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Principles of Medical Ethics

Japan Medical Association

The mission of medical science and health care is to 
cure diseases, to maintain and promote the health of 

the people; and based on an awareness of the importance 
of this mission, the physician should serve 

society with a basic love for humanity.

1. The physician should strive to achieve a lifelong dedication 
to continuing education, to keep abreast of medical 

knowledge and technology, and to support its 
progress and development.

2. The physician should be aware of the dignity and 
responsibility of his/her occupation and strive 

to enhance his/her cultural refinement, 
education, and integrity.

3. The physician should respect the individuality of 
his/her patients, treat them with compassion, 

provide full explanations of all medical treatment, 
and endeavor to earn the trust of the patient.

4. The physician should maintain respect for his/her fellow 
physician, cooperate with medical care personnel and 

serve the cause of medical care to the best 
of his/her abilities.

5. The physician should respect the spirit of public 
service that characterizes health care, contribute 
to the development of society while abiding by 

legal standards and establishing legal order.

6. The physician will not engage in medical activities
for profit-making motives.
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The 29th CMAAO General Assembly and  
50th Council Meeting

Manila, the Philippines
September 24-26, 2014

The present issue of the JMAJ features the 29th Confederation of Medical Associations in Asia and 
Oceania (CMAAO) General Assembly and 50th Council Meeting held on September 24-26, 2014, in 
Manila, the Philippines, hosted by the Philippine Medical Association.

Of the 18 National Medical Associations (NMAs) of the CMAAO, 13 medical associations 
 (Bangladesh, Hong Kong, India, Indonesia, Japan, Korea, Malaysia, Myanmar, Nepal, Philippines, 
 Singapore, Taiwan, Thailand) took part in the meetings. The total number of participants in the General 
Assembly was about 70. Dr. Margaret Mungherera, President of the World Medical Association (WMA) 
and Dr. Robert Wah, President of the American Medical Association were invited as international 
guests.

At the 12th Taro Takemi Memorial Oration, Dr. Jaime C. Montoya, Professor V, Department  
of Medicine, University of the Philippines College of Medicine; Executive Director of the Philippine 
Council for Health Research and Development, gave a speech titled “Building a Regional Health 
 Research and Innovation Network in ASEAN.” In a symposium which followed the Takemi Oration, 
each NMA delivered a presentation under the theme of “Health Database in an Information Society.” 
All of the participating NMAs gave their annual Country Report which followed the symposium.

At this General Assembly, there was no application for a new member to join the CMAAO.

New CMAAO President and Officers
Dr. Jose Asa Sabili (former President of the 
 Philippine Medical Association) was installed as 
the 32nd President of CMAAO and received  
a Presidential medal from his predecessor, Dr. 
Vinay Aggarwal (former President of the Indian 
Medical Association). Dr. Rai Mra (President of 
the Myanmar Medical Association) was elected 

as President-Elect, and Dr. Prasert Sarnvivad 
(Medical Association of Thailand) was elected 
as the 1st Vice President. Dr. Dong Chun Shin 
(Korean Medical Association), Dr. Yeh Woei 
Chong (Singapore Medical Association) and 
Dr. Masami Ishii retained the posts of Chair, 
Vice-Chair of Council and Secretary General, 
respectively.
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President: 

 Jose Asa Sabili (Philippines)

President-Elect:

 Rai Mra (Myanmar)

Immediate Past President:

 Vinay Aggarwal (India)

1st Vice President:

 Prasert Sarnvivad (Thailand)

2nd Vice President:

   —    ( — )

Chair of Council:

 Dong Chun Shin (Korea)

Vice-Chair of Council:

 Yeh Woei Chong (Singapore)

Treasurer:

 Yee Shing Chan (Hong Kong)

Secretary General:

 Masami Ishii (Japan)

Assistant Secretary General:

 Hisashi Tsuruoka (Japan)

Councilors:

 Steve Hambleton (Australia)

 Mahmud Hasan (Bangladesh)

 Saint Saly (Cambodia)

 Yee Shing Chan (Hong Kong)

 Vinay Aggarwal (India)

 Ihsan Oetama (Indonesia)

 Yoshitake Yokokura (Japan)

 Dong Chun Shin (Korea)

 Nai Chi Chan (Macau)

 Krishna Kumar (Malaysia)

 Rai Mra (Myanmar)

 Anjani Kumar Jha (Nepal)

 Mark Peterson (New Zealand)

 Maria Minerva P. Calimag (Philippines)

 Yng Yng Bertha Woon (Singapore)

   —  (Sri Lanka)

 Ching-Chuan Su (Taiwan)

 Prasert Sarnvivad (Thailand)

Advisors:

 Tai Joon Moon (Korea)

 Yung Tung Wu (Taiwan)

 Wonchat Subhachaturas (Thailand)

 Shinichi Murata (Japan)

Officers, Councilors, Secretary General and Advisors of CMAAO (2014-2015/6)

From right: Dr. Wah, Dr. Calimag, Dr. Chan, Dr. Mungherera, Dr. Sabili, Dr. Ishii, 
Dr. Aggarwal, and Dr. Shin
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Program

DAY 1: Wednesday, September 24, 2014

11:00- Registration

11:30-12:30 Committee Meetings (if necessary)

13:30-14:30 Opening Ceremony and Inauguration of the new President of CMAAO

  1. Opening Dr. Dong Chun Shin

  2. Roll Call Dr. Masami Ishii

  3. Welcome Remarks Dr. Minerva P. Calimag

  4. Opening Address Dr. Vinay Aggarwal

  5. Inspirational Messages Dr. Margaret Mungherera

     Dr. Robert Wah

  6. Installation of the 32nd President of CMAAO 2014-2015

  7. Inaugural Address by New President Dr. Jose Asa Sabili

  8. Presidential Award to the Outgoing President Dr. Vinay Aggarwal

  9. Group Photo

  10. Adjournment

14:30-15:00 Coffee Break

15:00-17:30 Council Meeting chaired by Dr. Shin

  1. Roll Call by Dr. Masami Ishii, Secretary General

  2. Opening Remarks

  3. Report of Secretary General

  4. Approval of Minutes of the 28th CMAAO General Assembly and 49th Council Meeting

  5. Report of the Treasurer by Dr. Alvin Chan, Treasurer

  6. Venue and Dates of the 30th CMAAO General Assembly and 51st Council Meeting

  7. Membership Application (if any)

  8. Report of the Committees (if any)

  9. Other Business

  10. Adjournment

19:00 Welcome Reception hosted by the Philippine Medical Association

DAY 2: Thursday, September 25, 2014

09:00-09:45 The 12th Taro Takemi Memorial Oration: Chaired by JMA Officer

 Orator: Dr. Jaime C. Montoya

    Professor V, Department of Medicine, University of the Philippines College of Medicine

    Executive Director of the Philippine Council for Health Research and Development

  1. Introduction of Orator

  2. Memorial Oration titled “Building and Sustaining a Regional Network for Health Research 

and Innovation in South-East Asia”

  3. Presentation of Plaque to the Orator

  4. Adjournment
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09:45 -10:00 Coffee Break

10:00-12:30 Symposium: Health Database in an Information Society

10:00-10:20 Keynote speech 1 by Dr. Margaret Mungerhera, President of WMA

10:20-10:40 Keynote speech 2 by Dr. Robert Wah, President of AMA

10:40-12:30 Presentations from the NMAs

12:30-14:00 Lunch Break

14:00-14:45 Panel Discussion on Health Database

14:45-15:30 Coffee Break

  Develop a draft of the resolution committee on health database in an information society

15:30-17:30 Country Report of the NMAs

19:00 Dinner hosted by the Philippine Medical Association

DAY 3: Friday, September 26, 2014

09:00-12:00 Plenary Session chaired by President

  1. Approval of Minutes of the 28th CMAAO General Assembly held in New Delhi, India

  2. Report of the Council Meeting by Chair

  3. Approval of the Report of the Treasurer

  4. Approval of the Report of the Committees

  5.  Discussion and adoption of the proposed CMAAO resolution on health database

  6. Appointment of the CMAAO Officers for 2014-2015

   6.1 President-elect . . . to be appointed by the host NMA in 2015

   6.2 Two Vice Presidents . . . 1st Vice-President from the host NMA in 2016

     2nd Vice-President, optional

  7. Venue and Dates of the 30th CMAAO General Assembly and 51st Council Meeting 2015

  8. Venue and Dates of the 31st CMAAO General Assembly and 52nd Council Meeting 2016

  9. Membership Applications (if any)

  10. Other Business: Theme of the symposium for the CMAAO General Assembly in 2015

  11. Closing Remarks

  12. Adjournment

12:00-13:00 Lunch Break

14:00-18:00 City Tour hosted by the Philippine Medical Association

19:00 Farewell Dinner hosted by the Philippine Medical Association
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CMAAO
The Confederation of Medical Associations in Asia and Oceania

(Established since 1956)

Official Homepage http://www.cmaao.org/

Current membership: 18 national medical associations
(As of December, 2014)

Australian Medical Association
P.O. Box 6090, ACT 2604 Kingston
Australia
Tel: +61-2-6270-5460
Fax: +61-2-6270-5499
E-mail: president@ama.com.au
 atrimmer@ama.com.au
Website: http://www.ama.com.au

Bangladesh Medical Association
BMA Bhaban, 15/2 Topkhana Road
1000 Dhaka, Bangladesh
Tel: +88-02-9555522
Fax: +88-02-9566060
E-mail: bma.org.bd@gmail.com
Website: http://www.bma.org.bd

Cambodian Medical Association
c/o National Center for Tuberculosis and 
Leprosy Control (CENAT)
St. 278/95, Sangkat Boeung Keng Kang 2  
Phnom Penh, Cambodia
Tel: +855-11816347
Fax: +855-17522360
E-mail: saint.saly@yahoo.com

Hong Kong Medical Association
Duke of Windsor Social Service Building 
5th Floor, 15 Hennessy Road  
Hong Kong, China
Tel: +852-2527-8285
Fax: +852-2865-0943
E-mail: hkma@hkma.org
Website: http://www.hkma.org

Indian Medical Association
Indraprastha Marg
110 002 New Delhi, India
Tel: +91-11-23370009
Fax: +91-11-23379470
E-mail: hsg@ima-india.org
Website: http://www.ima-india.org

Indonesian Medical Association
JI. Samratulangi No.29
10350 Jakarta, Indonesia
Tel: +62-21-3150679/3900277
Fax: +62-21-390-0473
E-mail: dr.ihsanoetama@idionline.org
Website: http://www.idionline.org

Japan Medical Association
2-28-16 Honkomagome, Bunkyo-ku 
Tokyo 113-8621, Japan
Tel: +81-3-3946-2121
Fax: +81-3-3946-6295
E-mail: jmaintl@po.med.or.jp
Website: http://www.med.or.jp/english

Korean Medical Association
46-gil 33 Ichon-ro, Yongsan-gu 
Seoul 140-721, Korea
Tel: +82-2-794-2474
Fax: +82-2-793-9190/795-1345
E-mail: intl@kma.org
Website:

http://www.kma.org/english/1_greetings.php

Macau Medical Association
1/F., D Hoi Van Bldg. 
25 Praia Ponte e Horta, Macau
Tel: +853-66878705
Fax: +853-28937650
E-mail: channaichi@yahoo.com.hk
Website: http://www.maomp.com/

Malaysian Medical Association
4th Floor, MMA House, 124 Jalan Pahang
53000 Kuala Lumpur, Malaysia
Tel: +60-3-4041-1375
Fax: +60-3-4041-8187
E-mail: info@mma.org.my
Website: http://www.mma.org.my

Myanmar Medical Association
No.249, Theinbyu Road
Mingalartaungnyunt Township  
Yangon Region, Myanmar
Tel: +95-01-380899, 388097, 394141
Fax: +95-01-378863
E-mail: mmacorg@gmail.com
Website: http://www.mmacentral.org

Nepal Medical Association
Siddhi Sadan, Post Box 189 
Exhibition Road, Katmandu, Nepal
Tel: +977-1-4225860/4231825
Fax: +977-1-4225300
E-mail: mail@nma.org.np
Website: http://www.nma.org.np

New Zealand Medical Association
P.O. Box 156, Level 13 Greenock House 
39 The Terrace, Wellington 1, New Zealand
Tel: +64-4-472-4741
Fax: +64-4-471-0838
E-mail: nzma@nzma.org.nz
Website: http://www.nzma.org.nz

Philippine Medical Association
2/F Administration Bldg. PMA Compound 
North Avenue, 1105 Quezon City, Philippines
Tel: +63-2-929-63-66
Fax: +63-2-929-69-51
E-mail: philmedas@yahoo.com
Website:

http://www.philippinemedicalassociation.org

Singapore Medical Association
Alumni Medical Centre, Level 2 
2 College Road, 169850, Singapore
Tel: +65-6223-1264
Fax: +65-6224-7827
E-mail: sma@sma.org.sg
Website: http://www.sma.org.sg

Sri Lanka Medical Association
Wijerama House, 6 Wijerama Mawatha
00700 Colombo, Sri Lanka
Tel: +94-112-693-324
Fax: +94-112-698-802
E-mail: office@slma.lk
Website: http://www.slma.lk

Taiwan Medical Association
9F, No.29 Sec.1, An-Ho Road
10688 Taipei, Taiwan
Tel: +886-2-2752-7286
Fax: +886-2-2771-8392
E-mail: intl@tma.tw
Website: http://www.tma.tw/EN_tma/index.asp

The Medical Association of Thailand
4th Floor Royal Golden Jubilee Building
2 Soi Soonvijai, New Petchburi Rd 
Huay Kwang, Bangkapi
Bangkok 10310, Thailand
Tel: 662-314-4333, 662-318-8170
Fax: 662-314-6305
E-mail: math@loxinfo.co.th
Website: http://www.mat.or.th

Secretary General: Dr. Masami Ishii
Secretariat: Japan Medical Association
 2-28-16 Honkomagome, Bunkyo-ku, Tokyo 113-8621, Japan
 Tel: +81-3-3942-6489 Fax: +81-3-3946-6295 E-mail: jmaintl@po.med.or.jp
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Inaugural Address*1

It gives me immense pride to take the leadership of National Medical 
 Associations of the CMAAO. It is a huge and challenging task to take the 
road of fulfilling the dreams of our past leaders to attain the highest possible 
practice of medicine in respective countries by sharing information and 
 expertise.

CMAAO has become an integral part of the WMA. It has produced 
several WMA Presidents and served as venue of its General Assemblies and 
meetings. Though, faced with many challenges, CMAAO, through its 
 Symposiums, has tackled several issues like health care insurance and  reform 
system, infectious and social related diseases, traditional medicine, longevity, 
suicide prevention, child abuse, and health database and information tech
nology. Through the Takemi Memorial Oration, the best speakers and themes from each country were 
presented and highlighted giving importance to topics which is attuned to prevailing situations. The Com
mittee on Resolution, collated all the proposals and presented to the body. At the end of the discussions 
and deliberations during plenary session, resolutions were formulated pertaining to issues vital to existing 
conditions and problems within the region. The resolution serves as a guide for all NMA’s on how to deal 
with the government and the medical practitioners in different countries.

CMAAO has played a tremendous role on the life of every medical practitioners in Asia and Oceania, 
realizing its mission and vision to promote cooperation and support in terms of knowledge, information 
technology, principle, cultural exchange and fellowship, and provide essential materials and moral support 
during calamities and disasters.

During my term, I will continue to promote camaraderie and professional partnership among physicians 
in member countries and to further strengthen linkages and collaboration within the National Medical 
 Associations. There’s a lot to be done and shared upon with regards to several areas of concerns like ethics 
and professionalism, physicians autonomy and patients privacy, emerging onset of new virus that affects the 
region, the different approach in private and public healthcare partnership and the prevalence of different 
communicable and noncommunicable diseases. With our hands joined together, we can achieve our goals 
and purpose.

