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166 REGIONAL COMMITTEE: FORTY-SIXTH SESSION 

1. AIDS: Item 10 of the Agenda (continued from the fifth meeting, section 3) 

1.1 Joint United Nations Proaramme on AIDS: Item 10.2 of the Agenda 

(Document WPRlRC46/8) 

The REGIONAL DIRECTOR presented his report on significant developments relating to 

the Joint United Nations Programme on AIDS, as requested by the previous year's Regional 

Committee. 

In 1994, a report on the feasibility and practicability of establishing a joint and 

cosponsored United Nations programme on AIDS had been submitted to the WHO Executive 

Board. The report had been prepared by executive heads of UNDP, UNESCO, UNFPA, 

UNICEF, the World Bank and WHO. In May 1995, a resolution had been adopted by the World 

Health Assembly, endorsing the establishment of a new Joint United Nations Programme on 

AIDS, administered by WHO. 

The new Programme would officially commence operations on I January 1996, headed by 

Dr Peter Piot as Executive Director, who had been appointed on I January 1995. 

At the country level, the Programme was to be administered through the resident 

coordinator system of the United Nations. A theme group on AIDS would be convened among 

United Nations agencies at the country level. It would be responsible for coordinating all 

collaboration by United Nations agencies with national AIDS programmes. The Programme 

would not have a uniform regional structure, but it would support intercountry or regional 

activities as they might be required, in response to the epidemic. 

Funding for country-level activities would be obtained primarily through the existing fund

raising mechanisms of the cosponsors. Those funds would be channelled through the 

disbursement mechanisms and procedures of each organization. 

However, although those were the stated mechanisms for the operation of the Programme 

as reviewed by the World Health Assembly in May 1995, the practical realities of how the 

Programme would operate at country level were not yet very clear. That meant that WHO did 

not yet know what differences there would be in programme funding, management and 

implementation at country level. 

The governing body of the new Programme was the Programme Coordinating Board 

(PCB), composed of members from 22 countries. China and Japan were members from the 
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Western Pacific Region. Australia was a member as part of the "Western European and others 

group". Further details about the organization, functions and funding mechanisms were set out in 

document WPRlRC46/8, which quoted extracts from the ECOSOC resolution. 

He requested the Regional Committee to consider, and to comment on, the regional 

involvement expected and the mechanisms by which the Regional Office should collaborate in 

national AIDS programmes. The Regional Office would complement the Joint United Nations 

Programme on AIDS, continuing its work in four areas: strengthening of national sexually 

transmitted disease programmes, HIV and AIDS surveillance, training of special population 

groups, including health care workers, and integrating WHO activities into the AIDS intercountry 

and country activities. 

He briefly reported on WHO's efforts towards further collaboration. The Regional Office 

would establish one professional post and one general services staff post for sexually transmitted 

diseases and AIDS, from its regular programme budget. On 7 September 1995, Dr Piot, 

Executive Director of UNAIDS, had visited the Regional Office. In principle, UNAIDS had 

agreed to second one professional staff member to the Regional Office and, in addition, between 

five and six country programme officers to be assigned in countries where the epidemic was 

serious, subject to availability of funds. The Regional Director would have the responsibility of 

implementing activities in the four main areas described previously. Financial support for 

1996-1997 would be provided to countries currently receiving funding from the Global 

Programme on AIDS. Although the funding levels would be substantially less than the current 

amounts, and were still to be determined, they should be adequate to ensure that priority activities 

were continued and that national programmes were maintained. The WHO Representatives 

should also assume a major role in UNAIDS country programmes. Those and other issues would 

be the basis of further discussions and negotiations. The Regional Office would work with 

UNAIDS unconditionally to address the important public health issues of sexually transmitted 

diseases and HIV/AIDS. 

The Regional Director felt strongly that efforts so far to curb the spread of HIV and AIDS 

must not be dissipated. He wished to make clear to the Committee his commitment, and the 

commitment of his staff, to the continued control and prevention of sexually transmitted diseases, 

including HIV. There was still a great deal to be achieved, in the Western Pacific Region and 

elsewhere, and the Regional Office would continue to work with Member States, although 

perhaps under changed circumstances, to protect the health of the peoples of the Region. 

Turning to questions raised by members of the Committee concerning the annual report on 

AIDS, including sexually transmitted djs~ases (document WPRlRC46/7), he said that the 
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countries that would be selected for UNAIDS support would be those with the more severe levels 

of epidemic: the Executive Director of UNAIDS had promised strong technical and financial 

support for that. The Regional Office would have to work together with UNAIDS, headquarters 

and other agencies to ensure continued fund raising at country level. The Regional Director had 

agreed with the Executive Director of UNAiDS to work together at country level. WHO would 

continue to raise funds in other areas, such as reproductive health, and part of those funds would 

be used for AIDS-related activities. A WHO staff component would be assigned to the 

intercountry World BankIWHO joint project based in Bangkok, Thailand. So far US$1.9 million 

had already been eannarked for its activities, which would be supplementary to the country level 

AIDS programme supported by UNAIDS and other cosponsoring agencies. 

The question of human rights was very important and very sensitive. There had to be a 

balance between respecting the human rights of infected persons and respecting the human rights 

of the non-infected general public. Confidentiality depended on context. Traditionally in the 

area of sexually transmitted diseases, confidentiality was strictly observed, although a degree of 

non-confidentiality was observed among health workers, when tracing sexual contacts. WHO 

policy was to observe confidentiality. It was also WHO policy that there should be no 

restrictions on the short-tenn travel of infected people, although for long-tenn movements some 

countries imposed national restrictions. Countries should in general exercise a degree of 

confidentiality. That was the extent of WHO policy and the Regional Director said that the 

Regional Office would listen to the views of the Regional Committee. 

Dr ADAMS (Australia) said his country strongly supported the establishment of UNA IDS, 

which offered a unique multisectoral approach to the control and management of a very serious 

epidemic. It was an interesting experiment which Australia supported both philosophically and 

in kind: Dr Piot's deputy was an Australian AIDS expert, and Australia was also seconding an 

expert to the World Bank/WHO joint project in Bangkok. Australia supported the two main 

pillars of the new programme at country level: that national governments had ultimate 

responsibility for coordination at country level, ensuring that programme solutions were tailored 

individually for each country, and that the country and intercountry theme groups should select 

their chairperson by consensus, reflecting the multi sectoral character of the new programme. 

