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WHO Executive Board 142 Session
Agenda
1. Opening of the session and adoption of the  agenda

2. Dialogue with the Director-General: 
Director-General intends to review progress made during the past 6 months, and looks forward to the next five years as WHO sets about implementing the new General Programme of Work. Specifically, Dr Tedros will focus on:
·         Putting countries at the centre: How can WHO ensure we have the right people in the right jobs to drive impact and results? Dr Tedros will review what we need to do to strengthen our country offices so they have the quality and quantity of resources – human and financial – to deliver on the “triple billion” target.
·         Emergencies: How can we shift from an emphasis on reacting to and containing emergencies to preventing them? Dr Tedros will highlight ongoing efforts to strengthen WHO’s work on emergencies, including reflections on the critical importance of preventive actions such as vector control following his recent visit to Madagascar. 
·         Universal health coverage: How does WHO plan to translate unprecedented political momentum on UHC into concrete action? Dr Tedros will highlight specific areas and give examples from his recent trip to Africa. 
·         WHO transformation: How does WHO need to change in order to fulfil its mandate? Dr Tedros will provide an update on the rollout of the transformation plan. 
The Director-General encourages EB Members to prepare statements on any of the above bulleted areas and, if feasible be prepared for a discussion on the issues. 
3. Strategic priority matters 

3.1 Draft thirteenth general programme of work 2019−2023

The Director-General will present for the Board’s consideration the draft thirteenth general programme of work 2019−2023. The draft general programme of work is fully aligned with the Sustainable Development Goals. It offers a statement of vision, mission and priorities for WHO, as well as clear strategic priorities, strategic shifts and organizational shifts. It is also in harmony with the Director-General’s agenda for change and reflects the shifts in WHO’s methods of work that will be required to support that change.
3.2 WHO reform

The Director-General will submit a series of reports on WHO reform. These will include a report providing proposals to: improve the efficiency of the Board and its strategic role; address interpretational ambiguities and gaps in the process for the inclusion of items on the Health Assembly’s provisional agenda; and address further ambiguities, gaps and other shortcomings in the Rules of Procedure of the Governing Bodies. The Board will be invited to consider these proposals with a view to either amending or recommending amendments to the Rules of Procedure, as necessary. Further reports will provide information on: the Director-General’s transformation agenda; the strategy and implementation plan for value for money in WHO; and the evaluation of the Officers of the Board of their experience in using the criteria and prioritization tool in respect of proposals for additional agenda items.

3.3 Public health preparedness and response

In response to resolution EBSS3.R1 (2015) and decision WHA68(10) (2015), this report will provide: (a) an update  on  all  Public  Health  Emergencies  of  International  Concern,  WHO  Grade  3  and  United  Nations Inter-Agency Standing Committee Level 3 emergencies in which WHO took action; (b) a description of the work  WHO  is  undertaking  at  global,  regional  and  country  levels  to  improve  coordination during  health emergencies; and (c) an update on the progress made to improve research and development for potentially epidemic diseases.
In line with decision WHA70(11) (2017), the Director-General will submit for the Board’s consideration, a draft five-year global strategic plan to improve public health preparedness and response, which has been shaped by Member States’  comments through the  following processes: the  WHO  regional committee  meetings held in 2017; a web-based consultation; and a face-to-face consultation undertaken with the Geneva-based missions. The  draft  plan  comprises  guiding  principles,  three  pillars  for  public  health  preparedness  and  response and strategic orientations for sustained implementation of the International Health Regulations (2005).
The Chair of the Independent Oversight and Advisory Committee for the WHO Health Emergencies Programme will present the Committee’s third report to the governing bodies. The report will provide the Committee’s observations and recommendations for the WHO Health Emergencies Programme based on its review of the Programme, including field visits, conducted during the period June−December 2017.


Public health preparedness and response is the basis and a new priority for health security. Georgia as a newcomer in this direction, has been actively working on strengthening national preparedness and response capacities by establishing Public Health Preparedness and Response Division at National Center for Disease Control and Public Health, in 2016.

It is important that the division unites three main directions for effectiveness of public health emergency preparedness and response: the Global Health Security Agenda (GHSA), International Health Regulations (IHR) and the third component - Emergency Operation Center (EOC) establishment of which is a big future challenge for the system.

National Center for Disease Control and Public Health is designated as an IHR National Focal Point, the responsibility of which is a rapid reporting to WHO on events that may constitute an unexpected or unusual public health event, risk for public health and international spread, as well as threats related to restriction of travel and trade.

Georgia is actively supporting the Global Health Security Agenda (GHSA) since its launch in 2014 and within GHSA is accomplishing all activities, that are stipulated within initiative and which are contributing to capacity building in public health field, including emergency response and risk management.

Georgia is a leading country for GHSA Real-Time Surveillance Action Package and as a lead country is planning to held an international meeting regarding communicable disease surveillance within GHSA in March 26-28.

Active work has been done in development of preparedness and response plans: Epidemic, Pandemic and Biological Incident Preparedness and Response Plan, Influenza Preparedness and Response Plan, Zika Preparedness and Response Plan.
3.4 Polio transition planning

The report by the Director-General will provide concise information on: a high-level strategic plan for polio transition; relevant country-level processes, including the functional reviews of the Regional Office for Africa, the core country capacity business model of the WHO Health Emergencies Programme, the Africa Immunization Business Case, and national polio transition planning; the Polio Post-Certification Strategy; updates on the Human Resources, and Programme Budget Planning associated with polio transition.

Wild poliovirus transmission
Efforts are continuing to eradicate all remaining strains of wild poliovirus. The last reported case of poliomyelitis due to wild poliovirus type 2 was reported in 1999: wild poliovirus type 2 was officially certified as eradicated in September 2015. Wild poliovirus type 3 has not been detected globally since November 2012, when the last case of poliomyelitis due to this strain was reported in Yobe State, Nigeria. Since that time, all cases of paralytic poliomyelitis due to wild poliovirus have been caused by wild poliovirus type 1, which continues to circulate in three countries in which the disease is endemic: Afghanistan, Nigeria and Pakistan. 

In Nigeria, no new cases of poliomyelitis due to wild poliovirus type 1 were confirmed in 2017, following the detection of cases in August 2016 from Borno State.
Afghanistan and Pakistan continue to be treated as a single epidemiological block. In 2017, as at 27 September, five cases of paralytic poliomyelitis due to wild poliovirus type 1 were reported in Pakistan, compared with 20 in 2016; in Afghanistan, six cases were reported, compared with 13 in 2016. 

Circulating vaccine-derived poliovirus transmission
In 2017, two countries have been newly affected by circulating vaccine-derived poliovirus (type 2) transmission: the Syrian Arab Republic and the Democratic Republic of Congo, with 40 cases and nine cases reported from these countries, respectively.

