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154 REGIONAL COMMITTEE: FIFTY-FOURTH SESSION 

1. MINISTERIAL ROUND TABLE: FUTURE DIRECTIONS FOR PUBLIC HEALTH IN 
THE REGION: Item 19 of the Agenda (Document WPRJRC54/13) 

1.1 Summary by moderator 

Mrs S. PIERANTOZZI (Palau), moderator of the ministerial round table, summarized the 

previous afternoon's discussions (Annex). 

The REGIONAL DIRECTOR said that he had found the views expressed at the previous day's 

ministerial round table useful and stimulating; they would be seriously considered. Several ministers 

had discussed the lack of public interest In important public health issues. In this regard, he related 

his discussion with the Dean of the Harvard School of Public Health, who had observed an identity 

crisis concerning public health among students and professors in his school. Similar sentiments had 

been expressed at a recent conference of the Japan Public Health Association in Tokyo. 

He listed three factors influencing the low profile of public health. First, politicians, who had 

the power to decide on resource allocation, were interested in immediate results and visible projects, 

such as the construction of hospitals, rather than long-term benefits from investments in public health. 

Second, the general public, and patients especially, valued the skills of surgeons and clinicians, but 

often failed to recognize the value of effective public health initiatives, such as immunization. Third, 

the mass media focused on events concerned with dichotomy, disaster and drama, but had little 

interest in such issues as health promotion or health legislation. At a press conference the previous 

day, for example, he had shared his views and priorities for public health in the Region, but most of 

the questions that had been asked were related to the one suspected new SARS case in Singapore. 

Some preconceived ideas had to be countered. Politicians concerned about re-election needed 

to be convinced that public health efforts could produce visible results in a short time, even before 

their term was over. As mentioned at the previous session, with strong government commitment and 

the concerted efforts of the public and private sectors, a decline in, for example, diabetes prevalence, 

could be achieved in one or two years. Apart from the evidence-based approach, innovative 

approaches that could appeal to political interests should be adopted. 'Glamorizing' public health in 

order to influence the general public even through unconventional means, such as the production of 

films featuring SARS heroes, should also be considered. Public health initiatives should involve, not 

only politicians and decision-makers, but also communities, various professionals and, especially, the 

intended beneficiaries. 

The representative from Hong Kong (China) had mentioned the need for instigators of change 

in the community. He agreed, and pointed out that public health workers themselves could instigate 
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changes that would not only prevent disease but also promote health. Public health leaders could do a 

lot to revitalize the community and shape the future. It was important to broaden the scope of the 

medical profession and to change the mind-set of some medical professionals with tunnel vision. 

2. TUBERCULOSIS: Item 13 of the Agenda (Document WPRlRC5417) (continued) 

Dr ISHIKAWA (Japan) said that the Stop TB special project faced two challenges: achieving 

its goals within a limited timeframe and tackling emerging problems, such as multidrug-resistant 

tuberculosis and HlV/tuberculosis co-infection. She welcomed the proposal to finalize DOTS 

acceleration plans in countries with a high burden of tuberculosis in order to meet the target of 

ensuring that all notified cases in the Region were treated by directly observed treatment, short-course 

(DOTS) by 2005. One reason for the special project's success was the practical advice it provided, 

tailored to individual countries. That approach should be applied to efforts to increase case detection. 

Her country had been contributing to tuberculosis control for many years by developing human 

capacity through the international training course at its Research Institute of Tuberculosis. More than 

1700 alumni throughout the world were prominently engaged in tuberculosis control in their home 

countries. 

The Regional Office should continue to' emphasize monitoring and evaluation in order to 

improve the quality of DOTS services, Japan offered to provide specialists to participate in 

programme evaluations. Further, joint evaluations could be conducted with such bodies as the Global 

Fund to Fight AIDS, Malaria and Tuberculosis in order to make optimal use of countries' capacity. 

The programme evaluation had noted that tuberculosis and poverty had been only partially 

addressed in the Region's strategies, Could the Regional Director provide an explanation for this? 

Mr UNT ALAN (United States of America) strongly endorsed the actions proposed to advance 

the special project in the Region. Although good progress had been made, DOTS needed to be 

applied more widely, which implied political will and additional resources, including staff and 

supplies, He recognized that geographical isolation made implementation difficult in some countries, 

The mV/AIDS epidemic was further adding to the burden. His country supported the regional 

framework for tuberculosis and HlV' which would be adopted in countries with high rates of co

infection. 

