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192 REGIONAL COMMmEE: FIFTY -SECOND SESSION 

1. SPECIAL SESSION ON MENTAL HEALTH: Item 19 of the Agenda (continued) 

1.1 Ministerial round table: Item 19.2 of the Agenda (Document WPRlRC52/13) 

(summary by moderator) 

Professor Norman SARTORIUS, moderator of the ministerial round table, summarized 

the previous day's discussions (see Annex). 

The REGIONAL DIRECTOR, responding to the point that had been raised by the 

representative from Palau concerning the definition of health, said that currently WHO 

defined health as "a state of complete physical, mental, and social well-being and not merely 

the absence of disease or infirmity". As many would recall, several years previously the 

question of whether spirituality should be added to the WHO definition of health had been 

raised. After extensive discussion, the World Health Assembly had decided not to include it. 

Nonetheless, any Member State could raise the issue again at future sessions of the World 

Health Assembly. The WHO defmition of quality of life, however, certainly encompassed the 

element of spirituality, and, if some communities thought it relevant to address the issue in 

that context, WHO would be more than happy to cooperate. 

Regarding the statement made by the representative from Papua New Guinea that 

WHO was sometimes too rigid in its thinking, particularly with regard to involving partners 

outside the health sector, the Regional Director remarked that sometimes he had to agree with 

that opinion. He also agreed that the improvement of health, particularly mental health, did 

require the involvement of sectors outside the realm of health. Factors affecting mental health 

included breakdown of the family, rapid urbanization and unemployment, areas in which 

WHO had no jurisdiction. The question was how to involve those other sectors. 

The REGIONAL DIRECTOR suggested that representatives of non-health sectors 

could be invited to attend future sessions of the Regional Committee. Ministers with 

portfolios outside the health area could attend the sessions as part of country delegations, 

depending on the agenda items under discussion. For example, the Minister of Finance could 

be invited when tobacco was on the agenda. Another option would be to organize technical 

meetings not necessarily in conjunction with the session and to invite representatives from 

other sectors to attend. He would be happy to investigate this issue further. 

The CHAIRPERSON thanked Professor Sartorius for his excellent summary of the 

previous day's discussions and for sharing his expertise in the field of mental health. 
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1.2 Regional strategy for mental health: Item 19.3 of the Agenda 

(Document WPR/RCS2/l4) 
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The REGIONAL DIRECTOR reminded representatives that, in recent years, WHO had 

significantly increased the attention it had paid to mental health. At the global level, mental 

health had been selected as the theme for World Health Day 2001 and was the subject of the 

World Health Report for 2001. In the Region, WHO was increasing its support to countries 

undertaking interventions to improve mental health and reduce the burden of mental 

disorders. 

He thanked the moderator for his summary of the previous day's round table and said 

that the round table was a very good prelude to the Committee's consideration of the draft 

regional strategy for mental health. 

The REGIONAL DIRECTOR said that governments needed to set priorities and take 

the lead in promoting mental health. They also needed to fight stigma and discrimination 

associated with mental illness. 

He believed that the draft regional strategy that was being presented to the Committee 

would initiate a new phase in WHO's partnership with its Member States to improve mental 

health in the Region. The regional strategy was designed to provide general principles and 

guidance for countries and areas. It would support them to respond to the challenges posed 

by mental health problems and to formulate policies and programmes on mental health. 

These policies and programmes included, among others: promoting mental health; 

providing information about mental health and mobilizing regional resources for services and 

health promotion; enhancing service delivery by improving the integration of mental health 

care into primary health care; reorienting and training staff in mental health skills; addressing 

the psychosocial aspects of health care; and involving consumers and families in policy and 

programme development. 

He believed that, if the principles contained in the regional strategy were applied, 

Member States and WHO would have gone a long way towards improving mental health, 

reducing the burden of disability and death linked to mental and neurological disorders, and 

ensuring that people who suffered from mental illness received humane and effective care. 

Mrs JING (China), endorsing the draft regional strategy, suggested that disaster 

victims should be included among the vulnerable groups, in view of the relatively frequent 
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natural disasters in the Region. Evidence had demonstrated that psychological interventions 

aimed at disaster victims and relief workers could prevent or reduce undesirable psychosocial 

responses and mental illness. 

In view of the close relationship between mental health and poverty, the regional 

strategy should emphasize care and support for poor patients. Free or discounted treatment 

was crucial in order to improve the overall treatment rate for mental disorders. 

She agreed that the next step should be preparation of a detailed regional mental health 

programme. 

Dato ZAINAL (Brunei Darussalam) noted that the strategic directions proposed in the 

draft strategy were in line with the approach adopted for management of mental health in 

Brunei Darussalam. However, support from WHO would be needed in order to achieve some 

of the objectives of the national mental health programme, including a survey on the 

prevalence of mental disorders, and training programmes for health personnel involved in 

case detection and management. 

Mr CASEY (Australia), while supporting the increased attention given to mental 

health, considered that the strategy would benefit from an assessment of the needs of 

countries and areas in the Region. Their different approaches and priorities had to be taken 

into account in order to establish regional priorities for collaboration between countries in the 

field of mental health. 

The CHAIRPERSON requested the Rapporteurs to prepare an appropriate draft 

resolution. 

At the invitation of the CHAIRPERSON, the representatives of the World Federation 

for Mental Health and the International Alliance of Women made statements to the 

Committee. 

2. Open learning: Item 14 of the Agenda (Document WPRlRC52/S) (continued) 

The CHAIRPERSON invited the Committee to resume its consideration of the subject 

of open learning, begun the previous day. 

Professor NYMADA WA (Mongolia), expressing his full support for the proposed draft 

strategy, noted that it would contribute to a sharing of the resources available for development 
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of health personnel, better possibilities for on-the-job learning, and standardization of health 

technology at regional level. 

For a country like Mongolia with a huge but sparsely populated territory, open learning 

was not just an option, but an imperative. It would, therefore, explore all existing possibilities 

and resources for open learning with the aim of improving equity and quality in health 

serYlces. 

Mr MOOA (Kiribati) noted that, with support from WHO and the Government of 

Japan, Kiribati had attempted to introduce basic telecommunications technology and, in that 

regard, asked why installation of a satellite dish at the School of Nursing had been delayed. 

Open learning was an essential component of human resources development in all 

countries, but even more important for isolated, low-income, developing island countries. 

