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160 REGIONAL COMMITTEE: FIFTY-SIXTH SESSION 

1. MINISTERIAL ROUND TABLE: RESPONDING TO HEALTH ASPECTS OF DISASTERS: 

Item 19.2 of the Agenda (Document WPRlRC561l5) (continued) 

1.1 Summary by moderator 

The CHAIRPERSON, speaking on behalf of the moderator, Mr Philip Davies (Australia), who 

was unable to be present, summarized the discussions at the ministerial round table held the previous 

afternoon (Annex). 

2. CHILD HEALTH: Item 12 of the Agenda (Document WPRlRC56/8) (continued) 

Dr PULU (Niue) supported the Regional Child Survival Strategy, which was the product of 

fruitful collaboration between WHO and UNICEF, and which provided the basis for improving 

maternal health and nutrition status as well as child survival. The Regional Committee, at its fifty

fourth session, had urged Member States to place child health higher on the political and health 

agendas and had made a commitment to the reduction of child mortality by two thirds between 1990 

and 2015. Children were the future leaders of the world. Their survival depended on many factors: the 

love and care of parents, the environment, health services capacity, human resources development, 

financial resources, and strong leadership in and commitment to child health at the highest level of 

government. The special health needs of children with physical and mental disabilities (and also of the 

elderly) must not be neglected. 

Dr TUIKETEI (Fiji) joined the previous speaker in supporting the Strategy, which provided a 

framework for reviewing child health interventions and ensuring the adoption of integrated and 

multi sectoral approaches. She requested clarification as to the lack of emphasis on the Integrated 

Management of Childhood Illness (IMCI), which had been specifically mentioned in resolution 

WPRlRC54.R9. Had there been any change of direction? The approach had proved successful in 

reducing child morbidity and mortality and increasing community participation, and should have been 

given more prominence. Fiji had made good progress in implementing an IMCI programme since its 

introduction in 200 I. Greater emphasis should also have been given to the promotion of breast

feeding and the Baby-Friendly Hospital Initiative: Fiji currently had nine of the ten Baby-Friendly 

Hospitals in the Pacific. She would like to have seen more information in the Strategy on the situation 

regarding the procurement of vaccines through the Global Alliance for Vaccines and Immunization 

and the UNlCEF lJro:urement system, particularly in view of the projected shortfall in vaccine 

supply. High immunization coverage was vital, especially if the goal of measles elimination was to be 

attained. Poverty, inequity, access to health services, environmental health and other socioeconomic 

parameters also affected child survival and would need to be addressed in a comprehensive and 

multisectoral manner. Fiji was already implementing child health plans that incorporated the elements 

set out in the Strategy, and infant and child mortality rates had fallen. AdditIOnal measures were being 
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sought to reduce the neonatal mortality component through prevention of premature labour, improved 

management of premature births and other safe motherhood strategies. Fiji thanked WHO, UNICEF 

and other development partners, including Australia and Japan, that had provided support for its child 

health programmes. 

Dr BOUPHA (Lao People's Democratic Republic) supported the Regional Child Survival 

Strategy. His Govermnent gave priority to maternal child health programmes. Mortality rates for 

infants and children under five years of age remained high, however, and preventable diseases and 

undernutrition were still major causes of mortality. The fertility rate also remained high. Efforts were 

being made to improve health status· under a five-year strategic plan. WHO and donor agencies were 

requested to provide support for the various maternal and child health programmes. 

Mrs ABEL (Vanuatu) supported the Strategy, which should enhance the implementation of 

activities to achieve the national targcts set out in Vanuatu's master health services plan and attain 

Millennium Development Goal 4. Vanuatu wished to thank WHO, UNICEF and other partners for 

their ongoing support to those activities. 

Mr COURSE (France) supported the Strategy and efforts to attain Millennium Development 

Goal 4. The implementation in French Polynesia and New Caledonia of programmes to monitor 

women during pregnancy, collect epidemiological data and prevent and control communicable 

diseases in children had led to a significant reduction in infant mortality. France supported WHO's 

strategy for reducing mother-to-child transmission of HN and was making its experience in that area 

available to other countries in the Region in the context of bilateral cooperation through the ESTHER 

(Ensemble pour une Solidarite Therapeutique Hospitaliere en Reseau) programme. Child health 

programmes should be holistic, and should include activities to combat physical, moral and sexual 

violence against children. The President of France had established an institution for the defence of 

children (Defenseur des enfants), whose aims were to ensure the well-being of children, in all its 

dimensions, and defend their interests. Representatives of that institution were working in French 

Polynesia and New Caledonia. WHO should encourage the countries of the Region to implement 

similar initiatives. 

Dr TSUI (Hong Kong, China) expressed support for the Regional Child Strategy. Hong Kong 

had made g000 progess in reducing the mortality of infants and children under five years of age and 

immunization coverage exceeded 98%. There was universal access to good quality antenatal and 

postnatal services, including antenatal HN testing and training in parenting. Almost all newborn 

infants were registered at maternal and child health centres, which provided a comprehensive range of 

health promotion and disease prevention services free of charge from birth to the age of five years. 

Breast-feeding was being promoted through an infonnation kit for pregnant women and health 

professionals and through publicity campaigns. Recent developments included the establishment of a 
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task force to ensure coordinated child health activities across all sectors, plans for a comprehensive 

child development service and efforts to ensure adequate and sustainable funding for child health 

programmes. Hong Kong would continue to promote child health through an integrated approach 

based on strong leadership, collaboration with relevant partners and evidence-based practices. 