All available mechanisms had to be used to bridge funding gaps, including the Global Fund to 

Fight AIDS, Tuberculosis and Malaria. His country was willing to provide technical support for the 

preparation of funding proposals. 
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Dr LOPEZ (Philippines), referring to one of the conclusions of the programme evaluation, 

namely, that it was misleading to say that DOTS coverage in the Philippines was 100%, pointed out 

that 100% DOTS coverage related only to the public sector. The five-year DOTS expansion plan for 

1997-2001 focused on improving the quality of DOTS implementation in the public sector and 

reaching difficult areas, including those where there was armed conflict. 

Nearly one third of patients received care in the private sector. Training was starting in that 

sector and models were being built for a "public-private mix" of DOTS implementation. However, 

delayed drug procurement and distribution was a concern, and his country had submitted a proposal to 

the Global Drug Facility for setting up an emergency buffer stock. A procurement system was being 

established for tuberculosis drugs; all recommended action was being taken. Since HIV prevalence 

was low in his country, tuberculosislHIV co-infection was not a significant problem. He supported 

the recommendations contained in the programme evaluation. 

Professor NYMADA W A (Mongolia) fully endorsed the conclusions and recommendations of 

the programme evaluation. Although Mongolia had one of the highest prevalence rates in the Region, 

it had almost reached the regional targets for tuberculosis control. Yet prevalence was not declining, 

even though the cure rate was high. More than half of new cases were in the productive age group, 

which had an additional economic impact. 

A particular problem was drug resistance of Over 50% among penitentiary inmates. TB 

prevalence among that group was already 30 times higher than among the general public. Access to 

second-line tuberculosis drugs was, therefore, urgently needed. He requested WHO and Member 

States to work towards inclusion of such drugs in the current round of negotiations on WTO's 

Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS). 

Dr BENJAMIN (Federated States of Micronesia) agreed that the causes of tuberculosis in small 

island states included shortage of skilled staff, medication and resourceS. The number of cases in his 

country continued to rise, with pulmonary tuberculosis comprising 80% of diagnosed cases. Few 

people completed a course of treatment, and even fewer, preventive therapy. Suspected cases were 

often not confirmed by laboratory tests. Paediatric tuberculosis needed special control and prevention 

measures. 

He requested WHO to try to find a solution to a statistical problem that particularly affected 

countries with small populations. In such countries, a few cases could make the prevalence or 

incidence rate appear high. 
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Ms GO (Republic of Korea) said that her country worked closely with other countries to 

implement national tuberculosis control programmes, and had provided an international tuberculosis 

training course every year since 1995. In the Republic of Korea, cure rates were high in the public 

sector, but private .sector activities needed to be improved. Her Government was drawing up a 

strategy to that effect. 

She fully supported the proposal to establish a strong central management unit in countries to 

ensure the efficient management of financial support and effecti ve monitoring of tuberculosis control. 

Dr SULEIMAN (Malaysia) reported that his country had 100% DOTS coverage and was 

already implementing a five-year action plan. Malaysia had introduced a new information system that 

covered all aspects of case management, including referral systems and monitoring of multidrug

resistant tuberculosis. It had also produced guidelines for tuberculosis management and control, 

which had been distributed to all involved in tuberculosis control, including the private sector and 

nongovernmental organizations. 

Malaysia intended to create new supervisory teams to monitor tuberculosis control. He asked 

WHO to identify a centre of excellence in the Region where middle-level managerial staff could be 

sent for training. 

Dr Nao BOUTIA (Lao People's Democratic Republic) expressed appreciation for the technical 

support received from WHO in preparing a successful application to the Global Fund to Fight AIDS, 

Malaria and Tuberculosis. The application had been for a two-year grant to finance extension of the 

DOTS strategy to the whole country. The main challenge was the lack of human resources, and 

continued support from WHO would therefore be appreciated. 

Mr V AEV AE PARE (Cook Islands) expressed strong support for the regional proposals on 

tuberculosis control. Although tuberculosis prevalence in Cook Islands was low. there was no room 

for complacency. There was a need to improve the quality of laboratory services, strengthen 

community awareness and pay due attention to other public health activities, particularly tuberculosis 

surveillance. The ongoing training oflaboratory and public health staff was greatly appreciated. 

Dr SELUKA (Tuvalu) endorsed the regional proposals, agreeing that there was a need to 

strengthen national management capacity and partnerships with nongovernmental organizations in 

order to obtain maximum benefit from disbursements from the Global Fund. Tuberculosis prevalence 

and incidence in Tuvalu were among the highest in the Region, and greater efforts were needed to 

improve surveillance and strengthen community participation in control activities. On the 

recommendation of a WHO consultant, greater attention was being given to case detection through 
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sputum smear examination, and to monitoring of tuberculosis cases and contacts; it had been advised 

that all contacts under the age of six years should receive treatment. 