The initial findings of the assessment undertaken had correctly identified their needs, and he 

looked forward to the forthcoming regional consultation that would provide input for the 

regional strategy and plan of action. 

Mrs NELESONE (Tuvalu) explained that, given the shortage of health personnel in 

Tuvalu, few health workers could study abroad, because there would not be enough left to 

maintain the health services. Further, those who did study abroad might fail to return after 

training. 

Open learning offered an excellent opportunity to make up for the lack of continuing 

medical education, a lack that discouraged health workers, and would enable them to upgrade 

their knowledge and skills. It would maintain their interest in the profession and improve the 

performance of health services as a whole. 

Ms WARD (Australia) emphasized that, when preparing the regional strategy, attention 

should not focus solely on high technology, but also on countries' training needs, flexible 

delivery methods, and technologies that were compatible with local conditions. 

Australia had just launched its Virtual Colombo Plan, which would improve training 

possibilities in developing countries through delivery of basic education, programmes to 

upgrade the skills of policy-makers, and use of information communication technology to 

broaden access to higher education. 

Dr KONG (China), noting that open learning was well suited to the needs of the 

Region's island countries, endorsed the development of the strategy. Open learning overcame 
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constraints of time and space, diversified teaching methods, and enabled health personnel to 

be trained on the job. However, both the limitations of open learning and the uniqueness of 

medical education should be borne in mind. 

On the basis of China's experience, she stressed that open learning should be used for 

providing continuing medical education to existing health workers and technical personnel. 

Given the limitations of its methods, open learning should be used for the dissemination of 

knowledge and for teaching theory; it was not a means to train future doctors. 

In view of the broad range of technology involved in open learning, she requested that 

the training of related personnel, such as network managers or information technology staff, 

should be included as an important component of the strategy. 

Although open learning could provide a convenient and accessible education service, it 

also raised questions on such matters as management, standardization and qualifications. The 

strategy should therefore include thorough examination of such areas as regulatory and 

supervisory mechanisms. 

In China, open learning would certainly advance the further education and on-the-job 

training of technicians and health workers. She requested the Regional Office, when 

formulating the strategy, to include China as one of the areas for development, and to provide 

the Government with related information and activities. 

In view of China's desire to gain experience from Pacific island countries, she asked 

whether China could attend as observer their forthcoming consultation on open learning as an 

observer. 

Noting that in the document under review, the term "open learning" seemed to mean 

almost the same as "distance learning", she asked for a definition of open learning and 

clarification of the difference between the two terms. 

Mr MANUOHALALO (France) agreed that technological development made it 

possible to break the isolation of the Pacific island countries and areas and to solve some of 

the training difficulties they encountered. He noted that there were other technological 

applications: telemedicine helped to reduce health costs through use of telediagnosis and 

better communication between professionals at different levels of the health system. 
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Mr RODRIGUEZ (United States of America), observing that development of human 

resources was crucial to maintaining and improving health care delivery, endorsed the 

proposed steps for formulating a regional strategy for open learning. 

He advised the Committee that the University of Hawaii, in collaboration with 

American Samoa, offered a degree in nursing conducted via open learning. 

Dr DA YRIT (Philippines), while supporting development of a regional strategy for 

open learning, said that the Philippine experience in that field had produced mixed results. In 

the mid-1990s, with the aim of training field health workers, hardware had been provided to 

personnel, and a multimedia centre established to produce teaching materials on CD-ROM. 

However, it became clear that it was not the technology that was important, but the content of 

the teaching materials. Effectiveness depended on the output of a team of content experts and 

material designers. The Philippines was applying the lessons learnt from that experience to 

more recent efforts to develop its field workforce through distance education. 

The REGIONAL DIRECTOR, in reply to the representative of Kiribati, explained that 

Member States at a recent consultation had expressed their desire to be involved more fully in 

development of the provision of distance learning through technological means and to be 

briefed on such matters as sustainability and financial and technical feasibility. They had 

suggested that the matter needed careful consideration in order to reach an informed decision, 

which was why no rapid action had been taken. 

The matter would be discussed again at the forthcoming consultation of Pacific islands 

countries. Those discussions were open to all; China was certainly invited to attend as an 

observer, as was any other Member State, even from outside the Region. The outcome would 

be shared with all interested parties. 

The DIRECTOR, HEALTH SECTOR DEVELOPMENT, replying to the question 

raised by the representative of China concerning definitions, explained that three terms were 

used in the area under discussion, "distance education", "open learning" and "telehealth". 

"Distance education" was an older term and the United Nations Scientific and Cultural 

Organization (UNESCO) had proposed "open learning" as this reflected a more flexible 

approach to processes and schedules, which involved interactions between students and 

students, as well as between students and teachers; allowed students to work at their own 

pace; and included the use of all types of media and delivery modes. Open learning was not 

necessarily dependent on electronic technology, unlike "telehealth", and was therefore the 

preferred term in the Region. 
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3. PREVENTION AND CONTROL OF TOBACCO USE: Item IS of the Agenda 

(Document WPRlRCS2/9) 

The REGIONAL DIRECTOR introduced his report (document WPRlRCS2/9) by 

noting that tobacco use was one of the most formidable public health challenges being faced 

in the Region. On average, every 32 seconds, someone from the Western Pacific died from a 

tobacco-related illness. Some of those victims had never used tobacco but had been exposed 

to second-hand smoke in their homes, in workplaces and in public places. Some had never 

been fully aware of the dangers of tobacco. However, the great majority, while informed of 

the hazards of tobacco, had been unable to stop because ofthe powerful addiction to nicotine. 

Individual countries could have little impact on the overall epidemic. Working 

together, however, Member States within the Region and across the world could make a 

difference in controlling what was a global hazard. For that reason, the proposed Framework 

Convention for Tobacco Control (FCTC) was critical. 

Resolution WHAS2.IS, adopted at the Fifty-second World Health Assembly in 1999, 

had established an intergovernmental negotiating body to draft and negotiate the proposed 

FCTC and possible related protocols, and a working group to prepare proposed draft elements 

of the framework convention. In that same year, the Regional Committee had adopted 

resolution WPRlRCSO.R6, urging Member States to promote and fully support the 

development and adoption of the FCTC and to respond favourably to the invitation by the 

Director-General of WHO to participate in the global working group. 

Since then, the negotiating body had met on two occasions, with the active 

participation of 20 Member States from the Region. The third meeting of the negotiating body 

was scheduled for 2228 November 200 I. 

