
SUMMARY RECORD OF THE SECOND MEETING 

(Lower NZI, Aotea Centre, Auckland Convention Centre) 
Tuesday, 19 September 2006 at 09:00 

CHAIRPERSON: Honourable Pete Hodgson (New Zealand) 
later: Honourable Pehin Dato Suyoi Osman (Brunei Darussalam) 

later: Honourable Pete Hodgson (New Zealand) 

CONTENTS 

WPRJRC57/SRJ2 

page 

1. Address by the incoming Chairperson .............. ......................................... ............... 110 

2. Report of the Regional Director (continued) ............................................................ 110 

3. Consideration of Amendment to the Rules of 
Procedure of the Regional Committee ........................................................................ 112 

4. Programme Budget 2004-2005: budget performance (final report) 114 

5. Proposed Medium-term Strategic Plan 2008-2013 
and Proposed Programme Budget 2008-2009 ........................................................ .. 117 

ANNEX - Address by the incoming Chairperson ....... .............................................. 123 

109 



110 REGIONAL COMMITTEE: FIFfY-SEVENTII SESSION 

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

The CHAIRPERSON addressed the Committee (Armex). 

2. REPORT OF THE REGIONAL DIRECTOR: Item 7 of the Agenda 

(Document WPRlRC5 7/2)( continued) 

Ms GIDLOW (Samoa) told the Committee that communicable diseases remained among her 

country's health concerns. A national drive to eliminate filariasis, using a sectorwide approach, was 

ongoing. Efforts to control HNIAIDS, using a multidIsciplinary approach, had done well; however, 

sexually transmitted infections remained a concern. A national strategy on influenza preparedness, 

linked with border control and drawing from experiences on SARS prevention, had been developed and 

its implementation had started. Her Government welcomed the adoption of the International Health 

Regulations (2005) and recognized some countries' exceptional commitment to their implementation, 

particularly Australia's support towards providing countries with the necessary orientation. Samoa 

appreciated the support provided by WHO and other partners, such as Australia, China, Japan, 

New Zealand, Singapore, the United States of America and the European Union, to health sector 

development in Samoa. Her Government was particularly looking forward to discussions on the 

development of national plans of action for the implementation of the Asia-Pacific Strategy for Emerging 

Diseases as an initial step towards compliance with the International Health Regulations. 

Dr NGUYEN THI XUYEN (Viet Nam) commended WHO on its response to avian influenza 

outbreaks and the Organization's work on HN and tuberculosis control. Disease control in the Region, 

especially regarding avian influenza, was good. Viet Nam had had no human cases of the disease since 

mid-November 2005, but given the cases of infection in birds and humans in neighbouring countries, it 

was engaging in mass pOUltry vaccmation, stringent surveillance and additional information, education 

and communication (1EC) activities, and was establishing a partnership for avian and human pandemic 

influenza in support of its integrated operational programme. It was working with WHO and countries in 

the Region, sharing biospecimens and information. That was important for public health emergency 

control. Viet Nam exhorted WHO to continue helping Member States to improve surveillance and 

capacity for early response. 

HN infection was on the rise in a number of countries in the Region. Viet Nam therefore 

welcomed the goal of universal access to effective prevention and treatment by 2010. With support from 

the World Bank, the Global Fund and the President's Emergency Plan for AIDS Relief (PEPFAR), 

Viet Nam was increasing the care and treatment of people living with AIDS, and was scaling up 

prevention activities. The National Assembly of Viet Nam had passed a law on HN prevention and 

control in June 2006 that should extend the scope of harm-reduction activities. 
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TB-HN coinfection was causing great concern in countries of the Region, including Viet Nam. 

The tuberculosis control programme in Viet Nam had worked very well, but because of HN infection, 

tuberculosis was not declining in the country. Better collaboration between tuberculosis and HN 

programmes was a priority, along with sustainable financing. Viet Nam had a five-year plan for 

tuberculosis control, 2006-2010, which was technically sound but had not yet been fully funded. Viet 

Nam welcomed the contribution of the Global Fund to Fight AIDS, Tuberculosis and Malaria, and 

acknowledged WHO support in preparing proposal submissions to the Global Fund. 

Dr DANIEL (Cook Islands) acknowledged the technical and financial support provided by WHO. 

