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I. IMPROVING TECHNICAL COOPERATION AMONG 
DEVELOPING COUNTRIES 

1. Most developing countries, especially the least developed among the developing countries (LDCs)，are 
facing increasing difficulties in coping with social problems, both old and new. With increasing inequity and 
poverty, large, already poor populations are facing further deterioration of their health status. In order to 
rectify this situation, countries are developing strategies to alleviate poverty and its consequences. However, 
countries often do not share their capabilities with other countries facing similar problems. Technical 
cooperation with international organizations is also under severe criticism for failing to tackle key problems 
such as the necessity of sustainability and "ownership" by countries of development activities and, in general, 
for following "supply-driven" patterns which, instead of promoting self-reliance, have often generated greater 
dependency. 

2. Within the above context, technical cooperation among developing countries (TCDC) assumes more 
relevance as it implies collaboration between two or more developing countries for social and economic 
development. The United Nations, subsequent to its Conference on Technical Cooperation among Developing 
Countries (Buenos Aires in 1978)，has considered TCDC as a vital force in promoting solidarity and 
collaboration among developing countries for achieving sustainable development through individual and 
collective self-reliance. In 1993 WHO and UNDP held an interregional consultation on TCDC in health in 
Jakarta, which reviewed current practices in TCDC in health, and proposed the full integration of TCDC 
within the mainstream of health-for-all activities. 

3. WHO has continued to support TCDC, especially at the country level. In Africa, interesting activities 
have included WHO-trained facilitators from Ghana and Guinea-Bissau providing technical assistance to 
strengthen health management at district level in Sierra Leone and Guinea; and following a WHO workshop 
on aid negotiation, in which Zambia and Sierra Leone participated, the Government of Zambia invited a 
representative of the Ministry of Health of Sierra Leone to accompany its delegation to Washington DC for 
the negotiations for a World Bank sectoral loan. In the Americas, important political initiatives at the 
regional level (Summit of The Americas), and at subregional level, are providing a policy and operational 
framework for РАНО to further catalyse TCDC. In South-East Asia, well-focused priority areas for TCDC 
development have been determined by the countries, and regional efforts have been initiated to promote the 
concept, ensure information and specify needs. The Regional Office for the Eastern Mediterranean has 
catalysed the exchanges of experience between 11 poor countries for the adaptation and implementation of 
a "basic minimum needs" (integrated community development) approach, as well as promoting a TCDC 
initiative among seven Gulf countries (which have already achieved poliomyelitis-free status). The Regional 
Office for the Western Pacific has given support to the exchange of expertise among countries working in 
the same field, such as the initiative in health economics and financing linking China, Republic of Korea and 
Viet Nam. 

4. The non-aligned movement (NAM) has been the strongest political advocate of TCDC at the 
international level. In this context, WHO has provided technical and operational support to the health 
secretariat of NAM，and in particular to its meetings of ministers. In 1995，the ministers of health met during 
the Forty-eighth World Health Assembly to discuss "Poverty and its effects on health: alleviation of poverty 
through TCDC and health intervention". These important issues are also central in the agenda adopted by 
the Summit of Heads of States of NAM in Cartagena, Colombia in October 1995. The Summit called for 
an international network of solidarity against poverty (including measures for health and education), as well 
as for global environmental protection and the fight against international drug trafficking. This provides a 
unique opportunity to include TCDC in health within the broader framework of human development, and 
stresses the relevance of the primary health care strategy in the alleviation of poverty. 
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5. In the new international context characterized by integration and "globalization", the international 
organizations, as well as the countries of the developed and developing world, are asked to play a vital role 
in facilitating resources in order to catalyse TCDC. This type of collaboration also implies a new form of 
solidarity and commitment among all developed and developing countries, where the latter take the initiative. 
The United Nations and, particularly, WHO have to play a crucial role in this cooperation by catalysing and 
disseminating the concept of TCDC, and monitoring and reporting on the process, as practised in the 
countries. WHO leadership in the identification of specific and "hidden" needs and opportunities, promotion 
of the participation of others, such as other development agencies, nongovernmental organizations and the 
private sector, and the definition of processes for collaboration, such as joint ventures, consortia, umbrella 
agreements, would facilitate much greater utilization of TCDC in overcoming the obstacles to health 
development, particularly in countries and among peoples in greatest need. 
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II. MONITORING OF PROGRESS IN THE IMPLEMENTATION OF 
STRATEGIES FOR HEALTH FOR ALL BY THE YEAR 2000: 

REVISED LIST OF INDICATORS 

1. In May 1981, the Thirty-fourth World Health Assembly adopted the Global Strategy for Health for All 
by the Year 2000，which includes a short list of indicators for global monitoring and evaluation of the 
strategy. By implication countries, individually as well as collectively, in regional groupings, are committed 
to using at least these indicators and providing the necessary information on them (Health-for-All Series 
No. 3，page 74). 

2. In 1989，the Health Assembly requested the Executive Board to review the global indicators (resolution 
WHA42.2) and a revised list was endorsed by the Board in 1990 (resolution EB85.R5). In the same Board 
resolution, Member States were requested "to use these indicators, as a minimum, for the monitoring and 
evaluation of their national strategies, and particularly for the 1990-1991 second evaluation round", it being 
understood that countries and regions might use additional indicators in keeping with their various needs and 
capacities. 

3. In this context, a core list of Indicators and subindicators was prepared for the third monitoring, 
essentially the same as those used for the second evaluation, together with additional indicators considered 
relevant for understanding some of the issues raised in earlier monitoring and evaluation activities carried out 
by Member States. 

4. When the third monitoring report was reviewed by the Health Assembly in May 1995，several delegates 
called for simplification and rationalization of the monitoring and evaluation process. A plan of action 
contained in the report to the Health Assembly (document A48/4) proposed that a revised list of indicators 
be submitted to the Executive Board in January 1996. 

5. To this end extensive consultation was undertaken with regional offices and technical programmes at 
headquarters, which led to the elaboration of a proposal for a revised set of indicators and simplified 
procedures. This proposal was reviewed by an interregional meeting with national and regional participation 
in September 1995. The revised list of indicators will be made available to members of the Board and will 
be communicated to the Member States in the common framework for the third evaluation (1996-1997). 

6. In the meantime, work has begun on renewing the health-for-all strategy as called for in resolution 
WHA48.16. The resolution requests the Director-General, inter alia, "to take the necessary steps for renewing 
the health-for-all strategy together with its indicators ..." and "to ensure convergence of all relevant work 
carried out on the subject at all levels of the Organization". Further development of indicators will take place 
as part of the process of renewing the strategy. 
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III. STRENGTHENING NURSING AND MIDWIFERY 

1. This report examines progress in implementing resolution WHA45.5 on "Strengthening nursing and 
midwifery in support of strategies for health for all", adopted in May 1992. Since no systematic data on 
nursing and midwifery were collected before 1992, there is no firm basis for comparisons with the period 
before adoption of the resolution. There is now systematic data collection, providing a reliable basis to assess 
further progress. 

2. The major thrust in the period 1992-1995 has been to strengthen the role of nursing and midwifery for 
effective and efficient delivery of basic health care services. With support from the Danish and Swedish 
Governments, a nurse and a midwife have been added to the staff of the Nursing unit. The Director-General 
has provided for a second secretarial post and additional operational funds. The unit's work has also been 
strengthened through the advice and support of the Global Advisory Group on Nursing and Midwifery. 

