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4
SUSTAINABLE DEVELOPMENT

AND HEALTHY ENVIRONMENTS

Sustainable Development
The concept of sustainable development encompasses economic,
ecological and social parameters. The economic approach
focuses on generating maximum income/economic growth
while maintaining the stock of assets or capital. The ecological
view stresses the stability of biological and physical systems
and their protection and management for posterity. The social
concept is people-oriented and seeks to maintain the stability
of social and cultural systems leading to human capital
formation. Correspondingly, sustainable development has
economic growth, human development and resource
management as its central goals.

Countries in the South-East Asia Region are either
developing or least developed. They face growing threats to
health from exposure to urban, industrial and agro-chemical
pollution in addition to the traditional environmental risks such
as inaccessibility to clean water and air and basic sanitation.
They are beset with a variety of communicable and vector-
borne diseases hindering sustainable development, many having
an environmental etiology or being linked to pollution. The
problem is aggravated by rising noncommunicable diseases due
to changing life styles and patterns of consumption and
production. Widespread poverty, illiteracy, population explosion
and its consequences further compound the situation.

The focus on placing health in a broad development
context and on making it a force for poverty reduction and
economic growth is a crucial area of work for WHO. An
important part of the Organization’s role is to engage in
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political processes that would put health at the top of the
poverty reduction agenda. In this context, WHO supported
the seminars for development of national strategies on health
and poverty reduction, held in Sri Lanka and Nepal during
the period under review.

Countries in the Region have been strengthening the
infrastructure and improving energy services to cope with
traditional environmental threats. The rapid pace of
urbanization and population pressure, however, continue to
expose large numbers to health risks associated with lack of
clean water and basic sanitation. Similarly, while
environmental standards are being developed and their
enforcement strengthened, the “conflict” between economic
growth and environmental protection continues to expose
human health to modern environmental risks.

The paramount need for inter- and intra-sectoral planning
and action for minimizing environmental risks to human
health cannot be overemphasized. However, the mechanisms
for intersectoral planning and action need to be appropriately
strengthened in most countries.

Food and nutrition are closely interlinked with sustainable
development. Therefore, it is encouraging that all Member
Countries have developed national plans of action for nutrition.
Most countries have also adopted national food policies. Yet,
food insecurity continues to haunt many. The problem now
is not so much to do with adequacy of food production as
with its distribution. Food is mostly available but it is not
yet accessible to all due to poverty.

In the South-East Asia Region, as elsewhere, it is the poor
who suffer disproportionately from unsafe environmental
conditions and food insecurity. Just as poverty is both a
cause and a consequence of ill-health, poverty is also caused
by growing environmental risks - both modern and
traditional – and, in turn, it aggravates those risks. At the
same time, most environmental interventions are cost-
effective in achieving positive health outcomes. Therefore,
action on health and environment in the perspective of
sustainable development leads not only to improved
environment and better health, it also contributes to poverty
alleviation, which is an over-arching goal of countries in the
Region and their development partners.

Member Countries
have developed
national plans of
action for nutrition
and also adopted
national food
policies
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The report of the Commission on Macroeconomics and
Health (CMH) has been widely disseminated. The report
highlighted that a few health conditions are responsible for a
high proportion of avoidable deaths in poor countries. Member
Countries are being encouraged to establish national
commissions or its equivalent on macroeconomics and health.
While India, Myanmar and Sri Lanka have established national
commissions, Nepal has established a sub-commission under
its National Commission on Sustainable Development to carry
forward the work relating to CMH. A Working Group on
Investing in Health has been constituted in Thailand for this
purpose. It is visualized that the Planning Commission of
Bhutan will do the needful in this regard. Other countries are
considering various alternatives to take forward the CMH
vision of health transformation by scaling up essential health
interventions and thus stimulate economic growth and
alleviate poverty.

The World Summit on Sustainable Development, held in
Johannesburg in 2002, reaffirmed the importance of
investment in people as the key to sustainable development
and highlighted the central place of health within that agenda.
At this summit, improving people’s health was accepted not
just as an outcome of sustainable development but as a
powerful means through which it can be achieved. The major
outcomes of the World Summit were a plan of implementation
and a political declaration. The plan of implementation includes
new agreements as well as a reaffirmation of past
commitments, many of which have still to be acted on by
governments.

