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Abbreviations used in WHO documentation include the following: 

ACHR – Advisory Committee on Health 
Research 

ASEAN – Association of Southeast Asian 
Nations 

CEB – United Nations System Chief 
Executives Board for 
Coordination 

CIOMS – Council for International 
Organizations of Medical 
Sciences 

FAO – Food and Agriculture 
Organization of the United 
Nations 

IAEA – International Atomic Energy 
Agency 

IARC – International Agency for Research 
on Cancer 

ICAO – International Civil Aviation 
Organization 

IFAD – International Fund for 
Agricultural Development 

ILO – International Labour Organization 
(Office) 

IMF – International Monetary Fund 
IMO – International Maritime 

Organization 
INCB – International Narcotics Control 

Board 
ITU – International Telecommunication 

Union 
OECD – Organisation for Economic 

Co-operation and Development 

OIE – Office International des 
Epizooties 

PAHO – Pan American Health 
Organization 

UNAIDS – Joint United Nations Programme 
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_______________ 

The designations employed and the presentation of the material in this volume do not imply the 
expression of any opinion whatsoever on the part of the Secretariat of the World Health Organization concerning 
the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its 
frontiers or boundaries. Where the designation “country or area” appears in the headings of tables, it covers 
countries, territories, cities or areas. 
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PREFACE 

The Sixty-ninth World Health Assembly was held at the Palais des Nations, Geneva, from 
23 to 28 May 2016, in accordance with the decision of the Executive Board at its 137th session.1 

_______________

1 Decision EB137(6) (2015). 
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GENERAL COMMITTEE 
 

FIRST MEETING 

Monday, 23 May 2016, at 10:20 

Chairman: Dr A.M. AL-SAIDI (Oman) 
President of the World Health Assembly 

1. ADOPTION OF THE AGENDA (document A69/1) 

The CHAIRMAN recalled that the terms of reference of the Committee were contained in 
Rule 31 of the Rules of Procedure of the World Health Assembly. 

Deletion of agenda items 

The CHAIRMAN said that, if there was no objection, four items on the provisional agenda, 
which had been prepared by the Executive Board, would be deleted, namely item 5 (Admission of new 
Members and Associate Members); item 20.4 (Special arrangements for settlement of arrears); 
item 20.6 (Assessment of new Members and Associate Members); and item 20.7 (Amendments to the 
Financial Regulations and Financial Rules). 

It was so agreed. 

The CHAIRMAN said he took it that the Committee wished to recommend the adoption of the 
agenda, as amended. Its recommendation would be transmitted to the Health Assembly at its second 
plenary meeting. 

It was so agreed. 

2. ALLOCATION OF AGENDA ITEMS TO THE MAIN COMMITTEES AND 
PROGRAMME OF WORK OF THE HEALTH ASSEMBLY (documents A69/1 and 
A69/GC/1) 

The CHAIRMAN, recalling that agenda items were allocated to Committees A and B on the 
basis of the terms of reference of the main committees and that Committee B usually completed its 
consideration of the items allocated to it ahead of schedule, drew attention to a proposal by the 
Executive Board in decision EB138(11) to move provisional agenda items 16 (Health systems) and 17 
(Progress reports) from the programme of work of Committee A to that of Committee B, as reflected 
in the preliminary daily timetable and the provisional agenda. In the absence of any objection, he took 
it that the Committee could agree to that proposal. 

It was so agreed. 

The CHAIRMAN said that, given the heavy agenda of the Sixty-ninth World Health Assembly, 
it would be advisable for the Committee to keep the progress of work under careful review. 
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Arrangements had been made to allow the plenary meetings on Monday, 23 May and Tuesday, 
24 May to continue until 18:30 if necessary, with a view to concluding the general debate on the 
morning of Wednesday, 25 May; that would in turn allow Committee B to start its work that same 
morning. In the absence of any objection, he took it that the Committee could agree with those 
arrangements and with the preliminary daily timetable as amended. 

It was so agreed. 

The General Committee then drew up the programme of work for the Health Assembly 
until Wednesday, 25 May. 

The CHAIRMAN drew attention to decision EB138(11), whereby the Executive Board had 
decided that the Sixty-ninth World Health Assembly should close no later than Saturday, 
28 May 2016. The preliminary daily timetable therefore provided for the closure of the Assembly on 
that day. He took it that the proposal was acceptable. 

It was so agreed. 

The CHAIRMAN, referring to the list of speakers for the debate on item 3, proposed that, as on 
previous occasions, the order of the list of speakers should be strictly adhered to and that additional 
speakers should be allowed to take the floor in the order in which they submitted their requests to 
speak. Those requests should be handed in to the Office of the Assistant to the Secretary of the Health 
Assembly, or during the plenary to the officer responsible for the list of speakers, on the rostrum. He 
further proposed that the list of speakers should be closed the following day at 10:00. In the absence of 
any objection, he would inform the Health Assembly of those arrangements at its second plenary 
meeting. 

It was so agreed. 

The meeting rose at 10:30.

 



 
 
 
 
 
 

SECOND MEETING 

Wednesday, 25 May 2016, at 17:35 

Chairman: Dr A.M. AL-SAIDI (Oman) 
President of the World Health Assembly 

1. PROPOSALS FOR THE ELECTION OF MEMBERS ENTITLED TO DESIGNATE A 
PERSON TO SERVE ON THE EXECUTIVE BOARD: (document A69/GC/2) 

The CHAIRMAN recalled that the procedure for drawing up the list of candidates to be 
transmitted by the General Committee to the Health Assembly for the purpose of the annual election 
of Members entitled to designate a person to serve on the Executive Board was governed by Article 24 
of the Constitution and Rule 100 of the Rules of Procedure of the World Health Assembly. In 
accordance with those provisions, the Committee needed to nominate 12 new Members for that 
purpose. 

To assist the General Committee in its task, two documents were before it. The first indicated 
the present composition of the Executive Board by region, on which list were underlined the names of 
the 12 Members whose term of office would expire at the end of the Sixty-ninth World Health 
Assembly and which had to be replaced. The second (document A69/GC/2) contained a list, by region, 
of the 12 Members that it was suggested should be entitled to designate a person to serve on the 
Executive Board. Vacancies by region were: African Region: 2; Region of the Americas: 3; South-
East Asia Region: 1; European Region: 2; Eastern Mediterranean Region: 2; and Western Pacific 
Region: 2. 

As no additional suggestions had been made by the General Committee, the CHAIRMAN noted 
that the number of candidates was the same as the number of vacant seats on the Executive Board. He 
therefore took it that the General Committee wished, as was allowed under Rule 78 of the Rules of 
Procedure, to proceed without taking a ballot. 

There being no objection, he concluded that it was the Committee’s decision, in accordance 
with Rule 100 of the Rules of Procedure, to transmit to the Health Assembly the following list of 12 
candidates for the annual election of Members entitled to designate a person to serve on the Executive 
Board: Algeria, Bahrain, Bhutan, Burundi, Colombia, Fiji, Jamaica, Libya, Mexico, Netherlands, 
Turkey and Viet Nam. 

It was so agreed. 

2. ALLOCATION OF WORK TO THE MAIN COMMITTEES AND PROGRAMME OF 
WORK OF THE HEALTH ASSEMBLY 

The representative of AUSTRALIA, speaking in his capacity as Chairman of Committee A, and 
the representative of THAILAND, speaking in his capacity as Chairman of Committee B, reported on 
the progress in the work of their respective committees. 

The CHAIRMAN proposed a programme of work for Thursday, 26 May; for Friday, 27 May; 
and for Saturday, 28 May. He made a further proposal to review the progress of work with the 
chairmen of the committees and to revise the programme accordingly, if necessary.  
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It was so agreed. 

The General Committee drew up the programme of work of the Health Assembly for 
Thursday, 26 May; Friday, 27 May; and Saturday, 28 May. 

The meeting rose at 17:55. 

_______________ 

 



 
 
 
 
 
 

COMMITTEE A 

FIRST MEETING 

Monday, 23 May 2016, at 15:30 

Chairman: Mr M. BOWLES (Australia) 

1. OPENING OF THE COMMITTEE: Item 10 of the agenda 

The CHAIRMAN welcomed participants and introduced the representatives of the Executive 
Board1 who would report on the Board’s consideration of relevant items of the agenda. Any views 
they expressed would be those of the Board, and not those of their respective governments. 

Election of Vice-Chairmen and Rapporteur 

Decision: Committee A elected Ms Taru Koivitsu (Finland) and Mr Nickolas Steele (Grenada) 
as Vice-Chairmen and Ms Aishah Samiya (Maldives) as Rapporteur.2 

Organization of work 

The CHAIRMAN drew attention to a proposal by the Secretariat to consider item 13.1 
(Monitoring of the achievement of the health-related Millennium Development Goals, 
document A69/14) together with item 13.2 (Health in the 2030 Agenda for Sustainable Development, 
documents A69/15 and EB138/2016/REC/1, resolution EB138.R5). He also drew attention to a 
proposal by the Secretariat to consider the first part of item 14.1 (Annual report on the implementation 
of the International Health Regulations (2005), document A69/20) together with item 14.6 (WHO 
response in severe, large-scale emergencies, document A69/26) and the second part of item 14.8 
(Options for strengthening information-sharing on diagnostic, preventive and therapeutic products and 
for enhancing WHO’s capacity to facilitate access to these products, including the establishment of a 
global database, starting with haemorrhagic fevers, document A69/29). He said that, if he heard no 
objection, he would take it that the Committee agreed to those proposals. 

It was so agreed. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, recalled that, following an exchange of letters in 2000 between WHO and the 
European Commission, the European Union had participated in the World Health Assembly as an 
observer. He requested that it should again be invited by the Committee to participate, without vote, in 
the deliberations of the meetings of subcommittees, drafting groups and other subdivisions dealing 
with matters falling within the competence of the European Union. 

The CHAIRMAN took it that the Committee wished to accede to the request. 

1 Participating by virtue of Rules 42 and 43 of the Rules of Procedure of the World Health Assembly.  
2 Decision WHA69(3).  
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It was so agreed. 

2. WHO REFORM: Item 11 of the agenda 

Overview of reform implementation: Item 11.1 of the agenda (document A69/4) 

The representative of EGYPT acknowledged the efforts made to implement reform and 
underscored the importance of taking an integrated approach to the various elements of the reform 
process and ensuring that steps were taken to rectify the lack of progress in some areas. He expressed 
concern that the internationally representative character of the Secretariat, as enshrined in Article 35 of 
the Constitution, had not been properly upheld, given that some 32 Member States remained 
unrepresented or underrepresented among the Organization’s internationally recruited staff. 

The Ebola virus disease outbreak had demonstrated the urgent need to finalize and adopt a 
comprehensive communications strategy, to guarantee the timely and effective communication of risk 
in times of emergency. Lack of progress in addressing the financial vulnerability of the Organization 
was cause for concern, particularly since it would affect the new WHO Health Emergencies 
Programme. He requested clarification with regard to paragraph 26 of the report, on the 
institutionalization of organizational learning through internal mechanisms, in the light of the recent 
Member State consultations on governance reform, which had culminated in a decision to recognize 
the Global Policy Group as an advisory mechanism to the Director-General. 

The representative of MOZAMBIQUE, speaking on behalf of the Member States of the African 
Region, commended the efforts made to implement the reform process thus far, which had already 
brought improvements in planning and priority setting and the establishment of indicators for 
organizational outputs linked to measurable health outcomes. She underscored the importance of 
strengthening the capacities of country offices, which were the first responders in times of crisis. 
Geographical equity and gender balance must be enhanced in staffing, in particular in managerial 
positions at headquarters, which would improve the relationship and accountability lines between the 
three levels of the Organization and enable WHO to respond fully to the needs of its Member States. 

The representative of SENEGAL welcomed the progress made over the 5 years since the reform 
process had begun. He understood that reform was not easy; however, the implementation of the 
governance and management reforms must be expedited. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that WHO had undergone four major reviews and had been subjected to many, far-
reaching recommendations for improvement, some of which did not support the reforms that were 
under way. The United Nations recommendation to establish a Global Health Council constituted a 
challenge to the Organization. She welcomed the progress made with regard to emergency response 
reform, the strengthening of the Organization’s evaluation function and the introduction of the staff 
mobility policy. The programme budget web portal also constituted an improvement in transparency, 
and the plan for WHO to join the International Aid Transparency Initiative at the end of 2016 was 
welcome. However, gaps remained, especially in respect of the reform of governance, management 
and programmes. 

The representative of CHINA welcomed the steps taken to implement programmatic reform. 
Noting the improvements made in the financing of the programme budget for the current biennium, 
which facilitated forward planning, the relative shortage of flexible funding remained a challenge. 
Governance and management reform were lagging behind; the working methods of the governing 
bodies required urgent improvement. The number of items on the agendas of the Executive Board and 
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Health Assembly should be reduced, and greater coherence should be achieved between the agendas 
of the Board, the Health Assembly and the Programme, Budget and Administration Committee of the 
Executive Board. Every effort should be made to conclude the discussions on the framework of 
engagement with non-State actors at the current session of the Health Assembly. Insufficient progress 
had been made in improving human resources planning: capacity building in the country offices was 
essential in that regard. 

The representative of AUSTRALIA said that the lessons learned from the Ebola virus disease 
outbreak should continue to inform change with regard to emergency preparedness and response. He 
encouraged the Secretariat to continue to prioritize management reform, in particular with regard to 
human resources. Continued constructive cooperation in the area of governance reform would be 
essential to enable WHO to focus on its core business in a transparent and efficient manner. 

The representative of COSTA RICA underscored the urgent need to move forward with 
governance reform to enhance the efficiency of the governing bodies, particularly in decision-making. 
With regard to management, recruitment and human resources, processes should be aligned to ensure 
equitable gender representation in high-level staff positions throughout the Organization, and further 
efforts should be made to strengthen respect for the values of ethical professional conduct. 

The representative of NORWAY said that particular attention should be paid to accountability, 
especially at the country office level. While he welcomed the Organization’s commitment to join the 
International Aid Transparency Initiative, implement an information disclosure policy and establish an 
anti-corruption hotline, the slow progress in other areas of reform, such as governance, the framework 
of engagement with non-State actors and emergency response, had highlighted difficulties in 
addressing fundamental and longstanding challenges in the Organization’s structures and governance. 
“One WHO” still remained a distant goal and the apparent weaknesses in coordination between the 
three levels of the Organization gave cause for concern. 

The representative of the PHILIPPINES welcomed the efforts to implement emergency reform, 
which would enable WHO to ensure that its systems and structures were not disrupted by complex 
health emergencies. Unfortunately, progress in the area of governance reform had been slow and 
should be accelerated. Lessons could be drawn from successful reform implementation efforts at the 
regional level. 

The representative of IRAQ said that more should be done to optimize the reform process, in 
particular by improving integration with other international organizations; enhancing collaboration 
with Member States at the local level; ensuring that resource allocation planning was done in 
collaboration with countries to ensure that local needs were taken fully into account; reducing 
management costs and introducing joint monitoring and evaluation; setting contingency workplans at 
the country level in the event of an emergency; and paying greater attention to the social determinants 
of health. 

The representative of the UNITED REPUBLIC OF TANZANIA welcomed the indicators 
measuring the achievement of the reform objectives. She noted with concern, however, the lack of 
progress in the area of governance reform. Donors should be encouraged to provide non-earmarked 
voluntary contributions to allow WHO to optimize its response to health needs. She supported the 
proposed way forward on governance reform to ensure accountability at all levels of the Organization, 
while ensuring that it remained the leading United Nations technical agency on global health matters. 
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The representative of the UNITED STATES OF AMERICA commended the strides made in 
programmatic and management reform, which drew on the response to the Ebola virus disease and 
Zika virus disease outbreaks. Progress had been made in programmatic reform, and she hoped that 
measures of governance reform would be adopted at the current session. However, the monitoring 
framework in the annex to document A69/4 was still incomplete. The performance metrics mechanism 
as a whole, and in particular the indicators, should be objective, measurable and performance-based. 

The representative of JAPAN noted with satisfaction that the majority of programmatic reforms 
had reached the implementation stage; he expressed concern, however, that progress in the area of 
governance reform had been slower, in particular with regard to coordination across the three levels of 
the Organization, the effective engagement of non-State actors in operational practices, and human 
resources reforms to achieve greater diversification of staff. 

The representative of MEXICO said that reform must be led by Member States and based on 
principles of accountability, transparency, efficiency, effectiveness and equity. Progress had been 
made primarily in programmatic reform; the process was ongoing and required continuous evaluation 
and reassessment. The lessons learned from the outbreak of Ebola virus disease showed the need for 
more regular follow-up on the impact of the reforms, in close collaboration with regional offices. 

The representative of INDONESIA called for effective discussion leading to recommendations 
consistent with the WHO Constitution which did not undermine previous resolutions. He welcomed 
the progress made in institutionalizing planning mechanisms across the Organization; the process 
should be discussed and harmonized with Member States to ensure a high-quality, sustainable 
solution. Better communication between country offices and Member States would be important for 
avoiding asymmetry of information and improving transparency. 

The representative of KENYA expressed his support for the reform agenda, and in particular 
those aspects that would permit the wider participation of non-State actors in WHO activities. He 
looked forward to the accelerated reform of organizational performance, specifically with regard to 
human resources, to ensure that the staff employed matched service needs at the country level and that 
gender equity and geographical diversity were improved at all three levels of the Organization. 

The representative of the MALDIVES acknowledged the progress made and work done towards 
governance reform in the South-East Asia Region, which would enable Member States to engage 
actively through the Regional Committee and seek guidance on governance matters at the global, 
regional and country levels. 

The representative of the RUSSIAN FEDERATION said that the indicators that had been 
developed would facilitate the evaluation of the reforms, the Organization’s activities and the 
determination of priorities for the biennium. He welcomed the increasing flexibility of resources and 
predictability of finances. Progress had been made in programmatic reform despite the technical and 
operative problems exposed by the Ebola virus disease outbreak, in particular with regard to the 
availability of human resources. 

The representative of the REPUBLIC OF KOREA, while acknowledging the considerable 
progress that had been made in programmatic reform, called for accelerated reforms of governance, 
human resources, accountability and information management, and underscored the importance of 
ensuring transparency and accountability in the reform process at all times. The monitoring and 
assessment of results was crucial. 
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The representative of SAUDI ARABIA said that the slow progress in the area of governance 
reform might jeopardize the effectiveness of the Organization and the overall reform process. 
In particular, he noted the lack of alignment in terms of priorities at the three levels of the 
Organization. It was essential to rebuild confidence in the Organization by strengthening the regional 
offices, building local capacity and helping countries reform their own health systems. Referring to the 
budget, he said that efforts should be made to broaden the base of contributions and to find financing 
solutions that were innovative and preserved the Organization’s independence. 

The representative of BANGLADESH, noting that results had been achieved only in some areas 
and that the reform process had been interrupted by the outbreak of Ebola virus disease, said that the 
Secretariat should strengthen its capacity to ensure that its work could continue in all situations. The 
indicators used to measure reform should be rethought in the light of recent developments such as the 
Ebola crisis and the adoption of the Sustainable Development Goals. Implementation of the Goals, 
achieving universal health coverage and building country capacities should be the main priorities. 
Regarding response to emergencies and disasters, emphasis should be placed on reassessing the 
existing health systems in countries, taking into account different country contexts and ensuring that 
sufficient resources were made available. 

The representative of THAILAND expressed concern about the lack of progress in the overall 
implementation of the reform process and in the efforts to increase accountability. Despite 
improvements in health emergency management, including the new WHO Health Emergencies 
Programme, further efforts were needed to ensure maximum efficiency and performance in the 
response to emergencies and crises. It was unclear whether the shortfall of US$ 160 million required 
to implement the Programme would be met by voluntary contributions. WHO should complete the 
reform process and accelerate the implementation of governance reform. 

The representative of LIBERIA said that more concrete and sustainable action was necessary to 
build resilient health services and prevent the occurrence of situations such as the Ebola virus disease 
outbreak, which had severely affected his country. 

The representative of BARBADOS said that governance and management reform should be 
further addressed by means of renewed discussions with Member States. Regional, subregional and 
country offices must be strengthened through the allocation of appropriate financial and technical 
resources and the creation of more robust linkages with WHO. However, the reinforcement of WHO’s 
management and governance systems should not entail centralization. Enhanced management 
capacities, together with strong oversight and appropriate guidelines, would significantly help the 
regions to achieve their objectives. 

The representative of NICARAGUA said that reform was needed in order to adapt health 
systems to new developments, especially health emergencies. It should take into account the different 
developments in the various regions and the capacity for emergency response, and should ensure that 
regional response capacities were not affected. Local and regional capacities and decision-making 
should be strengthened. He supported the statement made by the representative of Mozambique on 
behalf of the Member States of the African Region. 

The representative of SOUTH AFRICA welcomed the recent progress in governance reform 
and stressed the importance of the good alignment of all three levels of the Organization and of 
sustainable financing. Regional and country offices were key elements in emergency response and the 
implementation of the Sustainable Development Goals. The monitoring framework annexed to 
document A69/4 was a valuable aid to accountability. 
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The representative of UGANDA commended the human resources reforms and said that WHO 
should ensure that it recruited staff with strong technical, leadership and communication skills, 
reflecting an appropriate geographical diversity. Senior WHO management and Member States should 
support the Transformation Agenda launched by the Regional Director for Africa. Strengthening 
country health systems was the most effective way of combating large-scale disease outbreaks such as 
the outbreak of Ebola virus disease. Transparency should be ensured in the engagement with non-State 
actors, with a view to achieving the Sustainable Development Goals. 

The representative of GRENADA said that small island States, such as his own, were 
particularly vulnerable and risked being overlooked if a centralization-based approach to reform was 
adopted at the expense of strengthening local country offices. The Secretariat should continue to 
promote strong dialogue to ensure that Member States benefited fully from the reforms. 

The representative of PANAMA said that transparency and accountability should be improved 
at all levels of WHO. Decentralization in favour of the regional and local offices should be increased. 
Human resources should be strengthened at the country level. Weaknesses had been identified in the 
financial aspects of the reform, in spite of the financing dialogue: new initiatives should be explored 
and Member States should fulfil their commitment to provide resources for the Organization. Despite 
the agreements reached on emergency reform, further work was required to ensure a more rapid 
response to emergencies, based on national and country office capacities. 

The representative of SOMALIA said that the success of the reform should ultimately be judged 
by performance at the country level. She gave an overview of the implementation of the three reform 
areas in her country and said that positive results had been achieved. While the efforts undertaken by 
the Secretariat were commendable, more should be done to promote staff diversity. Reform should not 
lead to greater centralization of the Organization. 

The EXECUTIVE DIRECTOR (Office of the Director-General) noted the calls to accelerate the 
pace of reform and strengthen work on human resources and accountability, including at the regional 
office and country office levels. He provided an update of two indicators contained in the annex to the 
report. For indicator 1.1.4 on delivery of planned outputs, the percentage achieved for 2014–2015 had 
increased compared with the previous biennium, although a different methodology and budget 
structure had been used. For indicator 2.1.1 on the provision of governing body documentation within 
the agreed timeline, the percentage had risen for 2016 compared with 2015, although further 
improvement was required. The whistleblower hotline was expected to become operational in June 2016. 

The report was adopted. 

Member State consultative process on governance reform: Item 11.2 of the agenda (documents 
A69/5 and EB138/2016/REC/1, decision EB138(1)) 

The representative of ZIMBABWE, speaking in his capacity as Co-Chairperson of the Open-
ended Intergovernmental Meeting on Governance Reform, said that the report of the meeting, which 
was contained in the annex to document A69/5, contained a number of recommendations, which had 
been agreed upon on the basis of a strong consensus. The meeting had been divided into two main 
topic areas, namely, the methods of work of the governing bodies and alignment across the three levels 
of the Organization. He summarized the recommendations on methods of work, drawing particular 
attention to the need for a forward-looking schedule and better agenda management, the rules 
concerning additional, supplementary or urgent agenda items and the need to improve information 
technology tools. He urged the Committee to approve the draft decision appended to the report. 
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The representative of AUSTRALIA, speaking in his capacity as Co-Chairperson of the meeting, 
summarized the recommendations on alignment. In addition, he emphasized the importance of 
continuing discussion and the oversight of governance reform by the governing bodies. Indeed, the 
Secretariat had produced a road map for future governance reform discussions. He called for approval 
of the draft decision. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, expressed disappointment that it had not been possible to make further improvements 
in the working methods of the governing bodies. He encouraged the Director-General and the regional 
directors to work further on the recommendations for increased efficiency, transparency, inclusiveness 
and coherence between the three levels of the Organization. He welcomed the recommendation to 
make public the documents framing accountability lines between the Director-General and senior 
staff, as well as those between the three levels of the Organization, but was disappointed that further 
clarity had not been reached on the issue. Better alignment across all levels of the Organization did not 
preclude acknowledgement of the diversity of the regions. Lastly, he sought assurance that the 
ambitions of the Secretariat to hold special funding sessions for the emergency programme would not 
undermine the general strategic approach of the financing dialogue. 

The representative of ARGENTINA, speaking on behalf of the Member States of the Region of 
the Americas, said that governance reform was essential for achieving WHO reform as a whole within 
the desired time frame. The meeting had been conducted in a collaborative, consultative, inclusive 
way and had yielded positive results. 

The representative of MONACO expressed her disappointment with the results of the meeting. 
Consensus had been achieved only on relatively marginal issues in which no real improvements could 
be observed. It was essential to strengthen the internal governance of WHO and the lines of 
responsibility between the Director-General and the regional directors. That could only be done 
through better alignment, a stronger chain of command and greater accountability and transparency. 

The representative of IRAQ said that the managerial and supervisory skills of WHO 
representatives at the country level should be strengthened in order to enhance responsiveness in both 
routine and emergency situations. Capacity building for WHO representatives should be aligned with 
capacity building at the regional and headquarters levels, taking into consideration the type of work 
involved as well as epidemiological, demographic and topographic variables. Experts should be 
carefully selected and assigned to areas of concern; capacity building for national experts would 
enable them to take on those tasks. Experts at the country level should be given more independence in 
respect of the allocation of time and funding. Budgets should be reviewed at the country level in the 
light of community needs and priorities. 

The representative of GERMANY said that WHO should be the key coordinating partner on 
health issues. However, compared with newer international health organizations, the Organization had 
problems of budget, efficiency and relevance and was often perceived as being slow-moving, too 
bureaucratic, very complex, lacking clear internal responsibilities and highly politicized. No consensus 
had been reached by Member States on addressing those issues. In particular, it had been impossible to 
achieve alignment between headquarters and the six regions. Greater decentralization might lead to the 
break-up of the Organization. It was disappointing that no consensus had been achieved on 
accountability between the Director-General and the regional directors. Although the role of the latter 
was highly valued, the Organization would never be effective if senior staff could not be held to 
account by the chief technical and administrative officer. The global governing bodies must provide 
efficient oversight over work in countries and ensure that country office capacities were adapted to 
changing needs at the country level. Nevertheless, he supported the draft decision. 
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The representative of the UNITED REPUBLIC OF TANZANIA supported the recommendation 
on the long-term planning of the agenda and the handling of additional, supplementary or urgent 
agenda items. Stricter criteria should be applied for the inclusion of items on the agendas of governing 
body meetings. She supported the proposal to consult the regional committees further on some of the 
recommendations before they were submitted to the next session of the Health Assembly. 

The representative of ZIMBABWE, speaking on behalf of the Member States of the African 
Region, said that the report and draft decision represented significant progress in the area of 
governance reform, which was key to creating a stronger, more efficient, united WHO. Noting that 
delegations from his Region currently found it difficult to keep up with the business of the governing 
bodies, he expressed support for the consensus reached on strengthening the working methods of the 
governing bodies, including with regard to the long-term planning of the agenda, the handling of 
additional, supplementary or urgent agenda items, the scheduling of governing body meetings and the 
more effective use of information technology tools. He agreed that there was a need to improve senior 
leadership coordination and transparency and accountability. While the work of the Global Policy 
Group was important in that regard, it should not replace or compete with the decision-making 
prerogative of the Member States. He also supported the proposed reforms related to alignment, which 
respected the autonomy of the regional committees. More progress could be made at the regional 
level, for instance, to improve the accountability of Member States and strengthen the oversight roles 
of the regional committees. Regional and country offices needed more capacity building and 
resources. Finally, he recommended that the draft guidelines of best practices on governance reform, 
contained in Appendix III to document EB138/6, which had not been discussed at the meeting for lack 
of time, should be discarded, since their essence was already covered by the consensus reached on the 
draft decision. 

The representative of THAILAND noted that the recommendations proposed at the meeting 
included a number of requests to the Director-General to take further action and report on the issues 
raised, which he believed to be an important element in overall WHO reform. He supported the draft 
decision. 

The representative of EGYPT said that the meeting’s recommendations would create a more 
effective, transparent and accountable Organization across the three levels. Strengthening and 
streamlining working methods would also allow for the better management of governing body 
meetings and their agendas, which had increased considerably in length in recent times. He stressed, 
however, that all three levels of the Organization had their own specific characteristics which must be 
taken into account. The Director-General’s role as the chief technical and administrative officer of 
WHO did not take precedence over Member States’ powers of decision-making and oversight of their 
respective regional offices. 

The representative of BANGLADESH recommended that a time limit should be set for reaching 
consensus on an agenda item, thus ending the practice of items appearing on the agenda year after year 
with no action being agreed. When the time limit was reached, a resolution could be adopted based on 
a partial agreement, with a new resolution adopted subsequently to cover the outstanding issues, or 
non-critical items could be dropped altogether. 

The representative of JAPAN said that, as the senior management of the Organization, assistant 
directors-general were directly accountable to the Director-General: he therefore sought confirmation 
that the final decision on their selection would be made by the Director-General. 

The representative of COLOMBIA expressed the hope that the recommendations would be 
endorsed at the current session of the Health Assembly. He welcomed the emphasis on 
decentralization within the Organization and greater flexibility for the regional offices and the fact that 
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the draft guidelines reiterated the independence of the regional offices in the context of different 
regional specificities and needs. 

It was vital to strengthen the functioning and working methods of the governing bodies in order 
to improve their effectiveness and efficiency. There were still clear challenges, including the 
implementation of decisions, resolutions and plans adopted by those bodies, which necessitated 
enhanced coordination across the three levels of the Organization and greater transparency and 
accountability in all processes. 

The representative of CHINA said that action needed to be taken without delay, since the work 
on governance reform had been slow to date. Implementation of the recommendations, in particular 
regarding the planning and management of the agenda for meetings of the governing bodies, would 
improve transparency and cooperation across the Organization’s three levels. She supported the draft 
decision and hoped that the Secretariat would adopt measures to implement that decision and advance 
governance reform as soon as possible. In addition, she hoped that a meeting would be convened as 
soon as possible to allow Member States to reach agreement on the draft guidelines of best practices 
on governance reform. 

The representative of COSTA RICA expressed support for the draft decision and underscored 
the importance of implementing the recommendations of the meeting in a timely manner. It was 
essential to strengthen institutional capacity, planning, accountability, transparency and coordination 
in WHO, which was a large and complex organization. The process of continuous improvement in 
those and other areas was vital to ensuring good governance. 

The representative of MEXICO welcomed the draft decision but added that it was only the first 
step in the process of governance reform. Continued reform needed to be based on the ongoing 
evaluation of the progress achieved and the changes implemented at all three levels of the 
Organization. 

The representative of ETHIOPIA called for the prompt implementation of some of the 
recommendations, including those related to information technology. Both the Secretariat and Member 
States should consider the need to set priorities among agenda items and limit the number to be 
discussed by the governing bodies at each session. 

The CHAIRMAN said that he took it that the Committee wished to approve the draft decision 
contained in the appendix to the report of the Open-ended Intergovernmental Meeting on Governance 
Reform. 

The draft decision was approved.1 

Framework of engagement with non-State actors: Item 11.3 of the agenda (documents A69/6, 
A69/60 and EB138/2016/REC/1, decision EB138(3)) 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, speaking in her capacity as Chairman of the Programme, Budget and Administration 
Committee of the Executive Board, said that, following the extension of the mandate of the Open-
ended Intergovernmental Meeting on the draft framework of engagement with non-State actors by the 
Executive Board at its 138th session, further discussion of the draft framework had been taken up at a 
three-day meeting in April 2016. At that meeting, consensus had not been reached on four paragraphs 
relating to WHO policy and operational procedures on engagement with private sector entities. A 

1 Transmitted to the Health Assembly in the Committee’s first report and adopted as decision WHA69(8). 
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further seven paragraphs had been agreed ad referendum and a number of paragraphs needed further 
discussion in terms of implementation. 

The Programme, Budget and Administration Committee had welcomed the progress made, as 
the text was mostly complete, and supported the proposal for a drafting group to be established early at 
the present Health Assembly to finalize both the draft framework and the related draft resolution. The 
Committee had expressed the expectation that the remaining work could be concluded during the 
Sixty-ninth World Health Assembly and the framework adopted. 

The CHAIRMAN said that he took it that the Committee wished to establish a drafting group to 
finalize the draft framework of engagement with non-State actors, to be chaired by the representative 
of Argentina. 

It was so agreed. 

The CHAIRMAN said that he further took it that the Committee wished to suspend the 
discussion on item 11.3 pending the outcome of the drafting group. 

It was so agreed. 

(For continuation of the discussion and approval of a draft resolution, see the summary record 
of the thirteenth meeting, section 1.) 

The meeting rose at 17:50. 



 
 
 
 
 
 

SECOND MEETING 

Tuesday, 24 May 2016, at 09:20 

Chairman: Mr M. BOWLES (Australia) 
later: Mr N. STEELE (Grenada) (Vice-Chairman) 

1. NONCOMMUNICABLE DISEASES: Item 12 of the agenda 

Maternal, infant and young child nutrition: Item 12.1 of the agenda (documents A69/7, A69/7 Add.1, 
and A69/7 Add.2) 

The CHAIRMAN drew attention to a draft resolution proposed by Ecuador and Peru, which 
read: 

The Sixty-ninth World Health Assembly, 
(PP1) Having considered the report on maternal, infant and young child nutrition;1 
(PP2) Recalling resolution WHA68.19 (2015) on the outcome of the Second International 

Conference on Nutrition, endorsing the Rome Declaration on Nutrition as well as the 
Framework for Action; 

(PP3) Reaffirming the commitments to implement relevant international targets and 
action plans, including the WHO 2025 Global Nutrition Targets and the WHO’s global action 
plan for the prevention and control of noncommunicable diseases 2013−2020; 

(PP4) Recalling United Nations General Assembly resolution 70/1 of 25 September 2015, 
entitled “Transforming our world: the 2030 Agenda for Sustainable Development”, 
acknowledging the integrated dimension of the goals and recognizing that to end all forms of 
malnutrition and address nutritional needs throughout the life course, it is necessary to give 
universal access to safe and healthy food that is sustainably produced, and to ensure universal 
coverage of essential nutrition actions; 

(PP5) Recalling that the Sustainable Development Goals and targets are integrated and 
indivisible and balance the three dimensions of sustainable development, and acknowledging 
the importance of reaching Sustainable Development Goal 2 , which aims to end hunger, 
achieve food security and improved nutrition and promote sustainable agriculture, as well as the 
interlinked targets of other Goals; 

(PP6) Welcoming United Nations General Assembly resolution 70/259 of 1 April 2016, 
entitled “United Nations Decade of Action on Nutrition (2016−2025)”; which calls upon FAO 
and WHO to lead the implementation of the United Nations Decade of Action on Nutrition 
(2016–2025), in collaboration with the WFP, IFAD and UNICEF, and to identify and develop a 
work programme based on the Rome Declaration on Nutrition and its Framework for Action, 
along with its means of implementation for 2016–2025, using coordination mechanisms such as 
the Standing Committee on Nutrition and multistakeholder platforms such as the Committee on 
World Food Security, in line with its mandate, and in consultation with other international and 
regional organizations and platforms; 

(PP7) Reaffirming the commitment to eradicate hunger and prevent all forms of 
malnutrition worldwide, particularly undernourishment, stunting, wasting, underweight and 

1 Document A69/7. 
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overweight in children under 5 years of age and anaemia in women and children, among other 
micronutrient deficiencies; as well as to reverse the rising trends in overweight and obesity and 
reduce the burden of diet-related noncommunicable diseases in all age groups; 

(PP8) Recalling resolution WHA65.6 (2012), endorsing the comprehensive 
implementation plan on maternal, infant and young child nutrition; 

(PP9) Expressing concern that nearly two in every three infants under 6 months are not 
exclusively breastfed; that fewer than one in five infants are breastfed for 12 months in high-
income countries; and that only two in every three children between 6 months and 2 years of 
age receive any breast-milk in low- and middle-income countries; 

(PP10) Expressing concern that only 49% of countries have adequate nutrition data 
to assess progress towards the global nutrition targets, 

(OP1) CALLS UPON all relevant United Nations funds, programmes, specialized agencies, civil 
society and other stakeholders: 

(1) to work collectively across sectors and constituencies to guide, support, and 
implement nutrition policies, programmes, and plans under the umbrella of the United 
Nations Decade of Action on Nutrition (2016−2025); 
(2) to support mechanisms for monitoring and reporting of the commitments; 

(OP2) URGES Member States: 
(1) to develop and/or implement strategies on maternal, infant and young child 
nutrition that comprehensively respond to nutrition challenges, span different sectors and 
include monitoring and evaluation; 
(2) to consider developing, when appropriate, policies and financial commitments that 
are specific, measurable, achievable, relevant and time-bound in respect of the voluntary 
options contained in the Framework for Action in the outcome document of the Second 
International Conference on Nutrition; 
(3) to consider developing, when appropriate, SMART policy and financial 
commitments related to the voluntary options contained in the ICN2 Framework for 
Action; 
(4) to report on their policy and investments for effective interventions to improve 
people’s diets and nutrition, including in emergency situations; 
(5) to report on their policy to improve nutrition by strengthening human and 
institutional capacities to address all forms of malnutrition through, inter alia, relevant 
scientific and socioeconomic research and development, innovation and transfer of 
appropriate technologies on mutually agreed terms and conditions; 

(OP3) REQUESTS the Director-General: 
(1) to work with the Director-General of FAO: 

(a) to support Member States, upon request, in developing, strengthening and 
implementing their policies, programmes and plans to address the multiple 
challenges of malnutrition, and convene periodic meetings of inclusive nature to 
share best practices, including consideration of commitments that are specific, 
measurable, achievable, relevant and time-bound within the framework of the 
Decade of Action on Nutrition (2016−2025); 
(b) to maintain an open access database of commitments for public 
accountability and include an analysis of the commitments made in the biennial 
reports on implementation of the outcome document of the Second International 
Conference on Nutrition and the Framework for Action; 

(2) to ensure that WHO stays fit for purpose to provide its technical support to 
Member States for the implementation of the Decade of Action on Nutrition; 
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(3) to continue supporting the Breastfeeding Advocacy Initiative to increase political 
commitment to and investment in breastfeeding as the cornerstone of child nutrition, 
health and development; 
(4) to support national nutrition data collection. 

The CHAIRMAN drew attention to another draft resolution, proposed by Ecuador, which read: 

The Sixty-ninth World Health Assembly, 
(PP1) Recalling resolutions WHA33.32 (1980), WHA34.22 (1981), WHA35.26 (1982), 

WHA37.30 (1984), WHA39.28 (1986), WHA41.11 (1988), WHA43.3 (1990), WHA45.34 
(1992), WHA46.7 (1993), WHA47.5 (1994), WHA49.15 (1996), WHA54.2 (2001), WHA55.25 
(2002), WHA58.32 (2005), WHA59.21 (2006), WHA61.20 (2008) and WHA63.23(2010) on 
infant and young child nutrition, appropriate feeding practices and related questions; 

(PP2) Further recalling resolution WHA65.6 (2012) on maternal, infant and young child 
nutrition, in which the Health Assembly requested the Director-General to provide guidance on 
the inappropriate promotion of foods for infants and young children cited in resolution 
WHA63.23; 

(PP3) Convinced that guidance on ending the inappropriate promotion of foods for 
infants and young children is needed for Member States, the private sector, health systems, civil 
society and international organizations, 

(OP1)  ENDORSES the technical guidance on ending the inappropriate promotion of 
foods for infants and young children; 

(OP2)  URGES Member States:1,2 
(OP2.a) to take all necessary measures to implement the guidance recommendations 
on ending the inappropriate promotion of foods for infants and young children, as a 
minimum requirement, while taking into account existing legislation and policies; 
(OP2.b) to establish a system for monitoring, evaluating and, as appropriate to 
national context, enforcing the implementation of the guidance recommendations on 
ending the inappropriate promotion of foods for infants and young children; 
(OP2.c) to implement the WHO set of recommendations on the marketing of foods 
and non-alcoholic beverages to children, and to adopt a comprehensive approach to 
implementation of those recommendations, including through legislation, and other types 
of regulations paying particular attention to ensuring that settings where infants and 
young children gather are free from all forms of marketing of foods that are high in 
saturated fats, trans-fatty acids, free sugars, or salt; 

(OP3)  CALLS UPON manufacturers and distributors of foods for infants and young 
children to end all forms of inappropriate promotion by fully implementing the 
recommendations set forth in the guidance on ending the inappropriate promotion of foods for 
infants and young children, irrespective of whether the recommendations have been transposed 
into national and/or regional legislation; 

(OP4)  CALLS UPON health care professionals to fulfil their essential role in providing 
parents and other caregivers with information and support on optimal infant and young child 
feeding practices, acknowledging specific individual nutritional needs of children,3 and to 

1 And, where applicable, regional economic integration organizations. 
2 Taking into account the context of federated states. 
3 WHO/UNICEF. Acceptable medical reasons for use of breast-milk substitutes, WHO, 2009. 
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implement the recommendations set forth in the guidance on ending the inappropriate 
promotion of foods for infants and young children, irrespective of whether the recommendations 
have been transposed into national legislation; 

(OP5)  CALLS UPON the media and creative industries to ensure that their activities 
across all communication channels and media outlets, in all settings and using all marketing 
techniques comply with the recommendations set forth in the guidance on ending the 
inappropriate promotion of foods for infants and young children; 

(OP6)  CALLS UPON civil society to support ending inappropriate promotion of foods for 
infants and young children, including activities to advocate for, monitor and evaluate the 
implementation of the guidance recommendations; 

(OP7)  REQUESTS the Director-General: 
(OP7.a) to provide technical support to Member States in implementing the guidance 
recommendations on ending the inappropriate promotion of foods for infants and young 
children and in monitoring and evaluating its implementation and impact on infant and 
young child nutrition; 
(OP7.b) to review national experiences with implementing the guidance 
recommendations in order to build the evidence on its effectiveness and consider changes, 
if required; 
(OP7.c) to assess the use and marketing impact of vitamin and mineral supplement 
and home fortification products, such as micronutrient powders and small quantity lipid-
based nutrition supplements, and provide guidance on the inappropriate promotion of 
such products to the Seventy-first World Health Assembly in 2018 for its consideration; 
(OP7.d) to strengthen international cooperation with United Nations organizations, 
most notably FAO, UNICEF and WFP, in promoting national implementation of the 
guidance on ending the inappropriate promotion of foods for infants and young children; 
(OP7.e) to report on implementation of the guidance recommendations on ending the 
inappropriate promotion of foods for infants and young children as part of the report on 
progress in implementing the comprehensive implementation plan on maternal, infant and 
young child nutrition to the Seventy-first and Seventy-third World Health Assemblies in 
2018 and 2020. 

The representative of ECUADOR proposed that a drafting group should be established to carry 
out an in-depth discussion of the two draft resolutions. He suggested that the drafting group should 
meet at least four times before the further discussion of the agenda item by the Committee. 

The representative of AUSTRALIA said that, although he supported the proposal to establish a 
drafting group to discuss the draft resolutions, he was disappointed that the first draft resolution, 
proposed by Ecuador and Peru, had been put forward and circulated so late. Moreover, having four 
drafting group sessions was excessive; agreement could be reached in less time. 

The representative of SWEDEN said that, although he had no objection to the proposal to 
establish a drafting group, he was concerned about placing an additional burden on the Committee and 
on the Health Assembly, which were already struggling to address all the items on the agenda. He 
sought further clarification on the two draft resolutions, including the relationship between them, and 
wondered when delegations would have the time to study them before their discussion in the proposed 
drafting group. 

The representative of MONGOLIA, outlining her country’s progress in meeting the global 
targets relating to maternal, infant and young child nutrition and its measures to improve achievement, 
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requested continued support from international partners to address anaemia and micronutrient 
deficiencies in young children and women of reproductive age. She expressed support for the draft 
guidance on ending the inappropriate promotion of foods for infants and young children. 

The CHAIRMAN took it that the Committee wished to establish a drafting group to discuss the 
two draft resolutions under item 12.1, to be chaired by the representative of Ecuador. 

It was so agreed. 

(For continuation of the discussion and approval of the draft resolutions, as well as information 
on the financial and administrative implications of the adoption of the draft resolutions for the 
Secretariat, see the summary record of the twelfth meeting, section 2.) 

2. PROMOTING HEALTH THROUGH THE LIFE COURSE: Item 13 of the agenda 

Monitoring of the achievement of the health-related Millennium Development Goals: Item 13.1 
of the agenda (document A69/14) 

Health in the 2030 Agenda for Sustainable Development: Item 13.2 of the agenda (documents 
A69/15 and EB138/2016/REC/1, resolution EB138.R5) 

Mr Steele took the Chair. 

The CHAIRMAN recalled that the Committee had agreed to consider items 13.1 and 13.2 of the 
agenda together. 

The representative of the REPUBLIC OF KOREA, speaking in his capacity as a member of the 
Executive Board, recalled that, in January 2016, at its 138th session, the Executive Board had 
considered the Secretariat reports on the monitoring of the achievement of the health-related 
Millennium Development Goals and on health in the 2030 Agenda for Sustainable Development. In 
their discussions, Members had focused on the possible health implications of the 2030 Agenda, and 
had raised a wide range of issues. The Executive Board had discussed a draft resolution on health in 
the 2030 Agenda for Sustainable Development, which had been sponsored by several delegations, and, 
as agreed at that session, informal consultations were being held to prepare a revised version of that 
draft resolution.1 He invited the Committee to approve the draft resolution contained in resolution 
EB138.R5 on strengthening essential public health functions in support of the achievement of 
universal health coverage. 

The representative of the ISLAMIC REPUBLIC OF IRAN, speaking on behalf of the Member 
States of the Eastern Mediterranean Region, recalled that the Sustainable Development Goals were 
about development, and not just about developing countries. More innovative, inclusive, results-
oriented and responsive health systems would be required to meet population health needs, taking into 
consideration the social determinants of health defined under the 2030 Agenda. Monitoring progress 
towards achieving the Sustainable Development Goals would require national technical capacity and 
strengthened health financing and information systems. Indicators should be developed in consultation 
with Member States and in line with existing global and regional indicators, which would be a 

1 See the summary records of the Executive Board at its 138th session, twelfth meeting, section 1 
(document EB138/2016/REC/2).  
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complex process given the number of indicators required. Moreover, the legitimate concern for 
accountability may result in too many demands for data, meaning the 2030 Agenda might fail to gain 
support, particularly in countries already over-burdened by existing reporting requirements. WHO 
must play a lead role and offer an example to other sectors on how to operationalize the 2030 Agenda. 
Close collaboration between United Nations agencies and international organizations would be critical 
in providing the necessary support to Member States, in order to ensure that efforts were not 
duplicated or limited resources wasted. Civil society bodies and other relevant structures would also 
have an important role to play in supporting governments. 

The representative of JAPAN, noting that accountability had been an important aspect of the 
Millennium Development Goals, highlighted the critical need for high-quality data at the country level 
and for WHO support in that area. WHO would play an important role in achieving the Sustainable 
Development Goals by enhancing collaboration and harmonization between partners and stakeholders. 
His Government remained committed to achieving universal health coverage and sharing its 
experiences and knowledge to improve health systems at the national and regional levels. He 
supported the draft resolution on universal health coverage, of which his country was a cosponsor, and 
the draft resolution on health in the 2030 Agenda that was currently the subject of informal 
consultations. 

The representative of MEXICO said that health was an essential component of the 2030 
Agenda, not least because of its impact on many of the targets and Goals in addition to Goal 3. His 
Government was committed to global action and to the continued strengthening of universal health 
coverage and an intersectoral approach to provide better health services to those most in need, in line 
with the overarching health Goal under the 2030 Agenda. 

The representative of LEBANON said that the individual nature of the targets under the 
Millennium Development Goal had drawn fragmented and programme-specific development 
assistance, while the Sustainable Development Goals required a holistic approach to financing and 
management, as well as strengthened health governance. Strong health systems would be required if 
unmet Millennium Development Goals were to be attained, and to ensure progress towards universal 
health coverage and resilience against epidemic diseases and disasters. Prioritizing the 13 health-
related targets under the 2030 Agenda at the national level was a major challenge because of their 
cross-cutting nature; however, encouraging countries to adopt a national list of indicators would help 
in that regard. She sought the Secretariat’s assistance in maintaining and strengthening her own 
country’s capacity to manage information, define a national list of indicators and build monitoring 
systems. The needs created by the ongoing situation in the Syrian Arab Republic and the resulting 
refugee crisis had to be addressed in order to enable continued progress towards attaining the 
Millennium Development Goals and Sustainable Development Goals. She endorsed the draft 
resolution on universal health coverage. 

The representative of MONACO said that universal health coverage was fundamental to the 
2030 Agenda and to achieving the Sustainable Development Goals and reiterated her country’s 
commitment to those Goals, which were crucial for building robust and efficient health systems. WHO 
must take a leading role, in cooperation with other United Nations agencies and programmes, in 
providing Member States with guidance, strategies and technical support to help attainment of the 
Sustainable Development Goals and report regularly to the governing bodies. Her Government wished 
to be added to the list of cosponsors of the draft resolution on universal health coverage. 

The representative of JAMAICA underscored the need to increase capacity for public health 
services, and to address the social determinants of health to achieve universal health coverage and the 
Sustainable Development Goals. Research had established that the family environment was the most 
important pillar and determinant of health and well-being throughout the life course, and that the 
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public health and social challenges faced by many countries resulted from fractured families, often 
characterized by absent fathers. Therefore, the central importance of the family in health, social well-
being and development must be reflected in pro-family legislation, policies and programmes, cutting 
across all sectors and involving all stakeholders, if the Sustainable Development Goals were to be 
achieved. 

The representative of EGYPT outlined the steps taken by her Government to attain Millennium 
Development Goals 4 and 5, improve nutrition for children and pregnant women, encourage 
breastfeeding and implement universal health coverage through a new health insurance law. 

The representative of the CONGO said that, despite encouraging results with respect to HIV, 
progress still needed to be made in the area of maternal, neonatal and infant health. There were 
significant discrepancies in attainment between Member States as a result of weak health systems, 
insufficient vaccination coverage, prevalent malaria and an absence of universal health coverage. 
International partners should support national efforts towards policy-making and health system 
strengthening. He called on the Secretariat to evaluate periodically the implementation of the 
Sustainable Development Goals and to apply the lessons learned from monitoring the attainment of the 
Millennium Development Goals. He supported the draft resolution on universal health coverage. 

The representative of IRAQ highlighted the importance of the full provision of primary health 
care, intersectoral collaboration, and community participation. National workplans, to include 
monitoring and evaluation, were required for the implementation of the Millennium Development 
Goals and the Sustainable Development Goals, with the support of WHO in collaboration with other 
international organizations. Efforts to implement the Sustainable Development Goals should be 
effective and pragmatic, and take into account local contexts and potential emergencies and disasters. 
Further work was needed in those areas where insufficient progress had been made in attaining the 
Millennium Development Goals. 

The representative of SAUDI ARABIA, noting that progress in attaining the Millennium 
Development Goals had been uneven, drew attention in particular to the repercussions of conflict and 
emergency situations on the achievement of Goal 7, in respect of access to safe drinking water and 
basic sanitation. There was an urgent need for WHO to provide technical support and for effective 
coordination between United Nations agencies and all other relevant stakeholders. Political 
commitment was vital to ensure and facilitate the achievement of better health outcomes. Indeed, 
political commitment and financial resources were essential prerequisites for promoting the changes 
envisaged in the 2030 Agenda. There was also a need to support all Member States in their efforts to 
realign their strategic plans for the post-2015 period. 

The representative of PAPUA NEW GUINEA said that while the targets under the Millennium 
Development Goals had been integrated into his country’s national policies and plans, progress thus 
far had been mixed. However, the rollout of the national health service, free primary health care and 
the subsidized specialist care policy should improve access to quality health services, and the 
Government had taken steps to address gaps in the health workforce and health information gathering, 
and to develop universal health coverage. He supported the draft resolution on universal health 
coverage. 

The representative of NORWAY stressed the need for strategic priority-setting in order for 
WHO to take a global leadership role in areas targeted by the Sustainable Development Goals, where 
it had comparative advantages in the global health architecture. WHO should set an example by 
working in a more integrated way on a wider range of issues. Measures aimed at health system 
strengthening needed to be prioritized in the light of the global burden of noncommunicable disease 
and mental health problems, demographic challenges and potential pandemics. He emphasized the 
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need to develop primary health care services, strengthen the health workforce, and monitor the quality 
of and access to health services. As the health-related Millennium Development Goals had not been 
accomplished in areas of crisis or conflict, he called on WHO to give guidance and use its leadership 
role to align humanitarian and long-term development efforts to facilitate access to universal health 
coverage. 

The representative of SURINAME recalled that, while the Millennium Development Goals had 
not been fully met, the focus on measurement had encouraged governments to achieve specific targets 
and improve accountability. By accelerating social, economic and environmental action, and building 
on lessons learned and best practices from efforts to attain the Millennium Development Goals, the 
2030 Agenda could provide a more realistic and sustainable future for all. 

The representative of MONGOLIA outlined the steps her Government had taken towards 
development planning and financing. Development cooperation remained vital for the implementation 
of the 2030 Agenda. Monitoring and evaluation systems needed to be further strengthened to measure 
the impact of government policies, programmes and projects and contribute to results-based 
governance. Expressing her Government’s commitment to the 2030 Agenda, she emphasized that 
domestic and international public resources should be utilized for long-term investments in sustainable 
development, which would prove challenging for countries like her own, which were facing financial 
constraints and decreasing funding from international organizations. She called on WHO to reaffirm 
its commitment to focus on poor populations, including in middle-income countries, as scaling back 
development assistance would put them at risk and jeopardize progress towards the equitable 
attainment of the Sustainable Development Goals. 

The representative of AUSTRALIA welcomed the recognition of small island developing States 
in the 2030 Agenda. Moreover, she supported the draft resolution on universal health coverage, and 
looked forward to the circulation of the draft resolution on health in the 2030 Agenda, as both 
reflected her country’s priorities. Acknowledging the need to develop all sources of funding for health 
outcomes, she encouraged WHO to leverage the comparative advantage of other United Nations 
agencies and development banks, and promote diverse partnerships within the public and private 
sectors. It was essential that WHO’s priorities and finances should be aligned to the 2030 Agenda, and 
she asked the Secretariat how it proposed to facilitate discussion in that regard when planning for the 
thirteenth general programme of work, 2020–2025. She called on WHO to support the review process 
for the 2030 Agenda and the further refining of indicators, and encouraged cooperation with other 
United Nations bodies. WHO had an important role to play in providing support to developing 
countries in the area of data collection. Furthermore, it should proactively seek to shape the global 
health architecture at all levels, including measuring the effectiveness of health governance. 

The representative of CANADA said that overcoming persistent inequalities, addressing the 
determinants of health for the poorest and most disadvantaged populations and improving 
measurement and accountability were crucial for the achievement of the Sustainable Development 
Goals. Welcoming the importance attached to sexual and reproductive health and rights, she reiterated 
her Government’s focus on providing international assistance in respect of the empowerment of 
women and girls and the protection and promotion of their rights. Given the linkages between 
environment and human health, she urged the health sector to scale up related activities and 
encouraged the Secretariat to support Member States’ efforts to meet the health-related Goals and 
promote multisectoral collaboration at the global and country levels, and within the Organization. She 
supported the draft resolution on universal health coverage and indicated that her country wished to be 
added to the list of cosponsors of the draft resolution on health in the 2030 Agenda for Sustainable 
Development that was currently being prepared. 
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The representative of SRI LANKA said that the increased burden of noncommunicable diseases 
was a major obstacle for his country’s move towards universal health coverage, and a national action 
plan for the prevention and control of noncommunicable diseases would strengthen the health system 
and primary health care institutions in that regard and included actions to promote lifestyle changes. 
At the global level, improving health required strong and sustained political commitment, increased 
investment and more affordable technology. WHO must play a key role in the implementation of the 
2030 Agenda. He supported the draft resolution on universal health coverage. 

The representative of BAHRAIN said that his country had attained all the health-related 
Millennium Development Goals. In addition, it had contributed to the development of the Sustainable 
Development Goals, including by hosting the Second Session of the Arab High-level Forum on 
Sustainable Development in May 2015, and had integrated the Sustainable Development Goals into 
national plans and strategies. The Secretariat should continue to support Member States in the 
implementation and monitoring of the health-related Sustainable Development Goals. 

The representative of the UNITED REPUBLIC OF TANZANIA said that the framework for the 
attainment of the Sustainable Development Goals provided useful guidance for Member States. In 
order to address the challenges affecting the health system, his country would implement the Health 
Sector Strategic Plan 2015–2020; develop a financing strategy to facilitate the attainment of universal 
health coverage; and operationalize a five-year health sector monitoring and evaluation plan. Building 
commitment to the Sustainable Development Goals required political will and regional and 
international collaboration; he supported the adoption of the relevant draft resolutions. 

The representative of the NETHERLANDS spoke on behalf of the European Union and its 
Member States. The candidate countries Turkey, the former Yugoslav Republic of Macedonia and 
Serbia, the country of the Stabilization and Association Process and potential candidate Bosnia and 
Herzegovina, as well as Ukraine and Georgia, aligned themselves with the statement. She welcomed 
the ongoing discussions on the draft resolution on health in the 2030 Agenda for Sustainable 
Development. Health-related matters must be addressed directly though Sustainable Development 
Goal 3 and determinants of health embedded in the other Goals. Measures taken in the context of 
WHO reform should be aligned with the 2030 Agenda. The Organization should work in a more 
integrated and multisectoral way in order to facilitate timely and effective delivery of the health-
related Sustainable Development Goals. It should enhance its leading role in the Global Health Cluster 
and the wider United Nations system, and strengthen global, regional and national efforts towards 
sustainable development through its normative and technical work. 

The representative of FINLAND said that the Sustainable Development Goals had lent new 
legitimacy to efforts to address the wider determinants of health. WHO must provide global 
leadership, normative guidance and technical support for the achievement of the health-related Goals, 
in particular universal health coverage. In order to achieve that, sustainable funding, social protection 
and essential public health functions were vital. Health promotion and disease-burden reduction at the 
population level must also be a priority. She invited Member States to adopt the draft resolution on 
universal health coverage that had been proposed by her delegation. 

The representative of BELGIUM said that the multisectoral nature of the Sustainable 
Development Goals should not be seen as an invitation to mobilize the widest possible range of actors 
to individually address the largest possible range of Goals at the same time. The health-related targets 
should not be seen as distinct, as they all reflected the same need, namely for strong, broadly 
accessible, people-centred health systems. The role of WHO in the implementation of the Sustainable 
Development Goals must be clearly defined, identifying priorities. Such clarity could encourage 
donors, help assess the attainment of health-related Goals, and guide the work of the Organization, 
both internally and with regard to its external partners. 
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The representative of the REPUBLIC OF KOREA said that sustainable, innovative and 
effective international collaboration was needed to advance the health-related targets of the 
Sustainable Development Goals, drawing on the lessons learned from the implementation of the 
Millennium Development Goals. She therefore supported the draft resolution on universal health 
coverage. Achievement of universal health coverage required consistent international action, 
multisectoral cooperation under WHO leadership, and information-sharing at all levels. Clear national 
targets and assessment indicators were crucial to ensuring the active engagement of Member States. 

The representative of INDONESIA supported the draft resolution on universal health coverage. 
The 2030 Agenda for Sustainable Development attributed common, but different, responsibilities to 
States. Local policies, priorities, capacities and aspirations must be identified, and regional forums 
used as strategic platforms for sharing information, lessons, ideas and technical assistance. 
Investments must be used efficiently, produce visible outcomes and support national development. Her 
Government had taken measures to strengthen its health system noting that health workforce 
distribution, capacity building and the implementation of national health insurance were key concerns. 
The quality of public health data should be improved through multisectoral collaboration, which 
would facilitate better monitoring. 

The representative of the PHILIPPINES said that her country had not fully achieved all the 
health-related Millennium Development Goals. The adoption of the 2030 Agenda presented the 
challenge of moving on from pursuing attainment of the Millennium Development Goals. Targets and 
indicators should be streamlined to enable more accurate, effective and efficient data collection and 
analysis. The information management infrastructure should be improved, including by supporting 
capacity building on data processing. The health-related Sustainable Development Goals provided an 
opportunity for WHO to demonstrate its leadership, by facilitating partnerships and capacity building, 
with a focus on the social determinants of health. 

The representative of ZIMBABWE said that the 2030 Agenda represented a paradigm shift by 
recognizing that all countries were responsible for development. Despite progress on the Millennium 
Development Goals, much remained to be done. Health systems must be strengthened, revitalizing the 
primary health care approach, in order to address emerging threats and priorities in a holistic manner. 
WHO country and regional offices should play a vital role in assisting countries during the transition 
to the 2030 Agenda. Predictable and reliable financing was essential. An increase in WHO assessed 
contributions in the forthcoming biennium, and innovative domestic financing for health, would be 
useful. A holistic, horizontal approach was needed to strengthen national health systems, with well-
coordinated support from international partners, in order to achieve universal health coverage. She 
recalled that her country had been added to the list of cosponsors of the draft resolution on universal 
health coverage. 

The representative of JORDAN said that his country had worked hard towards achieving the 
health-related Millennium Development Goals, especially in the area of maternal and child mortality. 
It had strengthened its health system and trained health workers in the use of clinical protocols, among 
other things. However, mass influx of refugees from the Syrian Arab Republic had placed a heavy 
burden on the health sector and had slowed down progress. Challenges included the high prevalence of 
tuberculosis and hepatitis A in refugee camps and the cost and difficulty of providing food and, in 
particular, water for refugees. He invited WHO to help his country with the vaccination of refugees in 
order to improve the health situation in camps. 

The representative of CHINA described the progress made in his country to achieve the 
Millennium Development Goals and his Government’s plans for health promotion in line with the 
Health in All Policies approach. The Secretariat should summarize Member States’ experiences and 
lessons learned, provide further technical assistance and promote the role of health-related targets 
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under the 2030 Agenda for Sustainable Development. His country remained committed to cooperating 
with international organizations and other Member States in the field of health. 

The representative of GERMANY noted that universal health coverage cut across all the health-
related targets of the 2030 Agenda and that strong health systems were key to achieving universal 
health coverage. He advocated coordinated global efforts to strengthen health systems and establish 
comprehensive systems to protect individuals from the financial risks associated with ill health. In that 
regard, in collaboration with WHO, his country had launched the development of a road map for the 
Healthy Systems – Healthy Lives initiative, aimed at strengthening health systems. 

The representative of THAILAND said that health system constraints and a lack of commitment 
and implementation capacity were the main barriers to ensuring access to quality health services in 
countries that had not achieved all the Millennium Development Goals. Greater efforts were needed to 
achieve the more ambitious Sustainable Development Goals, with particular regard to intersectoral 
action on non-health sector determinants of health; and efforts should sustain gains made and draw on 
the lessons learned from the Millennium Development Goals. Global monitoring was essential to 
accelerating progress towards the Sustainable Development Goals, and indicators for universal health 
coverage must include an indicator on financial risk protection. He supported the draft resolution on 
universal health coverage and the draft resolution on the 2030 Agenda that was currently being 
prepared. 

The representative of the FEDERATED STATES OF MICRONESIA said that he looked 
forward to developing further partnerships to achieve the Sustainable Development Goals and 
expressed support for the health-related targets of the 2030 Agenda. He supported the draft resolution 
on universal health coverage and counted on the Organization’s support for its implementation. 

The representative of SWITZERLAND noted that, while universal health coverage was a 
crucial target, it should not be considered a substitute for Sustainable Development Goal 3, which was 
part of a set of integrated and indivisible Goals. The Organization should take on a leadership role to 
combat the risks of fragmentation and the multiplication of uncoordinated initiatives in the area of 
health and well-being, and should advocate a holistic approach to health and its determinants, 
bolstering its legitimacy in order to intervene in other sectors. That would require a review of 
competencies, internal reorganization, the allocation of resources and adequate operational and 
financial flexibility. The Secretariat should provide Member States with the support they needed to 
achieve Sustainable Development Goal 3. Strengthened efforts were needed to promote equality of 
access to health resources, and ensure that monitoring took into account geographical and 
socioeconomic variables. He supported the draft resolution on universal health coverage and the draft 
resolution on the 2030 Agenda that was currently being prepared. He proposed that the Director-
General should prepare a joint report on the implementation of the two resolutions, in line with the 
planned reporting mechanism under the Sustainable Development Goals. 

The representative of BRAZIL noted that, while it was important not to lose sight of the 
unattained targets under the Millennium Development Goals, the 2030 Agenda with its interlinked and 
indivisible Goals and targets had to be unequivocally embraced as a platform for the United Nation 
system as a whole. The Secretariat should support system-wide efforts to attain the Sustainable 
Development Goals, and provide particular support in respect of primary health care and the 
availability of trained health workers. Universal access to medicines and health treatment was critical, 
and support should be offered for innovative mechanisms and funding for research and development; 
WHO should play a guiding role in that regard. The double burden of noncommunicable diseases and 
unmet health needs faced by developing countries should be recognized. It would be essential to 
mobilize public and private resources to achieve the Sustainable Development Goals. WHO should 
focus in particular on Goal 17 (Revitalize the global partnership for sustainable development), and on 
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the means of attaining the other Goals, including target 3.b. The Secretariat should support the 
technology facilitation mechanism adopted under the 2030 Agenda and the Addis Ababa Action 
Agenda of the Third International Conference on Financing for Development. 

The representative of ICELAND, noting that disorders and injuries of the central nervous 
system were a leading cause of disability, emphasized the importance of increasing knowledge in that 
area. The universal nature of the Sustainable Development Goals required Member States’ 
participation at national, regional and global levels. He supported the draft resolution on universal 
health coverage, but would have preferred the inclusion, in the last sentence, of a reference to a time 
frame within which the Director-General should report to the Health Assembly. 

The representative of ARGENTINA expressed his satisfaction that the 2030 Agenda contained a 
target on universal health coverage and included health as a major factor in the attainment of all 
Sustainable Development Goals. Reducing fragmentation and ensuring accountability were of 
importance; and the health-related indicators under the 2030 Agenda would highlight links between 
the Goals. Achievement of the Goals would depend on WHO’s capacity to strengthen links within the 
health sector and expand its activities with other sectors. WHO’s priorities and financing should be 
aligned with the 2030 Agenda, and options should be considered to facilitate reporting at the national, 
regional and global levels. 

The representative of the RUSSIAN FEDERATION agreed that broad participation from WHO 
at the global, regional and country levels was required to achieve the Sustainable Development Goals. 
The Twelfth General Programme of Work, 2014–2019 allowed the Secretariat to provide coordination 
and technical assistance to help countries develop their national health systems. He expressed support 
for the Sustainable Development Goals and noted that Goal 3 was a national priority in his country, 
where a developed primary health care network had contributed to increased life expectancy. He 
supported the adoption of the draft resolution on universal health coverage. 

The representative of ETHIOPIA expressed support for the draft resolution on universal health 
coverage, which would help to sustain the results of the Millennium Development Goals and achieve 
the 2030 Agenda. He described the efforts made in that regard in his country, which included a five-
year plan to transform the health sector. He urged the development of health-related indicators and a 
monitoring and evaluation framework that took into account enhanced country ownership and 
alignment towards a single planning, monitoring and reporting system. He urged the Secretariat to 
provide technical and financial support to help countries achieve Sustainable Development Goal 3. 

The representative of SENEGAL described the progress made in her country towards achieving 
the health-related Millennium Development Goals, including reduced infant and child mortality. 
Attainment of the Sustainable Development Goals provided an opportunity to build on the lessons 
learned during the previous 15 years. 

The representative of PARAGUAY encouraged broad participation in the preparation of 
sustainable development strategies, which took into account different country situations and the 
multisectoral impact of health. More effective planning of health programmes and policies would 
ensure the attainment of the Sustainable Development Goals. She supported the draft resolution on 
universal health coverage. 

The representative of TUNISIA said that health reforms in her country sought to reduce regional 
disparities and improve access to health care and medicines. Health promotion and prevention was at 
the core of a national five-year plan on health reform, the implementation of which would require 
WHO support. She supported the draft resolution on universal health coverage. 
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The representative of NAMIBIA drew attention to the linkage between Goal 3 and the other 
Sustainable Development Goals. The 2030 Agenda lent itself to a multisectoral approach to health and 
the use of technologies to build coherent health systems. The health-related targets demanded strategic 
interventions that were results-oriented, focused, high-impact and efficient. Given the lack of 
resources, innovative approaches to developing health care, especially for the most vulnerable, should 
be identified. In that regard, he welcomed the Addis Ababa Action Agenda of the Third International 
Conference on Financing for Development to support implementation of the 2030 Agenda. He 
underlined the need for WHO assistance for Member States in the fields of research, innovation and 
technology to achieve health outcomes. He supported the draft resolution on universal health 
coverage. 

The representative of ALGERIA highlighted the importance of reducing inequalities within and 
among countries to achieve the Sustainable Development Goals. In that connection, the main objective 
of WHO should be the provision of technical assistance for the implementation of national plans. The 
allocation of financial resources would be a decisive factor, especially given the limited development 
budgets of many countries. Non-financial resources should also be mobilized, including knowledge 
transfer, innovation, and new technologies. 

The representative of NEW ZEALAND supported the statement made by the representative of 
Jamaica regarding the need to prioritize the family environment for the achievement of better health 
outcomes. That focus on family units and communities was crucial to improve health outcomes related 
to family violence, child abuse, child obesity and maternal well-being; and programmes and policies 
supporting women, children, families and communities were of importance. 

The representative of CHILE said that the Sustainable Development Goals offered an 
opportunity for WHO and other United Nations bodies to develop global health financing, strengthen 
cross-border health security, address the causes of noncommunicable diseases and strengthen 
accountability. The Sustainable Development Goals constituted an integrated framework of 
universally-applicable objectives that emphasized equity while respecting national sovereignty and 
taking into account local contexts. Health system strengthening was crucial, and universal health 
coverage would facilitate the attainment of other health-related Goals. Measurement systems should 
be improved to ensure comprehensive monitoring of progress. She strongly supported the Health in 
All Policies approach, which she hoped would drive the 2030 Agenda. 

The representative of BARBADOS highlighted the importance of addressing noncommunicable 
diseases and the social determinants of health, as part of the 2030 Agenda. He urged the Secretariat to 
work with countries to examine alternative health financing models which would ensure quality health 
care based on the principles of equity, solidarity and social justice. WHO should cooperate closely 
with PAHO to develop monitoring and evaluation mechanisms and technical support, particularly for 
small island States in the Caribbean region. He supported the draft resolution on universal health 
coverage. 

The representative of SOUTH AFRICA, speaking on behalf of the Member States of the 
African Region, said that the international community should ensure that health plans, resource 
allocation, and the organization of national health ministries contributed to the achievement of the 
Sustainable Development Goals. He called on the Director-General to report at the Seventieth World 
Health Assembly on progress made in respect of reorganization within WHO to facilitate the 
achievement of the Goals, and proposed that a reference thereto be included in the draft resolution on 
universal health coverage contained in resolution EB138.R5. It was vital to take into account the 
lessons learned from the Millennium Development Goals when planning the attainment of the 
Sustainable Development Goals, which also required political commitment. Through comprehensive 
intersectoral action, the social and economic factors underpinning health outcomes could be addressed. 
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He called on the Director-General to demonstrate leadership in the drive to realize the health-related 
Sustainable Development Goals. Innovative resources to facilitate progress should be identified and 
Member States should also reconsider increasing assessed contributions to enable WHO to support 
actions relating to the 2030 Agenda. Allocating adequate human and financial resources in regional 
and country offices, and securing WHO technical support, was also fundamental. He supported the 
draft resolution on universal health coverage. 

The representative of PANAMA recalled that political contexts, economic instability, migration 
and budget allocations had a bearing on the achievement of the Sustainable Development Goals. The 
targets related to mental and environmental health represented significant challenges under Goal 3. 
Strong health systems, as well as interagency and intersectoral cooperation and civil society 
participation, were pivotal to the success of the 2030 Agenda. She urged WHO to continue providing 
Member States with technical and financial support. Efforts to attain the Sustainable Development 
Goals would require consideration of, inter alia, cost-effective strategies to monitor the impact of 
hazardous chemicals and pollution, and investment in health promotion and disease prevention. Her 
country was committed to the 2030 Agenda, and supported the draft resolution on universal health 
coverage, of which it was a cosponsor. 

The representative of COLOMBIA welcomed the focus on research and innovation under the 
Sustainable Development Goals, with particular regard to research on health policies and systems, and 
she therefore encouraged the transfer of technology and knowledge. Coordination of support to 
Member States posed a challenge to the Organization in terms of improving its internal coordination 
of activities and the need to adapt approaches to each country’s situation. It was also important to 
facilitate the mobilization of financial and non-financial resources at all levels. She urged WHO to 
work closely with the United Nations system and to strengthen interagency cooperation. 

The representative of BHUTAN welcomed the 2030 Agenda, which prioritized sustainability 
and equitable human development. Achieving Sustainable Development Goal 3 would be possible 
only if progress was made in meeting the other targets. A great responsibility had been placed on 
WHO and its Member States to ensure that health was incorporated into all policies. Achieving 
universal health coverage and financing health actions proved a notable challenge, particularly for 
small countries like Bhutan. Greater emphasis should be placed on developing inclusive plans and 
ensuring that measurement and accountability mechanisms were in place. She called on WHO and 
other partners to support Member States in resource mobilization. She expressed support for the draft 
resolution on universal health coverage. 

The representative of the DEMOCRATIC REPUBLIC OF THE CONGO said that Member 
States needed to work together to design integrated strategic plans and mobilize resources for the 
attainment of the Sustainable Development Goals. WHO should continue its leadership role in 
facilitating cooperation, particularly in resource mobilization, among and within countries to ensure 
intersectoral collaboration. He supported the draft resolution on universal health coverage. 

The meeting rose at 11:45. 



 
 
 
 
 
 

THIRD MEETING 

Tuesday, 24 May 2015, at 14:45 

Chairman: Mr M. BOWLES (Australia) 

PROMOTING HEALTH THROUGH THE LIFE COURSE: Item 13 of the agenda (continued) 

Monitoring of the achievement of the health-related Millennium Development Goals: Item 13.1 
of the agenda (document A69/14) (continued) 

Health in the 2030 Agenda for Sustainable Development: Item 13.2 of the agenda (documents 
A69/15, EB138/2016/REC/1, resolution EB138.R5) (continued from the second meeting, section 2) 

The representative of TURKEY said that Millennium Development Goals and Sustainable 
Development Goals had guided Turkey’s health transformation programme. Implementation of the 
global indicators framework would be essential in order to complete the work of the Millennium 
Development Goals and the improved health conditions and closer cooperation realized to date would 
be augmented further by finding ambitious ways of achieving universal health coverage. She 
supported continuation of reporting and data sharing through the follow-up and review mechanism. 
Provision of essential medicines in developing countries, intellectual property rights issues and the 
pricing of medicines were obstacles to achieving the Goals. 

The representative of the UNITED STATES OF AMERICA welcomed efforts to align the work 
of WHO with the health targets of the Sustainable Development Goals and urged the Organization to 
support completion and implementation of the global reporting mechanism. The role of WHO in 
“governance for health” should be further defined since the parameters in the context of the revised 
global indicators framework remained unclear. Stronger collaboration between WHO and its global 
partners should be the primary strategy used to push forward policy issues. His delegation had worked 
closely with others in formulating the draft resolution on universal health coverage and stood ready to 
resolve any remaining concerns on the compromise text. 

The representative of the DOMINICAN REPUBLIC said that a comprehensive approach would 
be needed to attain the Sustainable Development Goals. To that end, the Dominican Republic had 
implemented social and economic policies to encourage sustainable economic growth, fair distribution 
of wealth and poverty reduction, while promoting universal education, integrated health care, nutrition 
and food security. Effective epidemiological management and early warning and rapid response 
systems were crucial to meet the goals of lower health costs, improved quality of care and decreased 
malpractice. He endorsed the draft resolution on universal health coverage. 

The representative of CHAD said that the challenges experienced in implementing the 
Millennium Development Goals, including the need for a coherent programme that took into account 
the social determinants relating to economic and environmental factors, should be considered when 
implementing the Sustainable Development Goals. It would be helpful for Member States to receive a 
clear definition of the targets and a schedule of deadlines up to 2030. Regional peer review workshops, 
with technical support from WHO, would allow Member States to consolidate their programmes and 
minimize delays in implementation. 

- 31 - 
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The representative of BANGLADESH said that the Sustainable Development Goals placed 
emphasis on reducing inequities among and within countries and care should be taken not to rely on 
averages. WHO and its international partners needed to create new models to ensure the effective 
implementation and monitoring of the new Goals. Technical assistance provided by WHO would be 
instrumental in helping governments to strengthen health systems and make progress towards 
universal health coverage. The Ministry of Health and Family Welfare of Bangladesh had created an 
eHealth infrastructure that would enable reporting on the progress made towards the Goals in real 
time. His Government was committed to achieving the Goals, with continued technical support from 
WHO. He endorsed the draft resolution on universal health coverage. 

The representative of NIGERIA said that it would be important to establish sustainable 
financing of the Sustainable Development Goals and to measure their implementation in order to 
ensure accountability. Indicators related to data and information management systems, including the 
key indicator of access to quality essential medicines, would be critical for evaluating the Goals. 
Efforts to achieve universal health coverage were under way in Nigeria and 10 000 primary health-
care facilities would be strengthened over the coming two years. 

The representative of the MALDIVES said that, although most Member States in the South-East 
Asia Region had made strides towards the Millennium Development Goals, significant disparities 
persisted within Member States. WHO should address the need for more integrated ways of working, 
as achieving Sustainable Development Goal 3 on good health and well-being was tied to progress 
made towards other Goals. Furthermore, reporting on the Sustainable Development Goals would 
involve more work than reporting on the Millennium Development Goals. Therefore, WHO should 
support national target-setting exercises and strengthen national health systems. National information 
systems and accountability mechanisms should be used to report on the ground covered. Financing 
would be a challenge for Member States, requiring the support of WHO and other key partners to 
mobilize resources. 

The representative of NEPAL said that the role of WHO should be redefined to move forward 
the health agenda of the Sustainable Development Goals at all levels and across all sectors. That 
would require strengthening WHO capacity in order to mainstream and contextualize a health-related 
sustainable development agenda. As intersectoral engagement was required to achieve the Goals, a 
multisectoral coordination mechanism should be developed to harmonize and synthesize information 
and decision making. 

The representative of URUGUAY outlined the progress made towards meeting the Millennium 
Development Goals in Uruguay, in particular those related to poverty reduction and maternal and child 
mortality. Efforts were being made to improve the health situation by reducing inequalities in access to 
health. Strategic objectives had been set, aimed at promoting healthy lifestyles and lowering the risk of 
noncommunicable diseases. 

The representative of TOGO said that the Organization should provide technical assistance for 
the achievement of the Sustainable Development Goals through targeted interventions to improve the 
information management capacity of countries, facilitate knowledge sharing and national cooperation 
mechanisms, and develop new ways of promoting intersectoral partnerships. 

The representative of FRANCE said that the intersectoral approach required to achieve the 
Sustainable Development Goals presented a challenge for WHO in the international sphere, as well as 
for ministers of health at the national level. Therefore, the Organization should position itself to be 
able to intervene in other sectors. In that respect, WHO should diversify the range of organizations 
with which it worked directly. In addition, health issues should be incorporated into the actions of a 
wide range of international organizations and financial institutions. Working with non-State actors 



 COMMITTEE A: THIRD MEETING 33 
 
 
 
 
would be more necessary than ever to implement the health policies of WHO and Member States, and 
increase their capacity to act. A conference on strengthening intersectoral action for health in the 
European Region would be held in Paris later in 2016. 

The representative of the BAHAMAS said that the shortfalls of the Millennium Development 
Goals should be retooled as strengths when implementing the Sustainable Development Goals. The 
achievement of the targets under the Sustainable Development Goals hinged on the capacity of 
individual countries to collect data and monitor and evaluate the Goals. WHO’s influence with 
governments and donors must be leveraged to ensure that health financing structures were directed 
towards supportive and preventive measures so that the long-term and upstream result of reduced 
needs for curative and palliative care could be achieved. 

The representative of UNFPA said that further collaboration was required to achieve 
Millennium Development Goal 5 on improving maternal health. Regarding Sustainable Development 
Goal 3 on ensuring healthy lives and promoting well-being for all at all ages, it was paramount to 
guarantee universal access to sexual and reproductive health services as part of universal health 
coverage. Prevention should be an integral component of those services. Adolescents who were 
covered by their parents’ health insurance should be able to access confidential sexual and 
reproductive health services without parental permission. Investment in human resources for health 
care was essential to ensure functional, robust and resilient health systems. 

The observer of CHINESE TAIPEI outlined some of the achievements made in Chinese Taipei 
with respect to universal access to reproductive health services, the Health in All Policies approach 
and the Sustainable Development Goals, which included a reduction of the adolescent fertility rate and 
a decline in the prevalence of obesity. Concerning the Sustainable Development Goal indicators, she 
called for the meaningful and effective use of data, and public reporting of progress with relevant 
comparisons and public communication through scientific journals and press releases. Relevant 
benchmarking and ranking were necessary to maintain global political momentum and external 
support could be provided for those that found it difficult to make progress. Strengthening surveillance 
systems, including capacity building and provision of technical and financial support, was a matter of 
urgency. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES said that countries should prioritize humanitarian and fragile settings when 
undertaking commitments relating to the Sustainable Development Goals and developing universal 
health coverage plans. Experience had shown that communities living in such settings were 
resourceful and could significantly contribute to reducing mortality rates when empowered and 
provided with essential commodities and training. 

The representative of the INTERNATIONAL LACTATION CONSULTANT ASSOCIATION, 
speaking at the invitation of the CHAIRMAN, welcomed the report on the monitoring of the 
achievement of the health-related Millennium Development Goals, noting that the current momentum 
needed to be maintained. The issue of deaths among children under 5 years of age due to 
undernutrition should be addressed urgently as part of Millennium Development Goal 4 on reducing 
child mortality. It was vital for WHO to strengthen the International Code of Marketing of Breast-Milk 
Substitutes. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that, in order to achieve the Sustainable Development Goals, it was crucial to 
provide for the right to health. Member States should therefore seriously consider the proposed 
framework convention on global health. The Director-General should establish a working group, with 
strong civil society participation, to examine and report back on the potential benefits, principles and 
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parameters of the framework, and the Health Assembly and Executive Board should take swift action 
on the process. 

The representative of the INTERNATIONAL ALLIANCE OF PATIENTS’ ORGANIZATIONS, 
speaking at the invitation of the CHAIRMAN, stressed the need to accelerate the achievement of 
target 3.8 under Sustainable Development Goal 3, which gave Member States a golden opportunity to 
work together to create patient-centred health systems worldwide. He endorsed the recommendation 
that the Health Assembly adopt the draft resolution contained in EB138.R5. 

The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of the CHAIRMAN, said that the role of nursing in achieving the Sustainable Development 
Goals was of the utmost importance. The work on Goal 3 should be connected with that on many other 
Goals. System-wide investment in universal health care, with a focus on health promotion and 
prevention of illness, was also essential. WHO and governments should continue to involve nurses 
actively in planning and decision-making on all relevant policies and strategies. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, highlighted the importance of selecting drivers in respect of Sustainable Development 
Goal 12 on responsible consumption and production that would compel all actors to contribute to 
changing unsustainable consumption and production patterns. Goal 8 on decent work and economic 
growth, and Goal 17 on partnerships for the goals, were of particular concern, as they suggested that 
social development could be maintained using the same economic policies that had caused global 
ecological and financial crises, and that all countries would benefit equally from free trade regimes. 
The strategies addressing unfair trade, unstable finances, global tax and investment regimes and 
intellectual property laws needed to be credible. For the least developed countries to achieve the 
Sustainable Development Goals, debt relief other than debt financing should be a key strategy. A more 
coherent plan, which should not be based on even higher levels of economic liberalization and free 
trade, was needed to address equity concerns. 

The representative of OXFAM, speaking at the invitation of the CHAIRMAN, expressed 
concern that some countries had reintroduced health-care user fees and urged ministers to seek other 
options for financing health care. Donors should help to provide free health care for countries that had 
had to resort to fees. Health ministers should call for Sustainable Development Goal indicator 3.8.2, 
on out-of-pocket health expenditure, to be changed, as it risked dictating the path for countries to take 
to obtain universal health coverage. She supported the indicator proposed by WHO: measuring 
financial barriers and ensuring their removal was key to achieving universal health coverage. 

The representative of THE SAVE THE CHILDREN FUND, speaking at the invitation of the 
CHAIRMAN, said that the focus on health systems in the 2030 Agenda should include individual 
health security. Political commitment was needed for progress to be made and universal health 
coverage strategies should prioritize groups that were left behind. Reproductive, maternal, newborn, 
child and adolescent services should be a priority and be available free of charge at the point of use in 
every community. To increase investment in public services, national tax systems should be made 
more efficient and tax evasion and illicit financial flows must be addressed at the global level. The 
prices of vaccines and medicines should be lowered. Coverage of services and financial protection 
should be tracked through the right indicators, and accountability mechanisms for universal health 
coverage were required at all levels. 

The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 
invitation of the CHAIRMAN, welcomed the resolution and agreed that the 2030 Agenda could not be 
achieved without proper funding, an effective monitoring system and true health governance. It was 
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important to tackle the unfinished business of the Millennium Development Goals in the area of 
health, but that could not be done without addressing the social determinants of health. The role of 
physicians, especially primary care doctors, in health promotion, disease prevention and health 
security, was also crucial. While she appreciated efforts to revisit current WHO priorities, align 
budgeting and finance with the new agenda and enhance capacity building, knowledge transfer and 
technical support, further intersectoral collaboration would be necessary to reach the Goals and targets 
of the 2030 Agenda. 

The representative of the WORLD FEDERATION OF PUBLIC HEALTH ASSOCIATIONS, 
speaking at the invitation of the CHAIRMAN, said that public health systems were often fragmented, 
variable and incomplete. Therefore, his federation had developed a Global Charter for the Public’s 
Health, in line with the Sustainable Development Goals, which included succinct and practical 
implementation guidelines allowing public health associations to work with other nongovernmental 
organizations, training and research institutions, civil society and governments to improve the 
planning and implementation of health strategies across the globe. He called on the Director-General 
to adopt a WHO action plan on public health based on that charter. 

The representative of the WORLD HEART FEDERATION, speaking at the invitation of the 
CHAIRMAN, called on Member States to promote a Health in All Policies approach and ensure 
policy coherence across the 2030 Agenda for Sustainable Development. It was also necessary to agree 
on a robust and comprehensive follow-up and review framework that would ensure accountability at 
all levels, support progress and address challenges. Indicators for progress must be aligned with 
existing indicators such as those in the global monitoring framework for the prevention and control of 
noncommunicable diseases. In addition, Member States should deliver on the commitments made in 
the Addis Ababa Action Agenda of the Third Conference on Financing for Development, including 
the commitment to increase domestic resource mobilization. They should also promote meaningful 
engagement of civil society at all levels of implementation. 

The representative of the WORLD ORGANIZATION OF FAMILY DOCTORS, speaking at 
the invitation of the CHAIRMAN, said that primary care teams worldwide contributed greatly to 
progress towards the Sustainable Development Goals. As a result, national governments needed to be 
ambitious in measuring progress towards strengthening primary health care. Indicators used should be 
based on principles such as equity, community participation and prevention. Monitoring activities 
should measure the elements that made primary health care services successful, including 
comprehensiveness, coordination and person-centred care. Health financing indicators should track 
government expenditure on primary care and provide information on the economic accessibility of 
primary care services. Indicators on the make-up and distribution of the primary care workforce were 
also crucial. 

The representative of the INTERNATIONAL PLANNED PARENTHOOD FEDERATION, 
speaking at the invitation of the CHAIRMAN, noted with concern that target 3.8 of Sustainable 
Development Goal 3, on universal health coverage, was given more prominence in the report than all 
others, although it had originally been considered on a par with other targets. Indeed, some targets 
required programmatic interventions that went beyond universal health coverage. For instance target 3.3 
on ending HIV/AIDS required outreach programmes that tackled stigma and discrimination. 
Furthermore, if the United Nations high-level political forum on sustainable development was to play 
a primary role in overseeing the follow-up and review process of the 2030 Agenda, it must forge 
strong links with the Health Assembly and all health targets must be part of the overall 
implementation, follow-up and review process. There should also be an effective, integrated data 
collection process with an emphasis on data disaggregation, especially for vulnerable and 
marginalized groups. 
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The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said that civil society involvement 
and intersectoral collaboration were key to achieving the Sustainable Development Goals. The 
involvement of young people was also vital, since they would be the driving force behind the 2030 
Agenda. WHO should, therefore, forge stronger partnerships with youth-led organizations. A rights-
based approach to sustainable development with people-centred policies, such as a commitment to 
universal health coverage, was equally important. The International Federation of Medical Students’ 
Associations was fully committed to the implementation of the 2030 Agenda and called for stronger 
collaboration between all stakeholders and solid governance. 

The representative of WORLD VISION INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, affirmed the importance of leadership in health governance to achieve the health targets 
of the 2030 Agenda including universal health coverage. In his report to the 2016 United Nations 
General Assembly High-Level Meeting on Ending AIDS, the United Nations Secretary-General had 
encouraged the international community to consider a comprehensive framework convention on global 
health which would establish standards, processes and mechanisms of health governance. She urged 
the Director-General and Member States to commence negotiations for such a convention. 

The representative of WATERAID, speaking at the invitation of the CHAIRMAN, highlighted 
the critical linkages between Sustainable Development Goal 6 on water, sanitation and hygiene and 
Goal 3 on health. Despite being a separate goal, access to water, sanitation and hygiene must be 
measured in terms of its contribution to health outcomes since, without joint financing, monitoring and 
reporting, the integrated vision of the Sustainable Development Goals would have limited impact. 
Water, sanitation and hygiene must be prioritized as a component of health systems strengthening 
since they were at the heart of resilient community and health systems, infection prevention control 
and prevention of antimicrobial resistance, despite fewer than half of health facilities in developing 
countries having sustained access to them. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation), responding to 
points raised, acknowledged a wide range of national and global achievements on the Millennium 
Development Goals and noted the lessons learned such as the importance of establishing specific 
targets and regular assessment of progress. There was still, however, a need to continue the unfinished 
business of the Millennium Development Goals in the coming fifteen years. Although the Sustainable 
Development Goals were very broad, delegates had pointed to a small number of common themes for 
the future: they included the centrality of health in the 2030 Agenda and the importance of linkages 
between health and the economic, social and environmental dimensions of sustainable development. 
She noted the request for a clear WHO strategy on how to engage with the 2030 Agenda and 
confirmed that the first steps had been taken in that regard. 

The Committee noted the reports. 

The draft resolution contained in resolution EB138.R5 was approved.1 

The CHAIRMAN noted that the Committee would resume discussion of item 13.2 following 
the preparation of the draft resolution on health in the 2030 Agenda for Sustainable Development. 

(For continuation of the discussion and approval of the draft resolution on health in the 2030 
Agenda for Sustainable Development, see the summary record of the thirteenth meeting, section 3.) 

1 Transmitted to the Health Assembly in the Committee’s first report and adopted as resolution WHA69.1. 
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Operational plan to take forward the Global Strategy for Women’s, Children’s and Adolescents’ 
Health: Item 13.3 of the agenda (document A69/16) 

The CHAIRMAN drew attention to a draft resolution on committing to implementation of the 
Global Strategy for Women’s, Children’s and Adolescents’ Health, proposed by the delegations of 
Albania, Bangladesh, Canada, Chile, Colombia, Ethiopia, India, Kenya, Liberia, Monaco, 
Mozambique, the Netherlands, Norway, South Africa, Sweden, Turkey, the United States of America, 
Uruguay, Zambia and Zimbabwe, which read: 

The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on the operational plan to take forward the Global 

Strategy for Women’s, Children’s and Adolescents’ Health;1 
PP2 Welcoming the launch by the United Nations Secretary-General of the new Global 

Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030) that envisions a world 
in which every woman, child and adolescent in every setting realizes their rights to physical and 
mental health and well-being, has social and economic opportunities, and is able to participate 
fully in shaping prosperous and sustainable societies; 

PP3 Recognizing that the Global Strategy for Women’s, Children’s and Adolescents’ 
Health (2016–2030) provides a road map for attaining these ambitious objectives, and that it 
will contribute to the implementation of the Sustainable Development Goals related to women, 
children and adolescents’ health; 

PP4 Acknowledging the importance of country actions and leadership, and of the need to 
prioritize the updating of national health and financing policies, strategies and plans to reflect 
the 17 targets included in the Global Strategy for Women’s, Children’s and Adolescents’ Health 
(2016–2030), in order to advance the health and well-being of women, children and adolescents; 

PP5 Recognizing the need for an equity-driven, gender-responsive life course approach, 
and for multistakeholder and multisector partnerships including the private sector and civil 
society, such as the Every Woman Every Child movement, in implementing the Global Strategy 
for Women’s, Children’s and Adolescent Health (2016–2030); 

PP6 Emphasizing the crucial role of accountability at all levels, including the important 
role of data and information systems, and noting the work of the Independent Accountability 
Panel to synthesize an annual global report on the state of women, children and adolescents’ 
health, 

 INVITES Member States: 
(1) to commit, in accordance with their national plans and priorities, to implementing 
the Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030), to 
end the preventable deaths of women, children and adolescents, to improve overall health 
and well-being and to promote enabling environments in a sustained and effective 
manner, supported by high-level commitment and adequate financing, including, as 
relevant, actions identified under the nine areas as proposed by the Global Strategy for 
Women’s, Children’s and Adolescents’ Health (2016–2030) and its operational 
framework; 
(2) to strengthen accountability and follow-up at all levels, including through 
monitoring national progress and increasing capacity building for good-quality data 
collection and analysis, upon their request; 

1 Document A69/16. 
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(OP) 1. INVITES relevant stakeholders, as appropriate, to support the effective 
implementation of national plans and contribute to the accomplishment of the Global Strategy 
for Women’s, Children’s and Adolescents’ Health (2016–2030) and its milestones; 

(OP) 2. REQUESTS the Director General: 
(1) to provide adequate technical support to Member States in updating and 
implementing national plans and relevant elements of the Global Strategy for Women’s, 
Children’s and Adolescents’ Health (2016−2030), including good-quality data collection 
and analysis; 
(2) to continue to collaborate with other United Nations agencies, funds and 
programmes,1 and other relevant partners and stakeholders, to advocate and leverage 
assistance for aligned and effective implementation of national plans; 
(3) to report regularly on progress towards women’s, children’s and adolescents’ 
health to the World Health Assembly, through the Executive Board. 

The financial and administrative implications of the draft resolution for the Secretariat were:   

Resolution: Committing to the implementation of the Global Strategy on Women’s, Children’s and 
Adolescents’ Health 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

From the Twelfth General Programme of Work, 2014–2019: 
Impact goal: Reduce under-five child mortality 
Outcome: Increased access to interventions for improving health of women, newborns, children 
and adolescents 
 

From the Programme budget 2016–2017:  
Outcome 3.1. 
Outputs 3.1.1, 3.1.2, 3.1.3, 3.1.4, 3.1.5 and 3.1.6. 
 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

2016–2030. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

1 The Global Health Partnership H6: UNAIDS, the United Nations Entity for Gender Equality and the Empowerment 
of Women (UNWOMEN), UNFPA, UNICEF, the World Bank and WHO. 

                                                      



 COMMITTEE A: THIRD MEETING 39 
 
 
 
 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements: US$ 206.1 million 

Level Staff Activities Total 
Country offices 33.6 77.8 111.4 
Regional offices 18.4 16.8 35.2 
Headquarters 35.7 23.8 59.5 
Total 87.7 118.4 206.1 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 141.5 million 

– What are the gaps? 
US$ 64.6 million 

– What action is proposed to close these gaps? 
The gap will be addressed through the coordinated resource mobilization efforts including the financing 
dialogue for possible financing by voluntary contribution. 

2. Next biennium: estimated budgetary requirements, in US$ millions 
Level Staff Activities Total 

Country offices – – – 
Regional offices – – – 
Headquarters – – – 
Total – – – 

2(a) Financing implications for the budget in the next biennium: Information not yet available. 

– How much is currently financed in the next biennium? 
To be determined during the development of the programme budget for 2018–2019. 

– What are the financing gaps? 
US$ millions – to be determined. 

– What action is proposed to close these gaps? 
Not applicable. 

The representative of URUGUAY, introducing the draft resolution on behalf of its cosponsors, 
said that it invited Member States to make a commitment to the Global Strategy for Women’s, 
Children’s and Adolescents’ Health in accordance with national priorities. Recognizing the leadership 
role of WHO and the technical support it provided to Member States, she recommended that the 
Health Assembly should track implementation of the Global Strategy and provide a regular 
opportunity for debate on the health of women, children and adolescents. She urged the Committee to 
support the draft resolution. 

The representative of RWANDA, speaking on behalf of the Member States of the African 
Region, said that reaching all 17 health-related targets of the Sustainable Development Goals was 
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directly linked to the improvement of women’s, children’s and adolescents’ health, and would require 
paying special attention to countries with high burdens of maternal and child mortality and harnessing 
the power of partnership through commitment and collaboration at all levels and with all stakeholders. 
The Member States of his Region were fully committed to the implementation of the Global Strategy. 

The representative of KENYA said that her Government was committed to the implementation 
of the Global Strategy and had made significant progress in developing robust national plans and 
priorities that would lead to the realization of Sustainable Development Goal 3. Her Government had 
embraced innovative partnerships that would increase sustainable financing and recognized the urgent 
need to eliminate inequities and promote the right to reproductive health care. Strong partnerships 
between governments, development partners and the private sector were crucial to providing quality, 
accessible and affordable health care. 

The representative of BAHRAIN, noting that the health of women, children and adolescents 
was a high priority for his Government, said that Bahrain had succeeded in reducing the maternal 
mortality ratio and had adopted a number of strategies to reduce infant mortality. His Government 
stood ready to provide technical assistance to other countries in the region and to share best practices. 

The representative of LEBANON said that her Government had incorporated the 17 targets of 
the Global Strategy for Women’s, Children’s and Adolescents’ Health into its own national plan with 
a focus on eliminating inequities in maternal and child mortality. She welcomed the Global Strategy’s 
emphasis on community engagement, emergency response and harmonization of global reporting 
through the Independent Accountability Panel. Collective action and stakeholder involvement were 
also vital to effective implementation. Since half of maternal, newborn and child deaths occurred in 
humanitarian or fragile settings, more help should be given to countries in crisis and to those hosting 
refugees. Technical and financial support from the H6 partnership could help countries to strengthen 
their data management systems. 

The representative of the PHILIPPINES said that the more effective and efficient collaboration 
of committed stakeholders in development processes was vital to taking forward the Global Strategy  
and the operational framework would provide the necessary guidance to countries in achieving its 
aims. She supported the proposed timetable for the development of national plans, which should 
include  investments in health that were sufficient to ensure robust implementation of the Global 
Strategy. National plans should also eliminate inequities in health services. 

The representative of the UNITED REPUBLIC OF TANZANIA said that his Government had 
developed a national road map and strategic plan in line with the Global Strategy. Although the under-
five mortality rate had been reduced to fewer than 54 per 1000 live births by the end of 2015, similar 
progress had not been made in reducing newborn mortality rates. There had been a slight decline in 
maternal mortality in the 10 years to 2015 and child immunization coverage was among the highest in 
Africa. Measures had been taken to strengthen civil registration and health information systems. 

The representative of BANGLADESH, noting that children who were registered at birth stood a 
better chance of enjoying civil rights equitably, said that his Government had introduced universal 
registration of births, an electronic list of voters and a commission on information and accountability 
for women’s, children’s and adolescents’ health. An individual tracking system to monitor every 
mother and every child had been recognized as an effective model which his Government stood ready 
to share with lower middle income countries in collaboration with WHO. He endorsed the draft 
resolution. 

The representative of the UNITED STATES OF AMERICA said that Member States should 
prioritize the actions recommended in the report for putting the Global Strategy into practice. He 
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commended the commitment of the H6 partnership to strengthen coordination between partners when 
supporting country implementation of the Global Strategy. Success required greater coordination from 
all stakeholders and commitment from bilateral and multilateral development agencies. Consideration 
should be given to linking the goals of the Global Strategy with the draft global strategy and plan of 
action on ageing and health in order to strengthen a life course approach to health. He endorsed the 
draft resolution. 

The representative of JAPAN welcomed the proposed milestones for the implementation of the 
Global Strategy, which Member States could use to monitor and evaluate progress. His Government 
was committed to strengthening service delivery, to improving the health status of women and to 
promoting their active role in society. Noting that the sustainable implementation of the Global 
Strategy would require strong political commitment and stable financial resources, he said that 
Member States should increase investment through domestic resource mobilization in the context of 
universal health coverage. He welcomed the Global Financing Facility in support of Every Woman, 
Every Child and expressed the hope  that it would enhance the effectiveness and efficiency of 
programmes to improve women’s, children’s and adolescents’ health. Japan would contribute US$ 190 
million to the Facility. He endorsed the draft resolution. 

The representative of NORWAY welcomed the Global Strategy and noted that its successful 
implementation would require multisectoral investment and participation. The Global Strategy was 
relevant to women, children and adolescents everywhere, including in humanitarian settings and 
conflict situations. The inclusion of adolescents was commendable, since young people must be 
directly involved in defining needs and solutions, while access to reproductive and sexual health 
services were vital to girls’ health, education and job opportunities. Ensuring an end to unsafe abortion 
practices would require an adjustment of national policies and laws to bring them into line with the 
relevant regional and international agreements such as the Protocol to the African Charter on Human 
and People’s Rights on the Rights of Women in Africa (the Maputo Protocol). Country ownership and 
increased domestic financing were necessary to make health financing more sustainable. She 
encouraged additional donors to participate in the Global Financing Facility, which would help to 
close the financing gap in high-burden countries. Her delegation wished to be included in the list of 
sponsors of the draft resolution. 

The representative of AUSTRALIA supported the Global Strategy and its emphasis on 
coordinated, multisectoral action, and encouraged Member States to work with global, regional and 
national partners to implement the five key recommended activities. She was pleased that the 
monitoring processes would be harmonized with initiatives such as the Sustainable Development 
Goals monitoring framework, which would reduce the reporting burden on Member States. 

The representative of IRAQ said that his country had undertaken measures to promote 
women’s, children’s and adolescents’ health. For example, a strategic workplan on reproductive health 
and maternal and child health had been incorporated into a national development strategy and had 
been designated as a priority by the Ministry of Health. The private sector was being urged to focus on 
women’s and children’s health, while adolescent health was being promoted through school health 
services. A specific workplan on neonatal heath care had been developed, with an emphasis on 
neonatal screening and on surveillance and response, in order to reduce the rate of newborn mortality. 
The possibility of integrating maternal mortality and child mortality surveillance and response systems 
was currently under consideration. 

The representative of INDIA said that the Global Strategy was a welcome initiative that would 
address the unfinished agenda of the Millennium Development Goals; its implementation would 
require leadership and ownership from every country. He noted with satisfaction that the Global 
Strategy recognized the need to focus on specific populations, the importance of improving the quality 
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of healthcare, and the need for multisectoral action. His Government was committed to ending 
preventable deaths and had achieved an accelerated pace of decline in mortality which exceeded the 
average global rate of decline. It had also instituted an ambitious immunization plan, which would see 
90% of children receiving full immunization coverage by 2020. He supported the draft resolution. 

The representative of the REPUBLIC OF KOREA welcomed the Global Strategy as an 
important contribution to the achievement of the Sustainable Development Goals and to addressing the 
needs of the many women, children and adolescents who still lived in unsafe circumstances. She 
agreed that development projects and efforts to ensure health and well-being in line with the Global 
Strategy would require a multifaceted approach. Her Government was due to launch an initiative to 
promote the health and education of girls in 15 developing countries and to enhance their future 
opportunities and capabilities. 

The representative of GERMANY welcomed the operational plan to take forward the Global 
Strategy and endorsed the nine action areas set out in the Strategy, in particular with respect to 
humanitarian and fragile settings, health system resilience and accountability. Her Government had 
high hopes for the Global Strategy; it was lamentable that so many still died from easily treatable or 
preventable diseases. She wished to be added to the list of sponsors of the draft resolution. 

The representative of CHILE said that maternal and child health policies in Chile were 
implemented through integrated health, family and community-based primary care and the 
Government supported strategies and activities to promote the health and well-being of individuals, 
families and the most vulnerable. She welcomed the Global Strategy, which focused on areas that had 
previously been insufficiently addressed. Her country had already achieved the mortality rate targets 
set in the Global Strategy, although regional gaps needed to be addressed and accountability 
mechanisms enhanced. Chile’s national health strategy focused on reducing the rates of infant 
mortality, child development disorders, and teen pregnancy and suicide as well as on strategic goals 
relating to communicable and noncommunicable diseases. She called on all Member States to endorse 
the operational plan for implementing the Global Strategy and to support cooperation at both the 
regional and global levels to achieve that end. 

The representative of COLOMBIA said that multisectoral action, country leadership and 
community participation were the means to improving the health and well-being of all women, 
children and adolescents. The Global Strategy and the Every Woman, Every Child initiative would 
contribute greatly to fighting inequality, ensuring fairer, more inclusive, sustainable and peaceful 
societies, and advancing gender equality and the empowerment of women and girls. Her Government 
had made a commitment to reduce the prevalence of chronic malnutrition in children, to increase the 
use of modern methods of contraception and to improve women’s sexual and reproductive health. 
Noting the particular challenges associated with the implementation of the Global Strategy in 
humanitarian and fragile settings, situations of armed conflict and marginalized areas, she highlighted 
the need to adopt policies that were equity-driven, gender-responsive and human rights-based. 
Technical assistance was vital to effective implementation of the Global Strategy and the development 
of appropriate national plans. 

The representative of TOGO welcomed the operational plan for taking forward the Global 
Strategy and, in particular, the objectives of ending preventable deaths, ensuring health and well-being 
and expanding enabling environments. There were new challenges to be faced, however, in taking into 
account inequities among and within countries and on the need to address environmental and social 
determinants of health. The mechanisms for implementation of the operational plan in different 
countries would depend on national needs and priorities. Each Member State must develop plans that 
were sustainable and had robust financing strategies. The effective monitoring and evaluation of plans 
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would ensure that progress under the Global Strategy could be measured at the national, regional and 
global levels. 

The representative of PARAGUAY said that women’s, children’s and adolescents’ health was a 
priority issue for her Government, which had adopted strategies and plans on the prevention of 
preventable deaths, the reduction of maternal and child mortality, and the promotion of adolescent 
health and sexual and reproductive health. Her Government was counting on technical assistance from 
WHO to support the implementation of those strategies and plans, and to assist in the promotion of a 
human rights-based and multisectoral approach. Strong investment in the health workforce would also 
be essential. 

The representative of COSTA RICA said that Member States should continue to strengthen 
their national strategies in respect of women’s, children’s and adolescents’ health, using the relevant 
aspects of the Global Strategy to inform actions at the national level, while keeping in mind the 
importance of a human rights-based approach and the principle of universal health coverage. A 
multisectoral approach was also crucial for the successful implementation of such strategies. 

The representative of the PLURINATIONAL STATE OF BOLIVIA said that her Government 
had taken measures to develop national policies and plans and had stepped up activities at the 
community level. New legislation had been adopted to guarantee health care for pregnant women, 
breastfeeding mothers and children aged less than 5 years. Maternal and child health had a prominent 
position on the national development agenda. Her delegation supported the draft resolution, in 
particular operative paragraph 2 on the provision of adequate technical assistance to Member States, 
collaboration with other United Nations agencies and regular reporting on progress. 

The representative of SOUTH AFRICA said that implementation of the Global Strategy was 
central to the attainment of the 2030 Agenda for Sustainable Development and the Sustainable 
Development Goals. Given the importance of ensuring a sustainable, evidence-based health financing 
strategy, the Director-General should refine the methodology available for Member States in order to 
produce a robust investment case for women’s, children’s and adolescents’ health and to ensure that 
sufficient funds were allocated to that area of public health. Implementation plans should be Member 
State-led with support from partners where requested, and should follow the “Three Ones” key 
principles, the Paris Declaration and the Accra Agenda for Action. The Secretariat should finalize the 
indicator framework for the Sustainable Development Goals as soon as possible, in consultation with 
Member States. 

The representative of INDONESIA said that her Government still had an unfinished agenda 
with regard to Millennium Development Goals 1, 4 and 5, which had been included, along with 
objectives for the implementation of the Global Strategy for Women’s, Children’s and Adolescents’ 
Health, in a national development plan. The plan aimed to reduce maternal and child mortality, 
improve family planning, strengthen nutrition and enhance communicable and noncommunicable 
disease control. The drafting of an integrated strategic plan on reducing maternal and infant mortality 
was also under way. Provision of access to quality services for communities, in particular those living 
in poverty, was the key to implementing the national development plan and to reaching the targets of 
the Sustainable Development Goals by 2030. Efforts were being made to achieve universal health 
coverage and to strengthen primary health care. 

The representative of the MALDIVES said that improved access to essential health 
interventions and services, in particular with regard to family planning, antenatal care, delivery in 
health care facilities and skilled birth attendance, had been the key to reducing maternal and child 
mortality rates in the Maldives. The increase in the burden of noncommunicable diseases remained a 
challenge, however, which could only be addressed by building resilient health systems. Holistic 
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health policies and education programmes on prevention of injury, self-harm and violence, the 
prevention of noncommunicable diseases, and the promotion of reproductive health were essential to 
ensure the health and well-being of adolescents and the protection of their human rights. To support 
implementation of the Global Strategy, the operational framework should include actionable 
milestones and realistic timelines. It should also contain clear performance indicators to monitor 
progress and specific actions to ensure accountability at all levels. 

The representative of the FEDERATED STATES OF MICRONESIA welcomed the operational 
plan and draft resolution, which provided valuable guidance for Member States. Implementation of the 
Global Strategy would not be easy for many countries and technical support and donor assistance 
would therefore be essential as Member States continued to develop their national activities in line 
with the Sustainable Development Goals. Support from WHO and its partners would be crucial. 

The representative of CANADA expressed her Government’s commitment to women’s, 
children’s and adolescents’ health and rights and said that implementation of the Global Strategy 
would be essential for attaining all the health-related Sustainable Development Goals. She highlighted 
the role of the Global Financing Facility in support of Every Woman, Every Child as a key mechanism 
for the implementation of the Global Strategy and a catalyst for leveraging domestic resources. 

The representative of FRANCE said that, despite the progress made since the adoption of the 
Millennium Development Goals, considerable challenges to maternal and child health persisted. Each 
year, around the world, 6.3 million children under the age of five, 1.3 million adolescents and nearly 
300 000 pregnant women died of preventable or treatable causes. The adoption of the Global Strategy 
in 2015 had therefore been particularly timely, and its implementation was crucial. She was pleased to 
announce that France would be contributing a further €10 million to the Muskoka Fund in 2016. That 
renewed financial commitment would contribute both to reducing maternal, child and adolescent 
mortality, and to reaching the ultimate goal of universal health coverage. 

The representative of ARGENTINA expressed her Government’s commitment to the Every 
Woman, Every Child initiative and to the implementation of the Global Strategy. Challenges remained 
with regard to aspects of the Millennium Development Goals that had not been met, and must be 
carried forward with the implementation of the 2030 Agenda for Sustainable Development. Her 
Government had adopted strategies and policies with regard to sustainable development and the 
promotion of health, which included all 17 targets under the Global Strategy. Efforts were being made 
to foster a multisectoral approach in order to ensure coherence in policies for the provision of health 
care and the continued strengthening of the health system. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND welcomed the operational framework for the Global Strategy, which addressed some 
important and controversial issues such as sexual and reproductive health and rights. Her Government 
was committed to improving reproductive, maternal, newborn, child and adolescent health, in 
particular through broadened family planning coverage, as a means of bringing an end to preventable 
maternal and infant mortality. Her Government was providing significant funding to maternal and 
child health initiatives, both in the form of foreign direct investment into international funds and at the 
national level, to enhance training and provide equipment to prevent stillbirths and neonatal and 
maternal deaths. A new life chances strategy was being developed, which included measures to fight 
disadvantage. A ban on smoking in private vehicles had been introduced to protect children against 
passive smoking. Considerable efforts were being made to improve mental health services for children 
and adolescents. 

The representative of MEXICO said that implementation of the Global Strategy was essential 
for all countries, in order to attain the Sustainable Development Goals. His Government recognized 
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the importance of cross-cutting issues, such as health systems strengthening, universal health coverage 

and the establishment of a sustainable and efficient health workforce, to underpin the implementation 

of the Global Strategy. The operational plan underscored challenges with regard to certain population 

groups: innovative actions were required to ensure that all adolescents received sexual and 

reproductive health coverage. Pregnancy was a particular risk to the life and health of adolescents in 

Mexico, and a national strategy had been adopted to tackle that issue. 

The representative of the UNITED ARAB EMIRATES said that her Government had made 

considerable progress with regard to improving maternal and child health and had succeeded in 

reducing maternal and child mortality. The national health system had been strengthened, with 

emphasis on primary health care, preventive care, complementary care and rehabilitation, and care 

throughout the life course. A national action plan to increase breastfeeding had been elaborated and 

children’s hospitals had been established in cooperation with UNICEF. Legislation had been adopted 

to regulate the marketing of food products for children. Mandatory medical examinations had been 

introduced for couples before marriage, and efforts were being made to ensure testing for genetic 

conditions and foetal examinations. Vaccination campaigns against rotavirus and poliomyelitis were 

also under way. 

The representative of THAILAND said that the unified framework for global accountability for 

the Global Strategy would require good quality data and Member States should therefore enhance their 

data collection capacity to support decision-making. Her delegation welcomed the proposed 

milestones, which set actions, targets and timelines for implementation of the Global Strategy. She 

proposed two amendments to the draft resolution: to insert the phrase “and the milestones 2016–2017 

and 2018–2020 in Annex 2 of document A69/16” between “the Global Strategy for Women’s, 

Children’s and Adolescents’ Health (2016−2030)” and“, to end the preventable deaths of women …” 

in operative paragraph 1; and to delete the words “upon their request” from the end of operative 

paragraph 2. 

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

The meeting rose at 17:35. 



 
 
 
 
 
 

FOURTH MEETING 

Wednesday, 25 May 2016, at 09:30 

Chairman: Mr M. BOWLES (Australia) 

1. FIRST REPORT OF COMMITTEE A (document A69/66) 

The RAPPORTEUR read out the draft first report of Committee A. 

The report was adopted.1 

2. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda 

Implementation of the International Health Regulations (2005): Item 14.1 of the agenda 

• Report of the Review Committee on the Role of the International Health Regulations 
(2005) in the Ebola Outbreak and Response (documents A69/21, A69/21 Add.1 and 
A69/21 Add.2) 

The CHAIR OF THE REVIEW COMMITTEE listed the Review Committee’s 
recommendations, contained in the Annex to document A69/21. Three main messages had emerged 
from the Review Committee’s work: the need for continuous improvement in public health 
preparedness in the face of major risks; the need for a strong WHO Secretariat, the establishment of a 
standing advisory committee to review WHO risk assessment and risk communication, and the 
creation of a new category of alert, namely the international public health alert; and the need for 
solidarity among neighbouring countries and among rich and poor, in line with article 44 of the 
Regulations. 

The CHAIRMAN invited the Committee to consider the draft decision proposed by the 
Secretariat in document A69/21 Add.1, which read: 

The Sixty-ninth World Health Assembly, having considered the report of the Review 
Committee on the Role of the International Health Regulations (2005) in the Ebola Outbreak 
and Response,2 decided: 

(1) to commend the successful conclusion of the work of the Review Committee on 
the Role of the International Health Regulations (2005) in the Ebola Outbreak and 
Response, the leadership of its Chair, the dedication of its distinguished members, and the 
submission of its report to the Director-General for transmittal to the Sixty-ninth World 
Health Assembly; 

1 See page 380. 
2 Document A69/21. 

- 46 - 

                                                      



 COMMITTEE A: FOURTH MEETING 47 
 
 
 
 

(2) to urge Member States to take forward the recommendations contained in the 
report of the Review Committee on the Role of the International Health 
Regulations (2005) in the Ebola Outbreak and Response; 

(3) to request the Director-General to report to the Health Assembly, in the annual 
report on the implementation of the International Health Regulations (2005), on progress 
made in taking forward the recommendations of the Review Committee on the Role of 
the International Health Regulations (2005) in the Ebola Outbreak and Response. 

The financial and administrative implications for the Secretariat of the adoption of the draft 
decision were set out in document A69/21 Add.2. 

The representative of the DOMINICAN REPUBLIC described his country’s efforts to 
strengthen its core capacities under the Regulations, and listed the remaining priorities, including 
strengthening of preparedness, surveillance and response to chemical or radiological disasters and 
animal and foodborne diseases. A national, multirisk emergency plan, clearly defining institutions’ 
roles and resource management, was crucial to prepare and respond to possible threats. 

The representative of the DEMOCRATIC REPUBLIC OF THE CONGO said that a joint 
external evaluation would be carried out as soon as possible in order to fill any gaps in his country’s 
national action plan. 

The representative of SINGAPORE said that his country, which had been affected by the 
outbreaks of severe acute respiratory syndrome, pandemic influenza and Zika virus infection, relied on 
prompt warnings of the threat of infectious disease outbreaks issued by national focal points. Core 
capacities should be strengthened in the broader context of improving health systems. Greater global 
awareness of the Regulations and a holistic communication strategy were also necessary. The 
Secretariat should assist countries in need and support capacity building for an effective and rapid 
response to emergencies. 

The representative of QATAR, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that, according to a rapid review conducted by WHO, progress in 
implementing the Regulations in the Region was patchy, even among countries which had declared 
themselves ready to cope with a health emergency. The Member States had called for an independent 
assessment and the establishment of a regional assessment commission to provide technical guidance 
and oversee the independent joint expert evaluations. Increased funding, regional and national 
partnerships and South-South cooperation were also crucial for successful implementation. 

The representative of PANAMA described her country’s efforts to implement the Regulations. 
She called upon all States Parties to fulfil their international commitments: a united and coordinated 
regional response, strengthened and coordinated by WHO, was the best defence against emerging and 
re-emerging diseases. Further discussions were crucial for a more effective approach to emergencies. 
She called upon States Parties to continue their assessment and training activities and warned that 
national and regional structures should not be weakened by excessive centralization. 

The representative of the PHILIPPINES said that more resources would be needed to increase 
awareness of the Regulations, strengthen health systems, improve core capacities and foster active 
partnerships in communities in order to manage outbreaks and health emergencies. Standard metrics 
for measuring capacities should be strengthened at country level. Improved compliance, ownership of 
responsibilities and accountability were essential. 
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The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, said that the candidate countries Turkey, the former Yugoslav Republic of Macedonia, 
Serbia and Albania, the country of the Stabilisation and Association Process and potential candidate 
Bosnia and Herzegovina, as well as Ukraine, the Republic of Moldova, Georgia and Andorra, aligned 
themselves with his statement. The preparedness required to prevent, detect and respond to health 
threats called for cross-sectoral collaboration. WHO should encourage transparent global governance 
and continue to cooperate closely with the relevant organizations, including FAO and OIE, to ensure 
effective implementation of the Regulations. The Regulations should be fully integrated into the new 
WHO Health Emergencies Programme to guarantee its emergency response capacity. The IHR 
Monitoring and Evaluation Framework and Joint External Evaluation Tool were crucial for identifying 
gaps in country core capacities and capabilities, as well as an important source of information for 
donors and a potential tool to coordinate support from different partners. The Secretariat should 
enhance existing structures and strengthen its capacity and collaboration across the different levels of 
the Organization. He encouraged States Parties and the Secretariat to implement the Review 
Committee’s recommendations. 

The representative of BELGIUM said that full implementation of the Regulations was a central 
outcome of WHO’s Emergency Response Framework and noted with satisfaction that monitoring and 
reporting to the governing bodies were a core responsibility of the Secretariat, as the Director-General 
had acknowledged. The Secretariat was fully responsible for neutral, independent and objective 
external evaluations of core capacities, for which it should establish a clear action plan to address 
realistic deadlines. Donor States should provide support for countries that needed to address core 
capacity gaps. He proposed some amendments to the draft decision. In paragraph (2), the words 
“under the leadership and with the support of WHO” should be inserted between “to urge Member 
States to take forward” and “the recommendations contained in the report …”. In paragraph (3), the 
words “to take full accountability on the external independent, objective and transparent evaluation of 
IHR implementation process as recommended by the Review Committee, and to prepare a costed plan 
of action for the evaluation process in order to ensure a first round by 2021 and” should be inserted 
between “to request the Director-General” and “to report to the Health Assembly …”. 

The representative of JAPAN said that States Parties that had yet to attain the core capacities 
should indicate their timetable for doing so in the IHR Monitoring and Evaluation Framework and 
their own national action plan, adopting a sustainable bottom-up approach. WHO, the Global Health 
Security Agenda partnership, the G7 Summit framework and other stakeholders were crucial to 
moving forward with the implementation of the Regulations, as were the collaboration and 
harmonization of all levels of the Organization under the “one WHO” approach. 

The representative of MONACO said that her country should be fully compliant with the 
Regulations by 2017. She supported the amendments suggested by the representative of Belgium. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND urged States Parties to expedite implementation of the Regulations in a way which 
supported the most vulnerable countries. It should be an integral element of health systems 
strengthening. She supported WHO’s leading role and the external evaluation methods, and welcomed 
the creation of the Joint External Evaluation Tool. Her country provided financial support for 
implementation by low- and middle-income countries, although those countries should also allocate 
their own resources to carry out their national plans and build capacities. 

The representative of AZERBAIJAN said that his country, with international partners, was 
piloting an innovative electronic disease surveillance system to facilitate timely case-by-case data 
collection and analysis. A major feature of the new system was the simplified method of exchanging 
epidemiological surveillance data with partners and the Regional Office for Europe. 
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The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA said that cross-sectoral 
cooperation throughout 2015 had made it possible to maintain, consolidate and create core capacities 
at the country’s main ports, and progress was being made in the areas of surveillance, preparedness 
and response, laboratory capacities and food- and animal-borne diseases. His Government had 
explained its position concerning the concept note “Development, monitoring and evaluation of 
functional core capacity for implementing the International Health Regulations (2005)” at the PAHO 
Regional Consultation on the IHR Monitoring Scheme post-2016, held in August 2015. 

The representative of GERMANY drew the Committee’s attention to the commitments made by 
G7 leaders during the 2015 German Presidency to support 76 States Parties in their implementation of 
the Regulations. Germany supported the recommendations made by the Review Committee and 
endorsed the findings and conclusions reflected in paragraph 157 of the report. The establishment of a 
global strategy, as proposed by the Review Committee, would enhance effectiveness and efficiency 
and help bring together existing structures and complementary initiatives. WHO must provide solid 
and resilient leadership in the implementation and monitoring of the Regulations. He supported the 
amendment proposed by the representative of Belgium to paragraph (2) of the draft decision. 

The representative of the REPUBLIC OF KOREA said that the threat of emerging infectious 
diseases was not limited to vulnerable countries; the proposed joint external evaluation of country 
capacity should therefore be conducted in all States Parties. The Secretariat must give priority to the 
most vulnerable countries when providing support for the implementation of the Regulations. 

The representative of SOUTH AFRICA commended the reform measures undertaken by WHO 
to fill gaps in emergency and epidemic responses. She welcomed the idea of exploring new options 
and mechanisms for self-assessment and voluntary peer review and external evaluation of 
implementation of the Regulations. States Parties required sustained support in the implementation of 
core capacities and ongoing reform of WHO’s Emergency Response Framework. 

The representative of NORWAY noted that those recommendations of the Review Committee 
that concerned new institutional arrangements or global strategic initiatives could not be followed up 
by individual States Parties: WHO must take an active lead in implementing them. The draft decision 
did not reflect that responsibility and should be revised. Recommendations 2, 3 and 6 of the Review 
Committee, at least, needed to be discussed further; any relevant decision should be deferred to the 
Executive Board at its 140th session. 

The representative of SAUDI ARABIA said that there was an urgent need to reform WHO’s 
existing emergency response mechanism, which was not flexible enough and did not allow for the 
mobilization of adequate resources. Furthermore, the mechanism did not respond adequately to 
emergencies caused by noncommunicable diseases and should be expanded accordingly. 

The representative of SAMOA supported WHO’s new Health Emergencies Programme and the 
“one WHO” approach. The reform of WHO’s emergency work should provide ongoing momentum 
for further investment in preparedness work at the national level. The experience from other public 
health events had helped to improve response capacities, including capacity-building under the 
Regulations, the development of generic capacities and a step-by-step approach. He encouraged States 
Parties to implement the recommendations of the Review Committee. 

The representative of the BAHAMAS informed the Committee about some legal and policy 
instruments adopted in his country. In order to address human-resource-related problems, cross-
training initiatives had been increased, as had capacity to respond to radiation events. The Event 
Information Site had been a useful tool for sharing knowledge, best practice and achievements in the 
Region. In respect of the revised reporting tool, he called for regional solutions and longer reporting 



50 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
intervals and guidance on follow-up action on the implementation of the Regulations beyond 2016. 
Periodic evaluations should be action-oriented, qualifying and quantifying progress and difficulties in 
each country. 

The representative of FINLAND said that building country capacities to prevent, detect and 
respond to public health events required a sense of ownership by countries, sustained efforts and 
reliable information about existing gaps. She welcomed the introduction of the Joint External 
Evaluation Tool. Finland had been one of the first countries to undergo such an evaluation and would 
provide financial and other support for its rapid roll-out. 

The representative of FRANCE supported the Review Committee’s recommendation to develop 
a global strategic plan to establish and monitor core capacities and to create an intermediate level of 
alert. The Health Emergencies Programme should place special emphasis on building capacities at the 
national and regional levels. Referring to the outcome of the High-level Conference on Global Health 
Security (Lyon, France, 22 and 23 March 2016), he said that in order to ensure global health security 
all countries must have tools to prevent, detect, evaluate and communicate public health risk, and 
respond to it with the Secretariat’s support. The new Joint External Evaluation Tool was an important 
development: follow-up of the evaluations should be led by the Health Emergencies Programme and 
regional offices. He supported the amendments proposed by the representative of Belgium in 
paragraph (2) of the draft decision. 

The representative of TURKEY supported the draft decision. 

The representative of JORDAN said that it was important to bring national legislation into line 
with the Regulations; strengthen surveillance systems; and equip health laboratories with diagnostic 
tools to detect communicable diseases. Rapid response teams were also needed. The Secretariat should 
keep up its support for the implementation of the Regulations in all Member States. He proposed the 
establishment of a centre for communicable disease surveillance and control in the Eastern 
Mediterranean Region. 

The representative of INDONESIA, speaking on behalf of the Member States of the South-East 
Asia Region, said that successful implementation of the Regulations by some countries could set an 
example for the entire Region and thus contribute to heightened global public health security. Member 
States must build, strengthen and maintain core capacities and mobilize the necessary resources. She 
took note of the proposal for external assessment and welcomed the Global Health Security Agenda as 
a means for strengthening countries’ core capacities. 

The representative of BRAZIL, commenting that the Regulations had promoted solidarity and 
transparency in public health emergency responses, said that the response to the outbreak of Zika virus 
infection and the excellent support afforded by WHO, including PAHO, to the countries affected had 
illustrated the lessons learned from the Ebola virus disease outbreak. 

He expressed reservations with regard to some of the recommendations made by the Review 
Committee. The proposed system of external evaluations would further increase the burden of 
compliance and must be strictly voluntary. Developing countries, in particular, might struggle to 
implement the proposed recommendations without new and additional international assistance. He was 
not in a position to consider the recommendations as an integral part, or reinterpretation, of the 
Regulations until they had been thoroughly examined and agreed in an intergovernmental setting 
within WHO. More time was needed to identify which recommendations could be implemented 
immediately and which ones might require amendments to the Regulations. Paragraph (3) of the draft 
decision should be amended to read: “to request the Director-General, in full consultation with 
Member States, to develop an implementation plan for the Review Committee recommendations, 
identifying those that would eventually require amendments of the International Health Regulations 
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(2005), and to submit the implementation plan for the consideration of the Seventieth World Health 
Assembly, through the Executive Board”. 

The representative of INDIA welcomed the Review Committee’s focus on implementation and 
support for developing countries, but expressed reservations about recommendation 5. All countries 
must work towards compliance with the Regulations, but the proposed external evaluation should not 
be made mandatory. He also expressed reservations concerning recommendation 6: further 
clarification was needed on the way in which the proposed international public health alert mechanism 
would be implemented. The ambit and scope of recommendation 11 on data sharing also needed to be 
clarified. Any new mechanism developed by WHO for sharing biological samples must take full 
account of the Nagoya Protocol on Access to Genetic Resources and the Fair and Equitable Sharing of 
Benefits Arising from their Utilization to the Convention on Biological Diversity. He could not 
endorse the recommendations in their entirety; States Parties must be consulted about any further 
steps. 

The representative of the RUSSIAN FEDERATION said that the implementation of the 
Regulations must be inclusive and transparent and uphold the independent and neutral coordinating 
role of WHO. Bilateral, multistate initiatives or the Global Health Security Agenda should not be 
placed on the same footing as the Regulations, or used as an excuse to replace them with other 
mechanisms. The Secretariat’s role as an intermediary between donors and States should not replace 
its core functions, as that would undermine trust in the Organization. He supported WHO-led 
monitoring of core capacities, but the proposed joint external evaluation needed to be discussed further 
to clarify its status and consequences. Evaluation should not be a prerequisite for support. The 
Secretariat must play a central, leading role in evaluation; he objected to the idea of setting up an 
analysis unit within the Secretariat to fulfil those functions. Until further work had been done, he could 
approve neither the recommendations nor the draft decision. 

The representative of MEXICO said that an intermediate level of alert would allow new public 
health events to be dealt with promptly, but it should be carefully defined in order to avoid confusion. 
An appropriate communication mechanism was required, and transparency should be increased 
through the implementation of additional measures by States Parties and the publication of temporary 
recommendations. 

The representative of THAILAND welcomed the Joint External Evaluation Tool, which would 
ensure transparency and international accountability in respect of the core capacities, although it was 
unclear how much it would cost and who would pay for it. The Secretariat should focus on core 
capacities for assessment and on priority countries. Given the imposition by some countries of 
international travel restrictions that went beyond the temporary recommendations, he encouraged the 
Secretariat to play a leading role in ensuring adherence to temporary recommendations. 

The representative of EGYPT called for greater financial support, human resources and capacity 
building for regional offices. Owing to the scale of the response required, caution should be exercised 
when declaring a public health emergency of international concern. The causal link between Zika 
virus infection and microcephaly had not been confirmed: WHO should not overreact before that link 
had been established. 

The representative of NEW ZEALAND said that the Review Committee’s recommendations 
should be implemented urgently. The Secretariat should prioritize funding and cooperation to support 
States Parties in the sustainable development of the health systems infrastructure required to 
implement the Regulations fully. Progress towards universal health coverage would deliver local, 
regional and global health benefits and improve health security and responsiveness to future health 
emergencies. 
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The representative of AUSTRALIA welcomed the report by the Review Committee and 
supported its recommendations. He expressed support for the Joint External Evaluation Tool and the 
Secretariat’s approach to evaluating implementation. He supported the draft decision and reserved the 
right to respond in due course to the amendments proposed. 

The representative of CÔTE D’IVOIRE said that financial and technical support provided 
through the United Nations system and the Global Health Security Agenda had helped to strengthen 
prevention, detection and response capacities for public health emergencies. 

The representative of PAKISTAN said that his country had been the first in the Eastern 
Mediterranean Region to undergo the joint external evaluation exercise, which had helped it to 
identify capabilities, gaps and challenges in implementation. He urged other States Parties to follow 
suit. 

The representative of ETHIOPIA, speaking on behalf of the Member States of the African 
Region, said that the lack of vaccines and treatments for Ebola virus disease should be added to the 
issues identified by the Review Committee. African countries continued to make progress in 
implementation and agreed that implementation and the development and roll-out of a global strategic 
plan should be prioritized. Ethiopia, Mozambique, Uganda and the United Republic of Tanzania had 
conducted risk and core capacities assessments using the Joint External Evaluation Tool. Member 
States in the Region remained committed to establishing and sustaining capacity to prevent, detect and 
address public health emergencies. WHO and other stakeholders should implement the Review 
Committee’s recommendations, in particular those related to developing capacity for laboratory 
diagnosis and using technology to boost surveillance and ensure the timely reporting of public health 
emergencies. 

The representative of the UNITED REPUBLIC OF TANZANIA said that it was crucial to build 
capacity, particularly in respect of food, chemical and radio-nuclear risks, areas in which the African 
Region performed poorly. Linkages between the Regulations and the Pandemic Influenza 
Preparedness Framework should be strengthened, as both addressed core capacities for surveillance 
and response. The proposed global strategic plan should outline operational goals for one, five and ten 
years, and allow for the holding of periodic reviews. The plan required an implementation framework, 
which should be developed in consultation with States Parties and the WHO regional committees. 
Independent assessment should be performed regularly at the regional level, in order to strengthen 
regional linkages and the exchange of technical expertise. She expressed concern at the 
recommendation to establish a standing advisory committee to define an intermediate level of alert, 
particularly if no support was associated with it, and requested detailed information in that regard. 
Nevertheless, she supported the draft decision. 

The representative of KUWAIT endorsed the report by the Review Committee and noted the 
importance of financial and technical support from WHO. The efficient delegation and empowerment 
of regional offices would allow the better use and faster mobilization of resources. Despite recognition 
of the importance of national IHR Focal Points, there were no specific indicators on strengthening 
their function. 

The representative of BURUNDI expressed support for the draft decision. Despite its limited 
resources, his country had worked with partners to implement the Regulations. 

The representative of BARBADOS said that the Regulations represented best practice in global 
disease prevention and control, which was crucial for small island States with economies based on the 
free movement of people and services. Member countries of the Caribbean Community required the 
Secretariat’s support to strengthen laboratory systems and response capabilities; develop a legislative 
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framework for compliance; and develop mechanisms for a timely response to chemical, biological and 
nuclear events. He called for a regional framework for monitoring, evaluation and response with 
respect to such threats. Given the constraints faced by countries in the region, the evaluation of 
compliance should, in the short term, be conducted by Member States in the region. 

The representative of CANADA emphasized the importance of timely implementation. A global 
strategic plan would require broad consultation, yet swift development. The Secretariat should 
immediately initiate the development of that plan, with a view to the Executive Board discussing it at 
its 140th session. 

The representative of SRI LANKA described his country’s experience of implementing the 
Regulations with reference to the outbreak of Ebola virus disease. Its WHO country office had 
provided assistance and a survey had found no suspected case of the disease. 

The representative of KENYA said that implementation of the core capacities in his country had 
been hindered by resource constraints and political change. He looked forward to the development of a 
fully resourced global strategic plan and recommended an emphasis on sustainable funding for long-
term health system strengthening. Embracing the Global Health Security Agenda would accelerate 
implementation. The global strategic plan should be reviewed every three years to ensure that it was 
addressing identified gaps in implementation, and the Secretariat should consult States Parties before 
finalizing it. He supported the use of the Joint External Evaluation Tool to review the core capacities. 

The representative of VIET NAM said that the Joint External Evaluation Tool would help States 
Parties to implement the core capacities and mitigate their reporting burden. The Secretariat should 
draft and issue a guidance manual and training programme on the tool. 

The representative of BANGLADESH noted the importance of implementation in a context of 
disease outbreaks that threatened health systems. Despite global progress on implementation, certain 
areas – such as chemical and radio-nuclear risks and implementation at points of entry – had 
progressed slowly. The strengthening of surveillance, health systems and response capacity in each 
State Party should be emphasized, rather than a focus on a single health problem or condition. His 
country would welcome technical assistance in the areas of multisectoral preparedness and response 
and strengthening of physical structures at points of entry. He proposed that, at the end of the final 
sentence of the draft decision, the following phrase should be added: “in addition to progress of 
outbreaks and response to other diseases of public health concern”. States Parties’ concerns about 
certain recommendations by the Review Committee should be addressed, with a view to reaching a 
consensus. 

The representative of PARAGUAY supported the creation of an intermediate level of alert, 
which should be accompanied by information on the availability of products and equipment required 
to launch a national response. The development of the global strategic plan to improve public health 
preparedness and response should comprise realistic time-bound targets to be achieved with the 
Secretariat’s support. Self-assessment of core capacities should be continued and external assessment 
should be conducted by regional experts, with national participation. The rapid sharing of public 
health and scientific information and data had ensured a sound national response to the outbreak of 
Zika virus infection in Paraguay; related procedures should be improved. 

The representative of the UNITED STATES OF AMERICA said that the Review Committee’s 
recommendations must not be ignored. Implementation of the Regulations should be linked with 
broader efforts to strengthen health systems and a multisectoral approach was critical to address public 
health emergencies. The Joint External Evaluation Tool was an essential component of a robust IHR 



54 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Monitoring and Evaluation Framework, and her country was currently undergoing its own joint 
evaluation. She supported the statements by the United Republic of Tanzania and Norway. 

The representative of GRENADA congratulated the Review Committee and aligned himself 
with the statements made by Barbados and the Bahamas. 

The representative of CHINA said that accelerated implementation of the Regulations took 
priority over their revision and was essential to safeguard global public health. China had enhanced its 
emergency response core capacities in line with the Regulations. It welcomed the leadership of WHO 
in implementing the Regulations. 

The representative of IRAQ described the intersectoral links established in his country for the 
implementation of the Regulations. A specialized unit had been established under the Ministry of 
Health and legislation had been adopted for the swift implementation of the Regulations, particularly 
at times of pilgrimage. He called on WHO to provide further technical assistance. 

The representative of TUNISIA said that national contexts should be taken into account when 
giving effect to the Review Committee’s recommendations. Risk assessment capacities should be 
improved through training, with priority support being provided for developing countries. Data 
security and other ethical considerations must be taken into account in the implementation of 
recommendation 11 on improving rapid sharing of information. 

The representative of GHANA pointed out that, as the Ebola virus disease outbreak had 
demonstrated, the international community was ill-prepared in the face of public health threats. States 
Parties should prioritize funding for the Regulations as a social and economic investment. 

The representative of PAPUA NEW GUINEA endorsed the statements made by Samoa and 
Japan. It was vital to strengthen core capacities as part of the overall strengthening of the health 
system itself. Her country would not have some the core capacities by the final deadline of June 2016, 
but it had responded in the areas most affected by the El Niño weather phenomenon and Zika virus 
infection by implementing the core capacities at points of entry in the country. Field epidemiology 
training was conducted with the support of the Secretariat, the United States of America and Thailand, 
with the aim of assigning field epidemiologists to each province to assist in disease control and 
emergency preparedness. 

The representative of the ISLAMIC REPUBLIC OF IRAN said that recent outbreaks of certain 
prototypical diseases indicated insufficient preparedness of many countries to deal with global health 
emergencies. The Secretariat should organize regional consultations on the IHR Monitoring and 
Evaluation Framework to ensure that all States Parties were fully involved and informed irrespective 
of political considerations. His country had launched a successful early warning and surveillance 
programme and intended to share it with other countries, with WHO coordination. 

The representative of ECUADOR said that the Regulations had aided the country’s effective 
response to the earthquake of April 2016. Her country had drafted a strategic plan based on the core 
capacities and had prevented post-disaster outbreaks of disease with the support of WHO and PAHO. 
She called for further technical assistance from the Secretariat. 

The observer of CHINESE TAIPEI said that the Event Information Site had allowed for prompt 
access to information on several major public health threats in Chinese Taipei and enabled it to work 
closely with partners regarding preparedness and response. He urged States Parties to comply fully 
with the Regulations, particularly the provision stipulating notification of a potential public health 
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emergency of international concern within 24 hours, and to make use of the Joint External Evaluation 
Tool. 

The representative of the INTERNATIONAL ORGANIZATION FOR MIGRATION said that 
implementation of the Regulations should take into account the critical link between health, migration 
and human mobility within countries and across borders. It was crucial to monitor population mobility 
dynamics in order to identify spaces of vulnerability and subsequently strengthen core capacities for 
emergency preparedness and response and primary health care. Her organization would continue to 
advocate for mobility-sensitive public health emergency preparedness and response plans and provide 
the relevant technical assistance. She called upon governments and partners to ensure that migrants, 
regardless of their status, were included in preparedness and response plans to guarantee public safety. 

The CHAIR OF THE REVIEW COMMITTEE said that the implementation of 
recommendation 5 on the external assessment of core capacities would constitute real progress, 
although it was not an obligation. All stages relating to its implementation should be guided and 
overseen by the Secretariat. The coordinated actions following an intermediate-level alert under 
recommendation 6 would be determined with the full participation of relevant stakeholders and the 
support of the Secretariat. With regard to recommendation 11, he noted that the Nagoya Protocol laid 
down guidelines on access and benefit sharing to address the sensitive questions inherent in the rapid 
sharing of public health and scientific information. WHO’s research and development blueprint for 
action to prevent epidemics could inform the implementation of that recommendation. In addition, the 
Pandemic Influenza Preparedness Framework could serve as an example for the development of the 
Regulations. 

The DIRECTOR-GENERAL expressed her thanks to States Parties for reaffirming by 
consensus the central role of WHO in the implementation of the Regulations. It was incumbent on 
States Parties to make a commitment to implement the core capacities defined in the Regulations, but 
States Parties had recognized the limits of self-assessment and would welcome WHO’s coordination 
of various initiatives and voluntary participation in the Joint External Evaluation Tool. While it was 
imperative to ensure that recommendations of the Review Committee that were consistent with the 
Regulations were swiftly put into effect to ensure preparedness for future emergencies, the opportunity 
would be provided for dialogue on the recommendations that required further clarification and 
discussion prior to adoption. In that connection, she proposed that the Secretariat should draft a global 
strategic plan to improve public health preparedness and response, including technical and financial 
resource mobilization to implement the plan, which would be submitted to the regional committees for 
discussion. Feedback would be gathered, particularly from States Parties for which implementation of 
the Regulations imposed additional burdens or necessitated legislative amendments. A consolidated 
version based on those discussions would then be submitted to the Executive Board in January 2017 
and subsequently the Seventieth World Health Assembly. Accordingly, the Secretariat would revise 
the draft decision, incorporating as necessary the proposed amendments and setting out a timeline for 
action, for later consideration by the Committee. 

The representatives of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, SOUTH AFRICA and MALAYSIA expressed support for the Director-General’s 
proposal. 

The representative of BRAZIL said that the Director-General’s proposal offered an excellent 
way forward, although there were core elements still to address. It was important to be flexible and 
give the Director-General the capacity to implement those elements that were consistent and 
compatible with the current Regulations. Some elements were novel, such as antimicrobial resistance 
and the external evaluations; their implications required further discussion. 
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The representative of NIGERIA expressed support for the Director-General’s proposal, but said 
that some key actions should be taken immediately and that prolonged bureaucratic procedures should 
not be allowed to delay capacity-building. 

The representative of SUDAN, endorsing the Director-General’s proposal, said that the 
Regulations must henceforth be treated as a reality, not as an ambition. Sudan would work closely 
with the Regional Office for the Eastern Mediterranean to fulfil the requirements for implementation. 

The representative of the RUSSIAN FEDERATION said that the need for swift action must be 
balanced against the need for further discussions. As the Regulations were a legally binding 
instrument, it was essential to ensure consensus, without leaving any loopholes. He therefore 
supported the Director-General’s proposal. 

The representative of MEXICO supported the proposal and expressed his commitment to work 
constructively with the Secretariat and other States Parties to reach consensus. 

The representative of NICARAGUA, welcoming the Director-General’s proposal, considered 
the regional consultation process to be of particular importance in order to ensure implementation of 
not only the Regulations, but also the mechanisms for emergency preparedness and response. 

The representative of SAUDI ARABIA supported the Director-General’s proposal. It was 
important to support the external evaluation of States Parties’ core capacities and to highlight any 
gaps. 

The representative of EGYPT warned against the possibility of bureaucratic delays and called 
for them to be kept to a minimum. 

The representative of CHINA supported the use of external evaluations and highlighted the 
importance of consistency in the use of experts and resources under the IHR Monitoring and 
Evaluation Framework. 

The representative of INDIA, supporting the Director-General’s proposal, stressed that the 
recommendations must be reviewed and discussed. 

The DIRECTOR-GENERAL expressed her appreciation for the strong support given to the 
proposed way forward. 

The CHAIRMAN took it that the Committee wished to suspend consideration of the agenda 
item, to allow time for the Secretariat to prepare a revised version of the draft decision. 

It was so agreed. 

(For continuation of the discussion and approval of the draft decision, see the summary record 
of the thirteenth meeting, section 2.) 

Reform of WHO’s work in health emergency management: WHO Health Emergencies 
Programme: Item 14.9 of the agenda (documents A69/30 and A69/61) 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, speaking in her capacity as Chairman of the Programme, Budget and Administration 
Committee of the Executive Board, said that the Committee had considered the Director-General’s 
report on the reform of WHO’s work in health emergency management (document A69/30). In 
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acknowledgement of the late posting of the report, members had considered that it would be premature 
to recommend adoption of the decision by the Health Assembly; instead the Committee had 
recommended, on behalf of the Executive Board, that the Health Assembly should note that report, 
continue the discussion started in the Programme, Budget and Administration Committee and consider 
the proposed draft decision contained in paragraph 24 of document A69/30, taking into account the 
need to ensure full and sustainable financing for the WHO Health Emergencies Programme. 

The representative of MALAYSIA, speaking on behalf of the Member States of the Western 
Pacific Region, supported the new WHO Health Emergencies Programme, particularly the concept of 
“one WHO” during health emergencies. The new implementation plan might usefully draw on the 
Asia Pacific Strategy for Emerging Diseases. He welcomed the Joint External Evaluation Tool as an 
appropriate and complementary way of identifying and filling gaps in Member States’ national plans. 

The representative of JAPAN said that there were three critical factors in preparing for and 
responding to future health emergencies: implementation of the health emergency reform; global 
coordination of large-scale health emergencies, with agreed standard operating procedures and with 
WHO taking the central role and coordinating with the United Nations Office for the Coordination of 
Humanitarian Affairs and other existing agencies; and securing sufficient financial resources. Japan 
would take up health as a priority agenda item at the G7 Summit, which it was due to host shortly. It 
had already contributed US$ 11 million to the WHO Contingency Fund for Emergencies, and its 
Prime Minister had pledged US$ 1100 million for global health institutions, including US$ 50 million 
over the coming years for Japan’s contribution to the directly relevant health emergency activities of 
WHO. She encouraged other Member States to support the health emergency reform efforts. 

The representative of COLOMBIA, speaking on behalf of the Region of the Americas, 
supported the WHO Health Emergencies Programme and welcomed the progress made. Since 1976, 
the PAHO Emergency Preparedness and Disaster Relief programme had proven to be an efficient and 
effective emergency and disaster response mechanism in the Region. The Member States of the 
Region therefore supported the new programme on the understanding that the PAHO programme 
would continue to respond fully to the health emergency needs of Member States in the Region, but 
would work in coordination with the WHO Health Emergencies Programme, as appropriate. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, said that the candidate countries Turkey, the former Yugoslav Republic of Macedonia, 
Serbia and Albania, the country of the Stabilisation and Association Process and potential candidate 
Bosnia and Herzegovina, as well as Ukraine and the Republic of Moldova and Georgia, aligned 
themselves with his statement. He welcomed the development of a single Health Emergencies 
Programme, the establishment of the Independent Oversight and Advisory Committee and the launch 
of a transparent selection process for the Programme’s Executive Director. He urged the Secretariat to 
implement the recommendations of the Advisory Group on Reform of WHO’s Work in Outbreaks and 
Emergencies with Health and Humanitarian Consequences in full, by rolling out one workforce, one 
budget and one clear line of authority throughout the Organization. He recognized the need to expand 
the Secretariat’s current operational capacity, but emphasized that the Secretariat should also rethink 
its priorities within the existing programme budget. Health emergency preparedness must be 
reinforced through strong country and regional capabilities, supported by WHO regional offices, an 
activity that should be reflected in the budget. He requested an update on the preparation of the 
Proposed programme budget 2018–2019 and on the proposal to secure additional funding for the 
Contingency Fund for Emergencies to reach the target of US$ 100 million and ensure efficient 
replenishment mechanisms were in place. 
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The representative of MONACO said that WHO should maintain its leadership role in health 
responses to emergencies, with one clear line of authority. She pointed out a possible ambiguity in 
paragraph 6 of document A69/30 regarding Grade 2 crises, and asked for the procedure to be clarified. 
The planned one-off budget increase for the biennium 2016–2017 for the new programme should be 
made permanent, and an explanation be provided for how the funds would be sourced. If it was 
deemed appropriate to submit a proposal to the Executive Board for an increase in compulsory 
contributions, it should be included in the draft decision. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND welcomed WHO’s progress in reforming its response to disease outbreaks and health 
emergencies, and requested further details of the new programme’s structure and budget. However, the 
Secretariat must do more, including full and rapid implementation of the Advisory Group’s 
recommendations. His country had made a substantial contribution to the Contingency Fund for 
Emergencies and encouraged other Member States to follow suit. The world was watching; WHO and 
the international community must show that it had learned the lessons from the Ebola virus disease 
outbreak. WHO must be much better prepared for future outbreaks and emergencies. He strongly 
endorsed the new programme and urged its swift implementation. 

The representative of SWITZERLAND welcomed the concept of a single unified programme 
and the strengthening of the Secretariat’s operational capacities to make them a central pillar of the 
Organization. The new programme was a step towards that goal. She likewise welcomed the 
development of a single, common results framework to standardize planning, budgeting, staffing, 
monitoring and feedback, and discussions taking place on collaboration with the United Nations 
Office for the Coordination of Humanitarian Affairs to establish operational methods to integrate the 
management of disease outbreaks. She agreed that the request for extra budget funds was justified and 
a necessary investment. 

The meeting rose at 13:00. 



 
 
 
 
 
 

FIFTH MEETING 

Wednesday, 25 May 2016, at 14:35 

Chairman: Mr M. BOWLES (Australia) 

PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (continued) 

Reform of WHO’s work in health emergency management: WHO Health Emergencies 
Programme: Item 14.9 of the agenda (documents A69/30 and A69/61) (continued) 

The representative of SENEGAL said that the countries affected or threated by Ebola virus 
disease were taking action to ensure a more effective response to any future epidemics and health 
emergencies. The new WHO Health Emergencies Programme should support national initiatives for 
strengthening health systems and implementing the International Health Regulations (2005) as well as 
regional initiatives launched by the Economic Community of West African States and the African 
Union, with which areas of collaboration should be established. The Health Assembly should 
formulate recommendations to that effect. 

The representative of ZAMBIA, speaking on behalf of the Member States of the African 
Region, said that there should be greater coherence between the work on health emergencies and that 
on related areas such as the framework of engagement with non-State actors and regional initiatives in 
the Region. He would welcome greater clarity on the implementation of the new Programme at 
regional and country levels. The Secretariat should improve the coordination of its health emergencies 
work with regional and subregional bodies in Africa. The countries of the Region remained concerned 
about the limited resources and capacity available to the Regional Office and the country offices for 
response to public health emergencies. The reform work should focus on building capacity at local 
level within reasonable time limits. Ensuring preparedness with regard to financing was the 
responsibility of Member States under the International Health Regulations (2005), yet Member States 
in the Region would welcome support from partners. Adequate resources must be allocated to 
preparedness in order to strengthen their health systems. It was also important to strengthen health 
information systems. 

The representative of LEBANON, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the Region currently faced a number of health emergencies. Despite 
the remarkable efforts of the Regional Office, there was a risk that the situation would deteriorate, 
owing to lack of financing. Adequate resources should be provided to support the role of WHO and 
first responders at country level. It was unclear whether the current and future funding for the 
Programme would be directed where it was most needed. Support for countries with the greatest 
immediate needs should be increased and clear lines of authority and accountability established. 
Building regional capacity would help to ensure that the Programme was properly implemented. The 
capacity and leadership of regional and country offices would determine the effectiveness of WHO’s 
response. It was important to restore trust in WHO’s ability to lead and coordinate health emergency 
response and outbreak control, and Member States should work with the Secretariat to fill gaps in the 
Organization’s capacity. Investment in the new Programme was necessary, but it should not come at 
the expense of other priority areas of the programme budget. He strongly supported the draft decision 
contained in document A69/30. 

- 59 - 
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The representative of SAUDI ARABIA said that it was important to build on the existing 
structures at the three levels of WHO, with a focus on the weakest link in emergency response: the 
first responders in the countries concerned. Countries should be consulted to determine their specific 
needs, and clear roles in health emergency response should be defined at the regional and local levels. 
His Government’s experience of dealing with outbreaks of Middle East respiratory syndrome 
coronavirus infections had underscored the need to work with other sectors and with local 
communities. It had also shown the importance of periodic evaluations and investment in scientific 
research. Cooperation should be enhanced between the relevant ministries and sectors of society and 
the international community. Funding for the new Programme should be allocated under the 
Organization’s programme budget. 

The representative of IRAQ said that his country’s health care system had been seriously 
overtaxed by a series of crises and emergencies. Support from WHO and the international community 
in that regard would be welcome. The new Programme would improve not only emergency response 
but also emergency preparedness, and Member States and donors should make available the funds 
required to implement the Programme and deliver assistance to countries experiencing crises. Global 
solidarity was more essential than ever in order to ensure international health security. 

The representative of the REPUBLIC OF KOREA said that his country’s experience with the 
Middle East respiratory syndrome coronavirus outbreak argued for centralizing control and clarifying 
the roles of relevant organizations in emergencies. Selecting an Executive Director for the overall 
management of public health emergencies made sense, but the roles and responsibilities of the 
regional directors, regional emergency directors and the Director-General needed clear definition. 

The representative of TURKEY, welcoming the efforts to enhance WHO’s emergency response 
capacity in the wake of the Ebola virus disease crisis, said that the Director-General’s authority to 
relocate staff within 72 hours should be strengthened. Global response capacity was the sum of 
capacities at all levels of the Organization. Lack of health system preparedness was particularly 
evident in areas such as the Eastern Mediterranean Region, which had experienced mass displacement 
of populations. His Government was making every effort to relieve the consequent negative health 
outcomes. It looked to WHO to carry out its mandate, live up to its reputation and meet global needs 
by implementing emergency reforms swiftly and effectively. 

The representative of TOGO said that the new Programme would enhance the Organization’s 
capacity to respond to humanitarian emergencies. He welcomed the initiatives introduced by the 
Director-General to establish the Emergencies Oversight and Advisory Committee, create an 
implementation plan and seek funding for the Programme. 

The representative of MYANMAR, speaking on behalf of the Member States of the South-East 
Asia Region, said that the action taken, resources allocated and investments made under the 
Programme should be directed at strengthening country capacities. Financial, operational and technical 
support needed to be decentralized. The concentration of emergency management staff at headquarters 
was a matter of concern, as emergency response had to be addressed at the country level. He asked 
how the Programme would function if no voluntary contributions were provided; which Programme 
activities and components would be scaled down and at which levels of the Organization if the 
necessary US$ 160 million in funding could not be mobilized; and, how, if funding was derived solely 
from the reallocation of existing resources, would other priority programmes be affected. The 
distribution of resources among preparedness, prevention and response activities should be balanced. 
He fully supported the adoption of the draft decision. 

The representative of DENMARK, expressing support for the new Programme, said that WHO 
needed to cooperate effectively with non-State actors in its response to health emergencies and 
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actively involve communities and affected populations. Attacks and threats against humanitarian 
assistance personnel severely restricted the provision of support to populations in need, and parties to 
armed conflict should therefore take steps to prevent such violence. Ensuring the full implementation 
of the International Health Regulations (2005) was a shared responsibility. Many Member States 
required support to establish the core capacities under the Regulations, and he therefore welcomed the 
prioritization of country preparedness under the new Programme. Transparent external country 
assessments with context-specific analyses and recommendations would also be welcome. 

The representative of the UNITED REPUBLIC OF TANZANIA said that the new Programme 
should have clear lines of accountability and responsibility. Its emergency response activities should 
be coordinated between all three levels of the Organization. A better understanding was needed of the 
link between the Emergencies Oversight and Advisory Committee and the WHO regional committees. 
Technical capabilities, geographical diversity and gender should be considered when appointing 
members of that Committee. His Government supported ongoing collaboration between WHO and the 
United Nations Office for the Coordination of Humanitarian Affairs in the response to large-scale 
disease outbreaks. 

The representative of the PHILIPPINES supported the new Programme and welcomed the clear 
delineation of the roles and responsibilities of the Emergencies Oversight and Advisory Committee, 
the Executive Director, the regional directors and the WHO representatives. He underlined the 
important responsibility of WHO representatives and country offices in implementing Programme 
activities. Collaboration with the United Nations Office for the Coordination of Humanitarian Affairs 
in managing health emergencies was also essential. He supported the draft decision. 

The representative of EGYPT said that, if the aim of the Programme was to expedite response to 
emergencies, authority for operational planning should be given to the regional and country offices, 
not the Executive Director. It was also essential to ensure that regional and country offices received 
adequate resources. The lines of authority between the Executive Director and the regional directors in 
Grade 2 emergencies should be clarified in order to avoid confusion that might hinder timely response. 

The representative of NEPAL said that the experience of the 2015 earthquake in his country had 
highlighted the need for capacity development at all levels of the health system and in other relevant 
sectors, decentralization of resources to subnational and local levels, management of coordinated 
multisectoral involvement and implementation of a surveillance mechanism for timely identification 
of potential and real threats. The Programme should take a comprehensive approach, supporting 
Member States not only through emergency response, but also during recovery and rehabilitation 
following an emergency. He supported the adoption of the draft decision. 

The representative of the UNITED STATES OF AMERICA said that his Government firmly 
supported the proposed emergency management reforms, recognized the need for an increase in the 
programme budget to support the new Programme and considered the request to mobilize additional 
voluntary contributions was reasonable. The Director-General must be given clear authority to respond 
appropriately to outbreaks and emergencies; that did not mean, however, that all functions and 
responses should be centralized in Geneva. The roles of the regional and country offices should be 
clearly defined and functional collaborative relationships with the United Nations Office for the 
Coordination of Humanitarian Affairs and the wider humanitarian assistance coordination system 
should be established by the end of 2016. Key technical programmes, such as the Global Influenza 
Programme, should be preserved and prioritized within the organizational structure of the Health 
Emergencies Programme. Both existing programmes and new multi-organization coordination 
mechanisms must be able to thrive in the new structure. It was disappointing to hear some delegations 
predicting the Programme’s failure and asking where budgets would be cut. If the emergency 
management reforms were to succeed, they must be embraced by all. 
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The representative of NORWAY said that the work on health emergency management should 
integrated into the whole of WHO’s work, with heads of country offices and regional directors fully 
engaged in incident management decision-making and in the functioning of the new Programme. 
Prevention efforts should be intensified in line with the International Health Regulations (2005), and 
the Secretariat should support Member States more effectively in implementing the Regulations. The 
Secretariat should also enhance the capacity of its staff to work in coordination with humanitarian 
response partners. Stronger and more visible leadership of health clusters was needed, as were stronger 
links with other humanitarian clusters. The proposed reforms had been 18 months in the making, and it 
was time to move forward; she considered that the draft decision provided a viable basis for doing so 
and urged its adoption. 

The representative of CANADA fully supported the lines of accountability under the new 
Programme, welcomed the Organization’s increased engagement with the global humanitarian sector 
and applauded its commitment to strengthening the secretariat of the Global Outbreak and Alert 
Response Network. She welcomed also the progress made on strengthening the global health 
emergency workforce, for which her country remained committed to mobilizing personnel. Priority 
should be given to monitoring and reporting of compliance with the International Health Regulations 
(2005). She supported the new joint external evaluation tool. Stability and strength of leadership 
would be central to the success of the new Programme and she therefore keenly awaited the timely 
appointment of its Executive Director. 

The representative of the RUSSIAN FEDERATION, expressing support for the new 
Programme, said that standardization of emergency response approaches, including comprehensive 
risk assessments, would complement WHO’s traditional technical and normative roles. He asked why 
the cost of implementing the Programme had not been taken into account in the Programme budget 
2016–2017, as the health emergency management reforms had been agreed and approved in January 
2015. 

The representative of the FEDERATED STATES OF MICRONESIA said that much work 
remained to be done to ensure adequate emergency preparedness, surveillance and response. 
Controlling localized outbreaks before they became public health emergencies of international concern 
would require resources and capabilities that many Member States currently did not have. The Asia 
Pacific Strategy for Emerging Diseases would help to strengthen capacity for emergency response in 
the Western Pacific Region. He supported the concept of a “one WHO”, all-hazards approach and the 
allocation of more resources to regional and country offices to enable them to be more responsive to 
emergencies and crises. 

The representative of MEXICO supported the proposed emergency management reforms but 
said that they should be guided by Member States and by the principles of accountability, 
transparency, efficiency, effectiveness and equity. They should also take due account of regional and 
national needs, which should be assessed. A comparative analysis should also be prepared to compare 
how WHO would respond to different emergency situations after the reforms were implemented with 
how it currently responded. He sought clarification of the placement of the new Programme into the 
current programmatic structure which had been approved by Member States; the indicators to be used 
to evaluate the Programme and how they would relate to the current impact indicators; how the 
emergency management structure would be replicated at the three levels of the Organization; and what 
accountability mechanism would be used at the three levels. The proposal to increase the programme 
budget without an exhaustive analysis of spending and resources was worrying. Member States should 
be presented with options other than a budget increase. 

The representative of SPAIN said that, although Member States agreed on the need to ensure 
that WHO had sufficient capacity to respond to health emergencies, the proposal to significantly 
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increase the Organization’s programme budget raised concerns. The report by the Director-General 
(document A69/30) did not adequately explain what efficiency and spending control measures had 
been adopted in order to be able to secure resources for the Programme. By reducing spending in areas 
such as travel and health insurance, the Secretariat could free up a significant amount of funding for 
the new Programme. Existing staff should be relocated whenever possible in order to avoid hiring new 
staff. In addition, the Secretariat should present a plan for reducing budgetary allocations to lower-
priority programmes and activities. Only after those measures had been taken would his Government 
be prepared to discuss a possible rise in assessed contributions. 

The representative of THAILAND, expressing support for the proposed reforms, said that the 
successful implementation of the Programme would require strong and committed leadership to steer 
all three levels of the Organization towards systemic change. WHO should collaborate closely with 
other United Nations organizations and global health partners. 

The representative of BRAZIL said that the use of resources to improve WHO’s capacity to 
respond to health emergencies should be subject to ongoing discussion, monitoring and assessment. 
He noted with concern the intention to make the Executive Director responsible for developing a 
single budget and staff plan; Member States should be consulted in that regard and the approval of the 
Programme, Budget and Administration Committee and the Health Assembly should be sought. It 
would be prudent to await the outcome of regional consultations on the recommendations of the 
Review Committee on the Role of the International Health Regulations (2015) in the Ebola Outbreak 
and Response before aligning the WHO Health Emergencies Programme with those recommendations. 
He sought clarification on how relocation of staff under the Programme would work in practice; for 
instance, it would be useful to know whether staff currently working on emergency management 
would move to the new structure, and how disruption or understaffing in other areas would be 
prevented. The allocation of resources to the new Programme should not divert resources from 
WHO’s core functions and mandates. 

The representative of ECUADOR said that her country’s experience following the earthquake in 
April 2016 had underscored the need to ensure transparency and accountability in the management of 
emergency situations and the importance of participation by Member States in decision-making, 
especially in emergency situations. Such participation would facilitate coordination of the supply of 
medicines and medical equipment and help to strengthen national capacity and channel donated funds 
to the first phase of emergency response so that the country’s own resources could be reserved for the 
post-emergency recovery phase. 

The representative of ITALY said that the emergency response capacity of the regional and 
country offices must be ensured. Personnel with the required training must be recruited and their skills 
must be continuously developed. The ability to mobilize resources from Member States and other 
relevant partners, including nongovernmental organizations, was also needed. It was crucial for WHO 
to liaise with other global entities and use their expertise and resources. Such collaboration might 
allow for budget restructuring, with a greater focus on action rather than support for a new 
bureaucratic structure. A human rights-based approach should be applied in all health emergency 
situations, so that nobody was left behind. Protection against attacks should also be ensured for all 
health facilities and workers, including those affiliated with nongovernmental organizations. 

The representative of MALDIVES said that her country, like other small island States, 
continuously faced challenges in grappling with the negative impacts of rising sea levels and other 
adverse effects of climate change, which resulted in frequent emergency responses and risk 
management situations. Her Government welcomed the proposed unified emergency response and 
management mechanism. To ensure that the new Programme worked effectively, it would be 
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important to ensure efficient coordination between existing WHO functions at the regional and 
country levels with the new structure. 

The representative of GERMANY, welcoming the proposed design and functions of the new 
Programme, said that WHO should pursue a systematic approach that would better integrate its health 
crisis management work with that of the overall United Nations humanitarian system. His Government 
supported the recommendation of the Secretary-General’s High-Level Panel on the Global Response 
to Health Crises that WHO should strengthen its leadership and establish unified, effective operational 
capacities for emergency management. It recognized, however, that additional financial resources 
would be needed to achieve and maintain the necessary capacity at all levels of the Organization. As 
Member States had agreed that WHO should remain the lead organization for global health, a frank 
discussion of how to ensure sustainable financing for its health emergency management activities 
would be needed in the near future. 

The representative of INDIA said that the Programme’s structure should be lean and flexible. Its 
staff at all levels of the Organization should be encouraged to multitask so that their services and skills 
were fully utilized in non-emergency times. When delegating responsibility to the Executive Director 
and regional directors, the Director-General should bear in mind that each emergency situation was 
unique. A clearer description of the role of the Executive Director was needed, and it must ensure that 
his or her authority did not undermine that of the Director-General or the regional directors. Greater 
clarity and transparency were also needed with regard to how country vulnerabilities had been 
classified and how priority countries had been identified. He reiterated his opposition, expressed in the 
discussion of item 14.1 in the previous meeting, to the idea of mandatory external evaluation of core 
capacities under the International Health Regulations (2005) and therefore could not support its 
inclusion in the WHO Health Emergencies Programme. Before seeking approval of a budget increase 
for the Programme, the Secretariat should conduct a proper assessment to determine how many 
countries would seek voluntary external assessment and whether it had the capacity to oversee those 
evaluations, which accounted for a significant part of the proposed increase. 

The representative of SRI LANKA said that his Government recognized the importance of 
reforming WHO’s work in health emergency management and had taken measures to align its disaster 
management framework with WHO’s reforms. Infectious hazards management had been enhanced 
through its integration into the health system at all levels, the national strategic plan for disaster 
management was being reviewed with a view to improving emergency preparedness and response 
capacity, an emergency operations centre had been established and the country’s health emergency 
information system was being upgraded. 

The representative of CHINA said that the experience of responding to the outbreaks of Ebola 
virus disease and other diseases had clearly shown the need to establish a new management model and 
body for WHO’s emergency response work and to shift to a comprehensive end-to-end risk 
management approach. His Government would continue to support the enhancement of WHO’s 
leadership in responding to health emergencies, for instance by supplying national emergency medical 
teams. The Secretariat should use Member States’ expertise effectively and coordinate with 
nongovernmental organizations and other international organizations in its emergency response work. 
It should also draw on the experience of mature models and systems, such as those relating to 
pandemic influenza preparedness, and should ensure science-based assessments. Technical support 
should be provided to developing countries to strengthen their national health emergency systems and 
build capacity. 

The representative of CÔTE D’IVOIRE said that, despite considerable support from WHO 
during recent crises, her country continued to face significant challenges with respect to evaluation of 
the capacity of national health facilities to manage health problems and risks, such as those associated 
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with the displacement of populations and terrorist attacks. She supported the reforms under way and 
was in favour of adopting the draft decision. 

The representative of AUSTRALIA said that his Government supported the request for an 
additional US$ 160 million under the Programme budget 2016–2017. WHO could not succeed in 
building its emergency preparedness and response capacity or meet international expectations through 
budget reprioritization. He announced that his Government would contribute Aus$ 6 million to the 
WHO Health Emergencies Programme, including Aus$ 1 million to the Emergency Medical Teams 
Initiative, and looked forward to further discussions on filling the funding gap. It was important to 
establish clear lines of authority in order to facilitate rapid decision-making in health emergency 
situations. The Secretariat should define clear criteria and processes for the timely sharing of 
information to aid decision-making by the Director-General. At the same time, it should ensure that 
there was flexibility for regional directors to seek any additional assistance that they required. 

The representative of PARAGUAY sought clarification on how the various emergency 
management activities would be coordinated with countries, with respect for the sovereignty and 
particular characteristics of each. She also asked about how the WHO Health Emergencies Programme 
would be integrated with the proposed external evaluations under the International Health Regulations 
(2005). It was important to ensure the participation of national and regional technical teams and the 
independent selection of experts from within the region. 

The representative of BANGLADESH, commending the Secretariat’s efforts to ensure that the 
emergency management reforms were broad-based and underpinned by strong, collaborative 
partnerships, said that steps should be taken to enable the Director-General to mobilize the necessary 
resources. At the same time, care should be taken not to compromise the budget for other important 
programmes and for routine operations. 