3. A Headquarters Coordinating Committee on Nursing and Midwifery has been established to ensure that 
nursing and midwifery are also taken into account in policy formation and programme planning; a 
subcommittee reviews all new professional post descriptions to encourage adaptation of titles and educational 
requirements to include fields other than medicine. So far, 131 posts have been reviewed and 54 changed. 

4. Demands on the Nursing unit have steadily increased as countries take steps to implement resolution 
WHA45.5. Special projects have included the development of information systems for management of health 
personnel, intercountry workshops on nursing leadership in health development and on research, and funding 
of three research projects on various aspects of nursing services in Member States. The plans and research 
tasks were favourably reviewed by the Advisory Committee on Health Research. The unit also collaborates 
with the International Council of Nurses, the International Confederation ofMidwives, other nongovernmental 
organizations and the International Labour Organisation, undertakes extensive consultations and advocacy, 
and coordinates the work of WHO divisions as it relates to nursing and midwifery. 

5. Since 1992，Member States have increased their requests for assistance from regional nursing units in 
further developing nursing and midwifery. Regional projects have concentrated on development of 
management skills among nurses and midwives; development of national action plans; strengthening of 
primary health care and safe motherhood services; nursing and midwifery education; reinforcement of the 
role of nurses and midwives in health policy and planning, and appropriate legislation. Work with the 31 
WHO collaborating centres for nursing and midwifery development is aimed at improving the quality of 
nursing and midwifery practice, management, education and research in Member States. 

6. Progress in strengthening nursing and midwifery in the 190 WHO Member States was evaluated in 1995 
by a survey on the eight priority areas delineated by resolution WHA45.5; 136 Member States (61%) 
responded; 50% reported that since 1992，they had assessed future needs for nursing services; 36% had 
assessed needs for midwifery services; 48% and 31% had assessed the current deployment and utilization 
of nurses and midwives, respectively, and 43% had studied nursing and midwifery roles in relation to 
changing health care needs and to the roles and functions of other providers. 

7. Countries which had completed assessments reported increasing demands for services, shortages of 
personnel and often inadequate or inappropriate use or deployment of personnel. However, a third (35%) had 
developed a written national action plan for nursing, and 23% a plan for midwifery. A third (31%) reported 
increases in research on the contribution of nurses and midwives to health care delivery. Others reported a 
variety of concrete measures to strengthen nursing and midwifery, summarized below. 
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8. In order to strengthen the leadership of nurses and midwives, over half (58%) of Member States 
reported increases in management and leadership training, and 44% had enacted or reviewed legislation aimed 
at ensuring high-quality nursing services and education (24% had done so for midwifery). 

9. Changes in education are among the most important developments since the passage of resolution 
WHA45.5: 59% of Member States had reviewed the quality of basic nursing/midwifery education since 1992, 
and 52% had improved continuing education; 42% had strengthened postgraduate education; 55% and 42% 
had strengthened the primary health care content in curricula for nurses and midwives, respectively. A 
number of countries had made completion of secondary education a requirement for admission to nursing 
school, and 43% indicated that access to university education for nurses and midwives had increased. Only 
22% reported increases since 1992 in the number of fellowships for basic and post-basic education. While 
nurses and midwives constitute approximately 50% of the health workforce, only 4% of WHO fellowships 
have been awarded to nurses and midwives. 

10. Poor salaries and limited career opportunities are reported alongside shortages of nursing and midwifery 
personnel. While 35% of Member States report increases in salary and benefits since 1992, several countries 
note that because of financial crises nurses were not paid at all for months on end. Forty per cent of 
countries reported improved career opportunities, and 41% reported increases in the number of budgeted posts 
for nurses and midwives. 

11. Various efforts to include nurses and midwives in policy development were reported: 49% of Member 
States said the contributions of senior nurses and midwives to policy had increased. Only 23%, however, had 
a nursing unit in the ministry of health and only two-fifths (43%) had a chief nursing officer at ministry level. 
However, some countries had a focal point for nursing or midwifery. 

12. While the survey data show progress at country level, there is a need for far more action to strengthen 
nursing/midwifery development if this cost-effective workforce is to play a decisive role in improving the 
coverage and quality of health care services to people and especially to the populations in greatest need. 

13. To conclude, since 1992 nurses and midwives have become more visible in WHO and recognition of 
their roles in strategies for health for all has increased. In spite of this, the overall number of filled WHO 
nursing/midwifery posts has decreased by 40% since 1991 from 47 (1991) to 28 in 1995. WHO has 
cooperated with many Member States to ensure progress in the areas covered by resolution WHA45.5. Much, 
however, remains to be done. In efforts to further develop nursing and midwifery, it is crucial to avoid 
fragmented approaches, which are likely to waste scarce resources without achieving desired results. A 
comprehensive approach will require the evaluation of health care needs, the development of national human 
resources policy and, within that framework, coordinated measures to ensure appropriate legislation and 
strengthen nursing and midwifery practice, education and management. Only then will the coverage and 
quality of health care services show genuine improvement. 

14. A more detailed report on implementation of resolution WHA45.5 is provided in EB97/INF.DOC./2, 
and a complete report is provided in document WHO/HRH/NUR/95.2, available upon request. 
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IV. REVISED DRUG STRATEGY 

RATIONAL USE OF DRUGS AND ACTION PROGRAMME ON ESSENTIAL DRUGS 

1. Despite the efforts of Member States and WHO, the world drug situation remains characterized by a 
polarization of those with reliable access to essential drugs, who are mainly in developed countries, and those 
with little or no such access, who are mostly in developing countries. 

2. Population growth and the rising incidence of tuberculosis, AIDS and other diseases are putting further 
pressure on already inadequate drug supply systems. Demand is growing while public and community 
resources are decreasing or static. The private sector is increasingly taking over parts of the drug supply 
system. The challenge, therefore, is to help countries make the best use not only of limited public funds but 
also of private sector resources. More data are needed to determine which methods of drug financing enhance 
or diminish people's access to essential drugs in developing countries. 

3. As free market economies expand and privatization grows, many countries urgently require new and 
enforceable drug legislation to meet the changing situation. 

4. Education and training programmes to ensure technical efficiency and management capacity at national 
level are crucial to the successful implementation of national drug policy but are frequently neglected. 
Countries also need to tackle the problems of salaries and career development in the public sector, the 
inadequacy of which is a major contributory factor to staff shortages and low performance levels. 

5. There continues to be an imbalance between commercially produced drug information and independent, 
comparative, scientifically validated and up-to-date information on drugs for prescribers, dispensers and 
consumers. Systems for the monitoring of ethical criteria for drug promotion have to be introduced in most 
countries. Those exporting drugs to developing countries have an ethical responsibility to ensure that drug 
information, safety and quality meet the standards of the country of origin. 

6. The growing number of partners in the pharmaceutical sector requires close coordination if activities 
are to be complementary and not to conflict or overlap. Inappropriate drug donations whether as emergency 
or other bilateral aid continue to be a cause of concern. 

7. In 1981 the Action Programme on Essential Drugs was established to provide operational support to 
countries in the development of national drug policies based on essential drugs programmes and to work 
towards the rational use of drugs. In 1985 WHO convened a Conference of Experts on the Rational Use of 
Drugs in Nairobi. The Director-General's report of this conference and WHO's revised drug strategy were 
endorsed by resolution WHA39.27. Main points of the strategy were: to support governments in formulating 
and implementing national drug policies and action programmes on essential drugs; to expand normative 
functions; to intensify dissemination of information; to promote better training of health personnel; and to 
promote collaborative research. 

