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I. INTRODUCTION 

1. The International Conference on Nutrition, which was convened in December 1992，was the culmination 

of more than two years of joint effort by WHO and FAO to increase awareness of the extent and seriousness 

of nutrition- and diet-related problems. The Conference adopted the World Declaration and Plan of Action 

for Nutrition,1 which are a vital step in the direction of a truly global commitment to action by countries and 

the international community alike. The goals and strategies delineated in the World Declaration and Plan of 

Action for Nutrition (see the box below) provide a framework and guidelines for countries to develop and 

strengthen their national plans of action for promoting the nutritional well-being of their populations. 

WORLD DECLARATION ON NUTRITION 
(excerpt) 

As a basis for the Plan of Action for Nutrition and guidance for formulation of national plans of 
action, including the development of measurable goals and objectives within time frames, we [the 
Ministers and Plenipotentiaries] pledge to make all efforts to eliminate before the end of this decade: 

• famine and famine-related deaths; 
• starvation and nutritional deficiency diseases in communities affected by natural and 

man-made disasters; 
• iodine and vitamin A deficiencies. 

We also pledge to reduce substantially within this decade: 

• starvation and widespread chronic hunger; 
• undernutrition, especially among children, women and the aged; 
• other important micronutrient deficiencies, including iron; 
• diet-related communicable and noncommunicable diseases; 
• social and other impediments to optimal breast-feeding; 
• inadequate sanitation and poor hygiene, including unsafe drinking-water. 

PLAN OF ACTION FOR NUTRITION 
Strategies and actions 

• incorporating nutritional objectives, considerations and components into development 
policies and programmes; 

• improving household food security; 
• protecting consumers through improved food quality and safety; 
• preventing and managing infectious diseases; 
• promoting breast-feeding; 
• caring for the socio-economically deprived and nutritionally vulnerable; 
• preventing and controlling specific micronutrient deficiencies; 
• promoting appropriate diets and healthy lifestyles; 
• assessing, analysing and monitoring nutrition situations. 

2. These goals and strategies now serve as a platform for WHO's technical support to countries. With 

emphasis on providing technical support to countries and reinforcing existing activities with the fresh impetus 

provided by the World Declaration and Plan of Action for Nutrition, WHO is focusing on the following areas: 

-assessing, preventing and managing protein-energy malnutrition; 

-overcoming micronutrient malnutrition; 

1 World Declaration and Plan of Action for Nutrition. FAO/WHO, International Conference on Nutrition, Rome, 

December 1992. 
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-promoting maternal, infant and young-child nutrition; 

-preventing diet-related noncommunicable diseases; 

-preventing foodborne diseases; 

-training in preparedness and management for nutrition emergencies; 

-promoting research and training in nutrition. 

3. The Forty-sixth World Health Assembly (1993) considered the report by the Director-General on the 

International Conference on Nutrition1 and the WHO strategy for supporting its implementation at all levels. 

The Health Assembly adopted resolution WHA46.7 endorsing the World Declaration and Plan of Action for 

Nutrition in its entirety, calling for Member States to strive to achieve the Conference goals and develop 

national plans of action in keeping with the objectives, major policy guidelines, and nine action-oriented 

strategies presented in the Plan of Action. 

II. PROGRESS IN COUNTRIES 

4. The strong country focus of the International Conference on Nutrition was in recognition of the vast 
differences in nutrition problems around the world. The preparatory process for the Conference started in 
countries themselves, with an examination of problems and their causes and associated factors - whether 
social, political, economic, infrastructural or other - which had to be considered if effective and realistic 
national strategies and plans of action were to be developed. The enthusiasm generated by the preparatory 
activities in many countries and regions has been carried over into the preparation, and now the 
implementation, of the World Declaration and Plan of Action for Nutrition. 