The representative of NICARAGUA said that WHO’s emergency management capacity could 
not be strengthened without also strengthening regional and national emergency response capacities. 
An integrated approach to risk management meant strengthening the leadership of governments and 
regional institutions in order to optimize emergency response and ensure that it took account of social 
and cultural characteristics. 

The representative of TUNISIA, welcoming the progress made in reforming WHO’s work in 
health emergency management, said that countries should be given greater responsibility in the 
assessment and management of health risks. The roles of Member States, regional directors and the 
new Programme’s Executive Director must be clearly defined and measures taken to expedite the 
development of standard operating procedures. Particular emphasis should be placed on training and 
mobilization of national and regional experts. 

The representative of ARGENTINA said that the new Programme was needed to ensure 
timeliness and predictability in WHO’s work in emergency management. Standardized indicators 
should be used to measure the Programme’s performance, and a report on its introduction should be 
presented to the Executive Board at its 140th session. She supported the proposed increase in the 
Programme budget 2016–2017 in order to finance the Programme, but would appreciate more 
information on how the funding would be implemented. It also supported the adoption of the draft 
decision. 

The observer of CHINESE TAIPEI said that Chinese Taipei had drawn on the lessons learned 
from the outbreak of severe acute respiratory syndrome in 2003 to enhance its emergency response 
system, including human resources capacity-building, stockpiling of personal protective equipment 
and budgeting for emergencies. An emergency operations centre had been established and hospitals 
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had been designated to provide treatment and care to patients with probable or confirmed cases of 
highly infectious diseases. In support of WHO’s emergency management reforms, Chinese Taipei 
stood ready to join the global partnership to mitigate threats to health security. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies), expressing 
appreciation for the supportive and constructive comments, said that the Secretariat was keenly aware 
of the challenges highlighted by several speakers. The reform process represented a complex task that 
was being undertaken with the full engagement of all major offices and the three levels of the 
Organization. With regard to the implementation of the new Programme, 75% of planned additional 
staffing and financing would be dedicated to the regional and country levels. In line with the burden of 
disease and outbreaks, 70% of the resources for the regional level would be allocated to the African 
and Eastern Mediterranean regions, which currently accounted for more than 90% of crisis-affected 
populations. The Programme would always seek to ensure evidence- and needs-based budget and 
resource allocation. 

Operational planning would be done at the field level, with the Executive Director responsible 
for ensuring that country and regional offices had the resources they needed for that purpose. 
Authority with regard to Grade 2 emergencies under the International Health Regulations (2005) 
would rest initially with the Director-General until a risk assessment had been conducted and it was 
clear who should be responsible for day-to-day operational oversight. To ensure the sustainability of 
financing for the new Programme, the Secretariat would organize financing dialogues in June and 
September 2016 with a view to meeting the immediate financial needs for introducing the Programme 
and ensuring sustainable resources for the future. Work on resources planning for the biennium 2018–2019 
was being done with the regional and country offices. Even though the core budget for emergency 
management had risen by US$ 70 million in the Programme budget 2016–2017, that increase had not 
been sufficient to cover all the additional activities and responsibilities of the Organization under the 
new Programme. 

The members of the Global Policy Group had made it clear that they would proceed 
immediately with the implementation of new processes and systems to enhance the standardization 
and predictability of emergency management work across the Organization, and that they would also 
move forward with restructuring in line with the new functions of the Programme, all of which could 
be done with minimal funding. However, any further implementation of activities would not be 
possible without additional resources. The order of priority for activities as resources became available 
would be: assessment of country vulnerabilities, risk assessments and strengthening of emergency 
response capacities in the African and Eastern Mediterranean regions. Putting in place health cluster 
leadership capacity and implementation capacity in priority countries would also take precedence. 

With regard to WHO’s engagement with the broader humanitarian assistance system, at the 
forthcoming meeting of the Inter-Agency Standing Committee Principals the Director-General would 
present a white paper on closer integration and processes for the development of standard operating 
procedures for biologic hazard response across the United Nations system, recognizing WHO as the 
lead, as mandated under the International Health Regulations (2005). Consideration had been given to 
applying a gradual approach to the delivery of the new Programme, first aligning the processes, then 
the functions, and then ensuring structural alignment. Staffing would be realigned with the new 
Programme, with any temporary reassignments for acute crises being for a maximum of three months. 

With regard to partnerships, the new Programme envisaged a new business model for the 
Organization that would leverage more systematically the broad range of partners available through 
the global health emergency workforce, with a view to taking full advantage of expertise available in 
Member States and ensuring better inter-agency planning and information management. The 
categorizing and prioritizing of countries was done in line with the International Health Regulations 
(2005) and WHO’s obligations as the health cluster lead agency. Countries were prioritized on the 
basis of active crises, affected populations and vulnerability as established under the Inter-Agency 
Standing Committee Index for Risk Management, which used standard criteria for risk assessment for 
natural disasters and complex emergencies. Another category had been established for biological 



 COMMITTEE A: FIFTH MEETING 67 
 
 
 
 
hazards, with plans to establish a WHO-led process for categorization on the basis of such hazards. At 
national level, WHO country offices would prioritize preparedness, implementation of the 
International Health Regulations (2005) and capacity-building, and work on risk assessment and 
verification. Influenza was a priority area under the new Programme as one of the main high-threat 
pathogens that posed a future risk to global health security. He thanked Member States that had 
pledged financial and in-kind resources for the new Programme. 

The CHAIRMAN invited the Committee to consider the draft decision contained in document 
A69/30. 

The draft decision was approved.1 

Implementation of the International Health Regulations (2005): Item 14.1 of the agenda 
(continued) 

• Annual report on the implementation of the International Health Regulations (2005) 
(document A69/20) 

WHO response in severe, large-scale emergencies: Item 14.6 of the agenda (document A69/26) 

2014 Ebola virus disease outbreak: Item 14.8 of the agenda 

• Options for strengthening information-sharing on diagnostic, preventive and 
therapeutic products and for enhancing WHO’s capacity to facilitate access to these 
products, including the establishment of a global database, starting with haemorrhagic 
fevers (document A69/29) 

The CHAIRMAN recalled that the Committee had agreed to consider the first part of item 14.1 
of the agenda together with item 14.6 and the second part of item 14.8. 

The representative of SRI LANKA, expressing gratitude to WHO and all partners who had 
supported his country in the wake of the recent emergency caused by tropical cyclone Roanu, said that 
comprehensive measures at been taken to prepare for and respond to severe, large-scale emergencies, 
including the enactment of new legislation adopting a multi-hazard approach to disaster management. 
Efforts were being made to ensure preparedness not only for mass casualty incidents, but also for other 
types of emergencies, such as infectious disease outbreaks, chemical incidents and radiological and 
nuclear emergencies. Thanks to its enhanced capacity, Sri Lanka had been able to assist in responding 
to the earthquake in Nepal in 2015. 

The representative of SOUTH AFRICA, referring to agenda item 14.8, said that the 
international community should continue to support development efforts in the countries affected by 
the Ebola virus disease outbreak in order to ensure that an outbreak of such magnitude never occurred 
again. Member States should strive to develop resilient health systems and core capacities in line with 
the International Health Regulations (2005). South Africa had made progress in strengthening its 
preparedness and response capacity and was striving to extend its capacities for responding to global 
health emergencies. Even though several disease-specific research and development databases existed, 
the Global Observatory on Health Research and Development would be the most suitable option for 
information-sharing and capacity-building to facilitate access to products for infectious diseases that 
might cause public health emergencies. 

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as decision WHA69(9). 
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The representative of GUATEMALA, referring to summary of the status and response to the 
outbreak of Zika virus infection in the Americas (document A69/26, Annex 2), said that Guatemala 
was exposed to the threat of both infectious diseases and natural disasters. Her Government was 
working to strengthen its emergency response system: it had opened an emergency operations centre 
and organized training for emergency response teams. A challenge for the future was to launch a safe 
hospitals strategy in order to ensure that all health care facilities would remain functional during and 
after an emergency. 

The representative of IRAQ said that WHO country offices should be fully prepared to deal 
with large-scale emergencies. Capacity-building for surveillance should be enhanced and the 
Secretariat’s support for capacity-building in other sectors should be increased. The role of 
nongovernmental organizations in health cluster work should be recognized. 

The representative of TONGA said that, like many other countries in the Pacific, Tonga was 
prone to natural disasters and public health events, such as recent outbreaks of Zika virus infection. 
Progress had been made in improving WHO’s response to emergencies and outbreaks, but further 
effort should be made to enhance countries’ emergency response capacities through training to ensure 
effective leadership during emergencies and disasters. Pacific countries had focused on preparing their 
health systems to respond to acute events by ensuring that health professionals were able not only to 
respond to events in their own countries, but also to provide assistance to neighbouring countries. 

The representative of MAURITIUS, speaking on agenda item 14.6 on behalf of the Member 
States of the African Region, said that WHO’s capacity for emergency response was constrained by 
chronic underfunding, lack of human resources, access problems, a limited number of operational 
partners, logistic difficulties and, in some cases, complicated administrative and clearance processes. 
The countries of the Region were grateful for WHO’s efforts to respond to public health emergencies 
in Africa, including the Ebola virus disease outbreak. It was, however, crucial to strengthen WHO’s 
capacity in countries with protracted emergencies, in accordance with Sustainable Development Goal 3 
on health and its target 3.d for strengthening the capacity of countries for early warning, risk reduction 
and management of national and global health risks. Consideration should be given to involving the 
private sector in strengthening emergency preparedness and response, particularly as infectious 
diseases and other public health events had ramifications for that sector. More investment was needed 
to build resilient and responsive health systems. A multisectoral approach was also needed. The 
Secretariat should work with regional institutions in Africa to ensure a coordinated and effective 
response to large-scale emergencies in the Region and should ensure promptness, predictability, 
accountability and capability in supporting people affected by emergencies. 

The representative of the UNITED REPUBLIC OF TANZANIA, commending the Secretariat 
for its efforts to support Member States in preparing for potential cases of Ebola virus disease, said 
that, nevertheless, coordination of actors during emergencies and humanitarian crises should be 
improved, with WHO taking a leading role in coordinating United Nations agencies and non-State actors. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, referring to agenda item 14.6, identified the clear need for a “one WHO” approach, with 
clear lines of accountability, strong links between the health and humanitarian assistance sectors and 
proper implementation of the International Health Regulations (2005). He urged all Member States to 
support efforts to control the outbreak of yellow fever in Angola and prevent further spread of the 
disease to neighbouring countries. In leading the global response, WHO must ensure effective 
coordination and transparency in its strategic decision-making and clear communication between 
affected countries and implementing partners. The outbreaks of Zika virus infection and yellow fever 
had shown that reform of WHO’s work in health emergencies response was urgent if the Organization 
was to be prepared to face future emergencies. 
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The representative of SENEGAL, speaking on agenda item 14.8 on behalf of the Member States 
of the African Region, said that more proactive health systems were needed to manage frequent 
outbreaks of infectious disease in the Region. Operational mechanisms should be put in place to 
ensure a coherent and synergistic response to epidemics. The creation of the African Centre for 
Disease Control and Prevention and the establishment of epidemic surveillance and control structures 
at the subregional and national levels were hopeful developments in that regard. Scientific research 
and technological innovation should be encouraged under WHO’s coordination with a view to 
facilitating the availability of diagnostic, preventive and therapeutic tools. The Global Observatory on 
Health Research and Development at WHO had begun its work in January 2016, but there was still a 
need for global partnerships to provide scientific data and help countries manage health crises. 

The representative of KENYA said that his Government had developed a plan and protocols for 
emergency response, with an intersectoral approach that involved both public and private institutions. 
It had also established an emergency operations centre to better coordinate preparedness and response. 
The cost of managing large-scale emergencies was a heavy burden for countries. There was therefore 
an urgent need to find consistent and sustainable funding sources from both governmental and 
nongovernmental entities. 

The representative of the ISLAMIC REPUBLIC OF IRAN said that implementation of the 
International Health Regulations (2005) must be a priority if the world was to be prepared to respond 
to future epidemics. To redress the inequities in global responses, low- and middle-income countries 
needed strong health systems with capacity for early detection. Rapid response teams were also 
needed at global, regional and national levels. Simulations and drills should be carried out to identify 
weaknesses in the performance of health care workers. Research and development of vaccines, 
medicines and diagnostic tests should be promoted. 

The representative of THAILAND said that the yellow fever outbreak in Africa was a classic 
example of failure to establish the necessary capacity under the International Health Regulations 
(2005) to detect infections and stop secondary infections in other countries. The lessons learned from 
the mass displacement of refugees and the Ebola virus disease outbreak should be taken into account 
in revising the emergency response framework and assessing the funding required. The Secretariat 
should facilitate further scientific study of Ebola virus disease, in particular the potential for 
transmission during its asymptomatic, subclinical and recovery phases and the immunological 
response during the period of infection. Such research would provide information for the development 
of effective vaccines and diagnostic and therapeutic products. He commended WHO’s contribution to 
the development of Ebola vaccine candidates. He urged the de-linking of research and development 
from intellectual property protection ns requested the Director-General to do her utmost to ensure 
access to such necessary medical products in areas where resources were limited. 

The representative of INDONESIA said that efforts to strengthen cooperation for the prevention 
and control of haemorrhagic fevers, including the sharing of information on  for instance diagnostics, 
prevention and therapy, were of prime importance. She welcomed the action taken by the Secretariat 
to facilitate such information sharing through the Global Observatory on Health Research and 
Development. Further development of that platform  should be carried out in consultation with 
Member States. 

(For continuation of the discussion, see the summary record of the seventh meeting, section 1.) 

The meeting rose at 17:15. 



 
 
 
 
 
 

SIXTH MEETING 

Wednesday, 25 May 2016, at 18:40 

Chairman: Ms T. KOIVISTO (Finland) 

PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (continued) 

Pandemic influenza preparedness: sharing of influenza viruses and access to vaccines and other 
benefits: Item 14.2 of the agenda (documents A69/22, A69/22 Add.1 and A69/22 Add.2) 

The CHAIR OF THE PANDEMIC INFLUENZA PREPAREDNESS FRAMEWORK 
REVIEW GROUP, introducing the Review Group’s first review of the Pandemic Influenza 
Preparedness (PIP) Framework in 2016 (document A69/22 Add.2, Annex 2), noted that recent 
outbreaks of communicable diseases including influenza had underscored the vulnerability of many 
countries to public health emergencies that threatened global health security. The emergence of 
another influenza pandemic was inevitable, and Member State preparedness was therefore vital. The 
Review Group had sought answers to questions about the achievements of the PIP Framework, 
whether it had helped the world to prepare for a pandemic, and what were the challenges and possible 
solutions. 

The Review Group had already held teleconferences and face-to-face meetings with Member 
States and other stakeholders and conducted interviews with key informants. Information received 
thus far showed that implementation was proceeding steadily and effectively and all stakeholders had 
worked together to improve global preparedness for an influenza pandemic. Industry manufacturers 
had paid 95% of partnership contributions and WHO had secured advance access to three times more 
pandemic vaccines and antiviral agents than in 2009, through Standard Material Transfer 
Agreements 2. She described ongoing capacity-building activities under the PIP Framework, 
including: the detection, monitoring and sharing of viruses with pandemic potential; analysing and 
sharing viruses for risk assessment; disease burden studies; strengthening regulatory capacity; 
planning for deployment of pandemic supplies; and efficient risk communication during a pandemic. 
The PIP Framework had received extraordinary commitment from: Member States, which continued 
to provide financial and political support to the essential work of public health laboratories; industry, 
which had contributed funding and provided real-time access to life-saving pandemic vaccines and 
other pandemic material; and civil society, which had contributed to discussions on how to strengthen 
the initiative. WHO’s Global Influenza Surveillance and Response System was the backbone of the 
PIP Framework and Member States should ensure the systematic and timely sharing of all viruses with 
pandemic potential in that System for essential risk assessment. The benefit-sharing mechanism had 
demonstrated its effectiveness, although it faced the challenges of real-world implementation, 
including barriers to the timely shipping of viruses. Clues to the emergence of the next pandemic virus 
could be missed if viruses were not shared in the Global Influenza Surveillance and Response System. 
Payment of partnership contributions must continue or improve as the sustainability of the system 
required equity and fairness. 

The Review Group had considered goals and processes shared with other WHO programmes 
and instruments such as the International Health Regulations (2005) and the Global Action Plan for 
Influenza Vaccines, noting the relevance of the IHR Review Committee recommendation on sharing 
of genetic sequence data. Some of the important work under the Global Action Plan for Influenza 
Vaccines could continue after its conclusion. It remained to be seen whether the PIP Framework or the 
Global Influenza Surveillance and Response System could or should be considered specialized 
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instruments under the Nagoya Protocol on Access to Genetic Resources and the Fair and Equitable 
Sharing of Benefits Arising from their Utilization to the Convention on Biological Diversity. The 
Review Group was monitoring the situation through the PIP Framework secretariat acknowledging the 
mandate of that body to study the potential public health implications of the Nagoya Protocol and 
make appropriate recommendations. 

Pandemic preparedness required solidarity between Member States, industry, public health 
laboratories, civil society and donors. The PIP Framework worked with all stakeholders and was 
therefore a model for cooperation. 

Ensuring that the PIP Framework remained relevant was an overarching issue, given the 
difficulty in maintaining focus on one disease against competing public health emergencies. Pandemic 
influenza preparedness supported global preparedness for other communicable diseases and the PIP 
Framework was likely to provide several indirect benefits including ongoing projects in Member 
States. Successful preliminary outcomes had driven discussions on expanding the PIP Framework to 
include seasonal influenza, which would have implications for the Framework, and on using it as a 
model for other infectious pathogens. Influenza viruses caused seasonal and epidemic outbreaks and 
were a constant pandemic threat. Viruses were studied seasonally for pathogenicity, transmissibility 
and population immunity to assess risk, and pandemic vaccine production capacity was based on 
sufficient seasonal vaccine production capacity. Several linkages therefore supported expanding the 
Framework to all influenza viruses posing a risk to human health, provided that did not overburden the 
Global Influenza Surveillance and Response System laboratory network and the implications for 
benefit-sharing implications were assessed. Expanding the PIP Framework to other pathogens or using 
it as a model for the sharing of other pathogens was an interesting but complicated option that raised 
considerable challenges. The Review Group had instead highlighted principles that could be shared, 
such as that of equal footing, and discussions on accounting for the specific characteristics of specific 
pathogens. 

Genetic sequence data had assumed an increasingly prominent role in influenza research and 
vaccine production owing to advances in genomics. Broad discussions had been held with industry, 
genetic database holders and civil society to decide how best to handle genetic sequence data under the 
PIP Framework. The PIP Advisory Group would assess the work done and attempt to offer a way 
forward on the issue. Health crises were unavoidable and affected vulnerable populations. It was 
therefore crucial that countries establish systems, practices and procedures to ensure equitable access 
to life-saving supplies; that the weakest countries received support to strengthen capacities to prepare 
for and respond to public health emergencies; that the world was prepared for health emergencies; and 
that the Review Group received stakeholder input to ensure successes and challenges were understood. 

The representative of CHINA commended the Organization’s efforts to promote the PIP 
Framework and described steps taken in his country to implement it, including the signing of a 
Standard Material Transfer Agreement and sharing of viruses and information. 

The representative of BRAZIL said that recent cases of pandemic influenza A(H1N1) in Brazil 
had exemplified the importance of an effective PIP Framework, particularly in sharing influenza virus 
strains. The PIP Framework had been successful in enabling the sharing of virus samples and benefits 
on an equal footing and establishing a positive, dynamic relationship between the public and private 
sectors. The PIP Framework review should be comprehensive, transparent and independent, and 
involve Member States, to assess successes and areas for improvement. Implementation of the PIP 
Framework must adapt to technological changes. It was gratifying that the Review Group prioritized 
the equal footing principle and was studying the evolving aspects of technology, particularly genetic 
sequence data of viruses. The PIP Framework and other mechanisms should apply to new genetic 
sequencing methodologies and treat them as material biological samples. 
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The representative of SOUTH AFRICA said that partnership contributions had helped target 
countries to develop capacities to detect and monitor novel influenza and other respiratory pathogens. 
She commended WHO’s promotion of the expansion of global seasonal influenza vaccine production 
and called on the Organization to continue its leadership in facilitating new technologies and research 
to ensure the required number of doses. She commended also production agreements reached with 
vaccine manufacturers, progress towards a web portal, and financial and technical data reporting. 
However, few members of target populations in low- and middle-income countries could afford 
influenza vaccines. As high influenza vaccine coverage was important for pandemic preparedness, it 
was vital that all Member States implemented measures to fulfil the requirements under the PIP 
Framework. Her Government was committed to strengthening the Global Influenza Surveillance and 
Response System. 

The representative of VIET NAM appreciated the support provided to developing countries to 
increase influenza vaccine production capacity through access to technology; that should continue 
under the PIP Framework. Sample-sharing mechanisms needed to be reviewed, as did the right of 
countries to consult on the use of samples and to assess influenza virus mutations. WHO should 
provide information on influenza vaccine efficacy and safety, prepare vaccine stockpiles and prioritize 
high-risk countries. He described steps taken by his country to prepare for pandemic influenza, 
including vaccine development and surveillance. 

The representative of the ISLAMIC REPUBLIC OF IRAN expressed concern that disbanding 
the Global Influenza Surveillance and Response System and grouping influenza with other diseases 
with pandemic potential would jeopardize any pandemic or seasonal influenza response. He 
encouraged WHO to recognize the System’s value in mitigating seasonal influenza and events during 
an influenza pandemic. His country acknowledged the Organization’s support in influenza vaccine 
production; however, it needed more technical assistance to complete that process. The Secretariat 
should more effectively engage countries with good surveillance and response capacities and 
contribute to burden estimation and surveillance studies supporting vaccine production and response 
assessment. 

The representative of IRAQ called for epidemiological surveillance to be fully integrated into 
laboratory surveillance. WHO should facilitate the exchange of expertise within and between regions. 
He also requested that focus be placed on the Organization’s role in joint research and the 
development of national action plans; ensuring the sustainability of materials and other requirements 
for influenza prevention and control and facilitating the incorporation of pandemic preparedness into 
primary health care. 

The representative of JAPAN said that timely sample sharing was essential to ensure a prompt 
response to a global influenza pandemic. The PIP Framework had recently played a vital role to that 
end. The Secretariat, the PIP Framework Advisory Group and other relevant bodies needed to analyse 
and monitor outcomes and allocations of partnership contributions to ensure their appropriate and 
effective use in line with the Advisory Group’s recommendations. Sharing data in the spirit of the PIP 
Framework was important, although genetic sequence data needed to be handled with special caution. 
The Secretariat and the Advisory Group should strive for greater transparency and fairness in their 
leadership, and in that context should continue consultations with Member States and relevant 
industries. The 2016 PIP Framework review would ensure the efficiency and effectiveness of that 
Framework, which should be aligned with WHO’s other emergency programmes. WHO should focus 
on seasonal influenza preparedness as the foundation of pandemic preparedness. The PIP Framework 
and the Global Influenza Surveillance and Response System should be fully integrated into the new 
WHO Health Emergencies Programme. 
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The representative of the DOMINICAN REPUBLIC said that the Review Group’s 
recommendations would require open access to genetic sequence data without undue restrictions for 
scientific research. The products and benefits of genetic sequence data should also be shared. He 
described recent steps taken by his country to implement the PIP Framework, including exchanging 
genetic sequence data through the FluNet platform and working with PAHO to improve the 
application of new case definitions. He emphasized the relationship between the PIP Framework and 
the International Health Regulations (2005) and, recognizing that developing countries required the 
Organization’s support to strengthen laboratory, surveillance and monitoring capacities, he welcomed 
the scheduled visit to his country. 

The representative of BAHRAIN said that the reports reflected the progress made in the fight 
against pandemic influenza. He described measures implemented in his country to reinforce pandemic 
influenza preparedness and strengthen laboratory capacity, including the establishment of a National 
Influenza Centre to promote virus and benefit sharing. 

The representative of the REPUBLIC OF KOREA acknowledged the Secretariat’s effort to 
strengthen pandemic influenza preparedness and response. His country contributed to virus sharing, 
but stronger advocacy for Standard Material Transfer Agreements 2 was needed to ensure that 
standard materials were delivered transparently and efficiently. 

The representative of PARAGUAY acknowledged the PIP Framework’s relevance for her 
country and its surveillance system, given the latent risk of a potential influenza pandemic. Continued 
support from the Secretariat was therefore crucial for laboratory and surveillance capacity-building. 
Support was needed to incorporate virus sequencing and monitoring of antiviral drug resistance as 
routine practice in countries without that infrastructure. Regional strategies for the exchange of 
influenza viruses with pandemic potential should be strengthened, and flexible and secure strain-
exchange mechanisms were needed. Ensuring access to vaccines in future pandemics was vital, 
particularly in countries with small populations. This required flexible financing mechanisms, 
especially in developing countries. Surveillance systems should be continuously improved and 
assessed by a team of international experts, one of whom should originate from the Region of the 
Americas given the similar needs of countries in the region. 

The representative of EGYPT said that as developing countries were most affected by seasonal 
influenza epidemics, the Secretariat should increase technical and financial support to those countries 
by implementing the PIP Framework, improving sustainability and laboratory capacity to analyse 
genetic sequence data, introducing new technologies, providing competent staff, enacting vaccine 
policy, and ensuring cost effectiveness. Given the lack of knowledge of the PIP Framework among 
smaller vaccine manufacturers, WHO should strengthen its PIP Framework advocacy plan, which her 
Government would support. She asked whether vaccine stockpiles were sufficient to cover upcoming 
influenza seasons and potential pandemics, and how the fair distribution of vaccines would be 
monitored. 

The representative of PANAMA expressed her country’s commitment to national capacity-
building in preparedness and response to potential high-risk public health events and implementing the 
global action plan on antimicrobial resistance. She acknowledged the technical support from WHO 
and other agencies. Countries needed to promote the health of migrants, despite the latter’s difficult 
situation. Timely response to their health needs, especially among irregular migrants, required 
resources at all levels and better monitoring from United Nations specialized agencies. 

The representative of THAILAND recommended extending the PIP Framework and benefit 
sharing to cover seasonal and potential pandemic influenza viruses. Partnership contributions should 
be increased from the current 50% of the running costs of the Global Influenza Surveillance and 
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Response System, according to inflation and annual running costs; extended to cover research and 
development bodies that use and benefit from biological materials; and used to strengthen seasonal 
influenza vaccine production capacities in developing countries. 

The representative of MEXICO commended the information provided on the work of the PIP 
Framework, and praised the wide variety of approaches discussed, particularly innovative partnerships 
with the private sector. He urged countries to continue cooperating with the Secretariat to strengthen 
epidemiological surveillance capacities to ensure viruses were efficiently identified in the event of 
pandemic. 

The representative of CANADA said that future implementation of the PIP Framework would 
be affected by issues such as the handling of genetic sequence data, new technologies and linkages 
with the International Health Regulations (2005) and other global agreements. The outcomes from the 
2016 review would inform future efforts, particularly on genetic sequence data of virus samples and 
benefit sharing, and improve global implementation of the PIP Framework while considering virus 
sharing realities. 

The representative of SWAZILAND, speaking on behalf of the Member States of the African 
Region, acknowledged the consultative review of the PIP Framework. He endorsed the financial report 
on the use of partnership contributions, and welcomed the allocation of 70% of those contributions to 
building laboratory and surveillance capacities, which would enhance detection and monitoring 
capacities for influenza and other respiratory viruses. Countries would therefore be able to report to 
WHO using virological and epidemiological data from event-based surveillance. Despite the 
designation of national influenza centres in Zambia and the United Republic of Tanzania, significant 
geographical and funding gaps remained a challenge in the Region. He appreciated the increase in 
global vaccine production capacity; the number of developing countries with approved vaccines; and 
the availability of dose-sparing technologies. Public-private partnerships and agreements with other 
academic and research institutions under the PIP Framework provided access to vaccines, antiviral 
agents and other pandemic material. Information on the PIP Framework should be shared with all 
stakeholders. Vaccine-related genetic sequence data should be widely shared; however, Member 
States should also consider regulatory matters and intellectual property, monitoring methods, 
biosecurity and biosafety. All countries in the Region remained committed to influenza monitoring 
and surveillance, enhancing preparedness, further harmonization with existing mechanisms at all 
levels, and continued advocacy to strengthen preparedness, sharing of influenza viruses and access to 
vaccines and other benefits. 

The representative of INDONESIA praised the level of support provided through partnership 
contributions to improve event-based epidemiological and virological surveillance and maintain key 
achievements and capacities. Recipient countries should also develop exit strategies to ensure 
sustainability of national capacity. She expressed concern that projected global vaccine production 
capacity would not meet requirements in the event of a pandemic and urged the Director-General to 
encourage the sharing of benefits, including technology, to improve production capacity. She 
appreciated efforts made by the PIP Framework Secretariat to negotiate with international influenza 
vaccine manufacturers and diagnostic companies to ensure global protection in an influenza pandemic. 
All Member States should comply with all PIP Framework mechanisms, and the 2016 review should 
be fair, transparent and equitable. She reiterated the importance of including the sharing of genetic 
sequence data of viruses in the PIP Framework. 

The representative of the RUSSIAN FEDERATION noted the significant progress made 
through the implementation of the PIP Framework, including increased laboratory capacity at the 
global and national levels through the expansion of the WHO reference laboratory network and 
increased global influenza vaccine production capacity. Research into innovative influenza vaccines 
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should be augmented. Work on the conclusion of agreements to allow developing countries access to 
vaccines and antiviral agents had intensified; WHO’s experts and legal consultants should help to 
encourage manufacturers to sign Standard Material Transfer Agreements. It was important that 
WHO’s Technical Working Group promptly complete its guidance on optimal characteristics for a 
genetic sequence data sharing system, which could potentially be used to manufacture vaccines and 
other products. The guidance should consider legal and scientific aspects and the consequences for 
public health and the biosecurity of new developments in synthetic biology linked to the creation and 
use of influenza viruses with pandemic potential. She underscored the need for a more thorough, 
transparent and inclusive analysis of the implementation of the PIP Framework by the Review Group 
and supported the Advisory Group’s recommendations to the Director-General on the scope and terms 
of reference for the 2016 review. 

The representative of the UNITED STATES OF AMERICA noted that some countries and 
national influenza centres were experiencing a lack of funding and government commitment. She 
urged WHO and its partners to continue prioritizing global influenza preparedness and response, 
which had proved vital to collective global health security efforts. Her Government would continue to 
collaborate with the Secretariat to strengthen the PIP Framework in areas such as genetic sequence 
data handling and harmonizing the PIP Framework with existing global health instruments. She 
commended the multistakeholder consultation undertaken as part of the 2016 review. 

The representative of the UNITED REPUBLIC OF TANZANIA said that, although partnership 
contribution funds received by her country had been directed at strengthening influenza response, 
surveillance and response systems had been strengthened overall. The Review Group should consider 
how to increase awareness of the PIP Framework so it could be effectively implemented alongside 
other initiatives including the Global Health Security Agenda. It should address the slow funding flow 
which led to delays in workplan activities in some countries, and consider expanding the PIP 
Framework model to include other infectious diseases. 

The representative of TUNISIA noted the efforts to conclude agreements with producers of 
genetic material. The role of WHO under the PIP Framework should be to strengthen national 
laboratory capacities, particularly the level of security under which virological analyses were 
undertaken, and to equip laboratories with new technologies such as those for genetic sequencing. It 
was also important to carry out research on the influenza disease burden to design effective national 
vaccination policies. WHO regional offices should continue to provide support to national efforts. 

The representative of ZAMBIA noted the different measures taken by her Government to 
combat influenza, including the designation of a National Influenza Centre and a strengthened 
surveillance system. Recognizing the ongoing review of the PIP Framework, she expressed support for 
that Framework. 

The observer of CHINESE TAIPEI said that the PIP Framework should be the basis for 
addressing novel and seasonal strains of the influenza virus and the sharing of viruses and other 
materials on an equal footing, and urged all partners to support it. Chinese Taipei would respond to 
future outbreaks by increasing vaccination coverage and production capacity. 

The representative of the WORLD MEDICAL ASSOCIATION, speaking at the invitation of 
the CHAIRMAN, recognized the many concerns that arose during influenza outbreaks and said that 
physicians should have access to reliable information through pre-established channels. All 
stakeholders should be involved in the development of national preparedness plans, with governments 
ensuring access to vaccines, and health-care professionals delivering frontline services. Health system 
strengthening was essential, as the provision of all health services should be maintained even during 
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an outbreak. Lessons should be learned from the Ebola virus disease epidemic on patient management 
and the need for deaths to be investigated. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) welcomed 
Member States’ support for the PIP Framework and thanked the Chair of the Review Group for her 
work. The Secretariat was actively engaged in advocacy for further Standard Material Transfer 
Agreements 2 and had already assigned four vaccine manufacturers, 41 academic research institutes 
and one diagnostic producer, with a further seven agreements being considered. He dispelled the 
rumour about the disbandment of the Global Influenza Surveillance and Response System as untrue; 
WHO greatly valued its significance and would continue to ensure its central role. He noted the 
requests for a range of technical assistance from the Organization on the burden of disease, vaccine 
production and access to new technologies. With regard to transparency, the Advisory Group had 
webcast its proceedings, met face-to-face with missions and rapidly produced reports, but WHO 
welcomed any further suggestions for improvement. In relation to the quantity of vaccines available 
for pandemic influenza, he recognized that substantially more was available than 10 years previously, 
but that quantity was still not sufficient. Work would continue on increasing the proportion of the 
vaccine available to WHO and on ensuring it could go further, for instance, through dose-sparing 
approaches. Handling genetic sequence data was a complex issue but one of central importance on 
which progress would be made. 

The Committee noted the reports. 

Smallpox eradication: destruction of variola virus stocks: Item 14.3 of the agenda (document 
A69/23) 

The representative of EGYPT said that a deadline had still not been set for destruction of variola 
virus stocks, despite the convening of a Scientific Working Group and an Independent Advisory 
Group on public health implications of synthetic biology technologies related to smallpox to provide 
evidence for that decision to be made. Given that WHO’s guidelines prohibited the use of a recreated 
variola virus in the development of diagnostics and vaccines, it was absolutely mandatory that existing 
stocks be destroyed. As the completion and review of ongoing projects on antiviral agents against 
smallpox would take three years, the deadline for destruction of existing stocks should be established 
as quickly as possible. 

The representative of THAILAND said that strengthening public health emergency 
preparedness and response, including ensuring vaccine supply, was the first line of defence against any 
emerging disease outbreaks and against bioterrorism. She noted with concern the delay in agreeing a 
deadline for the destruction of existing variola virus stocks and requested that the issue be discussed at 
the Seventieth World Health Assembly. Manufacturers of smallpox vaccines should be obliged to 
contribute to the global stockpile. It was also important to apply the lessons learned from the PIP 
Framework to pandemic smallpox preparedness. 

The representative of AUSTRALIA said that his Government supported the recommendation to 
enhance the technical capacity of the WHO Advisory Committee on Variola Virus Research to include 
new technologies and synthetic biology, and commended the review of WHO’s recommendations 
concerning the synthesis and use of variola virus DNA. Carefully managed stocks of live variola virus 
should be retained for the further development of countermeasures and caution should be exercised in 
making a decision on the destruction of those stocks. He supported the proposal to include a 
substantive item on the destruction of variola virus stocks on the provisional agenda of the Seventy-
second World Health Assembly. 



 COMMITTEE A: SIXTH MEETING 77 
 
 
 
 

The representative of NAMIBIA, speaking on behalf of the Member States of the African 
Region, expressed concern at the repeated delays in setting a date for the destruction of existing 
variola virus stocks, despite previous agreement. She sought assurance that no undue risks would arise 
from that delay, and requested ongoing reporting on inspections of the variola virus repositories. In 
light of the evolving nature of the risk of re-emergence of smallpox, she urged WHO to investigate 
reports of the re-emergence of monkeypox in Africa, which could impact ongoing research. She 
welcomed the proposal to include members with appropriate expertise in new technologies on the 
Advisory Committee and the recommendation that three years be granted to complete ongoing 
research projects. 

The representative of the RUSSIAN FEDERATION supported continued work to create a 
mechanism for rapid access to WHO’s emergency stockpile of smallpox vaccine, but said that 
discussions should be conducted more openly. He noted that the question of whether WHO should 
establish an emergency stockpile of antiviral agents for treatment of smallpox remained open. The 
variola virus stocks held in the Russian Federation had been used to produce means for diagnosing, 
preventing and treating smallpox, which could be supplied to WHO if required. He supported the 
conclusions and recommendations of the Advisory Committee at its 17th meeting, including the need 
to create a network of laboratories dealing with smallpox diagnostics that did not need live variola 
virus and to expand expert knowledge in the fields of laboratory biosecurity and diagnostics. The 
terms of reference of the Advisory Committee were sufficiently broad to include the area of synthetic 
biology technology. If the Advisory Committee decided to recruit additional members with expertise 
in new technologies, the Russian Federation would put forward a candidate. 

The representative of the UNITED STATES OF AMERICA noted that, given the implications 
of the advances in biotechnology for the synthesis and even genetic modification of variola virus, the 
Independent Advisory Group had concluded that the destruction of variola virus stocks could no 
longer be considered irrevocable. In that light, changes should be made to preparedness and response 
plans. All appropriate research should be completed prior to any decision on destruction of stocks. 
Therefore, the Advisory Committee should immediately consider new research to protect against the 
risk that the variola virus could be synthetically created, altered or misused. Additional experts in the 
fields of synthetic biology and emerging biotechnology should be added to the Advisory Committee. 
The Health Assembly should reconsider the destruction of variola virus stocks in five years, or 
whenever it warranted revisiting. His Government welcomed the biennial inspections of the two WHO 
repository laboratories, and the transparent nature of inspection reports. 

The representative of NORWAY said that his Government would not support a decision on the 
destruction of variola virus stocks at the current Health Assembly. Given the need to further study the 
implications of synthetic biology relating to smallpox, he was in favour of including smallpox and the 
destruction of variola virus stocks on the provisional agenda of the Seventy-second World Health 
Assembly. 

The representative of IRAQ said that all research should continue under the sponsorship of 
WHO, in order to ensure progress towards global health security. 

The representative of GEORGIA stressed that smallpox remained a threat to the global 
community as vaccination campaigns had ceased and variola virus genetic sequencing had been 
completed. Public health preparedness should be strengthened by including synthetic biologists in the 
Advisory Committee, and by improving diagnostics and treatment. Existing variola virus stocks 
should be maintained in the repositories for the development of new countermeasures. WHO should 
conduct a review in five years – or whenever research goals or new developments warranted – to 
allow time for researchers to complete their work and for the Advisory Committee consider that new 
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research. At the current time, he opposed the destruction of variola virus stocks, but said that his 
Government would continue to work with the Secretariat and Member States on the issue. 

The representative of CANADA recognized the limited value of retaining stocks of variola virus 
but acknowledged that security concerns remained, particularly owing to developments in synthetic 
biology. The Director-General should seriously consider the recommendations of the Independent 
Advisory Group and the Advisory Committee, and the latter should continue to consider the 
implications of synthetic biology. Her Government supported the inspections of declared stocks, 
including the provision of technical experts as needed, and she looked forward to receiving the reports 
on the variola virus repositories. 

The representative of ARGENTINA noted the Independent Advisory Group’s recommendations 
on the need for increased preparedness and knowledge of biosafety and biosecurity given the possible 
synthesis and re-emergence of the variola virus. The Advisory Committee needed more expertise on 
new biotechnologies and synthetic biology, and should expand its field of inquiry before considering 
the destruction of existing variola virus stocks. 

The representative of the ISLAMIC REPUBLIC OF IRAN recalled decision WHA64(11) 
(2011) on smallpox eradication: destruction of variola virus stocks and the three separate deadlines 
that had been set by the Health Assembly for destroying remaining variola virus stocks, none of which 
had been met. All necessary research requiring live variola virus had been completed and any further 
studies would be of limited benefit to public health. WHO should therefore exercise leadership in 
destroying the remaining stocks, end authorization for new research involving the live variola virus, 
and guarantee universal and equitable access to all existing research outcomes. Genetic engineering of 
the variola virus must be prohibited and enforcement strictly monitored. Developments in synthetic 
biology did not change the fact that stocks should be destroyed, nor did the recommendation to revise 
the current rules on the use of synthetic material. WHO must immediately set a deadline for the 
destruction of variola virus stocks. 

The representative of INDONESIA strongly supported the decision to destroy remaining variola 
virus stocks in order to ensure global health security. Given the importance of biosafety and 
biosecurity in the destruction process, WHO must provide support for a global notification system. He 
asked WHO to develop recommendations on synthetic biology technologies and assured the Health 
Assembly that no Indonesian institution would stock variola virus. 

The representative of the REPUBLIC OF KOREA recognized that advances in synthetic 
biology had increased the risk that smallpox would re-emerge. More research in that area, as well as 
on diagnostic tests, animal models, new vaccines and antiviral agents would be needed, but prevention 
and response must remain priorities. Immediate destruction of variola virus stocks could reduce 
response capacities: a better decision could be made in four to five years, once sufficient research had 
been done. His Government would seek to incorporate the revised biosafety rules into national 
biosafety regulations. 

The representative of CHINA noted that good progress had been made in the development of 
early and rapid diagnostic methods, antiviral agents and new vaccines, which had led to the 
development of important safeguards. The pressing issue was how effectively to prevent the re-
emergence of smallpox. She supported completion of experiments with live variola virus as soon as 
possible, quickly reaching a consensus on destroying stocks and strictly prohibiting the synthesis of 
variola virus. 

The representative of JAPAN, while sharing commitment to the goal of destroying variola virus 
stocks, supported continued research in order to develop countermeasures to a potential synthetic or 
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enhanced strain of virus, given the serious risk of its use for bioterrorism. Appropriate experts should 
be included on the Advisory Committee. Progress should be reviewed in a timely and appropriate 
manner, but with flexibility on the timing of the next review. A balanced approach would be required 
when deciding on the destruction of remaining variola virus stocks. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND stressed the need to complete ongoing research and further consider the implications of 
synthetic biology before the Health Assembly discussed the destruction of variola virus stocks, 
although that discussion should be held within a maximum period of 5 years. She agreed that members 
with expertise on emerging biotechnologies and synthetic biology should be added to the Advisory 
Committee. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) assured 
Member States that the forthcoming repository inspection reports would be made available on the 
WHO website. He noted the comments welcoming the addition of new members with expertise on 
emerging biotechnologies to the Advisory Committee. Although the Secretariat had proposed not to 
reopen discussion on destruction of variola virus stocks until the Seventy-second World Health 
Assembly in 2019, the Advisory Committee would nonetheless continue to meet annually, and 
repositories would still be inspected biennially. Recognizing the divergent views on when next to 
review the issue, he said the Secretariat’s proposal of three years provided a middle ground and hoped 
it would be acceptable to the Health Assembly. 

The representative of THAILAND said that her proposal of including a substantive item on 
smallpox on the provisional agenda of the Seventieth rather than the Seventy-second World Health 
Assembly had not been formally accepted or rejected. Waiting more than 1 year between reviews 
would put the world at greater risk. An alternative would be to include an annual progress report 
instead of a substantive item. 

The DIRECTOR-GENERAL said that if new members were to be added to the Advisory 
Committee as requested, 1 year may not be enough time to deliver sufficient results to report back to 
the Health Assembly. She urged that a timeline of 3 years should be sufficient. 

The representative of EGYPT supported the proposal made by the representative of Thailand. 
As the Advisory Committee met annually and the repositories were inspected every 2 years, there 
should be sufficient material for an annual report to the Health Assembly. 

The representative of the UNITED STATES OF AMERICA, agreeing with the comments made 
by the representatives of Thailand and Egypt, noted that an annual progress report on smallpox was 
always submitted to the Health Assembly. 

The representative of the ISLAMIC REPUBLIC OF IRAN agreed that a progress report should 
be submitted annually to keep the issue current and enable evidence-based decisions. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) said that it was 
clear that Member States favoured the submission of annual progress reports and the inclusion of a 
substantive agenda item as appropriate based on that progress. 

The CHAIRMAN said that she took it that the Committee noted the report and agreed that 
annual progress reports should be submitted to the Health Assembly and that a substantive agenda 
item should be included on the provisional agenda of the Seventy-second World Health Assembly. 

It was so agreed. 
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Global action plan on antimicrobial resistance: Item 14.4 of the agenda (documents A69/24 and 
A69/24 Add.1) 

The representative of SRI LANKA supported the establishment of a global framework on 
antimicrobial resistance, but said that the growing use of antimicrobials in agriculture and veterinary 
medicine posed serious challenges, as did their illegal production and availability without 
prescriptions. The public must be made aware of the consequences of antimicrobial resistance for the 
future treatment of infectious diseases; empowering communities would help to limit illegal 
production and indiscriminate use. Prescription practices should be monitored to ensure adherence to 
national policies. The WHO Model List of Essential Medicines should not limit the number of 
medicines but allow a choice while still observing antibiotic policies. WHO should provide leadership 
in bringing together stakeholders so the problem could be attacked from all sides. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, said that the candidate countries Turkey, the former Yugoslav Republic of Macedonia, 
Serbia and Albania, the country of the Stabilization and Association Process and potential candidate 
Bosnia and Herzegovina, as well as Ukraine, the Republic of Moldova and Georgia aligned 
themselves with her statement. Combatting antimicrobial resistance required concerted multisectoral 
action at all levels. The global action plan on antimicrobial resistance represented an important global 
consensus on action needed to combat antimicrobial resistance. Commending WHO’s support for the 
development of national action plans, she welcomed work towards a global development and 
stewardship framework, which was vital to ensure that the issues of stewardship, innovation and 
access were balanced and should continue under WHO leadership with support from relevant actors. 
However, more concrete options for establishing the framework were needed, such as the development 
of a global prioritized list of antibiotics and the identification of research and development needs. She 
encouraged the Director-General to continue engaging with the United Nations Secretary-General to 
prepare for the United Nations General Assembly High-level Meeting on antimicrobial resistance, an 
event that called for active preparation and coordination from Member States and should be the basis 
of further work across United Nations agencies. She looked forward to proposals for future action 
following that Meeting. 

The representative of PARAGUAY described measures to combat antimicrobial resistance in 
her country, including a network of public and private laboratories monitoring antimicrobial 
resistance, inclusion of the subject in medical and veterinary education, and training in infection 
prevention and control. Technical support was needed from WHO to develop and monitor a national 
action plan, improve regulation of medicines, and develop mechanisms ensuring access to 
antimicrobials and other materials. The time frame mentioned in the global action plan on 
antimicrobial resistance should be extended to allow strategies and interventions to be fine-tuned and 
to ensure sustainable short- and medium-term results in all countries. 

The representative of the UNITED REPUBLIC OF TANZANIA, noting efforts to develop a 
national action plan on antimicrobial resistance, supported efforts by WHO, FAO and OIE to develop 
a global package of activities to combat antimicrobial resistance under the global action plan. He 
encouraged countries that had not yet done so to make use of the flexibilities under the Agreement on 
Trade-Related Aspects of Intellectual Property Rights (TRIPS) in order to facilitate local production. He 
urged WHO to provide an effective international mechanism for exchange of data on antimicrobial 
resistance, to be linked with WHO’s Global Observatory on Health Research and Development. 
Outcomes from the United Nations General Assembly High-level Meeting on antimicrobial resistance 
should boost the implementation of the global action plan by the Secretariat and Member States. 

The representative of SENEGAL provided details on antimicrobial resistance measures 
implemented in his country, in particular the creation of a national list of bacteria susceptible to 
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resistance, sensitivity testing of those bacteria, and expansion of antimicrobial surveillance to include 
animal health. He encouraged the implementation of the “One Health” initiative in the fight against 
antimicrobial resistance. 

The representative of the PHILIPPINES described measures adopted in the country’s national 
action plan, which included multisectoral policies, national guidelines and programmes for the rational 
use of antimicrobial medicines and infection prevention and control, as well as research and 
development of new technologies. She supported the development of a global priority list of 
antibiotics under a global stewardship framework; but encouraged further consideration of awareness-
raising and training, professional codes, regulatory mechanisms and funding mechanisms to subsidize 
essential antibiotics for poorer populations. 

The representative of IRAQ called for emphasis on supporting laboratory surveillance; 
considering epidemiological and demographic variables; developing an action plan on sentinel sites; 
and joint monitoring and assessment of national action plans on antimicrobial resistance. The 
Organization’s role in the capacity-building of staff and institutions should be strengthened, as should 
WHO country offices. 

The representative of KENYA said that the burden posed by antimicrobial resistance required 
collective political, financial and technical commitment and support from WHO and other partners. He 
described steps taken in his country to combat antimicrobial resistance, with particular reference to 
multisectoral efforts at the national level to analyse the situation, to develop national policies and bodies 
on antimicrobial resistance, and to regulate the quality of antimicrobial medicines on sale. He reiterated 
the importance of involving Member States and all other stakeholders in the development of a balanced 
global development and stewardship framework. All Member States should develop and implement 
strong surveillance systems to detect antimicrobial resistance and foster collaboration and information 
exchange to combat it. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that commitments made at the United Nations General Assembly High-level Meeting 
on antimicrobial resistance should accelerate implementation of the global action plan and the 
development of national action plans. Her Government would continue to work towards consensus on 
a global financing solution to address the causes of antibiotic market failure, and had pledged 
£265 million to improve laboratory capacity, diagnosis and antimicrobial resistance data and 
surveillance in low- and middle-income countries. She supported the call for the Director-General to 
update the United Nations Secretary-General on work done on the stewardship framework and to 
report the outcomes of the High-level Meeting and the Secretariat’s recommendations for next steps to 
the Executive Board at its 140th session. Although WHO would still lead on health aspects, the 
approach taken to antimicrobial resistance enabled greater engagement with other United Nations 
agencies including FAO, OIE and WTO, and so care should be taken in preparing for the High-level 
Meeting. 

The representative of ICELAND drew attention to the reference to contaminated food as an 
important route of transmission of antimicrobial-resistant bacteria in view of a recent document 
published by the European Centre for Disease Prevention and Control and the European Food Safety 
Authority. He supported the Organization’s efforts to combat the spread of antimicrobial-resistant 
bacteria through, inter alia, reducing the use of antimicrobial medicines in humans and animals and 
improving surveillance, diagnostics and public awareness of bacterial contamination and hygiene. 

The representative of SOUTH AFRICA, recalling that stewardship could be seen as the 
responsible management of antimicrobials to improve patient outcomes while minimizing the 
development of resistance, said that a balanced stewardship framework was required, with input from 
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FAO, OIE and industry stakeholders. A review of the WHO Model List of Essential Medicines was 
necessary to identify those antibiotics that should always be available and those that should be 
reserved for targeted use. Restricting the use of second-line antimicrobial medicines to cases 
demonstrating confirmed first-line treatment failure could be the key to preventing widespread 
resistance. 

The representative of GERMANY underlined the importance of the development of national 
action plans by Member States for the timely implementation of the global action plan on 
antimicrobial resistance, such as the plan adopted by her Government. Her Government would 
contribute €1.3 million for the implementation of the global action plan in 2016. The United Nations 
General Assembly High-level Meeting would increase awareness at the highest political level and she 
encouraged WHO to continue its leadership on the health aspects of antimicrobial resistance. Given 
the need to strengthen research, her Government would provide an additional €500 000 to the recently-
launched Global Antibiotic Research and Development Partnership between WHO and the Drugs for 
Neglected Diseases initiative and she encouraged others to do the same. 

The representative of BRAZIL, noting that the complexity of antimicrobial resistance deserved 
serious reflection, said that WHO was in a position to contribute substantially to the United Nations 
General Assembly High-level Meeting. Brazil had adopted measures to ensure the rational use of 
medicines and multisectoral action based on the global action plan. As many countries were still 
formulating national action plans, ongoing discussions on options for a global stewardship and 
development framework must not duplicate the global action plan. He emphasized that the “One 
Health” initiative did not mean that one size fit all, and encouraged WHO, FAO and OIE to continue 
working within their respective mandates and commitments. Monitoring, control and conservation of 
antibiotics should be balanced against their access and affordability, and he recalled the importance of 
awareness and infection prevention. Generic medicines should continue to be recognized as part of the 
solution, and application of the flexibilities under the TRIPS agreement should be reaffirmed as a 
legitimate resort to encourage the affordability, accessibility and early commercialization of relevant 
medicines. Proposals to include monitoring of antimicrobial resistance as an International Health 
Regulations (2005) obligation should be closely considered. He asked for the phrase “in the absence of 
risk analysis” to be added to the end of paragraph 20 after “crop protection” in order to fully reflect the 
text of the global action plan for antimicrobial resistance. 

The representative of CANADA said that given the multisectoral action required to combat the 
complex issue of antimicrobial resistance, her Federal Government was working with provincial and 
territorial governments, stakeholders and experts to develop a national action plan that considered the 
country’s specific needs. The report in document A69/24 had erroneously referred to Canada as 
having completed a national action plan; that needed clarification. She asked Member States to 
consider flexible, feasible and appropriate options for establishing a global development and 
stewardship framework, taking into account the different circumstances and needs of different 
countries. The development of the framework should be phased to ensure that its most critical 
elements received the most efficient consideration, even if that limited the initial scope. She stressed 
the need for a shared definition of “appropriate use” and for the issue of access to be included in all 
discussions on the framework. 

(For continuation of the discussion, see the summary record of the seventh meeting, section 3.) 

The meeting rose at 21:35. 
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SEVENTH MEETING 

Thursday, 26 May 2016, at 09:10 

Chairman: Mr M. BOWLES (Australia) 

later: Ms T. KOIVISTO (Finland) 

later: Mr M. BOWLES (Australia) 

1. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (continued) 

Implementation of the International Health Regulations (2005): Item 14.1 of the agenda 

(continued from the fifth meeting) 

• Annual report on the implementation of the International Health Regulations (2005) 

(document A69/20) 

WHO response in severe, large-scale emergencies: Item 14.6 of the agenda (document A69/26) 

(continued from the fifth meeting) 

2014 Ebola virus disease outbreak: Item 14.8 of the agenda (continued from the fifth meeting) 

• Options for strengthening information-sharing on diagnosis, preventive and 

therapeutic products and for enhancing WHO’s capacity to facilitate access to these 

products, including the establishment of a global database, starting with haemorrhagic 

fevers (document A69/29) 

The representative of VIET NAM said that Member States should step up financial and human 

resources for the Global Outbreak Alert and Response Network in order to ensure support for Member 

States in crisis situations. Viet Nam had limited experience in responding to large-scale emergencies 

and needed support to improve its own capacities and participate in the Network. 

The representative of the UNITED STATES OF AMERICA, referring to agenda item 14.6, said 

that the Secretariat should ensure that activities under the new Health Emergencies Programme took 

due account of the needs of especially vulnerable populations, including women, children, the elderly 

and persons with disabilities. 

With regard to agenda item 14.8, crucial elements to prepare for outbreaks and reduce their 

impact were research and development and ensuring that all stakeholders had access to critical 

information. If WHO’s Global Observatory on Health Research and Development was to be a reliable 

tool for inventorying research efforts and fostering innovation, it must be sufficiently resourced. Data 

collection should facilitate research agenda-setting by WHO’s partners, rather than increase the 

Organization’s own involvement in research and development. He urged the Secretariat to pilot a 

global database without delay, focusing first on products to prevent, diagnose and treat haemorrhagic 

fevers. It was to be hoped that the work envisaged to create a blueprint for research and development 

preparedness would improve coordination of global efforts and enhance research capacity, especially 

in vulnerable countries. Reports on progress made under the five workstreams should be shared with 

Member States at each stage of the blueprint’s development. 
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The representative of the REPUBLIC OF KOREA said that the Global Observatory on Health 

Research and Development would provide a suitable option for hosting the global database and 

sharing information on diagnostic, preventive and therapeutic products. Proactive research on 

epidemic-prone diseases in developing countries was needed. Research and development cooperation 

should be strengthened at both national and international levels. Ensuring the availability of financing 

was also crucial. Active cooperation among all Member States would be needed to cope with the next 

global public health crisis. 

The representative of BANGLADESH said that the establishment of a global database would 

expand and strengthen information-sharing. There were large gaps in knowledge and research on 

severe emerging infectious diseases. A multisectoral approach, better coordination and clear 

communication would be crucial in tackling future emergencies. Activities should be prioritized in 

order to make the best use of available resources. 

The representative of CHINA said that Chinese medical personnel had assisted in response 

efforts following the earthquake in Nepal and the Ebola virus disease outbreak in Africa, and Chinese 

public health experts were currently supporting yellow fever prevention and control activities in 

Angola. China had an effective system for public health emergency information-sharing and capacity 

for the manufacture of diagnostic, preventive and therapeutic products that it was ready to share with 

international partners for use in responding to emerging disease challenges. 

The representative of NORWAY, welcoming the research and development blueprint described 

in document A69/29, said that Norway was part of a coalition aiming to develop an international 

financing mechanism to support accelerated efforts to develop new vaccines and diagnostic tools for 

pathogens for which no commercially-driven research and development was being conducted. Such a 

mechanism should build on WHO’s normative guidance, and the research and development blueprint 

should involve all relevant stakeholders, including vaccine producers. The aim was to ensure basic 

manufacturing capacity to facilitate rapid scale-up in the event of an outbreak, together with capacity 

for research and development in response to the emergence of new or unknown pathogens. Research 

and development efforts should complement other national and international outbreak prevention 

efforts. 

The representative of TURKEY said that, although implementation of the International Health 

Regulations (2005) had unquestionably advanced global health security, timely detection and 

intervention in health emergencies remained a challenge. WHO should coordinate international efforts 

to improve global health security and response to health emergencies and humanitarian crises. Health 

system preparedness was crucial in dealing with humanitarian tragedies such as the current crisis in 

the Syrian Arab Republic. The Regulations were the most effective tool for ensuring preparedness. He 

supported their new monitoring and evaluation framework. Care should be taken to ensure that 

application of the Regulations did not unnecessarily interfere with travel or trade. He wished to 

express deep concern about the attacks on health-care facilities and staff in the Syrian Arab Republic. 

The representative of JAPAN said that, when clinical trials were conducted under time pressure 

in emergency situations, ethical considerations must be borne in mind and transparency was crucial. 

The Pandemic Influenza Preparedness Framework was a model for ethical sharing of biological 

specimens. A balance must be struck between public health benefits under the International Health 

Regulations (2005) and the spirit of the Nagoya Protocol on Access to Genetic Resources and the Fair 

and Equitable Sharing of Benefits Arising from their Utilization to the Convention on Biological 

Diversity. Technology-sharing platforms should cover both vaccines and therapeutic products and 

have clear selection criteria for target diseases. The Secretariat should continue to ensure that Member 

States were involved in the development of a research and development framework. 
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The representative of the RUSSIAN FEDERATION, referring to agenda item 14.6, said that the 

Secretariat and Member States should step up efforts to identify resources at the national level that 

could, after certification by WHO, be deployed as part of WHO-led emergency response activities. To 

that end, the Secretariat should increase its outreach to Member States. 

Turning to agenda item 14.8, he suggested that greater use should be made of WHO 

collaborating centres to develop diagnostic, preventive and therapeutic products for diseases with the 

potential to cause public health emergencies. 

The representative of the BAHAMAS, commending the Secretariat’s efforts to enhance 

information sharing, said that the countries of the Caribbean Community required support in order to 

establish research oversight frameworks and contribute to the global body of research. He requested 

the Director-General to share funding models and mobilization mechanisms widely and provide 

allocations specifically for Caribbean Community nations. Guidelines were needed on data protection, 

privacy and security measures for information-sharing through the Global Observatory. He 

appreciated the value of intersectoral approaches and engagement with the private sector, but warned 

that diligence must be exercised to avoid conflicts of interest. 

The representative of BRAZIL said that the International Health Regulations (2005) had proved 

an important tool for transparency and rapid sharing of information in the current Zika virus outbreak 

in Brazil. Strict compliance with the Regulations was essential, including avoidance of restrictive 

measures not recommended by WHO that might negatively affect international travel and trade. His 

Government had set up a special task force to combat Zika virus infection, its associated consequences  

and its mosquito vector and was treating the situation as both a national and a global priority. 

In order to strengthen WHO’s capacity to facilitate access to diagnostic, preventive and 

therapeutic products, a framework for accelerated response should be developed and investment in 

research and development for vaccines and treatment should be increased. Related initiatives, such as 

the Global Strategy and Plan of Action on Public Health, Innovation and Intellectual Property and the 

work of the Consultative Expert Working Group on Research and Development, should be 

coordinated across the Organization. WHO had an important role to play in setting priorities for 

research and development for diseases that affected developing countries disproportionately. The 

Consultative Expert Working Group and the Organization as a whole should examine and act on the 

recommendations to be issued by the United Nations Secretary-General’s High-Level Panel on Access 

to Medicines. 

The observer of CHINESE TAIPEI said that Chinese Taipei had worked hard to improve its 

preparedness and large-scale emergency response capacity in the aftermath of the 1999 Jiji earthquake. 

It had received much international support and had reciprocated by offering support to countries hit by 

major earthquakes and other health emergencies. Chinese Taipei intended to set up a rapid response 

medical team to contribute to WHO’s global emergency response work. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 

CHAIRMAN, said that widespread assaults, abductions and killings of health workers and attacks on 

health-care facilities around the world were a matter of grave concern. He welcomed WHO’s work to 

raise awareness and report such incidents. He encouraged Member States to ensure that the Secretariat 

had authority and resources required to enable it to perform its functions properly in large-scale 

emergencies. 

The representative of the INTERNATIONAL ALLIANCE OF PATIENTS’ 

ORGANIZATIONS, speaking at the invitation of the CHAIRMAN, said that refugees and internally 

displaced persons with chronic illnesses in regions affected by severe large-scale emergencies were 

often unable to obtain life-saving health care. She urged Member States to prioritize the health needs 
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of such persons. Her organization supported the establishment of regional emergency solidarity funds 

to ensure funding for emergency response in high-risk regions. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 

at the invitation of the CHAIRMAN, said that pharmacists could play a valuable role in responding to 

large-scale emergencies, for instance by ensuring timely access to medicines. Noting that her 

organization planned to release guidelines to enhance the contribution of pharmacists in the 

implementation of disaster relief programmes, she called on governments to develop health-care 

policies on disaster management and emergency preparedness that included pharmacy professionals. 

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

invitation of the CHAIRMAN, welcomed WHO’s collection of data on attacks on health-care workers 

and facilities in emergency settings. He called on governments to increase public communication 

about basic infection control, include disaster medicine in medical training and develop and test plans 

for the management of clinical care in disaster situations. He encouraged WHO to facilitate research 

on international interventions to inform plans for future health emergencies. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 

ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said that the long-term solution for 

responding to severe large-scale emergencies was for countries to have the capacity to cope with 

hazards, mitigate their effects and manage their own disaster response. The international community 

should support affected countries’ medium- and long-term rehabilitation, reconstruction and risk 

reduction efforts. Member States should strengthen their health systems in order to maintain health 

care in disaster situations. Urgent action was needed to address lack of respect for international 

humanitarian law and medical ethics in emergency situations. Enhanced training on humanitarian law 

should be provided to health workers. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 

ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 

CHAIRMAN, said that the research and development blueprint and recent commitments on data 

sharing from stakeholders, funders and publishers did not go far enough with regard to collaboration. 

He encouraged Member States to consider research and development in the light of the follow-up to 

the recommendations of the Consultative Expert Working Group on Research and Development: 

Financing and Coordination, particularly with regard to de-linking of research and development costs 

from market price, and incorporate those principles to move towards a health-driven research and 

development environment. Open collaborative approaches should become the default for health 

research and for building an alternative biomedical research and development system. 

The representative of WATERAID, speaking at the invitation of the CHAIRMAN, noted that 

there was little evidence of efforts to prevent a recurrence of the Ebola virus disease outbreak and said 

that the rhetoric on strengthening health systems should be matched by action. Affected countries 

should develop a funded strategy for strengthening health systems that provided for mutual support 

and collaboration. A plan that included equitable and sustainable access to safe water and sanitation 

would be critical to saving lives and reducing costs. Support for health systems strengthening must 

include the transfer of knowledge and skills for planning, monitoring and accountability. Although 

there was a need for political will, health systems strengthening must not be politicized. 

The representative of the GAVI ALLIANCE, speaking at the invitation of the CHAIRMAN, 

said that rapid vaccine development during the Ebola virus disease outbreak had demonstrated that the 

public and private sectors could work together effectively. Nonetheless, significant work remained 

before vaccines could be used to protection populations from Ebola virus disease. WHO’s leadership 

was needed in three areas: facilitating the use of investigational vaccines to tackle flare-ups by 
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evaluating dossiers submitted under the WHO Emergency Use Assessment and Listing mechanism 

and working with countries to streamline regulatory pathways for licensing and ensure countries’ 

readiness to use vaccines; developing a target product profile for second-generation Ebola vaccines to 

guide development, ensure vaccines could address long-term needs and clarify essential vaccine 

attributes; and planning for the prophylactic use of Ebola vaccines, including by clarifying pathways 

for normative guidance. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) said that it was 

clear from speakers’ comments that the diversity of crises called for an all-hazards approach to 

disaster preparedness and response. Various speakers had highlighted the need for WHO to strengthen 

alliances with a broad range of technical, scientific and operational partners. Strengthening the global 

health emergency workforce, and the technical guidance that underpinned it, was a major priority in 

the WHO reform agenda. There were currently more people affected by protracted crises than ever, 

and surveys conducted over the previous two years had revealed that their greatest need was health 

care. Protracted crises were therefore also a priority, which would be addressed by strengthening 

health cluster presence in 2016 and 2017 and ensuring that evidence-based planning in protracted 

crisis settings was part of the Secretariat’s work under the proposed programme budget 2018–2019. 

The work with regard to protracted crises was linked to the Secretariat’s work in other areas, including 

the achievement of the Sustainable Development Goals. The Ebola virus disease outbreak had not yet 

ended, although about 30 days had passed since the last flare-up. The Secretariat was working both to 

address acute crises and to support long-term recovery. 

Escalating attacks on health workers, services and transport in recent years were one of the most 

difficult challenges that the Organization faced in addressing large-scale emergencies. The Secretariat 

had released its first report on attacks on health care
1
 as part of a broader effort to tackle the issue. The 

attacks were not isolated incidents and most were intentional. Their impact on the daily work of the 

Secretariat was huge, and Member States’ assistance was needed in that area. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation) said that the 

Secretariat was committed to scaling up the breadth of information available from the Global 

Observatory on Health Research and Development, pending receipt of adequate financial resources. 

The Secretariat had produced a document describing the way forward on the research and 

development blueprint,
2
 which also outlined the early deliverables for the blueprint. In accordance 

with its research-related mandate under WHO’s Constitution, the Secretariat had assumed 

responsibility for implementing clinical trials – including those on vaccines for Ebola virus disease – 

and was supporting the Government of Guinea in protecting its population against flare-ups of Ebola 

virus disease through vaccination. The Secretariat was grateful to the Member States and organizations 

that had provided financial support for its work on the blueprint, the Global Observatory and Ebola 

virus research and development. 

The Committee noted the reports contained in documents A69/20, A69/26 and A69/29. 

2. SECOND REPORT OF COMMITTEE A (document A69/70) 

The RAPPORTEUR read out the draft second report of Committee A. 

                                                      

1 Attacks on health care: prevent, protect, provide. Geneva: World Health Organization; 2016. 

2 An R&D Blueprint for Action to Prevent Epidemics: Plan of Action, May 2016. Geneva: World Health 

Organization; 2016. 
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The report was adopted.
1
 

Ms Koivisto took the Chair. 

3. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (resumed) 

Global action plan on antimicrobial resistance: Item 14.4 of the agenda (documents A69/24 and 

A69/24 Add.1) (continued from the sixth meeting) 

The representative of CHINA, noting the usefulness of the guidance manual for developing 

national action plans on antimicrobial resistance, said that the implementation of a global development 

and stewardship framework to support the development, control, distribution and appropriate use of 

new antimicrobial medicines, diagnostic tools, vaccines and other interventions should take into 

account socioeconomic differences between countries and regions. He welcomed the holding of the 

United Nations General Assembly High-level Meeting on antimicrobial resistance in September 2016; 

its programme, including side events, should be determined as soon as possible to allow early 

consultations on the participation of Heads of State and Government. 

The representative of the REPUBLIC OF KOREA, welcoming the prompt action taken to 

implement the global action plan on antimicrobial resistance, said that the international community 

must work together, as the effects of antimicrobial resistance went beyond health: they would have an 

impact on socioeconomic development and progress towards attainment of the Sustainable 

Development Goals. The current discussion and the High-level Meeting on antimicrobial resistance 

would raise the political prominence of the matter. Her Government was currently preparing a national 

plan for preventing antimicrobial resistance and stood ready to work actively to achieve the goals of 

the global action plan. 

The representative of the UNITED STATES OF AMERICA said that innovative arrangements 

for the development and implementation of the global development and stewardship framework 

should be explored. Involvement of the private sector would be essential. A whole-of-society approach 

involving the health and agriculture sectors, industry and research and development mechanisms was 

also needed. It made sense to start by limiting the scope of the framework to medically important 

antibiotics, with the selection to be guided by the WHO Model Lists of Essential Medicines and OIE’s 

List of Antimicrobial Agents of Veterinary Importance. The framework should guide the proper 

manufacture, distribution and use of antibiotics in human and animal medicine and in agriculture. His 

Government would not advise reserving certain antibiotics exclusively for human use on the basis of a 

strictly precautionary approach; decisions to limit their use should be based on risk assessments. The 

outcomes of the work of the United Nations Secretary-General’s High-Level Panel on Access to 

Medicines, whose report had not been released, should not be taken into account in developing the 

framework until the Health Assembly had had the opportunity to consider them. 

The representative of the RUSSIAN FEDERATION said that tackling the problem of 

antimicrobial resistance required an integrated approach that included all sectors in which 

antimicrobial medicines were used. She supported a unified approach to stewardship of all classes of 

antimicrobial medicines It was important to consider reserving some new and existing antimicrobial 

medicines for the treatment of complex cases, such as those involving comorbidity. The same 

approach should be applied to the use of antimicrobials in veterinary medicine and agriculture, and an 

                                                      

1 See page 381. 
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effort should be made to reduce the maximum permitted level of antibiotics in food products of animal 

origin. Her Government welcomed the convening of the High-level Meeting on antimicrobial 

resistance and stood ready to participate in preparations for the event, including the drafting of a 

resolution or political declaration. 

The representative of MALTA said that additional resources were needed to address 

antimicrobial resistance, as was a “One Health” approach. There was also an urgent need for 

harmonized surveillance systems to monitor antimicrobial resistance and awareness-raising of the 

issue through public communication and education. Her Government was developing a national 

strategy to reduce antimicrobial resistance. Its biggest challenge was to reduce the incorrect use of 

antibiotics in the community, but it had made significant headway in that regard. 

The representative of MEXICO said that concerted action by all Member States was required to 

achieve the objectives of the global action plan, as was the involvement of all concerned sectors. His 

Government was working to reduce self-medication and promote rational use of antibiotics. It was an 

honour for Mexico to have been chosen to oversee the preparations for the High-level Meeting on 

antimicrobial resistance. 

The representative of NEW ZEALAND said that WHO’s leadership on the issue of 

antimicrobial resistance was essential and encouraged the Director-General’s involvement in 

preparations for the High-level Meeting. She requested the Director-General to pursue work on the 

options for establishing a global development and stewardship framework with the participation of all 

relevant stakeholders. The framework should take the outcome of the High-level Meeting into 

consideration. A report on progress in developing the framework should be submitted to the 

Seventieth World Health Assembly. 

The representative of EGYPT highlighted the importance of ensuring equal access to 

antimicrobials for developing countries. The WHO Model Lists of Essential Medicines should 

continue to be regularly updated. Support should be provided to developing countries for the 

improvement of microbiology laboratories and diagnostic methods for microbial testing and for the 

effective use of antibiograms in hospitals. The global action plan did not adequately cover the issue of 

regulation of over-the-counter antimicrobial products, and she therefore encouraged the Secretariat to 

formulate guidelines on their manufacture and distribution, whose use should be limited to specific 

groups, such as immunocompromised individuals. It should also develop effective risk communication 

messages for diverse populations. 

The representative of MALDIVES said that her Government was developing a national action 

plan on antimicrobial resistance and carrying out awareness-raising initiatives. Work remained to be 

done to strengthen surveillance and research in order to understand and reduce the rate of resistance in 

Maldives. The country faced a lack of expertise and financial resources and she appealed for support 

in that regard. 

The representative of INDIA, noting that various regulatory and other measures had been taken 

to combat antimicrobial resistance in India, said that concrete action should be taken through the 

global development and stewardship framework to promote affordable access to antimicrobial 

medicines, in line with the recommendations of the Consultative Expert Working Group on Research 

and Development. He asked the Director-General to highlight during the High-level Meeting on 

antimicrobial resistance the need to recognize and address the subject as a global development issue, 

raise awareness of it, and integrate sustainable and equitable access to medicines into the global 

development and stewardship framework. 
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The representative of SWEDEN said that the High-level Meeting would be a unique opportunity 

to raise awareness of antimicrobial resistance at the highest political level and send a clear call for 

action. All relevant organizations and sectors should be involved, and antimicrobial resistance should 

be placed in the context of the 2030 Agenda for Sustainable Development. He encouraged the 

Director-General to continue working with the United Nations Secretary-General to ensure a strong 

outcome to the High-level Meeting. The global development and stewardship framework required 

further exploration, and he looked forward to the progress report to be submitted to the Seventieth 

World Health Assembly. 

The representative of ITALY said that over-prescription of antimicrobials, self-medication and 

Internet sales of antibiotics required regulation and global action. Point-of-care diagnostic tools would 

provide needed support to prescribers at the primary health care level. Pharmaceutical companies and 

regulatory authorities should be involved in WHO’s discussions on antimicrobial resistance, as they 

could help to mitigate the problem and contribute to research on and development of new antibiotics. 

The G7 and G20 initiatives on antimicrobial resistance could strengthen WHO’s leadership and help to 

build an economic case for solutions to antimicrobial resistance, which could in turn provide a basis 

for advocacy with governments and the public. 

The representative of THAILAND, speaking on behalf of the Member States of the South-East 

Asia Region, said that it was to be hoped that the High-level Meeting would result in a global political 

commitment that would lead to sustainable multisectoral action and resources to tackle the challenge 

of antimicrobial resistance. Work on the global development and stewardship framework could be 

advanced by analysing the current situation in countries, including differences in their capacity for 

antibiotic research and development, stewardship and regulation, and narrowing down the options on 

that basis. A joint assessment mechanism and a global mechanism to ensure implementation of the 

global action plan should be part of the framework. Pharmaceutical companies should be involved in 

raising awareness of the prescription and use of antibiotics and in professional development activities 

for physicians, which could influence prescribing behaviour. 

The representative of JAPAN said that regional collaboration, a multisectoral approach and 

strong political will were essential to counter antimicrobial resistance. A recent Asia-Pacific meeting 

of health ministers on antimicrobial resistance had contributed to enhanced regional collaboration and 

was expected to help to advance global efforts on the issue. The Director-General should continue to 

engage with the United Nations Secretary-General in the run-up to the High-level Meeting on 

antimicrobial resistance to ensure WHO’s leadership in the area. The work on the global development 

and stewardship framework should take account of contextual differences between countries and 

should be designed with the participation of all stakeholders. 

The representative of PAKISTAN said that high levels of antimicrobial resistance in Pakistan 

caused significant mortality and morbidity and limited treatment options. The situation in the animal 

sector was also alarming, as the use of broad-spectrum antibiotics was poorly regulated. His 

Government had launched institutional and legislative initiatives to combat antimicrobial resistance 

and intended to develop a national action plan in line with the global action plan. 

The representative of COLOMBIA said that training in the appropriate use of antibiotics was 

the key to solving the problem of antimicrobial resistance. The pharmaceutical industry should be a 

strategic partner in encouraging the rational use of antibiotics and promoting research into new 

medicines. A system should be developed for the integrated surveillance of antimicrobial resistance in 

both humans and animals. Political will would be needed to ensure the adoption of regulations and 

control antibiotic use. In addition, legislation should be adopted to guarantee safe, effective and 

affordable medicines. She welcomed the emphasis in document A69/24 Add.1 on de-linking the cost 

of investment in pharmaceutical research and development from price and sales volume. 
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The representative of the ISLAMIC REPUBLIC OF IRAN suggested that a WHO consultative 

meeting should be held to determine the expected outcomes of the High-level Meeting. Those 

expectations could also be incorporated into national plans on antimicrobial resistance. One way of 

promoting surveillance of antimicrobial resistance might be to award research grants under the Global 

Antimicrobial Resistance Surveillance System. Data sharing among countries would facilitate 

antimicrobial stewardship; international awards for physicians who prescribed antibiotics properly 

might also help. The quality of antibiotics should be monitored at the international level in order to 

ensure that patients were not receiving substandard medicines. 

The representative of INDONESIA, referring to the global development stewardship 

framework, said that it was important to formulate a set of priorities based on analysis of the real 

situation in countries, including differences in the capacity of their health systems. Indonesia had 

implemented an action plan in 2015 to strengthen multisectoral collaboration on antimicrobial 

resistance. She urged the Secretariat to support Member States in improving their laboratory systems 

and welcomed the convening of the High-level Meeting. 

The representative of AUSTRALIA commended the Secretariat’s efforts in the area of 

antimicrobial resistance and endorsed the statements made by the representatives of New Zealand, the 

Netherlands and the United Kingdom. 

The representative of VIET NAM said that recent studies and surveillance had revealed high 

levels of antimicrobial resistance in his country. National policies and plans to combat resistance had 

been drawn up with a view to, inter alia, slowing the emergence of resistant bacteria, developing 

diagnostics tests to identify resistant strains, accelerating the developing of new antibiotics and raising 

public awareness of the problem. Viet Nam looked forward to the continued support of WHO. 

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

Region, said that the threat of antimicrobial resistance should be viewed as a development issue, as it 

had already begun to reverse the gains made in public health. Priority should be given to supporting 

countries in adapting and implementing the global action plan. The Member States of the Region 

welcomed the convening of the United Nations High-level Meeting, which would provide an 

important platform for increasing awareness and political commitment. The global development and 

stewardship framework should be based on the principle of access to new and existing diagnostics and 

medicines. Disease burden should be taken into account in defining appropriate use in order to avoid 

further exacerbating the shortage of essential medicines, especially for vulnerable and poor 

populations. The proposal to prioritize antibiotics needed further deliberation and analysis of the 

possible implications. The Secretariat should prepare a document on the matter for consideration by 

the Executive Board at its 140th session, in January 2017. 

The representative of SINGAPORE said that antimicrobial resistance was a global problem 

requiring a global solution, and WHO had a critical role to play in guiding the overall response. His 

Government had taken steps to enhance surveillance and deal with the rising prevalence of 

antimicrobial resistance and would continue to pursue regional and global collaboration to ensure a 

collective approach to combating antimicrobial resistance. 

The representative of TUNISIA, welcoming the establishment of the infection prevention and 

control unit within the Secretariat, said that as part of its focus on preventing microbial transmission in 

surgical services, the unit should emphasize the importance of proper sterilization and disinfection of 

reusable medical instruments and encourage the use of disposable instruments. She supported the 

proposal to develop a prioritized list of antibiotics that would be subject to a global stewardship 

framework. Tunisia had established a national commission and surveillance system to combat 

antimicrobial resistance. 
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The representative of MALAYSIA called for a greater holistic and concerted effort to tackle the 

misuse of antimicrobials. She called on FAO and OIE to show equal commitment to that of WHO on 

the issue, in particular the continued and rampant use of antimicrobials as growth promoters in animals 

for food production. The pharmaceutical industry should be persuaded to engage in responsible 

marketing and balance commercial gain with the rational use of antimicrobials, and incentives for the 

development of new drugs to treat multidrug-resistant infections should be explored. WHO and its 

partners should take the lead in engaging with the pharmaceutical industry in promoting action on the 

issue. Member States should cooperate in ensuring stringent controls on the promotion, distribution 

and sale of antimicrobials, including via the Internet. 

The representative of NORWAY, welcoming the emphasis on a “One Health” approach, said 

that she looked forward to learning more about the ongoing collaboration between WHO, FAO and 

OIE. Appropriate use of antimicrobials must be carefully balanced with access; too stringent controls 

might result in avoidable deaths, whereas too easy access might hasten the development of resistance. 

It was important for the United Nations High-level Meeting to conclude with clear goals and 

objectives for turning the tide of antimicrobial resistance. It should also serve to foster stronger 

collaboration among organizations in the United Nations system on the issue. 

The representative of BARBADOS said that a national infection control committee had been set 

up in Barbados. One of its key roles was to provide education for physicians, farmers and the general 

public on infection control and proper use of antimicrobials. Barbados would require technical support 

to develop the economic case for sustainable investment in new medicines. It also needed support to 

develop a strong public health laboratory system and to review the prescribing practices of human and 

animal health professionals. 

The representative of FIJI said that all Member States should develop national action plans on 

antimicrobial resistance by 2017. Her country had launched its plan in 2015. Antimicrobial resistance 

should be addressed not only as a technical issue, but also as a development issue. 

The representative of BANGLADESH, noting that her country was pursuing an effective 

“One Health” approach to antimicrobial resistance, said that some options under consideration for the 

global development and stewardship framework might result in a weak approach. As the 

pharmaceutical industry might not voluntarily conduct research and development for the production of 

new antibiotics, it might be wise to consider developing a legally binding instrument along the lines of 

the WHO Framework Convention on Tobacco Control that could include provisions on conducting 

such research and development and on the manufacture of low-cost and effective antibiotics as a 

condition for national licensing of pharmaceuticals. In addition, WHO global guidelines and a 

standard operating protocol might be developed with a view to ensuring the production and marketing 

of a wide range of antibiotics. 

The representative of COSTA RICA, noting that reporting of antimicrobial resistance had been 

mandatory in Costa Rica since 2012, affirmed that it was a serious global public health problem 

requiring an immediate national and global response, which should be delivered through national 

plans, with multisectoral involvement of the public and private sectors, ministries of agriculture and 

civil society. Sufficient human and financial resources must be allocated to implement the national 

plans. 

The representative of SLOVAKIA said that screening should be conducted to detect multidrug-

resistant bacteria in potentially colonized patients, contacts and healthy carriers. Strict epidemiological 

measures might be the only way to control some extremely antibiotic-resistant bacteria, and 

consideration should therefore be given, in the consultations on the global stewardship framework, to 
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developing internationally standardized epidemiological measures to control the spread of multidrug-

resistant bacteria in hospitals and in communities. 

The representative of ETHIOPIA, affirming his Government’s commitment to implementing the 

global action plan, said that a multisectoral advisory board on the issue had been set up in Ethiopia and 

awareness-raising activities were being carried out. Countering the increasingly serious global threat 

of antimicrobial resistance needed global collaboration, including increased assistance to resource-

limited countries, which were striving to contain the threat while trying to address numerous other 

domestic problems. 

The representative of JORDAN stated that his country had developed a national action plan that, 

inter alia, sought to develop systems to detect antimicrobial-resistant bacteria and to promote the 

rational use of medicines in both humans and animals. The key to the success of the plan was raising 

awareness of the issue among health professionals and all persons involved in prescribing and using 

antibiotics. Antimicrobials should not be available without prescriptions. 

The representative of SPAIN stressed that education was crucial and urged WHO to continue 

raising public awareness of the need for the rational use of medicines, emphasizing that they were not 

consumer goods but a therapeutic resource that must be preserved for future generations. Research on 

new antibiotics should be a priority. She supported the drawing up of a prioritized list of antibiotics 

that would be subject to a global stewardship framework. Her Government offered to provide 

technical support to countries that had yet to develop a national action plan. 

The observer of CHINESE TAIPEI, expressing support for WHO’s efforts to implement 

multi-pronged strategies to combat antimicrobial resistance and increase awareness of the issue, said 

that Chinese Taipei had introduced an antibiotic stewardship programme, which had helped to reduce 

multidrug-resistant infections and overuse of antibiotics. He encouraged WHO to engage all partners 

and stakeholders in promoting international action and global surveillance to combat antimicrobial 

resistance. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 

CHAIRMAN, urged WHO to develop guidelines for health workers on the judicious use of antibiotics, 

which should include guidance on determining the likelihood of a bacterial infection and on weighing 

the potential benefits and harm of antibiotic use. Low- and middle-income countries would need new 

tools for that purpose, including alternative therapies and rapid point-of-care diagnostics. A 

coordinated and harmonized surveillance system was also needed, with internationally agreed 

standards for data collection and reporting. Associations of health professionals should be engaged in 

the fight against antimicrobial resistance. 

The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 

invitation of the CHAIRMAN, said that health workers, particularly nurses, had a vital role to play in 

combating antimicrobial resistance, and the Council appreciated the involvement of nurses in the 

process of developing the global action plan. Nurses played a key role in all aspects of patient care, 

including education, and could thus make a valuable contribution to the success of global efforts to 

combat antimicrobial resistance. The Council therefore strongly encouraged the Secretariat and 

governments to involve nurses in the planning, development and implementation of relevant policies 

and strategies. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 

at the invitation of the CHAIRMAN, said that her organization was keen to collaborate with WHO in 

implementing the global action plan. It had published a report in 2015 entitled “Fighting antimicrobial 

resistance: the contribution of pharmacists”, which highlighted best practices worldwide and 
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underscored the role of professional organizations of pharmacists in implementing national 

antimicrobial resistance policies. The evidence contained in the report might prove useful to Member 

States in preparing their national action plans. 

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

of the CHAIRMAN, highlighted the crucial role of physicians in the fight against antimicrobial 

resistance and the risks associated with distribution of antibiotics by non-qualified persons or without 

a prescription. He emphasized the importance of including veterinarians and the agricultural sector in 

actions taken to combat the problem, and urged WHO to involve FAO and OIE in awareness-raising. 

The role of international travel, goods transportation and trade agreements in the development of 

antimicrobial resistance should be examined. Education on appropriate prescribing practices should be 

included in medical and veterinary school curricula and in continuing education for physicians and 

veterinarians. He urged Member States to allocate the necessary funds to implement the global action 

plan. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 

ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, urged Member States to prioritize 

the creation of robust national actions plans and involve all relevant actors in their implementation. It 

was important to strengthen surveillance systems to monitor resistance patterns, as there were serious 

gaps in both regional and international surveillance. A root cause of antimicrobial resistance was the 

lack of innovation in the development of new antibiotics and infectious disease management 

technology. Current research and development models had proved insufficient and alternatives were 

needed, as recommended by the WHO Consultative Expert Working Group. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 

ORGANIZATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 

CHAIRMAN, said that public leadership was needed to promote new needs-driven research and 

development models that would support rational use of and equitable access to antibiotics. Publicly-

funded research and development should be guided by the principles of affordability, effectiveness, 

efficiency, equity and the de-linkage of research costs from market price. As resistance to last-line 

antimicrobials had become evident, decisive action was imperative. He urged WHO to take a 

leadership role in preparations for the United Nations high-level meeting. 

The representative of WATERAID, speaking at the invitation of the CHAIRMAN, said that the 

core components of infection prevention and control should be included in national action plans, 

which should incorporate targets and routine monitoring for water, sanitation, hygiene and waste 

management in health care facilities. She noted that WHO, UNICEF and other partners were 

collaborating in promoting infection prevention and control under a global action plan for water, 

sanitation and hygiene in health-care facilities. 

The representative of STICHTING HEALTH ACTION INTERNATIONAL, speaking at the 

invitation of the CHAIRMAN, said that any measures taken to ensure appropriate use of antibiotics 

should be based on scientific evidence. The stewardship framework should reflect the principles of 

equity, justice and sustainability and take account of the varying ecological and epidemiological 

contexts in which antibiotics were used. Understanding the interplay of logistic, environmental, 

financial and social drivers of antibiotic use was the key to developing effective strategies for 

combating resistance. Funds should be mobilized to close information gaps. Countries should define 

clear indicators to monitor antibiotic use and access. The development of easy-to-use and affordable 

point-of-care diagnostics for low-resource settings should be prioritized. WHO should lead the way in 

building partnerships and coalitions to tackle antimicrobial resistance. 
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The representative of OXFAM, speaking at the invitation of the CHAIRMAN, said that 

progress in addressing antimicrobial resistance would require global collaboration and coordination on 

relevant current initiatives, in particular the United Nation Secretary-General’s High-Level Panel on 

Access to Medicines and its work to redress the incoherence between human rights, trade and 

intellectual property policies in the context of research and development and access to medicines. She 

urged Member States to prioritize the financing of research and development for health technologies to 

combat antimicrobial resistance and ensure adequate funding to support WHO’s leadership and 

coordination role. She also urged support for the negotiation of a global convention on research and 

development to ensure access to affordable health technologies for all. 

The representative of MÉDECINS SANS FRONTIÈRES INTERNATIONAL, speaking at the 

invitation of the CHAIRMAN, said that the multiple initiatives intended to make antimicrobial 

resistance a political priority must be coordinated so that they did not result in parallel or conflicting 

processes. She urged the Secretariat and Member States to ensure that the needs of developing 

countries and vulnerable populations were considered when priorities were set, products designed and 

stewardship strategies developed. The High-level Meeting would provide an opportunity to initiate 

negotiations for global frameworks, including one for development and stewardship. In preparation for 

that meeting, Member States should implement national action plans and collect surveillance data on 

the causes, prevalence and impacts of antimicrobial resistance and commit to the development of 

target product profiles to guide research and development. Any global agreements on the issue should 

be aligned with the recommendations of the Consultative Expert Working Group and the High-level 

Panel on Access to Medicines, especially with regard to de-linkage. 

The representative of the INTERNATIONAL UNION AGAINST TUBERCULOSIS AND 

LUNG DISEASE, speaking at the invitation of the CHAIRMAN, said that action needed to be taken 

to tackle multidrug-resistant tuberculosis and extensively drug-resistant tuberculosis, which had now 

been reported in at least 100 countries. Governments should adopt the recent WHO recommendation 

for a shorter, nine-month treatment regimen for multidrug-resistant tuberculosis and incorporate it into 

their national clinical guidelines. Scaling up the availability of high-quality tuberculosis treatment 

services was also essential to preventing new drug resistance. 

The representative of the INTERNATIONAL FEDERATION OF PHARMACEUTICAL 

MANUFACTURERS AND ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said 

that the pharmaceutical industry was at the forefront of action to address antibiotic resistance. In 

January 2016, more than 100 pharmaceutical, biotechnology and diagnostics companies had signed a 

declaration committing themselves to reduce the emergence of drug resistance, increase investment in 

research and development to meet global public health needs, and improve access to high-quality 

antibiotics and vaccines. Antibiotic stewardship must be a part of any solution to curb antimicrobial 

resistance. Access to antibiotics was only part of the solution, however. Comprehensive efforts to 

improve sanitation, hygiene, vaccination rates, infection control and education were also needed. 

The SPECIAL REPRESENTATIVE OF THE DIRECTOR-GENERAL (Antimicrobial 

Resistance) said that the main challenge of antimicrobial resistance was the sheer scope and 

complexity of the issue. It had direct impacts not only on humans but on agriculture and food supply. 

Antimicrobial resistance also raised concerns in relation to development, access and the achievement 

of the Sustainable Development Goals. It was clear, therefore, that a multisectoral response was 

needed. However, health must remain at the centre of that response. At the same time, different 

stakeholders and partners, including from the private sector and civil society, must be engaged in the 

effort to combat antimicrobial resistance. A “One Health” approach required WHO to work 

particularly closely with FAO and OIE. It was also necessary to coordinate with other initiatives. As 

several speakers had noted, varying contexts and conditions in countries had to be taken into account. 
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The global action plan addressed many of the issues raised in relation to surveillance, guidance, 

knowledge gaps and other matters. Work in 2016 should focus on the development and 

implementation of national action plans and continued exploration of options for the global 

development and stewardship framework. The Secretariat was grateful for the input received thus far 

and, as requested, would submit a progress report on the work on the global development and 

stewardship framework to the Executive Board at its 140th session in January 2017. A third important 

area of focus in 2016 was mobilization of high-level political engagement. The United Nations 

General Assembly High-level Meeting on antimicrobial resistance would be critical in that regard. He 

announced that the suggested corrections to document A69/24 Add.1 had already been made 

electronically and acknowledged that the outcomes of the work of the Secretary-General’s High-Level 

Panel on Access to Medicines were not yet available as that work had not yet concluded. 

The Committee noted the report. 

Mr Bowles resumed the Chair. 

Poliomyelitis: Item 14.5 of the agenda (document A69/25) 

The representative of PAKISTAN said that the total number of cases of poliomyelitis in 

Pakistan had fallen from 24 in 13 districts in 2015 to 11 in 8 districts in 2016. Eradication remained a 

national priority, and eradication efforts were overseen directly by the Prime Minister. Several 

vaccination rounds had been carried out at the national and subnational levels; all children were 

routinely being given one dose of inactivated poliomyelitis vaccine at 14 weeks of age, together with 

the pentavalent vaccine. Specialized teams performed forensic analysis, data review and field visits to 

identify areas of sub-optimal vaccination coverage. Access to previously inaccessible areas of the 

country had improved dramatically. Joint action plans were being carried out in collaboration with the 

Government of Afghanistan to halt transmission in the Khyber-Peshawar-Nangarhar and 

Quetta-Greater Kandahar corridors. His Government counted on the continued support of the 

international community to bolster national efforts. 

The meeting rose at 12:30. 



 
 
 
 
 
 

EIGHTH MEETING 

Thursday, 26 May 2016, at 14:35 

Chairman: Mr M. BOWLES (Australia) 

1. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (continued) 

Poliomyelitis: Item 14.5 of the agenda (document A69/25) (continued) 

The representative of SWITZERLAND, speaking on behalf of the Member States of the 
European Region, called for the full implementation of the recommendations made by the Emergency 
Committee under the International Health Regulations (2005) regarding the international spread of 
poliovirus at its ninth meeting. He welcomed the progress made in Pakistan and Afghanistan on 
interrupting wild poliomyelitis transmission, with particular regard to cross-border collaboration, 
which was a priority for 2016. He supported the strong focus under the Polio Eradication and 
Endgame Strategic Plan 2013–2018 on bringing an end to cases of circulating vaccine-derived 
poliovirus and on strengthening outbreak response capacity, and requested an update from the 
Secretariat on the progress of the global switch from trivalent oral poliovirus vaccine to bivalent oral 
poliovirus vaccine, which had taken place in April 2016. Member States affected by the supply 
shortage of inactivated poliovirus vaccine should be provided with clear guidance on strategies to 
mitigate risk. It was also important to ensure a legacy for the investment that had been made towards 
poliomyelitis eradication: WHO should draw up possible strategies and solutions regarding the future 
of assets funded by the Global Polio Eradication Initiative, including non-polio eradication functions, 
and Member States should finalize national legacy plans. In relation to financing, WHO should 
distribute an updated and disaggregated budget for the period 2016–2019 for efforts towards 
poliomyelitis eradication; he encouraged donors and affected countries to continue to provide funding. 

The representative of AFGHANISTAN said that polio eradication efforts in his country had 
intensified significantly. Emergency operation centres and provincial coordination units had been 
established in priority regions to manage poliomyelitis eradication efforts. Permanent transit teams had 
been deployed to inaccessible areas to increase immunization coverage and regular communication 
with Pakistan helped to reduce cross-border transmission. However, some challenges still remained, 
including insecurity and inaccessibility in affected areas. The global shortage of inactivated poliovirus 
vaccine should be addressed by WHO. 

The representative of MONACO said that efforts must continue until all forms of poliomyelitis 
were eradicated. Although the switch to bivalent oral poliovirus vaccine had been a great success, 
WHO must ensure access to inactivated poliovirus vaccine and provide technical assistance when 
required. Legacy-planning strategies should include the transfer of knowledge, capabilities, assets and 
processes and involve all partners. She called on WHO to convene a high-level meeting on legacy 
planning in 2017. 

The representative of CANADA commended the elimination of poliomyelitis in Nigeria, the 
switch from trivalent to bivalent oral poliovirus vaccine, and the commitment in Pakistan and 
Afghanistan to stop cross-border transmission. However, work must continue within the framework of 
the Polio Eradication Endgame Strategic Plan 2013–2018 to reach inaccessible areas and to enhance 
surveillance and technical support in countries at risk of vaccine-derived poliomyelitis and in countries 
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introducing the inactivated poliovirus vaccine. Discussions on legacy should involve major health 
stakeholders to ensure the effective transfer of assets and personnel. 

The representative of TURKEY expressed appreciation for the achievements of Pakistan and 
Afghanistan and called on the Secretariat and all Member States to support the final efforts to 
eradicate poliomyelitis. The Secretariat should continue to foster the transfer of vaccine production 
technology and should increase efforts to advise vaccine producers and Member States in the face of 
the bivalent oral poliovirus vaccine shortage. His country had switched to bivalent oral poliovirus 
vaccine; it continued to offer comprehensive health services, including vaccination and surveillance 
activities, to high-risk populations, including migrants. A global response was needed to support those 
areas facing complex health emergencies. 

The representative of the UNITED REPUBLIC OF TANZANIA said that his Government had 
taken measures to rectify low coverage with oral poliovirus vaccine, had switched from trivalent to 
bivalent oral poliovirus vaccine, and had allocated funding for disease surveillance and response. 
However, he expressed concern about the limited supply of inactivated poliovirus vaccine, and urged 
the Secretariat to facilitate increased production in line with the scheduled withdrawal of trivalent oral 
poliovirus vaccine. The Secretariat should also support countries experiencing outbreaks of circulating 
vaccine-derived poliovirus. 

The representative of IRAQ said the switch to bivalent oral poliovirus vaccine had been 
completed in his country, and recognized that it was of utmost important to ensure the procurement 
and sustained supply of inactivated poliovirus vaccine and bivalent oral poliovirus vaccine. The 
Secretariat should facilitate access to monovalent oral poliovirus vaccine type 2 in case of an outbreak 
due to that strain. His Government requested support for immunization campaigns, capacity-building 
for staff engaged in epidemiological and laboratory surveillance of acute flaccid paralysis, and the 
introduction of environmental surveillance. Addressing outbreaks was a top priority for Afghanistan, 
the Islamic Republic of Iran, Iraq, Pakistan and the Regional Office for the Eastern Mediterranean. 

The representative of TOGO, speaking on behalf of the Member States of the African Region, 
welcomed the considerable progress made, including the certification of Nigeria as being free of wild 
poliovirus, but expressed concern at the limited availability of inactivated poliovirus vaccine. He 
supported the strategies to completely interrupt transmission, such as the switch to bivalent oral 
poliovirus vaccine, the strengthening of routine surveillance and immunization, and legacy planning, 
all of which required financial support. 

The representative of KENYA drew attention to measures taken by his Government including 
the introduction of the inactivated poliovirus vaccine into routine immunization schedules, the 
establishment of environmental surveillance, and the switch from trivalent to bivalent oral poliovirus 
vaccine. However, progress was being hindered by several challenges including insecurity, 
inaccessibility of vaccination services in some hard-to-reach areas and inadequate funding for acute 
flaccid paralysis surveillance. 

The representative of MALTA acknowledged that it was important not to become complacent; 
her Government had ensured that polio eradication remained a priority in health care, both nationally 
and within the international community. Once the goal to eradicate polio had been achieved, 
immunization coverage and surveillance should continue, to ensure that global poliomyelitis-free 
status was maintained. 

The representative of the PHILIPPINES said that all remaining type 2 vaccine-derived 
polioviruses and Sabin type 2 strains in her country had been destroyed, and the Government had 
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begun the switch to bivalent oral poliovirus vaccine. She encouraged Member States to further 
collaborate to achieve global eradication. 

The representative of the REPUBLIC OF KOREA noted the achievements of Pakistan, 
Afghanistan and the international community, but said that the vaccine shortage still posed a major 
challenge to global eradication, exacerbating communication with the public. Although the switch 
from oral to injectable vaccines would be crucial, it could cause further vaccine shortages in countries 
already using inactivated poliovirus vaccines. She therefore encouraged the Secretariat to intervene on 
the matter and provide guidance in that regard. 

The representative of JAPAN commended the historic progress made, particularly the removal 
of Nigeria from the list of poliomyelitis-endemic countries. It was vital to ensure that the legacy of 
poliomyelitis eradication assets benefited other health areas, including emergency responses to 
outbreaks of other infectious diseases. Cases of paralytic poliomyelitis caused by vaccine-derived 
poliovirus in some countries indicated that herd immunity was insufficient, indicating that 
immunization efforts must continue. She noted with concern the shortage of inactivated poliovirus 
vaccine, but informed the Committee that a Japanese pharmaceutical company had started production 
of inactivated poliovirus vaccine, in order to help to redress that shortage. Her Government was 
committed to the eradication of poliomyelitis and would continue offering financial and technical 
assistance in that regard. 

The representative of GERMANY said that it was time to take the final step to eradicate 
poliomyelitis from the remaining two endemic countries, Afghanistan and Pakistan. In addition to the 
€100 million that his Government had already contributed towards the Polio Eradication and Endgame 
Strategic Plan 2013–2018, it would provide €2.5 million for eradication in Pakistan in 2016 and, 
subject to the availability of funds, planned hoped to contribute €10 million by 2018. The detection of 
circulating vaccine-derived type 1 polioviruses in Madagascar and Ukraine had underscored the urgent 
need for comprehensive inactivated poliovirus vaccine coverage. It was vital that enough vaccine was 
made available in line with planned introduction timescale. He called for a country-led approach to 
legacy planning, aligning that work with efforts to strengthen the core capacities under the 
International Health Regulations (2005). 

The representative of the ISLAMIC REPUBLIC OF IRAN said that in order to eradicate polio 
Member States needed to prioritize the enhancement of inactivated poliovirus vaccine production and 
provide financial and technical support to vaccine manufacturers in developing countries so as to 
overcome the severe shortage following the switch to bivalent oral poliovirus vaccine. Global 
surveillance systems, including environmental surveillance, should be improved to confirm 
interruption in the circulation of wild poliovirus and vaccine-derived poliovirus type 2. Regional 
cooperation to monitor and report cross-border transmission was crucial, particularly as his country 
neighboured the two countries remaining endemic for polio. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND welcomed the removal of Nigeria from the list of endemic countries, the unprecedented 
global switch from trivalent to bivalent oral poliovirus vaccine, and recent rapid responses to the 
environmental detection of poliovirus type 2. Global eradication would be a significant achievement in 
public health and would contribute to attainment of the Sustainability Development Goals. The Polio 
Eradication and Endgame Strategic Plan 2013–2018 needed to be fully financed and, to that end, the 
United Kingdom had committed £300 million for the period 2013–2019 and he urged other countries 
to commit further resources. The continued high-level commitment of the Governments of 
Afghanistan and Pakistan and the bravery of frontline health workers were commendable. It was 
crucial to overcome the shortage of inactivated poliovirus vaccine as soon as possible, and to consider 
the value of legacy planning for global health security, with particular regard to other infectious 
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diseases. He asked the Secretariat to provide Member States with more detail on the funding 
implications for WHO following the global eradication of poliomyelitis. 

The representative of the UNITED STATES OF AMERICA said that, even with the great 
progress made in eradication efforts in Pakistan and Afghanistan, especially regarding cross-border 
transmission, concerns remained that wild poliovirus transmission may not be interrupted in 2016. The 
unprecedented global switch from trivalent to bivalent oral polio vaccine was a major positive step. 
Member States should maintain high-quality environmental and acute flaccid paralysis surveillance, to 
work towards closing any remaining immunity gaps and to maintain what had already been achieved. 
The continued shortage of inactivated poliovirus vaccine was particularly concerning, and he urged 
manufacturers to ensure a secure supply. The Secretariat should support efforts to destroy type 2 
poliovirus materials and ensure legacy planning. Her Government had increased its financial support 
to the Global Polio Eradication Initiative and urged other Member States to help to meet the funding 
gap for implementing the Polio Eradication and Endgame Strategic Plan 2013–2018. 

The representative of BHUTAN, speaking on behalf of the Member States of the South-East 
Asia Region, observed that the Region had remained free of wild poliovirus for more than five years. 
All 11 Member States had switched from trivalent to bivalent oral poliovirus vaccine and were 
introducing inactivated poliovirus vaccine into their routine immunization programmes. Recognizing 
the high cost and continued global shortfall of inactivated poliovirus vaccine, he said the new WHO 
guidance on using fractional doses of the vaccine was not enough to overcome that barrier as it would 
take too long to assess programmatic feasibility in some countries. WHO and relevant partners needed 
to focus on facilitating the timely, uninterrupted and affordable supply of vaccines to control potential 
outbreaks. Member States should maintain high vaccine coverage and robust surveillance systems and 
ensure that the investments made in poliomyelitis eradication would contribute to future health goals. 
He requested additional guidance on the containment of poliovirus for research purposes. 

The representative of DENMARK said that the collaboration of all Member States was essential 
to successfully implement the Polio Eradication and Endgame Strategic Plan 2013–2018. However, as 
Denmark was a poliovirus vaccine-manufacturing country, her Government had concerns about the 
certification process for poliovirus facilities, which could be burdensome and cost-intensive, 
especially in countries with only one or few such facilities. WHO should play a more prominent role 
in the certification process and devise a more realistic time frame. 

The representative of THAILAND said that the switch from trivalent to bivalent oral poliovirus 
vaccine had already been made in Thailand, but the country faced the challenges of the high cost and 
short supply of inactivated poliovirus vaccine, threatening to undermine the immunity of children who 
had previously been vaccinated. The vaccine shortage should have been anticipated well in advance. 
The Strategic Advisory Group of Experts on immunization had not properly consulted with 
stakeholders and her Government accordingly emphasized that an inclusive and participatory 
consultation process was crucial to achieving the Polio Eradication and Endgame Strategic Plan 2013–
2018, especially when decision-making required political commitment and changes to national 
legislation and affected domestic budgets. 

The representative of the RUSSIAN FEDERATION expressed satisfaction about the work 
being done to increase vaccine coverage in endemic countries, but concern that some countries 
continued to register outbreaks caused by circulating vaccine-derived polioviruses and that the 
response was sometimes slow. The relevant temporary recommendations of the IHR Emergency 
Committee regarding the international spread of poliovirus should continue to be applied. 
Implementation of the Polio Eradication and Endgame Strategic Plan 2013–2018 would minimize the 
risk of new international transmission of polioviruses and strengthen global surveillance. Trivalent 
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oral poliovirus vaccine was no longer used in the Russian Federation and measures had been taken 
regarding the containment of wild and vaccine-derived poliovirus in laboratories in the country. 

The representative of ECUADOR said that the global switch from the trivalent to bivalent oral 
poliovirus vaccine in the given time frame was a milestone in progress towards global eradication. 
Despite the earthquake in his country in April 2016, the switch had been successfully completed and 
all trivalent oral poliovirus vaccines were recovered and destroyed. His Government would continue to 
ensure the necessary measures were taken to maintain vaccine coverage and develop an effective 
epidemiological surveillance system. 

The representative of NIGERIA, recalling that his country had been removed from the list of 
endemic countries in September 2015, said that it had achieved the first two objectives under the Polio 
Eradication and Endgame Strategic Plan 2013–2018. Inactivated poliovirus vaccine had been 
introduced into the national routine immunization programme and Nigeria had been designated as a 
tier 1 country for the prioritization of introduction of that vaccine. The switch had been made from 
trivalent to bivalent oral poliovirus vaccine and all poliovirus type 2 material had been destroyed. 
Legacy planning was ongoing in the country. The Global Polio Eradication Initiative should continue 
to prioritize Nigeria in vaccine and resource allocation in order to achieve certification and to reduce 
the risk of outbreaks. 

The representative of MEXICO said that, for as long as there continued to be a risk of 
circulation or importation of poliovirus, it was vital to maintain routine poliovirus vaccine coverage 
and monitoring of acute flaccid paralysis. The switch from trivalent to bivalent oral poliovirus vaccine 
and the introduction of inactivated poliovirus vaccine were essential steps towards the eradication of 
wild poliovirus globally, as was destruction of poliovirus type 2 materials. 

The representative of TIMOR-LESTE said that in the past month the country had switched from 
using trivalent to bivalent oral poliovirus vaccine and had introduced inactivated poliovirus vaccine 
into its routine immunization programme. However, his Government had still to address the lack of 
human and financial resources and weaknesses in surveillance systems, identifying cases of acute 
flaccid paralysis and laboratory capacity to detect vaccine-derived polioviruses. He urged continued 
provision of support by WHO and its partners. 

The representative of CHINA said that his country had successfully made the switch from 
trivalent to bivalent oral poliovirus vaccine and was undertaking the recovery and destruction of 
poliovirus type 2 materials. Inactivated poliovirus vaccine had also been integrated into the national 
immunization programme. Given the risk in developing countries of the importation or transmission of 
wild poliovirus, the Secretariat should continue to provide the necessary technical support to Member 
States to develop action plans, promote cross-border and regional cooperation, and accelerate the 
eradication process. 

The representative of EGYPT, reaffirming her Government’s commitment to the transition from 
trivalent to bivalent oral poliovirus vaccine and to the introduction of the inactivated poliovirus 
vaccine, said that the switch had not been possible because of the delay in delivery of inactivated 
poliovirus vaccine supplies; their receipt was scheduled for the third quarter of 2017. Consequently, an 
excess of trivalent oral poliovirus stocks remained; as they had not passed their expiry date, under 
Egyptian law they could not be discarded. Egypt was a low-risk country, having eliminated 
poliomyelitis, but two recent poliomyelitis-related epidemiological situations gave cause for concern. 
She requested clarification of WHO’s recommendation with regard to the use of one single or two 
fractional doses of inactivated poliovirus vaccine, and the timing of administration. The delays in 
provision of the inactivated vaccine had not been expected from an organization such as WHO; 
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shortages should be overcome if countries were to complete the switch to bivalent oral poliovirus 
vaccine. 

The representative of AUSTRALIA welcomed the removal of Nigeria from the list of 
poliomyelitis-endemic countries and the reduction in wild poliovirus cases in Pakistan. In Australia, 
inactivated poliovirus vaccine had been introduced into national immunization campaigns and a 
poliovirus-essential facility had been designated for which the relevant biosafety requirements would 
be met. Legacy planning was particularly important to ensure that investment in poliomyelitis 
eradication would be of sustained benefit to other health priorities. 

The representative of INDONESIA said that, despite Indonesia’s disassociation from 
paragraphs 2, 3(7) and 4(2) of resolution WHA68.3 (2015) on poliomyelitis, efforts had been made in 
the country to switch from trivalent to bivalent oral poliovirus vaccine. Nationwide immunization days 
had been held against poliomyelitis, and more than 23 million children had been vaccinated with 
trivalent oral poliovirus vaccine. Efforts would be made to introduce the inactivated poliovirus vaccine 
by July 2016. However, in line with the Polio Eradication and Endgame Strategic Plan 2013–2018, she 
called for synchronization of the withdrawal of trivalent oral polio vaccine, the introduction of 
inactivated poliovirus vaccine and immunization system strengthening in all countries. The global 
shortage of inactivated poliovirus vaccine was a concern and should be rectified, since it was 
jeopardizing efforts to meet the objectives of the Strategic Plan. 

The representative of SOUTH AFRICA commended Nigeria’s successful eradication of 
poliomyelitis. In South Africa, the switch from trivalent to bivalent oral poliovirus vaccine had been 
successful. She expressed her Government’s gratitude to the Secretariat for its support during the 
planning and implementation of the switch. 

The representative of the BAHAMAS said that inactivated poliovirus vaccine had been 
introduced successfully in the national immunization schedule in 2015 and a campaign had been 
launched to educate health-care workers about various components of the inactivated poliovirus 
vaccine, the withdrawal of type 2 oral poliovirus vaccines, and the global synchronized switch. The 
switch had been successfully made in his country, and all remaining stocks of trivalent oral poliovirus 
vaccines had been destroyed. He commended WHO’s work to promote poliomyelitis eradication, but 
cautioned that sufficient supplies of inactivated and bivalent poliovirus vaccines must be available to 
meet demand. Member States must continue to be vigilant, as pockets of disease and lapses in 
vaccination activities left all countries at risk. 

The representative of SOMALIA said that her country had been poliomyelitis-free for nearly 
two years owing to the high level of political commitment, strong support of partners including WHO, 
and a flexible, innovative and comprehensive approach to immunization campaigns. However, 
17 districts in the south and centre of Somalia remained inaccessible for vaccine coverage and an 
estimated 397 000 children under 5 years of age were not vaccinated. Routine immunization coverage 
remained low, and shortages of inactivated poliovirus vaccine were a cause for concern. Partners and 
donors should continue to provide support until eradication had been achieved worldwide. 

The representative of BAHRAIN said that his Government had made progress towards meeting 
the objectives of the Polio Eradication and Endgame Strategic Plan 2013–2018. Surveillance systems 
had been enhanced to ensure early detection of any possible cases. The switch to bivalent oral 
poliovirus vaccine had taken place and was being monitored in a series of site visits. 

The representative of BARBADOS, recognizing the costs of vaccine-preventable diseases said 
that his Government continued to implement the Polio Eradication and Endgame Strategic Plan 2013–
2018. The switch to bivalent poliovirus vaccine had been successfully achieved and inactivated 
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poliovirus vaccine was being included in the Government’s Expanded Programme of Immunization. A 
monitoring and evaluation framework had been established and continued assistance and guidance 
from WHO would be welcome. 

The representative of the DOMINICAN REPUBLIC said that, although no case of wild 
poliovirus had been registered in the Dominican Republic since 1985, one case of vaccine-associated 
paralytic poliomyelitis had been registered in 2001. Inactivated poliovirus vaccine had been 
introduced, and the switch from trivalent to bivalent oral poliovirus vaccine had been completed 
successfully in the context of Vaccination Week in the Americas. The immunization schedule was 
being met and a review committee had been established to evaluate the switch. 

The representative of MOROCCO said that the national immunization plan assured coverage 
with three doses of oral poliovirus vaccine; the coverage rate was 97% of children. Efforts had been 
made to ensure the successful switch from trivalent to bivalent oral poliovirus vaccine and to introduce 
inactivated poliovirus vaccine. He expressed concern with regard to the global shortage of inactivated 
poliovirus vaccine. The Secretariat should take all the necessary measures to ensure that sufficient 
vaccine stocks were available to allow Member States to make the progress required of them. 

The representative of JORDAN noted that vaccine coverage in his country was more than 95% 
for children, and the national laboratory dealing with poliomyelitis had received WHO certification. 
Technical assistance from the Secretariat had enabled the spread of the virus to be restricted despite 
the threat of reintroduction from neighbouring countries. The switch from trivalent to bivalent oral 
poliovirus vaccine had been successful. Despite the large intake of refugees, which placed a 
considerable burden on the health system, efforts were being made to ensure vaccination coverage for 
residents of Jordan and refugees alike, and to eradicate other communicable diseases. He requested 
technical assistance from the Secretariat for the acquisition of vaccine stocks to continue its 
vaccination campaigns. 

The representative of GHANA welcomed global efforts to meet the four objectives of the Polio 
Eradication and Endgame Strategic Plan 2013–2018 and commended Nigeria’s successful interruption 
of poliovirus transmission. The Ghanaian authorities had taken steps to destroy all materials suspected 
of containing wild poliovirus type 2 and had completed the switch from trivalent to the bivalent oral 
poliovirus vaccine. Efforts to introduce inactivated poliovirus vaccine had been stepped up. He noted 
with concern the drop in support for acute flaccid paralysis surveillance and said that urgent steps must 
be taken to find innovative ways to ensure sustainable funding in that regard. 

The representative of JAMAICA said that the risk of reintroduction of poliomyelitis remained 
high, owing to large influxes of tourists and immunization coverage at less than 95%. Concerted 
efforts had resulted in improved immunization coverage and the establishment of a strong active 
surveillance system. The single-dose schedule of inactivated poliovirus vaccine had been implemented 
in September 2015, with a transition to a two-dose schedule in 2016. The switch from trivalent to 
bivalent oral poliovirus vaccine had been successful; a final report on the transition was being 
prepared. Containment activities had been conducted and progress was being made towards meeting 
all four objectives of the Polio Eradication and Endgame Strategic Plan 2013–2018. 

The representative of TUNISIA expressed concern regarding the limited availability of 
inactivated poliovirus vaccine. In Tunisia, the health ministry had taken steps to strengthen the 
national immunization programme and the poliomyelitis eradication initiative, had implemented a 
passive and active surveillance system for acute flaccid paralysis, had introduced a single dose of 
inactivated poliovirus vaccine, and had successfully switched from trivalent to bivalent oral poliovirus 
vaccine. He advised the Secretariat of the difficulties faced by countries with developing and 
transitional economies with regard to vaccine procurement and meeting vaccine schedules. 
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The representative of the DEMOCRATIC REPUBLIC OF THE CONGO said that his country 
had been declared polio-free in November 2015. The switch from trivalent to bivalent oral poliovirus 
vaccine had been a success. Insufficient global production of the inactivated poliovirus vaccine and 
low oral poliovirus vaccine coverage in insecure regions were causes for concern. He encouraged the 
Secretariat to extend its efforts to ensure a sufficient supply of the inactivated poliovirus vaccine, and 
provide technical and financial support so that poliomyelitis could be eradicated in 2018 as planned. 

The representative of QATAR acknowledged the poliomyelitis eradication efforts in 
Afghanistan and Pakistan. His Government was cooperating with other countries to mitigate the risk 
of wild poliovirus resurgence, and had put in place a preparedness and response plan for imported 
cases. He urged the Secretariat to work on the problem of vaccine supply in general and the 
inactivated poliovirus vaccine in particular. 

The representative of BOTSWANA said that her Government had introduced the inactivated 
poliovirus vaccine and had switched from trivalent to bivalent oral poliovirus vaccine, but the 
destruction of the recalled trivalent oral poliovirus vaccine was ongoing. The possible shortage of 
inactivated poliovirus vaccines was a cause for concern, particularly in countries that had already 
switched to bivalent oral poliovirus vaccine. She asked the Secretariat to monitor the supply situation 
closely, as it could affect the success of national immunization programmes. 

The representative of INDIA outlined actions taken by his Government to ensure that India 
would remain poliomyelitis-free, including annual vaccination rounds and vaccination posts at rail and 
road routes along the country’s borders. The switch from trivalent to bivalent oral poliovirus vaccine 
had been a success and surveillance of acute flaccid paralysis had been expanded. Introduction of 
inactivated poliovirus vaccine had begun before the switch, but had been phased because of a lack of 
supply. A fractional dose schedule had been introduced in selected States, as only 13.5 million of the 
required 47.42 million doses of the inactivated poliovirus vaccine had been assured. Legacy planning 
was underway to ensure that the investments made towards poliomyelitis eradication would benefit 
other health initiatives. 

The representative of MAURITANIA said that considerable efforts had been made to stop the 
poliovirus outbreaks that had occurred in 2009 and 2010 in his country, including carrying out 
supplementary immunization activities and improving surveillance for acute flaccid paralysis. The 
switch from trivalent to the bivalent oral poliovirus vaccine in April 2016 had been a success. 
Response capacities should be strengthened to prepare for the potential reimportation of the virus. 
Immunization systems and surveillance efforts should also be strengthened, and sufficient supply of 
vaccines must be guaranteed. 

The representative of CHAD said that his country had been free of wild poliovirus for nearly 
four years, thanks to supplementary immunization activities, efforts to strengthen the cold chain 
through the introduction of solar technology, and building human resources capacity. Innovative 
strategies included the coordination with the ministry of agriculture of vaccinations of nomadic 
children and livestock. The trivalent oral poliovirus vaccine had been replaced by the bivalent vaccine, 
and inactivated poliovirus vaccine had been introduced. Challenges still remained in terms of funding 
for surveillance and intensified immunization activities. He urged the Secretariat to ensure successful 
polio legacy planning. 

The observer of CHINESE TAIPEI said that the transition from oral poliovirus vaccine to the 
inactivated poliovirus vaccine had been carried out in 2012. All vaccine-derived polioviruses and oral 
poliovirus vaccines containing the type 2 component stored in laboratories had been destroyed. 
Surveillance systems were in place to maintain high immunization coverage and a poliomyelitis-free 
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status. He appealed to the Secretariat to ensure the supply of the inactivated poliovirus vaccine and to 
support the sustainability of immunization programmes. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES acknowledged that considerable obstacles remained in the way of 
poliomyelitis eradication in Afghanistan and Pakistan, namely the safety of frontline workers and the 
immunization coverage of children living in remote communities and areas of conflict. The Red 
Crescent Societies and volunteers in those two countries were working to increase immunization 
coverage of those children and ensure access to routine childhood vaccines. He advocated applying the 
lessons learned from poliomyelitis eradication to other global health priorities. 

The representative of the ORGANISATION OF ISLAMIC COOPERATION, speaking at the 
invitation of the CHAIRMAN, said that her organization remained committed to poliomyelitis 
eradication and was working closely with several partners to that end. She commended the globally 
synchronized switch to bivalent oral poliovirus vaccine and encouraged Member States to intensify 
routine immunization campaigns. The lack of adequate supplies of inactivated poliovirus vaccine had 
been communicated to her organization’s Vaccine Manufacturers Group, and steps would be taken to 
mitigate the risks associated with the shortage. 

The representative of the GAVI ALLIANCE, speaking at the invitation of the CHAIRMAN, 
said that challenges still remained to the global eradication of poliomyelitis, as evidenced by recent 
detection of vaccine-derived poliovirus in environmental specimens in previously polio-free countries. 
The GAVI Alliance had worked closely with the Global Polio Eradication Initiative to facilitate the 
introduction of inactivated poliovirus vaccine into routine immunization programmes worldwide. The 
global shortage of inactivated poliovirus vaccine raised concerns about the potential re-emergence of 
polioviruses. Attention should be given to legacy planning to ensure that immunization coverage 
would not be adversely affected as funding declined for poliomyelitis programmes, and that assets 
could be used for other public health interventions. Discussions on how to leverage poliomyelitis 
assets and personnel for routine immunization would be particularly important in priority countries 
that had human resources funded either by the GAVI Alliance or the Global Polio Eradication 
Initiative. 

The representative of ROTARY INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, praised the global switch from trivalent to bivalent oral poliovirus vaccine. However, 
key challenges remained. Transmission of poliovirus in Pakistan and Afghanistan had to be stopped 
and he encouraged a continued focus in those countries to reach every child, recognizing the 
dedication of frontline workers. An additional US$ 1500 million was needed in the period until 2019 
to maintain high levels of immunization and surveillance. The physical and intellectual assets resulting 
from 30 years of eradication efforts must be capitalized upon to benefit broader public health 
priorities. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that urgent attention must be paid to sustaining the public health gains made by 
poliomyelitis eradication programmes. as well as extending immunization coverage, improving the 
planning and supply of vaccines, and developing a safer version of the oral poliovirus vaccine, with 
less potential to cause vaccine-derived polioviruses. Human resources, facilities and processes funded 
directly by the Global Polio Eradication Initiative should be transferred to other health service areas, 
such as immunization, surveillance, and emergency response. WHO should work with countries to 
develop detailed strategies to maintain poliomyelitis-free status, and ensure the effective management 
of assets and resources following global eradication. She also recommended that WHO consult with 
major donors to map donor-supported activities that could be continued when eradication programmes 
came to an end. 
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The DIRECTOR (Polio Eradication) said that, thanks to the extraordinary efforts of the 
coalition of Member States in applying the Polio Eradication and Endgame Strategic Plan 2013–2018, 
the world was closer than ever to eradicating poliomyelitis, and he commended efforts in Pakistan and 
Afghanistan. Wild poliovirus type 2 had been declared eradicated, no case of wild poliovirus type 3 
had been detected in three years, and only type 1 was circulating in two countries. It was therefore 
vital to prevent cases of vaccine-derived poliomyelitis, and to maintain high levels of acute flaccid 
paralysis and environmental surveillance. The current epidemiology constituted a Public Health 
Emergency of International Concern for countries affected by wild poliovirus and those in which 
vaccine-derived poliovirus was circulating. 

Regarding the update requested on the global coordinated switch to bivalent oral poliovirus 
vaccine, 147 out of 155 Member States had submitted validation reports to regional offices. Validation 
by the remaining eight Member States was ongoing and the reports would be sent shortly. There was 
no shortage of bivalent oral poliovirus vaccines. However, stocks of inactivated poliovirus vaccines 
were insufficient, as the vaccine industry had been unable to scale up production in line with the speed 
at which countries had committed to introduce the vaccine. Consequently, 45 countries would have to 
wait until 2017 for access. The allocation of the vaccines had been prioritized for countries at the 
highest risk of an emergence of vaccine-derived type 2 poliovirus. However, there was a global 
stockpile of monovalent type 2 oral poliovirus vaccines, which could be deployed quickly in the event 
of an outbreak in those countries. 

Every effort was being made to increase production of inactivated poliovirus vaccines, 
including work to facilitate and support technology transfer for vaccine production. The possibility of 
stretching the supply of inactivated poliovirus vaccines had been explored, although one of the 
solutions found, which involved administering two fractional doses intradermally, required more 
thorough planning and greater capacity among the health workforce. The Secretariat would work with 
Member States to accelerate the containment of poliovirus in vaccine-production facilities and 
laboratories, and address the concerns raised about the shared timelines.  

It was time to begin planning ahead to ensure that the investments made in poliomyelitis 
eradication would not be lost and were used effectively to support routine immunization and 
emergency responses, among other public health priorities. A detailed budget for the Global Polio 
Eradication Initiative had already been made available to all the Member States receiving support and 
was available online. 

The Committee noted the report. 

2. PROMOTING HEALTH THROUGH THE LIFE COURSE: Item 13 of the agenda 
(continued) 

Operational plan to take forward the Global Strategy for Women’s, Children’s and Adolescents’ 
Health: Item 13.3 of the agenda (continued from the third meeting) (document A69/16) 

The CHAIRMAN recalled that a draft resolution on committing to implementation of the 
Global Strategy for Women’s, Children’s and Adolescents’ Health had been introduced at the third 
meeting of the Committee. He informed the Committee that the numbering of the operative paragraphs 
in that draft resolution was incorrect, and the paragraph that began “INVITES Member States” should 
have been numbered as paragraph (OP) 1, and the two subsequent operative paragraphs should 
therefore be renumbered as paragraphs (OP) 2 and (OP) 3, respectively. 

The representative of URUGUAY read out two amendments to the draft resolution agreed 
informally by several Member States. In renumbered operative paragraph 1(2) he proposed replacing 
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the words “upon their request” with “as appropriate”. In renumbered operative paragraph 3(2), the 
word “funds,” should be added before the words “partners and stakeholders”. 

The representative of PANAMA said that her Government was striving to overcome health 
challenges and inequalities through the implementation and revision of legal frameworks, national 
initiatives and intersectoral actions on poverty reduction, vulnerable groups and sexual and 
reproductive health, including a master plan on health in infancy, childhood and adolescence, which 
sought to provide universal access to integrated health care. 

The representative of ZAMBIA called for comprehensive accountability frameworks and the 
strengthening of health information systems to monitor programmes and levels of integration, as part 
of the Global Strategy. Her Government would prioritize development of a health financing strategy, 
in order to progressively increase the allocation of domestic resources and attain the national goals for 
women’s, children’s and adolescents’ health. She supported the draft resolution. 

The representative of CAMEROON highlighted the achievements of her Government in relation 
to implementation of the Global Strategy, including the revision of the national health sector strategy 
and development of a financing strategy, as well as seeking investment for reproductive, maternal, 
newborn, child and adolescent health under the Global Financing Facility in support of Every Woman, 
Every Child. She supported the draft resolution. 

The representative of PORTUGAL said that her Government was committed to implementing 
the Global Strategy and asked that her country be added to the list of sponsors of the draft resolution. 

The representative of BRAZIL said that, although the Global Strategy’s focus on conflict 
situations and fragile States was important, it did not encompass the breadth of the 2030 Agenda for 
Sustainable Development. The coordinated multisectoral actions and multistakeholder engagement 
required to implement the Global Strategy should remain within a United Nations framework. 
Governments should ensure accountability, and develop progress indicators and programmatic 
guidance. The Paris Declaration and Accra Agenda for Action were not universal and many Member 
States used other equally valid frameworks for development cooperation, principles and actions. 

The representative of JAMAICA said that several actions had been taken to combat problems 
related to adolescent health in Jamaica, including the establishment of an adolescent policy working 
group comprising members of civil society and other ministries, and the formulation of a policy to 
reintegrate teenage mothers into the formal school system. 

The representative of PAKISTAN said that his Government had developed a national action 
plan, based on the Global Strategy, to address the slow progress made regarding maternal, newborn 
and child health and nutrition. Strengthened health systems staffed with adequately-skilled health 
workers were required to significantly improve and maintain access for women and children to 
affordable health care. The work of all health-sector partners should be aligned with government 
priorities, and involve concerted efforts to promote human rights, gender equality and poverty 
reduction. 

The representative of REPUBLIC OF KOREA emphasized that a continuous approach was 
needed for relief efforts and development projects that benefited women, children and adolescents. In 
that regard, her Government had launched an initiative on health and education for disadvantaged girls 
in developing countries, and would contribute US$ 200 million to that project over 5 years. 



108 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 

The representative of NIGER said that his country had made major progress towards improving 
maternal and child health, including the implementation of a road map to reduce maternal and neo-
natal mortality, and a maternal death surveillance and response programme. 

The representative of INDONESIA informed the Committee of several of her Government’s 
initiatives for attaining the Millennium Development Goal targets and implementing the Global 
Strategy, such as a strategic plan to reduce maternal and neonatal mortality, and a commitment to 
extending universal health coverage to all Indonesians by 2019. 

The representative of the RUSSIAN FEDERATION drew attention to some of the action taken 
on women’s, children’s and adolescents’ health in her country, such as universal access to free health 
care, the construction of perinatal centres and the development of health prevention programmes. The 
Global Strategy could only be implemented through an intersectoral and interdisciplinary approach. 

The meeting rose at 17:30. 



 
 
 
 
 
 

NINTH MEETING 

Thursday, 26 May 2016, at 18:00 

Chairman: Mr M. BOWLES (Australia) 
later: Ms T. KOIVISTO (Finland) 

PROMOTING HEALTH THROUGH THE LIFE COURSE: Item 13 of the agenda (continued) 

Operational plan to take forward the Global Strategy on Women’s, Children’s and Adolescents’ 
Health: Item 13.3 of the agenda (document A69/16) (continued) 

The representative of COSTA RICA took note of the report and encouraged Member States to 
continue strengthening their national strategies to reduce maternal and child mortality and stop 
preventable maternal and child deaths. It was important not to lose sight of the human rights 
perspective and the need for universal healthcare services in strategies to promote women’s, children’s 
and adolescents’ health. Given the complexity of the issue, collective and multisectoral action was 
necessary, in which the responsibilities of key actors were clearly defined. 

The observer of CHINESE TAIPEI endorsed the operational plan to take forward the Global 
Strategy for Women’s, Children’s and Adolescents’ Health and the proposed milestones for 
implementation for 2016–2017 and 2018–2020. She welcomed the draft resolution. The importance 
and urgency of applying a Health in All Policies approach to strengthening the well-being of women, 
children and adolescents was understood and steps to address health inequalities had been taken. 
However, more work was needed on empowerment and strengthening health literacy. 

The observer of the INTER-PARLIAMENTARY UNION said that the Inter-Parliamentary 
Union was committed to providing support to national parliaments to enable them to deliver better 
health outcomes in the spirit of the Global Strategy and the Declaration of the Fourth World 
Conference of Speakers of Parliament. In particular, it would help parliaments to enhance 
accountability, carry out their oversight functions with the aim of turning global commitments into 
national action and strengthen legislative frameworks and budget advocacy. It would also facilitate 
exchanges among parliaments at the regional and global levels to ensure that good practices were 
shared. The Inter-Parliamentary Union’s Advisory Group on HIV/AIDS and Maternal, Newborn and 
Child Health would track progress towards meeting those commitments. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that the inclusion of adolescents in the Global Strategy would contribute to the 
development of comprehensive healthcare systems that met the needs of previously under-served 
populations, including young people. It was important to treat young people as partners in the 
development of policies and programmes under the Global Strategy. Health systems should respond to 
the specific needs of children, ensuring that they had access to affordable and quality-assured 
medicines and technologies. An improved system to collect and monitor data on mortality in children 
and adolescents, disaggregated by age and sex from birth to 24 years, was needed, including data on 
noncommunicable diseases. Such a system was essential for effective planning and to ensure equitable 
access to care. 

- 109 - 
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The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of the CHAIRMAN, expressed strong support for the alignment of the Global Strategy with 
the life-course approach to health and the inclusion in the Strategy of adolescent health, an area in 
which she encouraged the Secretariat and Member States to work together to strengthen the 
knowledge base. By intervening early and in an integrated manner, noncommunicable diseases, 
malnutrition and birth-related complications could be prevented. She appreciated that the Strategy 
identified the need for resilient, effective and efficient health systems that were equipped with the 
necessary materials and with trained healthcare professionals. That would, however, require effective 
planning and financing. 

The representative of the INTERNATIONAL PEDIATRIC ASSOCIATION, speaking at the 
invitation of the CHAIRMAN, said that social injustice must be addressed for a stronger, more 
peaceful and sustainable society. Governments must reduce structural inequities in family income, 
implement a comprehensive approach to early child development and protection spanning from 
infancy to adolescence, invest in health, education and family support services, ensure all essential 
services were accessible and affordable, implement the Global Strategy and ensure effective data 
collection that would be used in evidence-based policies and programmes. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, commended the Global Strategy and 
highlighted the importance optimizing health across the life course. That could be achieved only by 
tackling the inequities that made women, children and adolescents prone to poorer health outcomes 
and by ensuring that efforts were focused on reducing maternal, newborn and child mortality among 
fragile populations. An efficient, multisectoral and collective approach as well as a strong sense of 
accountability would be imperative in implementing the Strategy. Specifically, Member States should 
ensure access to family planning and contraception services and promote non-judgemental healthcare 
that respected the rights of women, children and adolescents. Furthermore, the entire health workforce, 
including students, should undergo comprehensive evidence-based training on sexual and reproductive 
health and rights. 

The representative of the INTERNATIONAL PLANNED PARENTHOOD FEDERATION, 
speaking at the invitation of the CHAIRMAN, welcomed the operational plan and the recognition of 
the challenges facing implementation of the Global Strategy, particularly in humanitarian situations. 
Given that half of maternal, newborn and child deaths occurred in fragile settings, services were 
needed to enable women to deliver safely and with dignity, protect themselves from HIV and to treat 
the consequences of sexual violence. Indeed, sexual and reproductive health services should be 
included in the minimum package of services offered when providing humanitarian assistance. Young 
people should be active stakeholders in the development, implementation and evaluation of country 
programmes and partnerships should be established to ensure that adolescents were aware of their 
health rights. She welcomed the recommendation to prioritize enhanced accountability mechanisms 
and encouraged the participation of civil society in accountability processes. Adequate safeguards 
must be introduced against increased out-of-pocket payments, which would have a disproportionately 
negative impact on the poorest and most vulnerable people, in order to ensure that a shift to domestic 
resources did not amount to charging women for access to life-saving health services. 

The representative of THE SAVE THE CHILDREN FUND, speaking at the invitation of the 
CHAIRMAN, supported the draft resolution. New commitments under the Strategy must address 
inequities in access to essential sexual, reproductive, maternal, newborn, child and adolescent health 
care as well as ensure the participation of women, children and adolescents in decisions that affected 
their health. He called on Member States and other partners to guarantee an essential package of 
sexual, reproductive, maternal, newborn, child and adolescent healthcare services with a focus on 
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primary health care; ensure that time-bound equity targets were in place to boost progress among the 
poorest and most marginalized populations; and improve the quality of care in health facilities. 

The representative of the UNION FOR INTERNATIONAL CANCER CONTROL, speaking at 
the invitation of the CHAIRMAN, called for concerted efforts to reach the noncommunicable disease-
related targets in the Global Strategy, given that millions of lives were claimed and disrupted by those 
diseases each year. Expressing support for the accountability measures for tracking progress towards 
achieving the goals and the targets of the Strategy, she called on Member States to ensure integrated 
accountability; develop sustainable strategies to finance health accountability that maximized the use 
of domestic resources; strengthen the capacity of the global Health Data Collaborative to include 
disaggregated noncommunicable disease data; and promote and ensure the meaningful engagement of 
civil society in supporting country-led implementation and accountability. She expressed support for 
the draft resolution. 

The representative of the WORLD HEART FEDERATION, speaking at the invitation of the 
CHAIRMAN, welcomed the draft resolution and the report and commended the Global Strategy’s 
target of reducing noncommunicable diseases by one third by 2030. To achieve that target, it was 
important to draw attention to rheumatic heart disease, which disproportionately affected women, 
children and adolescents. Action recommended to combat rheumatic heart disease included: 
monitoring maternal, child and adolescent health outcomes using national registers; implementing 
selected interventions from the Three Stage Integrative Pathway Search framework; and orienting 
universal health coverage priorities towards inclusivity and financial protection. 

The representative of WORLD VISION INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, said that it was necessary to invest in local leadership and to ensure the participation of 
affected people in the design of health solutions, including in fragile and conflict settings and 
emergencies. In particular, more attention must be paid to participatory monitoring and accountability 
mechanisms at all levels and in all contexts, in order to ensure that global goals translated into 
concrete local change. She called on Member States to adopt the resolution. 

The ASSISTANT DIRECTOR-GENERAL (Family, Women’s and Children’s Health), 
responding to comments, noted with appreciation the unprecedented level of political commitment to 
the Global Strategy and the draft resolution. Many countries had made very specific commitments and 
their progress in implementation would be tracked by WHO. It was clear that a high degree of 
innovation would be required to apply the new focus on adolescent health and on the fragile contexts 
and settings in which women, children and adolescents were often left behind. United Nations 
agencies had been called on to provide technical assistance in implementing the Strategy and to 
explore new ways of doing so, including through South-South and triangular cooperation. Reference 
had been made to the need for evidence-based guidelines. She recalled that implementation also 
involved accountability, the mechanisms of which were being put in place, including through the 
Independent Accountability Panel. Nongovernmental organizations had referred to citizen engagement 
and dialogue as a mechanism to reinforce accountability. 

At the invitation of the CHAIRMAN, the SECRETARY read out the amendments to the draft 
resolution: at the end of renumbered operative paragraph 1(2), the words “upon their request” should 
be replaced by “as appropriate”; and, in renumbered operative paragraph 3(2), the word “funds,” 
should be added before the words “partners and stakeholders”. 
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The draft resolution, as amended, was approved.1 

Multisectoral action for a life course approach to healthy ageing: draft global strategy and plan 
of action on ageing and health: Item 13.4 of the agenda (document A69/17) 

The CHAIRMAN drew attention to a draft resolution entitled: “The global strategy and action 
plan on ageing and health 2016–2020: towards a world in which everyone can live a long and healthy 
life”, submitted by the delegations of Argentina, Australia, Colombia, Denmark, Ecuador, Finland, 
France, Germany, Japan, Luxembourg, Monaco, the Netherlands, Norway, Panama, Portugal, 
Thailand and the United States of America, which read: 

The Sixty-ninth World Health Assembly, 
(PP1) Having considered the report on multisectoral action for a life course approach to 

healthy ageing: draft global strategy and plan of action on ageing and health;2 
(PP2) Recalling resolution WHA52.7 (1999) on active ageing and resolution WHA58.16 

(2005) on strengthening active and healthy ageing, both of which called upon Member States to 
take measures that ensure the highest attainable standard of health and well-being for the rapidly 
growing numbers of older persons; 

(PP3) Recalling further United Nations General Assembly resolution 57/167 (2002), 
which endorsed the Madrid International Plan of Action on Ageing, 2002, as well as other 
relevant resolutions and other international commitments related to ageing; 

(PP4) Having considered resolution WHA65.3 (2012) on strengthening 
noncommunicable disease policies to promote active ageing, which notes that as 
noncommunicable diseases become more prevalent among older persons, there is an urgent 
need to prevent disabilities related to such diseases and to plan for long-term care; 

(PP5) Having also considered resolution WHA67.19 (2014) on strengthening of palliative 
care as a component of comprehensive care throughout the life course; 

(PP6) Recalling resolution WHA64.9 (2011) on sustainable health financing structures 
and universal coverage, which calls for investing in and strengthening health systems, in 
particular primary health care and services, including preventive services, adequate human 
resources for health and health information systems, in order to ensure that all citizens have 
equitable access to health care and services; 

(PP7) Welcoming the 2030 Agenda for Sustainable Development,3 which includes an 
integrated, indivisible set of global goals for sustainable development that offer the platform to 
deal with the challenges and opportunities of population ageing and its consequences in a 
comprehensive manner, pledging that no one will be left behind; 

(PP8) Noting that populations around the world, at all income levels, are rapidly ageing; 
yet, that the extent of the opportunities that arise from older populations, their increasing 
longevity and active ageing will be heavily dependent on good health; 

(PP9) Noting also that healthy ageing is significantly influenced by social determinants of 
health, with people from socioeconomically disadvantaged groups experiencing markedly 
poorer health in older age and shorter life expectancy; 

(PP10) Further noting the importance of healthy, accessible and supportive environments, 
which can enable people to age in a place that is right for them and to do the things they value; 

1 Transmitted to the Health Assembly in the Committee’s third report and adopted as resolution WHA69.2. 
2 Document A69/17. 
3 United Nations General Assembly resolution 70/1 (2015) – Transforming our world: the 2030 Agenda for 

Sustainable Development, see http://www.un.org/ga/search/view_doc.asp?symbol=A/RES/70/1 (accessed 23 May 2016). 
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(PP11) Recognizing that older populations make diverse and valuable contributions to 
society and should experience equal rights and opportunities, and live free from age-based 
discrimination; 

(PP12) Welcoming WHO’s first Ministerial Conference on Global Action Against 
Dementia (Geneva, 16 and 17 March 2015), taking note of its outcome, and welcoming with 
appreciation all other international and regional initiatives aimed at ensuring healthy life for 
older persons; 

(PP13) Welcoming also the World report on ageing and health,1 that articulates a new 
paradigm of Healthy Ageing and outlines a public health framework for action to foster it; 

(PP14) Recognizing the concept of Healthy Ageing, defined as the process of developing 
and maintaining the functional ability2 that enables well-being in older age; 

(PP15) Having considered the draft global strategy and action plan on ageing and health 
in response to decision WHA67(13) (2014), that builds on and extends WHO’s regional 
strategies and frameworks3 in this area, 

(OP) 1. ADOPTS the Global strategy and action plan on ageing and health;4 

(OP) 2. CALLS ON partners, including international, intergovernmental and 
nongovernmental organizations, as well as self-help and other relevant organizations: 

(1) to support and contribute to the accomplishment of the Global strategy and action 
plan on ageing and health and in doing so, to work jointly with Member States and with 
the WHO Secretariat where appropriate; 
(2) to improve and support the well-being of older persons and their caregivers through 
adequate and equitable provision of services and assistance; 
(3) to support research and innovation and gather evidence on what can be done to 
foster healthy ageing in diverse contexts, including increased awareness of the social 
determinants of health and their impact on ageing; 
(4) to support the exchange of knowledge and innovative experiences, including 
through North–South, South–South, and triangular cooperation, regional and global 
networks; 
(5) to actively work on advocacy for healthy ageing over the life course and combat 
age-based discrimination; 

(OP) 3. URGES Member States: 
(1) to implement the proposed actions in the Global strategy and action plan on ageing 
and health, through a multisectoral approach, including establishing national plans or 
mainstreaming those actions across government sectors, adapted to national priorities and 
specific contexts; 

1 World report on ageing and health, Geneva: World Health Organization; 2015. 
2 This functional ability is determined by the intrinsic capacity of the individual, the environments they inhabit and 

the interaction between them. Moreover, Healthy Ageing is a process that spans the entire life course and that can be relevant 
to everyone, not just those who are currently free of disease. 

3 Region of the Americas: Plan of Action on the Health of Older Persons, Including Active and Healthy Aging 
(resolution CD49.R15 (2009)); South-East Asia Region: Regional strategy for healthy ageing (2013–2018); European 
Region: Strategy and action plan for healthy ageing in Europe, 2012–2020 (resolution EUR/RC62/R6 (2012)); Eastern 
Mediterranean Region: The strategy for active, healthy ageing and old age care in the Eastern Mediterranean Region  
2006–2015; Western Pacific Region: Regional framework for action on ageing and health in the Western Pacific  
(2014–2019). A regional strategy is in preparation in the African Region. 

4 See document A69/17, Annex. 
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(2) to establish a focal point and area of work on ageing and health and to strengthen 
the capacity of relevant government sectors to deal with the healthy ageing dimension in 
their activities through leadership, partnerships, advocacy and coordination; 
(3) to support and contribute to the exchange between Member States at global and 
regional levels of lessons learned and innovative experiences, including actions to 
improve measurement, monitoring and research of healthy ageing at all levels; 
(4) to contribute to the development of age-friendly environments, raising awareness 
about the autonomy and engagement of older people, through a multisectoral approach; 

(OP) 4. REQUESTS the Director-General: 
(1) to provide technical support to Member States to establish national plans for 
healthy ageing, develop health and long-term care systems that can deliver good-quality 
integrated care; implement evidence-based interventions that deal with key determinants 
of healthy ageing; and strengthen systems to collect, analyse, use and interpret data on 
healthy ageing over time; 
(2) to implement the proposed actions for the Secretariat in the global strategy and 
action plan on ageing and health in collaboration with other bodies of the United Nations 
system; 
(3) to leverage the experience and lessons learned from the implementation of the 
global strategy and action plan on ageing and health in order to better develop a proposal 
for a Decade of Healthy Ageing 2020–2030, with Member States and inputs from 
partners, including United Nations agencies, other international organizations, and 
nongovernmental organizations; 
(4) to prepare a global status report on healthy ageing for the Seventy-third World 
Health Assembly, reflecting agreed standards and metrics and new evidence on what can 
be done in each strategic theme, to inform and provide baseline data for a Decade of 
Healthy Ageing 2020–2030; 
(5) to convene a forum to raise awareness of Healthy Ageing and strengthen 
international cooperation on actions outlined in the Global strategy and action plan on 
ageing and health; 
(6) to develop in cooperation with other partners a global campaign to combat ageism 
in order to add value to local initiatives and to achieve an ultimate goal of enhancing the 
day-to-day experience of older people and to optimize policy responses; 
(7) to continue to develop the WHO Global Network of Age-friendly Cities and 
Communities as a mechanism to support local multisectoral action on healthy ageing; 
(8) to support research and innovation to foster healthy ageing, including developing: 
(i) evidence-based tools to assess and support clinical, community, and population-based 
efforts to enhance intrinsic capacity and functional ability; and (ii) cost-effective 
interventions to enhance functional ability of people with impaired intrinsic capacity; 
(9) to report on mid-term progress on implementation of the global strategy and action 
plan on ageing and health, reflecting agreed quantifiable indicators, standards and metrics 
and new evidence on what can be done in each strategic objective, to the Seventy-first 
World Health Assembly. 
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The financial and administrative implications for the Secretariat of the adoption of the draft 
resolution were: 

Resolution: Multisectoral action for a life course approach to healthy ageing: draft global strategy and plan of 
action on ageing and health 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Category 3, Promoting health through the life course: Outcome 3.2 ageing and health, and outputs 3.2.1, 
3.2.2 and 3.2.3. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

2016–2020 in line with Global Strategy and Action Plan on Ageing and Health 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 4.00 6.00 10.00 
Regional offices 2.88 4.32 7.20 
Headquarters 7.68 5.12 12.80 
Total 14.56 15.44 30.00 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 13.5 million 

– What are the gaps? 
US$ 16.5 million 

– What action is proposed to close these gaps? 
The gap will be addressed through coordinated resource mobilization efforts, including the financing 
dialogue, for possible financing by voluntary contributions. 
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2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 6.60 9.90 16.50 
Regional offices 4.92 7.38 12.30 
Headquarters 8.48 12.72 21.20 
Total 20.00 30.00 50.00 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
US$ 10 million 

– What are the financing gaps? 
US$ 40 million 

– What action is proposed to close these gaps? 
The gap will be addressed through coordinated resource mobilization efforts, including the financing 
dialogue, for possible financing by voluntary contributions. 

The representative of BURUNDI, speaking on behalf of the Member States of the African 
Region, said that the draft strategy was timely. The proportion of the African population over the age 
of 60 was growing and African health systems were not yet ready to respond: specialized services, 
infrastructure and training were lacking. He commended the transparent and inclusive way in which 
the draft global strategy on ageing and health contained in document A69/17 had been developed and 
said that it should be integrated with national programmes. Healthy ageing must be linked to the 
development of economic, social and human rights, which would strengthen the social safety net and 
promote the inclusion of elderly people in community life. He supported the adoption of the draft 
strategy and action plan. 

The representative of PANAMA recalled that her country was a sponsor of the draft resolution 
and thus supported the action plan on healthy ageing. Fighting discrimination would be crucial. Her 
Government’s response to demographic transition included palliative care and promoting a healthy 
diet. Short-, medium- and long-term national plans were needed and should take the indicators from 
the draft strategy and action plan into account. 

The representative of PARAGUAY said the draft strategy and action plan were in line with 
existing legislation in her country. Their implementation was vital for Paraguay, which was in rapid 
demographic transition. Implementing the draft strategy’s five strategic objectives would help 
maximize the functional ability of the whole population, especially older people. Increased  
public–private sector cooperation was needed to help Paraguay build its professional and academic 
capacities, particularly in geriatrics and gerontology. She fully supported the draft strategy and draft 
resolution. 

The representative of AUSTRALIA welcomed the draft strategy and action plan and 
acknowledged the global and regional work being done to encourage multisectoral action on healthy 
ageing and WHO’s important role in that respect. Population ageing was a particular challenge in the 
Western Pacific Region, and he hoped to share experiences on how to adapt health care systems and 
ensure their sustainability. As a sponsor of the draft resolution, Australia strongly supported the draft 
strategy and action plan. 

The representative of MONACO said that the intersectoral approach of the draft strategy and its 
encouragement of stakeholder participation in focusing on the needs and rights of older populations 



 COMMITTEE A: NINTH MEETING 117 
 
 
 
 
were in tune with the Sustainable Development Goals. A quarter of Monaco’s population was over 
65 years of age and her Government was committed to providing that population group with medical 
care and to coordinating actions to ensure their independence and well-being. Monaco fully supported 
the adoption of the draft strategy and action plan. 

Ms Koivisto took the Chair. 

The representative of the PHILIPPINES noted with satisfaction that the draft strategy drew on 
existing international instruments and that Member States and other stakeholders had been widely 
consulted during its development. The proposed milestones and action plan would be particularly 
helpful for achieving concrete progress. She endorsed the draft strategy and asked for the Philippines 
to be included as a sponsor of the draft resolution. 

The representative of SWITZERLAND welcomed the draft strategy which would be 
particularly useful to Member States in the context of a globally ageing population. She drew attention 
to a forthcoming comparative study by her Government containing best practices for promoting and 
maintaining the health and well-being of older populations, which she hoped would prove useful to 
policy-makers. Switzerland wished to sponsor the draft resolution. 

The representative of CANADA welcomed the draft strategy, supported its adoption by the 
Health Assembly and asked for Canada to be added as a sponsor. In particular, she supported WHO’s 
multisectoral approach and noted that the proposed action plan was in line with Canada’s efforts to 
address the needs of its ageing population. However, given the federal system in Canada, flexibility 
would be needed in implementing and reporting on the plan. 

The representative of CHINA endorsed the strategic objectives in the draft strategy, particularly 
their acknowledgement of differing priorities and rates of demographic change between countries. 
Chinese national plans were in line with WHO’s vision and targets. She noted that it would take 
varying amounts of time to achieve the targets for long-term care systems, health insurance systems 
and human resources. The timeline set out in paragraph 107 of document A69/17 should therefore be 
adapted to countries’ individual development needs. She hoped that WHO would continue to provide 
support and guidance to Member States, to set up data-support and surveillance systems, to issue 
comparative studies and to share its reports. 

The representative of SOUTH AFRICA welcomed the draft strategy and plan of action and 
approved of the human rights-based, public health approach. The emphasis on strengthening health 
systems and developing, deploying and managing human resources was encouraging. She therefore 
supported the draft strategy and recommended that Member States should implement it. 

The representative of JAPAN credited his country’s achievements in promoting healthy ageing 
to a multisectoral approach that included medical care, welfare and housing for elderly people. The 
draft strategy was timely, since ageing populations were an increasingly global issue. He hoped to 
increase cooperation with Member States and the Secretariat on developing more scientific approaches 
and sharing experiences and lessons learned. He drew attention to the 42nd G7 Summit which was 
currently taking place in Japan, at which his Government had called for an “active ageing” movement to 
promote a larger role for elderly people in their families and communities. He called for the adoption of 
the draft resolution. 

The representative of COSTA RICA noted the report contained in document A69/17 and 
supported the draft resolution. 
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The representative of BRAZIL said that there was a need for investment in scientific innovation 
and a broader perspective on health throughout the life course. Varied policies and responses were 
needed, as the elderly population was heterogeneous, even within a given country. She welcomed 
WHO’s commitment to the issue and supported the adoption of the draft strategy and draft resolution. 
Her country was committed to implementing policies according to the proposed timeline. 

The representative of SAUDI ARABIA endorsed the draft strategy and action plan and called 
for their adoption. He hoped that they would help in determining the best means of improving health 
systems for elderly people. He called on Member States to strengthen capacities to improve health 
throughout the life course. He hoped that the strategy would establish indicators for monitoring and 
assessing the health of older persons, and underscored that Member States would need the assistance 
of WHO if they were to enhance training and knowledge sharing and design effective policies and 
oversight mechanisms to monitor the implementation of the draft strategy and action plan. 

The representative of the NETHERLANDS, speaking on the behalf of the European Union and 
its Member States, said that Turkey, the former Yugoslav Republic of Macedonia, Serbia, Albania, 
Bosnia and Herzegovina, Ukraine, the Republic of Moldova and Georgia aligned themselves with his 
statement. He welcomed the draft strategy, particularly strategic objective 1.2 on evidence-based 
policies, noting that WHO and other international actors could assist in closing the current evidence 
gap. Helping older people participate actively in society by staying employed longer would require 
more flexibility in the labour market. Promoting coordination across government sectors and 
technologies enabling independent living would also contribute to achieving the draft strategy’s goals. 
Older people could be a resource for society and Member States were responsible for helping those 
who needed support. Indeed, the focus should be on helping the most vulnerable and marginalized 
people and fostering gender equality. He supported the adoption of the draft resolution. 

The representative of SLOVENIA said that life expectancies and the increasing proportion of 
older people in her country had prompted the development of a number of national programmes. The 
draft strategy underscored multisectoral action and engagement from various sectors and levels of 
government, which experience had shown to be the most effective approach. Older populations had 
much to contribute to society and, therefore, laws, policies and programmes must be aligned to enable 
their full participation. Properly reported monitoring of the different social determinants of health was 
also essential to moving the agenda forward. She supported the adoption of the draft strategy. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that, although people were living longer lives, the majority of them spent their last 
years in suboptimal health. The draft global strategy and plan of action on ageing and health addressed 
many of the challenges faced by States and he commended the focus on both intrinsic and extrinsic 
capacity as key factors in determining the ability of older people to remain independent and engaged. 
Indeed, the draft strategy and action plan would empower States to formulate policy responses 
compatible with their particular circumstances. Supportive environments that facilitated healthy 
ageing could complement the intrinsic capacity of older people; in that respect, he noted that a number 
of cities in the United Kingdom were particularly age-friendly. He welcomed the proposal that WHO 
should expand and develop the global network of age-friendly cities and believed that the 
Organization could play a key role in fostering dementia-friendly environments. 

The representative of the UNITED STATES OF AMERICA said that his country had 
participated in the consultative process to formulate the draft global strategy and plan of action and he 
welcomed the strategy’s human rights-based focus. Highlighting the focus on the abuse, neglect and 
exploitation of older persons in the report, he encouraged WHO to consider how the strategy and plan 
of action could be reinforced by work already accomplished on strengthening the role of health 
systems in addressing violence against women and girls, with particular reference to the violence 
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suffered by older women. While health systems were doing a better job in dealing with the needs of 
older people, many still did not fully recognize or provide incentives and compensation for family and 
community care for older persons, which was often medically beneficial and cost effective. Older 
people needed housing, transportation and healthy diets, and stakeholders overseeing the 
implementation of the global strategy must ensure that that those multisectoral aspects of healthy 
ageing were taken into account. Dementia was one of the major causes of disability and dependency 
among older persons worldwide, and he looked forward to further discussion of the subject in the 
following biennium. 

The representative of GERMANY said that, while she welcomed the ambitious and 
comprehensive draft global strategy and plan of action, she would have preferred a sharper focus on 
disease prevention and health promotion, including the promotion of adequate exercise and healthy 
diets. Germany’s 2015 Preventive Health Care Act sought to enhance the health of elderly persons by 
addressing their lifestyles and living conditions. She welcomed the definition of healthy ageing 
adopted by the draft strategy, its emphasis on multisectoral approaches to ageing, the importance 
placed on gender sensitivity and evidence-based policies, and the fact that the strategy could be 
amended on the basis of future studies. 

The representative of the UNITED REPUBLIC OF TANZANIA said the proposed draft 
strategy would focus attention on the needs and rights of older persons and expand the international 
community’s range of policy instruments that could be used to accelerate progress towards the 
achievement of the Sustainable Development Goals. Some 31 per cent of the United Republic of 
Tanzania’s population of 50 million was between 10 and 24 years of age and, between 2002 and 2012, 
life expectancy had increased from 51 to 60 for men and from 51 to 64 for women. The country had 
adopted a national policy on ageing in 2003 and fully supported the adoption of the draft global 
strategy and plan of action. 

The representative of SWEDEN said that his country wished to be added to the list of sponsors 
of the draft resolution. 

The representative of the REPUBLIC OF KOREA said that her country had established an 
insurance programme in 2008 to fund long-term care for older persons and it was also seeking to 
expand the range of available home-care services for older persons, with a view to improving their 
quality of life and reducing the care burden shouldered by their families. Her Government was also 
promoting prevention-focused health management for older persons and strengthening the country’s 
mechanisms to prevent, control and treat dementia. 

The representative of ARGENTINA said that the draft strategy and plan of action broadened the 
range of instruments available to the international community to address the needs of older persons. 
She underscored the importance of promoting health throughout the life course, and welcomed the 
draft strategy and action plan’s focus on the five strategic objectives. States must ensure that adequate 
resources were allocated to initiatives to promote healthy ageing and collaborate closely with all 
relevant stakeholders, including WHO, to that end. 

The representative of IRAQ said that WHO should provide capacity building to local 
communities, which played a key role in promoting healthy lifestyles for older persons. The 
Organization should also promote knowledge-sharing among States on issues related to ageing, and 
States should seek to deal with challenges related to ageing in an environmentally friendly manner. It 
was also vital to combat the spread of noncommunicable diseases, inter alia, by discouraging the use 
of tobacco and other drugs and encouraging people to engage in physical activity and eat balanced 
diets. It was also necessary to promote mental health among older persons and provide those in need 
with psychosocial support. Primary health care centres in Iraq and geriatric departments in Iraqi 
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hospitals provided a range of preventive, treatment and rehabilitation services. Trained volunteers 
could play a vital role in promoting the health of older persons by visiting them in their homes. 

The representative of VIET NAM said that, in 2014, approximately 6.4 million people, or just 
over 7% of his country’s population, were over 64 years of age. His Government had taken a number 
of legislative and policy steps to help older persons live long and healthy lives, and it sought to raise 
awareness on the importance of healthy lifestyles. Although Viet Nam’s average life expectancy of 
73 years was high, people lived on average for 15.3 years with serious health complications. 
Noncommunicable diseases were on the rise and expenditure on health care for older persons, who 
consumed half of all medicines in the country, was seven to 10 times Viet Nam’s expenditure on 
health care for young people. Meanwhile, a lack of trained personnel, including geriatric doctors and 
nurses, meant that Viet Nam had limited geriatric health care capacity. Addressing the material and 
spiritual needs of older people was an obligation and responsibility for every individual, family and 
society, and therefore he warmly welcomed the draft global strategy and plan of action, which would 
help States to promote life-long health for their citizens. 

The representative of ICELAND said that the ageing of populations was a sign of States’ 
growing prosperity and should therefore be viewed as a positive trend. Good health in old age was a 
very important factor that enhanced people’s quality of life and sense of well-being. All societies must 
recognize, value and make use of the knowledge and experience of older people, which constituted a 
rich resource for humanity. She welcomed the focus placed by the draft global strategy and plan of 
action on healthy lifestyles and supportive environments for elderly persons, and its recognition that 
gender was a factor affecting many health-related behaviours. The draft strategy presented an 
opportunity to consider gender in health care planning, including in financial administration and 
budgeting. 

The representative of INDONESIA said that many health conditions associated with ageing 
could be prevented or delayed if people adopted healthy behaviours. The global strategy and plan of 
action on ageing and health would help governments and other relevant stakeholders to ensure that 
people lived long and healthy lives, and would strengthen their capacity to promote the rights of older 
people and combat age-based discrimination. Indonesia was committed to improving the health of 
older persons, and had recently adopted a national action plan for healthy ageing, and a ministerial 
decree to enhance geriatric services in hospitals and community health centres. She hoped that 
Member States would be able to take the necessary measures to implement the global strategy and 
plan of action. 

The representative of INDIA said that most health problems affecting older persons were linked 
to chronic conditions, including noncommunicable diseases, and that many of those diseases could be 
prevented or delayed if people adopted healthy lifestyles. India’s national programme for the 
healthcare of older persons aimed to facilitate their access to preventive, curative and rehabilitative 
services. The Ministry of Health and Family Welfare had approved the establishment of two national 
centres to study ageing and regional geriatric centres were being established across the country. 
Furthermore, the International Institute for Population Sciences in Mumbai, in collaboration with 
international partners, was conducting a longitudinal ageing study to assess the health of persons aged 
between 45 and 60. More needed to be done to combat age-based discrimination and mental health 
must be recognized as a key component of healthy ageing. There was a growing need for services to 
address dementia. There was also a pressing need for more accurate data on older adults and to take 
into account gender issues. WHO must strengthen its training and exchange programmes and support 
Member States’ efforts to formulate healthy ageing policies and programmes. 
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The representative of MALDIVES said that life expectancy for Maldivians had reached 
76 years for men and 78 years for women. Although people were living longer, her country was 
witnessing an increase in the prevalence of noncommunicable diseases and therefore she welcomed 
the focus placed by the draft global strategy and plan of action on policies to combat them. The 
Government was giving priority to enhancing older persons’ access to health care and ensuring that 
they were able to live in dignity. A national strategy on healthy ageing was being formulated and the 
country’s primary health care system was actively promoting healthy lifestyles among older persons. 
Her Government fully supported the global strategy and plan of action and wished to join the sponsors 
of the draft resolution. 

The representative of FIJI said that his Government was in the process of establishing a national 
multisectoral committee in order to combat and control noncommunicable diseases, which constituted 
the greatest threat to healthy ageing in his country, and to promote physical and mental health among 
the population. Fiji had also established a multisectoral National Council for Older Persons, which 
supported studies in the field of gerontology and was spearheading the development of geriatric care 
in the country. 

The representative of MEXICO said that stakeholders should adopt multisectoral approaches in 
their efforts to promote the health of older persons. In particular, action must be taken to reduce the 
prevalence of noncommunicable diseases and encourage people to adopt healthy lifestyles. The five 
strategic objectives contained in the draft strategy and action plan would further States’ efforts to 
achieve the Sustainable Development Goals and, to implement the strategy successfully, stakeholders 
must enjoy access to accurate data disaggregated by age and gender. His Government had established 
a programme to enhance care for elderly persons and held a national health week on older persons to 
share best practices on conditions affecting ageing populations, such as arthritis, osteoporosis and 
depression. It was vital to involve communities and public and private sector stakeholders in all efforts 
to promote the health of older persons. 

The representative of MALTA said that her country had long promoted the health and 
well-being of older persons. Indeed, Malta hosted the United Nations International Institute on 
Ageing, and the Department of Gerontology at the University of Malta was one the leading 
international centres for the study of gerontology and geriatrics. In 2013, Malta had launched its 
National Strategic Policy for Active Ageing, which promoted older persons’ participation in the labour 
market and society and sought to enhance their capacity to live independently. Furthermore, Malta had 
recently adopted two key laws on ageing, namely the Healthy Lifestyle Promotion and Care of Non-
Communicable Diseases Act, and the Commissioner for Older Persons Act, which provided for the 
appointment of a Commissioner to promote and safeguard the interests and rights of older persons. It 
was vital that every strategy to promote healthy ageing placed older persons at its core; they must be 
empowered to voice their needs and their expectations and aspirations must guide implementation of 
policies designed to uphold their interests. 

The representative of the DEMOCRATIC PEOPLE’S REPUBLIC OF KOREA, speaking on 
behalf of the Member States of the South-East Asia Region, said that the increasing number of older 
persons was placing considerable strain on States’ health sectors. The countries of the Region 
therefore fully supported the adoption of the draft global strategy and plan of action on ageing and 
health, which would strengthen States’ efforts to address the growing challenges they faced, and 
would complement and build upon the Regional strategy for healthy ageing 2013–2018, developed by 
the WHO Regional Office for South-East Asia. It was important to strengthen South-East Asia’s 
cultural norms, which promoted respect for and valued the contribution to society made by elderly 
persons. The draft global strategy and plan of action set forth clear objectives for Member States, the 
Secretariat, and relevant national and international stakeholders and would reinforce their commitment 
to promote the health and well-being of older persons. 
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The representative of the PLURINATIONAL STATE OF BOLIVIA said that his Government 
had implemented a series of economic and social policies to foster sustainable growth, in accordance 
with the philosophy of “living well.” Measures had been taken to ensure a universal, comprehensive, 
intracultural and intercultural health service that focused on individuals and communities, including 
the development of an action plan for an indigenous health network and the establishment of free 
health care for older adults. 

The representative of NORWAY said that smarter and more innovative ways of designing and 
organizing societies were required in order to rethink ageing and the participation of older persons. 
Inspiration could be drawn from the European Innovation Partnership on Active and Healthy Ageing. 
Further promotion of public health and the application of a Health in All Policies approach were vital 
to ensure healthy and active ageing. He agreed that the draft global strategy could have focused more 
on primary prevention. The strategy should also take into account the need to design human resources 
policies that provided incentives for older adults to prolong their participation in the health workforce. 
Increased longevity meant that expectations concerning the length of working lives needed to change. 

The representative of NAMIBIA said that a number of social protection measures to ensure 
dignified and healthy lives for older adults had been introduced in her country, such as a universal 
pension scheme, free health care and low-income housing, and a national study had been carried out 
on the status and living conditions of older persons. Her Government wished to be added to the list of 
sponsors of the draft resolution. 

The representative of TIMOR–LESTE said that her Government had implemented, with support 
from the Regional Office for South-East Asia and country offices, a national strategic plan that 
involved the introduction of a healthy ageing community-based health care programme and the 
strengthening of primary health care for older adults. She requested WHO to continue to provide 
support, including for the application of the global strategy and action plan in her country. 

The representative of THAILAND said that ageing-related policies in Thailand were based on 
the Asian cultural concept that older persons were the most valuable and experienced citizens and 
should be cared for by the whole of society and by their families. Such policies therefore not only 
provided universal health coverage, but also financial, social and spiritual support. A strong, well-
trained workforce, including family caregivers and community volunteers, was critical for the 
provision of health services for older persons. 

The representative of the RUSSIAN FEDERATION said that her Government had implemented 
several federal laws and initiatives to reduce tobacco and alcohol consumption, promote healthy 
lifestyles, and increase intersectoral cooperation in the prevention of noncommunicable diseases. To 
cope with the medical and economic burden of an ageing population, it was pursuing public-private 
partnerships to develop health infrastructure, improve scientific and technological training, and create 
preventive programmes. 

The representative of BANGLADESH said that a national policy for elderly persons had been 
developed in his country. He welcomed the draft strategy’s emphasis on the need for long-term care 
and the specialized human resources required for ageing people. His Government intended to 
strengthen capacity for research on innovative health care interventions, medical devices and 
medicines, and build a global repository system for innovative research findings. The introduction of 
special health protection schemes could help prevent financial hardship in older populations. 

The representative of ITALY, while welcoming the report, called for a better balance between 
the clinical and rehabilitative aspects of the document and the more neglected issues of prevention and 
frailty. Frailty could be actively identified and prevented through its association with conditions 
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common in older persons, such as obesity and diabetes. Vaccination coverage for older adults should 
also be considered. Emphasis should be placed on the link between poverty, neglect, unhealthy diets 
and economic crises, and the decreasing resilience of the ageing population. The increasing life 
expectancy of populations could pose serious challenges due to the deteriorating conditions for older 
persons, unless determined society-wide efforts were made to redefine priorities. 

The observer of CHINESE TAIPEI said that the WHO initiative and guidelines on age-friendly 
cities should be revised to take into account rural-built environments. Older people living in rural 
communities tended to have a lower socioeconomic status. It was hoped that they would not be left 
behind with respect to the global initiative on active ageing. A policy framework on an ageing society, 
a white paper and an implementation plan had been drawn up in Chinese Taipei in line with related 
WHO concepts and strategies. Age-friendly initiatives had been implemented, with the active 
engagement of older people. A programme on age-friendly health care organizations had been 
launched, in order to integrate universal, comprehensive health promotion, protection and prevention 
measures into clinical services for older people. A framework based on the Organization’s 
age-friendly principles and standards for health promotion in hospitals had been established. As part of 
that work, over 200 organizations had been recognized as “age friendly”. A multisectoral monitoring 
framework was in the process of being established in Chinese Taipei, with a view to achieving an age-
friendly society. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES welcomed the report and the draft global strategy and action plan, with its 
emphasis on empowerment and respect for human dignity and combating discrimination, 
stigmatization and ageism. The latter was a major barrier to healthy ageing and to the implementation 
of the global strategy and action plan. It was important to combat age-based discrimination, in order to 
change attitudes and behaviour that had a negative impact on the health and well-being of older 
people. Age-based discrimination included a lack of adequate services and discriminatory stereotypes 
and attitudes, as well as failure to consult older people as part of the policy development process and 
on the delivery of health services. She called on Member States to endorse and implement the global 
strategy and action plan, including by adopting legislation on age-based discrimination, and to make a 
commitment to providing inclusive and equitable health and social care services, including in 
humanitarian situations, on the basis of robust, age-inclusive data. 