He wished to emphasize three points related to the negotiating process. First, if the 

FCTC was to be successfully adopted in 2003, political leaders in every Member State must 

become champions for tobacco control. Remarkable progress had already been made in some 

countries of the Region, including one Member State where one high-level official had 

personally taken on the role of tobacco control champion. For that to happen in every 

Member State, advocacy must target key decision-makers, and focus on crucial issues such as 

trade, economics and agriculture. It was important for Member States in the Region to be 

aware of the activities of the tobacco industry, which was actively pursuing a coordinated 

campaign to dissuade governments from supporting a strong framework convention. Member 

States must be prepared to deal firmly with any attempt by the industry to influence tobacco 
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control, and to support and implement resolution WHA54.18 on ensuring transparency in the 

tobacco control process. 

Second, the full and active participation of every voting Member State in the FCTC 

negotiating process was required. He had therefore approved the use of a portion of the 

Regional Director's development programme to support the participation of countries from the 

Region in future meetings of the negotiating body. 

Third, Member States and WHO must work together to strengthen national capacity for 

tobacco control in the Region. In October 2001 WHO, in partnership with the Government of 

Australia, was sponsoring a capacity-building workshop for countries of the Western Pacific 

in Sydney. Immediately following that workshop, WHO and the Government of 

New Zealand would hold a meeting for Pacific island countries, in preparation for the third 

meeting of the negotiating body in November. The Regional Office was also working with a 

number of countries to develop innovative approaches to tobacco control. For example, 

discussions were under way with Japan and the Republic of Korea about the possibility of 

making the 2002 football World Cup, and future regional sports events, tobacco-free. 

Finally, he looked forward to learning of Member States' experiences and insights 

about tobacco control and to hearing their comments and suggestions on what needed to be 

done to achieve measurable progress in the Tobacco Free Initiative in the Region. The 

approach to tobacco control must be coordinated and comprehensive, and must encompass 

those strategies known to work at national, regional and global levels. 

Dr TUKUITONGA (New Zealand) commended the Regional Director on his 

commitment to combating tobacco use, which represented one of the most important public 

health problems facing the Region. As the developed nations began to have an impact on 

tobacco use, attention must shift to the needs of developing countries. 

New Zealand was fortunate in having a Prime Minister and Minister of Health 

committed to the control of tobacco use, and the country had made significant progress in that 

regard. New Zealand was also implementing several technical cooperation initiatives to 

support other Member States in the Region, particularly those with limited public health 

resources, and was considering a proposal for a regional tobacco control conference in 2002. 

The thirteenth meeting of Commonwealth Ministers of Health, to be held in November 2001 

in Christchurch, New Zealand, would provide an opportunity to monitor progress in the 

development of the FCfC and to share information on tobacco control. 
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In seeking an FCTC text acceptable to a large number of countries, New Zealand felt it 

was important not to sacrifice meaningful commitment to the WHO ten-point plan for 

comprehensive tobacco control- an FCTC containing only minimal obligations would not be 

effective in strengthening tobacco control at the international level. 

Tobacco control programmes in New Zealand were in line with the WHO ten-point 

plan. A heavily subsidized programme, offering nicotine patches and chewing gum for people 

wishing to quit smoking, had been launched in November 2000, providing access to a 

one-month supply for less than 10% of the market price. The programme, which was targeted 

at Maori and Pacific peoples in particular, was run in conjunction with 'Quitline' counselling 

and had had an unprecedented response. New Zealand would be happy to share information 

on that programme with interested Member States. In May 2000 taxation on cigarettes had 

been increased by 14%, coinciding with a tobacco industry price rise of 6%. Since then 

tobacco consumption had fallen by 18%. Legislation currently under consideration would, 

inter alia, restrict smoking in bars and restaurants to separate enclosed rooms by 

January 2007, with a view to protecting people from involuntary exposure to second-hand 

smoke. Direct and indirect tobacco advertising, including promotion and sponsorship of 

sporting, artistic and cultural events, was banned. In addition, prominent health warnings were 

printed on tobacco product packaging and consideration was being given to the use of 

coloured photographs illustrating the medical consequences of smoking. The FCTC was 

likely to promote the development of new standards for measuring harmful tobacco 

constituents and New Zealand was undertaking research in that area. A new initiative focused 

on the importance of using extended family networks to help people stop smoking 

permanently. Finally, New Zealand was supporting an intersessional meeting of the Pacific 

Member States in the lead-up to the third meeting of the International Negotiating Body to 

discuss the FCTC. 

Dr OTTO (Palau) commended WHO's tobacco control efforts in the Region. Palau 

wished to thank WHO for its timely response to a request for a workshop on tobacco 

prevention and control and the FCTC, targeted at senior government personnel, and gratefully 

acknowledged the support given by the Governments of Australia, New Zealand and the 

United States of America to its tobacco control programme. He expressed support for the 

actions proposed in the Regional Director's report, which would be integrated with the Palau 

national plan of action. He looked forward to continued support from WHO in the area of 

tobacco control. 



SUMMARY RECORD OF THE SIXTH MEETING 201 

Mr MOOA (Kiribati) supported the global efforts, led by WHO, for the prevention and 

control of tobacco use. The prevalence of tobacco use in Kiribati was 60%-70% in the adult 

population and there was evidence of rising tobacco-related morbidity and mortality, 

especially from chronic pulmonary and cardiovascular diseases in adults, and acute 

respiratory infections in children exposed to second-hand smoke. 

Kiribati was actively participating in the FCfC negotiating process and would continue 

to do so. He acknowledged the support provided by WHO in terms of expert help to promote 

the initiation of tobacco control efforts. Particularly, the WHO staff visit in relation to World 

No Tobacco Day 2001 had included media coverage, high-level political discussions, and the 

substitution of sporting equipment for the usual gifts of tobacco at traditional gatherings (a 

photograph and description of which could be found in chapter 10 of the Regional Director's 

report on the work of WHO in the Region, document WPRlRC52/2). WHO had also 

supported a review of national health-related legislation, including the formulation of tobacco 

control legislation, which would be presented to Cabinet later in the year. Enactment of 

tobacco control legislation would facilitate his country's further tobacco prevention and 

control efforts. 

