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80 REPORT OF THE REGIONAL COMMITTEE 

1. ADDRESS BY THE INCOMING CHAIRPERSON: Item 4 of the Agenda 

The CHAIRPERSON addressed the Committee (see Annex 1). 

2. ADDRESS BY THE DIRECTOR-GENERAL: Item 7 of the Agenda 

The CHAIRPERSON invited Dr Brundtland to address the meeting (see Annex 2). 

Dr SAKAI (Japan) reaffirmed that the goal of his Government was to work with WHO to 

promote the health of people in the Region and elsewhere. Close cooperation between WHO 

Headquarters and the regional offices was essential and, in that context, more emphasis should be laid 

on the balance between centralization and decentralization. 

Professor MATHEWS (Australia), referring to The World Health Report 2000, observed that 

Australia and other countries had had reservations about the methodology used. Nevertheless, he 

welcomed the Report because it provided an opportunity for all countries to engage in the process of 

moving forward together. Each one could learn from the experience of others by examining 

comparative data. 

Professor WANG Longde (China) expressed his appreciation of the innovative attempt to rank 

countries' health systems, which had provided fresh insights and had led Member States to reconsider 

ways to assess their performance. However, assessment of health system performance was a complex 

process and many factors came into play, including a country's social and cultural values. The 

development of assessment indicators and methodologies was a scientific exercise that required 

reliable and accurate data in order to ensure objectivity and fairness. In view of the Report's 

limitations, more explanations should have been provided when it was published. 

Moreover, he suggested in future WHO should involve Member States fully in the assessment 

process. China would be willing to cooperate with WHO in that. 

Mr TELEFONI (Samoa), endorsing the views of the previous speaker, said that it was more 

important that WHO provide candid advice on the shortcomings of health systems rJ.ther than 

publishing a rating based on data that were unsuitable for comparative purposes. Moreover, there had 

been no prior consultation on the way in which the figures had been compiled, what they represented, 

the sources, or the basis for comparison. Samoa had already objected formally and strongly to the 

rating. 
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If the overall objective of WHO had been to coerce Member States into improving their health 

systems, as suggested by t~e Representative of Australia, it had apparently been achieved. However, 

rather than publishing a world rating based on haphazard criteria, it would have been more 

meaningful to have consulted individually with countries on ways to improve their health systems. 

Professor TRUYEN (Viet Nam) expressed his appreciation for the health improvements that 

stemmed from WHO's major international disease control initiatives, particularly in relation to 

malaria, tuberculosis and HNIAIDS. 

Referring to The World Health Report 2000, he observed that, despite the extensive use of 

estimates, the information and data provided were useful for assessing and comparing health system 

performance. However, such complex indicators as disability-adjusted life years and 

disability-adjusted life expectancy were more relevant for developed countries that had reliable health 

information. Life expectancy was affected by a number of socioeconomic factors, of which health 

was only one. Moreover, current life expectancy did not reflect all the efforts made to improve 

people's health, as certain interventions needed time to produce results. 

Further, the indicators to measure responsiveness were open to question. The size of the survey 

sample had been very small, the number of responses even smaller. 

The measure of fairness in health financing was similarly skewed. Although recurrent costs 

represented the bulk of government expenditure in developing countries, earlier investment in 

infrastructure and equipment being used to provide services had not been taken into account in 

calculating the fairness indicator. He echoed the views of previous speakers that WHO should 

collaborate closely with countries in order to improve its assessment of health system performance 

and make policy recommendations that were more relevant and realistic for developing countries. 

The DIRECTOR-GENERAL, responding to the comments made, agreed with the 

Representative of Samoa that the Report might have been intended to coerce Member States into 

improving their health systems performance. However, it was also designed more to inspire them, in 

line with WHO's mandate to advocate progress in health. Yet there was a broader, more essential 

dimension: that of impacting on a much wider audience than health professionals alone, as part of a 

process of change that depended on public education, support, and awareness. The World Health 

Report 2000 had been not produced primarily to inform ministries of health, but to raise the level of 

attention and awareness of all those who could assure progress on such a key issue as health. As a 

result of its publication, health had made front-page news in a way that had not occurred since the 

eradication of smallpox. At parliamentary level, many questions had been addressed to health 

ministers on the assessment of health system performance and its interpretation. 
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The ranking contained in the Report had added a new dimension, that of being able to measure 

and compare a country's performance, which had strengthened the will to strive for improvement in 

the health sector. It had provided the basis on which searching questions on health system 

performance could be asked. It had stimulated discussion both at government level and with partner 

agencies in many of the countries at the lower end of the ranking. It had helped to open up public 

debate and had driven home the message that where health sector performance was poor there would 

be little overall development. 

She recalled that, when originally introduced, the Human Development Index had likewise 

been subject to considerable criticism and concern because of a ranking based on imperfect data. It 

had taken years before it was accepted as a contributing element to the quality of the debate on 

development, human rights, and the betterment of society based on shared values. The ranking was a 

valuable instrument both to advance the health agenda and to raise awareness of the fin~ncing and 

performance of the health system. As a result of its publication, health had moved higher up the 

political agenda. It was essential now to improve the basis for the assessment, the quality and 

collection of data, and the country surveys. 

In reply to the Representative of Japan on the question of decentralization within a global 

organization, she said that initiatives such as the creation of the Global Cabinet, drafting of global 

budget proposals, and development of a corporate strategy which identified ways in which all parts of 

the Organization could work together consistently had been introduced to address precisely that issue. 

It was unrealistic to think that separate functions could be assigned to global, regional or country 

levels: they were interdependent at all levels. Member States and the Secretariat made up a corporate 

body that shared useful information and experience, and carried out work at the level at which it was 

most effective. 

Mr MOND (Papua New Guinea) commended the Director-General on her unwavenng 

commitment to bringing health to the top of the development agenda as she sought to negotiate, forge 

and promote partnerships with other organizations. The year 2000 was indeed proving to be a turning 

point in addressing many health challenges and making full and effective use of emerging 

opportunities in moving towards the goal of improving health for the global family. Individual and 

collective efforts to attain that long-term goal must be sustained, in spite of short-term difficulties. 

