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Health and environment

Water and sanitation

1. Water and sanitation continued to receive
priority attention during the year as both are
critical determinants for the health of the
community. The Region accounts for about
800 000 deaths representing about 40% of the
global deaths due to diarrhoea and the loss of
over 56 million disability-adjusted life years
(DALYs)7. The recent assessment report of the
joint monitoring programme of WHO-UNICEF
(JMP-2006) indicated that Member countries
in the Region were well on the track to achieve
the set targets of water supply coverage.
Although progress has been made in terms of
the physical coverage of water supply in the
Region, much remains to be done for securing
its quality.

2. The Region is prone to natural and man-
made disasters, which disrupt water supply

and sanitation. This necessitates priority action.
Building local capacity and developing national
guidelines for preparedness and response are
the felt needs of many Member countries. Some
countries are facing lack of skilled manpower
and technical expertise to address their needs.
Excessive levels of arsenic and fluoride in
drinking water are other areas causing concern
as more and more people in the Region are
becoming exposed.

3. During the reporting period, WHO
provided technical support for strengthening
water quality surveillance and monitoring
programmes through introduction of water
safety plans (WSP) and systems in Member
countries. Bangladesh, India, Nepal and Sri
Lanka took the lead in this direction. Technical
support was also provided in formulating
national drinking-water quality standards in
Bangladesh, India, Sri Lanka and Thailand.
WHO encouraged Maldives, Myanmar and
Nepal to initiate action for framing draft water
quality standards.

34
Sustainable development
and healthy environments

7World Health Report 2002.
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4. WHO supported the enhancement of the
skills of local professionals to address the tasks
and challenges more effectively and efficiently.
Training was provided to national staff on
water safety plans and sanitation issues.
Training programmes and workshops were
arranged to build local capacity for national
staff on emergency preparedness and hygiene
promotion aspects. Subsequently, India and
Nepal initiated the formulation of guidelines

for emergency preparedness and
response, while Bhutan,
Indonesia and Nepal began the
process of district-level trainings.
Water quality testing kits were
provided to national govern-
ments of Indonesia, Nepal and
Timor-Leste. This proved useful
in checking the water quality
during emergencies.

5.   Bangladesh and India were
supported in the implementation
of safe water quality pro-
grammes in high-risk urban
areas through the safe water
system approach jointly developed
by WHO and CDC–Atlanta.

6.  The water quality moni-
toring status in Nepal and Sri
Lanka was reviewed and
guidance for accelerating the
country efforts to improve the
monitoring were provided.
Workshops for establishing
water quality safety systems
were conducted in Bhutan,
Myanmar and Nepal.

7. WHO facilitated the participation of
nationals at the 32nd conference of the water,
engineering and development center (WEDC),
held in Sri Lanka. The center provided a
platform for sharing best practices and
experiences in the Region. An exhibition of
WHO publications was also organized to
disseminate information and knowledge.

Increasing access to water of good quality is receiving greater attention and
reduces water-borne diseases.
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8. To address the demand for guidelines on
rainwater quality and health, WHO developed
draft guidelines. When finalized, these
guidelines will provide useful information on
how to protect the quality of rainwater during
storage to make it safe for consumption.

9. During the reporting period, the Regional
Office updated the water and sanitation profiles
of all Member countries which included the
basic indicators, status of coverage and major
country-specific issues and challenges.

10. Sanitation coverage in the Region is the
lowest in the world, with less than 50% people
having access to improved
sanitation services. WHO assisted
countries in accelerating their
efforts to improve the sanitation
coverage through awareness-
building. It also supported national
participation at the second South
Asia conference on sanitation
(SACOSAN-II) held in Islamabad,
Pakistan, and facilitated the participation of
policy-makers and senior government officials
in the conference to promote intercountry
dialogue, share best practices, reaffirm their
commitment and achieve the political will to
reach targets of basic sanitation.

