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Prevention and Management of Chronic
Noncommunicable Diseases

1. Noncommunicable diseases (NCDs) such as cardiovascular
diseases (CVDs), cancer, chronic lung diseases and diabetes
mellitus account for 54% of all deaths in the SEA Region. Almost
half of these NCD-related deaths occur prematurely. Tobacco
use, unhealthy diet, and physical inactivity, high blood pressure
and high cholesterol level make up a cluster of well-known and
largely modifiable risks related to these NCDs. The current threat
of NCDs could be overcome with available knowledge. Despite
these possibilities however, health promotion and prevention of
NCDs remain marginal to the mainstream of essential public
health actions in the countries of the Region. During the period
under review, WHO continued to promote multisectoral actions
based on principles of health promotion and integrated
prevention and control of NCDs at population, community and
individual levels.

2. Integrated epidemiological surveillance and population-
based interventions to curb major risk factors were supported.
At the same time, equitable and cost-effective management of

Noncommunicable Diseases
and Mental Health

2



24
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

major NCDs with the optimal utilization of existing health
systems was promoted. A regional project on “Capacity
strengthening for policy-makers and programme managers
from health and other sectors for prevention and control of
NCDs” was initiated in collaboration with the WHO Centre for
Health Development, Kobe, Japan. Twelve training modules on
capacity building were developed, which will facilitate the
development of new and revision of existing policies, strategies
and programmes for control of NCDs in countries of the SEA
Region.

3. Scientific evidence shows that inappropriate diet and
physical inactivity are among the most powerful risk factors
for occurrence of NCDs. Keeping this in view, WHO Member
countries adopted the Global Strategy on Diet, Physical Activity
and Health in 2004 in terms of the resolution WHA57.17. As
a follow-up to this, national plans of action for implementation
of the Global Strategy in India, Indonesia and Nepal were
formulated with technical support from WHO.

4. WHO is continuing its support for community-based
interventions (CBI) through pilot projects for integrated
prevention of NCDs, which were implemented in Bangladesh,
India, Indonesia and Sri Lanka. The CBI project in Depok, near
Jakarta City in Indonesia gained considerable recognition from
the local community and district administration. This in turn
led to the expansion of CBI as an essential element of the national
NCD prevention programme in Indonesia.

5. Experts and institutions that are the major pioneers in the
prevention and control of NCDs in the Region have formed a
Regional Network for NCDs Prevention and Control for South-
East Asia (SEANET-NCD) by adopting the charter for
collaboration among the network members including WHO.
Necessary plans of action for implementation of the Network’s
activities over the next two years were finalized at the regional
consultative meeting held in Maldives, in November 2005. The
SEANET-NCD contributes to dissemination of information and
exchange of expertise, and facilitates multisectoral,
multidisciplinary and multi-level collaboration. The broad
adoption of WHO’s STEP-wise approach in NCD prevention and
control has contributed to strengthening national capacity for
conducting surveillance, and in development of policy options.
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6. Standardized NCD-risk-factor surveys were completed in
nine countries of the Region. Follow-up actions to collect more
nationally representative data are under way in India, Indonesia,
Nepal, Sri Lanka and Thailand. Support was also provided in
deploying the NCD InfoBase at national level in countries of the
Region. National InfoBase teams were constituted, and orientation
training provided in utilization and maintenance of this
knowledge resource. The InfoBase would help in bringing the
evidence closer to the attention of policy-makers and programme
managers and contribute to the planning process. Recognizing
the need to strengthen monitoring and evaluation, a survey
instrument for assessing the progress in NCD prevention and
control was developed. The survey has documented the status of
country commitment, capacity and capability and identified
constraints and needs.

Mental Health and Substance Abuse

7. Mental health development in countries of the Region is
unique in some ways. WHO has played an active role in
sensitizing Member countries on the need to develop programmes
for mental health promotion and well-being, and in developing
strategies for mental health care which reaches out to the
community. An experts’ meeting on mental health promotion,
held in the Regional Office in October 2005 set the agenda for

Member countries are addressing the challenge of inappropriate diet and physical
inactivity.
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development of strategies for mental health promotion in Member
countries. Using the outcome of the meeting, an intercountry
workshop on mental health promotion was organized jointly
by WHO and the Ministry of Public Health of Thailand, in
Bangkok in November 2005. It identified strategies and tools to
promote adolescent mental health and building community
resilience. Models for these strategies will be further developed
and tested in Member countries.