Australia would be interested to receive feedback on the extent to which UNAIDS was 

supporting community-based education and prevention programmes, and requested a detailed 

appraisal in 1996 of what UNAIDS was doing at individual country level. 
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There had been a lengthy debate in Australia on the screening of migrants, tourists and 

students, and Australia would be pleased to share its experience with the health authorities in 

Solomon Islands. 

Professor LI (China) said that his country was a member of the Programme Coordinating 

Board of UNAIDS and had attended its meeting in July 1995; the discussion had been 

enthusiastic but the expected budget allocation remained unclear. It was important for the six 

international organizations to use their strengths in terms of experience and technical expertise, 

and in general to play a catalytic role at country and intercountry levels. Given that other 

international organizations would retain their AIDS programme activities, and the WHO Global 

Programme on AIDS would be ceasing its activities at the end of 1995, he wondered how WHO 

would in future be playing its proper role at global, regional and national levels as the technical 

authority in matters of health. He hoped that a WHO representative would be the technical leader 

of the special teams UNAIDS would be establishing at the country level, which would be headed 

by representatives from the six international organizations on a rotating basis. 

He noted with pleasure that the Regional Director planned to establish one professional 

post and one general service staff post for sexually transmitted diseases and AIDS in the 

Regional Office. 

Dr W ANGI (Papua New Guinea) said his country strongly supported the establishment of 

UNAIDS, but he was concerned that it should cover sexually transmitted diseases, and not just 

AIDS. In Papua New Guinea HlY was in the main heterosexually transmitted, and he was 

concerned that if the focus was on AIDS alone, the risk factors in other sexually transmitted 

diseases might not be adequately addressed. 

Dr ITO (Japan) said his country would be supporting UNAIDS, and firmly believed that 

the leading role of WHO and its regional offices in the related areas of sexually transmitted 

diseases, blood safety, reproductive health and tuberculosis must once again be strongly 

emphasized. With regard to activities directly related to HlY/AIDS prevention and control, 

WHO and its regional offices should playa mutually supplementary role with UNAIDS, 

especially in terms of surveillance and capacity building because some countries were still in 

great need of support in that area and could not necessarily expect sufficient resources to come 

solely from UNAlDS. The Government of Japan was prepared to continue supporting 

surveillance and capacity building in the Region in close collaboration with UNAIDS and the 

Regional Office. 
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Mr YANG (Republic of Korea) said his Government welcomed the establishment of 

UNAIDS and promised to cooperate with it. UNAIDS should concentrate on the Western Pacific 

Region where the number of people infected with illY was increasing; a larger share of the 

budget available should be given to the Western Pacific. He expressed his Government's 

gratitude to the Western Pacific Regional Office for tackling the AIDS epidemic in the Region. 

Dr SODNOMPIL (Mongolia) said that the establishment of UNAIDS was important and 

was supported by Mongolia. Also important were the guiding role and traditional experience of 

WHO. Its leadership in UNAIDS should be maintained in order to ensure effective 

implementation. Budgetary allocations were normally based on case incidence, but countries 

such as Mongolia with no (or very few) cases also required funds to continue their preventive 

activities. Such countries provided good models of action to curtail the spread of mv / AIDS, and 

Mongolia wished to receive more information regarding the role it might play in the programme. 

Dr WONG Kum-Leng (Singapore) looked forward to the establishment of UNAIDS. 

WHO's experience and expertise and those of the organizations, in an integrated approach, should 

enhance efforts to contain and control illY/AIDS. It was hoped that any initial problems of 

coordination could be rapidly overcome. Singapore's support and close collaboration could be 

counted upon. 

Mr BENJAMIN (Federated States of Micronesia), commending the report, expressed deep 

concern over the effects of transfer of responsibility in the Region, preferring that WHO's 

regional programme staff maintain responsibility for AIDS prevention and control, evaluation 

and monitoring at country level. It was hoped that such support would continue in the future. 

Dr OTTO (Republic of Palau) welcomed the establishment of UNAIDS and expressed 

gratitude for the cooperation of the United States, Japan, and Australia as well as the Regional 

Office staff and those in Suva, in the control programme against sexually transmitted diseases 

and illY/AIDS. 

Dr SHAFIE (Malaysia), looking forward to the beginning of UNAIDS activities in 1996, 

expressed the hope that coordination would be clearer at the organizational level and in the field, 

particularly the role of the Regional Office as part of the administrative mechanism entrusted to 

WHO. The Regional Office's continued involvement in the national AIDS programme should be 

continued in the future. 

Mrs HONG TIY (Fiji), referring to the refusal by some States to allow illY/AIDS sufferers 

to enter, said that that was a double penalty for people already marginalized by infection. As 
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many of the cases were women and children infected by, for example, blood transfusion through 

no fault of their own, they deserved better treatment on humanitarian grounds; such 

considerations should be incorporated in government health policy. 

Mr BOYER (United States of America) believed UNAIDS was an exciting development in 

spite of the reservations expressed; change should not give rise to fears for the future. When it 

started in January 1996 the main impact would be in strengthening the role of governments in 

activities against IllY/AIDS and coordinating the work of the various United Nations agencies to 

ensure collaboration in a unified plan. He was confident that the Joint Coordinating Board, with 

the Executive Director of UNAIDS, would consider appropriate operating methods that would 

meet the concerns expressed as to the country-by-country running of the Programme. 

The governments and ministries concerned, like the participating organizations. must 

consolidate their efforts and develop their national plans to deal with the disease. 

Women had a major part to play; WHO estimated that over seven million women were 

infected and that the number would double by 2000, with four million deaths. 

He trusted that WHO and the Regional Office would provide support and would cooperate 

to help ensure success. 

Mr DICKINSON (Hong Kong) welcomed the establishment of UNAIDS and looked 

forward to fruitful collaboration. 

Dr A WlTEN (Philippines) also welcomed the new Programme's establishment but noted 

that there was confusion over technical cooperation. Previously the Government had dealt only 

with the WHO Representative; in the new system, both the United Nations Resident Coordinator 

and the WHO Representative would be involved. 

