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摘要

本次衛生署參與第六十屆世界衛生組織年會者成員計有侯署長勝茂、王炯烺專委、吳秀英副局長、施文儀副局長、張武修處長等13人，大會花了約三個小時討論台灣申請入會案是否可排入議程，表決結果是148比17，拒絕將台灣申請入會案排入議程，我廿五個邦交國當中，除教廷不是會員，其餘廿四國，哥斯大黎加投票反對（後向我澄清說是投錯票），巴拿馬、尼加拉瓜、馬紹爾群島及剛建交的聖露西亞缺席，海地棄權，多明尼加因為欠繳會費等原因無權投票，其餘十七國投下支持票。5/16至5/18之技術性議題部份討論重點為1.流感病毒株分享2.銷毁天花病毒 3.利什曼原蟲控制 4.小兒麻痺根除計畫 5.國際衛生條例的落實 6.2008~2013 WHO之策略計畫 7.瘧疾防治 8.結核病防治 9.降低喝酒所引起之傷害 10.非傳染性疾病防治—全球策略之執行。本次參訪心得除對國際會議之議事規則及禮貌有深刻之印象外，外交部、衛生署及新聞局合作分工精神值得肯定及學習，另外對於參與WHA會議之態度應引起國際人士之尊敬為原則。對於參加本次會議之建議，則為應鼓勵同仁多參與WHO所主辦之會議，主動與國際友人建立互動關係，並重新思考對未支持我國加入WHO之邦交國之策略，並選擇幾種重要的慢性非傳染性疾病做為防治工作推動之重點，且需開始重視喝酒所引起的傷害議題。
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壹、目的

參加本次會議之目的：

一、為我國加入世界衛生組織成為會員國而努力

二、了解第六十屆世界衛生大會會議運作模式
三、了解世界衛生組織所推動之公共衛生之政策與工作計畫，以為我國各種防治計畫之參考。
貳、過程

一、與會人員

此次台灣參與WHO宣導團官方成員總計32人，其中外交部17人，國安會1人、僑委會1人，衛生署13人，外交部重要成員包括政務次長楊子葆、國組司林永樂司長、WHO專案小組方仲強召集人；國安會是由裘兆琳副秘書長參與，僑委會是由張富美委員長參與，衛生署之成員包括：侯署長勝茂及其夫人、王炯烺專委、國民健康局吳秀英副局長、疾病管制局施文儀副局長、陳昶勳組長、楊世仰組長、衛生署駐美代表阮娟娟副處長、駐非代表盧道揚醫師、駐歐代表柯昭穎醫師、國合處張武修處長、洪健榮技正、曾潔如。

立法葉宜津委員，民間團體有台灣醫界聯盟及約175位台僑、林義傑選手及SARS病患及家屬。
2、 與會行程

與會之行程如下：
	日期
	內容

	五月十一日(五)
	晚上23:15搭乘華航班機起程，至法蘭克福機場轉機

	五月十二日(六)
	10:35抵達日內瓦、參與本署駐外人員及宣達團之工作會議

	五月十四日(日)
	參與台灣醫界聯盟活動、參與署長與各友邦國家之晚宴

	五月十五日(一)至五月十八日(五)
	參與WHA會議

	五月十九日(六)
	6:35搭機返程

	五月二十日(日)
	6:25抵達台北


三、會議摘要
(一)、5/12(星期六)
   上午10:35一出機場署長就接受TV衛星連線專訪，中午由沈大使邀請署長及張處長及本署駐外代表之餐敘，而本署其他人員則回旅館等待下午之開會。下午15:30署長親自與國合處及本署駐外代表人員召開工作協調會。會中駐外代表希望能獲得更多國內目前業務推動情形資訊，否則他們在國外面對國外政府部門，往往無法進一步對業務有所說明。另外駐歐代表柯昭穎醫師也表示，本國同仁對於去國外單位參訪都希望一次行程能安排很多單位，其實這在實務上是有困難的，因此希望大家去參訪時如果安排不是很順，最好也能參加，由參訪這個單位再去接觸其他單位應該也是管道之一。

下午17:00-18:00署長及楊次長召開記者會，計有國內五家媒體參加，署長對媒體表示，今年參與WHO之三大原則，一是請友邦幫忙、二是對於當觀察員沒有放棄、三是有意義之參與更是需要。而揚次長也表示：今年和往年不一樣，也是第一次新的開始，以前是以友邦的名義幫忙申請，今年是第一次以台灣的名義申請；另外過去國內一般民眾對此事之關心的程度都不算高，但今年獲83%以上台灣民眾的支持。今年參與之重點是influenza, TB, FCTC, food safety及IHR (International Health Regulation)

晚上18:30-20:00署長召開本署宣導團之工作會議，施金水組長詳細和我們說明星期一參加WHA會議申請進入會場之流程。
(二)、5/13(星期日)

下午14:39-14:00醫界聯盟舉行歡迎會，歡迎所有的僑胞參與此次活動，署長亦親臨會場致詞，此次來參加之僑胞代表約計150位，相對於去年是比較少，會中長跑健將林義雄，立委葉宜津、吳運東大使、前署長涂醒哲、新樓醫院院長代領約20多位同仁皆參與此次會議，會後大家沿著馬路遊行至湖邊，由於是星期日故並沒有外國記者參與，遊行至約下午4:00結束。
此次醫界聯盟在國內進行問卷調查，結果顯示：83%的台灣民眾支持政府以申請加入成為WHO會員國為最優先之政策，80%的民眾相信中共阻饒台灣的加入，會破壞二岸關係，82%的民眾擔心新的傳染病會由中國傳播到台灣、79%民眾認為台灣應以台灣的名義加入WHO、86%的民眾認為在SARS期間WHO並沒有快速及有效的方法來協助台灣，這對台灣是不公平的，因此台灣應爭取國際友人支持加入WHO。
晚上18:30是署長和外交部共同宴請邦交國，計有索羅門、吐瓦魯、諾魯、馬紹爾、帛琉、吉里巴斯等國家之衛生部長參與，這次我和吉里巴斯之衛生部長及其夫人交談非常愉快，我還特別教他夫人如何使用數位相機，他的相機還是前次訪問台灣時所收到的禮物。晚宴上外交部駐日內瓦大使，特別上台交待各部長明天要支持我們加入成為WHO會員之提案。

