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EIGHTH MEETING 

 

Friday, 25 May 2012, at 09:45 

 

Chairman: Mr H. BARNARD (Netherlands) 
 
 
 
1. SECOND REPORT OF COMMITTEE A (Document A65/54) 

Dr MMBUJI (United Republic of Tanzania), Rapporteur, read out the draft second report of 
Committee A. 

The report was adopted. 

 
 
 
2. ORGANIZATION OF WORK 

Dr NABEEL (Pakistan) requested the Committee to discuss agenda item 13.10 on poliomyelitis: 
intensification of the global eradication initiative, earlier than scheduled, preferably once it had 
concluded discussions on item 13.4. 

The CHAIRMAN took it that the Committee was happy to accommodate that request.  

It was so agreed. 
 
 
 
3. WHO REFORM: Item 12 of the Agenda (Documents A65/5, A65/5 Add.1, A65/5 Add.2, 
A65/5 Add.3, A65/40, A65/43 and A65/INF.DOC./6) (continued from the seventh meeting, section 1) 

The CHAIRMAN drew attention to the following amended draft decision on WHO reform: 

The Sixty-fifth World Health Assembly, 
PP1 Having considered the documents on WHO reform presented to the World Health 

Assembly;1 
PP2 Having taken into account the deliberations held and the decisions made on WHO 

reform during the 129th session of the Executive Board in May 2011, the special session on 
reform of the Executive Board in November 2011, the 130th session of the Executive Board in 
January 2012, and the meeting of Member States on programmes and priority setting in 
February 2012, 

                                                      
1 Documents A65/5, A65/5 Add.1, A65/5 Add.2, A65/5 Add.3, A65/40, A65/43 and A65/INF.DOC./6. 
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DECIDED: 
Programmatic reforms 
(1) (a) to endorse welcome [Brazil: agreed] the Chairman’s report on the meeting 

of Member States on programmes and priority setting and the criteria, categories 
and timeline set out in its three appendices;1 
(b) to request the Director-General to use the agreed framework2 and guidance 
provided by the Sixty-fifth World Health Assembly especially concerning health 

determinants and equity [Switzerland: agreed] in the formulation of the draft 
Twelfth General Programme of Work and the Proposed programme budget 2014–
2015; 

Governance reforms 
(2) to endorse the decision of the Executive Board at its special session in November 
20113 to strengthen, streamline and improve the methods of work and roles of the 
governing bodies; 
(3) (a) [to maintain the present schedule of the governing bodies meetings] and 

return to the topic in January 2013 [USA: agreed] and in preparation to 

present a feasibility study on the possibility of shifting the financing year; 

[Denmark on behalf of the EU: agreed] 

OR 
(b) [to move the meeting of the Programme, Budget and Administration 
Committee of the Executive Board and the session of the Executive Board to early 
February]; 

OR 
(c) [to increase the interval between meetings of the Programme, Budget and 
Administration Committee and sessions of the Executive Board]; 

OR 
(d) [to revise the annual cycle to start with Regional Committees in January and 
end with the Health Assembly in the last quarter of the year]; 

(4) to endorse the following proposals for enhancing alignment between the Regional 
Committees and the Executive Board; 

• that Regional Committees be asked to comment and provide input to all 

global strategies, policies and legal instruments such as conventions, 

regulations and codes; 

• that the Health Assembly refer specific items to the Regional Committees to 

benefit from diverse regional perspectives; 
• that chairpersons of the Regional Committees routinely submit a summary 

report of the Committees’ deliberations to the Board; 
• that Regional Committees consider proposing through their summary 

reports agenda items to the Board as well as draft resolutions on items on 

the Board’s agenda; 
(5) to endorse the following proposals for increasing harmonization across the 
Regional Committees in relation to the nomination of Regional Directors, the review of 
credentials, and participation of observers; 

                                                      
1 See document A65/40. 
2 See document A65/5 Add.1. 
3 Decision EBSS2(2). 
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Nomination of Regional Directors 

• that Regional Committees that have not yet done so, in line with principles 

of fairness, accountability and transparency, establish; 

(1) criteria for the selection of candidates; and 

(2) a process for assessment of all candidates’ qualifications; 

Review of credentials of Member States 

• that Regional Committees that have not yet done so appoint credentials 

committees or entrust the task of reviewing credentials to the officers of the 

Committee; 

Participation of observers 

• that Regional Committees that have not yet done so ensure that there is an 

explicit procedure that enables them to invite observers to attend their 

sessions, including as appropriate, Member States from other regions, 

intergovernmental and nongovernmental organizations; 

(6) to note that the revised terms of reference for the Programme, Budget and 
Administration Committee will be presented to the Executive Board at its 131st session; 
(7) to endorse the following proposals for streamlining decision-making and to 
improve governing body meetings according to paragraph 43 of document A65/5, 

except (c)[Thailand]; 

(a) that the Officers of the Board use criteria, including those used for 

priority setting in the GPW, in reviewing items for inclusion on the Board’s 

agenda; 

(b) that the Board consider amending its rules and procedures in order to 

manage the late submission of draft resolutions; 

(c) that reporting requirements on all resolutions be limited to a maximum of six 
instances, unless otherwise decided by the Health Assembly;[Thailand: agreed] 

(d) make more better use of the Chairman’s summaries, reported in the 

official record, in cases where a formal resolution is not deemed to be essential 

with the understanding that it does not replace formal resolutions; [Iran: 

agreed] 
(7bis)  to request the Director General in consultation with Member States to: 

(a) propose options on possible changes needed in the rules of procedure of 

the governing bodies to limit the number of agenda items and resolutions; 

(b) propose options on how to streamline the reporting of and 

communication with Member States; [Switzerland: agreed] 
(8) to request the Director-General: 

(a) to present a draft [Argentina: agreed] policy [Denmark on behalf of EU: 

agreed] paper on WHO’s engagement with nongovernmental organizations to the 
Executive Board at its 132nd session in early 2013; 
(b) to present a draft policy paper on the relationships with private commercial 
entities to the Executive Board at its 133rd session in May 2013; 
(c) to present a report on WHO’s hosting arrangements of health partnerships 
and proposals for harmonizing work with hosted partnerships to the Executive 
Board at its 132nd session in early 2013; 
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And further, in support of the development of the documents described in 
subparagraphs (8)(a)(b) and (c), that the Director-General be guided by the 
following principles: 

(i) the intergovernmental nature of WHO’s decision-making remains 
paramount; 
(ii) the development of norms, standards, policies and strategies, which 
lies at the heart of WHO’s work, must continue to be based on the systematic 
use of evidence and protected from influence by any form of vested interest; 
(iibis)  the need for due consultation with all relevant parties keeping in 

mind the principles and guidelines laid down for WHO’s interactions 

with Member States and other parties; [India: agreed] 

(iii) any new initiative must have clear benefits and add value in terms of 
enriching policy or increasing national capacity from a public health 
perspective; 
(iv) building on existing mechanisms should take precedence over creating 
new forums, meetings or structures, with a clear analysis provided of how 
any additional costs can lead to better outcomes; 

