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1. ADDRESS BY THE INCOMING CHAIRMAN: Item 5 of the Agenda 

The CHAIRMAN addressed the Committee (see Annex 1). 

2. AIDS: Item 8 of the Agenda 

2.1 Annual update on the regional situation: Item 8.1 of the Agenda 
(Document WPR/RC40/3) 

The REGIONAL DIRECTOR said that a continued increase of AIDS cases and 
HIV infection had been reported in the Region. He drew attention to document 
WPR/RC40/INF.DOC./1 which gave the figures as at 1 September 1989. The regional 
AIDS programme consisted mainly in developing and strengthening national AIDS 
prevention and control programmes. Currently, twelve countries and areas had short
term plans in operation. A number of those were being evaluated for possible conversion 
to medium-term plans. 

Intercountry and interregional workshops were conducted in support of country 
activities. 

The regional infrastructure for AIDS prevention and control had been greatly 
strengthened by the establishment of five posts in the Regional Office, two in 
Papua New Guinea, and two consultant posts in Suva. That would enable WHO to 
provide trained staff as needed for planning, evaluation and training activities. 

Where possible the AIDS programme was being integrated with existing 
communicable diseases programmes and other areas of activity such as family planning, 
primary health care and maternal and child health care. 

Mr FOSI (Samoa) congratulated the Chairman and other officers of the Regional 
Committee on their election, assuring them of the full confidence and support of his 
country. He commended the Chairman, as well as the Regional Director and the 
Director-General for their leadership. It would encourage and reassure Member States 
in their collective efforts to achieve the goal of health for all by the year 2000. 

Samoa had bestowed honorific titles on Dr Nakajima and Dr Han during their 
respective visits to Samoa, expressing the country's desire to work with them. The visit of 
Dr Han had been given special coverage in the leading newspaper in Samoa. 

Professor NGUYEN (Viet Nam) said that Viet Nam had launched its short-term 
programme for the control of AIDS, financed by WHO, in 1988. A committee had been 
set up which had carried out five activities between January and August 1989. Firstly, it 
had set up sub-committees for AIDS control in four major cities. Secondly, in addition to 
the existing national laboratory in Hanoi, in operation since 1988, it had set up a new 
laboratory in the Pasteur Institute for diagno~is of HIV infection using the Western Blot 
method and ELISA techniques. The Pasteur Institute in Paris had supported the 
laboratory with the provision of laboratory equipment and specialized staff training. 
Thirdly, the committee had collaborated with the mass media in informing the public 
about AIDS and its prevention, and had published brochures and pamphlets to that 
effect. Fourthly, serosurveillance and blood tests for HIV infection had been carried out 
for high-risk groups in the four main cities. To date, no HIV infection or AIDS cases had 
been detected in Viet Nam. Finally, two national workshops on AIDS had been 
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organized for which WHO had provided a consultant. The workshops concerned health 
education for AIDS; the first one had been for health staff, and the second for national 
government staff in the four main cities. Workshops on control and prevention of AIDS 
were being organized, and participants would be selected from each of the four main 
cities. 

Internationally, AIDS had spread extremely rapidly and become a social as well as 
a public health problem since no treatment existed as yet. Nevertheless, the medical 
profession was responding to the situation: the virus had been detected, screening tests 
had beeI1 developed and treatment and vaccines were being investigated. 

Serious prevention efforts were currently the only means of stopping the spread of 
the disease; it was therefore absolutely essential for all individuals to behave in a 
responsible way. 

Mr SUPA (Solomon Islands) thanked the Committee for electing him as Vice 
Chairman and congratulated the other officers of the Regional Committee on their 
election. 

Regarding AIDS in Solomon Islands, he said that there were no cases of AIDS or 
HIV infection to date. Approximately 3300 individuals had been tested: 8% of them 
were blood donors, 1 % were sexually transmitted disease patients and 10% were 
pulmonary tuberculosis patients. Others had been tested but there had been no positive 
cases. 

The short-term plan of Solomon Islands, from March 1988 to December 1989, had 
concentrated mainly on health education, epidemiological surveillance, diagnosis and 
screening tests. The main problem encountered had been a delay in setting up laboratory 
support since the equipment needed for HIV testing had not been obtained. Inadequate 
personnel for programme management of surveillance activities was also a problem, as 
well as the fact that AIDS was considered a low priority problem compared to diseases 
such as malaria and diarrhoea. 

The medium-term plan for 1990 to 1994 had been drafted with a total budget of 
US$700 000. AIDS activities were to be integrated into the sexually transmitted diseases 
programme, rather than being part of general health activities and primary health care, 
as they were at present. 

Solomon Islands sought guidance from WHO on its draft medium-term plan, and 
on donor support. The implementation of sexually transmitted disease activities had 
been hampered by the involvement of mUltiple donors. It might be more practical for the 
medium-term plan to be funded by one donor only. 

Dr SHlMAO (Japan) said that his Government fully realized that AIDS was a 
crucial health problem and recognized WHO's role in controlling and preventing it. A 
regional workshop on the role of the broadcast media in the prevention and control of 
the disease and of HIV infection had been held in Tokyo in June of the current year. To 
reinforce its effects, a study group was now being organized on education and public 
information on AIDS. 

Japan had already started to allocate a grant for research on the treatment and 
control of AIDS in Japan, had contributed to the Global Programme on AIDS and would 
try to increase that contribution. New legislation had been developed and had come into 
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force on 17 February; it defined the responsibilities of physicians and of the Government 
and also protected privacy. A new approach to bilateral cooperation was being tried, e.g., 
with the medium-term programme in Thailand. 

On the previous day, he had called tuberculosis a very important problem from the 
point of view of its relation to AIDS. In African and Caribbean countries, AIDS would 
cause a worsening of the situation with regard to tuberculosis, because the populations of 
those countries were already infected with that disease; the effect of AIDS would be to 
increase the incidence of tuberculosis. In fact, in the African countries, the tuberculosis 
situation was already deteriorating. In the developed countries, the impact of AIDS on 
tuberculosis would not be so serious, though it might be an obstacle to the eradication of 
the disease in those countries. 

There was also the question of the impact of AIDS on the Expanded Programme 
on Immunization, since the BCG vaccination of children vertically infected with HIV 
might cause disseminated infection. Children born of HIV-infected mothers should 
therefore not undergo BCG vaccination. For that reason, it was necessary to establish 
and improve surveillance systems for both AIDS and tuberculosis. A manual should be 
prepared on the management of tuberculosis and AIDS or HIV infection, and a study 
carried out on the possible impact of AIDS on tuberculosis. 