5. Since the Conference, WHO has been monitoring progress in countries. Countries were asked for 
information on the status of their national plans of action; which strategies had been identified as crucial and 
incorporated in national plans of action; whether efforts had been made to allocate or mobilize additional 
resources necessary for the implementation of their national plans of action; whether any intersectoral 
mechanisms had been established for implementation, monitoring and evaluation of their national plans of 
action; and how effective collaboration had been among United Nations agencies. In addition, WHO 
identified indicators (paragraph 11 and Table 1) to monitor progress towards achieving Conference goals at 
country, regional and global levels and, by 31 December 1994，138 countries and 7 territories had provided 
information in this connection. 

Development and strengthening of national plans of action for nutrition 

6. In adopting the World Declaration and Plan of Action for Nutrition, Member States made a 
commitment to prepare or improve, as soon as possible, and not later than the end of 1994, national plans 
of action and policies based on the principles and strategies enunciated in the Declaration and Plan of Action. 
Based on information thus far received from 138 countries and 7 territories, by the end of 1994, 52 countries 
had finalized or strengthened their national plans of action, while 70 countries and 1 territory had them in 
draft form; 16 countries and 6 territories have not yet begun preparing their plans. Lack of human resources 
and political instability were two major obstacles reported. WHO hopes to help resolve this delay by 
providing direct technical support. Countries in all regions recognized all nine strategies (see paragraph 1) 
as important priorities and reported that they were incorporating most of them in their plans of action. 

1 Document WHA46/1993/REC/1, Annex 3. 
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TABLE 1. INDICATORS FOR MONITORING CONFERENCE GOALS FOR THE DECADE 

Condition to be eliminated or substantially reduced Main indicator(s) 

Famine and famine-related deaths Famine-related deaths/1000 
population/year 

Starvation and nutritional deficiency diseases in communities affected 
by natural and man-made disasters 

Preschool children (aged under 
5 years) in the population 
affected by disasters, below the 
cut-off for severe malnutrition (-3 
SD, weight-for-age) 

Iodine and vitamin A deficiencies Children (aged 6-11 years) with 
goitre of any grade 

Preschool children (aged 2-6 
years) who are night-blind 

Starvation and widespread chronic hunger Population who, over a period of 
a year, do not have access to 
enough food to meet their 
energy needs 

Undernutrition, especially among children, women and the elderly Preschool children (aged under 
5 years) below the cut-off for 
moderate and severe 
malnutrition (-2 SD weight-for-
age) 

Other important micronutrient deficiencies, including iron Women aged 15-49 years with 
haemoglobin levels below 
12 grams/dl of blood for non-
pregnant women and 
11 grams/dl of blood for 
pregnant women 

Diet-related communicable and noncommunicable diseases Rate (cases/100 000 
population/year) of foodborne 
diseases or, in the absence of 
information on foodborne 
diseases, rate of gastrointestinal 
infections and intoxications 

Age-standardized death rate/ 
100 000 population/year from 
coronary heart disease 

Social and other impediments to optimal breast-feeding Infants aged less than 4 months 
(120 days) who are exclusively 
breast-fed 

Inadequate sanitation and poor hygiene, including unsafe drinking-water Population with access to an 
adequate amount of safe 
drinking-water in a dwelling or 
located within a convenient 
distance from the user's dwelling 

SD = standard deviation 
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Strengthened commitment for implementing national plans of action 

7. So far 72 countries and 1 territory have indicated successful efforts made to allocate or mobilize 
additional financial and human resources as a result of the Declaration and Plan of Action. Of these, 49 
countries and 1 territory have been able to mobilize these resources nationally, for example, by allocating 
additional funds for nutrition-related activities and/or creating a multisectoral food and nutrition task force; 
56 countries and 1 territory reported that they had received financial and technical support from international 
agencies including WHO, UNICEF, FAO and the World Bank. In addition, 24 countries have reported 
success in obtaining additional resources from bilateral agencies. The Sub-Committee on Nutrition of the 
United Nations Administrative Committee on Coordination (ACC/SCN) has been asked to estimate the 
increase in support for nutrition, from both national and international sources, as a result of the Conference. 
Collaboration with nongovernmental organizations to mobilize additional financial and human resources for 
implementing national plans of action for nutrition has been mentioned by 37 governments. 