Managerial reforms 
(9) to note progress made in relation to strengthening technical and policy support to 
all Member States; 
(10) to note progress made in relation to staffing policy and practice; 
(11) to request the Director-General, based on guidance received from the Sixty-fifth 
World Health Assembly, to further develop the proposals to increase the transparency, 
predictability and flexibility of WHO’s financing for presentation to the Executive Board 
at its 132nd session; 
(12) to note progress on developing WHO’s internal control framework; 
(13) to note progress made in the areas of accountability, risk management, conflict of 
interest, and the establishment of an ethics office; 
(14) to note that the draft WHO Evaluation Policy will be presented to the Executive 
Board at its 131st session; 
(15) (a) to note the findings and recommendations of the Stage one evaluation report 
presented by the External Auditor;1 
(15) (b) to proceed with the second stage of the independent evaluation in line with 
the terms of reference as outlined in the report of the External Auditor to note the 

proposed terms of reference of the second stage of the independent evaluation as 

outlined in the report of the external auditor and to request the Director-General to 

provide a paper on the specific modalities of this evaluation for consideration of the 

132th EB; [Denmark on behalf of the EU: agreed] 
(16) to note progress made in the area of strategic communications;2 
(17) to endorse the decisions and conclusions reached by the Board at its special session 
on reform with regard to organizational effectiveness, alignment and efficiency; financing 
of the Organization; human resources policies and management; results-based planning, 
management and accountability, and strategic communications;  

                                                      
1 Document A65/5 Add.2. 
2 Decision EBSS2(3). 
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(18) to request the Director-General to report through the 132nd Executive Board to 

the Sixty-sixth World Health Assembly on the basis of a monitoring and 
implementation each year, through the Executive Board, to the Health Assembly 

[Denmark on behalf of EU: agreed] framework on progress in the implementation of 
WHO reform. 

The CHAIRMAN recalled that the Committee had agreed most of the text of the draft resolution 
at its seventh meeting and encouraged delegations to limit their comments to paragraphs 4, 5 and 7(a) 
and (b). 

Mr DESIRAJU (India) proposed adding the words “at the 132nd session of the Executive 
Board” before the words “January 2013” in subparagraph 3(a). 

Dr SILBERSCHMIDT (Switzerland) said that the French version of the first bullet point in 
paragraph 4 should include a reference to “global strategies” as the English text did. He proposed to 
add a new bullet point in paragraph 4, after the first two bullet points, one that would draw on 
paragraph 25 of the report contained in document A65/5 and would read: “That regional committees 
adapt and implement strategies for which they have provided input instead of developing additional 
region-specific strategies.” 

Dr AGHAZADEH KHOEI (Islamic Republic of Iran) said that the reference to “an explicit 
procedure” for the participation of nongovernmental organizations in paragraph 5 was too vague and 
should be replaced with the words “relevant rules within their rules of procedures”. He did not think it 
necessary to refer to paragraph 43 of document A65/5 in paragraph 7, and proposed that the 
introductory part of that paragraph should terminate with a colon after the words “governing body 
meetings”. The words “it does” should be replaced by the words “they do” in the last line of 
subparagraph 7(d). 

Dr DAULAIRE (United States of America) said that he believed that the proposal contained in 
the last bullet point in paragraph 4 was premature and suggested that it should be removed. 

At the invitation of the CHAIRMAN, Dr DAYRIT (Secretary) read out the amendment 
proposed by the delegate of Switzerland: “That regional committees adopt and implement global 
strategies for which they have provided input instead of developing additional region-specific 
strategies.” 

Mrs ESCOREL DE MORÃES (Brazil) said that she objected to that wording. It was important 
that global strategies could be adapted to regional specificities and circumstances as required. 

Dr ST. JOHN (Barbados) said that she, too, would have difficulty accepting language that 
prevented the adaptation of global strategies. 

Dr SILBERSCHMIDT (Switzerland) said that the language he had proposed was not his own, 
but was drawn directly from paragraph 25 of the report: the purpose of his proposal was to encourage 
regional committees to adapt the existing global strategy rather than to write their own, since that 
might result in competing strategies. 

Dr DAULAIRE (United States of America) sought clarification as to whether the proposal by 
the delegate of Switzerland used the word “adopt” or “adapt”. 
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Mr FILLON (Monaco) said that he supported the proposal by the delegate of Switzerland, 
which was in line with the report and avoided the possibility of having competing strategies. 

Mrs ESCOREL DE MORÃES (Brazil) asked to hear the wording of the proposal again. She 
wished to be certain that the wording would allow regional committees the flexibility and freedom to 
adapt strategies to the specificities of regions and subregions. 

Dr RODRÍGUEZ (El Salvador) said that a number of comments made by her delegation during 
the fifth meeting, and proposals submitted in writing on multilateralism, primary health care, the need 
to strengthen WHO’s policies and activities and the need for various cooperation strategies, especially 
cooperation among countries, had not been incorporated into the text. She asked whether changes were 
still to be made to the document or whether it was considered to be final. 

The DIRECTOR-GENERAL assured the delegate of El Salvador that the comments made by 
her delegation would be included in the next draft of the twelfth general programme of work. 

Dr SILBERSCHMIDT (Switzerland) said he concurred with the delegate of Brazil on the need 
to allow for the possibility of adaptations and clarified that his proposal contained the word “adapt”, 
not “adopt”. 

Mr AGHAZADEH KHOEI (Islamic Republic of Iran) expressed concern that the phrase “for 
which they have provided input” might give rise to a disincentive to provide input, since regional 
committees that failed to do so might claim the freedom to develop their own strategies. 

Ms KRARUP (Denmark), speaking on behalf of the Member States of the European Union, 
expressed support for the proposal by the delegate of Switzerland, which was also linked to 
paragraph 24 of the report. Encouraging regional committees to adapt existing strategies was a good 
way of avoiding duplication and overlap, which was a goal of the reform process, and would also 
strengthen alignment between the three levels of the Organization. 

The CHAIRMAN suggested that the proposal by the delegate of Switzerland might be 
shortened to read: “That regional committees adapt and implement global strategies.” 

Dr ST. JOHN (Barbados) welcomed the proposal from the Chairman. 

Mr KÜMMEL (Germany) said that he strongly supported the proposal but wished to add the 
words “as appropriate”. 

Dr DAYRIT (Secretary) said that the proposal would be to add a new bullet point to 
paragraph 4, positioned after the first two bullet points, which would read, “That regional committees 
adapt and implement global strategies, as appropriate.” 

The CHAIRMAN said that, in the absence of any objection, he took it that the Committee 
wished to adopt the draft decision, as amended. 