(三)、宣導團對加入WHO成為會員國所做之努力

此次宣導團同仁於抵達日內瓦後，即不斷透過各種管道與機制與相關國家代表進行遊說，積極為我爭取WHO會員案尋求支持，包括5月13日與南太平洋所有友邦與代表進行閉門會議，並於5月13日晚間與各友邦衛生代表直接面對面溝通，務祈各代表於本屆衛生大會上全力動員並為我爭取WHO案之法理依據能充分表達。署長甚至於運用所有一切可能的管道與機會，與重要的國家代表密切聯繫與會商，包括與我無邦交但在國際上深具影響力，如：美、日、歐盟與非洲主要國家，務祈其不公開反對我案之態度，甚至能支持我案。

SARS的病友團及林義傑對國際的發聲，也受到國際的媒體重視。此外，國際報導也紛紛表示SARS的經驗是一個教訓，同時侯署長也接受日本NHK電視台，以及其他國際媒體採訪。

(四)、5/14(星期一)

今天是WHA會議正式開始，由於擔心無法進入UN會場參與WHA會議(WHA會議是在United Nations的大樓舉行)，故上午7:00我們即到WHO會場門口申請證件，由於我們幾乎是第一個到會場之團體，故很順利的所有衛生署及外交部的同仁，都獲得進入WHA會議之旁聽席證。在寒風細雨中排隊，有一位台灣人但是為美國籍的王小姐，特別端茶出來給我們喝，非常的感動。

10:00準時進入UN會場，大會選出澳洲的代表為主席。下午2:00正式進入討論，這次對於是否同意台灣成為WHO會員國之提案進行討論，由友邦巴拉圭、甘比亞提案，抗議秘書處沒有依照流程處理台灣申請入會案。但中國、古巴重提「一個中國」政策；十五分鐘的辯論後，總務委員會主席、澳洲衛生部常任文官長裁決，以討論「毫無共識」為由不列入議程。

這次是台灣第11次向世界衛生組織叩關，表決結果是148比17，多數會員國仍拒絕將台灣申請入會案排入議程，大陸衛生部長高強在會議上很不客氣表示，台灣在2005年已經與WHO簽署備忘錄，該備忘錄是說在一個中國的原則之下，可以同意台灣參與WHO活動，即是為台灣參與WHO會議和活動，設立相當嚴苛的條件。這次之投票結果，美國、日本和歐盟（共二十七票）竟然全部投下反對票，我廿五個邦交國當中，除教廷不是會員，其餘廿四國，哥斯大黎加投票反對（後向我澄清說是投錯票），巴拿馬、尼加拉瓜、馬紹爾群島及剛建交的聖露西亞缺席，海地棄權，多明尼加因為欠繳會費等原因無權投票，其餘十七國投下支持票。投票結束後，大國發表「解釋性聲明」，美重申支持台灣申請WHA觀察員，歐盟則支持台灣有意義的參與WHO。
12:30-14:00 參與IFPMA(International Federation of Pharmaceutical Manufactures and Associations)所主辦之 Influenza Vaccine Supply International Task Force之會議，此會議之重點是因為WHO出版流感大流行時要增加人類流感疫苗之行動計畫，為了達到此目的WHO建議要增加seasonal vaccine 之使用、提高production capacity、未來要加強more potent and effective vaccine之研發，因此公部門和民間藥廠之合作更為重要。雖然在過去WHO曾建議應該研議是否在大流行時將生產動物用的疫苗之設備轉變成生產人類疫苗，但經研議認為這種建議仍不宜，因為生產動物疫苗轉變成生產人用疫苗，產量有限且在大流行時，這樣會反而造成動物疫苗之產量不夠，疫苗之純化也是一個問題。
(五)、5/15(星期二)
本日上午是由WHO之新任幹事長陳馮富珍女士的大會致詞，這主要是因為昨日針對台灣加入WHO乙事進行冗長的投票，因此幹事長的致詞被迫延至今日。其致詞內容，均未直接或間接提及台灣相關問題，而多是著重於當選本屆幹事長的政見，如強化世界衛生組織的行政效率能與組織重新改造、非洲地區與婦女衛生健康等相關問題。

中午及下午進行技術及健康事務的討論，主要是針對流感進行討論(Avian and pandemic influenza)，而下午所進行第一天的A委員會會議中，仍以各會員國間有關禽流感病毒株的分享為主要討論焦點。而在進行討論的過程中，昨日投票時因腹痛上洗手間而缺席的我國友邦馬紹爾群島共和國，在會議中竟然是積極為我國進言，此外吉里巴斯、聖克里斯多福等友邦也針對禽流感等傳染病相關議題，提醒世界衛生組織應該設法將全球所有地區均納入防疫體系，以達到防疫無漏洞的完整策略。

