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Preface

The report on The Work of WHO in the South-East 
Asia Region, covering the period 1 January 2012 to 
31 December 2012, highlights the achievements in 
public health and WHO’s contribution in achieving 
the Organization’s strategic objectives through 
collaborative activities in the South-East Asia 
Region. 

Noncommunicable diseases (NCDs), including 
mental and neurological disorders and injuries, 

are the leading cause of mortality, morbidity, and disability in the Region. 
They are not merely health problems, but also place a huge socioeconomic 
and developmental burden on countries in the Region. NCDs are driven 
by behavioural risk factors which, in turn, lead to metabolic risk factors. 
It is possible to reduce 80% of heart disease and strokes, 80% of Type 
2 diabetes, and over 30% of cancers by eliminating common risk factors. 
WHO’s programme for the prevention and control of NCDs is based on 
surveillance, strategies for reduction of risk factors and increasing health 
promotion, and strengthening the health-care system for early detection 
and management.

The South-East Asia Region has a significant burden of communicable 
diseases, however notable progress was made in 2012. All Member States 
in the Region remained polio-free in 2012. The Region is on its way to 
being declared free of polio as India was removed from the list of polio-
endemic countries in February 2012. Routine immunization for vaccine 
preventable diseases was intensified. Many countries are on target to 
eliminate some neglected tropical diseases and are taking measures to 
prevent and control others. Steady progress towards implementation of 
the International Health Regulations (2005) has been made to strengthen 
country capacity in core areas. 

While there have been improvements in reproductive, maternal, 
newborn, and child health and survival, these still remain areas of concern 
towards achieving Millennium Development Goals (MDGs) 4 and 5. Despite 
a significant decline in the maternal mortality ratio between 1990 and 2010, 
it still falls short of the required rate to meet MDG 5. Member States also 
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have shown significant declines in under-five mortality, but the Region is 
unlikely to reach its MDG 4 target by 2015. Newborn mortality has shown 
even lower rates of decline and is currently responsible for more than half 
of under-five deaths. About one fifth of the Region’s population consists 
of adolescents (ages 10–19 years) who need support for encouraging and 
promoting their health and development.

Countries within WHO’s South-East Asia Region are vulnerable to 
disasters caused by natural and human-made hazards. Deaths in Member 
States of the Region alone accounted for 41% of the global total mortality 
from natural disasters in 2001–2011. As such, health action in emergencies 
remains a vital area of WHO support to countries. It is within this 
context that the Emergency and Humanitarian Action programme in the  
South-East Asia Region has been conceptualized. 

The diversity of social, cultural, and political situations in Member States 
of the South-East Asia Region is reflected in country policy and plans, 
health systems, and social services infrastructures. WHO provided technical 
support on universal health coverage to ensure accessibility to quality of 
health services for all. While health-care financing remains a challenge, 
perceptible improvements in allocations for health are evident. Efforts 
have been made to strengthen: health infrastructure systems; human 
resources for health, including a community-based health workforce; 
country capacity in development of national health policy, strategy and 
plans and their management; the availability of good-quality medicines and 
their rational use; and health information systems, including monitoring 
and reporting of the health status and progress towards the MDGs. As 
the health of country populations is not the sole responsibility of national 
ministries of health, an urgent need prevails to advocate for health in 
all policies among all sectors of society and to incorporate policies that 
preserve and promote health.

The Region has paid greater attention to the social determinants of 
health, status of innovation, intellectual property rights, trade, promoting 
access to health products, new and existing medicines, and developing 
new diagnostics to treat diseases that disproportionately affect developing 
countries.

The achievements of Member States are presented in detail inside this 
report. Sustained collaboration with partners and effective intersectoral 
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collaboration at global, regional, and country levels contributed in a major 
way to these achievements. 

This report also identifies continuing public health challenges, including 
slow progress for achievement of the health-related MDGs and the difficulty 
in finding additional resources for financing health-sector activities.

I hope that this report will be found useful by those interested in 
health development and in WHO’s work. 

 Dr Samlee Plianbangchang 
 Regional Director
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1
Communicable diseases

Overview 

The South-East Asia Region has a significant burden 
of communicable diseases, however notable progress 
was made in 2012. All Member States in the Region 
remained polio-free in 2012. Routine immunization 
for vaccine preventable diseases was intensified. 
Many countries are on target to eliminate some 
neglected tropical diseases and are taking measures to 
prevent and control others. Steady progress towards 
implementation of the International Health Regulations 
(2005) (IHR (2005)) has been made to strengthen 
country capacity in core areas, including: surveillance; 
risk assessment; emergency preparedness; points-of-
entry; laboratories; and risk communication. 
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2012 programme delivery highlights 

All Member States remained polio-free in 2012. By February 2014,  �

the Region expects to achieve polio-free certification status.

The Sixty-fourth Regional Committee declared 2012 “The Year of  �

Intensification for Routine Immunization”. Efforts were undertaken 
to improve immunization rates. The Regional Office for South-
East Asia drafted a strategic framework for guiding immunization 
programmes to develop plans of action. Technical support 
and funding were also provided to priority countries. Member 
States began implementing plans to improve outreach, build 
immunization staff capacity, and ensure vaccine availability. 

The  � Haemophilus influenzae Type b (Hib) vaccine (in the form of a 
pentavalent vaccine combination DTP+HepB+Hib) was introduced 
in an additional 3 Member States, bringing the total number of 
countries in the Region to 9. Based on requests from Member 
States, technical support was provided through guidelines and 
monitoring and evaluation before, during, and post vaccination 
introduction.

A regional strategic plan to develop and implement integrated  �

approaches to controlling neglected tropical diseases in South-
East Asia was launched.

The Regional Office assisted Member States in conducting  �

assessments of their implementation of IHR (2005) core capacities 
with particular emphasis on surveillance and monitoring of 
communicable diseases.

Poliomyelitis eradication and certification

All Member States in the Region were able to maintain their polio-free 
status in 2012. Bangladesh, India, and Nepal conducted protective polio 
immunization campaigns. Surveillance and immunization reviews were 
conducted in Bangladesh and at the state level in India. Meetings of the 
South-East Asia Regional Certification Commission for Polio Eradication 
were held as scheduled, and it was agreed that the regional polio-free 
certification process would be accelerated to achieve final certification by 
February 2014. 
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Looking to the future and in line with the end-game strategy, a regional 
consultation in December established consensus that the inactivated polio 
vaccine would be used in the Region by all countries in their switch from 
trivalent oral polio vaccine to bivalent and eventual cessation of polio 
vaccination. 

India moves closer to polio end-game

On 25 February 2012, WHO removed India from the global list of polio-

endemic countries. This milestone was celebrated not only in India and WHO’s 

South-East Asia Region, but also around the world. The achievement was 

seen as living proof that polio eradication is technically and programmatically 

feasible, if the proven strategies are fully implemented.

The nationwide polio vaccination campaign in India involved visits to more 

than 225 million households resulting in vaccination of nearly 172 million 

children by 2.3 million vaccinators. Reaching the vast and diverse population, 

overcoming geographical barriers, achieving high vaccination coverage in all 

areas despite weaknesses in health systems, and ensuring coverage of the 

most vulnerable newborns and migrant populations have been the major 

challenges that were overcome by the polio programme in India. 

To overcome these challenges, the programme involved local religious 

leaders and institutions soliciting support and engagement from all segments 

of society and implementing a special plan for high-risk areas to provide a 

complete package of health and sanitation services and improve vaccination 

coverage. Special teams were deployed during each campaign to vaccinate 

children in transit. Appropriate communication strategies were designed to 

mobilize families refusing vaccine. New vaccines were introduced to address 

the challenges related to vaccine failures. Monovalent oral polio vaccine was 

introduced in 2005 and the bivalent oral polio vaccine in 2010.

An intensive monitoring system was put in place to identify gaps in the 

preparedness and implementation of vaccination campaigns. Surveillance for 

polio continued to operate at very high levels of sensitivity and speed. The 

initiative in India was backed by appropriate research studies to generate 

evidence to guide strategies and formulate policies. Studies to assess 

population immunity and explore the best vaccines for boosting immunity 

were behind major programmatic decisions.
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Equitable access to vaccines

The Sixty-fourth Regional Committee declared 2012 the “Year of 
Intensification for Routine Immunization”. Member States began 
implementing their respective plans to ensure equitable access to vaccines 
for all populations in the Region. The Regional Office provided technical 
support through monitoring missions and feedback on the implementation 
and corrective measures for plans of action. The focus on outreach to 
the hard-to-reach, underserved, and marginalized populations through 
mapping and targeting and catch-up immunization drives was intensified, 
where appropriate, as were capacity-building of immunization staff and 
improving vaccine management and vaccine safety. 

By the end of 2012, an additional three Member States – Democratic 
People’s Republic of Korea, Myanmar, and Timor-Leste – had introduced the 
Haemophilus influenzae Type b (Hib) vaccine in the form of a pentavalent 
vaccine combination, DTP+HepB+Hib (DTP3), in their national immunization 
programmes, bringing the total number of countries in the Region to utilize 
this combination to nine. Administration of the DTP3 vaccine increased in 
the Region as part of routine immunization intensification. 

Coverage with the first dose of measles vaccine for the South-East 
Asia Region was an estimated 86% based on country official estimates. 
An estimated 64 million children between the ages of 9 months and 14 
years received measles immunization through campaigns in 2012 in 
India, Myanmar, and Nepal. In India, the phased measles immunization 
campaign has reached an estimated 41.5 million children. The Sixty-fifth 
Regional Committee Meeting in September decided it would consider a 
measles elimination and rubella and congenital rubella syndrome control 
target year at its session in 2013.

The Regional Office continued to support Bangladesh, India, Indonesia, 
Myanmar, Nepal, and Sri Lanka in conducting sentinel surveillance for 
invasive bacterial diseases and rotavirus and assisted with the development 
of an evidence database for consideration when introducing available 
vaccines against these antigens. 

Indonesia was validated as having eliminated maternal and neonatal 
tetanus (MNTE) in all provinces, except four, covering 97.4% of its national 
population. India validated MNTE in 15 states and initiated the process in 
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four additional states. With the phased validation of India and Indonesia, 
the number of countries that have been validated for MNTE still remains 
at nine. 

A series of regional meetings and consultations on new vaccine 
introduction and the polio end-game provided consensus and guidance, 
which will be reflected in, and define the development of, the regional 
strategic plan for immunization and vaccines for 2013–2020. 

Neglected tropical diseases

The Regional Office has sustained and expanded its efforts to combat 
vector-borne and neglected tropical diseases (NTDs) with the launch 
of a regional strategic plan for the development and implementation of 
integrated approaches to controlling NTDs in the South-East Asia Region 
for 2012–2016. 

NTDs include lymphatic filariasis, dengue, soil-transmitted 
helminthiasis, visceral leishmaniasis, schistosomiasis, trachoma, and 
yaws. One of the goals is to eliminate lymphatic filariasis in the Region 
by 2020. In 2012, Maldives and Sri Lanka prepared steps for verification 
of the elimination of lymphatic filariasis, while Thailand conducted a 
transmission assessment survey. Elimination of lymphatic filariasis has 
two main criteria: an implementing unit (a geographical area) has to 
have at least five rounds of mass drug administration (MDA), and the 
microfilaria rate (Mf) in the population should be less than 1%. There are 
1067 geographical implementation units in the South-East Asia Region. Of 
these, 621 have had more than five rounds of MDA, some of which were 
administered during 2012. The microfilaria rate was reduced to less than 
1% in 575 implementing units. In 371 such areas, the microfilaria rate 
was considered low enough to stop mass drug administration i.e. lymphatic 
filariasis was effectively eliminated in those areas (Figure 1.1).

Technical guidance by WHO remains crucial and the Regional Office 
has taken the lead in providing a guideline for morbidity management and 
disability prevention in lymphatic filariasis. The Region also continues to 
facilitate the procurement of anthelmintic in countries. With WHO’s support, 
countries scaled up efforts for dengue prevention and control based on the 
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revised Comprehensive Guideline for Prevention and Control of Dengue 
and Dengue Haemorrhagic Fever. Soil-transmitted helminthiasis is being 
tackled through various programmes (e.g. school deworming, lymphatic 
filariasis mass drug administration, mother and child health care). 

Figure 1.1: Impact of implementation of mass drug administration in 
eliminating lymphatic filariasis in geographical implementation units 

IUs = geographical implemention units; MDA = multiple drug administration;  
Mf = microfilaria rate. 
Source: Country reports, 2012.

Parasite surveys took place in Myanmar and Timor-Leste in 2012. 
Another neglected tropical disease being targeted for elimination in 
the Region is kala-azar, or leishmaniasis. Since post-kala-azar dermal 
leishmaniasis (PKDL) is thought to be the source of continuous transmission 
of kala-azar, a PKDL Consortium Meeting was organized in June 2012. WHO 
provided guidelines on PKDL case management and control. In Indonesia, of 
18 352 people targeted by the National Schistosomiasis Programme, 14 102 
people were treated according to an assessment taken in September 2012. 
Myanmar has successfully reduced the prevalence of active trachoma to 
<5% in all endemic districts. A new strategy – the Morges Strategy – for 
yaws was endorsed in 2012, using single-dose oral azithromycin. The First 
Meeting of the Regional Steering Committee for Networking of Centres of 
Expertise on Tropical Diseases was held and is a first step towards building 
and increasing effective networks of expertise.
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At the end of 2010, leprosy had been successfully eliminated at 
national level in all Member States of the Region. Despite this achievement, 
though, it still remains a problem in several provinces and districts within 
more than half of the Region’s Member States. Six countries from the 
Region each report more than 1000 new cases annually.

The Region and its affected Member States, through an enhanced global 
strategy, share the goal of reducing the burden of leprosy and sustaining 
the provision of high-quality services for all affected communities, ensuring 
special attention is given to activities aimed at reducing social stigma and 
discrimination against individuals and families affected by leprosy. The 
strategy seeks to reduce the rate of new cases with grade 2 disability by 
35% at the end of 2015. 

Member States in the Region continue to work to reduce the burden 
of leprosy in close collaboration with WHO and others partners. WHO is 
focusing its support in two main areas: advocacy and early case detection 
and treatment. 

Surveillance and monitoring of communicable 
diseases

All 11 Member States in the Region have a list of priority diseases, 
conditions, and case definitions for purposes of surveillance, as well as 
units designated for surveillance of public health risks. During 2012, 10 
of 11 countries reported how they analyse surveillance data on epidemic-
prone and priority diseases at least weekly at national and subnational 
levels. 

Surveillance systems were reviewed as a part of a formal assessment 
of IHR core capacities undertaken in the Democratic People’s Republic 
of Korea and Maldives, both with WHO support. To help strengthen 
surveillance technical capacity, WHO provided technical support to the 
following activities: a national workshop on integrated disease surveillance 
and a training of trainers workshop for supervisors of field epidemiology 
training programmes. A risk management training course for facilitators, 
focusing on event surveillance, was jointly organized by the Regional 
Office and WHO headquarters. 
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Knowledge and tools for prevention and control 
of communicable diseases

Regional training for detection of viral pathogens was organized at the 
National Institute of Virology, a WHO Collaborating Centre (WHO CC) 
in Pune, India. A regional workshop was convened to share information 
on progress made by Member States in implementation of the Jaipur 
Declaration on Antimicrobial Resistance.1 In this area, Member States 
are establishing comprehensive and integrated national approaches to 
combat antimicrobial resistance, which are backed by legislative and 
regulatory mechanisms. Additionally, several national treatment guidelines 
promoting the rational use of antimicrobial agents have been produced 
by countries within the Region. Regional and national training courses 
have been organized to build capacity for laboratory-based surveillance. 
Community-based education materials are also being developed and 
communications campaigns have been launched to educate and raise 
awareness about antimicrobial resistance. WHO will continue to work with 
national authorities in providing technical assistance to augment national 
capacity in preventing and containing antimicrobial resistance.

National level laboratory training courses were supported in 
Bangladesh, Indonesia, Nepal, and Thailand. Several countries were 
provided diagnostic materials for establishing diagnosis of emerging and 
epidemic-prone diseases. Bangladesh, Bhutan, and Nepal were supported 
in strengthening their capacity to screen donated blood for infectious 
markers, especially HIV, hepatitis B, and hepatitis C. 

Strengthening International Health Regulation 
capacity

Ten countries in the Region have submitted self-monitoring data on IHR 
(2005) core capacity. The results indicate that all countries are making 
steady progress towards full implementation. All 11 countries have 
requested deadline extensions to June 2014 for establishment of core 

1 Acknowledging the growing global importance of antimicrobial resistance, the Health Ministers 
of all Member States of WHO’s South-East Asia Region adopted the Jaipur Declaration on 
Antimicrobial Resistance. The Declaration recognizes the imperative that national governments 
accord utmost priority to this problem to preserve efficacy of antibiotics in the fight against 
microbial diseases. 
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capacities. Myanmar was supported in its review and development of a 
plan of action to strengthen its implementation of IHR (2005) at points-
of-entry, and similar support was provided to strengthen implementation 
at Nepal’s international airport. WHO headquarters, regional, and country 
offices participated in an internal global WHO exercise designed to test the 
functionality of a newly developed Emergency Response Framework. 

Detection, assessment, and response to 
epidemics and other public health emergencies

Capacity-building for detection and response to epidemics was emphasized 
in 2012, with WHO supporting 11 participants nominated from seven 
Member States (Bhutan, Indonesia, Maldives, Nepal, Sri Lanka, Thailand, 
and Timor-Leste) for three months of field epidemiology training at the 
National Centre for Disease Control in India and to develop a similar 
three-week national training programme in Myanmar. A training module on 
communications for behavioural impact (COMBI) for emerging infectious 
diseases in the Region was tested in Bhutan. 

The Regional Office for South-East Asia also supported the 
development of guidelines for the detection, surveillance, and case 
management of plague and guidelines for the prevention and control of 
Nipah virus infection. Rapid diagnostic kits for plague have been stockpiled 
at the regional level in New Delhi. Activities for prevention and control 
of dengue were scaled up in all Member States except the Democratic 
People’s Republic of Korea, which has not reported dengue, and the Third 
Asia Pacific Dengue Workshop was held in Singapore. 

To observe preparations for international mass gatherings, WHO 
supported an official from Myanmar to participate in the Paralympics 
Observer Programme in London in collaboration with the WHO CC for 
Mass Gatherings and Extreme Events in the United Kingdom’s Health 
Protection Agency. 

The summary recommendations of a consultation on the implementation 
of the “Pandemic Influenza Preparedness Framework for sharing of 
influenza viruses and other benefits” were presented at the Sixty-fifth 
Regional Committee Meeting in September. A draft regional strategy for 
viral hepatitis was developed and agreed on in a regional consultation in 
July 2012. 
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A Strategic Framework for Elimination of Human Rabies transmitted by 
dogs in the South-East Asia Region was advocated at country level. WHO 
facilitated the development of the SAARC Rabies Elimination Project, which 
was endorsed by the SAARC Health Ministers’ Meeting in Maldives in April 
2012, and submitted to the SAARC Development Fund for consideration. 
WHO also supported efforts to create awareness on rabies in Bangladesh 
and Bhutan, including activities for capacity-building for rabies diagnosis 
in Bangladesh and introduction of cost-effective intradermal rabies 
vaccination in Bhutan.

Many infectious diseases are emerging at the human–animal interface 
and close collaboration between human health and animal health sectors 
is essential. WHO, in collaboration with FAO and OIE, organized regional 
workshops in Thailand and Indonesia to share experiences and good 
practices in establishing a functional coordination mechanism between 
human health, animal health, and other sectors.

Effective operations and response to declared 
emergencies due to epidemic and pandemic 
prone diseases

The Regional Office did not receive requests for direct support to outbreaks 
in 2012. Support was provided to India, Indonesia, and Thailand to establish 
laboratory capacity for the diagnosis of the recently recognized novel 
coronavirus – Middle East respiratory syndrome coronavirus (MERS-CoV).

IHR core capacity assessments conducted in the Democratic People’s 
Republic of Korea and Maldives included a review and recommendations 
for the improvement of arrangements for various aspects of public health 
emergency preparedness and response. To identify professionals for 
possible deployment by WHO during a public health emergency, a training 
workshop – Strengthening Regional Capacity for Outbreak Response – 
jointly organized by WHO headquarters and the Regional Office was held 
in Indonesia. The Regional Office provided support for rumour surveillance 
in the United Kingdom’s Health Protection Agency operations room during 
the opening week of the 2012 Olympics.
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2
HIV/AIDS, tuberculosis, 

and malaria

Overview 

In 2012, the South-East Asia Region represented 
40% of the global burden of tuberculosis, or 480 000 
deaths. Despite the burden of disease in the Region, 
tuberculosis mortality rates have decreased by 40% 
since 1990, putting the Region on track towards 
achieving its global target of a 50% reduction in 
deaths by 2015 (see Figure 2.1). 

