Community in the steering committee of the Pan-
American Network for Drug Regulatory Harmonization. His country's progress in the rational use of 
medicines had been facilitated by a partnership coordinated by the European Commission, WHO, and 
Africa, the Caribbean and the Pacific Islands (the EC/WHO/ACP Partnership on Pharmaceutical 
Policies), which had been terminated in September 2010. In order to consolidate the progress made, 
his Government requested that the project be renewed. 

Mrs LUTTERODT (Ghana) said that her Government recognized that the rational use of 
medicines critically affected health financing and outcomes of health-care delivery. She commended 
the Secretariat's innovative approaches to promoting rational medicines use, especially the recruitment 
of highly qualified staff at country level as technical focal points, and she welcomed the issue of the 
list of essential medicines to treat maternal and child health problems, which would contribute to the 
achievement of Millennium Development Goals 4 and 5. 

Rational use of medicines was a cross-cutting matter that was strategic to the delivery of health 
care in Ghana and to national insurance schemes, by reducing waste and increasing efficiency.  
Implementation of resolution WHA60.16 would, however, require partnerships in order to address the 
funding gap. 

She reaffirmed her Government’s commitment to WHO's Essential Medicines and 
Pharmaceutical Policies and the tools developed for their implementation, which  had been used as the 
basis for the sixth edition of the Ghana Standard Treatment Guidelines and Essential Medicines List in 
2010. Ghana was piloting the “better medicines for children” project, although access to paediatric 
medicines was poor. WHO should form appropriate partnerships to ensure that children were not 
offered reconstituted adult medications. 

Monitoring the rational use of medicines required training and good practice on the part of 
health-care personnel, advocacy, behavioural change and clear policies, all of which would involve 
capacity-building and effective monitoring, ideally supported by WHO. She commended WHO's 
planned programme on antimicrobial resistance management, which it was to be hoped Member States 
would support through alliances and partnerships.  

Mr BESANÇON (International Pharmaceutical Federation), speaking at the invitation of the 
CHAIRMAN and on behalf of the World Health Professions Alliance, mentioned the planned 
ministerial summit in October 2012 on the responsible use of medicines. Feedback and factual 
information on prescribing and dispensing patterns indicated that, in community settings, collaboration 
among health-care professionals and delivery of coordinated multidisciplinary care could maximize 
resources and lead to better, more responsible use of medicines and thus improve health outcomes and 
reduce costs. 

He drew attention to the lack of equitable access across the world to essential medicines for 
chronic diseases. That neglected area must be tackled if the Millennium Development Goals were to 
be achieved. Health-care professionals were well placed to advocate better pricing, availability and 
quality as well as rational use of essential medicines for noncommunicable diseases. The Alliance 
called on countries to work collaboratively with national health professional organizations to include 
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rational use of medicines in their plans and to commit the resources needed to implement integrated 
system-based programmes that ensured equitable availability of medicines and health personnel. 

Dr HOGERZEIL (Health Systems and Services) said that the rational use of medicines 
remained a major concern because of the unrealized potential for achieving better health outcomes and 
reducing costs. Although some countries were making progress, others were facing challenges in 
collecting and presenting evidence in order to convince policy-makers. The Secretariat welcomed the 
opportunity to collaborate with the Government of the Netherlands in organizing the ministerial 
summit on the rational use of medicines, which would draw high-level attention to the topic. In 
preparation for the summit, the Secretariat would compile a review of the potential financial benefits 
of programmes on the rational use of medicines. 

Dr Golem took the Chair. 

J. Implementation by WHO of the recommendations of the Global Task Team on Improving 

AIDS Coordination among Multilateral Institutions and International Donors (resolution 

WHA59.12) 

Dr ORAPAN THOSINGHA (Thailand) thanked the Global Task Team to combat HIV/AIDS 
for its recommendations to strengthen the capacity of networks of multilateral organizations and 
international donors. Countries should nevertheless monitor and evaluate the activities of international 
partners such as WHO, UNFPA and UNICEF and also domestic governmental and nongovernmental 
organizations in order to ensure a reliable, participatory approach. WHO should provide syntheses of 
the outcomes of monitoring and evaluation, including feedback from countries, and inform its partner 
agencies at high-level United Nations meetings. 