Allow me to thank our Secretary General, Dr. Masami Ishii and the leadership of the Japan Medical 
 Association for efficiently hosting our Secretariat, Council Chair Prof. Dr. Dong Chun Shin, Treasurer Dr. 
Alvin Chan, my predecessor Dr. Vinay Aggarwal, Advisors Dr. Yung Tung Wu, Dr. Wonchat Subhachaturas, 
Dr. Tai Jai Moon, and Mr. Shinichi Murata for providing support on my leadership. Lastly, I would like to 
thank the leadership of the Philippine Medical Association through President Dr. Maria Minerva Calimag 
for giving me full trust and confidence, to my family, PMA staff and friends for the assistance and support.

Thank you very much and my warmest regards to everybody.
I love you all !

Jose Asa SABILI, M.D.
President, CMAAO, 20142015

*1 This inaugural address was made at the 29th CMAAO General Assembly and 50th Council Meeting, Manila, the Philippines, on September 
24-26, 2014.
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Building and Sustaining a Regional Health  
Research and Innovation Network in  
Southeast Asia*1

Jaime C. MONTOYA1

*1 This article is based on the 12th Takemi Memorial Oration made at the 29th CMAAO General Assembly and 50th Council Meeting, Manila, 
the Philippines, on September 24-26, 2014. It is also derived from a published article: Montoya JC, Rebulanan CL, Parungao NAC, Ramirez B. 
A look at the ASEAN-NDI: building a regional health R&D innovation network. Infectious Diseases of Poverty 2014;3:15.

1 Philippine Council for Health Research and Development, Department of Science and Technology; Professor, University of the Philippines 
College of Medicine, Manila, Philippines (jmontoya204@gmail.com).

The Association of Southeast Asian Nations 
(ASEAN) has a continuum of member nations 
at different stages of economic and health de
velopment, with the majority of the countries 
belonging to the middle and lowincome cate
gories. While there are ASEAN member states 
that are more advanced in terms of health sys
tems and programs, the majority still suffer from 
communicable and noncommunicable diseases. 
With 8.6% of the share of the world’s total 
 population, the region contributes 27% of the 
global burden of infectious and parasitic diseases 
(WHO, 2007). There is clearly a link between 
economic capacity as reflected by GDP per 
capita and the status of health of the population 
across the ASEAN member states.

Based on national poverty lines, Cambodia, 
Lao PDR, Myanmar and the Philippines have 
more than 25% of their population living below 
the national poverty lines. On the other hand, 
Malaysia and Thailand had less than 10% of 
their populations living below national poverty 
lines in 2007 while in Viet Nam, the latest esti
mate in 2007 was 14.8%. Overall, all countries 
have showed consistent improvement in poverty 
reduction.

Infectious tropical diseases also continue  
to be a challenge to the health sector despite 
developments in health research and develop
ment (R&D) and medical technology. There is 
widespread concern about the emergence and 
reemergence of some infectious diseases such as 
tuberculosis, Severe Acute Respiratory Syndrome 
(SARS), avian influenza, and Chikungunya. 
These tropical infectious diseases form part of 

the neglected tropical diseases (NTDs) alluded 
to by international organizations. These diseases 
include infections that have shown low economic 
returns for investments in health products R&D. 
However, from a human capital perspective, 
these socalled NTDs not only place a signifi
cant burden on the health system, but they also 
adversely affect productivity and efficiency of 
human capital in their respective societies.

Budgetary limitations for health research 
also cause difficulty in pursuing R&D initiatives. 
With scarce resources for health research, efforts 
to pursue health research activities in many of 
the ASEAN nations are limited.

In terms of human resources, the ratio of 
R&D personnel to the population varies across 
the ASEAN nations with countries including 
Singapore, Malaysia, and Thailand having more 
R&D personnel than the rest of the ASEAN 
nations. The proportion of researchers to popula
tion is also much higher in the more developed 
nations in the ASEAN (e.g., Singapore and 
Malaysia) compared to those which are less 
economically developed. It is apparent that 
many of the ASEAN nations fall below the ratio 
of researchers to population recommended by 
the United Nations Educational, Scientific and 
Cultural Organization (UNESCO). This signifi
cantly reduces R&D productivity in the region.

Considering all of these public health chal
lenges and hindrances to providing better quality 
of health in the ASEAN, activities towards the 
establishment of a regional health innovation 
network were initiated with the goal of enhanc
ing product discovery and providing a sustain
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able essential health R&D through intraregional 
collaboration—a framework suggested by the 
World Health Assembly (WHA) Resolution 
61.21, Global Strategy and Plan of Action on 
Public Health, Innovation, and Intellectual 
 Property (GSPAPHI).

The ASEAN Network for Drugs, Diag nostics, 
Vaccines, and Traditional Medicines Innovation 
(ASEANNDI) was founded in 2009 in line with 
the objectives of the GSPAPHI, which include 
promotion of R&D, development of NorthSouth 
and SouthSouth partnerships to support capacity 
building, and establishment of strategic research 
networks to facilitate better coordination of 
stakeholders. It was conceptualized to parallel 
the African Network for Drugs and Diagnostics 
Innovation (ANDI), a network championed by 
the World Health Organization Special Pro
gramme for Research and Training in Tropical 
Diseases (WHOTDR), which started the idea 
of establishing regional innovation networks.

The ASEANNDI is a regional innovation 
network composed of the ASEAN member 
states, namely: Brunei Darussalam, Cambodia, 
Indonesia, Lao PDR, Malaysia, Myanmar, Philip
pines, Singapore, Thailand, and Vietnam. Its con
cept was proposed by the Philippines to the 
ASEAN and was first discussed among the 
ASEAN member states during the 40th Meeting 
of the ASEAN SubCommittee on Biotechnology 
(SCB) in Bali, Indonesia on 2526 May 2009, and 
was later adopted by the ASEAN Committee on 
Science and Technology (COST) as its own initia
tive. The ASEAN, through the COST, approved 

the creation of the ASEANNDI in 2009. Start
up funds to support the establishment of the 
Network were provided by the WHOTDR. The 
Philippine Council for Health Research and 
 Development (PCHRD) of the Department of 
Science and Technology (DOST) served as the 
secretariat of the ASEANNDI, with Dr. Jaime 
C. Montoya as the overall coordinator (Fig. 1).

The ASEANNDI was established to ensure 
that health technology development and the 
 capacity of member states are appropriately 
maximized and managed according to regional 
health needs. It aims to build a sustainable part
nership among the ten ASEAN countries to 
rapidly build the needed human resource, tech
nology, and financing for health development 
and security.

The enhancement of public R&D capacity to 
prioritize the public good elements of innovative 
policy tools and harness the private sector is one 
strategy most relevant to the 61st WHA frame
work. The aim was to build developing countries’ 
leadership and capability in addressing major 
endemic health issues, as well as issues concern
ing access to health products by the poor. One 
of the critical elements of the framework was 
setting up R&D networks in disease endemic 
countries.

To lay the groundwork towards this initiative, 
the ASEAN SCB endorsed a mapping activity 
to be carried out in order to assess the product 
R&D landscape for the triple burden of disease 
in the region, including infectious tropical dis
eases, noncommunicable diseases, and prevent

Fig. 1 First stage of the establishment of the ASEAN-NDI

Following the establishment of the ANDI, interest to establish a similar health R&D innovation network, the 
ASEAN-NDI, was communicated by the Philippines to the WHO-TDR through PCHRD-DOST. With funding 
support from the WHO-TDR, the activities of the Network were started, including the ASEAN health R&D 
landscape mapping.
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able diseases due to accidents and traumas.
“Mapping of Product R&D Landscape for 

Infectious Tropical Diseases in ASEAN Member 
States” was conceptualized with the aim of 
mapping out the capabilities of the ASEAN 
member countries on drugs, diagnostics, vaccines, 
and traditional medicine innovation on infectious 
tropical diseases; identifying gaps and oppor
tunities in the ASEAN; creating a database of 
institutions, networks, and initiatives with capac
ities for innovation; and providing the template 
for the establishment of an ASEAN regional 
network for innovation in product R&D.

The planned mapping activity was further 
refined during the first organizational meeting 
held in Manila, Philippines on 21 October 2009. 
Attended by delegates from the ASEAN who 
were identified through the assistance of the 
SCB members and the ASEAN Secretariat, par
ticipants agreed to focus the mapping exercise 
on infectious diseases such as malaria, tuber
culosis, schistosomiasis, dengue, leishmaniasis, 
lymphatic filariasis, and helminthiases, as well as 
on other diseases of public health importance.

The mapping activity was conducted from 
December 2009 to November 2010, through 
survey and key informant interviews among 
researchers and institutions, and a review of 
Elsevier’s Scopus database. The mapping activity 
gathered records on institutional data of R&D 
institutions across the ASEAN region.

The exercise showed that there is keen inter
est among the ASEAN institutions in each coun

try to pursue health R&D. While some countries 
such as Brunei Darussalam and Cambodia are 
still in their infancy, others such as Singapore, 
Malaysia, and Thailand are far advanced in 
R&D.

One measure for this is the number of bio
medical and infectious disease articles that these 
three countries produced from 20052009 as 
compared to the other member states (Table 1).

The ASEAN region has substantial human 
resources and institutions that can support the 
pursuit of R&D on drugs, diagnostics, vaccines, 
and traditional medicine.

There are major institutions located in the 
different ASEAN nations that can be tapped for 
future collaboration. The ASEAN also has a 
number of institutions that have the capacity to 
produce drugs, diagnostics, vaccines, and tradi
tional medicine.

One of the challenges that arises from the 
disparity across the ASEAN countries is that a 
number of countries work on the same disease 
and for the same product (i.e., drugs, vaccines, 
etc.), which results in duplication and wastes 
time and resources. This shows that although 
 collaborating ventures may have limitations 
 imposed by funding/sponsoring partners, the 
ASEAN member states need to explore and 
expand collaborative engagements with other 
ASEAN member states with the end goal of 
 enhancing capacity in the region and minimizing 
duplication of efforts.

Asia, including the ASEAN, is a major player 

Country Number of  
biomedical articles Rank Number of articles on 

infectious diseases Rank

Thailand 12,568 1 2,698 1

Singapore 12,405 2 578 2

Malaysia 7,071 3 509 3

Indonesia 1,324 4 335 4

Cambodia 318 6 204 5

Philippines 574 5 154 6

Laos 168 7 80 7

Myanmar 103 9 50 8

Brunei Darussalam 163 8 25 9

Vietnam 86 10 25 9

Table 1 Number of articles and ranking of the ASEAN member States with biomedical 
articles, 2005-2009
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in the future of pharmaceuticals. The recent slow
down in major Western countries has led to the 
outsourcing of developmental work in develop
ing countries including the ASEAN (Fig. 2). The 
growing presence of clinical research organiza
tions in the region and the increasing number  
of clinical trials being conducted are testimonies 
to the presence of capable human resources and 
growing importance of the region in the future 
of the pharmaceutical industry.

The disparity across the ASEAN member 
states indicates some gaps that need to be  
addressed. There is a problem of reduced coor
dination among clusters of researchers and  
innovators. There is also a problem of infrastruc
ture and resources in some countries, which can 
be addressed by implementing working arrange
ments among the ASEAN member states, and 
by sharing resources and expertise. Concerns 
such as funding and logistics support, and ethical 
considerations need to be addressed by their 
 respective countries and by the ASEAN as a 
whole. Intellectual property concerns, which may 
arise from collaborative ventures, are issues that 
need to be laid down and agreed upon at the 
onset.

The extensive collaboration among the 
ASEAN member states and with other major 
research centers in the world indicates that the 
ASEAN countries have the capacity to pursue 

collaborative R&D activities on health products 
development (Figs. 3 and 4). These are illustrated 
by collaborations in the area of diagnostics and 
the area of vaccines development.

The ASEAN has been used in several free 
trade agreements and harmonization initiatives. 
Hence, embarking on an ASEAN initiative that 
will strengthen the scientific ties to address  
neglected diseases will not be difficult. The 
ASEAN member states can facilitate the exchange 
of expertise, resources, and health products as 
they have been working in other initiatives to 
improve the region. Under the ASEAN umbrella 
where harmonization and collaboration are the 
key elements, these arrangements can be easily 
addressed.

The results of the mapping were presented 
and discussed during the second organizational 
meeting held in Manila, Philippines on 6 Decem
ber 2010. A website, www.aseanndi.org, was 
 created to serve as a repository of the mapping 
exerciserelated information.

The conclusions from the mapping activity 
triggered the call for the preparation of a Stra
tegic Business Plan (SBP) and the creation of a 
Task Force (TF) that will serve as an ad hoc 
group who will guide the development of the 
plan. The SBP will:
·	Assess and recommend how ASEAN member 
states can come together to establish a center 

Fig. 2 Number of Clinical Trials conducted per country in Southeast Asia

Countries in the ASEAN region have been recently identified as an emerging potential in the field of clinical 
trials. In order to assess the focus of current clinical trials in the region, absolute numbers of clinical trials 
were obtained from the Clinicaltrials.gov database (as of July 2010). It was found that most clinical trials 
reported are focused on maladies and conditions such as neoplasms and cancers.
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for drugs, diagnostics, vaccines, and traditional 
medicine innovation to address public health 
threats in ASEAN.

·	Provide plans for an intergovernmental, collab
orative response to the lack of access of poor 
countries and people to health products.

·	Create public research and development (R&D) 
capacity while harnessing the strengths and 
 potential contributions (technical and financial) 
of the stakeholders including the private sector.

On 20 October 2011, the first ASEANNDI 
Task Force meeting was held in Manila, Philip
pines where the initial outline of the draft SBP 
and timelines were discussed.

The ASEANNDI is envisioned to become 
Asia’s premier facilitator for collaborative inno
vation in R&D for health products, benefiting 
primarily the ASEAN but more open to global 
markets. As a network involving the ten ASEAN 
member countries, the ASEANNDI will build 
the needed human resources, technological 
 capacity, and financing to ensure sustainable 

health, development, and security. These inputs 
will be translated into research and eventually 
into the production of innovative health prod
ucts and services that will be made available 
within and even outside the ASEAN.

The R&D and delivery value chain structure 
that underlines the ASEANNDI’s business 
model is spelled out in the aggregate—specifi
cally for the core partners in R&D, multilateral 
partners, and donors, which the ASEANNDI 
shall tap for research in priority diseases. The 
stress on the entire value chain will result to 
R&D being viewed from a perspective beyond 
bricks and mortars, management issues, and 
knowledge and information systems.

The ASEANNDI value chain is patterned 
from Michael Porter’s business management 
concept, which defines the chain of activities that 
result in the production of the desired delivered 
final products/services. This concept was like
wise reflected in the ANDI business plan where 
there is a value chain scoped for core diseases, 

Fig. 3 Networks for diagnostics research collaborations among the top 50 most productive institutions 
(within and outside the ASEAN) based on articles on diagnostics

Size of the nodes indicates relative number of articles. Thicker links indicate more instances of collaboration 
between the two institutions. Blue nodes are institutions in the ASEAN, while orange nodes represent insti-
tutions outside the ASEAN. Thai, Singaporean, and Malaysian universities and research centers have most 
of the collaborations on publications on diagnostics compared with the other ASEAN countries. Most of the 
collaborations are with the ASEAN member states but there are some collaborations with research centers 
in the United States, Great Britain, Australia, and Switzerland.



Montoya JC

172 JMAJ, July/August 2014—Vol.57, No.4

traditional medicine, and immediate druggable 
compounds.

The major activities of the R&D and delivery 
value chain include: (1) basic research, (2) assay/
model development, (3) compound/candidate 
screening, (4) lead generation/optimization, (5) 
preclinical trials, (6) clinical trials, and (7) man
ufacturing and delivery/access. It is regional 
and even global in extent, involving private  
enterprises, public sector institutions and gov
ernments, nonprofit organizations, and donor 
agencies, which may have done related work on 
the priority disease areas in the past, and may 
be willing to collaborate.

The governance structure comprise a policy
making and strategic direction setting by a 
14person Governing Council and a fourperson 
Executive Committee. The ASEANNDI is 
 designed to operate in a hubandspokes model, 
in contrast to the hierarchical models where 
initiatives emanate only from the top. The 
 National Coordinators relate to their respective 
country R&D hubs independent of the system 

of other members, but relate to the overall 
ASEANNDI network hub in the Philippines.

