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152 REGIONAL COMMITTEE: FIFTIETH SESSION 

1. TUBERCULOSIS PREVENTION AND CONTROL: Item 12 of the Agenda 

(Document WPRlRC50/8 Rev. 1 ) (continued) 

Dr HO (Hong Kong, China) commended the Regional Director and his staff for the 

comprehensive review of tuberculosis prevention and control in the Region. The high priority given 

to the subject had alerted Member States to the importance of cooperation to combat the global 

resurgence of an old enemy of mankind. 

Tuberculosis had been one of the most important public health problems in Hong Kong, 

China, for decades, and high priority had long been given to its control and prevention. A network of 

chest clinics was strategically located throughout the territory. Directly-observed treatment, short 

course (DOTS) had been introduced in the 1970s. Treatment was accessible to the whole population 

and was provided free of charge. Drug treatment compliance had been good and the default rate was 

low (5%). As a result, multidrug resistance was relatively low (2%). Over the previous 40 years 

there had been a marked and steady decline in incidence. However, with the global resurgence of 

tuberculosis, Hong Kong had witnessed a small rebound in disease incidence in recent years, and 

would join other Member States in the battle against this important threat to public health; it would 

not be easy, because Hong Kong also faced overcrowding and had an ageing population. 

He welcomed the proposal to designate tuberculosis as a special project in the Region. 

Dr DALALOY (Lao People's Democratic Republic) said that in spite of encouraging progress 

tuberculosis remained a serious problem in his country. In 1998 the number of cases had risen. Since 

1995, DOTS had been extended to 13 provinces with 82 districts, covering more than 3500000 

(more than 71 % of the population). New cases treated in 1997 had been evaluated in 1999, revealing 

a success rate of 73%, but mortality and interruption of treatment remained high. Follow-up teams 

had been set up in difficult foci, and education and surveillance had been intensified. 

The target for 2000-2001 was to extend coverage to the whole country, necessitating 

reinforcement of the programme and development of the health system. 

He expressed support for the proposal for a special project to receive priority in the Region, 

and requested increased technical cooperation and mobilization of resources. 

Dr LID Guo-bin (Macao) supported the proposal for a special project, which was most 

timely. Macao had followed the global trend of tuberculosis resurgence, with 320 cases in 1988, 
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increasing to 465 new reported cases in 1998 - 65% of the 715 cases of all notifiable infectious 

diseases. The mortality rate was 4.7 per 100 000 (20 deaths in 1998), attributable mainly to 

interrupted treatment and drug resistance. 

The majority of the cases (70%) had occurred in the age group 15-64 years, 25% in the group 

of 65 and above; the morbidity pattern had obvious socioeconomic significance. 

BCG vaccination for all newborn infants had been included in the Macao vaccination 

programme for a long time and, by 1998, a satisfactory coverage of 98% of all children under one 

year of age had been achieved. 

Tuberculosis control needed to be further strengthened, particularly DOTS. Greater efforts 

needed to be made to standardize therapy and promote adherence to treatment. Case detection by 

passive case-finding should be improved. Contact investigation and screening in high-risk groups 

should be carried out. Health education, involvement of the community and the private sector were 

also important aspects of prevention and control. Finally, the immunization programme needed to be 

continued and strengthened. 

Mr VILLAGOMEZ (United States of America), applauding the proposal for a special 

project, called for the development and implementation of a uniform WHO screening protocol. The 

Northern Mariana Islands required immigrants to have tuberculosis clearance, but documents were 

frequently forged, presenting a seri~us threat to such small island communities. Dialogue within the 

Region and with the South-East Asia Region would be useful in that regard. 

The United States Government was committed to research on new methods of detection and 

treatment for tuberculosis, concentrating on vaccine development. The disease was as much a social 

as a medical problem. The need to prevent its spread and the occurrence of multidrug resistance were 

serious public health concerns. He urged the pursuit of WHO's strategy, DOTS, with the use of high

quality drugs and sound laboratory diagnosis, meticulous case-reporting, monitoring and analysis, 

which had ensured 95% cure rates in some countries. He urged Members in the Region to continue 

to cooperate in the Stop TB initiative. 

Dr ALTANKHUYAG (Mongolia) said that his country's programme had been successfully 

implemented according to WHO principles since 1994 and DOTS was effectively applied throughout 

the country. However, tuberculosis was increasing, particularly in prisons. The supply of drugs and 
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reagents under a project funded by DANIDA and other donors was ending in 1999, at the time when 

control needed to be strengthened, thus resulting in a problem of financing for the Government. 

He ,endorsed the proposal to give priority to the disease. 

Dr TRINH BANG HOP (Viet Nam) said that the comprehensive report provided full 

information on the magnitude of the problem and control activities in the Region. He fully supported 

the proposal for a special project in the Region. 

In Annex 3 of the report, Viet Nam was classified among those countries with a high burden 

of tuberculosis and high implementation of DOTS (Group 2). Tuberculosis remained a major health 

problem, with more than 50 000 new smear-positive cases and about 20 000 deaths per year. 

Therefore control was a high priority and the Government's commitment was strong. Activities had 

been carried out since 1985 and now covered 99% of the popUlation; DOTS had been implemented 

since 1993, with 95% access. Thanks to the extensive control network integrated into the existing 

health system and the implementation of DOTS, deaths from tuberculosis were being prevented. 

Case-finding continued to increase (from 55800 cases in 1995 to 87500 in 1998), short-course 

therapy being provided to 97% of cases in 1998 (from 49% in 1995). Even though the number of 

cases had increased, the programme had maintained its cure rates from short-course therapy at 

86%-89% for all new smear-positive cases treated between 1995 and 1998. 

The constraints affecting the programme were: difficulty of implementing control in remote 

and mountainous areas; factors related to private practitioners; the increasing number ofHN-related 

cases; and drug resistance. 

Viet Nam closely collaborated with WHO and other partners including the World Bank, the 

Netherlands Government and the Netherlands-Viet Nam Medical Committee, the Japan International 

Cooperation Agency, the United States Centers for Disease Control and Prevention and the 

Australian Tuberculosis and Chest Association, and looked forward to expanding partnerships to 

further reduce the tuberculosis burden. 

