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130 REGIONAL COMMITTEE: FI1<TY-SEVENTH SESSION 

1. PROPOSED MEDIUM-TERM STRATEGIC PLAN 2008-2013 AND PROPOSED 
PROGRAMME BUDGET 2008-2009: Item 9 of the Agenda (Documents WPRJRC57/4 and 
WPRJRC57/4 COIT.I) (continued) 

Ms GIDLOW (Samoa) remarked that the strategic directions had a six-year time frame with 

identified objectives. Paradigms were changing, how(:ver, although some constant themes were 

visible. Samoa asked for a degree of flexibility in the application of the Plan, to ensure that the 

objectives were relevant to countries. She also called for strong funding for health promotion and 

control of noncommunicable diseases. Samoa hoped that WHO would provide financial and 

technical support for efforts at the country level. Having experienced health reforms in the previous 

three years, Samoa was all the more willing to learn and share its experience in the context of the 

Medium-term Strategic Plan. 

Dr KIRATA (Kiribati) said that Kiribati, following the principles of good governance, 

supported adoption of both the Medium-term Strategic Plan and the Proposed Programme Budget, 

although all countries would have to be able to translate them into national plans. He hoped that 

WHO could provide assistance to countries in that process. If that were possible, then Kiribati 

would appreciate being in the first group of countries to benefit. 

Mr VILLAGOMEZ (United States of America) said that his country advocated budgetary 

discipline, efficiency in implementation, and programme prioritization, and did not support the 

proposed increase for 2008-2009, particularly after the increase in the previous biennium. Thf' 

United States advised WHO to seek opportunities for savings in order to absorb increases in 

programme activities. His Government did not agree that the regular budget should increase in order 

to maintain "balance" or "control" by Member States. He urged WHO to maintain its use of existing 

protocols for the receipt and management of voluntary contributions. 

His country was pleased to see the integration of the Strategy with the results-based 

management framework of the Western Pacific Region; that approach provided a planning tool that 

would span several bienniums. 

The Proposed Programme Budget should feature: a summary-level discussion showing the 

increases proposed in the five main areas of work. Details on changes in programme and budget 

would provide a valuable tool for analysis of the Proposed Programme Budget. 

Dr VILLAVERDE (Philippines) fully endorsed both the Medium-term Strategic Plan and the 

Proposed Programme Budget, with its emphasis on poverty alleviation and strengthening Of health 

systems, to provide access to quality health services. The Philippines also approved of the move to 
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decompartmentalize voluntary contributions, and called on donors to increase the flexibility of the 

funding they provided. 

Dr TRAN THANH DUONG (Viet Nam) welcomed the Strategic Plan and Proposed 

Programme Budget, with its six-year planning time-frame, which provided a combination of 

flexibility and a long-term view. He fully concurred with the objectives set out in the Strategic Plan 

document. Viet Nam had shown clear political commitment to health, especially in communicable 

disease control and poverty reduction. Nevertheless, it was hard to back that up with defined 

budgets and investment. Viet Nam looked forward to tackling that problem with WHO and other 

partners and donors in the years ahead. 

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

reduction to 16 objectives in the Strategic Plan, but asked whether WHO had established priorities 

in case the received budget was less than expected. She also enquired as to how WHO was 

managing to work within the network of other agencies; that should be detailed in the document. 

She further asked how WHO would distinguish its standard-setting role from its operational 

activities. That had to be discussed explicitly in connection with the six core functions and 16 

strategic objectives. 

While welcoming the devolution of resources to country level, she asked whether that would 

leave WHO Headquarters with inadequate resources. She asked for an analysis of the extent to 

which WHO already had the staff needed for its ambitious agenda. On that basis, WHO could state 

what would be needed in order to build the necessary workforce to achieve the stated goals. 

Mr MARLAUD (France) pointed out that the countries of the European Union (EU) had 

adopted a common position with regard to the Strategic Plan. The EU held that WHO should retain 

its central coordinating role in health. The idea of basing the Medium-term Strategic Plan on 16 

strategic objectives rather than on vertical programmes was a good one. The EU approved of the 

prominence given to health security, and called for greater emphasis on prevention and monitoring 

of noncommunicable diseases. The EU held that a greater proportion of the budget should be from 

mandatory contributions. 

France, for its part, applauded the interaction between the three levels of the Organization, 

and the cross-cutting nature of work. The development of managerial skills in Member States and 

regions was a move in the right direction. Nevertheless, more detail was needed on the links 

between the General Programme of Work 2006-2015, the Medium-term Strategic Plan 2008-2013 

and the Proposed Programme Budget 2008-2009. Some of the strategic objectives and expected 

results were not necessarily those of WHO: the expected results in AIDS control ought to be aligned 
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with the Organization's mandate in UNAIDS; the financing of health systems should be done in 

partnership with the World Bank. France advocated a greater emphasis on synergy with other 

organizations in the United Nations system. 

There seemed to be some overlapping among the strategic objectives and expected results. 

Numbers 10 and 11, on health services, seemed very similar, as did strategic objectives 6 and 9, on 

food safety. At the same time, not enough was said on sexual health and control of sexually 

transmitted diseases, which did not form the subject of any specific expected result. 

Regarding the Programme Budget, more was needed on the distinction between negotiated 

and targeted voluntary contributions. Also, it seemed contradictory to develop a Medium-term 

Strategic Plan and make no mention of what was to happen after 2009. Similarly, it was strange that 

no link had been made between the proposed budget and the expected needs in human resources. 

France called for information on the distribution of negotiated voluntary and regular budget 

contributions among the strategic objectives and among the expected results, at each level of the 

Organization. He also asked whether the budget perfonnance assessment report was to be compiled 

every year or biennium, and whether it would be done in terms of strategic directives or of the 90 

expected results. 

The Organization had striven to extend the global objectives to the regions, which was a good 

thing, but France had not yet had time to consult with the communities directly concerned: New 

Caledonia, French Polynesia, and Wallis and Fortuna. France would therefore restrict its comments 

to objective number 13, on human resources for health, stressing the importance of the strategy 

proposed by the Regional Office. 

Mr SOAKAI (Tonga) expressed his country's appreciation of the condolences on the death of 

the late King offered by many representatives. He supported the Strategic Plan and Proposed 

Programme Budget, although he joined the United Kingdom in asking for clarification of priorities 

in the event of a budget shortfall. 

Mr NARAYAN (Fiji) thanked the Office of the Regional Director for preparation of the 

Proposed Medium-term Strategic Plan 2008-2013 and the Proposed Programme Budget 2008-

2009. He noted the structure of the Strategic Plan involved five main areas of work organized 

around 16 cross-cutting objectives, which encompassed all key areas of work in health. 

He drew attention to the importance of maintaining and strengthening objectives, and related 

strategies and activities, in human resource development. Fiji, and probably many developing 
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countries, found it a challenge to maintain adequate, efficient and well-trained health professionals. 

WHO should support ongoing inservice training, including the means and mechanisms to carry out 

those activities, one of which was the Pacific Open Learning Centre. 

With regard to the fourth main area, namely "increasing institutional capacities to deliver 

health system functions under the strengthened governance of ministries of health", he emphasized 

the need to provide opportunities and support to countries that needed and/or were planning to 

develop funding mechanisms under health care fmancing to support and complement government 

funding of health services. 

His country welcomed the increased funding allocated to the Region. Fiji would support any 

resolution that called for the submission of the Proposed Medium-term Strategic Plan 2008-2013 

and the Proposed Programme Budget 2008-2009. 

The PROGRAMME DEVELOPMENT OFFICER noted that, from the regional perspective, 

an overview of the Proposed Medium-term Strategic Plan 2008-2013 for the Western Pacific 

Region had been presented. The proposed Plan would be resubmitted at the fifty-eighth session of 

the Regional Committee in 2007 and would then include regional expected results encompassing the 

work at both regional and country office levels. 