8. Direct country support is the highest priority of the Action Programme on Essential Drugs. The number 
of countries requesting assistance is rapidly increasing. Technical and financial cooperation has been provided 
to some 60 countries. National workshops on strategic planning have been held in 10 countries. 

9. Underlying the Programme's country support is the development of practical tools and training 
materials, based in turn on operational experience. 

10. Country-specific research projects on subjects determined by local needs have been included in many 
national programmes. In global research, the fmalization of indicators for monitoring national drug policies 
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is a major priority. Research on the impact of a greater private sector on drug supply and on the use of the 
WHO Certification Scheme on the Quality of Pharmaceutical Products Moving in International Commerce 
are also important elements. 

11. Close working relations and technical partnerships continue with bilateral agencies, other organizations 
of the United Nations system, nongovernmental organizations and academic institutions. Links between 
neighbouring countries are promoted and 10 intercountry seminars or workshops have been held. Action 
plans have been adopted for interregional, regional and subregional cooperation. Technical cooperation 
among countries has received support to strengthen local production facilities and to promote the use of 
regional quality control laboratories. 

12. The Action Programme continues to provide strong leadership in promoting the essential drugs concept 
as a technically sound and realistic approach to rationalizing drug supply systems and to making drugs 
accessible to the whole population. It will be important to maintain its coordinating and advocacy role, 
globally, at regional and at country levels, at a time when many new actors are entering the pharmaceutical 
sector. The Programme continues its proactive information strategy. 

13. Sixty countries have, or are in the process of formulating and implementing, a national drug policy, 
and 120 countries now have an essential drugs list. The target set for the year 2000，by which at least 85% 
of the world's population will have access to essential drugs, will only be reached if policy-makers 
demonstrate their continued political will to make access to and availability of the most essential drugs a 
priority within their national health care system. 

14. Member States must commit themselves to the development and implementation of national drug 
policies to ensure equitable access to essential drugs; to intensify efforts to promote the rational use of drugs; 
to enhance regulatory and quality control mechanisms; to control unethical marketing and inappropriate 
donations of drugs; and to strengthen support for the work of the Action Programme. 

ROLE OF THE PHARMACIST 

15. Resolution WHA47.12 called upon pharmacists and their professional associations to support WHO's 
policies as embodied in WHO's revised drug strategy and develop the profession at all levels, to provide 
informed and objective advice on medicines and their use to the public, and to provide technical advice to 
other health professionals, health planners and policy-makers. It also urged Member States to make full use 
of the expertise of the pharmacist at all levels of the health care system, particularly in the development of 
national drug policies, including regulatory control and quality assurance systems. 

16. Resolution WHA47.12 has attracted widespread interest within governments and the pharmacy 
profession. It has served as a catalyst in stimulating activities at regional and national level in both developed 
and developing countries. Tangible progress has been made in making the pharmacist a focus for collating 
and providing information on drugs both to the health professions and to consumers. 

17. Progress is also being made, in collaboration with the International Pharmaceutical Federation, in the 
development of the World Directory of Schools of Pharmacy and other two-way channels of information that 
will assist in disseminating global policy and in monitoring the implementation of the resolution. 

18. Training of officials and advice in implementing WHO Guiding Principles for Small National Drug 
Regulatory Authorities and the WHO Model Software Package for drug regulatory activities have helped 
Member States to develop drug regulatory and pharmaceutical services. 
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19. The urgency of full implementation of the resolution has not diminished since it was adopted. 
Assurance of the quality of medicines from manufacture to ultimate use is becoming more widely perceived 
as fundamental to an acceptable standard of health care. The existence of spurious or counterfeit drugs 
frequently labelled as life-saving antibiotics not only puts individual patients at serious risk, but also favours 
the emergence of drug-resistant pathogens. There are no short cuts to effective drug regulation, and 
pharmacists have a crucial role in providing the surveillance necessary to assure the quality of medicines. 
Many governments have to recognize the urgency of setting up or upgrading their regulatory authorities and, 
in doing so, attracting staff of appropriate calibre and having the necessary experience. These staff should 
be familiar with and make use of existing WHO recommendations and mechanisms to assure the quality of 
pharmaceutical products, and particularly the WHO Certification Scheme on the Quality of Pharmaceutical 
Products Moving in International Commerce. 
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V. REPRODUCTIVE HEALTH 

1. The Executive Board, at its ninety-fifth session in January 1995，adopted resolution EB95.R10， 
endorsing "a conceptual and strategic framework for reproductive health, in the context of primary health care 
including family health", as presented in the report of the Director-General to the Board,1 and requesting that 
this framework be "incorporated in a comprehensive, unifying strategy for action and research in reproductive 
health". The Director-General accordingly presented a report to the Forty-eighth World Health Assembly in 
May 1995,2 outlining WHO's role in a global strategy for reproductive health. This global strategy, WHO's 
role in which was endorsed by resolution WHA48.10, provides the framework for WHO's part in the 
Programme of Action of the International Conference on Population and Development (ICPD) (Cairo, 
September 1994)，in accordance with United Nations General Assembly resolution 49/128, operative 
paragraph 22 of which requests the specialized agencies and all related organizations of the United Nations 
system to review, and, where necessary, adjust their programmes and activities in line with the Programme 
of Action. 

2. In resolution EB95.R10 the Board also underlined "the need for close collaboration with other agencies 
of the United Nations system to provide international support for reproductive health", and requested the 
Director-General "to report to the Economic and Social Council and the General Assembly on the continued 
high priority given by WHO in the area of reproductive health ..."• Accordingly, the Director-General 
presented a report to the Council at its substantive session in July 1995 and to the Second Committee of the 
General Assembly, describing action taken by WHO to implement the ICPD Programme of Action. 

3. Resolution EB95.R10 also requested the Director-General to report to the Executive Board at its ninety-
seventh session in January 1996 "on the measures taken for the implementation of the strategy for 
reproductive health at national, regional and global levels". At national level, an increasing number of 
countries are preparing national plans of action in reproductive health that reflect the principles laid down 
in the global strategy, in particular those of a greater involvement of people in their own health care, a more 
comprehensive multisectoral approach and greater integration of services, greater emphasis on quality of care 
and the involvement of communities and users of services in the design, implementation and evaluation of 
services, and greater attention to underserved groups. An increasing number of countries have developed 
plans of action for implementation of the "mother-baby package" - WHO's combined interventions for 
maternal and newborn health - which includes basic components for reproductive health, such as family 
planning and prevention and treatment of sexually transmitted diseases, focusing on the pregnant woman and 
the newborn. 