The HIV/AIDS epidemic shows signs of reversal 
in high-burden countries due to effective strategies, 
increased access to life-saving antiretroviral treatment, 
and health systems strengthening. Consequently, the 
estimated number of people living with HIV/AIDS in 
South-East Asia – 3.4 million – has remained stable 
for the past five years, while the number of new 
infections has declined in four of five high-burden 
countries: India, Myanmar, Nepal, and Thailand. 
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Figure  2.1: Trends in tuberculosis control,  
1990–2011

Source: Global Tuberculosis Control: WHO Report 2012. Geneva, World Health Organization.

Antiretroviral treatment coverage increased from 39% in 2010 to 46% 
in 2011 in the Region. More than 840 000 eligible people living with HIV, 
including children, received treatment in 2011 (see Figure 2.2). 

Figure 2.2: Percentage of persons with advanced HIV infection  
receiving antiretroviral treatment, 2008–2011

Source: Universal access country reports, Global AIDS response progress reports, 2012.
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In malaria, too, the number of confirmed cases declined by 13.7% 
from nearly 2.15 million in 2011 to just over 1.85 million in 2012; the 
number of malaria deaths fell by 62.6%, from 1819 to 680 (Figure 2.3). 
Malaria in the Region is limited to focal areas that are hard to reach, 
including along international borders, as well as in some urban/peri-urban 
areas in India. Sri Lanka, one of the six countries in the Region aiming 
for malaria elimination, had only 23 indigenous (local acquired) cases in 
2012 and may be able to achieve its goal soon. 

However, challenges remain, such as multidrug-resistant tuberculosis 
(MDR-TB) (an estimated 90 000 MDR-TB cases among all tuberculosis cases 
notified in 2011) and management of TB–HIV coinfection. 

In the field of malaria, one key challenge is the emergence of 
resistance of Plasmodium falciparum to artemisinin-based combination 
therapy in the Greater Mekong Subregion, which seriously threatens 
the global gains in malaria control. Another challenge is prevention of 
resurgence of cases in areas where local transmission is already either 
interrupted or has been brought down to very low levels, such as in Bhutan, 
the Democratic People’s Republic of Korea, Nepal, and Sri Lanka. 

Figure 2.3: Reported confirmed malaria cases 
and deaths, 2000–2012

* = estimated information.

Source: Country reports, 2011. 
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2012 Programme delivery highlights  

Implementation of the Stop TB Strategy continued in the South- �

East Asia Region in 2012. The regional Green Light Committee was 
established to support Member States in meeting the challenges 
of drug-resistant tuberculosis.

All countries updated national guidelines based on WHO 2010  �

recommendations and linked HIV and syphilis within antenatal 
care to prevent mother-to-child transmission and progress towards 
elimination of these two diseases. 

Antiretroviral treatment coverage has increased in most countries.  �

(Figure 2.4). Thailand has already achieved 71% and is poised 
to reach the universal access target of 80% coverage. 

Figure 2.4: Scale up of antiretroviral therapy programmes, 2008–2011

Source: Universal access country reports, Global AIDS response progress reports, 2012.

Updates and reviews of strategies for harm reduction among  �

people who inject drugs were supported in three countries. 

The WHO Mekong Malaria Programme provided technical support  �

to countries in the Greater Mekong Subregion. Management 
support for the implementation of external grants was also given. 
Activities in both these area resulted in a reduction of malaria 
cases in the Region.
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Guidelines, policy, strategy, and tools for 
treatment and care

Tuberculosis: The Regional Strategic Plan for TB Care and Control 
2012–2015 and the Regional Response Plan for TB/HIV have also been 
updated. In 2012, the focus was on provision of a new framework to 
scale up drug-resistant tuberculosis management. Technical support 
was provided to Bangladesh, the Democratic People’s Republic of Korea, 
India, Indonesia, Myanmar, Nepal, and Thailand to either revise national 
plans or to develop MDR-TB control expansion plans. Regional workshops 
on tuberculosis control planning, implementation, and monitoring and 
on TB–HIV and programmatic management of drug-resistant TB were 
convened by the Regional Office. 

HIV/AIDS: To assist Member States in implementing national strategic 
plans, 11 guidance documents were developed that include: STI Clinic 
Operational Guidelines and Standards (for district and community level); 
Second-generation Interventions with Sex Workers in Asia and the Pacific; 
Capacity-building training package for prevention, care and treatment of 
sexually transmitted infections (STI) and HIV among men who have sex 
with men (MSM) and transgender people; and guidance for eliminating 
new paediatric HIV infections and congenital syphilis.

Malaria: The global guidelines on disease surveillance in malaria 
control and elimination were adapted. A Region-specific framework for 
micro-stratification of malaria risk areas was developed to better target 
interventions. Bhutan, the Democratic People’s Republic of Korea, and Nepal 
have begun their implementation. WHO provided appropriate technical 
guidelines, the micro-stratification framework, and support for programme 
reviews in Bangladesh, Indonesia, Myanmar, Thailand, and Timor-Leste 
and for technical missions to Bhutan, the Democratic People’s Republic 
of Korea, Nepal, and Sri Lanka, all of which led to strengthened malaria 
control programmes. 

Support for prevention, treatment, and care 
interventions

Tuberculosis: WHO provided technical support to all Member States 
in a number of areas: strengthening laboratory quality control and 
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assurance; culture and drug sensitivity testing; introduction of rapid 
molecular tests; development of national guidelines; and human resource 
development for tuberculosis control. The Regional Office for South-East 
Asia provided support on the scale-up of drug-resistant tuberculosis care 
and management through the establishment of the Regional Advisory 
Committee on MDR-TB.

HIV/AIDS: WHO supported a national AIDS programme managers 
meeting to review existing sexually transmitted infection and HIV (STI/
HIV) prevention and treatment programmes and to develop workplans 
for 2013. Other consultations and workshops in 2012 focused on STI/HIV 
prevention for MSM and transgender people, consultation to develop STI 
clinic/services operational guidelines and standards; strategic information 
for recording and reporting data on HIV (e.g. patient monitoring); and 
optimizing treatment in the Region through the Treatment 2.0 Initiative2. 
Bhutan, Indonesia, Maldives, Myanmar, and Nepal were also supported 
for capacity-building for prevention of mother-to-child transmission and 
paediatric antiretroviral guidelines. 

Malaria: WHO technical support for malaria activities included national 
trainings in Bangladesh, Bhutan, the Democratic People’s Republic of 
Korea, Myanmar, Nepal, and Timor-Leste. 

WHO provided financial support for international trainings – conducted 
by the Department of Clinical Tropical Medicine at Mahidol University in 
Thailand, a WHO Collaborating Centre (WHO CC) for clinical management 
of malaria, and other training institutions – in various aspects of malaria 
for national staff in Bhutan, the Democratic People’s Republic of Korea, 
and Timor-Leste.

Equitable access to essential medicines, 
diagnostics, and commodities

Tuberculosis: Access to antituberculosis medicines has improved as 
Member States have successfully transitioned from grants to direct 
procurement for first-line drugs. WHO has coordinated and facilitated 

2 Treatment 2.0 is a WHO–UNAIDS initiative to achieve universal access and maximize 
preventive benefits of antiretroviral therapy. 
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technical support to the countries through Global Drug Facility missions 
in antituberculosis drug procurement, storage, and management. Seven 
countries were supported in capacity-building for drug management: 
Bangladesh, the Democratic People’s Republic of Korea, Indonesia, 
Myanmar, Nepal, Sri Lanka, and Timor-Leste.

HIV/AIDS: Through WHO CC’s, Member States were supported for 
strengthening laboratory procedures such as early infant diagnosis of 
HIV infection, antiretroviral treatment monitoring, internal and external 
quality assurance and assessment scheme and gonococcal antimicrobial 
surveillance. 

Malaria: Technical support to improve quality of planning, microscopy, 
drugs, surveillance, and response was provided to Bhutan, Bangladesh, 
India, Myanmar, Nepal, Sri Lanka, and Timor-Leste. A comprehensive plan 
to improve the quality and coverage of malaria microscopy was drafted 
following an informal regional consultation. 

WHO support in scaling-up programmatic 
management of drug-resistant tuberculosis

India has the second highest burden of multidrug-resistant tuberculosis 

(MDR-TB) in the world. The Government of India introduced programmatic 

management of drug-resistant tuberculosis services in 2007 in the states of 

Gujarat and Maharashtra. In 2009, the Government committed to introducing 

programmatic management services in all states by 2012, rapidly scaling-up 

services to all districts by 2012–2013 and achieving universal coverage by 

2015. In response, an ambitious TB plan was developed. The plan included 

construction of 43 laboratories for culture and drug susceptibility testing, 

including rapid molecular tests, which will help improve capacity to diagnose 

MDR-TB. To ensure that there are sufficient drugs to treat patients with 

MDR-TB, the plan also focused on increasing procurement of quality-assured 

second-line drugs for tuberculosis. 

To achieve this, officials were trained, guidelines were updated, and 

procurement of 15 000 patient courses of quality-assured second-line 

drugs was undertaken, largely through the regional Green Light Committee 

mechanisms, among other activities. WHO technical support was accorded 

by a network of 90 highly skilled public health professionals, who played a 

critical supporting role in designing the tools for effective planning and in 

developing the scale-up plans with timelines.
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Strengthening surveillance, evaluation, and 
monitoring

Tuberculosis: WHO provided technical support for tuberculosis prevalence 
and drug-resistance surveys in Bangladesh, Indonesia, and Thailand. The 
Organization also provided technical support to countries for strengthening 
routine surveillance systems.

HIV/AIDS: WHO assisted countries in collecting, collating, and analysing 
data and reporting for the 2012 Global AIDS Response Progress Report. 
Capacity-building for surveillance, monitoring, and evaluation through a 
regional workshop on strategic information management was done for 
all Member States. 

Malaria: Technical support was provided to all malaria-endemic countries 
to strengthen malaria surveillance. Bangladesh, Bhutan, India, Myanmar, 
Nepal, and Sri Lanka agreed to collaborate in strengthening surveillance 
and response along international borders, and Nepal and Bangladesh have 
already started relevant activities with WHO support. Drug-resistance 
monitoring was carried out in India, Indonesia, Myanmar, Thailand, and 
Timor-Leste. WHO facilitated malaria programme reviews in Myanmar and 
a framework for review in Nepal and Sri Lanka. 

Political commitment, resource mobilization, and 
partnerships

Tuberculosis: A regional workshop on tuberculosis control planning, 
implementation, and monitoring, conducted in Indonesia, led to increased 
momentum to strengthen coordinated efforts in these areas through the 
TB Technical Assistance Mechanism.

HIV/AIDS: Technical support was provided to Member States with 
ongoing grants from The Global Fund to Fight AIDS, Tuberculosis and 
Malaria for proposal development, revision, and grant negotiations. The 
WHO Regional Office for South-East Asia also undertook three flagship 
activities under the Regional Strategy on HIV. First, in collaboration with 
UNDP’s Asia Pacific Regional Centre and WHO’s Regional Office for the 
Western Pacific, a technical package for MSM and transgender people was 
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developed. Secondly, an Asia Pacific Regional Task Team on Treatment 
2.0 was set up in collaboration with the WHO Western Pacific Regional 
Office and the UNAIDS Regional Support Team, Bangkok. And thirdly, 
countries were supported, in collaboration with UNICEF’s Regional Offices 
for East Asia & Pacific and South Asia, for elimination of mother-to-child 
transmission of HIV and syphilis.

Malaria: WHO provided support to develop proposals and negotiations 
for the extension of Global Fund grants in India, the Democratic People’s 
Republic of Korea, Myanmar, Nepal, and Timor-Leste, as well as for the 
Three Diseases Fund in Myanmar. WHO participated in Malaria 2012, a 
high-level conference for the Asia–Pacific Region, hosted by Australia. 
In November, the WHO Global Malaria Programme in Geneva mobilized 
US$15 million for activities to be implemented over a three-year period 
to support artemisinin-resistance containment in the Greater Mekong 
Subregion.

New knowledge, intervention tools, and 
strategies

Tuberculosis: WHO provided technical support on development of 
operational research protocols to countries, including Bangladesh, India, 
Indonesia, and Myanmar.

HIV/AIDS: Indonesia and Thailand were supported for developing 
implementation science research protocols on the use of antiretroviral 
treatment as prevention. An implementation research study on sexually 
transmitted diseases among MSM and transgender women is being 
supported in Thailand. 

Malaria: Bangladesh, Indonesia, Myanmar, Nepal, and Timor-Leste 
were provided with support to conduct drug-resistance studies, develop 
a research agenda, and organize training on good clinical practices for 
therapeutic efficacy studies for malaria. In addition, Bhutan initiated the 
use of modern information technology to support malaria elimination.
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3
Noncommunicable diseases, 

including mental and 
neurological disorders  

and injuries

Overview 

Noncommunicable diseases (NCDs), including mental 
and neurological disorders and injuries, are the leading 
cause of mortality, morbidity, and disability in the 
South-East Asia Region (see Figure 3.1). 

Four main NCDs are responsible for the majority 
of deaths in the Region: cardiovascular diseases, 
cancer, chronic respiratory diseases, and diabetes. 
The increasing burden of NCDs is mainly due to 
adoption of unhealthy lifestyles, globalization, 
trade and marketing, unplanned urbanization, and 
demographic and economic transitions. NCDs are 
driven by behavioural risk factors (i.e. tobacco use, 
physical inactivity, unhealthy diet, and harmful use 
of alcohol), which in turn lead to metabolic risk 
factors – overweight/obesity, high blood pressure, 
increased blood glucose, and raised blood lipids. The 
prevalence of these common risk factors in the Region 
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is unacceptably high. By eliminating them, it is possible to reduce 80% 
of heart disease and stroke, 80% of Type 2 diabetes, and over 30% of 
cancers.

Figure 3.1: Estimated proportion of deaths by cause, 2008 

Source: WHO Global Health Observatory 2011.

Globally, an estimated 450 million people suffer from mental, 
neurological, behavioural, or substance use disorders. Study findings in 
the Region have shown the treatment gap (defined as the percentage of 
patients in need of, but not getting, appropriate medical care), to vary 
from 87% to 95% for patients with epilepsy and 25% to 98% for patients 
with psychosis.

Injuries are among the top three leading causes of death, hospitalization, 
and disability in the Region. The reported disability prevalence in Member 
States of the Region ranges from 1.3% to 21.3%. 

NCDs are not merely health problems, but also place a huge 
socioeconomic and developmental burden on countries in the Region due 
to high health-care costs, loss of productivity, and premature mortality. 
The main strategies and WHO’s programme for prevention and control of 
NCDs are based on three pillars: (a) surveillance – mapping the epidemic; 
(b) health promotion and reduction of risk factors; and (c) early detection 
and management – strengthening the health-care system.
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As part of the Region’s efforts towards ensuring quality of life for 
persons with disabilities, community-based rehabilitation is the main 
strategy in most Member States in the Region. 

2012 programme delivery highlights

Sri Lanka has designated 2013 the “Year of Preventing  �

Noncommunicable Diseases”. Regional meetings were convened 
in 2012 to set priorities and actions addressing NCDs, build 
surveillance and research capacity, and increase access to NCD 
interventions.

At the Sixty-fifth Regional Committee Meeting, NCDs were an  �

agenda item resulting in adoption of a resolution.

A regional workshop was conducted in Sri Lanka, to discuss priority  �

research for delivering NCD interventions through primary health 
care and development of research protocols. 

The Regional Office piloted projects in four countries to address  �

the treatment gap for mental and neurological disorders. The 
projects are meant to empower community-based health workers 
in identifying and referring cases. A minimal investment has 
resulted in reducing the treatment gap (see Table 3.1).

Table 3.1: Impact assessment of intervention for epilepsy  

through the primary health-care system

Country Treatment gap before 
intervention (%)

Treatment gap after 
intervention (%)

Bangladesh 87.0 5.0

Bhutan 40.0 26.0

Myanmar 94.6 5.0

Timor-Leste 70.7 53.7

Source: Anwar N, Chandra V, Kahandaliyanage A. Reorienting health systems in South-East 
Asia to deliver care for mental and neurological disorders. International Psychiatry 2012; 
9:86-87.

Of 11 Member States, 10 have developed national plans for reducing 
injury or violence. In five out of six targeted countries, a unit for injury and 
violence prevention was established in each country’s ministry of health. 
Capacity-building in the prevention of injury and violence and on injury 
surveillance was facilitated through national trainings and field visits. 
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Strengthened primary health-care system  
leads to control of noncommunicable diseases 

in Bhutan

The WHO package for essential noncommunicable disease interventions 

(PEN) aims to increase access to preventive, promotive, and basic treatment 

services for NCDs by strengthening primary health-care systems. In 2012, 

the Regional Office provided technical support to the Ministry of Health of 

Bhutan to evaluate the intervention project that is being implemented in two 

districts of the country through basic health units staffed by nonphysician 

health workers. WHO-PEN risk assessment and treatment protocols were 

adopted and staff were trained in risk assessment, measurement of blood 

pressure and blood sugar, treatment, counselling, and record keeping. 

WHO/International Society of Hypertension 10-year cardiovascular disease 

risk prediction charts, health education materials, basic equipment, and 

essential medicines for NCDs were supplied to basic health units. 

All patients visiting health institutions in Bhutan’s Paro and Bumthang 

Districts (population approximately 49 000) between 1 June and 31 August 

2012 were included in the assessment. Patients aged 40 years and above 

were assessed for cardiovascular disease risk, and their height, weight, 

blood pressure, and waist circumference were measured. Blood glucose 

was tested in overweight patients. Appropriate counselling, treatment, and 

referral were provided and clinical forms were completed at first and follow-

up visits. 

Of the 39 079 clinic patients, 6.6% had one or more NCDs. Of those 40 

years in age and above, 23% had high blood pressure (>140/90 mmHg) 

and 26% had high blood sugar (random blood sugar >140 mg/dl or fasting 

blood sugar >110 mg/dl). Approximately 13% of patients had a 10-year 

cardiovascular disease risk of >20%. Medicines were prescribed to 790 

patients, and most (90%) reported their regular intake. Among 444 patients 

who had three follow-ups, high cardiovascular disease risk (>20%) declined 

by 45%. Alcohol consumption and smoking declined by 53%. Prevalence 

of hypertension declined by 50%. Among 115 diabetics, high blood sugar 

declined by 25%. The PEN project improved the control of blood pressure 

and blood glucose and led to an overall reduction in cardiovascular risk 

among clinic patients.
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Advocacy and support for tackling 
noncommunicable diseases

High-level advocacy was conducted for NCDs aimed at parliamentarians, 
health ministers, senior health advisers, and other high-level officials 
from ministries of health and other ministries through various regional 
meetings. A regional meeting on NCDs, including mental health and 
neurological disorders, was conducted comprising 130 participants from 
health and nonhealth sectors in Member States who discussed the need 
for multisectoral actions for prevention and control of NCDs. 

NCDs were also an agenda item at the Sixty-fifth Regional Committee 
Meeting in Indonesia, resulting in the adoption of a resolution that 
acknowledges the tremendous health and socioeconomic burden posed by 
NCDs and calls upon Member States to strengthen national strategies and 
multisectoral plans to address NCDs with realistic indicators and targets. It 
also calls upon WHO to provide technical guidance and support to Member 
States for building capacity and to ensure optimum communication and 
advocacy messages in support of multisectoral actions for NCD prevention 
and control through existing forums, such as WHO Governing Bodies, 
the UN General Assembly, the WHO Regional Committees, and other UN 
regional bodies.

All of the countries in the South-East Asia Region have a focal point 
or a unit for road traffic injury prevention and five of these countries 
have their own budget for these preventative programmes, namely 
Bhutan, the Democratic People’s Republic of Korea, Maldives, Myanmar, 
and Thailand. 

Support for the development and implementation 
of policies, strategies, and regulations for 
noncommunicable diseases

Technical support was provided to Myanmar to develop a national policy on 
NCDs and to Indonesia to develop a multisectoral action plan for reducing 
childhood obesity. A regional consultation on oral health strategy was 
convened in Nepal. An expert meeting on population sodium-reduction 
strategies for prevention and control of NCDs in the Region was convened 
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in India to develop regional strategies for population salt reduction and 
methods to monitor population salt intake.

The Regional Office provided support to decrease the treatment gap 
for prioritized mental and neurological disorders in four Member States. 
The Mental Health Global Action Programme (mhGAP) has been introduced 
in Member States in an effort to scale up care for mental and neurological 
disorders. The action plan, which recognizes the global burden of mental 
disorders and the need for a comprehensive, coordinated response from 
the health and social sectors at country level, has been developed as 
mandated by the WHO Executive Board Resolution EB 130.R8 in January 
2012.

The Region’s Mental Health and Substance Abuse Unit has provided 
support to Member States to develop policies, national strategies, plans, 
programmes, guidelines, training packages, and monitoring tools on 
mental, neurological, and substance use disorders. To measure the outcome 
of the programmes, impact evaluations have been conducted. A regional 
meeting of experts on impact evaluation of ongoing projects to strengthen 
the primary health-care system for mental health care was conducted in 
Bangladesh. Impact evaluation of interventions to decrease the treatment 
gap of epilepsy conducted by Bangladesh, Bhutan, and Timor-Leste was 
presented, and Thailand shared the impact of interventions for decreasing 
the treatment gap for psychosis. The evidence generated has been useful 
in advocating to Member States to scale up the programmes where 
interventions have been piloted and for other Member States to pilot 
these projects.