Phased Removal of Oral Polio Vaccines
The switch from trivalent oral polio vaccine to bivalent oral polio vaccine, which took place between 17 April and 1 May 2016, involved 155 countries and territories and is expected to lead to significant public health benefits. Almost 40% of all vaccine-associated paralytic poliomyelitis cases (about 200 cases per year) and 90% of circulating vaccine-derived poliovirus outbreaks over the past 10 years were associated with the type 2 component of trivalent oral polio vaccine.

To prepare for the switch to bivalent oral polio vaccine, all countries had committed themselves to introduce at least one dose of inactivated poliovirus vaccine into their routine immunization programs. Global supply constraints that emerged due to technical difficulties encountered by manufacturers in scaling up production resulted in some countries experiencing delays in supply. On the basis of manufacturers’ current projections, all countries that have experienced delays should receive the vaccine by the first quarter of 2018. During this period of shortage, the available supply has been prioritized for routine immunization in areas at highest risk of outbreaks of vaccine-derived poliovirus type 2 (in Tier 1 and 2 countries). The Global Polio Eradication Initiative continues to explore with Member States and WHO’s regional offices the feasibility of instituting dose-sparing strategies, such as using intradermal administration of fractional-dose inactivated poliovirus vaccine, as recommended by the Strategic Advisory Group of Experts on immunization. Increasingly, Member States are adopting this approach, notably Bangladesh, India, Sri Lanka and countries across the Region of the Americas. Such an approach is helping to ensure that sufficient quantities of inactivated poliovirus vaccine in these countries are available for continued vaccination of their respective birth cohorts.

Containment of Polioviruses
As at 18 September 2017, 174 countries and territories reported that they no longer hold wild or vaccine-derived poliovirus type 2, 29 reported that they intend to retain type 2 polioviruses in 96 poliovirus-essential facilities, and two were completing their reports. Inventories of materials containing type 2 polioviruses will have to be repeated, after interruption of transmission, in all countries that were affected by circulating vaccine-derived poliovirus type 2 outbreaks. Of the 29 countries planning to retain type 2 polioviruses, 18 have made significant progress with the establishment of national authorities for containment and are preparing to certify their designated poliovirus-essential facilities against the implementation of the containment requirements described in GAPIII.

Country situation:
 In frame of Global Polio Eradication strategy in Georgia were carried several significant activities:
1. Implementation in routine vaccination schedule  IPV  containing hexavalent vaccine for vaccination  of children aged 2, 3, 4 month  - 2015;
2. Switch  from TOPV on  BOPV – April 18, 2016;
3. Implementation BOPV in routine vaccination schedule   for revaccination of children aged 18 month and 5 year – May 3, 2016;
4. The National Action Plan for 2017-2018,   to sustain polio-free status, is updated on basis of current guidelines of the Global Polio Eradication;
5. National Polio Eradication Program will continue to implement all activities in accordance with the “Regional and global program of safe laboratory containment of polioviruses”.  National Polio Laboratory has in place special mechanisms ensuring safe containment of all wild poliovirus contaminated or potentially contaminated materials;
6. Georgia have a well-functioning  National Polio Certification Committee (NCC, 1997) and sensitive national surveillance system  on Acute Flaccid Paralysis (AFP)

Table: RCC conclusions on risk of sustained transmission in the event of Wild Polio Virus importation or emergence of VDPV, per Member State in the WHO European Region, based on available evidence for 2016, Georgia 
	Country

	Surveillance 
quality
	Population 
immunity
	Other factors
	Composite risk score

	Georgia
	Good
	Average
	No
	Intermediate



3.5 Health, environment and climate change 
The Director-General will report, and seek Member States guidance, on the plans for bringing about, and measuring, progress in the Director-General’s strategic priority on “the health impacts of climate and environmental change”, aimed at reducing the estimated 12.6 million deaths each year from environmental risks, through WHO’s General Programme of Work and Special Initiatives, and in partnership with other agencies.
Strategic priority on the health impacts of climate and environmental change, aims at reducing the estimated 12.6 million deaths each year from environmental risks, through the WHO support for implementation of the public health response to environmental and climate change, provision of evidence-based policy options and advocacy, effective collaboration with the United Nations, specialized agencies, governmental health administrations, professional groups and such other organizations.

The analysis shows that 23% of global deaths (and 26% of deaths among children under five) are due to modifiable environmental factors. Stroke, ischemic heart disease, diarrhea and cancers head the list. People in low-income countries bear the greatest disease burden.

The environment influences the health of people in many ways – through exposure to various physical, chemical and biological risk factors such as unsafe water, inadequate sanitation and hygiene, outdoor and indoor air pollution, lead, climate change, chemicals, urban environment, UV and ionizing radiation.

[image: ]According to the WHO estimates (2012) 21% of the overall disease burden and 25% of all deaths in Georgia are attributable to environmental risk factors. Non-communicable diseases comprise the largest share among the total global burden in Georgia and are caused 94% of all deaths. In terms of the number of years of life lost (YLLs) due to premature death in Georgia, ischemic heart disease, cerebrovascular disease, and COPD are the highest ranking causes. In terms of DALYs in Georgia, dietary risks, high systolic blood pressure, and high body-mass index are the leading risk factors. Assessment of the health impacts of climate and environmental change and management of the health related risks are the objectives of the National Environmental Health Action Plan (NEHAP) of Georgia, development of which was conducted by the Ministry of Labour, Health and Social Affairs of Georgia in collaboration with the Ministry of Environment and Natural Resources Protection of Georgia with technical assistance of the WHO  European Centre for Environment and Health Bonn office.  

[bookmark: _GoBack]The EU-Georgia Association Agreement (AA) is a concrete way to activate the potential of EU-Georgian relations, focusing on support to core reforms, on economic recovery and growth, governance and sector cooperation. According to the AA, in 2015, National Action Plan (NAP) for fulfilment of AA corresponding commitments in the field of Health, Environment and Climate Change. Therefore, Georgia fully supports WHO to fulfil global efforts to promote healthy environments through well-established, cost-effective interventions, namely development of comprehensive global strategy on health, environment and climate change.
3.6  Addressing the global shortage of, and access to, medicines and vaccines

