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1. ADDRESS BY THE INCOMINC CHAIRMAN: Item S of the Agenda 

After welcomi?g the re~resentat ive of Vanuatu. who had joined the 
members of the Reg1onal Comm1ttee that morning, the CHAIRMAN addressed the 
Committee (see Annex 1). 

2. REPORT OF THE REGIONAL DIRECTOR: Item 8 of the Agenda 
(Document WPR/RC36/2) (continued) 

Chapter 13: Disease prevention and control (pages 111-135) (continued) 

Dr DE SOUZA (Australia) said that, in response to the request made to 
him at the previous meeting, he had attempted to provide the Committee with 
his perceptions of what AIDS was - and perhaps more importantly, of what it 
was not, since that should be constantly made clear in order to counter 
public fear and hysteria. 

The Committee had before it an extract from the WHO Chronicle, 
entitled "AIDS: Where do we go from here?" AIDS was an infectious disease 
caused by one of a group of retroviruses, lymphadenopathy-associated 
virus/human T-lymphotropic virus type Ill (LAV/HTLV-III). It had an 
incubation period of some 2-5 years. Numerous strains of the virus had 
been identified and different strains showed different variations in the 
configuration of the surface antigens, in which respect it was somewhat 
similar to hepatitis viruses. That suggested that there would probably be 
some difficulty in developing a suitable vaccine, certainly over a short 
period of time. The virus was of relatively low infectivity. It was 
probably less infectious than hepatitis B and it had no affinity whatsoever 
to smallpox, to which some people tended to liken it. The virus was 
transmitted through blood and had also been found in other body fluids, 
such as tears, saliva, semen and breast milk. There were no known cases of 
infection resulting from exposure to tears or saliva. Transmission via 
semen or breast milk was probable, particularly where there was concomitant 
trauma to mucous membranes or skin. There were now many families in which 
one member had antibodies to the virus and was therefore carrying antigens, 
while other members had no evidence of AIDS or AIDS-related syndrome. The 
fact that the virus had been found in semen had serious implications for 
programmes involving artificial insemination by donor. 

The virus attacked the immune system of the body and in particular the 
T lymphocytes. It was recognized in the blood by a change in the ratio of 
T cells to suppressor cells. Once the immune system was compromised, the 
body was open to attack by a variety of opportunistic agents. Those that 
particularly tended to be associated with AIDS included Pneumocystis 
car1n11 and cytomegalic virus. Where the immune system was severely 
affected, such infections were frequently overwhelming and the patient died. 

Three categories of the condition were recognized. Category A was 
that of fully developed AIDS, characterized by severe depression of the 
immune system and associated with Pneumocystis carinii pneumonia, Kaposi's 
sarcoma, cytomegalic infection, Legionella infection, etc. - and inevitably 
fatal. Up to 4 September 1985, Australia had had 110 cases of AIDS in 
category A with 50 deaths. 
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In the second category, known as AIDS-related complex, there was less 
severe depression of the immune system, although Kaposi's sarcoma might be 
present. Enlargement of the lymph nodes was coDillon. Patients were often 
debi 1 ita ted and suffered from diarrhoea and recurrent fever. They could, 
however, survive without suffering the most severe infection. Their 
condition was known as lymphadenopathy syndrome, or LAS. Some of them 
progressed to category A. The long-term prognosis for the remainder was 
uncertain. 

People in category C were symptom-free but carried antibodies. It was 
now believed that people in all categories of the disease carried the v1rus 
and it was possible that they would remain infective throughout their 
lives. The condition could be equated in many ways with hepatitis B. 

There was no evidence at present that the v1rus was spread by 
cohabitation or normal social contacts or even by more intimate 
heterosexual contacts. It was not spread through food or by coughing or 
sneezing. People should thus be reassured that they would not catch AIDS 
on public transport, for example, or from crockery or cutlery in 
restaurants. Attention should nevertheless be paid to correct personal and 
interpersonal hygiene. Transmission was through blood, and possibly 
through certain body fluids. Infect ion might occur through injection of 
contaminated blood, most obviously through blood transfusion, or through 
puncturing of the skin with contaminated sharp instruments, particularly in 
the case of intravenous drug users, acupuncture patients, etc. Hale 
homosexual intercourse, both oral and anal, was frequently characterized by 
trauma to mucous membranes, which facilitated entry of the virus. It was 
important to realize that a proportion of men who engaged in homosexual 
activities were known to be bisexual, thus entailing a risk of spread to 
the heterosexual community. The groups at risk were homosexuals with 
multiple sexual partners (accounting for some 90% of cases), recipients of 
blood transfusion and blood products, intravenous drug users and to a less 
extent those likely in their professions to come into close contact with 
blood fluids, or to be associated with various kinds of needle puncture. 
Such persons as hostesses and female prostitutes were also exposed to some 
degree of risk. 

Once AIDS had gained access to a community, it could spread rapidly 
and become a public health problem. It should nevertheless be kept in 
perspective in relation to all the other serious public health problems to 
be considered. 

There was no known cure. Treatment was given for intercurrent 
infective episodes with whatever supporting therapy it was possible to 
provide. Management of an established case cost about $45 000 in Australia 
and far more in the United States of America. Efforts of governments and 
health authorities had to be concentrated on public information and 
education and management of established cases. Following the discovery of 
the first case in Australia, a high-level scientific advisory body had 
immediately been established to monitor national and international trends, 
to collect information, to advise governments, health professional bodies 
and national blood transfusion services, to prepare bulletins and 
guide 1 ines for health professionals and to advise on research. The task 
force included physicians, research workers and health administrators. A 
community advisory body, known as the National Advisory Committee on AIDS, 
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had also been established. Among those serving on it were media 
personalities, government representatives, representatives of the homosexual 
population, the blood transfusion services and haemophiliac societies and a 
representative of the aforementioned scientific task force. Its purpose was 
to keep the public fully informed, to liaise with the homosexual community, 
to allay suspicion and fears, to facilitate open discussion and interaction, 
to seek the cooperation of the media in presenting rational and objective 
pictures of the problem to the community and to seek the cooperation of the 
community where difficulties arose. Despite all the efforts of the hational 
Advisory Committee, there were still irrational fears. For example, a small 
girl who had become a carrier of AIDS antigen as a result of a blood 
transfusion had been isolated from the community as a result of such fears. 
The case had received a great deal of publicity and, despite all the 
assurances given to them, parents who had withdrawn their children from the 
play school attended by the girl in question were unwilling to return them 
there. 