Professor WHITWORTH (Australia) said that tuberculosis control was clearly a health 

priority in the Region and thus a well-chosen special project. WHO should apply its technical 

expertise and establish its authority, so as to forge the partnerships necessary to control the spread of 

the disease. The growth in the number of cases was attributed to poor control strategies and 

weakened immune systems. Countries with poor control strategies had witnessed a rapid rise in the 
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number of cases of multidrug resistance. The importance of patients following treatment regimens to 

completion could not be emphasized too strongly. Any strategy such as DOTS that assisted in 

ensuring completed treatment should be supported. 

In Australia, the incidence of tuberculosis was low and had remained stable at between 5 and 

6 per 100 000 population per year for many years, so that formal adoption of the DOTS strategy was 

considered inappropriate. The current success was due to the ability to minimize transmission 

through the rapid detection and to ensure completed treatment. However, Australia recognized the 

disease as a major and growing public health problem in developing countries and had provided 

financial and technical support for the implementation of DOTS in the Region. She urged Member 

States to adopt the DOTS approach; her country would continue to give support where possible. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland), commending the 

report, welcomed the priority given to tuberculosis prevention and control in the Region and its 

designation as a special project. 

As in the case of sexually transmitted infections, drug resistance was a major concern. She 

therefore welcomed the Region's involvement in measures to tackle it. 

Dr T AHA ARIF (Malaysia), noting the report, expressed deep concern at the information that 

approximately 29% of global tuberculosis cases were in the Western Pacific Region, of which almost 

70% were in the most productive segment of the population (15-54 years). In Malaysia, 27.6% of 

new tuberculosis cases detected in 1998 were in that age group. 

The dual epidemics of tuberculosis and HIV/AIDS formed a deadly partnership, each disease 

reinforcing the other. Close collaboration and cooperation between programmes was therefore vital. 

A systematic survey of HIV infection in tuberculosis patients was recommended in countries with a 

high prevalence ofHIV to measure the trend in the association of the two infections. In Malaysia, all 

tuberculosis patients were screened for HIV, and 545 cases had been detected among them (11.7%). 

Tuberculosis control using DOTS was one of the most cost-effective health interventions and 

contributed substantially to socioeconomic development by reducing the burden of disease and death 

in the productive age group. Malaysia had adapted the DOTS strategy to its particular situation. 

The emergence of drug resistance was another serious trend. A collaborative study was being 

carried out in Malaysia with support from WHO and the Republic of Korea. Preliminary results 

showed that multidrug-resistant tuberculosis was still not a major cause for concern. However, 



156 REGIONAL COMMITIEE: FIFTIETH SESSION 

Malaysia welcomed continued assistance in drug resistance surveillance in the form of technical 

support from WHO and other collaborating agencies. He endorsed the proposal to make tuberculosis 

control a priority in the Region. 

Dr CHERN (Singapore) approved the high priority to be given to the intensified control of 

tuberculosis and the proposal to establish a special project in the Region. 

The incidence of the disease in Singapore, having fallen from 307 per 100000 in 1960 to 56 

per 100000 in 1987, had since been fluctuating between 49 and 57, with no further reduction. The 

Singapore Tuberculosis Elimination Programme had been initiated in 1997 to intensify control 

through health education and other preventive measures, active case detection and follow-up and 

treatment. Of the cases treated in 1998, 70% had been on DOTS, which had been adopted in all 

government primary care clinics. 

Singapore was committed to cooperation with WHO and other countries in efforts to control 

tuberculosis. 

Dr OTIO (Republic of Palau) said that his country had corne close to eliminating 

tuberculosis in the 1980s but had experienced a resurgence of the disease in the 1990s. A first case 

of drug resistance had been reported in 1999. He agreed with the representatives of the United 

Kingdom and Malaysia on the importance of the problem. 

He acknowledged the support provided by WHO for drug procurement and by the United 

States of America for laboratory services, programme planning and capacity-building. 

He endorsed the proposal for a special project, which responded to the appeal contained in 

the Palau Action Statement, arising from the 1999 meeting of Ministers of Health for the Pacific 

island countries. DOTS would prove a powerful tool in future control efforts. 

Mr ROKOV ADA (Fiji) commended the report and endorsed the proposal for a special 

project to give tuberculosis priority in the Region. 

DOTS had proved cost-effective, and had been introduced in Fiji, where a cure rate of 83% 

had been achieved. The guidelines for DOTS in the South Pacific published by WHO in May 1999 

were much appreciated. 
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He expressed concern at the slow progress made against tuberculosis in the Region six years 

after declaration of the global emergency. He requested the Regional Director to strengthen technical 

support and mobilize resources for control, to which Fiji pledged to give priority. 

Dr TAMARUA (Cook Islands), commending the report for its clear description of the 

situation, said that DOTS was a key strategy for control. 

The disease was not a significant problem in his country, but he was fully aware of the 

possibility of re-emergence. A retraining programme for health care workers and other measures for 

strengthening case management had been undertaken. DOTS, he believed, was not only effective for 

control and treatment, it also ensured compliance and discouraged drug resistance. 

Cook Islands endorsed the report and proposals, and the Stop TB Initiative. 

Mr W ARAKOHIA (Solomon Islands) reported that his country had intensified its 

tuberculosis control programme and adopted DOTS. Rates for completion of treatment and cure had 

risen by 100% and 90% respectively in the previous two years. 

He expressed gratitude for the support provided by WHO and Japan and endorsed the 

proposal for a special project. 

The REGIONAL DIRECTOR thanked the representatives for their positive comments and 

their endorsement of the proposal to make tuberculosis a special project in the Region. In reply to the 

question from the Republic of Korea as to why and how the special project had been conceived, he 

said that it had been noted that tuberculosis was affecting both developed and developing countries 

and, as reported, nearly 30% of cases occurred in the Western Pacific Region; 700 people died of 

the disease each day in China, and 67 in the Philippines. If the subject had been, for example, road 

accidents, it would have been headline material. Since the problem persisted, a special project was 

called for. 