Dr ENOSA (Samoa), also welcoming the establishment of UNAIDS, expressed 

reservations about cooperation at country level for countries which did not yet have a programme 

of collaboration with the existing WHO Global Programme on AIDS. He hoped the 

establishment ofUNAIDS would not result in too much "UN system" bureaucracy. 

The REGIONAL DIRECTOR, replying to questions and comments, said that on the matter 

of financing, the Executive Director of UNAIDS had said that he could not make any 

commitments until he had actual resources rather than pledges, as at present. He had given an 

assurance that the utmost would be done to ensure the continuity of essential activities at the 

country level during the transition to UNAIDS. 
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WHO, without being in competition with the new Programme, had to maintain its own 

activities in the field of AIDS. It was a health problem which the Organization could not walk 

away from. 

The "theme groups" for UNAIDS were being established at national level through the UN 

Resident Coordinator system. In the group for the Philippines, the WHO Representative had 

been appointed Chairman, which was promising for WHO's leadership role. It was hoped that 

the six cosponsoring agencies would take similar measures elsewhere. 

UNAIDS would also cover sexually transmitted diseases. The Regional Office would 

continue to deal with sexually transmitted diseases. People with sexually transmitted diseases 

were a high-risk group vulnerable to HIV/AIDS. The UNAIDS Executive Director had once 

been responsible for control of those diseases in WHO; he would certainly not neglect that 

important aspect, and would work through WHO's mechanisms for their control. He was to be 

informed of the Regional Committee's discussions on AIDS. On the question of the support 

needed to base preventive measures on the indication of HIV infection case numbers, the 

Executive Director had also expressed agreement. 

As far as the Regional Office's role was concerned, he, the Regional Director, had 

emphasized in discussions with the Executive Director that logistical and other support services 

would be provided by the Regional Office to UNAIDS staff at country level. 

To the representative of Samoa he replied that bureaucratic red tape would best be avoided 

by countries' taking the initiative for coordination. 

2. ERADICATION OF POLIOMYELITIS IN THE REGION: PROGRESS REPORT: 

Item 11 of the Agenda (Document WPRlRC46/") 

Recalling that, in 1988, the Regional Committee, at its thirty-ninth session, had resolved to 

eradicate poliomyelitis from the Region by 1995, the REGIONAL DIRECTOR stated that, thanks 

to the strong commitment of governments and highly successful national immunization days, the 

Region was very near to being free of the wild poliovirus in the latter part of 1995. He firmly 

believed that with the excellent progress made in the Region, and all that had been learnt about 

detection and control, Member States and WHO would soon be able to fmish the job. 

The Philippines had had no cases associated with the wild poliovirus for over two years. 

China, which had reported 6000 poliomyelitis cases in 1990, had had only six confirmed wild 

poliovirus cases in 1994, and none had been reported to dan: in t~s. The northsm ugWn of 
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Viet Nam had been freed of the virus in 1994, and the last remaining focus was the Mekong Delta 

area of Viet Nam and Cambodia. 

As shown in the progress report (document WPRlRC46/9), WHO was still reporting cases 

of poliomyelitis based upon clinical diagnosis. It would do that in conjunction with the laboratory 

isolation of the wild virus until the national capability of laboratories to detect the wild virus 

reached an optimum level. The situation in the Region was best described by analysing the 

distribution of the wild poliovirus, which had always been the target of WHO's activities. 

The success of the poliomyelitis eradication initiative in the Region could be attributed to 

the strong commitment and organizational capabilities which had been seen in the countries 

themselves. 

National immunization days had been conducted in five countries in the 1994-1995 season 

of low transmission, during which time a total of 105 million children under five years of age in 

the Region (over 80 million in China alone) had received two doses of oral poliovirus vaccine. 

At the same time, surveillance systems for acute flaccid paralysis had been intensified in 

countries to ensure that no wild poliovirus was missed, wherever it continued to circulate. 

International partners had given vital support to ensure the success of the efforts in the 

Region. He expressed his appreciation to UNICEF, the governments of Australia, Canada, 

France, Malaysia, Japan and the United States of America, and Rotary International, which had 

contributed vaccine, funding for surveillance and operational activities, and technical advice to 

make that progress possible. 

The major concern remaining was the quality of virological surveillance. Some poliovirus 

might escape detection because some cases were not virologically investigated, or some samples 

were not processed in a timely manner. In the year to come, WHO would make the utmost 

efforts to improve virological surveillance sufficiently for certification of eradication. 

Countries where poliomyelitis had been endemic had already conducted successful 

national immunization days. However, because surveillance was not yet completely reliable, 

WHO advised adopting a prudent attitude to supplementary immunization. Member States and 

WHO must continue with that precautionary measure until absolutely confident that the 

circulation of poliovirus had completely ceased. 
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A Global Commission for certification of poliomyelitis eradication had been established. 

He proposed the establishment also of a Regional Certification Commission, composed of 

experts who would oversee the documentation provided by countries. 

He reminded the Regional Committee that poliomyelitis eradication was a global initiative, 

which required all countries to certify that poliovirus had ceased to circulate. Those countries 

which were not reporting poliomyelitis cases should also be sure that they had the surveillance 

and laboratory systems that could prove that poliovirus was no longer circulating. 

The poliovirus had been forced into a comer and now only circulated in a small area, in the 

Mekong Delta of Viet Nam and Cambodia. He was confident that the virus would soon no longer 

be transmitted among children of the Region. 

Dr ADAMS (Australia) congratulated the Regional Director and his staff on their 

outstanding work: poliomyelitis had almost been eradicated in the Region, but it was of vital 

importance to maintain the momentum and to continue to support the programme. He welcomed 

the proposal to establish a regional certification commission, and asked for details of how the 

commission would operate. 

Dr TAMBISARI (Vanuatu) asked whether the three-year pre-certification period would 

start with retroactive effect, or only after the establishment of the regional certification 

commission. 

Dr BART (United States of America) paid tribute to the immensity of WHO's 

achievement: it was on the threshold of eradicating from the earth a disease that had plagued 

mankind throughout history. The efforts still needed to eradicate poliomyelitis completely were 

not great: continued political will and social mobilization. To quote the anthropologist Margaret 

Mead, real change was only brought about by a small group of committed individuals who 

brought their entire efforts single-mindedly to a task. Under the leadership of Dr Han and his 

staff, poliomyelitis had been eradicated from most of the Region in only five years. The efforts 

of China and Viet Nam commanded wonder and respect: China's national immunization days 

constituted the largest public health effort the world had ever seen. 