To provide a focus for the World Summit, the United
Nations Secretary-General proposed that delegates should
concentrate on five sectoral issues: water, energy, health,
agriculture and biodiversity. The health agenda, as it emerged
from the negotiations, addresses a variety of issues that
intersect health, environment and development. These can be
categorized into two key areas: health care and disease control,
and environmental health and lifestyle issues.

In addition to general advocacy for health in sustainable
development through meetings of Health Ministers,
Parliamentarians Conferences have been held on various
subjects. During the period under review the Parliamentarians
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Conference deliberated on the Report of the Commission on
Macroeconomics and Health. These have served to enhance
the advocacy for intersectoral policies, programmes and actions
that are required for health development, particularly that of
the poor and the vulnerable groups.

Nutrition
The major problem in most countries continues to be
undernutrition. Reduction in mild and moderate degrees of
malnutrition is very slow. At the same time, the prevalence
of obesity and diet-related chronic noncommunicable diseases
(NCDs), such as diabetes, cardiovascular diseases and certain
cancers is increasing. Many countries have low rates of
exclusive breast-feeding ranging from 3.6-8 per cent in
Thailand and Maldives to 17.7-24 per cent in Myanmar and
Sri Lanka. Bangladesh, India and Indonesia are reportedly
progressing well, the exclusive breast-feeding rates being 53
per cent, 55 per cent and 52 per cent respectively. There is
also considerable variation among and within the countries
with respect to complementary feeding being untimely - either
too late or too early. Feeding frequency, the amount and
micronutrient content are also generally inadequate.

WHO country offices, with their national counterparts, are
monitoring the implementation of national plans of action in
nutrition as per the goals of the International Conference on
Nutrition (ICN). A draft document entitled “Guidelines for the
in-patient treatment of severely malnourished children” is being
processed by the Regional Office and WHO headquarters, in
consultation with the London School of Hygiene and Tropical
Medicine. Countries will use these guidelines to train staff and
to monitor management protocols.

Several research activities have been undertaken during the
reporting period. A research grant to study the prevalence of
iron deficiency anaemia in adolescent school girls in Myanmar
and to explore the dietary intake of iron in this group was
given. Technical assistance for research and training activities
is being provided to the four WHO Collaborating Centres for
Nutrition (2 in India and 1 each in Indonesia and Thailand).
The titles and terms of reference of two of these centres have
been revised in order to address new regional priority areas.
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Plans are under way to revitalize and strengthen the Nutrition
Research-cum-Action Network. At the same time, technical
assistance is being provided to individual countries according
to their research needs. A web site link in the Internet has
been prepared for this Network which will enable
collaborating centres and Member Countries to access
information.

A draft review of research on the nutritional status of
adolescents in countries of the Region to identify further areas
of operations research and interventions has been prepared
and is being reviewed externally. A regional meeting on
Improvement of Nutritional Status of Adolescents was
conducted in Chandigarh, India, in September 2002. The aim
of the meeting was to obtain country inputs to the draft
regional situation analysis, build a consensus around it, and
to focus attention on adolescent nutrition.

The first WHO Intercountry Workshop on Iodine Monitoring,
Laboratory Procedures and Iodine Deficiency Disorders (IDD)
Elimination was held in New Delhi in September 2002. The
goal of this workshop was to identify key issues and specific
interventions for strengthening the capacity of laboratories in
Member Countries to accurately measure iodine content in salt
and urine. A combined external and internal evaluation team
undertook an assessment of Bhutan’s IDD programme at the
government’s request in January 2003. WHO and UNICEF are
in the process of certifying that according to the WHO
indicators, Bhutan has virtually eliminated IDD – the first
country in the Region to do so.

The first country complementary feeding counselling
course was conducted in Dhaka in March 2003 in collaboration
with WHO headquarters. The aim of the course was to enable
health workers to develop effective counselling skills to assist
mothers and other care-givers of young children (6-24
months) in adopting appropriate complementary feeding
practices.

A regional meeting on Infant and Young Child Feeding in
Emergencies was held in Bogor, Indonesia, in April 2003. The
objectives of this meeting were to orient nutrition and disaster
programme managers in the management of infant and young
child feeding in emergencies and to plan for building up this
area in national disaster management plans.
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A bi-regional consultation for the South-East Asia and
Eastern Mediterranean Regional Offices was held in Chiang
Mai, Thailand, in June 2003 in collaboration with the Institute
of Nutrition, Mahidol University, Thailand. The consultation
aimed at building a consensus on monitoring strategies for
sustainable iodine deficiency disorders control programmes in
these regions.