(六)、對中國衛生部長發言之回應

中國之衛生部長高強於大會中對我國非常不友善之發言，其表示（2007）年6月15日正式生效的國際衛生條例（International Health Regulation 2005，IHR 2005）適用於包括香港、澳門與台灣在內的中國全境，當我們聽到此說詞，深感氣忿，因此署長特別針對中國政府有關國際衛生條例適用性的聲明，提出五項嚴正聲明，並將此聲明送交世界衛生組織秘書處，其五項聲明如下：
一、中國對於台灣包括海域及領空等在內之國土並無管轄權，其聲明所言乃片面之詞，與事實並不符合。
二、我國早已在去（2006）年5月13日，由我國疾病管制局向世界衛生組織宣布自願提前實施國際衛生條例，此舉當時亦受美、日、歐盟等國之正面肯定，可見台灣並非受中國指揮。
三、侯署長於本年5月2日再度正式致函世界衛生組織陳馮富珍幹事長，再次重申我國已提前全面實施該條例，並指定台灣疾病管制局為台灣之國家窗口（National Focal Point，NFP）。
四、中國衛生部從未針對該條例與我國衛生署有任何之接洽或聯繫，且侯署長早在本年5月4日針對兩岸衛生專業議題進行會談乙事，即已致函高強先生，但迄今仍未獲得任何善意之回應。
五、本署詢問世界衛生組織主管官員有關上述中國聲明乙事，渠等表示迄今尚未接獲來自中國的任何正式文件或資料。WHO未接獲任何
(七)、5/16(星期三)至5/18(星期五)之技術性議題之摘要
這幾日議程除大會有廣泛性的討論外，在技術性的議題上仍是以天花、曼什利原蟲、小兒麻俾、瘧疾之防治為討論之重點。在廣泛性的議題討論上，各國政府代表都可以上台發表五分鐘，但幾乎每一位代表上台都會把握此難得發言之機會，報告該國之衛生狀況，所以報告超過時間之情形非常嚴重，發言者首先都會報告該國衛生狀況之重要指標，例：死亡率、平均餘命等，而貧窮國家之報告內容，幾乎就是請求WHO之支持，對經濟狀況較好的國家則是表示願意配合WHO的政策進行各項衛生保健政策。
1、流感病毒株分享的議題

延續自昨日下午有關此議題的討論。基本上，發生禽流感人類感染的高風險區多在開發中國家，分享病毒株後，先進國家製造出有效的疫苗，再轉而商業化售予開發中國家，確實令開發中國家憂慮。然而如果發生人類禽流感的國家，未能及時提供病毒株，則早期偵測其變異性、發展有效檢驗技術進而轉移技術協助發生疫情國家、監測病毒抗藥性等控制手段，皆無法展開。當然也有多數國家都提及除了藥物，包括疫苗的防制措施外，更重要的非藥物控制手段；除了儲備疫苗及抗病毒藥物外，更重要的是要儲存知識及技術。針對開發中國家，更需保障疫情發生時，能獲得所需的疫苗及藥物，共維全球安全。

2、 銷毁天花病毒議題

目前所知全球僅美國及俄羅斯仍保有天花病毒，因此各國發言大都贊成應該銷毁。惟美俄均發言表示，目前針對天花的研究，係針對疫苗、藥物及檢驗技術的研發，係為對抗生物恐怖攻擊，所有研究也都在嚴格管控下執行。原則此案將被採納，但為避免有心人士的運用，相關訊息將會有所保留。

3、 利什曼原蟲控制問題

利什曼原蟲病已成為全球傳染病重要議題，各國皆表示贊同世衛組織推動利什曼原蟲病的控制計畫。

4、 小兒麻痺根除計畫

目前全球僅剩四國仍有小兒麻痺野生株病毒的流行，其他各國在高疫苗涵蓋率下，雖然已無病例，但仍有可能由目前流行國家再引進病例，因此國際衛生條例的重要性亦在討論中被提及，此外，擴大並落實疫苗涵蓋率，為根除的唯一手段。

5、 國際衛生條例的落實

本日下午1：00~2：30主辦國際衛生安全--國際衛生條例之執行介紹。本會議是要喚醒各國對IHR2005的重視，且把它當作一個法律工具來協助各國對於國際衛生條例推動之背景及重要性說明，並援引食品衛生安全及化學性廢棄物傾倒造成衛生及健康危害之例子，強調國際衛生條例規範之必要性。新的國際衛生條例係疫情防治之典範，由過去邊境管制之重點轉而成為將危害控制在原點，由疾病清單到將所有的公共衛生威脅涵括在內，由現有的控制手段提升至即時整合的反應。

國際衛生條例就如同燈塔一樣，其含括的層面包括了國際旅遊及運輸、國際監測及反應、全球警戒及反應、專一控制計畫。而國際衛生條例之落實需要努力的事項有三，其一增強國家能力，其二必需能預防並對於國際公共衛生緊急事件（如禽流感、食品中毒及國際旅客之突發事件等）適當地反應，其三是有關法律的議題及監測評估其執行情形。目前雖然美國、印度及土耳其對條例內容尚有保留，但現已有161個會員國已指定國家聯絡窗口，其中49個國家已有完整的資訊。未來國際衛生條例的執行當遵照一致性(consistency)、及時性(timeliness)、卓越性(technical excellence)、透明公開(transparency and accountability)四大原則來推動，以達成偵測、辨認、評估、通報、及協助的目的。

國際衛生條例2005已預定於今年六月十五日正式生效及實施，世衛組織也將於六月十五日後辦理演習，以測試各國的應變能力。

6、 2008~2013 WHO之策略計畫

目前衛生體系面臨重大挑戰，包括社會公正、責任分工、落實度及知識方面的各項落差。因此WHO在2006年的工作會議，特別訂定未來六年的策略計畫，其核心內容包括主導重要衛生議題，並在需聯合行動時參與伙伴關係；促進研發，傳播及應用相關知識；制定相關規範準則並監督其實施；合乎道德及以證據為基礎的政策；提供技術支持，促使改進及發展機構的持續能力；監測衛生情況並評估衛生趨勢。

各會員國在討論上述議題時幾乎皆有共識，僅有四個國家發言，其重點在於強調各國核心能力的建立，清楚闡釋及散佈相關知能，有效計畫並確實執行，當然不可或缺的是持續監督落實的情形，同時世衛組織應能全力支援相關經費，並適當的分配資源。透過此策略計畫的制訂，面對危機時，各國應能建立更佳的對話機制。

