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Editorial 
The main objective of the Regional Health Forum is the exchange of 
information, experiences, ideas and opinions on all aspects of public health 
and health development. The publication is intended to serve as a platform 
where people can express their views, observations and experiences rather 
than as an official medium of the World Health Organization’s policy or as 
reference material. 

The subjects covered in this issue include Knowledge and Awareness 
about Medicines among Primary Schoolchildren in Ahmedabad, India; Avian 
Influenza: Responding to the Pandemic Threat; Progress of Leprosy Elimination 
in the South-East Asia Region; Role of Public Health in Economic Development; 
Does Waist-Hip Ratio Matter? – A Study in Rural India, and Rational Use of 
Medicines – Snakes and Ladders? The section on Notes and News and Book 
Reviews may also be of interest. 

The next issue of the Forum will be a special issue devoted to the theme of 
World Health Day 2006 – Human Resources for Health 

Readers are invited to forward their contributions in the form of articles, 
essays, letters, or comments written in an informal, anecdotal style. Suggestions 
on improving the Forum are also welcome. 
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Medicines 

Knowledge and Awareness about Medicines among 
Primary Schoolchildren in Ahmedabad, India 

Chetna Desai*, Girdhar A.O. **, Shah U.H.# 

Abstract 

The awareness about medicines in children is poor. In most cases opinions about medicines is 
influenced by “personal experiences”, unscrupulous advertisements and “conventional 
wisdom” rather than on sound scientific knowledge. Children learn about medicines and 
develop beliefs and attitudes about medicines by observing family members and caretakers. 

Nine hundred schoolchildren of fifth grade (10-11 years of age) from ten schools in 
Ahmedabad were interviewed by means of a questionnaire about medicines, vaccines and first-
aid box. Attitudes and beliefs about medicines were also tested through simple questions. 

Results showed that 75% children were familiar with the term “medicine”. Of these, 7% 
children were aware of the uses and contents of the first-aid box, while 7% responded correctly 
to queries on vaccines. A lack of awareness about the harmful effects of medicines, about the 
right way to take medicines and about other aspects of use of medicines was also observed. A 
few misconceptions about medicines also emerged from this study. Therefore, relevant 
information about medicines, vaccines and first aid should be included in the curriculum for 
these children. This will help prepare these future adults to take the right decisions while using 
medicines. 

Keywords: Knowledge Awareness; Schoolchildren; Medicines. 

Introduction 

Efforts to educate children about health-
related issues have increased worldwide. 
The WHO Global School Health Initiative 
launched in 1995 seeks to mobilize and 
strengthen health promotion and educational 
activities at the local, national, regional and 
global levels1. The goal of this initiative is to 
increase the number of schools that can be 
called “Health Promoting Schools”. 
Educating children about medicines is 
necessary for various reasons. Medicines play 
an important role in the lives of children. 

Minor ailments in children such as colds, 
fever, stomachache and headaches are 
usually treated at home with medicines, 
both with and without prescriptions. A study 
was carried out by Bush et al. among 420 
mixed public schoolchildren of grades K-6 
to explore the elementary school knowledge of 
medicines, autonomy in medicine use and 
to understand the factors associated with the 
use of medicines by children. The study 
showed that 32% children in grades 3 to 7 
had used one or more prescribed or non-
prescribed medicines in a 48-hour recall 
period; 42.6% mothers confirmed that their 

* Associate Professor; ** Ex-Professor; # Ex-Professor and Head 
Department of Pharmacology, B.J. Medical College and Civil Hospital, Ahmedabad-380016, Gujarat, India 
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children had done so2. In spite of the wide 
use of medicines by children, they rarely 
receive counselling about their medications 
from physicians or pharmacists. Menacker et 
al. interviewed 85 healthy public school-
children from grades K-8. Most respondents 
said that they had learnt about their 
medications from their mothers. Children 
also reported that physicians or pharmacists 
played a limited role in educating them3. 
The underlying assumption with regard to 
children's use of medicine is that parents 
play a major role in deciding what kind of 
ailments the child has and whether 
medication is needed. However, children 
should not be passive recipients of the 
medication that is administered to them by 
parents, guardians or health care 
professionals. It is essential that they take an 
active role in their recovery from illness. In 
fact, children, especially those with chronic 
illnesses enjoy more autonomy in using 
medicines than most adults recognize. A 
pilot study was conducted in 69 children 
between grades 4-6 through interviews 
about medicines and substances of abuse. 
Respondents indicated that they believed 
themselves to have autonomy in the use of 
medicines. In fact, 72% said that they 
sometimes asked for medicines, while 67% 
got medicines for themselves4. A questionnaire 
administered to 651 adolescent children in 
three public junior high schools in Halifax, 
Nova Scotia, Canada to evaluate the use of 
over-the-counter (OTC) medicines and self-
medication revealed that many adolescents 
(58.7% - 95.9%) reported taking OTC 
medications for pain on their own5. Children 
play an active role in the use of medicines 
and they perceive themselves as more 
autonomous than their caretakers perceive 
them. 

Children are potent agents of change 
and they are tomorrow's independent 
consumers of medicines. Medicines need 
well-informed consumers in the present 
scenario of irrational drug use, vigorous 

promotion/advertisements of medicines, 
OTC drugs, self-medication and other such 
ills. 

A child spends a substantial part of his 
growing years in school. However, school 
health education programmes rarely include 
information on medicines. Although efforts 
to educate children about health-related 
issues have increased, most school curricula 
do not include education about medicines. 
The United Nations Convention on the 
Rights of the Child advocates the right of 
every child to self-determination, dignity, 
respect, non-interference and the right to 
make informed decisions. Informed decision- 
making in the area of health implies that 
children should be informed about 
medicines. However, educating children 
about medicines is rare. Only three 
countries - Australia, Sweden and France 
are known to have national school-based 
medicine education programmes and only 
in Sweden are they mandated6. Early 
medicine education can prevent high-risk 
behaviour in children, enable them to 
improve decision-making with respect to 
medicine use, and correct misconceptions 
about them. 

Most data on use of medicines in 
children and educating children about 
medicines are from the developed world. 
No data are available about the nature and 
extent of education and awareness about 
medicines in children, in India. With this 
background, an exploratory survey was 
carried out to assess the knowledge and 
awareness about medicines among primary 
schoolchildren in Ahmedabad, a city in the 
western part of India. 

Materials and methods 
The participants of this exploratory study 
were 900 schoolchildren of Grade V (10-11 
years of age) from ten schools in the city. 
Self-administered questionnaires (Annexure) 
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were prepared based on the suggestions of 
the World Health Organization on knowledge 
about medicines among children. These 
included queries with respect to the 
following: 

• Medicine and its uses; 

• First-aid box: its uses and contents; 

• Awareness about a prescription and 
a pharmacist; 

• Visits to a doctor for illnesses and 
medicines taken, if any; 

• Safety of medicines; 

• Instructions for use of medicines, 
and 

• Vaccines and their importance. 

Prior permission was obtained from 
institutional heads for conducting the survey. 
The questionnaire was prepared in such a 
way that questions and responses were 
simple and direct. The self-administered 
questionnaire was informally tested on a 
group of students before being finalized for 
application in the study. The students filled 
up the questionnaire, without assistance 
from the teachers or volunteers conducting 
the study. 

Observations and results 
All participants completed the survey. The 
responses were analysed. The questions, 
expected answers and the observations were 
as follows: 

Q. What are medicines? Where are they 
used? 

A. Medicines are chemical substances that 
can help treat or prevent illnesses inside or 
outside the body. They are used to 
diagnose, prevent, cure, and control 
illnesses, to replace something missing or 
simply to make symptoms go away. 

Nearly 75% of students were familiar 
with the term “medicine”. Thirty two per cent 
students responded correctly to a query on 
the use of medicines. Common responses 
were “these are used to cure diseases” and 
“to feel better when we are ill”. The 
remaining respondents either gave 
incomplete or incorrect responses. 

Q. What is a First-aid box? When should it 
be used? 

A. A First-aid box is used in emergencies like 
falls, cuts etc. It is used to treat these and 
other minor problems at home/school. It 
contains antiseptics, band-aid dressing 
material and medicines for common ailments 
like pain and fever etc. 

To the query on the first-aid box and its 
uses 40% students responded that it was a 
box of medicines that was used “for 
emergencies” or “when someone is hurt” 
However, only 7% students were aware of 
what a first-aid box should contain. 

Q. What is a prescription? 

A. A prescription is a written order to the 
pharmacist about medicines that a patient is 
supposed to take. It is written by a doctor. 

Twenty nine per cent students 
responded correctly to the query on 
prescription and its uses. The remaining 
respondents were either not aware of the 
term or gave incorrect responses. 

Q. Do you always need medicines when you 
are ill? 

A. Most illnesses need medicines to treat 
them. However, minor illnesses, as for 
example common cold or weakness, can 
sometimes be managed without medicines 
by simple measures like rest, steam 
inhalation or a nutritious diet. 

To a query on whether medicines were 
required for all illnesses, 31% children 
responded that medicines were not always 
necessary for illnesses, as for example in 
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“throat pain”, “running nose” and 
“weakness”. Home remedies like steam 
inhalation or diet rich in fruits and 
vegetables were suggested as alternatives to 
medicines for these illnesses. 

Q. Can medicines do harm? 

A. Yes, medicines can sometimes harm, 
especially if they are not used correctly. 
Some medicines can cause serious 
problems, others mild. 

Q. Can children take the same medicines as 
adults do? 

A. No, children cannot always take the 
same medicines that adults do. Most often 
they have to be given to children in lesser 
quantity or in a different form such as 
syrups. Some medicines that are used by 
adults are not to be used by children since 
they can be harmful. 

To a query on safety of medicines, 50% 
children responded that medicines could 
cause harm especially when taken in large 
quantities or when wrong medicines are 
used. Thirty three per cent believed that all 
medicines were safe while the remaining 
respondents (17%) were not sure regarding 
their safety. Seventy five per cent responded 
that children could not take the same 
medicines as adults did, since medicines 
meant for children were “too hot” or “too 
strong” or since adults had “big bodies”. 

Q. What are vaccines? Why are they 
important? Which vaccines have you taken? 

A. A vaccine is given to prevent people from 
getting an illness. Every child should get 
vaccines to prevent diseases such as polio, 
measles, mumps and whooping cough. 

A few children (22%) knew about the 
importance of vaccines and why they should 
be taken. Nineteen per cent recollected the 
names of vaccines they had received. A 
majority of these responses were in 
reference to the oral polio vaccine (OPV). 

Q. Who is a pharmacist? 

A. A pharmacist is a person who specializes 
in and is an expert on medicines. He is 
licensed to sell prescription medicines. 

To a query on who is a pharmacist, 
11% responded that a pharmacist was a 
person who dispensed the drugs as per the 
doctor’s prescription. Remaining responses 
were incorrect. 

Q. Have you ever visited a doctor? Do you 
remember the medicines you used during 
the illness and the treatment taken? 

Fifty six per cent children recollected 
having visited a doctor for their illness, while 
49% were also aware of the nature of their 
illness or symptoms. Illnesses commonly 
mentioned were malaria, typhoid, 
“weakness”, fever and common cold. Thirty 
two per cent recalled the names of 
medicines they had consumed during their 
illness. Interestingly, only 10% of these were 
referred to by their generic names while 22% 
respondents mentioned the trade names of 
these drugs. 

Thirty three per cent children responded 
that bitter medicines worked better; 13% 
said that sweet medicines worked better 
while 39% responded that the taste of 
medicines had no bearing on their effect. 

Q. If you are ill, how will you take your 
medicines? What will you do if you feel 
better? 

A. I would take the medicines as advised by 
the doctor. If I feel better I would consult the 
doctor before I stop the medicines. 

A majority of the children (87%) 
responded that they would take the 
medicines as per the advice of their doctor 
or parents. Most children preferred to 
adhere to the treatment regimen prescribed 
to them. They preferred to seek the advice of 
their doctors or parents before starting or 
stopping any drug treatment. Only 7% 
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students responded that they would take 
medicines on their own, perhaps reflecting 
perceptions of autonomy in their minds. 

Discussion 
The results and observations of this survey 
indicated that children needed to know 
more about medicines. Most children were 
familiar with the use of medicines, both as 
patients and as observers. However, most 
responses were based on observations and 
experience rather than on sound knowledge 
or formal information imparted to them. This 
was reflected in the lack of uniformity in 
responses and the high percentage of 
incorrect responses to certain queries. 

Most responses seemed to be based on 
observations made by children or from the 
information obtained from the media, 
parents or caregivers. For instance, the 
respondents recalled certain names of 
medicines more frequently than others like 
“Anacin”, “Stopache”, and “Vicks” etc. 
These OTC medicines are commonly 
advertised on television, radio and other 
media, in India. The respondents in this 
study were from an urban background. They 
are exposed to the media in the form of 
newspapers, radio, television and other 
means of audiovisual information either at 
home or outside (advertisements, roadside 
hoardings etc.). For example the Pulse Polio 
Programme for prevention and eradication 
of poliomyelitis in India is widely advertised 
through the electronic media, newspapers, 
and door-to-door campaigns etc. The same 
is true for other diseases like tuberculosis, 
AIDS, use of oral rehydration salts in 
diarrhoea and dehydration, and anti-
tobacco campaigns, etc. Incidentally in the 
present study, the OPV was the most often 
quoted vaccine by the children. Lewis and 
Lewis found that the fifth and sixth graders 
believed 70% of TV messages about 
proprietary drugs7. In the present study too, 

the effect of the media was evident as the 
names of medicines frequently mentioned 
were those advertised in the media for 
illnesses like common cold, fever and body 
ache. In the present survey, only 10% 
children recalled the drugs by their generic 
names. This also reflected the common 
practice of prescribing most drugs by their 
trade names in India8. 

Children perceived medicines as useful, 
yet harmful. The results of a study conducted 
in the European Union and the United States 
with healthy 7-12-year-old children revealed 
that most of them provided abundant 
information about the use of medicines. 
They also had physical access to medicines 
in their households9. Data also showed that 
children played an active role in the use of 
medicines and that they perceived 
themselves as more autonomous than their 
caregivers perceived them to be. A study 
conducted in 459 children aged 9-16 years 
attending a summer camp on medication 
use showed that half the children taking 
asthma medication did so without informing 
the staff. Seventy seven per cent of the older 
and 31% of the younger campers stated that 
they decided independently at home on the 
need for medication10. Another study 
conducted by Pradel et al. assessed the 
inhalation technique, autonomy and 
perceptions of ease of use with metered 
dose inhalers in 60 children with asthma. 
Both parents and children agreed on the 
children’s autonomous use of long-term-
control medicines11. In the present study, 
while the majority of children responded that 
they would consult their doctors/parents 
before taking or stopping medicines, a small 
number (7%) nevertheless displayed a 
perception of autonomy. 

School health curricula and 
programmes in India focus on preventing 
poisonings, on substance abuse, general 
health and hygiene. Information about 
medicines and their use is rarely, if ever 
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provided. On the other hand, health care 
providers or health professionals seldom 
communicate with children when prescribing 
and dispensing medicines. A study was 
conducted at the Family Medicine Center, 
Medical University of South Carolina, USA 
to document the content of medical 
interviews in routine paediatric visits, and to 
evaluate the extent of communication 
between the doctor and the child. One 
hundred and fifteen office visits to 49 
physicians were conducted. It was observed 
that while more information about the 
current problem was obtained from children, 
physicians provided feedback primarily to 
parents. Parents received 4.4 times more 
information as children about the nature 
and prognosis of the illness and its 
management12. 

Children need medicine information at 
two levels – first they need to know how 
medicines work and second they need to 
learn some key behaviours related to the use 
of medicines. Since children learn by 
example and repose faith in their elders, 
parents and health care persons can teach 
certain basics like taking the right medicine 
for the right duration in the right amount. 
They should also encourage the child to 
report any side-effects or reactions to 
medicines. Thus, they would develop the 
skills to use the drugs in a rational way in 
future. An open conference sponsored by 
the US Pharmacopoeia had established the 
need and rationale for teaching children 
and adolescents about medicines13. 
Education about medicines can be included 
in the school curricula too. This would 
ensure wider reach and uniformity. The 
Indian education system is based upon 

twelve years of primary and secondary 
education. Primary and middle school 
education is compulsory. The gross 
enrolment ratio (GER) in primary education 
(grades 1) in India rose from 82% in 1991 
to 95% in 2001, and in upper primary 
education (grades 6) from 54% in 1991 to 
61% in 2001. Primary schools fall under the 
regulatory control of State Education 
Departments. The National Council of 
Educational Research and Training is 
responsible for the formulation of a 
curriculum framework and functions as an 
academic adviser to the Ministry of Human 
Resource Development. The state education 
boards of the respective states decide on the 
curricula, based on guidelines and 
recommendations of the Central and 
respective state governments14. Hence a 
guidance document from policy-makers that 
incorporates the recommended changes in 
the curricula with respect to education about 
medicines will ensure a change in the 
curriculum and its implementation in all 
schools in a uniform manner. The primary 
school setting is an ideal setting for 
imparting this information as children begin 
to develop attitudes and beliefs early in their 
school years. In addition, the drop-out rate 
from schools among primary schoolchildren 
is lower as against the higher levels. They 
should receive the basic information about 
medicines and their proper use as part of 
their school health education programmes, 
at the primary level. Educating children 
about medicines will enable them to make 
better decisions about the quality of 
information about medicines that they 
receive. An early education on medicines 
can prepare children to use them as 
rationally as adults. 
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Sample Questionnaire 

Name:      Date: 
Age:  
Address: School: 
 Home: 

• What is medicine? Why is it used? 

• What is a first-aid box? When should it be used?  

• What is a prescription? 

• If you are ill, how will you take the medicines? 

  As advised by the doctor 
  From my parents/friends 
  On my own 

• What will you do if you feel better? 

  Stop the medicines and consult  the doctor 
  Consult the doctor and stop the  medicines 
  Complete the medicines as  prescribed by the doctor 

• Do you always need medicines when you are ill? 

• Can medicines do harm? 

• Can children take the same medicines as adults take? 

• Do you know that….. 

− Some medicines cause rashes or allergies ----- Yes / No 
− Some drugs are not to be used by  children ----- Yes / No 
− Children should not take medicines without instructions from 

doctor/parents/elders --- Yes / No 

• Which medicines are better? 

  Bitter 
  Sweet 
  No relation to taste 

• What are vaccines? Why are they important? Which vaccines have you taken? 

• Who is a pharmacist? 

• Have you ever been to a doctor? 

• What was your illness? 

• Which medicines were you prescribed by the doctor? 
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Communicable Diseases 

Avian Influenza:Responding to the Pandemic Threat 
Asheena Kualakdina* and Jai P. Narain 

 
Introduction 
The emergence of avian influenza caused by 
the highly pathogenic H5N1 Influenza A 
virus is a cause for grave concern since this 
virus has the potential to trigger a pandemic. 
Since December 2003, when the current 
outbreak was first detected in the Republic of 
Korea, avian influenza has been expanding 
geographically causing disease in both 
poultry and humans in an unprecedented 
number of countries. So far, the virus is not 
easily transmitted from poultry to humans 
nor from human-to-human. Nevertheless, 
the continuous occurrence of H5N1 infection 
in birds and humans is raising concerns 
about the emergence of a new virus with a 
potential to spread rapidly among humans 
causing a pandemic like the ones which 
occurred in the past. 

The influenza A virus is considered 
highly unstable. Every year it undergoes 
minor changes known as antigenic “drift” 
which result in evolution of a strain slightly 
different from the previous year. However, a 
major antigenic change occurs, either 
through mutation of the same virus or through 
reassortment or mixing of influenza viruses 

belonging to humans and animals. This re-
assortment process, known as antigenic 
“shift”, can create completely new subtypes 
of influenza viruses to which populations 
have no immunity. The lack of immunity 
coupled with a virus that can replicate in 
humans and that is able to transmit efficiently 
among humans can lead to a pandemic. 
Spreading at great speed the pandemic may 
cause high morbidity, excess mortality, social 
disruption and even economic collapse. 

Historical Perspectives on Influenza 
Pandemics 
Three such pandemics have occurred in the 
last century; in 1918, 1957, and 1968 each 
causing millions of deaths (Figure 1). The 
1918 pandemic was the most severe 
accounting for 20-40 million deaths. Each of 
these pandemics was preceded by 
emergence of a new virus through 
assortment of circulating human and animal 
influenza viral genes. Previous pandemics 
have shown that: 

• Pandemics are unpredictable and 
highly variable in terms of severity, 
mortality, and patterns of spread 

* Epidemiologist, Communicable Disease, Surveillance and Response, WHO/SEARO 
** Director, Department of Communicable Diseases, WHO/SEARO 
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Figure 1: Recorded Influenza Pandemics 

 

• Most pandemics have originated in 
Asia. An exponential increase in the 
number of cases and geographic 
spread can occur within a matter of 
weeks. 

• Virological surveillance for changes 
in the virus and surveillance among 
humans for respiratory illness are 
crucial as early warning systems. 

• Some public health interventions 
(quarantine, travel restrictions) have 
delayed the spread but could not 
stop it; nevertheless, delay of spread 
is important to allow development 
of a vaccine. 

• Vaccines can have a significant 
impact but global manufacturing 
capacity is limited and takes too 
long (at least 4-6 months after the 
pandemic starts). 