Dr MATHESON (New Zealand) supported the concept of a child health strategy but expressed 

concern that the past decade had seen only a slow reduction in child mortality and had also seen an 

increase in disparities, with a worsening of child survival in some countries, especially in the poorest 

communities. While strategies such as the one before the Committee served to raise the profile of the 

plight of children, they should do much more. He would be interested to learn the extent to which the 

authors of the Strategy had analysed and learnt lessons from the past. Some 20 years earlier WHO had 

recommended an integrated and multi sectoral approach to child health that had focused on breast

feeding, oral rehydration therapy, immunization, participation of stakeholders, etc., all affordable and 

available interventions at that time. The interventions recommended in the new Strategy were much 

the same, although, if anything, the world was now less integrated and coordinated. Analysis of the 

past was essential and Member States must not shy away from uncomfortable conclusions about 

actions that might have made the plight of children worse. The annex to the Strategy document 

contained a list of contributing actions, some of which might prove more important than the actions 

proposed in the main text. Reproductive health services, promotion of gender equality, empowerment 

of women, families and communities, and access to appropriate primary health care were all of 

fundamental importance; the health of children was intimately linked to the socioeconomic 

development of the families and communities in which they lived. The Strategy should be viewed as a 

whole, therefore, and should take into account the needs of individual countries. It was vital to make 

real progress and to avoid drawing up yet another list of similar interventions in 20 years time. Key 

elements alongside improved clinical interventions included reduction in disparities, examination of 

the role of health systems, especially primary child health care, respect for the rights of children, and 

empowerment of women, families and communities. 

The CHAIRPERSON, speaking as the representative of Singapore, observed that a vital 

element in child health was the education of mothers. 

Dr IOSEFA (Tokelau) commended WHO and UNICEF for their joint efforts in developing the 

Regional Child Survival Strategy, which Tokelau endorsed. With its small popUlation and negative 

population growth rate, Tokelau had been able to maintain good maternal and child health services. 

Expanded Programme on Immunization coverage was also high and thanks to support from New 

Zealand, now included immunization against measles, mumps and rubella, and Haemophilus 

injluenzae b. Tokelau hoped that its actions and commitment would lead to a significant improvement 

in the lives of its children. 
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Mr PEP (Papua New Guinea) expressed support for the Regional Child Survival Strategy. 

Child health activities and data collection in Papua New Guinea remained inadequate. The 2006-2008 

strategic directions for the national health plan and the medium-term expenditure framework 

recognized child health as one of foUr priorities. However, greater political commitment and support 

from WHO and development partners would be needed to ensure appropriate implementation of child 

health programmes. 

Dr CHUA (Malaysia) said that Malaysia had achieved significant reductions in rates of infant 

and child mortality. Factors that had contributed to those improvements included the high proportion 

of deliveries assisted by trained health personnel, high coverage with a comprehensive childhood 

immunization programme, which now included immunization against Haemophilus injluenzae type b, 

an integrated child nutrition programme, provision of safe water and sanitation and strong political 

leadership. It would be difficult to reduce the infant mortality rate still further since premature births 

and neonatal care required highly specialized and expensive interventions, and there were some 

populations, such as groups of foreign workers and people living in remote areas, that were hard to 

reach. 

Dr TANG! (Tonga) supported the Regional Child Survival Strategy. Endorsing the remarks 

made by the representative of New Zealand, he called for a much greater sense of urgency in tackling 

childhood mortality, which remained at a totally unacceptable level. The publicity and activity 

surrounding the SARS outbreak, which had caused only a few hundred deaths in total, was in stark 

contrast to the inactivity in relation to the 3000 childhood deaths that occurred every day in the 

Region. 

The CHAIRPERSON commented that it was vital to find the right messages that would 

galvanize donors. 

The REGIONAL DIRECTOR said that the representatives of New Zealand and Tonga had 

rightly drawn attention to the lack of urgency in tackling the unacceptably high level of childhood 

deaths in the Region. He urged Member States to examine their priorities carefully. There was a 

tendency to divert well qualified staff away from child health programmes into areas that currently 

had a high profile as a result of new funding mechanisms, such as the Global Fund to Fight AIDS, 

Tuberculosis and Malaria. Such mechanisms were of course having a positive impact but should not 

result in the neglect of child health. It was true that various initiatives had been launched over the 

years in an attempt to attract greater attention from donors and stronger political commitment to child 

health by governments, but they had not proved successful and resources for child health services 

remained limited. He therefore agreed that the new Strategy should take into account the lessons 

learnt from previous initiatives. He suggested that Member States should give priority to the inclusion 
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of proposals in the area of child health when preparing future submissions to the Global Fund and 

other donor agencies. 

The MEDICAL OFFICER, CHILD AND ADOLESCENT HEALTH AND DEVELOPMENT 

explained that the draft strategy, which built on the concept of primary health care, was based on 

those child survival interventions that experts had agreed were the most effective in reducing 

childhood mortality. It attempted to apply them in a region-specific way. Given the diversity of the 

Western Pacific Region, however, there could be no single model: the regional direction needed to be 

translated into action adapted to the national and local context. The balance between the different 

components might also vary from one setting to another. Aspects such as children's rights and 

empowerment of women were crucial to successful implementation. 