Papua New Guinea had made health its second priority, and provided strong budget support to 

the health sector. It had recently adopted a 10-year national health plan in which the forging of 

effective partnerships with development organizations, nongovernmental organizations, and churches, 
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was a strong component. Although effective partnerships were crucial, they were not always easy to 

establish. 

Dr SUN HUOT (Cambodia) commended the Director-General on her address and on The 

World Health Report 2000. He expressed appreciation for the support provided to Cambodia by 

WHO, noting the excellent cooperation between his Ministry of Health and the WHO Representative's 

office in his country. 

The classifications provided in The World Health Report 2000 had shown that countries like 

Cambodia, which were still feeling the effects of a long period of conflict and had few resources, were 

finding it difficult to provide adequate health services for its people. The rankings should reflect such 

situations. Nevertheless, the information provided in the report had provided a motivation for 

renewed activity by Cambodia's health personnel. 

Professor TAN (Singapore) said that the usefulness of The World Health Report 2000 relied on 

an accurate understanding of the different approaches taken by the Member States covered by the 

report. For example, Singapore had not been rated very highly in relation to its fmancial contribution 

to health on the grounds that 64% of health expenditure had been classed as out-of-pocket payments. 

In fact, Singapore had a comprehensive health-financing framework that provided universal coverage 

of a good standard, ensuring that every individual had access to affordable health care. The systems 

in place included a national compulsory savings scheme (Medisave) to help individuals to pay for 

medical care, a voluntary insurance scheme (Medishield) to cover sudden and serious illness, an 

endowment fund (Medifund), which provided a safety net for low-income groups, and subsidized 

hospitals and clinics to provide care for such groups. New financing schemes had recently been 

initiated to deal with the problems of a rapidly ageing population; those included a fund for care of 

older persons projected to reach S$ 2.5 billion by 2010, which would help finance care from interest 

income; and an affordable disability insurance scheme to defray long-term care costs, to be introduced 

in two to three years. 

The DIRECTOR-GENERAL thanked representatives for their comments, which indicated that 

many Member States had interesting views on the further development of the instruments used in The 

World Health Report 2000. WHO hoped to work with Member States in improving those 

instruments. 
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3. REPORT OF THE REGIONAL DIRECTOR: Item 9 of the Agenda 

3.1 Programme budget 1998-1999: budget perfonnance (final report): Item 9.2 ofthe Agenda 

(Document WPRlRC5113 Rev. 1 ) 

The REGIONAL DIRECTOR, introducing the item, said that the budget perfonnance report 

provided an account of the financial implementation of the regular budget for the 1998-1999 

biennium, which had ended on 31 December 1999. It also included a report on the sources and 

expenditure of extrabudgetary funds. As in the past, explanations for significant variations in the rates 

of implementation had been provided. 

As requested by the Regional Committee, the report was presented at a sufficient level of detail 

to enable the Committee to see clearly the allocations and implementation by different technical 

programmes. It started with a description of important developments that had affected the level of the 

budget and delivery of activities during the implementation period. Most of that infonnation had been 

provided to the previous session of the Regional Committee. The operating budget was reflected in 

column 9 of Annex 2 and column I of Annex 3. A number of changes had been made to the budget 

after its endorsement by the Regional Committee in 1996. 

In October 1996, the Director-General had decided that there should be no increase in the 

proposed budget for Administration over the 1996-1997 level, to ensure that overheads and 

administrative costs were minimized and allocations to priority programmes increased. US$ 699 800 

had therefore been transferred from Administration: US$ 300 000 to National health systems and 

policies (programme 3.1.2); US$ 188400 to Control of tropical diseases (programme 5.2.6); and 

US$ 211 400 to Malaria (programme 5.2.6.1). 

At its ninety-ninth session in January 1997, the Executive Board had expressed concern that 

previously agreed priorities had not been adequately reflected in the 1998-1999 proposed programme 

budget. The Global Policy Council had therefore requested all regions to review their budget 

proposals and to detennine whether additional funds could be allocated to the following priority 

programmes: 3.1 Organization and management of health systems based on primary health care, 

3.3 Essential drugs, 4.3 Nutrition, food security and safety, and 4.4 Environmental health. The 

Western Pacific Region had transferred US$ 269 000 from the office of the WHO Representative in 

Mongolia, programme 2.3.1 (Technical cooperation with countries) to programme 3.1.2 (National 

health systems and policies). There had been no further changes to programmes 3.3 (Essential drugs) 

and 4.3 (Nutrition, food security and safety). since the allocations for 1998-1999 for those 

programmes had already been increased compared to the previous biennium. The decrease in 
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programme 4.4 (Environmental health) was due to the closure of the Environmental Health Centre in 

Kuala Lumpur, Malaysia. . 

In resolution WHA50.25, adopted in May 1997, the Health Assembly had approved a cost 

increase of 4.87% or US$ 3 737 600, and a negative currency adjustment of 0.22% for the Western 

Pacific Region. Those adjustments had led to a net increase of 4.65%, or US$ 3 570 000, bringing the 

total approved budget for 1998-1999 to US$ 80 279 000. 

In December 1997, the Director-General had decided to reduce the initial operating budget for 

all regions to 97% of the 1998-1999 approved programme budget, owing to the failure of some major 

contributors to fulfil their obligations. As a result, US$ 2 408 200 had been withheld by Headquarters. 

Further adjustments of US$ 2 964 000 had been made to take into account the downward 

adjustment in the Philippine peso exchange rate, and an allocation ofUS$ 600 000 had been received 

from Headquarters for regional activities related to the global eradication of poliomyelitis and control 

ofHIV/AIDS and sexually transmitted infections. 

Resolutions WHA50.26, adopted in May 1997, and EB1Ol.R16, adopted in January 1998, 

requested an efficiency plan for the Organization with a savings target of 3% of the approved budget. 

For the Western Pacific Region, savings amounting to US$ 2 400 000 had been achieved by reducing 

costs for fellowships, study tours, short-term consultants, common services, duty travel and overtime. 

The funds so generated had been used for new activities in connection with the following priority 

programmes: Prevention and control of specific communicable diseases; Promotion of primary health 

and other areas that contribute to primary health care; and Promotion of environmental health, 

especially community water supply. 

The changes that he had described, which were outlined in Annex 1, together with 

reprogramming undertaken during implementation, had resulted in an operating budget of 

US$ 75 506800. As previously, all comparisons were made to that operating budget, as shown in 

column 9 of Annex 2. 