11. The enormous loss of DALYs and
premature deaths due to water-borne diseases
in the Region are a challenge that requires
sustained intersectoral partnerships and
widespread behavioural change. WHO will
continue to support Member countries in
achieving national targets and, at the same
time, building capacity to monitor water
quality.

Occupational health

12. Work-related injuries, diseases and deaths
constitute an important area of anthropogenic
preventable diseases. They impact the lives of
individual workers and their future potential
for work, as well as the health and well-being
of their families. They also affect the
productivity and profits of individual
enterprises and society as a whole. The workers
of countries in the Region who already suffer
from a disease burden from communicable
diseases like malaria, tuberculosis and HIV/
AIDS have an added burden of occupational

diseases from industrialization.
According to the World Health
Report 2002,  work-related factors
such as occupational injuries,
occupational exposure to
carcinogens, air-borne particulates,
ergonomic stressors and noise
were responsible for the loss of
about 19 million DALYs in the

world and 7 million DALYs in countries of the
SEA Region. The loss was disproportionately
high for the Region. This has been validated
by the Regional Office in 2006.

13. WHO recently proposed a global plan of
action on workers’ health 2008-2017. The plan
envisages development of a comprehensive
approach to workers’ health. Workers’ health
is determined by numerous factors, e.g.
physical, chemical and biochemical exposures
within the work premises. There are other
factors, such as social determinants of health
(e.g. occupational status, employment
conditions, income, inequities in gender, race,
age and residence). Individual behaviour (e.g.

The workplace provides
an opportunity for the

implementation of other
health intervention
programmes and

achieving the MDGs
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individual risk-taking behaviour, physical
exercise, sedentary work, diet and nutrition and
unhealthy habits such as smoking and alcohol)
influence the health of workers. Besides the
above-mentioned factors, access to health
services is also important.

14.  The workplace provides an opportunity
for the implementation of health intervention
programmes and achieving the MDGs, in
particular through actions aimed at breaking
the vicious cycle between poverty, hazardous
working conditions and ill-health; the
elimination of hazardous child labour;
promotion of women’s health and protection
of reproductive health at work; and combating
HIV/AIDS, tuberculosis, malaria, and other
major diseases at the workplace.

15. In the SEA Region, Bhutan is in transition
from an agriculture-based economy to an
industry-based economy. At the request of the
Ministry of Health, Royal Government of
Bhutan, the Regional Office provided technical
support for situation analysis and to develop
a plan of action based on the suggested WHO
global plan of action on workers’ health. Such
technical support will help the country to
formulate and implement a national policy
framework and develop a national action plan
for improving workers’ health and establishing
national programmes for addressing priority
occupational risks and diseases.

16. As per WHO estimates, at least 90 000
deaths occur annually from lung cancer,
mesothelioma and asbestosis due to
occupational exposure. For health reasons, 23%
of the WHO Member States have banned or
intend to ban asbestos, while 41% have not

banned its use, but these Member States do not
have a record of trading. Despite a considerable
decrease in the use of asbestos in developed
countries, there has been a steep rise in the use
of asbestos during the past two decades in
several countries in the SEA Region, including
India, Indonesia and Thailand. The thirteenth
session of the Joint ILO/WHO Committee on
occupational health recommended in 2003 that
special attention should be paid to the
elimination of asbestos-related diseases.

17. To increase awareness and capacity
building, a national workshop on asbestos-
related diseases was organized in December
2006 by the occupational and environmental
health department, Maulana Azad Medical
College, New Delhi. WHO staff provided technical
support and made technical presentations.

18. A national workshop on prevention of
asbestos-related diseases was also organized by
the Bureau of Occupational and Environmental
Diseases, Department of Disease Control,
Ministry of Public Health, Thailand in March
2007.  WHO provided technical support for
this workshop as well.

19. Over 90% of workers in the Region are
engaged in the informal sectors of industries
and agriculture. There are no regulations with
regard to workers’ health in most countries.
Countries therefore need to include workers’
health in their national health policy.
Globalization has resulted in increased
competitiveness, which often threatens to
compromise workers’ health and safety.