Innovation Communities (IC) will also be 
established. The most important outcome of the 
ICs will be the coordinated and cooperative 
strategy that the stakeholders develop through 
the sharing of best practices, and R&D knowl
edge to meet the common challenge at hand.

Details regarding the SBP were presented 
during the First ASEANNDI Stakeholders 
Meeting in Manila on 5 June 2013. Future plans 
for the ASEANNDI, including the proposed 
collaborative activities, were also discussed, tak
ing advantage of the presence of representatives 
from the WHO, and the Africa and China NDIs. 
These activities include holding joint regional 
consultations on the development of demonstra
tion projects, collaborating in setting up a global 
health R&D observatory, and forming a wider 
network composed of the regional innovation 
networks.

One innovative technology that has revolu
tionized the healthcare sector in the region is 

Fig. 4 Network for vaccine research collaborations among the top 50 most productive institutions 
(within and outside the ASEAN) based on articles on vaccines

Thai, Malaysian, and Singapore-based research centers dominate the scene with their networks in vaccine 
development. The collaborations are not only within the ASEAN but also with other countries such as the 
USA, Australia, Belgium, Austria, France, South Korea, Taiwan, Sweden, and Switzerland. GSK Belgium was 
a dominant collaborating partner in the ASEAN with respect to vaccine-related articles.
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ICT. The advantages of using ICT in health are 
very much apparent and clear in developing 
various reforms to answer the unique challenges 
that the ASEAN region will be facing. It is par
amount that the region harness this technology 
in order to further the gains of an innovation 
network such as ASEANNDI.

At this juncture, I would like to share with 
you the Philippine experience on how we are 
exploiting ICT in developing products and ser
vices that will improve health care delivery in 
the country.

The Philippine eHealth Strategic Framework 
and Plan recognizes two pervasive challenges 
that remain to be the major stumbling blocks in 
the delivery of quality health care in the Philip
pines, namely;

At the moment, close to 60% of tertiary hos
pitals are located in urban areas and that 87% 
of health professionals are found in urban areas. 
However, because 70% of Filipinos live in rural 
areas, access to health professionals and quality 
health facilities is very limited.

With regards to decision making, our policy 
makers have difficulty creating relevant and 
timely policies because they do not have access 
to the most relevant and newest health informa
tion. Currently, consolidation of health data  
in the Philippines can sometimes take 2 years. 
This puts a dent in the decisionmaking process 
because of delay in the availability of much 
needed health statistics.

These challenges led the national govern
ment to push for initiatives to utilize ICT for 
health. The Philippines first attempted to utilize 
ICT for health in the year 1987 with the develop
ment of Field Health Services and Information 
System or FHSIS of the country’s Department 
of Health (DOH), which was a database for 
barangay health centers and rural health units. 
At the time, the infrastructure to properly utilize 
ICT for health was still immature and that 
 majority of Filipinos have no to very limited 
 access to a computer.

In 1998, with the objectives to develop infor
mation resources in the form of specialty data
bases, electronic journals, health advisory, and 
directories; while at the same time, provide a 
forum for online discussions on health concerns 
of Filipinos, the Philippine Council for Health 
Research and Development of the Department 
of Science and Technology (PCHRDDOST) 

launched the electronic Health Information 
Village or eHealth Village.

Following the eHealth Village, PCHRD spear
headed the development databases and Internet 
resources on surgery, biomedical devices, tuber
culosis, reproductive health, medicinal plants, 
managed health care, and malaria in the country. 
This initiatives, later on became the foundation 
of our presently ongoing work of HERDIN 
(Health Research Development Information 
Network), a comprehensive national database 
on health researches.

PCHRD developed databases for various 
health research initiatives such as the Health 
Research and Development Information Net
work or HERDIN database which serves as 
the national repository of health researches in 
the Philippines with more than 50,000 citations 
and bibliographic information, to date and the 
Philippine Health Research Registry or PHRR 
which is a publicly available database of ongoing 
health and healthrelated researches from 2011 
onwards. Both of these registries will be repli
cated as regional registries to capture the depth 
and breadth of research in ASEAN region, as 
well.

In cooperation with other agencies, PCHRD
DOST also supported efforts to develop more 
databases such as the ASEANNDI and the 
Philippine Traditional Knowledge Digital Library 
—Health or TKDL which provides information 
on traditional knowledge in health including 
ethno botanical studies, traditional healing prac
tices and rituals as well as current researches 
 being conducted in selected ethnolinguistic 
groups in the Philippines.

The region, through a recent meeting of 
 experts and researchers on traditional medicine 
have also identified the need for a similar 
 regional database for ASEAN which will docu
ment the traditional medicine knowledge in  
the different ethnic communities and serve as  
a basis for local and international research  
collaboration for the development of potential 
drug candidates.

The PCHRD is also very active in pursuing 
the national government’s initiative to transform 
the health care delivery system in the Philippines 
through the eHealth program.

The PCHRD is at forefront of the country’s 
initiative to adopt ICT as a strategic tool to  
help address the challenges and demands of 
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making health care services more efficient and 
effective in order to ensure equitable access to 
quality health services for every Filipino, pri
marily through the Philippine Health Infor
mation Exchange.

Staying true to the concepts of ICT of con
necting people, PCHRD hopes to reinforce our 
“connection” with stakeholders, especially the 
Philippine Medical Association and all the doc
tors in the country, to make our dreams come 
true. This will be facilitated also by the develop
ment of key databases such as patients, health 
care providers and health facility registries.

It is this same convergent strategy that we 
hope to replicate in Southeast Asia through the 
ASEANNDI in order to facilitate the research 
gains in the health sector that will redound to 
better quality of life for all the people of ASEAN.

The global contribution of the ASEANNDI 
will be significant. The ASEANNDI will improve 
health R&D by driving innovation through col
laboration not only among the ASEAN member 
states but with other networks and health R&D 
institutions. Engagement of nonASEAN stake
holders is also vital considering that infectious 
diseases and NTDs are emerging in European 
countries and other Western states.

In a recent study by Hotez and Papageorgiou 
(2013), it was deduced that one way to address 
NTDs and infections of poverty is to establish  
a center for fundamental and translational  
research in which product development activities 
including R&D on drugs, diagnostics, and vac
cines are conducted. This is the main thrust of 
the ASEANNDI, and with many countries shar
ing the same health challenges, the Network may 
be the link to providing solutions not only in the 
ASEAN but in other regions as well.

The ASEANNDI will coordinate research 
by partnering with research networks, develop
ing capacitybuilding initiatives, supporting R&D 
infrastructural improvement, advocating for more 
research investment, and enhancing regional 
access to health products.

ASEANNDI will start by enhancing col
laboration among the ASEAN member states to 

address the specific health needs of the ASEAN, 
but collaboration with other countries will soon 
follow. This is consistent with the GSPAPHI 
goal of making a network of networks wherein 
the ASEANNDI can partner up with other 
NDIs (ANDI, ChinaNDI, IndiaNDI, etc.) that 
have been established and form the nucleus for 
SouthSouth collaboration.

With a number of NTDs and vectorborne 
diseases which affect both the African and Asian 
regions, network collaboration will be helpful in 
developing and conducting R&D projects which 
result in programs and policies which address 
such public health threats. Likewise, with their 
expertise in traditional medicine development, 
the India and China NDIs can also help the 
ASEANNDI form its strategies in advancing 
the ASEAN’s own traditional medicine.

Through regional network collaboration, 
global health problems will be addressed by 
properly channeling resources and partnering  
on projects according to collective needs. This 
will capacitate the different regions to con trib
ute to the advancement of global health R&D 
while providing solutions for their own health 
challenges.

To close my talk on the establishment of  
an ASEAN innovation network, let me quote 
India’s first Prime Minister, Jawaharlal Nehru, a 
true visionary, who said that: “I see no way out 
of our vicious cycle of poverty except through 
the means that science and technology has 
placed at our disposal.” Adding further that “… 
because we are poor, we cannot afford not to do 
research.”

Very much like how Dr. Takemi envisioned 
to use his knowledge for the greater good of 
mankind, I hope that this event will help us have 
a very fruitful exchange of ideas and strategies 
in order for us to deliver the utmost service to 
mankind.

We are doctors and we are in the best posi
tion to change the lives of the people who seek 
our help. Let us continue moving forward not as 
individual countries but as one ASEAN commu
nity committed to health for all.
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Health Database in Hong Kong*1

Alvin Yee Shing CHAN1

*1 This article is base on a presentation made at the Symposium “Health Database in an Information Society” held at the 29th CMAAO General 
Assembly and 50th Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Vice-President of the Hong Kong Medical Association, Hong Kong, China (hkma@hkma.org).

[Hong Kong]

Present Progress of IT in the Health 
Care Area in Hong Kong

A. For healthcare professionals
B. For the public, including public education
C. E-Health record sharing
D. Primary care directory
E. Health database for subsidy programmes

(1) Elderly Healthcare Voucher Pilot Scheme
(2) Vaccination Subsidy Schemes

F. For research and development

For healthcare professionals
(1) Information access
(2) News access
(3) CME

For the public
(1) Information access
(2) Press release
(3) Public education

E-Health record sharing
(1) Food and Health Bureau—Steering Commit-

tee on eHealth Record Sharing (eHR sharing)
• Working group on e-HR partnership
• Working group on institutional arrangements
• Working group on legal, privacy and security 

issues
• Working group on eHealth record and infor-

mation standards
· Coordinating group on eHR and information 
standards
- eHR domain group on drug record
- Domain group on person mater index
- eHR domain group on immunization record
- eHR domain group on provider index
- eHR domain group on laboratory record
- Technical task force

(2) eHR Sharing System Bill (eHRSS Bill)/Elec-

tronic Record Sharing System Bill
- drafted
- security and privacy issues→safe deposit box
- future “Commissioner for the Electronic Health 

Record (eHRC)” to define data retention policy
- patient information notice
- consent, PIN, sharable data
(3) The Hong Kong Medical Association 

TaoYuan Project (桃園計劃)—Clinic Manage-
ment System (CMS) 3.0

The CMS 3.0 is an open-source clinical manage-
ment system project jointly implemented by the 
Hong Kong Medical Association (HKMA) and 
the Information and Software Industry Asso-
ciation (ISIA), with funding support from the 
Office of the Government Chief Information 
Officer (OGCIO).

Now undergoing further enhancement—up-
grade existing system so that it would connect 
to the eHR Sharing System via the eHR viewer; 
repack it as CME 4.0 (Wenchang project)  
(文昌計劃).

(http://cms3.hkma.org/pages/index.asp)
(4) New requirements from government regard-

ing uploaded information
- Person Master Index for personal identifi cation
- Encounter with dates of attendance when pa-
tients consult private medical practitioners

- Medication dispensed during healthcare process

Primary care directory
- Web-based system containing personal and 
practice-based information of different primary 
care providers

- Public can use the search function to choose 
the primary care providers who most suit them

- Consists of sub-directories for different health-
care professionals providing primary care. In 
the initial stage, we have established the sub-
directories of doctors and dentists. Sub-directories 



Chan AYS

186 JMAJ, July/August 2014—Vol.57, No.4

for other professionals, like Chinese medicine 
practitioners, nurses and allied health profes-
sionals will be developed in a later stage

Health database for subsidy programmes
(1) Elderly Health Care Voucher Pilot Scheme 

(www.hcv.gov.hk)
Purposes:
- Encourage elders to seek consultation
- Establish a closer relationship with private doc-

tors who are familiar with their health conditions
- Promote the concept of family doctor
Developments:
- 2009: 5 vouchers of $50 each were provided to 
each elder aged 70 or above annually.

- 2012: increased the annual voucher amount 
from $250 to $500.

- 2013: further increased the annual voucher 
amount to $1,000.

- 2014: further increased the annual voucher 
amount to $2,000. Unspent vouchers would be 
carried forward and accumulated by an eligible 
elder, subject to a ceiling of $4,000.

Highlights:
- Vouchers will be issued and used through the 

eHealth System. They will not be issued in paper 
form separately.

- Voucher Recipients need not pre-collect the 
health care vouchers.

- Voucher Recipients need not carry the health 
care vouchers.

- “Money follows Patient”—Voucher Recipients 
can choose freely on private primary healthcare 
services in the local community.

(2) Vaccination Subsidy Schemes
- Childhood Immunisation Programme
- Government Vaccination Programme
- Childhood Influenza Vaccination Subsidy Scheme
- Childhood Vaccination Subsidy Scheme (PCV13 
booster)

- Elderly Vaccination Subsidy Scheme
- Pneumococcal Vaccination
- Residential Care Home Vaccination Programme

For research and development
· Faculty of Medicine of 2 Universities:
- The University of Hong Kong
- Chinese University of Hong Kong

· Other institutions

Current Status of Privacy Protection 
and Personal Information Protection, 
Including Handling of Gene Information

· The Office of the Privacy Commissioner for 
Personal Data (“PCPD”)
- an independent statutory body set up to over-

see the enforcement of the Personal Data (Pri-
vacy) Ordinance (Cap. 486) (“the Ordinance”) 
which came into force on 20th December, 
1996.

· The University of Hong Kong Privacy Policy 
Statement (http://www.hku.hk/privacy_policy/)

Use of the Citizen Numbering System

· Hong Kong Identity Card (http://en.wikipedia.
org/wiki/Hong_Kong_Identity_Card)

Merits and Demerits of Health Care 
Supported by IT

Merits
(i) Huge storage of database in limited space
(ii) Efficient/Fast
(iii) Able to cater different needs
(iv) Based on a “need-to-know” basis, informa-

tion readily available anywhere anytime to 
facilitate assessment and decision

Demerits
(i) Security concerns
(ii) Protection of patients’ privacy and respect of 

patients’ choice of not to disclose one’s own 
sensitive health record to unrelated health-
care providers

(iii) Might need to set up a system separately 
storing patients’ sensitive data with security 
access control over it

(iv) The hiding of certain data might lead to 
diagnosis errors or wrong treatment and 
influence patients’ care

(v) The existence of a separate system might 
create stigmatization and labeling effect on 
patients, thus hampering the trust between 
doctors and patients
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[India]

Twenty first century is the age of informatics. 
India reports that all of the listed actions to pro-
mote an enabling environment for information 
and communication technologies (ICT) in the 
health sector have been taken and are rated 
from slightly to moderately effective. National 
mechanisms such as an information policy, an  
e-Strategy, and an e-Health policy have been put 
in place between 2000 and 2002 to promote the 
use of ICT. Specific health sector mechanisms, 
such as public-private partnerships, procurement 
policies, public and private funding and e-health 
standards have been successfully introduced 
since 1998.
ICT in the health sector:
a) enactment of the Information Technology Act 

2000, providing a legal basis for all digitally 
related information actions and privacy issues;

b) comprehensive guidelines and recommenda-
tions for IT infrastructure in health (2003);

c) creation of a task force on the topic of tele-
medicine (2005).
A national policy to reduce the costs of ICT 

infrastructure for the health sector will be imple-
mented over the next few years. India highlights 
the launch in 2007 of Health statistics, which  
is likely to strengthen specific health planning  
& network communications. Among the most  
effective actions so far in building ICT infra-
structure for the health sector has been the cre-
ation of more than one hundred pilot projects in 
telemedicine with connectivity and funding sup-
port from the Indian Space Research Organiza-
tion. The Ministry of Finance has mandated that 
3% of the budget of all government spending 
will go to ICT, which has created a culture of 
ICT usage in government.

India reports that efforts in providing health 
information to the citizen are undertaken by dis-

ease control program (for Example—Nikshay in 
TB control program), which provide prevention 
and control-related information. Currently all 
major associations of health professionals are 
developing web-based information sources. The 
Ministry of Communication and Information 
Technology took the lead in promoting action  
on standards and guidelines for ICT initiatives, 
and ICT issues are also high on the Ministry of 
Health’s agenda.

India has started talking about adoption of 
Electronic Medical Records (EMRs) which is a 
good sign. It was Confucius who once remarked 
“a journey of a thousand miles begins with the 
first step.” The concept of EMR is gathering 
steam, with several health care & insurance pro-
viders. The development of a common strategy 
and roadmap for e-health standards development, 
to support interoperability and the adoption of 
electronic patient records is crucial.