The representative of ALZHEIMER’S DISEASE INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, said that her organization supported the report and the draft global 
strategy and plan of action. Ageing was one of the major non-modifiable risk factors for dementia, and 
many issues addressed in the action plan would help to support people living with dementia, their 
families and health professionals. It was essential to recognize that many older people had multiple 
chronic conditions that were poorly managed and policies on ageing could help to improve care 
coordination. WHO and all United Nations agencies should collect data on all age groups to prevent 
the drafting of discriminatory policies. A lack of information on care outcomes limited the capacity of 
service providers to improve the quality of care, prevented policy-makers from effectively evaluating 
priorities and made it difficult for older people to select suitable care or support options. Dementia was 
both a social and medical issue and it was essential to promote dementia-friendly communities and an 
age-friendly approach. Ageing-related issues such as dementia had become part of the new global reality. 

The representative of the WORLD DENTAL ASSOCIATION, speaking at the invitation of the 
CHAIRMAN, welcomed the draft global strategy and plan of action. Poor oral health led to impaired 
chewing, inadequate nutritional intake, deteriorating quality of life and even death. It could aggravate 
other conditions, including diabetes and dementia. A decline in oral function affected long-term health 
and placed pressure on public resources. The action plans implemented by Member States, WHO and 
international and national partners should include measures to promote oral health throughout life, 
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including action to address an increased need for oral health services for dentate older adults. In order 
to support healthy ageing policies, joint action should also include monitoring and reporting on oral 
health measures and related health factors, using standardized epidemiological surveillance and 
measures to foster scientific research on the link between noncommunicable diseases and oral 
diseases. 

The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of CHAIRMAN, said that the nursing profession was well placed to play an important role 
in promoting healthy ageing, given the varied roles that nurses played and their expertise. Many 
age-related problems were linked to chronic conditions and noncommunicable diseases. Mental health 
and disability were also key issues, and should be included in the action plan. A robust primary care 
system was instrumental in addressing health challenges related to an ageing population. Governments 
should remove regulatory barriers and support the work of nursing staff in managing chronic diseases, 
and in prevention work and care settings. It was important to ensure that adequate human resources 
were available in the form of qualified nursing staff. The International Council of Nurses looked 
forward to working with WHO and Member States to support the implementation of the global 
strategy and to ensure that a sufficient number of providers existed to meet the needs of an ageing 
population. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, said that pharmacists had a key role to play in the effective 
implementation of healthy ageing policies. The International Pharmaceutical Federation was 
committed to developing the role of pharmacists within health care teams, in order to meet the care 
needs of elderly persons. That goal could be achieved only through proper planning and development 
measures, using a competency-based approach. Through its training initiative, the Federation was 
investing in reforming the training offered to pharmacists, in order to ensure that there were sufficient 
numbers of trained professionals to respond to the current and future needs of an ageing population. In 
order to ensure the effective implementation of the WHO global strategy, it was necessary to base 
measures taken on evidence and best practices, some of which had been summarized in the World 
report on ageing and health, and to place emphasis on the added value provided by pharmacists 
through effective polymedication management, which could lead to substantial health care savings. 

The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 
invitation of the CHAIRMAN, requested that the action plan should make reference to: developing 
guidelines for health settings that were accessible to older persons; training health professionals to care 
for an ageing population; developing policies to address the retention and retirement of health care 
professionals; conducting and presenting health promotion campaigns, especially those designed to 
support physical activity; developing policy on the oral health of older persons; adopting the 
recommendation issued by the World Health Professionals Alliance on collaborative practice; and 
encouraging health literacy as a key factor in fostering autonomy in older people. Given current 
demographic trends, the need for properly integrated primary health care services and nursing home 
facilities was likely to grow. The Association was committed to working with Governments to create a 
competent health workforce able to meet the needs of older patients. 

The representative of the WORLD CONFEDERATION FOR PHYSICAL THERAPY, 
speaking at the invitation of the CHAIRMAN, said that closer collaboration between governments, 
nongovernmental organizations and professionals would help to build a seamless infrastructure through 
which health personnel could deliver targeted interventions of benefit to the population. As experts in 
movement, physical therapists had a role to play in all the objectives in the plan of action, including 
through contributing to health-related education, policy-making and practice. Ensuring that older persons 
remained physically active would make them more likely to continue contributing economically to 
society and less likely to require acute health services. 
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The representative of HELPAGE INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, said that the draft global strategy and plan of action provided a useful framework to 
consider the significant changes that would be required in the way health, care and other services were 
designed and delivered so as ensure that all people could live long and healthy lives. She particularly 
welcomed: the proposal for a decade focused on healthy ageing, and on moving towards an integrated, 
person-centred approach to health and care; the call for improved measurement, monitoring and 
research in order to fill data gaps on the health and well-being of older people; and the importance of 
older people’s engagement. 

The representative of HANDICAP INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, said that the draft strategy and plan of action was a positive first step towards achieving 
health for all, including older persons, as part of the 2030 Agenda for Sustainable Development. He 
supported the adoption and implementation of the documents under consideration. 

The representative of the INTERNATIONAL PLANNED PARENTHOOD FEDERATION, 
speaking at the invitation of the CHAIRMAN, said that she welcomed the draft strategy and plan of 
action. Important elements of the documents included the acknowledgement that sexual health and 
rights were a key contributing factor to healthy ageing; the commitment to consider and include older 
people in measures to prevent and treat sexually transmitted infections; and the need to take into 
account the needs of older people from the lesbian, gay, bisexual, transgender and intersex 
community, those living with HIV and the poor and marginalized in terms of sexual health and rights 
when addressing healthy ageing. Her federation would continue implementing its own policies that 
supported the draft strategy and plan of action. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, noted that the growing number of older persons in society could lead to higher levels of 
social exclusion. He criticized the fact that current universal health coverage models were based on 
insurance systems that discriminated against older people. 

The DIRECTOR (Ageing and Life Course), responding to comments, said that the transition to 
older populations was one of the greatest demographic shifts the world had experienced. He noted the 
broad support expressed for the draft strategy and plan of action, which had been drafted with the 
Sustainable Development Goals in mind. The approach taken outlined actions to foster healthy and 
active ageing by building and maintaining the intrinsic capacity of individuals and creating more age-
friendly environments. The comments made, including on the need for a greater focus on health 
promotion and to consider specific health issues and services, would be taken into account as 
implementation of the strategy began. 

The draft resolution was approved.1 

The meeting rose at 20:55. 

1 Transmitted to the Health Assembly in the Committee’s third report and adopted as resolution WHA69.3. 

                                                      



 
 
 
 
 
 

TENTH MEETING 

Friday, 27 May 2016, at 10:20 

Chairman: Mr M. BOWLES (Australia) 
later: Ms T. KOIVISTO (Finland) 

1. THIRD REPORT OF COMMITTEE A (document A69/72) 

The RAPPORTEUR read out the draft third report of Committee A. 

The report was adopted.1 

2. PROMOTING HEALTH THROUGH THE LIFE COURSE: Item 13 of the agenda 
(continued) 

Health and the environment: draft road map for an enhanced global response to the adverse 
health effects of air pollution: Item 13.5 of the agenda (document A69/18) 

The CHAIRMAN drew attention to a draft decision proposed by the delegations of Colombia, 
France, Germany, Monaco, Norway, Panama and Uruguay which read: 

The Sixty-ninth World Health Assembly, having considered the report of the Secretariat 
on health and the environment: draft road map for an enhanced global response to the adverse 
health effects of air pollution,2 decided: 

(1) to endorse the road map for an enhanced global response to the adverse health 
effects of air pollution; and 

(2) request the Director-General to report regularly on progress towards an enhanced 
global response to the adverse health effects of air pollution to the Health Assembly. 

The financial and administrative implications for the Secretariat of the adoption of the draft 
decision were: 

1 See page 381. 
2 Document A69/18. 
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Decision: Health and the environment: draft road map for an enhanced global response to the adverse health 

effects of air pollution 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft decision will contribute if adopted. 

Programme budget outcomes 2.1, 3.1 and 3.5 (outputs 3.5.1, 3.5.2 and 3.5.3.). 
General Programme of Work: decision is aligned with leadership priorities focused on addressing health-
related development goals. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft decision. 

Not applicable. 

3. What is the proposed timeline for implementation of this decision? 

Work on air pollution and health will continue beyond 2019. A review will be undertaken in parallel with 
the development of the next general programme of work, which may result in some modifications to the 
overall budget depending on changes to broader Organizational priorities 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the decision 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 0.68 1.26 1.94 
Regional offices 2.99 5.87 8.86 
Headquarters 2.33 1.94 4.27 
Total 6.00 9.07 15.07 

1(a) Is the estimated budget requirement in respect of implementation of the decision fully included 
within the current programme budget? (Yes/No) 

Yes, there could be possibility within the approved Programme budget 2016−2017 to ensure the 
implementation of this decision. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 

US$ 3.5 million 

– What are the gaps? 

US$ 11.6 million 

– What action is proposed to close these gaps? 

The gap will be addressed through coordinated resource mobilization efforts, including the financing 
dialogue, for possible financing by voluntary contributions. 
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2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 0.68 1.26 1.94 
Regional offices 2.99 5.87 8.86 
Headquarters 2.33 2.59 4.92 
Total 6.00 9.72 15.72 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 

0 

– What are the financing gaps? 

US$ 15.7 million 

– What action is proposed to close these gaps? 

The gap will be addressed through coordinated resource mobilization efforts, including the financing 
dialogue, for possible financing by voluntary contributions. 

A video presentation was given on the topic of cooperation between UNEP and WHO. 

The representative of NORWAY said that the draft road map for an enhanced global response to 
the adverse health effects of air pollution provided for the scaling up of WHO capabilities at the 
central, regional and country levels by expanding the knowledge base, supporting monitoring and 
reporting and building global leadership and coordination. The Organization was strengthening its 
capacity to help Member States to combat the health effects of air pollution, including by accelerating 
its global monitoring of air pollution exposures and expanding advocacy on the associated health 
impacts. Of particular importance was the role of WHO with regard to the air pollution-related 
indicators introduced under the Sustainable Development Goal framework. Noting the need to build a 
global coalition of health, environment and climate actors to increase awareness and drive change, he 
said that the draft decision proposed by his Government and others affirmed the commitment of WHO 
to lead the global health response to air pollution. 

The representative of MONACO said that the road map should be widely disseminated and 
implemented by Member States and for that reason her country had cosponsored the draft decision. 

The representative of GERMANY said that she supported the statement by the representative of 
Norway and the draft road map. 

The representative of the UNITED STATES OF AMERICA said that she welcomed efforts to 
address the health impacts of air pollution. However, the proposal to hold a global conference on air 
pollution and health to agree on further action was a cause of concern, since the required action had 
been set out in previous Health Assembly resolutions on the topic. She would be in favour of holding a 
meeting that focused on assessing progress and identifying remaining gaps in implementation 
activities. It was important to move from discussion to action. 

The representative of FRANCE said that 2015 had been a significant year for action to combat 
air pollution and climate change with the adoption of the Sustainable Development Goals and the 
conclusion of the twenty-first session of the Conference of the Parties to the United Nations 
Framework Convention on Climate Change. He expressed support for the proposed draft decision and 
for the cross-sectoral approaches outlined in the road map with its monitoring and reporting 
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framework. The synergies between pollution and climate had been well illustrated in the video 
presentation by the Executive Director of UNEP. Public health sector participation in combating 
climate change would be examined at the Second Global Conference on Health and Climate to be 
hosted by the Government of France in July 2016. 

The representative of PANAMA, speaking as a cosponsor of the draft decision, noted that there 
was scientific evidence to indicate that managing air quality and pollution posed a major challenge. 
Air pollution was a global issue which the international community must tackle together. 

The representative of COLOMBIA expressed support for the statement by the representative of 
Norway. 

The representative of INDIA took note of the draft road map, which included useful actions to 
prevent, contain and mitigate the impact of air pollution on health. His country was committed to 
taking appropriate action in that regard, under resolution WHA68.8 (2015) on health and the 
environment. The draft road map had been prepared by the Secretariat, without the involvement of 
Member States. It was not usual practice to endorse such a document. He requested that the draft 
decision should be amended accordingly. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND welcomed the draft road map, which would enable the health sector to support 
international, national and local initiatives to reduce the health impacts of air pollution. The normative 
and advocacy work of WHO on air pollution and health was appreciated. He welcomed the progress 
made since the adoption of resolution WHA68.8 (2015). In response to the concern expressed by the 
representative of India, he suggested that, in the first paragraph of the draft decision, the word 
“endorse” should be replaced by “welcome”. 

The representative of MONGOLIA also welcomed the draft road map. Although the capital of 
her country was one of the world’s most polluted cities, air quality remained an underfunded area of 
public health. An expert consultation carried out by her country and the UNICEF Mongolia country 
office had highlighted the importance of enhancing capacity in environmental control, including early 
warning and response systems, environmental health impact assessments and investment in 
environmentally-friendly technology. She supported the endorsement of the draft road map. 

The representative of SWITZERLAND welcomed the draft road map and supported the link 
established therein with the Paris Agreement on climate change and the 2030 Agenda for Sustainable 
Development. Synergy was essential to implementation of resolution WHA68.8 (2015) and would 
increase the effectiveness of measures taken to combat air pollution. Similarly, policies to combat 
climate change and air pollution would contribute to the achievement of other health goals, in 
particular those related to noncommunicable diseases. Her country wished to be added to the list of 
sponsors of the draft decision. 

The representative of SOUTH AFRICA welcomed the report by the Secretariat and commended 
the theory of change summarized in Annex 2 to the report. She endorsed the draft road map. 

The representative of PARAGUAY acknowledged the importance of the report by the 
Secretariat and of work on the adverse health effects of air pollution in all sectors, including public 
health. She supported the draft road map, but noted that Member States would need technical and 
financial support to implement it. 

The representative of SLOVENIA said that the 2030 Agenda for Sustainable Development 
included the issues of environmental protection, biodiversity, sustainable agriculture and food security. 
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Noting the alarming decline in the bee population, she wished to raise global awareness of the 
importance of the role of bees in food production as pollinators. Bees were an important indicator of a 
healthy environment and action to preserve the environment for bees would benefit humankind. In 
2015, Slovenia had proposed that the United Nations should declare 20 May “World Bee Day” and it 
was expected that the first such day would be marked in 2018. She invited Member States and the 
Secretariat to support that initiative, since the conservation of bees was important to human life and 
health. 

The representative of CHILE, expressing support for the draft road map, said that her country 
would work together with WHO and other relevant agencies to ensure its implementation. In that 
respect, she said that financial and technical assistance would be required in order to implement the 
draft road map in her country. 

The representative of BARBADOS said that many air pollutants were by-products of human 
activity and noted the impact of inefficient combustion of cooking and vehicle fuels and of seasonal 
Saharan dust, which affected his country. The green economy required a comprehensive approach on 
the part of Government and society. Small island States like his, however, had limited resources for 
economic and social development and to address health issues. He supported the draft road map. 

The representative of IRAQ said that measures to deal with air pollution should take into 
account the impact of pollution on workers’ health, the role of educational health services, and school 
and university curricula. The implementation of the road map would require potential legislative 
amendments, intersectoral collaboration and health promotion activities. 

The representative of VIET NAM said that her Government was aware of the many 
environmental health challenges experienced in developing countries as a result of fast 
industrialization and urbanization. While supporting the draft road map, she requested that a reference 
to strengthening information sharing should be reflected in Figure 2 of Annex 1 on monitoring and 
reporting, given that data exchange on air pollutants and air quality would inform activity planning in 
that area. The time frame for the achievement of outcomes could also be extended beyond 2019, in 
order to allow time to mobilize resources and intersectoral engagement. It would be necessary to 
secure the resources and financial support required to implement  the draft decision. 

The representative of AUSTRIA said that intersectoral cooperation was essential to strengthen 
global data on air pollution. Given its mandate to promote sustainable development and its history of 
technical cooperation in initiatives to reduce air pollution, UNIDO must be involved in efforts to 
improve databases. 

The representative of COSTA RICA said that countries’ particular health contexts should form 
the basis of national policies and actions, and the links between climate change and ambient air 
pollution should be explored in formulating them. The synergistic and cumulative effects of pollutants 
should be incorporated in health indicators in order to develop robust air quality indexes. The support 
of regional and international organizations was essential to strengthen health and environment 
institutions, and to foster close cooperation between epidemiological monitoring and environmental 
agencies. The report should incorporate Member States’ observations. 

The representative of NEPAL, speaking on behalf of the Member States of the South-East Asia 
Region, underlined the need for specific strategies to counter household and ambient air pollution. 
Household air pollution affected predominantly low-income households and had an impact on gender 
equality and development. Since over 60% of households in his Region depended on solid fuels for 
energy, the road map should focus on strengthening the role of the health sector in addressing 
household air pollution as well as on resource mobilization should be mobilization. Refined 
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monitoring tools were also needed in rural areas. He proposed that paragraph (2) of the draft decision 
should be amended to read: “request the Director-General to report the progress towards an enhanced 
global response to the adverse health effects of air pollution to the Seventy-first World Health 
Assembly and the achievement to the Seventy-third World Health Assembly”. 

The representative of THAILAND said that the road map served to enhance health sector 
leadership at all levels, particularly at the community level. Leadership in the area of surveillance was 
especially important. Successful implementation of the road map required collaborative 
policy-making. However, the design and application of policies to address air pollution remained a 
challenge in many countries owing to a lack of knowledge. 

The representative of SAUDI ARABIA highlighted the importance of sound management in the 
development of measures to combat the adverse health effects of air pollution and of incorporating 
lessons learned from all sectors. More effective multisectoral cooperation was required in order to 
integrate health in all policies and develop actions relating to health and sustainable development. 
Additional resources were also necessary to design comprehensive air pollution reduction strategies. 

The representative of MEXICO said that his Government had taken various measures to address 
the adverse health effects of air pollution. The road map should include more specific technical 
information regarding pollutants and air quality assessment criteria. It should also cover diseases 
related to oxidative stress and their additional negative repercussions, such as school and work 
absenteeism. The implementation of the road map required the participation of the environment and 
energy sectors, and civil society. Prevention strategies using early warning systems based on 
continuous epidemiological monitoring of the impact on health of air pollution should also be 
incorporated into the road map. 

The representative of BRAZIL highlighted the need to include rural populations at risk of 
exposure to pesticides in policies and measures on public health and air quality control. Her 
Government had launched a national plan on air pollution. She expressed the hope that the road map 
would facilitate the establishment of health information networks to fill knowledge gaps in the health 
sector and increase technical support for other relevant sectors. 

The representative of CANADA noted that increased awareness of the adverse health effects of 
air pollution would guide governmental and public actions to improve air quality and health. She 
commended WHO leadership regarding technical policy-making and best practices in that area. Her 
Government looked forward to contributing to the proposed road map in the light of knowledge gained 
from monitoring and reporting air pollutant levels and quantifying health benefits from improved air 
quality in Canada. 

The representative of INDONESIA said that her Government participated in programmes to 
reduce household air pollution, such as the Clean Stove Initiative Indonesia, with a view to decreasing 
the rate of child pneumonia. Successful air pollution control required effective public policies and 
business models, and their swift implementation at national levels. She underscored the importance of 
providing guidance to expand knowledge bases, improve monitoring mechanisms and strengthen 
institutional capacity. 

The representative of SRI LANKA expressed concern at the annual death rate as a result of 
diseases caused by air pollution. Given that many low-income households depended on solid fuels for 
cooking, it was vital to introduce low-cost energy alternatives into households. Her Government 
appreciated WHO’s commitment to respond to the adverse health effects of air pollution and appealed 
to the global community to support the Organization through a multisectoral approach. 



132 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 

The representative of CHINA expressed the hope that WHO would enhance cooperation with 
relevant environmental agencies for the effective promotion of national coordination mechanisms. She 
proposed that relevant core monitoring indicators should be developed with an eye to regularly 
updating the road map. 

The representative of the UNITED REPUBLIC OF TANZANIA said that his Government had 
taken various multisectoral initiatives to address the issue of air pollution. Challenges to the 
implementation of measures to reduce air pollution included growing urbanization and poor urban 
planning, lack of data, limited institutional and technical capacity, and poor public awareness. He 
supported the draft decision. 

The representative of TOGO described measures adopted in Togo to reduce ambient air 
pollution by, inter alia, promoting other sources of energy and regulating air pollutants. Despite 
concerted efforts, many challenges remained, particularly in raising the awareness of stakeholders and 
designing targeted policies. He supported the draft decision. 

The representative of MALAYSIA expressed appreciation for WHO’s commitment to tackling 
air pollution. The road map addressed the challenges common to many countries. The proposed 
monitoring and reporting framework would serve as a guide and assist Member States in giving effect 
to the road map. The complexity of the issue required inter-agency cooperation and the participation of 
all stakeholders. 

The representative of ECUADOR, drawing attention to the important synergies and linkages 
between the 2030 Agenda for Sustainable Development and the draft road map, particularly regarding 
the health impact of urban air pollution in large cities, said that it should be part of the new global 
urban agenda. He sought clarification on the time frame for achieving the outcomes of the draft road 
map: he had understood that the deadline was 2020, but one of the measures had a deadline of 2030. 
He supported the draft decision, but highlighted the need for financial support for developing countries 
such as Ecuador. 

The representative of LIBERIA, speaking on behalf of the Member States of the African 
Region, said that statistics showed that annual deaths attributed to environmental pollution were 
significantly higher than deaths from serious illnesses, including HIV/AIDS, malaria and tuberculosis, 
and mostly affected in low- and middle-income countries. The African Region faced particular 
challenges in addressing air pollution and welcomed the draft road map as an opportunity to fast-track 
implementation of the Sustainable Development Goals. He therefore encouraged Member States to 
endorse the draft road map as a springboard for the development of national strategies and action plans 
to reduce household and ambient air pollution health risks and as a framework for setting policies for 
air pollution mitigation. 

The representative of the RUSSIAN FEDERATION, supporting the draft road map, said that 
her Government had noted the conclusions clearly drawn in the Secretariat’s report pointing to the link 
between climate change and air pollution, but did not consider the adverse effects of air pollution to be 
a major climate factor. Further research was needed along the lines of the United Nations’ work under 
the United Nations Framework Convention on Climate Change on the added value of linking short-
lived climate pollutants and climate change and the adverse effects of air pollution. 

The representative of NIGER said that, as a signatory to the Libreville Declaration on Health 
and Environment in Africa in 2008, his Government had drawn up an action plan to implement the 
commitments of the Declaration, which included the establishment of a health-and-environment 
strategic alliance as the basis for joint action. It therefore endorsed the draft decision. 
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The representative of TIMOR-LESTE said that forest fires and the heavy use of solid fuel as a 
primary energy source were the major causes of air pollution in Timor–Leste, and the Government had 
adopted a range of measures to address the problem. It fully endorsed the draft road map. 

The representative of the PHILIPPINES said that her Government welcomed all four categories 
of the draft road map. Since monitoring and reporting was one of those categories, it encouraged 
WHO to report regularly on the progress of its implementation to Member States. It therefore endorsed 
the draft road map. 

The representative of TUNISIA endorsed the draft road map and urged WHO to disseminate it 
widely and Member States to implement it. She outlined action taken by her Government to combat 
the adverse effects of air pollution on health and requested WHO support for its efforts to implement 
integrated and intersectoral strategies, as set out in the draft road map. 

The representative of MOROCCO said that, given the extent of the problems caused by poor air 
quality and climate change, her Government supported WHO efforts to prevent air pollution and 
welcomed the draft road map. It sought the support of WHO and other international organizations in 
building the country’s public health technical capacity to enable it to determine true levels of public 
exposure to air pollutants and to set up effective monitoring and surveillance systems. 

The representative of the DOMINICAN REPUBLIC endorsed the draft road map, but 
highlighted the need for technical and financial assistance to be provided to countries who struggled to 
implement their national legislation and regulations on pollution. Developed countries – which caused 
the most global pollution – had a responsibility to ensure that transnational corporations adhered to the 
legislation and regulations of developed countries when operating in other countries. 

The representative of UNEP said that the draft road map set the course for joint efforts across 
United Nations agencies and national and local governments to remove inefficient technologies and 
change policies that led to dangerous air pollution. Since 2012, there had been an international effort 
hosted by UNEP through the Climate and Clean Air Coalition, which was working to reduce 
emissions of short-lived climate pollutants that had a relatively short lifespan in the atmosphere and a 
warming influence on climate, with a detrimental impact on health and agricultural crop production. 
WHO was a crucial partner in the Coalition – leading its Urban Health Initiative and global awareness-
raising Breathe Life Campaign – which was currently developing a pilot approach to engaging at the 
city level in Accra, Ghana – a model to be scaled up for implementation in cities across Africa, Asia 
and Latin America. UNEP looked forward to working with WHO to reverse the growing trend in air 
pollution emissions and to reducing near-term global warming. 

The observer of CHINESE TAIPEI welcomed and endorsed the draft road map and outlined 
action taken to reduce environmental hazards. She emphasized the need for health professionals to 
lead the way; they should be the first and strongest to advocate, enable and mediate actions against 
environmental hazards and should practise what they preached. 

The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 
invitation of the CHAIRMAN, said that he was deeply concerned by the health and environmental 
impacts of air pollution. As specific and targeted strategies to address air pollution were required, his 
association was in favour of raising the profile of the problem and committed to providing technical 
expertise where required. It was crucial to address the impact of air pollution on vulnerable 
populations. The association was also in favour of engaging with existing post-2015 development 
processes. He urged the Secretariat and Member States to promote the effective engagement of the 
health sector in other forums, such as those relating to the United Nations Framework Convention on 
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Climate Change. Referring to the Paris Agreement, he called on governments to address climate 
change in the light of their human rights obligations, including the right to health for all. 

The representative of the INTERNATIONAL UNION AGAINST TUBERCULOSIS AND 
LUNG DISEASE, speaking at the invitation of the CHAIRMAN, noted the link between 
noncommunicable diseases and air pollution and stood ready to support implementation of the draft 
road map. To further strengthen the draft road map, WHO and Member States could: identify effective 
policy interventions based on criteria beyond the reduction of air pollution, including fully 
incorporating the public health advantages of solutions that simultaneously reduced exposure to air 
pollution and other noncommunicable disease risk factors; establish a comprehensive indicator 
framework, to be developed ahead of the Seventieth World Health Assembly, aligned with the 
commitments of the Paris Agreement and 2030 Agenda for Sustainable Development; and promote a 
multisectoral and intersectoral approach throughout implementation of the draft road map, which 
should recognize the role of civil society. 

The representative of the WORLD COUNCIL OF CHURCHES, speaking at the invitation of 
the CHAIRMAN, welcomed the draft road map, but expressed concern at its portrayal of the new 
Paris Agreement as a panacea for the adverse effects of climate change, since the Agreement did not 
go beyond the legal framework of the United Nations Framework Convention on Climate Change 
adopted more than 20 years previously. The Paris Agreement did not contain an obligation for 
individual States to ensure adequate mitigation and it provided no concrete guarantee of sufficient 
finance, capacity-building or access to the technology that States required to protect their people. 
Moreover, the significant impact of climate change on air pollution was insufficiently considered in 
the draft road map. The workplan on health and climate change posted on the WHO website appeared 
to have been conceived without consultation with important partners and was weak substantively, 
especially in relation to the concerns of developing countries. 

The ASSISTANT DIRECTOR-GENERAL (Family, Women’s and Children’s Health) said that 
it was clear from the discussion that there was understanding that air pollution was a leading cause of 
avoidable deaths and of diseases, including noncommunicable diseases. There was also a clear sense 
of urgency and of the need for intersectoral action. WHO would use the proposed global conference 
on air pollution and health to track progress on implementation activities. The Secretariat would work 
with Member States in seeking ways to further sharpen the indicators of the monitoring framework 
linked to the draft road map and to identify better ways to capture information and data that would 
enable them to develop effective policies. She welcomed the suggestion with respect to further 
collaboration on strengthening information and data monitoring. She agreed on the importance of 
strengthening collaboration with the WHO partners within the United Nations system that were 
responsible for other sectoral actions such as UNEP, the Secretariat of the United Nations Framework 
Convention on Climate Change and WMO, and of implementing intersectoral actions. With regard to 
the many requests for technical and financial support and action at the country level to help Member 
States implement the ambitious draft road map, the Secretariat was looking to enhance that area of 
work in the programme budget for 2018–2019. 

At the invitation of the CHAIRMAN, the SECRETARY read out the proposed amendments to 
the draft decision: paragraph (1) would read: “to welcome the road map for an enhanced global 
response to the adverse health effects of air pollution”; and paragraph (2) would read: “request the 
Director-General to report the progress towards an enhanced global response to the adverse health 
effects of air pollution to the Seventy-first World Health Assembly and its achievement to the 
Seventy-third World Health Assembly”. 



 COMMITTEE A: TENTH MEETING 135 
 
 
 
 

The draft decision, as amended, was approved.1 

Role of the health sector in the sound management of chemicals: Item 13.6 of the agenda 
(document A69/19) 

The CHAIRMAN drew attention to a draft resolution proposed by the delegations of Argentina, 
Canada, Monaco, Panama, Thailand, the United States of America, Uruguay, and the Member States 
of the European Union, which read: 

The Sixty-ninth World Health Assembly, 
(PP1) Having considered the report on the role of the health sector in the sound 

management of chemicals;2 
(PP2) Recalling resolution WHA59.15 (2006), in which the Health Assembly welcomed 

the Strategic Approach to International Chemicals Management adopted by the International 
Conference on Chemicals Management (Dubai, United Arab Emirates, 4–6 February 2006) with 
its overall objective to achieve “the sound management of chemicals throughout their life cycle 
so that, by 2020, chemicals are used and produced in ways that lead to the minimization of 
significant adverse effects on human health and the environment,” as inspired by paragraph 23 
of the Johannesburg Plan of Implementation of the World Summit on Sustainable Development 
(Johannesburg, South Africa, 26 August−4 September 2002); 

(PP3) Reaffirming its commitment to the outcome document of the Rio+20 Conference 
“The future we want”; 

(PP4) Further recalling paragraph 213 of the outcome document “The future we want,” 
from the 2012 United Nations Conference on Sustainable Development which states “[w]e 
reaffirm our aim to achieve, by 2020, sound management of chemicals throughout their life 
cycle and of hazardous waste in ways that lead to minimization of significant adverse effects on 
human health and the environment, as set out in the Johannesburg Plan of Implementation”; 

(PP5) Recalling also, paragraph 214 of “The future we want” which calls for “the 
effective implementation and strengthening of the Strategic Approach to International 
Chemicals Management as part of a robust, coherent, effective and efficient system for the 
sound management of chemicals throughout their life cycle”; 

(PP6) Noting the limited time remaining to make progress toward the 2020 goal, and the 
urgent need for practical action and technical cooperation within the health sector, as well as 
with other sectors; 

(PP7) Acknowledging that chemicals contribute significantly to the global economy, 
living standards and health but that unsound management of chemicals throughout their life 
cycle contributes significantly to the global burden of disease, and that much of this burden is 
borne by developing countries; 

(PP8) Noting that annually 12.6 million deaths (22.7% of all deaths) and 596 million 
disability-adjusted life-years (21.8% of all disease burden in disability-adjusted life-years) are 
thought to be linked to modifiable environmental factors, including chemical exposures and that 
in 2012, 1.3 million deaths (2.3% of all deaths) and 43 million disability-adjusted life-years 
(1.6% of all disease burden in disability-adjusted life-years) were attributable to exposures to a 
number of selected chemicals.3 Among these, addressing lead exposure would prevent 9.8% of 
intellectual disability, 4% of ischaemic heart disease and 4.6% of stroke in the population and 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as decision WHA69(11). 
2 Document A69/19. 
3 Prüss-Ustün A, et al. Preventing Disease through Healthy Environments: a global assessment of the environmental 

burden of disease. Geneva: World Health Organization; 2016 (http://www.who.int/quantifying_ehimpacts/publications/ 
preventing-disease/en/, accessed 19 May 2016). 
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unintentional poisonings killed an estimated 193 000 people in 2012, 85% in developing 
countries where such poisonings are strongly associated with excessive exposure to, and 
inappropriate use of, toxic chemicals. Recognizing that due to the complex nature of the issue, 
disease burden information is only available for a very small number of chemical exposures and 
that people are exposed to many more chemicals in their daily lives; 

(PP9) Concerned about acute, chronic and combined adverse effects that can result from 
exposure to chemicals and waste and that the risks are often unequally distributed and can be 
more significant for some vulnerable populations, especially women, children, and, through 
them, future generations; 

(PP10) Underlining the need to address the social, economic, and environmental 
determinants of health to improve health outcomes and achieve sustainable development; 

(PP11) Underscoring the importance of protecting health and reducing health inequities, 
including by the reduction of adverse health impacts from chemicals and waste, by adopting 
health-in-all policies and whole-of-government approaches, as appropriate; 

(PP12) Recalling WHO’s longstanding recognition of the importance of sound chemicals 
management for human health, the key role of WHO in providing leadership on the human 
health aspects of the sound management of chemicals throughout their life cycle, and the 
necessity of health sector participation in and contribution to these efforts as set out in 
resolution WHA59.15 (2006) on the Strategic Approach to International Chemicals 
Management; resolution WHA63.25 (2010) on improvement of health through safe and 
environmentally sound waste management; resolution WHA63.26 on improvement of health 
through sound management of obsolete pesticides and other obsolete chemicals; resolution 
WHA67.11 (2014) on public health impacts of exposure to mercury and mercury compounds; 
and resolution WHA68.8 (2015) on health and the environment: addressing the health impact of 
air pollution; 

(PP13) Recalling further the health-related outcomes of the second, third and fourth 
sessions of the International Conference on Chemicals Management, which drew attention to 
the need for greater involvement of the health sector and resulted in the adoption of a Strategy 
for strengthening engagement of the health sector in the implementation of the Strategic 
Approach1 which details the key roles and responsibilities of the health sector in sound 
chemicals management; 

(PP14) Recalling also paragraph 1 of International Conference on Chemicals 
Management resolution IV/1 adopted by the fourth session of the International Conference on 
Chemicals Management which endorsed the overall orientation and guidance for achieving the 
2020 goal as a voluntary tool that will assist in the prioritization of efforts for the sound 
management of chemicals and waste as a contribution to the overall implementation of the 
Strategic Approach, and mindful of the invitation in paragraph 5 to “the organizations of the 
Inter-Organization Programme for the Sound Management of Chemicals and of the United 
Nations Environment Management Group that have not already done so to issue, where possible 
by 1 July 2016, a declaration signalling their commitment to promote the importance of the 
sound management of chemicals and waste both within and outside their organizations, 
including the actions planned within their own mandates to meet the 2020 goal”; 

(PP15) Acknowledging with appreciation WHO’s extensive activities in this regard 
including, but not limited to, supporting countries to implement the International Health 
Regulations (2005) in relation to chemical incidents, the establishment in 2013 of the WHO 
Chemical Risk Assessment Network, participation in the development of the Inter-Organization 
Programme for the Sound Management of Chemicals (IOMC) Toolbox for Decision Making in 
Chemicals Management, joint leadership of the Global Alliance to Eliminate Lead Paint, and 
engagement with relevant chemicals and waste-related multilateral environmental agreements; 

1 See document SAICM/ICCM.3/20 for the strategy and document SAICM/ICCM.3/24, Annex 1 for resolution III/4. 
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(PP16) Also acknowledging initiatives undertaken at the national and regional levels, and 
through other bodies of the United Nations system and other relevant stakeholders, and the 
important contribution that these initiatives make to protecting health from hazardous chemicals 
and waste; 

(PP17) Recalling the relevant chemicals- and waste-related multilateral agreements 
including, inter alia, the Stockholm Convention on Persistent Organic Pollutants (2004), the 
Rotterdam Convention on the Prior Informed Consent Procedure for Certain Hazardous 
Chemicals and Pesticides in International Trade (2004, revised 2008), the Basel Convention on 
the Control of the Transboundary Movements of Hazardous Wastes and their Disposal (1989) 
and the Minamata Convention on Mercury (2013); 

(PP18) Concerned that, despite these efforts, more progress has to be made towards 
minimizing the significant adverse effects on human health that may be associated with 
chemicals and waste, and recognizing that there is an urgent need to address existing gaps 
between the capacities of different countries; 

(PP19) Recognizing the need for enhanced cooperation aimed at strengthening the 
capacities of developing countries for the sound management of chemicals and hazardous 
wastes and promoting adequate transfer of cleaner and safer technology to those countries; 

(PP20) Emphasizing the importance of bringing into force the Minamata Convention on 
Mercury as soon as possible; 

(PP21) Welcoming the outcome of WHO’s survey of the priorities of the health sector 
towards achievement of the 2020 goal of sound chemicals management,1 which builds on the 
Strategy for strengthening the engagement of the health sector in the implementation of the 
Strategic Approach; 

(PP22) Recognizing paragraph 1 of the Dubai Declaration on International Chemicals 
Management (2006), which states that “the sound management of chemicals is essential if we 
are to achieve sustainable development, including the eradication of poverty and disease, the 
improvement of human health and the environment, and the elevation and maintenance of the 
standard of living in countries at all levels of development”; 

(PP23) Welcoming the 2030 Agenda for Sustainable Development, in particular 
Sustainable Development Goal target 3.9 to substantially reduce the number of deaths and 
illnesses from hazardous chemicals and air, water and soil pollution and contamination by 2030, 
and further recognizing Goal target 12.4 to achieve, by 2020, the environmentally sound 
management of chemicals and all wastes throughout their life cycle, in accordance with agreed 
international frameworks, as well as other goals and targets relevant to health aspects of 
chemicals and waste management, such as Goal target 6.3 on the improvement of water quality; 

(PP24) Convinced that the achievement of sound management of chemicals and waste 
throughout their life cycle requires a multisectoral approach within which the health sector has a 
critical role in achieving the 2020 goal and in setting priorities for chemicals and waste for the 
post-2020 period; 

(PP25) Stressing the responsibility of industry to make available to stakeholders such data 
and information on health and environmental effects of chemicals as are needed safely to use 
chemicals and the products made from them; 

(PP26) Welcoming the integrated approach to financing the sound management of 
chemicals and wastes developed by UNEP,2 which is applicable to the Strategic Approach and 
underscores that the three components of an integrated approach, namely mainstreaming, 
industry involvement and dedicated external financing, are mutually reinforcing and are all 
important for the financing of the sound management of chemicals and waste at all levels; 

1 Document SAICM/ICCM.4/INF/11. 
2 Sound management of chemicals: UNEP’s contribution to the achievement of the 2020 goal 

(http://www.unep.org/chemicalsandwaste/Portals/9/Mainstreaming/Sound%20Management%20of%20Chemicals/SoundMan
agementofChemicals.pdf, accessed 19 May 2016). 
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(PP27) Aware that strengthening of health systems and appropriately trained health work 
force is a key factor for facilitating the health sector to more effectively contribute to the sound 
management of chemicals and waste; 

(PP28) Aware of the need to strengthen the role of the health sector so as to ensure its 
contribution to multisectoral efforts to meet the 2020 goal and beyond, and that this would be 
facilitated by the development of a road map outlining concrete actions for the health sector, 

(OP) 1. URGES Member States:1 
(1) to engage proactively, including by strengthening the role of the health sector, in 
actions to soundly manage chemicals and waste at the national, regional and international 
levels in order to minimize the risk of adverse health impacts of chemicals throughout 
their life cycle; 
(2) to develop and strengthen, as appropriate, multisectoral cooperation at the national, 
regional and international levels in order to minimize and prevent significant adverse 
impacts of chemicals and waste on health, including within the health sector itself; 
(3) to take account of the Strategic Approach’s overall orientation and guidance 
toward the 2020 goal, including the health sector priorities, as well as the Strategy for 
strengthening engagement of the health sector, and consider Emerging Policy Issues and 
Other Issues of Concern,2 and to take immediate action where possible and where 
appropriate to accelerate progress toward the 2020 goal; 
(4) to encourage all relevant stakeholders of the health sector to participate in the 
Strategic Approach and to ensure appropriate linkages with their national and regional 
Strategic Approach focal points, and to participate in the reports on progress for the 
Strategic Approach; 
(5) to strengthen individual, institutional and networking capacities at the national and 
regional levels to ensure successful implementation of the Strategic Approach; 
(6) to encourage health sector participation in the intersessional process established 
through the fourth session of the International Conference on Chemicals Management to 
prepare recommendations regarding the Strategic Approach and the sound management 
of chemicals and waste beyond 2020, including in the third meeting of the Open Ended 
Working Group; 
(7) to continue and, where feasible, increase support, including financial or in-kind 
scientific and logistical support to the WHO Secretariat’s regional and global efforts on 
chemicals safety and waste management, as appropriate; 
(8) to pursue additional initiatives aimed at mobilizing national and, as appropriate, 
international resources, including for the health sector, for the sound management of 
chemicals and waste; 
(9) to strengthen international cooperation to address health impacts of chemicals and 
waste, including through facilitating transfer of expertise, technologies and scientific data 
to implement the Strategic Approach, as well as exchanging good practices; 

1 And, where applicable, regional economic integration organizations. 
2 Emerging policy Issues: lead in paint, chemicals in products, hazardous substances within the life cycle of 

electrical and electronic products, nanotechnologies and manufactured nanomaterials, endocrine-disrupting chemicals, and 
environmentally persistent pharmaceutical pollutants; Other issues of concern: Perfluorinated chemicals and the transition 
to safer alternatives, and highly hazardous pesticides (http://www.saicm.org/index.php?option=com_ 
content&view=article&id=452&Itemid=685, accessed 20 May 2016). 
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(OP) 2. REQUESTS the Director-General: 
(1) to develop, in consultation with Member States,1 bodies of the United Nations 
system, and other relevant stakeholders, a road map for the health sector at the national, 
regional and international level towards achieving the 2020 goal and contributing to 
relevant targets of the 2030 Agenda for Sustainable Development, taking into account the 
overall orientation and guidance of SAICM, and the intersessional process to prepare 
recommendations regarding the Strategic Approach and the sound management of 
chemicals and waste beyond 2020 established through the fourth session of the 
International Conference on Chemicals Management, and building on WHO’s existing 
relevant work, as well as the SAICM Health Sector Strategy, and with particular 
emphasis on the following areas: 

(a) health sector participation in and support for the establishment and 
strengthening of relevant national legislative and regulatory frameworks; 
(b) supporting the establishment or strengthening of national, regional or 
international coordinating mechanisms, as appropriate for multisectoral 
cooperation, and in particular enhancing engagement of all relevant health sector 
stakeholders; 
(c) strengthening communication and access to relevant, understandable and up-
to-date information to increase interest in and awareness of the importance to 
health of the sound management of chemicals and waste, particularly for 
vulnerable populations, especially women, children, and through them, future 
generations; 
(d) participating in bilateral, regional or international efforts to share knowledge 
and best practices for the sound management of chemicals, including the WHO 
Chemicals Risk Assessment Network; 
(e) participating actively in ongoing work on the Strategic Approach’s 
Emerging Policy Issues and Other Issues of Concern, as well as the intersessional 
process established through the fourth session of the International Conference on 
Chemicals Management to prepare recommendations regarding the strategic 
approach and the sound management of chemicals and waste beyond 2020; 
(f) encouraging implementation of the Strategic Approach’s Strategy for 
strengthening engagement of the health sector in the implementation of the 
Strategic Approach, including the review of the health sector’s own role to the 
extent that it is a user of chemicals and a producer of hazardous waste; 
(g) mainstreaming of gender as a component in all policies, strategies and plans 
for the sound management of chemicals and waste, considering gender differences 
in exposure to and health effects of toxic chemicals, while ensuring participation of 
women as agents of change in policy and decision making; and 
(h) strengthening of efforts on implementation of the updated health sector 
priorities; 

(2) to build on and enhance implementation of actions pursuant to resolution 
WHA63.25 on improvement of health through safe and environmentally sound waste 
management, and to develop a report on the impacts of waste on health, the current work 
of the WHO in this area, and possible further actions that the health sector, including 
WHO, could take to protect health; 

1And, where applicable, regional economic integration organizations. 
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(3) to continue to exercise and enhance the leading role of WHO in the Strategic 
Approach to foster the sound management of chemicals throughout their life cycle with 
the objective of minimizing and, where possible, preventing significant adverse effects on 
health; 
(4) to support strengthening the capacities at all levels for the production, availability 
and analysis of quality, accessible, timely, reliable and appropriately disaggregated data 
for the adequate measurement of progress towards Target 3.9 of the 2030 Agenda for 
Sustainable Development and to improve, where appropriate, evidence-based data; 
(5) to continue current efforts to engage the health sector in chemicals management 
and make progress in chemical safety in particular in the implementation of the 
International Health Regulations (2005); 
(6) to support Member States by providing technical support, including at the regional 
and country levels, for strengthening the role of the health sector towards meeting the 
2020 goal, including by enhancing capacities at individual, institutional and networking 
levels and by dissemination of evidence-based best practices;  
(7) to support Member States to strengthen coordination for the health sector in 
responding to existing international efforts and, in so doing, avoid duplication; 
(8) to set aside adequate resources and personnel for the work of the Secretariat, in line 
with the Programme budget 2016–2017 and the Twelfth General Programme of Work, 
2014–2019 and taking into account the recent call at the fourth session of the 
International Conference on Chemicals Management and the invitation conveyed at the 
first session of the United Nations Environment Assembly on support for the Strategic 
Approach; and to work in collaboration with the secretariat of the Strategic Approach to 
find means to increase that secretariat’s capacity to support activities related to the health 
sector; 
(9) to present to the Seventieth World Health Assembly: 

(a) a road map outlining concrete actions to enhance health sector engagement 
towards meeting the 2020 goal and contributing to relevant targets of the 2030 
Agenda for Sustainable Development, as requested in operative subparagraph 2(1) 
above; and  
(b) a progress report on the preparation of the report requested in operative 
subparagraph 2(2) above; 

(10) to update the road map according to the outcome of the intersessional process to 
prepare recommendations regarding the Strategic Approach and the sound management 
of chemicals and waste beyond 2020. 
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The financial and administrative implications for the Secretariat of the adoption of the draft 
resolution were: 

Resolution: The role of the health sector in the Strategic Approach to International Chemicals Management 
towards the 2020 goal and beyond 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Twelfth General Programme of Work, 2014–2019: Impact goals: Reduce premature mortality from 
noncommunicable diseases; and Prevention of death, illness and disability arising from emergencies; and 
Outcome: Reduced environmental threats to health. 
Programme budget 2016–2017: Output 3.5.1 Countries enabled to assess health risks and develop and 
implement policies, strategies or regulations for the prevention, mitigation and management of the health 
impacts of environmental and occupational risks; 
Output 3.5.2 Norms and standards established and guidelines developed for environmental and 
occupational health risks and benefits associated with, for example, air and noise pollution, chemicals, 
waste, water and sanitation, radiation, nanotechnologies and climate change; and 
Output 3.5.3 Public health objectives addressed in implementation of multilateral agreements and 
conventions on the environment and in relation to the proposed sustainable development goals and the 
post-2015 development agenda. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

A road map, to be developed in consultation with Member States and others, will be presented to the 
Seventieth World Health Assembly, in 2017, and a report on waste produced within the current biennium. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

The budgetary implications are largely driven by the process used for consultation on the road map. 
 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices n/a n/a n/a 
Regional offices 0.18 0.60 0.78 
Headquarters 0.12 0.26 0.38 
Total 0.30 0.86 1.16 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 
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1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 

US$ 0.35 million 

– What are the gaps? 

US$ 0.81 million 

– What action is proposed to close these gaps? 

The gap will be addressed through coordinated resource mobilization efforts for possible financing by 
voluntary contribution. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices n/a n/a n/a 
Regional offices n/a n/a n/a 
Headquarters n/a n/a n/a 
Total n/a n/a n/a 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 

Not applicable. 

– What are the financing gaps? 

Not applicable. 

– What action is proposed to close these gaps? 

Not applicable. 

The representative of CANADA, speaking on behalf of the Member States of the Region of the 
Americas, said that while the production and use of chemicals continued to grow, information on the 
disease burden was available for only a small number of chemical exposures despite the fact that 
people were exposed to an increasing number of chemicals in their daily lives and even before birth. 
The negative impact of the unsound management of chemicals and waste on health systems was 
therefore greater than estimated. The health sector had a crucial role to play in identifying risks and 
implementing effective interventions in order to achieve the 2020 goal of the Strategic Approach to 
International Chemicals Management and the related Sustainable Development Goals. The active 
engagement of the health sector would contribute to: preventing ill-health and diseases linked to 
chemical exposures; raising awareness; elaborating methods for chemical risk assessment; filling gaps 
in scientific knowledge to support evidence-based polices; and coordinating joint activities through a 
Health in All Policies approach. Particular attention should be given to populations that were more 
vulnerable to chemicals and waste exposure. WHO had a key role to play in supporting health sector 
participation and should play an active role international forums. The Member States of the Region 
supported the adoption of the draft resolution. All regions were invited to consider the road map 
outlining concrete actions to enhance health sector engagement towards meeting the 2020 goal and 
contributing to the relevant targets of the 2030 Agenda for Sustainable Development during their 
regional committee meetings in 2016. 

Speaking on behalf of Canada, she said that her country would contribute a resource to develop 
the road map and assist in other chemical-related activities; she invited Member States to make similar 
contributions to further WHO’s work. 
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The representative of IRAQ said that it was important to use environmentally-friendly 
chemicals; store chemicals safely; and monitor and assess their use and impact. WHO could offer 
valuable support in the training of people working with chemicals. The health, environment and other 
sectors must promote safe and efficient ways of handling chemicals, incorporating primary health care 
concepts. 

The representative of SURINAME  drew attention to the specific needs of small, developing 
countries with limited human and financial resources for the sound management of chemicals. 
Comparable countries and institutions in a region should share information and resources to improve 
their ability to access, interpret, apply and adapt scientific knowledge to their local context. 

The representative of PANAMA supported the draft resolution. Health ministries should guide 
global and regional work on chemicals and spur countries’ actions with intersectoral and interagency 
support. A cost analysis – including data on poisonings and chemical exposures at the global, regional 
and national levels – should be carried out to determine how much it would cost the health sector if no 
actions were taken. WHO should conduct more research on endocrine disrupting chemicals and build 
countries’ capacities in that area. 

The representative of the PHILIPPINES supported implementation of the priority actions 
outlined in the draft road map. Member States must identify exposure assessment methodologies that 
could apply to a number of countries. She encouraged WHO, UNEP and other international 
organizations and programmes to facilitate an integrated financial approach to support the initiatives 
of the Strategic Approach. She expressed support for the draft resolution. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, said that Turkey, the former Yugoslav Republic of Macedonia, Serbia, Albania, 
Bosnia and Herzegovina, Ukraine, the Republic of Moldova and Georgia aligned themselves with his 
statement. The draft resolution underlined the need to strengthen the role of WHO in implementing the 
2020 goal of the Strategic Approach. He trusted that WHO’s road map for the health sector would be 
coordinated with the overall orientation and guidance for achieving the 2020 goal. Multisectoral and 
multistakeholder engagement were important. The Member States of the European Union  were 
cosponsors of the draft resolution and were committed to its full implementation. 

The representative of GERMANY  strongly encouraged the adoption of the draft resolution. Her 
Government was committed to its full implementation. She appreciated the initiative to develop a road 
map. WHO’s commitment to the Strategic Approach in its areas of expertise with adequate resources 
and personnel was commendable. 

The representative of BRAZIL highlighted the importance of close cooperation between the 
health sector and other sectors. WHO’s technical support to countries in need was vital to 
strengthening institutional capacity, improving regulatory frameworks and training health workers. 
She welcomed the draft resolution and said that her Government was committed to further discussions 
on chemicals. 

The representative of SENEGAL said that sound management of chemicals had been 
incorporated into the Emerging Senegal Plan. WHO should increase its support for the creation and 
strengthening of poison centres. 

The representative of MAURITANIA highlighted a number of public health concerns in Africa, 
including the continued use of chemicals with adverse impacts on human health and the environment, 
particularly pesticides, and the illegal dumping of waste and recyclable materials. While progress had 
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been made in the sound management of chemicals in the African Region, weak technical and 
institutional capacities were still a major obstacle. 

The representative of the RUSSIAN FEDERATION said that chemical security was a priority 
in his country. International cooperation on the sound management of chemicals should take into 
account the need to promote the human rights to life and health, evidence-based decision-making, the 
strengthening of legislation, the fostering of intersectoral cooperation and the adequate allocation of 
financial resources. Mechanisms for regulating harmful chemicals should be strengthened and WHO 
discussions should lead to a detailed analysis of the impact of chemicals on human health. 

The representative of the UNITED REPUBLIC OF TANZANIA said that her country was 
participating fully in the implementation of the Strategic Approach and already had a number of laws 
and regulations on the management of chemicals. However, there were still gaps in capacities for 
monitoring and assessing the impact of chemicals on health and the environment. She looked forward 
to increasing core capacity building in that respect. She supported the adoption of the draft resolution. 

The representative of THAILAND supported the full implementation of the Strategic Approach 
and said that her country’s fourth national strategic plan on chemical management was being 
implemented. It was important for WHO to support Member States by enhancing individual, 
institutional and network capacities and drawing lessons from evidenced-based best practices. She 
invited Member States to adopt the draft resolution, of which Thailand was a cosponsor. 

The representative of the UNITED STATES OF AMERICA highlighted the importance of 
health sectors in the sound management of chemicals, the Strategic Approach and the Sustainable 
Development Goals. She supported the draft resolution and looked forward to working with other 
Member States to manage chemicals and protect human health. 

The representative of SOUTH AFRICA, referring to the policy and regulatory measures and the 
multilateral agreements and voluntary mechanisms for the sound management of chemicals being 
implemented by her Government, said that national coordinating efforts for the sound management of 
chemicals included the establishment of the Multi-stakeholder Committee on Chemicals Management. 
Her country nevertheless continued to face numerous challenges and the involvement of the health 
sector was crucial. 

The representative of SRI LANKA said that the increasing use of agrochemicals, food 
preservatives and other chemicals, and the resulting accumulation of toxic chemicals in human bodies, 
had played a major role in the increase of cancer and other serious diseases. Member States, 
manufacturers and consumers must work together to minimize those adverse effects. WHO should 
support developing countries in building relevant capacities. 

The representative of CHINA, expressing support for the draft resolution, said that the Chinese 
environment and agriculture sectors cooperated closely. The production and use of high-risk chemicals 
was restricted and strictly regulated and such chemicals were gradually being substituted by other 
products. 

The representative of JORDAN expressed support for the draft resolution. The import of 
hazardous chemicals must be regulated, including by adopting relevant customs control legislation. 
The preparation of a list of hazardous chemicals, strict control of all sectors using chemicals, and 
sound management of toxic waste were also crucial. 

The representative of ARGENTINA, also expressing support for the draft resolution, said that, 
in the light of rising mortality rates associated with chemicals, the involvement of the health sectors in 



 COMMITTEE A: TENTH MEETING 145 
 
 
 
 
chemicals management was essential. The work of the Intergovernmental Forum on Chemical Safety 
had been particularly useful for low- and middle income countries; a reference to the Forum should be 
included in the draft resolution to give recognition to its important work. 

The representative of INDONESIA said that the measures taken by her Government to manage 
chemicals soundly and to protect the population from hazardous substances included the introduction 
of non-incineration technologies for medical waste treatment to reduce the production of dioxin and 
the development of a national action plan to eliminate the use of mercury in small-scale gold mining. 
The establishment of a poison centre was in the pipeline. 

The representative of MEXICO, supporting the draft resolution, agreed that health sector 
participation was crucial. His Government had taken a range of legislative measures to enhance the 
sound management of chemicals, including the adoption of a law whereby the cost of registering 
pesticides and plant nutrients was commensurate with their toxicity. He welcomed the report’s focus 
on action and the proposal to develop globally-harmonized methods for chemical risk assessment, 
reduce duplication of effort, and improve the ability to access, interpret and apply scientific 
knowledge. 

The representative of MOROCCO said that, despite progress made, the sound management of 
pesticides used in hygiene and public health remained a challenge. Furthermore, Morocco needed to 
build health sector capacities for chemical risk assessment, control and prevention and diagnosis and 
treatment capacities with respect to chemicals poisoning. 

Ms Koivisto took the Chair. 

The representative of URUGUAY said that the production and use of chemicals was projected 
to grow further, with the attendant environmental and health risks. Health must therefore be 
incorporated into policy-making across sectors. The health sector must be strengthened to help protect 
the most vulnerable segments of the population. The Government of Uruguay had undertaken a range 
of intersectoral coordination initiatives to reduce the adverse effects of chemicals on people’s health. 
She urged Member States to adopt the draft resolution. 

The representative of CHAD deplored the recurring chemical spills, in particular oil spills, 
which caused illness and death and destroyed flora and fauna. Health authorities in Chad had 
conducted a survey on natural environmental risk and risk associated with human activity. That 
information would be used as a basis for formulating a joint action plan for the health and environment 
sectors. WHO support for the implementation of the plan would be greatly appreciated. 

The representative of PARAGUAY said that she supported the adoption of the draft resolution. 
The health sector must be given appropriate instruments to prevent and control the risks associated 
with chemicals and take part in decision-making on chemicals management. It must be involved in 
assessing the health and environmental impact of chemicals and decision-making on their market 
release and use. Health must be mainstreamed into all policies and strong WHO support was crucial. 

The representative of MALAYSIA drew attention to the legislative and other measures adopted 
by his Government to ensure sound chemicals management and protect workers’ health. Malaysia’s 
National Poison Centre  provided crucial information for professionals and the public on the detection 
and treatment of chemicals poisoning. Regulatory authorities, industry, retailers, research institutions 
and users were major stakeholders must play an important role in accelerating better chemicals 
management. 
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The representative of MALDIVES said that his country lacked the capacity to monitor the use 
and disposal of chemicals and assess their adverse health effects. In order to attain the Sustainable 
Development Goals, the country must minimize the adverse impacts of chemicals on human health 
and support in that respect from WHO, Member States and others was vital. 

The representative of UNEP said that urgent action was required by all stakeholders to attain the 
2020 goal. She recalled that the International Conference on Chemicals Management, at its fourth 
session, had called on WHO to “continue supporting the work of the secretariat in its areas of expertise 
by reassigning a staff member to the secretariat at the earliest date possible”. Similar calls had been 
made by UNEP Member States at the Second Meeting of the United Nations Environment Assembly. 
The Sixty-ninth World Health Assembly provided a timely opportunity for WHO Member States to 
respond to those calls. Given the challenges ahead, an adequately-resourced Strategic Approach 
secretariat was vital. Policy deliberation on sound chemicals management would remain topical 
beyond 2020 and the health sector must remain involved. 

The observer of CHINESE TAIPEI briefed the Committee on measures and bodies established 
in Chinese Taipei to regulate hazardous chemicals and share relevant information. The impact of toxic 
chemicals on humans and the environment could affect generations and more sophisticated chemical 
management was crucial to ensure future well-being. 

The representative of the UNION FOR INTERNATIONAL CANCER CONTROL, speaking at 
the invitation of the CHAIRMAN, said that there was growing evidence that exposure to harmful 
chemicals increased the likelihood of noncommunicable diseases; such diseases should therefore be 
taken into account in the development of the proposed road map. WHO should invest in research and 
the sharing of data on links between noncommunicable diseases and chemicals exposure in order to 
support an informed and coordinated response. Civil society should be brought on board in the 
development and implementation of the road map. 

The ASSISTANT DIRECTOR-GENERAL (Family, Women’s and Children’s Health), noting 
that the sound management of chemicals brought substantial health benefits and that emphasis had 
been placed during the discussion on the link between health and other sectors and the importance of 
collaboration between the United Nations agencies, said that it was important to look beyond goal 3 of 
the 2030 Agenda for Sustainable Development to other goals that addressed essential determinants of 
health. The Secretariat looked forward to working with Member States and other stakeholders on the 
development of the proposed road map. 

The draft resolution was approved.1 

The meeting rose at 12:55. 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.4.  

                                                      



 
 
 
 
 
 

ELEVENTH MEETING 

Friday, 27 May 2016, at 14:35 

Chairman: Mr M. BOWLES (Australia) 
later: Ms T. KOIVISTO (Finland) 
later: Mr M. BOWLES (Australia) 

NONCOMMUNICABLE DISEASES: Item 12 of the agenda (continued) 

Report of the Commission on Ending Childhood Obesity: Item 12.2 of the agenda 
(document A69/8) 

The CHAIRMAN drew attention to a draft decision proposed by the delegations of Australia, 
Canada, Colombia, Ecuador, Ghana, Malaysia, Mexico, Monaco, Thailand and Zambia, which read: 

The Sixty-ninth World Health Assembly, having considered the report of the Commission 
on Ending Childhood Obesity,1 decided: 

(1) to welcome the report of the Commission on Ending Childhood Obesity; 

(2) to invite all relevant stakeholders, including international organizations, 
nongovernmental organizations, philanthropic foundations, academic institutions and the 
private sector, to work towards implementation of the actions recommended in the report 
of the Commission on Ending Childhood Obesity, as appropriate, according to context, 
with a view to strengthening their valuable contribution to ending childhood and 
adolescent obesity; 

(3) to recommend that Member States develop national responses to end childhood 
obesity and adolescent obesity, taking into account the recommendations included in the 
report of the Commission on Ending Childhood Obesity and adapting them to their 
national context; 

(4) to request the Director-General to develop, in consultation with Member States2 
and relevant stakeholders, an implementation plan guiding further action on the 
recommendations included in the Report of the Commission on Ending Childhood 
Obesity to be submitted, through the Executive Board at its 140th session, for 
consideration by the Seventieth World Health Assembly. 

  

1 Document A69/8. 
2 And, where applicable, regional economic integration organizations. 
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The financial and administrative implications for the Secretariat of the adoption of the draft 
decision were: 

Decision: Report of the Commission on Ending Childhood Obesity 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft decision will contribute if adopted. 

General Programme of Work: Category 2 Noncommunicable diseases.  
Programme budget 2016–2017: outcome 2.1 and outputs 2.1.1 and 2.1.2. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft decision. 

Not applicable. 

3. What is the proposed timeline for implementation of this decision? 

An implementation plan will be developed through the Executive Board at its 140th session for 
consideration by the Seventieth World Health Assembly (2017). 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the decision 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices Not applicable 0.45 0.45 
Regional offices Not applicable 0.55 0.55 
Headquarters 0.70 0.30 1.00 
Total 0.70 1.30 2.00 

1(a) Is the estimated budget requirement in respect of implementation of the decision fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 1 million. 

– What are the gaps? 
US$ 1 million. 

– What action is proposed to close these gaps? 
The gap will be addressed through coordinated resource mobilization effort. 
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2. Next biennium: estimated budgetary requirements, in US$ million. 
Level Staff Activities Total 

Country offices Not applicable Not applicable Not applicable 
Regional offices Not applicable Not applicable Not applicable 
Headquarters Not applicable Not applicable Not applicable 
Total 0 0 0 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
Not applicable. 

– What are the financing gaps? 
Not applicable. 

– What action is proposed to close these gaps? 
Not applicable 

The representative of TONGA, speaking on behalf of the Pacific island countries, said that 
tackling childhood obesity also provided an opportunity to reduce rates of heart disease, diabetes and 
other noncommunicable diseases, which were leading causes of deaths in Pacific island countries. As 
no single intervention alone would stop the growing obesity epidemic, it was important to apply a 
multisectoral approach in countries, with the necessary technical support from WHO. The report of the 
Commission on Ending Childhood Obesity would help to guide national efforts to prevent and control 
childhood obesity. 

The representative of PANAMA said that she supported the Commission’s recommendations, 
which were in line with action being taken in her country to reduce childhood obesity. Attaining that 
objective would require a multisectoral approach, with collaboration, in particular, between the health 
and education sectors. Political will at the highest level would be required to tackle the challenges 
posed by the interests of the business sector, especially with regard to ensuring the availability of 
healthy foods. 

The representative of the UNITED STATES OF AMERICA, welcoming the recommendations, 
said that new tools, interventions and partnerships were need to address the challenge of overweight 
and obesity among children. She supported the draft decision, which encouraged a multisectoral 
approach. She acknowledged that childhood obesity was greatly influenced by food and nutrition, 
levels of physical activity, eating behaviour, cultural values and social environments, and that the 
private sector could play an important role in enhancing access to healthier food and promoting 
physical activity. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, welcoming the report, said that it was encouraging to see a wide-ranging debate taking 
place on childhood obesity. New tools and interventions were indeed needed to tackle the problem. 
Her Government would soon launch a national strategy that would take account of all the factors that 
contributed to childhood obesity. 

The representative of GERMANY said that her country had initiated a number of measures to 
improve the lifestyle of children and their families and had adopted new legislation aimed at 
addressing childhood obesity and strengthening health promotion in community and school settings. 
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The representative of BAHRAIN, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the Region was fully committed to addressing childhood overweight 
and obesity. The Director-General should continue to emphasize the need to address the social 
determinants of the problem and to support the development of coherent policies across the trade, 
industry and health sectors to ensure a healthy food supply. Partnership with the private sector in 
combating childhood obesity should be encouraged, although conflicts of interest must be avoided. 
Efforts should be made to reduce children’s exposure to the marketing of unhealthy foods and to ban 
their sale and marketing in schools. More guidance was needed on how to encourage policy-makers in 
other sectors to implement policy recommendations aimed at improving diets and promoting physical 
activity. 

The representative of SOUTH AFRICA said that it was worrying that childhood obesity was 
increasing even in contexts of poverty. Her delegation welcomed the Commission’s recommendations 
and wished to emphasize the importance of promoting exclusive breastfeeding and addressing 
environmental and social factors that contributed to obesity. WHO should play a more prominent role 
in dealing with the food industry and discouraging marketing strategies that promoted unhealthy food. 

The representative of GHANA, speaking on behalf of the Member States of the African Region, 
said that the Region welcomed the whole-of-government approach embodied in the Commission’s 
policy recommendations. Governments needed to ensure that policies across all sectors systematically 
took health into account to avoid harmful health impacts and improve population health. The fast food 
industry was growing in Africa, and regulation of the advertising and sale of unhealthy foods and 
sugar-sweetened beverages was needed. Taxes should also be imposed on such products. Early 
childhood development was a key determinant of obesity and related health problems later in life, and 
Member States should therefore adopt multisectoral and life course approaches to ensure the creation 
of environments conducive to healthy child development. He called on the Director-General to 
facilitate technical support in developing evidence-based national policies and building capacity for 
their implementation. The draft decision should be adopted. 

The representative of JAPAN said that, as previous WHO efforts had focused mainly on child 
malnutrition, attention to childhood obesity was welcome. The problem should be addressed as a 
preventable cause of noncommunicable diseases in adulthood. Action taken on the recommendations 
on ending childhood obesity should be consistent with the guidelines set out in relevant plans and 
strategies, such as those relating to noncommunicable diseases and maternal, infant and young child 
nutrition. If an implementation plan was to be adopted, appropriate indicators would have to be 
developed in order to ensure monitoring and accountability. It should be borne in mind that the issue 
of labelling, addressed in the Commission’s recommendations 1.6 and 1.7, was a sensitive one. 

The representative of MALAYSIA said that soft policies introduced to date to address 
childhood obesity had not worked effectively, and her Government was therefore pleased that the 
Commission’s report reflected the need for hard policies. Strong political will would be needed to 
ensure that such policies were implemented. In 2015 Malaysia had hosted a bioregional workshop on 
restricting the marketing of foods and beverages to children in the Western Pacific and South-East 
Asia. The participating countries were committed to implementing the actions identified during the 
workshop. 

The representative of ICELAND said that the report of the Committee on Ending Childhood 
Obesity provided valuable guidance to Member States that would support the implementation of 
programmes to promote healthy foods and habits. No single intervention could halt the rising level of 
obesity, which was a major global challenge and a known risk factor for numerous other conditions. 
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The representative of CHILE said that her country was implementing a policy on food and 
nutrition that was in line with the Commission’s recommendations. It had adopted a law on food 
labelling, requiring information on calories, sugar, sodium and saturated fats. The marketing, sale and 
giving away of such foods to children was also to be prohibited in schools and other settings 
frequented by children. Support from the Secretariat in evaluating the cost-effectiveness of various 
measures would be welcome, as evidence of effectiveness would make it easier to gain support for 
needed legislative, regulatory and fiscal measures. 

The representative of SRI LANKA, speaking on behalf of the Member States of the South-East 
Asia Region, said that the countries in the Region faced the double burden of persistent undernutrition 
and increasing childhood obesity, which needed to be addressed simultaneously. Priority needed to be 
given to improving diets, promoting physical activity and combating the aggressive promotion of 
unhealthy food to children. A multisectoral, action-oriented approach was also needed. The countries 
of the Region supported the draft decision and were committed to implementing the Commission’s 
recommendations. 

The representative of SUDAN, noting that many developing countries, including his own, faced 
the double burden of malnutrition and obesity, said that the Commission’s recommendations provided 
a basis for realistic interventions for tackling childhood obesity in a comprehensive manner that dealt 
with contributing factors such as policy and environment. 

The representative of FINLAND expressed strong support for efforts to scale up action to tackle 
childhood obesity, without which obesity-related problems would continue to threaten the future 
health and well-being of individuals and societies. Prevention of obesity was simple in theory, but 
difficult to follow in practice, since children lived in obesogenic environments. Adults were 
responsible for allowing that environment to exist and must take action to change it. The marketing of 
unhealthy foods to children was an important issue to address, but it was also crucial to improve the 
quality of foods given to children, which was often of lower nutritional quality than food consumed by 
adults, with high levels of sugar, fat and salt. He supported the draft decision. 

The representative of BARBADOS said that his country had incorporated several of the 
Commission’s recommendations into its national action plan for preventing obesity in childhood and 
adolescence, including the promotion of exclusive breastfeeding and increased physical activity and 
the reduction of the marketing of unhealthy foods to children. An intersectoral approach was essential 
in addressing the social determinants of childhood obesity. He called on the Secretariat to provide 
technical support for the monitoring and evaluation of the plan and to allocate resources specifically to 
support developing countries in combating childhood obesity. 

The representative of CHINA said that the report of the Commission on Ending Childhood 
Obesity could have been further enhanced through the inclusion of information on regional differences 
in indicators and standards. His Government supported the Commission’s recommendation 6.1 on the 
provision of weight management services, but considered that the question of whether such services 
would be covered under national medical insurance should be decided in the light of national 
circumstances. 

The representative of CANADA said that a critical aspect of the successful implementation of 
the recommendations would be sharing of best practices and lessons learned in developing and 
implementing domestic policies to improve health and reduce childhood obesity. The Secretariat 
should consider how best to facilitate such information-sharing in order to build the global evidence 
base. Her Government supported the draft decision and looked forward to supporting the Secretariat 
and other partners in developing the implementation plan. 



152 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 

The representative of the REPUBLIC OF KOREA said that action to tackle childhood obesity 
needed to address not only its effects on physical, psychological and social well-being, but also factors 
that led to obesity, such as food intake, nutritional imbalances and inactivity. Cognizant of the link 
between sugar consumption and obesity, her Government had introduced educational and other 
measures to reduce children’s sugar intake and to restrict the marketing of high-calorie, low-nutrition 
foods. Food industry and consumer advocacy groups were cooperating with the Government in those 
efforts. 

The representative of SURINAME, referring to recommendation 4.4 on support for 
breastfeeding in the workplace, said that Secretariat support in encouraging employers to facilitate the 
practice would be appreciated. Increased attention to the promotion of healthy diets was needed, 
especially since the food industry often sought to focus attention on lack of physical activity in order 
to divert attention away from high-calorie foods as a key determinant of obesity. The Secretariat 
should provide guidelines on how the health and education sectors might forge partnerships with food 
producers. 

The representative of BRAZIL, welcoming the Organization’s efforts to increase the visibility 
of the issue of childhood obesity, said that the Commission’s recommendations were science- and 
evidence-based and would guide Member States as they developed and implemented measures to end 
childhood obesity. She supported the draft decision. 

The representative of JAMAICA said that his Government had recently drafted a national plan 
for preventing and controlling obesity among children and adolescents that was in line with the 
Commission’s recommendations. Relevant sectors, including the education sector and the food 
industry, had been engaged in promoting healthy lifestyles. However, protracted legislative and policy 
development processes and unsustainable or inconsistent implementation of programmes posed 
challenges. He urged WHO and other international organizations to advocate the necessary technical 
and financial support to enable countries, especially small island developing States, to implement the 
recommendations. 

The representative of THAILAND, voicing strong support for the recommendations, said that a 
life course approach was needed to prevent obesity. At present, WHO recommendations on physical 
activity did not cover pregnant women or children under 5 years of age. Guidance should be expanded 
to cover those two groups in order to further promote physical activity and reduce sedentary lifestyles. 
The Secretariat should provide technical support to Member States for the development of plans to end 
childhood obesity. 

The representative of NEW ZEALAND said that her Government had launched a childhood 
obesity plan in 2015 as part of its life course approach to noncommunicable diseases. Prenatal 
malnutrition and low birth weight could create a predisposition to obesity, heart disease and diabetes 
later in life. Improving care before and during pregnancy was therefore crucial for risk reduction. The 
prevention and control of childhood obesity required a whole-of-government approach, with 
innovative strategies across the health, education, agriculture, environment and economic development 
sectors. 

The representative of MEXICO said that comprehensive, long-term action was needed to halt 
the rise in childhood obesity. Education had the power to inculcate attitudes for a lifetime, and 
children should therefore be educated on healthy life choices. Full use should be made of information 
technologies to inform the public and also to monitor and evaluate the effectiveness of actions 
undertaken. Legal provisions should be put in place to reduce the consumption of foods of limited 
nutritional value and regulate advertising of food products to children. A sustainable solution to 
childhood obesity would only be found with the involvement of all stakeholders. 
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The representative of the RUSSIAN FEDERATION said that reducing childhood obesity would 
have a positive impact on the elimination of noncommunicable diseases in adults and thus reduce 
premature mortality rates. Proper maternal and child nutrition was crucial and required concerted 
public awareness-raising efforts. Particular attention should be paid to adolescents, using an 
interdisciplinary approach and peer education activities. Her Government was developing a healthy 
schools programme, bringing together teachers, doctors, psychologists and experts in child health to 
promote healthy lifestyles, including healthy eating and physical activity. 

The representative of INDONESIA said that measures had been taken in Indonesia to promote a 
comprehensive approach to improving nutrition, with a focus on the first 1000 days of life. Food 
labelling regulations required information on salt, sugar and fat content. Guidance had been developed 
on communication, information and education services for prevention and early detection of childhood 
obesity at the primary care level. Healthy eating campaigns had been conducted and nutritional 
surveillance had been improved. 

The representative of COSTA RICA said that efforts were being made to address childhood 
obesity in Costa Rica. While the Commission’s recommendations were sound, some Member States 
would require technical and financial assistance from relevant international organizations to ensure 
their implementation. 

The observer of CHINESE TAIPEI said that to end childhood obesity clear targets must be set 
to hold politicians accountable; blame should not be placed on individuals, but rather on the food 
system, which should be changed. Legislation should be adopted to protect children against the 
marketing and sale of junk foods. Chinese Taipei required food labelling to show the sugar and calorie 
content of foods and drinks. Steps were being taken to eliminate the use of trans-fats by 2018. The 
creation of supportive environments for healthy eating and physical activity was an urgent priority. 
Healthy choices must be easy choices and therefore must be accessible, affordable and attractive. 

The representative of UNDP said that rising levels of overweight and obesity constituted a 
major challenge to sustainable development and must be addressed through a multisectoral approach. 
With regard to fiscal policies to reduce the consumption of unhealthy foods, any revenue from food 
taxes should be used to finance multisectoral health responses. As lack of policy coherence regarding 
the operations of multinational corporations was a major threat to progress towards ending childhood 
obesity, ensuring the primacy of the right to health should be a main concern in policy and trade 
considerations. While WHO’s leadership role should be recognized and supported, interagency 
collaboration for the prevention and control of noncommunicable diseases was essential, and the 
Commission’s recommendations should be considered in the light of the work of the United Nations 
Inter-agency Task Force on the Prevention and Control of Non-communicable Diseases. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that policies to promote breastfeeding, increase access to healthy foods and engage 
the media and other sectors in promoting healthy lifestyles should be encouraged. Partnerships should 
be established between government agencies, the private sector and civil society to prevent 
malnutrition in all its forms through a multisectoral approach. The adoption of a standardized global 
nutrient labelling system would facilitate comparisons between countries and mitigate the influence of 
industry forces on national dietary guidelines. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that his organization welcomed the proposed recommendations in support of tax on 
beverages with high sugar content. Like taxes on tobacco, such taxes could have a powerful impact. 
Tax policies should be supported by investment to increase access to healthy foods and opportunities 
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for physical activity. Such investment could be subsidized from sugar tax revenue. It was regrettable 
that the report did not explicitly hold the food industry accountable for its role in the childhood obesity 
crisis. Greater regulation of the food industry was essential. He urged the Secretariat to acknowledge 
the role of private actors in accelerating the obesity crisis and to provide guidance for Member States 
on policy options to mitigate their impact. 

The representative of the WORLD OBESITY FEDERATION, speaking at the invitation of the 
CHAIRMAN, called on Member States to implement the Commission’s recommendations as a matter 
of urgency and on the Secretariat to provide technical assistance where necessary. The Federation 
strongly supported the development of an implementation plan with a robust monitoring and 
accountability framework. It encouraged Member States to promote healthy food options and prevent 
any undue influence of commercial interests on their policy decisions. 

The PROGRAMME MANAGER (Surveillance and Population-based Prevention) thanked the 
Commission for its report and its six recommendations, and noted the Health Assembly’s expressions 
of support for the recommendations. The report had been the outcome of extensive regional 
consultations, and the recommendations thus reflected the views of a broad range of Member States as 
to how best to prevent childhood obesity. Consideration was being given to how the Secretariat could 
support Member States, in particular by building on existing initiatives with regard to maternal, infant 
and child nutrition and noncommunicable diseases, including the WHO Global Strategy on Diet, 
Physical Activity and Health. The recommendations contained in the Commission’s report were 
flexible and could be tailored to national situations; the Secretariat would provide an implementation 
framework and technical support where requested. It would also encourage sharing of information and 
best practices. He had taken note of the observation that WHO did not provide recommendations on 
physical activity for young children or pregnant women; the Secretariat would address that omission 
as part of the revision of the WHO recommendations on physical activity in 2017. 

The CHAIRMAN took it that the Committee wished to approve the draft decision. 

The draft decision was approved.1 

Draft global plan of action on violence: Item 12.3 of the agenda (documents A69/9 and 
EB138/2016/REC/1, resolution EB138.R3) 

The representative of PAKISTAN, speaking in his capacity as the representative of the 
Executive Board, said that, at its 138th session, the Executive Board had considered the report by the 
Secretariat on the draft global plan of action on violence (document EB138/9). Some 25 participants 
had taken the floor, noting the crucial importance of the health sector’s role in preventing and 
responding to violence and expressing their appreciation of the comprehensive, consultative manner in 
which the plan had been developed. The Board had endorsed the plan and adopted resolution 
EB138.R3, which contained a draft resolution recommending that the Health Assembly also endorse 
the plan of action. 

The representative of the UNITED STATES OF AMERICA, speaking on behalf of the Member 
States of the Region of the Americas, commended the comprehensive consultation process, which had 
ensured that the draft plan of action was pertinent to all. The focus on violence against women, girls 
and children was particularly welcome and would make the plan of action a valuable tool for helping 
Member States to protect the most vulnerable members of society. While applauding the plan’s 
emphasis on the role of the health sector in addressing negative health outcomes of violence, he 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as decision WHA69(12). 
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pointed out that health systems should also play a role in prevention and in advocating a multisectoral 
approach. Violence against women was a serious consequence of gender inequality. Implementation of 
the global plan would contribute to a world without violence and to the attainment of the Sustainable 
Development Goals. The Member States of the Region looked forward to working with other Member 
States to implement the plan. 

The representative of SOMALIA, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the health sector represented a key entry point for ending violence. 
The draft global plan of action focused on strengthening the role of the health sector, which was 
indeed important, but the need for a multisectoral approach could not be overemphasized. She called 
on the Director-General to support Member States in adapting and implementing the plan in 
accordance with national legislation, capacities, priorities and circumstances. 

The representative of SWEDEN, speaking also on behalf of Canada, New Zealand, Thailand, 
Uruguay and Zambia, said that health systems had a key role to play in preventing violence, since 
health professionals were often the first point of contact for victims and provided not only medical 
care but vital guidance on where to turn for help. As research had shown that violence against women 
and girls was often linked to sociocultural norms, every effort must be made to challenge harmful 
gender stereotypes and end harmful traditional practices such as child marriages. WHO should 
facilitate the sharing of information and best practices in order to build the evidence base for 
successful violence prevention programmes. Member States should protect women’s and girls’ sexual 
and reproductive health and rights, particularly given the high numbers of deaths during pregnancy, 
childbirth, or as a result of unsafe abortions, all of which disproportionately affected poor women. 
Investment in empowerment, social justice and human rights was essential. 

The representative of SRI LANKA said that his Government was already implementing 
measures described in the draft plan of action to protect women from violence. It had developed a 
training module to strengthen health service capacity to respond to survivors of gender-based violence 
and established care centres for survivors. A new programme for awareness-raising among newly 
married couples had been designed to educate them on the benefits of a family environment without 
violence, responsible sexual practices and men’s participation in parenthood. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, welcoming the draft plan of action and draft resolution, said that tackling violence against 
women and girls, and against children, was a priority for his Government, which was working 
nationally and internationally to prevent early and forced marriage, female genital mutilation, sexual 
violence during conflict, violence against older people and child sexual exploitation, and to address 
other issues raised in the draft plan. His Government attached particular importance to guaranteeing 
sexual and reproductive health and rights for all and encouraged WHO to be active and vocal in that 
regard. 

The representative of URUGUAY said that violence against women and children prevented 
them from enjoying their rights fully and was the result of asymmetrical relationships in patriarchal 
societies. Governments should work to uphold the rights of women and children to a life without 
violence, by mainstreaming a gender perspective in all policies. Efforts to prevent violence and 
promote women’s rights must also be directed at men. Ending violence against women and children 
was crucial to the attainment of the Sustainable Development Goals. In Uruguay, a new national plan 
of action to address gender-based violence had been adopted and a multisectoral bill on the issue was 
currently before parliament. She supported the draft resolution. 
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The representative of JAMAICA, commending the plan of action, said that interpersonal 
violence constituted a major public health problem in Jamaica. Violence against health care workers 
was also a concern. Mechanisms and guidelines were needed to train members of the public health 
workforce to identify and treat victims of violence. WHO technical guidance on best practices for 
preventing violence against health care workers and strengthening health systems’ capacity to identify 
and treat victims of violence would be appreciated. She supported the draft resolution. 

The representative of AUSTRALIA welcomed the commitment of Member States to address 
violence, in particular against women and girls and against children. His Government had zero 
tolerance for violence, which had a devastating impact on individuals, families, communities and 
society as a whole, and was pleased that the draft plan of action reflected the need for a whole-of-
society and whole-of government approach, with responses tailored to the needs of vulnerable groups. 

The representative of ICELAND said that his Government was taking a new approach to 
domestic violence prevention that involved removing the perpetrator from the home and issuing 
restraining orders, to provide better protection for victims. First response was being improved through 
cooperation between the police and social services. The purchasing of sexual services and profiting 
from prostitution had been made illegal, but sex workers were not penalized. Iceland had signed, and 
intended to ratify, the Council of Europe Convention on preventing and combating violence against 
women and domestic violence. The plan of action would support efforts to end violence in all its 
forms, and he therefore supported the draft resolution. 

The representative of CHILE said that her Government shared the vision of the plan of action 
and particularly appreciated the focus on a life course approach and human rights, gender equality, 
evidence-based policy-making, universal health coverage and public participation. Despite the 
seriousness of the problem, interpersonal violence did not receive sufficient attention at the national 
level. Support from WHO and other international organizations was therefore needed. Chile had 
established an interministerial commission on health and gender-based violence to review the national 
policy on the matter, expanding its scope and incorporating available scientific evidence. She 
supported the draft resolution. 

The representative of the UNITED REPUBLIC OF TANZANIA, endorsing the draft global 
plan of action and the draft resolution, said that his Government was taking measures to integrate 
primary and secondary violence prevention into health programmes and ensure a comprehensive, 
evidence-based approach. 

The representative of EQUATORIAL GUINEA, speaking on behalf of the Member States of 
the African Region, called on Member States to make a commitment to strengthen the capacity of their 
health systems to tackle the problem of interpersonal violence, in particular against women and girls 
and against children, and on WHO and other partners to provide technical and financial support for 
that purpose. The countries of the Region supported the draft resolution. 

The representative of GERMANY said that the adoption of the global plan of action on violence 
would be an important milestone. The consultation process through which the plan had been drafted 
had been exemplary and the vision and goals well chosen. The plan provided useful guidance for 
Member States, particularly for training health professionals and coordinating support systems. She 
encouraged all Member States to implement the action plan, which would be crucial for the attainment 
of the Sustainable Development Goals. 

The representative of THAILAND said that the challenges posed by interpersonal violence 
required a coordinated multisectoral response, in line with the principles of a Health in All Policies 
approach. Effective information systems would be required to track progress with regard to the 
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implementation of the global action plan, and developing countries would need technical support in 
that regard. The implementation of the global plan, with high-level political cooperation and social 
participation, would be crucial for the attainment of the Sustainable Development Goals. 

The representative of CHINA said that the role of the health system in curbing violence, in 
particular against women and children, was key. She welcomed the acknowledgement in the draft plan 
of action of the importance of adapting anti-violence measures to local contexts. China had recently 
adopted a law on the prevention of domestic violence. Measures to prevent interpersonal violence 
must be taken using a multisectoral approach, with enhanced cooperation. The adoption of the plan of 
action would consolidate the health sector response to violence, support the collection of data and 
evidence and improve intersectoral coordination. 

The representative of CANADA, expressing support for the draft resolution, said that her 
Government applauded WHO’s leadership in the drafting of the global action plan, which clearly 
recognized violence as a public health issue. She commended the significant efforts made to ensure 
that the global plan was grounded in evidence and provided clear and practical guidance for Member 
States to respond effectively to violence against women and children. As guidance and training on the 
implementation of the plan would be useful, Canada had provided funds to WHO to develop 
guidelines and a curriculum on the health sector response to child maltreatment. 

The representative of MONACO said that her country’s national policies were fully in line with 
the draft global plan of action. Medical services for victims of violence worked with social and law 
enforcement services and civil society. Particular attention was paid to prevention through awareness-
raising activities for society as a whole and through school programmes for children. She supported 
the draft resolution. 

The representative of VIET NAM said that she welcomed the draft resolution’s 
acknowledgement of the key role of the health system in addressing interpersonal violence. Medical 
interventions, however, should not be a substitute for more holistic approaches aimed at protecting the 
individual’s dignity and mental and social well-being. She urged the Secretariat to develop guidelines 
to support health systems in providing such approaches at the first point of contact. 

The representative of COSTA RICA said the draft resolution would provide a road map for 
countries to set priorities for the prevention of violence against women and children. Costa Rica had 
been a pioneer in tackling violence against women and children, both through the health sector and 
through cooperation with relevant institutions. The problem should be treated as a priority for health, 
public safety and social development. 

The representative of SWITZERLAND, welcoming the extensive consultations carried out to 
finalize the global plan of action, said that her Government attached great importance to curbing 
violence, especially against women and children, and supported the draft resolution. 

The representative of MEXICO said that the strategic directions and activities envisaged under 
the plan of action would boost the capacity of health systems to address the problem of violence 
against women and children. Midterm goals to be met before 2030 should be established with a view 
to tracking progress and identifying any potential barriers that would hinder full achievement of the 
plan’s objectives. 

The representative of the RUSSIAN FEDERATION said that she appreciated the Secretariat’s 
efforts to improve the draft plan of action and take into account the positions of Member States. Her 
Government was working to stop violence against women and children, which required action on the 
part of various sectors, with the health system playing a key role. Medical personnel were required to 
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screen for signs of violence and report suspected cases to law enforcement officials. Schools and 
antenatal clinics also played an important role in identifying cases of violence.  

The representative of INDONESIA said that her Government was continuing to strengthen its 
legislation and policies to respond to the problem of violence against women and children. The 
identification of cases of violence at the primary care level should be improved, supported by better 
reporting systems. She fully supported the draft plan of action. 

The representative of PANAMA said that violence was both a health and a social problem. The 
cooperation of many governmental departments and nongovernmental and community organizations 
was needed to tackle the problem. It was of the utmost importance to develop strategies to prevent 
violence and provide treatment and rehabilitation for victims. Particular attention should be given to 
vulnerable groups, including older and disabled persons. She supported the draft plan of action. 

The representative of TURKEY said that his Government had actively contributed to the 
drafting of the Council of Europe Convention on preventing and combating violence against women 
and domestic violence, the most far-reaching international treaty on the subject. Although it was an 
instrument of the Council of Europe, any Member States of the United Nations could be a party to the 
Convention, which established a legally binding definition of violence against women. One chapter 
was devoted to women migrants and asylum seekers who faced gender-based violence. He welcomed 
the global plan of action and supported the draft resolution. 

The representative of SURINAME said that strengthening the capacity of health systems to 
address violence would be a long process, requiring change in societies. The plan’s four strategic 
directions should be incorporated in the development of national policies. Protocols and operating 
procedures to strengthen the response of health systems should also be developed. She supported the 
adoption of the draft resolution, but highlighted the need not to overlook the problem of violence 
among men, especially young men. 

The representative of PARAGUAY said that her Government welcomed the draft plan of action 
but would require support from the Secretariat in order to make the necessary adjustments in its plans 
and programmes. The plan would succeed only with high-level political commitment and the 
participation of civil society and various governmental institutions. Adequate financial and human 
resources would also be needed to meet the commitments set out in the plan. 

The representative of MALDIVES said that her Government had developed a framework for the 
health system’s response to domestic and interpersonal violence. Legislation had been enacted in 2013 
and was being implemented. Efforts to raise community awareness of violence had been carried out, 
and the reporting of violence had increased. She supported the adoption of the draft resolution. 

The observer of CHINESE TAIPEI said that Chinese Taipei had implemented laws and 
allocated funds for violence prevention. Multisectoral coordination mechanisms involving the health 
sector, the police, social services, and the education and labour sectors were in place. Chinese Taipei 
stood ready to play a key role in violence prevention and control at the global level. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that the Council was strongly in favour of strengthening the role of health systems 
in a multisectoral response to interpersonal violence. To prevent violence and respond to the needs of 
child survivors, health care systems should be equipped to provide essential medical care, including 
treatment of post-traumatic stress disorder. In addition, health care workers should be trained to 
identify and respond to signs of abuse and violence, and emergency response systems should be 
equipped to meet the specific needs of children. 
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The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of the CHAIRMAN, said that nurses played a valuable role in addressing violence, as they 
were often the first point of contact for victims. Education was key, as educated girls and women were 
more likely to resist abuse. A multisectoral response was required to develop and implement zero-
tolerance policies and programmes. The Council was committed to working with governments to 
implement the plan of action. 

The representative of the INTERNATIONAL PEDIATRIC ASSOCIATION, speaking at the 
invitation of the CHAIRMAN, and also on behalf of the International Society for the Prevention of 
Child Abuse and Neglect, said that the two organizations would work to ensure that child protection 
was included in training for all children’s health workers. UNICEF and WHO should continue to 
emphasize obligations under the United Nations Convention on the Rights of the Child and related 
agreements. Countries should enact and enforce laws that protected the well-being of children. 
Prevention of violence against children in wars, in communities and in the home should be recognized 
as a priority in nation-building strategies. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, said that pharmacies provided easy access to advice on health 
issues and could support victims in reporting violence and seeking help. The majority of pharmacists 
were women, making it easier for them to converse with women victims of violence. Pharmacists in 
several countries were collaborating in programmes for the detection and reporting of interpersonal 
violence. 

The representative of the INTERNATIONAL PLANNED PARENTHOOD FEDERATION, 
speaking at the invitation of the CHAIRMAN, said that pregnant women could be especially 
vulnerable to violence. There was a shortage of health workers able to address sexual and physical 
violence against women, and many women were left without support and services. Moreover, they 
might be further stigmatized by health care workers. The global plan set out a clear path for ending 
violence against women and girls in accordance with the 2030 Agenda for Sustainable Development. 
However, political support and financial commitment would be needed to turn the plan into action. 

The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 
invitation of the CHAIRMAN, said that addressing violence required specific strategies tailored to the 
populations exposed. Violence against women was a manifestation of structural inequalities between 
the sexes and required targeted policies. She urged Member States, WHO and other United Nations 
agencies to intensify their response in that regard. Research was needed to identify effective health 
care strategies within a multisectoral response plan. The health sector should expand its role in 
preventing violence, ensure the quality and reach of prevention programmes and increase access to 
services for victims, and the medical profession should ensure the integration of violence prevention 
into medical school curricula. 

The representative of the WORLD FEDERATION FOR MENTAL HEALTH, speaking at the 
invitation of the CHAIRMAN, said that she was pleased to see that the plan of action integrated 
mental health care into the overall health response to violence. The plan also acknowledged the need 
for research and recommended the adoption of evidence-based programmes to prevent violence. She 
welcomed WHO’s support for such research through the Violence Prevention Alliance. 

The representative of WORLD VISION INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, and also on behalf of The Save the Children Fund, urged Member States to adopt the 
draft resolution. Preventing and addressing violence in childhood could yield major benefits for both 
the individual and society. The draft global plan sought to ensure child-sensitive approaches and 
recognized that successful prevention must address the structural causes of violence, including cultural 
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norms and attitudes. The plan’s alignment with the Sustainable Development Goals offered a unique 
opportunity to galvanize political will and mobilize wide-ranging social support to end violence 
against girls and boys. 

The representative of HANDICAP INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, said that he welcomed the draft plan’s recognition of the disproportionate vulnerability 
of certain populations to violence because of social exclusion, marginalization, stigma and 
discrimination. He was particularly pleased to note the frequent reference to the need to address 
violence against persons with disabilities. He urged the Secretariat and Member States to continue to 
put emphasis on persons with disabilities in the implementation of the plan. 

The ASSISTANT DIRECTOR-GENERAL (Family, Women’s and Children’s Health) said that 
the statistics on violence against women and children were shocking. One in three women experienced 
violence in their lifetime, and 25% of children were exposed to violence or abuse. Violence had 
devastating consequences on the health and well-being of women and children, and was also a 
profound violation of their rights. The discussions that had culminated in the development of the 
global plan of action on violence had involved extensive consultations over a two-year period, and had 
already achieved the objective of raising awareness of the magnitude of the problem. Now it was time 
to translate anger about and zero tolerance of violence into concrete action by adopting and 
implementing the global plan of action. The plan was a road map to be used within national 
development plans in addressing the Sustainable Development Goals. Its multisectoral approach took 
into consideration the role of sectors other than health in addressing the problem. 

For the Secretariat, the development of the plan had been an incredible journey, involving staff 
across departments, clusters and regions. The Secretariat was committed to continuing to measure the 
prevalence of violence and publishing data, developing and testing effective interventions and 
ensuring the availability of training and tools for health workers. It would work with Member States to 
achieve the vision of a world in which all women and children had the right to live, thrive and achieve 
their potential. 

The ASSISTANT DIRECTOR-GENERAL (Noncommunicable Diseases and Mental Health), 
underscoring the important role of men in countering violence against women, said that Member 
States deserved much of the credit for the development of the draft global plan of action. As Member 
States moved into the implementation phase, the Secretariat would strive to ensure that they had the 
tools needed to work as effectively as possible. Member States also deserved credit for ensuring that 
the issue of violence against women and children was addressed in the Sustainable Development 
Goals. That historic accomplishment was the result of much collective effort. 

The CHAIRMAN took it that the Committee wished to approve the draft resolution contained in 
resolution EB138.R3. 

The draft resolution was approved.1 

Prevention and control of noncommunicable diseases: responses to specific assignments in 
preparation for the third High-level Meeting of the United Nations General Assembly on the 
Prevention and Control of Non-communicable diseases in 2018: Item 12.4 of the agenda 
(documents A69/10 and EB138/2016/REC/1, resolution EB138.R4) 

The representative of MALTA, speaking in his capacity as the representative of the Executive 
Board, said that the Executive Board, at its 138th session, had considered the report by the Secretariat 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.5. 
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on its response to specific assignments given by the United Nations General Assembly and the World 
Health Assembly to the Secretariat in preparation for the third High-level Meeting of the United 
Nations General Assembly on the Prevention and Control of Non-communicable Diseases in 2018 
(document EB138/10). A total of 21 Member States had taken the floor to express their continued 
commitment to implement the road map of national commitments included in the 2011 Political 
Declaration on the Prevention and Control of Non-communicable Diseases and the 2014 outcome 
document adopted by the United Nations General Assembly in New York (General Assembly 
resolution 68/300). They had underscored the importance of technical assistance from WHO and other 
organizations of the United Nations system in preparing for the third High-level Meeting. Member 
States had welcomed the process proposed by the Secretariat to update the menu of policy options for 
the prevention and control of noncommunicable diseases and the process proposed to develop an 
approach for registering and publishing contributions of non-State actors to the achievement of the 
noncommunicable disease targets. The Board had recommended the adoption of the draft resolution 
contained in resolution EB138.R4. 

The representative of MONACO said that she wished to propose amendments to the draft 
resolution with the aim of reflecting recent developments, in particular with regard to the global 
coordination mechanism on the prevention and control of noncommunicable diseases. The 
amendments, which would have no financial implications for the Secretariat, would read: 

OP3bis. “NOTES that the Director-General has received two reports of the Working Groups of 
the WHO Global Coordination Mechanism on the Prevention and Control of NCDs to 
recommend ways and means of encouraging Member States to realize the commitment included 
in paragraphs 44 and 45(d) of the 2011 Political Declaration of the High-level Meeting of the 
United Nations General Assembly on the Prevention and Control of NCDs, as per footnote 4 
under action 3.1 and footnote 5 under action 5.1 in Annex 5 of document A69/10.” 

OP4.3 “[requests the Director-General] to continue to provide, upon request, technical support 
to Member States to strengthen their efforts to implement national NCD responses, including in 
the areas covered by the two reports of the Working Groups of the WHO Global Coordination 
Mechanism on the Prevention and Control of NCDs, within the parameters set out in the 
programme budget.” 

The representative of the UNITED STATES OF AMERICA, commending the Secretariat’s 
work to fulfil the assignments given to it by the Health Assembly and the United Nations General 
Assembly, said that the global coordination mechanism was proving a valuable means of advancing 
multistakeholder action on noncommunicable diseases. He particularly appreciated the stepwise 
approach taken by the Secretariat, addressing financing and private-sector engagement in the first year 
and exploring ways of integrating noncommunicable diseases in other health programmes and 
enhancing international cooperation in the second year. He supported the draft resolution, with the 
amendments proposed by the representative of Monaco. 

The representative of TONGA, speaking on behalf of the Pacific island countries, said that 
noncommunicable diseases posed the greatest challenge to the achievement of development goals for 
Pacific island countries and were therefore a priority for their leaders, who had taken a number of 
actions, including the implementation of multisectoral, country-specific road maps on tobacco and 
alcohol control; interventions to reduce consumption of unhealthy foods and drinks; and measures to 
strengthen of the evidence base in order to enhance the effectiveness of programmes and the efficiency 
of spending on prevention and control of noncommunicable diseases. Pacific island nation leaders 
would continue to work together to address noncommunicable diseases. 
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The representative of SURINAME, noting that her Government had recently used the WHO salt 
reduction toolkit as the basis for an action plan to reduce salt consumption, said that the development 
of a proposal for registering the contributions of non-State actors was welcome. She agreed that such 
registration should not be used to serve the interests of non-State actors or to promote their brands, 
products, views or activities if they did not contribute to the prevention and control of 
noncommunicable diseases. She supported the draft resolution, but suggested the inclusion of a 
reference to the promotion of a Health in All Policies approach, which would facilitate intersectoral 
collaboration. 

The representative of OMAN said that, in April 2015, Oman had hosted a joint mission 
comprising representatives of five organizations of the United Nations system, which had met with 
members of parliament and representatives of the private sector and civil society, and which had 
resulted in the adoption of an action plan on the prevention and control of noncommunicable diseases. 
He reaffirmed Oman’s commitment to the implementation of that action plan. 

The representative of the CONGO, speaking on behalf of the Member States of the African 
Region, said that the African countries bore a heavy burden of noncommunicable diseases; however, 
epidemiological data on such diseases was lacking in most Member States of the Region. Mitigating 
the risk factors of noncommunicable diseases was also a significant challenge for the Region, owing to 
the high costs involved. Careful preparation would be required in order to reach a technical consensus 
prior to the third High-level Meeting in 2018. He suggested that the Director-General should set up a 
working group to draft a decision on reducing the harmful use of alcohol as a risk factor for 
noncommunicable diseases, to be submitted first to the Executive Board at its 140th session and then 
to the Health Assembly. 

The representative of TIMOR–LESTE said that, with support from the Regional Office for 
South-East Asia, his Government had implemented a national action plan on noncommunicable 
diseases in alignment with the nine voluntary global targets, and had introduced the WHO Package of 
Essential Noncommunicable Disease Interventions as part of its primary health care package. It would 
welcome continued support from WHO on the issue. He supported the draft resolution. 

The representative of CHINA, expressing support for the draft resolution, said that 
noncommunicable disease control had been included in her Government’s 10-year health plan. While 
she supported WHO leadership on noncommunicable disease and control, collaboration with other 
international organizations should be enhanced. Greater support should be provided to developing 
countries and the establishment of prevention and control programmes promoted. Surveillance systems 
should also be strengthened. 

The representative of LEBANON, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the Region had made progress in the prevention and control of 
noncommunicable diseases, but challenges remained with regard to intersectoral coordination, 
especially in countries affected by political instability and humanitarian emergencies. She urged the 
Secretariat to complete and share with Member States the work on “best buys” referred to in Appendix 3 
to the global action plan. Many countries had capacity gaps in noncommunicable disease surveillance, 
and were not yet implementing the WHO global monitoring framework for noncommunicable 
diseases. The countries of the Region looked to the Secretariat for support in that regard and also for 
support in preparing for the 2018 High-level Meeting. A key issue was lack of guidance on addressing 
noncommunicable diseases as part of emergency preparedness, response and recovery. The Regional 
Office for the Eastern Mediterranean was developing such guidance, but it should be a priority for the 
Organization as a whole. 
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The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that her Government was taking a wide range of actions to address the risk factors for 
noncommunicable diseases, including the implementation of standardized packaging for tobacco 
products and plans to introduce a sugar levy in 2018. The Government also supported developing 
countries in combating the issue through health system strengthening, capacity-building and access to 
essential medicines and equipment. She supported the draft resolution and the amendments thereto 
proposed by the representative of Monaco. 

Ms Koivisto took the Chair. 

The representative of SRI LANKA said that his Government had launched a five-year action 
plan with a view to attaining the global targets on noncommunicable diseases. He endorsed the 
statement made by the representative of the Congo and believed that an instrument similar to the 
WHO Framework Convention on Tobacco Control was needed in relation to alcohol, as the 
cross-border advertising and marketing of alcoholic beverages was becoming increasingly common. 

The representative of BOTSWANA said that a multisectoral and multipronged approach had 
been adopted in her country to mitigate the risk factors of noncommunicable diseases, including the 
introduction of a Health in All Policies initiative and the revitalization of community health structures. 
Recognizing the role that harmful use of alcohol played as a risk factor in the epidemic of 
noncommunicable diseases, she called on the Director-General to study, in consultation with Member 
States, the necessity and feasibility of a legally-binding instrument to strengthen the public health 
response to the harmful use of alcohol and to report through the Executive Board to the Seventy-first 
World Health Assembly. She supported the draft resolution and the proposed amendments. 

The representative of the REPUBLIC OF KOREA said that her Government planned to reflect 
the voluntary global targets in its prevention goals for major noncommunicable diseases. As part of 
efforts to reduce risk factors, it also planned to increase excise taxes on tobacco. It welcomed 
information-sharing as a means for countries to share their achievements and experience. 

Mr Bowles resumed the Chair. 

The representative of BRUNEI DARUSSALAM said that her Government was committed to 
implementing the four time-bound measures for 2015 and 2016 identified in the outcome document of 
the high-level meeting of the United Nations General Assembly in 2014, including by reducing 
premature mortality from noncommunicable diseases by one third by 2030. It welcomed proposed 
updates to the policy options and interventions set out in Appendix 3 to the global action plan and the 
development of an approach to register the contribution of non-State actors. Further technical support 
from WHO in strengthening national capacity to respond to prevention and control challenges would 
be welcome. 

The representative of THAILAND, endorsing the proposal by the representative of Botswana, 
said that alcohol use was the root cause of noncommunicable diseases, violence and other problems. 
Improving country-level surveillance and mortality data collection should be a top priority in the fight 
against noncommunicable diseases. WHO should develop a composite risk index for 
noncommunicable diseases and promote a “total risk” approach. Calling for more role models from 
the Secretariat and from among global health leaders to promote healthy organizations, cities and 
countries, he expressed support for the draft resolution. 

The representative of INDONESIA said that the list of policy options contained in Appendix 3 
to the global action plan should be reviewed and updated, with due regard to country-specific 
situations. Her Government had undertaken significant efforts to prevent and control 
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noncommunicable diseases, such as the launch of an intersectoral healthy lifestyle initiative. The 
Secretariat should coordinate follow-up to the draft resolution in due course. 

The representative of SOUTH AFRICA said that her Government was implementing key 
strategies to address the risk factors for noncommunicable diseases, such as the introduction of a tax 
on sugar-sweetened beverages and the adoption of regulations on salt and trans-fats. She supported the 
proposal to initiate a consultation process with a view to developing an international instrument on the 
harmful use of alcohol. 

The representative of NORWAY said that the partnership dimension of the fight against 
noncommunicable diseases should be strengthened, in line with the 2030 Agenda for Sustainable 
Development. It was to be hoped that the Ninth Global Conference on Health Promotion would give 
impetus to efforts to promote healthy lifestyles as a means of preventing noncommunicable diseases. 
He endorsed the proposed method for updating Appendix 3 to the global action plan. 

The representative of PARAGUAY said that her country had launched a multisectoral national 
plan for the prevention and control of noncommunicable diseases that incorporated the nine voluntary 
targets. Efforts had been made to raise awareness in other sectors in line with the plan’s social 
determinants approach, but support from WHO and other organizations of the United Nations system 
in that regard would be welcome. Greater technical support from WHO was needed to assess the cost-
effectiveness of interventions contained in Appendix 3 to the global action plan. 

The representative of the DOMINICAN REPUBLIC said that his Government was 
implementing legislative measures in fulfilment of the commitments established in the Political 
Declaration of the High-level Meeting of the United Nations General Assembly. It had also adopted 
plans and guidelines for the reduction of salt, sugar and trans-fat consumption and for the promotion 
of physical activity and healthy lifestyles. He supported the draft resolution. 

The representative of BRAZIL said that noncommunicable diseases were a public health 
challenge requiring a coordinated, structured response that took account of social determinants of 
health. She underscored the importance of further strengthening international cooperation to support 
national prevention and control efforts. The High-level Meeting in 2018 would require concerted 
action by Member States and the Secretariat to identify ways of addressing the challenges posed by 
noncommunicable diseases. 

The representative of the RUSSIAN FEDERATION said that her Government had set up a State 
body to coordinate all work being done to promote healthy lifestyles and reduce noncommunicable 
diseases. She supported the draft resolution and the proposed amendments. WHO should continue to 
provide leadership on noncommunicable diseases at the global level and coordinate action with other 
organizations of the United Nations system. 

The representative of IRAQ said that progress reports on noncommunicable disease prevention 
and control efforts should be prepared annually. Reports and expertise should be exchanged at the 
intraregional and interregional levels to ensure full preparedness for the High-level Meeting in 2018. 
His Government had developed a strategic workplan on noncommunicable diseases with the 
participation of various ministries and completed a survey on risk factors. 

The representative of SENEGAL said that her country had an integrated national plan to prevent 
and control noncommunicable diseases that took account of strategic plans on cancer, diabetes and 
other disease and also addressed risk factors. It had conducted a STEPS survey of risk factors for 
noncommunicable diseases. 
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The representative of PANAMA said that she supported the draft resolution and the proposed 
amendments. 

The representative of TURKEY thanked the United Nations Inter-agency Task Force on 
Non-communicable diseases for conducting a field assessment in Turkey. 

The observer of CHINESE TAIPEI said that a number of actions had been taken in Chinese 
Taipei to attain the voluntary global targets and mitigate the risk factors for noncommunicable 
diseases, including the establishment of targets and monitoring indicators and the development of 
multisectoral plans. A health surcharge on tobacco products had also been imposed, with the revenue 
being used for noncommunicable disease prevention and control. 

The observer of the INTERNATIONAL FEDERATION OF THE RED CROSS AND RED 
CRESCENT SOCIETIES said that, in preparation for the High-level Meeting in 2018, further 
attention should be given to the valuable role of volunteers in promoting healthy lifestyles in local 
communities and also to the role of community health workers in supporting lifelong preventive 
behaviour changes and providing care for individuals with chronic illnesses. 

The representative of the ALLIANCE FOR HEALTH PROMOTION, speaking at the invitation 
of the CHAIRMAN, said that, in order to successfully address noncommunicable diseases, a holistic 
approach to the social determinants of health and strong preventive measures based on community 
health education and services were essential. Changes in health financing and public engagement, and 
a more widespread multisectoral and interpersonal approach were also needed. In the preparations for 
the 2018 High-level Meeting, she encouraged Member States to pay serious attention to the 
involvement of civil society. 

The representative of ALZHEIMER’S DISEASE INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, called for Member States to fast-track action to achieve the 2025 
voluntary targets and lay the groundwork for a successful High-level Meeting. Member States should 
implement the four time-bound national commitments for 2015 and 2016, establish and improve 
surveillance and monitoring systems and support the development of a purpose code for 
noncommunicable diseases to track development assistance for noncommunicable disease prevention 
and control. 

The representative of the WORLD DENTAL FEDERATION, speaking at the invitation of the 
CHAIRMAN, said that oral disease should be addressed in all strategies and action plans on 
noncommunicable diseases and that an oral health dimension should be included in the discussions at 
the 2018 High-level meeting. A recent publication by the Regional Office for Africa on promoting oral 
health in Africa as an essential intervention in noncommunicable disease control could serve as a 
model for integrating oral disease into action plans on noncommunicable diseases. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that surveillance systems for noncommunicable diseases should disaggregate data 
by age and sex. Children and adolescents faced unique challenges with regard to the prevention, 
treatment and management of noncommunicable diseases and required solutions tailored to their 
needs. Antenatal visits offered an opportunity to screen for noncommunicable diseases and provide 
integrated services. 

The representative of INTERNATIONAL BABY FOOD ACTION NETWORK, speaking at the 
invitation of the CHAIRMAN, said that the global coordination mechanism had set harmful 
precedents that threatened WHO’s credibility, integrity and effectiveness, and seemed to grant access 
to almost any business while excluding some critical nongovernmental organizations. The mechanism 
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had failed to make any significant progress in curbing harmful marketing practices and, moreover, had 
promoted partnerships with corporations that promoted unhealthy foods. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said that noncommunicable diseases 
were a cross-cutting issue requiring a Health in All Policies and whole-of-government approach. She 
called on the private sector to recognize the potential health threats of products such as processed 
foods, alcohol and tobacco and encouraged governments to introduce legislation limiting public 
exposure to such risk factors. Since there was little donor funding for noncommunicable disease 
prevention and control, governments should seek opportunities for triangular cooperation. 
Governments should also increase youth involvement through youth-orientated awareness 
programmes at local, regional and international levels. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that decision-making on noncommunicable disease efforts had become very 
complicated, with multiple overlapping mandates and forums, which was of concern. He encouraged 
WHO to move from self-review of progress by Member States to an independent reporting system that 
included peer review. Noting the lack of data with respect to progress on the nine voluntary global 
targets, he urged the Secretariat to review its approach to reporting. In the revision of Appendix 3 to 
the global action plan, the Secretariat should also examine trade and health policy coherence and the 
development of capacity in that regard, including through guidelines for assessing the health impact of 
trade agreements. The global coordination mechanism should be tasked with monitoring potential 
conflicts of interest in WHO and United Nations policy-making on noncommunicable diseases, with 
particular attention to the potential influence of major producers of pharmaceuticals, foods and 
beverages. 

The representative of STICHTING HEALTH ACTION INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, said that progress would need to be accelerated considerably in order to 
reduce the noncommunicable disease burden by one third by 2030. The lack of baseline data for seven 
of the nine voluntary global targets revealed an urgent need to reform the measurement system for 
tracking progress. Governments should prioritize policies and strategies for improving access to 
medicines, including through the use of trade-related aspects of intellectual property rights (TRIPS) 
flexibilities. More consideration should be given to cancer in the revision of Appendix 3 of the global 
action plan. 

The representative of the SECRETARIAT of the WHO FRAMEWORK CONVENTION ON 
TOBACCO CONTROL said that the Convention Secretariat was committed to supporting States 
parties in the implementation of the WHO Framework Convention on Tobacco Control and to 
coordinating and leading the global response to achieve the tobacco control-related target under the 
Sustainable Development Goals. The Convention Secretariat was thus also engaged in the fight against 
noncommunicable diseases, especially in the light of a decision in 2014 by the Conference of the 
Parties to the Convention to strengthen its contributions towards the achievement of voluntary global 
target 5 under the global action plan, which called for a 30% relative reduction in prevalence of 
tobacco use by 2025. Although 35 countries were on track to achieve that target, most would not do so 
unless they fully implemented the Convention. She called for the inclusion of the relevant decisions of 
the Conference of the Parties in WHO’s report to the United Nations General Assembly on progress 
achieved in the implementation of the 2011 Political Declaration and the 2014 outcome document, as 
outlined in Annex 7 to document A69/10. She urged all States to become parties to the Convention 
and all current parties to ratify the Protocol to Eliminate Illicit Trade in Tobacco Products. 
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The ASSISTANT DIRECTOR-GENERAL (Noncommunicable Diseases and Mental Health) 
noted that, although much work remained to be done and progress had been uneven among Member 
States, headway had been made since 2011 towards building a global architecture for 
noncommunicable disease control, with efforts being undertaken not only by WHO but by the entire 
world. As a symbol of confidence and trust in WHO’s leadership, the United Nations Economic and 
Social Council had decided to extend the mandate of the United Nations Inter-agency Task Force on 
the Prevention and Control of Non-communicable Diseases to include the new targets related to 
noncommunicable diseases included in the 2030 Agenda for Sustainable Development. The relevant 
resolution had been proposed to the United Nations Economic and Social Council by the Government 
of the Russian Federation and was expected to be adopted on 2 June 2016. A meeting to be held in 
Shanghai, China, in November 2016 would examine how health promotion could accelerate progress 
in achieving the specific targets of the Sustainable Development Goals. 

The adoption of the framework of engagement with non-State actors would also help to 
accelerate work on noncommunicable diseases. The Secretariat was well aware of the potential 
difficulties of working with the private sector and would certainly never accept money from any 
business that made products that were harmful to health. However, if the private sector changed its 
strategies and began producing more healthy foods, then it might be advantageous to enter into 
dialogue with private-sector actors. Indeed, the Organization had a responsibility to encourage the 
production of healthy foods. Nongovernmental organizations played a crucial role in promoting 
lifestyles and could also play a valuable “watchdog” role at the country level, bringing gaps to the 
Organization’s attention and thereby enabling it to better target its efforts. The Secretariat would 
continue to support Member States in implementing the four time-bound commitments for 2015 and 
2016. The Secretariat was grateful to Member States for the input received in the current discussion, 
which would be helpful to it in preparing for the 2018 High-level Meeting. 

The CHAIRMAN said that he took it that the Committee wished to approve the draft resolution 
with the amendments proposed by the representative of Monaco. 

The draft resolution, as amended, was approved.1 

Strengthening synergies between the World Health Assembly and the Conference of the Parties 
to the WHO Framework Convention on Tobacco Control: Item 12.5 of the agenda (documents 
A69/11 and A69/11 Add.1) 

The CHAIRMAN drew attention to the report contained in document A69/11, noting that it 
contained a draft decision proposed by the Secretariat; the financial and administrative implications of 
the decision for the Secretariat were contained in document A69/11 Add.1. 

The representative of NORWAY said that, while he fully endorsed the objective behind the 
proposal to strengthen synergies between the Health Assembly and the Conference of the Parties, the 
draft decision contained in document A69/11 raised governance issues that merited further 
consideration. First, the proposal was unclear on who should present a report to the Health Assembly 
and what it should contain. Second, it was unclear whether the resolutions and decisions alluded to in 
the decision would relate to implementation of the Convention, which in turn raised the question of 
whether the Conference of the Parties or the Health Assembly was the body competent to take action 
relating to implementation. Third, the draft decision could enable WHO Member States that were not 
parties to the Convention to gain influence over the interpretation of the Convention and its 
implementation. Issues relating to implementation were the prerogative of the Conference of the 
Parties, which should be given the opportunity to discuss such issues with the Health Assembly before 
any decisions were taken. 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.6. 

                                                      



168 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 

He therefore proposed two amendments to the draft decision. Paragraph (1) should be replaced 
by: “to invite the Conference of the Parties to the WHO Framework Convention on Tobacco Control 
to consider the provision of a report for information to the World Health Assembly on the outcomes of 
the Conference of the Parties to the WHO Framework Convention on Tobacco Control and the 
modalities relating to the presentation of such a report, and to consider whether to invite the World 
Health Assembly to provide a report for information on relevant tobacco-related actions”. Paragraph (2) 
should be replaced by: “to include a report on the outcome of the seventh session of the Conference of 
the Parties in the provisional agenda of the Seventieth World Health Assembly as a separate agenda 
item”. 

The representative of PANAMA said that strengthening synergies between the Health Assembly 
and the Conference of the Parties was crucial to progress in protecting populations from the harm to 
health caused by tobacco. She supported the decision as amended by the representative of Norway. 

The representative of AUSTRALIA said that his Government had consistently called for 
stronger collaboration between the Convention Secretariat and the broader WHO. It supported the 
objective of increasing the visibility of the Convention but believed it would be best for the 
Conference of the Parties to consider appropriate strategies first and then to recommend them to the 
Health Assembly before the latter agreed to a formal recurring agenda item. He therefore supported 
the amendments proposed by the representative of Norway. 

The representative of THAILAND said that the tobacco industry consistently engaged in 
seductive marketing tactics and took advantage of loopholes in national and international legislative 
structures to devise new lines of lucrative, but harmful, products. Having a substantial agenda item on 
Convention implementation at the Health Assembly every two years would enhance collaboration and 
commitment to counter such threats. He therefore supported the draft decision without reservations. 

The representative of URUGUAY said that collaboration between WHO Secretariat and the 
Convention Secretariat in the fight against tobacco was essential. Similarly, the Health Assembly 
would benefit greatly from periodic exchanges of information with the Conference of the Parties. She 
supported the draft decision with the amendment proposed by the representative of Norway. 

The representative of SRI LANKA said that adopting a decision on strengthening synergies 
between the Health Assembly and the Conference of the Parties was important. He wished to propose, 
however, that a provision be added to the draft decision calling for the Health Assembly to provide a 
report for information on its relevant tobacco-related resolutions and decisions to the Conference of 
the Parties, which would allow for technical and political feedback from the Health Assembly to be 
passed on effectively to the Conference of the Parties. 

The representative of TURKEY said that monitoring and control strategies needed to be 
developed in order to deal with the tactics of the tobacco industry. A better and more comprehensive 
documentation system, especially mechanisms to share innovative initiatives, was also needed. Her 
Government strongly supported the strengthening of synergies between the Health Assembly and the 
Conference of the Parties, including the suggestion to include the activities undertaken by the Health 
Assembly on the agenda of sessions of the Conference of the Parties and vice versa. In addition, it was 
important for the WHO Secretariat to share in-depth scientific knowledge with the Conference of the 
Parties in order to avoid misconceptions about, for example, electronic cigarettes, which might lead to 
decisions that increased tobacco use rather than reducing it. She supported the draft decision as 
amended. 

The representative of ICELAND, noting that Iceland had been one of the first signatories to the 
Convention, endorsed the statement made by the representative of Norway. 
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The representative of IRAQ said that synergies between the Health Assembly and the 
Conference of the Parties would help to accelerate the implementation of the Convention. Greater 
synergy could also enhance the effective application of the MPOWER package. 

The representative of KENYA, speaking on behalf of the Member States of the African Region, 
said that, while the Region appreciated the Convention’s prioritization of health over trade, it was also 
cognizant of viable alternatives to tobacco farming that would go a long way in protecting both health 
and the environment. Synergistic work between the WHO Secretariat and the Convention Secretariat 
had helped to advance tobacco control. Synergy between the Health Assembly and the Conference of 
the Parties would be critical to streamlining efforts to meet the Sustainable Development Goal targets, 
particularly those relating to prevention and control of noncommunicable diseases. He proposed that 
paragraph (1) of the draft decision should be amended to read: “to invite the Conference of the Parties 
to the WHO FCTC to provide a report on the outcome of the seventh Conference of the Parties to the 
Seventieth World Health Assembly”. In addition, “in efforts to promote synergy between the 
Conference of the Parties and the World Health Assembly” should be added at the end of paragraph (2). 

The representative of CANADA said that, in principle, his delegation supported the 
Secretariat’s proposal to include the outcomes of the Conference of the Parties as a stand-alone item 
on the agenda of the Health Assembly every two years; however, it preferred to postpone a decision on 
the matter until after it had been discussed by the Conference of the Parties at its seventh session, in 
November 2016. He would welcome a follow-up discussion at the Seventieth World Health Assembly 
in 2017. He supported the amendments proposed by the representative of Norway. 

The representative of CHINA said that his Government supported all activities aimed at 
reducing the harm caused by tobacco use, welcomed the proposed information exchange mechanism 
between the Conference of the Parties and the Health Assembly and was hopeful that optimized 
cooperation would facilitate further activities on tobacco control. He supported the draft decision. 

The representative of BAHRAIN said that his Government remained committed to 
implementing the Convention and had taken a number of steps to implement it, for instance, by 
introducing a tax on tobacco. He supported the draft decision. 

The representative of the PHILIPPINES said that she supported the proposed actions to 
strengthen synergies between the Health Assembly and the Conference of the Parties. They would 
provide a platform for the exchange of information, experiences and good practices. Her delegation 
also supported the amendments to the draft decision proposed by the representative of Norway. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, said that the former Yugoslav Republic of Macedonia, Serbia, Albania, Bosnia and 
Herzegovina, Ukraine and the Republic of Moldova aligned themselves with his statement. He was 
very much in favour of strengthening synergies between the Health Assembly and the Conference of 
the Parties; however, it was important to do so in a way that respected the governance arrangements of 
each body. He therefore supported the draft decision as amended by the representative of Norway. 

The representative of FRANCE said that her Government was committed to preventing tobacco 
use among young people. It had recently introduced neutral packaging for cigarettes, and had ratified 
the Protocol to Eliminate Illicit Trade in Tobacco Products, which should come into force as quickly 
as possible. She was in favour of strengthening synergies between the Conference of the Parties and 
the Health Assembly through mutual exchange of information. Tobacco control policies should be at 
the heart of the efforts to achieve the Sustainable Development Goals and the fight against 
noncommunicable diseases. 
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The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that her Government would do its utmost to support the full implementation of the 
Convention around the world. She supported the amendments proposed by the representative of 
Norway, which made clear the role of the Conference of the Parties in determining a way forward for 
cooperation with the Health Assembly. 

The representative of TIMOR–LESTE, noting that his country’s strategy on noncommunicable 
diseases included a target of 30% reduction in tobacco use by 2020, said that his delegation supported 
the draft decision but wished to propose a modification to the amendment proposed by the 
representative of Norway to paragraph (1), so that the end of the sentence would read: “… to invite the 
World Health Assembly to provide a report for information on relevant decisions and resolutions of 
the World Health Assembly”. 

The representative of the RUSSIAN FEDERATION said that her Government had adopted 
stringent legislation, which had helped to reduce tobacco use by 20% since 2014. She supported the 
Secretariat’s proposal for a mechanism for cooperation between the Health Assembly and the 
Conference of the Parties. She also supported the amendments proposed by Norway to the draft 
decision. 

(For continuation of the discussion and approval of the draft decision, see the summary record 
of the twelfth meeting, section 2.) 

The meeting rose at 19:05. 



 
 
 
 
 
 

TWELFTH MEETING 

Saturday, 28 May 2016, at 09:35 

Chairman: Mr M. BOWLES (Australia) 

1. FOURTH REPORT OF COMMITTEE A (document A69/73) 

The RAPPORTEUR read out the draft fourth report of Committee A.  

The report was adopted.1 

2. NONCOMMUNICABLE DISEASES: Item 12 of the agenda (continued) 

Strengthening synergies between the World Health Assembly and the Conference of the Parties 
to the WHO Framework Convention on Tobacco Control: Item 12.5 of the agenda (documents 
A69/11 and A69/11 Add.1) (continued from the eleventh meeting) 

The representative of AUSTRALIA said that, following informal consultations on amendments 
to the draft decision, the following text had been agreed on:  

The Sixty-ninth World Health Assembly, 
Having considered the report on strengthening synergies between the World Health 

Assembly and the Conference of the Parties to the WHO Framework Convention on Tobacco 
Control,  

DECIDES: 

(1) to invite the Conference of the Parties to the WHO Framework Convention on 
Tobacco Control to consider the provision of a report for information to the World Health 
Assembly on the outcomes of the Conference of the Parties to the WHO Framework 
Convention on Tobacco Control, as well as the modalities relating to the presentation of 
such a report; 

(2) to invite the Conference of the Parties to the WHO Framework Convention on 
Tobacco Control to consider inviting the World Health Assembly to provide a report for 
information to the Conference of Parties to the WHO Framework Convention on Tobacco 
Control on resolutions and decisions of the World Health Assembly relevant for tobacco-
related actions; and 

(3) to include a follow-up item in the provisional agenda of the 70th World Health 
Assembly. 

1 See page 382. 
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The representative of VIET NAM said that her Government was taking steps to achieve the 
target to reduce tobacco consumption included in the Sustainable Development Goals. WHO should 
support Member States with a view to creating synergies at the country level and to providing 
assistance to monitor accountability. She welcomed the draft decision. 

The representative of SOUTH AFRICA noted the progress made in respect of the WHO 
Framework Convention on Tobacco Control, which encompassed knowledge sharing and resource 
mobilization. The Conference of the Parties to the WHO Framework Convention on Tobacco Control 
played a key role by regularly reviewing the effective implementation of the Convention. She 
supported the draft decision as amended. 

The representative of BRAZIL said that the provisions of the Convention had been incorporated 
into a national action plan against noncommunicable chronic diseases in Brazil where the introduction 
of tobacco control measures had led to a marked decline in the prevalence of tobacco consumption. 
The Convention had enhanced the exchange of experiences and lessons learned among countries and 
the process should be further supported. Multisectoral coordination was also vital to address tobacco 
control. She supported the draft decision, as amended. 

The representative of NEW ZEALAND supported the draft decision, as amended. 

The representative of MALDIVES expressed full support for the draft decision, as amended. 

The representative of the REPUBLIC OF KOREA said that the Republic of Korea had adopted 
various measures to prevent tobacco consumption and to combat its negative effects. The inclusion of 
tobacco control in the goals of the 2030 Agenda for Sustainable Development was timely and relevant, 
and would contribute to the prevention of noncommunicable diseases. The establishment of a 
mechanism to promote regular information sharing between the WHO Secretariat and the Convention 
Secretariat would inform and benefit national policy-making. 

The representative of MALAYSIA said that incorporating the Convention into the Health 
Assembly agenda was essential in order to boost support from other international organizations, such 
as the World Trade Organization and the International Organization for Standardization, and to 
respond to the globalization of the tobacco epidemic. 

The observer of CHINESE TAIPEI said that tobacco control legislation in Chinese Taipei had 
been harmonized as far as possible with the WHO Framework Convention on Tobacco Control and 
action had been taken to curb tobacco consumption by expanding prohibitions on smoking and 
establishing support services for persons giving up smoking. Efforts to increase taxation on tobacco 
products would continue despite resistance from the tobacco industry. She welcomed the 
strengthening of mechanisms to support implementation of the Convention and supported the draft 
decision. 

The representative of the INTERNATIONAL UNION AGAINST TUBERCULOSIS AND 
LUNG DISEASE, speaking at the invitation of the CHAIRMAN, welcomed the strengthening of 
synergies between the Health Assembly and the Conference of the Parties to the WHO Framework 
Convention on Tobacco Control, as increased communication between the two bodies would facilitate 
and expedite progress towards achieving Sustainable Development Goal 3. Lessons learned as a result 
of that cooperation would be invaluable for swiftly and effectively reducing other noncommunicable 
disease risk factors. Noting that 63% of premature deaths each year were caused by noncommunicable 
diseases, she urged WHO to capitalize on the resources offered by tobacco control experts to curb 
associated global epidemics. 
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The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 
invitation of the CHAIRMAN, said that the Association was committed to mobilizing health 
professionals to implement the WHO Framework Convention on Tobacco Control and supported 
national medical associations in encouraging their governments to ratify and give effect to the 
Convention. He urged governments to introduce regulations in accordance with the Convention and 
requested that WHO should take a leading role in countering the undue influence of the tobacco 
industry by developing new trade agreements. He welcomed the establishment of tobacco industry 
monitoring mechanisms and emphasized the vital role of physicians in public health education. 

The representative of the FRAMEWORK CONVENTION ALLIANCE ON TOBACCO 
CONTROL, speaking at the invitation of the CHAIRMAN and also on behalf of the Union for 
International Cancer Control and Alzheimer’s Disease International, supported the view that the 
governing bodies of WHO and the WHO Framework Convention on Tobacco Control should 
periodically exchange information. The Conference of the Parties to the Convention would regularly 
review progress towards the global voluntary target on the prevalence of tobacco use and develop 
further actions to reach the target. 

The Head of the SECRETARIAT of the WHO FRAMEWORK CONVENTION ON 
TOBACCO CONTROL said that tobacco consumption continued to be a worldwide epidemic that 
required an effective international response and a multisectoral approach; the public health outcomes 
would depend on health sector leadership. The inclusion of the Convention on the Health Assembly 
agenda raised the profile of the Convention. To ensure its recognition as a legally-binding instrument, 
awareness should be fostered by creating a mechanism for the exchange of information between the 
Health Assembly and the Conference of the Parties. She invited Member States to attend the 
forthcoming session of the Conference of the Parties and to ensure implementation of the Convention. 

The ASSISTANT DIRECTOR-GENERAL (Noncommunicable Diseases and Mental Health) 
thanked all Member States for their participation in the timely discussion leading to the draft decision 
on the priority item of tobacco control. 

The CHAIRMAN took it that the Committee wished to approve the draft decision contained in 
document A69/11, as amended. 

The draft decision, as amended, was approved.1 

Addressing the challenges of the United Nations Decade of Action for Road Safety (2011–2020): 
outcome of the second Global High-level Conference on Road Safety – Time for Results: 
Item 12.7 of the agenda (document A69/13) 

The CHAIRMAN drew attention to a draft resolution proposed by the delegations of Australia, 
Brazil, the Dominican Republic and Guatemala, which read: 

The Sixty-ninth World Health Assembly, 
(PP1) Having considered the report on addressing the challenges of the United Nations 

Decade of Action for Road Safety (2011−2020): outcome of the Second Global High-level 
Conference on Road Safety – Time for Results;2 

1 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as decision WHA69(13). 
2 Document A69/13. 
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(PP2) Recognizing that road traffic injuries constitute a public health problem and a 
leading cause of death and injury around the world, with significant health and socioeconomic 
costs; 

(PP3) Recalling resolution WHA57.10 (2004) on road safety and health, which accepted 
the invitation of the United Nations General Assembly for WHO to act as a coordinator on road 
safety issues within the United Nations system, and resolution WHA60.22 (2007) on health 
systems: emergency care systems;  

(PP4) Welcoming the proclamation of the Decade of Action for Road Safety, in United 
Nations General Assembly resolution 64/255 (2010) on improving global road safety, and the 
reiteration of the General Assembly’s invitation to United Nations Member States to play a 
leading role in implementing the activities of the Decade of Action in resolution 68/269 (2014); 

(PP5) Commending the work of the WHO Secretariat in coordinating global road safety 
initiatives through the United Nations Road Safety Collaboration, in providing secretariat 
support to the Decade of Action, and in leading efforts to raise awareness, increase capacity and 
provide technical support to Member States; 

(PP6) Further recognizing that a multisectoral and intersectoral approach is needed to 
reduce the burden of road traffic deaths and injuries and that evidence-based interventions exist; 
that the health sector has a significant role to play in improving road user behaviour, promotion 
of health, communication and education regarding preventive measures, data collection and 
post-crash responses; and that a “safe system approach” involves several other sectors for 
vehicle safety regulations, enforcement, road infrastructure, and road safety education and 
management; 

(PP7) Reaffirming that providing basic conditions and services to address road safety is 
primarily a responsibility of governments, while recognizing nonetheless that there is a shared 
responsibility to move towards a world free from road traffic fatalities and serious injuries, and 
that addressing road safety demands multistakeholder collaboration among the public and 
private sectors, academia, professional organizations, nongovernmental organizations and the 
media; 

(PP8) Welcoming the large number of activities since 2004 that have contributed 
to reducing the number of deaths and serious injuries due to road traffic crashes, in particular: 
the publication of several manuals for decision-makers and practitioners; the periodic 
publication of global status reports on road safety; the proclamation of the Decade of Action for 
Road Safety 2011–2020; the holding of three global United Nations road safety weeks; the 
outcome of the First Global Ministerial Conference on Road Safety (Moscow, 2009); the 
inclusion of targets 3.6 and 11.2 in the 2030 Agenda for Sustainable Development; 
and the outcome of the Second Global High-level Conference on Road Safety (Brasília,  
18–19 November 2015), 

(OP) 1. ENDORSES the Brasília Declaration on Road Safety, the outcome document of the 
Second Global High-level Conference on Road Safety; 

(OP) 2. CONSIDERS that all sectors, including the public health sector, should intensify 
their efforts to meet the international road safety targets set by the Decade of Action and the 
2030 Agenda for Sustainable Development and accelerate their activities, including the 
collection of appropriate data on road traffic deaths and injuries by Member States within 
existing structures for use in prevention and education, the strengthening of emergency care 
systems and response infrastructure (including pre-hospital and facility-based trauma care), as 
well as comprehensive support to victims and their families and rehabilitation support services 
for those injured in road traffic crashes; 
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(OP) 3. URGES Member States:1 
(1) to implement the Brasília Declaration on Road Safety; 
(2) to renew their commitment to the Decade of Action for Road Safety 2011−2020 
and to implement the Global Plan for the Decade of Action for Road Safety 2011−2020; 
(3) to act upon the results, conclusions and recommendations of WHO’s global status 
reports on road safety; 
(4) to develop and implement, if they have not already done so, a national strategy and 
appropriate action plans that pay particular attention to vulnerable road users with a 
special focus on children, youth, older persons and persons with disabilities, and for 
which commensurate resources are available; 
(5) to adopt and enforce laws on the key risk factors, including speeding, drinking 
alcohol and driving, and failure to use motorcycle helmets, seat-belts and child restraints, 
and to consider implementing appropriate, effective and evidence-based legislation on 
other risk factors related to distracted or impaired driving; 
(6) to improve the quality of road safety data by strengthening efforts to collect 
appropriate, reliable, and comparable data on road traffic injury prevention and 
management, including the impact of road traffic crashes on health and development as 
well as the economic impacts and cost–effectiveness of interventions; 
(7) to implement a single emergency national access number and improve prevention 
and emergency medicine training programmes for health sector professionals in respect of 
road traffic crashes and trauma; 

(OP) 4. REQUESTS the Director-General: 
(1) to continue to facilitate, with the full participation of Member States and in 
collaboration with organizations in the United Nations system (including the United 
Nations regional commissions), through the existing mechanisms (including the United 
Nations Road Safety Collaboration), a transparent, sustainable and participatory process 
with all stakeholders, in order to assist interested countries in developing voluntary global 
performance targets on key risk factors and service delivery mechanisms to reduce road 
traffic fatalities and injuries, in the context of the process leading to the definition and use 
of indicators for the road safety-related targets in the 2030 Agenda for Sustainable 
Development and the Global Plan for the Decade of Action for Road Safety 2011–2020; 
(2) to provide support to Member States in implementing evidence-based policies and 
practices to improve road safety and to mitigate and reduce road traffic injuries in line 
with the Global Plan for the Decade of Action for Road Safety 2011–2020 and the 2030 
Agenda for Sustainable Development; 
(3) to provide technical support for the strengthening of pre-hospital care, including 
emergency health services and the immediate post-crash response, hospital and 
ambulatory guidelines for trauma care, and rehabilitation services, capacity-building and 
improvement of timely access to integral health care; 
(4) to maintain and strengthen evidence-based approaches to raising awareness for 
prevention and mitigation of road traffic injuries and to facilitate such work globally, 
regionally and nationally; 
(5) to continue, in collaboration with the United Nations regional commissions, as well 
as other relevant United Nations agencies, the activities aimed at supporting the 
implementation of the objectives and goals of the Decade of Action for Road Safety and 
the road safety-related targets in the 2030 Agenda for Sustainable Development, while 
ensuring system-wide coherence; 

1 And, where applicable, regional economic integration organizations. 
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(6) to continue to monitor, through its global status reports, progress towards the 
achievement of the goals of the Decade of Action for Road Safety 2011–2020; 
(7) to facilitate, in collaboration with the United Nations regional commissions, the 
organization of activities during 2017 for the fourth United Nations Global Road 
Safety Week; 
(8) to report on progress made in implementing this resolution to the Seventieth World 
Health Assembly. 

The financial and administrative implications of the adoption of the draft resolution for the 
Secretariat were: 

Resolution: Addressing the challenges of the United Nations Decade of Action for Road Safety (2011–2020): 
outcome of the Second High-level Conference on Road Safety – Time for Results 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Impacts: reduce premature mortality from noncommunicable diseases; and prevention of death, illness and 
disability arising from emergencies. Outcome 2.3, output 2.3.1. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

A process to set targets and indicators will be developed during the biennium 2016–2017 and other 
activities referred to in the resolution will be carried out during the bienniums 2016–2017 and 2018–2019. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million  

Level Staff Activities Total 
Country offices 1.20 1.30 2.50 
Regional offices 1.00 0.50 1.50 
Headquarters 2.00 1.30 3.30 
Total 4.20 3.10 7.30 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) Yes 
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1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? US$ 5.84 million 

– What are the gaps? US$ 1.46 million 

– What action is proposed to close these gaps? 
The gap will be closed through resource mobilization and voluntary contributions. 

2. Next biennium: estimated budgetary requirements, in US$ million  
Level Staff Activities Total 

Country offices 1.30 1.50 2.80 
Regional offices 1.10 0.75 1.85 
Headquarters 2.20 1.20 3.40 
Total 4.60 3.45 8.05 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? US$ 1.81 million 

– What are the financing gaps? US$ 6.24 million 

– What action is proposed to close these gaps? 
The gap will be closed through the financing dialogue and extrabudgetary funding. 

The representative of THAILAND encouraged Member States to accelerate actions to reduce 
the level of road traffic fatalities by 2020 and requested that WHO should provide monitoring and 
annual forecasts to assist them in that task. Reducing road traffic fatalities by 50% was an ambitious 
target for many developing countries, given the current increase in the number of fatalities in more 
than half of low- and middle-income countries. In the light of evidence that showed that the average 
consumption of alcohol in society had a strong association with road traffic injuries and deaths, it was 
timely to consider the introduction of a supranational tool to control alcohol along the lines of the 
WHO Framework Convention on Tobacco Control. 

The representative of AUSTRALIA thanked the Secretariat for the report and said that Australia 
was proud to sponsor the draft resolution. 

The representative of ARGENTINA welcomed the report by the Secretariat. It was essential to 
prioritize the development of international public policies and to scale up activities undertaken within 
the framework of the Decade of Action for Road Safety. The Health Assembly constituted an excellent 
forum to reaffirm commitments and propose new strategies in that regard. 

The representative of GUATEMALA said that his Government, as one of the draft resolution’s 
sponsors, wished to reiterate its commitment to continued efforts towards achieving its objectives. 

The representative of SENEGAL, noting the magnitude and severity of road traffic accidents, 
said that the wider social and economic costs should be taken into account, in addition to the 
immediate consequences of deaths and injuries. Taking a multisectoral approach, his country had 
adopted practical measures to address the issue. He supported the draft resolution and encouraged 
Member States to adopt the measures outlined in the document. 
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The representative of the UNITED STATES OF AMERICA said that the health sector had a 
key leadership role to play to reach the goals of the Decade of Action for Road Safety and of the 2030 
Agenda for Sustainable Development. Noting that preventing road traffic injuries and deaths 
demanded a multisectoral approach, he emphasized the importance of building capacity in data 
collection and of the systematic use of data to prevent road traffic injuries and better respond to their 
impact on families and communities. He supported the draft resolution. 

The representative of the DEMOCRATIC REPUBLIC OF THE CONGO, speaking on behalf of 
the Member States of the African Region, welcomed the Second Global High-level Conference on 
Road Safety held in Brazil and its outcome document, the Brasília Declaration. Deaths and injuries 
resulting from road traffic accidents were not considered as a public health priority in most African 
countries, which faced many challenges and gaps in legislation and services. The Member States of 
the African Region thus proposed: encouraging countries to draw up multisectoral plans to address 
health problems caused by road accidents; encouraging countries to invest in awareness-raising and 
training on road traffic accident prevention; working with insurance companies to improve prevention 
and insurance cover for road traffic accident victims; encouraging Member States, WHO and its 
technical and financial partners to help countries establish specialized units to deal with disabilities 
associated with road traffic accident injuries, including mobile units; and setting up mechanisms to 
ensure safe transport and the referral of cases to specialized services. 

The representative of CHINA said that his Government was in favour of improving the quality 
of systematic and comprehensive data collection to increase data reliability and endorsed WHO’s 
further efforts to define road traffic death and injury indicators. More technical support in data 
standardization, to ensure that Member States collected data following international standards, would 
be appreciated. Traffic accidents involving electric bicycles were on the rise in developing countries, 
and electric bicycle users were both vulnerable road users and a threat to the safety of other vulnerable 
road users. Therefore, he proposed that electric bicycle users should be included in the list of 
vulnerable road users and that relevant legislation should apply to them. 

The representative of BRAZIL welcomed the adoption by the United Nations General 
Assembly in 2016 of a resolution on improving global road safety, which endorsed the Brasília 
Declaration. The resolution reaffirmed the global support and commitment of countries to reducing 
traffic-related deaths and injuries, and ratified the traffic safety targets established in the Sustainable 
Development Goals. It also called on the United Nations Secretary-General to consider establishing a 
road safety fund to support the implementation of the Global Plan for the Decade of Action for Road 
Safety 2011–2020 and the relevant Sustainable Development Goals. Brazil had therefore sponsored 
the draft resolution. She called on Member States to strengthen or establish national plans to address 
the risk factors and support more vulnerable road users. 

The representative of JAPAN expressed appreciation for WHO’s leadership in addressing the 
problem of global traffic injuries. He emphasized that road traffic deaths and injuries were preventable 
and that some prevention measures such as the legal enforcement of the use of seat belts and child 
restraints in cars and motorcycle helmets were cost effective compared with other life-saving 
interventions. His Government fully supported the draft resolution. 

The representative of the UNITED REPUBLIC OF TANZANIA noted with appreciation that 
her country had been selected to participate in the Bloomberg Initiative for Global Road Safety. Her 
Government called on WHO to continue mobilizing resources for road safety initiatives and 
underscored that efforts must include improving post-crash care. Her Government continued to be 
committed to initiatives to reduce road traffic injuries in the framework of the Decade of Action for 
Road Safety. She expressed support for the draft resolution. 
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The representative of TIMOR-LESTE said that, in order to combat the high road-traffic death 
rate in Timor-Leste, his Government, with support from the Regional Office for South-East Asia, had 
taken several measures in line with the Decade of Action, including the adoption of legislation on road 
safety. He fully supported the draft resolution. 

The representative of ECUADOR said that she shared the views expressed by previous speakers 
and wished to add Ecuador to the list of sponsors of the draft resolution. 

The representative of VIET NAM expressed support for the Brasília Declaration and the draft 
resolution. With respect to subparagraph 3(6) of the draft resolution, he said that the quality of road 
safety data would be improved by ensuring that it was updated. With respect to paragraph 4, he said 
that the Director-General could play an important role by advocating at the global level a multisectoral 
and intersectoral approach to road safety. 

The observer of CHINESE TAIPEI said that road traffic injuries were a major cause of death in 
Chinese Taipei, due to high motorcycle use. The Government was making every effort to adopt, 
amend and promote road safety regulations and legislation and to raise public awareness. Amendments 
to regulations included the mandatory wearing of motorcycle helmets, which had led to a 50% 
reduction in road traffic deaths. Chinese Taipei was willing to share with its partners information on 
its success with respect to legislative measures to promote road safety. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that the built environment must be reclaimed for pedestrians, cyclists and public 
transport. WHO must show coherence between the issues of air pollution and road safety and call 
upon Member States to regulate the heavy-polluting automobile industry. He urged Member States to 
take a broader view on the health and environmental benefits of a non-motorized approach and to 
share best practices on urban design and policy, which should act as a stepping stone to a full 
transition to a non-motorized future. 

The ASSISTANT DIRECTOR-GENERAL (Noncommunicable Diseases and Mental Health) 
said that the report by the Secretariat highlighted that bolder measures were needed to reduce the 
increasing number of road traffic deaths. He thanked the Government of Brazil for having hosted the 
second Global High-level Conference on Road Safety and for having facilitated the process for 
elaboration of the draft resolution; he also thanked Member States for their active support. In follow-
up, the Secretariat would facilitate attainment of target 3.6 of the Sustainable Development Goals. 
Furthermore, it would continue to support countries in implementing best practices in road safety and 
trauma care. It also intended to finalize a technical package on road safety by the end of 2016, and 
would prepare and publish a fourth global status report on road safety in early 2019, ahead of the high-
level political forum on sustainable development to be held in mid-2019. 

The draft resolution was approved.1 

Maternal, infant and young child nutrition: Item 12.1 of the agenda (documents A69/7, A69/7 Add 1 
and A69/7 Add.2) (continued from the second meeting, section 1) 

The CHAIRMAN recalled that a drafting group had been established to consider the two draft 
resolutions under item 12.1. He drew attention to a revised draft resolution on the Decade of Action on 

1 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as resolution WHA69.7. 

                                                      



180 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Nutrition, proposed by the delegations of Chad, Ecuador, Haiti, New Zealand, Panama and Peru. The 
text, which reflected the discussions in the drafting group, read: 

The Sixty-ninth World Health Assembly, 
(PP1) Having considered the report on maternal, infant and young child nutrition;1 
(PP2) Recalling resolution WHA68.19 (2015) on the outcome of the Second International 

Conference on Nutrition, endorsing the Rome Declaration on Nutrition as well as the 
Framework for Action; 

(PP3) Reaffirming the commitments to implement relevant international targets and 
action plans, including the WHO 2025 Global Nutrition Targets and the WHO’s global action 
plan for the prevention and control of noncommunicable diseases 2013−2020; 

(PP3bis) Recalling resolution A67.15 (2014) in which the Member States approved the 
comprehensive implementation plan on maternal, infant and young child nutrition to assess 
progress towards reaching the goals; 

(PP4) Recalling United Nations General Assembly resolution 70/1 of 25 September 2015, 
entitled “Transforming our world: the 2030 Agenda for Sustainable Development”, 
acknowledging the integrated dimension of the goals and recognizing that to end all forms of 
malnutrition and address nutritional needs throughout the life course, it is necessary to give 
universal access to safe and nutritious food that is sustainably produced, and to ensure universal 
coverage of essential nutrition actions; 

(PP5) Recalling that the Sustainable Development Goals and targets are integrated and 
indivisible and balance the three dimensions of sustainable development, and acknowledging 
the importance of reaching Sustainable Development Goal 2, which aims to end hunger, achieve 
food security and improved nutrition and promote sustainable agriculture, as well as the 
interlinked targets of other Goals; 

(PP6) Welcoming United Nations General Assembly resolution 70/259 of 1 April 2016, 
entitled “United Nations Decade of Action on Nutrition (2016−2025)”; which calls upon FAO 
and WHO to lead the implementation of the United Nations Decade of Action on Nutrition 
(2016–2025), in collaboration with the WFP, IFAD and UNICEF, and to identify and develop a 
work programme based on the Rome Declaration on Nutrition and its Framework for Action, 
along with its means of implementation for 2016–2025, using coordination mechanisms such as 
the Standing Committee on Nutrition and multistakeholder platforms such as the Committee on 
World Food Security, in line with its mandate, and in consultation with other international and 
regional organizations, platforms and movements such as the Scaling up Nutrition; 

(PP7) Reaffirming the commitment to eradicate hunger and prevent all forms of 
malnutrition worldwide, particularly undernourishment, stunting, wasting, underweight and 
overweight in children under 5 years of age and anaemia in women and children, among other 
micronutrient deficiencies; as well as to halt the rising trends in overweight and obesity and 
reduce the burden of diet-related noncommunicable diseases in all age groups; 

(PP8) Recalling resolution WHA65.6 (2012), endorsing the comprehensive 
implementation plan on maternal, infant and young child nutrition; 

(PP9) Expressing concern that nearly two in every three infants under 6 months are not 
exclusively breastfed; that fewer than one in five infants are breastfed for 12 months in high-
income countries; and that only two in every three children between 6 months and 2 years of 
age receive any breast-milk in low- and middle-income countries; 

(PP10) Expressing concern that only 49% of countries have adequate nutrition data to 
assess progress towards the global nutrition targets, 

1 Document A69/7. 
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(OP1) CALLS UPON all relevant United Nations funds, programmes, specialized agencies, civil 
society and other stakeholders: 

(1) to work collectively across sectors and constituencies to guide, support, and 
implement nutrition policies, programmes, and plans under the umbrella of the United 
Nations Decade of Action on Nutrition (2016–2025); 
(2) to support mechanisms for monitoring and reporting of the commitments; 

(OP2) URGES Member States: 
(1) to develop and/or implement strategies on maternal, infant and young child 
nutrition that comprehensively respond to nutrition challenges, span different sectors and 
include robust and disaggregated monitoring and evaluation; 
(2) to consider developing, when appropriate, policies and financial commitments that 
are specific, measurable, achievable, relevant and time-bound (SMART) in respect of the 
Rome Declaration on Nutrition and the voluntary options contained in the Framework for 
Action of the Second International Conference on Nutrition as well as the Comprehensive 
Implementation Plan on Maternal, Infant and Young Child Nutrition; 
(2bis) to consider the definition of national targets based on global targets adapted to 
national priorities and specific parameters; 
(2ter) to consider allocating adequate funding taking into account the local context; 
(3) to provide information on a voluntary basis on their efforts to implement the 
commitments of the Rome Declaration on nutrition through a set of voluntary policy 
options within the Framework for Action including their policy and investments for 
effective interventions to improve people’s diets and nutrition, including in emergency 
situations; 

(OP3) REQUESTS the Director-General: 
(1) to work with the Director-General of FAO: 

(a) to support Member States, upon request, in developing, strengthening and 
implementing their policies, programmes and plans to address the multiple 
challenges of malnutrition, and convene periodic meetings of inclusive nature to 
share best practices, including consideration of commitments that are specific, 
measurable, achievable, relevant and time-bound within the framework of the 
Decade of Action on Nutrition (2016−2025); 
(b) to maintain an open access database of commitments for public 
accountability and include an analysis of the commitments made in the biennial 
reports on implementation of the outcome document of the Second International 
Conference on Nutrition and the Framework for Action; 

(2) to continue to provide technical support to Member States for the implementation 
of the Decade of Action on Nutrition and of the Comprehensive Implementation Plan on 
Maternal, Infant and Young Child Nutrition; 
(3) to continue supporting the Breastfeeding Advocacy Initiative to increase political 
commitment to and investment in breastfeeding as the cornerstone of child nutrition, 
health and development; 
(4) to support Member States in strengthening the nutrition component of national 
information systems including data collection and analysis for evidence-informed policy 
decision-making. 
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The financial and administrative implications of the adoption of the draft resolution for the 
Secretariat were: 

Resolution: Decade of Action on Nutrition from 2016 to 2025 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

General Programme of Work outcome 2.5 and Programme budget output 2.5.1. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

Implementing the resolution will require long-term commitment from Member States. The Secretariat can 
immediately implement tasks during the biennium 2016–2017 and report to the Health Assembly in 2018 
and 2020. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 0.360 1.200 1.560 
Regional offices 0.660 0.300 0.960 
Headquarters 1.334 0.800 2.134 
Total 2.354 2.300 4.654 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 3.014 million 

– What are the gaps? 
US$ 1.640 million 

– What action is proposed to close these gaps? 

For staff: synergies with other programmes and discussions with regional offices and with donors at the 
country level. 
For meetings: discussions with FAO on cost-sharing and jointly approach donors. 
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2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 0.360 1.200 1.560 
Regional offices 0.660 0.300 0.960 
Headquarters 1.334 0.200 1.534 
Total 2.354 1.700 4.054 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
US$ 2.514 million 

– What are the financing gaps? 
US$ 1.540 million 

– What action is proposed to close these gaps? 

For staff: synergies with other programmes and discussions with regional offices and with donors at the 
country level. 
For meetings: discussions with FAO on cost-sharing and jointly approach donors. 

The CHAIRMAN also drew attention to a revised draft resolution on ending inappropriate 
promotion of foods for infants and young children, proposed following discussions in the drafting 
group by the delegations of Chad, Ecuador, Kenya, Mexico, Mozambique, Niger, Norway, Panama, 
Sudan, Switzerland, Thailand, and Zimbabwe, which read: 

The Sixty-ninth World Health Assembly, 
(PP1) Recalling resolutions WHA33.32 (1980), WHA34.22 (1981), WHA35.26 (1982), 

WHA37.30 (1984), WHA39.28 (1986), WHA41.11 (1988), WHA43.3 (1990), WHA45.34 
(1992), WHA46.7 (1993), WHA47.5 (1994), WHA49.15 (1996), WHA54.2 (2001), WHA55.25 
(2002), WHA58.32 (2005), WHA59.21 (2006), WHA61.20 (2008) and WHA63.23(2010) on 
infant and young child nutrition, appropriate feeding practices and related questions; 

(PP2) Further recalling resolution WHA65.6 (2012) on maternal, infant and young child 
nutrition, in which the Health Assembly requested the Director-General to provide guidance on 
the inappropriate promotion of foods for infants and young children cited in resolution 
WHA63.23; 

(PP3) Convinced that guidance on ending the inappropriate promotion of foods for 
infants and young children is needed for Member States, the private sector, health systems, civil 
society and international organizations; 

(PP4) Reaffirming the need to promote exclusive breastfeeding practices in the first 
6 months of life, and the continuation of breastfeeding up to 2 years and beyond, and 
recognizing the need to promote optimal complementary feeding practices for children from 
ages 6–36 months based on WHO’s and FAO’s dietary guidelines1 and in accordance with 
national dietary guidelines; 

(PP5) Recognizing that the Codex Alimentarius Commission is an intergovernmental 
body which is the principal organ of the joint FAO/WHO food standards programme and that it 
is the appropriate body for establishing the international standards on food products, and that 
reviews of Codex standards and guidelines should give full consideration to WHO guidelines 

1 PAHO and WHO. Guiding principles for complementary feeding of the breastfed child, 2003; WHO. Guiding 
principles for feeding non breast-fed children 6–24 month of age, 2005. 
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and recommendations, including the international code of marketing of breast milk substitutes 
and relevant WHA resolutions, 

(OP1)  WELCOMES with appreciation the technical guidance on ending the inappropriate 
promotion of foods for infants and young children; 

(OP2)  URGES Member States1,2,3 in accordance with national context; 
(1) to take all necessary measures in the interest of public health to end the 
inappropriate promotion of foods for infants and young children, including in particular 
implementation of the guidance recommendations while taking into account existing 
legislation and policies, as well as international obligations; 
(2) to establish a system for monitoring, and evaluation of the implementation of the 
guidance recommendations; 
(3) to end inappropriate promotion of food for infants and young children, and to 
promote policy, social and economic environments that enable parents and caregivers to 
make well informed infant and young child feeding decisions and further support 
appropriate feeding practices by improving health and nutrition literacy; 
(4) to continue to implement the International Code of Marketing of Breast-milk 
Substitutes and WHO set of recommendations on the marketing of foods and non-
alcoholic beverages to children; 

(OP3)  CALLS UPON manufacturers and distributors of foods for infants and young 
children to end all forms of inappropriate promotion, as set forth in the guidance 
recommendations; 

(OP4)  CALLS UPON health care professionals to fulfil their essential role in providing 
parents and other caregivers with information and support on optimal infant and young child 
feeding practices and to implement the guidance recommendations; 

(OP5)  URGES the media and creative industries to ensure that their activities across all 
communication channels and media outlets, in all settings and using all marketing techniques, 
are carried out in accordance with the guidance recommendations on ending the inappropriate 
promotion of foods for infants and young children; 

(OP6)  CALLS UPON civil society to support ending inappropriate promotion of foods for 
infants and young children, including activities to advocate for, and monitor Member States 
progress towards the guidance’s aim; 

(OP7)  REQUESTS the Director-General: 
(1) to provide technical support to Member States in implementing the guidance 
recommendations on ending the inappropriate promotion of foods for infants and young 
children and in monitoring and evaluating its implementation; 
(2) to review national experiences with implementing the guidance recommendations 
in order to build the evidence on its effectiveness and consider changes, if required; 
(3) to strengthen international cooperation with relevant United Nations funds, 
programmes and specialized agencies and other international organizations, in promoting 

1 And, where applicable, regional economic integration organizations. 
2 Taking into account the context of federated states. 
3 Member States could take additional actions to end inappropriate promotion of foods for infants and young children. 
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national action to end the inappropriate promotion of foods for infants and young children 
taking into consideration the WHO guidance recommendations; 
(4) to report on implementation of the guidance recommendations on ending the 
inappropriate promotion of foods for infants and young children as part of the report on 
progress in implementing the Comprehensive Implementation Plan on maternal, infant 
and young child nutrition to the Seventy-first and Seventy-third World Health Assemblies 
in 2018 and 2020. 

The financial and administrative implications of the adoption of the draft resolution for the 
Secretariat were: 

Resolution: Maternal, infant and young child nutrition  

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

General Programme of Work outcome 2.5 and Programme budget output 2.5.2. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

Implementing the resolution will require long-term commitment from Member States. The Secretariat can 
immediately implement tasks during the biennium 2016-2017 and report to the Health Assembly in 2018 
and 2020. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 0.120 0.100 0.220 
Regional offices 0.330 0.081 0.411 
Headquarters 0.330 0.020 0.350 
Total 0.780 0.201 0.981 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 0.89 million 
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– What are the gaps? 
US$ 0.09 million 

– What action is proposed to close these gaps? 
Synergies with other programmes and discussion with regional offices and with donors at the country 
level. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 0.120 0.100 0.220 
Regional offices 0.330 0.081 0.411 
Headquarters 0.330 0.020 0.350 
Total 0.780 0.201 0.981 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
US$ 0.89 million 

– What are the financing gaps? 
US$ 0.09 million 

– What action is proposed to close these gaps? 
Synergies with other programmes and discussion with regional offices and with donors at the country 
level. It is assumed that salaries of regional programme managers will continue to be funded by WHO 
as in the present biennium. 

The representative of ECUADOR, speaking in her capacity as the Chairman of the drafting 
group, said that the group had held three formal meetings and one informal meeting to discuss and 
agree on the revised wording of the two draft resolutions originally proposed by the delegation of 
Ecuador on the Decade of Action on Nutrition and on ending inappropriate promotion of foods for 
infants and young children. 

The representative of GUATEMALA said that his country wished to be added to the list of 
sponsors of the draft resolutions. He reiterated his Government’s commitment to such important 
issues. 

The representative of FRANCE expressed support for the draft resolutions. 

The representative of BOTSWANA, speaking on behalf of the Member States of the African 
Region, said that progress in African countries lagged behind global and regional trends in respect of 
the achievement of maternal, infant and young children nutrition indicators. Gaps still existed in 
translating into concrete actions the efforts being made by the Member States of the Region to 
improve maternal, infant and young child nutrition. In particular, those gaps were related to the 
integration of nutrition-sensitive and nutrition-specific interventions, consensus in the approach to 
reducing stunting and overweight trends, and the integration of essential nutrition services into 
primary health care. The Member States of the African Region supported both draft resolutions and 
wished to be added to the list of sponsors. 

The representative of CHAD said that his Government had taken an active part in the 
discussions and was a sponsor of the draft resolutions. Given the importance of the draft resolutions, 
he called for their adoption by the Health Assembly. 
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The representative of JAMAICA said that draft national action plans on preventing and 
managing child and adolescent obesity, on infant and young child feeding and on food and nutrition 
security were currently awaiting government approval in Jamaica. Her Government had noted the need 
for nutrition-specific and nutrition-sensitive investments, and that effective nutrition programmes 
should be factored into plans for the achievement of universal health coverage. She expressed support 
for both draft resolutions. 

The representative of JAPAN fully supported the draft resolution on ending inappropriate 
promotion of foods for infants and young children. He was pleased that the relevance of national 
contexts had been accepted with respect to implementation of the guidance contained in document 
A69/7 Add.1 and he requested information on the progress made in respect of implementation. 
Countries’ health information systems needed to be strengthened in order to better identify nutrition 
indicators and integrate data into national health systems. He welcomed the United Nations Decade of 
Action on Nutrition, the Rome Declaration on Nutrition and the Framework for Action and expected 
WHO to take a leading role in promoting them. Action taken in that connection should be consistent 
with WHO’s existing guidelines and action plans and should not place an additional burden on 
Member States with respect to monitoring and data collection. 

The representative of SWITZERLAND supported both draft resolutions. She appreciated that 
they were consistent with existing efforts made by WHO and its Member States, including in respect 
of the 2030 Agenda for Sustainable Development. The draft resolution on ending inappropriate 
promotion of foods for infants and young children, which the delegation of Switzerland had 
sponsored, facilitated progress in promoting healthy foods and diets, which was key to overcoming 
childhood obesity. 

The representative of NORWAY welcomed the agreement reached on the draft resolution on 
ending inappropriate promotion of foods for infants and young children. It was important for the 
Health Assembly to take an immediate decision on that issue. He commended WHO for the work it 
had carried out; the technical guidance provided would be a helpful tool for Member States to end 
inappropriate marketing practices. Non-State actors must also support implementation of the guidance. 
He supported the draft resolution on the Decade of Action on Nutrition. 

The representative of the UNITED STATES OF AMERICA supported both draft resolutions, 
which Member States should take appropriate measures to implement. He acknowledged the key role 
of Codex Alimentarius in setting science-based international food standards. When applying the 
guidance, it should be noted that there were circumstances in which children could not be breastfed. 
Member States should continue to build the evidence base on the best methods to promote 
breastfeeding and improve young child nutrition through an exchange of experiences and public health 
approaches. He looked forward to working with the Secretariat, Member States and other stakeholders 
to improve infant and child health. 

The representative of CHINA, noting that steps had been taken in his country to implement the 
International Code of Marketing of Breast-milk Substitutes and to promote nutrition in poor areas, said 
that significant progress had been made. He supported WHO’s efforts to end the inappropriate 
promotion of foods for infants and young children. His Government would formulate the appropriate 
policies and laws to follow WHO’s guidance. 

The representative of CANADA said that her country was pleased to sponsor the draft 
resolution on the Decade of Action on Nutrition. Her country looked forward to improving the 
nutrition of vulnerable populations. She endorsed the guidance on ending inappropriate promotion of 
foods for infants and young children, but would have preferred for it to refer to “so-called growing-up 
milks” since “growing-up milks” was not a technical term. 
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The representative of SENEGAL supported the adoption of both draft resolutions and 
encouraged continued efforts to promote breastfeeding. 

The representative of BRAZIL wished to cosponsor the draft resolution on the Decade of 
Action on Nutrition and supported the draft resolution on ending inappropriate promotion of foods for 
infants and young children. It was essential for measures to be adopted to promote and protect healthy 
infant nutrition and breastfeeding. Brazil’s national policies were aligned with WHO’s guidance on 
promoting exclusive breastfeeding and the appropriate use of complementary feeding. 

The representative of NEW ZEALAND endorsed the draft resolution and the guidance on 
ending inappropriate promotion of foods for infants and young children. Their adoption would 
motivate his Government to ensure that the country’s childhood obesity plan was in line with WHO’s 
recommendations. Timely implementation of the draft resolution on the Decade of Action on 
Nutrition, which the delegation of New Zealand had sponsored, would improve child health and help 
end childhood obesity. 

The representative of the UNITED REPUBLIC OF TANZANIA said that a multisectoral 
approach had been adopted in her country to address malnutrition. She supported both draft 
resolutions. 

The representative of INDONESIA, noting that a supportive environment was a key factor for 
successful implementation of food and nutrition policies, said that a number of regulations had been 
introduced in her country to promote good infant and young child feeding practices, which included 
limiting the advertisement of breast-milk substitutes for infants up to 6 months of age. Although the 
inappropriate promotion of foods had a negative impact on feeding practices, it could be countered by 
well-designed nutrition education programmes which enabled communities to practice optimal infant 
and young child feeding. She supported the draft resolution on ending inappropriate promotion of 
foods for infants and young children. She urged WHO to develop regional strategies to ensure the 
implementation of its guidance in order to attain the global nutrition targets for 2025 and the related 
Sustainable Development Goals.  

The representative of FIJI, speaking on behalf of the Member States of the Western Pacific 
Region, supported both draft resolutions. 

The representative of MEXICO said that factors that discouraged breastfeeding must continue to 
be mitigated through regulation and collaboration, especially with the private sector. She welcomed 
WHO’s guidance and encouraged Member States to support the adoption of the draft resolution on 
ending inappropriate promotion of foods for infants and young children, which the delegation of 
Mexico had sponsored. 

The representative of AUSTRALIA reiterated the longstanding position of his Government that 
WHO guidance should be drafted by the Secretariat, be technically correct, and be based on the best 
available evidence and expertise. He welcomed the consensus reached on the draft resolution on 
ending inappropriate promotion of foods to infants and young children. He requested more 
information on the financial and administrative implications for the Secretariat of resolutions proposed 
for adoption by the Executive Board or Health Assembly, staffing and proposed activities under the 
draft resolution on the Decade of Action on Nutrition. 

The representative of ARGENTINA supported the draft resolution on ending inappropriate 
promotion of foods for infants and young children, as well as the implementation of the International 
Code of Marketing of Breast-Milk Substitutes. 
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The representative of THAILAND said that promotion and implementation of exclusive 
breastfeeding had been very challenging in Thailand, but significant effort was being made to pass a 
law that incorporated the International Code of Marketing of Breast-milk Substitutes. The draft 
resolution on ending inappropriate promotion of foods for infants and young children would provide 
tremendous support during that process. He urged the Assembly to adopt both draft resolutions. 

The representative of GHANA said that an integrated nutrition policy for the promotion and 
regulation of nutrition had been developed in her country. She supported the draft resolution on ending 
inappropriate promotion of foods for infants and young children. 

The representative of NIGER expressed support for both draft resolutions. A national plan with 
a multisectoral approach to address malnutrition had been developed in his country. He encouraged 
WHO and FAO to support Member States in the development and implementation of strategies to 
address malnutrition and reach the goals of the Decade of Action on Nutrition. 

The representative of the RUSSIAN FEDERATION said that her country was continuing to 
take steps to support maternal, infant and young child nutrition. Insufficient and imbalanced nutrition 
was a major problem. Breastfeeding should be recommended as the best form of nutrition at the 
beginning of life. Health personnel and the mass media should convey accurate messages to the public 
and raise awareness of nutrition-related issues. She supported the adoption of both draft resolutions. 

The representative of INDIA emphasized that all necessary measures to end the inappropriate 
promotion of foods for infants and young children should be taken, and that Member States had the 
right to go beyond WHO’s guidance. Although he was concerned that the draft resolution had 
weakened the recommendations contained in the guidance, he supported its adoption. The Secretariat 
should make concerted efforts to strengthen the implementation of the document and guide Member 
States and other stakeholders in ending inappropriate promotion of foods for infants and young 
children. The Organization should also carry out a study on the impact of the marketing of vitamin and 
mineral supplements and provide guidance on ending the inappropriate promotion of those products. 

The representative of EGYPT, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, expressed appreciation for WHO’s support to develop national action plans 
and achieve the global targets of the comprehensive implementation plan on maternal, infant and 
young child nutrition. Regular monitoring and surveillance systems were essential. WHO should 
provide technical and capacity-building support. International organizations and donors should 
streamline resources to support the plan. Member States must strengthen food systems, promote 
healthy diets and improve maternal health by enforcing regulations on marketing unhealthy food and 
breast-milk substitutes. 

The representative of BANGLADESH expressed appreciation for the spirit in which the 
negotiations on the draft resolution on ending the inappropriate promotion of foods for infants and 
young children had been conducted. The proposed guidance would help Member States promote 
breastfeeding and healthy diets and prevent obesity and noncommunicable diseases. 

The representative of FAO said that she welcomed the draft resolution on the Decade of Action 
on Nutrition. Member States should develop measurable, relevant and time-bound nutrition policies, 
with clear financial commitments. She called on WHO to support more research on multiple forms of 
malnutrition, which should be carried out by third parties without any vested interests in the outcome. 

