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1. INTRODUCTION 

1.1 Background 

There is today a growing realization of the remarkable sensitivity of health to 
the social environment and to the social determinants of health (SDH). The 
SDH relate to key aspects of people’s living and working circumstances and 
with their lifestyles. They are concerned with the health implications of 
economic and social policies, as well as with the benefits that investing in 
health policies can bring. Interventions aimed at reducing diseases and saving 
lives can succeed only when they take the complex and challenging SDH 
adequately into account. Available knowledge on SDH from national and 
international projects and records is still very fragmentary. It needs to be 
developed and widely shared so that it can be used for developing policies 
and implementing programmes for advancing health. 

The Commission on Social Determinants of Health with 17 
commissioners was established by the Director-General of the World Health 
Organization (WHO) in 2005, as a strategic mechanism with a 3-year 
mandate to promote a global health agenda to improve equity in health and 
health care through action on the SDH at global, Regional and country levels. 
Launched in Santiago, Chile, on 18 March 2005, the Commission aims to 
address the gross inequalities in health between countries and among social 
groups within countries by building the evidence, action, advocacy and 
leadership needed to create sustainable change. It will develop a community 
of actors with shared values working together to assemble evidence and 
translate evidence into action. This will include knowledge networks (KN), the 
countries (and Regions) involved, civil society and other global health 
initiatives, and WHO. The Commission aims to catalyze action on SDH at 
country level, motivate change in global policy and practice and develop a 
mechanism for sustaining this work within and outside of WHO.  

The South-East Asia (SEA) Regional Consultation on SDH was organized 
by WHO/HQs and the Regional Office for South-East Asia on 15 and 16 
September 2005. It afforded an opportunity to WHO Regional and country 
staff, Member States, representatives of civil society, as well as multilateral and 
international agencies, to have discussions on SDH with the Commissioners 
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and the Commission Secretariat. The Consultation’s purpose was to inform 
participants of the issues and priorities, review progress, exchange views, and 
identify ways that the Region can take forward the work on SDH to reduce 
health inequalities and accelerate health development.  

1.2 Objectives 

The objectives of the Consultation were: 

Ø Inform Member States on the work initiated by the Commission on 
SDH, as well as about its overall vision and strategy, formation of 
knowledge networks and planned activities at the country, 
Regional and global levels; 

Ø Share experiences of the work undertaken with a social 
determinants’ approach in various countries and around the 
knowledge network themes; 

Ø Agree on areas of work within the knowledge networks themes and 
opportunities for country work; 

Ø Identify Member States with interest in participating in the 
Commission’s work in specific areas; and 

Ø Identify steps, key actors and responsibilities for translating the 
Commission’s work into country and Regional action. 

1.3 Expected Outcome 
 

Ø A shared understanding among the Member States, WHO and the 
civil society organizations of the work, vision and strategies of the 
Commission on SDH; 

Ø Identification of opportunities for Regional participation in 
knowledge networks and Region-specific topics within the 
knowledge networks themes; 

Ø Identification of Member States interested in participating in the 
work of the Commission; and 

Ø Development of a broad outline of activities, roles and 
responsibilities to help translate the Commission’s work into 
successful actions at the Regional and country level. 
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2. BUSINESS SESSIONS 

2.1 Opening Session 

Dr Samlee Plianbangchang, Regional Director, WHO South-East Asia Region, 
in his inaugural address, commended Dr LEE Jong-wook, Director-General, 
for the timely initiative in setting up the Commission on SDH to address the 
social challenges that pose major obstacles to health development, particularly 
in achieving the health-related Millennium Development Goals (MDGs). In 
the SEA Region, poverty, weak health systems, environmental degradation, 
inadequate access to water supply and sanitation, rapid urbanization and 
unhealthy lifestyles, low levels of education, gender inequality, and 
globalization were some of the major causes of inequality, he said.  

The Regional Director said that changes witnessed in demographic 
transition, changes in lifestyles, consequences of rapid urbanization and 
globalization, the burden of communicable as well as noncommunicable 
diseases affected all aspects of human life. Social exclusion, traditional beliefs 
and values, and customs and behaviours had major health and social 
consequences, increased health risks and inequalities, and undermined the 
efforts to tackle diseases. Emerging diseases like avian flu and natural disasters 
also compounded the problem and widened health inequalities. There was a 
need to look at the root causes of health and health inequalities and fully 
understand the exact magnitude of these factors to arrive at appropriate 
decisions. Issues with implications on public health, such as trade, debt, 
technology transfer, capital flight and brain drain, needed to be addressed. 
Partnerships should be forged with non-health sectors, like education, food, 
agriculture, water and sanitation, public works, labour, housing, transport, 
energy, etc., to create a health-supportive environment, he added. 

The Declaration on Health Development in the South-East Asia Region 
in the 21st Century, adopted at the Meeting of Health Ministers in 1997, 
reiterated the close interplay between poverty and ill-health. The Regional 
Office had developed a monogram on “poverty and health”. Strategies on 
HIV/AIDs, newborn health, health promotion, and adolescent health had 
been developed or were being developed to address the SDH. Capacity 
building in health systems has been given an impetus through the Calcutta 
Declaration of 1999, which provided a renewed focus on public health, 
development of a Regional Public Health Initiative, and launching of the 
South-East Asia Public Health Education Institutes Network (SEAPHEIN).  
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Dr Samlee expressed the hope that the Commission will lay the 
foundation for spreading awareness of and promoting a debate and action on 
social determinants of health. With the Chair and several of the 
commissioners participating, he looked forward to seeing concrete proposals 
with clear distribution of responsibilities to reduce health inequalities through 
action on social and environmental determinants of health.  

Introducing the Commission’s work on addressing SDH, Sir Michael 
Marmot, Chair of the Commission on SDH (CSDH), said that there were 
major unsolved problems of inequalities in health among and within countries 
as reflected by the variance in under-5 mortality rates, probabilities of dying 
between ages 15 and 60, obesity patterns, and prevalence rates of diabetes 
and cardiovascular disease. As social and political circumstances affect life and 
well-being and, hence, health, all policies should be framed with regard to 
their effect on health and health inequity. The policy approach should focus 
on early life development and education (including comprehensive primary 
care), people of working age (working and living conditions) and economic 
and social conditions of older people.  

