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192 REGIONAL COMMfITEE: FIFTY-SEVENTH SESSION 

l. MINISTERIAL ROUND TABLE: TRANSLATION OF RESEARCH INTO POLICY AND 

HEALTH CARE PRACTICE (Item 18.1 of the Agenda) (continued) 

l.l Summary 

The CHAIRPERSON referred to the agreement made at the previous day's ministerial round table 

discussion to vary the system of reporting and have the Committee hear remarks from two countries with 

lesser expertise, i.e. Cambodia and Samoa, and two countries with greater expertise, i.e. Japan and New 

Zealand (speaking for itself and Australia as partner countries), in health research. He called on the 

representatives of those countries to make their remarks. 

Dr Nuth SOKHUM (Cambodia) said that Cambodia was in the process of developing health 

research capacity through the establishment in the previous year of the National Ethics Committee on 

Health Research, with members representing a broad range of expertise. The Committee would oversee 

research development; its functions and procedures were being finalized with technical support from 

WHO. In two years, the National Institute of Public Health would begin offering a master's degree 

programme in public health to support young researchers; the curriculum for the programme was 

currently being developed. It was essential to provide long- and short-term training to build capacity in 

research development; some specific needs were in the following areas: (1) provision of technical 

assistance to curriculum development at the National Institute of Public Health in the areas of research 

methodology, lectures from visiting experts and collaborative research; (2) mentoring and supervision of 

young researchers; (3) provision of reference materials and publications; (4) participation in regional 

research networks; and (5) provision of funding for research. 

Dr Hajime INOUE (Japan) cited his country's greater familiarity with the health problems 

currently besetting its neighbours since previous generations in Japan had suffered from the same 

diseases. That advantage was a factor in its collaboration with countries for the development of health 

research and in the decision-making process for health research. The experience of senior Japanese 

researchers who worked on diarrhoeal diseases, tuberculosis and parasitic diseases could form the 

evidence base for current and future generations of researchers in neighbouring countries. Of current 

interest to Japanese researchers were problems related to the rapidly ageing society; problems that could 

be faced by the next generation in neighbouring countries. It was essential that the knowledge and 

experience gained by previous generations of Japanese researchers did not perish with them since future 

generations in neighbouring countries could benefit from it. His concern was how to make the 

accumulated results of health research accessible to neighbouring countries, particularly as it related to 

problems to be faced by future generations in those countries. To this question, there was as yet no 

answer; he would consult appropriate experts at the Ministry of Health after hearing the full discussion 

on the subject. 
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Ms GIDLOW (Samoa) remarked that development of research capability started in Samoa two 

decades ago with the establishment of the Health Research Committee. The functions of the Committee 

had continued to evolve; they were currently centred on research management, research ethics, building 

capability for health research, research utilization, resource mobilization, and structural and 

organizational management. She cited, among the challenges, the limitations in evaluation capability and 

staff development, mainly due to staff migration both within and outside the country; and domination of 

some areas of research, particularly at the regional and subregional level, by intemational partners that at 

times had differing agendas. She noted research findings that tended to perpetuate cultural stereotypes 

and those that cited negative behaviour, such as undisciplined consumption of food and alcohol as 

culturally based, predisposing factors for diseases among Pacific island populations, such as in the rising 

incidence of noncommunicable diseases. She said the Government was committed to promoting 

responsible behaviour. She acknowledged that external funding had been particularly beneficial for the 

establishment of research databases and also was quite useful for project formulation and programme 

development. 

The Government was committed to ensuring better coordination of health research supported from 

internal and external funding sources. The Health Research Council for the Pacific had been created 

through the initiative of Pacific island health professionals; needs in research capability in Pacific island 

countries were among its main concerns. It had been supported by the New Zealand Agency for 

International Development (NZAID) through grants to the Fiji School of Medicine. In recent years, it 

had become autonomous, with participation from the majority of Pacific island countries. Its partnership 

with the Pacific Health Dialog's Journal of Community Health and Clinical Medicine for the Pacific 

supported the publication of research in Pacific island countries that might not be able to compete for 

publication in major public health journals. The Government acknowledged the importance to the 

development of health research of the financial and technical support from AusAID through the Australia 

Health Research Council and NZAID through the New Zealand Health Research Council; similar support 

from the Secretariat of the Pacific Community, the Pacific Forum and various educational institutions 

was of equal importance. 

She considered that collaboration in health research, at the regional and subregional level, was 

mostly the result of well-meaning initiatives. To strengthen that collaboration would require sincere 

efforts to improve communication; partners with technical and financial capacity should communicate to 

ensure that projects were complementary and to harmonize competing research agendas. She urged 

WHO to continue to lead the coordination of regional and subregional efforts, building on existing 

research initiatives. Samoans had become quite professional at data collecting; in the future, the focus 

should be on building capacity for data analysis, reporting of results, and translation of findings to policy, 

decision-making and well-targeted interventions. 
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Dr Colin TUKUITONGA (New Zealand) remarked on the collaboration of New Zealand in 

regional health research programmes. The New Zealand Health Research Council, the National Health 

and Medical Research Council (NHMRC), Australia and the Wellcome Trust had an existing partnership 

that supported multicentre research for the prevention of obesity and injuries in New Zealand, Australia 

and some Pacific island countries; that partnership had also helped to build research capacity in the 

participating countries. The New Zealand Health Research Council had also formed a partnership with 

the national health and medical research councils of Canada and of the United States to study the specific 

health needs of indigenous peoples; support from the Council had also gone towards building research 

infrastructure in the Cook Islands, and training of researchers from Pacific island countries, in 

collaboration with WHO. NZAID was supporting the Pacific Health Research Council at the Fiji School 

of Medicine to build and promote capacity in health research; an evaluation of the work of the Council, 

due soon, would determine the best ways to support health research in the Pacific subregion. 