Dr ADAMS (Australia) said that his country enjoyed the very dubious honour of 
having the largest number of AIDS cases of any country in the Region; nearly 1500 
Australians had developed AIDS, of whom over 700 had died. It had been estimated that 
nearly 6500 people were incubating the disease, but popUlation monitoring indicated that 
it was probable that 15 000 Australians were infected; that was better than had been 
expected, since a figure of 50 000 or even 100 000 had seemed possible earlier. The 
preventive programmes that had been established were also a source of hope, in that 
most cases had been in the male homosexual population. There were indications that the 
rate of transmission was falling. and programmes aimed at modifying the behaviour of 
homosexuals had been successful, as shown by the fall in the number of new infections 
among them. Infection rates were thus levelling off. There were few cases among 
heterosexuals, those concerned being mainly the sexual partners of members of high-risk 
groups. 

Intravenous drug abusers were a source of great concern, since they provided the 
route whereby the rest of the popUlation could become infected. Campaigns over the 
next 12 months would therefore concentrate heavily on them. It was estimated that 1 %-
2% of intravenous drug users in Australia were infected. and it was hoped that the rate 
would stay at that level, rather than rise to the horrific levels seen in New York and 
Bangkok. In some major cities, and especially in Sydney, a start had been made in 
providing free syringes and needles to intravenous drug users; in Sydney alone, it was 
estimated that there were 40 000 - 50 000 of them, which meant that 3-4 million would 
have to be provided annually. The problem of disposing of the used syringes had thus 
arisen, since they were left on beaches and streets and in public toilets; that was such a 
serious problem that many people had suggested that the provision of free syringes and 
needles might not be the best way of controlling AIDS in the drug population. As a 
result, there was a growing feeling in Austraila that the legislation prohibiting heroin and 
cocaine should be changed as a means of eliminating the criminal element in the 
circulation of drugs. That would be a major subject of debate in the next six months. 
However, it would be a very serious matter for one country in isolation to legalize drugs, 
and the Regional Office might consider convening a meeting on the subject, from the 
point of view of the effect that that would have on other countries and the flow of 
narcotics. 
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His Government had recently released a national AIDS strategy which was being 
widely disseminated; its aim was to eliminate transmission of the virus and to ~inimize 
the effects of HIV infection on the population. The Government had set aSide over 
3 million dollars for the next four financial years for the funding of campaigns, mainly on 
education and prevention, treatment and care, research and international assistance. 

Education remained the main preventive tactic, but other measures included 
maintaining the security of the blood supply, the provision of clean syringes, ensuring 
access to condoms, and providing information on safe sexual practices. Other areas 
included treatment, care and counselling, ensuring that there was no discrimination 
against those infected with the virus, the further development of research capabilitie.s, 
both in virology and in epidemiology, in clinical trials and the natural history of the 
disease, and in the relevant social and psychosocial aspects that needed to be addressed. 

Internationally, Australia was ready to provide assistance based on its considerable 
experience. The national reference laboratory, which was a WHO collaborating centre, 
and other laboratories were available to provide assistance with laboratory techniques. 
WHO fellows were welcome, and Australia would be happy to provide consultations and 
help in any way possible. 

Under the national strategy for AIDS, Australia had had to adopt a policy of 
requiring migrants to be tested for HIV if they wished to live in the country on a 
permanent basis. That did not necessarily mean that HIV-infected persons would be 
excluded, but infection was something that would be taken into consideration, not from 
the point of view of preventing the virus from entering the country but from that of 
medical care services. 

He hoped that representatives had already received a copy of the announcement 
that WHO and the Australian Government would be jointly hosting 
a meeting on AIDS in the Pacific in Canberra on 5-8 August 1990. 

The CHAIRMAN commented that the interventions of the two previous speakers 
showed the magnitude of the problem of AIDS and that countries could find themselves 
in a Catch 22 situation. 

Dr PEREIRA (Portugal) said that a specific programme on AIDS had been started 
last year in Macao aimed at the provision of safe blood by the transfusion service, 
epidemiological surveillance and health promotion. In August, the first case of AIDS 
meeting the CDC/WHO case definition had been reported in Macao. The programme 
had therefore been strengthened, mainly by promoting more intensive health education. 
In the planning of future strategies, WHO's expertise would be most welcome. 

The DIRECTOR-GENERAL said that two new policy issues had been raised by 
the representative of Australia; they were just beginning to be discussed at the global 
level. The first was that of the legalization of illicit drugs; that had been extensively 
discussed in Europe and the United States, and two main opinions had been expressed. 
In the United Kingdom, and to some extent in the United States also, there was a move 
in favour, not of total but of partial legalization and the free distribution of drugs, 
including heroin. A few weeks previously, a member of the Colombian drug syndicate 
had said that cocaine should replace heroin, so that there would be less risk of AIDS 
transmission. In fact, the intravenous use of cocaine was now quite common. He had 
met President Mitterrand the previous week, however, and had ascertained that the 
French were strongly opposed to legalization. He was thus caught, as it were, between 
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Mrs Thatcher and President Mitterrand. He was often asked by journalists what WHO's 
position was, which was a difficult question to answer. There was, however, a very rapid 
trend towards the legalization of drugs, and that was a matter of great concern to WHO. 

The second issue was that of the free distribution of needles, but that gave rise to 
the problem of the disposal of used needles, a matter that had just been raised by both 
the American and Japanese Medical Associations. The plastics used in medical 
equipment could not be incinerated in ordinary incinerators. Suitable incinerators were 
available, but the information received so far showed that no government or municipality 
had agreed to dispose of medical devices and introduce new incinerators. As a result, 
used syringes had been seen, e.g., on American beaches and the French Riviera. The risk 
of AIDS infection from such syringes was less, of course, than for hepatitis B, but it did 
exist. 

Those two issues were of crucial importance and, in addition, there was the 
problem, mentioned previously, of the rapid increase in HIV infection among drug 
addicts in Thailand, where transmission was very rapid. Coordination was necessary 
between demand control, which was the responsibility of ministries of health, and supply 
control, which came under ministries of the interior. Such coordination was 
unfortunately very poor, especially in Asian countries, as had been very clearly 
demonstrated in Thailand. 

DrTALWAT (Papua New Guinea) said that it was very interesting to note how 
the various aspects of the AIDS problem differed in different countries, and especially in 
the developed countries of the Region in which the main targets were quite different 
from those in the developing countries, where addicts were not a problem. 

In Papua New Guinea, in response to the global threat of AIDS, national control 
and prevention programmes had been developed to control the spread of the disease. In 
September 1987, a short-term programme had been approved, and in February 1988 that 
plan had attracted international cooperation consistent with the WHO global policy on 
AIDS and human rights. An initial step had been to draft a national AIDS policy, and 
that had been completed in June 1988. Implementation of the national policy was the 
responsibility of the Disease Control Unit. The national health care agenda was 
represented in a recurring 5-year plan; the current plan would be completed at the end of 
1990, and the next plan would run from 1991 to 1995. The AIDS problem now affected 
Papua New Guinea, and the national health plan would include a 6-year medium-term 
programme on it; it was expected that that would be approved in the third quarter of the 
present year. The preparation of the medium-term programme was based on the 
established system of programme management, a detailed evaluation of the short-term 
programme, and an assessment of national capabilities. 