The draft decision, as amended, was adopted.
1
 

                                                      
1 Transmitted to the Health Assembly in the Committee’s third report and adopted as decision A65(9). 



A65/A/PSR/8 

 

 

 

 

 

 

8 

4. TECHNICAL AND HEALTH MATTERS: Item 13 of the Agenda (continued) 

Nutrition: Item 13.3 of the Agenda (Documents A65/11, A65/11 Corr.1 and A65/12) (continued) 

• Maternal, infant and young child nutrition (continued from the seventh meeting, section 2) 

The CHAIRMAN drew attention to a revised version of the draft resolution proposed by 
Canada, Mexico, Swaziland and the United Kingdom of Great Britain and Northern Ireland, which 
incorporated amendments proposed during the previous meeting: 

The Sixty-fifth World Health Assembly, 
PP1 Having considered the report on maternal, infant and young child nutrition: draft 

comprehensive implementation plan, 

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

2. URGES Member States, to put into practice, as appropriate, the comprehensive 
implementation plan on maternal, infant and young child nutrition, including: 

(1) revising nutrition policies so that they comprehensively address the double burden 
of malnutrition and include nutrition actions in overall country health and development 
policy, and establishing effective intersectoral governance mechanisms in order to expand 
the implementation of nutrition actions with particular emphasis on the framework of the 
global strategy on infant and young child feeding [paragraph 31(a), (b), (c) from the 
comprehensive implementation plan]; 
(2) developing or where necessary strengthening legislative, regulatory and/or other 
effective measures to control the marketing of breast-milk substitutes [paragraph 38(d) 
from the comprehensive implementation plan]; 
(3) establishing a dialogue with relevant national and international parties and forming 
alliances and partnerships to expand nutrition actions with the establishment of adequate 
mechanisms to safeguard against potential conflicts of interest [paragraph 31(e) from the 
comprehensive implementation plan]; 

3. REQUESTS the Director-General: 
(1) to provide clarification and guidance on the inappropriate promotion of foods for 
infants and young children as mentioned in resolution WHA63.23; 
(2) to support Member States to monitor and evaluate policies and programmes, 
including those of the global strategy for infant and young child feeding with the latest 
evidence on nutrition; 
(3) to develop risk assessment and management tools to safeguard against conflicts of 
interest in country level policy development and implementation of nutrition 
programmes. 

Dr LARSEN (Norway) proposed that the words “country level” be removed from 
subparagraph 3(3), as conflicts of interest were not limited to country level. 

Dr AL-TAAE (Iraq) proposed that subparagraph 3(3) be deleted in its entirety. 
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Dr BOODAI (Kuwait) proposed adding the words “strategies to tackle childhood obesity that 
could project into the future as noncommunicable diseases in adulthood” after the words “and young 
child feeding” in subparagraph 2(1). 

Ms CHANESTA (Swaziland), speaking also on behalf of the other sponsors of the draft 
resolution, said that she could not agree to the deletion of subparagraph 3(3), but she concurred with 
the delegate of Norway that the words “country level” must be removed, as they entirely changed the 
intended meaning of the subparagraph. The version of the subparagraph proposed during the seventh 
meeting should remain. 

Dr AL-TAAE (Iraq) said that the subparagraph seemed to belong in paragraph 2, as it referred 
to an action required of Member States rather than of the Director-General. However, if the words 
“country level” were deleted, he could agree to the subparagraph. 

Ms BULLINGER (Switzerland) proposed an addition to subparagraph 3(1), which would read 
“taking into account the ongoing work of the Codex Alimentarius”. 

Mr DESIRAJU (India) said that the deletion proposed by the delegate of Norway would result 
in a text that better reflected the intended meaning of subparagraph 3(3). 

Dr DAULAIRE (United States of America) expressed support for the proposal by the delegate 
of Norway, noting that safeguards against conflicts of interest would also be covered by the broader 
reform process under way. He also supported the proposed inclusion of a reference to the Codex 
Alimentarius Commission. 

Ms WISEMAN (Canada) expressed support for the amendment by the delegate of Switzerland 
and suggested that for clarity it might be useful to include the words “to support countries” at the 
beginning of subparagraph 3(3). 

Dr MMBANDO (United Republic of Tanzania) said that he supported the draft resolution and 
the position of Swaziland on subparagraph 3(3). 

Dr THAKSAPHON THAMARANGSI (Thailand) said that his country wished to cosponsor the 
draft resolution, to which he proposed four amendments. In subparagraph 2(1), he proposed to replace 
the word “revising” with “developing and strengthening”. He proposed the addition of two new 
subparagraphs in paragraph 2, which would read, “to develop national targets in accordance with the 
global targets contained in the comprehensive implementation plan, taking into account national 
priorities and contexts” and “Strengthening national and local capacity, including the competency of 
the health workforce, in developing nutrition actions”. Lastly, he proposed a new subparagraph in 
paragraph 3, which would read “to report to the Sixty-seventh World Health Assembly through the 
Executive Board on progress of this resolution together with the report on progress in implementing of 
the Code of Marketing of Breast-milk Substitutes and related Health Assembly resolutions”. 

Ms CHANESTA (Swaziland) thanked the delegate of Canada for her proposed amendment, but 
said that she would prefer to leave the subparagraph as it was drafted, excluding the words “country 
level”. She could accept the amendments proposed by the delegates of Switzerland and Thailand. 

Dr DAULAIRE (United States of America), noting that the delegate of Thailand had objected 
during the Committee’s seventh meeting to the consideration of amendments that were not available in 
written form, said that, although he could accept the proposal to substitute the words “developing and 



A65/A/PSR/8 

 

 

 

 

 

 

10 

strengthening” for the word “revising”, he could not agree to the addition of three new subparagraphs 
without seeing them in writing. 

Dr THAKSAPHON THAMARANGSI (Thailand) said that he would submit his proposals in 
writing. The proposals were important, but he did not believe that they affected the main content of the 
comprehensive implementation plan; they would help to ensure that it was put into action effectively. 

Ms WISEMAN (Canada) said that her hope from the outset had been to have a simple 
endorsement of the plan. While she appreciated the amendments put forward by the delegate of 
Thailand, she was concerned by the addition of new paragraphs to the carefully negotiated text. Since 
many of the elements that he proposed to add were included in the comprehensive implementation 
plan, she saw no need to include them in the resolution. 

Ms BENNETT (Australia) expressed support for the positions taken by the delegates of Canada 
and the United States of America. She wished to see the draft resolution adopted that day, and 
therefore advocated sticking as closely as possible to the compromise text. She agreed that the words 
“country level” should be deleted from subparagraph 3(3), as their inclusion changed the original 
intent of the text. She could accept the amendment proposed by the delegate of Switzerland as all 
Member States seemed to agree on the need to avoid replicating the work of the Codex Alimentarius 
Commission. 

Dr JACOBS (New Zealand), endorsing the comments made by the delegates of Canada and 
Australia, said that it was time to move forward and reach agreement. 

Dr ST. JOHN (Barbados) said that she, too, wished to see the draft resolution adopted without 
further delay. Arguments over nuances of language in the draft resolution must not stand in the way of 
endorsement of the comprehensive implementation plan. She could accept the proposal by the delegate 
of Norway to remove “country level” and the reference to the Codex Alimentarius proposed by the 
delegate of Switzerland. 

