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A.

PROMOTION OF HEALTHY LIFESTYLES

1.
The Fifty-seventh World Health Assembly considered the report on health promotion and
healthy lifestyles.1 The report drew attention to the major behavioural risk factors, including unhealthy
diet, tobacco use, physical inactivity, alcohol misuse and unsafe sex and their underlying determinants,
together with the need to strengthen the capability of countries to promote health effectively. Most
countries still lack the policies, data and the human and financial resources necessary for sustainable
health promotion; a considerable amount of work is needed on integrating health promotion into health
systems. The present document reports on progress made in the promotion of healthy lifestyles and
provides information concerning future work in accordance with resolution WHA57.16.2

Progress
2.
Intercountry workshops have been held in the WHO South-East Asia and Eastern Mediterranean
Regions; draft regional strategies for health promotion and healthy lifestyles have also been developed
as part of the current process of strengthening the framework and capacity for effective health
promotion in those regions. In the African Region, guidelines on the implementation of the regional
health promotion strategy have been developed and training has already been provided in 30 Member
States. An initiative that aims to identify and train future leaders in health promotion has been
launched in the Western Pacific Region with support from the WHO Centre for Health Development,
Kobe, Japan. It is intended to extend the initiative to the African, South-East Asia and Eastern
Mediterranean Regions. A focal point for health promotion will be appointed in both the Region of the
Americas and the European Region, together with an inter-programme health promotion task force.
3.
Preparations are under way for the Sixth Global Conference on Health Promotion, “Policy and
partnership for action: addressing the determinants of health”. Organized jointly by the Ministry of
Public Health Thailand and WHO, the Conference will take place in Bangkok from 7 to 11 August
2005. A major product of the Conference will be the Bangkok Charter for Health Promotion, designed
to provide direction and leadership in health promotion in a rapidly changing and globalized world. A
further outcome will be the development of a set of objectives, timelines and mechanisms for
monitoring progress.
4.
A meeting of regional advisers for health promotion was held at the WHO Centre for Health
Development and plans were developed for closer collaboration on the following: implementing the
Programme budget 2004-2005; organizing the Sixth Global Conference on Health Promotion,
including mapping the capacity for health promotion in all Member States; and extending the base of
evidence generated by work on the effectiveness of health promotion.
5.
Progress has also been made in the fields of healthy ageing,3 school health, physical activity and
health and oral health promotion. In addition, the evidence base has been expanded, innovative means
of financing have been used to broaden the sources of available funding and advances have been made
in integrating health promotion into health systems.
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Future action
6.
The mapping of health promotion in Member States will be carried out through the WHO
regional offices and will help to provide a base for identifying areas for action and monitoring
progress in building national and local capacity for effective health promotion.
7.
A global support group of interested organizations and parties will be established, including the
New Partnership for Africa’s Development, the European Union, the World Bank and the
International Union for Health Promotion and Education. The group will explore issues relating to the
organization of future global health promotion conferences, paying particular attention to the
possibility of the next conference being held in the African Region.
8.
Capacity building for health promotion at national and local levels will continue to be promoted
through regional workshops and activities such as the project to develop evidence of the effectiveness
of health promotion and the initiative to secure sustainable financing. Further advances will be made
by strengthening the capacity of research and academic institutes specializing in public health in lowand middle-income countries and by encouraging joint initiatives with WHO collaborating centres for
health promotion.
9.
Frameworks and strategies to integrate health promotion into health systems will be developed;
the settings approach to health promotion will also continue to be promoted and strengthened.
10. With regard to the issues of healthy ageing, physical activity and health, and oral health, priority
will be given to developing country capacity and sustaining cooperation with United Nations
organizations and bodies, and other relevant stakeholders.
11. A general framework for health promotion strategy will be developed during the biennium
2006-2007.

B.