New Zealand's close collaboration with Pacific island countries, designed to support those countries and 

their institutions in strengthening their research capacity, would form the basis for broader collaboration 

in the greater Pacific region in the future to strengthen capacity and capability for research that would 

contribute to better health outcomes. 

Ms Gayle ANDERSON (Australia) added that Australia contributed to health research on WHO's 

priority programmes through the WHO Collaborating Centres; 44 centres in Australia had been 

designated in different fields and disciplines. The collaboration in health research was aimed at 

strengthening the institutional capacity for health rc:search through the sharing of information, 

technology, training, research results a.:d their application, and technical advice. Training and research 

opportunities were provided through WHO fellowships; in the last 12 months, Australia had hosted 

200 fellows. From the round table discussions, the need to improve coordination of research efforts and 

the accessibility of results to Member States was noted; it was essential that relevant discussions be 

continued in future sessions of the Regional Committee. She looked to WHO to provide information and 

suggestions leading to improved coordination of efforts and utilization of research results. 

Professor T. Dwyer and representatives who had been involved in the ministerial round table 

summarized the previous afternoon's discussions (see Annex). 

2. REGIONAL STRATEGY ON HUMAN RESOURCES FOR HEALTH 2006-2015: 

Item 14 of the Agenda (Document WPRlRC57/9) (continued) 

Mrs Le Thi Thu HA (Viet Nam) thanked the Secretariat for the draft Regional Strategy on Human 

Resources for Health 2006-2015. She agreed with the analysis of the situation of health workers in the 

Western Pacific Region. The changing disease patterns being experienced by many developing countries 

in the Region, coupled with newly emerging diseases and natural disasters, necessitated long-term 
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planning for the training of health workers, as well as strong partnerships and close multisectoral 

collaboration, to meet increasing demands. She endorsed the Strategy, which Viet Nam would use as 

practical guidance to complete its national plan for human resource development to 2020, and hoped that 

WHO and international partners would continue to help Member States in its implementation. 

Viet Nam had implemented a "training by address" system to resolve the problem of a shortage of 

health workers in mountainous and remote areas. Close collaboration between the health and education 

sectors, and the commitment of local authorities, had led to recruitment of ethnic minority students from 

boarding secondary schools to train to become physicians. Following graduation, they were expected to 

return to work in their native provinces with almost double salary. 

Dr VILLAVERDE (Philippines) stated that the most serious threat to current health sector reforms 

was the impending crisis in human resources for health. The Philippines was one of the world's leading 

exporters of physicians and nurses: newly licensed or specialist physicians were going into nursing, and 

more than IS 000 nurses were leaving annually for abroad. The subsequent shortage of human resources 

for health at home was seriously affecting health care delivery. The positive effects of gainful 

employment and increased remittances from overseas were far outweighed by the depletion of the 

workforce in the country that had provided their education and training. At the same time, output of 

physicians was at a critical level, with fewer applicants entering medical school and the closure of three 

medical schools due to too few students. 

He fully supported the adoption of the Regional Strategy on Human Resources for Health 

2006-2015 as it would provide policy options and practical guidance to Member States to develop and 

sustain their workforces. 

Mr MANINRAKA (Kiribati) thanked the Secretariat for the comprehensive Regional Strategy on 

Human Resources for Health 2006-2015. The three key result areas were sensitive to health issues as well 

as to political and socioeconomic issues, more strategic staff development, deployment and retention 

policies, and a more accountable and performance-oriented workforce. There was sound 

acknowledgment of strategies to achieve those key objectives, emphasizing that national governments 

needed to make health workforce planning an integral part of overall development planning. 

While the Strategy might enhance the performance of health workforces, he had doubts as to its 

ability to address the critical shortage of health workers in developing countries. The Strategy put little 

emphasis on the important role of developed countries in solving that problem, but a successful outcome 

would require shared responsibility by both developing and developed countries. Well coordinated 

partnership was encouraged, but that approach could not work unless the developed countries wished to 

cooperate in fmding a more amicable and sustainable solution to the problem. The Strategy would not 
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work for developing countries and, in particular, for the much weaker, small Pacific island countries and 

areas, unless sufficient attention was directed at that issue. The number of health workers in those 

countries needed to be increased during 2006-2015 and longer-term technical assistance provided to fill 

the gaps-both those already evident and those that would be created when local health workers were 

sent on specialized training. 

He endorsed the Regional Strategy on Human Resources for Health 2006-2015 as presented. 

Mrs PONAUSUIA (United States of America) stated that the Regional Strategy on Human 

Resources for Health 2006-2015 provided Member States with sound policy options and practical 

guidance for developing and sustaining health workforces. She was pleased that it acknowledged the 

need for country-based and country-specific action, as Member States needed maximum flexibility to 

develop national policy, according to their specific needs. and priorities. 

She emphasized that partner participation in the development of plans and strategies was critical to 

building human resource capacity and essential to implementing the Strategy. While the Strategy called 

for multi sectoral action and coordinated efforts among national authorities and regulatory and 

professional associations, however, the extent of partner involvement was not clear. 

Monitoring and evaluation were integral to implementation; however, the indicators used in the 

Strategy were too general to assess impact accurately. Member States and the Secretariat should work 

together to prepare baseline measurements and indicators that were sufficiently specific to measure 

progress over time. 