Dr WANG (China) endorsed the regional analysis of the tuberculosis situation in his country 

and supported the proposals for future action. China attached great importance to control of the 

disease and had formulated a 10-year national programme for nationwide implementation of the 

DOTS strategy. Allocation of resources had been increased and the country was cooperating with 

WHO, partner governments and other organizations with a view to accelerating the process. Although 

progress had been achieved, resource constraints were hampering control efforts; the detection rate 

and public awareness about the disease remained low. The large migrant population posed a particular 

challenge. There was a need for increased investment in control efforts at all levels of government, 

particularly in the west of the country. He expressed appreciation for the technical support received 

from WHO, which he hoped would continue. 

Mr KALPOKAS (Vanuatu) thanked WHO for the support given to the Member States of the 

Region in implementing the DOTS strategy and, in particular, for the services of a short-term 

consultant to train Vanuatu health workers in all aspects of the strategy, and for the opportunity to 

send health workers for training in Viet Nam. Activities in Vanuatu had also included the launching of 

a manual on DOTS. He expressed appreciation for the materials provided by New Zealand for use in 

raising public awareness of tuberculosis. 

Dr KUN (Macao, China) said that tuberculosis remained one of the most common notifiable 

diseases in Macao with an average annual incidence of 90 per 100 000 population. Tuberculosis 

control had been allocated increased resources, and DOTS was available to the whole population free 

of charge. Other activities included the establishment of a new tuberculosis centre, upgrading of 

laboratory equipment, screening of high-risk populations, efforts to increase treatment compliance, 

and research into the reasons for failure to comply. The tuberculosis cure rate was currently 90%. 

However, incidence had not declined noticeably and he hoped that WHO would strengthen efforts in 

countries and areas with an intermediate burden of the disease, such as his own. 

Dr LAM (Hong Kong, China) said that Hong Kong remained an area with an intermediate 

burden of tuberculosis. Strategies for prevention and control of the disease had been formulated by the 

Tuberculosis and Chest Service of the Department of Health. Consultation and DOTS were provided 

free of charge in the 18 clinics operated by the service, which were accessible to the whole 

popUlation; DOTS was also provided in the private sector. Hong Kong had made good progress 

towards attaining the Stop TB regional goals. However, the rate of decline in notification of the 

disease had slowed in the past 10 years, probably due to the ageing of the population and to 
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endogenous reactivation rather than progressive primary infection or exogenous re-infection. Steps 

were being taken to review and evaluate the tuberculosis control programme, improve the surveillance 

and information systems, boost health education and promote DOTS more vigorously. Hong Kong 

would continue to support the WHO Global Project on Anti-tuberculosis Drug Resistance 

Surveillance and the strategic plan to control tuberculosis in the Region. 

Dr KUARTEI (Palau) greatly appreciated the support provided by WHO for the LabNet 

services of the Pacific Public Health Surveillance Network. However, as multidrug-resistant 

tuberculosis increased, a regional reference laboratory for tuberculosis was needed, especially for the 

small Pacific island countries. 

Mrs PAUL (Marshall Islands) reported that the Marshall Islands, like other small island 

countries, was facing an increase in tuberculosis cases and had therefore taken steps to increase 

community awareness about the disease and to strengthen implementation of the DOTS strategy 

through use of community volunteers. She urged WHO to provide support for staff training and 

upgrading of limited laboratory capacity, as limitations in those areas were hampering tuberculosis 

control efforts. 

Dr MANN (Papua New Guinea) informed the Committee that the high prevalence of 

tuberculosis in his country was accompanied by a rising rate of co-infection with HIV - in the largest 

hospital more than 34% of tuberculosis patients were HIV -positive. There were plans to extend the 

DOTS programme, which currently covered only 30% of the population, but lack of skilled human 

resources at the central level and low availability of antituberculosis drugs were major constraints. 

Although the situation was improving gradually, Papua New Guinea would continue to require 

substantial support in those areas. 

The representative of the International Federation of Medical Student Associations, speaking at 

the invitation of the CHAIRPERSON, made a statement to the Committee. 