8. After the tsunami hit some countries of the Region on 26
December 2004, WHO, together with affected Member countries
and other development partners, played an active role in
supporting the response in the area of mental and psychosocial
health promotion. In collaboration with experts and institutions
from the Region, WHO produced and disseminated a series of
technical documents related to community-based mental health
care and psychosocial support to victims. These publications,
published in local languages, were widely used in affected
Member countries. WHO also produced a document entitled
“WHO Framework for Mental Health and Psychosocial Support
after the Tsunami”. This document outlines the overall WHO
policy on mental health and psychosocial relief efforts following
a big disaster like the tsunami.

9. WHO worked closely with the Ministry of Health, Sri Lanka
in developing a national plan for community-level psychosocial
support, along with the mental health back-up services, as an
offshoot of the response to the tsunami-related mental health
services. A similar plan was implemented in Tamil Nadu, India.
In order to have a common strategic direction and to have
appropriate dialogue with other development partners including
NGOs, a technical assessment of mental health and psychosocial
relief efforts in India and Maldives was conducted with the help
of a WHO expert team and an external evaluator. This evaluation
showed that the mental health activities conducted in Maldives
were technically appropriate. All activities in the affected Member
countries were summarized in the publication: “Mental health
and psychosocial relief efforts after the tsunami in South-East
Asia”. An intercountry meeting on development of guidelines
for mental health and psychosocial aspects of disaster
preparedness was held in Thailand in June 2006, at which the
tsunami-affected countries shared their experiences in mental
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health and psychosocial relief efforts. The meeting also discussed
the mental health and psychosocial components of existing
disaster preparedness plans of all participating Member countries
and made recommendations for mental health and psychosocial
aspects of disaster preparedness which can be adapted by all
Member countries.

10. With WHO support, Sri Lanka successfully adopted a new
National Mental Health Policy in February 2006. The process
of revising/developing mental health policy, with technical
support from WHO, is continuing in Bangladesh, Bhutan,
Indonesia, Maldives, Myanmar and Nepal. Programmes for
developing community-based mental health systems were
conducted in India, Indonesia, Maldives and Myanmar. In
Bangladesh a study on the magnitude of common
neuropsychiatric disorders was conducted.

11. Member countries were assisted in developing community-
based programmes on prevention and control of the harmful
use of alcohol, keeping in line with the implementation of the
WHO resolution WHA 58.26 on “Public health problems caused
by harmful use of alcohol”. Programmes on prevention of harm
from substance abuse were organized in India, Maldives,
Myanmar, Sri Lanka and Thailand with WHO’s support. The
basic approach is empowerment of the community through
information and knowledge to reduce harm from alcohol and

Community-based mental health care and psychosocial support are being
strengthened in the Region.
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demand for other substances of abuse. Other WHO activities
included development of self-learning material for community
volunteers on prevention of harm from alcohol, and an economic
analysis of the direct and indirect costs of alcohol consumption
in one district of Karnataka, India. This study has documented
that alcohol consumption affects all areas of a person’s own
life, and of his/her children, family, the entire community and
the state.

12. All Member countries are developing programmes for
mental health promotion. Specific programmes include
adolescent mental health promotion using the life skill strategy,
building community resilience, use of traditional methods such
as yoga to promote mental well being. A reorientation of the
mental health programme to focus on mental health promotion
is needed while building community mental health systems at
the same time.

Health Promotion

13. The Sixth Global Conference on Health Promotion on
“Policy and partnership for action: addressing the determinants
of health”, organized by WHO in Bangkok, Thailand in August
2005, adopted the renewed commitments on health promotion
and identified new policy actions and strategic directions to
promote health through investment in sustainable policies,
strategies and infrastructure; building capacity to promote
health; and establishing partnership and alliances with public
and other sectors for resource mobilization and services delivery.
The Conference resulted in the formulation of the “Bangkok
Charter for Health Promotion in a Globalized World”.

14. The 117th session of the Executive Board in January 2006
and the 59th World Health Assembly in May 2006 debated upon
the progress and follow-up action on the Bangkok Charter for
Health Promotion. Member countries were urged to consider
the need to increase investments in health promotion as an
essential component of equitable social and economic
development. In June 2006, at the regional consultation of
stakeholders from the ministries of health, education, and
communication, and representatives from civil society groups,
the regional strategy for health promotion was reviewed and
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endorsed as part of the follow-up to the Sixth Global Conference
on Health Promotion. Countries also identified actions and
commitments for follow-up at country level, through the
development of national workplans. WHO continued to work
with academic institutions and civil society groups as part of
the follow-up to the Global Conference. WHO supported
participation by three academic institutions from the Region
involved in human resource development in health promotion,
i.e. Chiang Mai University (Thailand), the Rajiv Gandhi
University of Health Sciences, Bangalore (India) and the Indian
Institute of Mass Communication, New Delhi (India) at the
meeting of Collaborating Institutions in Health Promotion, held
in Singapore in February 2006 for development of plans of action
for strengthening national and regional capacity building for
health promotion professionals.