7、 瘧疾防治

瘧疾與愛滋病、肺結核並列三大傳染病，對於非洲、東南亞及南美洲各國而言，瘧疾在罹病率及死亡率方面均佔重要角色。各國的發言，均支持此一防治計畫，綜觀各國目前執行情形，在病媒防治部分皆已採用整合性的病媒控制策略，包括幼蟲防治，ITN的使用，環境的控制及室內使用殺蟲劑殘效噴灑；在治療部分，青蒿素合併療法已為普遍採用。但各國普遍有技術不足、人力資源及資金不足的情形，同時在藥物部分，也有發現偽藥的存在，檢驗的能量更是各國迫缺所需。因此對於世衛組織，各瘧疾流行國希望能有檢驗、技術及經費的支援，同時加強對於藥物的製造及通路的管控，以有效防治疫情的發生。

泰國代表並表示，其在邊境九省，已建立抗藥性的監測機制。會中非洲國家提出希望訂四月二十五日為世界瘧疾日，以喚醒大眾對於瘧疾防治的重視，並據以動員資源，投入瘧疾防治工作，惟美洲國家皆希望訂於十一月六日，中國因四月二十五日已是兒童預防接種日，且其流行季多於五月至十月之間，故對於世界瘧疾日的訂定尚未能有共識。友邦聖多美普林西比於發言時，並提及我國對於其防治之協助表達感謝之意。

8、 結核病防治

全球結核病十年(2006~2015)減半目標能否達成，其關鍵在於非洲。因為面臨HIV/AIDS及MDR/XDR的挑戰，疫情相當嚴峻，非洲各國代表全力支持世衛所提計畫，但希望能有更多資源的投入，我國友邦甘比亞代表感謝我國援助該國對抗TB/AIDS計畫。

要達成世衛目標，主要在於全球各國政府、研究機構、公私醫療機構、非政府組織應加強合作及資源之整合，尤其是肺結核及愛滋病防治計畫的整合。對於肺結核持續加強主動及被動疫情(包括外來移民)監測，及早發現病人，醫師通報後經由合格實驗室，迅速協助診斷，納入高質量都治個案管理(DOTS)，提高治療成功率，減少抗藥菌株(MDR)出現，並對MDR病人施以專案治療(DOTS-PLUS)，減少社區傳染來源，但加強研究投資，發展新的檢驗方法、藥物及疫苗，為未來中長期計畫發展重點。

9、 降低喝酒所引起之傷害議題

在討論喝酒的議題，大會準備二份的提案，一是編號3號由芬蘭等41國家所提的Global action on the harmful use of alcohol，一是編號10號由紐西蘭及瑞典所提修正原來編號 3之提案內容，提案內容也稱為Global action on the harmful use of alcohol。結果會上就對到底要討論3號之提案或10號之提案，有所爭辯，當然發言者是代表國家，所以語氣都是很平和，但可以感覺出來他們的不滿，尤其是草擬編號3號的41國家代表，發言時就直接問主席您是在討論編號3或10，主席這時也被弄亂，本來說討論編號10，但因為被抗議不夠透明，私下將提案內容修正為編號10，所以主席又改口說討論編號3。


而有關編號3或編號10之內容，差異並不大，編號10和編號3之差異主要為：

1、編號10提案認為喝酒所引起之問題不是只有非傳染性疾病，還包括因為喝酒之危害所造成之傳染病之漫延(例：愛滋病)及神經精神方面之disorder (包括alcohol dependence)，而編號3只寫到非傳染病之問題。

2、編號3沒寫到的酒精之消費及生產在不同的國家有很大之差異，和非法進口及製造等皆有關，編號10特別提到此。

3、編號10認為現階段還不到要寫全球計畫(global plan)之時候，應該只是寫全球策略草案( a draft global strategy on harmful use of alcohol based on evidence and best practice)之時候。而編號3是強調global plan。

4. 編號3是寫要求幹事長 to ensure a significant strengthening of prevention and control of noncommunicable diseases as an overarching priority in the work of WHO，而編號10是寫要求幹事長 to address the public-health problems caused by harmful use of alcohol in the context of the priority given to prevention and control of noncommunicable diseases.

5. 編號10提及特別是可以和製酒業者合作，以降低酒精之危害，但編號3並沒有強調此。例：泰國就明確表明不和業者合作，故其贊成編號3。


由上述之分析，編號3和10之差異似乎不大，但由此也可以看出WHO會員國對文字之斟酌及謹慎。

10、 非傳染性疾病防治—全球策略之執行

非傳染性疾病防治—全球策略之執行，這個議題比較不具爭議性，發言之國家至少超過40個，討論到下午5:30才結束，這也使得原本要討論之口腔保健又被延後到明天。

全球慢性非傳染病所造成問題日趨增加，2005年其造成3500萬人的死亡，全球60%死亡率和此有關，80%是發生在中低收入國家，70歲以下者計1600萬人，而80%因心臟病及中風所造成之早死、80%之第二型糖尿病及40%之癌症是可以預防的。WHO調查各會員國之計畫，由2000-2001年至2005-2006年顯示有全國性的非傳染性疾病防治計畫之國家由42%增加到70%，在國家衛生部內有慢性非傳染性疾病防治組或部門的比率也由60%增加到84%，但是很可惜的是在經費的部份仍然是非常少。

WHO之2008-2013年對非傳染性疾病防治的中期計畫，主要是強調心血管疾病、癌症、慢性呼吸道疾病、糖尿病，全球死因的一半是由上述這些疾病所造成的。一般在慢性病防治部份，我們都會想要包括很多疾病，其實在台灣我們可以研議是否將心血管疾病、癌症、慢性呼吸道疾病、糖尿病列為工作重點。另外2001年WHO以STEPwise Approach to Chronic Disease Risk Factor Surveillance做為其監測(surveillance)之標準方法，另外online tool之WHO Global InfoBase也是進行調查之方法，這是免費提供給所有會員國使用，以上二種工具，我們應該去研議是否可以在國內使用。

