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Surveillance, Prevention and Management
of Noncommunicable Diseases
Noncommunicable Diseases (NCDs) account for 44% of the
disease burden and 51% of deaths in the Region. The four
major NCDs, namely cardiovascular diseases, cancer, chronic
pulmonary disease and diabetes are among the dominant
causes of mortality and morbidity. Large segments of
populations in the countries of the Region are being exposed
to physical and socioeconomic environments that adversely
affect their health. Preserving individual behaviours that are
conducive to the protection of health is therefore becoming
increasingly important.

Well-defined risk factors contributing to NCDs include high
tobacco and alcohol consumption, unhealthy diets and
physical inactivity, low fruit and vegetable intake, indoor and
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outdoor air pollution, elevated blood pressure, overweight,
high levels of cholesterol and sugar in blood. All these risk
factors contribute to an estimated 40% of all deaths occurring
in the Region. Tobacco use alone accounts for an estimated
1.1 million deaths every year. There are an estimated 41 million
diabetics in the Region, with India alone having around 29
million (69% of the total cases in the Region) (Figure 2.1).
Simple and cost-effective preventive and curative interventions
targeting risk factors are well established. Moreover, the
application of population-based, high-risk-prevention
strategies has proved to influence public and individual health
outcomes positively.

Thus, in addition to communicable diseases, NCDs have
also become a major public health challenge in the Region.
However, NCD control efforts in countries especially in
expanding national prevention and control activities beyond
the pilot phase remain fragmented and compartmentalized.
There are gaps in translating the existing knowledge and
evidence into large-scale public health interventions.
Consequently, many national programmes still target
expensive case management of NCDs through modern medical
technologies that are confined to the affluent and privileged
segments of the population.

In order to address these issues, some Member States are
adjusting their policies, strategies and legislation to set up an
integrated and comprehensive health promotion and NCD

Figure 2.1: Country-wise distribution of estimated
diabetes cases in the South-East Asia Region (%)

Source: SEAR NCD profile, 2003
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prevention platform, and to provide cost-effective care at
primary health care level.

Thailand, and recently Indonesia, have developed
comprehensive national policies for the prevention and control
of NCDs. The process of developing national NCD programmes
has been initiated in India, Maldives and Nepal. Adjusting the
health system management infrastructure in Bhutan, India,
Myanmar, Nepal, Sri Lanka and Thailand has facilitated the
process of developing and amending national NCD strategies.

In addition, a few countries have started developing national
plans to implement the “WHO Global Strategy on Diet,
Physical Activity and Health.”

WHO worked closely with Member States, in 2004, to
develop a regional network called SEANET-NCD in order to
facilitate the exchange of information and promote the
adoption of strategic approaches for NCD control. The regional
network is coordinating activities of national NCD networks
established in Indonesia, Maldives, Sri Lanka and Thailand. In
addition to sharing information and expertise, the network is
involved in capacity building, advocacy, policy development
and research.

WHO also provided technical support in assessing the
feasibility of expanding community-based NCD prevention
projects. This was following the completion of baseline surveys
in Bangladesh, India, Indonesia, Maldives and Sri Lanka.

Limited availability of and accessibility to epidemiological
information on major NCDs and their risk factors, and poor
utilization of data are among the main barriers in advancing
the NCD programme. To address these challenges, the Regional
Office is assisting Member States in conducting epidemiological
surveillance of major NCDs, with the initial focus on building
national capacity for systematic collection and utilization of
core, standardized information on NCD risk factors. In 2004,
eight countries conducted risk factor surveys using the WHO
standard methodology. Data were collected on tobacco and
alcohol use, fruit and vegetable consumption, physical
activity, body mass index and blood pressure. Results of the
surveys are being extensively used for development of national
NCD programmes, and to monitor and evaluate local
community-based NCD prevention projects. Building on the
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experience of these surveys, India is planning to incorporate
the NCD Risk Factor Module into the National Integrated
Disease Surveillance Project. National and regional NCD
InfoBase systems have been established and are functioning
since 2004. The InfoBase is also accessible on the WHO
Regional Office web site.

Tobacco
Currently, tobacco kills an estimated one million people every
year in the Region, which is unacceptably high. The tobacco
epidemic in the Region is complex because some countries are
among the biggest producers and consumers of tobacco
products. Several countries feel that the tobacco industry
provides substantial revenue as well as employment to the
people. Evidence, however, shows that the share of the
government revenue generated by tobacco products varies
(Figure 2.2). A wide range of measures addressing a broad
array of issues related to tobacco control therefore need to be
taken simultaneously. Some countries of the Region do
demonstrate a deep commitment to control the epidemic,
despite the compulsions of the economics of tobacco
production.

WHO is working closely with Member States to strengthen
capacity for integrating the WHO Framework Convention on
Tobacco Control (FCTC) provisions into the national tobacco
legislation and related activities. The major focus for the next

Figure 2.2: Share of government revenue from tobacco
products in the South-East Asia Region

Source: WHO and World Bank, HNP Discussion Paper, No.11, 2003
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four to five years will therefore be to
build capacity on development and
implementation of national compre-
hensive tobacco control policies and
strategies, in conformity with FCTC.