A special AIDS coordinating unit had been created within the 
Department of Health to collect data and act as a clearing house, to service 
the committees concerned, and to facilitate rapid responses to their 
recommendations. The question of national notification of AIDS had been 
discussed with and readily agreed to by the various Australian states. The 
need to pay strict attention to confidentiality of data and to avoid 
invasion of privacy wherever possible had been recognized. The evaluation 
and acquisition of AIDS antibody tests kits had had to be considered. An 
evaluating system had been established in Melbourne. Five sets of kits had 
been tested and the most appropriate ones selected. A large amount of 
laboratory equipment had had to be obtained and the costs had begun to mount. 

The establishment of antibody testing centres had been considered. 
Blood transfusion centres were the first priority as AIDS was beginning to 
appear in patients who had received transfusions. Testing centres at 
specific regional hospitals and sexually transmitted disease clinics were 
also essential in order to avoid those worried that they might have AIDS 
going to blood transfusion centres and donating blood in order to establish 
whether or not the antibody was present thus increasing the risk of 
contaminated blood entering the supply. Such people had to be tested at 
separate centres. 

Consideration had also been given to regional reference laboratories 
1n each capital city. As representatives had heard, there were 30%-40% 
false-positive results at the first testing. Thus, all positive samples had 
to be rechecked. A national reference centre was also required to test 
samples still found to be positive in a final check using the western blot 
test system. Research was continuing to improve the sensitivity and 
accuracy of tests and a further and more satisfactory test might soon be 
available. 

Heat treatment facilities had had 
manufacturing centres and all existing 
recalled, heat treated and then reissued. 

to be 
stocks 

set 
of 

up in 
factor 

blood product 
VIII had been 

In cooperat;ion with the Red Cross blood transfusion service, special 
blood donor declaration forms had had to be developed, which all donors were 
required to sign. The form sought information to ascertain whether a 
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potential donor belonged to a high-risk group and sought consent for 
HTLV-III antibody testing. Detailed discussions had taken place as to 
whether legal sanctions should be applied to those making false 
declarations - a highly controversial issue. 

National advertising campa1gns had been considered and an AIDS 
research fund established. 

He hoped his outline, while not exhaustive, gave a picture of the 
activities involved, which had cost Australia millions of dollars over the 
past year. 

A further aspect involved the whole question of case management for 
AIDS victims, which included: special clinics in major cities and 
designation of specific hospitals for treatment; development of hospice 
care and housing; 'gay' support groups to care for victims in the 
community; and education programmes for the homosexual community to 
encourage changes in life-style, use of condoms, etc. Use of condoms was 
an important preventive measure - a sixfold increase had occurred in sales 
of condoms in Australia. 

He proposed that the Rapporteur be requested to prepare a draft 
resolution recognizing the serious threat to public health posed by the 
emergence of AIDS, and encouraging national governments to institute 
measures to prevent its introduction and spread in their countries and to 
inform their populations fully about the public health risks in order to 
prevent irrational hysteria about AIDS. 

Dr CHRISTMAS (New Zealand) asked the representative of Australia what 
measures had been introduced to deal with cases showing positive results in 
antibody tests, who were believed to be carriers of the virus. Until 
diagnostic facilities were available to isolate the virus in each case, the 
infectivity of such cases could not be determined. The question was of 
particular concern to countries where AIDS was emerging. 

Dr DE SOUZA (Australia) said that the setting up of counselling 
services for those found to have the antibody was essential. Samples had 
first to be checked and rechecked to ensure that they were truly positive. 
In Australia, two actions were then possible. Cases detected in donors 
attending the blood transfusion service were referred to the family 
doctor. The subject was requested to v1s1t the doctor, who then gave 
counselling. Those detected at AIDS testing centres were given counselling 
directly at the centres. The main problem in counselling was to allay the 
understandably intense anxiety aroused on learning of the positive result; 
a number of persons had reacted badly and committed suicide. 

Dr WONG FAT (France) thanked the Regional Director, members of the 
Secretariat and the representative of Australia for giving a timely review 
of the situation regarding AIDS in the Region. 

In French Polynesia. tourism played a major part in the economy. It 
was, therefore. essential that the administration should be concerned by 
the possible emergence of AIDS. A serological survey had been undertaken 
by the Inetitut de Recherche M'dicale Louis Mallarde in a high-risk group 
(homosexuals). The survey, concluded in August 1985, had found no suspect 
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cases. In two months' time, a case-finding survey would be instituted 
systematically for blood donors and facilities would permit some 6000 blood 
tests during 1986. Serological tests in all blood transfusion centres 
would becom~ compulsory and ~nclear results would be checked systematically 
by the Inst1tut Pasteur, Par1s. WHO would be kept informed of the results 
of that survey. 

The CHAIRMAN requested the Rapporteur, 
representative of Australia, to prepare an 
(For consideration of the draft resolution, 
1.2 and the seventh meeting, section 1.1). 

with the assistance of the 
appropriate draft resolution. 

see the fifth meeting, section 

Chapter 14: Health information support (pages 137-139) 

There were no comments. 

Chapter 15: The Regional Committee (pages 141-145) 

There were no comments. 