VIOLENCE AND HEALTH

12. Resolution WHA56.24 urged Member States to promote the World report on violence and
health1 appoint a focal point in the ministry of health for violence prevention, and prepare a national
report on violence and violence prevention. It also requested the Director-General to cooperate with
Member States in implementation of measures to prevent violence.
13. A guide has been published which details action steps for carrying out the recommendations
made in the Report.2 This and other violence prevention tools have been actively disseminated as part
of WHO’s Global Campaign for Violence Prevention.
14. Member States in all regions have promoted the Report through national launches and violence
prevention workshops involving government departments, nongovernmental organizations, research
agencies and organizations of the United Nations system. As of October 2004, over 40 countries had
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World report on violence and health. Geneva, World Health Organization, 2002.
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Preventing violence: a guide to implementing the recommendations of the World report on violence and health.
Geneva, World Health Organization, 2004.
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launched the Report and nominated health ministry focal points; four countries had prepared national
reports on violence and health and another 13 had drawn up planning reports for 2005-2006.
15. Guidelines have been prepared with WHO’s global partners for surveillance and conduct of
surveys of violence-related injuries; for the documentation of violence prevention programmes; for
implementing the Report’s recommendations, and for teaching violence and injury prevention to
diverse training audiences in different settings. The WHO Secretariat has collaborated with experts in
all regions to prepare guidelines for essential trauma care and for medico-legal services for victims of
sexual violence. WHO published a report on the economic dimensions of interpersonal violence,1 and
is preparing a manual for costing the consequences of violence with the United States Centers for
Disease Control and Prevention.
16. The Secretariat is collaborating with government departments in several countries to establish
violence prevention programmes at national and local level. It has initiated research to support
evidence-based approaches to violence prevention and victim services. A project to document violence
prevention programmes is under way in several countries, and programmes for preventing armed
violence in Brazil and El Salvador are being evaluated by a joint WHO/UNDP project. WHO’s multicountry study on violence against women has involved eight countries in four WHO regions. Several
countries are conducting situation analyses in order to improve medical and legal services for victims
of sexual violence.
17. The Global Interpersonal Violence Prevention Alliance, founded in January 2004 by several
Member States and institutions, is integrating a science-based approach to violence prevention in
international development cooperation and provides a global network for information sharing and
capacity development. An international consortium of groups representing civil and scientific society
is establishing an international society for violence and injury prevention. The Secretariat has
continued to facilitate collaboration among secretariats of other organizations of the United Nations
system working to prevent violence, and in 2004 built a web site to disseminate information about
violence-prevention resources in the system.2 The WHO Secretariat participates with the secretariats
of UNICEF and the Office of the High Commissioner for Human Rights in the steering committee of
the United Nation’s Secretary General’s study on violence against children. WHO collaborated with
the Council of Europe to draw up a resolution and recommendations for the prevention of violence in
everyday life that are expected to be adopted in November 2004. In 2003 the African Union endorsed
the recommendations in the Report and requested Member States to declare 2005 the African Year of
Prevention of Violence.3 The WHO Secretariat is working with the secretariat of the African Union to
mark the Year by preparing a report on violence and health in Africa and long-term prevention
strategy.
18. Although achievements in awareness raising, preparation of guidelines and integration of the
recommendations on violence prevention into policy processes have been considerable, these activities
need to be strengthened, together with implementation of applied prevention programmes. Member
States are encouraged to appoint focal points and to prepare national reports if they have not done so,
and to continue to invest in developing the multisectoral systems and services outlined in the Report.
The WHO Secretariat will continue to provide leadership and technical support through continued
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drafting of guidelines, provision of technical support to countries, and organization of biennial review
meetings, the next of which is scheduled for October 2005 in the United States of America.

C.