The REGIONAL DIRECTOR, responding to comments made by the representative of Japan 

concerning the link between tuberculosis and poverty, reminded the Committee that 1000 people in 

the Region were dying every day, many of them at an economically productive age. Moreover, 

tuberculosis prevalence was higher among economically disadvantaged groups and the illness, which 

prevented them from working, could push them into poverty. DOTS, which enabled patients to return 

to work, was therefore a strategy that could help to reduce poverty. WHO was taking steps to develop 

specific interventions to reach such vulnerable groups and to undertake more active surveillance. In 
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addition, in Cambodia the World Food Programme had agreed to supply free food to tuberculosis 

patients who had been hospitalized and thereby lost income. 

The REGIONAL ADVISER IN TUBERCULOSIS, replying to comments concerning limited 

human resources, indicated that three well developed training courses in tuberculosis management 

were available in the Region: at the Research Institute of Tuberculosis in Tokyo, Japan (where many 

health professionals had been trained since the 1960s); at the Korean Institute for Tuberculosis in 

Seoul, Republic of Korea (a similar course that had been running since the mid-I 990s); and through a 

course organized jointly by the International Union against Tuberculosis and the national control 

programme in Ha Noi, Viet Nam, which would be given twice a year from 2004. The WHO 

Collaborating Centre on Tuberculosis Bacteriology in Brisbane, Australia, offered on-the-job training 

courses in laboratory skills. In addition, WHO, together with the Secretariat of the Pacific 

Community, planned to organize similar training courses for the Pacific island countries, for which 

financing from the Global Fund had been secured. 

The CHAIRPERSON requested the rapporteurs to draft an appropriate resolution. 

3. CONSIDERATION OF DRAFT RESOLUTIONS 

The Committee considered the following draft resolutions. 

3.1 Proposed programme budget: 2004-2005 (Document WPRlRC54/Conf.Paper No.2 Rev. 1 ) 

Decision: The draft resolution was adopted (see resolution WPRlRC54.R4). 

3.2 Sexually transmitted infections, including HIV/AIDS 
(Document WPRlRC54/Conf. Paper No.4) 

Dr KING (New Zealand) suggested two amendments. To operative paragraph 1, 

subparagraph 7, the following should be added: "and to give effect to the Declaration of Commitment 

on HIV / AIDS adopted by the twenty-sixth special session of the General Assembly, in particular the 

clauses stressing gender equality and empowerment of women (clause 14), recognizing the essential 

role of the full realization of human rights (clause 16), affirming the key role of partnerships 

(clause 32), and acknowledging the particular roles played by young people and people living with 

lIIV/AIDS (clause 33);". 

Her second suggestion was to replace operative paragraph 1, subparagraph 8 with "to develop 

or strengthen national policies for HIV/AIDS care that are comprehensive and multisectoral, that 

improve access to treatment for lIIV / AIDS, including access to drugs for HIV / AIDS, and that 

mitigate the effects of living with mV/AIDS". She explained that that had been proposed in order to 
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take up the concerns raised by the Assistant Director-General for Family and Community Health the 

previous day. 

Dr FUKUDA (Japan) suggested three amendments. A new preambular paragraph should be 

inserted after the eighth preambular, to read "Noting the potential for an increase in drug-resistant 

HIV in the Region;" The words "and drug-resistance surveillance for HIV" should be added to 

operative paragraph 2, subparagraph 1. A new subparagraph 3(1) should be inserted in operative 

paragraph 2, to read "appropriate policies to prevent creation of drug-resistant HIV". 

The DIRECTOR, PROGRAMME MANAGEMENT suggested the removal of the words 

"creation of' from Dr Fukuda's last amendment. 

Dr BILGER (France) suggested that the original operative paragraph 2, subparagraph 3(1), now 

subparagraph 3(g), be amended to read "appropriate legislation, including laws related to HIV/AIDS 

drugs". 

Mrs BLACKWOOD (United States of America) suggested five amendments to the text. In the 

fourth preambular paragraph, the w~rds "the dangers of' should be inserted before "high-risk 

behaviour". A new preambular paragraph, which could follow the paragraph inserted by the 

representative of Japan, should read: "Noting the high rates of tuberculosis in the Region, leading to 

TBIHIV co-infection." In operative paragraph I, subparagraph 2 after "to promote lifestyle choices" 

the words "such as delay of sexual activity by youth" should be added. In operative paragraph 2, 

subparagraph 3(b) the words "evidence-based" should be inserted before "strategies for harm 

reduction". In operative paragraph 2, a new subparagraph 3(e), to read "TBIHIV co-infection", should 

be added. 

She asked for clarification of the amendment proposed by the representative of France. 

Dr BILGER (France) requested a written text, in French, of the amendments proposed by the 

United States of America. Explaining her own proposed amendment, she said that the text of 

operative paragraph 2, subparagraph 3(g), as it stood, had been too vague; it ought to specify what the 

legislation was about. France favoured national legislation to ensure that drugs would be available in 

the countries. 

