
Loss and damage due to climate change:  
estimating the yet to be estimated

will increase due to climate change. It may be 
worthwhile estimating the loss of production due 
to the poor growing up of the future generation 
of these under-nourished children. 

Excessive heat affects the level of performance 
and is associated with an increase in violence 
and road injury. If a heat wave occurs during 
a drought, which dries out vegetation, it can 
contribute to bushfires and wildfires. Heat 
waves may cause roads and highways to buckle, 
water lines to burst, and power transformers 
to detonate, causing fires and damages to the 
underground service structures (Wikipedia: Heat 
Waves). While we usually know the amount of 
losses to forestry due to heat wave/forest fire, we 
get no information on the losses caused to the 
communication and drainage systems and under 
surface structures due to heat waves.

The number of people at risk from flooding by 
coastal storm surges is projected to increase from 
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In 2000, natural disasters affected approximately 
154 million people globally, their livestock and 
livelihoods, and killed more than 45 000 people. 
More than 50 million people still remain displaced 
by complex emergencies (USFDA, 2003). What 
was the price of the partial recuperation that 
took place and what is the price that is still being 
paid and will have to be paid for some more 
time to come? What will be the price of the total 
rehabilitation finally? 

In 2000, drought and floods were the most 
prominent natural disasters, accounting for 75% 
of casualties caused by natural disasters and 
87% of the total number of people affected by 
them. Flooding in Africa, Asia, Eastern Europe 
and Latin America was responsible for the deaths 
of more than 34 000 people, and rendered 
1.7 million people homeless. Overall, in the 
year 2000, 54 million people were affected by 
flooding globally. Housing structures, electric 
and water systems, roadways, bridges and 
other transportation infrastructure, 
livestock, cropland, shrimp and fish 
farms were damaged or destroyed. 
Drought on the other hand, affected 
close to 121 million people in 2000. 
In addition to critical food shortages, 
it caused acute potable water 
shortages, significant crop failures 
and livestock losses (USFDA, 2003). 
While some of these were estimated 
economically, some were not. Can 
economic estimation be a norm in 
future to estimate all these losses? 

A c c o r d i n g  t o  W H O , 
approximately 800 million people 
are currently undernourished 
(World Health Organization, 2002). 
This predicament, as we have seen, 
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the current 75 million to 200 million in a modelled scenario 
of midrange climate changes, in which a rise in sea level 
of 40 cm is envisaged by the 2080s (Patz and Kovat 2002). 
Economic implications may be predicted for such situations 
by developing some simulation models. 

Natural disasters can also result in increased suffering 
from domestic violence and post-traumatic stress disorders in 
women, who are also often called upon to play a leading role 
in disaster recovery and in rebuilding shattered communities 
(Ariyabandu, and Wickramasinghe, 2003); all of these have 
costs that are paid, if not in cash, then at least in kind, e.g. 
earning potential by women, which is lost. 

A study conducted by Khuda and Nizamuddin (2000) 
among 480 households in the districts severely flooded in 
1998 in Bangladesh noted that only 21% of the affected 
population went to the shelter and embankment. About 
36% stayed back in their homes despite the flooding. The 
reason for this nonchalant behaviour clearly is economic, 
but what was the actual impact of this in monetary terms? 
This information could compel people to rethink about 
their behaviour and practices during a natural disaster in 
future. 

At Mao town in Nagaland, a major landslide occurred 
in July 2004. With a width of about 150 m and stretching 
along 1100 m, the landslide destroyed 80 houses and 
blocked a major road transport corridor for more than a 
month (Velasquez, 2010). These sufferings have shadow/
opportunity costs.

In the Indian Ocean tsunami of 2004, more than 38 600 
latrines and septic tanks were destroyed in the affected 
countries, some of which overflowed, discharging the 
contents in the surrounding areas, thus posing an additional 
health hazard to its users (ADPC, 2010). What was the direct 
cost of these losses, the spiralling/cascading effects of these 
losses and the indirect cost of the effects? The tsunami in 
Sri Lanka battered its southern and eastern shorelines; 
classroom teaching came to an almost complete halt for 
several weeks; 182 schools were severely damaged or 
destroyed; while 287 schools served as emergency shelters 
for thousands (Government of Sri Lanka and GTZ Quoted 
from ADPC, 2010). These schools lost an opportunity cost, 
the sheltered ones lost their wages and management of these 
shelters also had costs. 

Cyclone Sidr in Bangladesh in 2007 damaged the 
ecosystem. Broken trees in the Sunderbans restricted the 
movement of animals in the forest and led to scarcity of 
food for them. Fifty seven drinking water ponds were 
contaminated with saline water. The breeding capacity 
of the affected animals was affected. Some common 
health problems that were caused were: night blindness, 
malnutrition, eye and skin diseases, diarrhoea, respiratory 

tract infection, mental health problems, malaria, dengue etc. 
Sidr also destroyed standing crops and gardens, household 
food stocks and assets, and livelihoods. Infants, young 
children, and pregnant and lactating women were vulnerable 
to nutritional deficiencies (Source: Damage, Loss and Needs 
Assessment, Government of Bangladesh, April 2008. Quoted 
from ADPC, 2010). It will be complex, interesting though, 
to figure out how much the children lost in terms of their 
growth potential, future productivity, economic loss to the 
state and how much the women had to suffer in monetary 
terms besides other sufferings. How much was the loss due 
to the impact on animal breeding? How much was the cost 
of treating the diseases?

Change in surface temperatures affects fish species 
distribution. Fishermen have to fish deeper or in other than 
the usual places, meaning higher fishing costs and time 
due to travel and ice costs (for transporting fish). Extreme 
weather can destroy landing sites, boats, and gear. A lowering 
yield and higher prices for these various reasons will affect 
nutrition and health. What will be the impact of all these on 
the economy of affected individuals?

In the Satavaya region of Orissa, out of a cluster of 
seven villages, only two exist now; the other five have 
been submerged. The sea has ingressed to about 1.5 km 
and 2.5 km into Kanakpur. Satavaya has also lost 56% of its 
mangrove vegetation (Jacob, ENVIS). What was the price of 
the land that was lost in Satavaya?

Climate change has made many avian, amphibian and 
animal species extinct, as shown in the table below, which 
has an economic and aesthetic price.

Group (Total number of 
living species) Threatened

Fisheries 266 54

Amphibians 22 8

Reptiles 109 58

Birds 388 41

Mammals 110 40

Total 895 201
(Source: Karim, 2009)

The loss and damage of mangrove forests as a result of 
Cyclone Nargis affected about 16 800 ha (41 514 acres) 
of natural forest and 21 000 ha (51 892 acres) of forest 
plantations in the Ayeyarwady Delta. Mangroves are an 
important source of subsistence and income for local 
communities, particularly for the collection of firewood, 
production of charcoal, and fishing as well as material for 
shelter…(UNEP, Quoted from ADPC, 2010). The loss of trees 
is a direct economic loss, an indirect loss to the environment 
and also loss of protection to the coastal belts. How this loss 
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Child motorcycle helmet project in Thailand
Since 1996, the motorcycle helmet law has been enforced 
in Thailand. However, the Ministry of Public Health reports 
continuously that motorcycle riders still account for the 
highest number of deaths among all road users. Among 
children below 15 years of age, 68% of deaths were among 
vehicle users and 72% of the children died from riding 
on motorcycles, in 2002. In 2003, approximately 12 000 
children were admitted to hospital due to this (33 per day 
or 1.4 persons per hour). According to the National Injury 
Surveillance report, 99.9% of the severely injured child 
motorcyclists had not been wearing a motorcycle helmet. 
Head injuries in the admitted children from vehicular use 
increased significantly among two-year olds and 10–14 
year olds (Figure 1). The National Road Safety Directing 
Centre (RSDC) Board decided not to prohibit but to seek 
protection for the child motorcycle riders. If a target of 90% 
helmet wearing rate is achieved, deaths and severe head 

affects the local economy directly and how other cascading 
economic losses occur to affect health? 

In the delta region in Myanmar, the landless poor often sell 
their labour in advance, at roughly half of the going wage rate, 
in order to meet consumption requirements during June–
October. In the 2005 rainy season, 43% of households in the 
Delta were in debt (Post-Nargis Joint Assessment, July, 2008, 
Quoted from ADPC, 2010). There is clearly some invisible 

economic loss of labour, which cannot be compensated or 
adjusted economically by the profit made by the lenders. 

Dr A M Zakir Hussain 
Regional Adviser 

Environmental Health and Climate Change

*For bibliography see p. 20.

injuries would be decreased by 30%. The child motorcycle 
helmet project aims to catalyse the manufacturing of standard 
motorcycle helmet for 2–5 year-old children and promote 
helmet-wearing in children below 15 years of age.