Deprivation, squalor, ignorance and idleness all contribute in disease 
causation. People should be given an opportunity to lead lives that they have 
reason to value. While success in reducing mortality can be achieved by 
widespread and participatory economic growth as in Hong Kong or DPR 
Korea, experiences of Costa Rica, Kerala and Sri Lanka have shown that, even 
with a lower GDP per capita, better life expectancy and enhanced quality of 
life can be achieved through social services and education. Sir Marmot 
explained the ‘solid facts’ on 10 messages that need to be stressed on the 
social gradient, stress, early life, social exclusion, work, unemployment, social 
support, addiction, food and transport. The social programmes for health in 
Chile include Chile Solidario, child development and well-being, and family-
focussed primary health care. 

The CSDH will set the necessary foundations for sustained processes to 
support the effective integration of knowledge on social determinants within 
public health policy and practice and within the functioning of health systems 
at global and national levels. Four mutually reinforcing tracks of the 
Commission focus on developing countries: learning, action, engaging civil 
society/advocacy, and leadership. In this non-linear process, each contributes 
to developing and implementing guidelines and recommendations for action 
at global and country levels to integrate a SDH approach into the policy 
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making process and interventions. The action will be at the global level or in 
countries, Regions, among civil society, people, and WHO. The knowledge 
networks will synthesize knowledge to inform the CSDH and support areas, 
including policy, advocacy and leadership. Sir referred to the Commission 
members’ meeting with Dr Manmohan Singh, Hon’ble Prime Minister of 
India, and said that health and education are high on his agenda. 

Dr Sangey Thinley, Acting Director, Health Systems Department, 
WHO/SEARO detailed the objectives and the schedule for the Regional 
Consultation and its expected outcome. Sir Marmot introduced the 
commissioners and the secretariat, and Dr Sangay Thinley introduced the 
participants from the countries and WHO HQs, Regional and country offices, 
and representatives from multilateral agencies, civil societies and knowledge 
networks. 

2.2 Question and Answer Session 
 (Chairperson: Dr Poonam Khetrapal Singh, Deputy Regional Director, 
 WHO/SEARO) 

The participants were invited to give comments and pose questions. Sir 
Michael and the commissioners provided clarifications. 

Issues and Challenges 

Ø It augurs well to see health high on the global agenda in recent 
years with the establishment of the commissions on 
Macroeconomics and Health and on SDH, and establishment of 
the Global Fund for AIDS, TB and Malaria (GFATM). The Bangkok 
Charter on Health Promotion of August, 2005 addresses some of 
the concerns of the Commission on SDH. It is important to link 
with civil society organizations, which include service-oriented 
NGOs, people’s voice, movements, and organizations not 
traditionally involved in health like trade unions.  

Ø The root causes of disease include physical, mental and social 
factors. Most health problems go beyond the health sector, like 
water supply and food safety. Benefits of economic growth are not 
being shared equally. Social factors need to be addressed through 
poverty alleviation, modification of cultural factors and by 
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decreasing social gaps and inequalities. Linkages need to be 
developed between the social and economic spheres.  

Ø The CSDH is a global strategic mechanism to improve health 
equity through action on SDH. It envisages incorporation of SDH 
into WHO planning, policy and technical work to become visible, 
understood, widely debated and recognized as important, 
mobilizing leadership, public interest and capable institutions to 
sustain policy and action towards ensuring that local, national and 
global institutions use knowledge on SDH and implement relevant 
public policy affecting equity in health.  

Ø Countries could develop specific strategies based on the 
Commission’s recommendations; these can be supported by WHO’s 
Regional and country offices. Stimulating collaboration across sectors 
is very difficult; we have to look for entry points – be it the highest 
political office, a civil society organization or even in a slum. The 
Ministries of Health can build capacity for placing issues on the 
national agenda, and making health programmes equitable. 

Ø Health outcome indicators are required for monitoring the success 
of social innovations. For instance, in case of compliance with 
DOTS, this may include the number of trade unions involved. 

Ø A suggestion was made that the Commission could prioritize issues 
at macro- and micro-levels and come out with an interim report. 
Sir Michael informed that the Commission was proceeding on all 
fronts simultaneously. The KNs have been set in action to help 
develop insights. It was planned to showcase how countries were 
doing things differently. The Commission will engage in 
partnerships towards a worldwide movement in this regard, 
including countries, civil society groups, academicians, etc. 

2.3 Session: Regional Perspectives and Work on the SDH 
(Including Diagnosis of the Issues in the Region and 
Regional Office Response) 
(Chairperson: Dr Bjorn Melgaard, Director, Programme Management, 
WHO/SEARO) 

Dr Sangay Thinley, Ag. Director, Health Systems Department, WHO/SEARO 
provided an overview of the SEA Regional perspectives on SDH. Beginning 
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with a videoclip on street children, Dr Abdul Sattar-Yoosuf, Director, 
Sustainable Development and Healthy Environment, WHO/SEARO described 
the ongoing Healthy Settings project and delineated its relevance for 
informing and effecting change in SDH. Following an introduction by Dr Jai P. 
Narain, Director, Communicable Diseases, WHO/SEARO, Dr Renu Garg, 
Epidemiologist, HIV/AIDS and Dr Nani Nair, Regional Adviser, TB Control 
discussed the role of SDH in HIV/AIDS and TB respectively. 

Overview 

SEA Regional perspectives on SDH: The SEA Region, which accounts for a 
quarter of the world’s population and about 40% of the world’s poor, bears 
the largest burden of many communicable diseases accounting for 35% of the 
global estimated TB cases, 33% of maternal deaths and 67% of reported 
leprosy cases. The Region has some hunger and poverty ‘hot spots’, where 
over 20% of the under-five children are underweight. Estimates of child 
mortality by economic quintile for Indonesia (1998) showed a wide variation, 
the rate for the poorest quintile (106) being 3.3 times higher than that for the 
richest quintile (32). With estimates showing Maternal Mortality Ratio in 
excess of 400 per 100,000 live-births in six countries of the Region, it is 
envisaged that it may be difficult to meet the MDG targets. Use of solid fuels 
is common particularly in poor households. Analysis shows over 95% 
population use solid fuels in Myanmar, a low-income country and 50 to 94% 
population do so in 2 middle income countries – Sri Lanka and Thailand and 
4 low-income countries – Bangladesh, India, Indonesia and Nepal. There was 
increasing urbanization in the Region, with an increase in the urban 
population from 455 million (2000) to 520 million (2005). Moving from rural 
villages to slums in million-plus cities (numbering 53 in 2005) is the norm of 
migration. School enrolment ratios in the Region varied for primary (boys: 
90% and girls: 87%) and secondary levels (boys: 53% and girls: 46%). Adult 
literacy rates were higher among men (76%) than among women (56%). The 
Region had 128 million men and 226 million women illiterates in 2004. 
Political participation of women was slowly improving with 11% of seats in 
parliament being held by women (range: 2-28%). 

