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112 REGIONAL COMMITTEE: FIFTIETH SESSION 

1. PROGRAMME BUDGET: Item 9 of the Agenda (continued) 

1.1 Proposed programme budget 2002-2003: country allocations: Item 9.2 of the 

Agenda (Document WPRlRC50/5) 

The REGIONAL DIRECTOR, introducing the subitem at the invitation of the 

CHAIRPERSON, said that the second paper on the programme budget made proposals 

concerning the method and process by ·which WHO would detennine individual country 

allocations in the programme budget for the 2002-2003 biennium, as requested in resolution 

WPRlRC49.R5. 

The Committee's request was in line with resolution WHA51.31, which had been 

adopted by the Fifty-first World Health Assembly in May 1998. The resolution had 

recommended that future programme budgets approved by the Health Assembly should, for 

the most part, be guided by a model that drew upon UNDP's Human Development Index, 

adjusted by immunization coverage and population statistics. The consequence for the 

Western Pacific Region was an 18% reduction in allocation over three bienniums, beginning 

in 2000--2001. What the Committee had to consider were the criteria that should be used to 

detennine allocations to individual countries within the Western Pacific Region, given that 

reduction. 

There were several advantages to using the model recommended by resolution 

WHA51.31 to detennine country planning figures within the Region. The model attempted 

to provide an objective means of dividing the allocation and had been approved by WHO's 

global governing body. However, it did have some shortcomings. First, there would be 

inevitable delays in gathering the indicators, some of which might never become available. 

Second, the use of health indicators would reduce allocations to countries with more 

favourable statistics. For example, some developing countries had better immunization 

coverage than some developed countries. Third, for some countries within the Region, 

specific factors needed to be taken into account, which were not necessarily quantifiable. 

Fourth, Human Development Index factors were not available for every country. Finally, the 

allocation for some countries would be reduced to zero because their GNP per capita was 

greater than US$ 9636. 
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To minimize those shortcomings in the model, a number of scenarios had been 

developed by the Secretariat. Consideration had been given to using a model based on 

disability-adjusted life years (DAL Ys). The dilemma had been how to maximize the 

objectivity of the global model, while minimizing its shortcomings. It had been concluded 

that the best solution would be to use the model for a proportion of the total allocation for 

country planning figures. The remainder could then be used to rectifY any anomalies, based 

upon judgement of the health needs of individual countries. That approach was in the spirit 

of the Health Assembly resolution, which stated that allocations "should for the most part be 

guided by" the model. 

He therefore proposed that, as a guiding principle for future budget allocations, 60% 

of the total allocation for country planning figures should be determined in accordance with 

the model recommended by resolution WHA51.31. The remaining 40% would be distributed 

in accordance with the following criteria: (1) the difference between the allocation for 

2000-2001 and the new allocation should be adjusted over three bienniums to avoid radical 

changes; (2) an adjustment should be made to ensure that least developed countries (LDCs) 

should not receive a lower allocation in 2002-2003 than they did in 2000-2001; (3) the 

possibility of a minimum allocation should be considered for countries and areas that would 

receive zero allocation if the model recommended by resolution WHAS1.31 was applied; 

and (4) the specific health needs of individual countries should be taken into account. 

The Regional Committee's discussion on the item would relate to WHO's global 

policy on country allocations. In line with her expressed wish for there to be "One WHO", 

the Director-General had indicated that she wished to explore the possibility of developing a 

global approach to the method of determining country allocations. He supported that move 

and suggested that the Committee's views on the matter should be forwarded to the 

Director-General as representing the views of the Regional Committee for the Western 

Pacific on country allocations. 

Dr ROMUALDEZ (Philippines), commending the clarity of the interim report 

presented under agenda item 9.1 and expressing satisfaction at the expectation that 

implementation of the regular budget for 1998-1999 was expected to be 100% by the end of 

the biennium, said that in the face of impending reductions improved fmancial management 

became even more vital. The appropriate use of scarce resources was extremely important if 

the new and reduced set of priorities outlined in the Framework for action was to be applied. 
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The Regional Office would play a vital role in mediating and reconciling priorities for 

countries and the various levels of WHO, and he therefore welcomed the Regional Director's 

plans for coordinating mechanisms in that regard. Referring to Annex 2 to document 

WPRJRC50/5, he noted with concern that the regional allocation agreed upon by the Health 

Assembly had disproportionately weakened some regions in comparison with Headquarters 

in budgetary terms. 

The urgent need to redistribute resources to meet the many unserved requirements of 

Africa and Central Europe, for example, were understandable, but the major part of the 

resulting burden of reallocation seemed to fall on regions, compared with a reduction of only 

slightly over I % for Headquarters. That would appear to run counter to the principle of 

decentralization of health management, an extension of the hallowed primary health care 

policy of bringing responsibility and capacity for health closer to the people. He hoped that 

those considerations would be taken into account in discussions of respective roles at the 

highest levels of management in WHO. 