Detail of the initiative

1. Helmet manufacturing for 2–4 year-old children – the 
cost only for the new mould was about 100 000 Baht 
(US$ 2500). Three million Baht (approximately 
US$ 75 000) was mobilized from the Government budget 
for purchase alcohol breath analysers to manufacture of 
15 000 child helmets through open bidding. 

 ♦ The National Subcommittee on Child Helmets, under 
the RSDC, organized a workshop for all helmet 
manufacturers to inform the policy of the RSDC on the 
new child motorcycle helmet. 

 ♦ The standard of motorcycle helmet and its specifications 
and major features were announced by the Ministry 
of Industry. 

2. Purchasing and distribution of child helmets, raising 
awareness and promoting wearing at local and national 
level – on March 2005, contracts were signed in 15 pilot 
provinces with governors to receive 1000 child MC helmet 
per province and will mobilize local resources to purchase 
additional 1000 child helmet. 350 000 Bahts (US$ 8750)/
province for educational campaign were provided. 
Enforcement after the educational campaign was a must. 
The 15 provinces was evaluated on the helmet-wearing 
rate among 2–14 years old against the target after one 
year. The Thai Health Promotion Foundation supported 
the implementation and evaluation. External evaluation 
was done by the public health faculty, Thammasart 
University. A reduction of 74% was achieved in head 
injuries by children wearing standard child motorcycle 
helmet when riding motorcycle. By the end of the project, 
six manufacturers produce motorcycle helmets for 2–5 
year-olds and children for the local market and for export.

Good practice

Figure 1: Head injuries in child motorcycle riders, by age

National Injury Surveillance, Thailand, 2003
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Flash floods in South Phyongan, North 
Phyongan, Kangwon, North Hamgyong and 
South Hamgyong provinces of Democratic 
People’s Republic of Korea (July 2012)
In late July 2012, heavy rainfall and the effects of cyclone 
Khanun caused flash floods that affected 63 counties 
in all 11 provinces of Democratic People’s Republic of 
Korea. The most affected provinces were South Phyongan, 
North Phyongan, Kangwon, North Hamgyong and South 
Hamgyong.

According to reports from late August, the flash floods 
damaged or destroyed over 70 000 buildings and houses, 
leaving 169 dead, 154 injured, 400 missing and displacing 
more than 200 000 people. In total, a population of 
700 000 was affected. The total number of public health and 
education buildings damaged was 208, including 69 health 
facilities. Out of 49 hospitals, 7 were washed away.

On 31 July 2012, an interagency team consisting of EUPS1 
1,2,3,5, Sub-Committee on Drug Control (SDC), the Food 
and Agriculture Organization of the United Nations (FAO), 
the United Nations Development Programme (UNDP), 
the United Nations Population Fund (UNFPA), the United 
Nations Children’s Fund (UNICEF), the United Nations 
Resident Coordinator Office (UNRC), the World Food 
Programme (WFP), WHO and the Ministry of Foreign Affairs 
(MoFA)/NCC2 visited the two worst-affected areas to assess 
the situation. The Health and Nutrition as well as Water and 
Sanitation Clusters were activated and a health and nutrition 

needs assessment was conducted on 6–7 August 2012. 
UNICEF, UNFPA and WHO accompanied by senior officials 
from the Ministry of Public Health and the provincial health 
bureau,  assessed the condition of damaged hospitals and 
priority health needs of the affected population.

National, provincial, and county health authorities 
mobilized more than 1500 health workers for mitigation and 
public health activities, surveillance, control and prevention 
of disease outbreaks. The Government also deployed 
helicopters for rescue works and provided tents to the 
affected population. All non-affected health facilities were 
activated to provide care to the injured and sick.

Emergency health kits were initially provided by the 
IFRC, followed by 10 more interagency kits distributed to the 
10 most affected counties, two sent from WHO’s regional 
stockpile. The WHO Country Office Democratic People’s 
Republic of Korea collaborated with the Ministry and other 
UN agencies to effectively respond to the emergency and is 
continuing to monitor the situation. Moreover, the Regional 
Office released US$ 134 130 out of the WHO South-East 
Asia Regional Health Emergency Fund (SEARHEF) funds for 
emergency relief and public health measures in Democratic 
People’s Republic of Korea.

Avalanche and floods in Seti River, Kaski 
district, Nepal (May, 2012)
On the morning of 5 May 2012, an avalanche in the 
Annapurna Mountains caused floods in the Seti River, Kaski 
district in Nepal. The Kharapani settlement (also known as 
Tatopani) in Sardikhola Village Development Committee 
(VDC) and Sadal village in Machhapuchhre VDC were the 
worst affected areas. According to UN reports, from 31 May 
2012, a total of 40 dead bodies were recovered and 31 
persons were reported to be missing. Only 27 of the bodies 
have been identified and handed over to their respective 
families and relatives. A total of 14 families were displaced. 
Destroyed infrastructure included 20 houses (4 permanent 
and 16 temporary), two temples and one community building 
in Tatopani and Machhapuchhre VDC. Three suspension 
bridges were also severely damaged, as well as one of the 

Emergencies and disasters

Replicability

According to the First Global Road Safety Survey, 2009, 
countries like Nepal, Indonesia, Sri Lanka and Myanmar 
have higher enforcement. Clarification that children are not 
exempted from the helmet law through, mass media, may be 
adequate to start with extra arrangement to make standard 
child motorcycle helmet available in the markets. In 2007, 
Ministry of Transport, Indonesia, started the child motorcycle 

project helmet. At present, child motorcycle helmets are 
manufactured within the countries and also exported to 
other countries.

Dr Chamaiparn Santikarn 
Regional Adviser 

Disability Prevention and Rehabilitation Injury

© WHO Democratic People’s Republic of Korea. 
First aid point on the spot in Songchon Countytal.
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Displacement in Rakhine State, Myanmar 
(ongoing since May 2012)
On 28 May 2012, intercommunal violence broke out in 
western Myanmar’s Rakhine State. The violence quickly 
escalated and caused massive population displacements, 
leading the government on 10 June 2012 to declare a state 
of emergency and impose curfews in the state. 

Over 5300 buildings were destroyed in the hostilities, 
including the homes of 4000 people that were burnt in a 
resurgence of the violence of early August. The number 
of casualties reached 87 in September, while the injured 
added up to 120. Sporadic violence was still ongoing after 
four months, having caused the internal displacement of 
over 75 000 persons that are currently accommodated in 40 
camps and temporary locations. Although a “fragile calm” has 
returned, according to UNHCR reports from early October, 
tensions remain high and curfews between 7 pm and 5 am 
are still in force in seven towns. Some IDPs have however, 
returned to their villages in Maungdaw. Most of the remaining 
IDPs are settled in nine camps outside the Sittwe Township, 
while others are accommodated in the Kyauktaw Township. 

The Government of Myanmar has pledged to address 
the needs of the displaced, as well as to deal with the root 
causes and long-term ramifications of the issue. UN-level talks 
and negotiations with ethnic leaders are underway, while 
assistance has been provided by the Government to IDPs 
since the beginning of the unrest. Humanitarian agencies 
have been supporting the Government’s efforts.

WHO continues to support national health authorities 
in its disease surveillance activities in the affected locations. 
Diarrhoea/dysentery cases have been reduced through “hand 
washing and nail cutting campaign” in IDP camps. WHO has 
also provided financial and technical support to the Myanmar 
Health Assistants’ Association, including the dispatch of health 
assistants for provision of health services, disease surveillance, 
outbreak response activities and provision of mental health 
and psychosocial support to the affected communities. 
Health assistants have also assisted in TB defaulter tracing and 
provision of drugs in IDP Camps in Sittwe.

two transmission lines conveying raw water to the treatment 
plant, reducing the water supply to Pokhara city to roughly 
half of the normal level. 

The Government of Nepal, with support from humanitarian 
agencies, deployed emergency rescue, relief and response 
teams to the disaster sites, opened command posts and 
provided emergency supplies and free health care services 
to the affected communities. WHO Nepal collaborated 
with the Ministry of Health and Population in responding 
to the needs of the affected population since the beginning 
of the emergency. In addition, WHO Emergency and 
Humanitarian Action staff members joined the Government-
led information, verification and assessment team in the 
affected areas. Furthermore, WHO Surveillance Medical 
Officers (SMOs) stationed at Pokhara supported the District 
Public Health Office’s (DPHO) efforts in responding to the 
emergencies and represented WHO at the district level 
meetings. WHO Nepal also collaborated with DPHO in 
monitoring epidemic-prone diseases in Pokhara valley. 
As lead agency of the health cluster, WHO coordinated 
health-related response and monitoring efforts with different 
stakeholders throughout the emergency. 