Regional strategies/initiatives include policy coherence and capacities in 
trade and health, health promotion (draft strategy) and Bangkok Declaration 
on Health Promotion, leprosy elimination strategy, reproductive health 
strategy, environmental health, and other programmes. The Declaration on 



A Report  

Page 8 

Health Development in the SEA Region in the 21st Century (1997) urged 
Member States to close the gaps and inequalities in health in societies, create 
conditions that promote health and self reliance, ensure basic health services 
to all, especially the poor, women and other vulnerable groups, uphold and 
enforce health ethics, and place health at the centre of development.   

Healthy settings: The Healthy Settings programme has, over the past 10 
years, been addressing interventions in smaller areas like municipalities, 
hospitals, workplaces, schools or marketplaces. The process involves 
managerial mechanisms covering plans of action for promoting community 
involvement. The programme has a variety of settings and actions, as 
exemplified by model villages, healthy islands, and health-promoting schools 
and hospitals. Healthy Villingili Island in Maldives has shown the resilience of 
community energy in a total self-help strategy with only community resources. 
Healthy cities initiatives in Thailand in 1996 led to its inclusion as an 
operational mechanism for urban development in the 8th and 9th National 
Economic and Social Development Plans (1997–2006). WHO/SEARO 
supports planning, conceiving, advocating, training, evaluation,  information 
sharing and inter-departmental team building on the healthy districts idea. It 
has also campaigned for generating regional policy in this regard. There are 
resolutions of ESCAP and the 54th session of the WHO Regional Committee 
for South-East Asia on healthy settings. Community actions, promoted by 
NGOs, government or development agencies in the SEA Region, include the 
Metropolitan Environmental Improvement Programmes promoted by the 
World Bank, Saravodaya Janasaviya, Suvasaviya and Samurdi  in Sri Lanka, 
Adipura/Clean Friday in Indonesia, Grameen Bank of BRAC and Gonashasthya 
Kendra in Bangladesh, and Sulabh, Ramakrishna Mission and SEWA in India.  

Role of SDH in HIV/AIDS: The SEA Region carries the second highest 
burden of HIV globally with 6.2 million persons living with HIV/AIDS (PLHA). 
Poverty, one of the factors leading to commercial sex and trafficking of 
women, gender inequality, lack of autonomy for women, migration, low 
literacy, stigma and discrimination, low access to health services are among the 
HIV risk/vulnerability factors. In the HIV transmission chain, HIV prevalence is 
highest among the socially marginalized groups, such as sex workers, injecting 
drug users (IDUs) and men who have sex with men (MSM). The clients of sex 
workers, like migrant workers and truckers, constitute the bridge population, 
and their spouses are the low risk or general population. HIV prevalence in 
Thailand (2004) varied in different population groups like pregnant women 
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(1.04%), migrant workers (17%), MSM (28.5%) and IDUs (40%). The face of the 
HIV epidemic in the SEA Region is increasingly young and female. In Thailand, 
women are forming an increasing proportion of reported AIDS cases – from 
18% in 1995 to 38% in 2004. Half of all new infections are among the youth; 
non-consensual sexual activity is not uncommon. In a survey among 16-17 year 
olds in Goa (India), 7% of boys and 6% of girls reported forced sex. Some 
youth, like street children, are more vulnerable. In India, 25-30% of the 2 
million women in sex work are minors. Nepalese Female Sex Workers (FSWs) 
returning from Mumbai had 50% HIV prevalence. 

Role of SDH in TB: The SEA Region accounts for 3 million new TB cases 
and 600,000 deaths annually. Nearly 3 million have HIV and TB co-infection. 
Multi-drug resistance accounts for 2% of cases overall, with a few ‘hotspots’. 
Poverty and TB form a vicious cycle. Poorer populations are twice more likely 
to have TB, thrice less likely to access care for TB, four times less likely to 
complete TB treatment, and five times more likely to incur impoverishing 
payments for TB care. In efforts to cope with the disease, people may 
decrease food intake, sell assets, borrow, withdraw children from school, 
leave their families or delay seeking care. There may be direct impact in the 
form of income loss, stigmatization and homelessness. Poor housing, 
overcrowding, poor ventilation, malnutrition and risk behaviour also play 
important roles. TB is the single leading cause of death among women of 
reproductive age. Stigmatization and social ostracization lead to divorces, 
rejection by families, and undermine ability to look after family and children. 
TB in children causes their withdrawal from school or employment.  

Issues and challenges 

The social challenges in the SEA Region include poverty,  child, infant and 
maternal mortality,  employment, women and gender issues, environment, 
water and sanitation, access to health services, rate of urbanization, 
globalization and education levels. There is need for multisectoral 
involvement (‘beyond health’) with coordinated action between local, 
national, and global partners for health promotion,  strengthening national 
health systems (with focus on complex humanitarian emergencies/ 
epidemics/inequities), and pursuing the primary health care approach. 
Relevant and adequate knowledge and evidence is required to address the 
inequalities in the area of social determinants of health.  
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The proportion of the total expenditure on health constituted by out-of-
pocket spending in 2002 among countries of the SEA Region showed a wide 
variation from 81% in Myanmar to 2% in Bhutan. Resource allocation is to be 
guided by not only macroeconomic fundamentals but also social 
fundamentals (Monograph on Poverty & Health, 1997). Micro-interventions 
require multisectoral design and implementation. Vulnerable groups in 
countries and the special nature of their poverty or vulnerability should be 
identified and addressed. Financial barriers to seeking care should be 
removed through equity in service access and contributions. Universal 
coverage has to be achieved and social safety nets strengthened. 

SDH – Healthy Setting linkages should go beyond the proximate 
determinants like environmental pollution to seek the cause behind the cause. 
Interventions are moving from being merely technical to political operations. 
Attention has to be given to governance structure and mechanisms, 
sustainability focus through effecting behavioural changes, and nurturing local 
values for team building. An inter-programme concept for the cooperative 
effort should be developed between district health systems and health 
promoting schools, healthy cities and healthy settings projects. This would 
require house mechanisms, change in programme structures and budget 
allocation processes, besides new managerial structures and mechanisms. 
WHO may consider an in-house participative demonstration project in the 
Region on healthy settings, as a multicountry activity (MCA) area of work. 
Countries should collectively embark on implementing the resolution on 
Healthy Settings adopted by the 54th Session of the Regional Committee. 
Existing trade unions community-based interventions may be transformed into 
healthy settings. Operational policy on team-work in planning, monitoring 
and evaluation should be more focused. 