Dr PITAKAKA (Solomon Islands) endorsed the Strategy for strengthening human resources for 

health. Since training was a lengthy process, it was difficult to assess progress and impact. The Strategy 

had to be adapted to small locations, where affordable local training might not be available. The 

Solomon Islands strategy was affected by the Ministry of Education, which also controlled training 

abroad. The country had to train a wide range of other professions also, and the Regional Strategy would 

help the Ministry of Health to negotiate with other departments. Other donor partners could contribute in 

that area, and WHO was asked to continue its heavy involvement. At the Ministerial Conference in Apia, 

Samoa, in 2005, Solomon Islands had emphasized "brain-sharing" in order to beat the brain drain that 

was being caused by inequalities in pay and working conditions. Legislation that established 

discrimination in terms of qualification and experience was not necessarily useful. He called on all 

donors, including New Zealand and Australia, to allow medical students at the undergraduate level to 

train in their countries. 

Mr SOAKAI (Tonga) said there were not enough specialist physicians in his country, although 

there were enough nurses. Part of the attraction of the Strategy was that it allowed Member States to 
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select key outcomes in the light of their specific needs. He requested that WHO liaise with his ministry to 

ensure no duplication of effort. He endorsed the Strategy and encouraged the Secretariat to ensure that 

regional and country offices had adequate staff to ensure its implementation. 

Dr AMBA (Brunei Darussalam) supported the Strategy, which would enhance national efforts to 

meet health needs. Like many other developing countries, Brunei Darussalam was facing serious 

challenges in providing comprehensive health services, since coverage required a well trained workforce. 

The country had therefore established human resource development programmes, which included 

postgraduate training through bilateral agreements, and the establishment of institutes of medicine and 

nursing to increase self-sufficiency in training. Full fmancial support was provided for training, but the 

country still had to look abroad to fill the gap. He asked that countries with training institutes enable 

foreign students to study there at affordable rates. 

Mrs ARTHUR (France) supported the Strategy, especially since the crisis in the health workforce 

was one of the most serious threats to health security in all countries. Some 85% of developing countries 

had no chance of meeting the Millennium Development Goals by 2015. France took every opportunity to 

put the item on the international agenda, and had ensured that it had featured in the declaration of the G8 

Summit at St Petersburg, Russian Federation. She was therefore glad that human resources for health 

had been the theme of the World Health Report 2006 and of World Health Day 2006, which also saw the 

launch of the Global Alliance for Human Resources for Health. France nevertheless recommended that 

WHO seek to persuade the International Monetary Fund (IMF) and the World Bank that training of 

human resources was not a burden on fragile economies, but an essential investment. The IMF and the 

World Bank were improving in that respect, but results were slow in coming through. The migration, 

internal or international, of health workers meant that those trained in developing countries were leaving 

their countries, or the countryside, for other countries or for international organizations. Health workers 

had to be given conditions that would motivate them to stay. Developed countries had to undertake to 

train more health workers, so as not to drain the talent from developing countries. She noted that the 

subject had also been raised under other items of the agenda. She called on countries to develop charters 

of ethical recruitment, and, in order to achieve sustainable financing and avoid dependence on 

unpredictable international donations, countries ought to budget more flexibly for training. 

Dr WAQATAKIREWA (Fiji) welcomed the Regional Strategy. There was a chronic shortage of 

medical doctors in Fiji, although the nursing situation was improving. While it was impossible to stop the 

migration of health workers, Fiji was increasing the range of skills of nurses, and the numbers trained. By 

2007, it was expected that there would be a surplus, enabling the country to supply nurses to other 

countries in the Region. Fiji needed to increase staffing in mid-level areas, and was working to train 

multi-skilled senior nurses, such as nurse-anaesthetists and nurse-paediatricians. Fiji believed that such 
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multiskilling was a good retention strategy and encouraged other countries to consider that option. Fiji 

fully endorsed the Regional Strategy on Human Resources for Health. 

Mr SAMO (Federated States of Micronesia) advocated the use of distance training to supplement 

training abroad. The Pacific Open Learning Health Network could be strengthened, with donor 

assistance. WHO's results-based budgeting was good, but flexibility was needed in budgeting for 

national training needs and priorities. He thanked WHO for the support given to the recent Pacific Island 

Health Officers' Association meeting, which had considered career training for nurses, X-ray technicians 

and other paraprofessionals. He endorsed the Strategy and looked forward to working on it with WHO 

and other development partners. 

Dr DANIEL (Cook Islands) said that there were insufficient numbers of health workers at all 

levels in his country. Those who had trained and emigrated sometimes returned and sometimes provided 

assistance from abroad, free of charge. He was grateful to WHO, New Zealand and Australia for their 

support in workforce development, and endorsed the Strategy. 

Ms PAUL (Marshall Islands) explained that health ministry officials in her country toured 

secondary schools to recruit potential health workers, although few of those who enrolled completed even 

the 10-month introductory course, since they were weak in mathematics and science. The Marshall 

Islands scholarship programme also encouraged medical students, as did the University of Hawaii 

distance learning programme. Nevertheless, the shortage of health workers was a major problem, 

compelling the country to recruit doctors and nurses from other countries in the Region. She therefore 

supported the Regional Strategy. 

Mr lATIKA (Vanuatu) supported the draft Regional Strategy. Human resources for health were 

inadequate in Vanuatu and there were difficulties in ensuring a consistent flow of competent young staff 

to replace those retiring. Efforts were being made to improve the situation but they were somewhat ad 

hoc and Vanuatu would welcome a more coordinated approach to regional support for health workforce 

development and management. There was a need to develop strategies to cope with migration, which was 

a fact of life. With support from WHO and a nongovernmental organization, Vanuatu had had some 

success with in service training for midwives since 2002. Visits to health centres by an experienced nurse 

midwife during clinics had helped midwives to review their nursing skills, update their knowledge and 

identify medical and equipment needs. That had helped midwives to gain confidence; it had also 

strengthened the confidence of women visiting the centres in the services provided, encouraging them to 

attend more regularly. Similar in service training for nurses at the dispensary level was planned, and 

consideration was being given to extending it to health workers dealing with primary eye care, oral health 

and hygiene, and ear, nose and throat services, which were difficult to deliver to remote populations. The 

salary structure of public service staff had been reviewed and a special schedule had been established for 
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health workers. It was hoped that that would improve retention and attract more students into the health 

disciplines. 