The interim report at 31 May 1999 showed that US$ 52 230 200, or 69% of the operating 

budget, had been obligated. By the end of 1999, as indicated in columns 10 and 11 of Annex 2, the 

total operating budget ofUS$ 75 506 800 had been implemented in full. 

While the primary purpose of the report was to account for the implementation of the regular 

budget, the valuable contribution to WHO's programmes from other sources of funds should not be 

forgotten. Implementation of extrabudgetary funds had been shown by programme in column 12 of 
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Annex 2. Column 14 of the same annex showed the percentage of total implementation of all funds 

by programme. The valuable additional funds had increased WHO's total expenditure in the Region 

to US$ 110.6 million, compared to US$ 119.2 million in 199~1997. 

Annex 3 provided remarks on implementation by programme where there was a variation of 

10% or more compared to the operating budget. A summary of financial implementation for the 

Regional Director's Development Programme was attached in Annex 4 and a summary of 

extrabudgetary resources was provided in Annex 5. 

Dr ROMUALDEZ (Philippines) commended the Regional Director and his staff on the 

successful implementation of the 1998-1999 programme budget during a difficult biennium. He also 

expressed appreciation for the flexibility shown to his country, which had enabled it to meet new 

priorities following a change of government, including health sector reform, a revitalized national 

drug policy and, most importantly, the strengthening of efforts to stop tuberculosis, which was a 

major problem. 

Mr LIU Peilong (China) expressed satisfaction at the successful implementation of the 

1998-1999 programme budget, which had fully utilized the funding available. Although there had 

been major changes to the programme budget since 1996, close consultations with Member States had 

ensured consensus and had provided a solid foundation for smooth implementation of the revised 

budget. He hoped that a similar spirit of consultation would be maintained in the future. The Western 

Pacific Regional Office had also been successful in Implementing resolutions WHA50.26 and 

EB 10 l.R6, achieving efficiency savings of 3%, which had been transferred to priority programmes. 

However, he expressed concern at the 20% decline in extrabudgetary resources in 1998-1999 

compared to the previous biennium and hoped that greater efforts would be made to mobilize 

additional funds for the current biennium, to compensate for the declining regular budget. 

It had been the practice in the past to reflect budget performance only in terms of financial 

implementation, i.e. the differences between actual and planned expenditures. Although such an 

analysis was important, it was also necessary to reflect outcomes in relation to actual expenditures. In 

some cases, for example, activities might be achieved at a lower cost than budgeted, either through 

efficiency or because of over-budgeting due to poor planning. He hoped that future reports would 

provide a more comprehensive analysis of budget performance. 

Ms BLACKWOOD (United States of America) expressed appreciation for the full 

implementation of the 1998-1999 programme budget and for the clear and transparent presentation of 

the analysis contained in the fmal report. 
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Professor MATHEWS (Australia) welcomed the report. He agreed with the Representative of 

China that future reports should provide an analysis of the links between expendimre and programme 

outcomes. 

The REGIONAL DIRECTOR, replying to the points raised by the Representative of China, 

assured him that every effort would be made to strengthen consultation with Member States. The 

decrease in extrabudgetary funding in 1998-1999 from that in the previous biennium had three 

causes: a decrease in the contribution from the United Nations Development Programme (UNDP), 

which had changed some of its policies; a decrease in contributions from the international community 

to the programme for eradication of poliomyelitis, as the last case in the Region had been recorded in 

March 1997; and termination of the Global Programme on AIDS. Nevertheless, new links were being 

established, such as strengthened relationships with the Asian Development Bank and. with the 

Department for futernational Development in the United Kingdom, which was providing assistance 

for the programme to combat tuberculosis in China. Although many of the responses from partner 

agencies were still preliminary, he was confident that extrabudgetary funds would increase during the 

current and corning biennia. 

The Representatives of both China and Australia had asked for precise linkage of programme 

outcomes to financial outcomes. He agreed that information should be provided on how the budget 

had been spent and how successful the programmes had been; however, he did not wish to inundate 

Member States with too much detail. The optimal level of detail that would allow evaluation of the 

Regional Office's performance had been defined at the fiftieth session of the Committee, which had 

approved the four themes and 17 focuses. Presenting information at a sub-focus level would result in 

the Committee being presented with fragmented data which would cloud the overall picture. Thus, 

from 2003, information would be provided at the focus level. That had not been possible previously 

for three main reasons. There had been too many programmes, the expected outcomes had not been 

identified, and mechanisms for monitoring outcomes had not been elaborated. Methods for 

monitoring and for delineating expected outcomes were now becoming available with assistance from 

Headquarters. 

The CHAIRPERSON asked the Committee whether it would accept the Regional Director's 

final report on the Programme Budget for 1998-1999. 

It was so decided (see decision WPRJRCS1(1)). 
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4. PROPOSED PROGRAMME BUDGET: 2002-2003: Item 10 of the Agenda (Document 

WPRlRC51/4) 

The REGIONAL DIRECTOR, introducing the item, said that the proposed programme budget 

for the Western Pacific Region amounted to US$ 73262000, which was a reduction of 

US$ 2 627 000 or 3.46% from the approved budget ofUS$ 75889000 for 2000-2001. The reduction 

had resulted from application of resolution WHA51.31 on regional arrangements. Of the total 

regional budget, US$ 40 660 000, or 55.5%, had been allocated for country activities and 

US$ 32 602 000, or 44.5%, for intercountry and regional activities. 

The presentation differed from that of previous programme budgets. The document consisted 

of three main parts: Annex I, which contained part 1 of the proposed programme budget, the global 

budget; Annex 2, which contained part 2 of the proposed programme budget, the regional budget; and 

Annex 3, which contained the indicative country planning figures for the Region. The presentation 

would give Member States an opportunity, for the first time, to comment on the budget of the 

Organization as a whole, prior to its submission to the Executive Board and the World Health 

Assembly and before preparation of the Member States' detailed plans. The detailed plans would 

therefore be prepared closer to the time of implementation, making them more relevant to t'le country 

situation. 

The Executive Board at its 106th session in May 2000 had endorsed the new approach as a key 

instrument for bringing together the different elements of WHO in a coherent way. 