SMALLPOX ERADICATION: DESTRUCTION OF VARIOLA VIRUS STOCKS

19. Resolution WHA55.15 authorized the further temporary retention of the existing stocks of live
variola virus, held at two locations,1 on the understanding that all approved research would remain
outcome-oriented and time-limited. The resolution requested the Director-General to continue the
work of the WHO Advisory Committee on Variola Virus Research, and to report annually to the
Health Assembly, through the Executive Board, on what research, if any, must be carried out in order
to reach consensus on the timing of destruction of virus stocks.
20. At its sixth meeting (Geneva, 4-5 November 2004) the Advisory Committee reviewed data on
the inventory of variola viruses held at the two locations and was satisfied that stocks were maintained
with appropriate safeguards in place.
21. The Committee concluded that the need for sequence analysis of variola virus DNA and for
rapid, sensitive and reliable diagnostic tests had been met; no further research requiring access to live
variola virus was considered essential for these purposes.
22. The Committee reaffirmed the need to develop better vaccines and antiviral drugs. Access to
live variola virus remains necessary in order to assess the efficacy of new vaccines and antiviral drugs
and, ultimately, to obtain regulatory approval. Progress in both areas was considered satisfactory,
notably in developing a safer vaccine, based on a modified Ankara strain of vaccinia virus, and in
moving towards licensing of the antiviral drug, cidofovir.
23. Work to develop an animal model for smallpox continued to encounter problems. The high
doses of virus needed to induce disease in the most promising model (intravenous injection in
cynomolgus monkeys) resulted in direct onset of the viraemic stage, bypassing the normal incubation
and prodromal phases seen in humans.
24. The Committee considered the safety and scientific value of proposed experiments and
procedural changes that might expedite the development of new antiviral drugs, yet were precluded by
guidelines issued by the Ad Hoc Committee on Orthopoxvirus Infections in 1994.2 The Committee
acknowledged that technological advances since the guidelines were issued may have altered their
relevance.
25. The Committee issued advice and recommendations for permissible research in five areas:
(a) distribution of variola virus DNA between laboratories; (b) simultaneous handling of variola virus
and other orthopoxviruses; (c) in vitro synthesis of variola virus DNA and mutagenesis of
orthopoxvirus DNA; (d) expression of individual variola virus genes in other orthopoxviruses; and
(e) generation of a variola virus expressing a green fluorescent marker protein.

1

Centers for Disease Control and Prevention, Atlanta, Georgia, United States of America, and the Russian State
Centre for Research on Virology and Biotechnology, Koltsovo, Novosibirsk Region, Russian Federation.
2

Document WHO/CDS/BVI/94.3, (accessible at: http://whqlibdoc.who.int/hq/1994/WHO_CDS_BVI_94.3.pdf).

5

EB115/31

26. The Committee recommended extending permissible distribution of variola virus DNA to
include chips containing minute amounts of multiple short fragments of variola virus DNA,
irreversibly bound to a solid support. To facilitate drug screening, the Committee recommended that
the two repositories be allowed to handle variola virus simultaneously with other orthopoxviruses,
provided that certain strict conditions are met. Attempts to synthesize full-length variola virus
genomes or infectious variola viruses from smaller DNA fragments remain strictly prohibited. In vitro
synthesis of variola virus DNA exceeding a designated length requires explicit authorization by WHO,
as does mutagenesis of orthopoxvirus DNA, larger than a designated length, with the aim of producing
the corresponding variola virus sequence.
27. The Committee recommended that the expression of individual variola virus genes in other
orthopoxviruses might be permitted, in order to obviate the use of live variola virus and facilitate the
development of antiviral drugs, provided that several conditions are met. The Committee further
recommended permission to generate a variola virus expressing the green fluorescent marker protein,
in designated conditions in the two repositories, to accelerate screening for antiviral drugs. Such work
could only be performed following approval by WHO.
28. The implications of these recommendations, which are explained in greater detail in the
Committee’s full report,1 are currently being reviewed by the Director-General.

D.

TRADITIONAL MEDICINE

29. Resolution WHA56.31 urged Member States to adapt, adopt and implement, as a basis for
national programmes, WHO’s strategy for traditional medicine including its four main objectives of
framing policy; enhancing safety, efficacy and quality; ensuring access; and promoting rational use.2

Framing policy
30. In order to obtain baseline information for monitoring progress, the WHO Secretariat conducted
a global survey on policies for traditional medicine and complementary/alternative medicine, and
regulations on herbal medicines, in 2003. On the basis of the findings,3 the Secretariat compiled a
global database, comprising information provided by 141 Member States, which will be made
accessible to national health authorities. Currently, 45 Member States have a relevant national policy;
51 Member States are in the process of formulating one.