Lack of access to medicines and vaccines continues to impede progress towards universal health coverage. The Secretariat report will address the global shortage of, and access to, medicines and vaccines, including options for comprehensive health systems approaches, taking into account all stages throughout the medicines and health product   value   chain.    An    update    will   also    be    provided   on    progress   made   in    implementing resolution WHA69.25 (2016).
The launching of Universal Health Care (UHC) program in 2013 improved access to the state-funded medical care and universal coverage of health services. Next to medical services, provided in the framework of the program (non-emergency outpatient services, emergency outpatient and inpatient services, planned surgery, chemo-, hormono- and radiation therapy), is considered partially subsidization of drugs for the target groups (socially vulnerable people, pensioners, teachers, veterans, 0-5 year-old children, and etc.) by the list of drugs approved by the Ministry of Labour, Health and Social Affairs of Georgia. The list includes cardiovascular, gastrointestinal, respiratory system, allergic, non-steroidal and anti-inflammatory drugs. In the framework of Universal Health Care (UHC) program, all expensive chemo-, radiation and radiotherapy medication costs are also covered.
The joint study: "Health Utilization and Expenditure Survey" of the World Bank, World Health Organization and US Agency for International Development  showed increase affordability of health services since 2007. Individuals with acute illnesses who didn’t undertake medical examination in the previous 30 days due to service cost comprised 6.8 % in 2017. This data decreased from 16.7% (2010) to 10.0% (2014). However, the percentage of cases in which medicine was prescribed but not purchased because of the high prices for medicines  has remained relatively high: 9.6 % in 2017 and 10.2 % in 2014. Therefore, WHO and the World Bank recommendation was to  increase the range of chronic conditions for which medications will be covered.
Georgian Government decided to direct, the budgetary resources to subsidize medicines for those chronic diseases that have high prevalence and which also pose big financial burden. The majority of population (80-90%) could not afford the medicines and, in the case of paying, led families to catastrophic expenditures and sometimes to the poverty. 
From July 1, 2017, persons suffering from chronic illnesses, who are registered in the unified database of "socially vulnerable families" with the rating score not exceeding 100,000, are provided with number of medicines for chronic cardiovascular diseases, chronic obstructive pulmonary disease, diabetes (type 2) and thyroid conditions.
In 2015, Hepatitis C elimination program was launched (2015 States Government Decree N169), with greatest efforts of the Government of Georgia, the US Center for Disease Control, the World Health Organization and with support of the pharmaceutical company "Gilead Inc". The decision was made based on high prevalence of hepatitis C (15% of the population) and the high cost of treatment (12-week course of medications exceeds 84 000 US dollars). Harvoni and Sofosbuvir, with amount of 1 billion US dollars, is provided free  of charge by the pharmaceutical company through the agreement between the Government of Georgia and Gilead Inc.
Since April 2015, patients with hepatitis C are provided with pre-treatment diagnostics, diagnostics for monitoring in the process of treatment, and treatment of hepatitis C with the latest generation of expensive medicines (Sofosbuvir, Interferon and Ribavirin).  
From the beginning of the program implementation till December 2017, more then 46 362 HCV patients were registered, more then 45 196 out of registered patients have already started treatment and more than 39 000 completed treatment. SVR was achieved in 98% of cases in regimens with Harvoni.
In September 2015, the Government started to provide a new generation drug – Bedaquiline for treatment of patients with MDR-TB.
In 2015, state expanded budget to include medicines for thalassemia (cost of annual course of treatment an average of 30,400 GEL) and juvenile arthritis (cost of annual course of treatment an average of 14 000GEL).
Another important milestone in improving access to medicines for chronic patients is a joint program of the Ministry of Labour, Health and Social Affairs of Georgia and Tbilisi City Hall on providing an expensive drug trastuzumabi (Herceptin) one-year course for HER2 + Receptor positive to women with breast cancer. Herceptin is included in the World Health Organization's list of essential drugs on the market in 2015. A viable treatment for Patients with HER2 + breast cancer involves a combination of chemotherapy with Herceptin, which reduces the risk of recurrence by 40-50% and increases the effectiveness of treatment and the early cure.
In addition, within the framework of public health programs Georgian population is provided with special medications and food additives free of charge. Including medications for: diabetes, hemophilia, cystic fibrosis, phenilketonuria, Bruton disease, Growth hormone deficient patients who need long-term treatment. The needed medicines for organ translpants, drug-addicts and incurable patients are also provided by the State.
Since June 2014, all pregnant women are provided with folic acid and iron, when diagnosed with iron deficiency anemia. Referral program covers the cost for medicines of the individual needs of patients, which are not covered by the other state programs.
National Immunization Program (NIP) was launched in Georgia in 1996 with the ultimate Goal to efficiently protect country population from VPDs and ensure the high coverage and quality services according to the global and regional targets. The program is designed to cover:
· Procurement of vaccines for routine immunization
· Procurement of vaccines, serums and immunoglobulin for infectious disease prevention and treatment (yellow fever, rabies, tetanus, botulism, venom viper, malaria)
· Receipt, storage and distribution of immunization supplies, monitoring the needs of the cold chain system. 
Immunization is one of the highest Public Health priorities for the Government of Georgia, the clear confirmation of which is that funding of the program significantly increased past years from 4 mln GEL in 2012 to 16.253 18. 046 mln GEL in 2017 (22.4 mln  in 2018).
Current state immunization calendar covers vaccination against 12 infectious diseases: Tuberculosis, Hepatitis B, Diphtheria, Pertussis, Tetanus, Poliomyelitis, Measles, Mumps, Rubella, Hib, Rota, and Pneumococcal.
According to the WHO recommendations the seasonal influenza vaccination is provided for selected high risk groups of population.                                                                                             

3.7 Global strategy and plan of action on public health, innovation and intellectual property
The Director-General will present the final report of the overall programme review of the global strategy and plan of action on public health, innovation and intellectual property. The review assesses the continued relevance of the global strategy and plan of action, together with their achievements and remaining challenges they face. The report will present recommendations on the way forward for the next stage of implementation of the global strategy and plan of action, with respect to the addition, enhancement and conclusion of relevant elements and actions.

3.8 Preparation for the third High-level Meeting of the General Assembly on the Prevention and Control of Non-communicable Diseases, to be held in 2018
In  line  with resolution WHA70.11 (2017), the  Director-General will provide information on the  progress achieved in the implementation of the Political Declaration of the High-level Meeting of the General Assembly on the  Prevention and  Control of Non-communicable Diseases (2011) and  the  outcome document of the high-level meeting of the General Assembly on the comprehensive review and assessment of the progress achieved in the prevention and control of non-communicable diseases (2014), in preparation for the third High- level Meeting in 2018. The Board will be invited to note the report.
The global epidemic of premature deaths from noncommunicable diseases is driven by (i) poverty (leading to barriers in access to safe, quality, effective and affordable medicines, medical products and technology for the prevention, detection, screening, diagnosis and treatment – including surgery – of NCDs); (ii) the impact of the globalization of marketing and trade of products deleterious to health (leading to tobacco use, harmful use of alcohol and unhealthy diets); (iii) rapid urbanization (leading to physical inactivity); and (iv) population ageing (leading to an increase in the number of people between the ages of 30 and 70 years, particularly in countries with the highest probability of dying from one of the four main NCDs). 

Premature mortality from NCDs constitutes one of the major challenges for development in the 21st century. It affects women and men between the ages of 30 and 70; 15 million people died prematurely from NCDs in 2015. The burden continues to rise disproportionately in low-income and lower-middle-income countries where 47% (7 million) of premature deaths from NCDs occur.