Ms SCHJØNNING (Denmark), speaking on behalf of Member States of the European Union, 
said that she was willing to consider the amendments proposed by the delegate of Thailand but tended 
to agree that it was important to move forward and to adopt the draft resolution that day. She could 
accept the proposal to use the words “developing and strengthening” in subparagraph 2(1). 

Dr THAKSAPHON THAMARANGSI (Thailand) pointed out that the text of the current draft 
of the resolution had not been available to him until shortly before the present meeting. He requested 
time for his delegation to engage in informal discussions with other interested delegations. 

Ms WISEMAN (Canada) said that she wished to take action on the draft resolution without 
delay. She could accept the proposal to use the words “developing and strengthening” in subparagraph 
2(1), but she did not think it appropriate to refer to strategies to tackle childhood obesity in that 
subparagraph, as the plan focused specifically on children under the age of five years. 

The DIRECTOR-GENERAL said that, as she saw it, the Committee could either decide to take 
the time to hold informal discussions or proceed to approve the draft resolution as amended. She noted 
that it had been pointed out that most of the amendments proposed by the delegate of Thailand were 
included in the draft comprehensive implementation plan. 
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Mrs ESCOREL DE MORÃES (Brazil) said that, even if the text proposed by the delegate of 
Thailand were in the implementation plan, it might be desirable to highlight certain concepts in the 
resolution. It was difficult to decide, however, without seeing the proposals in writing. The Committee 
should do the delegate of Thailand the courtesy of looking at whether his proposals should be 
incorporated. 

Ms CHANESTA (Swaziland) said that she supported the proposal by the delegate of Thailand 
to request the Director-General to report back to the Health Assembly. Such a provision was standard. 
She was concerned that the addition of the phrase “with the latest evidence on nutrition” in 
subparagraph 3(2), as proposed by the delegate of Japan in the previous meeting, might mean that 
support for monitoring and evaluation would not be provided if there was no new evidence. 

Dr TAKEI (Japan) explained that his proposal had been intended to ensure that policies were 
evaluated using evidence; to clarify, the words “based on the evidence available” might be inserted 
after “policies and programmes”. 

Ms TYSON (United Kingdom of Great Britain and Northern Ireland) said that it was regrettable 
that substantive amendments had been proposed at such a late stage. She supported the proposal 
regarding reporting, but stressed that reporting arrangements should be aligned with those set out in 
resolution WHA63.23. She urged the Committee to come to a decision during the present meeting so 
that it could turn its attention to other agenda items. 

Dr THAKSAPHON THAMARANGSI (Thailand) said that he could withdraw his amendment 
on developing national targets as it was contained in the draft comprehensive implementation plan, 
which the draft resolution endorsed. He had heard support for his proposal to use the words 
“developing and strengthening” in lieu of the word “revising”, and for the proposal to request the 
Director-General to report back, and had heard no objection to the content of his proposal to include a 
paragraph on strengthening local and national capacity. He hoped therefore that those three 
amendments would be judged acceptable by the Committee. 

Dr DAULAIRE (United States of America) said that he could accept the amendment to 
subparagraph 2(1), but urged the delegate of Thailand to withdraw the proposed additional 
subparagraphs. He was prepared to take part in informal discussions, but in that case he would not be 
in a position to take a decision on the draft resolution before the following day. 

Ms BENNETT (Australia) agreed that Member States would need to see the text of the 
proposed amendments in writing before taking a decision on the draft resolution. She could accept the 
proposed amendment to subparagraph (2)1 with the addition of the words “as appropriate”. 

Dr THAKSAPHON THAMARANGSI (Thailand) said that his delegation had not been notified 
of the informal discussions that had produced the current draft of the resolution and therefore had been 
unable to put forward its amendments at an earlier stage. He stood ready to engage in informal 
discussions with a view to reaching consensus. 

The CHAIRMAN suggested that the discussion on the item should be suspended and a small 
drafting group convened to formulate a text that would be acceptable to all. 

It was so agreed. 
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(For continuation of the discussion and approval of the draft resolution, see the summary record 
of the ninth meeting.) 

Early marriages, adolescent and young pregnancies: Item 13.4 of the Agenda (Document A65/13) 

Mr LASKAR (Bangladesh) welcomed the report, noting the in-depth description it provided of 
the links between early marriage and early pregnancy and the associated maternal health risks. 
Although improved access to education for girls, women’s participation in the job market, 
empowerment programmes and legislative measures had contributed to a reduction in early marriage 
and adolescent pregnancy in Bangladesh, both remained common among less-educated and socially 
conservative families. The Government planned to introduce an online marriage registration system 
that would help to prevent the marriage of girls and boys below the permissible age. WHO should 
continue to support countries in social advocacy and health education activities in order to discourage 
early marriages and adolescent pregnancies. 

Dr QIN Geng (China) supported the recommendations of the report, which addressed an 
important topic that was closely linked to the achievement of the Millennium Development Goals. The 
Government of China took a multisectoral approach to the important issue of adolescent reproductive 
health that included sexual health education and the regulation of health care services. China stood 
ready to take part in international cooperation and exchanges of experience. He called on WHO to 
mobilize the global community to accord higher priority to issues relating to early marriage and 
pregnancy, support Member States in choosing the interventions best suited to their situations and 
provide technical and financial support, particularly to developing countries. 

Dr DLAMINI (South Africa) said that the report provided a platform for strengthening the 
reproductive and sexual health and rights of adolescent girls. While early marriage was not a 
significant problem in South Africa, adolescent pregnancy was, as was HIV infection among young 
women. Adolescents were at high risk of complications during pregnancy, regardless of their marital 
status, and it was essential that they be provided with information on pregnancy prevention, sexual and 
reproductive health and rights, and prevention of HIV infection and other sexually transmitted 
infections. They must also have access to reproductive health services. 

Dr AL-TAAE (Iraq) noted the importance of the topics of early marriage and adolescent 
pregnancy, particularly with regard to the Millennium Development Goals relating to gender equality 
and maternal health. It was important to raise awareness of the health risks associated with early 
marriage and early pregnancy, including the increased risk of maternal mortality. Action should be 
taken at the primary health care level to address the health of the newborn. Family planning centres 
should also address the issue. 

Ms ERSHADI (Islamic Republic of Iran) affirmed the importance of access to maternity 
services as a means to reducing maternal mortality and rates of HIV/AIDS and other infectious 
diseases. Successful intervention to prevent early marriage and pregnancy required an understanding 
of the various moral, religious, social and cultural contexts in which they occurred; a one-size-fits-all 
approach might not be appropriate and that should be reflected in the report. She highlighted the 
decisive role of family integrity in addressing the difficulties of early marriage and adolescent 
pregnancy. 

