
5
Social Change and

Mental Health

Health Promotion
The Healthy Settings approach has been the thrust for health
promotion interventions during the past two years. The period
saw systematic initiatives in the areas of health promoting schools,
workplaces and hospitals.

In response to the Health Ministers’ recommendations to
Member countries to gradually develop schools into health
promoting schools, WHO has supported the review of school
health programmes and the strengthening of school health
interventions. Working together with WHO headquarters and the
Educational Development Centre, Boston, USA, a Region-specific
instrument, Rapid Assessment and Action Planning Process
(RAAPP) for assessing country capacity and planning for the
development of health promoting schools has been developed.
RAAPP has been used with good results in Indonesia at both
central and provincial levels. It is planned to be used to develop
and support health promoting schools in other countries of the
Region in the next biennium. Technical support has been provided
to countries in strengthening various aspects of school health
programmes. Bhutan was assisted to review and strengthen its
national school health curriculum. A Memorandum of
Understanding between the Ministry of Education, WHO and
Smithkline Beecham Pharmaceuticals in Indonesia for deworming
of school children has been facilitated. The national health
promotion strategy of Maldives, which includes approaches to
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improve the health of school children, has been supported.
Further, operational guidelines for the development of health
promoting schools have been completed. A Regional Framework
for introducing Life skills Education to promote the health of
adolescents has been developed for adaptation and incorpora-
tion into the school curriculum by Member countries. An inter-
country consultation on incorporating the life skills package into
school health was attended by participants from all the countries.

A healthy lifestyle is critical to the quality of life. It not only
helps prevent some communicable diseases which are increas-
ingly becoming a public health problem in the Region, but also
enhances individual and community responsibility for self-care.
To provide direction and support interventions at the community
level, advocacy publications on healthy lifestyles and on the
prevention and management of noncommunicable diseases were
developed. Training modules on healthy lifestyles for community-
level health personnel were developed, reviewed by experts and
pretested in two countries. These modules should help strengthen
the capacity of community-based health staff in promoting healthy
lifestyles.

Advocacy on health promoting workplaces has been intensi-
fied since the fourth International Conference on Health Promotion,
held in Jakarta in 1997. A regional advocacy publication on
promoting health at the worksite for both workers and manage-
ment as well as the surrounding communities has been developed.
This will provide direction to relevant national authorities in working
with establishments, factories, and industries, both formal and
informal, to gradually improve occupational health programmes.

Health promoting hospitals was the focus of an intercountry
consultation in Bangkok in November 1999. The consultation
created a better understanding of what the health promoting
hospital concept was about. It also motivated participants to pay
attention to other health determinants at the hospital setting which
influence the health of patients, their relatives, management and
staff. A Regional Concept and Strategic Paper was reviewed and
finalized based on the regional guiding principles for the develop-
ment of health promoting hospitals and schools. Based on these
guiding principles, regional operational guidelines for the develop-
ment of health promoting hospitals have also been developed.
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The 5th Global Conference on Health Promotion, held in
Mexico City in June 2000, provided an opportune forum for
Ministers of Health and participants from Member countries to
define their vision for health promotion at the country level
through the adoption of the Ministerial statements on Health
Promotion and the Framework for Health Promotion. The
outcomes of the Conference will continue to provide directions
to Member countries for the development of their plans of action
for the next biennium and beyond.

Disability/Injury Prevention and Rehabilitation

Injury and violence

Rapid industrialization, urbanization and an unprecedented
increase in the number of vehicles, coupled with lack of health
and safety promotion policies, have resulted in injuries becoming
a leading cause of morbidity, mortality and disability globally and
in the South-East Asia Region. Although there is a general paucity
of information on the burden and determinants of injury, the efforts
of the Regional Office in the last few years have resulted in the
identification of road traffic injuries, domestic injuries, occupational
injuries (especially agricultural injuries), suicides and violence as
major causes of injury in the Region. Injuries contribute to 10-20%
of deaths, varying between the countries; 20-30 times this number
is hospitalized, and 50-100 times that number need emergency
care. Nearly one-third of all disabilities in the Region is due to
injury. Despite these staggering statistics, most countries in the
Region still do not have a national injury prevention programme
in place. Following the recommendations of the Workshop on Injury
Prevention, held in 1997, national focal persons have been
identified in some Member countries. Meanwhile, the Regional
Office has intensified its efforts to place injury prevention and
control on the development agenda of Member countries.