Noting that Fiji had called for greater emphasis on the integrated management of childhood 

illness (IMCI) as a key tool in delivery of interventions, she agreed that it was effective and should be 

further supported, expanded and supplemented by other tools in order to ensure the continuum of care 

and universal coverage with the essential package of interventions. WHO was working with such 

partners as UNICEF, the aid agencies of Australia, Japan and New Zealand, and the United States 

Centers for Disease Control and Prevention to strengthen immunization programmes in the Pacific 

countries and areas. The Global Alliance for Vaccines and Immunization provided support only to 

those countries with a per capita GNP ofless than US$ 1000. 

The key child survival interventions were simple, effective and inexpensive; however, their 

delivery to those most in need posed challenges. Further discussion was needed on the operational 

aspects, adapted to specific local contexts. WHO and UNICEF were ready to move to that next stage 

with Member States. 

The DIRECTOR, CHILD AND ADOLESCENT HEALTH, WHO HEADQUARTERS agreed 

that collaboration between partners and Member States would be a key aspect in carrying out the 

Strategy, which could be taken as a model for implementation. She drew attention to the first 

conference to be held on child survival (London, December 2005) which would review progress 

toward the relevant Millennium Development Goals. Measurement of progress was essential for 

ensuring accountability; indeed, a number of Members States had called for regular reporting on 

progress in implementing of the Strategy. 

She noted the comments from New Zealand and Tonga on the need to concentrate on neglected 

areas. The interventions, although important, could not in themselves bring progress without advances 

in such areas as community involvement, empowerment of women, and chIldren's rights. 

With regard to the cost of implementation, WHO had already estimated that US$ 2.2 billion 

per year was needed initially, rising to US$ 7.8 billion per year by 2015, m order to reach universal 
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coverage and save the lives of 6 million children a year. That was equivalent to US$ 3.68 per child in 

2005. 

Although the Strategy focused on child survival, attention to the mother was equally important 

in reducing under-five mortality. Universal coverage and access to essential interventions had to be 

placed in the context of the continuum of care, recognizing the linkage between maternal, neonatal 

and child health, and the cycle through adolescence back to motherhood. 

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

an appropriate draft resolution. 

3. STRATEGY ON HEALTH CARE FINANCING FOR COUNTRIES OF THE WESTERN 

PACIFIC AND SOUTH-EAST ASIA REGIONS (2006-2010): Item 13 of the Agenda 

(Documents WPRlRC56/9, WPRlRC56/9 Corr. 1) 

The REGIONAL DIRECTOR, introducing the item, remarked that when he had taken office in 

1999, health financing had been the subject of considerable debate in Asia and the Pacific, and efforts 

to reform financing systems had varied greatly throughout the Region. Since then, progress had been 

considerable, and he was pleased to submit to the Committee for its consideration the new biregional 

Strategy on Health Care Financing for Countries of the Western Pacific and South-East Asia Regions 

(2006-2010), prepared jointly with the Regional Office for South-East Asia. 

Health care financing was a complex issue, and interest was growing in assessment of various 

health financing arrangements relative to health outcome, access and equity. Many countries and 

areas in the Region were undertaking fundamental reforms intended to ensure adequate funding and 

equitable access, especially for the poor and low-income populations. Yet many challenges remained. 

Health systems that were predominantly funded by out-of-pocket payments were facing hurdles 

m providing equitable and accessible services. In such situations, low-income and vulnerable 

populations were often pushed into poverty because of ill health. Economic growth did not always 

translate into increased investment in health. The socioeconomic gains of investing in health needed 

to be better understood. Further, financial resources for health were not always used effectively and 

efficiently. Or, health policies might not be backed with sufficient financial resources. Too often, 

reform of the health sector and health-care financing reform were pursued without sufficient data and 

analysis. 

All Members States were determined to tackle those challenges by strengthening their national 

capacities and capabilities in health systems and health-care financing. Clearly, no single model 

could solve all the problems. However, despite the wide range of issues faced by different countries 
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and areas, there were common problems that could be addressed effectively. The Strategy laid out 

those challenges and considered possible solutions. 

The foremost objective of the Strategy was to provide operational and practical guidance in 

enhancing adequate, equitable, stable and effective health-care financing arrangements in various 

socioeconomic settings. The framework was broad, but the priorities had been selected by focusing 

on key issues such as increased public financing and health investment, universal coverage, social 

safety nets and financial protection for the poor and low-income populations. 

The Strategy would facilitate policy dialogue on health-care financing at both regional and 

country levels. It built on goals and targets outlined in the report of WHO's Commission on 

Macroeconomics and Health and the United Nations Millennium Development Goals. 

Dr DUQUE (Philippines) commented that social health insurance was the keystone of the 

health sector reform currently under way in his country. National health insurance covered 

approximately 81 % of the population (not 55% as indicated in the document), including most of the 

poorer segments. The membership profile assured an effective risk-sharing mechanism among all 

sectors of the population. Social health insurance was the fastest growing segment of the national 

health accounts, which brought about a corresponding decrease in out-of-pocket expenditure. 

Social health insurance had helped to redress inequity in health in the Philippines and had had a 

positive effect, not only on health service delivery and financing, but also on health-seeking 

behaviour, distribution and quality of health services, and pricing mechanisms. Further, it was 

helping to mitigate the negative effects of the decentralization of health services. It was thus providing 

a strategic framework within which to improve health outcomes. 

Dr NODA (Japan) suggested that Member States might be interested in Japan's experience in 

developing its medical insurance scheme, which had been in existence for over 40 years. Coverage 

was universal and better levels of population health had been achieved with relatively low expenditure 

in relation to GDP. Japan was continuing to develop a sustainable health-care financing system that 

could incorporate social safety nets for its rapidly ageing population. Lessons learnt from its efforts 

could be useful for other Member States which would shortly be faced with an ageing society. 

