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I. EMERGENCY AND HUMANITARIAN ACTION 

I. The Forty-eighth World Health Assembly adopted resolution WHA48.2 on emergency and humanitarian 
action, requesting the Director-General, inter alia.. 

С. 1. to strengthen WHO's advocacy for the respect and protection of health personnel and 
infrastructure in conflict situations, in accordance with the concept of health as an investment 

for peace; 

2. to advocate the protection of non-combatants and the setting-up of effective treatment and 
rehabilitation programmes for the victims of anti-personnel mines, as well as the systematic 
management of delayed health effects of mental and physical injuries in situations of 
collective violence; 

3. to present a progress report to the Executive Board at its ninety-ninth session. 

The present report is submitted in response to point 3 above. 

GENERAL ACTIVITIES 

2. W H O collaborated with the London School of Hygiene and Tropical Medicine, in establishing indicators, 
norms and methodology in order better to determine the effects of collective violence on public health. W H O 
has already contributed to a United Nations study on the effects of armed conflict on children, and presented a 
status report on the public health effects of landmines to the United Nations International Conference on Mine 
Clearance in June 1995. 

3. A W H O manual on Mental health of refugees has been published in 1996 with the collaboration of 
U N H C R , and related work is being carried out with one of their staff seconded to W H O . 

REGIONAL ACTIVITIES 

4. Africa: In Angola, W H O coordinates health services to demobilized soldiers and their families in 
quartering areas throughout the country. In Burundi, W H O joined other United Nations agencies and 
nongovernmental organizations in advocating the protection of health personnel and the continuing supply of 
drugs during the blockade by neighbouring countries. In Eritrea, W H O established a project for physically 
handicapped war victims. In Liberia, W H O was one of the few international agencies which remained in 
Monrovia during the war in 1996 to assist national health workers in their public health activities. In 
Mozambique, W H O provided primary health care in 49 demobilization areas. In Rwanda, W H O implemented 
a project for victims of violence. 

5. The Americas: The Regional Office has continued to support efforts to attain peace and harmony in 
countries in central America in order to accelerate development and consolidate democracy through public 
health action. 

6. South-East Asia: The Regional Office indicated the need to establish a mechanism to provide guidance 
to W H O staff on their roles and responsibilities in the area of advocacy which is viewed as a highly sensitive 
issue in certain countries. 
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7. Europe: In the northern Caucasian region W H O set up treatment and rehabilitation programmes for the 

victims of anti-personnel mines. Internally displaced persons from the neighbouring republic of Chechnya, 

Russian Federation, are fitted with prostheses from a workshop in Nazran, Ingushetia, Russian Federation. Local 

staff are trained and workshop equipment was donated to the authorities to follow up the W H O programme. 

- I n Georgia a seminar on trauma, stress and mental health in the Caucasian region was attended by 22 

experts from Armenia, Azerbaijan and Georgia who were provided with up-to-date information on the 

identification, treatment, care and rehabilitation of persons exposed to or affected by mental and 

psychological traumatic stress-related problems. These experts will implement, in their respective 

countries, appropriate measures for the population groups affected by such disorders or at risk. 

-During the conflict in former Yugoslavia W H O in its leading role in coordination with international 

health agencies determined the needs of local populations and helped protect the health of non-

combatants during the conflict. 

- I n Bosnia and Herzegovina W H O issued "health crisis bulletins” to alert the local and international 

communities to severe threats to public health and welfare. During the conflict, W H O brought together 

health authorities and technical specialists from all sides to discuss health issues such as infectious 

disease control and medical supplies. W H O also supported the tripartite meetings organized by the 

Norwegian Medical Association. A joint W H O / U N H C R leaflet on "Freedom of movement and health，，， 

a poster campaign, a television news release and an international press conference organized by the 

Regional Office widely promoted freedom of movement for patients and health workers. The regional 

mental health models and the parallel community-based physical rehabilitation models, are means to 

bridge the gaps between health professionals and contribute to stability in the region. 

- I n Croatia, W H O is monitoring the activities of the Joint Implementation Committee for Health in 

Eastern Slavonia. Mixed Croatian-Serbian teams were set up for public health, mental health and 

physical rehabilitation. Health data from Eastern Slavonia are being gradually reintegrated into the 

Croatian health system through joint seminars. 

- I n the Federal Republic of Yugoslavia, W H O advised U N H C R on rapid sanction clearances for 

humanitarian goods and advocated easing the sanction formalities. The Director-General wrote to the 

President of the Security Council of the United Nations to support the lifting of sanctions in the health 

sector. W H O made a substantial contribution to the panel organized by the Organisation for Security 

and Co-operation in Europe in Copenhagen in June 1996 on lessons learnt from United Nations Security 

Council sanctions. 

- T h e mental health and physical rehabilitation programmes in all the countries of the former Yugoslavia 

are community-based and provide systematic management of the delayed health effects of the war. 

W H O contributes to sustainable national programmes for continued treatment following the gradual 

withdrawal of humanitarian assistance. 

8. Eastern Mediterranean: In Afghanistan, W H O helped to obtain cease-fires between the warring 

factions in order to organize immunization campaigns. In Iraq, W H O published a report on health consequences 
of the sanctions. In the Palestinian Self-Rule Areas, W H O is supporting institutional development and 

infrastructure-building as a contribution to the peace process. In Somalia, all W H O activities were geared to 

alleviating health consequences of the disintegration of governmental institutions. 
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II. PREVENTION OF VIOLENCE 

1. Violence and resulting injuries, a major contributing factor in premature deaths and disability throughout 

the world, are becoming increasingly preoccupying in current situations of conflict. In addition to the increasing 

direct effects on health, violence has many indirect effects that diminish quality of life, and reduces capacity to 

improve social and economic conditions (see document EB99/INF.DOC./3). Projections indicate that the global 

burden of ill-health resulting from injury and violence will increase from 14% in 1990 to 21% in 2020. 

