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182 REGIONAL COMMITTEE: FIFTY -SIXTH SESSION 

1. ENVIRONMENTAL HEALTH: Item 14 of the Agenda (Document WPRJRCS6/1O) 

Mr UNA (Solomon Islands) remarked on the absolute necessity of cooperation in most of the 

strategies to improve health; environmental protection involved external and internal factors. He 

appreciated the inclusion of environmental health risk assessment among the specific actions 

proposed for countries. He looked to greater results from the cooperation being forged by WHO with 

other international organizations, regional organizations, governments and donor agencies in the 

following areas: (1) strengthening human resources and institutional capacity in environmental health 

risk assessment and management' at the country level, particularly in developing countries; 

(2) facilitating greater cooperation between the health sector, environmental, and other sectors in 

reducing environmental health risks; and (3) facilitating intercountry cooperation in solving 

environmental health problems. 

Dr RADFORD (United Kingdom of Great Britain and Northern Ireland) expressed the 

sentiment that "Fit for the future" would have been an appropriate theme for the fifty-sixth session of 

the Regional Committee, since most of the items on the agenda related to issues oriented towards 

safeguarding fitness. She supported the proposed actions for Member States. with two suggestions: 

(1) to strengthen the reference to sustainability by amending the second proposed action to read thus: 

"establish intersectoral coordination mechanisms to develop and implement sustainable solutions to 

environmental health problems"; and (2) recognizing that all the environmental risks to health were 

not yet fully recognized and understood, to strengthen the third proposed action for sharing of 

knowledge, both existing and emerging from new environmental hazards. 

Dr SELUKA (Tuvalu) supported the actions proposed for Member States. Small island 

countries were especially vulnerable to climate changes; a rise in sea level would pose the biggest 

threat; draught would also be a serious threat as water supplies were sourced from rainwater. Tuvalu 

was being careful to include that factor in its social and economic development plans, and to maintain 

its advocacy for the environmental concerns of small island countries, particularly the less developed 

ones, at the regional and intemationallevel. To minimize that vulnerability, steps were being taken to 

establish national capacity for environmental protection, starting with the development of a national 

environmental protection plan and strengthening of human resources. Speaking for small island 

countries, he sought WHO's support for greater advocacy for strong regional political will. He 

considered that a cyclone with the force of Hurricane Katrina would cause far greater devastation in 

Tuvalu than it had in New Orleans and Mississippi; its impact would be socially and economically 

catastrophic. 

Dr JACOBS (New Zealand) welcomed the inclusion of environmental health on the agenda. 

Environmental health was a fundamental determinant of health that had not received the attention it 

deserved at the regional, subregional and even, at times, national level; the issue was complex and 
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multi-faceted, also requmng multisectoral involvement, and was not always fashionable. He 

supported the actions proposed for Member States; however, he noted that the key issue would be the 

specific actions for the next steps, particularly at the regional and subregional levels. He considered 

that a concrete plan of action would be an important next step to achieve progress, particularly at the 

subregional level. He cited the example of the coordination by the Secretariat of the Pacific 

Community of the development of a Pacific Regional Environmental Health Action Plan (REHAP), 

involving Pacific island countries. He urged that REHAP should be seen through to completion since 

it would be a useful source of information for the planning of the next steps. 

Activities in environmental health had focused mainly on areas where causes and effects had 

been clearly established. However, approaches to environmental health protection that minimized 

exposure to specific risk factors had largely failed to address the underlying causative factors and 

processes. The concepts of sustainable development and supportive environment must be included, 

and were fundamental in any consideration of the relationship between the environment, physical and 

social, and human health. Active engagement with other sectors to achieve safe and health-promoting 

environments was also crucial. He supported the proposed actions and looked towards future 

discussions on the concrete next steps as they were developed. He requested that a report on the 

progress achieved in that area be presented at the fifty-seventh session of the Regional Committee. 

Dr QI (China) said that in recent years, developing countries had been facing more 

environmental threats brought about by rapid economic development. He endorsed the actions 

proposed for Member States, but suggested that the following areas needed to be strengthened: 

(1) intercountry cooperation for greater exchange of information and technology and concerted action 

to halt the movement of polluting industries from developed to less developed countries; 

(2) institution of sanctions and punitive measures to fortify health advocacy by Member States acting 

together; and (3) formation of partnerships among international organizations, which complemented 

intersectoral cooperation and the benefits from such alliances, which had been shown to be crucial in 

the control of SARS and avian influenza. 

Dr TIBAN (Kiribati) said that the main issue of concern to Kiribati was one that was faced on a 

daily basis: water and sanitation. Overpopulation in urban centres on Tarawa atoll had overstretched 

public utilities. Strategies to ameliorate conditions had been implemented; headway was slowly being 

made, but more needed to be done on the part of both the Government and development partners, 

including WHO. Safe water and sanitation were critical factors in the health status of the people of 

Kiribati. She supported the actions proposed for Member States; the strategy for environmental health 

offered a guiding principle for the health sector that was often required to perform miracles. 

Implementation of the proposed actions by Member States should be the subject of regular review by 

the Regional Committee. 
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Mr LEE (Republic of Korea) appreciated the efforts of the Regional Office that had gone into 

the high-level meeting on health and environment in ASEAN and East-Asian countries in 2004; it had 

afforded another opportunity to work together towards overcoming the challenges and threats to the 

environment. He supported the actions proposed for Member States and emphasized that intersectoral 

coordination was crucial. Close coordination among health, environmental and other sectors would 

harmonize economic development with environmental protection. He said that one important barrier 

to solving environmental health problems was that the values of government and society were 

oriented toward economic development and industrialization; that had been recognized in the 

Republic of Korea. He considered that increased expenditure for environmental protection would 

only be for the short term. He urged the Regional Office to expand its technical support to 

environmental health; his country would provide support to that endeavour. 

Dr ISMAIL (Brunei Darussalam) expressed concern over the double burden on the 

environment from hazardous traditional practices and new hazards brought by urbanization and 

industrialization. Brunei Darussalam would continue to work to improve the health status of its 

people and fully recognized the need for environmental protection. The incorporation of a national 

environment strategy in the seventh and eighth national development plans was a reflection of the 

Government's commitment. Among the objectives of the Ministry of Health's National Health Care 

Plan for 2000-2010 was the strengthening of policies and programmes on environmental health 

through specifically designed programmes that met international standards and criteria, in 

collaboration with relevant government agencies. One important milestone was the elevation of the 

Environmental Health Services as a functional department under the Department of Health Services in 

2004. Improvement was still needed in the formulation of specific legislation for environmental 

health, and strengthening of human resources and national capacity for environmental health risk 

assessment and management. 

