
THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

19

2
NONCOMMMUNICABLE

DISEASES AND
MENTAL HEALTH

Surveillance, Prevention and Management of
Noncommunicable Diseases
Noncommunicable diseases (NCDs), including cardiovascular
diseases (CVDs), cancers, chronic pulmonary diseases, diabetes
mellitus, and other chronic diseases, are assuming alarming
proportions and becoming the leading causes of mortality,
morbidity and disability in the Region. This situation is due
to the demographic and socioeconomic transformation taking
place in the Region which, in turn, has resulted in profound
lifestyle changes.

The observed increase in NCDs has however not resulted
in the adoption of appropriate measures to contain these
diseases. This is reflected in the meagre resources allocated and
the limited interest of most governments in identifying and
addressing public health priorities related to NCD prevention
and control.

The NCD control programme in the Region is based on the
Global Strategy for Prevention and Control of NCDs. The
strategy targets important modifiable lifestyle-related risk
factors like tobacco and alcohol consumption, physical
inactivity, poor diet and nutrition, obesity and high blood
pressure. The key components of the strategy include:
(a) surveillance as an essential tool to quantify and track
epidemics of NCDs and their determinants; (b) preventive
activities to reduce the burden of premature mortality and
disability; and (c) strengthening health care and supporting
health sector management.
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There is a lack of reliable NCD morbidity and mortality
data. Information that is available is mostly institution-based.
There are also substantial deficiencies in the availability,
accessibility and validity of data on risk factors for major NCDs.

The publication, “Noncommunicable Diseases in South-East
Asia – A Profile”, developed by the Regional Office, has been
useful to Member Countries in developing sustainable databases
for NCDs. Efforts are being made to develop a regional NCD
risk factor profile and establish a regional NCD risk factor
information base. Scientifically sound databases on NCDs will
be an easily accessible source of information that will contribute
to the planning, monitoring and evaluation of interventions.

The World Health Report 2002 on “Reducing risks –
promoting healthy life” highlighted the fundamental role of
risk factors as a cause of ill-health. Five of the top ten risk
factors identified are: tobacco, alcohol, high blood pressure,
high cholesterol and obesity - all major risk factors for NCDs.
These risk factors are now becoming increasingly prevalent
in developing countries leading to a double burden of disease.
Hence, the regional NCD surveillance programme focuses on
NCD risk factors. This approach is regarded as the most feasible
and appropriate way to strengthen regional health information
systems and assist countries in health planning, advocacy and
evaluation of NCD programmes.

Eight countries, viz. Bangladesh, India, Indonesia, Maldives,
Myanmar, Nepal, Sri Lanka and Thailand, are being supported
in planning and conducting standardized NCD risk factor
surveys using the WHO STEP-wise approach. This approach
provides standard materials and offers a simple and flexible tool
for the collection of risk-specific health data which can help
predict major chronic diseases. The approach is being adapted
as a methodological and conceptual framework for NCD risk
factor surveillance activities implemented in the Region.

The current focus is on strengthening the capacity of Member
Countries to plan and conduct standardized surveys and to
analyse and utilize their results. In order to provide comprehensive
technical support in implementing STEPs surveys, a Regional
Statistical Support Group and a Regional Pool of Equipment were
established. Intercountry training on applying the STEPs
methodology and on data management, analysis and reporting
was conducted by WHO in 2002 and 2003.
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Recognizing the importance of setting up a simple, reliable
and sustainable system of NCD surveillance, the Regional
Office supported the development of national NCD surveillance
networks in six Member Countries, viz. Bangladesh, India,
Indonesia, Nepal, Sri Lanka and Thailand. The workshops held
in these countries facilitated the development of a national
consensus on the objectives, scope and methods of surveillance
of major NCDs and their risk factors. Based on these
experiences, the Regional Office initiated a Regional Network
for NCD Surveillance in 2002.

A regional strategy for NCD surveillance was formulated
in October 2002 which provides a framework and sets targets
till 2010. While in the initial stages the focus is on NCD risk
factor data collection, data management and utilization are
also given due emphasis. The subsequent focus is on setting
up databases, integrating NCD data into national health
information systems and on NCD morbidity and mortality
surveillance. Following the recommendations of the
Intercountry Consultation on Regional Strategy for Integrated
Disease Surveillance, held in Yangon in August 2002, Member
Countries are being encouraged to set up mechanisms for the
integration of NCD risk factor surveillance into national health
information systems.