Mechanisms for implementing national plans of action 

8. The majority of countries thus far reporting have developed or strengthened existing intersectoral food 
and nutrition councils, task forces and working groups. Some of these intersectoral bodies are headed by the 
health sector, others by agriculture, and still others by national planning authorities. Of those reporting, 101 
countries and 1 territory indicated that they have established or institutionalized national intersectoral 
mechanisms to implement, monitor and evaluate their agreed policies and national plans of action for 
nutrition. In many countries, national seminars or workshops have been held to coordinate and consolidate 
the efforts of various government sectors as well as international agencies and nongovernmental organizations. 
Coordinating mechanisms among international agencies working to achieve nutritional well-being were 
reported by 77 countries; while collaboration is good in many countries, it needs to be strengthened in some. 

National progress towards Conference goals 

9. Countries are committed to achieving the nine goals set out in the World Declaration (see paragraph 1). 
To monitor their efforts, Member States are using indicators that are based on those currently used for 
monitoring health goals of the World Summit for Children and also for the WHO health-for-all strategy. 
However, in order to reduce the reporting burden, there is only one major indicator for each goal, except for 
iodine and vitamin A deficiencies and communicable and noncommunicable diseases, which have two. Many 
countries have also assessed their current situations by applying these indicators. Analysis of information 
provided by each country is currently under way. 

III. GLOBAL PROGRESS TOWARDS CONFERENCE GOALS 

Reducing protein-energy malnutrition 

10. More than 30% of the world's children aged under five years are still malnourished in terms of being 
underweight. Using the WHO global database on child growth, which covers 87% of the total population 
of infants and young children in developing countries, nationally representative cross-sectional data indicate 
both regional and global trends in malnutrition, as well as providing a baseline against which to assess the 
decade goal of the World Summit for Children, which aims at halving malnutrition by the year 2000. 
Globally, it is projected that the prevalence of protein-energy malnutrition in children aged under five years 
in developing countries will have progressively fallen from 42.6% in 1975 to 34.6% in 1995 (Tables 2 and 3). 
However, in some regions this fall in percentage prevalence has not been as rapid as the rise in population. 
The result is that in some regions, such as Africa and South-East Asia, the actual number of malnourished 
children has in fact risen. Thus the absolute number of children worldwide who are underweight will have 
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risen from 195 million in 1975 to an estimated 200 million in 1995，which means that more than one-third 

of the world's under-five population will still be malnourished. 

11. This rate of progress is far from adequate if the year-2000 goal - a 50% reduction from 1990 levels 

of prevalence of moderate and severe malnutrition - is to be achieved. Indeed, achievement of this goal 

would mean that, by the year 2000, in developing countries only 17.9% of children under five years of age 

(i.e. 106 million) will be malnourished. 

Overcoming micronutrient malnutrition 

12. Iodine deficiency disorders (IDD) are the greatest worldwide cause of preventable brain damage in the 

foetus and infant and retarded psychomotor development in young children. WHO estimates that IDD are 

currently a significant public health problem in 118 countries, where 1571 million people live in 

iodine-deficient environments and are therefore at risk, and 655 million people actually suffer from goitre 

(Table 4). Approximately half the global goitre problem is found in Asia (WHO Regions of South-East Asia 

and the Western Pacific), but also 89 million in Africa, and 11.3% of Europe's population still has goitre.1 

13. Recent reports indicate that tangible progress in universal salt iodization, the most feasible national 

action for prevention and control of IDD, is being made in the 118 countries currently known to be affected 

by these disorders - for example in China, Latin America, in countries of South-East Asia, and in Africa. 

Of these countries, 37 have established universal iodization and 36 others have initiated some type of action. 

However, 39 countries have taken no action and information is lacking from the remaining six. Efforts are 

under way to stimulate action, where lacking, to complete universal salt iodization and to monitor 

programmes to assure sustainability. Despite the magnitude of the problem, it seems realistic to anticipate 

that IDD will indeed be eliminated as a major public health problem by the year 2000. 