Dr ENGHBA T (Mongolia) said that health-care financing was a top priority in reform of the 

health sector in his country. Although more resources were needed to ensure equitable access to good 

quality services, fiscal policy limited any significant increase in the health budget. Even if budgetary 

spending were increased by 1 % to 2% as suggested, more would not necessarily be spent on health 

because of a lack of solid policy guidance and arguments to expand the tiscal space of the health 

sector. The Ministry of Health had therefore drawn up long-term health-financing policy options to 

improve the current financing model of general taxation and social health insurance. The proposed 
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Strategy was therefore timely and its principles would serve to guide his country's work on health 

financing. 

His Government endorsed the. Strategy, but proposed some minor amendments: in Table 7, to 

replace the term "medical procedures" with "health procedures"; and in Table 8, to combine points 2 

and 3 of the policy objectives. 

Ms HALBERT (Australia) observed that a key point when considering health-care financing 

was its link to reforms in financial and public service management. Health-care financing needed to 

be considered within the context of broader development planning and with an understanding of the 

linkage between health and other sectors. The two funding models that underpinned the transition to 

universal coverage were tax-funded health financing and social health insurance. However, there was 

no single model for health-care fmancing; the approach followed had to be adapted to the 

circumstances of each country. 

The Regional Office could faqilitate the exchange of information on country experiences. Her 

Government would make available information on its own health-financing system: a combination of 

public and private health-care provision and fmancing within an economically sustainable system that 

comprised universal coverage and risk-sharing. The Regional Office could also provide support so 

that Member States could benefit from the Health Metrics Network. It offered additional resources in 

order to increase the use of timely and accurate health information to support the development of 

sustainable health-financing arrangements. 

Her Government endorsed the proposed Strategy. 

Mr PEP (Papua New Guinea) observed that although out-of-pocket payment for health services 

had increased, many people in Papua New Guinea did not have access to basic health services because 

they were unable to pay for them. Vast amounts were being spent on managing illness instead of on 

health promotion and low-cost interventions. If health risks were shared among the community, those 

faced by the individual would be minimized and accessibility would be improved for low-income 

groaps. 

Socid 'Kahn m"urddce Nas ";c-.rrently being tested in his country with the support of WHO, and 

the Government was framing an appropriate policy. It endorsed the proposed Strategy. 

Mrs ARTHUR (France) noted that because of its global approach, the draft Strategy made no 

distinction between developing countries and medium-income countries in the two regions. Further, it 

was more a policy paper than a strategy and did not reply to such questions as "how?' "with what 

means?", or "what synergy would be created between the proposals and available funding?" Thus it 

only defined the main lines of a strategy but did not facilitate implementation. 
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She suggested that the analysis should be strengthened in several areas. Financing of a health 

system could not be dissociated from either its objectives or its organization. The Strategy barely 

touched upon organization of the supply of care, in particular the choices that had to be made in order 

to ensure universal access. A health system had to be sustainable, a condition related not only to 

growth but also to the range of financing. Financing based solely on prepayment would be 

jeopardized by the size of the informal sector; other sources of financing were needed. The question 

of pooling of health care resources was also fundamental in developing countries, with regard to both 

equity and financial sustainability. The question of a prior debate to define collective choices was 

scarcely touched upon. The recommendation to raise by 1 % to 2% the share of the budget devoted to 

health should be accompanied by practical considerations to achieve what could be described as a 

sub-objective. 

The establishment of a health-care financing system required upstream a public health and 

disease prevention strategy. In that regard, the training and continuous education of health 

professionals played a crucial role, since they were an indispensable component of a health policy. 

Dr TUIKETEI (Fiji) explained that as health was publicly financed in her country, the health 

system would continue to face financial constraints. A far smaller share of the budget was allocated 

to health than, for example, to education. The main concerns were increasing investment and public 

spending on health, achieving universal coverage and strengthening social safety nets, developing 

prepayment schemes, and building capacity, all of which were reflected in the strategy. 

While supporting the views of the previous speakers, she endorsed the draft Strategy and 

requested WHO to facilitate its implementation. 

Mr UNfALAN (United States of America) said that in his Government's view Member States 

should develop sustainable health-care financing strategies that worked towards the goal of access to 

affordable health care for all within each nation's political, economic, social and developmental 

realities. The Secretariat should provide technical support to identify data and methodologies that 

would help to measure and analyse the benefits and costs of different health-care financing systems, 

strengthen capacities and expertise in the development of such systems, and generate and disseminate 

technical information on the potential impact of development assistance for health and 

macroeconomic stability. It should also work with Member States to ensure that data from the Region 

were comparable in source, scope, collection methodology and presentation. 

Private health-care financing was an important option to consider when framing financing 

policy. The Strategy lacked a full discussion of the potential contributlOn of private health insurance 

and ways in which individuals could pool risk without the direct involvement of the public sector. 

That was an unfortunate omission given the complexity of the factors affecting health-care financing 
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requirements in the Region. The Secretariat should provide unbiased information on the full range of 

options for financing health care without favouring one system over another. 

He supported the Secretariat's recommendation that Member States should combine 

implementation of sustainable health-care financing strategies with promotion of healthy lifestyles. A 

holistic approach that included a focus on disease prevention and health promotion could contribute to 

cost containment. 

Dr QI (China) commended the cooperation with the Regional Office for South-East Asia to 

draw up the Strategy. Financing of. health care was mainly the responsibility of government, but it 

was hard to define exactly the government's role or the proportion of expenditure it needed to assume, 

which differed from one country to another. However, it was a question of not only increasing 

resources for health care but also managing them cost-effectively, assuring an appropriate relationship 

between input and outcome. 