Nevertheless, it was important not to allow the programme to lose momentum. Vaccine 

supplies must be guaranteed, case detection must be done to certify eradication, small island 

States would have to be able to demonstrate that they had no cases of poliomyelitis, or of acute 

flaccid paralysis that might be poliomyelitis. The level of mobilization required to achieve that 

would place a strain on their resources and they would need support. 
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The representative asked the Regional Director when he thought poliomyelitis would be 

finally eradicated from the Region and how many more national immunization days would be 

required to ensure that eradication had occurred. 

Dr A WITEN (Philippines) reported that her country had held several national 

immunization days from 1993 to the present, with a coverage of over 90%. That, together with 

improved surveillance in the health services, would ensure continued progress in poliomyelitis 

eradication efforts. 

Dr SAKAI (Japan) congratulated all concerned on the outstanding progress of the last 

seven years, resulting in greatly reduced poliovirus transmission rates in the Region and 

prevention of much suffering and death. That would not have been possible without the Regional 

Director's leadership. 

The regional strategy had entered the final stages and, with a little more work, 

poliomyelitis could soon be eradicated from the Region. 

He urged that regional capacity for surveillance be strengthened, with high vaccination 

coverage and measures to ensure self-sufficiency in vaccine production. 

Japan had cooperated closely, communicating with the Technical Advisory Group since its 

first meeting in Tokyo in 1991. The Regional Office could be sure of Japan's continued close 

cooperation. 

Dr WANG! (papua New Guinea) commended the report. However, it showed his country 

as having two clinically detected poliomyelitis cases in 1995 whereas no case had been recorded 

since 1991. The clinical criteria of residual paralysis after 60 days in the cases in question were 

debatable. No wild poliovirus had been isolated from either of them. 

Dr SHAO (China) reported that his country had undertaken extensive immunization 

activities and substantial poliomyelitis surveillance. Attention had been paid to vaccine supplies 

and resource mobilization. Two national immunization days had been organized from December 

1993 to January 1995, at each of which 80 million children under four had been vaccinated. As a 

result, new reported cases had fallen from 538 in 1993 to 261 in 1994. Only six cases were 

associated with wild poliovirus. He expressed appreciation to WHO, other international 

organizations, friendly countries and nongovernmental organizations for their support. 

Dr HO (Malaysia) said that the national immunization days had been very successful, and 

the generous support of various organizations in purchasing oral poliovaccine had contributed 
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greatly to their success. Noting that supplementary immunization, including immunization days, 

should be continued after 1995 in certain areas, he asked for how long that would be, and whether 

provision had been made for the necessary resources. 

Dr HOANG DINH HOI (Viet Nam) said that, following the introduction of the expanded 

programme on immunization in Viet Nam in 1981, immunization coverage had reached more 

than 87% in the late 1980s and over 90% in the 1990s. As a result the prevalence of 

poliomyelitis had fallen from 2.7 per 100000 inhabitants in 1987 to 0.7 per 100000 in 1990. 

Three-quarters of confirmed cases had occurred in the southern provinces. In 1992, 599 

poliomyelitis cases had been reported in Viet Nam, with 6S deaths; wild poliovirus had been 

isolated in 60 cases. In the first seven months of 1995, there had been only 32 cases, with eight 

deaths, and no wild poliovirus had been detected. That drop in incidence had followed national 

immunization days in 1993 and 1994, when all children under five years of age had been given 

oral poliovaccine. The achievement was due to active participation by the authorities at all levels 

and by nongovernmental organizations. Significant support had been provided by WHO, 

UNICEF and Japan. 

Mr YANG (Republic of Korea) expressed his country's gratitude for support in 

implementing its poliomyelitis eradication programmes. His Government supported the 

establishment of a regional certification committee. 

Dr SODNOMPIL (Mongolia) reported that no cases of poliomyelitis had been reported in 

Mongolia. since 1992, but support was needed for surveillance activities to ensure that no cases 

were missed. Immunization days had been conducted successfully. It would be helpful if WHO 

would attempt to synchronize immunization days in neighbouring countries, to ensure the 

maximum impact of the vaccine. 

Dr RASMY (Lao People's Democratic Republic) described the national plan of action for 

poliomyelitis eradication adopted by the Ministry of Health. Its strategies had been applied 

vigorously each year from central down to village level. Very successful national immunization 

days had been organized in 1994 and 1995, when over 80% and 85% of children under five 

respectively had received two doses of oral poliomyelitis vaccine at five-week intervals. Under 

the sentinel surveillance system, each province had to report weekly to the central level any new 

suspected case of poliomyelitis or acute flaccid paralysis. The system had led to some progress: 

all cases except one fatal case had been investigated, and samples had been sent to Bangkok, 

Thailand, for laboratory investigation more regularly since late 1994. 
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Some problems remained, however. Although the capability of the provinces to organize 

national immunization days had improved, some smaller provinces still required technical back

up from the central level. The sentinel surveillance system for acute flaccid paralysis was being 

applied only in a few provinces, and the linking of that system with cholera surveillance had led 

to difficulties. The system needed to be combined with the EPI surveillance system so as to 

make use of the established EPI network in the villages and to solve the problems of financial 

support and staffing. Epidemiological surveillance of acute flaccid paralysis was being 

conducted in only 60% of districts, while active surveillance was almost non-existent. It was 

planned to overcome these obstacles through the training of district-level staff in surveillance, the 

training of provincial and district managers in planning and management, and the inclusion of the 

epidemiological surveillance system in the EPI network. 

Dr CHHEA (Cambodia) reminded the Committee that poliomyelitis eradication activities 

had started later in Cambodia than in other countries, but the support received from governmental 

and nongovernmental agencies gave grounds for hope that eradication would be complete by 

1998. 

Dr MOREAU (France) stressed that efforts at all levels had contributed to the spectacular 

achievements outlined in the report. He congratulated the Regional Director and his staff on the 

quality of their work. 

