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1. TOBACCO OR HEALTH: IMPLEMENTATION OF THE REGIONAL ACTION 
PLAN ON TOBACCO OR HEALTH FOR 1990-1994: Item 13 of the Agenda 
(Document WPR/RC43/9) 

The REGIONAL DIRECTOR, introducing the item, said that since the adoption of 
the Regional Action Plan on Tobacco or Health in 1990, some quite significant work had 
been done to implement it, mainly in the areas of national policy, data collection, health 
education, information dissemination, legislation and pricing policy. 

Since 1990, nine countries and areas of the Region had begun to establish 
comprehensive national policies and 20 had designated a focal point for coordinating 
"tobacco or health" programmes. Prevalence data on tobacco use were being collected in 
eight countries, and data on the costs of tobacco use had been collected in two countries. 

Health education and information programmes against tobacco use had become 
increasingly active and numerous in several countries, and World No-Tobacco Day was 
observed each year by all Member States, often with very encouraging results. 

Legislative measures had been taken in 11 countries and areas and were considered 
to be an effective weapon for curbing tobacco use. Pricing policy had been used in 
Australia, Hong Kong and New Zealand but was still felt to be a more problematical 
method, especially in developing countries. 

Document WPR/RC43/9 showed that a good start had been made, but in view of the 
magnitude of the problem it was only a start. The work would need to continue on a much 
larger and more systematic scale in the future if it was to provide an effective defence 
against death caused by nicotine addiction. 

Mr MILLER (New Zealand) said that in 1989 New Zealand had set a number of 
health goals including reductions in the onset of smoking, especially in adolescents, in the 
number of smokers, and in tobacco consumption. The aim was to reduce smoking 
prevalence in those aged 15 and over to 23% by 1995. There had been a sharp decline in 
tobacco consumption and smoking prevalence was currently 28%, giving rise to hopes that 
the target would be attained. Unfortunately, smoking prevalence had fallen faster in men 
than in women and in older than in younger people, so that more efforts were needed. 

He was pleased to announce that Air New Zealand had voluntarily implemented a 
smoking ban on two-thirds of its international network with effect from 25 October 1992, in 
addition to the ban on all domestic flights. Qantas had agreed to ban smoking on all trans
Tasman flights and negotiations were under way with Canadian and American carriers 
regarding bans on their flights to and from New Zealand. 

Professor CHEN (China) welcomed the report. His Government attached great 
importance to the control of tobacco consumption and had made great efforts, which were 
focused around World No-Tobacco Day, to inform and educate the population. The mass 
media had participated nationally and locally to strengthen those efforts, with good results. 
A survey had indicated that 12.3% of those who had stopped smoking had done so because 
of such information. 

Research carried out had included studies on deaths caused by smoking, economic 
losses due to smoking, passive smoking, obstructive pulmonary emphysema and smoking 
versus occupational factors. Research had also been undertaken with the aim of developing 
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effective intervention measures in specific target groups. Such research provided valuable 
information for decision-making. 

Since 1990, evaluations of non-smoking units throughout the country had been 
undertaken and 297 had been awarded the status of advanced units. Following the 
establishment of a national "tobacco or health" association in February 1991, local 
associations had been established in a number of centres throughout the country, heralding 
a new era in the anti-smoking movement in China. It was planned to extend health 
education and revise tobacco legislation and taxation in the future. 

China looked forward to further cooperation with WHO and other Member States in 
the Region in implementing the Regional Action Plan. 

Dr MESUBED (United States of America) commended the efforts made by the 
Regional Office in implementing the Regional Action Plan, a plan fully supported by his 
delegation. The deleterious effects of smoking on health had been thoroughly documented 
and were no longer contested. He was pleased to announce that the Centers for Disease 
Control were in the process of awarding a grant to WHO to provide technical cooperation 
with any country in the area of control of tobacco use. 

Dr MILAN (Philippines) welcomed the report before the Committee. Although 
progress in implementing the Regional Action Plan had so far been modest, she noted with 
satisfaction the activities undertaken by Member States: the adoption of comprehensive 
national policies, the establishment of national coordinating centres for tobacco control, the 
identification of national focal points for regional coordination, the collection of 
epidemiological data, the marking of World No-Tobacco Day and the enactment of 
legislation to curb tobacco use - all exemplifying a firm commitment to a no-tobacco 
lifestyle. How much more could be done were the US$2 billion spent annually worldwide to 
promote tobacco use available to further the no-smoking cause. 