In the developing countries of the Region, the increasing number of poverty-stricken people 

and the growing gap between rich and poor posed serious challenges to health-care financing. WHO 

and its partners should focus on the inequity of health input in developing countries and provide 

appropriate financial and technical support in that area. In particular, it should concentrate on 

building capacity in health-care financing in order to narrow the gap between rich and poor so that 

the latter might have due access to health care. 

Analysis and research on health-care financing should not be restricted to the two regions, but 

should be broadened to encompass experience and practice in other regions that might provide 

valuable guidance.or indications. 

There were some inaccuracies in the information provided on China and he would discuss 

amendments with the Secretariat. 

Dr LEAF ASIA (Solomon Islands) noted that health financing and spending in the Region were 

low. Out-of-pocket health expenditure was aggravating poverty, and systems were not efficient. In 

Solomon Islands, health expenditure had ranged between 9% and 14% of government expenditure 

over the previous decade. Health financing was difficult. The Strategy was designed to provide 

practical remedies to such problems, but it was hard to persuade communities to share the costs. 

Unless viable alternatives were found, the Government would be compelled to continue to provide 

free health care, with assistance from donors. He hoped that the Strategy would work as proposed. 

However, in his country, in spite of two visits from consultants, user-pay systems had not got off the 

ground, because the Government was reluctant to offload the cost to poor citizens. 
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Mr LEE (Republic of Korea) reported that his country had established a health insurance 

programme in 1997 that covered 97% of the population, the other 3% receiving free care. 

Development of sustainable health financing was essential. The balance between funding and 

excessive health spending was difficult to achieve, and called for reliable information, monitoring and 

evaluation as a basis for health policies. The Strategy proposed by the Regional Office seemed a 

workable response to the strategic direction indicated by the 58th World Health Assembly. 

He thanked the many countries of the Region and beyond that had sent representatives to the 

Social Health Insurance Training Programme in Seoul from 31 August to 9 September 2005. The 

OECD Regional Centre for Health and Social Policy had been opened in Seoul the previous month. A 

seminar with experts from China, Singapore and Thailand had already taken place to enhance 

cooperation with OECD in the Region. 

Mr MARAR (Federated States of Micronesia) alluded to the problems small countries had in 

paying for modern equipment, and in providing health promotion, rehabilitation and treatment without 

further impoverishing the poor. The three elements of the Strategy could be combined in a flexible 

way with private health care. In his country, health care financing was seen as a right, and the 

proposed Strategy could be used to introduce innovative measures. He asked WHO to collaborate 

with other regional and international partners such as the Asian Development Bank and the World 

Bank on implementation of the Strategy. 

Mr ARlO (Tonga) regarded sustainable health care systems as an important goal, especially for 

smaller States that relied on external donors. He agreed with Australia that no single model would SUIt 

all Member States. The Strategy presented a range of options from which to choose. Tonga had begun 

to use national health accounts in 2001-2002, and was now finalizing 2003-2004. It was an 

interesting process, which showed the need for sustainable health care financing systems. Tonga was 

rated as a middle-income country with 45% public funding, 32% donor support and 23% out-of

pocket expenditure on health. The country was now working on a policy paper on health care 

financing, designed to lead to a legal framework to be in place early in 2006. In endorsing the 

prir:ciples of the S~ategy, }:e aJkeJ it r continuing financial and technical support from WHO. 

Dr TIBAN (Kiribati) said ttat, although his Government had been providing free health care 

for all, it could not continue to do so for ever. If, following the example of Tonga, national health 

accounts were introduced, the strategy might help to keep track of spending and introduce appropriate 

health care financing. Social health insurance might be the appropriate model for his country. He 

requested support in developing those basic tools prior to introduction of the new system. 
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Ms NGUYEN THI MINH CHAU(Viet Nam) noted with satisfaction that some of her country's 

comments had been taken into account in the drafting of the Strategy, and called for more research on 

country practice, in the interests of optimal policy. 

Mr EDWARDS (Marshall Islands) supported the proposed strategy and remarked that in his 

country, an 8% tax on those in employment was devoted to the basic health plan. There was also a 

supplementary plan which required additional contributions. Those arrangements covered care within 

and outside the country. 

Mrs ABEL (Vanuatu) reported that, in 1998, her country had embarked on a comprehensive 

reform programme which had promoted good governance. One result had been the introduction of 

programme budgeting under a finance act, a transparent process which was therefore a good advocacy 

tool for the ministerial budget committee. She noted the framework for health care financing, set out 

on page 15 of the strategy document, and remarked that its success in a given country would depend 

on economic growth, national policy on free health care, and geography (the implications of transport 

costs). Social health insurance, or social security, might be of use in the future in providing care for 

the disadvantaged. She endorsed the Strategy and thanked WHO and AUSAID for their support. 

The REGIONAL DIRECTOR, in response to the calls for information sharing, noted that the 

Regional Office had already published a book entitled Social health insurance, on best practice in the 

Western Pacific and South-East Asia Regions. China had asked for more information from beyond the 

two regions; WHO Headquarters had prepared a technical briefing, and many other documents and 

books already existed, including information from the Organization for Economic Cooperation and 

Development (OECD). Those would be listed on the Regional Office website, and hard copy could be 

made available on request. The Organization would respond as best it could to the many requests. 