The setting up of an advisory body was essential, and a national AIDS Surveillance 
Committee had been established, with a multisectoral membership including 
representatives of the educational system, the social services and political bodies. The 
effective control of AIDS would require the full cooperation of all, whether in the public 
health sector or not. 

Currently, the main emphasis was on the screening of target groups, and the 
inability to do so was a major problem. Papua New Guinea could afford to screen only 
80% of all blood donors. With regard to the availability of testing equipment, it was 
quite difficult in the rural areas to collect enough blood to enable tests to be carried out, 
since 100 samples were necessary for that purpose. While the necessary number of 
samples were being collected, blood was needed for transfusion, so the question arose as 
to whether unscreened blood should be used, with the consequent danger of HIV 
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transmission. Would the so-called quick test, which was quite different from the ELISA 
test, be more suitable for that situation? Funding was, of course, required in order to 
achieve 100% screening of target groups. 

His country had been involved in a number of workshops that included not only 
health workers but also parliamentarians so as to enable them to understand the AIDS 
problem fully; the other target group was journalists, the aim being to ensure that 
reporting on AIDS was not sensational and did not cause confusion among the general 
public. He suggested that other Member States should follow that example. 

Funding was the key to successful operations, and WHO would be the appropriate 
body to assist Member States in that respect, especially in the Pacific area, where it was 
particularly difficult. 

Dr ABDULlAH (Malaysia) said that, in discussing the Regional Director's report, 
the importance of public information and health education had been stressed. The 
experience of Malaysia showed how important they were in the prevention and control of 
AIDS. Although there had so far been only 10 cases of the disease in the country, action 
was being taken to ensure that it did not become a public health problem. 
Epidemiological investigation had yielded strong evidence that, in those cases, the 
disease had been contracted outside Malaysia. Of the 10 cases, seven had died, while 
three were under treatment. 

A national strategy for the prevention and control of AIDS was already in 
existence, based on WHO's guidelines and advice. Experience had shown that the global 
and regional AIDS programmes could be translated into national strategies. An AIDS 
task force had been established to coordinate and direct the activities. Steps had been 
taken to ensure that all imported blood products had been heat treated and were 
therefore safe, while all blood intended for transfusion was tested and was discarded if 
found to be HIV-positive. Donors belonging to high-risk groups had been excluded and 
no such donors had been used since 1985. 

High-risk groups had been screened, and the surprising discovery had been made 
that a number of drug addicts were HIV-positive. However, epidemiological 
investigations had shown that they had received injections in a neighbouring country. 
There was thus a need for countries to cooperate on that matter so as to obtain more 
information and coordinate activities. Malaysia'S position was unique because of its very 
strict legislation on addiction, but addicts could of course obtain drugs outside the 
country. Control could thus not be effective without good coordination. Malaysia took 
the view that addiction was a more serious problem than AIDS. 

Prostitutes constituted another target group for screening, but the problem was to 
identify them, since they were not concentrated in specific areas. Efforts were therefore 
being made to work closely with voluntary organizations and other nongovernmental 
organizations in order to reach prostitutes and ensure that they were tested. 

However, the main emphasis in Mala~/sia in the prevention and control of AIDS 
was on public information and health education. In 1985, when AIDS was first 
discovered in the country, there had been a great deal of concern but, thanks to the 
public information strategy, the public now knew what AIDS was and how it was 
transmitted, and was cooperating in helping to prevent and control it. That was a great 
improvement on the situation in 1985, when many rumours had been in circulation, 
including one that the virus could be inhaled. He therefore suggested that WHO should 
continue its strategy of public information and health education. 
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Dr LEE (United Kingdom of Great Britain and Northern Ireland) said that, as 
projected by WHO, the number of cases in the Region would increase rapidly over the 
next two or three years. He therefore supported the recommendations made in section 
10 on page 5 of the document. 

As far as Hong Kong was concerned, the existing programme on AIDS had been 
reviewed and it had been considered opportune and appropriate to make certain 
improvements so as to cope more effectively with what was an increasing problem. Thus 
the AIDS expert committee would be. upgraded to an advisory council on AIDS and a 
multisectoral approach adopted, with increased commitment on the part of the 
Government, community leaders and representatives of nongovernmental organizations 
and the private sector. The Committee on Health Education and Publicity on AIDS 
would be restructured so as to involve community leaders and media personalities. A 
major publicity campaign was to be launched to mark the second World AIDS Day in 
support of WHO's AIDS prevention and control programme. Hong Kong was also 
actively participating in conferences and workshops. AIDS was now integrated in the 
hepatitis B vaccination programme and the sexually transmitted diseases programme. 

The pattern of transmission of AIDS in Hong Kong was somewhat different from 
that in the Western countries, being largely sexual. Intravenous drug users were not so 
far affected. However, as had been pointed out by the representative of Australia and 
the Director-General, the recent increase in HIV infection among such people in 
Thailand was a matter of great concern. There was no difficulty in obtaining needles and 
syringes in Hong Kong, since they were readily available without a medical prescription. 

There was also a methadone maintenance programme which supplied 7000 drug 
addicts. The pattern of HIV transmission among intravenous drug users therefore 
needed careful study. He suggested that WHO should coordinate studies on the 
behaviour of such drug users in sharing needles and syringes. Such information would be 
useful in the planning of an appropriate health education programme. 

Dr REODICA (Philippines) said that, in 1984, a Filipino had contracted AIDS 
while abroad - the first case to be reported to the National AIDS Registry. In May 1985 
eight female prostitutes had been found to be positive with the HIV antibody at a time 
when the Department of Health had started testing prostitutes in the vicinity of the 
United States military bases. In January 1986, the Department of Health had made 
AIDS a notifiable disease. At the end of that year, twenty-seven HIV antibody-positive 
cases and three AIDS cases had been reported. A total of 120 000 tests had so far been 
conducted and 110 sero-positive and twenty-seven full-blown cases of AIDS had been 
found. 