Several representatives had IIlentioned the importance of including national priorities and 

coordination of national health development plans with the Programme Budget 2008-2009. In the 

coming months, the Regional Office would be issuing guidelines on country-level planning for 

preparation of country programme budgets, which would be aligned with regional expected results 

and with the Organization-wide expected results that had been presented in draft form. 

The representative of France and the representative of the United Kingdom of Great Britain 

and Northern Ireland had noted the need to increase capacity to achieve the expected results. The 

Regional Office had been increasing the capacity in country offices and reviewing country staffing 

levels through the country cooperation strategy development process. 

Several representatives, including those of Japan, New Zealand and the Philippines, had 

spoken of the importance of maintaining sustainable financing in all areas of the Programme 

Budget, including poorly subscribed areas such as health systems and child and adolescent health. 

Work would be carried out with partners at the regional level through both the Regional Office and 

the country offices to achieve a greater proportion of fmancing from core voluntary contributions. 
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The DIRECTOR OF PLANNING, RESOURCES COORDINATION AND 

PERFORMANCE MONITORING, WHO HEADQUARTERS thanked representatives for their 

comments, which would contribute greatly to improving the document that would be submitted to 

the Executive Board. The comments on specific strategic objectives would be relayed for 

consideration to the teams drawing up those objectives. 

The preparatory process for the Medium-term Strategic Plan had been truly participatory, 

with teams on specific strategic objectives working across the six regions and at WHO Headquarters 

to collate and negotiate the text and each Organization-wide expected result. More than 1000 people 

had been involved in preparing the document. 

The document was a starting point; how it was taken forward would be key. Certain issues 

and concerns raised by representatives related to accountability and transparency processes. One of 

the new processes already implemented concerned how voluntary contribution funds at a negotiated 

and unearmarked level were to be used. The strategic objective teams considered the priorities 

across the Organization, and the funds available, and decided programmatically where those funds 

should be used. The Organization had originally been designed to work with the regular budget and 

it was only now that processes were being developed to manage the use of a large amount of 

voluntary funds in a participatory and transparent manner. Those processes would improve, and she 

acknowledged that they needed to be mentioned upfront in the Programme Budget. 

She acknowledged representatives' discussions on flexibility and the need to consider 

priorities at the country level. The 16 strategic objectives in the Strategic Plan had been designed to 

take into account countries' differing priorities and it was sufficiently broad to allow for their 

implementation. 

There had been an attempt to reflect the inputs of the General Programme of Work into the 

Medium-term Strategic Plan, which would be seen when analysing the budgets across the different 

strategic objectives. Budget gains in areas such as noncommunicable diseases or determinants of 

health were greater than in some of the more traditional areas, such as communicable diseases. 

There being no further comments, the CHAIRPERSON requested the Rapporteurs to prepare 

an appropriate draft resolution for consideration later in the session. 
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2. ASIA PACIFIC STRATEGY FOR EMERGING DISEASES,INCLUDING 
INTERNA nONAL HEALTH REGULA nONS (200S)AND AVIAN INFLUENZA: 
Item 10 of the Agenda (Documents WPRJRC571S and WPRJRC57/INF.DOC.2) 

13S 

The acting REGIONAL DIRECTOR told the Regional Committee that, in the Western 

Pacific Region, the experience gained from the unprecedented outbreaks of SARS and avian 

influenza had contributed to the considerable progress in improving disease surveillance and 

response systems. However, significant challenges and gaps in combating emerging diseases 

remained in many countries and areas of the Region. 

Emerging infectious diseases, including avian influenza, continued to pose serious public 

health threats and had the potential to create substantial economic and social disruption. Over the 

previous two years, avian influenza A(H5NI) had dominated the public health agenda. The virus 

had now become endemic in domestic birds in many parts of Asia. Sporadic human infections of 

the virus were continuing to occur in the Region. In Indonesia, the largest family cluster of the 

A(HSNI) infections, involving eight cases and seven deaths, had been detected between April and 

May 2006. Although there was no evidence of sustained hurnan-to-hurnan transmission of the 

virus, the influenza pandemic threat showed no sign of abating. Meanwhile, the Region was 

continuing to face the threat of other emerging diseases. 

In order to prevent the international spread of diseases and to minimize their impact on health 

and economic development in the Region, all countries must be well prepared for early detection 

and rapid response to any emerging disease, including potential pandemic human influenza. 

The International Health Regulations (2005) provided a global legal framework for the early 

notification, verification and assessment of, and response to significant public health events, 

including those caused by emerging diseases. They also set out the minimum core capacity 

requirements for surveillance and response. The Regulations would enter into force in June 2007 

and become legally binding. However, most countries and areas in the Region did not have all of 

the required capacities in place. 

To provide countries with strategic directions for strengthening their capacities to meet the 

International Health Regulations requirements, the Asia Pacific Strategy for Emerging Diseases, or 

APSED, had been endorsed by both the Regional Committee for South-East Asia and the Regional 

Committee for the Western Pacific in September 200S. As an important step forward, the Asia 

Pacific Technical Advisory Group on Emerging Infectious Diseases had been established to oversee 

planning and implementation of the Strategy, and the first meeting of that technical advisory group, 

or TAG, had been held in July 2006. The TAG members had reviewed and provided technical 

advice on a draft APSED workplan. They had concluded that the revised workplan was technically 
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sound and could serve as a practical guide for the development and strengthening of country 

surveillance and response capacities required under the International Health Regulations (2005). 

He invited the Regional Adviser in Communicable Disease Surveillance and Response to 

give a more detailed introduction to the WHO five-year workplan for the implementation of the 

Asia Pacific Strategy for Emerging Diseases (APSED) and the recommendations of the first TAG 

meeting. 

The REGIONAL ADVISER IN COMMUNICABLE DISEASE SURVEILLANCE AND 

RESPONSE described the WHO workplan for APSED. He said that APSED had been endorsed by 

the Regional Committee for the Western Pacific during its fifty-sixth session. Following that 

endorsement, the APSED workplan had been developed by the Asia Pacific Technical Advisory 

Group on Emerging Infectious Diseases. The workplan aimed to improve health protection in the 

Asia Pacific Region. The comprehensive strategy comprised five objectives and 17 expected results. 

It identified a minimum set of activities through which WHO could support Member States to 

develop core capacity requirements under the International Health Regulations (2005) and to ensure 

urgent, effective implementation for pandemic influenza preparedness. 

The APSED workplan identified five areas of work and adopted a STEPwise approach to 

achieving the minimum core capacity requirements by 2010, with the focus on urgent 

implementation of requirements for pandemic influenza over the 2007-2008 period. It also 

monitored the process of implementation with mdicators according to a specific time-frame. That 

information could be collected under the existing system and reported to the Asia Pacific Technical 

Advisory Group on Emerging Infectious Diseases once a year for review. 

The Technical Advisory Group had revised and. supported the APSED workplan at its first 

meeting on 18-20 July 2006 in Manila. Participants in a WHO Western Pacific Regional Office 

Interagency Coordinating Committee meeting, which had been taking place at the same time, had 

also provided valuable input. The Technical Advisory Group had provided a constructive 

mechanism for sharing information among countries and partners, who unanimously supported the 

capacity-building direction for countries of the APSED workplan. 

Dr CHEN (China) commended WHO on the development of the Asia Pacific Strategy for 

Emerging Diseases as infectious diseases severely impacted health, socioeconomic development 

and the security and safety of the Region. The workplan provided significant and necessary 

guidance to progress in that area. 
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The Chinese Ministry of Health was currently developing a plan based on APSED to 

establish China's response to public health emergencies by improving the capacity for early 

detection, early warning and rapid and effective response in order to minimize the impact on 

economic and social development of emerging infectious diseases. China had already done much 

work in that area and had focussed on prevention and control, improved response mechanisms, early 

warning and surveillance, strategies to research and control, multisectoral coordination and joint 

control, all-society control, and international cooperation and exchange. 

With regard to the implementation of the International Health Regulations (2005), China was 

improving its laws and regulations in the areas of quarantine law, notification procedures, 

responsibilities of the different ministries, core capacity-building requirements, and public health 

emergency response. 

