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2
Noncommunicable diseases

and mental health

Prevention and control of chronic
noncommunicable diseases
1. Noncommunicable diseases (NCDs) such
as cardiovascular diseases, cancer, chronic lung
diseases and diabetes account for 54% of all
deaths in the Region. The WHO regional
framework for prevention and control of NCDs
(formulated in early 2006) provides a step-wise
approach to the development and implemen-
tation of comprehensive national policies, plans
and programmes. The health secretaries of
Member countries of the Region, at their
Eleventh  Meeting held in June 2006, reviewed
the regional framework and reiterated the need
to strengthen the integrated epidemiological
surveillance and population-based public health
interventions that make optimum use of
existing health-care systems and target the
common risk factors and determinants of
major NCDs.

2. During the reporting period, Indonesia
and Thailand made notable progress in framing

national NCD prevention and control policies
and strategies. In late 2006, India launched a
national programme for prevention and control
of diabetes, cardiovascular diseases and stroke
to complement its national cancer control
programme, which had been in place for more
than ten years. During 2006 and 2007, WHO
supported the development of national policies
and action plans for NCD surveillance and
prevention in Bangladesh, Maldives, Nepal and
Sri Lanka.

3. The regional framework and guidelines for
implementation of the WHO global strategy on
diet, physical activity and health (DPAS) were
reviewed and finalized at an intercountry
consultation held in Yangon, Myanmar in
October 2006. The proportion of population with
inadequate physical activity in rural and urban
areas in India and Myanmar is summarized in
Figure 2.1. India, Indonesia, Myanmar, Nepal and
Sri Lanka formulated national strategies and
plans of action on diet and physical activity with
WHO’s technical support.
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4. To monitor the progress in NCD
prevention and control, all Member countries
of the Region conducted assessments of
national programme capacity, using  a regional
adaptation of the global questionnaire. The
results are being used to identify the further
needs of countries and to help in mapping and
sharing information, experiences and best
practices. National health workforces were
strengthened to enhance the development and
implementation of national NCD programmes.
The Regional Office, in collaboration with the
WHO Centre for Health Development, Kobe
(WKC), Japan, launched a capacity strength-
ening project. A series of regional modules
compiling evidence-based information required
for developing, reviewing and revising national
(and sub-national) NCD policies, strategies and
programmes were developed. The modules
were also tested at a  workshop held in Nepal
in March 2007.

5. NCDs are preventable and manageable
using evidence-based interventions. Demon-

stration projects using community-based
interventions (CBI) for prevention and control
of NCDs were continued with WHO support
in Bangladesh, India, Indonesia and Sri Lanka.
These projects furnished evidence on the
feasibility and appropriateness of applying
community-based approaches for integrated
prevention and control of NCDs in developing
countries. The Regional Office has developed
guidelines for monitoring and evaluation of
such projects. The project conducted in Depok,
near Jakarta, Indonesia gained considerable
recognition, paving the way for further sub-
national interventions.

6. Surveillance of NCDs and their risk factors
is an important component of national NCD
prevention and control programmes. Recent
Regional Office initiatives helped to strengthen
the national capacity to collect, manage,
analyse and use relevant data.  NCD risk-factor
surveillance has been included in the integrated
disease surveillance project of India. Collection
of nationally representative data has been
initiated in Nepal and Sri Lanka. Datasets,
collected in surveys using the STEPS method
promoted by WHO, were conducted recently
in eight countries and were analysed using a
standardized approach and format. Technical
support was also provided for establishing
national NCD databases.

7. Member countries of the Region are at
different stages in the development of
integrated NCD prevention and control policies,
strategies and programmes. With the adoption
of the Regional Framework for Prevention and
Control of NCDs, WHO will need to scale up
technical support, and ensure that the
translation of policy guidance into action is
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tailored to the socioeconomic conditions and
health system of each Member country. Full
implementation of the regional framework will
require the coordinated efforts of multiple
stakeholders from the government, the private
sector, civil society and international agencies.
WHO will continue to work closely with
Member countries to strengthen the public
health workforce, promote networking and
partnerships, facilitate collection and sharing
of evidence-based information and provide
technical guidance required to expand the
coordinated national response to the growing
epidemic of NCDs.