The REGIONAL DIRECTOR. responding to the representative of Australia, said he would 

appreciate guidance from Member States on how the regional certification commission should 

operate. He had some ideas on the subject which the Regional Committee might care to consider: 

thorough country-by-country documentation of poliomyelitis eradication activities and findings; 

no wild poliovirus detected for at least three years under a reliable surveillance system; and a 

judgement by an independent international commission that there was sufficient evidence of the 

cessation of poliovirus circulation. The commission would need to apply four criteria: high

quality surveillance of acute flaccid paralysis; high-quality surveillance of wild poliovirus; 

active case searches in both high-risk areas and polio-free countries; and no indigenous cases 

associated with wild poliovirus for at least three years. If the Regional Committee agreed to 

establish the commission, the latter might wish to hold its first meeting immediately after the 

seventh meeting of the Technical Advisory Group to be held in Canberra, Australia, from 10 to 

16 April 1996. It would probably meet once a year. Its responsibilities could be: to develop a 

protocol for certification, in consultation with the Global Commission; to guarantee the 

completeness of the documentation; to certifY regional poliomyelitis eradication; and to prepare 

a report for the Global Commission. Its members should be experts not involved in poliomyelitis 
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eradication activities and would include virologists, epidemiologists and neurologists. A 

balanced geographical distribution was desirable: one member from China, one from the 

Mekong Delta area, one from an industrialized country in the southern hemisphere, one from an 

industrialized country in the northern hemisphere, one from the South Pacific area, and possibly 

experts from other regions. 

In reply to the representative of the United States of America, who had asked when 

transmission could be expected to cease in the Region, he said that, on the basis of the available 

data, transmission of wild poliovirus was expected to cease in China, the Philippines, the 

Lao People's Democratic Republic and northern Viet Nam by the end of 1995. Such transmission 

should be greatly reduced in Cambodia and southern Viet Nam by the same date. Countries 

where the virus was still circulating would need to conduct at least two more seasons of national 

immunization days, and his best estimate was that by the end of 1997 there would be no more 

cases associated with wild poliovirus. After that, countries could initiate the certification 

procedure. Eradication could be certified when no wild poliovirus had been isolated from cases 

of acute flaccid paralysis for three years. The strategy of the Regional Office would be to ensure 

that adequate surveillance of acute flaccid paralysis and of wild poliovirus was in place and to 

ensure active case searches and "mop·up" immunization in risk areas. 

The representative of the United States of America had also asked how long national 

immunization days were expected to continue. At its meeting in July 1995 the Technical 

Advisory Group had recommended that the quality of surveillance, including laboratory 

performance, should be the most important factor in deciding the extent and duration of 

supplementary immunization (including national immunization days). Other factors to be taken 

into account were zero laboratory-confirmed cases for at least two years, at least three national 

immunization days, and at least one national immunization day after an adequate surveillance 

system had detected zero cases. 

On that basis, further requirements for immunization days were suggested as follows. 

Cambodia had held its first national immunization day in 1995. It was hoped that three more 

would be held by 1998; in 1999 activities could be reduced to subnational immunization days. 

China had already conducted two national immunization days, and might consider continuing 

them up to 1996. From December 1996 it could hold three more subnational immunization days. 

The Lao People's Democratic Republic had held two national immunization days up to 1995 and 

two more were scheduled up to 1997, to be followed by two subnational immunization days from 

1998 onward. The Philippines had conducted its third national immunization day in 1995. That 

could be followed by three subnational immunization days from 1996 to 1999. Lastly, Viet Nam 
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had held its third national immunization day in 1995 and was due to hold another in 1996, which 

could be followed by three subnational immunization days from 1997 onward. 

In reply to the representative of Malaysia, he said that in addition to the vaccines required 

under the Expanded Programme on Immunization, a further 13.7 million doses would be needed 

in 1995 at a cost ofUS$1.27 million. The respective annual costs for the years 1996-1999 were 

estimated at US$4.88 million, US$2.85 million, US$1.67 million and US$1.46 million, giving a 

total ofUS$10.86 million for 342 million doses. He hoped that those requirements could be met 

with the continued support of donors. In the past Rotary International had provided some 38% of 

the total requirement, Japan 34%, United States of America 10%, UNICEF 9%, Australia 8% and 

others 1%. 

The CHAIRMAN requested the Rapporteurs to prepare an appropriate draft resolution. 

3. SUB-COMMITTEE OF THE REGIONAL COMMITTEE ON PROGRAMMES AND 

TECHNICAL COOPERATION: Item 12 of the Agenda 

3.1 Country visits' Report of the Sub-Committee Part I: Item 12.1 of the Agenda 

(Document WPRlRC46/10) 

Introducing the report of the Sub-Committee, Mr BENJAMIN (Federated States of 

Micronesia), a member of the Sub-Committee, recalled that item (5) of the Sub-Committee's 

terms of reference was "To undertake country visits to review and analyse the impact of WHO's 

cooperation with Member States". In June 1995, four of the Sub-Committee members had visited 

Australia, China and Singapore to review cooperation in the field of healthy lifestyles, focusing 

on tobacco-or-health activities. 

The Sub-Committee had then met as a whole in Manila, to discuss its findings and their 

regional implications. The recommendations made by the Sub-Committee to each country were 

included in the report. After reviewing the findings on all three countries, the Sub-Committee 

had noted three common points with implications relevant to many other countries of the Region. 

First, many of the major health problems in the Region related to changes in lifestyles and living 

conditions were linked with industrialization, urbanization, and modernization. Changes in living 

conditions were in tum related to the individual's responsibilities to lead a healthy life, hence the 

need for development of healthy lifestyles. Second, there was evidence of the positive influence 

that strong public policies, in combination with supportive environments, could exert on 

individual behaviours. That evidence could be used elsewhere in the Region to reinforce or 
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introduce policies and programmes on healthy lifestyles. Third, the success of healthy lifestyle 

policy and programme development was heavily dependent on commitment at the highest levels 

of government. Anything less endangered the capacity for, and sustainability of, implementation. 

Those points had led to the Sub-Committee's recommendations to Member States and 

WHO, to be considered by the Regional Committee. Key recommendations had included the 

following: (1) Member States should give high-level policy commitment and support to the 

implementation of health promotion, including tobacco control; (2) Member States should 

actively strengthen multi sectoral coordination and community involvement in the promotion of 

health; and (3) WHO should support countries in implementing New horizons in health, and the 

Regional Action Plan on Tobacco or Health for 1995-1999, and monitor the progress in their 

implementation. 