Mr CAPELLE (Marshall Islands) endorsed WHO tobacco control initiatives. His 

country had introduced measures to raise awareness of the harmful effects of tobacco use 

among adolescents and adults through influential community leaders and enforcement 

agencies. Legislation to prohibit sales of tobacco and alcohol to minors had been enacted and 

was being enforced, with unannounced inspections of retail outlets. In addition, campaigns 

had been implemented to publicize the legislation, to promote heath education on sexually 

transmitted infections and use of harmful substances, and to reinforce understanding of the 

importance of controlling harmful substances, in particular through special national and 

international events, including National Health Month and World No Tobacco Day. 

Dr TEMU (Papua New Guinea) joined previous speakers in commending the 

Regional Director on his report and on tobacco control activities in the Region. He 

congratulated New Zealand on the progress it had achieved and expressed interest in learning 

more about its experiences. 

Countries such as his own, with limited health resources, were finding it extremely 

difficult to compete against the tobacco industry and were failing to have an impact on the 

prevalence of tobacco use. Indeed assessments had shown that smoking rates were continuing 
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to rise in Papua New Guinea, especially among the young, and that the country would be 

unable to address the resulting economic burden of disease in later years. 

Member States must find ways of collaborating to strengthen and harmonize tobacco 

control strategies across the Region, and to counter the practices of tobacco product 

manufacturers, who often respected strong regulation in their own countries while taking 

advantage of weaker regulatory systems in importing countries. Regrettably, tobacco 

companies frequently had better access to political leaders than health ministers. It was vital 

to strengthen tobacco control legislation in all countries. Papua New Guinea had enacted 

tobacco control legislation in 1987, but it had not been well enforced or updated. A WHO 

consultant had visited the country in 2000 to review the situation and it was hoped that the 

tobacco regulatory process would be strengthened in the near future. Those issues should be 

taken into consideration in the FCTC negotiating process. 

He expressed the hope that the FCTC would be adopted in 2003 as scheduled, as any 

delay would dilute its impact. Papua New Guinea would continue to participate in the 

negotiating process. 

As indicated by the Regional Director, there was a need for management guidelines for 

health workers and other interested parties to assist them in helping people to quit smoking. 

Papua New Guinea would welcome a cost-benefit analysis of tobacco control issues, 

using the various advocacy tools available for strengthening negotiations at country level, in 

particular to counter the effects of tobacco industry influence. 

Mr TASAKA (Japan) commended the efforts made by the Regional Office in relation 

to the FCTC negotiating process. Account must be taken of the circumstances of each 

Member State so that the framework convention would be ratified by as many countries as 

possible. He stressed that tobacco control measures must be science-based. 

Dr TANG (Macao, China) said that it was undeniable that tobacco use was harmful to 

health. Macao (China) had enacted tobacco control legislation and would continue to collect 

information on tobacco use. Publicity, information and education programmes were being 

implemented to raise public awareness, and specific events were organized by health centres 

in conjunction with World No Tobacco Day. High-level government support and participation 

in such activities were also important. Smoking was not permitted in government offices and 

it was hoped that bans would be extended to other workplaces and public places. Health 
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workers were receiving training to increase their skills in assisting people to quit smoking, 

and nicotine substitutes were accessible through the primary health care system. 

Mr RODRIGUEZ (United States of America) noted that, in the absence of effective 

tobacco control programmes, the global annual death toll from tobacco-related diseases was 

predicted to increase from the current 4 million to as many as 10 million by 2030, with 70% 

of those deaths occurring in developing countries. He expressed concern at the rising 

prevalence of smoking in the Region, especially among adolescents and children. The United 

States of America strongly supported the development and use of advocacy, educational and 

promotional campaigns and materials to discourage people from starting and encouraging 

them to quit smoking, as part of comprehensive tobacco control programmes. Special 

approaches were needed to combat the use of chewing tobacco, often in combination with 

betel nut, which was widespread and increasing in the Region, and which led to oral cancers 

and other health problems. 

The United States was providing direct technical assistance to countries in the Region 

in relation to the global youth tobacco survey, the regional survey of country-specific data and 

other projects designed to strengthen infrastructures to support tobacco control programmes. 

Comprehensive prevention strategies, partnerships, including new alliances involving 

non-health partners, and political commitment were vital to the reduction of tobacco use. 

Collaboration between countries was also essential to strengthen and harmonize tobacco 

control measures and make optimum use of tobacco control resources within the Region. 

The United States supported the development of a strong FCTC based on sound public 

health goals that could be ratified by all Member States of WHO, and was confident that the 

outcome of the negotiating process would be of real benefit to health. Participation in the 

FCTC process entailed much more than attendance at negotiating sessions, however: active 

preparation including consultation with all interested parties was essential. The United States 

would continue to consult broadly with the public health community and other relevant 

parties and urged other governments to do the same. 

The benefits of well-designed and well-implemented, comprehensive tobacco control 

programmes fully justified the necessary resource allocations. Unless resources were found to 

reduce tobacco use quickly, countries would face high costs for subsequent health care and 

loss of productivity. Emphasis should be given to strengthening the capacity of cessation 

services in order to reduce the potential burden of ill-health and premature deaths and 

improve the overall health of popUlations. 
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Having noted resolution WHA54.18 on transparency in the tobacco control process and 

the concern expressed in relation to tobacco company activity in the Region, he urged 

governments to support their own public health policies. It was governments rather than 

WHO that must take the lead in tobacco control activities, and decide on the question of 

transparency in national tobacco control policies. 

Dr MALEFOASI (Solomon Islands) expressed strong support for WHO tobacco 

control initiatives and for the participation of Member States from the Region in the 

development of the proposed FCTC. With technical support from WHO, tobacco control 

legislation had been approved by the Solomon Islands Cabinet in 1999 and was currently 

being drafted. It was hoped that it would be tabled for parliamentary consideration following 

the December 2002 elections. 

In the meantime, Solomon Islands was facing serious challenges resulting from a lack 

of political will and adverse socioeconomic factors. As unemployment increased in the 

current economic downturn, people were taking up small-scale tobacco retailing as a means of 

making a living; prices were cheap and there were no restrictions on sales. In addition, 

sporting organizations were accepting sports advertising and sponsorship from the tobacco 

industry. Support from neighbouring countries would be needed if the country was to make 

any progress in combating tobacco use. 

Mr LEO (Vanuatu) joined previous speakers in commending tobacco control activities 

already undertaken in the Region. Despite interest in implementing the proposed FCTC, 

Vanuatu was only at the initial stages of considering how that might be done. WHO should be 

the focus for exchange of information on tobacco control experiences among Member States 

of the Region. In small countries such as Vanuatu, whose economies were often dependent on 

revenue from import duties, it would be difficult for health care workers alone to be 

responsible for implementing tobacco control programmes. Again, financial and technical 

support from WHO would be needed in preparing country-specific advocacy materials for use 

in negotiations to secure political commitment. 