Challenges in addressing social determinants include political 
commitment, resources, access to quality services, health systems, risk 
behaviours, non-compliance, poverty, inability to pay, discrimination at 
workplaces etc. The economic, cultural and environmental conditions 
prevalent in society also have a bearing. Advocacy can influence the political 
environment, and help target difficult settings towards mitigating adverse 
determinants. Evidence should be generated for greater commitment and 
resource mobilization. Civil society can be helped to identify key 
determinants, and empowered to implement solutions. Monitoring and 
evaluation mechanisms should also be able to cover aspects, like, equitable 
access. 
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Social determinants play a major role in fuelling the spread of HIV, 
reducing access to prevention, care and treatment services, and need to be 
addressed for prevention and control of HIV/AIDS. There is an inverse 
association between education level and HIV prevalence, with those less 
educated being more likely to be HIV positive.  

An effective response to the HIV/AIDS epidemic should sensitize 
stakeholders, engage the vulnerable populations to scale up interventions, and 
involve relevant research and dissemination. This requires going beyond 
health interventions to create an enabling environment to support and 
empower the vulnerable, such as empowering women to negotiate for safer 
sex. A successful intervention in Sonagachi, in Kolkata India involved training 
of peer educators to build self-confidence and empower sex workers, 
formation of a sex workers’ union, and introduction of credit and savings 
schemes. Thailand could successfully reverse the HIV epidemic through early 
multisectoral response,  activism and mobilization by civil society, PLHAs, 
strong political leadership, government investment, and public health 
infrastructure. WHO’s 3-by-5 initiative aims to reduce the inequity in AIDS 
treatment. Future strategies should facilitate a multisectoral approach to 
HIV/AIDS, undertake evidence-based advocacy to sensitize stakeholders to 
create an enabling environment, building partnerships, promote research and 
documentation to improve understanding of how social determinants can be 
addressed to effectively respond to the HIV/AIDS epidemic, and identify and 
facilitate exchange of best practices 

Addressing issues of poverty, equity and social development, along 
with other social determinants like lack of awareness, stigmatization, 
migration, urban TB control, multi-drug resistant TB, TB-HIV co-infection, 
and gender and TB, is key to meeting the challenge posed by the TB 
pandemic. Partnerships with the private health sector, NGOs, business and 
industry, medical schools, the media and communities; and the 
development partners are making a contribution to TB control in the Region. 
There are outstanding examples of successful collaboration between 
government and NGOs at the grass-roots level in Bangladesh, India, 
Indonesia, Myanmar and Nepal where NGOs provide DOTS at community 
level. The private medical sector is involved through public-private 
partnerships; these have informed national policies and operational 
guidelines, as in India and Bangladesh. Indonesia, Myanmar, Thailand and 
Nepal have scaled up pilot projects. Employees in public and private sectors 
are benefiting from DOTS at their workplaces. In India, a business alliance 
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against TB was launched in August, 2005, in collaboration with WHO and 
the World Economic Forum. DOTS has been included in teaching, practice 
and research agendas of medical schools in Bangladesh, India, Indonesia, 
Nepal, Thailand and Sri Lanka. Cross- border disease control programmes 
are being put in place across common borders between India and 
Bangladesh, Bhutan, and Nepal while the cross-border programme across 
the Thai-Myanmar border is well under way. A Regional framework has 
been evolved for HIV-TB co-infection; Thailand, India, Indonesia and 
Myanmar are piloting interventions.  

Innovative DOTS approaches include free diagnosis and treatment, 
patient enablers, community approaches to ensure equity and DOTS at 
workplaces (Bangladesh, India and Myanmar). Initiatives for community 
involvement and empowerment have involved rural women as shastho sevikas 
by ACT/BRAC in Bangladesh, women volunteers as sevikas, angewans by 
SEWA in slum areas of Ahmedabad, village volunteers as ‘TB heroes’ by INGO 
in rural Rakhine, Myanmar, and village chiefs and volunteers in ‘DOTS 
committees’ by the National TB Programme in Nepal.  

2.4 Session: Panel on Country Experiences in Addressing the 
SDH Inequities in the Region 
(Chairperson: Dr Hérnan Sandoval, CSDH Commissioner) 

Mr BP Sharma (India), Mr Abu Md Maniruzzaman Khan (Bangladesh), Dr 
Dorji Wangchuk (Bhutan), Dr Than Lwin (Myanmar), Dr H.M. Fernando (Sri 
Lanka), Mr Pungkas Bahjuri Ali (Indonesia) and Dr Nirakar Man Shrestha 
(Nepal) shared the experiences of their respective countries in addressing the 
SDH inequalities.  

Overview 

India : Recognizing the importance of health in the process of economic and 
social development and improving the quality of life of its citizens, the 
Government of India launched the National Rural Health Mission (2005-12) 
on 12 April, 2005 as part of the Common Minimum Programme of the United 
Progressive Alliance to carry out necessary architectural correction in the basic 
health care delivery system. The goal of the Mission is to improve the 
availability of and access to quality health care by people, especially for those 



Regional Consultation on Social Determinants of Health 

Page 13 

residing in rural areas, the poor, women and children. It seeks to reduce 
infant and maternal mortality; promote universal access to public health 
services such as women’s health, child health, water, sanitation & hygiene, 
immunization, and nutrition; prevention and control communicable and 
noncommunicable diseases, including locally endemic diseases; provide 
access to integrated comprehensive primary healthcare; ensure population 
stabilization; gender and demographic balance, revitalize local health 
traditions; Ayurveda, Yoga, Unani, Sidha and Homeopathy (AYUSH), and 
promote healthy lifestyles. 