Prevention of blindness and deafness

The prevalence of blindness in the Region is around 0.8%. The
rates vary from 0.3% in Thailand to 1.5% in Indonesia. The
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blindness prevalence rate for Thailand is comparable to
developed countries and is a reflection of the outstanding
achievement of the Thai national programme.

Renewed efforts have been initiated for prevention of
blindness following the regional launch by the Regional Director,
in September 1999, of Vision 2020: The Right to Sight, to contain
the rising incidence of blindness in the Region. At its 53rd session,
the Regional Committee adopted a resolution in support of
Vision: 2020. With WHO support, seven Member countries have
already launched their National Vision 2020. This has greatly
helped to put blindness prevention on the national health
development agenda. Most countries observed 12 October 2000
as World Sight Day. Various programmes were organized with
the participation of national leaders, celebrities and professionals.

A Regional Strategy Document for Vision 2020 has been
developed following two intercountry consultations. At a follow-
up intercountry meeting, the countries agreed to develop a
national plan of action for Vision 2020. Through this strategy
document Member countries commit themselves to three main
directions, viz., advocacy, partnership development and
networking, and integrated approach to reduction of disease
burden through coordinated development of human resources
and infrastructure.

During the period under review, the Regional Office
conducted a study covering five countries in the Region. This
study revealed a high burden of ocular morbidity and blindness
due to eye injuries, and corneal ulcers. Efforts are being made
to contain this “silent epidemic”. A baseline study to assess the
existing status of ophthalmic training at both undergraduate and
postgraduate levels in medical schools in five countries of the
Region has been completed. Data are currently being analysed.
This should facilitate in reorienting medical education to the goals
of Vision 2020. Financial support for training paediatric eye care
teams to address childhood blindness and to train eye care
programme managers has been mobilized.

To fill the long-existing gap in knowledge on the burden
and determinants of deafness in the Region, the Regional Office
supported a multi-centric study in four countries using the protocol
developed by WHO headquarters. The data, which will be further
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refined, will be useful in developing a regional profile as well as
for programme planning.

Ageing and health

Six countries in the Region (DPR Korea, India, Indonesia, Maldives,
Sri Lanka and Thailand) have already achieved a life expectancy
at birth of above 60 years. This rapid increase in the population
of the elderly has resulted not only in disturbing the social support
system but also impacted directly on the health of the populations
with increasing physical as well as neurological disabilities.

The Regional Office has been actively engaged in highlight-
ing the health aspects of ageing. A situation analysis on ageing
and health in the Region has been proposed. The data, when
available, will be used to develop a regional profile and
subsequently a regional strategy.

Rehabilitation

An estimated 3-10% of the population in the Region is disabled
causing a great socioeconomic burden to the already fragile
economy of the countries.

The elderly population in the Region is growing steadily.
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WHO has for long promoted the concept of community-
based rehabilitation. Countries such as Bangladesh, Bhutan,
India, Indonesia, Myanmar, Sri Lanka and Thailand have initiated
integration of CBR into PHC services. Training of health workers
in CBR is being strengthened. This will help in developing the
much-needed human resources in this important area of health
development.

Oral Health

Strengthening of oral health care is one of the public health
priorities in the Region in view of the rising prevalence of this
preventable health problem.

Dental caries, periodontal diseases and oral cancer have
been identified as major oral health problems. During the period
under review, WHO supported the training of participants from
eight Member countries in Atraumatic Restorative Treatment (ART)
at the Faculty of Dentistry in Thamasat University, Thailand. ART
is a well-accepted component of WHO’s Oral Health package
for the control of dental caries.

Community oral care efforts are being intensified in the Region.
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Mental Health
Historically, disease burden has been based on mortality statistics.
However, these statistics underestimate the burden from non-fatal
conditions such as neuropsychiatric disorders, which include both
mental and neurological disorders. Thus, neuropsychiatric
disorders have largely been ignored as they are not included in
the “cause of death” list. When disease burden measurement
includes time lived with disability, several neuropsychiatric
disorders emerge as leading causes of disease burden worldwide.