In February 1987, her Government had begun to establish its AIDS prevention and 
control activities through the Department of Health. The media had been used for the 
dissemination of information and education. In May of the same year, a national 
reference laboratory for HIV testing had been identified. In April 1988, a national 
medium-term plan had been approved by the Department of Health Management 
Committee and in June of the same year USAID had formally begun to provide financial 
and technical assistance to the programme. WHO's Global Programme on AIDS 
Management Committee had approved the country's medium-term plan in August 1988. 
The national AIDS prevention and control programme had been formally launched at 
the same time as the consultative workshop in which some thirty representatives of other 
governmel'\t and private organizations had participated. WHO had participated in the 
formulation and recommendation of a number of policies covering such issues as condom 
promotion, communication campaigns, AIDS education in schools, anti-discrimination 
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provisions, care and treatment and other important policy areas, The Secretary of 
Health had subsequently approved the policies as a basis for national intervention 
activities, 

In an effort to reduce the incidence of mv infection and its social impact, 
activities had been undertaken under the national AIDS programme, including 
continuous six-monthly surveillance of persons suspected to be at risk, regular counselling 
and monitoring of sero-positive individuals, assisting HIV-antibody-positive sex workers 
to transfer to other jobs, initiating training courses for field health personnel, completing 
an assessment of the country's social hygiene clinics with a view to upgrading their 
equipment, formulating guidelines for the accreditation of HIV antibody testing facilities, 
identifying a national reference centre for clinical care, upgrading the general 
laboratories to enable them to screen blood, and conducting surveys among sex workers, 
male homosexuals, bisexuals, overseas contract workers and the general popUlation, for 
use as a basis for education. The communication campaign for the general popUlation 
was tentatively scheduled for launching early in 1990. Education campaigns for at-risk 
groups would then follow. It was also planned under the programme to establish an 
AIDS information centre with educators, counsellors and hot lines. The Department of 
Health was also strengthening the capability of field personnel in the urban areas where 
the communication campaign would be based. Other planned activities included the 
conducting of an epidemiological study on blood banks, a condom audit study and the 
establishment of an AIDS hot line. 

The figures she had quoted might be an under-estimation, since persons with high
risk behaviour still had to be induced to submit themselves voluntarily for testing. AIDS 
should be viewed not merely as a health concern but as a social issue, for which purpose 
other government agencies and the private sector had to be drawn into the fight against 
AIDS. 

Mrs SMAIL (New Zealand) said that her country viewed AIDS prevention 
strategies as a high priority and the use of consistent terminology as essential to avoid 
confusion and inaccuracy. The total cumulative number of cases of AIDS reported to the 
New Zealand Department of Health as of 5 September 1989 was 144. The disease had 
been notifiable in New Zealand since 1983. The full extent of HIV infection in the 
country was not known, HIV antibody test results were not notifiable, but limited data 
that did not identify individuals were obtained informally from laboratories doing 
confirmatory testing. Of the 144 notified cases, sixty-five were known to have died; 122 
were homosexual men and four were intravenous drug users, of whom two were also 
homosexual. A national monitoring and surveillance system had been developed and an 
AIDS Advisory Committee established. 

The following principles should apply to all HIV antibody testing: the test must be 
voluntary; there should be informed consent and pre- and post-test counselling; 
laboratory request forms must remain anonymous; records must be confidential and 
results must always be given face to face and not over the telephone. The Committee's 
view was that high-risk groups could only be identified by individuals presenting 
themselves for testing, as those at highest risk of acquiring or transmitting HIV infection 
were often the least accessible. The size of any such group could only be guessed at, so 
that the concept of prevalence at present had no valid meaning. 

The epidemiological situation in New Zealand would be kept under review by a 
recently established· AIDS epidemiological group, supported by the Medical Research 
Council in the Department of Health. 
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Efforts were being made to establish comprehensive national coordination of 
strategies to prevent and manage HIV infection and AIDS in New Zealand. The Chief 
Health Officer of the Department of Health and the AIDS Task Force formed the focus 
of the national network. The AIDS Task Force had been established within the 
Department of Health to provide greater flexibility and effectiveness in dealing with 
AIDS-related issues. 

The main strategies and policies for HIV and AIDS prevention and control in 
New Zealand consisted, firstly, of blood-donor screening; secondly, three strategies for 
intravenous drug use and AIDS prevention, the first of which was a needle and syringe 
exchange scheme, begun in May 1988. In January 1988 the Misuse of Drugs Amendment 
Act had legalized the possession of approved needles and syringes and allowed the sale of 
packs through approved sellers such as pharmacists and medical practitioners and there 
had so far been excellent cooperation. The second strategy was the use of outreach drug 
workers; and the third, the employment of a departmental consultant to advise on 
intravenous drug use and HIV infection. 

The third main area was education for prevention, directed firstly at the general 
population and secondly at AIDS education and prevention among specific groups. The 
Department of Health had run a series of AIDS education campaigns using a multi
media approach and aimed at the general public, with particular emphasis on the 
younger, sexually active population. In education relating to specific groups, the policy 
had been not to provide programmes directly but to support appropriate groups and 
agencies undertaking such activities on a contractual basis. 

The fourth strategy had consisted of a careful review and evaluation. Such review 
and evaluation of the Department's AIDS prevention strategies was ongoing and support 
and advice was provided to enable specific groups on contract with the Department to 
carry out an evaluation of their own projects. 

Among the main policy issues related to HIV infection and AIDS in New Zealand 
were, firstly, HIV antibody testing in prisons; secondly, sex education; thirdly, issues 
relating to intravenous drug use; fourthly, STD clinics, the impact on their funding, and 
the extent of their involvement in education, prevention and counselling; and, fifthly, 
marginalized groups. Priority action was needed to determine ways of reaching groups in 
the community that were not politically organized, including street children, intravenous 
drug users, prostitutes,trans-sexuals and men having sex with other men but not 
identifying themselves with the homosexual community. Until that could be done, 
expenditure on educational programmes for the general population would often be 
viewed as being at the expense of the groups at greatest risk but not politically organized. 
The sixth issue was that of human rights and discrimination. 

Priority had also been given to a number of research surveys relating to AIDS in 
order to provide an objective basis for decisions. 

Dr BULE (Vanuatu) said that there had been no cases of AIDS in his country. He 
expressed appreciation to the Regional Office for its assistance and for its safe blood 
supply programme and health education activities at community level. Greater attention 
should be given to work among certain ethnic groups, improved epidemiology, 
surveillance, counselling and clinical management and strengthening the role of the 
national committee. 
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Dr TAPA (Tonga) welcomed the documents before the Committee. Because 
Tonga was a South Pacific country with a population of only 100 000, he would like 
briefly to describe the introduction of AIDS there, the steps taken to deal with the 
problem and the resultant change in public attitudes. 

The first AIDS case had been imported in 1987 by a male adult homosexual who 
had died within a month of his arrival. The second case - another male adult - had been 
diagnosed early in 1989 and had since died. Although not definitely established, the 
evidence appeared to indicate that he, too, had contracted the disease outside Tonga. As 
a result of a public outcry at the introduction of the first case in 1987, it had been his duty 
to protect the human rights of the sufferer. The first HIV infection had been diagnosed 
early in 1989 in a teenager who had had an association with the second victim. The 
public were aware that the teenager concerned was being kept in the community and in 
his family, and not isolated in hospital, yet there was no public outcry. He and his family 
were receiving counselling from public health staff. 

He wished to emphasize the importance of public information and health 
education as the first priority in preventive measures against AIDS. The Ministry of 
Health had instituted such measures through the press and radio prior to the 
introduction of the first case in 1987. He expressed appreciation to WHO for its support 
to Tonga's campaign against AIDS both regionally and through the Global Programme 
on AIDS. A short-term plan currently in operation was due to expire in September 1989, 
but consultations were being held with a view to converting it into a medium-term plan. 
National workshops had also been held for the health staff, for risk groups such as 
prostitutes (workshops held in hotels), for homosexuals and for peer groups such as 
parliamentarians, religious leaders and youth leaders. 