The Philippines strongly supported the Regional Director's proposals outlined in 

document WPRJRC50/5. 

Mr Chan Hyung PARK (Republic of Korea) expressed appreciation for the Regional 

Director's report on the item, which drew attention to a number of difficulties with the model 

recommended in resolution WHA51.3l for determining country allocations. The suggested 

adjustment of the allocation over three bienniums appeared reasonable. In particular, falling 

health indices and economic standards in Asian countries affected by the economic crisis 

must be reflected in the allocations for 2002-2003 if negative effects on their long-term 

efforts for recovery were to be avoided. The Republic of Korea no longer fell into the 

supposed category of countries with a per capita GNP greater than US$ 9636, which would 

have resulted in a zero budget allocation if the model were applied strictly. Per capita GNP 

in 1998 was nearer US$ 6800. 

Furthermore, a sudden reduction in the Republic of Korea's allocation would mean 

the closure of the country liaison office in 2002-2003 and a decrease in the country planning 

figures, causing serious damage in the health field. 
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He therefore supported the Regional Director's proposals, particularly that of gradual 

implementation using the model, and proposed that the country liaison office in the 

Republic of Korea should not be closed for the time being. 

Dr SHINOZAKI (Japan) supported the Regional Director's proposal to apply the 

formula to 60% of the total allocation for country planning figures in accordance with the 

model recommended in resolution WHA51.31 and to apply the criteria set out in 

document WPRlRC50/S in determining the remaining 40%, which would result in a good 

balance between objectivity and flexibility. 

Referring to criteria (4), concerning specific needs of individual countries, he 

requested that for Japan the current fellowship programme should continue to receive a 

budget allocation. 

Mr LID Peilong (China) agreed that a flexible approach was required to the 

application of the model proposed in resolution WHA51.31 and supported the Regional 

Director's proposal to use the proportions of 60%-40% to achieve such flexibility, which 

appeared both realistic and reasonable. He also supported the suggestion that the conclusions 

of the current discussion should be reported to the Director-General. 

He noted that the current process for determining country allocations took place 

largely within WHO, involving the Regional Office, WHO Representatives and Country 

Liaison Officers, with little direct participation by countries themselves. He called for a 

more open process involving the governments of the Region. Finally, resolution WHA51.31 

called for the Director-General to monitor and evaluate the application of the model. He 

hoped that a similar evaluation of the application of the Regional Director's proposed 

guiding principles for improvement of the process would be undertaken. 

He asked whether the Regional Director could indicate the proportions of budgetary 

allocations at the country, intercountry and regional levels for 2002-2003 compared with 

those for 2000-2001. 

Dr YOUK SAMBATH (Cambodia), expressing appreciation for the Regional 

Director's efforts to institute reform and improve the structure and strategy of the Region in 

response to the changing health needs of Member States in spite of financial constraints, 

supported the proposals outlined in document WPRlRC50/S. 
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Where Cambodia was concerned, she requested WHO to take into account the need 

for public investment in six areas: development of health information systems; human 

resources development; disaster preparedness; control of tuberculosis, dengue haemorrhagic 

fever and hepatitis B; development of blood transfusion services; and health services along 

the borders with the Lao People's Democratic Republic, Thailand and Viet Nam. 

Ms EARP (New Zealand) endorsed the application of the formula to 60% of the total 

allocation for country planning figures, taking into account the criteria set out in the 

document under review, in order to determine individual country allocations. She agreed that 

the possibility of a minimum allocation should apply only to countries in need and not to 

those which were Members of the OECD. Countries which had special needs as a result of 

changing circumstances, such as those outlined by the Republic of Korea, should be 

considered on a case-by-case basis. 

The process should be seen as a transitional measure that would help the Region to 

adapt to changes in budget allocation. The proposed criteria should subsequently be 

reviewed against actual allocations, in order to ensure that resources were being focused on 

countries in need and on the health priorities identified. 

Mr ROKOV ADA (Fiji) agreed that the allocation model recommended in resolution 

WHA51.31 had shortcomings, which precluded its exclusive use. He therefore supported the 

Regional Director's proposals and emphasized the importance of taking into account the 

specific health needs of individual countries in distributing the discretionary portion of the 

allocations. 

Ms DAVIDSON (Australia) strongly supported the formula proposed for 

implementing resolution WHA51.31, which provided a clear and transparent system for 

determining regular budget allocations to regions. She was concerned, however, at the 

proposal to apply the formula to only 60% of the total allocation for country planning figures, 

the remaining 40% to be allocated at the discretion of the Regional Director. If those 

discretionary funds need to be substantial to permit adjustment to country allocations, they 

should also be subject to a transparent and objective distribution process. 