The REGIONAL DIRECTOR then commented on the three parts of the proposed budget. 

Part I, the global proposed programme budget, had been developed in close consultation 

between WHO Headquarters and the regional offices, and the document had been written on the basis 

of the policy framework endorsed by the Executive Board at its 105th session. It identified 

Organization-wide objectives and expected results in 35 areas of work to which all of the various 

levels of the Organization would contribute. Within the 35 areas of work, 11 priorities had been 

identified. 

Some indicators had been included in the document. The proposed budget that would go to the 

Executive Board and the Health Assembly would contain all the indicators, which provided a 

mechanism for determining the impact, successes and failures of programmes in the Region. 

Part 2, the regional component, described the main issues and challenges facing the Western 

Pacific Region and the strategies that WHO intended to use to address them. The document reflected 
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the regional Structure of 17 focuses grouped under four main themes. Those focuses were described 

in the publication WHO in the Western Pacific Region: a framework for action, which had been 

endorsed by the Regional Committee at its fiftieth session. A conversion table showing the 

relationship between the 35 areas of work at Headquarters and WPRO's 17 focuses was provided in 

Appendix 2. Financial information for regional and intercountry activities was shown by theme and 

by focus. Similar information for country-level activities would be prepared later, and the 

REGIONAL DIRECTOR proposed that a more comprehensive regional budget, which would include 

the country programme budgets, be presented to the Regional Committee at its fifty-second session. 

Part 3 contained indicative planning figures for each country. It had been difficult to establish 

those figures, as the regional budget had been reduced by some 3.5% from that approved for 2000-

2001, in accordance with resolution WHAS 1.31. The country planning figures had been developed in 

accordance with resolution WPRlRC50.Rl, with the exception of the figure for the Republic of 

Korea, where operations had been gradually reduced, beginning with closure of the WHO 

Representative's office and its replacement by a Country Liaison Office in 1998. The REGIONAL 

DIRECTOR considered that such a phased reduction should be continued. 

The indicative planning figures presented in part 3 should form the basis for the detailed 

country plans to be prepared later in the year, although the indicative figures might change slightly 

when the final data became available. 

The proposed programme budget for 2002-2003 also included the level of extrabudgetary 

financing that might reasonably be expected. The estimates were conservative, as most external 

partners did not allocate funds far in advance. He reiterated that the Regional Office would continue 

to strengthen its coordination with extrabudgetary partners, including bilateral agreements. 

He welcomed comments and questions from Member States and invited the Representatives to 

request clarification on the global budget policy from the Director-General or her colleagues from 

WHO Headquarters. 

Dr ROMUALDEZ (Philippines) noted that the country allocations shown in the report were in 

accordance with those predicted from use of the 60:40 formula that had been agreed upon by the 

Committee at its last session. The impact of the use of the formula on programming and policy 

setting, however, remained to be seen. He asked whether the formula was to be applied mechanically 

over the next three biennia or whether its implementation might be modified as its effects became 

clear. 
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Mr ISOBE (Japan) considered that both the global and regional budgets were appropriate and 

well-balanced. He asked for clarification of the entry "Total other sources" in Table I on page II of 

part I of the English version of the proposed programme budget 2002-2003, which he noted was 

predicted to increase by US$ 160 million from the amount available in the current biennium. He 

asked what those sources consisted of and what was the basis for the increase. 

Dr OTTO (Republic of Palau) also considered that the global budget was well organized and 

reflected the priorities that had been agreed upon. He expressed appreciation for the care that had 

been taken to ensure that the effects of the lower regional allocation were minimized in detennining 

country allocations. He supported the suggestion of the Representative of the Philippines that the 

guiding principles for allocation be implemented gradually, taking into account their impact on 

programmes. 

He agreed with the Regional Director that the shorter period between planning and 

implementation would make programme budgets more relevant and more responsive to the changing 

needs and priorities of Member States. He noted with satisfaction the greater than 200% increase in 

the allocation for the Tobacco Free Initiative, but noted with concern the approximately 20% decrease 

in funding for Healthy settings and environment. The factors that created a healthy environment 

might be jeopardized by such a cut. He was also concerned by the minimal increase in the allocation 

for Emergency and humanitarian action. At a recent WHO-sponsored workshop on health effects of 

climate changes and variability, experts had predicted that more frequent and more serious adverse 

events were likely to occur in the future. As the Director-General had noted earlier in the session, 

unless countries participated actively in preparedness, they would be called upon to expend more 

resources in responding to the health effects of natural disasters. 

Dr KIENENE (Kiribati) commented that the new presentation of the proposed programme 

budget was a clear attempt to increase the involvement of the regional offices in the global WHO 

budget, and he welcomed the resulting transparency. He was pleased to see how well the 17 focuses 

of the Region had been integrated into the global areas of work. That was a further reflection of 

working together in one direction with other WHO regions and Headquarters to fonn "one WHO". 

Nevertheless, it was important to remember that the Western Pacific Region and particularly its island 

nations were unique with respect to their isolation and fragile physical environments. He was pleased 

to see that appropriate provisions had been made in part 2 of the proposed programme budget to 

address those characteristics under the themes Healthy settings and environment and Reaching out, 

although the allocation for the first had been decreased by about US$ 800 000, while that for 

infonnation technology had been increased by about US$ 200 000. He commended the Regional 

Director on his foresight in the difficult allocation process, as reflected in Annex 3, and looked 
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forward to working closely with him in preparing the detailed plans for Kiribati near the 

implementation stage of the proposed programme budget for 2002-2003. 

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

development of the draft programme budget by the regions and Headquarters and congratulated the 

Director-General on the proposed global budget, which was clear and concise and included goals, 

objectives, expected outcomes and indicators. She asked how the 14% increase in extrabudgetary 

funding had been predicted and how firm that prediction was. 

She particularly welcomed the section of the draft programme budget for the Region that 

related regional activities to the 35 areas of work of WHO. In Table 3 of Annex 2, showing proposed 

resources by source of funds, she noted that, although the percentage increases and decreases due to 

changes in the regular budget in succeeding biennia were shown, and were in some cases greatly 

changed by fluctuations in extrabudgetary funding, the net result was not shown. For example, a 

13.81 % increase was proposed for the area "Reaching out", but a sharp fall in extrabudgetary funding 

was also predicted. What would be the net effect on programmes, and how certain were those 

estimates? 