The basis for the recommendations was presented in the annexes to the report, which 

summarized the WHO key policy statements on tobacco or health, provided a brief analysis of 

global and regional initiatives on promoting healthy lifestyles, and gave detailed accounts of the 

information gathered in each country visit. 

The Regional Committee was requested to endorse the report and the recommendations of 

the Sub-Committee, and to consider the subject of the country visits in 1996, as well as the 

Member States, which, it was proposed, should be visited. The proposed subject was WHO's 

collaboration in the field of health systems reform. Given the wide variety of examples of such 

reform processes in the Region, the proposed countries were either Fiji or New Zealand, and 

either Malaysia or Viet Nam. 

Mr WU (China) was pleased to note that effective tobacco control programmes were being 

carried out in Singapore and Australia, particularly as regards legislation, enforcement, public 

information and education, and community participation. Many of the methods used could be 

introduced in other countries and areas in the Region. The Regional Office had provided 

commendable support to Member States in developing their tobacco-or-health plans. China was 

the largest producer and consumer of tobacco in the world and the Government attached great 

importance to, and had made considerable progress in, tobacco control. Nevertheless, tobacco 

control required untiring efforts. China wished to strengthen cooperation with WHO and other 

Member States within the framework of the Regional Action Plan on Tobacco or Health and 

would particularly welcome support to increase the effectiveness of its anti-smoking campaigns. 
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He endorsed the Sub-Committee's recommendations and supported the proposal that WHO 

collaboration in the field of health systems reform should be the subject of the country visits in 

1996. 

Dr TAPA (Tonga) expressed satisfaction with the findings of the report. He endorsed the 

SUb-Committee's recommendations and supported its proposal concerning the topic of the 1996 

country visits. 

Dr BART (United States of America) said that considerable experience had been gained 

over the years with country visits as a mechanism for determining the impact of regional 

programmes. The visits both provided Regional Committee members with experience of other 

countries and allowed an evaluation of progress. He suggested that it might be timely, in 

particular given current fmancial constraints, to review the value of such visits and their 

contribution to the programmes reviewed. He wondered whether they were necessary. He would 

therefore be interested to learn more about their cost-effectiveness. 

Dr ROXAS (Philippines) endorsed the Sub-Committee's recommendations, in particular 

those directed to Member States. 

Dr DURHAM (New Zealand) agreed with the representative of the United States of 

America that a debate on the value of country visits would be useful. Nevertheless, should a 

formal approach be made by WHO for a visit to look at the country's health systems reforms in 

1996, she was confident that New Zealand would be happy to cooperate. 

Ms HOMASI (Tuvalu) expressed her delegation's regrets at arriving late for the session, 

the result of commitments elsewhere. She welcomed the presence of the two new members of 

the Committee, Mongolia and the Republic of Palau. 

She expressed appreciation for the visit paid to Tuvalu by the Regional Director, 

accompanied by the WHO Representative for the South Pacific, in July 1995, during which 

technical support to maximize improvements in health care had been discussed. 

Tuvalu had welcomed the opportunity to be represented on the Sub-Committee and 

endorsed the recommendations made in its report. 

Mr YANG (Republic of Korea) endorsed the Sub-Committee's recommendations and 

supported the proposal that WHO collaboration in the field of health systems reform should be 

the subject for the 1996 country visits. 
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As part of its anti-smoking policy, his Government had enacted the Health Promotion Act, 

which incorporated regulations severely restricting tobacco advertising, smoking in public places 

and tobacco promotion activities, and strengthened health education, including anti-smoking 

campaigns. In addition, it was planned to increase the excise duty and to levy value added tax on 

tobacco. 

He requested the Western Pacific Regional Office to increase efforts to collect and 

disseminate information on anti-smoking activities and to provide increased support to the anti

smoking policies of Member States. 

The CHAIRMAN invited the Committee to consider the Sub-Committee's proposals 

concerning the subject for the 1996 country visits and the countries to be visited. 

Dr BART (United States of America) suggested that a debate on whether the visits should 

continue at all should precede any decision on future visits. He still hoped to hear the views of 

those who had both undertaken and received visits. 

Dr ADAMS (Australia) agreed that it would be appropriate, given the current financial 

situation, to evaluate the country visit exercise and suggested that if it was not possible to do that 

at the current session, the Secretariat could be requested to study the matter and report to the 

Committee at its next session. 

In view of time constraints, he suggested that the Committee should accept all the 

proposals related to item 12 of the Agenda as outlined in the documents provided, without further 

discussion. 

Mr BENJAMIN (Federated States of Micronesia) said that there was no doubt that his 

country had greatly benefited from its participation in the country visits. However, he agreed 

that, in view of current financial difficulties, an evaluation of the exercise would be timely. 

Dr TAPA (Tonga) drew attention to the recommendation, to be discussed under item 12.3 

of the Agenda, WHO Response to Global Change: Report of the Sub-Committee, Part II, that the 

Regional Committee should review its methods of work. The Sub-Committee's country visits 

were one of the Regional Committee's methods of work and should be considered under that item 

rather than in a separate review. It would therefore be preferable to decide immediately on the 

subjects for the 1996 visits and the countries to be visited, and to take up consideration of the 

value of such visits when the methods of work of the Regional Committee were reviewed. 
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Dr WONG Kum-Leng (Singapore) said that while he was unable to comment on the value 

to the Western Pacific Regional Office of the visit to Singapore, he would be happy to provide 

information on the outcome for his country to anyone interested. 

Dr LIU (China) indicated that China had found the country visit most valuable in 

discussions on tobacco-or-health issues, public health issues and social issues, particularly in the 

areas of public information and health education. 

Dr RODGERS (Solomon Islands) said that Solomon Islands had received a visit in 1994 

and, although he had not been directly involved, he was well aware of its great value to the 

country. The Ministry of Health had been having difficulty in pursuing activities in the area of 

occupational health, the subject of the visit, in particular as regards reduction of noise in canning 

factories, where all employees were women and 30% of whom were going deaf. Thanks to the 

input of WHO, the Government had been persuaded that action was necessary. 