NCDs are the leading cause of death and disability. Though
disease rates from these conditions are increasing in the Region
and affect all socioeconomic strata of society, NCDs are not
yet regarded as a high public health priority. Also, the present
capacity for planning, implementing and evaluating NCD
prevention and control programmes in the Region is limited
and needs to be enhanced.

Reduction of morbidity and premature mortality due to
NCDs requires vigorous action and involvement of multiple
sectors at all levels – from primary prevention to treatment
and rehabilitation. Interventions applied during the advanced
stage of the diseases usually have a limited impact and are
less cost-effective. Therefore, prevention is a more feasible
option for low-resource countries.

Although a majority of the Member Countries implement
various NCD prevention and control programmes, they are
most often vertical, disease-specific and tertiary-care focused
rather than integrated, oriented on population-based

NCDs are not yet
regarded as a high

public health
priority



THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

22

prevention and directed at addressing common determinants
of NCDs and their risk factors. NCD programmes in the
Region require a more holistic approach utilizing health
promotion strategies, ensuring community empowerment and
involving multiple sectors. Some countries, such as Thailand,
are relatively advanced in implementing an integrated NCD
programme.

The results of community-based NCD prevention projects
implemented in developed countries have clearly demonstrated
that even modest risk factor reduction through adoption
of healthy life styles brings a huge public health benefit.
However, the evidence on feasibility and effectiveness of
applying such interventions in the developing world is still
missing. Bangladesh, India and Indonesia recently initiated
demonstration projects on integrated community-based NCD
prevention with WHO support. The pilot phase of the projects
has been completed. At an intercountry consultation, held in
New Delhi in January 2003, the outcomes were reviewed.
It was concluded that a community-based approach to
prevention of NCDs is feasible and appropriate for
implementation in the Region. The consultation recommended
scaling up projects from the pilot phase to the demonstration
phase, to improve documentation of the intervention process
and to carry out a systematic evaluation of its impact.
Accordingly, baseline surveys using a standard methodology
have already been conducted at the demonstration sites.

Health promotion and disease prevention are more effective
in an overall environment of suitable public health policy,
appropriate legislation, supported by cost-effective
interventions for established diseases and for individuals at
greater risk. For this reason, the Regional Office is using the
experience of other regions that have initiated regional NCD
prevention networks and integrated them within the Global
Forum for NCD Prevention and Control. Four Member
Countries, viz. Indonesia, Maldives, Sri Lanka and Thailand,
are being supported in capacity building and developing
national NCD prevention networks. These networks will
facilitate coordinated planning, implementation and evaluation
of NCD prevention programmes. They will also help in
promoting implementation of an integrated approach to NCD
prevention and control and establishing sustainable
mechanisms for intersectoral collaboration.
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The epidemiological transition occurring in the Region is
stretching the limited resources of Member Countries resulting
in major developmental implications that need to be urgently
addressed by appropriate action aimed at strengthening control
of NCDs. WHO is emphasizing the need to shift the focus of
policy-makers and medical practitioners from expensive
tertiary care-based diagnostic and curative procedures to
primary and secondary prevention through community and
primary health care-based interventions.

Management of NCDs at the PHC level needs strengthening.
One of the important WHO priorities in this area is developing
simple practice guidelines to help improve standards and
quality of care, improve cost-effectiveness of applied
interventions and reduce costs of treatment by avoiding
unnecessary investigations, procedures and medication. This
will also help to emphasize the importance of therapeutic
education and thereby improve compliance.

A regional review of the existing national guidelines for
management of CVDs, conducted in 2002, revealed that
although such guidelines exist in some Member Countries,
they do not address the needs at the PHC level and do not
have governmental endorsement. In 2003, the Regional
Office initiated a process of developing integrated “best
practice” guidelines for the management of major NCDs at
the PHC level.

Tobacco
As part of continuing efforts to assist Member Countries to
participate effectively in the WHO Framework Convention on
Tobacco Control (FCTC) and to facilitate their participation in
its negotiations, the 4th and the 5th Regional Intersessional
Meetings (ISMs) on FCTC were organized in Yangon in August
2002 and in Geneva in February 2003, prior to the fifth and
sixth sessions of the Intergovernmental Negotiating Body (INB)
in Geneva. These meetings helped Member Countries to clarify
and strengthen their positions on various sections of FCTC.
The culmination was the unanimous adoption by the Fifty-
sixth World Health Assembly, in May 2003, of the Convention
which aims at curbing tobacco-related deaths and diseases.
The Convention requires countries to impose restrictions on
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tobacco advertising, sponsorship and promotion, establish
new norms for  labelling and clamp down on tobacco
smuggling.