With the exponential increase in mobile tele-
phony and the imminent deployment of 3G, it is 
imperative that broad band wireless technology 
be exploited and used to develop m-Health.

Indian Medical Association (IMA) started 
database of the all the members with their spe-
cialties. The strength of the directory technology 
is its fast look up capabilities.

Mobile App to collect epidemiology data on 
Vector Borne Infectious diseases: The objective 
is to set up an infrastructure to collect epide-
miological data of the diseases, by developing a 
simple app on the smart mobile phones.

IMA to spearhead and establish a process of 
collecting epidemiological data.

In this global information society, this user 
oriented services of health care information can 
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achieve effective horizontal integration of net-
worked information services, which will have an 
impact on the quality care of the patient. The 
current vision comprises affordable wireless 
 access to health care services, for all the citizens, 
thus making medical expertise a shared resource, 
whenever and wherever needed.

Coordination with other inter-departments 
still remains a challenge.

Provision of Internet access in rural areas 

(where approximately 65% of the total popula-
tion dwell) and the great diversity of languages 
across regions are listed as the most significant 
challenges in this field. India’s healthcare infor-
mation technology market is expected to hit 
US$1.45 billion in 2018, more than three times 
the US$381.3 million reached in 2012, according 
to a report by Frost and Sullivan.

Keeping confidentiality & sensitive issues 
 information is still a challenge.
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[Japan]

There is a movement in Japan to take advantage 
of databases to improve healthcare quality and 
strengthen research foundations. I would like to 
introduce health databases that are representa-
tive of Japan and report the framework for a 
privacy protection and national identification 
number system in the age of Big Data.

The National Database (NDB) was estab-
lished based on the Act on Assurance of Medical 
Care for Elderly People to develop optimization 
plans for national healthcare expenditures. This 
database includes the health insurance payment 
claim data and the records from specific health 
check-ups and health guidance in electronic 
form. About 6.9 billion cases of health insurance 
claims and 90 million cases of specific health 
check-ups are stored. The information is pro-
cessed for de-identification when collected.

The government review board discussed the 
framework for the utilization of the National 
Database, and the trial period for third-party use 
began in 2011. The database is now available for 
academic research of significant public interest.

However, it is still underutilized in academic 
research because exploratory studies are care-
fully investigated. There are also strict informa-
tion security requirements for users, and the data 
are difficult to analyze in terms of specifications.

To understand medical and pharmaceutical 
product safety information, healthcare informa-
tion databases have been established in 10 core 
hospitals. The 5-year project that started in 2011 
links databases across the nation to cover 10 mil-
lion people. The Pharmaceuticals and Medical 
Devices Agency (PMDA) established a system 
for the cooperating medical institutions, built an 
analysis system within PMDA, and is exploring 
ways to proactively utilize the linked databases.

The test run of the healthcare information 
database system will be completed in the future. 

In order to implement medical and pharmaceu-
tical product safety measures using the data, 
PMDA will promote the enhancement of data 
utilization methods with an epidemiological 
 approach and verify the accuracy and reliability 
of the information extracted from healthcare 
 information databases.

The operation of large-scale healthcare data-
bases has begun already, and it is time to evalu-
ate the framework for privacy protection and the 
national identification number system.

It has been almost 10 years since the Act  
on the Protection of Personal Information was 
legislated in 2005, and it is now inadequate to 
handle highly sensitive healthcare information. 
Japan Medical Association (JMA) prepared 
guidelines for patient privacy protection, but it 
remains a work in progress for those involved.

This act regulates private businesses that 
handle more than 5,000 cases of personal infor-
mation. Its flaw, however, lies in the fact that 
 different hospitals a patient visits may be subject 
to different laws. Small-scale medical institutions 
are exempt from this act.

Penalties for violators are minor. Individually, 
doctors have the duty of confidentiality by the 
Penal Code, but hospital staff are not legally 
bound by it.

The exchange of genetic information will 
 become very common in future generations. 
Breaches of personal information risk affecting 
family members and may extend to their human 
rights. However, the current law does not pro-
vide sufficient protection.

The national identification number system 
has been debated as a possible means to link 
various types of information about an individual. 
The My Number System was legislated in May 
2014. For the time being, its application is limited 
to taxes, social security, and disaster manage-
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ment. The healthcare areas subject to this law 
are limited to insurance benefits provision and 
insurance premium collection. Healthcare infor-
mation such as medical records is exempt from 
the system. This was decided due to sensitive 
 issues such as healthcare information privacy.

Thanks to the development of IT and Big 
Data technology, we can now collect and analyze 
a vast amount of information of various kinds. 
However, the inappropriate use or breach of 
 information has brought serious damages.

This year alone, a railroad company sold 43 
million cases of train ticket data purchased by 
smart cards including boarding records, gender 
information, and dates, after removing identifi-
able information such as names and phone num-
bers. The company provided little explanation or 
announcement in advance.

A company in the education industry leaked 
up to 20.7 million cases of customer information, 
including the names of children and their guard-
ians, addresses, telephone numbers, gender infor-
mation, and dates of birth. The offender who 
leaked the information was arrested not under 
the Act on the Protection of Personal Informa-
tion but under a different law called the Unfair 
Competition Prevention Act that controls indus-
trial espionage.

In the age of Big Data, breach of personal 
information means enormous damage, and there 
is a risk that even de-identified data can become 
identifiable. The damage from healthcare infor-
mation, which is highly sensitive in nature, can-
not be undone once it is leaked. The risk will 
become even higher if it is linked to all-inclusive 
and unique personal numbers.

The Act on the Protection of Personal Infor-
mation is currently being revised in order to pro-
mote the active utilization of personal data 
 accumulated with Big Data. The government’s 
general principle emphasizes the active utili-
zation of the data, and JMA is requesting the 
 government to generously protect people’s pri-
vacy and healthcare information.

The analysis of health databases may advance 
medical research and healthcare policies. Never-
theless, we should consider cases in other coun-
tries and discuss separate legislation that aims to 
protect genetic information in advanced medi-
cine and highly sensitive healthcare information.

JMA will continue to provide policy recom-
mendations to the government in the interest of 
the Japanese citizens, while carefully balancing 
active utilization of healthcare information and 
privacy protection in the Big Data age.
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[Korea]

Korea’s health care is characterized by its well-
developed ICT (Information-Communication 
Technology) infrastructure. In response to the 
Asian financial crisis in 1997, the Korean govern-
ment prepared for the future by developing the 
ICT industry. ICT combined with medicine has 
created many advances in Korea.

ICT has not always been a positive influence 
on medicine. The ease of information processing 
increased the risk of privacy information being 
leaked. Also, greater protection of medical infor-
mation such as genetic information and medical 
records is needed. Accordingly, the Korean gov-
ernment implemented the Personal Information 
Protection Act in 2009 and the medical field 
started to encrypt resident registration numbers 
of subjects with personal identification numbers 
so that the resident registration number would 

not be exposed when research data is provided. 
All information originating from a subject 
 including not just genes but also blood and body 
fluids is defined as “human-derived material” 
and placed under extremely strict control by the 
IRB.

The government has announced that it plans 
to promote U-healthcare and develop it as the 
next generation medical service and corpora-
tions are also preparing for another wave of 
growth for the ICT industry. On the other hand, 
the medical field holds its reservations due to 
potential issues such as patient safety, clinical 
 efficacy, liability of misdiagnosis, and the implica-
tion that ICT would bring to practice of physi-
cians. This presentation will introduce the current 
status and future outlook of ICT in health care 
in Korea and discuss relevant issues.
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[Nepal]

Nepal is the landlocked multiethnic, multilin-
gual, multi-religious country with India in the 
Southern, Eastern, Western sides and China in 
the northern side. It is divided into three eco-
logical zones, the lowland, the midland and the 
highland.

Information Technology (IT) has been 
proven a pioneering technology for the lives of 
people all around the world. IT is a basic infra-
structure necessary for economic and social 
 development of a country by which it can sup-
port the central nervous system of complex 
 societies, transmitting and processing informa-
tion and commands among the various parts of 
such societies.

With IT, individuals can see and share valu-
able information online. Patients in remote vil-
lages can see their specialist online rather than 
traveling for hours to the nearest clinic. School-
teachers can download educational materials 
and lesson plans for their classes. IT is improving 
access to healthcare is through the availability of 
geographical information systems through digi-
tized maps, aerial images, and geographic data.

The National Health Policy 1991 has been  
a bench mark in the history of Health Care 
 Delivery system in Nepal through decentraliza-
tion and regionalization of Health Services and 
recognition of private sector in health system.

The current Management Information Sys-
tem of Nepal includes Health Management 
 Information System which was implemented in 
Nepal from Fiscal Year (FY) 1995/96 by the 
Ministry of Health and Population (MoHP) to 
strengthen management of health facility and to 
receive standard information. This section man-
ages health service information from community 
to the Department of Health Services (DoHS) 

through predefined process and procedure. This 
system is almost 19 years old robust and well set 
that provide base for planning, monitoring and 
evaluation of Health system at all levels. It pro-
vides information about achievements, coverage, 
continuity and quality of health services on 
monthly basis. Logistic Management Informa-
tion System (LMIS) is a unit at Department of 
Health Services receives reports from all health 
facilities on supply, consumption and stock level 
of selected essential drugs and commodities. 
There is web based LMIS since 2009/10 and is 
in gradual manner.

Human Resource Information System  
(HuRIS) started from 1994 for the management 
of information of health worker in the country 
focusing on computerized personal record sys-
tem. Drug Information Network is started by 
Department of Drug Administration from 1991 
with the publication of Drug Bulletin of Nepal. 
It is used to develop and disseminate infor-
mation on drug. Rural Telemedicine Program  
is prioritized during three-year interim plan 
(2007/08-2010/11) which was started from 25 dis-
tricts and started in hospital of hilly and moun-
tainous districts of Nepal from 22nd January 
2011 and further extended to reach 30 districts. 
Pilot programs like SMS reporting of neonatal 
health information and malaria surveillance in 
certain pilot districts through Female Commu-
nity Health Volunteers (FCHVs).

The benefits of information technology are 
access to Health Service of rural people, increase 
in quality of health services, increased availabil-
ity of information for health planning as well as 
increased effectiveness of monitoring and evalu-
ation of public health programmes.

There are some challenges in Present prog-
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ress of Information Technology in Public Health 
System of Nepal too such as cost of health ser-
vice, nationwide wide coverage of IT, Handling 

of personal level information and security of the 
information.
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[Singapore]

Present Progress of IT in Healthcare in 
Singapore

The National Electronic Health Record (NEHR) 
system allows sharing of medical info, mainly 
 accessible in public institutions and a few selected 
private clinics on a trial basis.

The GP Clinic Electronic Medical Record 
and Operation System [“Project CLEO”] allows 
some GP clinics to view NEHR information.

In the long run, GPs are expected to con
tribute to the NEHR so that information flow 
can be in both directions

Current Status of Protection of Personal 
Information

The Personal Data Protection Act (PDPA) took 
effect recently. Many organisations are still try
ing to cope with full effects of the new Act. 
 Advisory guidelines have been developed to 
help clarify the main legislation.

A public consultation on proposed Advisory 
Guidelines for Healthcare was held recently to 
gather comments.

The guidelines highlight Consent, Purpose 
Limitation and Notification Obligations, e.g. doc
ument verbal consent to referrals by making a 
note inside patient file, or when collecting for 
purposes unrelated to patient’s care, e.g. teaching 
purposes

On Access and Correction Obligations, 
 patients can request for details on personal data 
kept by an organisation [e.g. via a medical 
 report]. Patients can also request for correction 
of error(s) in personal data [for professional 
opinion, the organisation is not required to cor
rect or alter]. Organisations can charge a reason
able fee for requests for access.

Regarding Protection, Accuracy, Retention 

Limitation, Transfer Limitation and Openness 
Obligations, the advisory guidelines acknowl
edge that there is no “one size fits all” solution. 
No specific retention period is prescribed.

Singapore Medical Association (SMA) dia
logued with the Ministry of Health & PDPC 
before and after law came into effect, providing 
feedback on medical research, managed care 
companies, and medical records. SMA also 
 organised seminars as part of educating its 
members on PDPA.

Use of the Citizen Numbering System

The National Registration Identity Card (NRIC) 
system is used extensively in Singapore, for ver
ification of identity and other transactions. PDPC 
advisory guidelines on NRIC numbers highlight 
that consent is needed for collection, usage, and 
disclosure of NRIC numbers.

The SingPass system is a password that  allows 
access to government eservices, and is used in 
conjunction with the NRIC. Services include car 
road tax, HDB flat, electrical, water and gas 
utilities, CPF, income tax, and medical records.

Merits and Demerits of Healthcare 
 Supported by IT

Pros
Using a common database leads to fewer dupli
cate or unnecessary tests, reduced medication 
errors and adverse drug events. It is also easy to 
search and retrieve data in a digital format. IT 
also facilitates easier communication.
Cons
Doctors need to be mindful to ensure that patient 
confidentiality is not compromised. Assistance 
needs to be provided to less ITsavvy doctors, so 
that the move towards IT does not exclude a 
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segment of doctors.
An example of the misuse of IT, involved  

a doctor from a government hospital, who  
accessed electronic medical records of two 
women who were not his patients, in 2007 and 
2009. He was fined $10,000 and censured by the 
Singapore Medical Council (SMC)

It was the 1st time a doctor had been disci
plined and convicted for such a breach of con
duct. Following this case, Ministry of Health 
(MOH) assured that access to electronic medical 

records of patients in public hospitals is tracked 
and audited.

Conclusion

Ensuring patient confidentiality needs to be the 
priority, while the usage of IT spreads throughout 
all aspects of healthcare. IT is not a substitute 
for the fundamentals of medicine, e.g. clinical 
skills, doctorpatient communication, etc.
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[Taiwan]

Besides paperless-ness and efficiency, the most 
valuable application of accumulated, aggregated 
Electronic Health Record data may well be their 
use to improve quality and patient safety. This 
talk describes a Data Interaction Model (DIM) 
and a Probabilistic Association Model (PAM) 

that would allow healthcare professionals a  
new perspective to look at their own Big Data, 
while also provides an architecture to fully take 
advantage of the data in hands to continuously 
improve healthcare quality and patient safety.
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[Thailand]

I don’t think anyone of us or any country would 
deny the usefulness and beneficial of the new 
information technology or IT. IT can both pro-
duce the modern trend of communication as 
well as the data keeping, development of rapid 
evaluation, expansion and sharing of the infor-
mation as never before.

In health care, information technology has 
come to the use since 1981 and rapidly growing 
from the US, European countries, Australia to 
our Asian community in 1990 especially in Japan, 
Korea, Hong Kong, Taiwan and Singapore. Since 
then this new technology has been in use in all 
countries depending on the economy status.

In Thailand the use of this new technology 
has been developed since 1994 and growing in 
both Private and Governmental sectors. Many 
aspects of health care both in consumers and 
providers sides including health delivery system 
have been implemented but still at a low level 
as comparing with those countries, I mentioned 
before. Why? It is because Thailand is a technol-
ogy purchasing country. We, of cause, can produce 
and export many of the IT components or acces-
sories but we need to import back the assembled 
or completed hard wares and also the soft wares.

A perfect system of information technology 
is still in our dream but in reality, only parts of 
the system exist in the dairy use such as the tele-
conferences, consultation, reporting, referring, 
statistical analysis and evaluation. Most of these 
are used in the intranet system. Each hospital or 
the health care stations have been developing 
their own link between the registration desk, the 
doctor examination rooms, laboratory facilities 
and dispensary including in-patients department 
and home health care.

For the internet and the inter-organizational 
linkage such as smart card or e-health card are 
still not well developed and not yet implemented 

nationwide in Thailand.
The issues of concern of the full use of 

 modern information technologies are
1. The system must be established under the 

national policy and commitment to achieve 
a well collaboration from all parties or stake 
holders in the governmental and private sec-
tors as well as the patients.