Ms GIDLOW (Samoa) acknowledged with appreciation the hard work that had gone into drafting 

the comprehensive Regional Strategy and the consultative approach employed, which had allowed 

Member States to participate in the process. The organization of the strategic objectives under three key 

result areas, each with specific monitoring and evaluation indicators, would be helpful for country-level 

application of the Strategy. As had been said by previous speakers earlier in the meeting, strengthening of 

health systems was vital. 

Samoa was experiencing a transition year since instituting health reforms in July 2006, which were 

an integral part of the government reforms started in 1998. Priority was being given to human resources 

for health. Industrial action by the Samoa Medical Association, which had lasted three months during 

2005, had had a severe and long-lasting impact and it was fortunate that there had been no direct loss of 

life. The lessons learnt had included recognition of the need to institute a long-term strategy that would 

ensure a good mix of skills, and to upgrade the skills of nurses and other health workers. Migration was a 

global phenomenon and Samoa was unlikely ever to have sufficient doctors and nurses. Additional 

efforts were therefore needed so as not to compromise the quality of health service delivery. Australia 

and New Zealand were currently supporting efforts to review and revise Samoa's human resources for 

health plan in line with the WHO framework through the Samoa Health Project. Samoa requested WHO 

to continue its support in that area. Human resources were a critical component of health systems and of 

efforts to attain the United Nations Millennium Development Goals and WHO priority programmes. 

They were also crucial for the health of the people they served. Samoa therefore supported the draft 

Regional Strategy and the proposal, made at a meeting of the South Pacific Chief Nursing Officers 

Alliance held in Samoa two weeks earlier, for the establishment of a regional postgraduate school of 

nursmg. 

Dr NUTH (Cambodia) said that Cambodia was also experiencing a shortage of human resources 

for health. He acknowledged the valuable support provided by France for Cambodia's University of 

Health Sciences, by Japan for its nursing schools, and by the United States of America for the 

strengthening of laboratory capacity. Because of low salaries and inadequate infrastructure, it was 

difficult to motivate staff to serve in remote areas of the country. As in Viet Nam, people from those 

districts were being offered incentives to train and return to practice in their home areas. The Government 

was working with the donor community, in particular the United Kingdom Department for International 

Development, to provide such incentives, and the Council of Ministers had recently approved a 

substantial salary increase for midwives. Cambodia supported the draft Regional Strategy and requested 

Member States to continue their valuable support for efforts to improve human resources for health in his 

country. 
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Ms MCGRATH (New Zealand) expressed support for the draft Regional Strategy and commended 

the Regional Office on the guidance it had given to Member States on meeting the challenges of health 

workforce planning and development. Further efforts would be needed, however, to ensure the scaling up 

of effective interventions for the attainment ofthe Millennium Development Goals. 

New Zealand was collaborating with Pacific island countries and areas to promote training and 

retention of health workers. Respecting ethical recruitment practices, it was not recruiting actively from 

those countries, but was providing training opportunities in New Zealand, through its District Health 

Boards. New Zealand was experiencing its own difficulties in recruitment, training and retention of 

health workers and was stepping up action to improve that situation, in particular for mental health 

services, the primary health care strategy and rural health services. There were also a number of District 

Health Board initiatives with respect to healthy workplace projects and clinical governance. The Minister 

of Health had recently announced the establishment of a task force to review the scope and duration of 

medical training, which would report within six months. 

The draft Regional Strategy on human resources for health would provide useful guidance. In the 

spirit of the Committee's earlier discussion on translating research into practice, New Zealand looked 

forward to learning from the experiences of other countries and to sharing the lessons it had itself learnt 

from its own human resource development activities. 

Mr TUlA (Tokelau) commended the preparation of the draft Regional Strategy. Emigration of 

health-care providers from small Island States to developed countries was an aspect of globalization that 

would pose problems for countries like his for many years. Such loss of health staff could be minimized 

only when workable mechanisms were in place that would benefit both receiving countries and those 

supplying skilled human resources. He asked the Secretariat to work closely with regional development 

partners on means of reducing the impact of such migration on small island states. 

For 20 years, Tokelau had experienced continued emigration of its skilled health personnel to 

Australia and New Zealand, and he asked Member States to examine closely the reasons why people left 

island States with small economies. Training health workers who would leave the country upon 

qualification was unsustainable. As Tokelau was isolated and lacked medical equipment and 

infrastructure, a multi-skilled workforce was essential to ensure the equitable delivery of high-quality 

health services. 

He endorsed the draft Regional Strategy. 

Mr VIVIAN (Niue), speaking as Minister for Health as well as Premier of Niue, expressed support 

for the draft Regional Strategy and thanked WHO for the support it had provided to the country in the 

area of human resources for health. Unfortunately remuneration remained a major problem, and a high 
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proportion of the doctors and other health persOlmel trained in Niue left the country to work in 

New Zealand and elsewhere, where they could often earn 10 times the salary they would receive at home. 

Island countries such as Niue had small economies and would never catch up with the larger countries, so 

that they would continue to experience difficulties in retaining the health staff they had trained. 