Several of the Millennium Development Goals had been achieved in the Cook Islands, but 

noncommunicable diseases were getting worse. Approximately 80% of the population was overweight, 

60% was obese, and 20% was diabetic, with more diabetes being diagnosed in the younger population 

and increasing obesity among schoolchildren. The speaker wondered why such diseases continued to 

drain the resources of the health department, despite new scientific and managerial techniques. Cook 

Islands looked to WHO for guidance on interventions that would be more successful than those already 

being used. Perhaps an approach similar to that of the Framework Convention on Tobacco Control was 

needed, especially for the control of animal fats and sugary foods. 

At the invitation of the CHAIRPERSON, representatives of the Sasakawa Memorial Health 

Foundation, the International Ergonomics Association, the International Pediatric Association, the 

International Council for Control of Iodine Deficiency Disorders, the Western Pacific Pharmaceutical 

Forum of the International Pharmaceutical Federation, and the International Federation of Medical 

Students' Associations made statements to the Committee. 

The acting REGIONAL DIRECTOR said that he had noted the many constructive comments. A 

major concern among representatives was the current threat of avian influenza and human security as a 

whole. Several Member States had reported on measures taken to build capacity and improve 

surveillance and to meet the core capacity requirements under the International Health Regulations 

(2005). China and Viet Nam, both facing continuing outbreaks of avian influenza, had responded 

substantially and successfully. Later in the session, the Asia Pacific Strategy for Emerging Diseases and 

the workplan for its implementation would be discussed; an important element of the latter was 

countries' assessment of their core capacity requirements, which should be an early step in the process. 

Several representatives had linked work in that area to the strengthening of health systems. Such linkage, 

as well as that to broader public health requirements, was essential. The issue of human resources for 

health, which had been raised by China, France and Japan, would be considered later in the session. 

In the area of communicable diseases, Fiji had referred to its recent outbreak of measles. The long

standing measles elimination programme in the Pacific region had been quite successful, but maintaining 
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high vaccination coverage was a challenge. Where coverage rates had fallen, there had been scattered 

outbreaks. 

The representative of the United States of America had referred to extremely drug-resistant (XDR) 

tuberculosis. The Strategic Plan to Stop TB in the Western Pacific 2006-2010, to be discussed later in the 

session, included steps towards measures to cope with multidrug-resistant disease. Proposed actions 

included frrrnly implementing the DOTS strategy and increasing laboratory capacity. The Plan also 

proposed greater measures to respond to TB-HIV coinfection, which could be linked to the emergence of 

multidrug-resistant tuberculosis. 

Tackling noncommunicable diseases was emerging as a dominant theme in the session, with a 

sense of frustration about how to respond evident in the comments of several representatives. Examples 

of sound, evidence-based interventions from across the world were multiplying and such approaches 

needed to be expanded and extended. The representatives of Cook Islands, Malaysia and Papua New 

Guinea had referred specifically to food, and that area was c.overed by the WHO Global Strategy on Diet, 

Physical Activity and Health. The Regional Office had been working with countries and areas for some 

years on what was a major and complex issue in the Pacific region, for example organizing workshops, 

commissioning studies, issuing monographs and providing support to several countries, al\ within the 

various trade agreements that covered food. Several examples of good practice were to be found in the 

Region, including in particular the skilful use III French Polynesia of taxation and other policies to 

regulate the consumption of food and beverages. The topic would be taken up again later in the session. 

3. CONSIDERATION OF AMENDMENT TO THE RULES OF PROCEDURE OF THE 

REGIONAL COMMITTEE: Item 22 of the Agenda: (Document WPRlRC571l7) 

The acting REGIONAL DIRECTOR explained to the Committee that a proposal had been made 

by a Member State of the Region, Australia, for an amendment to the Rules of Procedure of the Regional 

Committee in order to respond explicitly and to provide adequately for a situation in the indefinite future 

where the WHO Regional Director for the Western Pacific is no longer able to complete his or her term 

and the post becomes vacant. The current Rules of Procedure did not address such a situation. 

Alternatively, the Committee might wish to address the present possibility of a vacancy in the post of 

Regional Director by deciding to accelerate the nomination process should the incumbent Regional 

Director be elected Director-General. 

The CHAIRPERSON observed that the question before the Committee was whether a Rule was 

needed to deal with an extraordinary vacancy. 

Ms HAL TON (Australia) agreed with that succinct formulation. She did not want to speculate 

about any immediate possibility of a vacancy, but rather consider the broader question of the adequacy of 
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existing procedures. She recalled her comments the previous day about the inadequacy of the Rules of 

Procedure for dealing with an unexpected vacancy in the post of Director-General. The Rules were 

unclear as to who should act in the office, how the Executive Board should be convened in special 

session to consider the matter and how the Rules should be applied, and what should be the process for 

filling such a vacancy. 