2. The World Summit for Social Development called for the introduction and implementation of specific 

policies and programmes of public health and social services to prevent and mitigate the effects of violence. 

The International Conference on Population and Development and the Fourth World Conference on W o m e n 

made recommendations urgently to address the problem of violence against women and girls. There is also a 

United Nations Declaration on the Elimination of Violence against Women.
1 

3. The Forty-ninth World Health Assembly in resolution WHA49.25 declared the prevention of violence “a 

public health priority，，. This report is submitted in compliance with that resolution, which requests the Director-

General to present a report to the ninety-ninth session of the Executive Board (1) describing the progress made 

so far in initiating public health activities to address the problem of violence and (2) to present a plan of action 

for progress towards a science-based public health approach to violence prevention. The plan of action is 

contained in document EB99/INF.DOC./3. 

MAJOR WHO ACTIVITIES RELATED TO VIOLENCE 

4. Assessment of the extent and severity of the effects of intentional injuries on health is hampered by 
deficiencies in reporting. Evaluation of systems of surveillance for intentional injuries has been initiated in 
several countries and should be assisted by the production of a new international classification of "external 
causes". 

5. To build up a scientific base of information on violence and health, the network of collaborating centres 
on injury has been expanded to include one newly designated on violence and health, and to ensure greater focus 
on violence from the existing centres. РАНО has designated a centre on violence in the Region of the Americas. 

6. Violence prevention requires a strong commitment from local communities. This has been developed 
through the W H O S A F E C O M (Safe Communities) initiative, at present involving 13 countries, with local 
demonstration projects. 

7. Every three years W H O , in cooperation with collaborating centres on injury, organizes an international 
conference on injury prevention and control, at which violence is given due attention. A "world injury network", 
is being set up to maintain the flow of information between conferences. 

8. Several projects, for example, one for street children, deal with problems of violence affecting children. 
T w o approaches have been developed to determine the magnitude and nature of child abuse and neglect: 
regional or national case registers, and a method for screening suspected cases of child abuse and neglect, for 
use in health services. W H O has also contributed to a United Nations study on the effects of armed conflict on 
children. 

9. In collaboration with U N H C R , W H O has produced a manual on the mental health of refugees which 
largely focuses on the effects of violence. A diagnostic module and a treatment screening method have been 

1 Resolution 48/104 of the United Nations General Assembly: Declaration on the Elimination of Violence against 
Women (1993). 
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developed for post-traumatic stress disorder. An assessment of the effects including - in one country -
psychological consequences of anti-personnel landmines, have been carried out. 

10. Regarding self-inflicted injuries, the first international study on attempted suicide has been coordinated 
by W H O in 15 European centres. 

11. Violence against women has been given close attention at several levels. During the international 
conferences mentioned above W H O advocated its due consideration. W H O focuses on measures against 
violence against women by partners - known to be most common - and in conflict situations. A consultation was 
held in February 1996 on violence against women in the family; the recommendations have formed the basis 
of a plan of action which includes: an intercountry study on the prevalence and health consequences, 
development of a database, support for the devising of measures for prevention and management, development 
and testing of a manual for research, and advocacy. A project to tackle the health needs of women affected by 
violence in Rwanda has also been initiated. The Global Commission on Women's Health has chosen violence 
against women as a priority area for advocacy and is linking it to human rights. 

12. W H O is financing research on indicators of family and community mental health related to divorce, family 
disintegration, domestic violence and other factors. The thirty-third session of the Advisory Committee on 
Health Research made a preliminary review of needs in research on injury and violence. 

13. An assessment is being made with a view to incorporating certain aspects of violence-related legislation 
in the International Digest of Health Legislation. 

14. As a follow-up to World Health Day 1993，the theme of which was "Handle life with care: prevent 
violence and negligence", РАНО convened an Inter-American Conference on Society, Violence and Health in 
1994. It resulted in a regional plan of action that included measures to deal with violence against women. 

FOLLOW-UP OF RESOLUTION WHA49.25 

15. So far, violence has been dealt with in W H O in specific contexts or in relation to population groups, and 
as part of the work of individual technical programmes. In order to prepare a scientific basis to prevent and 
mitigate effects of violence, as called for by resolution WHA49.25 in its operative paragraph 4，and to facilitate 
consistency and a harmonized policy in W H O , the Director-General established a W H O task force on violence 
and health in June 1996. The task force should facilitate the development of a consistent public health approach 
to violence to ensure that the technical contributions of programmes at headquarters, regional and country level 
are coordinated. It meets the provision in paragraph 3 of the resolution requesting the Director-General to ensure 
the coordinated and active participation of appropriate W H O technical programmes. The task force's first 
priority was to develop the plan of action called for in the resolution. 

16. The prevention of intentional injury or violence has been an integral part of the accident and injury 
prevention programme, and the potential contribution of collaborating centres is under review; the seventh 
meeting of Heads will take place on 4 and 5 December 1996，to consider the plan of action and their support to 
its implementation. Through the task force, collaborating centres for other programme areas are called upon 
to participate. 