Mental health and substance abuse
8. For many years, the Regional Office has
advocated community-based mental health
services for meeting the mental health needs
of the community. This strategy received a
boost in the Health Minister’s meeting held in
Dhaka, Bangladesh in August 2006, which
called upon WHO to assist Member countries
in strengthening community mental health
services as a part of health system
development. This strategy emphasizes the
integration of mental health care into the
existing primary health care system. It also
recommends focusing on the most common
and disabling neuropsychiatric disorders in the
community (epilepsy and psychosis affecting
1% and 1.5-2% of the population, respectively).
Most Member countries of the Region
organized extensive training programmes for
basic health workers to overcome the shortage
of qualified mental health manpower so that
essential services could reach the community.

WHO developed training tools and manuals for
community-based health workers, to identify
and manage the most common and disabling
neuropsychiatric conditions in the community.
The programme on epilepsy was successfully
implemented in select populations in India and
Indonesia. In DPR Korea and Maldives, all
health workers were trained in the
identification of epilepsy in the community. In
Myanmar, it was shown that with the use of
the Regional Office identification instrument,
all patients with epilepsy in Nyaungdon
province (population 187 779) could be identified
and treated, thereby reducing the treatment gap
to zero.

9. The World Health Assembly and the
Regional Committee for South-East Asia have
both passed resolutions urging Member
countries to adopt various policy options for
effective control and reduction of harm from
alcohol use. The Regional Office produced a
series of six relevant documents on health and
the socioeconomic impact of alcohol in
September 2006. It also developed an interactive
CD for training health workers on how to deal
with adolescents and alcohol use. Bhutan,
Myanmar, Nepal, Sri Lanka and Thailand
conducted community-based assessments on
the extent and use of alcohol and the resulting
harm. Evidence–based interventions were then
implemented as appropriate to the local culture,
leading to increased awareness and reduction
of harm from alcohol use in the community.

10. All Member countries have initiated
various activities, such as school mental health
promotion, community-based mental health
promotion with the use of traditional yoga and
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meditation in selected districts. A regional
review was undertaken in December 2006 with
particular emphasis on mental health
promotion for adolescents.

Health promotion
11. Health promotion continues to involve
traditional as well as innovative strategies and
methods to address major risk factors
associated with communicable and non-
communicable diseases, as well as new threats
to health like avian influenza. Member
countries of the Region are increasingly
applying new concepts, principles, strategies

and techniques for health promotion. These
strategies include policy, advocacy, legislation
and social mobilization.

12. The Bangkok Charter for Health
promotion calls for Member countries to make
the promotion of health central to the global
development agenda. The Fifty-ninth session
of the WHO Regional Committee for South-
East Asia, held at Dhaka in August 2006,
debated health promotion in a globalized world
and adopted a resolution (SEA/RC59/R4) that
called upon Member countries to consider
making the promotion of health the
responsibility of all ministries and not solely
the Ministry of Health. Alternative financing

Efforts are being made to stress the importance of effective control and education to reduce harm from alcohol use.
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mechanisms for health promotion activities
were recommended. WHO was urged to
strengthen the Regional Office and country
offices in order to provide timely and adequate
technical support to all Member countries.

13. With the support of national experts and
institutions, a regional study on innovative
financing for health promotion was
undertaken in April 2007, and the results were
disseminated to Member countries to provide
them with evidence and alternative policy
options. In addition, a review of curriculum
on health promotion for graduate and
postgraduate education was carried out in
March-October 2006, and the results were
expected to be ready by the end of 2007. A
series of case studies on the health promotion
activities of Member countries were also
compiled and produced as a regional profile.