參、心得

1、 學習國際會議之議事規則及禮貌
這次參與WHA才真正了解到國際會議開會議事規則及禮貌，雖然每一位發言者都只有五分鐘，時間非常的短，但幾乎所有發言者，發言的第一句話都是：「尊貴的主席先生(女士)：首先恭喜您當選主席(或委員會之主席)，也謝謝秘書單位準備這麼完善的資料，讓我們可以對議題有全面性之了解，謝謝主席給我發言之機會….感謝WHO對我國家之幫忙及其他友邦國家對我們的幫忙…」，接下來才會開始講重點，有的會要求WHO繼續給予其經費支援。剛開始我都會覺得開場這麼多稱讚很浪費時間，但或許這就是國際禮儀。十個發言的國家約有六到七個會有這樣之開場白，對於大國例：美國、加拿大、澳洲等就不會有這樣之開場白。另若想發言，並不是大家搶著舉手，而是將您桌上的排子豎立起來，工作人員就會登錄發言之次序。
另外，由於爭取到發言機會後，往往都會超過時間，雖然主席一直提醒請勿超過時間，甚至立一個比交通號幟紅綠燈稍為小一點之號幟燈於發言台上，黃燈亮是提醒剩一分鐘，紅燈表示時間到，但仍無法改善超時之問題，其實大會或許可以像立法院，以關掉麥克風方式及不列入會議紀錄的強硬手段來處理，但不知這是否是一種不太合國際禮貌之方式，故大會對時間之控制實需要改進。
2、 外交部、衛生署及新聞局合作分工，值得學習

參與WHO會議，外交部及新聞局都有派很多人員參與，角色各不相同，但是合作無間，發揮團隊力量，這種跨部會之合作模式很難在國內看到。外交部甚至調派非常多外館人員，每一個人都以責任制負責盯友邦國家之發言內容，新聞局對媒體之安排亦是盡心盡力，當然最辛苦的是署長，一下飛機就必需面對媒體發言，一有狀況就需召開記者會，本署國合處同仁亦是提早到日內瓦安排行程，晚上十一點日內瓦辦事處之燈火都是通明，這種合作精神值得學習。
3、 參與WHA會議之態度應引起國際人士之尊敬

這次醫界聯盟及新樓醫院等多個國內外民間組織皆參與盛會，事前並舉行集會及遊行，以喚起國際人士之重視，雖然可能是因為遊行日子正好是星期假日，也可能是因為今年的抗議行為不若以前激烈，所以國際媒體參與並不多，但此並不見得是壞事，因為當我也和NGO一起遊行時，日內瓦居民人對我們這種比較平和之遊行，並未顯示出反感且會主動拿我們的宣傳品。惟在WHA為台灣成為會員國投票當天，由於WHO是加派警力嚴防我國干擾會議議事，當時坐在我旁邊的一位美國女士，她很不安的問我說：「好緊張、氣忿很詭異，您們等下會不會鬧事」，我告訴她：「您放心我們是很理性的一群，我們只是表達我們的意見，不會有事的」，當我講完這句話時，我開始思考，我們參與WHA會議之態度應該是引起國際人士之尊敬，而非引起其害怕，否則會有反效果。
肆、建議

針對參與本次世界衛生大會之經驗，建議未來可強化方向如下：

1、 應鼓勵同仁多參與WHO所主辦之會議，主動與國際友人建立互動關係。
參與WHA會議才深刻體會到我國之孤立，不能進入大會會場，每天都必需去WHO換證然後再到UN之會場，因為掛的排子不同，所以進入UN會場要搜身，很多會議是連旁聽都不能參與，真的有點像孤兒，以前參與其他國際會議，您只要講您是台灣來大家都會認為您是來自一個很先進國家；但在這講到我是台灣來的，對方的臉色似乎就會變一下，好像和您講話都會擔心中共在監督有點不安穩，這是我國外交之困境，我們都可以體會及了解，但是對於未來，只要是WHO所主辦之會議且經過WHO主動邀請之會議，不論如何我國都應派人參加，且應該在那種會議上主動與外國友人交談，多結交一些友人，如此才不會讓國際友人認為我們在WHO的會議上是缺席的。
2、 重新思考對未支持我國加入WHO之邦交國之策略

這次在廿五個邦交國當中，哥斯大黎加投票反對（後向我澄清說是投錯票），巴拿馬、尼加拉瓜、馬紹爾群島(以腹痛上洗手間未投票)及剛建交的聖露西亞缺席，海地棄權，只有十七國投下支持票。雖然馬紹爾群島共和國，在A委員會議中是積極為我國進言，但是總是遺憾其未能於大會上支持我國成為會員國。另外非邦交國，例：越南及蒙古，平日我國亦投入非常多心力援助該國，但是卻沒有得到平等之對待。雖然對於是否要改變對於未支持我國加入WHO之邦交國之策略是國家的大政策，並不是我們這種不是很懂外交的人可以評論的，但是由這次投票結果，是應該要重新審慎思考對於未支持我國加入WHO之邦交國之策略，應否有所調整。
3、 建議選擇幾種重要的慢性非傳染性疾病做為防治工作推動之重點

慢性非傳染性疾病種類非常多每一種都很重要，這次WHO就由各種不同的疾病中選擇心血管疾病、癌症、慢性呼吸道疾病、糖尿病為防治重點，這些病適合我國嗎？顯然心血管疾病、癌症、糖尿病已為我國防治之重點，慢性呼吸道疾病是否要列入？其他腎臟病是否要列入？是值得我們審慎研議。

四、我國應開始重視喝酒所引起之傷害議題

在台灣目前事故傷害的防治是重要的工作重點，但是我們比較強調道路交通安全、跌倒及溺水，對於喝酒所引起之事故傷害防治，雖然我們都知道其很重要，但似乎都集中於酒醉駕車之取締，WHA此次已將降低喝酒所引起之傷害列為議題之一，雖然會上共識不高，但是我國應該參考國際趨勢，研議喝酒所引起之公共衛生問題。
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Madam President, honourable ministers, distinguished delegates, ladies and gentlemen,

When I took office at the start of this year, I described these times as optimistic for public health. Four months and many experiences later, I still hold this view.