Climate change and human health

20. Over the last 100 years, human activities,
particularly related to burning of fossil fuels,
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have released sufficient quantities of carbon
dioxide (CO2) and other greenhouse gases to
affect the global climate. The atmospheric
concentration of CO2 has increased by more
than 30% since pre-industrial times, trapping
more heat in the lower atmosphere.

21. The bulk of global emission of greenhouse
gases, both current and historical, comes from
the developed world. Global emissions of CO2

are increasing. Many countries are working to
reduce greenhouse gas emissions under the
United Nations framework convention on
climate change. Unfortunately, due to the lack
of commitment – mainly from the top
greenhouse gas emitters – current international
agreements are insufficient to prevent the world

from facing significant changes in climate and
a rise in sea levels. The projections of future
climate change are summarized in Box 1.

22. Climate change has a range of complex
linkages with health. These include direct
impacts, such as temperature-related illness
and death; the health impacts of extreme
weather events; and the effect of air pollution
in the form of spores and moulds. Other
impacts follow more intricate pathways, such
as those that give rise to water- and food-borne
diseases; vector-borne and rodent-borne
diseases; or food and water shortages.

23. In countries of the SEA Region, many
areas have experienced increases in rainfall,

Environmental pollution in the Member countries poses a grave threat to human health.
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such as in Rajasthan, India and Jakarta,
Indonesia, particularly in mid-to-high-latitude
regions. In many parts of the Region, the
frequency and intensity of droughts have
increased in recent decades. The projected rise
in sea levels will force population displacement,
potentially leading to civil unrest. In the Region,
some of the most vulnerable regions are the
Ganges-Brahmaputra delta in Bangladesh, the
Indian Ocean islands such as Maldives and the
many mega-cities situated along the Indian
Ocean coastline.

24. Extremes of both heat and cold can cause
potentially fatal illnesses, e.g. heat or cold
stress, as well as increasing death rates from
heart and respiratory diseases.

25. In addition to changing weather patterns,
more variable precipitation patterns are likely
to compromise the supply of freshwater,
increasing the risks of water-borne disease
outbreaks and challenging the precarious
health systems in poor and remote regions.

26. Changes in climate are likely to lengthen
the transmission seasons of important vector-
borne diseases such as malaria and dengue, and
alter their geographic range, potentially
bringing them to regions where populations
lack immunity and to places with weak public
health infrastructures.

27. The costs of adapting to climate change are
estimated to be tremendous. The Stern Review8

on the Economics of Climate Change discusses
the effect of climate change and global warming
on the world economy. It estimates the cost of
inaction to be equivalent to losing 5% to 20% of
the global gross domestic product (GDP) each
year. “In contrast, the costs of action – reducing
greenhouse gas emissions to avoid the worst
impacts of climate change – can be limited to
around 1% of the global GDP each year.”

28. As a follow-up of the 2005 Mukteshwar,
India workshop, the Regional Office continued
to create awareness and stress the urgent need
to address climate change issues at various
WHO-sponsored seminars and workshops

BoBoBoBoBox 1: The Interx 1: The Interx 1: The Interx 1: The Interx 1: The Intergovernmental Panel on Climategovernmental Panel on Climategovernmental Panel on Climategovernmental Panel on Climategovernmental Panel on Climate
Change (IPCC) 2007 report on prChange (IPCC) 2007 report on prChange (IPCC) 2007 report on prChange (IPCC) 2007 report on prChange (IPCC) 2007 report on projections ofojections ofojections ofojections ofojections of

future climate changefuture climate changefuture climate changefuture climate changefuture climate change

The projected globally averaged surface warming for
the end of the 21st century (2090–2099) will vary
between 1.1 and 6.4 degrees Celsius. Warming will be
greatest over land areas, and at high latitudes.

The projected rate of warming is greater than anything
humans have experienced in the last 10 000 years.

Sea ice is projected to shrink in both the Arctic and
the Antarctic. In some projections, the Arctic late-
summer sea ice would disappear almost entirely by the
latter part of the 21st century; contraction of the
Greenland ice sheet is projected to continue to
contribute to sea level rise after 2100.