14. More than a quarter of a million children are estimated to go blind every year due to a deficiency of 

vitamin A. The 1994 estimates from the WHO Micronutrient Deficiency Information System database 

indicate that at least 3 million children annually currently exhibit signs of clinical xerophthalmia.2 This 

estimate is substantially lower than the 1985 estimate of 14 million. The apparent progress in reducing the 

risk of blinding malnutrition undoubtedly reflects both successful short-term approaches through distribution 

of vitamin A supplements in countries with large populations of affected children, e.g. Indonesia and India, 

and a more equitable distribution of economic and social programmes to relieve poverty and conditions 

associated with deprivation. These latter conditions often precipitate clinical deficiency. 

15. Although there is a downward trend in clinical vitamin A deficiency, WHO estimates that in 1994 at 

least 227 million children were at risk of a subclinical deficiency because of deficient vitamin A body stores. 

This translates into a significant compromise in health and the chances for survival of affected populations. 

Table 5 provides the 1994 estimates, by WHO region, for clinically and subclinically affected populations. 

Currently more than 65 countries have a problem of public health significance, and an additional 28 countries 

are likely to have such a problem. 

16. Iron deficiency and anaemia have profound negative effects that include increasing maternal and 

newborn mortality, impaired health and development of infants and children, limited learning capacity, 

impaired immune mechanisms, and reduced working and productive capacity of those affected. Iron 

1 Global prevalence of iodine deficiency disorders. Micronutrient Deficiency Information System, Working Paper 

No. 1. Geneva, World Health Organization, 1993. 

2 Global prevalence of vitamin A deficiency. Report of the WHO Micronutrient Deficiency Information System, 

Working Paper No. 2. Geneva, World Health Organization, 1994. 



A48/8 

TABLE 2. GLOBAL AND REGIONAL TRENDS IN ESTIMATED PREVALENCE 
OF PROTEIN-ENERGY MALNUTRITION IN CHILDREN AGED UNDER 

FIVE YEARS, SINCE 1975 

1975 1Î )90 1995 
Year 2000 goal: 

underweight 
Region children 

% Million % Million % Million % Million 

Continental Africa 30.4 22.9 27.3 31.6 27.0 34.8 13.7 19.8 
Latin America 15.6 7.5 11.5 6.4 10.8 6.0 6.0 3.4 
Asia 47.8 164.6 41.3 154.8 40.0 158.6 21.0 83.3 

Less developed 
cou 门 tries 42.6 195.6 35.8 193.4 34.6 199.8 17.9 105.9 

All countries 36.4 198.6 31.3 195.8 - - 15.7 106.6 

TABLE 3. RELATIVE DECREASE IN PREVALENCE OF PROTEIN-ENERGY 
MALNUTRITION DURING SUCCESSIVE FIVE-YEAR INTERVALS IN 

DEVELOPING COUNTRIES WORLDWIDE 

1975-1980 1980-1985 1985-1990 Estimated 
1990-1995 

Decrease (%) needed over 5 
years to reach year-2000 goal 1975-1980 1980-1985 1985-1990 Estimated 

1990-1995 
1995-2000 

Decrease (%) 5.2 6.2 5.5 3.4 48.3 

TABLE 4. NUMBERS OF PEOPLE AT RISK AND AFFECTED BY IODINE 
DEFICIENCY DISORDERS, AND PREVALENCE • GLOBAL AND REGIONAL 

ESTIMATES (TOTAL GOITRE RATE >5%)a 

Population Population at risk Population affected 
by goitre 

WHO Region % Of % of 
Million Million /о ОТ 

Region global 
total 

Million % of 
Region global 

total 

Africa 550 181 32.9 11.5 89 16.2 13.6 
Americas 735 167 22.7 10.6 63 8.6 9.6 
South-East Asia 1 355 486 35.9 30.9 175 12.9 26.7 
Europe 858 141 16.4 9.0 97 11.3 14.8 
Eastern Mediterranean 411 173 42.1 11.0 93 22.6 14.2 
Western Pacific 1 553 423 27.2 26.9 139 8.9 21.2 