Events since 2003 have brought the 
world closer to a new pandemic than at 
anytime since 1968. The first warning came 

in January 2004 when Thailand and 
VietNam reported fatal human cases of 
avian influenza caused by H5N1 subtype of 
influenza A virus1. This subtype has the 
potential for evolving into a pandemic strain. 
The situation is unfolding each day and 
every new case gives a warning that the 
pandemic is now imminent and inevitable. It 
also serves as a grim reminder of the 
devastation caused by influenza pandemics 
in the past. These events also highlight the 
need for urgency and provide an 
unprecedented opportunity to enhance 
preparedness, as articulated in the resolution 
adopted by the World Health Assembly in 
20052. 

Current Situation of Avian Influenza 

Outbreaks in poultry 

The situation of avian influenza in Asia is 
evolving rapidly. According to OIE sources, 
since 2003, 16 countries have reported 
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outbreaks in poultry or wild birds. These are 
the Cambodia, China, Indonesia, Japan, 
Kazakhstan, Malaysia, Mongolia, PDR Laos, 

Republic of Korea, Russia, Thailand, and 
VietNam (Figure 2). 

Figure 2: Human Avian Influenza A(H5N1) in Asia 

 

 
The H5N1 virus is expanding its 

geographic range. The countries affected 
most recently are Romania and Turkey, both 
reporting avian influenza in poultry during 
October 2005 with H5N1 confirmed as the 
causative agent. In early August, 2005, 
outbreaks were reported in Mongolia and 
Tibet and prior to that in Russia and 
Kazakhstan in July 2005. These outbreaks 
which resulted in the death and destruction 
of over 150 million birds have also had 

severe economic consequences for the 
farmers in these countries. 

Migratory birds, which are the natural 
reservoirs of avian influenza viruses play an 
important role in the spread of the virus as 
they carry it over long distances without 
themselves developing symptoms. The virus 
isolated from migratory birds dying in 
Qinghai lake in central China was similar to 
the one found in South-East Asia. In 
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addition, the analyses of virus from the 
outbreak in Russia show similarities with 
viruses isolated from migratory birds in 
Qinghai lake. 

The evidence from Thailand also 
suggests that scavenger ducks play an 
important role in spreading the virus across 
many farms as they move from one farm to 
the other without becoming sick themselves. 

Human Cases 

Human cases have so far been reported 
from four countries, namely Cambodia, 
Indonesia, Thailand and Vietnam. In 
Indonesia, an outbreak was reported in a 
family cluster during mid-July 2005 and all 
three cases died. However, only one case 
was confirmed through a laboratory test, 
which is required for reporting to WHO as a 
confirmed case of H5N13. As of the last 
week of October 2005, Indonesia has 
reported a total of 7 cases with 4 fatalities. 
After a gap of almost a year during which no 
cases were reported, Thailand has reported 
two confirmed cases of H5N1 with one 
death. Among the cases reported so far, 
most are from VietNam. The overall case 
fatality rate was around 50%, although it is 
difficult to calculate it accurately since some 
mild cases may not have been detected. 
Experience shows that cases of human 
infection are rare and that the virus, at 
present, cannot transmit easily from poultry 
to humans and almost negligibly from 
human to human. 

As of 25 October 2005, the H5N1 virus 
has caused 121 human cases, of which 62 
have been fatal4. Two features have been 
striking: (1) most cases have been apparently 
healthy children and young adults and (2) the 
case fatality rates have been high. 

Most human cases, if not all, have been 
linked to direct or indirect exposure to dead 
or sick poultry. A few cases, particularly in 
family clusters, have been associated with 
food preparation. No case has been 
confirmed among poultry workers or cullers 
so far. No case has occurred following 
consumption of properly cooked meat or 
eggs. One instance of human-to-human 
transmission has been reported in Thailand5. 

The Pandemic Threat: Why  
Are We Concerned Now? 
Since December 2003, the outbreaks of 
highly pathogenic avian influenza (HPAI) 
have been unprecedented. Human cases 
continue to occur in newer areas and 
countries and may do so in the future as 
H5N1 has now become endemic in Asia. 

The host range of H5N1 is expanding; 
outbreaks in animals are occurring among a 
diverse array and varieties of wild birds as 
well as domestic birds such as chicken, 
ducks, geese and animal species such as 
cats, tigers and pigs. The increasing numbers 
of animals infected means that there is a 
greater possibility of human exposure to an 
influenza virus originating from birds and 
animals. Consequently, there is a real 
possibility that human beings may serve as 
the “mixing vessel” for reassortment of avian 
and human influenza genes to produce a 
novel subtype that could trigger a pandemic. 
Moreover, humans living closely with birds 
and pigs increase the possibility of the 
emergence of a reassorted pandemic virus. 

The H5N1 subtype has established 
endemicity in birds in large parts of Asia and 
this heightens the possibility of the 
occurrence of a pandemic. Moreover, recent 
studies show that this virus is progressively 
becoming more pathogenic in poultry 
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although it still retains low transmissibility to 
humans from poultry exposure and even less 
so from human-to-human. The increased 
mortality among migratory birds (ducks, 
geese etc.) suggests a change in the 
characteristic of the virus. The death of more 
than 6 000 migratory birds such as bar-
headed geese in Qinghai Lake earlier this 
year reflect this change. 

Wild migratory birds have traditionally 
played an important role in the spread of 
avian influenza from one country to another 
and across continents. They carry viruses 
over great distances and excrete large 
quantities in their faeces, yet remain perfectly 
healthy. A major concern is the news of 
thousands of migratory birds infected with 
H5N1 avian influenza virus at Qinghai Lake 
in China which may pose a serious risk of 
spreading the disease to South-East Asia, 
India, Myanmar, and Australia. 

The present situation is similar to that 
which led to the 1918 pandemic. Similar to 
the 1918 virus, H5N1 influenza has 
unusually high virulence and, given the 
absence of protective immunity in humans, 
may evolve into a pandemic strain, by 
adapting to humans through mutation or 
reassortment with a human influenza strain. 
The severity of disease is high although case 
fatality is decreasing and cases are 
concentrated in young and healthy people. 
Moreover, the population has had no 
exposure history to an H5 subtype meaning 
thereby that the whole population is totally 
vulnerable to an H5N1-like pandemic virus. 
Studies have documented continued 
evolution of the H5N1 virus since the 
outbreak in Hong Kong in 19976. 

At all levels, concern is growing of an 
imminent threat of an influenza pandemic 
due to the possible development and 
transmission among humans of a mutated 

influenza virus of the current avian strain to 
which human beings have no immunity. 
Should such an event occur, apart from the 
millions of deaths that the pandemic would 
cause, there would be catastrophic socio-
economic consequences. 

The three prerequisites for an influenza 
pandemic to occur are: (1) Emergence of a 
novel virus to which all are susceptible,  
(2) New virus is able to replicate in humans 
and cause disease and (3) New virus is 
transmitted efficiently from human-to-human. 
The H5N1 virus has achieved the first two 
prerequisites and only the last one is yet to 
be achieved. 

Since December 2003, Thailand and 
Indonesia in the South-East Asia Region have 
reported 26 confirmed human cases of 
avian influenza, of which 17 have died7. 
VietNam (91 cases and 41 deaths) and 
Cambodia (4 cases, all died) are the other 
two countries with confirmed human cases of 
H5N1; all four countries account for a 
cumulative total of 121 cases and 62 deaths 
as of 24 October 2005 (Table 1). The 
current overall case fatality rate is 50%.  

Table 1: Current situation of Avian Influenza 
outbreaks:human cases 

January 2004 to 24 October 2005 
(confirmed human cases of H5N1) 

Country/ 
Territory Total cases Deaths 

Thailand 19 13 

Vietnam 91 41 

Cambodia 4 4 

Indonesia 7 4 

Total 121 62 
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Epidemiological patterns have been 
changing during this time in VietNam, the 
country with the longest-running epidemic. 
There has been an increasing number and 
size of clusters and lengthening incubation 
periods; expanding age range from an 
average of 17-30 years in 2004 to 1-80 
years in 2005. Clinical severity has 
decreased with milder disease, lower case 
fatality and more asymptomatic infection in 
close contacts. These changes have been 
accompanied by an increasing pathogenicity 
in avian species. In addition there is the 
unknown possibility that milder cases of 
H5N1 have occurred but have not been 
detected. This would be further evidence of 
adaptation of the virus to human beings, 
indicating thereby that we may now be in the 
pre-pandemic stage. 

To summarize, there is growing evidence 
that the future influenza pandemic is 
imminent. However, nobody can be sure 
when it will happen, how quickly it will 
spread, and what morbidity, mortality and 
economic loss it would exact. Based on the 
existing models it has been forecast that up 
to 25% of the world population may become 
ill and as many as 2 to 7 million people may 
die. Some believe that the pandemic will 
lead to an economic collapse globally. 

Strategies Elements of the Response 
WHO has issued a revised global influenza 
preparedness plan that recommends 
national measures before and during a 
pandemic8. It provides a framework to assist 
countries in developing or updating their 
national influenza preparedness plans. 

The pandemic progression has three 
periods and six phases, from phase 1 which 

is the inter-epidemic phase to phase 6 which 
represents the pandemic phase. At present, 
the world is in phase 3. From the 
programme point of view and to facilitate 
national preparedness and planning, the 
following phases are taken into 
consideration (Table 2): 

• Planning and preparedness phase 

• Emergency or pre-emptive phase 

• Pandemic 

The following areas are critical for 
preparedness and response: 

Effective Outbreak in Containment of Poultry 

The main strategy for preventing the 
emergence of the pandemic virus is to 
reduce the opportunities for human exposure 
to animal viruses with human pathogenicity. 
In fact, large outbreaks in poultry magnify 
the possibility of human infection. Therefore, 
aggressive contain-ment of the outbreaks in 
poultry is considered as pre-requisite for 
prevention of human infection. According to 
FAO/OIE recommendations9, the most 
important intervention for containment of 
outbreak in poultry is the rapid and mass 
destruction or culling of the flocks of infected 
poultry, with poultry vaccination as an 
additional measure, and surveillance and the 
consistent application of infection control 
measures in people who are exposed. 
Among these measures, culling remains the 
most effective intervention and the first level 
of defense. Protection of cullers through 
provision of personal protection equipment 
and where available, vaccinating them with 
seasonal influenza vaccines is 
recommended. 
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Table 2: Preparing for the next influenza Pandemic - 
Phases and Strategic actions 

 Phases Transmission Objectives Strategic actions 

1 Influenza virus 
subtype in 
animals only  

(risk to humans 
low) 

Strengthen 
pandemic 
preparedness at all 
levels 

• Prepare Pandemic 
Preparedness Plan  

• Establish surveillance in 
animals 

• Establish human 
influenza surveillance 

• Establish collaboration 
between human and 
animal sectors 

Inter-
pandemic 
period 
(planning and 
preparedness) 

2 Influenza virus 
subtype in 
animals only  

(risk to humans 
substantial) 

Minimize the risk of 
transmission to 
humans;  

 

Detect and report 
rapidly, if it occurs 

• Enhance animal 
surveillance and 
aggressive response to 
animal outbreaks 

• Strengthen human 
surveillance 

• Stockpile antiviral, PPE 
etc. 

• Strengthen collaboration 
between different 
sectors and 
WHO/OIE/FAO 

• Develop and implement 
risk communication 
strategy 

• Prepare health and 
essential service 
contingency plan 

3 Human 
infection 
(transmission in 
close contacts 
only) 

Ensure rapid 
characterization of 
new virus 

Detect, notify and 
respond to 
additional cases 

Pandemic 
Alert 
(emergency 
and pre-
emptive 
response) 

4 Limited human-
to-human 

Contain the virus or 

• Enhance animal 
surveillance and 
aggressive animal 
outbreak containment  

• Enhance human 
surveillance and 
aggressive outbreak 
management  
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 Phases Transmission Objectives Strategic actions 

spread; small 
clusters 

<25 cases 
lasting <2 
weeks 

delay its spread  

5 Localized 
human to 
human spread; 

Larger clusters 

25-50 cases 
over 2-4 weeks 

Maximum efforts to 
contain or delay the 
spread 

• Early strategic use of 
antivirals 

• Social distancing  

• Implement risk 
communication strategy  

• Issue alert for quick 
implementation of 
health and essential 
service contingency plan 

Pandemic 

(minimizing 
impact) 

6 Widespread in 
general 
population 

Minimize the 
impact of the 
pandemic 

• Implement health and 
essential services 
contingency plan  

• Risk communication; 

• Treat cases and 
contacts with antivirals, 
if available,  

• Social distancing: close 
schools, ban gatherings 

• Administer vaccine if 
available. 

 
Surveillance and Outbreak Management 

A strong surveillance and early warning 
system is required to detect and isolate the 
cases early and to respond quickly and 
effectively. Quick and thorough investigation 
of cases for clinical and epidemiological 
data, ascertaining the mode of transmission, 
and identification of populations at risk is 
essential for devising containment strategies. 
Strengthening of laboratory capacity and 
rapid sharing of laboratory specimens could 
help characterize the virus gene structure 
and genetic changes, if any. 

Sharing Laboratory Samples and Information 

A mechanism (FLUNET), is available for 
rapid and regular sharing of information on 
outbreaks with data on distribution and 
determinants. Similarly, laboratory samples 
will need to be shared with WHO 
Collaborating Centres for characterization of 
the virus genome and to ascertain possible 
assortment. 

Social Distancing and Risk Communication 

A risk communication strategy needs to be 
developed and implemented for 
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dissemination of outbreak information to the 
public as well as to the media. Capacity in 
the area of communication and information 
should be built and information materials 
and messages developed and shared with 
media regularly. In addition, depending on 
the pandemic phase, the social distancing 
approaches should be implemented 
including closing of schools, banning of 
gatherings etc. in order to minimize chances 
of exposure. 

Role of Antivirals in Pre-empting the Pandemic 

Experts believe that there is a possibility to 
pre-empt the pandemic at the source, 
particularly in Asia, if antivirals such as 
oseltamivir were used early and strategically, 
whenever an outbreak occurs in humans, 
together with social distancing. The idea 
would be to snuff the local outbreak, before 
it assumes alarming proportions, through the 
use of antivirals by patients and close family 
contacts within 48 hours of the onset of 
symptoms. Ferguson et al. using modelling 
techniques have projected that stockpiling of 
3 million treatment courses would be 
enough for this purpose10. WHO is 
presently planning to maintain a stockpile of 
30 million doses through donations from 
Roche. Efforts are on to establish 
regional/sub-regional stockpiles of the drug 
with contributions from various countries as 
recommended by ASEAN Health Ministers at 
their meeting in Bangkok in August 2005. 

What is required urgently? 

Political Commitment 

Given that influenza may bring about an 
economic catastrophe, it is essential that 

there is political commitment at the highest 
level to help rally and mobilize support for 
pandemic preparedness and response. Not 
only policy support, the government must 
mobilize resources, both human and 
financial, for planning and implementing a 
comprehensive national plan. 

Multi-sectoral Involvement and Coordination 
Particularly Between Animal and Human Health 

Of critical importance in pandemic 
preparedness is intersectoral planning 
involving partners outside the health sector. 
These partners include other government 
departments such as agriculture, animal 
husbandry and livestock, transport, labour, 
trade, defence, education etc. as well as 
partners in the private sector, including 
industry and nongovernmental organizations. 
While the health sector may play a leading 
role in organizing the human health services, 
the ministry dealing with animal health must 
be involved fully in dealing with poultry 
outbreak management and for institution of 
influenza surveillance in animals. 

Formulation and Implementation of National 
Multi-sectoral Pandemic Preparedness Plans 

Formulation of a multi-sectoral plan is the 
starting point of systematic national response 
to the threat of an avian influenza pandemic. 
The planning requires proper preparations, 
including table-top review, field visits, 
discussions with various stakeholders 
including those dealing with animal and 
human health. Consensus building to 
determine the strategies, policies, 
interventions and broad activities for 
adequately responding to the pandemic is a 
fundamental step. While international 
partners are willing and eager to support this 
exercise, the process of planning should be 
country-led and country-driven. The national 
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plan would not only provide a national 
policy and strategy framework but also serve 
as a tool for mobilizing resources. The plan 
should also include broad activities over a 
five-year period covering both preparedness 
and response aspects as well as projected 
budgets.  

Establishing Programme Management Structure 

To implement a programme, a management 
structure is necessary. Three elements of the 
structure include:  

(a) National steering committee to 
provide broad policy and strategic 
direction. As an advisory group 
consisting of higher level multi-
sectoral representatives, it would 
also have a coordinating and 
monitoring role.  

(b) Technical committee to advise on 
the technical aspects and reporting 
to the steering committee and  

(c) Programme secretariat which would 
be responsible for planning and 
implementation of the national 
preparedness response plan. The 
programme secretariat can be in 
more than one ministry.  

Intercountry and Inter-regional Collaboration 

Adequate response to the global threat 
requires collaboration between countries to 
share information, data, as well as 
laboratory samples. For example, sharing of 
lab samples is crucial for genetic analysis to 
see whether re-assortment has occurred 
signaling the emergence of the pandemic 
virus. Similarly, intercountry and inter-
regional collaboration is needed for sharing 
of expertise and experience among countries 
of the Region as well as across Asia and the 
Pacific. 

Role of WHO and other partners 

WHO/SEARO continues to assist Member 
states in outbreak investigation of avian 
influenza as and when required and by 
sharing information on the latest 
developments through daily outbreak 
updates, newsletters and through website 
updating. 

To facilitate country level pandemic 
preparedness planning, SEARO has 
prepared several tools that are specific to 
countries in the Region. These include 
guidelines and checklists on the step-by-step 
approach to plan preparation11 and a 
generic outline of a national plan in terms of 
policy and strategic framework - all of which 
can help countries in preparing 
comprehensive preparedness and response 
plans. Recognizing that the plan formulation 
should be a country-led process so that 
ownership is at the country level, WHO 
stands ready to assist Member States in 
preparation and finalization of their national 
plans. These plans will also serve as an 
instrument for resource mobilization from 
interested donor agencies. WHO advocates 
and supports a multisectoral approach 
through consensus building with the 
ministries of agriculture, livestock and animal 
husbandry as well as other relevant 
stakeholders and partners including key 
international agencies like FAO and OIE. 
The Communicable Disease Surveillance 
and Response unit in SEARO has constituted 
teams that are on stand by to go to countries 
on missions to assist governments in this 
process. SEARO is continuing to work with 
national authorities in Bhutan, India, 
Indonesia, Maldives, Myanmar and Nepal. 
The national plans will be discussed during 
the donor meeting in collaboration with 
WPRO to be held in November 2005. 
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In addition to the global stockpile at HQ 
level of 3 million doses, WHO is also 
creating a regional stockpile of antivirals to 
quickly respond to country requests for rapid 
deployment to contain outbreaks and delay 
spread of the virus. Guidelines are also 
being developed on stockpiling of antivirals. 

The Regional Office is undertaking new 
initiatives to assess the capacity for vaccine 
and drug production in countries in the 
Region. Preparation of pandemic plans 
would create demand and could encourage 
both the public and private sectors in the 
Member countries to take initiatives towards 
drugs and vaccine development and 
production. While a meeting on pandemic 
preparedness is being held in November 
2005, one on zoonosis is planned for early 
next year. Training courses on outbreak 
management, clinical management, and on 
laboratory diagnosis are also planned. 

The report on the threat of avian 
influenza pandemic presented to the World 
Health Assembly in 2005 highlights the fact 
that “conditions favouring the emergence of 
a pandemic are […] increasingly being met” 
and that there is an urgent need for every 
Member State to “undertake or intensify 
preparedness activities”12. Although the 
revised International Health Regulations (IHR 
2005) were adopted at the World Health 
Assembly this year11 they do not come into 
effect until June 2007. Nevertheless, country, 
regional and global response to the 
pandemic threat should be in synergy with 
the new IHR.  

The South-East Asia and Western Pacific 
Regional Offices have developed an Asia 
Pacific Strategy for Emerging Diseases12 
which recognizes the interconnectedness 
among all the countries in this part of the 
world and that health protection from 

emerging threats, such as avian influenza, is 
only as strong as the weakest link. The 
strategy outlines the need to build and 
strengthen core capacities in member 
countries for effective preparedness 
planning, prevention, prompt detection, 
characterization, containment and control of 
emerging infectious diseases, through 
effective partnerships. This inter-regional 
strategy is another means of raising the level 
of concern and enhancing country and 
regional capacity for preparedness in the 
event of a pandemic. Collaboration is being 
strengthened with partners including FAO 
and OIE. Both the Asia Pacific Strategy on 
Emerging Diseases and the IHR were 
adopted as resolutions at the 58th Session of 
the Regional Committee for South East 
Asia15. 