Ms KATJIVENA (Namibia), speaking on behalf of the Member States of the African Region, 
said that prevention remained the cornerstone of the regional response to the HIV/AIDS epidemic. 
Therefore, coordination of programmes targeting vulnerable groups, such as young people and mobile 
populations, and focusing on fidelity, fewer sexual partners and condom use remained priorities. She 
welcomed the Secretariat's close collaboration with UNAIDS, Member States, the Global Fund to 
Fight AIDS, Tuberculosis and Malaria and other stakeholders to coordinate and harmonize technical 
support to countries and its contribution to the UNAIDS technical support strategy, which clarified the 
comparative advantages and roles of the UNAIDS secretariat, its cosponsors and other United Nations 
entities and technical support providers. She urged the Secretariat to increase its role in building 
regional and national capacity in order to strengthen the response of the health sector. Formulation of 
national HIV/AIDS strategic plans was enhancing coordination among donors and development 
partners.  

Although WHO’s technical assistance to the AIDS response had increased in the African 
Region, support was still needed in the areas of: health-sector planning, health-system strengthening, 
HIV strategic information, HIV prevention in the health sector and access to health services for 
populations that were most at risk and vulnerable. She expressed appreciation of the achievements 
described in the report, but remaining obstacles included: major funding shortfalls for joint plans; 
domination by agency mandates of joint programmes; differences in skills, capacity and allocation of 
staff between agencies; difficulties in tracking expenditure; and segmented, agency-based 
implementation. WHO should strengthen the coordination of stakeholders in order to address those 
challenges. She welcomed the initiatives for improving coordination of AIDS programmes that 
enhanced sustainable health systems, financing and technical support for the regional response. The 
Region would redouble its efforts to combat HIV in order to reach the long-term goal of zero 
discrimination, zero AIDS-related deaths and zero new infections. 

Dr MANSOOR (Iraq) said that the Global Task Team for Improving AIDS Coordination had 
supported Iraq’s own coordination activities. The Iraqi working group was composed of 
representatives of Government ministries and members of civil society, including people who had 
been affected by AIDS; it was headed by the Minister of Health. Its broad base was intended to ensure 
active participation, so that appropriate decisions could be taken on combating AIDS. The working 
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group also included members of professional associations in an effort to strengthen the ties between 
the public and private sectors. A coordinated effort was required to use fully the available resources, 
especially donor funding.  

Dr RUSLI (Malaysia) supported the recommendations of the Global Task Team and urged other 
Member States to do the same, in line with the “three ones” principle (one agreed HIV/AIDS action 
framework that provides the basis for coordinating the work of all partners, one national AIDS 
coordinating authority, with a broad-based multi-sector mandate, and one agreed country-level 
monitoring and evaluation system) and the "three zeros" goal. WHO should continue to play a key role 
in improving coordination between multilateral agencies, particularly through technical support. She 
welcomed the target set by UNAIDS to eliminate mother-to-child transmission of HIV and congenital 
syphilis by 2015. To that end, the communicable diseases surveillance system needed continuous 
strengthening, particularly for HIV and sexually transmitted infections. 

Dr BALL (HIV/AIDS) said that, since the adoption of resolution WHA59.12, much had 
changed in the HIV environment and the structure of multilateral and donor responses. The Second 
Independent Evaluation of UNAIDS and the subsequent UNAIDS Strategy 2011–2015, which had 
taken account of the recommendations of the Global Task Team, had resulted in a new framework for 
monitoring and reporting on the HIV response, including coordination between multilateral and other 
bodies. The endorsement of the global health sector strategy on HIV/AIDS 2011–2015 by the present 
Health Assembly provided a new framework for WHO to report on its efforts as well as to facilitate 
coordination of multilateral and donor responses. Those two strategies would be complementary, 
allowing monitoring to continue. He had noted the comments of the delegates of Namibia and 
Thailand concerning the specific areas in which WHO should strengthen its work, including 
monitoring and evaluation, contributing to high-level meetings and technical support for health-sector 
planning, health-system strengthening, strategic information and prevention among populations that 
were vulnerable and most at risk. 

The Committee noted the reports. 

The meeting rose at 17:45. 
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