Dato ZAINAL (Brunei Darussalam) said that Brunei Darussalam recognized the 

impact of the tobacco epidemic on public health and had shown high-level political support 

for tobacco control. That commitment had been reinforced by the attention given to the 

National Committee on Health Promotion in an address to the nation by His Majesty, the 

Sultan of Brunei Darussalam, on the occasion of his birthday in July 2000. Health promotion 
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and the seven priority areas identified by the Committee, which included prevention and 

control of tobacco use, were high on the national agenda. 

His country would continue to strengthen national policies and strategies for tobacco 

control. Current work included the development of anti-tobacco legislation, fiscal measures 

and the introduction of a smoking cessation programme. He looked forward to continued 

support from WHO and other Member States for the strengthening of national capacities in 

that regard. Human resource constraints had prevented full participation in the FCfC 

negotiating process at the international level. Nonetheless, Brunei Darussalam fully supported 

the proposed FCfC, as reflected in its support for resolution WPRlRC50.R6 on the Regional 

Action Plan on Tobacco or Health: 2000-2004. 

Mr KINGDON (Australia) said that his delegation supported the analysis and draft 

strategies outlined in the document on prevention and control of tobacco use and endorsed, in 

principle, the actions proposed. His country was firmly committed to the control of tobacco 

use. Some of the initiatives had been to ban advertising, establish smoke-free workplaces and 

public areas, public information campaigns and therapeutic assistance. As a result, the 

prevalence rate of smoking in Australia was now one of the lowest in the world: 20.3% of 

persons aged 18 or over. Nevertheless, young people were still starting to smoke, which 

coincided with increasing depiction of smoking in films and smoking by young people's 

icons. 

His country was also committed to supporting developing countries in formulating 

effective tobacco control programmes, and had provided funds to WHO for that purpose. 

Australia was participating in support to the Region by sharing information, fostering 

partnerships among countries and developing regional tobacco control capacity. A workshop 

to enhance that capacity was to be held in Australia later in 2001. It would address the global 

and regional context for tobacco control, promoting an environment conducive to a policy on 

tobacco control, and developing a comprehensive, evidence-based national tobacco control 

programme with the necessary infrastructure. As the Western Pacific representative on the 

FCfC bureau, Australia provided information to countries to assist them in negotiating the 

convention. With the United States of America and Australian Women's Soccer, Australia 

was promoting smoke-free international soccer matches. 

Mr SOTHINATHAN (Malaysia) noted that globalization was speeding up the spread 

of tobacco use in the Region; the draft framework convention on tobacco control was 

potentially the most effective solution to that global problem. As tobacco control was a 
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priority in Malaysia, the Ministry of Health and its advisers had formulated strategies to 

reduce the prevalence, morbidity and mortality rates associated with smoking in the country. 

Bilateral and multilateral partnerships had been formed with other countries within and 

outside the Region to strengthen tobacco control efforts, including the prevention of 

smuggling of tobacco products. His delegation supported the actions proposed in document 

WPRlRC52/9. 

4. CONSIDERATION OF DRAFT RESOLUTIONS 

The REGIONAL DIRECTOR said that, although resolution WPRlRC521R2 on food 

safety had already been adopted by the Committee, he had received comments from some 

delegations on operative paragraph 3(6). It had been suggested that, in addition to the 

harmonization of legislation with the Codex Alimentarius, national regulations and standards 

should also be consistent with the Codex, since national food laws could not be changed each 

time a change was made in the Codex. He assured the Committee that, as the paragraph 

formed part of a request to his office, he would implement its provisions in the broadest 

possible sense, keeping in mind the reservations expressed. 

4.1 Eradication of poliomyelitis in the Region (Document WPRlRC52/Conf. Paper No.3) 

Professor NYMADA W A (Mongolia), recalling his statement made during the 

discussion on poliomyelitis, proposed that a new operative paragraph 2 (4) be inserted after 

paragraph 2 (3) with the wording "to elaborate a special plan of action to convert the existing 

network of national poliomyelitis reference laboratories into a network of national enterovirus 

reference laboratories, ensuring the continuity of laboratory support for the control activities 

of communicable diseases". The existing paragraph 2(4) would become paragraph 2(5). 

He explained that both the Regional Office and Member States had invested heavily in 

establishing the existing laboratory network and continued to invest to maintain quality. Even 

after the elimination of wild poliovirus, cases of the clinical syndrome of acute flaccid 

paralysis would have to be investigated and new enteroviruses would appear. The network 

should thus be preserved. 

The REGIONAL DIRECTOR, stressing the relevance and worth of the suggestion, 

pointed out that the proposed new paragraph would form part of a request to his office but 

would involve changes in national laboratory structures. He was not in a position to take 

decisions on such changes. However, a technical advisory group existed to address such 

suggestions. He suggested that the wording of the proposed paragraph be altered to request 
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the Regional Director to raise the issue of converting the existing network of national 

poliomyelitis reference laboratories at the next meeting of the technical advisory group. 

Decision: The draft resolution, as amended, was adopted (see resolution 

WPRlRC52.R3). 

4.2 Traditional medicine (Document WPRlRC52/Conf. Paper No.4) 

Dr OTTO (palau) proposed that the words "and appropriately protected" be added at 

the end of preambular paragraph 6. 

Dr JEON (Republic of Korea) proposed that, in operative paragraph 2(6), "other 

countries" should be replaced by "Member States and related organizations". The 

REGIONAL DIRECTOR suggested that the phrase should be "other Member States and 

related organizations". 

Dr JEON agreed. He welcomed the inclusion of operative paragraph 3 (5), highlighting 

the suggestion of a WHO 'World Traditional Medicine Day'. With regard to operative 

paragraph 2(6), he proposed that "academic research" be inserted between the words 

"dissemination" and "regulatory". At the suggestion of the REGIONAL DIRECTOR, he 

agreed that the word "research" would suffice. 

Dr OKAMOTO (Japan) noting that the preambular paragraph 3 mentioned only 

differences in forms of traditional medicine, whereas countries also differed with regard to 

their health care systems, proposed that the words "and differences in national health care 

systems" be inserted after the words "development of traditional medicine". 