Mr URQUIDO VELÁSQUEZ (Colombia) said that adolescent pregnancy was both a social 
problem and a public health issue. Addressing the issue required a multisectoral approach that 
addressed its various social determinants. Services must be adapted to the particular needs of 
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adolescents. Sexual education programmes should begin in early childhood and continue throughout 
the school cycle and should focus less on the physiological aspects of reproduction and more on 
communication, self-esteem and negotiation and decision-making skills. Policies to encourage young 
people to stay in school and social support networks to help them to find employment were needed. It 
was also important to work to eliminate gender inequalities in childhood and adolescence. 
Adolescents’ opinions should be sought and they should be involved in creating intervention 
strategies. 

He urged the Health Assembly to accord the issues of early marriage and adolescent pregnancy 
the importance they deserved and to call on the Director-General to promote relevant policies and 
strategies. There was an urgent need to invest in preventing adolescent pregnancy in developing 
countries in order to break the cycle of poverty. 

Mr DELGADO (Cape Verde), speaking on behalf of the Member States of the African Region, 
said that, while early marriage existed throughout the world, it particularly affected girls in Africa and 
South-East Asia. Early marriage led to social exclusion of young women and increased their risk of 
early pregnancies and sexually transmitted diseases; it also interrupted girls’ education, reduced their 
opportunities for occupational training and served to entrench gender-based poverty, and was thus a 
violation of young women’s human rights. Pregnancy in adolescent girls was often linked to factors 
beyond their control, such as abuse, the absence of parents and poverty. It was also linked to lack of 
access to information on sexuality and to contraceptive methods and services. An improved 
understanding of sexuality and family planning, coupled with higher levels of educational attainment 
among adolescents, would contribute to the achievement of the Millennium Development Goals. He 
called on all Member States to support and implement the measures recommended in the report. 

Mrs REITENBACH (Germany) said that the report clearly showed the interdependence 
between early marriage and pregnancy and progress towards Millennium Development Goals 2 to 6. 
Early marriages and pregnancies had severe consequences for girls, including termination of 
education, inability to plan family size, complications linked to pregnancy at a young age and 
vulnerability to HIV infection. A rights-based family planning initiative introduced by her 
Government aimed to provide information, education and access to modern contraceptive methods. 
Low rates of adolescent pregnancy in her country could be attributed to formal comprehensive 
sexuality education starting in primary school. The Federal Centre for Health Education, a WHO 
collaborating centre, in cooperation with the Regional Office for Europe had developed standards for 
sexuality education based on the common understanding that children and adolescents had the right to 
age-appropriate information to support their development and help them to make healthy choices. The 
standards had been used as an advocacy tool to gain support for the introduction or improvement of 
sexuality education. 

Dr RODRÍGUEZ (El Salvador) said that children as young as 11 years of age were sexually 
active in her country and there were cases of 12-year olds who were expecting a second child and 
14-year olds who were pregnant and infected with HIV. She welcomed the report, but would have 
preferred that it focus more on sexual relations among adolescents than on adolescent marriage. 
El Salvador had launched an intensive public awareness campaign on the subject of adolescent 
pregnancy, which should be treated as a public health issue and a serious social problem and addressed 
through a multisectoral approach. The high rate of suicides among pregnant adolescents in her country 
underscored the need for a mental health approach, as well. 

Dr DJIGUIMDE (Burkina Faso) said that, in his country, one fifth of girls were married when 
they were between 10 and 14 years of age, over 47% were married between 15 and 17 years of age, 
and girls as young as nine years of age were removed from school for marriage. The number of 
adolescents undergoing abortions was rising steadily, presumably because they had little access to 
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contraceptives, information about sexuality and family-planning services. Campaigns to prevent early 
marriage, to distribute contraception, promote literacy and schooling among girls and raise awareness 
had been launched. He thanked those partners involved in improving the health of adolescents in 
Burkino Faso for their support. 

Ms BADJIE (Gambia) observed that many parents encouraged the early marriage of their 
daughters in the hope that it would benefit the family financially and socially. However, child 
marriage was a violation of human rights that compromised the development of girls and often 
resulted in early pregnancy and social isolation. In her country it was prohibited for girls to be 
withdrawn from school for the purpose of marriage. Most adolescents in her country had limited 
access to sexual and reproductive health information because the subject was surrounded by taboos. 
Her Government had taken a number of measures to address the problems associated with early 
marriage and early pregnancy. A programme on reproductive and child health implemented in 
partnership with Chinese Taipei had yielded very positive outcomes. The Gambia had a huge unmet 
need for emergency obstetric care, which was critical in the reduction of maternal and newborn 
mortality and morbidity. She endorsed the recommendations contained in the report. 

Dr BLUMENTHAL (Finland), speaking also on behalf of Denmark, France, Iceland, the 
Netherlands, Norway and Sweden, said that healthy and educated young people could serve as motors 
of economic and social development and it was therefore important to meet their education, health and 
employment needs. WHO had a crucial role to play in coordinating efforts, establishing guidelines and 
recommendations and monitoring progress with respect to sexual and reproductive health and rights. 
Millennium Development Goal 5 (Improve maternal health) was the goal on which the least progress 
had been made. It was to be hoped that the review of the International Conference on Population and 
Development in 2014 would be an opportunity for progress. 

Access to youth-friendly services, modern contraceptives and safe abortion was key to the 
welfare of young people, since it helped them to make informed choices and avoid early pregnancy 
and remain in school. Many young people failed to access such services because those services 
targeted married women. The needs of lesbian, gay, bisexual and transgender youth, groups that were 
often marginalized, should not be forgotten and their access to youth-friendly services should be 
safeguarded. Men and boys had a significant influence on women’s and girls’ sexuality and access to 
contraceptives; sexual health education programmes should therefore target boys from a young age 
and promote responsible and non-violent sexual relationships. 

She commended the report and the guidelines on preventing early pregnancy and unsafe 
abortion, noting that further research on effective interventions was required. Experience showed that 
promoting gender equality, equal education opportunities and developing youth-friendly health-care 
systems and access to contraceptive methods resulted in low levels of unintended pregnancies, 
abortions and sexually transmitted infections. When adolescent sexuality was not condemned or 
stigmatized and appropriate services were provided, adolescent sexual health could be improved at 
low cost. 

Dr PRASAD (India) said that it was important to take a multisectoral approach to early 
marriage and adolescent pregnancy and essential to target interventions on health, nutrition, education 
and life skills. In India, health clinics were being established to provide sexual health guidance and 
treatment. Evidence suggested that the age of marriage was rising and the birth rate among young girls 
falling, factors which should contribute to the achievement of the Millennium Development Goals. 

Dr KAZIHISE (Burundi) said that the subject of the report was of great significance for the 
African Region and for his country, where early marriage and early pregnancy were significant 
concerns. By the age of 19 years, 24% of girls in Burundi had given birth to at least one child. 
Research indicated that adolescent fertility rates were linked to educational attainment. His 
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Government endorsed the recommendations made in the report, with the exception of those relating to 
promotion of access to safe abortion services in cases other than when there was a medical need. 