The Board's discussions ·in May had been difficult, although the existence of a Rule allowing 

suspension of any of the Rules had been convenient. It was a function of chance that Dr Lee had died at 

the beginning of the Health Assembly when a sufficient number of members of the Board was presen~ to 

enable a special session to be convened. Only that circumstance and the access to wise counsel had 

allowed the Board to resolve the matter. Rule 6 of the Rules of Procedure of the Executive Board allowed 

a special session to be convened in two circumstances: at the joint request of 10 members and, following 

consultation between the Director-General and the Chairman of the Board, if events occurred requiring

immediate action under Article 28(i) of the Constitution. That Rule permitted the convening of the 

special session. 

Were the Region faced with an extraordinary vacancy and if representatives were not convened in 

a regular session of the Committee, the inadequacy of the Rules of Procedure would pose a problem. 

Although Rule 5 of the Rules of Procedure of the Regional Committee specified that a special session 

might be convened "at the joint request of a majority of the Members", that would be difficult to arrange 

if Members were not in the same place at the same time. Moreover, the Rules did not clarify how to 

proceed. Her proposal derived principally from the Board's experience in Geneva in May. 

The document before the Committee, with its proposed amendment to the effect of nominating a 

person to the post of Regional Director at the Committee's next meeting, was welcome, but accepting 

that change could mean that the post could remain unfilled for a year. As a matter of principle, was that 

acceptable? 

The CHAIRPERSON proposed that, especially given the presence of the Legal Counsel, a 

working group should be set up to consider the matter further. 

Dr XING (China) said that his delegation, appreciating the rationale and need for formulating an 

amendment to the Committee's Rules of Procedure, would wish to participate in the proposed working 

group. He asked that two points be taken into consideration. Firstly, the amendment should be designed 

to make the Rules of Procedure more inclusive, covering all possible situations in which the Regional 

Director could not perform his or her duties. His delegation opposed discussion of individual situations or 

cases, in order to avoid partiality or bias. Second, the amended procedures should be launched only if the 

incumbent Regional Director was unable to perform his or her duties. 
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The CHAIRPERSON said that an open-ended working group would meet to refine the proposal 

for an amendment to the Rules of Procedure. 

4. PROGRAMME BUDGET 2004-2005: BUDGET PERFORMANCE (FINAL REPORT): Item 8 

of the Agenda (Documents WPRlRC57/3 and WPR/RC57/INF.DOC.l) 

The acting REGIONAL DIRECTOR, introducing Agenda item 8, commented on trends in the 

programme budget. He explained that resolution WHA51.31 had resulted in a cumulative reduction of 

US$ 19 650 000 in regular budget income and had reduced expenditure over the three bienniums from 

2000 to 2005. A corresponding increase in voluntary contributions expenditure over the same period of 

US$ 65 600 000 had, however, compensated to some extent for the decrease in the regular budget. 

Voluntary contributions had represented 59% of total expenditure from all sources in 2004-2005 and 

38% in 2000-2001. The wide gap between the approved regular budget for the bienniums 1998-1999 

and 2000-200 I and the corresponding expenditure could be attributed primarily to currency adjustments 

and withholdings by Headquarters. The currency adjustment mechanism had been discontinued from the 

biennium 2002-2003, thus narrowing the gap for 2004-2005. 

Regarding final fmancial implementation in the biennium 2004-2005 for all sources of funds, 43% 

of total expenditure had gone to combating communicable diseases. Implementation of the other three 

themes-building healthy communities and populations, ht:alth sector development, and reaching out and 

programme management-had totalled 46%. Only 9% had gone to administration and finance. That 

relatively low percentage reflected continued efforts to find efficiencies in the work of the Organization. 

The bulk of funds implemented under the theme of combating communicable diseases had been 

generated from other sources. The attractiveness of the area to donors had contributed greatly to 

surpassing the target of US$ 67.6 million. Despite a 71 % increase in the level of expenditure under other 

sources over that in the previous biennium, it had not been possible to reach programme budget targets 

for areas of work other than communicable diseases, and the targets for building healthy communities 

and populations, health sector development and reaching out and programme management had not been 

achieved. Factors that had contributed to the large increase in voluntary contributions had been the 

Director-General's policy of increasing the allocation of resources to regions and countries, greater donor 

interest in funding avian influenza and stronger efforts to mobilize resources at regional and country 

levels. 