The observer of CHINESE TAIPEI said that healthy food at school and in kindergarten was 
mandatory in Chinese Taipei. The sale of food at school, the advertising and promotion of food 
products for children, and the sale of infant and follow-up formula were strictly regulated. Breast-milk 
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substitutes were properly labelled and the packages carried statements advocating the advantages of 
breastfeeding. He supported the draft resolution on ending the inappropriate promotion of foods for 
infants and small children and called on WHO to provide guidance on ways to avoid conflict of 
interest between children’s health and the interests of manufacturers of breast-milk substitutes. 

The observer of the HOLY SEE, quoting Pope Francis, said that solidarity must be put back at 
the heart of international relations. The Decade of Action on Nutrition provided an opportunity to 
reflect on the essential elements of well-being and stability in families, which were the most important 
determinants of health throughout the life course. The Catholic Church’s experience with fighting 
hunger could be of value to governments and civil society. Faith-based initiatives at the community 
and family levels made a significant contribution to securing basic, healthy nutrition, mindful of the 
fact that the planet’s resources were limited and must be used sustainably. 

The representative of FDI WORLD DENTAL FEDERATION, speaking at the invitation of the 
CHAIRMAN, said that the consumption of free sugars was the primary dietary factor responsible for 
dental caries. Concerted, integrated efforts by parents, schools, the health industry and other 
stakeholders were needed to decrease sugar intake in all its forms. Strict regulation of advertising and 
of the promotion and labelling of food and drinks containing free sugars, especially those targeting 
children and young adults, was imperative. 

The representative of HELEN KELLER INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, expressed concern about the intentional cross-promotion of follow-up formula and 
growing-up milks by industry. Such practices served to promote companies’ entire line of infant milk 
products, thus undermining optimal breastfeeding. Companies also engaged in the inappropriate 
marketing of complementary foods and cross-branding to promote their infant formulas, in 
contravention of the International Code of Marketing of Breast-milk Substitutes. Although the draft 
resolution on ending inappropriate promotion of foods for infants and young children would have 
benefited from stronger language, her organization strongly supported its adoption. By adopting both 
resolutions under the agenda item, the Health Assembly would send a clear signal that child health 
must be placed above commercial interests. 

The representative of the INTERNATIONAL BABY FOOD ACTION NETWORK, speaking at 
the invitation of the CHAIRMAN, expressed support for the draft resolution on ending inappropriate 
promotion of foods for infants and young children, although it was not worded as strongly as her 
organization would have liked. The profitability of the rapidly expanding baby foods market was the 
main obstacle to the struggle in many countries to protect children’s health, especially in rich 
countries, where the interests of manufacturing companies where often put first. If WHO wanted to 
put babies before business, improve breastfeeding rates and prevent obesity and noncommunicable 
diseases, the adoption of the draft resolution was crucial. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, concurred with previous speakers that the wording used in the draft resolution on 
ending inappropriate promotion of foods for infants and young children was not strong enough. It was 
deeply worrying that, 35 years after adoption, only 39 countries had incorporated the International 
Code of Marketing of Breast-milk Substitutes into national legislation. WHO, together with expert 
non-State actors, should assist Member States in identifying country-specific obstacles to 
implementing both the Code and subsequent WHO resolutions, sharing best practices on ways to limit 
the influence of the baby food industry. WHO should also assist Member States in developing 
regulatory policies for the food and beverage industry. 
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The representative of the INTERNATIONAL LACTATION CONSULTANT ASSOCIATION, 
speaking at the invitation of the CHAIRMAN, expressed concern at the statistics on the ill health of 
women and children caused by some form of malnutrition, and the low incidence of breastfeeding. 
The International Code of Marketing of Breast-milk Substitutes was a critical instrument and must be 
integrated into national legislation, implemented and monitored. In order to achieve that goal, political 
will was indispensable and the guidance on inappropriate promotion of foods for young children and 
infants was a step in the right direction. 

The representative of THE SAVE THE CHILDREN FUND, speaking at the invitation of the 
CHAIRMAN, said that the endorsement by Member States of the guidance to end the inappropriate 
promotion of foods for infants and young children would help scale-up good breastfeeding practices, 
saving lives and money. The draft resolution should recognize the need to end cross-promotional 
marketing practices and provide clarity to governments and industry that the International Code 
covered all breast-milk substitutes. Although it was disappointing that the proposed guidance was not 
accompanied by a strong resolution, the adoption of the two draft resolutions under the item was 
crucial to protect children’s health. 

The representative of WORLD CANCER RESEARCH FUND INTERNATIONAL, speaking at 
the invitation of the CHAIRMAN, said that the Decade of Action on Nutrition must galvanize efforts 
to achieve existing global targets for improving maternal and child nutrition and health. Member 
States should endorse the relevant draft resolution; set ambitious national food and nutrition targets; 
implement the Framework for Action adopted by the Second International Conference on Nutrition; 
develop robust accountability mechanisms to review, report on and monitor commitments; align 
national agriculture, nutrition and noncommunicable disease strategies and related policies; prioritize 
actions which impacted different types of malnutrition; and protect public policy-making from undue 
commercial interests. 

The representative of the WORLD OBESITY FEDERATION, speaking at the invitation of the 
CHAIRMAN, expressed disappointment that no consensus had been reached on full endorsement of 
the guidance on ending the inappropriate promotion of foods for infants and young children, which 
was a critical step forward in protecting breastfeeding and healthy diets. Member States must ensure 
full implementation and monitoring at the national level, with WHO support, in line with the 
International Code of Marketing of Breast-milk Substitutes and WHO recommendations on the 
marketing of foods and non-alcoholic beverages to children. The relevant Codex standards should be 
updated. Member States must also prevent undue influence of commercial interest on policy decisions. 

The representative of WORLD VISION INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, welcomed the progress made towards achieving global nutrition targets but noted that 
49% of countries did not have enough data to determine whether they were on course to meet them. 
She called on Member States and relevant stakeholders to increase accountability for resources 
allocated to implementing national nutrition plans and for increased investment in nutrition, 
particularly at subnational levels. She urged Member States to endorse the two draft resolutions and to 
ensure that mothers and caregivers were able to make choices on feeding infants and young children 
without undue commercial influence. 

The representative of ACTION CONTRE LA FAIM INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, said that solutions to undernutrition were well-known and it was 
unacceptable that children died of hunger in the 21st century. Urgent action was needed to give each 
child the opportunity to lead a normal, healthy life by turning commitments into national targets. He 
called on WHO Member States to adopt strong resolutions that supported ambitious national nutrition 
targets, the close monitoring of progress, the better protection of young children from the 
inappropriate promotion of foods and the promotion of breastfeeding. 
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The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said that nutrition increasingly 
contributed to a growing burden of disease, rather than health. Healthy environments must therefore be 
created where individuals, especially mothers, were encouraged to make healthy food choices. While 
commending the draft resolution on ending the inappropriate promotion of foods for infants and young 
children, he regretted that the most recent draft did not contain stronger language. Member States must 
use the opportunity to put children’s health first and be accountable to their populations. His federation 
stood ready to join forces with WHO to deliver on that promise. 

The representative of the GLOBAL ALLIANCE FOR IMPROVED NUTRITION, speaking at 
the invitation of the CHAIRMAN, said that, in order to reach the global nutrition targets for 2025, 
WHO Member States must support implementation of the Decade of Action on Nutrition; endorse the 
draft resolution on ending the inappropriate promotion of foods for infants and young children; and 
implement the proposed guidance, without hampering efforts to promote access to affordable 
nutritious foods for specific target groups. Enhanced political action was needed to support the 
Targets, tackling both under- and over-nutrition. 

The ASSISTANT DIRECTOR-GENERAL (Noncommunicable Diseases and Mental Health), 
responding to the points raised, said that the Secretariat would look into the issue of inappropriate 
promotion of vitamins and minerals, as suggested by the representative of India. In response to the 
request by the representative of Australia, he said that WHO would certainly endeavour to conduct all 
activities under the Decade of Action on Nutrition within its technical and financial possibilities; any 
decision on additional expenditure would be discussed with Member States. 

The Committee had identified the need to develop national targets and plans, with WHO 
support. WHO would cooperate with FAO to facilitate the setting and tracking of commitments under 
the Decade of Action on Nutrition. Together with UNICEF, the Organization had established a 
network to better monitor implementation of the International Code of Marketing of Breast-milk 
Substitutes, and to support Member States in the development and implementation of relevant 
legislation. WHO would also begin to develop tools to monitor implementation of the guidance on 
ending inappropriate promotion of foods for infants and small children, with particular attention to 
conflict-of-interest issues, in cooperation with nongovernmental organizations. 

The draft resolution on the Decade of Action on Nutrition was approved.1 

The draft resolution on ending inappropriate promotion of foods for infants and young 
children was approved.2 

3. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (continued) 

Promoting the health of migrants: Item 14.7 of the agenda (document A69/27) 

The representative of GUATEMALA, speaking on behalf of the Member States of the Region 
of the Americas, said that unprecedented migration flows the world over were cause for concern and 
access to health services must be guaranteed for all persons, irrespective of their migration status. 
Particular attention should be paid to women, children and unaccompanied minors, who were 
especially vulnerable. Inequalities in access to quality health care services could not be addressed by 

1 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as resolution WHA69.8. 
2 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as resolution WHA69.9. 
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health systems alone; they required a multisectoral response, with a focus not only on the provision of 
health care, but also on addressing the social determinants of health. Migrants in transit must be taken 
into account. 

The representative of SRI LANKA said that Sri Lanka was one of a few countries with a 
comprehensive migration and health policy that addressed the health issues related to outbound, 
inbound and internal migration and the health of families left behind by migrant workers. Concerted 
efforts must be made to include migrants in efforts to implement the 2030 Agenda for Sustainable 
Development, including by building health systems that were sensitive to their needs. WHO would be 
required to provide technical assistance to some Member States to enable them to implement national 
programmes for migration and health. Her Government welcomed WHO’s cooperation with the 
International Organization for Migration on migration and health issues. 

The representative of JAMAICA said that Jamaica had a robust active and passive surveillance 
system and continuous efforts were being made to raise public awareness about reporting the presence 
of migrants to the health services. Mechanisms were in place to provide health care services to 
migrants of all statuses from the moment of their arrival in Jamaica. A system was in place to conduct 
triage in order to determine care priorities, rapid assessments and testing for communicable and 
noncommunicable diseases, and to treat emergency conditions. Jamaica would benefit from technical 
assistance from WHO to build its national capacities in the areas of emergency risk management and 
electronic data capture and transfer. 

The representative of AZERBAIJAN said that urgent measures were needed to address the 
situation of migrants and refugees in need. Health systems were responsible for a range of complex 
measures, which must take into account the health of migrants and remain vigilant with regard to the 
impacts of migration on the health of host populations. A multisectoral approach was essential, and 
international cooperation would be crucial; each country’s efforts would be less effective if conducted 
in isolation. Innovative approaches must be taken with regard to surveillance and every effort must be 
made to develop a clear set of prioritized measures for the prevention and care for all migrants and 
members of their families. 

The representative of ERITREA, speaking on behalf of the Member States of the African 
Region, said that all Member States had a legal and moral obligation to provide health care to all 
migrants and refugees without discrimination. Despite international instruments in place to protect the 
rights of migrants and refugees, barriers to their access to health persisted, leaving many at risk. He 
welcomed the eight priorities for future action identified in paragraph 11 of the report. 

The representative of SENEGAL said that health and migration were inextricably linked and 
access to health care for migrants should be considered as a human rights issue. His Government 
welcomed the eight priorities identified in the report and urged all Member States to implement them 
as a matter of urgency. 

The representative of ARGENTINA said that, while different categories of migrants required 
different health care approaches, the right to health for all must be protected. She noted that the report 
did not make reference to the Americas, despite the large flows of internal migration in the Region. 
She welcomed the eight priorities identified, in particular the priority to develop or strengthen bilateral 
and multilateral social protection agreements between source and destination countries to include 
portable health care benefits; furthermore, in the context of reciprocity, consideration must be given to 
migrant health workers. 

The representative of JORDAN, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that three of the world’s Grade 3 emergencies and a number of other 
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protracted crises were taking place in the Eastern Mediterranean Region, which had resulted, thus far, 
in the displacement of some 30 million people. Member States in the Region had shown generous 
hospitality towards displaced populations, with many refugees being hosted by local communities with 
whom they competed for jobs, health care and other services. The cumulative public health 
consequences of mass movement in the Region were profound and enduring and must be addressed as 
a matter of urgency. The international community’s efforts to provide assistance must be stepped up to 
ensure that the basic needs of displaced populations and local host communities could be met, and 
access to life-saving health services guaranteed. As populations continued to cross borders, greater 
cooperation between countries and regions was required to ensure a comprehensive and holistic 
approach to ensuring health care for all. Cooperation between relevant international organizations and 
agencies was also crucial to sustain systematic and meaningful support for Member States. 

The representative of GREECE said that more than a million migrants and refugees had arrived 
in Greece since 2015, a number that was exceeding the capacity of designated sites and settlements. 
The main health care issues included trauma, respiratory tract infections, chronic diseases, 
gastrointestinal diseases and skin conditions. Measures were being taken to ensure an appropriate 
standard of living for all and to take the necessary measures for chronic disease management, 
vaccinations, health care for new mothers, food inspections and mosquito control methods. Versatility 
and a strong political will could shift the perspective on the migration situation from negativity to an 
opportunity to strengthen public health policies. The European strategy and action plan for refugee and 
migrant health in the WHO European Region, due to be adopted by the WHO Regional Committee for 
Europe at its 66th session in September 2016, would be a crucial tool to assist and guide collaborative 
international efforts to strengthen public health and promote respect for human rights. 

The representative of LEBANON said that, since 2011, there had been a large and continuous 
influx of Syrian refugees into Lebanon. Health information systems had been immediately redesigned 
to include continuous assessment and reporting on issues related to the displaced Syrian population, 
including immunization coverage, disease surveillance, the health services used, and maternal and 
child mortality. Despite erratic international assistance during the crisis, all services provided through 
the national primary health care network had been given free of charge. The health system had thus 
been overstretched and the Government had been obliged to reallocate funds to sustain the financing 
of services at all levels. Despite those efforts, gaps in services persisted, and had a significant impact 
on individuals’ health and on Lebanese institutions. The crisis in Syria was still ongoing and 
Lebanon’s health system required considerable support to withstand the continuing challenge. 

The representative of the PHILIPPINES said that the development of bilateral and multilateral 
social protection agreements between countries of origin, transit and destination was the key to safe, 
orderly, regular migration. In line with the call made by the WHO Director-General at the 
106th Council of the International Organization for Migration, her Government was developing a 
national policy framework on migrants’ health. Monitoring and periodic reporting by Member States 
on the state of migrant health would be useful. 

The representative of ITALY said that his Government had tailored its policies and services to 
protect and promote the physical and mental health of refugees and migrants, and to prevent 
discrimination and violence. Comprehensive immunization programmes had been put in place, and 
active surveillance systems had been set up. Special care was offered to children, pregnant women, 
elderly people, people with disabilities and victims of torture. Effective provision of health care 
required flexibility to adapt to the needs of a changing population and to take account of cultural, 
religious, linguistic and gender diversity. When considering migration and health, attention should be 
paid to the prominent role of human trafficking organizations, and the number of migrants’ lives lost 
in dangerous sea crossings. Consideration should also be given to the need to promote a migrant-
sensitive culture in countries of transit and destination. Cooperation between countries and between 
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international organizations was crucial. His Government urged the Director-General to prepare a 
resolution for the Seventieth World Health Assembly, to update resolution WHA61.17 on the health of 
migrants, which had been adopted in 2008. The work done by the Regional Office for Europe to draft 
a strategy and action plan for refugee and migrant health in the WHO European Region could be used 
as an example in that regard. 

The representative of INDONESIA said that the international community was facing a large 
number of migration-related social, economic and political problems, particularly as a result of 
conflicts in the Middle East. The migration crisis constituted a humanitarian issue that must be 
resolved as a matter of urgency, in a comprehensive response. Health services for migrants should be 
provided through a cluster approach, including health care, surveillance for disease control, 
environmental health such as water quality and supply and sanitation, nutrition, reproductive health, 
and information management. WHO had a key role to play in ensuring that international processes 
remained sufficiently flexible to be adapted to national contexts. 

(For continuation of the discussion, see the summary record of the thirteenth meeting, 
section 4). 

The meeting rose at 12:30. 



 
 
 
 
 

THIRTEENTH MEETING 

Saturday, 28 May 2016, at 14:10 

Chairman: Mr M. BOWLES (Australia) 

1. WHO REFORM: Item 11 of the agenda (continued) 

Framework of engagement with non-State actors: Item 11.3 of the agenda (documents A69/6, 
A69/60 and EB138/2016/REC/1, decision EB138(3)) (continued from the first meeting, section 2) 

The CHAIRMAN recalled that a drafting group had been established to finalize the draft 
framework of engagement with non-State actors. The text agreed on by the drafting group was 
contained in the Annex to the following draft resolution: 

The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on the framework of engagement with non-State 

actors and the revised draft framework of engagement with non-State actors;1 
PP2 Recalling resolution WHA64.2 and decision WHA65(9) on WHO reform, and 

decisions WHA67(14), EB136(3), EB138(3) and resolution WHA68.9 on a framework of 
engagement with non-State actors; 

PP3  Recalling also the United Nations General Assembly resolution 70/1 
“Transforming our world: the 2030 Agenda for Sustainable Development”, and the equally 
important Goals, targets and means of implementation, which calls, inter alia, for a revitalized 
global partnership for sustainable development, based on the spirit of strengthened global 
solidarity, focused in particular on the needs of the poorest and most vulnerable and with 
participation of all countries, all stakeholders and all people; 

PP4 Recalling also United Nations General Assembly resolution 69/313 on the Addis 
Ababa Action agenda of the third international conference on financing for development, which 
is an integral part of the 2030 Agenda for Sustainable Development; 

PP5 Recalling further the 2014 “Rome Declaration on Nutrition and the Framework for 
Action on Nutrition”; 

PP6 Underscoring the full political commitment of all Member States towards the 
consistent and coherent implementation of the framework of engagement with non-State actors 
across the three levels of the Organization, 

(OP1)  ADOPTS the Framework of Engagement with non-State actors, as set out in the 
Annex to this resolution;2 

(OP2)  DECIDES that the Framework of Engagement with non-State actors shall replace 
the Principles governing relations between the World Health Organization and 

1 Document A69/6. 
2 Consisting of an overarching framework and four specific policies on engagement with nongovernmental 

organizations, private sector entities, philanthropic foundations and academic institutions. 
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nongovernmental organizations1 and Guidelines on interaction with commercial enterprises to 
achieve health outcomes;2 

(OP3)  REQUESTS the Director General: 
(1) To immediately start implementation of the Framework of Engagement with 
non-State actors; 
(2) To take all necessary measures, working with regional directors, to fully implement 
the framework in a coherent and consistent manner across all three levels of the 
Organization, with a view to achieving full operationalization within a two year 
timeframe; 
(3) to expedite the full establishment of the register of non-State actors in time for the 
Seventieth World Health Assembly; 
(4) to report on the implementation of the Framework of Engagement with non-State 
actors to the Executive Board at each of its January sessions under a standing agenda 
item, through the Programme Budget and Administration Committee; 
(5) to include in the report on the implementation of the Framework on Engagement 
with non-State actors, when deemed necessary, any matter or types of engagement with 
non-State actors that would benefit from further consideration by the Executive Board, 
through the Programme Budget and Administration Committee, due to their unique 
characteristics and relevance; 
(6) to conduct an initial evaluation in 2019 of the implementation of the Framework of 
Engagement with non-State actors and its impact on the work of WHO with a view to 
submitting the results, together with any proposals for revisions of the Framework, to the 
Executive Board in January 2020, through the Programme Budget and Administration 
Committee; 
(7) to include in the guide to staff, measures that pertain to application of the relevant 
provisions contained in the existing WHO policies on conflict of interest, with a view to 
facilitating the implementation of Framework of Engagement with non-State actors; 
(8) to develop, in consultation with Member States, a set of criteria and principles for 
secondments from nongovernmental organizations, philanthropic foundations and 
academic institutions and to submit the criteria and principles for the consideration and 
establishment, as appropriate, by the Seventieth World Health Assembly, through the 
Executive Board, taking into account amongst others the following identified issues:  

(a) specific technical expertise needed and excluding managerial and/or 
sensitive positions; 
(b) the promotion of equitable geographical distribution;  
(c) transparency and clarity around positions sought, including public 
announcements;  
(d) secondments are temporary in nature not exceeding two years; 

(9) to make reference to secondments from non-State actors in the annual report on 
engagement with non-State actors to be submitted, including justification behind 
secondments; 

OP4 REQUESTS the Independent Expert Oversight Advisory Committee, in accordance with 
its current terms of reference, to include a section on the implementation of Framework of 
Engagement with non-State actors in its report to the Programme, Budget and Administration 
Committee of the Executive Board at each January session; 

1 Adopted in resolution WHA40.25. See Basic documents, 48th ed. Geneva: World Health Organization; 2014. 
2 Document EB107/20, Annex. 
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OP5 REQUESTS the Seventieth World Health Assembly to review progress on the 
implementation at the three levels of the Organization, with a view to taking any decisions 
necessary to enable the full, coherent and consistent implementation of the Framework of 
Engagement with non-State actors. 

ANNEX 

FRAMEWORK OF ENGAGEMENT WITH NON-STATE ACTORS 

OVERARCHING FRAMEWORK OF ENGAGEMENT 
WITH NON-STATE ACTORS 

INTRODUCTION 

1. The overarching framework of engagement with non-State actors and the WHO policy and 
operational procedures on management of engagement with non-State actors apply to all engagements 
with non-State actors at all levels of the Organization,1 whereas the four specific policies and 
operational procedures on engagement are limited in application to, respectively, nongovernmental 
organizations, private sector entities, philanthropic foundations and academic institutions. 

ENGAGEMENT: RATIONALE, PRINCIPLES, BENEFITS AND RISKS 

Rationale 

2. WHO is the directing and coordinating authority in global health in line with its constitutional 
mandate. The global health landscape has become more complex in many respects; among other 
things, there has been an increase in the number of players including non-State actors. WHO engages 
with non-State actors in view of their significant role in global health for the advancement and 
promotion of public health and to encourage non-State actors to use their own activities to protect and 
promote public health. 

3. The functions of WHO, as set out in Article 2 of its Constitution, include: to act as the directing 
and coordinating authority on international health work; to establish and maintain effective 
collaboration with diverse organizations; and to promote cooperation among scientific and 
professional groups which contribute to the advancement of health. The Constitution further mandates 
the Health Assembly or the Executive Board, and the Director-General, to enter into specific 
engagements with other organizations.2 WHO shall, in relation to non-State actors, act in conformity 
with its Constitution and resolutions and decisions of the Health Assembly, and bearing in mind those 
of the United Nations General Assembly or the Economic and Social Council of the United Nations, if 
applicable. 

1 Headquarters, regional offices and country offices, entities established under WHO, as well as hosted partnerships. 
For hosted partnerships the framework of engagement with non-State actors will apply, subject to the policy on WHO’s 
engagement with global health partnerships and hosting arrangements (resolution WHA63.10). Hosted, as well as external 
partnerships are explained in paragraph 48. 

2 WHO Constitution, Articles 18, 33, 41 and 71. 

                                                      



 COMMITTEE A: THIRTEENTH MEETING 199 
 
 
 
 
4. (DELETED) 

5. WHO’s engagement with non-State actors supports implementation of the Organization’s 
policies and recommendations as decided by the governing bodies, as well as the application of 
WHO’s technical norms and standards. Such an effective engagement with non-State actors at global, 
regional and country levels, also calls for due diligence and transparency measures applicable to non-
State actors under this framework. In order to be able to strengthen its engagement with non-State 
actors for the benefit and interest of global public health, WHO needs simultaneously to strengthen its 
management of the associated potential risks. This requires a robust framework that enables 
engagement and serves also as an instrument to identify the risks, balancing them against the expected 
benefits, while protecting and preserving WHO’s integrity, reputation and public health mandate. 

Principles 

6. WHO’s engagement with non-State actors is guided by the following overarching principles. 

Any engagement must: 

(a) demonstrate a clear benefit to public health; 

(a bis) conform with WHO’s Constitution, mandate and general programme of work 

(b) respect the intergovernmental nature of WHO and the decision-making authority of 
Member States as set out in the WHO’s Constitution; 

(c) support and enhance, without compromising, the scientific and evidence-based approach 
that underpins WHO’s work; 

(d) protect WHO from any undue influence, in particular on the processes in setting and 
applying policies, norms and standards;1 

(e) not compromise WHO’s integrity, independence, credibility and reputation; 

(f) be effectively managed, including by, where possible avoiding conflict of interest2 and 
other forms of risks to WHO; 

(g) be conducted on the basis of transparency, openness, inclusiveness, accountability, 
integrity and mutual respect. 

Benefits of engagement 

7. WHO’s engagement with non-State actors can bring important benefits to global public health 
and to the Organization itself in fulfilment of its constitutional principles and objectives, including its 
directing and coordinating role in global health. Engagements range from major, longer-term 
collaborations to smaller, briefer interactions. Benefits arising from such engagement can also include: 

1 Policies, norms and standard setting includes information gathering, preparation for, elaboration of and the decision 
on the normative text. 

2 As set out in paragraphs 23 to 26. 
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(a) (DELETED) 

(b) the contribution of non-State actors to the work of WHO 

(c) the influence that WHO can have on non-State actors to enhance their impact on global 
public health or to influence the social, economic and environmental determinants of health 

(d) the influence that WHO can have on non-State actors’ compliance with WHO’s policies, 
norms and standards 

(e) the additional resources non-State actors can contribute to WHO’s work 

(f) the wider dissemination of and adherence by non-State actors to WHO’s policies, norms 
and standards 

Risks of engagement 

8. WHO’s engagement with non-State actors can involve risks which need to be effectively 
managed and, where appropriate, avoided. Risks relate inter alia to the occurrence in particular of the 
following: 

(a) conflicts of interest; 

(b) undue or improper influence exercised by a non-State actor on WHO’s work, especially 
in, but not limited to, policies, norms and standard setting;1 

(c) a negative impact on WHO’s integrity, independence, credibility and reputation; and 
public health mandate; 

(d) the engagement being primarily used to serve the interests of the non-State actor 
concerned with limited or no benefits for WHO and public health; 

(e) the engagement conferring an endorsement of the non-State actor’s name, brand, product, 
views or activity;2 

(f) the whitewashing of a non-State actor’s image through an engagement with WHO; 

(g) a competitive advantage for a non-State actor. 

NON-STATE ACTORS 

9. For the purpose of this framework, non-State actors are nongovernmental organizations, private 
sector entities, philanthropic foundations and academic institutions. 

1 Policies, norms and standard setting includes information gathering, preparation for, elaboration of and the decision 
on the normative text. 

2 Endorsement does not include established processes such as prequalifications or the WHO Pesticide Evaluation 
Scheme (WHOPES). 
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10. Nongovernmental organizations are non-profit entities that operate independently of 
governments. They are usually membership-based, with non-profit entities or individuals as members 
exercising voting rights in relation to the policies of the nongovernmental organization, or are 
otherwise constituted with non-profit, public-interest goals. They are free from concerns which are 
primarily of a private, commercial or profit-making nature. They could include, for example, 
grassroots community organizations, civil society groups and networks, faith-based organizations, 
professional groups, disease-specific groups, and patient groups. 

11. Private sector entities are commercial enterprises, that is to say businesses that are intended to 
make a profit for their owners. The term also refers to entities that represent, or are governed or 
controlled by, private sector entities. This group includes (but is not limited to) business associations 
representing commercial enterprises, entities not “at arm’s length”1 from their commercial sponsors, 
and partially or fully State-owned commercial enterprises acting like private sector entities. 

International business associations are private sector entities that do not intend to make a profit for 
themselves but represent the interests of their members, which are commercial enterprises and/or 
national or other business associations. For the purposes of this framework, they shall have the 
authority to speak for their members through their authorized representatives. Their members shall 
exercise voting rights in relation to the policies of the international business association. 

12. Philanthropic foundations are non-profit entities whose assets are provided by donors and 
whose income is spent on socially useful purposes. They shall be clearly independent from any private 
sector entity in their governance and decision-making. 

13. Academic institutions are entities engaged in the pursuit and dissemination of knowledge 
through research, education and training.2 

14. For each of the four groups of entities above, the overarching framework and the respective 
specific policy on engagement apply. WHO will determine through its due diligence if a non-State 
actor is subject to the influence of private sector entities to the extent that the non-State actor has to be 
considered itself a private sector entity. Such influence can be exerted through financing, participation 
in decision making or otherwise. Provided that the decision-making processes and bodies of a non-
State actor remain independent of undue influence from the private sector, WHO can decide to 
consider the entity as a nongovernmental organization, a philanthropic foundation or an academic 
institution, but may apply relevant provisions of the WHO’s policy and operational procedures on 
engagement with private sector entities, such as not accepting financial and in-kind contributions for 
use in the normative work. 

TYPES OF INTERACTION 

15. The following are categories of interaction in which WHO engages with non-State actors. Each 
type of interaction can take different forms, be subject to different levels of risk and can involve 
different levels and types of engagement by the Organization. 

1 An entity is “at arm’s length” from another entity if it is independent from the other entity, does not take 
instructions and is clearly not influenced or clearly not reasonably perceived to be influenced in its decisions and work by the 
other entity. 

2 This can include think tanks which are policy-oriented institutions, as long as they primarily perform research; 
while international associations of academic institutions are considered as non-governmental organizations, subject to 
paragraph 14. 
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Participation 

16. Non-State actors may attend various types of meetings organized by WHO. The nature of their 
participation depends on the type of meeting concerned. The format, modalities, and the participation 
of non-State actors in consultations, hearings, and other meetings is decided on a case-by-case basis by 
the WHO governing bodies or by the Secretariat. 

(a) Meetings of the governing bodies. This type involves sessions of the World Health 
Assembly, the Executive Board and the six regional committees. Non-State actors’ participation 
is determined by the governing bodies’ respective rules of procedure, policies and practices as 
well as the section of this framework that deals with official relations. 

(b) Consultations. This type includes any physical or virtual meeting, other than governing 
body sessions, organized for the purpose of exchanging information and views. Inputs received 
from non-State actors shall be made publicly available, wherever possible. 

(c) Hearings. These are meetings in which the participants can present their evidence, views 
and positions and be questioned about them but do not enter into a debate. Hearings can be 
electronic or in person. All interested entities should be invited on the same basis. The 
participants and positions presented during hearings shall be documented and shall be made 
publicly available, wherever possible. 

(d) Other meetings. These are meetings that are not part of the process of setting policies, 
norms or standards; examples include information meetings, briefings, scientific conferences, 
and platforms for coordination of actors. 

17. WHO’s involvement in meetings organized wholly or partly by a non-State actor can – subject 
to the provisions of this framework, its four specific policies and operational procedures, and other 
applicable WHO rules, policies and procedures – consist of any one of the following possibilities: 

• WHO jointly organizes the meeting with the non-State actor 

• WHO cosponsors a meeting1 organized by the non-State actor 

• WHO staff make a presentation or act as panellists at a meeting organized by the non-State 
actor 

• WHO staff attend a meeting organized by a non-State actor. 

1 Cosponsorship of a meeting means: (1) another entity has the primary responsibility for organizing the meeting; and 
(2) WHO supports and contributes to the meeting and its proceedings; and (3) WHO reserves the right to clear the agenda of 
the meeting, the list of participants and the outcome documents of the meeting. 
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Resources 

18. Resources are financial or in-kind contributions. In-kind contributions include donations of 
medicines and other goods and free provision of services1 on a contractual basis. 

Evidence 

19. For the purposes of this framework, evidence refers to inputs based on up-to-date information, 
knowledge on technical issues, and consideration of scientific facts, independently analysed by WHO. 
Evidence generation by WHO includes information gathering, analysis, generation of information and 
the management of knowledge and research. Non-State actors may provide their up-to-date 
information and knowledge on technical issues, and share their experience with WHO, as appropriate, 
subject to the provisions of this framework, its four specific policies and operational procedures, and 
other applicable WHO rules, policies and procedures. Such contribution should be made publicly 
available, as appropriate, wherever possible. Scientific evidence generated should be made publicly 
available. 

Advocacy 

20. Advocacy is action to increase awareness of health issues, including issues that receive 
insufficient attention; to change behaviours in the interest of public health; and to foster collaboration 
and greater coherence between non-State actors where joint action is required. 

Technical collaboration 

21. For the purpose of this framework, technical collaboration refers to other collaboration with 
non-State actors, as appropriate, in activities that fall within the General Programme of Work, 
including: 

• product development 

• capacity-building 

• operational collaboration in emergencies 

• contributing to the implementation of WHO’s policies. 

MANAGEMENT OF CONFLICT OF INTEREST AND OTHER RISKS OF 
ENGAGEMENT 

22. Managing, including by, where appropriate, avoiding, conflict of interest and other risks of 
engagement requires a series of steps, as set out below:2 

1 With the exception of secondments, which are covered in paragraph 46. 
2 The framework is designed to regulate institutional engagements; its implementation is closely coordinated with the 

implementation of other organizational policies regulating conflict of interest in respect of individuals (see paragraph 48). 
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• WHO needs to know the non-State actors that it engages with. Therefore each non-State actor 
is required to provide all relevant1 information about itself and its activities, following which 
WHO conducts the necessary due diligence. 

• WHO conducts a risk assessment in order to identify the specific risks of engagement 
associated with each engagement with a non-State actor. 

• Risks of engagement need to be managed and communicated coherently in each of the three 
levels of the Organization and throughout the Organization. To that end, WHO manages 
engagement through a single, Organization-wide electronic tool.2 

• Member States exercise oversight over WHO’s engagement with non-State actors in 
accordance with the provisions in paragraphs 65 and 66. 

Conflict of interest 

23. A conflict of interest arises in circumstances where there is potential for a secondary interest (a 
vested interest in the outcome of WHO’s work in a given area) to unduly influence, or where it may be 
reasonably perceived to unduly influence, either the independence or objectivity of professional 
judgement or actions regarding a primary interest (WHO’s work) The existence of conflict of interest 
in all its forms does not as such mean that improper action has occurred, but rather the risk of such 
improper action occurring. Conflicts of interest are not only financial, but can take other forms as well. 

23bis Individual conflicts of interests within WHO are those involving experts, regardless of their 
status, and staff members; these are addressed in accordance with the policies listed under 
paragraph 48 of the present framework. 

24. All institutions have multiple interests, which means that in engaging with non-State actors 
WHO is often faced with a combination of converging and conflicting interests. An institutional 
conflict of interest is a situation where WHO’s primary interest as reflected in its Constitution may be 
unduly influenced by the conflicting interest of a non-State actor in a way that affects, or may 
reasonably be perceived to affect, the independence and objectivity of WHO’s work. 

25. In actively managing institutional conflict of interest and the other risks of engagement 
mentioned in paragraph 8 above, WHO aims to avoid allowing the conflicting interests of a non-State 
actor to exert, or be reasonably perceived to exert, undue influence over the Organization’s decision-
making process or to prevail over its interests. 

26. For WHO, the potential risk of institutional conflicts of interest could be the highest in 
situations where the interest of non-State actors, in particular economic, commercial or financial, are 
in conflict with WHO’s public health policies, constitutional mandate and interests, in particular the 
Organization’s independence and impartiality in setting policies, norms and standards. 

1 As defined in paragraph 38bis. 
2 WHO uses an electronic tool for managing engagement. As described in footnote 1 of paragraph 38, the publicly 

visible part of the tool is the register of non-State actors; the tool also provides an electronic workflow for the internal 
management of engagement. A similar electronic tool is used for the management of individual conflicts of interest, in order 
to harmonize the implementation of the framework with the implementation of the policy on management of individual 
conflicts of interest for experts. 

                                                      



 COMMITTEE A: THIRTEENTH MEETING 205 
 
 
 
 
Due diligence and risk assessment 

27. When the possibility of entering into an engagement is being considered, the relevant technical 
unit in the Secretariat conducts an initial examination in order to establish whether such an 
engagement would be in the interest of the Organization and in line with the principles of WHO’s 
engagement with non-State actors in paragraph 6 and the priorities defined in the General Programme 
of Work and Programme budget. If this seems to be the case, the technical unit consults the WHO 
Register on non-State actors and as needed asks the non-State actor to provide its basic information. 
Using the Organization-wide electronic tool, the unit then complements this information with a 
description of the proposed engagement and its own assessment of the benefits and risks involved, as 
needed . 

27bis (new) The technical unit makes an initial assessment. If the engagement is of low risk, for 
example because of its repetitive nature1 or because it does not involve policies, norms and standard 
setting, a simplified due diligence and risk assessment modulating the procedures in paragraphs 28 to 
36 as well as 38bis can be performed by the technical unit and the risk management decision taken, 
taking such steps as are necessary to ensure full compliance with paragraphs 6 to 8.2 For all other 
engagements full procedures apply. 

28. Before engaging with any non-State actor, WHO, in order to preserve its integrity, conducts due 
diligence and risk assessment. Due diligence refers to the steps taken by WHO to find and verify 
relevant information on a non-State actor and to reach a clear understanding of its profile. While due 
diligence refers to the nature of the non-State actor concerned, risk assessment refers to the 
assessment of a specific proposed engagement with that non-State actor. 

29. Due diligence combines a review of the information provided by the non-State actor, a search 
for information about the entity concerned from other sources, and an analysis of all the information 
obtained. This includes a screening of different public, legal and commercial sources of information, 
including: media; the entity’s website companies’ analyst reports, directories and profiles; and public, 
legal and governmental sources. 

30. The core functions of due diligence are to: 

• clarify the nature and purpose of the entity proposed to engage with WHO; 

• clarify the interest and objectives of the entity in engaging with WHO and what it expects in 
return; 

• determine the entity’s legal status, area of activities, membership, governance, sources of 
funding, constitution, statutes, and by-laws and affiliation; 

• define the main elements of the history and activities of the entity in terms of the following: 
health, human and labour issues; environmental, ethical and business issues; reputation and 
image; and financial stability; 

• identify if paragraph 44 or 44bis should be applied. 

1 Provided that due diligence and risk assessment have already been carried out and the nature of engagement has 
remained unchanged. 

2 The simplified due diligence and risk assessment, and information to be provided by non-State actors as well as the 
criteria of low risk engagements are described in the guide for staff. 
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31. Due diligence also allows the Secretariat for the purpose of its engagement to categorize each 
non-State actor in relation to one of the four groups of non-State actors on the basis of its nature, 
objectives, governance, funding, independence and membership. This categorization is indicated in the 
register of non-State actors. 

32. Risks are the expression of the likelihood and potential impact of an event that would affect the 
Organization’s ability to achieve its objectives. A risk assessment on a proposed engagement is 
conducted in addition to due diligence. This involves the assessment of risks associated with an 
engagement with a non-State actor, in particular the risks described in paragraph 8 and is to be 
conducted without prejudice to the type of non-State actor. 

Risk management 

33. Risk management concerns the process leading to a management decision whereby the 
Secretariat decides explicitly and justifiably on entry into engagement,1 continuation of engagement, 
engagement with measures to mitigate risks, non-engagement or disengagement from an existing or 
planned engagement with non-State actors. It is a management decision usually taken by the unit 
engaging with the non-State actor based on a recommendation of the specialized unit responsible for 
performing due diligence and risk assessment. 

34 – DELETED 

35. A dedicated secretariat mechanism reviews proposals of engagement referred to it and 
recommends engagement, continuation of engagement, engagement with measures to mitigate risks, 
non engagement or disengagement from an existing or planned engagement with non-State actors. The 
DG, working with RDs, ensures coherence and consistency in implementation and interpretation of 
this Framework across all levels of the Organization.  

36. WHO takes a risk-management approach to engagement, only entering into an engagement with 
a non-State actor when the benefits in terms of direct or indirect contributions to public health and the 
fulfilment of the Organization’s mandate as mentioned in paragraph 7 outweigh any residual risks of 
engagement as mentioned in paragraph 8, as well as the time and expense involved in establishing and 
maintaining the engagement. 

Transparency 

37. WHO’s interaction with non-State actors is managed transparently. WHO provides an annual 
report to the governing bodies on its engagement with non-State actors, including summary 
information on due diligence, risk assessment and risk management undertaken by the Secretariat. 
WHO also makes publicly available appropriate information on its engagement with non-State actors. 

38. The WHO register of non-State actors is an Internet-based, publicly available electronic tool 
used by the Secretariat2 to document and coordinate engagement with non-State actors. It contains the 

1 Other than decisions related to official relations as set out in paragraphs 49 to 55. 
2 The register of non-State actors is the first level of a tool used by the Secretariat containing four levels of 

information: a publicly available level, a level made available to Member States, a working level for the Secretariat, and a 
level of confidential and sensitive information accessible to a limited number of individuals within the Secretariat. 
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main standard information provided by non-State actors1 and high-level descriptions of the 
engagement that WHO has with these actors.2 

38bis Non-State actors engaging with WHO are required to provide information on their organization. 
This information includes: name, membership, legal status, objective, governance structure, 
composition of main decision-making bodies, assets, annual income and funding sources, main 
relevant affiliations, webpage and one or more focal points for WHO contacts. 

39. When the Secretariat decides on an engagement with a non-State actor, a summary of the 
information submitted by that entity and held in the WHO register of non-State actors is made public. 
The accuracy of the information provided by the non-State actor and published in the register is the 
responsibility of the non-State actor concerned and does not constitute any form of endorsement 
by WHO.  

40. Non-State actors described in the register must update the information provided on themselves 
annually or upon the request of WHO. Information in the WHO register of non-State actors will be 
dated. Information on entities that are no longer engaged with WHO or that have not updated their 
information will be marked as “archived”. Archived information from the WHO register of non-State 
actors can be considered in relation to future applications for engagement, where relevant. 

40bis (moved from 38ter) In addition to the publicly available information, Member States have 
electronic access to a summary report on due diligence of each non-State actor and their respective 
risk assessment and risk management on engagement. Member States also have access, on demand, to 
the associated full report through a remote secure access platform. 

41. WHO maintains a handbook to guide non-State actors in their interaction with WHO in line 
with this framework. A guide for staff is also maintained on the implementation of the framework of 
engagement with non-State actors. 

42. (DELETED) 

43. (DELETED) 

SPECIFIC PROVISIONS 

44. WHO does not engage with the tobacco industry or non-State actors that work to further the 
interests of the tobacco industry. WHO also does not engage with the arms industry. 

Engagement where particular caution should be exercised 

44bis WHO will exercise particular caution, especially while conducting due diligence, risk 
assessment and risk management, when engaging with private sector entities and other non-State 
actors whose policies or activities are negatively affecting human health and are not in line with 
WHO’s policies, norms and standards, in particular those related to noncommunicable diseases and 
their determinants. 

1 Information on financial contributions received from non-State actors is documented in this register and in the 
Programme Budget web portal. 

2 The register covers all three levels of the Organization – global, regional and country – and includes hosted 
partnerships and joint programmes. 
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Association with WHO’s name and emblem 

45. WHO’s name and emblem are recognized by the public as symbols of integrity and quality 
assurance. WHO’s name, acronym and emblem shall not, therefore, be used for, or in conjunction 
with, commercial, promotional marketing and advertisement purposes. Any use of the name or 
emblem needs an explicit written authorization by the Director-General of WHO.1 
Secondments 

46. WHO does not accept secondments from private sector entities. 

RELATION OF THE FRAMEWORK TO WHO’S OTHER POLICIES 

47. This framework replaces the Principles Governing Relations between the World Health 
Organization and Nongovernmental Organizations2 and the Guidelines on interaction with commercial 
enterprises to achieve health outcomes (noted by the Executive Board).3 

48. The implementation of the policies listed below as they relate to WHO’s engagement with non-
State actors will be coordinated and aligned with the framework of engagement with non-State actors. 
In the event that a conflict is identified, it will be brought to the attention of the Executive Board 
through the PBAC. 

(a) Policy on WHO’s engagement with global health partnerships and hosting arrangements.4 

(i) Hosted partnerships derive their legal personality from WHO and are subject to the 
Organization’s rules and regulations. Therefore the Framework of engagement with non-
State actors applies to their engagement with non-State actors. They have a formal 
governance structure, separate from that of the WHO governing bodies, in which 
decisions are taken on direction, workplans and budgets; and their programmatic 
accountability frameworks are also independent from those of the Organization. In the 
same way the framework applies to other hosted entities which are subject to the 
Organizations Rules and Regulations. 

(ii) WHO’s involvement in external partnerships is regulated by the policy on WHO’s 
engagement with global health partnerships and hosting arrangements. The framework of 
engagement with non-State actors also applies to WHO’s engagement in these 
partnerships.5 

(b) Regulations for Expert Advisory Panels and Committees and the Guidelines for 
Declaration of Interests (WHO Experts). The management of WHO’s relations with individual 

1 See http://www.who.int/about/licensing/emblem/en/. 
2 Basic documents, 48th ed. Geneva: World Health Organization; 2014: pp.97–102. 
3 See document EB107/2001/REC/2, summary record of the twelfth meeting. 
4 Endorsed by the Health Assembly in resolution WHA63.10 on partnerships and its Annex 1. 
5The Codex Alimentarius Commission is an intergovernmental body which is the principal organ of the joint 

FAO/WHO food standards programme for which the administration is not solely provided by WHO. The Commission is 
supported by subsidiary bodies including Codex committees, regional coordinating committees and task forces.  
Meetings of the Commission, Committees, including independent expert committees, and Task Forces are regulated by the 
Rules of Procedure and other decisions adopted by the Codex Alimentarius Commission. 
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experts is regulated by the Regulations for Expert Advisory Panels and Committees1 and the 
Guidelines for Declaration of Interests (WHO Experts). 

(c) Staff Regulations and Staff Rules. All staff are subject to the Organization’s Staff 
Regulations and Staff Rules, noting in particular the provisions of declaration of interest therein: 
according to Article 1.1 of the Staff Regulations of the World Health Organization, all staff 
members “pledge themselves to discharge their functions and to regulate their conduct with the 
interests of the World Health Organization only in view.” 

(d) Regulations for Study and Scientific Groups, Collaborating Institutions and other 
Mechanisms of Collaboration. Scientific collaborations are regulated by the Regulations for 
Study and Scientific Groups, Collaborating Institutions and other Mechanisms of 
Collaboration.2 

(e) Financial Rules and Financial Regulations. 

(i) The procurement of goods and services is regulated by the Financial Rules and 
Financial Regulations;3 it is not covered by the framework of engagement with non-State 
actors, although pro-bono contributions from non-State actors are covered. 

(ii) Like any other financing of WHO, financing from non-State actors is regulated by 
the Financial Rules and Financial Regulations and the decision on accepting such 
financial contributions is also regulated by this framework. 

OFFICIAL RELATIONS 

49. “Official relations” is a privilege that the Executive Board may grant to nongovernmental 
organizations, international business associations and philanthropic foundations that have had and 
continue to have a sustained and systematic engagement4 in the interest of the Organization. The aims 
and activities of all these entities shall be in conformity with the spirit, purposes and principles of 
WHO’s Constitution, and they shall contribute significantly to the advancement of public health. 
Organizations in official relations can attend governing body meetings of WHO but are otherwise 
subject to the same rules as other non-State actors when engaging with WHO. 

50. Entities in official relations are international in membership and /or scope. All entities in official 
relations shall have a constitution or similar basic document, an established headquarters, a governing 
body, an administrative structure, and a regularly updated entry in the WHO register of non-State 
actors. 

51. Official relations shall be based on a plan for collaboration between WHO and the entity with 
agreed objectives and outlining activities for the coming three-year period structured in accordance 
with the General Programme of Work and Programme budget and consistent with this framework. 

1 See Basic documents, 48th ed. Geneva: World Health Organization; 2014: pp.121–130. 
2 Basic documents, 48th ed. Geneva: World Health Organization; 2014: pp.131–138. 
3 Basic documents, 47th ed. Geneva: World Health Organization; 2009, pp.87–97. 48th ed. Geneva: World Health 

Organization; 2014: pp.103–113. 
4 At least two years of systematic engagement as documented in the WHO register of non-State actors, assessed by 

both parties to be mutually beneficial. Participation in each other’s meetings alone is not considered to be a systematic 
engagement. 
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This plan shall also be published in the WHO register of non-State actors. These organizations shall 
provide annually a short report on the progress made in implementing the plan of collaboration and 
other related activities which will also be published in the WHO register. These plans shall be free 
from concerns which are primarily of a commercial or profit-making nature. 

51bis.  For nongovernmental organizations working on global health issues, sustained and systematic 
engagement could include research and active advocacy around WHO meetings and WHO’s policies, 
norms and standards. Official relations may be considered for such nongovernmental organizations 
based on at least three years of their activities and future work plan on research and advocacy on 
global public health issues. 

52. The Executive Board shall be responsible for deciding on the admission of organizations into 
official relations with WHO and shall review this status every three years. The Director-General may 
propose international nongovernmental organizations, philanthropic foundations and international 
business associations for admission. The Director-General can also propose an earlier review based on 
the experience in the collaboration with the organization concerned. 

53. Entities in official relations are invited to participate in sessions of WHO’s governing bodies. 
This privilege shall include: 

(a) the possibility to appoint a representative to participate, without right of vote, in meetings 
of WHO’s governing bodies or in meetings of the committees and conferences convened under 
its authority; 

(b) the possibility to make a statement if the Chairman of the meeting (i) invites them to do 
so or (ii) accedes to their request when an item in which the related entity is particularly 
interested is being discussed;  

(c) the possibility to submit the statement referred to in subparagraph (b) above in advance of 
the debate for the Secretariat to post on a dedicated website. 

54. Non-State actors participating in WHO governing bodies’ meetings shall designate a head of 
their delegation and declare the affiliations of their delegates. This declaration shall include the 
function of each delegate within the non-State actor itself and, where applicable, the function of that 
delegate within any affiliated organization. 

55. Regional committees may also decide on a procedure granting accreditation to their meetings to 
other international, regional, and national1 non-State actors not in official relations with WHO as long 
as the procedure is managed in accordance with this framework.  

Procedure for admitting and reviewing organizations in official relations 

56. The application for admission into official relations shall be based on the up-to-date entries in 
the WHO register of non-State actors, providing all the necessary information as requested on the 
non-State actor’s nature and activities. The application shall include a summary of past engagement as 
documented in the register of non-State actors and a three-year plan for collaboration with WHO that 
has been developed and agreed on jointly by the non-State actor and WHO. 

1 In accordance with WHO Constitution, Article 71. 
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57. A signed letter certifying the accuracy of the application for official relations submitted online 
shall reach WHO headquarters no later than the end of the month of July for submission to the 
Executive Board at its session the following January. Applications for official relations shall be 
reviewed to ensure that the established criteria and other requirements are fulfilled as set out in this 
framework. Applications should be transmitted to the Executive Board members by the Secretariat six 
weeks before the opening of the January session of the Executive Board at which they will be 
considered. 

58. (MOVED TO AFTER P61 AS 61BIS) 

59. During the Board’s January session, the Programme, Budget and Administration Committee 
shall consider applications submitted and shall make recommendations to the Board. A representative 
of an applicant organization may be invited by the Committee to speak before it in connection with 
that organization’s application. Should the applicant organization be considered not to meet the 
established criteria, and bearing in mind the desirability of ensuring a valuable continuing partnership 
based on defined objectives and evidenced by a record of successful past engagement and a 
framework for future collaborative activities, the Committee may recommend postponement of 
consideration or rejection of an application. 

60. The Board, after considering the recommendations of the Committee, shall decide whether an 
organization is to be admitted into official relations with WHO. A reapplication from a non-State actor 
shall not normally be considered until two years have elapsed since the Board’s decision on the 
previous application. 

61. The Director-General shall inform each organization of the Board’s decision on its application. 
The Director-General shall document decisions taken within the Secretariat and by the Executive 
Board on applications from non-State actors, reflect this status in the WHO register of non-State 
actors, and maintain a list of the organizations admitted into official relations. 

61bis The entities in official relations and the Secretariat should name focal points for collaboration who 
are responsible for informing each other and their organizations of any developments in the 
implementation of the plan for collaboration and who are the first points of contact for any changes or 
problems. 

62. The Board, through its Programme, Budget and Administration Committee, shall review 
collaboration with each non-State actor in official relations every three years and shall decide on the 
desirability of maintaining official relations or defer the decision on the review to the following year. 
The Board’s review shall be spread over a three-year period, one third of the entities in official 
relations being reviewed each year. 

63. The Director-General can propose earlier reviews of a non-State actor’s official relations with 
WHO by the Executive Board through its Programme, Budget and Administration Committee in case 
of issues such as non-fulfilment of the entity’s part in the plan of collaboration, lack of contact, failure 
by the non-State actor to fulfil its reporting requirements or changes in the nature or activities of the 
organization concerned, the non-State actor ceasing to fulfil the criteria for admission, or any potential 
new risks for the collaboration. 

64. The Board may discontinue official relations if it considers that such relations are no longer 
appropriate or necessary in the light of changing programmes or other circumstances. Similarly, the 
Board may suspend or discontinue official relations if an organization no longer meets the criteria that 
applied at the time of the establishment of such relations, fails to update its information and report on 
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the collaboration in the WHO register on non-State actors or fails to fulfil its part in the agreed 
programme of collaboration. 

(64 bis: MOVED TO 51 bis) 

OVERSIGHT OF ENGAGEMENT 

65. The Executive Board, through its Programme, Budget and Administration Committee, oversees 
the implementation of WHO’s framework of engagement with non-State actors, proposes revisions to 
the framework and can grant the privileges of official relations to international nongovernmental 
organizations, philanthropic foundations and international business associations. 

66. The Programme Budget and Administration Committee shall review, provide guidance and, as 
appropriate, make recommendations to the Executive Board on: 

(a) oversight of WHO’s implementation of the framework of engagement with non-State 
actors including: 

(i) consideration of the annual report on engagement with non-State actors submitted 
by the Director-General 

(ii) any other matter on engagement referred to the Committee by the Board 

(b) entities in official relations with WHO, including: 

(i) proposals for admitting non-State actors into official relations 

(ii) review of renewals of entities in official relations 

(c) any proposal, when needed, for revisions of the framework of engagement with non-State 
actors. 

NON-COMPLIANCE WITH THIS FRAMEWORK 

67. Non-compliance can include inter alia the following: significant delays in the provision of 
information to the WHO register of non-State actors; provision of wrong information; use of the 
engagement with WHO for purposes other than protecting and promoting public health, such as for 
commercial, promotional, marketing and advertisement purposes; misuse of WHO’s name and 
emblem; attempt at undue influence; and abuse of the privileges conferred by official relations.  

68. Non-compliance by a non-State actor with the provisions of this framework can have 
consequences for the entity concerned after due process including a reminder, a warning, a cease-and-
desist letter, a rejection of renewal of engagement and termination of engagement. The review of the 
status of official relations by the Executive Board can be anticipated and non-compliance can be the 
reason for non-renewal of official relations. Except in the case of important and intentional cases of 
non-compliance the non-State actor concerned should not be automatically excluded from other 
engagements with WHO. 

69. Any financial contribution received by WHO that is subsequently discovered to be non-
compliant with the terms of this framework shall be returned to the contributor. 
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IMPLEMENTATION 

69bis.  Consistent with the principles identified in paragraph 6, this framework will be implemented in 
its entirety in a manner that manages and strengthens WHO’s engagement with non-State actors 
towards the attainment of public health objectives, including through multistakeholder partnerships, 
whilst protecting and preserving WHO’s integrity, independence, credibility and reputation; 

69ter. The Director-General, in the application of this framework, when responding to acute public 
health events described in the International Health Regulations (2005) or other emergencies with 
health consequences, will act according to the WHO Constitution1 and the principles identified in this 
framework. In doing so, the Director-General may exercise flexibility as might be needed in the 
application of the procedures of this framework in those responses, when he/she deems necessary, in 
accordance with WHO’s responsibilities as health cluster lead, and the need to engage quickly and 
broadly with non-State actors for coordination, scale up and service delivery2. The Director-General 
will inform Member States through appropriate means,3 including in particular written 
communication, without undue delay when such a response requires exercise of flexibility, and 
include summary information with justification on the use of such flexibility in the annual report on 
engagement with non-State actors. 

MONITORING AND EVALUATION OF THE FRAMEWORK 

70. The implementation of the framework will be constantly monitored internally and by the 
Executive Board through its Programme, Budget and Administration Committee in the annual report 
on engagement with non-State actors and the assessment of information available in the register of 
non-State actors. 

71. Furthermore, the implementation of the framework should be periodically evaluated. The results 
of such evaluation, together with any proposals for revisions of the framework, shall also be submitted 
to the Executive Board through its Programme, Budget and Administration Committee. 

72alt. DELETED 

WHO POLICY AND OPERATIONAL PROCEDURES ON ENGAGEMENT 
WITH NONGOVERNMENTAL ORGANIZATIONS 

1. DELETED 

2. This policy regulates specifically WHO’s engagement with nongovernmental organizations by 
type of interaction.4 The provisions of the overarching framework also apply to all engagements with 
nongovernmental organizations. 

1 Including Article 2(d) of the WHO Constitution. 
2 Taking into account resolution WHA65.20 (WHO’s response, and role as the health cluster lead, in meeting the 

growing demands of health in humanitarian emergencies). 
3 Including as described in UN General Assembly resolution A/RES/46/182 (Strengthening of the coordination of 

humanitarian assistance of the United Nations), which establishes the Secretary-General’s emergency relief coordinator, and 
the WHO International Health Regulations (2005). 

4 See paragraphs 15–21 of the overarching framework for the five types of interaction. 
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PARTICIPATION 

Participation by nongovernmental organizations in WHO meetings1 

3. WHO can invite nongovernmental organizations to participate in consultations, hearings or 
other meetings in accordance with paragraph 16 of the overarching framework. Consultations and 
hearings can be electronic or in person. 

4. Participation in other meetings is on the basis of discussion of an item in which the 
nongovernmental organization has a particular interest and where its participation adds value to the 
deliberations of the meeting. Such participation is for the exchange of information and views, but 
never for the formulation of advice. 

4bis The nature of participation of nongovernmental organizations depends on the type of meeting 
concerned. The format, modalities, and the participation of nongovernmental organizations in 
consultations, hearings, and other meetings is decided on a case-by-case basis by the WHO governing 
bodies or by the Secretariat. Participation and inputs received from nongovernmental organizations 
shall be made publicly available, wherever possible. Nongovernmental organizations do not take part 
in any decision-making process of the Organization. 

Involvement of the Secretariat in meetings organized by nongovernmental organizations 

5. WHO can organize joint meetings, or cosponsor meetings organized by nongovernmental 
organizations, as long as the integrity, independence and reputation of the Organization are preserved, 
and as long as this participation furthers WHO’s objectives as expressed in the General Programme of 
Work. WHO staff members may participate in meetings organized by nongovernmental organizations 
in accordance with the internal rules of the Organization. The nongovernmental organization shall not 
misrepresent WHO’s participation as official WHO support for, or endorsement of, the meeting, and 
shall agree not to use WHO’s participation for promotional purposes. 

Specific policies and operational procedures 

6. The participation of WHO in meetings organized by nongovernmental organizations as 
co-organizers, cosponsors, panellists or speakers shall be managed according to the provisions of this 
Framework. 

RESOURCES 

7. WHO can accept financial and in-kind contributions from nongovernmental organizations as 
long as such contributions fall within WHO’s General Programme of Work, do not create conflicts of 
interest, are managed in accordance with the framework, and comply with other relevant regulations, 
rules and policies of WHO.  

7bis The acceptance of contributions (whether in cash or in kind) should be made subject to the 
following conditions: 

(a) the acceptance of a contribution does not constitute an endorsement by WHO of the 
nongovernmental organization; 

1 Other than sessions of the governing bodies, which are regulated by the policy on management of engagement. 
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(b) the acceptance of a contribution does not confer on the contributor any privilege or 
advantage; 

(c) the acceptance of a contribution as such does not offer the contributor any possibility for 
advising, influencing, participating in, or being in command of the management or 
implementation of operational activities; 

(d) WHO keeps its discretionary right to decline a contribution, without any further 
explanation. 

8. WHO can provide resources to a nongovernmental organization for implementation of 
particular work in accordance with the Programme Budget, the Financial Regulations and Financial 
Rules and other applicable rules and policies. The resources concerned can be either for a project of 
the institution which WHO considers merits support and is consistent with WHO’s general programme 
of work, or for a project organized or coordinated by WHO. The former constitutes a grant, the latter a 
service. 

Specific policies and operational procedures 

9. Any acceptance of resources from a nongovernmental organization is handled in accordance 
with the provisions of this framework and relevant other WHO rules and guidelines such as the Staff 
Regulations and Staff Rules, the Financial Regulations and Financial Rules and policies governing 
procurement, as well as WHO’s guidelines for medicine donations and WHO’s guidelines for health 
care equipment donations; 

10. For reasons of transparency, contributions from nongovernmental organizations must be 
publicly acknowledged by WHO in accordance with its policies and practices. 

11. Acknowledgements shall usually be worded along the following lines: “The World Health 
Organization gratefully acknowledges the financial contribution of [Nongovernmental organization] 
towards [description of the outcome or activity]”. 

12. Contributions received from nongovernmental organizations are listed in the financial report 
and audited financial statements of WHO as well as the Programme budget web portal and the WHO 
register of non-State actors. 

13. Nongovernmental organizations may not use the fact that they have made a contribution in their 
materials used for commercial, promotional, marketing and advertisement purposes.1 However, they 
may make reference to the contribution in their annual reports or similar documents. In addition, they 
may mention the contribution on their websites, and in special non-promotional publications, provided 
that the content and context have been agreed with WHO. 

EVIDENCE 

14 Nongovernmental organizations may provide their up-to-date information and knowledge on 
technical issues, and share their experience with WHO, as appropriate, subject to the provisions of the 
overarching framework, and this specific policy and operational procedures, and other applicable 
WHO rules, policies and procedures. Such contribution should be made publicly available, as 
appropriate, wherever possible. Scientific evidence generated should be made publicly available. 

1 In accordance with paragraph 45 of the overarching framework. 
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ADVOCACY 

15. WHO collaborates with nongovernmental organizations on advocacy for health and increasing 
awareness of health issues; for changing behaviours in the interest of public health; and for fostering 
collaboration and greater coherence between non-State actors where joint action is required. 

16. Nongovernmental organizations are encouraged to disseminate WHO’s policies, guidelines, 
norms and standards and other tools through their networks. 

16bis WHO encourages NGOs to implement and advocate for the implementation of WHO’s policies, 
norms and standards. WHO engages in dialogue with NGOs in order to promote the implementation of 
WHO’s policies, norms and standards.1 

16ter Nongovernmental organizations can only collaborate with WHO in advocacy for the 
implementation of WHO policies norms or standards if they commit themselves to implement these 
policies, norms or standards in their entirety. No partial or selective implementation is acceptable.  

TECHNICAL COLLABORATION 

17. WHO may engage with the nongovernmental organizations for technical collaboration as 
defined in the overarching framework paragraph 21. Technical collaboration with nongovernmental 
organizations is encouraged. This collaboration must be in the interest of WHO, and managed in 
accordance with the overarching framework and this policy to protect WHO, and in particular, its 
normative work, from any undue influence or conflict of interest and to ensure there is no interference 
with WHO’s advisory function to Member States. 

WHO POLICY AND OPERATIONAL PROCEDURES ON 
ENGAGEMENT WITH PRIVATE SECTOR ENTITIES 

1. DELETED 

2. This policy regulates specifically WHO’s engagement with private sector entities by type of 
interaction.2 The provisions of the overarching framework also apply to all engagements with private 
sector entities. 

2bis. When engaging with private sector entities, it should be borne in mind that WHO’s activities 
affect the commercial sector in broader ways, through, among others, its public health guidance, its 
recommendations on normative standards, or other work that might indirectly or directly influence 
product costs, market demand, or profitability of specific goods and services. 

3. In engaging with private sector entities, WHO will aim to operate on a competitively neutral 
basis. 

1 Nongovernmental organizations working with WHO will be expected to conform to WHO’s public health policies 
in areas such as food safety, chemical safety, ethical promotion of medicinal drug products, tobacco control, 
noncommunicable diseases, as well as health and safety at work. 

2 See paragraphs 15–21 of the overarching framework for the five types of interaction. 
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PARTICIPATION 

Participation by private sector entities in WHO meetings1 

4. WHO can invite private sector entities to participate in consultations, hearings or other meetings 
in accordance with paragraph 16 of the overarching framework. Consultations and hearings can be 
electronic or in person. 

5. Participation in other meetings is on the basis of discussion of an item in which the private 
sector entity has a particular interest and where its participation adds value to the deliberations of the 
meeting. Such participation is for the exchange of information and views, but never for the 
formulation of advice. 

5bis The nature of participation of private sector entities depends on the type of meeting concerned. 
The format, modalities, and the participation of private sector entities in consultations, hearings, and 
other meetings is decided on a case-by-case basis by the WHO governing bodies or by the Secretariat. 
Participation and inputs received from private sector entities shall be made publicly available, 
wherever possible. Private sector entities do not take part in any decision making process of the 
Organization. 

Involvement of the Secretariat in meetings organized by private sector entities 

6. WHO staff members may participate in meetings organized by a private sector entity as long as 
the integrity, independence and reputation of the Organization are preserved and as long as this 
participation furthers WHO’s objectives as expressed in the General Programme of Work. The private 
sector entity shall not misrepresent WHO’s participation as official WHO support for, or endorsement 
of, the meeting, and shall agree not to use WHO’s participation for commercial and/or promotional 
purposes. 

Specific policies and operational procedures 

7. The participation of WHO staff members in meetings of private sector entities as panellists, 
speakers or in any other capacity shall be managed according to the provisions of the overarching 
framework and this specific policy. 

8. WHO does not cosponsor meetings organized wholly or partly by private sector entities. It may, 
however, cosponsor a meeting for which the scientific initiators have hired a commercial conference 
organizer to deal with the logistical aspects, provided that the commercial organizer makes no 
contribution to the scientific content of the meeting. 

9. WHO does not cosponsor meetings organized by other actors where one or more health-related 
private sector entities are also cosponsors. Other instances of cosponsorship of meetings organized by 
other actors where non health-related private sector entities are also cosponsors should be reviewed on 
a case-by-case basis and are subject to the provisions of this framework. 

10. There shall be no commercial exhibitions on WHO premises and at WHO’s meetings. 

1 Other than sessions of the governing bodies, which are regulated by the policy on management of engagement. 
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11. WHO does not cosponsor commercial exhibitions, whether as part of meetings organized by 
private sector entities or as part of meetings organized by other actors. 

RESOURCES 

12. The level of risk associated with the acceptance of resources from private sector entities 
depends on the field of activity of the private sector entity, the WHO activity for which the resources 
are used and the modalities of the contributions. 

(a) Financial contributions may be accepted from private sector entities whose business is 
unrelated to that of WHO, provided they are not engaged in any activity or have close ties with 
any entity that is incompatible with WHO’s mandate and work. 

(b) Financial contributions may not be sought or accepted from private sector entities that 
have, themselves or through their affiliated companies, a direct commercial interest in the 
outcome of the project toward which they would be contributing, unless approved in conformity 
with the provisions for clinical trials or product development (see paragraph 38 below). 

(b)bis The provisions set out in paragraph 12(b) shall be without prejudice to specific 
mechanisms, such as the PIP Framework, set up by the Health Assembly that involve the receipt 
and pooling of resources.1 

(c) Caution should be exercised in accepting financial contributions from private sector 
entities that have even an indirect interest in the outcome of the project (i.e. the activity is 
related to the entities’ field of interest, without there being a conflict as referred to above). In 
such an event, other commercial enterprises having a similar indirect interest should be invited 
to contribute, and the reason clearly described if this does not prove possible. The larger the 
proportion of the contribution from any one source, the greater the care that should be taken to 
avoid the possibility of a conflict of interest or appearance of an inappropriate association with 
one contributor. 

13. Financial and in-kind contributions from private sector entities to WHO’s programmes are only 
acceptable in the following conditions: 

(a) the contribution is not used for normative work;  

(b) if a contribution is used for activities other than normative work in which the private 
sector entity could have a commercial interest, the public health benefit of the engagement 
needs clearly to outweigh its potential risks;  

(c) the proportion of funding of any activity coming from the private sector cannot be such 
that the programme’s continuation would become dependent on this support; 

(d) the acceptance of the contribution does not constitute an endorsement by WHO of the 
private sector entity, or its activities, products or services; 

(e) the contributor may not use the results of WHO’s work for commercial purposes or use 
the fact of its contribution in its promotional material; 

1 In accordance with paragraph 18 of the overarching framework. 
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(f) the acceptance of the contribution does not afford the contributor any privilege or 
advantage; 

(g) the acceptance of the contribution does not offer the contributor any possibility for 
advising, influencing, participating in, or being in command of the management or 
implementation of operational activities;  

(h) WHO keeps its discretionary right to decline a contribution, without any further 
explanation.  

14. [DELETED] 

15. Any acceptance of resources from private sector entities is handled in accordance with the 
provisions of this framework and relevant other WHO rules and guidelines such as the Staff 
Regulations and Staff Rules, the Financial Regulations and Financial Rules and policies governing 
procurement, as well as WHO’s guidelines for medicine donations and WHO’s guidelines for health 
care equipment donations; 

16 For reasons of transparency, contributions from private sector entities must be publicly 
acknowledged by WHO in accordance with its policies and practices. 

17. Acknowledgements shall usually be worded along the following lines: “The World Health 
Organization gratefully acknowledges the financial contribution of [Private sector entity] towards 
[description of the outcome or activity]”. 

18. Contributions received from private sector entities, are listed in the financial report and audited 
financial statements of WHO as well as the Programme budget web portal and the register of 
non-State actors. 

19. Private sector entities may not use the fact that they have made a contribution in their materials 
used for commercial, promotional, marketing and advertisement purposes.1 However, they may make 
reference to the contribution in their annual reports or similar documents. In addition, they may 
mention the contribution on their websites, and in special non-promotional publications, provided that 
the content and context have been agreed with WHO.  

Donations of medicines and other health technologies2 

20. In determining the acceptability of large-scale donations of medicines and other health-related 
products, the following criteria should be met. 

(a) Sound evidence exists of the safety and efficacy of the product in the indication for which 
it is being donated. The product is approved or otherwise authorized by the recipient country for 
use in that indication; it should also preferably appear in the WHO Model List of Essential 
Medicines for that indication. 

1 In accordance with paragraph 45 of the overarching framework. 
2 Such donations shall be in line with interagency guidelines: World Health Organization, Ecumenical Pharmaceutical 

Network, International Pharmaceutical Federation, International Federation of Red Cross and Red Crescent Societies, 
International Health Partners, The Partnership for Quality Medical Donations, et al. Guidelines for medicine donations – 
revised 2010. Geneva: World Health Organization; 2011. 
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(b) Objective and justifiable criteria for the selection of recipient countries, communities or 
patients have been determined. In emergency situations, flexibilities may be required. 

(c) A supply system is in place and consideration is given to means of preventing waste, theft 
and misuse (including leakage back into the market). 

(d) A training and supervision programme is in place for all personnel involved in the 
efficient administration of supply, storage and distribution at every point from the donor to the 
end-user. 

(e) A donation of medicines and other health-related products is not of a promotional nature, 
either with regard to the company itself or insofar as it creates a demand for the products that is 
not sustainable once the donation has ended. 

(f) WHO does not accept products at the end of their shelf life. 

(g) A phase-out plan for the donation has been agreed upon with recipient countries. 

(h) A system for monitoring adverse reactions to the product has been set up with the 
participation of the donating company. 

21. In consultation with the department responsible for financial matters in WHO, the value of 
donations of medicines and other health-related products is determined and is formally recorded in the 
audited statements and the WHO register of non-State actors. 

Financial contributions for clinical trials 

22. Except as provided in paragraph 38 below on product development, financial contributions from 
a private sector entity for a clinical trial arranged by WHO on that company’s proprietary product are 
considered on a case-by-case basis. In this connection, it should be ensured that: 

(a) the research or development activity is of public health importance; 

(b) the research is conducted at WHO’s request and potential conflicts of interest are managed; 

(c) WHO only accepts such financial contributions, if the research would not take place 
without WHO’s involvement or if WHO’s involvement is necessary in order to ensure that the 
research is undertaken in conformity with internationally accepted technical and ethical 
standards and guidelines. 

23 If the above-mentioned requirements are met, a financial contribution may be accepted from a 
company having a direct commercial interest in the trial in question, provided that appropriate 
mechanisms are put in place to ensure that WHO controls the conduct and the dissemination of the 
outcomes of the trials, including the content of any resulting publication, and that the trial results are 
free from any inappropriate influence or perceived influence from the company concerned. 

Contributions for WHO meetings 

24. For meetings convened by WHO, a contribution from a private sector entity may not be 
accepted if it is designated to support the participation of specific invitees (including such invitees’ 
travel and accommodation), regardless of whether such contribution would be provided directly to the 
participants or channelled through WHO. 
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25. Contributions may be accepted to support the overall costs of a meeting. 

26. WHO receptions and similar functions shall not be paid for by private sector entities. 

Contributions for WHO staff participating in external meetings 

27. An external meeting is one convened by a party other than WHO. Support from private sector 
entities for travel of WHO staff members to attend external meetings or conferences may fall into two 
categories: 

(a) meetings held by the private sector entity paying for travel: financing for travel may be 
accepted in accordance with WHO’s rules if the private sector entity is also supporting the 
travel and ancillary expenses of other participants in the meeting, and the risk of a conflict of 
interest has been assessed and managed; 

(b) meetings held by a third party (i.e. a party other than the private sector entity proposing to 
pay for the travel): financing for travel may not be accepted from a private sector entity. 

Contributions for publications 

28. Financial contributions may be accepted from private sector entities for meeting the printing 
costs of WHO publications, as long as no conflict of interest arises. In no event may commercial 
advertisements be placed in WHO publications; 

29. DELETED 

Cost recovery 

30. In cases where a WHO evaluation scheme is in place (i.e. to evaluate certain products, processes 
or services against official WHO guidelines), the Organization may charge private sector entities for 
such services on the basis of cost recovery. The purpose of WHO’s evaluation schemes is always to 
provide advice to governments and/or international organizations for procurement. Evaluation does 
not constitute endorsement by WHO of the product(s), process or service in question. 

EVIDENCE 

31. Private sector entities may provide their up-to-date information and knowledge on technical 
issues, and share their experience with WHO, as appropriate, subject to the provisions of the 
overarching framework, and this specific policy and operational procedures, and other applicable 
WHO rules, policies and procedures. Such contribution should be made publicly available, as 
appropriate, wherever possible. Scientific evidence generated should be made publicly available. 

32. DELETED 
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ADVOCACY 

33. WHO encourages private sector entities to implement and advocate for the implementation of 
WHO’s policies, norms and standards. WHO engages in dialogue with private sector entities in order 
to promote the implementation of WHO’s policies, norms and standards.1  

34. Private sector entities can only collaborate with WHO in advocacy for the implementation of 
WHO policies norms or standards if they commit themselves to implement these policies, norms or 
standards in their entirety. No partial or selective implementation is acceptable.  

35. International business associations are encouraged to work with their members in order to 
improve their public health impact and the implementation of WHO policies, norms and standards. 

TECHNICAL COLLABORATION 

36. WHO may engage with the private sector for technical collaboration as defined in the 
overarching framework paragraph 21. Technical collaboration with private sector entities is 
encouraged. This collaboration must be in the interest of WHO, and managed in accordance with the 
overarching framework and this policy to protect WHO, and in particular, its normative work, from 
any undue influence or conflict of interest and to ensure there is no interference with WHO’s advisory 
function to Member States.  
Specific policies and operational procedures 

37. If WHO has drawn up official specifications for a product, it may provide technical advice to 
manufacturers for development of their product in accordance with these specifications, provided that 
all private sector entities known to have an interest in such a product are given the opportunity to 
collaborate with WHO in the same way. 

38. WHO may collaborate with private sector entities in the research and development of health 
related technologies that contribute to increasing access to quality, safe, efficacious and affordable 
medical products. Collaborative research and development should, as a general rule, be undertaken 
only if WHO and the private sector entity have concluded an agreement which ensures that the final 
product will ultimately be widely available, including to the public sector of developing countries at a 
preferential price. If such an agreement is concluded, financing may be accepted from the private 
sector entity for a trial arranged by WHO on the product in question, on the basis that contractual 
commitments obtained from the private sector entity outweigh any potential conflict of interest in 
accepting such financing. 

WHO POLICY AND OPERATIONAL PROCEDURES ON ENGAGEMENT 
WITH PHILANTHROPIC FOUNDATIONS 

1. DELETED 

1 Private sector entities working with WHO will be expected to conform to WHO’s public health policies in areas 
such as food safety, chemical safety, ethical promotion of medicinal drug products, tobacco control, noncommunicable 
diseases, as well as health and safety at work. 
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2. This policy regulates specifically WHO’s engagement with philanthropic foundations by type of 
interaction.1 The provisions of the overarching framework also apply to all engagements with 
philanthropic foundations. 

PARTICIPATION 

Participation by philanthropic foundations in WHO meetings2 

3. WHO can invite philanthropic foundations to participate in consultations, hearings or other 
meetings in accordance with paragraph 16 of the overarching framework. Consultations and hearings 
can be electronic or in person. 

4. Participation in other meetings is on the basis of discussion of an item in which the 
philanthropic foundation has a particular interest and where its participation adds value to the 
deliberations of the meeting. Such participation is for the exchange of information and views, but 
never for the formulation of advice. 

4bis The nature of participation of philanthropic foundations depends on the type of meeting 
concerned. The format, modalities, and the participation of philanthropic foundations in consultations, 
hearings, and other meetings is decided on a case-by-case basis by the WHO governing bodies or by 
the Secretariat. Participation and inputs received from philanthropic foundations shall be made 
publicly available, wherever possible. Philanthropic foundations do not take part in any decision 
making process of the Organization. 

Involvement of the Secretariat in meetings organized by philanthropic foundations 

5. WHO can organize joint meetings, or cosponsor meetings organized by philanthropic 
foundations, as long as the integrity, independence and reputation of the Organization are preserved, 
and as long as this participation furthers WHO’s objectives as expressed in the General Programme of 
Work. WHO staff members may participate in meetings organized by philanthropic foundations in 
accordance with the Organization’s internal rules. The philanthropic foundations shall not 
misrepresent WHO’s participation as official WHO support for, or endorsement of, the meeting, and 
shall agree not to use WHO’s participation for promotional purposes. 

Specific policies and operational procedures 

6. The participation of WHO in meetings organized by philanthropic foundations as co-organizers, 
cosponsors, panellists or speakers shall be managed according to the provisions of the framework for 
engagement with non-State actors. 

RESOURCES 

7. WHO can accept financial and in-kind contributions from philanthropic foundations as long as 
such contributions fall within WHO’s General Programme of Work, do not create conflicts of interest, 
are managed in accordance with the framework, and comply with other relevant regulations, rules and 
policies of WHO. 

1 See paragraphs 15–21 of the overarching framework for the five types of interaction. 
2 Other than sessions of the governing bodies, which are regulated by the policy on management of engagement. 
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8. As for all contributors, philanthropic foundations shall align their contributions to the priorities 
set by the Health Assembly in the approved Programme budget. 

9. Philanthropic foundations are invited to participate in the financing dialogue, which is designed 
to improve the alignment, predictability, flexibility and transparency of WHO’s funding and to reduce 
budgetary vulnerability. 

10. WHO’s programmes and offices should strive to ensure that they do not depend on one single 
source of funding. 

11. The acceptance of contributions (whether in cash or in kind) should be made subject to the 
following conditions: 

(a) the acceptance of a contribution does not constitute an endorsement by WHO of the 
philanthropic foundation; 

(b) the acceptance of a contribution does not confer on the contributor any privilege or 
advantage; 

(c) the acceptance of a contribution as such does not offer the contributor any possibility for 
advising, influencing, participating in, or being in command of the management or 
implementation of operational activities; 

(d) WHO keeps its discretionary right to decline a contribution, without any further 
explanation. 

Specific policies and operational procedures 

12. Any acceptance of resources from a philanthropic foundation is handled in accordance with the 
provisions of this framework and relevant other WHO rules and guidelines such as the Staff 
Regulations and Staff Rules, the Financial Regulations and Financial Rules and policies governing 
procurement, as well as WHO’s guidelines for medicine donations and WHO’s guidelines for health 
care equipment donations. 

13. For reasons of transparency, contributions from philanthropic foundations must be publicly 
acknowledged by WHO in accordance with its policies and practices. 

14. Acknowledgements shall usually be worded along the following lines: “The World Health 
Organization gratefully acknowledges the financial contribution of [Philanthropic foundation] towards 
[description of the outcome or activity]”. 

15. Contributions received from philanthropic foundations are listed in the financial report and 
audited financial statements of WHO as well as the Programme budget web portal and the WHO 
register of non-State actors. 

16. Philanthropic foundations may not use the fact that they have made a contribution in their 
materials used for commercial, promotional, marketing and advertisement purposes.1 However, they 
may make reference to the contribution in their annual reports or similar documents. In addition, they 

1 In accordance with paragraph 45 of the overarching framework. 
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may mention the contribution on their websites, and in special non-promotional publications, provided 
that the content and context have been agreed with WHO. 

EVIDENCE 

17. Philanthropic foundations may provide their up-to-date information and knowledge on technical 
issues, and share their experience with WHO, as appropriate, subject to the provisions of the 
overarching framework, and this specific policy and operational procedures, and other applicable 
WHO rules, policies and procedures. Such contribution should be made publicly available, as 
appropriate, wherever possible. Scientific evidence generated should be made publicly available. 

ADVOCACY 

18. WHO collaborates with philanthropic foundations on advocacy for health and increasing 
awareness of health issues; for changing behaviours in the interest of public health; and for fostering 
collaboration and greater coherence between non-State actors where joint action is required. 
Philanthropic foundations are encouraged to disseminate WHO’s policies, guidelines, norms and 
standards and other tools through their networks so as to extend WHO’s own reach. 

18bis WHO encourages Philanthropic foundations to implement and advocate for the implementation 
of WHO’s policies, norms and standards. WHO engages in dialogue with Philanthropic foundations in 
order to promote the implementation of WHO’s policies, norms and standards.1  

18ter Philanthropic foundations can only collaborate with WHO in advocacy for the implementation 
of WHO policies norms or standards if they commit themselves to implement these policies, norms or 
standards in their entirety. No partial or selective implementation is acceptable.  

TECHNICAL COLLABORATION 

19. WHO may engage with the philanthropic foundations for technical collaboration as defined in 
the overarching framework paragraph 21. Technical collaboration with philanthropic foundations is 
encouraged. This collaboration must be in the interest of WHO, and managed in accordance with the 
overarching framework and this policy to protect WHO, and in particular, its normative work, from 
any undue influence or conflict of interest and to ensure there is no interference with WHO’s advisory 
function to Member States). 

WHO POLICY AND OPERATIONAL PROCEDURES ON ENGAGEMENT 
WITH ACADEMIC INSTITUTIONS 

1. DELETED 

2. This policy regulates specifically WHO’s engagement with academic institutions by type of 
interaction.2 The provisions of the overarching framework also apply to all engagements with 
academic institutions. 

1 Philanthropic foundations working with WHO will be expected to conform to WHO’s public health policies in areas 
such as food safety, chemical safety, ethical promotion of medicinal drug products, tobacco control, noncommunicable 
diseases, as well as health and safety at work. 

2 See paragraphs 15–21 of the overarching framework for the five types of interaction. 
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3. The engagement with academic institutions at the institutional level has to be distinguished from 
the collaboration with individual experts working for academic institutions. 

PARTICIPATION 

Participation by academic institutions in WHO meetings 

4. WHO can invite academic institutions to participate in consultations, hearings or other meetings 
in accordance with paragraph 16 of the overarching framework. Consultations and hearings can be 
electronic or in person. 

5. Participation in other meetings is on the basis of discussion of an item in which the academic 
institution has a particular interest and where its participation adds value to the deliberations of the 
meeting. Such participation is for the exchange of information and views, but never for the 
formulation of advice. 

5bis The nature of participation of academic institution depends on the type of meeting concerned. 
The format, modalities, and the participation of academic institution in consultations, hearings, and 
other meetings is decided on a case-by-case basis by the WHO governing bodies or by the Secretariat. 
Participation and inputs received from academic institutions shall be made publicly available, 
wherever possible. Academic institutions do not take part in any decision-making process of the 
Organization. 

Involvement of the Secretariat in meetings organized by academic institutions 

6. WHO can organize joint meetings, or cosponsor meetings organized by academic institutions, 
as long as the integrity, independence and reputation of the Organization are preserved, and as long as 
this participation furthers WHO’s objectives as expressed in the General Programme of Work. WHO 
staff members may participate in meetings organized by academic institutions in accordance with the 
Organization’s internal rules. The academic institution shall not misrepresent WHO’s participation as 
official WHO support for, or endorsement of, the meeting, and shall agree not to use WHO’s 
participation for promotional purposes. 

Specific policies and operational procedures 

7. The participation of WHO in meetings organized by academic institutions as co-organizers, 
cosponsors, panellists or speakers shall be managed according to the provisions of this framework. 

RESOURCES 

8. WHO can accept financial and in-kind contributions from academic institutions as long as such 
contributions fall within WHO’s General Programme of Work, do not create conflicts of interest, are 
managed in accordance with the framework, and comply with other relevant regulations, rules and 
policies of WHO. 

9. WHO can provide resources to an academic institution for implementation of particular work 
(such as research, a clinical trial, laboratory work and preparation of a document), in accordance with 
the Financial Regulations and Financial Rules and other applicable rules and policies. This can be 
either for a project of the institution which WHO considers merits support, based on a clear public 
health interest, and is consistent with WHO’s General Programme of Work, or for a project organized 
or coordinated by WHO. The former constitutes a grant, the latter a service. 
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Specific policies and operational procedures 

10. Any acceptance of resources from an academic institution is handled in accordance with the 
provisions of this framework and relevant other WHO rules and guidelines such as the Staff 
Regulations and Staff Rules, the Financial Regulations and Financial Rules and policies governing 
procurement, as well as WHO’s guidelines for medicine donations and WHO’s guidelines for health 
care equipment donations; 

11. For reasons of transparency, contributions from academic institutions must be publicly 
acknowledged by WHO in accordance with its policies and practices. 

12. Acknowledgements shall usually be worded along the following lines: “The World Health 
Organization gratefully acknowledges the financial contribution of [academic institution] towards 
[description of the outcome or activity]”. 

13. Contributions received from academic institutions are listed in the financial report and audited 
financial statements of WHO as well as the Programme budget web portal and the WHO register of 
non-State actors. 

14. Academic institutions may not use the fact that they have made a contribution in their materials 
used for commercial, promotional, marketing and advertisement purposes.1 However, they may make 
reference to the contribution in their annual reports or similar documents. In addition, they may 
mention the contribution on their websites, and in special non-promotional publications, provided that 
the content and context have been agreed with WHO. 

EVIDENCE 

15. Academic institutions may provide their up-to-date information and knowledge on technical 
issues, and share their experience with WHO, as appropriate, subject to the provisions of the 
overarching framework, and this specific policy and operational procedures, and other applicable 
WHO rules, policies and procedures. Such contribution should be made publicly available, as 
appropriate, wherever possible. Scientific evidence generated should be made publicly available. 

16. Intellectual property arising from collaborations with academic institutions is regulated by the 
agreement with the academic institution. This should be addressed in consultation with the Office of 
the Legal Counsel. 

ADVOCACY 

17. WHO collaborates with academic institutions on advocacy for health and increasing awareness 
of health issues; for changing behaviours in the interest of public health; and for fostering 
collaboration and greater coherence between non-State actors where joint action is required. Academic 
institutions are encouraged to disseminate WHO’s policies, guidelines, norms and standards and other 
tools through their networks so as to extend WHO’s own reach.  

1 In accordance with paragraph 45 of the overarching framework. 
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17bis  WHO encourages academic institutions to implement and advocate for the implementation of 
WHO’s policies, norms and standards. WHO engages in dialogue with academic institutions in order 
to promote the implementation of WHO’s policies, norms and standards.1  

17ter Academic institutions can only collaborate with WHO in advocacy for the implementation of 
WHO policies norms or standards if they commit themselves to implement these policies, norms or 
standards in their entirety. No partial or selective implementation is acceptable.  

TECHNICAL COLLABORATION 

18. WHO may engage with academic institutions for technical collaboration as defined in the 
overarching framework paragraph 21. Technical collaboration with academic institutions is 
encouraged. This collaboration must be in the interest of WHO, and managed in accordance with the 
overarching framework and this policy to protect WHO, and in particular, its normative work, from 
any undue influence or conflict of interest and to ensure there is no interference with WHO’s advisory 
function to Member States. 

19. Scientific collaborations are regulated by the Regulations for Study and Scientific Groups, 
Collaborating Institutions and other Mechanisms of Collaboration.2 

20. Academic institutions or parts thereof can be designated as WHO collaborating centres in 
accordance with the Regulations mentioned above. In this context, before granting the status of WHO 
collaborating centre a due diligence and risk assessment in accordance with this framework is 
conducted. The collaboration with these collaborating centres is regulated by the aforementioned 
regulations and reflected in the register of non-State actors. 

–––––––––– 

The financial and administrative implications of the adoption of the draft resolution for the 
Secretariat were: 

Resolution: Framework of engagement with non-State actors (FENSA) 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Twelfth General Programme of Work outcome 6. 
Programme budget output 6.1.2. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

1 Academic institutions working with WHO will be expected to conform to WHO’s public health policies in areas 
such as food safety, chemical safety, ethical promotion of medicinal drug products, tobacco control, noncommunicable 
diseases, as well as health and safety at work. 

2 Basic documents, 48th ed. Geneva: World Health Organization; 2014: pp.131–138. 
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3. What is the proposed timeline for implementation of this resolution? 

Implementation will begin in 2016. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 2.8 0 2.8 
Regional offices 2.8 0 2.8 
Headquarters 7.0 1.6 8.6 
Total 12.6 1.6 14.2 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 
However, the resolution calls for new work that was not anticipated when the Programme budget  
2016–2017 was developed and approved. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 7.5 million 

– What are the gaps? 
US$ 6.7 million 

– What action is proposed to close these gaps? 
The gap will be addressed through coordinated resource mobilization efforts for possible financing by 
voluntary contribution. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 2.8 0 2.8 
Regional offices 2.8 0 2.8 
Headquarters 7.0 0 7.0 
Total 12.6 0 12.6 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 0 
 

– What are the financing gaps? 
US$ 12.6 million 

– What action is proposed to close these gaps? 
The costs of implementation will be included in the Programme budget 2018–2019 and financed from 
flexible funds allocated to Category 6. 
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The representative of ARGENTINA, speaking in his capacity as Chair of the Open-ended 
Intergovernmental Meeting on the draft framework of engagement with non-State actors, said that he 
was pleased to report that, after lengthy discussions, the drafting group had reached a consensus text 
on the overarching framework of engagement with non-State actors set out in an annex to the draft 
resolution. Transparency and the inclusion of all participants had constituted prerequisites for building 
confidence, as had mutual respect and consideration. Every single suggestion had been duly 
considered and the principle of consensus had been rigorously respected. The negotiation process had 
been one of the longest in WHO’s history and a great learning experience. It had shown that dialogue 
and a readiness to listen to others promoted greater mutual understanding, which made it possible to 
find common ground and reach compromise. He thanked the Secretariat for its assistance and praised 
WHO’s efforts to discharge its mandate. 

The representative of AUSTRALIA praised the extraordinary efforts of the Chair of the drafting 
group in delivering consensus on an important aspect of WHO’s governance reform agenda. 

The representative of ALGERIA, speaking behalf of the Member States of the African Region, 
said that WHO and all Member States could be proud of the innovative framework, the first of its kind 
in the United Nations system. The representatives of the African Region had worked tirelessly 
throughout the long process and he was confident that the outcome would enable WHO to achieve 
better results in its work. Implementation would not be easy, which was why periodic evaluations 
were planned to manage areas likely to present difficulty. He called for the adoption of the framework 
and invited all parties concerned to make every effort to ensure its speedy implementation. 

The representative of SOUTH AFRICA said that WHO’s engagement with stakeholders should 
take place within specified parameters. Furthermore, questions relating to the management of risk and 
conflicts of interest had to be addressed to ensure WHO’s credibility. Greater transparency about 
WHO’s engagement would ensure positive perceptions about its integrity. WHO had again taken the 
lead among organizations of the United Nations system, and she supported adoption of the framework. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, said that strengthened multisectoral and multistakeholder cooperation was crucial for 
implementation of the 2030 Agenda for Sustainable Development. He outlined a number of principles 
that the European Union considered essential for improving the rules governing WHO’s engagement 
with non-State actors: WHO had to be able to engage with a large variety of different actors; any risks 
had to be managed appropriately; the workload had to be in proportion to the risks and benefits of 
engagement; the framework had to be applied in all regions and at all levels of the Organization; and 
WHO should not be prevented from performing its duties to protect and promote health, including in 
emergency situations. He supported the draft resolution. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND supported the draft resolution and framework. 

The representative of BRAZIL welcomed the framework, which was the first of its kind in the 
United Nations system. He was pleased that all possibilities for engagement were addressed and that 
emergency situations had been taken into account so as not to hamper WHO’s capacity to respond 
promptly. 

The representative of CANADA said that the framework would encourage and broaden WHO’s 
engagement and collaboration with non-State actors, and she looked forward to its implementation at 
all three levels of WHO. She said that Canada was pleased to sponsor the draft resolution. 
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The representative of the UNITED STATES OF AMERICA said that the framework would 
contribute to WHO’s engagement in the era of the 2030 Agenda, given the need for multistakeholder 
partnerships with non-State actors within a context of robust and unbiased risk management processes. 

The representative of SWITZERLAND said that the framework would enable WHO to engage 
more with non-State actors, while managing the risks inherent in such engagement. She was confident 
that the Secretariat would implement the framework without compromising its integrity, 
independence, credibility and reputation. 

The representative of SPAIN said that he was confident that the framework would not only 
permit improved engagement with non-State actors, but also help to dispel any doubts or questions 
about WHO’s reputation. Its implementation would be monitored closely by various WHO bodies, 
including the Programme, Budget and Administration Committee of the Executive Board. Member 
States should consider whether that Committee should meet more often and not so close in time to the 
meetings of the governing bodies. 

The representative of THAILAND welcomed the framework, which would help to bring about 
positive collaboration between WHO and non-State actors, and supported the approval of the draft 
resolution. 

The representative of ECUADOR, speaking on behalf of the Region of the Americas, 
recognized the framework as a significant advance in the overall process of WHO reform and as a 
policy framework ensuring transparency, accountability, coherence and consistency in the application 
and treatment of engagement with all non-State actors at all levels of the Organization. The framework 
and the four specific policies constituted a principled, clear and transparent set of rules for the 
management of conflicts of interest, while at the same time giving the Secretariat the necessary 
flexibility to carry out the core functions of WHO. She reiterated the full political commitment of the 
Region of the Americas to the consistent and coherent implementation of the framework and to its 
review by the governing bodies. 

The representative of MEXICO said that the framework, whose implementation would be 
constantly monitored, represented significant progress in WHO reform, which had to be based on 
accountability and transparency. 

The representative of COLOMBIA expressed the hope that the framework would provide a 
sound foundation for engagement with non-State actors. It constituted a step forward in WHO reform 
and gave the Secretariat very clear guidelines. She fully supported the approval of the draft resolution. 

The representative of ESTONIA, speaking on behalf of the Member States of the European 
Region, said that the framework, which he fully supported, was related to every single item on the 
agenda, and its importance could not be overestimated. He welcomed the draft resolution. 

The representative of INDIA noted that WHO had been engaging with non-State actors without 
a framework. The purpose of the framework was not to encourage or discourage such engagement, but 
rather to create a robust framework that ensured transparency, accountability and consistency and the 
effective management of conflict of interest, so as to protect WHO’s integrity and credibility. The 
framework should be applied as a risk management tool across all three levels of the Organization. 

The representative of the RUSSIAN FEDERATION noted with satisfaction that WHO now had 
a useful instrument for risk management concerning its engagement with non-State actors. 
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The representative of MALTA said that, as a result of adjustments made since the previous 
Health Assembly, including at the request of his country, the framework ensured transparency, 
guaranteed WHO’s independence and preserved the Organization’s good name. It also balanced the 
risks and benefits with the resources required for implementation, without impinging on WHO’s work 
at all levels, including in emergencies. With the financial and operational implications now available, 
the Health Assembly was in a position to take a truly informed decision on the framework, and he 
welcomed its adoption. 

The representative of CHINA said the framework was an important and solid step towards 
governance reform of WHO, and should be implemented at all three levels of the Organization. She 
supported the draft resolution. 

The representative of GUATEMALA welcomed the framework and praised the skilful efforts of 
the Chair of the drafting group. 

The representative of INDONESIA said that the framework should be implemented 
consistently, transparently and comprehensively to advance public health and strengthen the integrity, 
credibility, independence and reputation of WHO. Member States should play a pivotal role in 
monitoring and evaluating WHO’s engagement with non-State actors. 

The representative of TIMOR-LESTE welcomed the progress made towards consensus on the 
framework, but emphasized that any such engagement should: demonstrate a clear public health 
benefit; be in line with the Constitution, mandate and general programme of work of WHO; respect 
WHO’s intergovernmental nature and the decision-making authority of Member States; support and 
enhance the scientific and evidence-based approach of WHO’s work; and protect WHO from any 
influence, in particular in determining and applying policies, norms and standards. He endorsed the 
draft resolution. 

The representative of the INTERNATIONAL DIABETES FEDERATION, speaking at the 
invitation of the CHAIRMAN, congratulated Member States for developing the long-awaited 
framework of engagement with non-State actors, and expressed support for the draft resolution. The 
framework should allow WHO to engage effectively with partners, while protecting its policies, norms 
and standards from undue influence and conflicts of interest. Inclusion in the framework of a reference 
to the negative impact of policies or activities of non-State actors on efforts to combat 
noncommunicable diseases was welcome. She was also pleased to note that consideration had been 
given to secondments from nongovernmental organizations and academic institutions, and looked 
forward to the development of the associated set of criteria and principles. She looked forward to 
working with WHO under the new framework. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, appreciated the opportunities 
currently made available by WHO to enable non-State actors to contribute to the improvement of 
global health. She recognized the ongoing reform process and the concerted efforts made to maintain 
the integrity, independence and credibility of WHO. WHO should exercise caution with respect to 
private sector engagement, given the potential for such partnerships to unduly influence the 
Organization’s work and priority-setting. Noting the need for inclusivity, she called for engagement 
with young people. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, welcomed the development of the framework, but expressed 
disappointment that the additional benefits and status accorded to nongovernmental organizations in 
official relations with WHO were modest compared with those accorded to organizations that were not 
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in such relations. For the sake of transparency, non-State actors should also be given electronic access 
to the summary report on due diligence of each non-State actor. The effectiveness and impact of the 
framework should be periodically assessed through a public, independent report, and could include a 
set of recommendations to the governing bodies. She reaffirmed the Federation’s interest in engaging 
with WHO to effectively advance and promote public health at the global level. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, welcomed the agreement concerning secondments by private sector actors and the 
possibility of reclassifying non-State actors subjected to the influence of the private sector. However, 
some issues remained a concern. The private sector must not be involved in the setting of policies, 
norms and standards, and salaries of WHO staff should never be drawn from private sector resources. 
Furthermore, the private sector should be excluded from the field of capacity building. The 
discretionary powers vested in the Secretariat should be used in a transparent and judicious manner to 
protect WHO from undue influence. 

The representative of the INTERNATIONAL BABY FOOD ACTION NETWORK, speaking at 
the invitation of the CHAIRMAN, said the framework and draft resolution did not address the crucial 
objective of strengthening the involvement of public-interest actors, but instead opened channels for 
potential undue influence by the corporate and philanthropic sectors. Indeed, the framework failed to 
recognize the profoundly different nature of non-State actors and private sector entities. She expressed 
concern that the draft resolution did not call for the development of comprehensive safeguards to 
protect against conflicts of interest. In addition, by allowing business-interest groups to enter into 
“official relations” with WHO, the framework would legitimize lobbying by business associations and 
philanthropic foundations at the meetings of the governing bodies, thereby normalizing their inclusion 
in public health decision-making. 

The representative of the INTERNATIONAL FEDERATION OF PHARMACEUTICAL 
MANUFACTURERS AND ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said 
that the current framework of engagement with non-State actors appeared to be restrictive in a number 
of areas and could hamper the ability of non-State actors to contribute fully to global health outcomes. 
The provisions of the framework should be applied equitably across different categories of non-State 
actors and any conflict of interest that might arise should be managed in a robust, transparent and 
equitable manner. Noting the importance of transparent engagement and accountability, he said that 
the introduction of flexibilities would be useful to mitigate unintended consequences and provide for 
exceptions necessitated by emergency situations. 

The representative of STICHTING HEALTH ACTION INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, trusted that the procedures for the accreditation of groups in “official 
relations” with WHO would be made easier for public-interest nongovernmental organizations. While 
he was pleased that secondments from private sector entities had been prohibited, it was regrettable 
that the proposal to develop a comprehensive conflict of interest policy had not been reflected in the 
framework. He favoured the classification of non-State actors into four groups but considered that the 
approach concerning philanthropic foundations deserved more attention, since the largest global 
philanthropic donor was perceived to wield extraordinary influence over the Organization. 
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The DIRECTOR-GENERAL thanked all Member States for their extraordinary efforts over 
many months. The timely conclusion of the framework of engagement with non-State actors was 
critical for WHO’s leadership in global health. The Organization would be mindful to work with 
partners to support countries in their full implementation of the Sustainable Development Goals, while 
making particular efforts to avoid any conflicts of interest. She expressed her deep gratitude to the 
Chair of the Open-ended Intergovernmental Meeting for his leadership and patience. 

Together with the Regional Directors, she was committed to commencing the immediate 
implementation of the framework, as Member States had requested. She wished to take the 
opportunity to thank all the staff of WHO, both at headquarters and in the regions, for their continued 
support and diligent work. 

The CHAIRMAN, on behalf of the Committee, thanked the Chair of the Open-ended 
Intergovernmental Meeting for his work. He took it that the Committee wished to approve the draft 
resolution on the framework of engagement with non-State actors. 

The draft resolution was approved.1 

2. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (continued) 

Implementation of the International Health Regulations (2005): Item 14.1 of the agenda 
(continued) 

• Report of the Review Committee on the Role of the International Health Regulations 
(2005) in the Ebola Outbreak and Response (documents A69/21, A69/21 Add.1 Rev.1 and 
A69/21 Add.2) (continued from the fourth meeting, section 2)) 

The CHAIRMAN drew attention to a revised version of the draft decision, contained in 
document A69/21 Add.1 Rev.1. 

The representative of the RUSSIAN FEDERATION expressed support for the draft decision 
and his Government’s willingness to participate in the technical consultations. He trusted that the final 
version of the global implementation plan would be considered not only by the Executive Board at its 
140th session but also by the Seventieth World Health Assembly. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) thanked the 
many Member State representatives who had worked on the draft decision and contributed to the 
wording. He emphasized that representatives from all Member States were invited to participate in the 
technical discussions referred to in paragraph (2) of the draft decision. 

The draft decision was approved.2 

1 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as resolution WHA69.10. 
2 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as decision WHA69(14). 
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3. PROMOTING HEALTH THROUGH THE LIFE COURSE: Item 13 of the agenda 
(continued) 

Health in the 2030 Agenda for Sustainable Development: Item 13.2 of the agenda (document 
A69/15) (continued from the third meeting) 

The CHAIRMAN explained that, following informal consultations conducted under the 
chairmanship of the representative of the United States of America, the text of a draft resolution had 
been agreed upon, which read: 

The Sixty-ninth World Health Assembly, 
(PP1) Reaffirming WHO’s Constitution, which states that the enjoyment of the highest 

attainable standard of health is one of the fundamental rights of every human being without 
distinction of race, religion, political belief, economic or social condition; 

(PP2) Reaffirming also United Nations General Assembly resolution 70/1 Transforming 
our World: the 2030 Agenda for Sustainable Development (2015), in which the General 
Assembly adopted the outcome document of the United Nations summit for the adoption of the  
post-2015 development agenda, recognizing that eradicating poverty in all its forms and 
dimensions, including extreme poverty, is the greatest global challenge and an indispensable 
requirement for sustainable development and envisaging a world free of poverty, hunger, 
disease and want, a world of universal respect for human rights and human dignity that includes 
equitable and universal access to health care and social protection, and where physical, mental 
and social well-being are assured; 

(PP3) Reaffirming UNGA resolution 69/313 of 27 July 2015 on the Addis Ababa Action 
Agenda of the Third International Conference on Financing for Development, which is an 
integral part of the 2030 Agenda for Sustainable Development, supports and complements it, 
helps to contextualize its means of implementation targets with concrete policies and actions, 
and reaffirms the strong political commitment to address the challenge of financing and creating 
an enabling environment at all levels for sustainable development in the spirit of global 
partnership and solidarity; 

(PP4) Recognizing the achievements of the Millennium Development Goals in 
galvanizing collective action at global level for better health outcomes, in particular in meeting 
global targets for HIV, tuberculosis, and malaria and in reducing child mortality by 53% and 
maternal mortality by 44%, reductions which are cause for celebration, despite being short of 
the targets of the Goals; 

(PP5) Recalling resolutions WHA66.11 (2013) and WHA67.14 (2014) on health in the  
post-2015 development agenda which point to the importance of health in meeting broader 
sustainable development goals and the need for accelerated progress toward the unfinished 
business of the Millennium Development Goals; 

(PP6) Recognizing the importance of the numerous WHO strategies and action plans 
relating to health, health systems, and public health as useful tools in taking forward the work 
on the 2030 Agenda for Sustainable Development, and stressing that the Organization’s support 
to countries in implementing these strategies should be provided in a coherent way, aligned to 
national needs, contexts and priorities, and in efficient coordination with other UN agencies; 

(PP7)  Recognizing also the opportunity provided by the 2030 Agenda for Sustainable 
Development for adopting a more integrated and multisectoral approach to health, health 
promotion and well-being that acknowledges health systems as a coherent entity of functions 
and services rather than a series of discrete disease or subject-specific initiatives; 

(PP8) Recognizing further that Universal Health Coverage, implies that all people have 
access without discrimination to nationally determined sets of the needed promotive, preventive, 
curative, palliative, and rehabilitative essential health services, and essential, safe, affordable, 
effective, and quality medicines and vaccines, while ensuring that the use of these services does 
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not expose the users to financial hardship, with a special emphasis on the poor, vulnerable, and 
marginalized segments of the population;1 

(PP9) Recognizing that health workers and the public health workforce are integral to 
building strong and resilient health systems that contribute to the achievement of the Sustainable 
Development Goals; 

(PP10) Recalling resolution EBSS3.R1 (2015) on Ebola, in which the Executive Board 
recognized the urgency for all countries of having strong, resilient and integrated health systems 
capable of fully implementing the International Health Regulations (2005), and of having the 
capacity for health-related emergency preparedness and progress towards universal health 
coverage that promotes universal, equitable access to health services and ensures affordable, 
good-quality service delivery; 

(PP11) Recognizing the importance of strengthening health systems and building 
capacities for broad public health measures, health protection and promotion and work to tackle 
social, economic, and environmental determinants of health, in support of ensuring healthy lives 
and promoting well-being for all at all ages; 

(PP12) Recalling further the importance of fostering alignment and coordination of global 
health interventions in the area of health systems strengthening, including at the primary health 
care level, and recognizing the important role WHO should play in this regard; 

(PP13) Taking note of the significant infrastructure, assets and human resources of the 
global polio eradication initiative, and the ongoing legacy process across countries as 
appropriate; 

(PP14) Emphasizing the need for community engagement to focus attention on more 
rational and forward looking integration of health workers at community level into functional 
health systems aligned with country objectives and actions, and recognizing them as key players 
to extend and deliver basic health services directly to communities to achieve the goals of the 
2030 Agenda for Sustainable Development; 

Goals 

(PP15) Reaffirming that the goals and targets of the 2030 Agenda for Sustainable 
Development are integrated and indivisible, balance the three dimensions of sustainable 
development: the economic, social, and environmental, seek to achieve gender equality and the 
empowerment of women and girls, are global in nature and universally applicable, taking into 
account different national realities, capacities and levels of development and respecting national 
policy space and priorities; 

(PP16) Welcoming the 2030 Agenda for Sustainable Development, including inter alia 
Sustainable Development Goal 3 “Ensure healthy lives and promote well-being for all at all 
ages”, and reaffirming its specific and interlinked targets as well as other health related goals 
and targets and emphasizing the importance of health systems strengthening as it is critical to 
the achievement of all targets; 

(PP17) Reaffirming also the specific commitments to promote physical and mental health 
and well-being, and to extend life expectancy for all, contained in the 2030 Agenda for 
Sustainable Development including: achievement of universal health coverage and access to 
quality health care; ensuring that no one is left behind; acceleration of the progress made to date 
in reducing newborn, child and maternal mortality by ending all such preventable deaths before 
2030; universal access to sexual and reproductive health-care services, including for family 
planning, information and education; ending the epidemics of HIV/AIDS, TB and Malaria as 
well as acceleration of the fight against hepatitis, Ebola and other communicable diseases and 
epidemics, including by addressing growing antimicrobial resistance and the problem of 

1 Reference to the UHC resolution (WHA67.14). 
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neglected tropical diseases affecting developing countries; and prevention and treatment of 
noncommunicable diseases, including behavioural, developmental and neurological disorders, 
which constitute a major challenge for sustainable development; 

(PP18) Asserting that health is not just an end in itself, but is a means for reaching other 
targets of the goals and targets of the 2030 Agenda for Sustainable Development, and noting 
that investments in health contribute to sustainable inclusive economic growth, social 
development, environmental protection, and the eradication of poverty and hunger and to reduce 
inequality, and also acknowledging the reciprocal benefits between the attainment of the health 
goal and the achievement of all other goals; 

(PP19) Reaffirming the Global Strategy and Plan of Action on Public Health, Innovation 
and Intellectual Property;1 

Means of implementation 

(PP20) Recognizing also that this agenda, including the Sustainable Development Goals, 
can be met within the framework of a revitalized global partnership for sustainable 
development, supported by the concrete policies and actions outlined in the Addis Ababa Action 
Agenda, which is an integral part of the 2030 Agenda for Sustainable Development, and which 
supports, complements and helps contextualize the 2030 agenda’s means of implementation 
targets, including its Technology Facilitation Mechanism, and which relates to domestic public 
resources, domestic and international private business and finance, international development 
cooperation, international trade as an engine for development, debt and debt sustainability, 
addressing systemic issues and science, technology, innovation and capacity-building, and data, 
monitoring and follow-up; 

(PP21) Reiterating that the means of implementation and targets under Goal 17 and under 
each Sustainable Development Goal are key to realizing the Agenda and are of equal 
importance with the other Goals and targets and also reaffirming targets 3a, 3b, 3c, and 3d, as 
well as other interlinked targets essential to achieve the 2030 Agenda for Sustainable 
Development;  

(PP22) Reaffirming that the scale and ambition of the 2030 Agenda for Sustainable 
Development requires a revitalized Global Partnership for Sustainable Development to mobilize 
the necessary means to ensure its implementation, noting that this Partnership will work in a 
spirit of global solidarity, in particular solidarity with the poorest and with people in vulnerable 
situations, and that it will facilitate an intensive global engagement in support of 
implementation of all the Goals and targets, bringing together Governments, the private sector, 
civil society, the United Nations system and other actors and mobilizing all available financial 
and non-financial resources; 

Follow up and review 

(PP23) Recalling paragraph 48 of UNGA Resolution 70/1 of 25 September 2015, entitled 
“Transforming our world: the 2030 Agenda for Sustainable Development,” to assist 
governments in their follow-up and review on the Goals and targets, including the means of 
implementation, and affirming the health sector’s commitment to contribute to and support that 
process, in particular the commitment to strengthen statistical capacities in developing 
countries; 

(PP24) Recognizing that the High Level Political Forum under the auspices of the 
General Assembly and the Economic and Social Council will have the central role in 
overseeing, follow-up and review at the global level, 

1 Insert reference to the action plan. 
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(OP) 1. URGES Member States:1 
(1) to scale up comprehensive action at the national, regional and global levels, to 
achieve the goals and targets of the 2030 Agenda for Sustainable Development relating to 
health by 2030; 
(2) to prioritize health system strengthening, including ensuring an adequately skilled 
and compensated health workforce, in order to achieve and sustain universal health 
coverage, defined as universal access to quality promotion, prevention, treatment, 
rehabilitation and palliation services, including access to safe, effective, quality and 
affordable essential medicines and vaccines for all, ensuring financial risk protection for 
all with a special emphasis on the poor, vulnerable, and marginalized segments of the 
population2 as fundamental to the achievement of the 2030 Agenda for Sustainable 
Development; 
(3) to emphasize the need for cooperative action at the national, regional, and global 
level across and within all government sectors to tackle social, environmental and 
economic determinants of health, to reduce health inequities, in particular through the 
empowerment of women and girls, and contribute to sustainable development, including 
“health in all policies” as appropriate;  
(4) to appropriately prioritize investments in health and strengthen the mobilization 
and effective use of domestic and international resources for health in accordance with 
the broad multisectoral impact that health investments can have on economies and 
communities; 
(5) to support the research and development of vaccines and medicines for the 
communicable and noncommunicable diseases that primarily affect developing countries, 
provide access to affordable essential medicines and vaccines, in accordance with the 
Doha Declaration on the TRIPS Agreement and Public Health, which affirms the right of 
developing countries to use the full provisions in the Agreement on Trade Related 
Aspects of Intellectual Property Rights regarding flexibilities to protect public health, 
and, in particular, provide access to medicines for all;3 
(6) to strengthen the dialogue between medical, veterinary, and environmental 
communities with a special attention to emerging and re-emerging diseases, along with 
the emergence of antimicrobial resistant pathogens in a way that fosters strengthened and 
improved surveillance, research, preventive measures and training to ensure or to build 
capacities to address and manage these threats;  
(7) to develop, on the basis of existing mechanisms wherever possible, quality, 
inclusive, transparent national accountability processes, consistent with national policies, 
plans and priorities, for regular monitoring and review of progress towards the goals and 
targets of the 2030 Agenda for Sustainable Development, which should form the basis for 
global and regional progress assessment;  

(OP) 2. REQUESTS the Director-General: 
(1) to promote a multisectoral approach and the active engagement of WHO at all 
levels to coordinated implementation of the goals of the 2030 Agenda for Sustainable 
Development with regard to health, pursuant to the principle that the goals of the 2030 
Agenda for Sustainable Development are integrated and indivisible, including through 
alignment and improved collaboration across WHO programmes;  

1 And, where applicable, regional economic integration organizations. 
2 Reference to the UHC resolution (WHA67.14). 
3 3b from SDGs. 

                                                      



 COMMITTEE A: THIRTEENTH MEETING 239 
 
 
 
 

(2) to engage, in the context of UN system wide strategic planning, implementation 
and reporting, in order to ensure coherent and integrated support to implementation of the  
Agenda 2030 for Sustainable Development; 
(3) to take a proactive role in supporting integrated implementation of the 2030 
Agenda for Sustainable Development at national, regional and global level and, in 
consultation with Member States, develop a long-term plan for maximizing the impact of 
the contributions of WHO at all levels toward the achievement of the 2030 Agenda for 
Sustainable Development;  
(4) to take steps to ensure that needed capacities and resources, at all levels of the 
Organization, are developed and maintained for the successful achievement of the 2030 
Agenda for Sustainable Development, particularly to support comprehensive and 
integrated national plans for health as part of implementation of the 2030 Agenda for 
Sustainable Development, recognizing that needed competencies include the ability to 
work with multiple sectors, responding to a broader set of health priorities including 
supporting progress towards universal health coverage, and providing capacity building 
or technical support;  
(5) to support Member States in strengthening research and development of new 
technologies and tools, as well as health technology assessment, paying special attention 
to the health research and development needs of developing countries, building on 
relevant strategies, action plans and programmes, in particular on the basis of the Global 
Strategy and Plan of Action on Public Health, Innovation and Intellectual Property and its 
follow up processes for achievement of the 2030 Agenda for Sustainable Development, in 
particular for achieving access for all to quality, safe, effective, and affordable vaccines 
and medicines and diagnostics for communicable and noncommunicable diseases;  
(6) to support Member States to undertake health systems research to develop more 
effective approaches to ensuring and delivering universal access to health services, 
paying special attention to the needs of developing countries; 
(7) To facilitate enhanced North–South, South–South and triangular regional and 
international cooperation on and access to health-related science, technology and 
innovation and enhance knowledge sharing on mutually agreed terms, including through 
improved coordination among existing mechanisms, in particular at the United Nations 
level, and through a global technology facilitation mechanism; 
(8) to work with Member States to ensure that WHO shall effectively contribute to the 
follow-up to the 2030 Agenda for Sustainable Development, within its existing mandate, 
by supporting the thematic reviews of progress on the Sustainable Development Goals, 
including cross-cutting issues, where possible, feeding into and being aligned with the 
cycle of the High-Level Political Forum, according to the modalities to be established by 
the General Assembly and ECOSOC in the context of the High-Level Political Forum; 
(9) to report to Member States on a regular basis, at least every two years, on global 
and regional progress towards achieving the health goal as a whole and its interlinked 
targets, as well as other health related goals and targets of the 2030 Agenda for 
Sustainable Development, including a focus on universal health coverage and equity; 
(10) to support Member States in strengthening national statistical capacity at all levels, 
in particular in developing countries, in order to ensure high quality, accessible, timely, 
reliable, and disaggregated health data including through, where appropriate, the Health 
Data Collaborative; 
(11) to support Member States to strengthen reporting on the 2030 Agenda on 
Sustainable Development in particular the health goal and its interlinked targets; 
(12) to take the 2030 Agenda for Sustainable Development into consideration in the 
development of the Programme Budget and the General Programme of Work, as 
appropriate; 
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(13) to report on progress in implementing this resolution on a regular basis, at least 
once every two years, to the Seventieth World Health Assembly through the Executive 
Board. 

The financial and administrative implications of the adoption of the draft resolution for the 
Secretariat were: 

Resolution: Health in the 2030 Agenda for Sustainable Development 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

The resolution cuts across all areas of WHO work and thus all outcomes of the Twelfth General 
Programme of Work and outputs of the Programme budget 2016–2017. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

The 15 years from 2016 to 2030, in line with the Sustainable Development Goals.  

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

 The budgetary implications of this general resolution, should any arise, would appear only after the 
implications of the resolution for WHO’s work have crystallized. 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices Not applicable. Not applicable. Not applicable. 
Regional offices Not applicable. Not applicable. Not applicable. 
Headquarters Not applicable. Not applicable. Not applicable. 
Total Not applicable. Not applicable. Not applicable. 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Not applicable. 
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1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
Not applicable. 

– What are the gaps? 
Not applicable. 

– What action is proposed to close these gaps? 
Not applicable. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices Not applicable. Not applicable. Not applicable. 
Regional offices Not applicable. Not applicable. Not applicable. 
Headquarters Not applicable. Not applicable. Not applicable. 
Total Not applicable. Not applicable. Not applicable. 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
Not applicable. 

– What are the financing gaps? 
Not applicable. 

– What action is proposed to close these gaps? 
Not applicable. 

The representative of the UNITED STATES OF AMERICA said that the informal consultations 
had resulted in a strong draft resolution which, he hoped, would put the Organization on the right path 
to achieve the goals of the 2030 Agenda for Sustainable Development. Amendments had subsequently 
been suggested in paragraph 1(6), to replace the final word “threats” with “global health challenges”; 
and in paragraph 2, to add a paragraph 2(3)bis that would read: “to work with the Inter-agency Expert 
Group on SDG Indicators, as appropriate, for the further development and finalization of the 
health-related Sustainable Development Goal indicators”. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, welcomed the draft resolution. However, he would have liked to see stronger wording 
on gender equality and the empowerment of women and girls. The mainstreaming of gender equality 
made investment in the Sustainable Development Goals more effective and efficient, benefiting 
individuals, families and societies. Gender equality was particularly relevant in the area of health and 
he had therefore been surprised by the concerns raised by some delegations. 

The representative of MALAYSIA said that explicit action was needed to influence governance 
in policy areas other than health in order to promote and protect health. She supported the draft 
resolution. 

The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of the CHAIRMAN, said that nurses were critical to achieving the Sustainable Development 
Goals. Health care workers were the solution to many of the challenges of equitable geographical 
distribution and regional inequality which needed to be solved to achieve universal health coverage. 
He welcomed the inclusion of noncommunicable diseases and their risk factors in the Sustainable 
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Development Goal metrics, with clear targets and indicators. In view of nurses’ central role and in 
order to mobilize their expertise to the full, he encouraged WHO and Member States to involve nurses 
actively in the planning and development of relevant policies and strategies. 

Having asked the Secretariat to read out the amendments to the draft resolution, the 
CHAIRMAN said he took it that the Committee wished to approve the draft resolution, as amended. 

The draft resolution, as amended, was approved.1 

4. PREPAREDNESS, SURVEILLANCE AND RESPONSE: Item 14 of the agenda (resumed) 

Promoting the health of migrants: Item 14.7 of the agenda (document A69/27) (continued from the 
twelfth meeting, section 3) 

The representative of MALTA observed that, over the past decade, his country had been at the 
forefront of the migration crisis, receiving an influx of thousands of migrants and asylum seekers. 
Such movements placed a strain on the sustainability of health systems for small island countries like 
his own, where reserve resource capacities were limited. Following an assessment conducted by 
WHO, migrant influxes were being incorporated into Malta’s national emergency preparedness plans. 
He welcomed the policy advice and technical assistance provided by WHO and looked forward to 
continued collaboration with the Organization in the future. 

The representative of CANADA said that the arrival of 25 000 Syrian refugees in Canada since 
December 2015 had raised awareness among national stakeholders of the need to better understand the 
long-term health system needs of refugees to improve public health strategies and allocate resources 
more efficiently. She welcomed opportunities to share effective approaches and best practices with 
other host countries to improve the delivery of health services to migrants and refugees and recognized 
the work of WHO in addressing the health needs of such vulnerable populations worldwide. 

The representative of BRAZIL congratulated the Secretariat on its work with the International 
Organization for Migration and UNHCR to improve health care for displaced populations worldwide. 
In Brazil, all migrants and refugees had access to public health care in cases of emergency, and could 
access other health services once they had obtained a legal status. She reaffirmed Brazil’s commitment 
to international collaboration and supported the Secretariat’s actions to expand and improve assistance 
to migrants and refugees in host countries. 

The representative of COLOMBIA said that it was essential to recognize the positive 
contribution of migrants to society and to prevent all forms of stigmatization and discrimination. The 
challenges generated by international migration called for a focus on cooperation, dialogue, the 
exchange of knowledge and respect for human rights. Experience had shown that unilateral measures 
were inadequate, increasing the vulnerability and marginalization of migrants. Colombia had been 
promoting cooperation partnerships with neighbouring countries, and strengthening capacities by 
designing and implementing policies that promoted access to health for migrants. He hoped that future 
reports by the Secretariat would focus not only on the challenges posed by migrants but also on the 
contributions of migrants to national health systems, and he called on WHO to continue its work with 
other organizations of the United Nations system, notably the International Organization for 
Migration. 

1 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as resolution WHA69.11. 
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The representative of EGYPT said that some 185 000 refugees and asylum seekers had been 
registered with UNHCR in Egypt and many more remained unregistered. Health systems and policies 
had been adapted to deal with the unique and diverse health issues of refugees and migrants, but 
needed to be strengthened further to ensure better and more equitable access to health for all. 

The representative of ECUADOR said that the health of migrants must be included in a 
comprehensive manner on the international agenda as a global public health policy. Efforts should be 
made to ensure health promotion and disease prevention, as well as epidemiological surveillance for 
populations on the move, and particular attention should be given to vulnerable populations. She also 
called for the implementation of social protection agreements between countries and efforts to ensure a 
gender and cultural perspective with respect to migrant health. Health care professionals should be 
trained to ensure that services were provided without any form of discrimination, and ongoing efforts 
made to improve processes and strategies, including through the use of information and 
communications technologies. 

The representative of THAILAND emphasized the need for cross-regional collaboration in 
addressing the health of migrants. The future priorities outlined in the document focused primarily on 
international migrants and refugees; however, the issue of internal migration also required policy 
attention. A shift in public perception was required to stop migrants from being viewed as a social 
burden or a source of cheap labour in host countries but as human beings and valuable human capital. 

The representative of MALAYSIA said that migrants consistently faced barriers in accessing 
health systems in their host countries, irrespective of the reason for their migration. While his region 
was affected by migration, the health sector in source and recipient countries in the region was far 
from migrant-sensitive. Malaysia welcomed the insistence on policy coherence across various sectors, 
including the reference to the role of employers and private partners referred to in the future priorities 
set out in the report. 

The representative of NEPAL said that there was a need to design mechanisms that addressed 
the health needs of migrants without reducing the health services offered to the host population, and 
took into account the capacity of health care providers and the changing socioeconomic situations of 
the countries of origin and destination. Given the considerable cross-border movement within single 
regions, he highlighted the importance of regional strategies to promote the health of migrants. 

The representative of TURKEY said that health systems should be redesigned to meet the needs 
and expectations of migrants. A comprehensive global framework for action on migration and health 
should be prepared. 

The representative of SWEDEN said that migrants’ health should be approached from a human 
rights perspective, and that consideration should be given to the gender dimension and to the particular 
efforts required to protect large numbers of unaccompanied minors. Moreover, it should be considered 
as a long-term issue, since many migrants would stay for extended periods in their host communities. 
Sweden had actively participated in work at the European regional level to draft the strategy and 
action plan on refugee and migrant health for the WHO European Region 2016–2022, which would be 
submitted to the WHO Regional Committee for Europe for adoption at its forthcoming 66th session. 

The observer of CHINESE TAIPEI said that given the large immigrant population in Chinese 
Taipei, measures had been taken to enhance health care services for migrants, such as including 
migrants in epidemiological surveillance and vaccine programmes without discrimination. Foreign 
workers and students were entitled to universal health insurance, and outreach home visits were 
conducted to offer additional education and care. 
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The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES said that all governments should take measures to protect the dignity and 
safety of all migrants. Migrants were particularly vulnerable to abuse, violence, exploitation and 
discrimination, and their health could be compromised further owing to barriers in accessing health 
and social services, and a lack of continuity of care for chronic conditions. While national 
governments and international agencies had a key role to play in addressing health issues related to 
migration, civil society involvement was also crucial. The Red Cross and Red Crescent Movement 
was committed to addressing the needs and vulnerability of migrants to provide protection and 
humanitarian assistance, and to enhance the continuum of care for all those on the move. 

The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of the CHAIRMAN, said that nurses were on the front line of health service provision to 
migrants and refugees. The International Council of Nurses supported the implementation of health 
policies to increase equitable access to health services and build capacity in the health workforce to 
better understand and address issues unique to migrants and refugees. WHO and national governments 
should work cooperatively with nurses in the planning, implementation and evaluation of health 
strategies for migrants and refugees. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, underscored the urgent need to take 
action to protect the health of migrants, in particular through capacity building among the health 
workforce. Data collection on migrant populations disaggregated by sex, age and socioeconomic and 
legal status was essential. Steps should be taken to identify problems with regard to access and 
appropriateness of health services for migrants, and to provide migrants with health-related 
information in an easily understandable format. Migrants and refugees should be included in decision 
making concerning health services delivery. As migration continued, its implications for public health 
would increase. Migrants’ access to health care should therefore be improved as a matter of urgency. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, said that pharmacists provided an important entry point into the 
health system for migrants. Given the considerable barriers to communication, the International 
Pharmaceutical Federation had developed a range of tools, in picture format and in a variety of 
languages, to provide information for migrants on health care issues. Many migrants were health care 
professionals and the Federation was helping Syrian migrant pharmacists integrate into the health care 
provision system in their host countries. 

The representative of the WORLD MEDICAL ASSOCIATION, INC., speaking at the 
invitation of the CHAIRMAN, said that governments should ensure access to adequate health care and 
living conditions for all individuals regardless of their civil or political status, and increase training on 
migrant health needs, including mental health, for the health workforce. Governments should also 
encourage universities to include migrant health on their curricula, raise awareness among future 
health workers, and speak out against discriminatory legislation and practices. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that Member States must adhere to international human rights law in their 
approach to migrant health, and respect the right to health of migrants by ensuring access to quality 
health facilities, health services and medicines. WHO should demonstrate strong leadership in 
supporting interagency and interregional coordination and action to combat cruel and discriminatory 
practices against migrants, and include in its future priorities on migrant health sustainable action on 
the social, political and economic determinants of migration. WHO should also develop strategies that 
took into account global inequality and climate change as drivers of migration. 
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The representative of INTERNATIONAL PLANNED PARENTHOOD FEDERATION, 
speaking at the invitation of the CHAIRMAN, said that all individuals, especially the most vulnerable, 
should have access to sexual and reproductive health services in humanitarian emergencies, which 
were often overlooked in times of crisis. WHO and Member States should provide support in order to 
prioritize minimum initial service package interventions and ensure that all countries and regions were 
prepared to respond to crises. 

The representative of the INTERNATIONAL ORGANIZATION FOR MIGRATION said that 
the issue of migrant health applied not only to individuals affected by forced displacement but also to 
those in irregular situations. Universal health coverage could be achieved only if health systems 
addressed the needs of all persons without discrimination. She hoped that the second global 
consultation on migrant health to be held jointly by WHO and the International Organization for 
Migration in October 2016 would promote a greater understanding of migrant health, create and 
strengthen a multisectoral and interregional platform, and reinforce health systems to improve health 
care for migrants. Migration was not a problem to be solved but a human reality to be managed. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation) recalled that the 
2030 Agenda called for the full respect of the human rights of migrants and noted that achievement of 
the Sustainable Development Goals would address multiple economic, social and environmental 
determinants of migration. She acknowledged that migration was indeed a global problem and 
apologized that the report did not mention that the Region of the Americas was also affected. 
Regarding voluntary reporting, the Secretariat was planning to develop appropriate indicators and 
mechanisms for periodic reporting on progress on migrant health. In response to the request for greater 
technical assistance on emergency risk management and other migrant health issues, the Secretariat 
would consider how best to organize such activities between headquarters, regional and country 
offices. She noted the request for consideration of information on human trafficking and the loss of 
human life in transit in the recent refugee crisis. WHO was addressing migrant health through the 
promotion of health system strengthening in order to prevent crises, and was working very closely on 
the issue with the International Organization for Migration. 

The EXECUTIVE DIRECTOR ad interim (Outbreaks and Health Emergencies) noted the 
request for future reports not only to describe current contexts and the action taken by the Secretariat, 
but also to reflect the best practices of Member States in adapting national policies and capacities to 
meet the needs of migrants and refugees. 

The Committee noted the report. 

5. NONCOMMUNICABLE DISEASES: Item 12 of the agenda (continued) 

Public health dimension of the world drug problem including in the context of the special session 
of the United Nations General Assembly on the world drug problem, held in April 2016: Item 
12.6 of the agenda (document A69/12)  

The CHAIRMAN drew attention to a draft decision proposed by the delegations of Argentina, 
Australia, Colombia, Guatemala, Mexico, the Netherlands, Norway, Panama, South Africa, Sweden, 
Switzerland, the United States of America, Uruguay and Zambia, which read: 
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The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on the public health dimension of the world drug 

problem1 and the outcome of the thirtieth special session of the United Nations General 
Assembly on the world drug problem held in New York from 19 to 21 April 2016, as well as the 
2030 Agenda for Sustainable Development; 

PP2 Recognizing that the enjoyment of the highest attainable standard of health is a 
fundamental right of every human being as stated in the WHO Constitution and that WHO is the 
directing and coordinating authority for health within the United Nations system; 

PP3 Recalling that the primary concern of the international drug control conventions is 
to protect the health and welfare of humankind and that WHO is one of their four treaty bodies;  

PP4 Welcoming United Nations General Assembly resolution RES/S-30/1 (2016) that 
adopted the outcome document entitled “Our joint commitment to effectively addressing and 
countering the world drug problem”, which provides a renewed commitment to a 
comprehensive, integrated and balanced approach to tackling the world drug problem, aiming to 
promote and protect the health, safety and well-being of all humanity;  

PP5 Recognizing the need to strengthen health and welfare measures, as well as to 
enhance multisectoral cooperation at all levels, including cooperation with, and among, the 
UNODC, the International Narcotics Control Board, WHO and other relevant United Nations 
entities, to ensure effective implementation of the operational recommendations of resolution 
RES/S-30/1, in particular those related to health, 

(OP.1) Decided to request the Director-General: 
(0P1.1) to develop, within the existing mandate of WHO, a comprehensive strategy 
and action plan to strengthen action on the public health dimension of the world drug 
problem, including consultation with Member States, as well as other competent United 
Nations organizations, to be submitted to the Seventy-first World Health Assembly 
through the Executive Board at its 142nd session; 
(OP1.2) to submit a progress report on the development of the comprehensive 
strategy and action plan on the public health dimension of the world drug problem to the 
Seventieth World Health Assembly. 

The financial and administrative implications for the Secretariat of adoption of the draft 
decision were: 

Decision: Public health dimension of the world drug problem including in the context of the special session of 
the United Nations General Assembly on the world drug problem, held in April 2016 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft decision will contribute if adopted. 

General Programme of work – Category 2 outcome: Increased access to services for mental health and 
substance use disorders. 

Programme budget – Output 2.2.3 Expansion and strengthening of country strategies, systems and 
interventions for disorders caused by alcohol and other psychoactive substance use enabled. 

1 Document A69/12. 
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2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft decision. 

Not applicable. 

3. What is the proposed timeline for implementation of this decision? 

The proposed timeline for implementation is 8 months (from June 2016 to January 2017). 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the decision 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices − − − 
Regional offices − − − 
Headquarters 0.3 0.05 0.35 
Total 0.3 0.05 0.35 

1(a) Is the estimated budget requirement in respect of implementation of the decision fully included 
within the current programme budget? (Yes/No) 

No. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ nil 

– What are the gaps? 
US$ 0.35 million 

– What action is proposed to close these gaps? 
The gaps will be tackled through coordinated resource mobilization efforts. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices − − − 
Regional offices − − − 
Headquarters − − − 
Total − − − 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
Not applicable. 

– What are the financing gaps? 
US$ nil 

– What action is proposed to close these gaps? 
Not applicable. 
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The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, underscored the importance of public and individual health protection at both the 
national and international levels. Drug users should be considered first and foremost as persons in 
need of attention, counselling, care and treatment in order to improve their health, enhance their social 
reintegration, and prevent them from being marginalized or stigmatized. It was regrettable that it had 
not been possible to reach agreement on the draft decision. WHO played a crucial role in supporting 
Member States and institutions of the international drug control system. It should continue its efforts 
in cooperation with UNODC and the International Narcotics Control Board to elaborate a balanced, 
integrated and evidence-based approach to all health aspects of the drug problem, and fully play its 
role in the implementation of the recommendations contained in the outcome document of the special 
session of the United Nations General Assembly. 

The representative of URUGUAY said that experience had shown that punitive approaches 
alone were not effective in addressing drug use. National and international policies should focus on the 
human aspect of the world drug problem in order to attain objectives related to health and well-being. 
The Secretariat should develop guidance to assist Member States in meeting the commitments 
undertaken at the special session, and continue to collaborate with other specialized organizations on 
the issue. It was essential to guarantee access to and the availability of quality health services and 
treatment and rehabilitation services for drug users, through evidence-based strategies and an approach 
focused on human rights. It was also necessary to provide for the medical use of controlled medicines 
and promote the development of research. She expressed regret at the failure to reach consensus on the 
draft decision. 

The representative of SWITZERLAND expressed satisfaction that the special session had 
served to highlight the importance of the public health aspect of the drug problem. While the failure to 
reach consensus on the draft decision was disappointing, all United Nations bodies should work 
together in an inclusive and coherent manner to implement the recommendations in the outcome 
document, with a view to attaining of the objectives of the 2030 Agenda and the goals of WHO’s 
strategies on communicable diseases. WHO’s continued involvement was vital in ensuring that health 
remained an important aspect of the world drug problem. 

The representative of MEXICO said that it was imperative to place individuals at the centre of 
the discussions and policies on the world drug problem. Drug use should be addressed primarily as a 
public health problem, as it was a threat to the full development of individuals. It was regrettable that 
consensus had not been achieved on the draft decision. He requested the Director-General to take the 
necessary measures within the framework of WHO’s mandate to support Member States in 
implementing the health-related operational recommendations of the special session, and to update the 
Commission on Narcotic Drugs on the progress achieved. The item should be included on the agenda 
of the 140th session of the Executive Board and a progress report submitted to the Seventieth World 
Health Assembly. 

The representative of the CZECH REPUBLIC highlighted the importance of monitoring and 
evaluation for the development of evidence-based drug policies, and of ensuring the availability of 
psychotropic drugs for medical use. WHO must lead the work of UNODC and other international 
organizations in that area, to strengthen the monitoring and evaluation capacities of Member States. It 
was unacceptable that the majority of the global population had no access to controlled medicines; 
WHO should urgently consider rescheduling cannabis and products derived from it. 

The representative of COLOMBIA called for comprehensive, balanced and human rights-based 
policies in the area of drug control. Greater coherence, cooperation and information sharing were 
required within the United Nations system, and the role of WHO in countering the world drug problem 
should be strengthened. The Secretariat should provide the technical support that Member States 
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required to continue to develop public policies to tackle the world drug problem. Since it had not been 
possible to reach consensus on the decision, the item should be included on the agenda of the 140th 
session of the Executive Board. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND strongly encouraged WHO to continue its important work in addressing the public health 
dimension of the public health problem and praised the excellent work of the WHO Expert Committee 
on Drug Dependence. Noting with regret the failure to reach consensus on the decision, he looked 
forward to further discussion of the item at future meetings of the governing bodies. 

The representative of ESTONIA said that stronger action should be taken to address the 
increasing drug problem, including a greater focus on the sale of illegal drugs online and on combating 
the rise in new psychoactive substances. Outlining some of the measures taken by his Government, he 
said that preventive action should be enhanced with a stronger emphasis on children, families and 
schools, and counselling, care, treatment and social reintegration. He would welcome discussion of the 
item at the next meeting of the governing bodies, and called on WHO to play its role in implementing 
the recommendations made at the special session. 

The representative of PERU said that the special session outcome document had been wrongly 
interpreted in paragraph 5 of the report, since the outcome document stated that policies were already 
based on a balanced and comprehensive approach and were valid in their existing form. Paragraph 16 
of the report focused entirely on harm reduction, an issue on which no consensus had been reached at 
the special session. The Commission on Narcotic Drugs or the International Narcotics Control Board, 
rather than WHO, should be responsible for following up on the agreements reached at the special 
session. Several vital elements contained in the outcome document were omitted in the report, such as 
the references to the role of the Commission on Narcotic Drugs as the policy-making body of the 
United Nations with prime responsibility for drug control matters, and that of UNODC as the leading 
entity in the United Nations system for addressing and countering the world drug problem. Health, 
although important, was only one aspect of the world drug problem. 

The representative of NORWAY said that WHO should continue to demonstrate global 
leadership on the public health dimension of the world drug problem, within its existing mandate. It 
should provide technical support to Member States, and remain actively involved in the work on the 
wider health dimensions of the world drug problem in preparation for the 2019 review of the Political 
Declaration and Plan of Action on International Cooperation towards an Integrated and Balanced 
Strategy to Counter the World Drug Problem. He commended the efforts of the representatives of 
Colombia to reach an agreement on the draft decision and would welcome inclusion of the item on the 
agenda of the 140th session of the Executive Board. 

The representative of CUBA said that she would not welcome the use of any terminology or any 
actions that might damage the current drug control system. She supported the existing international 
legal framework. WHO’s advisory role should be based on the relevant global political and normative 
framework. 

The representative of ECUADOR said that she agreed with the statements made by the 
representatives of Mexico and Uruguay and she shared the concerns expressed by the representative of 
Cuba. 

The representative of JAPAN said that an integrated, multidisciplinary, mutually-reinforcing, 
balanced and evidence-based approach must be taken to counter the world drug problem, which was a 
growing concern. He praised WHO’s important contribution to the public health aspects of the 
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problem, and called on it to continue its efforts, including through further cooperation with the 
Commission on Narcotic Drugs, other United Nations entities and Member States. 

The representative of AUSTRIA welcomed the outcome document of the special session and 
highlighted the need for cross-sectoral effort to achieve an effective drug policy. UNODC should 
assume the lead in coordinating international drug control policy and he wholeheartedly supported the 
establishment of a UNODC office in Geneva. Strengthened coordination between all stakeholders 
would be crucial in addressing the public health dimension of the issue and achieving the policy 
targets contained in the Political Declaration and Plan of Action on International Cooperation towards 
an Integrated and Balanced Strategy to Counter the World Drug Problem. He supported the proposal 
made by the representative of Colombia to refer the matter to the 140th session of the Executive Board 
for further discussion. 

The representative of SENEGAL said that action aimed at reducing drug use should focus on 
prevention, treatment and rehabilitation, and recalled that his country had established a support centre 
for drug users. Particular attention should be given to tackling the socioeconomic determinants of drug 
abuse and to supporting vulnerable, at-risk individuals and communities. 

The representative of NICARAGUA said that Member States should develop national strategies 
to combat drug use that took into account the cultural specificities and historical context of their 
respective countries. He looked forward to further discussion of the world drug problem in a variety of 
forums and noted WHO’s important role with respect to the public health dimension. 

The representative of the UNITED STATES OF AMERICA welcomed the outcome document 
and its recognition of the need to increase the focus on the health dimensions of the world drug 
problem. Although WHO already cooperated closely with UNODC and should implement the health 
aspects of the outcome document within its existing mandate, there was a need for greater system-
wide coherence; the Commission on Narcotic Drugs should provide a road map for the 
implementation of the operational recommendations. He expressed regret at the lack of consensus on 
the draft decision on the issue and would welcome further consideration of the item by the Executive 
Board at its 140th session. 

The representative of GUATEMALA said that the failure to agree on the draft decision was 
regrettable. However, he was confident that WHO would implement the relevant operational 
recommendations set out in the outcome document of the special session. WHO should continue to 
cooperate with other United Nations organizations with due regard to their respective technical 
capacities and mandates, and he looked forward to further discussion of the item at the 140th session 
of the Executive Board. 

The representative of AUSTRALIA, while fully supporting the report, expressed regret at the 
absence of consensus on the draft decision on the agenda item. WHO should continue its efforts to 
implement the operational recommendations of the outcome document, assist Member States in 
addressing the health-related aspects and cooperate closely with other relevant United Nations entities. 
He endorsed the proposal by the representative of Colombia to refer the matter to the 140th session of 
the Executive Board for consideration. 

The representative of ARGENTINA expressed regret at the failure to reach agreement on the 
draft decision and therefore fully supported the proposal to refer the topic to the 140th session of the 
Executive Board. His country advocated a comprehensive, balanced, people-centred approach to 
reduce the supply and demand of illegal drugs, and emphasized the importance of the full respect for 
human rights and efforts to eliminate the discrimination and stigmatization faced by drug addicts. He 
called on Member States to tackle the regulatory and legislative obstacles that were resulting in 
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shortages in controlled substances for scientific and medical purposes, and endorsed the comments 
made by the representative of Mexico. 

The representative of SWEDEN welcomed the outcome document of the special session and 
urged WHO to pursue its role in tackling the health-related aspects of the world drug problem. Her 
Government deeply regretted the failure to reach agreement on the matter and therefore supported the 
inclusion of the topic on the agenda of the 140th session of the Executive Board. 

The representative of the RUSSIAN FEDERATION stressed that the approach to the world 
drug problem should be comprehensive, interdisciplinary and balanced, taking into consideration the 
issue of reducing supply and demand while providing appropriate treatment and rehabilitation for drug 
users. WHO should assist Member States in implementing the operational recommendations in the 
outcome document. The Russian Federation would welcome the establishment of a UNODC office in 
Geneva, which would help to enhance cooperation between UNODC and WHO. 

The representative of CANADA urged the Secretariat to continue to provide technical guidance 
to Member States on the implementation of the health-related aspects of the outcome document and 
would support further consideration of the item by the Executive Board at its 140th session. 

The representative of ZAMBIA expressed regret that the Committee had not been able to reach 
a consensus and adopt a draft decision and supported the proposal to include the item on the agenda of 
the 140th session of the Executive Board. He called for a balanced approach, which did not infringe on 
the right of access to essential medicines, and urged WHO to work with other relevant organizations 
of the United Nations system in helping Member States to implement the operational 
recommendations in the outcome document. 

The representative of CHINA said that her country welcomed the introduction of measures 
aimed at raising awareness, preventing drug use and providing early intervention, treatment and 
rehabilitation to drug users. Integrated, multisectoral actions to address the public health dimension of 
the world drug problem should uphold the principles of shared responsibility, national sovereignty and 
non-interference in internal affairs, with a view to maintaining a stable international drug control 
system. WHO, for its part, should increase research on drug dependency, especially on new synthetic 
drugs, taking full account of different cultural backgrounds and countries’ respective circumstances, 
and should organize expert training programmes to train medical professionals in the field of drug use 
prevention and control. Further efforts should also be made to reach consensus and devise a draft 
decision on the issue. 

The representative of INDONESIA called for a balanced and holistic approach in addressing the 
world drug problem, recognizing the different challenges facing countries. While her Government 
welcomed WHO’s efforts on the public health dimension, greater coherence with other United Nations 
system entities should be developed before a decision was taken on an action plan. She looked forward 
to further discussion of the issue at the 140th session of the Executive Board. 

The representative of PORTUGAL welcomed the outcome document and the essential role 
played by WHO in championing the public health dimension of the world drug problem. He thanked 
the representatives of Colombia for their efforts to reach consensus on a draft decision and supported 
the proposal to refer the issue to the 140th session of the Executive Board. 

The representative of PANAMA said that the world drug problem was a joint and shared 
responsibility and had to be tackled in a multilateral fashion. He welcomed the recognition of the 
health dimension, and highlighted the importance of results with respect to access to essential 
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medicines and controlled drugs used for pain relief and palliative care. Noting with regret the failure to 
reach agreement on a decision, he supported the proposals of Mexico and Colombia. 

The observer of CHINESE TAIPEI said that Chinese Taipei had launched a number of 
initiatives to strengthen the regulation of drugs used for medical and scientific purposes and to prevent 
the abuse or misuse of controlled substances. It had also taken steps to increase the availability of 
community rehabilitation services for drug addicts. Chinese Taipei looked forward to cooperating and 
sharing information with global partners. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES expressed concern at the humanitarian consequences of approaches relying 
exclusively on pursuing and punishing drug users, rather than on supporting and treating them. 
Governments should adopt harm reduction measures that were people-centred, inclusive and focused 
on human rights. 

The representative of the INTERNATIONAL ASSOCIATION FOR HOSPICE AND 
PALLIATIVE CARE INC., speaking at the invitation of the CHAIRMAN, welcomed the strong 
public health and people-centred focus of the outcome document. Her association stood ready to assist 
Member States in implementing the relevant recommendations contained therein. 

The representative of the WORLD MEDICAL ASSOCIATION INC., speaking at the invitation 
of the CHAIRMAN, said that WHO should ensure that palliative care, including access to opioids, 
was fully integrated in universal health coverage; target interventions towards countries with overly 
restrictive opioid regulation; uphold medical access to ketamine; conduct information activities aimed 
at providing a balanced approach on opioid usage; and implement robust mechanisms to monitor 
global progress towards ensuring access to controlled drugs for pain relief. 

The representative of the WORLD HEPATITIS ALLIANCE, speaking at the invitation of the 
CHAIRMAN, welcomed the efforts to prioritize a public health approach to the world drug problem, 
particularly given the adverse effect unhelpful drug policies could have on transmission rates of 
hepatitis and HIV/AIDS, and called for WHO to provide greater input into global drug policy. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation) thanked speakers for 
their comments. The Secretariat would work diligently to address the health dimension of the world drug 
problem within its mandate in close cooperation with UNODC, the International Narcotics Control 
Board and the Commission on Narcotic Drugs. 

The Committee noted the report. 

The CHAIRMAN said that, in the absence of consensus on the matter, he took it that the 
Committee wished to include the item on the agenda of the Executive Board at its 140th session, in 
January 2017. 

It was so decided.1 

1 Transmitted to the Health Assembly in the Committee’s fifth report and adopted as decision WHA69(15). 
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6. FIFTH REPORT OF COMMITTEE A (document A69/76) 

The RAPPORTEUR read out the draft fifth report of Committee A. 

The report was adopted.1 

7. CLOSURE OF THE MEETING 

After the customary exchange of courtesies, the CHAIRMAN declared the work of 
Committee A completed. 

The meeting rose at 17:25. 

1 See page 382. 

                                                      



 
 
 
 
 
 

COMMITTEE B 

FIRST MEETING 

Wednesday, 25 May 2016, at 14:40 

Chairman: Dr PHUSIT PRAKONGSAI (Thailand) 

1. OPENING OF THE COMMITTEE: Item 18 of the agenda  

The CHAIRMAN, welcoming participants, extended a special welcome to the representative of 
the United Kingdom of Great Britain and Northern Ireland, as the Chairman of the Programme, 
Budget and Administration Committee of the Executive Board, who would report on several agenda 
items dealt with on behalf of the Executive Board by that Committee at its twenty-fourth meeting 
(Geneva, 19 and 20 May 2016). 

Election of Vice-Chairmen and Rapporteur 

The CHAIRMAN informed the Committee that Dr Mahlet Kifle (Ethiopia) and Dr Mohsen 
Asadi-Lari (Islamic Republic of Iran) had been nominated as Vice-Chairmen and Mr Abdunomon 
Sidikov (Uzbekistan) as Rapporteur. 

Decision: Committee B elected Dr Mahlet Kifle (Ethiopia) and Dr Mohsen Asadi-Lari (Islamic 
Republic of Iran) as Vice-Chairmen, and Mr Abdunomon Sidikov (Uzbekistan) as Rapporteur.1 

2. ORGANIZATION OF WORK 

Following a request made by the representative of INDIA, the CHAIRMAN proposed that 
consideration of agenda item 16.2 on follow-up to the report of the Consultative Expert Working 
Group on Research and Development: Financing and Coordination – Report of the open-ended 
meeting of Member States should be brought forward. He suggested that it should be taken up after 
consideration of item 19 on health conditions in the occupied Palestinian territory, including east 
Jerusalem, and in the occupied Syrian Golan. The remaining agenda items allocated to the Committee 
(contained in document A69/1 Rev.1) would then be dealt with in the order in which they appeared in 
the programme of work published daily in the Journal of the Health Assembly. 

It was so agreed. 

The representative of the NETHERLANDS, speaking on behalf of the European Union and its 
Member States, recalled that, following an exchange of letters in 2000 between WHO and the 
European Commission, the European Union had participated in the World Health Assembly as an 
observer. He requested that it should again be invited by the Committee to participate, without vote, in 

1 Decision WHA69(3). 
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the deliberations of the meetings of subcommittees, drafting groups and other subdivisions dealing 
with matters falling within the competence of the European Union. 

It was so agreed. 

3. HEALTH CONDITIONS IN THE OCCUPIED PALESTINIAN TERRITORY, 
INCLUDING EAST JERUSALEM, AND IN THE OCCUPIED SYRIAN GOLAN: Item 19 
of the agenda (documents A69/44, A69/44 Add.1, A69/INF./4, A69/INF./5 and A69/INF./6) 

The CHAIRMAN drew attention to a draft decision proposed by the delegation of Kuwait, on 
behalf of the Arab Group, and Palestine, which read: 

The Sixty-ninth World Health Assembly, 
 PP1 Mindful of the basic principle established in the Constitution of the World Health 
Organization, which affirms that the health of all peoples is fundamental to the attainment of 
peace and security, and stressing that unimpeded access to health care is a crucial component of 
the right to health; 
 PP2 Taking note of the report of the Director-General on Health conditions in the 
occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan, and 
noting also the Report of a field assessment of health conditions in the occupied Palestinian 
territory; 

 Requests the Director-General: 

(OP.1) to report and make practical recommendations on the health conditions in the 
occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian 
Golan, to the Seventieth World Health Assembly, through a field assessment conducted 
by the World Health Organization, with special focus on: 

(a) physical and procedural barriers to health access in the occupied Palestinian 
territory, including as a result of movement restrictions and territorial 
fragmentation, as well as progress made in the implementation of the 
recommendations contained in the World Health Organization 2014 report Right to 
health: Crossing barriers to access health in the occupied Palestinian territory, 
2013; 
(b) incidents of delay or denial of ambulance service, and the harmful effects of 
the “back-to-back” procedure for the ambulance transfer of patients across 
checkpoints; 
(c) physical injuries and disabilities, and damage to and destruction of medical 
infrastructure and facilities, as well as impediments to the reconstruction, 
development and equipment of these health facilities and to the safety of health 
care workers; 
(d) access to adequate health services on the part of Palestinian prisoners, 
including the possibility of access to medical staff that can operate independently 
from the custodial authorities, and the health consequences of the military 
detention system on prisoners and detainees, especially child detainees, as well as 
progress made in the implementation of the recommendations contained in the 
World Health Organization 2012 Right to Health Advocacy Project; 
(e) the impact of prolonged occupation and human rights violations on mental, 
physical and environmental health and on the development of a sustainable health 
system in the occupied Palestinian territory, including the health consequences of 
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insecure living conditions notably as a result of displacement, home demolitions 
and the denial of medical services; 
(f) the effect of impeded access to water and sanitation, and food insecurity, on 
health conditions in the occupied Palestinian territory, particularly in the Gaza 
Strip, as well as the effect of Israeli actions harming the environment, including the 
dumping of waste materials which pose a health threat to the civilian populations, 
and progress made in the implementation of the recommendations contained in the 
Gaza Strip Joint Health Sector Assessment Report of September 2014; 
(g) the provision of financial and technical assistance and support by the 
international donor community, including through the United Nations Relief and 
Works Agency for Palestine Refugees in the Near East (UNRWA), and its 
contribution to improving health conditions in the occupied Palestinian territory; 

(OP.2) to provide support to the Palestinian health services, including capacity-building 
programmes, and the development of strategic plans for investments in specific treatment 
and diagnostic capacities locally; 

(OP.3) to provide health-related technical assistance to the Syrian population in the 
occupied Syrian Golan; 

(OP.4) to continue providing necessary technical assistance in order to meet the health 
needs of the Palestinian people, including prisoners and detainees, in cooperation with the 
efforts of the International Committee of the Red Cross, as well as the health needs of 
handicapped and injured people; 

(OP.5) to propose measures to improve the health of prisoners and ex-prisoners and the 
re-integration of ex-prisoners into the community, and to provide information to prisoners 
about how to cope with and report illness; 

(OP.6) to provide support to the Palestinian health sector in preparing for emergency 
situations and scaling up emergency preparedness and response capacities and in reducing 
shortages in life-saving drugs and medical disposables and equipment; 

(OP.7) to support the development of the health system in the occupied Palestinian 
territory, including development of human resources, with a particular focus on 
strengthening primary care and integrating mental health provision with primary care 
services, as well as on health prevention and integrated disease management, and to 
advise donors on how to best support this activity; 

(OP.8) to ensure the allocation of human and financial resources to deliver on these 
objectives. 
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The financial and administrative implications for the Secretariat of the adoption of the draft 
decision were as follows: 

Decision: Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied 
Syrian Golan 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft decision will contribute if adopted. 

Impact goals: 4 and 7 
Outcomes: 1.5, 2.1, 2.2, 2.3, 3.1, 3.2, 3.3, 3.4, 4.1, 4.2, 5.1, 5.3, 6.1, 6.4 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft decision. 

Not applicable. 

3. What is the proposed timeline for implementation of this decision? 

The remainder of the biennium 2016–2017. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the decision 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 7.0 9.3 16.4 
Regional offices 0.0 0.0 0.0 
Headquarters 0.0 0.0 0.0 
Total 7.0 9.3 16.4 

1(a) Is the estimated budget requirement in respect of implementation of the decision fully included 
within the current programme budget? (Yes/No) 

Yes 

1(b) Financing implications for the budget in the current biennium, in US$ million 

– How much is financed in the current biennium? 
US$ 8.9 

– What are the gaps? 
US$ 7.5 

– What action is proposed to close these gaps? 
The gaps will be closed through coordinated resource mobilization efforts. 
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2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices – – – 
Regional offices – – – 
Headquarters – – – 
Total Nil Nil Nil 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
Not applicable. 

– What are the financing gaps? 
Not applicable. 

– What action is proposed to close these gaps? 
Not applicable. 

The representative of EGYPT said that the Palestinian health system was under severe pressure 
as a result of the Israeli occupation and a lack of financial resources adversely affecting the 
socioeconomic situation of the Palestinian people. The policies adopted by Israel to impede access to 
health services demonstrated a complete disregard for the right to health. It was unacceptable that 
people requiring medical treatment had to obtain a permit from Israel before accessing health care. Her 
Government remained deeply concerned about violence against health-service providers in the West 
Bank and east Jerusalem, which in some cases had led to the loss of life. Further international support 
must be provided so that Palestinians could strengthen their health-care system and improve access to 
medical services. 

The representative of PAKISTAN, expressing grave concern at the deteriorating health situation 
in the occupied Palestinian territory, said that the continued Israeli occupation and brutal use of force 
had devastated the Palestinian health system, had limited access to food and water, and had caused 
complex physical and psychological health issues among the affected population, particularly women 
and children. The recent attacks on health facilities, medical staff and patients represented a stark 
violation of international law. The Gaza Strip and the West Bank remained largely cut off and were 
facing health and humanitarian crises owing to the Israeli policy of isolation and violence. The 
international community must not shy away from its responsibility to uphold the basic right to health. 
Welcoming WHO’s efforts to strengthen the health-care system, she said that waning international 
technical and financial support must be increased at the earliest possible opportunity in order to 
address the situation. Her country fully supported the draft decision and wished to be included in the 
list of sponsors. 

The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA said that she supported 
the draft decision and asked that her country be added to the list of sponsors. WHO’s Constitution and 
the right to health should be respected. Measures should be taken to help to resolve the deterioration in 
health services in the occupied Palestinian territory and the occupied Syrian Golan, which resulted 
from policies that restricted the movement of people, limited access to water and food, and caused 
economic deprivation. Humanitarian aid was urgently needed, and the lack of medicines was 
becoming critical. Military action in the Gaza Strip had resulted in large numbers of Palestinians being 
killed, wounded and displaced. The constant threat of violence led to psychological disorders, as well 
as permanent disabilities, particularly among children. Observers had reported that children and 
adolescents were being illegally detained and had limited access to health care when in detention. The 
Syrian authorities alleged that drugs continued to be tested on Syrian and other Arab prisoners. 
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Restrictions imposed by Israel hindered the import of medical supplies and international donations and 
the provision of health care. 

The representative of CHINA said that the deteriorating health conditions and shortage of 
essential medicines and health-care personnel described were extremely worrisome. He appreciated 
WHO’s work to stabilize the health system in the occupied Palestinian territory, which should 
continue. His Government had worked to improve health conditions in the region and encouraged all 
parties to take effective steps to that end. He emphasized the need for WHO to have access to the 
occupied Syrian Golan to enable it to evaluate health conditions. 

The representative of ISRAEL said that the yearly ritual of naming and shaming Israel diverted 
attention away from serious discussion of the health challenges facing the world. The Health 
Assembly should not be used as a forum for biased and discriminatory political discussions. Despite 
the growing Palestinian terrorist threat, close to 100 000 sick and wounded people from the West Bank 
had received treatment in Israeli medical facilities. Moreover, the Druze community in the Golan had 
access to a state-of-the-art medical system, on an equal basis with other Israelis. He wondered why the 
Health Assembly engaged in a detailed discussion of the situation in the West Bank, the Gaza Strip 
and the Golan Heights, but remained silent with regard to health conditions in the Syrian Arab 
Republic and Yemen, for example. The present discussion was absurd and should not be repeated. He 
called for a roll-call vote on the decision and urged Member States to vote against it. 

The representative of TUNISIA said that the separation wall, checkpoints and permit systems 
were making it difficult for patients, doctors and ambulances to reach hospitals. That denial of 
Palestinians’ rights to adequate health care violated international human rights and humanitarian law. 
She condemned the attacks on health facilities in the West Bank and east Jerusalem as well as the 
psychological pressures faced by all Palestinians. Palestinians in Israeli prisons were denied access to 
basic health care, adequate nutrition and accommodation, and family visits, and suffered physical and 
psychological abuse. She noted the lack of access to clean water in the Gaza Strip and the West Bank. 
Such measures were violations of international humanitarian law and practice. She praised the efforts 
of WHO to improve the situation, called on WHO to intensify its work, and urged donors to continue 
their support. She expressed her support for the draft decision and urged other Member States to do 
likewise. 

The representative of TURKEY said that his country was on the list of sponsors of the draft 
decision and encouraged Members States to support it. Human rights violations and settler violence 
undermined universal values, including the right to health. Key health concerns were linked to 
avoidable and preventable diseases; and rejected applications for permits to travel to east Jerusalem for 
hospital treatment had led to loss of life. Restrictions on the movement of health-care workers and 
goods and the blockade on the Gaza Strip were illegal, inhumane and unacceptable. Document A69/44 
noted that the increase in mental health problems was to be expected in a population experiencing 
prolonged occupation. He condemned attacks against health-care facilities, personnel and patients. The 
efforts of WHO and other United Nations agencies to alleviate the suffering of Palestinians were 
commendable, though insufficient. Acknowledging that some aid sent by his country had been 
delivered, he recalled that his country had donated more than US$ 370 million of humanitarian and 
development aid to Palestine since 2005 and US$ 1.5 million to WHO’s field office to provide health-
care services. 

The representative of CUBA said that constraints on freedom of movement as a result of the 
separation wall, the blockade and the use of permits was having a negative impact on the health of 
people in the occupied Palestinian territory. Searches by the security forces and violent acts against 
health-care facilities was of concern, as was the prevalence of mental illness. Action taken by WHO to 
improve the health situation was to be commended. Given the reported seriousness of the situation in 
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occupied Syrian Golan, WHO should be granted access to that area. He strongly supported the right of 
the Palestinian people to establish an independent State and demanded that Israel should return all 
occupied territories. He asked that his country be added to the list of sponsors of the draft decision. 

The representative of ECUADOR said that her Government remained deeply concerned about 
the flagrant violation of the right of the Palestinian people to enjoy the highest attainable standard of 
health, and the numerous continued and systematic violations of human rights and international 
humanitarian law committed by the occupying forces, which constituted a humanitarian emergency. 
She condemned the restrictions on access to health-care services imposed on those living in the 
occupied territories, especially as a result of the blockade on the Gaza Strip, the separation wall and 
the complex permit system. Her Government strongly supported the draft decision and wished to be 
added to the list of sponsors. WHO should continue to report on the health conditions in the occupied 
Palestinian territory and provide technical and financial support to strengthen the Palestinian health 
system, with a particular focus on the health needs of political prisoners in Israeli prisons. 

The representative of the ISLAMIC REPUBLIC OF IRAN said that people in the West Bank 
and east Jerusalem were particularly vulnerable to pressures including social isolation, residency 
restrictions and threats of violence. The separation wall, checkpoints and permit requirements could 
prevent patients, health-care personnel and ambulances from accessing hospitals in east Jerusalem and 
had resulted in delays to or denial of health-care services. Widespread damage to essential 
infrastructure had significantly limited access to basic services in violation of international 
humanitarian law and contravening WHO’s Constitution. The Organization should systematically 
monitor the health and humanitarian needs of Palestinian prisoners held in Israeli jails and report 
regularly thereon to the Health Assembly. It was of serious concern that WHO still did not have access 
to the occupied Syrian Golan and thus could not report on health conditions there. The international 
community should act urgently and collectively to require Israel to lift the restrictions currently in 
force. He expressed his reservation regarding those parts of the draft decision that might be construed 
as recognition of the Israeli regime. 

The representative of INDONESIA expressed grave concern that people in need were often 
being denied health-care services because of border closures and restrictions on freedom of movement. 
Her Government had hosted a summit in March 2016 at which specific steps to achieve peace had 
been identified. Acknowledging the need for assistance from the international community, Indonesia 
had been providing training and funding for capacity building. She commended WHO’s work in the 
occupied Palestinian territory and the occupied Syrian Golan, although the Organization’s technical 
assistance programmes could be expanded. She supported the draft decision. 

The representative of SOUTH AFRICA expressed concern about the deteriorating 
socioeconomic and health conditions in the occupied Palestinian territory, and commended the efforts 
of relevant United Nations agencies and WHO to provide assistance to the Palestinian people. The 
basic principles of human rights and international humanitarian law continued to be ignored, and 
Palestinian patients were denied access to health care. He urged Israel to lift all restrictions preventing 
the free movement of people, and stressed the need to implement resolution WHA65.9 (2012) on the 
health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied 
Syrian Golan. His Government supported the draft decision. 

The observer of PALESTINE said that the health sector was facing a range of health problems, 
including the recent poliomyelitis outbreak, and stressed that no immunization campaign could 
succeed without the participation of Israel. Israeli checkpoints hindered the provision and monitoring 
of health-care services. Ambulances were sometimes stopped or delayed, and hospitals were attacked, 
putting lives at risk. The separation wall had isolated a quarter of a million people, depriving many of 
their livelihoods, increasing poverty levels and hindering access to health and other basic services. 
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Shortages in water, electricity and fuel affected access to essential treatment. Moreover, the oil burned 
as an alternative source of fuel polluted the environment and produced carcinogenic fumes. Israeli 
prison clinics often failed to provide adequate levels of health care to Palestinian prisoners, and 
Palestinians receiving treatment in Israel had to pay for their health care. He called for an end to the 
Israeli occupation, and stressed the need for free access to health care and coordinated efforts to 
combat disease. 

The representative of ALGERIA, speaking on behalf of the Member States of the African 
Region, expressed concern at the health situation in the occupied Palestinian territory, including east 
Jerusalem, and the occupied Syrian Golan, affirming that the right to health of all peoples was 
fundamental to the attainment of peace and security. The situation had been aggravated by 
deteriorating socioeconomic and health conditions resulting from the Israeli occupation, including the 
blockade on the Gaza Strip. The financial crisis affecting the Palestinian authorities also had a 
negative impact on the quality and scope of the services provided by the Palestinian Ministry of 
Health. Recalling the various resolutions adopted by the African Union, he called for all restrictions to 
be lifted so as to grant WHO access to the occupied Syrian Golan. He drew attention to the living and 
health conditions of Palestinian prisoners, especially women and children, which violated international 
human rights law. He welcomed the efforts of the Organization, in cooperation with partners, to 
provide support to the Palestinian Ministry of Health. There was an urgent need to resolve the health 
crisis in the region, in order to meet the basic health needs of the Palestinian people. He supported the 
draft decision. 

The representative of the UNITED STATES OF AMERICA said that the current draft decision 
was not consistent with the shared objective of a Health Assembly focused purely on public health that 
refrained from singling out countries on a political basis. Serious concerns remained about conditions 
in the area, particularly in the Gaza Strip, but the draft decision would not lead to an improved health 
situation. His Government would continue to work with Israel, the Palestinians and others to meet the 
needs of the Palestinian people through its development assistance programmes. It was the largest 
donor to UNRWA and would continue to support that Agency’s work. He supported the representative 
of Israel’s call for a vote on the draft decision, which he would be voting against. 

The representative of the SYRIAN ARAB REPUBLIC said that, despite repeated calls to 
improve health conditions in the occupied Syrian Golan, Israeli forces continued to engage in illegal 
and immoral practices, denying Syrians access to health-care services in an attempt to exert pressure 
on people who rejected Israeli identity. There was a lack of access to integrated health centres in the 
Golan area, with a particularly negative impact on the health of infants, young children, pregnant 
women and the elderly. He stressed the urgent need for integrated health services in the occupied 
Syrian Golan. Israel was attempting to mask its continuing occupation of the Syrian Golan and the 
support it was providing to terrorist groups in the occupied Golan, in violation of international law. 
The war against terror in the Syrian Arab Republic did not negate the right of the people of the 
occupied Golan to freedom, or alter the legal status of the Syrian Golan as an occupied territory. 

The representative of LEBANON expressed support for the draft decision, which served as a 
reminder of the difficult health conditions in the occupied Syrian Golan and the occupied Palestinian 
territory, which continued to deteriorate under Israeli occupation. The restrictions on movement 
imposed by Israel had restricted access to health care, thereby contributing to a heavy burden of 
disease, with particular regard to noncommunicable diseases. Harmful Israeli practices, including acts 
of violence, had a negative impact on the physical and mental health of Palestinians. She congratulated 
WHO and its partners on their efforts, despite the lack of financial and technical resources, and 
reiterated that the plight of the Palestinian people should remain at the top of the international agenda. 
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The representative of MALDIVES said that the persistent blockade of goods and materials, 
military action, and the implementation of a system of apartheid were causing basic human rights and 
needs to be ignored in the occupied territories; the results included poor access to health care and 
severe water shortages. She called on Israel to cease all actions that hindered access to health services 
or humanitarian assistance or destroyed infrastructure, and condemned its persistent human rights 
violations in the occupied Palestinian territory. Her Government supported the draft decision and 
urged other Member States to do likewise. 

The representative of KUWAIT, speaking on behalf of the Arab Group, recalled that health was 
enshrined in WHO’s Constitution as a fundamental right for all, the achievement of which required 
cooperation. When preparing the proposed report for consideration at the Seventieth World Health 
Assembly the Secretariat should provide detailed information on: the restrictions on the movement of 
Palestinians; the safety and security of health infrastructure and ambulances; the health rights of 
Palestinians inside Israeli prisons, especially women and children; the rehabilitation of freed prisoners; 
detention conditions, especially of children; access to food, water, sanitation and medicines, 
particularly in the Gaza Strip; physical and mental health conditions; human rights violations; and 
conditions in the occupied Syrian Golan. He supported the draft decision. 

