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2
NONCOMMUNICABLE

DISEASES AND
MENTAL HEALTH

Surveillance, Prevention and Management of
Noncommunicable Diseases
Noncommunicable diseases (NCDs) are increasingly becoming
a major cause of morbidity, mortality and disability. The World
Health Report 2001 had indicated that NCDs account for 51
per cent of deaths and 44 per cent of the disease burden in the
Region. The major NCDs include: cardiovascular diseases,
cancers, diabetes mellitus, and chronic obstructive pulmonary
disease.

To address these problems, the framework of a regional
strategy for NCDs was developed based on the Global Strategy
for Prevention and Control of NCDs that was endorsed by the
Fifty-third World Health Assembly. It identifies major diseases,
viz. cardiovascular diseases, cancer and diabetes mellitus for
integrated surveillance, community-based prevention and
primary health care-based cost-effective management. The
strategy targets major risk factors like tobacco and alcohol
consumption, physical inactivity, imbalanced diet, obesity and
high blood pressure for standardized surveillance and integrated
community-based interventions.

The Regional Office initiated activities aimed at developing
an affordable and manageable surveillance system for all
countries of the Region. One of the activities undertaken in
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this context was to collect information from each Member
Country on major noncommunicable diseases and their risk
factors. Data as reported by the principal investigators from
Bangladesh, Bhutan, DPR Korea, India, Indonesia, Myanmar,
Nepal, Sri Lanka and Thailand were compiled and analysed
in the publication, Noncommunicable Diseases in South-East
Asia – A Profile. Although the data collected are of very limited
epidemiological value, this is the first publication of its kind
issued by the Region. As such, it may contribute to the
ongoing discussion on the role of NCD surveillance and also
prompt the countries to establish sustainable databases for
NCDs and their risk factors.

To help strengthen NCD surveillance activities, the
development of national NCD surveillance networks in
Bangladesh, India, Indonesia, Nepal, Sri Lanka and Thailand
was supported. The activities included a series of national
workshops that facilitated the development of national
consensus on the objectives, strategy, scope and methods
of sustainable surveillance of major NCDs and their risk
factors. Based on the experiences and recommendations
made by national networks in the six Member Countries,
it is planned to establish a Regional Network for NCD
Surveillance to facilitate exchange of information and
experiences and in developing a regional strategy for NCD
surveillance.

NCDs are increasingly becoming a major cause of disability, morbidity
and mortality in the Region
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WHO has developed guidelines and a methodology to
support Member Countries in developing sustainable,
standardized NCD risk factor surveillance. A step-wise approach
based on both standardized data collection and sufficient
flexibility, which would be appropriate in a variety of country
settings, has been proposed. It emphasizes that small amounts
of good quality data are more valuable than large amounts of
poor quality data.

The approach and methodology tested recently in selected
demonstration areas is being advocated for widespread
implementation in the Region. WHO and national networks
of NCD surveillance that have been developed/strengthened
are facilitating training and planning activities aimed at
integrating this NCD risk factor surveillance approach into
national health information systems in a sustainable way. The
step-wise approach to NCD risk factor surveillance was
incorporated into the Indonesian Health survey (Surkesnas) and,
through it, into the Indonesian Health Information System
(Siknas) in 2001. The first regional Steps Planning Workshop
was held in Bangkok in April 2002 to support seven Member
Countries in capacity building for incorporating standardized
NCD risk factor surveillance into national health information
systems.

Pilot projects were initiated in demonstration suburban areas
of the capitals of three regional mega countries (Dhaka, Jakarta
and New Delhi) in 2001 to collect evidence on the effectiveness
of community-based prevention programmes aimed at reducing
NCD risk factor levels in the population. After completing the
pilot phase, long-term NCD intervention targeting major risk
factors in an integrated way and incorporating appropriate
mechanisms for monitoring and evaluation will be continued
with WHO support.

Recognizing the importance of cardiovascular diseases which
contribute to 29 per cent of the deaths in the Region, the SEA
Advisory Committee on Health Research (SEA/ACHR) addressed
the problem at its 27th session in April 2002. The Committee
identified priorities in CVD research and proposed measures to
strengthen collaborative research in the area. WHO supported
many research studies, including health system research,
focusing on priority NCD prevention and control and assisting
Member Countries in strengthening health care for people with
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established NCDs. It facilitated the development and
implementation of cost-effective secondary prevention
interventions, with emphasis on primary health care and
community-based participation. To support this work, a new
WHO collaborating centre for diabetes research and prevention
was designated in Chennai (India) in 2002.