Dr SLAMET RIYADI YUWONO (Indonesia) noted the importance of focusing on adolescent 
health in order to work towards the achievement of the Millennium Development Goals. His 
Government had adopted a life-cycle approach to maternal and child health encompassing the neonatal 
period, childhood and adolescence and the childbearing years. Since education helped to prevent early 
marriage and pregnancy, the Government had designed a national programme that provided 
information and counselling on reproductive health issues and encouraged young people to take 
responsibility for their reproductive health. He drew attention to the need to respect the diversity of 
regulations, religions, cultures and social backgrounds that could lead countries to embrace diverse 
policies. 

Ms PEREIRA MAGNO (Timor-Leste), speaking on behalf of the Member States of the South-
East Asia Region, said that the Region experienced elevated levels of adolescent pregnancy, mostly as 
a result of early marriage, low rates of contraception use and the influence of cultural and social 
values. Many strategies had been developed to deal with the issue, particularly the development of 
national standards and guidelines on confidential health services and better maternity care for married 
and unmarried adolescents. Challenges to be addressed included lack of data on unwanted pregnancies 
and unsafe abortions among unmarried adolescent girls, an unsupportive policy environment for 
providing contraception and access to safe abortion services, and poor enforcement of minimum age 
requirements for marriage. WHO technical support and advocacy to enable Member States to meet 
those challenges were appreciated and should continue. 

Mrs PARANEE SAWASDIRAK (Thailand) said that technical support should continue to be 
provided to Member States to foster the development of policy and programmes relating to access to 
contraception, safe abortion and adolescent-friendly health services. Highlighting six concerns 
regarding the report, she said that the policy development process should not rely solely on national 
figures, since they concealed discrepancies across social classes within countries, but rather on data 
disaggregated by socioeconomic characteristics. More research was needed on vulnerable groups, such 
as school dropouts, minority groups and homeless youth. Policy should be evidence-based. The 
evidence to date had indicated that encouraging self-esteem, promoting educational opportunity and 
teaching communication skills for sexual relationships were effective approaches. Sociocultural and 
religious contexts should be taken into account when developing policy. Social determinants that 
affected adolescents’ behaviour should also be considered; for example, research in Thailand had 
shown a strong correlation between drinking alcohol and teenage pregnancy. Social media should be 
used to promote healthy behaviour. Legislative and social barriers that prevented pregnant adolescents 
from accessing reproductive health services and education should be eliminated. 

Recognizing that the report’s guidelines would significantly contribute to progress towards 
Millennium Development Goals 4 and 5, her Government was committed and ready to put that 
guidance into action. 

Dr NIK RUBIAH ABDUL RASHID (Malaysia), acknowledging the link between early 
marriage and pregnancy and the health-related Millennium Development Goals, said that her country 
had seen a decline in the adolescent fertility rate in recent years, thanks in part to the adoption of a 
multisectoral approach that included a national adolescent health policy, the introduction of sexuality 
education in both primary and secondary schools, development of educational materials on sexual and 
reproductive health, and universal access to maternity services, regardless of marital status. 

Ms SHAHNAZ WAZIR (Pakistan) said that her Government recognized the personal, social 
and economic consequences of early marriages and early pregnancies and the link between early 



A65/A/PSR/8 

 

 

 

 

 

 

16 

pregnancy and health indicators, in particular low birth weight and maternal and infant mortality, and 
its impact on women’s opportunities for work and education. Her Government had recently enacted 
legislation criminalizing early or forced marriage, sexual harassment and violence against women and 
had enhanced educational and vocational training opportunities for girls. It was committed to the 
achievement of the Millennium Development Goals and urged continued commitment from WHO to 
develop programmes focusing on the links between the goals for education, gender equality and 
health. Noting that reference was made in the report to access to contraception for unmarried couples, 
she stressed that account must be taken of the diversity of societal, cultural and gender norms when 
promoting policies on access to contraception. Her Government had expanded access to contraceptives 
and was promoting reproductive health practices such as delayed marriage and pregnancy and 
adequate birth-spacing that recognized the needs of adolescents and young married couples. 

Ms LÓPEZ DE LLERGO CORNEJO (Mexico), noting that many countries lacked effective 
sexuality education, highlighted the right of all couples to access safe, effective and affordable family 
planning methods. She welcomed the report’s integrated approach and encouraged the Secretariat to 
disseminate the guidelines on preventing early pregnancy and poor reproductive health outcomes 
among adolescents1 in order to support national efforts. Her country had recently put in place a 
specific programme on adolescent sexual and reproductive health and stood ready to share its 
experience with other Member States. 

Dr THIMOTHÉ (Haiti) said that, while early marriage was not common in Haiti, early 
pregnancy was a social and public health problem with significant economic consequences; an 
education programme had been introduced to prevent sexually transmitted infections and adolescent 
pregnancy, and a bill on paternal responsibility was before parliament. Haiti supported the 
recommendations in the report and would further its efforts in the areas of sexual health and family 
planning. 

Mr KOLKER (United States of America) said that forced marriage could be an extreme form of 
gender-based violence, since it was imposed with community and family support and could last a 
lifetime. He applauded the report’s focus on the social and economic vulnerabilities of young women 
and adolescent girls and welcomed the information that many countries were enforcing laws and 
policies to prevent early marriage. He urged Member States to address the social and community 
norms, and in particular the gender equality, that encouraged early marriage and pregnancy. Women 
faced far fewer health risks if they delayed childbearing and were better prepared for motherhood if 
they were allowed to complete their education. WHO had an important role to play in compiling and 
disseminating evidence on the age-related risks of pregnancy and in supporting Member States in 
introducing and adapting evidence-based sexuality and reproductive health education for young 
people, and strengthening their commitment to ending the practice of early marriage, and to preventing 
adolescent pregnancies. 

Dr BRYANT (Australia), noting the report’s findings, particularly the disproportionate risks of 
giving birth during adolescence and the low levels of access to and use of contraception by 
adolescents, said that her Government remained committed to the United Nations Secretary-General’s 
Global Strategy for Women’s and Children’s Health. It also recognized the importance of addressing 
sexual and reproductive health needs in order to achieve Millennium Development Goals 4 and 5, and 
supported equitable access for women and girls to sexual and reproductive health services. The birth 

                                                      
1 WHO Guidelines on preventing early pregnancy and poor reproductive outcomes among adolescents in developing 

countries. Geneva, World Health Organization, 2011. 
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rate among teenaged women in Australia had fallen by more than half between 1975 and 2010. The 
reduction was the result of a wide range of social, economic and educational forces, including 
improved sexuality education and access to contraception and family planning services. 

Ms NÚÑEZ (Chile) said that the protection of adolescents’ health and prevention of adolescent 
pregnancy were being addressed under the national health strategy and an integrated adolescent health 
programme, which sought to improve access to youth-friendly services at the primary health care level 
and an increase in sexual and reproductive health coverage for young people between 10 and 19 years 
of age. It also sought to improve the competencies of professionals in the field of adolescent health 
and promoted the participation of young people in provincial and regional councils as a means of 
ensuring that interventions were tailored to their needs, bearing in mind their developmental stage, 
sex, psychosocial vulnerabilities and cultural diversity. Chile stood ready to share its experience with 
other Member States. 