15. Promoting school health activities focused on de-worming,
building lifeskills, and development of policy and strategy.
Activities in this regard were implemented in India, Maldives,
Myanmar, Sri Lanka and Thailand in collaboration with WHO
and other partners. In order to disseminate appropriate health
messages and promote health, the health promotion programme
worked closely with the disease control programme to reduce
risk of human exposure to avian flu. In addition, risk
communication was adopted as part of the regional strategy

Deworming is an important component of school health promotion in the Region.
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for the elimination of rabies in humans and animals at an inter-
country meeting on rabies elimination, held in Sri Lanka. The
City of Bangalore, India was selected as the regional site for the
collaboration project undertaken with the WHO Kobe Centre
for Health and Development as part of the work of the
Commission in May 2006. A follow-up project on urbanization
and health development examined the social determinants of
health affecting the poor in the urban slums of Bangalore.

Tobacco Control

16. Five million people die every year globally from tobacco
use; with 1.2 million people being from the SEA Region, among
the most affected regions of WHO. Against this backdrop,
Member countries developed the WHO Framework Convention
on Tobacco Control (WHO FCTC). Of the 131 Member countries
which are Party to the Convention, nine are from the SEA Region
as of June 2006. The main focus of the Regional Tobacco Control
Strategy has been to build national capacity to help countries
meet their obligations under the Convention. A follow-up
workshop to review and implement the outcome and
recommendations of the First Session of the Conference of the
Parties to the Framework Convention was organized in August
2005 in Bangladesh.

17. In order to pursue this strategy, a number of activities were
undertaken in the Region, including: organization of national
workshops for capacity building; development/amendment of
tobacco control legislation; joint workshop of the South-East
Asia and the Western Pacific regions for sharing expertise and
information on tobacco control efforts, and consultation with
potential donors, bilateral organizations and tobacco control
partners. The Global Health Professional Survey (GHPS) Training
Workshop was organized following which GHPS was
undertaken in five countries in the Region. Similarly, the GYTS
was undertaken in five countries. A GHPS Analysis Workshop
and an intercountry GYTS analysis workshop were also
organized to analyse the survey data and produce a report.
Support was provided to revise the health costs study pertaining
to Bangladesh, and to develop the protocol for such a study in
Sri Lanka. At the request of Bhutan and Maldives, tobacco
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cessation training activities were organized for health workers.
Countries were supported to commemorate and celebrate the
“World No Tobacco Day 2006” with the theme - “Tobacco:
Deadly in any form or disguise.” Like every year, all Member
countries celebrated ‘World No Tobacoo Day’ on 31 May with
the specific aim to create awareness on and to advocate for
national commitment on tobacco control. Three eminent tobacco
control advocates from the Region received the World No Tobacco
Day awards for 2006.

18. The Regional Strategy for Tobacco Control and Regional
Plans of Action for Tobacco Control (2006-2010) were developed.
Generic Guidelines for Enforcement of Tobacco Control
Legislation were developed to help countries implement tobacco
control measures.

19. Surveillance and research in tobacco control were further
strengthened through updating of the tobacco information
database maintained at the Regional Office. The mechanism for
exchange of information and experiences would continue to be
upgraded and adapted as per the reporting instrument under
Article 21 (Reporting and Exchange of Information) of the WHO
Framework Convention. Efforts are continuing towards
supporting countries from the Region who are Parties to the

The tobacco leaf juice affects the tobacco grower and leads to GTS – Green Tobacco
Sickness – an occupational illness.
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Framework Convention to meet their obligations under the
Convention. Key areas of focus are education, training, public
awareness and communication, and partnership development
for tobacco control. National capacity building and mobilizing
resources for tobacco control activities would remain a challenge.

Injuries, Violence and Disabilities

20. National policy and programmes for injury prevention in
Member countries were developed according to the regional
strategy. WHO support was provided to strengthen national
capacity for injury prevention, multisectoral involvement, care
and rehabilitation through infrastructure strengthening and
human resources development, establishment of efficient and
effective surveillance systems for evidence-based policy. Eight
countries have national plans and/or national implementing
mechanisms in place for injury prevention and rehabilitation.