Turning to section 1 (Epidemiology) of document WPR/RC40/3, he expressed 
concern at the failure of seven countries or areas to submit a report. He urged them to 
do so even if there were no cases to report, so that the position in the Region could be 
known. He fully endorsed the future activities listed in section 10 of the document. It 
must be recognized as a reality of life that the number of cases worldwide would increase 
sharply in the next two or three years and that would also apply to the Western Pacific 
Region, even though 95% of the reported cases occurred in only three countries. 

His Government was committed to attacking AIDS with all the resources at its 
disposal, together with additional resources from the Regional Office and Global 
Programme on AIDS. Effective programme management required attention since no 
full-time AIDS manager had yet been appointed and no national AIDS committee had 
yet been established. Pending such establishment, the role of the national AIDS 
committee was being performed by a national health development committee. 

Steps were being taken for the full integration of AIDS activities into other health 
care projects, including those for sexually transmitted diseases and hepatitis B, in order 
to avoid duplication. 

No one could afford to be complacent about AIDS until ways had been found of 
eradicating it, and he therefore appealed to all concerned to avoid such complacency. It 
had been pointed out that health education and public information would be the main 
and essential tool for prevention and control of AIDS in the absence of an effective 
vaccine, but he stressed that those measures would still be needed even if and when a 
vaccine or drug was found. 
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Pengiran Dato Yassin MOMIN (Brunei Darussalam) congratulated the Chairman 
on his election and noted that in his opening address Dr Bengzon had expressed 
eloquently why representatives were attending the Regional Committee and, more 
importantly, what they should do after the session had ended. His delegation wished to 
thank the Government of the Philippines for hosting the session. He commended the 
Regional Director on his excellent report on the work of WHO in the Region, and 
assured the Committee that Brunei Darussalam would continue to support the 
promotion of health in the Region. 

Brunei Darussalam shared the worldwide concern at the ever-increasing number of 
AIDS cases, particularly in the Western Pacific Region, and would continue to support 
the WHO Global Programme on AIDS. Since 1986, Brunei Darussalam had conducted 
serological surveys covering some 20 000 individuals from a total population of 240 000. 
Two individuals, both haemophiliacs, had been identified as HIV carriers. In addition, 
the first case of full-blown AIDS had been detected in April 1989. It was believed that 
the person concerned had become infected while studying abroad. He was now being 
counselled and, as in Tonga, it had been decided that he should stay with his family, with 
hospital support being provided. 

AIDS prevention and control activities had focused on an intensive public health 
education campaign, screening of blood and blood products, serosurveillance in high-risk 
groups, the designation of AIDS as a notifiable disease since March 1987, and the 
training of health personnel in clinical and laboratory diagnosis and management of 
AIDS cases. Brunei Darussalam was also preparing to participate in World AIDS Day 
later in the year. 

In February 1989, a national plan for AIDS prevention and control had been 
formulated by the Ministry of Health in consultation with representatives of other 
ministries and a WHO consultant team. The draft plan was currently being evaluated. It 
was based on WHO global and regional guidelines but also took account of the current 
situation in Brunei Darussalam, including social and religious customs, the small 
population and the available personnel. The plan called for the coordination of AIDS 
activities to gather epidemiological information on AIDS and other sexually transmitted 
diseases, provide adequate laboratory services, ensure a safe blood supply, and develop 
effective health education strategies. 

Professor RAJPHO (Lao People's Democratic Republic) said that his country had 
set up a national AIDS committee one year earlier and had developed a short-term 
programme initially concerned with the strengthening of laboratory activities, and health 
promotion activities throughout the capital Vientiane. With the support of WHO, a 
workshop had been conducted on AIDS control activities to provide training for a 
number of health personnel. The second stage of the programme would start shortly, 
with training activities being developed in a number of target provinces, again with WHO 
support. 

To date, no seropositive cases had been detected in the country. 

Dr KWA (Singapore) said that Singapore placed great emphasis on the AIDS 
programme because its population of 2.5 million was exposed to a high risk of infection 
owing to the 4.5 million visitors to the country each year. Many Singaporeans also 
travelled frequently. Since the first case in 1985, 39 HIV-positive cases had been 
detected, 14 with full-blown clinical AIDS, two with AIDS-related complex and 23 
asymptomatic carriers. The majority were homosexuals or bisexuals, and one was a case 
induced following transfusion overseas. No cases had been detected among prostitutes 
or drug addicts. 
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The control strategy used a multipronged approach, including the designation of 
AIDS and HIV infection cases as notifiable under the Infectious Diseases Act; 100% 
routine screening of blood and tissue donors; guidelines for medical and paramedical 
staff; management of inpatient and outpatient cases; counselling; and health education 
programmes. 

There were two main committees, an AIDS task-force of medical professionals to 
advise the Ministry on medical and scientific matters, and a national advisory committee 
with representatives from other ministries, the media, travel-related organizations, and 
individuals with experience and expertise to provide community feedback and advice on 
AIDS education programmes. 

The main areas of concern were: to identify, counsel and give medical care and 
support to infected persons; to advise the popUlation - especially those engaged in high
risk sexual activities; to prevent those infected from spreading the disease; and to 
safeguard blood supplies. Some 300 000 tests had been undertaken on blood donors, 
prostitutes, homosexuals, bisexuals, and drug addicts. Among blood donors, some 0.01 % 
were found to be seropositive and it was suspected that some persons might be using the 
blood transfusion services as a means of being tested. There was concern that those in 
high-risk groups who did not admit that they belonged to such groups might donate blood 
which was infected but did not show positive at the time of testing, which might be a 
source of future infection. Singapore was studying the question of what legislative action 
might be taken against high-risk persons who knowingly made false declarations at donor 
screening. 

The Ministry of Health was conducting an AIDS knowledge, attitudes, behaviour 
and practices survey with funding from WHO. It was hoped to use the results of the 
survey in evaluating AIDS health education programmes and to use the survey as a 
model for others in the Region. 

Singapore was looking at ways of amending legislation to control the spread of 
HIV infection and to impose heavier penalties on those already infected who knowingly 
spread their infection. The Regional Office might consider compiling a list of all AIDS
related legislation within the Region for the information of Member States. 

Mr FOSI (Samoa) said that his country was very fortunate in that, to date, no cases 
of AIDS had been detected. Samoa had established a national AIDS committee and a 
technical advisory committee coordinated by the Ministry of Health, both of which were 
active in the development of a national prevention and control programme. He was most 
grateful for WHO assistance given in that area. 

National AIDS activities included AIDS training for health personnel, a number of 
AIDS workshops and training at all levels for staff in the Ministry of Health. Training 
would be extended to other sectors of Government and the community. 