4. All six regional offices have taken steps to implement the global strategy in the countries in their 
regions, including regional reviews of needs and action in adolescent health. The Regional Offices for South-
East Asia and the Western Pacific are holding intercountry workshops on reproductive health in late 1995, 
to share the experience of programme managers in the regions in planning and implementing reproductive 
health strategies at country level. Those for Africa and the Eastern Mediterranean will have held intercountry 
workshops on implementation of the "mother-baby package" at country and district level in preparation for 
a more comprehensive reproductive health approach. Countries in southern Africa have formed a network 
on reproductive health, recognizing that they share many challenges and problems; and, as they have 
collaborated in WHO and other organizations for different aspects of reproductive health research and 
programme development, they can accelerate progress by seeking joint solutions and sharing resources. One 
specific project in which WHO is working with the network is the harmonization and further development 
of methods for the assessment of reproductive health needs for countries. Participants in the sessions of the 

1 See document EB95/1995/REC/1, Annex 15. 
2 See document WHA48/1995/REC/1, Annex 2. 
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РАНО Directing Council/Regional Committee for the Americas and of the Regional Committee for the 
Western Pacific, respectively, discussed regional implementation of the reproductive health strategy as a 
specific item on their agendas. The latter adopted resolution WPR/RC46.R15 emphasizing the need to 
provide information to men and women and the means for them to "experience a healthy, safe and rewarding 
reproductive process", together with the improvements needed in training of health workers to permit greater 
quality of care. The efforts in reproductive health in the European Region have focused on the needs of 
central and eastern European countries, especially in family planning and in reducing abortion and 
strengthening perinatal services in order to decrease maternal mortality. 

5. At global level, the focus has been on the four areas in the global strategy,1 namely advocacy, research, 
normative functions, and technical cooperation with Member States. In practical operational terms, the focus 
has been on strategies and activities to promote development of healthy relationships, realization of child-
bearing intentions, including number and timing of children, and prevention of and care for disease and injury 
related to reproduction and sexual health. The Fourth World Conference on Women held in Beijing in 
September 1995 provided a unique opportunity for the Organization, as requested by the Health Assembly, 
to contribute strongly to global advocacy for women's health, including reproductive health. Global research 
activities are increasingly being oriented towards a more comprehensive and integrated approach to 
reproductive health, as illustrated by a series of meetings and other activities to ensure that women's needs 
and views are systematically included in the process of defining research priorities, and to review available 
data on women's and men's needs and views regarding fertility regulation methods and services, in order to 
determine priority areas for research and changes in service delivery. Efforts are being made to broaden the 
normative work of WHO in reproductive health to deal with all its aspects. Examples include the "mother-
baby package", mentioned above, and the preparation of guidance on "Achieving reproductive health for all".2 

The main priority in technical cooperation is to assist Member States to translate the concept of reproductive 
health into concrete programme action. An example is the development of methods for assessment of 
reproductive health needs for countries, mentioned in paragraph 4. 

6. Several mechanisms have been established to facilitate interagency collaboration in implementing the 
global reproductive health strategy, reflecting the ICPD Programme of Action. WHO participates in the 
interagency task force on ICPD follow-up, and is the lead agency for the task force's working group on 
reproductive health. Having provided "Guidelines on reproductive health for United Nations Resident 
Coordinators", the working group has been requested by the task force to continue to meet regularly in order 
to monitor new developments and emerging needs in the ever-changing field of reproductive health. 

7. The UNFPA-funded Technical Support System has broadened its range in family planning and 
population to include greater emphasis on reproductive and sexual health, including family planning. WHO's 
role at headquarters and regional level, aided by a number of UNFPA-funded posts, is to provide technical 
back-up for country support teams and national staff in the area of reproductive health. Regular high-level 
meetings between UNFPA and WHO are being set up to facilitate coordination and collaboration on 
reproductive health. WHO and UNICEF have been working on joint guidelines for countries on a variety 
of aspects of reproductive health, such as indicators for monitoring progress in reducing maternal mortality. 
A joint WHO/UNFPA/UNICEF study group on programming for adolescent health is being held in 1995. 

8. Resolution WHA48.10, in addition to endorsing the role of the Organization within the global 
reproductive health strategy, requested the Director-General "to continue his efforts to increase the resources 
for strengthening reproductive health in the context of primary health care, including family health". As part 
of the 5% shift in the WHO programme budget to priority areas, reproductive health will receive a substantial 
increase in regular budget funds in 1996-1997. 

1 Document WHA48/1995/REC/1, Annex 2. 
2 Document WHO/FHE/95.6. 
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9. The resolution also called for "a more coherent approach to reproductive health in priority setting, 
programme development and management" within WHO, and requested the Director-General "to develop a 
coherent programmatic approach for research and action in reproductive health and reproductive health care 
within WHO to overcome present structural barriers to efficient planning and implementation ... in close 
consultation with Member States and interested parties". As a first step in responding to resolution 
WHA48.10, the Director-General has brought together, under an Executive Director, the three divisions 
dealing most directly with family and reproductive health, namely the Special Programme of Research, 
Development and Research Training in Human Reproduction, the Division of Family Health, and the Division 
of Diarrhoeal and Acute Respiratory Disease Control. The association of WHO programmes for reproductive 
health and promotion of the overall health and development of children, adolescents and women is an 
important step in a more integrated approach linking health and human development with efforts to meet the 
special needs for reproductive health at different points in the life-cycle. This holistic concept of the health 
of people and families and their reproductive health needs will help better to orient health and related services 
and will prove more cost-effective in the long run. 

10. A consultative process has begun to review current priorities and activities in family and reproductive 
health in order to reorganize and reformulate programmes and introduce new mechanisms for integration, 
improved and coherent programme development and management. The new configuration of programmes 
will respond to the differing reproductive health needs as they change through life, and strengthen the capacity 
of services to meet these needs through training, coordination and integration. Research will help to meet 
the needs for integrated and effective approaches, bearing life-cycle differences in mind. 

11. A meeting of interested parties, organized by WHO, is planned in December 1995 to provide an 
opportunity for discussion with representatives from Member States, nongovernmental organizations active 
in the field, and other organizations of the United Nations system on WHO's plans (1) to develop a 
reproductive health programme that will meet priority reproductive health needs of young people, women, 
men and families, in close collaboration with UNAIDS, in order to ensure a coherent response in programme 
activities for Member States; and (2) to formulate a coherent child health and development programme that 
will meet many of the related needs of children in a more holistic manner. Finally, the meeting will enable 
countries and a variety of other partners to participate in the reformulation of WHO's work in family and 
reproductive health. The Executive Board will be informed of the outcome of the meeting during its ninety-
seventh session. 

12 
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VI. OCCUPATIONAL HEALTH 

1. The Thirty-third World Health Assembly, in resolution WHA33.31, requested the Director-General to 
strengthen efforts to improve health at work, and to further develop the WHO programme of action on 
workers' health. The promotion of health and safety at work was also stressed in the Rio Declaration 
emerging from the 1992 United Nations Conference on Environment and Development, and in the conclusions 
of the 1995 World Summit for Social Development. 

2. Approximately 45% of the world's population make up the global workforce. This group sustains the 
economic and material basis of society which is thus crucially dependent on its working capacity. Hence, 
occupational health and the well-being of working people are not only prerequisites for productivity but are 
of the utmost importance for overall socioeconomic and sustainable development. 

3. The workplace is often a hazardous environment. Occupational health and safety hazards are common 
in many economic sectors and affect large numbers of workers. Some 120 million accidental injuries with 
200 000 fatalities resulting from work-related hazards, and up to 157 million new cases of occupational 
diseases and other illnesses caused by various exposures at work occur each year in the world. 

4. The structure of economies is rapidly changing with the advent of new technology, new divisions of 
work and new trends in the social environment. In response to these changes and in order to meet emerging 
challenges, the global network of WHO collaborating centres for occupational health, comprising 52 national 
institutions in 37 countries (both developing and industrialized), was established. At its second meeting in 
Beijing in 1994，a global strategy for occupational health for all was drawn up, with full involvement of 
WHO and other international agencies and organizations concerned. Details of the strategy are contained in 
document WHO/OCH/95.1, available on request. 