Globally, the risk of premature death from any of the four main NCDs for people between the ages of 30 and 70 years declined by 17% between 2000 and 2015, mainly owing to reductions in cardiovascular and chronic respiratory disease mortality. This decline occurs in all four World Bank income groups, but the decline in high-income countries is much steeper. In 2015, the risk of premature death between the ages of 30 and 70 years from any of the four main NCDs ranged from 8% to 36%. 

Premature deaths from NCDs in can be largely prevented or delayed by implementing the updated set of “best buys” and other recommended interventions for the prevention and control of noncommunicable diseases endorsed by the Health Assembly in resolution WHA70.11 in May 2017. Prevention is crucial, but investing in better management of the four main NCDs is an essential component of any national response to NCDs which may prevent one third to one half of premature deaths from such diseases. 

Non-communicable diseases make the greatest proportion of the total burden of disease and injuries in Georgia affecting the most productive years of life. According to WHO 2014 Health Report, non-communicable diseases account for nearly 94% of all deaths, among them 69% due to CVDs, 14% - cancer, 1% - diabetes, 4% - chronic respiratory diseases; they make influence not only on health but also on sustainable development of the country. 

Among CVDs the biggest share in terms of mortality and morbidity falls on Hypertension (more than 50%) and tobacco. It worth to say that quite a serious success has been achieved – Since May 30 the new Tobacco Control laws are in force; Georgia has been selected as a FCTC2030 project Partner Party among other 14 countries that is a new initiative of WHO FCTC Secretariat to directly help countries to scale up tobacco control measures. Georgia is the only country being selected from the European region. One of the selection criteria was the motivation of the country to advance tobacco control and demonstration of some significant achievements in this regard. Last year the State launched a program for socially vulnerable population, which considered provision of medicines for chronic noncommunicable diseases (ischemic heart disease, hypertension, heart failure, asthma, diabetes type 2, and thyroid gland diseases). 

For the effective prevention and control of NCDs it is essential to have timely access to precise and reliable information, to monitor and interpret health indicators, to monitor and evaluate the impact of interventions. For the effective NCD surveillance Georgia implemented The WHO STEPwise approach; 2 rounds of STEPS surveys have been conducted in 2010 and 2016 with technical and financial assistance of the WHO-Euro and WHO-HQ and giving us the unique possibility to compare the data not only with other countries but to monitor and evaluate patterns and trends of NCDs and risk-factors in Georgia. These are the first steps to contribute to building sustainable surveillance systems, which improved national capacity and provided the better health information and thus better opportunities necessary for effective NCD prevention and control to improve the health of our citizens. 

Based on the information provided by the STEPS surveys the multisectoral state council on NCDs prevention and control is established; national Strategy of NCDs Prevention and Control and 4-year AP are endorsed; Essential drugs for major NCDs for Georgia – IHD and stroke, asthma and COPD, Diabetes type 2 and thyroid gland dysfunction for the most vulnerable populations are arranged into the Universal Healthcare Program. For the effective NCD surveillance Georgia implemented The WHO STEPwise approach is implemented. With the assistance of the WHO-Euro and other international organizations Georgia uses all possibilities to obtain the information on NCDs and their risk-factors through the surveys such as GYTS, RHS, Migrant Health Survey, Hep C survey, HBSC, COSI, National Iodine Survey, cancer registry, birth registry, and etc. 

The National Iodine survey confirmed optimal iodine status of the population of Georgia, due to sustained, effective USI program with more than 90% coverage of the population with quality iodized salt. 

The world is reaching an inflection point. If significant investments are not made now, the increase in premature mortality from NCDs in low-income and lower-middle-income countries will not be offset by any gains due to progress in implementing commitments made, and the world will not be able to reach target 3.4 (on NCDs) of Goal 3 by 2030. The economic growth in many low-income and lower-middle-income countries will not reduce premature mortality from NCDs. 
The third High-level Meeting of the General Assembly on Non-communicable Diseases in 2018 will provide the last opportunity for Member States to affirm their strong political commitment and reinforce action.

Georgia fully supports WHO preparatory process leading to the third High-level Meeting of the General Assembly on the Prevention and Control of Non-communicable Diseases in 2018.

3.9 Preparation for the a high-level meeting of the General Assembly on ending tuberculosis
In resolution 71/159 (2016) the United Nations General Assembly decided to hold a high-level meeting on tuberculosis in 2018 and requested the Secretary-General to make preparations in collaboration with WHO and Member States. This report will provide background information and details of actions taken by WHO, including organizing the first WHO Global Ministerial Conference “ending tuberculosis in the sustainable development era: a multisectoral response” (Moscow, 16 and 17 November 2017) together with the contributions by partners in the process leading to the high-level meeting.
Georgia has achieved remarkable progress in fight against Tuberculosis. Similar to overall trend in the European region, during the last several years TB and MDR TB case notification has been decreasing on average by 9% annually. Still, by the estimated number of all forms of incident cases (92 per 100,000) Georgia is considered a high-priority country.  
Significant share of multi-drug resistant (MDR) TB and high loss to follow up rate are the key challenges for the national TB program and the main obstacle for effective TB control in the country. As a response to these challenges, the country elaborated and has started implementation a national strategy to stop the spread of TB in Georgia and reduce the burden of MDR and especially extensively drug resistant (XDR) TB. 
Through universal access to modern TB diagnostics and care, Georgia reached high treatment success rate – 84% exceeding European average. GeneXpert MTB/RIF systems for rapid diagnosis of TB and MDR-TB and drug susceptibility tests are universally used throughout the country. Georgia was one of the first countries to ensure programmatic use of the new TB drugs – Bedaquiline and Delamanid. TB treatment guideline has been updated to enable short treatment regimens and will be implemented from this year. 
Several patient support approaches have been used in line with the latest WHO recommendations. Namely, introduction of cash-incentive schemes, establishment of mobile out-patient units and Video Observed Treatment, and engagement of civil-society organizations, including Georgian Orthodox Church and hard-to-reach groups. New mechanisms were developed to increase efficiency of service provision. Some of these strategies were reflected by WHO in Good Practices in Strengthening Health Systems for the Prevention and Care of Tuberculosis and Drug Resistant Tuberculosis in 2015.
Georgia has developed and strictly follows the plan to gradually takeover donor-funded activities, including procurement of drugs and patient incentive schemes. To ensure access to quality drugs at best price the country uses of global procurement mechanism through the Global Drug Facility. 
In line with the international best practices Georgia is piloting integrated HCV-HIV-TB screening and diagnosis approach at PHC level to enable early detection and effective linkage to care and promote health outcomes.
The country welcomes opportunities to engage in regional initiatives, such as TB regional EECA project or zero TB city initiative and has established strong collaboration with international partners and local stakeholders to ensure TB program effectiveness and sustainability.  
Government of Georgia recognized combatting TB as a priority and took commitment to reach End TB targets. National TB Strategy 2016-2020 was approved by the government, its implementation is periodically evaluated and updated to incorporate the latest international developments. As part of global community we confirm willingness to contribute to accelerating efforts to make TB history in line with the SDG Goal 3.3. 
Background
In December 2016, the United Nations General Assembly adopted resolution 71/159, in which it decided to hold the first ever high-level meeting in 2018 on the fight against tuberculosis. It is envisioned that the high-level meeting will result in the adoption of a concise and action-oriented political declaration endorsed by heads of State on ending the tuberculosis epidemic as its outcome.
The preparatory process leading to the high-level meeting of the General Assembly includes the steps and activities outlined below: 
WHO has submitted a draft report for consideration by the Secretary-General, incorporating feedback from a wide range of stakeholders.
In July, 2017, the G20 leaders recognised that acting on priority pathogens, including tuberculosis, is a crucial part of global efforts to combat antimicrobial resistance. At the meeting of the Brazil, Russia, India, China, and South Africa (BRICS) leaders in September, 2017, these countries committed to combat tuberculosis together, including advancing tuberculosis research.
WHO, jointly with the Government of the Russian Federation, organized the first WHO global ministerial conference on “Ending tuberculosis in the sustainable development era: a multisectoral response”, held in Moscow on 16 and 17 November 2017 to accelerate the response to meet the targets agreed under the End TB Strategy and Sustainable Development Goals, through increased national and global commitments. The conference lead to collective commitment to ramp up action on four fronts:
1. Move rapidly to achieve universal health coverage by strengthening health systems and improving access to people-centered TB prevention and care, ensuring no one is left behind.
2. Mobilize sufficient and sustainable financing through increased domestic and international investments to close gaps in implementation and research.
3. Advance research and development of new tools to diagnose, treat, and prevent TB.
4. Build accountability through a framework to track and review progress on ending TB, including multisectoral approaches.