17. In connection with WHO's women's health and development activities a database has been set up, and 
an intercountry study on violence against women is planned. 

18. A global consultation on violence and health, will be convened on 2 and 3 December 1996 to determine 
appropriate priorities and activities and practical strategies for the implementation of the plan of action. 
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III. REORIENTATION OF MEDICAL EDUCATION AND MEDICAL PRACTICE 

1. The present report is intended to respond specifically to paragraph 2(6) of resolution WHA48.8 

"Reorientation of medical education and medical practice for health for all，，，which requests the Director-General 

to report on the reorientation for health for all of the education and practice of health care providers other than 

doctors, nurses and midwives. It has been prepared on the basis of the same issues and context which led to the 

debate on changing medical education and practice. 

2. Health systems worldwide are faced with the challenge of improving quality and equity in health services 

and making optimal use of available resources. The health workforce is undoubtedly the most important 

resource, not only because it is indispensable in health care delivery but also because it accounts for up to three-

fourths of the recurrent health budget in many countries. 

3. After primary health care was identified in the 1978 Alma-Ata Declaration as the strategy through which 

to achieve the goal of health for all, governments began work to ensure that all efforts were made to harness the 

entire spectrum of human resources for health to the cause of health for all. The concern for universally 

delivering primary health care-oriented services called for a wide mobilization of skills - particularly at the 

community level of contact between health care providers and users. In response to these expanded needs, new 

categories of health workers were created and reorientation initiatives were undertaken to improve the capability 

of existing categories to deliver relevant health services to all. 

4. The health personnel referred to in this report share the following characteristics: they work at first-

contact level; they are based in the community; they are involved in a variety of primary health care-oriented 

activities; and their work is geared to alleviation of the highest-priority and most prevalent health problems of 

the community they serve. The term "mid-level health personnel” is used in this report to refer to these 

categories of health personnel. 

5. There is a broad range of mid-level health personnel worldwide, with wide variations between regions and 

countries in the classification of categories and the allocation of functions within a category. Generally 

speaking, mid-level health personnel fall into three categories: professionals, technicians and auxiliaries. 

Professionals perform work that requires complex science-based knowledge aimed at interpreting and resolving 

situations that demand decision-making with considerable relative autonomy. Technicians handle specific and 

highly regulated technologies or technologies based on routines grounded in scientific and technological 

knowledge; they may or may not work under the supervision of professionals. Auxiliaries handle more generic, 

less sophisticated and less standardized technologies that are not likely to be fully translated into routine; they 

always work under the supervision of others. 

6. There is general agreement that more attention should be paid to mid-level health personnel for the 

following reasons: they contribute significantly to the extension of health services to the most deprived 

populations; they cost-effectively provide a range of health services; they offer a spectrum of skills that 

complements those of other categories of health personnel and therefore have an impact on the coverage and 

quality of health services; they constitute a major part of the health workforce and generally require 

improvement of their education and conditions of practice. 

7. Issues calling for attention regarding mid-level health personnel are: recognition of their occupational 

group; education; employment and working conditions; motivation and career development; and relations with 

other categories. In the absence of national policies for the planning, training and management of human 

resources for health, mid-level personnel are not given due attention and their fate - more than that of other 

categories of health workers - is left to ad hoc decisions. The allocation of tasks to mid-level personnel, 
particularly those working in primary health care-oriented settings, does not usually result from a comprehensive 

delineation of roles and responsibilities of the entire health workforce. A lack of clearly defined levels of 
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responsibility also results in unclear substitution or complementarity mechanisms vis-à-vis other categories of 
health personnel. In many cases, legislation to define mid-level personnel duties and rights is rudimentary or 
nonexistent. In countries where macroeconomic changes have led to structural adjustment and call for 
significant reforms in the health sector, it is widely believed that well-trained and well-used mid-level health 
personnel could improve cost-effectiveness and equity in the health care delivery system. 

8. In the light of evolving health systems, mechanisms should be put in place to define and review roles and 
responsibilities of mid-level personnel, their working standards, accreditation, working conditions and career 
structures. Such mechanisms should include the active participation of employers of mid-level personnel from 
both the public and the private sector, occupational associations and representatives of consumers. 

9. The education of mid-level personnel must be reoriented better to serve the goal of health for all，but 
training objectives must match health needs and priorities. The level of coordination and cooperation between 
educational institutions and health services must be improved to ensure that the right spectrum of skills is 
imparted to health workers, that there is early and continuous exposure to community health problems 
throughout the curriculum and that a proper balance is struck between theory and practice. Appropriate learning 
processes should be introduced and appropriate learning materials developed in consonance with the local 
sociocultural and health contexts. Teachers should be rewarded for updating and improving their knowledge 
and for using innovative and efficient educational approaches. 

10. Mid-level personnel with prime responsibility for primary health care tasks are assigned to workplaces 
in remote or disadvantaged areas. They usually work under difficult conditions due to lack of adequate 
equipment and supplies, rare or poor supervision, and irregular communications with other levels of the health 
care system. Living conditions are also far from optimal because of social isolation and threats to personal 
safety, which often affect female personnel in particular. 

11. In addition to planning adequate numbers and distribution of all categories of mid-level personnel, special 
attention should be paid to improvement of living and working conditions. Attempts should be made to provide 
incentives as compensation for hardship and social isolation. These could be financial, such as hardship bonuses 
or allowances for the education of children, or other, such as participation in special educational programmes 
or prospects for professional and personal development. Such offers could be made through a joint effort of 
employers, educational institutions, occupational associations and the community. 