5. On the basis of a situation analysis using available indicators, the global strategy identifies the most 
evident needs for improvement of occupational health and safety, including priority areas at national and 
international levels, and lists the following major objectives for action: 

(1) Strengthening of international and national policies for health at work and developing the 
necessary policy tools 

Major traditional as well as new occupational health needs related to rapid changes in economic 
structures, technologies and demography should be taken into consideration in developing public 
policies. Countries should prepare and implement an occupational health promotion programme with 
appropriate legal and other provisions, and develop the necessary infrastructure for its implementation 
as part of integrated community health services. Occupational health programmes should be considered 
essential components of socioeconomic development. 

(2) Development of a healthy work environment 

Achievement of the targets for equity in health stipulated in the WHO health-for-all strategy 
requires intensive action to ensure better work environments in virtually every country. Most hazardous 
conditions at work can in principle be avoided and primary prevention is stressed as the most cost-
effective strategy for their elimination and control. Criteria and actions for the establishment of healthy 
and safe work environments that are conducive to physical, mental and social well-being should be 
considered. 
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(3) Development of healthy work practices and promotion of health at work 

The development of healthy work practices requires knowledge of health hazards at work and of 
ways to mitigate or avoid them. Health promotion aimed at introducing healthy lifestyles together with 
a healthy work environment should be effectively undertaken. Combined effects of lifestyle risk factors 
and occupational risk factors should be avoided. Health promotion should be a component of 
occupational health programmes. 

(4) Strengthening of occupational health care and services 

The emerging problems of occupational health call for the further development and strengthening 
of occupational health care and services as an integral component of community health services for all 
workers in all sectors of the economy. Full coverage of the working population by multidisciplinary 
occupational health services within the framework of national health systems should be made the 
ultimate objective of the national programme on occupational health in every country. 

(5) Establishment of appropriate support services for occupational health 

Effective occupational health practice requires input from expert advisory and analytical services 
of occupational hygienists, ergonomists, psychologists, safety engineers and toxicologists; and these 
services should be made available within the framework, for example, of a national institute of 
occupational health or other national centre. 

(6) Development of occupational health standards based on scientific risk assessment 

To ensure basic levels of health and safety at work, standards are needed which are derived from 
scientific risk assessment and specify safe levels of various exposures and other conditions of work. 
Standard-setting should be a task included in national programmes on occupational health. Standards 
also serve as a reference for assessing the results of work environment monitoring, and provide 
guidelines for planners. 

(7) Development of human resources for occupational health 

Occupational health is a broad expert activity that utilizes the basic knowledge of several 
disciplines. Training curricula for the professions concerned should be modified to correspond to the 
new conditions working life. There is a universal need for training in occupational health at all levels. 

(8) Establishment of registration and data systems, development of information services for 
experts, effective transmission of data and raising of public awareness through public 
information 

Determination of health impact in work-related hazards analysis, establishment of trends in 
occupational health, and definition of priorities at national and local levels, all require an effective 
surveillance system on occupational health, with national statistics. Awareness of the needs and 
objectives of occupational health among the public at large, decision-makers, politicians, employers and 
workers is of the utmost importance for ensuring that the necessary political decisions and practical 
measures are taken. 

(9) Strengthening of research 

Research is a crucial requirement for administration and planning, training and education, risk 
identification, assessment and practice in occupational health. 
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(10) Development of collaboration in occupational health with other organizations 

Successful implementation of the global strategy for occupational health for all requires close 
collaboration between WHO, other United Nations bodies, especially ILO, and including UNEP, UNDP 
and other intergovernmental and nongovernmental organizations such as the European Union, the 
International Commission on Occupational Health and the International Occupational Hygiene 
Association. Within WHO, close collaboration will be maintained with the programmes on chemical 
safety, communicable and noncommunicable diseases, environment and health, and health promotion， 
in particular. 

6. The global strategy highlights the need for system-wide action in view of the occupational health 
situation in the world, the major impact of work on health, and the continuous transformations taking place 
in working life. Against this background, it presents principles of modern occupational health and identifies 
the international and national action needed for global development of occupational health. 
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VII. TOBACCO OR HEALTH 

1. In May 1995 the Forty-eighth World Health Assembly adopted resolution WHA48.11 requesting the 
Director-General: 

(1) to report to the Forty-ninth World Health Assembly on the feasibility of developing an 
international instrument... on tobacco control ...，• 

(2) to inform the Economic and Social Council of the United Nations of this resolution; 

(3) ... to submit to the Forty-ninth World Health Assembly a plan of action for the tobacco or health 
programme for the period 1996-2000. 

2. Document EB97/INF.DOC./4 responds to resolution WHA48.11 with respect to an international 
instrument on tobacco control. 

3. The Director-General drew the attention of the Economic and Social Council of the United Nations to 
resolution WHA48.11, and "tobacco or health" was again discussed during the substantive July session of the 
Council, where resolution E/l995/63 on "tobacco or health" was adopted by the Council on 28 July 1995. 
This resolution recognized that several United Nations organizations, agencies and offices have implemented 
resolution WHA46.8, banning the use of tobacco within United Nations system buildings; and encouraged 
any other body of the United Nations system that had not yet done so to consider implementing resolution 
WHA46.8 before the end of 1995. It also encouraged organizations of the United Nations system to respond 
to the requests of the United Nations system focal point for further action to eliminate the negative impact 
of tobacco. The Secretary-General of the United Nations is requested to report to the Economic and Social 
Council at its substantive session in 1997 on progress made by the United Nations system focal point in the 
implementation of multisectoral collaboration on "tobacco or health". 

4. Considering that the plan of action of the tobacco or health programme for 1988-1995 is coming to an 
end, and in response to the mandate given by the Forty-eighth World Health Assembly, a plan of action for 
the tobacco or health programme for the period 1996-2000 is set out in EB97/FNF.DOC./3. It covers the 
continuation of the appropriate activities from the previous plan, that is, for the following three main areas: 

-supporting national and international tobacco control programmes; 

-advocacy and public information; 

-research and information centre. 
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VIII. PREVENTION AND CONTROL OF IODINE DEFICIENCY DISORDERS 

1. In 1990，the Health Assembly was the first world body to urge the international community to eliminate 
iodine deficiency disorders (IDD) by the year 2000. A significant acceleration of national and international 
action had already begun by the mid-1980s when WHO, UNICEF, and the International Council for the 
Control of Iodine Deficiency Disorders (ICCIDD) convened meetings for this purpose in all regions. 
Following the Health Assembly's call for action in 1990，global awareness and action was substantially 
strengthened by endorsement of the end-of-decade goal by the World Summit for Children (1990) and the 
Montreal Policy Conference on Micronutrient Malnutrition (1991). 