She did not support the proposal to consider a minimum allocation for countries that 

would not receive resources under the model outlined in resolution WHA51.31. If, as a result 

of applying a fair and objective model, a country did not receive funds, that outcome was 
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reasonable on the basis of relative needs. There was no need for minimum allocations; 

indeed in line with that principle her country had foregone its entire country allocation. 

Noting that the global formula established by resolution WHA51.31 would be 

reviewed by the Executive Board at its 105th session in January 2000, she suggested that a 

final decision on the model to be used in the Western Pacific Region should be postponed 

until the outcome had been considered. 

Dato' CHUA Jui Meng (Malaysia) endorsed the proposed guiding principles for 

future country allocations. He agreed with the previous speakers that the discretionary 

allocation, which would involve considerable sums should also be subject to a transparent 

and objective process. The specific needs of individual countries had to be taken into 

account, and should be discussed extensively between the Regional Director and the 

countries concerned, in view of their varying priorities. The allocations would contribute 

greatly to the effective implementation of priority activities in countries. WHO also had to 

have the necessary resources to respond to disasters in the Region, including outbreaks of 

disease. 

Mr MOOA (Kiribati), noting that application of resolution WHA51.31 had resulted 

in a significant reduction in the overall budget allocations for the Region in 2000-2001, and 

that there was no easy method to determine country allocations, endorsed the proposals for 

2002-2003 set out in document WPRJRC5015. 

Mr MANUOHALALO (France) stressed the importance of transparency in the use of 

funds, and of maintaining levels of support to LDCs. He supported the proposal of China for 

closer consultation between the Regional Office and Member States in order to determine 

priorities for country budget allocations. 

Dr ALTANKHUYAG (Mongolia) pointed out that full application of the model 

recommended in resolution WHA51.31 could have a significant impact in a country like his 

own with a sparse population scattered over a large area. He therefore endorsed the Regional 

Director's proposals, stressing the need to take account of the specific health situation in 

countries. 
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Mr UEDA (Palau), endorsed the proposed method for determining country 

allocations. The method proposed was the least painful way of deploying reduced resources 

to meet increasing needs. 

Mr W ARAKOHIA (Solomon Islands) likewise endorsed the proposed method for 

country budget allocation, noting that various factors had to be considered in addition to the 

UNDP Human Development Index. 

Dr DALALOY (Lao People's Democratic Republic) also supported the application 

of the fonnula proposed, taking into account the considerations set out in the document under 

review. 

Mr TRING BANG HOP (Viet Nam) similarly endorsed the Regional Director's 

proposal. 

Mr BOYER (United States of America) pointed out that other resources were 

available, which should be taken into account. For example, the Health Assembly in 

May 1999 had decided that US$ 15 million of casual income would be distributed among the 

regions for countries in greatest need, a decision from which the Western Pacific would 

benefit. With regard to extrabudgetary resources, Annex 4 of document WPRlRC50/4 listed 

the donors that had cooperated with the Western Pacific Region. However, the funds 

indicated did not include resources that countries received directly from multilateral donors 

to support their health programmes. 

While he too supported the Regional Director's proposals for country allocations, he 

agreed with Australia and Malaysia that the final decision should be held open until the 

Director-General had examined the issue on a global basis. 

Ms ALALOTO (Tuvalu) also expressed her support for the proposed method for 

determining country allocations. 

Referring to the release of funds through local cost advance requests, she noted that 

although budgets were drawn up in United States dollars, the funds were released in local 

currency. She was concerned that exchange rate losses might further reduce an already 

limited budget, and requested the release of funds in United States dollars. 
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Dr TAMARUA (Cook Islands), referring to the comment of the Philippines 

concerning the 52% of the budget allocated to Headquarters as indicated in Annex 2 of the 

document under review, considered that more resources should be shifted to the regions, 

which were closer to the countries. He fully supported the proposals contained in the 

document, and agreed with previous speakers that procedures should be transparent and 

geared to serving the countries most in need. 

The REGIONAL DIRECTOR said that he appreciated the support expressed for his 

proposals. He pointed out that the figures had not been chosen arbitrarily. Different 

combinations had been examined but it had been concluded that a 600/0-40% split provided 

an optimal balance between the requirements for objectivity and for meeting the real needs of 

countries. The 60% portion was to be applied according to a mathematical formula: there 

would be no margin for adjustment. The issue was how to deal with the remaining 40%. He 

had set out four criteria in document WPRlRC5015 for determining the allocation of that 

portion. 