Details of the financial implementation of the regular budget and extrabudgetary sources between 

1 January 2004 and 31 December 2005 were contained in document WPRlRC57/3. 
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Mrs BLACKWOOD (United States of America) noted that the substantial increase in 

extrabudgetary contributions. While the increase was positive, it would require management and 

effective controls and would entail significant programme support costs. The increase had been uneven, 

and some programmes had had difficulty in implementing the programme of work. At the previous 

meeting of the Regional Committee, her delegation had asked that the presentation of achievement of 

expected results and indicators include more information about the actual results achieved and the 

challenges and impediments encountered. She reiterated that comment in the expectation that the report 

presented at the next meeting of the Committee would be improved. 

Dr SHINOZAKI (Japan) said that his Government was pleased to note that the 2004-2005 

operating budget had been fully implemented. He said that the tables showing the achievement of 

expected results in document WPRlRC57/3 illustrated the broad scope of the work in the Region, in 

terms of both geography and subject. They also showed that new priorities, such as avian influenza, had 

been swiftly integrated into the programme budget. His delegation commended the well-balanced budget 

and its successful implementation. 

Mr KIRATA (Kiribati) commended WHO Headquarters and the Regional Office on having 

mobilized such a large amount of extrabudgetary funds for 2004-2005; however, he was concerned that 

only 83% of those funds had been used. His country had contributed to that problem by using only 89% 

of its total budgetary allocation for the biennium. That did not mean that Kiribati had been allocated more 

money than it needed; rather, the problem had been due to the poor monitoring and reporting system used 
. ,. 

by the WHO cotfutry office and the Ministry of Health. The system was incapable of providing a timely 

management report on individual budget lines, and the format of the report was overly complicated. To 

improve future budget performance, his delegation considered that the national budget monitoring system 

should be reviewed rapidly and simplified to ensure better monitoring, coordination and, thus, 

implementation of national programme budgets by ministries of health. Kiribati fully endorsed adoption 

of the final report of budget performance for the programme budget 2004-2005. 

Dr Kang-Hee LEE (Republic of Korea) endorsed the report and commended the Regional Office 

staff on their hard work in achieving 100% obligation of regular budget funds by the year end. He 

applauded the fmancial reforms set in motion by the late Director-General, Dr Lee, in particular the 

policy of increasing allocations at the regional and country levels. In a results-based approach, it was 

desirable to document outcomes and specific activities effectively. He would therefore have preferred to 

see more concrete figUres provided in the report rather than descriptive explanations of outcomes. 

Dr DING (China) said that China was pleased to note that 100% of regular budget funds had been 

obligated and that while those funds remained limited, extrabudgetary funds had increased significantly 

compared with the previous biennium. Thanks to the hard work of the Regional Office, with support and 
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coordination from Member States, the Western Pacific Region had achieved good results over the 

biennium. However, the Region had received a reduced regular budget allocation, and extrabudgetary 

funding had not been sufficient to cope with the double burden of communicable and noncommunicable 

diseases faced by its Member States. It was therefore crucial to ensure efficient management of resources 

and to seek increased allocations from WHO Headquarters and additional voluntary contributions from 

the international community. China was grateful for the technical support received from WHO and hoped 

to scale up information exchange. 

Mrs LE THI THU HA (Viet Nam) welcomed the successful implementation of the 2004-2005 

programme budget and the effective use of extrabudgetary resources. The performance was particularly 

commendable given the difficulties encountered during the biennium, such as avian influenza outbreaks. 

Viet Nam noted with satisfaction the implementation rate for the country, as indicated in Annex 4 to the 

report, and also acknowledged the substantial voluntary contributions received for technical support to 

combat avian influenza and the efforts of the WHO country office in the local mobilization of funds for 

activities to control the disease during the biennium. 

The acting REGIONAL DIRECTOR, replying to comments, said that it was a considerable 

challenge to develop effective indicators for expected results and to report outcomes factually and 

concisely with respect to those aspects for which WHO alone was accountable. A method for presenting 

results more simply in graph form had been used at WHO Headquarters. The Regional Office would 

continue to work with Headquarters in seeking improvements in presentation, and future reports on 

budget performance would include a section on the specific challenges and constramts encountered. 