There was also the fact that tuberculosis particularly affected the 16--{)4 year age group, with 

serious repercussions on countries' economies. Disability-adjusted life years (DALY s) for 

tuberculosis were among the highest for any communicable disease. Low-income groups were 

especially vulnerable, so social reform was an important aspect of prevention and control. WHO had 

demonstrated the success of DOTS, and it was essential to continue efforts in the context of reform in 

the health sector. To China's remark that the targets shown in Table 1 of the documents were too 

high to be met by the dates indicated, he replied by reminding representatives that the DOTS strategy 
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had two components: first, as Palau had noted, it was essential to pursue effective case-finding; 

second, DOTS had to be applied. The target of a 70% detection rate was based on the suggestion that 

the real number of cases could be extrapolated from reported numbers; with that knowledge it would 

be feasible to treat a high proportion of cases effectively so as to reduce incidence of the disease -

once cases were detected there was a moral responsibility to treat 100%. 

Although the targets appeared ambitious, it was imperative that that should be attempted. He 

maintained that by 2005 the current detection rate of 43% could be raised to 70%. Similarly, 100% 

access to DOTS might appear an ambitious target, but he felt it was not unrealistic. 

The MEDICAL OFFICER (TUBERCULOSIS) explained, with the help of slides, that WHO 

had studied the burden of different diseases and health conditions in the Region using the 

measurement of disability-adjusted life years (DALYs). Results showed that infectious diseases 

accounted for one third of the total disease burden in the Region, and that tuberculosis accounted for 

83% of the DAL Ys lost on account of infectious diseases. 

In response to the question from the Representative of Papua New Guinea on the 

cost-effectiveness and cost-benefit of tuberculosis control, he explained that, according to World 

Bank data, tuberculosis care was one of the most favourable public health interventions in terms of 

cost to save one year of health life: US$ 5 secured one year of healthy life of a tuberculosis patient. 

A WHO cost-benefit study carried out in the Philippines indicated that every dollar invested in 

tuberculosis control would lead to a societal return of some US$ 60 in five years. In other words, the 

benefit resulting from improvement of tuberculosis control through DOTS could be expected to be 

much greater than the required investment. 

In response to his question on the fate of the short-course chemotherapy formerly used, he 

explained that, although it had shortened the duration of treatment to six months, around half the 

tuberculosis patients had taken medication only irregularly or had discontinued it. WHO had 

therefore adopted DOTS, whereby patients were given a short-course chemotherapy regimen under 

direct observation. DOTS was producing a cure rate of 90%. 

In response to the question from the representative of France on whether countries in the 

Region which were classified as implementing DOTS were implementing all five components, he 

said that most of them were doing so; in the few newly industrialized countries that were not, the 

recording and reporting systems were missing. 
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The CHAIRPERSON requested the Rapporteurs to prepare an appropriate draft resolution. 

2. HEPATITIS AND RELATED DISEASES: Item 13 ofthe Agenda 

(Document WPR/RC50/9) 

Introducing the item, the Regional Director said that viral hepatitis remained a significant 

public health problem in many countries and areas of the Western Pacific Region. In particular, 

hepatitis B and hepatitis C caused considerable morbidity and mortality. Chronic liver disease and 

hepatocellular carcinoma caused by hepatitis Band C were among the most important public health 

problems in the Region. 

Hepatitis B carrier rates in some countries and areas of the Region, especially Pacific island 

countries, were among the highest in the world. Twenty-five countries and areas had reported carrier 

rates of more than 8% of the general population. Up to 10% of these chronic carriers could be 

expected to die of the effects of the infection. Immunization of infants was the main strategy to 

prevent these infections and to reduce the prevalence of chronic infection. In the Region, over 150 

million people were chronic carriers of hepatitis B. 

In addition, it was estimated that up to 50 million people in the Region might be infected with 

hepatitis C. Morbidity and mortality patterns of chronic carriers of hepatitis C were similar to those 

of carriers of hepatitis B. There was no vaccine for hepatitis C. 

Hepatitis A, although endemic in most countries, did not constitute a major public health 

problem in the Region. Hepatitis E, however, was more widespread than previously recognized and 

was emerging as a major cause of viral hepatitis in some Member States. 

In December 1998 a meeting of the Western Pacific Region Working Group on Viral 

Hepatitis had reviewed the current situation of viral hepatitis and had identified priorities for action. 

The Working Group had noted that significant progress had been made in controlling hepatitis B 

through immunization and in reducing post-transmission hepatitis. However, it had also noted that 

major efforts were still needed to ensure the sustain ability of hepatitis B immunization activities, to 

improve blood safety and to reduce the risk of viral transmission through medical and other unsafe 

practices. It had also been noted that viral hepatitis needed to be closely monitored in order to 

improve planning for long-term control. 
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The Regional Director strongly encouraged those countries which had not already included 

hepatitis B in their national immunization programmes to do so as soon as possible. With regard to 

blood safety, he warned that, although some progress had been made, the situation was not optimal in 

many of the countries and areas of the Region. 

Outlining WHO's future support for hepatitis control in the Region, he said that WHO 

would continue to concentrate on achieving and maintaining high hepatitis B immunization coverage 

in all countries and areas of the Region. This would include facilitating the introduction of adequate 

supplies of hepatitis B vaccine in Cambodia and the Lao People's Democratic Republic. 

In order to improve blood safety, WHO would continue to support the development of 

appropriate screening and quality assurance in laboratories. In addition, WHO would encourage the 

collection of blood exclusively from voluntary and non-remunerated donors and would promote both 

the effective use of blood plasma derivatives and the reduction of unnecessary transfusions. 

Lastly, WHO would continue to closely monitor hepatitis A and E, as well as other newly 

emerging hepatitis diseases. 

Dr CHERN (Singapore) pointed out an error in Table 1 of the document under review. 

Hepatitis B chronic carrier prevalence in Singapore was 5.0%, and not 12.0% as indicated. 