As the representative of the Philippines had noted, social health insurance was able to 

counteract some of the problems caused by decentralization. National health accounts were indeed a 

good first step towards implementing the Strategy. To the question as to why the Strategy did not 

advocate private health financing, the Regional Director replied that he did not mean to deny the value 

of private mechanisms, a type of prepayment scheme which played a very important role in many 

countries. However, the Strategy was aimed primarily at developing countries. Poor people were more 

likely to become sick, and payment for treatment through private prepayment schemes maybe 

unaffordable. The Strategy aimed to provide financial protection through social health insurance in 

developing countries. 

The REGIONAL ADVISER IN HEALTH CARE FINANCING presented information 

gathered by WHO on the breakdown of health spending by Region in 2001. The data showed that out

of-pocket expenditure accounted for 60%-70% of all health spending in the Western Pacific and 
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South-East Asia Regions, far larger proportions than in other regions or economic areas. In other 

words, many health systems relied heavily on direct payment without reimbursements. Moreover, 

substantial evidence was accumulating that most catastrophic payments, with serious impact, were 

being seen in the two Regions. He confirmed that reducing out-of-pocket payment by extending 

universal coverage through prepayment, thereby protecting the poor and disadvantaged, was the main 

aim of the Strategy, whose selected focuses were equity, access and financial protection in low

income developing countries. OECD had recently reported that private health insurance played only a 

marginal role in developing countries, being used by less than 10% of the populations, indicating that 

its use was related to income. Its role would become more relevant as income and demand rose. 

He thanked Member States for their comments and suggestions throughout the consultative 

process and in the current meeting, which would be taken into due consideration. 

The CHAIRPERSON asked the Rapporteurs to prepare an appropriate draft resolution. 

4. CONSIDERATION OF DRAFT RESOLUTIONS 

The Committee considered the following resolutions: 

4.1 Proposed Programme Budget: 2006-2007 (Document WPRlRC56/Conf. Paper No.3) 

Decision: The draft resolution was adopted (see resolution WPRlRC55.R3) 

4.2 Asia Pacific Strategy for Emerging Diseases (Document WPRlRC56/Conf.Paper No.4) 

Dr QI (China) explained that, at the Fifty-eighth World Health Assembly in 2003 and at the 

Fifty-ninth World Health Assembly in 2004, a resolution on strengthening global public health 

capacity building had been adopted. This had been mainly because of the emergence of SARS in 2003 

and avian influenza in 2004, both major problems in the Western Pacific Region. A total of 167 

Member States, including most Member States of the Western Pacific Region, had taken part in the 

drafting of the resolution. Furthermore, Asia-Pacific Economic Cooperation (APEC), the United 

Nations Economic and Social Council for Asia and the Pacific (ESCAP) and other organizations 

attached great importance to it. Mentioning this resolution in the preamble to the draft before the 

Regional Committee would therefore increase its force and comprehensiveness. 

He proposed the additio:1 of a new preambular paragraph 1, to read as follows: 

"Recalling UNGA resolution NRES!59l27 on enhancing capacity building m global public 

health, which urged Member States to further integrate public health into their national economic and 

social development strategies". 
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To operative paragraph 2, subparagraph 2, he proposed addition of the word "material" 

between "human" and "and financial". 

Dr PARK (Korea) proposed tl:Iat the word "revised" be omitted from preambular paragraph 7, 

so that the end of the paragraph would read as follows: "in accordance with the International Health 

Regulations (2005)". 

He further suggested that, in operative paragraph 2, subparagraph 5, the phrase "in a timely and 

transparent manner" be inserted after "to share information". 

Mr ABDOO (United States of America), proposed that the words "and WHA58.5 on pandemic 

influenza preparedness and response" should be added at the end of preambular paragraph I; 

operative paragraph 2, subparagraph 5 should be replaced with "To share information, including 

epidemiological data, and to notify WHO and the international community immediately and 

transparently of all events that may constitute a public health emergency of international concern."; 

the phrase "for emerging and re-emerging diseases and other public health emergencies" should be 

added to the end of operative paragraph 2, subparagraph 6; in operative paragraph 2, subparagraph 8, 

the word "programmes" should be replaced with the words "approaches, and to foster closer 

cooperation between ministries of health and ministries of agriculture"; in operative paragraph 2, 

subparagraph 9, the words "public health functions of laboratories" should be replaced with 

"laboratory capacity"; and the words "support national capacity to" should be inserted before the word 

"implement" in operative paragraph 3, subparagraph 6. 

Dr PARK (Korea) noted that his own proposal on operative paragraph 2, subparagraph 5 

overlapped with the proposal of the United States of America, which he preferred to his own. He 

therefore withdrew his own suggestion. 

Dr ENKHBAT (Mongolia), referring to the operative paragraph 2, subparagraph 4, asked how 

specimens could be shared in a timely manner if they could not be transported. He therefore asked 

that wording on timely transport be added to the draft resolution. 

The REGIONAL DIRECTOR agreed, and suggested that the secretariat should add language to 

the effect that the Regional Committee requested the Regional Director to work with Member States 

as well as relevant international organizations to facilitate transportation of specimens. 

5. ENVIRONMENTAL HEALTH: Item 14 of the Agenda (Document WPRlRC56110) 

The REGIONAL DIRECTOR informed the Committee that environmental risk factors, such as 

unsafe water, inadequate sanitation and hygiene, indoor smoke, and urban air pollution, contributed to 

almost 1 million deaths annually in. the Western Pacific Region. Those environmental health risks 
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manifested themselves in various ways in a variety of settings. Indoor smoke from burning wood, 

dung, charcoal and coal was common in rural areas and in poor urban areas. Urban air pollution was 

a major health risk in many rapidly developing countries. 