While Brunei Darussalam already met the 10 WHO global health indicators and the 

development goals of the United Nations Millennium Declaration, there was no room for 

complacency since economic development, industrialization and other factors would bring new risks, 

challenges and threats to the environment. He commended WHO's efforts for environmental risk 

reduction and the technical support that had been provided to Brunei Darussalam in different forms. 

He endorsed the actions proposed for Member States to reduce environmental health hazards, 

environmental risks and the health impact of changes in climate and ecosystems. 

Dr ENKHBAT (Mongolia) supported the actions proposed for Member States and appreciated 

the technical support of WHO and other agencies to ongoing efforts in Mongolia. Three priority areas 

for Mongolia were: (1) urban air pollution; (2) water quality and sanitation; and (3) perils posed by 

hazardous waste. He looked to WHO's initiative in developing a regional strategy for waste 
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management, particularly health care waste management, which would serve as a guideline for the 

development of national strategies as well as technical support in that area. Mongolia had taken steps 

to strengthen its capacity and competencies for health care waste management. 

Dr RAHMAT (Malaysia) endorsed the actions proposed for Member States. In Malaysia, the 

main concerns of the programme on environmental health were safe water, sanitation and hygiene, 

hazardous industrial waste and transboundary air pollution. He appreciated WHO's support for the 

training and production of a syllabus on environment health impact assessment at the basic, 

intermediate and advance levels. Training of environmental health officers had been conducted. 

Development of the syllabus for intermediate and advance levels was ongoing. The haze created by 

forest fires had affected Malaysia, giving rise to an increase in diseases such as upper respiratory tract 

infections, asthma and conjunctivitis, which were being monitored at 51 sentinel stations. He cited 

the developments in intersectoral cooperation, such as the establishment of the National Haze Action 

Committee, environmental impact assessment committee, and the Persistent Organic Pollutants and 

Pesticide Board that was tasked with steering, reviewing and evaluating government policies and the 

implementation of programmes related to environmental health. 

Malaysia had started "healthy settings" initiatives in 1997; currently, there were 176 healthy 

settings that included cities, towns, villages, hospitals, medical clinics, parks, offices, markets, farms, 

resorts and estates. Malaysia was a committee member of the Alliance for Healthy Cities; he urged 

Members States to join the alliance to provide support in promoting the public health agenda in the 

cities. 

Ms HALBERT (Australia) noted that the disease burden from environmental health risks in the 

Region had been significant and was still growing, and yet it could have been avoided. International 

agreements could only provide frameworks, but the problems would still need to be addressed at the 

country level; that made intersectoral cooperation a key consideration in environmental health risk 

assessment and management. Australia would participate in intercountry cooperation; exchanges of 

information and lessons learnt would improve the .:apacity of countries to respond. As part of its 

commitment, the National Health and Medical Resean:h Council (NHMRC) had co-hosted, with 

WHO, an international meeting in Alice Springs to consider the feasibility of a broader initiative on 

small community water supply management, as a means to achieve the development goals of the 

United Nations Millennium Declaration and the United Nations Water for Life Decade 2005-2015. A 

two-year (2004-2005) water quality partnership programme was supported through WHO. NHMRC 

had developed the Australian Drinking Water Guidelines based on hazard analysis and risk 

management for managers of drinking water supplies, and was currently developing an electronic 

support tool for the management of drinking water supplies for rural and remote communities; 

finalization of the draft tool was expected at year-end. The Department of Health had prepared the 
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reference book Environmental Health Risk Assessment: Guidelines for Assessing Human Health Risks 

from Environmental Hazards; a companion document on exposure assessment would follow. Those 

resources had been made available on the Internet. 

Dr PULU (Niue) remarked that sustainable development and the reduction of health hazards 

from the environment required strong commitment from governments. Putting in place the necessary 

infrastructure and resources would require mechanisms for intersectoral coordination among the 

ministries responsible for health, environment, community affairs and public works, among others. 

The cyclone that had hit Niue in January 2005 had exposed another area that needed attention: the 

disposal of fibrolite roofing materials containing asbestos that had been damaged was an issue that 

had remained unresolved. Concerns over water pollution had made the Government consider phasing 

out weed killers and fertilizers by 2010. With the poor soil structure, leakage of hazardous chemicals 

into the water table could have disastrous effects. The recent prospectus drilling for uranium had had 

to be reconsidered since its implications for the environment were not yet known. Progress had been 

made in the area of sanitation; homes were now required to have septic tanks for human waste. 

Recycling of empty aluminium soda and beer cans had begun. He endorsed the actions proposed for 

Member States. 

Dr DUQUE (Philippines) stressed that environmental health hazards contributed to both acute 

and chronic diseases. Effective environmental health risk assessment and management would entail 

tremendous inputs in the areas of capacity-building, formulation of policies and regulations, and 

building of partnerships. Even where policies, guidelines and legislation were in place, 

implementation and monitoring needed improvement. 

The Philippines had a model for successful cooperation among government agencies, 

nongovernmental organizations, civil society and members of academia in the Interagency Committee 

on Environmental Health; it looked into issues of water safety, sanitation, toxic chemicals, urban air 

pollution, marine bio-toxin, and solid and hazardous waste management. The Committee was 

currently being replicated in the country's regions. The Committee was tasked with drafting the 

National Environmental and Occupational Health Plan. The Department of Health had recently 

signed a joint resolution with the Department of Environmental Health and Natural Resources for the 

safe disposal of health care waste .. Partnerships at the national level could achieve better results; 

problems and issues of common interest to countries could best be tackled with intercountry 

cooperation. He confirmed that the Philippines would participate in the regional forum on 

environment and health in the ASEAN and East Asian countries that had been planned for 2006. 

Ms NGUYEN THI MINH CHAU (Viet Nam) said that environmental health was a concern for 

Viet Nam. The country had been well represented in the health and environmental sectors at regional 

forums to assess environmental health and raise awareness on environmental issues. Development of 
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the national plan of action on environmental health was under way. With support from WHO, a 

consultation workshop with stakeholders had been held in July 2005 to gather feedback for the outline 

of the national plan of action, and an interagency working group had been set up based on WHO 

recommendations. A national forum on environment and health had been planned for 

November 2005. Development of a website on health and the environment for information sharing 

among concerned agencies and partners was ongoing. She supported the initiatives for environmental 

health that had been proposed for implementation at both the regional and national levels. She 

requested support for strengthening of national capacity and consolidation of the intersectoral 

collaboration that was already in existence but would need strengthening to withstand the strain of the 

heavy work load and the competing priorities of the different sectors involved. She called for stronger 

intercountry cooperation to deal with transboundary pollution. 