12. It is essential to define the roles and responsibilities of mid-level health personnel in the context of the 
entire health workforce. Their education and practice must also be reoriented better to serve the cause of health 
for all and the goals of national health systems. An improvement in their working and living conditions must 
also be progressively achieved. 
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IV. FELLOWSHIP PROGRAMME AND POLICY 

1. From the time of its establishment in 1948，the World Health Organization acknowledged the need for 
every country to develop and maintain a workforce of skilled, knowledgeable people within the health care 
system. The education and training requirements of such a workforce are varied and often complex, and the 
W H O fellowship programme was set up in order to assist countries to meet them. 

2. Today a W H O fellowship is defined as a specially tailored training activity for an individual or a group 
for the purpose of fulfilling specific learning objectives, which may be of short- or long-term duration, which 
takes place in a training institution or in the field inside or outside the fellow's country in response to nationally 
approved health or health-related priorities in the context of health for all, and which is consistent with national 
human resource policies and plans. 

3. The selection and placement of W H O fellows is governed by a specific set of regulations and procedures 
according to a system that has evolved from a totally centralized to a decentralized one administered exclusively 
at regional and country level. 

4. Resolution EB87.R23 urged Member States: 

to evaluate, as appropriate, their use of fellowship provisions in order to ensure that their selection 
mechanisms are effective and that returning fellows are utilized in the best interest of the national health 
system; 

and requested the Director-General: 

to continue efforts, in close cooperation with Member States, to improve, monitor and evaluate the 
fellowship programme so as to ensure its relevance to national health development, with particular 
emphasis on the development of criteria for the effective use offellowships and the utilization offellows. 

5. In May 1994，the Report of the External Auditor to the World Health Assembly (document A47/19) 
included an audit of the fellowship programme in two regions, Africa and South-East Asia, for the financial 
periods 1990-1991 and 1992-1993. The findings that the two regions carried out financial monitoring of 
fellowships but did not assess their contribution to the achievement of country health priorities led the External 
Auditor to recommend that W H O give higher priority to monitoring fellowships against achievement of their 
objectives and evaluating their overall effectiveness. The recommendations further referred to: the selection 
of fellows at national level and WHO's appraisal thereof; the duration of fellowships; the quality and cost of 
training; and the reporting, monitoring and evaluation mechanisms used. 

6. A short report by the Director-General (document EB95/40) on the implementation of these 
recommendations was prepared and presented to the ninety-fifth session of the Executive Board and to the Forty-
eighth World Health Assembly, at which time the Regional Directors also described the improvements 
introduced. 

7. Subsequently the competent programme review group of the Executive Board discussed the fellowship 
programme in January 1995. It noted that while a-comprehensive policy existed, compliance with that policy 
had been lacking. It was further emphasized that Member States should fully utilize the newly acquired skills 
of returning fellows - and that the requirement to work in their home institutions or countries for a minimum of 
three years after completion of studies should be adhered to. 
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EVALUATION OF THE FELLOWSHIP PROGRAMME (1990-1995) 

8. During the period under review the total number of fellowships awarded decreased slightly. The overall 
trend for awards to be made for public health sciences continued. The share of clinical sciences and allied fields 
of study declined by over 20%. Currently 63% of fellowships have a duration of under three months. Short-
term study tours represent a significant proportion. Women fellows represent 36%. 

9. There is a clear trend towards "regionalization" of fellowships. Countries in the African Region have 
significantly increased as hosts (over 100% increase in 1994-1995 compared to 1992-1993), largely owing to 
African fellows pursuing their studies in African training institutions. To encourage member countries in this 
Region to accelerate the formulation of national health manpower plans, the Regional Director put an embargo 
on all fellowship applications from countries that had not developed a human resources plan by the end of 1996. 
The Regional Office has launched a series of national and regional workshops on human resources planning. 

10. Due to the growing cost of extra-regional fellowships the Regional Director for South-East Asia has 
decided to increase the placement of fellows within the region. This move is accompanied by greater attention 
to improvements in the quality of selected regional institutions. 

11. The fellowship units in the Region of the Americas and in the European Region are placing the majority 
of fellows from other regions. A management study on fellowships administration concluded that the W H O 
network of regional fellowship units was the most cost-effective means of managing the Organization's 
fellowship programme. It would, however, be reasonable for the originating region to provide some financial 
support to the receiving region. While the Americas and Europe have a strong advantage in handling the 
placement and management of fellows in their region, the originating regions could strengthen their capacity 
and develop direct contacts with training institutions. The matter is kept under review by the Global Policy 
Council, knowing that it will take a number of years to establish a viable database on training opportunities 
throughout the world and to build up efficient channels of communication. In the meantime, a handling fee is 
applied for placement of fellows from other regions. 

12. In the Eastern Mediterranean Region about 60% of all fellows are placed within the Region. Short 
national training courses of under two months' duration are given preference and now account for over 70% of 
all fellowship awards. 

13. The reduction in staff numbers in the fellowship unit of the Western Pacific Region has affected its 
capacity for placement for other regions. For the time being, however, it has been decided not to charge a 
handling fee for this service. In 1997, the Regional Office will issue the eleventh edition of the "Registry of 
training institutions available in the Western Pacific Region". 

STRENGTHENING OF EVALUATION 

14. Following the External Auditor's report in 1994 the work on the development of an "evaluation tool" 
started by the National School of Public Health, Rennes, France, was redirected towards strengthening areas 
considered weak by governing bodies; it was sent for assessment and field-testing in selected countries of three 
regions in the second quarter of 1996.' 