Youth being the most vulnerable and easily reachable target
of the tobacco industry, WHO and the Center for Disease
Control (CDC), Atlanta, USA, developed the Global Youth
Tobacco Survey (GYTS) to track tobacco use among youth
across countries. The intention is to enhance the capacity of
countries to design, conduct surveys, write the report and
evaluate tobacco control and prevention programmes focused
on youth. GYTS activities were undertaken in six states of
India (Delhi, Maharashtra, Andhra Pradesh, Bihar, West Bengal
and Tamil Nadu) and in Indonesia, Myanmar, Nepal and Sri
Lanka. In order to expand the study, principal investigators
from Bangladesh, Bhutan and Maldives and eight states of India
(Gujarat, Karnataka, Andaman and Nicobar Islands, Punjab,
Haryana Himachal Pradesh, Madhya Pradesh, and Kerala) were
trained in Mumbai in December 2002. Following this, a GYTS
Analytical Workshop was also organized at the same venue.
It was attended by investigators from eight states of India
and one each from Indonesia, Myanmar, Nepal and Sri Lanka.
The results of the Global School Personnel Survey (GSPS),
which were combined with GYTS, were also analysed. In
addition, the draft of the Global Medical Doctor Survey
questionnaire was discussed. There is also a plan to repeat
GYTS in some countries.

Following an invitation from WHO headquarters for
proposals from NGOs for funds under the UN Foundation’s
(UNF) project entitled, “Channelling the Outrage”, five
proposals from Bangladesh, India, Nepal and Sri Lanka were
selected. Agreements (APWs) were concluded with the
identified contractual partners to implement the project.
Similarly, under another UNF project entitled, “Protecting the
Youth from Tobacco in 5 countries”, four proposals from India
were selected and APWs were concluded with the identified
experts/institutions. The activities are expected to be completed
by the end of 2003.

A workshop on Community-based Tobacco Use Cessation
Interventions was held in Colombo in September 2002 with
the participation of principal investigators from India,
Indonesia, Myanmar, Sri Lanka and Thailand. After the

The Fifty-sixth
World Health
Assembly
unanimously
adopted the
Framework
Convention on
Tobacco Control,
in May 2003



THE WORK OF WHO IN THE
SOUTH-EAST ASIA REGION

25

workshop, studies on the implementation of pilot projects on
community-based tobacco cessation interventions have been
initiated in these countries.

In view of the greater impact and the need to adopt a
multisectoral approach to tobacco control, a review of existing
and potential multisectoral mechanisms for comprehensive
national tobacco control in eight countries, viz. Bangladesh,
India, Indonesia, Maldives, Myanmar, Nepal, Sri Lanka and
Thailand, was initiated.

As a follow-up of the joint WHO-World Bank economic
analysis of tobacco control, conducted in seven countries of
the Region in 2001, a workshop on Economics of Tobacco
Control was organized in Bangkok in March 2003. The
workshop reviewed and finalized the reports of the country
studies.

As usual, World No-Tobacco Day was observed on 31 May
2003. This year’s theme was “Tobacco free films, Tobacco
free fashion - Action”. The Regional Office developed an
information kit and supported Member Countries in observing
the day in a befitting way. Given the impact of Bollywood
films on tobacco consumption among the youth, the Regional
Office disseminated the findings of the WHO study on the
portrayal of tobacco in Indian cinema entitled, “Bollywood –
a victim or ally”?

In order to assess the situation on the overall impact of
tobacco on women, a regional situation analysis on the subject
is being carried out. Similarly, given the widespread production
and use of chewing tobacco and its serious health impact,
another regional situation analysis has been undertaken in
this area.

Health Promotion
During the period under review, there was increased emphasis
on advocacy for health promotion. To give a greater thrust
to the concept of healthy settings, three documents, Health
Promoting Hospitals, Towards a Safe and Healthy Workplace
and Health Promoting Schools, were finalized.

Following the Regional Committee resolution in 2000 and
the Intercountry Consultation on Integrated Management of
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Healthy Settings at the District Level in May 2001, “Healthy
District” projects have been initiated during the second half of
2002 and early 2003 in Mirzapur District, India; Gaaf Alif
Atoll, Maldives, and Amparae District, Sri Lanka. The Healthy
District approach will help in coordinating the development
of a range of healthy settings within the district.