Dr LEE (Republic of Korea) agreed that the best strategy to tackle hepatitis and related 

diseases was through the vaccination of children. He was pleased to inform the Committee that the 

Republic of Korea was hosting and supporting the International Vaccine Institute, an international 

organization dedicated to vaccine-related research and development and to capacity building in the 

field of vaccine technology in developing countries. He called on all Member States in the Region to 

support its activities. 

Mr LEUNG (Hong Kong, China) observed that hepatitis represented a distinct public health 

challenge because of the variety of causative agents transmitted through different modes. His country 

had introduced hepatitis B vaccination for high-risk groups some years ago, since extended to 

neonates, and was looking forward to a reduction in hepatitis B carrier prevalence in the population. 

In addition, as a result of the rigorous screening of donors, no case of post-transfusion 

hepatitis had been recorded in Hong Kong for the past five years. 
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Mr HIRA Y AMA(Japan) agreed with previous speakers that strengthened immunization and 

surveillance and improved blood safety were the key elements of hepatitis control. He was pleased to 

note efforts in the Region to halt commercial blood donations. 

Dr TUFA (United States of America) reported that the immunization of neonates had been 

introduced in American Samoa some years ago, and efforts were being made to determine the 

hepatitis B status of all pregnant women who registered for antenatal care. The Centers for Dil'ease 

Control and Prevention, Atlanta, United States of America, had been actively involved in the hepatitis 

B programme and had provided funds for vaccine and personnel as well as undertaking evaluation 

studies. 

He was gratified to see the increasing number of Member States that had included hepatitis B 

vaccine in their routine infant immunization schedule, resulting in a dramatic reduction in the 

transmission of chronic hepatitis B infection among vaccinated children. In addition, epidemiological 

surveys helped to monitor better the effectiveness of immunization activities and should be 

encouraged. They also helped to define the extent of hepatitis C infection, and current risk factors for 

its transmission. Similarly, surveillance for new cases of symptomatic hepatitis could be used to 

monitor the burden of the disease and the impact of prevention programmes. Hepatitis control in the 

Region also required enhanced capacity of health personnel, improved laooratory diagnosis, and 

effective health education. 

Dr TANGI (Tonga) noted that Table I of the document indicated a hepatitis B prevalence 

rate among adults in Tonga of 20%; the prevalence among children under eight years of age in 1983 

had been 4%. Immunization of newborn infants had begun in the late 1980s, and coverage of that 

group was now greater than 95%. In 2000, a survey was to be carried out among schoolchildren to 

determine the prevalence of carriers. As there was as yet no means of treating persons carrying the 

virus, a certain number of cases of cirrhosis and hepatoma were to be expected. 

Dr BOLADUADUA (Fiji) acknowledged the support provided by WHO, UNICEF and the 

governments of Australia and New Zealand. This support had allowed her country to meet its 

hepatitis B vaccine requirements for the years 1996--2000 and to achieve immunization coverage of 

98%. Hepatitis C was an emerging problem, however, and the available infonnation indicated that 

hepatitis E infection was more widespread than had been recognized previously. She urged all 

Member States to maintain their efforts to meet the target of reducing the hepatitis B carrier rate 
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among children by 80% by the year 2000 and requested that attempts be made to secure reliable 

funding for vaccine acquisition by the Pacific island countries. 

Dr TAMARUA (Cook Islands) said that his country had initiated a programme of hepatitis B 

immunization for all children under the age of 15 more than ten years previously, although the focus 

had subsequently been on neonates. The carrier rate was now 12% but should decline as the 

immunized children became adults. It was well recognized that carriers could develop hepatoma. In 

view of the emergence of hepatitis C infection, he requested support for screening of blood and blood 

products. 

Dr TEMU (Papua New Guinea), noting that his country had the second highest prevalence 

rates of hepatitis Band C in the Region, said that hepatitis B immunization had been introduced in 

1991. Coverage, however, was still low owing to major financial and logistic problems. Studies 

indicated a very high rate of vertical transmission during pregnancy or delivery. It was believed that 

this could explain why the onset of hepatocellular carcinoma secondary to chronic liver damage had 

been seen recently among young adults. He requested information on possible intervention 

strategies, as it would appear that immunization was not the optimal approach. If no studies on the 

question were being conducted, he asked that such an investigation be carried out in Papua New 

Guinea. Like the Representative of Fiji, he asked for support for screening of blood and blood 

products for hepatitis C. Papua New Guinea also had a need for hepatitis B vaccine. 

Ms EARP (New Zealand) said that hepatitis B was one of the nine diseases covered by the 

national childhood immunization programme in New Zealand. Although the report under 

consideration indicated that coverage in New Zealand was 100%, estimates for 1998 placed the rate 

at 87%. Of specific concern were Maori and Pacific island communities, which had lower coverage 

than other popUlation groups. Antenatal care included testing of all pregnant women for hepatitis B, 

so that babies born to mothers who were carriers could be immunized soon after birth. A screening 

programme soon to be introduced would target communities at greatest risk. Those identified as 

hepatitis B carriers would be encouraged to have annual check-ups and be told how to decrease their 

risk of disease. Hepatitis B could be prevented by immunizing infants, and that remained the best 

strategy for its control. 

The two main strategies for the control of hepatitis C were ensuring the safety of blood 

supplies and providing clean needles and syringes to intravenous drug users. Other activities 

concerned the prison population and guidelines for safe body piercing. 
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Dr OTTO (Palau) reported that the last epidemic of hepatitis A in Palau had occurred in 

1985. The steps being taken to prevent further epidemics included improvement of environmental 

health and ensuring food safety. The programme for the prevention of hepatitis B was similar to that 

of American Samoa, and he thanked the United States of America for its support. The hepatitis B 

carrier rate among adults in his country was probably greater than the 12% indicated in the document, 

and hepatoma was one of the most prevalent causes of death from cancer. Palau was working with 

the Red Cross to ensure a safe blood supply but otherwise had no activities directed to the control of 

hepatitis C. He reiterated the requests of the Cook Islands and Fiji for assistance in that respect. 