In the Philippines, new regulations were paving the way for a smoke-free Metro 
Manila, a smoke-free international airport and smoke-free government offices throughout 
the country. Teaching about the hazards of tobacco use was now included in elementary 
and secondary school curricula and cigarette packs carried health warnings. It was hoped 
that more would be done in the future. 

Cooperation between Member States and with international organizations would 
improve the chances of achieving a tobacco-free society. 

Dr ADAMS (Australia) welcomed the encouraging progress made in implementing 
the Regional Action Plan. The Australian Government had decided to phase out all 
tobacco advertising and sports sponsorship in the coming year or so. The Australian 
Federal Court had recently set a significant precedent by awarding damages against an 
employer on the grounds that an employee's health had been damaged by passive smoking 
at the workplace. That decision should hasten progress towards smoke-free workplaces and 
the prohibition of smoking in restaurants and other public places. Smoking had recently 
been banned in all airports, and a national restaurant chain had banned smoking in all its 
outlets. The size of warnings on cigarette packets had been considerably enlarged. He was 
alarmed to hear that the tobacco industry was dumping cigarettes in packets with no health 
warnings on the markets of Pacific island countries and requested those countries to report 
such incidents so that pressure could be put on the companies concerned. Tobacco prices 
in Australia were to be increased. He welcomed the decision by Cathay Pacific to continue 
a ban on smoking on all flights between Hong Kong and Australia and across the South 
Pacific, and hoped that Qantas, Air New Zealand and other airlines would soon follow suit. 
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National policy was focusing on marketing to reduce the attractiveness of smoking, 
reducing the availability of tobacco products, maintaining pressure on prices through 
taxation, targeting health education on specific groups, such as younger women, and 
promoting information on passive smoking to encourage further bans on smoking in the 
workplace, etc. Australia would shortly license the use of the nicotine patch in the 
treatment of nicotine addicts. 

The Australian delegation stood ready to help by sharing its experience with other 
Member States trying to tackle the problem. 

Dr GOH (Singapore) said that Singapore was actively pursuing smoking control 
efforts through health education in schools, workplaces, clinics, community settings, etc., 
and through legislation. Anti-smoking campaigns linked to the themes chosen for World 
No-Tobacco Day were held annually to maintain public awareness; in 1992 emphasis had 
been given to passive smoking. Further legislative measures had been taken to discourage 
smoking: in 1992 smoking bans had been extended to include private and school buses and 
taxis. From July 1992, foreign publications with a circulation in Singapore of more than 
5000 copies were no longer allowed to carry advertising. Legislation was currently being 
formulated to prohibit the sale of tobacco to minors and through vending machines. 

Dr SIALIS (Papua New Guinea) said that important progress had been made since 
the start of the tobacco control programme in Papua New Guinea. Following legislation 
enacted in 1987, smoking had been banned in government and public utility buildings, 
educational institutions, public vehicles and domestic flights. Most forms of tobacco 
advertising and the sale of tobacco to minors had also been banned. 

Dr HOP (Viet Nam) said that cigarette smoking was increasing in Viet Nam. 
Investigation of 369 cancer cases had shown that 80% of lung cancer cases were linked to 
cigarette smoking. A tobacco smoking control programme had been initiated. Baseline 
data had been collected in the period 1988-1990 and a strategy for the period 1990-2000 
had been formulated. Planned activities included health education through the mass media 
with the participation of central and provincial institutions and the production of 10 000 
anti-smoking posters, and legislation. The programme was particularly aimed at reducing 
smoking prevalence in women and the young, and encouraged the participation of women's 
and youth groups. 

It was hoped that through mutual support and exchange of information among the 
Member States of the Region more could be done to control smoking. 