Enhancing safety, efficacy and quality
31. Herbal remedies are the most popularly used therapy in traditional and similar medicine.
National regulation is the key to ensuring their quality and safe and effective use. The Secretariat
organized, in all regions, seven regional or national training workshops aimed at strengthening
national capacity in the regulation of herbal medicines, in which representatives of 85 Member States
1

Reports of the Committee’s meetings and abstracts summarizing recent research are accessible at:
http://who.int/csr/disease/smallpox/research/en/.
2
3

WHO traditional medicine strategy 2002-2005. Document WHO/GDM/TRM/2002.1.

Summary report on WHO global survey on national policy on traditional medicine and regulation on herbal
medicines (in preparation).
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participated. Subsequently, the African, South-East Asia and Eastern Mediterranean Regions drew up
regional minimum requirements on regulation of herbal medicines. Herbal medicines are currently
regulated in 92 Member States, and 42 more plan to establish regulations. A harmonized regional or
subregional approach to regulation has been further refined in the Region of the Americas, and the
South-East Asia, Europe and Western Pacific regions.
32. The Secretariat continues to prepare new guidelines and update existing ones in order to
improve the quality of herbal medicines and to monitor their safety.1 Such material includes guidelines
on safety monitoring of herbal medicines in pharmacovigilance systems, and on contaminants and
residues; the supplementary guidelines to Good Manufacturing Practices for herbal medicines is being
updated.
33. In order to provide guidance to Member States the Secretariat, together with WHO collaborating
centres for traditional medicine, other relevant research institutions,2 and nongovernmental
organizations, has initiated the collation of evidence-based information on the efficacy and safety of
traditional and similar therapies, including, for example, for the treatment of SARS.3

Ensuring access
34. WHO guidelines on good agriculture and collection practices for medicinal plants were
published in collaboration with other organizations of the United Nations system and
nongovernmental organizations4 in 2003. They aim both to promote the conservation and sustainable
use of medicinal plants, and to contribute to quality assurance and control of herbal medicines. They
are already being used by several Member States as a basis for national guidelines, and by UNCTAD
in its training projects. The Secretariat is also preparing similar guidelines on Artemisia annua L. in
order to support artemisinin-based combination therapies. Guidelines on the conservation of medicinal
plants that had been prepared in collaboration with several nongovernmental organizations are being
updated.

Promoting rational use
35. Rational use by providers. Several governments have taken steps to ensure the safe practice of
traditional medicine. For example, traditional medicine is being included in mandatory undergraduate
curricula in medical schools; WHO’s training guidelines serve as a basis for national requirements for

1

WHO guidelines on safety monitoring of herbal medicines in pharmacovigilance systems. Geneva, World Health
Organization, 2004. Available on request and at http://www.who.int/medicines/organization/trm/guidelines/herbal_
medicines_summary.shtml.
2
Fifty-seven countries have national expert committees on traditional and similar medicines, 37 have a research
institute on traditional medicine, and 43 have a research institute on herbal medicines.
3

SARS clinical trials on treatment using a combination of traditional Chinese medicine and Western medicine. In

press.
4

WHO guidelines on food, agricultural and collection practices (GACP) for medicinal plants. Geneva, World Health
Organization, 2003.
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physicians to practise acupuncture;1 and national legislation is being drafted requiring licensed
practice of traditional and similar medicine.
36. WHO basic training guidelines are in preparation on chiropractic manual therapies and
phytotherapies. Further volumes of WHO monographs on selected medicinal plants are being issued.2
The Secretariat is supporting the drafting of monographs on commonly used medicinal plants in
Newly Independent States.
37. Rational use by consumers. The Secretariat issued guidelines as support to countries in
providing reliable information on traditional and similar medicine to consumers.3 They are intended to
enable consumers to make informed decisions on the use of such medicine.

Further action
38. Despite significant progress on proper use of traditional medicine, the global survey also
identified both common problems and country-specific needs. Through the survey a number of
Member States have requested the WHO Secretariat to continue providing technical support in line
with its strategy on traditional medicine.

E.