The REGIONAL DIRECTOR recalled that a complex discussion was under way concerning 

the availability of drugs under the TRIPS agreement, which included a number of special 

arrangements of which Member States might wish to avail themselves. In order to do so and at the 
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same time to respect intellectual property rights, Member States would have to amend or create 

national laws. 

Mrs BLACKWOOD (United States of America), echoing the intervention of the representative 

of New Zealand, said that the Declaration of Commitment made at the United Nations General 

Assembly special session on HIV/AIDS called upon governments to enact legislation addressing 

many aspects of HIV/AIDS. Model legislation was available. She proposed that operational 

paragraph 2, subparagraph 3 (g) read: "appropriate legislation, including that in support of the United 

Nations General Assembly Declaration of Commitment on HIV/AIDS and in relation to HIV/AIDS 

drugs." She accepted the suggestion of the RAPPORTEUR for the English language to add the words 

"access to" before "IIIV/AIDS drugs". 

Dr BILGER (France) said that she wished to see a French translation of the text before she 

could accept the amendment. 

Mrs PIERANTOZZI (Palau) proposed that a new subparagraph be inserted after operational 

paragraph 1, subparagraph 6, reading: "(7) to make greater efforts to involve men in all aspects of 

IIIV/AIDS prevention programmes;", to reflect her country's view that men should also be involved 

in family health, sharing the burden with women. 

In response to a comment by Dr KIENENE (Kiribati), the CHAIRPERSON asked the 

Secretariat to align the punctuation of the phrase "STI and HIV/AIDS" throughout the document. 

Dr MATHESON (New Zealand) said that the proposed amendment to add the example ", such 

as delay of sexual activity by youth," to operative paragraph 1, subparagraph 2 was an 

oversimplification of a complex societal problem. For instance, older men often misused their position 

of power to oblige young women to have sexual relations with them, so that the choice was not 

confined to youth. 

Mrs BLACKWOOD (United States of America) countered that encouraging delay of sexual 

activity had been shown in many countries to be an effective intervention for reducing new infections 

with HIV. 

At the suggestion of the Chairperson, it was agreed that the representatives concerned would 

meet with the rapporteurs to redraft the conference paper for re-submission to the Committee for its 

further consideration. 
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4. SEVERE ACUTE RESPIRATORY SYNDROME: Item 14 of the Agenda 

(Document WPRlRC54/8) 

163 

The REGIONAL ADVISER IN COMMUNICABLE DISEASE AND RESPONSE recalled 

that the Western Pacific Region had been the epicentre of the severe acute respiratory syndrome 

(SARS) outbreak. It was now believed that the SARS outbreak had started in Guangdong Province, 

China, in November 2002, and had then spread to other countries via Hong Kong. The human chain 

of transmission had been interrupted and the outbreak contained globally by early July 2003. 

More than 30 countries and areas had reported cases of SARS to WHO, and all the severely 

affected areas had been in the Region, except Toronto, Canada. A total of 8422 probable cases had 

been reported to WHO, of which 8087 (96%) were in the Western Pacific Region. The Regional 

Office had taken immediate action after receiving information about an outbreak of respiratory illness 

in Guangdong Province from informal sources in early February 2003. On 20 February, the Regional 

Director had proposed that a WHO team visit Guangdong, and on 23 February the first WHO team 

had arrived in Beijing to discuss the outbreak in Guangdong. By 5 March, Dr Carlo Urbani in the 

WHO country office in Viet Nam had recognized a cluster of cases of febrile illness among hospital 

workers and reported the outbreak to the Regional Office. On 11 March, the Hong Kong Government 

had reported another hospital outbreak. WHO had issued a global alert on 12 March. 

A regional SARS team had been established to conduct response activities in affected countries 

and preparedness activities mainly in unaffected countries. Both sets of activities included 

surveillance, infection control, quarantine, laboratory testing, logistics and relations with the media. 