Mr SAMO (Federated States of Micronesia) supported the proposed actions. The Federated 

States of Micronesia was a very small island country with a high level of imports, and had a major 

problem with solid waste management and environmental degradation in general. Dealing with 

industrial waste, in the form of hospital waste, would require the assistance of WHO. He thanked the 

United States of America for its continuing support, most recently with removal of a damaged 

pesticide container. He also thanked Australia for its attempts to deal with environmental hazards in 

the Region. 

The REGIONAL DIRECTOR observed that global warming, as Tuvalu had remarked, was 

such an acute problem in low-lying Pacific island countries that negotiations on relocation of citizens 

had already begun. Weather patterns had become unusual. Although no hard evidence was available, 

many renowned scientists were of the opinion that global warming was at the root of that 

phenomenon. He hoped that the Kyoto Accord would be respected. In 2006, WHO was to hold a 

biregional forum on environmental health for Member States along with the Asian Development 

Bank, the United Nations Environment Programme, the United Nations Development Programme, the 

World Bank and "ASEAN Plus Three" (China, Republic of Korea and Japan). 

The REGIONAL ADVISER IN HEAL THY SETTINGS AND ENVIRONMENT noted that 

practically all representatives had supported the proposed set of actions. He expressed appreciation of 

the support from Australia, Japan, New Zealand and the United States of America, with support 

expected from the Republic of Korea. On sustainability, he admitted that the point should have been 

made more emphatically in the document, since it was always present in the programme area itself. 

The very title of the relevant Millennium Development Goal was "Ensure environmental 

sustainability". National and local environmental health action plans were good ways of enabling the 

health and environment areas to work togcther with the United Nations Environment Programme, 

regionally, on joint activities. 
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2. MEASLES ELIMINATION: Item 15 of the Agenda (Document WPRlRC56!11) 

The REGIONAL DIRECTOR; introducing the item, recalled that the Regional Committee at its 

fifty-fourth session in 2003 had decided that measles elimination and hepatitis B control should be the 

new pillars of the Expanded Programme on Immunization. It had also confirmed that a target date for 

measles elimination should be established. 

After reviewing progress in the Region, the 15th Technical Advisory Group on EPI, which had 

met in Beijing in June 2005, had reconiIDended twin regional goals for 2012 of measles elimination 

and the reduction of hepatitis B seroprevalence from the current levels of 8%-10% to less than 2%, an 

interim goal leading towards an eventual target of less than 1 %. 

Measles continued to be one of the leading causes of vaccine-preventable morbidity and 

mortality in children in the Western Pacific Region, despite a 95% reduction in deaths compared with 

the pre-vaccine era. The Region had made remarkable progress, but there were still some 30 000 

deaths annually due to measles. 

The Western Pacific Region also bore a disproportionate burden of hepatitis B-related 

morbidity and mortality. While the Region accounted for 28% of the world's population, more than 

one half of hepatitis B-related mortality occurred here, and nearly 900 people died daily in the Region 

due to hepatitis B. 

In the Western Pacific Region, 84% of all districts were reporting more than 90% coverage 

with the first dose of measles vaccine, and 24 countries and areas out of the 37 in the Region had 

incorporated two doses of measles vaccine in their routine vaccination schedules. However, countries 

and areas that had interrupted indigenous measles transmission still remained under the threat of 

outbreak due to importation of the virus from endemic neighbouring countries, as illustrated by 

outbreaks in Mongolia (2000-2002) and the Marshall Islands (2003). 

A similar situation existed for hepatitis B control in Member States. All countries and areas

except five that had either introduced or expanded coverage after 200 I-had already been providing 

hepatitis B vaccine through their national immunization programmes for more than five years. 

Twenty-two countries and areas had reported coverage of more than 80% for more than five years 

with three doses of vaccine, and 10 countries and areas had a carriage rate of less than 1 % among 

children born after the start of vaccination programme. 

The excellent technical and human resources mobilized as part of the poliomyelitis eradication 

programme were still in place in the form of surveillance and laboratory networks that could be used 

in the measles elimination and hepatitis B control programme with minimal incremental cost. In 
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addition, setting a target date to eliminate measles and control hepatitis B would help to maintain the 

momentum achieved during polio eradication. 

While the emergence of new diseases such as SARS and avian influenza had to be faced, 

challenges also existed in the form of importation of diseases previously eliminated. For example, the 

risk of wild poliovirus importation was increasing; the recent poliomyelitis outbreak in Indonesia had 

brought the disease back to the doorstep of the Western Pacific Region. WHO would continue to 

support Member States in strengthening their surveillance and immunization programmes, as well as 

in updating their polio outbreak preparedness plans to prevent or limit the possible importations. 

WHO asked the Regional Committee to discuss and endorse the measles and hepatitis B targets 

during the session, with a view to making the Western Pacific Region the first WHO region to set 

time-specific goals for both hepatitis B control and measles elimination. 

Dr DUQUE (Philippines) noted the ambitious nature of the regional goals. The Philippines had 

begun by widening the age range in mass vaccination campaigns, carrying out follow-up 

immunization activities and strengthening the surveillance system. Setting a target date was useful, 

and in spite of the decentralized structure of the health system, in 2003 the Department of Health had 

immunized 95% of the target population, although routine coverage remained difficult at local 

government level. Hepatitis B vacc,ine had been introduced only in 1992, and the country could 

provide only 40% of the vaccine required for routine immunization. Since most births still took place 

at home, it was difficult to provide vaccination for newborn infants. However, the vaccine was well 

accepted. National legislation for immunization at birth, with funding, was to be passed in the course 

of the year. Resources were coming from the national health insurance programme and various 

partner organizations. With the strategy of reaching every locality, the aim was to get to every child, 

every year. He supported the target date and twin goals for measles elimination and hepatitis B 

control. 

Dr LEAF ASIA (Solomon Islands) also endorsed the twin targets. Solomon Islands had very 

high immunization coverage rates for vaccine-preventable diseases, the only obstacle being the cost of 

the hepatitis B vaccines, introduced in the 1980s. The country would strive to reach the target, by 

means of catch-up programmes. He thanked WHO, UNICEF, Australia and Japan for their support. 