Chapter 16: The regional structure (pages 147-155) 

Dr TAPA (Tonga) requested information on the current position 
regarding recruitment to professional posts concerning projects. At 
previous sessions of the Regional Committee, concern had been expressed 
that failure to fill such posts might affect country programme activities. 

Mr UHDE (Director, Support Programme) said that, as indicated in the 
report, on 30' June 1985 there were twenty-seven vacant posts concerning 
projects. Of course, at any one moment in time, there would be a certain 
number of vacancies resulting from resignation, retirement, creation of new 
posts, etc. Thus, for example, there had been twenty-three similar 
vacancies reported in the report for the previous biennium. Of the 
twenty-seven current vacancies, the duties for ten posts were being covered 
by long-term consultants. For nine posts funding would cease at the end of 
1985, making recruitment difficult and impractical for the remaining 
months. The Regional Office was taking vigorous steps to fill the 
remaining eight posts and would continue those efforts. Some difficulties 
were being encountered in finding properly qualified and experienced staff. 

The Regional Office took steps to ensure that country programmes did 
not suffer as a result of the vacancies. Staff at the Regional Office and 
intercountry project'"' staff were making efforts to compensate by visiting 
the countries concerned. Representatives could rest assured that the 
Regional Office was giving its full attention to the matter. 

Dr CHRISTMAS (New Zealand) asked what mechanisms were employed 1.n 
recruiting professional project staff. Public health workers who knew the 
work of WHO and were interested in an international career would presumably 
write to WHO expressing their interest. 

He was not aware of posts being advertised. 

Mr UHDE (Director, Support Programme) 
was in contact with Headquarters, where a 
applicants was kept. Technical officers 

said that the Regional Office 
master file of all i nterested 
also had their contacts for 
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possible recruits. Vacancy announcements were not made for field project 
posts. Perhaps they should be advertised. While the mechanisms used had 
been successful in the past, there was always room for improvement, 
particularly as regards the speed in filling vacancies. 

The REGIONAL DIRECTOR reminded representatives that regulations 
regarding geographical distribution of staff in WHO were an important 
factor in recruitment. There were three categories of countries: those 
from whom recruitment was to be discouraged; those from whom recruitment 
was still possible but who were already well represented; and those from 
whom recruitment was to be actively encouraged. The latter were of 
different types. There were some affluent countries or countries newly 
open to WHO (such as Japan and China) where qualified staff were available 
but where language problems existed. There were other affluent countries 
for which the salary scales and, for project posts, living condition for 
the staff member and his/her family were no encouragement to recruitment. 
A third type included the smaller developing countries where the few 
qualified professionals were usually in positions of national importance 
and where recruitment was rendered virtually impossible, as it would have a 
serious impact on national health services. 

Difficulties in recruitment were also being encountered for posts at 
the Regional Office, as salary scales and the Manila post adjustment were 
no longer so attractive. 

As Mr Uhde had said, efforts were being made through intercountry 
staff to ensure that implementation of country programmes did not suffer. 

DR CHRISTMAS (New Zealand) suggested that letters from WHO to Member 
States, indicating vacant posts available in the Region and 
internationally, might encourage recruitments. Other agencies, such as 
UNESCO, IAEA and SPC, had contacted his Government directly in that way and 
interested staff were encouraged to apply. WHO should also be encouraging 
more women to apply. It was only by making the vacancies more widely known 
that more people would apply. 

Dr TAPA (Tonga) asked how many women were employed on professional 
posts in the Region. He recalled that the Thirty-eighth World Health 
Assembly had adopted resolution WHA38.12, which called inter alia for the 
target set for the proportion of all professional and higher-graded posts 
~n established offices occupied by women to be raised to 30%. 

Mr UHDE (Director, Support Prograna:ne) said that the proportion of 
women employed in professional posts was only 8%, but that it was hoped 
that it could be increased. However, of all the applications received, 
even when posts were advertised, only 10%-12% came from women, and the 
proportion that could be seriously considered, on grounds of qualification, 
experience, language, etc., was much lower. The Regional Director would be 
increasing his efforts to recruit more women. 

The REGIONAL DIRECTOR said that the proportion of women had been 
higher three of four years earlier, but the sudden fall had resulted from 
the retirement of a group who had started their careers at the inception of 
WHO. Efforts would be made to improve recruitment. 
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Dr KHALID (Malaysia) requested c lari ficat ion of the statement ~n the 
report that on l January 1985, in accordance with decision EB75/17 Add.l, 
20 post adjust~nt multiplier points had been consolidated into the base 
salary scale for professional category staff and above, and post adjustment 
levels had been redu~ed correspondingly. 

Mr UHDE (Director, Support Programme) said that the change had not 
affected salary levels and had had no budgetary implications. Salary 
notifications for Manila , which had had 20 post adjustment multiplier 
points, showed an increase in base salary and a corresponding reduction of 
post adjustment. 

Dr KHALID (Malaysia) was pleased to note that the change entailed no 
budgetary increase but wondered whether it had affected recruitment. 

Mr UHDE (Director, Support Programme) conceded that the change might 
have had an adverse psychological effect that was not helpful to 
recruitment, since a base salary advertised at US$3500, for example, might 
be reduced to US$3000 at a duty station with a minus post adjustment. It 
was essential to explain the system carefully to candidates. 

Dr BIUMAIWAI (Fiji) said that, earlier in the year, the WHO Programme 
Coordinator's Office in Suva, Fiji, had lost three staff members, one of 
whom had been regarded as particularly important in relation to the nursing 
programme in Fiji and the South Pacific islands generally. He wished to 
know whether they would be replaced or whether the posts were to be 
abolished. 