Mr CAO (China) said that the threat of AIDS was a major public health concern 
for all countries. Only three cases had so far been detected in China, all of which were 
imported cases, and the prevalence of HIV :nfection was low. China was paying great 
attention to the problem and, under the leadership of the Government, much had been 
done at all levels, with the emphasis on integrated measures to control sexually 
transmitted diseases. Action had been taken to educate the people, to strengthen 
legislation, to ban prostitution, to intensify AIDS surveillance and to enhance research 
and training. In August 1989 a meeting had been held with health directors from the 
provinces, municipalities and autonomous regions, together with AIDS experts, with the 
aim of formulating national policies and short- and medium-term AIDS prevention and 
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control programmes. In addition, meetings on the economic and administrative aspects 
of sexually transmitted disease and AIDS control had been ~eld. The support of WI?O 
and UNDP in organizing those meetings was greatly apprecIated. An AIDS foundatIon 
had been set up consisting of a number of prominent personalities and leaders. 

His delegation endorsed the WHO AIDS prevent.ion and control programm~s a~d 
would continue to collaborate with WHO and countrIes to strengthen cooperatIon In 

controlling the disease. 

Dr MANLEY (United States of America) commended the Regional Office for its 
rapid response to the increasing problem of AIDS and for the progress made in the past 
year in strengthening regional AIDS programmes. The establishment of a sound reg!onal 
strategy within the framework of the global strategy and the development of a regIonal 
network aimed at facilitating the transfer of technology and making the best use of 
available resources would contribute significantly to the prevention and control of HIV 
infection. 

She emphasized the need to take account of the association of HIV infection with 
other sexually transmitted diseases. It was an aspect that would have to be addressed, as 
sexual transmission was likely to be the principal route of spread of HIV infection in the 
countries of the Region. She endorsed the remarks of previous speakers and urged that, 
if it did not already exist, a strong link should be developed between the regional 
programmes for AIDS and sexually transmitted diseases. She looked forward to 
continuing to work with the Regional Office in the area of AIDS prevention and control. 

Dr UMENAI (Director, Disease Prevention and Control), replying to a question 
raised by the representative of Papua New Guinea, said that the so-called quick tests, 
such as the latex agglutination test and the immunoblot test were available and could be 
conducted in two to five minutes. The sensitivity and specificity were comparable to 
those of other existing tests but, at the present time their cost was higher. 

The Regional Office was currently preparing a medium-term plan for Papua New 
Guinea which would include the use of the quick test. 

Mr STRICKlAND (Cook Islands) said that the fact that no case of AIDS had 
been recorded so far in Cook Islands did not mean that nothing was being done in the 
area of AIDS prevention and control. A team of three people sponsored by WHO was 
following up the short-term programme which would expire at the end of 1989. Further, 
an AIDS workshop, again sponsored by WHO, would be conducted during October. The 
AIDS prevention and education programme was being implemented by the public health 
division. His Government greatly appreciated the support given by WHO in terms of 
both funding and human resources. 

2.2 Global Programme on AIDS: Membership of the Mana!i:ement Committee: 
Item 8.2 of the Agenda (Document WPR/ RC40/3 Add.1) 

The REGIONAL DIRECTOR said that the Global Programme on AIDS 
Management Committee acted as an advisory body to the Director-General of WHO, 
making recommendations on matters related to the policy. strategy. finance. 
management, monitoring and evaluation of the WHO Global Programme on AIDS. It 
represented the interests and responsibilities of WHO's external partners in the Global 
Programme on AIDS. The establishment of the Committee had been recommended by 
the participating parties during their fifth meeting. The Director-General had been 
requested to appoint two members to the Committee for each of WHO's six regions, on 

-->-
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advice received from the Regional Directors. The expiration of the initial terms of office 
for the Member States was staggered, half serving one year and the other half two. 
Tonga had been appointed to serve for one year and China for two. The Committee had 
held its first meeting in November 1988. At that time, it had been decided to appoint 
representatives for a term of office of three years. At its meeting in April 1989 the 
Committee had established the current system, in which four of the twelve regional 
members were replaced each year. Accordingly, the term of Tonga had been extended as 
an interim measure to December 1989 and that of China to December 1990. 

To maintain a three-year cycle, a Member State needed to be selected by the 
Regional Committee to serve for an interim period of two years (1990-1991) to replace 
Tonga. Thereafter, all replacements recommended by the Regional Committee would 
serve for a term of three years. 

The Philippines, Papua New Guinea and the Republic of Korea had indicated their 
interest in membership of the Management Committee. The Philippines had indicated 
its interest first, almost two years earlier, and had also been active in dealing with AIDS. 
The Committee might therefore wish to consider appointing the Philippines to replace 
Tonga . 

In the absence of comments and objections, the CHAIRMAN proposed that the 
Rapporteurs prepare an appropriate draft resolution for consideration on the following 
day. 

3. PROGRAMME BUDGET: Item 9 of the Agenda 

3.1 Budget performance, 1988-1989 (interim report): 
Item 9.1 of the Agenda (Document WPR/RC40/4) 

The REGIONAL DIRECTOR drew attention to document WPR/RC40/4. A 
statement showing the interim financial implementation of the regular programme 
budget as at 31 May 1989 for the biennium 1988-1989 by major programme and 
programme was attached as Table 1. The report had been prepared, as suggested at the 
thirty-ninth session of the Regional Committee, to show the trend in implementation by 
programme. The information contained in the document was still presented under the 
programme classification of the Seventh General Programme of Work. 

The 1988-1989 regular programme budget estimates of US$55 742 000 referred to 
in column number 1 of the table were those that had been reviewed by the Regional 
Committee at its thirty-seventh session in 1986. Subsequently, a net amount of 
US$5 532 800 had been deducted from that allocation, mainly because of financial 
constraints but also to accommodate currency exchange adjustments resulting from the 
strengthening of the United States dollar against the Philippine peso. Therefore, the 
revised regular budget working allocation for 1988-1989 was US$50 209 200. 

The information provided in Table 1 showed that the monetary rate of 
implementation of the programme budget as at 31 May 1989 was US$39 820 722. That 
was equivalent to 79%, which was in accordance with past trends. If activities in the 
process of implementation were added, the implementation rate would be 98%. 
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Based on updated figures as at 31 August 1989, the rate of implementation was 
currently 89% or US$44 708 200 implemented out of the total operating budget of 
US$50 209 200. The remaining balance of US$5 501 000 was expected to be fully 
implemented by the year's end. 

A detailed report on the financial performance for the 1988-1989 period would be 
presented at the next session of the Regional Committee for its consideration. The 
interim report was therefore for information purposes but he would be pleased to answer 
any questions. 

Mrs HOWDERSHELL (United States of America) expressed appreciation of the 
presentation of the interim report on budget performance for 1988-1989 and satisfaction 
that the budget would be fully implemented by the year's end. She noted, however, that, 
according to Annex 1, support services were being implemented above their budgeted 
rates while a number of important health programmes were not being fully implemented. 
For example, by the end of the biennium only 32% of the budget for sexually transmitted 
diseases (a programme of particular importance, in view of the link with AIDS) would be 
implemented, and only 70% of the immunization programme and 69% of the diarrhoeal 
diseases programme. She expressed the hope that support services were not being 
increased at the expense of important health programmes. 