Ms BLACKWOOD (United States of America) also welcomed the simultaneous presentation 

of the proposed global and regional budgets, which assisted understanding of the links between 

regional needs and the global priorities and policies of WHO. She was pleased to see that the policy 

of zero nominal growth had been maintained for the proposed regular budget for 2002-2003 and 

hoped that adjustments to currency fluctuations and inflation could be absorbed. She noted that the 

presentation of the global proposed budget reflected aspects that were also concerns in her country, 

such as priorities, transparency, budgeting based on outcome and monitoring and evaluation. She 

welcomed the clear focus of the country programmes, which aligned their needs with global strategies 

and identified areas in which WHO had a clear advantage. The shortened time between the 

preparation of country programmes and their implementation would allow account to be taken of 

changing health situations. 

The reduction in the regional budget had come as no surprise, since the Fifty-first World Health 

Assembly had decided upon gradual regional reallocation over three biennia, in a manner that 

reflected development status and health needs. A flexible approach had been taken in order to 

minimize the impact of the reallocation. Collaboration between the regions and Headquarters should 

be complemented by a tangible demonstration of mutual recognition of the needs of other regions. 

The VICE-CHAIRPERSON, speaking in his capacity as Representative for Malaysia, 

supported the proposal of the representatives of the Philippines and the Republic of Palau that 
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implementation of the budget for 2002-2003 be monitored closely before the same formula was 

applied to the budget for the following biennium. Both the system and its oureome should be 

examined, so that future allocations could be made to the satisfaction of every Member State. 

The meeting rose at 11.55 a.m. 
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ANNEXl 

ADDRESS BY THE INCOMING CHAIRPERSON 

Dr Brundtland, Director-General of WHO, Dr Omi, Regional Director, Western Pacific Region, 

Honourable Ministers, Distinguished Representatives, Representatives of the United Nations, 

Intergovernmental and Nongovernmental Organizations, Members of the WHO Secretariat, Friends, 

Ladies and Gentlemen, 

I thank you very much, dear colleagues, for that privilege you have given me of chairing this 

fifty-first session of the Regional Committee. You have done me and my country, the Kingdom of 

Tonga, and all the small island nations of the Pacific, a great honour by entrusting me with the task of 

steering the deliberations of the Regional Committee. On a personal note, I am also very honoured to 

be given the opportunity of joining the ranks of my distinguished predecessors. I shall do my utmost 

to be worthy of this trust by faithfully discharging the responsibilities of this office. 

This year's meeting of the Committee has been, and I think, will be different from previous 

sessions. It promises to be more interesting, more interactive and more productive. We saw this 

yesterday. We managed to cover and discuss all the important issues of Dr Omi's report, all in one 

afternoon. Towards the end of this week we shall have the opportunity to comment on the changes 

and to make suggestions for further improvements, if necessary. Please bear with me and let me 

mention a few of the reforms that the Secretariat has implemented in response to the request made by 

the Committee during its fiftieth session in Macao last year. Yesterday, for the first time, a prominent 

figure from outside the health sector, the President of the Asian Development Bank, addressed the 

Regional Committee. His address will provide us with an excellent springboard for our discussions 

on health and poverty during the ministerial round table on Wednesday. 

This is also the first time that we shall be reviewing together the global and regional proposed 

programme budget, giving us a chance to look at the budget of the Organization as a whole. You will 

also note that the regional budget has been presented according to the themes and focuses that now 

govern WHO's work in this Region. 

The Regional Director's report that we reviewed yesterday has also been improved. As you 

noted during our discussion yesterday, the report is attractively presented. Like the proposed 

programme budget, it has been structured to conform to the themes and focuses. Its analytical content 

is also much improved. 
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We have on our agenda four technical subjects to discuss from now on. First is the eradication 

of poliomyelitis. As the Regional Director mentioned yesterday, it is very likely that the year 2000 

will go down in history as the year when the Western Pacific Region was certified as 

poliomyelitis-free. This is a significant achievement that serves as an inspiration to all of us. It clearly 

demonstrates how much we as a Region can achieve if we all work together. But while we are poised 

to celebrate this historic event, there is still some unfinished business that we need to attend to. 

Surveillance and supplementary immunization need to be sustained until global eradication is 

achieved. The progress that has been made towards containment of all potential sources of 

polioviruses, including laboratory sources, needs to be continued. 

The second one is the AIDS pandemic which continues to be a challenge to all of us, despite 

progress in the Region's efforts to control transmission of HIV and sexually-transmitted infections. 

We, the Member States, must continue to be vigilant and to put in place policies and effective 

strategies and interventions. I look forward to our discussions on this subject later this week. 

Now, may I draw your attention, Ladies and Gentlemen, to another item on the agenda which is 

tuberculosis prevention and control. I remember that last year when we met in Macao, we declared 

that there was a tuberculosis crisis in this Region and we adopted a resolution asking the Regional 

Director to make Stop TB a special project. I am pleased to note that, during the past year, the 

groundwork has been laid for a concerted and coordinated effort to address this problem and a 

regional strategic plan has been published, and I am sure we all have that. During our deliberations 

this week, I would urge and encourage each and every one of you to discuss how we can speed up the 

development of national plans and how we can improve and ensure continued access to anti-TB 

drugs. 

The fourth one that we will be discussing is noncommunicable diseases, which are a growing 

health problem in the Region, not only for the developed countries but for developing countries as 

well. I am very happy to see that, for the first time in 15 years, the Regional Committee will be 

examining this problem. Millions of people in our Region die prematurely or are disabled because of 

cancer, cardiovascular diseases and diabetes. If we do not start now to seriously and systematically 

address the problem of NCDs, we may fmd ourselves facing much more daunting challenges in the 

future. The irony is that many of these diseases are preventable, and they have common risk factors 

that will allow us, as the saying goes, to kill two or more birds with one stone if we focus on 

controlling these risk factors. 
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I am pleased to note that special emphasis is being placed on the prevention and control of 

diabetes, and we all agree that it is a lot cheaper to do that. I come from a small Pacific island country 

and I am only too aware of the enormous cost, both to individuals and to national health services, of 

this disease. We must commit ourselves to a conscious and coordinated effort to place prevention and 

control of diabetes, and of NCDs in general, high on national agendas and to respond effectively to 

rising levels of NCD. 