Dr HAN (Director, Programme Management) said that there was no plan to 
reduce the activities of the Suva Office. The intercountry nursing post at 
Suva had been abolished. However, in view of the current reconstruction of 
Fiji's nursing school (with the assistance of Japan) and the need to 
strengthen nursing activities in Fiji and the South Pacific, a study tour 
to Japan for nursing staff had been arranged and a request for a study tour 
to Australia was being considered. Subsequently, it was hoped to 
re-establish a nursing post to cover Fiji and the South Pacific. In 
addition, with effect from January 1986, a new post had been established in 
Tonga to cover basic nursing training. The management officer's post had 
been moved from Suva to the Regional Office. Some 50% of the time of the 
intercountry officer concerned would be devoted to the South Pacific area. 
Thus there would be no reduction in collaboration with the South Pacific 
area, although the number of staff based in Suva had been reduced. 

PART II: Review of selected programmes (pages 157-182) 

1. Expanded programme on immunization (pages 157-169) 

Dr KHALID (Malaysia) welcomed the comprehensive review of the current 
situation in the Region provided in the report. The target of the expanded 
programme on immunization was to provide every child in the Region with 
full immunization coverage by 1989 and to provide women of child-bearing 
age with i11111unization against tetanus. Only four years from the target 
date, coverage waa still leas than 50% for infants. Some of the problems 
being encountered were highlighted in the report. Immunization was a 
mainstay of co~unicable disease prevention and the technology was 
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effective. What was needed was good organization and management. It 
might, therefore, be appropriate to draft a resolution urging the Regional 
Director and Member States to intensify their activities under the expanded 
programme, to identify and overcome problems, and to institute appropriate 
and effective .onitoring and evalu,uion systems at both the national and 
regional leveb. 

The CHAIRMAN requested the Rapporteurs to prepare a draft resolution 
along the lines suggested by the previous speaker. (For consideration of 
the draft resolution, see the fifth aeeting, section 1.3). 

2. Diarrhoeal diseases (pages 171-182) 

Dr BASACA-SEVILLA (Philippines) noted the progress made in the 
programme, particularly as regards training in and promotion of oral 
rehydration therapy. She commended the Secretariat's quick and timely 
response in providing disaster relief in the past biennium. She was 
concerned that some of those imple.enting the programme might not be making 
full use of the results of the evaluations undertaken to assess progress, 
problems and constraints. It might be appropriate to prepare a draft 
resolution requesting the Regional Director; to give more support to 
Member States for the development of action plans for diarrhoeal disease 
control, especially those where there had been no development; to provide 
more help with the production of oral rehydration salts in areas that were 
not sel £-sufficient; to undertake further promotion of oral rehydration 
therapy among laymen, especially clinicians; to undertake regular and 
comprehensive programme reviews and evaluations; and to implement 
strategies for the reduction of morbidity, particularly in the areas of 
domestic hygiene, promotion of breast-feeding and safe weaning practices. 

Dr CHOUNLAMANY (Lao People's Democratic Republic) said that his 
country had a broad disease prevention and control programme, particularly 
(and in cooperation with WHO and UNICEF) for the six major diseases. AIDS 
was not a priority problem. Some problems had been encountered with the 
cold chain and with transport. Efforts were being made to reduce the 
impact of diarrhoeal diseases, with emphasis on the need to provide safe 
water supply in rural areas, on the need to provide oral rehydration kits, 
and on the need for improved environmental hygiene. While some positive 
results had been achieved, the programme should be expanded. Malaria, 
dengue haemorrhagic fever and acute respiratory infections were also still 
major problems. 

Dr TAPA {Tonga) said that the expand~d prograae on immunization and 
the diarrhoeal disease progra.ae had been selected for review because of 
their importance in the Region. He therefore supported the proposals that 
resolutions be prepared covering both programmes. 

Dr DE SOUZA (Australia) drew the attention of representatives to some 
research recently undertaken at the University of Western Australia on the 
use of non- carbonated soft drinks, i.e. fruit cordials, to provide safe 
drinking water. The results obtained ao far had been published {Gracey 
et al. Annals of Tropical Paediatrics, 5, 3-6 (1985)). Research was 
continuing with the support of a cordial manufacturer, and clinical trials 
were under way in Indonesia. While such treatment was not an alternative 
to oral rehydration salts, it might prove useful in preparing small 
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quant1t1es of drinking water, especially 
form, in such areas as prevention of 
additive to oral rehydration salts as an 
palatability. 

if it could be prepared in powder 
travellers' diarrhoea and as an 
antibacterial agent and to improve 

The CHAIRMAN requested the Rapporteurs to prepare an appropriate draft 
resolution concerning diarrhoeal diseases. In the absence of any further 
comments on the Regional Director's report, he would also ask the 
Rapporteurs to prepare an appropriate draft resolution on the report as a 
whole. (For consideration of the draft resolutions, see the fifth meeting, 
sections 1.1 and 1.4). 

3. SPECIAL PROGRAMME FOR RESEARCH AND TRAINING IN TROPICAL DISEASES: 
MEMBERSHIP OF THE JOINT COORDINATING BOARD: Item 9 of the Agenda 
(Document WPR/RC36/3) 

The REGIONAL DIRECTOR drew attention to paragraph 2.2.2 of the 
Memorandum of Understanding on the administrative and technical structures 
of the Special Programme for Research and Training in Tropical Diseases, 
which provided for the selection of two representatives as members of its 
Joint Coordinating Board from among those countries directly affected by 
the diseases dealt with by the Special Programme. 

The two Member States of the Western Pacific Region selected by the 
Regional Committee to send representatives to Geneva as members of the 
Board were currently Malaysia and the Republic of Korea. The three-year 
period of tenure of the Republic of Korea expired on 31 December 1985. 

The Committee would wish to appoint a Member State to represent the 
Region from 1 January 1986. 

The CHAIRMAN proposed Viet Nam. 

Dr WELCH (Australia} supported the proposal. 

The CHAIRMAN, in the absence of further comments, noted that the 
Committee approved the. proposal that Viet Nam should represent the Region 
on the Joint Coordinating Board and asked the Rapporteurs to prepare a 
draft resolution. 