Dr CHAN Wai-man (Hong Kong) commended the Regional Director on the concise 
yet comprehensive report on implementation of the Regional Action Plan. Her 
Government had adopted an anti-smoking policy and instituted action in all the key areas 
of tobacco control: health education and information, legislation, and pricing. A 
coordinating body, the Council on Smoking and Health, established in 1987, served as an 
effective focal point, particularly in the mobilization of community participation. At 
present, 15.7% of the Hong Kong population were smokers, compared to 23.3% in 1982. 
However, it was disturbing to note that young people were increasingly taking up the habit. 
A survey in youngsters aged 12-16 undertaken in 1990 had shown that 20% had tried 
smoking by the age of 13 and 47% by the age of 16. In 1992 additional legislation had been 
introduced to further prohibit cigarette advertising and to increase the variety of 
government health warnings on cigarette packs and advertisements. The possibility of 
prohibiting the sale or giving of tobacco products to minors, a total ban on tobacco 
advertising in the media and a requirement for restaurants to display information on the 
availability of no-smoking areas was being examined. with public participation. 
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In March 1991 a 200% increase in tobacco duty had been announced. However that 
had subsequently been reduced to 100% because of concerns about its inflationary effects. 

Over the years, public sentiment in Hong Kong towards tobacco smoking had 
changed from acceptance and toleration towards discouragement or disapproval. The 
build-up of social pressure against smoking would be an important factor in the success of 
anti-smoking programmes in the future. 

She urged WHO to take a lead in standardizing data on various aspects of smoking 
such as the calculations of economic losses due to tobacco-related diseases and deaths. 

Dr 001 (Japan) said that the celebration of No-Tobacco Days each year had been 
effective in increasing public awareness of the dangers of smoking. Campaigns were 
launched regularly in Japan, and one organized recently had lasted a week. Not only local 
authorities but also nongovernmental organizations such as the Health Promotion 
Foundation were involved in those activities, with good results. 

Dr LEE Cheow Pheng (Malaysia) commended the report. The Government and 
certain nongovernmental organizations like the Malaysian Medical Association had been 
organizing regular anti-smoking campaigns. In the healthy lifestyle campaign launched in 
1991, the prevention and control of smoking was a major thrust for two of the six target 
diseases in the campaign: cardiovascular disease and cancer. Smoking was prohibited in 
cinema halls, government offices, and on public transport, including Malaysian Airlines 
domestic flights, as well as those to and from Hong Kong and Singapore. Comprehensive 
legislation was being drafted to control tobacco products and their sale, as well as to protect 
people from exposure to tobacco smoke in enclosed public places. 

Dr RIKA (Fiji) expressed appreciation of the Regional Director's leadership and 
support, and commended the report. The main objectives of Fiji's "tobacco or health" 
programme were: the formulation of policies for control of tobacco use and their 
enforcement in order to prevent tobacco-related diseases; and measures to facilitate the 
training of health personnel as well as preparation of others, such as school teachers, for 
related health education. 

No-Tobacco Day in 1992 had the theme "Tobacco-free workplaces: safer and 
healthier". In 1993 it would focus on health services and professions. 

Workshops for health workers were not always effective unless the objectives were 
very clear. Results of the one held in 1991 on legislation were still awaited. Another, in 
1992, planned with the International Union against Cancer, was to receive WHO technical 
support. 

High priority was being given to the formulation of policy and legislation. Particular 
attention was paid to links with measures to prevent a whole range of lifestyle-related and 
noncommunicable diseases through well-defined programmes and reinforced education in 
schools. 

There was no smoking in Fiji's health institutions. 

Mrs LIN! (Vanuatu) said that in her country, which had a small smoking population, 
the Parliament had been smoke-free for 12 years. Under the policy adopted four months 
earlier the preventive health services had been upgraded to departmental level, including 
health promotion and environmental health. A programme to ban smoking in public places 
and transport was under way. There was collaboration with the Action on Smoking and 
Health (ASH) of Australia to prevent the import to Vanuatu of cigarettes not carrying a 
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public health warning. There was a high import duty on tobacco products to discourage 
smokers. 

Dr V AlMILI (Samoa) commended the report, and welcomed the assistance and 
example of larger nations in the Region. Samoa was intensifying health education with 
campaigns in government offices, schools, and youth organizations on smoking, which was 
banned on air transport. 

He requested that up-to-date information should continue to be provided to Member 
States to assist them in implementing the necessary measures under the action plan. 

Dr INTAN (Brunei Darussalam), said that her country, which had endorsed the 
action plan, had had only partial success in implementation. A small-scale survey indicated 
that smoking was on the increase, as in many developing countries, particularly among the 
young. 

A multisectoral approach was needed to ensure comprehensive policies and 
programmes on tobacco control, with data collection, strengthening of health education and 
information, drafting of legislation and development of pricing policies to control tobacco 
use. 