The representative of CANADA expressed concern at the inclusion of such a political draft 
decision at the Health Assembly. There should be no room for politicization within a specialized 
agency of the United Nations. His Government considered it inappropriate that the draft decision 
singled out only one side for criticism and called for a one-sided approach. For those reasons, he was 
unable to support the draft decision. 

The representative of NICARAGUA said that the reports dispelled any doubts about the gravity 
of the health problems caused by the occupation of the Palestinian territory. He condemned attacks 
against the Palestinian people, rejected the impunity enjoyed by Israel, and demanded an immediate 
end to hostilities in the region and the return of the occupied territory to the Palestinian people. He 
supported any initiative aimed at improving the health and humanitarian situation of the Palestinian 
people and promoting peace in the region. He asked that his country be added to the list of sponsors of 
the draft decision. 

The representative of SAUDI ARABIA, noting poor access to health care and services, 
reiterated that the right to health was a fundamental human right, and encouraged international 
cooperation to change the reality on the ground. Many Palestinians in camps and prisons had been 
suffering for a long time and had been deprived of their fundamental rights. Access to health care in 
the occupied Palestinian territory was severely limited because of extreme poverty, the blockade on 
supplies, and attacks on ambulances and hospitals. He supported the draft decision and called on all 
Member States to support it. 

The representative of the PLURINATIONAL STATE OF BOLIVIA acknowledged the poor 
socioeconomic, health and humanitarian situation of the Palestinian people, including resulting mental 
health disorders. Restrictions on free movement were unacceptable and prevented access to health-
care services, and water. He urged the occupying Power to ensure access to health services and 
medical supplies. He welcomed WHO’s efforts to monitor, improve and enhance public health 
capacity in the region. Expressing strong support for the draft decision, he urged all member States to 
support its adoption. 

The representative of BANGLADESH expressed concern at the deteriorating health conditions 
in the occupied Palestinian territory and the occupied Syrian Golan, which constituted a humanitarian 
crisis. He welcomed the Organization’s promotion of access to health in the region, and called for 
enhanced international cooperation to address growing health needs. He supported the draft decision 



 COMMITTEE B: FIRST MEETING 263 
 
 
 
 
and was in favour of WHO providing enhanced technical assistance to improve health conditions in 
Palestine. 

The representative of IRAQ said that the health situation was deteriorating in the occupied 
Palestinian territory and the occupied Syrian Golan, with particular regard to restrictions on the 
movement of patients and access to health care and ambulances. In addition, there were shortages in 
budget allocations and financial resources. He supported the draft decision as it was important for 
WHO to address the issue and for the international community to show its support for the Palestinian 
people. 

The representative of JORDAN said that the field assessment report clearly showed that Israeli 
practices were violating international humanitarian law, and he called for an end to the Israeli 
occupation of the occupied Palestinian territory. Israel’s checkpoints and the separation wall hindered 
access to health care; and the Palestinian people faced the threat of enforced displacement and 
eviction. The longer the occupation continued, the greater the impact would be on health, human rights 
and the environment. He called on WHO to bolster support for health systems in the territory while 
enhancing preparedness and the monitoring of health emergencies. He supported the draft decision. 

The DIRECTOR OF HEALTH (UNRWA) said that the health of Palestinian refugees was a 
cause for concern. Refugees accounted for almost 50% of the population of the occupied Palestinian 
territory. UNRWA continued to provide health care through 65 health centres. Recent reforms, 
including the introduction of family health teams and the implementation of electronic medical 
records, had contributed to improving primary health care. The support of host countries, donors and 
international partners was appreciated. Poverty in the occupied Palestinian territory had contributed to 
a rise in noncommunicable diseases, and conflict had had a profound impact on mental health and 
psychosocial well-being, particularly that of children. Political instability, threats of violence, 
unemployment and a poor human rights record all affected the health situation in the occupied 
Palestinian territory. UNRWA was committed to protecting and providing support to Palestinian 
refugees, despite financial difficulties, and he urged the international community to continue to 
support the Palestinian people. 

The CHAIRMAN said that, at the request of the representative of Israel, supported by the 
representative of the United States of America, the Committee would proceed to a recorded vote on 
the draft decision. 

At the invitation of the CHAIRMAN, the LEGAL COUNSEL explained that the vote would be 
taken by roll-call, in accordance with Rule 72 of the Rules of Procedure of the World Health 
Assembly. The names of the Member States would be called in the French alphabetical order, starting 
with Saint Kitts and Nevis, the letter S having been determined by lot. The Member States whose right 
to vote had been suspended by virtue of Article 7 of the Constitution, or which were not represented at 
the Health Assembly, and would therefore not participate in the vote were: Central African Republic, 
Comoros, Dominica, Guinea, Guinea-Bissau, Guyana, Nauru, Niue, Saint Lucia, Somalia, Trinidad 
and Tobago, Ukraine and Yemen. 

The result of the vote was: 

In favour: Afghanistan, Albania, Algeria, Andorra, Argentina, Austria, Azerbaijan, Bahrain, 
Bangladesh, Belarus, Belgium, Benin, Bhutan, Bolivia (Plurinational State of), Brazil, Brunei 
Darussalam, Bulgaria, Burundi, Cabo Verde, Cambodia, Chile, China, Congo, Costa Rica, 
Croatia, Cuba, Cyprus, Czech Republic, Denmark, Djibouti, Dominican Republic, Ecuador, 
Egypt, El Salvador, Estonia, Finland, France, Germany, Greece, Hungary, Iceland, India, 
Indonesia, Iran (Islamic Republic of), Iraq, Ireland, Italy, Jamaica, Japan, Jordan, Kazakhstan, 
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Kuwait, Latvia, Lebanon, Liberia, Lithuania, Luxembourg, Malaysia, Maldives, Mali, Malta, 
Mauritania, Mexico, Monaco, Montenegro, Morocco, Namibia, Netherlands, Nicaragua, Niger, 
Nigeria, Norway, Oman, Pakistan, Panama, Peru, Philippines, Poland, Portugal, Qatar, Republic 
of Korea, Republic of Moldova, Romania, Russian Federation, Saudi Arabia, Senegal, Serbia, 
Singapore, Slovakia, Slovenia, South Africa, Spain, Sri Lanka, Sweden, Switzerland, Syrian 
Arab Republic, Thailand, the former Yugoslav Republic of Macedonia, Tunisia, Turkey, United 
Arab Emirates, United Kingdom of Great Britain and Northern Ireland, Uruguay, Uzbekistan, 
Venezuela (Bolivarian Republic of), Viet Nam, Zimbabwe. 

Against: Australia, Canada, Guatemala, Israel, Micronesia (Federated States of), Papua 
New Guinea, Paraguay, United States of America. 

Abstaining: Armenia, Cameroon, Colombia, Democratic Republic of the Congo, Fiji, Ghana, 
Honduras, New Zealand. 

Absent: Angola, Antigua and Barbuda, Bahamas, Barbados, Belize, Bosnia and Herzegovina, 
Botswana, Burkina Faso, Chad, Cook Islands, Côte d’Ivoire, Democratic People’s Republic of 
Korea, Equatorial Guinea, Eritrea, Ethiopia, Gabon, Gambia, Georgia, Grenada, Haiti, Kenya, 
Kiribati, Kyrgyzstan, Lao People’s Democratic Republic, Lesotho, Libya, Madagascar, Malawi, 
Marshall Islands, Mauritius, Mongolia, Mozambique, Myanmar, Nepal, Palau, Rwanda, Saint 
Kitts and Nevis, Saint Vincent and the Grenadines, Samoa, San Marino, Sao Tome and 
Principe, Seychelles, Sierra Leone, Solomon Islands, South Sudan, Sudan, Suriname, 
Swaziland, Tajikistan, Timor-Leste, Togo, Tonga, Turkmenistan, Tuvalu, Uganda, United 
Republic of Tanzania, Vanuatu, Zambia. 

The draft decision was therefore approved by 107 votes to 8, with 8 abstentions.1 

The representative of NETHERLANDS, speaking on behalf of the European Union and its 
Member States and in explanation of vote, said that the European Union was of the view that the 
Health Assembly should remain a technical body and that the decision on health conditions in the 
occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan should 
therefore focus on technical considerations and on the requests made of the Director-General. Against 
that background, the European Union had supported the decision. 

The representatives of EGYPT, the BOLIVARIAN REPUBLIC OF VENEZUELA and 
ALGERIA said that their countries wished to be added to the list of sponsors of the decision. 

The representative of MOROCCO said that his country wished to be added to the list of 
supporters of the decision. 

1 Transmitted to the Health Assembly in the Committee’s first report and adopted as decision WHA69(10). 
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4. HEALTH SYSTEMS: Item 16 of the agenda [transferred from Committee A]1 

Follow-up to the report of the Consultative Expert Working Group on Research and 
Development: Financing and Coordination – Report of the open-ended meeting of Member 
States: Item 16.2 of the agenda (document A69/40) 

The CHAIRMAN informed the Committee that Dr Prakash (India) had been nominated as 
chairman of the drafting group that had been established to finalize the text of the draft decision 
contained in document A69/40. 

It was so agreed. 

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

The meeting rose at 17:30. 

1 See summary record of the General Committee, first meeting, section 2. 

                                                      



 
 
 
 
 
 

SECOND MEETING 

Thursday, 26 May 2016, at 09:20 

Chairman: Dr PHUSIT PRAKONGSAI (Thailand) 

1. PROGRAMME BUDGET AND FINANCIAL MATTERS: Item 20 of the agenda 

WHO programmatic and financial report for 2014–2015 including audited financial statements 
for 2015: Item 20.1 of the agenda (documents A69/45, A69/62 and A69/INF./3) 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, speaking in her capacity as Chairman of the Programme, Budget and Administration 
Committee of the Executive Board, presented the report on the Committee’s consideration of the 
WHO programmatic and financial report. The Committee’s report (document A69/62) contained a 
draft resolution recommended for adoption by the Health Assembly. 

The representative of SWEDEN, speaking on behalf of the Nordic and Baltic countries 
Denmark, Estonia, Finland, Iceland, Latvia, Lithuania, Norway and Sweden, commended the 
introduction of a unified programmatic and financial report, which provided a more coherent 
assessment of targets, financing and results and their alignment with the agreed programme budget. 
She urged the Secretariat to continue to develop the unified report format in order to strengthen those 
links. 

She expressed concern, however, that only 29% of available funds were flexible, as the base 
segment of the budget relied heavily on flexible financing. Furthermore, despite an overall increase in 
voluntary contributions, the proportion that were flexible had decreased by 7%; the remainder were 
earmarked and came with reporting requirements, which could undermine implementation of the 
agreed programme budget and create an undue reporting burden. She asked whether the trend looked 
set to continue and whether it would affect programme budget delivery. 

She urged WHO to build on the substantial results achieved through the financing dialogue, in 
particular with respect to the planned special funding sessions for the WHO Health Emergencies 
Programme, and not to undermine the general strategic approach taken, so as to ensure that the agreed 
programme budget would be fully funded. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND expressed the hope that the new, combined format of the programmatic and financial 
report would become standard practice. The updated programme budget web portal represented a 
major improvement in transparency. She welcomed the proposal to harmonize reporting against 
WHO’s commitments to deliver reforms. 

The representative of CHINA endorsed the new approach taken in the combined programmatic 
and financial report since it allowed a more rounded evaluation of performance and brought new 
knowledge and perspectives. As evidenced by funding levels for 2014–2015 and 2016–2017, reform 
was delivering results; nevertheless, it was a matter of concern that flexible voluntary contributions 
were decreasing while earmarked voluntary contributions had increased. In certain areas, even 
sufficient funding had failed to deliver satisfactory results. Future reports should include a 
comparative analysis of outputs achieved and percentage of budget allocation spent so as to improve 
the design of targets and use funds more efficiently. She expressed support for the draft resolution. 

- 266 - 
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The representative of THAILAND welcomed the detailed programmatic and financial report 
and expressed appreciation for the accountability and transparency provided by both the unified report 
and the programme budget web portal. The involvement of Member States in the programme budget 
implementation cycle was crucial to ensuring that realities were reflected and health concerns were 
addressed. In order to improve assessment, she encouraged the Secretariat: to develop the monitoring 
and evaluation framework, including a systematic monitoring mechanism to verify output indicators, 
deliverables and outcomes; to take action to achieve the desired results; and to prepare guidance for 
the next planning cycle. 

The representative of GERMANY commended the excellent level of detail and information 
provided in the programmatic and financial report. Although spending at the country level had 
increased to 52% of total expenditure, there was still no systematic process for matching country 
office capacities to the changing needs at the country level; he asked how fully flexible resources were 
distributed among the seven major offices. He expressed concern that the decrease in flexible core 
voluntary contributions might be a reaction to the failure to strengthen accountability throughout the 
three levels of the Organization, with donors preferring to ensure direct accountability by earmarking 
their contributions. It was also troubling that 71% of Member State contributions came from only 10 
Member States: such a dramatic imbalance must be addressed because dependence on a small donor 
base and the uncertainty of long-term funding posed the greatest risks to the Organization. The 
Secretariat should think strategically about how to address that challenge. 

The potential elimination of poliomyelitis, progress towards which was a great success, would 
entail significant financial and structural risk, given the high proportion of funding currently allocated 
to such activities. It was unrealistic to expect that donors would contribute similar amounts to other 
health issues, and the Organization should take appropriate steps to prepare for that scenario. With 
regard to the Organization’s most significant long-term staff liability – after-service health care costs – 
he asked whether coverage under the WHO staff health insurance scheme for staff of other entities 
was cost-neutral to the Organization and whether those entities had contributed to setting aside 
adequate assets. 

The representative of MEXICO endorsed the approach taken in the programmatic and financial 
report to align the global impact goals in the Twelfth General Programme of Work, 2014–2019, with 
the work achieved on the Millennium Development Goals in 2015. The new format of the report 
contributed to strengthening transparency and accountability for the funds used and expected results. It 
must be ensured that no gap was left in information when separate reports were combined and that 
reports were published sufficiently early to allow for them to be studied with due care and attention. 

The representative of IRAQ, highlighting the challenge of making the Organization’s work 
more effective and more transparent, suggested that financial reports should be submitted every six 
months. It was important for Member States’ opinions to be taken into account so as to ensure more 
thorough and accurate evaluations. Better communication between Member States and the Secretariat 
would enhance Member State participation in the Organization’s work and make reforms more 
effective. 

The ASSISTANT DIRECTOR-GENERAL (General Management) said that the combined 
reporting format, the strong support for which he acknowledged, was part of the WHO reform process, 
allowing Member States to link their financial investments with programmatic results. The Secretariat 
would continue to use the new format and to refine it over time. 

He shared the concerns expressed about the decrease in flexible funds but assured the 
Committee that, as a result of the Director-General’s new budget management policy, they had been 
used more strategically and therefore no programme area had suffered a financial shortfall during the 
biennium. A decrease in such funds would complicate their strategic use and the issue would be 
discussed with donors and Member States to see how it could be resolved. Future financing was a 
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long-term risk; although the budget for the present biennium appeared to be fully funded, the position 
looked less certain from 2018–2019 onwards. The situation was particularly worrying with respect to 
staff costs: a long-term liability which represented between 40% and 50% of the Organization’s 
expenditure. Efforts must be made, with Member States and through the financing dialogue, to ensure 
appropriate funding of staff costs and activity costs. 

He would follow through on the excellent recommendation by the representative of China to 
improve the comparative analysis of outputs achieved and the percentage of budget allocation spent. 
He agreed with the representatives of Thailand and the United Kingdom on the importance of 
harmonized reporting, monitoring and evaluation, which the Organization would take forward from 
2017 in a more holistic way. With respect to the questions by the representative of Germany, flexible 
funds were allocated by the Global Policy Group based on recommendations from programme and 
category networks. A report would be submitted to the Executive Board in January 2017 on the impact 
of any reduction in funding as a result of the potential eradication of poliomyelitis. Reports on the 
Organization’s staff health insurance liability were submitted directly to the Executive Board and 
through the Independent Expert Oversight Advisory Committee. All entities covered by the WHO 
staff health insurance programme did their part to ensure that adequate assets were set aside. The 
programme was monitored by the Organization. Although resources would not allow for full financial 
reports to be published every six months, regular updates would be provided through the web portal. 

The CHAIRMAN took it that the Committee agreed to approve the draft resolution contained in 
document A69/62. 

The draft resolution was approved.1 

Financing of Programme budget 2016–2017: Item 20.2 of the agenda (document A69/46) 

• Strategic budget space allocation (documents A69/47 and EB137/2015/REC/1, 
decision EB137(7)) 

The representative of the UNITED STATES OF AMERICA welcomed efforts to strengthen 
financing reform and to widen the Organization’s donor base, including non-State actors. Although 
her country could not provide fully flexible voluntary contributions, it sought to be as flexible as 
possible in its earmarking. Commending the financing dialogue and the four-pillar strategy outlined, 
she encouraged further work to ensure more predictable and flexible financing aligned with the 
Organization’s Twelfth General Programme of Work and strategic priorities. 

The representative of CAMEROON, welcoming the increased predictability of funding 
resulting from the financing dialogue, emphasized the need for irreproachable financial governance in 
the face of slower growth in the major economies, ever greater health needs and increasing 
requirements in terms of transparency, effectiveness and performance. Achieving the target of 
universal health coverage, included among the goals of the 2030 Agenda for Sustainable 
Development, would require the Organization to consolidate its position as a strategic leader in 
developing technical and financial synergies. 

The representative of CHINA said that the financing dialogue had already begun to improve the 
status of the financing of the programme budget. However, despite the encouraging perspective for 
financing for the biennium 2016–2017, the mid-term prospect was still worrying. He supported the 
report’s proposed responses to remaining challenges but noted that no solution had been put forward 
for the most important issue: the flexibility of voluntary contributions. He requested that WHO should 

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA69.12. 
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consider lifting the freeze on assessed contributions, as small but constant increases would improve 
WHO’s budget structure and make funding more flexible. His Government supported adopting the 
model proposed by the Working Group on the Strategic Budget Space Allocation because its 
indicators and calculations resolved problems in the current model and would minimize any negative 
impact on regional and country-level budgets. He agreed with paragraph (3) of the decision 
recommended in decision EB137(7)1 and stressed that during the periodic reviews the principle 
expressed in subparagraph 3(a) must be implemented and maintained. 

The representative of SOUTH AFRICA said that WHO’s commitment to joining the 
International Aid Transparency Initiative by the end of 2016 was encouraging; she requested updates 
on that objective. It was nonetheless worrying that alignment of funding across the programme budget 
had not been achieved. She welcomed the outlined four-pillar strategy and supported the establishment 
of the Department for Coordinated Resource Allocation within the Director-General’s office. She 
commended the reporting framework which linked funds to predetermined, measurable objectives. 

The representative of THAILAND expressed support for China’s statement and proposal. 
Strictly earmarked voluntary contributions and a limited number of voluntary contributors were a 
concern and could cause uncertainty for WHO’s budget. The new WHO Health Emergencies 
Programme, to be established during the current biennium, would also make more voluntary 
contributions necessary; she requested that the financial consequences of that Programme should be 
assessed and included in the next report on the Programme budget 2016–2017. She welcomed the new 
model recommended by the Working Group on the Strategic Budget Space Allocation, which would 
have the least impact on the programme budgets of the six regions. WHO should use its social and 
intellectual capital at regional and country levels to mobilize additional resources to support 
implementation of national activities. She supported the draft decision. 

The representative of MALDIVES acknowledged the value of the financing dialogue and 
welcomed the outlined four-pillar strategy to deal with the remaining challenges. The Director-
General’s strategic use of flexible funds had enhanced the already high level of alignment at the 
category level. Funding should be better aligned, however, and vulnerabilities reduced to better reflect 
the priorities set by Member States. She urged the Secretariat to continue to address persisting 
problems, particularly excessive earmarking and the dependence on only a few voluntary contributors. 

The representative of FRANCE welcomed document A69/46, noting in particular that the base 
budget enabled funding of WHO’s six main categories of work and that a sum of nearly US$ 1200 
million, relying exclusively on voluntary contributions, was budgeted separately for outbreak and 
crisis response, poliomyelitis eradication and research on tropical diseases and human reproduction. 
She requested further details on the full resource-mobilization process instituted in 2016 and how it 
would improve coordination Organization-wide. She supported the more strategic use of flexible 
voluntary contributions; resources should be used according to the priorities set by Member States. 
Voluntary contributions must be made more flexible; the US$ 250 million of flexible voluntary 
contributions for the current biennium was insufficient. 

The representative of GERMANY asked why the mid-term perspective was described as 
worrying (document A69/46, paragraph 5) and what concrete factors had led to that conclusion. He 
did not agree with the assessment (paragraph 9) that the level of flexible voluntary contributions had 
remained stable, as it had fallen compared with the previous biennium; an update on the outlook for 
the current year would be welcome. The assertion about the alignment of financing in paragraph 10 
was confusing, as base programmes were at least 96% funded according to the financial report on the 

1 Reproduced in document A69/47. 
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previous biennium: thus, full alignment should have been reached. He strongly supported the proposed 
reporting reform in time for the next financial dialogue, in particular streamlining the 3000 different 
reports submitted annually, in order to reduce the burden on the Secretariat and save financial and 
human resources for global health challenges. 

He had expected the report to include information on how much funding had already been 
secured and a clear presentation of which areas were fully- or under-funded, as that would have been 
helpful in steering money to where it was needed most and in ensuring Organization-wide alignment. 
He encouraged the Secretariat to provide such information as soon as possible. 

The representative of INDONESIA considered the new budget space allocation method to be 
strategic and practical in that it included essential health indicators and took into account regional 
priorities and countries’ demographic and geographical characteristics. He supported the claims that 
the South-East Asia Region deserved a larger share of the programme budget than other regions as it 
had a greater disease burden and was more vulnerable to natural disasters, epidemics and pandemics. 
The allocation process must nonetheless reflect the principle of equality. 

The representative of the REPUBLIC OF KOREA said that the financing dialogue had been 
helpful for understanding WHO’s commitment to reform and identifying its priorities for projects. 
Better transparency and accountability would help to expand the contributor base for the long term; 
she agreed that securing multi-year funding and flexible voluntary contributions would be crucial for 
the predictability of WHO project budgets. Implementation would not be easy, however, owing to 
various factors. Expanding the donor base could also lead to an increase in donor-related vulnerability, 
which WHO must continue to keep in check. Her Government supported the proposal to adopt the 
decision on budget space allocation and would join efforts to ensure its full implementation. 

The representative of MEXICO underscored the importance of strengthening resource 
mobilization and flexible financing so as not to leave vulnerable programme areas behind or create 
budget deficits. It was necessary to respond to existing problems without creating more bureaucracy. 
Resource mobilization should be based on specific priorities, which should be clearly identified in the 
programme budget web portal. Reducing vulnerability in budget financing was also important, as 
expressed in paragraph 18 of the report. Mexico had participated in the Working Group and stressed 
that the Group had borne in mind the specific needs of each region. The scientific basis of the 
proposed model would contribute to greater transparency, fairness and accountability at WHO. 

The representative of MALAYSIA expressed appreciation to the Working Group and the 
external advisors for developing the revised model for strategic budget space allocation. Although he 
supported adoption of the new model, the regions must reflect on how best to allocate their budget 
envelopes to individual countries based on a standard performance metric. 

The representative of CAMEROON, speaking on behalf of the Member States of the African 
Region, praised the depth of analysis and overall quality of the documents produced by the Working 
Group on the Strategic Budget Space Allocation. The decision recommended for adoption in decision 
EB137(7) represented part of a laudable trend of increasing transparency in WHO’s financial 
management, and the Health Assembly should adopt it. 

The ASSISTANT DIRECTOR-GENERAL (General Management) ascribed recent 
improvements in financial management to several developments: the financing dialogue, which had 
helped in establishing mutual trust and communication between the Secretariat, Member States and 
other donors; the web portal, which had increased transparency and would henceforth provide updates 
on both financial and programme results each quarter; adoption of a corporate approach; and 
continuing internal and external dialogues. Excessive earmarking of voluntary contributions was 
problematic; although early in a biennium, that was not a problem, more flexibility was always needed 
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once it became clear which areas were underfunded. The approach taken by the Government of 
Sweden provided a good solution: they had invited the Secretariat to inform them if a given 
programme was overfunded so that they could reallocate their contribution. 

At the 138th session of the Executive Board, the Director-General had committed WHO to 
joining the International Aid Transparency Initiative; an internal working group on the issue had met 
just before the Health Assembly and would report to the Executive Board in 2017. As for resource 
mobilization, it was coordinated on all three levels through a group composed of representatives from 
all levels and major offices. Thus, unlike in the past, discussions with donors were coordinated 
throughout the Organization. The impact of the new WHO Health Emergencies Programme on the 
programme budget would be reported via the web portal. Replying to the representative of Germany, 
he said that it was the global economic situation that made mid-term and long-term perspectives 
worrying, as a recession would affect multilateral agencies such as WHO. More immediate risks 
included staff costs for the Global Polio Eradication Initiative after 2019. There were also foreign-
exchange and investment risks and long-term infrastructure needs. Any concerns would be discussed 
with Members at financing dialogues or governing body sessions. Information on over- and under-
funded areas could be found on the web portal. Overall, programmatic and financial reporting for the 
biennium 2014–2015 had three congruent components: printed reports, the web portal and the WHO 
website. Finally, he congratulated the Working Group on the Strategic Budget Space Allocation for 
resolving a difficult and complicated issue in a manner acceptable to all. 

The DIRECTOR-GENERAL, replying to the representative of China, said that Member States 
had called for a WHO reform focusing on budget discipline and transparency. Assessed contributions 
and voluntary contributions provided different advantages in terms of flexibility. A combined 
approach was an improvement on the previous practice of relying on an aspirational budget, where 
pledges were made but not always fulfilled. The financial reform sought to provide instruments that 
reported clearly on the link between the Organization’s income and expenditure, and to bring about a 
cultural change in the Member States and Secretariat. The Secretariat needed to stop absorbing 
resources that could not be applied to the priorities outlined by Member States, as that could divert the 
Organization’s attention away from those priorities. Both assessed and voluntary contributions could 
be effective when they matched priorities, but assessed contributions continued to offer greater 
flexibility than voluntary contributions in that they could be applied to underfunded critical areas. In 
the light of the financial difficulties caused by the 2008 financial crisis, the Organization sought to 
protect staff and the Organization as a whole by adopting a more sustainable approach. She 
acknowledged that assessed contributions required Member States to make considerable efforts, but 
the approach reflected their own calls for greater sustainability and predictability. Voluntary 
contributions could be useful to tide the Organization over while the financing dialogue was 
underway. However, in that dialogue, the Secretariat would highlight the importance of investing in 
the Organization through assessed contributions. The Proposed programme budget 2018–2019 would 
incorporate the outcomes of the financing dialogue, to be held after the current Health Assembly. In 
order to allay concerns that an increase in assessed contributions would result in a transfer of funds 
away from certain important programmes, the “Delivering as One” initiatives would be ring-fenced. 
Reform would focus on setting out the priorities for resource implementation. In particular, she 
commended China’s increase in its assessed contributions, while acknowledging the challenges that 
such a commitment presented for other countries. The financing dialogue would address the possibility 
of applying less earmarking to voluntary contributions to allow for reallocation within the same 
category level, rather than tying the Organization’s hands. 

The CHAIRMAN invited the Committee to consider the decision recommended in 
decision EB137(7). 
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The draft decision was approved.1 

Status of collection of assessed contributions, including Member States in arrears in the payment 
of their contributions to an extent that would justify invoking Article 7 of the Constitution: Item 
20.3 of the agenda (documents A69/48 and A69/63) 

The representative of THAILAND expressed appreciation for WHO’s technical support to 
countries facing difficulties as a result of economic and social crises and encouraged the Organization 
to continue activities that provided benefits for all. 

The CHAIRMAN announced that payments had been received from the following countries: 
Iraq, Lebanon, Saint Vincent and the Grenadines, Suriname and Swaziland. The names of those 
countries would therefore be deleted from the draft resolution. He invited the Committee to approve 
the draft resolution contained in document A69/63, as amended. 

The draft resolution, as amended, was approved.2 

Scale of assessments for 2017: Item 20.5 of the agenda (documents A69/49 and EB138/2016/REC/1, 
resolution EB138.R6) 

The representative of CHINA said that China’s contribution had risen from 5.94% to 7.92% 
despite the slow-down in its economy. Health activities were still ongoing but many challenges 
remained and would increase the need for financial investment. He confirmed China’s firm support for 
WHO’s role in promoting health worldwide, and its commitment to settling its contribution in 
accordance with the new scale of assessments. He supported the draft resolution.  

The representative of THAILAND reaffirmed her Government’s commitment to contributing to 
WHO on the basis of the scale of assessment for 2017. 

The CHAIRMAN invited the Committee to consider the draft resolution contained in resolution 
EB138.R6. 

The draft resolution was approved.3 

2. FIRST REPORT OF COMMITTEE B (document A69/69) 

The RAPPORTEUR read out the draft first report of Committee B. 

The report was adopted.4 

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as decision WHA69(16). 
2 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA69.13. 
3 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA69.14. 
4 See page 383. 
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3. AUDIT AND OVERSIGHT MATTERS: Item 21 of the agenda 

Report of the External Auditor: Item 21.1 of the agenda (documents A69/50 and A69/64) 

The representative of the EXTERNAL AUDITOR introduced the report of the External Auditor 
(contained in document A69/50). The Organization’s financial statements had been audited in 
accordance with the International Standards on Auditing. The audit had reviewed management 
controls in various offices in line with International Standard on Auditing 265, which defined the 
auditor’s responsibility to communicate deficiencies in internal control appropriately with those 
charged with governance and management. The 2015 audit had covered various offices at 
headquarters, the Global Service Centre, one regional office, one inter-country support team, five 
country offices and six non-consolidated entities. It had resulted in the issuance of an unmodified 
opinion indicating that the Organization’s financial statements were fairly presented in all material 
respects and it concluded that accounting policies were applied on a basis consistent with that of the 
preceding year. It found that the transactions that came to its notice complied with the Financial 
Regulations and legislative authority of WHO in all significant respects. She commended the 
cooperation and professionalism of the financial department in producing financial statements 
compliant with the International Public Sector Accounting Standards and the efforts to implement the 
recommendations issued in the course of the interim and year-end audits. The audit had, however, 
highlighted a number of issues that needed to be addressed, including the need to improve financial 
transactions recording, processing and reporting and to ensure the fair presentation of financial 
statements in the following reporting period. It had furthermore noted the work to be done in various 
areas such as the timely reporting of revenues, the roll-out of the Global Inventory Management 
System and the further improvement of the quality of data sources. The External Auditor had 
accordingly made a series of recommendations to the Secretariat, including a set of seven 
recommendations aimed at improving management control. 

The representative of the UNITED STATES OF AMERICA said that reviews by the External 
Auditor were an important component of WHO’s oversight mechanisms and she trusted that the 
findings and recommendations would be implemented in full. She agreed that travel costs should be 
appropriately controlled and asked what measures would be taken to strengthen monitoring and 
compliance regarding staff travel reporting parameters. She welcomed the External Auditor’s 
observations regarding the evaluation of staff performance and sought information on the strategies 
that would be used to ensure adherence to the SMART criteria and compliance with the performance 
management and development system. 

The representative of THAILAND said that implementation of the External Auditor’s 
recommendations would strengthen coordination and resilience at all levels of the Organization. He 
was especially concerned about the many instances of weak direct financial cooperation management 
in the audited regions and the large number of overdue reports; he requested that the problems would 
be rectified in a comprehensive and systematic manner. He urged the Organization to expedite 
implementation of the External Auditor’s recommendations contained in prior years’ audit reports. 

The representative of SPAIN said that it was crucial to strengthen WHO’s oversight bodies in 
order to ensure a more efficient and effective use of resources. He expressed concern about the risks to 
the Organization posed by staff insurance and pension liabilities and requested that appropriate 
mitigation strategies should be developed and proposed to Member States. He acknowledged the 
comments by the Director-General regarding contributions: without doubt, flexible contributions 
would permit adequate funding of programmes. Nevertheless, to increase contribution levels in the 
current economic climate could pose difficulties for Member States and therefore he requested that the 
Secretariat should prepare a cost-reduction plan and seek new sources of funding. 
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He requested that the time between the end of the meeting of the Programme, Budget and 
Administration Committee and the start of the Health Assembly should be extended in order to allow 
Member States more time to consider financial and budgetary matters. 

The representative of CHINA commended the objective report of the External Auditor, which 
would promote transparency, accountability and efficiency in the management of the Organization’s 
financial and human resources, and fully supported the recommendations made with regard to ongoing 
asset and inventory, travel and direct financial cooperation management challenges. The Secretariat 
was urged to implement all the recommendations made in the report, and must redouble its efforts to 
achieve full implementation of the 10 external audit recommendations contained in prior years’ audit 
reports. 

The representative of SAO TOME AND PRINCIPE, speaking on behalf of the Member States 
of the African Region, expressed appreciation for the report of the External Auditor and supported the 
recommendations contained therein. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND welcomed the unmodified audit opinion. She noted with concern that the reports of the 
Internal Auditor, the External Auditor and the Independent Expert Oversight Advisory Committee had 
all underscored the need to strengthen internal controls with a view to managing the risks faced by the 
Organization and had stressed the need to enforce sanctions for non-compliance with internal controls. 
She recognized that WHO worked in many complex and uncertain situations, but it was very 
important that management of the Organization’s finances, human resources and risk should be 
improved so that it could deliver the priorities and maintain the confidence of its partners. Like all 
Member States, the United Kingdom was committed to ensuring that taxpayer-funded contributions to 
WHO were properly accounted for and used to maximum effect. Fraud and misuse of funds could not 
be tolerated. The Secretariat should pay strong attention to the audit recommendations, particularly 
those that could have the greatest impact on the Organization’s effectiveness, and it must also 
ascertain whether implementation of the recommendations had solved the underlying problems that 
they were supposed to address. The Secretariat should, moreover, make use of its online reform 
dashboard to track and report on implementation of the audit recommendations. 

The representative of FRANCE called on the Secretariat to implement the recommendations 
contained in the report in full and at the earliest opportunity. It should, moreover, accelerate 
implementation of the recommendations contained in prior years’ audit reports. She proposed 
extending the mandate of the External Auditor from four or six years, so that it covered at least two 
full budget bienniums, as that would allow the External Auditor to gain a more in-depth understanding 
of the challenges of the audit process as they related to the Organization. 

The representative of MEXICO urged the Secretariat to implement the recommendations made 
in the report of the External Auditor at the earliest opportunity. Internal auditing mechanisms must be 
strengthened and the duties and responsibilities of staff members clearly defined with a view to 
improving transparency and accountability. She noted with concern the lack of standardized 
procurement planning and recommended that the situation should be reviewed and procedures 
implemented in order to improve efficient use of resources. She requested that a detailed plan should 
be put in place in order to address the management weaknesses in direct financial cooperation. 
Implementation of the recommendations made in the report should be aligned with the 
recommendations made by other oversight bodies and the status of implementation of past 
recommendations should be included in future reports so as not to lose sight of them. 
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The ASSISTANT DIRECTOR-GENERAL (General Management) gave his assurances that the 
Secretariat prioritized audit recommendations both in collaboration with the Independent Expert 
Oversight Advisory Committee and on an internal basis. He agreed that more could be done to 
evaluate whether implementation of recommendations had solved the underlying problems which they 
had been designed to address. WHO was committed to enhancing transparency by tracking and 
reporting on the implementation of audit recommendations on the online reform dashboard. The issue 
of travel management was taken seriously: pre- and post-travel oversight procedures had already been 
strengthened and a revised duty-travel policy would be finalized by the end of 2016. The Secretariat 
was also seeking to enhance compliance with the performance management and development system, 
which had been included in the accountability compact between the Director-General and the 
Assistant Directors-General and included in the online dashboard. Supervisors were obliged to provide 
feedback to their staff with a view to optimizing performance. 

The number of overdue reports on direct financial cooperation had been substantially reduced 
and further progress would be assisted if all country counterparts could submit their reports to the 
Organization on time. 

The Secretariat would continue to seek ways to reduce costs and to enhance cost-efficiency and 
took seriously the calls by the Internal Auditor, the External Auditor and the Independent Expert 
Oversight Advisory Committee for stronger internal control mechanisms. The Organization had the 
lowest-ever number of outstanding audit recommendations at the present time and the regional 
directors were strongly committed to internal control and compliance. 

With regard to the proposal to extend the mandate of the External Auditor to six years, he 
explained that four-year terms were the norm among organizations in the United Nations system. The 
mandate could only be extended pursuant to the adoption of a resolution by the Health Assembly. 

The representative of the EXTERNAL AUDITOR affirmed the commitment to fulfilling the 
renewed mandate of the External Auditor with independence, integrity, resoluteness and a high-level 
of competence, and to fostering a vibrant partnership with the Secretariat. 

The CHAIRMAN took it that the Committee agreed to approve the draft resolution contained in 
document A69/64. 

The draft resolution was approved.1 

Report of the Internal Auditor: Item 21.2 of the agenda (documents A69/51 and A69/64) 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, speaking in her capacity as Chairman of the Programme, Budget and Administration 
Committee of the Executive Board, introduced the report of the Committee’s consideration of the item 
(document A69/64). The Committee, on behalf of the Executive Board, had recommended that the 
Health Assembly should note the report of the Internal Auditor. 

The representative of THAILAND said that in order for WHO to fulfil its mandate effectively, it 
was crucial to improve risk management, enhance controls and strengthen governance mechanisms. 
Compliance issues that had occurred during the Ebola virus disease outbreak had made clear that 
WHO needed effective standard operating procedures and a clear decision-making structure to handle 
future emergencies. The rise by some 66% in 2015 in incidences of alleged misconduct by WHO staff 
members  undermined the credibility of the Organization. The Secretariat must strengthen its policy of 
zero tolerance for non-compliance and ensure that that policy was implemented at all levels of 
performance management. Although the general improvement in effective controls was welcome, he 

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA69.15. 
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expressed concern that internal controls remained weak in several areas, including global management 
systems, information technology, security and the procurement of goods and services at the country 
level, and that control compliance was enforced unevenly across the Organization. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND reiterated the concerns she had raised in the discussion of the previous agenda item 
regarding internal controls: they were equally applicable to the current discussion. In order to deliver 
on its priorities, the Secretariat must continue to strengthen internal controls and embed a positive 
culture of compliance. In view of the many years it would take to complete a full audit of all WHO 
offices, she proposed that the Secretariat should consider a prioritized approach to audit investigations 
that would focus on specific compliance themes in a number of high-risk locations. She further 
proposed that the Secretariat should define its risk appetite, by determining the levels of risk it was 
prepared to accept in different spheres of its work and communicating them to its staff. 

The representative of AUSTRALIA welcomed the practical approach of the Office of Internal 
Oversight Services to risk management, control and governance. He emphasized the importance of 
ensuring independent validation of data from self-assessments as that would enhance the credibility of 
WHO’s performance reporting. He expressed concern that the operating effectiveness of internal 
controls had diminished and strongly urged all levels of the Organization to embrace the framework. 
Clear communication of the steps needed to implement the new initiative might result in speedier 
observable change. He was also concerned about the increase in reports of suspected wrongdoing and 
sought an analysis of the problem: the priority should be to engage a sufficient number of qualified 
investigators to tackle the backlog of cases. The audit recommendations should be implemented 
swiftly to ensure the most efficient use of WHO’s resources. 

The representative of CHINA drew attention to the continuing problems with budgeting and 
compliance in emergency management, as the response to the Ebola virus disease outbreak had shown, 
and urged the Secretariat to reform its budget planning and comply with emergency norms. She urged 
the Secretariat also to accelerate implementation of the audit recommendations. The audits at country 
level showed that the effectiveness of internal controls was a matter of concern. She fully supported 
the recommendations of the Office of Internal Oversight Services, and asked the Health Assembly to 
adopt and implement them. 

The representative of GERMANY said that strengthening of internal controls and compliance 
remained a priority for his Government and stressed that, in a highly decentralized organization such 
as WHO, adequate resources had to be invested in internal controls. He asked what percentage of 
WHO’s overall funding was spent on controls and whether the Secretariat considered it adequate, in 
particular in comparison with other United Nations agencies. He expressed concern that the speed of 
cultural change remained too slow. He was not convinced that WHO was equipped to deal with all 
significant allegations of wrongdoing, bearing in mind the increase in their number and that the 
whistle-blower hotline was likely to bring still more. He asked whether compliance failures had 
practical consequences for staff members, what procedure were in place to set priorities among the 
large number of allegations, and what mechanisms were applied to identify frivolous or groundless 
allegations. The same investigative procedures should apply to staff members at every level and those 
procedures should be made publicly available to ensure that staff members knew that they were being 
respected. It would be useful to have a breakdown of investigations by type of wrongdoing and by 
office. 

The representative of FRANCE asked for details of what was being done to make controls more 
effective in the important areas in which they were still inadequate. She was especially concerned 
about the lack of effective controls regarding the procurement of goods and services, and direct 
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financial cooperation. She deplored the lack of any real improvement in compliance at every level of 
the Organization. 

The representative of the UNITED STATES OF AMERICA said that her Government placed 
great value on effective internal oversight and she encouraged the Director-General to address swiftly 
the internal control weaknesses identified in the internal auditor’s report. She expressed concern at the 
significant increase in reports of suspected wrongdoing and the backlog of investigations, and 
encouraged the Director-General to make every effort to provide the Office of Internal Oversight 
Services with the necessary resources to fulfil its mandate. She asked how the Secretariat planned to 
address the high number of reports of wrongdoing, especially those relating to fraud, harassment and 
failure to comply with professional standards. 

The DIRECTOR (Office of Internal Oversight Services) said that the Office of Internal 
Oversight Services always acted independently and objectively in the completion of its work. He 
attributed the modest improvement in internal controls to the fact that various initiatives were at 
different stages of maturity and it would take time for all of them to filter through an organization as 
decentralized as WHO and to be reflected in audit findings. With regard to planning the scope and 
coverage of its work, the Office of Internal Oversight Services had a robust risk assessment model to 
prioritize the allocation of resources to the roughly 220 budget centres across the Organization, and to 
make sure it looked at what it considered to be the most high-risk areas. Also taken into account in 
planning were problems observed in budget centres that were subsequently covered or in specific 
thematic areas. There were several mechanisms to make the Office of Internal Oversight Services as 
innovative as possible in using resources to maximum effect. He did not necessarily regard the 
increasing number of cases of wrongdoing reported as negative. In order to tackle the backlog of 
cases, a structured intake process had been implemented: a committee reviewed each allegation at the 
time it was received to decide on the priority to be given to it; a recommendation was then made to the 
Director of the Office, who decided the resources to be allocated to the investigation. An additional 
full-time investigator had been recruited in 2015 and recruitment was under way for three temporary 
posts and a support staff post. The implementation of audit recommendations was at its highest ever 
point, but the challenge was how to achieve systemic, sustainable change. Part of the answer lay in 
integration in the Organization’s information technology systems, so that controls became more 
automated and less dependent on individuals. Supervisory control also had to be enhanced so that, 
where rules and guidelines were not followed, somebody reviewing the transaction would identify the 
error or omission and take corrective action. With regard to the Ebola audit, there had been close 
contact with the people designing the processes and structures under the new WHO Health 
Emergencies Programme and he was satisfied that they had taken into account the many operational 
recommendations made. 

The ASSISTANT DIRECTOR-GENERAL (General Management) said that the issue of 
procurement was taken very seriously and the need for improvement had been recognized. A full-time 
senior staff member had been recruited to lead the work on WHO’s procurement policy and strategies 
and a new strategy, which was implemented separately with respect to goods and services, had been 
developed. General Management had also been working with the team developing the new WHO 
Health Emergencies Programme to ensure that it included the right standard operating procedures. The 
consequences of non-compliance included written reprimand, demotion and consequent reduction in 
salary, and dismissal, all of which had been implemented in different cases the previous year. 
Preventive measures had also been introduced, including the dissemination throughout the 
Organization of information about cases of proven wrongdoing or non-compliance, including the 
sanctions imposed. Investigation reports were analysed in order to determine how the control system 
could be improved. 
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The EXECUTIVE DIRECTOR (Office of the Director-General) said that the question of risk 
appetite was covered in the corporate risk management policy, which noted that the Organization had 
a very low risk appetite for administration and finance, but a somewhat higher one in operational 
work. The task of identifying the risk appetite for each risk in the risk register was expected to be 
completed within a few months. With regard to the adequacy of the financing of internal controls, 
three processes were under way: WHO was involved in a process to determine an oversight model for 
the United Nations system as a whole. One of the first steps in the process was to make sure that all 
organizations were using the same scope of work in order to define what went into the oversight 
model, how it was costed and how it could be compared across the different organizations. WHO was 
also contributing to a study by the Joint Inspection Unit of the United Nations System of internal audit 
functions in the System. The Independent Expert Oversight Advisory Committee played a key role by 
reviewing audit plans and advising on the adequacy of investments in internal controls. As for the 
current financing of the Office of Internal Oversight Services, the expenditure for 2014–2015 was 
about US$ 8.4 million, to which were added the costs of the external auditors and the Committee, 
which together came to about US$ 1 million, making a total expenditure of about US$ 9.4 million. The 
impact of investments also needed to be monitored, for which additional investment would be 
required. 

The Committee noted the report. 

The meeting rose at 12:10. 



 
 
 
 
 
 

THIRD MEETING 

Thursday, 26 May 2016, at 14:40 

Chairman: Dr PHUSIT PRAKONGSAI (Thailand) 
later: Dr M. KIFLE (Ethiopia) 

1. STAFFING MATTERS: Item 22 of the agenda 

Human resources: annual report: Item 22.1 of the agenda (documents A69/52 and A69/65) 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, speaking in her capacity as Chairman of the Programme, Budget and Administration 
Committee of the Executive Board, presented the  Committee’s report (document A69/65) following 
its consideration of the annual report on human resources (document A69/52). The Committee, on 
behalf of the Executive Board, had recommended that the Health Assembly should note the report in 
document A69/52. 

The representative of SEYCHELLES said that the first stage of implementing the geographical 
mobility policy had been positive: regular reports, qualitative rather than quantitative in nature, would 
be welcome as the policy became mandatory. The Secretariat’s efforts to redress gender inequalities 
and imbalances in the geographical distribution of both employees and interns were commendable, but 
more work was required. 

The representative of THAILAND said that the staff in the professional grades was still 
overwhelmingly male. The Secretariat should continue to report regularly about ways to rectify that 
situation; further work was needed to attain full gender parity as soon as possible. Geographical 
representation should also be improved. Four regions were significantly overrepresented within the 
WHO staff, while many countries were still unrepresented or underrepresented. Information on gender 
balance and geographical representation must be made more publicly available. 

The representative of JAPAN said that competent staff were needed at all three levels of the 
Organization. He commended the setting of numerical targets and the tackling of gender inequality. 
The setting of numerical targets in terms of international staff members at the regional level, as well as 
further implementation of the geographical mobility policy, might help to increase the proportion of 
international professional staff in the regional offices. Japan had been greatly underrepresented for 
many years; although efforts were being made to equip Japanese citizens with the right skills to work 
at WHO, further steps from the Secretariat to rectify the situation were urged. 

The representative of CHINA said that a managed mobility policy would enhance staff 
members’ skills and career prospects, with better working conditions for staff in less developed 
regions, support for mobility between and among the different levels of the Organization and more 
staff employed from unrepresented and underrepresented countries. Restructuring the Secretariat to 
include a greater proportion of professional and higher-category staff would improve efficiency and 
specialization. Only a small minority of interns were from developing countries: geographical 
representation must be improved, for instance through scholarship programmes and increased 
internship opportunities in the regional offices. 
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The representative of FRANCE said that the presentation of information on general human 
resources management and human resources for the crisis response in two different reports made it 
difficult to get an overall view of the situation. Levels of staff mobility between regions had increased 
between 2014 and 2015, but very low numbers of headquarters staff members had taken up posts 
elsewhere. She asked about the non-financial incentives being offered to headquarters staff to move to 
regional or country offices, and the guarantees given to them about their right to return to headquarters 
at the end of the posting. There had been only a slight increase in the numbers of permanent staff 
compared with temporary staff: a rise in the number of staff in precarious work situations should be 
avoided. She asked for further information about the Secretariat’s forward planning for the 
implementation of United Nations General Assembly resolution 70/244 on the United Nations 
common system. She also asked how staffing levels were being aligned with new programming 
priorities, particularly with regard to country-level emergency situations. 

The representative of the UNITED STATES OF AMERICA said that, as WHO continued to 
recruit expert, world-class staff, the most important factor should be to ensure that appointments were 
made on the basis of competence and skills. She supported the policies in place to improve gender and 
geographical representation. She requested that reports on the human resources implications of the 
closure of the Global Polio Eradication Initiative, scheduled for 2019, should be discussed by the 
governing bodies as a regular agenda item. 

The representative of MEXICO said that the geographical mobility policy would enhance the 
professionalism of the staff and encourage transparency, although continuous follow-up and 
evaluation of the pilot and subsequent phases would be needed. More should be done in order to 
achieve the end goal of complete gender parity among the staff. She asked for more information about 
the new internal justice policy, which must also take into account the changes involved in the WHO 
reform process. Different situations around the world required different solutions: for example, there 
was a need for more intensive capacity-building in some areas of the world than others. 

The representative of GERMANY said that the mobility policy must be seen as fair and create 
the right incentives for staff members to move between offices: the incentives in the current policy 
were not clear. The mobility policy was a major challenge, and there were indications that the 
Secretariat was not creating the expanded capacity that would be required to deal with the new system. 
All Member States should be adequately represented in the professional grades: he asked whether data 
on the nationality of staff members could be disaggregated by regional office. He urged the Secretariat 
to bring the issue of human resources management in the Global Polio Eradication Initiative to the 
governing bodies as a regular agenda item, because large numbers of permanent and temporary staff 
depended on funding from the Initiative. 

The representative of AUSTRALIA, noting the progress in implementing the mobility policy, 
endorsed Germany’s call for ensuring appropriate incentives. He commended the review of methods 
for identifying WHO representatives, as WHO country offices played such a vital role in supporting 
governments in developing strong health systems. Skill sets relevant to each country office should be 
sought when staff were recruited. The updated workforce data would be useful in the context of 
broader WHO reform. Efforts to strengthen the internal justice system and to improve diversity in the 
WHO internship programme were also to be commended. 

The representative of SOUTH AFRICA said that WHO internships were offered on the same 
terms as internships across the United Nations system, all of which were unpaid. Alternative ways of 
supporting interns should be considered, particularly in terms of travel and subsistence costs. A 
mechanism similar to that used for financial support for the least developed countries might be 
considered. 
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The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that, although a think tank on gender equity was to be welcomed, more efforts were 
needed to reach gender parity for higher professional posts at all three levels of the Organization. An 
increase in the number of female heads of country offices would be a particularly positive 
development. She welcomed the commitment of the Director of Human Resources to update the 
reform dashboard and report against all human resources indicators in future reports. That would help 
the governing bodies to assess progress towards the Organization’s reform priorities. 

The representative of SWEDEN asked for more information about the efforts to improve gender 
balance, especially at senior management levels, including targets, indicative timelines and measures 
taken. She supported the comments of the representative of Germany about the geographical mobility 
policy. 

The DIRECTOR (Human Resources Management) reaffirmed the commitment of middle and 
senior managers across the Organization to improving gender balance and geographical representation. 
The Secretariat strongly encouraged applications for vacancies from female candidates and candidates 
from underrepresented countries, and included explicit wording to that effect in each vacancy notice 
published online. More highly-qualified candidates might apply if Member States helped to distribute 
all vacancy notices widely within WHO offices, national ministries and elsewhere. However, the 
regulatory framework stipulated that gender and nationality could only be taken into account where 
two equally-qualified candidates were being considered. Efforts were being made to establish a work 
environment suitable for working mothers and mitigate any unconscious bias against promoting 
women to higher-level positions. Much had been learned from the first mobility exercise. 

Turning to incentives for mobility, she said that WHO staff would apply for positions at the 
same grade at a different duty station. The staff mobility programme was designed to help staff to 
enhance their skills and knowledge, and to improve their chances of successfully applying for ad hoc 
posts. Certain duty stations posed difficulties, and steps were being taken to enhance the mobility 
policy to allow staff to apply for higher level positions in those duty stations. By 2019, the 
geographical mobility scheme would be mandatory. When staff members vacated posts to move to 
another duty station, they had no right of return, and their posts would not be kept open. PAHO was 
not part of the WHO mobility scheme, but interagency transfers between the two organizations did 
take place. She did not have human resources data for PAHO. 

The mobility policy also provided the Organization with an opportunity to align its staffing 
structure with its new priorities. Posts vacated by staff members might be cancelled or downgraded, 
for example. The mobility scheme would help to ensure that the Organization had a versatile and agile 
workforce. 

The internship programme provided opportunities for young people to obtain training and gain 
specialist knowledge. Internships were unpaid. If interns were to receive subsidies, the necessary 
funding would first have to be obtained. Measures were also being taken to encourage interns to obtain 
professional experience in regional or country offices, which would introduce them to the concept of 
staff mobility. 

With regard to the closure of the Global Polio Eradication Initiative, her department would work 
on the succession planning and transition process with the Global Polio Eradication Initiative team. 
Her department was also working with the new WHO Health Emergencies Programme to ensure a 
corporate approach to staffing and training. 

The ASSISTANT DIRECTOR-GENERAL (General Management) said that mobility was a top 
priority, and that the Organization had adopted a corporate approach to that issue and to gender 
equality, in order to implement recommendations at country, regional and headquarters levels. The 
General Management Cluster had been working closely with WHO staff associations in that regard. A 
set of about 30 recommendations, drafted by the gender think tank which had been established for that 
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purpose, had been endorsed by the Director-General, and a corresponding implementation plan was 
currently being drafted. 

Interns were overrepresented at headquarters, and he would welcome the creation of more 
internships at regional and country levels. It was estimated that remunerating all WHO interns would 
cost the Organization US$ 3 million per year; to minimize such a cost would likely mean significantly 
reducing the number of interns. The Secretariat would welcome funding from Member States or 
donors, should that be forthcoming, and could inform interns of scholarship opportunities or other 
sources of funding. The internship programme should not be viewed as a way of replacing staff 
members. It provided a learning experience for interns, and involved a significant investment on the 
part of the Organization, in the form of supervision and mentoring performed by WHO staff members. 
In spite of those hidden costs, however, it was a worthwhile exercise. 

A report on the conclusion of the Global Polio Eradication Initiative and its impact on human 
resources would be submitted to the Executive Board in January 2017. It would cover separation 
through natural attrition, separation by mutual agreement, and the funds required to cover liabilities. 
There was scope to move some of the technical experts from the programme into other programme 
areas, but it would not be possible to retain all staff members. Regular progress updates would be 
provided to the governing bodies. 

The CHAIRMAN took it that the Committee wished to take note of reports A69/52 and A69/65. 

The Committee noted the reports. 

Report of the International Civil Service Commission: Item 22.2 of the agenda (document A69/53) 

The representative of THAILAND said that his Government had increased the age of separation 
to 65–70 years in the justice sector, and planned to do the same in other sectors in the near future. He 
welcomed the report of the International Civil Service Commission, and supported the new mandatory 
retirement age for staff recruited before 2014, namely 65 years, and the decision on a unified 
base/floor salary structure. He requested the Secretariat to assess the implications of raising the age of 
separation, and encouraged it to improve the human resources management structure In order to 
ensure that the staff recruitment process was transparent and accountable and that salaries were based 
on performance. 

The DIRECTOR (Human Resources Management) said that United Nations General Assembly 
resolution 70/244 provided for the revision of the remuneration package for international professional 
staff. Given that the provisions of the resolution were to be implemented throughout the United 
Nations common system, the Organization was preparing to make the necessary changes, which 
included amendments to the Staff Rules and all administrative decisions relating to the calculation of 
staff entitlements. The draft amendments would be submitted to the Executive Board in 2017. 
Moreover, steps were being taken to adapt the Global Management System to ensure that the staff 
payroll system reflected the new salary structure. All relevant changes would be implemented within 
the time frame set by the General Assembly. 

The raising of the mandatory age of separation to 65 years for serving staff, also stipulated in 
resolution 70/244, required further amendments to the Staff Rules, in order to align them with those of 
other United Nations common system bodies. The extension of the mandatory age of separation for 
United Nations staff was not – in contrast to similar changes implemented by many Member States – 
linked to the sustainability of the United Nations pension system, but was designed to provide staff 
with the opportunity to continue contributing to the work of the United Nations for an additional 3 
years. Staff members would still have the option of retiring earlier, without any negative impact on 
their pensions. 
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Raising the mandatory age of separation could delay efforts to improve the gender balance and 
geographical representation and to rejuvenate the Organization, and have an impact on the alignment 
of the WHO staffing structure with the Organization’s new priorities. The Secretariat would report on 
those issues to the Board in January 2017. 

The Committee noted the report. 

Amendments to the Staff Regulations and Staff Rules: Item 22.3 of the agenda (documents A69/54 
and EB138/2016/REC/1, resolutions EB138.R10 and EB138.R13) 

The representative of THAILAND, referring to resolution EB138.R10, said that remuneration 
for staff in ungraded posts should be performance-based and take into account the staff member’s 
contribution to the Organization. Referring to resolution EB138.R13, she supported the proposed 
amendment to the title of Article XI of the Staff Regulations from “Appeals” to “Dispute Resolution” 
and the recommendation concerning the referral of staff members to the Administrative Tribunal of 
the ILO, as an alternative to resolving the dispute internally. She supported the draft resolutions. 

The CHAIRMAN took it that the Committee wished to take note of report A69/54. 

The Committee noted the report. 

The CHAIRMAN took it that the Committee wished to approve the draft resolutions 
recommended in resolutions EB138.R10 and EB138.R13. 

The draft resolutions were approved.1 

Appointment of representatives to the WHO Staff Pension Committee: Item 22.4 of the agenda 
(document A69/55) 

The CHAIRMAN drew attention to the proposal to nominate Dr Palitha Gunarathna Mahipala 
(Sri Lanka) as a member and Dr Naoko Yamamoto (Japan) and Dr Gerardo Lubin Burgos Bernal 
(Colombia) as alternate members of the WHO Staff Pension Committee, all for a three-year term until 
May 2019. 

The representative of THAILAND supported the proposals. 

It was so decided.2 

2. MANAGEMENT AND LEGAL MATTERS: Item 23 of the agenda 

Real estate: update on the Geneva buildings renovation strategy: Item 23.1 of the agenda 
(documents A69/56 and EB138/2016/REC/1, resolution EB138.R7) 

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolutions WHA69.16 and 
WHA69.17. 

2 Transmitted to the Health Assembly in the Committee’s second report and adopted as decision WHA69(17). 
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The CHAIRMAN drew attention to the inclusion in the Director-General’s report (document 
A69/56) of a draft decision recommended to the Health Assembly for adoption by the Executive 
Board in resolution EB138.R7. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND acknowledged the Secretariat’s efforts to ensure the cost-effectiveness of the buildings 
renovation project, particularly in terms of financing, the benefits of the interest-free loan and the 
long-term energy efficiency of the proposed new building. She strongly welcomed the recognition in 
the report of the need for a flexible and versatile work space. She concurred with the provision in the 
draft decision that further authority should be sought from the Health Assembly if the total cost of the 
project was likely to increase by more than 10%. 

The representative of THAILAND said that Member States should be made aware of both the 
benefits and the risks associated with the buildings renovation project. Such risks must be effectively 
managed, and in all future projects WHO should include a comprehensive risk register and risk control 
procedure. She welcomed the establishment of the Member State Advisory Committee, but requested 
further clarification of its role and composition, as well as its links with other governance bodies 
involved in the project. She also sought clarification regarding the Organization’s right to the 
buildings and the land on which they were located following expiration of the 100-year building right 
period in 2065. She expressed support for the draft decision. 

The representative of the UNITED STATES OF AMERICA welcomed the flexibility inherent 
in the design of the new building. She thanked the Secretariat for its efforts to increase efficiencies in 
materials, construction and renovation costs, noting that the renovation project should be effectively 
managed to ensure its completion within the amount of approved financing. She reiterated her support 
for the comprehensive renovation strategy and the associated financing plan and called for regular 
reports to be provided. 

The representative of FRANCE welcomed the fact that long-term reductions in the cost of the 
buildings renovation project had been identified and that the associated financial risks had been 
mitigated. She requested clarification as to whether an increase in the budget for the buildings 
renovation project would be required in order to repay the loan from the Swiss Confederation. 

The representative of CHINA thanked the Government of Switzerland for providing the loan to 
WHO for the construction of the new building. Noting that the buildings renovation strategy was both 
necessary and feasible, she urged the Committee to approve the draft decision. Given the large scale of 
the project, she requested that the Executive Board should be provided with a more detailed 
implementation plan and road map. To ensure transparency, she further requested that the Director-
General should report to Member States on the status of the budget for the project. 

The representative of CANADA, observing the need to properly scope and effectively manage 
major projects in order to minimize the risk of negative cost-related and other consequences, noted the 
concerted efforts of the Secretariat to review the original proposal, which had resulted in a reduction in 
the cost estimate of the entire renovation project. Continued appropriate management and oversight 
would ensure that the project was delivered within the approved budget. He expressed appreciation for 
the openness and accessibility demonstrated by the Secretariat in the context of the renovation strategy 
and thanked the Swiss authorities for their flexibility and support. He supported the draft decision. 

The DIRECTOR (Operational Support and Services) thanked Member States for their input into 
the buildings renovation process, and expressed appreciation for the collaboration and commitment of 
the Swiss authorities. He confirmed that a comprehensive risk register would become operational upon 
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approval of the project and would be shared with the Member State advisory committee. In that 
connection, he reminded the regional focal points that nominees for the advisory committee should be 
submitted before the end of the current Health Assembly. 

The Organization currently had an indefinite building right on the land on which the buildings 
were located; however, negotiations were under way to align that right with the provisions of the loan 
granted by the Swiss authorities, and Member States would be kept informed of the outcome. 
Currently, the value of any property constructed by WHO on that land would be reimbursed in the 
event that the Swiss authorities needed to reacquire it. A contingency had been provided for in the 
approved financing for the strategy; a report on the updated situation would be communicated to 
Member States in 2018. 

The CHAIRMAN invited the Committee to consider the draft decision reproduced in 
document A69/56. 

The draft decision was approved.1 

Process for the election of the Director-General of the World Health Organization: Item 23.2 of 
the agenda (documents A69/57 and EB138/2016/REC/1, decision EB138(2)) 

The CHAIRMAN drew attention to document A69/57, which included the text of the draft 
resolution recommended by the Executive Board in decision EB138(2). 

The DIRECTOR-GENERAL recalled that the Health Assembly had decided in resolution 
WHA66.18 (2013) to establish a candidates’ forum to facilitate an exchange between Member States 
and candidates applying for the post of Director-General, which would be webcast in order to allow 
those Member States unable to attend the forum to nevertheless watch and listen to the discussion. The 
post of Director-General was due to be filled in 2017, but since the procedure had been agreed upon, a 
much greater demand for transparency had emerged in many areas, including the process for the 
election of the United Nations Secretary-General. Against that background, she asked Member States 
whether they would be willing to consider webcasting the candidates’ forum in November 2016 as 
well as the statements to be delivered by the three nominated candidates to the Seventieth World 
Health Assembly. The practice of webcasts for Member States already existed; the issue was whether 
the public should also be able to listen to, but not intervene in, the statements made by the nominated 
candidates. 

The inability of the Director-General and the Secretariat, under the relevant rules of procedure 
of the Executive Board, to disclose to the media the candidates for the post of Director-General 
constituted a source of embarrassment for the Organization. Although under the rules nominations 
could be disclosed by the Secretariat once the Chairman of the Executive Board had opened all the 
sealed nominations after the deadline for nominations had expired, in reality Member States frequently 
disclosed their nominations to the public prior to that time. For that reason, she asked Member States 
to consider whether, subject to the agreement of nominating countries, the Organization should be 
permitted to disclose to the public the name and country of the nominated candidates immediately 
upon receipt of the nomination. In view of the demand for greater transparency, such procedural 
changes were key to the progress of WHO. If Member States agreed to the changes, the wording of the 
draft resolution would need to be amended accordingly. 

The representative of the UNITED STATES OF AMERICA expressed support for both the 
draft resolution, including the opportunity for nominated candidates to address the Health Assembly, 

1 Transmitted to the Health Assembly in the Committee’s third report and adopted as decision WHA69(18). 
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and the proposals outlined by the Director-General. She agreed with the proposal to webcast the 
statements delivered by nominated candidates, both at the candidates’ forum in November 2016 and at 
the Seventieth World Health Assembly, subject to their agreement, and had no objection to the names 
of the nominated candidates being disclosed to the media upon receipt of their nomination. 

The representative of CÔTE D’IVOIRE, speaking on behalf of the Member States of the 
African Region, said that the amendments to the process for the nomination and election of the 
Director-General should result in greater transparency and equity, and expressed satisfaction that 
Member States and nominated candidates would be able to hold direct exchanges at the candidates’ 
forum held before the session of the Executive Board which would be webcast. He welcomed the 
proposal for the Health Assembly to consider up to three nominations from the Board and was in 
favour of requiring nominated candidates to address the Health Assembly, thereby enabling those 
Member States that had been unable to attend the candidates’ forum to better familiarize themselves 
with the candidates. He expressed support for the draft resolution. 

The representative of MEXICO expressed support for the Director-General’s proposals, which 
would increase the transparency of WHO. 

The representative of CHINA expressed support for the draft resolution and the Director-
General’s proposals, noting that the innovative election process for the post of Director-General would 
be more transparent and democratic. The proposal for nominated candidates to address the Health 
Assembly before the vote would enable Member States to familiarize themselves with the candidates; 
however, the topics to be discussed by the candidates should be selected by the Executive Board, and 
candidates should express their views on major governance issues affecting WHO and provide 
information on any policies that they would implement. She supported the proposal regarding the 
webcasting of candidates’ statements. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND strongly supported the principle of transparency across the Organization and welcomed the 
proposal to webcast both the candidates’ forum and the statements delivered by nominated candidates 
at the Health Assembly. She had no objection to the Secretariat disclosing the names of candidates, 
subject to their agreement, but it would be equally acceptable for the Secretariat to reveal the names of 
candidates only after the deadline for receipt of nominations had passed. The webcasting of 
candidates’ presentations to the public would undoubtedly place them under increased pressure, but 
given that media attention was a key part of the post of the Director-General, doing so would not be 
unreasonable. 

The representative of the CONGO asked about the procedure preceding the official disclosure 
of the candidates’ names and the candidates’ forum. 

The representative of COSTA RICA expressed support for the draft resolution. 

The representative of PANAMA expressed support for the draft resolution and for the proposal 
to webcast candidates’ presentations and the candidates’ forum in November 2016. He supported the 
disclosure of candidates’ names immediately upon their receipt by the Secretariat, and the disclosure 
of any subsequently withdrawal of a candidacy. 

The representative of the PHILIPPINES noted the importance of transparency and the benefit of 
enabling Member States to familiarize themselves with nominated candidates. She concurred with the 
proposal to disclose the names of candidates to the media upon their receipt by the Secretariat. 
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The representative of THAILAND welcomed the improvements to the process for the election 
of the post of Director-General and endorsed the recommendation that nominated candidates should be 
required to address the Health Assembly. 

The representative of CANADA strongly supported the proposals that had been made with the 
aim of enhancing the transparency of the election process and approved the recommendation to 
webcast candidates’ presentations. It would be preferable for the Secretariat to state that it would be in 
a position to disclose the names of candidates only after the deadline for the receipt of nominations 
had passed; however, subject to the agreement of the nominating Member States, it would be 
acceptable for it to indicate that it was aware of a public announcement by a Member State that it had 
nominated a candidate. 

The LEGAL COUNSEL said that the names of candidates would be formally announced on 
23 September 2016 when the nominations were unsealed. If the Committee wished to allow 
nominations to be made known before that date, he envisaged that the Director-General would, upon 
receiving a sealed nomination from a Member State, contact the Member State via the Secretariat to 
enquire whether it wished the fact that it had made a nomination, and the name of the individual 
nominated, to be made public. If the Member State so agreed, a statement would be published on the 
official WHO website indicating that the Director-General had received a nomination from the 
government in question, and naming the individual. At such a time, the candidacy would be 
prospective only; formal recognition of the candidacy would occur only when the nominations were 
opened. However, the possibility of publishing the nominations would avoid the potential 
embarrassment of the Director-General being the only person not allowed to name the announced 
candidates. 

With regard to the webcasting of statements at the Seventieth World Health Assembly, he 
proposed amending the draft resolution contained in document A69/57 by addition of a subparagraph (d) 
to the operative paragraph, which would read as follows: “statements shall be webcast on the WHO 
website in all official languages”. 

It would be sufficient, if consensus were reached, for the Committee’s decisions regarding the 
announcement of nominations and the webcasting of the candidates’ forum to be recorded in the 
summary record of the meeting. 

Replying to a question from the representative of MALTA, he said that there was no need to 
amend the existing rules of procedure of the World Health Assembly or the Executive Board. 

The representative of THAILAND supported the Legal Counsel’s proposal. 

The CHAIRMAN took it that the Committee noted with approval the Director-General’s 
intention to acknowledge the names of prospective candidates for the position of Director-General 
before the deadline for submitting candidatures had expired, if the nominating State so agreed. He also 
took it that the Committee agreed to the proposal that the candidates’ forum established by resolution 
WHA66.18 (2013) be webcast on the WHO website in all official languages. Lastly, he took it that the 
Committee agreed to the proposal to webcast the statements of the nominated candidates to the 
Seventieth World Health Assembly on the WHO website in all official languages. To that end, he 
invited the Committee to approve the draft resolution contained in document A69/57, with the addition 
of a new subparagraph (d) in the operative paragraph, reading as follows: “(d) statements shall be 
webcast on the WHO website in all official languages”. 
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The draft resolution, as amended, was approved.1 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 24 of the agenda (document A69/58) 

The representative of MALAWI, speaking on behalf of the Member States of the African 
Region, said that WHO had made progress in strengthening United Nations support for Member States 
for the purpose of implementing the 2030 Agenda for Sustainable Development. The forthcoming 
resolution on the quadrennial comprehensive policy review, announced by the United Nations General 
Assembly in 2012, had the potential to provide a valuable framework for such support, especially at 
country level. The dialogue initiated by the Member States of the United Nations Economic and Social 
Council should continue to focus on the seven interlinked components: functions, funding, 
governance, organizational arrangements, capacity, impact and partnership approaches. It was 
important to ensure that all organizations within the United Nations system made progress in parallel. 
A dialogue with Member States on an appropriate funding model, accompanied by a transparent 
reporting system on the use of resources, should take place in order to facilitate the required increase 
in core resources. WHO should continue to strengthen its internal capacity to be a strong member of 
United Nations country teams in all regions. 

The representative of MEXICO said that the 2030 Agenda for Sustainable Development and the 
Addis Ababa Action Agenda of the Third International Conference on Financing for Development 
placed particular emphasis on the agencies, funds and programmes of the United Nations system 
working together in a more relevant, coherent, efficient and effective manner. He called on the 
Secretariat to reinforce its role as a leader in global health for the achievement of the public health 
aspects of the 2030 Agenda. He invited the Director-General to participate actively in the discussions 
on the follow-up to and implementation of the 2030 Agenda at the upcoming Economic and Social 
Council High-level political forum on sustainable development and to report on the results of her 
participation to the Executive Board at its 140th session. 

The representative of THAILAND welcomed efforts to implement coherent coordination 
mechanisms within the United Nations system and among other intergovernmental organizations for 
the implementation of the Sustainable Development Goals. She fully supported the integrated mind-set 
that the United Nations family was striving to achieve, but the vertical structure of each organization 
posed great challenges. Strong leadership on the part of the United Nations Secretary-General would 
be essential for an integrated approach. As part of the reform process currently underway, WHO 
should adjust its work to better contribute to the United Nations Development Assistance Framework. 
The Secretariat should submit progress reports to the Health Assembly every three years on the way 
collaboration within the United Nations system was helping Member States to implement the 
Sustainable Development Goals. 

The representative of the UNITED STATES OF AMERICA noted WHO’s initiatives, such as 
the financing dialogue, which were consistent with the efforts to achieve greater coherence within the 
United Nations system and support country efforts to implement the 2030 Agenda. Thanks to WHO’s 
commitment to participating in joint efforts such as “Delivering as One” and initiatives to develop 
shared and common services, opportunities to identify efficiencies and promote streamlining were 
opening up. Another area in which WHO had fostered greater harmonization was the strengthening of 

1 Transmitted to the Health Assembly in the Committee’s second report and adopted as resolution WHA69.18. 
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the role of the health sector in addressing violence against women. She commended WHO’s 
advancement of a life-course approach to violence against women and children, which had guided 
regional strategies and complemented the treatment of gender violence advanced by the post-2015 
development agenda. 

The representative of the REPUBLIC OF KOREA said that the inclusion of country cases in the 
report made it easier to understand how all levels of WHO worked together with United Nations 
organizations in various ways. Continued collaboration would be necessary to achieve the Sustainable 
Development Goals, which emphasized multisectoral and cross-cutting approaches. The importance of 
the WHO financing dialogue in improving the alignment, flexibility, predictability and transparency of 
major resources was much appreciated. However, progress on WHO reform had been slow. WHO 
reform should be accelerated in the interests of sustainable development. 

The representative of AUSTRALIA said that WHO’s continuing work to implement the 
quadrennial comprehensive policy review recommendations were a practical measure which would 
improve coordination with other United Nations agencies. He appreciated WHO’s successful 
coordination of United Nations input to the Healthy Islands indicators in the Pacific region. 

The EXECUTIVE DIRECTOR (Office of the Director-General) said that Member States’ 
comments on specific aspects of the quadrennial comprehensive policy review process were helpful; 
there would be a strong focus on engagement at the global and country levels and on pursuing the 
United Nations General Assembly’s “Delivering as One” approach. He confirmed that the Secretariat 
would report regularly to the governing bodies on its engagement with the United Nations system with 
regard to the 2030 Agenda. The next report, to be submitted to the Seventieth World Health Assembly, 
would show how the 2030 Agenda was being advanced in the collaboration between WHO and the 
United Nations system. 

The Committee noted the report. 

Dr Kifle took the Chair. 

4. HEALTH SYSTEMS: Item 16 of the agenda [transferred from Committee A]1 

Health workforce and services: Item 16.1 of the agenda (documents A69/36 and A69/37) 

• Draft global strategy on human resources for health: workforce 2030 (document A69/38) 

• Framework on integrated, people-centred health services (documents A69/39 and 
EB138/2016/REC/1, resolution EB138.R2) 

The CHAIRMAN drew attention to the documents relevant to the subitem and to a draft 
resolution on the draft global strategy on human resources for health: workforce 2030, proposed by the 
delegations of Argentina, Japan, Mozambique, Norway, South Africa, Switzerland, Thailand, the 
United States of America, Zambia, Zimbabwe and the Member States of the European Union, which 
read as follows: 

1 See summary record of the General Committee, first meeting, section 2. 
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The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on the draft global strategy on human resources for 

health: workforce 2030;1 
PP2 Reaffirming the continuing importance of the application of the WHO Global Code 

of Practice on the International Recruitment of Health Personnel (hereinafter “WHO Global 
Code”);2 

PP3 Recalling previous Health Assembly resolutions aimed at strengthening the health 
workforce;3 

PP4 Recalling also the United Nations General Assembly resolutions in 2014 and 2015 
that, respectively: call on Member States, in cooperation, as appropriate, with relevant 
international organizations and relevant non-State actors, to develop effective preventive 
measures to enhance and promote the safety and protection of medical and health personnel, as 
well as respect for their respective professional codes of ethics;4 and underline the importance 
of adequate country capacity to respond to public health threats through strong and resilient 
health systems, benefiting from the availability of motivated, well trained and appropriately 
equipped health workers;5 

PP5 Inspired by the ambition of the 2030 Agenda for Sustainable Development, 
including its strong multisectoral dimension and call to achieve universal health coverage; 

PP6 Guided by the call in Sustainable Development Goal 3, Target 3.c to “substantially 
increase health financing and the recruitment, development, training and retention of the health 
workforce in developing countries, especially in least developed countries and small island 
developing States”; 

PP7 Recognizing that health workers are integral to building strong and resilient health 
systems that contribute to the achievement of the Sustainable Development Goals and targets 
related to nutrition, health, education, gender, employment, and the reduction of inequalities;6 

PP8 Recognizing further that Sustainable Development Goal 3 (“Ensure healthy lives 
and promote well-being for all at all ages”) and its targets will only be attained through 
substantive and strategic investments in the global health workforce, as well as a substantial 
shift in health workforce-related planning, education, deployment, retention, management and 
remuneration; 

PP9 Recognizing that the domestic health workforce is the primary responder in all 
countries, including those with fragile health systems, and is key to building resilient health 
systems;7 

1 Document A69/38. 
2 Adopted in resolution WHA63.16 (2010). 
3 Resolutions WHA64.6 (2011) on health workforce strengthening, WHA64.7 (2011) on strengthening nursing and 

midwifery, WHA65.20 (2012) on WHO’s response, and role as the health cluster lead, in meeting the growing demands of 
health in humanitarian emergencies, WHA66.23 (2013) on transforming health workforce education in support of universal 
health coverage, WHA67.19 (2014) on strengthening of palliative care as a component of comprehensive care throughout the 
life course, WHA67.24 (2014) on follow-up of the Recife Political Declaration on Human Resources for Health: renewed 
commitments towards universal health coverage, and WHA68.15 (2015) on strengthening emergency and essential surgical 
care and anaesthesia as a component of universal health coverage. 

4 United Nations General Assembly resolution 69/132 (2014) on global health and foreign policy. 
5 United Nations General Assembly resolution 70/183 (2015) on global health and foreign policy: strengthening the 

management of international health crises. 
6 See Sustainable Development goals and targets at https://sustainabledevelopment.un.org/?menu=1300 (accessed 

25 January 2016). 
7 See resolution WHA64.10 (2011) on strengthening national health emergency and disaster management capacities 

and resilience of health systems, and document A68/27 on global health emergency workforce. 
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PP10 Taking note of the significant infrastructure, assets and human resources of the 
global polio eradication initiative, and the ongoing legacy process across countries, as 
appropriate; 

PP11 Deeply concerned by the rising global health workforce deficit and the mismatch 
between the supply, demand and population needs for health workers, now and in the future, 
which are major barriers to achieving universal health coverage as committed to in Sustainable 
Development  Goal 3, Target 3.8; 

PP12 Taking note of the renewed focus on health system strengthening and the need to 
mobilize and effectively manage domestic, international and other forms of health financing in 
support of such strengthening;1 

PP13 Encouraged by the emerging political consensus on the contribution of health 
workers to improved health outcomes, to economic growth, to implementation of the 
International Health Regulations (2005) and to global health security; 

PP14 Recognizing that investing in new health workforce employment opportunities may 
also add broader socioeconomic value to the economy and contribute to the implementation of 
the Sustainable Development Goals, 

(OP1)  ADOPTS the Global Strategy on Human Resources for Health: Workforce 2030 
(hereinafter “Global Strategy”), including: its vision of accelerating progress towards universal 
health coverage and the Sustainable Development Goals by ensuring universal access to health 
workers; its principles; its four strategic objectives; and its milestones for 2020 and 2030; 

(OP2)  URGES all Member States,2,3 as integral to health systems strengthening: 
(1) to adapt the Global Strategy’s four strategic objectives within national health, 
education and employment strategies, and to broader socioeconomic development 
contexts, in line with national priorities and specificities; 
(2) to engage relevant sectors and ensure intersectoral mechanisms at the national and 
subnational levels as required for efficient investment in and effective implementation of 
health workforce policies; 
(3) to implement policy options as proposed for Member States by the Global Strategy, 
supported by high-level commitment and adequate financing, including through the 
implementation of the WHO Global Code, in particular towards: 

(a) strengthening capacities to optimize the existing health workforce to enable 
it to contribute to the achievement of universal health coverage; 
(b) actively forecasting and closing gaps between health workforce needs, 
demands, and supply, including by geographical distribution, as well as the gaps in 
the distribution of health workforce between public and private sectors, and 
through intersectoral collaboration; 
(c) building the institutional capacity at the subnational and national levels for 
effective governance and leadership of human resources for health, which will 
form, for example, an essential component in the building of comprehensive 

1 See, for example, the “Healthy Systems – Healthy Lives” initiative, and resolutions WHA64.9 (2011) on sustainable 
health financing structures and universal coverage, WHA62.12 (2009) on primary health care, including health system 
strengthening, WHA64.8 (2011) on strengthening national policy dialogue to build more robust health policies, strategies and 
plans, and WHA62.13 (2009) on traditional medicine. 

2 And, where applicable, regional economic integration organizations. 
3 Taking into account the context of federated States where health is a shared responsibility between national and 

subnational authorities. 
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national health systems to provide a long-term solution to managing disease 
outbreaks in their initial phases; 
(d) consolidating a core set of human resources for health data with annual 
reporting to the Global Health Observatory, as well as progressive implementation 
of national health workforce accounts, to support national policy and planning and 
the Global Strategy’s monitoring and accountability framework; 

(OP3) INVITES international, regional, national and local partners and stakeholders from 
within the health sector and beyond to engage in, and support, the implementation of the Global 
Strategy and achieve its milestones for 2020 and 2030, in alignment with national institutional 
mechanisms in order to coordinate an intersectoral health workforce agenda, specifically calling 
for: 

(1) educational institutions to adapt their institutional set-up and modalities of 
instruction so that they are aligned with national accreditation systems and population 
health needs; to train health workers in sufficient quantity, quality and with relevant 
skills, while also promoting gender equality in admissions and teaching; and to maintain 
quality and enhance performance through continuing professional development 
programmes, including faculty members and the existing health workforce; 
(2) professional councils, associations, and regulatory bodies to adopt regulations to 
optimize workforce competencies, and to support interprofessional collaboration for a 
skills mix responsive to population needs; 
(3) the International Monetary Fund, the World Bank, regional development banks and 
other financing and lending institutions to adapt their macroeconomic policies and 
investment criteria in the light of mounting evidence that investments in health workforce 
planning, and the training, development, recruitment, and retention of health workers, are 
conducive to economic and social development and achievement of the Sustainable 
Development Goals; 
(4) development partners, including bilateral partners and multilateral aid mechanisms, 
to augment, coordinate and align their investments in education, employment, health, 
gender, and labour in support of domestic financing aimed at addressing national health 
workforce priorities; 
(5) global health initiatives to ensure that all grants include an assessment of health 
workforce implications, leverage national coordination and leadership, and contribute to 
efficient investment in and effective implementation of national health workforce 
policies; 

(OP4)  REQUESTS the Director-General: 
(1) to provide support to Member States, upon request, on the implementation and 
monitoring of the Global Strategy, including to: 

(a) strengthen and optimize their existing health workforces and to anticipate 
and respond to future health workforce needs; 
(b) strengthen governance and leadership of human resources for health, through 
the development of normative guidance, through the provision of technical 
cooperation, and through the fostering of effective transnational coordination, 
alignment and accountability; 
(c) develop and maintain a framework for health workforce information 
systems, including the consolidation of a core set of health workforce data with 
annual reporting to the Global Health Observatory, as well as the progressive 
implementation of national health workforce accounts, in order to strengthen the 
availability, quality, and completeness of health workforce data; 
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(d) strengthen implementation of previous Health Assembly resolutions related 
to the health workforce, including WHA66.23 on transforming health workforce 
education in support of universal health coverage, the retention of the health 
workforce, and support Member States upon request; 

(2) to develop capacity to assist Member States, including through the promotion of 
research, and, upon request, and through technical cooperation and other means, to 
develop appropriate preventive measures to enhance and promote the safety and 
protection of medical and health personnel, their means of transport and installations, to 
improve the resilience of health systems and to promote the effective implementation of 
universal health coverage; 
(3) to include an assessment of the health workforce implications of technical 
resolutions brought before the Health Assembly and the WHO regional committees; 
(4) to facilitate the exchange of information and good practice on human resources for 
health and collaboration among Member States and relevant stakeholders, continuing the 
practices outlined in the WHO Global Code; 
(5) to submit a regular report to the Health Assembly, through the Executive Board, on 
progress made towards the milestones established by the Global Strategy, aligned with 
reporting on the WHO Global Code. 

The financial and administrative implications for the Secretariat of the adoption of the 
resolution were: 

Resolution: Draft global strategy on human resources for health: workforce 2030 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Twelfth General Programme of Work: Category 4 Health Systems; programme area 4.2 Integrated people-
centred health services. 
Programme budget: Output 4.2.2. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

The proposed implementation timeline spans the 15 years from 2016 to 2030. However, the current 
financing request is aligned with two bienniums of the Twelfth General Programme of Work, 2016–2017 
and 2018–2019. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 
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B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 7.66 13.15 20.81 
Regional offices 7.19 1.89 9.08 
Headquarters 7.81 3.27 11.08 
Total 22.66 18.31 40.97 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 

US$ 17.00 million 

– What are the gaps? 

US$ 23.97 million 

– What action is proposed to close these gaps? 

The gap will be addressed through coordinated resource mobilization efforts for possible financing by 
voluntary contributions. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 8.04 13.81 21.85 
Regional offices 7.55 1.99 9.54 
Headquarters 8.19 3.43 11.62 
Total 23.78 19.23 43.01 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 

0 

– What are the financing gaps? 

US$ 43.01 million 

– What action is proposed to close these gaps? 

The gap will be addressed through coordinated resource mobilization efforts, including the financing 
dialogue, for possible financing by voluntary contributions. 

The representative of MALDIVES outlined the challenges faced by her country, which had a 
geographically dispersed population and no medical school. Meeting the demand for health-care 
professionals was problematic; in order to optimize recruitment, training, staff retention and resource 
distribution, a human resources plan and a new salary structure had been introduced. WHO’s support 
remained essential. 
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The representative of ESTONIA, speaking on behalf of the Nordic and Baltic countries 
Denmark, Estonia, Finland, Iceland, Latvia, Lithuania, Norway and Sweden, said that putting patients 
first and providing increased integration was one way to ease the increasing strain on health services, 
and should be a priority for all stakeholders. At its next session in September 2016, the Regional 
Committee for Europe would consider a draft framework for action towards coordinated/integrated 
health services delivery. Some of the biggest challenges lay in including the social sector and reaching 
out to communities. Regional adaptations should be made to the framework on integrated people-
centred health services, and special attention should be paid to the starting point of low-income 
countries, where qualified personnel and health services were most scarce. He encouraged WHO to 
work with the broad science community and with OECD to develop indicators to measure progress 
without imposing too heavy a reporting burden on Member States. 

The representative of SIERRA LEONE, speaking on behalf of the Member States of the African 
Region, said that health sector reforms must promote all aspects of staff development and retention, 
including recruitment, training, deployment and the establishment of good working and living 
conditions. Health financing should be increased and good staff performance rewarded. Continental or 
subregional norms and standards of training and licensing should be established, and countries should 
explore the opportunities for partnerships between the private and public sectors to ensure the optimal 
use of resources. All countries should establish national health workforce observatories and 
mechanisms to enhance cooperation, and information exchange among countries should be 
encouraged. Additionally, a continental mechanism should be established to regulate migration of 
health workers both within the continent and outside it. 

The representative of INDONESIA welcomed the reported vision of accelerating the 
achievement of universal health coverage and the Sustainable Development Goals by expanding the 
health workforce and thus access to health-care services. She outlined measures that her Government 
was taking to increase and enhance the capacities of the health workforce and expressed her support 
for WHO’s efforts to strengthen the health workforce by 2030. 

The representative of CHILE, speaking on behalf of the Member States of the Region of the 
Americas, said that achieving universal health coverage and access to services was a top priority in the 
Region and listed some important strategies and policies that had been developed to strengthen health-
care systems at the national, regional and global levels. Combating the fragmentation and 
segmentation of health systems and advancing the delivery of more equitable and more comprehensive 
health-care services was a key aim of the Health Agenda for the Americas 2008–2017. 

Inequalities in access to health care and the absence of high-quality health care in some areas 
were linked to a shortage of skilled health workers, which should be remedied by the coordination of 
an intersectoral health workforce agenda. The management of human resources for health should be 
strengthened in order to mitigate the adverse effects of unequal geographical distribution and lack of 
mobility of health workers. She supported the draft global strategy on human resources for health, 
which provided a clear opportunity to work towards the Sustainable Development Goals, particularly 
the recruitment, retention and training of the health workforce. 

The representative of SOUTH AFRICA said that the adoption of the draft global strategy on 
human resources for health: workforce 2030 would be essential to the achievement of Sustainable 
Development Goal 3. Her Government had taken numerous steps to train and retain health 
professionals and implement the WHO Global Code of Practice on the International Recruitment of 
Health Personnel at national level. South Africa was a member of the High-Level Commission on 
Health Employment and Economic Growth, established by the United Nations Secretary-General in 
March 2016 to create health and social sector jobs for inclusive growth. She fully supported the 
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consultative process undertaken to draft and finalize the framework and expressed her support for the 
draft global strategy and the framework on integrated, people-centred health services. 

The representative of the PHILIPPINES endorsed the draft global strategy, particularly its focus 
on low- and middle-income countries and their limited ability to retain their national health 
workforces. The strategy offered WHO a unique opportunity to better address the growing economic 
disparities between countries, increasingly mobile populations and the greater diversity of population-
based health needs, which directly affected the supply of health-care workers. As a global source 
country for health professionals, her Government recognized the value of the WHO Global Code of 
Practice on the International Recruitment of Health Personnel as a means of increasing investment in 
human resource development and management. It was heartening that more than eight out of the 10 
recipient countries had engaged in the second round of reporting on their implementation of the Code, 
but WHO should further consider the effectiveness of the national reporting instrument and its 
applicability to source countries. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, welcoming the framework on integrated, people-centred health services, said that her 
country fully supported the draft resolution recommended by the Executive Board in resolution 
EB138.R2. Her Government remained committed to the implementation of the WHO Global Code and 
recognized the need for accurate reporting data to improve workforce planning and capacity. She 
therefore called for a technical review of the established criteria for identifying critical shortages in 
order to strengthen the bilateral, regional and multilateral agreements designed to enforce the Code. 
Such a step would enable WHO to respond more effectively to the particular challenges facing 
individual countries in the recruitment and retention of health personnel. 

The representative of SWAZILAND, noting the global health workforce deficit and the 
mismatch between the supply of and demand for health workers, said that coordinated action and 
resource sharing between health professionals, policy-makers, governments, nongovernmental 
organizations, donor agencies and other relevant stakeholders would be required in order to deliver 
effective health interventions. Member States must pay careful attention to the management and 
deployment of their respective domestic health workforces and adopt innovative financing 
mechanisms to make use of private financing sources for the training and retention of health 
professionals. It was imperative that training activities should be linked to the demands of the national 
health system in order to deliver the best standard of health care. Development partners should also 
provide financial assistance for training schemes for health professionals in order to meet the demands 
of the local population. WHO should continue to focus on strengthening midwifery services and 
providing guidance and technical assistance on country-specific human resource needs, where 
necessary. 

The representative of SWITZERLAND welcomed the draft global strategy. In order to tackle 
the lack of qualified personnel, her Government had recently increased the number of training places 
for doctors and had made additional support and resources available to health-care workers. She 
welcomed the outcome of the second round of reporting on the WHO Global Code, calling for further 
progress to be made in the implementation of that instrument. 

The representative of GERMANY expressed support for the draft global strategy. Strong health 
workforces not only helped to build more robust health systems, they also contributed to economic 
development. Her country, like many others, had been affected by a demographic shift towards an 
ageing population and had availed itself of the opportunity to create jobs in the social care sector. The 
WHO Global Code had helped to promote sustainable recruitment, particularly for countries affected 
by the “brain drain” phenomenon: WHO should therefore continue its efforts to promote the 
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implementation of the Global Code, especially in South-East Asia. The key role played by women in 
health care should not be forgotten. 

The representative of ZIMBABWE fully supported the draft global strategy; an increasingly 
interconnected world faced with diverse health challenges required a skilled and well-resourced health 
workforce. Adequate remuneration, promotion and protection of health professionals would also play 
an essential role in the achievement of the 2030 Agenda for Sustainable Development. In that 
connection, she called for additional support to be made available for the implementation of the WHO 
Global Code. 

The representative of AUSTRIA, welcoming the framework on integrated, people-centred 
health services and the associated draft resolution, said that the empowerment of individuals and 
communities in their dealings with health services was imperative for better clinical outcomes and 
universal access to quality services. Measures should therefore be adopted at the national, regional and 
international levels to strengthen the health literacy of the general public, health-care organizations 
and health systems with the aim of making health care more accessible to all. 

The representative of CANADA expressed support for the efforts made to strengthen the health 
workforce, particularly in the nursing and midwifery sectors, and to promote the principle of universal 
health coverage in the training of health personnel. He welcomed the outcome of the second round of 
reporting on the WHO Global Code of Practice and the improvements witnessed in both the quantity 
and quality of information received from national authorities and reporting instruments. The lessons 
learned from each reporting round should be used to target future actions more effectively. 

He fully supported the vision and objectives of the draft global strategy on human resources for 
health, and agreed with the challenges identified in the health-care sector. As for the framework on 
integrated, people-centred health services, he emphasized the importance of creating links between the 
social sector and public health activities aimed at underserved and vulnerable populations in order to 
support the much-needed shift towards community-based care. His Government endorsed the 
reporting indicators contained in the framework, but reporting on the indicators would be a challenge 
for Canada as the Federal Government did not have sole jurisdiction over the collection of health-care 
delivery indicators. 

The representative of JAMAICA said that her country, like many other members of the 
Caribbean Community, had faced challenges, including aggressive recruitment from abroad, in 
addressing the shortage of specialist health personnel and continued to struggle with the 
implementation of the WHO Global Code owing to the lack of a designated national or regional 
reporting authority. She therefore urged the Secretariat to provide support to Caribbean countries in 
their establishment of appropriate legal frameworks for the implementation of the Global Code and 
drafting of strategies to improve training and retention of staff so that the countries concerned could 
fully benefit from the considerable investment in their respective health workforces. 

The representative of BELGIUM said that indicators for tracking progress and measuring the 
level of integration of health services would be crucial to assessing the progress made towards 
achieving Sustainable Development Goal 3, and asked for clarification of WHO’s role in the global 
efforts to achieve universal health coverage by 2030, particularly in respect of financial and technical 
assistance. Steps must be taken to reconsider the profile of and training provided for future health-care 
workers in order to ensure that changing health-care needs were met. He supported the two draft 
resolutions. 

The representative of the REPUBLIC OF MOLDOVA, noting the vital role played by the health 
workforce in translating public health policies into effective health services, said that her Government 
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had prioritized the strengthening of human resources for health in its national public health policies, 
for instance through the introduction of a national information system to monitor the mobility of 
health professionals. It fully supported the draft global strategy on human resources for health and 
wished to be added to the list of sponsors of the draft resolution. 

(For continuation of the discussion and approval of the draft resolution on the global strategy on 
human resources for health, see the summary record of the fourth meeting, section 2.) 

The meeting rose at 17:30. 

 
 



 
 
 
 
 
 

FOURTH MEETING 

Friday, 27 May 2016, at 10:20 

Chairman: Dr M. KIFLE (Ethiopia) 

1. SECOND REPORT OF COMMITTEE B (document A69/71) 

The RAPPORTEUR read out the draft second report of Committee B. 

The report was adopted.1 

2. HEALTH SYSTEMS: Item 16 of the agenda (continued) [transferred from Committee A]2 

Health workforce and services: Item 16.1 of the agenda (documents A69/36, A69/37 and 
A69/37 Add. 1) (continued from the third meeting, section 4) 

• Draft global strategy on human resources for health: workforce 2030 (document 
A69/38) (continued from the third meeting, section 4) 

• Framework on integrated, people-centred health services (documents A69/39 and 
EB138/2016/REC/1, resolution EB138.R2) (continued from the third meeting, section 4) 

The CHAIRMAN drew attention to a revised draft resolution on strengthening integrated, 
people-centred health services, incorporating amendments proposed during informal consultations by 
the delegations of India, Liberia, Zimbabwe and the Member States of the European Union, which 
read: 

The Sixty-ninth World Health Assembly, 
PP1 Acknowledging Sustainable Development Goal 3 (Ensure healthy lives and 

promote well-being for all at all ages) including target 3.8, which addresses achieving universal 
health coverage, including financial risk protection, access to quality essential health-care 
services, and access to safe, effective, quality and affordable essential medicines and vaccines 
for all; 

PP2 Recalling resolution WHA64.9 (2011) on sustainable health financing structures 
and universal coverage, which urged Member States to continue investing in and strengthening 
health-delivery systems, in particular primary health care and services, and adequate human 
resources for health and health information systems, in order to ensure that all citizens have 
equitable access to health care and services; 

PP3 Reaffirming resolution WHA62.12 (2009) on primary health care, including health 
system strengthening, which requested the Director-General to prepare implementation plans for 

1 See page 384. 
2 See summary record of the General Committee, first meeting, section 2. 
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four broad policy directions, including putting people at the centre of service delivery and also 
reaffirming the need to continue to prioritize progress on the implementation plans on the 
other three broad policy directions included in resolution WHA62.12 (2009): (1) dealing 
with inequalities by moving towards universal coverage; (2) multisectoral action and 
health in all policies; and (3) inclusive leadership and effective governors for health; 

PP4 Recalling resolution WHA63.16 (2010) on the WHO Global Code of Practice on 
the International Recruitment of Health Personnel and its recognition that an adequate and 
accessible health workforce is fundamental to an integrated and effective health system and for 
the provision of health services; 

PP5 Recalling also resolution WHA64.7 (2011) on strengthening nursing and 
midwifery which emphasize the implementation of strategies for enhancement of 
interprofessional education and collaborative practice as part of people-centred care, and 
WHA66.23 (2013) on transforming health workforce education in support of universal health 
coverage; 

PP6 Reaffirming resolution WHA60.27 (2007) on strengthening health information 
systems, which acknowledged that sound information is critical in framing evidence-based 
health policy and making decisions, and fundamental for monitoring progress towards 
internationally agreed health-related development goals; 

PP7 Recalling resolutions WHA67.20 (2014) on regulatory system strengthening for 
medical products, WHA67.21 (2014) on access to biotherapeutic products, including similar 
biotherapeutic products, and ensuring their quality, safety and efficacy, WHA67.22 (2014) on 
access to essential medicines, and WHA67.23 (2014) on health intervention and technology 
assessment in support of universal health coverage and WHA67.18 (2014) on traditional 
medicine, 

(OP1)  ADOPTS the framework on integrated, people-centred health services; 

(OP2)  URGES Member States: 
(1) to implement, as appropriate, the framework on integrated, people-centred 
health services at regional and country level, in accordance with national contexts 
and priorities; 
(1)(2) to implement proposed policy options and interventions for Member States in the 
framework on integrated, people-centred health services in accordance with nationally set 
priorities towards achieving and sustaining universal health coverage, including with 
regard to primary health care as part of health system strengthening; 
(2)(3) to make health care systems more responsive to people’s needs, while recognizing 
their rights and responsibilities with regard to their own health, and engage stakeholders 
in policy development and implementation; 
(3)(4) to promote coordination of health services within the health sector and intersectoral 
collaboration in order to address the broader social determinants of health and to ensure a 
holistic approach to services, including health promotion, disease prevention, diagnosis, 
treatment, disease-management, rehabilitation and palliative care services; 
(5) to integrate where appropriate traditional and complementary medicine and 
modern health systems, based on national context and knowledge-based policies, 
while assuring the safety, quality and effectiveness of health services and taking into 
account a holistic approach to health; 

(OP3) INVITES international, regional and national partners to take note of the framework on 
integrated, people-centred health services; 
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(OP4)  REQUESTS the Director-General: 
(1) to provide technical support and guidance to Member States for the 
implementation, national adaptation and operationalization of the framework on 
integrated, people-centred health services, paying special attention to primary health 
services as part of health system strengthening; 
(2) to ensure that all relevant parts of the Organization, at headquarters, regional and 
country levels, are aligned, actively engaged and coordinated in promoting and 
implementing the framework on integrated, people-centred health services; 
(3) to perform research and development on indicators to trace global progress on 
integrated people-centred health services; 
(4) to report on progress on the implementation of made in implementing the 
framework on integrated people-centred health services to the Seventy-first and 
Seventy-third World Health Assemblies and at regular intervals thereafter. 

The financial and administrative implications for the Secretariat of the adoption of the 
resolution were the same as for resolution EB138.R2 adopted by the Board.1 

The representative of FRANCE, acknowledging WHO’s central role in strengthening the global 
health workforce, said that her country would be increasing its financial support for WHO’s human 
resources department to US$ 1.2 million in 2016. Not only did health-sector jobs improve people’s 
health, they also stimulated inclusive economic growth and the creation of decent work. She thanked 
the Director-General for attending the first meeting of the High-Level Commission on Health 
Employment and Economic Growth (Lyon, France, 23 March 2016), whose work, it was to be hoped, 
would be widely taken up by other actors. Her Government would also provide support during an 
upcoming meeting of the francophone countries of OECD on related work. She supported the adoption 
of the draft global strategy on human resources for health. 

The representative of SLOVAKIA said that legislation in her country overlapped with the draft 
strategy. However, like the WHO Global Code of Practice on the International Recruitment of Health 
Personnel and other policies, the focus in the draft strategy was on aspects that could be detrimental to 
source countries like Slovakia. It was important to cooperate to decide how to manage the health 
workforce in an international context, how changing mobility trends would be accounted for, and what 
quality data were available for planning. Member States’ policies must be aimed at ensuring self-
sufficiency and all cooperation should be mutually beneficial. WHO’s technical support was essential 
in implementing the draft strategy. The Slovak Ministry of Health supported the framework on 
integrated, people-centred health services contained in document A69/39 and had launched several 
projects in that area, which included establishing “integrated care centres” in regions with insufficient 
access to care. 

The representative of NORWAY noted that attaining target 3.c of the Sustainable Development 
Goals would help achieve the other targets under Goal 3 and advance the broader sustainable 
development agenda. Member States and the Secretariat must collaborate in order to meet the goal of 
universal health coverage and the health-related Sustainable Development Goals. She noted with 
satisfaction that the draft strategy incorporated commitments from United Nations General Assembly 
resolution 69/132 on the protection of health workers. Partnerships, global initiatives and a 
multisectoral approach would be critical to implementing national policies. It was encouraging that 
reporting on the WHO Global Code had gained momentum. 

1 See document WHA69/2016/REC/1, Annex 15. 
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The representative of THAILAND said that the Secretariat’s update on the status of the global 
health workforce (document A69/36) failed to provide the clear conclusions and recommendations 
requested in resolution WHA66.23 (2013). Training for an adequate number of health workers and 
their equitable geographical distribution, with migration appropriately managed through the WHO 
Global Code, was of particular concern, along with the recognition of the important role played by 
front-line providers in achieving the Sustainable Development Goals. She urged the Secretariat to 
implement resolution WHA66.23 fully and to apply WHO’s Global strategic directions on 
strengthening nursing and midwifery 2016–2020.1 The Secretariat and Member States must translate 
the draft strategy from inspiration into real action. 

The representative of PANAMA, acknowledging the importance of achieving universal health 
coverage and universal access to medicines, said that those medicines must be genuine and of good 
quality. To that end, primary health care must be strengthened by improving skills and addressing the 
social determinants of health. Communities must also be empowered to resolve their own health 
problems. It was essential to improve human resources development, particularly in remote areas. He 
called for improved regional cooperation for the provision of quality medicines in small countries that 
provided little incentive for the pharmaceutical industry because of their low sales volumes. 

The representative of the UNITED STATES OF AMERICA strongly endorsed the concept of 
national health workforce accounts, as data were needed to evaluate the strategy and other global 
policy developments. 

The representative of CHINA supported the policies presented in the draft resolution on the 
draft global strategy. However, she suggested adding an additional paragraph to the draft resolution 
stating that continued development of the health workforce was a priority. She endorsed the 
framework on integrated, people-centred health services, although research and development should 
correspond more closely to the targets in order to give Member States more concrete guidance and 
follow-up. More technical guidance was needed to implement the draft strategy, and implementation 
of the framework should be adjusted according to countries’ individual situations. 

The representative of SENEGAL said that the new campaign for people-centred health services 
marked a return to the principles of primary health care, centred on the family and community. Her 
country had revised its existing patient charter, which defined the roles, responsibilities and rights of 
health-care providers. As for the WHO Global Code, her country struggled to attract and retain health 
professionals – particularly in remote areas – which proved a greater problem than training them. Best 
practices must therefore be established to ensure efficient recruitment and buy-in of health workers. 

The representative of MALAYSIA expressed particular support for the four strategic objectives 
contained in the draft global strategy and for the voluntary implementation of the WHO Global Code. 
In Malaysia, a draft national master plan for human resources would be published by the end of 2016. 

The representative of COSTA RICA supported the draft global strategy, agreeing with the need 
to improve planning, investment and the alignment of policies with the population’s needs, with a 
view to reducing inequality in access to health-care services and improving patient security. 

1 WHO. Global strategic directions for strengthening nursing and midwifery 2016-2020. Geneva: World Health 
Organization, May 2016 (http://www.who.int/hrh/nursing_midwifery/global-strategy-midwifery-2016-2020/en/, accessed 
18 July 2016). 
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The representative of GUINEA, speaking on behalf of the Member States of the African 
Region, said that despite the significant progress made, there were imbalances across the Region and 
within countries. Work towards Sustainable Development Goal target 3.8 on universal health coverage 
required countries to adopt approaches that maximized efficiency and affordability. In that regard, a 
framework on integrated, people-centred health services was essential for meeting new challenges. 
Given that health systems were highly dependent on context, the framework adopted the correct 
approach by imposing not a single model, but five interdependent strategies. Time and political 
commitment would be needed to reach underserved and marginalized groups and to strengthen 
district-level health services. In the implementation of the framework, she called for a stronger focus 
on the essential role played by communities in providing primary health services. Efforts should be 
made to understand the possible effect of the framework on national health systems and the 
investments needed for its implementation, in particular regarding work to strengthen the health 
district as an operational unit. 

The representative of MOROCCO supported the objectives of the draft global strategy. The 
critical shortage of health personnel was a barrier to health system reform in Morocco, prompting the 
adoption of a national action plan based on WHO recommendations and international regulations. 
While expressing strong support for the draft resolution and strategy, he said that success could only 
be achieved through concrete and realistic action plans and through regional and national strategies 
that were both adapted to the country and based on the global strategy. He requested WHO’s support 
in that regard. A national priority was the establishment of a human resources observatory and 
mechanisms to control the migration of health professionals. Their retention had become a challenge 
for middle- and low-income countries, owing to the low remuneration and poor working conditions 
that they offered. In particular, emphasis should be placed on improving the productivity of health 
professionals, calling for a reform of the courses offered by medical schools. 

The representative of JAPAN said that his country, as the host of the 42nd G7 Summit (Ise-
Shima, Japan, 26 and 27 May 2016), intended to promote the global momentum for health systems 
strengthening. Health services could become fragmented when health systems were developed from 
the perspective of providers. The challenges of urbanization, ageing and rising health-care costs were 
predicted to become increasingly severe, calling for action upstream to guide the development of 
health service systems. He encouraged the Secretariat to provide technical support to Member States 
in the implementation of the framework. 

The representative of NEW ZEALAND said that achievement of the Sustainable Development 
Goals called for health workforces that could participate in the planning, design and delivery of 
services that partnered people and communities, through primary health care focusing on prevention, 
protection, screening and early intervention. To that end, health workers needed a generalist scope of 
practice and sufficient depth and breadth of clinical and social knowledge and skills to provide value 
for money, working both within the health system and across different government agencies. 
Investment in the health workforce must be understood as an investment that benefited the economy of 
the country as a whole. Improved data must be obtained to assist analytics. WHO should provide 
support to countries in making evidence-based investment decisions using methods drawn from the 
field of economics, such as social benefits accounting and cost-benefit analysis, to achieve the best 
return on investment. 

The representative of KENYA acknowledged the central role played by health workers in 
accelerating progress towards the health-related Sustainable Development Goals. She described some 
national initiatives intended to address the many challenges faced by Kenya’s health workforce, 
particularly in rural, arid and semi-arid areas. She called on the Secretariat to give greater priority to 
creating awareness of the WHO Global Code and to increase technical support for its application at 
country and regional levels. She furthermore called on Member States to identify champions in 
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relevant national ministries to work alongside health ministries to develop an investment case for the 
implementation of the Global Code. 

The representative of PAPUA NEW GUINEA called for further clarification of resolution 
WHA66.23, especially with regards to the standard protocol and assessment tool on health workforce 
education. The second phase of activity in 2016 to implement the resolution should provide for 
relevant government and multisectoral engagement. He endorsed the proposal to continue national 
reporting under the Global Code, with the addition of the aspects of health workforce development and 
sustainability. He supported adoption of the draft global strategy and the draft resolution, but asked for 
clarification as to how the various measures fitted together to achieve positive outcomes for all. 

The representative of ARGENTINA stressed the need to promote the WHO Global Code by 
increasing funding, improving workforce planning and the combination of skills, and focusing on 
training and retaining health-care personnel. She highlighted the need to ensure equitable geographical 
distribution of health-care personnel, which would also entail addressing the issue of violence against 
health-care workers. Increasing health personnel numbers was particularly important in the least 
developed countries, and education needed to be standardized to ensure that future health-care 
professionals were able to respond to national needs. WHO should continue to collect the information 
required to evaluate trends in various institutions and countries, taking into account the specificities of 
each. 

The representative of the RUSSIAN FEDERATION noted that the draft global strategy 
reflected goals set forth in the 2030 Agenda for Sustainable Development. In recent years, his country 
had striven to enhance the skills of its health-care personnel, standardize training for doctors and 
provide ongoing technical training and e-learning opportunities. Meanwhile, online job portals were 
making it easier for health-sector personnel to find employment. He fully supported the draft global 
strategy, which must, however, be implemented in ways that took into consideration the circumstances 
of individual countries. 

The representative of ZIMBABWE welcomed the draft framework on integrated people-centred 
health services as part of broader efforts to promote primary health care, and recalled that the adoption 
of relevant instruments, including the Ouagadougou Declaration on Primary Health Care and Health 
Systems in Africa, had been instrumental in helping African Member States to promote their primary 
health-care sectors. The Director-General should continue to prioritize the four broad policy areas 
identified in resolution WHA62.12 (2009) on primary health care, including health system 
strengthening. 

The representative of the REPUBLIC OF KOREA said that the transition to patient-centred care 
was likely to accelerate in tandem with advances in biotechnology and information technology, 
thereby ensuring that health services addressed people’s needs more effectively. Her country had 
recently enacted the Patient Safety Act to encourage patients to make their voices heard, with a view 
to reducing the incidence of errors and accidents in the health-care sector, and was promoting the use 
of health information technology. 

The representative of the UNITED REPUBLIC OF TANZANIA said that his country had 
succeeded in reducing the gap in its provision of human resources for health from 67% to nearly 50%, 
and in making progress in establishing a sustainable community health workforce. He commended the 
fact that the framework on integrated people-centred health services called for the provision of 
services in line with local preferences, but underscored that those preferences were not always in line 
with public health interests. Inadequate progress had been made with regard to the implementation of, 
and reporting on, the WHO Global Code; he called for efforts to identify the obstacles impeding 
implementation and reporting. 
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The representative of ECUADOR said that his country was committed to upholding the rights 
of health professionals, and was striving to combat discrimination and violence against health-care 
personnel so that they could work in safety and dignity. To improve health-care personnel 
management, accurate and up-to-date information was needed, including the number of health-care 
professionals working abroad. It was also crucial that university curriculums in the area of health were 
designed with a view to meeting the needs of both individuals and communities. The draft global 
strategy on human resources for health would help promote non-discriminatory and universal access to 
health-care services. In that regard, it was important that the strategy used the term “gender” rather 
than “sex”, as that would further underscore the importance of non-discrimination against health-care 
professionals, whose own sexual identification must always be acknowledged and accepted. 

The representative of the DEMOCRATIC REPUBLIC OF THE CONGO said that a lack of 
suitably qualified health-care personnel in certain Member States meant that their populations were 
often treated by inadequately trained health-care providers, thereby undermining the provision of 
quality universal health coverage and the achievement of Sustainable Development Goal 3. It was to 
be hoped that the implementation by governments and other relevant stakeholders of the draft global 
strategy on human resources for health and the framework on integrated people-centred health services 
would promote interagency collaboration in the training and recruitment of health-care personnel. 

The representative of INDONESIA said that the five interdependent strategies proposed in the 
framework on integrated people-centred health services were of great relevance to her country, an 
archipelago nation with limited health resources. To reach isolated and marginalized communities, 
Indonesia had developed a telemedicine programme and a flying health-care programme. Team-based 
strategies had also been adopted to address challenges related to the inequitable distribution and 
retention of health-care personnel. Furthermore, Indonesia had adopted a healthy-family programme to 
bolster community-based activities to promote health. Care must be taken to respect the views of local 
communities when implementing the proposed strategies. 

The representative of the INTERNATIONAL ORGANIZATION FOR MIGRATION said that 
the migration of health professionals took several forms, including migrations from the south to the 
north of the world, between a country’s public and private sectors and from rural to urban areas. 
Conflicts and natural disasters weakened national health systems and caused operational challenges for 
health professionals, whose own safety was often compromised; their skills were often underutilized in 
transit and destination countries. Well managed migration of health professionals could play a key role 
in sustainable development, and could help to bolster health systems in destination countries and 
countries of origin. Effective bilateral and multilateral agreements on the international recruitment of 
health professionals, which also respected their freedom to migrate, were needed, and exchanges 
between professional diasporas, temporary placements in source country health systems, and 
mechanisms to facilitate the voluntary return of qualified professionals could help to improve training 
in countries of origin and bolster those countries’ health sectors. She commended the extensive data 
collection and analysis conducted under the National Reporting Instrument of the WHO Global Code 
but noted that gaps remained in areas such as the routine capture of migratory flows of health 
professionals, which could enhance the comparability and availability of data. Migrants, mobile 
populations and their families were often marginalized and underserved and must be included as 
empowered communities in participatory governance mechanisms on health. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, said that a recent report by the Safeguarding Health in Conflict Coalition on attacks on 
health-care services in 2015 and early 2016 had highlighted that assaults, abductions and killings of 
health workers were widespread, as were attacks on the facilities where they worked. Furthermore, 
thousands of health workers had fled conflict areas, leaving countries deprived of the people they 
needed to provide desperately needed health services. The draft global strategy and accompanying 
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resolution recognized that protecting health workers was a key step in efforts to build health systems. 
Member States should report to the Secretariat on their actions to prevent attacks, as that would 
facilitate the Secretariat’s work and provide useful guidance for other Member States with similar 
problems. The Secretariat should be given the resources required to compile systematic data on attacks 
on health workers and facilities. 

The representative of the INTERNATIONAL COUNCIL OF NURSES, speaking at the 
invitation of the CHAIRMAN, said that strengthening human resources was a crucial step in efforts to 
bolster health systems and achieve the Sustainable Development Goals, and investment in nursing was 
an essential part of that strategy. It was estimated that, by 2030, there would be a shortage of 
18 million health workers, which would primarily affect low- and middle-income countries. Countries 
must invest in the recruitment and retention of their health sector workforce and must ensure that 
adequate resources were made available for nursing services. Nurses played a vital role in early 
detection, intervention, surveillance, health promotion, disease prevention, care delivery and health 
literacy. She therefore urged the Secretariat and Member States to ensure that nurses were involved in 
every aspect of policy-making for the proposed health workforce strategies. 

The representative of the WORLD MEDICAL ASSOCIATION, speaking at the invitation of 
the CHAIRMAN, welcomed the draft global strategy on human resources for health: workforce 2030, 
which recognized the crucial role of health workers in achieving universal health coverage and the 
Sustainable Development Goals. Governments had to recognize and protect the fundamental human 
rights of the health workforce by ensuring lack of discrimination, coercion and the growing trend for 
violence against health workers. He called on governments and local authorities to ensure that working 
conditions in rural health services were attractive enough to enable them to develop to the same extent 
as those in urban areas. 

The representative of the TROPICAL HEALTH AND EDUCATION TRUST, speaking at the 
invitation of the CHAIRMAN, supported the renewed focus on universal health coverage in the 
Sustainable Development Goals, which would require rapid scaling-up of the recruitment, training and 
education of health workers. He urged Member States to support the use of health partnerships 
between institutions in developed countries and those in low- and middle-income countries to help to 
scale up the recruitment and training of health workers and achieve universal health coverage. They 
should also provide effective continuing professional development. 

The representative of the WORLD CONFEDERATION FOR PHYSICAL THERAPY, 
speaking at the invitation of the CHAIRMAN, noted that, although rehabilitation professionals were 
important for reducing the prevalence and severity of illness and disability, appropriate workforce 
planning was hindered and the skill mix underused because of lack of data on the rehabilitation 
workforce. WHO had identified noncommunicable diseases as a growing burden on health services, 
but physical therapy was both clinically effective and cost-effective in reducing the need for more 
expensive interventions, and its more widespread use would help countries to provide the services 
needed. He also stressed the clinical and cost benefits of direct access to patients without referral by a 
third party. 

The representative of INTRAHEALTH INTERNATIONAL INC., speaking at the invitation of 
the CHAIRMAN, urged approval of the draft global strategy, for which an implementation plan was 
needed to help to drive the investment and policies required to achieve the Sustainable Development 
Goals. Increased investment in a strong health workforce able to respond to changing demographic 
trends and prevent, detect and respond to future epidemics was needed to bring about a healthier 
world. 
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The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, urged Member States to give 
adequate attention to the impact of health workforce strategies on medical education and patient 
outcomes, and to ensure the quality of that education through mandatory accreditation of academic 
institutions according to World Federation for Medical Education’s global standards. Member States 
should involve all stakeholders in decision-making processes, especially medical students, young 
physicians in training and academic institutions. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that a competent workforce improved health outcomes, reduced health inequalities 
and helped to guarantee the right to health. The draft global strategy was not sufficiently explicit about 
implementation and failed to address the crucial question of the nature of the health system in which 
health workers provided care. The best health outcomes were achieved through investment in public 
health systems and she therefore urged Member States to include implementation, governance and 
financing mechanism in the strategy. The expansion and allocation of the health workforce should not 
be left to the labour market. Member States had a duty to provide technical and financial assistance for 
other governments to ensure full enjoyment of the right to health. 

The representative of the INTERNATIONAL PHARMACEUTICAL STUDENTS’ 
FEDERATION, speaking at the invitation of the CHAIRMAN, emphasized establishing universal 
accreditation systems for pharmacy education. There was a shortage of competent pharmacists; she 
urged Member States to establish standards for pharmacy curriculums and lay down core 
competencies for entry-level pharmacists worldwide. If they were to halve their dependence on 
foreign-trained health professionals by 2030, Member States must provide an adequate training 
infrastructure, a robust quality control system, and better pay and conditions for pharmacists. She 
urged WHO to include pharmacy practice in the implementation of the global strategy. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, called upon governments to include pharmacists in their national 
human resources for health strategies. Pharmacy workforce development required proper planning to 
ensure the delivery of services according to national and local needs. Her federation would host the 
Global Conference on Pharmacy and Pharmaceutical Sciences Education in China in November 2016, 
where it was hoped a clear road map would be adopted to advance education and training. 

The representative of the INTERNATIONAL CONFEDERATION OF MIDWIVES, speaking 
at the invitation of the CHAIRMAN, said that it was essential for health-care professional associations 
to be involved in tackling massive health workforce shortages because they were uniquely placed to 
provide insights that could not be gained elsewhere. In order to develop sustainable and realistic 
workforce strategies that addressed shortages, improved distribution of health workers and maximized 
improvements in health outcomes, Member States should include representatives of the health-care 
professions at every step of relevant policy-making and implementation. 

The representative of the INTERNATIONAL FEDERATION FOR MEDICAL AND 
BIOLOGICAL ENGINEERING, speaking at the invitation of the CHAIRMAN, pointed out that the 
health workforce did not consist only of physicians, nurses and midwives, and highlighted the 
essential role of health care technologists. For example, medical devices played a vital role in many 
areas and were operated by biomedical and clinical engineers, physicists, technicians and others. 
Effective people-centred care required appropriate medical information and communications 
technology applications, such as electronic medical records. He strongly recommended that WHO 
expand its own global staff for medical devices and other non-drug technologies by establishing 
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professional teams at headquarters and in the regions to reflect the growing importance of medical 
devices and the related staff in integrated solutions. 

The observer of CHINESE TAIPEI outlined some of the challenges Chinese Taipei faced in 
recruiting and retaining medical personnel and the various steps taken to address the situation, such as 
offering incentives and improving working conditions, in order to reduce the medical services gap 
between urban and rural areas. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation), responding to 
points made, said that a report on the implementation of resolution WHA66.23 (2013) on transforming 
health workforce education in support of universal health coverage, was planned for 2017. 
Implementation of the WHO Global Code was an ongoing process, and the Secretariat would follow 
up on the request to review technical criteria for defining shortages of health workers. The Secretariat 
was working as an integrated team on health system strengthening, squarely linking health financing, 
service delivery, access to medicines and workforce issues and facilitated by the joint implementation 
of the Universal Health Coverage Partnership with the European Union and Luxembourg. Synergies 
were also being made with the WHO Health Emergencies Programme and with efforts to strengthen 
core capacities required by the International Health Regulations (2005). She acknowledged that more 
work was needed to define appropriate indicators for the framework on integrated, people-centred 
health services. A diagram produced by the Secretariat showing the relationship between the 
framework on integrated, people-centred health services and other current WHO global strategies was 
available online. The need to adapt the framework to national contexts was recognized, and the 
Secretariat stood ready to help Member States to work on their national strategies. The Secretariat 
would follow up on the specific request to continue implementing resolution WHA66.23 in the area of 
educating health-care workers. She expressed appreciation for the leadership shown by the Presidents 
of France and South Africa in co-chairing the High-Level Commission on Health Employment and 
Economic Growth. 

The Committee noted the reports contained in documents A69/36, A69/37, A69/37 Add.1, 
A69/38 and A69/39. 

The CHAIRMAN took it that the Committee wished to approve the draft resolution on the 
global strategy on human resources for health introduced at the Committee’s third meeting. 

The draft resolution was approved.1 

The CHAIRMAN asked whether the Committee wished to approve the draft resolution on 
strengthening integrated, people-centred health services, introduced at the current meeting. 

The representative of CANADA said that, as the text of the draft resolution had changed from 
that contained in resolution EB138.R2, additional time would be required to discuss the amendments 
with technical experts. She therefore requested that consideration of the draft resolution be suspended. 

It was so agreed. 

(For further discussion and approval of the draft resolution, see the summary record of the 
seventh meeting, section 2.) 

1 Transmitted to the Health Assembly in the Committee’s third report and adopted as resolution WHA69.19. 
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Follow-up to the report of the Consultative Expert Working Group on Research and 
Development: Financing and Coordination – Report of the open-ended meeting of Member 
States: Item 16.2 of the agenda (document A69/40) (continued from the first meeting, section 4) 

The representative of INDIA, speaking in his capacity as chairman of the informal working 
group established to discuss the agenda item, reported that considerable ground had been covered in 
the group’s discussions. A draft resolution would be submitted to the Committee in due course. 

The representative of ANGOLA, speaking on behalf of the Member States of the African 
Region, took note of progress in implementing resolution WHA66.22 (2013) on follow-up to the 
report of the Consultative Expert Working Group, particularly with regard to the demonstration 
version of the Global Observatory on Health Research and Development, health research and 
development demonstration projects, and the creation of a specific budget line, the funding gap for 
which must be filled. There was a need for a more sustainable financing mechanism for health 
research and development in the Region. The report of the open-ended meeting recognized the lack of 
global coordination of research and development for major diseases and called for WHO to play a 
more active role in that regard. 

In view of concerns about the inappropriate use of antibiotics in human medicine and 
insufficient investment in developing new antibiotics, he applauded the recent establishment of the 
Global Antibiotic Research and Development Facility and asked for further details about it, the role of 
the Board of Directors of the Drugs for Neglected Diseases initiative and the expected role of WHO in 
the new Facility. 

A more coherent policy framework for the financing and coordination of research and 
development was needed to ensure a sustainable research system that responded to national, regional 
and global priorities. The African regional health research strategy for 2016–2025 would contribute to 
that aim, but implementation thereof would require further technical support from the Secretariat. 

The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA, speaking on behalf of 
the Member States belonging to the Union of South American Nations (UNASUR) and supported by 
the representative of ARGENTINA, said that implementation of resolution WHA66.22 should 
continue with full participation from public and private bodies, academia and civil society. The 
recommendations made by the Consultative Expert Working Group were important for other areas of 
the Organization’s work. Proper coordination of research and development required links among the 
various initiatives concerned and should be guided by context, aims, principles and the eight elements 
of WHO’s Global strategy and plan of action on public health, innovation and intellectual property, as 
well as by the Group’s recommendations. Work should continue in the search for alternative and 
innovative solutions to ensure sustainable, predictable and adequate funding. 

Medicines to treat a range of diseases could be made more affordable if the right incentives 
were provided to encourage innovations that responded to health needs and to delink retail prices from 
research and development costs. Intellectual property rights had not proved an effective incentive to 
promote research and development in the area of diseases that mainly affected developing countries 
and alternatives were therefore needed. He expressed support for the development of an overall 
framework to identify rules, priorities and best practices for research and development. It was 
important to pursue a coherent approach to the subject, reflecting the various WHO workplans and 
initiatives. The Consultative Expert Working Group should continue its discussions with a view to 
reducing inconsistencies among the intellectual property, human rights and trade frameworks. 

The representative of MEXICO said that WHO had an essential role in coordinating and 
facilitating research and development in the area of health technologies. Efforts in that area should be 
consistent with measures to implement the 2030 Agenda for Sustainable Development and the Addis 
Ababa Action Agenda of the Third International Conference on Financing for Development. 
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The representative of the UNITED STATES OF AMERICA, expressing disappointment at the 
slow progress in securing financing for demonstration projects, said that factors contributing to such a 
lack of enthusiasm should be identified and addressed. In its future activities in the area of research 
and development, WHO must work with all sectors. Its primary role should be to engage a broad range 
of stakeholders, including academia, foundations and the public and private sectors, so as to ensure 
that credible recommendations could be made. 

The meeting rose at 12:30. 



 
 
 
 
 
 

FIFTH MEETING 

Friday, 27 May 2016, at 14:35 

Chairman: Dr M. KIFLE (Ethiopia) 
later: Dr PHUSIT PRAKONGSAI (Thailand) 

HEALTH SYSTEMS: Item 16 of the agenda (continued) [transferred from Committee A]1 

Follow-up to the report of the Consultative Expert Working Group on Research and 
Development: Financing and Coordination – Report of the open-ended meeting of Member 
States: Item 16.2 of the agenda (document A69/40) (continued) 

The representative of SWITZERLAND said that it was regrettable that more progress had not 
been made towards establishing a suitable system for funding and coordinating health research and 
development. She welcomed the establishment of the Global Observatory on Health Research and 
Development, the development of a conceptual framework for the pooled fund for voluntary 
contributions, and the fact that funding had been secured for some of the demonstration projects. 
However, the pool of contributors was limited, funding had not been secured for all demonstration 
projects and the Global Observatory continued to lack the funding it required. In order to make further 
progress, it was necessary to focus on the principle of shared responsibility, with greater involvement 
of middle- and low-income countries. She welcomed the contributions made by Brazil, India and 
South Africa to the pooled fund, but pointed out that Switzerland’s contribution of US$ 1.5 million in 
matching funds remained unused. 

The research and development agenda could not afford to fail, especially since it was an integral 
part of the 2030 Agenda for Sustainable Development. Thus, it was essential to continue developing 
and to secure sustainable funding for the Global Observatory, establish a priority-setting procedure for 
health research and development, draw up a new plan for the implementation of the voluntary pooled 
funding mechanism, and mobilize additional funding for demonstration projects. Political will on the 
part of all would be needed to achieve those objectives. Member States must take action to ensure that 
people suffering from neglected tropical diseases would, at last, have access to needed medicines. 

The representative of SOUTH AFRICA expressed satisfaction with the progress reported. The 
coordination mechanism would enhance policy coherence in research and development work, and 
would contribute to achieving Sustainable Development Goal 3 on healthy lives for all. The Global 
Observatory had an important role to play in monitoring and providing needed information. However, 
care must be taken to ensure that work on other aspects of the strategic workplan agreed under 
resolution WHA66.22 (2013) was not neglected or delayed while the Global Observatory was being 
consolidated. It was disappointing that funding had been allocated for only three demonstration 
projects; there should be a clear and transparent method of allocating resources. The funding gap 
required urgent attention. 

He supported the inclusion of funding for health research and development in the financing 
dialogue. A voluntary financing mechanism was unlikely to be sustainable and could hamper progress. 
The voluntary financing system should be reviewed after a trial period and, if it had proved 
ineffective, a mandatory approach should be considered. Greater commitment from Member States 

1 See the summary record of the General Committee, first meeting, section 2. 
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and partners was needed to finance the full implementation of the important work on research and 
development. He supported the draft resolution. 

The representative of the DEMOCRATIC REPUBLIC OF THE CONGO, welcoming the 
Expert Working Group’s recommendations put forward in its report, said that research could 
contribute to a wide range of issues relating to the achievement of universal health coverage. Given 
the scarcity of resources, it was essential for countries to establish partnerships with research 
institutions to identify priority areas where research was needed to provide evidence to inform health 
policy-making. 

The representative of IRAQ said that resources for research and development should be 
allocated from the biennial budget at regional and country levels. 

The observer of CHINESE TAIPEI wholeheartedly supported the plan to strengthen 
international health research and development capacity and invest in research on diseases 
disproportionately affecting developing countries. The improvement of monitoring mechanisms and 
coordination would be important steps towards ensuring sustainable funding for that purpose. Chinese 
Taipei was prepared to increase investment in health research and development and to share its 
research technologies, including its capacity to develop and produce a wide range of vaccines and 
medicines. It was currently focusing on the development of new tools and technologies for the control 
of dengue. Chinese Taipei wished to play an active role in building a more resilient global health 
system with a view to achieving universal health coverage. 

The representative of MÉDECINS SANS FRONTIÈRES INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, said that the decision of the United Nations Secretary-General to 
launch a High-Level Panel on Access to Medicines had highlighted the failings of the research and 
development system. Access to medicines was a global challenge and a structural problem that could 
not be addressed by countries acting alone; global coordination and agreement were needed. Research 
and development must be needs-driven and evidence-based and its cost must be de-linked from market 
prices. Ensuring affordable, efficient and equitable access to medicines should be seen as a shared 
responsibility. Decisive action was needed, particularly on the part of governments. The broken 
research and development system was a problem that governments had created and one that, 
ultimately, only they could solve. She urged Member States to commit to organizing an 
intergovernmental conference on research and development before the Seventieth World Health 
Assembly in 2017 with the aim of ensuring policy coherence. 

The representative of STICHTING HEALTH ACTION INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, said that de-linking research and development costs from drug prices 
could promote greater openness and exchange of knowledge and ensure that research and development 
investments were more cost-effective and responsive to the needs of patients and of society. If the 
current global research and development financing system, which depended on monopolies and high 
prices, was to be replaced, new ways of funding research and development must be found and global 
agreements on funding reached. However, it was difficult to persuade governments to fund research 
and development. WHO should convene a meeting to identify incentives for inducing Member States 
to fund medical research and development as a public good. The Global Observatory should be 
adequately funded and should collect and publish data on research and development costs, as well as 
the terms of licences for publicly funded research and development. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that a sustainable research and development system must be guided by the 
principles of effectiveness, efficiency and equity and grounded in the concepts of de-linkage and 
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knowledge-sharing. The Global Observatory’s work should form part of a broader framework, 
encompassing not only neglected tropical diseases, but also antimicrobial resistance and 
noncommunicable diseases. Policy coherence and effective coordination should be ensured among all 
WHO-led research and development initiatives, including the proposed research blueprint for 
emerging pathogens and the global action plan on antimicrobial resistance. He urged Member States to 
send a clear message by acknowledging that the current monopoly-based system was unsustainable 
and limited access to medicines for those in need and to take decisive action. The world could not 
afford 10 more years of idle discussions. 

The representative of the INTERNATIONAL FEDERATION OF PHARMACEUTICAL 
MANUFACTURERS, speaking at the invitation of the CHAIRMAN, said that it was necessary to 
focus on practical and politically feasible proposals. Protection of intellectual property rights remained 
central to the development of new medicines. Nevertheless, new models, such as product development 
partnerships and patent pooling, had yielded positive outcomes in patients’ access to medicines. Such 
collaborative approaches had led to real progress in tackling HIV, malaria and neglected tropical 
diseases. Future solutions should be designed to meet specific problems; a one-size-fits-all approach 
would not work. Overcoming barriers to access should be achieved through a holistic approach, 
encompassing not only research and development models, but also financing, investment in 
infrastructure and enhancement of workforce capacity. 

The representative of the DRUGS FOR NEGLECTED DISEASES INITIATIVE, speaking at 
the invitation of the CHAIRMAN, said that the current discussion offered an opportunity to consider 
four actions for redressing the failures of the current system for financing medical innovation and for 
putting in place a sustainable and efficient innovation system. To that end, Member States should 
consider requesting the Secretariat to establish a priority-setting mechanism; ensure that the Global 
Observatory was sustainably funded and covered all important areas of public health; ensure that 
pooled funds covered all areas of need, focused on agreed priorities and applied the principles 
advocated by the Consultative Expert Working Group, including de-linkage; and develop an 
overarching framework covering all research and development stakeholders and all areas of public 
health importance. It should also be asked to organize an intergovernmental conference on policy 
coherence in the field of research and development. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation) acknowledged the 
undoubted progress since 2013, but lack of funding, especially for the implementation of the 
demonstration projects, remained a major obstacle. Responding to specific points raised in the 
discussion, she said that the aim of the Global Antibiotic Research and Development Partnership was 
to develop new antibiotic treatments, promote responsible use of antibiotics and ensure access to those 
medicines for all. The Partnership’s incubation project was a joint undertaking of WHO and the Drugs 
for Neglected Diseases initiative, which aimed to achieve some of the objectives of WHO’s global 
action plan on antimicrobial resistance. In December 2015, the Board of Directors of the Drugs for 
Neglected Diseases initiative had agreed to host the Partnership for a start-up phase of two years and 
to provide the necessary scientific environment and infrastructure to ensure an effective incubation 
period. During that period, the project would come under the current governance structure of the 
Drugs for Neglected Diseases initiative; no decision had been made as yet about future governance 
arrangements. WHO would provide technical input on the identification of global health needs, 
financing strategies, target product profiles, the identification of research and development portfolios, 
the governance structure of a future entity, and access and conservation strategies for new 
antimicrobial medicines. 

Important roles for WHO in the field of research and development included convening 
stakeholders, taking the lead in analysing research gaps – the responsibility of the new Global 
Observatory, and making recommendations on priorities through the proposed coordination 
mechanism. The Secretariat was willing to assume responsibility for those roles. Supporting research 



314 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
and development for Type II and Type III diseases, and for the specific needs of developing countries 
with regard to Type I diseases, was the shared responsibility of all countries, rich and poor. That 
mandate had been reinforced by the commitment made by all countries to meeting the Sustainable 
Development Goals. She called upon all Member States to support the important work under way, 
especially the demonstration projects. Although the financial shortfall of just over US$ 70 million 
seemed huge, it was a mere drop in the ocean of global investment in research and development. 

The CHAIRMAN said that consideration of the draft resolution on the item would be deferred 
until the drafting group had completed its work. 

(For continuation of the discussion and approval of the draft resolution, see the summary record 
of the seventh meeting, section 2.) 

Dr Phusit Prakongsai took the Chair. 

Substandard/spurious/falsely-labelled/falsified/counterfeit medical products: Item 16.3 of the 
agenda (document A69/41) 

The representative of NIGERIA, speaking on behalf of the Member States of the African 
Region, said that the circulation of substandard/spurious/falsely-labelled/falsified/counterfeit (SSFFC) 
medical products had increased to such an extent that it severely threatened public health in the 
African Region. Significant steps had been taken by the Region to tackle SSFFC medical products, 
including the establishment of a regional plan of action, the establishment of the Medicines Anti-
Counterfeit Committee of the Economic Community of West African States, and the introduction of 
the WHO global surveillance and monitoring system in more than 33 Member States. 

In total, 46% of all reported cases of SSFFC medical products were from the African Region, 
consisting mainly or antimalarial, antiparasitic, antibiotic and emergency contraceptive medical 
products, some of which had been falsely labelled as WHO-prequalified products. To counter the 
negative impact of SSFFC medical products on public health and socioeconomic development, there 
was a need to build capacity to ensure oversight and regulation; put in place single points of contact 
and build national capacity, including in the use of information and communication technology to 
track and trace those products; build effective collaboration in oversight within and between Member 
States to ensure the security of the supply chain; and strengthen the capacity of regulatory authorities 
and national quality control laboratories. Support was also needed to enable countries to meet their 
requirements in relation to medical products and to strengthen national ownership of control 
mechanisms. The Secretariat should ensure sufficient funding for the Member State mechanism. 

The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA, speaking on behalf of 
the Member States of the Union of South American Nations, said that the Member State mechanism 
had yielded significant results, including valuable guidance on track and trace models and 
recommendations for detecting and dealing with actions, activities and behaviours that could give rise 
to SSFFC medical products. The mechanism’s work should be supported by the Secretariat, and 
transparency and a focus on public health should be ensured. The latter was of crucial importance in 
the context of WHO’s interaction with non-State actors and the emergence of external initiatives that 
sought to link the debate on SSFFC medical products with third parties whose interests were not 
always consistent with public health interests. The work of the mechanism must remain within WHO 
in order to ensure a continued focus on public health. He urged the Secretariat and Member States to 
redouble their efforts to ensure the allocation of sufficient resources to enable the mechanism to 
continue to operate. 

The representative of IRAQ highlighted WHO’s role in the sponsorship of companies producing 
drugs and medical products and the need for regular reporting thereon. WHO should support capacity-
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building in Member States for registration of medicines, vaccines and other medical products. 
Capacity-building was also needed to enhance monitoring and evaluation of medical products and the 
capacity of quality control laboratory personnel. With the support of WHO, knowledge should be 
exchanged at the intra- and inter-regional levels. Community health education on the issue was also 
vital. 

The representative of INDIA said that the recent establishment of the global focal point network 
on SSFFC medical products would facilitate the timely exchange of information among national 
medical regulatory authorities. In addition, the finalized draft document on track and trace 
technologies (document A69/41, Appendix 2) would assist Member States in selecting the appropriate 
technology for the national context. He welcomed the decision to establish a working group of experts 
on refining the working definitions of SSFFC medical products, which would bring much needed 
clarity and a shared understanding, which in turn would increase the transparency of the activities of 
the WHO global surveillance and monitoring project. It would also provide needed guidance to other 
United Nations bodies working in the area of SSFFC medical products. 

The document on the actions, activities and behaviours that fell outside the mandate of the 
Member State mechanism, for which India was responsible, had not yet been finalized. The issue of 
transit, in particular, required further discussion, particularly given the recent trend to include 
provisions relating to in-transit scrutiny in regional regulations and trade agreements, which might 
conflate the issue of trademark infringements with that of SSFFC medical products and thereby hinder 
access to legitimate generic medicines. Regulatory capacity should be strengthened in order to enforce 
appropriate quality control; at the same, measures should be taken to improve access to affordable, 
high-quality medicines. He welcomed the proposed study to increase the understanding of the links 
between the prevalence of SSFFC medical products and lack of access to affordable medicines. 

The representative of INDONESIA, welcoming the effort to refine the definitions used in the 
work on SSFFC medical products, said that, in order to eradicate such products, a multistakeholder 
approach was essential, as was effective risk communication and awareness-raising. A robust system 
to identify such products had been introduced at the national level and a single point of contact had 
been established. A clear identification of the activities that fell within and outside the mandate of the 
Member State mechanism was needed to minimize the risk of inefficient use of resources. 

The representative of the REPUBLIC OF KOREA said that, in order to halt the distribution of 
illegal medical products, Member States needed to cooperate closely and reach consensus on a clear 
definition of SSFFC medical products and on the best ways to regulate them. Monitoring systems, 
including quality control mechanisms and “track and trace” processes, should be established at the 
local level. Her country had implemented a range of measures to tackle SSFFC medical products, such 
as the introduction of strict measures to prevent the entry of illegal medical products, promotion of the 
safe use of medical products and collaboration with industry to encourage self-regulation. It was 
participating actively in international collaborative efforts to eradicate SSFFC medical products. 

The representative of the PHILIPPINES, referring to her Government’s active involvement in 
discussions on the WHO MedNet platform, said that a forum for information-sharing and dialogue 
among national regulatory authorities would enhance efforts to combat SSFFC medical products. The 
recommendations to be developed by the proposed working group on effective risk communication 
and awareness-raising campaigns would enhance existing national advocacy activities. Efforts to 
tackle SSFFC medical products must focus on demand as well as supply. The proposed study on the 
public health and socioeconomic impact of SSFFC medical products would be a useful tool to provide 
an accurate picture of the scope and extent of the problem and to guide future efforts. 

The representative of the UNITED REPUBLIC OF TANZANIA, welcoming the creation of a 
focal point network for consultation and the exchange of information and the publication of the draft 
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document on track and trace technologies, called on the Secretariat and the Member State mechanism 
to expedite the completion of that work. His Government had taken steps to strengthen the national 
medicines regulatory system and had played a leading role in the implementation of the East African 
Community Medicines Regulatory Harmonization Programme. A national plan of action to combat 
SSFFC medical products would be finalized in 2016. He urged the Secretariat and the mechanism to 
fast-track the finalization of the framework/guidelines on developing a national plan for preventing, 
detecting and responding to SSFFC medical products, and called for additional funding to sustain the 
work of the mechanism and the Secretariat on the issue. 

The representative of KENYA commended the efforts of the Secretariat and the Member State 
mechanism in tackling SSFFC medical products and encouraged Member States to continue 
supporting those efforts. He welcomed the establishment of the global focal point network for the 
exchange of information and consultation and urged Member States to consider adopting the existing 
set of global identification and serialization standards. 

The representative of SRI LANKA said that the establishment of global and regional networks 
connecting customs and border protection officials would serve to enhance collaboration and 
information-sharing and help to prevent smuggling and other illegal activities. An effective global 
drug-testing laboratory network should also be established. Educating the public on the issue of 
SSFFC medical products was also important. 

The representative of ETHIOPIA said that a range of intervention strategies had been 
implemented in his country based on the findings of a recent national study conducted in collaboration 
with WHO on the status of SSFFC medical products, including the revision and strengthening of 
regulatory legislation, the reinforcement of import and export procedures and increased cross-border 
collaboration. Nevertheless, challenges remained. Acknowledging the efforts of the Director-General 
and the Member State mechanism, he called for priority to be accorded to enhancing technologies for 
detecting SSFFC medical products. His Government remained committed to the work of the 
mechanism. 

The representative of THAILAND said that the global focal point network would provide a vital 
link with the WHO global surveillance and monitoring system for SSFFC medical products. Lack of 
clear definitions had hindered the work on such products, and she therefore encouraged the Secretariat 
and the Member State mechanism to accord priority to refining the working definitions. Member 
States should submit timely feedback for the review of the mechanism to be conducted in 2017, 
pursuant to resolution WHA65.19 (2012). 

The representative of NIGER said that her Government had launched an extensive campaign to 
raise public awareness of SSFFC medical products. In order to eradicate such products, WHO should 
support countries in establishing a multisectoral approach with multistakeholder involvement, 
including ministries of trade and law enforcement and customs authorities. 

The representative of SENEGAL noted that his country was a member of the Member State 
mechanism and actively participating in the working group tasked with developing and leveraging 
existing recommendations for effective risk communication and for awareness campaigns on SSFFC 
medical products and related actions, activities and behaviours. His Government had established a 
national committee to tackle such products and illegal pharmacy practices and was developing a 
national awareness-raising programme. He called on the Secretariat to make available increased 
resources to enable all countries to more effectively combat the scourge of SSFFC medical products. 

The representative of CHINA underlined the need for a standardized approach to the value 
chain, in addition to early detection and control of SSFFC medical products. Technical exchanges on 
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detection and risk assessment should be encouraged and the work on refining the definitions of SSFFC 
medical products should be completed as soon as possible. His Government was developing guidelines 
to combat such products based on experience and best practices. China stood ready to continue 
working with other Member States to tackle the problem of SSFFC medical products and encouraged 
increased international cooperation. 

The representative of SOUTH AFRICA expressed support for the proposals to develop 
guidelines for national plans for preventing, detecting and responding to the threats posed by SSFFC 
medical products, which would harmonize the procedures to be adopted. The guidelines might also be 
incorporated into national legislation. She also supported the establishment of a global focal point 
network which, by facilitating information-sharing among Member States, would allow the extent of 
the problem to be understood and interventions to be designed. The information on track and trace 
models was welcome. Implementing such systems was complex and costly, however, and low-cost 
options should be explored. Member States and manufacturing companies would need to agree on a 
common system that could be easily used by all. Member States should, as a matter of priority, submit 
training materials to be incorporated into the guidelines under development and appoint focal points 
for information-sharing. 

The representative of ARGENTINA said that it was not clear whether the terms of reference for 
the global focal point network contained in Appendix 1 to the Member State mechanism’s report were 
definitive or were intended to serve as a starting point for discussion. The proposed study on the public 
health and socioeconomic impacts of SSFFC medical products would require a robust methodological 
framework. The Member State mechanism should continue working to reach consensus on key issues, 
such as the transit of SSFFC medical products, which could have an impact on the international 
circulation of generic active ingredients. She supported the Member State mechanism’s decision to 
allow the Secretariat to observe on a provisional basis meetings of the global steering committee for 
quality assurance for health products. As requested by the mechanism, the Secretariat should provide a 
report on the global steering committee, including documents and information on its nature, legal 
status, governance and participants. 

The representative of BURUNDI said that, although the development of generic 
pharmaceuticals had improved access to and reduced the price of medicines, the parallel rise in false 
and counterfeit products had caused a rise in deaths and iatrogenic illnesses. In Burundi, concrete 
measures had been taken to tackle the problem, including independent laboratory testing of medicines 
purchased with public funds; the publication of a quality assurance manual for essential medicines; a 
system to ensure the quality of medicines for malaria, HIV and tuberculosis; and random sampling and 
testing of medicines at the point of distribution. 

The representative of TUNISIA said that the global focal point network would facilitate 
information exchange and improve monitoring of SSFFC medical products. Countries should establish 
national mechanisms and laws to prevent the distribution of such products. Her country had launched a 
programme to monitor the production of a wide range of medical products and was also monitoring 
the provision of medicines at dispensary level. 

The representative of MALAYSIA said that her country used security labels to help to identify 
SSFFC medical products and planned to introduce a track and trace system. She hoped that the 
Secretariat would help to coordinate further dialogue on such systems so that Member States could 
find a common platform and make better use of information technology to counter SSFFC medical 
products. 

The representative of MOROCCO said that his Government had taken several measures to 
ensure access to high-quality medicines, including the establishment of a price control system and the 
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introduction of regulations facilitating the registration of generic medicines. Morocco had ratified the 
Council of Europe Convention on the Counterfeiting of Medical Products and Similar Crimes 
involving Threats to Public Health in 2016. 

The representative of COSTA RICA, referring to the proposed terms of reference for the global 
focal point network contained in Appendix 1 to the Member State mechanism’s report, proposed 
several modifications to the provisions regarding the designation of focal points. Subparagraph 7(b) 
should encourage Member States always to designate a deputy focal point who could perform the 
functions of the focal point in the event that the latter was not available. The two officials should be 
appointed by the highest authority within the institution that was to house the focal point. 
Subparagraph 7(f) should indicate that the nominated national focal point must be trained on the use of 
the WHO global surveillance and monitoring system. Likewise, subparagraph 7(i) should state that 
focal points must be trained in the use of an electronic platform to be created and administered by the 
WHO Secretariat. The current text read “should be trained” in both cases, but focal points should be 
required to have such training. 

The representative of the RUSSIAN FEDERATION said that her Government supported the 
establishment of intergovernmental policy and the exchange of information on SSFFC medical 
products. It was important to support the future development of the monitoring and surveillance 
system as a structural component of national plans to monitor pharmaceutical products and detect 
SSFFC medical products and other measures to minimize the risks posed by such products to public 
health. The Russian Federation was, on the basis of WHO recommendations, planning to introduce a 
track and trace system. 

The observer of CHINESE TAIPEI said that attempts to prevent the circulation of SSFFC 
medical products could not rely solely on the power of health authorities; other departments must also 
be involved. Chinese Taipei had enhanced its inspection system and planned to introduce a traceability 
system. It was also conducting outreach activities to inform the public about SSFFC medical products 
and the safety of medicines. Through a series of integrated efforts, the problem of SSFFC medical 
products had been significantly reduced in Chinese Taipei. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, welcomed the development of track and trace models and viewed 
with interest the development of initiatives aimed at authenticating medicines at the point of 
dispensing or purchase. Such tools, especially when developed in collaboration with health 
professionals, could help to improve vigilance and enhance confidence in medicines. WHO’s medical 
product alerts could serve as important tools for health professionals. A similar initiative for medical 
and dental devices would be welcome. To address the lack of awareness of the risks associated with 
obtaining medicines through unsafe, illegal or non-legitimate sources, the World Health Professions 
Alliance was developing interactive educational videos, which would be available in mid-2016. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said that SSFFC medical products 
could undermine trust in health systems and compromise physicians’ ability to build strong therapeutic 
alliances with their patients. Action to tackle the problem should not only target the supply side of the 
issue, but also involve stakeholders on the demand side. She called on governments to promote 
professional education on SSFFC medical products for health workers, many of whom lacked 
knowledge on the issue, and to develop an effective public outreach and education campaign to inform 
consumers about the health risks of such products. 
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The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that the broad term “counterfeit” inappropriately conflated the public health 
problem of spurious and substandard medicines with asserted breaches of intellectual property rights. 
The confusion of efficacious and affordable generic medicines with substandard products had led 
Member States to adopt measures that reduced access to vital medicines. The term “SSFFC” had been 
in use for six years, although it was supposed to have been temporary. Lack of a clear definition was 
hindering evidence-based policy-making. She urged the Secretariat to publish the complete datasets 
and methodology applied in the recently commissioned socioeconomic impact study on SSFFC 
medical products in order to ensure transparency. She also urged it to reflect critically on whether its 
participation in the global steering committee for quality assurance of health products might run 
counter to its efforts to ensure impartial approaches to SSFFC medical products. 

The representative of the INTERNATIONAL PHARMACEUTICAL STUDENTS’ 
FEDERATION, speaking at the invitation of the CHAIRMAN, said that the Fight the Fakes initiative, 
in which her organization was a partner, offered support to Member States in increasing awareness and 
understanding of, and protecting patients from, fake medicines. Coordination among all actors was 
vital to tackle the risk posed by SSFFC medical products to public health. She welcomed the efforts of 
the Member State mechanism in exchanging best practices and experiences at the national, regional 
and global levels. Her organization was ready to contribute to those efforts and share expertise. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation), expressing 
gratitude to the members of the Member State mechanism for their hard work, said that strong 
participation by technical experts from national regulatory authorities from all regions in the various 
working groups was needed. The Secretariat would continue to expand the global surveillance and 
monitoring system for SSFFC medical products. To date, 115 national regulatory authorities had been 
trained in the use of the system, and more than 1100 SSFFC medical products had been reported in the 
first three years. Further regional workshops were planned to train more personnel in the use of the 
system. The system would provide technical support and practical tools while gradually accumulating 
a body of evidence which could be used to improve vigilance and focus investment. 

Responding to specific points, she said that the Secretariat recognized the need to maintain 
transparency and exclude commercial interests. It looked forward to working with technical experts 
from all Member States to improve and refine definitions. The final draft of the socioeconomic study 
would be submitted to the Member State mechanism by the end of 2016. Work was under way to 
improve capacity in laboratory facilities. Communication, awareness-raising and collaboration were 
the first steps in combatting the global problem of SSFFC medical products. She looked forward to the 
results of the review of the Member State mechanism, which would be reported to the Seventieth 
World Health Assembly in May 2017.She thanked Member States that had contributed funding and in-
kind support to the mechanism and affirmed the Secretariat’s commitment to engaging in dialogue 
with Member States on how to ensure adequate future funding. 

The Committee noted the report. 

Addressing the global shortages of medicines, and the safety and accessibility of children’s 
medication: Item 16.4 of the agenda (document A69/42) 

The CHAIRMAN said that two draft resolutions had been proposed for consideration under the 
agenda item. The first, on promoting innovation and access to quality, safe, efficacious and affordable 
medicines for children, had been proposed by the delegations of China, Malaysia, Pakistan and 
Thailand and read: 
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The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on addressing the global shortages of medicines, and 

the safety and accessibility of children’s medication;1 
PP2 Recalling resolution WHA60.20 (2007) on better medicines for children and 

WHA67.22 (2014) on access to essential medicines, which identified actions for Member States 
and the Director-General in support of better access for children to essential medicines; 

PP3 Recalling also resolution WHA67.20 (2014) on regulatory system strengthening for 
medical products and its relevance for promoting safety, accessibility and affordability of 
medicines for children; 

PP4 Concerned about the lack of access to quality, safe, effective and affordable 
medicines for children in appropriate dosage forms and problems with rational use of children’s 
medicines in many countries, and that, globally, children under age five still do not have secure 
access to medicines that treat pneumonia, tuberculosis, diarrhoeal diseases, HIV infection, AIDS 
and malaria, as well as medicines for many other infectious diseases, noncommunicable 
diseases and rare diseases; 

PP5 Concerned about the lack of research and development on age appropriate dosage 
forms most suitable for children as well as for new medicines for diseases that affect children, 
that are appropriate for use in all environments, including areas lacking access to clean water; 

PP6 Aware that an important factor linked to morbidity and mortality of children is the 
lack of safe, effective, affordable and quality-assured medicines for children, and in some 
circumstances, lack of packaging in child-proof containers;  

PP7 Noting that despite sustained efforts over a number of decades by Member States, 
the WHO Secretariat and partners, many countries are still facing multiple challenges in 
ensuring the availability, affordability, quality assurance and rational use of children’s 
medicines; 

PP8 Acknowledging Goal 3 of the 2030 Agenda for Sustainable Development, “Ensure 
healthy lives and promote well-being for all at all ages” particularly noting the targets related to 
access to medicines, and its interlinked goals and targets; 

PP9 Noting that the WHO World Health Report 2010 identified the promotion of 
generic medicines as a key action that could be taken to improve access by making medicines 
more affordable and recognizing the importance of accelerating generic availability and uptake 
following the expiration of patents; 

PP10 Recalling the Convention on the Rights of the Child in which States Parties 
recognize the right of the child to the enjoyment of the highest attainable standard of health and 
to facilities for the treatment of illnesses and rehabilitation of health, 

(OP1)  URGES Member States:2 
(1) to accelerate implementation of the actions laid out in resolution WHA60.20 on 
better medicines for children and WHA67.20 on regulatory system strengthening for 
medical products;3 
(2) to learn from successful experiences with medicines policies for children in other 
countries and formulate and implement appropriate national measures including 
legislation as appropriate, and pharmaceutical policies in support of access to quality, 
safe, effective and affordable medicines for children; 
(3) to take all necessary measures, including legislation as appropriate for 
establishment of national plans and organizational structures and capacity to enhance 

1 Document EB138/41. 
2 And, regional economic integration organizations, as appropriate. 
3 Taking into account the context of federated states. 
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such measures in the framework of national pharmaceutical policies as appropriate, to 
improve children’s health; 
(4) to ensure that national health policies and plans incorporate consideration of the 
needs of children based on the national situation, with clear objectives for increasing 
access to children’s medicines; 
(5) to establish transparent and evidence-based processes for the designing and 
updating of their national essential medicines list or its equivalent to include medicines 
for children, according to each country’s health needs and priorities, taking into account 
the WHO model list of essential medicines, including the WHO model list of essential 
medicines for children, and its transparent and evidence-based process which considers 
public health relevance, evidence on efficacy and safety and comparative cost–
effectiveness; 
(6) to implement actions agreed under Sustainable Development Goal 3, with a focus 
on children, which states: Support the research and development of vaccines and 
medicines for the communicable and noncommunicable diseases that primarily affect 
developing countries, provide access to affordable essential medicines and vaccines, in 
accordance with the Doha Declaration on the TRIPS Agreement and Public Health, which 
affirms the right of developing countries to use to the full the provisions in the Agreement 
on Trade Related Aspects of Intellectual Property Rights regarding flexibilities to protect 
public health and, in particular, provide access to medicines for all; 
(7) to undertake analysis of their pharmaceutical supply systems, including through the 
use of the WHO standardized surveys, to identify inefficiencies in the cost and pricing 
structures of medicines and sources of mark-ups on the prices of medicines, and to seek 
to reduce the price of children’s medicines by promoting greater availability and use of 
generics, and identifying strategies to reduce prices including mark-ups on medicines, in 
order to increase availability and affordability of medicines for children;  
(8) to strengthen research and development of appropriate medicines for diseases that 
affect children, to ensure that high quality clinical trials for these medicines are conducted 
in an ethical manner and to collaborate in order to facilitate innovative research and 
development on, formulation of, and timely regulatory approval of, provision of adequate 
and prompt information on, and rational use of, medicines for children, including generic 
medicines;  
(9) to facilitate clinical trials of medicines for children based on sound ethics, needs, 
principles of patient protection, [and to promote clinical trial registration in registries 
recognized by the WHO international clinical trials registration platform (ICTRP)] and to 
make information on those trials publically available, including publication of summary 
and complete data of completed trials in accordance with national and regional legislative 
frameworks as appropriate; 
(10) to strengthen national regulatory systems including pharmacovigilance and post-
market surveillance and to promote quality, ethical clinical trials of medicines for 
children and the accessibility and availability of quality, safe, effective and affordable 
medicines for children; 
(11) to enhance the health workforce education and training in rational use of medicines 
for children, including generic medicines, and to enhance the health education of the 
public, to ensure acceptance and understanding of rational use of medicines for children; 

(OP2)  REQUESTS the Director-General: 
(1) to accelerate implementation of the actions laid out in resolutions WHA60.20 on 
better medicines for children, WHA67.22 on access to essential medicines and 
WHA67.20 on regulatory system strengthening for medical products; 
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(2) to further develop and maintain within the Model List of Essential Medicines, the 
list of Essential Medicines for Children (EMLc) using evidence-based clinical guidelines 
in coordination with all relevant WHO programmes; 
(3) to consider appropriate representation of paediatric experts on the WHO Expert 
Committee on Selection and Use of Essential Medicines; 
(4) to support Member States in taking appropriate measures through provision of 
training and strengthening regulatory capacity according to national and regional 
circumstances, and in promoting communication and coordination between countries on 
paediatric clinical trial design, ethical approval and product formulation, including 
through regulatory networks; 
(5) to continue to collaborate with governments,1 other organizations of the United 
Nations system, including WTO and WIPO, donor agencies, nongovernmental 
organizations and the pharmaceutical industry in order to encourage fair trade in safe and 
effective medicines for children and adequate financing for securing better access to 
medicines for children; 
(6) to support Member States in implementing, as appropriate, upon request, standards 
for ethical and appropriate clinical trials of medicines in children, and to facilitate 
communication and coordination among Member States1 to promote the sharing of 
paediatric clinical trial information; 
(7) to support analysis and better understanding of costs of research and development 
for medicines of children, including for rare diseases in children; 
(8) to support countries in implementing relevant policies in line with the 2030 Agenda 
for Sustainable Development including Goal 3 and related access to medicine targets, and 
to provide necessary technical assistance in this regard upon request; 
(9) to report to the Seventy-first World Health Assembly on progress in the 
implementation of this resolution. 

The financial and administrative implications for the Secretariat of the adoption of the draft 
resolution were as follows:  

Resolution: Promoting innovation and access to quality, safe, efficacious and affordable medicines for children 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Twelfth General Programme of Work: outcomes 3 and 4.3.1. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

1 And, regional economic integration organizations, as appropriate. 
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3. What is the proposed timeline for implementation of this resolution? 

From the fourth quarter of 2016 until the end of 2019. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 0.83 0.13 0.96 
Regional offices 0.83 0.27 1.10 
Headquarters 1.12 0.98 2.10 
Total 2.78 1.38 4.16 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 

 

– What are the gaps? 

US$ 4.16 million. 

– What action is proposed to close these gaps? 

The gap will be addressed through the coordinated resource mobilization efforts for possible financing 
by voluntary contribution. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 0.83 0.123 0.96 
Regional offices 0.83 0.27 1.10 
Headquarters 1.12 0.98 2.10 
Total 2.78 1.38 4.16 

2(a) Financing implications for the budget in the next biennium:  

– How much is currently financed in the next biennium? 

 

– What are the financing gaps? 

US$ 4.16 million. 

– What action is proposed to close these gaps? 

The gap will be addressed through the coordinated resource mobilization efforts for possible financing 
by voluntary contribution. 
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The second draft resolution, on addressing the global shortage of medicines, had been proposed 
by the delegations of Kenya, South Africa and the United States of America and read: 

The Sixty-ninth World Health Assembly, 
PP1  Having considered the report on global shortages of medicines and the safety and 

accessibility of children’s medicines; 
PP2  Recommends to the Sixty-ninth World Health Assembly the adoption of the 

following resolution; 
PP3  Recalling the World Health Assembly resolutions WHA67.22 on access to 

essential medicines, WHA60.20 on better medicines for children, WHA67.20 on Regulatory 
system strengthening WHA67.21 access to biotherapeutic products, including similar 
biotherapeutic products, and ensuring their quality, safety and efficacy, WHA61.21 on global 
strategy and plan of action on public health, innovation and intellectual property, WHA65.19 on 
substandard/spurious/falsely-labelled/falsified/counterfeit (SSFFC) medical products, 
WHA65.17 on vaccines, WHA68.7 and WHA67.25 on antimicrobial resistance as well as 
resolutions WHA64.9 sustainable health financing structures and universal coverage, and also, 
recalling the Resolution A/HRC/RES/12/24 from the Human Rights Council on access to 
medicines; 

PP4 Noting with particular concern that for millions of people, the right to the 
enjoyment of the highest attainable standard of physical and mental health, including access to 
medicines, remains a distant goal, that especially for children and those living in poverty, the 
likelihood of achieving this goal is becoming increasingly remote [reference (A67/81)]; 

PP5 Recognizing that the continuous supply of quality, safe, effective medicines is one 
of the building blocks of every well-functioning health system, which requires a reliable supply 
chain: and noting reports of global medicines shortages and stock-outs that also infringe on 
patients right to health; undermine public health prevention and treatment goals; and threaten 
governments’ ability to scale up services towards achieving universal health coverage; 

PP6 Recalling the Agenda 2030 for Sustainable Development, which includes, inter 
alia, the commitment to achieve universal health coverage, financial risk protection, access to 
primary health-care services and access to safe, effective, quality and affordable medicines and 
vaccines for all by 2030; 

PP7 Acknowledging that Agenda 2030, supports the research and development of 
vaccines and medicines for the communicable and noncommunicable diseases that primarily 
affect developing countries, provide access to affordable essential medicines and vaccines, in 
accordance with the Doha Declaration on the TRIPS Agreement and Public Health, 
(A/RES/70/1 target 3.b); 

PP8 Noting that the challenges related to medicine shortages and stock-outs are 
widespread, affecting medicine manufacturers, procurement agencies and countries at every 
economic level, and they appear to be escalating in severity, and the factors that affect the non-
availability of medicines can be categorized into three areas: problems with the manufacture of 
the medicine, challenges with the procurement of medicines and problems with the supply chain 
which result in medicines being unavailable when patients access care; therefore interventions 
to address weaknesses in all three areas are critical to ensure that medicines are available at the 
point of care; 

PP9 Aware that the shortage of medicines is a global problem, the causes and 
implications of which vary from one country to another and that there is insufficient information 
to determine the magnitude and specific characteristics of the problem; 

PP10 Noting also that the implications of these shortages in the case of infectious 
diseases goes beyond the individual patient and impacts public health as a shortage/stock--out of 
antibiotics, antituberculosis drugs, antiretrovirals or vaccines may result in the spread of 
infection beyond the individual patient; 
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PP11 Considering that there is a need for improved international collaboration on the 
management of shortages of medicines given that medicines shortages may increase risks of 
SSFFC medical products entering the supply chain; 

PP12 Concerned about the challenges that shortages of medicines pose to Member 
States, in relation to ensuring universal access to healthcare, research and development, rational 
use of medicines, and that the financial sustainability of health systems can be affected by 
technological pressure caused by high-cost medicines; and aware that urgent patient-centred 
action is needed by the international community, Member States and relevant actors in health 
systems, 

1. URGES Member States:1 
(OP1)  to develop strategies that may be used to forecast, avert or reduce shortages, 
adapted to national priorities and contexts, including: 

(a) to implement effective notification systems that allow remedial intervention 
to circumvent medicine shortages; 
(b) to ensure that best practices for medicines procurement, distribution and 
contract management processes are in place to mitigate the risk of shortages; 
(c) to develop systems that are capable of monitoring medicine supply, demand, 
availability and alerting procurement departments to possible medicine availability 
problems;  
(d) to strengthen institutional capacity to ensure sound financial management of 
procurement systems, to prevent funding shortfalls for medicines; 
(e) to promote, review and strengthen programmes, public policies, regulatory 
frameworks, systems and authorities that promote access to medicines and align 
policy frameworks to be responsive to medicines that are at risk of being 
unavailable at the point of care, through the appropriate regulatory strategies; 
(f) to urge Member States to focus on health rights of everyone especially 
vulnerable groups and to ensure these groups have timely access to medicines in 
shortage; 
(g) to seek to make medicines more affordable through the implementation of 
various strategies to manage prices such as price negotiations/regulation, 
voluntary/compulsory licences in order to decrease prices of medicines in shortage; 

(OP2)  calls upon manufacturers (active pharmaceutical ingredient and 
formulation), wholesalers, global, and regional procurement agencies and other relevant 
stakeholders to contribute to global efforts to address the challenges of medicines 
shortages, including through participation in notification systems; 
(OP3)  to advance gradually regional and international integration of national 
notification systems including but not limited to sharing of best practices, training for 
human capacity building where necessary with a view of establishing an international 
notification system for essential medicine shortages and stock-outs; 

2. REQUESTS the Director-General: 
(1) to support Member States in addressing the global challenges of medicines 
shortages by developing a global medicine shortage notification system; which may 
include information to better detect and understand the causes of medicines shortages; 
(2) to propose global best practices for the notification and management of shortages, 
including data standards, database management and regulatory/legislative strategies 
including the full use of TRIPS to minimize the impact of shortages; 

1 And, regional economic integration organizations, as appropriate. 
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(3) to develop an assessment of the magnitude and nature of the problem of shortages 
of medicines, including factors such as: market supply system failures and pressures, 
manufacturing and distribution challenges, and recommended solutions, to address the 
most important factors identified; 
(4) to identify medicines that are at particular risk of being in short supply and develop 
strategies to ensure their availability at an affordable price in collaboration with global 
partners; 
(5) to prioritize, the development of new or updated procurement and supply chain 
guidelines, to support the effective functioning of health systems and minimize the risk of 
shortages; 
(6) to work with global partners to strengthen systems for supply chain management; 
(7) to support Member States in the implementation of surveillance systems that will 
monitor and report supply and demand of medicines, using standardized formats 
throughout the supply chain, to predict needs and shortages, and that also reduce the risk 
of SSFFC entering the supply chain; 
(8) to continue to support the Member State mechanism on SSFFC medical products; 
(9) to report on progress and outcome of the implementation of this resolution to the 
Seventy-first World Health Assembly. 

The financial and administrative implications for the Secretariat of the adoption of the draft 
resolution were as follows:  

Resolution: Addressing the global shortages of medicines 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Twelfth General Programme of Work: Outcomes 3 and 4.3.1. 

2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

From the fourth quarter of 2016 until the end of 2019. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 
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B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements, in US$ million 

Level Staff Activities Total 
Country offices 0.20 0.46 0.66 
Regional offices 0.16 0.43 0.59 
Headquarters 0.55 2.51 3.06 
Total 0.91 3.40 4.31 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

Yes. 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 0 

 

– What are the gaps? 

US$ 4.31 million. 

– What action is proposed to close these gaps? 

The gap will be addressed through the coordinated resource mobilization efforts for possible financing 
by voluntary contribution. 

2. Next biennium: estimated budgetary requirements, in US$ million 
Level Staff Activities Total 

Country offices 0.20 0.46 0.66 
Regional offices 0.16 0.43 0.59 
Headquarters 0.55 1.51 2.06 
Total 0.91 2.40 3.31 

2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 

 

– What are the financing gaps? 

US$ 3.31 million. 

– What action is proposed to close these gaps? 

The gap will be addressed through the coordinated resource mobilization efforts for possible financing 
by voluntary contribution. 

The representative of CHINA said that, after additional consultations, consensus had been 
reached on subparagraph 1(9) of the first draft resolution. The bracketed text, which read “and to 
promote clinical trial registration in registries recognized by WHO international clinical trials 
registration platform” should be replaced by “and to promote clinical trial registration in any registry 
that provides data to the WHO international clinical trials registration platform”. 

The representative of SRI LANKA, noting that the safety and accessibility of medicines was a 
major challenge in his country, said that a global approach was needed to prevent global shortages and 
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ensure the safety and accessibility of children’s medications. It was necessary to establish a pricing 
mechanism and a centralized negotiating system that would prevent shortages of essential medicines. 
Drug registration authorities should give priority to controlling monopolies and oligopolies in the 
sector. 