In the recovery phase, priorities have been centred 
on continual monitoring of disease patterns in affected 
communities, as well as of the drinking water quality, 
including repair of the damaged water supply system.

© WHO Nepal. 
Water pipe crossing bridge damaged by floods.

© WHO Nepal. 
MoH, WHO and UNOCHA staff conducting rapid assessment in 
flood affected areas.

© WHO Myanmar 
Internally displaced persons (IDPs) having meals in one of the 
temporary makeshift IDP camps in Rakhine State.
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Although no major disease outbreaks have been 
reported so far, water and sanitation issues remain a critical 
concern. According to reports by the Rohingya Human 
Rights Association (RHRA) and United Nations Office of 
the Coordination of Humanitarian Affairs (OCHA), several 
camps have only one latrine serving up to 100 persons. Lack 
of access to safe and clean water is still a problem in most 
IDP locations. Knowledge of adequate hygiene practices 
remains poor and the provision of hygiene kits is a critical 
need. The Department of Rural Development, UNICEF and 
other WASH partners have begun addressing these issues, 
yet further efforts are still needed to adequately respond to 
these pressing needs. 

Concerning shelter, assessments have identified the need 
for at least 375 more shelter units in Sittwe alone, as well 
as 2400 non-food items. Moreover, although WFP and its 
partners have resumed food distribution activities since late 
September, the nutritional situation and general conditions 

in IDP camps remain extremely precarious. Assessments 
indicate that malnutrition was reported in over half of the 
assessed locations with some 2000 acutely malnourished 
children facing high risk of mortality. 

Funding needs also remain an important concern. Of the 
US$ 32.5 million called for by the Rakhine Response Plan 
launched in July by the UN and NGO partners, required 
to provide assistance to some 80 000 beneficiaries until 
December 2012, not even half of this amount has been 
disbursed or pledged. According to OCHA’s Financial 
Tracking System, as of 1 October 2012, total donations from 
different donors amounted to approximately US$ 2.7 million, 
while US$ 9.9 million have been contributed or pledged for 
the response plan.

The Emergency Humanitarian Action Team 
(Dr Roderico Ofrin, Mr Daniel Cabello Llamas, 

Mr Abhinav Walia, Dr Kyaw Win Vijay Nath)

Regional workshop for Implementation of 
the Regional Strategy on Protecting Health 
from Climate Change, Colombo, Sri Lanka, 
26–27 July 2012

The general objective 
of the workshop was 
to provide technical 
assistance to Member 
S t a te s  and  hea l th 
ministry focal points 
to implement their 
n a t i o n a l  p l a n s  o f 
action and strategies 
on climate change and 
health more effectively 
and efficiently. The 
specific objectives of 
the workshop were to:

1. present salient features of the Regional Strategy;

2. generate recommendations for further developing the 
national health sector plans of action and strategies on 
climate change and health;

3. generate recommendations for strengthening intersectoral 
collaboration on protecting health from climate change.

Representatives of 10 Member States of the SEA 
Region participated in the workshop. It recommended 
development of country-specific strategies for the health 
sector to protect health from climate change focusing on 
intersectoral collaboration. Participants requested the 
Regional Office to update the Strategy for further benefit 
of the Member States. 

Expert group meeting to finalize the regional 
tool to assess health vulnerability to climate 
change, New Delhi, India, 30 October 2012
Nine experts from diverse fields, e.g. meteorology, hydrology, 
epidemiology, public health, biostatistics, public health 
engineering, vector borne diseases from seven countries 
participated in this one-day event. Nine regional advisors 
relevant to climate change, including nutrition and mental 
health services also participated. The first draft of the Regional 
Tool to Assess Health Vulnerability due to Climate Change 
was discussed in the meeting. The experts suggested further 
work on the non-climatic variables and focus more on the 
‘how to do part’, i.e. with the direction on how to assess 
vulnerability. The revised tool was also discussed for adoption 
in a regional seminar on climate change for the focal points 
of ministries of health of the Member States.

Dr A M Zakir Hussain
Regional Adviser

Environmental Health & Climate Change Unit

News and events
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Meeting of experts on measuring health 
equity and health impact assessment 
towards health in all policies,  
New Delhi, India, 6–8 June 2012
A meeting of experts on measuring health equity and health 
impact assessment towards health in all policies was held in 
the WHO Regional Office for South-East Asia, New Delhi 
on 6–8 June 2012. Ms Payden, Acting Director, Sustainable 
Development and Health Environments, inaugurated the 
expert meeting and made the opening remarks. The meeting 
was attended by experts from the SEA Region as well as from 
other regions.

The experts shared the existing effective tools measuring 
health equity and health impact assessment from country 
and regional experiences and discussed the methodology 
to strengthen health impact assessment and health equity 
measurement with Member States.

Draft technical guidelines on measuring progress on 
health in all policies and health equity were developed. 

Dr Suvajee Good,  
Programme Coordinator, Health Promotion and Education

Consultation on Impact Assessment as a 
Tool for Multisectoral Action on Health,  
Kobe, Japan, 20–22 June 2012
The consultation was organized by the WHO Centre for 
Health Development, Kobe (WKC). The participants included 
15 experts and practitioners across regions and 15 WHO 
staff from WHO headquarters and the regional offices for the 
Americas, the Western Pacific, and South-East Asia besides 
staff from WKC. 

Experts and technical officers from WHO provided 
inputs, based on their countries and regional experiences, 
on the Health Impact Assessment (HIA) and other impact 
assessments in the meeting. Lessons learnt from the recent 
Expert Meeting on Health Impact Assessment and Health 
Equity Measurement towards Health in All Policies held in 
the Regional Office on 6–8 June 2012 were shared. 

Participants reviewed the experiences and discussed 
the advantages and disadvantages of using the available 
tools to promote multisectoral actions. Integrated Impact 
Assessment was proposed. During the consultation, the 
“Guidance for policy–makers on the use of impact assessment 
to promote and sustain multisectoral action for health” 
was developed with technical inputs from experts and 
WHO staff.

Dr Suvajee Good 
Programme Coordinator, Health Promotion and Education

Brainstorming session on Urban Health 
Strategies for India
A brainstorming session on urban health strategies for India 
was held in the WHO Regional Office on 20 September 
2012. There were seven participants from the Health 
Promotion and Education Unit and Primary Health Care 
Unit of the Regional Office and WHO and UNICEF Country 
Offices for India. 

The UNICEF Country Office for India is planning to have a 
comprehensive framework for country implementation, thus 
the meeting with WHO had taken place in order to draw 
experiences from healthy city approach to urban health from 
regional and global perspectives. 

Technical discussions covered a number of issues such as 
healthy city, healthy urban planning, Urban HEART, child-
friendly cities initiative, healthy public policy, health in all 
(urban) policies, smoke-free cities, referral systems of health 
services, equitable access to services across urban population, 
universal health coverage and other social service schemes, 
health impact assessment, injuries and road safety prevention 
and promotion.

Finally, the session concluded with a proposal for joint 
action on an “Interagency Cooperation on the Right to 
Health for the Urban Poor in India” or an “Interagency 
Collaboration on Equitable Access to Services for the Urban 
Poor in India”. 

Dr Suvajee Good 
Programme Coordinator, Health Promotion and Education
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Leadership Development in Health 
Promotion (PROLEAD) Workshop,  
Bangkok, Thailand, 9–12 October 2012
The WHO South-East Asia Regional Office is coordinating 
with the Western Pacific and Eastern Mediterranean Regional 
Offices for joint participation of national counterparts in the 
PROLEAD workshop. This workshop aimed at strengthening 
the health promotion infrastructure as well as innovative 
sources of financing. The workshop provided a mechanism 
for promoting health across programmes, organizations 
and sectors, with specific emphasis on bridging gaps 
between governmental entities for local health promotion 
policies, programmes and activities. It gave importance 
to strengthening the evidence base for effective health 
promotion and development of its use to inform health 
public policy. 

The workshop focused on establishing the “Health 
Promotion Foundation” and included a field visit to the Thai 
Health Promotion Foundation to learn examples on health 
promotion activities in Thailand.

Dr Suvajee Good 
Programme Coordinator 

Health Promotion and Education

Health Promoting Hospital (HPH)  
Autumn School
In collaboration with the WHOCC for International Network 
for Health Promoting Hospital, Indonesian National 
HPH Network conducted the Autumn School on Health 
Promoting Hospital at International HPH School in Horison 
Hotel Bandung, West Java, Indonesia from 30 October to 
1 November 2012. 