Total 5 462 1 571 28.7 100.0 655 12.0 100.0 
a Global prevalence of iodine deficiency disorders. Micronutrient Deficiency Information System, Working 

Paper No. 1. Geneva, World Health Organization, 1993. 
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TABLE 5. NUMBERS OF SUBCLINICAL AND CLINICAL VITAMIN A 
DEFICIENCY CASES IN CHILDREN UNDER FIVE YEARS OF AGE, 

AND PREVALENCE - GLOBAL AND REGIONAL ESTIMATES3 

WHO Region 

Subclinical 
severe or moderate (A) Clinical (B) Prevalence 

(A+B) WHO Region 

Million Million % 

Africa 30.6 0.96 50 

Americas 14.5 0.10 30 

South-East Asia 122.8 1.70 70 

Eastern Mediterranean 17.9 0.17 40 

Western Pacific 41.6 0.14 30 

Subtotal 227.5 3.07 

Total 230.6 
a A 1994 projection based only on those countries in each region for which clinical and/or biochemical data 

are available in the WHO Micronutrient Deficiency Information System database. 

deficiency and anaemia are thus impediments to individual and national development. Iron deficiency alone 

affects an estimated 2000 million people in developed and developing countries combined, half of these with 

clinical iron deficiency anaemia and the remainder with deficient body-iron stores. Directly related to the 

truly massive problem of iron deficiency anaemia in women is iron deficiency anaemia in infants and young 

children. An estimated 58% of pregnant women in developing countries are anaemic, with the result that 

infants are more likely to be born with low birth weight and depleted iron stores. An earlier (1985) WHO 

assessment indicated that 51% of children aged under five years in developing countries are also anaemic. 

Promoting breast-feeding 

17. The International Conference on Nutrition reaffirmed the global goal for optimal maternal and child 

health and nutrition, stated in the Innocenti Declaration: "all women should be enabled to practise exclusive 

breast-feeding and all infants should be fed exclusively on breast milk from birth to 4-6 months of age. 

Thereafter children should continue to be breast-fed while receiving appropriate and adequate complementary 

foods, for up to two years of age or beyond." 

18. The prevalence and duration of breast-feeding have increased in some parts of the world, such as 

Australia, Canada, Netherlands and Sweden, often as a direct result of national and other support and 

promotion programmes. Unfortunately, however, breast-feeding trends continue to decline in other parts of 

the world, often in those areas where breast-feeding is crucial to infant survival, Brazil, Nigeria and Yemen, 

for example. Recent data collected from 44 countries (taken primarily from the Demographic and Health 

Surveys) on exclusive breast-feeding from 0-4 months show declining values and a shift away from optimal 

feeding modes. Exclusive breast-feeding rates at four months of age range from 41% in Botswana to 4% in 

Burkina Faso in the African Region, and from 25% in Pakistan to 14% in Sudan in the Eastern Mediterranean 

Region. Early supplementary feeding and short breast-feeding duration with abrupt weaning are still the norm 

in many parts of the world. Breast-feeding rates in the 44 countries at 12-15 months range between 97% in 

Burkina Faso and 30% in Mexico. Breast-feeding into the second year of life varies from 85% in Rwanda 

to 7% in the Dominican Republic. 
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19. In a remarkably short time, the Baby-friendly Hospital Initiative has mobilized national authorities in 

at least 159 countries, where 14 000 hospital and maternity facilities have been targeted to become baby-

friendly, to achieve the operational target of the Innocenti Declaration. In developing countries, 13 976 

hospitals and maternity facilities have been targeted to become baby-friendly by 1995. In China alone, 

around 900 hospitals and maternity services had been designated baby-friendly by the end of 1994，thus 

approaching successfully the national mid-decade goal of 2000 baby-friendly hospitals by the end of 1995. 