The regional concept and strategies paper and Operational
Guidelines on Healthy Districts, developed in 2002, are being
finalized. The training module on the management of integrated
healthy settings at the district level will also be field-tested.

Prominent leaders in Member Countries participated actively in promoting
healthy life styles.
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A facilitators’ guide for imparting training on life skills
education and dealing with adolescent health is being finalized.
It will help countries to expand health promotion in schools
through health jamborees, etc.

A study was undertaken in seven countries to document
healthy life styles with the emphasis on physical activity and
diet. On the basis of the study reports, a draft Regional Profile
on Diets and Physical Activities for Health in the SEA Region
was prepared. It was discussed at the Regional Consultation on
Global Strategy for Diet, Physical Activity and Health, held at
New Delhi in March 2003 with support from WHO headquarters.

In the light of the expressed concerns of Member Countries,
an Inter-Regional Consultation on Capacity Building for Health
Promotion was organized in Bangkok in February 2003 with
technical collaboration and financial support from WHO
headquarters.

The Fifty-fifth World Health Assembly adopted a resolution
on Diet, Physical Activity and Health in 2002. WHO was
requested to develop a Global Strategy for Diet, Physical
Activity and Health within the renewed WHO strategy for
the prevention and control of NCDs, in consultation with
Member States and other UN agencies. WHO headquarters
developed a draft Global Strategy which will be finalized after
regional consultations are held.

Inspired by the  World Health Day theme for 2002 “Move
for health”, political leaders in Bhutan and Thailand,
supported by WHO, made a very strong public
demonstration of their commitment to healthy life styles. In
September 2002, Lyonpo Sangay Ngedup, Minister of Health
and Education, Bhutan, with a small team, trekked 560 km
over a period of 16 days, across tough mountain ranges in
the Himalayas. In November, led by Thailand’s Prime
Minister, Dr Thaskin Shinawatra, the country organized a
historic gathering of nearly 50 000 people who performed
aerobics for over an hour.

This year, the World Health Day (WHD) theme was
“Healthy Environments for Children”, with the slogan, “Shape
the Future of Life”. The Regional Office supported various
activities in the Member Countries. At the invitation of the
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Government of India, Dr Gro Harlem Brundtland, Director-
General, WHO, visited the country from 5 to 8 April 2003 to
participate in the WHD activities.

Disability/Injury Prevention and Rehabilitation
Injury and violence prevention

Recognizing the huge burden of injuries and violence in the
Region (1.3 million deaths in 2000), WHO initiated several
activities to reduce the burden and impact of injuries in
Member Countries. A regional strategy was prepared with
the participation of all countries. The strategy identifies three
areas of work for injury prevention: (a) policy development,
advocacy and programme development, (b) human resource
and infrastructure development, and (c) reducing injury burden
through programme implementation.

Two Member Countries, Nepal and Sri Lanka, were assisted
in preparing a national policy framework for preventing
injuries. Discussions on the subject are under way with the
Ministry of Health in India.

An advocacy brochure on “Injuries in SEA Region –
Priorities for Policy and Action” was prepared and disseminated
to all Member Countries and other WHO regions.

The WHO Director-General celebrated World Health Day in New Delhi with the
Health Minister of India and the Chief Minister of Delhi.
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To strengthen human resources, a regional training
programme for trauma epidemiology and injury surveillance
was organized at the WHO Collaborating Centre for Injury
Prevention and Safety Promotion in Khon Kaen, Thailand, in
December 2002. Twenty professionals from eight countries
participated in the training. Further support for establishing
injury surveillance systems in these Member Countries is being
provided.

An international course on road safety was held in  New
Delhi in December 2002 where 30 participants from Member
Countries learnt about road safety management. This helped
in creating a critical mass of change agents in the area of
injury prevention and safety promotion.

Similarly, a regional survey on infrastructure and human
resources for injury prevention is under way in seven countries
of the Region. The survey protocol was finalized at a meeting
of principal investigators in Bangalore, India, in November
2002.

At the national level, a study on the epidemiology of
injuries was completed in India with support from the Regional
Office while Maldives developed an injury information system,
with WHO support.

Following the global release of the World Report on Violence
and Health by the Director-General, the Regional Director
released the report on 15 November 2002. A regional seminar
to discuss the recommendations of the report followed the
release. Three countries, Nepal, Sri Lanka and Thailand, held a
national seminar to discuss the report and its importance and
have since released the report. To provide further advocacy
support, an information booklet on violence and health was
prepared and distributed.