On a related matter, I see that we shall also have the opportunity later this week to review 

progress made in the Region in relation to the Framework Convention on Tobacco Control. High 

tobacco-related morbidity and mortality are among the most significant health problems in the 

Region. Addressing the increasing use of tobacco will require a united front and unfailing 

commitment, not only from the health sector, but from other competing interests within governments. 

I truly appreciate the support the Regional Office has extended to Member States in controlling 

tobacco use. 

As you can see, we have very important issues to address during this session - issues that will 

require our careful deliberation and consensus on how we, as a Region, can move ahead. I therefore 

urge everyone to participate actively in our discussions. However, even more importantly, may I also 

request that each and every one of us, please take back home the collective commitments we shall 

have made and to breathe life into them by turning words into action. 

Distinguished Representatives, I am very confident that this session will be characterized by the 

spirit of mutual respect and regional cooperation that has characterized our meetings in the past. I am 

also sure that this meeting will be an important forum, not only for the development of our health 

policies, but for charting our course towards a healthier and happier Western Pacific Region. Once 

again, Ladies and Gentlemen, I would like to thank you all for electing me as your chairperson. 

Thank you very much. 
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ADDRESS BY THE DIRECTOR-GENERAL 

Mr Chairman, Ministers, Dr Omi, Excellencies, Ladies and Gentlemen, 

This first meeting in the new millennium is held at a time when there are both great 

opportunities and great challenges in front of us. 

I begin today's address to you by explaining why this year could be seen as a turning point for 

improvements in health for all the world's people. 

I have always believed that it is difficult to make real changes in society unless decision-makers 

fully appreciate the economic dimensions of the issues affecting their people. This is how thinking 

about the environment has shifted. It used to be a cause for convinced but marginalized 

environmentalists: it now commands the attention by all the major players within national and 

international society. 

When we last met, at the World Health Assembly in Geneva in May, there were already several 

promising signs that the world's decision-makers saw a new and important linkage. They recognised 

that health is a central factor in economic and social development. Improving health is key in 

breaking the debilitating cycles of poverty. 

Since then, we have seen signs that the world is willing and eager to act. In July, the 13th 

International AIDS Conference in Durban established new norms: that all people living with 

HIV/AIDS world wide should have access to adequate care, and that everyone everywhere should be 

in a position to prevent themselves from HIV infection. 

Also in Durban, the European Commission announced renewed support for the fight against 

HIV/AIDS, malaria and tuberculosis. Later the same month, I joined leaders in the pre-meeting in 

Tokyo ofthe G8 nations as they met with leaders of key G77 countries. 

Subsequently the G8 heads called for a step change in international health outcomes. They 

agreed to specific targets to reduce the toll of malaria, HIV/AIDS, TB and children's diseases by 

2010. 

These announcements are the fruits of hard work carried out by you, your political leaders, and 

thousands of other health workers around the world. You also took part in a range of national, 
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regional and international conferences - on conditions that disproportionately affect the world's 

poorest people, such as malaria, tuberculosis, and HIV. 

Mr Chairman, while health problems have dominated headlines, we are also on the brink of 

several important achievements. 

I speak first about polio. Next month, in Japan, it seems very likely that we will be able to 

certify that polio has been eradicated from the Western Pacific. This is a tremendous achievement. A 

few years ago, polio was one of the leading causes of disability. In countries like Cambodia, polio 

disabled hundreds of children as little as seven years of age. The eradication effort in the Western 

Pacific stands as a model and a great inspiration for those 30 countries where wild poliovirus still 

maim our children. 

Still, the closer we are to success, the harder we need to work. We must keep in mind that as 

long as there are still cases of polio in the world, we are all vulnerable. That fact was well driven 

home by the isolated case of polio in China last year. We can achieve full global eradication if we 

work together. We need to ensure that immunization continues at the highest possible level of 

quality. We also need to maintain surveillance. 

HIV/AIDS is a global pandemic. Recently, the focus has been on the tragedy unfolding in 

Africa, as countries there are devastated by HIV infection rates of up to 30%. Yet, lower infection 

rates in this Region should lead no one to complacency. Unless we act wisely and forcefully today to 

prevent spread of HIV, we could face tomorrow the severe economic, social and human impact of an 

epidemic, we do have the means to control. 

We need to increase our effort to reach particularly vulnerable groups. It works. The "100% 

condom use programme" has shown that prevention efforts among groups with high-risk behaviour 

work. In Cambodia for example, we have seen a clear drop in HIV infection among sex workers. Let 

this inspire us. 

On the issue of HIV/AIDS care, there has been exciting change. Over the past few months, 

governments and other partners have worked together to enable many more people living with HIV to 

access the care they need. Rhetoric is becoming reality. 

Following the World Health Assembly in May, WHO - together with UNAIDS, and other UN 

agencies - has pursued its mandate and progressed in a dialogue with the pharmaceutical industry. A 

contact group, due to hold its first meeting in just a few days, will bring together Member States, UN 
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agencies and representatives of the industry and NGOs, in what we hope will be a fruitful exchange of 

information and views. 

The initiative is being harmonized with other global and regional partnerships against AIDS. 

Efforts are initially being taken forward in Africa, but they will move elsewhere soon afterwards, and 

swiftly lead to some real change. 

Several other priority health problems are now being addressed by partners working together in 

new and effective ways. In my speech to the World Health Assembly, I presented the Global Alliance 

for Vaccines and Immunization - GA VI - as a prime example of a new model for partnerships in 

international health. During the Assembly, delegates from the 74 eligible countries received 

guidelines for the submission of proposals to the Global Fund for Children's Vaccines, and I 

encouraged a quick response so that support could start to flow to countries by the end of this year. 

This urge for expediency was heeded ... and how! Twenty-four countries submitted proposals 

to the GA VI Secretariat in the very tight timeframe required. Of those proposals, an independent 

review committee found that 13 countries were ready to receive vaccines and/or direct financial 

support, with disbursements starting already in September. The rest will be submitting additional 

information for the next round so that they too can receive support as soon as possible. And another 

20 or so countries are expected to submit proposals during the next review in October. 