Dr PHOLSENA (Lao People’s Democratic Republic), welcoming the report, said that early 
marriage and adolescent pregnancy were key risk factors in maternal mortality. His Government had 
introduced a national strategy and a package of integrated maternal, neonatal and child health services 
and offered family planning and reproductive health education at the community level. Midwives and 
other health workers were being trained and deployed. His country looked forward to working with 
development partners to tackle the problems associated with early marriage and pregnancy. 

Dr LANGA (Mozambique) said that early marriage had a significant impact on the vulnerability 
and health outcomes of young people, especially young women, in her country. Although child 
marriage was prohibited in Mozambique, data collected in 2008 showed that some 11% of girls aged 
12–14 were married or living in a stable union and 41% of girls between 15 and 19 years of age were 
or had been pregnant. Nevertheless, some important progress had been made in protecting the rights of 
children and to improve the situation of girls and women subjected to violence, including girls forced 
to marry early. 

Dr RUSIBAMAYILA (United Republic of Tanzania) said that her Government had developed a 
strategy to increase adolescents’ access to and use of sexual and reproductive health services and to 
improve the quality of those services, and the country’s First Lady had advocated against early 
marriage. Increased funding was needed to address adolescent reproductive health issues and to 
leverage funding that was available for action on HIV/AIDS, including funding for the prevention of 
mother-to-child transmission of HIV. Adolescent health should be prioritized through a multisectoral 
approach that sought to prevent early marriage and adolescent pregnancy. 

Dr ALI (Maldives) said that high levels of antenatal care attendance and skilled birth 
attendance, together with the launching of a life skills programme, had helped to reduce adolescent 
pregnancies and their consequences in her country. The lack of data on adolescent pregnancy rates, a 
decrease in contraceptive use and widespread drug use and gender-based violence among young 
people were all challenges faced by the Maldives that required continued support from WHO and 
other partners. 

Dr WAMAE (Kenya) said that early marriage and adolescent pregnancy affected girls 
physically, emotionally, economically and academically and posed a risk to the lives of newborn 
infants. Measures were in place in her country to prevent early marriage and pregnancy, and Kenya 
had enacted legislation in keeping with the Convention on the Rights of the Child, which protected 
children from the negative cultural practices that could lead to early pregnancy. She commended the 
report and expressed the hope that it would lead to greater attention to adolescent health and the 
allocation of more resources. 
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Dr DOUA (Côte d’Ivoire) said that women from the poorest backgrounds were the most 
vulnerable to adolescent pregnancy and early marriage, and that the consequences of early marriage 
identified in the report were visible in Côte d’Ivoire. Effective strategies were needed to respond to the 
reproductive and sexual health needs of young people, including the provision of access to 
reproductive health services and HIV prevention programmes, a reduction in inequalities between men 
and women and enforcement of laws on harmful traditional practices. 

He welcomed the recommendations contained in the report and affirmed his Government’s 
commitment to take action to prevent early marriage and adolescent pregnancy; however, in 
conformity with its legislation, it would limit the practice of abortion to cases where there was a 
medical need. 

Dr Shu-Ti CHIOU (Chinese Taipei) said that Chinese Taipei had recently seen a fall in birth 
rates among adolescents despite increased adolescent sexual activity; at the same time there had been a 
rise in contraception use and a significant increase in the numbers of girls completing higher 
education, which suggested that better opportunities for women in formal education probably played a 
more significant role than other factors in reducing adolescent pregnancy. A recent attempt to raise the 
age of marriage for girls in Chinese Taipei had failed, since allowing girls to marry at the age of 16 
enabled those who became pregnant early to have a legal marriage if they wanted one. That experience 
raised questions as to whether the recommendation to raise the legal age of marriage to 18, contained 
in paragraph 16 of the report, could be universally applicable or effective. Improving educational and 
employment opportunities and access to contraception might be better strategies for supporting 
women’s development. Any strategy for preventing early pregnancy should take differing cultural and 
social contexts into account. 

Monsignor VITILLO (Holy See), speaking at the invitation of the CHAIRMAN, said that his 
delegation understood the serious risks incurred by young women and men who entered into marriage 
before reaching the required affective and physical maturity. It also recognized the need to influence 
family and community norms and stereotypes that were harmful to women, girls and their 
communities. However, it wished to register its serious concern with regard to recommendations in the 
report that promoted access to so-called emergency contraceptives and so-called safe abortion care. 
Human life began at the moment of conception and must be protected, and the Holy See could never 
condone abortion or policies that favoured abortion. Abortion services were not a dimension of 
reproductive health services, and his delegation could not endorse any legislation that recognized 
abortion, which was the antithesis of human rights. 

Ms UPLEKAR (International Alliance of Women), speaking at the invitation of the 
CHAIRMAN, said that lack of effective sexuality education meant that adolescent girls did not know 
that they had choices and lacked information about contraception. All too often, desperate adolescents 
decided to have an abortion. The United Nations Special Rapporteur on the Right to Health in his 
report to the United Nations General Assembly in October 2011 had recommended that States 
decriminalize abortion and facilitate access to a full range of modern contraceptive methods and full, 
complete and accurate information on sexual and reproductive health. Implementing those 
recommendations would benefit women’s health by removing barriers created by national criminal 
law or other legal restrictions. A survey by her organization had shown that laws establishing the 
father’s responsibility for the welfare of his children within and outside marriage were of little help if 
cumbersome procedures and a non-supportive environment discouraged women from turning to the 
courts. Changes in legislation and societal attitudes were needed to pave the way for sexual and 
reproductive health rights, as well as educational opportunities for all girls. 

Mr LEFEBVRE (International Federation of Medical Students’ Associations), speaking at the 
invitation of the CHAIRMAN, said that continued support of sexual health education and services 
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were the means to ensure that the health-related Millennium Development Goals highlighted would be 
met, in particular Goals 2 and 3 on universal education and gender equality, which were connected 
with reproductive rights. Member States should continue to encourage access to education for both 
girls and boys, since it was the lynchpin in the prevention of early pregnancy. Sexuality education 
should aim to promote changes in attitudes and instil in boys the idea that they shared responsibility 
for preventing pregnancy. The assurance of reproductive rights would provide a strong foundation for 
the achievement of gender equality. 

Ms BERGER (The Save the Children Fund), speaking at the invitation of the CHAIRMAN, said 
that a family planning summit to be held in London in July 2012 would be an opportune moment for 
Member States to demonstrate their commitment to remedying the unmet need for family planning 
services, which were among the most effective of public health measures. They helped to prevent 
unwanted pregnancies, empower women and girls and reduce the health risks associated with 
unplanned pregnancies. She emphasized the need to make access to modern methods of family 
planning more equitable, so as to ensure that poorer adolescents and those living in rural and remote 
areas or marginalized communities were not excluded. Married adolescent girls should be specifically 
targeted in community-based family planning initiatives. All young people should have access to 
quality, youth-friendly health services provided by skilled health workers who were sensitive to their 
particular needs, and adolescents should always give birth in a health facility staffed by skilled birth 
attendants owing to their increased risk of complications. Sexuality education should begin early in 
adolescence, as it was easier to form positive norms at that stage than to change them in later on. 
National legislation and policies should protect girls from harmful practices such as early marriage and 
guarantee the equal status of women and girls in the home, the community and the workplace. 