The School focused on implementation of health 
promoting standards in hospitals and health services, and 
the School gave all participants the required information, 
knowledge and hands-on experiences needed for future work 
and implementation at their respective hospitals and health 
services. The HPH School will be open to all interested health 
care providers, administrators, managers and researchers. 

Dr Suvajee Good 
Programme Coordinator, Health Promotion and Education

“Health in All Policies 2013”: The Eighth 
Global Conference on Health Promotion, 
Helsinki, Finland, 10–14 June 2013
The Eighth Global Conference on Health Promotion will be 
co-organized by WHO and the Ministry of Social Affairs and 
Health of Finland. The Conference will assess achievements 

and aims for health promotion globally from Ottawa to 
Helsinki. It aims to address what works and how, identifying 
options for action, available processes, mechanisms and 
tools. It will explore concrete ways in which the health sector 
itself can improve its commitment and skills to work with 
other sectors, as well as ensure health promotion in its own 
work. It will share the experience gained in implementing 
intersectoral policies relevant to countries at different levels 
of development.

The conference is expected to draw 800 invited 
participants representing different levels of Member 
State governments, UN and international organizations, 
civil society and international financial institutions and 
foundations and representatives from health and other 
sectors relevant for health determinants such as education, 
environment, employment, agriculture, trade, transportation, 
housing, finance, foreign and development policy. 

Dr Suvajee Good 
Programme Coordinator 

Health Promotion and Education Unit

Regional workshop on Urban Health Equity 
Assessment and Intersectoral Responses 
New Delhi, India, 27–29 November 2012
The regional workshop was organized to strengthen the 
capacity of health managers, municipality administrators 
and urban planners of the Member States in addressing and 
responding to rapid urbanization and impact on the health 
of the population in urban settings. The workshop provided 
an opportunity to share experiences from the South-East 
Asia, Western Pacific and Eastern Mediterranean Regions 
on implementation of Urban Health Equity Assessment Tool 
(Urban HEART), a decision-support tool to reduce health 
inequities in the cities. 

In addition to the participation of focal points from 
11 WHO country offices, over 40 high-level representatives 
such as mayors, municipality authorities and health managers, 
programme managers/ focal points for “healthy city”, urban 
planners and representatives from ministries of health and 
other ministries, also participated in the workshop. 

The workshop drew strategic, evidence-based, priority 
interventions for developing a Regional Plan of Action to 
address health inequities in the urban areas of South-East 
Asia. 

Timor-Leste School Health Programme
WHO is providing continuing support to the school health 
programme in Timor-Leste. The activities completed are 
as follows: training for national level master trainers of 
teams and for district trainers; school feeding programmes; 
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school gardening programmes; Implementation of WASH 
in schools; child-to-child approach; climate change 
activities; eye health; oral health promotion and prevention 
activities.

To make the school health programme more effective, 
The Ministry of Health is developing a national guideline for 
school health. This guideline would be a national reference 
for implementation of school health programme.

WHO Country Offi ce Team
Timor-Leste

Agrochemicals blamed for chronic kidney 
diseases (CKD) in Sri Lanka
A recent joint press release from the Ministry of Health, 
Sri Lanka and WHO says that cadmium and arsenic coming 
from agrochemicals are responsible for chronic kidney 
diseases (CKD) observed in the north central provinces of 
Northern Sri Lanka. The local doctors describe this disease as 
a mysterious kidney disease, because it is not associated with 
known causes of kidney failure. The disease surfaced about 
two decades ago. Hospital records show a steady increase 
in new CKD cases since 2000. The current estimate is about 
15 000 cases in the affected area. Joint investigation by WHO 
and the Epidemiology Unit of the Ministry of Health, Sri Lanka 

concluded that long term low level exposure to cadmium 
and arsenic coming from fertilizers and pesticides respectively 
cause the disease in susceptible individuals. Samples of rice, 
fish and lotus rhizome (see figure) showed high levels of 
these metals. The identical disease could be experimentally 
produced in the mice made to drink concentrated water 
from reservoirs in the affected provinces. A similar disease 
was reported from Thailand in 1999. Cadmium from zinc 
mines affecting nearby rice fields was stated to be the cause.

Dr Habibullah Saiyed
Temporary International Professional, Occupational Health 

Meeting of National Tobacco Control 
Programme Managers, Thimphu, Bhutan, 
10–12 July 2012
A meeting of National Tobacco Control Programme 
Managers was held at the Royal Banquet Hall in Thimphu, 
Bhutan on 10–12 July 2012. The Regional Director, 
Dr Samlee Plianbangchang gave the opening address and 
HE Mr Zangley Dukpa, Minister of Health, Bhutan delivered 
the inaugural address. The meeting was attended by tobacco 
programme managers and focal persons from the ministries 
of health from all Member States of the Region and also 
representatives from civil society who are partners in tobacco 
control.

The objectives of the meeting were to:

1. review implementation of the WHO FCTC in Member 
States of the South-East Asia Region;

2. discuss and share information on Global Tobacco 
Surveillance System and its linkage to the implementation 
of the WHO FCTC;

3. discuss the draft regional strategy on tobacco control and 
identify follow-up actions at the country level;

4. discuss the draft protocol to eliminate illicit trade in 
tobacco products in preparation for the Fifth Session of 
the WHO FCTC Conference of the Parties.

© WHO/Payden (top), WHO/Zakir Hussain (bottom).
Rice (top), fish (bottom) were found to be important sources of 
cadmium in the affected provinces. The average cadmium levels 
in rhizome were 250 mg/kg.
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The outcomes of the meeting are given below:

1. Countries provided updates on progress made in 
implementing WHO FCTC/tobacco control policies.

2. They shared ideas including strategies for cooperating on 
a regional basis to advance tobacco control.

3. The Regional Strategy for Utilization of Standard Tobacco 
Questions for Surveys (TQS) in the South-East Asia Region 
was adopted in the present form.

4. The Regional Strategy for Tobacco Control was adopted 
in the present form, subject to modifications before it is 
published.

5. Member States agreed on the draft protocol on illicit 
trade.

6. Member States agreed to include a recommendation 
under Section 5 of FCTC Article 6 guidelines, for the 
use of revenues, as follows: “Parties should allocate a 
percentage of tobacco tax revenues or establish other 
sustainable financing mechanism to finance WHO FCTC 
implementation and other health promotion activities.”

Dr Nyo Nyo Kyaing 
Regional Adviser, Tobacco Free Initiative

Ausaid support to WHO will continue for 
water quality project
Water Safety Plans (WSPs) are increasingly recognized 
as a cost-effective, management-oriented, preventive 
approach to drinking-water safety. Their promotion is a key 
recommendation of the Third Edition of the WHO Guidelines 
for Drinking-water Quality, issued in 2004 and continues to 
be the recommended approach to drinking-water safety in 
the Fourth edition of the Guidelines, which was launched in 
July 2011. The WHO/AusAID Water Quality Partnership for 
Health has been instrumental in initiating capacity building in 
support of WSPs in the WHO South–East Asia and Western 
Pacific Regions with the initiation of the phase 1 of a project 
in 2005–2009. During Phase 1 activities were undertaken 
at global, regional, and country levels (Bangladesh, Bhutan, 
Cambodia, China, the Lao People’s Democratic Republic, 
Myanmar, Nepal, Viet Nam), with AusAID support amounting 
to AUD$ 3 million. This project has led to all countries having 
gained practical WSP experience through pilot testing and 
training and most having developed or revised drinking-
water quality-related sector policies in light of the project’s 
emphasis on integrated risk assessment and incremental 
risk management to ensure water safety, including the 
preparation of national strategies for scaling-up WSPs. 

WHO and Ausaid came into a second phase of 
partnership in light of the outcomes of the phase 1 of the 
project, with AusAID supporting again with about AUD 
3 million in Bangladesh, Bhutan, Nepal, the Lao People’s 

Democratic Republic, Viet Nam and the Philippines. Phase 
2 focused on the ways in which WSPs could be implemented 
at scale. The process of monitoring WSP quality and the 
implementation rates was started with the development 
of a WSP Quality Assurance (QA) Tool which was adapted 
to national conditions and translated into local languages 
in four of the countries. An additional 12.5 million people 
were served with water supplies managed by 60 urban and 
90 rural WSPs during Phase 2.

With the success of the two phases of the water quality 
project, Ausaid committed to a third phase project with the 
emphasis on deepening and widening the development of 
WSPs such that they become standard practice for water 
supply across the current six countries and are introduced 
and developed in six other countries in the two regions. The 
additional countries are Indonesia, Myanmar and Timor-Leste 
in the South-East Asia Region and Cambodia, Mongolia and 
the Pacific Islands in the Western Pacific Region.