2. The system needs a huge sum of budget to 
establish and maintenance. Investment is not 
only for the hard wares but also the appropri-
ate soft wares and the training for the people 
ware.

3. The system needs a close collaboration from 
all stake holders to be transparent and data 
sharing.

4. The system needs a perfect access security for 
the protection of personal database privacy.

5. A good system needs complete data filing and 
updating.

6. Trustful and transparency of the data.

Achievement of the IT in Health Database
1. Instant information......Instant diagnosis.......

Instant treatment......Instant cure....Prevention 
of damage

2. Health information transferring (Public-Private 
Partnership)

3. Reduce time...reduce cost of transportation 
and logistics......reduce morbidity.....reduce 
mortality

4. Less paper.....Paperless
5. Better and sustainable home care and reporting
6.  Consultation especially in EMS
7. Intranet......Internet........Global connection
8.  Increase the use of education via social media, 

teleconferences, and telemedicine
9. Availability of devices at present: Web, Line, 

Linked in, Skype, Google, Face-book, Twitter, 
U-Tube etc.
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CMAAO Policy

Confederation of Medical Associations in Asia and Oceania

CMAAO Resolution on Ethical  
Frameworks for Health Databases and  

Human Genetic Databases

Adopted by the CMAAO General Assembly in Manila, the Philippines on September 24-26, 2014

Rapid advancement in information and communication technology (ICT) has enabled vast 
amounts of health related information including genetic information to be collected, processed, 
analyzed and integrated, which in turn has contributed to unprecedented breakthroughs in 
 medicine.

At the same time, an individual’s health related information including physical condition, 
 illness, treatment, medical history, family history and genetic information is one of the most 
sensitive types of personal information to be fully protected.

For such reasons, any ethical framework on the handling of personal health information 
 including genetic information should follow strict principles designed to guarantee individual 
rights by taking into full consideration such special characteristics.

This resolution aims to reaffirm the special characteristics involved in the collection and use 
(for both research and non-research purposes) of health and genetic information and to propose 
an ethical framework that reflects such special characteristics. The resolution’s primary objective 
is to propose principles that reflect the regional characteristics of Asia and Oceania in order to 
provide direction and guidelines to NMAs in this region in their efforts to play a leading role in 
related fields. Ultimately, CMAAO hopes to contribute to public health and human rights by 
encouraging the governments and all the related people to urgently develop the statutes that 
clearly require protection of personal health information and explicitly stipulate the permitted 
scope of usage of such health information.

Security and Confidentiality

Health databases, including human genetic databases shall be collected and used for only ethical 
and medically justified purposes and shall never be used for purposes that may lead to infringe-
ment of individual freedom and rights.

Medical information confidentiality of the information donor (“donor”) shall be protected in 
all cases, and information shall not be divulged to third parties without consent.

Personal identifiers shall be stored in an encrypted form so as to guarantee their security and 
confidentiality and shall be used for research only when absolutely necessary within a scope that 
does not harm individual rights.

All physicians and researchers that handle health databases including human genetic databases 
have a solemn responsibility and duty to guarantee their confidentiality and shall exert efforts 
to manage such databases securely.

The number of researchers and assisting staff with access to the information shall be main-
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tained at a minimum level at which the research is possible. Unauthorized creation or distribution 
of data copies or the use of data for purposes other than originally intended shall be prevented.

Personal identifiers shall be used only when the data is linked for the first time and shall be 
separated from the integration process and the output.

An organization that builds or stores the database independently from the researchers shall 
conduct the integration of data, and researchers should be provided with the data without any 
personal identifiers.

Results of research should only be reported in aggregate terms.

Informed Consent

The entire process of collection, storage and use of data that are included in health databases 
including human genetic databases shall be conducted using methods that are ethical and 
 compliant with each country’s laws and guidelines. In particular, the WMA Declaration of 
 Helsinki on Ethical Principles for Medical Research (DoH) involving Human Subjects shall be 
adhered to.

In collecting an individual’s health or genetic information, consent from the donor or his/her 
legal agent shall be the result of a voluntary decision reached based on sufficient explanation 
and understanding of details related with the donation including the clear present purpose of 
research, possible future research purposes, the type of genetic information collected, the method 
of collection and the entire donation related process from collection to use. The informed consent, 
in principle, shall be obtained in advance, using an explicit, written form.

The donor’s right to determine the use of information that he/she provided shall be respected. 
Therefore, even after a donor provides his/her informed consent, he/she still reserves the right 
to withdraw such consent at any time for whatever reason without any restriction and without 
concerns of suffering from any disadvantage due to withdrawal. All information provided by a 
donor who has withdrawn his/her consent shall be immediately destroyed.

A donor has the right to know of the current status of the research that is related with the 
information he/she provided as well as whether his/her information is being managed properly.

Fair Access and Sharing

The data incorporated into health databases including human genetic databases shall be treated 
as public goods. Access to such databases shall be guaranteed to researchers who are pursuing 
research for ethical and publicly beneficial purposes.

Also, the results of research related with health databases including human genetic databases 
shall be shared among nations as much as possible in order to maximize the benefit to the entire 
human race and to minimize research redundancy and the risks inherent in this field of research.

Any research that uses health databases or human genetic databases shall ultimately con-
tribute to enhancing equality in health and in society.

Protection of Vulnerable Groups

Research that uses health databases or human genetic databases also require devices designed 
to protect vulnerable groups.
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Researchers must provide sufficient consideration for such donors in all stages of research. 
The Research Ethics Committee must also identify any potential vulnerable group during its 
review process and examine whether the planned research properly provides devices for the 
protection of such groups.

Ethics Committee

With regards to research using health databases including human genetic databases, the Ethics 
Committee shall examine whether the research purpose, scope of data collection and the entire 
collection process are ethical and whether the collected information has been used for the  correct 
purpose and verify the capabilities and qualification of the research team that is conducting the 
research.

An international Research Ethics Committee shall be formed in the case where multiple 
 nations collaborate on research that uses health or genetic information from databases.

International Cooperation

The creation of human genetic databases and the results of research emanating from its use is 
potentially powerful technology that may change the quality of life for the entire human race. 
However, it also raises issues of inequality because many developing countries are blocked from 
participating in such research due to cost issues. Thus, international cooperation including  creation 
of related infrastructure and support for technology development and participation in research 
activities is necessary to enable even developing nations to participate in research that uses health 
databases including human genetic databases and to benefit the achievements from such research.

Recommendations for CMAAO Members

1. Each NMA shall urge each government to prepare the necessary legal systems and procedures 
so that the principles proclaimed in this resolution are shared and realized, and if necessary, 
is responsible for providing related advice as an expert group.

2. Also, each NMA shall exert efforts in the development and distribution of education and 
training programs for not only health database or human genetic database researchers,  related 
personnel and physicians but also the general public so that the principles proclaimed herein 
are widely communicated.

3. Also, each NMA shall exert efforts to support research activities on ethical approaches to this 
issue and also to monitor whether such ethical principles are being well followed. For this 
purpose, member NMAs shall build broad and close cooperative relationships with each of 
the governments, health authorities, academia and related organizations.
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Country Report

BANGLADESH MEDICAL ASSOCIATION*1

M. Iqbal ARSLAN1

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Secretary General, Bangladesh Medical Association, Dhaka-1000, Bangladesh (bma.org.bd@gmail.com).

Bangladesh Medical Association (BMA) is a 
well-recognized professional organization in 
Bangladesh. Government consults this body  
regularly in health related matters. BMA has 
contributed significantly in the formulation of 
National Health Policy by the present govern-
ment. Although it has to go a long way to have 
a health system that is efficient, equitable, effec-
tive and financial risk protective Bangladesh has 
progressed much in health sector particularly  
in attaining MDG-4 and MDG-5 (millennium 
development goal) targets for which it has 
achieved MDG award. The present government 
has given much emphasis on health sector. It has 
extended health service to the doorstep of the 
common people by building community clinics—
each one serving 6,000 people in its vicinity.  
Basic healthcare package is provided in the com-
munity clinic by a short term trained community 
health care provider. All these clinics are pro-
vided with a laptop computer and a wireless  
modem which is used for collection of local 
health related data provision of telemedicine 
service, community health education and certain 
other ICT based health solutions.

Bangladesh has introduced eHealth (elec-
tronic health) and mHealth (mobile health) which 
is proved to be very effective. In Bangladesh 
several private hospitals have been established 
which maintain international standard like  
JCI. BMA has organized a workshop on “Policy 
Dialogue on Tobacco Control” jointly with Ban-
gladesh Center For Communication Programme. 
BMA plays an advisory role in the medical  
subject related societies who organize scientific 
seminar/symposium time to time.

BMA is negotiating with the government to 
find out the means to solve the crisis arising out 
of absenteeism of the health workforce specially 
doctors in the rural setting. It is trying to con-

vince the policy makers and the bureaucrats  
to introduce incentives both financial and non 
financial to retain the health workforce in the 
rural areas.

BMA is working closely with the govern-
ment to increase the number of health work-
force in the country which is only 5.7 per 10,000 
population. As a result more than 6,000 doctors 
and 4,000 nurses recruitment is finalised recently. 
Another 10,000 nurses will be appointed soon to 
balance the existing disproportionate doctor-
nurse ratio which is 1:0.6.

Frequency of violence against the doctors has 
increased alarmingly in recent times. The law  
enforcing agency also arrest the doctors on an 
assumption that homicide has been committed. 
BMA has sought the court’s verdict compelling 
the law enforcing agency not to practice such a 
measure merely on an assumption. We are also 
working with the government to formulate a  
law to curve the violence on doctors and other 
health workforce. At the same time we are work-
ing with Bangladesh Medical and Dental Coun-
cil to make regulations on ethical behavior and 
practice by the doctor which will be required to 
follow.

BMA has supported the victims of natural 
and man made disaster by its medical teams. It 
also regularly conducts Free Friday Clinic which 
are visited mostly by poor. BMA regularly pub-
lishes its scientific journal which contains articles 
written by eminent physicians of the country.

BMA office bearers participate in the congress 
of World Medical Association, Commonwealth 
Medical Association and medical associations  
of SAARC countries. A formal healthcare stan-
dard, hospital accreditation system, private 
healthcare act and proper quality assurance pro-
gramme were lacking in Bangladesh. BMA has 
encouraged and assisted the authority to formu-
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late these.
BMA is supporting the government to launch 

Universal Health Coverage programme within  
a shorter period. Government has targeted  
to achieve UHC by 2032. Bangladesh Medical 

Association pledges to work with international 
community to improve the health situation 
throughout the world. We hope to getting coop-
eration from all to create a world we will love 
to live.
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Country Report

HONG KONG MEDICAL ASSOCIATION*1

Alvin Yee Shing CHAN1

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Vice-President, Hong Kong Medical Association, Hong Kong, China (hkma@hkma.org).

With the continuous efforts of our colleagues, 
the Association’s membership continued to grow 
steadily over the past year. The tie between  
colleagues and the Council continued to be 
strengthened through various activities—includ-
ing but not limited to the countless Continuous 
Medical Education (CME) programmes, com-
munity projects, research projects and social and 
recreational activities. The citizens of Hong Kong 
was involved and benefited a lot through our 
public education events and press statements.

With the unfailing support from our mem-
bers, we continued to speak for the profession 
and safeguard the health and welfare of the pub-
lic. We worked closely with the Government, the 
Hospital Authority (HA) and the Department  
of Health (DH) on important issues relating to 
political reform, public-private partnership (PPP), 
legislation on medical devices, revamp of HA, 
medical manpower planning, the Health Protec-
tion Scheme (HPS) and communicable diseases. 
We also worked with The Medical Council  
of Hong Kong on relaxation of the Licentiate 
Examination for overseas medical graduates.

On political reform and 2017 universal suf-
frage, we had conversations with a number of 
key persons and opinion leaders. We learned 
from them their philosophies of democracy. We 
listened to the voice of the people—our mem-
bers, whose views and visions of Hong Kong’s 
2017 universal suffrage were reflected in ques-
tionnaire survey. The report was released to  
our members and the press. In brief, members 
expressed a majority acceptance of nominating 
the next C.E. candidate through a nomination 
committee in accordance with the Basic Law, 
and it is a majority consensus that the threshold 
for nomination should be no higher than that in 
the 2012 C.E. election. From disparity of opinion 
we find agreement.

It has been a decade’s effort for the Hong 
Kong Medical Association (HKMA) to build up 
public private partnership (PPP), which has very 
much been an offspring of our Association. The 
Cataract Surgeries Programme and vaccination 
programmes were milestones. Negotiations were 
made with the Hospital Authority of Hong Kong 
in their initiation to partner with private family 
doctors in the day-to-day care of stable, hyper-
tensive patients. We shall continue to strive for 
sustainable and suitable PPP programs for the 
betterment of the people of Hong Kong.

Reverberation of the DR incident two years 
ago remains intense, and the Government has 
stepped forth to risk manage medical procedures 
and legislate medical devices. A number of steer-
ing committees and expert groups were formed. 
We were heavily involved in the committee dis-
cussions that followed. It has been common 
practice for doctors well-trained in endoscopy  
to perform colonoscopy in their own clinics as 
well as non-hospital endoscopy facilities. Patients 
enjoy a more affordable choice other than hos-
pital endoscopy. The Government decided to 
regulate and set a standard for non-hospital 
colonoscopy facility. We set up a Task Force  
to explore what the standards could be. We  
came up with a consensus statement which  
was submitted to but then brushed aside by the 
Government. Adding fuel to the fire is the Gov-
ernment’s intention to contract by tender for 
colonoscopy services. Tendering is intrinsically 
biased towards HMOs and insurance groups. 
The Government’s stance will foreseeably slash 
public choices of their endoscopists.

On the educational front, the 15th Beijing/
Hong Kong Medical Exchange on “Recent  
Advances in Cancer Medicine” was successfully 
held at Changsha, Hunan. Numerous CMEs,  
certificate courses and training courses were 
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 organized with practical topics like clinical issues 
and updates, chronic pain, increasingly common 
diseases associated with the ageing population, 
medico-legal issues and many others. To improve 
doctor’s communication skills, we continued to 
organize series of risk management workshops. 
To help doctors become expert witness for inqui-
ries, courts and tribunals, a two-day training 
course was held on a September weekend. After 
four years’ hard work in drafting, exchanging 
comments and refinement among the Associa-
tion, Medical Protection Society and lawyers 
from the two local panel law firms, the Clinical 
Risk Management Handbook was finally pub-
lished. We also organized an exchange visit  
to Yunnan. It has a multi-cultural inhabitants 
with 26 ethnic groups living in harmony with one 
 another, many retaining their own traditions and 
languages alongside Putonghua. We attended  
an enlightening lecture featuring ethnic minori-
ties of China and Sino-ASEAN relations, and 
visited a major provincial hospital, a local com-
munity health centre and the Kunming Medical 
University.

On social and recreational events, just like 
previous years, we arranged countless activities 
for our members. Sports events included the 
many ball games and matches—football, basket-

ball, volleyball, badminton, tennis, table-tennis, 
squash, bowling, snooker and golf etc. We also 
had bench pressing and power-lifting, not to 
mention the usual dragon boat, trailwalker, hik-
ing activities, annual swimming gala and family 
sports day. Our professional choir and orchestra 
continued their expertise in performing for vari-
ous fund-raising activities, including our annual 
Charity Concert. The Hong Kong Medical  
Association Photographic Society spell bind the 
city with the beauty they captured. Our photog-
raphers are our pride of the year.

Internationally, we participated in the 49th 
CMAAO Council Meeting held in New Delhi, 
India in September 2013 and attended the 64th 
WMA General Assembly in Fortaleza, Brazil in 
October 2013.

Hong Kong is a multivariate society in all 
aspects. We might even be multi-polar, whether 
in medicine or in politics and spanning from the 
practicality of our daily life to metaphysical phi-
losophy. Our culture is one of acceptance and 
inclusion, one of respecting difference and one 
with wisdom to nurture growth from common 
grounds: harmony. Under the concerted efforts 
of all, the HKMA will continue to serve our pro-
fession and the public in all areas related to our 
health care system.
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INDIAN MEDICAL ASSOCIATION*1

Jitendra B. PATEL,1 Narendra SAINI2

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 National President, Indian Medical Association, New Delhi, India.
2 Honorary Secretary General, Indian Medical Association, New Delhi, India (hsg@ima-india.org).