Dr ALTANKHUYAG (Mongolia) said that although morbidity due to hepatitis had halved 

over the preceding 30 years, the disease was still the most prevalent of all infectious diseases in 

Mongolia. The incidence of liver cancer among patients with chronic hepatitis was increasing. All 

children born since 1991 had been immunized, and a national programme against hepatitis had been 

initiated in 1998. Centralized disinfection of medical instruments and materials had been introduced 

in all hospitals, domestic production of disposable syringes was adequate to cover national needs, and 

modem techniques and treatment for hepatitis had been introduced. He considered that national 

programmes against hepatitis should include a review of guidelines and regulations for preventing the 

disease; the provision to hospitals of diagnostic kits and reagents for identifying markers of hepatitis 

B, C, D, E and G; and cooperation with WHO to strengthen laboratory diagnosis of hepatitis. He 

suggested that a pilot project be mounted to include provision of hepatitis B vaccine in the national 

immunization programme of Mongolia. 

Dr LID Guo-bin (Macao) noted that viral hepatitis was a major public health problem in 

Macao. In 1998, 151 cases had been notified, 5% of which were hepatitis A, 25% hepatitis Band 

68% hepatitis C. There had been two outbreaks of hepatitis A within the past ten years, both due to 

the consumption of raw or undercooked seafood from polluted water. The main preventive strategies 

were health education of the general population, ensuring the safety of blood and blood products and 

immunization. The immunization programme had begun in 1984 with administration of hepatitis B 

vaccine to the newborn infants of carrier mothers. In 1989, immunization had become compUlsory 

for all neonates and for people in high-risk groups, such as intravenous drug users, haemodialysis 

patients and health workers. Since 1994, all children under 13 years of age had been vaccinated. 

Hepatitis C infection was steadily increasing in Macao, especially among intravenous drug users, and 

had almost doubled since 1997. It was planned to strengthen surveillance and to formulate a 

prevention and control strategy to stem the increasing prevalence. 
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Mr LIU Peilong (China) said that great efforts had been made in his country over the past 20 

years to contain viral hepatitis, including the development of vaccines against hepatitis A and B. 

Owing to financial constraints, however, immunization against hepatitis B was yet to be introduced 

into the expanded programme on immunization, and those who wished to receive the vaccine were 

obliged to pay for it. He noted inaccuracies and omissions in the data for China in Table 1 of 

document WPRlRC50/9 and proposed to provide those figures to the Secretariat. 

Mr MANUOHALALO (France) also pointed out an error in Table 1 of the document 

regarding immunization coverage in New Caledonia. Immunization had been compulsory for babies 

born to mothers who were carriers of hepatitis B since 1985 and for all newborn infants since 1989. 

Mr KIENENE (Kiribati) conceded that his country had one of the highest prevalences of 

hepatitis B carriage in the Region. It was hoped that the rate would be reduced by increasing 

coverage with hepatitis B immunization, providing vaccine to all newborn infants within 24 hours of 

birth. That, however, was not always practicable in view of the isolation of many of the islands. 

Nevertheless, coverage had increased from 6% in 1992 to 97% in 1997. He acknowledged the 

support of WHO and UNICEF and hoped that it would continue and be extended to help in screening 

for hepatitis C. 

Dr LATIF (Brunei Darussalam) indicated that the figure for the prevalence of hepatitis B 

infection in his country shown, as in Table I of the document, had been based on screening of 

patients attending the gastroenterology department of a referral hospital. Although a serological 

survey of the general population had not been performed, hepatitis B screening had shown a 

prevalence rate of 3% among women in antenatal clinics and 1.5% among blood donors. Screening 

of blood donors for hepatitis C at that time had shown a prevalence of 0.64%. Free immunization 

against hepatitis B had been introduced for the newborn infants of infected mothers in 1984 and had 

since been incorporated into the expanded programme of immunization, with a high level of coverage 

being maintained. All donated blood was screened for both hepatitis B and C. 

Dr KUN (Nauru), said that, although the number of deaths from hepatitis B in Nauru was 

small, these deaths represented a serious loss to a national population of only 10 000. He was 

confident that his country's energetic programme of immunization among children, continued 

surveillance and the support of WHO in providing vaccine would eradicate the problem. 

Mrs LE THI THU HA (Viet Nam) indicated that the prevalence rates of hepatitis B and C 

viral infection in her country were among the highest in the Region. Vaccine against hepatitis B was 
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'produced locally but on a small scale, and vaccine had to be imported to implement the current 

immunization programme in major cities. A project to expand local vaccine production with 

assistance from the Republic of Korea was awaiting approval from the donor Government. Her 

Government had approached the governments of Australia and New Zealand for assistance in 

acquiring vaccine so that coverage with hepatitis B immunization could be extended to all newborn 

infants in Viet Nam. Efforts were being made to promote voluntary blood donation. 

The REGIONAL DIRECTOR thanked representatives for their comments and apologized for 

the inaccuracies in some of the country information given in the report. He would endeavour to 

ensure that accurate data were provided in the next Regional Director's report. 

Replying to the representative of Papua New Guinea, he said that, although the proportion of 

hepatocellular carcinoma due to hepatitis B varied from country to country, it was higher in the 

Pacific island countries than in countries with high immunization coverage, like Australia and Japan. 

The two main modes of transmission of hepatitis B were from carrier mothers to their children and 

through infected blood and the use of contaminated needles. It was WHO policy to integrate hepatitis 

B immunization in the Expanded Programme on Immunization, since evidence had shown that it was 

an effective means of protection. Since there was no vaccine against hepatitis C, the main strategies 

for the prevention of hepatocellular carcinoma caused by hepatitis C were the screening of blood 

transfusions and ensuring safety of injections and medical procedures. 

The TECHNICAL OFFICER, EXPANDED PROGRAMME ON IMMUNIZATION 

recognized the difficulty of screening pregnant women in countries with a high prevalence of 

hepatitis, especially since many of those countries had limited resources. Efforts had therefore been 

focused on universal immunization coverage and the prevention of transmission from carrier mothers 

to their children by immunization of infants against hepatitis B as close to birth as possible. Early 

immunization had been shown to be highly effective. 