It was also important to consider the value of the reports of country visits for countries 

other than those directly involved. In the case of the 1995 visits, for example, Australia and 

Singapore were regional leaders in the area of tobacco-or-health activities. It was clearly more 

cost-effective for small island countries to study and learn from the findings of a single visit than 

to arrange, perhaps, some 15 individual study tours. The proposed topic for 1996, health systems 

reform, was also of vital interest to all countries in the Region because of diminishing resources. 

The country-visit exercise was clearly useful. However there was perhaps room for consideration 

of the size of the Sub-Committee, with a view to making savings. He therefore supported the 

proposal made by the representative of Tonga that Part I of the report should be endorsed and that 

consideration of other aspects should be taken up under item 12.3 of the Agenda. 

Dr BART (United States of America) expressed his satisfaction that his question on the 

necessity of the visits had been discussed, and felt that the process had been valuable. 

The CHAIRMAN said that representatives had selected the countries to be visited in 1996 

and that the representatives of those countries, New Zealand and Viet Nam, had signalled their 

agreement. He requested the Rapporteurs to prepare an appropriate draft resolution for 

consideration by the Committee. 
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3.2 Membership of the Sub-Committee: Item 12.2 of the Agenda 

The REGIONAL DIRECTOR said that the current members of the Sub-Committee were 

Australia, China, Japan, Malaysia, the Federated States of Micronesia, the Philippines, Tuvalu 

and the United States of America (represented by the Northern Mariana Islands). 

The members of the Sub-Committee whose periods of tenure were due to expire were 

Australia, China, the Federated States of Micronesia and the Philippines. 

In considering countries to replace the four outgoing members, it had been thought 

desirable to maintain a representative variety of health and socioeconomic situations. 

He therefore suggested considering Cambodia, Fiji, Mongolia and Viet Nam to replace the 

four outgoing members of the Sub-Committee. 

It was so a~reed 

The CHAIRMAN requested the Rapporteurs to prepare an appropriate draft resolution. 

3.3 WHO Response to Global Chanie: Report of the Sub-Committee. Part II: Item 12.3 of the 

Agenda (Document WPRlRC46/11) 

Dr HO (Malaysia) introducing the report of the Sub-Committee, drew the Committee's 

attention to document WPRlRC46/11, which was submitted for its consideration. 

On behalf of the Sub-Committee, he presented the following brief account of the 

Sub-Committee's conclusions and recommendations, drawing the Regional Committee's attention 

in particular to certain of the areas which the Sub-Committee felt were of particular importance 

for consideration. 

The Sub-Committee had been given two principal tasks by the Regional Committee at its 

forty-fifth session. It was to monitor and assess the regional implications of the ongoing reform 

process within WHO; and to study, in particular, the alternative procedures for selecting the 

Director-General and the regional directors, including the use of a search committee. Those two 

areas were reported on in document WPRlRC46/11, with the Sub-Cornmittee's recommendations 

to the Regional Committee on the action required in each area. In addition, in line with World 

Health Assembly resolution WHA48.16, the Sub-Committee had been asked to study the guiding 

principles for the renewal of the health-for-all strategy on the elaboration ofa policy for equity, 

solidarity and health. That was a substantial topic. The Sub-Committee had made a brief 
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analysis of the consultation document prepared by WHO headquarters and which was provided as 

Annex 2 of the report, and had made observations on the way that the consultation process might 

best operate. 

To facilitate the discussions, he highlighted the following six points for the attention of the 

Regional Committee: 

In respect of the nomination and terms of office of the Regional Director 

(Recommendation 13), the Sub-Committee had seen no need to change the current procedures at 

the regional level, and concluded that the introduction of a search committee would unnecessarily 

complicate a process that was currently working quite well. However, the Sub-Committee had 

noted the importance of the Member States fully and diligently exercising their rights and 

meeting their responsibilities under the current procedures. 

In relation to the development of the WHO Management Information System 

(Recommendation 20), the Sub-Committee's concerns had been that the unique information needs 

of the Region should be met provided that: more common and systematic approaches throughout 

the Organization were sought; approaches that were currently working well were not lost in the 

process; and all system components were interactive and user-oriented. 

With regard to programme support costs (Recommendation 36), greater emphasis was 

currently being placed on product delivery at country level. It was not considered appropriate to 

assess the support costs for executing extrabudgetary resources at rates of up to 35%. The 

Sub-Committee reaffirmed the regional position that WHO should be prepared to utilize regular 

budget funds to support its technical input to the management of extrabudgetary programmes. 

On the question of the inclusion of Executive Board members in national delegations to the 

Regional Committee, the recommendation of the 1994 Sub-Committee regarding the inclusion of 

Executive Board members in the delegations to the sessions of the Regional Committee had been 

reaffirmed. That had been felt to be very important in terms of better understanding and 

consistency among the various global and regional forums. The Speaker noted the presence of all 

four Executive Board members from the Region. 

Although the consultation process, particularly the timetable, for renewal of the health-for

all policy seemed to be extensive, in practice it might be inadequate considering what had to be 

accomplished. The Sub-Committee had felt that it was important that the consultation process be 

initiated through the "Head of Government" rather than the MinistrylDepartment of Health. 
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The final point concerned the relationship of special regional initiatives (that is, New 

horizons in health, the Yanuca Island Declaration, Healthy Islands, etc.) to the health-for-all 

policy renewal effort. Those initiatives provided an indication of the direction which the Region 

might wish to take in regard to the health-for-all policy renewal effort. They should continue to 

be a central influence in the Region's collaborative efforts to renew the health-for-all strategy. 

The Speaker also suggested some important overall questions that the Regional Committee 

might wish to consider, such as: Were the special regional initiatives mentioned previously a 

sufficient reaction to global change and health-for-all policy renewal? If they were then, how 

could they be implemented effectively, and how could resources be better utilized to ensure 

success? 

The members of the Sub-Committee were happy to respond to any questions that might be 

raised. 

The REGIONAL DIRECTOR, introducing the consultation document Renewing the 

health-for-all strategy (document WPRlRC46111, Annex 2), said that renewing the health-for-all 

strategy had been discussed for some time both among Member States and within the WHO 

Secretariat. As the year 2000 approached, both the timeframe and the content of the strategy 

developed in the late 1970s must be reviewed and analysed in the light of current requirements. 