Using a global WHO questionnaire, the national capacity
for NCD prevention and control was assessed in all the ten
countries of the Region. The exercise provided valid information
that helped in identifying constraints and needs, and in setting
priorities for technical support. In addition, it helped in
planning, implementation and evaluation of NCD prevention
and control programmes.

National NCD prevention and control programmes have
been initiated in a majority of Member Countries since 1975.
They are however vertical, disease-specific and most often
tertiary care-focused rather than integrated and oriented on
population-based primary prevention targeting common NCD
risk factors. There is a need to build up on the experience of
other WHO regions (EUR, AMR, and AFR) that have initiated
regional NCD prevention and control networks and integrated
them with the Global Forum for NCD Prevention and Control
in order to more effectively address international and global
dimensions and challenges, including coordinated advocacy,
resource mobilization and training. There is also a need to
strengthen political commitment on developing the network
by the Member Countries and to identify appropriate resources
to facilitate planning, implementation, monitoring, evaluation
and coordination of its activities.

Tobacco
The Regional Committee, at its 53rd session, urged Member
Countries to use regional mechanisms and associations, such
as SAARC and ASEAN, to actively promote the Framework
Convention on Tobacco Control (FCTC), and tobacco control
in general. In response, with WHO support, representatives
from Member Countries continued to participate in the FCTC
process at the global and regional levels.

To provide a forum for an in-depth analysis of FCTC, two
intercountry consultations were organized in Thimphu



THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

27

(Bhutan) and Jaipur (India) respectively. These meetings have
incrementally helped Member Countries to clarify and
strengthen their positions on the various sections of the
Convention. The participation of delegates from Member
Countries was supported at the 3rd and 4th meetings of the
Intergovernmental Negotiation Body on FCTC. Regional
positions on FCTC and region-specific proposals on the Global
Fund for the implementation of FCTC by developing countries
were forcefully articulated at these meetings.

Development of a scientifically sound database on tobacco
control continued to be a critical component of the regional
technical support to Member Countries. Sentinel prevalence
studies on tobacco use were initiated in Bangladesh, Bhutan,
India, Indonesia, Myanmar and Sri Lanka and have been
completed in all these countries except India. The studies provide
a sound basis for target-specific intervention development and
advocacy for intensified tobacco control activities. Economic
analyses of tobacco production and use as well as health and
other costs related to tobacco use have been conducted in
Bangladesh, Bhutan, Indonesia, Maldives, Myanmar, Nepal,
Sri Lanka and Thailand. The results of these studies are being
reviewed by WHO headquarters and would help strengthen
fiscal and legislative policies of countries to reduce tobacco
consumption, particularly among children, the youth, women
and the poor.

While the adverse effects of smoking on reproductive health
are widely known, that of chewing tobacco has not been
sufficiently researched. In most parts of the Indian
subcontinent, tobacco use among women is predominantly in
the chewing form. Research to elucidate the implications of
chewing tobacco on reproductive health is at its final stage in
India, while it has just started in Bangladesh. Based on the
results of these studies, countries can formulate antenatal and
community-based interventions focusing on tobacco use by
pregnant women and women in general.

WHO continued to support the Global Youth Survey on
Tobacco Use being spearheaded by WHO headquarters. The
initiative focuses on collecting data on tobacco use among the
youth with a view to having a global database for evolving
effective country-specific tobacco control interventions. So far,
Indonesia, Myanmar, Nepal and Sri Lanka have completed
national surveys and published results.

Representatives from
Member Countries
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To support tobacco control activities at the country level,
the Indian Institute of Health Management and Research,
Jaipur (India) was contracted to develop management
training modules on tobacco control. The first training for
focal points using the module took place in August 2001. It
is planned to strengthen these modules further by
incorporating country-specific case studies through pilot-
testing at the national level.

To strengthen the advocacy capacity of NGOs, the NGO
Alliance for Tobacco Control in India was supported to develop,
print and distribute a media kit on tobacco. Copies of the kit
have been shared regionwide to support NGOs in their advocacy
efforts.

To support advocacy and educational programmes through
World No-Tobacco Day at the country level, information kits
and T-shirts were produced and distributed to all the countries.
The theme for 2002 was “Tobacco Free Sports: Play it Clean”.
The Regional Director briefed the media on the focus of the
celebration and WHO’s position on tobacco and sports. The
second round of the South-East Asia Anti-Tobacco (SEAAT)
Flame was launched.

The publication of the regional quarterly newsletter, Lifeline,
continued; three issues were brought out. The newsletter
provides a useful forum for countries to share experiences.