Conclusions 
Avian Influenza is an unprecedented 
challenge for Asia. Meeting this challenge 
and pre-empting the pandemic at the source 
calls for national preparedness in all 
Member countries as a matter of urgency. 
The national pandemic influenza 
preparedness plans must be developed in 
close collaboration with and involvement of 
all relevant sectors, most importantly animal 
and human health. This critical planning 
process will allow countries to assess their 
own strengths and weaknesses and give 
them a chance to institute necessary 
measures such as aggressive outbreak 
containment in poultry; enhancing animal 
and human surveillance; sharing information 
and laboratory materials; strategic 
stockpiling of antivirals and personal 
protective equipment (PPE); building 
partnerships with national and international 
partners; and strengthening health system 
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and human resource capacity. While there 
are all indications that a pandemic is 
imminent, there is no way of knowing when 
or where it will strike – all we can do is be 

prepared for it. Clearly, an effective and pre-
emptive response in Asia could prevent the 
global pandemic! 
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Progress of Leprosy Elimination in the 
South-East Asia Region 
Derek Lobo* and Jai P. Narain** 

 
Introduction 
Leprosy is an important public health 
problem which fortunately is now on the 
threshold of being eliminated. Presently, only 
a few countries have prevalence in excess of 
1 per 10 000 population. These include 
three countries in the South-East Asia (SEA) 
Region, six countries in Africa, and Brazil in 
Latin America. The 2005 represents a 
landmark year in the history of leprosy -the 
year global elimination of leprosy is expected 
to be achieved including in India. 

The Evolving Situation of Leprosy  
in the SEA Region 
The SEA Region traditionally bears the 
highest burden of leprosy, with India being 
the country with the highest disease burden. 
The Region is however steadily moving 
towards achieving the goal of elimination of 
leprosy as a public health problem i.e. 
prevalence < 1 case per 10 000 population. 
The regional leprosy prevalence has 
declined from 4.6/10 000 population in 
1996 to 1.03/10 000 population as of 
August 2005. The Regional new case 
detection has declined from a peak of 
47.76/ 100 000 population in 1998 to 
17.94/ 100 000 population as of March 
2005 (Figure 1). 

The decline in prevalence and new case 
detections has been most dramatic in India 
during the last three years. Prevalence 
declined from 4.2/10 000 population in 
2002 to 1.19/10 000 population as of 
August 2005. The new case detections 
declined from 57.5/ 100 000 population in 
2002 to 23.40/ 100 000 population as of 
March 2005 (Figure 2). These reductions are 
mainly due to:  

• Minimization of ‘operational factors’ 
such as wrong diagnosis, re-
registration of cases, delayed 
treatment completion, over-
treatment etc; the national 
programme mounted vigorous 
efforts to prevent and minimize the 
operational factors and improve the 
quality of diagnosis;  

• Better treatment compliance rates, 
and 

• Regular updating of registers. 

Among the 11 countries of the Region, 
India, Nepal and Timor-Leste are yet to 
achieve elimination, with PR of 1.19, 2.01 
and 3.9/10 000 population respectively, as 
of August 2005. The remaining eight 
countries have achieved and sustained the 
elimination goal at the national level. 

 

* Regional Advisor, Leprosy and other Priority Diseases, WHO/SEARO 
** Director, Department of Communicable Diseases, WHO/SEARO 
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The prevalence and new case detection 
declined in all countries in 2004 compared 
to 2003, except in Indonesia, where the 
annual new case detection has remained 
static around 15 000 cases over the last four 
years. The decline was most significant in 
India with 44% reduction in prevalence and 
29% decline in new case detections, due to 
vigorous efforts in minimizing ‘operational 
factors’ which were influencing the indicators 
previously.  

Bangladesh, Bhutan, DPR Korea, 
Indonesia, Maldives, Myanmar, Sri Lanka 
and Thailand have sustained the elimination 
at national level and are targeting sub-
national-level elimination. Bangladesh and 
Myanmar have achieved sub-national 
elimination at the second administrative unit 
i.e. all six divisions in Bangladesh and all 17 
states/divisions in Myanmar. Thailand has 
achieved elimination in 75 of the 76 districts, 
Sri Lanka in 21 of the 25 districts and 
Indonesia in 18 of the 30 provinces. 
Maldives reported only eight cases in 2004 
and Bhutan has been reporting less than 20 
cases annually for the last five years, most of 
them multi-bacillary (MB) cases. 

The Region, including the three 
remaining countries - India, Nepal and 
Timor-Leste – is making concerted efforts to 
achieve the goal by December 2005. From 
current trends, India is likely to achieve the 
goal, and Nepal may be able to achieve the 
goal or come very close to achieving it. 
However, Timor-Leste with a prevalence of 
3.9/10 000 population as of August 2005, 
is in danger of not achieving the goal. 

Leprosy Elimination Programme: 
A success story 
The leprosy elimination programme 
spearheaded by WHO is one of the success 

stories in the global health field. Thanks to 
the WHO-recommended multi-drug therapy 
(MDT) which was initiated in phases in most 
countries by mid-1980s, there has been a 
dramatic decline of prevalence and new 
case detections worldwide, including in the 
SEA Region. 

Major Achievements in the SEA Region 
(1) Eight of the 11 countries in the SEA 

Region have achieved the leprosy 
elimination goal; the three countries 
yet to achieve elimination, India, 
Nepal and Timor-Leste are making 
concerted efforts to attain 
elimination by December 2005;  

(2) India, the country with the highest 
burden of leprosy globally as well as 
in the Region is expected to attain 
the elimination target by December 
2005;  

(3) Over a 20-year period: 1985-
2005, the prevalence rate has 
declined by 95% in the SEA Region. 
There has also been a steady 
decline in new case detections, 
particularly in the past five years; 

(4) The deformity rate among new 
cases has also declined dramatically 
from >10% in 1985 to around 2% 
at present; 

(5) Increased community awareness has 
resulted in decreased stigma and 
discrimination and better acceptance 
and integration of cured persons 
into the community; and 

(6) Of the nearly 14.5 million cases 
cured globally with MDT, about 
12.6 million were from the SEA 
Region, more than 11 million of 
them from India. Thus the Region 
has made significant contribution to 
the reduction in the global leprosy 
burden. 
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Table: Trends in the number of new leprosy cases detected, 2001–2004, by WHO region 
(excluding the European Region) 

No. of new cases detected 

WHO Region 2001 2002 2003 2004 

African 39 612 48 248 47 006 46 918 

Americas 42 830 39 939 52 435 52 662 

South-East Asia 668 658 520 632 405 147 298 603 

Eastern Mediterranean 4 758 4 665 3 940 3 392 

Western Pacific 7 404 7 154 6 190 6 216 

Total 763 262 620 638 514 718 407 791 

 
Future of Leprosy Elimination 
and Challenges 

The Future scenario 

In the early part of the period 2006-2010, 
even with sustained elimination at national 
levels, about 100 – 200 000 new cases are 
expected to be detected annually in the 
Region; nearer 2010, the figure is expected 
to be about 100 000. In addition, a 
substantial number of cured persons with 
disabilities will continue to need care and 
rehabilitative services, and in view of the low 
endemic situation in most countries, there is 
risk of declined political commitment, 
decreased resources and insufficient capacity 
for timely detection and treatment of cases. 

Issues and Challenges 

• Sustaining political commitment and 
ensuring adequate resources in 
order to sustain elimination at 

national level, progress towards 
sub-national elimination and further 
reduce the burden of leprosy; 

• Strengthening integration of leprosy 
services into the general health 
system through capacity building 
and skill development, in order to 
ensure quality of diagnosis; 

• Ensuring wider coverage of leprosy 
services, especially in the currently 
under-served population groups, 
such as remote rural areas, urban 
slums, and migrant labour; 

• Increasing community awareness 
through sustained advocacy and 
information, education and 
communication (IEC) activities to 
promote voluntary case detection 
and to decrease the stigma; 

• Preventing discrimination, displace-
ment, and human rights abuses of 
the leprosy affected, and ensuring 
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community-based rehabilitation and 
integration of cured/disabled leprosy 
patients into the community, and 

• Streamlining the MDT supply and 
stock management at all levels, 
considering the low endemic 
situation. 

Goal and Objectives (2006 - 2010) 
The goal for all countries of the Region is to 
sustain leprosy services and to further reduce 
the burden of leprosy by reducing the annual 
new case detection rate to less than 10/100 
000 population for the Region as well as 
each country, by 2010. 

The objectives are to: (i) Sustain 
elimination at national level and achieve 
sub-national-level elimination at the 
administrative level and time-frames, to be 
determined by each country; (ii) Progressively 
reduce annual new case detections through 
timely case detection, prompt treatment and 
achievement of high cure rates, and (iii) 
Ensure and sustain quality leprosy services. 

Key Elements of the Strategy 
• Strengthening integration of leprosy 

into the general health system 
through capacity building of 
programme managers and general 
health staff at various levels, to 
provide quality leprosy services; 

• Sustaining quality leprosy services by 
ensuring timely case detection, 
quality of diagnosis and treatment, 
prevention and efficient management 
of disabilities and achieving high 
cure rates; 

• Supporting intensified activities in 
countries or areas within countries 
which are highly endemic or areas 
or population groups which are 
under-served; 

• Providing free supply of MDT to all 
countries of the Region and assist 
the countries in MDT stock and 
supply management; 

• Ensuring effective supervision, 
monitoring and evaluation;  

• Supporting IEC/advocacy activities in 
order to further increase awareness 
on leprosy, and to reduce the 
stigma attached to it;  

• Strengthening and promoting 
partnerships, and 

• Promoting research aiming at 
improved tools, better approaches 
and cost-effective implementation. 

The strategy would allow sufficient 
flexibility for adoption of innovative 
approaches, adaptation to local conditions, 
and improved implementation process. 

Main Indicators 
These include: 

• Annual New Case Detections per 
100 000 population: For all 
countries, with the proviso that the 
quality of new case detections 
should be ensured and closely 
monitored; 

• Registered Prevalence rate per 
10 000 population: For countries 
which are yet to achieve elimination 
and large countries which have 
already decided on prevalence as 
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an indicator for achieving sub-
national level elimination. Once the 
pre-determined sub-national level 
elimination is achieved, the primary 
indicator should be annual new 
case detections; 

• Treatment completion/cure rates: A 
satisfactory treatment completion 
rate is an indication of good 
counselling, acceptability of the 
treatment, good follow-up and 
client satisfaction. All attempts 
should be made to ensure that MDT 
is completed within the prescribed 
duration of six months for PB and 
12 months for MB. 

Expected Outcomes By 2010 
• Annual new case detections will be 

less than 10/100 000 population 
regionally and in all endemic 
countries; 

• National-level elimination sustained 
and sub-national elimination up to 
pre-determined administrative units 
achieved in all countries with 
prevalence less than one per 10 
000 population as an indicator, and 

• Quality leprosy services within the 
general health system available and 
sustained in all countries. This 
would include improved quality of 
diagnosis and greater attention to 
prevention and care of disabilities. 

Role of the World Health Organization 
The success of the strategy and its 
implementation will depend on a global and 
regional partnership between all 

stakeholders, with national governments 
assuming a leadership role, and on a shared 
ownership by all partners. WHO will function 
as a facilitator for smooth functioning of the 
partnership and provide necessary technical 
inputs. It is expected that such a partnership 
will sustain the commitment for leprosy 
elimination at all levels, ensure allocation of 
required additional resources, ensure free 
supply of MDT drugs and materials, facilitate 
effective implementation of activities and 
establish an effective monitoring, supervision 
and evaluation mechanism. 

The specific WHO inputs would include 
providing technical assistance to endemic 
countries in the planning, development, 
implementation and monitoring of country- 
specific plans of action and specific needs of 
countries; the priority for placement of 
technical staff will be countries which are 
currently detecting substantial number of 
new cases annually – Bangladesh, India, 
Indonesia, Nepal, and Myanmar; and 
intensified efforts in Timor-Leste which is at 
risk of not achieving the leprosy elimination 
goal by 2005. 

Management training and capacity 
building of general health staff in all 
countries would remain a critical input 
including for conducting leprosy elimination 
monitoring (LEM) and Case Validation 
exercises in specific countries to monitor the 
progress of leprosy elimination and ensure 
quality of diagnosis. Free and uninterrupted 
MDT supply and supporting capacity 
building in drug supply management are 
necessary for the success of the programme. 

Similarly, advocacy with policy-makers, 
senior functionaries in ministries of health 
and in other ministries, such as Education, 
Social Welfare and Rehabilitation, etc. with 
bilateral/ multilateral development partners, 



 

Regional Health Forum – Volume 9, Number 2, 2005 27 

NGOs and private sector, and development 
of IEC materials and resource mobilization 
plans and their implementation continue to 
remain a high priority. So is the advocacy for 
repealing outmoded legislation discriminating 
people affected by leprosy in relation to 
employment, marriage and travel, etc. 

The other areas of WHO support 
include supporting programme reviews at 
various levels, maintaining regional 
surveillance and geographic information 
systems (GIS) and trend analysis, supporting 
operational research, and sharing scientific 
information and data. 

Fortunately, the political commitment 
continues to be sustained in all countries and 
leprosy elimination efforts are integrated into 
the general health services. 

WHO will continue to provide technical 
support to Member States to achieve 
national and sub-national elimination, 
continue the free supply of MDT and assist 
countries in mobilizing the required 
resources and in strengthening partnerships. 
The Novartis Foundation for Sustainable 
Development has formally communicated to 
WHO that the free supply of drugs will 
continue until 2010. Drugs will be provided 
to all endemic countries through WHO. 

With improved attention to quality of 
diagnosis and minimization of ‘operational 
factors’, particularly in India, WHO is 
hopeful that the SEA Region, including India 
could achieve the elimination goal as 
targeted, by December 2005.  

Bibliography 
1. World Health Organization – WHO Expert 

Committee on Leprosy – Seventh Report, 
Technical Series Number-874; Geneva, 1998. 

2. World Health Organization – The final push 
towards Elimination of leprosy, Strategic Plan: 
2000-2005. 

3. Report of the Sixth Meeting of the WHO 
Technical Advisory Group on Elimination of 
Leprosy (WHO/CDS/CPE/CEE/2004.41), 
WHO, Geneva, 2004. 

4. WHO SEARO – The Regional Technical Advisory 
Group for Leprosy Elimination – Report of the 
First Meeting, New Delhi, 11 October 2004 
(SEA-LEP-157). 

 

5. WHO SEARO – The Regional Technical Advisory 
Group on Leprosy Elimination – Draft Report of 
the Second Meeting, New Delhi, 12-13 May 
2005.  

6. Park’s Text book of Preventive and Social 
Medicine, 17th Edition, Edited by K Park M/s 
Banarasidas Bhanot Publishers 2003 

7. Leprosy, Edited by Robert C Hastings, Churchill 
Livingstone Publishers, 1989. 

8. Bulletin of the Leprosy Elimination Alliance 
January- June 2005 Vol-5, Nos.1and 2 



 

28 Regional Health Forum – Volume 9, Number 2, 2005 

Noncommunicable Diseases 

Does Waist-Hip Ratio Matter? – A Study in Rural India 
PR Deshmukh*, C Maliye*, SS Gupta*, MS Bharambe*,  
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Abstract 

Introduction 

Higher abdominal fat is known to be a significant risk factor for hypertension and other related 
metabolic disorders. Overweight and obesity are important determinants of health as WHO 
has already identified them as one of the ten leading risk factors globally. 

Methodology 

A cross-sectional study was carried out to evaluate the utility of waist-hip ratio against the body 
mass index (BMI) as far as hypertension is concerned. A two-stage sampling method (cluster 
sampling method followed by systematic sampling method) was used to select the households. 
All household members aged 18 years and above, and present at the time of the team’s visit 
were included in the study. 

Results 

One in twenty (5.1%) of the study population were categorized as overweight as per BMI 
criteria while 27.0% of them were overweight as per the waist-hip ratio. Similarly, 11.3% of 
hypertensives had BMI of 25 or more while 38.5% of hypertensives had a waist-hip ratio equal 
to or more than the cut-off point, i.e. 0.8 for females and 0.9 for males. In all the stratas of 
BMI, hypertension was significantly higher in individuals having a waist-hip ratio higher than 
the cut-off point. The same was true for the mean blood pressure. 

Conclusion 

The study emphasizes the need for using the waist-hip ratio for assessing the risk of 
hypertension in populations where majority of the population is thin as traditionally measured 
by BMI. 

Keywords: Waist-hip Ratio; BMI; Hypertension; Body Fat, Central Obesity 

 
Introduction 
The World Health Report, 2002 “Reducing 
Risks, Promoting Healthy Life” has identified 

obesity as one of the ten leading risk factors, 
globally. This and most of the other risk 
factors identified are strongly related to 
patterns of living and particularly to food 
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consumption. Overweight and obesity are 
important determinants of health and lead to 
adverse metabolic changes, including 
increases in blood pressure, raised 
cholesterol levels and increased resistance to 
insulin. This metabolic syndrome is 
associated with an increased risk of coronary 
heart disease, stroke, diabetes mellitus and 
many forms of cancer1. 

The body mass index, or BMI (weight in 
kilograms divided by the square of the height 
in meters), is recommended by the World 
Health Organization as the most useful 
epidemiological measure of obesity1. It is 
however a crude index that does not take 
into account the distribution of body fat, 
resulting in variability in different individuals 
and populations2. 

Higher abdominal fat (android obesity) 
is known to be a greater risk factor than 
accumulation of body fat around the hips. 
Android obesity is associated with 
hypertension, hyper-triglyceridemia, hyper-
insulinemia and diabetes3,4,5. The waist-hip 
ratio is used as an indicator of this type of 
body-fat distribution. The waist–hip ratio is 
the preferred measure of obesity for 
predicting cardiovascular disease, with more 
universal application in individuals and 
population groups of different body builds. 
Benchmark studies of waist–hip ratio as 
dominant cardiovascular risk factors were 
reported in Swedish men and women in 
19842. 

This paper evaluates the utility of the 
waist-hip ratio as compared with BMI, to 
identify hypertensives. 

Methodology 

Study design and setting 
A cross-sectional study was carried out in the 
catchment areas of two Rural Health 
Training Centres (RHTC) of the Department 

of Community Medicine, MGIMS, Sewagram; 
namely Bhidi and Anji through house-to-
house visits by a team of trained doctors and 
social workers. All household members aged 
18 years and above, and present at the time 
of the team’s visit were included in the study. 

Sampling design 
A two-stage sampling method was used to 
select the respondents’ households. In the 
first stage, a 30-cluster sampling method 
was used to identify 30 clusters in each 
RHTC area separately. Each PHC area was 
divided into 30 clusters. In the Bhidi RHTC 
area, we identified 16 households per cluster 
and in the Anji RHTC area, we identified 32 
households per cluster vis-à-vis seven 
respondents used in EPI to reduce the 
sampling error due to heterogeneity of the 
attribute under study. 

In the second stage, the systematic 
sampling method was used to identify the 
required number of households in each 
cluster so that we get the representation from 
the whole cluster. All households in the 
cluster were listed and the number of 
households was divided by the required 
number of households (16 in Bhidi and 32 in 
Anji) to get the sampling interval. The 
households thus selected were included in 
the study. All family members 18 years and 
above and present at the time of the team’s 
visit were the study subjects. The team 
carried out the study in the morning and 
evening to maximize participation rates. 

Measurement of blood pressure and 
anthropometry 
The individuals under study were interviewed 
and blood pressure was measured as per 
WHO guidelines. Body weight was 
measured (to the nearest 0.5 kg) with the 
subject standing motionless on the weighing 
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scale, and with the weight distributed equally 
on each leg. Height was measured (to the 
nearest 0.5 cm) with the subject standing in 
an erect position against a vertical scale and 
with the head positioned so that the top of 
the external auditory meatus was level with 
the inferior margin of the bony orbit 
(Frankfurt’s plane). WHO criteria were used 
for classification of the BMI6. The waist 
circumference was measured around the 
narrowest point between the ribs and the 
hips when viewed from the front after 
exhaling. The hip circumference was 
measured at the point where the buttocks 
extended the maximum, when viewed from 
the side. Two consecutive recordings were 
made for each site to the nearest 0.5 cm on 
a horizontal plane without compression of 
skin. The mean of the two sets of values was 
used2. The cut-off used for the waist-hip ratio 
(WHR) for males was 0.9 and for females it 
was 0.8 to define obesity5. 

Data entry and analysis 
The anthropometric data were entered and 
analysed by using EPI-INFO 6.0. Proportions 
were expressed as percentages. The t-test 
was used to compare means. And, p < 0.05 
was taken as the level of significance. 

Results 
As per the BMI criteria, only 5.1% of the 
study population was overweight, while as 
per the waist-hip ratio, 27.0% of the study 
population was overweight (Table 1). Out of 
1 391 study subjects who were thin (BMI 
<18.5), 15% had a waist-hip ratio more 
than the cut-off point. The proportion 
increased as the BMI increased. It was 
35.9% in the normal study population (BMI 
of 18.5 and more and <25) and 71.9% in 
overweight (BMI of 25 or more) subjects 

(Table 2). The mean systolic blood pressure in 
males was 120.20+15.59 as against 
118.35+15.70 in females. The difference 
was statistically significant (p=0.003) (Table 
4). The mean diastolic blood pressure was 
also significantly higher in males than 
females (77.63+10.65 in males versus 
76.06+10.53 in females) (Table 5). 