Dr TIBAN (Kiribati) supported the twin goals, and thanked WHO and UNICEF for improving 

EPI coverage, with support from Australia and Japan. 

Dr TUIKETEI (Fiji) voiced her appreciation for the work of WHO and UNICEF, especially 

with regard to measles. With a decentralized system of three regions, the country had, in the previous 

year, completed an immunization survey and redefined its strategy. The Fiji immunization and cold 

chain policies had been completed, as well as a national EPI strategic plan, with five priority areas, 
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including measles elimination, and a target date of2008, although that would be revised in view of the 

addition of hepatitis B. It was moving from the tetravalent to a pentavalent vaccine, beginning in 

2006. A single dose of hepatitis B would still be provided at birth. She thanked Japan for the support 

it provided for strengthening of immunization programmes in the Pacific. She also thanked the 

Secretariat of the Pacific Community, Australia and other partners for their support with the level 2 

public health laboratory, and asked WHO for further support in that area. 

Dr TONG (Macao, China) supported the twin goals and target date. Macao's programme had 

included at least two doses of measles vaccine for all children, and only sporadic cases had been 

reported since 1994. The elimination target date was 2008. Case surveillance had been strengthened, 

with laboratory confinnation of reported cases. Since 1990, the Government had provided hepatitis B 

vaccination free of charge. Coverage was very high. In 2003, HbsAg seroprevalence among children 

between the ages of6 and 15 years had been 0.7%. 

Dr LIAN (China) supported the twin targets set out in the document. Since 1997 China had, in 

most provinces, achieved low prevalence of measles, although outbreaks in some areas had called for 

additional doses. A second dose was now being administered not to seven-year-olds but to children of 

18-24 months. China had increased research on measles elimination, and had worked with WHO to 

calculate the cost of the activity. At the Technical Advisory Group meeting in the Regional Office, it 

had been concluded that the targets set by the Western Pacific Region were feasible in China. Partner 

organizations were asked to provide more technical and financial support to developing countries, 

given the cost and difficulty of maintaining the measles immunization status. Since the 1990s, China 

had been providing a dose of hepatitis B vaccination at birth, and in 2002 that had been incorporated 

in the national immunization programme. Progress had been such that first dose coverage stood at 

89% and second dose coverage at 75.8%. A hepatitis B control programme for China was now being 

developed. It was hoped that WHO would shift attention to technology and financing of operations, 

given problems associated with the low hospital delivery rates. He thanked WHO and partner 

organizations for their support. 

Dr RAHMAT (Malaysia) agreed with the targets recommended by the Technical Advisory 

Group, which were among the Malaysia's priorities. The measles vaccination programme had been 

established in the country in 1982, and the elimination target was 2010. The hepatitis B programme 

had begun in 1989, and a seroprevalence survey was planned in order to measure its success. 

Dr TANG! (Tonga) reported that the national managers of the expanded programme on 

immunization in Tonga had set 2007 as a target for measles elimination, and that the last case of 

measles had been reported in 1997. Rubella and measles vaccine was now being administered in two 

doses. He stressed the importance of the first dose of hepatitis B vaccination being administered 

during the first 24 hours of life. 
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DR TSANG (Hong Kong, China) infonned the Committee that Hong Kong was on course to 

achieve measles elimination by 2012. It supported the proposal to set the target date of 2012 for 

achieving measles elimination and hepatitis B control. 

Ms NGUYEN THI MINH CHAU (Viet Nam) reported that Viet Nam had been able to 

maintain over 90% coverage with first dose of measles vaccine for one-year old children. 

Administration of the second dose for children under 10 years of age was reaching 99% of targeted 

children. Pilot projects were under way to administer a second dose in the routine Expanded 

Programme on Immunization, which would be expanded to the whole country by 2006. Local 

production should ensure self-sufficiency in vaccines by the end of 2008. Her country intended to 

eliminate measles by 2010; it endorsed the regional goal of elimination by 2012. 

Coverage of one-year old children with the full three-dose hepatitis B vaccination was nearly 

95%; coverage of first dose within 72 hours of birth was 60%. Difficulties were being encountered in 

administering the first dose within 24 hours of birth, particularly in remote or mountainous areas, and 

a number of measures were being put in place to overcome them. The target of HbsAg 

seroprevalence of less than 2% among 5-year-olds by 2012 was a serious challenge, and the 

continuing support of WHO, GAVI and other partners would be needed to meet it. 

Maintaining high universal immunization coverage was a high-priority, long-tenn goal. Her 

country had drawn up a financial sustainability plan which had established an annual increase of 10% 

of the current budget for EPI. 

Dr MOHSIN (Brunei Darrussalam) said that in her country two doses of measles vaccine were 

administered through routine immunization of one-year old children and between the ages of 10 to 

12 years. Although coverage was high, consideration was being given to lowering the age at which 

the ser.ond dose was given, as most cases occurred between 5 and 9 years of age, enhancing 

~ureil'ance, and strengthening laboratory capacity for diagnosis. 

The coverage of one-year-old children receiving three doses of hepatitis B vaccine exceeded 

95%. However, a seroprevalence survey was needed to ascertain prevalence and to monitor progress 

towards hepatitis B control, together'with a monitoring system for the timely birth dose of hepatitis B 

vaccme. 

Brunei Darussalam was fully committed to achieving the goals of measles elimination and 

hepatitis B control by 2012, and sought WHO's technical support in the areas of surveillance and 

laboratory capacity. 

Mr PALU (Australia) agreed that efforts to reach the goals of eliminating measles and 

controlling hepatitis B should centre on strengthening routine immunization system at national level. 
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The Region remained vulnerable to vaccine-preventable diseases. Continued support was needed to 

maintain the gains made and to strengthen monitoring and surveillance systems and practices, which 

were essential for regional health security. WHO should therefore maintain the level of funding for 

the Expanded Programme on Immunization. 

His country had adopted a two-dose schedule for measles, mumps and rubella at 12 months and 

4 years; the number of measles cases reported over 10 years had dropped from nearly 5000 to 45. It 

supported the proposed targets for elimination of measles and control of hepatitis B and was 

committed to achieving them both nationally and in the Region. 

Dr NAKASHIMA (Japan) reported that the number of reported cases of measles had decreased 

rapidly since the recent increase in vaccination coverage at one year of age; it remained, however, a 

public health concern. Japan would maintain its effort to eliminate the disease both nationally and in 

the Region. 