2. The World Declaration and Plan of Action adopted by the International Conference on Nutrition (1992), 
and endorsed in its entirety by the Forty-sixth World Health Assembly (1993), reaffirmed the goal of IDD 
elimination. It also provided strategic guidance, including emphasis on salt iodization. Recognizing the 
triumph that achieving the goal would constitute, WHO, in collaboration with UNICEF and ICCIDD, has 
vigorously striven to provide up-to-date technical guidance and programme support to Member States and 
the international community, including comprehensive technical documentation.1 

3. Knowledge of the global magnitude of IDD, and thus the real significance of such disorders for health 
and socioeconomic development, has improved considerably since 1990. In 1993，at least 1571 million 
people were at risk of IDD, i.e. living in areas where goitre rates are above 5%. At least 655 million of these 
are affected by goitre, 14% in Africa, 10% in Latin America, 27% in South-East Asia, 14% in the Eastern 
Mediterranean, 15% in Europe, and 21% in the Western Pacific. However, the chief motivation behind the 
current worldwide drive to eliminate IDD as a significant public health problem is the estimated 43 million 
people who are affected by some degree of IDD-related brain damage. There is encouraging evidence from 
countries in Africa, Latin America, South-East Asia and the Western Pacific that goitre prevalence rates and 
the incidence of cretinism are falling, particularly as iodized salt programmes are established. 

4. Iodine deficiency disorders are known to be a significant public health problem in 118 countries. While 
only 46 had national salt-iodization programmes in 1990, their number had increased to 83 by 1995. The 
majority of the remaining 35 countries are in the process of determining the magnitude and public health 
significance of IDD. Since 1990，72 countries have conducted IDD surveys or reassessments, and many have 
established national IDD monitoring systems. 

5. Frequently, despite the availability of iodized salt, consumption remains widely variable, partly owing 
to different pricing, insufficient communication and poor understanding by the public, health professionals 
and policy-makers, and inadequate or non-existent legislation. In December 1994，20 countries - mostly in 
West Africa and eastern Europe - had no iodized-salt legislation. However, from a regional and global 
perspective, significant progress has been achieved. Data suggest that in over 30 African countries the 
population consuming iodized salt has increased from less than 5% in 1992 to more than 50% in 1995. The 
proportion of salt that is iodized is over 70% in Latin America and about 50% in South-East Asia. 

1 WHOAJNICEF/International Council for the Control of Iodine Deficiency Disorders. Global prevalence of iodine 
deficiency disorders. Micronutrient Deficiency Informational System, Working Paper No. 1，Geneva, World Health 
Organization, 1993; Indicators for assessing iodine deficiency disorders and their control through salt iodization 
(document WHO/NUT/94.6); Iodine and health: eliminating iodine deficiency disorders safely through salt iodization. 
A statement by the World Health Organization (document WHO/NUT/94.4); Safe use of iodized oil to prevent iodine 
deficiency in pregnant women. A statement by the World Health Organization. Bulletin of the World Health 
Organization, 1996, 74(1) (in press). 
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6. Despite the progress made, a major acceleration of action and support is needed, particularly in 
countries of West and Central Africa, South Asia and eastern Europe. Furthermore, sustainability of IDD 
control requires major national infrastructure development to ensure continual monitoring and training, and 
legislation. Only with these crucial elements in place can the goal of eliminating IDD by the year 2000 be 
achieved. 
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IX. INFANT AND YOUNG CHILD NUTRITION 

1. Resolution WHA33.32, and Article 11，paragraph 7，of the International Code of Marketing of Breast-
milk Substitutes, requested the Director-General to report in even years on the promotion of breast-feeding, 
the improvement of infant and young child feeding, and the status of implementation of the Code. 

CHILD MALNUTRITION 

2. Malnutrition remains at unacceptably high levels in the world despite optimistic decade goals for 
substantial reduction or elimination of protein-energy malnutrition, famine deaths, anaemia, iodine-deficiency-
related brain damage, and vitamin-A-deficiency-related blindness. More than one-third of children under five 
years of age - 200 million in all - are malnourished and this figure continues to rise. Recent data indicate 
that 56% of child deaths in developing countries, or some 6.8 million per year, are attributable to 
malnutrition's effects.1 Catastrophic nutritional emergencies among refugees and other poverty-linked factors, 
including unreliability of family food supplies, infection and infestation, inadequate care of vulnerable groups, 
and faulty feeding practices, continue to occur all too frequently throughout the world. 

CHILD GROWTH 

3. In 1994，a WHO working group on infant growth concluded2 that if reference standards for infant 
growth are to reflect growth patterns consistent with WHO recommendations on child feeding - exclusive 
breast-feeding from birth to four to six months of age, with continued breast-feeding and appropriate 
complementary foods up to two years of age or beyond - new reference data based on breast-fed infants are 
necessary. This conclusion was endorsed by the Forty-seventh World Health Assembly, and data-gathering 
has commenced. 

BREAST-FEEDING PROMOTION 

4. The global breast-feeding database was restructured in 1993-1994 using new indicators. Support was 
provided for workshops on lactation management and national assessor training as part of the WHO/UNICEF 
Baby-friendly Hospital Initiative, in China, Czech Republic, Egypt, Hungary, Italy, Jordan, Lebanon, 
Philippines, Poland, Romania, and Russian Federation. More than 14 000 hospitals have thus far been 
selected to achieve "baby-friendly" status in some 160 countries. The WHO 40-hour health worker's training 
course,3 developed in collaboration with UNICEF, has been implemented in Bangladesh, Brazil, China, 
Estonia, Islamic Republic of Iran, Malaysia, Nigeria, Philippines, Romania, Saudi Arabia, Turkey, Venezuela, 
Viet Nam, and Zambia. A short course4 on the specific needs of hospital administrators and policy-makers 
has also been developed, in collaboration with Wellstart International. 

1 Pelletier DL et al. The effects of malnutrition on child mortality in developing countries. Bulletin of the World 
Health Organization, 1995, 73(4): 443-448. 

2 See: An evaluation of infant growth (document WHO/NUT/94.8 (English only)). 
3 Breast-feeding counselling: a training course (documents WHO/CDR/93.3-93.6) is available in Arabic, English, 

French, Portuguese, Russian and Spanish. 
4 Promoting breast-feeding in health facilities: a short course for administrators and policy-makers (in preparation). 

19 



EB97/13 

COMPLEMENTARY FEEDING 

5. Because faulty complementary feeding appears to be such an important worldwide cause of malnutrition 
for the highly vulnerable six- to 24-month age group, WHO and UNICEF have jointly launched a research 
programme on the complex societal, household and individual factors affecting the nutritional status of this 
age group. A state-of-the-art review of complementary feeding, prepared in collaboration with the University 
of California at Davis, USA, was the focus of a technical consultation (Montpellier, France, November 1995). 
The resulting recommendations on programme and research will guide the next step in the initiative: 
development of scientifically sound guidelines for planning and implementing activities to improve child-
feeding practices. 

MARKETING AND DISTRIBUTION OF BREAST-MILK SUBSTITUTES 

6. According to available information, 26 Member States since 1994 have taken new, predominantly 
legislative, action usually giving effect to parts of the International Code of Marketing of Breast-milk 
Substitutes (1981): Africa: Côte d'Ivoire, Senegal, and United Republic of Tanzania; the Americas: 
Bolivia, Costa Rica, Dominican Republic, El Salvador, Jamaica (draft), Uruguay, and Venezuela; South-East 
Asia: Mongolia (draft) and Thailand; Eastern Mediterranean: Bahrain, Oman, Pakistan (draft), and United 
Arab Emirates; Europe: Finland, France, Germany, Italy, Luxembourg, Netherlands, Switzerland, and 
United Kingdom of Great Britain and Northern Ireland; Western Pacific: Malaysia and Viet Nam. A WHO 
common review and evaluation framework, which 14 Member States used in 1991 to assess their progress 
in giving effect to the Code, is being revised for general distribution in 1996. 