Reliable population-based data on the burden of neuro-
psychiatric disorders in the Region are currently being compiled.
Mental health disorders, such as dementia, depression and
schizophrenia, generally affect the elderly. There has been an
increase in the number and proportion of the elderly in the
Region. It is estimated that 45% of the increase in schizophrenia
from 1985 to 2000 is based on ageing of the populations. Consi-
dering the vast size of the population, it is estimated that the Region
will be faced with a huge burden from mental health morbidity.

The stigma associated with neuropsychiatric disorders leads
to various negative consequences not only for the sick persons
but also for their families. These include rejection, denial of equal
opportunities and participation in various activities, humiliation
and isolation. Persons with neuropsychiatric disorders are at high
risk of human rights violations. Despite the significant public
health impact of neuropsychiatric disorders on morbidity, disability
and mortality, policy-makers and health care administrators
worldwide accord low priority to the development of services for
these conditions.

Attention is being increasingly focused on community-based
activities in mental health. Such programmes are commonly
referred to as community mental health (CMH) and cover treat-
ment and intervention programmes initiated and implemented
outside mental hospitals.

Coverage with basic mental health care has been increa-
sing continuously over the last decade in all countries of the
Region. The Regional Office has supported these efforts through
technical assistance covering aspects of training etc.
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A regional meeting of national mental health focal points
was held in the Regional Office in October 2000 to discuss
mental health programmes of Member countries and to review
the regional policy on mental health. World Health Day 2001
was dedicated to mental health and was observed widely in all
Member countries.

In India, support was provided for various studies including
dementia and its prevention; development of training modules
in basic mental health services for community health care
providers; promotion of mental health amongst adolescents;
identification and optimum management of depression, and
management of epilepsy in the community.

Indonesia is going through substantial political and
economic changes which are affecting the health care system.
With the government’s new policy of decentralization, the struc-
ture and delivery of mental health services will need to be revised.
The Regional Office supported the Government of Indonesia in
the development of a draft mental health policy.

In Sri Lanka, support was provided to develop two model
districts for mental health services in the community. Other
projects that were supported included prevention of harm from
alcohol and substance abuse and prevention of suicide,
particularly amongst adolescents.

Thailand, with its vast resources in mental health, is playing
an important role in training in mental health, not only for the
Member countries of the Region, but also for other countries,
such as China, Vietnam, Cambodia etc. Support was extended
to cover, among others, a workshop on community mental health;
development of a curriculum for community-based rehabilitation
and life skills development for adolescents concentrating on rural
and marginalized populations.

Substance Abuse

The Region is particularly affected by the problem of substance
abuse. Injecting drug use has been fuelling the AIDS epidemic
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in many countries of the Region. What is being witnessed today,
on a global scale, is a virtual epidemic. A disturbing trend is
that more and more young people are being drawn to this
devastating addiction. The sharing of contaminated equipment
to inject drugs has been a key factor in the spread of HIV/AIDS
and other infections among drug users.

A Regional Policy and Strategies on Substance Abuse,
including plans of action for 2000-2005, have been developed.
This aims to sensitize governments on the importance of
substance abuse and for them to define the goals and objectives
(both long-term and short-term) to control substance abuse.

In Indonesia, an eighteen-month (second phase)
Ethnographic Study on the Intervention Strategies of Street
Gangs, their Alcohol and Drug Use was conducted by the Police
Science College, Jakarta, with officials of the Directorate of
Mental Health and with NGO groups working on substance
abuse. Their action plan to control the increasing menace of
substance abuse in the country is being reviewed.

In September 1999, UNDCP launched a three-year project
on Strengthening Selected Demand Reduction Programmes with
WHO as the executing agency. The project aims at
strengthening selected components of demand reduction: data
collection, prevention, treatment and rehabil i tation
programmes.

One NGO each in India, Indonesia and Thailand, has
been identified to develop a network of substance abuse
prevention and services.