Mr KEKE (Nauru) characterized the situation in his country as an extreme crisis in the health 

workforce, which was being exacerbated by the deepening economic crisis. For many years the country 

had depended on expatriate staff, but its ability to attract such staff was steadily diminishing. The draft 

Strategy referred to incentives to retain staff, but in reality it was not possible to provide such incentives; 

small island States and countries with weak economies were only just able to provide basic salaries in a 

situation of limited human resources for whom there was competition across multiple sectors. 

Another problem was the lack of training facilities. Although the country had taken some steps to 

improve the skills of local staff, the lack of training institutions would never be overcome in Nauru; its 

small population could not support a body focusing on health training, for which the country relied on 

external institutions. 

He expressed concern that the draft Strategy focused predominantly on countries and was not 

regional in its outlook. Many of the useful and commendable options recommended for in-country action 

were insufficient for small island States. Nauru was unlikely ever to be able to train enough staff to fill all 

the required positions in the health sector and would have to rely on expatriate personnel. He called for a 

sharper focus on substantive regional cooperation in training and filling gaps in health services, not just 

in the immediate future, but in the longer term. Referring to Fiji's comment about expecting an excess of 

nurses, he maintained that sharing of such infonnation should be better managed; it was not acceptable to 

pick it up fortuitously, for example at meetings such as the present one. There should be a regional needs 

assessment in terms of numbers of positions open and the corresponding resources, with a mechanism, 

coordinated possibly by the Secretariat, for making such information readily available and marrying 

resources with needs. Similar exercises should assess current and future needs for training in the health 

sector and whether the training facilities in the Region would meet those needs, and establish a 

mechanism for providing resources to fill gaps. Where needs were not being met, countries with a 

sufficient population and facilities available should be encouraged to increase the number of people 

entering those training institutions with the specific intention that, on completion of their training, they 

would enter the pool of staff ready and available to circulate throughout the Region to fill gaps. That 

would require cooperation and sharing of infonnation. That factor was a major omission in the draft 

Strategy. 

At the invitation of the CHAIRPERSON, statements were made by representatives of the 

International Council of Nurses and the World Federation of Medical Education. 
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The acting REGIONAL DIRECTOR, responding to comments, said that human resources were 

key to strengthening health systems. He emphasized that both WHO Headquarters and the Regional 

Office were committed to do more with respect to human resources than in the past. The Regional 

Strategy on Human Resources for Health 2006-2015 was not just another document: plans were under 

way to implement the Strategy at the country level. 

He noted that more than half of the interventions had been made by representatives of Pacific 

island countries and areas, who had stressed the importance of coordination, a regional approach, a forum 

for cooperation between developed and developing countries, and better assessment and planning. The 

Regional Office, with the WHO country office in Fiji, was drawing up a specific, comprehensive plan for 

the Pacific, which included a draft plan and a Pacific code of practice with respect to the migration of 

health personnel. He noted that development partners in the area were strongly committed to human 

resource issues. A specific framework and coordination mechanisms were needed to ensure that countries 

received the assistance they required. 

The REGIONAL ADVISER ON HUMAN RESOURCES FOR HEALTH thanked Member States 

for their strong commitment to strengthening human resources for health and for their endorsement of the 

Regional Strategy. He acknowledged the input to that Strategy of Member States and partners and 

thanked the Government of Japan for offering to host a workshop on the subject. The interventions made 

had identified the key issues and areas that required support; those suggestions would be used to put into 

practice the work plans for 2007 and would also be taken into account in implementing the Medium-term 

Strategic Plan, in order to achieve WHO's strategic objective number 13. Government leadership was an 

essential component for strengthening human resources, and he was gratified by the expressions of 

commitment. Representatives had emphasized the importance of a common, cohesive approach at the 

national level, which should include education at all levels and other sectors. They had also mentioned 

the utility of a country mechanism to bring partners together. Country-specific strategies must be based 

on information and evidence in order to be effective. 

The CHIEF TECHNICAL OFFICER, NURSING AND MIDWIFERY OFFICE, HUMAN 

RESOURCES FOR HEALTH, WHO HEADQUARTERS, said that the problem of human resources had 

to be addressed at the global level. She was pleased that representatives had supported the Regional 

Strategy. She described two WHO initiatives that addressed the issues that had been raised. One was the 

creation of the Global Health Workforce Alliance, which was a partnership involving governments, civil 

society, professional associations and donor agencies, which aimed to accelerate countries' responses to 

the crisis in human resources for health. The Alliance aimed to make country needs a priority for 

decision-makers and donors and to help mobilize resources to support human resources plans, establish 

country teams and strengthen the collection of relevant data. The second initiative was the promotion of 

dialogue among international agencies, such as the International Labour Organisation and the 
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International Organization for Migration, on the critical issues in human resources for health. It was 

hoped that such dialogue would result in effective international guidelines, a code of practice for 

responsible recruitment and bilateral agreements to ensure mutually beneficial arrangements. A global 

action plan to address migration was being drafted to mitigate the negative aspect of migration and 

enhance the positive aspects. She expressed the willingness of the Human Resources for Health team at 

WHO Headquarters to work with countries, in collaboration with the team at the Regional Office. 

There being no further comments, the CHAIRPERSON requested the Rapporteurs to prepare an 

appropriate draft resolution for consideration later in the session. 

3. PREVENTION AND CONTROL OF HIV/AIDS, TOWARDS UNIVERSAL ACCESS 

Item 15 of the Agenda (Document WPRlRC57/10) 

The acting REGIONAL DIRECTOR, introducing the document, said that the HIV/AIDS epidemic 

was taking a greater toll each year, with almost 5 million new infections and 3 million deaths worldwide 

in 2005. That meant nearly 600 new cases and 200 deaths every day in the Western Pacific Region. A 

significant achievement had been made, however, namely a threefold increase globally in the number of 

people receiving antiretroviral therapy between 2003 and 2005, due to the "3 by 5 Initiative" of WHO 

and UNAIDS. That initiative had inspired global leaders to make a commitment to the goal of providing 

universal access to HIV/AIDS prevention, treatment and care by 2010. 