He agreed with the representatives of China and Australia that transparency in 

applying the criteria would be crucial. Although the first three were quite open and 

transparent, the consideration of criterion (4) concerning the specific health needs of 

countries might be more difficult to quantify. Most of the discretionary 40% would be 

absorbed by criteria (I) to (3), but that would still leave some US$ 1 million for adjustments 

according to criterion (4). He assured the Committee that these funds would be disbursed in 

a way that was as transparent and accountable as possible. 

In reply to questions from the Republic of Korea and Japan, he confirmed that the 

special needs of countries would be taken into consideration and that his proposals would be 

implemented gradually, so that no country would suffer from a drastic change. 

In reply to the request of China for an indication of the proportions of budgetary 

allocations at the three levels of the Organization, he said that, for the forthcoming biennium, 

83% of the total regional budget would be allocated to country and intercountry activities. 

Only 17% would be allocated to the Regional Office. With regard to the 2002-2003 

biennium, the country allocation would be decided in October by the Director-General and 

the Regional Directors. Although he could not give a firm commitment at the moment, levels 

similar to those ofthe 2000-2001 budget should be maintained during 2002-2003. 
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The ACTING DIRECTOR, ADMINISTRATION AND FINANCE, replying to the 

question raised by the representative of Tuvalu on possible payments in United States dollars, 

said that advances given towards local costs were measured in terms of local currency. The 

components against which advances were made were also regularly reviewed, so that any 

losses that might occur should be minimal. 

The CHAIRPERSON requested the Rapporteurs to prepare an appropriate draft 

resolution. 

2. ERADICATION OF POLIOMYELITIS IN THE REGION: PROGRESS REPORT: 

Item 10 of the Agenda (Document WPRJRC50/6) 

The REGIONAL DIRECTOR said that the fact that there had been no new cases of 

poliomyelitis in the Western Pacific Region for over two years was a real credit to all 

Member States, especially those which had until recently suffered from the burden of 

poliomyelitis. The annual number of cases had been reduced from 6000 in 1990 to zero in 

1998. 

He thanked UNICEF; the governments of Australia, Japan, the Republic of Korea 

and the United States of America; the Agency for Cooperation on International Health; 

Rotary International; and Rotary International Districts 2640 and 2650 for their support. He 

also thanked the governments of Canada, Finland, France, Italy, Malaysia and Sweden, which 

had supported the initiative in the past. 

The quality of surveillance had been maintained at the highest level throughout the 

Region. Over 12000 cases of acute flaccid paralysis (AFP) had been reported and 

investigated since the onset of the last case in March 1997, and stool samples from 85% of 

those cases had been tested in reliable laboratories. Although cases of AFP had been sought 

even in the more inaccessible, sparsely populated areas of the Region, not a single wild 

poliovirus had been found. He was therefore confident that the transmission of wild 

poliovirus had finally been interrupted. 

By 2000, no new case of poliomyelitis would have been diagnosed in the Region for 

three consecutive years. Subject to the approval of the Regional Commission for the 

Certification of the Eradication of Poliomyelitis after it had reviewed documentation from 

every country, the Region could be declared poliomyelitis-free. That would not be the end of 
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the story, however, as surveillance for APP would have to be maintained until global 

certification, in particular in the border areas with neighbouring Regions of WHO. 

Supplementary immunization on a reduced scale would still be needed for populations that 

were considered to be at high risk from potential re-introduction, including people living in 

border areas and some mobile populations. 

Member States must remain aware of the need to contain laboratory stocks of wild 

poliovirus, which would be the only source of the virus following eradication. 

He concluded by drawing attention to the long-term benefits of poliomyelitis 

eradication. In many countries, the investment in human resources that had been part of the 

poliomyelitis eradication initiative had resulted in improved immunization programme 

coverage and strengthened communicable disease surveillance systems. Those countries 

were now better equipped in technical and management terms to accelerate the control of 

communicable diseases. Although poliomyelitis was a disease of the 20th century, the legacy 

of its eradication would live on. 

Ms EARP (New Zealand) applauded the efforts and level of priority that had been 

given to the eradication of poliomyelitis by Member States. It would be important to 

continue to support immunization programmes and to maintain surveillance at the highest 

level. She requested the Regional Director to provide clear advice to countries on the 

containment of laboratory stocks of wild poliovirus. Her country was tracing the location of 

all laboratory stocks in order to establish an inventory and to ensure that all isolates were 

effectively and safely contained. 

Dr KUN (Nauru) asked the Regional Director whether there was any guarantee that 

wild poliovirus could be contained safely and whether poliomyelitis might be reintroduced if 

the virus escaped. 