Referring to a point raised by the representative of Kiribati, he explained that the implementation 

rate of 83% for extrabudgetary funds was lower than that for regular budget funds because of the nature 

of the funds. Donor deadlines for implementation might differ from those set by WHO and funding was 

sometimes carried over from one biennium to the next. That was to WHO's advantage since it permitted 

continued employment of the staff needed to ensure continuity of activities. 

The system for programme monitoring was under continuous review and there was now greater 

connectivity with WHO country offices. A global programme management system was under 

development. It was expected to be introduced in the Western Pacific Region in late 2007 and should 

produce a further noticeable improvement. 

China had referred to the percentage of funds received by the Western Pacific Region. The 

Western Pacific Region would receive a greater proportion of WHO funds in the 2008-2009 biennium, 

and the allocation was better than might have been expected using the validation mechanism. 
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There being no further comments, the CHAIRPERSON noted that the Regional Committee had 

decided to accept the Regional Director's final report on the Programme Budget 2004-2005. 

It was so decided (see decision WPRlRC57(1». 

5. PROPOSED MEDIUM-TERM STRATEGIC PLAN 2008-2013 AND PROPOSED 

PROGRAMME BUDGET 2008-2009: Item 9 of the Agenda (Documents WPRlRC57!4 and 

WPRlRC57!4 Corr.1) 

The acting REGIONAL DIRECTOR explained that the biennial programme budget had served 

previously as the strategic plan for WHO. Beginning with the 2008-2009 biennium, a six-year Medium

term Strategic Plan encompassing three biennial programme budget periods would fonn the framework 

for WHO's results-based management within the overall context of the General Programme of Work. In 

focusing the work of the Organization around 16 cross-cutting strategic objectives over a six-year time 

frame, the Medium-tenn Strategic Plan would better reflect the cross-cutting nature of WHO's work and 

would allow a more strategic and longer-tenn approach to collaborative programmes. 

The Medium-tenn Strategic Plan 2008-2013 for the Western Pacific Region would provide the 

strategic direction for WHO in the Region, and would be presented to the Regional Committee during its 

fifty-eighth session in 2007, together with regional expected results describing the expected achievements 

of the Secretariat at regional and country levels. 

Effective financing of the draft Medium-tenn Strategic Plan would require an overall increase in 

the programme budget for 2008-2009; increases in regular budget and voluntary contributions compared 

with the current biennium were therefore proposed. 

The Fifty-eighth World Health Assembly in 2005 had recognized the increased demands on WHO 

and the growing imbalance between voluntary contributions and the regular budget. The relative 

proportion of the programme budget financed from voluntary contributions had increased substantially 

over recent years, allowing WHO to increase its overall budget and respond to the needs of Member 

States. In 2006-2007, about 67% of the total income for the Region was expected to come from 

voluntary contributions. An increase in voluntary contributions presented a managerial challenge for the 

Region, however, since only about 12% could be applied with flexibility to different areas of work at a 

high level of the Organization, such as the regional level. The remainder was earmarked in various ways 

for projects and activities or bound for specific organizational or geographical focuses. In the Western 

Pacific Region, voluntary contributions were heavily skewed towards communicable diseases and those 

programmes usually had little difficulty in reaching their programme budget targets. Other technical 

areas, such as health systems strengthening and child and reproductive health, remained persistently 
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underfunded. The result was a compartmentalization of WHO's resource base, which had led in the past 

to overfunding and underfunding of different parts of the programme budget. 

The distribution of voluntary contributions to different countries and areas also lacked balance. As 

of 31 May 2006, 94% of the Region's allotted voluntary contributions had been dedicated to only five 

Member States. Clearly, there was a need to undertake additional work with Member State contributors 

of voluntary funding to increase the flexibility of their contributions. WHO would also work more 

intensively with national health partners in order to meet their goals and to continue to shift appropriate 

human and financial resources to the country level, where they were needed most. 

Mrs PRADHAN (Director of Planning, Resourc{: Coordination and Performance Monitoring, 

WHO Headquarters) presented an overview of the Organization-wide draft Medium-term Strategic Plan 

2008-2013 and the draft Proposed Programme Budget 2008-2009. The Eleventh General Programme of 

Work adopted at the Fifty-ninth World Health Assembly in May 2006 covered a 10-year period and had 

been developed through a process of wide consultation, including contributions from Member States. The 

Programme of Work set out the broad strategic framework for health and provided a long-term 

perspective on the health situation, its determinants and the measures required for improving health---a 

global health agenda with seven points (set out in document WPRlRC57/4, Annex 1, Part I, paragraphs 

17-23). It also laid down the six core functions of WHO (listed in document WPRlRC57/4 Annex 1, 

Part I, paragraph 47). To deliver the global agenda in accordance with the core functions, the draft 

Medium-term Strategic Plan 2008-2013 identified five main areas of work: providing support to 

countries in moving to universal coverage with effective public interventions; strengthening global health 

security; generating and sustaining action across sectors to modifY the behavioural, social, economic and 

environmental determinants of health; increasing institutional capacities to deliver health system 

functions under the strengthened governance of ministries of health; and strengthening WHO's 

leadership at the global and regional levels and supporting the work of governments at the country level. 