Countries and areas in the Western Pacific Region had received assistance in scaling up their 

HIV/AIDS activities. Experience and lessons learnt from the "3 by 5 Initiative" would help WHO to 

provide more effective support to countries and areas as they moved towards that goa\. In order to 

contribute to universal access, WHO would invest in five strategic directions: (I) enabling people to 

know their HIV status through confidential HIV testing and counselling; (2) maximizing the health 

sector's contribution to HIV prevention; (3) accelerating the scaling-up ofHIV/AIDS treatment and care; 

(4) investing in strategic information to ensure a more effective response; and (5) strengthening and 

expanding health systems. 

Challenges remained, however. Two regional consultations had been organized by WHO and 

UNAIDS in December 2005 and February 2006 to discuss universal access and the ways to attain it. The 

issues for universal access that had been discussed included how to build on current national responses 

and increase the commitment of resources; how to scale-up activities, on the understanding that the type 

and level of coverage of prevention, care and treatment would affect the prevention of new infections, 

decrease mortality and improve the quality of life of infected people; and how to set priorities for 

strategies, interventions, activities and resources, with clear targets and milestones for coverage. The 

essential constraints identified during the consultations included the lack of human resources and 
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technical capacity, including inadequate public health infrastructure, to deliver sufficient, proper services 

as needed; and the widespread stigma and discrimination experienced by people living with HIV/AIDS 

and marginalized groups who were most affected by HrV/AIDS. 

Using the key recommendations emanating from those consultations, WHO and UNAIDS would 

continue to work together and with partners in helping countries to elaborate and implement the 

technical, financial and programmatic aspects of universal access. 

Dr LEPANI (Fiji) commended the active role of WHO in the prevention and control ofHIV/AIDS 

In the Region, particularly in his country. His Government allocated US$ 500 000 annually to 

implementation of its national strategic plan on HIV / AIDS, which complemented the funding provided 

by partners. The rate ofHIV infection in Fiji was currently escalating, even although the country was still 

classified by WHO and UNAIDS as having a low prevalence, with a rate of 0.05%. A total of 219 cases 

of infection had been recorded. The main mode of transmission was heterosexual contact, but maternal

to-child transmission was a growing concern. 

The national HIV/AIDS strategic plan for 2004-2006 had been reviewed, and challenges and gaps 

had been identified. Thus, scaling up of universal access had been incorporated into the plan for 2007-

20 II. Second-generation surveillance, conducted in 2004-2005, had provided interesting baseline data on 

high-risk groups. On the basis of the Declaration of Commitment on HIV/AIDS issued by the 2005 

World Summit at the sixtieth session of the United NatlOns General Assembly, universal access by 2010 

would serve as the midpoint to achieving Millennium Development Goal Six: to halt and reverse the 

spread of HIV/AIDS by 2015. For its part, Fiji had assessed its multi sectoral response and critical 

obstacles and challenges requiring action and had drawn up a plan, with key milestones and 

interventions. 

Progress in HIV treatment and control in Fiji included the establishment of laboratory capacity for 

secondary confirmatory HIV testing for both Fiji and other Pacific island countries; development of a 

policy to avoid discrimination against persons with HIV I AIDS in the workplace; institution of a policy of 

preventing mother-to-child transmission; and promotion of voluntary and confidential counselling and 

testing. The Government of Fiji planned to review legislation that had implications for HIV/AIDS, such 

as the Prison Act, the Public Health Act and the Immigration Act, and also to enact a bill specific to 

HIV/AIDS. It was hoped that the new bill would address issues of growing concern, such as willful 

transmission ofHIV. 

He thanked WHO, the governments of Australia and New Zealand, UNAIDS, UNICEF, UNFPA 

and other partners for supporting Fiji's work on HIV/AIDS. 
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Dr TIBAN (Kiribati) was pleased to note the Regional Office's continuing focus on HNIAIDS 

treatment and universal access. With the support of WHO and other regional initiatives, including the 

Pacific Regional HNIAIDS Project and the Global Fund to Fight AIDS, Tuberculosis and Malaria, 

Kiribati had started a treatment programme. The availability of treatment delivered by a supportive 

network of workers was one of the most effective ways of encouraging people to be tested for HN I AIDS 

and to promote national response. 

Countries, like Kiribati, that had not yet developed HNIAIDS legislation, should be given the 

opportunity to discuss frameworks that also explored other issues: until protection of society ranked in 

importance with protection of the rights of people living with HN I AIDS, support for legislation would 

remain uncertain. 

It was vital to ensure the skills of, and support for, the people charged with providing help to those 

living with HNIAIDS, as the need for treatment and care would increase as more people came forward. 

Plans for training, providing facilities and ensuring access to counselling for health workers should not 

lag behind the scaling up of services. 

The issue of drug resistance should be investigated as a priority, and Kiribati could benefit from 

the experiences of other Member States in that area. It was important to prepare for eventual drug 

resistance, and WHO should investigate options to obtain better drugs to maximize treatment adherence. 

It was also essential to consider financing options for more expensive drugs and when those drugs could 

be introduced. 

Dr KONG (China) was pleased to see the goal of universal access following on from the "3 by 5 

Initiative"; however, there were currently many difficult issues preventing developing countries from 

achieving the universal access goal. They did not have sufficient funds and technology, and drugs and 

diagnosing agents were expensive. 