Dr TEMU (Papua New Guinea) expressed his thanks to the Governments of 

Australia and Japan, UNICEF, WHO and the United Nations Population Fund for helping his 

country to achieve the goals of its national and subnational poliomyelitis eradication 

programmes. A subnational immunization day was to be held imminently on the island of 

Bougainville. His country was committed to the goal of poliomyelitis eradication. 
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Dr ARlF (Malaysia) said his country continued to support WHO's global 

poliomyelitis eradication initiative and was ensuring that the quality of surveillance for AFP 

and poliovirus was sustained at the level required for certification. Immunization coverage 

with three oral doses of poliomyelitis vaccine exceeded 90% and would be further improved 

in order to protect against the effects of any wild poliovirus imported from endemic regions. 

Exhaustive retrospective records searches for cases of AFP were being made in certain areas 

to gauge the sensitivity of the AFP surveillance system. He urged Member States to 

collaborate with WHO in establishing an inventory of laboratories in which wild poliovirus 

was being held, and to ensure that laboratories that handled and stored the virus applied the 

appropriate safety measures. 

Dr KOI (Macao) reported that although no case of poliomyelitis had been found in 

Macao since 1975, the Expanded Programme on Immunization had been continued, with five 

oral doses of vaccine given free of charge to all residents under the age of 18. Coverage with 

three oral doses of poliomyelitis vaccine in infants under 12 months of age had been 92% in 

1998. A certification committee had been established in 1996, and a comprehensive 

programme had been developed to meet WHO requirements. Active surveillance for AFP 

had been carried out since 1997, and intensive investigations requiring two adequate samples 

for virological analysis had been conducted. No poliovirus had been found in any stool 

samples analysed in the previous three years. A workshop on eradication of poliomyelitis 

had been organized in March 1999. He was confident that Macao would fulfil the 

requirements for certification of eradication in the year 2000. 

Mr MOOA (Kiribati) commented that the collaboration between Member States, 

UNICEF and WHO in poliomyelitis eradication was an excellent example of partnership in 

health. His country worked closely with UNICEF and a reference laboratory in Australia to 

ensure monitoring and surveillance of cases of AFP, which with immunization were 

prerequisites for poliomyelitis eradication. Safe laboratory storage, containment and perhaps 

destruction of wild poliovirus were important issues that required clarification. The Regional 

Director had been dedicated to poliomyelitis eradication for many years and, with 

collaboration, external funding and technical support, the Region should be in a good 

position to be declared poliomyelitis-free by 2000. 

Dr TUFA (United States of America) said that no case of AFP had been recorded in 

American Samoa since the beginning of active surveillance. The international campaign to 
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eradicate poliomyelitis by 2000 was entering its final phase. Although the Region would 

almost certainly be certified as poliomyelitis-free, high-quality surveillance and 

supplementary immunization with oral vaccine in high-risk areas must be maintained; even 

after certification, the Region must remain vigilant until global eradication had been 

achieved. A strategy for post-eradication immunization should be devised that addressed the 

questions of whether immunization should be continued, who should be immunized, with 

what vaccine and for how long. The role of research in long-term eradication should be 

considered. Unless global eradication were achieved, poliomyelitis would re-emerge as a 

major problem, as had tuberculosis and malaria. The global financial savings that would be 

seen following the eradication of poliomyelitis had been estimated to amount to US$ 1 500 

million per year, some of which could be used for other health needs and global challenges. 

Eradication of the scourge of poliomyelitis was close. Countries should work together to 

make it a reality that all of them could share. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland) paid tribute to 

the Regional Director and his staff and to Member States for their achievements in the 

eradication of poliomyelitis. The process had brought great benefit to communicable disease 

surveillance as a whole. She joined other representatives in stressing the importance of 

maintaining that surveillance. 

Dr ROSS (Solomon Islands) said that no case of poliomyelitis had been recorded in 

his country in the past 10 years, but surveillance for cases of AFP was incomplete owing to 

an inadequate reporting system. The immunization programme continued to be intensified by 

training and mobilizing communities to update the vaccination records of their children. 

Although annual immunization coverage was better than 85%, funding for vaccine was 

waning because of the economic recession. He asked the Regional Director for support in 

procuring vaccine. The safe handling and storage of existing stocks of wild poliovirus must 

be ensured, and plans should be made for the ultimate destruction of those stocks when 

global eradication had been certified. 

Dr LEE (Republic of Korea) said that although no case of poliomyelitis due to wild 

poliovirus had been reported in his country since 1983, the nationwide AFP surveillance 

system, involving more than 70 hospitals, was being strengthened with support from WHO. 

Only II cases of AFP had been found since September 1998. A national workshop was to 

be held later in 1999 and participation at the annual convention of the Korean Paediatric 
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Association was planned. WHO should playa core role in the containment of stocks of wild 

poliovirus and in setting up a strategic plan for their ultimate destruction. 