The workplan needed to incorporate targeted measures to improve and monitor early 

detection, rapid response and effective control. International collaboration was important to progress 

jointly in tackling emerging infectious diseases. China had comprehensive measures in place for 

rapid response, integrating current resources and ensuring that all sectors of society were able to 

take advantage of international experience and improve national mechanisms and capacity to 

respond effectively. 

The development of a strategy to fight emerging infectious diseases was an important part of 

the International Health Regulations (2005), but the capacities for implementation of the different 

countries needed to be taken into account. There should be concrete measures for preparedness in 

early warning systems and response mechanisms, support for capacity-building in countries of the 

Region, and enhanced exchange of information, experience and technology among countries in 

order to prevent the spread of infectious diseases. 

Dr BADARUDDIN (Brunei Darussalam) observed that recent outbreaks of SARS and avian 

influenza due to A(H5NI) virus had had political and economic as well as health consequences. 

They had highlighted cross-border health issues and had underlined the need for international 

collaboration, vigilance and preparedness against new and re-emerging infectious diseases. His 

country had strengthened its surveillance system, expanded its capacity and enhanced its capability 

to prevent and respond, revised its legal framework and fostered regional networks. In 2005, the 

Government had formed an interministerial committee against pandemic influenza, chaired by the 

Crown Prince, which was finalizing a preparedness plan and had conducted .two exercises. The 

International Health Regulations (2005) required greater capacity at the local level, and he 

acknowledged the technical support his country has received in that regard. He also expressed 
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appreciation of global, regional and bilateral cooperation in combating emerging infectious diseases, 

and commended the work of the Technical Advisory Group. Adoption of its recommendations 

would advance a concerted regional strategic approach and thereby regional cooperation; only a 

collective effort would secure the health of the people in the Region. Putting the recommendations 

into practice would identifY shortcomings and needs to be met; other programmes against emerging 

infectious diseases should be streamlined accordingly. 

Mr VILLAGOMEZ (United States of America) underlined his country's active engagement 

in the Region in efforts to reduce the risk of emerging diseases. Emerging infectious diseases, such 

as the influenza virus A(H5N 1), seriously threatened global health. He called on all Member States 

in the Region to implement, voluntarily and immediately, the relevant provisions of the 

International Health Regulations (2005). They should also fonnulate their own national approaches 

and collaborate on regional strategies, as provided for in the Asia Pacific Strategy for Emerging 

Diseases, in order to satisfY the minimum core-capacIty requirements of the International Health 

Regulations for surveillance and response. 

Globalization of trade and travel demanded b'feater cooperation between countries and 

regions in order to prevent cross-border transmission of pathogens. Member States had to cooperate 

transparently in the event of a disease outbreak in order to ensure early detection and rapid response. 

Because many emerging diseases were zoonoses, ministries of health and agriculture must work 

more closely in responding to potential outbreaks to be effective. 

He called on Member States to support the principles of transparency and sharing of samples, 

endorsed by the International Partnership for Avian and Pandemic Influenza, which had been 

launched by the President of the United States of America in 2005. He supported the 

recommendations of the Technical Advisory Group. 

Dr KUARTEI (Palau) said that, in taking steps to prepare for a potential influenza pandemic, 

including planning and exercises, his country had idc~ntified specific areas where financial and 

technical assistance was needed. He acknowledged support from WHO and other partners against 

avian influenza, but mentioned two areas for further support. In a pandemic, the resilience of the 

health and social services in smaller countries, with their limited number of health workers, would 

be threatened. Further, any interruption of sea or air transport could jeopardize the supply of food, 

pharmaceuticals and medical materials. The other area was animal health. Reported migratory bird 

flyways appeared to exclude the countries of Oceania, but migratory birds were seen there. An 

epizootic, an epidemic outbreak of disease in an animal population, could have a devastating effect 

on avian populations and biodiversity in his country. 
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With regard to the International Health Regulations (2005), he asked that the mechanism for 

adaptation and implementation at the country level should be eased, and requested assistance in 

taking the necessary steps. Countries' laws and regulations should be aligned through the legal 

framework of the Regulations. 

Dr YANG (Republic of Korea) assured the Regional Director of his country's continuing 

support for all WHO's work to strengthen response capacity against emerging infectious diseases. 

Pandemic preparedness and response and implementation of the International Health Regulations 

(2005) had been prioritized as a health policy issue. The national preparedness plan had recently 

been revised and would be further refined. Efforts would be continued for the transparent 

international exchange of information and for extending support to the rest of the world. In order to 

enhance response capacity, his Government had been conducting table-top exercises. At the next 

such exercise, later in 2006, Member States in the Region would be invited to share experiences. 

With regard to implementation of the International Health Regulations (2005), national 

capacity had been assessed and a review of national legislation would identify the required staffing, 

skiIls and infrastructural changes. 

As the Asia Pacific region was vulnerable to emergmg infectious diseases and needed 

stronger surveillance and response capabilities, he endorsed the recommendations of the Technical 

Advisory Group. His Government would work to ensure that they were put into practice. 

Dr JACOBS (New Zealand) stressed the need for countries and the Secretariat to continue to 

strengthen their ability to detect and respond to emerging communicable diseases. Avian influenza 

was a reminder of the continuing threat of commtmicable diseases to health, and his country took 

preparations for the next influenza pandemic very seriously, focusing in particular on an approach 

that embraced all government and society. The work on pandemic preparedness was also being used 

to strengthen health and other systems. Working through WHO and subregional organizations, such 

as the Secretariat of the Pacific Community, as weIl as bilaterally, New Zealand had also assisted 

other countries in the Region to prepare, and would continue to do so. 

Implementation of the International Health Regulations (2005) would significantly strengthen 

the country's ability to detect and respond to emerging communicable disease and other public 

health emergencies of international concern. 

He supported the Asia Pacific Strategy and the direction of the Technical Advisory Group's 

recommendations, but Member States should consider how best to implement them in the light of 

national systems, structures, capacities and resources. 
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Ms HALTON (Australia) endorsed in principle the recommendations of the Technical 

Advisory Group and urged other countries and areas in the Region to do so. The recommendations 

formed a vital part of implementing the Asia Pacific Strategy, and she emphasized the connection 

with implementation of the International Health Regulations (2005). Recognizing that the timetable 

for implementing the Regulations was tight and would need considerable administrative and 

technical work by Member States and the Secretariat, Australia put on record its readiness to assist 

Member States and the Regional Office. She also encouraged Members to mobilize the necessary 

resources. Her Government was aiming to implement the relevant provisions voluntarily as early as 

possible and had tabled texts for parliamentary consideration. It had committed Aus$ 100 million 

over four years to mid-20 1 0 to projects to counter the threat of pandemics and emerging infectious 

diseases in the Region, in addition to Aus$ 52 million already committed since 2003. Because 

prevention of, and response to, such diseases and potential public health emergencies demanded 

joint efforts and close collaboration, the Regional Office should strengthen its relationship with the 

Regional Office for South-East Asia. 

She reiterated her call for strengthening of health systems. Threats such as pandemic 

influenza could be turned into opportunities. Her Government was enhancing monitoring and 

surveillance as part of its investment into responding to the threat of pandemic influenza. Like the 

Republic of Korea, Australia would be undertaking a simulation exercise later in the year and 

several colleagues present would be participating as observers. The exercise would also be used to 

increase the awareness of the population of its role in the event of a major infectious disease 

outbreak: no response would be possible without the active participation of countries' populations. 

Dr LAM (Hong Kong, China) thanked the Western Pacific and South-East Asia Regional 

Offices for the comprehensive strategy for building capacity to combat emerging diseases, which 

also represented a step towards effective implementation of the International Health Regulations 

(2005). Translation of the guidelines into practice would, however, require sustained high-level 

political commitment and substantial resources. 

In Hong Kong (China), the SARS outbreak in 2003 and the threat of avian influenza had 

heightened public awareness, and a comprehensive plan for risk communication had been drawn up. 