Experience gained and feedback received from Member States, WHO representatives, and WHO 

colleagues had suggested that the approach in the two-year programme budget, with 36 areas of work, 

had proved a poor fit at the country and regional levels. It had encouraged an environment of artificial 

boundaries that did not facilitate work across technical areas; it had not captured the strategic nature of 

WHO's work; and the time-frame was too short. The results-based framework had therefore been refined 

and the draft Medium-term Strategic Plan set out 16 cross-cutting strategic objectives. 

The results-based framework had been refined as part of continuing managerial reforms for better 

performance, accountability and transparency. The refinement process resulted in reforms in the 

following areas: (I) improving management and administration; (2) working efficiently across different 

but related programmatic areas and across countries, regions and Headquarters; (3) working as a 
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decentralized organization; (4) recognizing the critical role of managers; (5) working with partners; and 

(6) working within the United Nations. 

The Medium-term Strategic Plan would require an overall budget of US$ 4.2 billion for 

2008-2009, an increase of about 17% over the anticipated expenditures for 2006-2007. The budget 

increase would be allocated to the following areas: (1) achieving the Millennium Development Goal for 

maternal and child health; (2) increasing focus on noncommunicable diseases; (3) implementing the 

International Health Regulations (2005); (4) and making health development sustainable through greater 

attention to determinants of health and strengthening of health systems. The total budget requirement for 

the six-year Medium-term Strategic Plan 2008-2013 was currently being determined and would be 

presented to the Executive Board in January 2007. 

In response to demands from Member States, the refined framework presented for the first time 

one integrated budget for Organization-wide expected results, to be financed from three different funding 

sources, namely: (1) assessed contributions and miscellaneous income (i.e. regular budget); 

(2) negotiated core voluntary contributions; and (3) project-type voluntary contributions. It was 

envisioned that assessed contributions and miscellaneous income would increase to US$ 1 billion; 

US$ 600 million would be raised as negotiated core voluntary contributions; and US$ 2.6 billion would 

be raised from other voluntary contributions. 

WHO Headquarters would continue to shift resources to regions and countries and the percentage 

share of regions and countries would continue to increase. It had been increased from 54% for 

1994-1995 to 67% for 2004-2005; it was projected to be at 70% for 2006-2007 and to reach 72% for 

2008-2009. The share of the Western Pacific Region was projected to increase from US$ 222.7 million 

for 20062007 to US$ 327.2 million for 2008-2009, rising from 7.7% to 8.6% of the total global budget. 

The validation mechanism that had been adopted by the Executive Board earlier in 2006 would 

validate the Programme Budget based on the results that would be achieved. However, the validation 

process would not encompass the programmes on poliomyelitis eradication and emergency response. 

Mr AMBA (Brunei Darussalam) welcomed the longer six-year term of the Strategic Plan, 

encompassing three biennial budget periods. Since it represented a broader strategic perspective and 

more flexible programme structure, and reflected the long-term nature of countries' needs, it would likely 

result in even more effective collaboration between WHO. and Member States. He thanked WHO 

particularly for the technical support provided to his country's programmes on surveillance, prevention 

and management of chronic noncommunicable diseases; development of the health information system; 

and strengthening of essential health technologies. Such support had enabled progress in priority areas. 

He stressed that further technical support was required for strengthening surveillance and laboratory 
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capacity in communicable diseases control, particularly for measles and tuberculosis, risk 

communication, and rational drug use. 

Mr McKERNAN (New Zealand), while recognizmg that the Medium-term Strategic Plan 

2008-2013 and Proposed Programme Budget 2008-2009 comprehensively addressed the major public 

health issues of global and regional significance, proposed four points for particular consideration. 

First, he proposed a greater emphasis on prioritization of programme activities. Limited resources 

necessitated prioritization of activities that would result in the greatest health gains for populations and 

would address inequalities within and between Member States. That was of particular relevance to the 

issues of noncommunicable diseases and the special needs of small Pacific island countries and areas. 