FEEDING DURING EMERGENCIES 

7. In response to a request from the Health Assembly in 1994, WHO has drafted jointly with UNHCR, 
and in consultation with other concerned parties, guiding principles to ensure optimal feeding of infants and 
young children.1 

1 Feeding infants and young children during emergencies: guiding principles. A joint WHOAJNHCR statement (in 
preparation). 
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X. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS 

1. In addition to the programme activities carried out during 1995, the Global Programme on AIDS was 
closely involved in development of the Joint United Nations Programme on HIV/AIDS (UNAIDS) scheduled 
to become fully operational on 1 January 1996. WHO, as one of UNAIDS' six cosponsors, participated in 
meetings of the Committee of Cosponsoring Organizations, and 25 staff of the Global Programme were 
loaned to UNAIDS to assist in its development.1 

2. Encouragingly, some Member States are allocating increasing amounts of national resources to their 
AIDS programmes. WHO continued to advocate the integration of HIV/AIDS interventions in other health-
related activities, such as sexually transmitted diseases programmes, or family planning and maternal and child 
health services. As of October 1995，60 countries had used a consensus-building approach to formulate a 
multisectoral strategic plan. External reviews of national AIDS programmes were carried out or planned in 
25 countries during 1995，with the involvement of public and other sectors. 

3. WHO cooperated with countries in such areas as condom promotion and social marketing, programmes 
for injecting drug users, home-based care of AIDS patients, procurement of low-cost condoms, and test kits 
for ensuring safe blood supplies. A training course is being prepared for district-level managers working in 
various sectors; it is hoped that it can be completed under the auspices of UNAIDS by mid-1996. 

4. Efforts continued at all levels to include HIV/AIDS on the agenda of such major regional and global 
meetings as the OAU summit of heads of State and government, regional conferences on HIV/AIDS, the 
meeting of Commonwealth ministers of youth, and the Fourth World Conference on Women (Beijing, 1995). 
Implementation of the global AIDS strategy is also discussed at WHO regional committees. 

5. During 1995 HIV prevention focused especially on young people, the private sector, and condom use. 
Together with UNICEF and the Commonwealth Youth Programme, a guide was produced for use by public 
and other sectors to establish projects for prevention of AIDS and sexually transmitted diseases among out-of-
school youth. A joint WHO/ILO seminar (Kampala, 1994)，at which government, industry and trade union 
representatives from over 20 countries participated, aimed at promoting involvement of the private sector in 
HIV/AIDS interventions. A similar activity was initiated with the Confederation of Indian Industries. A set 
of materials for managers of condom programmes was finalized and distributed. Training in the different 
areas of condom promotion continued in most regions. The findings of a WHO study on the efficacy of the 
female condom demonstrated that it provided protection against sexually transmitted diseases. 

6. A meeting on effective approaches to HIV/AIDS prevention in women (Geneva, 1995) examined 
13 case studies, some specific to HIV/AIDS, others that could be adapted to the HIV/AIDS context, on 
empowering women to protect themselves from infection. A paper describing the various risk factors that 
women face was finalized. 

7. A source book on HIV/AIDS counselling was finalized and No. 8 in the WHO AIDS Series -
Guidelines for counselling about HIV infection and disease - is being updated. The results of a study on 
AIDS orphans carried out with UNICEF were issued in a document entitled Action for children affected by 
AIDS: programme profiles and lessons learned. 

8. Evaluation was strengthened through provision of technical support for unlinked, anonymous sentinel 
surveillance in countries of central and eastern Europe; field-testing of care and support indicators; field-
testing of a management information system designed to help countries plan, monitor and report more 

1 A full report on the development of UNAIDS is contained in document EB97/29, which will be taken up under 
agenda item 16.4. 
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effectively; and training of programme staff in the measurement of prevention indicators for national AIDS 
programmes. 

9. WHO released estimates, based on epidemiological modelling, of the global and regional incidence of 
curable sexually transmitted diseases. Guidelines for case management were finalized, a training course for 
staff in first-level health facilities was field-tested in three countries, and a resource pack of materials was 
produced. 

10. Five research studies were supported on household and community responses to HIV and AIDS, as were 
seven on contextual factors affecting risk-taking among young people in developing countries. Studies on 
sexual negotiation, the empowerment of women and the female condom were completed and a comparative 
analysis is under way. Support was also provided for three studies on the determinants of HIV- and AIDS-
related discrimination, stigmatization and denial. Nine recent studies on the socioeconomic impact of 
HIV/AIDS on households were presented at a consultation (Chiang Mai, Thailand, 1995). 

11. A four-centre study was initiated on the efficacy of the antiretrovirals AZT and lamivudine (3TC) given 
orally to the mother and the newborn, in preventing mother-to-child transmission of HIV. Studies on the 
treatment and prophylaxis of a number of opportunistic infections are also being supported. The evaluation 
of diagnostic algorithms for the detection of HIV-1 group О viruses started through surveillance studies in 
central and west Africa. An efficacy study on a long-acting vaginal microbicide, COL-1492，began in Côte 
d'Ivoire and Thailand. 

12. Vaccine development continued in two major directions: preparation of field sites in developing 
countries for the conduct of HIV vaccine trials, and support for the work of the WHO network for HIV 
isolation and characterization. The network has made widely available a set of well-characterized virus strains 
and other reagents to scientists and vaccine manufacturers, together with information on the epidemiology 
of strains. A phase II vaccine trial was begun by Mahidol University and the Bangkok Metropolitan 
Administration, with support from the Ministry of Public Health of Thailand and WHO. 

13. A guide was produced for AIDS programme managers on the planning and coordinating of an HIV 
prevention strategy for injecting drug users, together with a manual for local-level executants. Support was 
provided to two studies, in Indonesia and Trinidad and Tobago, on the effectiveness of voluntary counselling 
and testing as a prevention strategy. 

14. In order to promote the inclusion of HIV prevention in the health response to an emergency, guidelines 
for early HIV interventions were prepared and distributed jointly by WHO and UNHCR, after clearance by 
members of the Inter-Agency Advisory Group on AIDS. 

15. The Global Programme continued its review of medium-term plans and national programmes to 
ascertain their conformity with existing international human rights principles. An HIV/AIDS human rights 
training module for staff of national AIDS programmes was drafted. Preparations started for a consensus 
meeting on the economic and legal issues related to long-term travel restrictions imposed on people with 
HIV/AIDS, to be convened by UNAIDS (1996). 

16. A resource pack on women and AIDS issues, including a folder of practical tools for making AIDS 
prevention programmes more gender sensitive, was produced in collaboration with two nongovernmental 
partners for the Fourth World Conference on Women. An international consultation for over 50 politicians 
and senior policy-makers (Geneva, 1995) discussed gender issues and AIDS. 

17. For the eighth consecutive year WHO promoted worldwide observance of World AIDS Day on 
1 December which, in 1995, has as its theme "Shared rights, shared responsibilities". 
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XI. DEVELOPMENT AND IMPLEMENTATION OF THE WHO 
WORLDWIDE MANAGEMENT INFORMATION SYSTEM 

1. At its ninety-sixth session in May 1995, the Executive Board reviewed an interim report on the 
development plan for the WHO worldwide management information system (WHO/MIS), the preparation of 
which had been endorsed by the Board at its ninety-fourth session in May 1994. Following this review the 
Board: (1) requested the Director-General to proceed rapidly with the implementation of the system as 
delineated in the development plan; (2) urged Member States to consider providing special extrabudgetary 
donations to contribute towards the financing of the initial development of the system; and (3) requested the 
Director-General to report on progress in its development and implementation to the ninety-seventh session 
of the Board in January 1996. 