Only 11.3% of hypertensives had a BMI 
of 25 or more, while 38.5% of the 
hypertensives had a waist-hip ratio equal to 
or more than the sex-specific cut-off i.e. 0.8 
for females and 0.9 for males (Table 1). 
Among the thin subjects, 18.8% of 
hypertensives had a waist-hip ratio equal to 
or more than the sex-specific cut-off. The 
proportion increased as the BMI increased. It 
was 30.2% in subjects with normal BMI and 
48.0% among overweight subjects (Table 2). 
The difference was statistically significant in 
all the three strata of BMI. Out of 493 
hypertensives in the traditionally low-risk 
population (BMI<25), 33.7% had WHR 
higher than the sex-specific cut-off. The 
proportion of hypertensives having higher 
WHR increased as age increased (p<0.05) 
and was higher among hard workers than 
sedentary workers (p<0.05). It did not differ 
significantly with sex and level of education 
(Table 3). The mean systolic blood pressure 
was higher in those with waist-hip ratio 
equal to or more than the sex-specific cut-
off for all the three categories of BMI. The 
difference was statistically significant. The 
mean diastolic blood pressure was also 
higher in these subjects but the difference 
was not statistically significant except for the 
category of BMI between 18.5 to 24.99 
(Table 4). The difference in mean systolic 
blood pressure was more profound in men 
than females for all categories of BMI 
(Table 5). The same was true for the mean 
diastolic blood pressure (Table 6). 
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Table 1: Distribution of overweight and hypertension 

Variable 
Number examined(%) 

(n=2 700) 
Hypertensive(%) 

(n=556) 

Body Mass Index 
 <25 
 >25 

 

2 561(94.9) 
139(5.1) 

 

493(88.7) 
63(11.3) 

Waist-hip ratio 
 < cut-off1 
 > cut-off2 

 

1 972(73.0) 
728(27.0) 

 

342(61.5) 
214(38.5) 

Table 2: Distribution of hypertensives stratified by BMI and WHR 

Variable 
Number  

examined(%) 
(n=2 700) 

Hypertensive 
(n=556) 

Percentage p-value 

Body Mass Index <18.5 

 WHR> cut-off2 

 

208(15.0) 

 

40 

 

18.8% 

 

0.033 

 WHR< cut-off1 1 183(85.0) 161 13.7%  

 Total 1 391(100) 201 14.5%  

Body Mass Index >18.5 & <25.0 

 WHR> cut-off2 

 

420(35.9) 

 

127 

 

30.2% 

 

0.001 

 WHR< cut-off1 750(64.1) 165 22.0%  

 Total 1 170(100) 292 25.0%  

Body Mass Index >25.0 

 WHR> cut-off2 

 

100(71.9) 

 

48 

 

48.0% 

 

0.0004 

 WHR< cut-off1 39(28.1) 15 38.5%  

 Total 139(100) 63 45.3%  

1WHR cut-off points: Male (<0.9) and Females (<0.8) 
2WHR cut-off points: Male (>0.9) and Females (>0.8) 
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Table 3: WHR and hypertension profile of population having BMI<25 

WHR profile Hypertension profile 
Variable 

Total WHR >cut-off2 Total WHR >cut-off2 

Age     

18-24 534 98(18.4) 63 9(14.3) 
25-44 1 271 271(21.3) 196 49(24.0) 
45-59 493 164(33.3) 138 76(55.1) 
>60 263 96(36.5) 96 50(52.1) 

Sex*     

Male 1005 188(18.7) 205 62(30.2) 
Female 1556 441(28.3) 288 104(36.1) 

Education*     

Illiterate 553 154(27.8) 141 49(34.8) 
Upto Middle 605 160(26.4) 114 46(40.4) 
>Middle 1403 315(22.5) 238 71(29.8) 

Occupation**     

Hard work 1155 335(29.0) 219 89(40.6) 
Moderate work 301 80(26.6) 81 30(37.0) 
Sedentarywork 1105 214(19.4) 193 47(24.4) 

Overall 2561 629(24.6) 493 166(33.7) 

* p<0.05 for WHR profile 
** p<0.05 for WHR profile and hypertension profile 

Table 4: Mean blood pressure levels stratified by BMI and WHR 

Variable Number 
Systolic BP 

(mean +SD) 
p-value 

Diastolic BP 

(mean +SD) 
p-value 

Body Mass Index <18.5 
 WHR> cut-off2 
 WHR< cut-off1 

 
208 

1 183 

 
118.1+16.4 
115.8+12.6 

 
0.02 

 
75.0+10.3 

74.6+9.7 

 
0.525 

Body Mass Index >18.5 & <25.0 
 WHR> cut-off2 
 WHR< cut-off1 

 
420 
750 

 
124.4+19.3 
118.5+14.3 

 
0.001 

 
79.2+11.0 
77.5+10.2 

 
0.008 

Body Mass Index >25.0 
 WHR> cut-off2 
 WHR< cut-off1 

 
100 
39 

 
133.7+19.4 
126.4+13.1 

 
0.033 

 
85.4+13.1 

83.4+9.1 

 
0.383 

1WHR cut-off points: Male (<0.9) and Females (<0.8) 
2WHR cut-off points: Male (>0.9) and Females (>0.8) 
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Table 5: Sex-wise mean systolic blood pressure levels stratified by BMI and WHR 

Men Women 

Variable 
Number 

Systolic BP 
(mean+ SD) 

p-value Number 
Systolic BP 

(mean +SD) 
p-value 

Body Mass Index <18.5       

WHR> cut-off2 42 124.7+18.4 0.001 166 116.5+15.5 0.246 
WHR< cut-off1 476 116.7+11.7  707 115.2+13.2  

Body Mass Index >18.5 
and <25.0 

      

WHR> cut-off2 146 125.9+19.5 0.002 274 123.6+19.2 0.0005 
WHR< cut-off1 341 119.5+15.1  409 117.8+13.5  

Body Mass Index >25.0       

WHR> cut-off2 40 135.2+19.2 0.112 60 132.6+19.7 0.196 
WHR< cut-off1 14 125.8+12.4  25 126.7+13.7  

Overall 1059 120.2+15.6  1641 118.4+15.7 0.0003 

1WHR cut-off points: Male (<0.9) and Females (<0.8) 
2WHR cut-off points: Male (>0.9) and Females (>0.8) 

Table 6: Sex-wise mean diastolic blood pressure levels stratified by BMI and WHR 

Men Women 

Variable 
Number 

Systolic BP 
(mean+ SD) 

p-value Number 
Systolic BP 

(mean +SD) 
p-value 

Body Mass Index <18.5       

WHR> cut-off2 42 79.9+10.6 0.001 166 73.9+9.8 0.65 

WHR< cut-off1 476 75.1+9.0  707 74.2+10.1  

Body Mass Index >18.5 
and <25.0 

      

WHR> cut-off2 146 79.7+11.3 0.307 274 78.9+10.8 0.004 

WHR< cut-off1 341 78.6+10.4  409 76.6+9.9  

Body Mass Index >25.0       

WHR> cut-off2 40 86.5+12.7 0.304 60 82.9+13.2 0.11 

WHR< cut-off1 14 82.3+10.8  25 83.9+8.3  

Overall 1059 77.6+10.7  1641 76.1+10.5 0.0003 
1WHR cut-off points: Male (<0.9) and Females (<0.8) 
2WHR cut-off points: Male (>0.9) and Females (>0.8) 
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Discussion 
The present study showed that the 
prevalence of overweight was only 5.1% as 
per BMI, which is a cornerstone in clinical 
practice and international investigation in 
the present era. As per the waist-hip ratio, 
the prevalence was 27.0%. Dalton et al.7 
also reported that BMI and WHR identified 
different proportions of the population, as 
measured by both the prevalence of obesity, 
and cardiovascular disease risk factors. 
Only 11% of hypertensives had a BMI of 25 
or more while 38.5% of hypertensives had a 
BMI which was more than normal. Carneiro 
et al.8 also reported a similar finding. 

In the present study, the mean systolic 
blood pressure was higher in subjects with 
more than the normal waist-hip ratio for all 
the three categories of BMI and for both the 
sexes. Similarly, the proportion of hypertensives 
was significantly higher in subjects with more 
than the normal waist-hip ratio for all the 
three categories of BMI. Sayeed et al.9 
reported that the prevalence of diabetes and 
hypertension increased significantly with 
higher quintiles of BMI and WHR. Welborn 
et al.2 reported waist-hip ratio as being 
superior to other indices of obesity in 
determining the future risk of death from 
CVD or CHD. Svec et al.10 reported that due 
to the positive association between a high 
waist-hip ratio and hypertension, the waist-
hip ratio had been recognized as the 
substantial component in the assessment of 
cardiovascular disease risk factors. Many 
studies have shown the relationship between 

central fat distribution as measured by high 
waist-hip ratio and high blood pressure10, 11, 

12, 13. Hence people with a high waist-hip 
ratio are at a higher risk of cardiovascular 
disease and stroke as high blood pressure is 
an independent risk factor for both these 
conditions. Central obesity is an important 
risk factor for the development of metabolic 
syndrome and hence for diseases like 
hypertension and diabetes. Though BMI 
measures overall obesity with good 
relationship to fat content, it neglects body 
fat distribution. The waist-hip ratio “catches” 
the central obesity5. Hence it is an important 
risk factor to be considered even in thin and 
normal people as per BMI. This is important 
especially in Indians who are fatter 
compared to their Western counterparts for 
whom lower cut-offs of BMI are being 
advocated14. Thus, an individual who has 
been misclassified according to BMI may 
benefit from the measurement of body 
composition15. 

Conclusion 
The study emphasizes the need for using the 
waist-hip ratio for assessing the risk of 
hypertension especially in communities 
where the majority population is thin as 
traditionally measured by the BMI. In these 
communities, BMI misclassifies individuals 
(24.6% in the present study) with BMI <25. 
The use of waist-hip ratio may therefore 
benefit such individuals (33.7% in the 
present study) by rightly classifying them as a 
high-risk category. 
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Health Systems Development 

Role of Public Health in Economic Development 
by 

Dr U Than Sein* and Dr KCS Dalpatadu** 

Introduction 
WHO’s South-East Asia Region consists of 
11 Member State. While the determinants of 
health in the countries of the Region are 
varied and complex including different 
population growth rates, economic develop-
ment, cultural practices, environmental 
factors, and social settings, there are several 
commonalities in terms of the unfinished 
agenda and challenges. The Region bears a 
significant share of the global burden of 
diseases, partly due to the sheer size of its 
population, exceeding 1.5 billion, and the 
low social and economic status of a large 
proportion of the population. 

Parliamentarians from the Asia and 
Pacific regions at their regional conference 
on economic crisis and its impact on health, 
held in Jakarta in December 1998 had 
noted that pursuing health and well-being in 
the era of globalization, and, particularly in 
the period of an economic crisis was one of 
the noble objectives of every government. 
The relationship of economic growth and 
social development with health had been 
seen during the period of economic turmoil 
during the late 1990s in most countries of 
the Region. This had led to decreasing 
public revenues leading to a drastic 
reduction in public health, inability to pay for 
imported materials which ultimately led to 
shortages and higher prices of medicines 
and other medical supplies. 

During the last few decades, the process 
of liberalization has been very active 
globally, more than ever before. The use of 
computers, e-mail, cellular phones, 
increased travel and the mass media have 
brought countries and people closer. The 
progress in information and communication 
technology has been unprecedented. 
Economic reforms, democratization and 
liberal trade agreements have been 
revolutionary. In the field of health, the 
progress has been dramatic. Smallpox and 
guinea worm disease were eradicated from 
the Region, while polio is near eradication, 
and the leprosy elimination target for the 
Region is within reach by 2005. 

Globalization and rapid trade 
liberalization, however, have generated 
numerous problems. While the rich are 
becoming richer, the poor are getting poorer 
in most countries, with the gap between rich 
and poor increasing. No doubt, 
developments in health technology are 
remarkable, but the costs involved are high 
and out of reach for the common man. The 
lack of capacity to pay for the high costs of 
medicines and health care only increases the 
frustration. Globalization is also leading to a 
change in eating habits and lifestyles. 
Affluence is bringing with it increased stress 
in day-to-day life, widespread use of 
alcohol, tobacco and drugs and 
consumption of unhealthy foods. 
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There is increased environmental 
degradation with the rapid population 
growth, increased urbanization and depletion 
of our natural resources. Rapid travel and 
increased migration along with globalization 
of the food industry has considerably 
enhanced the risk of spread of epidemics 
and non-infectious diseases. The emergence 
of outbreaks of plague, Ebola virus, Mad 
Cow disease, Foot and mouth disease, 
virulent cholera, Avian Influenza (Bird Flu), 
SARs, Nipah virus, and meningitis in recent 
years reminds us of the global, regional and 
national threats from diseases, and also 
underlines the importance of global health 
security. 

The South-East Asia Region is also 
prone to repeated occurrences of natural 
and man-made disasters. The earthquake 
and Tsunami of December 2004 had a 
major impact on health and development. In 
addition to the hundreds of thousands of 
people who died in the disaster, billions of 
dollars were lost on properties and 
businesses. In addition, the health, mental 
and social wellbeing of millions of people 
who were internally displaced or lost their 
family members has been severely affected. 

In order to strengthen essential public 
health functions, and to mobilize additional 
funding for investment in the public health 
sector the countries need to strengthen or 
enhance their policy actions to combat ill-
health and look at alternate mechanisms for 
health care financing to achieve universal 
coverage and to develop healthy societies. 
This paper highlights the importance of 
public health which will give better dividends 
in terms of economic development leading 
to a reduction in the burden of diseases 
related to poverty and ill health. The focus is 
on why the policy makers and legislators 

need to critically review the policies and 
legislations across the ministries/sectors that 
have implications and contribute to the 
health of the people. The paper also 
emphasizes the need for enhancing 
advocacy for higher investment in health, not 
necessarily in the traditional health sector 
alone but also in other sectors which have a 
positive impact on health development. 

Health situation and trends 
At the start of the 21st century, the Region is 
witnessing demographic transition at varying 
paces. While India passed the level of 1 
billion population in 2000, Indonesia and 
Bangladesh are the next largest populated 
countries with 238 million and 168 million 
respectively. The total population of the 
Region continued to grow rapidly, crossing 
the 1.6 billion mark by 2002. According to 
UN estimates, the total population of the 
Region will reach 1.75 billion by 2010, and 
2.06 billion by 2025. Six countries – DPR 
Korea, India, Indonesia, Maldives, Sri Lanka 
and Thailand – had already achieved life 
expectancy at birth (LEB) of over 60 years by 
2000. These countries expect to attain the 
levels beyond 70 years by 2025. The 
remaining countries would also reach LEB of 
more than 60 years by that time. In the 
mega countries like Bangladesh, India and 
Indonesia, 8-12% of their populations will be 
above 60 years by 2025. This demographic 
transition could lead to epidemiological 
changes with increasing incidence of 
degenerative, cardiovascular, and chronic 
diseases and cancer. 

By 2000, there were five mega cities 
with more than 10 million population, 
(Mumbai, Kolkata and New Delhi in India, 
Dhaka in Bangladesh and Jakarta in 
Indonesia). This number would increase to 
seven in 2015, with the addition of two cities 
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(Hyderabad in India and Bangkok in 
Thailand). This rapid population growth in 
urban areas is mainly due to the people’s 
perception that there are increased 
opportunities for better life and improved 
income with stable and lucrative 
employment. Rapid urbanization has also 
brought in its wake major health problems 
due to inadequate provision of safe water, 
sanitation, electricity, garbage disposal and 
health care, which has put an added burden 
on the already burdened municipalities and 
local governments. 

Another phenomenon is the temporary 
and permanent migration of people from 
one country to another. These external 
migrants usually have minimal skills to 
venture out in search of employment for 
higher income. Some countries even 
promote external migration (mostly of a 
temporary nature) to increase their foreign 
exchange earnings through repatriation by 
temporary migrants. 

The rapid changes in the political, social, 
economic, environmental, technological, 
demographic and epidemiological situations 
taking place in the Region and elsewhere 
have posed unprecedented health 
challenges. Most countries have continued 
to maintain steady GDP growth rates, since 
the late 1990s. While there is an increase in 
overall economic growth, the gap between 
the ‘haves’ and ‘have-nots’ is widening not 
only among countries, but also between 
areas within countries. While six countries in 
the Region are categorized as least 
developed (LDC), the rest are in the middle-
income category. 

The biggest enemy of human 
development is poverty. Leaders all over the 
world are getting convinced that develop-
ment is the key for removing poverty. The 

struggle for better health is an integral part 
of the struggle for development. Better health 
cannot be achieved by focusing on diseases 
only. The basic battle must be fought for 
providing safe drinking water, sanitation, 
education, environmental safety and basic 
health care. 

There is no doubt that the countries of 
the Region have achieved their development 
objectives partially to some extent. From a 
comparative analysis of human development 
index (HDI) among SEAR countries, we can 
see that Thailand, Sri Lanka, Maldives and 
Indonesia are in the group achieving a 
higher level of HDI, while Bangladesh, 
Bhutan and Nepal are at the other end. 
India and Myanmar fall in between. Health, 
education and income are the three pillars of 
human development, as shown by using 
them as basic indices for measuring human 
development as HDI. These are inter-related 
and complement each other. 

While the linkages between education 
and economic development are well known, 
the impact of health on economic growth is 
now increasingly becoming evident. 
Compared to medical care which reduces 
morbidity and mortality, public health on the 
other hand, with the community-based 
approach, leads to healthy and economically 
productive populations by focusing on health 
promotion and disease prevention. From the 
evidence available, it can now be shown that 
public health can boost the economy. There 
is a clear link between health and economic 
growth. 

Double Burden of Diseases 
The Region faces the double burden of 
diseases, posing serious challenges to the 
health systems and calling for considerable 
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changes in the allocation of already scarce 
resources. There is still a significant gap in 
the data on the burden of diseases that 
hinders assessment of a country’s priorities 
for public health action. 

According to WHO estimates, the 
Region accounted for nearly 30% of the 
global disability-adjusted life years (DALY’s) 
losses (Note: One DALY loss is one year lost 
of "healthy" life). The leading causes of 
DALY’s were Group II conditions (which 
contained cardiovascular diseases and 
neuropsychiatric diseases) accounting for 
46.1% of the global burden. Group I 
conditions (infectious diseases) also 
accounted for 41.5% of the total global 
DALY’s, while Group III (injuries) conditions 
were the balance 12.4% of the global 
DALY’s. Communicable diseases like 
malaria, tuberculosis, HIV/AIDS, and many 
vaccine preventable diseases are highly 
prevalent and play a significant role in 
slowing down health development in the 
Region. Respiratory infections and diarrhoeal 
diseases continue to be major causes of 
morbidity and mortality among young 
children and the elderly. (see Figure 1) 

Figure 1: Leading causes of morbidity,  
SEA Region, 2000(as percentage of 

Global Disease Burden in DALY) 

Respiratory infections, 
7.6

Cardiovascular 
diseases, 10.9

Neuropsychiatric 
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deficiencies, 3.8

Perinatal conditions, 
8.9

Accidents and Injuries, 
7.3

Respiratory diseases, 
3.9

Others, 18.9 Infectious and 
parasitic diseases, 

20.3

Malignant neoplasms, 
3.7

Maternal conditions, 
2.6

Diabetes mellitus, 1.0

 

Successful implementation of 
immunization and diarrhoeal diseases 

control programmes in the recent past in all 
countries has been instrumental in 
dramatically reducing the incidence of these 
childhood diseases. While infectious and 
parasitic diseases may still be the leading 
cause of DALY’s, noncommunicable 
conditions like cardiovascular diseases and 
neuropsychiatric disorders are rapidly 
becoming important causes of premature 
death and disability in the Region. Of the 
individual conditions, cardiovascular 
diseases are the biggest crippler and killer 
(28.9%) in the Region. The changes in 
lifestyles which have resulted in sedentary 
habits, poor physical activity, unhealthy diets 
and smoking have all contributed to a high 
prevalence of cardiovascular diseases in the 
Region. 

Economic Growth and Health 
Health is a cause rather than an effect of 
economic development. History is a witness 
to the fact that important breakthroughs in 
public health, disease control and improved 
nutritional intake has given rise to great 
takeoffs in economic development � rapid 
growth of Britain during the industrial 
revolution, rapid growth of Japan in the 20th 
century, and Europe and East Asia in the 
1950s and 1960s. Health is among the 
basic capabilities that gives value to human 
life (Sen, 1999). Health and education are 
two cornerstones of human capital and, 
furthermore, health is the key determinant of 
education and vice versa. There exists a 
correlation between better health, and higher 
economic growth for health determines job 
productivity, the capacity to learn in school 
and the capability to grow intellectually, 
physically and emotionally. Elimination of 
disease and improvement of individual 
health will enhance income-earning capacity 
over three times. 
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It is erroneous to assume that better 
health is a by-product of economic growth. 
Disease burden slows the economic growth 
that is presumed to solve the health 
problems. For example, more than half of 
Africa’s growth shortfall relative to the high-
growth countries of East Asia could be 
explained statistically by disease burden, 
demography, and geography, rather than by 
more traditional variables of macroeconomic 
policy and political governance (Bloom and 
Sachs, 1998). Economic study done in India 
showed that the treatment of leprosy in the 
state of Tamil Nadu improved individual 
income three-folds. Thus, health improvement 
helps the poor in augmenting the income. 
Diseases actually reduce the number of years 
of healthy life expectancy, as already shown 
of the reverse trends of life-expectancy in 
some countries especially in Africa. The 
society afflicted with high infant mortality rate 
lacks a secure knowledge of its children’s 
longevity, witness’s higher rates of fertility, 
and experiences “quality-quantity” trade-off 
in child rearing. Disease burden diminishes 
the return to business and infrastructure 
investment in addition to the effects on 
individual worker productivity. 