The global mean sea level is projected to rise by
9.88 cm by the year 2100.

It is very likely that hot extremes, heat waves and
heavy precipitation events will continue to become more
frequent.

It is likely that future tropical cyclones (typhoons and
hurricanes) will become more intense, with larger peak
wind speeds and heavier precipitation.

Source: Intergovernmental Panel on Climate Change: Climate Change 2007: The
Physical Science Basis Summary for Policy-makers, 2006.

8Stern Review on the economics of climate change. N. Stern, HM Treasury,
London, 2007.
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attended by health professionals. It recom-
mending to:

• Assess the national health sector’s
response;

• strengthen the response capacity of the
health sector by preparing for medical
emergency response;

• strengthen public health systems aimed
at controlling vector-borne and water-
borne diseases;

• set up an early warning sub-system
by coordinating disease surveillance
and climate monitoring activities;

• reduce the risks of vector-borne and
water-borne diseases by engaging and
empowering local communities to
implement integrated pest and vector
management and to safeguard
drinking water sources; and

• raise stakeholder engagement by
advocating and creating awareness,
notably at the level of local
communities.

29. The Regional Office assisted Bhutan in
preparing and submitting a pilot project
proposal9 to the Global Environment Fund to
reduce the health impacts from climate change
in that country.

30. Specific national plans to respond to the
challenges ahead are yet to be developed. They
should be based on vulnerability assessment
and prioritized action towards reducing
greenhouse gas emissions and increasing the

capacity of the health sector to prepare and
respond to this threat.

Chemical safety

31. Integrated vector management or IVM is
an approach that aims at reducing the burden
from vector-borne diseases by integrating the
domains of chemical and environmental
management. Evaluation of an intersectoral
project on rice irrigation systems undertaken
by WHO in Sri Lanka in June 2006 showed
that rice farmers in project villages who
graduated from the farmer field schools were
found to conduct vector control and reduce
agricultural use of insecticides in a satisfactory
manner. Based on the evaluation, the project
partners have developed a new curriculum
integrating the agricultural and vector-borne
disease components. The programme motivates
and enables rural people to actively participate
in vector management activities and to reduce
several environmental health risks.

32. The findings of this evaluation were used
in a regional workshop organized by the Vector
Control Research Centre – VCRC, Pondicherry,
from 18-20 December 2006 to obtain
consensus from countries of the Region to
implement a regional strategy for community-
based integrated vector management (IVM)
using participatory approaches. As a follow-
up of the workshop, WHO has started to
provide financial support to an IPVM
programme in Sri Lanka, and will conduct the
first IVM training course in October 2007, for
which the curriculum is currently in
preparation.

9http://www.who.int/globalchange/climate/gefproject/en/index.html.
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Preventing Poisonings

33. Household products, pharmaceuticals,
pesticides, industrial chemicals and hazardous
wastes are becoming increasingly significant
as the main sources of poisonings in the Region.
Children, women, workers in the informal
sector and poor farmers are the most
vulnerable groups.

34. According to WHO 2002 estimates, about
1.3 million people suffer from unintentional
poisonings every year in the Region, out of
which 5% of reported cases are fatal. Out of
the 2.5 million people reported to have made
suicide attempts in the Region, 70% were
carried out by ingestion of pesticides.

35. Although countries in the Region have a
total of 17 functioning Poisons Information
Centres (in Bangladesh, India, Indonesia,
Myanmar, Nepal and Sri Lanka) – with an
installed capacity to respond to a maximum of
5000 cases per year – and a small regional
professional pool of toxicology experts, most
work in the area of poisoning prevention and
case management is done based on the
commitment from individuals. The deficiencies
in response to the problem, in addition to the
lack of infrastructure, are also related to the poor
capacity to address the enormous problems
relating to poisoning. While some centres do
have up-to-date equipment (sometimes too
sophisticated), maintenance costs are too high,
and obtaining spare parts and reference
standards are a problem. Many countries lack
quality assurance and accreditation.
Furthermore, data on poisoning are inadequate.
Information on poisoning cases is generally
obtained from hospital data. Existing data in

Indonesia are collected in a harmonized manner
but they are not analysed and used for action.
Except in Thailand, there is no organized system
for collection of poisoning cases occurring at
the community level.