The representative of NORWAY said that shortages of essential medicines and access to high 
quality products for children continued to be key priorities for Norwegian development assistance. Her 
Government had worked to improve access to live-saving commodities by ensuring affordable prices, 
addressing supply chain and regulatory bottlenecks, and incentivizing local manufacturing. Addressing 
shortages would require intersectoral partnerships and transparent sharing of information. Monitoring 
and notification systems were needed to promote early detection of shortages and the identification of 
joint rapid responses, which would improve national forecasting. Information-sharing on the use of 
children’s medications also needed strengthening. The harmonization of regulations and procurement 
practices could lead to efficiencies and should be promoted. Ensuring adequate paediatric formulations 
and vaccines and medicines for epidemic outbreaks would require joint effort with the private sector. 
She supported both draft resolutions. 

The representative of INDONESIA said her Government had a special scheme in place to 
ensure access to medicines; however, it could not do so effectively when global shortages occurred. 
She agreed that options to prevent and manage global stock-outs should involve drug regulators, 
health care professionals, ministries of finance, pharmaceutical manufacturers and other related 
agencies and institutions. She urged the Secretariat to move forward with developing a globalized 
notification system and response mechanism to prevent and manage shortages and stock-outs. It was 
to be hoped that the first draft resolution would lead to substantive improvement and pragmatic action 
to enhance the safety and accessibility of children’s medication. 

The representative of IRAQ said that WHO had a role to play in supervising pharmaceutical 
companies in order to ensure an equitable and needs-based distribution of medicines and vaccines. 
Specific medicines, such as paediatric medication and medicines for cancer and other 
noncommunicable diseases should be supervised and sponsored by WHO to ensure their availability. 
The Secretariat should also promote capacity-building for personnel and institutions in relation to 
medicines policy, procurement management and drug registration. Vulnerable groups such as mothers 
and children should be given priority in the provision of essential medicines and vaccines. 

The representative of FINLAND said that increased research and development was needed on 
diseases specifically affecting children for which no paediatric medication was available. It was 
important to develop formulations that could be used where there was no cold chain or access to clean 
water. Clinical trials in children must adhere strictly to the highest ethical standards at all times. 
Increased transparency with respect to the results of clinical trials was crucial to enhance collective 
knowledge and reduce unnecessary testing. He called on the Secretariat to provide guidance in that 
regard. Where relevant, applications for the inclusion of medicines on the WHO Model List of 
Essential Medicines should be required to include data on paediatric use. An expert group should be 
set up to assess such applications. The experts could also advise the Secretariat on gaps in access to 
paediatric medicines that required urgent attention. He supported the draft resolution on promoting 
innovation and access to medicines for children and, in particular, endorsed the request that the 
Director-General should increase the number of specialists in paediatric medicine on the WHO Expert 
Committee on Selection and Use of Essential Medicines. 

The representative of ARGENTINA said that any strategy that used higher prices as an 
incentive to pharmaceutical companies and as a means of reducing the risk of shortages of essential 
medicines could prove counterproductive, as some medicines could become unaffordable. Shortages 
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could lead to inappropriate use of medicines, putting patient safety at risk. States should strengthen 
their capacity to assess the cost-effectiveness of high-cost technologies. 

The representative of the UNITED REPUBLIC OF TANZANIA said that his country had faced 
the challenges outlined in the report and fully supported the options for action proposed therein, 
especially in relation to medicines for children. He supported the adoption of both draft resolutions. 

The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA, speaking on behalf of 
the Members of the Union of South American Nations, said that ensuring equitable access to 
medicines was a prerequisite for the achievement of universal health coverage. Shortage and stock-
outs of medicines was a global problem requiring attention by the Health Assembly, which should take 
action to address, with the Secretariat’s support, barriers to access, especially for children, who should 
not be deprived of access to medicines owing to shortages of paediatric formulations. The Member 
States of the Union of South American Nations had agreed in 2014 to strengthen regional monitoring 
mechanisms in order to generate information and early alerts with a view to preventing shortages. He 
urged the Secretariat and Member States to promote the development and use of best practices for 
preventing and managing shortages and to work together to improve equitable access to medicines. 

The representative of TUNISIA expressed support for the proposals put forward in the report to 
prevent and manage shortages of essential medicines. She particularly welcomed the idea of 
establishing a global list of essential medicines in short supply or susceptible to shortages. WHO 
should consider establishing international agreements with pharmaceutical companies in order to 
ensure the availability of essential medicines. Her country had worked closely with WHO to formulate 
legislation and put in place mechanisms to ensure the availability of safe, high quality and effective 
medicines and now produced half of its pharmaceutical requirements. In addition, Tunisia had set up a 
national observatory to monitor and ensure adequate supplies of essential medicines. 

The representative of JAPAN said that it was important to collect and evaluate scientific data on 
the effectiveness and safety of medicines for children and to provide that information to health care 
providers. His Government had adopted various measures to promote the clinical development of 
children’s medications and would be happy to share its experience with others. He urged other 
Member States also to share best practices in procurement and supply management. Although 
shortages of essential medicines were often regarded as a problem of countries with limited resources, 
all countries faced shortages. He therefore encouraged the Secretariat to develop concrete measures 
that were applicable to all countries, regardless of level of economic development. He welcomed the 
two draft resolutions. 

The representative of GABON, speaking on behalf of the Member States of the African Region, 
said that shortages of essential medicines were caused by various factors, including difficulties in 
obtaining raw materials, high prices, fragmentation of markets and lack of local producers. Access to 
paediatric medicines, in particular, was hindered by lack of regulatory mechanisms to ensure the 
quality of medicines and poor representation of children in clinical trials. Those challenges could best 
be met through the use of online information systems, improved coordination among producers and 
approval and local production of generic medicines. Better international coordination and the creation 
of a global evaluation system and a global supply management mechanism would facilitate early 
detection of and rapid response to shortages. Attention to pricing practices was also needed. Member 
States in the Region fully supported the strategies developed following the adoption of resolution 
WHA60.20 (2007) on better medicines for children, including the Paediatric Medicines Regulators 
Network, and considered it important to mobilize resources to ensure the sustainability of those 
efforts. They also supported the two draft resolutions. 
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The representative of the REPUBLIC OF KOREA said that, in order for an international 
notification system to operate effectively, the terms “stock-outs” and “shortages” should be clearly 
defined; the former meant that a medicine was no longer in stock, and the latter meant that there was 
not enough to meet demand. A global information-sharing mechanism should be created to enable 
Member States to report shortages of essential medicines in a timely manner. Global and regional 
working groups should be established in order to enhance cooperation between countries and ensure a 
stable supply chain. Her country wished to be added to the list of sponsors of the draft resolution 
addressing the global shortage of medicines. 

The representative of ETHIOPIA welcomed the Secretariat’s work, including the WHO Model 
List of Essential Medicines for Children and the development of global standards for the formulation 
of paediatric medicines. His Government had adopted various strategies to facilitate the registration of 
medicines suitable for children, including streamlined review of documentation on WHO prequalified 
medicines and permitting clinical trials for paediatric medicines in special circumstances. It was 
committed to working in partnership with the pharmaceutical industry to encourage the reformulation 
of paediatric medicines for regulatory submission and with the Paediatric Medicines Regulators 
Network to develop legislation relating to medicines for children. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, endorsing the draft resolution on medicines for children, said that a more coordinated 
approach that tackled persistent drivers of shortages and stock-outs was needed. Her Government had 
worked with partners such as the Global Fund to Fight AIDS, Tuberculosis and Malaria, the GAVI 
Alliance and UNITAID to increase access to medicines, including paediatric antiretroviral medicines, 
and to explore innovative approaches to intellectual property issues, such as patent pooling and 
market-shaping programmes. 

Referring to the progress report on access to essential medicines (document A69/43, part G). 
she said that WHO should continue to take a coordinated systems approach, integrating efforts with 
overall health system strengthening and ensuring data-sharing across all initiatives relating to access to 
medicines. She encouraged Member States to ensure adequate funding for that work. 

The representative of ITALY said that more action should be taken to ensure the availability of 
adequate supplies of medicines for persons with chronic and infectious diseases, in particular 
tuberculosis and HIV disease. Ensuring children’s access to medicines for tuberculosis prevention and 
control was especially important. The Secretariat should promote global and local partnerships of 
governments, pharmaceutical companies, regulators and civil society organizations with a view to 
establishing monitoring, evaluation and accountability systems and joint procurement schemes. Steps 
should also be taken to overcome market barriers and provide appropriate technical support to 
countries on registration of medicines. Without rapid uptake of new formulations, there was a risk that 
their production would cease. He therefore called for additional investment in research on paediatric 
formulations. His country wished to be added to the list of sponsors of the draft resolution on 
medicines for children. 

The representative of COSTA RICA, noting the importance of reaching an international 
agreement to ensure continuity in the manufacture and supply of essential medicines, said that a means 
should be found of ensuring international access to the results of studies and clinical trials on 
paediatric medicines, especially for medicines designed to treat complex and rare diseases in children. 

The representative of SENEGAL said that a global regulatory system would help to ensure the 
availability of essential medicines. Ideally, each medicine should be available from at least three 
producers. Supply coordination systems and streamlining of procurement and marketing authorization 
procedures for essential medicines could help to ensure a constant supply of medicines. The WHO 
Model List of Essential Medicines for Children should be more widely publicized, particularly among 
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low-income countries, and it should be ensured that each country had a mechanism to enable it to 
procure paediatric medicines without major constraints. He supported the draft resolution on 
medicines for children. 

The representative of PANAMA said that her Government had taken measures nationally to 
tackle shortages of essential medicines, including the introduction of domestic legislation to assure the 
quality and safety of medicines and the strengthening of the National Medicines Commission. Pooled-
procurement mechanisms, such as those available through PAHO and UNICEF, provided a useful 
means of improving the availability and affordability of essential paediatric medicines. She supported 
both draft resolutions. 

The representative of THAILAND, expressing support for the draft resolution on medicines for 
children, emphasized the importance of disseminating the results of clinical trials in order to promote 
transparency and avoid duplicating studies and wasting resources. She supported the draft resolution 
on global shortages of medicines, but if permitted would like to propose some amendments to 
strengthen it. 

The representative of SOUTH AFRICA said that solving the complex problem of medicines 
shortages and stock-outs would require in-depth understanding; there was no single solution. The 
unavailability of first-line medicines for the treatment of infectious diseases could result in widespread 
use of second-line medicines intended for restricted use, contributing to antimicrobial resistance, with 
significant consequences for public health. He supported the proposals put forward in the draft 
resolution on medicines shortages, particularly global collaborative responses, an international 
notification system and in-country surveillance systems. He proposed that a revised version of the 
draft resolution on shortages of medicines, incorporating several suggested amendments, be circulated 
in due course. 

The representative of COLOMBIA said that his Government had been adopting innovative 
measures to ensure access to medicines, including strengthened technology assessment processes and 
price regulation. Access to and availability of efficacious, safe and affordable medicines was a 
prerequisite for the enjoyment of the right to health. His country wished to be added to the list of 
sponsors of the draft resolution on medicines for children. 

The observer of CHINESE TAIPEI said that Chinese Taipei had a health insurance system that 
covered the cost of more than 15 000 medicines, an online platform for reporting of shortages of 
medicines, and a strategic plan for preventing and mitigating those shortages. More than 80% of 
shortages had been mitigated as a result. Incentives such as increased reimbursement and lower prices 
for new paediatric formulations and dosage forms had helped to encourage the introduction of innovative 
medicines for children. 

The representative of the INTERNATIONAL PHARMACEUTICAL FEDERATION, speaking 
at the invitation of the CHAIRMAN, welcomed the timely report, as existing shortages were 
worsening and new shortages were occurring; in the Bolivarian Republic of Venezuela, for example, 
75% of medicines were unavailable. A coordinated international approach involving all stakeholders 
was needed to ensure continuity in the supply of medicines. It was gratifying to see reflected in the 
report a series of recommendations that had been agreed by a broad range of stakeholders at an event 
her organization had hosted in Canada in 2013. Pharmacists were committed to finding solutions to 
ensure timely access to medicines. 

The representative of the BOLIVARIAN REPUBLIC OF VENEZUELA said that it was 
regrettable that, in the context of the Health Assembly, irresponsible references were being made to 
figures relating to the situation in his country. The source of the figure cited was unknown. Moreover, 



332 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
although there were stock-outs of medicines in his country, they were by no means as severe as had 
been suggested, and the problem was confined to specific types of medicines for the treatment of 
certain types of diseases, a problem that was linked to what was known as the “economic war” in his 
country. His Government was committed to ensuring access to medicines for the entire population and 
had put in place an essential medicines policy and a pharmacy network. Anybody who had difficulties 
finding medicines could call a free national hotline. 

The representative of MÉDECINS SANS FRONTIÈRES INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, said that the problem of shortages and stock-outs of medicines needed 
long-term structural solutions, including measures to address market failures, monopolies and supply-
chain weaknesses. Uncoordinated changes in treatment guidelines could increase the risk of stock-
outs. Common definitions of shortages and stock-outs were necessary, as were indicators to measure 
the number of patients who received the right amount of the correct medicine. Patient should be 
involved in reporting whether medicines arrived. That information would assist in forecasting and help 
to prevent shortages. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, said that the current research and 
development system was incapable of providing effective solutions to medicines shortages. Patents no 
longer encouraged innovation or the development of new medicines, and alternative models were 
therefore needed. Innovative incentives for research and development at every stage of the process 
were imperative to address inequalities in access to medicines throughout the world. WHO should 
speak out against international trade agreements currently under negotiation that had the potential to 
negatively impact access to medicines. 

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN, supported the new requirement to include paediatric data in applications for inclusion of 
medicines relevant to children in the WHO Model List of Essential Medicines. All applications for the 
inclusion of new medicines or for changes to or deletions from that List should also be evaluated for 
the WHO Model List of Essential Medicines for Children. The continued lack of paediatric 
formulations of antiretroviral medicines led to irregular treatment adherence and high rates of 
treatment failure. The development of fixed-dose combinations and other paediatric formulations was 
urgently needed. As many noncommunicable diseases could not be diagnosed or managed without 
basic medical technologies, she encouraged coordinated efforts to include essential medicines and 
basic technologies for noncommunicable diseases in work designed to tackle shortages and stock-outs 
of medical supplies. 

The representative of the INTERNATIONAL PHARMACEUTICAL STUDENTS’ 
FEDERATION, speaking at the invitation of the CHAIRMAN, said that real-time reporting systems 
that informed all relevant stakeholders of disruptions in medical supplies would enable pharmacists to 
make informed clinical decisions. Through medication substitution, cost-effective procurement and 
equitable medication allocation pharmacists could mitigate the potential harm to patients caused by 
gaps in supply. She encouraged Member States that had not yet implemented real-time systems to do 
so without delay and called on WHO as a whole to take account of pharmacy practice when 
considering solutions to the problem of medicines shortages. 

The representative of the WORLD HEART FEDERATION, speaking at the invitation of the 
CHAIRMAN, particularly welcomed the reference in the report to shortages of benzathine 
penicillin G, a medicine that was crucial to the prevention of rheumatic heart disease, a preventable 
disease that began in childhood. High-quality supplies of benzathine penicillin G could be secured by 
collating and sharing national data on the need for it, enhancing manufacturing capacity by working with 
the pharmaceutical industry and encouraging countries with a high burden of rheumatic heart disease to 
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include benzathine penicillin G in their national essential medicines list. Action was also needed to 
improve the availability of some essential medicines for cardiovascular disease, including cheap, generic, 
widely-manufactured products such as aspirin. 

The representative of the UNION FOR INTERNATIONAL CANCER CONTROL, speaking at 
the invitation of the CHAIRMAN, welcomed the inclusion of 46 cancer medicines in the 2015 update 
of the WHO Model List of Essential Medicines. Shortages of essential medicines to treat cancer 
resulted in children with curable cancers dying unnecessarily in many parts of the world. She approved 
the focus in the report on strengthening regulatory infrastructures in order to tackle weak distribution 
chains, poor storage and counterfeit medicines. Efforts to stabilize demand and identify incentives for 
manufacturers to enter the children’s medicines market were also to be encouraged. She also 
welcomed the emphasis on overall health system strengthening in the two draft resolutions. 

The representative of HEALTH ACTION INTERNATIONAL, speaking at the invitation of the 
CHAIRMAN, said that essential medicines could be made accessible and affordable by removal of 
barriers to their import and of mark-ups on generic medicines, in particular those for 
noncommunicable diseases The global market for many paediatric medicines was characterized by 
low and inconsistent demand, erratic production and volatile prices, which led to poor access to 
essential medicines and the preventable deaths of thousands of children each year. Member States 
should consider developing regional pooled financing and procurement mechanisms, such as PAHO’s 
Revolving Fund. Such mechanisms would aggregate demand, resources and procurement power and 
help to stabilize the production, prices and quality of medicines. 

The ASSISTANT DIRECTOR-GENERAL (Health Systems and Innovation) recalled that 
shortages and stock-outs of medicines had been increasing throughout the world, affecting all Member 
States, for complex reasons. The commitment expressed in the draft resolution on shortages of 
medicines to timely, joint action was important. The Secretariat acknowledged the need to strengthen 
international cooperation with all stakeholders and to support information-sharing. Monitoring the 
availability of medicines across regions would be especially important, as would the development of a 
list of key medicines that were in short supply. Terms and definitions must also be standardized. 

With regard to medicines for children, the Secretariat commended the efforts of Member States 
to accelerate the actions laid out in resolution WHA60.20 (2007) on better medicines for children and 
resolution WHA67.22 (2014) on access to essential medicines. The Secretariat would intensify its 
support to Member States for those efforts. The international community needed to do more to 
improve access to medicines for children, including action to ensure fair and affordable prices. She 
had taken note of the comments on the need: to increase expertise in the work on the WHO Model List 
of Essential Medicines for Children; to promote global standards on the formulation of medicines for 
children; and to ensure the availability of medicines for children with tuberculosis. She acknowledged 
the importance of supporting the optimization of procurement mechanisms for children’s medicines, 
including through existing global mechanisms. 

The Committee noted the report. 

The CHAIRMAN invited the Committee to consider the draft resolution on promoting 
innovation and access to quality, safe, efficacious and affordable medicines for children. 

The representative of CHINA said that, as agreed, the bracketed text in paragraph 1(9) would be 
amended to read: “and to promote clinical trial registration in any registry that provides data to the 
WHO international clinical trials registration platform (ICTRP)”. A footnote would also be added after 
“registry”, reading: “including internationally-recognized open registries such as clinicaltrials.gov, 
among others, and national registries”. 
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The draft resolution, as amended, was approved.1 

The CHAIRMAN suggested that consideration of the draft resolution on addressing the global 
shortage of medicines should be deferred to allow for further consultations. 

It was so agreed. 

(For continuation of the discussion and approval of the draft resolution, see the summary record 
of the seventh meeting, section 4.) 

The meeting rose at 17:40. 

1 Transmitted to the Health Assembly in the Committee’s third report and adopted as resolution WHA69.20. 

                                                      



 
 
 
 
 
 

SIXTH MEETING 

Saturday, 28 May 2016, at 09:40 

Chairman: Dr PHUSIT PRAKONGSAI (Thailand) 

1. COMMUNICABLE DISEASES: Item 15 of the agenda [transferred from Committee A] 

Mycetoma: Item 15.3 of the agenda (documents A69/35 and EB138/2016/REC/1, resolution 
EB138.R1) 

The representative of SOUTH AFRICA, speaking in her capacity as Chairman of the Executive 
Board, said that, during the Board’s consideration of the report on mycetoma at its 138th session, the 
proposed draft resolution had been amended so as to request WHO, through the Strategic and 
Technical Advisory Group for Neglected Tropical Diseases, to define a process for the evaluation of, 
and inclusion of additional diseases in, the list of neglected tropical diseases.1 Subsequently (Geneva, 
12 and 13 April 2016), that Advisory Group met and finalized recommendations for the adoption of 
additional diseases as neglected tropical diseases.2 

The representative of NIGER, speaking on behalf of the Member States of the African Region, 
recalled that, at the Sixty-eighth World Health Assembly, proposals had been made to include 
mycetoma in the list of neglected tropical diseases prioritized by WHO. Noting the information in the 
report, including the measures taken to address mycetoma, she said that the African Region strongly 
supported the work of the Mycetoma Research Center in Khartoum to promote the development of 
tools and strategies to combat the disease. She called on Member States to support the draft resolution 
and to ensure its effective implementation. 

The representative of SUDAN, expressing gratitude that mycetoma was being considered for 
inclusion in the list of neglected tropical diseases, drew attention to the stigmatization suffered by 
patients affected by the disease who often had low socioeconomic status and lived in remote 
communities. He called on the Health Assembly to adopt the draft resolution in order to improve the 
quality of life of people living with mycetoma, narrow the knowledge gap on the disease and establish 
clear procedures for patient care. 

The representative of SAUDI ARABIA said that insufficient attention had been given to 
research and development on mycetoma owing to lack of resources and the stigmatization associated 
with the disease. He recommended the adoption of the draft resolution, which would draw greater 
resources and raise awareness to the problem. 

The representative of KENYA said that, although mycetoma was not considered to be endemic 
in Kenya, his country was nevertheless at risk as it had a significant area within the so-called 
“mycetoma belt”, experienced environmental conditions favouring the disease, and bordered Sudan 
where the disease was endemic. As including mycetoma in the list of neglected tropical diseases was 
the only means of attracting the attention of donors and pharmaceutical companies, which should 

1 See paragraph 3(6) of resolution EB138.R1. 
2 http://www.who.int/neglected_diseases/events/ninth_stag/en/ (accessed 19 July 2016). 
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result in more effective prevention and control programmes, he supported adoption of the draft 
resolution. 

The representative of IRAQ, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, observed that, although the mycetoma belt covered countries in four WHO 
regions, mycetoma might also be a silent disease in other countries. Action was needed to raise 
awareness in affected communities and those potentially at risk, and more data were needed on the 
epidemiological and global burden of the disease. Treatment regimens, especially for fungal 
mycetoma, must be improved. Including the disease in the list of neglected tropical diseases would 
encourage partners to develop better diagnostic tools and medicines to ensure that communities were 
not left behind. He therefore supported the draft resolution. 

The representative of the REPUBLIC OF KOREA observed that several poverty-related 
diseases in tropical regions were still being neglected and he supported WHO’s efforts to improve its 
surveillance and management system for the prevention and control of mycetoma. 

The representative of JAPAN expressed support for the draft resolution. Because the list of 
neglected tropical diseases entailed focused action and clear procedures were needed for modifying 
the list, he attached great importance to subparagraph 3(6) of the draft resolution, which called for a 
clear process of evaluation. He would welcome the addition of mycetoma to the list of neglected 
tropical diseases. A pharmaceutical company in Japan had begun studies to develop medicines to 
tackle the disease. 

The representative of THAILAND expressed appreciation for the efforts made by WHO and its 
partners to tackle mycetoma, in particular through the WHO Collaborating Centre on Mycetoma in 
Khartoum. Noting the challenges that remained, he supported the draft resolution, considering that the 
inclusion of mycetoma in the list of neglected tropical diseases would accelerate the implementation of 
prevention and control measures, including health education, personal hygiene and environmental 
sanitation in affected countries. 

The representative of the UNITED STATES OF AMERICA supported the draft resolution and 
endorsed the remarks by the representative of Japan on subparagraph 3(6), which provided for WHO 
to develop a set of criteria and a process for decisions about modifying the list of neglected tropical 
diseases. He underlined the draft resolution’s emphasis on effective prevention strategies and tools, 
such as rapid diagnosis and improved treatments. 

The representative of SOUTH AFRICA, stressing that mycetoma was a neglected tropical 
disease of public health concern, said that he supported the Secretariat’s recommendations, which 
would help countries to determine the disease’s prevalence and at-risk groups. The Secretariat should 
guide countries in conducting analyses and developing sustainable surveillance strategies. 

The representative of SWITZERLAND welcomed the implementation of a technical system to 
evaluate and modify the list of neglected tropical diseases and supported the draft resolution. 

The ASSISTANT DIRECTOR-GENERAL (HIV/AIDS, Tuberculosis, Malaria and Neglected 
Tropical Diseases) said that the Executive Board’s discussion on mycetoma had indicated that some 
tropical diseases continued to be neglected, socially, financially and technically. In the case of 
mycetoma, prevention measures were not sufficient to make a substantial impact. The adoption of the 
draft resolution would result in advocacy work by WHO to improve the surveillance and control of 
mycetoma and the design of tools and strategies to enable health services to manage cases. The 
discussion had also triggered the development of a systematic technical process to evaluate and 
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potentially include additional diseases in the list of neglected tropical diseases. WHO would tailor its 
mandate to address persistent needs and ensure that nobody was left behind. 

The draft resolution was approved.1 

Draft global health sector strategies: Item 15.1 of the agenda (documents A69/31, A69/32, A69/33, 
A69/59 and A69/59 Add.1) 

• HIV, 2016–2021 

• Viral hepatitis, 2016–2021 

• Sexually transmitted infections, 2016–2021 

The representative of CHINA supported the priorities and the prevention and control measures 
outlined in the three draft global strategies. His Government attached great importance to the 
prevention and control of the diseases concerned and had taken measures to address them in China. 
The draft strategies must respect differences among Member States, making allowance for the 
adjustment of indicators and domestic action priorities. HIV and sexually transmitted infections were 
not only public health issues but also complex social problems, which required multisectoral and 
multidisciplinary efforts. WHO should enhance its coordinating role to bring about multisectoral 
cooperation and the participation of society as a whole. It should furthermore increase its provision of 
technical and financial support to developing countries and use its influence with pharmaceutical 
companies in the negotiation of lower medicine prices. 

The representative of AUSTRALIA, acknowledging that progress remained uneven and 
inequitable, endorsed the three draft strategies and the draft resolution contained in document A69/59. 
Common activities across the strategies should be highlighted in order to support Member States in 
prioritizing actions and leveraging combination interventions, and reporting requirements should be 
streamlined to reduce the reporting burden. He welcomed the use of universal health coverage as an 
organizing framework for the three strategies. In particular he recognized the challenge of ensuring 
affordable access to effective new treatments and encouraged the Secretariat to continue supporting 
Member States in price negotiations. In that regard, the efforts of the Western Pacific Regional Office 
to support collective negotiations to increase affordable access to hepatitis C medicines were laudable. 

The representative of IRAQ, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, endorsed the three draft strategies. Although progress had been made in some 
areas, Member States in the Region continued to face challenges related to poor access to treatment, 
the affordability of medicines and unsafe practices. The situation had been aggravated by the 
unprecedented humanitarian crisis in the Region, which hampered national responses; new groups of 
displaced people had limited access to prevention, diagnosis and treatment services. He called on the 
Secretariat to support efforts in the Region to adapt policy and service delivery models and to mobilize 
the necessary investments. 

The representative of CABO VERDE, speaking on behalf of the Member States of the African 
Region, said that, like HIV, tuberculosis and malaria, viral hepatitis was an international public health 
challenge. Only recently, however, had hepatitis and its huge impact on health and development been 
given adequate attention. The draft global health sector strategy on viral hepatitis was the first global 
strategy on that disease and it would help Member States to achieve target 3.3 of the Sustainable 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.21. 

                                                      



338 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Development Goals. The strategy must, inter alia, be used to raise awareness of the importance of 
combatting hepatitis, and must draw attention to the prohibitively high cost of medicines, especially 
for developing countries. Member States of the Region supported the draft strategy, which offered a 
framework for concerted action at the country, regional and global levels. He urged all Member States 
to provide the necessary resources to ensure universal access to health care services and to uphold and 
promote human rights, gender equality and equity in health. The Secretariat should, moreover, work 
with the pharmaceutical industry and other stakeholders in order to reduce the costs of medicines used 
to treat hepatitis. Member States of the Region would continue to encourage the development of 
innovative approaches to combat the disease. 

The representative of SWITZERLAND, welcoming the consultative process to drafting the 
three strategies, said that they would facilitate the achievement of target 3.3 of the Sustainable 
Development Goals and promote the achievement of the broader 2030 Agenda for Sustainable 
Development. An integrated approach to implementation was needed with a view to enhancing the 
treatment of HIV disease in primary health care institutions established as part of universal health care 
systems. The alignment of the draft global health sector strategy on HIV with the UNAIDS 
2016−2021 Strategy “On the fast-track to end AIDS” was commendable and would bolster the 
international community’s shared commitment to eliminating AIDS by 2030. She welcomed the 
flexibility of the draft strategy, which would allow individual countries to tailor their responses to the 
epidemic. She supported their adoption. 

The representative of ARGENTINA, speaking on behalf of the Member States of the Region of 
the Americas, said that HIV remained a serious concern in the Region, despite the introduction of 
legislation and cross-cutting policies. He welcomed the draft global health sector strategy on HIV and 
its alignment with UNAIDS priorities, goals and targets and with the 2030 Agenda for Sustainable 
Development. Regional consultations could further efforts to combat HIV, but full implementation and 
achievement of the goals of the draft strategy would require close cooperation at all levels of the 
Organization and with Member States. He welcomed the fact that Member States would be able to 
implement the draft strategy with flexibility and trusted that the United Nations General Assembly 
High-level Meeting on Ending AIDS due to be held in June 2016 would bolster global commitment to 
take the steps necessary to eliminate AIDS by 2030. He urged WHO to remain vigilant to the dangers 
posed by sexually transmitted infections and to take timely action to protect vulnerable populations. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND, supporting the adoption of all three draft strategies, commended the clear focus in the 
draft global health sector strategy on HIV on comprehensive prevention, integration and health system 
strengthening and on country investment that prioritized cost-effective interventions for those most in 
need. The Secretariat must support governments to expand HIV initiatives equitably in order to ensure 
that the most sick and vulnerable people were not left behind. Furthermore, given the social drivers of 
HIV infection, a multisectoral approach was required to achieve the goals of the draft strategy on HIV 
and the UNAIDS 2016−2021 Strategy. He asked for further information on how the Secretariat would 
support governments’ efforts to ensure that pre-exposure prophylaxis was used safely and effectively. 

The draft global health sector strategy on viral hepatitis provided much-needed guidance. To 
reduce the incidence of undiagnosed viral hepatitis, his country was seeking to offer testing to all those 
at high risk of infection. It would be difficult for many Member States to meet the draft strategy’s 
ambitious targets as treatment remained largely unaffordable and it was therefore essential that both 
prevention and treatment programmes were integrated into their health care systems. 

He welcomed the focus of the draft global health sector strategy on sexually transmitted 
infections on evidence-based interventions, links to other risk-taking behaviour and reducing 
stigmatization. He strongly supported the milestones for 2020 and the establishment of national 
surveillance systems to monitor antimicrobial resistance. 
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The representative of the REPUBLIC OF KOREA welcomed the draft global health sector 
strategies, which were timely. In order to achieve the objectives of the strategies on HIV of both WHO 
and UNAIDS, as well as the relevant Sustainable Development Goals, international financial support 
and global partnerships needed to be expanded. His country would participate in this response effort. 

In terms of hepatitis B prevention and control, his country had made significant progress. All 
pregnant women were screened and birth-dose vaccinations had reduced the prevalence of hepatitis B 
in children under 5 years of age. The country had recently experienced an outbreak of hepatitis C virus 
infection associated with health care, and he underscored the importance of following standard 
precautions and safe injections in order to reduce the risk of such outbreaks. 

Vaccination of 12-year-old girls with human papillomavirus vaccine would begin in June 2016 
and, through a safer-sex education awareness initiative and advertising campaigns, awareness would 
be raised among adolescents about the consequences of human papillomavirus infection and other 
sexually transmitted infections, including HIV, and the importance of screening and treatment. 

The representative of AUSTRIA welcomed the draft global health sector strategy on sexually 
transmitted infections, particularly its emphasis on national immunization programmes to prevent 
human papillomavirus infection. Austria had a well-established immunization programme that 
targeted both girls and boys between the ages of 9 and 11 years and free vaccination with quadrivalent 
human papillomavirus vaccine was offered as part of that programme. Austria’s strategy against 
human papillomavirus infection had proven to be extremely cost-effective, and herd immunity against 
the virus would soon be reached nationwide. 

The representative of JAPAN welcomed the three draft global health sector strategies, but 
expressed concern that some proposed measures could offend local sensitivities. Consequently, 
countries must be able to implement them in a flexible manner if they were to achieve optimal health 
outcomes. Paragraphs 46 and 47 of the draft global health sector strategy on HIV (document A69/31, 
Annex) and paragraph 2 of the draft resolution (document A69/59) were particular welcome. 

Drug resistance, in the treatment of HIV, sexually transmitted infections and, no doubt, soon 
hepatitis viruses, was a matter of grave concern. Urgent and coordinated action was needed from all 
relevant stakeholders to minimize the risks that resistance would develop. 

Many States no longer required, or were reducing their dependence on, official development 
assistance, resulting in an increased need for technical assistance from the Secretariat and other 
agencies, including UNAIDS, in order to help them to convert from donor to domestic financing of 
their health sector programmes. 

The representative of the RUSSIAN FEDERATION welcomed the acknowledgement in the 
draft resolution on the global health sector strategies (document A69/59) of the importance of taking 
into account domestic legislation and countries’ legal responsibilities, as had been proposed by her 
delegation at the 138th session of the Executive Board. The draft resolution failed, however, to place 
enough emphasis on people taking responsibility for their own health, family values and the need to 
refrain from highly risky forms of behaviour. Such emphasis was crucial if States were to prevent the 
spread of disease, particularly among young people. The Russian Federation had adopted a national 
strategy to combat the spread of HIV, which incorporated established best practices and 
recommendations on HIV control. 

She supported the adoption of the draft global health sector strategies. 

The representative of TUNISIA said that her country had enhanced its programmes to combat 
viral hepatitis, for instance through the establishment of a secure digital database that maintained the 
confidentiality of individuals’ medical records, and the launch of a programme to eliminate hepatitis C 
that made use of data collected during a national survey of hepatitis A, B and C in 2014–2015. That 
programme also aimed to raise awareness of the disease. Her Government was seeking to reduce the 
costs of antivirals with a view to ensuring that all infected individuals received treatment. She urged 
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the Secretariat to support Tunisia’s efforts to combat viral hepatitis, and particularly its screening and 
follow-up programmes. 

The representative of TIMOR-LESTE, speaking on behalf of the Member States of the 
South-East Asia Region, said that the three draft global health sector strategies would bolster efforts to 
achieve the relevant targets under Sustainable Development Goal 3. Universal health coverage was the 
main driver for the implementation of the three strategies, which could be delivered through robust 
primary health care. 

The Member States of the Region had made significant progress in controlling the HIV 
epidemic. Between 2001 and 2014, new HIV infections had declined by 34% and most countries had 
adopted test-and-treat programmes. They were committed to eliminating AIDS and discrimination 
against those living with the HIV virus by 2030. 

Further investment and concerted efforts were needed to realize the objectives of the three 
strategies. Countries shifting from external funding must take steps to mobilize and secure domestic 
funding, and countries that depended on external funding must enhance coordination. The costs of 
medicines to treat hepatitis C were high, and coherent strategies for the production of low-cost generic 
medicines in countries with high levels of hepatitis C virus infections were lacking. Stakeholders 
needed further scientific information so as to formulate effective programmes to combat the spread of 
human papillomavirus, particularly given the large budgetary implications of such programmes. To 
that end, the national immunization technical advisory groups should be strengthened to help 
stakeholders to take evidence-based decisions. 

The representative of THAILAND noted that mechanisms to monitor resistance to 
antiretrovirals were often weak and called on Member States to work with their development partners 
and the Secretariat to establish effective mechanisms for strengthening them. The Secretariat was 
ideally placed to coordinate efforts to develop a sorely-needed vaccine against hepatitis C, building on 
lessons learned in the development of a vaccine against Ebola virus infection. Given their similarities 
in terms of transmission, the global community must develop a comprehensive screening, diagnosis 
and treatment package that would empower States to combat HIV, viral hepatitis, and sexually 
transmitted infections effectively. The draft global strategies must be flexible enough so that States 
could adapt them to the particular challenges they faced, and the Secretariat should ensure that its 
recommendations for specific interventions in that regard were firmly evidence-based. 

He called on Member States to strengthen their mechanisms for assessing the economic impact 
of new health technologies, and to work with their development partners, including WHO, to decide 
which technologies could provide the best value for money and long-term health care outcomes. 

The representative of INDONESIA said that his country was committed to stopping 
transmission of syphilis from mother to child and eliminating HIV and hepatitis B. In collaboration 
with the Secretariat, Indonesia had convened a regional workshop on viral hepatitis in April 2016, 
which had recognized that early diagnosis and treatment were crucial and that communities must 
therefore enjoy access to comprehensive and quality health care services. Support for initiatives to 
combat viral hepatitis from government, the private sector, including pharmaceutical companies, and 
local communities was also vital. Moreover, it would prove impossible to eliminate viral hepatitis 
unless efforts were made to combat discrimination against those with the disease; stigmatization and 
discrimination must therefore be addressed specifically in culturally-appropriate awareness-raising 
initiatives. 

The representative of CANADA welcomed the reference in the draft global health sector 
strategy on sexually transmitted infections to controlling the spread and impact of gonococcal 
antimicrobial resistance; an effective public health response must include the prevention of 
antimicrobial resistance with a view to maintaining the availability of effective treatments for sexually 
transmitted infections. She endorsed the focus on harm reduction for people who injected drugs and 
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the acknowledgement that that was a key component of a comprehensive approach to reducing the 
prevalence of HIV and hepatitis C. She strongly supported drug policies that were informed by solid 
scientific evidence and used the lens of public health to maximize education and minimize harm. 
Addressing the needs of all key populations would help to safeguard their rights, including the right to 
sexual and reproductive health. She called on the Secretariat to harmonize, as far as was possible, the 
draft strategy accountability and reporting requirements with Member States’ existing obligations. 

The representative of GERMANY welcomed the three draft global health strategies and, in 
particular, the timely introduction of WHO’s first draft strategy on viral hepatitis. She called on the 
Secretariat and Member States to consider the key role of prevention in reducing new infections and 
treatment costs. Preventive action should be based on country contexts and include comprehensive 
harm reduction programmes for people who injected drugs, measures to strengthen local health 
systems, infection control and awareness raising. Further financial and strategic synergies with other 
international frameworks in the implementation of the strategy might include the strategy of the 
Global Fund to Fight AIDS, Tuberculosis and Malaria and the UNAIDS 2016–2021 Strategy. 
Overcoming stigmatization and discrimination in the health sector was crucial for equal access to viral 
hepatitis services and should therefore be a priority for countries when implementing the strategy. 

The representative of MALTA described the situation in her country, noting a recent sharp 
increase in new HIV infections among men who had sex with men and a considerable rise among 
foreign residents. A strategy and action plan were in preparation that included specific actions 
targeting high-risk groups. HIV had been identified as a priority for Malta’s Presidency of the Council 
of the European Union in the first half of 2017. Joint action was needed to find innovative solutions to 
the persistently high costs of diagnosis, prevention and antiretroviral treatment. She welcomed the 
draft strategy on HIV and supported its adoption. 

The representative of SOUTH AFRICA, noting that there were vaccines against hepatitis A, B 
and E and that hepatitis C could be cured, expressed concern that hepatitis B was a chronic disease 
requiring lifelong treatment. It was vital that the cost of treatment of viral hepatitis should be made 
affordable and she asked the Director-General to use lessons from reducing the costs of antiretroviral 
medicines to reduce the cost of medicines used to treat viral hepatitis. She welcomed the new HIV 
treatment guidelines, but said that many low- and middle-income countries would require support to 
implement them. The number of new infections, especially in girls and women, in southern and 
eastern Africa was a major cause of concern. It was essential to accelerate socio-behavioural research 
and the search for a vaccine. With regard to sexually transmitted infections, she was concerned about 
penicillin shortages and the high cost of human papillomavirus vaccines. She supported all three draft 
strategies. 

The representative of the UNITED REPUBLIC OF TANZANIA, speaking on behalf of the 
Member States of the African Region, said that early diagnosis was an essential component of sexually 
transmitted infection control, but few countries had the capability to diagnose asymptomatic 
infections. Syphilis and HIV were the only infections for which inexpensive, rapid tests were 
available. The development of antimicrobial-resistant gonococci meant countries had to invest more in 
laboratory diagnosis and establishing surveillance systems to monitor antimicrobial resistance, an area 
in which most African countries needed support. Access to effective medicines, including penicillin, 
remained a challenge. The global strategy should provide a framework for countries to improve and 
accelerate sexually transmitted infections programmes and ensure that strategies, especially those to 
improve screening, vaccines and treatment, were operational. Funding for sexually transmitted 
infections had traditionally been included in HIV/AIDS programmes but, as a result of limited HIV 
funding and increased demand for antiretrovirals, it had decreased significantly. Sexually transmitted 
infections affected all segments of the population, including women and adolescents, and therefore 
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related programmes and their funding must be prioritized. He called for the adoption of the draft 
strategy on HIV, which would take national contexts and existing national plans into account. 

The representative of SAUDI ARABIA said that the elimination of hepatitis C was more 
feasible than ever as many effective medicines were available, even for advanced stages of the disease, 
even though they were not available in sufficient quantities or at affordable costs. One solution was to 
manufacture generics, but measures taken so far in that regard had not satisfied market needs and 
some such medicines did not meet quality control standards. He therefore called for coordinated 
international efforts to find innovative funding solutions for the production of the relevant medicines 
and urged Member States to encourage the production of high quality generics. Partnerships must be 
forged with the pharmaceutical industry to that end, along the lines of existing partnerships for the 
production of medicines to treat HIV/AIDS. Urgent action was needed, especially in view of the fact 
that more than 70% of those carrying the hepatitis C virus were unaware that they were infected. 

The representative of FRANCE welcomed the three draft strategies but stressed the need for the 
international community to speed up efforts to eliminate the epidemics concerned. The relevance of 
adopting an integrated approach to implementation of the HIV strategy in order to avoid treating 
pathologies separately was illustrated by the fact that tuberculosis was a leading cause of death among 
patients with HIV. She welcomed the cross-cutting approach adopted in the draft strategy on sexually 
transmitted infections and the references to antimicrobial resistance and co-infections. She called upon 
Member States to adopt the draft strategies. 

The representative of MALAYSIA strongly supported the draft global strategy on viral hepatitis 
and welcomed the service coverage targets to be reached by 2020 and 2030. The treatment targets for 
hepatitis C might not be reached because life-saving medicines were still too expensive. She urged the 
Secretariat to negotiate with the pharmaceutical industry to bring prices down to affordable levels. 

The representative of MALDIVES said that, despite a low prevalence of HIV, her country 
prioritized preserving that status through every possible means. With regard to combating viral 
hepatitis, Maldives had achieved good progress in areas such as childhood hepatitis B vaccine 
coverage and blood safety, but recognized that elimination would need further efforts. She endorsed 
the global health sector strategies for HIV and viral hepatitis, agreeing with the representative of 
Thailand that they should be adapted to country needs. 

The representative of the ISLAMIC REPUBLIC OF IRAN welcomed the new strategy on HIV 
as the current response to the AIDS epidemic was inadequate. The HIV care cascade approach was a 
valuable prototype and he asked the Secretariat to give it further support. Extensive planning was 
needed for the prevention and treatment of chronic viral hepatitis, especially to ensure the availability 
of low-price medicines. The strong association between chronic hepatitis and unsafe injections, high-
risk sexual practices and injecting drugs suggested that the viral hepatitis and HIV programmes might 
usefully be integrated. The Secretariat should promote the approach of identifying and targeting 
populations and locations, which was a useful tool for tackling sexually transmitted infections, and 
support the initiative of integrating sexually transmitted infections in the primary health care system. 
The relationship between drug use, sexually transmitted infections and high-risk sexual practices 
should be highlighted, and consideration given to sustainable funding for implementation. 

The representative of BRAZIL welcomed the three draft strategies and emphasized the 
importance of caring for the sexual and reproductive health of key populations. The strategies, in 
particular the viral hepatitis strategy, should target all drug users and not be limited to people who 
injected drugs. In 2015, in order to overcome the challenge of high-cost medicines, including those for 
hepatitis C, South American health ministers had agreed to establish a joint purchasing platform in 
partnership with PAHO and to create a database referencing prices in the region. Brazil was 
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committed to working nationally and within a PAHO-supported regional initiative to meet the goal of 
eliminating mother-to-child transmission of HIV and syphilis. The success of public policies hinged 
on overcoming a global shortage of penicillin, however, which issue needed to be discussed urgently 
in order to avoid future shortages. He expressed grave concern about recent arbitrary increases in the 
prices of medicines for opportunistic infections related to HIV/AIDS, which had adversely affected the 
treatment of those most in need. 

The representative of ECUADOR said that she supported the three draft strategies. 

The representative of MALI, speaking on behalf of the Member States of the African Region, 
welcomed the HIV strategy and called for its approval. The provision of services for HIV/AIDS and 
sexually transmitted infections should focus in particular on the most vulnerable target groups, such as 
sex workers. The most vulnerable target and high-risk groups should be determined by Member States 
according to national context, and, as behavioural change was decisive for achieving results, 
community action should be emphasized. During the transition period before implementation of the 
new strategy, it was important to maintain progress already made. The suggested means of ensuring 
the financial viability of implementation needed to be scrutinized according to context to determine 
the choices to be made and ensure sustainability. Partners’ support would have to be redirected to 
enable measures to be put in place through national funding. The support that had been forthcoming 
must continue in order to maintain progress and facilitate the gradual establishment of domestic 
financing mechanisms. He supported the strategy, emphasized the need for concerted action within a 
strengthened accountability framework and invited all concerned to participate fully in the United 
Nations General Assembly’s High-level Meeting on Ending AIDS, to be held in June 2016. 

The representative of PAPUA NEW GUINEA supported all three draft strategies. They were 
vital for his country, which had one of the highest burdens of the three diseases in the Western Pacific 
Region, although good data were lacking. Some progress was being made against HIV, including 
prevention and treatment, but his country would need support to implement the strategies, whose 
adoption he supported. 

The representative of VIET NAM supported the three draft global health sector strategies. With 
technical assistance from the Secretariat, the draft strategy on HIV would guide her country in its 
continuing efforts to tackle the epidemic. She requested support for setting up a viral hepatitis 
surveillance system, and urged the Secretariat to seek a mechanism that offered access to cheaper 
medicines for hepatitis B and C. Funding of the sexually transmitted infections strategy would be 
facilitated by showing that programmes were clinically effective and cost-effective in preventing 
cancer as well as sexually transmitted infections including HIV. She requested the Secretariat’s 
support also in finding cheaper human papillomavirus vaccines, and vaccines for other sexually 
transmitted infections. 

The representative of JAMAICA said that, with significant support from international donor 
agencies, her country had made considerable progress in its response to HIV. Although investment in 
the HIV programme was a priority, economic constraints made its expansion impossible without 
external support. With regard to viral hepatitis, she urged the Secretariat to provide support to enable 
countries to assess their burden. Priority should be given to action under strategic direction 1: 
information for focused action. She endorsed the draft global health sector strategies. 

The representative of BAHRAIN said that Bahrain had established a national committee to 
combat HIV/AIDS, which included representatives of both Government and other stakeholders, and 
had adopted a national programme on HIV/AIDS that was based on the relevant WHO and UNAIDS 
strategies. It had also taken action to prevent the spread of viral hepatitis and sexually transmitted 
infections; single use injections were the norm, blood products were screened and all newborn 
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children were vaccinated against hepatitis B. All pregnant women were screened to prevent 
transmission to newborn children. Bahrain also screened couples intending to marry and conducted 
educational campaigns to raise awareness of viral hepatitis and sexually transmitted infections. 

The representative of the PHILIPPINES emphasized that a strong combination of health system 
strengthening, cost-effective public health approaches and a continuum of services was essential in 
responding effectively to HIV, viral hepatitis and sexually transmitted infections. She expressed 
support for the three draft global health sector strategies, which would provide Member States with 
evidence-based interventions and guidance for their respective programmes, as appropriate to their 
national circumstances. 

The representative of RWANDA, welcoming the three draft global health sector strategies, 
requested the Secretariat to support countries in implementing them as part of comprehensive and 
integrated patient-centred care. With regard to HIV, his country planned to begin the test-and-treat 
strategy nationally from July 2016. He drew attention to the reduction in international financial 
support being given to countries with limited financial and other resources to fight HIV and urged the 
Secretariat to advocate sustained financial support until sufficient domestic resources became 
available. He recommended moving from vertical to horizontal support, which had been proven to 
assist in building resilient and sustainable national health systems. 

The representative of the UNITED STATES OF AMERICA said that domestic investment 
would be critical to the successful implementation of the three draft global health sector strategies, 
which were well aligned with the goals of the 2030 Agenda for Sustainable Development and to the 
fast-track approach of the UNAIDS 2016–2021 Strategy. She stressed the need for more efficient and 
differentiated service delivery models, greater adherence and retention across the treatment cascades, 
and a focus on reducing the risk of antiviral drug resistance. She also noted that untreated drug use and 
mental disorders could adversely affect adherence. Member States should clearly articulate how they 
would reach all key and vulnerable populations. Greater emphasis was needed on cost studies; optimal 
use of programme and financial data could lead to prioritization, implementation and forecasting. The 
issues involved were complex, and some of the methods advocated in the three draft strategies could 
result in unintended consequences. For instance, intellectual property was only one component of 
access, and it could be important in the development of new medicines; many other factors not 
addressed in the draft strategies should also be considered. WHO, as a neutral and trusted body, should 
advocate using the best available evidence and implementing guidelines. 

The representative of ESTONIA outlined the steps being taken in his country to tackle the 
considerable challenge posed by HIV and associated comorbidities. Harm-reduction services were 
fully funded from the State budget. The European Region was the only WHO region where the 
number of new HIV infections was still increasing, and injecting drug use accounted for almost half of 
all new HIV cases in eastern Europe and Central Asia. The epidemic would not be stopped without 
harm-reduction measures and access to health care and social services. He called on the Secretariat to 
support Member States in that regard. The unified format of the three draft global health sector 
strategies was a welcome innovation, which should be mirrored in other WHO policy documents. He 
expressed specific support for the draft strategy on HIV and urged adoption of the draft resolution. 

The representative of SURINAME, expressing support for the draft global health sector strategy 
on HIV, underlined the importance of monitoring progress. She urged the Secretariat to provide 
country-specific guidance on adapting monitoring tools to national circumstances. Countries would 
also look to the Secretariat for guidance on integrating health services related to other diseases such as 
viral hepatitis, tuberculosis and noncommunicable diseases with HIV services. She further urged the 
Secretariat to support countries in securing the funding and technical assistance that would enable 
them to implement the draft strategy. 
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The representative of SENEGAL said that an integrated global management strategy was 
needed to tackle co-morbidities associated with HIV infection. Such a strategy should reflect the 
reality in each country and should serve as an example in dealing with hepatitis B and C co-infections. 
Additional measures were needed to diagnose viral hepatitis and provide access to treatment. He 
expressed support for the draft global health sector strategy on viral hepatitis, and suggested that a 
mechanism be established to monitor its implementation within the various WHO regions. 

The representative of SLOVAKIA, expressing support for the comments made by the delegates 
of Japan, China and Malta, said that it was important to promote a healthy lifestyle, rather than 
focusing on dealing with the consequences of risky behaviour and promiscuity, which could lead to 
vulnerability, poverty and poor health. Creating a protective environment and instilling positive values 
in children and adolescents would help to prevent sexually transmitted infections and mental health 
issues in future generations. The Secretariat might consider collecting best-practice examples of 
approaches in that area, as healthy lifestyle and prevention solutions cost a fraction of treatment. 

The representative of GREECE, emphasizing the dilemma his country faced in trying to uphold 
every person’s right to proper treatment when resources were limited by external constraints, said that 
plans to eliminate hepatitis C required a combination of prevention, harm reduction, inclusion criteria 
for new therapies, and measures to control the spread of the disease. In addition to political 
commitment, the participation of patients and society was needed in setting priorities. Exchange of 
expertise and experience among countries could also prove valuable. His country was committed to 
tackling hepatitis C, through the development of a national action plan and with support from the 
Secretariat. 

The representative of NIGERIA described some of the steps his country had taken to tackle the 
diseases covered by the three draft strategies and emphasized the need for a comprehensive and 
integrated approach. Local capacity-building was needed to strengthen health systems, particularly for 
developing countries that were largely dependent on development partners. Political commitment to 
the full implementation of the 2001 Abuja Declaration was needed, along with adequate funding. 
Public–private partnerships should be explored, and social health insurance should be considered as a 
component of achieving universal health coverage. He expressed support for the draft resolution 
contained in document A69/59. 

The representative of POLAND expressed full support for the three draft global health sector 
strategies submitted and echoed the comments made by the delegate of Slovakia. 

The representative of CHILE expressed support for the draft global health sector strategy on 
viral hepatitis, noting that the epidemiological characteristics of viral hepatitis and its main causes of 
transmission varied from country to country. She outlined progress made in her country in tackling the 
disease and expressed appreciation to Brazil for its assistance in providing access to medicines. 

The representative of INDIA noted with satisfaction that the draft global health sector strategy 
on HIV emphasized linkages with co-infections, such as tuberculosis and hepatitis. He called for the 
development of linkages with noncommunicable diseases, such as mental health. Noting that emphasis 
should be placed on ensuring access to affordable medicines, he highlighted India’s contribution to 
ensuring access to high-quality generic HIV medicines. The draft global health sector strategy on viral 
hepatitis should place greater emphasis on prevention, with the development of a hepatitis C vaccine a 
priority. Regarding the draft global health sector strategy on sexually transmitted infections, he asked 
WHO to provide more scientific evidence on the effectiveness of human papillomavirus vaccination. 
In view of competing demands for funding for the health-related Sustainable Development Goals, 
ensuring the availability of the resources required to achieve the ambitious milestones for 2020 would 
be challenging. 
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The observer of CHINESE TAIPEI outlined some of the steps being taken, progress made and 
challenges faced in dealing with viral hepatitis in Chinese Taipei, where treatment was still limited by 
high costs. With the aim of reducing discrimination, entry and residence restrictions on people living 
with HIV had been removed. Congenital syphilis was now a notifiable disease. 

The representative of UNAIDS said that the core of the UNAIDS 2016–2021 Strategy, which 
was fully aligned with the Sustainable Development Goals, was to lay the foundations for an evidence- 
and rights-based approach to ending the AIDS epidemic. WHO’s draft global health sector strategy on 
HIV was a key component of the multisectoral AIDS response set out in the UNAIDS Strategy, with 
which it was fully aligned. Adoption of the draft strategy would send a strong signal of commitment to 
ending AIDS as a public health threat by 2030 and to addressing HIV-related discrimination in all 
societies. UNAIDS would continue to work closely with WHO as the draft strategy was implemented. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES welcomed the draft global health sector strategy on HIV. The final version 
should include clear targets and commitments on the needs and rights of each key population group; 
reducing HIV transmission among people who injected drugs; specific ways to involve people living 
with HIV, communities and affected groups in future action and to remove barriers; the need for 
affordable HIV treatment; and the need for commitment from Member States and donors to fund the 
global AIDS response fully. 

The representative of GLOBAL HEALTH COUNCIL, INC., speaking at the invitation of the 
CHAIRMAN, welcomed the draft global health sector strategy on HIV, noting with satisfaction the 
priority attached to eliminating vertical transmission. She strongly encouraged countries to increase 
their efforts in that regard and to obtain certification of elimination. She welcomed the focus on 
paediatric treatment and would support differentiated care and service delivery models, but added that 
such models should be differentiated by age group, in view of the specific risks associated with 
infants, children and adolescents. 

The representative of the INTERNATIONAL AIDS SOCIETY, speaking at the invitation of the 
CHAIRMAN, welcomed all three draft global health sector strategies but emphasized that their 
successful implementation would depend, in part, on a motivated and trained health workforce. With 
regard to the draft strategy on HIV, he called for a continued focus on key populations and on ensuring 
access to scientific advancements in the area of protection. Advances could be achieved with respect 
to the ambitious draft strategy on viral hepatitis through linkages with other programmes. For the draft 
strategy on sexually transmitted infections, it was important to ensure that men and boys had access to 
sexual and reproductive health and HIV-related services. WHO should focus on the linkages between 
the three draft global health sector strategies and supported their implementation. 

The representative of the INTERNATIONAL FEDERATION OF MEDICAL STUDENTS’ 
ASSOCIATIONS, speaking at the invitation of the CHAIRMAN, welcomed the three draft global 
health sector strategies, which offered a framework for a people-centred and human-rights based 
approach to health care for those with, or at risk of contracting, HIV and other sexually transmitted 
infections. She opposed any action by Member States to restrict young people’s access to education 
and information on sexual and reproductive health, and noted the importance of broad intersectoral 
partnerships and civil society involvement in achieving the target of ending the AIDS epidemic by 
2030. 

The representative of the INTERNATIONAL PLANNED PARENTHOOD FEDERATION, 
speaking at the invitation of the CHAIRMAN, welcomed the three draft global health sector strategies, 
in particular the draft global health sector strategy on sexually transmitted infections. He praised the 
emphasis given to such aspects as equity, financing, innovation, gender equality and human rights. 
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The linkage to sexual and reproductive health was encouraging; greater integration of related services 
and programmes had the potential to reduce costs and lead to better outcomes. Implementation of the 
draft strategies would require political support, financial investment and integration in existing health 
systems. He called on Member States to show the leadership required in all forums, particularly at the 
United Nations General Assembly’s High-level Meeting on Ending AIDS in June 2016 and the Fifth 
Replenishment Conference of the Global Fund to Fight AIDS, Tuberculosis and Malaria in September 
2106. He supported the draft resolution. 

The representative of MÉDECINS SANS FRONTIÈRES INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, welcomed the draft global health sector strategy on HIV. She would 
welcome provision of antiretroviral therapy to all people with HIV on diagnosis, emphasizing that 
test-and-treat programmes should be provided to all, not just specific populations or hardest hit 
regions. She also welcomed the draft global health sector strategy on viral hepatitis, but its goals could 
be achieved only if governments implemented ambitious immunization programmes, took action 
against overpriced medicines, reduced the regulatory lag time for registration of new medicines, 
refused pharmaceutical companies’ unethical anti-diversion policies, and guaranteed universal access 
to high-quality diagnostic tools and generic medicines. She urged Member States to endorse the draft 
strategies and provide the resources necessary for their timely and large-scale implementation. 

The representative of the MEDICINES PATENT POOL, speaking at the invitation of the 
CHAIRMAN, welcomed the draft global health sector strategies on HIV and viral hepatitis,  
which highlighted the need to ensure quality and affordable medicines, for instance through voluntary 
licences. His organization’s work with originator and generic companies had enabled more affordable 
access to WHO-recommended treatments for HIV in more than 100 countries, and its recent action on 
hepatitis C would permit manufacture of a generic version of a WHO-recommended treatment for 
supply to more than 112 countries. His organization was willing to continue to collaborate with the 
Secretariat and Member States to increase access to affordable treatments for HIV and viral hepatitis 
in developing countries. 

The representative of MEDICUS MUNDI INTERNATIONAL – INTERNATIONAL 
ORGANISATION FOR COOPERATION IN HEALTH CARE, speaking at the invitation of the 
CHAIRMAN, said that the three draft global health sector strategies failed to explain how key barriers 
would be overcome, notably: how low- and middle-income countries would raise the domestic 
resources necessary to expand their response to HIV; the high costs of trademarked diagnostic tools 
and medicines for hepatitis B and C; and inadequate provision of clean drinking water and sanitation. 
She urged the Secretariat to provide technical support to Member States on using the flexibilities in the 
Agreement on Trade-Related Aspects of Intellectual Property Rights to introduce generic versions of 
new treatments for hepatitis C. The opportunity cost of adding the human papillomavirus vaccine to 
the routine immunization schedule must be carefully considered, given that low-income countries 
were already struggling to maintain current immunization schedules. 

The representative of the WORLD HEPATITIS ALLIANCE, speaking at the invitation of the 
CHAIRMAN, said that the draft global health sector strategy on viral hepatitis was the single most 
important document ever on viral hepatitis. It went further than Sustainable Development Goal 3 by 
moving to eliminate, rather than merely combat, hepatitis B and C as a public health threat by 2030, 
and included clear targets to drive action that would also strengthen health systems. Its ambitious 
objective could be achieved with clear political will from Member States, and he called for adoption of 
the draft strategy. 

The ASSISTANT DIRECTOR-GENERAL (HIV/AIDS, Tuberculosis, Malaria and Neglected 
Tropical Diseases) thanked the speakers for their positive comments. HIV and viral hepatitis continued 
to present a major threat to public health, and the draft global health sector strategies maintained a 
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clear focus on disease while providing a road map for the greater integration of high-impact, disease-
specific interventions and services into national health programmes and systems. With regard to cost, 
he recalled that the draft resolution urged Member States to implement the proposed actions “adapted 
to national priorities, legislation and specific contexts”. Although the strategies introduced ambitious 
targets and called for increase overall investment in health, major opportunities existed to reduce the 
cost of diagnosis, medicines and services, by means of, for instance, comprehensive price-reduction 
strategies and decentralized services. The high cost of hepatitis C treatment was challenging, 
particularly in resource-limited contexts, but was being significantly reduced in a number of low- and 
middle-income countries as a result of the introduction of generic medicines. Resolutions adopted by 
the Health Assembly would also help to increase access to and affordability of medicines and provide 
new platforms to address the high prices of such treatment. Prevention of antimicrobial resistance was 
critical to the draft global health sector strategies on HIV and viral hepatitis. There was a need to 
ensure that issues relevant to HIV and viral hepatitis were adequately reflected in work on 
antimicrobial resistance, and an action plan on addressing HIV drug resistance, which was closely 
linked to the global action plan on antimicrobial resistance, was under development. The Secretariat 
would continue to work closely with the Global Fund to Fight AIDS, Tuberculosis and Malaria and 
other partners to ensure that the three global health sector strategies were widely promoted and 
implemented. 

The ASSISTANT DIRECTOR-GENERAL (Family, Women’s and Children’s Health) said that 
the three draft global health sector strategies were based on the concept of universal health coverage. 
Some success had already been achieved from the integration of activities addressing sexually 
transmitted infections, such as the elimination of mother-to-child transmission of HIV and syphilis in 
Brazil and Cuba. Integration of the draft strategies with the adolescent health programme was also 
important, particularly with respect to prevention activities and human papillomavirus vaccination. 
The Secretariat would be pleased to provide the evidence that Member States required to make policy 
decisions; more than 30 countries had already introduced human papillomavirus vaccination for 
adolescent girls, and much had been learned about the best service delivery model. The cost of the 
vaccine – a critical limitation – was continuing to decrease. Regarding the important link to 
antimicrobial resistance, she reported that the results of WHO’s work on additional diagnostic tools 
and recommendations for surveillance, including with respect to gonorrhoea, were due to be published 
in July 2016. The draft strategies should, first and foremost, be financed by Member States, but 
funding could and should be supplemented by the Global Fund to Fight AIDS, Tuberculosis and 
Malaria, UNITAID, the GAVI Alliance and others. The Secretariat was actively exploring ways of 
working more effectively with such funding instruments to provide the resources required. 

The draft resolution was approved.1 

2. THIRD REPORT OF COMMITTEE B (document A69/74) 

The RAPPORTEUR read out the draft third report of Committee B. 

The report was adopted.2 

The meeting rose at 12:40. 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.22. 
2 See page 384. 

                                                      



 
 
 
 
 
 

SEVENTH MEETING 

Saturday, 28 May 2016, at 14:10 

Chairman: Dr PHUSIT PRAKONGSAI (Thailand) 
later: Dr M. ASADI-LARI (Islamic Republic of Iran) 

later: Dr PHUSIT PRAKONGSAI (Thailand) 

1. COMMUNICABLE DISEASES: Item 15 of the agenda (continued) [transferred from 
Committee A]  

Global vaccine action plan: Item 15.2 of the agenda (document A69/34) 

The representative of BURKINA FASO, speaking on behalf of the Member States of the 
African Region, recalled that the objective of the global vaccine action plan was to expand vaccination 
coverage in the period 2011–2020 to all people, irrespective of their location; its targets were 
ambitious, but remained achievable. Several challenges hindered implementation of the Expanded 
Programme on Immunization in the Region, including the accessibility, cost and availability of 
vaccines, especially during emergency situations such as the current yellow fever epidemic in Angola. 
To ensure the successful implementation of the global vaccine action plan, further efforts were 
required, including: a review of the criteria of the International Coordinating Group on Vaccine 
Provision for Epidemic Meningitis Control for releasing vaccine supplies; the establishment of 
regional stockpiles of vaccines; the facilitation of access to vaccination services by allocating 
sufficient funding; and the improvement of the accessibility and availability of vaccines – in keeping 
with the targets identified in the 2030 Agenda on Sustainable Development. The Member States of the 
Region were committed to implementing the recommendations of the WHO Strategic Advisory Group 
of Experts on immunization1 and requested support from the Secretariat to that end; he urged the 
Health Assembly to endorse those recommendations. 

The representative of the REPUBLIC OF KOREA acknowledged the efforts of the international 
community to achieve the goals of the global vaccine action plan. The issue of vaccination merited 
increased attention on the global health agenda in view of its pivotal role in ensuring global health 
security, including further investment in research and development for the production of safe and 
efficacious vaccines at the national, regional and international levels and the importance of 
strengthening surveillance systems. To support international efforts, her Government had decided to 
increase its contributions to the GAVI Alliance from US$  1  million to US$  4  million annually for 
the next three years. The Republic of Korea would continue its efforts to achieve the goals of the  
2011–2020 Decade of Vaccines and the global vaccine action plan. 

The representative of SAUDI ARABIA drew attention to the significant challenge currently 
faced by his country in relation to the elimination of measles, which posed a serious threat to global 
health security. Measles had not been accorded sufficient attention at the international level, and the 
conditions in the Eastern Mediterranean Region were conducive to its spread; for example, the 
increase of conflict and crisis hindered efforts to reach all those in need of vaccines. The lessons 
learned from efforts to eliminate poliomyelitis could be usefully applied to efforts invested in 

1 See document A69/34, Annex 1. 
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eliminating measles, and he urged the Secretariat, Member States, regional offices and the industry to 
accord maximum attention to the issue. 

The representative of SRI LANKA said that the national immunization programme continued to 
attain high coverage rates, resulting in the prevention and control of most vaccine-preventable 
diseases; for instance, no case of poliomyelitis, diphtheria or neonatal tetanus had been recorded. In 
2015 Sri Lanka had introduced the inactivated poliovirus vaccine, and in the current year had made the 
switch from trivalent to bivalent oral poliovirus vaccine and introduced the human papillomavirus 
vaccine. Sri Lanka had prioritized strengthening vaccine-preventable disease surveillance and 
assessing the performance of the Expanded Programme on Immunization in reducing childhood 
morbidity and mortality. Innovative options for the financing of routine immunization services at the 
subnational level were required in order to ensure their sustainability. He endorsed the 
recommendations of the Strategic Advisory Group of Experts on immunization. 

The representative of the RUSSIAN FEDERATION said that her Government welcomed the 
progress achieved thus far, including the introduction of new vaccines and progress towards the 
elimination of poliomyelitis. She expressed appreciation of the efforts to review the situation in 
developing countries, WHO’s prequalification process and the technical support required to ensure 
vaccine availability and accessibility, and broadly supported the recommendations of the Strategic 
Advisory Group of Experts on immunization, including the proposal to strengthen partnerships at all 
levels in the work against vaccine-preventable disease including measles and rubella and health 
systems. Special attention should be paid to populations living in post-conflict situations, where there 
was a higher risk of the spread of disease. 

The representative of the UNITED REPUBLIC OF TANZANIA described the range of 
measures taken by his country to implement the global vaccine action plan, which included 
introducing new and under-utilized vaccines, increasing access to vaccines for marginalized 
populations through the “reach every child” strategy, and developing a comprehensive immunization 
plan for the period 2016–2020. His country had been certified as having eliminated maternal and 
neonatal tetanus in 2012 and, as a result of the high national oral poliovirus vaccination coverage, had 
also achieved “polio-free” certification in November 2015. WHO should continue to strengthen the 
capacity of developing countries to facilitate their participation in vaccine research and development. 
He welcomed the collaboration of WHO and UNIDO in the establishment of the African vaccine 
manufacturing initiative, and WHO’s work on the prequalification process. His Government was 
committed to implementing the recommendations of the Strategic Advisory Group of Experts on 
immunization. 

The representative of THAILAND said that the Secretariat and other development partners 
should continue to support Member States in strengthening national immunization programmes, as 
part of efforts towards ensuring universal health coverage. The Expanded Programme on 
Immunization should develop a list of critical priority actions to be taken at the country level. The 
success of immunization programmes must not lead to complacency. The potential financial impact 
and sustainability of new vaccines should be taken into serious consideration by WHO and the WHO 
Strategic Advisory Group of Experts on immunization before their introduction was recommended. 
Achievement of the goals of the global vaccine action plan depended to a large extent on the capacity 
of developing countries to develop and produce vaccines at a low cost; consideration should therefore 
be given to delinking the cost of research and development from the price of vaccines. Her 
Government was fully committed to implementing the global vaccine action plan and looked forward 
to the achievement of the targets related to the Decade of Vaccines. 
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The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND said that his Government fully supported the accelerated implementation of the global 
vaccine action plan and the recommendations of the Strategic Advisory Group of Experts on 
immunization. His Government was proud to be the largest donor to the GAVI Alliance, having 
committed to provide £1440 million in funding from 2016 to 2020. WHO should improve the 
management of the global vaccine stockpile, increase transparency in decision-making, and 
communicate decisions and actions more clearly. In spite of the continued high national vaccination 
coverage rates and its success in meeting WHO targets, his Government had not become complacent: 
the recent introduction of the meningococcal ACWY and B vaccines served as an example. All 
countries and partners were called on to ensure that progress in achieving the targets related to the 
Decade of Vaccines remained on track. Member States were urged to increase domestic financing for, 
and support to, immunization. 

The representative of DENMARK, speaking on behalf of the Nordic and Baltic countries, 
Denmark, Finland, Iceland, Norway, Sweden, Estonia, Latvia and Lithuania, thanked the GAVI 
Alliance and the Global Polio Eradication Initiative for their coordinated efforts to eradicate 
poliomyelitis. Although progress had been made in some countries and regions, the elimination 
strategies for maternal and neonatal tetanus urgently needed revision and additional funding. He 
welcomed the recommendations of the Strategic Advisory Group of Experts on immunization 
regarding accountability. Immunization plans that were consistent with the global vaccine action plan 
should be put in place at the country level and shared with the regional offices. The countries that were 
no longer qualifying for support from the GAVI Alliance must ensure the availability of sufficient 
domestic funding for immunization. In order to improve equitable health coverage, immunization 
programmes should form an integral part of strengthened health systems. He expressed concern at the 
challenges related to vaccine production and delivery and their concomitant effect on the successful 
implementation of national vaccination programmes. The recent Ebola and Zika virus outbreaks had 
highlighted the urgent need for increased efforts to develop new vaccines to prevent and respond to 
epidemics and pandemics. A coordinated approach was required to counter the dissemination of non-
evidence-based information on the possible side effects of vaccines. 

The representative of VIET NAM said that her Government strongly supported the 
recommendations of the Strategic Advisory Group of Experts on immunization. Her Government had 
successfully implemented the Expanded Programme on Immunization; the national regulatory 
authority had been accredited by WHO, and Viet Nam was producing vaccines and satisfying national 
demand. Her Government was committed to implementing the global vaccine action plan, but she 
highlighted the need for additional support from the Secretariat in order to maintain the operation of 
the national regulatory authority, enhance national capacity to manufacture vaccines, and maintain 
high immunization coverage rates. 

The representative of CHILE said that concerted and effective action was needed to advance the 
progress made towards the targets of the global vaccine action plan. Greater priority should be 
accorded to immunization programmes at the national level, with an emphasis on ensuring free 
universal access to vaccines. In the light of the increasing dissemination of incorrect information on 
the effects of vaccines, efforts must be made to promote their efficacy and safety. Noting the 
importance of communicating the fact that efforts to enforce immunization were based on technical, 
ethical and legal considerations, she called for support to tackle vaccine refusal. To address the 
availability and accessibility of vaccines, WHO should promote collective vaccine purchasing, and 
emphasize the importance of public–private partnerships in developing and producing vaccines in low- 
and middle-income countries, as well as the need for flexibility in relation to intellectual property 
protection. 
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The representative of LIBYA said that, in the light of the current emergency situation, his 
country was facing significant difficulties in achieving the targets of the global vaccine action plan. 
Noting that many other countries in the Eastern Mediterranean Region affected by crisis were facing 
similar challenges, he underscored the urgent need for support for such countries, including solutions 
to meet the vaccination needs of both the domestic and refugee populations. Given the increasing price 
of vaccines and the resultant unaffordability for many countries, he called on WHO and other partners 
to facilitate access to the lowest global price of vaccines for countries facing humanitarian crises. He 
requested information on how the Secretariat would take action to implement the provisions of 
resolution WHA68.6 (2015), including those relating to the reduction of vaccine prices. The right of 
every child and indeed every person, including those living in crisis situations, to be vaccinated with 
affordable vaccines must be upheld. He looked forward to further progress on the implementation of 
resolution WHA68.6 in the coming year. 

The representative of the UNITED STATES OF AMERICA, noting that the global vaccine 
action plan was not on track, urged all countries to renew their commitment to achieving its targets. 
Urgent action was needed to ensure that global vaccine stockpiles were effectively managed by WHO; 
the current limited supply of yellow fever vaccine was of particular concern. The Secretariat should 
work with Member States to develop strategies for the vaccination of those living in areas affected by 
conflict and insecurity. She commended the efforts of Member States of the African Region, which 
had led to the Declaration on Universal Access as a Cornerstone for Health and Development in Africa 
at the Ministerial Conference on Immunization in Africa earlier in the year. She expressed support for 
the recommendations of the Strategic Advisory Group on immunization, in particular the need for 
global, regional and national partners to align their efforts to support countries in strengthening their 
leadership and accountability frameworks. She regretted that the monitoring framework for the 
sustainable development goals did not include an indicator that was aligned with the objectives of the 
global vaccine action plan. She urged the Secretariat, UNICEF and Member States to: provide 
guidance on reaching every child, building upon the successful results achieved in relation to 
poliomyelitis vaccination; conduct robust disease surveillance; provide effective outbreak response; 
devise culturally appropriate communication strategies; and implement accountability frameworks. 
The ability of Nigeria to harness the polio infrastructure and model to successfully control the recent 
Ebola outbreak affirmed the strong case for using polio assets more extensively to contribute to global 
health security. 

The representative of CHINA said that his Government attached great importance to the global 
vaccine action plan, and welcomed the progress so far. Given the lengthy implementation period for 
the global vaccine action plan, WHO should regularly review the progress made and challenges 
remaining. In order to achieve the targeted results, international cooperation should be increased. 
Support should be provided to facilitate the introduction of new vaccines and technology transfer, and 
vaccinations should be provided free of charge to school-aged children. China stood ready to 
cooperate with other Member States in order to achieve the targets of the global vaccine action plan. 

The representative of the PHILIPPINES expressed concern that, despite the progress made, 
challenges remained in attaining the goals of the global vaccine action plan. She highlighted the need 
to ensure equity and the importance of WHO’s leadership role in ensuring that populations in areas 
affected by crisis and countries with a high burden of disease had access to affordable, life-saving 
vaccines. Her Government supported the recommendations of the Strategic Advisory Group of 
Experts on immunization. 

The representative of SOUTH AFRICA said that the lack of availability, shortages and stock-
outs of vaccines had wide public health implications and hindered progress towards the objectives 
related to antimicrobial resistance. In response to the need for urgent action to ensure that suppliers 
had sufficient capacity to respond to the global demand, the Secretariat should convene a team on 
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vaccine market dynamics to develop strategies for securing vaccine supply. In view of the prohibitive 
cost of vaccines, especially for developing countries, the Secretariat should accelerate the work on 
vaccine pricing, including the establishment of a database of global vaccine prices. It should prepare 
guidelines on accessibility to affordable vaccines for populations in crisis situations. In addition, it 
should fast-track the objectives of the global vaccine action plan, particularly in relation to availability 
and affordability. 

The representative of IRAQ, speaking on behalf of the Member States of the Eastern 
Mediterranean Region, said that the Region was on track for the achievement of the regional hepatitis B 
control target and the introduction of new and under-utilized vaccines. Several countries in the Region 
continued to face great challenges because of their security situation; more than 95% of the 
unvaccinated children in the Region were in those countries. As part of their commitments to 
implement the global vaccine action plan, countries and partners should allocate and mobilize more 
financial resources and establish a process for monitoring and accountability at national and 
subnational levels, through the National Immunization Technical Advisory Group. Significant support 
from partners, in terms of funding and technological transfer, would be needed to ensure access to 
immunization in countries in crisis and overcome the global shortage of some vaccines. Greater effort 
should be made to reduce the cost of new life-saving vaccines. Resources were also required to 
overcome the bottlenecks in maternal and neonatal tetanus elimination. Member States of the Region 
supported the recommendations of the Strategic Advisory Group of Experts and the proposal to 
present the assessment report to the World Economic Forum in Davos in order to mobilize necessary 
resources. 

The representative of MALAYSIA said that the affordability of new vaccines and the rising 
numbers of vaccine refusals continued to hinder attainment of the targets in the global vaccine action 
plan. Malaysia had experienced a stock-out of a combination inactivated poliovirus and acellular 
pertussis vaccine, which had disrupted the vaccination schedule, and she urged the Secretariat to 
ensure that supply-side interventions were matched with demand-consolidation activities relating in 
particular to strengthening national decision-making and the national financing of immunization 
programmes. 

The representative of INDONESIA said that it was important for WHO to put in place a proper 
mechanism for vaccine procurement in order to make vaccines available and affordable. Maternal and 
neonatal tetanus had been eliminated in Indonesia. Her Government encouraged WHO and its partners 
to facilitate technology transfer and capacity-building for vaccine manufacturing. All child health 
stakeholders were called on to support and mobilize resources in order to enable all children to have 
access to quality immunization services. 

The representative of NIGER said that, despite the efforts of her Government since 2010 to put 
in place an action plan for vaccines, including the highly effective campaign to introduce 
meningococcal A vaccine as part of its routine vaccination programme, there had been an outbreak of 
more than 7000 cases of meningitis in 2015. The causative agent in more than 75% of the more than 
470 deaths had been group C meningococci and group W meningococci in about 15%. The global 
shortage of vaccines against those strains and their exorbitant cost had posed serious difficulties for 
the authorities at that time. WHO’s contribution was recognized but more was needed. The 
Organization should advocate wider availability of the tetravalent vaccine and a reduction in its cost. 

The representative of the GAVI ALLIANCE, speaking at the invitation of the CHAIRMAN, 
concurred that the Decade of Vaccines was not on course to achieve its objectives. Reaching 
underserved populations with life-saving vaccines was challenging, particularly in the context of 
humanitarian crises. In the second half of the Decade of Vaccines, emphasis on coverage and equity 
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was needed to ensure that the key targets of the global vaccine action plan were met. Her organization 
planned to increase its efforts to help countries to plan for the transition away from eligibility for its 
support so as to ensure the sustainability of immunization systems. It was also important to build 
sustainable health systems in countries and to pursue an international approach to ensuring vaccine 
access in the event of disease outbreaks. The monitoring framework for the 2030 Agenda for 
Sustainable Development would provide an excellent platform to reinvigorate global commitment to 
the Action Plan. The GAVI Alliance advocated the inclusion of a specific immunization indicator in 
the monitoring framework and called for the support of Member States and others in that regard. 

The observer of CHINESE TAIPEI welcomed the recommendations of the Strategic Advisory 
Group of Experts on immunization in connection with strengthening accountability in implementing 
plans and improving immunization coverage rates among unvaccinated children in marginalized 
regions. The Secretariat was encouraged to promote collaboration in immunization programmes, to 
support the international community in meeting vaccination coverage targets, and to coordinate efforts 
in increasing regional vaccine production capacity. Chinese Taipei stood willing to share its expertise 
regarding its immunization information system on vaccination coverage among children and its 
experiences in successfully implementing immunization programmes with its partners. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES called on Member States to take action by: sharing information on vaccine 
prices with WHO; engaging in shared leadership with civil society; and matching supply-side 
interventions with demand-side activities, including through dialogues with communities. He called on 
the Secretariat to: provide guidance to Member States and partners on the vital role that civil society 
organizations can play in the implementation of a critical package of health services, including 
immunizations, to populations living in areas of conflict; support better coordination between 
governments and civil society organizations with regard to the global vaccine action plan 
accountability framework; and provide more online course offerings related to immunization. 

The representative of MÉDECINS SANS FRONTIÈRES INTERNATIONAL, speaking at the 
invitation of the CHAIRMAN, encouraged Member States to continue to share their price data with 
WHO. High prices were preventing her organization from being able to scale-up vaccinations for 
children in crisis-affected areas; pharmaceutical companies were offering no sustainable solution. In 
addition to accelerating competition among vaccine companies, WHO should use its expertise to 
facilitate a review of the pneumococcal conjugate vaccine candidates from emerging economy 
manufacturers in order to cut waiting times for the next product. 

The representative of the INTERNATIONAL PHARMACEUTICAL STUDENTS’ 
FEDERATION, speaking at the invitation of the CHAIRMAN, endorsed positive collaboration 
between national regulatory bodies, the pharmaceutical companies, health practitioners and medicine 
retailers. Member States should incorporate immunization training within all pharmacy curricula and 
provide research internships to pharmacy students. As pharmacists reached community members on a 
daily basis, Member States should include pharmacy students and professionals in public health 
campaigns to tackle vaccine hesitancy and educate the public on the rarity of adverse effects. 

The ASSISTANT DIRECTOR-GENERAL (Family, Women’s and Children’s Health) said that 
tremendous progress had been made in four main areas of the global vaccine action plan, namely: the 
introduction of new vaccines, including the development of the new Ebola vaccine; polio eradication; 
the eradication of maternal and neonatal tetanus, particularly in India and the South-East Asia Region 
in general; and vaccine price sharing. Already 40 Member States had shared information on vaccine 
pricing with WHO, but much more needed to be done; the Secretariat would work on continuing to 
shape the market in order to drive down vaccine prices. Turning to the concerns expressed by Member 
States, she said that a global mid-term review on measles was under way to provide recommendations 
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on how to strengthen control and elimination of measles, mumps and rubella. The Director-General 
had recently commissioned an evaluation on how to improve the management of vaccine stockpiling. 
The GAVI Alliance would focus on reducing inequity in vaccination coverage. A discussion had been 
initiated on how best to use the assets of the polio eradication programme to advance the other goals of 
the global vaccine action plan. The positive, high-level political commitment to vaccinations and 
immunization in Africa was encouraging. Plans were in place to develop the WHO workforce, 
particularly in countries experiencing emergencies and crises, and to devote more resources to 
promoting the health of women and children in displaced settings. 

The Committee noted the report. 

2. HEALTH SYSTEMS: Item 16 of the agenda (continued) [transferred from Committee A]1 

Follow-up to the report of the Consultative Expert Working Group on Research and 
Development: Financing and Coordination ‒ Report of the open-ended meeting of Member 
States: Item 16.2 of the agenda (document A69/40) (continued from the fourth meeting, section 2) 

The CHAIRMAN invited the Committee to consider the following revised version of the draft 
resolution: 

The Sixty-ninth World Health Assembly, 
PP1 Recalling WHA66.22 and subsequent WHA decisions on the Follow-up of the 

Report of the Consultative Expert Working Group on Research and Development: Financing 
and Coordination and noting progress made in the implementation of the Strategic Workplan 
agreed in WHA66.22;  

PP2 Acknowledging that the 2030 Agenda for Sustainable Development includes the 
commitment to support the research and development of vaccines and medicines for the 
communicable and noncommunicable diseases that primarily affect developing countries, 
provide access to affordable medicines and vaccines, in accordance with the Doha Declaration 
on the TRIPS Agreement and Public Health, which affirms the right of developing countries to 
use to the full the provisions in the Agreement on Trade-Related Aspects of Intellectual 
Property Rights regarding flexibilities to protect public health, and, in particular, provide access 
to medicines for all; 

PP3 Recalling the Global strategy and plan of action on public health, innovation and 
intellectual property and its aims to promote innovation, build capacity, improve access and 
mobilize resources to address diseases that disproportionately affect developing countries; 

PP4 Noting with particular concern that for millions of people the right to the 
enjoyment of the highest attainable standard of physical and mental health, including access to 
medicines, remains a distant goal, that especially for children and those living in poverty, the 
likelihood of achieving this goal is becoming increasingly remote; 

PP5 Noting the establishment of the High-Level Panel on Access to Medicines 
convened by the UN Secretary-General; 

PP6 Underscoring that health research and development should be needs-driven and 
evidence-based and be guided by the following core principles: affordability, effectiveness, 
efficiency, and equity; and it should be considered as a shared responsibility; 

1 See the summary record of the General Committee, first meeting, section 2. 
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PP7 Acknowledging the central role of the Global Observatory on Health Research and 
Development to consolidate, monitor and analyze relevant information on health research and 
development activities related to type II and III diseases and the specific research and 
development needs of developing countries in relation to type I diseases, as well as for potential 
areas where market failures exist, and also antimicrobial resistance and emerging infectious 
diseases likely to cause major epidemics, building on national and regional observatories (or 
equivalent functions) and existing data collection mechanisms, with a view to contributing to 
the identification and the definition of gaps and opportunities for health research and 
development priorities and supporting coordinated actions on health research and development; 

PP8 Expressing concern at the significant gap in funding the Strategic Workplan agreed 
in WHA66.22, including the six selected demonstration projects, 

(OP1)  URGES Member States:1 
(1) to make concerted efforts including through adequate and sustainable funding to 
fully implement the Strategic Workplan agreed in WHA66.22; 
(2) to create, operationalize and strengthen, as appropriate, national health research 
and development observatories or equivalent functions for tracking and monitoring of 
relevant information on health research and development and to provide regular 
information on relevant health research and development activities to the Global 
Observatory on Health Research and Development or to other existing data collection 
mechanisms which provide regular reports to the Global Observatory on Health Research 
and Development; 
(3) to provide support to the Director-General for the development of sustainable 
financing mechanisms for the full implementation of the Strategic Workplan agreed in 
WHA66.22; 

(OP2)  REQUESTS the Director-General: 
(1) to expedite the full implementation of the Strategic Workplan agreed in 
WHA66.22; 
(2) to expedite the further development of a fully functional Global Observatory on 
Health Research and Development; 
(3) to submit terms of reference and a costed workplan of the Global Observatory on 
Health Research and Development to the Seventieth World Health Assembly through the 
140th session of the Executive Board under the CEWG related agenda item;  
(4) to expedite, as part of the development of the Global Observatory on Health 
research and development, the development of norms and standards for classification of 
health research and development, including common reporting formats, building on 
existing sources, in consultation with Member State experts and relevant stakeholders in 
order to collect and collate information systematically;  
(5) to promote the Global Observatory on Health Research and Development among 
all stakeholders, including through regular open-access publications and outreach 
activities and encourage all stakeholders to regularly share relevant information on health 
research and development with the Global Observatory on Health Research and 
Development; 
(6) to support Member States in their endeavours to establish or strengthen health 
research and development capacities including the monitoring of relevant information on 
health research and development; 
(7) to establish a WHO Expert Committee on Health R&D to provide technical advice 
on prioritization of health research and development for Type II and III diseases and 

1 And, where applicable, regional economic integration organizations. 
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specific research and development needs of developing countries in relation to Type I 
diseases as well as for potential areas where market failure exists based, inter alia, on the 
analyses provided by the Global Observatory on Health Research and Development. The 
Expert Committee will, as needed, consult with all relevant stakeholders in carrying out 
its work as specified in its terms of reference, which will be formulated and submitted to 
the 140th session of the Executive Board for its consideration; 
(8) to take into account the study conducted by the UNICEF/UNDP/World 
Bank/WHO Special Programme for Research and Training in Tropical Diseases, and on 
the basis of the report of the CEWG, present a proposal with goals and an operational 
plan for a voluntary pooled fund to support research and development for Type III and 
Type II diseases and specific research and development needs of developing countries in 
relation to Type I diseases, to be submitted to the Seventieth World Health Assembly 
through the 140th session of the Executive Board; 
The plan shall describe how the WHO Global Observatory on Health Research and 
Development, the WHO Expert Committee on Health Research and Development and the 
Scientific Working Group of a pooled fund will work together, with specific disease 
examples, and in line with the core principles of affordability, effectiveness, efficiency, 
equity and the principle of delinkage. The plan shall also provide options for sustainable 
funding; 
(9) to promote and advocate for sustainable and innovative financing for all aspects of 
the Strategic Workplan agreed in WHA66.22 and to include, as appropriate, the Strategic 
Workplan in WHO financing dialogues for mobilizing sufficient resources to meet the 
objectives of WHA66.22; 
(10) to promote policy coherence within WHO on its research and development related 
activities such as those in relation to the Research and Development Blueprint for 
Emerging Pathogens and the Global Action Plan on Antimicrobial Resistance in terms of 
application of the core principles of affordability, effectiveness, efficiency and equity and 
the objective of de-linkage identified in WHA66.22; 
(11) to report to the Seventieth World Health Assembly, through the 140th session of 
the Executive Board, on the implementation of this resolution, and request the Seventieth 
World Health Assembly to consider convening another open-ended meeting of Member 
States in order to assess progress and continue discussions on the remaining issues in 
relation to monitoring, coordination and financing for health research and development, 
taking into account relevant analyses and reports. 

The financial and administrative implications for the Secretariat of adoption of the draft 
resolution were as follows: 

Resolution: Follow-up of the report of the Consultative Expert Working Group on Research and 
Development: Financing and Coordination 

A. Link to the general programme of work and the programme budget 

1. Please indicate to which impact and outcome in the Twelfth General Programme of Work, 2014–2019 
and which output in the Programme budget 2016–2017 this draft resolution will contribute if adopted. 

Improved access to and rational use of safe, efficacious and quality medicines and health technologies. 
Outcome: 4:3 
Output: 4.3.2 
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2. If there is no link to the results as indicated in the Twelfth General Programme of Work, 2014–2019 
and the Programme budget 2016–2017, please provide a justification for giving consideration to the 
draft resolution. 

Not applicable. 

3. What is the proposed timeline for implementation of this resolution? 

2016–2017 and 2018–2019. 

If the timeline stretches to future programme budgets, please ensure that further information is provided in the 
costing section. 

B. Budgetary implications of implementation of the resolution 

1. Current biennium: estimated budgetary requirements: US$ 9.5 million 

Level Staff Activities Total 
Country offices – – – 
Regional offices – – – 
Headquarters 5 4.5 9.5 
Total 5 4.5 9.5 

1(a) Is the estimated budget requirement in respect of implementation of the resolution fully included 
within the current programme budget? (Yes/No) 

YES – for the Global Observatory on Health Research and Development and the coordination mechanism. 
NO – under the programme budget for the health research and development demonstration projects 
(US$ 30 million). 

1(b) Financing implications for the budget in the current biennium: 

– How much is financed in the current biennium? 
US$ 1.7 million 

– What are the gaps? 
US$ 7.8 million for the work under the programme budget; US$ 30 million for the demonstration 
projects (outside the programme budget). 

– What action is proposed to close these gaps? 
The gap will be addressed through the coordinated resource mobilization efforts including the financing 
dialogue for possible financing by voluntary contribution. 

2. Next biennium: estimated budgetary requirements, in US$ millions 
Level Staff Activities Total 

Country offices – – – 
Regional offices – – – 
Headquarters 7 6 13 
Total 7 6 13 
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2(a) Financing implications for the budget in the next biennium: 

– How much is currently financed in the next biennium? 
US$ 1 million 

– What are the financing gaps? 
US$ 12 million for activities under the programme budget and US$ 50 million for the demonstration 
projects, outside the programme budget. 

– What action is proposed to close these gaps? 
The gap will be addressed through the coordinated resource mobilization efforts as mandated in 
operative paragraph 2(9) of the resolution. 

The draft resolution, as amended, was approved.1 

The representative of INDIA, speaking as chairman of the drafting group that had successfully 
negotiated and finalized the draft resolution the previous day, expressed the hope that the adoption of 
the resolution would pave the way for the accelerated development of the Global Health Observatory 
on Health Research and Development, the implementation of the demonstration projects and the 
coordination mechanism, and the rapid overcoming of the funding difficulties that hindered the work 
of the Consultative Expert Working Group on Research and Development. 

The representative of GERMANY, welcoming the approval of the draft resolution, said that her 
Government was committed, with its G7 partners, to working together with WHO to contribute to the 
coordination of research and development efforts, and would support the further development of the 
Global Observatory with €500 000. 

The representative of SWITZERLAND said that her country wished to be added to the list of 
sponsors of the resolution. 

Health workforce and services: Item 16.1 of the agenda (documents A69/36, A69/37 and A69/37 
Add.1) (continued) 

• Framework on integrated people-centred health services (documents A69/39 and 
EB138/2016/REC/1, resolution EB138.R2) (continued from the fourth meeting, section 2) 

The CHAIRMAN invited the Committee to consider the following revised version of the draft 
resolution contained in resolution EB138.R2: 

The Sixty-ninth World Health Assembly, 
PP1 Acknowledging Sustainable Development Goal 3 (Ensure healthy lives and 

promote well-being for all at all ages) including target 3.8, which addresses achieving universal 
health coverage, including financial risk protection, access to quality essential health care 
services, and access to safe, effective, quality and affordable essential medicines and vaccines 
for all; 

PP2 Recalling resolution WHA64.9 (2011) on sustainable health financing structures 
and universal coverage, which urged Member States to continue investing in and strengthening 
health-delivery systems, in particular primary health care and services, and adequate human 

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.23. 
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resources for health and health information systems, in order to ensure that all citizens have 
equitable access to health care and services; 

PP3 Reaffirming resolution WHA62.12 (2009) on primary health care, including health 
system strengthening, which requested the Director-General to prepare implementation plans for 
four broad policy directions, including putting people at the centre of service delivery and also 
reaffirming the need to continue to prioritize progress on the implementation plans on the 
other three broad policy directions included in resolution WHA62.12 (2009): (1) dealing 
with inequalities by moving towards universal coverage; (2) multisectoral action and 
health in all policies; and (3) inclusive leadership and effective governors for health; 

PP4 Recalling resolution WHA63.16 (2010) on the WHO Global Code of Practice on 
the International Recruitment of Health Personnel and its recognition that an adequate and 
accessible health workforce is fundamental to an integrated and effective health system and for 
the provision of health services; 

PP5 Recalling also resolution WHA64.7 (2011) on strengthening nursing and 
midwifery which emphasize the implementation of strategies for enhancement of 
interprofessional education and collaborative practice as part of people-centred care, and 
WHA66.23 (2013) on transforming health workforce education in support of universal health 
coverage; 

PP6 Reaffirming resolution WHA60.27 (2007) on strengthening health information 
systems, which acknowledged that sound information is critical in framing evidence-based 
health policy and making decisions, and fundamental for monitoring progress towards 
internationally agreed health-related development goals; 

PP7 Recalling resolutions WHA67.20 (2014) on regulatory system strengthening for 
medical products, WHA67.21 (2014) on access to biotherapeutic products, including similar 
biotherapeutic products, and ensuring their quality, safety and efficacy, WHA67.22 (2014) on 
access to essential medicines, and WHA67.23 (2014) on health intervention and technology 
assessment in support of universal health coverage and WHA67.18 (2014) on traditional 
medicine, 

(OP1)  ADOPTS the framework on integrated, people-centred health services; 

(OP2)  URGES Member States: 
(1) to implement, as appropriate, the framework on integrated, people-centred 
health services at regional and country level, in accordance with national contexts 
and priorities; 
(1)(2) to implement proposed policy options and interventions for Member States in the 
framework on integrated, people-centred health services in accordance with nationally set 
priorities towards achieving and sustaining universal health coverage, including with 
regard to primary health care as part of health system strengthening; 
(2)(3) to make health care systems more responsive to people’s needs, while recognizing 
their rights and responsibilities with regard to their own health, and engage stakeholders 
in policy development and implementation; 
(3)(4) to promote coordination of health services within the health sector and intersectoral 
collaboration in order to address the broader social determinants of health and to ensure a 
holistic approach to services, including health promotion, disease prevention, diagnosis, 
treatment, disease-management, rehabilitation and palliative care services; 
(5) to integrate where appropriate traditional and complementary medicine and 
modern health systems, based on national context and knowledge-based policies, 
while assuring the safety, quality and effectiveness of health services and taking into 
account a holistic approach to health; 
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(OP3) INVITES international, regional and national partners to take note of the framework on 
integrated, people-centred health services; 

(OP4)  REQUESTS the Director-General: 
(1) to provide technical support and guidance to Member States for the 
implementation, national adaptation and operationalization of the framework on 
integrated, people-centred health services, paying special attention to primary health 
services as part of health system strengthening; 
(2) to ensure that all relevant parts of the Organization, at headquarters, regional and 
country levels, are aligned, actively engaged and coordinated in promoting and 
implementing the framework on integrated, people-centred health services; 
(3) to perform research and development on indicators to trace global progress on 
integrated people-centred health services; 
(4) to report on progress on the implementation of made in implementing the 
framework on integrated people-centred health services to the Seventy-first and Seventy-
third World Health Assemblies and at regular intervals thereafter. 

The financial and administrative implications for the Secretariat of the adoption of the 
resolution were the same as for resolution EB138.R2 adopted by the Board.1 

The representative of LIBERIA read out the proposed amendment to operative paragraph 2(5), 
which read as follows: “to integrate where appropriate traditional and complementary medicine and 
modern health systems, based on national context and knowledge-based policies, while assuring the 
safety, quality and effectiveness of health services and taking into account a holistic approach to 
health”. 

The representative of KENYA said that a system was needed for monitoring the implementation 
of national policies on integrated people-centred health services at all levels of the health system. 
Given that the implementation of those services was part of primary health care and a strengthened 
health system, his Government supported the inclusion of a reference within the draft resolution and 
framework to the use of primary health care in the implementation of the integrated people-centred 
health services within a strengthened health system. He asked the Secretariat to provide countries with 
the support necessary to ensure that the framework was fully adapted at country level. 

The representative of IRAQ said that primary health care was the best approach for adopting 
people-centred health services. Family health evidence-based practices should be the cornerstone of 
the model. Community needs should be the main parameter in the presentation of primary health care. 
Health promotion activities needed to be invigorated and priority given to people in crisis situations, 
vulnerable populations and high-risk groups. 

The representative of CANADA said that he accepted the new text of the draft resolution. 

The draft resolution, as amended, was approved.2 

1 See document WHA69/2016/REC/1, Annex 15. 
2 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.24. 
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3. PROGRESS REPORTS: Item 17 of the agenda (document A69/43) [transferred from 

Committee A]1 

Communicable diseases 

A. Eradication of dracunculiasis (resolution WHA64.16) 

Noncommunicable diseases 

B. Sustaining the elimination of iodine deficiency disorders (resolution WHA60.21) 

Promoting health through the life course 

C. Strengthening of palliative care as a component of comprehensive care throughout the life 
course (resolution WHA67.19) 

D. Contributing to social and economic development: sustainable action across sectors to 
improve health and health equity [follow-up of the 8th Global Conference on Health 
Promotion] (resolution WHA67.12) 

E. Reproductive health: strategy to accelerate progress towards the attainment of 
international development goals and targets (resolution WHA57.12) 

Health systems 

F. Health intervention and technology assessment in support of universal health coverage 
(resolution WHA67.23) 

G. Access to essential medicines (resolution WHA67.22) 
H. Access to biotherapeutic products, including similar biotherapeutic products, and 

ensuring their quality, safety and efficacy (resolution WHA67.21) 
I. WHO strategy on research for health (resolution WHA63.21) 

Corporate services/enabling functions 

J. Multilingualism: implementation of action plan (resolution WHA61.12) 

The representative of SWEDEN, speaking on behalf of the Nordic and Baltic countries 
Denmark, Estonia, Finland, Iceland, Latvia, Lithuania, Norway and Sweden, called for progress 
reports to contain clear information on their link to the results chain in the programme budget and 
explicit statements about their contribution towards key outcomes. 

Regarding progress report C, he welcomed the policies adopted and looked forward to the 
development of new tools for palliative care for children. The Secretariat should also continue its work 
towards the introduction of palliative care monitoring mechanisms and its joint efforts with UNODC 
to draft legislation on the availability and accessibility of controlled medicines. Concerning progress 
report D, he welcomed the measures taken to strengthen the Secretariat’s capacities to provide 
guidance and technical assistance for sustainable, multisectoral actions aimed at improving health and 
health equity; such efforts should continue. He asked when the casebook on country action (paragraph 
28) would be published. Regarding progress report E, he expressed concern at the uneven progress and 
inequalities, for example, in access to contraception and safe abortion services. Urgent action was 
required to tackle gender-based and domestic violence against women and implement the WHO global 
plan of action to strengthen the role of the health systems to address interpersonal violence, in 

1 See the summary record of the General Committee, first meeting, section 2. 
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particular against women and girls, and against children, adopted in resolution WHA69.5. Sexual and 
reproductive health rights were central to the achievement of the 2030 Agenda for Sustainable 
Development. 

The representative of THAILAND expressed great regret at the decision to consider all progress 
reports under one agenda item; the limited time for discussion of implementation of resolutions 
contrasted with the effort put into adopting them. In regard to progress report F, he welcomed the steps 
taken to strengthen the capacities of countries with limited resources for health intervention and 
technology assessment and the collaboration with other agencies. Given the large variations in 
progress made by countries reported in the 2015 Global Survey on Global Health Technology 
Assessment by National Authorities, the Secretariat should support Member States in establishing 
their own cost-effectiveness thresholds and devising normative guidelines to assess the attendant 
social and ethical impacts. Concerning progress report I, he urged the Secretariat to monitor closely 
the implementation of the WHO strategy on research for health. In respect of progress report A, he 
commended the impressive work towards the eradication of dracunculiasis. 

Dr Asadi-Lari took the Chair. 

The representative of MALI, speaking on behalf of the Member States of the African Region on 
progress report A, on the eradication of dracunculiasis, noted with concern that new cases of human 
and canine infections had been reported by Chad in 2016. The report referred to the work undertaken 
with partners, but failed to mention the efforts made by Member States in sufficient detail; that 
imbalance should be rectified. Member States in the Region remained concerned that cases of canine 
infections were noted in some of the eight countries yet to be certified as free of dracunculiasis. He 
welcomed the steps taken by the Secretariat to support the eradication of canine infections in Chad and 
efforts to prevent cross-border transmission. Further attention should, however, be paid to preventing 
transmission in refugee camps and countries in the midst of conflict; the Secretariat must find 
innovative ways to fill the US$ 214 million funding gap for the period 2016–2020. 

The representative of JAPAN  welcomed the measures adopted by the Secretariat to facilitate 
access to essential medicines (progress report G), but called for pharmacovigilance and more 
appropriate use of medical products in order to prevent adverse medical effects. Scientific data on 
safety and efficacy must therefore be disseminated in a timely manner to all health-care providers to 
support that task. His Government would continue to assist the Secretariat’s efforts in that area by 
sharing its expertise, best practices and lessons learned. 

The representative of the UNITED KINGDOM OF GREAT BRITAIN AND NORTHERN 
IRELAND welcomed the progress made towards the eradication of dracunculiasis (progress report A) 
and supported the increased research focus on interrupting canine transmission of the disease. The 
Secretariat should facilitate cross-border dialogue and, where appropriate, use other surveillance 
systems to help to identify and eradicate cases of dracunculiasis. Turning to progress report H, he 
noted the growing number of poor quality and fake medicines entering the market and urged Member 
States to remain vigilant. The Secretariat must strive to change the perception that the process of 
WHO pre-qualification for medicines, vaccines and diagnostic tests was time-consuming and 
expensive, particularly in the case of medications that had already been approved by a recognized 
international agency. Some form of agreement on an accelerated procedure for pre-qualification 
should therefore be established at the earliest opportunity. 

The representative of SRI LANKA acknowledged the work on sustaining the elimination of 
iodine deficiency disorders (progress report B); decisive action by his Government had resulted in 
very low rates. Regarding progress report D, he welcomed the Secretariat’s steps to promote 

 
 



364 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
sustainable action across sectors and raise awareness of the need to harmonize policy decisions in 
different sectors in order to improve health and health equity. Sri Lanka had recently adopted various 
policy measures to improve multisectoral action on health, including the establishment of a national 
health development network and council. However, the country continued to face challenges, such as 
demographic and epidemiological transitions and unhealthy lifestyles. In that connection, he thanked 
the Secretariat for its support during the mission of the United Nations Inter-Agency Task Force on the 
Prevention and Control of Non-Communicable Diseases to Sri Lanka in 2015 and urged it to provide 
the country with additional tools and guidelines to monitor future progress. 

The representative of KENYA said that his country remained committed to dracunculiasis 
eradication and had adopted numerous measures to halt transmission of the disease. The last known 
indigenous case in Kenya had been reported in 1994, with the last imported case in 2005. Pre-
certification activities had started in 2006 and it was hoped that the country would be certified free of 
dracunculiasis by the end of 2016. 

The representative of the REPUBLIC OF KOREA expressed appreciation for the Secretariat’s 
efforts to strengthen access to essential medicines and biotherapeutic products. Her Government had 
taken various steps to detect shortages and stock-outs of essential medications, including the 
establishment of a medicine-shortage management system, and remained committed to cooperating 
with other Member States to harmonize regulations of biotherapeutic products. 

The representative of CHINA, referring to progress report G on access to essential medicines, 
said that her Government had established an indicator mechanism to monitor the implementation of 
resolution WHA67.22 (2014) at the national level. In respect of progress report J, she stressed the 
importance of language diversity to the work of WHO and called on the Secretariat to provide further 
information on the budget allocated for the recruitment of translation and language service staff. 

The representative of SENEGAL welcomed the considerable drop in the number of cases of 
dracunculiasis, but called for additional steps to raise awareness of the disease among the general 
public in disease-endemic areas and ensure universal access to potable water. In order to eradicate 
dracunculiasis by 2020, greater efforts must be made to take account of the threats and constraints 
facing countries affected by the disease and provide those States with the appropriate human, material 
and financial support, where necessary. 

The representative of the UNITED STATES OF AMERICA urged the Secretariat to continue 
promoting the detection and prevention of dracunculiasis, particularly in Chad where the number of 
cases of canine infections remained high. Regarding palliative care, he welcomed the progress made 
towards the implementation of resolution WHA67.19 and efforts made to integrate palliative care into 
all aspects of medical treatment. Further collaboration between WHO and the International Narcotics 
Control Board, the United Nations Commission on Narcotic Drugs and the Economic and Social 
Council would be required to facilitate appropriate access to controlled narcotics required for the relief 
of pain and suffering of palliative care patients. As to reproductive health, he supported the work 
undertaken at an international level to help Member States to strengthen and increase access to their 
respective national reproductive health services, particularly in the light of the recent Zika virus 
outbreak. In respect of research on health, he called for WHO to prioritize the translation of research 
into practical actions, establish the necessary research standards, manage research in areas of unmet 
needs and promote essential research in low- and middle-income countries. 

The representative of MALAWI, speaking on behalf of the Member States of the African 
Region on progress report E, welcomed the steps taken to accelerate progress towards the attainment 
of target 3.7 of the Sustainable Development Goals, on universal access to reproductive health 
services. However, progress remained uneven across countries and regions. For example, reproductive 
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health continued to represent a major public health challenge in the African Region, with sub-Saharan 
Africa accounting for 66% of the world’s maternal deaths. He therefore urged the Secretariat and 
WHO’s development partners to continue their efforts to overcome the logistic, economic, cultural and 
political barriers to sexual and reproductive health. 

The representative of IRAQ said that a multisectoral approach was vital in combating iodine 
deficiency and other micronutrient deficiencies. With regard to improving health and health equity, 
special attention should be paid to combating social determinants of health as part of efforts to ensure 
sustainable action across sectors to improve health and health equity. Concerning palliative care, 
particular emphasis should be placed on family health as a component of providing comprehensive 
care throughout the life-course. In respect of reproductive health care, health services should consider 
the issue of gender, equity and equality more effectively and take into account technological advances 
in health care when moving towards universal health coverage. Access to, and the effective use of, 
essential medicines should form the cornerstone of any universal health care strategy. Importance 
should also be placed on the role of research in health. 

The representative of CHAD said that, pending the results of operational research, steps had 
been taken to quarantine dogs in the light of the recent canine infections of dracunculiasis in the 
country. His Government remained fully committed to the monitoring, prevention and eradication of 
dracunculiasis and called for further multisectoral action to combat the disease. 

The representative of INDONESIA, referring to reports G and H, said that access to medicines 
and vaccines was a priority in Indonesia that was reflected in a national medicine policy that was 
implemented according to good governance principles. Decisions had been taken about which 
biotherapeutic products could be used within the national health insurance scheme, and a national 
regulatory framework for biopharmaceuticals had been established. He urged WHO to continue its 
work  in ensuring the accessibility of global essential medicines and vaccines for the Expanded 
Programme on Immunization and its trilateral collaboration with WTO and WIPO, through which it 
could provide further information to Member States on how policies on trade, health and intellectual 
property interacted with each other. 

The representative of TIMOR-LESTE, referring to progress report G, said that, in his country, 
expenditure on pharmaceuticals was already the largest health care cost, at a time when adequate 
funding remained a challenge. The Government had established a body to procure and supply 
medicines and a national medicines regulatory authority. Despite progress in improving access to 
medicines, health ministry still required significant technical and expert support from the Regional 
Office for South-East Asia and the WHO country office. 

The representative of MALDIVES, referring to progress report B, welcomed the commissioning 
of an updated review on the effects of iodine supplementation on women during the preconception, 
pregnancy and postpartum periods. Despite progress, continued efforts were needed to eliminate 
iodine deficiency disorders, especially among vulnerable groups. He stressed the need to establish a 
population-level baseline for dietary salt intake, educate the public, and promote behavioural change 
both to reduce salt intake and to use iodized salt. Useful approaches included reducing salt intake in 
processed foods, and establishing national committees to ensure than dietary salt reduction and salt 
iodization policies were compatible. 

The representative of CAMEROON, speaking on behalf of the Member States of the African 
Region on access to essential medicines, welcomed progress report G but said that it should have dealt 
with the challenge of implementing a plan to develop the pharmaceutical industry in Africa. Efforts to 
secure access to high-quality essential medicines must continue. 
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The representative of TOGO, speaking on behalf of the Member States of the African Region on 
progress report F, acknowledged WHO’s contribution to improving access to prevention and treatment 
services by bringing together mobile telephone operators and the health and development community,  
and called for continuation of that work. Countries needed information about the situation of e-health 
in the Region in order to take evidence-based decisions. Major challenges that remained in the Region 
included ensuring that universal health coverage applied to the informal sector and establishing 
regional- and national-level health-care databases. Levels of technical support and financing varied 
greatly throughout the Region. Member States in the Region would benefit if partners took a more 
harmonized approach under the leadership of WHO. Universal health coverage was an important part 
of achieving Sustainable Development Goal 3. 

The representative of MONACO, referring to progress report J, said that more should be done to 
ensure a better linguistic balance in the Secretariat. Less than a third of the material available in 
English on the WHO website was also available in French, with an even smaller proportion available 
in the other official languages. It was particularly regrettable that tools for the prevention of 
noncommunicable diseases were almost exclusively in English, despite the stated intention to make 
those tools the primary reference for national focal points on such diseases. Translating documents, 
particularly technical ones, as soon as possible into all the official languages would contribute to 
sustainable development on health-related matters. 

The observer of CHINESE TAIPEI, referring to progress report C, said that provisions relating 
to palliative care were included in the health insurance system of Chinese Taipei. Legislation had been 
enacted in 2016 to safeguard palliative care provision and patient autonomy. 

The observer of the INTERNATIONAL FEDERATION OF RED CROSS AND RED 
CRESCENT SOCIETIES, referring to progress report C, deprecated the lack of access globally and in 
particular in Africa to palliative care. Her organization ran community- and home-based palliative care 
programmes, but much more was needed. 

The representative of the UNION FOR INTERNATIONAL CANCER CONTROL, speaking at 
the invitation of the CHAIRMAN and referring to progress report C, said that she welcomed the 
efforts to create new guidance, tools and training. Under a joint global programme developed by 
UNODC, WHO and her organization on improving access to controlled medicines for pain and 
palliative care, work to implement the provisions of resolution WHA67.19 had begun in Ghana,  
Timor-Leste and the Democratic Republic of Congo. She called for other countries besides existing 
donors to provide funds to that end. Palliative care should be included as part of national plans for 
universal health coverage. All countries should adopt national strategies for palliative care that 
included the training of health professionals and access to essential palliative care medicines. The next 
progress report should be submitted to the Seventy-first World Health Assembly in 2018. 

The representative of the WORLDWIDE HOSPICE PALLIATIVE CARE ALLIANCE, 
speaking at the invitation of the CHAIRMAN and referring to progress report C, said that, despite the 
provisions of resolution WHA67.19, most governments did not include palliative care in health care 
policies and legislation. Although progress had been made since that resolution passed, there was still 
a lack of political will and public financing, and much work remained to be done on educating the 
health workforce. To make further progress, donor countries should make funds available for the full 
implementation of the resolution. All countries should adopt national strategies on palliative care as 
part of universal health coverage. The next progress report on the subject should be presented to the 
Seventy-first World Health Assembly. 
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The representative of the INTERNATIONAL FEDERATION FOR MEDICAL AND 
BIOLOGICAL ENGINEERING, speaking at the invitation of the CHAIRMAN and on behalf of the 
International Federation of Hospital Engineering, referred to progress report F. Health technology 
assessment objectives could be successfully achieved if government policies were based on the 
knowledge of experts such as biomedical engineers and medical physicists. 

The representative of HEALTH TECHNOLOGY ASSESSMENT INTERNATIONAL, 
speaking at the invitation of the CHAIRMAN and referring to progress report F, said that the success 
of health technology assessment depended on strategies that were based on the expertise of 
multidisciplinary teams and that took account of the views of stakeholders. Health technology 
assessment agencies should be established to inform and harmonize the processes of market access, 
reimbursement, provision and prescription of health technologies.  

The representative of the GLOBAL HEALTH COUNCIL, speaking at the invitation of the 
CHAIRMAN and referring to progress report G, said that there was rarely a single reason behind the 
lack of access to innovative and life-saving technologies, especially those relevant to poverty-related 
and neglected diseases. The issue should be viewed in parallel with factors that could facilitate greater 
access, such as enabling regulatory and policy environments, well-functioning markets, engagement of 
local communities and affordable pricing.  

The ASSISTANT DIRECTOR-GENERAL (HIV/AIDS, Tuberculosis, Malaria and Neglected 
Tropical Diseases), referring to comments on progress report A, reaffirmed the good progress towards 
eradicating dracunculiasis, with only two confirmed cases reported between January and April 2016, 
compared to four cases for the same period during the previous year. The target of eradicating 
transmission by the end of 2015 had not been met, but it was within reach, as no case had been 
reported in Ethiopia, Mali or South Sudan in the first four months of 2016. Following the finding of 
Dracunculus medinensis infection in dogs in African countries, appropriate research was being 
conducted. The Secretariat continued to be committed to the implementation of resolution WHA64.16 
(2011). 

Referring to progress report E, the ASSISTANT DIRECTOR-GENERAL (Family, Women’s 
and Children’s Health) said that the comments by Member States were consistent with those in the 
discussions of the resolutions adopted during the current Health Assembly pertaining to women’s, 
children’s and adolescents’ health; the global health sector strategy on sexually transmitted infections; 
and the plan of action to strengthen the role of the health system to address interpersonal violence, in 
particular against women and girls, and against children. 

Regarding progress report B, the DIRECTOR (Nutrition for Health and Development) 
reaffirmed the progress made in reducing iodine deficiency throughout the world but he recalled the 
caveat in the report about the limitations of the data;  it was not possible to assess the iodine status of 
other sections of the population than school-aged children. The preferred strategy for controlling 
iodine deficiency disorders remained universal salt iodization. To ensure that that strategy was 
compatible with strategies to reduce sodium intake, adequate monitoring of sodium and iodine 
consumption at the country level was required. Iodine concentrations in salt should be adjusted by 
individual countries according to local data on salt intake. 

The representative of INDIA, referring to progress report H, recalled that in resolution 
WHA69.21 (2014) the Health Assembly had requested the Director-General to convene the Expert 
Committee on Biological Standardization in order to update the 2009 guidelines on evaluation of 
biotherapeutic products, taking into account technological advances and considering national 
regulatory needs and capacities, and to report on the update to the Executive Board. He sought 
clarification, as there was no reference to that request in the progress report. 
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The DIRECTOR (Essential Medicines and Health Products) said that a new document had been 
developed for consideration by the Expert Committee on Biological Standardization later in 2016. 

The Committee noted the progress reports. 

Dr Phusit Prakongsai resumed the Chair. 

4. HEALTH SYSTEMS (resumed) 

Addressing the global shortages of medicines, and the safety and accessibility of children’s 
medication: Item 16.4 of the agenda (document A69/42) (continued from the fifth meeting) 

The CHAIRMAN drew attention to the following revised version of the draft resolution that had 
been introduced at the fifth meeting, on addressing the global problem of medicines shortages:  

The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on global shortages of medicines and the safety and 

accessibility of children’s medicines; 
PP2 Recommends to the Sixty-ninth World Health Assembly the adoption of the 

following resolution: 
PP3 Recalling the World Health Assembly resolutions WHA67.22 on access to 

essential medicines, WHA60.20 on better medicines for children, WHA67.20 on Regulatory 
system strengthening, WHA67.21 access to biotherapeutic products, including similar 
biotherapeutic products, and ensuring their quality, safety and efficacy, WHA61.21 on global 
strategy and plan of action on public health, innovation and intellectual property, WHA65.19 on 
substandard/spurious/falsely-labelled/falsified/counterfeit (SSFFC) medical products, 
WHA65.17 on the global vaccines action plan, WHA68.7 on the global action plan on 
antimicrobial resistance, and WHA67.25 on antimicrobial resistance, as well as resolutions 
WHA64.9 on sustainable health financing structures and universal coverage, and also, recalling 
the Resolution A/HRC/RES/12/24 from the Human Rights Council on access to medicines; 

PP4 Noting with particular concern that for millions of people, the right to the 
enjoyment of the highest attainable standard of physical and mental health, including access to 
medicines, remains a distant goal, that especially for children and those living in poverty, the 
likelihood of achieving this goal is becoming increasingly remote [reference (A67/81)]; 

PP5 Recognizing that the continuous supply of quality, safe, effective and affordable 
medicines is one of the building blocks of every well-functioning health system, which requires 
a reliable supply chain: and noting  reports of global medicines shortages1 and stockouts2 that 
also infringe upon thepatients right to the enjoyment of the highest attainable standard of health 
as envisaged by the WHO Constitution; undermine the attainment of public health prevention 

1 A working definition for the purposes of this resolution of medicine shortage refers to a situation where there 
is insufficient quantity of a particular medicine relative to usual need at any point/s in the supply chain (from 
manufacturer to facility where patient receives treatment). StockoutsShortages that occur at manufacturer or 
wholesaler level are serious since they are more likely to lead to many patients receiving no treatment if not urgently 
addressed (Interagency Working Group). 

2 A working definition for the purposes of this resolution of medicine stockout refers to a situation where there 
is no stock of a particular medicine at any point/s in the supply chain (from manufacturer to facility where patient 
receives treatment). Stockouts can also occur at any point in the supply chain however those stockouts that occur at 
manufacturer or wholesaler level are serious since they are more likely over time to lead to many patients receiving no 
treatment (Interagency Working Group) 
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and treatment goals; and threaten governments’ ability to scale up services towards achieving 
universal health coverage as well as their ability to adequately respond to outbreaks and health 
emergencies; 

PP6 Recalling Goal 3, Target 8 of the Agenda 2030 for Sustainable Development, 
which includes, inter alia, the commitment to achieve universal health coverage, financial risk 
protection, access to quality essential health care services primary health-care services and 
access to safe, effective, quality and affordable medicines and vaccines for all by 2030; 

PP7 Acknowledging that Agenda 2030, supports the research and development of 
vaccines and medicines for the communicable and noncommunicable diseases that primarily 
affect developing countries, provide access to affordable essential medicines and vaccines, in 
accordance with the Doha Declaration on the TRIPS Agreement and Public Health, which 
affirms the right of developing countries to use to the full the provisions in the agreement on 
Trade-Related Aspects on Intellectual Property Rights regarding flexibilities to protect public 
health, and, in particular, provide access to medicines for all (A/RES/70/1 target 3.b); 

PP8 Noting that the challenges related to medicine shortages and stockouts are 
widespread, affecting medicine manufacturers, procurement agencies and countries at every 
economic level, and they appear to be escalating in severity, and the factors that affect the non-
availability of medicines include problems with the manufacture of the medicine (including 
inability to source the active pharmaceutical ingredient), regulatory processes, challenges 
can be categorised into three areas: problems with the manufacture of the medicine, challenges 
with the procurement of medicines, selective marketing strategies and problems with the 
supply chain which result in medicines being unavailable when patients access care; therefore 
interventions to address weaknesses in all three areas are critical to ensure that medicines are 
available at the point of care;PP8 Noting that the challenges related to medicines shortages 
affect access to medicines, are complex and widespread, increasing in frequency, and affect 
citizens, procurement agencies and countries at every level of development and that there is 
insufficient information to determine the magnitude and specific characteristics of the problem; 

PP9 Aware that the shortages of medicines is are a global problem, and the causes and 
implications of which vary from one country to another and that there is insufficient information 
to determine the magnitude and specific characteristics of the problem; 

PP910  Noting also that the implications of these shortages in the case of infectious 
diseases goes beyond the individual patient and impacts public health as a shortage/stockout of 
antibiotics, antituberculosis drugs, antiretrovirals, antimalarials andor vaccines may result in the 
spread of infection beyond the individual patient; 

PP101  Considering that there is a need for improved international collaboration on 
the management of shortages of medicines given that medicines shortages may increase risks of 
SSFFC medical products entering the supply chain; 

PP12 Concerned about the challenges that shortages of medicines pose to Member 
States, in relation to progress towards ensuring universal access to healthcare, research and 
development, rational use of medicines, and that the financial sustainability of health systems 
can be affected by technological pressures arising from new caused by high-cost medicines; 
and noting that investment in research and development for new products may help 
develop alternative treatments, and aware that urgent patient-centred action is needed by the 
international community, Member States and relevant actors in health systems. 
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1. URGES Member States;1 
(OP1)  to develop strategies that may be used to forecast, avert or reduce 
shortages/stockouts, in accordance with adapted to national priorities and contexts, 
including: 

(a1) to implement effective notification systems that allow remedial intervention 
measures to avoid circumvent medicine shortages; 
(b2) to ensure that best practices for medicines procurement, distribution and 
contract management processes are in place to mitigate the risk of shortages; 
(c3) to develop and/or strengthen systems that are capable of monitoring 
medicine supply, demand, availability and alerting procurement departments to 
possible medicine availability problems; 
(d4) to strengthen institutional capacity to ensure sound financial management of 
procurement systems, to prevent funding shortfalls for medicines;  
 (5) to promote, review and strengthen programmes, public policies, and 
develop responsive regulatory frameworks, and systems and authorities that 
provide timely and efficient registration of new medicines, new age-
appropriate formulations,  generics, and post-approval supplements, 
thereby promoting access to medicines and furthermore to align policy 
frameworks to be responsive to medicines that are at risk of being unavailable at 
the point of care;, through the appropriate regulatory strategies; 
(e6) to urge Member States, when confronted with shortages, to prioritize, in the 
case of shortages,  the health needs of the most affected to focus on health rights of 
everyone especially vulnerable groups and to ensure these groups have timely 
access to medicines in shortage; 
(7) to seek consider measures to make medicines more affordable through the 
implementation of various strategies to manage prices such as addressing 
excessive supply chain mark-ups, elimination of taxes and import tariffs, price 
negotiations/regulation, voluntary/compulsory licences, consistent with the 
Global Strategy and Plan of Action for Public Health Innovation and 
Intellectual Property, in order to decrease prices of medicines in shortage; 
(8) to support reliable and sustainable supply of quality, off-patent 
medicines through adequate pricing and through effective enforcement of 
drug regulatory and supply chain security standards. 

(OP1.32) to advance gradually regional and international cooperation in support of 
integration of national notification systems including but not limited to sharing of best 
practices, training for human capacity building through regional and subregional 
structures where necessary with a view of establishing an international notification 
system for essential medicine shortages and stockouts; 
(OP223)  CALLScalls upon manufacturers (active pharmaceutical ingredient and 
formulation), wholesalers, global, and regional procurement agencies and other relevant 
stakeholders to contribute to global efforts to address the challenges of medicines 
shortages, including through participation in notification systems; 

OP3 2. REQUESTS the Director-General: 
(1) to develop technical definitions as needed for medicines shortages and stock outs, 
taking due account of access and affordability in consultation with Member State experts 
in keeping with WHO established processes and to submit a report on the definitions to 
the Seventieth World Health Assembly through the Executive Board; 

1 And, regional economic integration organizations, as appropriate. 

                                                      



 COMMITTEE B: SEVENTH MEETING 371 
 
 
 
 

(2) to develop an assessment of the magnitude and nature of the problem of shortages 
of medicines; 
(31) to support Member States in addressing the global challenges of medicines 
shortages by developing a global medicine shortage notification system; which would 
may include information to better detect and understand the causes of medicines 
shortages; 
(2) to propose global best practices for the notification and management of shortages, 
(including data standards, database management), and management of shortages and 
regulatory/legislative strategies (including measures to address mark-ups, taxes, 
tariffs, voluntary licenses and the full use of TRIPS flexibilities in accordance with 
the WHO Global Strategy and Plan of Action on Public Health Innovation and 
Intellectual Property) to avoid and to minimize the impact of shortages where 
appropriate; 
(3) to develop an assessment of the magnitude and nature of the problem of shortages 
of medicines, including the relative contributions of factors such as: market supply 
system failures, obstacles to access and availability, and pressures, manufacturing and 
distribution challenges, and recommended solutions, to address the most important 
factors identified; 
(4) to identify medicines that are at particular risk of being in short supply and develop 
strategies to facilitate ensure their availability at an affordable price in collaboration with 
global partners; 
(5) to prioritize, the development of new or updated procurement and supply chain 
guidelines for health products, to support the effective functioning of health systems and 
minimize the risk of shortages; 
(6) to work with global partners to strengthen systems for supply chain management 
for health products; 
(7) to support Member States in the implementation of surveillance systems that will 
monitor and report supply and demand of medicines, using standardized formats 
throughout the supply chain, to predict needs and shortages, and that also reduce the risk 
of SSFFC medical products entering the supply chain; 
(8) to continue to support the Member State mechanism on SSFFC medical products; 
(98) (4) to report on progress and outcome of the implementation of this resolution to 
the Seventy-first session of the World Health Assembly. 

The CHAIRMAN announced that a further revision of the draft resolution had just been 
distributed to the Committee. 

The representative of SOUTH AFRICA explained that an informal working group had further 
revised the above text. The revision read: 

The Sixty-ninth World Health Assembly, 
PP1 Having considered the report on global shortages of medicines and the safety and 

accessibility of children’s medicines; 
PP2 Recommends to the Sixty-ninth World Health Assembly the adoption of the 

following resolution: 
PP3 Recalling the World Health Assembly resolutions WHA67.22 on access to 

essential medicines, WHA60.20 on better medicines for children, WHA67.20 on Regulatory 
system strengthening, WHA67.21 access to biotherapeutic products, including similar 
biotherapeutic products, and ensuring their quality, safety and efficacy, WHA61.21 on global 
strategy and plan of action on public health, innovation and intellectual property, WHA65.19 on 
substandard/spurious/falsely-labelled/falsified/counterfeit (SSFFC) medical products, 
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WHA65.17 on the global vaccines action plan, WHA68.7 on the global action plan on 
antimicrobial resistance, and WHA67.25 on antimicrobial resistance, WHA64.9 on sustainable 
health financing structures and universal coverage, and Resolution A/HRC/RES/12/24 from the 
Human Rights Council on access to medicines; 

PP4 Noting with particular concern that for millions of people, the right to the 
enjoyment of the highest attainable standard of physical and mental health, including access to 
medicines, remains a distant goal, that especially for children and those living in poverty, the 
likelihood of achieving this goal is becoming increasingly remote; 

PP5 Recognizing that the continuous supply of quality, safe, effective and affordable 
medicines is one of the building blocks of every well-functioning health system, which requires 
a reliable supply chain: and noting reports of global medicines shortages and stockouts that also 
infringe upon the right to the enjoyment of the highest attainable standard of health as envisaged 
by the WHO Constitution; undermine the attainment of public health prevention and treatment 
goals; and threaten governments’ ability to scale up services towards achieving universal health 
coverage as well as their ability to adequately respond to outbreaks and health emergencies; 

PP6 Recalling Goal 3, Target 8 of the Agenda 2030 for Sustainable Development, 
which includes the commitment to achieve universal health coverage, financial risk protection, 
access to quality essential health care services and access to safe, effective, quality and 
affordable medicines and vaccines for all; 

PP7 Acknowledging that Agenda 2030, supports the research and development of 
vaccines and medicines for the communicable and noncommunicable diseases that primarily 
affect developing countries, provide access to affordable essential medicines and vaccines, in 
accordance with the Doha Declaration on the TRIPS Agreement and Public Health, which 
affirms the right of developing countries to use to the full the provisions in the agreement on 
Trade-Related Aspects on Intellectual Property Rights regarding flexibilities to protect public 
health, and, in particular, provide access to medicines for all (A/RES/70/1 target 3.b); 

PP8 Noting that the challenges related to medicines shortages affect access to 
medicines, are complex and widespread, increasing in frequency, and affect citizens, 
procurement agencies and countries at every level of development and that there is insufficient 
information to determine the magnitude and specific characteristics of the problem; 
 PP9 Noting also that the implications of these shortages in the case of infectious 
diseases impacts public health as a shortage/stockout of antibiotics, antituberculosis drugs, 
antiretrovirals, antimalarials and vaccines may result in the spread of infection beyond the 
individual patient; 

PP10  Considering that there is a need for improved international collaboration on the 
management of shortages of medicines; 

1. URGES Member States;1 
(OP1)  to develop strategies that may be used to forecast, avert or reduce shortages/stockouts, in 
accordance with national priorities and contexts, including: 

(a) to implement effective notification systems that allow remedial measures to avoid 
medicine shortages; 
(b) to ensure that best practices for medicines procurement, distribution and contract 
management processes are in place to mitigate the risk of shortages; 
(c) to develop and/or strengthen systems that are capable of monitoring medicine 
supply, demand, availability and alerting procurement departments to possible medicine 
availability problems; 
(d) to strengthen institutional capacity to ensure sound financial management of 
procurement systems, to prevent funding shortfalls for medicines;  

1 And, regional economic integration organizations, as appropriate. 
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(e) to prioritize, in the case of shortages, the health needs of the most affected groups 
and to ensure these groups have timely access to medicines; 

(OP1.2) to advance gradually regional and international cooperation in support of national 
notification systems including but not limited to sharing of best practices, training for human 
capacity building through regional and subregional structures where necessary; 

(OP2)  CALLS upon manufacturers, wholesalers, global, and regional procurement agencies and 
other relevant stakeholders to contribute to global efforts to address the challenges of medicines 
shortages, including through participation in notification systems; 

OP3 2. REQUESTS the Director-General: 
(1) to develop technical definitions as needed for medicines shortages and stock outs, 
taking due account of access and affordability in consultation with Member State experts 
in keeping with WHO established processes and to submit a report on the definitions to 
the Seventieth World Health Assembly through the Executive Board; 
(2) to develop an assessment of the magnitude and nature of the problem of shortages 
of medicines; 
(3) to support Member States in addressing the global challenges of medicines 
shortages by developing a global medicine shortage notification system; which would 
include information to better detect and understand the causes of medicines shortages; 
(4) to report on progress and outcome of the implementation of this resolution to the 
Seventy-first session of the World Health Assembly. 

The representative of the UNITED STATES OF AMERICA welcomed the draft resolution. It 
was important to distinguish the issue of shortages of medicines from the broader challenges of access, 
pertaining to affordability and general availability. Shortages most frequently affected products that 
were old, off-patent or difficult to formulate and had a tightly-defined shelf life, few or one sole 
manufacturer, for example in the case of sterile injectables. There was poor availability and quality of 
data on actual demand; inadequate management practices in procurement and the supply chain, 
combined with large tender contracts that did not sufficiently define quality standards but whose sole 
emphasis was on obtaining the lowest prices; and inadequate incentives for manufacturers. The revised 
text provided an excellent basis for focused WHO action, and he was pleased to support it. 

The representative of COLOMBIA expressed support for the draft resolution. He proposed 
amending the ninth preambular paragraph to include a reference to antiparasitic medicines. 

The representative of THAILAND endorsed the draft resolution and wished to be included on 
the list of cosponsors. 

The representative of IRAQ proposed a series of further amendments to the text. Throughout the 
document, he proposed adding “and vaccines” to all mentions of medicines, to read “shortages of 
medicines and vaccines”. In the ninth preambular paragraph, he proposed adding after the word 
“antimalarials” the phrase “, medicines to treat neglected tropical diseases”.   He proposed that, in the 
tenth preambular paragraph, adding the words “and responsibility” after “collaboration” as that was a 
delicate issue. In the first operative paragraph, he proposed amending subparagraph (a) by replacing 
“remedial” by “pharmaceutical”; amending subparagraph (b) by the addition of “and vaccines” after 
“medicines”; amending subparagraph (c) similarly by twice replacing “medicine” by “medicine and 
vaccines”to read “to develop and/or strengthen systems that are capable of monitoring and evaluating 
medicines and vaccines supply, demand and availability and alerting procurement departments to 
possible medicine and vaccine availability and utilization problems”; amending paragraph 1(d) to read 
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“ to strengthen personnel with institutional capacity-building to ensure sound financial management of 
procurement and management systems, to prevent funding shortfalls for medicines and vaccines”; and 
amending paragraph 1(e) to read “to prioritize, in the case of shortages, the health needs of vulnerable 
groups ensuring that these groups have timely access to medicines and vaccines”. In operative 
paragraph 1.2 he proposed amending the text to read “to upgrade gradually regional and international 
cooperation in support of national notification systems including but not limited to sharing of best 
practices and buys, training for human capacity building through regional and subregional structures 
where necessary”. In operative paragraph 2, he proposed adding the word “vaccines”, so that the text 
would read “CALLS upon manufacturers, wholesalers, global, and regional procurement agencies and 
other relevant stakeholders to contribute to global efforts to address the challenges of medicines and 
vaccines shortages, through participation in notification systems”. He proposed adding a new request 
to the Director-General in operative paragraph 3.2(1) to read “to develop technical definitions as 
needed for medicines and vaccines shortages and stock-outs, taking due account of access and 
affordability in consultation with Member State experts in keeping with WHO established processes 
and to submit a progress report on the definitions to the Seventieth World Health Assembly through 
the Executive Board”, and amending operative paragraph 3.2(3) to read “to support Member States in 
addressing the global challenges of medicines and vaccine shortages by developing a global medicine 
shortage notification system; which would include effective information systems to better detect and 
understand the causes of medicines shortages, to effectively support their collective work plans.” 

The representative of ZIMBABWE expressed support for the revised draft resolution. His 
Government was willing to cosponsor the resolution in its current form. 

The representative of SOUTH AFRICA said that it would be difficult to make changes to the 
text at such a late stage, given existing time constraints. However, he understood that the issue of 
vaccines was relevant, and that the intent of the draft resolution was to cover both medicines and 
vaccines. He suggested that the title could be amended to “medical products”. It would also be 
possible to add a reference in the ninth preambular paragraph to “antiparasitics” and “medicines for 
neglected tropical diseases”, as those amendments would not constitute a substantive change to the 
text. Other proposed amendments would require further consultation. 

The meeting was suspended at 17:10 and resumed at 17:25. 

The representative of SOUTH AFRICA said that the informal working group had agreed that 
the title of the resolution would be amended to read “Addressing the global shortages of medicines and 
vaccines, and the safety and accessibility of children’s medication” and that the text of the ninth 
preambular paragraph would be amended to read “Noting also that the implication of these shortages 
in the case of infectious diseases impacts public health as a shortage/stockout of, antibiotics, 
antituberculosis drugs, antiretrovirals, antimalarials, antiparasitics and medicines for neglected 
diseases and vaccines may contribute to the spread of infection beyond the individual patient”. 

The representative of the UNITED STATES OF AMERICA remarked that the informal 
working group had agreed that the ninth preambular paragraph should refer to neglected tropical 
diseases. He welcomed the engagement of representatives with the issues at hand, but advised that 
amendments should preferably be submitted in advance, rather than during the Committee’s meeting.  

The representative of SOUTH AFRICA confirmed that the text should indeed refer to 
“neglected tropical diseases”. 
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The draft resolution, as amended, was approved.1 

5. FOURTH REPORT OF COMMITTEE B (document A69/75) 
The SECRETARY of Committee B read out the draft fourth report of Committee B. 

The report was adopted.2 

6. CLOSURE OF THE MEETING 

After the customary exchange of courtesies, the CHAIRMAN declared the work of 
Committee B completed. 

The meeting rose at 17:35

1 Transmitted to the Health Assembly in the Committee’s fourth report and adopted as resolution WHA69.25. 
2 See page 385. 
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In the following sections, information has been drawn from the relevant Health Assembly 
report. That report is identified by its document number and publication date, which are provided in 
square brackets under each subheading. Square brackets have also been used in the reports of 
Committee A and Committee B to indicate where the text of resolutions and decisions recommended 
and subsequently adopted by the Health Assembly has been replaced by the respective resolution or 
decision number. The verbatim records of the plenary meetings at which these reports were approved 
are available on the WHO website, official records page (http://apps.who.int/gb/or/). 

COMMITTEE ON CREDENTIALS 

Report1 

[A69/67 – 25 May 2016] 

The Committee on Credentials met on 24 May 2016. Delegates of the following Member States 
were present: Georgia; Haiti; Kenya; Liberia; Madagascar; Poland; Spain; Tonga.2 

The Committee elected the following officers: Ms Katarzyna Rutkowska (Poland) – Chairman; 
and Dr Bernice Dahn (Liberia) – Vice-Chairman. 

The Committee examined the credentials delivered to the Director-General in accordance with 
Rule 22 of the Rules of Procedure of the World Health Assembly. It noted that the Secretariat had 
found these credentials to be in conformity with the Rules of Procedure. 

The credentials of the delegates of the Member States shown at the end of this report were 
found to be in conformity with the Rules of Procedure as constituting formal credentials; the 
Committee therefore proposed that the World Health Assembly should recognize their validity. 

States whose credentials it was considered should be recognized as valid (see fourth paragraph 
above and decision WHA69(6)): 

Afghanistan; Albania; Algeria; Andorra; Angola; Antigua and Barbuda; Argentina; Armenia; 
Australia; Austria; Azerbaijan; Bahamas; Bahrain; Bangladesh; Barbados; Belarus; Belgium; Benin; 
Bhutan; Bolivia (Plurinational State of); Bosnia and Herzegovina; Botswana; Brazil; Brunei 
Darussalam; Bulgaria; Burkina Faso; Burundi; Cabo Verde; Cambodia; Cameroon; Canada; Central 
African Republic; Chad; Chile; China; Colombia; Comoros; Congo; Cook Islands; Costa Rica; Côte 
d’Ivoire; Croatia; Cuba; Cyprus; Czech Republic; Democratic People’s Republic of Korea; 
Democratic Republic of the Congo; Denmark; Djibouti; Dominican Republic; Ecuador; Egypt; 
El Salvador; Equatorial Guinea; Eritrea; Estonia; Ethiopia; Fiji; Finland; France; Gabon; Georgia; 
Germany; Ghana; Greece; Grenada; Guatemala; Guinea; Haiti; Honduras; Hungary; Iceland; India; 
Indonesia; Iran (Islamic Republic of); Iraq; Ireland; Israel; Italy; Jamaica; Japan; Jordan; Kazakhstan; 
Kenya; Kiribati; Kuwait; Kyrgyzstan; Lao People’s Democratic Republic; Latvia; Lebanon; Lesotho; 
Liberia; Lithuania; Luxembourg; Madagascar; Malawi; Malaysia; Maldives; Mali; Malta; Marshall 
Islands; Mauritania; Mauritius; Mexico; Micronesia (Federated States of); Monaco; Mongolia; 
Montenegro; Morocco; Mozambique; Myanmar; Namibia; Nepal; Netherlands; New Zealand; 

1 Approved by the Health Assembly at its sixth and seventh plenary meetings. 
2 See decision WHA69(1). 
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Nicaragua; Niger; Nigeria; Norway; Oman; Pakistan; Palau; Panama; Papua New Guinea; Paraguay; 
Peru; Philippines; Poland; Portugal; Qatar; Republic of Korea; Republic of Moldova; Romania; 
Russian Federation; Rwanda; Saint Kitts and Nevis; Saint Vincent and the Grenadines; Samoa; 
San Marino; Sao Tome and Principe; Saudi Arabia; Senegal; Serbia; Seychelles; Sierra Leone; 
Singapore; Slovakia; Slovenia; Solomon Islands; Somalia; South Africa; South Sudan; Spain; 
Sri Lanka; Sudan; Suriname; Swaziland; Sweden; Switzerland; Syrian Arab Republic; Tajikistan; 
Thailand; the former Yugoslav Republic of Macedonia; Timor-Leste; Togo; Tonga; Tunisia; Turkey; 
Turkmenistan; Tuvalu; Uganda; Ukraine; United Arab Emirates; United Kingdom of Great Britain and 
Northern Ireland; United Republic of Tanzania; United States of America; Uruguay; Uzbekistan; 
Vanuatu; Venezuela (Bolivarian Republic of); Viet Nam; Yemen; Zambia; Zimbabwe. 

GENERAL COMMITTEE1 

Report2 

[A69/68 – 26 May 2016] 

Election of Members entitled to designate a person to serve on the Executive Board 

At its meeting on 25 May 2016, the General Committee, in accordance with Rule 100 of the 
Rules of Procedure of the World Health Assembly, drew up the following list of 12 Members, in the 
English alphabetical order, to be transmitted to the Health Assembly for the purpose of the election of 
12 Members to be entitled to designate a person to serve on the Executive Board: Algeria, Bahrain, 
Bhutan, Burundi, Colombia, Fiji, Jamaica, Libya, Mexico, Netherlands, Turkey and Viet Nam. 

In the General Committee’s opinion these 12 Members would provide, if elected,3 a balanced 
distribution of the Board as a whole. 

COMMITTEE A 

First report2 

[A69/66 – 25 May 2016] 

Committee A held its first meeting on 23 May 2016 under the chairmanship of Mr Martin Bowles 
(Australia). 

In accordance with Rule 34 of the Rules of Procedure of the World Health Assembly, the 
Committee elected Ms Taru Koivitsu (Finland) and Mr Nickolas Steele (Grenada) as Vice-Chairmen 
and Ms Aishah Samiya (Maldives) as Rapporteur. 

1 See decision WHA69(4) for the establishment of the Committee. 
2 Approved by the Health Assembly at its seventh plenary meeting. 
3 The Health Assembly considered the list at its seventh plenary meeting and elected the 12 Members (see 

decision WHA69(7)). 
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It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of one 
decision relating to the following agenda item: 

11. WHO reform 
11.2 Member State consultative process on governance reform 

Decision based on the agreed recommendations of the Open-ended 
Intergovernmental Meeting on Governance Reform (Geneva, 8 and 
9 March 2016 and 28 and 29 April 2016) [WHA69(8)]. 

Committee A held its third meeting on 24 May 2016 under the chairmanship of Mr Martin 
Bowles (Australia). 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of one 
resolution relating to the following agenda item: 

13. Promoting health through the life course 
13.2 Health in the 2030 Agenda for Sustainable Development [WHA69.1] 

Strengthening essential public health functions in support of the achievement of 
universal health coverage [WHA69.1]. 

Second report1 

[A69/70 – 26 May 2016] 

Committee A held its fourth meeting on 25 May 2016 under the chairmanship of  
Mr Martin Bowles (Australia). 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of one 
decision relating to the following agenda item: 

14. Preparedness, surveillance and response 
14.9 Reform of WHO’s work in health emergency management: WHO Health 

Emergencies Programme [WHA69(9)]. 

Third report2 

[A69/72 – 27 May 2016] 

Committee A held its ninth meeting on 26 May 2016 under the chairmanship of Ms Taru 
Koivisto (Finland). 

1 Approved by the Health Assembly at its seventh plenary meeting. 
2 Approved by the Health Assembly at its eighth plenary meeting. 
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It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of two 
resolutions relating to the following agenda item: 

13. Promoting health through the life course 
13.3 Operational plan to take forward the Global Strategy for Women’s, Children’s and 

Adolescents’ Health 
Committing to implementation of the Global Strategy for Women’s, Children’s 
and Adolescents’ Health [WHA69.2] 

13.4 Multisectoral action for a life course approach to healthy ageing: draft global 
strategy and plan of action on ageing and health 

Global strategy and action plan on ageing and health 2016–2020: towards a 
world in which everyone can live a long and healthy life [WHA69.3]. 

Fourth report1 

[A69/73 – 28 May 2016] 

Committee A held its tenth and eleventh meetings on 27 May 2016 under the chairmanship of  
Mr Martin Bowles (Australia) and Ms Taru Koivisto (Finland). 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of two 
decisions and three resolutions relating to the following agenda items: 

13. Promoting health through the life course 
13.5 Health and the environment: draft road map for an enhanced global response to the 

adverse health effects of air pollution [WHA69(11)] 
13.6 Role of the health sector in the sound management of chemicals 

The role of the health sector in the Strategic Approach to International 
Chemicals Management towards the 2020 goal and beyond [WHA69.4]. 

12. Noncommunicable diseases 
12.2 Report of the Commission on Ending Childhood Obesity [WHA69(12)] 
12.3 Draft global plan of action on violence 

WHO global plan of action to strengthen the role of the health system within a 
national multisectoral response to address interpersonal violence, in particular 
against women and girls, and against children [WHA69.5] 

12.4 Prevention and control of noncommunicable diseases: responses to specific 
assignments in preparation for the third High-level Meeting of the United Nations 
General Assembly on the Prevention and Control of Non-communicable Diseases 
in 2018 [WHA69.6]. 

Fifth report1 

[A69/76 – 30 May 2016] 

Committee A held its twelfth and thirteenth meetings on 28 May 2016 under the chairmanship 
of Mr Martin Bowles (Australia). 

1 Approved by the Health Assembly at its eighth plenary meeting. 
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It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of three 
decisions and five resolutions relating to the following agenda items: 

12. Noncommunicable diseases 
12.5 Strengthening synergies between the World Health Assembly and the Conference 

of the Parties to the WHO Framework Convention on Tobacco Control 
[WHA69(13)] 

12.7 Addressing the challenges of the United Nations Decade of Action for Road Safety 
2011–2020: outcome of the second Global High-level Conference on Road  
Safety – Time for Results [WHA69.7] 

12.1 Maternal, infant and young child nutrition 
United Nations Decade of Action on Nutrition (2016–2025) [WHA69.8] 
Ending inappropriate promotion of foods for infants and young children 
[WHA69.9] 

11. WHO reform 
11.3 Framework of engagement with non-State actors [WHA69.10] 

14. Preparedness, surveillance and response 
14.1 Implementation of the International Health Regulations (2005) [WHA69(14)] 

13. Promoting health through the life course 
13.2 Health in the 2030 Agenda for Sustainable Development [WHA69.11] 

12. Noncommunicable diseases 
12.6 Public health dimension of the world drug problem including in the context of the 

special session of the United Nations General Assembly on the world drug 
problem, held in April 2016 [WHA69(15)]. 

COMMITTEE B 

First report1 

[A69/69 – 26 May 2016] 

Committee B held its first meeting on 25 May 2016 under the chairmanship of  
Dr Phusit Prakongsai (Thailand). 

In accordance with Rule 34 of the Rules of Procedure of the World Health Assembly, the 
Committee elected Dr Mahlet Kifle (Ethiopia) and Dr Mohsen Asadi-Lari (Islamic Republic of Iran) 
Vice-Chairmen, and Mr Abdunomon Sidikov (Uzbekistan) Rapporteur. 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of one 
decision relating to the following agenda item: 

19. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in 
the occupied Syrian Golan [WHA69(10)]. 

1 Approved by the Health Assembly at its seventh plenary meeting. 
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Second report1 

[A69/71 – 27 May 2016] 

Committee B held its second and third meetings on 26 May 2016 under the chairmanship of  
Dr Phusit Prakongsai (Thailand) and Dr Mahlet Kifle (Ethiopia). 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of three 
decisions and seven resolutions relating to the following agenda items: 

20. Programme budget and financial matters 
20.1 WHO programmatic and financial report for 2014–2015 including audited financial 

statements for 2015 [WHA69.12] 
20.2 Financing of Programme budget 2016–2017 [WHA69(16)] 
20.3 Status of collection of assessed contributions, including Member States in arrears 

in the payment of their contributions to an extent that would justify invoking 
Article 7 of the Constitution [WHA69.13] 

20.5 Scale of assessments for 2017 [WHA69.14] 
21. Audit and oversight matters 

21.1 Report of the External Auditor [WHA69.15] 
22. Staffing matters 

22.3 Amendments to the Staff Regulations and Staff Rules 
Salaries of staff in ungraded posts and of the Director-General [WHA69.16] 
Amendments to the Staff Regulations: dispute resolution [WHA69.17] 

22.4 Appointment of representatives to the WHO Staff Pension Committee 
[WHA69(17)] 

23. Management and legal matters 
23.1 Real estate: update of the Geneva buildings renovation strategy [WHA69(18)] 
23.2 Process for the election of the Director-General of the World Health Organization 

[WHA69.18]. 

Third report1 

[A69/74 – 28 May 2016] 

Committee B held its fourth and fifth meetings on 27 May 2016 under the chairmanship of 
Dr Mahlet Kifle (Ethiopia) and Dr Phusit Prakongsai (Thailand). 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of two 
resolutions relating to the following agenda items: 

16. Health systems 
16.1 Health workforce and services 

Global strategy on human resources for health: workforce 2030 [WHA69.19] 
16.4 Addressing the global shortages of medicines, and the safety and accessibility of 

children’s medication 
Promoting innovation and access to quality, safe, efficacious and affordable 
medicines for children [WHA69.20] 

1 Approved by the Health Assembly at its eighth plenary meeting. 
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Fourth report1 
[A69/75 – 28 May 2016] 

Committee B held its sixth and seventh meetings on 28 May 2016 under the chairmanship of 
Dr Phusit Prakongsai (Thailand) and Dr Mohsen Asadi-Lari (Islamic Republic of Iran). 

It was decided to recommend to the Sixty-ninth World Health Assembly the adoption of five 
resolutions relating to the following agenda items: 

15. Communicable diseases 
15.3 Mycetoma 

Addressing the burden of mycetoma [WHA69.21] 
15.1 Draft global health sector strategies 

Global health sector strategies on HIV, viral hepatitis and sexually transmitted 
infections, for the period 2016–2021 [WHA69.22] 

16. Health systems 
16.2 Follow-up to the report of the Consultative Expert Working Group on Research 

and Development: Financing and Coordination ‒ Report of the open-ended meeting 
of Member States 

Follow-up of the report of the Consultative Expert Working Group on Research 
and Development: Financing and Coordination [WHA69.23] 

16.1 Health workforce and services 
Strengthening integrated, people-centred health services [WHA69.24] 

16.4 Addressing the global shortage of medicines, and the safety and accessibility of 
children’s medication 

Addressing the global shortage of medicines and vaccines, and the safety and 
accessibility of children’s medication [WHA69.25]. 