Second, he lauded the focus on strengthening health systems. He considered that health systems 

must be underpinned with comprehensive primary health care approaches based on health determinants 

that would allow communities to participate fully. 

Third, WHO had a role in advocating the importance of health in the formulation of other public 

policies (possibly with the use of such tools as equity-focused health impact assessments) in addition to 

its role in monitoring health status and the impact of the work of other sectors on public health. 

Fourth, the significant increase in voluntary contributions and the applicability of flexibility to 

only 12% of those contributions would result in budget compartmentalization, as had already been noted 

by previous speakers. His Government was concerned that a mechanism be put in place to align the use 

of voluntary contributions with the core functions and priorities of the Organization, and would support 

the Secretariat in that area. 

Dr DING (China) confirmed the commitment of his Government to the implementation of the 

Medium-term Strategic Plan, noting that the 16 cross-cutting strategic objectives reflected the needs and 

demands of Member States. His Government was prepared to share their achievements in public health. 

Noting the projected increases in budgetary resources, he proposed that an increased proportion be 

allocated towards achievement of the Millennium Development Goals for maternal and child health, 

control of noncommunicable diseases and implementation of the International Health Regulations (2005). 

He noted that, in recent years, developing countries had been making higher contributions. He 

considered it essential that limited resources be allocated to areas where they were most needed. He 

remarked on the ever-increasing importance of WHO's role in protecting the health of all people and 

achieving the Millennium Development Goals. 

Dr SHINOZAKI (Japan) expressed his country's approval of the long-term planning exercise, 

which should make for a more rapid response to emergencies, and a more considered approach to 
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priorities and ethical standards for research. The revised system of negotiated core voluntary 

contributions would be sustainable, if there were enough reporting to the voluntary donors. He hoped to 

see the Medium-term Strategic Plan implemented through solid consultation between governments and 

interested parties and institutions. 

The meeting rose at 12:00. 
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ANNEX 

ADDRESS BY THE INCOMING CHAIRPERSON, HONOURABLE PETE HODGSON, 
AT THE FIFTY-SEVENTH SESSION OF THE WHO REGIONAL COMMITTEE FOR 

THE WESTERN PACIFIC, AUCKLAND, NEW ZEALAND 

May I, as incoming Chairperson, give my own welcome to New Zealand, and to your host city 

Auckland. 

I would like to thank WHO and members of the Western Pacific Region for the opportunity to 

host this session of the WHO Regional Committee for the Western Pacific. 

Your presence here in Auckland gives the opportunity to showcase some of the beauty of our 

country, to showcase some local initiatives we are proud of, and to showcase New Zealand's 

contribution to health efforts in the Region. 

It is 33 years since this country last hosted a meeting of the Regional Committee In 

New Zealand. 

Some of you may feel that a return visit to New Zealand is long overdue. Let me say that we 

are delighted to have the privilege of meeting with you here in Auckland for the fifty-seventh session 

of the Regional Committee. 

In a number of the opening ceremony addresses yesterday, the word "challenge" was used. Its 

use was very appropriate. 

Our agenda for the next four days contains a number of heaith issues which challenge us. 

Among others, they include HIY/AIDS, alcohol abuse and obesity. 

I will be blunt about this. I have particularly focused on these topics because there is a tendency 

to name, shame and blame. 

We must think more creatively than that if we are to make progress. 

If we are truly to show leadership in these critical areas, and arrive at solutions that are effective 

in reducing the health burdens caused by HIV/AlDS, alcohol abuse and obesity, it is essential for us 

to work alongside those people most affected, and their families and communities. 

Simply put-policy initiatives and treatments work better. if the people most affected are 

centrally involved in their development, are willing to follow the suggested approaches, and really 

want to own the outcomes. 
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It is also essential for us to talk and coordinate across countries. 

We need to take account of trade, immigration, foreign affairs and health concerns in 

developing workable policies on these health issues. 

But more particularly, we need to expose our social "sensitivities", and how they may affect our 

willingness to act, in order to make real progress. 

I will explain what I mean. In June this year I had the opportunity to attend the United Nations 

General Assembly Special Session on liN I AIDS. 

In my view, we have been unable to make headway in communication and behavioural change 

on HIV/AIDS because of the deeply entrenched cultural, religious and social values which surround 

human behaviour in this sensitive area. 