The Global Fund supports programmes that are designed by countries. It contributes to the 

sustainability of national health systems, and to synergy between immunization services and other 

health system components. 

Mr Chairman, the commitment to halve the morbidity and mortality from tuberculosis over the 

next ten years in this Region is exciting and impressive. This Region carries a third of the global TB 

burden and sustained progress here will contribute to global progress. The regional strategic plan to 

stop TB in the Western Pacific is an important element of this contribution. 

The evolving partnerships to Stop TB, Roll Back Malaria, and Make Pregnancy Safer will 

increasingly learn from each other's experiences and from mechanisms such as GAVI. They already 

share a number of features. Countries are at the hub of each partnership, with partners reflecting 

shared goals, strategies and values. We try to respond to people's needs in ways that reflect the best 

available evidence. Resources are used and accounted for with care, so that those who provide funds 

are confident that they are used to best effect. The process of implementing country-level 
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partnerships provides an opportunity for national authorities and partners to react to the current 

situation. It leads to more collaborative and sustainable approaches to building effective health 

systems. It gives partners an opportunity to engage in health development and to re-activate their 

financial and technical contributions to countries' health services. 

National priorities are central to these partnerships: national authorities are able to set the 

agenda and secure external support. WHO now seeks new means to scale up the global effort to 

tackle the infectious diseases particularly affecting the world's poorest people: HN/AIDS, malaria, 

TB, diarrhoea and other childhood diseases. 

The point of departure is clear: Infectious diseases are today responsible for around 45% of the 

mortality in developing countries. Approximately half of infectious disease mortality can be 

attributed to just these three diseases - HIV/AIDS, TB and malaria. They cause over 300 million 

illnesses and nearly 5 million deaths each year - and for none of them is there an effective vaccine to 

prevent infection in children and adults. 

They penalize poor communities, as they perpetuate poverty through work loss, school 

drop-out, decreased financial investment and increased social instability - at staggering social and 

economic costs. For example, a recent study has shown that Africa's annual GDP would be up to 

US$ 100 billion greater today if malaria had been eliminated 30 years ago. 

We have drugs that can cure malaria, TB and the opportunistic infections associated with HN. 

We have bed nets and condoms that can prevent malaria and HN infection. Yet for far too many 

people - especially poor people - these lifesaving measures are unavailable, unaffordable, or 

improperly used. 

At the same time, some of the drugs we have are losing their effectiveness - slowly but surely -

because of the relentless development of antimicrobial resistance. Windows of opportunity to cure 

these infections are therefore closing. The research and development pipeline has not kept up with 

needs, and new drugs and vaccines have been slow to appear on the market. 

WHO will be focussing on the need to increase access to essential drugs and prevention 

methods such as bednets to prevent malaria and condoms to prevent HN infection. We will do more 

with governments and development partners to expand financing, ensure affordability, and promote 

effective use of essential drugs and preventive health technologies. 
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A large-scale response is called for. To achieve the global targets of cutting TB and HIV/AIDS 

mortality by 50%, and HIV infection rates by 25%, we need mechanisms to take proven, effective 

interventions to scale. There are differences in the strategies and approaches for HJV, TB and 

malaria. However, for each the locus of prevention and care is most often the home - not in 

established health services. Governments have a central role to play - setting the environment and 

providing leadership. They need the efforts and innovation of a wider range of partners as well. 

It is an immense challenge for all of us, but the rewards are also promising. It means we all 

will have to think new - make new alliances and improve our performance. We must also build on the. 

best achievements of GA VI and the work in Stop TB and Roll Back Malaria, as well as from the 

successes against polio, onchocerciasis, leprosy, guinea worm and lymphatic filariasis. 

The G8 have embraced the overall targets and the concept of a massive effort against infectious 

diseases. The European Commission will convene a roundtable at the end of September and the G8 

are planning a meeting in early December to discuss how to move further towards such new 

mechanisms. 

If our joint efforts are to succeed, we must have channels through which resources for health 

reach those who need them, and systems for ensuring that resources are used effectively and 

equitably, and that there is accountability. 

Mr Chairman, a renewed effort to address diseases associated with poverty should contribute to 

the development of health systems. 

The management of any health system is a balancing act: coping with competing demands, 

matching resources to need, and attempting to ensure that all have access to the care necessary for 

good health. The balancing act is particularly difficult for those countries whose per capita spending 

on people's health is less than, say, $100 per person per year. It is even more difficult in settings 

where the institutions of government are undermined - or even paralysed - by conflict. 

We need to find better ways to assess the performance of health systems that reflect the three 

purposes: improving health outcomes, responding to the people, and fairness in financing. As you 

know, this year, WHO attempted such a first assessment, using the limited data available, in The 

World Health Report 2000. 
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Not surprisingly, the Report proved controversial. Its publication led to widespread discussions 

both in national and international media and among health professionals about how best to assess 

health systems, as well as a more fundamental debate about what makes a good health system. 

This debate is good. Discussion about the concepts and analyses of The World Health Report 

2000 has given us all new insights. To continue the global dialogue on how to get the most out of 

health systems, we will work closely with Member States to make better use of existing data sources 

and, where necessary, to collect new information so that the annual assessments of health systems 

performance are based on the best available evidence. 

Even more importantly, this wave of interest In improving performance offers a umque 

opportunity for many Member States to assess the future of their health systems, and efforts that could 

be made to improve performance. 

WHO is aware that there are no quick and easy answers. And we know that, even when there 

are some agreed basic policy directions, for example expanding pre-payment, hard work is needed to 

put them into practice. 

In response to numerous requests, WHO will be working closely with a number of Member 

States in an Initiative to Enhance the Performance of Health Systems to apply the new WHO 

assessment framework at national and also subnationallevels; to use this analysis as an aid to national 

policy formulation; and to work together to facilitate positive change. Within this Region, three 

countries, China, Australia and Malaysia, are already participating in the Initiative. 

Mr Chairman, in many countries, the focus of our attention is clearly on HIV/AIDS, malaria 

and other infectious diseases. Yet, the rapid shift of the burden of disease from infectious to 

noncommunicable diseases will seriously challenge health systems in the near future and difficult 

decisions will have to be taken. 