Prevention of blindness and deafness

An intervention pilot project has been launched in three
countries (Bhutan, Myanmar and India) for prevention of
corneal ulcer following ocular injuries. The results of this
study, expected to be completed by December 2003, will go a
long way in identifying appropriate models for prevention of
injury-related blindness.
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A regional consultation on corneal blindness was organized
in November 2002 in Delhi. Key issues identified included the
development of a protocol for the treatment of corneal ulcers
for all levels of the health system and strengthening eye
banking services in the Member Countries.

To strengthen eye care programmes, 19 directors of eye
hospitals, five programme managers and six administrators
from Member Countries were trained in eye care management
at Aravind Eye Hospital and Lions Aravind Institute of
Community Ophthalmology, Madurai, India. The hospital is
a WHO collaborating centre for prevention of blindness.

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. One batch each from
Bangladesh, Indonesia, India and Nepal have completed the
training. Support is being provided to these countries to set
up paediatric eye care units.

All the above activities have greatly helped in furthering
the objectives of Vision 2020: The Right to Sight, in the
Member Countries.

A survey of available infrastructure and human resources
for deafness and ear disease was completed during the period
under review in Bangladesh, India, Indonesia, Myanmar, Nepal,
Sri Lanka and Thailand.

Mechanisms to reduce the impact and burden of deafness and
hearing impairment were identified at an intercountry
consultation in December 2002. A Regional Forum for Prevention
of Deafness and Hearing Impairment, as suggested by the
consultation, is being constituted. Support was also provided to
the countries for training primary health care workers in primary
ear care and for conducting mobile ear camps.

Guidelines for formulating national programmes for
prevention of deafness are being developed.

Ageing and health

To address the issues related to the rapidly ageing population,
a “Regional Profile on Care of the Elderly” is under preparation.
The profile examines the health status of the elderly in relation
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to morbidity, mortality and disability, as well as the
behavioural risk factors for illness. Economic security, living
conditions and participation of the elderly in the community
have been explored and national initiatives reviewed. The profile
provides the necessary evidence base for formulating a regional
response to the increasing problem of ageing population in
Member Countries.

Rehabilitation

The steady increase in the elderly population as well as the
number of people who have survived serious injuries has
resulted in a rapid increase in the number of disabled. To address
this issue, measures for strengthening rehabilitation services
in six countries (Bangladesh, Bhutan, India, Nepal, Sri Lanka
and Thailand) were discussed at an intercountry consultation
in August 2002. Measures for strengthening local involvement
and multisectoral approaches in community-based
rehabilitation (CBR), provision of rehabilitation services at the
primary health care level and specialized services, building
rehabilitation systems as well as monitoring and evaluation
were identified. Specific roles for each of the key stakeholders
(WHO, governments, NGOs, disabled persons’ organizations
etc.) were recommended.

During the period under review, the issue of “Employment
Opportunities for Persons with Disabilities” was discussed at
an intercountry meeting held in New Delhi in February 2003.
Organized in collaboration with the Office of the Chief
Commissioner for Persons with Disabilities, Ministry of Social
Justice and Empowerment, Government of India, the meeting
included participants from Member Countries comprising
government representatives, health managers, industry
representatives, NGOs, the International Labour Organisation
and WHO. The next step will be to implement the key
recommendations of the meeting which includes creating
awareness among prospective employers and promoting a
barrier-free working environment for disabled people who
have been suitably trained.

Mental Health and Substance Abuse
As a follow-up of the World Health Day theme devoted to
Mental Health in 2001, activities in mental health and substance

The increasing number of elderly
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abuse were strengthened in Member Countries. There is
increased awareness about the importance of mental and
neurological disorders and the need to shift from hospital-
based psychiatric care to community-based mental health
services which include promotion of mental health and
prevention of disorders.

It is estimated that about 1 per cent of the total population
of the Region (i.e. about 15m people) are affected by epilepsy.
Unfortunately, less than 100 000 of those affected get
appropriate treatment, leading to significant morbidity
amongst persons affected by epilepsy. Also, the stigma
associated with epilepsy prevents patients and families from
seeking modern medical treatment.

As a follow-up of the intercountry workshop, held in
Bangkok in November 2001, a simple questionnaire containing
only six questions has been developed. If four out of six
questions are positive, it is likely that the person has
generalized tonic-clonic type of epilepsy and needs to be
treated. This questionnaire has been tested in eight Member
Countries and will soon be ready for implementation in the
community on a large scale.