4. Other technical matters
4.1     Global snakebite burden
Every year, poisoning from snakebites (snakebite envenoming) accounts for as many as 138 000 deaths and 400 000 cases of lasting disability; in over 2 million more people, it provokes serious illness. In response, WHO included snakebite envenoming in the list of neglected tropical diseases in June 2017. The Secretariat will provide a detailed report summarizing the global situation regarding snakebite envenoming and the actions it is undertaking.
Though the exact number of snake bites is unknown, an estimated 5.4 million people are bitten each year,  resulting in 1.8 to 2.7 million cases of envenomings (poisoning from snake bites).There are between 81 410 and 137 880 deaths and around three times as many amputations and other permanent disabilities each year.

Most of these occur in Africa, Asia and Latin America. In Asia up to 2 million people are envenomed by snakes each year, while in Africa there are an estimated 435 000 to 580 000 snake bites annually that need treatment. Envenoming affects women, children and farmers in poor rural communities in low- and middle-income countries. The highest burden occurs in countries where health systems are weakest and medical resources sparse.

Bites by venomous snakes can cause acute medical emergencies involving severe paralysis that may prevent breathing, cause bleeding disorders that can lead to fatal haemorrhage, cause irreversible kidney failure and severe local tissue destruction that can cause permanent disability and limb amputation. Children may suffer more severe effects, and can experience the effects more quickly than adults due to their smaller body mass.

In contrast to many other serious health conditions, a highly effective treatment exists. Most deaths and serious consequences from snake bites are entirely preventable by making safe and effective antivenoms more widely available and accessible. High quality snake antivenoms are the only effective treatment to prevent or reverse most of the venomous effects of snake bites. They are included in the WHO List of essential medicines and should be part of any primary health care package where snake bites occur.

Challenges producing antivenoms
A significant challenge in manufacturing of antivenoms is the preparation of the correct immunogens (snake venoms). At present very few countries have capacity to produce snake venoms of adequate quality for antivenom manufacture, and many manufacturers rely on common commercial sources. These may not properly reflect the geographical variation that occurs in the venoms of some widespread species. In addition, lack of regulatory capacity for the control of antivenoms in countries with significant snake bite problems results in an inability to assess the quality and appropriateness of the antivenoms.

A combination of factors has led to the present crisis. Poor data on the number and type of snake bites have led to difficulty in estimating needs, and deficient distribution policies have further contributed to manufacturers stopping production or increasing the prices of antivenoms. Poor regulation and the marketing of inappropriate or poor quality antivenoms has also resulted in a loss of confidence in some of the available antivenoms by clinicians, health managers, and patients, which has further eroded demand.

WHO action
In March 2017, a subcommittee of the WHO Strategic Technical Advisory Group for Neglected Tropical Diseases at its 10th meeting recommended that snakebite envenoming should be included in the WHO neglected tropical diseases portfolio as a Category A neglected tropical disease. The Director-General endorsed this recommendation in May 2017 and WHO included snakebite envenoming in the list of neglected tropical diseases in June 2017.

WHO has included snakebite envenoming as part of the Organization’s wider efforts to overcome the global impact of neglected tropical diseases, a diverse group of communicable and zoonotic diseases that prevail mainly under tropical and subtropical conditions. Although the importance of these diseases differs at the national, regional and global levels, their common characteristic is that they affect poor and difficult-to-reach populations. In 2005, the Secretariat established a dedicated technical response capacity for the control of neglected tropical diseases. Since then, the operational focus has shifted from individual diseases to interventions. Action against a specific disease using the most appropriate set of interventions in any given setting is guided by adequate knowledge of the disease’s epidemiology and the availability of appropriate prevention, detection and control measures that can be successfully implemented, especially in low-resource settings.

WHO recognizes the need to improve the quality, safety and regulation of snake antivenom immunoglobulin preparations that are used in the treatment of snakebite envenoming. In 2007 the Secretariat recognized the need to develop specific guidance on this subject, resulting in the 2010 publication of technical guidelines, which were subsequently revised and updated in 2017  and the creation of an online tool to assist with appropriate antivenom selection based on the distribution of venomous snakes.  In 2015 the Secretariat established a technical assessment process for antivenom products marketed in sub-Saharan Africa, in order to be able to provide evidence-based recommendations to Member States.

WHO recognizes that a number of tropical and subtropical, poverty-related diseases including snakebite envenoming, remain neglected. Opportunities exist to advance knowledge of such diseases in order to: facilitate advocacy in support of awareness; stimulate the generation of further knowledge; and encourage the development of appropriate control tools and strategies for inclusion in the WHO portfolio of neglected tropical diseases. In support of this effort, the Secretariat has established a working group on snakebite envenoming to assist in the development of a strategic plan for the disease. This plan will identify the key areas in which support and assistance is necessary for effective reduction and control of snakebite envenoming, and will assist the Secretariat in identifying and mobilizing resources to initiate, undertake and evaluate specific interventions.