Increased efforts are being made to collaborate with other
agencies, especially UNICEF and the World Bank, by inviting
them to WHO meetings, consultations and training
workshops. International NGOs, such as the Micronutrient
Initiative, have also contributed to, and participated actively
in regional collaborative efforts.

Health and Environment
According to the World Health Report 2002, environmental
hazards cause or contribute to the premature death of millions
of people and result in ill-health or disability of hundreds of
millions more each year in Member Countries of the Region.
Environmental changes – both global and local – are having
an increasing impact on health, particularly that of poor and
vulnerable populations.

Some of the major environmental and occupational health
problems in the Region are due to exposure to pathogens
through unsafe water, poor sanitation and lack of hygiene,
including food hygiene. Significant disease burden is also due
to chemical hazards such as arsenic contamination of ground
water and misuse of pesticides as well as to biological hazards
such as disease vectors related to insanitary conditions.
Physical hazards are especially crucial at the workplace.

A healthy environment is one in which people are protected
from risks associated with chemical pollution, environmental
degradation and disasters, and where all have access to safe
and sufficient food and water, adequate sanitation and safe
working environments.

In order to provide a unifying concept in such a diverse
programme and activities, the Regional Office has taken the
strategic approach of exposure assessment, risk assessment
and risk mitigation in each of the areas of work.
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Health Impact Assessment

Rapid urbanization and development projects in the countries
of the Region invariably impact human health. The World
Health Report 2002 estimated the environmental burden
of disease to be approximately 1.6 million deaths and
44.8 million disability adjusted life years in 2000. Hence, to
promote sustainable development, there is an urgent need to
develop and apply a tool such as Health Impact Assessment
(HIA) that can help policy and decision-makers to maximize
the benefits of development and minimize the negative impact
on health. A situation analysis was undertaken to assess
impediments to HIA in the Region. The Member Countries
were assessed on the policy framework and procedures for
HIA, existing infrastructure required to support HIA, the
capacity for undertaking HIA and the potential for
intersectoral collaboration. The findings highlight that
Environmental Impact Assessment (EIA) is being implicitly
used as a substitute for HIA which is not explicitly or
routinely conducted in virtually all countries of the Region.
Therefore, policy, infrastructure, capacity and intersectoral
collaboration need strengthening for routine implementation
of HIA. The challenge faced during this situation analysis
was the lack of environmental data. This was, however,
overcome by the constitution of expert committees and
through meta-analysis. The next step is translating these
findings into evidence-based action for mitigating the
environmental impact on health.

Occupational health

Despite its large work force, the Region still lacks a strategic
plan for occupational health and injury. This situation
is being remedied in a step-wise manner to gather the
necessary evidence for action. Available data show a high
prevalence of occupational hazards in the absence of a
strong policy, infrastructure and capacity for addressing
occupational health issues. A regional strategic plan
addressing occupational health comprehensively from risk
management to infrastructure support and capacity building
is being developed through consultation with experts in
occupational health.
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Water for sanitation and health

Country-level assessments of water supply and sanitation were
initiated in nine Member Countries in the previous biennium
as a follow-up of the joint WHO/UNICEF Global Water
Supply and Sanitation Assessment 2000 Report. Seven
countries completed the exercise during the period under
review. Generally, the country reports confirmed the findings
of the Global Assessment 2000, including the conclusion that
14 per cent of the total population of the Region lack access
to improved drinking water supplies and 62 per cent lack
access to improved sanitation facilities. The reports indicated
that most countries of the Region will require increased levels

of investments if they are to meet the Millennium
Development Goals for water supply and sanitation coverage.
In most countries, it was recommended that the national
health authorities strengthen their capacity to act as evidence-
based advocates for increased investment in the water supply
and sanitation sector and for increased sector efficiency.

During the period under review, the Regional Office
published a regional analysis of drinking water quality. The
study found wide variations in the depth and coverage of
national drinking water quality surveillance programmes in
Member Countries. It is concluded therefore that although
nearly 212 million people in the Region lack access to
improved drinking water sources, many more lack access to
safe drinking water.