3. CONSIDERATION OF DRAFT RESOLUTIONS 

The Committee considered the following draft resolutions: 
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3.1 Reform in the Western Pacific Region (Document WPRfRC50/Conf. Paper No.1 Rev. 1) 

Dr TEMU (Papua New Guinea) proposed the addition of the words "with particular attention 

to least developed countries" to the end of operative paragraph 4( I). 

The REGIONAL DIRECTOR said that, while WHO must take into account the needs of all 

Member States, the proposed amendment was consistent with the decision to give special attention to 

the least developed countries in respect of country allocations under the 2000-2001 programme 

budget. 

Decision: The draft resolution, as amended, was adopted (see resolution WPRfRCSO.R3). 

3.2 Sexually transmitted infections, HIV infection and AIDS 

(Document WPRfRCSO/Conf. Paper No.4) 

Professor WHITWORTH (Australia) suggested the addition of a new operative paragraph 

2(4) to read: "to encourage and facilitate the exchange of social and behavioural research to enable 

prevention measures to be targeted more effectively". The remaining subparagraphs would be 

renumbered accordingly. 

Dr TEMU (Papua New Guinea) proposed: the insertion of the words "and health education" 

after "condom promotion" in the third preambular paragraph and operative paragraph 1(1); the 

insertion of "secure political commitment and" after "to" in operative paragraph 1(2); the insertion of 

"including guidance in deVelopment of appropriate legislation for control of HIV/AIDS" after the 

words "HIV/AIDS" in operative paragraph 2(1); and the addition of "in collaboration with other 

partners" at the end of operative paragraph 2(4). 

Dr OITO (Palau) suggested the addition of the words "within an integrated apprc;>ach" at the 

end of operative paragraph 1(2). 

In reply to Dr KIENENE (Kiribati), the REGIONAL DIRECTOR said that, in relation to the 

"bloodborne infections" mentioned in operative paragraph 2(2), hepatitis was also inclUded. 

Decision: The draft resolution, as amended, was adopted (see resolution WPRfRC50.R4). 
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In his introduction to the item, the REGIONAL DIRECTOR pointed out that the 1999 World 

Health Report clearly showed the magnitude of the tobacco problem: 

half of all long-term smokers eventually died from smoking, losing 15-25 years of life; 

within 20 years tobacco use would be the leading cause of death, rising from the current 

level of one in ten of all deaths to one in six by the year 2025. 

in the Western Pacific Region there were more than 400 million smokers, and they 

accounted for almost half of all cigarettes consumed in the world; and 

the Western Pacific Region had experienced the largest increase in per capita tobacco 

consumption of any Region in the world. 

Despite the significant progress that had been made to control tobacco use, he said that 

significantly more resources needed to be devoted to this problem than in the past. Tobacco use 

within the Western Pacific had reached a crisis. 

He explained that the Regional Action Plan on Tobacco or Health 2000-2004 was being 

presented to the Regional Committee for its approval. This Action Plan had initially been developed 

at the Fourth Meeting of the Working Group on Tobacco in November 1998. 

In cooperation with the initiative launched by the Director-General of WHO, and the wishes 

expressed by all Member States at the World Health Assembly, the Western Pacific Region gave 

strong support to the international Framework Convention for Tobacco Control. The first meeting on 

the Convention would take place from 25 to 29 October 1999 in Geneva, and the Regional Director 

urged all Member States to respond positively to the Director General's invitation to attend the 

meeting. 

In conclusion, the Regional Director said that the review of the Action Plan for Tobacco or 

Health 1995-1999 showed that significant progress had been made during the last five years. 

However, efforts needed to be redoubled if a significant reduction in tobacco use in the Region was 

to be achieved. He hoped that the Committee would support the Regional Action Plan on Tobacco or 
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Health 2000-2004 as a framework which they could use to formulate their own tobacco or health 

initiatives for the fIrst fIve years of the 21 st century. 

Dr NOVOTNY (United States of America) congratulated the Regional Director on the 

Action Plan and said that the tobacco epidemic called for a concerted and a stronger response. The 

United States was most concerned about the increasing prevalence of smoking among adolescents 

and women in the Region. Campaigns were needed to encourage people not to start and to quit 

smoking. The youth risk survey planned by the Centers for Disease Control and the World Health 

Organization should elucidate the dynamics of tobacco use among youth worldwide. New alliances 

were needed especially with drug regulators, and with the worlds of sports, entertainment and 

fInance. The speaker reiterated points made in the World Bank and WHO document entitled Curbing 

the Epidemic, on raising of taxes on tobacco in order to reduce consumption without reducing 

revenue, on support for cessation of smoking, on elimination of advertising and of smoking in public 

places, as well as elimination of smuggling, so as to increase revenue and cut supplies. Farmers 

should be helped to turn to alternative crops. 

Research needs in countries of the Region that could be met only through international 

collaboration should be identifIed. The US National Institute of Health now budgeted for 

international tobacco research, and the Centers for Disease Control would provide additional 

technical assistance to the Region through personnel assignments. WHO had to ensure that global 

tobacco surveillance and information systems were better utilized and more readily available. He 

welcomed the planned GLOBAL network to provide information on a country-by-country basis. 

Exposure of information on tobacco was an excellent tool, especially the previously secret tobacco 

industry documents that were now available in the United States and the United Kingdom. 

He encouraged Member States to take an active part in the Framework Convention on 

Tobacco Control, and invited all to attend the eleventh world conference on tobacco and health, 

which was to be held in Chicago, United States of America, in 2000. 

Dr THORNE (United Kingdom) returned to the Regional Director's point that within 20 

years tobacco would be the leading cause of death worldwide, and would be responsible for 10 

million deaths each year. An effective tobacco strategy was an opportunity to make enormous gains 

in public health status, and she welcomed the Action Plan. 

Dr TANGI (Tonga) fully supported the Organization on the Action Plan on Tobacco or 

Health. The World Health Assembly in May 1999 had brought home to him the scale of the problem, 
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on which there was no national policy in his country. Having realized that it was a political issue, he 

had provided all his colleagues in cabinet with a copy of the WHO document. They had agreed to 

increase tobacco tax by 50%, and a national policy on tobacco was expected in the following weeks. 