Elaborating a public health strategy for the prevention and control of snakebite envenoming will require significant investment in a multifocal reduction and control strategy, so that cost-effective prevention, diagnosis, early treatment and case management can be practised in low-resource settings. It will be essential to mobilize additional resources in order to facilitate the inclusion of public health interventions against snakebite envenoming among those advocated by WHO against other neglected tropical diseases. Early diagnosis, treatment and rehabilitation using available tools is the most appropriate approach for lessening the disease burden imposed by snakebite envenoming. Increasing community-based efforts to promote prevention, first aid and improved health-seeking behaviours, coupled with health systems strengthening, will further reduce the incidence of snakebite envenoming and increase access to effective treatment. Tackling the issue of limited investment in innovative approaches to diagnosis, treatment and control of snakebite envenoming also requires the mobilization of resources from diverse sources and the establishment of priorities and special focus areas.

The Secretariat, in headquarters and in the regional offices, will intensify efforts to advocate for improved surveillance and control of snakebite envenoming. It will continue to solicit focused support from international donors and partners and provide technical assistance to health ministries of affected Member States. This should allow knowledge of the disease to advance sufficiently to permit the development of control strategies and tools that are suitable for implementation in all circumstances, including in low-resource settings. This will build on experience gained in advancing the agenda of other tropical and subtropical, poverty-related diseases that currently remain neglected, and will increase the capacity to tackle them through innovative, intensified disease-management programmes, whereby all aspects of these diseases, including their ecology are dealt with in an integrated manner to reduce morbidity, disability and mortality.

Georgian snakebite burden
About 21 species of snakes exist in Georgia.  Mainly 4 species of venomous snakes (Aspis, Berus, Lebetina, Xanthina) pose public health problem in Georgia. Every year, around 20-30 cases of hospitalization are due to snake bitesand most of them in Eastearn districts of Georgia (Kakheti and Kvemo-Kartli). 

Georgia National immunization program procures strategic supplies of polyvalent snake venom antiserum against species that are prevalent in the country and these products are referred to the group of strategic medicinal products. The Reserve stocks of snake antivenom serum are available in all districts of Georgia according to the prevailing species of snakes.

4.2 Physical activity for health
The Executive Board, at its 140th session in January 2017, endorsed a proposal that the Secretariat would prepare a report and draft global action plan to promote physical activity, for consideration by the Board at its 142nd session. The Board will also be invited to consider a draft resolution.
Low physical activity is one of the leading risk-factors for premature death from NCDs. Regular physical activity is associated with reduced risks of heart disease, stroke, diabetes and breast and colon cancer, and with improved mental health and quality of life. 

Worldwide, 23% of adults and 81% of adolescents (aged 11–17 years) do not meet the global recommendations for physical activity. The prevalence of inactivity varies considerably within and between countries – it is as high as 80% in some adult populations – and inactivity increases with economic development, owing to the influence of changing patterns of transportation, use of technology, urbanization and cultural values. 

Significant inequities exist, with girls, women, older adults, underprivileged groups and poor people, people with disabilities and chronic diseases, and the inhabitants of rural communities all having less access to safe, accessible, affordable and appropriate spaces and places in which to be physically active. Physical activity has multiplicative health, social and economic benefits, and investment in policy action can contribute directly to achieving many of the Sustainable Development Goals.

According to the STEPS 2016 survey data physical activity in 17.4% of Georgian adult population (male 16.2%, female 18.4%) do not meet WHO recommendations on physical activity. Mean minutes of general physical activity per day - 194.9 minutes (male 218.1 minutes, female 173.8 minutes). 82.4% of respondents (male 72.2%, female 91.8%) are not involved in a vigorous physical activity. Data on adolescents (11-17 years) are not currently available in our country. The first HBSC (Health behavior in school-aged children) survey is planned to be conducted in 2018.

The goal of the draft global action plan on physical activity 2018–2030 is a 15% relative reduction, using a baseline of 2016, in the global prevalence of physical inactivity in adults and in adolescents by 2030. The plan’s vision for “more active people for a healthier world” will be achieved through a shared mission - ensuring that all people have access to safe and enabling environments and to diverse opportunities to be physically active in their daily lives, as a means of improving individual and community health and contributing to the social, cultural and economic development of all nations. The draft global action plan contains four strategic objectives [(1) Create an active society – social norms and attitudes; (2) Create active environments – spaces and places; (3) Create active people – programs and opportunities; (4) Create active systems – governance and policy enablers and  recommends 20 policy actions. Progress towards achieving the 2030 target of the draft global action plan on physical activity will be monitored using the two existing indicators included in the comprehensive global monitoring framework for the prevention and control of NCDs: prevalence of insufficient physical activity among persons aged 18 years and over; and prevalence of insufficient physical activity among adolescents (aged 11–17 years).

There is no single policy solution. Effective national action to reverse the current trends and address inequities in opportunities to be physically active requires a strategic combination of policy responses, selected and implemented according to country context, carried out across key settings and tailored to meet the needs of different subnational jurisdictions and of different populations and to take account of a broad range of abilities. 

The draft global action plan on physical activity 2018–2030 proposes solutions to strengthen leadership, governance, multisectoral partnerships, workforce capabilities, information systems and advocacy. It recognizes Member States’ requests for stronger global, regional and national coordination and the need for a social movement and paradigm shift in respect of physical activity. 

Therefore Georgia completely supports WHO draft global action plan on physical activity 2018–2030. 

4.3 Global Strategy for Women’s, Children’s and Adolescents’ Health (2016–2030):
early childhood development
Pursuant to resolution WHA69.2 (2016), in which the Health Assembly requested the Director-General to report regularly on progress towards women’s, children’s and adolescents’ health, this report will provide an update on the current status of women’s, children’s and adolescents’ health, with a focus on early childhood development.
Over the last decade, the government made significant efforts to improve maternal and child health care in the country. This was done under the ongoing general healthcare reforms as well as through reforms addressing maternal and child health in particular. Several State funded maternal and child healthcare programs have emerged related to antenatal care provision; identification and management of high-risk pregnancies; early detection of congenital anomalies; screening of pregnant women for HIV, hepatitis B and C, and syphilis; free provision of folic acid and iron supplements for pregnant women; free childbirth and caesarean section services as part of UHC. Further, the UHC program covers all health needs of children (0-18 years).

Georgia has made great strides in reducing maternal, neonatal and under-5 mortality; however the progress has been slower for mothers. According to the MMEIG estimates, the MMR has declined from 60/100,000 live births in 2000 to 23/100,000 live births in 2016, yet being still more than double the similar average level for the European region. Although important progress has been made in some respects in the past decades, Georgia still lags behind in several ways when it comes to reaching internationally agreed targets in the field of maternal and child health and compares negatively to European averages for various reproductive health indicators.