Demonstration projects for household-level disinfection and safe storage of
drinking water in slums have been undertaken by some countries.
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WHO was able to mobilize extrabudgetary funds for a
pilot project in West Delhi slums on household-level
disinfection and safe storage of drinking water. This project is
demonstrating the effectiveness of point-of-use treatment of
drinking water as a strategy for reducing childhood diarrhoea.
The intervention is being complemented in the West Delhi slum
project with safe food and hygiene initiatives, and similar
demonstration projects are ongoing or under development with
WHO’s technical support in Bangladesh, Myanmar, Nepal, and
Sri Lanka.

In collaboration with the Emergency and Humanitarian
Assistance programme, a regional strategy for strengthening
the capacity of the Regional Office to support water supply
and sanitation needs of Member Countries in emergencies was
developed. Funds are now being sought to implement the
strategy.

Arsenic contamination of groundwater

Groundwater contamination in excess of WHO’s guideline
value of 0.01 mg/L has been observed in five Member
Countries - Bangladesh, India, Nepal, Myanmar and Thailand.
Over 10 million tubewells are in use with nearly 40 million-
50 million people estimated to be consuming unsafe water.
The health consequences of chronic arsenic poisoning include
both non-cancerous and cancer end-points. The burden of
disease projected from this massive exposure is almost 12.5
million people, within the next 10 years.

Technical and financial support was provided to the affected
Member Countries in applying the principle of risk manage-
ment to arsenic by hazard identification, dose response
relationship, exposure assessment and risk characterization.
Thus, multi-disciplinary expert groups were convened
nationally and regionally to provide evidence-based norms,
standards and guidelines for case definition, surveillance and
management as well as for developing policy and procedures
for arsenic removal technologies and arsenic testing. Regional
protocols are being field-tested before they are adopted as
guidelines for arsenic mitigation in the Region.

Technical support was provided to Bangladesh in securing
a UNF grant worth US$ 1.2m to address the health aspects of
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arsenic contamination at the upazila level. Active collaboration
is continuing with other agencies, such as CDC, Atlanta, for
the development of a risk assessment module for the Region,
and with UNICEF for joint funding of WHO-supported
projects.

Healthy Cities

The Regional Office commissioned a study on Healthy City
initiatives in five countries with the objective of: assessing
progress in relation to political mobilization, community
participation, increased awareness of health issues in urban
development, creation of increased capacity of municipal
governments to manage these, and creation of a network of
cities for information exchange and technology transfer.

Some of the important observations/conclusions of this
study are:

l Exposure of decision-makers, particularly local
politicians, contributes greatly to the successful
implementation of the Healthy City project. For
example, sensitized politicians and highly motivated
residents of local communities have successfully
implemented programmes, such as healthy schools,
healthy eating houses and healthy working places in
Matale Municipality in Sri Lanka.

l A high degree of stakeholders’ involvement greatly
contributes to the implementation of the Healthy City
project.

l Institutionalization of healthy city programme policies,
i.e. establishment of separate Healthy City offices ensures
continuous support to the programme, e.g. Yala in
Thailand and Banepa in Nepal.

Promotion of chemical safety

During the period under review, the focus of this technical
programme was on promoting the protection of children’s
environmental health, enhancing better preparedness for
chemical incidents and response from poison centres, and on
supporting the implementation of sounder systems for the
management of medical waste.
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Children’s environmental health

Children are particularly vulnerable to environmental hazards
because they are constantly growing and consume more food,
air and water than adults do in proportion to their weight.
Their immune, reproductive, digestive and central nervous
systems are still developing and they spend their time closer
to the ground where dust and chemicals accumulate. Exposure
to environmental risks at early stages of development can lead
to irreversible long-term, often life-long mental and physical
damage.

The World Health Report 2002 identified six groups of
environmental risks that must be tackled as a priority: unsafe
water, lack of hygiene and poor sanitation, indoor air
pollution, vector-borne diseases, chemical risks and uninten-
tional injuries. These risk factors cause the bulk of
environmentally-related deaths and disease among children and
undermine development.

A new initiative, the Healthy Environments for Children
Alliance – HECA – was presented at the World Summit on
Sustainable Development in Johannesburg in September 2002.
Several governments, NGOs and international organizations
evinced interest to work together - in an alliance - to galvanize
worldwide action on some of the major environmentally-
related risks to children’s health.