The regional launch of the second round of the SEAAT flame was held in
conjunction with World No-Tobacco Day 2002
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Health Promotion
WHO supported the review of health promotion policies and
strategies in Bangladesh, Indonesia, Myanmar and Thailand.
The objective was to identify an entry point to intensify
advocacy for political commitment for strengthened health
promotion policies and implementation. Advocacy to use health
promotion strategies as an important tool for health
development was found to be successful in that health
promotion has been included in the health policies of these
countries. The review results however highlighted the urgent
need for political commitment for implementing health
promotion activities. The lack of a proper understanding of
the concept and the tendency to equate health promotion with
behavioural change communications as well as the weak
intersectoral partnerships of health promotion were also noted.
To secure a regionwide overview of health promotion
implementation, the review is being expanded to cover the
remaining six countries.

The availability of adequately qualified human resources is
critical to the successful implementation of health promotion
interventions which are sensitive to the needs of Member
Countries. With rapid changes in the epidemiological and
demographic patterns in the Region, health promotion needs
to focus more on the health determinants and risk factors. A
review of the health promotion curricular content of 27
training institutions in six Member Countries was conducted
to ascertain the level of health promotion inputs and the
capacity of such institutes to offer health promotion courses.
The review results formed the basis of an intercountry
consultation held in Madurai (India) in September 2001, which
defined the core training curricular content for the various
levels of health promotion training. A network of health
promotion training institutions was initiated at the
consultation to help operationlize the core curricular content
at the national level.

The Regional Committee, at its 53rd session, urged countries
to pilot the concept of healthy districts at the country level.
The development and concept of the Healthy Districts
Programme was extensively discussed among participants from
nine Member Countries of the Region at an intercountry
consultation, held in May 2001 in Gurgaon (India). The
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WHO supported
Member Countries to
introduce life skills
education into school
curricula as a health
promotion
methodology to
improve lifestyles of
school children

outcome of the meeting included definition of a healthy district,
guiding principles, goal and objectives as well as criteria for
identifying the district for piloting the concept. As a follow-
up, Bhutan, India, Indonesia and Sri Lanka have already
identified districts for the programme, while Maldives and
Nepal are in the process of doing so.

To create a better understanding of the concept and practice
of healthy settings, an advocacy package has been developed
and distributed to all countries. This encapsulates the origins
of the concept and experiences at the district level as an umbrella
setting for coordinated and cooperative action for health. The
Regional Concept and Strategies paper and the operational
guidelines that have been developed would help strengthen the
capacity of Member Countries in developing healthy districts.
The guidelines have been pretested in Indonesia and India. To
support the management of the Healthy District Programme,
a training module on the management of integrated healthy
settings at the district level has been finalized.

Technical support continued to be provided to Member
Countries in the area of health promoting schools, hospitals
and workplaces. Operational guidelines for the development
of health promoting hospitals have been finalized for pretesting.

Schools are strategic settings for fostering good health, not
only for students but also school personnel and the community.
The health promoting schools initiative in the Region supports
schools to adopt policies that empower them to create
supportive environments for healthy living. In this context,
schools can be effective advocates to promote health within
and outside schools. Member Countries were supported to
introduce life skills education into school curricula as a health
promotion methodology to improve lifestyles of school
children. An effort to make students themselves health
promotion activists culminated in an intercountry Health
Jamboree in Maldives in September 2001.

The Jamboree highlighted the objectives of health as a
holistic concept, sharing observations, experiences of students
on prevalent health problems, discussing existing school health
programmes in the respective countries and outlining strategies
to help countries improve the health of adolescents in school.
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The outcome of the Jamboree included an oath taken by
students in the presence of the President of Maldives as well as
recommendations for follow-up actions.

Modules prepared for the Jamboree have been revised with
additional subjects included on adolescent health. The
facilitators guide that was developed will help teachers and
students to conduct a successful Health Jamboree at the
national level. This would strengthen the efforts of Member
Countries in promoting adolescent health as well as expanding
the activities of health promoting schools at the country level.

Member Countries were supported in celebrating World
Health Day 2002 on the theme of physical activity, with the
slogan, “Move for Health”. Information kits with emphasis
on the prevention and control of noncommunicable diseases
were developed and shared with all Member Countries.
Promotional materials were made available to countries to
motivate schools, youth and sports groups as well as
communities on physical activity programmes.

Five countries were supported to document country
programmes on healthy lifestyles with emphasis on physical
activity and diet. The Regional Office is working with the
remaining five countries to undertake similar documentation.
This would help define strategies to strengthen physical activity
at various levels and for specific age groups.