The Mission specially focuses on 18 States, which have weak public 
health indicators and/or weak infrastructure. It has adopted a synergistic 
approach by relating health to determinants of good health, viz., segments of 
nutrition, sanitation, hygiene and safe drinking water. It also aims at 
mainstreaming the Indian systems of medicine to facilitate health care. The 
plan of action includes increasing public expenditure on health from 0.9% of 
GDP to 2-3% of GDP, reducing Regional imbalance in health infrastructure; 
pooling resources; integration of organizational structures; optimization of 
health manpower; decentralization and district management of health 
programmes; community participation and ownership of assets; induction of 
management and financial personnel into district health system; and 
operationalizing Community Health Centres into functional hospitals meeting 
Indian Public Health Standards in each administrative block of the country. It 
has, as its key components, provision of a female health activist called ASHA 
(Accredited Social Health Activist) in each village; a village health plan 
prepared through a local team headed by the Health and Sanitation 
Committee of the Panchayat ; strengthening of the  rural hospital for effective 
curative care and made measurable and accountable to the community 
through Indian Public Health Standards (IPHS); and integration of vertical 
health and family welfare programmes and funds for optimal utilization of 
funds and infrastructure and strengthening delivery of primary healthcare. The 
mission will be an overarching programme and all national health 
programmes, with the exception of cancer and HIV/AIDS, have been brought 
under the purview of the Mission.  

Bangladesh: Bangladesh’s Ministry of Health & Family Welfare ensures 
basic health care for the country’s 140 million population, with a per capita 
income of US $ 421. Various policies relevant to health include the national 
health policy, national growth policy, national food and nutrition policy, and 
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national strategy on gender and health. The Health, Nutrition and 
Population Sector Programme (2005-2010), being launched this year with a 
budget of US$ 5,405 million, aims at sustainable improvement of health, 
nutrition and family welfare. The health of the population, especially 
women, children and the poor, is ensured through an essential services 
package. In the management structure, there are six divisions with divisional 
directors, 64 districts with civil surgeons for public health and health 
management, assisted by a Deputy Director for Family Welfare, and 463 up-
zilla health posts providing preventive and curative health services. The 
public sector health system is structured as primary (10,819 village 
community clinics, 4,562 Health & Family Welfare clinics at union level and 
463 up-zilla clinics), secondary (58 hospitals and 55 MCH centres) and 
tertiary levels (13 Medical College hospitals, 10 Post-graduate institutes, 1 
Dental College hospital, 20 specialty hospitals, 1 homeopathic and 1 
Ayurvedic degree hospitals). The services provided include community 
clinics, home visitation, maternal and child health services, family planning, 
immunization, communicable disease control, treatment of common 
problems and referrals. A specialized public health institution produces 
vaccines, sera and IV fluids, and conducts epidemic disease control and 
research. Major health indicators reflect the considerable progress made in 
life expectancy at birth of 61 years, Infant Mortality Rate of 56 per 1,000 
live-births, under-5 mortality rate of 80/1000, Maternal Mortality Ratio of 
3.2/1,000 live-births, Total Fertility Rate of 3%, Couple Protection Rate of 
58%, immunization coverage against 6 vaccine preventable diseases of 69% 
and an almost polio-free status. The relatively high Maternal Mortality Ratio 
is due to lack of antenatal and obstetric care. Protein Energy Malnutrition, 
micronutrient malnutrition, HIV/AIDS, malaria and arsenicosis pose serious 
public health challenges. With epidemiological transition, there is a rise in 
incidence of noncommunicable diseases (NCDs) among the elderly.  

Bhutan: The guiding philosophy, expressed through royal decrees, has 
led to sustainable growth through a people-centred holistic approach. It is 
proposed to use the Gross National Happiness Index (GNHI) as an indicator 
of the impact of social welfare programmes in place of Gross Domestic 
Product (GDP). The epidemiological transition and demographic shift are 
posing challenges. There is sustained economic development with regulation 
of tourism, national resource tapping by hydro-electric power generation, 
promotion of traditional sustainable ways of agriculture, preservation and 
promotion of cultural and family values, environmental preservation (at least 
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70% of forest cover is preserved). With a growth rate of 2.5%, the population 
totals 600,000. Good governance is based on decentralization, transparency 
and accountability. The principle is to empower people. Ten ministries are 
involved in SDH. Weekly meetings of cabinet ministers and secretaries are 
held towards realizing national goals and MDGs. Under the policy framework 
for delivery of health care, free health care is provided to all, with quality and 
equity ensured through decentralization and inter-sectoral linkages. While 
rural water supply coverage is 89%, rural electrification coverage is 30-40%. 
Rural areas are linked by roads and through telecommunication, the re is 
integration of traditional with modern medicine, sustainability through cost-
effectiveness, elimination of Iodine deficiency disorders, 90% coverage by 
immunization, appropriate health manpower development, and provision of 
essential drugs and technology. Health Trust funds are used to provide access 
to health. From one hospital and 10 dispensaries in 1961, the health 
infrastructure has expanded to 29 hospitals and 172 basic health units 
covering 85% of the country. Health has an outlay of 6,480 million Nu 
(approximately US $ 144 million) in the country’s 9th Plan.  Expenditure on 
health is increasing. The country faces the double burden of communicable 
diseases like HIV/AIDS and TB on one hand, and noncommunicable diseases 
on the other compounded by natural disasters. The need for national security, 
especially food security, adds to the burden. Other issues impacting on health 
include the migration of population to urban areas, single parent families, and 
ageing population. Life expectancy at birth is 66 years. The poverty threshold 
needs to be assessed for every community. Focussed interventions should be 
implemented for promoting health, as a social goal, through behavioural 
change, while ensuring equity.  

Myanmar: The National Health Policy of Myanmar (1993) sets the 
Health for All goal as a prime objective, using the primary health care 
approach. It aims to expand the health service activities not only to rural but 
also to border areas so as to meet the overall health needs of the country. The 
Policy augments cooperation with other sectors, including the private sector 
and NGOs. Activities have been enhanced to address SDH through 
programmes for poverty alleviation, education for all, nutrition promotion, 
universal access to health care, reduction of disease burden, and universal 
coverage with effort to sanitation and safe water supply. The Rural 
Development Plan and Border Area Development Plan, which have health as 
the focus in overall development, have achieved significant improvements in 
the health and social status of people residing in rural, remote and border 
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areas. The Rural Development Plan includes promotion of education, health, 
economy, transport and access to safe water supply by the rural population. 
Over 90% of the population is literate; over 95% enrolment rates to primary 
schools were achieved in the past two years by special campaigns, such as 
National Enrolment Weeks. The issue of drop-outs after primary school is 
currently being addressed. Multisectoral coordination and collaboration with 
the involvement of NGOs is essential in implementing the plan; examples of 
these include construction of roads and bridges to improve access to rural 
areas, expansion of education and health facilities, loans and subsidies for 
farmers, income generation, women empowerment, establishment of youth 
centres, health education down to the grassroots level through various forms 
of media, government and community contributions for the health 
infrastructure, water supply, self-help basis for sanitary latrines, self-care at 
home (training of one person from each and every household on basic health 
knowledge) and establishment of village food banks. The Ministry of Health 
exerts influence over the policy of other sectors, as shown by nutrition 
promotion activities, like universal salt iodization to achieve elimination of 
iodine deficiency disorders, health promoting schools, national sanitation 
weeks, and social mobilization to achieve full sanitation coverage. 