Less than a decade ago, public health was struggling to gain visibility in national and international development agendas. Health was fighting to be heard when priorities were fixed and budgets were decided.

Today, health enjoys support from many partnerships, foundations, and implementing agencies. The number of innovative funding mechanisms continues to grow, as does the size of resources they command.

Health is now seen as a key area of engagement for foreign policy. Health has become an attractive focus for corporate social responsibility.

There will always be unmet needs, but health has never before received such attention or enjoyed such wealth.

I am fully optimistic, but these four months in office have deepened my understanding of the challenges.

Madam President, This past November, I spoke about six issues that provide a simple way of looking at the complex task before us. I have discussed this framework with my senior colleagues, and they are in full agreement. We have mapped these items against the objectives set out in the Medium-term Strategic Plan. They fit together well.

This is now our six-item agenda.

The first two items address fundamental health needs: for health development and health security.

The second two items are strategic: strengthening health systems and using evidence to define strategies and measure results.

The remaining two items are operational: managing partnerships to get the best results in countries, and improving the performance of the World Health Organization.

Health development is familiar territory for WHO. It is our most extensive area of engagement.

The very first Health Assembly, in 1948, agreed on six priorities for international action. Three were for diseases: sexually transmitted diseases, malaria, and tuberculosis. The remaining three were maternal and child health, environmental sanitation, and nutrition.

If you replace sexually transmitted diseases with HIV/AIDS, these are now the health-related Millennium Development Goals.

It is no surprise that WHO has strong and experienced programmes for addressing each of these Goals.

In making this comparison, I do not mean to suggest that the situation has remained the same over these decades. The changes have been dramatic.

The disease burden has changed. We have made progress against many diseases. But society has never experienced a disease as deadly and destructive as HIV/AIDS.

The distribution of the disease burden has changed.

Today, the overwhelming burden of disease is borne by the African people. We must not allow Africa to become the continent left behind by development.

In addition, we must not neglect the special challenges faced by small island states, countries in transition, and middle-income countries with a high disease burden.

The landscape in which health programmes operate has become far more complex than it was just a decade ago.

The landscape is crowded. More international actors are working in health than in any other sector. In many cases, efforts overlap, results are fragmented, and activities do not align with country priorities and capacities.

Chronic diseases, long considered the companions of affluent societies, now impose their greatest burden in low- and middle-income countries.

The globalization of the labour market has contributed to the mass exodus of health workers from the countries that invested in their training.

The distinction between the health problems of rich and poor countries is no longer absolute.

Many wealthy countries have growing urban slums that drain health resources and strain the social welfare system. More developing countries now have pockets of wealth that attract the lion’s share of spending on health.

In many places, rapid urbanization outpaces the ability of governments to provide essential services.

We see this in teeming urban shantytowns that have no safe water, sanitation, electricity, roads, and often no law enforcement. These are ideal conditions for diseases of filth to flourish. They are also ideal for epidemics of violence and the misery of mental illness.

We see the results of rapid modernization on the roads. Of the 1.2 million deaths caused each year by road crashes, 90% now occur in low- and middle-income countries.

These countries are already shackled by the double burden of infectious and chronic diseases. They do not need a third burden of high morbidity and mortality from crashes, accidents, injuries, and violence.

Madam President,

The problems are great, but so is the determination to tackle them.

Part of this determination arises from evidence that health can drive socioeconomic progress. This is recognized in the Millennium Development Goals, which give health a central role in poverty-reduction strategies.

Health development includes the chronic diseases and the neglected tropical diseases. Both groups of diseases are strongly associated with poverty. They deepen poverty and hold back economic progress.

For the treatment of chronic diseases, we now have packages of interventions that are effective and affordable in every part of the world.

The Framework Convention on Tobacco Control is supported by more than 140 countries, making it one of the most widely embraced treaties in the history of the United Nations. This is really primary prevention at its best.

To reduce tobacco use, we are now moving from advocacy to a scaling up of interventions.

I am therefore grateful for the financial support, from the Bloomberg Foundation, for a new stop smoking initiative announced last year. This contribution has greatly increased the resources devoted to fighting tobacco use in the developing world, where most smokers live.

As you heard yesterday, this is the first Health Assembly held in a smoke-free environment. May this be an example for the rest of the United Nations system.

Last month, the first meeting of global partners for the neglected tropical diseases was held. This was a turning point. Prospects for reducing the burden of debilitating diseases for at least one billion people have never looked brighter.

The eradication of a disease is the ultimate contribution to sustainable health development. We have two such initiatives under way: for polio and for guinea worm disease.

Two weeks ago, I visited Afghanistan and Pakistan, two of the four remaining countries where indigenous transmission of wild poliovirus has not yet been interrupted. I spoke with the President of Afghanistan and the Prime Minister of Pakistan, and received their full commitment.

Following an urgent consultation with stakeholders in February, we developed a new case for completing polio eradication. Finishing the job is our best buy. We must do it. We are leaving a perpetual gift to generations of children to come. Guinea worm disease has seen a dramatic decrease. Cases have declined from 3.5 million in 1985 to only 25 000 today. Like polio, we must finish the job.

Madam President,

Health security has two dimensions in this agenda: one at the individual and community level, and a second at the international level. Health security at the individual and community level will be addressed in next year’s World Health Report. It will concentrate on the role of primary health care in providing access to the essential prerequisites for health.

International health security is addressed in this year’s World Health Report, which is now in press.