Health and development 
Addressing health within a broad 
developmental framework has two important 
aspects. First, it means developing viable 
health and health related development 
strategies that prioritize the needs of the poor 
and, in doing so, contribute to poverty 
reduction, social protection, the empowerment 
of marginalised groups and fulfilment of 
human rights. Second, it means ensuring 
that health and health related development 
strategies are firmly rooted in and reflect 
broader economic and poverty reduction 

policies, such as civil service reform, 
decentralization and poverty reduction. 
Health is now used as inputs as well as 
outputs of national socioeconomic develop-
ment programmes and national poverty 
reduction strategy papers (PRSP). 

It goes without saying that the approach 
taken should be tailored to the country 
context. The problem of inequitable health 
outcomes between rich and poor is an issue 
in all countries, developing and developed, 
though it is usually worst in the poorest or 
least developed countries. Limited health 
resources are typically spent in urban health 
areas, providing health care to relatively 
better-off and more vocal populations, while 
the rural poor and slum dwellers are more 
likely to seek care from expensive private 
providers. In this way, the health systems can 
itself contribute to poverty, when health-care 
payments push the poor or near-poor into 
destitution, or when lack of access to care 
creates life-long disability, limiting earning 
power. 

A “pro-poor” approach does not always 
imply establishing separate health services 
for the poor - although targeted outreach 
services can often be a useful tool for 
reaching poor communities. Rather, it means 
addressing the inequitable allocation of staff 
and funds by shifting resources towards 
services and activities which benefit the poor 
and marginalized. For many countries, the 
essence of a pro-poor approach is to renew 
or reinvigorate the primary health care 
strategy through investments in quality public 
health and personal care services, ensuring 
equitable financing establishing and making 
links with other sectors which influence 
health outcomes, such as education, water 
and the environment. 
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Raising the profile of health in national 
development processes 
Broader socioeconomic policies and 
government-wide reform programmes can 
have a profound impact on the functioning 
of the ministry of health, particularly in the 
area of improved accessibility of health care 
for all. Yet, health issues are rarely taken into 
account when such programmes are 
designed and implemented, and the 
contribution of health professionals to these 
processes is often limited. There are some 
basic fundamental reasons for this: 
inadequate capacity within ministries of 
health; inadequate oversight or consultation 
of ministries such as finance and planning 
with line ministries; and inadequate capacity 
at local level for health governance. There 
are some good examples to strengthen this 
argument. 

Public Expenditure reviews and reform: 
One of the main reasons that health systems 
function poorly, particularly in rural areas, is 
that they receive their budget allocation 
erratically or late. This is typically a problem 
across all public sectors, and can only be 
addressed through government-wide 
reforms, e.g., through Public Expenditure 
Reviews (PER). In the health sector, a 
systematic compilation of national and sub-
national health accounts initially for the 
public sector and later for the private sector 
would support this policy process. Regular 
updating of national health accounts in a 
few countries such as Thailand, Sri Lanka 
and Bangladesh has helped the national 
health authorities and the parliamentarians 
to have a good review of public and private 
health expenditures, and to provide 
evidence-based information for annual 
budgeting exercises or at local level for 
expenditure review and budgeting. Regular 

updating of national health accounts 
requires capacity building in the areas of 
accounting, health economics and public 
health. 

Decentralization process: The process of 
decentralization itself has a profound impact 
on health care delivery. National health 
priorities as defined by the Ministry of Health 
may not, sometimes, be respected, once 
local authorities have jurisdiction over the 
allocation of scarce health resources. Again, 
health authorities need to be closely involved 
when decentralization plans are drawn-up, 
implemented and revised.  

National poverty reduction strategies 
(PRS) and associated expenditure frameworks. 
A prominent place for health in the national 
PRS will help to ensure political backing for 
health strategies, co-ordination with other 
sectors, and appropriate funding. It is well 
acknowledged that health, education and 
economy form the basic core of social 
development. Similarly the link between 
poverty and ill health is also well 
documented. Poverty breeds ill health due to 
increased vulnerability and lack of access to 
health services. Ill health traps people in 
poverty, from which they cannot escape. 
Poverty does not mean just lack of, or low 
income, but the undermining of human 
capabilities including health. Accordingly, 
deprivation of the means (such as physical 
access to health care) to achieve human 
capability is referred to as human poverty. In 
fact, the UN General Assembly placed 
health at the heart of development when it 
set the Millennium Development Goals. 
However, the social dynamics of health 
include a variety of interactive processes. 
Economic capability as indicated by income 
has an impact on access to health and 
health promotion activities. On the other 
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hand, ill-health limits people’s economic 
capability and contributes to poverty. This 
two-way causal relationship between the 
economy and health has been highlighted by 
the Commission on Macroeconomics and 
Health (WHO 2001). 

The Commission, while calling upon the 
low and middle-income countries to scale up 
the access to health care for the poor, 
recommended that each developing country 
establish a National Commission on 
Macroeconomics and Health (NCMH) to 
organize and lead the scaling up effort. 
More than 40 countries have taken steps 
towards this direction based on three 
overarching themes: 

• Develop a multi-sector investment 
plan to improve health outcomes, 
especially among the poor; 

• Strengthen commitments to 
increased financial investments in 
the health plan to achieve MDGs 
and other national goals; and  

• Determine how to minimize non-
financial constraints to the 
absorption of greater investments by 
increasing efficiency and 
effectiveness 

The commission estimated that a 
minimally adequate set of interventions and 
the infrastructure needed to deliver them 
would cost nearly $30 to $40 per capita. 
Other estimates suggest that as much as 
$60 per capita is needed. While these 
figures differ markedly, the overriding 
message is that, in the poorest countries, 
health spending needs to be of a different 
order of magnitude compared to its current 
level of just $8-$10 per capita. Attention is 
now turning from costing exercises to the 
difficult question of how to generate 

sustained political support for long-term 
investment in health - both domestically and 
from donors. 

MDGs, Health and Human Development 
The eight goals derived from the UN 
Millennium Declaration, known as the UN 
Millennium Development Goals (MDGs), 
mark a turning point in the history of 
development. For the first time national 
governments, international agencies and the 
UN system have together agreed on a 
common set of priorities for their 
development efforts, and set targets against 
which to measure progress. The MDGs call 
for quantifiable improvements in key areas of 
human development. Health is prominently 
reflected, representing three of the eight 
goals, and contributes to the achievement of 
other MDG targets including those related to 
poverty reduction. Indeed, the 
comprehensive nature of the MDGs is 
recognition that development is an inter-
sectoral and inter-dependent process: 
improved nutrition helps school completion 
rates, improved education levels contribute 
to better health, and better health contributes 
to poverty reduction. In other words, the 
eight MDGs are synergistic, and cannot be 
achieved in isolation. Goal 8, on developing 
an international partnership for 
development, recognizes that this holistic 
approach must also include the actions of 
rich countries. 

The synergistic nature of the MDGs has 
important implications for the development 
of polices and strategies to achieve them. 
Public health experts have always known that 
health outcomes (as measured by mortality 
and morbidity) are determined by a host of 
political, social and economic factors, and 
do not improve with increased coverage of 
disease interventions alone. Improving health 
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outcomes therefore requires action in other 
areas, including gender equality (which has 
an impact on maternal mortality and the 
spread of HIV/AIDS); water and sanitation, 
food security and nutrition (which all affect 
child health); and education (impacting on 
maternal health, including fertility, and child 
health). 

Selected diseases and their 
economic burden 
Keeping in view the existing disease profile 
and the degree to which they affect various 
sections of the population, a brief insight into 
the associated and discernible costs would 
help to develop a perception as to how 
preventable diseases continue to affect the 
lives of millions. It has already been seen 
that there is a widespread disparity in the 
burden of diseases between high and low-
income countries. The conditions are worse 
when one looks that the burden is 
disproportionately carried by the poor. In 
general, there are certain identifiable direct 
and indirect costs of ill-health. These costs 
seem to have a considerable effect on the 
individuals as well as the economy as a 
whole. Hence, there are various channels, 
most of which are interlinked, through which 
the burden of disease translates itself into 
economic loss. A cause of added concern is 
that most of these diseases are preventable 
and the losses arising out of their incidence 
can be controlled. Therefore, before 
directing our efforts towards formulating of 
plans and policies to restrict these costs and 
strive towards a disease-free world, it 
becomes almost mandatory to highlight both 
the direct and indirect costs of ill-health due 
to some selected diseases. 

Tuberculosis 

Tuberculosis (TB) is a leading public health 
problem worldwide, particularly in the 
developing countries. In view of the 
seriousness of the problem, WHO, in 1993, 
declared TB to be a global health 
emergency. Nearly three million cases and 
700 000 deaths occur every year in the SEA 
Region, and six countries, namely, India, 
Indonesia, Bangladesh, Indonesia, Myanmar 
and Thailand account for 95 per cent of 
these deaths. TB afflicts people mainly in the 
economically productive ages between 15-
60 years, directly affecting the household’s 
and the nations' economic well-being. As the 
likelihood that a patient suffering from TB 
also has a high risk of being afflicting by 
HIV/AIDS, has further complicated the 
treatment strategy for TB afflicted persons. 
Moreover, tuberculosis is the largest single 
infectious cause of women's deaths in the 
Region. It is estimated that in 2000, between 
56 and 80 per cent of AIDS patients in the 
Region were also suffering from tuberculosis. 
Both the diseases affect men and women in 
the most productive age groups. TB levies a 
tremendous social and economic cost on 
individuals as well as nations. It has been 
estimated that up to one third of the 
household income and between 4-7 per cent 
of National GDP is lost on account of 
morbidity and mortality due to TB. On the 
whole, this disease alone costs around US$ 
4 billion every year in the Region. Curing the 
infected person in the early course of the 
disease best prevents tuberculosis. Properly 
formulated programmes can cure up to 90 
percent of the patients and check the speed 
of the disease. 

Malaria 

The risk for malaria infection has always 
been geographically specific, mostly confined 
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to the tropical and subtropical zones. 
However, the link between malaria and 
poverty is very subtle. The nexus between 
malaria and poverty can be established by 
the fact that poor countries predominate in 
the same regions where malaria is highly 
prevalent. It has been empirically observed 
that the rate of economic growth in the 
countries with high malaria burden has been 
dismal. The severity of malaria infection 
significantly contributes to child mortality and 
can also cause acute disease in pregnant 
women. Malaria has life-long effects on 
cognitive development and educational 
levels through the impact of induced 
anaemia by chronic malaria and school time 
lost due to illness. It is also seen that 
malaria, along with other childhood 
infectious diseases, exacerbates malnutrition 
(Gallup and Sachs, 2001). Approximately 
one million children under five are lost to this 
disease every year. The incidence of the 
disease does not depend on poverty per se. 
It is the geographical location which 
determines the severity of the disease on 
human population. Like other diseases, 
malaria too diverts household savings into 
less productive areas. There are certain 
endemic regions in South-East Asia which 
have a high incidence of malaria such as the 
Myanmar-Thailand border, Myanmar-India-
Bangladesh borders and parts of Bhutan. 

HIV/AIDS 

The burden of HIV/AIDS and its effect on the 
lives of millions is enormous. As a result of 
the AIDS pandemic, individuals in their prime 
working lives are struck down which in turn, 
slowed down the aggregate economic 
growth. The economic losses to the society 
as a result of truncated lives, due to a 
combination of early deaths and chronic 
disability is phenomenally large. The 
economy is threatened by the adverse impact 

of AIDS on savings and productivity. The 
huge macroeconomic costs to the economy 
are due to cost of treatment, which diverts 
the bulk of the savings away from productive 
investments. The loss arising from the death 
of a person infected with AIDS is not 
restricted to the individual and the family or 
the economy at large but also has an impact 
on the future generation as well. Premature 
disability or death results in affected families 
being thrown into conditions of abject 
poverty. Since a large proportion of HIV-
infected people are in the reproductive ages, 
the impact on productivity, costs and on the 
economic environment is considerable. The 
vulnerability of workers at the workplace is 
being recognized as one of the greatest 
threats to manufacturing firms and industrial 
houses. 

Employers are likely to face increased 
labour costs because of low productivity, 
absenteeism, shortage of labour, shorter 
working hours, sick leave and other benefits, 
early retirement and additional training 
costs. Well-educated and skilled, as well as 
uneducated and unskilled workers are 
equally affected by HIV/AIDS. Even 
otherwise, healthy workers have to devote 
time in caring for the sick, which takes away 
a considerable part of their time at work. It 
also puts pressure on public services, 
reducing savings and investments, and slows 
economic growth. The World Bank estimates 
that negative growth in GDP can be 
expected when national HIV prevalence rates 
reach 5 per cent. 

Apart from these, there are other 
serious indirect effects on individuals, 
households and on society at large. a sharp 
increase and changes in the pattern of 
household expenditure is expected to be 
associated with a depletion of savings. Many 
will incur additional debts, and assets, 
including land, livestock and implements 
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may be sold to meet the growing medical 
needs or loss of income. Studies have 
highlighted the impact on schooling, with 
children being withdrawn from school and 
pushed into the labour market at an early 
age. 

In the case of a migrant worker losing a 
job because of inability to work, there are 
ripple effects, even if he does not return to 
his native village, because the remittances to 
the village may be curtailed or entirely cut 
off. As a consequence, elderly members of 
the household are forced to stay back in the 
labour market for long. Due to the AIDS-led 
disability, the number of female-headed 
households is on the increase wherein the 
burden of running the household falls heavily 
on the woman. Often the person affected is 
subjected to social exclusion and also loses 
family support in many cases. There have 
been reports of an increasing number of 
orphans due to the infection. 

Tobacco Use 

Tobacco consumption accounts for 3.5 
million deaths annually across the globe, 
with one life lost in every nine seconds. It is 
estimated that the number of deaths by 
2030 would exceed 10 million, with 70 per 
cent of the deaths occurring in the 
developing countries. Scientific evidence 
shows that at least 25 diseases/chronic 
conditions are related to smoking. About 20 
per cent of the deaths in the 1990s were due 
to tobacco and its related products. In the 
age group 35-69 years, about 35 per cent 
of the deaths among men and 15 per cent 
among women are caused by tobacco. 
Apart from the tragic health consequences, 
smoking encompasses several other 
economic and social costs. A 1994 World 
Bank study revealed that the use of tobacco 
resulted in a global loss of US $ 200 000 

million per year, with half of the losses 
occurring in the developing world. The costs 
include direct medical care for tobacco-
related illness, absenteeism from work, fire 
losses, reduced productivity and loss of 
income due to mortality. Inspite of the 
growing awareness regarding the health 
hazards of tobacco, the consumption of 
manufactured tobacco more than doubled in 
1992 from 1967, from 2.8 trillion to 5.7 
trillion cigarettes, with the per capita 
cigarette consumption increasing by 25 per 
cent during the same period globally. 

An effective way to control tobacco use 
is to curb the social acceptance of the 
smoking habit at the individual level and by 
the adoption of appropriate legislative 
measures as part of healthy public policy. 
Millions of lives saved by preventing early 
deaths from infectious diseases may be lost 
at the middle-age period, due to new 
generations of adolescents and young adults 
taking up smoking. Cessation efforts need to 
be promoted and encouraged. Tobacco 
control mechanisms should be directed 
towards the prevention of smoking by the 
young and productive age-groups, and also 
to ensure that traditional non-smokers like 
young women are not induced into smoking. 
Preventing involuntary exposure to 
environmental tobacco smoke would reduce 
the risk amongst children and non-smoking 
men and women. 

Effective action against the tobacco 
epidemic requires a clear idea of the 
epidemic’s scope. The amount of tobacco 
consumed is an important measure of the 
magnitude of the problem. 

There are several public awareness 
programmes which have been initiated in 
almost all countries of the Region. In this 
regard, the observance of World No-
Tobacco Day on 31 May every year has 
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been designed to publicize the health 
hazards related to smoking. National 
legislation has been passed in several 
countries to prevent advertising and 
promotion of tobacco consumption. Taxes 
and duties have been levied in some 
countries in order to discourage the 
purchase of tobacco and other related 
products. In some countries, a proportion of 
the tax revenue is used for health promotion. 

Reproductive Health  
WHO estimates that half a million women 
die due to complications in pregnancy and 
childbirth every year. Nearly 99 per cent of 
these deaths take place in developing 
countries. The risk of dying in developing 
countries is almost 50 to 100 times higher 
than in the developed countries. A typical 
woman is exposed to the risk of death not 
just once but 6 to 8 times in her lifespan. 
About 20 to 40 per cent of the deaths of 
women of childbearing age can be 
attributed to childbirth and pregnancy 
complications. In the USA, the figure is less 
than 1 per cent. It has also been observed 
that maternal morbidity is as harmful as 
maternal mortality. Adolescents under the 
age of 15 are 5 to 7 times more likely to die 
in pregnancy and childbirth than women in 
the lowest risk age group of 20-24 years. 

Millions of women are malnourished 
and suffer from chronic anaemia, malaria 
and intestinal diseases that weaken their 
ability to bear healthy children and survive 
deliveries. The health of a child depends 
greatly on the health of the mother. In the 
developing countries, one third of the DALY’s 
lost by women aged 15 to 44 years result 
from reproductive health problems. Highly 
cost-effective interventions costing less than 
$100 per DALY saved can benefit more 
females than males between the ages of 5 to 
44 years. 

Weak health systems, poor coverage 
and quality of antenatal care, lack of trained 
assistance during delivery, lack of access to 
essential emergency obstetric services for 
high-risk and complicated cases, and lack of 
referral and transport system, are major 
reasons for the high levels of maternal 
morbidity and mortality. One of the priority 
areas for interventions is to ensure that every 
delivery is attended by trained personnel who 
can recognize complications and provide 
timely interventions to save lives. Besides, 
providing for antenatal, intra-natal and post-
natal services that have a bearing on the 
health of both the mother and the child are 
important low-cost interventions. 

There is a complex interplay of 
socioeconomic, environmental, and cultural 
factors that contribute to the reproductive ill-
health of populations, particularly women, in 
developing countries. Poverty, ignorance, 
illiteracy and malnutrition are major 
determinants of women's health status. Age 
at marriage and pregnancy, the number and 
frequency of child births with, and the 
numbers of unwanted pregnancies and 
abortions are significant factors that 
contribute to morbidity and mortality among 
women and their babies. The lower the 
status and worth of women in society, the 
higher the maternal mortality. And, not the 
least important are the health service-related 
factors such as lack of access to quality 
reproductive health services. 

Globally, WHO estimates that 
reproductive ill-health accounts for 36.6 per 
cent of the total disease burden in women as 
compared to 12.3 per cent for men of the 
same age. Data show that maternal mortality 
is three to four times higher in the 15-19 
year age group compared to the 20-30 year 
group. Antenatal care and trained 
attendance at delivery varies from 18 to 97 
per cent and from 6 to 97 per cent, 
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respectively. Other diseases such as HIV 
infection also contribute to reproductive ill-
health. 

Several studies have revealed that 
investment in women’s health is beneficial 
not only for women in particular but also for 
the family and community at large. It is in 
line with the argument that women play a 
crucial role in ensuring healthy lives for the 
family. Women, through their interactive 
roles at home, are the key providers of 
health and nutrition to their the dependants. 
A woman, therefore, has to lead a healthy 
live herself in order to ensure that her 
children are healthy. The health of women 
does not depend only on the health services 
being accessible, but primarily on their 
economic status and the degree of health 
awareness. The educational status of women 
is relevant in this context. 

It has been observed that literate 
women are more health conscious and, 
therefore, the prevalence of diseases related 
to maternal health and otherwise is less 
among this particular class of women. 
Consequently, there is a divergence of health 
status among rural and urban women in 
general. Women with increased economic 
independence are able to provide better 
health and nutrition for themselves and their 
children. 

The distressing status of maternal health 
in developing countries reflects the poor and 
scarce health facilities available to women 
despite the claims of huge public 
expenditure on reproductive health. 
However, it can be argued that often 
geographical and socio-cultural barriers 
prevent women from accessing the available 
health services. Thus, it can be inferred that 
the available health services are inadequate 
to cater to the health requirements of women 
in particular. Improvements in women’s 

health increase personal and family 
productivity and also help ensure healthier 
generations in future. National economies, 
communities and households all depend on 
women’s paid and unpaid labour and 
ultimately benefit from investments in 
women’s health. 

Nutrition  

Overall inadequacy of food intake to meet 
the needs for growth, immune function, 
cognitive development and reproduction 
affects 30 per cent of children and 25 per 
cent of women. Nearly 56 per cent of all 
under-5 deaths are indirectly associated with 
some form of malnutrition. 

Malnutrition is the result of an 
interaction between food intake, disease risk 
factor and behaviour. Disease is the result of 
exposure to disease, lack of resistance and 
treatment at home and medical 
interventions. Frequent diseases associated 
with anorexia, fever and diarrhoea have the 
greatest effect on nutrition. Malnutrition, in 
turn, reduces resistance to disease. Reducing 
the effect of disease on nutrition involves 
immunization, improved water supply and 
sanitation, improved hygiene and access to 
minimum nutrition inputs in the context of 
health care. 