Mrs LE THI THU HA (Viet Nam) pledged the full support of her country for implementation 

of the Regional Action Plan on Tobacco or Health for 2000-2004. The Vietnam Steering Committee 

on Tobacco Control had prepared an Action Plan on Tobacco or Health for 1995-1999 in order to 

reduce tobacco consumption, especially among youth, students and soldiers. The tobacco tax rate 

had been set at 32%-70%, and bans had been imposed on tobacco advertising in the media, smoking 

in schools and health institutions, and on international and domestic flights of Vietnam Airlines. 

Health warnings, though not required by law, appeared in Vietnamese and English on cigarette 

packets. Articles on the hazards of smoking appeared regularly in the media, in addition to materials 

for World No Tobacco Day and Vietnam No Tobacco Week, which had been marked since 1998. 

Data on the relation between smoking and cancer, respiratory and cardiovascular diseases were 

gathered in several hospitals. Prevalence of smoking in Viet Nam had fallen from 61% in 1993 to 

50% in 1998. In January 1999 the Prime Minister had formed a working group to draft a national 

policy for tobacco control, with representatives of II ministries. The policy, which had now been 

submitted to the Prime Minister for approval, was to cover demand reduction, health education, 

control of advertising, and compUlsory health warnings on cigarette packets. It would also control 

the production, trading, importation and smuggling of tobacco. Much remained to be done, and the 

speaker counted on further support from WHO. 

Dr LI Changrning (China) was pleased to note that, following implementation of the Regional 

Action Plan on Tobacco or Health 1995-\999, the Region was putting forward a Regional Action 

Plan for 2000--2004. Implementation of such a plan would help control tobacco in the Region and 

would also contribute to support for the international Framework Convention on Tobacco Control. 

China fully endorsed the Regional Action Plan 2000--2004 and would produce a national action plan 

for the same period. The speaker made a number of suggestions for the final version of the Regional 

Action Plan: it should make allowances for the great political, economic and social disparities 

between countries in the Region; international organizations should be involved in the process; the 

Tobacco Free Initiative should involve many sectors, and leading players in those sectors should be 

invited to future meetings on tobacco control. 

Rates of tobacco consumption in China were extremely high. In spite of great progress on 

tobacco control, public awareness of the dangers remained perilously low, and no immediate 
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reduction in smoking could be expected. The Action Plan called for health warnings and increased 

taxation of tobacco products, which were difficult matters since they touched on many sectors. 

Tobacco production and consumption were connected to the national economy, and developed 

countries were trying to promote tobacco consumption in China. This meant that tobacco control had 

to be stepped up. The speaker hoped that WHO, other international organizations and other countries 

would provide technical and financial support and training, in furtherance of the Regional Action 

Plan on Tobacco or Health 2000-2004. 

Dr W ARAKOHIA (Solomon Islands) requested that his Government should be assisted at 

every stage of implementation of the Action Plan on Tobacco' or Health 2000-2004, because 

cooperation from the international community was required, as well as political will. Countries 

should not be left to face the tobacco industries on their own. 

Now that evidence-based policies were required, more data were needed to secure the 

commitment of government and leaders. Plans should therefore be made to strengthen data analysis 

and assess country situations. Strategies to convince legislators and policy-makers should be 

included in the plan of action. 

The Solomon Islands had banned smoking in government offices, public amenities and 

aircraft. Since over half the population was under 21 years of age, smoking among young people, and 

especially women, was a particular concern. 

Ms PATON (Australia) welcomed the Action Plan and spoke of Australian achievements in 

tobacco control. Advertising had been restricted, a national strategy on passive smoking had been 

drafted, taxation had been changed from a weight-based to a per-stick system, and a very successful 

National Tobacco Campaign had been run. However, much remained to be done. In June 1999 

health and law enforcement ministers from all Australian governments had endorsed a National 

Tobacco Strategy as a framework for tobacco control over the next five years. 

Australia had taken part in the National Focal Persons on Tobacco or Health meeting held in 

Manila in August 1999. While useful, the meeting had not allowed for detailed discussion of the 

draft Regional Plan. The Regional Office was urged to make more use of the National Focal Persons 

forum in future, in view of the key role of governments in implementing such plans. In terms of 

content of the Regional Action Plan, she advocated greater flexibility over expected results, and 

suggested that "should" rather than "will" be used in outlining the expected results, which might not 

all be appropriate for some countries. The speaker further suggested that the categories of "most 



SUMMARY RECORD OF THE FIFTH MEETING 171 

effective" and "effective" strategies, on page ten of the plan, be merged into a heading "range of 

effective strategies", unless there was evidence for their separation. Since the plan ought to be 

evidence-based, the speaker wished to see the strategies on generic packaging and low-tar policy 

deleted, in view of evidence from Canada on an association between adenocarcinoma and smokers of 

"light" cigarettes. She suggested further that Objective three be worded more positively, as "To 

support people to quit tobacco use". 

Australia supported the proposal by the meeting of National Focal Persons on Tobacco or 

Health that the slogan "United for a Tobacco-Free World" be used rather than "United for a Nicotine

Free World". Australia found the symbol of an orchid on an ashtray inappropriate, as it continued the 

association with tobacco smoking. 

The speaker suggested that, to set an example, Regional Committee social events, as well as 

meetings, should be smoke-free. 

Dr CHERN (Singapore) said that his country had closely followed the Regional Action Plans 

for 1990-1994 and 1995-1999. A month-long smoking control campaign was timed to coincide with 

the annual World No Tobacco Day; the media had been involved, and smoking cessation hodines had 

been set up. Smoking cessation clinics were to be found in government clinics, Cancer Society 

clinics and the private health sector. Teachers were given training to help their pupils stop smoking. 