Phase 3 will focus on increased WSP implementation 
and improved water safety practices, mobilize resources to 
support WSP improvement plans and develop resources and 
tools to support WSP implementation.

The phase 3 project initiation meeting was held between 
Ausaid and the WHO staff to finalize workplans for the first 
year, agree on project management structure and progress 
reporting and monitoring mechanisms.

Ms Payden 
Regional Adviser, Water Sanitation and Health

Third East Asia Sanitation Conference, Bali, 
Indonesia, 10–12 September 2012
The Third East Asia Ministerial Conference on Sanitation 
and Hygiene (EASAN-3) was held in Bali, Indonesia, on 
10–12 September, 2012. The conference was hosted 
by the Government of Indonesia and attended by more 
than 250 participants, including country delegations of 
senior government officials, donors, international agencies, 
non-governmental organizations (NGOs), private sector 
representatives, health specialists and other resource 
persons from 14 East Asian countries. HE Dr Nafsiah Mboi, 
Health Minister, Indonesia inaugurated the conference and 
Dr Athula Kahandaliyanage, Director, SDE, WHO Regional 
Office for South-East Asia together with the representatives 
from UNICEF and World Bank WSP Programme delivered 
keynote speeches during the inaugural session. The theme 
of the conference was: “Sanitation for All: Towards 2015 
and Beyond”.

Plenary sessions were arranged for presentation of country 
situations. A series of parallel sessions was arranged on WASH 
in schools, natural disasters, hospitals and other public 
settings; sanitation adaptation to climate change; hygiene 
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awareness and promotion; sanitation product knowledge 
and technology; urban sanitation; and resource mobilization 
for WASH. The second day concluded with (a) round table 
discussions of heads of delegations on strengthening of 
regional networking and coordination of country plans of 
action and progress on hygiene and sanitation and (b) signing 
of the Bali Declaration on Sanitation and Hygiene in East 
Asia, followed by a press conference. 

Donors hosted exhibition booths on sanitation and 
hygiene programmes and projects. On the third day of 
the conference, a menu of three technical field visits was 
offered to sites in Bali so that participants could observe and 
informally discuss a variety of technical solutions to sanitation 
and hygiene issues.

The general objective of EASAN-3 was to strengthen 
the commitments of countries in the east Asia region to 
implement effective and innovative strategies, policies, 
programmes and partnerships to accelerate access to 
sustainable sanitation and improved hygiene; with its specific 
objectives to monitor progress in meeting the commitments 
of the Manila Declaration on EASAN-2; develop and 
promote innovative policies, programmes and partnerships 
to accelerate the development of sanitation and hygiene 
related to the 2015 Millennium Development Goals (MDGs) 
and beyond; and strengthen countries’ commitment to and 
coordination in the EASAN process as a regional technical 
co-operative mechanism. 

The principal outcome of the conference, the Bali 
Declaration on Sanitation and Hygiene in East Asia, was 
signed by the heads of delegation of 13 countries. The 
Declaration commits to:

1. increased efforts to extend sustainable water and sanitation 
services to unserved populations, to improve hygiene 
practices, to make progress towards the elimination of 
open defecation, taking into account protection of the 
environment and response to climate change and other 
emergencies;

2. establishment of public sector budget allocations for 
the formulation and implementation of sanitation and 
hygiene programmes with quantifiable targets and time 
frames, and to increase progressively such allocations over 
time to achieve universal coverage;

3. provision of capacity support to sub-national government 
levels to enable them to implement efficiently water, 
sanitation and hygiene programmes and projects; 

4. advocacy for a higher priority for water, sanitation and 
hygiene (WASH) at all levels of government;

5. raising the profile of water, sanitation and hygiene in 
schools, health care facilities and other public places;

6. development of coordinated assessment, monitoring 
and evaluation mechanisms, which ensure disaggregated 
reporting against time-bound plans;

7. regular convening of EASAN conferences, with the 
Thematic Working Group on Water, Sanitation and 
Hygiene (TWG-WSH) as the regional platform for co-
operation in sanitation and hygiene in coordination with 
other regions, and a commitment to hold EASAN-4, 
provisionally in 2014.

In order to translate the Declaration into action, heads 
of delegation and international partners agreed that the 
following measures would need to be implemented:

1. political prioritization of demand-led, equitable access 
to improved, sustainable, water, sanitation and hygiene, 
supported by appropriate institutional arrangements, 
adequate funding and global/regional networking;

2. evidence-based decision-making;

3. improvement of the national planning process through 
coordination of policies and strategies, capacity-building 
and progressive decentralization.

Heads of delegation and international partners also 
agreed to:

1. extend an invitation of entry to EASAN to Papua New 
Guinea as a full-time member;

2. produce a template for country action plans, based on 
the Bali Declaration, with each country action plan to be 
ready for sharing by December 2012;

3. mandate the TWG to monitor action plans and continue 
the evaluation of progress towards sanitation and hygiene 
MDGs for the next EASAN conference, together with 
annual reporting;

4. request the TWG-WSH to follow up the commitment for 
strengthening regional and interregional cooperation by 
issuing clear terms of reference;

5. request the TWG-WSH and the Government of Indonesia 
to approach other Member Countries to determine the 
host and location for EASAN-4. 

Mr Sharad Adhikary 
Scientist, WCO Indonesia

Regional meeting on Disaster Risk 
Management in the Health Sector, 
Bangkok, Thailand, 6–8 June 2012
A regional meeting on “Disaster Risk Management in 
the Health Sector” was held in the context of the high 
vulnerability of the South-East Asia Region (SEAR) to natural 
disasters, including the increasing public health risks. The 
meeting was opened by the Regional Director of the WHO 
SEA Region, Dr Samlee Plianbangchang. He launched two 
volumes of a book - Tsunami 2004, Comprehensive Analyisis. 
It was attended by officials from the concerned ministries of 
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health and national disaster management authorities from 
Member States, UN agencies, international organizations, 
NGOs, donor agencies and academic institutions. 

As per disaster statistics, between 2001 and 2010, SEAR 
Member Countries accounted for around 46% of deaths due 
to disasters globally. Droughts, floods, cyclones, earthquakes, 
tsunamis, glacial lake outbursts and other natural hazards have 
become common risks in all the countries in the Region. 

The meeting emphasized the importance of the health 
sector’s responsibilities towards vulnerable communities.
Attention has been drawn to the widely varying disaster risk 
management policies, missing processes and programme 
delivery in some countries, as well as to the tremendous 
investment needed, particularly in the health sector. The 
regional meeting was a platform to discuss how this could be 
better integrated and effectively delivered to communities. 
The objective of the meeting was to develop a roadmap for 
better disaster-risk management in the health sector in line 
with regional and global initiatives. 

An overall road map has, therefore, been set in place 
to give more cohesion to the various initiatives of Member 
Countries, so that disaster risk management in the health 
sector can further improve for the people of the South-East 
Asian countries. 

The main conclusions were focused on an overall 
improvement of disaster risk management in the Region. The 
main issues agreed upon included: strengthening regional 
cooperation through adequate information management and 
experience sharing, research, documentation, case studies and 
data collection; greater attention to capacity building at the 
technical (with organized inter-sector trainings and updated 
curricula) and community levels, including community 
empowerment and resilience strengthening; stepping up efforts 
for safer health facilities and most importantly advocating for 
systematic attention to post-disaster development as part of 
all health sector risk management.

Dr Roderico Ofrin 
Coordinator, Emergency Humanitarian Action

The Second South-East Asia Regional Health 
Emergency Fund (SEARHEF) Regional 
Working Group Meeting,  
New Delhi, 23–24 August 2012 
The meeting was opened in Delhi by the Deputy Regional 
Director of the WHO SEA Region, Dr Poonam Khetrapal 
Singh. It was attended by working group members 
representing ministries of health from 11 Member  
Countries. 

The WHO South-East Asia Regional Health Emergency 
Fund (SEARHEF), established in 2008, has allowed for 
immediate response to critical needs in 14 different 
emergencies in the Region in the past four years. Provided 
within 24 hours of an emergency request by a Member State, 
the fund’s resources have been channelled even before UN 
funding mechanisms were activated. The fund, however, 
does not replace these well-established mechanisms, such as 
the flash appeals, the Consolidated Appeals Process (CAP) or 
the Central Emergency Response Fund (CERF). SEARHEF is 
intended to allow countries to meet the immediate financial 
needs of an emergency. The examples are the 2008 Cyclone 
Nargis in Myanmar; health interventions for the victims of 
the conflict in Sri Lanka; the 2011 floods in Thailand and 
Democratic People’s Republic of Korea, and most recently, 
the support in health care services to the Rakhine State 
displaced in Myanmar last June. 