The highest levels of malnutrition and 
under-nutrition are present in the SEA 
Region, even higher than the chronic food 
deficit countries of Sub-Saharan Africa. The 
high levels of anaemia among women, 
especially pregnant women, reveal the high 
degree of nutritional deficiency in the 
Region. Women are found to have 
inadequate intake of iron supplemented diet. 
Practically in all countries of the Region, the 
health of women and children in particular is 
neglected. Often, social norms and practices 
contribute to the low health and nutritional 
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status of women. Poor health conditions of 
children and the prevalence of malnutrition 
are reflected by the prevalence of 
underweight among children as well as by 
the incidence of stunting and wasting. The 
main cause of malnutrition among infants is 
identified as low levels of breastfeeding and 
poor methods of weaning. Most of the 
countries have adopted comprehensive 
health programmes to improve the health 
and nutritional levels of the masses. 
However, because of lack of access to most 
of these programmes, due to the lack of 
funds as well as geographical hindrances, 
people have not been able to benefit from 
these programmes on a large scale. 

Links between Health and the Economy 
Health exhibits both investment and welfare 
characteristics. The investment theory views 
health as an essential input to produce 
human capital ultimately resulting in 
improved economic productivity. On the 
other hand, the welfare argument sees the 
enhancement of health as an objective of 
development irrespective of whether or not it 
is economically productive. But, the link 
between macro-economic growth of a nation 
and the state of health, which is often 
understood as an individual attribute, has 
not been established across the world, 
especially in the emerging economies of the 
South-East Asia Region. If at all, it is 
normally believed that a fast pace of 
economic growth in terms of higher GDP 
growth is a pre-condition to improve 
people’s health. The fact that health gains 
can be achieved through efficient allocation 
of scarce resources even at lower levels of 
national income is not well understood. The 
other side of the argument, that better 
health, also contributes to enhancement of 
GDP, is often not considered. 

History is full of examples to show that 
much of the major gains in the health of 
individuals and communities occur as a 
result of concurrent innovations, change in 
the understanding of epidemiology, 
inventions of key medications, and 
improvements in disposable incomes. The 
latter facilitated a number of behavioural 
changes leading to improvement in personal 
hygiene, healthy and sanitary lifestyles and 
motivation to seek preventive care as 
opposed to post-episodic cure and 
treatment. The advent of scientific 
explanations for the occurrence of disease, 
bacteriology and virology provided the basis 
for people adopting modern medicine, and 
hygienic practices were the natural fallout of 
an increase in incomes and education. Wars 
and natural disasters often stimulated 
thought and innovations in the field of public 
health as well. 

The macro economic evidence across 
the world confirms that countries with weaker 
levels of health and education have a much 
harder time achieving sustained growth than 
countries with better conditions. On the 
other hand, countries such as China and 
many South East Asian ‘tiger’ economies had 
an advantage since the initial conditions in 
terms of health and education were relatively 
better amongst them. In healthier 
economies, individuals live much longer and 
their lifetime earnings are therefore higher. 
Such households also invest a higher fraction 
of their income in education and financial 
savings and reap the benefits of such 
investments. 

Economic growth requires not only 
healthy individuals but also education and 
other complementary investments, such as 
appropriate division of labour between the 
public and private sectors, well functioning 
markets, good governance and institutional 
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arrangements that foster technological 
advancement. The other way to link health 
with economic growth is to recognize that 
the health of people improves with an 
increase in personal income. It is empirically 
found that the income elasticity for the health 
and nutrition-related products are positive 
and more than one. As levels of personal 
income rise, a relatively higher share is spent 
on consumption of health care products and 
products enhancing and sustaining better 
nutrition. At the same time, a person who is 
healthy devotes quality energy for work and 
thereby can earn a living. In this context, it is 
seen that poverty or inadequate income 
levels contribute to the persistence of ill-
health as the person concerned is not able to 
finance his treatment. This, in turn, 
contributes to greater loss of working hours, 
culminating in a decline in the growth of 
GDP of the entire economy. 

Presently, out of US$ 60 billion spent 
worldwide annually by both the public and 
private sectors on health research, only 
about 10 per cent is devoted to 90 per cent 
of the world’s health problems, which are in 
the developing countries. The economic and 
social costs, either directly or indirectly, paid 
by humanity as a result of such misallocation 
of resources are tremendous. Among the 
poorer population, the direct cost is high, 
given the vicious nexus between poverty and 
poor health. 

People's Health and Productivity 
A Healthy population is considered as an 
engine for economic growth. We are living 
in an era of unprecedented technological 
advances. These technologies can yield 
optimal results only if applied efficiently by 
healthy productive human resource. 
Healthier human resources are physically 
and mentally more energetic and robust, 

more productive and earn higher wages. 
This fact is important when attracting foreign 
direct investment. Healthier workers are less 
likely to be absent from work due to illness 
or illness in their families. A healthy 
population enjoys greater mental and 
physical capabilities and has greater 
incentives to invest in acquiring skills and 
knowledge and retaining part of its earnings 
as savings which can be used to avoid the 
debt trap in case of serious emergencies. 
Healthy children are able to learn better and 
become better educated and higher-earning 
adults. Irrespective of the economic, social 
and political profiles of any country and its 
stages of economic development, the effects 
of ill-health on the well-being of the people 
are quite universal. Contracting any disease, 
be it communicable or otherwise, results in 
suffering to the individual concerned. Herein 
starts the process of economic loss and 
social turmoil. 

The individual suffering is translated 
into crisis, the burden of which is borne by 
the other members of the household. Ill-
health results in increased medical 
expenditure, which, in most poor 
households, is met by a subsequent 
curtailment of other essential expenditures. In 
the event of ill-health of the sole 
breadwinner of the household, it is observed 
that a fall in income due to disability and, at 
times, death is accompanied by rising 
medical expenses. The most common 
curtailment is reduced food intake by women 
and children. The workload of women 
increases substantially so as to supplement 
the reduced household income. Children are 
found to drop out of school and join the 
labour market at a very early stage in order 
to add to the family income. In many ways, 
the quality of life of the household 
undergoes a dramatic change. As the 
expenditure on nutrition, education and 
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other basic needs are squeezed, the health 
of the other members in the household are 
adversely affected. 

With increasing ill-health of children 
and high rates of infant mortality, the poor 
households consider their children as future 
security, whereby they choose to have more 
children and further aggravate the problem 
of uncontrollable population. Perhaps the 
worst consequence of ill-health pertaining to 
the economic well-being of the household 
can be cited in terms of the households 
being caught in the poverty trap. Increased 
medical expenses and cost of care also 
results in the disposal of household assets 
(e.g. land, livestock, jewellery, etc). This has 
led to even the not so poor or near-poor 
being caught in the poverty trap. 

A fallout of ill-health is the loss of 
valuable work hours and life-years, which 
translates itself into a decline in personal 
income. Aggregating the loss of all personal 
income culminates in the shrinking of 
national income. The adverse effects of ill-
health trickle down from the individual 
concerned to his household and to the 
economy at large. 

The issues concerning the household 
might appear trivial in the first instance, but 
can assume proportions when seen from the 
point of view of the economy as a whole. In 
order to control the endemic nature of the 
diseases characteristic of the Region, there 
has been a growing pressure on the 
government to reallocate the already scarce 
resources. This situation is compounded by 
the declining government revenue as a result 
of a decrease in the number of taxpayers. Ill-
health resulting in disability and death has 
reduced the number of people employed in 
the organized sector. In the light of these 
issues, it is essential to gear our efforts in 
analysing the fact that ill-health aggravates 

poverty rather than restricting our view to the 
fact that poverty accentuates conditions of 
ill-health. Healthy life translates itself into 
longer lifespan and increased productivity, 
improving the prospects of enhanced 
personal as well as national income. Apart 
from the fall in personal and national 
income and the subsequent impoverishment 
of the household, it is also observed that 
deteriorating levels of personal productivity 
can be detrimental to the productivity of the 
firms. Ill-health results in long periods of 
absenteeism from work. This results in a 
decline in output while the quality of work is 
also hampered. Firms have been facing 
rising costs of expenditure. This trend can be 
attributed to additional costs incurred in 
order to compensate for long periods of 
absenteeism and the declining productivity of 
the workforce. 

Health Financing and Health 
as an investment 
Many studies have provided clear evidence 
of the economic benefits of improving 
health. Healthy nations and healthy 
individuals are able to generate higher 
economic growth, and this relationship has 
been found to be causal. In other words, 
survival rates or life expectancy are powerful 
predictors of income levels or of economic 
growth. Countries in Asia and the Pacific, 
where opportunities for health, education 
and economic participation were faster, 
showed better overall growth and 
development compared to countries where 
social opportunities (health care and 
education) were much slower. Social 
opportunities facilitated high employment 
economic growth, which, in turn, created a 
favourable environment for reducing of 
mortality and improving life expectancy. 
Most developing countries are facing 
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macroeconomic imbalances: rising inflation, 
imbalances in aggregate demand and 
supply and foreign exchange crisis. In order 
to tackle these imbalances, the countries 
have undertaken structural adjustment 
programmes, often in collaboration with 
international lending agencies. The structural 
adjustment programmes and stabilization 
processes often necessitate cuts in 
government expenditure, devaluation of 
currency, relaxation of price controls and 
restraint on wage levels. In the context of the 
present analysis of health expenditure, it is 
observed that a reduction in government 
expenditure in the social sectors results in a 
squeeze on health spending. The 
consequences of such a reduction have 
diverse negative effects on the health status 
of the economically weaker sections in 
particular. 

Primarily when governments move out 
of the health sector as major providers of 
health services, the private sector players 
come in rapidly to fill the gap, and this has 
led to increasing the cost of health care. It is 
the economically disadvantaged people who 
bear the brunt. The poor find themselves in a 
position where they cannot avail of either 
public or the private health care services. In 
this context, the government plays a vital role 
in ensuring the provision of health care, 
especially for the underprivileged. This may 
be a part of the total fallout of structural 
adjustment programmes. Relaxation of price 
controls on essential services, especially non-
health services, results in people spending 
more on these goods and services. This 
reduces their spending on health services. 

Health spending among the poor is 
much more income and price elastic 
compared to the well-off sections. Estimates 
reveal that the poor tend to spend a greater 
proportion of their income on acquiring 
health services. Even if the nominal income 

of the people is unaffected, the rise in the 
general price levels results in a fall in the real 
income whereby the share of income spent 
on health services shrinks. Nutrition has 
considerable influence on the health status 
of the people. In periods of crisis, people 
resort to a less nutritious diet whereby their 
intake of essential vitamins and nutrition is 
reduced. This makes them more susceptible 
to certain diseases. At the same time, they 
are unable to access medical treatment and 
continue to suffer from preventable diseases. 

Similarly, wealth is health. Individuals in 
wealthy nations live longer and healthier 
lives. Wealth works in several ways to 
improve health. First, wealth leads to a 
better, overall standard and quality of life 
resulting from higher literacy, nutrition 
intake, sanitation, infrastructure and other 
facilities. All these collectively contribute to a 
long and healthy life. Secondly, when the 
national income is high, the dependency 
ratio is low and life expectancy tends to be 
high. Thirdly, rich countries spend a higher 
share of GDP on health and spend more on 
health per capita leading to higher longevity. 
Life expectancy follows the economic growth 
path indicating that investment in health is 
very productive. 

In other words, poverty is a strong 
barrier to health. Poor nations/individuals 
are poor in both health and wealth. Many 
diseases are primarily concentrated in the 
poorest countries, and within those 
countries, they disproportionately afflict 
populations that are living in poverty. Those 
living in absolute poverty, compared with 
those who are not poor, are estimated to 
have a five times higher probability of death 
between birth and the age of 5 years, and a 
2.5 times higher probability of death 
between the ages of 15 and 59 years. Yet, 
health care resources are concentrated in 
rich countries/individuals. 
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Conclusion 
In WHO’s South-East Asia Region, the 
countries suffer disproportionately from the 
double burden of both communicable and 
noncommunicable diseases, along with 
poorly functioning health systems. The only 
way the health challenges in this vast region 
can be overcome is to have strong and 
responsive public health systems. There will 
be many challenges preventing public health 
from playing its legitimate role in health 
development and in boosting economic 
development. These include low government 
expenditure on health and health systems, 
inequitable distribution of health services 
making them inaccessible to the poor and 
the needy, greater allocation to medical care 
than to preventive services, and inability to 
scale up cost-effective interventions against 
major diseases. 

A healthy human resource is a 
cumulative result of medical care that people 
get when they are ill and that of an effective 
public health system that promotes health at 
community level. Whereas medical care is 
disease-and individual-orientated, public 
health is based on the well established 
concepts of primary health care and health 
for all strategy. The age-old dictum, 
prevention is better than cure, is, and shall 
always remain valid since it promotes health 
and is fundamental to economic growth. As 

the fight against poverty gains momentum 
globally with the Millennium Development 
Goals laying strong emphasis on poverty 
reduction and improvement in health, public 
health clearly emerges as the vital ingredient 
to drive fair, equitable and sustainable 
socio-economic development. To achieve 
these goals, a paradigm shift in policy and 
strategy is required to put public health at 
the centre of national socio-economic 
development and thereby according public 
health a high priority. 

Countries must invest more on health in 
order to get better returns in the form of 
socio-economic development. Cost-effective 
interventions against major diseases through 
a strong health system, especially focusing 
on the poor and the vulnerable, must be 
scaled up urgently. While promoting/ 
strengthening the role of the other sectors 
that influence health such as safe water, 
environmental sanitation, female education 
and civil society, strengthening government’s 
stewardship role is essential. More funding is 
needed for research to develop new tools 
and appropriate interventions for application 
in the Region. This is a holistic task that 
requires unprecedented political will and 
leadership to ensure that public health 
contributes to poverty reduction, better 
quality of life and sustainable development 
worldwide, but more specifically in countries 
of the South-East Asia Region. 
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Letter to the Editor 

Rational Use of Medicines – Snakes and Ladders? 

 

According to WHO, rational use of 
medicines (RUM) requires that ‘patients 
receive medications appropriate to their 
clinical needs in doses that meet their own 
requirements for an adequate period of time 
and at the lowest cost to them and their 
community’. 

Teaching about RUM: Problem-based 
learning (PBL) in pharmacology and 
therapeutics helps students to develop 
critical reasoning skills essential for clinical 
practice.1 The learning objectives of 
practical sessions in pharmacology are to: 
make students specify the therapeutic 
objective for a particular condition; choose 
between drug and non-drug treatments; 
select an appropriate drug; write a correct 
prescription; counsel patients, and arrange 
follow-up. The objectives of sessions on 
assessing promotional materials are: Critical 
analyses of promotional materials; 
Sensitization regarding misleading 
information, and Keeping up to date with 
appropriate and objective information.2 

During these sessions students are taught 
about: Rational use of drugs in general; 
Concept of essential drugs; Sources of 
information on drugs; Common examples of 
irrational drug use; Patient compliance and 
ways to improve it, and Critical analysis of 
journal articles. 

Class activities are frequently 
conducted on: analysis of prescriptions 
using WHO/International Network for 

Rational Use of Drugs indicators, critical 
analysis of drug advertisements based on 
WHO Ethical Criteria for Medicinal Drug 
Promotion; communicating drug and non-
drug information to patients, and analysing 
the rationality of prescriptions. Solving 
clinical problems; selection of drugs and 
prescription-writing and delivering drug-
related and non-drug information to a 
patient, are considered important 
transferable skills in pharmacology.3 

Initiatives to promote RUM: A number 
of steps have been initiated in the Manipal 
Teaching Hospital (MTH), Pokhara, Nepal 
to promote RUM. Establishment of a Drug 
Information Centre (DIC) is a step towards 
promoting RUM and evidence-based 
practice of medicine in our hospital. All 
medicines have to be approved by the 
hospital’s Drug and Therapeutics Committee 
(DTC) before they can be introduced in the 
hospital pharmacy, and no medicines are 
dispensed without prescription. 

The DIC receives queries from different 
clinical departments in the hospital. It has so 
far answered around 450 queries in its 18 
months of operation. However, medical 
representatives (MRs) continue to be the 
source of drug information. Through the 
drug information bulletin and regular 
interactions with clinicians we are sensitizing 
them to the limitations of commercial 
sources of drug information. Changing the 
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established behaviour of practising doctors 
is difficult and may require time. 

Promotional activities of the 
pharmaceutical industry 
MRs have free, unrestricted access to 
prescribers and many doctors, medical 
officers and interns carry bags, pens, note 
pads and other paraphernalia gifted by the 
pharmaceutical industry. Companies 
organize parties and get-togethers, and 
Continuing Medical Education programmes 
for doctors are often accompanied with 
lavish cocktail dinners. Recently the DTC 
decided to ban the use of fixed-dose 
combination (FDC) of ampicillin and 
cloxacillin in the hospital. But this move has 
been opposed by some doctors on the basis 
of information obtained from an MR! 

Pharmaceutical companies even 
organize sports events between teams 
comprising consultants, medical officers and 
interns of the area. On the other hand, 
organizations in Western countries (no free 
lunches, healthy skepticism etc.) are working 
towards disentanglement of prescribers from 
the pharmaceutical industry. Therefore, we 
feel that organizations with a similar agenda 
are required in Nepal. 

Lacunae observed 
Prescribing by brand names is common. The 
reason for this is supposedly the non-
availability of generic drugs. Use of brand 
names by teachers even during lectures is 
another indicator of the insidious influence 
of drug companies. The most notable 
example is furosemide which seems to have 
been completely displaced by the name of 
one of its brands, Lasix. Similar is the case 
with povidone iodine (Betadine). Phenergan, 
a brand of promethazine is an example 
where the brand name is very commonly 

used, and many doctors seem to have 
forgotten the generic name. 

Another notable incident was finding a 
writing pad in the DIC with the proprietary 
name of a drug. When enquired, the answer 
was “It should not have been there.” (Steps 
have been taken to ensure that promotional 
materials or materials with brand names of 
drugs are not displayed in the DIC). 

Limiting brands in the hospital pharmacy 
The DTC has decided that a maximum of 
three brands of each product will be 
available in the hospital pharmacy and if the 
prescriber prescribes a brand not stocked in 
the pharmacy, it will be substituted by the 
brand available. For about 50% of medicines 
only one brand is available in the pharmacy. 
Two to three brands are kept for about 35% 
and 15% of medicines respectively. More 
than one brand is kept for life-saving 
medicines and frequently-used medicines. 
For a drug to be marketed in Nepal, it has 
to be registered with the Department of 
Drug Administration (DDA). Nepal is a small 
market for medicines and all registered 
medicines may not be available at all times. 
Furthermore, due to frequent road blockades 
and the uncertain political situation, supply of 
medicines may be stopped at any time. It is 
for these reasons that the pharmacy stocks 
more than one brand of a particular 
medicine. 

The hospital DTC 
The hospital DTC invites the different 
departments to suggest a maximum of three 
brands of a particular medicine which they 
would like to recommend for inclusion in the 
pharmacy. The list is approved by the DTC 
before the recommended medicines can be 
included. The DTC comprises a Member 
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Secretary (Chief of Pharmaceutical Services), 
heads of all clinical departments, the 
Medical Superintendent and the Chief 
Executive Officer (CEO). The decision-
making process is democratic. 

Physicians’ lack of understanding 
It is often very difficult to question the 
rationality or attitudes of prescribers. When 
asked about reasons for preferring a 
particular brand, a medical officer said, 
“The representative of this company visits us 
often and gives pens and writing pads, while 
the other representative rarely turns up. So 
why to prescribe the brand, whose 
representative never turns up?” 

In many cases there is a lack of 
understanding of the physician’s responsibility 
in prescribing towards the patient. From the 
academic session beginning in July 2005 we 
plan to introduce sessions on the economic 
aspects of prescribing. We will concentrate 
on how the cost of medicines prescribed will 
influence the decision of the patient whether or 
not to buy the medicine, as well as influence 
the compliance with treatment in poor 
developing countries. We are trying to 
include sessions on “doctor-patient 
relationship” and “ethical issues” into the 
curriculum. 

A few successes 
There have been some successes in getting 
the rational use of medicines practised in 
our institution. The DTC has removed the 
FDC of ampicillin and cloxacillin and 
products containing phenylpropanolamine 
from the hospital pharmacy. It is also 
implementing the practice of prescribing by 
generic name in the hospital. Auditing of 
prescriptions is carried out and feedback is 
provided to prescribers through the DTC, as 

well as personally. Some of the measures 
taken have also been highlighted in a recent 
article.4 

Inappropriate prescribing habits lead to 
ineffective and unsafe treatment which may 
cause distress and harm to the patient and 
lead to higher costs. Such practices make 
prescribers vulnerable to patient pressure, 
unethical behaviour of colleagues and high-
powered salesmanship of drug companies. 
Fresh graduates might emulate them later, 
thereby creating a vicious circle.5 Learning 
proper prescribing habits and developing 
critical appraisal skills as medical students 
will be vital in ensuring the proper use of 
medicines in future practice. 
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Comment 

Notes and News 
EHA/HAC Global Steering Group Meeting 

The Global Steering Group Meeting of the 
WHO Emergency Health Action and Health 
Action in Crisis (EHA/HAC), was held in the 
Regional Office on 30-31 March 2005. 
Delivering his opening remarks, the Regional 
Director, Dr Samlee Plianbangchang said, 
“This area of work has always been critically 
important to WHO’s mission during an 
emergency, either natural or man-made. As 
we know, through their organized efforts, 
EHA and HAC had helped to mobilize 
global resources for effective relief 
operations during the Tsunami crisis. The 
Tsunami of 26 December 2004 has been 
the biggest emergency WHO has ever dealt 
with. More than anything else, the crisis 
revealed the strengths and weaknesses of 
WHO in dealing with a disaster of this 
magnitude,” stated Dr Samlee. 