14. A number of countries, including India,
Indonesia, Maldives, Myanmar, Sri Lanka and
Thailand, developed national programmes on
health promotion for school children to guide
the implementation of health development
activities in the school setting. Thailand
developed and implemented various health
promotion activities within the national
‘Healthy Thailand Programme’ launched at
provincial and regional levels with full
collaboration of local administrative
organizations. At the intercountry consultation
on school health promotion, held in Bangkok
in December 2006, the experts and programme
representatives from ten countries of the Region
and six countries of the Western Pacific Region
examined the challenges faced by both education
and health sectors in developing and

implementing the concepts, principles and
programme on health promoting schools. The
participants identified various constraints that
required minimum elements for establishing a
health promoting school. These included:
curriculum issues, including instruction
material and medium; policy development and
advocacy; evidence-gathering and docu-
mentation; partnership and community links;
and financing of school health promotion.
Following a recommendation of the meeting, a
report documenting the successes, challenges
and lessons learnt in selected countries of the
Region was disseminated.

15. Implementation was undertaken in selected
countries to build the capacity of ministries of
education and health to implement, monitor and
evaluate school health promotion activities,
including the updating of school health
curriculum. Capacity building in health
promotion – specifically, training of both health
and non-health professionals from various
sectors to address both communicable and
noncommunicable diseases – is a priority. India
initiated a re-orientation of health professionals
on the basic and advanced understanding of
health education for health promotion.
Indonesia and Maldives organized national
conferences to share the new concepts and
principles of health promotion, and explore the
experiences and challenges involved therein.

16. Health promotion focal points in the
Regional Office and country offices continually
provided necessary technical assistance and
support in areas of child and maternal health,
prevention and control of malaria, dengue, TB,
HIV/AIDS and STI, lymphatic filariasis,
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intestinal parasitic infections, tobacco control
and prevention of traffic accidents and injuries.
Reports of major dengue outbreaks from
Bhutan, India, Indonesia, Nepal, Sri Lanka and
Timor-Leste warranted the mounting of
extensive public health awareness campaigns
to improve hygiene and sanitation. Similarly,
the epidemics of avian influenza in three
countries (Indonesia, Myanmar and Thailand)
used health promotion as the entry point for
prevention and control of outbreaks. The health
promotion staff were involved in supporting
the development, implementation and
monitoring of communication for behavioural
change interventions, including operational

research studies to identify gaps between
knowledge and behaviour in helping reduce the
risks of transmission of avian influenza to
humans.

17. The Regional Office, in collaboration with
headquarters, continued to contribute to the
work of the WHO Commission on Social
Determinants for Health (CSDH). The WHO
Kobe Center, Japan, working jointly with the
Regional Office and the WHO country office
of India, initiated the healthy urbanization
project in Bangalore in January 2007. Sri
Lanka established a national working group
on social determinants for health to undertake

Promotion of health is increasingly being recognized by Member countries as the responsibility of all ministries and not solely the
ministry of health.
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various case studies on policy implications of
national programmes on social determinants.
A regional consultation on social determinants
was organized in June 2007 to share the
experience and to develop a policy framework
for addressing social determinants for health.

18. Member countries are increasingly
recognizing the impact of rapid globalization,
urbanization, trade liberalization and
demographic, social and political transitions on
the lifestyles of individuals and communities,
as well as on health outcomes.
Partnerships among communities,
civil society groups and govern-
ment ministries other than the
ministries of health are being
emphasized. Health promotion
policy development and imple-
mentation will continue to be a
major area of focus of the work of
WHO.