Three countries – Bhutan, Indonesia, and Thailand – have developed 
national plans for the Decade of Action for Road Safety 2011–2020. 
Workshops to develop and implement national injury prevention and road 
safety action plans have been supported in Bhutan, India, Indonesia, 
Nepal, Sri Lanka, and Thailand.

Improvements in capacity for noncommunicable 
disease data collection and analysis

To build capacities in using the STEPwise approach to chronic disease 
risk factor surveillance (STEPS) and data analyses, the South-East Asia 
Regional Office conducted a regional STEPS training workshop in India. 
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Country-level technical assistance was provided in conducting STEPS in 
Maldives, Nepal, and Timor-Leste. 

A regional training course on Injury Epidemiology, Prevention and 
Care, focusing on injury surveillance and injury related data systems, 
was organized in October at Khon Kaen Regional Hospital in Thailand. 
Technical support was provided as part of the development process for 
the establishment of national injury surveillance in Indonesia and India.

Compiling evidence on cost-effective 
noncommunicable disease interventions

A regional NCD status report summarizing the burden of NCDs and risk 
factors as well as national response in the Region was published and 
disseminated. In addition, a review was undertaken on sodium intake 
in Member States. A consolidated report was prepared to summarize 
population sodium consumption and interventions to reduce sodium 
consumption. A review paper on burden and trends in childhood obesity 
in India was prepared. 

Multisectoral, population-wide programmes and 
capacity-building of health systems

The Recommendations of the Expert Group on Preventing Motorcycle 
Injuries in Children have catalysed increased involvement of other 
stakeholder sectors in the issue, especially related to the use of child 
motorcycle helmets in Indonesia and Thailand. Sales and daily use of 
standardized child motorcycle helmets have risen in both Indonesia and 
Thailand. In Sri Lanka, there is a dedicated team in the country’s Ministry 
of Health working with partners across multiple sectors on this issue.

Increased multisectoral capacity in injury and violence prevention 
were built through a national training programme in India and field visits 
in Bhutan. The two countries now have dedicated police teams working 
diligently on drink driving control.

Development of deafness and blindness prevention and rehabilitation 
plans were supported in Bangladesh, Bhutan, India, Indonesia, Sri Lanka, 
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and Thailand and a national committee on the prevention of deafness in 
Thailand was established.

A regional meeting on NCDs, including mental health and neurological 
disorders, was held in Myanmar to facilitate the exchange of best practices 
in multisectoral actions. The Regional strategy for addressing mental and 
neurological disorders has been to strengthen the existing primary health-
care system through training and ensuring provision of essential medicines. 
The strategy is to train community-based health workers to identify the 
most common mental and neurological disorders. Once identified, the 
patients are taken to the nearest trained primary health-care based 
physician. Impact indicators and targets for monitoring progress of these 
programmes have also been developed. Impact evaluation shows that 
with minimal new investment in training, the treatment gap of mental and 
neurological disorders can be substantially reduced. This population-wide 
programme is sustainable as it builds on the existing national health-care 
delivery system.

Improving the ability of health and social 
systems to prevent and manage 
noncommunicable diseases  

During 2012, technical support was provided to five countries – Bhutan, 
Indonesia, the Democratic People’s Republic of Korea, Myanmar, and 
Sri Lanka – for strengthening primary health care to deliver a package of 
essential NCD interventions. In Bhutan, WHO provided technical support 
for assessing the impact of the intervention project (see Strengthened 
primary health-care system leads to control of noncommunicable diseases 
in Bhutan). A regional workshop was conducted in Sri Lanka to discuss 
priority research for delivering NCD interventions through primary health 
care and development of research protocols. 

Tobacco cessation manuals designed for use by doctors, nurses, and 
health workers were developed and disseminated to Member States in 
the Region. 

The First World Community-Based Rehabilitation Congress was 
organized in India. Of the 11 countries in the Region, nine are implementing 
community-based rehabilitation programmes at country level.
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4
Maternal and child health, 

reproductive and sexual health, 
and healthy ageing

Overview 

The South-East Asia Region is home to 25% of the 
world’s population and accounts for a disproportionately 
higher burden of morbidity and mortality among 
mothers, newborns, and children than in other WHO 
regions. In the World health statistics 2012 report, the 
Region reported the second highest age-standardized 
mortality rate for communicable disease (334 per 
100 000, second only to the African Region), the 
third highest rate for noncommunicable disease (676 
per 100 000, lower than only the African and Eastern 
Mediterranean regions), and second highest rate for 
injuries (101 per 100 000, second only to the African 
Region with 107 per 100 000).

While there have been improvements in 
reproductive, maternal, newborn, and child health 
and survival, these still remain areas of concern 
towards achieving Millennium Development Goals 
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(MDGs) 4 and 5. Despite significant declines in the maternal mortality 
ratio between 1990 and 2010 in the South-East Asia Region, it still falls 
short of the required rate to meet MDG 5. Member States also have shown 
significant declines in under-five mortality, but the Region is unlikely to 
reach its MDG 4 target by 2015. Newborn mortality has shown even 
lower rates of decline and is currently responsible for more than half of 
under-five deaths. 

About one fifth of the Region’s population consists of adolescents 
(ages 10–19 years) who need support for encouraging and promoting their 
health and development. All Member States are now examining various 
options for responding to this demographic challenge.

In a Region as diverse as South-East Asia, and with the broad scope 
of reproductive health, achieving universal access to reproductive health 
is challenging, but some progress has been made in family planning, 
prevention of unsafe abortions, and prevention and control of cervical 
cancer.

As in all other parts of the globe, the proportion of elderly individuals 
(60 years old and above) in Member States is rapidly rising, along with 
its accompanying challenges in all sectors of life – especially in the health 
sector.

2012 programme delivery highlights

Maternal health care in Sri Lanka underwent a major change,  �

including a reduction in the number of antenatal visits and 
increased quality of care. This change was also an opportunity 
for Sri Lanka to strengthen its prevention of mother-to-child 
transmission of HIV/AIDS and congenital syphilis.

Facility-based newborn care was strengthened in India, Maldives,  �

and Myanmar and was introduced in Bangladesh. Five countries 
– Bangladesh, Bhutan, Maldives, Nepal, and Timor-Leste – have 
scaled up coverage of integrated management of childhood 
illnesses (IMCI) to more than 75% in their respective districts.

To improve delivery of child health services, community-based  �

approaches were strengthened in Member States with a more 
integrated approach. Following the regional Global Action Plan 
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for the Prevention and Control of Pneumonia (GAPP) workshop, 
Bangladesh and Myanmar initiated integrated community case 
management (iCCM) for pneumonia and diarrhoea. 

Adolescent health programmes saw some appreciable progress,  �

with support from WHO provided to further strengthen national 
strategies for adolescent health in Bhutan, India, Maldives, and 
Sri Lanka, which in the near future will strengthen service delivery. 
Support was provided to Maldives to conduct national training of 
trainers on adolescent-friendly health services. In collaboration 
with WHO headquarters, the global modules on adolescent mental 
health have been applied in Sri Lanka.

To improve delivery of reproductive health services, Bangladesh  �

made further progress in the delivery of menstrual regulation 
services to include expansion of the provision of safe abortion 
services to women in the early stages of an unplanned or 
unwanted pregnancy. 

Work was initiated jointly by the Regional Office and the nine  �

WHO Collaborating Centres (WHO CCs) for Reproductive Health 
to assess the situation of cervical cancer control in Member 
States, including secondary prevention through screening and 
primary prevention through vaccination against the Human 
papilloma virus (HPV). To date, only one country in the Region, 
Bhutan, has introduced the vaccine through a national vaccination 
programme.

Bhutan has launched a pilot project in Khaling-eastern Dzongkhag  �

to determine the feasibility of providing community-based health 
care for elderly citizens in order to promote productivity, vitality, 
and happiness. Financial and social benefits continued to be 
provided to the elderly population in the Democratic People’s 
Republic of Korea, Maldives, and Timor-Leste during the reporting 
period. 

Scaling-up towards universal access to effective 
interventions

The Regional Office for South-East Asia assisted Member States with a 
review of programmes in an effort to identify barriers and address ways to 
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improve access to evidence-based interventions and services. Reproductive, 
maternal, newborn, and child health programmes were reviewed in Bhutan 
and the Democratic People’s Republic of Korea. The Reproductive Health 
Programme in Bhutan identified possible areas for technical support 
from WHO and UN partners. The findings of an internal evaluation of the 
Democratic People’s Republic of Korea’s Improving Women and Children 
Health Project were used to strengthen various maternal and child health 
services with a focus on improving access. The Regional Framework for 
Reproductive Health was reviewed through an informal expert group, 
which placed renewed significance on improving service delivery with a 
greater emphasis on equity and quality of services. 

Updated guidelines on the four cornerstones of family planning to 
improve contraceptive use and reduce unmet need for family planning 
were disseminated to Member States. To address the challenge of human 
resources availability, WHO has begun developing guidelines on the rational 
use of human resources for maternal, newborn, and child health, by which 
some specific tasks that previously have been carried out by physicians 
and other professional medical staff, who are generally in short supply in 
most countries, have been identified and proven by evidence that they can 
be carried out by lower level health personnel such as paramedical staff, 
thereby increasing access to services, without compromising quality.

Strengthening national research capacity 

The Regional Office through its Research Review Committee, reviewed 
a proposal submitted by the India Country Office of a study on use of 
injectable iron sucrose to manage severe anaemia in pregnancy, recognizing 
the prevailing treatment using iron tablets is generally not effective. The 
Regional Office also, through collaboration with the WHO CC on reproductive 
health in India, contributed to a study on the epidemiology of infertility, 
an emerging public health problem in India. This was followed by the 
development of guidelines, for use in all Member States, on managing 
infertility at the primary health-care level. 

Work was also initiated jointly by the South-East Asia Regional Office 
and the nine WHO CCs for Reproductive Health to assess the situation of 
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cervical cancer control in Member States. Following this overall assessment 
in 2012, a more detailed study of the situation will be conducted in 2013 
by an external consultant, the findings of which will be used for drafting 
a Regional Strategy on Comprehensive Cervical Cancer Prevention and 
Control in South-East Asia Region. The Regional Office supported the 
Collaborating Centre for Research and Training in Reproductive Health at 
the Postgraduate Institute for Medical Education and Research in India 
in developing and piloting a stillbirth surveillance protocol, which will be 
further field tested and expanded in 2013. An implementation research 
project is being funded by WHO headquarters on understanding factors for 
scaling-up skilled attendance at birth in hard-to-reach districts in Nepal. 

Following a networking meeting of WHO CCs in early 2012, a 
regional network of Centres in Maternal and Reproductive Health is being 
established, which will facilitate and further enhance joint collaborative 
work among the Collaborating Centres and with the Regional Office. 

The Regional Office has supported development of a proposal to pilot 
an integrated surveillance system for neural tube defects and congenital 
rubella syndrome in Sri Lanka that has been submitted to the US Centers 
for Disease Control and Prevention (CDC), Atlanta, USA, for funding.

Improving maternal care and progress in 
maternal mortality reduction

The reduction in the maternal mortality rate in the Region since 1990 
continued in 2012. The South-East Asia Region, along with the Western 
Pacific Region, recorded the highest annual rate of decline between 1990 
and 2010 at 5.2%. This still falls short, however, of the 5.5% decline 
required by MDG 5. The rate for skilled attendance at birth remains a major 
challenge with a regional average of 59% and vast intercountry differentials. 
Based on data from the World health statistics 2012, Figure 4.1 illustrates 
the correlation between skilled attendance at birth and the maternal 
mortality ratio in countries of the South-East Asia Region. 
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Figure 4.1: Correlation between skilled attendance at birth  
and maternal mortality ratios

Note: The first figure in parentheses is the skilled attendance at birth percentage (2005–2011) 
and the second figure is the maternal mortality ratio per 100 000 (2010).

Source: World Health Statistics, 2012. Geneva, World Health Organization.

The World health statistics 2012 also reported improvement, albeit 
modest, in the use of contraceptives and reductions in unmet need for 
family planning (FP). The coverage of antenatal care (ANC) also saw a 
positive increase with at least one visit (ANC 1) and up to four visits 
(ANC 4). Figure 4.2 illustrates these improvements.

Six focus countries – Bangladesh, the Democratic People’s Republic 
of Korea, India, Indonesia, Myanmar, and Nepal – were eligible for 
catalytic funding from the Commission on Information and Accountability 
for Women’s and Children’s Health (COIA) and have begun to strengthen 
their efforts to expand maternal death reviews to maternal death 
surveillance and response. This includes an effort to capture all maternal 
deaths by mandatory notification within 24 hours, strengthening of civil 
registration, conducting a thorough maternal death review that is followed 
by appropriate responses, and using these for improving quality of care 
and for instituting surveillance on maternal deaths. The Regional Office 
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supported Maldives in 2012 to implement recommendations made by a 
consultant in 2011 for review or audit of maternal near-miss cases.

Figure 4.2: Contraceptive prevalence rates, unmet need for family 
planning and antenatal care coverage (with at least one visit  

and four visits), by country

Antenatal care coverage (ANC) data – 2005–2011; contraceptive prevalence rates (CPR) and 
unmet need family planning (FP) data – 2005–2010.

Source: World Health Statistics, 2012. Geneva, World Health Organization.

The Regional Office provided inputs to the development of guidelines 
on management of postpartum haemorrhage, induction of labour, and 
treatment of eclampsia and pre-eclampsia, which were disseminated to 
countries for implementation and adaptation. 

Improving neonatal survival and health 

Considering that newborn mortality remained high in the Region, WHO 
extended technical assistance, especially for training on essential newborn 
care, at country level. Based on the framework for elimination of paediatric 
HIV and congenital syphilis, further work was carried out in 2012 to finalize 
the implementation guide for country use. The year saw serious efforts 
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in understanding birth defects, with the aim of bringing attention to this 
growing problem, building county capacities, and initiating surveillance to 
introduce and strengthen preventive actions such as pre-conception care 
and improved antenatal care. 

Neonatal health interventions are being strengthened at community 
and facility level and by strengthening nursing and midwifery care. The 
Democratic People’s Republic of Korea, India, Indonesia, Maldives, and 
Nepal have strengthened postnatal care for newborn programmes. 

In collaboration with WHO headquarters, a review of the status of 
implementation of a joint WHO–UNICEF statement on home visits to 
improve postnatal care has been carried out. The Regional Network for 
Newborn Health at the WHO CC based at the All India Institute of Medical 
Science (AIIMS) in New Delhi was strengthened, and corresponding national 
networks for newborn health were supported in Bangladesh, Myanmar, 
and Nepal during the year. These networks are establishing a standard 
neonatal–perinatal database to understand the neonatal and perinatal 
morbidity and mortality profile and undertake corrective actions. Standard 
treatment protocols for managing common newborn conditions in small 
hospitals also have been developed. 

E-training courses on essential newborn care and sick newborn care 
have been developed by a WHO CC with support from the Regional Office. 
These have been applied to in-service as well as pre-service training 
of nurses and medical officers in selected institutions in Bangladesh, 
India, Maldives, and Sri Lanka to build capacity of doctors and nurses. 
These interventions would contribute to standardizing quality of care for 
newborns, thus contributing to reductions in neonatal mortality in the 
countries and the Region. 

Improving child health and development

The Child and Adolescent Health programme of the Regional Office, in 
collaboration with UNICEF South Asia, and East Asia and Pacific regional 
offices, has developed and launched the Regional Strategic Framework 
for Strengthening Newborn and Child Health. The framework highlights 
the importance of addressing social determinants of child health through 
a multisectoral approach, strengthening of health systems for delivering 
life-saving interventions across the continuum of care, ensuring an 
equitable scaling-up of implementation of life-saving interventions, and 
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improving quality of care for newborns and children. Facility-based IMCI 
for strengthening hospital care of sick newborns and children has been 
supported in India and Myanmar. The Integrated Management of Childhood 
Illness Computerized Adaptation and Training Tool (ICATT) application for 
computer-based training on IMCI was supported in Bangladesh, India, 
and Indonesia. 

Advocacy by the Regional Office to relevant constituencies and 
stakeholders at international, regional, and country levels has led to 
additional focus on early childhood development and prevention of birth 
defects by Member States. 

Early childhood development through counselling on age-appropriate 
play and communication by trained community health and nutrition 
workers has been started in India. The Regional Office supported pilot 
implementation at two sites in collaboration with the WHO Country Office 
India.

In partnership with the US CDC, development of the Regional Strategy 
Framework for prevention and control of birth defects has been initiated in 
consultation with Member States. A regional consultation and a workshop 
for birth defect surveillance were organized and countries are moving 
ahead to consider incorporation of birth defects surveillance in their public 
health and nutrition programmes.

Evidence-based strategies and policies for 
adolescent health

Recent focus has been placed on promoting evidence-based policies and 
strategies for adolescents and scaling-up of adolescent health programmes 
in Member States. Bangladesh, Bhutan, India, Indonesia, Sri Lanka, 
Thailand, and Timor-Leste are progressively scaling-up implementation of 
national standards for adolescent-friendly health services. Maldives and 
Myanmar were supported in building capacity in strengthening adolescent 
health programmes.

The Regional Office provided support to address access and utilization 
issues related to family planning and safe abortion services among 
adolescents in the Region. A regional programme managers’ course for 
adolescent health and HIV prevention among young people has been 
developed and piloted.
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Strategy to attain reproductive health goals and 
targets 

In 2012, activities were carried out to address the different components 
of reproductive health. Through reviews of country situations and the 
dissemination of updated guidelines, family planning was strengthened 
to improve contraceptive use. While family planning contributes towards 
primary prevention of unwanted pregnancies, there is a need to ensure 
access to safe abortion services and providing post-abortion care. Last 
year, countries in the Region were introduced to the updated guidelines 
on preventing unsafe abortion. Bangladesh made further progress in 
reproductive care through its menstrual regulation programme. Although 
this service has been in place since 2007 in government facilities and in 
nongovernment clinics through a donor-supported public-private partnership 
model, in 2012 it was strengthened with the development of comprehensive 
evidence-based national guidelines for menstrual regulation.

Serious efforts were made to strengthen comprehensive control and 
prevention of cervical cancer (C4) in Member States, including assessing 
their readiness for introduction of the Human papilloma virus (HPV) 
vaccine for primary prevention. To date, only Bhutan has introduced the 
vaccine to adolescent girls. A regional meeting in support of this effort also 
provided best practices as currently utilized in the Department of Obstetrics 
and Gynaecology at Chulalongkorn Univeristy in Bangkok. In addition 
to this Region-wide effort, support was provided to two countries – the 
Democratic People’s Republic of Korea and Maldives – for strengthening 
capacities through fellowships and study tours for clinical management 
of cervical cancer.

Ageing as a public health issue

A wide range of innovative and situation-specific projects and programmes 
targeting the elderly population has been formulated in all the Member 
States. In alignment with the World Health Day 2012 theme of ageing and 
health, the Democratic People’s Republic of Korea organized a ‘greatest 
festival of veterans’ with the participation of its elderly population. The 
national policy for the elderly under formulation in Maldives has identified 
inputs from several sectors such as: gender, family and human rights; 
family and child development; and health. Along with the development 
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of a national plan of action for older persons and a national policy in 
Myanmar, elderly health care projects exist in 88 townships and provide 
a wide range of health and related services. 

Age-friendly city initiatives have been adopted in some countries 
(see box below).

Age-friendly cities in the South-East Asia Region

An age-friendly city encourages active ageing by optimizing opportunities 

for health participation and security in order to enhance quality of life as 

people age. It also adapts its structures and services to be accessible to and 

inclusive of older people with varying needs and capacities. In 2012, an age-

friendly city initiative was launched in Ward 194 of the City of Delhi, India, as 

a joint collaboration between WHO, a local nongovernmental organization – 

Wellness Health & You (WHY) – and the Municipal Corporation of Delhi. Ward 

194, with a population of 45 000, has a sizable proportion living in slums, 

as well as populations from the higher socioeconomic strata. An estimated 

10%, or about 4500 persons, are above the age of 60 years. 

As part of their age-friendly initiative, a database on elderly persons was 

compiled providing information on their health, social, and economic status, 

level of independent care, and security concerns. Subsequent linkages were 

established with the local police, banks, and family physicians to ensure easy 

and hassle-free access to health security and banking services. The local 

nongovernmental organization has continued to maintain communication 

with the civil administration about further improvement to services and 

facilities for the elderly persons.