In order to enhance capacity to control and prevent disease, current legislation was being reviewed 

and redrafted on the basis of the requirements of the Regulations and local needs. In 2004, a centre 

for health protection had been established within the Department of Health, to enhance and 

coordinate disease surveillance, field and laboratory investigations, response and control, and 

emergency planning. As Hong Kong was one of the busiest ports in the world, health facilities were 

being strengthened at all points of entry, with isolation facilities, contingency plans and training of 
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personnel to deal with persons suspected of having serious infectious disease. More than 20 million 

doses of antiviral medication had been stockpiled for use during a pandemic, and the possibility of 

stockpiling prototype avian influenza vaccine was being investigated. 

Health authorities could not combat emerging diseases alone, and intersectoral collaboration 

and a multidisciplinary approach were essential. The Hong Kong Department of Health had 

coordinated contingency plans involving various government departments and relevant 

organizations; the public and private sectors had also developed contingency plans. Liaison with 

WHO and other health authorities was ensured to share information and experience on disease 

outbreaks. Hong Kong would continue to collaborate with regional and global partners in the fight 

against emerging diseases. 

Dr NAKASHIMA (Japan) said that, in accordance with the revised International Health 

Regulations (2005), his country was strengthening national infectious disease surveillance, 

improving local and national capacity for response and preparedness for health emergencies and 

using the National Institute of Infectious Diseases as a technical agency. Experience with SARS had 

highlighted the importance of improving capacity to detect, investigate, assess and report events of 

public health concern at local level, as local reports could trigger local, national and international 

action. His delegation considered that the Asia Pacific Strategy for Emerging Diseases had three 

main advantages. It represented a concrete, practicable plan for implementation; it incorporated 

implementation of the International Health Regulations (2005), responses to avian influenza and 

pandemic preparedness; and it presented a technical framework for donor coordination. His 

Government strongly endorsed the Strategy and the recommendations made by the technical 

advisory group. Each Member State should facilitate implementation of the Strategy in a transparent 

manner, and the Regional Office should monitor their progress and report results. If the Strategy 

were to be implemented effectively, public awareness should be raised. He suggested that a readily 

accessible pamphlet might be prepared, which could also attract financial resources for the public 

health sector. 

His delegation asked whether it was correct to assume that a country-specific plan for 

implementing the Strategy could also be regarded as the national plan for implementing the 

International Health Regulations (2005). Further, as it appeared that the estimated budget given in 

the WHO workplan was for WHO activities alone, he asked whether the Secretariat would provide 

an estimated budget that included Member States' expenses. 

Dr TmAN (Kiribati) said that WHO reports had shown that his country had still to initiate a 

nationwide consultation to determine its status with respect to the International Health Regulations 
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(2005) and subsequently to plan implementation of the nme requirements of the Regulations. 

Further, Kiribati needed to develop a national plan for preparedness for avian influenza. A 

committee comprising representatives from various ministries and agencies had been established to 

address those tasks and was focusing initially on avian influenza; that work would facilitate 

development of the plan for implementation of the Regulations. The Secretariat of the Pacific 

Community was supporting the committee's work and would assist national authorities in testing 

the plan. His Government fully supported the Asia Pac:ific Strategy for Emerging Diseases and he 

was confident that Kiribati would meet all its requirements, including alignment with obligations 

under the International Health Regulations (2005). 

Dr NUTH (Cambodia) said that communicable diseases remained a high priority in his 

country. As a result of health sector reform beginning in the early 1990s, the national health 

information system had been redesigned to accommodate the needs of different users. The system 

comprised five main types of report, one of which was an "alert report" to be sent each week from 

peripheral to national level. As public health facilities were not being used fully and case-based 

reports were thus not comprehensive, surveillance was dependent on event-based data from 

informal sources. Subsequent to the SARS outbreak, Cambodia had received continuous support 

from WHO and other partners for emerging infectious diseases and had participated in the 

intergovernmental working groups for revision of the International Health Regulations and 

preparation of the Asia Pacific Strategy for Emerging Diseases. However, much remained to be 

done if the minimum core capacity requirements for surveillance and response stipulated in the 

Regulations were to be met. The effectiveness of response was closely linked to the existence of a 

strong, well-established surveillance system, and effective national surge capacity for pandemic 

influenza would require further support from a strengthened health system. His country endorsed 

the general observations and recommendations contained in document WPRlRC57/5. 

Dr HO (Macao, China) said that, although morbidity and mortality from communicable 

diseases had been low in his country for nearly 30 years, their clear socioeconomic effects had been 

seen during the outbreak of dengue fever in 2001 and the SARS outbreak in 2003. In 2004, the 

Government had initiated a preparedness and response plan to forestall an influenza pandemic. That 

plan was in place, and several components, such as stockpiling of enough antiviral medication to 

treat 25% of the population, had been completed. A new surveillance and alert system, including 

symptomatic surveillance in sohools and institutions, as well as in emergency wards, had been 

established. His delegation fully supported the Asia Pacific Strategy for Emerging Diseases and 

agreed with the recommendations of the Technical Advisory Group. 
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Dr TRAN THANH DHUONG (Viet Nam) welcomed the report of the Secretariat and 

commended the collaboration between the Western Pacific and South-East Asia Regional Offices in 

drawing up the Asia Pacific Strategy for Emerging Diseases. His delegation endorsed the 

recommendations of the Technical Advisory Group. His Government had shqwn a very high level 

of political commitment to tackle avian influenza. As Viet Nam had been one of the countries most 

severely affected by the disease, the Government had improved surveillance; enhanced culling, 

market control and mass poultry immunization; improved surveillance for and detection of human 

cases; and undertaken massive information campaigns. Thanks to those measures, with international 

technical and material support, no human cases had been seen since mid-November 2005, and the 

last reported outbreak among poultry had been reported in December 2005. With support from 

United Nations agencies, the World Bank and other donors, Viet Nam had set up an integrated 

national operational programme for avian and human influenza for 2006-2010, which had been 

broadly endorsed by the international community at a meeting with donors in June 2006 as a basis 

for strengthening coordination among the Government, donors and other stakeholders. A 

partnership for avian and human influenza would be set up for that purpose. 

The A(H5Nl) virus appeared to be entrenched in Viet Nam, however, and outbreaks in 

poultry and human cases continued to be reported in neighbouring countries. The Ministry of Health 

had therefore requested all provincial and municipal health departments to collaborate closely with 

local animal health units in surveillance of poultry outbreaks and human cases at household level 

and to establish rapid response teams. All hospitals were requested to verify their preparedness for 

epidemic response. Recently, the Prime Minister had urged ministries and local authorities to 

strengthen control of cross-border poultry imports. In that respect, closer regional and international 

cooperation was needed. National capacity-building and financial and technical support from WHO 

and other partners and donors would be necessary to enable developing countries to fully implement 

the International Health Regulations (2005) by June 2007. 

The CHAIRPERSON emphasized the high-level political commitment shown by the 

Government of Viet Nam in addressing the problem of avian influenza. 

Dr VILLAVERDE (Philippines) said that his country strongly supported the provisions of the 

Asia Pacific Strategy for Emerging Diseases and the recommendations of the Technical Advisory 

Group. A good surveillance system allowed early response and containment to quell the spread of 

emerging diseases, and the Philippines had formulated a national preparedness and response plan as 

early as 2003. As most new human diseases that had appeared during the past few decades had been 

zoonotic in origin, he proposed that committees be set up at local or national level to initiate or 

coordinate synergistic action to address animal and human health. Member States should also 
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enhance their capacity to produce or procure their own vaccine, thus obviating a scarcity during an 

epidemic or pandemic. Governments should foster an environment conducive to investors and 

manufacturers of vaccines and drugs. His delegation recommended development of a package of 

services and technical support for simulation activities and for ensuring access to regional 

stockpiles. 

His delegation agreed that communities should be involved in preparedness planning and that 

their involvement in early detection and response should be strengthened. An intersectoral approach 

resulted in better resource generation, easier access to information and synergistic activities to 

combat emerging diseases. 