36. A poison control training and research
centre was established in Chennai, India with
support from WHO in 2006 (see Box 2). In the
past decade, several important support efforts
from the Regional Office have been undertaken
to help countries such as Bangladesh, Indonesia,
Myanmar, Nepal and Sri Lanka with infor-
mation and awareness campaigns, capacity-

BoBoBoBoBox 2: Px 2: Px 2: Px 2: Px 2: Poison Controison Controison Controison Controison Control Tol Tol Tol Tol Training and Researraining and Researraining and Researraining and Researraining and Research Centre,ch Centre,ch Centre,ch Centre,ch Centre,
Government General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, IndiaGovernment General Hospital, Chennai, India

In Tamil Nadu, India the suicide rate is 1.93 per million
population per year. Last year, 25 000 people
committed suicide by drinking pesticide, while a similar
number of people had consumed chemicals and drugs.
The state registered about 20 000 cases of snakebites
or insect bites. The government proposes to popularise
treatment procedures for snakebite at a cost of Rs 1.5
crores. A certificate course would be offered to village
health nurses. The state has plans to set up poison
control centres in all district headquarters’ hospitals.

A Poison Control Training and Research Centre was
inaugurated at the Government General Hospital in
Chennai with the objective of extending treatment for
victims of poisoning. The hospital treats 1500 victims
of poisoning every year.  The Centre is equipped to
handle emergency situations such as mass poisoning
and has facilities such as an Intensive Care Unit,
information services, counselling, library, museum,
antidote bank, decontamination room, laboratory and
research. The Centre at the Government Hospital
conforms to the World Health Organization standards
and acts as a referral centre for the district.
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building workshops in toxicology, use of
harmonized data collection systems, protocols
and guidelines and laboratory strengthening.  In
2006, India received support to develop a
national protocol on snakebite management.

37. Fundamentally, poisoning needs to be
looked at in a more holistic and preventative
manner, going much beyond case management.
Poisonings are the outcome, and the root causes
leading to it need to be identified and recognized.
Thus, addressing illiteracy and debt entrapment
(common to many farmers in the Region) are
key factors to reduce the burden of
disease related to adverse health
effects from exposure to pesticides.
Operationally, this holistic approach
is a challenge that would require
collaborating with community
initiatives on occupational health
and safety, mental health, enhancing
women’s health and protecting
children’s environmental health.

Health care waste management

38. Due to a number of structural
challenges, most medical wastes in
countries of the Region are ill-
managed, posing a major public
health threat. Poor management
systems are responsible for the
buildup of hazardous wastes in
agricultural and health sectors.
These include poor data, low
enforcement of outdated legislation,
porosity of national borders, scarce
quality control and lack of
coordination among concerned
authorities. Obsolete public health

pesticide stockpiles pose serious threats to
health and the environment. The disconnect
between demand and supply – notably in the
case of large imports of pesticides and of drug
donations – are the origin of the unnecessary
buildup of chemical stocks. Some of the post-
tsunami donations created huge challenges in
Indonesia: these included illegal sale and
consumption of substandard drug stocks by
unwary patients and potential environmental
pollution from either their leakage or
unmonitored destruction.

Management of hazardous waste from health and agricultural activities is
receiving increasing attention in the Region.
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39. Following the Joint WHO/FAO Regional
workshop on sound management of hazardous
wastes from health care and from agriculture,
held in Jakarta, WHO supported the sixth
annual conference of the Indian Society of
Hospital Waste Management, held in September
2006. The conference focused on “quality
assurance: role of hospitals in infection control
and waste management” and adopted a
declaration on health care waste. These events
allowed country representatives to familiarize
them-selves with the Regional Office/IGNOU
distance-learning certificate course on “sound
management of health care wastes”, to which,
by May 2007, over 500 students in four
countries of the Region had enrolled.
Addressing the root causes of waste
management needs an intersectoral colla-
boration among the health, agriculture and
environment sectors.