Dr SHINOZAKI (Japan) said that the fact that no case of poliomyelitis due to wIld 

poliovirus had been found in the Region since March 1997 was attributable to the work of the 

Regional Director and his predecessor. His Government regarded the eradication of 

poliomyelitis as a priority in international health cooperation and, in that respect, had 

provided oral vaccine and assistance in strengthening surveillance and laboratory diagnosis to 

Member States of the Regions of the Western Pacific and South-East Asia. The National 

Institute of Infectious Diseases had served as a regional reference laboratory and was one of 

six specialized reference laboratories. Surveillance systems were gaining in importance 

during the last phase of the poliomyelitis eradication initiative, and the high level of 

surveillance for AFP and the supporting network of laboratories for diagnosis must be 

maintained or improved further. Another task would be the appropriate management of 

stocks of wild poliovirus, including an inventory and plans for safe handling and 

containment. Although no case of poliomyelitis had been seen in the Region for some time, a 

number of cases had been reported in neighbouring regions, indicating the need for 

strengthened surveillance and supplementary immunization. His country would continue to 

support the WHO goal of global poliomyelitis eradication. 

Dr BOLADUADUA (Fiji) welcoming the substantial progress made by towards 

eradicating poliomyelitis in the Region, said that the Pacific island countries were doing their 

utmost to maintain immunization coverage and sustain surveillance activities in respect of 

AFP. She acknowledged the support received from UNICEF, the Governments of Australia, 

Japan, Malaysia, Republic of Korea, United States of America and other international 

partners such as Rotary International and Rotary International Districts 2640 and 2650 of 

Japan. It was important to sustain efforts so that regional certification of eradication could be 

achieved. 

Fiji was in the process of compiling an inventory of laboratories and undertaking 

annual accreditation reviews in order to ensure effective containment of wild poliovirus 

stocks. 

Mr MANOUHALALO (France) emphasized the need to continue surveillance 

activities and immunization campaigns in high-risk areas. New Caledonia had had no case of 
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poliomyelitis SInce 1979 .. Under the surveillance system recommended by WHO, his 

Government had notified two cases of AFP in 1998. 

Dr SUN Xinhua (China) congratulated all concerned on the outstanding 

achievements of the last year which would make poliomyelitis eradication achievable by 

2000. If eradication was to be assured, it was important to ensure compliance with 

resolution WHA52.22 which had urged Member States to establish adequate laboratory 

containment of wild poliovirus. His Government had started containment measures in 

provincial laboratories and would draw up an inventory of laboratories holding wild 

poliovirus stocks and develop a mechanism for their destruction. Other Member States 

should be encouraged to do likewise. In addition, although wild poliovirus had disappeared 

in the Region, the presence of the virus in neighbouring countries had to be considered. It 

was necessary to strengthen vigilance and establish closer contact with countries In 

neighbouring Regions. Finally, it was important to develop a regional plan for continued 

high immunization coverage and maintenance of surveillance after the eventual certification 

of eradication. 

Dr CHAR MENG CHOUR (Cambodia) thanked WHO and other partner countries 

for providing financial and technical support to Cambodia in implementing its immunization 

campaign, as a result of which, reported poliomyelitis cases had fallen to zero cases in 1998. 

Supplementary immunization would be conducted in November and December 1999, 

targeting 30% of the national population in high-risk areas. 

He informed the Committee that, at a recent meeting, Cambodia and Thailand had 

agreed to develop a strategic framework for responding to cross-border health problems, 

including surveillance of poliomyelitis. He appealed to WHO and other partners for support 

in that regard. 

Dr MAK (Hong Kong, China) wished to be associated with the commendations of 

other delegations; the achievement of regional certification of eradication would be the result 

of concerted efforts of Member States and international agencies. 

Dr PRETRICK (Federated States of Micronesia) said that his country had remained 

free of poliomyelitis. He expressed his country's commitment to participating in high-quality 

surveillance and maintaining high immunization coverage. 
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Dr DALALOY (Lao People's Democratic Republic) expressed his delegation's 

appreciation of the efforts made by all concerned to achieve the goal of eradication. In his 

country, the last case attributable to wild poliovirus had been reported in July 1996. 

Surveillance of cases of AFP had been established in 1995 and had gradually improved. The 

majority of surveillance indicators were now in compliance with WHO requirements. At a 

meeting of the national certification committee for reexamining high-risk AFP cases, there 

had been no cases of poliomyelitis reported. Successful national immunization days had 

been organized from 1994 to 1998 and subnational immunization days had also been 

arranged in January and February 1999 for areas where there was a risk of importation of 

wild poliovirus and where surveillance was weak. Coverage of children below five years had 

reached 88%. However, routine immunization coverage had been only 68% in 1998. 