SCALING UP TREATMENT AND CARE WITHIN A COORDINATED AND
COMPREHENSIVE RESPONSE TO HIV/AIDS

39. WHO and UNAIDS released the first six-monthly progress report under the “3 by 5” Initiative
in July 2004.4 In response to requests from Member States, WHO’s Secretariat fielded 31 teams to
help to expand access to antiretroviral treatment and strengthen prevention programmes. Consistent
with the global health-sector strategy for HIV/AIDS, WHO’s technical support promotes a
comprehensive health-sector response, to ensure that improvements to health infrastructure strengthen
health systems overall.
40. Donors have committed 83% of the amount needed for WHO to implement its HIV/AIDS
programme in the current biennium. Approximately 87% of resources have been allocated to activities
at country and regional levels, compared with 34% in the previous biennium. Staff have been recruited
in more than 20 countries – half in the African region – to help scale up activities, coordinate them
through the Expanded United Nations Theme Group on HIV/AIDS, and assure consistency of national
HIV/AIDS responses with Country Cooperation Strategies, the “Three Ones” principle, and other
development frameworks.
41. Service Availability Mapping technology and data-collection systems are being employed to
provide detailed data and maps of health-service coverage in selected countries. Support is being
provided for improving national HIV/AIDS surveillance systems, including through training and
1

Accessible at http://www.who.int/medicines/library/trm/acupuncture/who-edm-trm-99-1/who-edm-trm-991en.shtml.
2

Existing monographs are accessible at http://www.who.int/medicines/library/trm/medicinalplants/
monographs.shtml.
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development of tools. WHO’s Secretariat also works with the Global Resistance Surveillance
Network, linking laboratory technicians, clinicians and epidemiologists in order to monitor and
respond to the potential emergence of HIV drug-resistance.
42. The Secretariats of WHO and UNAIDS have established a joint task force to track accurately
the number of people receiving antiretroviral treatment, and to disaggregate the data by gender and age
in order to determine equity in scaling up treatment. Policy guidelines have been issued for
programme managers on issues relating to ethics, equity and accessibility of antiretroviral treatment.1
43. Access of developing countries to pharmaceutical and diagnostic products should be improved
through the AIDS Medicines and Diagnostics Service, a collaborative undertaking between WHO and
such partners as UNICEF, World Bank, UNFPA, and the International Dispensary Association. A
prequalification project, managed by WHO’s Secretariat, provides support for procurement of highquality medicines for HIV/AIDS treatment. Products are assessed for safety, efficacy and quality, and
sites manufacturing active ingredients and finished pharmaceutical products are inspected, as are
research organizations contracted to conduct bio-equivalence studies. WHO’s Secretariat has begun to
issue product assessment reports, and the results of manufacturing-site inspections will soon be
available.2
44. WHO’s Secretariat has set up a new task force on HIV-tuberculosis which aims to provide
support for integration of antiretroviral treatment into well-functioning national tuberculosis
programmes in several countries, and to document and expand successful approaches.
45. WHO’s Secretariat and partners have developed a clinical-care training package for integrating
antiretroviral treatment into primary health care at first- and second-level facilities.3 It should help in
the transfer treatment and care from physicians to nurses and other health-care workers, and to
encourage involvement of community members, people living with HIV/AIDS and other laypersons in
care. WHO’s Secretariat is helping to assure its rapid application and to establish pools of regional
experts to collaborate in training.
46. WHO’s Secretariat is establishing a HIV/AIDS and health systems platform in order to identify
obstacles in health systems to expanding HIV treatment and care, and to anticipate and respond to the
impact on the rest of the system. It will bring together expertise, support partnerships, and focus on
solutions at country level.
47. In order to improve coordination and assure consistency with the “Three Ones” principle, the
Secretariats of WHO, UNAIDS, and other UNAIDS cosponsors launched a project to demonstrate
model, intensified collaboration, initially in 10 of the countries on which “3 by 5” focuses. WHO’s
Secretariat continues to collaborate with the World Bank’s Multi-country HIV/AIDS Program and its
Regional HIV/AIDS Treatment Acceleration Project, and to provide technical support for drawing up
proposals for, and using financing from, the Global Fund to Fight AIDS, Tuberculosis and Malaria.