Many Member States had been active in fighting HNIAIDS: there had been strong political 

commitment and collaboration with United Nations agencies and the international community had 

supported HNIAIDS treatment and action, but there was still a long way to go to encourage and 

implement effective treatment. Preventive measures were no longer able to stop the spread of the disease. 

Many of those who needed antiretroviral treatment were still not receiving it even though that treatment 

could save their lives, and many HN I AIDS orphans went uncared for. The realization of universal access 

was still a distant goal; it was necessary to work harder. 

The Chinese had a saying: "even a clever housewife cannot cook without rice". She called for 

further commitment from WHO and the developed countries to provide support for developing countries 
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In HNIAIDS prevention and treatment. China promoted and supported universal access and was 

committed to doing its best to contribute to the global goal of HN I AIDS prevention and control. 

Mr FORAU (Solomon Islands) said it was too early to have an epidemiological picture of the 

HNIAIDS situation in his country; however, five people had been reported officially as having 

HNIAIDS. The first case had been detected in 1995 and the other four in 2004; subsequently there had 

been no new cases. Sentinel testing was continuing. 

In 2004, Solomon Islands had formed the National AIDS Council, where stakeholders shared 

responsibility for leading a multisectoral campaign against the disease. The National HN Policy and 

Multisectoral Strategic Plan 2005-2010 for Solomon Islands set out a capacity-building strategy and 

ensured coordination, integration and the role of the stakeholders in the prevention and control of 

HNIAIDS. Key areas in the Plan included reducing vulnerability to HNIAIDS and other sexually 

transmitted infections, increasing access to HNIAIDS testing that was confidential and voluntary, 

establishing and strengthening surveillance of HN I AIDS and sexually transmitted infections and their 

treatment, capacity-building, sustainable development to help change behaviour, and how discrimination 

affected prevention and care. The Ministry of Health was spearheading a number of initiatives to develop 

a combined approach to HNI AIDS prevention, treatment, care and support for those with the disease and 

their care-givers. 

He welcomed the move towards universal access to antiretroviral drugs and drugs dealing with 

coinfections. The quicker that was achieved, the more likely the spread of infection could be contained in 

Solomon Islands and in the Region. There was a window of opportunity that should not be missed, and 

he urged all Member States to work to move that agenda forward. 

Dr TRAN THANH DUONG (Viet Nam) thanked the Secretariat for the report. While the "3 by 5 

Initiative" target had not been met, the lessons learnt from the experience would help WHO, UNAIDS 

and Member States to make new progress in universal access to HNIAIDS prevention, treatment and 

care by 2010. It was important that there was strong political will and financial commitment to achieve 

universal access. 

He welcomed the goal of universal access and the five strategic directions. Viet Nam had approved 

a national strategy on HNIAIDS prevention and control to 2010, with a vision for 2020, including 

several specific objectives. with targets in line with the global concept and targets of universal access. 

Recent legislation would facilitate activities to prevent and control the disease on a wider scale. 

Recent estimates in Viet Nam showed some 215 000 people with HIV/AIDS, 30000 of whom 

needed antiretroviral treatment. A number of organizations, including the Global Fund, the United 

Kingdom Department for International Development (DFID) and USAID, had provided assistance to 
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establish and strengthen his country's HNIAIDS care and support system and, by the end of 2005, there 

were 5600 HNIAIDS patients receiving antiretroviral therapy. 

The high cost of antiretroviral drugs had not decreased in recent years and national pharmaceutical 

companies had begun producing first-line antiretroviral drugs. He requested that his country join the 

WHO prequalification programme, although he understood that it took time for submissions to be 

considered. A training workshop on prequalification of antiretroviral drugs had been organized, with 

WHO support, earlier in the year. Viet Nam had also submitted an inclusive country coordinating 

mechanism (CCM) proposal to the Global Fund, for consideration at Round 6. He acknowledged the 

technical support provided by the WHO Country Office for preparing proposals for submission to the 

Global Fund rounds. 

Dr AKE (Tonga) emphasized that, with regard to the "3 by 5 Initiative", it was the number of 

people treated properly that counted rather than merely the number of people treated. WHO should 

support training for people treating HN I AIDS patients through recognition of institutions. Treatment for 

HNIAIDS patients was a lifelong undertaking, with medications that had highly toxic side-effects. 

Dr KWON (Republic of Korea) stated that the "3 by 5 Initiative" had played a pivotal role in the 

global response to the HNIAIDS epidemic. It had also provided guidance in scaling up universal access 

to HNIAIDS prevention, treatment, care and support. 

The Republic of Korea was committed to providing confidential HNIAIDS testing and 

counselling, maximizing the health-sector contribution for HN I AIDS prevention, and scaling up 

HNIAIDS treatment and care, in accordance with the strategic directives proposed by the United Nations 

to achieve universal access. WHO needed to streamline the current goal of universal access for 

HNIAIDS prevention, care and treatment by 2010 with the Millennium Development Goals to halt the 

spread ofHN and AIDS by 2015. 

The Republic of Korea actively joined the global endeavour and fully supported WHO's strategic 

directions to successfully achieve universal access. His country would contribute US$ 10 million over the 

next three years to the fight against the global HNIAIDS epidemic. 

The meeting rose at 11 :50. 
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ANNEX 

The round table was opened by the Honourable Pete Hodgson, Minister of Health of New Zealand. 

He introduced Professor Terry Dwyer, Chair of the Advisory Committee on Health Research in the 

Western Pacific Region (WPACHR) of WHO, and Dr Bruce Scoggins, Chief Executive of the 

New Zealand Health Research Council. Then Dr Scoggins delivered the opening speech on the key issues 

in knowledge translation. 