Ms GIDLOW (Samoa) said that her country was dependent on its partners to prevent the 

occurrence of epidemics such as that of Spanish influenza, which had ravaged her country. To that 

end, treatment must be available and border controls must be in place, for which financial and 

technical support would be required. Preparedness plans for both the health and agricultural sectors 

had been endorsed by the Cabinet and funds allocated for that purpose. The health and agricultural 

sectors were collaborating to enhance community awareness to facilitate village-level action. Her 

delegation endorsed the recommendations of the Technlcal Advisory Group. Senior health officials 

in her country had benefited from orientation courses for implementing the International Health 

Regulations (2005), organized by the Government of Australia. She looked forward to collaborating 

with WHO in fulfilling the requirements of the Regulations. 

Mr KHA W (Singapore) supported the proposed Strategy and hoped that its implementation 

would not corne too late-a crisis appeared to be nearer and viruses were often able to spring 

surprises. It was likely that any crisis would originate in the Western Pacific Region and the Region 

should therefore set an example to the rest of the world in establishing preparedness plans for 

containing disease outbreaks. Most countries had formulated such plans but, as previous speakers 

had indicated, plans were of little use until they had been tested in simulation exercises. Singapore 

had undertaken two exercises on different scales and had found it advantageous to involve partners 

and participants from neighbouring countries in order to benefit from different experiences and also 

with a view to creating a network of professionals who knew each other well. SurveJllance was 

crucial, including surveillance and investigation of rumours, which in the health-care sector could 

sometimes lead to useful information that might save valuable time in a pandemic situation. 

Mrs DEVAUX (Fnance) endorsed the recommendations of the Asia-Pacific Technical 

Advisory Group set out in Annex 2 to the report and congratulated the many Member States in the 

Region that had succeeded in taking effective measures during recent avian influenza outbreaks. 
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However, there was a risk that the disease could spread to Africa. Those that had made pledges at 

the International Pledging Conference on Avian and Human Pandemic Influenza, held in Beijing, 

China, in January 2006, should fulfil those pledges as soon as possible. 

In French territories in the Region, revision of preparedness plans was ongoing and had taken 

account of the latest WHO recommendations and experience in New Zealand. The recent 

chikungunya epidemic in the Indian Ocean had provided a real test of the plan, since there were 

frequent exchanges with Reunion, where there had been an estimated 250 000 cases and some 

230 deaths. The preparedness strategy had been reinforced, thermal cameras had been used to 

screen travellers, health forms had been distributed and completed forms recorded, and 

disembarking persons considered to be at high risk had been followed up. Those measures had, to 

date, prevented the introduction of the virus. France was working towards full implementation of 

the International Health Regulations (2005). Successful implementation, however, would require 

effective multi sectoral collaboration across the Region. 

Dr ABDUL WAHAB (Malaysia) commended the Regional Office on the strong leadership it 

had shown in the development of APSED, which would certainly help Member States to strengthen 

core capacities in managing emerging infectious diseases. In Malaysia, the Ministry of Health was 

strengthening collaboration with the Department of Veterinary Services, health promotion activities 

had been initiated and a simulation exercise involving various agencies had been conducted at 

national and state levels. Malaysia was committed to communicating and cooperating with WHO 

and Member States in the Region and internationally, and would provide all necessary information 

and implement control measures, including border controls, for disease outbreaks of international 

concern. It would also support the regional and global influenza surveillance system and help 

neighbouring countries with respect to training needs, in particular in relation to laboratory 

surveillance. WHO should collaborate with other regional groups such as ASEAN, ASEAN+ 3 and 

APEC in implementing APSED in order to minimize duplication of effort. Malaysia endorsed the 

recommendations made by the Asia Pacific Technical Advisory Group. 

Ms PAUL (Marshalllsiands) said, that despite resource limitations, the Marshall Islands had 

taken steps to develop a pandemic preparedness plan. The plan was currently in draft form, pending 

testing through planned simulation exercises. There was little capacity to deal with migratory birds, 

however, and external support was requested for activities in that area. 

The acting REGIONAL DIRECTOR thanked representatives for their contributions and for 

the support shown for the recommendations of the Asia Pacific Technical Advisory Group and the 

draft APSED workplan, and for enhanced collaboration. Within WHO there was close collaboration 



146 REGIONAL COMMITTEE: FIFTY -SEVENTH SESSION 

between the Western Pacific and South-East Asia Regions: APSED had been developed jointly, the 

Asia Pacific Technical Advisory Group included participants from both regions and the Regional 

Offices of both regions would continue to ensure that the APSED framework and workplan were 

biregional. The Interagency Coordination Committee was also biregional and efforts were bemg 

made to involve various other organizations in the Asia Pacific region. Collaboration with ASEAN, 

APEC and the Pacific Islands Forum Secretariat was good. Collaboration with the Secretariat of the 

Pacific Community was also proceeding well, with clearly defined roles for the two organizations. 

A number of representatives had commented on the fact that most emerging infectious 

diseases were zoonoses and had expressed concerns regarding migratory birds. Since the recent 

outbreaks of avian influenza, collaboration with the Food and Agriculture Organization of the 

United Nations (FAO) and the World Organization for Animal Health (OlE) had increased greatly: 

diseases in animals were the responsibility of those organizations. Similarly, WHO was encouraging 

increased collaboration between ministries of health and those of agriculture. The threat of human 

cases of avian influenza was proving a trigger for increased activities at the country level, which 

should include collaboration between health and agricullture surveillance systems. 

The REGIONAL ADVISER IN COMMUNICABLE DISEASE SURVEILLANCE AND 

RESPONSE thanked representatives for sharing their experiences. He agreed that exchange of 

information was important. WHO would therefore ensure that the Technical Advisory Group 

mechanism continued since it was proving an effective means of sharing information. In their 

pandemic preparedness planning, many Member States and their partners were focusing on phase 3, 

in which the disease was widespread in animals. However, in phase 6, when the disease was 

everywhere, action by national governments and international organizations would be limited and 

would need to be replaced by action at the local level. There was therefore a need to strengthen local 

capacities, as several speakers had noted. The Regional Office was currently developing guidelines 

for the support of preparedness planning at the local level. 

Preparedness planning was an ongoing process and the simulation exercises mentioned by 

several speakers were a good way of moving that process forwards, validating the plan and 

promoting sensitization of those who would need to be: involved in the event of an emergency. The 

Regional Office had developed guidelines on the conduct of exercises and was planning a workshop 

to train trainers. It would also provide technical support for those wishing to undertake exercises. 

A meeting on aligning national legislation to ensure full implementation of the International 

Health Regulations (2005) was being planned for the last quarter of 2006. 
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In response to the questions raised by Japan, he said that WHO hoped to work with selected 

Member States in developing their country APSED workplans and that budget estimations included 

that activity, although it would be necessary to mobilize additional resources. Further, the APSED 

country workplans could be regarded as the International Health Regulations (2005) country 

workplans, that is, the workplans to ensure full implementation of the International Health 

Regulations (2005) at the national level. 

The DIRECTOR, COMBA TlNG COMMUNICABLE DISEASES thanked representatives 

for their suggested improvements to the Asia Pacific Strategy for Emerging Diseases. She noted the 

need to develop guidelines for Member States to implement difficult sections of the International 

Health Regulations (2005), and the need for information sharing and a multi sectoral approach to 

implementation. 

As regards voluntary application of International Health Regulations (2005), it was clear that 

several sections of International Health Regulations (2005) were needed immediately for prompt 

notification and reporting to WHO of human influenza cases, surveillance and exchange (}f 

information and sharing of biological materials with WHO reference collaborating centres. In order 

to enable WHO to facilitate voluntary compliance, each country had to designate a national focal 

point. She encouraged Member States to do so as soon as possible. 