The fund has two different contribution components:

 ♦ The Assessed Contribution (AC) component with an 
allocation of US$ 1 million, biannually contributed by 
Member States from the WHO Regular Budget;

 ♦ The Voluntary Contribution (VC) component which 
consists of donations by Member Countries, other 
agencies and donors. 

© WHO Roderico Ofrin. 
Regional Director of the WHO SEA Region,  
Dr Samlee Plianbangchang, launching two volumes of a book - 
Tsunami 2004, Comprehensive Analysis.

© WHO Roderico Ofrin. 
Deputy Regional Director of the WHO SEA Region,  
Dr Poonam Khetrapal Singh giving opening remarks.
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It was noted in the meeting that the only VCs received 
so far for SEARHEF were from Thailand and Timor-Leste. 
Hence, increased advocacy amongst stakeholders, potential 
donors and external partners was agreed upon to increase 
the voluntary contributions and make the fund financially 
sustainable. The idea of countries providing a yearly 
contribution to the VC component was also discussed. 
Additionally, it was decided that guidelines and an advocacy 
package for fund-raising, including a case study booklet, a 
description of the fund and a donation guide, would be 
developed by the Secretariat. Furthermore, the selection 
of an appropriate Goodwill Ambassador for Resource 
Mobilization was considered, for which a SEARHEF Resource 
Mobilization Strategic Approaches document was drafted by 
the Working Group. 

One most important decision taken was to clarify 
the purpose of the Fund within its guidelines, as one 
that is targeted for health and health-related needs. The 
development of a simpler template for requests and proposals 
as well as the consideration of establishing country working 
groups to oversee SEARHEF-related activities were also 
decided. The Working Group itself decided that it would 
celebrate yearly meetings in order to continue to oversee 
and guide the management of policies and strategies for 
the fund.

With the establishment, revision and management of 
SEARHEF, health ministers and policy-makers from South-
East Asia have demonstrated their will to continue to work 
for the improvement of emergency response in the Region. 
Admittedly, without this effort, many more lives and 
livelihoods would have been lost in the past four years. This 
tool represents an opportunity to demonstrate solidarity and 
set the bases for future regional initiatives that could save 
even more lives. 

Emergency Humanitarian Action Team  
(Dr Roderico Ofrin, Mr Daniel Cabello Llamas,  

Mr Abhinav Walia, Dr Kyaw Win Vijay Nath)

Activities of the DPR Unit
DPR unit organized a regional training workshop on injury 
epidemiology, prevention and care, during 16–19 October 2012 
in Khon Kaen, Thailand. This training was aimed specifically at 
the MOH focal persons for injury prevention and care and the 
sentinel hospitals which voluntarily provided support in data 
collection for the injury surveillance system in the country. The 
WHO country office focal point also attended; group work 
was conducted to develop the national project further and to 
conduct more training.

DPR unit in collaboration with WHO headquarters, 
Government of India and other partners organized the First 

World CBR Congress on 26–28 November 2012, Agra, India. 
The Congress has received immense acceptance and support 
from major ministries concerned.

Dr Chamaiparn Santikarn 
Regional Adviser 

Disablity and Injury Prevention and Rehabilitation

Health and Human Rights: A Right to Health

Why are human rights important in the context public 
health?

First of all, because health and human rights have strong 
linkages with:

Violations or lack of attention to human rights which 
can have serious health consequences. For example 
harmful traditional practices and torture and violence against 
women and children can have direct negative health impact. 
Discrimination of certain population groups, for instance 
by denying their access to health care or to information or 
education, is also likely to have wide-ranging negative health 
implications.

Realization of human rights reduces vulnerability to ill-
health. Human rights provide a useful framework and a form 
of guidance for public health efforts to identify, analyse and 
respond directly to the underlying determinants of health. 
For instance by improving gender equality, ensuring rights to 
education, information, access to water, housing and other 
under-lying determinants of health people’s potential to live 
healthier lives can be enhanced.

Health policies and programmes can promote or 
violate human rights in the ways they are implemented and 
designed. The right to information, privacy and confidentiality 
of medical data; freedom from discrimination; and the 
right to participation are respected in the ways that health 
programmes are designed, monitored, implemented and 
evaluated. For instance insurance schemes that do not cover 
mental health or offer lower coverage for mental health 
services violate the right to health as they are discriminatory 
and create economic barriers to accessing mental health 
services. 

Challenges 

Despite ongoing efforts to strengthen the capacity of WHO 
and its Member States to integrate a human rights-based 
approach to health, integrating a HRBA into daily technical 
work remains a challenge for many. Only a small percentage 
of WHO staff has been trained in health and human rights 
given the magnitude and turnover of staff. It would be timely 
for WHO staff in RO and CO to benefit from training on the 
human rights based approach, tailored specifically to health 
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Promotion of mental well-being
Although WHO’s definition of health clearly emphasizes 
well-being; the mental well-being component of the 
definition is yet to be operationalized as a public health 
strategy. Operationalizing the concept of mental well-being 
is challenging as programmes on promotion of mental well-
being are distinct from programmes on treatment of mental 

illness. Mental illness affects only certain individuals in 
the community, on the other hand, the whole community 
benefits from programmes on promotion of mental well-
being. 

In an attempt to operationalize this multi-faceted concept, 
the WHO Regional Office for South-East Asia has taken a step-
wise process for programme development. The monograph 

Comments and Reviews

challenges and the mandate of WHO in this regard. This is 
also highly relevant in the context of the WHO reform process 
currently under way and related efforts of mainstreaming 
human rights.

Drivers of Change 

Firstly, in order to improve the capacity of WHO and its 
members to integrate human rights-based approach to 
health, a series of human rights orientations and trainings 
were organized for WHO SEARO and country staff, as well 
as for national counterparts. Secondly, a number of advocacy 
materials, e.g. assessment tools, fact sheets and publications 
were developed and distributed in the Region; which provide 
an easy human rights reference point to public health work 
and present also a basis for initiation of national level activities 
in this field. Technical assistance is also given to various 
technical units within SEARO and to country offices. 

The countries’ capacity to mainstream human rights is 
strengthened also through various country level activities. 
For instance, the Maldives country office closely collaborated 
with the UN country team, the human rights commission and 
other national stakeholders on a desk review of human rights 
issues in the health sector. In Nepal, a national workshop on 
“Right to Clean Indoor Air” was organized. In Bangladesh and 
Sri Lanka assessments of adolescents’ sexual and reproductive 
health from a human rights perspective were conducted, and 
in Indonesia a human rights assessment on maternal and 
neonatal health that was initiated in 2006, was continued 
at provincial level. 

Opportunities Ahead 

In the South-East Asia Region, concrete steps towards 
mainstreaming human rights have been taken since 2005-
2006, with the appointment of an official SEAR human 
rights focal person in the Sustainable Development and 
Healthy Environments Department. Since then advocacy 
and capacity-building efforts have been carried out by 
the Regional Office, and at country level. To increase the 
understanding of a human rights-based approach and 
particularly the sensitivities related to work in this area, 

SEARO will organize further health and human rights 
workshops at the regional and country level, as well as to 
provide tailored trainings on how to implement the new tool 
to review health sector strategies in SEAR countries.

WHO Role 

WHO supports countries to build their capacities to design 
and implement health policies and programmes that enhance 
health equity and integrate pro-poor, gender-responsive, and 
human rights-based approaches.

WHO’s mandate on health and human rights

The enjoyment of 
the highest attainable 
standard of health as 
a fundamental right 
of every human being 
was  enshr ined in 
WHO’s constitution 
in 1946 (entered into 
force in 1948). This 
was the first reference 
to right to health at 
an international level. 
There are also over 
50 Wor ld  Hea l th 
Assembly resolutions 
referring to human 
rights.  Human rights 
are a cross-cutting issue in WHO’s 11th General Programme 
of Work 2006-2015. Also as a specialized United Nations 
agency WHO has many policy commitments to integrate 
human rights within its mandate of work. (See for instance: 
Charter of the United Nations, UN Reform Programme 1997, 
UN Agreement on Common Understanding 2003, The World 
Summit resolution 2005).

Benedicte Briot,  
Technical Officer (JPO), Health and Human Rights
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on promotion of mental 
well-being documents 
these  p rog rammes 
and summarizes the 
different concepts and 
activit ies that have 
been implemented, 
along with the actions 
taken by the United 
Nations, WHO and the 
countries of the Region. 
Technical aspects of 
specific interventions to 
promote mental well-
being , including the 
settings, approaches 

and evaluation mechanisms, are discussed in the document 
with specific relevance to the WHO South-East Asia Region. 
The document shows how a multi-faceted concept like the 
promotion of mental well-being can be operationalized in 
different countries with diverse culture and understanding. 