Under a nationwide programme, all pregnant women were being screened for HBsAg serum; 

all neonates delivered from mothers with the antigen were administered immunoglobulin and hepatitis 

B vaccine, which had drastically reduced prevalence. 

His Government fully supported the target date for measles elimination and hepatitis B control. 

Dr PARK (Republic of Korea) described the measures taken in his country to eliminate 

measles, which included a catch-up campaign, a mandatory measles vaccination certificate for school 

entry, and strengthening of the surveillance system. 

Coverage for hepatitis B vaccination stood at over 80%, and a national programme to prevent 

vertical transmission of the virus had been introduced recently. Immunoglobin and vaccines were 

provided free of charge to pregnant HbsAg carriers. 

His Government fully supported the setting of the target date of 2012 for measles elimination 

and hepatitis B control, and would continue to make available its experience and capacity to other 

Member States in order to achieve that goal. 

Mr UNTALAN (United States of America) observed that achieving and maintaining high 

immunization levels across all communities, especially those at highest risk, was not only sound 

public health practice, but also in the interest of national and global health security. Elimination of 

measles and control of hepatitis B would require considerable technical and human resources. He 

fully supported efforts to ensure that all countries in the Region were served by reliable measles 

laboratories meeting WHO standards for accreditation, and to ensure the use of resources mobilized 

during the poliomyelitis eradication campaign for measles elimination and hepatitis B control. 
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Although Member States were urged to administer a birth dose of hepatitis B vaccine, he 

recognized that administration within 24 hours of birth would be difficult in countries where a large 

proportion of births occurred at home, without attendance by a trained health worker. He therefore 

supported the suggestion to link the Expanded Programme on Immunization and maternal health care 

programmes. 

His Government provided considerable technical and financial support for immunization 

programmes globally, and strongly supported the setting of 2012 as the target date for measles 

elimination and hepatitis B control in the Region. 

Dr PULU (Niue) reported that his country had made good progress in the elimination of 

measles and control of hepatitis B, and the measles immunization coverage rate exceeded 90%. The 

current schedule for measles was one dose of combined measles, mumps and rubella vaccine at 

15 months and a second at 4 years. Fewer than five suspected measles cases had been reported since 

2000, but were not laboratory confirmed. 

The first dose of hepatitis B vaccine had been administered within 24 hours of birth since 

nearly 20 years ago. The second dose followed at 4 to 6 weeks, and the third at 5 to 6 months. That 

pattern was currently interrupted as all deliveries were being referred to New Zealand since a cyclone 

had destroyed Niue's hospital. 

His Government endorsed the target date of 2012 for achievement of the goals of measles 

elimination and hepatitis B control. 

Mr SAMO (Federated States of Micronesia) echoed the sentiment expressed by Tonga 

regarding hepatitis B birth dose. As noted by the representative of the United States of America, 

births were still occurring in remote areas that were not served by skilled birth attendants. That would 

be a challenge to increasing the birth dose, and was one that his country, with many scattered islands, 

was continuing to face. In that regard, it would continue to need the support of WHO and partners, in 

particular UNICEF, and bilateral assistance. 

He supported the target date to achieve the goals of mt:asles elimination and hepatitis B control. 

Mr EDWARDS (Marshall Islands) expressed his full support for the target date for measles 

elimination, which his country should be able to reach by maintaining the current level of vaccination. 

Having experienced an outbreak of measles in 2003, his country had strengthened its efforts to 

immunize as many 2-year-old children as possible. Health promotion played an integral part in that 

effort. A number of civil society organizations were being asked to participate in educating the public 

about the importance of childhood immunization, and seminars and workshops were being used to 

reach out to parents. 
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He acknowledged the assistance rendered to the Marshall Islands by WHO and through 

bilateral assistance during the recent measles outbreak, particularly for the cold chain. 

Dr NELESONE (Tuvalu) confirmed his country's commitment to maintaining high vaccine 

coverage for measles and hepatitis B, with emphasis on administering the first dose of hepatitis B 

vaccine within 24 hours of birth. He asked why different Member States had different schedules in 

administering measles and rubella vaccines. Tuvalu had been advised to give combined measles 

mumps and rubella vaccine at 4 months and 18 months. 

He supported the setting of the target date of 2012 for elimination of measles and control of 

hepatitis B, and requested WHO to provide further technical support for strengthening operational 

strategies of the Expanded Programme on Immunization at country level. 

The REGIONAL DIRECTOR thanked Member States for their support for the ambitious 

targets set. With regard to hepatitis B, after recalling that he had done his PhD research on genomic 

sequencing of hepatitis B viruses, he said that the rationale for giving the first dose of vaccine within 

24 hours of birth was that babies born to hepatitis B surface antigen-positive mothers lacked immunity 

and were likely to become carriers of the virus. Although no symptom of infection might become 

apparent for the first 10 or 20 years of life, the virus continued to replicate and caused damage to the 

liver, resulting in chronic liver disease and sometimes hepatocellular carcinoma. Thus, early 

immunization with hepatitis B vaccine was also a means of preventing cancer. Immunization of 

neonates was very important in countries such as the Philippines where HBsAg seroprevalence rates 

were about 10%. 

Despite the concerns expressed about the decrease in the regular budget for immunization and 

vaccine development, the Regional Office would be able to undertake its planned activities, but for 

emergencies such as the potential importation of wild-type poliovirus. it would have to re-programme 

funds, approach donors or take other contingency measures. For example, in response to the outbreak 

of poliomyelitis in Indonesia, he had immediately asked the Japanese Government for support; the 

US$ 1.8 million it had provided had already been used to purchase vaccine. 

The REGIONAL ADVISER, EXPANDED PROGRAMME ON IMMUNIZATION said that 

the comments had indicated that regional measles elimination and hepatitis B control by 2012 were 

feasible objectives but would need extra efforts, particularly in countries with high incidence rates and 

limited resources. WHO would work with countries to formulate or strengthen relevant national plans 

as a part of national multi-year EPI plans in order to ensure that responses were tailored to the specific 

conditions of each country. It also planned to establish an Asia-Pacific immunization partnership to 

mobilize and coordinate support for a range of activities and to strengthen routine immunization. 
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Strong surveillance and laboratory confinnation were the two main strategies for measles 

elimination. The new dry blood spot technique for measles diagnosis had been introduced at a recent 

workshop for Pacific island countries held in Australia. Accreditation was underway for potential 

members of the Measles Laboratory Network. 