2. Development of the Activity Management System (AMS), the first module of the WHO/MIS, began 
in May 1995 and the initial version of AMS is planned to be operational in January 1996. The objective is 
to provide a facility for all WHO offices to define, plan, assign and monitor programmes and activities, while 
accommodating the different management practices and procedures used throughout WHO to allocate, manage 
and keep track of resources and activities. The initial version of AMS will serve in the preparation of plans 
of action that will focus on the results to be achieved in 1996 consistent with the priorities of the Ninth 
General Programme of Work, and will provide a limited programme monitoring capability. Subsequent 
versions will be developed to meet further objectives. 

3. Work is under way to develop the Policy System, the second WHO/MIS module, which will provide 
capability for retrieval of information in all pertinent WHO policy documents. An initial version of the 
Policy System will be available early in 1996. The development of the third module of the WHO/MIS, the 
Scientific and Technical Information System, has also begun with a planned initial version to be available 
in mid-1997. 
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XII. ACTION BY THE EXECUTIVE BOARD 

The Board is invited to consider the following resolutions: 

STRENGTHENING NURSING AND MIDWIFERY 

The Executive Board 

RECOMMENDS the adoption by the World Health Assembly of the following resolution: 

The Forty-ninth World Health Assembly, 

Having reviewed the Director-General's report on implementation of resolutions and decisions,1 

concerning strengthening nursing and midwifery; 

Recalling resolutions WHA42.27, WHA45.5, WHA47.9 and WHA48.8 dealing with the role of 
nursing and midwifery in the provision of quality health care and education of health care providers; 

Seeking to apply the spirit of the International Conference on Population and Development 
(Cairo, 1994)，the World Summit for Social Development (Copenhagen, 1994)，and the Fourth United 
Nations World Conference on Women (Beijing, 1995); 

Concerned about the necessity of effectively utilizing health care personnel, in view of rising 
costs, and mindful of the cost-effectiveness of good nursing/midwifery practice; 

Recognizing the potential of nursing/midwifery to make a major difference in the quality and 
effectiveness of health care services in accordance with the Ninth General Programme of Work; 

Recognizing the need for a comprehensive approach to nursing/midwifery service development 
as an integral part of health development to maximize the contribution of nurses and midwives to 
achievements in the field of health; 

Recognizing also that such an approach must be country-specific and be assured of the active 
involvement of nurses and midwives at all levels of the health care system, together with the recipients 
of health care, policy-makers, the public and private sectors, representatives of professional associations 
and educational institutions, and those who have responsibility for social and economic development, 

1. THANKS the Director-General for his report and for the increased support to nursing in Member 
States; 

2. URGES Member States: 

(1) to involve nurses and midwives more closely in health care reform and in the development 
of national health policy; 

(2) to develop, where these do not exist, and carry out national action plans for health 
including nursing/midwifery as an integral part of national health policy, outlining the steps 

1 See page 5 of this document. 
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necessary to bring about change in health care delivery, ensuring further development of policy, 
assessment of needs and utilization of resources, legislation, management, working conditions, 
basic and continuing education, quality assurance and research; 

(3) to increase opportunities for nurses and midwives in the health teams when selecting 
candidates for fellowships in nursing and health-related fields; 

(4) to monitor and evaluate the progress toward attainment of national health and development 
targets and in particular the effective use of nurses and midwives in the priority areas of equitable 
access to health services, health protection and promotion, and prevention and control of specific 
health problems; 

3. REQUESTS the Director-General: 

(1) to support countries where appropriate in development, implementation and evaluation of 
national plans for health development including nursing and midwifery; 

(2) to promote coordination between all agencies and collaborating centres and other 
organizations concerned in countries to support their health plan and make optimal use of 
available human and material resources; 

(3) to keep the Health Assembly informed on progress made in the implementation of this 
resolution. 

TOBACCO OR HEALTH PROGRAMME 

The Executive Board, 

Having considered part VII of the report of the Director-General on implementation of resolutions and 
decisions: "Tobacco or health",1 

RECOMMENDS to the Forty-ninth World Health Assembly the adoption of the following resolution: 

The Forty-ninth World Health Assembly, 

Recalling resolution WHA48.11 recognizing the work carried out by the Organization in the field 
of tobacco or health which requested the Director-General to submit a plan of action for the tobacco 
or health programme for the period 1996-2000; 

Having considered the Director-General's report on the implementation of resolutions and 
decisions: "Tobacco or health",1 

ENDORSES the plan of action for the WHO programme on tobacco or health for 1996-2000. 

1 See page 16 of this document. 

25 



( ш Ш World Health Organization 
^ ^ ^ ^ Organisation mondiale de la Santé 

W л м . а 

EXECUTIVE BOARD Provisional agenda item 6 EB97/13 Add.1 
Ninety-seventh Session 15 January 1996 

Implementation of resolutions 
and decisions 

Report by the Director-General 

IX. INFANT AND YOUNG CHILD NUTRITION 

The Executive Board is invited to consider the following resolution: 

The Executive Board, 

Having considered the Director-General's report on Infant and young child nutrition;1 

Recalling the consensus achieved in the formulation of resolution WHA47.5; 

Mindful of the reform process initiated by the Executive Board and the Health Assembly and 
the impact of the economies imposed in terms of the volume of documentation submitted to the 
Board and the Assembly; 

Taking into account the implications of the two-year reporting cycle, established in 1980，for 
collecting and evaluating meaningful quantitative information on global progress in breast-feeding, 
complementary feeding and other aspects of infant and young child nutrition, 

1. NOTES the progress made since 1994 in response to resolution WHA47.5; 

2. DECIDES that biennial reporting should continue as provided in resolution WHA33.32, but 
that every second report should be a summary report, starting in 1996. 

Document EB97/13, Part IX . 
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V. REPRODUCTIVE HEALTH 

1. In this Part (paragraph 9)，it is explained that as a first step in responding to resolution WHA48.10 on 
reproductive health the Director-General has brought together three divisions, including the Division of 
Diarrhoeal and Acute Respiratory Disease Control. 

2. As a consequence of the new structuring and the merging of the Programme for Diarrhoeal Disease 
Control and the Programme for the Control of Acute Respiratory Infections, it is proposed that voluntary 
contributions to this merged programme now be included in the Voluntary Fund for Health Promotion under 
one special account and that the existing "Special Account for Diarrhoeal Diseases including Cholera" now 
be renamed "Special Account for Diarrhoeal Diseases and Acute Respiratory Infections". 

3. As a result of this merger, the voluntary contributions hereto recorded under the subprogramme 
"Control of Acute Respiratory Infections Programme" of the "Special Account fof Miscellaneous Designated 
Contributions (Other)" would immediately be transferred to the renamed Special Account. 

ACTION BY THE EXECUTIVE BOARD 

4. The Board is requested to approve the merger of the above accounts into the "Special Account for 
Diarrhoeal Diseases and Acute Respiratory Infections" under the Voluntary Fund for Health Promotion. 