3. NONCOMMUNICABLE DISEASE PREVENTION AND CONTROL: Item II of the 

Agenda (Document WPRlRC57/6) 

The acting REGIONAL DIRECTOR informed the Regional Committee that, in 

October 2005, WHO had proposed a global goal for noncommunicable disease, or NCD, prevention 

and control of an additional 2% annual reduction in chronic disease death rates worldwide over the 

next 10 years. Work towards attaining that goal was essential, especially in the Western Pacific 

Region, where some 25 000 people were dying every day from noncommunicable diseases. Most of 

those deaths were occurring in the developing countries in the Region, and at younger ages than in 

developed countries. The impact of early death and disability on the economies of the Region was 

immense. 

In 2000, resolution WPRlRC51.R5 had mandated the regional response to noncommunicable 

disease prevention and control, and had outlined the components of an integrated approach. Those 

components had evolved over the next five years into a four-pronged model involving national 

planning; surveillance; healthy lifestyles and environments; and clinical preventive services. Most 

countries and areas in the Region had registered significant progress on those four fronts. That 

progress had been reviewed in a report presented to the Regional Committee at its fifty-sixth session 
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in September 2005. The report had concluded that the conceptual framework adopted by WHO in 

collaboration with Western Pacific Member States represented an appropriate, evidence-based 

response to the NCD epidemic. The Committee had noted and endorsed the report, and numerous 

Member States had also reported their experiences in the development of NCD responses based on 

the four-pronged model. 

Looking forward over the period 2006-2010, the lessons of the first six years should be 

applied systematically to scale up nattonal responses, to integrate those responses with other 

regional and nattonal strategies, and to strengthen health systems that would prevent and control 

noncommunicable diseases. The current level of investment in NCD prevention and control was 

insufficient to attain the goal of a 2% annual mortality reductton, as it was geared only towards 

small-scale activities and pilot projects. The attainment of the goal required polittcal commitment 

and action on all four fronts of the conceptual model ofNCD prevention and control. 

In the previous five years, there had been strong signs of growing political commitment to 

that area of work. The existence of a national policy or plan on noncommunicable disease had 

become the rule rather than the exception in the Western Pacific Region. There were many 

examples of good practice, ranging from the wide adoption of the STEPwise protocol for NCD 

surveillance to numerous demonstration activities on NCD prevention and control. On the other 

hand, there were still serious weaknesses in the Region. In response, countnes and areas needed to 

establish NCD programmes on a secure, sustainable foundation of domestic funding sources, rather 

than on external development grants. Specific multi sectoral partnerships needed to be developed, 

with collaborattve work that was accountable and results-oriented. Budgetary reallocations needed 

to be made to incrementally favour primary care and population approaches to noncommunicable 

diseases. 

Initial action on all those fronts was evident across the Region. The Regional Committee had 

discussed many of the options at various stages in the past. The disease burden had been 

acknowledged, policy commitment had been expressed and experience and capacity had been 

developed. There was now an opportunity to take strong action to scale up NCD programmes at 

the national level and to make substantial imoads in the reduction of that large and preventable 

burden of death and disease. The Regional Committee was asked to consider the options proposed 

in the background document. 

Dr NARAYAN (Fiji) commended WHO for its support to the Region and to his country in 

STEPwise NCD surveillance. The prevalence of diabetes in Fiji was 16%, and 18% for 

hypertension. The National NCD Strategic Plan 2005-2008 identified five areas for 
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noncommunicable disease prevention and control. The budget had risen from US$ 60 000 in the 

previous decade to US$ 260 000 in 2005-2006. 

A combination of various strategies was being used in Fiji: primary and secondary 

prevention, healthy settings, the NCD tool kit, home-based care and the diabetes education model 

for relatives of diabetes patients. Public-private partnerships were being used in combating the four 

major risk factors (tobacco, alcohol, unhealthy food and lack of exercise). Fiji was helping people to 

identify health needs using NCD screening. The country had developed a National Eye Care 

Strategic Plan 2004-2008 to prevent avoidable blindness; it had revised legislation on food safety in 

2004. The enforcement of food standards would eliminate substandard meat and fatty foods from 

sale. Fiji endorsed the programme of action on noncommunicable diseases proposed by WHO. 

Dr AKE (Tonga) endorsed the options presented and commented on health funding. 

Noncommunicable diseases were the greatest killer in Tonga. The Government promoted healthy 

lifestyles at all levels of the community, aiming to reduce popular demand for tobacco and fatty and 

sugary food. Public policy and regulations should dramatically reduce risk factors. Unfortunately, 

health promotion in poor countries was costly, and funding was needed. Tonga was working on the 

establishment of a health promotion foundation, and on a law to govern it. Donor funding was 

sought for the first few years, with tobacco and alcohol tax taking over thereafter. He thanked the 

Australian Agency for International Development for its assistance in this area. 

Dr ARIFFIN BIN OMAR (Malaysia) noted that the double burden of communicable and 

noncommunicable diseases in his country was stretching existing health resources. The welIness 

concept was one of the best tools for prevention and control of NCD; it could prevent the initial 

occurrence or subsequent complications of diseases, guarding quality of life. His Government was 

employing several strategies that emphasized greater individual responsibility. 

He asked the Regional Office to strengthen its noncommunicable disease team, to build 

capacity for clinical preventive services at centres of excellence in the Region, to support research 

and development on NCD interventions, and to enlist the support of relevant industries for NCD 

prevention. 

Dr ABDULLAH (Brunei Darussalam) reported that his country had undergone the 

epidemiological transition from a predominance.of communicable diseases to a preponderance of 

cancer, cardiovascular disease, diabetes mellitus and other noncommunicable diseases. Brunei 

Darussalam had placed health promotion high on the national agenda, with the establishment of a 

National Committee on Health Promotion, chaired by the Minister of Health, in 2000. Guided by 

the Ottawa Charter and the Bangkok Charter, the Committee had chosen seven programme areas: 
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the tobacco control initiative, the nutrition programme, physical activity and fitness, mental health, 

women's health, food safety, and environmental health, and healthy settings. 

There would also be a health promotion board for healthy lifestyles. The private sector (the 

Royal Dutch Shell Group of Companies) had provided US$ 5 million for that purpose. In addition, a 

healthy village project was in progress, with active panicipation from the community. An integrated 

health screening and health promotion programme had begun, involving public servants in the first 

instance, providing screening for dyslipidaemia, diabetes and hypertension. 

Brunei Darussalam welcomed the recommendations of the programme of action for NCD 

control in the Western Pacific Region. 

Mr SUGIURA (Japan) stated that noncommunicable diseases were one of the most important 

concerns in the Region owing to their high mortality rates, and that measures for their prevention 

and control were necessary in both developing and developed countries. He praised the proactive 

approach being taken by WHO. 

Healthy Japan 21, a nationwide measure for noncommunicable diseases prevention and 

control, had been in place since 2000. Japan enforced a health promotion law that laid down the 

responsibility of the public to protect its own health and the obligation of central and local 

government to improve public health. That approach could provide a practical model for the 

Western Pacific Region. Many people in Japan were now more aware of their health and were 

familiar with terms such as "lifestyle-related diseases" and "metabolic syndrome". 

In 2005, Japan had launched the Health Frontier Strategy against noncommunicable diseases 

to improve life expectancy by two years through concrete targets, such as a 25% decrease in the 

mortality rate for heart disease and cerebral stroke and a 20% decrease in the morbidity rate for 

diabetes mellitus. 

In 2006, Japan had continued to support the Japan-WHO International Visitors' Programme 

on noncommunicable diseases prevention and control, which contributed to capacity-building in 

relation to the control of noncommunicable diseases in participating countries. A new e-mail list had 

been created by participants to facilitate the exchange of information on noncommunicable diseases, 

and it was hoped that this would lead to development of a regional network within five years. Japan 

was keen to continue its support for the programme and hoped for steady progress on measures to 

prevent NCD in the Western Pacific Region. 
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Dr Dong Han LEE (Republic of Korea) thanked the Regional Office for its continued efforts 

to reduce the burden of noncommunicable diseases in the Region. 