The international framework to guide country actions in environmental health was provided by 

three documents: Agenda 21, the Development Goals of the United Nations Millennium Declaration, 

and the Johannesburg Plan of Implementation, as well as regional forums on environmental health. 

They defined goals, targets and key strategies to improve water supply and sanitation, encourage 

clean energy alternatives, and promote cleaner and environmentally sustainable agricultural and 

industrial practices. 

In order to achieve those goals, many developing countries needed to strengthen human 

resources and institutional capacity to develop appropriate policies and legislation, a major challenge 

in a Region where economic development was a priority. In addition, the health sector must work 

with its partners in the environment, agriculture, industry, transport and other fields to accomplish 

those goals. 

The Regional Director said that another challenge was the cross-border nature of environmental 

health problems. Water pollution in international rivers and air pollution were prime examples. 

Climate change was a global phenomenon. Cooperation across borders was required to solve those 

problems. 

Many countries and areas in the Region had similar local environmental health problems, such 

as microbial and chemical contamination in drinking water, indoor and urban air pollution, and the 

management of toxic chemicals and solid and hazardous wastes. Countries with similar problems 

could share experiences and solutions. In that connection, WHO had collaborated with the United 

Nations Environment Programme and the Asian Development Bank to conduct a High-Level Meeting 

on Health and Environment in ASEAN and East Asian Countries in November 2004 in Manila, the 

Philippines, to address common and cross-border issues. The meeting had recommended that regional 

and national forums on health and environment should be established, and that the first Regional 

Forum on Environment and Health, at ministerial level, be convened in 2006. A regional task force 

had been set up to prepare for the Regional Forum. 

In the Pacific, the Framework for Action on Drinking Water Quality and Health in Pacific 

Island Countries had been prepared, recommending that a water safety plan be prepared in each 

country. Also in the Pacific, WHO was collaborating with the South Pacific Regional Environment 

Programme and the Japan International Cooperation Agency in conducting a training course on solid 

waste management, including health-care waste management. 
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Countries and areas in the Western Pacific Region were facing new environmental health 

challenges resulting from rapid urbanization, industrialization and globalization. At the same time, 

many countries and areas were continuing to struggle with traditional environmental health problems. 

The Regional Director said that it was the first time in several years that environmental health had 

been on the agenda of a Regional Committee meeting. Its inclusion would provide an opportunity to 

talk about the need to strengthen national capacity in environmental health risk assessment and 

management, as well as the need for intercountry cooperation in solving common environmental 

health problems. 

Ms !MAl (Japan) said that her country recognized the importance of assessing, preventing and 

controlling environmental health risks, and stressed the need for broad intersectoral cooperation in 

order to improve public health standards. In its cooperation with developing countries it had been 

sharing its experience and technologies in areas such as environmental pollution and sanitation, 

attaching particular importance to building capacity in human resources and improving facilities. 

In order to prepare approaches to environmental health issues, many of which were shared 

throughout the Region, and to facilitate regional cooperation, Member States should exchange best 

practices and lessons learnt. She expected WHO to continue to take the lead in sharing information. 

As document WPRJRC56110 indicated, Japan had been implementing cooperative programmes in 

Pacific island countries on solid and health care waste management and would continue to provide all 

possible assistance. 

Japan endorsed the actions proposed in section 3 of the document. 

Mrs HIRO (France) also fully approved the proposed actions, in particular the strengthening of 

human resources and the establishment of intersectoral coordination mechanisms. A healthy 

environment was a major element of the right to health. Recognizing that many challenges had to be 

faced, New Caledonia and French Polynesia were committed to finding ways to preserve and improve 

their environment, with governmental and local authorities giving priority to air and water quality. 

Quality controls and the findings and recommendations of experts made it easier to raise awareness 

about the need for int.rveutiois. J:TI'JToved housing was also a priority, and housing programmes that 

offered modem co:nforts while: ref.jJ~c:ing traditional ways of life were under way in both countries. A 

series of measures was being taken to improve management of household and hospital waste in the 

two countries. Those policies carried a considerable cost and their completion and expected benefits 

would be realized over several years. 

France would welcome inclusion in the text of reference to healthy housing. It would be 

equally important to refer to sanitary controls at borders and concerted actions against disease vectors 

to facilitate awareness raising and the implementation of preventive measures in areas of risk. 
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Mr UNTALAN (United States of America) observed that the large burden of disease due to 

environmental risks was widely recognized. To reduce that morbidity and mortality, Member States 

must commit themselves to making immediate and long-term improvements in infrastructure, human 

resources and financing. Most prevalent environmental health risks were known and the many 

interventions proven to be effective, such as those to protect and improve household drinking-water 

quality, should be put into practice. Given the scale of the problem in the Region, Member States 

should urgently draw up comprehensive emergency response and preparedness plans. His country 

supported measures to strengthen national capacity for risk assessment and management. 

He approved the promotion of greater cooperation in problem solving and highlighted the need 

to engage other interested partners, including the private sector and other government ministries 

besides health. He also supported cooperation between countries, especially because environmental 

and microbial contaminants did not respect international borders and were regularly transported 

through travel and trade. 