The Moneragala District of the Wellawaya division in Sri Lanka, with a 

population of 430 000, was chosen as an age-friendly city. Ninety-eight 

per cent of the population live in villages and have an agriculture-based 

economy. As part of the age-friendly city initiative, collection of baseline 

data on the population and their accessibility to various services were 

determined. Training and awareness-building exercises were carried out 

along with efforts to improve accessibility to primary health-care facilities, 

government offices and institutions, community gathering centres, and public 

transportation sites. A multisectoral approach, with the direct involvement 

of the local councillor and other political and administrative bodies, has been 

established to introduce the various components of the age-friendly city 

initiative.
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A Regional Strategy for Healthy Ageing was formulated with the goal to 
encourage Member States to initiate, develop, and sustain a multisectoral 
approach and measures for the promotion of healthy ageing among all 
population groups, following a life-course approach. The draft Regional 
Strategy was reviewed by the managers of the national healthy ageing 
programmes of the Member States. Technical support was provided to 
Maldives, Myanmar, and Sri Lanka to strengthen national capacities in 
formulating healthy ageing strategies, geriatrics training for primary care 
physicians in Myanmar and Sri Lanka, and development of advocacy and 
communication materials in all Member States. Efforts have been made 
by Member States in recent years to promote ageing and health, but the 
overall administrative and implementation components of elderly care and 
healthy ageing in several Member States still need to be strengthened.

The Region observed World Health Day 2012 on ageing and health 
with the theme “Good Health adds years to life”. This designated day 
provided the impetus for countries to pay more attention to this important 
growing public health challenge. At the Thirtieth Meeting of Ministers of 
Health of the Countries of the South-East Asia Region, ministers adopted 
the Yogyakarta Declaration on Ageing and Health 2012 – a commitment 
to improve national responses to the health of their ageing populations. 
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5
Health in emergencies, 

disasters, crises, and conflicts

Overview 

Countries within the South-East Asia Region are 
vulnerable to disasters caused by natural and human-
made hazards such as annual monsoons, flooding, 
earthquakes, tsunamis, conflicts, civil strife, and 
devastating fires. The magnitude of disasters and their 
effects have considerable impact on the morbidity and 
mortality of the Region where approximately 25% 
of the world’s population resides. Deaths in Member 
States of the Region alone accounted for 41% of 
the global total mortality from natural disasters in 
2001–2011.

As such, health action in emergencies remains 
a vital area of WHO support to countries. It is within 
this context that the Emergency and Humanitarian 
Action programme in the South-East Asia Region 
has been conceptualized. The programme together  
with its focal points in all WHO country offices work 
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with national governments as well as development partners to reduce 
avoidable mortality and morbidity. The Emergency and Humanitarian 
Action programme has four areas of work: risk reduction; preparedness 
and response; information management and research; and capacity 
development. 

Figure 5.1: Total number of deaths from natural disasters globally, 
2001–2011

Source: World disasters report 2012.

2012 programme delivery highlights 

As part of the Emergency and Humanitarian Action programme,  �

assessments related to emergency risk management systems 
were completed in 2012 in Bangladesh, Bhutan, the Democratic 
People’s Republic of Korea, Indonesia, Myanmar, Nepal, Sri Lanka, 
and Thailand. It is expected that by mid-2013, all countries within 
the Region will have completed assessments and plans to address 
capacity gaps will be in place. 

Support for capacity-building and development of human resources  �

as part of emergency risk management included a training session 
and the revision of a curriculum related to the training. 

A regional meeting on disaster risk management defined  �

strategic directions and identified good practices that will assist 
in appropriate planning for this public health area.
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The South-East Asia Regional Health Emergency Fund provided  �

support during emergencies, including funding and health kits 
and supplies to various Member States (see Table 5.1). 

The Region and its partners in ministries of health, nongovernmental  �

organizations, and technical and donor agencies provided technical 
and financial support to Member States in their efforts to make 
health facilities safer in emergencies. Emphasis was placed on 
designing and building flood-resilient health facilities as flooding 
is one of the Region’s most devastating and regular disasters. 

Table 5.1: Emergencies in 2012: WHO support to country  

requests and needs

Date Location
Type of 

emergency
Support provided by 

Secretariat

2012 
January

Yangon 
Division, 
Myanmar

Factory explosion 
and fire 

SEARHEF resources provided 
to support the work of the 
Ministry of Health, as well as 
provision of essential antibiotics 
and treatment for burn victims.

2012 
June

Rakhine 
State, 
Myanmar

Communal 
conflict

SEARHEF resources and 
coordination support to the 
operations as per health 
cluster requirements. Technical 
support to early warning and 
surveillance systems and basic 
health services and referral 
systems. 

2012 
July

Democratic 
People’s 
Republic of 
Korea

Flash floods 
SEARHEF resources and 
technical and coordination 
support. 

2012 
November 

Maldives
Tropical cyclone 
and floods

SEARHEF resources and 
coordination support, technical 
support for assessments and 
response planning, and release 
of emergency health kits from 
the New Delhi stockpile. 

2012 
November

Kachin 
State, 
Myanmar

Earthquake 
and fire 

SEARHEF resources for burn 
medicines and other essential 
medicines. 
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Strengthening of national capacities for 
emergency risk management 

South-East Asia Region Benchmarks assessment

The Emergency and Humanitarian Action programme focuses on capacity-
building and development through its South-East Asia Region Benchmarks for 
Emergency Preparedness and Response Framework – a uniform and systematic 
tool for assessing and monitoring capacities – which enables WHO to track 
efforts by its Member States to strengthen emergency risk management 
systems. It also provides a reliable method to WHO for formulating support 
to countries in their identified priorities. 

To ascertain the capacities of national emergency risk management 
systems in the health sector in Member States, assessments using the 
Benchmarks were conducted. These assessments help identify strengths, 
weaknesses, and gaps in emergency risk management systems. Seven 
countries – Bangladesh, Bhutan, the Democratic People’s Republic of Korea, 
Indonesia, Myanmar, Sri Lanka, and Thailand – completed assessments 
and used these in their next phase of planning. In many of these 
countries, capacity assessment has become the basis for developing new 
strategies and next steps in emergency risk management programmes. 
The remaining countries – India, Maldives, and Timor-Leste – plan to 
conduct assessments by mid-2013. 

Interregional training programme 

The Regional Office provided support for capacity-building and development 
of human resources as part of emergency risk management. The training, 
Public Health and Emergency Management in Asia and the Pacific (PHEMAP), 
jointly organized by the South-East Asia Region, the Western Pacific 
Region, and the Asian Disaster Preparedness Center, focused on public 
health professionals who oversee critical areas for emergency response 
and coordination in their respective countries.

Based on feedback and with support from the Emergency and 
Humanitarian Action programme, the PHEMAP course materials were 
modified and improved to reflect the rapidly changing area of emergency 
management. On the basis of previous evaluations and current practices, 
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new content and methodology are receiving more emphasis or are being 
introduced in the next set of revised courses, including: monitoring and 
evaluation; approaches to comprehensive emergency risk management; 
and addressing new development challenges such as urbanization, mobile 
populations, and climate change and its impacts. 

New WHO Collaborating Centre in Indonesia

In October 2012, the Center for Health Crisis in the Ministry of Health in 

Indonesia was designated as a WHO Collaborating Centre (WHO CC) for 

Training and Research on Disaster Risk Reduction. Out of more than 800 

WHO CCs around the world, this is the first centre to focus on disaster risk 

reduction in the area of public health. The centre will work closely with 

Emergency and Humanitarian Action units in WHO country offices and the 

Regional Office for South-East Asia, as well as with Member States and 

humanitarian organizations internationally. 

There are three major terms of references for the Centre and its collaboration 

with WHO. First, to strengthen operational capacity in managing health 

aspects of emergencies and disasters of various causes; second, to provide 

a platform for coordination with various sectors and programmes in disaster 

risk reduction activities; and third, to build human resource capacity in 

various competencies required for better risk management and emergency 

response.

The WHO CC will function in coordination with all partners internationally and 

its activities will evolve for building capacity, especially supporting training 

and research programmes in the field of systematic disaster risk reduction. 

As is the norm with any WHO CC, broad guidelines, terms of reference, 

and a workplan with concrete expected outcomes have been established 

to match the institutional profile of the Centre. One of the Centre’s most 

recent activities included study tours organized for staff members from the 

ministries of health of Bhutan and Timor-Leste. 

In view of new risks resulting from climate change, urbanization, and 

migration, there is an increase in both intensity and magnitude of the effects 

of some disasters on countries. It is hoped that the establishment of this 

WHO CC will serve and benefit institutions and people at-large through 

improved research, information, and training, as well as improvements in 

country preparedness, response, and recovery. 
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Regional meeting on Disaster Risk Management in the 
Health Sector

In the context of the Region’s high vulnerability to disasters, including 
increasing public health risks, a regional meeting on Disaster Risk 
Management in the Health Sector was organized by the Regional Office. 
Meeting attendees included concerned officials from ministries of health 
and national disaster management authorities from Member States, UN 
agencies, international organizations, nongovernmental organizations, 
donor agencies, and academic institutions. 

The meeting emphasized the importance of the health sector’s 
responsibilities towards vulnerable communities and identified several 
strategic directions within the context of the rapidly evolving discipline of 
emergency risk management, national and international mechanisms in 
disaster management, and global changes such as urbanization, migration, 
and climate change. The main outcomes of the meeting provided strategic 
directions and actions that are expected to guide the next round of 
planning and prioritization for programmes in the Region and countries. 
Some of these included: 

strengthening regional cooperation through comprehensive  �

information gathering and management;

greater attention to capacity-building at both the technical and  �

community levels; 

accelerating efforts for safer health facilities; and �

advocacy for a systematic approach to post-disaster manage- �

ment.

Second South-East Asia Regional Health Emergency Fund 
regional working group meeting

Established in 2008, the South-East Asia Regional Health Emergency Fund 
(SEARHEF) has allowed for immediate and flexible response to critical 
needs in 14 different emergencies in the Region in the past four years 
beginning with Cyclone Nargis in 2008 and including responses to the end 
of the Sri Lankan conflict, the eruption of Mount Merapi in Indonesia, a 
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factory fire in Dhaka, Bangladesh, and violence and riots in Myanmar’s 
Rakhine State. Within 24 hours of an emergency request from a Member 
State, and even before the UN’s funding mechanisms are activated, the 
fund’s resources are channelled to disaster management responses. 

In August 2012, the second meeting of SEARHEF’s working group was 
held. The group resolved to continue with current polices and use of the 
fund for launching rapid responses. Taking into account the challenging 
global financial situation, it also requested that SEARHEF working group 
members assist in finding new contributors to the fund from countries 
and from partners.

Making health facilities safer in emergencies and 
disasters: structural, nonstructural, and functional 
assessments of health facilities in the Region

Member States are in the process of assessing and strengthening 
preparedness plans and mitigating risks in an effort to make health 
facilities safer during disasters. These efforts follow key areas identified in 
the Kathmandu Declaration on Protecting Health Facilities from Disasters. 
In Nepal, WHO coordinated Flagship 1: Safe Hospitals through the Nepal 
Consortium Disaster Risk Reduction programme. In Bhutan, the Region’s 
Emergency and Humanitarian Action programme, along with seismic 
structural experts Geohazards International, evaluated the Jigme Dorji 
Wangchuk National Referral Hospital for structural and nonstructural 
safety. Based on their report, priority interventions will be implemented 
and additional district-level health facilities will be assessed. 

As a follow-up to the regional meeting on disaster risk management, 
a regional informal consultation to review and consolidate efforts for safe 
health facilities for water-related hazards was organized in December 
2012. The objective was to develop a technical and managerial guide to 
advise health facilities on ways to be better prepared for and safer during 
disasters caused by water-related hazards. This is the first in a series of 
consultations, and the final product is envisioned to be a practical guide 
that will assist Member States in developing plans for health facilities to 
address such hazards. 
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Preparedness in WHO country offices 

In order to adhere to new standards for response as outlined in the 
WHO Emergency Response Framework, several workshops continue to be 
conducted in WHO country offices to prepare to launch rapid response and 
recovery operations. Thailand updated their country preparedness plan and 
standard operating procedures through a workshop and simulation exercise 
coordinated and delivered by the South-East Asia Regional Office. 

Coordinated health-sector response and 
recovery in humanitarian emergencies

As the lead organization for the Global Health Cluster, WHO has a clear 
responsibility and expected deliverables when responding to emergencies. 
This response is conducted through implementation of a coordination 
function, provision of technical support, management and dissemination 
of credible public health information, and ensuring that core response 
services are in place and public health interventions are implemented with 
partners such as ministries of health and nongovernmental organizations. 
SEARHEF resources, supply provisions, and staff support are all part of 
the response system and have been provided as part of these emergency 
functions. 

The emergencies listed in Table 5.1 were supported with resources 
and mechanisms from the Regional Office through WHO country offices to 
Member States. In some emergencies, funding support was augmented 
by partners and the UN Central Emergency Response Fund (CERF). 
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6
Tobacco, alcohol, psychoactive 

substances, unhealthy diets,  
and physical inactivity

Overview 

Alcohol represents approximately 4.5% of the global 
burden of disease and is the world’s largest risk 
factor for disease and disability. Major risk factors 
for noncommunicable diseases (NCDs) are highly 
prevalent and are on the rise in the South-East Asia 
Region. The prevalence of tobacco use (smoking and 
smokeless) among males is high in countries of the 
Region. The consumption of unhealthy diets high 
in salt and fats is also highly prevalent. Childhood 
obesity is increasing in some urban areas in some 
countries. Levels of physical activity are low in many 
countries. 

Due to tobacco industry interference, there are 
an increasing number of court cases in Member States 
that are undermining the efforts of governments. 
Regulatory law enforcement and the capacity to 
implement legislation is generally weak in countries of 
the Region. However, countries have shown innovative 
approaches, such as regulating tobacco imagery in 
films and television in India, passing a health-care bill 
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and tobacco regulation in Indonesia, and increasing taxation on shredded 
tobacco products in Thailand. 

2012 programme delivery highlights  

Following high-level advocacy through a regional conference  �

for parliamentarians and health ministers from Member States, 
NCD preventions are now receiving priority in national health 
agendas.

A Regional Oral Health Strategy, a Regional Tobacco Control  �

Strategy, and a Regional Strategy for utilization of Standard 
Tobacco Questions for surveys for advancing NCD prevention in 
the Region were finalized.

As part of ongoing efforts to strengthen tobacco control, a  �

regional meeting and intercountry consultation on tobacco and 
trade involving health and trade sectors was supported.

The Regional Office also supported several Member States in  �

drafting legislation, regulations, and policies and implementing 
tobacco control programmes through grants from the Bloomberg 
Initiative.

In the area of tobacco surveillance, the Regional Office mobilized  �

resources and provided technical support to several Member 
States through the Global Youth and the Global Adult Tobacco 
Surveys. Based on survey results, Bangladesh amended its 
tobacco control law and Indonesia adopted a health bill and 
tobacco control regulation.

The Global Tobacco Surveillance System was implemented in 10  �

of the 11 Member States. 

Health promotion and prevention of major risk 
factors

Recognizing the need to address social determinants of health and rising 
risk factors for NCDs, the Health Promotion Unit of the Regional Office for 
South-East Asia worked mainly in the area of policy advocacy and capacity-
building. Multisectoral actions for health were being operationalized 
through the development of guidance for implementation of health impact 
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assessment tools. A health equity impact assessment guideline was 
developed to support strengthening health care in all policy areas. 

Capacity-building for health promotion was delivered through ProLead, 
a health promotion leadership training programme, in Bangladesh, Bhutan, 
and Indonesia. Bhutan established a health promotion division and initiated 
the process of developing a comprehensive National Health Promotion Plan 
and Strategies. The Regional Office developed a new approach for creating 
health-promoting hospitals, using a life-course approach for preventive care 
and health promotion, and supported Member States through consultation 
and participation in international meetings. As a consequence of these 
activities, a network of health-promoting hospitals has expanded across 
Thailand and similar activities are underway in Indonesia. 

National systems for surveillance of major risk 
factors

Technical support and training was provided to the Ministry of Health in 
Nepal on the STEPwise approach to chronic disease risk factor surveillance 
(STEPS), pilot testing of an NCD risk factors questionnaire, and carrying 
out a nationwide NCD risk factors survey. Additionally, a regional workshop 
was conducted to build capacity of regional epidemiologists in STEPS: 12 
national staff from 6 countries were trained. Maldives were supported for 
STEPS data analysis. As a result, baseline data are available on major risk 
factors for NCDs, which will assist in tracking progress in the prevention 
and control of these risk factors. 

As part of the Global Tobacco Surveillance System, a Global Adult 
Tobacco Survey was completed in Indonesia and disseminated widely. In 
a similar vein, a Global Youth Tobacco Survey was completed in Maldives, 
Myanmar, Nepal, and Sri Lanka. A Global Health Professions Student 
Survey was completed in Nepal, Sri Lanka, and Thailand. The data from 
these surveys were used effectively for advocacy and planning. 

Tobacco use

Smoking is the predominant mode of tobacco use among men in 
Bangladesh, Indonesia, Nepal, Sri Lanka, and Thailand, whereas the 
use of smokeless tobacco is the predominant practice among women in 
Bangladesh, India and Myanmar. Smoking rates among women in the 
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Region remain generally low – well under 5%. Myanmar (7.8%) and 
Nepal (15.9%) are exceptions. Smokeless tobacco use among women is 
generally more common than smoking, but again Myanmar and Nepal are 
exceptions (see Figures 6.1 and 6.2). 

Figure 6.1: Prevalence of smoking and smokeless tobacco use among 
men in selected Member States, 2008–2010 

Figure 6.2: Prevalence of smoking and smokeless tobacco use among 
women in selected Member States, 2008–2010 

Sources: International Institute for Population Sciences, Ministry of Health and Family Welfare, 
Government of India; Country Reports from Thailand and Indonesia, Global Adult Tobacco 
Survey, WHO Regional Office for South-East Asia; Noncommunicable Disease Risk Factor 
Survey, WHO; Surveillance of Risk Factors for Noncommunicable Diseases in Nepal and in 
Sri Lanka, WHO. 
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India regulates depictions of tobacco products 
and tobacco use in motion pictures

Although many countries have enacted bans on tobacco advertising, 

promotion, and sponsorship (TAPS) activities, scenes depicting smoking 

are still common in movies and television programmes, including those 

rated suitable for youth. India, the world’s largest producer of movies, is 

one of the few countries to take action to reduce tobacco imagery in films 

and television as part of a comprehensive TAPS ban. India’s 2003 tobacco 

control law was amended in 2005 to include a complete ban on the depiction 

of tobacco products or tobacco use in movies or on television, but this 

provision was challenged in court by India’s film industry and overturned in 

2009. Revised regulations put into effect on 14 November 2012 now require 

films and television programmes depicting tobacco use to show a 30-second 

anti-tobacco spot at the beginning and middle, and to scroll health warning 

messages at the bottom of the screen during scenes with tobacco use. New 

films and television programmes must justify depictions of tobacco use, 

include disclaimers by actors about the harms of tobacco, and be issued, 

at minimum, a “UA” (parental guidance) rating. No brand names of tobacco 

products or tobacco product placement may be shown, close-ups of tobacco 

products and packaging are prohibited, and promotional materials such as 

movie posters may not depict tobacco use. Television programmes with 

tobacco imagery may only air at times likely to have the least viewership 

of persons under age 18. The Government is considering extending these 

regulations to films produced outside of India.

Alcohol, drugs, and other psychoactive 
substances

Member States are adapting strategies recommended by WHO with regard 
to developing alcohol policy, engaging in community action to reduce harm 
from alcohol, and establishing controls for home-brewed illicit liquor. 

Advocacy and support to reduce the harmful use of alcohol

The Regional Office has initiated a programme to acquire and synthesize 
information relevant to developing and implementing interventions on the 
use of and harm from alcohol through community-based action in India, 
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Indonesia, Myanmar, Nepal, Sri Lanka, and Thailand. Community-based 
pilot projects have been conducted in Bhutan, Myanmar, and Thailand 
to reduce harm from alcohol use. Specific impact indicators have been 
developed to assess each project. One of the indicators is reducing 
economic harm from alcohol use (see Table 6.1). 

Table 6.1: Economic impact of alcohol control measures  

in Member States, 2012

Country Strategy Impact

Bhutan
Prohibition on serving alcohol 
and meat during funerals

The cost of each funeral 
decreased by Bhutanese 
Ngultrum (Nu) 30 000 
(US$ 550). The people 
of Bhutan would save an 
estimated Nu 600 million 
(US$ 11 million) annually.

Sri Lanka
Creating awareness in the 
community about the real 
cost of alcohol use

The community realized that 
with the money saved from 
reduced use of alcohol, they 
could build new roads in the 
village rather than depend on 
the Government. 

Thailand

Encourage alcohol users 
to deposit the cost, into a 
money box, of one bottle of 
alcohol each time they would 
normally purchase it 

The village saved Thai Baht 
60 000 (US$ 2040) in six 
months from reduced alcohol 
consumption.