1

Guidance on ethics and equitable access to HIV treatment and care. Geneva, World Health Organization, 2004.

2

WHO Public Assessment Reports and WHO Public Inspection Reports, respectively.
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Integrated guidelines for ART in the context of primary health care. Document WHO/CDS/IMAI 2004.1-2004.5.
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48. Several guidelines have been issued, including on antiretroviral treatment for women living with
HIV and prevention of HIV infection in their infants, appropriate nutrition for these women, and
technology for rapid HIV testing in resource-poor settings.1

F.

STRATEGIC APPROACH TO INTERNATIONAL CHEMICALS
MANAGEMENT

49. In resolution WHA56.22, Member States were urged to take full account of the health aspects of
chemical safety in further development of the strategic approach to international chemicals
management. The resolution also asked the Director-General to contribute to the content of that
approach and for WHO to participate in preparatory meetings and the final conference. He was also
requested to submit both a progress report and the strategic approach, when completed, to the Health
Assembly.
50. Manufacture of chemicals accounts for 7% of global income and 9% of international trade. Tens
of thousands of chemicals are traded, yet for only a few are even basic toxicity data available. The
contribution of chemicals to the global burden of illness, disease and death remains largely
unmeasured. The manufacturing base for industrial chemicals is shifting to developing countries,
bringing new patterns and levels of exposure to their populations. By 2020, developing countries will
account for more than 30% of the global production of chemicals, compared to 20% in 1995.
51. In 1980, WHO, with ILO and UNEP, recognized the need to establish the scientific basis for the
safe use of chemicals and to strengthen national capabilities for chemical safety through the
establishment of the International Programme on Chemical Safety. The need for an authoritative
scientific basis and evidence for the effects of chemicals on human health remains, but now there is an
overriding need for effective communication about the risks of chemicals and advocacy for chemical
safety in the context of public health. Although WHO has been active in the field of chemical safety
through the International Programme, the health sector generally has been somewhat peripheral to the
processes of negotiation of international conventions and formal agreements on chemical safety, to
which technical assistance for countries is linked. The strategic approach therefore represents a crucial
opportunity for WHO and its global health partners to provide support to countries in achieving the
goals agreed at the World Summit on Sustainable Development (Johannesburg, South Africa,
25 August – 4 September 2002).
52. Two sessions of the Preparatory Committee for the Development of a Strategic Approach to
International Chemicals Management have been held (Bangkok, 9-13 November 2003 and Nairobi,
4-8 October 2004), and attended in total by 146 countries, 13 United Nations bodies and convention
secretariats, six intergovernmental organizations and 32 nongovernmental organizations. Participants
supported the coordinated health sector input facilitated by WHO.
53. At the second session, it was agreed that the strategic approach should comprise: a high-level
declaration, statements of policy and a global programme with concrete actions and targets. The
timelines for those actions would extend to 2020, reflecting the target agreed at the World Summit on
Sustainable Development for sound management of chemicals. A broad scope is proposed including
economic, environmental, health, labour and social aspects of chemical safety. Member States have

1
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emphasized the need for health sector participation in implementing the strategic approach and for
chemicals management to be integrated into the mainstream of health policies, including those
developed in support of the Millennium Development Goals. High-level priorities expressed by the
health sector to date (each of which encompasses specific objectives) include:
• actions to improve ability to access, interpret and apply scientific knowledge
• filling gaps in scientific knowledge
• elaborating globally harmonized methods for chemical risk assessment
• devising better ways to determine the effects of chemicals on health, to set priorities for
action and to monitor progress in the implementation of the strategic approach
• building capabilities of countries to deal with poisonings and chemical incidents
• formulating strategies directed specifically at the health of children and workers
• promoting alternatives to highly toxic and persistent chemicals
• formulating strategies aimed at prevention of ill-health caused by chemicals.
54. A third session of the Preparatory Committee and a high-level international conference on
chemicals management are planned tentatively for late 2005 and early 2006, respectively, to finalize
the strategic approach, after which it will be submitted to the Health Assembly.

ACTION BY THE EXECUTIVE BOARD
55.

The Executive Board is invited to note the above progress report.

=

=

=

11