Datu Dr MOHAMAD TAHA (Malaysia) suggested that operative paragraph 3 (5) 

should end with the words "at its fifty-second session", and that the remainder of the 

paragraph be removed. He recalled that many reservations had been expressed during the 

previous day's discussion about the advisability of designating a 'World Traditional Medicine 

Day'. He considered that the suggestion was premature, and that the limited resources 

available should be spent on other areas of traditional medicine. On the basis of suggestions 

from Dr TEMU (papua New Guinea), Mr LIU (China) and the REGIONAL DIRECTOR, it 

was agreed to remove operative paragraph 3(5) and to alter operative paragraph 3(4) by 

including the words "the summary record of the Regional Committee's discussion on 

traditional medicine and" after the words "to forward to the Director-General". Operative 

paragraph 3(6) was then renumbered as 3(5). 
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Dr TUKUITONGA (New Zealand) said that he found that the general tone of the draft 

resolution did not reflect the previous day's discussion. He proposed that, in operative 

paragraph 2(1), the word "use" be replaced by "give consideration to". 

Mr LID (China) recalled that the situation with regard to traditional medicine differed 

from one country to another. However, once a regional strategy for appropriate use of 

traditional medicine had been formulated, it should be implemented, taking into consideration 

practical differences between countries. He therefore suggested that the original wording be 

retained, with the addition of the words "in accordance with country-specific situations" at the 

end of the paragraph. 

In response to the comment by Dr TUKUITONGA (New Zealand) that he would still 

consider the wording to be overly restrictive, as traditional medicine might develop within 

different frameworks in different countries, Professor SMALLWOOD (Australia) proposed a 

compromise wording, in which the original wording would be retained with the addition of 

the words "where appropriate" after the word "use". 

Dr TUKUITONGA (New Zealand) agreed. He further suggested that, in operative 

paragraph 3(1), the word "implementation" be replaced by "development" or "further 

development" . 

The REGIONAL DIRECTOR suggested that the original wording of paragraph 3(1) be 

retained but that the words "as appropriate" be added at the end of the paragraph. 

Dr TUKUITONGA (New Zealand) agreed. 

Dr CHAN (Hong Kong, China) questioned whether WHO was the relevant agency to 

advise Member States on intellectual property rights, as requested in operative paragraph 3(3). 

She suggested that the paragraph be altered to read "to involve the relevant United Nations 

agencies to facilitate Member States' discussion on intellectual property aspects of traditional 

medicine". 

Dr NOVOTNY (United States of America) supported that proposal, but suggested that 

the proposed phrase "United Nations agencies" be replaced by "international agencies". He 

further suggested that the preambular paragraph 4 should be replaced by "Noting the 

importance of traditional medicine to the people of the Region for many centuries and its 

actual or potential role in improving health and health services in the Region". 
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On the basis of remarks by Dr TANGI (Tonga) and Dr TUKUITONGA (New Zealand) 

that traditional medicine had in fact made important contributions to the health of peoples of 

the Region and the word "contribution" should, therefore be retained, and additional 

suggestions by Dr CHAN (Hong Kong, China), Dr TEMU (Papua New Guinea) and 

Dr OTTO (Palau), Dr Novotny agreed that preambular paragraph 4 should read "Noting the 

contribution that traditional medicine has made to the people of the Region for many centuries 

and its actual or potential role in improving health and health services in the Region";. 

Dr NOVOTNY (United States of America) further proposed that, in preambular 

paragraph 8, the words "will enable documented assessment of' be replaced by "is necessary 

to ascertain". 

The REGIONAL DIRECTOR suggested that, in view of the previous day's discussion, 

the word "ascertain" might be overly narrow and rigid, implying that traditional medicine 

should be evaluated only by the mechanisms used for Western medicine. He noted that some 

traditional medicine regimens used in the Region had already been acknowledged as safe and 

effective. He suggested that the proposed words "is necessary to ascertain" be replaced by 

"will contribute to documentation and assessment of'. 

Dr NOVOTNY (United States of America) replied that he would agree to use of the 

words "is necessary to document". The role of WHO was to provide a scientific basis for 

health care. 

Dr YEOH (Hong Kong, China) said that the wording just proposed implied that the 

research that was currently being carried out on the safety and efficacy of traditional medicine 

was not scientific. The methods used were perhaps different from those understood in 

Western countries, but that did not mean that they were not scientific. 

Dr TANGI (Tonga) emphasized the importance of retaining the word 'assessment' in 

the phrase under discussion. 

Professor SMALL WOOD (Australia) proposed that the words "enable documented 

assessment' in the original wording be replaced by 'advance our knowledge'. That wording 

would place scientific knowledge in its context, but would not limit evaluation to scientific 

knowledge. 

Dr NOVOTNY (United States of America) agreed and added that he had not meant to 

imply that current traditional medicine research was unscientific. 
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Decision: The draft resolution, as amended, was adopted (see resolution 

WPRlRC52.R4). 

5. PREVENTION AND CONTROL OF TOBACCO USE: Item 15 of the Agenda 

(Document WPRlRC52/9) (continued) 

Dr TANGI (Tonga) said that the key to political commitment was convincing the 

health minister, who had influence in parliament and in cabinet, since tobacco control was 

essentially a matter of health. In his country, there had been no tobacco control policy two 

years previously. Within one year a bill on tobacco control had been placed before parliament, 

and now that bill had been passed: it entailed a ban on tobacco promotion and advertising, on 

smoking in public places, including transport, and ensuring that at least 50% of the area of 

restaurants and eating places was smoke-free. WHO had provided support for regular radio 

talk shows, and that exercise had shown that there was broad public support for the law, even 

though 50% of the male population smoked. 

The tobacco industries had lobbied the Minister, who had refused to engage in 

discussions by telephone. By the time industry representatives had come to call, his bill - part 

of a package on noncommunicable diseases - had been passed. 