The REGIONAL DIRECTOR explained that support services covered not only 
the administrative costs but also administrative support to the whole Region and services 
to the technical units. The problem had always been that the actual annual cost increases 
arising from price increases had greatly exceeded the budgeted cost and, especially, the 
budgeted cost increase allowance allotted by Headquarters. For example, the maximum 
cost increase allowed by Headquarters for the Regional Office and intercountry 
programmes for the biennium 1988-1989 was only 13.5%; but inflation in the Philippines 
had actually been 10% in 1988 and 11 % so far in 1989 - already a total of 21 %. In 
addition, an average increase of 23% had been given to locally recruited general service 
staff at the Regional office as from September 1988, and the situation had become more 
critical during the period of implementation as a result of further reduction due to the 
Philippine Peso/US Dollar rate of exchange. 

Support services included general services and operating costs of the Region -
known as "common services", a component which had always been underbudgeted during 
the formulation of the proposed programme budget. For example, in 1986-1987 the 
actual cost of common services had come up to US$1.55 million under the regular 
budget. The budget provision for 1988-1989 had been limited to US$1.l million, but the 
actual requirement had been more than US$2 million. However, efforts had been made 
not only to limit the budgetary provisions for support costs but also to apply economy 
measures (e.g. regarding electricity and travel costs). 

Annex 1 of the report indicated that the implementation rate of the sexually 
transmitted diseases programme would be only 32%. That was largely due to the fact 
that one Member State had decided that the proposed programme in the country was no 
longer required - with a resulting saving of LS$6 000 (representing almost a third of the 
total provision of US$18 600); despite the percentage figure, the actual sum involved was 
thus in fact very small. In addition, implementation had been delayed in another country. 

Regarding the immunization programme, since the preparation of the report, a 
review had been concluded of the immunization programme in China and as a result a 
poliomyelitis eradication programme would be implemented. The programme budget 
would therefore be fully implemented, and additional funds might even be required. 
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The low implementation rate of the diarrhoeal diseases programme was due to the 
fact that there was a vacant post for medical officer. If that were not included in 
calculating t~e ov~rall impleJ?entation rate, the percentage of implementation would be 
90%. Certam savmgs would m fact accrue until the post was filled. 

Dr TAPA (Tonga) asked, firstly, whether the figures given in column 1 of the 
Annex were those approved by the Regional Committee for transmission to the Director
General for inclusion in the Organization's budget; and, secondly, which governing 
bodies had approved the reductions listed in column 2. 

The REGIONAL DIRECTOR explained that the sum of US$55 742 000 
represented the regular programme budget estimates presented to the thirty-seventh 
session of the Regional Committee. During the approval of the budget at the Fortieth 
World Health Assembly a reduction had been made, resulting from the United Nations 
General Assembly's decision regarding the level of pensionable remuneration for 
professional staff: US$2.9 million, globally, and US$320 000 for the Western Pacific 
Region, shown under (c) on page 2 of the report. There had been a reduction in the 
effective working budget at the Forty-first World Health Assembly, amounting to US$25 
million globally (US$2 185000 for the Region, indicated under (b)). There had also been 
an implementation reduction by the Director-General in view of an expected shortfall in 
the collection of contributions of Member States (US$25 million, globally, US$2 185 000 
for the Region), as shown in (d). Currency adjustments between the US dollar and the 
Philippine peso had necessitated the return of the sum of US$842 800 from the Region 
to Headquarters. 

Dr TAPA (Tonga) expressed thanks to the major contributors to the 
Organization's budget, urged all Member States to pay their contributions promptly in 
order to avoid cuts in programmes, and congratulated the Regional Director and his staff 
on maintaining a high implementation rate. 

Mr SUPA (Solomon Islands) said that in his country the implementation rate for 
the 1988-1989 health budget had been very satisfactory: 92% overall for all programmes 
at the end of May, and 95% implementation and commitment at the end of June. His 
country had also been very fortunate regarding requests for extrabudgetary funds 
through WHO. 

Mrs SMAIL (New Zealand) expressed appreciation for the report before the 
Committee and the explanation given regarding the questions raised by the 
representative of the United States of America. 

She noted that both in the Regional Director's biennial report and during the 
present Committee session stress had been laid on the critical importance of health 
personnel. She was aware that the shifting of fellowships to the various relevant 
programmes partly accounted for a reduction in that programme, but was nevertheless 
concerned to note that the implementation rate was only 89% despite the fact that a 
considerable reduction had already been made in that programme when the total budget 
had been reduced. She would welcome further information regarding the projected use 
of the Regional Director's Development Programme (for which a 46% implementation 
rate was indicated). 

The REGIONAL DIRECTOR said that the development programme was a form 
of contingency fund to be used for unexpected needs, for natural and man-made 
disasters, for seed money and priority programmes. He therefore used it very carefully, 
and preferred to use savings whenever possible. The implem~n~ation ~ate h!ld be~n 46% 
on 31 May, but had risen to 74% on 31 August. Certam pnonty projects m Chma had 
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been identified by the Joint Coordinating Committee ea.rlr in. July, involving a further 
US$100 000. If that sum were in fact used the total remammg m the fund would be only 
approximately US$100 000. He preferred to retain that sum for future use, and hoped 
that the Committee would approve that approach. 

About 30% of the total regular budget was normally allocated to health manpower 
development, 20% of that being used for the fellowships programme. Some US$2 
million had been transferred from the health manpower development programme to the 
various programmes when countries had identified the specific areas for which the 
fellowships were required. 

Member States were required by Health Assembly resolutions to do broad 
programming for initial programme budgeting followed by detailed programming a year 
later. In the past it had been noted that many countries submitted detailed programming 
when they were asked for the broad programming, so that was used during the broad 
programming exercise. Consideration was therefore being given to discontinuing the two 
stages of programming. In addition, he suggested that paperwork might be reduced by 
concluding one comprehensive exchange of letters following completion of the detailed 
programming. Where reprogramming was necessary, it would of course be possible to 
have a further exchange. 

Mrs SMAIL (New Zealand) supported the policy for the use of the Regional 
Director's development programme, and re-emphasized the importance of maintaining 
the planned implementation of the health manpower development programme. 

Mr FOSI (Samoa) thanked the Regional Director for his clear report. He asked 
whether similar statements could be issued every six months to Member States, together 
with a printout of individual statements. He reiterated the thanks expressed by Dr Tapa 
to the largest contributors to the budget, and expressed satisfaction with the Regional 
Office's control and monitoring of the budget. 