HECA is a worldwide alliance to intensify global action on
environmental risks to children’s health that arise from the
settings where they live, learn, play and work. This is done
by  providing knowledge, increasing political will, mobilizing
resources, and catalyzing action.

During the period under review, the Regional Office pursued
HECA visibility by developing educational materials at the
national level such as a guide for teachers on health effects
from environmental determinants and a game board for school
children on the same issue. WHO’s advocacy work has focused
on highlighting the key role Member Countries can play in
crystallising political will and strengthening networks to
coordinate action in favour of children’s environmental health.
This can be done by identifying the major environmentally-
related health risks, taking stock of ongoing actions in
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that field, and defining the role of the health sector.
Member Countries are encouraged to improve intersectoral
collaboration to boost efficiency and to orient action using
the “settings approach” for increased impact.

Research pilot projects on children’s environmental health
(CEH) were initiated after the Interregional Workshop on the
“Promotion of CEH Collaborative Research”, organized by
WHO and the Chulabhorn Research Institute, Bangkok, in
February 2003. The following topics of CEH research, both
exposure sources and health outcomes, were singled out and
prioritized for intervention: air pollution (indoor and outdoor);
water and sanitation; injuries and accidents (as a result of
unsafe settings); vector-borne diseases; pesticides and persistent
organic pollutants (POPs); metals (lead, mercury, arsenic,
chromium) and fluorides; food contamination; and noise
pollution.

The main health outcomes addressed in relation to the above
included asthma and allergies, respiratory diseases, immune
and neurodevelopmental disorders (educational outcomes),
birth defects, and the health effects due to both acute and low-
level chronic exposure to specific contaminants.

Together with USA and Australia-based partners, India and
Thailand are implementing specific collaborative research
projects on children’s health in the following areas: (a) arsenic

Dr Uton Muchtar Rafei, Regional Director, WHO South-East Asia Region,
launched a set of board games on children’s environmental health, developed
with WHO support.
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exposure in pregnant women and children (USA and Asian
countries); asthma and allergies (Australia, Singapore and
India); pesticides and POPs (UNEP, GEF and World Bank to be
approached by WHO); and feasibility of national children’s
studies (USEPA, WHO and Thailand).

World Health Day 2003 celebrations in the Region focused
on children’s environmental health and presented a unique
opportunity to mobilize public support for HECA and set it
high on the political agenda.

Preparedness for chemical incidents

Keeping in mind the global scenario, Member Countries in the
Region recognize the need to be better prepared for emergencies
due to deliberate or accidental incidents involving biological,
chemical and radiation (BCR) agents.

While the 55th session of the WHO Regional Committee
for South-East Asia highlighted the need to enhance capabilities
to manage BCR threats at country and regional levels, the
Fifty-fifth World Health Assembly, in May 2002, also drew
attention to the need for a public health response to such
threats.

Consequently, the Regional Office organized an Inter-
country Meeting on the Management of BCR Emergency
Preparedness in Bangkok in March 2003. Representatives from
the 10 participating Member Countries agreed to incorporate
BCR elements into existing EHA coordination mechanisms
and to allocate additional funds not only to BCR issues but
notably to public health preparedness as such. Very relevant
to the area of chemical safety was the agreement to
undertake/update national inventories of existing chemicals
and to augment national capacity in the management of
poisoning. The meeting reiterated the need to continue
promoting the establishment/updating of national profiles
for the sound management of chemicals (to date seven
countries of the Region are implementing it) and the need
for much stronger support to poison information centres
(to date 15 such centres are functioning in 6 countries of
the Region).
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Health care waste management

Poor management of health care waste exposes health care
workers, waste handlers and the community to infections,
toxic chemicals and injuries. Indeed, improper disposal creates
opportunities for reuse of contaminated medical equipment
while poor disposal practices damage the environment (release
of toxics such as dioxins, furans and mercury).

According to the World Health Report 2002, unsafe
injection practices and needle reuse in the South-East Asia
Region are estimated to be responsible for a significant
amount of the disease burden. Between 22 and 53 per cent of
hepatitis B cases, 31 and 59 per cent of hepatitis C cases and
7.0 and 24 per cent of HIV/AIDS cases are associated with
these unsafe public health practices.