Indian Medical Association (IMA) is a well 
 established pan-India voluntary organization of 
modern medicine doctors. It has a membership 
of 2.5 lacs doctors spread over 1,650 branches in 
almost all the districts of India. IMA is reaching 
to approximately 35 crores of people every month 
and ensuring affordable & quality treatment.

IMA born in 1928 mainly out of the burning 
need to organize the medical professionals of the 
time for the national freedom struggle, IMA 
eventually reached an agreement with the British 
Medical Association, which had opened a few 
branches in India to cater to the local needs, that 
they will have no branch in India and got mutu-
ally affiliated. This relationship continues till 
today. This was as a result of the select few stal-
warts of the medical professionals in the country 
at that time.

In the year 1946, IMA was one of the founder 
constituent members of the world body, World 
Medical Association (WMA). IMA has been 
and con tinues to play an important role in the 
deliberations of WMA. In 1966, we hosted the 
III World Conference on Medical Education 
under the joint auspices of WMA and IMA fol-
lowed by the WMA General Assembly in 2009 
in the  national capital.

Vision of Leaders of IMA

IMA work started from where we left last year. 
The new team of office bearers took over the 
office with new vigor and dedication. We thank all 
the National leaders and Past National Presidents 
of IMA for their advices and guidance  offered 
to us. Our National President, Dr. Jitendra B. 
Patel gave a clarion call along with the Hony. 
Secretary General, Dr. Narendra Saini promising 
“Affordability, Accessibility-quality healthcare 

for all.” We have strived hard and taken effective 
steps to involve IMA State/Local Branches, 
Government Authorities, other National Medical 
Specialist Organizations, National and Interna-
tional Agencies, Media and Residents’ Welfare 
Associations etc. as partners in Healthcare. 
 Various MoUs have been entered to this effect 
during this year with many stakeholders for the 
benefit of the society. We have requested our 
state leaders and opinion leaders to create 
awareness of these projects and take effective 
steps for implementation.

To make IMA “Vibrant, many programmes 
have been started by IMA this year for the 
 benefits of its members, like:

Academic activities of IMA and its wings
IMA College of General Practitioners (IMA 
CGP), an academic wings of IMA for General 
Practitioners. Following are courses started by 
IMA CGP:
 1. Fellowship Course on Cancer Palliative 

Medicine
 2. International Post Graduate Paediatric 

Certificate Course
 3. P.G. Course in Emergency Medicine
 4. P.G. Course in Family Medicine
 5. Fellowship Course in Diabetology
 6. Fellowship Course in Nephrology
 7. Fellowship Course in Echocardiography
 8. Fellowship Course in Practical Oncology
 9. Fellowship Course in Sexual Medicine
 10. Fellowship Course in Practical Endocrinology

Recently on 16th August, 2014 IMA Col-
lege organized World Congress of Family Medi-
cine, WONCA South Asia Region at Chennai, 
 India. Convergence of lot of ideas, innovations, 
and  experiences in the conference would take 
family doctor practice to a new height. We are 
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very happy to inform you that every SAR coun-
try & every state of India was represented was 
represented.
IMA Academy of Medical Specialities (IMA 
AMS), the Specialists’ wing of IMA, publishes 
its Annual publication, the Annals of IMA AMS 
every year, which is an important publication for 
specialists. Moreover, the following courses are 
being organized by this Wing:
• Infertility
• Fluorescein Angiography
• Laser Photocoagulation in Retinal, Excismer, 

Laser & Lasik Surgery
• Phacoemulsification
• Training in Laparoscopic Surgery, Noninvasive 

Cardiology, Echocardiography, TMT, etc.,
• Critical Care in Cardiology, Advance Microear 

Surgery
• Functional Endoscopic Sinus
• Laser in ENT
• Tracho-Bronchial. Rhinoplasty Joint Replace-

ment
• Orthoscopic
• Spine Surgery
IMA AKN Sinha Institute of IMA, the wing of 
IMA involved in Distance Learning Courses, is 
organising a large number of Distance Learning 
Certificate courses for the members of IMA e.g.
• Family Planning
• HIV/AIDS & STDs Management
• Lactation Management
• Geriatrics Medicine
• Torture Medicine
• Environment & Occupational Health
• Adolescent Health
• Tuberculosis & Chest Diseases
• Paediatrics
• Reproductive & Child Health
• Medical Negligence & C.P.A.
• Psychiatry & Psychosexual Medicine
• Clinical Cardiology
• Clinical Diabetes
• Rheumatology
IMA Medico Legal Helpline: IMA have signed 
an MoU with Institute of Medicine & Law. For 
that IMA has created a separate email ID 
(imamedicolegalcases@gmail.com). All IMA 
mem bers are requested to register by providing 
one mobile number along with their IMA mem-
bership number and email  address on the above 
said email. The registration is free for IMA 
Members. After verification by IMA Office their 

name will be forwarded to the Medico Legal 
Helpline. Once their name will be registered, 
they will get confirmation through SMS’s and 
then they can avail the services of Medico Legal 
Helpline.
IMA & NIPCCD, organized a one-day Work-
shop on POCSO Act & Rules, 2012 for Medical 
Professionals on Sunday, 18 May, 2014 in 
NIPCCD, New Delhi. The main objectives of the 
programme was to: enhance the knowledge of 
the medical professionals about salient features 
of POCSO Act, 2012; develop an understanding 
of their role in implementation of the Act; and 
discuss with them about medical and forensic 
services in order to investigate sexual offences.
Symposium on Child Protection and Child 
Rights: IMA organized 28th CMAAO Congress 
& 49th CMAAO Council Meet at New Delhi on 
September 12-14, 2013. The participants included 
representative from CMAAO Countries and 
also from government, non-governmental orga-
nizations, networks and institutions, including 
professionals from all sectors and disciplines 
working on this issue. The theme of the con-
ference was “Be Human-Stop Child Abuse.” In 
this regard a symposium on Child Abuse was 
also organized during this conference. CMAAO 
Conference outcome document “Resolution on 
Child Abuse” was prepared and released. At the 
conclusion of the conference, the delegates 
pledged “the resolve to stand against the neglect 
and abuse of children and to strive for achieve-
ment of child rights and the building of a caring 
community for every child, free of violence and 
discrimination.”
Symposium on Child Sexual Abuse-Prevention 
& Response: Further to take this issue, recently 
UNICEF and the IMA recently organized a 
Symposium on Child Sexual Abuse-Prevention 
& Response held on 7th June, 2014 at Stein 
 auditorium, India Habitat Center, Lodhi Estate, 
and New Delhi. The symposium enhanced the 
understanding and awareness of the medical sec-
tor and allied professionals to how to response 
to sexually abuse children. Besides Delhi State 
holding working on this  issue were also invited. 
During this symposium a booklet on “Child 
Sexual Abuse” was released which provided key 
information on how medical professionals can 
prevent, detect and respond to child sexual 
abuse. The IMA is committed to the principles 
of protecting UN child rights, prevention and 
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management of child sexual abuse in all settings 
in India.

For implementation of IMA ambitious project 
“Child Sexual Abuse-Prevention & Response” 
in various parts of the country, the State/local 
branches of IMA have been requested to take 
up this project in various districts and under 
 developed areas in their jurisdiction, so that the 
movement against child abuse can be spread in 
the entire country.
Health Agenda: Health is one of the most impor-
tant aspects of any progressive community. IMA’s 
motto is “Affordable & Accessible Quality 
Health for All.” We are carrying out all steps to 
ensure success in achieving our aim. IMA had 
prepared its Health Agenda and we had circu-
lated the same to all the political parties.
Ebola Virus Disease: World Health Organization 
(WHO) has declared Ebola Virus Disease out-
break as public health emergency” and called for 
a global health alert in all countries which has a 
mortality of around 60%. The Ebola virus is dan-
gerous and can spread easily through bodily 
 secretions. Right now there is no threat to India 
but more than 45,000 Indian Origin people are 
working in West African Countries. Many people 
also visiting these countries for business pur-
poses. Because of migration of people there is 
always a chance of this disease entering in our 
country at any time. Ebola Virus being a new 
disease, there is a need to apprise our doctors 
and citizen of this country about this disease and 
to prepare guidelines. In this regard IMA has 
constituted an advisory committee.
Rational use of antibiotics: Development of 
 resistance to antimicrobial agents and increase 
of cost in healthcare as the result of unnecessary 
and inappropriate use of antibiotics has become 
a global problem. Therefore, there is a need to 
develop a strategy for rational use of antibiotics. 
In this regard IMA, in collaboration with Indian 
Academy of Pediatrics (IAP) organized first 
Advisory Committee Meeting on Rational Anti-
biotic Practices (RAP) on 5th August, 2014 at 
IMA House, New Delhi, in which it was decided 
to develop module for family physicians. Every 
hospital should have antibiotic policy. Training 
of Trainers (TOT) Workshops are planned for 
sensitizing the health professionals for proper 
usage of antibiotic. Public awareness campaign is 
also being initiated on rational use of antibiotics. 
A campaign has been started on IMA website 

asking member to register and take oath for 
stopping the misuse of antibiotics.
Disaster Management Wing: Last year, India 
witnessed one of the worst natural disasters  
in hilly terrains of Devbhoomi i.e. the State of 
Uttrakhand. Many houses & human lives were 
taken away due to huge landslides as a result 
of cloud bursts during the Monsoon season. A 
large number of pilgrims and local residents 
were buried alive or were left stranded with no 
food or shelter. IMA members reached the 
 disaster hit areas before any other help could 
reach there and started providing medical relief 
immediately to the survivors. IMA started reha-
bilitation work in Kedar Valley, one of the worst 
hit areas and constructed a well equipped New 
Health Centre. The Disaster Management Wing 
is functioning effectively and efficiently at vari-
ous places.
Aao Gaon Chalen Program: IMA prepared the 
road map to conduct the Aao Gaon Chalen 
project at all levels. Under this project our main 
aim will be to look after the village population 
as reformist, as social worker, as a preventive 
health care provider. Our suggestion is to run 
this projects on following line:
1. social structure—
 1) safe drinking water
 2) safe sanitation
 3) hand washing & hygiene
2. literacy—we can help in giving basic education
3. Health—
 1) immunization
 2) anemia detection
 3) deworming of children
 4) Medical Melas—Health Check-up Camp

On these lines all local branches are working 
in adopted villages/slums areas where health ser-
vices are not easily available. State and local 
branches join hands with other NGOs who are 
working on such project. School health is also 
being taken care of under this project.
Vector Borne Disease Program: It is a well known 
fact that the Vector Borne Disease like Malaria, 
Dengue, Chickungunya and Kalah Azar poses 
immense public health concern and continue to 
be major causes of significant morbidity and 
mortality in the country. These disease are prev-
alent both in rural and urban areas mostly among 
lower socio-economic groups of the population, 
the marginalized and disadvantaged members of 
the society.
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IMA has taken up a responsibility to reduce 
the deaths due to Malaria, Dengue, Chikungunya, 
Kala Azar and other Vector Borne Diseases. The 
branches of IMA have taken up this project in 
their area and State Headquarters is coordinat-
ing for effective and meaningful results. IMA in 
collaboration with National Institute of Malaria 
Research Department and other inter-sectoral 
partners is committed to contribute its role in 
Control of vector borne diseases by strategically 
addressing the problem through conducting Train-
ing of Trainers (TOT) workshops in various parts 
of the country. We are confident that capacity 
building of medical professionals is an important 
component for such diseases. Training of family 
physicians in private sector is important so as to 
equip them to take up the challenge to control 
this menace by adequately treating patients in 
the out patient’s clinics in urban as well as rural 
area. Though, it is herculean and challenging 
task. IMA is committed to approach the prob-
lem more aggressively & vigorously in all states.
Voluntary Blood Donation Camps: The Doctors 
Day is celebrated on the Date of Birth of Dr. 
Bidhan Chandra Roy (1 July 1882-1 July 1962) 
viz: 1st July every year. He was a highly respected 
physician & a renowned freedom fighter & a 
great social worker. He was awarded “Bharat 
Ratna” (India’s highest civilian honor.) in 1961. 
On this occasion, we decided to organize blood 
donation camps throughout the country with the 
help of 1,700 local branches.

Before the event to motivate our member-
ship we send mailers and visited number of state 
branches for the same. We also went in partner-
ship with NACO for their help in arranging 
camps and for proper storage of collected blood 
in blood banks. On regular basis we send SMS 
and emails to our branches to know the progress 
of camps. Guideline on IEC material and full 
details about preparation before and during Vol-
untary Blood Donation camp were prepared and 
circulated to our membership. I am pleased to 
inform you, we were able to collect 26,927 of 
blood units with the help of our state/local 
branches. The basic aim of this exercise was to 
wipe off the scarcity of blood by creating aware-
ness among general public, motivating them to 
donate voluntary blood as this is the best charity 
a human being can do to another and in no way 

it harm the donor.
Healthy Doctor Healthy Patient: While we take 
care of the health of our patients day-in and day-
out, we seldom take care of our own health. 
Even World Medical Council has shown concern 
about the health of medical professionals because 
of constant stress. Life-style diseases among  
the doctors are increasingly taking their toll in 
the form of premature death or disability. IMA 
organized various camps to screen doctors for 
some basic life-style parameters.
IMA GFATM-RNTCP Project: IMA in collabo-
ration with the Revised National Tuberculosis 
Control Program (RNTCP), is running a public-
private partnership (PPM) project. Under this 
project IMA has facilitated in sensitizing 92,700 
& training 15,730 private practitioners under 
RNTCP & ISTC (international standards of TB 
care).

In addition 4,174 DOT centers are opened by 
IMA through these trained practitioners. Further 
in lieu of the TB notifi cation order by the govt. 
IMA facilitated the notification of 34,919 cases 
(since Feb 2014-June 2014) through its members.
IMA Paramedical Courses: Different short term 
and Govt. sponsored certificate courses are con-
ducting by the IMA. We are also running the 
following paramedical courses in this wing:
• Medical Laboratory Technology
• Radiology
• O.T. Technology
• Medical Record Technology Cardiac Technology

All these courses have a tremendous future 
and will help the paramedical staff to get more 
jobs in various healthcare sectors and will also 
meet the challenges and shortage of qualified 
technicians. MoU has been signed between IMA, 
New Delhi and Society for the School of Medi-
cal Technology (SSMT), Kolkata for starting cer-
tificate courses in lab technology. Dr. Chandrima 
Bhattacharya, Minister of Health & Family Wel-
fare Department, Govt. of West Bengal inaugu-
rated these vocational courses.

A new paramedical course—Diploma in  
Dialysis Technician has been introduced by  
IMA H.Qrs., New Delhi.
Our Motto:
“Affordability, Accessibility and Quality Health-
care for All. Together we always achieve more.”
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Country Report

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 International Relations, Indonesian Medical Association, Jakarta, Indonesia (dr.ihsanoetama@idionline.org).
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JAPAN MEDICAL ASSOCIATION*1

Masami ISHII1

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Executive Board Member, Japan Medical Association, Tokyo, Japan (jmaintl@po.med.or.jp).

The Japan Medical Association (JMA) would 
like to highlight our activities from the last one 
year in our country report.

At first, Dr. Yoshitake Yokokura was re-
elected as a President of JMA, and his term is 
2014 June to 2016 June (Slide 1).

In anticipation of 2025, when baby boomers 
will become late-stage elderly, the development 
of a system of health care that comprehensively 
supports the community in the public universal 
health insurance system that is based on family 
physicians who are not just gatekeepers but 
 actively coordinate care, should be carried out 
through functional specialization of and coop-
eration among hospitals, provision of adequate 
in-home health care and long-term care, recruit-
ing and retaining health care personnel, and 
 improvements in the workplace environment.

The way of providing health care for the peo-
ple will change along with this, and the demands 
and trends in society will also change (Slide 3).

By 2040, this demographic shift will also 
place some localities at risk of disappearing due 
to  reduced population. But people are unable to 
live in a place without health care.