An Intercountry consultation on Child and Adolescent
Health and Development in Bali, Indonesia, identified the urgent
need to address psychosocial development of adolescents in
the Region. A component of this programme will be prevention
of substance abuse among adolescents. An Intercountry
Consultation to Promote the Incorporation of Life Skills into
School Education for Adolescents was held at Bangkok in
December 2000.
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Alcohol abuse

There is clear evidence that alcohol-related morbidity and
mortality is high in most countries of the Region. Impairment
due to excess alcohol use also adds to the other negative conse-
quences such as accidents due to drunken driving, domestic
violence and reduced productivity. Methanol poisoning due to
adulterated alcoholic beverages is also a problem in the Region.

Alcohol abuse in poor and deprived communities is
particularly deleterious     as scarce financial resources of the family
are diverted to alcohol rather than to food, health care and
education. Another phenomenon which is commonly seen is
“pay-day binge drinking”. Some wage earners spend their entire
month’s earnings on alcohol.

In India, in the mid-1990s, the adult male per capita
consumption of alcohol was 5-6 litres and the prevalence of
alcohol-dependence syndrome was estimated to be 3.2 million.
The total alcohol production more than doubled to 800 million
litres between 1993 and 1996. Fifty per cent of all home and farm
accidents were estimated to be related to regular consumption
of alcohol.

In Sri Lanka, the adult per capita alcohol consumption
increased from 3.79 to 5.11 litres between 1990 and 1997. A
survey in the mid-1990s revealed that 43% of urban shanty
dwellers and 60% of estate workers consumed alcohol.

A 1991 survey in Thailand revealed that 31.4% of those
over 14 years of age consumed alcohol (54% of males and 10%
of females). Thailand showed an 11-fold increase in beer
production between 1970 and 1993.

In DPR Korea, the per capita consumption is reported to
be 3 litres. In Myanmar, 10% of all admissions to the Yangon
Psychiatry Hospital in 1994-96 were due to alcohol dependence.
Cirrhosis of the liver, possibly related to excess alcohol consump-
tion, has been reported as the third most common cause of death
in Bhutan.

Systematic research aimed at estimating and understanding
the nature and extent of public health problems related to alcohol
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use in the Region is required. Meanwhile, there is a need to imple-
ment effective strategies for prevention of harm from alcohol.
These strategies, which are being developed and implemented
include early identification and services for alcohol abuse and
dependence, campaigns aimed at reducing specific problems
like drunken driving and industrial accidents, and increasing
public awareness about the harmful effects of alcohol abuse.

The Regional Office is developing several intercountry
projects which will assist Member countries in planning and
developing their programmes on mental health and substance
abuse.

Sri Lanka and Bangladesh are setting up National Institutes
of Mental Health, similar to the National Institute of Mental Health
and Neurosciences, Bangalore, India. The Regional Office is
providing technical support for the establishment and
development of these centres of excellence.

Rural and marginalized populations are particularly affected
by neuropsychiatric conditions, not only because of a lack of
services but also due to widespread myths, misconceptions and
traditional methods used to manage such conditions. A training
module in basic neuropsychiatric disorders will be developed for
community health care providers. In addition, advocacy material
for the community on the medical nature of neuropsychiatric
disorders and the need to take appropriate treatment will be
developed and widely circulated.

Member countries of the Region are witnessing rapid
changes in population growth, socioeconomic development and
health profiles. Suicide rates vary from 8-50 per 100 000 popu-
lation in the countries of the Region. India and Sri Lanka record
the highest number of suicide rates (11 and 37 per 100 000 popu-
lation respectively) and occupy the 45th and 7th positions globally.
Nearly 2 548 persons in Bangladesh, 4 840 in DPR Korea,
104 000 persons in India, 5 616 in Sri Lanka and 5 095 in
Thailand committed suicide during 1997-98 as per official reports.

With changing sociocultural values in the populations of
Member countries, adolescents are facing increasing psycho-
logical stresses. Poverty, economic crisis and material demands
are adding to their mental stress.
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Simple modules on stress management, coping skills,
enhancement of self esteem etc. are being developed. These
modules can be adapted for use in different communities
depending on their specific needs.

The Work of WHO in the South-East Asia Region

82