Administration of the first dose of hepatitis B vaccine within 24 hours of birth was vital and 

should be delivered in close collaboration with maternal health services as part of the Child Survival 

Strategy. 

The CHAIRPERSON asked the Rapporteurs to draft an appropriate resolution. 

3. FOLLOW-UP REPORT ON THE WHO FRAMEWORK CONVENTION ON TOBACCO 

CONTROL: Item 16 ofthe Agenda (Document WPRJRC56112) 

The REGIONAL DIRECTOR, introducing the item, recalled that resolution WPRJRC55.R7 

had urged Member States to ratify the WHO Framework Convention on Tobacco Control and to 

implement measures consistent with that Convention. The Regional Committee at its fifty-fifth 

session had also endorsed the Regional Action Plan for the Tobacco Free Initiative, 2005-2009, and 

had urged WHO to continue to catalyse and advocate action and to focus its resources on capacity 

building and technical assistance. Earlier in 2005, the Convention had become binding international 

law. Most Western Pacific Member States (23 of 27) had ratified and became Contracting Parties to 

the Convention, and would participate in the first session of the Conference of the Parties in February 

2006. He congratulated the following countries for their ratification: Australia, Brunei Darussalam, 

China, Cook Islands, Fiji, Japan, Kiribati, Malaysia, the Marshall Islands, the Federated States of 

Micronesia, Mongolia, Nauru, New Zealand, Niue, Palau, the Philippines, the Republic of Korea, 

Singapore, Solomon Islands, Tonga, Tuvalu, Vanuatu and Viet Nam. 

Many Member States were actively implementing key provisions of the Convention even 

beL'e-re their due dates and other specific requirements were agreed by the Contracting Parties. Their 

tobacco control efforts were beginning to succeed phenomenally. In the Republic of Korea, for 

examr.e, tobacco tax increases, coupled with aggressive antismoking campaigns and other measures, 

had substantially reduced smoking in less than a year. New Zealand had become one of several 

countries that were smoke-free. Singapore had extended its antismoking laws to nearly all public 

indoor areas including restaurants, bars and workplaces. Hong Kong (China) had further restricted 

tobacco advertising and promotion, and had also instituted more comprehensive bans on smoking. 

Graphic antismoking advertisements and tough bans had helped to decrease Australia's smoking rate 

to the lowest in the industrialized world. He also congratulated New Caledonia on its new tobacco 

control law, adopted in June 2005 following the excellent advocacy of the current session's 

Chairperson. 
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Those were a few examples of the investments made in tobacco control that were beginning to 

pay enormous public health and economic dividends. Rapid and encouraging progress had been 

made, but there remained much more work to be done, and many more challenges to be overcome. At 

the fifty-seventh session of the Regional Committee, he wanted to be able to address all the Region's 

Member States as Parties to the Convention, and report significant decreases in tobacco use in many 

more Western Pacific countries. WHO was certainly on the right path and had the necessary 

momentum. 

Mr LEE Kang-hee (Republic of Korea) observed that his country had ratified the Convention in 

May 2005. With the goal of halving its prevalence rate of smoking to 30% by 2010, the Government 

had been implementing tobacco control measures consistent with and beyond those required by the 

Convention. Following a 25% increase in the price of cigarettes at the end of 2004, smoking by adult 

men had decreased and a further price rise was planned later in the 2005 despite some opposition. 

Since the Health Promotion Law had been enacted in 1995, new control measures had been 

implemented, and revenue from a health promotion tax imposed on tobacco products since 1997 was 

also being used to support various antismoking programmes, targeting young people, women, military 

personnel and other groups. In 2005, antismoking clinics had been opened in health clinics across the 

country. Progress was being made with other strategies and action plans. His Government 

acknowledged WHO's support and contributions and hoped that it would continue to expand its 

technical assistance. 

Dr TAO (China) expressed pleasure at the rapid progress of tobacco control in the Region. Her 

Government congratulated WHO on its achievements in tobacco control and thanked it for support to 

control programmes in China. It welcomed the Regional Action Plan for the Tobacco Free Initiative, 

2005-2009. It had noted the impact of tobacco use on poverty, recognizing that poor and ill-educated 

people, such as those in rural areas and migrants to cities, were more likely to smoke and waste 

limited family resources. With many millions of people in that situation, China was giving high 

priority to tobacco control in rural areas, and thus supported WHO's work on poverty, inequality and 

tobacco control. 

She suggested several courses of action. National-level tobacco control programmes and 

capacity building should continue to be promoted, through technical support, training and workshops. 

Strategic regional research and surveillance should be strengthened, in particular to broaden the 

evidence base. Practical tools needed to be designed for standardized surveillance. Uniform actions 

should be taken for international projects such as the 2008 OlympIC Games, with, for example, 

coordinated regional antismoking advertisements. There should be greater exchange of infonnation, 

for instance on experiences and best practices. Regional incentives could be devised to encourage 

greater participation of people and organizations in tobacco control. 
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China had ratified the Convention on 28 August 2005 but knew that much remained to be done. 

She recalled the Chinese proverb that commitments made had to be honoured and action would 

produce results: the Convention would provide a starting point for efforts to support the Action Plan. 

She suggested that on 27 February each year the corning into force of the Convention could be 

celebrated. 

Dr LEAF ASIA (Solomon Islands) said that his country had been one of the first to ratify the 

Convention which, it hoped, would eventually eliminate smoking, with further efforts by WHO. He 

decried the aggressive advertising strategies of the tobacco companies and their associates and 

expressed concern at the increasing number of new smokers, especially young women, and the fact 

that about one third of the urban population in Solomon Islands smoked. His country's recent World 

No Tobacco Day had emphasized that smoking represented stupidity on the part of smokers, 

ignorance by governments that believed that tax revenues from sales of tobacco offset the health 

effects, and negligence by tobacco companies producing and selling a potentially toxic substance. He 

urged the Member States of the Reg;on that had not done so to ratify the Convention before 

November 2005. 

Ms NGUYEN THI MINH CHAU (Viet Nam) said that her country had ratified the Convention 

in November 2004 and had subsequently been expanding and strengthening tobacco control work. 

Intensive information, education and communication activities included awareness-raising meetings, 

with the support of WHO and other partners, and a national tobacco-free week in May 2005. The 

National Steering Committee for Tobacco Control was reviewing and amending existing policies in 

order to reduce demand and supply through a broad series of measures ranging from increasing taxes 

to control of illicit trade in tobacco products. The committee was also drawing up a road map for 

implementation of the Convention. In parallel, numerous and varied pilot community-based 

interventions had been launched or extended. 