Tobacco control
19. About 1.3 billion people are currently
using tobacco in various forms worldwide, and
tobacco use and the effects of second-hand
smoke continue to be the major cause of deaths.
Half of today’s tobacco users will eventually
be killed by it, and most of them will be from
the developing countries. At present, 4.9
million people die prematurely every year
globally from tobacco use and 1.2 million are
from the SEA Region. The global mortality
figure is expected to rise to 10 million a year
by 2030, with 70% of these deaths occurring
in developing countries. As of February 2007,

a total of 168 countries had signed, and 144
countries (including 10 countries of the Region)
had ratified, the WHO framework convention
on tobacco control (FCTC). The Ministry of
Health, Indonesia, has initiated a legislative
process for formal accession to the WHO
framework convention and is implementing
the tobacco control activities as stipulated.

20.  Five countries in the Region (Bangladesh,
India, Myanmar, Sri Lanka and Thailand) have
national tobacco control legislation in place to

implement the comprehensive
tobacco control programme as
well as the WHO framework
convention, which are aimed at
reduction of tobacco use. Bhutan
was provided with technical
support to develop such
legislation. The regional strategy
for tobacco control 2006-2010 also
encourages countries in the Region
to develop and implement
national tobacco control legislation
for effective control of the tobacco

epidemic. Five Member countries have also
formulated national policies and prepared plans
of action for tobacco control. National
programme managers met in July 2006 in
Dhaka and in March 2007 in Yangon,
Myanmar and reviewed the progress and
identified ways by which countries could work
together for effective implementation of
national tobacco control programmes, as well
as the WHO framework convention. A generic
plan of action for enforcement, promotion and
compliance of tobacco control measures was
developed to assist countries in effective
enforcement of their initiatives, including

Capacity building in
health promotion –

specifically, training of
both health and non-
health professionals

from various sectors to
address both

communicable and
noncommunicable

diseases – is a priority
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national tobacco control legislation. A template
for needs assessment for implementing the
WHO framework convention was developed
and shared with countries. This would be used
to assess the countries’ needs for implementing
the obligations under the convention.

21. Except DPR Korea, all countries of the SEA
Region conducted a series of global youth
tobacco surveys (GYTS), global school
personnel surveys (GSPS), and global health
professional students surveys (GHPSS) in
collaboration with WHO and CDC-Atlanta. The
GYTS and GHPSS findings revealed a high
prevalence of tobacco use among school

students, including students in the health
profession. The proportion of students exposed
to second-hand tobacco smoke was high
according to GYTS (See Figure 2.2).

22. There was a lack of teaching material and
training for prevention of tobacco use and its
cessation. A regional report on tobacco
surveillance and a regional profile on smoke-
free environments were produced and shared
with countries. The report on health costs of
tobacco use in Bangladesh was revised and re-
published for advocacy to increase the tax on
tobacco products. A similar study is in progress
in Sri Lanka.

Member countries are making concerted efforts to promote smokefree environments.
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23. Two studies on crop substitution were
undertaken in Bangladesh and India and their
results presented at the meeting of the study
group held in February 2007 in Brazil and at
the meeting of national programme managers
held in Yangon in March 2007. The findings
of these studies would be useful for other
countries to develop appropriate crop
substitution strategies. A study entitled
“Implications of South Asian free trade
agreement (SAFTA) on tobacco trade in SAARC
Region” was undertaken to assess the tax
structure of tobacco products and illicit trade
in tobacco in the Region. Given the close link
between smoking and risk of TB infection and
deaths among TB patients, a pilot study on TB
and tobacco control was initiated in Nepal to
review the programmatic collaboration
between TB and tobacco control programmes.

24. Member countries were supported to
observe and organize advocacy campaigns on

the World No-Tobacco Day (31 May 2007),
with the theme “smoke-free environments”. A
video message on the theme was disseminated
across the Region for advocacy campaigns.
Member countries were also supported in
participating at the Second session of the
conference of the parties to the WHO
framework convention, held in June 2007 in
Bangkok, Thailand. The meeting, among other
things, discussed issues related to the
implementation of the convention, meeting
treaty obligations and mechanisms of special
support to developing parties.