Professor NYMADA WA (Mongolia) said that Member States had to combine their 

efforts and share their experiences, good and bad. He had been heartened by the success in 

Tonga, and hoped that the Committee could benefit from an account of a failure in his own 

country, where comprehensive tobacco control measures had been aggressively resisted by 

international tobacco companies. The Mongolian parliament had passed a comprehensive 

tobacco control law in 1994, but had failed to create a special tobacco control fund from 

tobacco excise tax. It had been a crucial omission. The tobacco lobby managed to make small 

amendments to that law between 1996 and 2000: the prohibition of sales of single cigarettes 

had been struck out, and import excise tax had been reduced by a factor of ten. The previous 

Government had actively supported foreign tobacco companies in Mongolia in 1997, with the 

organization of the Camel trophy event sponsored by a brand of cigarette. The event had 

coincided with the tenth International Conference on Tobacco Control in Beijing, China. The 

Prime Minister and Speaker of the previous Government had inaugurated the sponsored event 

in Mongolia. Thus, in the previous five years, the number of imported cigarettes and per 

capita consumption of cigarettes had multiplied by ten. It had been a case of a good law, but 

with no funding to support it. 
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Although Mongolia had a population of only 2 million, Philip Morris had opened an 

office there in 2000, and had published a ISO-page book in Mongolian, arguing against the 

draft Framework Convention on Tobacco Control. Philip Morris had had a briefing meeting 

for its book, and claimed that the meeting had been organized jointly with Parliament. At a 

plenary open session of Parliament, an official protest had been lodged concerning the illegal 

use by Philip Morris of the name of the Parliament, and the company had apologised. The 

Minister of Health had developed a new amendment to the law on tobacco control, reinstating 

the previously deleted provisions, and had put it before Parliament. 

He thanked the Regional Office and the Government of Australia for support in 

sending a two-person delegation from Mongolia to a tobacco control capacity-building 

workshop, to be held in October 2001. The country was now trying to set up a special fund 

for tobacco control. 

Mr V AEV AE-P ARE (Cook Islands) said that both tobacco and alcohol were problems 

in his country, smoking and drinking being habits acquired in adolescence. In 2000, the 

Government had increased taxes on both by 30%, to further discourage purchases, which had 

been decreasing since 1998. Actions proposed, in the paper and elsewhere, to curtail tobacco 

consumption would be welcomed by the his Government. 

Dr HAN (Republic of Korea) agreed that tobacco use was a major public health 

challenge in the Region, despite the increasing efforts of WHO, and he supported the Tobacco 

Free Initiative and anti-smoking campaigns. The Korean Government had made several 

financial contributions to the Framework Convention on Tobacco Control in the previous year 

and planned to do so in the current year. The Republic of Korea had a high percentage of 

smokers, and was trying to reduce smoking prevalence by taxing tobacco and using the 

resultant funds for education. It was hoped that the number of smokers would be reduced by 

2003. The Government of the Republic of Korea was maintaining ties with the Japanese 

Government, in order to make the 2002 football World Cup, hosted by the Republic of Korea 

and Japan, a tobacco-free event. Since the visit to the Republic of Korea by the Japanese 

Minister of Health, Labour and Welfare on 31 August, even more was being done to 

cooperate with other countries in making the World Cup tournament a tobacco-free event. He 

hoped that delegates would attend the games. 

Dr YEOH (Hong Kong, China) remarked on the wealth of tobacco-control experience 

in the Region. In Hong Kong (China), only 14.4% of adults over 15 years of age smoked; 

although that figure was low, he regarded it as still too high. He focused on current 
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legislation in the territory against indoor use of tobacco, and warned against underestimating 

the power of the tobacco lobby, which tended to find ways round legislation. In this 

connection, he regarded the actions proposed by WHO as insufficiently specific. 

He expressed concern that the large number of agenda items before the Committee 

meant that there was insufficient time for discussion. The Regional Director might consider a 

more focused agenda for discussion by the Regional Committee. When one or two items were 

taken in isolation, the view of the whole strategy was lost. 

Dr DA YRIT (Philippines) expressed support for WHO and Member States in tobacco 

control. He reported that there had been an alarming increase in smoking among young 

people and women in the Philippines. Some limited success had been achieved in control with 

the Clean Air Act, which banned smoking in public places, including public transport. It was 

intended also to ban cigarette advertising and the sale of cigarettes to minors, and to raise 

taxes on tobacco products, but the relevant bills had yet to be passed. 

The Department of Health was committed to stronger advocacy against smoking, 

especially to discourage young people from starting the habit. It was committed also to 

tobacco control legislation. However, Philip Morris had recently opened a factory in the 

Philippines: in this case, the economic arguments had outweighed the public health 

considerations. He noted that he did not attend the inauguration of the factory with his 

cabinet colleagues and that his absence was noted by the media. 

The REGIONAL DIRECTOR responded to comments, saying that coordination of 

tobacco control would be furthered by two forthcoming meetings: one in Australia, to which 

all Member States of the Region were invited, the other in New Zealand, for Pacific island 

countries. 

The representative of Papua New Guinea had asked for an economic analysis of the 

costs and benefits associated with various tobacco control issues. He observed that economic 

studies of tobacco control had been published by the World Bank, and would undertake to ask 

both the World Bank and other agencies about studies on specific countries in the Region. He 

fully agreed with the suggestions from Hong Kong (China) about a more focused approach, to 

allow Member States more time for discussion. 

The REGIONAL FOCAL POINT FOR THE TOBACCO FREE INITlA TIVE said that 

he would take up specific issues with the representatives who had raised them. He praised the 

teamwork in tobacco control, thanks to which Member States, the Regional Office and other 
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bodies had made great advances. He spoke of the need to match the aggressiveness of the 

tobacco industry. The communications and advocacy campaign in the coming year would 

focus on political and policy-level decision-makers, since a decisive stage in the negotiations 

for the Framework Convention on Tobacco Control was approaching. In parallel, 

capacity-building work was being done at the local level, to equip health workers with tools to 

support cessation and encourage young people not to start smoking. The capacity-building 

workshop and the inter-sessional meetings in Australia were part of the collaborative process. 

He said that 2002 would be a critical year in terms of the politics of public health. 

The VICE-CHAlRPERSON requested the Rapporteurs to prepare an appropriate draft 

resolution. 

6. PREVENTION AND CONTROL OF TUBERCULOSIS: Item 16 ofthe Agenda 

(Document WPRlRC52/1O) 

The REGIONAL DIRECTOR said that in the previous two years much had been done 

to build a strong foundation for the Stop TB Special Project. The seven countries in the 

Region with the highest burden of tuberculosis had all prepared strategic five-year plans, 

including budgetary requirements, aimed at achieving "DOTS for All by 2005". He 

congratulated all seven countries for producing comprehensive plans, developed in close 

collaboration with partners and WHO. 

He said that it was now important that implementation of those plans be accelerated. 

Rapid implementation would depend on government commitment to control tuberculosis, and 

very encouraging examples of such commitment were referred to in the report. 