Besides commitment, efforts and resource mobilization at country level, implementation of the 

Convention needed international cooperation both to tackle transnational issues and to complement 

national activities. Her country offered such cooperation and requested continued technical and 

financial support from WHO. 

Ms HALBERT (Australia), welcoming the entry into force of the Framework Convention, said 

that her country had recognized the need for concerted international action and had ratified the 

Convention. She too urged the few Member States in the Region that had not done so to take that step. 

Australia's existing policies and laws meant that no further legislation was needed to give effect to the 

Convention, but the Government remained committed to strengthening domestic tobacco control 

activities. It was preparing new initiatives and designing a new programme to help women, especially 
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indigenous women, to stop smoking during and after pregnancy. It also supported the Regional Action 

Plan. 

Australia was willing and well placed to exchange information and expertise. It was supporting 

the Pacific Action for Health Project being implemented by the Secretariat of the Pacific Community 

in Kiribati, Tonga and Vanuatu with the aim of helping young people to avoid risky behaviour and 

assisting governments to formulate policies for healthier lifestyles. Consultations were under way to 

identify the availability of skills and expertise in various areas of tobacco control. 

Mr COURSE (France) fully supported WHO's work on tobacco control. At the fifty-fifth 

session of the Regional Committee, New Caledonia had undertaken to draft legislation on tobacco 

control. Earlier in 2005 the Government had approved the resulting text and subsequently Congress 

had adopted it. Ensuing actions included a significant rise in the price of tobacco products; some of 

the revenue so raised would be used to fund public health preventive measures. Other steps planned 

included bans on advertisements and smoking in public places (complementing an existing ban on 

smoking in educational establishments), warning messages on cigarette packets, and smoking

cessation programmes. New Caledonia had joined the ranks of countries committed to tobacco 

control. 

Dr JACOBS (New Zealand), endorsing the importance of WHO's work on tobacco control, 

recalled that New Zealand had ratified the Convention in January 2004. The support provided to 

several Member States in the Region for tobacco control was being extended in the current financial 

year. Efforts continued within the country too: the passage and implementation of the Smoke-free 

Environments Amendment Act (2003) inter alia extended the ban on smoking in public places, 

thereby strengthening compliance with Article 8 (Protection from exposure to tobacco smoke) of the 

Convention. Work was in hand to ensure that New Zealand conformed to the provisions of Article 11 

(Packaging and labelling of tobacco products). The Convention was an important tool in reducing 

tobacco-related harm in the Region but should not be regarded as an outcome in itself. He looked 

forward to regular updates from the Regional Office and evidence of sustained declines in tobacco 

consumption and prevalence. 

Dr CUTTER (Singapore) said that his country, which had ratified the Convention in May 2004, 

was continuing to strengthen its smoking control measures. As a result, a survey by the Ministry of 

Health had shown that the prevalence of smoking had continued to fallen, reaching a figure of 12% in 

adults. The wide variation in the price of cigarettes between countries sometimes weakened the use of 

taxation as a control measure. He suggested that WHO should consider setting a target regional price 

so that cheap cigarettes could no longer be obtained in the Region. 
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Dr TIBAN (Kiribati) applauded WHO's work, which had resulted in so many ratifications, and 

announced that seven days earlier his country had become a Party to the Convention. That 

achievement had not been an easy task for the Government, as smoking was engrained in the 

country's culture. His Government acknowledged the support of the Pacific Action for Health Project 

which had helped to prepare the ground, but, mindful of the difficulties ahead, it asked WHO and 

other Member States for support and the sharing of experience. 

Dr TUIKETEI (Fiji) commended the tremendous progress being made towards the ratification 

of the WHO Framework Convention on Tobacco Control (the Convention). Since the enactment of 

the Tobacco Act of Fiji in 1998, considerable progress had been made in tobacco control, including 

establishment of the Tobacco Enforcement Unit within the Ministry of Health and inclusion of 

tobacco control activities as a component of priority area one of the National Strategic Plan on 

Noncommunicable Diseases Control. Results the Tobacco Act included: the banning of tobacco 

sponsorship for sports; a ban on tobacco sales to minors; a ban on tobacco advertisement; restriction 

of smoking to specific areas; a reduction in the nicotine content of cigarette products by the tobacco 

industry; increased prominence of the health warning on cigarette packs; certification of the first 

tobacco-free hospital in Fiji; certification of the first tobacco-free village; initiation of negotiations 

with land transport authorities for the banning of smoking on land transportation. 

Currently, the Tobacco Act was being reviewed. Fiji had been the recipient of the WHO World 

No Tobacco Award, presented in October 2004. The Government was fully committed to the No 

Tobacco programme; for 2006, it had increased funding by 100% compared with the 2003 level. 

Programmes for smoking cessation were being implemented. Support from the Secretariat of the 

Pacific Community was acknowledged. It was expected that the effectiveness of these campaigns 

would be reflected in improvements in the country's noncommunicable diseases indicators. However, 

it was still an uphill battle since the tobacco industry was always one step ahead. Fiji endorsed the 

follow-up actions proposed for Member States. 

Dr MOHSIN (Brunei Darussalam) said that her counuy's ratification of the Convention was a 

reflection of the Government's commitment to tobacco control. Brunei Darussalam was fmalizing the 

Tobacco Order of 2005, incorporating the Convention's provisions. Tobacco taxation had increased 

by 200% since December 1994; the Government had mandated health warnings on all imported 

cigarettes. Among the challenges was an increase in smoking among children and adolescents. That 

had been addressed through awareness campaigns on the health hazards of smoking, which had been 

targeted at vulnerable age groups in primary and secondary schools, in collaboration with the Ministry 

of Education as a component of the health-promoting schools programme. The Ministry of Health 

had established smoking cessation clinics in June 2005. On World No Tobacco Day, the Ministry had 

launched the Clinical practice guideline: a guide to assist smokers quitfor health professionals. One 
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major area of need was capacity building to implement the tobacco control programme in a 

comprehensive manner. She appreciated the value of regional cooperation and WHO's support for 

the implementation of activities in priority areas. 

Dr AKIZUKI (Japan) reported that Japan had ratified the Convention in June 2004. Progress 

included a reduction in tobacco use, a decrease in the smoking rate, promotion of nonsmoking in 

public areas, and a reduction in the size of the tobacco industry. A new division with responsibility 

for tobacco-related issues was to be established within the Ministry of Health. The integrated strategy 

for tobacco control had been promoted at a high-level national conference. She confirmed the 

availability of Japan's support to tobacco control and urged WHO to lead the promotion of a global 

tobacco policy. 