A regional health jamboree, organized for students in Maldives,
highlighted the objectives of health as a holistic concept
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Disability/Injury Prevention and Rehabilitation

Injuries and violence prevention

Based on the estimates of World Health Report 2001, the South-
East Asia Region has reported the largest burden of injuries
among all WHO regions. An estimated 1.4 million people are
reported to have died due to injuries in 2000 and about 70
million people are estimated to have sought emergency
treatment owing to injuries. Acknowledging a large burden of
injuries and violence in the Region, a number of regional and
national activities were initiated during the period under review.
The high-level task force, constituted by the Regional Director,
has identified injuries as a priority activity for intercountry
projects. A regional profile of injuries has been prepared. Road
traffic injuries, burns, work-related injuries, suicide and
violence are reported to be among the more common injuries.
An intercountry consultation, held in Bangkok in January
2002, developed a regional strategy for injury prevention.
Advocacy for strengthening national programmes, injury
surveillance, pre-hospital care and emergency care are the key
approaches adopted. A regional training programme for trauma
epidemiology and injury surveillance has also been identified
as a priority and a curriculum for the same is under
development. At the national level, research activities on the
epidemiology of injuries are being supported in India, Indonesia
and Sri Lanka. Assistance was provided to the countries for
the development of national plans of action on injury
prevention. Ground work has been completed for piloting
injury surveillance and pre-hospital care in three countries.

Prevention of blindness

Following the regional launch of Vision 2020: The Right to
Sight, the Prevention of Blindness Programme has taken new
strides. Many countries have launched national Vision 2020
campaigns while some of them have developed national
programmes.

Considering the high prevalence of blindness in Bangladesh
(1 per cent) and Indonesia (1.5 per cent), a capacity building
programme is being piloted in one institution in each country
with expertise from the Lions Aravind Institute of
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Ophthalmology in India. This project aims at increasing the
productivity of each of these centres and improving the
outcome of services to serve as models.

A team consisting of an ophthalmologist, an anaesthetist
and an ophthalmic nurse is being trained to provide surgical
eye care to children to address the problem of childhood
blindness in eight countries of the Region. A team from the
Cicendo Eye Hospital in Bandung (Indonesia) has already been
trained. Participants from other countries will be trained in
batches. Under this process, about 32 nationals will be trained
in paediatric eye care and eight countries will have one
paediatric eye care centre each. Training is being provided at
L.V. Prasad Eye Institute in Hyderabad (India).

Preparations are at an advanced stage to initiate an
intervention study for the prevention of traumatic corneal ulcer
in Bhutan, India and Myanmar.

For long, management deficiencies have been recognized as
key obstacles in implementing prevention of blindness and
Vision 2020 programmes. To improve the situation, training
in management and systems development has been provided
to 16 heads of eye hospitals, 17 eye care programme managers
as well as 7 hospital administrators.

October 20, 2001 was observed as World Sight Day in all
the countries of the Region. An advocacy kit, developed by the
Regional Office, was distributed in the Region.

Prevention of Blindness programmes in the Region have received an
added thrust with the launch of the Vision 2020 : the Right to Sight
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Prevention of deafness

To assess the extent of the problem, a survey on hearing
impairment and ear diseases using the WHO protocol was
completed in India, Indonesia, Myanmar and Sri Lanka. A
regional profile of deafness and hearing impairment has been
prepared. Chronic otitis media, noise-induced hearing
impairment, the use of ototoxic drugs and congenital diseases
have been identified as the main conditions causing deafness
and hearing impairment in the Region. A survey is being carried
out to assess the infrastructure to deal with deafness and ear
disease in India, Indonesia, Myanmar, Nepal, Sri Lanka and
Thailand. A regional strategy to reduce the impact and burden
of deafness and hearing impairment will shortly be developed
once baseline data are available. Support was provided to the
countries for training primary health care workers in primary
ear care and for conducting mobile ear camps.

Ageing and health
The population of those 60 and above is rapidly increasing in
the Region. The current estimated number of this population
is 120 million which is expected to increase to 493 million by
2050. Health systems in the Member Countries have been slow
to respond to the needs of this rapidly increasing section of
the population. A regional situation analysis on ageing and
health has been prepared by analysing the available
information. A Manual on Health Care of the Elderly at Family
and PHC levels has been developed with WHO support, for
use in DPR Korea. A profile on health of the elderly in all the
ten countries of the Region is under preparation. This will
provide the much-needed evidence base for developing a regional
strategy. A regional model for Comprehensive Community and
Home-based Health Care has been developed and is being field-
tested in Bhutan, Myanmar, Nepal and Thailand.