Sri Lanka: Sri Lanka, with a low per-capita income of US $ 1,031, has 
achieved impressive social and health progress as evidenced by life 
expectancy at birth (71.6), adult literacy rate (91.6), infant mortality rate (17 
per 1,000 live births), and the Human Development Index (89). This can be 
attributed to the social welfare measures introduced since 1940s, such as a 
wide network of free health services, free education, social mobilization and 
rural development programmes, food subsidies, Janasaviya and Samurdhi as 
major poverty alleviation programmes. A large share of public expenditure, 
roughly about 4% of GDP, has been redistributed among the target families 
over the years through these activities. Capital expenditure on health is about 
2.2% of the GDP. Devolution of power to allocate funds to the provincial 
councils (1988) and further decentralization to the grassroots (1992) has 
ensured proper distribution and utilization of funds.  

Some practices promoting SDH include Nutritional Intervention 
Programmes, the National Plan of Action for Children (NPAC), improvement 
of housing units and sanitary facilities in plantation areas, provision of safe 
drinking water and the National Poverty Alleviation Programme. The 
nutritional interventions include the government-assisted Thriposa programme 
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with about 580,000 beneficiaries, the WFP-assisted Maternal & Child 
Nutrition programme (2002-2006) which currently covers about 80,000 
pregnant and lactating mothers and children through Maternal Clinics. The 
NPAC aims at ensuring universal access to the services that children require 
for their full development as well as to provide them with the opportunity to 
develop their individual capacities in safe and enabling environments. It 
includes early childhood care and education, promoting quality health and 
nutritional status for children, protecting the disadvantaged child, and reliable 
water supply and sanitation facilities. The challenges include the high rate of 
poverty (at 30-37% in the seven poorest districts), epidemiological transition, 
Regional imbalances in health indicators (lowest in the plantation areas) and 
development of health services in the private sector. 

Indonesia : While the health status of the population has improved, the 
high disparity among different social economic strata remains, with the poor 
having a much higher infant and under-five mortality rate. Free health services 
for the poor were initiated in 1998-2001 through the Social Safety Net which 
provided a health card for the poor for free access to health services, and in 
2001-2004, through compensation to oil subsidy alleviation. A health 
insurance mechanism has been started in 2005 with the central government 
paying the premium. It targets 36.1 million poor people in the first phase 
(January-June, 2005) and 60 million poor and near poor people in the second 
phase (July-December, 2005) with budgets of Rp 1 trillion (about US$ 100 
million) and Rp 1.3 trillion (US$ 130 million) respectively. The success of the 
first phase is evidenced by an increase in visits to the Health Centres 
(32,818,763) with monthly utilization of 15.13%, with 386,711 antenatal 
visits, 374,468 deliveries and infant care coverage of 94.2%. This has shown 
that reducing inequality of access by removing cost barriers has the potential 
for leveraging health status of the community towards fulfillment of people’s 
rights enshrined in the Constitution. Synergy of free access to basic education 
and provision of basic infrastructure to the rural community helped improve 
health status. The government has a role as ‘price regulator’ for establishing 
standards for services, medical equipment and medicine. There is a need to 
ensure the sustainability of the programme which is currently dependent on 
the oil subsidy alleviation programme. Difficulties are faced in identifying ‘the 
poor’ and by possible jealousy among the non-beneficiaries. Projects on 
nutrition, water and sanitation have supported health goals. The agricultural 
sector has provided free rice for the poor in a crisis. Family planning 
education helped reduce maternal mortality. The enactment of the National 
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Social Security System Law triggered social protection to the community; 
advocacy to local government was an effective measure in decentralization 
with the mass media acting as a watchdog of government programmes. 

Nepal: Nepal faces a triple burden of diseases - physical diseases, 
psychological (especially violence) and conflict-related disorders, and social 
disorders (especially related to internal displacement, migration and social 
upheaval). The challenges include predominantly domiciliary deliveries (over 
90%) with only 13.5% attended by skilled birth attendants, low birth weight 
(23%), high neo-natal mortality (accounting for 60% of the infant mortality 
rate of 64 per 1000 live-births), lack of access to safe drinking water (41%) 
and disposal of excreta (77%). Some of the initiatives taken in Nepal include 
the Poverty Alleviation Programmes, Women’s Empowerment; Compulsory 
Primary Education; Health Sector Reform and Safe Motherhood programmes; 
Integrated Management of Childhood Illness; quota system for women, 
disabled and oppressed castes; and legislation on tobacco, alcohol, child 
marriage, abortion and discrimination; awareness raising activities; and urban 
planning, transport and communication strategies; and multisectoral 
collaboration. 

Issues and challenges 

Under-developed countries should increase their efforts at knowledge-based 
health education. Logistic support may be given by respective governments. 
Ethical values play an important role in combating the spread of HIV 
infection. Widespread awareness and promotion of anti-smoking worldwide 
has shown a change in ethical values from the situation a few decades back. 
Road linkages to villages has facilitated health workers in visiting rural 
communities. The salaries are, however, not comparable to those in the 
private sector. 

Sri Lanka’s experience shows how health indices can be improved 
through social welfare policies and activities. The gender issue is not a major 
problem in Sri Lanka because of empowerment of women. This has also had 
a major influence on the good health statistics. 

The National Rural Health Mission of India aims at covering the poorest 
of the poor and indicators will show the extent of its success. 
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Happiness and well-being are not similar. Bhutan plans to measure 
happiness from all dimensions. Several international seminars are being 
organized for this purpose. It may be worthwhile to evolve an index of 
population happiness. 

2.5 Session: Knowledge Network Work in the Commission on SDH 
(Chairperson: Prof. Frances Baum, CSDH Commissioner) 

Ms Sarah Simpson and Dr Rene Loewension from the CSDH Secretariat 
detailed the work of Knowledge Networks (KN) in the Commission on SDH. 
Dr Supriya Lahiri from the University of Massachusetts at Lowell, USA, 
described the functioning of the KN Hub on employment conditions. 