25. Mr Michael Bloomberg, Mayor of New
York City, launched an initiative called the
“Bloomberg Global Initiative (BGI) to reduce
tobacco use” in November 2006, to strengthen
the capacity of the public and private sectors
for tobacco control. The focus of the BGI is
on surveillance, advocacy, research and
communication. The initial phase of the BGI
will be implemented in Bangladesh, India,
Indonesia and Thailand – among the 15 high-
burden countries of the world. Member
countries of the SEA Region received the highest
grants, amounting to US$ 4.1 million. WHO
provided technical support to review 36
projects and ideas. A regional high-level
consultation on BGI was organized by WHO
and BGI partners in February 2007, to review
the progress of national tobacco control
activities and discuss the national plans and
programmes to be supported under the BGI.
Technical support was provided to Bangladesh
to establish a non-tobacco cell to act as the
functional arm of the Ministry of Health in
implementing the BGI.
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Injury prevention in children and youth is an important strategy adopted to reduce road accident-related mortality and disability.

26. A series of national capacity-building
workshops for the BGI-targeted countries were
conducted during March-June 2007 in
collaboration with the BGI partners, in order to
assist these countries to develop and implement
projects under the initiative. The process of
initiating the global adult tobacco surveys
(GATS) was started in Bangladesh, India and
Thailand as the first phase under the BGI.

Injuries, violence and disabilities
27. While a majority of countries of the Region
have developed national plans or mechanisms

for prevention of selected injuries, the rest are
concentrating on first aid and trauma care only.
WHO is working with all Member countries to
strengthen national injury surveillance and
information systems. Together with countries
of the Western Pacific Region, Member countries
of the SEA Region met at a bi-regional workshop
held in December 2006 in Thailand, and
reviewed the status of injury surveillance and
devised plans for strengthening appropriate
surveillance systems. At present, four countries
are taking steps to establish national injury
surveillance systems. WHO supported the
evaluation of a project on motorcycle helmets
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for children, which was an educational
campaign regarding risks and protection for
children on motorcycles. The standard child
helmets were also distributed as educational
tools in the pilot provinces and a call was made
for multisectoral collaboration in the promotion
and reinforcement of the practice of helmet-
wearing by child passengers on motorcycles.

28. A comprehensive modular injury
prevention and control curriculum, TEACH-VIP
(training education and advancing colla-
boration in health on violence and injury
prevention), developed by WHO headquarters,
is proposed for adoption in the schools of public
health in Nepal and Thailand. The regional
training of trainers for injury prevention and
care using the TEACH-VIP modular curriculum
is planned for October 2007. In addition, the
first regional meeting for injury prevention
programme managers and experts is proposed
to be held in September 2007, at which related
regional strategies will be assessed and their
linkage to disability prevention and
rehabilitation discussed.

29. The road safety week campaigns initiated
by agencies of the United Nations system was
organized, with a global meeting of youth

delegates in Geneva as the main activity.
Multisectoral activities were undertaken as part
of the UN road safety week campaigns in
Bhutan, India, Indonesia, Myanmar, Maldives,
Nepal, Sri Lanka and Thailand.

30. Countries of the Region updated
information on the hearing loss and prevention
programme, which is now under final review
for distribution. The Regional Office reported
on the progress made by the blindness
prevention programme at the Fifty-ninth
session of the Regional Committee, which
expressed the need to update the regional
situation and the progress made since 2005.
The Regional Office co-sponsored the Sixth
WHO Intercountry Workshop on prevention
of blindness in Indochina in collaboration with
the Regional Office for the Western Pacific at
Nakhan Ratchasima province, Thailand in
November 2006.

31. To address the constraints relating to
infrastructure and human resources in the
Member countries, WHO proposes to facilitate
multisectoral collaboration and work with UN
partners to address disability prevention and
rehabilitation relating to injuries and violence.