Reporting of AFP cases with stool samples was still too low. In addition, the country's 

terrain presented transportation difficulties. 

Further subimmunization days would be held in January and February 2000 in areas 

where there was a high risk of importation. 

Dr TRINH QUAN HUAN (Viet Nam) commended the report and expressed his 

country's commitment to the goal of poliomyelitis eradication by 2000. Over the last five 

years, Viet Nam had maintained immunization coverage of more than 90% of children under 

one year of age. From 1993 to 1997, it had implemented national immunization days, 

covering more than 99% of children under five years with two doses of oral polio vaccine. 

High-risk-response immunization had been implemented in 1997 and 1998 and would 

continue in 1999, covering more than 60 districts in southern and central Viet Nam. 

Supplementary immunization had also been conducted in 1998 and more than 99% of 

children under five years received two doses of oral polio vaccine. 

Despite budget constraints, Viet Nam had maintained its level of investment in 

immunization and poliomyelitis eradication programmes and would continue efforts to 

strengthen local vaccine production, aiming for self-sufficiency in polio vaccine supply. His 

country would continue with high-risk-response immunization, supplementary immunization, 

and high-quality AFP and virological surveillance. The National Committee for Certification 

of Polio Eradication had been established in December 1997 and had met regularly. The 

Committee had certified the destruction of laboratory stocks of wild poliovirus and in 
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August 1999 had concluded that Viet Nam was eligible to be recognized free of poliomyelitis 

by 2000. 

The REGIONAL DIRECTOR thanked all concerned for their positive comments and 

suggestions. He agreed that there was no room for complacency: efforts to achieve global 

eradication were now more important than ever. In order to attain that goal it would be 

essential to maintain routine immunization coverage, formulate measures to ensure 

high-quality surveillance; prepare plans for supplementary immunization activities in 

countries at high risk, and remain vigilant for possible importation of wild poliovirus from 

neighbouring regions. He drew attention to efforts being made by the Regional Commission 

for the Certification of Poliomyelitis in the Western Pacific to reinforce high-quality 

surveillance to ensure that wild poliovirus was no longer circulating. 

The DIRECTOR, COMMUNICABLE DISEASE PREVENTION AND CONTROL 

said that, at a meeting held in August 1999, the Regional Certification Commission had noted 

the importance of the containment of laboratory stocks of wild poliovirus. Materials were 

currently held in a large number of government departments, universities and research 

institutions. Coordination between those institutions would be essential to ensure adequate 

containment. WHO had drawn up a Regional Plan of Action for Containment which was 

being distributed to all Member States. For regional certification, all Member States should 

have substantially completed both an inventory of facilities where wild poliovirus or wild 

poliovirus infectious materials could be held, and a clear national plan based on WHO 

guidelines for completing the containment process. 

The CHAIRPERSON requested the Rapporteurs to prepare a suitable draft 

resolution. 

3. ANNUAL REPORT ON SEXUALLY TRANSMIITED INFECTIONS, HIV 

INFECTION AND AIDS: Item 11 of the Agenda (Document WPRlRC5017) 

The REGIONAL DIRECTOR said that the number of HIV infections and AIDS 

cases being reported in the Region continued to increase every year. A cumulative total of 

94 167 HIV infections and 17 596 cases of AIDS had been reported by the end of 1998. 

However, there was significant underreporting and underdiagnosis. WHO estimated that, by 

1998, 700000 individuals were HIV-infected, and the cumulative total of AIDS cases in the 
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Region was over 70 000. Transmission of HIV infection was increasing through sexual 

contact in most countries, although a few experienced epidemics among injecting drug users. 

By 2000, the total number of people in the Region infected with HIV was expected to 

reach I million, at which time the annual number of new cases of AIDS was expected to be 

double that for 1998. 

In some countries, the number of HIV infections appeared to be stabilizing or even 

declining. However, considering the high incidence and prevalence of sexually transmitted 

infections (STIs) in the Region, there was potential for increased HIV transmission in many 

countries. It was therefore essential that HIV prevention measures were continued, 

strengthened and directed at those most at risk of infection - commercial sex workers and 

their clients. 

WHO had an active STI and HIV / AIDS programme in the Region to meet that 

challenge. Epidemiological surveillance for STis and HIV / AIDS was being reinforced in 

collaboration with national epidemiologists. Considerable efforts were being directed at 

commercial sex workers and their clients: 100% condom use was being promoted and 

support was being given to specific programmes, such as model clinics or outreach 

programmes. Support for the prevention and control of STis through strengthening of health 

services included training for STI programme management, promoting STI syndromic case 

management and developing counselling skills for health workers. WHO was continuing to 

work with Member States to improve the safety of blood transfusions and blood products. 

Finally, WHO was increasingly involved in supporting AIDS care activities. 