In order to effectively deal with the
tobacco epidemic in the Region, Member
States have agreed to implement regional
strategies aimed at preventing people
from using tobacco; protecting non-
smokers from second-hand smoke;
promoting tobacco cessation; and
regulating tobacco products through
measures calling for reduction of both the
demand and supply of tobacco products.
One key strategy is to strengthen the
capacity of countries to comply with the
FCTC provisions.  The Regional Office is also working closely
with governments in the area of surveillance of the tobacco
epidemic, and in monitoring and evaluation of existing tobacco
control programmes. Partnership has been built with NGOs
for creating public support in favour of effective tobacco
control measures.

In order to facilitate exchange of tobacco control
information, an Online Database System has been developed
in the Regional Office. This is part of the Tobacco Free Initiative
(TFI) web site, which is linked to the global portal managed
by WHO headquarters.

National tobacco control programmes were reviewed in
mid-2004 and activities initiated to raise awareness and
understanding of the legal and technical aspects of FCTC.
National programme activities for tobacco control were revised
based on priority areas for future intercountry programmes
as well as on the research findings.

Pilot Global Health Professional Surveys (GHPS) were
conducted in Bangladesh and India in 2004. The results of the
surveys were used during the observance of World No-
Tobacco Day 2005 with the theme, “Health Professionals
against Tobacco”.

Participation by Bangladesh, Bhutan, DPR Korea, Indonesia,
Myanmar and Timor-Leste at the second meeting of the

Member States have initiated a number of activities to promote

tobacco control.
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Intergovernmental Working Group on FCTC, held in Geneva
in January-February 2005, was supported.

Health Promotion
Support was provided to Member States in developing health
promotion programmes applying the strategies contained in
the Ottawa Charter and the subsequent health promotion
charters, through the healthy settings approach. However,
progress in implementation has been slow. The overall goal
is to create and maintain an environment that would support
good health and well-being of all peoples throughout their
lifespan. This can be achieved by reducing health risks,
promoting healthy lifestyles, and responding to the underlying
determinants of health.

To better understand the situation of health promotion in
the Region, an exercise in “Mapping of capacity to promote
health” was undertaken. This revealed that most countries
lacked the capacity to develop and implement comprehensive
health promotion programmes, and in particular, were lacking
in leadership and sustainable financial mechanisms for health
promotion. In responding to these challenges, countries and
WHO initiated the development of a regional strategy on
comprehensive health promotion in December 2004.

As a result, efforts are being made to strengthen health
advocacy for obtaining political commitment and creating a

WHO Framework Convention on Tobacco Control

Following the adoption by the Fifty-sixth World Health Assembly of the Framework Convention on Tobacco
Control (FCTC) in May 2003, Member States of the Region were quick to sign and ratify the Convention. By
June 2004, all Member States except Indonesia had signed the Convention. Until May 2005, except Nepal,
all signatory countries had ratified the Convention and thus become a party to it.

In order to take the Convention forward, WHO and Member States are developing national tobacco
control legislation and related programmes in line with the provisions of FCTC. By the end of May 2005,
three countries – Bangladesh, India and Thailand – had enacted comprehensive national tobacco control
legislation. Other countries are in the process of drafting and enacting similar legislation.

The major challenge is to sustain efforts in developing appropriate legislation and implementing tobacco
control measures, given the unique situation of the Region being a major producer and consumer of tobacco
and tobacco products. Some countries are fully engaged in research and surveillance in the area of tobacco
control in order to generate new evidence to help develop suitable tobacco control programmes, taking into
account all related aspects. WHO is also engaged in fostering partnerships with civil society in support of
implementation of FCTC in the Region.
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supportive environment to develop sustainable partnerships
revolving around priority health programmes and health
development issues. Some countries have conducted
operational research on behavioural pathways.

Through training and resource mobilization, the existing
health education and health promotion infrastructures in the
Region have been strengthened. Existing alliances and networks
for health promotion, both at national and international level,
are also being mobilized. Community-based healthy settings
projects are being initiated.

Health promotion strategies are usually linked with healthy
public policies. The challenges of formulating healthy public

Member States are developing health promotion programmes through community

participation.
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policies and partnerships for development that have an impact
on health, are now being increasingly recognized not only in
the context of health promotion but also for disease prevention
and control.

Injuries, Violence and Disabilities
Increased life expectancy in the Region is contributing to an
increase in the population of the elderly. The elderly population
in the Region is expected to increase to about 250 million by
2025. Similarly, the number of persons with disabilities is
increasing due to chronic diseases and other degenerative
processes. With growing urbanization and mechanization,
injuries and traffic accidents are also increasing at an alarming
rate in most countries of the Region. In fact, road traffic
injuries are a major cause of death in the 5-44 years age
group.