The Government of Georgia has the intention to substantially improve Maternal and New-born Health (MNH) in the coming 14 years. To this end it has developed a long-term strategy (2017-2030) and a closely related short-term Action Plan (2017-2019). Because MNH is closely related and strongly influenced by quality of Family Planning and of Sexual and Reproductive Health of young people, these two fields are also included in this MNH strategy.

To improve health information system in 2013, the MoLHSA implemented the maternal, under-5 deaths and stillbirths’ urgent notification system.  Every case must be notified within 24 hours for further investigation and research. According to the MoLHSA Order (07.03.2016 No01-11/n), healthcare providers are obliged to call the hot-line of the Emergency Coordination and Response Department of the MoLHSA and notify about the death event. The information must be reported to the Health Department of the MoLHSA electronically on the daily basis. In 5 days facilities are obliged to submit copies of medical charts to the Health Department of MoLHSA.

In 2012, NCDC&PH implemented an active surveillance of death of reproductive age women (15-49y). Since 2015 the system also covers under -5 child mortality. The notifications are recorded by local public health offices that are responsible to collect information from local health facilities through Electronic Integrated Disease Surveillance System (EIDSS).

In January 2016, MoLHSA and NCDC&PH launched an electronic registry “Mother’s and neonate’s health surveillance system”, so called “Georgian Birth Registry” (GBR) supported by UNICEF. The system contains information on all cases of pregnancy-, delivery-, postpartum-, abortion, including maternal deaths, stillbirths and early neonatal deaths. Yet, a functioning and user-friendly health information system to assist in data collection, as well as communication and coordination between levels of care, and between providers and patients still needs further development.

An important step forward toward strengthening maternal and newborn health care system in the country was the initiation of the Perinatal Care Regionalization project, implemented by the MoLHSA with the support of donor organizations. Regionalization of perinatal care considers defining the levels of care, roles and responsibilities for all levels of care to ensure effective operation of referrals.

Breast and cervical cancer are the main killers for women of reproductive age in Georgia. since  2013 the State is financing,  to some extent, cancer treatment through the Universal Health Care (UHC) program, including chemotherapy, hormonotherapy, radial therapy and all related diagnostic testing,  the screening programs have not been integrated in the primary health care services that is why there are geographical and financial barriers for utilization of screening programs.

Some steps were also taken by the Georgian government to respond Adolescent health and women’s violence.

As women’s, children’s and adolescents’ Health is one of the priorities of the Georgian government and the presented report responds health needs of the Georgian population, the country agrees with the decisions made by the Executive Board and ready to note the report.

4.4 mHealth
In order to realize the potential efficiency gains offered by digital health technologies, Member States are seeking to identify standardized approaches to application, in particular for mHealth. The Director-General will provide an updated technical report indicating how mHealth can be institutionalized as a digital tool to advance the Sustainable Development Goals and help to achieve universal health coverage. The Board will be invited to take note of the report.
Today country’s E-health system is well developed. MoLHSA has a secure, patient-centered electronic database that contains records of all beneficiaries provided by different service providers. Highly flexible system includes different sub-modules, clinical case registration, administration panel, stock management, users management, SMS engine and etc. 

Patients are registered in to the system using PIN[footnoteRef:1], as system is automatically connected with Service Development Agency of Ministry of Justice. Web based system provides real-time information, incorporates different types of data, allows creation of personal profiles, enables tracking of patient’s information from one provider to another despite of provider’s location. Systems enables to access using any mobile technologies. [1:  Personal Identification Number, issued in Georgia by Ministry of Justice. It is 11-digit code and used as a unique identifier for citizens of Georgia or for the person without citizenship status who has living permission in the country.  ] 


Robust information system is supporting GOG in health sector management process in very effective way and transits country to paperless technology. Web based system development enables authorized users to access (considering all security standards) different types of data (including medical data) from anywhere for its proper usage.  Real time working mode system enables policy makers to get timely information in decision making process and reacts adequately on different challenges if country health system faces. 

Countrywide Health Management Information System (HMIS) consists dozens of different modules and is used by over 90% of health care providers, and is the main instrument for administration of the UHC and different state funded governmental programs. MoLHSA, its affiliated agencies and health authorities are using HMIS to provide and manage different medical services to citizens, to pay providers, monitor quality, and track health care spending trends.  At medical facility level, almost all health care providers have its own information system which are developed by local IT resources. In the country, Centralized Electronic Medical Records (EMR) system and E-prescription are piloted by the MoLHSA, which is at initial stage of development.

mhealth developments as an integrated part of E-health is on early stage. Country started development of different mobile applications for citizens of Georgia. Created mobile immunization application, which is connected to centralized e-immunization system and enables parents to get immunization status. System is effective tool to get notifications regarding upcoming vaccinations.  Country is working as well to develop mobile application for supervision 0-5 children and mothers, which will be effective tool to provide different type of information to the families. Developed application for smoking fall down and etc.    

For effective countrywide web based E-Health project, IT infrastructure plays a critical role in information collection, storage, transfer and use. Strong central server is located at MoLHSA, which is used as a cloud for centralized e-health system. Internet coverage is not bad, which is important for data input at medical facility level in centralized e-health system. Computer equipment and personnel skills have been improved for last few years which is main issues for introduction of effective e health. Lots of investments have been done within the country to develop necessary infrastructure for well running E-Health (m health among it) & E-Government projects. Government agencies allocate special salaries to keep high qualified Information & Communication Technology staff to support and modify e-health and e-government system, while at medical facility level computers and server equipments are not in perfect condition. 

4.5 Improving access to assistive technology
The Director-General will report on WHO’s work and the urgent actions needed to improve access to assistive technology (e.g. wheelchairs, hearing aids and low-vision devices), in the context of ageing populations and the growing burden of noncommunicable diseases and disability. The Board will be invited to consider a draft resolution outlining steps needed to implement the WHO’s priority assistive products list.

4.6     Maternal, infant and young child nutrition

· Comprehensive implementation plan on maternal, infant and young child nutrition: biennial report;
· Safeguarding against possible conflicts of interest in nutrition programmes;
In line with resolution WHA65.6 (2012) and decision WHA67(9) (2014), the Director -General will present a proposed approach for the prevention and management of conflicts of interest in the policy development and implementation of nutrition programmes. The Board will be invited to note the approach. The Director-General will also provide information on the progress achieved in the implementation of the WHO comprehensive implementation plan on maternal, infant and young child nutrition 2012–2025. The Board will be invited to note the report.
Proper nutrition is a powerful good: people who are well nourished are more likely to be healthy, productive and able to learn. Good nutrition benefits families especially mothers, infants and young child, their communities and the world as a whole. 