––––––––––––––– 
 

1 Approved by the Health Assembly at its eighth plenary meeting. 
 

                                                      



 
 

 



LIST OF PARTICIPANTS 
 





 
 

 

 

COMPOSITION DE L’ASSEMBLÉE DE LA SANTÉ 
MEMBERSHIP OF THE HEALTH ASSEMBLY 

 
LISTE DES DÉLÉGUÉS ET AUTRES PARTICIPANTS 
LIST OF DELEGATES AND OTHER PARTICIPANTS 

 
DÉLÉGATIONS DES ÉTATS MEMBRES 
DELEGATIONS OF MEMBER STATES 

 
AFGHANISTAN – AFGHANISTAN 

Chef de délégation – Chief delegate 

Dr F. Feroz 
Minister of Public Health 

Délégué – Delegate 

Dr S. Dalil 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr W. Majrooh 
Director, International Relations 

Dr Z. Mamosai 
Project Coordinator, ICU, Ministry of Public 
Health 

Mr N.O. Babakerkhail 
Attaché, Permanent Mission, Geneva 

Ms S. Simmond 
International Adviser to the Minister of Public 
Health 

Mr A. Omar 
Counsellor, Permanent Mission, Geneva 

Dr W. Ghayur 
Senior Technical Adviser 

AFRIQUE DU SUD – SOUTH AFRICA 

Chef de délégation – Chief delegate 

Dr A.P. Motsoaledi 
Minister of Health 

Délégué(s) – Delegate(s) 

Ms M.P. Matsoso 
Director-General, National Department of 
Health 

Ms N. Notutela 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr E.L. Makubalo 
Minister, Health, Permanent Mission, Geneva 

Ms T.G. Mnisi 
Director, South-South Relations, National 
Department of Health 

Mr J. Kgatla 
Personal Assistant to the Minister of Health 

Dr A. Pillay 
Deputy Director-General, National Department 
of Health 

Ms L.F. Lebese 
Chief Director, National Department of Health 

- 389 - 



390 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms J. Hunter 
Deputy Director-General, National Department 
of Health 

Ms M.K. Matsau 
Deputy Director-General, National Department 
of Health 

Dr J.N.J. Makhanya 
Chief Director, Nursing Services 

Mr M. van Schalkwyk 
Director, Department of International 
Relations and Cooperation 

Dr Y. Pillay 
Deputy Director-General, National Department 
of Health 

Ms H.L. Mangate 
Acting Director: AU NEPAD Coordinator 

Mr Z. Dangor 
Adviser to the Deputy Minister, Department of 
Social Development 

Professor M. Mendelson 
University of Cape Town 

ALBANIE – ALBANIA 

Chef de délégation – Chief delegate 

Mr I. Beqaj 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Ms F. Kodra 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr T. Goga 
Counsellor, Minister’s Cabinet, Ministry of 
Health 

Suppléant – Alternate 

Mr F. Demneri 
First Secretary, Permanent Mission, Geneva 

ALGERIE – ALGERIA 

Chef de délégation – Chief delegate 

M. A. Boudiaf 
Ministre de la santé, de la population et de la 
réforme hospitalière 

Délégué – Delegate 

M. B. Delmi 
Ambassadeur, Représentant permanent, 
Genève 

Suppléant(s) – Alternate(s) 

Professeur S. Mesbah 
Directeur général, Prévention et promotion de 
la santé, Ministère de la santé, de la population 
et de la réforme hospitalière 

M. M. L’Hadj 
Directeur général, Services de la santé et de la 
réforme hospitalière, Ministère de la santé, de 
la population et de la réforme hospitalière 

M. T. Djouama 
Représentant permanent adjoint, Genève 

M. M. Mansri 
Sous Directeur, Développement social, 
Ministère des affaires étrangères et de la 
coopération internationale 

Mme H. Hanifi 
Sous Directrice, Etablissements hospitaliers 
publics, Ministère de la santé, de la population 
et de la réforme hospitalière 

Mme O. Ben Djoudi Ouadda 
Sous Directrice, Personnels administratifs et 
techniques, Ministère de la santé, de la 
population et de la réforme hospitalière 



 LIST OF PARTICIPANTS 391 
 
 
 
 
M. S. Meziane 
Conseiller, Mission permanente, Genève 

M. F. Allek 
Premier Secrétaire, Mission permanente, 
Genève 

M. S. Rahem 
Attaché (Santé), Mission permanente, Genève 

M. F. Akli 
Chargé du Protocole, Ministère de la santé, de 
la population et de la réforme hospitalière 

Mlle K. Boukeha 
Stagiaire, Mission permanente, Genève 

Mlle L. Djerroud 
Stagiaire, Mission permanente, Genève 

ALLEMAGNE – GERMANY 

Chef de délégation – Chief delegate 

Mr H. Groehe 
Federal Minister of Health 

Suppléant(s) – Alternate(s) 

Mrs D. Reitenbach 
Head, Global Health Division, Federal 
Ministry of Health 

Mr I. Behnel 
Director-General, European and International 
Health Policy, Federal Ministry of Health 

Mr B. Kuemmel 
Deputy Head, Global Health, Federal Ministry 
of Health 

Conseiller(s) – Adviser(s) 

Mrs G. Girnau 
Head, Minister’s Office, Federal Ministry of 
Health 

Mrs A. Beck 
Head, Division of Protocol Language Service, 
Federal Ministry of Health 

Mr T. Ifland 
Adviser, Federal Ministry of Health 

Mrs C. Balas 
Adviser, Federal Ministry of Health 

Dr S. Dybowski 
Adviser, Federal Ministry of Health 

Ms H. Fordyce 
Interpreter, Federal Ministry of Health 

Mr H.P. Baur 
Head, Directorate Democracy, Human Rights, 
Social Development, Federal Ministry of 
Economic Cooperation and Development 

Dr D. Lohan 
Senior Policy Officer, Health System 
Strengthening, Federal Ministry of Economic 
Cooperation and Development 

Mrs A. Bremer 
Senior Adviser, Global Programme Health, 
Deutsche Gesellschaft fur Internationale 
Zusammenarbeit 

Mr H. Thies 
Adviser, Global Programmer Health, Deutsche 
Gesellschaft fur Internationale 
Zusammenarbeit 

Dr I. Baumgarten 
Director, Health, Deutsche Gesellschaft fur 
Internationale Zusammenarbeit 

Dr S. Flessenkaemper 
Adviser, Competence Centre, Health and 
Social Protection, Deutsche Gesellschaft fur 
Internationale Zusammenarbeit 

Professor L. Wieler 
President, Robert Koch Institut 

Professor L. Schaade 
Vice-President, Robert Koch Insitut 

Dr A. Gilsdorf 
Head, Surveillance Unit, Robert Koch Institut 



392 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mrs C. Jarasch 
First Secretary, Health, Permanent Mission, 
Geneva 

Mr H. Schmitz-Guinote 
Counsellor, Development Policy, Permanent 
Mission, Geneva 

Mrs Y. Pamuk 
Attaché, Permanent Mission, Geneva 

Mrs N. Elleuche 
Scientific Adviser, Permanent Mission, 
Geneva 

Mr J. Kluepfel 
Desk Officer, Permanent Mission, Geneva 

Ms I. Dettbarn 
Counsellor, Permanent Mission, Geneva 

Mrs M. Dauschwili 
Attaché, Permanent Mission, Geneva 

Dr M. Kirchner 
Public Health, Robert Koch Institut 

Ms S. Berthold 
Intern, Permanent Mission, Geneva 

Ms F. Bauer 
Intern, Permanent Mission, Geneva 

Dr A. Ziegelmann 
Head of Division “Communicable diseases and 
Infection Control, Federal Ministry of Health” 

Dr S. Wald 
Head of Department “Infection and Health 
Protection” 

Dr A. Clarici 
Divsision “Communicable diseases, Infection 
Control” 

Dr J. Blasius 
Head, Division of “Environmental and Health 
Protection”, Federal Ministry of Health 

Dr N. Plenge 
Deputy Head, Division of “Health Care 
Industry”, Federal Ministry of Health 

ANDORRE – ANDORRA 

Chef de délégation – Chief delegate 

M. C. Alvarez Marfany 
Ministre de la Santé 

Délégué(s) – Delegate(s) 

M. J.M. Casals Alis 
Directeur général, Département de la santé, 
Minstère de la santé 

Mme E. Cañadas Borjas 
Deuxième Secrétaire, Mission permanente, 
Genève 

Suppléant – Alternate 

M. M.M. Marcu 
Agent administratif, Mission permanente, 
Genève 

ANGOLA – ANGOLA 

Chef de délégation – Chief delegate 

Dr L. Gomes Sambo 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr A. Jorge Correia 
Ambassador, Permanent Representative, 
Geneva 

Mr A.R. Neto 
Director, Ministry of Health 

Suppléant(s) – Alternate(s) 

Mr A.J. Kiapuku 
Adviser to the Minister of Health 

Mr A. Armando 
Adviser, Ministry of Health 

Mrs R. Bessa de Campos 
Director, Health Office, Luanda Province 



 LIST OF PARTICIPANTS 393 
 
 
 
 
Mrs P.R. Simões de Oliveira 
Senior Member, University of Medicine, 
Benguela Province 

Mrs C.D.C. da Silva 
Secretariat of the Minister of Health 

Mrs P. dos Santos 
Second Secretary, Permanent Mission, Geneva 

Mr T. Gourgel 
Press Officer, Permanent Mission, Geneva 

Mr J. Correia 
Technical Adviser, Permanent Mission, 
Geneva 

Mrs N. Saraiva 
Assistant, Permanent Mission, Geneva 

Dr A.P. dos Santos Correa 
Adviser, Social Affairs, Vice-Presidency of the 
Republic of Angola 

Ms K. Cardoso 
First Secretary, Permanent Mission, Geneva 

ANTIGUA-ET-BARBUDA – ANTIGUA 
AND BARBUDA 

Chef de délégation – Chief delegate 

Mr M. Joseph 
Minister of Health and the Environment 

Délégué – Delegate 

Dr R. Sealey-Thomas 
Chief Medical Officer 

ARABIE SAOUDITE – SAUDI ARABIA 

Chef de délégation – Chief delegate 

Dr T. Alrabiah 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr F. Trad 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr A. Binsaeed 
Deputy Minister for Public Health 

Suppléant(s) – Alternate(s) 

Mr A. Almansouri 
Deputy Minister for Human Resources 

Dr A. Assiri 
Assistant Deputy Minister for Preventive 
Health 

Dr A. Albarrak 
Director-General, National Center for Diseases 
Control and Prevention 

Dr M. Saeedi 
Director-General, Health Programme and 
Chronic Diseases 

Dr I. Aljuffali 
Vice-President, Drug Sector, Food and Drug 
Authority 

Dr H. Algani 
Director-General, Health Authority at Entry 
Points 

Dr H. Alkhaldi 
Director-General, Excellence and International 
Outreach 

Dr T. Abdulwahid 
General Directorate of Excellence and 
International Outreach 

Ms S. Alluhaidan 
General Directorate of Excellence and 
International Outreach 



394 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr H. Almutairi 
Third Secretary, Permanent Mission, Geneva 

Mrs E. Karakotly 
Attaché, Permanent Mission, Geneva 

Mrs M. Alharbi 
General Directorate of Excellence and 
International Outreach 

Mr A. Albariqi 
Secretary to the Minister of Health 

ARGENTINE – ARGENTINA 

Chef de délégation – Chief delegate 

Dr. J. Lemus 
Ministro de Salud 

Délégué – Delegate 

Dra. M.C. Lucioni 
Asesora del Ministerio de Salud 

Suppléant(s) – Alternate(s) 

Dr. R.A. Nieto 
Secretario de Relaciones Nacionales e 
Internacionales, Ministerio de Salud 

Dra. M. Pico 
Subsecretaria de Relaciones Internacionales, 
Ministerio de Salud 

Dra. E. Kumiko 
Subsecretaria de Políticas, Regulación y 
Fiscalización, Ministerio de Salud 

Sra. J. Costanzi 
Directora Nacional de Relaciones 
Internacionales, Ministerio de Salud 

Sr. M. Cima 
Representante Permanente Adjunto, Ginebra 

Sr. J.C. Mercado 
Ministro, Misión Permanente, Ginebra 

Sr. L. Abbenante 
Secretario de Embajada, Misión Permanente, 
Ginebra 

Sr. A. Duque Solís 
Asistente, Misión Permanente, Ginebra 

ARMENIE – ARMENIA 

Chef de délégation – Chief delegate 

Dr A. Muradyan 
Minister of Health 

Délégué(s) – Delegate(s) 

Mrs H. Tolmajyan 
Deputy Permanent Representative, Geneva 

Mr M. Margaryan 
Minister, Permanent Mission, Geneva 

Suppléant(s) – Alternate(s) 

Dr A. Babloyan 
Member of Parliament 

Ms M. Aghayan 
Permanent Mission, Geneva 

AUSTRALIE – AUSTRALIA 

Chef de délégation – Chief delegate 

Mr M. Bowles 
Secretary, Department of Health 

Délégué(s) – Delegate(s) 

Mr J. Quinn 
Ambassador, Permanent Representative, 
Geneva 

Professor C. Baggoley 
Chief Medical Officer, Department of Health 

Suppléant(s) – Alternate(s) 

Professor D. Thoms 
Chief Nurse and Midwifery Officer, 
Department of Health 



 LIST OF PARTICIPANTS 395 
 
 
 
 
Mr S. Cotterell 
Assistant Secretary, International Strategies 
Branch, Department of Health 

Ms T. Bennett 
Deputy Permanent Representative, Geneva 

Ms J. Holdway 
Director, International Strategies Branch, 
Department of Health 

Mr M. Williams 
Director, International Strategies Branch, 
Department of Health 

Ms R. Deschamps 
Director, Health and Water Branch, 
Department of Foreign Affairs and Trade 

Ms M. Heyward 
Adviser (Health), Permanent Mission, Geneva 

Mrs R. Claremont 
Departmental Officer, International Strategies 
Branch, Department of Health 

Ms S. Ferguson 
Departmental Officer, International Strategies 
Branch, Department of Health 

Ms S. Elliot 
Development Counsellor (Health), Permanent 
Mission, Geneva 

Mr T. Poletti 
Adviser (Health), Permanent Mission, Geneva 

Ms E. Newton 
Departmental Officer, Health and Water 
Branch, Department of Foreign Affairs and 
Trade 

Ms C. Wong 
Departmental Officer, Health and Water 
Branch, Department of Foreign Affairs and 
Trade 

AUTRICHE – AUSTRIA 

Chef de délégation – Chief delegate 

Dr S. Oberhauser 
Federal Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr T. Hajnoczi 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr P. Rendi-Wagner 
Director-General, Public Health and Medical 
Affairs 

Suppléant(s) – Alternate(s) 

Mr K. Prummer 
Deputy Permanent Representative, Geneva 

Dr V. Gregorich-Schega 
Head of Department, Coordination 
International Health Policy and WHO 

Mr M. Mühlbacher 
Deputy Head of Department, Coordination 
International Health Policy and WHO 

Ms A. Haas 
Department Coordination, International Health 
Policy and WHO 

Ms I. Ventura 
Cross-Policy Area Collaboration (HiAP) and 
International Cooperation of the Director 
General of Public Health and Medical Affairs 

Mr P. Risse 
Expert adviser, Cabinet of the Minister of 
Health 

Ms R. Pammer 
Spokesperson of the Minister of Health 

Ms J. Ziegelbecker 
Adviser, Permanent Mission, Geneva 



396 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
AZERBAIDJAN – AZERBAIJAN 

Chef de délégation – Chief delegate 

Professor O. Shiraliyev 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr V. Sadiqov 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr S. Abdullayev 
Head, International Relations Department 

Suppléant(s) – Alternate(s) 

Dr G. Gurbanova 
Senior Adviser, International Relations 
Department 

Mrs S. Suleymanova 
Third Secretary, Permanent Mission, Geneva 

BAHAMAS – BAHAMAS 

Chef de délégation – Chief delegate 

Mr M. Rolle 
Permanent Secretary 

Délégué – Delegate 

Ms R. Jackson 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr G. Beneby 
Chief Medical Officer 

Ms A. Grant 
Second Secretary, Permanent Mission, Geneva 

Dr P. McNeil 
Consultant 

BAHREIN – BAHRAIN 

Chef de délégation – Chief delegate 

Ms F.S. Alsaleh 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr Y.A. Bucheeri 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr W.K. Almanea 
Assistant Undersecretary for Hospitals 

Suppléant(s) – Alternate(s) 

Dr M.E. Al Hajeri 
Director, Public Health 

Mr A.I. Makli 
Specialist, Public Relations 

Mr F.A. Albaker 
First Secretary, Permanent Mission, Geneva 

Mrs N. Al-Mansoori 
Secretary 

BANGLADESH – BANGLADESH 

Chef de délégation – Chief delegate 

Mr Z. Maleque 
State Minister, Ministry of Health and Family 
Welfare 

Délégué(s) – Delegate(s) 

Mr S. Monjurul Islam 
Secretary, Ministry of Health and Family 
Welfare 

Ms H.A.L. Dalia 
Member of the National Parliament 



 LIST OF PARTICIPANTS 397 
 
 
 
 
Suppléant(s) – Alternate(s) 

Mr M.S. Ahsan 
Ambassador, Permanent Representative, 
Geneva 

Ms R. Quader 
Additional Secretary, Ministry of Health and 
Family Welfare 

Dr J. Thomas 
Executive Director, PPD Secretariat 

Professor A.K. Azad 
ADG (Administration), and Line Director, 
MIS, Director-General, Health Services 

Professor B.K. Riaz 
Head, Public Health and Hospital 
Administration, National Institute of 
Preventive and Social Medicine 

Mr M.A.E Sadat 
Deputy Secretary, Ministry of Health and 
Family Welfare 

Dr S. Salehin 
Counsellor, Permanent Mission, Geneva 

Dr M.A.R. Sheikh 
Private Secretary to the Minister of Health and 
Family Welfare 

Dr M.A. Aziz 
Joint Secretary-General, Bangladesh Medical 
Association 

Mr M. Moniruzzaman 
Private Secretary, Ministry of Health and 
Family Welfare 

Dr M.S. Haider 
Deputy Director, HEU, Ministry of Health and 
Family Welfare 

Mr M.M.I. Bulbul 
Technical Support, Nutrition, Public Health 
and WHO, Ministry of Health and Family 
Welfare 

Mr M.N. Islam 
Deputy Permanent Representative, Geneva 

Mr M.H. Sarker 
First Secretary, Permanent Mission, Geneva 

Mr M.R. Islam 
First Secretary, Permanent Mission, Geneva 

Mr M.H. Millat 
Member of Parliament 

Mr M.K. Biswas 
Coordinator, BCCM, Ministry of Health and 
Family Welfare 

Ms B.T. Halim 
State Minister, Post and Telecommunications 
Division, Ministry of Posts, 
Telecommunication and Information 
Technology 

Ms S.W. Hossain 
Chairman, National Autism and Neuro 
Development Disorder Advisory Committee 
and Global Autism Public Health 

BARBADE – BARBADOS 

Chef de délégation – Chief delegate 

Mr J. Boyce 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr T. Springer 
Permanent Secretary 

Délégué – Delegate 

Mr H. Allman 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr S. Deane 
Chief Health Planner 

Dr K. George 
Chief Medical Officer 



398 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Sir Trevor Hassell 
Chairman, Noncommunicable Diseases 
Commission 

Dr R. Cummings 
Programme Manager, Health Sector 
Development, CARICOM, Secretariat 

Dr J. Hospedales 
Executive Director, Caribbean Public Health 
Agency 

Dr T.A. Samuels 
Head, Chronic Disease Research Centre, 
University of the West Indies 

BELARUS – BELARUS 

Chef de délégation – Chief delegate 

Mr V. Zharko 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr Y. Ambrazevich 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr A. Grushkovsky 
Head, External Relations Department 

Suppléant(s) – Alternate(s) 

Mr A. Opimakh 
Deputy Permanent Representative, Geneva 

Mr V. Bogomaz 
Counsellor, Permanent Mission, Geneva 

Mr Y. Nikolaichik 
Counsellor, Permanent Mission, Geneva 

Mr A. Tselyuk 
Counsellor, Permanent Mission, Geneva 

Ms I. Divakova 
Second Secretary, Permanent Mission, Geneva 

Ms D. Kudelevich 
Third Secretary, Permanent Mission, Geneva 

BELGIQUE – BELGIUM 

Chef de délégation – Chief delegate 

M. M. Prevot 
Vice-Président du Gouvernement wallon et 
Ministre des travaux publics, de la santé, de 
l’action sociale et du patrimoine 

Chef adjoint de la délégation – Deputy chief 
delegate 

M. B. de Crombrugghe 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

Dr D. Reynders 
Conseiller général, Chef de Service, Service 
des relations internationales et urgences de 
santé publique, SPF Santé publique, sécurité 
de la chaîne alimentaire et environnement 

Suppléant(s) – Alternate(s) 

M. D. Henrard 
Chef de cabinet adjoint, Cabinet du Ministre 
des travaux 

Dr I. Ronse 
Expert, Santé publique, Représentant du SPF 
Affaires étrangères, service multilatéral et 
programmes européens 

M. E. De Maeyer 
Premier Secrétaire, Mission permanente, 
Genève 

M. L. De Raedt 
Attaché, Relations internationales, SPF Santé 
publique, sécurité de la chaîne alimentaire et 
environnement 

Mme A. Kubina 
Attaché, Relations internationales, SPF Santé 
publique, sécurité de la chaîne alimentaire et 
environnement 



 LIST OF PARTICIPANTS 399 
 
 
 
 
M. H. Monceau 
Haut-Représentant des Gouvernements de la 
Wallonie et de la Fédération Wallonie-
Bruxelles pour les droits fondamentaux, la 
société de l’Information et l’économie 
numérique 

M. K. Dierckx 
Délégué général du Gouvernement flamand, 
Mission permanente, Genève 

M. A. Van Weynendaele 
Conseiller adjoint, Direction générale en 
charge des relations internationales, Agence 
pour une vie de qualité 

M. L. Ledent 
Cellule relations extérieures, Direction 
générale opérationnelle pouvoirs locaux, 
Action sociale et santé, Service public de 
Wallonie 

Mme R. Baledda 
Chargée de projets, Délégation de la Wallonie 
et de la federation Wallonie-Bruxelles à 
Genève 

Mme J. Kapompole 
Présidente, Commission des travaux publics, 
de l’action sociale et de la santé 

Mme V. Durenne 
Vice-Présidente, Commission des travaux 
publics, de l’action sociale et de la santé 

Mme S. Pecriaux 
Deuxième Vice-présidente, Parlement de 
Wallonie 

M. A. Onkelinx 
Troisième Vice-président, Parlement de 
Wallonie 

Mme V. De Bue 
Députée 

Mme C. Leal-Lopez 
Députée 

M. G. Charpentier 
Secrétaire administratif, Commission des 
travaux publics, de l’action sociale et de la 
santé 

BENIN – BENIN 

Chef de délégation – Chief delegate 

Dr A. Seidou 
Ministre de la Santé 

Délégué(s) – Delegate(s) 

Mme R. Monrou 
Ministre de l’Economie numérique et de la 
communication 

Dr C.B.I. Chaffa 
Secrétaire général, Ministère de la santé 

Suppléant(s) – Alternate(s) 

M. E. Laourou 
Représentant permanent adjoint, Genève 

Dr D.A. Kindé-Gazard 
Professeur de Parasitologie 

M. R.A. Amoussou 
Directeur, Programmation et prospective 

Dr E.S. Gbedo 
Conseiller technique, Parteneriat sanitaire 

Mme E. David Joseph 
Directrice, Ressources humaines 

Dr O.B. Yorou Chabi 
Directeur national, Santé publique 

Dr A. Massougbdji 
Professeur de Parasitologie 

Dr J.P. Chippaux 
Chercheur, Institut de recherche et de 
développement 

Mme F. Goussouemede 
Attachée, Mission permanente, Genève 

M. J. Abongbonon 
Premier Secrétaire, Mission permanente, 
Genève 



400 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr B.O. Aguemon 
Deputé, Assemblée nationale 

M. C. Bah Guera 
Deputé, Assemblée nationale 

M. S. Odjo 
Directeur, Cabinet du Ministère de l’économie 
numérique et de la communication 

M. E. Kougbadi 
Directeur général, Agence béninoise des 
services universels, des communications 
électroniques et de la poste 

BHOUTAN – BHUTAN 

Chef de délégation – Chief delegate 

Dr U. Dophu 
Director-General, Department of Medical 
Services, Ministry of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr K. Singye 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr T. Dukpa 
Minister, Permanent Mission, Geneva 

Suppléant(s) – Alternate(s) 

Dr S. Jamtsho 
Medical Superintendent, Ministry of Health 

Mr K. Wangchuk 
Minister Counsellor, Permanent Mission, 
Geneva 

Dr Yangchen 
Medical Specialist, Ministry of Health 

Ms T. Peldon 
Counsellor, Permanent Mission, Geneva 

Ms C. Peldon 
Counsellor, Permanent Mission, Geneva 

Mr T. Dorji 
Second Secretary, Permanent Mission, Geneva 

Ms K. Wangmo 
Planning Officer, Ministry of Health 

BOLIVIE (Etat plurinational de) – 
BOLIVIA (Plurinational State of) 

Chef de délégation – Chief delegate 

Dra. A. Campero 
Ministra de Salud 

Délégué – Delegate 

Sra. N. Suxo Iturry 
Embajadora, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Dra. M.V. Bress Virgos 
Asesora de la Ministra de Salud 

Sr. O. Torrejon Alcoba 
Consejero, Misión Permanente, Ginebra 

Sr. L.F. Rosales Lozada 
Primer Secretario, Misión Permanente, 
Ginebra 

Srta. M.N. Pacheco Rodriguez 
Segundo Secretario, Misión Permanente, 
Ginebra 

Sra. R. Rodríguez Goitia 
Unidad de Asuntos Jurídicos, Ministerio de 
Salud 

BOSNIE-HERZEGOVINE – BOSNIA AND 
HERZEGOVINA 

Chef de délégation – Chief delegate 

Ms L. Ljubic 
Ambassador, Permanent Representative, 
Geneva 



 LIST OF PARTICIPANTS 401 
 
 
 
 
Délégué – Delegate 

Mr I. Dronjic 
Deputy Permanent Representative, Geneva 

BOTSWANA – BOTSWANA 

Chef de délégation – Chief delegate 

Ms D. Makgato 
Minister of Health 

Délégué(s) – Delegate(s) 

Ms S. El-Halabi 
Permanent Secretary, Ministry of Health 

Mr M.B.R. Palai 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Ms N. Monyatsi 
Chief Health Officer, Ministry of Health 

Mr A. Sebaka 
Chief Health Officer, Ministry of Health 

Dr N. Tapela 
Public Health Specialist, Ministry of Health 

Mr P. Sebonego 
Chief Health Officer, Ministry of Health 

Dr V.T. Sebako 
Chief Pharmacist, Ministry of Health 

Mr S. Sianga 
Director, Social and Human Development and 
Special Programmes, Southern African 
Development Community Secretariat 

Mr J. Mthethwa 
Senior Programme Officer, Health and 
Pharmaceutical, Southern African 
Development Community Secretariat 

Dr A.M. Mulumba 
Senior Programme Officer, HIV and AIDS, 
Southern African Development Community 
Secretariat 

Dr D. Sanje 
Technical Adviser, HIV and AIDS and 
Partnership, Southern African Development 
Community Secretariat 

Dr I. Muvandi 
Technical Adviser, HIV and AIDS Monitoring 
Evaluation and Research, Southern African 
Development Community Secretariat 

Ms S. Mautle 
Minister Counsellor, Permanent Mission, 
Geneva 

Ms B.E. Sesinyi 
First Secretary, Permanent Mission, Geneva 

Mr C.K. Diane 
First Secretary, Permanent Mission, Geneva 

BRESIL – BRAZIL 

Chef de délégation – Chief delegate 

Mr R. Barros 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mrs R.M. Cordeiro Dunlop 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr G. De Aguiar Patriota 
Deputy Permanent Representative, Geneva 

Suppléant(s) – Alternate(s) 

Mr J. Barbosa da Silva Júnior 
Director-President, Brazilian Health 
Surveillance Agency 

Mr J.L. Quental Novaes de Almeida 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr P.L. Dalcero 
Minister Counsellor, Permanent Mission, 
Geneva 



402 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr A. Fonseca Santos 
Chief of Staff of the Health Surveillance 
Secretary, Ministry of Health 

Mrs J. Vallini 
Special Adviser, International Affairs, 
Ministry of Health 

Mr W.K. De Oliveira 
Coordinator, Strategic Information and Health 
Surveillance Response, Ministry of Health 

Mr M.C.M. Naveira 
Coordinator, Viral Hepatitis Programme, STD, 
AIDS and Viral Hepatitis Department, 
Ministry of Health 

Mr R. Strauss 
Head, Communication Office, Ministry of 
Health 

Mr R.A. Salone 
First Secretary, Permanent Mission, Geneva 

Mr L.V. Sversut 
Second Secretary, Permanent Mission, Geneva 

Mr R. Rodrigues Soares 
Second Secretary, Permanent Mission, Geneva 

Mrs J. Lourençato 
Second Secretary, Permanent Mission, Geneva 

Mrs J. De Moura Gomes 
Third Secretary, Permanent Mission, Geneva 

Mrs I. Meira Gonçalves 
Technical Adviser, International Office, 
Ministry of Health 

Ms A.P. Correia Cameli 
Permanent Mission, Geneva 

Conseiller(s) – Adviser(s) 

Mr C. Nogueira 
Senator 

Mr G. Cameli 
Senator 

Mrs A. Borghetti 
Vice-Governor of the State of Paraná 

Mr C. Cajado 
Federal Deputy 

Mr H. Motta 
Federal Deputy 

Mrs I. Portella 
Federal Deputy 

Mrs A. Oliveira 
Parliamentarian Assistant 

Mr J. Piva Frasson 
Intern, Permanent Mission, Geneva 

Mrs C. Fontes Dos Santos 
Intern, Permanent Mission, Geneva 

Mrs R. Guimarães Carvalho 
Intern, Permanent Mission, Geneva 

Ms N. Guerlenda Cabral 
Intern, Permanent Mission, Geneva 

Mrs L. Gouvea Rates 
Intern, Permanent Mission, Geneva 

Mr R. Souza Corrêa 
Intern, Permanent Mission, Geneva 

BRUNEI DARUSSALAM – BRUNEI 
DARUSSALAM 

Chef de délégation – Chief delegate 

Dr Z. Hanafi 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr M. Rahman 
Ambassador, Permanent Representative, 
Geneva 



 LIST OF PARTICIPANTS 403 
 
 
 
 
Délégué – Delegate 

Dr M. Mohsin 
Deputy Permanent Secretary, Ministry of 
Health 

Suppléant(s) – Alternate(s) 

Dr J. Wong Yun Yaw 
Associate Consultant, Public Health, Ministry 
of Health 

Ms N. Morsidi 
Head, International Relations, Ministry of 
Health 

Mr Cheong Kit Kheong 
Second Secretary, Permanent Mission, Geneva 

BULGARIE – BULGARIA 

Chef de délégation – Chief delegate 

Mr I. Piperkov 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Ms B. Trifonova 
First Secretary, Permanent Mission, Geneva 

Suppléant(s) – Alternate(s) 

Mr R. Ignatov 
Third Secretary, International Humanitarian 
Organizations Department, Human Rights 
Directorate, Ministry of Foreign Affairs 

Professor E. Piperkova 

BURKINA FASO – BURKINA FASO 

Chef de délégation – Chief delegate 

M. S. Ouedraogo 
Ministre de la Santé 

Délégué – Delegate 

Mme E.M.A. Ilboudo 
Représentant permanent adjoint, Genève 

Suppléant(s) – Alternate(s) 

Dr B.A. Kouyate 
Conseiller technique, Ministère de la santé 

Dr S. Konfe 
Directeur général de la santé, Ministère de la 
santé 

Dr N.C. Neya-Ouedraogo 
Directrice, Promotion de la santé 

Dr D.R. Bakouan 
Sécretaire permanent, Conseil national de lutte 
contre le SIDA et les IST 

Dr L.A. Assogba 
Directeur général adjoint, Organisation ouest 
africaine de la santé 

Dr M. Kéita 
Chargé, Soins de santé primaires, Organisation 
ouest africaine de la santé 

Mme A.C. Ouedraogo 
Attaché, Mission permanente, Genève 

M. F. Ouédraogo 
Adjoint de Chancellerie, Mission permanente, 
Genève 

Mr A.K. Ouedraogo 
Coordonnateur, Programme d’appui de 
développement sanitaire 

BURUNDI – BURUNDI 

Chef de délégation – Chief delegate 

Dr J. Nijimbere 
Ministre de la Santé publique et de la lutte 
contre le SIDA 

Délégué – Delegate 

Mme T. Manirambona 
Chargé d’affaires a.i., Mission permanente, 
Genève 



404 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Suppléant(s) – Alternate(s) 

Dr I. Minani 
Directeur général, Services de la santé et de la 
lutte contre le SIDA 

Dr P.C. Kazihise 
Directeur général, Institut national de la santé 
publique 

Dr D. Nicayenyi 
Coordonnateur, GAVI 

Dr T. Ndikumana 
Directeur, Lutte contre la tuberculose et la 
lèpre 

M. S. Sabushimike 
Directeur général, CAMEBU 

M. P. Bukuru 
Chef, Service d’information, éducation et 
communication, Ministère de la santé publique 

Dr A. Nkunzimana 
Directeur, PNLS/IST 

M. P. Minani 
Deuxième Conseiller, Mission permanente, 
Genève 

Mme D. Nininahazwe 
Representante de l’ONE Campaign auprès de 
l’Union Africaine à Addis Abeba 

CABO VERDE – CABO VERDE 

Chef de délégation – Chief delegate 

M. J.L. Monteiro 
Ambassadeur, Representant permanent, 
Genève 

Délégué – Delegate 

M. T. Valdez 
Directeur national de la santé 

Suppléant – Alternate 

M. A. Barros 
Conseiller, Mission permanente, Genève 

CAMBODGE – CAMBODIA 

Chef de délégation – Chief delegate 

Dr Te Kuy Seang 
Secretary of State for Health 

Chef adjoint de la délégation - Deputy chief 
delegate 

Mr Ney Samol 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr Lo Veasnakiry 
Director, Department of Planning and Health 
Information 

Suppléant – Alternate 

Mr Veng Vuthea 
Second Secretary, Permanent Mission, Geneva 

CAMEROUN – CAMEROON 

Chef de délégation – Chief delegate 

M. A. Mama Fouda 
Ministre de la santé publique 

Chef adjoint de la délégation – Deputy chief 
delegate 

M. M.A.F. Nkou 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

M. F. Ngantcha 
Ministre Conseiller, Mission permanente, 
Genève 

Suppléant(s) – Alternate(s) 

M. E. Maina Djoulde 
Chef, Division de la coopération 



 LIST OF PARTICIPANTS 405 
 
 
 
 
Dr A. Etoundi Mballa 
Directeur, Lutte contre la maladie, les 
épidémies et les pandémies 

Dr A. Ateba Etoundi 
Directeur, Pharmacie, medicament et 
laboratoires 

Dr M. Baye 
Secrétaire technique, Programme national de la 
lutte contre la mortalité maternelle et infantile 

CANADA – CANADA 

Chef de délégation – Chief delegate 

Dr J. Philpott 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Ms M. Bibeau 
Minister of International Development and the 
Francophonie 

Délégué – Delegate 

Dr G. Taylor 
Chief Public Health Officer, Public Health 
Agency of Canada 

Suppléant(s) – Alternate(s) 

Ms K. Gould 
Parliamentary Secretary to the Minister of 
International Development 

Ms R. McCarney 
Ambassador, Permanent Representative, 
Geneva 

Mr P. Glover 
Associate Deputy Minister, Health Canada 

Ms S. Lawley 
Director-General, Office of International 
Affairs for the Health Portfolio 

Ms H. Geller 
Assistant Deputy Minister, Health Canada 

Ms A.L. Baker 
Director-General, Global Affairs Canada 

Mrs C. Godin 
Deputy Permanent Representative, Geneva 

Ms N. St Lawrence 
Director, Multilateral Relations, Office of 
International Affairs for the Health Portfolio 

Ms T. Bell 
Director, Bilateral Relations, Office of 
International Affairs for the Health Portfolio 

Ms S. Leppinen 
Director, Chemicals Policy Bureau, Health 
Canada 

Mr K. Lewis 
Counsellor, Permanent Mission, Geneva 

Ms C. Palmier 
Counsellor, Permanent Mission, Geneva 

Ms C. Harmston 
Manager, Multilateral Relations, Office of 
International Affairs for the Health Portfolio 

Ms N. Zand 
Health and Nutrition Officer, Permanent 
Mission, Geneva 

Dr A. Corluka 
Senior Analyst, Global Affairs Canada 

Mr M. Baglole 
Policy Analyst, Multilateral Relations, Office 
of International Affairs for the Health Portfolio 

Ms N. Desrosiers 
Policy Analyst, Multilateral Relations, Office 
of International Affairs for the Health Portfolio 

Ms A. Stefanopoulos 
Policy Analyst, Global Affairs Canada 

Conseiller(s) – Adviser(s) 

Ms G. Hinse 
Chief of Staff to the Minister of Health 



406 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr G. Montpetit 
Chief of Staff to the Minister of International 
Development and the Francophonie 

Dr D. Clements 
Director, Communications, Office of the 
Minister of Health 

Mr L. Belanger 
Director, Communications, Office of the 
Minister of International Development and the 
Francophonie 

Dr H. Arruda 
Assistant Deputy Minister, Ministère de la 
santé et des services sociaux, Québec 

Ms G. Poirier 
Coordinator, International Cooperations, 
Ministère de la santé et des services sociaux, 
Québec 

Mr P. Berlanga 
Visits Officer, Office of Protocol, Global 
Affairs Canada 

Ms L. Forrest 
Junior Policy Officer, Permanent Mission, 
Geneva 

Ms R. Kancherla 
International Federation of Medical Student 
Associations 

Dr K. Velji 
President, Canadian Nurses Association 

CHILI – CHILE 

Chef de délégation – Chief delegate 

Dra. G. Alarcón 
Vice Ministra de Salud 

Chef adjoint de la délégation – Deputy chief 
delegate 

Sra. M. Maurás 
Embajadora, Representante Permanente, 
Ginebra 

Délégué – Delegate 

Sr. G. Girardi 
Senador 

Suppléant(s) – Alternate(s) 

Sr. C. Streeter 
Representante Permanente Alterno, Ginebra 

Sr. P. Guesalaga 
Ministro Consejero, Misión Permanente, 
Ginebra 

Sr. J. Moscoso 
Consejero, Misión Permanente, Ginebra 

Sra. C. Muñoz 
Primera Secretaria, Misión Permanente, 
Ginebra 

Dra. R. Child 
Asesora, Gabinete Ministra de Salud 

Dra. M. Maddaleno 
Jefa, Oficina de Cooperación de Asuntos 
Internacionales 

Sra. M.J. Roncarati 
Coordinadora, Oficina de Cooperación de 
Asuntos Internacionales 

Sr. R. Pailllalef 
Agregado Científico, Misión Permanente, 
Ginebra 

Srta. R. Framil 
Agregada de Salud, Misión Permanente, 
Ginebra 

Srta. Y. Mondino 
Pasante, Misión Permanente, Ginebra 

CHINE – CHINA 

Chef de délégation – Chief delegate 

Dr Li Bin 
Minister, National Health and Family Planning 
Commission 



 LIST OF PARTICIPANTS 407 
 
 
 
 
Délégué(s) – Delegate(s) 

Mr Ma Zhaoxu 
Ambassador, Permanent Representative, 
Geneva 

Mr Hu Hongtao 
Director-General, Department of International 
Cooperation, National Health and Family 
Planning Commission 

Suppléant(s) – Alternate(s) 

Mr Fu Cong 
Deputy Permanent Representative, Geneva 

Dr Ko Wing-man 
Secretary for Food and Health, Hong Kong 
Special Administrative Region 

Mr A. Tam 
Secretary for Social Affairs and Culture, 
Macao Special Administrative Region 

Mr Yu Shukun 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr Dun Shixin 
Senior Adviser, International Health Exchange 
and Cooperation Centre, National Health and 
Family Planning Commission 

Mr Jia Yong 
Vice-President, China Disabled Person’s 
Federation 

Mr Xu Shuqiang 
Director-General, Health Emergency Response 
Office, National Health and Family Planning 
Commission 

Mr Yu Jingjin 
Director-General, Bureau of Disease 
Prevention and Control, National Health and 
Family Planning Commission 

Mr Mao Qun’an 
Director-General, Department of 
Communications, National Health and Family 
Planning Commission 

Ms Wang Yuxun 
Counsel, Department of Planning and 
Information, National Health and Family 
Planning Commission 

Ms He Lanjing 
Deputy Director-General, Department of Hong 
Kong, Macao and Taiwan Affairs, Ministry of 
Foreign Affairs 

Mr Tian Lin 
Counsellor, Department of International 
Organizations and Conferences, Ministry of 
Foreign Affairs 

Ms Guo Yanhong 
Deputy Director-General, Bureau of Medical 
Administration, National Health and Family 
Planning Commission 

Ms Zhang Yang 
Deputy Director-General, Department of 
International Cooperation, National Health and 
Family Planning Commission 

Mr Sun Yang 
Deputy Director-General, Department of Drug 
Policy and Essential Medicine, National 
Health and Family Planning Commission 

Mr Zhao Xing 
Counsellor, Permanent Mission, Geneva 

Mr Feng Li 
Deputy Director-General, China Disabled 
Person’s Federation 

Mr Li Xi 
Director-General, China Assistive Devices and 
Technology Centre for Persons with 
Disabilities 

Ms Li Xiaomei 
Deputy Director-General, China Disabled 
Person’s Federation 

Mr Wu Kui Wah 
Administrative Assistant to the Secretary, 
Food and Health Bureau, Hong Kong Special 
Administrative Region 



408 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr C. Chan Hon Yee 
Director of Health, Hong Kong Special 
Administrative Region 

Dr Wong Ka Hing 
Consultant, Community Medicine, Department 
of Health, Hong Kong Special Administrative 
Region 

Dr T. Li Mun Pik 
Assistant Director of Health, Department of 
Health, Hong Kong Special Administrative 
Region 

Dr Leung Yiu Hong 
Senior Medical and Health Officer, 
Department of Health, Hong Kong Special 
Administrative Region 

Dr D. Mak Wai Lai 
Senior Medical and Health Officer, 
Department of Health, Hong Kong Special 
Administrative Region 

Dr Lei Chin Ion 
Director-General, Health Bureau, Macao 
Special Administrative Region 

Mr Kuok Cheong U 
Deputy Director-General, Health Bureau, 
Macao Special Administrative Region 

Mr Lam Io Pak 
Adviser, Office of the Secretary for Social 
Affairs and Culture, Macao Special 
Administrative Region 

Ms Lo Kin I 
Adviser, Office of the Secretary for Social 
Affairs and Culture, Macao Special 
Administrative Region 

Mr Lo Iek Long 
Adviser, Office of the Secretary for Social 
Affairs and Culture, Macao Special 
Administrative Region 

Mr Tai Wa Hou 
Adviser, Office of the Secretary for Social 
Affairs and Culture, Macao Special 
Administrative Region 

Mr Choi Peng Cheong 
Director-General, Department of Medicine 
Business, Health Bureau, Macao Special 
Administrative Region 

Ms Ding Ximing 
Division Director, General Office, National 
Health and Family Planning Commission 

Ms Liu Yue 
Division Director, Department of International 
Cooperation, National Health and Family 
Planning Commission 

Ms Jiang Wen 
Division Director, Department of 
Communications, National Health and Family 
Planning Commission 

Mr Xue Yonglei 
Division Director, Department of Health 
Quarantine and Supervision, General 
Administration of Quality Supervision, 
Inspection and Quarantine 

Mr Chi Junchang 
Division Director, China Disabled Person’s 
Federation 

Mr Zhang Hongtao 
Division Director, China Assistive Devices 
and Technology Centre for Persons with 
Disabilities 

Ms Zhang Jinliang 
Researcher, Chinese Research Academy of 
Environmental Sciences 

Mr Liu Haitao 
Consultant, Bureau of Disease Prevention and 
Control, National Health and Family Planning 
Commission 

Mr He Zhichun 
Director-General, Health Emergency Response 
Office, Shanghai Municipal Commission of 
Health and Family Planning 

Mr Liu Zhongmin 
President, Shanghai East Hospital 



 LIST OF PARTICIPANTS 409 
 
 
 
 
Mr Chang Jie 
Deputy Division Director, Department of 
Hong Kong, Macao and Taiwan Affairs, 
Ministry of Foreign Affairs 

Ms Li Hui 
Adviser, International Health Exchange and 
Cooperation Centre, National Health and 
Family Planning Commission 

Mr Su Weiwei 
Deputy Division Director, Department of Drug 
Policy and Essential Medicine, National 
Health and Family Planning Commission 

Mr Wang Liang 
Deputy Division Director, Department of 
Maternal and Child Health, National Health 
and Family Planning Commission 

Ms Bai Yue 
Deputy Division Director, Chinese Health 
Education Centre 

Mr Feng Hao 
Deputy Division Director, China Disabled 
Person’s Federation 

Mr Ge Minshu 
Principal Staff, Department of Social Security, 
Ministry of Finance 

Mr Zhang Wei 
Second Secretary, Permanent Mission, Geneva 

Mr Liu Shaoxuan 
Second Secretary, Permanent Mission, Geneva 

Mr Wang Zhaoxue 
Third Secretary, Permanent Mission, Geneva 

Ms Geng Fei 
Third Secretary, Permanent Mission, Geneva 

Ms Liu Meng 
Principal Staff, Bureau of Investigation and 
Enforcement, China Food and Drug 
Administration 

Ms Li Juan 
Programme Officer, Department of 
International Cooperation, National Health and 
Family Planning Commission 

Ms Li Ying 
Programme Officer, Department of 
International Cooperation, National Health and 
Family Planning Commission 

Ms Shan Duo 
Programme Officer, Department of 
International Cooperation, National Health and 
Family Planning Commission 

Mr Shi Yuefeng 
Attaché, Permanent Mission, Geneva 

Mr Wu Xiaoyu 
Principal Staff, Division of Health Promotion, 
Shanghai Health and Family Planning 
Commission 

Mr Chen Yanxi 
Division Director, Health Emergency 
Response Office, Shanghai East Hospital 

Ms Wang Yunping 
Associate Researcher, Division of Global 
Health, Health Development and Research 
Centre, National Health and Family Planning 
Commission 

Ms Cao Gui 
Assistant Researcher, Health Development and 
Research Centre, National Health and Family 
Planning Commission 

Ms Fan Xiaodan 
Intern Researcher, Health Development and 
Research Centre, National Health and Family 
Planning Commission 

Mr Wang Yu 
Lecturer, School of Public Health, Peking 
University 

Conseiller(s) – Adviser(s) 

Professor Liu Peilong 
School of Public Health, Peiking University 



410 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Professor Guo Yan 
School of Public Health, Peking University 

Ms Xie Zheng 
Lecturer, School of Public Health, Peking 
University 

Ms Yin Hui 
Lecturer, School of Public Health, Peking 
University 

Ms Yuan Beibei 
Lecturer, School of Public Health, Peking 
University 

Dr Huang Yangmu 
Lecturer, School of Public Health, Peking 
University 

Mr Jin Jiyong 
Associate Professor, School of International 
Relations and Public Affairs, Shanghai 
International Studies University 

Dr Zhang Guangpeng 
Researcher, Health Development and Research 
Centre, National  Health and Family Planning 
Commission 

Ms Jin Nan 
Intern Researcher, Health Development and 
Research Centre, National Health and Family 
Planning Commission 

Mr Ma Xiaoguang 
Associate Professor, Zhejiang University 

Mr Tu Wenxiao 
Assistant Researcher, Chinese Centre for 
Disease Control and Prevention 

Ms Chen Qiulan 
Associate Researcher, Chinese Centre for 
Disease Control and Prevention 

Ms Tang Shunv 
Assistant Researcher, Chinese Centre for 
Disease Control and Prevention 

Ms Tian Rui 
Deputy Director, Beijing Entry-Exit Inspection 
and Quarantine Bureau 

CHYPRE – CYPRUS 

Chef de délégation – Chief delegate 

Dr G. Pamborides 
Minister of Health 

Délégué – Delegate 

Mr A. Ignatiou 
Ambassador, Permanent Representative, 
Geneva 

Conseiller(s) – Adviser(s) 

Dr O. Kalakouta 
Chief Health Officer, Ministry of Health 

Mr D. Samuel 
Deputy Permanent Representative, Geneva 

Ms M. Avani 
Second Secretary, Permanent Mission, Geneva 

Mr A. Ioannou 
Health Services Officer, Ministry of Health 

Mr A. Chorattas 
Secretary, Cyprus Nursing and Midwifes 
Association 

Ms M. Sologianni 
Adviser, Permanent Mission, Geneva 

COLOMBIE – COLOMBIA 

Chef de délégation – Chief delegate 

Sr. A. Gaviria Uribe 
Ministro de Salud y Protección Social 

Délégué(s) – Delegate(s) 

Dra. B. Londoño Soto 
Embajadora, Representante Permanente, 
Ginebra 

Sr. G. Burgos Bernal 
Secretario General, Ministerio de Salud y 
Protección Social 



 LIST OF PARTICIPANTS 411 
 
 
 
 
Suppléant(s) – Alternate(s) 

Sr. J. Matute 
Coordinador, Cooperación Internacional, 
Ministerio de Salud y Protección Social 

Sr. G. Calderon 
Coordinador, Asuntos Sociales, Ministerio de 
Relaciones Exteriores 

Dr. J. Guzman 
Director, Instituto Nacional de Vigilancia de 
Medicamentos y Alimentos 

Sra. H. Botero Hernández 
Primera Secretaria, Misión Permanente, 
Ginebra 

M. J.C. Moreno 
Segundo Secretario, Misión Permanente, 
Ginebra 

Sra. M.P. Gomez 
Asesora, Ministerio de Salud y Protección 
Social 

Sra. S. Arroyo Kogson 
Pasante, Misión Permanente, Ginebra 

COMORES – COMOROS 

Chef de délégation – Chief delegate 

Dr M. Fouad 
Ministre de la Santé 

Délégué(s) – Delegate(s) 

M. C. Sultan 
Ambassadeur, Représentant permanent, 
Genève 

Dr S.A. Aboubacar 
Directeur général de la Santé 

Suppléant(s) – Alternate(s) 

M. H. Mohamed 
Responsable, Programme national de la lutte 
contre le paludisme 

Mme H. Fatima 
Responsable, Santé et production 

Dr N. Said Bacar 
Pharmacien 

CONGO – CONGO 

Chef de délégation – Chief delegate 

Mme J.L. Mikolo 
Ministre de la santé et de la population 

Chef adjoint de la délégation – Deputy chief 
delegate 

M. L.J. Okio 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

Dr M.F. Puruehnce 
Conseillère à la santé et à la population de la 
Présidence de la république 

Suppléant(s) – Alternate(s) 

M. D.R. Oko 
Ministre Conseiller, Mission permanente, 
Genève 

Professeur A. Elira Dokékias 
Directeur général des hôpitaux et de 
l’organisation des soins 

Mme F. Mvila 
Conseillère, Mission permanente, Genève 

Dr A.S. Dzabatou Babeaux 
Directeur, Maladies transmissibles et 
VIH/SIDA 

Dr A. Lanzy 
Attaché à la présidence de la république 

Dr Q. Pena 
Attaché à la présidence de la république 

M. A. Mbola Dimi 
Collaborateur du Ministre 



412 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mme A.L. Ndoundou 
Attachée a la documentation, Ministère de la 
santé et de la population 

Mme N. Elira Moutinou 
Conseillère à la santé, Ministère de la santé et 
de la population 

COSTA RICA – COSTA RICA 

Chef de délégation – Chief delegate 

Dr. F. Llorca Castro 
Ministro de Salud 

Délégué – Delegate 

Sra. E. Whyte Gómez 
Embajador, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sr. M. Varela Erasheva 
Representante Permanente Alterno, Ginebra 

Sr. N. Lizano Ortiz 
Ministra Consejera, Misión Permanente, 
Ginebra 

Sra. G. Calvo Valerio 
Ministra Consejera, Misión Permanente, 
Ginebra 

Sra. R. Tinoco Brenes 
Consejera, Misión Permanente, Ginebra 

Dr. J.M. Gutiérrez 
Profesor catedrático e investigador, Instituto 
Clodomiro Picado, Facultad de Microbiología, 
Universidad de Costa Rica 

Dra. L. Ramírez Villegas 
Presidente, Colegio de Enfermeras 

Sra. A. Quevedo 
Pasante, Misión Permanente, Ginebra 

Sra. K. Schlindler 
Pasante, Misión Permanente, Ginebra 

Sr. B. Dupong 
Pasante, Misión Permanente, Ginebra 

COTE D’IVOIRE – COTE D’IVOIRE 

Chef de délégation – Chief delegate 

Dr R. Goudou Coffie 
Ministre de la santé et de l’hygiène publique 

Chef adjoint de la délégation – Deputy chief 
delegate 

M. K. Adjoumani 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

Dr E.C. Kouassy 
Directrice générale adjointe de la santé chargée 
du système de santé 

Suppléant(s) – Alternate(s) 

M. S.K.A. Bedou 
Conseiller technique 

Professeur S. Dagnan N’Cho 
Directeur, Institut national hygiène publique, 
Responsable de la prévention et de la lutte 
contre la maladie à virus Ebola 

M. A.L. Ebakoue 
Premier secrétaire, Mission permanente, 
Genève 

M. J.B. Ezan 
Assistant du Chef de service de coopération 
internationale 

M. J.L. Bamba 
Conseiller, Mission permanente, Genève 

M. T. Moriko 
Conseiller, Mission permanente, Genève 

M. K. Silue 
Conseiller, Mission permanente, Genève 

Mlle N.F. Kombo 
Superviseur, GAVI, Cabinet de la Ministre de 
la santé et de l’hygiène publique 



 LIST OF PARTICIPANTS 413 
 
 
 
 
CROATIE – CROATIA 

Chef de délégation – Chief delegate 

Mrs V. Batistic Kos 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mrs Z. Penic Ivanko 
Counsellor, Permanent Mission, Geneva 

Suppléant – Alternate 

Ms N. Pejovic 
Adviser, Permanent Mission, Geneva 

CUBA – CUBA 

Chef de délégation – Chief delegate 

Dr R. Morales Ojeda 
Minister of Public Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mrs A. Rodriguez Camejo 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr M. Cobas Ruiz 
Deputy Minister of Health 

Suppléant(s) – Alternate(s) 

Dr N. Marimon 
Director, International Relations, Ministry of 
Public Health 

Dr M.I. Lantero 
Head, Sexually Transmitted Diseases 
Department, Ministry of Public Health 

Dr E. Martinez Cruz 
Head, Bilateral Relations Department, 
Ministry of Public Health 

Dr A. Alvarez Perez 
Deputy Director-General, Cuban National 
Institute of Hygiene, Epidemiology, and 
Microbiology 

Mrs C. Perez Alvarez 
Counsellor, Permanent Mission, Geneva 

Mr A. Castillo Santana 
Counsellor, Permanent Mission, Geneva 

Mr P. Berti Olivia 
First Secretary, Permanent Mission, Geneva 

Mr F. Díaz 
First Secretary, Permanent Mission, Geneva 

Mr J.A. Portales 
First Secretary, Permanent Mission, Geneva 

Dr B. Romeu Alvarez 
Third Secretary, Permanent Mission, Geneva 

Mrs M.M. Lazo 
Interpreter 

DANEMARK – DENMARK 

Chef de délégation – Chief delegate 

Dr S. Brostrøm 
Director-General, The Danish Health 
Authority 

Délégué – Delegate 

Mr C. Staur 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Ms H. Findsen 
Head, International Affairs, Ministry of Health 

Ms A.M. Voetmann 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr M. Petersen 
Head of Section, Ministry of Health 



414 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms S. Almholt Hjalager 
Head of Section, The Danish Health Authority 

Mr F. Felding 
Head of Section, Ministry of Health 

Ms K. Stoltenberg 
Intern, Permanent Mission, Geneva 

Ms S.R. Skov 
Attaché, Permanent Mission, Geneva 

DJIBOUTI – DJIBOUTI 

Chef de délégation – Chief delegate 

M. A. Sillaye Abdallah 
Secrétaire général, Ministère de la santé 

Délégué(s) – Delegate(s) 

M. M. Ibrahim Hassan 
Directeur, Etudes, planification et coopération 
internationale, Ministère de la santé 

M. A. Mohamed Abro 
Chargé d’affaires a.i., Mission permanente, 
Genève 

Suppléant – Alternate 

Mme H. Mahad Mahmoud 
Stagiaire, Mission permanente, Genève 

EGYPTE – EGYPT 

Chef de délégation – Chief delegate 

Professor A.E.E. Rady 
Minister of Health and Population 

Délégué – Delegate 

Mr A. Ramadan 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr S.M. Abdelgelil 
Head, Central Department, Ministry of Health 
and Population 

Mr G.A. Mohamed 
Second Secretary, Permanent Mission, Geneva 

Dr H.A.M. Massekh 
Director, Ministry of Health and Population 

Dr N.S. Hassan 
Doctor, Preventive Sector, Ministry of Health 
and Population 

Dr S.S. Sabbour 
Assistant Professor, Ain Shams University of 
Cairo 

Ms G.H.A. Elrefaey 
Medical Student, Ain Shams University of 
Cairo 

Mr A.A.M. Seddik 
Medical student, Ain Shams University of 
Cairo 

Ms S. Abdelaziz 
Medical student, Ain Shams University of 
Cairo 

Mr A.T. Radwan 
Medical student, Ain Shams University of 
Cairo 

Dr M.M. El Teriaky 
Physician, Minister’s Technical Office, 
Ministry of Health and Population 

Dr Basem M.A. Mohamed 
Student, Faculty of Medicine, University of 
Cairo 

Dr Baher M.A. Mohamed 
Student, Faculty of Medicine, University of 
Cairo 

Ms M. Elbasiouny 
Vice-Minister of Health and Population 

Mr M. Negm 
Deputy Permanent Representative, Geneva 



 LIST OF PARTICIPANTS 415 
 
 
 
 
EL SALVADOR – EL SALVADOR 

Chef de délégation – Chief delegate 

Dra. E.V. Menjivar Escalante 
Ministra de Salud 

Délégué – Delegate 

Sr. J.A. Maza Martelli 
Embajador, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sra. C.E. Castillo 
Representante Permanente Adjunta, Ginebra 

Dr. J.E. Orellana 
Asesor del Despacho Ministerial 

Sra. R. Menendez 
Ministra Consejera, Misión Permanente, 
Ginebra 

Srta. M.J. Granadino 
Segundo Secretario, Misión Permanente, 
Ginebra 

EMIRATS ARABES UNIS – UNITED 
ARAB EMIRATES 

Chef de délégation – Chief delegate 

Mr A. Al Owais 
Minister of Health 

Délégué – Delegate 

Mr O.S. Al Zaabi 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr N.K. Al Budoor 
Director, Dubai Medical District. Director, 
Minister’s Office, Ministry of Health 

Dr H.A.R. Al Rand 
Assistant Under-Secretary for Health Centers 
and Clinics 

Dr A. Suheil 
Director, Primary Health Care Department 

Dr F. Al Attar 
Director, International Health Regulations 
Office 

Ms A.Z. Harbi 
Deputy Director, Health Data and Information 
Analysis Department 

Mr R. Al Shamsi 
Deputy Permanent Representative, Geneva 

Mrs A. Alshehhi 
First Secretary, Permanent Mission, Geneva 

Mr S. Al Marzouqui 
Second Secretary, Permanent Mission, Geneva 

Ms R. Almannaee 
Third Secretary, Permanent Mission, Geneva 

Dr A. Fakhfakh 
Expert in International Organizations, 
Permanent Mission, Geneva 

Mr M.B. Ben Amara 
Permanent Mission, Geneva 

EQUATEUR – ECUADOR 

Chef de délégation – Chief delegate 

Dra. M.B. Guevara 
Ministra de Salud Pública 

Chef adjoint de la délégation – Deputy chief 
delegate 

Sra. M.F. Espinosa 
Embajadora, Representante Permanente, 
Ginebra 

Délégué – Delegate 

Dra. V. Espinosa 
Viceministra de Gobernanza y Vigilancia de la 
Salud 



416 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Suppléant(s) – Alternate(s) 

Sra. P. González 
Directora, Cooperación Internacional (E), 
Ministerio de Salud Pública 

Sr. J. Gomes Temporao 
Director Ejecutivo Saliente, Instituto 
Suramericano de Gobierno en Salud 

Sra. C. Vance Mafla 
Directora Ejecutiva Entrante, Instituto 
Suramericano de Gobierno en Salud 

Sra. L. Bermudez 
Jefe de Gabinete 

Sra. F.T. Costa Bueno 
Coordinadora, Gestión de la Información y del 
Conocimiento 

Sra. M. Martínez 
Ministra, Misión Permanente, Ginebra 

Sr. W. Schuldt 
Primer Secretario, Misión Permanente, 
Ginebra 

Sr. J.P. Cadena 
Primer Secretario, Misión Permanente, 
Ginebra 

Sr. V.A. Taiano 
Pasante, Misión Permanente, Ginebra 

Sra. C. Montensinos 
Asistente de la Ministra de Salud Pública 

ERYTHREE – ERITREA 

Chef de délégation – Chief delegate 

Ms H.S. Ghebremedhin 
Ambassador, Permanent Representative to 
UNESCO, Paris 

Délégué(s) – Delegate(s) 

Mr B. Woldeyohannes 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Mr G. Mehari 
Permanent Mission, Geneva 

ESPAGNE – SPAIN 

Chef de délégation – Chief delegate 

Sra. A. Menéndez Pérez 
Embajadora, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sr. V. Redondo Baldrich 
Representante Permanente Adjunto, Ginebra 

Sra. E. Andradas Aragonés 
Directora General de Salud Pública, Calidad e 
Innovación, Ministerio de Sanidad, Servicio 
Sociales e Igualdad 

Sra. E. Crespo Sánchez-Eznarriaga 
Directora, Agencia Española de Medicamentos 

Sra. A. Gíl Sánchez 
Subdirectora General, Relaciones 
Internacionales, Ministerio de Sanidad, 
Servicios Sociales e Igualdad 

Sr. M. Remon Miranzo 
Consejero, Misión Permanente, Ginebra 

Sr. M. Casado Gómez 
Jefe de área de Salud, Subdirección General de 
Políticas para el Desarrollo, Ministerio de 
Asuntos Exteriores y de Cooperacíon 

Sra. M.C. Ciria Matilla 
Jefe de Area de Salud, Departamento de 
Coordinación Sectorial, Agencia Española de 
Cooperación Internacional para el Desarrollo, 
Ministerio de Asuntos Exteriores y de 
Cooperación 

Sra. M. Magro 
Técnico de la Unidad de Apoyo 

Sr. O. González Guitierrez-Solana 
Jeffe de Area, Dieccíon General de Salud 
Pública, Calidad e Innovación 



 LIST OF PARTICIPANTS 417 
 
 
 
 
Sra. I. Martínez-Acitores 
Coordinadora, Programmes del Observatorio 
de Salud de las Mujeres, Dirección General de 
Salud Pública, Calidad e Innovacíon 

Srta. C. Sanchez Espinosa 
Asesora, Misión Permanente, Ginebra 

Sr. L. Diez Matéo 
Consejero de Finanzas, Misión Permanente, 
Ginebra 

Conseiller – Adviser 

Sra. M.L. García Tuñón 
Consejera Técnica, Subdirección General de 
Relaciona Internacionales, Ministerio de 
Sanidad, Servicios Sociales e Igualdad 

ESTONIE – ESTONIA 

Chef de délégation – Chief delegate 

Dr M. Jesse 
Director, National Institute for Health 
Development 

Délégué(s) – Delegate(s) 

Mr A. Pung 
Ambassador, Permanent Representative, 
Geneva 

Mr J. Ojalo 
Chief Specialist, European and International 
Coordination Department, Ministry of Social 
Affairs 

Suppléant(s) – Alternate(s) 

Mrs K. Lukka 
Adviser, Health System Development 
Department, Ministry of Social Affairs 

Mrs T. Täht 
Chief Specialist, Public Health Department, 
Ministry of Social Affairs 

Mr T. Lumiste 
Second Secretary, Permanent Mission, Geneva 

Mrs R. Salsa 
Second Secretary, Permanent Mission, Geneva 

Ms G. Heinma 
Intern, Permanent Mission, Geneva 

Mr P. Tohver 
Vice-President, External Relations, Estonian 
Medical Students’ Association 

ETATS-UNIS D’AMERIQUE – UNITED 
STATES OF AMERICA 

Chef de délégation – Chief delegate 

Ms S.M. Burwell 
Secretary, Department of Health and Human 
Services 

Délégué(s) – Delegate(s) 

Ms P. Hamamoto 
Ambassador, Permanent Representative, 
Geneva 

Mr J. Kolker 
Assistant Secretary for Global Affairs, 
Department of Health and Human Services 

Suppléant(s) – Alternate(s) 

Mr T. Allegra 
Deputy Permanent Representative, Geneva 

Ms A. Blackwood 
Senior Health Adviser, Office of Economic 
Development Affairs, Bureau of International 
Organization Affairs, Department of State 

Dr K. DeSalvo 
Acting Assistant Secretary for Health, National 
Coordinator for Health Information 
Technology, Department of Health and Human 
Services 

Ms J. Garber 
Acting Assistant Secretary of State, Bureau of 
Oceans and International Environmental and 
Scientific Affairs, Department of State 



418 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr R. Glass 
Director, Fogarty International Center, 
National Institutes of Health, Department of 
Health and Human Services 

Mr P. Mamacos 
Director, Multilateral Affairs, Office of Global 
Affairs, Department of Health and Human 
Services 

Dr R. Martin 
Director, Center for Global Health, Centers for 
Disease Control and Prevention, Department 
of Health and Human Services 

Mr C. McIff 
Health Attaché, Permanent Mission, Geneva 

Ms D. O’Connell 
Deputy Chief of Staff, Department of Health 
and Human Services 

Dr A. Pablos-Mendez 
Assistant Administrator, Global Health 
Bureau, Agency for International Development 

Ms L. Poulton 
Director, Office of International Health and 
Biodefense, Bureau of Oceans and 
International Environmental and Scientific 
Affairs, Department of State 

Dr E. Trimble 
Director, National Cancer Institute’s Center for 
Global Health, Department of Health and 
Human Services 

Dr M. Wolfe 
Deputy Assistant Secretary, Office of Global 
Affairs, Department of Health and Human 
Services 

Conseiller(s) – Adviser(s) 

Ms S. Baker 
Senior Multilateral Adviser, Bureau for Global 
Health, Agency for International Development 

Mr G. Brown 
Attaché, USAID, Permanent Mission, Geneva 

Ms T. Carson 
Director, Global HIV Programmes, Human 
Resources and Services Administration, 
Department of Health and Human Services 

Ms E. Cameron 
Director, Countering Biological Threats, 
National Security Council 

Mr C. Darr 
International Health Analyst, Office of Global 
Affairs, Department of Health and Human 
Services 

Mr J. Fernandez 
Global Health Security Agenda Team Lead, 
Office of Global Affairs, Department of Health 
and Human Services 

Ms K. Ferriter 
Attorney Adviser, Office of Policy and 
International Affairs, Patent and Trademark 
Office, Department of Commerce 

Ms K. Gorove 
Legal Adviser, Permanent Mission, Geneva 

Ms S. Heinen 
Minister Counselor, Agriculture, Permanent 
Mission, Geneva 

Ms D. Jordan-Sullivan 
Health and Labor Adviser, Permanent Mission, 
Geneva 

Ms K. Kampf 
Chief of Staff, Office of Global Affairs, 
Department of Health and Human Services 

Ms A. Kimbrel 
International Health Analyst, Office of Global 
Affairs, Department of Health and Human 
Services 

Ms I. Koek 
Deputy Assistant Administrator, Global 
Health, Agency for International Development 

Ms N. Kyloh 
Senior Humanitarian Adviser, Office of United 
States Foreign Disaster Assistance, Agency for 
International Development 



 LIST OF PARTICIPANTS 419 
 
 
 
 
Ms G. Lamourelle 
Deputy Director, Multilateral Affairs, Office of 
Global Affairs, Department of Health and 
Human Services 

Dr J. Larsen 
Deputy Director, Biomedical Advanced 
Research Development Authority, Office of 
the Assistant Secretary for Preparedness and 
Response, Department of Health and Human 
Services 

Ms D. Lashley-Johnson 
Attaché, Intellectual Property, Permanent 
Mission, Geneva 

Ms M. Levine 
Senior International Health Analyst, Office of 
Global Affairs, Department of Health and 
Human Services 

Dr M. Lim 
Deputy Health Attaché, Permanent Mission, 
Geneva 

Dr G. Mensah 
Director, Center for Translational Research 
and Implementation Science, National Heart, 
Lung and Blood Institute, National Institutes of 
Health, Department of Health and Human 
Services 

Ms A. Snyder 
International Health Analyst, Office for Global 
Affairs, Department of Health and Human 
Services 

Dr L. Stevens 
Deputy Director, Operations, National Cancer 
Institute’s Center for Global Health, 
Department of Health and Human Services 

Mr D. Sullivan 
Legal Adviser, Permanent Mission, Geneva 

Mr R. Waller 
Political Counselor, Permanent Mission, 
Geneva 

Dr S. Stack 
President, American Medical Association 

Dr P. Cipriano 
President, American Nurses Association 

Mr D. Grubb 
The Grubb Law Group 

Mr S. Yargosz 
International Policy Analyst, Office of 
National Drug Control Policy, Executive 
Office of the President 

Ms V. Prugh 
Attorney Adviser, Office of the Legal Adviser, 
Department of State 

ETHIOPIE – ETHIOPIA 

Chef de délégation – Chief delegate 

Dr K.A. Birhane 
Minister of Health 

Délégué – Delegate 

Mr N.K. Botera 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Mulualem 
Head, Amhara Region State Health Bureau 

Dr M. Kifle 
Director-General, Office of the Minister, 
Ministry of Health 

Mr Y. Denekew 
Director-General, Food Medicine and Health 
Administration and Control Authority 

Mr M.Z. Michael 
Director-General, International Organizations, 
Directorate General, Ministry of Foreign 
Affairs 

Mr T. Kebebew 
Director-General, Coordinator, UN Security 
Council Affairs, Ministry of Foreign Affairs 



420 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr T. Tolera 
Adviser to the State Minister and Head, Office 
Programme 

Dr D. Jima 
Deputy Director-General, Ethiopian Public 
Health Institute 

Mr N.E. Tegene 
Directorate Director, Policy and Planning 

Dr F. Kebede 
President, Public Health Association of 
Ethiopia 

Mr B.K. Negash 
Team Leader, Neglected Tropical Diseases 

Dr D.S. Maruta 
Minister Counsellor, Permanent Mission, 
Geneva 

EX-REPUBLIQUE YOUGOSLAVE DE 
MACEDOINE – THE FORMER 
YUGOSLAV REPUBLIC OF 
MACEDONIA 

Délégué – Delegate 

Mr D. Uzunovski 
Minister Counsellor, Permanent Mission, 
Geneva 

Suppléant – Alternate 

Dr B. Gjoneska 
Macedonain Academy of Sciences and Arts 

FEDERATION DE RUSSIE – RUSSIAN 
FEDERATION 

Chef de délégation – Chief delegate 

Dr V.I. Skvortsova 
Minister of Health 

Délégué – Delegate 

Mr A.N. Borodavkin 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr D.V. Kostennikov 
State Secretary, Deputy Minister of Health 

Dr S.A. Kraevoy 
Deputy Minister of Health 

Mr R.Z. Alyautdinov 
Deputy Permanent Representative, Geneva 

Dr S.V. Axelrod 
Deputy Director, Department of International 
Cooperation and Public Liaison, Ministry of 
Health 

Mr S.M. Muraviov 
Director, Department of International 
Cooperation and Public Liaison, Ministry of 
Health 

Dr E.N. Baybarina 
Director, Department of Paediatric Health Care 
and Obstetrics, Ministry of Health 

Dr O.O. Salagay 
Director, Department of Public Health and 
Communication, Ministry of Health 

Dr E.A. Maksimkina 
Director, Department of Pharmaceutical 
Support and Regulation of Medical Products, 
Ministry of Health 

Ms N.B. Savolaynen 
Director, Department of Accounting 
Procedures and Audit, Ministry of Health 

Dr L.A. Gabbasova 
Assistant to the Minister of Health 

Dr E.R. Salakhov 
Deputy Director, Department of International 
Cooperation and Public Liaison, Ministry of 
Health 

Dr T.C. Kasayeva 
Deputy Director, Department for Organization 
of Medical Care and Sanatorium/Resort 
Therapy, Ministry of Health 



 LIST OF PARTICIPANTS 421 
 
 
 
 
Mr V.J. Yemelyanov 
Deputy Director, Department of 
Pharmaceutical Support and Regulation of 
Medical Products, Ministry of Health 

Mr A.A. Gayderov 
Chief of Section, Department of 
Pharmaceutical Support and Regulation of 
Medical Products, Ministry of Health 

Ms O.A. Zhiteneva 
Consultant, Department of International 
Cooperation and Public Liaison, Ministry of 
Health 

Ms J.A. Plokhova 
Second Secretary, Department of International 
Organizations, Ministry of Foreign Affairs 

Mr A.A. Nikiforov 
Deputy Permanent Representative, Geneva 

Mr G.V. Ustinov 
Counsellor, Permanent Mission, Geneva 

Ms N.E. Oreshenkova 
Counsellor, Permanent Mission, Geneva 

Mr A.V. Alexikov 
First Secretary, Permanent Mission, Geneva 

Mr A.M. Kuchkov 
Second Secretary, Permanent Mission, Geneva 

Mr I.A. Demidov 
Second Secretary, Permanent Mission, Geneva 

Ms A.J. Klukhina 
Second Secretary, Permanent Mission, Geneva 

Mr V.A. Matseychik 
Third Secretary, Permanent Mission, Geneva 

Dr A.V. Novozhilov 
Third Secretary, Permanent Mission, Geneva 

Ms A.A. Bagdatyeva 
Attaché, Permanent Mission, Geneva 

Dr V.I. Starodubov 
Director, Central Research Institute of Health 
Management and Information Systems, 
Ministry of Health 

Dr S.A. Boytsov 
Director, National Research Centre for 
Preventive Medicine, Ministry of Health 

Dr A.V. Korotkova 
Deputy Director, Central Research Institute of 
Health Management and Information Systems, 
Ministry of Health 

Dr M.S. Tseshkovsky 
Chief of Department, Central Research 
Institute for Health Management and 
Information Systems, Ministry of Health 

Dr E.V. Kirsanova 
Chief Specialist, Central Research Institute for 
Health Management and Information Systems, 
Ministry of Health 

Ms L.A. Zommer 
Chief Specialist, Central Research Institute for 
Health Management and Information Systems, 
Ministry of Health 

Dr I.V. Bukhtiyarov 
Director, Occupational Health Research 
Institute 

Dr E.E. Sigan 
Deputy Director, Occupational Health 
Research Institute 

Dr G.J. Maslennikova 
Senior Science Officer, National Research 
Centre for Preventive Medicine, Ministry of 
Health 

Ms M.V. Popovich 
Chief of Section, Integrated Prevention 
Programmes, National Research Centre for 
Preventive Medicine, Ministry of Health 

Dr V.J. Smolensky 
Chief, Office of Scientific Support for Public 
Health and Epidemiological Well-being and 
International Cooperation, Federal Service for 
Surveillance on Consumer Rights Protection 
and Human Well-being 



422 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr E.B. Ezhlova 
Chief, Epidemiological Surveillance 
Department, Rospotrebnadzor 

Dr A.A. Melnikova 
Deputy Chief, Epidemiological Surveillance 
Department, Rospotrebnadzor 

Dr A.S. Guskov 
Deputy Chief, Epidemiological Surveillance 
Department, Rospotrebnadzor 

Ms E.S. Zenkevic 
Chief Specialist, Office of Scientific Support 
for Public Health and Epidemiological Well-
being and International Cooperation, 
Rospotrebnadzor 

Dr R.A. Maksutov 
Chief Technical Officer, Diagnostic 
Laboratory and Variola Virus DNA 
Repository, Vector National Research Centre 
for Virology and Biotechnology 

Dr A.V. Tutelian 
Chief Technical Officer, Nosocomial 
Infections Laboratory, Central 
Epidemiological Research Institute, 
Rospotrebnadzor 

Dr A.E. Gushchin 
Chief Technical Officer, Laboratory for 
Molecular Diagnostics and Epidemiology of 
Infections of the Reproductive Organs, Central 
Epidemiological Research Institute, 
Rospotrebnadzor 

Dr E.V. Kovalevsky 
Senior Science Officer, Occupational Medicine 
Research Institute 

Dr G.V. Kipor 
Chief Specialist, Administration of the Zascita 
National Centre for Emergency Medicine 

Dr A.L. Gincburg 
Director, Academician N.F. Gamaleja Federal 
Research Centre for Epidemiology and 
Microbiology, Ministry of Health 

Dr D.J. Logunov 
Deputy Director, Academician N.F. Gamaleja 
Federal Research Centre for Epidemiology and 
Microbiology, Ministry of Health 

Mr I. Yarikevich 
Head, Airmobile Hospital “Centrospas” 

Ms A. Nazarova 
Second Secretary, Permanent Mission, Geneva 

Dr I. Lykov 
Third Secretary, Permanent Mission, Geneva 

Dr V.P. Chulanov 
Chief, Laboratory for Viral Hepatitis, Federal 
Budget Institution of Science, Central 
Research Institute of Epidemiology, Federal 
Service on Customers’ Rights Protection and 
Human Well-being Surveillance 

O.G. Yurin 
Principal Specialist, Federal Research 
Guidance Center for HIV Prevention and 
Control 

Dr V.E. Shabanov 
Chief Medical Officer, Field Hospital of 
Russian Emergency Situations Center 
“Zashita”, Ministry of Health 

FIDJI – FIJI 

Chef de délégation – Chief delegate 

Mr J. Usamate 
Minister of Health and Medical Services 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mrs N.S. Khan 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr I. Tukana 
National Adviser, Noncommunicable Diseases, 
Ministry of Health and Medical Services 



 LIST OF PARTICIPANTS 423 
 
 
 
 
Suppléant(s) – Alternate(s) 

Ms N. Khatri 
Deputy Permanent Representative, Geneva 

Mrs S. Waqa 
Director, Nursing Services, Ministry of Health 
and Medical Services 

Mr A.A. Pratap 
First Secretary, Permanent Mission, Geneva 

Mr R. Simona 
Attaché, Permanent Mission, Geneva 

FINLANDE – FINLAND 

Chef de délégation – Chief delegate 

Mr J. Rehula 
Minister of Family Affairs and Social Services 

Chef adjoint de la délégation – Deputy chief 
delegate 

Ms P. Kairamo 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr P. Sillanaukee 
Permanent Secretary, Ministry of Social 
Affairs and Health 

Suppléant(s) – Alternate(s) 

Ms T. Koivisto 
Director, Ministry of Social Affairs and Health 

Dr J. Eskola 
Director-General, National Institute for Health 
and Welfare 

Mr R. Klinge 
Deputy Permanent Representative, Geneva 

Mr P. Korhonen 
Director, International Affairs, Ministry of 
Social Affairs and Health 

Ms O. Kuivasniemi 
Deputy Director, International Affairs, 
Ministry of Social Affairs and Health 

Dr E. Lahtinen 
Minister Counsellor, Health, Minister of Social 
Affairs and Health 

Mr P. Mustonen 
Counsellor, Permanent Mission, Geneva 

Ms H.M. Kause 
Special Adviser to the Minister of Social 
Affairs and Health 

Ms S. Sarlio-Lähteenkorva 
Ministerial Adviser, Ministry of Social Affairs 
and Health 

Ms H. Lehto 
First Secretary, Permanent Mission, Geneva 

Ms T. Haatainen 
Member of Parliament 

Ms S. Raassina 
Member of Parliament 

Ms E. Mäkipää 
Committee Counsel, Parliament 

Ms K. Lehtinen 
Intern, Permanent Mission, Geneva 

Ms S. Leino 
Ministerial Adviser, Ministry of Social Affairs 
and Health 

FRANCE – FRANCE 

Chef de délégation – Chief delegate 

Mme M. Touraine 
Ministre des Affaires sociales et de la santé 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mme S. Neuville 
Secrétaire d’Etat en charge des personnes 
handicapées et de la lute contre l’exclusion, 
Ministère des affaires sociales et de la santé 



424 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué – Delegate 

Mme E. Laurin 
Ambassadeur, Représentant permanent, 
Genève 

Suppléant(s) – Alternate(s) 

Professeur B. Vallet 
Directeur général de la santé, Ministère des 
affaires sociales, et de la santé 

M. P. Meunier 
Ambassadeur chargé de la lutte contre le Sida 
et les maladies transmissibles, Ministère des 
affaires étrangères et du développement 
international 

M. T. Wagner 
Représentant permanent adjoint, Genève 

Mme S. Garzi 
Conseillère diplomatique de la Ministre des 
affaires sociales et de la santée 

M. A. Djillali 
Conseillère diplomatique, Cabinet de la 
Ministre des affaires sociales et de la santé 

Mme F. Allot 
Conseillère diplomatique, Cabinet de Ministre 
des affaires sociales et de la santé 

Mme M. Bouali 
Conseiller diplomatique au Cabinet du 
Secrétaire d’Etat en charge des personnes 
handicapées et de la lutte contre l’exclusion, 
Ministère des affaires sociales et de la santé 

Dr P. Douste-Blazy 
Ancien Ministre de la santé, Ancien Ministre 
et des affaires étrangères 

M. J. Dussourd 
Préfet, Conseiller de M. Douste-Blazy 

Mme N. Nikitenko 
Déléguée, Affaires européennes et 
internationales, Ministère des affaires sociales 
et de la santé 

Mme M. Diallo 
Sous-directrice, Sous-direction du 
développement humain, Ministère des affaires 
étrangères et du développement international 

Mme A. Schmitt 
Cheffe, Mission des affaires européennes et 
internationales, Direction générale de la santé, 
Ministère des affaires sociales et de la santé 

M. P. Kluczynski 
Chef de bureau, Délégation aux affaires 
européennes et internationales, Ministère des 
affaires sociales et de la santé 

Mme M.A. Mortelette 
Conseiller Santé, Mission permanente, Genève 

M. P. Damie 
Conseiller Santé, Mission permanente, Genève 

M. P.Y. Bello 
Adjoint au Chef, Bureau addictions et autres 
determinants comportementaux de santé, 
Direction générale de la santé, Ministère des 
affaires sociales et de la santé 

Mme K. Daniault 
Chargée de mission, Mission aux affaires 
européennes et internationales, Direction 
générale de la santé, Ministère des affaires 
sociales et de la santé 

M. F.X. Chauviac 
Chargé de mission, Direction générale de la 
santé, Ministère des affaires sociales et de la 
santé 

Mme J. Daescheler 
Chargée de mission, Bureau international santé 
et protection sociale, Délégation aux affaires 
européennes et internationales, Ministère des 
affaires sociales et de la santé 

M. A. Schwoerer 
Chargé de mission, Département des urgences 
sanitaires, Direction générale de la santé, 
Ministère des affaires sociales et de la santé 



 LIST OF PARTICIPANTS 425 
 
 
 
 
Mme C. Drouin 
Chargée de mission, Bureau addictions et 
autres determinants comportementaux de 
santé, Direction générale de la santé, Ministère 
des affaires sociales et de la santé 

M. B. Redt 
Chargé de mission, Sous-direction du 
développement humain, Ministère des affaires 
étrangères et du développement international 

M. P. Ramet 
Conseiller, Environnement et transport, 
Mission permanente, Genève 

Mme S. Peron 
Conseillère, Questions budgétaires, Mission 
permanente, Genève 

Mme M. Ndour 
Chargé de mission, Sous-direction des affaires 
économiques et budgétaires, Ministère des 
affaires étrangères et du développement 
international 

M. P. Le Goff 
Deuxième Secrétaire, Mission permanente, 
Genève 

M. T. Paux 
Chargé par interim, Fonctions de Sous-
directeur veille et sécurité sanitaire, Direction 
générale de la santé, Ministère des affaires 
sociales et de la santé 

M. S. Desramaut 
Attaché de presse, Mission permanente, 
Genève 

Mme M. Courbill 
Attachée, Santé, Mission permanente, Genève 

M. M. Beigbeder 
Chargé de mission, Mission permanente, 
Genève 

M. S. Brunet 
Stagiaire ENA, Mission permanente, Genève 

M. V. Sardjeveladze 
Stagiaire, Délégation aux affaires européennes 
et internationales, Ministère des affaires 
sociales et de la santé 

Mme N. Maschio-Esposito 
Stagiaire au Pôle santé, Mission permanente, 
Genève 

Mme M. Jacquot 
Stagiaire au Pôle social, Mission permanente, 
Genève 

Conseiller(s) – Adviser(s) 

Mme M. Olszak 
Conseillère pour les affaires humanitaires, 
Mission permanente, Genève 

Mme C. Gaulin 
Attachée pour les affaires humanitaires, 
Mission permanente, Genève 

M. R. Clement 
Ministère des affaires sociales et de la santé 

M. D. Carre 
Ministère des affaires sociales et de la santé 

Mme L. Atlani-Duault 
Représentante, IRD auprès des Nations Unies 

GABON – GABON 

Chef de délégation – Chief delegate 

M. P. Biyoghe Mba 
Premier Vice-Premier Ministre de la Santé, de 
la prévoyance sociale et de la solidarité 
nationale 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mme M.O. Bibalou Bounda 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

Dr M. Ambourhouet-Bigmann 
Directeur général de la santé, Ministère de la 
santé de la prévoyance et de la solidarité 
nationale 



426 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Suppléant(s) – Alternate(s) 

Mme E. Koumby Missambo 
Premier Conseiller, Mission permanente, 
Genève 

M. F. Mangongo 
Conseiller, Mission permanente, Genève 

Dr Y.S. Ondo 
Conseiller du Premier Vice-Premier Ministre, 
Chargé de la médecine publique 

Mme G. Ngampia 
Conseiller, Mission permanente, Genève 

Mme N. Moucketou-Mvou 
Conseiller, Mission permanente, Genève 

M. R.S. Engone Ngye 
Conseiller, Mission permanente, Genève 

Dr G. Malonga Mouelet 
Député, Assemblée nationale 

M. C.W. Atondizoko 

GAMBIE – GAMBIA 

Chef de délégation – Chief delegate 

Dr S. Ceesay 
Acting Director, Health Services, Ministry of 
Health and Social Welfare 

Délégué(s) – Delegate(s) 

Mrs M. Gomez 
Director, Nursing and Midwifery, Ministry of 
Health and Social Welfare 

Mr B. Sabally 
Director, National Pharmaceutical Services 

Suppléant(s) – Alternate(s) 

Mr O. Badjie 
Programme Manager, Noncommunicable 
Diseases 

Mr M. Darboe 
Principal Assistant Secretary 

Mr B. Kandeh 
Programme Manager, National Malaria 
Control Programme 

Mr S. Sambou 
Coordinator, Epidemiology and Disease 
Control Unit 

Mr A. Jallow 
Programme Manager, National Leprosy and 
Tuberculosis Control Programme 

Mr D. Sowe 
Programme Manager, Expanded Programme 
on Immunization 

Ms Y. Nyan 
President, University of The Gambia Medical 
Students’ Association 

GEORGIE – GEORGIA 

Chef de délégation – Chief delegate 

Mr D. Sergeenko 
Minister of Labour, Health and Social Affairs 

Délégué(s) – Delegate(s) 

Mr S. Tsiskarashvili 
Ambassador, Permanent Representative, 
Geneva 

Dr A. Gamkrelidze 
Director-General, National Centre for Disease 
Control and Public Health 

Suppléant – Alternate 

Mr T. Pipia 
First Secretary, Permanent Mission, Geneva 

GHANA – GHANA 

Chef de délégation – Chief delegate 

Mr A. Segbefia 
Minister of Health 



 LIST OF PARTICIPANTS 427 
 
 
 
 
Délégué – Delegate 

Mr S. Eddico 
Ambassador, Permanent Representative, 
Geneva 

Mr Y. Chireh 
Chairperson, Parliamentary Committee on 
Health 

Suppléant(s) – Alternate(s) 

Dr R. Anane 
Ranking Member, Parliamentary Committee 
on Health 

Mr E. Appreku 
Deputy Permanent Representative, Geneva 

Dr E. Appiah-Denkyira 
Director-General, Ghana Health Service 

Dr A. Zakariah 
Chief Director, Ministry of Health 

Mr H. Mogtari 
Chief Executive Officer, Food and Drug 
Authority 

Dr B. Sarkodie 
Director, Public Health, Ghana Health Service 

Dr E. Odame 
Director, Policy Planning Monitoring and 
Evaluation Department, Ministry of Health 

Dr I. Adams 
Director, Research, Ministry of Health 

Mr S. Seaneke 
Acting Deputy Chief Executive, Drug 
Registration and Inspectorate Division, Food 
and Drug Authority 

Ms H.K. Fuseini 
Head of Protocol, International Relations, 
Ministry of Health 

Ms L. Heward-Mills 
First Secretary, Permanent Mission, Geneva 

Mr k. Asante-Krobea 
President, Ghana Registered Nurses and 
Midwives Association 

Mrs M. Gyansa-Lutterodt 
Director, Pharmaceutical Services, Ministry of 
Health 

Mr F. Nyante 
Acting Registrar, Nurses and Midwifery 
Council 

GRECE – GREECE 

Chef de délégation – Chief delegate 

Mr A. Xanthos 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr I. Baskozos 
Secretary-General, Public Health 

Délégué – Delegate 

Mrs A. Korka 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr I. Tsaousis 
First Counsellor, Permanent Mission, Geneva 

Mr P. Papadopoulos 
Director, Minister’s Office 

Dr A. Papanagiotou 
Special Adviser to the Minister of Health 

Mrs E. Karava 
Health Attaché, Permanent Mission, Geneva 

GRENADE – GRENADA 

Chef de délégation – Chief delegate 

Mr N. Steele 
Minister for Health Social Security 



428 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué – Delegate 

Dr G. Mitchell 
Chief Medical Officer 

Suppléant(s) – Alternate(s) 

Dr S. Evans 
Adviser 

Mrs M. Steele 
Attorney at Law 

Ms L. Evans 
Mission Support 

GUATEMALA – GUATEMALA 

Chef de délégation – Chief delegate 

Dr. A. Cabrera Escobar 
Ministro de Salud Pública y Asistencial Social 

Chef adjoint de la délégation – Deputy chief 
delegate 

Sra. C.M. Rodriguez Mancia 
Embajadora, Representante Permanente, 
Ginebra 

Délégué – Delegate 

Sr. L. Hernández Azmitia 
Presidente, Comisión de Salud y Asistencia 
Social del Congreso 

Suppléant(s) – Alternate(s) 

Sr. J.D. Trejo de la Roca 
Miembro, Comisión de Salud y Asistencia 
Social del Congreso 

Srta. M. Bolaños Pérez 
Representante Permanente Alterna, Ginebra 

Sr. C. Escobedo Menéndez 
Ministro Consejero, Misión Permanente, 
Ginebra 

Sr. M.T. Molina 
Ministro Consejero, Misión Permanente, 
Ginebra 

Dr. G. Orellana Zabalza 
Consejero, Misión Permanente, Ginebra 

Srta. C.B. Caceres Valdez 
Primer Secretario, Misión Permanente, 
Ginebra 

Sra. S.L. Barrios Monzóon 
Primer Secretario, Misión Permanente, 
Ginebra 

Srta. A.M. Marroquin Mogollón 
Segundo Secretario, Misión Permanente, 
Ginebra 

Dr. B. Calgua 
Asesor Honorario en los temas de Salud, 
Misión Permanente, Ginebra 

Srta. Y. Florian 
Asesora 

GUINEE – GUINEA 

Chef de délégation – Chief delegate 

Dr A. Diallo 
Ministre de la santé 

Délégué – Delegate 

M. A. Diane 
Ambassadeur, Représentant permanent, 
Genève 

Suppléant(s) – Alternate(s) 

Dr M. Diakhaby 
Conseiller chargé de mission de coopération 
technique 

Dr M.L. Yansane 
Conseiller chargé de politique sanitaire 

Dr M. Dabo 
Coordonnateur national du PEV/SSP/ME 



 LIST OF PARTICIPANTS 429 
 
 
 
 
Dr M. Keita 
Coordonnateur national du PNLP 

Dr M. Konate 
Directeur national de la PCG 

Dr Y. Koita 
Coordonnateur national du programme Sida 

M. A. Cisse 
Conseiller en charge de la santé, Mission 
permanente, Genève 

Dr A. Kaba 
Directeur national, Bureau de stratégie et de 
développement 

GUINEE EQUATORIALE – 
EQUATORIAL GUINEA 

Chef de délégation – Chief delegate 

Sr. J.N. Nguema Mbengono 
Ministro de Sanidad y Bienestar Social 

Délégué(s) – Delegate(s) 

Dr. G. Gori Momolu 
Director General de Farmacias, 
Approvisionamiento de Medicamentos 
Medicina Tradicional 

Dr. V. Ondo Nguema 
Director General de Salud Pública y 
Prevención de Enfermedades 

Suppléant(s) – Alternate(s) 

Dr. C. Ela Ela Obono 
Gabinete del Ministro de Sanidad y Bienestar 
Social 

Sr. O.M. Edjang 
Técnico del Gabinete del Ministro de Sanidad 
y Bienestar Social 

Sr. N.O. Monsuy Andeme 
Encargado de Negocios, Misión Permanente, 
Ginebra 

Sr. H. Bedaya-Ngaro 
Assistant del Chargé d’affaires a.i., Misión 
Permanente, Ginebra 

Sr. F. Ondo Edjang 
Funcionario, Cabinete Ministerial de la Salud y 
Bienestar Social 

GUINEE-BISSAU – GUINEA-BISSAU 

Chef de délégation – Chief delegate 

Dr C. Seidi 
Ministre de la Santé 

Délégué(s) – Delegate(s) 

Dr P. Monteiro Cardoso 
Président, Institut national de la santé 

M. A.P. Gomes 
Chef du cabinet de la Ministre de la santé 

HAITI – HAITI 

Chef de délégation – Chief delegate 

Dr D. Benoit Delsoin 
Ministre de la santé publique et de la 
population 

Délégué(s) – Delegate(s) 

Mme L. Pean Mevs 
Représentant permanent adjoint, Genève 

Dr L. Sévère 
Chef de Cabinet et Conseiller du Ministre 

Suppléant(s) – Alternate(s) 

Mme D. Menos Douyon 
Conseiller spécial du Ministre 

Dr B. Delonnay 
Premier Conseiller du Ministre 

M. N. Altermar 
Conseiller, Mission permanente, Genève 



430 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
M. D. Georges 
Conseiller, MPH 

Dr R. Grand-Pierre 
Conseiller du Ministre 

HONDURAS – HONDURAS 

Chef de délégation – Chief delegate 

Dra. E.Y. Batres 
Secretaria de Estado en el Despacho de Salud 

Délégué – Delegate 

Sr. G. Rizzo Alvarado 
Representante Permanente Alterno, Ginebra 

Suppléant(s) – Alternate(s) 

Dr. C.E. Claudino Fajardo 
Asesor de Secretaria de Estado en el Despacho 
de Salud 

Dr. F. Contreras 
Vice Ministro, Secretaría de Estado en el 
Despacho de Salud 

Dr. R.E. Pinel 
Asesor Especial, Secretaría de Estado en el 
Despacho de Salud 

Sra. G.N. Gómez Guifarro 
Primer Secretario, Misión Permanente, 
Ginebra 

Sra. L.M. Juarez Duron 
Primer Secretario, Misión Permanente, 
Ginebra 

Sr. G. Ruiz Guity 
Pasante, Misión Permanente, Ginebra 

HONGRIE – HUNGARY 

Chef de délégation – Chief delegate 

Dr A. Beneda 
Deputy Secretary for State, Secretariat of State 
for Health, Ministry of Human Capacities 

Délégué – Delegate 

Ms Z. Horvath 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Szorenyi 
Deputy Permanent Representative, Geneva 

Ms H. Pava 
President, Health Registration and Training 
Centre 

Mr A. Meszaros 
Head of Department, EU Affairs and 
International Organizations, Ministry of 
Human Capacities 

Mr A. Kovacs 
Deputy Chief Medical Officer, Office of the 
Chief Medical Officer 

Ms K. Talas 
Senior Councellor, Department of EU Affairs 
and International Organizations, Ministry of 
Human Capacities 

Mr G. Toldi 
Assistant Professor, Semmelweis University 

ILES COOK – COOK ISLANDS 

Chef de délégation – Chief delegate 

Mr N.T. Glassie 
Minister of Health 

Délégué – Delegate 

Mrs E. Iro 
Secretary for Health, Ministry of Health 

Suppléant – Alternate 

Mrs T. Tutaka-Glassie 



 LIST OF PARTICIPANTS 431 
 
 
 
 
ILES MARSHALL – MARSHALL 
ISLANDS 

Chef de délégation – Chief delegate 

Mr K. Kaneko 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr A. Jacklick 
Member of Parliament, Office of the 
Parliament 

Mrs F. Wase-Jacklick 
Public Health Administrator, Ministry of 
Health 

Suppléant – Alternate 

Mrs L. Kaneko 

ILES SALOMON – SOLOMON ISLANDS 

Chef de délégation – Chief delegate 

Dr T.A. Kaitu’u 
Minister for Health and Medical Services 

Délégué(s) – Delegate(s) 

Dr C. Becha 
Under Secretary, Health Improvement 

Mr B. Salato 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Suppléant – Alternate 

Mr M. Larui 
National Health of Nursing 

INDE – INDIA 

Chef de délégation – Chief delegate 

Mr S.Y. Naik 
Minister of State for Health and Family 
Welfare 

Délégué(s) – Delegate(s) 

Mr A. Kumar 
Ambassador, Permanent Representative, 
Geneva 

Dr J. Prasad 
Director-General, Directorate General of 
Health Services, Ministry of Health and 
Family Welfare 

Suppléant(s) – Alternate(s) 

Mr C.K. Mishra 
Additional Secretary, Ministry of Health and 
Family Welfare 

Dr A.K. Panda 
Additional Secretary, Ministry of Health and 
Family Welfare 

Mr A. Prakash 
Joint Secretary, Ministry of Health and Family 
Welfare 

Mr B.N. Reddy 
Deputy Permanent Representative, Geneva 

Mr A. Pusp 
Director, Ministry of Health and Family 
Welfare 

Mr A.K. Rai 
Counsellor, Permanent Mission, Geneva 

Mr A.R. Jha 
Counsellor, Permanent Mission, Geneva 

Dr A. Garg 
Private Secretary to the Minister of Health and 
Family Welfare 

Dr S. Seth 
First Secretary, Permanent Mission, Geneva 

Dr V.V. Reddy 
First Secretary, Permanent Mission, Geneva 

Mr P. Kumar 
Second Secretary, Permanent Mission, Geneva 



432 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr Y.K. Singh 
Attaché, Permanent Mission, Geneva 

INDONESIE – INDONESIA 

Chef de délégation – Chief delegate 

Professor Nila Farid Moeloek 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr Anung Sugihantono 
Director-General, Community Health, Ministry 
of Health 

Ms Maura Linda Sitanggang 
Director-General, Pharmacy and Medical 
Devices, Ministry of Health 

Suppléant(s) – Alternate(s) 

Mr R.M. Michael Tene 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Ms Sri Henni Setiawati 
Senior Adviser to the Minister of Health 

Ms Diah Satyani Saminarsih 
Special Adviser to the Minister of Health 

Mrs Artauli R.M.P. Tobing 
Consultant, Global Health Security Agenda 

Ms Budi Dhewajani 
Director, International Cooperation, Ministry 
of Health 

Ms Vensya Sihotang 
Director, Control of Zoonotic and Vector 
Communicable Diseases, Ministry of Health 

Dr Wiendra Waworuntu 
Director, Control of Direct Communicable 
Diseases, Ministry of Health 

Mr Teguh Supriyadi 
Assistant Deputy, Cabinet Secretariat 

Ms Alma Lucyati 
Head, Regional Health Services, West Java 
Provice 

Dr Rachmat Latief 
Head, Regional Health Services, South 
Sulawesi Province 

Mr Gulfan Afero 
Official, Ministry of Foreign Affairs 

Mr Acep Somantri 
Minister Counselor, Permanent Mission, 
Geneva 

Ms Elvieda Sariwati 
Official, Ministry of Health 

Dr Ina Rosalina 
Official, Ministry of Health 

Ms Hikmandari 
Official, Ministry of Health 

Mr Azhar Jaya 
Official, Ministry of Health 

Mr Nirmala Ahmad Ma’ruf 
Official, Ministry of Health 

Ms Dyah Armi Riana 
Official, Ministry of Health 

Mr Mawary Edy 
Official, Ministry of Health 

Mr Ridarson 
Official, Regional Health Services, West 
Sumatra Province 

Mr Caka Alverdi Awal 
First Secretary, Permanent Mission, Geneva 

Ms Tika Wihanasari Tahar 
First Secretary, Permanent Mission, Geneva 

Ms Erlina Widyaningsih 
First Secretary, Permanent Mission, Geneva 

Ms Nida Rochmawati 
Official, Ministry of Health 



 LIST OF PARTICIPANTS 433 
 
 
 
 
Ms Ade Erma Suprijatin 
Official, Ministry of Health 

Ms Erie Gusnellyanti 
Official, Ministry of Health 

Ms Dwi Meilani 
Official, Ministry of Health 

Mr Mohammad Elvinoreza 
Official, Ministry of Health 

Ms Dwirani Rachmatika 
Official, Ministry of Health 

Ms Erika Nurhayati P. 
Official, National Regulatory Agency 

Ms Dewi Sofiah 
Official, National Regulatory Agency 

Ms Mustika Hanum Widodo 
Third Secretary, Permanent Mission, Geneva 

Mr Pattiselano Roberth Johan 
Head of Bureau, Data and Information, 
Ministry of Health 

Mr Boga Hardhana 
Official, Ministry of Health 

Ms Elvie Indayani 
Third Secretary, Permanent Mission, Geneva 

Conseiller(s) – Adviser(s) 

Professor Faried Anfasa Moeloek 
Former Minister of Health 

Dr Nafsiah Mboi 
Former Minister of Health 

Ms Siti Hediati 
Parliament Member 

Ms Siti Masrifah 
Parliament Member 

Mr Syofwatillah Muhammad Zaini Bahnan 
Parliament Member 

Ms Ati Suryamediawati 
Official, National Nurse Association 

Mr Juliman Fuad 
Director, Bio Farma State Company 

Ms Iin Susanti Budiharto 
Official, Bio Farma State Company 

Ms Dewi Tiara 
Official, Bio Farma State Company 

Ms Astri Rahmawati 
Official, Bio Farma State Company 

Ms Avina Nadhila Widarsa 
Official, Office of the Parliament 

Ms K.H. Smith 
Assistant, Office of the Minister of Health 

Mr Hedi Priamajar 
Assistant, Permanent Mission, Geneva 

IRAN (REPUBLIQUE ISLAMIQUE D’) – 
IRAN (ISLAMIC REPUBLIC OF) 

Chef de délégation – Chief delegate 

Dr S.H. Ghazizadeh Hashemi 
Minister for Health and Medical Education 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr M. Naziri Asl 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr A.A. Sayyari 
Deputy Minister for Health, Ministry of Health 
and Medical Education 

Suppléant(s) – Alternate(s) 

Dr S.M. Ayazi 
Deputy Minister for Social Affairs, Ministry of 
Health and Medical Education 



434 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr M.H. Imanie 
President, Shiraz University of Medical 
Sciences 

Dr M. Asadi Lari 
Acting Deputy Minister for International 
Affairs, Ministry of Health and Medical 
Education 

Dr A. Zarenejad 
Adviser to the Minister and Head, Department 
of Public Relations, Ministry of Health and 
Medical Education 

Dr N. Kalantari 
Acting Deputy Minister for Health, Ministry of 
Health and Medical Education 

Dr M.M. Gouya 
Director, Communicable Disease Control 
Centre, Ministry of Health and Medical 
Education 

Dr J.S. Tabrizi 
Deputy for Health, Tabriz University of 
Medical Sciences  

Dr A. Takian 
Deputy Director-General, International 
Relations, Ministry of Health and Medical 
Education 

Mr M. Ali Abadi 
First Secretary, Permanent Mission, Geneva 

Mr A. Saffari 
Deputy Director, Department for Multilateral 
Economic Organizations, Ministry of Foreign 
Affairs 

Mrs M. Kazeminejad 
Director, International Relations Department, 
Ministry of Health and Medical Education 

Mr H. Zohrevand 
Expert, Department of International 
Specialized Agencies, Ministry of Foreign 
Affairs 

Mr F. Tehranchi 
Expert, Ministry of Health and Medical 
Education 

Mr M.J. Saghafi 
Expert, Ministry of Health and Medical 
Education 

Conseiller(s) – Adviser(s) 

Mr M. Abedi 
Chargé d’affaires a.i., Bern 

Ms M. Schoof 
Journalist, Islamic Republic of Iran 
Broadcasting, Vienna 

Mr N. Shah 
Dr L. Kouchakzadeh 
Expert, Ministry of Health and Medical 
Education 

IRAQ – IRAQ 

Chef de délégation – Chief delegate 

Dr H. Shaker 
Deputy Minister of Health 

Délégué – Delegate 

Mr M. Saleh 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr A. Abbas 
Deputy Permanent Representative, Geneva 

Dr M. Al-Taae 
Ministry of Health 

Dr R. Shohani 
Ministry of Health 

Mr S. Al-Saadi 
Third Secretary, Permanent Mission, Geneva 

Ms S. Alsayegh 
Ministry of Foreign affairs 



 LIST OF PARTICIPANTS 435 
 
 
 
 
IRLANDE – IRELAND 

Chef de délégation – Chief delegate 

Ms P. O’ Brien 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr K. Smyth 
Director, International Unit, Department of 
Health 

Suppléant(s) – Alternate(s) 

Professeur M. MacLachlan 
Director, Centre for Global Health, Trinity 
College Dublin 

Dr D. Weakliam 
Programme Lead, Global Health Programme, 
Health Service Executive 

Ms S.R. Flynn 
Deputy Director, International Unit, 
Department of Health 

Mr D. Scully 
Higher Executive Officer, International 
Research Policy, Department of Health 

Mr S. Ó hAodha 
First Secretary, Permanent Mission, Geneva 

Ms L. Gallagher 
Development Specialist, Irish Aid, Department 
of Foreign Affairs and Trade 

ISLANDE – ICELAND 

Chef de délégation – Chief delegate 

Mr K.T. Júlíusson 
Minister of Health, Ministry of Welfare 

Délégué(s) – Delegate(s) 

Mr M. Eyjólfsson 
Ambassador, Permanent Representative, 
Geneva 

Mrs A.L. Gunnarsdóttir 
Permanent Secretary, Ministry of Welfare 

Suppléant(s) – Alternate(s) 

Dr S. Magnússon 
Director-General, Department of Welfare 
Services, Ministry of Welfare 

Dr T. Guðnason 
Chief Epidemiologist, Directorate of Health 

Conseiller(s) – Adviser(s) 

Mr F.T. Birgisson 
Deputy Permanent Representative, Geneva 

Mr T. Sigtryggsson 
First Secretary, Permanent Mission, Geneva 

ISRAEL – ISRAEL 

Chef de délégation – Chief delegate 

Mr Y. Litzman 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr E. Manor 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr O. Caspi 
Deputy Permanent Representative, Geneva 

Suppléant(s) – Alternate(s) 

Dr I. Grotto 
Head, Public Health Services, Ministry of 
Health 

Mr Z. Tal 
Director, International Organizations, 
Specialized Agencies and Global Issues, 
Ministry of Foreign Affairs 



436 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms E. Shimron-Grinboim 
Head, Foreign Relations, Ministry of Health 

Mr C. Yutsman 
Adviser to the Minister, Ministry of Health 

Mr M. Babchic 
Adviser to the Minister, Ministry of Health 

Ms O. Kremer 
Legal Adviser, Permanent Mission, Geneva 

Ms J. Galilee-Metzer 
Counsellor, Permanent Mission, Geneva 

Mrs Y. Fogel 
Adviser, Permanent Mission, Geneva 

Mr N. Chicheportiche 
Public Diplomacy Officer, Permanent Mission, 
Geneva 

ITALIE – ITALY 

Chef de délégation – Chief delegate 

Mrs B. Lorenzin 
Minister of Health 

Délégué – Delegate 

Mr M.E. Serra 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr E. Calvario 
Minister’s Secretary, Ministry of Health 

Mr L. Ferrari 
Minister’s Diplomatic Counsellor, Ministry of 
Health 

Mr F. Mazzeo 
Chief, Press Office, Ministry of Health 

Mrs F. Fiaccadori 
Interpreter, Ministry of Health 

Mr G. Passalacqua 
Ministry of Health 

Dr D. Rodorigo 
Director-General, Directorate General for 
Communication and European and 
International Relations, Ministry of Health 

Dr R. Guerra 
Director-General, Directorate General for 
Health Prevention, Ministry of Health 

Dr G. Ruocco 
Director-General, Directorate General for Food 
Hygiene and Safety and for Nutrition, Ministry 
of Health 

Dr M.G. Pompa 
Senior Medical Officer, Directorare General 
for Communication and European and 
International Relations, Ministry of Health 

Dr F. Cicogna 
Senior Medical Officer, General Secretariat, 
Ministry of Health 

Dr G. Moscato 
Medical Officer, Directorate General for 
Communication and European and 
International Relations, Ministry of Health 

Mr A. Bertoni 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr G. Marini 
Counsellor, Health, Permanent Mission, 
Geneva 

Mrs L. Marrama 
Assistant, Permanent Mission, Geneva 

Ms M. Gobbo 
Intern, Permanent Mission, Geneva 

Ms V. Ansaloni 
Intern, Permanent Mission, Geneva 



 LIST OF PARTICIPANTS 437 
 
 
 
 
JAMAIQUE – JAMAICA 

Chef de délégation – Chief delegate 

Mr W. McCook 
Ambassador, Permanent Representative, 
Geneva 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr K. Harvey 
Permanent Secretary, Ministry of Health 

Délégué – Delegate 

Dr W. De La Haye 
Chief Medical Officer, Ministry of Health 

Suppléant(s) – Alternate(s) 

Ms C. Gordon 
Deputy Permanent Representative,Geneva 

Dr M. Coombs 
Regional Technical Director, Southern 
Regional Health Authority 

Ms A.G. Timberlake 
Director, International Cooperation in Health, 
Ministry of Health 

Ms P. Laird-Grant 
Minister Counsellor, Permanent Mission, 
Geneva 

Mrs M. Lawson Byfield 
Chief Nursing Officer, Ministry of Health 

Mrs J. Farr 
President, Nurses Association 

Ms L. Salmon 
First Secretary, Permanent Mission, Geneva 

Ms D. McFarlane 
Health Specialist, Planning Institute 

JAPON – JAPAN 

Chef de délégation – Chief delegate 

Ms F. Ota 
Parliamentary Vice-Minister of Health, Labour 
and Welfare 

Délégué(s) – Delegate(s) 

Mr J. Ihara 
Ambassador, Permanent Representative, 
Geneva 

Dr N. Yamamoto 
Assistant Minister for Global Health, 
Minister’s Secretariat, Ministry of Health, 
Labour and Welfare 

Suppléant(s) – Alternate(s) 

Ms M. Kaji 
Deputy Permanent Representative, Geneva 

Mr T. Ozuru 
Deputy Assistant Minister for International 
Policy Planning, Minister’s Secretariat, 
Ministry of Health, Labour and Welfare 

Dr H. Nakatani 
Special Assistant for International Affairs, 
Ministry of Health, Labour and Welfare 

Dr K. Shibuya 
Special Assistant for International Affairs, 
Ministry of Health, Labor and Welfare 

Mr K. Nagaoka 
Minister, Permanent Mission, Geneva 

Conseiller(s) – Adviser(s) 

Mr H. Yamaya 
Director, International Cooperation, 
International Affairs Division, Minister’s 
Secretariat, Ministry of Health, Labour and 
Welfare 

Dr S. Ezoe 
Deputy Director, International Affairs 
Division, Minister’s Secretariat, Ministry of 
Health, Labour and Welfare 



438 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr M. Miyakawa 
Deputy Director, International Affairs 
Division, Minister’s Secretariat, Ministry of 
Health, Labour and Welfare 

Dr D. Koga 
Deputy Director, International Affairs 
Division, Minister’s Secretariat, Ministry of 
Health, Labour and Welfare 

Dr H. Inada 
Deputy Director, International Affairs 
Division, Minister’s Secretariat, Ministry of 
Health, Labour and Welfare 

Dr T. Kato 
Deputy Director, International Affairs 
Division, Minister’s Secretariat, Ministry of 
Health, Labour and Welfare 

Dr H. Sakamoto 
Deputy Director, International Affairs 
Division, Minister’s Secretariat, Ministry of 
Health, Labour and Welfare 

Mr H. Ito 
Secretary to the Parliamentary Vice-Minister 
of Health, Labour and Welfare 

Mr H. Shoji 
Section Chief, International Cooperation, 
International Affairs Division, Minister’s 
Secretariat, Ministry of Health, Labour and 
Welfare 

Dr K. Abe 
Section Chief, International Affairs Division, 
Minister’s Secretariat, Ministry of Health, 
Labour and Welfare 

Ms K. Miura 
Section Chief, International Affairs Division, 
Minister’s Secretariat, Ministry of Health, 
Labour and Welfare 

Dr H. Okabayashi 
Department of Health Planning and 
Management, Bureau of International Health 
Cooperation, National Center for Global 
Health and Medicine 

Dr K. Komada 
Department of Health Planning and 
Management, Bureau of International Health 
Cooperation, National Center for Global 
Health and Medicine 

Dr T. Toda 
Director-General, Human Development 
Department, Japan International Cooperation 
Agency 

Dr T. Sugishita 
Senior Adviser, Japan International 
Cooperation Agency 

Dr M. Tobe 
Senior Adviser, Japan International 
Cooperation Agency 

Dr H. Hiraoka 
Associate Professor, Center for International 
Collaborative Research, Nagasaki University 

Ms A. Ito 
Deputy Director, Health Group 2, Human 
Development Department, Japan International 
Cooperation Agency 

Mr T. Ashida 
Adviser, Health Group 2, Human Development 
Department, Japan International Cooperation 
Agency 

Ms S. Isokawa 
Health Group 2, Human Development 
Department, Japan International Cooperation 
Agency 

Mr Y. Juri 
Counsellor, Permanent Mission, Geneva 

Mr K. Saito 
First Secretary, Permanent Mission, Geneva 

Mr H. Nishizawa 
First Secretary, Permanent Mission, Geneva 

Ms Y. Iwashita 
Interpreter 

Ms M. Higuchi 
Interpreter 



 LIST OF PARTICIPANTS 439 
 
 
 
 
JORDANIE – JORDAN 

Chef de délégation – Chief delegate 

Dr A. Alhiyasat 
Minister of Health 

Délégué – Delegate 

Ms S. Majali 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

H.R.H. Princess Dina Mired 
Director-General, King Hussein Cancer 
Foundation 

Dr M. Tarawneh 
Director, Planning Administration 

Dr B. Alqaseer 
Director, Primary Health Care Administration 

Mr H. Maaitah 
Second Secretary, Permanent Mission, Geneva 

Ms M. Nababteh 
Head of Unit, International Development 
Department 

Ms N. Almahdi 
Coordinator, International Development 

KAZAKHSTAN – KAZAKHSTAN 

Chef de délégation – Chief delegate 

Mr A. Tsoy 
Vice-Minister of Health and Social 
Development 

Délégué(s) – Delegate(s) 

Mr Y. Alimbayev 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Professor M. Kulzhanov 
Kazakhstan School of Public Health, Ministry 
of Health and Social Development 

Suppléant – Alternate 

Mr B. Sary 
First Secretary, Permanent Mission, Geneva 

KENYA – KENYA 

Chef de délégation – Chief delegate 

Dr C.K. Mailu 
Cabinet Secretary 

Délégué – Delegate 

Dr S.N. Karau 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A.M. Kihurani 
Deputy Permanent Representative, Geneva 

Dr J.K. Kimeu 
Acting Director, Medical Services 

Dr H.M Kabiru 
Counsellor (Health), Permanent Mission, 
Geneva 

Dr D. Langat 
Head, Disease Surveillance and Response 
Division 

Dr J.K. Mwangi 
Head, Division of Noncommunicable Diseases 

Dr P. Mutuma 
Head, International Health Relations 

Dr J. Muthigani 
Division of Family Health 

Ms R. Murimi 
Personal Assistant to the Principal Secretary 



440 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr W. Gachoki 
Pharmacist and Poisons Board 

Dr P. Kamau 
Pharmacist and Poisons Board 

Mr M. Kuti 
Chairman, Senate Committee on Health 

Ms E. Tallam 
Registrar, Nursing Council of Kenya 

Ms R.W. Kuria 
Chief Nursing officer 

Ms R.K. Nyamai 
Chair, Parliamentary Health Committee 

Mr R.P. Satia 
Member, Parliamentary Health Committee 

Mr H.A. Osman 
Member, Parliamentary Health Committee 

Mr J.M. Gakuya 
Member, Parliamentary Health Committee 

Mr F.O. Outa 
Member, Parliamentary Health Committee 

Mr J. Ranguma 
Governor Kisumu County 

Dr A.M. Mulwa 
Chief Executive, Health Makueni 

Ms C.M. Mumma 
Council of Governors Office 

Ms R.M. Gakuya 
Clerk, Health Committee 

Ms F.E. Abonyo 
Clerk, National Assembly 

Dr I.N. Ayagah 
Officer, International Health Relations, 
Ministry of Health 

Mr C. Njogu 
Clerk to the Senate Health Committee 

Mr M.S. Mutinda 
Parliamentary Health Committee 

KIRGHIZISTAN – KYRGYZSTAN 

Chef de délégation – Chief delegate 

Dr D. Mukashev 
Ambassador, Permanent Representative, 
Geneva 

Délégué(s) – Delegate(s) 

Mr U. Djusupov 
Deputy Permanent Representative, Geneva 

Ms N. Tynybekova 
First Secretary, Permanent Mission, Geneva 

KIRIBATI – KIRIBATI 

Chef de délégation – Chief delegate 

Mr K. Taitai 
Minister of Health and Medical Services 

Délégué(s) – Delegate(s) 

Dr T. Tira 
Secretary for Health and Medical Services 

Mr T. Teaeki 
Office Manager, Ministry of Health and 
Medical Services 

Suppléant – Alternate 

Mrs R. Taitai 

KOWEIT – KUWAIT 

Chef de délégation – Chief delegate 

Dr A. Alobaidi 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr J. Alghunaim 
Ambassador, Permanent Representative, 
Geneva 



 LIST OF PARTICIPANTS 441 
 
 
 
 
Dr M. Abdalhadi 
Assistant Undersecretary, Legal Affairs, 
Ministry of Health 

Suppléant(s) – Alternate(s) 

Dr J. Alharbi 
Assistant Undersecretary, Support Medical 
Services, Ministry of Health 

Dr S. Alanzi 
Director, ENT Zain Hospital, Ministry of 
Health 

Mr F. Aldowsari 
Head, Public Relation Department, Ministry of 
Health 

Dr M. Alsaleh 
Chief, Infection Control Department, Ministry 
of Health 

Dr R. Alwotayan 
Director, Primary Health Care Department, 
Ministry of Health 

Dr M. Alkhawari 
Chief, Pediatric Departments, Ministry of 
Health 

Dr K. Alsaleh 
Chief, Radiotherapy and Tumors Department, 
Ministry of Health 

Dr K. Alanzi 
Chief, International Health Agreements, 
Ministry of Health 

Mr Y. Alkandari 
Minister’s Office, Ministry of Health 

Mr A. Alrashidi 
Director, Minister’s Office Department, 
Ministry of Health 

Mr A. Alzufairi 
Minister’s Office, Ministry of Health 

Mr H. Abulhasan 
Third Secretary, Permanent Mission, Geneva 

LESOTHO – LESOTHO 

Chef de délégation – Chief delegate 

Dr M. Monyamane 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr N. Monyane 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr T. Lebakae 
Principal Secretary, Ministry of Health 

Suppléant(s) – Alternate(s) 

Dr N. Letsie 
Director-General, Health Services 

Dr T. Ramatlapeng 
Director, Primary Health Care 

Mr N. Jafeta 
Minister Counsellor, Permanent Mission, 
Geneva 

Ms M. Makhata 
Counsellor, Permanent Mission, Geneva 

Ms N. Motsamai 
Speaker of the National Assembly 

Mr M. Mothibe 
Committee Coordinator, National Assembly 

LETTONIE – LATVIA 

Chef de délégation – Chief delegate 

Dr G. Belevics 
Minister of Health 

Délégué(s) – Delegate(s) 

Ms S. Zvidrina 
State Secretary, Ministry of Health 



442 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr J. Karklins 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Ms L. Serna 
Director, Department of European Affairs and 
International Cooperation, Ministry of Health 

Ms K. Kosa-Ammari 
Counsellor, Permanent Mission, Geneva 

Ms I. Pudule 
Senior Public Health Analyst, Division of 
NCD Data Analysis and Research, Department 
of Research and Health Statistics, Centre for 
Disease Prevention and Control 

LIBAN – LEBANON 

Chef de délégation – Chief delegate 

Mr W. Bou Faour 
Minister of Public Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr W. Ammar 
Director-General, Ministry of Public Health 

Délégué – Delegate 

Mrs N. Riachi Assaker 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Arafa 
Counsellor, Permanent Mission, Geneva 

Mrs R. El Khoury 
First Secretary, Permanent Mission, Geneva 

Ms H. Harb 
Adviser, Ministry of Public Health 

LIBERIA – LIBERIA 

Chef de délégation – Chief delegate 

Dr B. Dahn 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr F.N. Kateh 
Deputy Minister/Chief Medical Officer 

Délégué – Delegate 

Mr P.W. Tate 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr J.K. Shakpeh 
Nursing Director, Redemption Hospital 

Dr J.S. Doedeh 
County Health Officer, Sinoe County 

LIBYE – LIBYA 

Chef de délégation – Chief delegate 

Dr R. Eloakley 
Ministry of Health 

Délégué – Delegate 

Dr S. Eldaghili 
Chargée d’affaires a.i., Permanent Mission, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Alakhder 
First Secretary, Permanent Mission, Geneva 

Mr A.A.W.H. Husayn 
Health Counsellor, Ministry of Health 

Dr I.H.A. Elwasea 
Director of the Minister’s Office, Ministry of 
Health 



 LIST OF PARTICIPANTS 443 
 
 
 
 
Dr A.A. Almokhtar 
Head, Human Resources Department, 
International Cooperation Office, Ministry of 
Health 

LITUANIE – LITHUANIA 

Chef de délégation – Chief delegate 

Mr J. Požela 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr G. Aleksonis 
Chancellor, Ministry of Health 

Mr R. Paulauskas 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Ščeponavičius 
Director, Public Health Care Department, 
Ministry of Health 

Ms R. Jakaitiené 
Head, International Cooperation Division, 
Ministry of Health 

Ms J. Martinavičiūté 
Third Secretary, Permanent Mission, Geneva 

LUXEMBOURG – LUXEMBOURG 

Chef de délégation – Chief delegate 

Mme L. Mutsch 
Ministre de la santé 

Délégué(s) – Delegate(s) 

M. J.M. Hoscheit 
Ambassadeur, Représentant permanent, 
Genève 

Dr J.C. Schmit 
Directeur de la santé, Ministère de la santé 

Suppléant(s) – Alternate(s) 

Dr R. Goerens 
Chef de Service, Direction de la santé, 
Ministère de la santé 

M. D. Da Cruz 
Représentant permanent adjoint, Genève 

Mme A. Calteux 
Premier Conseiller, Affaires internationales, 
Ministère de la santé 

Mme A. Weber 
Attaché, Mission permanente, Genève 

M. P. Wealer 
Attaché, Mission permanente, Genève 

MADAGASCAR – MADAGASCAR 

Chef de délégation – Chief delegate 

Professeur M.L. Andriamanarivo 
Ministre de la Santé publique 

Délégué(s) – Delegate(s) 

M. S.A. Razafitrimo 
Chargé d’affaires a.i., Mission permanente, 
Genève 

Dr H. Ramihantaniarivo 
Directeur général, Ministère de la santé 
publique 

Suppléant(s) – Alternate(s) 

Professeur J.D.M. Rakotomanga 
Directeur général, Institut national de la santé 
publique et communautaire 

Dr A. Andriamboavonjy 
Coordonnateur général, Bureau central de 
coordination des projets 

Mme C.B. Randrianiaina 
Chef, Secrétariat particulier 

M. F.A.O. Raolimalala Rakotondrazafy 
Chef, Service de la gestion administrative du 
personnel paramédical 



444 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mme H.E. Rabemananjara 
Conseiller, Mission permanente, Genève 

M. E.H. Kola 
Conseiller, Mission permanente, Genève 

Mme E.Y. Bodosoa 
Secrétaire d’Ambassade, Mission permanente, 
Genève 

M. S.M. Rajaonarison 
Attaché, Mission permanente, Genève 

MALAISIE – MALAYSIA 

Chef de délégation – Chief delegate 

Dr S. Subramaniam 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr Noor Hisham Abdullah 
Director-General of Health, Ministry of Health 

Délégué – Delegate 

Mr Mazlan Muhammad 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr Chong Chee Kheong 
Director, Disease Control Division, Ministry of 
Health 

Ms Abida Haq Syed M. Haq 
Director, Pharmaceutical Services Division, 
Ministry of Health 

Mr Sivakumar Krishnan 
Press Secretary to the Minister of Health 

Mr Zahid Rastam 
Deputy Permanent Representative, Geneva 

Ms Maryam Masyitah Ahmad Termizi 
Second Secretary, Permanent Mission, Geneva 

Dr R. Nani Mudin 
Sector Chief, Vector-borne Diseases, Ministry 
of Health 

Dr Nor’Aishah Abu Bakar 
Senior Principal Assistant Director, Medical 
Development Division, Ministry of Health 

Dr Suraya Amir Husin 
Senior Principal Assistant Director, Medical 
Development Division, Ministry of Health 

Dr Rohana Ismail 
Senior Principal Assistant Director, Family 
Health Development Division, Ministry of 
Health 

Dr Mohd Helmi Zakariah 
Principal Assistant Director, Deputy Director-
General’s Office (Public Health), Ministry of 
Health 

Dr S. Umarani 

MALAWI – MALAWI 

Chef de délégation – Chief delegate 

Dr P. Kumpalume 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr R. Salama 
Ambassador, Permanent Representative, 
Geneva 

Dr M. Magwira 
Secretary for Health 

Suppléant(s) – Alternate(s) 

Dr S. Kabuluzi 
Director, Preventive Health Services 

Mrs T. Soko 
Acting Director, Nursing and Midwifery 
Services 

Mrs F. Kachale 
Director, Reproductive Health Services 



 LIST OF PARTICIPANTS 445 
 
 
 
 
Professor A. Malata 
Deputy Vice-Chancellor, Malaw University of 
Science and Technology 

Mr L.O. Mattiya 
Minister Counsellor, Permanent Mission, 
Geneva 

MALDIVES – MALDIVES 

Chef de délégation – Chief delegate 

Ms I. Adam 
Minister of Health 

Délégué – Delegate 

Dr H. Hameed 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr J.S. Waheed 
Deputy Permanent Representative, Geneva 

Dr S. Ali 
Director-General, Health Services, Ministry of 
Health 

Ms A. Samiya 
Deputy Director-General, Ministry of Health 

Ms R. Rasheed 
Counsellor, Permanent Mission, Geneva 

Ms M. Aboobakuru 
Director, Ministry of Health 

Mr A. Ali Manik 
Senior Public Health Programme Officer, 
Ministry of Health 

MALI – MALI 

Chef de délégation – Chief delegate 

Dr M.M. Togo 
Ministre de la santé et de l’hygiène publique 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mme A. Thiam Diallo 
Ambassadeur, Representant permanent, 
Genève 

Délégué – Delegate 

Dr S. Samake 
Conseiller technique, Ministère de la santé et 
de l’hygiène publique 

Suppléant(s) – Alternate(s) 

Dr M. Coumare 
Directrice nationale de la santé 

Dr M. Bouare 
Directeur, Cellule de la planification et de la 
statisque 

Dr Y. Coulibaly 
Directeur, Pharmacie et médicament 

M. O. Ly 
Directeur, Agence nationale de télémedecine et 
d’information médicale 

M. D. Traore 
Conseiller, Mission permanente, Genève 

MALTE – MALTA 

Chef de délégation – Chief delegate 

Mr C. Fearne 
Minister for Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr O. Terribile 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr R. Busuttil 
Consultant, Public Health Medecine, Ministry 
of Health 



446 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr J. Caruana 
Parliamentary Secretary for the Rights of 
Persons with Disability and Active Ageing, 
Ministry for the Family and Social Solidarity 

Conseiller(s) – Adviser(s) 

Dr K. Vincenti 
Consultant, Public Health Medicine, Ministry 
of Health 

Dr M. Podesta 
Resident Specialist, Public Health Medicine, 
Ministry of Health 

Mr R. Pace 
First Secretary, Permanent Mission, Geneva 

Mr M. Ciscaldi 
First Secretary, Permanent Mission, Geneva 

Dr C. Scerri 
Adviser to the Parliamentary Secretary, 
Parliamentary Secretary, Ministry for the 
Family and Social Solidarity 

Mr A. Cutajar 
Coordianator, Communications, Parliament 
Secretariat, Ministry of the Family and Social 
Solidarity 

MAROC – MOROCCO 

Chef de délégation – Chief delegate 

Dr A. Belghiti Alaoui 
Secrétaire général, Ministère de la santé 

Délégué – Delegate 

M. M. Auajjar 
Ambassadeur, Représentant permanent, 
Genève 

Suppléant(s) – Alternate(s) 

Dr K. Atlassi 
Ministre, Mission permanente, Genève 

Professeur A. Maaroufi 
Directeur de l’epidémologie et de lutte contre 
les maladies 

M. N. Maana 
Directeur, Ressources humaines 

M. A. Alaoui 
Directeur, Planification et ressources 
financières 

M. A. Benamar 
Chef de service, Organisations internationales 
intergouvernementales, Direction de la 
planification et des ressources financières 

M. K. Lahlou 
Directeur de la Population 

Mme C.E. Khassouani 
Conseiller au Secrétariat général, Ministère de 
la Santé 

MAURICE – MAURITIUS 

Chef de délégation – Chief delegate 

Mr A.K. Gayan 
Minister of Health and Quality of Life 

Délégué(s) – Delegate(s) 

Mr I. Dhalladoo 
Ambassador, Permanent Representative, 
Geneva 

Dr O. Bhooshan 
Acting Regional Director, Health Services, 
Ministry of Health and Quality of Life 

Suppléant(s) – Alternate(s) 

Mr A. Hurree 
Deputy Permanent Representative, Geneva 

Mrs V.D. Huree-Agarwal 
First Secretary, Permanent Mission, Geneva 

Mr N. Heerowa 
Second Secretary, Permanent Mission, Geneva 



 LIST OF PARTICIPANTS 447 
 
 
 
 
MAURITANIE – MAURITANIA 

Chef de délégation – Chief delegate 

M. K. Boubakar 
Ministre de la Santé 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mme S. Mint Bilal Yamar 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

Professeur C.B. M’kheitiratt 
Conseiller technique, Ministre de la santé 

Suppléant(s) – Alternate(s) 

Dr A. Jiddou 
Directeur, Santé de base et nutrition 

Dr M.L. Sidi 
Directeur, Lutte contre les maladies 

M. D. Sidi Zeine 
Directeur-général, Caisse nationale assurance 
maladie 

M. H. Traoré 
Premier Conseiller, Mission permanente, 
Genève 

M. J. Inalla 
Premier Conseiller, Mission permanente, 
Genève 

Mme A.V. Verges 
Coordinatrice nationale des femmes 

MEXIQUE – MEXICO 

Chef de délégation – Chief delegate 

Dr. P. Kuri Morales 
Subsecretario de Prevención y Promoción de la 
Salud, Secretaría de Salud 

Délégué – Delegate 

Sr. J. Lomónaco Tonda 
Embajador, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sr. R. Heredia Acosta 
Representante Permanente Alterno, Ginebra 

Sr. J. Sánchez y Tépoz 
Comisionado Federal, Comisión Federal de 
Protección contra Riesgos Sanitarios, 
Secretaría de Salud 

Sr. M.Á. Lutzow Steiner 
Coordinador de Asesores, Subsecretaría de 
Prevención y Promoción de la Salud, 
Secretaría de Salud 

Sra. H. Dávila Chávez 
Directora General, Relaciones Internacionales, 
Secretaría de Salud 

Sr. E. Jaramillo Navarrete 
Director General, Promoción de la Salud, 
Secretaría de Salud 

Sr. M. Alanis Garza 
Director General, Comisión Federal para la 
Protección contra Riesgos Sanitarios, 
Secretaría de Salud 

Sra. L. Padilla Rodríguez 
Segunda Secretaria, Misión Permanente, 
Ginebra 

Sr. A. Quiroz Ávila 
Responsable de Salud Pública Internacional, 
Dirección General para Temas Globales, 
Secretaría de Relaciones Exteriores 

Sra. M.M. Muñozcano Quintanar 
Asesora, Comisionado Federal, Comisión 
Federal para la Protección contra Riesgos 
Sanitarios, Secretaría de Salud 

Sra. M. Pascual Quintero 
Asesora, Comisionado Federal, Comisión 
Federal para la Protección contra Riesgos 
Sanitarios, Secretaría de Salud 



448 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Sr. M. Tamariz Kaufmann 
Asistente, Área de Salud, Misión Permanente, 
Ginebra 

Sr. J.A. Hernández Vega 
Asistente, Prensa y Difusión, Misión 
Permanente, Ginebra 

Sra. V. Cuevas 
Asistente, Asuntos Financieros y 
Presupuestales, Misión Permanente, Ginebra 

Sra. L. Singh 
Apoyo, Área de Salud, Misión Permanente, 
Ginebra 

Sra. C. Narváez Medecigo 
Asesora de la Subsecretaría de Prevención y 
Promoción de la Salud, Secretaría de Salud 

Sra. R.D. Ruiz Vargas 
Driectora para Asuntos Multilaterales, 
Secretaría de Salud 

MICRONESIE (ETATS FEDERES DE) – 
MICRONESIA (FEDERATED STATES 
OF) 

Délégué(s) – Delegate(s) 

Mr M. Samo 
Assistant Secretary for Health, Department of 
Health and Social Affairs 

MONACO – MONACO 

Chef de délégation – Chief delegate 

Mme C. Lanteri 
Ambassadeur, Représentant permanent, 
Genève 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr A. Bordero 
Directeur de l’Action sanitaire, Département 
des affaires sociales et de la santé 

Délégué – Delegate 

M. J. de Millo Terrazzani 
Conseiller, Mission permanente, Genève 

Suppléant(s) – Alternate(s) 

Mme E. Lanteri-Minet 
Directeur des affaires internationales, 
Département des relations extérieures et de la 
coopération 

M. G. Realini 
Premier Secrétaire, Mission permanente, 
Genève 

Mme E. Larese-Silvestre 
Secrétaire des Relations extérieures, 
Département des relations extérieures et de la 
coopération 

Mlle C. Chanteloube 
Troisième Secrétaire, Mission permanente, 
Genève 

Mlle P. Chacon Sierra 
Assistante spéciale, Mission permanente, 
Genève 

MONGOLIE – MONGOLIA 

Chef de délégation – Chief delegate 

Dr Sambuu Lambaa 
State Secretary, Ministry of Health and Sports 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr Vaanchig Purevdorj 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Ms Binderiya Yanjmaa 
Head, Office for International Cooperation, 
Department of Public Administration and 
Management, Ministry of Health and Sports 



 LIST OF PARTICIPANTS 449 
 
 
 
 
Suppléant(s) – Alternate(s) 

Dr Ayush Tsogtsetseg 
Director, National Dermatology Center, 
Ministry of Health and Sports 

Mr Tsog-Ochir Ankhbayar 
Third Secretary, Permanent Mission, Geneva 

MONTENEGRO – MONTENEGRO 

Chef de délégation – Chief delegate 

Dr B. Šegrt 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr N. Kaluderović 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Ms A. Rogač 
First Secretary, Permanent Mission, Geneva 

MOZAMBIQUE – MOZAMBIQUE 

Chef de délégation – Chief delegate 

Dr N. Abdula 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr P. Comissario 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr F.S. Mbofana 
National Director, Public Health, Ministry of 
Health 

Suppléant(s) – Alternate(s) 

Dr M.M.A. Karagianis 
National Director, Planning and Cooperation, 
Ministry of Health 

Mr J. Chissano 
Minister, Permanent Mission, Geneva 

Dr S. Tembe 
Provincial Medical Officer, Ministry of Health 

Mr C.A. Nhaquila 
Officer, International Cooperation, Ministry of 
Health 

Dr F. Romao 
Counsellor (Health), Permanent Mission, 
Geneva 

Mr C. Siliya 
Counsellor, Permanent Mission, Geneva 

Ms O. Munguambe 
Counsellor, Permanent Mission, Geneva 

MYANMAR – MYANMAR 

Chef de délégation – Chief delegate 

Dr Myint Htwe 
Union Minister, Ministry of Health 

Délégué – Delegate 

Mr Maung Wai 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Professor Myint Han 
Director-General, Department of Medical 
Services 

Dr Soe Lwin Nyein 
Director-General, Department of Public Health 

Dr Than Win 
Deputy Director-General, Disease Control, 
Department of Public Health 



450 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr Ko Ko Shein 
Deputy Permanent Representative, Geneva 

Dr Kyaw Khaing 
Assistant Permanent Secretary, International 
Relation Division, Ministry of Health 

Dr Moe Khaing 
Director, Medical Care, Department of 
Medical Services 

Mr Win Zeyar Tun 
Minister Counsellor, Permanent Mission, 
Geneva 

Mrs Su Su Win 
Counsellor, Permanent Mission, Geneva 

Ms Merry Dim En Man 
Attaché, Permanent Mission, Geneva 

NAMIBIE – NAMIBIA 

Chef de délégation – Chief delegate 

Dr B. Haufiku 
Minister of Health 

Délégué(s) – Delegate(s) 

Ms S. Bohlke-Moller 
Ambassador, Permanent Representative, 
Geneva 

Mr A. Tibinyane 
Acting Deputy Permanent Secretary 

Suppléant(s) – Alternate(s) 

Ms P. Masabane 
Director 

Ms H. Ndapandula 
Senior Registered Nurse 

Ms I. Simataa 
First Secretary, Permanent Mission, Geneva 

Dr C. Hugo-Hamman 
Paediatric Cardiologist 

NEPAL – NEPAL 

Chef de délégation – Chief delegate 

Mr R. Chaudhary 
Minister of Health 

Délégué – Delegate 

Mr D. Dhital 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr P.B. Chand 
Chief Specialist, Ministry of Health 

Dr K. Regmi 
Chief Specialist, Ministry of Health 

Conseiller(s) – Adviser(s) 

Mr M.P. Shrestha 
Chief, Policy Planning and International 
Cooperation Division, Ministry of Health 

Dr B. Lamichhane 
Director, National Tuberculosis Center 

Mr R.S. Chimoriya 
Joint Secretary, Ministry of Health 

Mr B. Chaudhary 
Chairman, Private Hospital Organisation 

Mr L. Khanal 
Second Secretary, Permanent Mission, Geneva 

Mr N. Chaudhary 
Public Health Inspector, Ministry of Health 

NICARAGUA – NICARAGUA 

Chef de délégation – Chief delegate 

Dr. G.J. Gonzalez Gonzalez 
Ministro, Asesor de la Presidencia de la 
República, Asuntos de Salud, Educación, 
Gestión de Riesgo, Capacitación y 
Comunicación para Enfrentamiento a 
Desastres y Calamidades 



 LIST OF PARTICIPANTS 451 
 
 
 
 
Chef adjoint de la délégation – Deputy chief 
delegate 

Sr. H. Estrada Roman 
Embajador, Representante Permanente, 
Ginebra 

Délégué – Delegate 

Sr. L.A. Vargas Rojas 
Representante Permanente Alterno, Ginebra 

NIGER – NIGER 

Chef de délégation – Chief delegate 

M. M. Kalla 
Ministre de la Santé publique 

Délégué(s) – Delegate(s) 

Mme F.D. Sidikou 
Ambassadeur, Représentant permanent, 
Genève 

Mr M. Abdou Maiga 
Premier Conseiller, Mission permanente, 
Genève 

Suppléant(s) – Alternate(s) 

Dr Y. Asma Gali 
Directrice générale de la santé publique 

Dr S. Ibrahim 
Directeur général de la santé de la reproduction 

Dr D. Garba 
Directeur des études et de la programation 

NIGERIA – NIGERIA 

Chef de délégation – Chief delegate 

Professor I.F. Adewole 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr A.M.B. Shamaki 
Permanent Secretary, Health 

Dr M. Owolabi 
Nigerian Academy of Science 

Suppléant(s) – Alternate(s) 

Dr E. Ngige 
Director, Public Health 

Dr N.R.C. Azodoh 
Director, Health Planning, Research and 
Statistics 

Mrs M. Chukumah 
Director, Food and Drugs Services 

Mrs I.N. Anagbogu 
Director, NTDs 

Mr A.O. Aina 
Health Attaché, Permanent Mission, Geneva 

Dr A.B. Mohammed 
PM, NMEP 

Dr C. Elenwune 
Head, MDGs/SDGs 

Dr I. Morhasan-Bello 
STA, HMH 

Dr B. Ahmed 
TA, PSH 

Mrs B. Akinola 
Director, Press, FMOH 

Mr I.A. Isa 
Head, UN-Multilateral, FMOH 

Dr N. Orji 
SMOI (HCF&E), FMOH 

Mr S. Muhammed 
FMOH 

Dr M.A.J Gana 
ED/CEO, NPHCDA 

Dr N. Ihebuzor 
Director (PHCSD) NPHCDA 



452 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Professor A. Nasidi 
NC/CEO (NCDC) 

Mr F. Akingbade 
Ag ES (NHIS) 

Dr J. Ekeh 
Ag GM (NHIS) 

Mrs Y. Oni 
Ag DG (NAFDAC) 

Dr O. Tejuosho 
Senate Committee on Health 

Mr M.U. Jega 
House Committee on Health 

Professor M. Azuzu 
President, African Public Health Association 

Dr M. Owolabi 
Nigerian Academy of Science 

Dr T. Rabiu 
Nigerian Academy of Science 

Mrs F. Alaka 

Mrs Y. Oni 
Ag DG NAFDAC 

Mr H. Ubale Yusuf 

Mrs T. Owolabi 

Mr B. Yusuf 

Ms F. Fashawe 

Mr P. Obi 

Dr H.A. Dogondaji 
GM NHIS 

Dr V. Ahmad 
GM NHIS 

Mr A.N. Nasir 
AGM NHIS 

Mr J.O. Akinmurele 

Dr Z.M. Mahmud 
National Primary Healthcare Development 
Agency 

NORVEGE – NORWAY 

Chef de délégation – Chief delegate 

Mr B. Høie 
Minister of Health and Care Services 

Délégué(s) – Delegate(s) 

Ms A.G. Erlandsen 
State Secretary, Ministry of Health and Care 
Services 

Mr S. Kongstad 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr B. Guldvog 
Director-General, Health, Chief Medical 
Officer, Norwegian Directorate of Health 

Ms N.H. Thoresen 
Deputy Director-General, Ministry of Health 
and Care Services 

Ms S.C. Moe 
Deputy Director, Ministry of Foreign Affairs 

Mr K. Aasland 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr T.E. Lindgren 
Counsellor, Permanent Mission, Geneva 

Ms A.N. Heiberg 
Former State Secretary, Ministry of Health and 
Care Services 

Mr T. Godal 
Special Adviser, Office of the Prime Minister 

Mr S.I. Nesvåg 
Senior Adviser, Ministry of Foreign Affairs 



 LIST OF PARTICIPANTS 453 
 
 
 
 
Ms H.M. Nipe 
Senior Adviser, Ministry of Foreign Affairs 

Mr A.L. Tysse 
Senior Adviser, Ministry of Health and Care 
Services 

Mr K.L. Bordvik 
Senior Adviser, Ministry of Health and Care 
Services 

Mr E.B. Weibust 
Senior Adviser, Ministry of Health and Care 
Services 

Mr J.A. Røttingen 
Executive Director, Norwegian Institute of 
Public Health 

Mr F. Forland 
Specialist Director, Norwegian Institute of 
Public Health 

Mr K.I. Klepp 
Specialist Director, Norwegian Institute of 
Public Health 

Mr B. Iversen 
Department Director, Norwegian Institute of 
Public Health 

Ms S. Møgedal 
Special Adviser 

Ms K. Straume 
Director-General of Division, Norwegian 
Directorate of Health 

Mr A.P. Sanne 
Department Director, Norwegian Directorate 
of Health 

Ms K. Mehre 
Department Director, Norwegian Directorate 
of Health 

Ms M.V. Pettersen 
Special Adviser, Ministry of Foreign Affairs 

Ms L. Lothe 
Assistant Director, Norwegian Agency for 
Development Cooperation, NORAD 

Ms M. Monclair 
Senior Adviser, Norwegian Agency for 
Development Cooperation, NORAD 

Ms B.L. Alveberg 
Senior Adviser, Norwegian Institute of Public 
Health 

Ms M. Grepstad 
Adviser, Norwegian Agency for Development 
Cooperation, NORAD 

Ms N.S. Ling 
Trainee, Permanent Mission, Geneva 

Ms A. Strand 
Senior Adviser, Ministry of Health and Care 
Services 

Ms N. Gørrissen 
Senior Adviser, Ministry of Health and Care 
Services 

Mr A. Simonsen 
Political Adviser, Ministry of Health and Care 
Services 

NOUVELLE-ZELANDE – NEW 
ZEALAND 

Chef de délégation – Chief delegate 

Mr C. Chuah 
Director-General of Health and Chief 
Executive, Ministry of Health 

Délégué(s) – Delegate(s) 

Dr S. Jessamine 
Acting Director, Public Health, Ministry of 
Health 

Dr N. Murray 
Manager, Global Health, Ministry of Health 

Suppléant(s) – Alternate(s) 

Dr J. O’Malley 
Chief Nursing Officer, Ministry of Health 

Dr D. Bramley 
Chief Executive, Waitemata District Health 
Board 



454 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Sir Peter Gluckman 
Chief Science Adviser to the Prime Minister, 
Office of the Chief Science Adviser 

Conseiller(s) – Adviser(s) 

Mr A.H. Te Patu 
Vice-President, New Zealand Public Health 
Association 

Mr T. Barker 
Policy Officer, Trade Negotiations Division, 
Ministry of Foreign Affairs and Trade 

Ms C. Channer 
Senior Adviser, Nutrition, Ministry for 
Primary Industries 

Mr C. Reaich 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

Ms A. Reuhman 
Policy Adviser, Permanent Mission, Geneva 

Ms J. Crosbie 
Representative to WHA Side Event on the 
Elimination of Childhood Obesity 

OMAN – OMAN 

Chef de délégation – Chief delegate 

Dr A.M. Al Saidi 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr A.N. Al Rahbi 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr A.T.A. Al Hinai 
Undersecretary, Planning Affairs 

Suppléant(s) – Alternate(s) 

Dr S.H. Al Lamki 
Director, Primary Health Care 

Dr S.S. Al Abri 
Director-General, Disease Surveillance and 
Control 

Dr M.R. Al-Maqbali 
Director-General, Nursing Affairs 

Mr M. Al Shanfari 
First Secretary, Permanent Mission, Geneva 

OUGANDA – UGANDA 

Chef de délégation – Chief delegate 

Dr E. Tumwesigye 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr C. Onyanga Aparr 
Ambassador, Permanent Representative, 
Geneva 

Mr M.T.M. Frankman 
First Secretary, Permanent Mission, Geneva 

Suppléant(s) – Alternate(s) 

Dr J.R. Aceng 
Director-General, Health Services, Ministry of 
Health 

Dr A. Mbonye Kabauza 
Director, Clinical Services, Ministry of Health 

Dr H. Mwebesa Gatyang 
Director, Planning and Development, Ministry 
of Health 

Dr S. Byakika 
Commissioner Planning, Ministry of Health 

Mrs C. Odeke 
Commissioner Nursing, Ministry of Health 

Ms J. Kyomuhangi 
Assistant Commissioner, Environmental 
Health, Ministry of Health 

Mr R. Enyaku 
Assistant Commissioner, Budget and Finance, 
Ministry of Health 



 LIST OF PARTICIPANTS 455 
 
 
 
 
Dr T. Musila 
Senior Health Planner, Ministry of Health 

Dr J. Arinaitwe 
Technical Adviser, Global Fund, Ministry of 
Health 

Professor F.G. Omaswa 
African Centre for Health and Social 
Transformation (ACHEST) 

Dr J. Opigo 
Programme Manager, Malaria, Ministry of 
Health 

Mr E. Kakoole 
Project Coordinator, GAVI, Ministry of Health 

Mr F. Katongole 
Personal Assistant to the Minister, Ministry of 
Health 

Dr P. Kadama 
Director, African Centre for Global Health and 
Social Transformation 

Mr N.J. Bradford 
Chief Executive Officer, CIPLA, Quality 
Chemicals Industries 

OUZBEKISTAN – UZBEKISTAN 

Chef de délégation – Chief delegate 

Professor A. Alimov 
Minister of Health 

Délégué – Delegate 

Dr A. Sidikov 
Director, Department for Cooperation of 
Foreign Economic Relations, Ministry of 
Health 

Suppléant(s) – Alternate(s) 

Dr A. Sharipov 
Head, Emergency Medicine Department, 
Tashkent Institute of Paediatric Medicine 

Dr A. Djalilov 
Director, Medical Training Centre, Tashkent 
Institute of Paediatric Medicine 

Mr U. Lapasov 
Chargé d’affaires a.i., Permanent Mission, 
Geneva 

PAKISTAN – PAKISTAN 

Chef de délégation – Chief delegate 

Mrs S.A. Tarar 
Minister of State for National Health Services, 
Regulations and Coordination 

Chef adjoint de la délégation – Deputy chief 
delegate 

Ms A.R.A. Khan 
Minister of State for Information Technology 

Délégué – Delegate 

Ms T. Janjua 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr A. Hafeez 
Director-General, Health, Ministry of National 
Health Services, Regulations and Coordination 

Mr A.A. Qureshi 
Deputy Permanent Representative, Geneva 

Mr U.I. Jadoon 
Counsellor, Permanent Mission, Geneva 

Dr F. Bugti 
First Secretary, Permanent Mission, Geneva 

Dr M. Saeed 
First Secretary, Permanent Mission, Geneva 

Mr B.A. Shah 
First Secretary, Permanent Mission, Geneva 

Dr M.N. Sheikh 
Director, Implementation, Ministry of National 
Health Services, Regulations and Coordination 

Dr M.M. Safi 
Director, Programme, Ministry of National 
Health Services, Regulations and Coordination 



456 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr S. Nishtar 

Ms S. Saleem 
First Secretary, Permanent Mission, Geneva 

Mr A.R. Raza 
Second Secretary, Permanent Mission, Geneva 

Mr M.K. Nishtar 

Mr M. Amin 
Personal Assistant to the Ambassador, 
Permanent Mission, Geneva 

Mr M. Arshad 
Assistant Private Secretary 

Mr M. Hussain 
Secretary to the Ambassador, Permanent 
Mission, Geneva 

Mrs A. Abid 
Assistant to the First Secretary, Permanent 
Mission, Geneva 

Dr K.A. Khawaja 
Senator 

PALAOS – PALAU 

Délégué – Delegate 

Mr G. Ngirmang 
Minister of Health 

PANAMA – PANAMA 

Chef de délégation – Chief delegate 

Dr. F.J. Terrientes 
Ministro de Salud 

Délégué(s) – Delegate(s) 

Dr. M. Mayo Di Bello 
Ministro en Funciones Especiales 

Sr. R.A. Morales Quijano 
Embajador, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sr. C. Gomez 
Representante Permanente Adjunto, Ginebra 

Dra. I. Barahona de Mosca 
Directora General, Salud Pública, Ministerio 
du Salud 

Dra. R.G. Roa Rodriguez 
Directora Nacional, Planificación, Ministerio 
du Salud 

Sra. N. Dormoi 
Directora, Asuntos Internacionales y 
Cooperación, Técnica, Ministerio du Salud 

Sr. D. Cedeño 
Director, Officina de Desarrollo Institucional, 
Ministerio de Salud 

Sr. J.F. Corrales Hidalgo 
Consejero, Misión Permanente, Ginebra 

Sra. L. Castillo de Varela 
Primera Dama de la República 

Sra. A.M. De León 
Directora Ejecutiva y de Proyectos del 
Despacho de la Primera Dama 

Sr. M. Hajee 
Jefe de Protocolo del Despacho de la Primera 
Dama 

Sra. A.M. Castillo 
Directora, Assistencia Privada del Despacho 
de la Primera Dama 

Sra. M. Bazán 
Staff de la Delegación de la Primera Dama 

Sra. M. Velarde 
Directora, Comunicación del Despacho de la 
Primera Dama 

Sra. M. Salazar 
Jefa, Asistencia Privada del Despacho de la 
Primera Dama 

Sra. S. Camarena 
Official de Protocolo 



 LIST OF PARTICIPANTS 457 
 
 
 
 
Sr. R. Santoya 
Jefe, Producción Audiovisual 

Sr. E. Batista 
Jefe, Redes Sociales e Informatica 

Sr. I. Rodriguez 
Prensa 

Sr. J. García 

Sr. J. Ford 

Sra. K. Candanedo 

Sr. R. Mingo 

PAPOUASIE-NOUVELLE-GUINEE – 
PAPUA NEW GUINEA 

Chef de délégation – Chief delegate 

Mr J. Lagea 
Vice Minister, Ministry of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Dr P. Dakulala 
Deputy Secretary, National Health Services 
Standards, Department of Health 

Délégué – Delegate 

Ms K. Kawapuro 
Policy and Research Officer, National Health 
Services Standards, Department of Health 

PARAGUAY – PARAGUAY 

Chef de délégation – Chief delegate 

Dr. A.C. Barrios Fernandez 
Ministro de Salud Pública y Bienestar Social 

Délégué – Delegate 

Sr. J.E. Aguirre 
Embajador, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sra. R. Fernández de Britez 
Directora General de Asesoría Jurídica, 
Ministerio de Salud Pública y Bienestar Social 

Sra. P. Gimenez León 
Directora General de Planificatión y 
Evaluactión, Ministerio de Salud Pública y 
Bienestar Social 

Dra. A. Cabello 
Directora General de Vigilancia de la Salud, 
Ministerio de Salud Pública y Bienestar Social 

Sr. M. Candia 
Primer Secretario, Misión Permanente, 
Ginebra 

Sra. M.C. Chavez 
Presidenta, Asociación Paraguaya de 
Enfermeria 

PAYS-BAS – NETHERLANDS 

Chef de délégation – Chief delegate 

Ms E. Schippers 
Minister of Health, Welfare and Sports 

Délégué – Delegate 

Mr M. van Rijn 
State Secretary for Health, Ministry of Health, 
Welfare and Sports 

Suppléant(s) – Alternate(s) 

Ms A. Berg 
Director-General for Public Health, Ministry 
of Health, Welfare and Sports 

Mr R. van Schreven 
Ambassador, Permanent Representative, 
Geneva 

Mr R. Vos 
Deputy Permanent Representative, Geneva 

Ms R. Buijs 
Deputy Director-General, International 
Cooperation, Ministry of Foreign Affairs 



458 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr H. Barnard 
Director, International Affairs, Ministry of 
Health, Welfare and Sport 

Ms M. Eslveld 
Global Health Adviser, Ministry of Health, 
Welfare and Sports 

Mr G.-J. Rietveld 
Health Attaché, Permanent Mission, Geneva 

Ms J. Imperator 
First Secretary, Permanent Mission, Geneva 

Mr R. Janssens 
Spokes Person for the Minister of Health, 
Welfare and Sports 

Mr P. de Coninck 
Senior Adviser, Ministry of Health, Welfare 
and Sports 

Mr M. Verbeek 
Director, Longterm Care, Ministry of Foreign 
Affairs 

Ms M. Donker 
Director, Public Health, Ministry of Health, 
Welfare and Sports 

Ms S. Kooiman 
Senior Adviser, Ministry of Health, Welfare 
and Sports 

Mr G. Koolen 
Press Officer, Ministry of Health, Welfare and 
Sports 

Ms S. van den Berg 
Senior Adviser, Ministry of Foreign Affairs 

Ms L. Guo 
Adviser Pharmaceuticals, Ministry of Health, 
Welfare and Sports 

Mr F. Lafeber 
Senior Advisor, Longterm Care, Ministry of 
Health, Welfare and Sports 

Mr J.-W. van den Brink 
Senior Adviser, Public Health, Ministry of 
Health, Welfare and Sports 

Mr M. de Kort 
Senior Adviser, Ministry of Foreign Affairs 

Ms S. Sandell 
Assistant, Permanent Mission, Geneva 

Ms C. Loeve 
Assistant, Permanent Mission, Geneva 

PEROU – PERU 

Chef de délégation – Chief delegate 

Dr. A. Velásquez Valdivia 
Ministro de Salud 

Délégué – Delegate 

Sr. L.E. Chávez Basagoitia 
Embajador, Representante Permanente, 
Ginebra 

Suppléant(s) – Alternate(s) 

Sra. M.A. Masana Garcia 
Representante Permanente Alterna, Ginebra 

Dra. D. Suárez Salazar 
Jefa, Gabinete de Asesores, Ministerio de 
Salud 

Dr. V. Cuba Oré 
Director General, Cooperación Internacional, 
Ministerio de Salud 

Dra. T. Vidaurre Rojas 
Jefe, Instituto Nacional de Enfermedades 
Neoplásicas 

Sra. A.T. Lecaros Terry 
Consejera, Misión Permanente, Ginebra 

Sra. S. Alvarado Salamanca 
Primera Secretaria, Misión Permanente, 
Ginebra 

Sr. M. Mundaca Peñaranda 
Segundo Secretario, Misión Permanente, 
Ginebra 



 LIST OF PARTICIPANTS 459 
 
 
 
 
PHILIPPINES – PHILIPPINES 

Chef de délégation – Chief delegate 

Dr J.P. Loreto-Garin 
Secretary, Department of Health 

Délégué – Delegate 

Ms C. Rebong 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Talisayon 
First Secretary, Permanent Mission, Geneva 

Dr K.M. Sinolinding Jr. 
Secretary, Department of Health, Autonomous 
Region for Muslim, Mindanao 

Mr E.T. Fos 
Deputy Permanent Representative, Geneva 

Ms M.E. Maningat 
First Secretary, Permanent Mission, Geneva 

Mr A. Jr. Dumama 
Director, Regional Office XI, Department of 
Health 

Ms M. Convocar 
Director, Regional Office VI, Department of 
Health 

Ms E.P. Monicimpo 
Acting Director, Negros Island Region, 
Department of Health 

Ms C.A. Valdez 
Director, Knowledge Management and 
Information Technology Service, Department 
of Health 

Dr K.I. Villanueva 
PhilHealth Board Member 

Conseiller(s) – Adviser(s) 

Ms C.G. Abesamis 
Director, Health Facility Development Bureau, 
Department of Health 

Ms C.J. Co 
Officer-in-Charge/Director, Department of 
Health 

Ms R.G. Gonzales 
Officer-in-Charge/Director, Department of 
Health 

Ms S.J. Agduma 
Third Secretary, Permanent Mission, Geneva 

Miss P.C. Cabbab 
Development Management Officer, 
Department of Health 

Ms M.R. Bagunu 
Senior Health Programme Officer, Department 
of Health 

Ms M. Eduarte 
Attaché, Permanent Mission, Geneva 

Ms J. Bayotas 
Attaché, Permanent Mission, Geneva 

Ms N.A. Tintero 
Attaché, Permanent Mission, Geneva 

Ms M.T. Casimiro 
Legislative Liaison Specialist, Department of 
Health 

Ms Y. Oliveros 
Head Executive Assistant, Department of 
Health 

Ms L. Milan 
Senior Policy Adviser, Department of Health 

POLOGNE – POLAND 

Chef de délégation – Chief delegate 

Dr K. Radziwill 
Minister of Health 



460 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué(s) – Delegate(s) 

Mr P. Stachanczyk 
Ambassador, Permanent Representative, 
Geneva 

Ms K. Rutkowska 
Deputy Director, Department of International 
Cooperation, Ministry of Health 

Suppléant(s) – Alternate(s) 

Mr J. Baurski 
Deputy Permanent Representative, Geneva 

Mr W. Gwiazda 
First Secretary, Permanent Mission, Geneva 

Ms J. Tyburska-Malina 
Chief Expert, International Cooperation 
Department, Ministry of Health 

Ms E. Piasecka 
Chief Expert, Department of International 
Cooperation, Ministry of Health 

PORTUGAL – PORTUGAL 

Chef de délégation – Chief delegate 

M. A.C. Fernandes 
Ministre de la Santé 

Délégué(s) – Delegate(s) 

M. P.N. Bártolo 
Ambassadeur, Représentant permanent, 
Genève 

M. F. George 
Directeur général de la santé 

Suppléant(s) – Alternate(s) 

M. J.M.M. Matos Rosa 
Député 

Mme M. Teixeira Pinto 
Représentant permanent adjoint, Genève 

Mme E. Falcão 
Directrice, Coordination et relations 
internationales, Ministère de la santé 

M. E.P. Silva 
Premier Secrétaire, Mission permanente, 
Genève 

Mme R. Cruz 
Attaché, Mission permanente, Genève 

Mme L. Duarte 
Attaché, Mission permanente, Genève 

QATAR – QATAR 

Chef de délégation – Chief delegate 

Dr H.M. Al-Kuwari 
Minister of Public Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr F.A. Al-Henzab 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr S.A. Al-Marri 
Assistant Secretary-General, Medical Affairs 

Suppléant(s) – Alternate(s) 

Dr M.H. Al-Thani 
Director, Public Health Department 

Dr H.E. Al-Romaihi 
Manager, Communicable Diseases Prevention 
and Control Department 

Mr A.L. Al-Abdulla 
Manager, International Health Relations 
Department 

Dr A.A.K. Al-Mallah 
Senior Consultant, Hamad Medical Institution 

Mr E. Schillings 
Executive Director, World Innovation Summit 
for Health 



 LIST OF PARTICIPANTS 461 
 
 
 
 
Mr M.M. Al-Naimi 
Director, Minister’s Office 

Ms S.M. Al-Buhair 
Minister’s Office 

Dr M.A.R. El-Salmani 
Senior Consultant, Infectious Diseases, Hamad 
Medical Corporation 

Mr J.S. Al-Maawda 
Second Secretary, Permanent Mission, Geneva 

Ms N.I. Al-Sada 
Second Secretary, Permanent Mission, Geneva 

Mr A.A. Al-Hamadi 
Second Secretary, Permanent Mission, Geneva 

Dr R. Naseem Hammad 
Health Attaché, Permanent Mission, Geneva 

REPUBLIQUE ARABE SYRIENNE – 
SYRIAN ARAB REPUBLIC 

Chef de délégation – Chief delegate 

Dr N. Yazji 
Minister of Health 

Délégué – Delegate 

Mr H.E. Aala 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A. Dmiereih 
Head of Division, Communicable Diseases 

Mr A. Asaad 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr A. Daghman 
First Secretary, Permanent Mission, Geneva 

Ms K. Youssef 
First Secretary, Permanent Mission, Geneva 

Dr K. Yazji 
Logistics Affairs 

Mr S. Fatih 
Logistics Affairs 

REPUBLIQUE CENTRAFRICAINE – 
CENTRAL AFRICAN REPUBLIC 

Chef de délégation – Chief delegate 

Dr F. Djengbot 
Ministre de la Santé de l’hygiène publique et 
de la population 

Délégué – Delegate 

M. L.I. Samba 
Ambassadeur, Représentant permanent, 
Genève 

Suppléant(s) – Alternate(s) 

Dr V. Goana 
Chargé de mission en matière de politiques et 
stratégies 

Mme Y. Guendoko 
Chargé de Mission en matière de la population 
et de la lutte contre les maladies 

M. S.H. Saboro 
Consseiller juridique, Mission permanente, 
Genève 

REPUBLIQUE DE COREE – REPUBLIC 
OF KOREA 

Chef de délégation – Chief delegate 

Dr Chung Chin-youb 
Minister of Health and Welfare 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr Choi Kyonglim 
Ambassador, Permanent Representative, 
Geneva 



462 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué – Delegate 

Dr Jeon Man-bok 
Vice-President, Catholic Kwandong University 

Suppléant(s) – Alternate(s) 

Mr Kim Inchul 
Deputy Permanent Representative, Geneva 

Mr Park Young-sik 
Director-General, Bureau of International 
Cooperation, Ministry of Health and Welfare 

Mr Kwon Jun-wook 
Director-General, Bureau of Public Health 
Policy, Ministry of Health and Welfare 

Ms Lee Minwon 
Director-General, Bureau of Global Health 
Care, Ministry of Health and Welfare 

Ms Oh Jinhee 
Director, Division of International 
Cooperation, Ministry of Health and Welfare 

Mr Kwak Myungsub 
Director, Minister’s Officer, Ministry of 
Health and Welfare 

Mr Lee Jongseong 
Deputy-Director, Minister’s Office, Ministry 
of Health and Welfare 

Dr Kong Insik 
Senior Deputy-Director, Division of Disease 
Control Policy, Ministry of Health and Welfare 

Ms Nam Hoohee 
Deputy-Director, Division of International 
Cooperation, Ministry of Health and Welfare 

Ms Jung Suah 
Assistant Director, Division of International 
Cooperation, Ministry of Health and Welfare 

Ms Lee Seulbee 
Interpreter, Division of International 
Cooperation, Ministry of Health and Welfare 

Ms Jeong Jeongmi 
Assistant Director, Division of Global Health 
Care, Ministry of Health and Welfare 

Mr Kim Sooil 
Assistant Director, Division of Public 
Relations Planning, Ministry of Health and 
Welfare 

Dr Kwon Donghyok 
Deputy Scientific Director, Division of Public 
Health Preparedness and Response, Korea 
Centers for Disease Control 

Dr Chu Chaeshin 
Deputy Scientific Director, Division of Risk 
Assessment and International Cooperation, 
Korea Centers for Disease Control 

Ms Lee Jihee 
Assistant Director, Division of Risk 
Assessment and International Cooperation, 
Korea Centers for Disease Control 

Dr Lee Seongjae 
President, National Rehabilitation Center 

Dr Han Jee-a 
Director, Department of Spinal Cord Injury 
Rehabilitation, National Rehabilitation Center 

Ms Lee Jihye 
Director, Division of International 
Cooperation, Ministry of Food and Drug 
Safety 

Ms Park Seonyeong 
Deputy Director, Division of Nutrition Safety 
Policy, Ministry of Food and Drug Safety 

Mr Choi Jongkyun 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr Yoon Sanguk 
Counsellor, Permanent Mission, Geneva 

Mr Wi Seokyoon 
First Secretary, Permanent Mission, Geneva 

Ms Jung Suyoung 
Second Secretary, Permanent Mission, Geneva 



 LIST OF PARTICIPANTS 463 
 
 
 
 
Mr Kim Kyuseo 
Assistant Deputy Director, Division of 
Pharmaceutical Policy, Ministry of Food and 
Drug Safety 

Ms Jang Hyejeong 
Assistant Director, Division of International 
Cooperation, Ministry of Food and Drug 
Safety 

Conseiller(s) – Adviser(s) 

Mr Ihn Yohan 
President, Korea Foundation for International 
Healthcare 

Dr Jun Jina 
Associate Research Fellow, KIHASA 

Professor Kim So Yoon 
Director, Department of Medical Law and 
Ethics, College of Medicine, Yonsei 
University 

Ms Kim Sung-hae 
Researcher, Asian Institute for Bioethics and 
Health Law, Yonsei University 

Mr Kim Inseong 
Secretary-General, Korea Foundation for 
International Healthcare 

Mr Choi Sungjung 
General Director, Korea Foundation for 
International Healthcare 

Ms Park Bokyung 
Manager, Korea Foundation for International 
Healthcare 

Ms Kim Chanju 
Senior Assistant Manager, Korea Foundation 
for International Healthcare 

Mr Noh Gukrea 
Senior Assistant Manager, Korea Foundation 
for International Healthcare 

Ms Kim Jungyoon 
Assistant Manager, Korea Foundation for 
International Healthcare 

REPUBLIQUE DE MOLDOVA – 
REPUBLIC OF MOLDOVA 

Chef de délégation – Chief delegate 

Dr R. Glavan 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr N. Jelamschi 
Secretary of State, Ministry of Health 

Mr T. Ulianovschi 
Ambassador, Permanent Representative, 
Geneva 

Suppléant – Alternate 

Ms O. Bogdan 
Second Secretary, Permanent Mission, Geneva 

REPUBLIQUE DEMOCRATIQUE DU 
CONGO – DEMOCRATIC REPUBLIC OF 
THE CONGO 

Chef de délégation – Chief delegate 

Dr F. Kabange Numbi Mukwampa 
Ministre de la Santé publique 

Chef adjoint de la délégation – Deputy chief 
delegate 

M. Z. Mukongo Ngay 
Ambassadeur, Représentant permanent, 
Genève 

Délégué – Delegate 

Dr B. Mukengeshayi Kupa 
Secrétaire général a.i., Santé publique, 
Ministère de la santé publique 

Suppléant(s) – Alternate(s) 

Dr F. Chenge Mukalenge 
Directeur, Cabinet du Ministre de la santé 
publique 



464 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
M. F. Kitenge wa Momat 
Conseiller principal du Ministre de la santé 
publique 

M. B. Kabela Ilunga 
Directeur, Direction de lutte contre la maladie 

Dr A. Mboko Iyeti 
Directeur, Direction études et planification 

M. G. Kaya Mutenda Sheria 
Directeur a.i., Programme élargi de 
vaccination 

Dr F. Fwamba N’Kulu 
Directeur, Programme national de lutte contre 
le SIDA 

Dr G. Bakaswa Ntambwe 
Directeur, Programme national de lutte contre 
la tuberculose 

Dr J. Losimba Likwela 
Directeur, Programme national de lutte contre 
le paludisme 

Dr T. Bokenge Bosua 
Directeur, Programme national de l’hygiène 
aux frontières 

M. Banea Mayambu 
Directeur, Programme national de nutrition 

Mme U. Awaca 
Directeur, Programme national des maladies 
tropicales négligées 

M. P. Mukanya Mbayo 
Secrétaire particulier du Ministre de la santé 
publique 

M. T. Kataba Ndereyata 
Coordonnateur, a.i., CAGF 

M. C. Tshikamba Nawej 
Attaché de presse, Cabinet du Ministre de la 
santé publique 

Mme T. Tshibola-Tshia-Kadiebue 
Premier Conseiller, Mission permanente, 
Genève 

REPUBLIQUE DEMOCRATIQUE 
POPULAIRE LAO – LAO PEOPLE’S 
DEMOCRATIC REPUBLIC 

Chef de délégation – Chief delegate 

Dr Phouthone Moungpak 
Deputy Minister of Health 

Délégué(s) – Delegate(s) 

Dr Nao Boutta 
Director-General of Cabinet, Ministry of 
Health 

Dr Founkham Rattanavong 
Deputy Director-General, Planning and 
International Cooperation Department, 
Ministry of Health 

Suppléant(s) – Alternate(s) 

Mr Kalamoungkhoune Souphanouvong 
Second Secretary, Permanent Mission, Geneva 

Ms Bounphady Insisienmay 
Second Secretary, Permanent Mission, Geneva 

REPUBLIQUE DOMINICAINE – 
DOMINICAN REPUBLIC 

Chef de délégation – Chief delegate 

Dr. N. Rodriguez Monegro 
Viceministro de Salud Pública 

Délégué(s) – Delegate(s) 

Dr. R.A. Lopez 
Supervisor Salud Colectiva 

Sra. K. Urbáez 
Ministra Consejera, Misión Permanente, 
Ginebra 



 LIST OF PARTICIPANTS 465 
 
 
 
 
REPUBLIQUE POPULAIRE 
DEMOCRATIQUE DE COREE – 
DEMOCRATIC PEOPLE’S REPUBLIC 
OF KOREA 

Chef de délégation – Chief delegate 

Dr Kang Ha Guk 
Minister of Public Health 

Délégué(s) – Delegate(s) 

Mr Choe Myong Nam 
Deputy Permanent Representative, Geneva 

Dr Pak Jong Min 
Director, Department of External Affairs, 
Ministry of Public Health 

Suppléant(s) – Alternate(s) 

Mr Ri Jang Gon 
Senior Officer, Department of International 
Organisations, Ministry of Foreign Affairs 

Mr Kim Myong Hyok 
Second Secretary, Permanent Mission, Geneva 

Dr Choe Suk Hyon 
Senior Officer, Department of External 
Affairs, Ministry of Public Health 

Conseiller – Adviser 

Dr Ja Yong Sim 
Officer, Ministry of Public Health 

REPUBLIQUE TCHEQUE – CZECH 
REPUBLIC 

Chef de délégation – Chief delegate 

Ms L.T. Kolařiková 
Deputy Minister, Property and International 
Relations, Ministry of Health 

Délégué – Delegate 

Mr J. Kára 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Ms. K.Bat’hová 
Director, International Relations and European 
Union Department, Ministry of Health 

Mr D. Mić 
Deputy Permanent Representative, Geneva 

Ms M. Kubicová 
Head, Unit of Bilateral Cooperation and 
International Organizations, Ministry of Health 

Mr F. Mudroňka 
International Relations and European Union 
Department, Ministry of Health 

Ms D. Lupačová 
International Relations and European Union 
Department, Ministry of Health 

Ms K. Pavone 
Developmment Cooperation and Humanitarian 
Aid Department, Ministry of Foreign Affairs 

Ms N. Paseková 
Assistant, Permanent Mission, Geneva 

Ms J. Vavřiková 
Assistant, Permanent Mission, Geneva 

REPUBLIQUE-UNIE DE TANZANIE – 
UNITED REPUBLIC OF TANZANIA 

Chef de délégation – Chief delegate 

Ms U.A. Mwalimu 
Minister of Health Community Development, 
Gender Elderly and Children 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr M.T. Kombo 
Minister of Health, Zanzibar 

Délégué – Delegate 

Mr M.J. Mero 
Ambassador, Permanent Representative, 
Geneva 



466 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Suppléant(s) – Alternate(s) 

Dr M.M. Ulisubisya 
Permanent Secretary, Ministry of Health 
Community Development, Gender Elderly and 
Children 

Dr J.M. Akil 
Permanent Secretary, Ministry of Health, 
Zanzibar 

Professor M.B. Kambi 
Chief Medical Officer, Ministry of Health 
Community Development, Gender Elderly and 
Children 

Dr F.E. Ndugulile 
Member of Parliament and Chair, World 
Parliament Association on HIV/AIDS 

Mr P. Serukamba 
Member of Parliament and Chair, Committee 
on Health Development and Social Welfare 

Dr N. Rusibamayila 
Director, Preventive Services, Ministry of 
Health Community Development, Gender 
Elderly and Children 

Dr M.J. Dahoma 
Director, Preventive Services, Ministry of 
Health, Zanzibar 

Dr J.M. Mghamba 
Assistant Director, Epidemiology, Ministry of 
Health Community, Development, Gender 
Elderly and Children 

Dr G. Msemo 
Assistant Director, Reproductive and Child 
Health, Ministry of Health Community 
Development, Gender Elderly and Children 

Ms Mariam Ally 
Assistant Director, Policy, Ministry of Health 
Community Development, Gender Elderly and 
Children 

Dr Mohammed Ally 
Director, Health Quality Assurance, Ministry 
of Health Community Development, Gender 
Elderly and Children 

Dr M. Malecela 
Director-General, National Institute for 
Medical Research 

Mr H. Sillo 
Director-General, Tanzania Food and Drug 
Authority 

Dr U. Mwingira 
Coordinator, NTD, Ministry of Health 
Community Development, Gender Elderly and 
Children 

Dr C.B. Sanga 
Health Attaché, Permanent Mission, Geneva 

Mr M. Elias 
Private Secretary to the Minister of Health 
Community Development, Gender Elderly and 
Children 

Professor Y.M. Dambisya 
Director-General, ECSA 

Mr E.T. Manyawu 
Director, Operation and Institute, ECSA 

ROUMANIE – ROMANIA 

Chef de délégation – Chief delegate 

Dr C.I. Mahu 
State Secretary, Ministry of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr A. Vierita 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr F.D. Bodog 
Senator, Secretary of the Public Health 
Commission of the Senate 

Suppléant(s) – Alternate(s) 

Mr A. Rafila 
Personal Adviser to the Minister of Health 



 LIST OF PARTICIPANTS 467 
 
 
 
 
Ms A.C. Costin 
Director, Cabinet Office of the Minister of 
Health 

Dr A. Serban 
Deputy Director-General, General Directorate 
of Medical Assistance and Public Health, 
Ministry of Health 

Mr A. Ciubreag 
Diplomatic Counsellor, United Nations and 
Specialized Agencies Department, Ministry of 
Foreign Affairs 

Ms L. Stresina 
Counsellor, Permanent Mission, Geneva 

ROYAUME-UNI DE GRANDE-
BRETAGNE ET D’IRLANDE DU NORD – 
UNITED KINGDOM OF GREAT 
BRITAIN AND NORTHERN IRELAND 

Chef de délégation – Chief delegate 

Ms J. Ellison 
Parliamentary Under-Secretary of State for 
Public Health, Department of Health 

Délégué(s) – Delegate(s) 

Dame Sally Davies 
Chief Medical Officer, Department of Health 

Dr F. Harvey 
Director General, Public Health, Department 
of Health 

Suppléant(s) – Alternate(s) 

Mrs K. Tyson 
Director, International Health and Public 
Health Delivery, Department of Health 

Mr N. Tomlinson 
Deputy Director, EU and Global Affairs, 
Department of Health 

Ms A. Batchelor 
Head, Multilateral Engagement, Department of 
Health 

Mr P. Macnaught 
Director, Health Science and Bioethics, 
Department of Health 

Mrs N. Shipton-Yates 
Manager, WHO Policy, Department of Health 

Ms R. Turner 
Manager, EU and Multilateral Policy, 
Department of Health 

Mr A. McLaughlin 
Policy Lead, Department of Health 

Mrs H. Philpot 
Senior Policy Lead, International AMR, 
Global Health Security Team, Department of 
Health 

Dr N. Watt 
Adviser, Global Health Policy, Department for 
International Development 

Mr M. Rush 
Adviser, Department of Health 

Ms T. Sarch 
Department for International Development 

Dr M. Salter 
Consultant, Global Health, Public Health 
England 

Professor A. Kessel 
Director a.i., Global Public Health, Public 
Health England 

Lord O’Neill of Gatley 
Chairman, Review on Antimicrobial 
Resistance, O’Neill Review Team 

Ms H. Audi 
Head, Review Team, Review on Antimicrobial 
Resistance, O’Neill Review Team 

Mr J. Knox 
Deputy Head, Review Team, Review on 
Antimicrobial Resistance, O’Neill Review 
Team 



468 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr W. Hall 
Senior Policy Adviser, Review on 
Antimicrobial Resistance, O’Neill Review 
Team 

Mr J. Braithwaite 
Ambassador, Permanent Representative, 
Geneva 

Mr D. Brown 
Director, Global Funds and Senior 
Representative, Department for International 
Development 

Mr M. Matthews 
Deputy Permanent Representative, Geneva 

Ms A. Cole 
Counsellor, United Nations Institutions, 
Permanent Mission, Geneva 

Ms D. Berry 
Second Secretary, Global Health, Permanent 
Mission, Geneva 

Ms M. Girod 
WHO Policy Adviser, Permanent Mission, 
Geneva 

Ms I. Scott 
Attaché, Global Health, Permanent Mission, 
Geneva 

Mr M. Garrard 
Press and Public Affairs Officer, Permanent 
Mission, Geneva 

Ms A. Kirby 
Attaché, Press and Public Affairs, Permanent 
Mission, Geneva 

Mr N. Alexander 
Administrative and Programme Officer, 
Deputy Programme Manager for Polio, 
Department for International Development 

Ms A. Noriega 
Assistant Private Secretary to the 
Parliamentary Under Secretary of State for 
Public Health, Department of Health 

Mr A. Tregidga 
Global Health Policy Officer, Department of 
Health 

Mr A. Key 
Department of Health 

Ms P. Bird 
Health Adviser, Department for International 
Development 

Professor P. Borriello 
Chief Executive Officer, Veterinary Medicines 
Directorate, DEFRA 

Ms G. Lien 
Head, Global Health Strategy, Public Health 
England 

Ms J. Keatinge 
Health Adviser, Human Services Team, 
Department for International Development 

Mr P. Cosford 
Director, Health Protection and Medical 
Director, Public Health England 

Mr N. Fry 
Policy Adviser, Global Funds Department, 
Department for International Development 

Ms D. Goulding 
Attaché, UN Institutions Team, Permanent 
Mission, Geneva 

Ms C. Denman 
Visits and Events Officer, Permanent Mission, 
Geneva 

Ms G. Capewell 
Press Officer, Department of Health 

RWANDA – RWANDA 

Chef de délégation – Chief delegate 

Dr F.X. Ngarambe 
Ambassador, Permanent Representative, 
Geneva 



 LIST OF PARTICIPANTS 469 
 
 
 
 
Chef adjoint de la délégation – Deputy chief 
delegate 

Dr T. Dushime 
Director-General, Clinical Services, Ministry 
of Health 

Délégué(s) – Delegate(s) 

Dr J.P. Nyemazi 
Permanent Secretary, Ministry of Health 

Mr J. Ngango 
First Counsellor, Permanent Mission, Geneva 

SAINT-KITTS-ET-NEVIS – SAINT KITTS 
AND NEVIS 

Délégué – Delegate 

Ms W. Phipps 
Minister of State, Health 

SAINT-MARIN – SAN MARINO 

Chef de délégation – Chief delegate 

M. F. Mussoni 
Ministre de la santé et de la sécurité sociale 

Délégué(s) – Delegate(s) 

M. M. Beccari 
Ambassadeur, Représentant permanent, 
Genève 

Dr A. Gualtieri 
Directeur, Département de la santé et de la 
sécurité sociale 

SAINT-VINCENT-ET-LES-GRENADINES – 
SAINT VINCENT AND THE 
GRENADINES 

Délégué – Delegate 

Mr R. Browne 
Minister of Health, Wellness and Environment 

SAMOA – SAMOA 

Chef de délégation – Chief delegate 

Dr L.T. Tuitama 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr T. Naseri 
Director-General, Health, Ministry of Health 

Ms D. Kerslake 
Legal Adviser 

Suppléant – Alternate 

Ms L. Tuitama 

SAO TOME-ET-PRINCIPE – SAO TOME 
AND PRINCIPE 

Chef de délégation – Chief delegate 

Mme M.J. Trovoada dos Santos 
Ministre de la santé 

Délégué – Delegate 

M. C.A. Bandeira de Almeida 
Directeur, Centre national de l’endémie 

SENEGAL – SENEGAL 

Chef de délégation – Chief delegate 

Professeur A.M. Coll-Seck 
Ministre de la santé et de l’action sociale 

Délégué(s) – Delegate(s) 

M. M.B. Cisse 
Ambassadeur, Représentant permanent, 
Genève 

M. A. Assine 
Député, Président de la commission santé, de 
la population, des affaires sociales et de la 
solidarité nationale de l’assemblée nationale 



470 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Suppléant(s) – Alternate(s) 

M. A.S. Barry 
Ministre Conseiller, Mission permanente, 
Genève 

Dr P.A. Diack 
Directeur général de la santé 

Dr S.B. Diakhate 
Conseiller technique no 2 du Ministre de la 
santé 

M. C.S.A. Mbengue 
Directeur général, Agence de la couverture 
maladie universelle 

Professeur A.M. Dieye 
Directeur, Pharmacie et médicament 

Dr A Bousso 
Coordonnateur, Centre des opérations 
d’urgence 

Dr Y. Ndiaye 
Médecin Chef, Région médicale de Sédhiou 

M. M. Diouf 
Conseiller en communication 

Dr D. Cissoko 
Conseiller technique chargé du suivi 

Mme S.R.M. Diba 
Assistante administrative 

M. L.K. Mbaye 
Premier Secrétaire, Mission permanente, 
Genève 

SERBIE – SERBIA 

Chef de délégation – Chief delegate 

Mr V. Mladenovic 
Ambassador, Permanent Representative, 
Geneva 

Délégué(s) – Delegate(s) 

Mr M. Milosevic 
Minister Counsellor, Permanent Mission, 
Geneva 

Mr M. Djurdjevic 
Third secretary, Permanent Mission, Geneva 

SEYCHELLES – SEYCHELLES 

Chef de délégation – Chief delegate 

Mrs M. Larue 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr B. Valentin 
Principal Secretary, Ministry of Health 

Mr S. Pillay 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Ms A. Cafrine 
Director, Training (Nursing), Ministry of 
Health 

Dr C. Shamlaye 
Health Consultant, Ministry of Health 

SIERRA LEONE – SIERRA LEONE 

Chef de délégation – Chief delegate 

Dr A.B.S. Fofanah 
Minister of Health and Sanitation 

Chef adjoint de la délégation – Deputy chief 
delegate 

Ms Y. Stevens 
Ambassador, Permanent Representative, 
Geneva 



 LIST OF PARTICIPANTS 471 
 
 
 
 
Délégué – Delegate 

Dr B. Kargbo 
Chief Medical Officer 

Suppléant(s) – Alternate(s) 

Mr D.W.S. Banya 
Permanent Secretary 

Mr K.S. Brima 
Counsellor, Permanent Mission, Geneva 

Ms N. Sesay-Kamara 
Coordinator, IPC 

Mr W. Johnson 
Registrar, Pharmacy Board 

Ms C. Shilumani 
Team Leader, HSS HUB 

Dr A. Wurie 
Case Management Leader 

Ms H. Kanu 
Chief Nursing Officer 

SINGAPOUR – SINGAPORE 

Chef de délégation – Chief delegate 

Mr Gan Kim Yong 
Minister (Health) 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr Foo Kok Jwee 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr D. Heng 
Group Director, Public Health Group, Ministry 
of Health 

Suppléant(s) – Alternate(s) 

Professor V. Lee 
Deputy Director, Policy and Control, Public 
Health Group, Ministry of Health 

Ms Yeo Wen Qing 
Deputy Director, International Cooperation, 
Public Health Group, Ministry of Health 

Ms G. Cheng 
Senior Manager, International Cooperation, 
Public Health Group, Ministry of Health 

Ms Soh Li Hui 
Health Policy Analyst, Sector Development 
and Commissioning Division, Ministry of 
Health 

Ms K. Tan 
Senior Director, Public Communications 
Division, Ministry of Communications and 
Information 

Mr J. Han 
Deputy Permanent Representative, Geneva 

Ms J. Boo 
First Secretary (Political), Permanent Mission, 
Geneva 

Conseiller(s) – Adviser(s) 

Mr Cheo Boon Thong 
Ministry of Health 

Mr Rahmat Bin Samat 
Ministry of Health 

SLOVAQUIE – SLOVAKIA 

Chef de délégation – Chief delegate 

Mr S. Špánik 
State Secretary, Ministry of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr F. Rosocha 
Ambassador, Permanent Representative, 
Geneva 



472 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué – Delegate 

Mr M. Mikloši 
Director-General, Ministry of Health 

Suppléant(s) – Alternate(s) 

Mr M. Novák 
Director, Institute of Neuroimmunology, 
Slovak Academy of Science 

Mrs E. Jablonická 
WHO National Counterpart, Department of 
European Union Affairs and International 
Relations, Ministry of Health 

Ms I Jančová 
Senior Officer, Department of European Union 
Affairs and International Relations, Ministry of 
Health 