The reason why promotion of mental well-being 
focuses on the individual is explained in the monograph. 
An individual’s well-being depends on family well-being 
which, in turn, contributes to community well-being, the 
reverse is also true. Evidence from the Region suggests 
that such public health approaches to promoting the well-
being of populations can be implemented through practical 
community-based programmes. The Regional Office has 
been promoting community participation and community-
based programmes.

The components of comprehensive community-level 
interventions like early childhood interventions, interventions 
addressing violence and aggression, harm from alcohol use, 
improving physical environment, addressing economic 
issues like poverty, and unemployment are discussed. 
Strengthening formal and informal networks, promoting 
community resilience, and interventions for the elderly are 
also addressed in the book.

A chapter is dedicated to strategies to mainstream action 
to improve mental well-being through development of a 
regional plan and by creating a framework for exchange and 
cooperation among Member States.

Technical aspects of the various interventions for 
promotion of mental well-being have been described in 
the book. These include: developing programmes aimed 
at primordial prevention, population-level application and 
public health approaches. A chapter in the book is dedicated 
to the things that need to be taken into consideration 
while making plans for the programme. The methods of 
implementation and evaluations and the process of sustaining 
these changes are also included in the book.

Reducing Harm from Alcohol Use: Good 
Practices
The countries of the 
South East-Asia Region, 
which until recently had 
low levels of alcohol 
c o n s u m p t i o n  a r e 
moving towards higher 
levels of consumption, 
a situation previously 
unknown in the Region. 
The impact of global 
cul tura l  mix could 
be the reason for this 
escalation. An increase 
in alcohol consumption 
l eads  to  a  h i ghe r 
number of people who 
suffer from problematic 
use (abuse/harmful use) and addiction (dependence), which 
heightens public health concern.

Alcohol use, especially its harmful use, has substantial 
adverse personal, familial, social and economic impact and 
imposes a huge burden on the community and the nation. 
Increased attention is needed towards prevention of harm 
from alcohol use, both from the health promotion and social 
development perspectives.

Recognition of the consequences of alcohol use on 
physical and mental health, as well as on social life, is a 
necessary step for initiating appropriate action to reduce 
harm caused. The facts and figures available from the 
countries of the Region, although not exhaustive or complete, 
provide an adequate basis for such a recognition.

More research is required especially on the epidemiological 
trends and consequences of alcohol use. The socio-cultural 
mechanisms related to alcohol use and effective treatment 
and prevention strategies also need to be explored. The 
evidence generated will be useful for countries to develop 
culturally sensitive strategies and programmes for prevention 
of harmful use of alcohol. Another important aspect is the 
urgent need to understand and modify the myths and beliefs 
that shroud alcohol use.

The global history of measures taken for alcohol control 
and scientific evidence available point to the need for 
pragmatic solutions to the problems as compared to extreme 
measures like total prohibition. A public health approach 
that takes into account the trends of alcohol use and an 
understanding of the inherent intricacies involved is likely 
to be a more effective.
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Strengthening primary care to address 
mental and neurological disorders

WHO estimates that 
even though millions 
of people suffer from 
mental, neurological, 
behavioural or sub-
stance use disorders, 
only a fraction of these 
patients, particularly 
those in rural  and 
remote  a reas ,  a re 
getting appropriate 
medical care.

Evidence for the 
limited outreach of 
the exist ing model 
of  care for mental 

and neurological disorders is the huge treatment gap 
(defined as the percentage of patients in need of, but not 
receiving appropriate medical care), which ranges from 
87 to 95% for patients with epilepsy and 25 to 98% for 
patients with psychosis, based on studies carried out in the 
Region. 

The WHO Regional Office for South-East Asia has 
therefore been working with regional experts on a strategy 
to improve access to appropriate care for persons with 
mental and neurological disorders. The strategy calls for 
empowering the existing primary health-care delivery systems 
in Member States to identify and manage the most common 
and disabling of these disorders. Such care can be provided at 
the doorstep of the patient, thus making it readily available, 
accessible and acceptable. 

This model has been tested in Bangladesh, Bhutan, 
Myanmar, Thailand and Timor-Leste and found to be very 
effective in reducing the treatment gap to a fraction of what 
it was.

Dr Vijay Chandra
Regional Adviser, Mental Health & Substance Abuse 

Dr Nazneen Anwar
Temporary International Professional, 

Mental Health & Substance Abuse

Sixty million adults smoke tobacco in 
Indonesia: Finding from Global Adult 
Tobacco Survey
The Global Adult Tobacco Survey (GATS) uses a global 
standardized methodology. It includes information on 
tobacco use (smoking and smokeless), cessation, secondhand 

HE Health Minister of Indonesia Dr Nafsiah Mboi press briefing 
on 11 September 2012, Jakarta, Indonesia.

smoke, economics, media, and knowledge, attitudes and 
perceptions towards tobacco use. 

In Indonesia, GATS was conducted in 2011 as a 
household survey of persons 15 years of age and older by 
the Badan Pusat Statistik (BPS-Statistics Indonesia) and the 
National Institute for Health Research and Development 
(NIHRD), under the coordination of the Ministry of Health. 
A multi-stage, geographically clustered sample design was 
used to produce nationally representative data.

A total of 8994 households were sampled and one 
individual was randomly selected from each participating 
household to complete the survey. Survey information was 
collected electronically using handheld devices. There were a 
total of 8305 completed individual interviews with an overall 
response rate of 94.3%. In a nutshell, the findings are as follows:

1. 67.4% of men, 4.5% of women, and 36.1% overall 
(61.4 million adults) currently use tobacco in smoking 
and/or smokeless form;

2. 67.0% of men, 2.7% of women, and 34.8% overall 
(59.9 million adults) currently smoke tobacco;

3. 60.9% of men, 2.3% of women, and 31.5% overall 
(54.3 million adults) currently smoke Kretek cigarettes;

4. 1.5% of men, 2.0% of women, and 1.7% overall 
(2.9 million adults) currently use smokeless tobacco;

5. 51.3% of adults who works indoors (14.6 million adults) 
are exposed to tobacco smoke at the workplace;

6. 78.4% of adults (133.3 million adults) are exposed to 
tobacco smoke at home;

7. 85.4% of adults (44.0 million adults) who visit restaurants 
are exposed to tobacco smoke;

8. 5 in 10 adults notice cigarette marketing in stores where 
cigarettes are sold;

9. 8 in 10 adults notice cigarette advertisements, promotions 
(other than in stores), or sporting event sponsorship.
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News and events in the offing

1. 10 September 2013. Thirty-first Meeting of Ministers of 
Countries of the WHO South-East Asia Region (HMM). 
Venue; Ashok Hotel, New Delhi, India.

2. 11-13 September 2013. Sixty-sixth Session of the WHO 
Regional Committee for South-East Asia. Venue SEARO, 
New Delhi, India.

 Three hundred forty eight organizations have been 
invited. Important provisional agenda items for the 
HMM are: joint inauguration of the Thirty-first Meeting 
of the Ministers of Health and Sixty-sixth Session of 
the WHO Regional Committee for South-East Asia. 
Honorable President of India is expected to open this joint 
inauguration. The business session of HMM would review 
the Yogyakarta Declaration on Ageing and Health and of 
all other previous HMM declarations/follow up actions 
on the decisions and recommendations of the Thirtieth 
Meeting of Ministers of Health; high blood pressure; and 
health in the Post-2015 development agenda.  The HMM 
is expected to culminate in a Declaration. Government of 
India has kindly arranged a sight-seeing tour of the senior 
advisors of health of the Member countries, to Agra on 
9 September with  lunch and dinner to be hosted by 
Ministry of Health of India. A reception and a cultural 
programme will be arranged by the Ministry of Health 
of India on 10 September 2013. 