Dr TUlKETEI (Fiji) acknowledged WHO's work and support in environmental health and the 

proposed strategic directions for the Region, where reducing environmental health hazards was a 

challenge to all Member States. Within the context of global and regional frameworks, such as the 

Millennium Development Goals, Member States had to design country-specific approaches for more 

effective action. She described the integrated environmental health services within Fiji's Ministry of 

Health, which implemented the country's environmental health plan, and the complementary work of 

the Department of Environment, created under the Environment Bill adopted earlier in 2005, and 

other key partners. She listed some recent achievements, including the passing of the Food Safety Act 

2003, adoption of Codex Alimentarius standards, the initiation of a programme to monitor food 

contamination, the introduction of a national building code, monitoring of pollution by rural 

authorities, the promotion of the healthy settings approach as part of the healthy islands initiative, and 

capacity building for personnel. Nevertheless, she acknowledged that environmental problems 

remained, exemplified by the pollution from the fire at the municipal rubbish dump in Suva. That 

recent incident had brought together many parties, and she thanked the Regional Office for its 

support. She confirmed Fiji's need for greater national capacity for risk assessment and management, 

particularly waste management, better cooperation between the health and environment sectors, and 

international cooperation in tackling common problems, and she expected WHO to facilitate such 

activities at country and regional levels. She supported the actions proposed in the document. 

The meeting rose at 12:05. 
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ANNEX 

MINISTERIAL ROUND TABLE: RESPONDING TO HEALTH ASPECTS OF DISASTERS 
Summary of discussion 

Member States expressed their appreciation for the relevance and timeliness of the topic on 

responding to the health aspects of disasters. 

The discussions revolved around seven main themes: 

1. Preparedness 

2. Health emergency response 

3. Simulation exercises 

4. Community as the first responder 

5. Post-emergency reconstruction and recovery 

6. Information sharing 

7. Regional and global collaboration 

Preparedness 

Member States emphasized that a core prerequisite for the successful response to disasters is 

preparedness. Preparedness for disasters encompasses functioning surveillance systems, smooth 

networking and health sector coordination, effective interagency and intersectoral collaboration, and 

established mechanisms for sharing of human, material and other essential resources. Preparedness to 

deal with natural disasters and major disease outbreaks, such as pandemic influenza require· the 

highest level of political support. It is also necessary to have a dedicated office within the Ministry of 

Health that is supervised by a focal point who has the full support from high-level policy-makers. 

One aspect of preparedness emphasized by the Member States is to ensure that health facilities 

remain intact after disasters. There was greater awareness through the discussions of the recent World 

Conference on Disaster Reduction that there is a need to ensure resilience of health facilities to 

disasters. 
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Annex 

Health emergency response 

It was emphasized that every Member State should have a national plan to deal with health 

emergency response. Experiences from several Member States showed that it would be best to have 

the health sector plan integrated into an overall national disaster plan. In dealing with major public 

health emergencies arising from natural disasters or diseases outbreaks such as SARS or avian 

influenza, Member States emphasized the need to address the issues comprehensively from every 

aspect of humanitarian needs, such as safety, security, shelter and sanitation. It was also 

recommended that, because of certain emerging issues, there would be a need for plans to address 

terrorism and human-generated emergencies. 

Emergency response planning should be developed at all levels. Health emergency plans at 

national, regional and district levels should utilize standard guidelines and operating procedures. It 

was also suggested that there should be a single platform for information system support that will 

guide all the agencies involved in disaster response. 

Simulation exercises 

Member States shared the necessity and value of holding simulation exercises to test the 

emergency plans. It will always be useful to look at possible weak links and gaps in emergency 

response. It is also helpful to conduct such activities on a regular basis involving all stakeholders and 

also at the district and community levels. It was recommended to explore the possibility of 

conducting international exercises as well. 

Community as the first responder 

Experiences with cyclones, floods and even with recent terrorist incidents have shown that the 

community is the first responder to any disaster. It was expressed that there is a need to further 

empower the communities and to provide needed support to conduct community based health 

emergency management activities. To strengthen community health emergency preparedness and 

response, activities should include risk communication and coordmationlnetworking activities with 

nongovernmental organizations and civil society. 

Post-emergency reconstruction and recovery 

It was recognized that post-emergency reconsrruction and recovery areas might be neglected in 

most disaster response plans. In the past, human resources have been provided for emergency health 
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Annex 

services delivery while the longer term needs of population are inadequately addressed. A neglected 

area, which will defmitely manifest at the post emergency phase, is the need for psychosocial support. 

Disasters have resulted in a reduction of the number of health personnel since they can also be 

victims. The loss and damage of facilities and equipment will require long range planning for actual 

recovery and rehabilitation. With this constraint on the supply of health services, the health sector 

must get back quickly to the pre-disaster state of supply for health services. 

Information sharing 

Member States shared positive experiences on how technology could bridge the information 

gap during emergencies. Web-based information sharing was identified as a possible option. Regular 

meetings may be organized to discuss past experiences, lessons learnt and ways to further improve 

health emergency management among Member States. 

Regional and global collaboration 

WHO has contributed in bringing Member States together to discuss preparedness and response 

activities. Regional collaboration such as the Pacific Public Health Surveillance Network, training 

and capacity building in emergency management, deployment of health personnel for emergency 

response, and intercountry arrangements like FRANZ for emergency response in the Pacific were 

highlighted by Member States. 

It was recommended that arrangements could be made for the formation of a network of health 

personnel that could be deployed for disasters. Mechanisms could be developed for pre-departure 

preparations and training of these health response teams. 

Through the discussions it was evident that there is a wealth of experience in ways and means 

to further strengthen response to health effects of disasters. It was further recognized that WHO could 

play an important role in catalysing and coordinating all these efforts so that Member States are better 

prepared for the next health emergency. 