21. Teaching Modules on Injury Prevention and Control for
undergraduate medical and nursing students were developed,
through an expert group, specifically to deal with major causes

Global YGlobal YGlobal YGlobal YGlobal Youth Touth Touth Touth Touth Tobacco Surobacco Surobacco Surobacco Surobacco Survey – A success storvey – A success storvey – A success storvey – A success storvey – A success storyyyyy

In collaboration and partnership with the Centers for Disease Prevention
and Control, Atlanta, USA, the Global Youth Tobacco Survey (GYTS)
was conducted in 10 countries except Timor-Leste. The survey was
repeated in a few countries to analyse the trend of tobacco use among
the youth. The repeated surveys in Sri Lanka showed that smoking
prevalence among the youth had declined. Based on the recommendation
of the GYTS Policy Workshop, the regional strategy and regional plan of
action for the utilization of information generated from national surveys
were formulated by participating countries with support from WHO. A
Manual on Tobacco Control in Schools was developed based on the
findings of GYTS in the Region. The Manual is expected to enhance the
knowledge of the youth about the harmful effects of tobacco use and
encourage school authorities and countries to develop smoke-free and
tobacco-free policies for schools. Information from GYTS would help
the contracting Parties to the WHO Framework Convention to meet
their obligations under Article 21 (Reporting and Exchange of Information)
of the Convention.WHO support
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of injuries (such as road traffic injuries, drowning, unintentional
falls, burns, poisoning, and injuries related to violence, i.e.
assaults and self-harm). The modules have been adapted in line
with the Global Initiative on Training, Educating and Advancing
Collaboration in Health on Violence and Injury Prevention
(TEACH-VIP), which is a comprehensive, modular curriculum
for injury prevention and control developed by WHO and a
global network of experts. The presidents and senior members
of medical and nursing councils, and experts and representatives
from ministries of health, involved in developing the modules,
have expressed strong commitment in producing future
graduates who will work as important “change agents” in injury
prevention and control.

22. Three countries (Maldives, Myanmar, and Sri Lanka) have
established national injury surveillance systems, with technical
and financial support from WHO. Thailand’s national injury
surveillance system established in 1995 recently received
technical support for its new version of injury surveillance, in
order to accommodate changes in prevention activities, acute
care services and information technologies.

23. WHO is collaborating with the UN Regional Commissions
in preparing for the First UN Global Road Safety Week to be
observed from 23 to 29 April 2007 in the Region. The Regional
Office is collaborating with ESCAP in planning and
implementing the safety week campaign in countries of the
Region. This action is in response to the United Nations General
Assembly (UNGA)’s resolution (58/289): Improving global road
safety and the World Health Assembly resolution WHA57.10,
which have identified WHO as coordinator on road safety issues
within the UN system.

24. Two regions of WHO, South-East Asia and the Western
Pacific, account for the highest number of deaths from injuries
worldwide. Injuries ranked fifth among all causes of death for
the SEA Region in 2004. Approximately 150 people died every
hour from injuries in the Region. Of these, road traffic injuries
were the leading cause while drowning ranked first for children
less than 15 years. The rapid increase in the use of motorcycles
in countries of the Region, particularly by children, poses a grave
challenge and is being tackled through urgent research. This
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would be an important initiative considering the lack of scientific
data and information on which to base the interventions.

25. Efforts are being made to overcome the following common
challenges for prevention of injuries and disabilities in countries
of the Region: rapid increase in the burden of injuries and
disabilities; inadequate allocation of resources to identify
problems, monitor the trends, and describe the epidemiology in
important age groups; and lack of infrastructure and full-time
staff to sustain current efforts and to implement policy and
strategies to achieve the set goals.

26. For disability, it is estimated that 15 million blind (one third
of the blind population of the world); and 67 million people
with moderate-to-severe hearing impairment live in the SEA
Region.

27. WHO worked closely with networks of national experts
and institutions, including WHO-CCs, for development of
national programmes on prevention of deafness and a national
plan of blindness, and for strengthening the implementation of
rehabilitation programmes.

28. SOUND HEARING 2030, a Regional Forum for prevention
and alleviation of hearing impairment in countries of the Region
was established by a network of experts and partners. The
Forum is a strong mechanism for planning, implementation
and monitoring, and for providing technical support to Member
countries in the area of promotion of sound hearing. It has
already reviewed and updated the regional situation pertaining
to deafness, hearing loss and intervention programmes, and
has developed a regional framework for preparation of national
plans of action for prevention and alleviation of hearing
impairment in the Region.

Blindness

29. Eight of the 11 Member countries of the Region launched
the national Vision 2020 programmes during the period under
review, with some countries implementing large-scale coverage
of populations requiring cataract surgery. Thailand has
successfully reduced blindness prevalence by more than half over
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the last decade, and is now shifting the focus of the prevention
of blindness programme from disease-oriented intervention to
eye health promotion with comprehensive eye care planning,
community participation, and research and development. A
community approach was adopted to deal with non-preventable
and incurable blindness mostly from chronic noncommunicable
diseases by piloting intervention projects for the prevention of
injury-induced corneal ulceration and utilizing the existing
trained government health workers in primary health care
settings.