A simple manual describing the optimum method of
treatment with phenobarbitone for such patients has been
developed. This easy-to-use manual can be used by health
care providers even in rural and remote areas. The cost of
medication is extremely low and can either be provided by
governments or purchased by patients.

A similar programme on identification, management and
stigma removal for psychosis is being developed and is in the
second phase of testing.

Mentally challenged individuals, both children and adults,
need rehabilitation services in order to reintegrate into their
families and the community. A manual has been developed
for implementation in rural and remote areas for rehabilitation
of children with mental retardation. This manual is now being
printed in draft form and will be finalized at a workshop later
in 2003.

Adolescence is a critical period in a person’s life. In the rapidly
changing social, cultural and economic environment, adolescents
are coming under increasing mental and psychological pressure.
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To promote positive mental well-being amongst adolescents,
eight modules entitled: Coping with Stress, Conflict Resolution,
Strengthening Bonds with Others, Handling Peer Pressure, Self-
esteem Enhancement, Dealing with Emotions, Prevention of
Harm from Alcohol, and a Trainers’ Guide for implementation
of these modules have been developed. These modules have been
tested in India, Indonesia and Thailand and found to be very
useful. The modules are being finalized and Member Countries
will be supported in “Training of Trainers” using these modules
on a nationwide basis.

Suicide, particularly amongst the young, is a major
problem in some Member Countries. An intercountry study
has been initiated by WHO headquarters in which three
countries – India, Sri Lanka and Thailand – are participating.
The results of this study are expected to help in the
identification of unique local factors which predispose a person
to commit suicide and thus help in saving precious lives.

In collaboration with WHO headquarters, a programme
on assisting Member Countries in the Region in updating/
developing modern mental health policies and services has been
developed. Modules which serve as resource material for
sensitizing senior policy-makers, bureaucrats and health
professionals have been adapted for use.

Sensitizing senior policy-makers and planners about mental
health policies and services is important to ensure that appropriate
priority is accorded to mental health and to help develop services
in keeping with recent advances in medical science.

With advances in public health and control of infectious
diseases, life expectancy has increased in most parts of the world.
Thus, the number of the elderly  is rapidly increasing. There
are significant socioeconomic and humanitarian implications
of this phenomenon which require intensive study for planning
and policy development. Also, there is increasing awareness of
the mental health needs of the elderly, including development
of the field of psychogeriatrics, which is virtually non-existent
in the Member Countries of the Region.

Prevention of harm from alcohol and substance use

The attitudes to and practices of alcohol use have been
undergoing definitive changes in the countries of the Region,
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more so in the last two decades. The WHO Global Status Report
on Alcohol documents that alcohol consumption in the South-
East Asia Region is rising. This trend also needs to be seen in
the context of rapidly falling consumption patterns in the
European region. It is believed that with the developed countries
reaching stable, saturation or declining patterns of consumption,
market forces are targeting developing countries.

Alcohol abuse in the rural communities of Member
Countries is a particularly serious problem. No reliable
population-based data are, however, available.  The pattern
of drinking is usually binge drinking centred around pay day
or on special occasions, such as marriages and festivals.
Alcohol is frequently related to domestic violence, quarrels
with neighbours and numerous accidents such as road accidents
etc. Also, given the poor socioeconomic status of most rural
communities, disproportionate amounts of family income are
spent on alcohol, leaving very little for food, education,
housing and health. Thus, a vicious cycle of poverty is
perpetuated. Usually, locally-brewed or home-brewed alcohol
is consumed. Sometimes this is contaminated with methanol
or other toxic agents, leading to frequent cases of poisoning
in rural areas.

An intercountry workshop, held in Bali in June 2002, in
which six Member Countries participated, developed outlines
of innovative projects which can be tested for their impact on
prevention of harm from alcohol use in the community. These
projects will be tested in these countries with WHO support.

Since time immemorial, in most countries of the Region, drugs
have traditionally been used, in addition to alcohol, for ritual,
religious and recreational purposes. These drugs were mainly
cannabis products and opium. The apparent social acceptance of
such substances stemmed largely from the fact that there was
no abuse. Where there was, it was severely ostracized.
Unfortunately, what is seen today, on a global scale, is a virtual
epidemic of drug dependence. A disturbing trend is that more
and more younger people are being drawn into this devastating
habit. Moreover, problems such as petrol and solvents sniffing
are increasing amongst adolescents, particularly street children
and slum children. This often acts as a “gateway drug” for the
use of more dangerous substances later.