Overview 

Learning is one of the six tracks of the Commission's work which is closely 
related to the other tracks. Strategic decisions related to learning include 
focussing on upstream determinants (causes of the causes), learning focused 
on where change can be made, knowledge that supports practical policy 
options, and understanding policy implementation issues (what do institutions 
need to do differently). The KN are organized around priority SDH and health 
inequities that have strong impact and are modifiable. As a resource for the 
learning track, they will help marshal scientific evidence as a lever for policy 
change targeted for practical uptake among policymakers and stakeholders in 
countries. The KN outputs will inform long-term institutional change and 
methodology for policy and action towards integrating SD into health 
programmes and policy. The KN documentation on policies and programmes 
and their assessment and evaluation will feed into other Commission 
processes, like the country work.  

Labour-market conditions and workplace (hazards) affect health 
opportunity and health equity across population groups. Interventions to 
reduce health inequity and improve health opportunities are likely to be most 
effective in the large, informal sectors in the labour market.  

Issues and challenges 

There is evidence of reversing the gradient as shown by the study over a 15-
year period in Bangladesh which found child survival gains to be greatest 
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amongst girls in poorest households. This could have been effected by 
universally accessible maternal and child health (MCH) programmes. Issues 
meriting consideration include secularity or the broader investments in the 
empowerment of women, such as education. Population data are thus more 
than pilot projects.  

Hubs will co-ordinate KN with about 12 members from civil society, 
with geographic, disciplinary and gender expertise , and involving 
commissioners, WHO focal points and secretariat. The exercise aims at 
learning from and providing expertise to country and civil society work. The 
various KN themes are health systems, early childhood development and 
education, employment and urban settings. Some additional areas include 
mental health, food security, medical education, Regional experiences, aging, 
financing investments for SDH, alcohol, violence, conflict, war and sanctions, 
religion, psychosocial stress, fatalism, rural settings, and migration  

The possible Regional issues include learning from the Region through 
Regional inclusion in KN, Regional KN issues and resources, support to 
Regional work from KN, links to WHO focal points, KN-shared IT space, and 
KN and Regions. Regional-level studies should address how the KN work can 
respond to health equity challenges, and its possible use to organize 
knowledge to support action on these challenges both within and beyond the 
Region. There is need for discussing how the Commission can support 
Regional knowledge needs. 

2.6 Session: Role of the Region and Country Offices in the 
 Commission’s Country Work 
 (Chair: Dr Mirai Chatterjee, CSDH Commissioner) 

Ms. Nicole Valentine, CSDH Secretariat discussed the need for ‘supporting 
national policy action on the SDH’ through the WHO Regional and Country 
offices. 

Overview 

The country work, as a key component of the Commission's implementation 
strategy, will build understanding of how SDH inequities can be tackled in 
practice, drawing on experiences across countries, with a view to creating the 
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conditions for good health for future generations. It will aim at progressing 
governmental policies and social agendas towards having health as a "cross-
government" or "whole-of-government" priority. The scope of country actions 
will range from strengthening interest in SDH and developing a common 
vision and understanding of priorities among stakeholders to adapting, scaling 
up and mainstreaming existing circumscribed programmes, which have a 
proven positive impact on the SDH inequities; implementing comprehensive 
reforms to frame health as a cross-government priority in public policies and 
inter-sectoral action. The actions will aim for universal coverage with the 
purpose of addressing the health gradient across the full spectrum of 
socioeconomic positions. The Commissioners’ Meeting, in Cairo, 2005, 
emphasized the need for a high level of political will, and recognition of 
health equity as an indispensable component of development. Regional 
consultations have been held to identify potential countries in the process to 
create a supportive Regional environment. A workplan has been developed to 
use the SDH approach to move health reform towards a collective public 
health policy that engages all sectors of government and civil society.  

The recently convened WHO Reference Group will act as the WHO 
institutional arm for implementation of the Commission’s objective. It has a 
work structure within the Commission with Knowledge Networks that 
generate information and knowledge, support implementation of country 
work by linking country offices with their Ministries of Health counterparts for 
project implementation within countries, and create mechanisms within the 
Organization for partnerships with other groups at country level or at global 
level with other groups within the United Nations system, and institutional 
mechanism to demonstrate that institutions can integrate SDH into their 
programmes of work. It will help ensure the sustainability of the processes after 
the Commission has been disbanded. The Reference Group has high level 
representation from HQs and Regional Offices. It is intended as a mechanism to 
unify the Organization at multiple levels, and will evolve strategies to help 
change practices and planning within different programmes of work within the 
institution and also begin the process of implementing the changes.  

Issues and challenges  

The country action should focus on supporting governments to make health as 
a mainstream, cross-government priority, and strengthening upstream focus of 
health systems to be sensitive to differential access to health care and 
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differential consequences of care. A critical mass of countries has to be 
developed to demonstrate mainstreaming of the SDH approach, examples of 
good practice, strengthening know-how for making it work in practice, and 
WHO institutional development at regional and country level. The drivers for 
action or investment may be financial, like cost containment, efficiency, like 
demand management, or political, like quick wins and interest groups. Views 
on health compare private individual concern with social, providers’ group 
with population, inputs to development with outcome, disease with health.  

There should be commitment to activities addressing the SDH, pursuit of 
comprehensive cross-government frameworks oriented towards health equity, 
conduct of monitoring and evaluation activities, and willingness to exchange 
information on SDH. Community participation and ownership in all health 
programmes and activities should be facilitated. The responsibility has to be 
designated for the work, at least at the ministerial level, which could be the 
Minister of Health. 

In the systematic process of engaging countries, the focal person has to 
be identified and the process formalized by the government with WHO. In 
the process of workplan development, Phase 1 consists of organizing a 
briefing with different stakeholders (mapping) and identifying issues of mutual 
interest to pursue with the Commission; in Phase 2, the focal team will work 
with the Secretariat to develop a preliminary workplan; in Phase 3, upon 
completion of the workplan, the focal team will discuss the workplan with the 
government and obtain final approval. Earlier experiences from WHO’s 
regular mechanism, like panel discussions, and the Maputo Process, WHO’s 
earlier related initiatives, like the systems capacity mapping work in 
WHO/EURO, and elaboration of WHO’s Region-specific strategies, like the 
EMRO country studies and cross-Regional analysis (six countries) can inform 
the process.  