The REGIONAL DIRECTOR reminded Member States that any country not 
selected for appointment to the Board, either by the contributors to the 
Special Programme Resources (paragraph 2. 2.1 of the Memorandum of 
Understanding) or by the Regional Committee, could express interest in 
being designated as a member by the Joint Coordinating Board itself 
(paragraph 2.2.3 of the Memorandum of Understanding}. The Board could 
designate three such members and there would be a vacancy under that 
category in January 1987. Application& for membership must reach the 
Special ProgrUIIle Coordinator 60 days before the next meeting of the 
Board. The exact dates and place of the 1986 meeting of the Board would be 
conveyed to Member States in the usual letter in due course. (For 
consideration of the draft resolution, see the fifth meeting, section 1.5). 
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4. SUB-COMMITTEE ON TECHNICAL COOPERATION AMONG DEVELOPING COUNTRIES; 
Item 10 of the Agenda 

4. 1 Report of the Sub-Committee; 
(Document WPR/RC36/4) 

Item 10.1 of the Agenda 

121 

Dr CHRISTMAS (New Zealand), Chairman of the Sub-Committee on Technical 
Cooperation among Developing Countries, introducing the Sub-Committee's 
report, said that the Sub-Co~~Daittee had met in July 1985 to study the 
technical cooperation aspects of traditional medicine, with particular 
reference to herbal medicine and acupuncture. It was significant that the 
Sub-Committee recognized that those two technologies were appropriate for 
most countries in the Region but that their introduction, or any 
improvements in their use, should be considered on their own merits, and 
not as contingency measures to be introduced merely because the government 
concerned lacked resources. 

On the basis of the information provided by the Secretariat, the 
Sub-Committee had noted the considerable diversity in the stages of 
development and application of acupuncture and herbal medicine among 
countries or areas of the Reglon. While significant progress had been made 
in acupuncture, less had been achieved in herbal medicine except in a few 
countries. It had also been observed that there were a number of research 
institutions in the Region which could be used as international training 
centres for herbal medicine. 

Representatives were invited to examine closely. the recommendations, 
which touched on promotional activities, the preparation of national 
formularies (of particular importance), research, training, maintenance of 
high standards of practice, designation of collaborating centres, exchange 
of information, and mobilization of resources. Emphasis should be laid on 
evaluating established measures in order to make their therapeutic benefit 
easier to assess and thus render them more widely applicable. 

In summary, the recoaaendations urged countries to review the status 
of herbal medicine and acupuncture in the light of the needs of their 
health strategies and to initiate programmes for their development as 
indicated, if they had not yet done so, as an integral part of their 
strategies. Countries were furthermore urged to assess the benefits of 
their traditional pharmacopoeias and to disseminate information on the 
subject, and to share their resources and research. 

Dr SUNG WOO LEE (Republic of Korea) said that his country fully 
supported the Sub-Committee's recommendations. While traditional medicine 
was based on similar principles of therapeutic method, it had been 
developed independently in the different Member States. Through intensive 
research and wide exchanges of information, more effective methods of 
therapy could be discovered and developed. The research and training 
programmes should be further strengthened. 

Dr FURUICHI (Japan) considered that integration of traditional 
medicine into primary health care activities would be a significant step 
towards implementing the health-for-all strategies. The Region was in an 
advantageous position to carry out such integration in view of the 
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practical knowledge of traditional medicine that had been built up over the 
centuries. His Government fully supported the Region • s efforts to 
strengthen and promote traditional medicine. 

Dr LIU XIRONG (China) considered that traditional medicine had a very 
important role to play in primary health care. Many countries in the 
Region had accumulated rich experience in its use and exchanges of such 
experience were essential. China wished to share its experience in 
acupuncture and herbal medicine with other Member States and would give 
full support to regional activities. 

Dr .CHOUNLAMANY (Lao People's Democratic Republic) agreed with the 
Sub-Commlttee that the Region had rich resources in traditional medicine 
~is count~y's potential was great, particularly in medicinal herbs; 80 fa~ 
1t had l1sted more than a hundred plants with medicinal value. Its 
traditional medical practices, which were closely connected with Buddhist 
traditions, were being used to strengthen primary health care. 

An important element of primary health care was the supply of 
essential drugs. One way for developing countries to overcome the lack of 
resources, including money to buy drugs, was to integrate traditional 
medicine into their health systems. To promote its scientific use, his 
country had cooperated with Viet Nam in a survey of traditional resources 
covering plants that could be used against malaria, diarrhoea and cough. 

Medicinal herbs were now part of the curriculum for medical and other 
health personnel and for traditional pract1t1oners, including Buddhist 
priests. Help was needed from WHO and other countries, particularly in 
such fields as production techniques and quality control. 

Dr SUI CHI HIEU (Viet Nam) said that, in order to integrate 
traditional practices into modern medicine, his country had emphasized the 
training of basic health personnel in the use of medicinal plants in the 
villages, the management of health posts and the mobilization of the local 
population, including traditional healers, for health programmes. 
Technical staff, who traditionally enjoyed the people's respect, should be 
trained among the population they were to serve. All resources must be 
used in the most effective way. 

Mr TIXIER (Cook Islands) said that his country's 1984 Health Act had 
formalized the role of communities in health care and promotion, and served 
to strengthen the policy of self-reliance and community participation. The 
Act had established a representative Health Committee to advise on health 
policy. At its first meeting in July 1985, the Committee had adopted 
twenty-three resolutions, including one on the study of herbal medicine. 

Dr KHALID (Malaysia) welcomed the Sub-Committee's report and the 
exhibition on traditional medicine in the lobby. Traditional medicine was 
allowed in Malaysia as an important adjunct to western medicine. 