Mr J. Plavcan 
First Secretary, Permanent Mission, Geneva 

Ms A. Jurušová 
Attaché, Permanent Mission, Geneva 

Ms M. Dorčiková 
Attaché, Permanent Mission, Geneva 

SLOVENIE – SLOVENIA 

Chef de délégation – Chief delegate 

Ms M. Kolar Celarc 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr V. Suc 
Ambassador, Permanent Representative, 
Geneva 

Ms V.-K. Petric 
Head, Division for Health Promotion and 
Prevention of Noncommunicable Diseases 

Suppléant(s) – Alternate(s) 

Ms J. Travnik 
Deputy Permanent Representative, Geneva 

Ms L. Zorman 
Adviser, Ministry of Health 

Mr P. Pozun 
Business Director, University Medical Centre 
Ljubljana 

SOMALIE – SOMALIA 

Chef de délégation – Chief delegate 

Mrs H.H. Mohamed 
Minister of Health and Human Services SFG 

Délégué – Delegate 

Ms F. Abdullahi Mohamud 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr A.O. Isse 
Minister of Health, Puntland 

Dr A. Hersi 
Swisso Kalmo/MOH EPHS 

Dr Y. Nur 
Clinical Virologist/Medical Education 

Dr A.A. Ibrahim 
Adviser, Ministry of Health 

SOUDAN – SUDAN 

Chef de délégation – Chief delegate 

Mr B.I. Abugarada 
Federal Minister of Health 

Délégué – Delegate 

Dr M.O. Ismail 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr I.M.A. Alla 
Undersecretary, Federal Ministry of Health 



 LIST OF PARTICIPANTS 473 
 
 
 
 
Mr K.G.M. Salih 
Deputy Permanent Representative, Geneva 

Dr A.I.H. Arzon 
Counsellor, Permanent Mission, Geneva 

Ms A. Mohammed Abdalla Hassan 
Second Secretary, Permanent Mission, Geneva 

Dr I.A. Mohamed 
Director, Federal Ministry of Health 

Dr M.A.Y. Eabbasi 
Director, Federal Ministry of Health 

Professor A.H. Fahal Ibrahim 
Director, Federal Ministry of Health 

Dr M.A. Elimam Ahmed 
Director, Federal Ministry of Health 

Dr M.S. Elhag Ali 
Director, Federal Ministry of Health 

Dr E.E. Ahmed Elnaiem 
Director, Federal Ministry of Health 

Dr M.A. Almamon 
Director, Federal Ministry of Health 

Dr S.A. Salim 
Director, Federal Ministry of Health 

Dr A.A.A. Gesmalla 
Director, Federal Ministry of Health 

Dr H.Y. Yousif Mohammed 
Director, Federal Ministry of Health 

Dr A.S.A. Osman 
Director, Federal Ministry of Health 

Dr S.B. Adam Iris 
Director, Federal Ministry of Health 

Dr S. Mohammed Osman Elyas 
Director, Federal Ministry of Health 

Mr A.D. Saboon Abdagbaer 
Director, Federal Ministry of Health 

Dr F.A.A. Elgadi 
Director 

SOUDAN DU SUD – SOUTH SUDAN 

Chef de délégation – Chief delegate 

Dr R.G. Kok 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr M. Kariom 
Undersecretary, Ministry of Health 

Dr R. Laku 
Director-General, Policy Planning and 
Budgeting, Ministry of Health 

Suppléant(s) – Alternate(s) 

Dr J. Rumunu 
Director-General, Preventive Health Service, 
Ministry of Health 

Dr K. Chong 
Director-General, International Health and 
Coordination, Ministry of Health 

Dr L. Deng 
Director-General, Public Health Laboratory, 
Ministry of Health 

Dr A. Laku 
Director, EPI Programme, Ministry of Health 

Mr S. Makoy 
Director, Guinea Worm Eradication 
Programme, Ministry of Health 

Mr I. Maper 
National Malaria Control Programme, Ministry 
of Health 

Mr Z.R. Biel 
Assistant to the Minister of Health 

Ms R. Peter 
Secretary to the Minister of Health 

Mr I. Abraham 
First Secretary, Permanent Mission, Geneva 



474 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
SRI LANKA – SRI LANKA 

Chef de délégation – Chief delegate 

Dr R. Senarathne 
Minister of Health, Nutrition and Indigenous 
Medicine 

Délégué(s) – Delegate(s) 

Mr R. Aryasinha 
Ambassador, Permanent Representative, 
Geneva 

Mr A.M. Jayawickrama 
Secretary, Ministry of Health, Nutrition and 
Indigenous Medicine 

Suppléant(s) – Alternate(s) 

Mrs S. Jayasuriya 
Deputy Permanent Representative, Geneva 

Dr P.G. Mahipala 
Director-General, Health Services, Ministry of 
Health, Nutrition and Ingenious Medicine 

Dr C.S. Wickramasinghe 
Acting Deputy Director-General, 
Noncommunicable Diseases, Ministry of 
Health, Nutrition and Ingenious Medicine 

Dr K. Jayasinghe 
Acting Deputy Director-General, Medical 
Supplies, Ministry of Health, Nutrition and 
Ingenious Medicine 

Dr P. Abeykoon 
Chairman, National Authority of Tobacco and 
Alcohol 

Dr R.M.S.K. Rathnayaka 
Director, Teaching Hospital, Kandy, Ministry 
of Health, Nutrition and Ingenious Medicine 

Dr S. Perera 
Director, Organization Development, Ministry 
of Health, Nutrition and Ingenious Medicine 

Dr S. Sridharan 
Director, Healthcare Quality and Safety, 
Ministry of Health, Nutrition and Ingenious 
Medicine 

Dr L.B.W. Denuwara 
Director, Nutrition, Ministry of Health, 
Nutrition and Ingenious Medicine 

Dr A. Ludowyke 
Director, International Health, Ministry of 
Health, Nutrition and Ingenious Medicine 

Mr G.B. Egodage 
Director, Sri Lanka Export Development 
Board 

Ms D. Gunasekera 
Second Secretary, Permanent Mission, Geneva 

Mrs M. Lafir 
Second Secretary, Permanent Mission, Geneva 

Dr S. Senarathne 
Private Secretary to the Minister of Health, 
Nutrition and Indigenous Medicine 

Dr S.D. Subasinghe 
Adviser to the Minister of Health, Nutrition 
and Indigenous Medicine 

Dr U.M. Gunasekara 
Public Relations Officer to the Minister of 
Health, Nutrition and Indigenous Medicine 

SUEDE – SWEDEN 

Chef de délégation – Chief delegate 

Mr G. Wikström 
Minister for Health Care, Public Health and 
Sport, Ministry of Health and Social Affairs 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mrs O. Wigzell 
Director-General, National Board of Health 
and Welfare 



 LIST OF PARTICIPANTS 475 
 
 
 
 
Délégué – Delegate 

Ms V. Bard 
Ambassador, Permanent Mission, Geneva 

Suppléant(s) – Alternate(s) 

Mr J. Carlsson 
Director-General, Public Health Agency of 
Sweden 

Mr L. Hjelmåker 
Ambassador, Ministry of Foreign Affairs 

Mr N. Jacobson 
Deputy Director-General, Ministry of Health 
and Social Affairs 

Ms M. Gärtner Nord 
Counsellor, Permanent Mission, Geneva 

Mr A. Hilmersson 
Counsellor, Permanent Mission, Geneva 

Ms A. Janelm 
Director, Senior Adviser, Ministry of Health 
and Social Affairs 

Mr M. Jepsson 
Counsellor, Health Affairs, Permanent 
Mission, Geneva 

Ms E. Jones 
Director, Ministry of Health and Social Affairs 

Mr M. Kivi 
Director, Ministry of Health and Social Affairs 

Ms L. Andersson 
Head of Section, Ministry of Health and Social 
Affairs 

Mr G. Andreasson 
Head of Section, Ministry of Health and Social 
Affairs 

Mr M. Eklund 
Political Adviser, Ministry of Health and 
Social Affairs 

Mr A. Tegnell 
Head of Department, State Epidemiologist, 
Public Health Agency of Sweden 

Ms P. Engstrand 
Lead, Policy Specialist Health Sida 

Mr B. Pettersson 
Senior Adviser, National Board of Health and 
Welfare 

Ms M. Grape 
Head of Unit, Public Health Agency of 
Sweden 

Ms A. Jansson 
Head of Unit, Public Health Agency of 
Sweden 

Mr L. Christiansson 
International Analyst, National Board of 
Health and Welfare 

Ms A. Widborg 
Intern, Permanent Mission, Geneva 

Conseiller(s) – Adviser(s) 

Ms N. Bergman 
International Secretary, Swedish Association 
of Health Professionals 

Ms M. Järvelin 
International Coordinator, Swedish Medical 
Association 

SUISSE – SWITZERLAND 

Chef de délégation – Chief delegate 

M. A. Berset 
Conseiller fédéral, Chef du département 
fédéral de l’intérieur 

Chef adjoint de la délégation – Deputy chief 
delegate 

M. P. Strupler 
Secrétaire d’état, Directeur, Office fédéral de 
la santé publique 



476 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué – Delegate 

M. A. Fasel 
Ambassadeur, Représentant permanent, 
Genève 

Suppléant(s) – Alternate(s) 

Mme T. Dussey-Cavassini 
Ambassadeur, Vice directrice et Cheffe de la 
division affaires internationales, Office fédéral 
de la santé publique 

Mme C. Roth 
Collaboratrice scientifique, Section santé 
globale, Office fédéral de la santé publique 

Mme S. Unternährer 
Collaboratrice scientifique, Section transports, 
énergie et santé, Département fédéral des 
affaires étrangères 

M. J. Mader 
Conseiller, Gouvernance de la santé, Direction 
du développement et de la coopération, 
Département fédéral des affaires étrangères 

M. R. Thomson 
Conseiller, Gouvernance de la santé, Direction 
du développement et de la coopération, 
Département fédéral des affaires étrangères 

Dr L. Karrer 
Premier Secrétaire, Mission permanente, 
Genève 

Mme N. Stegmann 
Experte associée, Mission permanente, Genève 

Conseiller(s) – Adviser(s) 

M. A. Von Kessel 
Conseiller juridique, Section santé globale, 
Office fédéral de la santé publique 

Mme M. Schwab 
Collaboratrice scientifique, Section santé 
globale, Office fédéral de la santé publique 

Mme L. Bruggmann 
Cheffe, Section nutrition, Office fédéral de la 
sécurité alimentaire et des affaires vétérinaires 

M. A. Schulze 
Conseiller, Renforcement des systèmes de 
santé et de financement, Direction du 
développement et de la coopération, 
Département federal des affaires étrangères 

Mme N. Isler 
Conseillère, Mission permanente, Genève 

M. R. Veillard 
Conseiller, Mission permanente, Genève 

Mme R. Meli 
Troisième Secrétaire, Mission permanente, 
Genève 

M. M. Tailhades 
Membre, Comité des pensions de l’OMS 

SURINAME – SURINAME 

Chef de délégation – Chief delegate 

Mr P. Pengel 
Minister of Health 

Délégué – Delegate 

Mrs S. Soekhoe 
Head, International Relations Department, 
Ministry of Health 

Suppléant(s) – Alternate(s) 

Mrs W. Emanuelson-Telgt 
Policy Officer, Planning Department, Ministry 
of Health 

Mrs S. Bleau 
Policy Officer, Planning Department, Ministry 
of Health 

Mr N. Pengel 
Secretary to the Minister of Health 

SWAZILAND – SWAZILAND 

Chef de délégation – Chief delegate 

Mrs S. Ndlela-Simelane 
Minister of Health 



 LIST OF PARTICIPANTS 477 
 
 
 
 
Délégué – Delegate 

Ms N.B. Gwebu 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr V. Magagula 
Director, Health Services 

Ms T.G. Khumalo 
Chief Nursing Officer 

Dr V. Okello 
Deputy Director, Clinical 

Mr M.A. Mamba 
Deputy Permanent Representative, Geneva 

Mr A.S. Lukhele 
First Secretary, Permanent Mission, Geneva 

Ms M. Nkambule 
Private Secretary to the Minister of Health 

Mr E Simelane 

Ms K. Mabuza 
Under Secretary, Technical 

Mr K. Mabuza 
Director, NERCHA 

TADJIKISTAN – TAJIKISTAN 

Chef de délégation – Chief delegate 

Professeur N. Salimzoda 
Ministre de la santé 

Délégué(s) – Delegate(s) 

Dr R. Rahimova 
Chef, Département du Ministère de la santé 

Mme A. Karimova 
Premier Secrétaire, Mission permanente, 
Genève 

Suppléant – Alternate 

M. S. Yusufi 
Responsable, Ministère de la santé 

TCHAD – CHAD 

Chef de délégation – Chief delegate 

M. A. Ngueadoum 
Ministre de la santé publique 

Délégué(s) – Delegate(s) 

M. M. Bamanga Abbas 
Ambassadeur, Représentant permanent, 
Genève 

Dr D. Hamid 
Secrétaire général, Ministère de la santé 
publique 

Suppléant(s) – Alternate(s) 

M. M.H. Abdelkadre 
Directeur général, Ressources et planification, 
Ministère de la santé publique 

Dr N. Rohingalaou 
Directeur général, Activités sanitaires 

Dr H.I. Oumar 
Directeur général, Santé environnementale et 
planification 

Dr C. Baharadine 
Point focal, Maladies tropicales négligées 

Dr C. Ngabere 
Directrice de la Pharmacie 

Dr G. Kodindo 
Directrice, Santé de la reproduction 

M. A. Awada 
Premier Conseiller, Mission permanente, 
Genève 

Dr Y.S. Himberka 
Conseiller en Santé du Premier Ministre 



478 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr O. Salim 
Conseiller en charge de la santé à la présidence 

Dr H. Makhlouf 
Directeur, Nutrition et technologie alimentaire, 
Ministère de la santé publique 

M. A.N. Nadji 
Attaché de Presse 

THAILANDE – THAILAND 

Chef de délégation – Chief delegate 

Professor Piyasakol Sakolsatayadorn 
Minister of Public Health 

Délégué(s) – Delegate(s) 

Mr Thani Thongphakdi 
Ambassador, Permanent Representative, 
Geneva 

Dr Suwit Wibulpolprasert 
Adviser, Office of the Permanent Secretary, 
Ministry of Public Health 

Suppléant(s) – Alternate(s) 

Dr Somsak Akksilp 
Deputy Permanent Secretary, Office of the 
Permanent Secretary, Ministry of Public 
Health 

Mr Sasiwat Wongsinsawat 
Deputy Permanent Representative, Geneva 

Dr Kittisak Klabdee 
Secretary to the Minister of Public Health, 
Ministry of Public Health 

Dr Apichai Mongkol 
Director-General, Department of Medical 
Services, Ministry of Public Health 

Dr Pannet Pangputhipong 
Deputy Director-General, Department of 
Medical Services, Ministry of Public Health 

Dr Opart Karnkawinpong 
Deputy Director-General, Department of 
Disease Control, Ministry of Public Health 

Dr Thongchai Lertwilairatanapong 
Deputy Director-General, Department of 
Health, Ministry of Public Health 

Dr Panpimol Wipulakorn 
Deputy Director-General, Department of 
Mental Health, Ministry of Public Health 

Dr Viroj Tangcharoensathien 
Adviser, Office of the Permanent Secretary, 
Ministry of Public Health 

Dr Krisada Sawaengdee 
Human Resource Officer, Expert Level, Office 
of the Permanent Secretary, Ministry of Public 
Health 

Dr Sura Wisedsak 
Assistant to the Permanent Secretary, Ministry 
of Public Health 

Dr Phusit Prakongsai 
Director, Bureau of International Health, 
Office of the Permanent Secretary, Ministry of 
Public Health 

Dr Kanjana Chunthai 
Director, Bureau of Nursing, Office of the 
Permanent Secretary, Ministry of Public 
Health 

Dr Nakorn Premsri 
Director, Principle Recipient Administrative 
Office, Department of Disease Control, 
Ministry of Public Health 

Dr Attaya Limwattanayingyong 
Deputy Director, Bureau of International 
Health, Office of the Permanent Secretary, 
Ministry of Public Health 

Dr Manita Phanawadee 
Deputy Director, Bureau of Policy and 
Strategy, Office of the Permanent Secretary, 
Ministry of Public Health 

Dr Nalinee Sripaung 
Public Health Technical Officer, Senior 
Professional Level, Bureau of Occupational 
and Environmental Diseases, Department of 
Disease Control, Ministry of Public Health 



 LIST OF PARTICIPANTS 479 
 
 
 
 
Dr Auttakiat Karnjanapiboonwong 
Medical Officer, Senior Professional Level, 
Center of Policy and Strategy Development for 
NCDs, Department of Disease Control, 
Ministry of Public Health 

Dr Thongtana Permbotasi 
Assistant Director, Institute of Geriatric 
Medicine, Department of Medical Services, 
Ministry of Public Health 

Dr Patanon Kwansanit 
Medical Officer, Senior Professional Level, 
Somdet Chao Praya Institute of Psychiatry, 
Department of Mental Health, Ministry of 
Public Health 

Dr Sinsakchon Aunprom-Me 
Public Health Technical Officer, Senior 
Professional Level, Regional Health Promotion 
Center 5, Nakhon Ratchasima, Department of 
Health, Ministry of Public Health 

Mrs Neeranuch Arphacharus 
Policy and Plan Analyst, Senior Professional 
Level, Bureau of Environmental Health, 
Department of Health, Ministry of Public 
Health 

Dr Walaiporn Patcharanarumol 
Pharmacist, Professional Level, International 
Health Policy Programme, Office of the 
Permanent Secretary, Ministry of Public 
Health 

Dr Nithima Sumpradit 
Pharmacist, Professional Level, Bureau of 
Drug Control, Food and Drug Administration, 
Ministry of Public Health 

Mrs Sitanun Poonpolsub 
Pharmacist, Professional Level, Technical and 
Planning Division, Food and Drug 
Administration, Ministry of Public Health 

Dr Warisa Panichkriangkrai 
Dentist, Professional Level, International 
Health Policy Programme, Office of the 
Permanent Secretary, Ministry of Public 
Health 

Dr Thitikorn Topothai 
Medical Officer, Professional Level, Division 
of Physical Activity and Health, Department of 
Health, Ministry of Public Health 

Mrs Sirinad Tiantong 
Foreign Relations Officer, Senior Professional 
Level, Bureau of International Health, Office 
of the Permanent Secretary, Ministry of Public 
Health 

Ms Suriwan Thaiprayoon 
Policy and Plan Analyst, Professional Level, 
Bureau of International Health, Office of the 
Permanent Secretary, Ministry of Public 
Health 

Ms Paweena Tarnsondhaya 
Foreign Relations Officer, Professional Level, 
Office of the Minister, Ministry of Public 
Health 

Mr Banlu Supaaksorn 
Foreign Relations Officer, Practitioner Level, 
Bureau of International Health, Office of the 
Permanent Secretary, Ministry of Public 
Health 

Ms Orana Chandrasiri 
Researcher, International Health Policy 
Programme, Office of the Permanent 
Secretary, Ministry of Public Health 

Ms Waranya Rattanavipapong 
Researcher, Health Intervention and 
Technology Assessment Programme, Office of 
the Permanent Secretary, Ministry of Public 
Health 

Professor Vicharn Panich 
Chairman, Mahidol University Council, 
Mahidol University, Ministry of Education 

Professor Udom Kachintorn 
President, Mahidol University, Ministry of 
Education 

Professor Piyamitr Sritara 
Dean, Faculty of Medicine, Ramathibodi 
Hospital, Mahidol University, Ministry of 
Education 



480 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Professor Churnrurtai Kanchanachitra 
Director, Mahidol University Global Health, 
Mahidol University, Ministry of Education 

Professor Pattarawalai Talungchit 
Instructor, Department of Obstetrics and 
Gynaecology, Faculty of Medicine, Siriraj 
Hospital, Mahidol University, Ministry of 
Education 

Dr Prin Vathesatogkit 
Instructor, Department of Medicine, Faculty of 
Medicine, Ramathibodi Hospital, Mahidol 
University, Ministry of Education 

Dr Khunjira Udomaksorn 
Instructor, Faculty of Pharmaceutical Sciences, 
Prince of Songkla University, Ministry of 
Education 

Dr Kanang Kantamaturapoj 
Instructor, Department of Social Sciences, 
Faculty of Social Sciences and Humanities, 
Mahidol University, Ministry of Education 

Mr Varapote Chensavasdijai 
Counsellor, Permanent Mission, Geneva 

Mr Charlie Garnjana-Goonchorn 
Counsellor, Permanent Mission, Geneva 

Professor Wanicha Chuenkongkaew 
Secretary-General, Health Professional 
Education Foundation 

Ms Nucharapon Liangruenrom 
Researcher, Mahidol University Global Health, 
Institute for Population and Social Research, 
Mahidol University, Ministry of Education 

Dr Kitjar Ruangthai 
Vice-President, the 8th and 9th National 
Health Assembly Organizing Committee, 
National Health Commission Office 

Ms Patchara Ubolsawadi 
Director, National Health Assembly 
Coordinating Division, National Health 
Commission Office 

Dr Choochai Sornchumni 
Assistant to the Secretary-General, National 
Health Security Office 

Dr Kanitsorn Sumriddetchkajorn 
Director, International Affairs on Universal 
Health Coverage, National Health Security 
Office 

Ms Tananart Lorthong 
Director, Partnership and International 
Relations Section, Thai Health Promotion 
Foundation 

Mr Rungsun Munkong 
International Relations Officer, Senior 
Professional Level, Partnership and 
International Relations Section, Thai Health 
Promotion Foundation 

Professor Tassana Boontong 
President, Thailand Nursing and Midwifery 
Council 

Professor Suchittra Luangamornlert 
First Vice-President, Thailand Nursing and 
Midwifery Council 

Professor Supanee Sanadisai 
President, Nurses’ Association of Thailand 

Professor Nathaphan Chinlumprasert 
Chairperson, International Affairs Committee, 
Nurses’ Association of Thailand 

Mr Prachaya Sriwatcharodom 
Intern, Permanent Mission, Geneva 

Ms Mookdapa Yangyuenpradorn 
Intern, Permanent Mission, Geneva 

Ms Sirapat Witrungsan 
Intern, Permanent Mission, Geneva 

Mr Theppadol Punyatipat 
Intern, Permanent Mission, Geneva 



 LIST OF PARTICIPANTS 481 
 
 
 
 
TIMOR-LESTE – TIMOR-LESTE 

Chef de délégation – Chief delegate 

Dr A.I.F.S. Soares 
Vice-Minister of Heath 

Délégué – Delegate 

Mr M.O.G. da Silva 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Dr H. Seixas 
Delegate of Ermera Municipal 

Dr M. Monteiro 
Head, Department of Communicable Diseases 

Ms J. Santos 
Executive Assistant to the Ambassador, 
Permanent Representative, Geneva 

Conseiller(s) – Adviser(s) 

Ms E.M. Ximenes 
Executive Secretary to the Vice-Minister of 
Health 

Dr A.G. Correia 
Health Adviser, Department of Cooperation 
and Partnership, Ministry of Health 

TOGO – TOGO 

Chef de délégation – Chief delegate 

Professeur M. Mijiyawa 
Ministre de la santé et de la protection sociale 

Délégué(s) – Delegate(s) 

M. B. Bedaba 
Chargé d’affaires a.i., Mission permanente, 
Genève 

Professeur G.A. Napo-Koura 
Secrétaire général, Ministère de la santé 

Suppléant(s) – Alternate(s) 

Dr A. Gnassingbe 
Ministre Conseiller, Mission permanente, 
Genève 

Dr K. Wotobe 
Chef, Division de la programmation et de la 
coopération, Ministère de la santé et de la 
protection sociale 

M. O. Akpo-Gnandi 
Directeur, Affaires communes, Ministère de la 
santé et de la protection sociale 

Mme A.D. Dagban 
Troisième Vice-présidente du Parlement 

M. L.B. Penn 
Premier Secrétaire parlementaire 

TONGA – TONGA 

Chef de délégation – Chief delegate 

Dr S. Piukala 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr P. Vivili 
Director, Public Health, Secretariat of the 
Pacific Community 

Ms D. Sorensen 
Health Specialist 

TUNISIE – TUNISIA 

Chef de délégation – Chief delegate 

M. S. Aïdi 
Ministre de la santé 

Délégué – Delegate 

M. W. Doudech 
Ambassadeur, Représentant permanent, 
Genève 



482 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Suppléant(s) – Alternate(s) 

Dr S. Samoud 
Chargée de mission, Ministère de la santé 

Mme C.E. Kochlef 
Conseiller, Affaires étrangères, Mission 
permanente, Genève 

Dr S. Bellalouna 
Chargée de mission, Ministère de la santé 

Dr S. Mrad 
Directrice, Soins de santé de base 

Dr N. Ben Alaya 
Directrice, Observatoire national des maladies 
émergentes et réémergentes 

Mme I. Fradi 
Directrice, Unité de la pharmacie et du 
médicament 

Dr R. Ben Abbés 
Directeur, Réglementation et contrôle des 
professions de santé 

Dr H. Abdessalem 
Coordinateur, Unité de coopération technique 

TURKMENISTAN – TURKMENISTAN 

Chef de délégation – Chief delegate 

Mr N. Amannepesov 
Minister of Health and Medical Industry 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mrs L. Shamuradova 
Deputy Minister of Health and Medical 
Industry 

Délégué – Delegate 

Mr A. Haljanov 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mrs B. Agayeva 
Head, Department of Information and 
Statistics, Ministry of Health and Medical 
Industry 

Mrs S. Nuryyeva 
Head, Sanitary Epidemiological Department, 
State Sanitary Epidemiological Service 

Mrs J. Sahetnyyazova 
Deputy Director, Medical Advisory Center 
Named After S.A.Niyazov 

Mr R. Suleymanov 
Deputy Director, International Center of 
Traumatology 

Mrs M. Chotbayeva 
Third Secretary, Permanent Mission, Geneva 

TURQUIE – TURKEY 

Chef de délégation – Chief delegate 

Mr M. Muezzinoglu 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr M.F. Carikci 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Mr E. Gumus 
Undersecretary, Ministry of Health 

Suppléant(s) – Alternate(s) 

Professor I. Sencan 
Head, Turkish Public Health Institution 

Dr O. Guner 
Director-General, Ministry of Health 

Professor H.S. Gedik 
Director-General, Ministry of Health 



 LIST OF PARTICIPANTS 483 
 
 
 
 
Dr A.B. Dostbil 
Deputy Director-General, Health Investment, 
Ministry of Health 

Dr B. Keskinkilic 
Deputy Head, Turkish Public Health 
Institution 

Mr Y. Irmak 
Head of Department, Ministry of Health 

Dr B. Sucakli 
Head of Department, Ministry of Health 

Mr F. Turkmen 
Head of Department, Ministry of Development 

Ms O. Kural 
Counsellor, Permanent Mission, Geneva 

Mr F. Bayar 
Counsellor, Permanent Mission, Geneva 

Dr M.C. Ceren 
Expert, Ministry of Health 

Mr C.D. Dikmen 
Expert, Ministry of Health 

Mr O. Ozkeceli 
Third Secretary, Permanent Mission, Geneva 

Ms B.N. Demir 
Expert, Ministry of Health 

Ms S. Borkluce 
Expert, Ministry of Health 

Mr E. Yavuz 
Ministry of Health 

Mr l. Candan 
Assistant Expert, Ministry of Health 

TUVALU – TUVALU 

Chef de délégation – Chief delegate 

Mr S. Manuella 
Minister of Health 

Délégué(s) – Delegate(s) 

Dr N. Conway - Ituaso 
Director of Health, Ministry of Health 

Ms L.T. Faavae 
Assistant Secretary, Ministry of Health 

Suppléant – Alternate 

Mrs I. Manuella 

UKRAINE – UKRAINE 

Chef de délégation – Chief delegate 

Mr Y. Klymenko 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Ms D. Martina 
Deputy Permanent Representative, Geneva 

Suppléant(s) – Alternate(s) 

Ms K. Koval 
Second Secretary, Permanent Mission, Geneva 

Ms K. Sobko-Nesteruk 
Third Secretary, Permanent Mission, Geneva 

URUGUAY – URUGUAY 

Chef de délégation – Chief delegate 

Dr. J. Basso 
Ministro de Salud 

Chef adjoint de la délégation – Deputy chief 
delegate 

Sr. R. González Arenas 
Embajador, Representante Permanente, 
Ginebra 



484 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Délégué – Delegate 

Sra. C. González 
Ministro Consejero, Misión Permanente, 
Ginebra 

Suppléant – Alternate 

Sra. L. Bergara 
Segunda Secretaria, Misión Permanente, 
Ginebra 

VANUATU – VANUATU 

Chef de délégation – Chief delegate 

Mr T.D. Kalo 
Minister of Health 

Délégué(s) – Delegate(s) 

Mr G.K. Taleo 
Director-General, Ministry of Health 

Mr M. Michel 
First Political Adviser, Ministry of Health 

VENEZUELA (REPUBLIQUE 
BOLIVARIENNE DU) – VENEZUELA 
(BOLIVARIAN REPUBLIC OF) 

Chef de délégation – Chief delegate 

Dra. L.M. Solórzano 
Ministra del Poder Popular para la Salud 

Délégué(s) – Delegate(s) 

Sr. J. Valero 
Embajador, Representante Permanente, 
Ginebra 

Dra. S. Cubillan 
Viceministra de Redes de Atencion 
Ambulatoria de Salud, Ministerio del Poder 
Popular para la Salud 

Suppléant(s) – Alternate(s) 

Sra. R. Sanchez Belllo 
Representante Permanente Alterna, Ginebra 

Dr. W. Revello 
Asesor del Despacho de la Ministra, Ministerio 
del Poder Popular para la Salud 

Sr. L.M. Sastre Soto 
Director General, Oficina de Integracion y 
Asuntos Internacionales, Ministerio del Poder 
Popular de la Salud 

Sr. J. Galindo 
Segundo Secretario, Misión Permanente, 
Ginebra 

Sr. L. Perez 
Segundo Secretario, Misión Permanente, 
Ginebra 

Srta. A. Dias 
Funcionariode apoyo, Misión Permanente, 
Ginebra 

VIET NAM – VIET NAM 

Chef de délégation – Chief delegate 

Dr Nguyen Thi Kim Tien 
Minister of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr Nguyen Trung Thanh 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr Tran Thi Giang Huong 
Director-General, International Cooperation 
Department, Ministry of Health 

Suppléant(s) – Alternate(s) 

Dr Truong Quoc Cuong 
Director-General, Drug Administration, 
Ministry of Health 

Dr Nguyen Thi Lien Huong 
Director-General, Health Environmental 
Management Agency, Ministry of Health 



 LIST OF PARTICIPANTS 485 
 
 
 
 
Dr Tran Thi Mai Oanh 
Director-General, Health Strategy and Policy 
Institute 

Dr Nguyen Viet Nhung 
Director-General, National Lung Hospital 

Dr Nguyen Van Kinh 
Director-General, National Hospital of 
Tropical Diseases 

Dr Nguyen Manh Cuong 
Deputy Director-General, International 
Cooperation Department, Ministry of Health 

Dr Ha Anh Duc 
Deputy Chief, Cabinet of the Ministry of 
Health 

Dr Dang Viet Hung 
Deputy Director- General, Planning and 
Finance Department, Ministry of Health 

Dr Dang Quang Tan 
Deputy Director-General, Preventive Medicine 
Administration, Ministry of Health 

Dr Luong Mai Anh 
Deputy Director-General, Health 
Environmental Management Agency, Ministry 
of Health 

Dr Phan Thi Thu Huong 
Deputy Director-General, Administration of 
HIV/AIDS Prevention and Control, Ministry 
of Health 

Dr Truong Tuyen Mai 
Deputy Director-General, National Institute of 
Nutrition 

Dr Nguyen Vu Thuong 
Deputy Director-General, Pasteur Institute in 
Ho Chi Minh City 

Dr Tran Quang Mai 
Deputy Director-General, National Centre of 
Health Communication and Education 

Dr Dinh Huy Duong 
Director, Communication and Education 
Department, General Administration of 
Population and Family Planning 

Mr Khong Hoang Khoi 
Third Secretary, Permanent Mission, Geneva 

Dr Nguyen Huy Hung 
Official, Drug Administration, Ministry of 
Health 

Mrs Doan Phuong Thao 
Official, Cooperation with WHO, International 
Cooperation Department, Ministry of Health 

Mrs Doan Thi Thu Huyen 
Officer, Fund for Prevention and Control of 
Tobacco Harms, Administration of Medical 
Services Management 

Dr Tran Xuan Bach 
Lecturer, Health Economics, Institute for 
Preventive Medicine and Public Health, Hanoi 
Medical University 

Dr Nguyen Minh Hang 
Deputy Director-General, General Department 
of Preventive Medicine, Ministry of Health 

YEMEN – YEMEN 

Chef de délégation – Chief delegate 

Dr N.M. Baoom 
Minister of Public Health and Population 

Délégué – Delegate 

Dr A. Majawar 
Ambassador, Permanent Representative, 
Geneva 

Suppléant(s) – Alternate(s) 

Mr M. Aljarf 
Third Secretary, Permanent Mission, Geneva 

Mr H. Al-Ashwal 
Third Secretary, Permanent Mission, Geneva 



486 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
ZAMBIE – ZAMBIA 

Chef de délégation – Chief delegate 

Dr P. Mwamba 
Permanent Secretary, Ministry of Health 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mrs E. Sinjela 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr K. Lishimpi 
Director, Clinical Care, Ministry of Health 

Suppléant(s) – Alternate(s) 

Mr D. Chimfwembwe 
Director, Policy and Planning, Ministry of 
Health 

Dr M. Bweupe 
Deputy Director, Disease Surveillance, Control 
and Research, Ministry of Health 

Mrs E. Chipaya 
Deputy Director, Nursing Services, Ministry of 
Health 

Dr M. Nambao 
Deputy Director, Mother and Child Health, 
Ministry of Health 

Dr M. Kafwamfwa 
Deputy Director, Ministry of Health 

Mr H. Kansembe 
Technical Support Specialist 

Mrs U. Mulenga 
Registrar, General Nursing Council 

Dr M. Zulu 
Registrar, Health Professionals Council of 
Zambia 

Ms C. Chifunda 
Ministry of Health 

Mrs M.M. Gardner 
Chief Policy Analyst, Ministry of Health 

Dr C. Phiri 
Director, MCH 

Dr E. Makasa 
Counsellor, Health, Permanent Mission, 
Geneva 

Mr S. Lungo 
First Secretary, Permanent Mission, Geneva 

ZIMBABWE – ZIMBABWE 

Chef de délégation – Chief delegate 

Dr D.P. Parirenyatwa 
Minister of Health and Care 

Chef adjoint de la délégation – Deputy chief 
delegate 

Mr T. Mushayavanhu 
Ambassador, Permanent Representative, 
Geneva 

Délégué – Delegate 

Dr G. Gwinji 
Secretary for Health and Care 

Suppléant(s) – Alternate(s) 

Dr T. Magure 
Chief Executive Officer, National AIDS 
Council 

Mr C. Chishir 
Minister Counsellor, Permanent Mission, 
Geneva 

Ms P.S. Takaenzana 
Consellor, Permanent Mission, Geneva 

Dr J. Chimedza 
Director-General, Medical Service, ZDF 

Ms R. Kaseke 
Executive Director, Health Services Board 



 LIST OF PARTICIPANTS 487 
 
 
 
 
Dr P.C. Chonzi 
Director, Health Services, City of Harare 

Dr T.T. Mudzimirema 
Chief Nursing Officer, ZPR 

Dr A.M. Dube 
Acting Director, Health Services, ZPCS 

Mr D. Mangwanya 
Acting Principal Director, Curative Services 

Dr B.A. Maponga 
Provincial Medical Director 

Ms H. Machamire 
Director, Finance and Administration 

Ms C. Nleya 
Deputy Director, Rehabilitation Services 

Dr B. Mandishona 
Acting Director, Medical Services, ZNA 

Dr D. Munyaradzi 
Director, Epidemiology Disease Control, ZNA 

Ms L. Masuku 
Personal Assistant to the Minister of Health 
and Child Care 

Dr P. Chivaura 
Director-General, Health Services, ZNA 

Ms C. Chasokela 
Director, Nursing Services 

OBSERVATEURS D’UN ÉTAT 
NONMEMBRE – OBSERVERS FOR A 
NON-MEMBER STATE 

SAINT-SIEGE – HOLY SEE 

Mgr Z. Zimowski 
President, Conseil pontifical pour la santé 

Mgr I. Jurkovic 
Nonce Apostolique, Observateur permanent, 
Genève 

Mgr J.M. Mupendawatu 
Secretaire, Conseil pontifical de la santé 

Mgr C. Namugera 
Expert 

Mgr R. Gyhra 
Conseiller, Observateur permanent, Genève 

Mgr R. Vitillo 
Expert 

Dr M. Evangelista 
Expert 

Dr A. Capetti 
Expert 

OBSERVATEURS – OBSERVERS 

ORDRE DE MALTE – ORDER OF 
MALTA 

Mme M.T. Pictet-Althann 
Ambassadeur, Observateur permanent, Genève 

Professor M. Veuthey 
Observateur permanent adjoint, Genève 

M. J.F. Kammer 
Conseiller 

M. K. Keller 
Stagaire 

COMITE INTERNATIONAL DE LA 
CROIXROUGE – INTERNATIONAL 
COMMITTEE OF THE RED CROSS 

M. D. Helle 
Conseiller diplomatique, Département du droit 
international des politiques humanitaires 

Dr B. Eshaya-Chauvin 
Conseiller médical, Bureau du directeur des 
opérations 

Mme A. Debarre 
Stagiaire, Département du droit international et 
des politiques humanitaires 

Mme E. Prache 
Stagiaire, Département du droit international et 
des politiques humanitaires 



488 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
FEDERATION INTERNATIONALE DES 
SOCIETES DE LA CROIX-ROUGE ET 
DU CROISSANT-ROUGE – 
INTERNATIONAL FEDERATION OF 
RED CROSS AND RED CRESCENT 
SOCIETIES 

Mr E.A. Sy 
Secretary-General 

Dr G. Conille 
Under Secretary-General, Programmes and 
Operations 

Dr N. Todorovska 
Secretary-General, Bulgaria Red Cross 

Dr J. Hall 
Director, Health 

Mr U. Jaspers 
Team Leader, WASH 

Mr J. Peat 
Team Leader, Health in Complex Settings 

Mrs A. McClelland 
Senior Officer 

Mr P. Saaristo 
Senior Officer 

Mr L. Soulie 
Senior Assistant 

Mr W. Carter 
Senior Officer 

Dr A. Bhardwaj 
Senior Officer 

Ms M. Caruso 
Officer 

Dr L. Goguadze 
Senior Officer 

Mr D. Ruiz 
Adviser 

Dr F. Mahoney 
Senior Officer 

Mrs A. Dietterich 
Senior Officer 

Mrs J. Muller 
Senior Officer 

Mr M. Johnson 
Intern 

Mrs R. Ivanek 
Senior Assistant 

Ms D. Branse 
Intern 

Mrs O. Bergseth 
Senior Officer 

Mrs M. Shaerer 
Senior Assistant 

Mr A. Maude 
Volunteer 

Mrs S. Eggers 
Project Manager 

Mr R. Fraser 
Senior Officer 

Dr A. Alomari 
Senior Health Adviser 

Mrs I. Keizer 
Policy and Grant Manager 

Mr S. Mule 
Adviser 

Mrs L. Tynnemark 
Project Manager 

Mrs B. Billqvist 
Volunteer 

UNION INTERPARLAMENTAIRE – 
INTERPARLIAMENTARY UNION 

Mr M. Chungong 
Secretary-General 



 LIST OF PARTICIPANTS 489 
 
 
 
 
Ms A. Blagojevic 
Programme Officer, International 
Development 

Mr D.G. Iaia 
Project Officer, Maternal, Newborn and Child 
Health 

Dr M. Millat 
Member of the Bangladesh Parliament 

Ms N. Motsamai 
Speaker of the National Assembly of Lesotho 

Ms P. Locatelli 
Member of the Italian Chamber of Deputies 

Dr A. Babloyan 
Member of Parliament, Armenia 

TAIPEI CHINOIS – CHINESE TAIPEI 

Dr Tzou-Yien Lin 
Minister, Ministry of Health and Welfare 

Dr Min-Huei Hsu 
Counsellor, Ministry of Health and Welfare 

Dr Hsu-Sung Kuo 
Director-General, Centers for Disease Control, 
Ministry of Health and Welfare 

Dr Shu-Ti Chiou 
Director-General, Health Promotion 
Administration, Ministry of Health and 
Welfare 

Dr Yung-Tung Wu 
Adviser 

Dr Tsung-Hsi Wang 
Director-General, Department of Medical 
Affairs, Ministry of Health and Welfare 

Dr Yi-Tsau Huang 
Director-General, Department of Chinese 
Medicine and Pharmacy, Ministry of Health 
and Welfare 

Dr Lih-Jong Shen 
Director-General, Department of Mental and 
Oral Health, Ministry of Health and Welfare 

Dr Li-Hui Yu 
Director-General, Department of Nursing and 
Health Care, Ministry of Health and Welfare 

Mr Mao-Ting Sheen 
Chief Secretary, National Health Insurance 
Administration, Ministry of Health and 
Welfare 

Ms Chao-Yi Wang 
Director, Division of Medicinal Products, Food 
and Drug Administration, Ministry of Health 
and Welfare 

Ms Yu-Hsuan Lin 
Deputy Director, Division of Surveillance and 
Research, Health Promotion Administration, 
Ministry of Health and Welfare 

Dr Ching-Yi Shih 
Senior Specialist, Division of Maternal and 
Child Health, Health Promotion 
Administration, Ministry of Health and 
Welfare 

Dr Yung-Ching Lin 
Medical Officer, Centers for Disease Control, 
Ministry of Health and Welfare 

Dr Chin-Shui Shih 
Consultant, Office of International 
Cooperation, Ministry of Health and Welfare 

Dr Hui-Wen Cheng 
Consultant, Office of International 
Cooperation, Ministry of Health and Welfare 

Ms Li-Ying Lai 
Senior Executive Officer, Office of 
International Cooperation, Ministry of Health 
and Welfare 

Ms Ya-Ting Chen 
Executive Officer, Office of International 
Cooperation, Ministry of Health and Welfare 

Ms Wen-Chu Yen 
Researcher, Office of International 
Cooperation, Ministry of Health and Welfare 



490 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms Szu-Pei Wu 
Officer, Office of International Cooperation, 
Ministry of Health and Welfare 

Ms Pei-Yu Chuang 
Associate Researcher, Office of International 
Cooperation, Ministry of Health and Welfare 

Mr Chih-Chen Yi 
Adviser 

Ms Shu-Jung Chen 
Specialist 

Ms Min-Huei Tzeng 
Specialist 

LE FONDS MONDIAL DE LUTTE 
CONTRE LE SIDA, LA TUBERCULOSE 
ET LE PALUDISME – THE GLOBAL 
FUND TO FIGHT AIDS, TUBERCULOSIS 
AND MALARIA 

Dr M. Dybul 
Executive Director 

Dr M. Edington 
Head, Grant Management Division 

Dr M. Wijnroks 
Chief of Staff 

Dr C. Benn 
Director, External Relations Division 

Dr C. Presern 
Head, Office of Board Affairs 

OBSERVATEURS INVITÉS 
CONFORMÉMENT À LA RÉSOLUTION 
WHA27.37 – OBSERVERS INVITED IN 
ACCORDANCE WITH RESOLUTION 
WHA27.37 

PALESTINE – PALESTINE 

Dr J. Awwad 
Minister of Health 

Dr I Khraishi 
Ambassador, Permanent Observer, Geneva 

Dr A. Ramlawi 
Minister, Ministry of Health 

Mrs N. Tarbush 
First Secretary, Permanent Delegation, Geneva 

Mrs D. Asfour 
First Secretary, Permanent Delegation, Geneva 

Mr R. Aouadja 
First Secretary, Permanent Delegation, Geneva 

REPRÉSENTANTS DE 
L’ORGANISATION DES NATIONS 
UNIES ET DES INSTITUTIONS 
APPARENTÉES – REPRESENTATIVES 
OF THE UNITED NATIONS AND 
RELATED ORGANIZATIONS 

ORGANISATION DES NATIONS UNIES – 
UNITED NATIONS 

Ms V. Brunne 
Political Affairs Officer 

Ms N.T. Kuo 
Senior Manager, Every Woman Every Child 
Team, Executive Office of the Secretary-
General 

Ms P. Hwang 
Senior Officer, Office of the Special Adviser 
on the 2030 Agenda for Sustainable 
Development and Climate Change, Executive 
Office of the Secretary-General 

Dr C. Wannous 
Senior Adviser, United Nations Office for 
Disaster Risk Reduction 

Dr C. Barroso 
Member of the Every Woman Every Child 
Team, EOSG 

Mr P. Lehohla 
Member of the Every Woman Every Child 
Team, EOSG 

Dr E. Mason 
Member of the Every Woman Every Child 
Team, EOSG 



 LIST OF PARTICIPANTS 491 
 
 
 
 
Professor V.K. Paul 
Member of the Every Woman Every Child 
Team, EOSG 

Dr G. Pkhakadze 
Member of the Every Woman Every Child 
Team, EOSG 

Mr D. Wickremarathne 
Member of the Every Woman Every Child 
Team, EOSG 

Ms A. Ely Yamin 
Member of the Every Woman Every Child 
Team, EOSG 

Ms W.O. Lichuma 
Member of the Every Woman Every Child 
Team, EOSG 

FONDS DES NATIONS UNIES POUR 
L’ENFANCE – UNITED NATIONS 
CHILDREN’S FUND 

Ms G. Rao Gupta 
Deputy Executive Director 

Dr S. Swartling Peterson 
Associate Director, Chief of Health Section 

Ms L. Pearson 
Associate Director, Health Section 

Ms F. Begin 
Senior Adviser, Nutrition Section 

Ms M. Viviani 
Director, Geneva Liaison Office, Public 
Partnerships Division 

PROGRAMME DES NATIONS UNIES 
POUR LE DEVELOPPEMENT – UNITED 
NATIONS DEVELOPMENT 
PROGRAMME 

Ms M.L. Silva 
Director, Geneva Office 

Mr D. Webb 
Team Leader, Health and Innovative 
Financing, HIV, Health and Development, 
Bureau for Policy and Programme Support 

Mr D. Tarlton 
Programme Specialist, Global Fund, Health 
Implementation Support Team 

Mr S. Hegde 
Intern, Global Fund, Health Implementation 
Support Team 

Mr H. Björkman 
Manager, Health Implementation Support and 
Global Fund Partnership 

PROGRAMME DES NATIONS UNIES 
POUR L’ENVIRONNEMENT – UNITED 
NATIONS ENVIRONMENT 
PROGRAMME 

Mr W. Asnake Kibret 
Programme Management Officer 

Ms D. Narvaez 
Programme Officer, Chemicals Branch 

Ms B. Koekkoek 
Programme Officer, Chemicals Branch 

Ms K. Ohno 
Programme Officer, Secretariat of the Basel 
Convention 

Mr M. Yarto 
Programme Officer, Secretariat of the Basel 
Convention 

Ms M. Lim 
Programme Officer, Secretariat of the Basel 
Convention 

Mr A. Mangwiro 
Programme Officer, Secretariat of the Basel 
Convention 

Mr G. Manuweera 
Programme Officer, Secretariat of the 
Rotterdam Convention 

Ms M. Beau 
Programme Officer, Secretariat of the 
Stockholm Convention 



492 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
FONDS DES NATIONS UNIES POUR LA 
POPULATION – UNITED NATIONS 
POPULATION FUND 

Dr B. Osotimehin 
Executive Director 

Dr L. Laski 
Chief, Sexual and Reproductive Branch 

Ms A. Armitage 
Director, Geneva Office 

Ms P. Ten Hoope-Bender 
Senior Maternal Health Adviser, Geneva 

Mr A. Barragues 
Deputy Director, Geneva Office 

Ms S. Wong 
Technical Specialist 

PROGRAMME ALIMENTAIRE 
MONDIAL – WORLD FOOD 
PROGRAMME 

Ms G. Jerger 
Director, Geneva Office 

Mr B. Lander 
Deputy Director, Geneva Office 

Mr A. Craig 
Senior Preparedness Adviser 

Mr I. Ivanov 
Special Assistant to the Director 

Mr B. Syme 
Consultant, Nutrition and HIV/AIDS 

Dr F. Terki 
Senior Nutrition Policy Programme Officer 

OFFICE DE SECOURS ET DE TRAVAUX 
DES NATIONS UNIES POUR LES 
REFUGIES DE PALESTINE DANS LE 
PROCHE-ORIENT – UNITED NATIONS 
RELIEF AND WORKS AGENCY FOR 
PALESTINE REFUGEES IN THE NEAR 
EAST 

Dr A. Seita 
Director, Health 

Dr U. Khammash 
Chief, Field Health Programme, West Bank 

Dr T. Sabbagh 
Chief, Field Health Programme, Jordan 

ONUSIDA – UNAIDS 

Mr M. Sidibé 
Executive Director 

Ms J. Beagle 
Deputy Executive Director, Management and 
External Relations 

Mr L. Loures 
Deputy Executive Director, Programme 

Mr M. Ussing 
Chief, Governance and Multilateral Affairs 

Ms D. Mapondera 
External Relations Officer, Resource 
Mobilization 

Ms C. Bilger 
Senior Adviser, Resource Mobilization 

Ms J. Polsky 
Senior Adviser, Resource Mobilization 

Mr A.K. Ben Wahab 
External Relations Officer, Resource 
Mobilization 

Ms R. Murama 
External Relations Officer, Resource 
Mobilization 

Mr F. Simaga 
Senior Programme Adviser, Executive Office 



 LIST OF PARTICIPANTS 493 
 
 
 
 
Mr K. Buse 
Chief, Political Affairs and Strategy 

Ms L. Bosio 
Policy and Strategy Officer 

Mr R. Mayorga 
Senior Governance Adviser, Governance 

Ms O. Lyan 
Governance Adviser, Governance and 
Multilateral Affairs 

Ms S. Kranawetter 
Senior Legal Adviser, Governance and 
Multilateral Affairs 

Ms B. Magne Watts 
Executive Officer, Office of Deputy Executive 
Director 

Ms M. Bavicchi 
Chief, Resource Mobilization 

Mr M. Mahalingam 
Director, Office of the Deputy Executive 
Director, Programme 

Ms A. Verwohlt 
Programme Officer, Governance and 
Multilateral Affairs 

Ms D. Portocarrero 
Administrative Assistant, Political and Public 
Affairs 

Ms E. Fowlds 
Executive Officer, Executive Office 

Mr T. Martineau 
Chief of Staff, Executive Office 

Mr P. Brenny 
Deputy Chief of Staff, Executive Office 

Ms A. Sahle Mohammed 
Administrative Assistant, Executive Office 

Ms C. Ahumada 
Executive Officer, Office of Deputy Executive 
Director 

Ms A.C. Guichard 
Programme Officer, Office of Deputy 
Executive Director 

Mr P. Kakkatil 
Senior Adviser, Executive Office 

Ms M.C. Julsaint 
Technical Officer, Gender Equality 

Ms H. Wagan 
Senior Adviser, Gender Equality 

Ms K. Kiragu 
Senior Adviser, Science for Action 

Ms A. Iovita 
Adviser, Human Rights and Law, Human 
Rights Division 

Ms L. Cabal 
Chief, Human Rights Division 

Ms A. Hou 
Director, Communications and Global 
Advocacy 

Ms D. von Zinkernagel 
Director, Global Fund and Global Plan 
Division 

Mr A. Reid 
Deputy Director, Communications and Global 
Advocacy 

Ms S. Barton-Knott 
Communication Manager, Communications 
and Global Advocacy 

Ms A. Brutsch 
Social Media Officer, Communications and 
Global Advocacy 

Ms M. Simao 
Director, Rights, Gender, Prevention and 
Community Mobilization 

Ms M. Harper 
Chief, Gender Division 

Mr C. Mallouris 
Adviser, Community Mobilization 



494 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms V. Mongonou 
Programme Officer, EXO Front Office 

Ms C. Pianfetti 
Executive Officer, EXO Office 

Ms B. Barbier 
Assistant, EXO Office 

Mr D. Barash 
Consultant 

Ms D. Frymus 
Consultant 

Mr G. Cohen 
Consultant 

Mr L. Deng 
Consultant 

Ms M. Cainer 
Consultant 

Mr P. Singer 
Consultant 

Ms M. Brostrom 
Technical Adviser, Office of Special Initiatives 

Ms A. Namiba 
Consultant 

Mr R. Levchenko 
Assistant, Communication 

Ms C. Sector 
Multimedia Manager, Communications and 
Global Advocacy 

Ms A. Purdie 
Intern, Political Affairs and Strategy 

Mr G. Shaw 
Senior Adviser, Planning, Finance and 
Accountability 

Mr G. Farhat 
Senior Adviser, Planning, Finance and 
Accountability 

Ms L. Todorovic 
Senior Budget and Resource Management 
Adviser 

Ms M. Harper 
Chief, Gender Division 

Ms H. Wagan 
Senior Adviser, Gender Division 

Ms A. Andriamialison 
Technical Officer, Gender Division 

Ms K. Govender 
Programme Officer, Gender Division 

Mr S. Imbers 
On-line Communication Manager 

Mr O. Gonzalez Romero 
Finance and Administration 

Ms M. Bazán 
Consultant 

Ms R. Mwaturura 
Intern, Gender Division 

Ms S. Simon 
Intern, Gender Division 

Ms A. David 
Senior Planning and Monitoring Adviser, 
Planning Finance and Accountability 

Mr G. Smiley 
Communications Manager 

Mr J.E. Malkin 
Consultant 

Mr J. Romero Vasquez 
GMA Intern 

Ms V. Bendaud 
Technical Officer, Strategic Information and 
Monitoring Division 

Ms D. Akinsete 
Consultant 



 LIST OF PARTICIPANTS 495 
 
 
 
 
Ms L. Kidane 
Consultant 

Ms L. Okoye 
Consultant 

Ms M. Iribarne 
Consultant 

Ms S. Lee Seung Eun 
Consultant 

Mr F. Sicre 
Consultant 

Mr J. Parad 
Consultant 

Ms J. Manrique 
Consultant 

Ms S. Lounnas Belacel 
Senior Governance Adviser 

Mr D. Stelzle 
Intern 

Mr M. Hollingdale 
Communications Manager (Country Focus) 

Ms C. Zampas 
Consultant 

Ms E. Kismodi 
Consultant 

Ms M. Middlehoff 
Senior Adviser, Gender, Prevention and 
Community Mobilization 

Mr C. Nunez 
Director, AI/RSP Regional Support Team, 
Latin America 

Mr C. Passerelli 
Country Programme Gap Analysis and 
Accountability 

Mr J. Rehnstrom 
Director, Planning, Finance and Accountability 

Ms R. Gadde 
Consultant 

Ms A.Y. Akinnawo 
Consultant 

Mr R. Burzynski 
Senior Adviser, Rights, Gender, Prevention 
and Community Mobilization 

Ms C. Montagnoli 
Consultant 

Ms M. Lemons 
Intern 

Mr R. Juilliart 
Consultant 

Ms J.R. Nilambur Kovilakam 
Strategic Intervention Adviser 

Mr Q. Etienne 
Intern 

Ms S. D’Angelo 
Intern 

Ms M. Thurn 
Intern 

Ms M. Philips 
Consultant 

AGENCE INTERNATIONALE DE 
L’ENERGIE ATOMIQUE – 
INTERNATIONAL ATOMIC ENERGY 
AGENCY 

Ms N. Enwerem-Bromson 
Director, Division of Programme of Action for 
Cancer Therapy 

Ms M. Abdel-Wahab 
Director, Division of Human Health, 
Department of Nuclear Services and 
Applications 

Mr I. Veljkovik 
Programme Officer, Health Systems 
Strenghthening, Implementation Partnerships 
Group, Division of Programme of Action for 
Cancer Therapy 



496 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
OFFICE DES NATIONS UNIES CONTRE 
LA DROGUE ET LE CRIME – UNITED 
NATIONS OFFICE ON DRUGS AND 
CRIME 

Mr J.L. Lemahieu 
Director, Division for Policy Analysis and 
Public Affairs 

Mr A. Lale-Demoz 
Director, Division for Operations. Deputy 
Executive Director 

Mr J. Tettey 
Chief, Laboratory and Scientific Section 

ORGANISATION MONDIALE DU 
COMMERCE – WORLD TRADE 
ORGANIZATION 

M. A. Taubman 
Directeur, Division de la propriété 
intellectuelle, des marchés publics et de la 
concurrence 

Mme J. Watal 
Conseillère, Division de la propriété 
intellectuelle, des marchés publics et de la 
concurrence 

M. R. Kampf 
Conseiller, Division de la propriété 
intellectuelle, des marchés publics et de la 
concurrence 

M. D. McDaniels 
Economiste, Division du commerce et de 
l’environnement 

AGENCES SPÉCIALISÉES – 
SPECIALIZED AGENCIES 

ORGANISATION INTERNATIONALE 
DU TRAVAIL – INTERNATIONAL 
LABOUR ORGANIZATION 

Ms X. Scheil-Adlung 
Senior Health Policy Coordinator, Social 
Protection Department 

Ms C. Wiskow 
Specialist, Health Services Sector, Sectoral 
Policies Department 

Dr S. Niu 
Senior Specialist, Occupational Health, Labour 
Administration, Labour Inspection and 
Occupational Safety and Health Branch 

Mr F. Santos-O’Connor 
Specialist, Occupational Safety and Health, 
Labour Inspection and Occupational Safety 
and Health Branch 

ORGANISATION DES NATIONS UNIES 
POUR L’ALIMENTATION ET 
L’AGRICULTURE – FOOD AND 
AGRICULTURE ORGANIZATION OF 
THE UNITED NATIONS 

Ms S. Aviles 
Officer-in-Charge, Geneva Office 

Mr S. Sofia 
Partnerships and Communication, Geneva 
Office 

Ms S. Oenema 
Coordinator, UNSCN 

BANQUE MONDIALE – WORLD BANK 

Dr T. Evans 
Senior Director, Health, Nutrition and 
Population 

Dr O. Adeyi 
Director, Health, Nutrition and Population 

Mr T. Palu 
Practice Manager 

Mr M. Chawla 
Adviser 

Ms P. Basu 
Manager 

Dr M. Vledder 
Programme Manager, GFF 



 LIST OF PARTICIPANTS 497 
 
 
 
 
Ms H.H. Pyne 
Senior Human Development Specialist 

Ms M. Shekar 
Lead Health Specialist 

Ms D. Stewart 
Global Engagement, GFF 

Dr T. Bouley 
Environmental Specialist 

Mr P. Marquez 
Lead Health Specialist 

Ms R. Schmunis 
Operations Officer 

Mr M. Dapaah 
Senior Financial Management Specialist 

Mr M.K. Ranson 
Consultant 

Mr D. Evans 
Consultant 

Ms A. Palan 
Senior Communications Officer 

Ms M. Mayhew 
Communications Officer 

Mr P. Osewe 
Lead Health Specialist 

Dr C. Kurowski 
Lead Health Specialist 

Ms C. Paladines 
Young Professional 

Dr M. Walker 
Senior Adviser 

UNION INTERNATIONALE DES 
TELECOMMUNICATIONS – 
INTERNATIONAL 
TELECOMMUNICATION UNION 

Ms S. Poll 
Head, Project Support Division 

Mr S. Sunardi 
Head, Multilateral Affairs, Ministry of 
Communication and Information Technology 

Mr M. Muller 
CTO, ARM 

Mr D. Vergine 
Head of Sustainability, ARM 

Mr A. Lane 
Director of Sustainability Programs, Huawei 
Technologies Ltd 

Dr H. Imanaka 
Senior Manager, Nippon Telegraph and 
Telephone Corporation (NTT) 

Ms J. Esposito 
General Manager, Health and Life Sciences, 
Intel Corporation 

Ms V. Noto 
Nokia Application and Analytics Partners, 
Nokia 

Mrs T. Peetso 
Policy Officer, European Commission, DG 
Communications Networks, Content and 
Technology 

Mr Kai-Lik Foh 
Senior Marketing Engagement Manager, 
GSMA 

Mr A. Sinclair 
Chief Technology Officer, GSMA 

Ms J. Vos 
Executive Director, GSMA 

Mr W. Ash 
Strategic Technology Programme Director, 
Institute of Electrical and Electronics 
Engineers Inc. (IEEE) 

Dr C. Pimmer 
Senior Researcher, University of Applied 
Sciences and Arts Northwestern Switzerland, 
FHNW School of Business Institute 



498 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Professor M. Kawamori 
Project Professor, Keio University 

Professor K. Wac 
Associate Professor of Computer Science, 
University of Geneva 

Dr F. Adshead 
Chief Wellbeing and Public Health Officer, 
Bupa 

Mr T. Cosmora 
CEO, SocialEco Ltd 

Professor V. Dissanayake 
Working Council Member, Asia Ehealth 
Information Network (AEHIN) 

Mr H. El-Noush 
Senior Adviser, Norad 

Ms L. Glassco 
Independent Consultant 

Mr H. Green 
Partnership and Stakeholder Lead, Bupa 

Mr A. Martin 
Global Partnerships Lead Mhealth, Bupa 

Mr K. Miyataka 
Executive Director, Sunstar Suisse SA 

Ms A. Philippot 
Senior Director of Business Innovation, 
Dimagi 

Dr G. Sayave 
Chairman, Nazounki 

Mr M. Kaplan 
CEO, Tone 

Mr T. Maeta 
President and CEO, MTI Ltd. 

Ms K. Wilson 
CEO, Digital Impact Alliance 

Mr M. Akita 
Deputy Director, Healthcare Division, MTI 
Ltd. 

Dr L. Allen 
Director, Center for Global Equality 

Professor L. Androuchko 
Ehealth Consultant, Sustainability 
Management School 

Ms J. Beagley 
Policy Research Officer, NCD Alliance 

Mr H.T. Blindheim 
Senior Advisor, Norwegian Directorate of 
eHealth 

Mr Y. Date 
Project Associate Professor, Kanagawa 
Prefectural Government 

Ms F. Gaudry-Perkins 
Founder, MobiHealth 

Professor A. Geissbuhler 
Department Chair, Geneva University 
Hospitals 

Mr S. Genichiro 
Project Leader, Kanagawa Prefectural 
Government 

Mrs M. Germe 
Medical Director, Sanofi 

Mr T. Gornik 
CEO, Marand 

Mr M. Kirwan 
Technical Director, Personal Connected Health 
Alliance (Continua) 

Mr M. Koncar 
Business Development Director, Marand 

Professor Y. Kwankam S. 
Executive Director, International Society for 
Telemedecine and eHealth (ISfTeH) 

Ms T. Lagarde 
Partnerships Specialist, NCD Alliance 

Mr B. Lautrup-Nielsen 
Senior Programme Manager, World Diabetes 
Foundation 



 LIST OF PARTICIPANTS 499 
 
 
 
 
Dr D. Manset 
CEO & Blockchain Entrepreneur, Gnubila 

Mr H. Matsumoto 
Assistant Chief, Kanagawa Prefectural 
Government 

Mr J.-C. Mestres 
Executive IT Architect, IBM 

Dr K. Mieusset 
Programme Manager, International Society for 
Telemedecine and eHealth (ISfTeH) 

Ms R. Morino 
Associate, EverGene Ltd 

Professor G. Ruoyan 
Chief, Division of Policy Evaluation, National 
Center for Child Health and Development 

Mr T. Ryan 
Partnerships Project Manager, Be He@lthy Be 
Mobile 

Mr R. Salim 
Director, Amader Gram Cancer Care & 
Research Center 

Mr D. Settle 
Director, Digital Health Solutions, Path 

Mr A. Tag Eldeen Yousif 
Project Manager, National Information Center 

Mr B. Sanou 
Director, Telecommunication Development 
Bureau, ITU 

Mr E. Alhaddad 
Regional Director, Arab Regional Office, ITU 

Mr I. Bozsoki 
Head, Spectrum & Broadcasting Division, ITU 

Mr O. Kaiykov 
Head, ITU Area Office for CIS 

Ms M. Albertini 
Communication and Promotion Officer, ITU 

Mr L. Dandurand 
Head of ICT Applications and Cybersecurity 
Division, ITU 

Mr K. Huseinovic 
Chief, Department of Infrastructure, Enabling 
Environment and EApplications, BDT, ITU 

Dr Kim Eun-Ju 
Chief, Innovation and Partnership Department, 
ITU 

Mr I. Koroivuki 
Regional Director, ITU Regional Office for 
Asia and the Pacific 

Mr P. Maigua 
Promotion and Communication Service, ITU 

Mr T. Masumitsu 
ICT Applications and Cybersecurity Division, 
ITU 

Mr Y. Torigoe 
Deputy Director, Administration & Operations 
Coordination 

Department, ITU 
Mr S. De Campos Neto, ITU 

Mr H. Eskandar 
ICT Applications and Cybersecurity Division, 
ITU 

Ms Y. Khasyanova 
Administrative Assistant, Project Support 
Division, ITU 

Ms S. Meagher 
ICT Applications and Cybersecurity Division, 
ITU 

Mr P. Conneally 
ITU 

Mr J. Ponder 
Head, Coordinator Europe, ITU 

Mr B. Ramos 
Regional Director, Regional Office for 
Americas, ITU 



500 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr A. Rugege 
Regional Director, Regional Office for Africa, 
ITU 

Mr C. Zavazava 
Chief, Project Support and Knowledge 
Management Division, ITU 

Mr P. Timboni 
Head, Safety and Security Operations, ITU 

Mr M. Jacobson-Gonzalez 
ITU 

Professor P. Mechael 
Principal, Health enabled and Evp, Personal 
Connected Health Alliance 

Mr H. Oka 
Associate Programme Manager, International 
Multilateral Partnership Against Cyber Threats 
(IMPACT) 

Mr R. Bhardwaj 
Director, Partnerships Nokia, Nokia 

Dr A. Dejgaard 
Managing Director 

Mr P. Gaye 
President and CEO, IntraHealth International 

Mrs C. Medd 
Market Development Director 

Mr S. Zhang 
Manager, Kanagawa Prefectural Government 

Dr H. Kashioka 
Research Executive Director, National Institute 
of Information and Communications 
Technology (NICT) 

Mr O.S. Oyedepo 
Project Director, ICT4Health Project (HSDF) 

Ms D. Rogers 
General Manager, Praekelt Foundation 

Ms E. Moorhead 
Assistant Programme Manager, GSMA 

Mr Daidi Zhong 
Professor, Chongqing University 

Mr M. Reveyrand-de Menthon 
Conseiller du Président en charge des relations 
internationales, Orange 

Mr R. Chestnov 
International Telecommunications Union 

Mr P. Woods 
Photographer 

Mrs C. Muranaka 
Interpreter, Kanagawa Prefecture, Japan 

Dr Y. Yamakawa 
Programme Manager, International 
Multilateral Partnership Against Cyber Threats 
(IMPACT) 

Dr A. Aerts 
Head, Novartis Foundation 

Ms A. Drone 
Director, Partnership Development, Personal 
Connected Health Alliance 

Dr L. Kleinebreil 
Vice-President, Université Numérique 
Francophone Mondiale 

Dr C. Levy 
Sanofi Diabetes, Sanofi 

Ms L.-A. Long 
Global Director, mPowering Frontline Health 
Workers 

Mr K. Parameswaran 
Strategy and Operations, Novartis Foundation 

Dr K. Tulenko 
Vice-President, Health Systems Innovation, 
IntraHealth International 

Mr E. Kofmel 
President, Autistic Minority International 

Mr M. Castro Grande 
International Telecommunications Union 



 LIST OF PARTICIPANTS 501 
 
 
 
 
Miss B. Palmer 
Unicef Innovation 

Ms N. Elébé 
Senior Project Manager, Access to Health 
(A2H) Group Communication, Merck 

Ms K. Dain 
Executive Director, NCD Alliance 

H.E. Mr Yaya Abdoul Kane 
Minister of Posts and Telecommunications, 
Senegal 

Mr R. Parker 
Group Director, Emerging Technology, 
Canada Health Infoway 

Dr P. Ferguson 
Director Healthcare Technologies, ARM 

Mr M. Benaissa 
Photographer 

Ms Patricia Benoit-Guyot 
ITU 

Ms Marianne Lathuille 
ITU 

ORGANISATION MONDIALE DE LA 
PROPRIETE INTELLECTUELLE – 
WORLD INTELLECTUAL PROPERTY 
ORGANIZATION 

Ms D. Hamou 
Director, External Relations Division 

Mr A. Krattiger 
Director, Global Challenges Division 

Mr T. Bombelles 
Head, Global Health, Global Challenges 
Division 

Mr H.G. Bartels 
Senior Programme Officer, Global Challenges 
Division 

Ms M.S. Iglesias-Vega 
Senior Programme Officer, External Relations 
Division 

REPRÉSENTANTS D’AUTRES 
ORGANISATIONS 
INTERGOUVERNEMENTALES –
REPRESENTATIVES OF OTHER 
INTERGOVERNMENTAL 
ORGANIZATIONS 

LIGUE DES ETATS ARABES – LEAGUE 
OF ARAB STATES 

Mr S. Aboulenein 
Ambassadeur, Observateur permanent, Genève 

Dr B.E. Allali 
Secrétaire général adjoint aux affaires sociales 

M. S. El Hadi 
Directeur de la santé et responsable du 
secrétariat du conseil des Ministres arabes de 
la santé 

M. H. El Rouby 
Membre de la direction de la santé 

M. Y. Tilliouant 
Premier Secrétaire, Délégation permanente, 
Genève 

Mr H. Chfir 
Premier Secrétaire, Délégation permanente, 
Genève 

M. A. Belhout 
Deuxième Secrétaire, Délégation permanente, 
Genève 

UNION AFRICAINE – AFRICAN UNION 

Dr N. Dlamini Zuma 
Chairperson, African Union Commission 

Dr M.S. Kaloko 
Commissioner for Social Affairs 

Mr J.M. Ehouzou 
Ambassador, Permanent Observer, Geneva 

Dr O. Maiyegun 
Director, Social Affairs 

Mr T.E. Juana 
Special Assistant to the Commissioner 



502 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr M.G.H. Ndayisaba 
Head of Division, African Union Commission 

Ms L. Tilahun 
Senior Policy Officer 

Mr S. Mbokazi 
Senior Policy Officer 

Mr K. Dadji 
Health Officer 

Mr T. Chisango 
Aids Watch Africa 

Dr R. Ndieka 
M&E Expert 

Dr S. Shawa 
Policy Officer 

Ms B. Naidoo 
Social Affairs Officer 

Mr V.L. Mthintso 
Communications Adviser 

Ms T. Mhlongo 
Special Adviser 

Mr M.R. Zulu 

Mr J.K. Makoti 

Mr B. Shifta 

Dr A.K. Mushi 
Malaria Focal Point, African Union 
Commission 

SECRETARIAT DU COMMONWEALTH – 
COMMONWEALTH SECRETARIAT 

Dr P. Scotland 
Secretary-General 

Dr J. Nurse 
Head, Health and Education 

UNION EUROPEENNE – EUROPEAN 
UNION 

Mr P. Sørensen 
Ambassador, Permanent Delegation, Geneva 

Mr D. Porter 
Deputy Head, Permanent Delegation, Geneva 

Dr I. De La Mata 
Principal Adviser, DG Santé, European 
Commission, Brussels 

Mr E. Marteil 
First Counsellor, Permanent Delegation, 
Geneva 

Mr P. Lagergren 
First Counsellor, Permanent Delegation, 
Geneva 

Ms L. Matthiessen 
Head of Unit, Fighting Infectious Diseases and 
Advancing Public Health, DG Research and 
Innovation, European Commission, Brussels 

Ms A.E. Ampelas 
Head of Unit, Health in all Policies, Global 
Health, Tobacco Control, DG Santé, European 
Commission, Brussels 

Mr K. Van Dyck 
Head of Unit, Bilateral International Relations, 
DG Santé, European Commission, Brussels 

Dr C. Nolan 
Senior Coordinator, Global Health, DG Santé, 
European Commission, Brussels 

Mr S. Amarasinha 
Counsellor, Permanent Mission of the 
European Union to WTO 

Ms M. Matthews 
First Secretary, Permanent Delegation, Geneva 

Ms J. Nason 
First Secretary, Permanent Delegation, Geneva 

Ms L. Samcova 
First Secretary, Permanent Delegation, Geneva 



 LIST OF PARTICIPANTS 503 
 
 
 
 
Mr K. Mccarthy 
Policy Officer, Education, Health, Research, 
Culture, DG DEVCO, European Commission, 
Brussels 

Ms T. Peetso 
Programme Officer, EU Policies, Health and 
Well-being, DG CNECT, European 
Commission, Brussels 

Mr G. Van De Goor 
Policy Officer, International Cooperation, 
Fighting Infectious Diseases and Advancing 
Public Health, DG Research and Innovation, 
European Commission, Brussels 

Mr J.B. Le Bras 
Policy Officer, Strategy and International 
Issues, DG Santé, European Commission, 
Brussels 

Mr J. Bellion-Jourdan 
Attaché, Permanent Delegation, Geneva 

Ms K. Mitt 
Attaché, Permanent Delegation, Geneva 

Ms L. Vincent 
Assistant, Permanent Delegation, Geneva 

Ms E. Schulte 
Health in all Policies, Global Health, Tobacco 
Control, DG Santé, European Commission, 
Brussels 

Mr H. Dürr 
Intern, Permanent Delegation, Geneva 

Ms Y. Vingas 
Intern, Permanent Delegation, Geneva 

ORGANISATION INTERNATIONALE 
POUR LES MIGRATIONS – 
INTERNATIONAL ORGANIZATION 
FOR MIGRATION 

Dr D. Mosca 
Director, Migration Health Division 

Ms J. Weekers 
Senior Migration Health Adviser 

Dr O. Gorbacheva 
Coordinator, Global Health Assessment 
Programme 

Ms P. Dhavan 
Migration Health Promotion Officer 

Ms T. Zakaria 
Migration Health Emergency Operations 
Officer 

Mr K. Wickramage 
Migration Health Officer 

Ms Hwee Min Loh 
Migration Health 

Ms R. Burns 
Migration Health 

Ms W. Raney 
Intern, Migration Health 

Mr J. Iodice 
HAP Migration Health Officer 

Ms E. Baragan 
Migration Health Officer 

Mr M. Speir 
Migration Health 

Ms J. Bauer 
Administration and Communication 

Ms C. Constance 
Intern, MHR 

Mr E. Ventura 
Regional Coordinator, Migration Health South 
Africa 

ORGANISATION INTERNATIONALE 
DE LA FRANCOPHONIE – 
ORGANISATION INTERNATIONALE 
DE LA FRANCOPHONIE 

M. R. Bouabid 
Ambassador, Permanent Observer, Geneva 

M. A. Barbry 
Counsellor, Permanent Delegation, Geneva 



504 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
ORGANISATION DE LA 
COOPERATION ISLAMIQUE – 
ORGANISATION OF ISLAMIC 
COOPERATION 

Mrs A. Kane 
Ambassador, Acting Permanent Observer, 
Geneva 

Ms Y. Eren 
First Secretary, Permanent Delegation, Geneva 

SOUTH CENTRE – SOUTH CENTRE 

Mr M.K.P. Khor 
Executive Director 

Mr G. Velasquez 
Special Adviser, Health and Development 

Mrs V. Munoz 
Programme Coordinator 

Mr N. Syam 
Programme Officer 

Mr A.J. Timossi 
Senior Programme Officer 

Mr F. Rossi 
Consultant 

Ms M.Y. Alas Portillo 
Consultant 

REPRÉSENTANTS D’ ORGANISATIONS 
NON GOUVERNEMENTALES EN 
RELATIONS OFFICIELLES AVEC 
L’OMS – REPRESENTATIVES OF 
NONGOVERNMENTAL 
ORGANIZATIONS IN OFFICIAL 
RELATIONS WITH WHO 

Action Contre la Faim International – 
Action Contre la Faim International 

Ms C. Antoine 
Health Adviser, Action against Hunger 

Dr S. Breysse 
Director, Expertise and Advocacy Department, 
Action against Hunger 

Ms A. du Châtelet 
Adviser, Nutrition and Health Advocacy, 
Action against Hunger 

Ms M. Garcia 
Project Officer, Nutrition Advocacy, Action 
against Hunger 

Mr F. Guegma 
Advocacy Officer, Action against Hunger 

Mr B. Hobbs 
Manager, Generation Nutrition Campaign, 
Action against Hunger 

Ms A.D. Israel-de Monval 
Senior Health Adviser, Action against Hunger 

Ms P. Pruvost 
Advocacy Officer, Global Health Advocates 

Mr B. Rivalan 
Head, French Office, Global Health Advocates 

Ms E. Rodriguez 
Head, Nutrition Advocacy, Action against 
Hunger 

Alliance internationale des Femmes –
International Alliance of Women 

Ms G. Haupter 
Member 

Ms S. Uplekar 
Member 

Alliance internationale des Organisations de 
Patients – International Alliance of Patients’ 
Organizations 

Ms S. Andersson 
Committee Member 

Ms J. Blinska 
Chair 

Mr L. Ettarp 
Committee Member 

Mr H. Jafri 
Board Member 



 LIST OF PARTICIPANTS 505 
 
 
 
 
Mr K. Sehmi 
Chief Executive Officer 

Dr M. Wienold 
Treasurer 

Alliance mondiale des technologies 
médicales – Global Medical Technology 
Alliance 

Mr F. Arcuri 
President, CBDL 

Mr M. Barry 
Director, Regulatory Policy, Abbott 
Laboratories 

Ms N. Deych 
Director, Regulatory Affairs, Medtronic 

Mr A. Fish 
Executive Director, AdvaMedDX 

Dr R. Frank 
Chief Medical Officer, Siemens 

Mr C. Gouvea 
President, Brazilian Alliance of the Innovative 
Healthcare Industry 

Dr D. Grossman 
Senior Director, Global Health Innovation, 
Medtronic 

Mr A. Horiguchi 
Senior Manager, Kyowa Medex Co Ltd. 

Mr R. Ives 
Executive Vice-President, AdvaMed 

Mr P. Jacon 
President, Emerging Markets, Cepheid 

Ms S. Minobe 
Regulatory Affairs Department, Eiken 
Chemical Co Ltd 

Ms V. Miranda 
Executive Director, APIYCNA 

Mr I. Noriko 
General Manager, Corporate Strategy, Hitachi 
High-Technologies Corporation 

Mr J. Parrone 
Manager, Communications, EDMA 

Ms A. Racic 
Policy and Advocacy Specialist, Principal 
Regulatory Affairs, Medtronic 

Mr J. Rueda 
Director, International Affairs, EDMA 

Ms T. Sachse 
Counsel, Global Medical Technology Alliance 

Ms T. Sathiamoorthy 
Vice-President, AdvaMedDX 

Mr K. Sekiguchi 
Manager, Regulatory and Quality 
Administration, Panasonic Healthcare Co. Ltd 

Ms S. Shahjihan 
Regional Director, Abbot Laboratories 

Ms J. Trunzo 
Senior Executive Vice-President, AdvaMed 

Ms T. Vogt 
Executive Officer, South African Medical 
Device Industry Association 

Mr N. Yoda 
General Manager, International Business 
Department, Terumo Corporation 

Alliance mondiale pour les soins palliatifs – 
The Worldwide Palliative Care Alliance 

Dr S. Connor 
Executive Director, Worldwide Hospice 
Palliative Care Alliance 

Alliance pour la promotion de la santé – 
Alliance for Health Promotion 

Ms L. Aprilawati 
IMAXI Cooperative 



506 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mrs U. Barter-Hemmerich 
INHPEA 

Dr R. Cherian Paramesh 
Director, Sirona Center for Health Promotion 

Dr R. Cherian Paramesh 
Director, SIRONA Center for Health 
Promotion 

Professor E. Cherian Paramesh 
Director, Administrator and Public 
Coordinator, CAMHADD – CTPHCF 

Ms E. Delvac 
Student, UCLA Fielding School of Public 
Health 

Mr J. Downes 
Life University 

Mrs E. Elsangak 
Life University 

Ms K. Fragoso 
Student, UCLA Fielding School of Public 
Health 

Mr B.G. Henderson 
Student, UCLA Fielding School of Public 
Health 

Ms S. Heptonstall 
Board Member 

Ms A. Jusufagic 
Student, UCLA Fielding School of Public 
Health 

Mr B. Kadasia 
President 

Ms J. Koch 
Vice-President 

Ms C. Lenz 
Student, UCLA Fielding School of Public 
Health 

Mrs A. Luedi 
IFHE 

Dr H. Paramesh 
Secretary-General, CAMHADD Trisector 
Preventive Health Care Foundation 

Ms H. Patel 
Student, UCLA Fielding School of Public 
Health 

Ms C. Pottier 
Intern 

Mrs B. Raswork 
Board Member 

Mrs G. Sozanski 
Board Member and Coordinator 

Ms R. Steinberg 
Student, UCLA Fielding School of Public 
Health 

Ms D.A. Thaker 
Student, UCLA Fielding School of Public 
Health 

Mr Li Xiang 
Student, UCLA Fielding School of Public 
Health 

Alzheimer’s Disease International (ADI) – 
Alzheimer’s Disease International (ADI) 

Mrs S. Becker 
Executive Director, Alzheimer Switzerland 

Mrs K.L. Edwards 
Representative, Alzheimer Nigeria 

Mrs B. Farren 

Mr J. Georges 
Executive Director, Alzheimer Europe 

Mr J. Hughes 
Chief Executive 

Ms I. Kalia 
Student 

Ms A. Little 
Executive Lead 



 LIST OF PARTICIPANTS 507 
 
 
 
 
Mrs B. Martensson 
Board Member 

Ms A. Nham 
Student 

Mrs S. Perel-Levin 
Consultant 

Mr G. Rees 
Chairman 

Mr M. Splaine 
Policy Adviser 

Ms M. Webb 
Student 

Mr M. Wortmann 
Executive Director 

Association internationale de Pédiatrie – 
International Pediatric Association 

Dr D. Githanga 
Representative, IPA Member Society 

Dr J. Kaarme 
Representative, IPA Member Society 

Dr W. Keenan 
Executive Director 

Professor A. Konstantopoulos 
President 

Association internationale de Psychiatrie de 
l’Enfant et de l’Adolescent et des 
Professions associées – International 
Association for Child and Adolescent 
Psychiatry, and Allied Professions 

Dr P. Haemmerle 
Counsellor 

Association internationale des Consultants 
en Lactation – International Lactation 
Consultant Association 

Ms A. Smith 
Midwife and Lactation Consultant, WHO 
Liaison 

Association internationale des Femmes 
Médecins – Medical Women’s International 
Association 

Dr C. Fabre 
Official Representative to WHO 

Dr S. Nasser 
Vice-President, Near East and Africa 

Dr S. Ross 
Secretary-General 

Dr N. Yap 
Youth Member 

Association internationale des 
Techniciennes et Techniciens diplômés en 
Electro-Radiologie médicale – International 
Society of Radiographers and Radiological 
Technologists 

Dr A. Yule 
Chief Executive Officer 

Mrs A. Yule 
Personal Assistant 

Association internationale pour l’Etude de 
la Douleur – International Association for 
the Study of Pain 

Professor R.D. Treede 
President 

Association italienne des Amis de Raoul 
Follereau – Italian Association of Friends of 
Raoul Follereau 

Dr S. Deepak 
Head, Medical and Scientific Support 
Department 

Dr E. Pupulin 
Member 



508 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Association mondiale des Sociétés de 
Pathologie et Biologie médicale – World 
Association of Societies of Pathology and 
Laboratory Medicine 

Professor R. Verna 
Professor, Clinical Pathology 

Caritas Internationalis – Caritas 
Internationalis 

Dr F. Castellana 
Advocacy Assistant 

Mr S. Nobile 
Advocacy Officer 

Dr M.M. Rossi 
Member 

Collaboration Cochrane – The Cochrane 
Collaboration 

Ms K. Benshoof 
Health and Wellness Entrepreneur, Cochrane 

Ms A. Bui 
Strategic Business, Cochrane 

Ms S. de Haan 
Partnerships Coordinator, Cochrane 

Dr J. Iyer 
Executive Director, Access to Medicine 
Foundation 

Dr W. Leereveld 
Founder, Access to Medicine Foundation 

Mr D. Mellon 
Consultant, Public Health, Evidence Aid, 
Cochrane 

Dr T. Prasad 
Research Programme Manager, Access to 
Medicine Foundation 

Dr A. Serre 
European Union Funding Coordinator, 
Cochrane 

Dr K. Soares-Weiser 
Deputy Editor in Chief, Cochrane 

Dr E. von Elm 
Co-Director, Cochrane Switzerland 

Ms K. Weiss 
Development Coordinator, Cochrane 

Ms J. Wood 
Head, Communications and External Affairs, 
Cochrane 

Collège international des Chirurgiens – 
International College of Surgeons 

Dr I. Chudzicka 
Member 

Mr M. Downham 
Executive Director 

Professor P. Hahnloser 
Alternate Representative 

Professor N. Hakim 
Past World President 

Professor A.L. Kwan 
Member, Governance 

Dr P. Nussbaumer 
Member 

Dr F. Ruiz-Healy 
Official Representative 

Dr F. Schultze 
Member, Governance 

Professor G. Tsoulfas 
Member, Governance 

Professor Ho Yik-Hong 
President 



 LIST OF PARTICIPANTS 509 
 
 
 
 
Comité international catholique des 
Infirmières et Assistantes médico-sociales – 
International Catholic Committee of Nurses 
and Medico-Social Assistants 

Ms M. Dolan 
Nursing 

Confédération internationale des Sages-
Femmes – International Confederation of 
Midwives 

Mrs F. Ganges 
Chief Executive, International Confederation 
of Midwives 

Ms K. Iversen 
Chief Executive Officer, Women Deliver 

Ms S. Papp 
Director, Policy and Advocacy, Women 
Deliver 

Mrs P. Perrenoud 
Associate professor in Midwifery, 
International Confederation of Midwives 

Mr P. Singh 
Regional Assistant, International Federation of 
Medical Students’ Associations 

Confédération mondiale de Physiothérapie – 
World Confederation for Physical Therapy 

Mrs T. Bury 
Interim Chief Executive Officer and Director 
Professional Policy 

Dr M. Skinner 
Vice President 

Ms C. Sykes 
Professional Policy Consultant 

Conseil de la Recherche en Santé pour le 
Développement – Council on Health 
Research for Development 

Dr M. Abdelwadoud 
IAP Young Physician Leaders Programme 

Dr J.E. Abiera 
IAP Young Physician Leaders Programme 

Dr S. Agampodi 
IAP Young Physician Leaders Programme 

Mr K. Asselbourne 
Universities Allied for Essential Medicines 
(UAEM) 

Dr I.O. Awowole 
IAP Young Physician Leaders Programme 

Ms L. Botti 
Project Officer, Research Fairness Initiative 
(RFI) 

Dr M.E. Boufford 
IAP Young Physician Leaders Programme 

Dr K. Fatema 
IAP Young Physician Leaders Programme 

Professor C. IJsselmuiden 
Executive Director 

Dr M. Kareithi 
IAP Young Physician Leaders programme 

Dr J. Lazdins 
Associate 

Dr T. Oni 
IAP Young Physician Leaders Programme 

Dr R. Panizzutti 
IAP Young Physician Leaders Programme 

Dr A.S. Ramli 
IAP Young Physician Leaders Programme 

Dr A. Saleh 
IAP Young Physician Leaders Programme 

Dr R. Seet 
IAP Young Physician Leaders Programme 

Dr M.A. Simon 
IAP Young Physician Leaders Programme 



510 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms Nguyen Thi-Yen 
Universities Allied for Essential Medicines 
(UAEM) 

Dr B. Tran Xuan 
IAP Young Physician Leaders Programme 

Conseil des Organisations internationales 
des Sciences médicales – Council for 
International Organizations of Medical 
Sciences 

Dr L. Rägo 
Secretary-General 

Conseil international des Infirmières – 
International Council of Nurses 

Mr A.M. Adabi 

Ms E. Adams 

Mr K. Asante-Krobea 

Ms K. Baker 

Ms A. Barrat 

Ms J. Barry 

Ms S. Bonito 

Mrs C. Bosson 

Dr M.L. Buhat 

Dr M. Calvo Solano 

Ms P. Cash 

Mr H. Catton 

Ms A.R. Cavaco 

Ms Chen Shu-Fen 

Mr L. Chiriatti 

Ms M. Clark 

Ms J.L. Conlon 

Mrs P. Cooper Sharpe 

Ms J. Coore Farr 

Ms P.B. Cruz 

Mr J. Daly 

Ms L. Darsch 

Mrs E. Ehrhardt 

Ms L. Flores 

Ms C. Giblin 

Ms E. Griffin 

Ms E. Gunhild By 

Ms M. Gunn 

Ms C. Gupta 

Ms S. Hautbois 

Mr S. Hlungwani 

Ms E. Holguin 

Ms H. Howe 

Dr F. Hughes 
Chief Executive Officer 

Mr B. Kallooa 

Dr M. Kanai-Pak 

Ms A. Kennedy 

Dr J. Lyttle 

Mr S. Mafa 

Ms C. Mahon 

Ms M.T. Martinez 

Mr R. Matos 



 LIST OF PARTICIPANTS 511 
 
 
 
 
Ms M. McMahon 

Mr E. Mohammadi 

Ms J. Nick 

Mr R. Ofner 

Mrs E. Olivera Choque 

Mr J. Osborn 

Ms G.M. Parazo 

Ms J. Pascarella 

Mr H. Phaka 

Ms P. Pontoni 

Mr P. Pozun 

Dr C. Pullen 

Ms E. Reyes Gomez 

Dr N. Ridenour 

Ms M. Rumsey 

Ms M. Schweid 

Mr F. Shaffer 

Dr J. Shamian 

Mr Shi Meng 

Ms M.G. Simoes 

Ms C. Smith 

Mr D. Stewart 

Mr P. Theraulaz 

Dr P. Thompson 

Mr R.P. Tong-An 

Mrs C. Vlasich 

Dr Wang Hsiu-Hung 

Dr Wang Kwua-Yun 

Ms K. Ward 

Ms L. Williamson 

Ms A. Wilson 

Dr Yu Li Hui 

Dr J. Yunibhand 

Conseil mondial de la Santé – Global Health 
Council, Inc. 

Dr S. Adler 
Chief, Division of Public Health, University of 
Utah 

Ms J. Armstrong 
Consultant, Global Health Technologies 
Coalition 

Dr J. Becher 
President, American Osteopathic Association 

Dr J.A. Bennett 
Senior Research Scientist, GHC 

Professor H. Benzian 
Adjunct Professor, New York University, 
GHC 

Ms P. Bhatt 
Senior Director, Medtronic 

Mr V. Blaser 
Director, Frontline Health Workers Coalition 

Dr K. Bond 
Vice-President, International Regulatory 
Affairs, U.S. Pharmacopoeial Convention 

Dr B. Buser 
President-Elect, American Osteopathic 
Association 

Ms K. Christenson 
Interim Director, Advocacy and Public Policy, 
PATH 



512 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr B. Compton 
Senior Director, International Outreach, GHC 

Ms S. Dalley 
Vice-President, GBCHealth 

Mrs J. Daly 
Senior Portfolio Lead, Medtronic 

Dr R. Dhatt 
Director, Women in Global Health, Women 
Leaders in Global Health Initiative 

Dr Q.T. Edwards 
Professor, College of Graduate Nursing, 
Western University of Health Sciences, GHC 

Dr A. Emmel 
Manager, Global Health Advocacy Initiatives, 
American Academy of Pediatrics 

Mrs C. Ersbøll 
Corporate Vice-President, Novo Nordisk 

Professor L. Erskine 
Professor, UCLA School of Public Health 

Dr M. Farmer 
Senior Technical Adviser, Noncommunicable 
Diseases, American Academy of Pediatrics 

Ms R. Fish 
Vice-President, Emergent BioSolutions 

Ms C. Flores 
Vice President, External Engagement, Rabin 
Martin 

Ms T. Gabelnick 
Policy Adviser, Elizabeth Glaser Pedatric 
AIDS Foundation 

Ms G. Gay 
Director of Business Development, KCH, 
University of Utah 

Ms K.A. Hagen 
Executive Director, GHC Member 

Ms D. Heiberg 
Advocacy Manager, Global Health Council 

Ms A. Herten-Crabb 
Conferences Manager, Women in Global 
Health, Women Leaders in Global Health 
Initiative 

Dr L. Hoemeke 
Director, Communications & Advocacy, 
IntraHealth International 

Ms N. Jensen 
Global Project Manager, Novo Nordisk 

Mrs R. Jweied-Guegel 
Global Health and Nutrition Adviser, GHC 

Dr D. Kaslow 
Vice President, Product Development, PATH 

Ms J. Keith 
GHC 

Ms E. Kohlway 
Manager, Communications and Member 
Engagement, Global Health Council 

Mr A.P. Lakavage 
Senior Vice-President, Global External 
Affairs, U.S. Pharmacopeial Convention 

Ms C. Lander 
Senior Director, Policy, Advocacy and 
Communication, Management Sciences for 
Health 

Ms P. Lee 
Associate, Global Health Division, Chemonics 
International 

Dr D. Lichtenstein 
Co-Founder, Women in Global Health, 
Women Leaders in Global Health Initiative 

Ms P. Lokuge 
Senior Portfolio Lead, Medtronic 

Ms A. Long 
Public Health Professional, GHC 

Mr M. Luoma 
Adviser, HRH, Chemonics International 



 LIST OF PARTICIPANTS 513 
 
 
 
 
Dr S. Mazzuri 
Director, FSG 

Ms A. McCoy 
Consultant, GHC 

Ms H. McGuire 
Director, Noncommunicable Diseases, PATH 

Ms D. McHugh 
Coordinator, Immunization, GHC 

Ms M.C. Messier 
Senior Public Affairs Manager, Global Public 
Affairs, Nestle S.A. 

Ms E. Morton 
Director, Global Health Technologies 
Coalition 

Dr L.K. Mukonkole 
Senior Strategic Officer, PATH 

Ms P. Namenyi 
Nurse Practitioner, GHC 

Mr J.C. Negrette 
Director, Global Health, University of Utah 

Ms T. Nyamupachitu 
Senior Programme Adviser, IMA World 
Health 

Dr I. Paharia 
Consultant, GHC 

Dr T. Parker 
Educational Director, Academy of Integrative 
Health and Medicine 

Mr K. Peterson 
Managing Director, FSG 

Dr R. Piervincenzi 
Executive Vice-President and Chief Executive 
Officer, U.S. Pharmacopeial Convention 

Ms R. Prittinen King 
President, Miraglo Foundation 

Dr J. Quick 
President and Chief Executive, Management 
Sciences for Health 

Mrs S. Ramoul 
Director, Novo Nordisk 

Mr S. Ratzen 
Editor-in-Chief, Journal of Health 
Communication, International Perspectives 

Dr O. Raynaud 
Senior Director, Health Systems Innovation 
and Strategy Management Sciences for Health 

Ms K. Reed 
President, International Food Information 
Council Foundation 

Mr M. Robinson 
Policy and Advocacy Officer, Global Health 
Technologies Coalition 

Mr L. Rubenstein 
Senior Scholar, John Hopkins Bloomberg 
School of Public Health 

Dr F. Smith 
Campaign Director, No More Epidemics 
Management Sciences for Health 

Ms C. Sow 
President and Executive Director, Global 
Health Council 

Ms N. Stauf 
Project Manager, GHC 

Dr J. Sturchio 
President and Chief Executive Officer, Rabin 
Martin 

Ms M. Szabo 
Associate, Rabin Martin 

Professor L. Vriesman 
UCLA School of Public Health 

Ms K. Wilkins 
Financial Coordinator, Women Leaders in 
Global Health Initiative 



514 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Conseil oecuménique des églises – World 
Council of Churches 

Mr M. Banda 
Churches Health Association of Zambia 

Ms M. Haase 
Policy Adviser, Health, Bread for the World 

Mr M. Azoji 
Managing Director, CHAN-PHARM 

Ms A. Beutler 
Mother’s Legacy project 

Dr E. Carll 
International Council of Women 

Dr B. Charles 
General-Secretary, Christian Medical 
Association of India 

Mrs V.T. Chitimbire 
Executive Director, Zimbabwe Association of 
Church-related Hospitals 

Dr N. Djekadoum 
Directeur medical, Assemblées Chrétiennes au 
Tchad 

Dr O. Frank 
Secretary, NGO Forum for Health 

Dr N.D. Gobgab 
African Christian Health Association Platform 

Dr P. Goossens 
Fracarita International 

Ms A. Gopalakrishnan 
Organization for Defending Victims of 
Violence 

Dr G. Jourdan 
Peoples Health Movement 

Mr M. Kobia 
Mother’s Legacy Project 

Dr M. Kurian 
Coordinator, WCC-EAA 

Ms A. Lanfermann 
Medical Missionary Sisters 

Mr W.P. Luedemann 
International Association for Human Values 

Mrs K. Madhav 
NGO Forum for Health 

Mr P.M. Maduki 
Executive Director, Christian Social Services 
Commission 

Dr M.H. Makoka 
Executive Director, Christian Health 
Association, Malawi 

Mr P. Manyuru 
Executive Director, Mission for Essential 
Drugs Supply 

Ms J. Masiga 
Mission for Essential Drugs Supply, Kenya 

Mr P.P. Mbeleg 
AISS Afrique Centrale 

Ms F. Merico 
Ecumenical Advocacy Alliance 

Ms L.P. Mothae 
Executive Director, Christian Health 
Association of Lesotho 

Mr M.M. Mpundu 
Executive Director, Ecumenical 
Pharmaceutical Network 

Dr K. Mtata 
Lutheran World Federation 

Ms A.M. Müller 
Intern, Ecumenical Advocacy Alliance 

Dr N. Musolino 
Banyan Initiative for Development 

Dr T. Nicolai 
Coordinator, EUROCAM 



 LIST OF PARTICIPANTS 515 
 
 
 
 
Ms W.K. Njeru 
African Christian Health Association Platform 

Dr N. Njoroge 
Ecumenical HIV/AIDS Initiatives and 
Advocacy 

Ms T. Nyamupachitu 
Senior Programme Adviser, IMA World 
Health 

Mrs M. O’Donnell 
Mcaresources 

Ms H. Okondo 
Global Programme Manager, World Young 
Women’s Christian Association 

Dr I.A. Phiri 
Associate General Secretary 

Dr M.F.R. Rivera 
Medical Mission Sisters 

Dr S.M. Rukunga 
General Secretary, Christian Health 
Association of Kenya 

Dr G. Schneider 
Director, Deutsches Institut für Ärztliche 
Mission 

Mr B.N. Shaiyen 
African Christian Health Association Platform 

Ms K. Sichinga 
Executive Director, Christian Health 
Association of Zambia 

Ms S. Simpore Diaz 
Executive Director, Yolse 

Mr L. Sridharan 
Christian Medical Association of India 

Mr D. Suna 
Coordinator, Ecumenical Water Network 

Dr T. Tumwesigye 
Executive Director, Uganda Protestant Medical 
Bureau 

Ms L. Van Haren 
Mother’s Legacy Project 

Ms H. Wang 
International Lawyers Organization 

Dr M. Watson 
Action on Child, Early and Forced Marriage 
and International Alliance of Women 

Consumers International – Consumers 
International 

Mr J. Macmullan 
Head of Advocacy 

Corporate Accountability International – 
Corporate Accountability International 

Ms K. Sperkova 
International President, IOGT International 

Drugs for Neglected Diseases initiative – 
Drugs for Neglected Diseases initiative 

Mr J.F. Alesandrini 
Director, Policy 

Mr J. Arkinstall 
Head, Communication and Advocacy 

Mr G. Bilbe 
Director, Research and Development 

Ms S. Bloeman 
Founder and Coordinator 
Commons Network 

Ms P. Boulet 
Senior Policy Adviser 

Ms M. Childs 
Head, Policy Advocacy 

Mrs V. Dallenbach 
Press and Corporate Communications Manager 

Ms M. Joanisse 
Head, Fundraising 



516 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms G. Landry 
Project Leader, Dynamic Portfolio, GARD 
Partnership Operations 

Mr I. Moss 
Communications Manager 

Mr J.P. Paccaud 
Director, Business Development 

Dr B. Pécoul 
Executive Director 

Ms L. Piper-Roche 
Communications Officer 

Mrs S. Raffle 
Manager, Social Media and Web 

Ms S. Renaudin 
Assistant, Research and Development 

Ms I. Ribeiro 
Head, Chagas Clinical Programme 

Mr M. Sachan 
Chapter Leader 
Universities Allied for Essential Medicines, 
India 

Ms C. Sander 
Coordinator, Fundraising 

Dr N. Strub Wourgaft 
Medical Director 

Mrs Cao Thi Han 
Coordinator, Fundraising 

E. Zijlstra 
Consultant, Mycetoma 

Fédération dentaire internationale – FDI 
World Dental Federation 

Mr E. Bondioni 
Executive Director 

Dr P. Hescot 
President 

Ms C. Jagait 
Communications and Advocacy Director 

Ms C. Marquina 
Health Communication Project Manager 

Mr C. Simpson 
Communications Manager 

Fédération Handicap International – 
Handicap International Federation 

Mr A. Duttine 
Technical Adviser, Health and Rehabilitation 
Advocacy 

Dr D. Olchini 
Head, Prevention and Health Technical Unit 

Fédération internationale de Génie médical 
et biologique – International Federation for 
Medical and Biological Engineering 

Professor Nyssen 
Treasurer 

Ms J. Yeboaa 
Assistant 

Fédération internationale de Gynécologie et 
d’Obstétrique – International Federation of 
Gynecology and Obstetrics 

Professor H. Rushwan 
Chief Executive 

Fédération internationale de la Vieillesse – 
International Federation on Ageing 

Mr G. Shaw 
Director, International and Corporate Relations 

Fédération internationale de l’Industrie du 
Médicament – International Federation of 
Pharmaceutical Manufacturers and 
Associations 

Ms A. Abelin 
Senior Director, Vaccination Policy and 
Advocacy Sanofi Pasteur 



 LIST OF PARTICIPANTS 517 
 
 
 
 
Mr J. Anderson 
Head, Corporate Government Affairs, 
GSK/IFPMA 

Ms C. Arnes 
Policy Analyst, Regulatory Policy and 
Economic Affairs, IFPMA 

Ms J. Bernat 
Associate Director, Biotherapeutics and 
Scientific Affairs, Sanofi 

Mr M. Bernhardt 
Vice-President, Relation with International 
Institutions, IFPMA 

Ms S. Betito 
Alzheimer Community Leader EUCAN, Eli 
Lilly 

Dr L. Bigger 
Associate Director, Vaccines Policy, IFPMA 

Ms T. Bilyk 
Global Public Policy Representative, MSD 

Mr P. Braun 
Head, Global Public Affairs, IFPMA 

Mr C. Butcher 
Global Policy Lead, Oncology, Merck & Co 
Inc. 

Ms J.L. Conde 
Manager, Global Institutions Reporting, Pfizer 

Dr M. Downham 
Associate Director, AstraZeneca 

Ms L. Feisee 
Vice-President, International Affairs, BIO 

Ms C. Genolet 
Associate Manager, Regulatory and Health 
Policy, IFPMA 

Mr C. Gray 
Senior Director, Global Institutions, Pfizer 

Ms N. Grundmann 
Associate Manager, Global Health Policy, 
IFPMA 

Ms A. Haran 
Assistant Vice-President, International Affairs, 
PhRMA 

Ms A. Israel 
Programme Director, Global Health, Eli Lilly 

Ms A. Jones 
Consultant, IFPMA 

Ms S. Kaenzig 
Manager, Communications, IFPMA 

Ms H. Kurogoshi Nishimoto 
Japan Liaison Executive, IFPMA 

Mr M. Lacey 
Project Director, AstraZeneca 

Ms L. Laughlin 
Associate Vice-President, Vaccination Policy, 
Sanofi Pasteur 

Dr E. Lee 
Vice-President, Global Health Programmes 
and Access, Eli Lilly 

Ms P. Madina 
Director, Government Affairs, Global Issues, 
GSK 

Ms L. Meloni 
International Institutions, Sanofi 

Ms L. Morgan 
Senior Director, Vaccination Policy, Sanofi 
Pasteur 

Ms N. Mrak 
Project Coordinator, Access to Health, Merck 

Ms T. Music 
International Health Policy Leader, Roche 

Ms B. Nolet 
Head, Global Health Policy, Roche 

Mr M. Ottiglio 
Director, Public Affairs, Communications and 
Global Health Policy, IFPMA 



518 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr V. Patel 
Senior Director, Global Institutional Affairs, 
Merck 

Mr J. Pender 
Vice-President, IP and Access, Global Health, 
GSK 

Mr G. Pickles 
Manager, Vaccines Global Policy, GSK 

Mr E. Pisani 
Director-General, IFPMA 

Ms C. Ramirez 
Senior Manager, Global Institutions, Pfizer 

Mr J. Santamauro 
Senior Director, International Government 
Affairs, AbbVie 

Dr F. Santerre 
Global Head, Access to Health (A2H), Merck 

Mr T. Sato 
Head, Supranational Organizations, Takeda 

Dr V. Schoenenberger 
Manager Policy, Ethics and Compliance, 
IFPMA 

Dr B. Shaw 
Assistant Director-General, IFPMA 

Mr P. Shelby 
Communications, Global Health Programmes, 
Eli Lilly 

Dr A. Tennenberg 
Chief Medical Officer, Johnson 

Ms L. Vogelsang 
Executive Director, Global Public Policy, 
International Government Affairs, MSD 

Dr S. Wood 
Oncology Global Medical Affairs, MSD 

Ms M. Xydia-Charmanta 
Manager, Vaccines Policy, IFPMA 

Fédération internationale de Thalassémie – 
Thalassaemia International Federation 

Dr V. Boulyjenkov 
Adviser 

Dr A. Eleftheriou 
Director 

Fédération internationale des Associations 
contre la Lèpre – The International 
Federation of Anti-Leprosy Associations 

Mr E. d’Harcourt 
Senior Health Director, International Rescue 
Committee 

Ms K. Jones 
Coordinator, Communication, International 
Federation of Anti-Leprosy Associations 

Mr E. Mukhier 
Information Management Officer, 
International Federation of Anti-Leprosy 
Associations 

Ms J. Taft 
Technical Adviser, Reproductive Health, 
International Rescue Committee 

Ms A. van ’t Noordende 
Data Collection and Reporting Officer, 
International Federation of Anti-Leprosy 
Associations 

Ms T. Wood 
Chief Executive Officer, International 
Federation of Anti-Leprosy Associations 

Fédération internationale des Associations 
d’Etudiants en Médecine – International 
Federation of Medical Students Associations 

Ms S. Abdalla 

Mr K. Abdeltawab 
Liaison Officer, Human Rights and Peace 
Issues 

Mr A.D.M.E. Aglan 



 LIST OF PARTICIPANTS 519 
 
 
 
 
Ms A.K. Autz 
IVSA 

Ms E. Awad Mohammed Ahmed 

Mr K. Baddour 

Ms V. Berquist 

Mr Chang Sheng-wei 

Ms Chen Ying-Cing 

Mr Cheng Kai-Yuan 

Ms M. Daly 
Liaison Officer to Student Organizations 

Ms S. De Leon 

Mr A. Dhingra 

Ms H.C. Diffey 
IPSF 

Ms S. Dijk 
Liaison Officer to Medical Education issues 

J.J. Eemeli 

Ms R. El Eid 

Ms L. Elton 

Mr D. Fernández Morales 

Ms S. Gentile 

Ms R.M. Guzelleke Kistemaker 

Ms M.L. Häkkinen 
IPSF 

Ms M. Hauerslev 
Liaison Officer to WHO 

Mr J.C. Hubertus 

Ms J. Irigoyen López 

Mr Y.A.G. Jabr 

Mr D.M.l. Johann 

Mr M. Johnson 

Ms H. Kolstad Skovdahl 

Ms M. Kornelija 
Vice President, External Affairs 

Ms M.L. Kujabi 

Mr A.S. Lachapelle 

Mr S. Leemann 

Ms J. Lim 

Mr A. Lotfi 

Ms D. Nabulsi 

Ms N. Nørgaard-Christensen 

Ms Y. Nyan 

Ms Pan Hsin Mei 
General Delegate 

Ms D.J. Ponce Hernandez 

Mr B. Ronidipta Pradana 

Ms R. Saksena 

Mr M. Shoman 

Ms S. Shoman 

Mr B. Skov Kaas-Hansen 

Mr R. Stäger 

Mr A. Taha Ahmed Aboushady 

Ms E. Thomas 

Ms E. van Swaaij 

Ms E.A. Veling 



520 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Fédération internationale des Collèges de 
Chirurgie – International Federation of 
Surgical Colleges 

Dr K. Casey 
Consultant, Global Surgery, G4 Alliance 

Dr W. Wanjau 
Medical Officer, Global Alliance for Surgical, 
Obstetric, Trauma, and Anaesthesia Care 

Ms S. Anderson 
Senior Adviser, Advocacy and Innovation, 
ReSurge International 

Mrs L. Arfaa 
Chief Executive Officer, Physicians for Peace 

Dr D. Barash 
Executive Director, Global Health 
Programmes, Chief Medical Officer, GE 
Foundation 

Professor W. Gunn 
Immediate Past-President, International 
Federation of Surgical Colleges 

Mr R. Lane 
President, International Federation of Surgical 
Colleges 

Ms I. Marks 
Research Associate, Harvard Medical School 

Ms M. Mehes 
Interim Executive Director, Global Alliance 
for Surgical, Obstetric, Trauma, and 
Anaesthesia Care 

Mr S. Merkel 
Director, Corporate and Foundation 
Partnerships, Jhpiego 

Dr L. Romanzi 
Project Director, Fistula Care Plus, 
EngenderHealth, Inc 

Fédération internationale des Etudiants en 
Pharmacie – International Pharmaceutical 
Students’ Federation 

Ms C. Bulstra 

Mr D. Cardenas 

Ms S. Chengane 

Mr D. Costa 

Mr D. Das Ros 

Ms S. Dehkordi 

Mr S. Doherty 

Ms A.C. Duarte 
Chairperson, Public Health 

Ms J. Ghattas 

Mr C. Haeck 

Ms A. Henedi 

Ms A. Howard 

Mr M. Hung 

Ms P. Jain 

Mr M.A. Junio Gloria 

Ms Lee Meng San 

Ms M. Lenski 

Ms Liu I Ning 

Ms M. Masuko 

Ms S. Miller 

Ms J. Mirzaei 

Ms P. Nyokabi 

Ms D. Petrescu 

Ms J. Rodiles 

Ms S. Romeili 

Mr C. Roth 



 LIST OF PARTICIPANTS 521 
 
 
 
 
Ms B. Scoralick Villela 

Ms A. Sellami 

Ms L. Soares 

Ms P. Sousa 

Ms K. Vadday 

Ms D. Webster 

Mr J. White 

Mr B. Wong 

Ms M. Yasmine 

Ms W. Yi 

Mr Yu-Lin Tsai 

Fédération internationale des Hôpitaux – 
International Hospital Federation 

Ms S. Anazonwu 
Partnerships and Project Manager 

Dr E. de Roodenbeke 
Chief Executive Officer 

Dr L Y Pan Ling-Yen 
Members Association Representative 

Ms S. Perazzi 
Membership and Project Manager 

Fédération internationale des Sociétés 
d’Otorhino-laryngologie – International 
Federation of Oto-rhino-laryngological 
Societies 

Dr S. Högl 
Anaesthetist 

Dr S. Volkenstein 
Medical Doctor 

Fédération internationale d’Ingénierie 
hospitalière – International Federation of 
Hospital Engineering 

Mr P. Merlevede 
Adviser 

Fédération internationale du Diabète – 
International Diabetes Federation 

Dr D. Cavan 
Director, Policy and Programmes, 
International Diabetes Federation 

Ms J. Patel 
Student, USC Institute for Global Health 

Ms E. Quintero Osuna 
Student, USC Institute for Global Health 

Ms C. Ronse 
Director, Finance and Administration, 
International Diabetes Federation 

Ms E. Ross 
Student, USC Institute for Global Health 

Dr S. Sadikot 
President, International Diabetes Federation 

Ms B. Yáñez Jiménez 
Global Advocacy Coordinator, International 
Diabetes Federation 

Fédération internationale pharmaceutique – 
International Pharmaceutical Federation 

Mr L. Besançon 
General-Secretary 

Ms A. Bruno 
FIPEd Project Coordinator and Research 

Ms J. Carrasqueira 
FIPEd Coordinator 

Ms Z. Kusynová 
Policy Adviser and Project Manager 

Ms E. Paulino 
Professional Secretary 

Ms Lin-Nam Wang 
Communications Manager 



522 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Fédération internationale pour la 
Planification familiale – International 
Planned Parenthood Federation 

Ms H. Barclay 
Advocacy Officer 

Ms B. Dockalova 
Advocacy Officer 

Mr E. Etim 

Mr F. Foguito 

Mr A. Frisancho 

Ms H.S. Gleeson 
Project Officer 

Ms M. Haslegrave 

Mr A. Magashi 

Mr T. Melesse 
Director-General 

Ms Mukrimatunnisa 

Dr S. Onyango 
Senior Adviser, Service Delivery 

Mr J.E. Papai 

Dr P.B. Singh 

Mr A. Smith 
Senior Adviser, HIV 

Ms C. Vernant 
DSW 

Fédération mondiale de Chiropratique – 
World Federation of Chiropractic 

Dr E. Aartun 
Postdoctoral Fellow, World Federation of 
Chiropractic 

Dr R. Bakker 
President, Netherlands Chiropractors’ 
Association, World Federation of Chiropractic 

Dr R. Brown 
Secretary-General, World Federation of 
Chiropractic 

Dr C. Cassirer 
President and Chief Executive Officer, World 
Federation of Chiropractic 

Dr Hsuan-Pin Chang 
Chiropractor and Secretary-General, Taiwan 
Chiropractic Doctor’s Society, World 
Federation of Chiropractic 

Dr P. Côté 
Director, World Federation of Chiropractic 

Dr K. Dreinhoefer 
Professor, Doctor of Medicine, Global 
Alliance for Musculoskeletal Health 

Dr H. Elsangak 
Professor, Life University, World Federation 
of Chiropractic 

Dr T. Hausser 
Vice-President, World Naturopathic 
Federation 

Dr Hung-Chun Huang 
Chiropractor, World Federation of 
Chiropractic 

Dr E. Johannessen 
Chiropractor and President of Delegation, 
World Federation of Chiropractic 

Dr D. Kopansky-Giles 
Professor and Chiropractor, World Federation 
of Chiropractic 

Dr I. Lloyd 
Naturopath and President, World Naturopathic 
Federation 

Dr R. Nicol 
Chiropractor, World Federation of 
Chiropractic 



 LIST OF PARTICIPANTS 523 
 
 
 
 
Mr D. O’Bryon 
Lawyer and President, Association of 
Chiropractic Colleges 

Mrs M. O’Bryon 
Assistant Professor, Association of 
Chiropractic Colleges 

Dr P. Stern 
Director, Graduate Education Program, 
Canadian Memorial Chiropractic College 

Dr G. Stewart 
Immediate Past-President, World Federation of 
Chiropractic 

Dr J. Williams 
Chiropractor, World Federation of 
Chiropractic 

Prof. A. Woolf 
Professor and Chair, Iinternational 
Coordinating Council, Global Alliance for 
Musculoskeletal Health 

Fédération mondiale des Associations de 
Santé publique – World Federation of 
Public Health Associations 

Dr P. Archer 
President, CHCIEH 

Dr M. Asnake 
Former WFPHA President, World Federation 
of Public Health Associations 

Mr E. Badr 
Secretary General, Sudan Medical 
Specialization Board, Sudanese Public Health 
Association 

Mr D. Bhogendra Raj 
Senior Public Health Administrator, Nepal 
Public Health Association 

Miss V.M. Bianco 
Intern, World Federation of Public Health 
Associations 

Professor B. Borisch 
Executive Director, World Federation of 
Public Health Associations 

Mr G. Campitiello 
WFPHA 

Mr A. De Cata 
WFPHA 

Dr E. De Cata 
Office Manager, World Federation of Public 
Health Associations 

Dr C. dos Santos Silva 
Executive Secretary, Abrasco, Brazilian Public 
Health Association 

Dr E. Faerstein 
Vice-President, Brazilian Public Health 
Association 

Miss A. Favre 
Intern, World Federation of Public Health 
Associations 

Dr J. Grimeland 
Norwegian Public Health Association 

Dr Yi Heya 
Deputy Director, International Affairs 
Department, Chinese Preventive Medicine 
Association 

Dr V. HuLamm 
Global Health Manager, American Public 
Health Association 

Dr C. Jones 
President, American Public Health Association 

Dr M. Kalejs 
IAMP Young Physician Leaders Programme 

Dr J. Karliner 
Health Care Without Harm 

Professor I. Kickbusch 
Director, Global Health Programme, Graduate 
Health Institute 

Mr J. Kickbusch 
Programme Director, World Health Summit, 
World Health Summit 



524 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr D. Klein Walker 
Vice President and Senior Fellow, US Health, 
Abt Associates 

Dr D. Kondji Kondji 
Cameroon Public Health Association 

Dr V.C. Liyanapathirana 
IAMP Young Physician Leaders Programme 

Dr M. Lomazzi 
Executive Director, World Federation of 
Public Health Associations 

Dr K.J. Mabaso 
IAMP Young Physician Leaders Programme 

Dr M. Mayige 
IAMP Young Physician Leaders Programme 

Dr N. Mayimele 
Public Health Association of South Africa 

Dr D. Mishra 
Nepal Public Health Association 
Dr H. Moore 
World Federation of Public Health 
Associations 

Dr M. Moore 
President, World Federation of Public Health 
Associations 

Dr T. Oni 
IAMP Young Physician Leaders Programme 

Dr P. Orris 
Health Care Without Harm 

Dr C. Pervilhac 
Université de Genève 

Dr L.E. Portela Fernandes de Souza 
Brazilian Public Health Association 

Dr F. Rabbi Chowdhury 
IAMP Young Physician Leaders Programme 

Professor B. Regmi 
Consultant, Nepal Public Health Association 

Dr H. Rossinot 
IAMP Young Physician Leaders Programme 

Dr R. San Pascual 
Health Care Without Harm 

Dr F. Senkubuge 
Young Physician Leader and Vice President 
AFPHA, IAMP Young Physician Leaders 
Programme 

Mr H. Shinozaki 
President, Japan Public Health Association 

Dr K. Tamura 
Japan Public Health Association 

Dr M. Told 
Executive Director, Global Health Programme, 
Graduate Health Institute 

Dr J. Wardle 
Australian Public Health Association 

Dr Yang Weizhong 
Chinese Preventive Medicine Association 

Dr S. Wilburn 
Health Care Without Harm 

Fédération mondiale des Ergothérapeutes – 
World Federation of Occupational 
Therapists 

Mr R. Ledgerd 
Executive Director 

Ms S. Shann 
Vice President, Finance 

Fédération mondiale des Sociétés 
d’Anesthésiologistes – World Federation of 
Societies of Anaesthesiologists 

Professor A. Gelb 
Anesthesiologist 

Mr J. Gore-Booth 
Chief Executive Officer 



 LIST OF PARTICIPANTS 525 
 
 
 
 
Ms S.G. Kessler 
Director, Communications and Strategic 
Partnerships 

Fédération mondiale des Sociétés de 
Neurochirurgie – World Federation of 
Neurosurgical Societies 

Dr K. Park 
Advisory Board, Foundation 

Ms S. Park 
Observer 

Ms Tu Shao Tso-Hsien 
Observer 

Dr Tu Yong-Kwang 
President 

Fédération mondiale du Coeur – World 
Heart Federation 

Dr S. Al Ghamdi 
Head, Madinah Branch, Saudi Heart 
Association 

Ms K. Bennett 
Personal Assistant to the Chief Executive 
Officer, World Heart Federation 

Ms N. Brown 
Chief Executive Officer, American Heart 
Association, World Heart Federation 

Ms D. Chisholm 
Junior Adviser, World Heart Federation 

Dr M. Creager 
President, American Heart Association, World 
Heart Federation 

Dr T. Gaziano 
Assistant Professor, Harvard Medical School, 
American College of Cardiology, World Heart 
Federation 

Mrs A. Grainger-Gasser 
Programme Development Manager, World 
Heart Federation 

Dr J. Harold 
Past President, American College of 
Cardiology, World Heart Federation 

Sir T. Hassell 
President, Healthy Caribbean Coalition 

Ms M. Hutton 
Executive Director, Healthy Caribbean 
Coalition 

Ms P. Khorsand 
Junior Adviser, World Heart Federation 

Mr N. Kovach 
Director, International Affairs, American 
College of Cardiology, World Heart 
Federation 

Ms J. Markbreiter 
Project and Advocacy Officer, World Heart 
Federation 

Professor B. Mayosi 
President, PASCAR 

Ms D.V. Mcghie 
Global Advocacy Manager, American Heart 
Association, World Heart Federation 

Mr J. Mwangi 
Global Policy Adviser, World Heart 
Federation 

Dr P. Perel 
Senior Science Adviser, World Heart 
Federation 

Ms J. Ralston 
Chief Executive Officer, World Heart 
Federation 

Ms R. Sayim 
Junior Adviser, World Heart Federation 

Dr K. Taubert 
Vice President, Global Strategies, American 
Heart Association, World Heart Federation 

Mr A. White 
Advocacy Assistant, World Heart Federation 



526 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Professor D. Wood 
President Elect, World Heart Federation 

Professor G. Yonga 
Head, NCDs Research to Policy Unit, 
Aga Khan University, Kenya Cardiac Society 

Dr S. Yusuf 
President, World Heart Federation 

Fédération mondiale pour la Santé mentale – 
World Federation for Mental Health 

Ms V. de Saint-Luc Bichelmeier 
Member 

Dr G. Ivbijaro 
President 

Ms M. Lachenal 
UN Main Representative 

Ms A. Lindsay 
UN Representative 

Dr K. O’Donnell 
UN Representative, Geneva, and DPI 
Representative, New York 

Fédération mondiale pour l’Enseignement 
de la Médecine – World Federation for 
Medical Education 

Professor D. Gordon 
President 

Dr I. Oborna 
Observer 

Ms B. Silesova 
Observer 

Fondation des outils diagnostiques 
nouveaux et novateurs – Foundation for 
Innovative New Diagnostics 

Ms J. Archer 
Senior Communications Officer 

Dr C. Boehme 
Chief Executive Officer 

Dr C. Denkinger 
Head, Tuberculosis 

Dr S. Dittrich 
Senior Scientific Officer 

Dr I. Gonzalez 
Head, Malaria 

Dr J. Ndung’u 
Head, Neglected Tropical Diseases 

Dr T. Roberts 
Senior Scientific Officer – Hepatitis and HIV 

Dr W. Rodriguez 
Chief Medical Officer 

Ms S. Saacks 
Head, Operations 

Mr J. St-Denis 
Senior Advocacy and Resource Mobilization 

Ms M. Vandendorpe 
Project and Grant Coordinator 

Framework Convention Alliance on 
Tobacco Control – Framework Convention 
Alliance on Tobacco Control 

Mr C. Bostic 
Deputy Director, Policy, Action on Smoking 
and Health 

Mr P. Diethelm 
Geneva Representative 

Mr L. Huber 
Representative, Washington D.C. 

Mr M.C. Nonguebzanga 
Chair of the Board 

Mr F. Thompson 
Executive Director 

Global Alliance for Improved Nutrition – 
Global Alliance for Improved Nutrition 

Ms N. Lynnette 
Director, Monitoring Learning and Research 



 LIST OF PARTICIPANTS 527 
 
 
 
 
Ms B. Montesi 
Associate, External Relations 

Mr G. Steve 
Executive Director a.i. 

Ms M. van Liere 
Director, Maternal Infant and Young Child 
Nutrition 

Global Diagnostic Imaging, Healthcare IT 
and Radiation Therapy Trade Association – 
Global Diagnostic Imaging, Healthcare IT 
and Radiation Therapy Trade Association 

Ms N. Estermann 
Global Market Development 

Mrs G. Abbam 
Global Executive Director, Government 
Affairs and Policy 

Mr M. Abouzeid 
President and Chief Executive Officer, GE 
Healthcare Eastern Growth Market 

Mr J. Ankomah 
Manager, Medical Care Regional Regulatory 
Affairs, EU/EMEA 

Ms J. Brandt 
Consultant 

Mr T. Burns 
Senior Counsel Intellectual Property and Trade 

Mrs H. Chalmers 
General Manager, GE Healthcare Canada 

Mr V. Damodaran 
Chief Product Officer, Sustainable Healthcare 
Solutions 

Mrs N. Denjoy 
Vice Chair 

Mrs M. Eskes 
President and CEO, GE Healthcare ASEAN 

Mr A. Fehervary 
Vice President, EMEIA Government Affairs 

Mr F. Fezoua 
President and CEO, GE Healthcare Africa 

Mrs B. Fleurent 
VP Worldwide Marketing, Patient Access and 
Customer Loyalty 

Mr X. Franz 
Health Economics and Market Access, Senior 
Manager 

Mrs E. Livengood 
Manager, Global Policy and Government 
Affairs 

Mrs M. Overland 
Director, Regulatory Intelligence and External 
Affairs 

Dr M. Sandhu 
Vice President, Market Development 

Mr J.-W. Scheijrond 
Head, International Partnerships Global 
Government and Public Affairs Department 

Mrs L. Schlageter 
Vice-President, Government Affairs and 
Policy, European Union 

Ms J. Sheehy-Chan 
International Programs Manager 

Mrs T. Smith Bresenham 
President and CEO, Sustainable Healthcare 
Solutions 

Mrs S. Thompson 
Senior Director, Patient Access 

Mr W. van Kuijen 
General Manager, MCR Vice President 

Health Technology Assessment 
International – Health Technology 
Assessment International 

Dr S. Fredericks 
Dentist 

Dr I. Gutiérrez-Ibarluzea 
Knowledge Manager and Coordinator 



528 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr O. Lowe 
Pediatric Dentist 

Ms A. Ranade 
Health System Specialist 

Helen Keller International (Worldwide) 
S.A. – Helen Keller International 
(Worldwide) Incorporated 

Ms J. Badham 
Consultant, Helen Keller International 

Dr V. Quinn 
Senior Vice-President, Programmes, Helen 
Keller International 

Mr Truong Quoc Hung 
Deputy Director, Department for General 
Affairs 

Ms E. Ransom 
Director, Communications and Advocacy, 
Helen Keller International 

Ms L. Sullivan 
Executive Director, 1,000 Days 

Mr A. Upadhyay 
Senior Project Manager, Helen Keller 
International 

Ms E. Zehner 
Director, ARCH Project, Helen Keller 
International 

HelpAge International – HelpAge 
International 

Ms C. Aberdein 
Health and Care Policy Officer 

Ms R. Albone 
Health and Care Policy Adviser 

Ms A. Tewodros 
Country Director 

Ms E. Wamera 
Spokesperson 

Humatem – Humatem 

Ms M. Amrouche 
Trainee, Biomedical Engineer 

Ms C. Blanc-Gonnet 
Director 

Ms B. Comte 
Project Manager 

Mr M. Page 
Administrator 

Mr J.C. Tewa 
Biomedical Engineer 

Mr R. Walz 
Volunteer Biomedical Engineer 

Industrie mondiale de l’Automédication 
responsable – World Self-Medication 
Industry 

Dr G. Dziekan 
Director-General 

International AIDS Society – International 
AIDS Society 

Ms E. Lundström 
Director, Governance and Member Relations, 
International AIDS Society 

Mr S. Morin 
Research Officer, ILF 

Mr A. Nannipieri 
Senior Manager, Strategy and Planning 

Mr K. Osborne 
Director, HIV Progammes and Advocacy 

Ms B. Poniatowski 
Director, Resource Mobilization and 
Development 

Mr O. Ryan 
Executive Director 

Ms M. Vicari 
Manager, CIPHER 



 LIST OF PARTICIPANTS 529 
 
 
 
 
International Association for Hospice and 
Palliative Care Inc. – International 
Association for Hospice and Palliative Care 
Inc. 

Dr T. Pastrana 
Research Adviser 

Dr K. Pettus 
Advocacy Officer 

International Baby Food Action Network – 
International Baby Food Action Network 

Ms C. Ching Wing Lok 
Programme Manager IBFAN-ICDC 

Mr M. Dünnbier 
Programme Officer, IOGT International 

Dr L. Lhotska 
Consultant 

Ms R. Norton 
Programme Officer, Global Liaison Office 

Ms J. Richter 
Adviser 

Mrs P. Rundall 
Policy Director, Baby Milk Action 

International Federation of Biomedical 
Laboratory Science – International 
Federation of Biomedical Laboratory 
Science 

Ms M.N. Roald 
President-Elect, International Federation of 
Biomedical Laboratory Science 

International Federation of Business and 
Professional Women – International 
Federation of Business and Professional 
Women 

Dr K.A. Bosshart-Pfluger 
Executive Secretary 

Ms G. Gonzenbach 

Ms N. Pillinger 

International Food Policy Research 
Institute – International Food Policy 
Research Institute 

Dr H. Bouis 
Programme Director, HarvestPlus 

Dr A. MacKenzie 
Head, Standards and Regulatory Issues, 
HarvestPlus 

International Insulin Foundation – 
International Insulin Foundation 

Dr D. Beran 
Adviser to the Board 

Ms S. Lachat 
Project Manager 

Dr C. Somerville 
Special Adviser, Gender 

Dr S. Suggs 
Special Adviser, Communications 

International Medical Corps – International 
Medical Corps 

Ms M. Pack 
Vice-President, Domestic and International 
Affairs 

International Network of Women Against 
Tobacco – International Network of Women 
Against Tobacco 

P. Lambert 
Director, International Legal Consortium, 
Campaign for Tobacco-Free Kids 

International Society for Environmental 
Epidemiology – International Society for 
Environmental Epidemiology 

Dr R. Slama 
Senior Investigator, Intern 



530 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
International Society for Telemedicine & 
eHealth – International Society for 
Telemedicine & eHealth 

Dr Q.Q. Dlamini 
Partner, Afya Health Management Associates 

Professor S.Y. Kwankam 
Executive Director 

Dr T. Lethu 
Director, Partner 

Dr K. Mieusset-Kang 
Programme Manager 

International Society of Doctors for the 
Environment – International Society of 
Doctors for the Environment 

Dr F. Belpoggi 
Expert, Environmental and Occupational 
Health 

Dr E. Missoni 
Expert, Global Health 

International Society of Physical and 
Rehabilitation Medicine – International 
Society of Physical and Rehabilitation 
Medicine 

Professor C. Gutenbrunner 
Chair 

Dr B. Nugraha 
Secretary-General 

Professor G. Stucki 
Adviser 

IntraHealth International Inc. – 
IntraHealth International Inc. 

Mr A. Bernaert 
Head, Global Health and Healthcare, World 
Economic Forum 

Ms V. Candeias 
Practice Lead, Future of Health, World 
Economic Forum 

Professor M. DeLuca 
Adjunct Associate Professor, College of 
Nursing, New York University 

Dr D. Dimitrova 
Practice Lead, Health Systems, World 
Economic Forum 

Mr P. Gaye 
President and Chief Executive Officer, 
IntraHealth International 

Ms K. Gottschalk 
Executive Director, Global Partnerships and 
Policy, Center for Global Health and 
Diplomacy 

Ms J. Manrique 
President, Centre for Global Health Diplomacy 

Dr O. Oullier 
Head, Strategy, Global Health and Healthcare, 
World Economic Forum 

Dr K. Tulenko 
Vice-President, Health Systems Innovation, 
IntraHealth International 

L’Association médicale mondiale, Inc. – 
The World Medical Association, Inc. 

Dr L. Al Qodmani 
Observer 

Dr Ø. Bakke 
Observer 

Dr M.J. Cabral de Pinho 
Observer 

Professor S. Casswell 
Observer 
GAPA 

Ms M. Colegrave-Juge 
Observer 

Dr T. Collins 
Medical Consultant 

Dr X. Deau 
Immediate Past President 



 LIST OF PARTICIPANTS 531 
 
 
 
 
Mrs A.-M. Delage 
WMA Secretariat 

Mrs C. Delorme 
Advocacy Advisor 

Mr N. Duncan 
Communications Consultant 

Dr F. Ehsen 
Observer 

Dr R. Garcia 
Observer 

Dr T.H.F. Hornung 
Observer 

Dr A. Hoven 
Chair of Council 

Ms S. Kalideen 
Observer 
GAPA 

Dr O. Kloiber 
Secretary-General 

Dr D. Knights 
Observer 

Dr F. Knights 
Observer 

Professor S.M. Marmot 
President 

Dr C. Mattar 
Observer 

Dr C. Mishima 
Observer 

Dr M. Mungherera 
Observer 

Dr A. Murt 
Observer 

Mrs Y. Park 
Head of Operations 

Dr K.-P. Roditis 
Observer 

Mr W. Schupmann 
Observer 

Dr B. Syzdul 
Observer 

Dr J. Tainijoki 
Medical Adviser 

Dr Y. Tcholakov 
Observer 

Dr W. Tun 
Observer 

Dr E.A. Wiley 
Observer 

Ms C. Zagita 
Observer 

Ligue mondiale contre l’Hypertension – 
World Hypertension League 

Dr N. Campbell 
Past-President 

Dr D. Lackland 
President 

Medicines for Malaria Venture – Medicines 
for Malaria Venture 

Mrs J. Banerji 
Director, Advocacy and Communications, 
External Relations, Medicines for Malaria 
Venture 

Mrs C. do Paco 
External Relations Officer, Medicines for 
Malaria Venture 

Mr C. Elias 
President, Global Development, Bill and 
Melinda Gates Foundation 

Mrs S. Fonteilles-Drabeck 
Executive Vice President, Head of Legal, 
Medicines for Malaria Venture 



532 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr G. Jagoe 
Executive Vice President Access and Product 
Management, Medicines for Malaria Venture 

Mrs A. Lucard 
Executive Vice-President, External Relations, 
Medicines for Malaria Venture  

Mrs J. Phumaphi 
Executive Secretary, African Leaders Malaria 
Alliance 

Dr D. Reddy 
Chief Executive Officer, Medicines for 
Malaria Venture  

Mr A.-M. Tchouatieu 
Associate Director, Access and Product 
Management, Medicines for Malaria Venture 

Ms C. Wingfield 
Senior Product Development Policy Officer, 
Advocacy and Public Policy, PATH 

Medicines Patent Pool – Medicines Patent 
Pool 

Mrs P. Boulet 
Patent Information Manager 

Mr W. Brock 
Senior Vice-President, External Affairs 
TB Alliance 

Mr E. Burrone 
Head, Policy 

Dr Yao Cheng 
Business Development Scientific Manager 

Mr C. Clift 
Board Member 

Mrs E. Duenas 
Advocacy Officer 

Ms A.R. Hafiz 
Operations Officer 

Mr S. Juneja 
Business Development Director 

Ms M. Marra 
Communications Officer 

Mrs K. Moore 
Head, Communications 

Ms A. Nathoo 
Strategy and Operations Manager 

Mr C. Park 
General Counsel 

Mr G. Perry 
Executive Director 

Ms M. Trabanco 
Legal Officer 

Medicus Mundi International (Organisation 
internationale de Coopération pour la 
Santé) – Medicus Mundi International 
(International Organisation for Cooperation 
in Health Care) 

Ms R. Arora 
Project Partner, WHO Reform Coalition 

Mr O. Awosokanre 
Project Partner, WHO Reform Coalition 

Ms S. Barria 
Project Partner, WHO Watch 

Ms M. Berger 
Project Partner, WHO Reform Coalition 

Ms C. Bodini 
Project Partner, WHO Watch 

Mr L.J. Boon 
Member (i+ solutions) 

Mr D. Bukenya 
Project Partner, WHO Watch 

Ms C. Capello 
Member, Medicus Mundi Switzerland 

Mrs N. Dentico 
Project Representative, WHO Reform 
Coalition 



 LIST OF PARTICIPANTS 533 
 
 
 
 
Mrs S. Edwards 
MMI Member, Health Poverty Action 

Mr M. El Yamany 
Project Partner, WHO Reform Coalition 

Mrs D. Fasawe 
Project Partner, HRH Working Group 

Ms B. Fienieg 
Member, Wemos 

Mr B.E. Flores Gonzalez 
Project Partner, WHO Watch 

Mr E.A. Friedman 
Partner, WHO Reform Coalition 

Mr A. Gajardo 
Project Partner, WHO Watch 

Mr E. García Langarica 
Member, Medicus Mundi Spain 

Mr T. Gebauer 
Member, Medico International 

Mr K.M. Gopakumar 
Project Partner, WHO Reform Coalition 

Mr D. Goto 
Project Partner, HRH Working Group 

Mr P.R. Grabitz 
Project Partner, WHO Watch 

Ms A. Guilbaud 
Project Partner, WHO Reform Coalition 

Mr D. Gulati 
Board Member Assistant 

Ms L. Hinnen 
Member, Medicus Mundi Switzerland 

Mr W.A. Jeffery 
Project Partner, WHO Reform Coalition 

Mr P.T. Kagurusi 
Project Partner, HRH Working Group 

Mr J. Kreysler 
Project Representative, WHO Watch 

Mr E. Kunonga 
Project Partner, HRH Working Group 

Mr J. Lazdins 
Project Partner, WHO Reform Coalition 

Mr J. Lemaire 
Project Representative, WHO Watch 

Mr M. Leschhorn Strebel 
Member, Medicus Mundi Switzerland 

Ms B.O. Lola-Dare 
Project Partner, HRH Working Group 

Ms M. Lustermans 
Project Partner, HRH Working Group 

Mrs N. Mahfouf 
Project Partner, WHO Reform Coalition, MMI 
Project representative (Democratizing Global 
Health) 

Ms L. Mans 
Member, Wemos 

Mr M. Martin 
Project Partner, WHO Watch 

Mr K.F. McClelland 
Project Partner, WHO Watch 

Mr C. Mediano 
Member, Medicus Mundi Spain 

Mr C. Méloux 
Project Manager, WHO Reform Coalition 

Ms M. Meurs 
Member, Wemos 

Mrs S. Modi Pandav 
Project partner, WHO Watch 

Ms D. Mokeira Anyona 
Project Partner, HRH Working Group 

Mr F. Molé 
Project Representative, WHO Watch 



534 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr J.J. Monot 
Project Partner, WHO Reform Coalition 

Mr J. Montaña Lopez 
Project Partner, WHO Watch 

Mr P. Ngatia 
Project Partner, HRH Working Group 

Ms B.V.C. Nsambateshi 
Project Partner, WHO Watch 

Mr K.K.A. Pereko 
Project Partner, WHO Watch 

Ms J. Perkins 
Member, Medicus Mundi Switzerland 

Mr M. Quinn 
Project Partner, WHO Watch 

Mr I. Sanchez Monroy 
Network Member, Medicus Mundi Spain 

Mr D. Sanders 
Project Partner, WHO Watch 

Mr C. Santarelli 
Member, Medicus Mundi Switzerland 

Mr T. Schwarz 
Executive Secretary 

Mrs M.A.A. Seida 
Project Partner, WHO Watch 

Mr A. Sengupta 
Project Partner, WHO Watch 

Ms S. Shashikant 
Project Partner, WHO Reform Coalition 

Ms A. Tijtsma 
Member, Wemos 

Mr P.S. Tometissi 
Project Partner, WHO Watch 

Ms G. Upham 
Project Partner, WHO Reform Coalition 

Mr R. van de Pas 
Board Member 

Mrs Aleida van der Wal 
Network Member, HealthNet TPO 

Ms A. Veenstra 
Board Member Assistant 

Ms E. Veini 
Member, Wemos 

Ms C. Weiss 
Member, Medicus Mundi Switzerland 

Médecins Sans Frontières International – 
Médecins Sans Frontières International 

Ms H. Aagaard 
Adviser, EU Policy and Advocacy, MSF 
Access Campaign 

Dr G. Alcoba 
Medical Adviser, MSF – OCG 

Dr L. Aleixo 
Medical Representative, MSF China 

Dr T. Aloudat 
Deputy Medical Director, MSF – OCG 

Mr A. Alsalhani 
Pharmacist, MSF Access Campaign 

Mr M. Alves 
Coordinator, Access Campaign, MSF 
Germany 

Ms E. Amadò 
Head, Media Events Unit, MSF – OCG 

Dr An Na 
China Representative, MSF, China 

Dr I. Andrieux-Meyer 
Medical Adviser, Viral Hepatitis and HIV, 
MSF Access Campaign 

Ms S. Apostolia 
Online Communications Officer, MSF Access 
Campaign 



 LIST OF PARTICIPANTS 535 
 
 
 
 
Ms K. Athersuch 
Policy Adviser, Medical Innovation and 
Access, MSF Access Campaign 

Ms V. Babize 
Head, Operational Communications, MSF – 
OCG 

Dr M. Balasegaram 
Executive Director, MSF Access Campaign 

Ms A. Benoît 
Director, Communications, MSF – OCG 

Ms S. Berger 
Media Officer, MSF – OCG 

Dr M. Berthelot 
Desk Manager, Afghanistan Iran Pakistan 
Palestine, MSF – OCP 

Dr M. Biot 
Operational Coordinator, Southern African 
region, India and Latin America, MSF – OCB 

Mr M. Bosch Bonacasa 
Operations Manager for Latin America, MSF – 
OCBA 

Ms A. Bridgwood 
Intern, Digital Communications, MSF Access 
Campaign 

Dr G. Brigden 
Adviser, TB and AMR, MSF Access 
Campaign 

Ms M. Buissonnière 
Senior Coordinator, MSF – OCG 

Ms J. Burry 
Pharmacist, MSF Access Campaign 

Ms C. Cepuch 
Coordinator, Pharmaceutical, MSF Access 
Campaign 

Mr X. Crombé 
Medical Care under Fire Project, MSF – OCP 

Mr B. Davies 
Head, East Asia, MSF Access Campaign 

Ms S. Delaunay 
Interim Executive Director, MSF Access 
Campaign 

Dr M. DeLeon 
Medco OCB, MSF – OCB 

Ms A. Devalière 
Adviser, EU Policy and Advocacy, MSF 
Access Campaign 

Dr G. Elder 
Medical Coordinator, MSF Access Campaign 

Ms K. Elder 
Adviser, Vaccines Policy, MSF Access 
Campaign 

Mr K. Elouardighi 
Head, Advocacy, Coalition Plus 

Ms N. Ernoult 
Head, Advocacy, Regional and Francophone, 
MSF Access Campaign 

Dr G. Fernandez 
Manager, Migration Project, MSF – OCG 

Ms C. Frechard 
Media Officer, MSF – OCG 

Mr R. Fricke 
Operations Coordinator, MSF – OCB 

Ms B. Godefroy 
International Operations Advocacy, MSF 
International 

Dr M. Guevara 
Regional Humanitarian Representative 
(ASEAN), MSF 

Mr E. Guillen 
Project Manager, Ebola Initiative, MSF – USA 

Ms S. Gupta 
Advocacy and Communication Officer, MSF 
Access Campaign 

Dr M. Henkens 
International Medical Coordinator, MSF 
International 



536 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms R. Hore 
Medical and Administrative Intern, MSF 
Access Campaign 

Ms C. Jamet 
Responsible Programmes – Cellule 1, MSF – 
OCG 

Dr B. Janssens 
Director, Operations, MSF – OCB 

Dr D. Job 
Deputy Programme Manager, Emergency Cell, 
MSF – OCG 

Ms A. Kaufmann 
Events Coordinator, MSF – OCG 

Ms J. Keenan 
Press Officer, MSF Access Campaign 

Mr M. Lannaud 
Regional Policy Officer, Ebola Initiative, MSF – 
USA 

Dr J. Liu 
President, MSF International 

Mr O. Maizoué 
Programme Manager, MSF – OCG 

Ms A. Malm 
Adviser, Field Communication, MSF – OCG 

Mr R. Malpani 
Director, Policy and Analysis, MSF Access 
Campaign 

Ms L. McCullagh 
Manager, Content Development, MSF Access 
Campaign 

Dr P. Mendiharat 
Deputy Director, Operations, MSF – OCP 

Ms S. Moon 
Board Member, MSF USA, Harvard Global 
Health Institute 

Ms T. Newell 
Emergency Manager, MSF – OCA 

Ms H. Pagano 
Humanitarian Adviser, MSF – OCB 

Mr C. Perfect 
Policy Officer, Access to Medicines, Coaliton 
Plus 

Mr J. Potet 
Policy Adviser, Neglected Tropical Diseases, 
Vaccines, MSF Access Campaign 

Ms J. Puret 
Advocacy Adviser, Fair Shot Campaign, MSF 
Access Campaign 

Mr S. Reaiche 
Programme Manager, MSF – OCG 

Ms B. Rehbinder 
Humanitarian Affairs Officer, MSF 
International 

Mr F. Ribeiro 
Responsable, Programmes Moyen Orient, 
MSF – OCP 

Ms J. Rius Sanjuan 
Manager, Access Campaign U.S, MSF Access 
Campaign 

Mr H. Robert-Nicoud 
Programme Manager, Emergency Cell, MSF – 
OCG 

Dr F. Romero 
Polyvalent Medical Adviser Cell 4, MSF – 
OCG 

Dr T. Roth 
Deputy Director, MSF Access Campaign 

Dr M. Rull 
Adviser, Operations Health, MSF – OCG 

Ms B. Saitta 
Vaccination Operational Advocacy Focal Point 
OCP, MSF – USA 

Mr G. Sanchez 
Operations Manager, Central Africa Region, 
MSF – OCBA 



 LIST OF PARTICIPANTS 537 
 
 
 
 
Ms R. Scourse 
Intern, Policy and Analysis, MSF Access 
Campaign 

Mr F. Servranckx 
Vaccination Communications Lead, MSF 
Access Campaign 

Dr J. Smith 
Researcher, MSF – OCG 

Ms N. Tanskanen 
Events Officer, MSF – OCG 

Dr M. Tatay 
International Medical Secretary, MSF 
International 

Mr A. Tuzza 
Head of Mission Venezuela, MSF – OCBA 

Ms F. Voitzwinkler 
Head, EU Office, Global Health Advocates 

Dr T. von Schoen-Angerer 
Pédiatre FMH, médecine anthroposophique 
FMN/VAOAS, Centre Médical de La Chapelle 

Ms Hu Yuanqiong 
Legal and Policy Advisor, MSF Access 
Campaign 

Organisation internationale de physique 
médicale – International Organization for 
Medical Physics 

Dr M.M. Rehani 
Vice-President 

Organisation mondiale contre la Cécité – 
International Agency for the Prevention of 
Blindness 

Mr P. Ackland 
Chief Executive 

Ms Z. Gray 
Advocacy Manager 

Mr J. Trimmel 
Director, Advocacy 

Organisation mondiale contre l’Accident 
vasculaire cérébral – World Stroke 
Organization 

Ms M. Fredin Grupper 
Executive Officer 

Ms T. Jeanneret 
Liaison Officer 

Dr P. Michel 
Committee Member 

Organisation mondiale des Médecins de 
Famille – World Organization of Family 
Doctors 

Professor A. Howe 
President-elect 

Professor M. Kidd 
President 

Dr G. Manning 
Chief Executive Officer 

Dr M.L. Pettigrew 
WHO Liaison 

Organisation pour la Prévention de la 
Cécité – Organisation pour la Prévention de 
la Cécité 

Professeur S. Resnikoff 
Président 

OXFAM – OXFAM 

Ms Claire Godfrey 
Policy advisor, Oxfam 

Ms P. Gupta 
Health Program Coordinator, Oxfam 

Dr M. Kamal-Yanni 
Senior Health Policy Advisor, Oxfam 

Ms B. Kuhlen 
Global Health Policy Adviser, Oxfam 



538 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Mr S. Kumar Upadhaya 
UAEM Coordinating Committee Member, 
North America, Affiliated to UAEM 

Ms S. Lhote-Fernandes 
Health Advocacy Adviser, Oxfam 

Ms A. Marriott 
Public Services Policy Manager, Oxfam 

Ms C. Rutter 
Senior Researcher, Treatment Action 
Campaign 

Mr A. Yawa 
General Secretary, Treatment Action 
Campaign 

Pasteur International Network Association – 
Pasteur International Network Association 

Dr V. Brignol 
Project Manager, Pasteur International 
Network Association 

Dr J. Heurley 
Deputy Director, International Affairs, Institut 
Pasteur 

Dr M. Jouan 
Executive Director, Pasteur International 
Network Association 

Dr N. Khelef 
Senior Adviser, Global Affairs, Institut Pasteur 

Dr M. Van Kerkhove 
Head, Outbreak Investigation Task Force, 
Institut Pasteur 

Project ORBIS International, Inc., (ORBIS 
International) – Project ORBIS 
International, Inc., (ORBIS International) 

Ms L. Burnell 
Head, Public Relations and Communications, 
Orbis UK 

Dr J. Lord 
Global Medical Director, Orbis International 

Ms S. O’Neill 
Director, Global Strategy, Orbis International 

Ms L. Overland 
Chief Executive Officer, Orbis African NPC 

Mr G. Smith 
Director, North Asia, Orbis Beijing 

Rehabilitation International – 
Rehabilitation International 

Mr J. Monsbakken 
President 

Ms O. Toytari 
Member, Member of RI Finland 

Réseau international pour le Traitement et 
la Recherche contre le Cancer – 
International Network for Cancer 
Treatment and Research 

Mr M. Lodge 
Director 

Rotary International – Rotary International 

Dr W. Gyger 
Representative to the United Nations, Geneva 

Dr U. Herzog 
National Advocacy Adviser 

Société européenne d’Oncologie médicale – 
European Society for Medical Oncology 

Mrs G.M. Bricalli 
International Affairs Manager 

Miss M. Vyas 
Head of Public Policy 

Société internationale de Prothèse et 
Orthèse – International Society for 
Prosthetics and Orthotics 

Mr F. Kohler 
President-Elect 

Mr B. Soderberg 
Past President 



 LIST OF PARTICIPANTS 539 
 
 
 
 
Mr N.O. Tonnevold 
International Member 

Société internationale de Radiologie – 
International Society of Radiology 

Dr L. Lau 
Chairman, Quality and Safety Activities 

Société royale du Commonwealth pour les 
Aveugles – The Royal Commonwealth 
Society for the Blind (Sight Savers 
International) 

Ms L. Corbridge 
Assistant, Administration and Logistics, 
Liverpool School of Tropical Medicine 

Mrs M. De Ronghe 
Senior Programme Officer, Bill and Melinda 
Gates Foundation 

Mrs J. Fahy 
Executive Secretary, GAELF, Liverpool 
School of Tropical Medicine 

Ms H. Hamilton 
Policy Adviser, NTDs and EU, Sightsavers 

Dr M. Malecela 
Director-General, National Institute of Medical 
Research – Tanzania 

Mr S. Maud 
Consultant, Communications, Sightsavers 
International 

Mrs J. Milgate 
Director, Policy and Advocacy, Sightsavers 

Mr A.W. Mosher 
Uniting to Combat NTDs Support Centre, 
Sightsavers 

Mr M. Perkins 
Consultant, Communications, Sightsavers 
International 

Mrs T. Pooley 
Director, Uniting to Combat NTDs Support 
Centre, Sightsavers 

Mrs N. Vecchio-Sheremeta 
Project Assistant, Uniting to Combat NTDs 
Support Centre, Sightsavers 

Stichting Health Action International – 
Stichting Health Action International 

Dr G. Alcoba 
MSF Tropical Medicine and NTD Unit 

Mr T. Balasubramaniam 
Geneva Representative, Knowledge Ecology 
International 

Mr W. Bannenberg 
Public Health Consultant 

Mrs D. Barr 
Technical Officer, Global Snakebite 
Initiative/Australian Venom, Research Unit, 
University of Melbourne 

Mrs B. Bissell 
President, Snakebite Project, LLC 

Ms S. Bolton 
GSI, Communications and Advocacy Advisor 

Dr N. Brown 
Director, Global Sankebite Initiative 

Dr G. Buckland Merrett 
Senior Research Manager 

Mr F. Chappuis 
Head, Division of Tropical and Humanitarian 
Medicine, HUG 

Mr P. Chhetri 
Board Member, UAEM North America 

Dr E. Comte 

Mrs R. De Jesus-Wind 
Secretariat 

Mr P. Durisch 
Health Programme Coordinator, Berne 
Declaration 



540 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Professor A.G. Habib 
Provost College of Health Sciences, Bayero 
University 

Ms A. Howell 
Board Member, Lillian Lincoln Foundation 

Mr L. Howell 
President, KTSF, Channel 26 

Ms J. Jordan 
Executive Director, YP-CDN 

Ms I. Kataria 
Senior Research Fellow, University of Delhi, 
Global Coordinator, Young Professionals 
Chronic Disease Network 

Ms B. Klettke 
Communications 

Ms N. le Dous 
Student and European Coordinator 

Mr J. Love 
Executive Director, Knowledge Ecology 
International 

Mr V.D. Mathur 
Undergraduate Student 

Ms J. McDonald 
Graduate Student, York University 

Ms T. Mellema 
Project Officer 

Mr I. Natsis 
Policy Coordinator for Universal Access and 
Affordable medicines, European Public Health 
Alliance (EPHA) 

Ms G. Ooms 
Intern 

Ms S.H. Pereira e Silva 
National Coordinator, UAEM Br 

Ms L. Pinheiro Alves da Silva 
Technological Innovation 

Dr T. Reed 
Executive Director 

Mr J. Reid 
Documentary Producer 

Ms N. Renshaw 
Secretary-General, European Public Health 
Alliance (EPHA) 

Mrs E. ‘t Hoen 
Director, Medicines Law and Policy 

Ms R. Vasbinder 
Assistant Director 

Dr D.A. Warrell 
Emiritus Professor for Tropical Medicine, 
University of Oxford 

Mr S. Wiesen 
Director, Photography 

Dr D. Williams 
Chief Executive Officer, Global Snakebite 
Initiative/Head, Australian, Venom Research 
Unit, University of Melbourne 

The Network: Towards Unity for Health – 
The Network: Towards Unity for Health 

Professor J. De Maeseneer 
Immedicate Past-President 

The Save the Children Fund – The Save the 
Children Fund 

Ms A. Bay Bundegaard 
Director, Geneva Advocacy Office, Save the 
Children 

Ms K. Bertram 
Senior Advocacy Manager, Save the Children 

Ms D. Blanc 
Project Management Associate, Save the 
Children 

Mr O. Buston 
Global Government Relations, Jamie Oliver 
Foundation 



 LIST OF PARTICIPANTS 541 
 
 
 
 
Mr R. Clay 
Vice-President, Global Health, Save the 
Children 

Ms J. Creed 
Food Revolution Communications Manager, 
Jamie Oliver Foundation 

Ms C. Flowers 
Civil Society Network (CSN) Senior Country 
Support Adviser, Scaling Up Nutrition, Save 
the Children 

Ms M. Frank 
Head, Health Programmes, Save the Children 

Ms L. Hanna 
Senior Health Policy and Research Adviser, 
Save the Children 

Professor D. Harper 
Senior Consulting Fellow, Deputy Head 
Centre of Global Health Security, Chatham 
House 

Ms L. Kerr 
Policy Advocacy Advisor, Child Health, Save 
the Children 

Dr U. Krishnan 
Director, Emergency Health Unit (Asia and 
Pacific), Save the Children 

Mr T. Luchesi 
Advocacy Advisor, Child Survival and Health, 
Save the Children 

Mr R.K. Mahato 
Health and Nutrition Manager, Save the 
Children 

Ms F. Mason 
Senior Hunger Policy and Research Adviser, 
Save the Children 

Mr M. Myers 
Managing Director, The Rockefeller 
Foundation 

Ms C. Nenguke 
Director, Advocacy, Campaigns and 
Communications, Save the Children 

Mr S. Pooley 
Chief Director, Specialist Restaurants, Jamie 
Oliver Foundation 

Mr A. Rahmankhel 
Health Advisor, Save the Children 

Ms N. Ramirez Hernandez 
Coordinator, International Campaigns, Save 
the Children 

Mr P. Rees-Thomas 
Deputy Director Health and Nutrition Global 
Initiative, Save the Children 

Mr F. Roberts 
Adviser, Nutrition Policy and Advocacy, Save 
the Children 

Ms M. Rumsby 
Head, Hunger and Nutrition, Save the Children 

Ms M. Samai 
Young Leader and Advocate, Save the 
Children 

Ms J. Schilling 
Advocacy Manager, Save the Children 

Dr M. Shahidullah 
President, Bangladesh Paediatric Association 

Ms J. Tom-Kargbo 
Chaperone, Save the Children 

Mr P. Watt 

Global Campaign and Advocacy Director, 
Save the Children 

Mr S. Wright 
Head, Child Survival, Save the Children 

Mr R. Yates 
Senior Fellow, Chatham House 

Tropical Health and Education Trust – 
Tropical Health and Education Trust 

Mr A. Jones 
Head, Partnerships 



542 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Union internationale contre la Tuberculose 
et les Maladies respiratoires – International 
Union against Tuberculosis and Lung 
Disease 

Mrs E. Blitz 
Global Director, Conferences and Summits, 
International Union Against Tuberculosis and 
Lung Disease (The Union) 

Dr J. Carter 
President, International Union Against 
Tuberculosis and Lung Disease (The Union) 

Dr J.L. Castro 
Executive Director, International Union 
Against Tuberculosis and Lung Disease (The 
Union) 

Mr A. Espinosa 
Senior Officer, Business Development, Vital 
Strategies 

Dr L. Ferguson 
Student, International Union Against 
Tuberculosis and Lung Disease (The Union) 

Dr P. Fujiwara 
Scientific Director, International Union 
Against Tuberculosis and Lung Disease (The 
Union) 

Mr J. Girgenti 
Special Assistant, Vital Strategies 

Dr N. Hundai 
Student, International Union Against 
Tuberculosis and Lung Disease (The Union) 

Mr P. Jensen 
Policy Adviser, International Union Against 
Tuberculosis and Lung Disease (The Union) 

Dr A. Karpati 
Senior Vice-President, Public Health 
Programs, Vital Strategies 

Dr G.R. Khatri 
President, World Lung Foundation, South Asia 

Mr A. Kotov 
Associate Director, Vital Strategies 

Dr E. Latif 
Tobacco Control Director, International Union 
Against Tuberculosis and Lung Disease (The 
Union) 

Mrs S Mullin 
Senior Vice-President, Policy, Advocacy and 
Communication, Vital Strategies 

Dr N. Murukutla 
Global Director, Research and Evaluation, 
Vital Strategies 

Mr J. Oliver 
Communications Director, International Union 
Against Tuberculosis and Lung Disease (The 
Union) 

Dr R. Perl 
Director, Partnerships and Initiatives Policy, 
Advocacy and Communications, Vital 
Strategies 

Dr I.D Rusen 
Senior Vice-President, Research and 
Development, International Union Against 
Tuberculosis and Lung Disease (The Union) 

Dr D. Schraufnagel 
Member of The Union and FIRS, International 
Union Against Tuberculosis and Lung Disease 
(The Union) 

Mr D. Svenson 
Communications Manager, Vital Strategies 

Dr A. Trebucq 
Tuberculosis Expert, International Union 
Against Tuberculosis and Lung Disease (The 
Union) 

Ms M. Zander 
Global Marketing Officer, International Union 
Against Tuberculosis and Lung Disease (The 
Union) 

Union internationale contre le Cancer – 
Union for International Cancer Control 

Dr C. Adams 
Chief Executive Officer 



 LIST OF PARTICIPANTS 543 
 
 
 
 
Ms N. Alabed Alhahdi 
International Development Department 
King Hussein Cancer Foundation 

Mr Y. Amar 
Congress Coordinator 

Ms M. Auclaire 
Manager, Members and Partners 

Ms J. Beagley 
Policy Officer, NCD Alliance 

Ms K. Bleymann 
Coordinator, Advocacy 

Mr L. Boffi 
Coordinator, Membership 

Mr A. Bradstock 
Cancer Research UK 

Mr J.E. Brodier 
Director, Capacity Building 

Ms S. Chowdhury 
Chief Executive Officer, Action for M.E. 

Dr F. Contreras Rivera 
Vice-Minister, Regulation 

Ms K. Dain 
Executive Director, NCD Alliance 

Mr J. Freymond 
President, Dialogues Geneva 

Ms C. Gago 
Student 

Ms C. Guinard 
Cancer Research UK 

Ms N. Hasler 
Communications Specialist 

Dr S. Henshall 
Special Adviser 

Ms L. Holland 
Jamie Oliver Foundation 

Mr P. Holmes 
Director, Federal Relations, Global Health 

Mr L. Ishak Kayode 
Global Scholar, American Cancer Society 

Ms A. Jibreel 
Assistant to the Director 
King Hussein Cancer Foundation 

Ms P. Johns 
NCD Alliance Brazil 

Dr S. Johnson 
Senior Advocacy Manager 

Ms P. Kanayson 
Advocacy Officer, NCD Alliance 

Dr J. Khader 
Board Member 

Mr T.E. Kielland 
Special Adviser, Norwegian Cancer Society 

Dr B. King 
Global Taskforce Tobacco Free Portfolios 

Ms T. Lagarde 
Coordinator, NCD Alliance 

Mr R. Lampariello 
Head, Global Education and Training 

Mr G. Lee 
Student 

Ms M.B. Leon 
Chief Operations Officer 

Ms J. Mathieu 
Head, Congress and Events 

Ms A. Matzke 
Manager, Advocacy, NCD Alliance 

Dr R. Melsom 
Global Taskforce for Tobacco Free Portfolios 

Ms S. Michaelson 
National Cancer Institute USA 



544 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Dr M. Mikhail 
Volunteer 

Ms R. Morton Doherty 
Senior Advocacy Manager 

Ms M. Murgor 
Global Scholar, American Cancer Society 

Ms R. Nugent 
Expert Advisory Council, NCD Alliance 

Ms J. Nyandwi 
Human Resources Specialist 

Mr J. Oliver 
Jamie Oliver Foundation 

Ms M. Ovide 
Manager, Finance 

Ms C. Payne 
Global Taskforce Tobacco Free Portfolios 

Ms C. Perreard 
Communications Specialist 

Mr D. Puricelli Perin 
National Cancer Institute USA 

Mr C.A. Revkin 
Communications Specialist 

Ms A. Rojhani 
Senior Advocacy Manager, NCD Alliance 

Dr W. Rosler 
Manager, Resources 

Dr M. Samson 
Capacity Building 

Dr R. Sullivan 
Board Member 

Ms R. Tasker 
Assistant, Advocacy and Networks 

Ms P. Taylor 
Manager, Finance 

Dr J. Torode 
Deputy Chief Executive Officer 

Ms A. Trejo 
Student 

Ms N. Tripathi 
Global Scholar, American Cancer Society 

Ms V. Von der Muhll 
Head, Communications 

Ms L. Westerman 
Coordinator, NCD Alliance 

Ms F. Wilski-Jaloszynski 
Jamie Oliver Foundation 

Dr G. Zulian 
Chef, Service de médecine palliative 

Vision mondiale internationale – World 
Vision International 

Ms S. Nkrumah-Ababio 
Adviser, Child Protection and Advocacy, 
West African Region 

Ms F. Ahmad 
National Coordinator, Bangladesh White 
Ribbon Alliance 

Ms B. Bulc 
President, Global Development 

Ms M. Durling 
Adviser, Advocacy and Campaigns 

Ms C. Eardley 
Global Policy Manager, Child Health 

Ms N.S. Fomba 
Mali Representative 

Mr S.E. German 
Director, Partnerships, Innovation and 
Accountability 

Mr K.M. Guindo 
National Advocacy Coordination 



 LIST OF PARTICIPANTS 545 
 
 
 
 
Ms J. Larsen 
Adviser, Advocacy and Accountability, White 
Ribbon Alliance 

Ms C. MacDonald 

Ms C. Martinez 
Senior Adviser – UN Representation 

Ms B. McCallon 
Chief Executive Officer, White Ribbon 
Alliance 

Ms S. Munni 
Chief News Editor, News 24 (East West Media 
Group, Bangladesh) 

Ms M.H. Newsome 
Partnership Leader, Sustainable Health 

Ms A. Pantovic 
Intern 

Ms S. Schulz 

Dr M. Teklu Tessema 
Vice-President, Health and Nutrition 

Ms T. Tutnjevic 
Manager, Violence Against Children Policy 

WaterAid – WaterAid 

Ms J. Healy 
Senior Managing Director, Dentons US, 
WaterAid 

Mr D. Jones 
Advocacy Coordinator, WaterAid (UK) 

Ms A. Macintyre 
Health Adviser, WaterAid (Australia) 

Mr A. Nwafor 
Regional Advocacy Manager, WaterAid (West 
Africa) 

Miss L. Rotondo 
Director, ENVISION Project, RTI 
International, WaterAid 

Ms C. Sam Ol 
Programme Manager, WASH and Health, 
WaterAid (Cambodia) 

Ms L. Schechtman 
Director, Policy and Advocacy, WaterAid (US) 

Ms Y. Velleman 
Senior Policy Analyst, Health and Hygiene, 
WaterAid (UK) 

Miss M. Wilson-Jones 
Policy Analyst, Health and Hygiene, WaterAid 
(UK) 

World Federation of Acupuncture-
Moxibustion Societies – World Federation 
of Acupuncture – Moxibustion Societies 

Dr Dong Hongguang 
President, Association romande des médecins 
acupuncteurs 

World Hepatitis Alliance – World Hepatitis 
Alliance 

Mr D. Adda 
Executive Board Member, African Region, 
World Hepatitis Alliance 

Ms L. Capitaine 
World Hepatitis Alliance 

Mr F.C.S. Gore 
President, World Hepatitis Alliance 

Mr G. Kalamaitsis 
Executive Board Member, European Region, 
World Hepatitis Alliance 

Mr D. Lee 
Executive Board Member, Western Pactific 
Region, World Hepatitis Alliance 

Ms M. Ludmila 
World Hepatitis Alliance 

Mrs R. Peck 
Chief Executive Officer, World Hepatitis 
Alliance 



546 SIXTY-NINTH WORLD HEALTH ASSEMBLY 
 
 
 
 
Ms T. Reic 
President, European Liver Patient’s 
Association 

World Obesity Federation – World Obesity 
Federation 

Ms H. Brinsden 
Head, Advocacy and Public Affairs 

Mr N. Garnes 
Policy Officer, Institute of Alcohol Studies 

Dr M. Mwatsama 
Director, Global Health, UK Health Forum 

World Cancer Research Fund International – 
World Cancer Research Fund International 

Dr K. Allen 
Executive Director, Science and Public 
Affairs, World Cancer Research Fund 
International 

Ms S. Bösch 
Policy and Public Affairs Manager, World 
Cancer Research Fund International 

Ms A.L.M. Codling 
Head, Policy and Public Affairs, World Cancer 
Research Fund International 

Ms J. Thompson 
Advocacy Officer For Hunger, Concern 
Worldwide 

 

________________ 


	1. Opening of the Health Assembly
	2. Report of the Executive Board on its 137th and 138th sessions
	3. Address by Dr Margaret Chan, Director-General
	4. Invited speaker
	5. [deleted]
	6. Executive Board: election
	7. Awards
	8. Reports of the main committees
	9. Closure of the Health Assembly
	10. Opening of the Committee2F
	11. WHO reform
	12. Noncommunicable diseases
	18. Opening of the Committee3F
	19. Health conditions in the occupied Palestinian territory, including east Jerusalem, and in the occupied Syrian Golan
	20. Programme budget and financial matters
	21. Audit and oversight matters
	22. Staffing matters
	23. Management and legal matters
	24. Collaboration within the United Nations system and with other intergovernmental organizations
	15. Communicable diseases
	15.1 Draft global health sector strategies
	• HIV, 2016–2021
	• Viral hepatitis, 2016–2021
	• Sexually transmitted infections, 2016–2021
	15.2 Global vaccine action plan
	15.3 Mycetoma
	16. Health systems4F
	A69_R3_ASR13-en.pdf
	Introduction
	engagement: Rationale, principles, benefits and risks
	Rationale
	Principles
	Benefits of engagement
	Risks of engagement

	NON-STATE Actors
	TYPES OF INTERACTION
	Participation
	Resources
	Evidence
	Advocacy
	Technical collaboration

	MANAGEMENT OF CONFLICT OF INTEREST AND OTHER RISKS OF ENGAGEMENT
	Conflict of interest
	Due diligence and risk assessment
	Risk management
	Transparency

	Specific provisions
	Engagement where particular caution should be exercised
	Association with WHO’s name and emblem
	Secondments

	Relation OF the framework to WHO’s other policies
	Official Relations
	Procedure for admitting and reviewing organizations in official relations

	Oversight of engagement
	Non-compliance with this framework
	Implementation
	Monitoring and Evaluation of the Framework
	PARTICIPATION
	Participation by nongovernmental organizations in WHO meetings37F
	Involvement of the Secretariat in meetings organized by nongovernmental organizations
	Specific policies and operational procedures


	RESOURCES
	Specific policies and operational procedures

	EVIDENCE
	ADVOCACY
	TECHNICAL COLLABORATION
	PARTICIPATION
	Participation by private sector entities in WHO meetings41F
	Involvement of the Secretariat in meetings organized by private sector entities

	RESOURCES
	EVIDENCE
	ADVOCACY
	TECHNICAL COLLABORATION
	PARTICIPATION
	Participation by philanthropic foundations in WHO meetings47F
	Involvement of the Secretariat in meetings organized by philanthropic foundations
	Specific policies and operational procedures


	RESOURCES
	Specific policies and operational procedures

	EVIDENCE
	ADVOCACY
	TECHNICAL COLLABORATION
	PARTICIPATION
	Participation by academic institutions in WHO meetings
	Involvement of the Secretariat in meetings organized by academic institutions
	Specific policies and operational procedures

	RESOURCES
	Specific policies and operational procedures

	EVIDENCE
	ADVOCACY
	TECHNICAL COLLABORATION