Since January 1991 her Ministry of Health had made health warnings on cigarette 
packets obligatory and declared hospitals and all health institutions smoke-free; other 
government buildings would soon follow suit, and other sectors were encouraged to do 
likewise. Health education and anti-tobacco campaigns had been launched in the media 
and through talks to special groups such as schoolchildren. Advertisements were banned in 
all Government-controlled media, and it was hoped to apply the ban to the private sector 
also. 

World No-Tobacco Day and World Health Day had broadcast a common message in 
1992 regarding cigarette-smoking as a major contributory cause of coronary heart disease. 

Recognizing that much still needed to be done to implement the action plan in the 
Region, she said that anti-smoking legislation was under study in Brunei Darussalam. 
Sharing of experience with other countries and further support from WHO would be much 
appreciated. 

Dr METIERS (United Kingdom of Great Britain and Northern Ireland) said that 
the example of a court decision in Australia ruling that passive smoking could damage an 
employee'S health should receive wide publicity through the Regional Office and even to 
other regions of WHO. 

Dr TAlTAl (Kiribati) said that smoking had special cultural significance in his 
country, but his Government was pursuing a health education campaign. Some government 
offices were banning smoking. 

As in Vanuatu, certain brands of cigarettes were arriving rn Kiribati rn packets 
without the health warning. 

The CHAIRMAN asked the Rapporteurs to prepare a draft resolution on the item. 
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2. QUALITY ASSURANCE IN HEALTII SERVICES: Item 14 of the Agenda 
(Document WPR/RC43/10) 

121 

The REGIONAL DIRECfOR, introducing the item, said that it reflected the 
growing interest in quality assurance that had been expressed in the previous session of the 
Regional Committee and in the report on the second evaluation of the implementation of 
the strategy for health for all. 

Quality assurance activities were part of a more general attempt to place health 
systems on a new footing and find more adequate ways of fmancing them. Although health 
for all through primary health care was still the guiding principle in WHO's work, changing 
disease patterns and living conditions were continually modifying the ways in which it 
needed to be applied. With the rise in lifestyle-related diseases, for instance, different 
services were needed, with new criteria for measuring their effectiveness. 

Document WPR/RC43/10 gave some indication of the scope of quality assurance 
activities in the Region and suggested some next steps to be taken. 

Professor CHEN (China) endorsed the report, and agreed on the essential character 
of efforts for quality assurance, combining assessment of services with measures to improve 
them in a simple smooth process taking into account the economic aspect. Maximum social 
benefit should be obtained with a limited input. Some countries of the Region had had 
successes with quality assurance as a component of health management, and their example 
would be of value. 

China's programme launched in 1989 to accelerate health for aU defmed 13 
indicators which were used for the assessment of government commitment, policy 
implementation, plans of action, and performance compared with the health objective. 

Standards were clearly fixed with a view to nationwide implementation, after which 
there would be review and evaluation. 

China's sheer size and limited resources imposed a heavy task making quality 
assurance all the more essential. Reforms had opened the country up to social progress 
and economic development. Greater external cooperation and the support of WHO and 
other international organizations were vital. The efforts to influence policy, improve 
management and increase the input for health services would continue so as to ensure 
longer life and better health for citizens. 

Dr ADAMS (Australia) said that in his country quality assurance was being 
integrated in the training of health workers, through the funding of research on effective 
measures, through self-regulation of health professionals, and by the use of clinical 
protocols and reviews of hospital systems. Consumer complaint services had, after initial 
years of criticism, proved of value to health professionals in improving the quality of 
services. Quality assurance mechanisms were now seriously financed, and it was proposed 
to introduce a "case-mix" approach to hospital financing in the next two years that would 
place the emphasis on quality. The Australian Council on Health Care Standards was 
strengthening links with many countries through WHO and was willing to share its 
experience with others, providing documents on request. 

Dr NOGUEIRA DA CONHOTA (Portugal) said that Macao, recognizing the 
importance of quality assurance, included it as part of health management. Related 
training of health professionals was regularly provided. 
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Earlier in 1992 an international seminar had been organized with the participation of 
neighbouring countries, Canada and the World Organization of Family Physicians; 
currently used indicators and standards of practice had been reviewed, and proposals had 
been made for updating. In Macao's family health care department protocols had been 
drawn up under a computerized programme that included a registration system for the 
population of the health centre area, providing immunization and morbidity data. 