The REGIONAL DIRECTOR, replying to the question from the representative of 
Samoa, said that a monitoring system had been developed for use in connection with 
implementation of the programme budget. Previously updated on a two-monthly basis it 
would soon be available monthly. A computer link-up had improved communication 
between the Regional Office and the offices of WHO Representatives and Country 
Liaison Officers. In the future it was hoped to have an on-line monitoring system. 
Country offices would then be able to provide governments with the current status of 
their various programmes and projects. The Regional Director hoped that such a system 
would meet the Member States' need for information more appropriately than the 
presentation of an interim report every six months. 

The inclusion of an agenda item covering the current financial period had been 
proposed by a representative at the Regional Committee in 1988. The interim report 
was presented under document WPR/RC40/4. However, if the practice were to be 
continued every year, in 1990 the agenda would include: a review of budget performance 
in 1988-1989; the proposed programme budget for 1992-1993; and budget performance 
1990-1991 (interim report) which would cover only a few months. Because of the 
deadlines for despatching documentation, such an interim report could only provide 
figures as at 31 May, after only five months of the biennium. He suggested that the 
Regional Committee consider that an interim report could be presented in alternate 
years only in order to review implementation rates such as those presented in 1989, 
covering 17 months of implementation instead of only five. 

-
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Mr CAO (China) commended the Regional Office on the high implementation 
rate of its programme budget. He noted that on 1 June 1989, there had been 62 vacant 
posts in the Region and he expressed appreciation for the hard work of the Regional 
Office staff in those circumstances. 

Dr TAPA (Tonga) fully supported Dr Han's suggestion that an interim report on 
budget performance be submitted in alternate years. During those years when the 
Region's forthcoming programme budget proposals were considered, the Regional 
Committee needed all the time at its disposal for that. 

Dr ADAMS (Australia) joined Dr Tapa in supporting Dr Han's suggestion to have 
an interim budget performance report in alternate years. He was also in favour of any 
efforts to increase efficiency and streamline operations in the office. 

The CHAIRMAN summarized the discussion, saying that there were two 
proposals: one concerned the proposal to present an interim report on budget 
performance and the other concerned the reduction of paperwork. 

Mr MANATA (Solomon Islands) said that in view of the practical considerations 
outlined by Dr Han, his Government found the suggestions acceptable. 

Mrs SMAIL (New Zealand) supported the two suggestions which she found 
eminently sensible and practical. 

Dr TAPA (Tonga) fully supported the Regional Director's proposal to reduce and 
streamline the paperwork. 

Dr TALWAT (Papua New Guinea) likewise supported both proposals. However, 
he pointed out one issue regarding the change from preparing the programme budget 
proposals in one stage rather than two different reports with regard to re-programming 
requests. Member States needed to bear in mind the fact that the system would only 
work if the initial request fitted into programmes already in existence in the country. 
Otherwise, countries would continue to revise all programme requests. 

The CHAIRMAN commented on the relevance of Dr Talwat's remark, saying that 
such a system would put the onus on the Member States to prepare their proposals more 
thoroughly. 

Dr ABDULLAH (Malaysia) supported any suggestions that would reduce the 
bureaucracy and improve communications with WHO. He was in favour of Dr Han's 
proposals. 

Dr TAITAI (Kiribati) associated himself with the supportive comments made by 
the previous speakers, noting the delay in project implementation which Kiribati 
experienced due to paperwork and bureaucratic procedures. 

Pengiran Dato Yassin MOMIN (Brunei) supported both proposals. 

Mrs HOWDERSHELL (United States of America) supported Dr Han's proposal 
to streamline and make the Organization more efficient. 
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Mr CHILIA (Vanuatu) strongly supported the proposals made by the Regional 
Director. 

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

The meetin~ rose at 12.15 p.m. ... 
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ANNEX 1 

ADDRESS BY THE INCOMING CHAIRMAN 

Thank you for honouring my country and myself. In electing me Chairman of this 
fortieth session of the Regional Committee, you grant me the privilege of joining a long 
line of distinguished leaders from the Western Pacific countries who have served in this 
same capacity in the past. With your cooperation and support, I hope I can be worthy of 
this honour. May we have a productive and pleasant session ahead of us. 

Let me share with you my perceptions of what we can accomplish as a Regional 
Committee so that we can situate our tasks this week within the greater effort of 
advancing the health of our nations. The Regional Committee session is an invaluable 
and unique opportunity for building official consensus on health policy matters. The 
nature of our sessions is such that to the value of an official forum with a legal and formal 
standing in world affairs, we can add the advantage of an occasion for real dialogue and 
honest-to-goodness exchange of thinking and experience. The World Health Assembly 
meetings in Geneva certainly provide a highly visible official forum for decision-making 
but the size and the circumstances attendant on those sessions make them a less than 
satisfying occasion for frank, thoughtful, and productive dialogue. On the other hand, the 
many global and regional workshops, expert committee and advisory council meetings 
and the like provide highly effective mechanisms for technical and policy discussions and 
consultations. But official commitments made by Member States do not usually get 
finalized in these events. 

Our Regional Committee session, however, is an organic instrument of the World 
Health Organization. As such it has the capacity to declare our official agreements or 
support for policies through resolutions. But it also has the capacity to consider in detail 
the ramifications and consequences of our official positions in a forum that encourages 
friendly, free, face-to-face and forthright discussions. Member State representation 
and, more importantly, participation in the meetings of the Regional Committee are 
instruments for policy deVelopment in health. For the words we speak in these sessions 
which are recorded in the minutes draw life from the deeds we do in our respective 
countries, from the meaning of our successes and the lessons of our failures. 

With great anticipation, I look forward to our deliberations and your interventions 
on matters on our agenda, and beyond informing one another, let us discuss, convince, 
challenge and yes, excite one another on our way to deciding and resolving. 

Which brings me to my final point: we often refer to the transactions made in 
these sessions as evidence of support for one another. Thus we pass resolutions in 
furtherance of this or that issue. Those are good but, in my opinion, they are not enough. 
We need to concretize that support in more creative and assertive ways. Last year, 
coincident with our thirty-ninth session, President Corazon Aquino signed into law the 
Generics Act of 1988. We in the Philippines are grateful to the Member States of this 
region for the resolution supporting our National Drug Policy and the Generics Act. But 
what a difference it would have made if during the course of implementing that policy we 
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Annex 1 

in the Philippines could have drawn on the visible and active participation of the 
Regional Office and some Member States. Let us not underestimate how valuable an 
asset that support is for many of our struggles, particularly when the obstacles go beyond 
geographic boundaries. The challenge posed by the acute respiratory infection 
programme belongs to this category. 

It is my contention that for our regional sessions to become even more meaningful, 
we must think beyond them. Of the policies we discuss and affirm here, each one of us 
can become powerful advocates and effective executors in our own countries and, when 
the occasion arises, for our neighbours. 

Our solidarity must exist not only during these annual occasions. It needs to live in 
our taking the opportunity to extend some true measure of concrete assistance to one 
another, whether this be providing resources or simply standing up to be counted. 

I offer these thoughts for reflection, reminding ourselves that this, the fortieth 
session, will be remembered not by what we say here but by what we do hereafter. 