Unhealthy diets and physical inactivity

There is greater awareness in the South-East Asia Region of the importance 
of addressing diet and physical inactivity as key risk factors for prevention 
and control of NCDs. More recently, there has been greater participation 
from the nonhealth sectors, both at the regional and national levels, in 
developing strategies and action plans for addressing NCDs. In Indonesia, 
country-level technical assistance was provided in identifying multisectoral 
actions for addressing childhood obesity. A regional expert group meeting 
was conducted to discuss strategies for salt reduction in Member States. 
A regional oral health meeting was organized to finalize the regional oral 
health strategy. Data were synthesized on national response to salt intake 
in the Region overall and on childhood obesity in India specifically. 
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7
Social and economic 

determinants of health

Overview 

The social determinants of health are the conditions 
in which people are born, grow, live, work and age, 
including the health system. They are the underlying 
“causes of the causes” of poor health and inequitable 
access to health and social services.

Health equity impact assessment has become 
an important tool for multisectoral action addressing 
structural determinants of health and policies that have 
potential negative impacts on physical, psychological, 
and social well-being of people. All sectors – public 
and private – are increasingly encouraged to show 
responsibility, fairness, social justice, equity, gender-
sensitivity, and respect for human rights. Health in 
All Policies (HiAP) ensure systematic social protection 
for the most vulnerable populations. 

In the South-East Asia Region, there has 
been a heightened emphasis on the status of 
innovation, intellectual property rights, trade, and 
the pharmaceutical industry, including promoting 
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access to health products, new and existing medicines, and developing 
new diagnostics and vaccines to treat diseases that disproportionately 
affect developing countries.

2012 programme delivery highlights 

The Regional Office provided technical support to Member States  �

to implement the Rio Political Declaration on Social Determinants 
of Health through the Health in All Policies approach. This included 
close collaboration with other UN organizations on advocacy, 
research, and capacity-building.

The Urban Health Equity and Response Tool (Urban HEART) was  �

introduced in the Region, and concrete country plans to scale 
up implementation were developed during a regional workshop. 
A regional workshop to build capacity for an urban health equity 
assessment and intersectoral response was held. Plans for the 
further implementation of Urban HEART, as well for taking action 
on tackling determinants of health in cities of all Member States, 
were developed.

Actions for health and inclusion of equity measurement were  �

discussed at an Expert Meeting on Health Impact Assessment 
and Health Equity Measurement towards HiAP. 

A draft of the Regional Framework on Health in All Policies for  �

South-East Asia was produced during a meeting of experts. 
The framework will serve as operational guidance for countries 
initiating Health in All Policies processes in their respective 
countries.

Several countries in the Region participated in a regional review  �

and country case-studies to document key intersectoral actions 
addressing health and equity and leading to the promotion of 
Health in All Policies.

In a regional committee meeting the Member States of the Region  �

reported their achievements in national consultations with relevant 
stakeholders and were included in the Report of the Consultative 
Expert Working Group on Research and Development: Financing 
and Coordination (CEWG) presented at WHO headquarters in 
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November 2012. The countries adopted resolution SEA/RC65/R3 
with detailed recommendations and action points for Member 
States and WHO. This resolution enabled the open-ended meeting 
of all countries to arrive at a consensus draft resolution for the 
Sixty-sixth World Health Assembly. 

Sri Lanka and Thailand implement HiAP

Among countries in the South-East Asia Region, Sri Lanka and Thailand were 

highlighted in the global and regional literature review in 2012 as 2 of the 

16 countries around the world that implemented Health in All Policies. In 

Sri Lanka, an intersectoral policy approach was established and implemented 

more than two decades ago. In Thailand, the process began with health 

system reform strengthened by firm mechanisms and legislation to support 

its intersectoral actions.

Country case-studies in South-East Asia conducted in 2012 show that in 

Thailand, the Constitution and the National Health Act provided an important 

channel for intersectoral actions for health with strong components for 

individual participation as a means of ensuring that equity and social 

determinants were addressed at policy level. Thailand Health Assemblies, at 

national and subnational levels, are leading and bringing nonhealth sectors 

together with health sectors to address social, economic, environmental, 

and cultural determinants of health across social groups. Agendas selected 

for the Thai National Health Assembly in 2012 were mostly related to 

determinants of health and impacts of development projects on the health 

of people. Resolutions arising out of the Assembly were taken into the Thai 

Cabinet to address the issues raised by the people ranging from health, 

unfairness, and equity to environment, social space, and others.

The National Health Commission played an important role in advocating, 

catalysing, coordinating, and monitoring the process. Thailand’s network of 

academics, communities, and public and private sectors at all levels showed 

keen interest in finding innovative solutions to address determinants of 

health, well-being, and livelihood. WHO’s Regional Office for South-East Asia 

facilitated cross-country sharing of this experience in a meeting of experts 

on Health in All Policies where other countries observed the Thai National 

Health Assembly and witnessed how the Assembly operated. This provided 

countries with a concrete example of the high-level intersectoral actions 

required to develop a regional framework for Health in All Policies in the 

South-East Asia Region.
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Social and economic determinants of health

In response to World Health Assembly resolution WHA65/8 – endorsing 
the Rio Political Declaration on Social Determinants of Health – WHO 
country and regional offices provided technical support to Member 
States to implement the declaration through the Health in All Policies 
approach and worked closely with other organizations in the UN system 
on advocacy, research, and capacity-building in Member States. Support 
included providing documentation of country experiences, organizing and 
facilitating workshops and meetings where countries shared best practices, 
and convening an expert group, as well as a regional consultation, to 
draft a Framework on Health in All Policies for South-East Asia. Additional 
activities supported by the South-East Asia Region included: a national 
consultation on mainstream social determinants of health and the role of 
public health in Thailand; a national workshop on health education and 
health-sector roles to address determinants of health in Indonesia; and 
an international meeting on social determinants of health. 

In each of these meetings, the health and nonhealth sectors were 
made aware of important multisectoral actions for addressing determinants 
of health. One outcome was that the public health sector needs to provide 
a strong evidence base between health and structural determinants that 
are influenced by other sectors policies and actions. The Regional Office 
also provided guidance during the meetings on health equity assessment 
and intersectoral response and advocated for improvement of health 
information and disaggregated data. 

The Regional Office provided support to document intersectoral 
actions to address structural determinants of health at policy level to all 
countries. Case-studies were completed in India and Thailand. Bhutan, 
Nepal, Sri Lanka, and Timor-Leste expect to complete their case-studies 
in 2013. 

Capacity-building through a regional workshop on Urban Health Equity 
Assessment and Intersectoral Responses was provided to municipalities 
and local government, together with the health sector, to utilize Urban 
HEART and design intersectoral responses to address the needs of urban 
populations. The tool provided useful analysis that identified people’s needs 
and priorities to be addressed with multisectoral partners and stakeholders. 
The Health in All Policies approach was advocated along with healthy urban 
planning and human rights approach to health. 
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The Regional Office organized a Meeting of Experts to draft a 
Framework on Health in All Policies for South-East Asia. The framework will 
help Member States to effectively implement and address public policies 
for health and its determinants. The regional framework and activities 
contributed to a global plan of action to address social determinants of 
health and will be included in technical background documents in support of 
the Eighth Global Conference on Health Promotion. The theme for 2013 is 
“Health in All Policies” and will include discussion on further strengthening 
intersectoral actions.

Intersectoral collaboration on social and 
economic determinants of health, including 
public health implications of trade and trade 
agreements

The Intellectual Property and Trade and Health Unit, in collaboration 
with Thammasat University in Thailand, supported the organization of 
a workshop titled Globalizing Asia: Health Law, Governance, and Policy 
– Issues, Approaches, and Gaps. The workshop highlighted the impact 
of globalization on the wealth and health of nations and brought global 
recognition to important principles, such the right to health. 

At the request of Member States, the Regional Office organized a 
regional technical consultation that identified detailed recommendations 
and action points to promote and strengthen research and development 
(R&D) capacities, promote coordination of R&D, establish or strengthen 
health R&D observatories, promote partnerships, and explore funding for 
health R&D. Through WHO’s country representatives, current technical 
information on intellectual property and trade issues in the public health 
sectors in other regions was disseminated to Member States to enable 
them to stay abreast of developments. 

The Region contributed to a number of technical workshops, 
including:

the Use of TRIPS Flexibilities to Access Affordable Antiretrovirals in  �

Asia, which aimed to improve participants’ knowledge about Trade-
Related Aspects of Intellectual Property Rights (TRIPS) flexibilities 
and legal options for facilitating access to antiretrovirals, and to 
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facilitate establishment of country coordination mechanisms to 
develop road maps for securing and expanding full use of TRIPS 
flexibilities;

an informal consultation on the implementation of the Pandemic  �

Influenza Preparedness (PIP) Framework for the sharing of 
influenza viruses and other benefits, which was held to enable 
development of country positions for this framework and identify 
the next steps;

training supported in India on Compulsory Licensing and TRIPS  �

in the Judicial Training Programme for Controllers of Patents.

A High-level Subregional Forum on Accelerating Achievement of 
the Millennium Development Goals in South Asia and the launch of the 
Asia–Pacific Regional MDG Report 2011–2012 on MDG Achievement and 
New Challenges and Opportunities: Intellectual Property and Trade Issues 
Related to Public Health was held. The principal objective of the Forum 
was to discuss policy options to accelerate the achievement of the MDGs 
by 2015.

During the Intercountry Consultation on Tobacco and Trade, technical 
presentations were made by the Regional Office on The Agreement on 
Trade-Related Aspects of Intellectual Property Rights and the Tobacco 
Challenge. To increase awareness of the relationship between the WHO 
Framework Convention on Tobacco Control, the World Trade Organization 
(WTO), and public health, documents from other regions were shared 
with Member States. 

The Regional Office’s Intellectual Property and Trade activities on 
policy guidance, training, enhancing capacity and direct country support for 
technical cooperation programmes on public health, and intellectual property 
were reflected in the WTO’s published document, Technical Cooperation 
Activities: Information from Other Intergovernmental Organizations: World 
Health Organization, Addendum (IP/C/W/581/Add.2), which was developed 
for WHO headquarters and resulted in visibility for the Region’s activities 
among all Member States and the trade community. 
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Collection, collation, and analysis of social and 
economic data relevant to health

The Regional Office shared technical guidance with countries via 
videoconferencing and in-country workshops to ensure disaggregated 
data on determinants of health are being considered. It also collaborated 
with other UN agencies and international partners, including DFID, IOM, 
UNESCO, UN-HABITAT, UNICEF, and USAID, to address issues of migration 
in countries such as in India and Thailand. However, without disaggregated 
data at the national and subnational levels, gender analysis and other 
equity issues could not be performed at the regional level.

Gender analysis and responsiveness

A South-East Asia Regional Taskforce on gender, equity, and human 
rights was established to oversee and support staff and Member States 
in mainstreaming related activities into their respective programmes and 
national health policy strategies and plans. A guide for incorporating 
gender, equity, and human rights into programmes is being drafted and 
will provide direction in the development and implementation of the 
2014–2015 workplan and in organizational management.

Recently, the Regional Office supported WHO’s commitment to roll 
out the UN System-Wide Action Policy on Gender Equality and Women’s 
Empowerment (UN SWAP) to enhance accountability and measure progress 
towards the achievement of gender equality and empowerment. The 
Regional Office also provided input to the draft action plan on gender, 
equity, and human rights organization-wide in which the WHO secretariat 
is required to report on the accountability framework at WHO’s Executive 
Board Meeting and at the World Health Assembly.
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8
Healthy environments and 

environmental threats to health

Overview 

Environmental hazards – such as unsafe drinking-
water, unsound chemicals management, poor 
sanitation, air pollution, and workplace hazards 
– complicated by climate change, are responsible 
for 24% to 37% of the total burden of disease in 
the South-East Asia Region. More than 100 million 
people in Bangladesh, India, Myanmar, Nepal and 
Thailand are exposed to significant risks of arsenic in 
drinking-water. Millions of people in rural settings in 
the Region are exposed to indoor air pollution due to 
use of biomass fuels for cooking and heating, while 
at the same time, urban populations are exposed to 
ambient air pollution due to increasing use of vehicles, 
heat, and rapid industrial development. Many of these 
hazards are further created or aggravated by climate 
change. Some of the diseases attributable to these 
modifiable environmental factors are: waterborne 
diseases; vector-borne diseases; foodborne diseases; 
airborne diseases, such as lower respiratory tract 
infections and asthma; various forms of unintentional 
injuries arising from storms and workplace hazards; 
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and radiation and industrial accidents and cancers as a result of long-
term exposure to toxic chemicals, e-wastes, and ultraviolet radiation. 
One of the strategic objectives in the South-East Asia Region seeks to 
strengthen the capacity of Member States to minimize the risks from 
various environmental determinants of health.

2012 programme delivery highlights  

In 2012, the Region developed its first regional strategy for  �

protecting human health from the impacts of climate change. 
The South-East Asia Region also initiated development of a 
manual for assessing health vulnerability from climate change. 
Health vulnerability assessments were carried out in five Member 
States of the Region. These countries are now in the process of 
developing and adapting necessary measures accordingly, based 
on the findings in these studies. 

Several countries reviewed their national action plans,  �

strengthening multisectoral cooperation and prioritizing 
interventions designed to tackle unsound chemicals management; 
most notably, priority industrial chemicals and occupational 
carcinogens and related diseases, such as those caused by 
asbestos. A new WHO Collaborating Centre (WHO CC) was 
designated in Sri Lanka to deal with training and research on 
occupational health. The Regional Chemical Help Desk in Thailand 
has become a source of information to Member States on issues 
related to chemicals safety. 

More than 100 water and sanitation professionals have been trained  �

on the concept of water safety and planning, and implementation 
of plans is ongoing in four countries of the Region. 

Regional and national level advocacy workshops on health-care  �

waste management were conducted in five countries. 

Indonesia hosted three high-level meetings with support from  �

WHO on environment and health, including the Third East Asian 
Ministerial Conference on Sanitation and Hygiene.

A study to assess the health impact caused by air pollution on  �

the local population in Lumbini, Nepal, was initiated and the first 
phase sampling study was completed in 2012. The remaining 
three phases of the study and its correlation to health will be 
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carried out by the end of 2013. The results of this study will be 
used to design preventive interventions as well as for replication 
in other countries of the Region.

Assessment and normative work on major 
environmental hazards

Member States contributed to the preparation of two global reports, 
namely the WHO–UNICEF Joint Monitoring Programme for Water Supply 
and Sanitation and the UN-Water Global Analysis and Assessment of 
Sanitation and Drinking Water (UN-GLAAS). The GLAAS survey was carried 
out in 10 Member States and data were compiled through a consultative 
workshop with all relevant stakeholders, e.g. health, water and sanitation, 
planning, finance, education, and so on.

According to the JMP report, about 90% of the population in the South-
East Asia Region have access to improved drinking water and about 43% 
have access to improved sanitation. The progress of drinking-water and 
sanitation in the 11 Member States is illustrated in Figures 8.1 and 8.2. 

Figure  8.1: Access to improved drinking-water sources, by country, 
1990 and 2011

Source: Progress on sanitation and drinking-water – 2013 update. WHO and UNICEF 2013.
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Figure 8.2: Access to improved sanitation facilities, by country,  
1990 and 2011

Source: Progress on sanitation and drinking-water – 2013 update. WHO and UNICEF 2013.

A study to understand the efficacy of various point-of-use water 
treatment technologies was carried out in Bangladesh. The findings of the 
study will help households choose the right technologies for treating their 
drinking water and reducing waterborne diseases. Drinking-water quality 
guidelines have been updated in Sri Lanka. Bangladesh has revised its 
arsenic mitigation strategy for drinking water as reported by the country 
office in its mid-term report. Guidelines for addressing environmental health 
risks have been drafted in the Democratic People’s Republic of Korea. 

To understand the vulnerability of the health sector from the impact 
of climate change and to develop adaptation measures, vulnerability 
assessments were carried out in Bangladesh, India, Indonesia, Myanmar, 
and Sri Lanka. The Indian study developed a vulnerability index while the 
Bangladeshi study was basically a follow-up on the aftermath of Cyclone 
Aila in 2009. The findings of these studies will be disseminated among 
policy-makers and programme managers to encourage them to prioritize 
funding of mitigation and adaptation actions.
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Model hospital for health-care waste 
management in Nepal

The oldest hospital in Kathmandu, Bir Hospital, established in 1889, faced 

problem of waste-associated health outcomes. To address their solid waste 

problems, a system was designed based on a zero waste concept that would 

segregate all types of wastes at the source and treat it, followed by reusing 

or recycling so that the waste disposed into Kathmandu’s municipal waste 

stream would be negligible.

The health care waste management system at Bir works within three pillars 

that support each other – waste management, injection safety, and mercury 

elimination. WHO, the Health Care Foundation of Nepal, and Health Care 

Without Harm supported Bir Hospital to set up a model for sound management 

of health-care wastes.

Ease of waste segregation: Colour-coded bins for risk and non-risk waste 

were designed using locally available materials and placed in all the wards. 

Ease of transportation: Trolleys for both risk and non-risk wastes were 

designed using discarded furniture from the hospital. This also helped to 

keep hazardous wastes away from the body of waste handlers.

Treatment and storage of wastes: An abandoned mortuary was converted 

into a waste treatment and storage centre. Segregated and treated waste 

is stored and sold from this location. Infectious waste is stored separately, 

treated and disposed of. Infected cotton and gauze is autoclaved and, instead 

of throwing it away, the hospital is testing vermicomposting, i.e. composting 

these materials with the use of a particular type of earthworm to produce 

manure.

Biological treatment of food waste: A biodigester plant has been 

constructed where food waste is fed into the plant, which then produces 

biogas for cooking and slurry for fertilizer. The plant is capable of processing 

150 kg of biodegradable waste per day and generates about 6 cubic metres 

of biogas per day. 

Mercury collection house: Discarded mercury-containing thermometers 

and sphygmomanometers and damaged mercury-containing light bulbs are 

collected, sealed, and stored in the mercury collection house. Until proper 

disposal options are developed, safe storage of mercury is the best option 

for avoiding mercury spills and exposure, which are highly toxic to humans 

and other living forms.
continues ...
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Handicrafts from plastic waste: Burn patients who require physiotherapy 

are trained to make handcrafts from various types of plastics that are 

collected from the hospital. 

Safe injection practice: Nurses have been trained on the WHO’s safe 

injection criteria focusing on safe handling of sharps and their proper 

disposal. Health workers are immunized against hepatitis B and are provided 

with personal protection equipment

Hospital staff reported fewer needle sticks to waste handlers. The rooms and 

surroundings are cleaner and the hospital makes money (US$ 400/month) 

from the sale of recyclable items, such as PET bottles, shredded plastics, 

and glasses. Overall, the hospital’s carbon footprint is smaller. Before the 

transformation, the waste was dumped in the backyard of the hospital. 

A year later, the backyard has turned into a green waiting area for patients 

and caregivers. 

Due to the success of this project, Bir Hospital’s waste management has 

become a model in the Region and it is being visited as a learning resource 

by many people in Nepal as well as from the Region. With WHO’s support, 

Bir Hospital’s model of a zero waste management system is now being 

implemented in other hospitals in Nepal, and other countries in the Region 

are planning to replicate it.

Primary prevention interventions to reduce 
environmental hazards to health, enhance 
safety, and promote public health

Water safety planning, which is a risk assessment and risk management 
tool for ensuring safety of drinking water, has been implemented in the 
drinking water systems supplying water to about 4 million people in 
Bangladesh, Bhutan, India, and Nepal. 

Advocacy and training on water safety planning has been carried out 
in India, Indonesia, Myanmar, and Timor-Leste and work is in progress 
to develop systems to institute water safety plans as normal practice in 
these countries.
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Nepal has developed baseline information about injection safety 
practices based on a study carried out in 40 hospitals in the country. 
The study helped the country develop injection safety measures for their 
health-care workers and more than 400 health workers have been trained 
on injection safety. 

There is increasing use of chrysotile asbestos by countries in the 
Region compared with the rest of the world. Figure 8.3 shows trends in 
the use of all forms of asbestos over the period 1920–2011. While global 
use of asbestos usage fell dramatically in the 1970s, there has been a 
steady increase in the use of chrysotile asbestos in many countries of 
the Region. In response, a number of Member States have committed to 
increase their efforts to eliminate asbestos-related disease. Accordingly, 
the development of multisectoral plans for the management of asbestos 
and other priority carcinogens are under way in Bhutan, Indonesia, 
Sri Lanka, and Thailand supported financially by the Strategic Approach to 
International Chemicals Management. As a result of this work a national 
study on the prevention of asbestos-related diseases, including a cost-
benefit analysis of preventive measures, was completed in Thailand. 

Figure 8.3: Trends in the use of asbestos, metric tonnes,  
1920–2011

Sources: United Nations Community Trade Statistics Database and the United States Geological 
Survey.
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Four countries – Bangladesh, India, Indonesia, and Thailand – are 
collaborating under the auspices of the Asian Asbestos Initiative to 
report on the status of asbestos in their countries and contributing to the 
implementation of the WHO Worker’s Health: Global Plan of Action.