The proportion of syringe reuse in the Region is very high.
It is estimated to be 30-75 per cent of all injections given,
mainly among those given for therapeutic purposes.

Health care workers are among the most exposed. In the
Region, prick injury from contaminated sharps are estimated
to cause 192 000 cases of hepatitis B, 85 000 cases of
hepatitis C, and 28 600 cases HIV/AIDS. In the informal sector
too, this risk is high as up to 3 per cent of the total urban
work force in some countries is involved in waste-picking,
many of them being children.

With the renewed thrust to expand the reach and coverage
of immunization programmes in the Region through the
efforts of the Global Alliance for Vaccines and Immunization
(GAVI), all countries in the Region have introduced or are
planning to introduce auto-disable syringes.

A Regional Office - supported study on the technological
pathways developed in India to manage infectious sharps was
conducted in the second half of 2002, in close collaboration
with Srishti, an Indian NGO. In this context, and responding
to the needs of most countries in the Region, a cross-section
of senior EPI officials at policy-making level and environmental
regulators/policy-makers from 10 countries attended a three-
day workshop in March 2003. They discussed the study
results and possibilities to enhance a more sustainable system
to manage and dispose  infected sharps derived from
immunization activities.

Unsafe injection
practices and needle
reuse in the South-
East Asia Region are
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Considering the urgent need, development of national
legislation for sound management of health care waste is being
vigorously promoted. Nearly all countries in the Region have
guidelines on health care waste management but only three
have enacted legislation. Particular attention will be given to
the management of infected sharps at primary health care
facilities. Some countries agreed to initiate assessment reports
on health care waste management (only three have done it so
far), and to develop and hold regular training courses.

A “wreath” of technical options for final disposal of sharps
was discussed to provide guidance to Member Countries.
Priority was given to non-burn technologies, central re-
processing units and economic waste collection systems.

Food Safety
Food-borne illness represents a big threat to public health in
many countries of the Region. While several countries have
appropriate legislation, well-defined national food safety
policies and strategies have yet to be developed in many.

The resolution on food safety, adopted by the Fifty-third
World Health Assembly in May 2000, urged Member Countries
to strengthen their food safety programmes in close collaboration
with applied nutrition and epidemiological surveillance
programmes. The emphasis was on preventive approaches.

The WHO Draft Global Strategy for Food Safety takes
particular note of the need to amend national policies to take
into account new technologies. Use of sentinel sites for food-
borne disease surveillance and promotion of training in food
safety through broader involvement of WHO collaborating
centres is also stressed.

Technical assistance for reviewing food safety strategies and
programmes to update food safety legislation is being provided
to Bangladesh, Bhutan, Myanmar, Nepal, Sri Lanka and
Thailand. Regional and national capacities for establishing
databases for food contamination monitoring and food-borne
disease surveillance are also being strengthened. Meanwhile,
a food hygiene training module targeting street vendors and
their customers in four urban slums of Delhi is being
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developed. A comprehensive analysis of organochlorine
pesticide residues in food commodities in the Region is also
being undertaken.

Emergency Preparedness and Response
The Region continues to be affected by natural disasters and
complex emergencies resulting in a severe impact on the health
of affected populations.

Apart from direct interventions in a number of countries
affected by humanitarian crisis, support on preparedness
activities is being extended to various countries, including
Bangladesh, India, Indonesia, Nepal, Sri Lanka and Thailand.
WHO was also involved in the Consolidated Appeal Process
for DPR Korea and Indonesia for 2003.

As part of institutional strengthening and inter-regional
cooperation, the Regional Offices for South-East Asia and the
Western Pacific and the Asian Disaster Preparedness Centre
(ADPC), Bangkok, signed a Memorandum of Understanding
to continue organizing the training programme on Public
Health and Emergency Management in Asia and the Pacific
(PHEMAP). Within this framework, courses will be offered at
the international level for senior MoH staff, previously
supported by Japan International Cooperation of Welfare
Services (JICWELS), and at the national level for local MoH
staff, with funds from extrabudgetary resources.