Several teleconferences had been organized each day with WHO Headquarters, field teams and 

technical experts to discuss operational and technical issues, and the Regional team had had to work 

day and night owing to the time difference between Manila and Geneva. Communication had been 

maintained with WHO country offices and the governments of Member States in order to exchange 

the most up-to-date information. In addition, the Regional Office had provided Member States with 

technical support and emergency supplies. Part of the technical support had consisted of practical 

guidelines and training tools for infection control developed by the Regional Office. WHO had sent 

technical experts to support response activities in affected countries as early as February, and by the 

end of August, 164 consultants had been sent to countries such as China (including Hong Kong and 

Taiwan), Viet Nam, the Philippines and Singapore. The consultants sent to unaffected countries to 

work with their national counterparts to strengthen preparedness for SARS had included infection 

control experts, epidemiologists and virologists. 
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Confirmation of diagnosis by laboratory testing was vital in SARS surveillance, and the 

Regional Office had established a regional laboratory network to ensure that the necessary testing 

could be done for countries that did not have adequate laboratory capacity. Shipping of clinical 

specimens between national and regional reference laboratories had thus been organized, and safety 

guidelines had been distributed to relevant laboratories in the Region. WHO had distributed 

emergency equipment to most countries of the Region, which included personal protective equipment, 

with the support of the Japan International Cooperation Agency. 

The need for timely dissemination of accurate information had been recognized, and the 

Regional Office had created a SARS website to provide the latest information, including guidelines 

and the answers to frequently asked questions. Press conferences had been organized and press 

releases issued in Beijing, Ha Noi and Manila. The print, television and radio media had all played 

vital roles in disseminating information to the general public. 

SARS had been contained owing to unprecedented efforts in the affected countries. In China, 

there had initially been reluctance to share information; however, when the Government at the highest 

level decided to take strong action, the response had been immediate and comprehensive. The 

Government of Hong Kong had implemented effective surveillance and had played a leading role in 

identifying the causative agent and developing the best treatment protocols. Singapore had taken 

highly effective control measures, such as isolation and quarantine, with extensive contact tracking. 

Viet Nam had been the first country to interrupt local transmission by instituting strong infection 

control measures in affected hospitals. The Philippines had undertaken comprehensive contact 

tracking. Mongolia had promptly instituted strict measures for infection control in hospitals and had 

had no cases among health care workers. Countries in the Region with no local transmission had 

undertaken a number of proactive measures, including screening of incoming passengers, training in 

infection control and stockpiling of personal protective equipment. 

Member States and WHO had organized a number of meetings to discuss response and 

preparedness to the SARS outbreak, including several meetings of the Association of Southeast Asian 

Nations and a WHO Global Conference on SARS in Kuala Lumpur, Malaysia. WHO and the 

Secretariat of the Pacific Community had organized a meeting of the Pacific Public Health 

Surveillance Network in the past week to discuss preparedness for SARS in the Pacific region. 

After a four-month-Iong battle, the human chain of transmission had been interrupted, and 

SARS had been contained globally. The key elements of that success had been: (1) high levels of 

leadership and commitment in each country; (2) the dedication and hard work of public health and 

health care staff; (3) strong international collaboration, with rapid, effective support from partners 
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including the governments of Australia, Japan and New Zealand and the Centers for Disease Control 

and Prevention in the United States; and (4) the willingness of governments to give health top priority. 

Nevertheless, a number of issues remained. In the area of governance, each country had issued 

a travel advisory based on its own assessment, and there had been no standard criteria for travel 

advisories, passenger screening or health declaration cards. Follow-up of cases across borders had 

often been hampered by incomplete data collection. The SARS outbreak had highlighted the lack of 

adequate surveillance systems, particularly effective early warning systems, in many countries. 

Initially, there had been barriers and delays in the sharing of surveiilance data by some countries, 

which had been overcome subsequently. A lack of epidemiological capacity to analyse data at 

national and subnational levels had been identified in some countries. Problems had been encountered 

in information sharing and communication between hospital and public health authorities. In some 

cases, foreign experts had violated professional ethics with regard to the ownership of data and 

specimens. The SARS outbreak had challenged public health and health care systems. Many of the 

basic measures for containment had been found to be effective, but resource-intensive. The infection 

control practices in health care settings had not been optimal in many countries; the messages given to 

the public had sometimes been inconsistent, resulting in confusion; and the personal protective 

equipment was expensive and had been found difficult to wear properly all the time. Risks had not 

always been communicated skillfully. 

WHO should take a number of steps on the basis of the lessons it had learnt in dealing with the 

SARS outbreak. The International Health Regulations should be revised to allow WHO to act more 

proactively in outbreaks of international significance. The Organization should work with its partners 

to strengthen its capacity to respond to outbreaks, and at least four additional experts would be 

recruited by the Asian Development Bank to work as a regional response team. Regional 

epidemiological networks should be identified and strengthened to enhance outbreak preparedness 

and response. WHO needed to promote the development of reliable laboratory tests to detect SARS in 

the early stage of infection. WHO should also plan and manage resources for dealing with outbreaks 

that might persist over long periods, as its resources had been fully stretched at the height of the 

outbreak. Much knowledge had been gained about the disease and the causative virus over the past six 

months, but many research questions remained. WHO should coordinate further research on the origin 

of the virus, the best treatment protocols, development of vaccines and antiviral agents and the 

environmental factors involved in transmission. 