Regional conferences to advocate the importance of health-care waste 
management in protecting health and the environment were organized in 
India and Thailand. National workshops to sensitize health-care workers 
and other stakeholders in health-care waste management were held in 
Bhutan, Indonesia, Nepal, and Sri Lanka. An environmental health risks 
awareness workshop was organized in the Democratic People’s Republic 
of Korea. Along with other development partners, the Regional Office for 
South-East Asia supported the Third East Asian Ministerial Conference on 
Sanitation and Hygiene in Indonesia. Short videos on the model health-care 
waste management in Bir Hospital of Nepal have been produced through 
support from the Regional Office and videos are now being exhibited 
throughout hospitals in Nepal. 

Regional strategies to protect health from climate change were 
disseminated among the focal points in Member States to assist them 
in the development of their own health sector and generic intersector 
strategies.WHO supported the development of a model health-care waste 
management system in Nepal and is observing the positive results in this 
model. The Government of Nepal also enforced its Waste Management Act 
in 2012. Training and an assessment of occupational health in selected 
industries was conducted in Maldives.

Poisons centres are specialized centres that advise on and assist with 
the prevention, diagnosis, and management of all forms of poisoning from 
natural toxins, venomous snakes, and the unsound management and use 
of pesticides and industrial chemicals. At the end of 2012, six countries in 
the Region had existing poisons centres, India, Indonesia, Myanmar, Nepal, 
Sri Lanka, and Thailand and work was initiated to build on the potential 
of these centres to play a greater role in national capacity-building for 
dealing with unsound chemicals management as well as implementation of 
the chemicals aspects of the International Health Regulations (2005).



71Healthy environments and environmental threats to health

Policies to improve health, the environment, and 
safety

Air pollution, especially indoor air pollution which is prevalent mostly in rural 
and poor communities, is recognized as an important hazard contributing 
to noncommunicable diseases (NCDs). At a Regional meeting on NCDs 
in 2012, Member States proposed including the reduction of indoor air 
pollution (from non-passive smoking and biomass burning for cooking 
and heating) as one of the regional targets for prevention and control of 
NCDs. This will be discussed in a meeting in June 2013. 

A regional tool for assessing health vulnerability was developed in 
collaboration with experts, Member State focal points, and WHO country 
office focal points for climate change and health. The tool includes 
aspects of non-climatic vulnerabilities; e.g. public leadership, governance, 
regulations, policy and strategy, capacity and strengthening of local 
and national institutions, population capacity to adapt to and reduce 
exposure and sensitivity (including socioeconomic status), knowledge-
related vulnerability, environmental vulnerability, and disease-based 
vulnerability.

Health-sector leadership for creating healthier 
environments

Advocacy events on environmental health determinants were held for 
health officials from Member States to strengthen their understanding of 
the linkages and direct benefits in health from prevention of environmental 
hazards. One such event was the Sixth High Level Meeting of the Regional 
Forum on Environment and Health in Indonesia, organizaed in collaboration 
with the Government of Indonesia, the Regional Office for the Western 
Pacific, and the United Nations Environment Programme (UNEP). 

Studies to understand the impact of climate change on diarrhoea, 
respiratory tract infection, malaria, and dengue were carried out in 
Myanmar, Nepal, and Sri Lanka. Information from these studies will assist 
the Member States to develop adaptation plans to control these diseases 
while looking at the impact of climate change on these diseases. 
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Bhutan, Indonesia, and Thailand participated in the third session of 
the International Conference on Chemicals Management and contributed 
to the adoption of a strategy for strengthening the engagement of the 
health sector in implementation of the Strategic Approach to International 
Chemicals Management. Health-sector focal points, as called for under 
the strategy, were established in six countries – Bhutan, India, Indonesia, 
Sri Lanka, Thailand, and Timor-Leste. 
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9
Nutrition, food safety,  

and food security

Overview 

Several public health nutrition challenges exist in the 
Member States of the South-East Asia Region. These 
include malnutrition in all its forms in infants, children, 
adolescents, adults, and the elderly, micronutrient 
deficiencies, over nutrition and obesity, food safety, 
household food insecurity through the life-course, 
and weakly integrated intersectoral programmatic 
approaches. 

WHO’s Regional Office for South-East Asia 
provided support to Member States in the following 
areas: an integrated approach to nutrition and food 
safety issues; dissemination of new recommendations 
and guidelines on micronutrient deficiencies and 
management of childhood malnutrition; participation 
in the Codex Alimentarius Commission (Codex) 
and International Food Safety Authority Network 
(INFOSAN) meetings; expanding capacities of national 
food analyses laboratories; promotion of breastfeeding 
and appropriate complementary feeding; and 
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development of national food safety and nutrition strategies and plans 
of action. 

Member States are undergoing a rapid and sustained socioeconomic, 
demographic, nutritional, and health transition. Nutrition orientation on 
food production policies by the Member States could ensure sustainable 
food production while fully meeting the nutritional requirements of the 
population. Available information indicates a declining trend with regard to 
malnutrition in children; this trend can be maintained or even accelerated 
through effective implementation and monitoring of the several national 
interventions in existence. 

2012 programme delivery highlights

Review of national nutrition programmes in six Member States  �

showed they had prioritized nutrition action in alignment with 
the Regional Nutrition Strategy. All Member States established 
national control and prevention programmes for key micronutrient 
deficiencies. A regional meeting of nutrition and food safety 
programme managers and focal points identified integrated 
approaches to address common food safety and nutrition issues, 
and the draft Regional Food Safety Strategy was reviewed by 
Member States along with discussion on strengthening the food 
safety component of the International Health Regulations (2005) 
(IHR (2005)). 

A review of the ‘regional consensus protocol’ for the management  �

of severely malnourished children showed that it was in alignment 
with the national protocols or guidelines of six Member States 
(Bangladesh, India, Indonesia, Myanmar, Nepal and Timor-Leste). 

A key finding from the Codex Committee Asia 2012 meeting,  �

in which Member States from both the South-East Asia and the 
Western Pacific regions participated, was the need to improve 
the technical capacities of Member States in food safety activities 
so that they can contribute more effectively in various Codex 
meetings.

Two publications were shared with Member States that incorporated  �

available information on the activities, areas of success, and 
constraints of the national Codex and INFOSAN Committees.
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Partnerships and coordination for intersectoral 
actions, increased investment, and research

In 2012, Member States made progress in dealing with the safety aspect 
of food in stable and emergency situations and in their involvement in food 
standards-setting activities, particularly in Bhutan, Indonesia, Maldives, 
Nepal, Sri Lanka, and Thailand. Participation by representatives from 
Member States at various global and regional-level Codex and INFOSAN 
meetings was facilitated along with increased collaboration and cooperation 
between various stakeholders in nutrition and food safety programmes. 

Member States participated in the Codex Committee Asia meeting 
in November 2012. A regional meeting for nutrition and food safety 
programme managers was organized to provide a common platform to 
develop integrated approaches to various nutrition and food safety issues 
and to review the draft Regional Food Safety Strategy. Efforts are also 
continuing to improve the alignment of national food safety programmes 
with the IHR (2005). A review of the national nutrition programmes of 
Bhutan, Bangladesh, Maldives, Nepal, Sri Lanka, and Timor-Leste showed 
good alignment with most of the strategic elements of the Regional 
Nutrition Strategy, Addressing malnutrition and micronutrient deficiencies 
(2011–2015), except in the area of nutrition surveillance systems, which 
called for strengthening.

Norms and standards for assessment and 
response to malnutrition and zoonotic and 
nonzoonotic foodborne diseases

Global guidelines, standards, and protocols on micronutrients developed by 
WHO headquarters and the Regional Office were disseminated to Member 
States and other stakeholders. These will assist countries to address 
emerging nutrition and food safety challenges more effectively and in 
conformity to the current approaches. Information on global initiatives were 
disseminated to Member States and collaborating partners, including the 
‘Scaling-Up Nutrition’ initiative, a comprehensive implementation plan for 
improving infant, young children, and women’s nutrition, supplementation 
with iron and other micronutrients, and management of severe malnutrition 
in children. Supplementation and fortification of basic staple foods with 
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iron and folate or folic acid were promoted for the prevention of neural 
tube defects as part of a joint collaboration between the Regional Office’s 
work on child and adolescent health and food safety. 

Along the same approach, an Early Childhood Development Package 
with integrated good feeding practices was introduced in Member States. 
Management of severe malnutrition in children was supported in India 
through Early Childhood Development, while Bhutan and India were 
supported for iron–folic acid (IFA) weekly supplementation in adolescents. 
Sri Lanka was supported for developing the district nutrition and maternal, 
neonatal, and child health plans using the One Health Tool. Eight countries 
– Bangladesh, Bhutan, the Democratic People’s Republic of Korea, India, 
Indonesia, Nepal, Myanmar, and Timor-Leste – have adopted or adapted 
WHO protocols and guidelines for the management of severe childhood 
malnutrition, iodine deficiency disorder control and prevention, food 
fortification, and infant and young child feeding. These efforts will enable 
proper approaches to address the nutrition challenges and undertake 
comparisons between similar interventions in different Member States.

Monitoring, surveillance, assessment, and  
evaluation of nutrition 

Although all Member States monitor the national nutrition programmes, 
comprehensive integrated nutrition surveillance systems do not exist in 
most countries. At the time this report was prepared, all Member States 
of the South-East Asia Region have adopted or adapted the WHO growth 
standards for young children, and growth references for adolescents have 
been widely consulted. The Regional Office provided technical support to 
the development of appropriate growth monitoring cards in Bhutan and 
the Democratic People’s Republic of Korea. A regional meeting of the 
national nutrition programme managers further stressed the importance 
of comprehensive national nutrition surveillance systems, which serve as 
a good measure for promptly detecting changes in the nutrition status of 
the population while also enabling the assessment of impacts of various 
food and nutrition interventions. Foodborne disease surveillance systems in 
several Member States need to be strengthened. A background document 
on the status of foodborne diseases in the Region is under preparation 
and will serve as the basis for activity in 2013. 
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Successful nutrition interventions:  
the story of Nepal

Significant improvement in the nutritional status of the population in Nepal 

has occurred over the past few years. Nepal has been able to achieve this 

level of success through a combination of well-designed interventions. 

Maternal undernutrition declined from 28% in 1996 to 18% in 2011, 

stunting in children below the age of five years declined from 57% in 2001 

to 41% in 2011, and children who were underweight declined from 43% 

to 29% during the same period. Similar improvements in the control and 

prevention of various micronutrient deficiencies have been noted. Over 90% 

of households consume iodized salt, vitamin A supplementation has been 

maintained, and the prevalence of anaemia in children below the age of five 

years declined from 78% in 1998 to 46% in 2011. An estimated 70% of 

infants are exclusively breastfed for the first six months of life, 93% continue 

breastfeeding at 1 year and 2 years, and appropriate complementary foods 

are introduced in 66% of infants between 6 and 8 months of age. Reduction 

of underweight children in relation to the Millennium Development Goals 

is on track, but stunting and wasting will not be achieved and inequity is 

increasing. The control and prevention of iodine deficiency disorders and 

anaemia are on track.

WHO has provided technical support in the management of children with 

malnutrition, development of complementary food using local ingredients, 

working with civil society on intrahousehold food security, strengthening 

the ‘Baby-Friendly Hospital Initiative’, improved enforcement of the 

International Code for the Marketing of Breast-milk substitutes, and a pilot 

project on nutrition surveillance systems. WHO is also collaborating with 

other international and national partners in several nutrition interventions. 

Development, strengthening, and implementation of 
nutrition plans, policies, and programmes

A strategic component of the Regional Nutrition Strategy is on effective 
control and prevention of micronutrient deficiencies. All Member States 
established national control and prevention programmes for key 
micronutrient deficiencies – folic acid, iodine, iron, and vitamin A. National 
salt iodization programmes performed well in all countries based on the 
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availability of adequately iodized salt at household level and excretion 
of urinary iodine. The Region is working with Member States and all 
stakeholders for an effective alignment of the low-salt consumption 
initiative and the universal salt iodization programme. 

Surveillance, prevention, and control of zoonotic and 
nonzoonotic foodborne diseases, food hazard monitoring, 
and evaluation

Strengthening national food analyses laboratories and detection of 
food contamination, including the infrastructure and technical capacity 
development of the national food analyses laboratories, was undertaken 
in Bhutan, the Democratic People’s Republic of Korea, and Maldives. The 
Regional Office continued to follow-up with Member States about the status 
of national road maps for improving street foods. Six Member States – 
Bangladesh, India, Indonesia, Nepal, Sri Lanka, and Thailand – established 
mechanisms for assessing the magnitude of foodborne diseases and food 
hazards, which will enable them to investigate and respond to foodborne 
disease outbreaks effectively. 

Additional work on the development of core capacities for surveillance 
and response to foodborne diseases and food contamination as required 
for implementation of IHR (2005) has been undertaken by the Disease 
Surveillance and Epidemiology Unit in the Regional Office. The unit has 
been advocating Member States to establish a functional foodborne disease 
surveillance and response mechanism through multisectoral collaboration as 
one of the core capacities required for implementation of IHR (2005). 

Member States have been provided with assessment tools for 
monitoring progress in the implementation of IHR core capacities, including 
national capacity to detect and respond to foodborne diseases and food 
contamination. Improving the linkage between the national focal points for 
IHR (2005) and food safety programmes was reviewed, and collaborative 
areas were identified during a regional meeting of nutrition and food safety 
programme managers and focal points in Indonesia. 

Following reports of marketing of formalin-contaminated poultry meat 
and fish in Bangladesh, Nepal, Thailand, and Timor-Leste, WHO facilitated 
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availability of testing kits and exchange of information among affected 
countries. A national workshop assessed foodborne disease surveillance in 
India and developed an action plan for Global Foodborne Infection Network 
training activities in Chennai, Kolkata, Manipal, and New Delhi. 

International standard-setting and development 
of national food-control systems, with links to 
international emergency systems

Increased Member State participation in the Codex Regional Coordinating 
Committee for Asia meeting, held in Japan, enabled them to be involved 
in international standard-setting exercises and to express their own 
concerns and needs and ensure that these are addressed adequately. 
Building technical capacity in Member States for increased participation 
and contribution to the activities of Codex was identified as a key area 
to be strengthened. Ten Member States established national Codex 
Committees, while Timor-Leste is planning to join shortly. All 11 Member 
States are now linked with INFOSAN for responding to food safety alerts 
and food safety emergencies. Two regional publications – Overview of the 
International Food Safety Authority Network (INFOSAN) in the Member 
States of the WHO South-East Asia Region and Overview of National Codex 
Committees in the Member States of the WHO South-East Asia Region 
– containing current information on the national INFOSAN and Codex 
Committees were produced and shared with Member States, in addition 
to the ongoing updating of the regional database on national INFOSAN 
and Codex Committees. 
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10
Health services, governance, 

financing, staffing,  
and management

Overview 

The Member States of the South-East Asia Region 
have reaffirmed their commitment to health systems 
strengthening based on principles of primary health 
care. The objectives of primary health care will 
be further realized by implementing the Regional 
Strategy on Universal Health Coverage to ensure 
accessibility to quality of health services for all. While 
health-care financing remains a challenge, perceptible 
improvements in allocations for health were evident. 
Efforts have been made in strengthening health 
infrastructure systems, human resources for health 
including a community-based health workforce, 
country capacity in development of national health 
policy strategy and plans and their management, 
the availability of good-quality medicines and their 
rational use, and health information systems including 
monitoring and reporting of the health status and 
the progress towards the Millennium Development 
Goals (MDGs).
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The diversity of social, cultural, and political situations in Member 
States of the South-East Asia Region is reflected in country policy and 
plans, health systems, and social services infrastructures. Each country 
has its own strategies to organize and manage its respective health service 
for the benefit of its people.

2012 programme delivery highlights 

The Sixty-fifth Session of the Regional Committee for South-East  �

Asia unanimously endorsed a Regional Strategy for Universal 
Health Coverage (resolution SEA/RC65/R6). Bhutan, Indonesia, 
Myanmar, Sri Lanka, and Timor-Leste commenced their medium-
term health plans in 2012 and India developed a comprehensive 
plan to achieve universal health coverage by 2020. 

Training programmes were developed in national capacity  �

development in national health policy, strategy, and plans, national 
health accounts, and health economics. Indonesia, Sri Lanka, 
and Thailand were supported to conduct a study on Sustainable 
financing and reform of national health insurance systems. To 
build capacity for evidence-based policy formulation, a regional 
workshop was organized on “Evidence-based priority setting for 
universal health coverage”. 

Six Member States made a commitment to implement the  �

10 recommendations of the Commission on Information and 
Accountability for Women’s and Children’s Health (COIA). 

Nine of 11 Member States have completed the  � Rapid assessment 
of civil registration and vital statistics systems, which is essential 
to better monitor births, deaths and causes of death, and to 
contribute to evidence-based policy making. 

Two key publications on MDGs were released, presenting health- �

related MDG data from country reports showing trends for key 
indications at country level, as well as regional-wide analysis. 

Capacity-building to strengthen research was undertaken. Support  �

was provided to strengthen a health research unit in Timor-Leste 
and for the development of Druk Medical Journal in Bhutan. 
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The 86 South-East Asia Regional Fellowships were supported  �

in their efforts to build their capacities in various public health 
programmes. 

A regional consultation on Strengthening of the Management of  �

Human Resources for Health in the South-East Asia Region and 
a regional meeting on the “Role of medical education to address 
the current health challenges” were organized to strengthen 
health workforce management and education. 

Management and organization of integrated 
population-based health-service delivery

In order to face current challenges, all of the Member States in the Region 
have adopted an integrated population-based health-service delivery 
through a primary health care approach to strengthen country health 
systems. WHO is providing support to countries based on their agreed 
country cooperation strategies. All of the countries have long-term and 
medium-term health development plans and are at some stage of the 
cycle; WHO is providing continuous support for Member States to develop 
their national health policy, strategy, and plans (NHPSPs) keeping in line 
with national development agendas, as well as the Paris Declaration on 
Aid Effectiveness, the Accra Agenda for Action, and other conventions, 
declarations, and global health agendas.

Bhutan, Indonesia, Myanmar, Sri Lanka, and Timor-Leste commenced 
their medium-term plans in 2012 and India developed a comprehensive plan 
to achieve universal health coverage by 2020. All these plans have been 
developed with a primary health-care approach, considering the challenges 
that they have to address. A community-based integrated health services 
delivery system is one of the strategies adopted in these plans.

National capacity for governance and leadership

The Regional Office supported national capacity in development of the 
NHPSP. Health challenges facing each country are taken into account, 
especially in light of the rising burden of noncommunicable diseases in 
the Region. The regional training programmes were developed in NHPSP, 
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national health accounts, and health economics. Also the Regional Office 
assisted in generating evidence for policy and supported the evaluation of 
the first decade of Thai Universal Health Coverage by the Health System 
Research Institute of Thailand and Chulalongkorn University of Thailand, 
which conducted a three-country study on Sustainable financing and 
reform of national health insurance systems in Indonesia, Sri Lanka, and 
Thailand. 

Thailand’s universal coverage scheme: 
achievements and challenges

After four decades of health infrastructure development and three decades 

of designing and implementing a number of different financial risk protection 

schemes, Thailand achieved universal health coverage in 2002. This meant 

that all Thais were covered by health insurance guaranteeing them access 

to a comprehensive package of health services. Although many factors 

contributed to this achievement, the most significant was an ambitious 

reform known as the universal coverage scheme.

Within one year of its launch in 2001, the universal coverage scheme covered 

47 million people, or 75% of the Thai population, including 18 million people 

who were previously uninsured. The remaining 25% of the population were 

government employees, retirees, and dependents who remained under the 

Civil Servant Medical Benefit Scheme, and private-sector employees, who 

continued to have their health-care costs paid for by the contributory Social 

Security Scheme. The universal coverage scheme was remarkable not only 

for the speed of its implementation, but also because it was pursued in the 

aftermath of the 1997 Asian financial crisis, when gross national income was 

only US$ 1900 per capita, and against the advice of some external experts 

who believed the scheme was not financially viable.

Even more impressive was the impact made by the universal coverage 

scheme in its first 10 years. The scheme improved access to necessary 

health services, improved equity of service utilization, and prevented medical 

impoverishment. Between 2003 and 2010, the number of outpatient visits 

per member per year rose from 2.45 to 3.22 and the number of hospital 

admissions per member per year rose from 0.094 to 0.116. Data from 2010 

point to a very low level of unmet need for health services in Thailand. 

Impoverishment, as measured by the additional number of nonpoor 

households falling below the national poverty line as a result of paying for 

medicines and health services, decreased significantly from 2.71% in 2000 

(prior to the universal coverage scheme) to 0.49% in 2009.
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Despite this impressive list of accomplishments, in some other important areas 

that were part of the ambitious universal coverage scheme reform, such as 

the strengthening of primary health care, effective primary prevention, and 

reliable referral systems, there is less evidence of the anticipated impacts. 

Moreover, assessing the lack of significant progress towards harmonizing the 

three insurance schemes revealed a set of important challenges related to 

politics and the power dynamics of institutional reform.

Source: Thailand’s Universal Coverage Scheme: achievements and challenges – an independent 
assessment of the first 10 years (2001-2010): a synthesis report.  