 The provisional agenda of the RC66 will include the 
Regional Director’s Annual Report on the Work of 
WHO in the South-East Asia Region covering the 
period 1 January–31 December 2012; address by the 
Director-General of the World Health Organization; 
WHO reform and programme budget matters; Technical 
matters (international health regulations, reports of 
WHO global working/advisory groups on pandemic 
influenza preparedness framework and progress report 
on malaria; progress reports on selected Regional 
Committee resolutions, i.e. challenges in polio eradication, 
intensification of routine immunization in the South-East 
Asia Region framework for increasing and sustaining 
coverage; national essential drug policy including rational 
use of medicines; consultative expert working group on 
research and development focusing on financing and 

coordination); Governing Body matters (nomination 
of the Regional Director and election; revision to the 
rules of procedure of the WHO Regional Committee 
for South-East Asia; important issues arising out of the 
Sixty-sixth World Health Assembly and the 132nd and 
133rd sessions of the WHO Executive Board, and review 
of the draft provisional agenda of the 134th Session of 
the WHO Executive Board); Special programmes, i.e. 
UNICEF/UNDP/World Bank/WHO Special Programme 
for Research and Training in Tropical Diseases: Report 
on attendance at Joint Coordinating Board (JCB) in 2013; 
and UNDP/UNFPA/UNICEF/WHO/World Bank Special 
Programme of Research, development and Research 
Training in Human Reproduction (HRP): Policy and 
Coordination Committee (PCC) focusing on the report 
on attendance at PCC in 2013. This agenda itme would 
also include nomination of a member in place of Bhutan 
whose term expires on 31 December 2013. Other 
important event would be: release of the book entitled 
‘Decade of Achievement’ by the Regional Director Dr 
Samlee Plianbangchang; a side event, to be organized by 
GAVI; and an exhibition to be arranged by SEARO on the 
occasion, including the gifts given by Afghanistan,  France, 
Mongolia, Pakistan and Timor Leste recently. All the gifts 
provided by other countries in the past and the gifts given 
by these countries will be exhibited in a museum that is 
in the offing. 

3. 24-27 September 2013. “Regional workshop for 
strengthening capacity of the Member States on protecting 
health from climate change”. Venue:  Bhubaneswar, 
Orissa, India. One national and one country office focal 
point from each Member State are expected to participate 
in the workshop, besides three temporary advisors to 
the Regional Director and two Regional Advisors as 
resource persons. The general objective of the workshop 
is to strengthen capacity on climate change and health 
of the Member States and the specific objectives of the 
workshop are to:  (i) To share information to strengthen 
Member State capacity on climate change; (ii) Pilot testing 
and finalization of the future training programme; and (iii) 
Develop Action Plan for continuing the future capacity 
building programmes.

The “Global Adult Tobacco Survey (GATS): Indonesia 
Report 2011” was released by Dr Nafsiah Mboi, H.E. Health 
Minister, on 11 September 2012. Her Excellency showed 
the highest level of commitment for tobacco control in 
government and said that the government was getting ready 
for the accession of the WHO Framework Convention on 

Tobacco Control (FCTC). Dissemination was widely covered 
in electronic media, print media and social media. 

Dr Dhirendra Narain Sinha 
Regional Adviser, Surveillance (Tobacco Control)
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Other events and updates

4. 18-20 November 2013. “Regional workshop to review 
progress of the water quality partnership project 
(Phase III)”. Venue: Nagpur, India. About 35 participants 
from all 11 member states are expected to attend. The 
objectives of workshop are: (i) To review progress of the 
water quality project in six countries in South-East Asia 

Region, (ii) To identify challenges and achievements of the 
project, (iii) To discuss further development of capacity 
for implementing water safety plans in the region, (iv) To 
draft a framework for carrying out water safety plan impact 
assessments, and (iv) To prepare workplan for the next 
biennium.

Opening of the new Internship Programme 
at EHA Unit, WHO South-East Asia Regional 
Office
On 3 September 2012, the Emergency and Humanitarian 
Action Unit at the WHO South-East Asia Regional Office, 
two new interns reported for duty. They envisioned a 
mutually beneficial experience that include a learning 
component as well as the development and implementation 
of several projects. Under the supervision of Dr Kyaw Win 
Vijaynath, the interns worked on the establishment of an 
in-house training cell for regional capacity building with 
its own resource library, as well as the maintenance and 
update of the South-East Asia Disaster Information Network 
(SEADHIN), among other tasks. Parallel to these activities, 
the interns underwent on-the-job training concerning various 
aspects of emergency response, emergency and disaster risk 
management, disaster risk reduction programmes, sector 
coordination during emergencies and the scope and nature 
of the EHA unit’s work.

Abhinav Walia is a young Indian professional pursuing his 
second masters degree in risk and emergency management at 
the Istituto Universitario di Studi Superiori di Pavia in Italy. He 
has an academic background in social sciences and disaster 
mitigation, as well as postgraduate studies on geographical 
information systems (GIS) applied to disaster management. 
In addition to this, he has nearly four years of professional 
experience in data analysis for disaster management with 
the Indian geospatial and information technology company 

RMSI, as well as with the Global Forum for Disaster Reduction 
based in Delhi. Abhinav will be working with the EHA until 
mid-October 2012.

Daniel Cabello-Llamas undertook studies in international 
relations in his native Mexico, as well as in political sciences at 
the Institut d’Etudes Politiques d’Aix en Provence (SciencesPo), 
in France. He is currently pursuing a masters degree in 
international humanitarian action at the Université Catholique 
de Louvain in Belgium. He has acquired a varied international 
experience working in the fields of human rights, sustainable 
development and relief. This includes work with grass-root 
NGOs in Mexico, Greece and Morocco, as well as with the 
French Red Cross and now the Regional Office in India. 
Daniel will remain with the unit until mid-January 2013.

The EHA Unit benefits from fresh ideas, new mindsets 
and the assistance of interns in developing important regional 
initiatives from these interns. Applications for a 3–4 month 
internship at the Regional Office, EHA unit starting next 
January are currently open. For more information, visit www.
searo.who.int.

The New WHO Collaborating Centre for 
Training and Research on Disaster Risk 
Reduction in Indonesia 
In October 2012, The Center for Health Crisis, Ministry of 
Health, Indonesia was designated as a WHO Collaborating 
Centre for Training and Research on Disaster Risk Reduction. 

© WHO Roderico Ofrin. Two interns learning through on-the job 
in-house training programme.

© WHO Indonesia. 
24/7 Emergency Information and Operation Unit in CHC, MoH.



October 2013, Volume 2 Issue 1  SDE Newsletter 

19

Out of more than 800 collaborating centres around the 
world, this is the first to focus on the Disaster Risk Reduction 
Programme area of work. The Centre will work closely with 
Emergency and Humanitarian Action Units at WHO Country 
Offices and the South-East Asia Regional Office, Member 
States and humanitarian organizations internationally. 

Three major terms of references have been laid down to 
work closely with WHO. The first is to strengthen operational 
capacity in managing health aspects of emergencies and 
disasters of various causes. The second is to provide a platform 
for coordination with various sectors and programmes in 
disaster risk reduction activities. The third is to build capacity 

New publications

The draft Regional Strategy for Protecting Health from Climate Change was finalized in July 2013 by 
the focal points of climate change in the ministries of health and environment of the countries of the 
Region. The Regional Strategy to Protect Health from Climate Change has a background of the recorded 
and possible health and nutritional impacts of climate change globally and regionally. It contains the 
adaptation measures in the health and allied sectors. Some information has been given on the possible 
economic implications as these apply to health, and the document also discusses funding mechanisms. 
A logframe has been given to assist planning for vulnerability assessment and adaptation in the health 
sector. 

The publication South-East Asia Regional Health Emergency Fund (SEARHEF): Making a Difference 
focused on why and how SEARHEF was established in the Regional Office for South-East Asia to be 
able to rapidly mobilize resource that enables WHO and Member States to meet the surge of needs 
especially in the first few days of an emergency. It elaborates where the funds were used, for what 
purposes and what outcomes were achieved. The publication was released during the regional meeting 
on disaster risk management in the health sector 6–8 June 2012, Bangkok, Thailand.

The report of a regional consultation on ‘intersectoral actions for addressing social determinants of 
health’ held on 23–25 August 2011 in the WHO Regional Office for South-East Asia, New Delhi, 
India, includes an agreement on the social determinants of health that must be addressed as part 
of the national and regional agenda where intersectoral action could be achieved through political 
commitment. The Regional strategic framework on intersectoral actions addressing social determinants
of health was developed according to the commitment made in the Colombo Call for Action in 2009. 
Pathways to address social determinants of health included, for example, measurements of social 
determinants, regular monitoring of health status and impact on policy change and socioeconomic 
development using health equity and health impact assessment tool, development of social protection 
and intersectoral mechanism to address social determinants of health, with policies and intervention, 
intersectoral collaboration, governance and participation at all levels to reach health equity in all policies.

of human resources in various competencies required for 
better risk management and emergency response.

The Collaborating Centre would function in coordination 
with all partners internationally and its activities would evolve 
for building capacity, especially systematically supporting 
training and research programmes in the field of disaster 
risk reduction.

Emergency Humanitarian Action Team 
(Dr Roderico Ofrin, Mr Daniel Cabello Llamas, 

Mr Abhinav Walia, Dr Kyaw Win Vijay Nath)
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