Stressing the need for the Organization 
to be realistic and practical in dealing with 
emergencies, the Regional Director 
continued, “We have to be prepared to 
respond rapidly. We have to coordinate 
effectively, both internally and externally. We 
have to ensure that the EHA/HAC 
programme is institutionalized with the 
national systems. It is clear that we have to 
double our efforts to intensify our work in 
EHA/HAC to enable us to face multiple 
hazards and risks. WHO has gone through 
many emergency operations. We have to 
learn more in order to gain a better balance 

for our work on the platform, which is full of 
emotion, competition and diverse interests 
of various stakeholders. Being the technical 
agency in health in the UN system, we have 
a strong comparative advantage, that can 
lead us a long way towards achieving such 
a balance. What we have to always ensure 
is our technical competence and credibility, 
and our ability to move fast logistically and 
managerially. The emergency operations 
during the tsunami crisis proved that there 
was an unprecedented solidarity and 
cooperation in WHO. Let us try to ensure 
that this level of solidarity and cooperation 
continues and is further strengthened,” 
concluded Dr Samlee. 

World Health Day – 7 April 2005 

The Regional Office celebrated the World 
Health Day with the usual fervour and 
enthusiasm. The Regional Director, Dr 
Samlee Plianbangchang, addressed the staff 
on the eve of the big day and also unveiled 
the World Health Day display in the main 
Conference Hall.  

In his World Health Day message the 
Regional Director said, “Women and 
children are the most vulnerable assets on 
earth. It is therefore vital to improve their 
health and well-being in order to achieve 
complete development of overall human 
resources. It is for this reason that the 
Millennium Development Goals call for a 
two third reduction in child mortality and 
three fourth in maternal mortality by 2015. 
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World Health Day this year, with its slogan, 
‘Make Every Mother and Child Count’, 
provides a timely opportunity to redouble 
our efforts to promote the health, survival 
and development of women and children,” 
stressed Dr Samlee. 

The common communicable diseases 
children were exposed to included 
pneumonia, diarrhoea and measles. In 
some countries, malaria and dengue were 
added problems. Over 50 per cent of the 
cases were preceded and complicated by 
malnutrition. As for women, they were not 
only subject to inequities in access to health 
care, but also exposed to several maternity-
related adverse conditions. In most countries 
in the Region, pregnancy occurred at a 
young age and was also too frequent. 
Because of the poor nutritional status and 
high burden of disease in women as well as 
lack of skilled care during pregnancy and 
childbirth, the decline in maternal and 
neonatal mortality over the past decade had 
been insignificant. 

There was, however, enough evidence 
today to suggest that over 60 per cent of all 
child deaths and a large proportion of 
maternal morbidity and mortality may be 
prevented. This could be achieved by 
ensuring equitable access to effective public 
health interventions to all segments of the 
population, with emphasis on mothers and 
children. 

Apart from some conditions specific to 
maternity and childhood, mothers and 
children were also exposed to several 
communicable and noncommunicable 
diseases. These included malnutrition, 
malaria, tuberculosis, HIV/AIDS, mental 
disorders and so on. “I, therefore, urge that 
health ministries place maternal and child 
health high on their development agenda,” 
said the Regional Director. 

“We are on the verge of eradicating 
poliomyelitis. There has been a steady, 

though slow, improvement in the nutritional 
status of children. Blindness due to vitamin 
“A” deficiency has declined significantly. 
Progress in maternal and neonatal mortality 
reduction, however, has been more modest. 
This further highlights the need for 
improving skilled care at birth. World Health 
Day provides a unique opportunity to 
accelerate concerted efforts to improve the 
health of mothers and children. We also 
need to strengthen efforts in countries to fill 
information gaps, document best practices 
and monitoring and evaluation of ongoing 
initiatives. At the same time, we can use the 
occasion to work with partners and 
ministries of health to mobilize additional 
resources for ensuring equitable access to 
effective maternal and child health 
interventions,” added Dr Samlee. 

“On this World Health Day let us 
resolve to re-double our efforts to “Make 
Every Mother and Child Count,” concluded 
the Regional Director. 

Global Leadership Retreat on Knowledge 
Management and Sharing 

A global leadership retreat on Knowledge 
Management and Sharing (KMS), was held 
in the Regional Office from 23-28 April 
2005. Addressing the participants at the 
concluding session, the Regional Director,  
Dr Samlee Plianbangchang said, “WHO’s 
vision of KMS, to attain global health equity 
through better knowledge management and 
sharing, is extremely important to health 
development. The contribution of KMS to 
health for all will be enhanced if we are 
successful in the application of the KMS 
concept to empower the people at large to 
be able to plan and take care of their own 
health effectively. Another real challenge in 
this exercise is to ensure accessibility and 
utilization of the relevant knowledge in 
health development processes at all levels,” 
noted Dr Samlee. 
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The Regional Director went on to add, 
“national health information systems are 
providing the basic sets of health 
information which are an important source 
of knowledge for national health 
development planning, and for empowering 
people, the community and the whole 
population. It will go a long way in 
improving national health planning 
processes in countries, if we can ensure the 
complementarity between the WHO KMS 
strategy and national health information 
systems. This will lead to the need for 
effective links between KMS and national 
institutions dealing with health information,” 
said Dr Samlee. 

Fifty-Eighth World Health Assembly Highlights 

The World Health Assembly concluded its 
fifty-eighth session on 25 May 2005 at 
Geneva. The highlights of the session 
included: 

• Adoption of the revised International 
Health Regulations which govern 
national and international response 
to disease outbreaks; 

• Approval of the Proposed 
Programme Budget for 2006-2007, 
which includes a 4% increase in the 
Regular Budget, and 

• Establishment of World Blood 
Donor Day as an official annual 
event to be celebrated on 14 June 
every year. 

The Health Assembly reviewed the 
progress made in polio eradication and 
identified what needed to be done to 
interrupt the final chains of wild-type 
poliovirus transmission worldwide by the end 
of this year. It also noted the progress made 
in scaling up treatment and care within a 
coordinated and comprehensive response to 
HIV/AIDS and discussed smallpox vaccine 
reserves and research on the smallpox virus. 

Recognizing that too many people suffer 
and die in crises and disasters as a result of 
untreated and often preventable health 
problems, the Health Assembly adopted a 
resolution on health action in crises and 
disasters, with particular emphasis on the 
earthquakes and tsunamis of 26 December 
2004. The resolution calls on WHO to 
provide early warning of disease outbreaks, 
improve access to clean water and 
sanitation, and increase the availability of 
health care for people's physical and mental 
health. It also urges Member States to 
formulate disaster preparedness plans and 
pay more attention to gender-based 
violence as an increasing concern during 
crises. 

The importance of influenza pandemic 
preparedness and response was also 
underlined by adopting a resolution calling 
on all Member States to develop and 
implement national plans for pandemic-
influenza preparedness and response that 
focus on limiting the health impact and 
economic and social disruption. To address 
the more than one million preventable 
deaths caused by malaria each year, the 
Health Assembly adopted a resolution 
calling for stepped up efforts to fight the 
disease. It calls on WHO to intensify its 
collaboration with Member States to reach 
internationally-agreed malaria control goals, 
including the possibility of WHO 
undertaking bulk purchases of insecticide-
treated nets and antimalarial medicines.  

A resolution was adopted on the new 
Global Immunization Vision and Strategy, 
which provides a framework for planning 
and implementing national immunization 
programmes during 2006-2015. The aims 
included in the Strategy are to achieve 
greater vaccination coverage and equity in 
access to immunization, and to include 
other interventions, including insecticide-
treated nets and vitamin A supplements 
when people are immunized. 
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In response to the rising levels of cancer 
worldwide, the Health Assembly adopted a 
resolution to promote cancer prevention and 
control strategies for all Member States. It 
also adopted a resolution on "Accelerating 
the achievement of the internationally-
agreed health-related goals including those 
contained in the Millennium Declaration", 
urging developed countries to make efforts 
to scale up official development aid to 0.7% 
of gross national product. Infant and young 
child nutrition was also discussed, and the 
Assembly adopted a resolution calling on 
Member States to continue to protect, 
promote and support exclusive 
breastfeeding for the first six months of a 
baby's life as a global public health 
recommendation. 

World Blood Donor Day — Anyone 
Can Save A Life  

Thanks to the millions of people who give 
blood safely and anonymously, thousands of 
lives are saved every day. But the chances of 
receiving a safe transfusion — or any 
transfusion at all — vary enormously from 
country to country. Some 60% of global 
blood supplies go to 18% of the world's 
people, leaving 82% of the global 
population inadequately covered. 

World Blood Donor Day 2005 is a time 
to thank the world's regular, voluntary blood 
donors as well as a day for personal 
reflection. Almost everyone can contribute to 
saving a life, either by becoming a regular 
donor or — if health reasons prevent that — 
by volunteering to help on blood donation 
days. 

"Safe blood is a fundamental need for 
the health system of any country" said Dr LEE 
Jong-wook, Director-General, WHO. 
“WHO's 192 Member States have recently 
agreed that World Blood Donor Day will be 
an officially recognized annual event. This 
will help raise awareness of the continuing 
need for safe blood and safe donors," added 
Dr LEE. WHO and other organizations have 

advocated clear strategies to increase 
universal access to safe blood. These are 
based on promoting regular, voluntary, 
unpaid donations and on nationally 
coordinated blood transfusion services. 

World Blood Donor Day is a celebration 
of those who are directly responsible for 
saving or improving the lives of millions of 
patients by giving their blood regularly and 
voluntarily. It is also an urgent invitation to 
countries across the globe to promote safe 
donors and do all that is possible to 
safeguard patients by ensuring an adequate, 
safe supply of blood. World Blood Donor 
Day 2005 celebrations are planned in most 
countries with the global event this year 
taking place in London. The celebration 
galleries in London and elsewhere in 
England will feature testimonials from 
people of all ages — and their families — 
whose lives have been saved or radically 
improved by blood transfusions. It is a 
unique way for recipients to express their 
gratitude to the strangers who have changed 
their lives. 

World No Tobacco Day – 31 May  

Each year, on the occasion of World No 
Tobacco Day, a number of eminent people 
working in the field of tobacco control are 
given public recognition by the World 
Health Organization. This year, one of two 
special awards accorded by the WHO 
Director-General has gone to an activist 
from the South-East Asia (SEA) Region. 

“Tobacco is the world's single biggest 
preventable cause of death, claiming five 
million lives a year globally of which 1.2 
million deaths occur in countries of the SEA 
Region. Countries of the Region are making 
progress in this area. 

Ten of the 11 Member States have 
signed the WHO Framework Convention on 
Tobacco Control (FCTC) and nine countries 
are already Party to the Convention. 
Speaking on the occasion of the World No 
Tobacco Day, Dr Samlee Plianbangchang, 
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Regional Director, WHO South-East Asia 
Region said, “Much more needs to be done 
to prevent the needless deaths and ill-health 
which are the outcome of tobacco 
consumption.” He added that although 
WHO’s leadership with FCTC had brought 
tobacco legislation into force, health 
professionals, and civil society had a vital 
role to play, particularly in educating the 
youth, and making them aware about the 
dangers of a lifestyle that promoted and 
glamorized tobacco. Dr Samlee added that 
it was heartening to see the excellent 
leadership provided by several health 
professionals and NGOs in the Region, and 
congratulated the award winners on their 
noteworthy contribution and success.  

Forty-Second Meeting of the CCPDM 

The Forty-second meeting of the 
Consultative Committee for Programme 
Development and Management (CCPDM) 
was held from 5-7 July 2005 at Dhaka. 
Delivering his opening remarks on the 
occasion, the Regional Director, Dr Samlee 
Plianbangchang said, “The highlight of the 
CCPDM agenda this time is the biennial 
programme budget for 2006-2007. In 
addition to the review and finalization of the 
biennial workplans, we will look into a few 
more issues, such as criteria for distribution 
among countries in the Region of additional 
Assessed Contributions (Regular budget) 
funds, and the ICP-II successor arrangement. 
The supplementary intercountry programme 
or ICP-II will cease from the next biennium. 
The Regional Working Group on 
Programme Budget Development, established 
by the Regional Committee last year, 
recommended, among others, procedures 
for multicountry activities to replace ICP-II. 
“We will discuss at this meeting how to 
proceed with the idea of multicountry 
activities,” stated the Regional Director. 

The Regional Director went on to add, 
“The CCPDM originated from a “Small 
Committee” established by the Regional 
Committee in 1980. The role and functions 

of CCPDM have evolved over these years. In 
1998, the Regional Committee decided that 
CCPDM should take over the functions of its 
Sub-Committee on Programme Budget. 
Since then, the CCPDM has served as an 
executive arm of the Regional Committee in 
matters relating to programme development 
and management. It consists of high-level 
decision-making representatives from all 
countries in the Region. It meets once a year 
to prepare, as mandated by the Regional 
Committee, technical materials for 
consideration of the Regional Committee. In 
order to further strengthen the work of the 
Regional Committee through this mechanism, 
I intend to call for more involvement of the 
CCPDM. This may be in the form of sub-
committees on various specific issues 
relating to programme development and 
management”. “To do so effectively, we 
need to have an annual workplan for 
CCPDM, so that its members will know in 
advance when to do what,” concluded Dr 
Samlee. 

Tenth Meeting of Health Secretaries 

Addressing the inaugural session of the 
Tenth Meeting of Health Secretaries of 
Countries of the South-East Asia Region, 
held on 3-4 July 2005 at Dhaka, the 
Regional Director, Dr Samlee Plianbangchang 
said, “The health secretaries, who normally 
attend the World Health Assembly and the 
session of the WHO Regional Committee, 
can effectively link the work of these bodies 
with that of their respective ministries. 
Therefore, the health secretaries can play an 
important role in the work of the 
Organization at national, regional and 
global levels. There is clear evidence that 
during the past few decades, countries in 
this Region have made significant progress 
in health development. Increasingly, health 
concerns in countries has become a public 
and political issue. Many sectors and 
professionals other than in the health sector 
have come forward to share the 
responsibility for health development. “To 



 

Regional Health Forum – Volume 9, Number 2, 2005 63 

achieve health for all, it is necessary 
therefore, to fully involve all stakeholders 
and partners in facing health challenges,” 
asserted Dr Samlee. 

The Regional Director went on to 
recount the many successes achieved in the 
field of health by Bangladesh. He added, 
“On reviewing the health situation, it is 
evident that the country’s health 
infrastructure has been strengthened 
significantly. More importantly, mortality and 
morbidity due to many communicable 
diseases have come down amazingly. 
Bangladesh has made very good progress in 
health within a rather short time span. “The 
Government must therefore be congratulated 
for its commendable efforts in the country’s 
health development,” said Dr Samlee. 

Speaking about the implementation of 
WHO’s regional strategy on decentralization 
in the South-East Asia Region, the Regional 
Director said, “In this decentralization 
exercise, we, as WHO staff, always keep 
asking ourselves, “what benefits have 
countries in the Region got or will get from 
WHO’s work?” This will serve as a reminder 
to us in WHO to constantly monitor and 
evaluate our work, and take necessary steps 
to ensure useful contributions to countries’ 
health development. I am confident that the 
deliberations of health secretaries on various 
agenda items during the course of this 
meeting will be productive as usual. “All of 
us stand to benefit from their combined 
wisdom,” concluded Dr Samlee. 

Who’s First Food Safety Award  
Presented to Her Majesty Queen Sirikit 
of Kingdom of Thailand 

WHO Director-General, Dr Lee Jong-wook 
presented the first Food Safety Award to Her 
Majesty Queen Sirikit of the Kingdom of 
Thailand on 9 August 2005 in Bangkok. The 
award is in recognition of Her Majesty’s 
outstanding and notable efforts in promoting 
food safety in the country. Her Majesty 

Queen Sirikit is the first recipient of this 
award. Henceforth it will be given on a bi-
annual basis to eminent persons who 
encourage and promote food safety at the 
national or international level. 

The award was presented at a special 
ceremony in the presence of over a hundred 
dignitaries. WHO Regional Director for 
South-East Asia, Dr Samlee Plianbangchang 
was present at the ceremony. Also present 
were Dr C.Le Gales-Camus, ADG, NMH 
(Noncommunicable Diseases and Mental 
Health) and Dr William Leggett Aldis, WHO 
Representative to Thailand. 

Avian Influenza 

An informal consultation on avian influenza 
was convened by the Regional Office on  
1-2 August 2005 at Bangkok to review the 
evolving threat of pandemic avian influenza, 
and to address the issues of availability and 
use of antiviral drugs and vaccines. Eleven 
participants from Cambodia, Indonesia, 
Myanmar, Thailand and Viet Nam attended 
this consultation. WHO staff members from 
headquarters, the Regional Offices of the 
South-East Asia and the Western Pacific 
regions, and from country offices of 
Myanmar and Thailand also participated. 

Welcoming the participants, Dr Samlee 
Plianbangchang, Regional Director, WHO 
South-East Asia Region, stated that the 
emerging infectious diseases posed a 
formidable health, social and economic 
challenge, and remained a cause for 
worldwide concern. “Avian influenza (AI) is 
yet another example of this threat. The 
outbreaks of AI have already caused a huge 
economic loss to several countries in Asia. 
There is a growing concern on the possibility 
of a future influenza pandemic which may 
start in Asia. Human casualties due to this 
pandemic could be in the order of millions”, 
said Dr Samlee. He emphasized that though 
the antiviral drug against the pandemic 
strain was an important interventional tool, 
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its limited availability required strategic 
utilization. “Development of an efficacious 
vaccine and ensuring its timely delivery is 
equally critical to the effective prevention of 
an influenza pandemic,” added Dr Samlee. 

The 23rd Meeting of Ministers of Health and 
the 58th Session of the Regional Committee  

Speaking at the joint inaugural session of 
the 23rd meeting of Health Ministers and 
the 58th session of the Regional Committee 
for South-East Asia, on 4 September 2005, 
the Prime Minister of the Democratic Socialist 
Republic of Sri Lanka, H.E. Mr Mahinda 
Rajapaksa said, “The implementation of an 
early warning system for the Region will be 
extremely advantageous in the preparation 
and response to national and man-made 
disasters, and for the containment of 
emerging communicable disease”. The 
Prime Minister thanked the World Health 
Organization and its partner UN agencies 
for their advice and support after the 
catastrophic Asian tsunami. Referring to the 
importance of the meetings, he added that 
these would provide “a strong platform to 
unite, share and advance our knowledge, 
and can only lead us to strong and enduring 
cooperation.” 

The Regional Director, Dr Samlee 
Plianbangchang commended the remarkable 
progress made by Sri Lanka in national 
health development. He noted that infectious 
diseases caused a large proportion of 
morbidity and mortality in the Region, and 
that these challenges needed to be 
addressed urgently. He observed that the 
Commission on Macroeconomics and 
Health provided evidence that increased 
investment in health led to economic growth 
and poverty reduction. 

Dr Samlee emphasized that the 
Millennium Development Goals (MDGs) 
were a comprehensive expression of 
governments around the world for achieving 
the well-being of their people. They 

identified a set of interrelated targets for 
addressing extreme poverty and its many 
related dimensions, with health being placed 
at the centre. 

Fifty-Eighth Session of Regional Committee Lauds 
WHO’s Work in the South-East Asia Region  

The 58th session of WHO’s Regional 
Committee for South-East Asia concluded 
on 10 September 2005 with a call for a 
strong commitment and joint endeavours for 
health development by Member States. It 
noted with satisfaction the progress in the 
implementation of WHO’s collaborative 
programmes and activities in the Region. 
The Committee deliberated on several issues 
of importance to countries, and adopted 
resolutions on subjects of regional priority, 
including on the following: 

Consideration of recommendations 
arising from technical discussions on skilled 
care at every birth: The Committee stated its 
concern at the unacceptably high maternal 
and neonatal mortality in the Region, and 
said that most of these deaths could be 
prevented with the availability of skilled care 
at birth and a strengthened referral system to 
ensure maternal and newborn care after 
birth. It urged Member States to strengthen 
national and sub-national plans, strategies 
and programmes to ensure provision of 
skilled care at every birth. It urged countries 
to identify barriers to equitable access and 
utilization of skilled care at birth and to 
develop evidence-based actions to 
overcome them. Appropriate improvements 
in health systems should be instituted to 
strengthen programme management and 
improve health care delivery. The 
Committee sought WHO’s assistance in this 
regard. 

Health action in emergencies, including 
response to earthquakes and tsunamis of 26 
December 2004: The Committee urged 
Member States to strengthen risk 
management mechanisms in the health 
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sector, as a prepared health sector could 
mitigate the impact of disasters by reducing 
avoidable deaths, injuries and illnesses. The 
Committee noted the urgency to incorporate 
emergency preparedness and response 
programmes (EPR) within ministries of health 
to ensure sustainability. High-level offices 
should manage EPR, maintaining 
multisectoral, regional and intercountry 
collaboration. The Committee also noted 
the importance of strengthening relations 
with national and international media by 
strengthening capacity of health 
professionals in dealing with media thus 
enabling journalists to report more 
accurately on health issues during 
emergencies. The Committee urged WHO 
to support Member States in exchanging 
expertise and information, increasing 
partnerships with other UN agencies and 
facilitating mobilization of resources. 