At the international level, several acute risks and dangers can threaten health security, sometimes globally.

Some acute shocks to health arise from the way nations and their populations interact. The emergence and spread of new diseases is one example. Another example is exposure to toxic substances, whether following illicit dumping or after an accident.

Other shocks to health take on international dimensions because of the need for humanitarian assistance. These threats to health security arise from conflicts and natural disasters.

We have solid evidence that climate change, which contributes to natural disasters and heat waves, is yet another threat.

All of these events are de-stabilizing, disruptive and costly. All have effects that are felt internationally, either directly or indirectly. All reveal our shared vulnerability, and call for collective action.

On 15 June of this year, the revised International Health Regulations will come into force. Pro-active risk management is the strategy behind these Regulations. They aim to stop an event at source, before it has a chance to become an international threat.

This is our best insurance policy.

WHO has strong and well-tested mechanisms for responding to outbreaks. In the last few years, we have had teams on site less than 24 hours after an alert. This is a tribute to the agility of WHO and our partners.

Here I would like to honour the memory of Dr JW Lee, my predecessor and mentor, for his foresight in establishing the Strategic Health Operations Centre. Many of you have visited it. It is now named in his memory.

Madam President,

We must increase the number of laboratories that support the Global Outbreak Alert and Response Network. We need this expertise much more broadly distributed throughout the world. In an outbreak, every hour counts. This will help us move faster.

Many activities undertaken to prepare for an influenza pandemic are improving our collective defence against other outbreaks. These improvements are a permanent strength, whether this H5N1 virus causes the next pandemic or not.

An influenza pandemic is a global event. I am personally engaged in several efforts to ensure access to vaccines in all countries.

The first agreements to transfer technology to vaccine manufacturers in developing countries have been signed. We have initiated work on establishing a stockpile of H5N1 vaccine. Advance procurement mechanisms for pandemic vaccine are under development.

I am in dialogue with development partners and with executives from all the leading influenza vaccine companies. I am greatly encouraged by their commitment.

The health of people in areas of conflict presents a different challenge. Our activities include emergency preparedness, the provision of essential services, the prevention of outbreaks, and rehabilitation.

I want to pay tribute to all those working in these exceptionally difficult situations. Your commitment is inspiring. Your sacrifice is real.

Only ten days ago, Dr David Dofara was killed in the Kenya Airways crash in Cameroon. He was returning to his demanding job as head of the WHO sub-office in South Darfur. He was deeply committed and will be greatly missed. I am sure you would want to join me in offering our condolences to his family and his colleagues.

Madam President,

The strengthening of health systems is the first of two strategic items.

We face a fundamental dilemma. Multiple initiatives have formed to deliver specific health outcomes. The ability to deliver these outcomes depends on a functioning health system. Yet the strengthening of health systems is not always a core purpose of these initiatives.

As a result, we have parallel delivery systems reaching targeted populations at a time when we need comprehensive systems reaching all in need.

One of the biggest challenges facing health development is to scale up population coverage with existing interventions. If we want health development to work as a poverty reduction strategy, we must have health systems that reach the poor.

Numbers of maternal deaths will not fall until more pregnant women have access to skilled birth attendants and emergency obstetric care.

To make a further reduction in childhood diseases and deaths, emergency care must reach more neonates and children suffering from acute respiratory infections.

Inadequate numbers of staff and weak infrastructures have been identified as the single greatest obstacle to universal coverage, whether for HIV/AIDS, tuberculosis, malaria, or reproductive health.

I do not need to remind you: these are precisely the conditions targeted by health-related development goals.

I am using every opportunity to speak with partners about the need to make the strengthening of health systems an explicit component in disease strategies and funding grants.

For all of these reasons, we are placing renewed emphasis on primary health care as an approach to strengthening health systems.

Decades of experience have taught us that integrated service delivery is the best route to universal access. It is the best way to reach under-served populations with essential and sustainable care.

We are not starting from scratch.

And I am not reopening the debate about horizontal versus vertical programmes. We need both, but they need to work better together.

For example, the river blindness control programme began as a vertical programme, but eventually developed the community-directed approach for drug distribution.

We also have to look at the reality of systems and services that already exist. We cannot ignore the role that traditional medicine plays in large parts of the world. It can be an important resource for health. Next year marks the 60th anniversary of WHO and the 30th anniversary of the Declaration of Alma-Ata.

As I mentioned, primary health care will be the topic for next year’s World Health Report and also the theme for World Health Day.

Many countries have extensive experience with primary health care. As a contribution to the anniversary events, several countries will be holding international and regional conferences to share these experiences

I am encouraged by this enthusiasm.

A commitment to equity is central to the value system of primary health care. People should not be denied access to life-saving and health-promoting interventions for any reason. Yet today, more than one third of the world’s population has no access to essential interventions.

In addition, we badly need new drugs, diagnostics, and vaccines, especially for diseases of the poor.

The challenge is to get the right balance: the right balance between the immediate need for equitable access to quality, affordable medicines, and the long-term need to stimulate innovation.

This is the challenge being tackled by the Intergovernmental Working Group on Public Health, Innovation and Intellectual Property, which will hold its second meeting in November.

Madam President,

Evidence is the second strategic item.

Reliable health data and statistics are the foundation of health policies, strategies, and evaluation and monitoring. The confidence of donors, nationally and internationally, depends on our ability to show measurable results.

Evidence is also the foundation for sound health information for the general public. Public advice on health-promoting behaviours is an intervention in its own right. It makes a huge contribution to prevention.

Setting norms and standards is a traditional WHO function, and we have performed well. I am referring, for example, to standards for the quality of drinking-water, the safety of food, and the quality of medicines and vaccines.

I regard the generation and use of health information as the most urgent need.

In many cases, basic health information is simply not available. This is not surprising. In areas where health systems are weak or virtually non-existent, basic data will not be collected.