Food safety
40. The global policy framework for food
safety is included in the Codex Alimentarius
Commission of the World Trade Organization
(WTO). It coordinates the international guidance
on food standards. The commission is
developing working principles on risk analysis
for application in the framework of Codex
Alimentarius. The Food and Agriculture
Organization and WHO have established the
Codex Alimentarius Fund to enhance
participation of regulators in the codex process.
In the SEA Region, regulators from Bangladesh,
India, Indonesia, Myanmar, Nepal, Sri Lanka
and Thailand have been able to participate in
the codex process as a result of the fund.

41. During the reporting period, technical
support was provided to Member countries to
develop food safety policies and plans of action.
Bangladesh, India and Thailand developed
integrated nutrition, food security and food
safety plans of action; Bhutan, Maldives and
Nepal drafted their food safety policies while
Timor-Leste took steps to develop its national
strategy on food safety. National food control
programmes have started including effective
and enforceable laws, regulations and
standards. The basic food law is the foundation
of a food control programme. In this context,
technical support was provided to Bhutan,
Maldives and Timor-Leste.

42. While strategy and policy issues relating
to social distancing and strategic risk
communication have been developed and
agreed upon, community understanding of
avian influenza (AI) – the disease and its
prevention – is still poor. In Indonesia, there is
broad recognition that social mobilization
across a wide spectrum of the society is
required. Healthier food markets are an
important preventive measure that relies on
improving both practices and infrastructure to
reduce the transmission of H5N1.

43. With support from WHO and financial
help from the European Union, Indonesia is
now starting implementation of the national
healthy food market programme. The national
project aims at empowering market
communities in achieving self-sustaining
healthy food markets (HFM) to ensure
provision of safe and nutritious food. For this,
the effectiveness of healthy food markets in
reducing human health risks will be
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demonstrated in six HFM pilot projects. The
project will harness the capability of key
stakeholders to provide a safe and secure
environment and improve the biosafety levels
to reduce risks for the spread of AI virus. A
wide range of public and civil partners are
involved at the central, regional and local levels.
By the end of 2009,  300 traditional markets
should be officially certified and are expected
to participate in the HFM network. It is
proposed that  eventually a total of 3000
market managers  would be trained.

44. Thailand’s food safety control system got
a boost when the government declared the year
2004 as “Thailand’s food safety year”. The

Thai cabinet approved the “road map of food
safety” as an operational framework for
addressing the safety of food and agricultural
products along the food chain. Since 2002, the
Ministry of Public Health has promoted a
“clean food, good taste” logo to streetfood
vendors, stalls and restaurants that complied
with approximately 20 standards of clean and
hygienic food. The success story in Thailand
is an example of strong political will.

45. At the request of the Ministry of Health,
Indonesia, and the senior management of the
semi- private market association PASAR JAYA–
which owns over 150 markets in Jakarta – a
field mission to Thailand was organized by

Member countries are emphasizing the need to ensure the safety of food sold by street vendors.
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WHO in January 2007. This was an excellent
opportunity for Indonesian market managers
to learn from the Thai experience in promoting
healthy markets, and discuss and prepare
recommendations from this experience for use
in the Indonesian context.

Emergency and humanitarian action
46. As expressed by Member countries at the
World Health Assembly (WHA 58.1, 59.20)
and the Regional Committee (RC 58.3), a
growing demand is being made on the health
sector and WHO by its Member countries to
meet the public health needs of communities
vulnerable to natural and man-made hazards.

The regional situation
47. The World Disasters Report 200610

indicated that around 58% of the total number
of people killed in natural disasters were from
countries of the SEA Region during the decade
1996-2005 (Figure 4.1). In this decade, the Asia
Region11 had the highest number of natural
disasters (1273 reported events) and
technological disasters (1387 reported events).
This comprises 44% of all disasters that occurred
all over the world during this time period.