Coordination of mechanisms to achieve national 
targets for health system development and 
global health goals

There are many different partners and donors assisting the Member States 
to develop and strengthen country health systems and special health 
programmes. The International Health Partners funding platform (IHP+) 
in Nepal and donor assistance to Myanmar are examples of multisectoral 
donor assistance, which needs to be well coordinated in the country. WHO 
actively supports Member States in donor coordination keeping in line with 
the Paris Declaration on Aid Effectiveness. 

The Regional Office for South-East Asia, together with the Regional 
Office for the Western Pacific, organized a biregional workshop to monitor 
the GAVI Alliance’s Health Systems Strengthening Projects and to speed 
up implementation by resolving issues. WHO headquarters, UNICEF, and 
GAVI Alliance also participated in this workshop to help Member States. 
In addition, Bhutan, Myanmar, and Timor-Leste were supported to conduct 
health systems assessments and Timor-Leste was supported to develop a 
health systems strengthening proposal to be submitted to GAVI Alliance 
for funding.

Country health information systems 

The Region intensified its efforts to strengthen health information 
systems. Following the 10 recommendations of the COIA to strengthen 
accountability for results and resources, all six Member States prioritized 
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by the Commission – Bangladesh, the Democratic People’s Republic of 
Korea, India, Indonesia, Myanmar, and Nepal – made a commitment to 
implement it. A regional workshop to translate recommendations of COIA 
into an action plan was conducted. Two national consultative workshops 
were organized to develop action plans, which were submitted to WHO 
headquarters for funding. The workplans identified priority areas of focus: 
birth and death registration; results monitoring; maternal death review 
and surveillance; strengthening the use of Information and Communication 
Technology (ICT); resource tracking; national mechanisms for reviews and 
accountability; and advocacy. A set of national consultative workshops for 
the remaining four countries are planned for early 2013.

National health information system strengthening by implementing the 
10-point Regional strategy to strengthen health information systems was 
addressed during various country visits and meetings. The application of 
the District Health Information System (DHIS) and Open Medical Record 
System (OpenMRS) (an open source software) as a tool to strengthen 
health information systems further helps in implementing the regional 
strategy. In the South-East Asia Region, Bangladesh’s Management 
Information System in the Directorate-General of Health Services (MIS-
DGHS) has established DHIS to collect routine health data from its 
government health facilities and are planning to implement OpenMRS in 
their health facilities.

Strengthening civil registration and vital statistics (CRVS) systems 
is essential to better monitor births, deaths, and causes of death and 
to contribute to evidence-based policy making. Nine of the Region’s 
11 Member States have completed a rapid assessment of their CRVS 
systems. Following the rapid assessment, four countries completed their 
comprehensive assessment – Indonesia, Maldives, Sri Lanka, and Timor-
Leste – and the remaining are planned for 2013. The Regional Office 
coordinated the submission of the comprehensive assessment proposals 
and resource allocation from development partners Health Metrics Network, 
UNESCAP, and the University of Queensland and provided technical 
contribution to these assessments. 
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Knowledge and evidence for health  
decision-making

Health information and evidence is the key component for proper health 
decision-making. The Regional Office continues to work on the Regional 
Health Observatory, which is expected to be launched in 2013. MDG 
monitoring has been intensified. A brochure on health-related MDGs 2012 
and a publication, Achieving the health-related Millennium Development 
Goals in the South-East Asia Region: measuring indicators 2012, were 
published providing health-related MDG data by country and analysis of 
key indicators at country and regional levels. 

Recognizing that the field of eHealth is rapidly transforming the 
delivery of health services and systems, technical support in developing 
eHealth policy and strategy was provided to Member States. In addition 
to organizing workshops to raise awareness about health data standards, 
countries and stakeholders were encouraged to work together to develop 
a road map for implementation of health data standards at national and 
subnational levels. Bangladesh and Sri Lanka are in the draft stages 
of developing their policies, strategies, and regulatory frameworks for 
eHealth.

In the Democratic People’s Republic of Korea, a telemedicine project 
was expanded to all the county hospitals for teleconsultation using 
high-quality videoconference. An onsite assessment was conducted by 
a team from the Regional Office. Also, efforts to introduce telesurgery 
in the country are underway. A regional consultation on telemedicine is 
planned for 2013. In Bhutan, technical advice was provided to review the 
introduction of a telemedicine project and to draft a national strategy on 
telemedicine. 

National health research for development of 
health systems

The underlying complexity of human health problems necessitates that 
research for health development requires the involvement of disciplines 
in other sectors that have bearing on health. These sectors include 
agriculture, industry, environment (water supply and sanitation, climate 
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change), housing, social sectors, and transportation. Three studies to 
collect information on research for health carried out by nonhealth sectors 
were conducted in Bangladesh, Indonesia, and Thailand. Draft Strategic 
Directions in Building and Strengthening Research for Health Carried out by 
Non-health Sectors in the South-East Asia Region has been developed. 

National capacity in health research for most countries in the Region 
has been further strengthened. National training on research methodology 
has been conducted in several countries. In Bangladesh, Training on 
Operations Research in Reproductive Health for Programme Managers 
and a phase-wise capacity-building has been completed for one group of 
20 health professionals. Training on research methodology and technical 
support for the development of Druk Medical Journal was provided to 
Bhutan. In Myanmar and Sri Lanka an ethics workshop and training were 
supported. Training and technical support to strengthen the health research 
unit in Timor-Leste was provided. 

To establish linkages between researchers and decision makers, two 
intercountry workshops on using research evidence for policy making 
were organized in Maldives and Nepal and attended by participants from 
Bangladesh, Bhutan, Maldives, Myanmar, Nepal, Sri Lanka, and Thailand. 
Public health studies have been promoted in Bangladesh and Sri Lanka. In 
Nepal, small research grants for young researchers have been awarded. 

Knowledge management

Institutional repositories have been developed in Sri Lanka and Thailand. 
Specific needs of health libraries were identified through technical visits 
and a direct consultative process with the institutions concerned in Bhutan, 
the Democratic People’s Republic of Korea, and Sri Lanka. Based on a 
needs assessment, essential public health and medical publications were 
provided to several libraries in most countries of the Region. Offline library 
resources were provided on DVD-ROM to several institutions, in particular 
in the Democratic People’s Republic of Korea.

The new regional web site was redesigned and restructured, allowing 
for faster and easier online access to regional publications, databases, 
and repositories. Web conferencing tools for training activities have been 
promoted and more systematically used, both with country offices and 
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with counterparts in countries. Similarly, relevant e-learning platforms 
have been identified and promoted.

A Health InterNetwork Access to Research Initiative training was 
organized in the Democratic People’s Republic of Korea and a training 
of trainers programme was started in Nepal. The WHO South-East Asia 
Journal of Public Health continues to provide a platform for researchers 
in the Region and is gaining a wider audience. 

In collaboration with WHO headquarters, the knowledge management 
team in the Regional office and country offices contributed to organizational 
learning by providing briefing and training sessions on essential online 
resources, the Cochrane Library, PubMed searching techniques, publishing 
policy, copyright and related issues, publishing research articles, and 
writing and revising texts.

The Regional Office bookshop participated in the Colombo, Kochi, 
and New Delhi book fairs, thereby providing higher visibility and improved 
access to the work and publications of WHO.

Health workforce information and knowledge

Human resource for health 

Suggested actions for development of a National Human Resources for 
Health Observatory in the Region was written to support Member States 
in developing a platform where key human resources for health (HRH) 
stakeholders from all concerned sectors could interact in addressing HRH 
challenges in their respective countries through the use of valid and reliable 
HRH information. The Regional HRH Observatory is available on the South-
East Asia Regional web site. Three HRH country profiles from Indonesia, 
Thailand, and Timor-Leste are available. Countries are encouraged to 
upload a profile to the National HRH Observatory. 

The WHO Fellowship programme, including study tours, continues to 
be one of the key methods for strengthening human resource capacity 
in Member States. In 2012, 86 fellowships were awarded (see Table 
10.1). Among those, 59 (69%) studied or trained in public health, with 
27 (31%) in clinical areas. A reasonable gender balance in nominations 



The Work of WHO in the South-East Asia Region90

made by Member States was achieved and resulted in 46 men (53%) and 
40 women (47%) as fellows.

Table 10.1: WHO fellowships and study tours, by country, 2012

Member State
Fellowships 

awarded
Study tours 

awarded

Bangladesh 7 13

Bhutan 4 2

Democratic People’s Republic of Korea 7 31

India 1 0

Indonesia 5 0

Maldives 14 0

Myanmar 14 10

Nepal 10 54

Sri Lanka 4 18

Thailand 9 0

Timor-Leste 11 0

Total 86 128

Studies in regional training institutes (n=79) continued to receive 
priority over studies in institutes outside the Region (n=7). India and 
Thailand continue to host the most venues for training. During the past 
few years, there has been an increased trend towards use of short-duration 
group trainings or study tours. 

Nursing and midwifery

Quantity and quality of the nursing and midwifery workforces needs to be 
strengthened. In order to increase the workforce, Bhutan sent students to 
study for bachelor degrees in nursing and midwifery in India and Thailand. 
Meanwhile, India is gradually increasing the number of nursing schools 
and expanding its admission capacity. The Nursing Council in Sri Lanka 
is being supported to draft its first nursing educational standards. In 
collaboration with WHO headquarters and other regional offices, the draft 
of the midwifery educators core competencies has been initiated. 

Myanmar was supported in developing Strategic Directions of Nursing 
and Midwifery Development Plan, 2013–2017. The directions will lead 
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to strengthening of the nursing and midwifery workforce and education 
and service in support of health systems strengthening, as well as for 
resource mobilization. 

Bhutan’s post-basic nursing and 
midwifery programme

The Royal Government of Bhutan has committed to human resource 

development and has a desire to launch its own degree in nursing and 

midwifery to upgrade the nursing and midwifery workforce and improve 

quality of service. The WHO Regional Office for South-East Asia has been 

working with the Royal Institute of Health Sciences, Royal Bhutan University, 

to develop the curriculum, build managerial and teaching capacity, and 

strengthen library and teaching aides.

In June 2012, the post-basic bachelor degree programme in nursing and 

midwifery was launched. WHO supported the programme’s implementation, 

including the recruitment of an experienced programme manager to oversee 

the programme management system and to organize teaching and learning 

activities and prepare the Royal Institute of Health Science administrators and 

teachers to be able to run the bachelor’s degree programme, scheduled to 

launch in 2013. The programme expects to be self-reliant and sustainable.  

Ten of 11 countries in the Region participated in the 2012 Asia 
Pacific Emergency and Disaster Nursing Network Meeting. Nurses who 
participated in the response to disasters in Indonesia (earthquake) and 
Thailand (floods) and Sri Lanka’s preparedness and response activities 
shared their experiences. Indonesia’s Disaster Nurse Association received 
support to develop an educational framework and course for undergraduate 
nursing students. 

Production, distribution, skill mix, and retention 
of health workforces

In order to accelerate the commitment of Member States to invest in HRH 
and in strengthening HRH management health systems-based primary 
health care, a regional consultation on Strengthening of the Management of 
Human Resources for Health in the South-East Asia Region was organized. 
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In the consultation, countries reported their respective progress towards 
implementation of the HRH declarations and resolutions. Priority issues, 
challenges, and strategic actions in HRH management in the Region, along 
with country plans, were discussed.

A regional meeting on the Role of Medical Education to Address 
the Current Health Challenges critically reviewed the proposed strategic 
framework for strengthening undergraduate medical education in 
addressing the health challenges. This framework will guide countries on 
factors to be considered, as well as strategic directions and actions to 
be carried out in order to produce medical doctors who have clinical and 
public health competencies and other broader competencies to meet the 
needs of the health systems.

Health system financing

Health financing policy and interpretation

The Sixty-fifth Session of the Regional Committee for South-East Asia 
unanimously endorsed a Regional Strategy for Universal Health Coverage 
(resolution SEA/RC65/R6). It consists of four strategic directions: 
(1) placing primary health care-oriented health systems strengthening 
at the centre of universal health coverage; (2) improving equity through 
social protection; (3) improving efficiency in service delivery; and 
(4) strengthening capacities for universal health coverage.

In 2012, efforts were renewed, in collaboration with ministries of 
health in Member States, towards universal health coverage by reviewing 
the national health policies and strategies in an effort to accelerate 
progress. Under the leadership of the South-East Asia Region’s WHO 
representatives, support was provided to countries to strengthen their 
universal health coverage. This included: Bangladesh’s draft of a Health 
Investment Plan linked into a five-year national as well as annual plans; a 
health systems assessment for scaling-up universal health care in Bhutan; 
the establishment of a multiagency group of development partners – 
the Partnership for Universal Coverage – to support the Government of 
Indonesia’s planning process; review of Maldives’ health financing and 
health system functions; consultations in Myanmar to identify options 
for a national universal health coverage strategy; Nepal’s drafting of a 
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National Health Insurance Policy and scheme design for universal health 
coverage; and dialogue in Timor-Leste based on the Second five-year 
national health plan to advance universal health coverage, including 
alignment for donor contributions.

Norms, standards, and tools for tracking resources, 
estimating the economic consequences of illness, and the 
costs and effects of interventions

In addition to direct support on policy and strategies, WHO also supported 
national capacity-building as a priority area. National health accounts 
institutionalization has been completed in Bhutan and initiated in Maldives 
and Nepal. Trained technical team members are now providing cross-
country support.

A two-week health economics module was piloted in partnership with 
the University of Public Health, Yangon, and is now being developed as 
a part of their Master’s in Public Health degree programme. A regional 
workshop was organized on Evidence-based Priority Setting For Universal 
Health Coverage for Member States, WHO country offices, and South-East 
Asia Regional Office staff. A regional training on the OneHealth Tool was 
held to facilitate national health planning. This tool has been designed 
in collaboration with development partners to align support to country 
processes. It allows costing by systems areas as well as interventions. 

Norms, standards, and tools to support Member 
States to quantify and decrease the level of 
unsafe health care provided

Quality and safety of health care is still not a high priority in the health 
agenda in the Region, but it is one upcoming area as the Region has 
become more popular for medical tourism. India, Sri Lanka, and Thailand 
are the most popular medical tourism destinations and Indonesia is also 
gaining popularity. Member States have realized the importance of safety 
of health care provided and are taking various measurements to prevent 
health care-acquired infections and medical mismanagement. The South-
East Asia Region is making good progress towards introducing patient 
safety programmes.
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The Regional Office, together with Member States, promoted and 
participated in the Save Lives: Clean Your Hands campaign and shared 
promotional materials with countries. The May campaign was very 
successful in the Region. The South-East Asia Regional Office also joined 
the Regional Office for the Western Pacific and the Organisation for 
Economic Co-operation and Development (OECD) in organizing the First 
Consultation on Health Quality Improvement Network in the Asia–Pacific 
Region as part of an effort to identify country needs and plan patient 
safety programmes for the next five years.

The Regional Office also supported and contributed to the Patient 
Safety and Quality of Care programme in Sri Lanka by supporting the 
First National Seminar on Patient Safety and initiating a series of regional 
seminars. The Regional Office also contributed to the work of the National 
Accreditation Board for Hospitals and Healthcare Providers of India (NABH) 
to promote hospital accreditation and develop collaboration between NABH 
and the Quality Secretariat of the Ministry of Health in Sri Lanka. 
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11
Access, quality, and  

use of medical products  
and technologies

Overview 

Medicines, medical products, and technologies are a 
fundamental part of health care. A well-controlled, 
responsive, and functional pharmaceutical sector is a 
pre-requisite for an effective, efficient, and equitable 
health system. Within the South-East Asia Region, 
a country pharmaceutical profile questionnaire sent 
to ministries of health in 2007 and 2011 indicated 
that numerous drug policies in many Member 
States were either not implemented or were only 
partially implemented. Situational analyses of the 
pharmaceutical sector performed during 2010–2012 
indicated that drug supply systems are poorly 
organized and managed, quality of drugs available 
in the market cannot be assured, drug regulation is 
weak, and irrational use of medicines is rampant.

WHO collaborates with partners to collect, 
process, and disseminate evidence of the situation 
and use it in advocacy for action. International and 
regional conferences and meetings on drug policy, 
regulation, and use are regularly undertaken in order 
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to facilitate exchange of information, increase awareness of problems, and 
develop plans to effectively address them. 

Major international partners and stakeholders on drug policy and the 
rational use of medicines include the WHO Collaborating Centres (WHO CCs) 
on Drug Policy in Newcastle, Australia, and at Harvard University in the 
United States of America. Important partners in countries include drug 
regulatory authorities and departments responsible for drug supply in the 
respective ministry of health. The Government of Thailand’s Bureau of Drug 
and Narcotics, Department of Medical Sciences – a WHO CC – tests drug 
samples from many Member States in an effort to ensure drug quality.

2012 programme delivery highlights

Technical support was provided to all countries on various aspects  �

of drug management, including updating Essential Medicines Lists 
and clinical guidelines, revision of national drug policies, and 
strengthening of drug supply and regulatory systems.

Following adoption of Regional Committee resolution SEA/RC64/R5  �

in 2011, situational analyses of the pharmaceutical sector have 
been completed in 10 Member States; one remaining country in 
the Region will perform a similar analysis in 2013.

World Blood Donor Day was celebrated in all Member States.  �

Through advocacy, voluntary blood donation has increased across 
the Region, and now almost 11 million units of blood are collected 
annually. WHO continues to support availability and rational use 
of safe blood.

Supporting access, quality, and use of essential 
medical products and technologies

WHO supported a number of international conferences where advocacy 
was undertaken with regard to drug policy and access to medicines, 
such as the Asian Pacific Conference on National Medicines Policy in 
Australia attended by approximately 30 participants from the Region. The 
Regional Office participated in the scientific committee of the conference. 
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In addition, India participated in the Minister’s “Summit on the benefits 
and responsible use of medicines: setting policies for better and cost-
effective health care”, in October 2012 in the Netherlands. However, no 
resolution came from this summit. 

Support was provided to all countries on updating Essential Medicines 
Lists and clinical guidelines, revision of national drug policies, and 
strengthening of drug supply systems.

The Regional Office continued to collaborate with partners, including 
the WHO CC on Pharmaceutical Policy at Harvard University, to manage 
the WHO database on drug use, and with the University of Newcastle, 
Australia, and the Western Pacific Regional Office to run the Asia Pacific 
Conference on national medicines policy. 

Traditional medicine

The South-East Asia Region provided support to undertake a global survey 
on the development of traditional medicine and continued to support 
the HerbalNet web site. Two centres in India, the Morarji Desai National 
Institute of Yoga, New Delhi, and Gurjarat Ayurved University, Jamnagar, 
were proposed for designation as WHO CCs for traditional medicine. 

In addition, WHO supported the First International Conference on 
Health Science, Thai Traditional and Alternative Medicine, hosted by 
the Faculty of Medicine, Mahasarakham University, Thailand. The main 
objectives of this conference were to: exchange knowledge, content, 
experience, and academic skills; present research in health sciences and 
traditional and alternative medicine; and establish a network to improve the 
opportunity and ability to do collaborative research among academics. 

WHO supported Thailand in the production of a new medicine plant 
list and Indonesia in translation of the herbal pharmacopoeia, which 
contains 171 monographs, from Bahasa into English. The Organization also 
provided technical and financial support to Bhutan for the development of 
monographs on the use of traditional medicine for 27 common conditions 
treated in primary care. 
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Blood safety

Infrastructure for enhancing capacity of blood transfusion services to 
improve screening of donated blood for transfusion transmissible infections 
was strengthened in Bangladesh, Bhutan, and Nepal utilizing resources 
made available by the Organization of Petroleum Exporting Countries’ 
(OPEC) Fund for International Development (OFID). The countries in the 
Region each screen nearly all (98–100%) donated blood for HIV and 
hepatitis B and C.

The quality of blood screening for transfusion of transmissible 
infections was improved through the participation of 12 national and 
subnational blood transfusion centres in a Regional External Quality 
Assurance Assessment Scheme coordinated by the National Serology 
Reference Laboratory, Australia. This has resulted in improvements in the 
supply of blood that is free of infectious markers.

International norms for quality, safety, efficacy, 
and cost-effective use of medical products and 
technologies

The Fifteenth International Conference of National Regulatory Authorities 
was held in Estonia and attended by 10 of the 11 Member States of the 
South-East Asia Region. In addition, many Member States from the Region 
participated in, and India was vice-chair at, the first meeting of the new 
global Member State Mechanism on substandard/spurious/falsified/falsely-
labelled/counterfeit medicines. Technical support was provided to Bhutan 
and Maldives concerning drug supply, a workshop on Good Manufacturing 
Practice and Dossier Evaluation for Drug Registration was organized in 
Sri Lanka, and drug quality testing was facilitated in Bangladesh. Training 
of drug regulators was supported in the WHO CCs in Malaysia, Singapore, 
and Thailand, which also helped to ensure the quality of medicines by 
testing samples sent to them by Member States. 