Rehabilitation

Increased longevity and the growing incidence of injuries have
led to a rapid increase in the number of disabled persons
requiring rehabilitation services in the Member Countries.
Community-based rehabilitation (CBR), promoted by WHO,
has been implemented in many countries. Significant efforts

The proportion of the elderly
population is increasing
rapidly in the Region
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have been made to remove barriers and improve access for the
disabled. Home-based long-term care is being promoted as a
supplementary strategy.

A new International Classification of Functioning, Disability
and Health has been adopted by the World Health Assembly.
The countries of the Region participated in its development
over the last six years.

Mental Health and Substance Abuse
Mental health was the subject of a resolution adopted by the
54th session of the Regional Committee, as well as of discussions
during the Regional Parliamentarians Meeting in New Delhi.
The Regional Office developed several intercountry projects and
programmes on topics related to mental health and on
substance abuse. A series of monographs covering Alzheimer’s
disease, epilepsy, schizophrenia, mental retardation, depression
and suicide were also issued.

Professional neuropsychiatric services are scarce in Member
Countries, particularly in rural and remote areas. Thus patients
with neuropsychiatric disorders are deprived of even the basic
minimum level of service. An Intercountry Consultation on
Development of Strategies for Community-based Neuro-
psychiatric Services, held in Bangkok in November 2001,
recommended that strategies be developed for training general
practitioners and other lay health workers in the identification
and management of two disorders (epilepsy and psychosis).
This project is at an advanced stage of development and field-
testing is scheduled for the second half of 2002.

Projects are being developed in rural and remote areas for
the rehabilitation of children with mental retardation. Similar
urban-based projects will include training programmes for
rehabilitation workers which can be implemented in all Member
Countries. In addition, models for the rehabilitation of patients
with long-term stay in hospitals are being developed.

To promote positive mental well-being amongst adolescents,
six modules entitled Coping with Stress, Conflict Resolution,
Strengthening Bonds with Others, Handling Peer Pressure, Self-
esteem Enhancement and Dealing with Emotions were
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developed. These modules have been tested in India, Indonesia
and Thailand and found to be very useful.

An Intercountry Workshop on Development of
Methodology for assessment of the magnitude of neuro-
psychiatric disorders in the community was conducted. As a
follow-up, surveys will be conducted in Member Countries in
collaboration with WHO headquarters. Thus, reliable,
community-based and internationally comparable data on the
magnitude of neuropsychiatric disorders in the Member
Countries will be available. These data will assist in
prioritization and programme development for mental health
and substance abuse.

Representatives from all the Member Countries participated
in project development workshops conducted by the Regional
Office. Bhutan, Indonesia, Maldives and Sri Lanka were
supported in the development of several community mental
health projects, adolescent mental health, neuropsychiatric
disorders survey and community-based neuropsychiatric
management. Support was provided to India in initiating
projects in the areas of management of epilepsy, psychosis and
rehabilitation of mentally challenged persons.

Suicide prevention

India and Sri Lanka record the highest number of suicide rates
and occupy the 45th and 7th positions globally respectively.
Moreover, the classical risk factor applicable to suicide in the
western countries usually cannot explain most of the suicides
in the Region. An intercountry study on the subject has been
initiated by WHO headquarters in which India, Sri Lanka and
Thailand are participating. The results of this study should
lead to the identification of unique local factors which
predispose a person to committing suicide.

A WHO monograph entitled Suicide Prevention: Emerging from
Darkness was issued by the Regional Office.

Substance abuse and prevention of harm from alcohol

The Regional Office, in collaboration with WHO headquarters,
is developing programmes aimed at adolescents for addressing
diverse issues related to substance abuse, including volatile
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substance abuse, which is an increasing problem and has not
been addressed effectively. Alcohol abuse, particularly among
the poor, remains a major problem in the Region. Innovative
programmes for the prevention of harm from alcohol are being
developed. A booklet entitled Mental Health and Substance Abuse
including Alcohol in the South-East Asia Region was issued.
Another monograph on Alcohol Use and Related Problems is
under preparation.

A Technical Experts Consultation on Development of a
project for Prevention of Harm from Alcohol Abuse was held
in Bali (Indonesia) in June 2002. The consultation finalized
the draft regional strategy to address the multi-faceted issues
relating to alcohol abuse in the Region and to identify unique
solutions to reduce the harm due to alcohol use in the
community.