Improved standards for maternal and child health care had been devised for 
application from the end of 1992, with guidelines for uniform practice using consultation 
protocols; there would be related continuing education for doctors and nurses. There 
would also be public education on available health services, including family planning. Data 
from a survey on patient satisfaction would be fed back to health centres for the 
improvement of services. 

Dr RIKA (Fiji) said that activities related to quality assurance in Fiji included efforts 
to introduce patient-centred nursing care in hospitals and the drafting of written standards 
of nursing care. Workshops on quality assurance had been held in 1991, and a consultant 
had provided technical expertise for the development of quality assurance protocols for 
maternal and child health. Much of WHO's technical support for quality assurance related 
to the planned decentralization of health services and covered the drafting of legislation, 
the development of administrative procedures, and activities to strengthen management 
capabilities and information management systems. Basic health care services were 
accessible to all communities, and the Government was now committed to improving the 
quality of those services. However, Fiji lacked resources to improve the quality of 
secondary and tertiary health care, and was looking to WHO for guidance as to how to 
finance such improvements. 

Mr MILLER (New Zealand) said the discussion came at an opportune moment for 
his country, which was deVeloping an integrated approach to the provision of high quality 
services. Few mechanisms for measuring and improving quality were available, but a 
definition of quality had recently been decided on at cabinet level: "meeting or exceeding 
agreed customer expectations through continuous improvement of service". The 
components of quality according to that definition were access, effectiveness, acceptability 
and efficiency. As part of the proposed reforms, his Government's short-term goal was to 
determine the requirements for the protection of consumer rights and the minimum 
requirements for setting and monitoring quality standards by July 1993. He urged that 
quality assurance should remain a high priority in the Region, and his Government was 
willing to share its experience in that area with other Member States. 

Dr SIALIS (Papua New Guinea) reported that the Department of Community 
Medicine of the University of Papua New Guinea had held a two-day seminar on quality 
assurance in August 1992, attended by senior health managers, clinicians and academics, in 
order to reach a common understanding of the terminology and methods of quality 
assurance and to determine the next steps for establishing quality assurance activities. The 
seminar had made a number of useful recommendations. A further meeting was planned 
and would provide an excellent opportunity to develop a national policy on quality 
assurance in Papua New Guinea. 

Dr LEE Cheow Pheng (Malaysia) told the Committee that quality assurance in 
health services had been initiated in Malaysia in 1986. The main thrust was on 
strengthening management, which should bring about a continuous improvement in the 
quality of services. The quality assurance programme for patient care services, launched in 
1986, was now well developed. The programmes for health promotion and preventive 
services and for pharmacy services had been started in 1990, those for dental services and 
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laboratory services were already under way, while the programme for engineering services 
was at the planning stage. 

Two basic approaches were used in the programmes: the national indicator 
approach, whereby quality of care was monitored by comparing performance with 
predetermined standards; and the institution-specific or district-specific approach, whereby 
problems were defmed and addressed at local level. The experiences of individual hospitals 
and districts were shared with colleagues throughout the country. 

Training in quality assurance was very important, and national workshops were held 
annually for various categories of staff. Some regional and district workshops had also 
been organized. Continuing medical education had also come to play a major role. The 
fIrst national conference on quality assurance, held in November 1991 with the support of 
WHO, had proved a success, and a second such conference was planned for 1993. 

Dr CHAN Wai-man (Hong Kong) said that the recent health reforms in Hong Kong 
had paid great attention to quality assurance. One objective was to provide consumer
oriented services for hospital patients and outpatients. The Hong Kong authorities were 
setting performance targets for all Government departments, in order to improve the 
quality of service. Standards of service must be set at a realistic level, taking the experience 
of other countries into account, since unattainable targets would produce frustration and 
discouragement among staff. Moreover, adequate resources, appropriate training and a 
built-in monitoring mechanism were vital for the success of quality assurance programmes. 

Mrs LINI (Vanuatu) said quality assurance was a serious challenge for Vanuatu, 
where there was a shortfall of US$2.5 million in the health budget. The country was 
exploring every possible means of attracting additional funds for health services. It was not 
possible to pay attention to quality if services could not be provided in the first place. 

The CHAIRMAN requested the Rapporteurs to prepare a draft resolution. 

The meetin& rose at 3.15 p.m. 