15. The evaluation tool has two main parts, a national (country) section and a regional section, each 
incorporating: 

1 The current version of the "evaluation tool" will be made available to members of the Board on request. 
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• a questionnaire, 

• indicators, and 

• recommendations for use. 

16. The evaluation should be carried out each year or each biennium, although some regions have expressed 
concern at the lack of resources - financial and human - to undertake such an extensive evaluation. 

17. The evaluation concentrates on the management of the fellowship programme through all stages and levels 
in a clear and practical sequence. It initially focuses on health priorities and the human resources development 
plan, determining the national training needs on which the programme should be based. The questionnaire then 
goes on to the details of fellowship management, covering advertising, selection and administration. Finally it 
assesses results. 

FOLLOW-UP OF FELLOWS 

18. It is proposed that a realistic timetable for the period of service required of fellows at the conclusion of 
a fellowship might be as follows: 

• fellowships of less than six months should carry a service obligation of one year; 

• fellowships of six months to two years should carry a service obligation of two years; and 

• fellowships of more than two years should carry a service obligation of three years. 

19. Fellows would be required to submit a report on completion of studies and again, depending on the length 
of service, from one to three years later. 

10 
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V. REPRODUCTIVE HEALTH 

1. The challenge of meeting people's needs throughout their lives has led to an expansion of maternal and 
child health and family planning, one of the elements of primary health care, to the broader concept of 
reproductive health. Reproductive health includes: promotion of safe and responsible sexual behaviour, 
particularly during adolescence; family planning; prevention of maternal and newborn deaths and disabilities; 
prevention and management of unsafe abortion and reproductive tract infections, including those which are 
sexually transmitted, of harmful practices such as female genital mutilation, and of violence related to sexuality 
and reproduction. 

2. Good reproductive health eludes many people because of their poor knowledge of human sexuality; 
inappropriate, poor-quality, or inaccessible reproductive health information and services; the prevalence of high-
risk sexual behaviour; and the limited choices many women and girls have in their lives. Many problems arise 
first during adolescence, a time when basic behavioural patterns are formed that have major consequences for 
reproductive health. 

3. W H O aims to ensure that people have the knowledge, skills, environment and access to health care 
services that give them the capacity for healthy, equitable and responsible relationships and their fulfilment; 
the capacity safely to have the children they desire; the ability to avoid unwanted pregnancy, illness, disease, 
injury and disability related to sexuality and reproduction; and the opportunity to receive appropriate 
counselling, care and rehabilitation when needed. 

4. The basis for W H O ' s work in reproductive health is the need to strengthen action in countries through 
research, standard-setting and technical cooperation. At headquarters the method of work links the technical 
support and normative work with research in an iterative process. The underlying principle is that a rigorous 
scientific review and analysis of available evidence precedes W H O ' s work in advocacy, the setting of norms 
and standards, technical cooperation and research, information from which contributes to a pool of evidence, 
thus completing the cycle. 

5. Technical cooperation supports the planning, implementation, monitoring and evaluation of reproductive 
health policies and programmes, for example through W H O participation in a UNFPA-funded technical support 
services network. It includes the application of norms and standards to specific settings and involves the 
development of generic guidelines, manuals and training modules and their adaptation for use at country level 
in collaboration with governments and other partners. Research covers the extent and nature of reproductive 
health problems, the influence of behaviour, and the best practices for the delivery and quality of services. 
Information is gathered on people's needs and attitudes so as to develop and improve reproductive health 
technology. W H O disseminates the scientific information and promotes its use in policy-making and planning 
for reproductive health. 

6. Reproductive health is a crucial part of general health, firmly linked to sustainable human development, 
and WHO's programme involves the revitalization and reorganization of existing systems and structures rather 
than the establishment of new ones. This approach enables W H O to expand its perennial support to maternal 
and child health and family planning and the promotion of adolescent reproductive health, while initiating 
activities to meet the needs of underserved groups and to tackle neglected or emerging problems such as cervical 
cancer, violence and female genital mutilation. The approach acknowledges the central importance of equality 
between the sexes and of men's participation and responsibility, and it expands upon the views and 
recommendations that characterized the United Nations International Conference on Population and 
Development in 1994 and the Fourth World Conference on Women in 1995. 

7. W H O establishes priorities for its work by taking account of the public health magnitude and effects of 
the problem; the availability of cost-effective, sustainable measures to meet people's needs, or the feasibility 

11 
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of their development; the anticipated impact of such measures; W H O ' s essential competencies; the role of 
WHO's "partners" at the global and country levels; and the need to use WHO's resources to maximum effect. 
Recent achievements of the reproductive health programme include guidelines for assessing and expanding the 
"mix" of contraceptive methods in family planning programmes and for improving the quality of care; advice 
to governments on the quality, safety and efficacy of fertility regulating methods; guidelines on assessing needs 
in reproductive health and the ability of services to address them, particularly with respect to maternal mortality; 
training materials for upgrading midwifery skills; the widespread introduction of a minimum set of measures 
to ensure safe pregnancy and childbirth (the Mother-Baby Package); guidance on integrating prevention and 
care of sexually transmitted diseases (STDs) within other reproductive health services; research on the 
improvement and introduction of methods that protect against unwanted pregnancy as well as STDs; 
information on adolescent sexual behaviour and the role of men in reproductive health; definition and 
classification of female genital mutilation; and a review (with UNICEF) of the health status of young people 
in developing countries. 