Over the past three years, in countries which could afford them, the use of 

antiretrovirals had significantly reduced morbidity and mortality due to HIV. However, the 

cost remained high, at about US$ 1000 per month per person, and treatment required close 

clinical and biological monitoring. Moreover, it was often difficult for patients to adhere to 

treatment regimens, because of the numerous side-effects and treatment constraints. 

Emerging resistance to the treatment was also a serious concern. 

Progress had been made in the reduction of transmission of HIV from mother to 

child, mainly because of the introduction of short-course regimens, which were both cheaper 

and easier to administer. However, to be effective, such treatments still required extensive 
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HIV testing and counselling as well as the procurement of breast-milk substitutes for the 

infants of HIV -positive mothers. 

He concluded by giving an assurance that WHO would continue to focus its efforts 

on public health interventions, in close collaboration with Member States, UNAIDS and all 

other partners involved. 

Dr KOI (Macao) said that there had been five cases ofHIV infection in Macao from 

1 January to 15 July 1999, all of thenl female, and two cases of AIDS, which had proved 

fatal. The cumulative total from 1986 to 15 July 1999 was 198 cases of HIV infection, 136 in 

females, 61 in males, and one unknown; 27 of the persons concerned were permanent 

residents of Macao, and 153 were temporary. A total of 17 people had developed AIDS, nine 

of whom had already died. A stable AIDS programme was in operation and intensified 

health education and HIV surveillance were continuing. The compulsory testing of foreign 

workers in entertainment facilities, started in 1992, had been maintained. Health education 

and information exchange had been stepped up, and public awareness of HIV and AIDS 

control had been raised considerably. 

Dr ENDO (Japan) drew attention to the fact that, although the number of cases of 

HIV infection and AIDS in the Region remained moderate, the spread of HIV infection 

among intravenous drug users and people living in areas of high population mobility, such as 

the Mekong region, was alarming. More should be done to promote measures to prevent 

HIV/AIDS, including control of STIs, since experience had shown that they worked. That 

was why the Japanese Government had been cooperating with countries in the Region where 

HIV prevalence was high, organizing seminars and workshops in close collaboration with 

WHO and UNAIDS. Japan had also made financial contributions to HIV/AIDS and STI 

control through UNAIDS. 

The time had come to pay more attention to the presence of AIDS orphans in the 

region, although that was an issue for the social development sector as well as the health 

sector. Tothat end, the Regional Office should strengthen partnerships with various agencies 

in the Region, including nongovernmental organizations and the private sector. 
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Dr KUN (Nauru) said that the geographical isolation of Nauru accounted for the fact 

that HN infection was absent from his country. The Healthy Island Programme Centre, 

which had been established in 1997, ran a prevention programme in collaboration with WHO 

and the South Pacific Commission to increase public awareness of STIs, HN and AIDS. The 

authorities were, however, concerned about the possibility of transmission from neighbouring 

islands. In order to prevent that, the Government was considering passing a law whereby 

workers on arrival and people working for longer than three months would have to prove that 

they were free of HN infection. 

He asked for clarification concerning financial assistance for country programmes, in 

particular through UNAIDS. 

Dr MALAD (Papua New Guinea) said that HNIAIDS was an expanding problem in 

his country and the Government was committed to a comprehensive multisectoral response to 

the epidemic. A National AIDS Counci I had been set up in December 1997, with a 

secretariat and participants from the public and private sectors. In its first four and a half 

months, national and regional workshops had been conducted to ensure a multi sectoral 

response at all political levels, and to identify and deal with risk settings. He acknowledged 

the support of Australia and of all the UNAIDS cosponsoring agencies, including WHO. 

However, coordination and collaboration was proving difficult, and he asked for clear 

guidelines on the role of UNA IDS and the various partners involved in UNAIDS. 

Dr LEE (Republic of Korea) said that in addition to a law on HNIAIDS that had 

been passed in the Republic of Korea in 1987, there were promotional activities and free 

health examinations for the public and AZT treatment for people living with HN. In 

August 1999, a special project had been launched to improve STI and HN surveillance in the 

country. In addItion, gonococcal drug resistance was being watched. A database on drug 

resistance, started in 1998, was now available on the Internet. An international seminar was 

to be organized in Seoul in March 2000 by the Korean Government. His Government had 

now turned to the problem of the underreporting of cases of STIs. He agreed with WHO that 

high incidence and prevalence of STls had to be watched carefully as it might indicate the 

potential for increase levels of HN infection. He proposed that WHO conduct a study of 
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health care systems in Member States, in order to provide evidence on underreporting. 

Depending on the gravity of the problem, a standard protocol should be developed by WHO 

to guide each Member State on the production of data on drug resistance. 

The meeting rose at 4.55 p.m. 