Preventing diet-related noncommunicable diseases 

20. There has been increasing recognition in the past 40 years, especially in industrialized countries, that 

certain chronic noncommunicable diseases are closely related to diet and other aspects of lifestyle, notably 

emotional stress, reduced physical exercise, and tobacco smoking. Cardiovascular diseases are the leading 

cause of morbidity and premature death in the developed countries and are responsible for more than 

12 million deaths each year, which is almost one-quarter of deaths worldwide. Trends indicate that 

cardiovascular diseases are decreasing in some industrial countries, where the highest mortality rates are found 

in low socioeconomic groups. However, a substantial increase has been observed in countries of central and 

eastern Europe and a general increase in developing countries. Cancer is the second cause of death in most 

developed countries. Recent trends show that, unless controlled, cancer will become the leading cause of 

death in several countries by the twenty-first century. In addition, the increasing prevalence of diabetes has 

led to a large increase in related mortality and it is predicted that the number of people with diabetes may 

exceed 100 million by the end of the century. To prevent lifestyle and diet-related noncommunicable 

diseases, 12 countries in the African Region have already adopted education programmes, as have 11 

countries in the Eastern Mediterranean Region, 20 in the European Region, and 5 countries each in the 

Region of the Americas and the South-East Asia and Western Pacific Regions. Consequently, the global 

picture is mixed, with some countries experiencing higher incidence trends than others. 

Preventing foodborne diseases 

21. Foodborne diseases,1 identified by the International Conference on Nutrition as an important cause of 

ill-health and an underlying factor for malnutrition, remain a major public health problem worldwide. 

Surveys carried out in industrialized countries indicate that the estimated annual incidence of foodborne 

diseases affects up to 10% of the population. Reported cases of some foodborne diseases in these countries 

also indicate an increasing trend. 

22. Data from developing countries are scarce and are not an accurate representation of the real situation. 

However, the high incidence and prevalence of diarrhoeal diseases in infants and children - up to 70% of 

cases are due to contaminated food - point to an alarming food-safety situation calling for urgent action. 

From the very few countries that maintain foodborne disease surveillance, e.g.，Venezuela, it can be observed 

that the incidences of foodborne diseases are also increasing in developing countries. Most developing 

countries, particularly in Africa, have acknowledged their serious food safety problems, expressing concern 

about foods that are heavily contaminated with microbiological and chemical contaminants. 

23. Both developing and industrialized countries consider the development of food legislation and the 

strengthening of inspection services to be the most important approaches to preventing foodborne diseases. 

Since few countries cite education of food handlers, particularly mothers, as an important preventive 

mechanism, unfortunately it appears that the link between the problem of diarrhoea in infants and children 

and food safety is not generally made. 

1 Foodborne diseases are caused by consumption of biologically or chemically contaminated food. 

9 
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IV. ACTION BY W H O 

24. The International Conference on Nutrition was a significant step in reinforcing the required commitment 

to action by countries and the international community. Included in WHO's immediate response was a 

strengthening of its capacity to respond to its Member States by drawing up a strategy1 for supporting the 

implementation of the World Declaration and Plan of Action for Nutrition at all levels and by establishing 

a new Division of Food and Nutrition at headquarters, comprising the previously separate units of Food Aid 

Programmes, Food Safety and Nutrition. In addition, a series of working groups have been established to 

consider each of the nine strategy areas of the World Declaration and Plan of Action for Nutrition. The 

Nutrition Task Force continues to serve as a means by which collaboration with and support by the Division 

of Food and Nutrition can be facilitated. It also acts as a forum for reporting, sharing and harmonizing the 

working group activities, thereby promoting a complete and integrated nutrition output for WHO. 

25. WHO has intensified its technical and financial support to countries, particularly the least developed. 

A major proportion of the nutrition programme's time, energy and financial resources has been spent in 

providing support to countries for developing and strengthening their national plans of action, occasionally 

with the direct involvement of WHO's worldwide network of 27 collaborating centres in nutrition. 