Injuries and violence kill 5.1 million people worldwide, of
which more than a quarter are in the SEA Region. Nearly one
third of the global burden of disease, if disabilities and loss of
premature lives are included, is borne by the Region. Injuries
and violence typically affect the young and productive
population, and thus are a major hurdle to development.

It is estimated that currently there are approximately
15 million blind people in the Region or one third of the blind
population of the world. This number is expected to double
by 2020. In 1995, there were 120 million people in the world
with impaired hearing. This number has almost doubled
according to recent WHO estimates. A substantial proportion
of these people live in countries of the Region. The Region
also has an estimated one million leprosy cases, which represent
72% of the world’s total. The prevalence of severe mental
disorders has been estimated to be 5-10 per 1000 population
in various countries of the Region.

Although the regional strategies for injury and violence
prevention were developed in 2002, their implementation
remains poor.

During the reporting period, two main areas, namely, pre-
hospital trauma care and injury surveillance were the focus
of WHO support. Realizing the increasing public health
importance and the need for long-term solutions, WHO
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worked with a few selected teaching institutions in developing
a standard curriculum and teaching modules at the
undergraduate level for the prevention and control of injuries
and violence. Similarly, nursing education modules are also
being developed.

In addition to physical and mental disabilities, the two other
important disabilities are blindness and deafness. WHO, in
collaboration with other UN agencies and international
partners, has drawn up global strategies for addressing them.
There has been considerable progress in the prevention of
blindness in India, Myanmar and Nepal through clearing of
the backlog of cataract operations.

Regional strategies for prevention of blindness and hearing
loss focus on strengthening service delivery through primary
health care; improving human resources for primary eye and
ear health services, and advocacy for such initiatives by studies
on blindness and deafness. WHO is working closely with the
network of experts on deafness prevention and control from
countries of the Region as part of the “Forum for Sound
Hearing 2030” to enhance priority accorded to prevention of
deafness. An advocacy module, “State of Hearing and Ear Care
in the South-East Asia Region” was also published.

Mental Health and Substance Abuse
Mental health activities in the countries of the Region have
generally been concentrated on hospital-based psychiatry and

With increasing urbanization and mechanization, injuries and traffic accidents

are also increasing in the Region.
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neurology. The challenge is to guard against the tendency to
adopt a disease-based psychiatric model for mental health
services in the community, rather than a broad-based view
of mental well-being. Traditionally, people recognize mental
illness, but not mental well-being. Mental health programmes
should be community based and include mental health
promotion and prevention of mental illness.

Mental health services should be integrated into the overall
primary health care system along with innovative
community-based programmes. There is also an urgent need
to recognize the importance of substance dependence,
including the ill-effects of alcohol, and to clearly define the
goals and objectives to control substance dependence.

The mental health promotion strategy should include
mental health promotion in schools using the life-skills
approach, and the development of a model for the use of
traditional methods, such as meditation as a public health
strategy for mental health promotion among adults. Such
programmes have been successfully implemented in India and
Indonesia.

WHO strategies for community-based rehabilitation (CBR)
of intellectually challenged children include children in rural
and remote areas. These strategies would not only help the
affected individual but also reduce the burden among care
givers. Trainees from India, Indonesia and Maldives were
supported to attend a course for master trainers for CBR of
the intellectually challenged.

Despite rapid progress in medical sciences there is still a
huge unmet need (as much as 90%) for appropriate treatment
of persons with common neuropsychiatric conditions. The
WHO strategy to reduce the treatment gap includes: (a)
creating awareness in the community about the nature of
neuropsychiatric illnesses; (b) stigma removal against
neuropsychiatric illnesses; (c) training of village or
community-level health workers in the identification of
common neuropsychiatric conditions, and (d) enhancing the
capacity of the primary health care system of Member States
to deliver appropriate care and treatment. Programmes based
on these strategies are being developed in DPR Korea, India,
Indonesia, Maldives and Myanmar.
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Development of mental health legislation, policy, plans and
services are necessary to enable Member States to create a
legal and regulatory framework. This would help enhance
national mental health programmes and provide legal recourse
and protection to mentally-ill individuals.

Women with mental illness face severe stigmatization
within the community. In this regard, Member States have
developed strategies to include provision of care, treatment
and rehabilitation for these women with the ultimate objective
of reuniting them with their families.

The ill-effects of excessive consumption of alcohol have
become a major public health problem in the Region. Substance
abuse is also assuming multiple dimensions, such as the use
of amphetamines in some countries and injecting drug use in
others.

The WHO strategy in this respect is to empower the
community through information and knowledge to reduce
the demand and harm from alcohol and other substances of
abuse. Programmes being developed in this regard include:
self-learning material for community volunteers on the
prevention of harm from alcohol, and cost-effective
interventions in the community for reducing harm from
alcohol by empowering the consumer, in Sri Lanka; and
prevention of harmful use of alcohol among schoolgoing
adolescents using the life-skills approach, in India.

Efforts are being made by Member States to reduce the treatment gap for common
neuropsychiatric conditions.