Vaccine safety

WHO provided technical and financial support to Myanmar and Nepal for 
an orientation on adverse effects from immunization (AEFI) causality 
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assessment. Technical support and seed funds were provided to India for 
the establishment of a national AEFI Secretariat. Indonesia implemented 
a pilot project on postmarketing surveillance in 11 districts with funding 
and technical support from WHO. In Bangladesh, refresher training was 
provided for AEFI committee members. The AEFI causality assessment 
algorithm under development by WHO was field tested in Myanmar and 
Sri Lanka prior to its finalization. 

In the area of regulation, and following an assessment of the national 
regulatory authority of Bangladesh in 2009, an Institutional Development 
Plan was revised to include additional activities for implementation in 
2013. These included building staff capacity in regulating clinical trials 
and conducting regulatory inspections of vaccine producers. The National 
Control Laboratory, including the Drugs Control Laboratory, was upgraded 
and refurbished with new supplies and equipment. Staff training on 
quality management systems and regulatory inspection was conducted. 
The laboratories will soon be operational following repairs to the facility 
in response to an accident. The Government of Bangladesh is strongly 
committed to establishing quality systems because of emerging vaccine 
production in the country.

The national regulatory authority was assessed by WHO in Indonesia, 
India, and Thailand. All three were declared to be functional. These 
countries are vaccine-producing countries, whose portfolio of vaccines 
include WHO pre-qualified products. The three vaccine-producing Member 
States produce vaccines for the domestic and export markets. 

Use of medical products and technologies by 
health workers and consumers

WHO continued to provide technical advice and support for training 
programmes as requested. A regional course on promoting the rational use 
of medicines in the community was supported by the Institute of Health 
Management in India. The Regional Office supported an Association of 
South East Asian Nations (ASEAN) workshop on promoting the rational 
use of antibiotics in Indonesia. The Better Medicines Project in India, 
funded by the Gates Foundation, trained pharmacists in Orissa State 
and paediatricians in Chhattisgarh State on the appropriate use of 
children’s medicines. Situational analyses undertaken in 10 countries during  
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2010–2012 found high rates of irrational use (see Situational analyses of 
the pharmaceutical sector in 10 countries), which will be discussed during 
a regional consultation planned for 2013.

Situational analyses of the pharmaceutical 
sector in 10 countries

During 2010–2012, situational analyses of the pharmaceutical sector 

were undertaken in 10 countries. Each analysis was followed by a national 

workshop where the results were presented, problems were identified and 

prioritized, and recommendations for a national plan to promote rational use 

of medicines were made. A rapid survey of drug use in primary care was 

undertaken in each country and the following results were found: 

over 60% of patients with upper respiratory tract infection received  �

antibiotics inappropriately; 

the percentage of prescribed drugs belonging to the national Essential  �

Medicines List was, on average, 94% in public primary care facilities, 

76% in public hospitals, and 53% in private retail pharmacies;

the percentage of drugs prescribed by generic name was, on average,  �

77% in public primary care, 60% in public district hospitals, and 50% 

in referral hospitals, but only 27% in private retail pharmacies;

over 20% of all patients were prescribed vitamins inappropriately  �

(mostly vitamin B complex or multivitamins);

countries where governments supply drugs to the public sector com- �

plained of stock-outs and were hampered in stock management by 

manual systems and lack of monitoring.

Common solutions identified to improve rational medicine use included: 

establishing a unit in the Ministry of Health dedicated to promoting rational use 

of medicines; monitoring drug use and consumption; establishing functional 

drug and therapeutic committees, including the essential medicine concept 

and prescription audit and feedback into continuing medical education; 

stricter adherence to Essential Medicines Lists; and using existing Ministry 

of Health structures to deliver core messages on safe medicines use to 

communities.
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WHO’s technical and financial support are crucial in making progress 
since few other partners are working in this field. Country visits to 
undertake situational analyses followed by a national stakeholder workshop 
to plan future activities worked well, because the outlay of staff and 
time was minimal. Efforts to increase capacity of human resources with 
expertise in pharmaceuticals and the ability to follow up on and implement 
recommendations made during the situational analysis would be improved 
with increased funding and resources. A regional consultation to discuss 
progress and future capacity-building in this field is planned for 2013.

Strengthening drug regulation in Nepal 

The Department of Drug Administration undertook the following activities to 

strengthen the quality of drugs in Nepal.

Seventy quality control personnel (32 government staff, 35 staff from 

the pharmaceutical industry, and 3 staff from private drug quality control 

laboratories) were trained on high performance liquid chromatography, 

which is used in drug quality testing. This has greatly increased government 

capacity to test the quality of drugs on the market.

Five brands of marketed intravenous fluids were analysed and found to 

comply with pharmacopoeial standards. This activity helped to build the 

required infrastructure needed to test for endotoxins in intravenous fluids.

Secondary reference standards for acelofenac, metronidazole, 

chloramphenicol, and fusidic acid were developed for use in quality testing 

by government laboratories, quality control and research laboratories, and 

national pharmaceutical industries. Two reference standards, metronidazole 

and chloramphenicol, were selected on the basis of the Essential Medicines 

List, and two reference standards, fusidic acid and acelofenac, were selected 

to fulfil the demand from national pharmaceutical industries. 

A fully web-based integrated software for drug registration was designed and 

developed, and will be implemented in 2013. This will allow for a smoother, 

more efficient drug registration process.

The Nepal Chemists and Druggists Association was supported to conduct a 

training of trainers on refresher training for drug retailers in order to improve 

the quality of pharmaceutical care provided by drug retailers.
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12
Leadership, governance, 

partnership, and  
country collaboration

Overview 

This area of work provided broad-based support 
to WHO leadership by strengthening governance 
and fostering strategic partnerships to advance 
its global and regional health agenda. Challenges 
faced included competing global priorities, dwindling 
external financial support, a multiplicity of participants 
in the health arena, weak mobilization for health as 
a whole, issues related to gender, equity, and rights 
that have deleterious impact on health, and persisting 
weaknesses in health systems of Member States. 
Meeting such challenges renders this cross-cutting 
area of work of crucial importance in focusing WHO’s 
comparative advantage and programmatic alignment 
in support of national health priorities. 

Key strategic approaches included: organizing 
high-level policy meetings and providing technical 
support for meetings involving the Regional Director, 
WHO representatives and programme managers and 
undertaking country missions; strengthening capacity 
to document and communicate regional experience, 
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lessons learned, and challenges ahead; fostering interregional and 
interagency cooperation and coordination with UN system organizations; 
and advocating and building consensus for WHO reform. Extended 
support was provided for country- and regional-level meetings, resource 
mobilization, and streamlining internal processes. 

2012 programme delivery highlights 

The Sixty-fifth Session of the WHO Regional Committee for South- �

East Asia and several high-level meetings were held throughout the 
year with Member States, featuring country focus, development, 
and alignment of national and regional priorities in the South-East 
Asia Region in an effort to strengthen governance. 

The WHO Director-General attended the Sixty-fifth Session of the  �

WHO Regional Committee for South-East Asia and the Thirtieth 
Meeting of South-East Asia Region Ministers of Health, providing 
a vital global link. 

In the area of programme development and management, several  �

high-level meetings were held and the Regional Office and 
country offices supported the development of four WHO country 
cooperation strategies in the South-East Asia Region. 

The Regional Office contributed to the development of the Twelfth  �

General Programme of Work and the proposed programme budget 
for 2014–2015. In the area of governance, the link between global 
and regional governing bodies has been strengthened. In the 
area of programme management, two country offices benefited 
from internal review and technical assessment missions with the 
objectives of strengthening technical performance, oversight, 
accountability, and compliance. 

Capacity of WHO country offices to develop and manage WHO  �

collaborative programmes was strengthened through dissemination 
of good practices, human resources development and exchange, 
and programme support. 

Technical and administrative support was provided to regional  �

and country budget centres for monitoring and evaluation, to 
support the reporting feedback loop. 
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Partnerships and resource mobilization were facilitated through  �

a combination of approaches, including capacity development, 
database development, support for coordination and clearance of 
donor agreements, and continued engagement with development 
partners. This included support for the UN Development Assistance 
Framework (UNDAF) processes and funding modalities. 

Technical support was also provided for engagement with global  �

and national partnerships, as well as regional groupings. 

The Region’s web site was revamped making it more searchable,  �

user-friendly, accessible, and up-to-date. 

To strengthen the relationship between the media, Member  �

States, and WHO, a media workshop was conducted ahead of the 
national measles rubella campaign and the Sixty-fifth Regional 
Committee meeting.

Support was provided for sustainable development of health  �

information and knowledge management, including the 
introduction of access to online health journals. New public health 
schools and libraries were established in several countries and 
existing public health libraries were strengthened.

Leadership and direction

Involvement of Member States at regional and country levels enabled 
regional and global governing bodies to cohere effectively, one of the 
objectives of WHO reform. Health issues related to the South-East Asia 
Region and beyond were represented at global governing bodies, including 
attention to implementation of policies.

The Regional Office successfully organized meetings of the regional 
governing bodies, including the Thirtieth Meeting of Ministers of Health of 
the Countries of the South-East Asia Region, Meeting of the Senior Advisers 
to the Ministers of Health from the Region, the Sixty-fifth Session of the 
Regional Committee and its accompanying High-level Preparatory Meeting, 
and the Fifth Subcommittee on Policy and Programme Development and 
Management. These meetings provided an opportunity to discuss a range 
of technical subjects, develop programme budgets, and address regional 
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health challenges and concerns through effective participation of Member 
States. 

Successful conduct of governing bodies meetings in the Region resulted 
in adoption of resolutions relevant to the South-East Asia Region, focusing 
on stewardship and implementation. WHO’s leadership and management 
at regional and country levels facilitated regional participation in global 
policy dialogue and direction, especially in the WHO reform process, 
development of the new Twelfth General Programme of Work, and the 
proposed programme budget for the 2014–2015 biennium. 

WHO country presence and cooperation

The Regional Office has strengthened support to develop WHO country 
cooperation strategies in alignment with national health challenges 
and corporate guidance. Particular focus was given to the consultative 
process and strategic agenda development. Third-generation WHO country 
cooperation strategies were published for India (2012–2017), Sri Lanka 
(2012–2017), and Thailand (2012–2016), and the strategy for Nepal 
(2013–2017) is in press. 

Internal review and technical assessment missions conducted in 
Bangladesh and the Democratic People’s Republic of Korea included the 
country cooperation strategy as an important component, together with 
programme management, administration and financial management, human 
resources and staff development and learning, resource mobilization, 
horizontal collaboration, and fellowships management. 

Technical and administrative support was provided to departments in 
the Regional Office and in WHO country offices as part of the management 
of a mid-term review on technical monitoring of the work conducted 
throughout the Region.

In support of WHO’s country presence and relating to WHO’s 
overarching health leadership mandate, there were regular meetings 
between the Regional Director and the WHO Heads of country offices. 
These provided an opportunity for strategic technical and managerial 
discussions and decisions, with the aim of providing optimal secretariat 
support at the country level.
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Partnerships and resource mobilization

Country capacity for effective engagement in UNDAF has been strengthened, 
with WHO representing the Regional Directors’ Team as the co-convening 
agency for the UNDAF development process in Bhutan. UNDAF development 
processes have also been supported in India, Nepal, and Sri Lanka.

In view of WHO’s overall approach to strengthening resource 
mobilization and improving clearance procedures, the Regional Office 
Resource Mobilization unit’s support to WHO country offices and Regional 
Office technical units was strengthened. This included meetings with 
donors, and review and revision of the procedures to standardize how 
donor agreements are processed in the Region. With particular effort on 
improving timeliness and consistency of submissions of donor reports, 
the Resource Mobilization unit supported the WHO country offices and 
Regional Office technical units, including development and use of a donor 
report management system.

Evaluation of resource mobilization training workshops conducted in 
the South-East Asia Region was completed in the final quarter of 2012. 
Active support was provided to senior management’s participation the 
Global Resource Mobilization Task Force, and input was provided for other 
high-level meetings related to this field, including ASEAN and the South 
Asian Association for Regional Cooperation (SAARC), all with the objective 
of supporting future financing dialogue with Member States. 

Health knowledge and advocacy materials

Increased awareness in public health resulted in the establishment of new 
public health schools equipped with public health libraries and strengthening 
of existing health science libraries in the Region. Two online portals for 
national health journals were developed in Indonesia and Thailand, and 
29 portals on institutional repositories in six Member States – Bhutan, the 
Democratic People’s Republic of Korea, Indonesia, Myanmar, Sri Lanka, 
and Thailand – were developed or sustained. As a result, national health 
information is becoming more visible and accessible. Capacity-building, 
fellowships, and study tours were organized for health professionals, 
health librarians, researchers, and policy-makers with the aim of improving 
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access to information services in Member States. In addition, advocacy 
and support to strengthen policy, strategic, and operational areas of 
health information were provided to Bhutan and the Democratic People’s 
Republic of Korea.

In addition to the dissemination of printed materials, over 40 new 
technical publications and summaries from more than 70 expert or high-
level meetings were also made available to external audiences through 
the Region’s web site. The Regional Office supported health campaigns in 
countries throughout the year by developing and disseminating advocacy 
materials, such as newsletters, flyers, posters, and brochures.
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13
An efficient and effective WHO

Overview 

The enabling functions of WHO – human resources 
management, programme management, monitoring 
and evaluation, budgeting, finance, procurement, 
information technology, public information, 
administrative and building services, publications, 
and staff medical services – are structured to support 
the Organization in achieving its programmatic work, 
while also attaining the best value for money spent, 
as represented in the outcome of the work products 
themselves and in the manner in which the work is 
conducted. 

This contribution to the work of the South-
East Asia Region was achieved through guiding and 
monitoring the development and implementation of 
collaborative programmes, compliance with the rules 
and regulations of the Organization, human resources 
planning and management, sound procurement 
practices, travel planning, increased administrative 
efficiencies, and increased knowledge sharing. Steps 
were also taken to strengthen staff competencies, 
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application of experiences, and synergistic working arrangements through 
staff training, rotation, and relocation of several WHO country offices. 

As it is essential that WHO offices are able to continue their 
work during emergencies or other unanticipated work disruptions, the 
Organization has given increased attention to risk management, business 
continuity planning, and cross-training of personnel.

The staff of the administrative teams throughout the Region, as 
well as those providing direct administrative support within the technical 
offices, remain committed to sound, ethical business practices, efficient 
and cost-effective services, and quality support to WHO collaborative 
programmes. 

2012 programme delivery highlights  

Among programme initiatives focused on strengthening WHO’s  �

functionality, a Financial Compliance unit was established to 
provide policy guidance and review operations compliance with 
rules, regulations, and procedures.

Internal and external audits were performed and completed, as  �

well as review and technical assessment of two country offices 
with the purpose of improving administrative and technical 
performance, quality assurance, and accountability in programme 
implementation.

The Region’s financial records were fully reconciled and closed  �

under full compliance with International Public Sector Accounting 
Standards.

Staff re-profiling exercises were completed in several countries,  �

resulting in better distribution of functions among staff, increased 
organization efficiency, and greater alignment of functions.

Improvements were made to the Internet and Intranet sites.  �

Technology conversions, allowing staff to better synchronize their 
network access to that of WHO headquarters, were completed.

Inventory records for all fixed assets were reviewed and updated.  �

The Region was praised by WHO headquarters as an example of 
best asset management practices.
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Regional personnel received training in procurement policies,  �

procedures, compliance indicators, and reporting. The Regional 
Procurement unit received UNDP procurement certification 
training.

The WHO Country Office Bangladesh was relocated as part of WHO  �

efforts to increase efficiency and accelerate implementation. The 
move also helped provide uninterrupted support to the Ministry 
of Health and other counterparts during office shutdowns. The 
relocation of WHO Country Office India allowed consolidation of 
three separate offices into one location, increasing management 
effectiveness and administrative efficiency.

Country office staff in Indonesia, Myanmar, and Timor-Leste  �

began preparations for the relocations of their respective offices 
in 2013.

Strategic and operational programming, 
monitoring, and evaluation

Support was provided to country offices and departments in the Regional 
Office for South-East Asia for finalizing collaborative workplans and 
supporting appropriate changes in the programme budget for 2012–2013 
wherever required. Furthermore, during 2012, proactive support was 
provided to enable contributions by the Regional Office and country 
offices in the development of the programme budget for 2014–2015 at 
the strategic level. In this regard, efforts were made to streamline the 
process and expedite programme changes. 

All budget centres used well-defined workplans with articulated 
strategic objectives and expected results for monitoring and evaluating 
achievements in the Organization and throughout the Region. 

Support was provided to internal review and technical assessment 
missions conducted in two country offices during 2012. These reviews 
and assessments resulted in recommendations for improvement regarding 
a range of financial, administrative, and programming matters. These 
included human resources issues, duty travel, various contracting 
modalities, programme management, resource mobilization, WHO country 
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cooperation strategies, and horizontal collaboration. Both the Regional 
Office and country offices adapted their procedures as a result of the 
lessons learned in these assessments in an effort to facilitate management 
improvements.

Financial management

The newly formed Finance Compliance unit monitored and coordinated 
actions for closure of audit findings, identified measures for increasing 
compliance and accountability throughout the Region, performed quality 
checks on financial and procurement documents, and generally raised 
the awareness of all staff on their responsibilities vis-à-vis compliance 
with WHO’s rules and regulations. Regional Office staff contributed to 
revising many standard operating procedures, indicating clear control 
points in the processes, and provided compliance monitoring services to 
headquarters. 

Significant progress throughout the Region was made in closing 
outstanding internal and external audit recommendations from prior-
year audits. By the first quarter of 2013, all pending audits were fully 
closed.

Efficiency through cost reductions

In WHO Country Office India, efficiency savings have been generated through 

reduced transaction costs, as evidenced by the significant reduction in total 

number of low-value agreements for performance of work (APWs) and 

direct financial cooperation agreements (DFCs) while attaining much higher 

implementation rates in proportionate terms. This has been achieved through 

strategic planning of high-value and high-impact activities through a smaller 

number of implementing instruments. While in 2010–2011, 410 APWs and 

DFCs were processed for a value of US$ 9.5 million (number and value pro-

rated to one year), in 2012 the same number has been reduced to 255 for a 

value of US$ 7.5 million.
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Human resources management

Recruitment processes managed by the regional Human Resources 
Management unit were streamlined and executed quite effectively, resulting 
in 233 temporary staff contracts and 37 fixed-term appointments being 
issued. Updated selection guidelines, and publication of the employment 
conditions for all contract types, aided in improving the efficiency of 
recruitment. 

In the WHO Country Office India, the contracting and payment of 
salaries for consultants has been outsourced in an effort to not only 
relieve administrative staff to focus on more strategic issues, but also to 
safeguard WHO’s legal position in the context of business relationships 
with contracted personnel.

Information systems

Access to accurate, timely, and relevant information is critical to the 
success of the Region’s work. Design and technology improvements to 
the Internet and Intranet sites provide more accessible public health data 
to WHO constituents, but also more readily provide staff with relevant 
policies, rules and regulations, forms, standard operating procedures, and 
other key information. 

Upgrades in communications technology during 2012 better allow staff 
to access the Global Management System to review or approve transactions, 
even while away from the office. The South-East Asia Regional Office was 
the first of WHO’s regional offices to convert to the same computer access 
and desktop infrastructure as used in WHO headquarters. In Indonesia, 
the Democratic People’s Republic of Korea, and Maldives country offices 
a review of communications and information technology operations was 
conducted to define gaps and areas for improvement.

Administrative support services 

In 2012, a risk management study in the area of administration in offices of 
the Region was completed, results of which will be linked to the corporate 
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risk register. While specific risks are being addressed, a comprehensive 
risk mitigation plan will be developed in early 2013. 

Several offices of the Region have undertaken ‘green’ initiatives in 
an effort to reduce their carbon footprint. Such actions have included 
replacing old vehicles with hybrid cars (that run on battery along with 
conventional fuel), installing solar panels to generate electricity, installing 
light meters to reduce wattage, recycling paper, and reducing total paper 
consumption by more than 30%.

Working environment, staff well-being, and safety

Staff safety is of utmost importance and the offices of the South-East Asia 
Region work closely with UNDSS to monitor threats and take preventative 
measures to ensure staff safety. For example, given that Bhutan is prone 
to frequent natural disasters, all staff based there have been trained in 
the common UN Interagency Continuity Plan, the WHO Country Office 
Bhutan Business Continuity Plan, and fire safety and basic first aid. They 
have also undergone earthquake drills. 

A key factor in using WHO’s funding wisely is planning. The Regional 
Director continues to mandate that travel is planned and approved 
quarterly, allowing for better decision-making regarding the value of the 
proposed travel for programme goals, reducing ad-hoc travelling, and 
thereby reducing costs for travel. 

Motivating administrative staff in WHO Country 
Office Sri Lanka

All too often, work can become routine. Secretarial and support personnel 

seldom see a face behind the people with whom they correspond and they 

may not grasp the impact or purpose of programmes. Hence, in the WHO 

Country Office in Sri Lanka, secretarial and support personnel are given the 

opportunity to accompany technical officers on field missions on a roster basis 

so that they get to meet and interact with the personnel and field realities 

they deal with. This not only improves the working relationship between 

stakeholders with whom WHO interacts, but also improves motivation and 

morale.
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