Ms TEN HOOPE-BENDER (International Confederation of Midwives), speaking at the 
invitation of the CHAIRMAN, said that adolescents were a particularly vulnerable group in terms of 
sexual and reproductive health outcomes. Early marriage was a significant factor in adolescent 
pregnancy, which denied girls their right to education and their right to the highest attainable standard 
of health, and was part of a cluster of harmful cultural practices that included female genital 
mutilation. Millennium Development Goals 4 and 5 on the reduction of maternal and child mortality 
were in danger of being missed unless such harmful practices were addressed in a coordinated and 
systematic manner, including scaling up and strengthening nursing and midwifery services, which 
would help to reduce maternal and newborn mortality. She called on the Secretariat and Governments 
to combat harmful cultural practices including early marriages and to improve access to reproductive 
health services, including family planning and antenatal care for adolescents. 

Mrs EARDLEY (World Vision International), speaking at the invitation of the CHAIRMAN, 
said that the lack of effective measures to prevent early pregnancy and provide adequate care to 
pregnant adolescent girls constituted an enormous barrier to achievement of the health-related 
Millennium Development Goals, especially Goals 4 and 5. Adolescent pregnancy constituted a 
fundamental threat to the realization of children’s and adolescents’ right to health and was a 
multidimensional problem that reflected health inequities both between and within countries. It should 
be seen as a public health challenge that required an integrated multisectoral response. Access to 
family planning services tailored to the needs of different stages of adolescence was crucial to 
avoiding early pregnancy and unsafe abortions that resulted in premature and unnecessary deaths. 
Health systems should provide prenatal and postnatal services, through multidisciplinary teams, to 
pregnant adolescent girls and their families. It was to be hoped that WHO would allocate the necessary 
human and financial resources to support Member States in dealing with the problem of adolescent 
pregnancy, and make tackling it a priority. 
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Dr MASON (Maternal, Newborn, Child and Adolescent Health) acknowledged the many 
supportive comments and requests for WHO to continue raising awareness about the problems 
associated with early marriage and early pregnancy and their consequences for the health of adolescent 
girls and for their children. She noted also the importance placed on laws and policies. In addition to 
the guidelines on preventing early pregnancy and poor reproductive outcomes already available, WHO 
would develop a policy document that would set out in detail suggested policy options for countries. 
Workshops were being planned in various regions and countries in order to facilitate the necessary 
policy dialogue requested by many countries. 

The Secretariat was aware that a “one-size-fits-all” approach would not work and would work 
with regional offices to adapt the guidelines to the realities of different countries. She had noted the 
call for WHO to continue to work on improving evidence and collecting and highlighting data on the 
numbers and risks of adolescent pregnancies. She drew attention to the recent adoption of a resolution 
on reproductive care for adolescence and youth by the United Nations Commission on Population and 
Development, which fitted into the multisectoral approach required to address early marriage and 
pregnancy. She assured Member States that adolescent pregnancy was high on WHO’s agenda. The 
health of adolescents must be promoted and protected, as they were a resource for now and for the 
future. Parents must be enabled to assist them. A multisectoral response was vital to the reduction and 
prevention of adolescent pregnancy.  

The CHAIRMAN took it that the Committee wished to note the report. 

It was so agreed. 

Poliomyelitis: intensification of the global eradication initiative: Item 13.10 on the Agenda 
(Documents A65/20 and EB130/2012/REC/1, and resolution EB130.R10) 

Dr LARSEN (representative of the Executive Board) said that, at its 130th session, the Board 
had congratulated India, which had not reported a case of poliomyelitis caused by wild poliovirus 
since January 2011. The Board had noted that cases had declined in countries with re-established polio 
transmission and that seven of the eight new outbreaks in 2011 in previously polio-free countries had 
been stopped. However, continued polio transmission anywhere posed a serious risk to the world until 
transmission was interrupted globally. The Executive Board had adopted resolution EB130.R10, in 
which it recommended a text to the Health Assembly for adoption. Since the Board’s adoption of the 
resolution, the Global Polio Eradication Initiative had launched an Emergency Action Plan for 2012 
and 2013, with a particular emphasis on providing greater support to the remaining Member States 
with endemic transmission so that they could increase vaccination coverage to the levels needed to 
interrupt transmission of all poliovirus by the end of 2012. 

Ms SHAHNAZ WAZIR (Pakistan), expressing support for the draft resolution contained in 
resolution B130.R10, said that Pakistan had already taken several steps in line with the provisions of 
the resolution and the recommendations of the report. Although Pakistan was one of the three 
countries in the world in which endemic cases of poliomyelitis were still occurring, it had made 
significant progress since launching its eradication plan in 1994, when polio cases had been estimated 
at around 20 000 per year. Immunization of 33.9 million children under five years of age and 
interruption of transmission were among the Government’s top priorities. It was aware of where the 
virus was circulating and why children in those areas were not being vaccinated. In view of the 
alarming polio situation seen in 2010 and 2011, Pakistan had launched a national emergency action 
plan in January 2011 and an augmented plan in 2012. The plan focused on ensuring greater ownership, 
oversight and accountability at federal, provincial, district and local levels, with the aim of vaccinating 
every child under five years of age, including those in security-compromised areas and in mobile and 
transient populations. It also focused on identifying high-risk areas with low vaccination coverage. 
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The reasons for lack or refusal of vaccination were evaluated, and specific strategies were devised to 
address the problems. District commissioners were held responsible for implementation of the 
emergency plan. 

Her Government recognized that the health sector alone could not implement the plan 
successfully and had mobilized large-scale efforts involving a variety of actors, including the 
education sector, law enforcement and military officials, parliamentarians, religious leaders and the 
national and local media. There were several areas in the Federally Administered Tribal Areas where 
vaccination teams still did not have access. The populations in those areas were being mapped, as were 
mobile and transient populations, and there was ongoing cross-border collaboration between Pakistan 
and Afghanistan, including synchronized vaccination campaigns. Between January and April 2012 
more than 175 000 children had been vaccinated in border areas. As a result of those efforts, the 
Government had been able to confine poliomyelitis cases to 10 districts out of 140; it had only 
reported 16 cases in 2012, as compared to 40 cases in 2011; and 80% of districts were reporting 95% 
vaccination coverage of the target population compared to 42% in 2011. 

Pakistan was committed to providing financial resources for its polio eradication plan, but 
required additional resources in order to implement it fully. She urged the international development 
community to continue to provide technical, operational, financial and non-financial support. 

The meeting rose at 13:00. 

=     =     = 