48. To address the increasing need for
emergency preparedness and response (EPR)
capacity, WHO has prepared a five-year
strategy. The key components of the strategy
include the following:

• Achievement of benchmarks;

• systematic human resource develop-
ment for emergency preparedness and
response;

• building the evidence base;

• building partnerships and mobilizing
resources; and

• strengthening communications.

WHO’s support to health sector response
to recent emergencies

• On 17 July 2006, a tsunami hit the
South Coast of Java, Indonesia. An
earthquake measuring 7.7 on the
Richter scale brought waves to villages
near the shore measuring between two
to seven meters. The Ministry of Health
(MoH) reports showed that 668 people
died, 65 went missing and about 5172
people were displaced.  A total of 9299
people were provided inpatient care in
health care facilities. WHO provided
support to essential emergency
operational activities.

10International Federation of Red Cross and Red Crescent Societies,
World Disasters Report 2006.
11In this case definition of Asia Region Countries follows that of the
World Disasters Report 2006.

Countries of the
SEA Region

536176 (58%)

Asia (excluding
countries of the

SEA Region)
184901 (20%)

Americas
84246 (9%)

Africa
48812 (5%)

Europe
77773 (8%)

Figure 4.1: Total number of people killed in natural
disasters, 1996-2005

Source: World Disasters Report 2006, IFRC.
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• Floods in India, Nepal and Thailand in
the last quarter of 2006 affected more
than 20 million people. Backstopping
for technical assistance and logistical
requirements was provided by WHO.
Essential medicines and supplies were
provided by the WHO teams in
countries and the Regional Office.

• Jakarta experienced its worst floods in
five years in January 2007. Almost all
districts of the city were flooded and
many health posts were damaged. This
resulted in an overload on hospitals in
the city. WHO supported the setting up
of an operations room in the Ministry
of Health and provided surveillance and
environmental health interventions,
essential medicines and supplies.

• WHO supported the affected
population in the conflict-affected areas
in Nepal and Sri Lanka through both
the MoH and the UN system. Key
public health interventions and
assessments were carried out.

49. Raising the standard of health emergency
preparedness remained an important challenge
in countries of the Region. Following the Bali
declaration in June 2006, the benchmarks for
EPR formed the core of the Regional Office’s
strategy. They provided a framework to turn
lessons from previous emergencies into action.
The benchmarks were clustered as follows: (i)
multi-sectoral coordination; (ii) community
empowerment; and (iii) capacity building.
Considerable progress took place in all areas
during the reporting period. However, to enable
better monitoring and evaluation of the

progress, standards and indicators for 12
benchmarks were identified. WHO will
continue to support Member countries in their
efforts concerning these benchmarks.

50. At the Twenty-fourth meeting of
Ministers of Health of Member countries of the
Region, held in Dhaka in August 2006, it was
recommended that a Regional Emergency Fund
be created with WHO’s support. The objective
of the Fund was to provide supplemental
financial assistance for public health
interventions during emergencies and for
strengthening national capacity to respond
effectively and efficiently to meet public health
challenges posed by emergencies. The Regional
Office took the lead in taking this
recommendation forward. Extensive
consultations took place with Member
countries to reach an agreement on the Fund,
and a working group was constituted to frame
its business rules and guidelines.

51. The Regional Office identified country
capacity building as one of its guiding
principles. To support this thrust, it developed
a national roster of experts for emergencies. It
is now proposed to organize training
programmes to prepare these experts for
deployment during emergencies in future.

52. The UN system has embarked on
Humanitarian Reform. The core component of
this is the adoption of a cluster approach in
which WHO would be the health cluster lead.
The Regional Office is at the centre of rolling
out these initiatives. So far, the cluster approach
has been initiated in response to emergency
situations in Indonesia. This will be extended
to other countries in the Region as well.