8. To increase the information available for advocacy and action in reproductive health, W H O has developed 
and maintains databases on a number of reproductive health indicators, including maternal mortality, morbidity, 
unsafe abortion, anaemia during pregnancy, infertility, neonatal and perinatal mortality, and low birth weight. 
W H O and UNICEF have jointly developed new estimates of maternal mortality, and guidelines have been 
developed on the use of "process indicators" for monitoring maternal mortality. Collaborative efforts with other 
agencies are under way to develop additional reproductive health indicators and the methodology needed for 
generating and analysing reproductive health information. 

9. W H O ' s regional offices are giving support to Member States developing strategies and country-level 
programmes that promote comprehensive reproductive health care through priority measures that are feasible 
within the context of primary health care and which build on existing systems and services. In the African 
Region reproductive health has been advocated as an important component of health sector reform and is 
launching a regional action plan for reproductive health within the United Nations System-wide Special 
Initiative for Africa. Governments and institutions are being sensitized to the concept of reproductive health, 
and training curricula are being updated. The Mother-Baby Package has been introduced to all countries of the 
Region, several having conducted "safe motherhood needs assessments" and developed operational plans based 
on the findings. In the Americas priority has been given to supporting Member States in the promotion of 
adolescent reproductive health, reducing maternal mortality and incorporating "gender perspectives" in health. 
In South-East Asia a framework has been developed to guide countries in making operational the essential 
package of high-priority reproductive health care measures. The strategy has both long-term and short-term 
features, and a prioritized list of tasks at country level has been made. Support in Europe emphasizes eastern 
European and central Asian countries and focuses on those in greatest need, including those with high rates of 
abortion and maternal morbidity and mortality. In the eastern Mediterranean the Mother-Baby Package has also 
been promoted as the central element of comprehensive reproductive health care, notably through a regional 
workshop held in late 1995. The reproductive health of adolescent girls is receiving increasing attention, and 
guidelines on adolescent reproductive health education have been developed that reflect cultural and social 
norms in the Region. In the Western Pacific the strategy has been developed in the context of an innovative 
approach to health policy and planning contained in the document "New horizons in health", and four 
subregional groups of countries have been encouraged to determine the priority of problems, and strategies, 
targets and corresponding activities have been suggested. 

10. Member States are requesting assistance as they move to a more integrated reproductive health approach. 
In responding, the reproductive health programme is focusing on: estimating the magnitude and costs of 
"reproductive ill-health"; developing mechanisms for reaching consensus on priorities; defining and costing 
the minimal set of tasks and quality services for adaptation to different settings; promoting the integration of 
tasks and services where this is likely to be cost-effective and to have clear advantages; and developing 
materials to improve human resources in reproductive health. WHO's reproductive health programme will make 
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a concerted effort to support the actions needed to shift from traditionally problem-specific and separately-
organized health programmes in order to ensure reproductive health for all. 

11. In order to indicate more clearly W H O ' s technical support to Member States in the area of reproductive 
health, the Executive Board is requested to approve the renaming of the Special Account for Maternal Health 
and Safe Motherhood as the Special Account for Reproductive Health Technical Support. Contributions 
received for general family and reproductive health activities will continue to be shown under the Voluntary 
Fund for Health Promotion, in the Special Account for Miscellaneous Designated Contributions - Other. 
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VI. TOBACCO OR HEALTH 

1. The Forty-third World Health Assembly, in resolution WHA43.16, requested the Director-General to 
report biennially to the Health Assembly on the progress and effectiveness of Member States' comprehensive 
tobacco control programmes. The present report concentrates on developments in the past two years, and 
discusses the progress made towards the development of an international framework convention for tobacco 
control, called for in resolution WHA49.17. 

2. WHO's “tobacco or health” activities are based on the aim of reducing mortality and morbidity caused 
by the use of tobacco. The Organization will continue to play a leading role in the prevention and reduction 
of tobacco use and in the promotion of tobacco-free societies. The work of the "tobacco or health" programme 
is centred in three areas: 

• promotion, public information and advocacy 

• a W H O “tobacco or health" information centre. 

3. In 1990，resolution WHA43.16 urged all Member States to implement comprehensive multisectoral 
tobacco control strategies. To this end, the "tobacco or health" programme has engaged in numerous activities 
to assist Member States in bringing about comprehensive tobacco control policies and programmes. 

4. The programme has also been working towards the implementation of resolution WHA46.8 with follow-up 
of resolution WHA43.16 to ensure protection from involuntary exposure to environmental tobacco smoke. Over 
the last two years, a number of countries have advanced legislation to ensure such protection. Further 
collaboration with the International Civil Aviation Organization (ICAO) has led to an increasing number of 
airlines offering smoke-free services, and work is progressing towards the fulfilment of ICAO's resolution 
calling for a smoke-free travel environment on all aircraft. W H O has also been working towards the 
implementation of smoke-free environments in all buildings of the United Nations and its specialized agencies 
in accordance with resolution WHA46.8. 

5. W H O has continued its strong partnerships with a number of nongovernmental organizations (NGOs), and 
in particular has worked closely with the newly established International Non-governmental Coalition against 
Tobacco (INGCAT). 