The developing world is bearing the brunt of HIV/AIDS, and women and young people are 

increasingly and disproportionately affected. 

New Zealand is very concerned to see the disease spread through our Region, reaching 

epidemic levels in Papua New Guinea. Neighbouring Pacific islands are at very high risk. 

HIV and AIDS is not just a health issue. It is a global development, security and human rights 

challenge. We must take action on all fronts. 

This Regional Committee session is not just about HIV/AIDS. 

I mentioned alcohol. 

My colleague, Honourable Annette King suggested, at the Regional Committee session in 2003, 

that WHO should begin to address the damage caused to individuals, families and societies by the 

abuse of alcohol. 

As you know, the 2005 World Health Assembly passed a resolution on the public health harm 

caused by alcohol misuse. Since then, further work has been underway at WHO in Geneva and in the 

regions to advance work in this area. 

I am delighted that we have the chance on Wednesday morning to consider this matter further 

when we discuss the draft regional alcohol strategy. 
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I acknowledge that alcohol-related policy is not straightforward-it is truly a global commodity 

that is enjoyed by many people in most countries of the world. 

Yet the public health and wider social harms related to alcohol misuse are considerable, and 

many of these are felt directly by the most vulnerable members of our societies-in particular children 

and young people. 

It is our job to ensure that these public health concerns are appropriately considered at local, 

national, regional and international levels. 

I also mentioned obesity. 

I have a .strong personal commitment to the issue, and believe it is imperative to work 

effectively with other sectors, including the private sector, and to think and act internationally. 

I would like to outline some of our thinking here in New Zealand. 

Research shows that health promotion and obesity prevention interventions are most effective if 

people are "caught young". 

An initiative here in New Zealand may be of interest in your own countries. 

The "Fruit in Schools" programme was launched in schools in October 2005. It continues to be 

implemented in primary schools throughout the country. 

"Fruit in Schools" targets high-need communities and it requires schools to commit to healthy 

eating, physical activity, smoke free, and sun protection. 

In return for this commitment, free fruit is provided for all children in the school. 

The initiative is funded through the Cancer Control Action Plan, and is led by the Ministry of 

Health in conjunction with District Health Boards, Health Promoting Schools, Sport and Recreation 

New Zealand (SPARC), the Cancer Society, National Heart Foundation, School Trustees Association, 

Principals Federation and Ministry of Education. 

I have deliberately mentioned all these partners, to show what a true community initiative it is. 

An initial evaluation report found that the "Fruit in Schools" implementation has gone well, 

with school liaison staff and advisers very supportive of the initiative. 
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"Fruit in Schools" works within the "Health Promoting Schools" framework. This encourages a 

whole-school community approach to promoting health and wel1-being of students. Student 

participation and family/whanau engagement are essential to effectively improve learning and health 

outcomes. 

This approach is an important strength of "Fruit in Schools", and the wider community and 

family involvement encourages sustainability beyond the three year-period that the programme will 

run in each school. 

The implementation of "Fruit in Schools" is facilitated by local coordinators. Teachers are 

provided with professional development in health promoting schools and in healthy eating, physical 

activity, and being sunsmart and smoke free. 

Some schools participating in "Fruit in Schools" have reported children have become more 

energetic, have improved concentration levels, and are better behaved since participating in the 

programme. 

Children enjoy the fruit that, in some cases, they have not had access to on a regular basis 

before. As a result, some schools are reviewing the foods available in their canteens and tuck shops. 

As a second example of an obesity initiative, I have planned a special event during our meeting 

this week. The Prime Minister referred to this yesterday, and I would like to remind you about this. 

In the spirit of frankness and solution seeking, I have asked a group of young people from the 

Auckland region to meet with ministers or heads of delegation, during our lunch break on Thursday, to 

talk about their experiences of obesity-personal1y, in th,~ir families, amongst their friends. 

They will be joined by two young people from Tonga and two from Fiji. 

I hope you will be as impressed as I am with the honesty of these young people and their desire 

to do something about obesity. 

We have a full agenda for this meeting. 

The challenge I put out to you today is to put aside sensitivities that bar progress on HIV / AIDS, 

alcohol and obesity and on other health issues in the Region. 

We are among friends in this meeting. We have the chance to talk openly, and to address 

practical solutions frankly. Let's take that chance to make a difference. 
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Let us not forget what we are here for-to speak with one voice for the health and well-being of 

all the people in this Region. 

Once again, a warm welcome to you all, and I hope that you will have happy memories to take 

home from your short stay with us. 