Summary of discussions 

The discussions revolved around five main themes. 

1. How do ministries of health find and use the best evidence for decision-making? 

Dr Zainal Ariffin bin Omar (Malaysia) in his introductory comments mentioned the organization of 

research institutions such as National Institute of Public Health, Institute of Medical Research and Institute 

of Health Systems Research within the National Institutes of Health set-up. Strategies to promote health 

research include priority setting for national health research, competitive bidding for research in priority 

areas, annual research dialogue between researchers and policy-makers, evidence generation and synthesis, 

and the development and use of evidence-based clinical practice guidelines. However, weak human 

resource capacity brings challenges for producing and using good evidence. He mentioned Evidence

informed Policy Networks (EVIPNet) as an important new initiative in which Malaysia is collaborating 

with other research partners from China, the Lao People's Democratic Republic, the Philippines, and 

VietNam. 

Several other countries contributed to discussion on this topic, raising issues such as: 

• availability of public resources such as repositories and databases to assist in evidence-based 

decision-making, for example the National Institutes of Health in United States of America 

and the Health Evidence Network in Europe; 

• evidence from clinical medicine is easy to find and use, but it is more problematic to find 

good evidence on issues related to health administration and management; 

• countries have very different situations regarding availability of research evidence, what 

constitutes good evidence and the capacity to translate evidence into policy; 
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• even if research results are available from elsewhere, they are not always applicable to the 

local context, and more local research is needed. For example, research results from other 

countries cannot usually be applied to multicultural countries such as Papua New Guinea; 

• an integral part of the evidence to policy-making process is to justify what to do and what not 

to do; 

• evidence-based medicine is both a science and an art; the available databases such as the 

Cochrane database are not widely used; 

• the best evidence is usually not translated to decision-making because of a lack of capacity to 

analyse available data and information for policy-making purposes; 

• research conducted in developing countries by external funding is often irrelevant to the 

country needs, i.e. just repeating what has been done in other countries. 

In other contributions it was noted that it is more difficult in public health than in clinical research to 

formulate research questions and to find funding for research. Furthermore, the budgets of research 

institutions are very unstable in the developing countries. 

2. How can the Member States produce better evidence through the national health research system? 

Dr Mario Villaverde from the Philippines provided the introductory comments on this topic, 

reporting the recent developments and lessons learnt from his country. Before 2002 there were several 

public and private research agencies and institutes in the Philippines, with weak coordination. There was 

duplication of work, inefficient use of resources, and the results were not satisfactory. Therefore in 

March 2003, the Philippine Council for Health Research and Development (Department of Science and 

Technology) and the Department of Health established the Philippines National Health Research System 

which is a network for coordinating health research among various agencies and all important stakeholders 

including politicians. The work has been organized under six technical committees, namely research 

management, research ethics, capacity-building, research utilization, resource mobilization, and structural 

and organizational monitoring and evaluation. 

Professor Terry Dwyer emphasized that- in the experience and work of WP ACHR, health research 

needs to gain a higher profile, and national research is needed to study causes of diseases and the 

effectiveness of interventions. He added that there is a very uneven distribution in the production of 

scientific publications in the Western Pacific Region. 
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3. What is the role afhealth policy and systems research in the strengthening afhealth systems? 

Professor Jiang Zuojun, Vice-Minister of Health, China, provided the introductory comments to this 

topic, informing the participants about the main principles of scientific development in China, with the 

purpose of balancing human and economic development in the Chinese context. These include "prevention 

first", better translation of research into practice, and efforts to make the policy-making process more 

scientific. He added that often there is a need to pilot new policy (such as the development of new rural 

cooperative medical schemes) before wide implementation. Other speakers supported the idea of piloting 

new interventions, and also emphasized that it is important to build incentives and innovative ways of 

marketing proposed reforms and changes, using good evidence and packaging key messages through the 

widespread use of media. 

4. What are the best practices for translating research into policy and health care practice? 

Dr Nguyen Thi Xuyen, Vice-Minister of Health, Viet Nam, provided the introductory comments to 

this topic, and described experiences from the implementation of evidence-informed policy in her country, 

using Health Care Fund for the Poor as an example. She remarked that the researchers need to package 

results better for decision-makers, but they also need to understand the policy-making process. There are 

efforts to provide more forums for researchers and decision-makers to interact with each other. 

5. How can regional or subregional collaboration improve the evidence base for policy and health 

care practice? 

The Honourable Udit Narayan, Minister for Primary and Preventive Health, Fiji, provided the 

introductory comments to this topic. He reported AusAID support to the Fiji health sector reform project 

between 1998 and 2004, and experiences on the monitoring and evaluation process. He told the 

participants about the need to learn more about evidence-based health care financing solutions. Other 

contributors reported the efforts of New Zealand to improve research capacity in the Pacific island 

countries and areas and the role of Fiji School of Medicine. It was noted that there is a need for more 

intercountry collaboration to improve capacity in small Pacific island countries and areas. Others 

emphasized the importance of country ownership and good ethical review practices in research projects. It 

was also emphasized that the communities need to know and understand the evidence behind new policies 

and interventions. 

Professor Dwyer suggested that the first step should be to establish a health research council in each 

country. 
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Closing 

In his final comments, Mr Hodgson thanked the participants for the frank and honest discussion. He 

concluded by saying that the Western Pacific Region is a diverse region, both in research capacity and in 

research output. 

The round table agreed that Cambodia, Samoa, AustralialNew Zealand and Japan will report back 

suggestions on the best ways to promote regional or subregional collaboration in the area of health research 

and evidence-based decision-making at Thursday morning session. 