He agreed that it was imperative to finalize the development of the regional 

noncommunicable diseases country network as early as possible and to attain the objective of 

achieving an additional 2% annual reduction in noncommunicable diseases mortality rates in the 

next decade. To do so, it was necessary to support networking and share experiences within and 

among countries. Efforts should be made at the national level to strengthen risk surveillance, secure 

funding, develop plans and improve national strategies. 

The Republic of Korea had developed and was implementing national plans in response to a 

rapidly aging population and the increased burden of noncommunicable diseases, including cancer 

and cardiovascular diseases. It was continuing its efforts to strengthen prevention and control, with 

infrastructure and human resources. His country fully supported the WHO policy on 

noncommunicable diseases and would work actively with the Organization in that area. He hoped 

that all Member States would reaffirm their active involvement in the prevention and control of 

noncommunicable diseases. 

Ms LE THI THU HA (Viet Nam) welcomed the report submitted by the Secretariat and 

agreed with the proposed actions to reach the global goal of achieving an additional 2% reduction in 

chronic disease death rates. 

At the national planning level, appropriate attention should be given to formulating legal 

frameworks to support NCD prevention and control. There should be a focus on integrating health 

promotion with community-based prevention and intervention at secondary and tertiary health care 

facilities. Activities should not be carried out independently, but rather an integrated programme 

should be developed. It was important to use advocacy and awareness-raising among political 

leaders and decision-makers. The role of grassroots health workers should be highlighted to 

improve the effectiveness of disease and risk-factor management at the community level. 

It was important to translate the political commitment to noncommunicable diseases 

prevention and control into financial commitment, which was an issue requiring urgent attention by 

governments, donors and WHO. 

Dr VILLAVERDE (Philippines) strongly supported the recommendations of the Regional 

Office with regard to the framework of national planning, surveillance, health promotion and 

clinical prevention as a regional response to fighting noncommunicable diseases. 
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His country had achieved significant progress in addressing certain major risk factors, such as 

smoking, physical inactivity and unhealthy diet, that contributed to cardiovascular diseases, cancer, 

diabetes and chronic respiratory diseases. The Department of Health had collaborated with other 

stakeholders in the prevention and control of noncommunicable diseases and had developed an 

integrated strategic plan that would be finalized by the end of the year. His country had also adapted 

the WHO STEPwise approach for unified risk-factor surveillance. 

While the Philippines was moving swiftly in that area, he requested technical assistance to 

further strengthen national capacity, using the four-pronged conceptual model to prevent and control 

noncommunicable diseases. 

Dr TIBAN (Kiribati) said he appreciated the thoughtful and comprehensive manner in which 

the report had been prepared and acknowledged the seriousness of noncommunicable diseases. He 

emphasized the desirability of implementing national programmes based on the framework to avoid, 

to the extent possible, the consequences of noncommunicable diseases. 

The call for better national planning, surveiIlance, health promotion and clinical prevention 

required better integration, increased budgetary allocation and realistic deployment of human 

resources to that area. He joined other representatives in supporting health system development and 

noted that without budgetary support it would always be difficult to implement that critical facet of 

health care delivery. Core data on noncommunicable diseases was helpful in competing with other 

government sectors for greater resources for the health sector. Therefore health care financing 

assistance could help in that area. Sustainable funding was also important and, like Tonga and 

Vanuatu, his country had benefited from an AusAID Pacific Action for Health Project that had 

helped to establish programmes and plans for NCD control. 

One way forward would be to establish a health promotion foundation that would take the 

proceeds from taxes on tobacco and alcohol, which were already being coIlected, to generate 

resources for NCD programmes. He therefore requested assistance in that area. 

Mrs PONAUSUIA (United States of Ameri(;a) supported the proposed programme for 

noncommunicable diseases. Such a programme should take into account current budget constraints 

and should include a systematic increase in WHO technical assistance to Member States for 

noncommunicable diseases, including support for surveillance activities to ensure comparability of 

data and evaluation of strategies to prevent and control those diseases. The programme should build 

on previous efforts, such as the Western Pacific Declaration on Diabetes, the Framework 

Convention on Tobacco Control and the Tonga Commitment to Promote Healthy Lifestyles and 

Supportive Environments. 
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The key to reducing morbidity and mortality rates resulting from noncommunicable diseases 

was prevention. WHO needed to focus its approach on surveillance, development of norms and 

standards, and organizational models of care. 

She appreciated the efforts to address chronic diseases, which were a growing health burden 

in both developed and developing countries. It was important to work together to benefit from a 

successful and sustainable programme, balancing early detection with health promotion and disease 

prevention. 

Each Member State would have to proceed according to its national priorities. She therefore 

"warmly welcomed" the programme, rather than "endorsing" it. 

Dr KUARTEI (Palau) observed that small island communities had not been spared the high 

regional burden of NCD. During the previous month, Palau's national strategic plan on NCD, 

implemented with support from WHO and other partners following the WHO STEPwise approach, 

had undergone a two-year review. The plan aimed to inspire the community to be responsible in the 

choices they made concerning health while the health ministry tackled the determinants of disease. 

It provided for intervention at the national level for planning and policy design, clinical 

infrastructure and management, community engagement and empowerment, and social marketing. 

As a consequence, for the first time, domestic funding had been made available specifically for 

programmes against NCD. 

He endorsed the document, but recommended support for an integrated approach to 

prevention and control ofNCD that embraced, not only the environmental and other determinants of 

those diseases, but also injuries, obesity, depression and other clinical manifestations. That included 

discussion of alcohol-related harm and mental health issues that would be considered later in the 

session. Such an integrated and cohesive strategy would optimize the use of resources and marry 

bio~edical and psychosocial models; furthermore, it should emerge from international and regional 

agencies in order to encourage the mechanism at the country level. 

Dr KONG (China) supported the work done within the conceptual framework for prevention 

and control of NCD, which fully demonstrated the Region's commitment to tackling those diseases. 

China, like many developing countries, faced the double burden of noncommunicable and infectious 

diseases. Lack of resources had led to neglect of NCD. Her Government, in recent years, had 

intensified its work on prevention and control of both types of disease. Prevention and control of 

cardiovascular disease, cancer and other chronic diseases had been included in national 

development plans, and funding for programmes against NCD had been increased. The goal of a 2% 

annual reduction in chronic disease death rates, however, remained far away. 
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Although chronic disease posed a serious burden on people in the Region, evidence of 

successful measures and experiences was accumulating; action was needed. Because prevention and 

control needed greater commitment on the behalf of governments, more financial input, and social 

participation, WHO should spur Member States' governments to further action along those lines, 

especially in the field of behavioural change. 

Mr TUIA (Tokelau) expressed his concern about the impact of NCD on his country's health 

system and population. A national survey in 2005, using the WHO STEPwise approach to 

surveillance, had shown that the majority of adults aged 15-64 years had high blood sugar levels and 

more than 10% had high blood pressure. Consequently, he requested support from the Regional 

Office and regional partners in formulating strategic clinical and public health interventions through 

health promotion in order to prevent and control NCD. Small island countries like his often did not 

have the skilled human resources to deliver the reqUlred services. He asked WHO to provide the 

necessary technical assistance to design a policy framework and plan to tackle all diseases related to 

lifestyle. 

Dr TSANG (Hong Kong, China) said that combating the growing burden of NCD was a 

priority of his Government. It was using the valuable WHO Global Strategy on Diet, Physical 

Activity and Health to construct a comprehensive slrategic framework to tackle NCD, engaging 

many sectors of the community. Hong Kong (China) was experiencing a disturbing increasing trend 

in obesity among schoolchildren, and a discrepancy between knowledge and practice in healthy 

eating had been observed. It was, therefore, necessary to create an environment conducive to 

healthy eating. An "Eat Smart" programme for all primary schools in Hong Kong (China) had. 

recently been launched with the aim of influencing school policy and stakeholders (including lunch 

suppliers and parents) in order to create an environment in which children enjoyed eating healthy 

foods. The short-term and long-term outcomes of the programme would be evaluated. 