In 1993, legislation had been introduced to ban tobacco advertising, and all cigarette packets 

had to carry health warnings that occupied 20% of the front or back of the packet. Tar and nicotine 

levels had been reduced to 15mg and 1.3mg respectively, and the sale of tobacco products to people 

aged under 18 was prohibited, as was the public consumption of such products by under-18s. In 

1995, smoking was banned in all air-conditioned workplaces, shopping centres, public queues and 

pedestrian underpasses. In 1997 the ban was extended to all educational establishments, air

conditioned shops and private clubs, hotels and petrol stations. As of 1998, tobacco retailers were 

required to have a licence which required them to check the age of the buyer, and under-18s were 

banned from selling tobacco products. Smoking was banned in all military facilities, as was smoking 

in uniform in public places. All international flights were smoke-free. 

The Ministry of Health was aware of the importance of data, and had conducted surveys of 

the prevalence of smoking every other year since the start of its National Smoking Control 

Programme in 1986. Prevalence had fallen from 20% in 1984 to 15% in 1998. The speaker 

concluded by emphasizing the importance of supporting the Framework Convention for Tobacco 



172 REGIONAL COMMITTEE: FIFTIETH SESSION 

Control inthe Action Plan, since it would help to deal with transnational tobacco control issues such 

as smuggling and advertising on the Internet. He suggested that the third objective "To support those 

wishing to quit smoking" be stated more strongly as " To motivate smokers to stop smoking" or "To 

increase the number of people who want to stop smoking". 

Ms LUK (Hong Kong, China) spoke of the phased introduction since 1982 of comprehensive 

legislation on smoking and measures to deter smoking, such as an advertising ban, a requirement that 

cigarette packets and adverts carry a health warning, and designation of no-smoking areas. 

Prevalence of smoking among those aged 15 and over had fallen from 23.3% in 1982 to 15% in 1998. 

The number of cigarettes consumed had fallen by half over the previous ten years. She agreed with 

the Representative: of Tonga that top-level support was needed in order to push through reforms. All 

government offices in Hong Kong were now smoke-free. The requirements for health warnings 

would be stepped up, and the number of no-smoking areas would be increased. Education to prevent 

smoking would be increased among the general public and in schools. 

Mr MANOUHALALO (France) said that his country recognized the problems caused by 

tobacco consumption in the Pacific and the world, and that France strongly supported the Action 

Plan. 

Mr ISOBE (Japan) said that among its activities to develop policies for tobacco control Japan 

was finalizing a campaign called "Healthy Japan in the Twenty-first Century", and had set up a sub

committee on tobacco which was establishing targets for reduced tobacco use. 

Japan also recognized the need for many other measures to implement the Regional Action 

Plan on Tobacco or Health 2000-2004, which it supported. 

Mr Chan-Hyung PARK (Republic of Korea) expressed strong support for the Regional 

Action Plan on Tobacco or Health and the international Framework Convention on Tobacco Control. 

His country, where 68.2% of men over 15 years of age were reported to smoke, needed strong 

measures under the Tobacco free Initiative. 

The National Health Promotion Act (1995) aimed to limit outdoor tobacco advertising and 

make warnings on cigarette packets obligatory. In 1997 a National Health Promotion Fund had been 

established to support programmes against smoking. 
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The Government had set a goal to reduce the promotion of men smoking to 55% by 2003, and 

was promoting anti-smoking campaigns and tobacco-free premises. There was a focus on 

adolescents, using such measures as health camps. 

A national committee on the international Framework Convention had been organized, and 

the Republic of Korea hoped to have its experts take part in the WHO working group. It was also 

willing to provide staff and resources to help finalize the anti-smoking agreement and protocol. 

He encouraged WHO to continue its related activities in information and media services, and 

offered support in collecting and disseminating information on policies and programmes in Member 

States. 

Ms PAULINO (Philippines) commended the proposed Action Plan, which would facilitate 

implementation of the Tobacco Free Initiative in the Region and at country level. She said that the 

campaign in the Philippines had been arduous: tobacco products, and especially cigarettes, were 

readily accessible, and advertising targeted at children, adolescents and women had increased the 

prevalence of smoking in those groups dramatically. The Framework Convention for Tobacco 

Control and the Regional Plan of Action would serve Member States as tools for strengthening 

national legislation. Anti-tobacco legislators in the Philippine Senate were steering debate away from 

deadlocked issues, such as the rights of smokers and non-smokers, and towards consideration of the 

Government's role in protecting people from a harmful and addictive substance, nicotine. National 

and local legislators should inform the public about the possibilities presented by the Framework 

Convention for reinforcing national tobacco control policy, and people who influenced public 

opinion should be made to understand that school-based programmes and campaigns for a healthy 

lifestyle were insufficient to control tobacco use. 

Ms EARP (New Zealand) found that the draft Action Plan would serve as a good basis for 

her country to identify areas in which further efforts could be made. She welcomed the enhanced 

focus on smoking cessation, since most effort had hitherto been concentrated on trying to reduce the 

prevalence of smoking among young people. She regretted that her Government had had little 

opportunity to comment on the proposed Plan before it was submitted to the Committee and asked 

that such opportunity be provided in the future. She suggested that Objective 3 of the draft Regional 

Action Plan be amended to reflect the need to actively encourage people to take the decision to stop 

smoking as well as to provide support for those who had already taken that decision. Regulation of 

nicotine as a drug and imposition of a "tied" tax on tobacco should be presented as options rather 
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than as "additional desirable areas". She supported the request of the representative of Australia that 

the Plan be presented as an aspirational document, the words "will" and "would" being replaced by 

"should", as the Plan would place great demands on the resources of Member States. Additional 

support from the Regional Office would be required if the Plan was to be implemented successfully. 

Dr LID Guo-bin (Macao) described the tobacco control policy of Macao as being based 

mainly on legislation and health education. The first law, passed in 1983, had not been effectively 

implemented. In the law that had come into effect in December 1998, all kinds of cigarette 

advertising were banned and enforcement agencies were allowed to impose stronger penalties and 

had been given greater power. Education on the health hazards of smoking and on healthy lifestyles 

was provided jointly by governmental and nongovernmental organizations and was directed primarily 

at children and adolescents. Efforts were continuing to make Macao a smoke-free city. 

The meeting rose at 12.30 p.m. 