For most noncommunicable conditions, there is a lag between exposure to risk and visible 

outcomes, but policy decisions to deal with this shifting burden of disease are required now. During 

the next 12 months we will be looking at a vastly neglected area of public health. I am talking about 

mental health. 

Next year, mental health will be the focus of World Health Day on April 7. No country and no 

community is immune to mental disorders and their impact in psychological, social and economic 

terms is huge. Yet, societies raise barriers to both care and the reintegration of people with mental 
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orders. What makes our task doubly urgent is that there is no reason for inaction - much less 

exclusion. World Health Day, the World Health Assembly in May 2001 and The World Health 

Report 2001 - will all focus on mental health. Together, we will find solutions and strive to make the 

necessary changes. 

We will also achieve change in another key priority area, namely in tobacco control. WHO is 

at the front of this global public health struggle. And the main scene of it is in this Region. The 

international tobacco giants have chosen this Region as their main new market. There are strong 

national economic interests in tobacco in many countries in this Region, which influence government 

policies. But we must not only deal with them - we must also deal with strong forces within some 

governments that do not yet realize that the cost of tobacco by far outweighs the benefits. 

We have the science to convince. We know that higher excise taxes make economic sense in 

addition to reducing smoking, in particular among the young and the poor. We know that smuggling 

is a problem that must be dealt with independently of the price issue. And we know that, in the long 

term, government divestment of tobacco holdings is responsible policy - both economically and 

health-wise. 

We are not interested in tobacco wars. We want tobacco solutions. 

In October, Member States will begin the negotiations on the Framework Convention. This 

will be the first time that the public health community has led treaty negotiations. The process we set 

in motion has already fostered a global debate and pushed countries as well as tobacco companies to 

think about their actions from a public health perspective. The success of the FCTC will depend on 

our ability to link the compelling data to robust decisions. 

First, there will be two days of public hearings in Geneva. We will listen to the views of all 

interested parties, including the tobacco producers and the industry. Then the negotiations will start. 

Many countries in this Region have shown a strong and active support for the work towards a 

Framework Convention. I appreciate this and count on you to continue this support so that the FCTC 

can become a strong and effective tool for tobacco control. 

Mr Chairman, there is no need to remind anyone in this Region that disasters and crises, both 

natural and man-made, are on the increase, affecting a growing number of people world wide. 
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There is no short cut"to dealing with emergencies. Spending on preparedness for disaster may 

seem like resources not being fully used, but the lesson is always that each of our countries will be 

affected one day in one way or another. There needs to be focus on training, hospital and health 

services planning. and stockpiling of supplies. 

WHO has an important function to perform before, during and after emergencies. Our role is to 

assist nations with accurate assessments of damage and needs. It is to ensure the best possible 

coordination of agencies involved, and to make sure that long-term health perspectives are built into 

the emergency relief, so that money spent on an emergency can benefit long-term development needs. 

And afterwards, we in WHO need to help countries share their experiences. 

Mr Chairman, given the major challenges that face us all - governments and technical agencies 

- how will we respond, and what can you, our Member States, expect from WHO? 

WHO continues to have a unique role. At all times we pursue the best interests of our 

constituency - the optimum health of all the people within our 191 Member States. 

At all times we try to ensure that we are guided by the best available evidence - based on the 

careful analysis of experience, on the results of relevant research. 

The clearest reflection of how WHO is changing to serve Member States better is the upcoming 

budget, which you will discuss later. The Programme Budget 2002-2003 is a key instrument for 

advancing the process of change and reform in WHO. Both in its content and in the way it is being 

prepared, it marks a significant departure from previous biennia. 

The budget is a manifestation of the new corporate strategy, which sets out the ways in which 

WHO's Secretariat intends to address the challenges of rapid evolution in international health. The 

programme and budget for each area of work has been worked out through an Organization-wide 

process, jointly between staff from Regional Offices and from Headquarters. 

Thirty-five areas of work have been identified for the whole Organization and constitute our 

common building blocks. And in the process, we clearly identify the 11 priorities endorsed by the 

Executive Board and have moved additional resources to those priorities. 

The proposals for 2002-2003 also follow the decision of the Health Assembly in 1998 to 

reallocate some regular budget resources between our regions. In line with the flexibility given by the 

Health Assembly, I have, however, proposed a somewhat lower level of reallocation in the next 
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biennium. This will benefit those regions, like WPRO, which are contributing considerably to the 

transfers. It is encouraging that the Health Assembly model has also been used as part of a more 

transparent process for recommending the individual indicative country planning figures in WPRO 

following the request from the Regional Committee last year. 

All of this will also give greater importance to the need to focus on a strategic approach to our 

work in countries. You have made great progress in developing a strategic approach within the 

Western Pacific Region. Defining clear priorities helps to ensure that there is a better match between 

country needs and globally agreed strategies. 

Mr Chairman, we are seeing a change in perceptions. Health is big news. Health is accepted as 

a central and necessary element in reducing poverty and ensuring economic growth and social 

progress. There is movement among donors to allocate more money towards interventions that will 

fight diseases. There is a growing realization that we need international agreements and cooperation 

to fight threats to health, such as from tobacco. In short - health has been placed at the centre of the 

development agenda. 

The first decade of this century can become the one in which the world's two billion poorest 

can share in the health revolution. 

But there is nothing irreversible in this process. We need to continue our hard work to maintain 

the momentum. The tiniest sense of complacency may turn health's central role in development from 

a permanent paradigm shift to little more than this year's fashionable theory. 

We are on the brink of seeing real and substantial gains for the health of the poorest, but to do 

so we need to have realistic perceptions of what we can all achieve and what will be necessary for us 

to succeed. 

First of all, we need to see increases in resources for poor people's health, not only from 

governments but also from donors and foundations. The contributions should add to and not replace 

existing financial commitments. 

Secondly, the demand for improved results and measurable outcomes will be relentless. 

Additional funding will dry up unless it can be shown that increased activities have led to improved 

indicators within a relatively short period of time. 
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Thirdly, of course, the challenge is more than anything for governments of all Member States. 

A new focus on health will put increasing demands on countries funding, on absorption capacity, and 

on governance. To make substantial and lasting improvements to health, people themselves and their 

governments will always be the main driving force. 

Let us work together to grasp this opportunity. Let us make this decade the decade that spread 

the health revolution to all. 

Thank you. 