Dr CHEANG (Macao, China) said that, for the past 20 years, NCD and injuries had been the 

cause of most deaths in Macao; currently cancer, heart disease and cerebrovascular disease were the 

three leading causes. His Government and Health Bureau had accorded prevention and treatment of 

NCD top priority in terms of both human and financial resources. The main component of the 

Healthy City Macao Programme, launched in 2002 with the highest political commitment, was 

promotion of healthy lifestyles, with a focus in the previous year on physical exercise, healthy diet 

and non-smoking workplaces. Other achievements included the setting up of committees for the 

prevention and treatment of diabetes and for heart health; making the primary care system highly 

accessible; and remarkable progress in information, such as the setting up of a cancer registry 
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system. The fIrst large-scale health survey, investigating behaviour and other health determinants, 

was under way. 

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

Region's programme of action and valued the wealth of experience presented ~y Member States, 

from which much could be learnt. She had, however, a few observations to make. The document 

made no explicit mention of operational workforce capacity and the supporting education and 

training needed. Increased networking was laudable, but, realistically, was that suffIcient to ensure 

the necessary capacity at the level of disease prevention and clinical services? Networking would be 

important, but the need for a multi sectoral workforce, including community membership, and 

capacity-building at that level, had to be recognized more explicitly. Several representatives had 

reported excellent examples from their programmes of work. 

She supported the need to share and learn from results of health promotion interventions and 

to establish an evidence base. Healthy settings were indeed important for planning and delivering 

interventions, but should not be the exclusive object of an approach. It was also necessary to consult 

the evidence base and share good practice in order to meet the needs of socially isolated and 

vulnerable groups, many of whom might not be easy to reach through more traditional approaches. 

There should be more explicit recognition of those hard-to-reach groups. 

She also emphasized the need to link approaches to NCD, tackling a large number of diseases 

in an integrated way, and to seek synergies of skills and facilities that could be used to combat 

NCD. More attention could have been given to the impact of a broad, integrated, holistic approach 

recognizing environmental and other contextual factors. 

Ms GIDLOW (Samoa) said that her Government was strongly committed to implementing its 

national strategic plan for the prevention and control of noncommunicable diseases. A village-based 

health campaign had been instituted by the Government and nongovernmental organizations, and 

economic and health results were expected in three to fIve years. Efforts were being made to fulfIl 

Samoa's commitments under the Framework Convention on Tobacco Control. A STEPS survey had 

revealed frightening statistics about the incidence of noncommunicable diseases, but, with direction 

from WHO and assistance from bilateral partners, it was hoped that the budget for prevention could 

be increased. Samoa was committed to practical application of the Ottawa Charter for Health 

Promotion and to strengthening primary health care. Implementation of the recommended actions 

was being made possible with support from WHO, Australia and New Zealand. Given the 

senousness of the problem of noncommunicable diseases in PacifIc countries and areas, she drew 
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the Regional Committee's attention to the inherent contradiction between international trade 

agreements and health effects. 

Dr BLOOMFIELD (New Zealand), commending the work of the WHO Regional Office on 

noncommunicable diseases, to which New Zealand had contributed, said that his country had 

formulated national strategies to combat cancer, inadequate physical activity, improved nutrition 

and tobacco and alcohol use. Those strategies focused on prevention and primary care. His 

delegation supported the proposed plan of action; however, he considered that WHO was giving too 

Iowa priority to noncommunicable diseases, and he was doubtful that the target of a 2% decrease in 

mortality would be achieved. The Medium-term Strategic Plan should place greater priority on 

noncommunicable diseases both at WHO Headquarters and the Regional Office, with a proportional 

increase in the budget for those activities. 

Ms HALTON (Australia) said that many people did not understand that their lifestyles 

affected their health. Messages concerning the ill-effects of tobacco and exposure to the sun 

appeared to have been received, although many ignored them; however, the message that 

consumption of energy-rich foods and lack of exercise led to ill health did not appear to have been 

understood. Health professionals, including members of the Regional Committee, should practice 

what they preached and serve as role models for the populations of their countries. The NCD burden 

in the Pacific was significant, and the Secretariat was giving the issue due consideration. She fully 

endorsed the proposed plan of action. Nevertheless, no serious reduction had been seen in the 

incidence of NCD, and all countries of the Region would experience increased morbidity and 

mortality from such conditions if action were not taken. Her Government had taken various 

measures domestically and would continue to support public health programmes in other countries 

in the Region. Investment was needed in terms of finance, time, energy and physical role modelling. 

Mr SAMO (Federated States of Micronesia) said that his country supported the five actions 

proposed in document WPR/RCS7/6, particularly the scaling up of demonstration projects. The 

STEPS surveys allowed national and local health departments to understand the epidemiology of 

noncommunicable diseases and gauge their performance in reducing the burden. His country had 

decided to use STEPS surveys as a regular part of their surveillance system. Such surveys must now 

be followed by action in the form of interventions or demonstration projects. He urged the 

Secretariat to work with donor partners to obtain support for demonstration projects. He agreed that . . 

the budget for noncommunicable diseases should be increased from the current level. 

Ms ABEL, Rapporteur for the French language, speaking in her capacity as representative for 

Vanuatu, said that her delegation supported the actions proposed and stipulated in the report 
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contained in document WPRlRC57/6. Although many prevention and control activities were already 

in place in her country, much remained to be done in raising awareness about noncommunicable 

diseases at all levels of society. The frightening incidence of those diseases would be reduced only 

if that information were assimilated. With technical and financial support from New Zealand, the 

52 members of Parliament had been made aware of the Framework Convention on Tobacco Control 

and would shortly approve new legislation. Legislation on mental health and alcohol consumption 

had also been reviewed. Since March 2006, personnel in Government departments and private 

companies and various segments of the community, including nongovernmental organizations, had 

practised about an hour of physical activity every Wednesday during working hours. The proposed 

budget of the Ministry of Health for 2007 included a sum for initiation of a foundation for health 

promotion, in accordance with the legislation on tobacco. 

Ms PAUL (Marshall Islands) said that the prevalence of noncommunicable diseases in her 

country was so high that persons over the age of 35 had become resigned to the idea that they would 

contract diabetes. In order to change that perception, the Ministry of Health was undertaking 

national planning, active surveillance, promotion of a healthy lifestyle and physical activity, and 

clinical prevention. A national strategy to prevent noncommunicable diseases was being formulated 

as a result of a STEPS survey. In the meantime, a patient-centred clinical approach had been 

adopted, in which patients were taught how to manage their diseases, including the importance of a 

healthy diet and of taking their medication. Furthermore, outreach activities in communities and 

schools were being intensified to provide information on noncommunicable diseases and their 

prevention. Those activities had radically changed community perceptions, so that some patients 

with diabetes had been able to stop taking insulin. 

Ms DEVAUX (France) said that cardiovascular disease was the most important cause-<"of 

death in the Region. Both that disease and diabetes were linked to obesity, and those conditions 

represented a huge drain on social security systems. The priority in the fight against diabetes was 

therefore primary prevention, including healthy lifestyles and physical activity. With regard to 

promoting a healthy diet, targeting children alone would not change their eating habits, as they were 

not the ones who bought food; similarly, although mothers prepared food, the entire family had to 

accept the food that was presented to them. Changes in dietary habits therefore had to be accepted at 

community and national level. For secondary prevention of noncommunicable diseases, systematic 

detection of serious disease in populations at risk and better coordination of health care networks 

were required, before serious complications occurred. 

In New Caledonia, programmes for the prevention of noncommunicable diseases were 

financed from a tax levied on tobacco, soft drinks and sweet foods. Through that system, not only 
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was money raised for the programmes, but consumption of sugar and tobacco was lowered owing to 

the increase in price. Human behaviour was notoriously difficult to change. Recent studies in France 

had shown, however, that primary prevention could be effective, as the increase in juvenile obesity 

had stabilized and tobacco consumption by young persons had decreased. 

The meeting rose at 17:34. 