Dr RAHMAT (Malaysia) said that tobacco control was one of the priorities of the Ministry of 

Health of Malaysia. The enactment of the Revised Control of Tobacco Products in 2004 had been in 

line with the requirements of the Convention. The Government would continue to amend existing 

legislation and formulate strict controls to curb tobacco use. The comprehensive Tobacco Control Act 

to aid the enforcement of tobacco control was being drafted. The Government had deposited the tools 

for ratification of the Convention the previous week and a secretariat had been established within the 

Ministry of Health to oversee implementation of the provisions ofthe Convention. 

Dr OLIVEROS (Philippines) said that the Philippines had signed the Convention in 

September 2003 and had ratified it in June 2005. The Government had been exploring more effective 

strategies for the implementation of the regional action plan for the Tobacco Free Initiative. A strong 

interagency coalition for advocacy of smoking cessation had been formed; public advocacy had been 

integrated into the healthy lifestyles campaign and the programmes for maternal health, adolescent 

health and cancer prevention. Local governments had passed resolutions and ordinances restricting 

smoking in public facilities and transportation. The last Global Youth Tobacco Survey for the 

Philippines had found a decreasing trend among youths starting to smoke. The trade-off was 

economic loss for tobacco farmers and workers; farming of alternative crops was being explored. 

New tax laws imposing higher taxes had been passed; part of the revenues would be appropriated for 

public health campaigns and social insurance. Advocacy on World No Tobacco Day had been 

targeted at smoking cessation among health professionals, who would be the best role models for their 

patients. 

Dr CHAN (Macao, China) congratulated those Member States who had ratified the 

Convention. Globally, tobacco use was the single largest preventable cause of death. In Macao, there 

was a recent trend of increasing prevalence of smoking among women and adolescents. The strategy 

for tobacco control for the future would include stronger and more comprehensive approaches 

including: (1) strengthening information, education and commumcation campaigns on the health 
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effects of tobacco in settings such as schools, communities and workplaces; (2) reducing adolescents' 

exposure to misleading and faulty tobacco advertising through a ban on tobacco promotion; 

(3) reducing exposure to environmental tobacco smoke through stronger antismoking legislation and 

extension of the ban on smoking in public places; (4) reducing adolescents' access to tobacco 

products through effective enforcement of the ban on sale of tobacco products to minors, legislation to 

increase taxation and prohibition of sale through vending machines; (5) establishing accessible 

smoking cessation programmes in schools; and (6) continued monitoring of tobacco use and other 

types of risky behaviour among young people, as well as the general population. 

Mr SAMO (Federated States of Micronesia) recalled a Harvard study that had associated 

moderate consumption of alcohol, red wine in particular, with improvement in cardiovascular health; 

that finding had led to increased consumption of wine. He did not wish to see a similar correlation for 

tobacco smoking or any unrelated association of tobacco smoking with that finding. He supported the 

proposed follow-up actions for the Tobacco Free Initiative. He commended efforts in tobacco control 

by WHO, the Secretariat of the Pacific Community and other partners. He drew attention to footnote 

7 on page 4 of document WPR/R56/12, which indicated six countries that had participated in the 

Global Youth Tobacco Survey, and noted that the Federated States of Micronesia had not been 

included, although it had been a participant; he therefore requested an amendment, if appropriate. He 

referred to a recommendation that his country had made at the fifty-fifth session of the Regional 

Committee, relating to tobacco chewing, in view of its increasing prevalence in some Pacific island 

countries. In relation to the comment by the representative of Singapore on the need to raise the price 

of tobacco products, he mentioned the Pacific Island Trade Agreement, which enabled countries to tax 

tobacco as they saw fit; efforts in that area could be harmonized with the provisions of that agreement. 

Mr EDWARDS (Marshall Islands) reported that the Marshall Islands had taken the important 

step of ratifying the Convention. The Ministry of Health had started initiatives to educate the public 

about the health hazards of tobacco smoking, including: (1) printing of Marshallese messages 

discouraging smoking on cigarette packs; (2) use of billboards displaying health messages against 

smoking in selected public places; (3) establishment of a coalition committee to hold dialogues with 

the public; (4) banning of smoking in public places; (5) taxation of tobacco products; and 

(6) establishment of a cancer registry. The Alcohol and Substance Abuse Committee that was 

established in 2001 was being revitalized by the Ministry of Health, with new membership. 

Dr TANGI (Tonga) said his government would be an "implementing ratifier". He had ensured 

that the principles of the Convention had been incorporated into an executive act, which had been 

approved. He emphasized the importance of enforcing the Convention. In Tonga, additional revenues 

from increased tobacco taxation would go into implementation of the Convention and enforcement of 

tobacco control regulations. 
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Dr PULU (Niue) called for a show of hands from those who either did not smoke or had given 

up smoking. The numbers would seem to indicate that the campaign had only reached the half-way 

mark. He was determined to show a good example and looked forward to announcing Niue as the 

first smoke-free country at the fifty-seventh session of the Regional Committee. 

The REGIONAL DIRECTOR said he hoped to explore the proposal of Singapore to set a 

regional target price for tobacco. He anticipated a problem with article 6, paragraph 2 of the 

Convention, which stated, "Without prejudice to the sovereign right of the Parties to determine and 

establish their taxation policies, each Party should take account of its national health objectives 

concerning tobacco control ... " 

He agreed with the representative of Tonga that ratification was only a first step, which had to 

be followed by implementation. The first meeting of the Conference of the Parties was to take place in 

February 2006; those who had not ratified the Convention by 15 November 2005 would not be able to 

participate. The Conference of the Parties was the venue for discussion of compliance, and for 

decisions on the nature and funding of the secretariat. 

The REGIONAL COORDINATOR, TOBACCO FREE INITIATIVE thanked representatives 

for their encouragement and recommendations, and thanked the governments of Japan, the United 

States and New Zealand for their financial support over the previous year. He had taken good note of 

the calls for surveillance and research, regular reporting on tobacco consumption and exposure to 

tobacco smoke, and strengthening of tobacco control partnerships. Most countries in the Region had 

ratified the Convention, and much legislation was in place, but now was the time to act, and the 

Regional Office was ready to provide support. 

The meeting rose at 17:40. 