The policy to provide care which incorpo-
rates health care and long-term care. Cooperative 
 efforts are seen between the central government 
and the JMA, local government and local medi-
cal associations, and municipalities and munici-
pal medical associations to work together under 
the plan for health care and long-term care in 
each stage. A “New Foundation” will be used to 
facilitate these efforts (Slide 5).

Health care is an indispensable lifeline and 
also the basis for community building.

When thinking about the future of Japan and 
the coming super-aging society, medical associa-
tions that know the community and stand with 
the community must build a comprehensive 

community care system that provides integrated, 
appropriate health care, long-term care, welfare, 
and livelihood services in a community network 
centered on family physicians.

The JMA must also cultivate family physi-
cians and develop their capabilities in the aging 
society.

To establish a comprehensive community 
health care system, it is necessary to amend the 
related laws such as “Law on Promotion of 
Comprehensive Security of Medical Care and 
Nursing Care in Communities,” “Medical Care 
Law” and “Long-term Care Insurance Act” to 
ensure comprehensive promotion of health care 
and long-term care (Slide 7).

A comprehensive system that provides 
proper medical services, long-term care, welfare, 
and daily services in centralized fashion.

The goal is to secure everyone a place to live 
where they can be comfortable in their home 
community until death.

The basic stance of the JMA toward future 
development of health care is supported by the 
following two pillars.

One is to revitalization of local cities led by 
the local medical associations cooperating with 
the local governments and occupations of vari-
ous kinds.

The other one is that the local governments 
should learn and incorporate various cases from 
other local areas as example and use these to 
establish the provision system for medical and 
nursing care which fit the local cultures of indi-
vidual communities (Slide 8).

Our country’s public debt is over 1,000 tril-
lion yen or ca.10 billion USD, and economic 
growth is sluggish. Furthermore, the working age 
population in Japan is projected to shrink by 
20% in the future.

Under these conditions, the costs of social 
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insurance, mainly for health care and long-term 
care, are projected to rise, so in the future, poli-
cies called “regulatory reform” or “growth strat-
egies” will continue to bring pressure to restrict 
the scope of insurance benefits from the stand-
point of tight budget.

Repeated health care reforms driven by fiscal 
concerns have and will continue to run the risk 
of leading to the collapse of universal health 
 insurance in Japan.

Even now there have been loud cries for 
regulatory reform to reduce “excessive medical 
care” and the move towards commercialization 
of the core of medical care has accelerated.

Continue to maintain a critical attitude for 
 future government policies, judging according to 
the criteria of whether these policies contribute 
to safe health care for the people and whether 
these policies can protect universal health insur-
ance through public health insurance.

To build a society in which there is neither 
too much nor too little health care necessary for 
all people, we must promote lifelong health pro-
grams, extend the healthy life expectancy, and 

advance reforms appropriate for the times, while 
at the same time we must preserve universal 
health insurance that is sustainable.

The JMA has called for the medical com-
munity to come together and become even more 
unified for redevelopment of community health 
care by working toward solutions to the various 
problems that are affecting health care.

Along with urging the construction of a 
health care provision system compatible with the 
actual situation in our communities, we have also 
clarified specific goals for facing the super-aged 
society that is coming in 2025.

What is most important is the position of 
standing with the people. This is because our 
duty as a physician is to help provide decent and 
healthy living for the people throughout their 
entire lives.

The real task of nation building is to make 
a society in which people can live healthy and 
secure lives, as well as to raise people who are 
able to support such a society.

Health care is certainly at the root of such a 
society.
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KOREAN MEDICAL ASSOCIATION*1

Cheong Hee KANG1

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Vice President, Korean Medical Association, Seoul, Korea (intl@kma.org).

Conflict over Introduction of  
Tele-medicine and Effort to Restore  
the Health Care System

In October 2013, the Republic of Korea govern-
ment announced its policy to introduce overall 
tele-medicine between patients and physicians. 
The government is trying to push forward the 
plan despite the opposition and concern of the 
medical and public community.

Tele-medicine between physicians is already 
allowed in Korea and tele-medicine between 
 patients and physicians for people with lower 
 accessibility to physicians is being carried out 
through trial project. Tele-medicine that the gov-
ernment is currently pursuing is overall imple-
mentation of tele-medicine between patients 
and physicians.

This is the promotion of tele-medicine as a 
substitute to face-to-face consultation rather 
than as a supportive measure. This will damage 
the fundamental aspect of medical care of face-
to-face interaction. Moreover, Korea has high 
accessibility to physicians and overall promotion 
of tele-medicine is not necessary.

Tele-medicine will bring tremendous changes 
in demands on medical personnel. Regional 
medical institutions are expected to take the 
biggest hit with the implementation of tele-
medicine where distinctions between larger hos-
pitals and primary clinics are not clear. Overall 
promotion of tele-medicine will be eventually 
led to unlimited competition between hospitals 
and clinics and between medical institutions in 
the Capital area and regions.

The most concerning aspect of Korean Medi-
cal Association (KMA) is that patient safety, 
 effectiveness, legal liability issues were not prop-
erly assessed or examined during the preparation 
process. Despite the strong  opposition of the 

KMA, the government pushed forward with the 
tele-medicine policy. KMA  inevitably took col-
lective action in order to protect public health 
and the national health system as well as to 
restore order to the health care system.

On March 10, 2014, as the last resort, there 
was a one-day suspension of medical service. 
Even though essential medical staff in emer-
gency rooms and ICUs were excluded, about 
60% of clinics and 7,000 interns and residents 
participated. The action was an expression of not 
only opposition against the government’s plans 
to introduce tele-medicine but also the physi-
cians’ wishes to promote primary care institu-
tions, to improve the national health insurance 
program, to reform wrong health systems and to 
improve medical regulations that infringe upon 
the physician’s professional autonomy.

The government and Korean Medical Associ-
ation entered into talks in order to find a solution 
and agreed to the step-by-step implementation 
of 38 policy initiatives including improvement 
of national health insurance programs including 
re-discussion of tele-medicine and conducting 
pilot projects, and improvement of various sys-
tems and regulations for activate primary care.

Despite the agreement, difference of opinion 
still exists between the government and KMA 
and the discussion with the government on tele-
medicine has been stopped. But the government 
still insists on pushing forward the tele-medicine 
policy without proper assessment of examination 
on patient safety, clinical efficacy, and consider-
ation for legal liability.

KMA believes that patient safety, efficacy 
and legal liabilities related with tele-medicine 
can never be compromised so KMA plans  
to strongly resist the government’s unilateral  
approach to tele-medicine policy during the leg-
islative process at the National Assembly.
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Aside from the tele-medicine issue, KMA 
plans to call on the government to continuously 
implement the initiatives for promotion of 
 primary care, improvement of health insurance 
and regulatory reform agreed upon through the 
Korean Medical Association-government talks.

Establishment of KMA Policy

Currently, KMA is in the process of establishing 
the KMA Policy in order to systematically orga-
nize and declare KMA’s position regarding vari-
ous issues related with medical care and medical 
science.

KMA plans to develop the KMA POLICY 
as a system that can be referenced at any time 
with regards to medical policies and medical 
 issues that the public and KMA members are 
interested in.

Through the establishment of the KMA 
POLICY, KMA aims to enhance the consistency 
of KMA’s policy towards medical issues, quickly 
respond to various policies, to achieve efficient 

operation. We expected that the KMA POLICY 
will enhance our reliability as a professional 
 organization.

Community Activities

Medical Assistance in the Philippines
KMA dispatched an emergency medical assis-
tance team to the Samar and Leyte Islands of 
the Philippines damaged by Typhoon Haiyan, 
and provided care to over 1,000 patients includ-
ing 6 surgeries during a total of 11 days.

Publishing “The Good Doctors”
KMA published a fun and easy-to-understand 
book for the public in order to spread correct 
medical information. This is to strengthen health 
communication with the public. “The Good Doc-
tors” was written by a total of 76 doctors practic-
ing in various fields, leveraging their knowledge 
of the latest domestic and international medical 
research and rich clinical experience.
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*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
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1 Vice President, Myanmar Medical Association, Yangon, Myanmar (mmacorg@gmail.com).

Myanmar Medical Association (MMA) was 
founded in 1949 as Medical professional asso
ciation with registered medical doctors. Mem
bership of 18,000 with both government service 
and general practitioners together with 33 spe
cialty societies and 12 social supporting groups. 
There are 90 branch offices in states, regions 
and townships over the country. MMA is the 
only professional organization of qualified med
ical doctors in the Republic of the Union of 
Myanmar.

2014 central executive committee is led by 
Dr. Rai Mra as President, Dr. Aye Aung and Dr. 
Myint Thaung as Vice Presidents and Dr. Saw 
Win as Secretary General.

Myanmar Medical Association is also the 
member of
(1) MASEAN in October 1997
(2) CMAAO in November 2009
(3) WMA in October 2012.

Main Objectives

• To promote and advance the Science of Medicine
• To encourage continuing medical education and 

medical research among the medical professionals
• To support the promotion of health along with 

the national health care programs and plans
• To promote cooperation and foster a fraternal 

spirit among its members
• To safeguard the honor and dignity of the med

ical profession
• To maintain a high ethical standard among the 

medical profession

Main Activities of MMA

• Education and Training towards the CME 
 accreditation

• Clinical and Public Health Research with ethi

cal and professional needs and standard
• Community Healthcare including public health 

projects, health promotion including reproduc
tive health

• Collaboration and coordination with allied 
medical associations and societies in and out
side the region

• Partnership approach with allied medical 
 societies, INGOs, NGOs inside the country

• Encourage and support total capacity building 
of the association at all level with professional 
aspiration

Conferences 2012-2013

• 60th Annual Conference was held in Yangon in 
January 2014

• 8th Pathologists’ Conference was held in Yangon 
during January 2014

• First Endoscopic Surgical Conference was held 
in Yangon during February 2014

• 3rd GI & Liver International Scientific Meet
ing was held in Yangon during March 2014

• 5th Conference on Myanmar Society of Endo
crinology & Metabolism was held in Yangon 
during in March 2014

• 24th Eye Surgeons’ Conference was held in 
Yangon during November 2013

• 15th General Practitioners’ Scientific Confer
ence was held in Yangon during November 
2013

• MyanmarThai Scientific Meeting and 10th Reha
bilitation Medicine Conference was held in 
Yangon during October 2013

• 19th Medical Specialties Conference was held 
in Yangon during October 2013

• 11th Radiology Conference was held in Yangon 
during November 2013

• 10th Obstetrical and Gynecological Congress, 
Yangon, February 2013
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Academic Projects and Public Health 
Related Projects

Academic Projects and 18 Public Health related 
Projects funded by various International Donor 
Agencies including MMA itself, covering 80 
townships in the fields of Reproductive Health, 
Youth, Malaria, TB, Statics & Mobile Health 
Care Services, etc.

Continuing Medical Education Program 
for GPs

• Certificate in Family Medicine four courses: (1) 
Public health, Family Medicine and research 
course; (2) Diagnostic procedures in Medi
cine, Surgery, Obstetrics and Gynaecology; (3) 
emergency medicine; and (4) common clinical 
problems.

• Distance learning medical education (CME 
unit MMA)

• Participation in Diploma in Family Medicine 
course conducted by Department of Medical 
Sciences

Numbers of Candidates who successfully 
completed above four courses and in two  
year and received Completion Certificate in 
Family Medicine were 526 doctors. Total num
ber of candidates attended was 5,266 and 3,798 
candidates have completed the distance Learn
ing medical education program.

Special Training

• Primary Trauma Care Myanmar
PTC Myanmar carried out 7 Instructor courses 
and 2 Supervisor forums and produced 1,000 
candidates as PTC Providers, 120 local Instruc
tors and 20 local Supervisors.

Public Health Programs and Projects 
Conducing with Collaboration with 
Ministry of Health and INGOs

Sexual and Reproductive Health (SRH) 
Project for GP (with UNFPA)
a) District level minimal intervention service 

package (MISP) for RH training—18 town
ships (GPs, MMCWA, MRCS, MWAF, Infor
mation and Communication, Social welfare, 
Police and General Administrative Depart
ment)

b) Providing mobile RH services in poor and 
underserved areas (20 sites—9 townships in 
Yangon Region and 2 township in Raphine 
State)

c) Clients referral support for Emergency Ob
stetrics care

d) Client referral support for obstetrics fistulas
e) RH refresher courses for the GPs, Pharmacies 

and AMW
f) Comprehensive Reproductive Health Services 

for Underserved Communities (with UNFPA)

Youth Development Program
a) Adolescent RH Project
b) HIV/AIDS Prevention and Education Project
c) Youth Leadership Project

Health education produces two reproductive 
health education TV series (endless journey and 
guiding star) in March 2014 will be on public TV 
program.

MMA-IUD Project (with PSI) in Yangon, 
Mandalay, Bago and Ayarwaddy Regions
• To reduce Maternal Mortality Rate and Infant 

Mortality Rate
• To reduce Abortion Rate and Unwanted Preg

nancy
• To promote role of IUD in family planning

Provision of Life Saving RH Care (with 
UNFPA) in Sittwe and Myebon Townships 
(with Relief International)
Static and Mobile Health Care team to cover 
Reproductive Health

Malaria Programs
a) Quality Diagnosis and Standard Treatment of 

Malaria Project (QDSTM) (with GF)
b) Myanmar Artemisinin Resistance Contain

ment (MARC) Project (with 3D Fund)
c) MMACAPMalaria (with USAID)
Goals
• To reduce malaria morbidity and mortality in 

the project townships by improving early access 
to quality diagnosis and standard treatment of 
malaria

• To contribute to the Millennium Development 
Goals of reducing by 50% of malaria morbidity 
and mortality in 2015

Objectives
• To ensure that malaria cases received quality 

assured diagnosis and standard treatment in  
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accordance with national malaria treatment 
guidelines. (This is linked to objective 2 of the 
national operational plan on malaria preven
tion and control.)

Total 453 QGPs in all state and regions, 123 
townships and 14 Fixed and Mobile Clinics

TB Programs
a) MMA-PPM-DOTS Project (with GF)
Vision: Every TB patient seeking treatment from 

private health provider in Myanmar gets inter
national standards of TB care at free of charge

Mission: To assist the efforts of National Tuber
culosis Control Programme in achieving its 
goal to bring down the burden of Tuberculosis 
in Myanmar

Area coverage: 122 townships, (5 States & 7 Re
gions), 34 townships through Scheme III

GPs: (1,300) PPM implementing GPs
b) MMA-Cap-TB Project (with Fhi.360— 

USAID)
The USAIDfunded CAPTB Project provides 
technical assistance and support to the Myanmar 
National Tuberculosis Program (NTP)
To reduce the incidence of and mortalityrelated 
to multidrug resistant tuberculosis (MDRTB) in 
Myanmar.
c) MMA-ACF TB Project (3 MDG) 3 years 

project for Urban poor, Hard to reach (Rural) 
area and Industrial zone (16 townships in 5 
States and Regions)
motto: Find missing TB cases as much as We 

Can
Objectives
• To empower community health volunteers in 

TB prevention and care activities for reduction 
of TB disease burden in community.

• To increase early case detection and prompt 
treatment of hidden TB cases in urban poor 
areas, rural areas and industrial zones

• To increase the community awareness of TB

Mobile Medical Services in Remote Areas 
(with Nippon Foundation)
Agreement for 1st year August 2012, 2nd year 
from October 2013. Targeted care for 30,000  
patients in year 1 but achieved 53,101 cases, and 
the year 2 targeting 40,000 patients.
a) Rural area difficult to cover and easily reached
b) Socioeconomic Status
c) Vacancy of Government Basic Health Staff
d) Close to Border area

Disasters Relief and Care
MMA had experience with Natural disasters 
like, Cyclone Nargis and Giri.
Men made disasters with Rakhine state experience.
Support the health care services with emergency 
mobile specialists and clinics with DOH.

Disease Surveillance
DOH provided guideline for the reporting and 
management of disease outbreak.

MMA prepare to collaborate with the guide
line at various  levels of health care.