He agreed with the Sub-Committee's recommendations. In addition, it 
would be useful if countries exporting traditional medicines would give the 
botanical names of herbs; they should also disclose the contents if the 
medicines came in dosage forms. A number of forms had been found to 
contain dangerous substances, e.g. lead. arsenic, mercury, corticosteroids 
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and analgesics. Malaysia had recently introduced regulations requ1r1ng the 
registration of all medicines, including traditional products. Disc l osure 
by exporters of information on contents would help to ensure that only safe 
traditional medicines were marketed. 

Dr BASACA-SEVILLA (Philippines) said that the Philippine Ministry of 
Health had established three pilot factories to prepare herbal medicines, 
including anti-pyretic, anti-cough, analgesic and anti-spasmodic 
preparations. Neighbouring farmers were being encouraged to grow the herbs 
for sale to the factories. The standardization of bioassays for the 
quality control of those preparations was being examined. 

Dr VERMEULEN (Samoa) said that herbal medicine was wide l y practised in 
Samoa but factual information was lacking. The Government was aware that 
action was needed because cases of poisoning associated with herbal 
treatment had occurred. It would welcome WHO's help to put such treatment 
on a more scientific basis. 

An acupuncturist in Samoa as a United Nations volunteer had produced 
some impressive results. and China was now being asked to send an expert in 
this field. 

Dr TAPA (Tonga) welcomed the Sub-Committee's report and supported its 
recommendations. There was no doubt that traditional medicine could play a 
useful role in primary health care. Tonga had no acupuncture, but a 
limited form of herbal medicine was practised. 

Dr BIUMAIWAI (Fiji) said that, while his country had no law regulating 
traditional medicine, the use of healing plants was an old tradition. A 
book entitled Secrets of Fijian medicine had recently been published after 
years of research which listed plant names in Fijian and English with the 
corresponding diseases. 

He thanked China for training three medical officers 1n acupuncture, 
which was now being practised in Fiji. 

Dr SIALIS (Papua New Guinea), commending the report, welcomed the 
recommendation that countries might start with simple research in the form 
of surveys. Many plants used medicinally in his country had already been 
studied in other parts of the Region, and the work need not be repeated. 

An important element of pr1mary health care was to make use of 
available resources; the use of plant medicines was a good example of that 
approach. 

In view of the Thirty-seventh World Health Assembly's resolution 
WHA37.13 on the spiritual dimension in the Global Strategy for health for 
all, he wondered whether the way in which the different faiths and beliefs 
contributed to good health had been followed up. 

Dr CATI (Kiribati) stressed that the Sub-Committee's recommendations 
would all assist the countries in achieving sel £-sufficiency and 
self-reliance. 
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Dr BAYAN (Philippines) thanked China and WHO for assisting her 
country's training programme on acupuncture and acupressure for physicians 
and paramedical staff respectively. By the end of 1986 it was hoped to 
train some 1000 physicians in acupuncture through regional trainers, 
themselves trained by Chinese consultants. 

The Philippines had prepared a manual on the commonly used medicinal 
plants; the use, preparations and dosage shown were based on clinical 
testing and bioassays by the University of the Philippines. 

Dr WONG FAT (France) expressed strong reservations about the wide use 
of traditional medicine. There was not a sufficient guarantee of safety, 
and serious poisoning often occurred, especially in children. The practice 
of medicine by non-medical personnel was illegal, and safeguards were 
needed to prevent charlatanism. To avoid major accidents, only remedies 
that had been scientifically tested should be used. 

Mr MAETIA (Solomon Islands) said that in 1979 his country's Cabinet 
had recognized the importance of traditional medicine in primary health 
care by approving research aimed at improving coverage by health services. 
When used wisely and honestly, it could contribute much. It was a part of 
a people's culture, beliefs and behaviour, and the principle that it could 
bring the balance of a normal being to a normal level was important. It 
was used in his country to treat a number of diseases, especially those of 
mental origin. 

Dr VOCCOR (Vanuatu) expressed support for the Sub-Committee's report. 
His country had always used traditional medicine and had learnt much from 
China and other countries. However, it had a long way to go in the 
scientific study of local herbs. He would make further comments during the 
Technical Discussions. 

The CHAIRMAN agreed that two important factors in traditional medicine 
were its ready availability and its cost. The French representative's 
point that traditional remedies must be carefully screened was valid; on 
the other hand, they must remain leas expensive than manufactured drugs. 

Traditional medicine had always been followed in Cook Islands. A 1915 
law prohibiting herbal medicines had been ignored in recent years because 
it was impossible to enforce. Thus traditional medicine should be studied 
and accepted. 

The REGIONAL DIRECTOR thanked the 
recommenda~ions and the Committee for ita advice. 
New Guinea representative and the Chairman on 
medicine. 

Sub-Commit tee for its 
He agreed with the Papua 

the role of traditional 

With regard to the labelling of imported traditional drugs, some 
manufacturing countries had at one time used dangerous drugs - included 
some that were banned - as adjuvants, but that had largely been corrected. 
In China, a new law on pharmaceuticals governing domestic trade and exports 
had come into force in July 1985. Factories were being inspected, and some 
had been closed. Traditional medicines should be prepared in accordance 
with WHO's "Good practices in the manufacture and quality control of drugs" 
and its certification scheme on the quality of pharmaceutical products 
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moving in international commerce. WHO should be informed of problems. In 
French Polynesia the inteneive studies to identify herbs used 1n 
traditional medicine and find new herbs had inevitably revealed some 
adverse effects. 

A number of countries had found traditional medicine effective and had 
successfully integrated it. especially at primary health level. The 
subject would be further discussed during the Technical Discussions, the 
outcome of which would be issued for distribution. 

In the absence of further comments. the CHAIRMAN invited the 
Rapporteurs to prepare an appropriate draft resolution. (For consideration 
of the draft resolution. see the fifth meeting. section 1.6). 