26. WHO regional offices have been playing a key role in determining and organizing the support needed 

by countries in order to develop more comprehensive nutrition-oriented policies and programmes. 

Throughout 1994 and early 1995，they have also been organizing in collaboration with F AO, and UNICEF 

in some regions, regional or subregional Conference follow-up workshops and meetings (Annex). These 

meetings are being held to stimulate and review country progress towards the finalization of national plans 

of action for nutrition, to share information and experience, and to provide assistance to those countries 

needing help in finalizing their national plans of action. 

27. In addition, WHO has continued its critical normative work, particularly at global level, reviewing the 

latest scientific data and developing norms, criteria and guidelines covering a broad spectrum of nutrition 

issues. This work is achieved in three main ways: by holding scientific meetings; by producing technical 

documentation; and by assessing the worldwide prevalence of the major forms of malnutrition and 

monitoring their trends through a series of databanks (on protein-energy malnutrition, iodine deficiency 

disorders, vitamin A deficiency, anaemia in women，2 anaemia in children, and prevalence and duration of 

breast-feeding). In addition, databases on food and nutrition policies are available for the European and 

Western Pacific Regions, and a database on food composition of regional foods is managed by the Regional 

Office for the Americas. WHO's technical documentation, which incorporates the outcomes of interagency 

consultations, workshops and other meetings, provides technical, programmatic and managerial guidance to 

decision-makers and others responsible for implementing national nutrition activities. 

28. The World Declaration and Plan of Action for Nutrition has ushered in a new era of considerable 

potential for improving human nutrition. Never before has the global consensus been stronger about the 

nature and causes of malnutrition, or about more effective ways to tackle nutrition problems using a 

multisectoral approach, with appropriate community and national action backed by coordinated efforts at 

regional and global levels. 

V. MATTERS FOR THE PARTICULAR ATTENTION OF THE HEALTH ASSEMBLY 

29. The Health Assembly is invited to note the report. 

'See document WHA46/1993/REC/1, Annex 3. 

2 This databank is maintained in the Division of Family Health in collaboration with the Nutrition programme. 

10 
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ANNEX 

REGIONAL OR SUBREGIONAL WORKSHOPS AND MEETINGS 
FOLLOWING UP THE INTERNATIONAL CONFERENCE ON NUTRITION 

Region Date Venue 

Africa 

Post-ICN ECSA conference on food 
and nutrition 

6-9 December 1993 Nairobi, Kenya 

Workshop on nutrition for ICN focal 
points 

20-25 June 1994 Dakar, Senegal 

ICN follow-up meeting for anglophone 
African countries 

3-7 April 1995 Harare, Zimbabwe 

ICN follow-up meeting for francophone 
African countries 

June 1995 Rabat, Morocco 

Americas 

Subregional ICN follow-up workshop 
for Central America, Spanish-speaking 
Caribbean and Mexico 

11-15 October 1993 Tegucigalpa, Honduras 

Subregional ICN follow-up workshop 
for South America 

21-25 March 1994 Quito, Ecuador 

Subregional ICN follow-up workshop 
for English-speaking Caribbean 

12-16 December 1994 Kingston, Jamaica 

South-East Asia 

South-East Asia research-cum-action 
network meeting (review of ICN follow-
up action in countries) 

29 November - 1 December 1993 Hyderabad, India 

Regional ICN follow-up meeting October 1995 New Delhi, India 

Eastern Mediterranean 

Inter-country workshop on follow-up of 
the ICN 

25-29 September 1994 Alexandria, Egypt 

Western Pacific 

Workshop on national food and 
nutrition policies and ICN follow-up for 
the Asian countries 

7-11 November 1994 Manila, Philippines 

Workshop on national food and 
nutrition policies and ICN follow-up for 
Pacific island countries 

27-31 March 1995 Nadi, Fiji 

ICN = International Conference on Nutrition 
ECSA = East, central and southern Africa 
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