The Sub-Committee had reviewed the consultation document prepared by WHO headquarters to 

support the process, and had noted various issues that would benefit from full discussion by the 

Regional Committee. In addition, it had made a recommendation on the direction that the 

Committee might wish to take in the renewal process. He then made a few remarks on the 

process of renewing the health-for-all strategy, as well as the consultation process which was 

being asked for by the World Health Assembly in its resolution WHA48.l6. 

In the Region, the issue was not one of starting the process, but one of consolidating what 

had been already done and clearly documenting that. Through the regular monitoring and 

evaluation exercises of the implementation of the health-for-all strategy in the Region, it could be 

clearly seen that most countries and areas were already undergoing policy and strategy evolution. 

They were assessing where they had succeeded or progressed, where they had not, and they were 

amending policy accordingly. It was very clear that, for most of the Region, policy reform and 

strategy renewal were dynamic processes and not stand-alone exercises to be done from time to 

time. At a regional level there had been the evolution of six regional priorities for WHO 

collaboration, the endorsement in 1994 of New horizons in health and the formulation earlier in 

1995 of the Yanuca Island Declaration. Those provided clear evidence of the way in which, in 

the Region, there had been a consistently evolving process of renewing the health-for-all strategy, 
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although that had not been explicitly called such, and, in many areas, a consultative process along 

the lines required had been initiated. 

The consultation document that had been provided, and the brief"mg material kits that had 

been distributed, were overviews only, with many major issues and concerns not covered. That 

had caused considerable difficulty for the Sub-Committee when reviewing the consultation 

document, and their concerns had been recorded for the Committee's consideration. 

Despite what had been said about the limited relevance of the consultation document that 

had been prepared, one feature, however, concerned everyone. That was, the timetable for action 

leading to the adoption of a proposed new global policy or charter for health for all at the Fifty

first World Health Assembly in 1998. The Regional Committee's participation in the process in 

order to reach that point needed to be discussed at the current session. 

The Regional Director suggested that the Committee should build on where it was, and 

what had already been achieved, rather than trying to reinvent the process. That could be done in 

two parts. 

Firstly, there was a need for clear documentation on what had already happened in 

countries and in the Region. That would mean looking at the regional level at: the health-for-all 

monitoring and evaluation process (including the use of raw materials from countries); the 

development of the six regional priorities; the evolution of New horizons in health and the 

Yanuca Island Declaration. 

At country level, the process of policy development that had taken place in recent years 

should be analysed, and countries had probably already done so. He felt that that type of country 

situation report would be an important frrst step in any consultation process. 

He proposed that WHO should recruit someone who could do the analysis and compilation 

at the regional level, and who would develop country profiles on the development of health-for

all policy change, focusing on recent developments, based on material and information in the 

Regional Office. Those profiles would be shared with the countries as a basis for, or as part of 

the country situation reports, which were requested by the recent World Health Assembly 

resolution. 

Secondly, there was a need to look at enhancement of the ongoing policy development 

process. The question must be asked, "What do we need to do to involve other sectors in a 

consultation process that ensures health is fully considered as part of development?" That was 

what New horizons in health was all about, and that had been the basis of the Yanuca Island 
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Declaration. The Committee should now build further on that. It was surprisingly difficult to 

initiate intersectoral collaboration. It had been learnt that a key factor was a sound basic plan 

which attracted and maintained the interest and commitment of the partners. That was missing 

from the consultation document in its present fonn. However, in the Region, there were many 

other well documented bases on which discussions with other sectors and partners could be 

initiated. For example, quite extensive consultation had begun on New horizons in health and the 

Yanuca Island Declaration through collaborative work at the international level. There was also a 

range of policy instruments at national level. 

Some questionnaires might need to study the experience of others on how proceed. In that 

case, WHO would be able to facilitate such consultation. 

The Regional Director was doubtful of the value in holding a senior level meeting on the 

matter, other than the forums such as the Regional Committee and the Ministerial Conference in 

the South Pacific which had already taken place, but he would be interested to learn the 

Committee's wishes on the subject. 

In general, he felt that the Western Pacific Regional Office was not considering how best 

to start up a consultative process, and elaboration of a policy, but how the work that had already 

been done in the Region on those topics could continue. There was still a great deal to be done, 

in tenns of involving all prospective partners, and refining exactly what it was that each country 

wished to do to address its health challenges. However, it was quite evident that the Region was 

already several steps along the path envisioned by the World Health Assembly in May 1995, and 

the task at hand was to decide exactly how, and where, the work would be linked to the global 

efforts, and how the consultation processes and refinements to the strategies already initiated 

would be further advanced. 

Dr DURHAM (New Zealand) said that comments had been made earlier during the session 

about the importance of the involvement of women but that perhaps they had been largely 

rhetorical. It might be useful for the Regional Committee to reflect on whether the conventions 

relating to nomination for the Chairperson and other positions could include considerations of 

gender. An example could be the election of a woman for the position of Chairperson on 

alternate sessions of the Regional Committee. Member States could also be encouraged to 

consider the gender balance in their delegations. 

Given the importance of the subject, she requested the Regional Director to include an 

agenda item on the full involvement of women in all aspects of the Western Pacific Regional 

Office and at all levels of decision-making for the forty-seventh session of the Regional 
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Committee. She felt that perhaps the statements on the involvement of women during the current 

session were becoming somewhat repetitive, and that interventions could be deferred until 1996 

when the debate could be focused and action could result. The title of the agenda item would be 

"The full involvement of women in all aspects of WHO in the Western Pacific Region". 

Ms NESBITT (Australia) supported the views of the representative of New Zealand in 

terms of practical efforts to improve the representation of women, not only in WHO in general, 

but also in WHO forums in particular. That would include improvements in the representation of 

women in country delegations. It was surprising that the position of Chairperson of the Regional 

Committee had never been held by a woman. 

The International Conference on Population and Development in Cairo, Egypt, in 1994 

explicitly defined the inextricable link between women's health status and economic and social 

development. As a key internatonal health body in the world, WHO had a major role to play in 

the creation of that reality. 

The meetin& rose at 5 30 P m 