4. MEMBERSHIP OF THE SUB-COMMITTEE ON TECHNICAL COOPERATION AMONG 
DEVELOPING COUNTRIES: Item 10.2 of the Agenda 

The CHAIRMAN suggested that. in view of the JOlnt meeting of the 
Sub-Committee with the Sub-Coaaittee on the General Programme of Work to 
review the structure. terms of reference and methods of work of the two 
Sub-Committees, details of which were given in document WPR/RC36/5. 
consideration of the subject of membership should be deferred until after 
discussion of that document under item 11.1 of the agenda. 

It was so agreed. 

5. SUB-COMMITTEE ON THE GENERAL PROGRAMME OF WORK; Item 11 of the Agenda 

The REGIONAL ··DIRECTOR pointed out that the Sub-Commit tee's report was 
as usual divided into separate parts to conform to separate items on the 
Agenda. Part I referred to the item under consideration. Item 11.1; and 
Part II to Item 12. He hoped the Committee would agree to discuss each 
Part separately under the relevant agenda item. 

Part I of the Sub-Committee's report was divided into three sections. 
The first part dealt with the country visits to New Zealand and Papua New 
Guinea in relation to alcohol and drug-related problems, the second with 
the review of the structures. terms of reference and methods of work of the 
two Sub-Committees, and the third with other business. Referring to one of 
the topics dealt with in the third section. namely, health-for-all 
leadership development. the Regional Director said that the 
Director-General had wisely stressed the need for leadership to achieve the 
goal of health for all. Leadership was one of the major determinants of 
the success of any endeavour. The health field in Member States of the 
Western Pacific Region was not lacking in the qualities of leadership and 
resolve. The issue was perhaps whether leadership for health for all 
needed to be further enhanced and reoriented in order to effectively 
overcome the constraints reported by Member States in their evaluation 
reports. especially in the area of intersectoral coordination. The latter 
challenged the leaders of the health sector to think in the long term. to 
accept the fact - without embarrassment - that the health sector needed the 
support of other sectors, and to welcome the opportunity which other 
sectors might offer it of supporting them also in achieving their own goals. 
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5.1 Report of the Sub-Committee: Item 11.1 of the Agenda 
(Document WPR/RC36/5) 

The CHAIRMAN asked whether the Committee could agree to the Regional 
Director•s proposal that Part I of the report of the Sub-Committee should 
be discussed first, and Part II under agenda item 12. In past years, 
consideration of the question of membership of the Sub-Committee had been 
deferred until all parts of the report had been discussed, but this year, 
because of the proposed amalgaUUltion of the two Sub-Committees, it was 
proposed that the question of membership should be taken immediately 
following Part I of the report of the Sub-Committee on the General 
Programme of Work. That meant that Part I I would not be discussed until 
after the question of membership had been decided. 

It was so agreed. 

Dr FOLIAKI (Tonga), Rapporteur of the Sub-Committee on the General 
Programme of Work, introducing the section of Part 1 of the Sub-Committee•s 
report dealing with the review and analysis of WH0 1 s collaboration with 
countries, in particular the reports on the country visits to New Zealand 
and Papua New Guinea, said that alcohol and drug-related problems were 
becoming an important social and health issue not only in the developed 
countries but also in developing countries of the Region. 

The prevention and control of alcohol and drug abuse had been selected 
as the topic of the review by the members of the Sub-Committee, who had 
visited New Zealand and Papua New Guinea. 

It was clear that, based on the experiences gained in that visit, 
alcohol- and drug-related problems were widespread and increasing in the 
Region and the Sub-Committee recommended that WHO should continue to 
intensify its collaboration with Member States in that area. The Committee 
would wish to study the cone lus ions and recommendations of the 
Sub-Committee. 

Hr INAGAWA (Japan) expressed gratitude to the Sub-Committee for a 
clear and comprehensive report. Problems related to alcohol and drug abuse 
had become a matter of great concern to many countries of the Region. 
There was a need for a proper evaluation of the medical and social effects 
of alcohol and drug abuse, and steps towards prevention and control were of 
major importance in establishing health-for-all strategies. He supported 
the report's conclusions and recommendations. 

Dr DE SOUZA (Australia) suggested that the C011111ittee might wish to 
take into cone iderat ion, as relevant to the first part of the 
Sub-Committee's report, the fact that sales of low-alcohol beers were now 
increasing in a number of countries and notably in Australia, where they 
now accounted for 20% of sales. Although ten or twelve years ago, it had 
not been expected that such beers would ever become popular, increased 
public awareness of the role of alcohol in traffic accidents had meant that 
low-alcohol drinks had gained acceptability. In Australia, that 
development had had the twofold effect of reducing deaths and serious 
1nJuries from traffic accidents, and of reducing the total amount of 
alcohol being drunk in the country as a whole. 
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Dr SUNG WOO LEE (Republic of Korea) also appreciated the observations 
made by the Sub-Committee on the prevention and control of alcohol and drug 
abuse, which helped to throw light on the level of progress attained by the 
various Member States in that regard. His delegation could in general 
support the recommendations made on pages 6 to 7 of the report, but would 
appreciate some explanation of the reasons for changes in membership 
proposed in recommendation (3). 

The CHAIRMAN said that the point raised by the representative of the 
Republic of Korea would be dealt with when Part 11 of the report was 
considered. 

Dr CATI (Kiribati) also commended the Sub-Committee for its brief and 
clear report on alcohol-related problems and problems of drug abuse. The 
primary health care-related approach adopted by Kiribati, which had enabled 
those problems to be tackled in the traditional way by eommunities 
themselves, had proved surprisingly successful, and showed that primary 
health care on its own could be effective in dealing with a wider range of 
problems than had been supposed. 

Mr TIXIER (Cook Islands) said that in his country alcohol was seen as 
· an important commodity for generating income by importers and retailers, 
and was thus readily available to the co~sumer. Motor vehicle accidents in 
Cook Islands resulting in death or serious injury were nearly always 
associated with alcohol consumption. The loss in working . hours and the 
financial cost to the c01JIIIunity caused by such accidents had risen to such 
a point that drastic measures were being contemplated~ An educational 
programme on the harmful effects of alcohol consumption had been launched, 
and the whole existing system of the importation, distribution and 
licensing of alcohol was to be reviewed. 