6. Due to the alarming trends in tobacco-related mortality and morbidity in countries of central and eastern 
Europe (CEE), particular emphasis has been placed on working with these countries to develop comprehensive 
tobacco control policies and programmes. In October 1995，a “training of trainers" seminar was held in Warsaw 
with the participation of 14 CEE countries. The proceedings of the seminar were subsequently issued in 1996 
as a technical document WHO/PSA/96.9. A large-scale tobacco-control conference is being planned for May 
1997 in Moscow. 

7. In September 1996, as part of a tobacco control seminar in southern Africa, W H O "tobacco or health" staff 
facilitated a three-day training course to help develop an action plan for strengthening tobacco control in South 
Africa. 

8. Over the last two years, the “tobacco or health" programme has also completed drafts of several 
publications which will be of great use in moving countries towards comprehensive tobacco control 
programmes. Guidelines for controlling and monitoring the tobacco epidemic concern practical measures for 
structured and orderly implementation and management of long-term, multisectoral, comprehensive tobacco 
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control policies and programmes, with revised W H O recommendations for the measurement of smoking 
prevalence aiming at global standardization. W H O will offer training workshops to promote optimum use of 
the guidelines. 

9. Another important text prepared for publication in 1996，entitled Tobacco or health: first global status 
report, is the first such comprehensive report, with the first global and regional comparisons for a number of 
indicators concerning the extent of the global tobacco epidemic. 

10. Two other reports were completed by the “tobacco or health" programme in 1996: Evaluating tobacco 
control activities: experiences and guiding principles (now available as a W H O publication); and Le rôle des 
médias à l'appui de la lutte contre le tabagisme ("The role of the media in support of control of tobacco use", 
in preparation). 

11. The quarterly newsletter Tobacco Alert, with worldwide distribution to those concerned with “tobacco or 
health" issues, continues to be an effective tool for health promotion, providing up-to-date information on the 
tobacco situation. Since July 1996, due to budgetary constraints, the newsletter now only appears in electronic 
form on the Internet. 

12. World No-Tobacco Day continues to be observed annually in W H O Member States, often serving as one 
of the most significant means of health promotion and education on “tobacco or health" issues. Specific material 
issued for each World No-Tobacco Day provides essential information and contains recommended tobacco 
control strategies based on the particular theme chosen for that year. Owing to budgetary constraints, advisory 
material will appear only in electronic form on the Internet starting in 1997. 

13. In 1996 resolution WHA49.17 was adopted by the Health Assembly, again calling on all Member States 
and, where applicable, organizations of the United Nations system and other international organizations 
progressively to implement comprehensive tobacco control strategies as called for in previous resolutions. In 
addition, the resolution requested the Director-General to initiate the development of a framework convention 
which would encourage Member States to move progressively towards the adoption of comprehensive tobacco 
control policies and also to deal with aspects of tobacco control that transcend national boundaries. The 
"tobacco or health，，programme has taken the initial steps required. A background paper entitled "An 
international strategy for tobacco control" has been issued as technical document WHO/PSA/96.6. In order to 
develop a convention that is both appropriate and feasible, staff have consulted other United Nations agencies 
having established international conventions. Talks have also begun with potential providers of funds for 
development of the framework, and several governments have already indicated an interest. 
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VIL HIV/AIDS AND SEXUALLY TRANSMITTED DISEASES 

1. This report is submitted in response to resolution WHA49.27 and describes the development and 
implementation to date of an overall strategy for WHO's activities relating to HIV/AIDS and sexually 
transmitted diseases. 

2. The seriousness of the health problem is reflected in the estimate that by mid-1996 a cumulative total of 
27.9 million children and adults had been infected with HIV and that 7.7 million AIDS cases had occurred. The 
1995 estimated annual incidence of curable sexually transmitted diseases was 333 million cases worldwide. 
Although there are hopeful signs that the epidemic has stabilized in certain countries and population groups, 
women are becoming increasingly vulnerable to HIV as a result of greater heterosexual transmission. Clinical 
and behavioural research has produced more effective therapies and interventions; however, these need to be 
more generalized to have a significant impact on the global course of the epidemic. 

3. In order to respond to the still evolving and dynamic epidemic, W H O will be guided by its global AIDS 
strategy based on three fundamental goals: reduction of transmission of HIV; provision of care and support 
to those infected and affected by the epidemic to reduce impact; and advocacy for mobilization of a worldwide 
response. With the disestablishment of the Global Programme on AIDS as of 31 December 1995 and the transfer 
of specific HIV/AIDS activities to UNAIDS, W H O has assured the continuity of its response with the 
establishment of the Office of HIV/AIDS and Sexually Transmitted Diseases and of similar structures in the six 
regional offices. At country level W H O Representatives are actively involved in United Nations theme groups 
on AIDS within the framework of UNAIDS, chairing the theme group in over 90% of countries. 

4. Within the context of its role as a cosponsor of UNAIDS' expanded response to the epidemic, WHO's 
objectives are: to coordinate efforts within headquarters and with regional offices in order to strengthen WHO's 
response to the epidemic; to integrate HIV/AIDS activities into relevant W H O programmes; to liaise with other 
partners; and to mobilize resources. 