The impact from major emergencies and disasters facing
the Region is summarized below:

l Eighty-two per cent of disaster events in Asia and the Pacific
are due to mass accidents (37 per cent), floods (18 per
cent), storms (19 per cent) and earthquakes (8 per cent).

l Floods are significantly associated with extended periods
of excess morbidity from communicable diseases and
storms/earthquakes cause displacement of large
populations into temporary shelters for long periods.

l Ninety-five per cent of morbidity and mortality in the
first week after these events is due to trauma and only
5 per cent due to disease (including mental health).
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l Seventy-two per cent of these events involve less than
50 trauma victims (deaths plus injuries).

l Sixty per cent of these trauma victims need only simple
first aid or primary medical care; 95 per cent of deaths
occur before the victim reaches a hospital.

The Second Inter-Regional Training Course on Public
Health and Emergency Management in Asia and the Pacific
(PHEMAP 2) was conducted in October 2002 at ADPC,
Bangkok. As a follow-up of the inter-regional courses, India
will be conducting the first national PHEMAP course in 2003.

In India, capacity strengthening in four vulnerable states
was initiated through institutional support, inter-state
consultations, and effective partnerships with UN agencies
under the United Nations Disaster Management Team
(UNDMT) programme as well as with NGOs. Noting the
effective WHO interventions and proactive initiatives, a
number of donors showed increasing interest in supporting
EHA activities. The European Union agreed to support the
appeal made to cater to the nutritional aspects due to the
drought in the state of Rajasthan, India.

Geographically, Indonesia lies in a potential area for natural
as well as man-made disasters. Emergency preparedness and
response constitute a substantial part of WHO’s technical
collaboration in the country. While continuing to ensure the
health aspects of humanitarian coordination across the country,
WHO assisted the Ministry of Health in establishing an
information system for emergency preparedness and early
warning. WHO and the Office of the Coordinator of
Humanitarian Affairs undertook an independent nationwide
assessment on the state of emergency preparedness in the
country. Although the focus of the assessment is on the health
sector, other sectors essential for emergency management are
assessed to present an overall picture on emergency
preparedness.

In Nepal, not only socioeconomic factors but also
geological, topographical and climatic conditions contribute
to multiple hazards, most prominently earthquakes, floods,
landslides, fires, thunderbolts, windstorms, hailstorm and
avalanches. The UN and the health sector have agreed to
prepare for a worst-case scenario in the shape of a major
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earthquake similar to the seismic event that occurred in 1934.
The seismic record of the country seems to suggest that such
an earthquake (up to MMI Scale X) occurs approximately
every 75 years. WHO and UNDP are deeply involved in
promoting emergency planning and preparedness at the
national level. WHO was instrumental in drafting a health
sector emergency plan in collaboration with the Disaster Health
Working Group Secretariat, the Epidemiology and Disease
Control Division of the Department of Health Services and
the Ministry of Health, Nepal. More than 600 health sector
staff were trained in mass casualty management through
various modalities such as computer simulations, desk-top
exercises and mock drills. Two thousand “triage” tags are in
the process of being distributed to strategic health facilities in
the country.

In partnership with UN agencies, the government and
NGOs, the health system in the north-east province of Sri
Lanka was assisted to meet the short-term needs of conflict-
affected communities, leading to mid- and long-term strategies
for health systems recovery. WHO has been designated as the
lead agency to coordinate and guide all other development
partners to assist in recovering/reconstructing the health
system in the north-east. With its field-level presence, WHO
was able to effectively functions as a lead agency and implement
EHA programme activities and to play a very strong
coordinating role.

Member Countries have been assisted with emergency supplies to rebuild their
health systems.
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Since 1997, the Emergency and Humanitarian Action
Programme has been instrumental in channelling WHO
assistance to DPR Korea. In 2001, the WHO Representative’s
Office was opened in Pyongyang, facilitating greater
collaboration with the government and UN agencies and a
more explicitly developmental approach to the country’s
health needs.

The project, “Health Coordination at Myanmar-Thailand
Border”, implemented by WHO and funded by CHAD/DFID,
started in January 2001 for a two-year period with the aim
to improve the health of the migrant population in Thailand
along the Myanmar border. A joint WHO/DFID review
mission was fielded in November 2002 to assess the
effectiveness of the project, to recommend a forward strategy
and to explore possibilities for a similar approach on the
Myanmar side of the border. The review confirmed that WHO
is well placed to contribute to health development of irregular
migrants. Implementation of the project has resulted in several
useful achievements towards three defined project products:
assessment of health status to identify needs, improved co-
ordination of health initiatives and enhanced distribution of
health information.