Many countries do not have the ability to generate vital statistics. In other cases, abundant data are generated, but never feed into the decision-making process.

To improve this situation, innovative approaches to the standardized collection and use of health statistics have been developed, and implementation has begun. Direct technical and financial support to countries is being provided by the Health Metrics Network, which is hosted by WHO.

I want WHO to help countries make maximum use of advances in information technology.

We need to explore innovative ways to make the revolution in information technology work for health, but we also need to coordinate existing activities. For example, the use of uniform information technologies and computing platforms would simplify work within health districts.

Madam President,

Coordination also applies to the remaining two items, which are operational.

Performance within countries improves when the multiple activities of partners are harmonized with national priorities, and led by governments. WHO can encourage a more coordinated approach using the strategic power of evidence.

One of my jobs is to convince our partners to align their activities with country priorities and capacities, but also with WHO recommended strategies and best technical practices.

In the interest of better coordination, WHO is participating fully in the eight “one UN” pilot projects.

In my four months in office, I have held discussions across the full spectrum of our partnerships. These include sister UN agencies, bilateral agencies, development banks, non-governmental organizations, civil society, and academia.

We are looking for engagement and synergies but above all for greater coordination and cohesion.

A similar search for alignment will take place this July, when I meet the heads of the main health-related international agencies.

I am also speaking with executives in multiple industries except for one – the tobacco industry. We are not on speaking terms, and never will be.

The final item concerns the performance of WHO at all levels.

Madam President,

It is my responsibility, as the chief technical and administrative officer, to manage this Organization efficiently.

We have checks and balances in place to ensure transparent and accountable management. In some cases, these are not working as well as they should. I am taking corrective action.

We have embarked on a process of contract reform. This reform will make conditions of service for staff more equitable. It will streamline some of the administrative procedures, and improve human resource planning.

The introduction of the global management system next year will further streamline administrative work.

You have before you the proposed programme budget for 2008 and 2009 and the draft medium-term strategic plan. Both demonstrate a results-based approach. Many of you have told me that WHO leads the UN system in this area, and I thank you.

In the interest of efficiency and consistency, WHO headquarters, its regional offices and country offices must work in a cohesive and coordinated way. In the past four months, the regional directors and I have met together on three occasions to discuss organizational strategy and policy.

I have visited four regional offices and six country offices. I have talked with staff. I am pleased to say: we are working well together.

Madam President, As I have said, what gets measured gets done. The most important measure of our performance is the impact on health outcomes.

I have identified the health of two populations as indicators of our overall performance: the people of Africa and women.

Last month, Africa’s health ministers, under the leadership of the African Union, approved the continent’s first overarching health strategy. It is comprehensive, and it is far-sighted, covering the years 2007 to 2015

You heard about this strategy yesterday from the outgoing President. Let me highlight some key points.

First, the strategy acknowledges that Africa will not experience economic growth until the burden from infectious diseases is reduced.

Second, the main focus of the strategy is on the urgent need to strengthen health systems. The ability to deliver essential interventions to those in need is regarded as the greatest challenge facing health care in Africa.

The strategy further emphasizes the need to revitalize the primary health care approach, and calls for a minimum package of core interventions that can be made available to all.

There is strong agreement between this strategy and the six-item agenda for WHO. I want these honourable African ministers to know: you have my full support.

Madam President, The challenges are different for women. Women need special attention in health agendas for three main reasons.

First, their role as care-givers makes them an important resource.

Second, they are susceptible to special health problems and a heightened risk of mortality.

Third, and most important, women are agents of change. They can lift households and communities out of poverty.

But women will not realize their potential, also as agents of change, unless they are given opportunities. And most especially: opportunities to improve their economic status.

For women, economic capital is social capital. It earns respect.

When these opportunities are provided, health-promoting behaviour follows.

When women earn an income, the extra money goes to school fees, better nutrition, routine health care, and other investments that promote better health.

The most successful and sustainable projects use an entry point that matters most to women.

In Pakistan, earlier this month, I had a chance to see and hear, firsthand, how piped water has revolutionized the lives of impoverished rural women. With the burden of collecting and carrying water gone, health-promoting behaviours have followed.

WHO needs to do much more for women, to protect their health, and to realize their enormous potential.

As a first step, we are looking at evidence of the impact of microfinancing schemes on women’s health. The results I have seen show an impressive and rapid impact on health outcomes. There are also some unexpected results, such as a decline in domestic violence.

I am glad to see that the forthcoming G8 summit will be looking at microfinancing, especially for women, as a poverty alleviation strategy for Africa.

Second, I have called for an inventory of initiatives that affect the health of girls and women throughout the life course. We are looking for gaps in care, and ways to find operational synergies. We need a cross-cutting approach that stretches from water supply to basic surgical skills.

Third, I am asking all programmes to collect and report data disaggregated by sex. This is another way to pinpoint problems and detect unmet needs.

The new gender strategy will enable us to mainstream gender awareness throughout the work of the Organization.

Finally, I look forward to the findings and the recommendations of the Commission on Social Determinants of Health, which will be made available next year. This report will give us a better idea of what needs to be done to promote equal access to health services for all people, irrespective of gender or social and economic backgrounds.

Madam President,

This, then, is my view of the landscape in which public health operates today. It is a landscape of enormous complexity, but with enormous opportunities.

It is one of shared threats, collective responsibility, mutual support, and global solidarity.

The progress we have made in global health in recent decades has not come about by accident.

It has come about because our predecessors dared to dream, and dared to question the status quo. They not only had a vision for a better and brighter future. They worked enthusiastically towards it.

I would like to recognize Dr Mahler in the audience as one of my predecessors.

We, too, have an opportunity. The forces of globalization have drawn the world together as never before.

We have the tools, the commitment, and the determination to create a healthy legacy for the whole world.

Let this be our goal as we work together – with enthusiasm and optimism.

Thank you.
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