Dr KHALID (Malaysia) also expressed appreciation of the 
Sub-Committee's report, particularly for the light it shed on 
alcohol-related problems. He concurred with the report's recommendations, 
though he too would like further clarification of the point raised by the 
Korean representative. 

Dr TAPA (Tonga) joined in the tributes paid to the report. He was 
glad to see from section 1.1.1 of Annex 1 to the report, which contained an 
account of the visit by members of the Sub-Committee to New · Zealand, that 
the development and promotion of alternatives to alcohol had gained support 
among the public in New Zealand. He fully endorsed the conclusions and 
recommendations set out on page 19 of Annex I to the report. 

The REGIONAL DIRECTOR thanked all members of the Sub-Committee for 
their valuable work. He was particularly pleased to hear of the promotion 
of low-alcohol beers in Australia. One additional concern, which had been 
widely voiced but was not included in the report, was that beers sold for 
export 1n a number . of developing countries were not labelled to show 
alcohol content. It was suspected that producers often included additional 
alcohol in export beers, on the grounds that it acted as a preservative. 
Correct labelling giving alcohol content would help governments in the 
control of alcohol-related problems in their countries. 
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In the absence of further comments, the CHAIRMAN invited the 
Rapporteurs to prepare a suitable draft resolution. {For consideration of 
the draft resolution, see the fifth meeting, section 1.7 and the seventh 
meeting, section 1. 2J. 

The meetihg rose aJ 1~.05 p.m. 
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ANNEX 1 

ADDRESS BY THE INCOMING CHAIRMAN 

Distinguiehed Representatives to the Regional Committee, the 
Director-General of the World Health Organization, the Regional Director of 
the Regional Office for the Western Pacific, Representatives of 
Nongovernmental Organizations and Spec ia 1 ized Agencies of the United 
Nations, the World Health Organization Secretariat, Ladies and Gentlemen, 

I wish to thank the Committee for the great honour it has done me of 
electing me Chairman of the thirty-sixth session of the WHO Regional 
Committee for the Western Pacific. I realize that my election is, in a 
way, a reflection of the Regional Committee's desire to honour my country 
with this year's chairmanship. While I cannot say that the task you have 
entrusted to me will be accomplished to the same degree of satisfaction 
that you have gained from past officers, you may rest assured that I shall 
do my best. 

As your newly elected Chairman, I wish to welcome and congratulate the 
new Vice-Chairman, Dr Ponmek Daraloy, of Lao People's Democratic Republic, 
the Rapporteur in English, Dr Flora Bayan, of the Philippines, and the 
Rapporteur in French, Dr Wong Fat, member of the French delegation. I am 
sure we shall work closely together and discharge our duties to the best of 
our ability. 

The chairmanship of an international meeting such as this Committee, 
which has to deal with diverse problems in the Region, is not easy. 
However, I am confident that, with your kind cooperation and understanding, 
the guidance and support of the Regional Director and his staff, and the 
valuable collaboration of the Vice-Chairman and Rapporteurs, it will be 
possible for us all to carry out the task before us. 

Allow me to recapitulate some of the important issues discussed by the 
Connnittee at its thirty-fifth session in Fiji. The Committee began by 
reviewing the budget performance in 1982-1983, and noted with satisfaction 
that the rate of implementation had been 99.9%. Turning to the proposed 
programme budget for 1986-1987, the Committee noted that the programmes 
included in it had been oriented towards the achievement of the goal of 
health for all. The highest percentage (4S.8%) of the regular budget was 
allocated to the broad group of programmes perta1n1.ng to health system 
infrastructure, which is consistent with the aim of the Seventh General 
Programme of Work of promoting and strengthening comprehensive health 
systems based on primary health care. With regard to the large allocation 
to health manpower development • it was explained that this reflected the 
high priority accorded to this programme by most Member States in the 
Region. The reprea~ntatives of a number of developing countries urged that 
the proposed prograiiiDe budget receive sympathetic consideration since 
external cooperation is essential if the goal of health for all by the year 



130 REGIONAL COMMITTEE: THIRTY-SIXTH SESSION 

Annex 1 

2000 is to be attained. Finally, the Committee requested the Regional 
Director to transmit the proposals to the Director-General for 
consideration and inclusion in his proposed programme budget for 1986-1987. 

Other items discussed included: (1) women, health and development, in 
relation to which the Committee called on Member States to take the 
necessary steps to identify women's health problems and improve their 
health and social status; (2) hepatitis as a serious public health problem 
in the Region; (3) drinking water standards and the Committee's concern 
with the progress of the International Drinking Water Supply and Sanitation 
Decade; (4) the need to make still greater efforts to strengthen national 
capabilities in the supply of esssential drugs; (5) the Health Resources 
Group for Primary Health Care as a means for analysing countries' needs and 
assessing the resources required~ 

This year we have an extensive agenda before us. Together with many 
other important items, we have included for discussion the findings of the 
Tokyo Conference on the theme "Towards future health and medical manpower" 
as well as urban primary health care, which seem to be most relevant to the 
current health-for-all policies of many Member States. 

Finally, I wish to remind the Distinguished Members that the Technical 
Discussions to be held in conjunction with this session will be on "The 
role of traditional medicine in primary health care". This is in line with 
the study that the Sub-Committee on Technical Cooperation among Developing 
Countries was requested to make in 1985 of the technical cooperation 
aspects of traditional medicine. 

I look forward to a fruitful exchange of views and experience during 
the week so that we can be informed of the various health problems that 
confront us, some of which may have serious implications for the 
achievement of our individual national health policies and goals. 

Allow me to wish you every success in your deliberations. 

Thank you. 