Despite those very positive developments, the REGIONAL DIRECTOR reminded 

representatives that the Region still faced important challenges. In some countries, political 

commitment had not yet been translated into increased budget allocations for tuberculosis 

control. 

Another serious challenge facing WHO and Member States was the impact of the HIV 

epidemic on tuberculosis. 

The REGIONAL DIRECTOR also said that immediate action needed to be taken to 

stop drug-resistant tuberculosis by improving cure rates and expanding the DOTS strategy. 

If everyone worked together, he was convinced that the excellent progress of the last 

two years would be equalled or even surpassed. 
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Mrs HA (Viet Nam) thanked the Regional Director for the report on prevention and 

control of tuberculosis. She referred to drug resistance as an important issue, not only in 

tuberculosis control, but also in relation to other diseases, such as malaria. Given the need for 

vigorous, concerted action and international cooperation on drug resistance, she asked that 

that subject be included in next year's agenda of the Regional Committee. 

Professor SMALLWOOD (Australia) remarked that Australia had among the lowest 

incidence of tuberculosis in the world. Tuberculosis control would continue to be a priority 

for Australian support in the Region. Australia was a strong supporter of the directly observed 

treatment, short-course (DOTS) strategy. However, he pointed out that the strategy could 

only be implemented in countries which had the capacity to do so. If that capacity was 

missing, the fIrst focus for governments and donors should be on building it up. 

Professor NYMADA WA (Mongolia) reported that his country had implemented a 

national tuberculosis control programme since 1994, resulting in an increase in the detection 

rate from 16% in 1994 to 67% in 2000, and in the cure rate from 62% in 1994 to 81 % in 

2000. He thanked WHO and the governments of Denmark and Japan for their valuable 

support in the design and implementation of the programme. 

In spite of that success, Mongolia still remained one of the seven countries with the 

highest tuberculosis burden in the Region. The Ministry of Health had, therefore, developed a 

new fIve-year plan for tuberculosis control. More attention was now being paid to the spread 

of the infection among populations in detention centres and to drug-resistant cases. 

He mentioned that, in 1994, researchers (including himself) in Mongolia and scientists 

from China and the Netherlands had found a new genotype of Mycobacterium tuberculosis, 

which had been widespread in East Asian countries, somewhat similar to the multi-drug 

resistant genotype isolated in New York. His country would like to pay more attention to the 

microbiology of the causative agent of tuberculosis. In collaboration with external partners, 

efforts were now under way to try to combine new developments with a more pragmatic 

approach to tuberculosis control tuberculosis. 

The meeting rose at I pm. 
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ANNEX 

MINISTERIAL ROUND TABLE MEETING ON MENTAL HEALTH 

Summary by Professor Nonnan Sartorius 

The presentations by the invited panellists were followed by a ministerial round table. 

Twenty-seven delegations took the floor. Notes on which the presentations were based have 

been collected by the WHO staff and will be used for guidance for further correspondence 

and interaction with the representatives as well as background documents during country 

visits and programme discussions. 

Among the points that received particular attention during the discussion were the 

following: 

The countries and areas of the Region have a rich and varied experience in the 

development of activities relevant to mental health programmes. Some of this experience was 

presented during the discussions at the round table: it will be useful and important to obtain 

more detailed accounts of the programmes enumerated during the ministerial round table and 

make them available, in a suitable form to the Members States of the Region. These 

comments and others were the expression of the feeling that all the countries could learn 

much from each other and that WHO should facilitate this exchange of experience and 

knowledge. 

Despite vast differences in resources, in the previous experience, and in cultural and 

social settings, certain obstacles to mental health programmes were mentioned in several of 

the presentations. These included: 

a) the pernicious impact of stigma attached to mental illness on the life of those 

who have the illness, on the life of their families and on the organization of 

mental health care. Stigma attached to mental illness also devalues the mental 

health programmes and diminishes the priority given to them - because they are 

perceived as having little political or other importance. 

b) the continuing discrimination against people with mental illness in vanous 

aspects of life, linked in part to ignorance, in part to outdated legislation and in 

part to the unfortunate association of mental illness with minority status and 

poverty. 
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c) the dishannony between legal provisions and modem mental health care 

principles: legislation can be of great help to mental health programmes if it 

facilitates the development of services to people with mental illness, protects 

their rights and ensures support to families who look after them. 

d) the lack of good data about the current situation and of information about 

successful programmes in this area. 

Though many of the countries are suffering from a grave scarcity of human and 

material resources, no country is so poor that it could not start a mental health programme. 

Mental health activities in such situations will have to be modest in size and ambition 

and will have to rely even more than elsewhere on the reserves of strength contained in the 

families and other traditional sources of support. 

Disasters - man made and other - are particularly frequent in this Region. They affect 

mental health and their mental health consequences can persist long after the events. Disaster 

prevention and interventions would gain if they included an appropriate mental health 

component. 

Families and other community resources can be of great support to mental health 

services and should participate in their planning and evaluation. In order to be supportive, 

however, they have to supported by education, moral rewards and material help. 

Training of existing staff in mental health and the changes in undergraduate and 

postgraduate training of health professionals should include mental health components. 

WHO should facilitate this training at country and regional level. 

Many of the recommendations are useful and highly acceptable. To tum them into 

reality it will be important to translate the principles of action and the recommendations into 

practical guidelines adjusted to the needs and capacity of countries. Among such guidelines 

those concerning the promotion of mental health and work with families deserve particular 

priority. 

Changes to mental health programmes require a paradigm shift, a reorientation of the 

health system - which should provide people with adequate mental health care close to their 

home, a change of attitudes of people in the community and in the governments. Such 
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changes take time and it is therefore of importance that WHO and countries view the mental 

health programmes as being long-term undertakings. 

Two of the issues that were raised by the round table participants had implications for 

policies exceeding the mental health framework. The first of these concerned the 

consideration of the spiritual component in health care and the inclusion of a reference to this 

inclusion in the WHO definition of health. While the technical and scientific issues arising in 

this connection could be handled by the mental health programme - for example in 

connection with the work on quality of life that the regional mental health strategy 

recommends - the policy implications of that question surpassed the framework of 

discussions on mental health. 

The second concerned the involvement of the various sectors of the governments in the 

mental health programmes: while the modalities of this collaboration can and should be 

considered by decision-makers responsible for mental health, this question had broader 

implications relevant to all of health and indeed to all of the WHO programmes. 