A new strategy and a road map that were developed by WHO for 2016-2030 have reflected nutritional programs implementation in Georgia as well. Country implemented the micronutrients deficiency surveillance system in close collaboration with the CDC/USA with objectives to implement practical and effective surveillance system, which will be essential to control micronutrient deficiency successfully, using the sentinel surveillance approach and to study existing situation on micronutrient deficiency. First results of the program was already published and recommendations worked out. 

Georgia continues to accelerate actions to improve maternal, infant and young child nutrition. Several important health programs were implemented in the country such as:
· From 2015 country implemented antenatal supplementation program for all pregnant women. All pregnant women receive free folic acid and in case of needs iron supplement. 
· To improve water and sanitation supplies and quality food in school are one of the concerns of the country, for that purpose in 2016 the Georgian government implemented a new regulations and the guidelines.
· In 2017 Georgia conducted field work of childhood obesity survey among 7 years old children. The survey was supported by the WHO European Childhood Obesity Surveillance Initiative (COSI). 222 schools and overall 7 years old 3 242 children participated in the survey. The results of the survey will be published in 2018. 
· To protect, promote and support the exclusive breast feeding and implement the International Code of Marketing of Breast-milk Substitutes in the country is one of the public health challenges. Regardless exciting law and regulation on protection and promotion of breast-feeding implementation baby friendly hospitals still under the question due to strong influence of artificial-feeding marketing practice. 

The presented report highlights all aspects of maternal, infant and young child nutrition and the decisions made by the Executive Board are considered by Georgia and country agrees to continue working for implementation SDG targets. 

5. Other managerial, administrative and governance matters

	5.1	Pandemic Influenza Preparedness Framework for the sharing of influenza viruses and access to vaccines and other benefits
In accordance with decision EB140(5) (2017) and section 6.14.5 of the Pandemic Influenza Preparedness (PIP) Framework, the Executive Board will be invited to consider a proposal on which proportion of PIP Partnership Contribution funds should be used for inter-pandemic preparedness measures and which proportion should be reserved for pandemic influenza response activities.
5.2     Report of the Programme, Budget and Administration Committee of the Executive Board
The Board will receive at the opening of its session the report of the twenty-seventh meeting of the Programme, Budget and Administration Committee, which is scheduled to be held on 18 and 19 January 2018.
5.3 Evaluation of the election of the Director-General of the World Health Organization
In line with resolution WHA65.15 (2012) and decision EB141(1) (2017) the Secretariat is coordinating an evaluation, open  to  all  Member States,  to  be  conducted by the  Executive  Board  within one  year  of  the appointment of the Director-General of the World Health Organization, to assess the efficacy of the revised process and methods for the election of the Director-General. The evaluation will take place in an open meeting of the Executive Board held during its 142nd session. The report will serve to facilitate an informed discussion during the open meeting.

5.4     Evaluation: update and proposed workplan for 2018–2019
WHO’s evaluation policy requires the Secretariat to report annually to the Executive Board on progress in the implementation of the biennial Organization-wide evaluation workplan. At its session in January 2018, the Board will consider a report that: (a) provides a brief progress update on the ongoing work; and (b) pres ents, for approval by the Board, the proposed evaluation workplan for the biennium 2018‒2019, incorporating both the corporate and decentralized evaluations planned and developed through consultation at senior management level across the Organization, and discussed with the Independent Expert Oversight Advisory Committee.

5.5  Engagement with non-State actors
In  line  with  resolution  WHA69.10  (2016)  and  paragraph  68(a)(i)  of  the  overarching  framework  of  the Framework of Engagement with Non-State Actors, the Executive Board will consider the annual report on engagement with non-State actors. In addition, paragraphs 60, 61 and 64 of the overarching framework mandate the  Board,  through  its  Programme  Budget  and  Administration  Committee,  to  consider  applications  for admittance of non-State actors into official relations and to review collaboration with one third of the non-state actors in official relations in order to decide whether to maintain their official relations
5.6   Reports of committees of the Executive Board
Foundations and awards. The Board will consider the reports of the selection panels for the following prizes to be awarded in 2018:
The Ihsan Dogramaci Family Health Foundation Prize, the Sasakawa Health Prize, the United Arab Emirates Health Foundation Prize, the State of Kuwait Health Promotion Foundation Prize (the His Highness Sheikh Sabah Al-Ahmad Al-Jaber Al-Sabah Prize for Research in Health Care for the Elderly and in Health Promotion), and the Dr Lee Jong-wook Memorial Prize for Public Health. The Board will also be invited to approve the report of the Dr A.T. Shousha Foundation Committee and, should this prove necessary, to consider a report from the meeting of the Jacques Parisot Foundation.
5.7     Future meetings of the governing bodies
•  Provisional agenda of the Seventy-first World Health Assembly
•  Date and place of the 143rd session of the Executive Board
5.8  Appointment of the Regional Director for the Americas
The document will contain the Regional Committee’s proposal to the Board for the appointment of the Regional Director.
5.9 Statement  by  the  representative  of  the  WHO  staff  associations  and  report  of  the Ombudsmen
•  Statement by the representative of the WHO staff associations
•  Report of the Ombudsmen
5.10  Amendments to the Staff Regulations and Staff Rules [if any]
Amendments to the Staff Rules made by the Director-General are submitted for confirmation by the Board in accordance with  Staff  Regulation 12.2.  Proposed  amendments to  the  Staff  Regulations are  presented  for consideration by the Board for submission to the Seventy-first World Health Assembly.

6.       Matters for information
6.1   Report of the regional committees to the Executive Board
In 2012, in decision WHA65(9), the Health Assembly endorsed the proposal that the chairpersons of the re gional committees routinely submit to the Board summary reports of the committees’ deliberations. The Board will be invited to consider the recommendations of the regional committees.
6.2 Global vaccine action plan
The Executive Board will be invited to consider the Executive Summary of the report of the Strategic Advisory Group of Experts on immunization, which met to discuss progress made in implementing the Global Vaccine Action Plan. The Executive Summary will also contain the Advisory Group’s recommendations for corrective action
6.3 Reports of advisory bodies

· Expert committees and study groups
In  compliance with  Regulation 4.23  of the  Regulations for  Expert Advisory Panels and  Committees, the Director-General will submit to the Board for its consideration a report on meetings of expert committees and study groups, including a summary of the recommendations contained in the reports of expert committees and observations on their significance for public health policies and implications for the Organization’s programmes.
In a second report, the Secretariat will provide details of both meetings and membership of expert committees that met in 2017.
6.4 Eradication of poliomyelitis
The report will provide an update of progress made against each of the objectives of the Polio Eradication and Endgame Strategic Plan of the Global Polio Eradication Initiative. It will summarize the latest programmatic and epidemiological situation, including details of continuing work to achieve the global interruption of poliovirus transmission, and of intensified efforts to accelerate laboratory containment, together with a financial update of the programme to rapidly achieve global certification of eradication of all wild poliovirus types.

7. Closure of the session
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