Polio eradication: Final Strategy: The 
Committee recognized the substantial 
progress made in the Region towards the 
goal of polio eradication in 2005. It noted 
that while poliomyelitis remained endemic 
only in a few districts in India, all countries 
remained at risk, given the recent polio 
outbreak in Indonesia. It urged Member 
States where poliovirus transmission was 
endemic, to further intensify their eradication 
strategies to interrupt wild poliovirus 
transmission in 2005, and urged all 
Member States to maintain high levels of 
routine immunization coverage and high 
quality of AFP surveillance until global 
certification of polio eradication was 
achieved. The Committee requested 
countries to develop an action plan to 
respond effectively to any polio outbreak 
caused by an importation of wild poliovirus. 
The Committee urged WHO to collaborate 
with partners in ensuring the highest political 
support for polio eradication and in 
mobilizing necessary financial and technical 
resources. 

Asia-Pacific Strategy on emerging 
diseases: Recognizing the serious threats 
posed to public health from emerging 
diseases like SARS and avian influenza, 
Member States were urged to strengthen 
their capacity for surveillance and response 
to detect, verify and report on 
communicable disease outbreaks; to 
increase cooperation among themselves 
and to strengthen collaboration and 
coordination between the health, veterinary 
and agricultural sectors, to enhance early 
detection of zoonotic diseases such as avian 
influenza and SARS and to urgently develop 
national preparedness and response plans 
with special emphasis on avian influenza. 
Recognizing the likely shortage of drugs and 
vaccines to deal with emerging diseases like 
the avian influenza, the Committee 
emphasized the importance for Members 
States to establish risk communication 
mechanisms to enable initiation of public 
health measures to protect populations, 
should the need arise. WHO was requested 
to support Member States in strengthening 
national capacity for communicable disease 
surveillance and outbreak alert and 
response and to facilitate the establishment 
and networking of regional centres of 
excellence to coordinate and advise on 
effective implementation of the Asia-Pacific 
strategy on emerging diseases. WHO was 
also urged to assist in the mobilization of 
technical, logistic and financial resources to 
facilitate the implementation of the strategy, 
stockpiling of essential medicines, vaccines 
and personal protection equipment and to 
develop and implement national influenza 
pandemic preparedness plans. 

International Health Regulations (2005): 
The Committee noted that the Asian-Pacific 
Strategy and International Health 
Regulations (2005) were complementary. It 
recognized the enormous challenge faced 
by Member States in building national core 
capacity of Member countries by June 2007 
when the revised IHR would come into force. 
It stressed the urgency for Member States to 
take all necessary steps, including 
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upgrading existing health infrastructure, 
building core capacities, establishing 
surveillance mechanisms for developing 
early warning systems; strengthening 
laboratory services for immediate diagnosis 
and strategic stockpiling of drugs, vaccines 
and equipment and mobilizing political 
commitment. The Committee urged WHO 
to facilitate the implementation of IHR 
through technical guidance and support 
including building core capacity in Member 
States in detecting, verifying and responding 
to public health risks and health 
emergencies of international concern. WHO 

was requested to support resource 
mobilization and promotion of intercountry 
and interregional collaboration. 

The Regional Committee decided to 
hold Technical Discussions on the subject of 
“Promoting patient safety at health care 
institutions” in 2006. 

The Regional Committee decided to 
hold its fifty-ninth session in Bangladesh in 
conjunction with the Meeting of Ministers of 
Health. 
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Book Review 
PUBLICATIONS CORNER 

Global Tuberculosis Control – Surveillance,  
Planning, Financing – WHO Report 2004  
[ISBN 92 4 156264 1; Sw.fr.40-/US$36.00; 
In developing countries: Sw.fr.20.-; US$ 18.-] 

This is the 8th WHO annual report on 
global tuberculosis control. It includes data 
on case notifications and treatment 
outcomes from 201 national TB control 
programmes (NTPs) that reported to WHO 
for 2002, together with an analysis of plans, 
budgets, expenditures, and constraints on 
DOTS expansion for 22 high-burden 
countries (HBCs). Nine consecutive years of 
data are used to assess progress towards the 
2005 global targets for case detection 
(70%) and treatment success (85%). The 
global, smear-positive case detection rate 
was 37% in 2002, over half way to the 70% 
target, and rising more quickly than at any 
time since 1995. Based on recent trends, 
the authors expect the case-detection rate to 
be about 50% by 2005, by which time all TB 
patients reported in the public sector will 
receive the internationally recommended 
standard of care under DOTS. Smear-
positive case detection by DOTS 
programmes could be increased from 37% 
to 50% simply by ensuring that the diagnosis 
and treatment of known TB cases in the 
Americas, Europe and South-East Asia 
conforms with DOTS standards. To get 
above 50% case detection will be 
challenging because the notification rate of 
all TB cases by public health authorities has 
been stable for many years, and because 
DOTS programmes will probably have 
exhausted this supply of cases by 2005. 
Beyond 2005, and preferably sooner, DOTS 
programmes and public health authorities 
must begin to recruit patients from non-

participating clinics and hospitals, notably in 
the private sector in Asia, and from beyond 
the present limits of public health systems in 
Africa. A special effort must be made to 
improve cure rates in Africa. 

Basic Laboratory Procedures in Clinical  
Bacteriology – Second Edition 
[ISBN 92 4 154545 3; Sw.fr.40-/US$36.-; 
In developing countries: Sw.fr.28.-] 

This manual is a practical guide, for use by 
laboratory workers in health centres and 
district hospitals, to the procedures to be 
followed in obtaining specimens, isolating 
and identifying bacteria, and assessing their 
resistance to antibiotics. It covers 
bacteriological investigation of blood, 
cerebrospinal fluid, urine, stool, sputum, 
pharyngeal and genital specimens, and 
purulent exudates. Particular attention is 
given to the need for quality control of all 
laboratory procedures. A list of media and 
reagents needed for the isolation and 
identification of the most common bacterial 
pathogens is included, together with an 
indication of their relative importance for the 
intermediary laboratory. This list is intended 
for adaptation to local circumstances. This 
second edition has been updated in many 
areas, including a greatly enhanced section 
on stool specimens and a new section on 
serological tests. 

Guidelines for Conducting Community Surveys on 
Injuries and Violence 
[ISBN 92 4 156249 8; Sw.fr.50-/US$45.-; In developing 
countries: Sw.fr. 35.-] 

This volume describes the changing realities 
determining the need and resources for 
long-term care in ten developing countries. 
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Considered together, these case-studies 
provide examples to illustrate many of the 
lessons learned, key policy issues 
confronted, and current and future needs 
discussed in other volumes in this series. 
Represented in this first of two volumes are 
case-studies of China, Costa Rica, 
Indonesia, Lebanon, Lithuania, Mexico, 
Republic of Korea, Sri Lanka, Thailand, and 
Ukraine. Each has been prepared by health 
systems/LTC experts from that country, in 
collaboration with the World Health 
Organization and its Collaborating Centre 
for Health and Long-Term Care Policy and 
Research, the JDC-Brookdale Institute. This 
book is part of the World Health 
Organization’s Initiative on Long-Term Care 
led by the JDC-Brookdale WHO 
Collaborating Centre for Health and Long-
term Care Policy and Research. 

WHO Model Formulary 2004 – Based on the 13th 
Model List of Essential Medicines 2003  
[ISBN 92 4 154631 X; Sw.fr.40-/US$36.00; In developing 
countries: Sw.fr.20.-] 

Since its first publication in 2002, the WHO 
Model Formulary has become an 
indispensable source of independent 
information on essential medicines for 
pharmaceutical policy-makers and prescribers 
worldwide. The Model Formulary is the 
authoritative guide on how to make effective 
use of medicines on the WHO Model List of 
Essential Medicines, so improving patient 
safety, and limiting unnecessary medical 
spending. For each medicine, the Model 
Formulary provides information on use, 
dosage, adverse effects, contraindications 
and warnings, supplemented by guidance 
on selecting the right medicine for a range 
of conditions. This new edition details 
changes made to the WHO Model List of 
Essential Medicines 2003, with updated 
therapeutic information on existing 
medicines reflecting new clinical knowledge. 

Neuroscience of Psychoactive Substance Use  
and Dependence 
[ISBN 92 4 154648 4; CHF 40.-/US$36.00.-; 
In developing countries: CHF 20.00] 

Despite the large magnitude of the injury 
problem, limited attention has been paid to 
it, particularly in low- and middle-income 
countries. This manual contributes to 
overcoming the shortfall in reliable and valid 
injury information, by providing a 
methodology for collecting injury data in the 
community that is robust, reproducible and 
relatively easy. Its use would help in making 
the burden of injuries more visible as a 
public health problem. It therefore 
contributes to the first two steps of the public 
health approach, in defining the size of the 
problem in the community and identifying 
risk factors. The main focus of the document 
is on the conduct of community surveys at a 
local as opposed to national level. It 
provides a standardized tool for the 
systematic collection of data on victims of 
injuries in the community. This consists of a 
questionnaire and a reliable method of sampl- 
ing. There is detailed guidance on how to 
obtain representative samples of the study 
population using two-stage cluster sampling 
with probability proportional to size, on how 
to use sample size calculations for ensuring 
adequate precision and how to use these 
tools in the field. The use of these tools will 
help ensure that data collected are valid 
and reliable and comparable with other sur-
veys using a similar methodology. Additional 
optional modules are also provided, for the 
study of particular injury problems in greater 
detail. There are detailed explanatory notes 
for the data collection forms. 

Instructions are also provided on how to 
prepare for data collection, ranging from 
making logistic arrangements, translation and 
pre-testing of questionnaires, selection and 
training of field workers, and making 
arrangements for the safe storage and return 
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of questionnaires. Advice is also provided 
on the actual conduct of the field work and 
the tasks allocated to field staff as well as 
how to handle unexpected situations in the 
field. The important issue of obtaining ethics 
approval is discussed, as are obtaining 
informed consent and ensuring confiden-
tiality, staff and responder safety. Data entry 
and analysis are discussed and the calcula-
tions of disease measures are presented in 
the text and appendices. Some limitations of 
surveys, such as biases due to self-reporting 
and recall have also been highlighted. 

Finally, the interpretation of the results is 
discussed, in terms of magnitude and public 
health priority. Clearly, studies are of little 
value unless results are disseminated to 
stakeholders, both policy-makers and the 
community, so that they can be used for 
public health action, both in advocacy and 
prevention. This document is not intended to 
be prescriptive; instead it recommends what 
is considered to be good practice. It is 
hoped that researchers throughout the world 
will be able to use it to help further define 
the injury burden. 

Tobacco Control Legislation – Second Edition:  
An Introductory Guide 
[ISBN 92 4 156268 4; Sw.fr 90.-/US$81.00.-; 
In developing countries: Sw.fr. 63.-] 

This introductory guide on legislation for 
tobacco control represents an important step 
in strengthening global and national 
tobacco control programmes. Tobacco now 
kills 4.9 million people a year and the figure 
continues to rise. The recent conclusion of 
the negotiations of the World Health 
Organization Framework Convention on 
Tobacco Control (WHO FCTC) presents a 
strong global complement to national and 
local legislative action for tobacco control. 
Many developed and developing countries 
have also continually called for WHO to 
produce tools for the development of 

legislation in Member States. This guide 
aims to meet such an important requirement 
and is the first in a series of WHO manuals 
to support the implementation of the historic 
WHO Framework Convention on Tobacco 
Control. Recognizing that legislation is 
indispensable to long-term success, this 
publication offers health officials and others 
the tools to develop the legislative measures 
required by the WHO Framework 
Convention on Tobacco Control. Beginning 
with an explanation of the legal terms and 
concepts, the publication guides the reader 
through each stage of the legislative 
process, from the first steps of building a 
foundation of political support, to the 
enforcement and evaluation of legislation 
after it comes into force. It describes the 
strategic choices each country must make in 
approaching legislation and offers practical 
suggestions for developing legislative text, 
working with lawmakers to win the pro-
posal’s adoption, and overcoming objections 
and obstacles. It also provides selected case 
studies of various national laws as well as 
an introductory discussion of international 
legal instruments pertaining to tobacco 
control. This guide will be of interest to those 
working in tobacco control or in health 
promotion, such as governmental agencies, 
public health practitioners, lawyers, non-
governmental organizations and academia. 

AIDS in Asia: the challenge ahead* 
Editor: Jai P. Narain 
Publisher: Sage Publications India Pvt. Ltd. 
[ISBN 0-7619-3225-9; US$9.-] 

The 23 chapters of this book seek to throw 
light on the HIV/AIDS situation in Asia – a 
continent where the HIV/AIDS scene is 
markedly varied, with very different levels of 
prevalence, different needs, and different 
challenges. The editor has succeeded in 
bringing these differences out and in 
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producing a comprehensive volume that 
focuses on the epidemiological and 
programmatic issues of the epidemic in 
Asia. However, because of the large number 
of and variety of topics, the book sometimes 
loses continuity and in many places is 
repetitive and laden with too much statistical 
information. 

Practitioners and policy-makers will find 
the book useful as it provides sufficient 
details about the scale and magnitude of the 
HIV/AIDS problem in the region. A wide 
range of topics related to prevention, care 
and treatment are covered as are country-
specific HIV reports, including lessons 
learned from the Asian and African 
responses to the epidemic. 

Individual chapters highlight the issues, 
ranging from the importance of safer 
behaviour in sexual and injection practices 
to the different challenges and role of 
intravenous drug use in the HIV epidemic. 
However, the interventions on promoting 
safe sex by sex workers, with insufficient 
coverage of potential interventions to 
increase their clients’ “demand” for safe sex. 
Coverage of the differences and similarities 
between the African and Asian epidemics, 
the role of other sexually transmitted 
infections (STIs) in the spread of HIV/AIDS, 
and on scale-up of antiretrovirals (ARVs) 
(WHO’s “3 by 5” strategy) is useful and 
informative. 

The detailed country-specific accounts 
of the epidemiology of HIV/AIDS and of the 
response by government and 
nongovernmental organizations are very 
informative as is the in-depth analysis of the 
success of the HIV-prevention programme in 
Thailand. The importance of political buy-in 
and of decentralization and integration of 
STI services in primary and reproductive 
health services into this country are valuable 
lessons also for other Asian countries. 

Another important lesson is the 
acknowledgement that the 100% condom 
use strategy that resulted in significant 
reduction in HIV prevalence in Thailand is 
more suitable for structured/institutionalized 
brothel-based sex work than for casual sex 
or for a less structured setting. 

HIV/AIDS care, an important area for 
both programme and research, receives 
sufficient coverage; details are provided of 
various opportunistic infections, especially 
the importance of TB prevention and 
treatment among HIV-infected persons. 
Similarly the role of ARVs is well covered 
with elaborate details provided on clinical 
issues – selection of drugs, monitoring of 
patients, and drug resistance. However, the 
book could have benefited from some 
discussion of the economics of HIV care, 
especially the cost of ARV therapy and of the 
associated monitoring tests as well as the 
opportunity costs of such expenditures to 
public health budgets across the region. 
Even at cost of US$ 500-1000 per person 
per year for ARVs, AIDS care could impost a 
significant burden on public health budgets 
for most countries in South-East Asia, 
particularly for India and Indonesia. To meet 
these costs, countries will have to consider 
different financing mechanisms including 
national health insurance schemes, co-
financing mechanisms, community insurance 
etc. 

Overall, the authors make an important 
contribution to describing the HIV/AIDS 
epidemic in Asia, covering most aspects of 
the disease. The book is reasonably well 
organized and referenced and laid out in an 
easy-to-read style. Most importantly, unlike 
the general trend in the literature on 
HIV/AIDS issues, this book is not alarmist. 

 

______________ 
*Reprinted from Bulletin of the World Health 
Organization, October 2005, 83 (10) 



 

Regional Health Forum – Volume 9, Number 2, 2005 71 

Guidelines for Contributors 
THE Regional Health Forum seeks to inform and to act as a platform for debate by health 
personnel including policy-makers, health administrators, health educators and health 
communicators. 

Contributions on current events, issues, theories and activities in all aspects of health 
development are welcome. Contributions should be original and contain something of interest 
to those engaged in health policy and practice, some lesson to be learned, some idea, 
something that worked, something that didn't work, in fact anything that needs to be 
communicated and discussed on a broader scale. Articles, essays, notes, news and views 
across the spectrum of health development will be published. 

Every year, the April issue of the Forum is dedicated to the World Health Day theme of the 
year. Readers may send contributions relating to the theme for inclusion in the special issue. 

Papers for submission should be forwarded to the Editor, Regional Health Forum, World 
Health Organization, Regional Office for South-East Asia, World Health House, Indraprastha 
Estate, Mahatma Gandhi Road, New Delhi 110002, India (e.mail address: 
editor@whosea.org). 

Contributions should: 

• be in English; 

• be written in an anecdotal, informal, lively and readable style (so that sophisticated 
technologies, for example, may be easily understood); 

• be in MS Word and sent with a diskette and a printout in double space, and 

• not normally exceed 3 000 words with an abstract (approx. 250 words) and a 
maximum of 30 references. 

Letters to the editor should normally be between 500-1 000 words with a 
maximum of six references. 

Responsibility of the Authors 
Authors are responsible for: 

• ensuring that their contributions contain accurate data and references (and are 
requested to check the accuracy of both before submission); 

• obtaining permission to use copyrighted material (if used). The letter granting such 
permission should be attached to the manuscript when submitted; 

• obtaining permission from appropriate governmental authorities if the contribution 
pertains to a government programme/project and contains material/statistics/data 
derived from government sources; 

• ensuring that all abbreviations (if used) are explained; 
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• giving their full names, the name and address of their institutions, and an exact 
description of their posts; 

• declaring sources of funding for the work undertaken, and 

• disclosing at the time of submission, information on financial conflict of interest that 
may influence the manuscript. They may also choose to declare other interests that 
could influence the results of the study or the conclusions of the manuscript. Such 
information will be held in confidence while the paper is under review, and if the 
article is accepted for publication the editors will usually discuss with the authors the 
manner in which such information is to be communicated to the reader. 

Tables and Illustrations 
• The use of tables and illustrations should be restricted to those that clarify points in the 

text.  

• All illustrations and tables should be numbered consecutively and should be lightly 
marked on the back with the figure number, and the author's name indicated. 

• Graphs and figures should be clearly drawn and all data identified. 

• Photographs should be on glossy paper, preferably in black and white. 

• Each table should be submitted on a separate sheet of paper. 

References 
• References should be numbered consecutively as they occur in the text. 

• Journal titles should be written out in full (i.e. not abbreviated). 

• A reference to a contribution in a book should include the chapter title and page 
range. 

Reprints 
Reprints of contributions are not produced but five printed copies of the issue will be supplied to 
the respective authors. An electronic version of the article in PDF format may also be made 
available to authors if they provide their e-mail addresses. 
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How to order WHO Publications 
New WHO publications are issued frequently. Requests for information about WHO 
publications and orders should be addressed to the nearest sales agent (listed below) or 
to WHO, New Delhi. Orders sent to New Delhi must be accompanied by payment in the 
form of a demand draft/Indian postal order/money order (prices include handling and 
postage charges). Orders from countries other than India can be addressed to the Sales 
agent or WHO Representative in that country and are payable in local currency: 

INDIA 

Southern India  
M/s New Century Book House (P) Ltd.  
136 Anna Salai 
Chennai 600 002, TAMIL NADU  

Western India  
M/s Consumer Communications 
52, Shafi Estate, Amar Mahal 
Chembur 
Mumbai 400 089, MAHARASHTRA 
 
M/s K.M. Varghese & Company 
Medical Book Distributors & Publishers 
104 Hind Rajasthan Building 
Dadasaheb Phalke Road, Dadar 
Mumbai 400 014, MAHARASHTRA  

Eastern India 
M/s Insales India (P) Ltd. 
1C/1&2, Camac Court 
25-B, Camac Street 
Calcutta 700 016, WEST BENGAL 

BANGLADESH 
Ahsania Mission Book Distribution House 
House No. 1/A, Road No. 13, 
Dhanmondi R.A. (Mirpur Road) 1st Floor, 
Dhaka - 1209  
Email: dam@drik.bgd.toolnet.org 

INDONESIA 
M/s C.V. Sagung Seto 
Jalan Pramuka No. 27 
P.O. Box 4661 
Jakarta 10001 

NEPAL 
Everest Media International Services (P) Ltd. 
Shanti Nagar-34 
Block No. Kha-1-248 
New Baneswar, Kathmandu 

THAILAND 
Suksit Siam Co. Ltd 
113, 115 Fung Nakhon Road 
Opp. Wat Rajbopith 
Bangkok 10200 

World Health Organization 
Regional Office for South-East Asia 
Indraprastha Estate 
New Delhi 110 002, India 
Attn: Publications (Sales) 
Telephone: 2337-0804 
Telefax: 2337-9395 / 2337-9507 
Email : publications@whosea.org 
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