5. W H O policy and strategic orientations on HIV/AIDS and sexually transmitted diseases have been drawn 
up on the basis of the following considerations: 

• HIV/AIDS is a major health problem 

• W H O will mobilize all its technical resources to support national public health response to the epidemic 

• W H O will promote prevention, detection and treatment of sexually transmitted diseases as a major 
strategy for decreasing the risk of sexual transmission of HIV 

• W H O will promote cost-effective strategies that minimize unnecessary transfusions of blood and blood 
products 

• W H O will promote prevention of nosocomial transmission through sound control of infection based 

on the principle of universal precautions 

• W H O will encourage programmes addressing substance abuse, including injecting drug use and related 
sexual transmission 
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• W H O will contribute to promotion of prevention methods that can be controlled by women and of risk-
reduction strategies for newborns 

• W H O will advocate humane care, and will cooperate with countries to strengthen health care systems 
and to improve care and support for persons with HIV/AIDS and related conditions, including 
tuberculosis 

• W H O will support clinical and operational research, as appropriate 

• W H O will advocate a comprehensive, nondiscriminatory, nonjudgemental response at country level 
from all partners. 

6. In the current biennium W H O will focus on prevention, detection and treatment of sexually transmitted 
diseases; prevention of sexual transmission of HIV; prevention of transmission of HIV through blood; 
prevention of perinatal transmission of HIV; strengthening of health care systems for the care and support of 
persons or groups affected by HIV/AIDS; and promotion of adequate and appropriate societal responses to 
HIV/AIDS. 

7. A strategic plan was drawn up on the basis of W H O ' s policy and strategic orientations at two planning 
meetings (May and October 1996) which brought together programmes at all levels of the Organization, and 
U N AIDS. It has been built on the principles of: developing W H O ' s vision and approach in response to the 
HIV/AIDS epidemic and sexually transmitted diseases in the context of the United Nations cosponsored effort; 
integrating key HIV/AIDS activities and those relating to sexually transmitted diseases into the work of W H O 
in response to national governments; creating a spirit of teamwork, co-ownership and coresponsibility for 
WHO's work on HIV/AIDS and sexually transmitted diseases at all levels; and establishing a mechanism for 
feedback, monitoring and evaluation of W H O activities. 

8. Technical support to Member States has taken the form of visits of staff to countries and regional offices 
for collaboration in preparing strategic and operational plans and in the defining of roles of UNAIDS country 
programme advisers, theme groups and W H O Representatives. Guidelines on syndromic management of 
sexually transmitted diseases have been translated from English and printed in French, Portuguese, Russian and 
Spanish. 

9. Integrating activities on HIV/AIDS and sexually transmitted diseases into the overall framework of the 
Organization has taken several forms. A matrix of activities related to HIV/AIDS and sexually transmitted 
diseases in some 18 programmes at headquarters and in the regional offices has been produced in the course of 
the strategic planning exercise. Activities have been classified by area: reduction of transmission from nonsafe 
sexual behaviour, reduction of transmission through blood, reduction of perinatal transmission, strengthening 
of health systems, and improvement of the societal response. Working groups have been established to 
strengthen and to integrate HIV/AIDS-related activities involving UNAIDS and notably those concerning 
sexually transmitted diseases; HIV/AIDS epidemiological surveillance; and drugs for HIV/AIDS and sexually 
transmitted diseases. This coherent and collaborative approach played a key part in preparing the strategic plan, 
and an even greater one in bringing it into operation. Almost all 18 programmes have specific activities in the 
area of HIV/AIDS and sexually transmitted diseases. 

10. Efforts have been coordinated with other cosponsors. W H O , UNICEF and U N E S C O are collaborating 
on various school health initiatives. W H O , UNICEF and U N D P collaborated in production of a policy guide 
on HIV and infant feeding. W H O is cooperating with the World Bank on technical reviews of major credits to 
developing countries in the areas of sexually transmitted diseases, HIV/AIDS and tuberculosis. 
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11. A quarterly newsletter has been produced since June 1996 and information is accessible electronically on 
W H O ' s Internet site. 

12. Research activities on HIV/AIDS and sexually transmitted diseases are being continued and strengthened. 
For example, acceptability studies on new non-latex male condoms, feasibility studies of preventive therapy for 
tuberculosis in persons also infected with HIV, and multicentre studies in four countries to assess increased 
access to tuberculosis treatment by involving community-based and home-based AIDS programmes are under 
way. 

13. Financial support for the biennium 1996-1997 has been made available largely through reallocation of 
regular budget funds that had been budgeted for the Global Programme on AIDS and for sexually transmitted 
diseases, specified projects carried over from the Global Programme on AIDS, and from UNAIDS. Initially, 
the regular budget provision covers four staff in headquarters, 20 posts in regional offices and three country 
posts. UNAIDS is supporting four regional office posts and providing funds for regional and intercountry 
activities. 

14. W H O has provided support to UNAIDS financially, in the form of US$ 720 000 for the biennium, and 
technically, in the form of participation in working groups for technical areas and for preparation of strategic 
and operational plans. 

15. To mobilize resources, W H O actively participated in preparation of "UNAIDS Cosponsors’ Coordinated 
Appeal for Supplemental Funded Activities" for the biennium 1996-1997 which was issued in June 1996. Of 
18 proposals from all cosponsors totalling US$ 18 million, 11 were from W H O programmes for a total of 
US$ 3.7 million. 

16. An outcome of the strategic planning meetings has been preparation of materials to reinforce the role of 
the W H O Representatives, including information on resource mobilization at country level. 
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VIII. ACTION BY THE EXECUTIVE BOARD 

The Board is invited to note the reports and consider the following decision: 

REPRODUCTIVE HEALTH 

The Executive Board took note of the report of the Director-General on reproductive health (document 
EB99/19, section V) and approved the renaming of the "Special Account for Maternal Health and Safe 
Motherhood" as the "Special Account for Reproductive Health Technical Support’，under the Voluntary Fund 
for Health Promotion. 
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