Social Activities
(a) Special group for elderly doctors (SGED) to 

look after the elderly and pensioned doctors
 for their welfare, health care services and 

day care services.
(b) Religious groups for meditation and reli

gious ceremonies.

Myanmar Medical Association will continue our 
aims and objectives, mainly on the continuing 
medical education, personal development pro
grams and social welfare of the fellow medical 
professional.
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*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 General Secretary, Nepal Medical Association, Kathmandu, Nepal (mail@nma.org.np).
2 President, Nepal Medical Association, Kathmandu, Nepal.
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PHILIPPINE MEDICAL ASSOCIATION*1

Maria Minerva P. CALIMAG1

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 President, Philippine Medical Association, Quezon City, Philippines (philimedas@yahoo.com).

Distinguished personalities and fellow Presi
dents of member countries of the Confeder
ation of Medical Associations of Asia and 
Oceania (CMAAO), distinguished guests, ladies 
and gentlemen.

We live in interesting times! This year, the 
Philippine Medical Association (PMA) cele
brates its 111th Foundation Day. The PMA is 
our Mother Organization since 1903 built upon 
the ageold ideals of our predecessors. It is the 
Accredited Professional Organization of Physi
cians in the country for the longest time. It has 
weathered many challenges through the years. 
Members and patients count on the PMA to 
be the informed, authoritative and independent 
voice in the art and science of medicine. Public 
confidence in our objectivity is critical to carry
ing out our mission. The public relies on the 
PMA to minimize actual and perceived conflicts 
of interest and  ensure that all its interactions 
meet high ethical standards. In all of these inter
actions, the PMA remains committed to acting 
with integrity and transparency. Now standing 
here before you as the 93rd PMA President and 
the 7th female to lead this prestigious associ
ation of physicians I recognize the power of 
organized medicine even more. I see how an 
issue I faced in my practice could be taken to 
a higher level. And if resolved at that higher 
level, the benefits would reach not only my own 
patients, but also every patient in the country.

As I go around the country this year repre
senting the Philippine Medical Association, I 
have visited 17 Regions of the PMA and some 
60 out of 118 Component Societies in the past 
31/2 months, I listen to our colleagues’ stories 
and come to understand and appreciate the diver
sity of ideas and approaches to health care chal
lenges found in different regions—and realize 
that each has its merits. I am reminded again and 

again of the responsibility we have as physicians 
to provide the best care possible to our patients. 
In addition I believe we have a dual responsi
bility to provide the leadership to ensure that 
the environment in which care is given, the 
 structure of the health care system, is one that 
promotes good quality care. Now, I also recog
nize the challenges and fears we physicians have 
of losing our autonomy—we fear that . . . crucial 
health care decisions will be dictated by govern
ment, by the hospital administrators, or by health 
insurance companies.

Advocacies drive changes at the PMA and 
they have taken notice of the PMA in the Halls 
of Senate and Congress as I represent the PMA 
in the Committee of Health on issues of drug 
safety profile and fake drugs, in the Committee 
on Budget and Finance on issues of taxation, in 
the Committee on Economic Reforms on issues 
related to the ASEAN Harmonization; in the 
Halls of the Department of Health as Resource 
Person in the Formulary Executive Committee 
and the Food and Drug Administration (FDA) 
Pharmacovigilance Committee and participates 
in drafting the Administrative for the adoption 
of Mexico City Principle and the Kuala Lumpur 
Declaration, in the Advisory Committee and the 
Standards and Privacy Committees of the Philip
pine Health Information Exchange Initiative, 
in the Philippine Burden of Disease Committee; 
in the Board Rooms of the Dangerous Drugs 
Board and the Philippine Drug Enforcement 
Agency on issues of drug regulations and the 
revision of Board Regulation No.3, which is the 
IRR of the Dangerous Drugs Act of 2002; the 
Board Rooms of PHILHEALTH on issues of 
fees reimbursement and quality healthcare; in 
the Professional Regulation Commission (PRC) 
and the Commission on Higher Education 
(CHED) on issues related to Outcomesbased 
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Education, Clinical quality improvement and 
patient safety through interprofessional education 
and collaborative practice, the revised framework 
for the Continuing Professional Development 
and the ASEAN Qualifications Reference Frame
work; and in the Conventions and Congresses 
of the Department of Science and Technology 
and Philippine Council for Health Research and 
Development and the different local, national 
and international Specialty Societies; in the 
Medical Staff Meetings and corridors of hospi
tals nationwide; and in the corridors and audito
ria of Universities and Medical Colleges, and 
speaking my mind in the numerous press confer
ences, while calling for transparency and account
ability in all our transactions. Together with the 
Philippine College of Physicians and the Philip
pine Society on General Internal Medicine we 
have launched the Coalition on Primary Care.

The PMA is also set to launch its MOOC site 
on Online Continuing Medical Education for the 
Primary Care Physicians. In the international 
scene, speaking on Adverse Drug Events at the 
2014 Conference of the International Society 
on Pharmacovigilance (ISoP) held at the Asian 
 Institute of Management in Manila; the 2014 
Asia Pacific Association of Medical Editors 
(APAME) in Ulaanbatar, Mongolia to discuss 
issues on research dissemination in the Asia 
Pacific Region, and at the APEC Business Ethics 
for SMEs Forum in Nanjing China as one of 
nine participants from the Philippines. Speaking 
in a session on behalf of professionals as stake
holders in the Business Ethics conversation, I 
was among 200 attendees from 80 organizations 
across 20 APEC economies to promote ethical 
environments in the medical device and bio
pharmaceutical sectors. Recognizing that facili
tating ethical environments cannot be achieved 
by one group alone, the Forum convened leaders 
from industry, government, healthcare profes
sional associations, patient groups and other 
 organizations. The PMA tagline as an organi
zation is be: “PMA: Empowering the Filipino 
Physician for Nation Building.”

Dear colleagues, change can be scary. But 
we must never forget: change can also be good. 
Today the PMA stands at a crossroads in the 
history of health care in this great nation. Behind 
us lies a century of failed attempts to improve 
the system. Ahead of us lie two distinct paths. 

One is the path of inaction. Of glorifying the 
past, succumbing to partisan politics that muddle 
all our issues, and thwarting any attempt to 
move forward. The other is the path of action. 
Of collaborating, innovating, and leading the 
drive toward productive change.

Today, we look back, thank and celebrate 
three groups of people who played an important 
role in the development of our organization:

First—to the group of early PMA pioneers 
who believed and acted upon an idea that such 
an association would be useful to promote and 
serve the medical profession in our country;

Second—to the group of leaders and mem
bers who expanded the original vision of the 
organization by offering exciting new activities 
and events that continue to serve our constitu
ency today;

Third—to the group of future leaders and 
members who will continue to nurture and 
 develop our association into a vibrant future. If 
the relevance and vitality of professional organi
zations is based on the services and support it 
provides to its members, as well as its ability to 
change and transform itself to reflect the changes 
in ‘our’ world, then we at the PMA, can truly call 
ourselves leaders and I am honored (and proud) 
to be among fellow leaders of PMA! We think 
creatively, work collectively, and lead passion
ately! We all look forward to many more years 
of learning, sharing, mentorship and forming 
lasting friendships. Mahatma Gandi said . . . If we 
want to find ourselves . . . we have to lose our
selves in the service of others . . . . We celebrate 
Our Legacy: A Distinguished Past . . . A Vibrant 
Future!

There are three types of people: 1. Those who 
make things happen, 2. Those who watch while 
things happen, and 3. Those who do not know 
what is happening.

Colleagues, I know that the Philippine Medical 
Association is composed of physicians determined 
to make things happen and I look forward to 
walking that path of action with my fellow leaders 
in the year ahead. We are doing right by our 
patients and we are leveraging the power of 
 organized medicine. The future of health care in 
our country . . . is in our hands.

Thank you. Mabuhay ang CMAAO, at Mabu
hay ang PMA!
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*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Council Member, Singapore Medical Association, Singapore (sma@sma.org.sg).
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TAIWAN MEDICAL ASSOCIATION*1

Ching-Chuan SU,1 Jerry-Y.H. CHU2

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 President, Taiwan Medical Association, Taipei, Taiwan ROC (intl@tma.tw).
2 Vice Secretary General, Taiwan Medical Association, Taipei, Taiwan ROC (chinchu@ms2.hinet.net).

Taiwan Medical Association (TMA) complied 
data on membership, physician-patient ratio and 
distribution of physicians across all levels of 
healthcare facilities by end of 2013. A summary 
of TMA’s recent activities is presented below:

Government Sponsored Projects

Projects included “2014 Global Budget Imple-
mentation Performance and Evaluation,” “CME 
Credits Acknowledgement,” “ICD-10-CM/PCS 
Training,” “Community-based Colorectal Cancer 
Screening,” and “Development of Job Stress 
 Inventory for Physicians in Taiwan.”

Legislative Advocacy and Policy 
 Formulation

Policies promoted by TMA included “Medical 
Care Act Amendment,” “Medical Malpractice 
Resolution and Compensation Act” (draft), “Long-
term Care Act,” “Long-term Care Insurance 

Act” and a policy governing pharmacist’s regis-
tration of parallel practices in multiple locations.

International Programs

We visited Japanese Ministry of Health, Labour 
and Welfare, Japan Medical Association and 
long-term care facilities in Japan; attended the 
67th World Health Assembly and World Medical 
Association Luncheon Meeting; sent a delegation 
to the American Medical Association General 
Assembly; visited Malaysian Health Ministry 
and Medical Association, and actively engaged 
with Chinese medical professionals.

Other Activities

We identified critical gaps to be addressed in the 
NHI system, purchased group insurance for our 
members, and collaborated with mass media in 
various occasions.
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THE MEDICAL ASSOCIATION OF THAILAND*1

Ronnachai KONGSAKON1

*1 This article is base on a presentation made as the Report of Activities by each NMA at the 29th CMAAO General Assembly and 50th 
Council Meeting, Manila, the Philippines, on September 24-26, 2014.

1 Chairman of Ethics, The Medical Association of Thailand, Bangkok, Thailand (math@loxinfo.co.th).

The Medical Association of Thailand (MAT) 
Under Royal Patronage has the new executive 
com mittee 2014-2015:
President:
 Assoc. Prof. Dr. Prasert Sarnvivad
President Elect:
 Prof. Dr. Saranatra Waikakul
Vice-President:
 Prof. Dr. Teerachai  Chantrarojanasiri
Secretary General:
 Prof. Dr. Ronnachai  Kongsakon
Chief Executive Officer:
 Prof. Dr. Somsri Pausawasdi

The 2013-14 Thai political crisis was a period of 
political instability in Thailand. Anti-government 
protests took place between November 2013 and 
May 2014. On 22 May 2014, the army formally 
staged a coup against the caretaker government 
and formed a junta called National Peace and 
Order Maintaining Council (NPOMC) to govern 
the country. On 21 August 2014 army chief Gen-
eral Prayuth Chan-ocha was appointed prime 
minister by a legislature he had handpicked.

MAT still have so many activities under the 
political crisis within Thailand and internationally.
Within the association
• Outreaching Programme on the Medical Ethics 

for the medical students and newly graduates 
in several faculties.

• On 17-20 September 2013: Leadership and Nego-
tiation Skill Training Course: Sampran. Thailand

• On 10-13 October 2013: Midyear MAT Scien-
tific Meeting at Khonkaen, Thailand

• Organizing the MAT AGM on February 8, 2014
• Develop 3 regional MAT (New policy of MAT)
At the National level
• Preparing for the coming ASEAN Economic 

Community (AEC) in 2015 concerning Health 
care Provision

• Moving medical services to a pay for perfor-

mance system for doctors
• Increasing the health warning sign on cigarette 

packaging to 85%
• Cover Dance Anti Smoking Campaign on June 

8, 2013
• NATIONAL ALLIANCE FOR TOBACCO 

FREE THAILAND (NATFT) on Oct 2, 2013
At the Regional Level
• Visited and Attended the National Medical 

 Association Conferences
· On January 22-24, 2013 Myanmar Medical 

 Association
· On January 26-28, 2013 Chinese Medical 

 Association
· Visited Wu Han University in China on 

March 21-24, 2013
· MASEAN Midterm Meeting in Halong Bay, 

Vietnam on April 25-26, 2013
· Australian Medical Association National 

Conference, Sydney, 24-26 May 2013
· 16th MASEAN Conference, Singapore, 9-11 

May 2014
At the Global Level
• Attended and Chaired the Revision of Decla-

ration of Helsinki in Tokyo 27 February-2 
March, 2013

• Attended the 194th WMA Council Meeting in 
Bali, Indonesia on April 2-7, 2013

• Attended the WMA Leadership Course at the 
INSEAD Institute in Singapore 28 April-3 May 
2014

• Attended American Medical Association An-
nual Meeting in Chicago on June 7-11, 2014

Future Programmes
• WMA GA at Durban, South Africa, October 

6-11, 2014
• Scientific Meeting of the MAT, October 24-26, 

2014
• Declaration of Helzinki Celebration, Novem-

ber 11, 2014
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The 29th CMAAO General Assembly was held 
September 24-26, 2014, in Manila, Philippines, 
with about 70 delegates in attendance from 13 
member NMAs.

The main topic of the symposium was 
“Health Database in an Information Society.” 
While the situations and issues differ among the 
member nations, this challenge is rapidly becom-
ing more significant in each society. As individual 
physicians and as members of NMAs, our efforts 
in this field face increasing difficulties.

This is why the WMA decided to establish 
a working group for ethical guidelines on this 
subject, and thereby promote the development 
of a certain harmony beyond the Declaration of 
Helsinki, which will celebrate its 50th anniver-
sary in November 2014.

At the CMAAO Assembly, we welcomed 
important guests as keynote speakers—namely, 
the WMA President Dr. Margaret Mungherera 
and the American Medical Association President 
Dr. Robert Wah. Both underscored the impor-
tance of ongoing discussion regarding the ethical 
aspects of information technology development 
in the health area for domains such as the 
CMAAO and the WMA. The Assembly pro-
vided a good opportunity to collectively review 

and discuss the issues our region faces regarding 
information technology and the pros and cons 
of health databases. We are happy to have 
reached some common ground and adopted our 
resolution.

Since the WHO Western Pacific Region 
(WPRO) has an office in Manila, we were able 
to invite main officers to the meeting and have 
fruitful exchanges encompassing broad per-
spectives. We are grateful to Dr. Nishikiori from 
the WPRO for giving a special presentation on 
multidrug-resistant tuberculosis at the request of 
delegates from the Indian Medical Association.

It is true that viruses and microorganisms do 
not pose as much risk as they once did. How-
ever, as made clear by Dr. Nishikiori’s presenta-
tion, as well as recent events such as the Ebola 
outbreak, the battle is not over. We rely on 
advanced methodologies and must develop sys-
tems to prepare for not only old diseases but 
also new threats that emerge from remote local 
areas in distant regions.

Masami ISHII, Executive Board Member, Japan Medical Association 
( jmaintl@po.med.or.jp); Vice-Chair of Council, World Medical Asso-
ciation; Secretary General, Confederation of Medical Associations in 
Asia and Oceania (CMAAO).

From the Editor’s Desk



Principles of Medical Ethics

Japan Medical Association

The mission of medical science and health care is to 
cure diseases, to maintain and promote the health of 

the people; and based on an awareness of the importance 
of this mission, the physician should serve 

society with a basic love for humanity.

1. The physician should strive to achieve a lifelong dedication 
to continuing education, to keep abreast of medical 

knowledge and technology, and to support its 
progress and development.

2. The physician should be aware of the dignity and 
responsibility of his/her occupation and strive 

to enhance his/her cultural refinement, 
education, and integrity.

3. The physician should respect the individuality of 
his/her patients, treat them with compassion, 

provide full explanations of all medical treatment, 
and endeavor to earn the trust of the patient.

4. The physician should maintain respect for his/her fellow 
physician, cooperate with medical care personnel and 

serve the cause of medical care to the best 
of his/her abilities.

5. The physician should respect the spirit of public 
service that characterizes health care, contribute 
to the development of society while abiding by 

legal standards and establishing legal order.

6. The physician will not engage in medical activities
for profit-making motives.
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