National governments should further strengthen their capacity for surveillance and outbreak 

response and should plan and manage the appropriate resources. Their public health infrastructure 

should be strengthened, and each country should establish a programme to control infections. 
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Sustained high-level commitment should be solicited, to enable strong interventions against outbreaks 

of existing and emerging infectious diseases. SARS might come back in the coming months, and a 

new case had been confirmed in Singapore. Nevertheless, the Region was better prepared than it had 

been six months previously. If SARS re-emerged, early containment would be possible. It was 

important to maintain vigilance, so that any possible cases were detected and reported promptly, and 

all the necessary measures were implemented. 

Dr SADASIV AN (Singapore), noting the interest in the recent case of a person who had tested 

positive for the SARS virus in Singapore, gave the Meeting the latest information available. The 

patient was a 27-year-old man who had not recently travelled outside the country. On 

23 August 2003, the patient, who was a post-doctoral research student working on West Nile fever, 

had visited a laboratory in Singapore where live SARS cultures were being studied. He had developed 

a fever on 27 August and had been admitted to hospital and isolated on 3 September. His fever had 

since subsided, and none of his contacts showed any symptoms. The patient had not developed 

atypical pneumonia and did not, therefore, meet the criteria for a clinical diagnosis of SARS; 

however, polymerase chain reaction (PCR) and serological tests had shown the presence of the SARS 

coronavirus. Those tests were being repeated, in Singapore and on samples of the original specimens 

at the Centers for Disease Control and Prevention in the United States of America. 

Although the patient had not developed clinical SARS, the positive results suggested that he 

might have been exposed to the SARS coronavirus. The Government of Singapore was taking the 

case seriously and had temporarily closed the two research laboratories in which the patient had 

worked. All laboratory safety procedures were being reviewed, and WHO had been asked to send 

experts to investigate and review the biological safety procedures at the two laboratories. WHO had 

agreed to send two experts, one from Australia and one from Japan, to assist in the investigation and 

review. 

The Government considered the case to be an isolated incident of exposure to the SARS virus 

and that the risk to public health was very low. There was no person-to-person transmission of SARS. 

The finding of the SARS virus in specimens from the patient should not be considered to constitute an 

outbreak ofSARS. 
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The research effort in Singapore had resulted in identification of the genome of the virus. Kits 

for SARS diagnosis had been developed, and had been used in several countries during the outbreak. 

His country would be vigilant and would ensure that the highest standards of biological safety were 

maintained at laboratories where research on the SARS virus was being conducted. 

The meeting rose at 12:25. 
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Participants at the ministerial round table agreed that the public health challenges in the Region 

are many and varied, both old and new. To date, public health has not fulfilled its potential, for many 

reasons. 

This was recognized as an important and opportune time to build and strengthen the public 

health infrastructure and to push for increased resources. Various events have more explicitly 

demonstrated the deficiencies in current systems; there is growing recognition of the double burden 

from both noncommunicable and communicable diseases and changing disease patterns that health 

systems must respond to. However, it was also noted that, while some problems demand urgent and 

immediate attention, such as SARS, efforts should be made to ensure other services of importance are 

not compromised. Urgent emerging health issues or diseases should also be considered within the 

broader context of national health priorities. It was emphasized that public health interventions are, in 

general, cost-effective and can have a positive effect in a relatively short time. 

A recurring theme centred around the need to strengthen the two-way links with communities, 

at all levels from national planning and policy development through to service delivery. Health 

workers and communities can have quite different views and understanding on health issues that 

should be considered a priority. Provision of appropriately oriented information was an important 

function of public health, to empower and motivate communities to make appropriate healthy choices 

and to inform and support government policies and programmes. It was noted, however, that more 

sophisticated advocacy and communication strategies need to be developed. 

It was also important to recognize that communities have structures, such as family units, 

which may be a fruitful basis for public health work, and also to particular at-risk groups within 

communities that are often overlooked, such as men. In addition, needs and perspectives from the 

point of view of communities and consumers must be considered. People needed to be considered 

holistically, including their social context and spiritual health. Individuals and communities had 

reasonable expectations that, firstly, public health systems and services are operating effectively so 

that they are not unnecessarily exposed to diseases or health risks and, secondly, they need to be 

assured that basic services are affordable and available when needed. 
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Additionally, many participants recognized the need to strengthen coordination and integration, 

not only for services that are provided within the sector, but also in the way in which the goverrunent 

health sector works with other parts of government and with others outside government. Leadership 

and political commitment to public health were recognized as critically important, both within the 

health sector and across sectors. Some countries have established high-level mechanisms to ensure 

improved cooperation and communication among key government departments or agencies. 

Providing examples of impacts on health, and in particular feedback to other sectors and agencies, can 

also help strengthen partnerships and commitments of others. 

Not surprisingly, resources were identified as a critical part of strengthening the infrastructure. 

However, it was pointed out that working within limited resources can force a re-examination of what 

is being done, and may result in changing priorities or refocusing publicly-funded activities. In some 

cases, sector-wide management or approaches are being developed to provide mechanisms for clearer 

coordination of resources and commitments, from government, donors and other parties, towards 

goals based on priorities identified by the country. In well-regulated markets, public-private 

partnerships can also add benefits. It was recognized that there has been much talk over the years 

about shifting more resources to prevention activities, but this had rarely materialized. There is a 

need for a strong base of evidence to enable prioritization of cost-effective interventions, which will 

also serve to protect resources available in public health and improve the likelihood of getting more. 

In a number of cases, Member States have recognized the need for a 'vision' for public health 

and for formal strategic plans, as wen as longer term human resource planning, financial planning, 

and the setting of goals and targets. These plans were often given formal status through legislation or 

other mechanisms. Structural changes in the public sector may be needed to successfully implement 

these plans. Public health has an overall integrating function across the health sector. It was also 

identified that decentralization should only be undertaken with appropriate consideration for each 

service, balancing national and local considerations. Care must be taken to maintain coordination 

between decentralized services, and sufficient trained personnel must be in place to ensure the system 

functions effectively. 

A particular area of comment concerned the health workforce. Many difficulties were 

identified, particularly the need to strengthen skills in a range of areas, such as health promotion, 

surveillance, advocacy, planning and management. Reductions in some groups of primary health care 
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workers have been particularly evident, in situations where resources have been redirected to hospitals 

and clinics, rather than to ensuring that public health nurses, for example, remain available to serve 

local communities. A point was made that we need to find ways to 'glamorize' public health workers, 

which could heIp to attract younger people into careers in public health, as well as additional 

resources. It was also emphasized that the increasing complexity of public health and the context in 

which it operates has resulted in an even broader range of skills being needed in public health - for 

example, international law, environmental design, health impact assessment and international trade. 

Information systems were recognized as a key underlying factor in the ability of public health 

to provide improved evidence-based information and support the effectiveness and efficiency of both 

day-to-day operations as well as decision-making. Not only do these systems need to be strengthened, 

but it is also important to examine the quality and relevance of data, for resources may be wasted in 

collecting and analysing worthless data. Good information on public health activities, costs and on 

the impacts of public health activities was identified as essential for convincing ministries of finance 

and others that investment in public health is worthwhile and fruitful. Good information is also 

important for supporting the appropriate use of 'business' practices to improve the management of 

services and increase transparency for communities. 

It was also frequently highlighted that many health problems do not just affect one country. 

There is therefore an increasing need for countries to work collaboratively with each other in good 

faith to collectively diminish some health risks and problems. An example of developments in the 

northern Pacific illustrated how cooperation . between countries may be able to help share 

professionals and support professional development, and to examine best practices. 

The potential role of WHO was discussed by a number of participants. A common aspect 

identified was the importance of WHO strengthening its position as a leading player in intersectoral 

action at the regional and global levels, and in providing key guidelines and frameworks. A key 

example of this is the WHO Framework Convention on Tobacco Control. WHO can also provide a 

vehicle for cooperation between countries, particularly on an issue such as SARS. 

WHO also provides an important role in facilitating access to relevant expertise and in 

providing up to date information. Sharing information that can be used to help people understand 

preventive programmes, particularly for non-communicable diseases, would be helpful. In addition, 



172 REGIONAL COMMITTEE: FIFTY-FOURTH SESSION 

Annex 

there may be a role in countering the global impacts and resources of large business entities which 

tend to overwhelm health messages and which individual countries are in a difficult position to 

counter. 

Although WHO was recognized as having a regional and global role, it was also identified that 

it was very important for WHO to understand and listen to individual country needs. In addition, 

information and mechanisms to assist countries to identify and prioritize health needs would be of 

value. 

In conclusion, this was a stimulating discussion which has the potential to improve the future 

prospects of public health in the Region. 