The next steps include building the resource base for country action 
through mapping existing resources, approaches and tools, connecting with 
existing networks; brokering among networks and country action, brokering 
resources between countries, continuing the identification of countries and 
engagement, and connecting country work (CW) with other streams of the 
Commission work. Linkages have to be established with other streams of work 
of WHO, global and Regional health initiatives, civil society and KN. 



Regional Consultation on Social Determinants of Health 

Page 23 

2.7 Session: The Role of Civil Society in the Commission on SDH  
(Chairperson: Prof Ndioro Ndiaye, CSDH Commissioner) 

Dr Alec Irwin and Dr Orielle Solar from the CSDH Secretariat discussed ‘Civil 
society participation in the Commission on SDH’. This was followed by 
presentations on Regionally-based Civil Society Organizations (CSOs), when 
Mr Alok Mukhopadhyaya, Dr Joe Fernando, Ms Mittal Shah (SEWA) and 
Dr Narendran described the organization and activities of civil society 
organizations, Health Action International Asia Pacific, SEWA, India and 
People's Health Movement, India (Jan Swasthya Abhiyan) respectively. 

Overview 

Civil society participation in the Commission on SDH: Civil society has a 
significant role in framing critical analysis about the rapid changes happening 
in health,  formulating public opinion on the issues of health as a basic 
fundamental right, engaging in dialogue with policy planners and government 
functionaries for ensuring health for all, building campaigns on critical health 
policy issues, and mobilizing community-for-people-monitored health 
systems. WHO defines civil society as a social sphere ‘separate from both the 
state and market’ made up of non-state, not-for-profit, voluntary organizations 
ranging from formal organizations registered with authorities to informal social 
movements coming together around a common cause. Civil society 
organizations (CSOs) help in mapping of resources. They include health and 
development NGOs, community health and development training NGOs, 
health policy resource groups, advocacy for the marginalized, campaigns, 
social movements, issue-based resource centres, and environment networks. 
Significant advances achieved through CSO-based interventions include the 
India People’s Charter for Health (2000), Asian People’s Charter on HIV/ 
AIDS (2003), India’s National Right to Health Care Campaign (2004–05), and 
the Mumbai Declaration for Health for All (2004). 

Civil society organizations in Regions will act as Regional civil society 
facilitators (CSFs) in the Commission’s consultative and participative process. 
In identifying organizations appropriate for this role, the Commission was 
facilitated by several convergent strategies. The mechanisms and criteria 
included identification of relevant groups through secretariat research, WHO 
Regional Consultations on the CSDH, and recommendations and contacts 
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from CSDH Commissioners. Organizations having a network structure to 
maximize outreach potential and convening capacity, bringing together 
different types of civil society organisations within their Regions, and having 
strong connections with grassroots and the social "base" should be prioritized. 
In Asia, the Asian Community Health Action Network, and the People's 
Health Movement, India, have been identified and a grassroots non-health 
group is to be identified.  

CSOs are performing a variety of activities in various parts of the world; 
there is motivation behind this. The Commission on SDH can initiate 
processes for upscaling, sustaining, and ensuring innovativeness of civil society 
and its engagement with country and Regional offices. Civil society’s work is 
based on evidence to show impact as shown by work in Bangladesh. CSDH 
will need to engage with civil societies involved in implementing work, and 
outsource work to civil society organizations. 

Health Action International (HAI): A network of individuals and 
organizations involved in health and pharmaceutical issues, HAI aspires for a 
just and equitable society. It has organized campaigns on national drug policy, 
health and trade interface, health financing, traditional medicine, and medical 
and pharmacy education. The network has partners in several countries in the 
Region, and works at three levels in civil society – vulnerable groups and 
people-based organizations, health professionals encouraged to participative 
research activity, and political leadership. 

Self Employed Women's Association (SEWA): A trade union of 
700,000 women workers in the informal economy in Gujarat and seven other 
states in India , SEWA has demonstrated how people can have more control 
over their own lives. It grew organically from ground-up respecting local 
traditions and understanding the intricacies of social life and the social and 
economic circumstances. Its main goals are to ensure full employment, work 
security, income security, food security, self- reliance, and social security for 
health care, insurance, child care and housing. SEWA’s approach is need- and 
demand-based, and works at doorsteps in a decentralized manner – through 
local cooperative teams and associations. The focus has been on women-led, 
community-based organization, self-reliance (contributory, through workers’ 
organizations), holistic and integrated approach (involving health and micro-
credit schemes). SEWA’s health activities cover 30 wards in urban 
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Ahmedabad, Vadodara and Surat with 1.2 million population and 500 villages 
in rural areas of 16 districts (14 in Gujarat and 2 in Bihar) with 1.5 million 
population. The health services being provided through a one-window 
approach include preventive and promotive health care (such as health 
education, maternal health care, immunization, micronutrient 
supplementation, reproductive health care, contraception and provision of 
water and sanitation), curative health care and referral services. A network of 
traditional birth attendants has been formed. SEWA is working both at 
grassroots levels and at policy levels. 

People’s Health Movement, India (PHMI): Launched in 2000 to tackle 
SDH, PHMI consists of a number of organizations, advocacy groups, 
movements, trade unions and women’s organizations. PHMI’s activities 
include development of the People’s Charter for Health, engaging with 
political parties before the Parliamentary elections in 2004, campaign for 
Right to Healthcare by organizing public hearings in collaboration with the 
National Human Rights Commission of India which led to framing of a 
National Health Action Plan, engagement with the National Rural Health 
Mission with some members involved in partnership for implementation, as 
part of community monitoring mechanism and as an independent 
mechanism. PHMI has linkages with civil society organizations and research 
organizations. 

Issues and challenges  

The agenda of the Commission on SDH and ongoing civil society action are 
mutually supportive and should establish linkages. CSOs can contribute to the 
work of CSDH by sharing experience of ground realities and what works, how 
to organize for work and social security, partnership with government and 
other stakeholders, evolution of monitoring policy at country and state level, 
action for pro-poor policies and on building sustainable people’s organizations 
and movement for change. The Commission can strengthen civil society’s 
efforts by providing evidence for holistic, integrated SDH approach to push 
for appropriate policies, supporting member-based organizations (MBOs) and 
NGOs to implement SDH approach, promoting examples of best practices by 
MBOs and NGOs, supporting MBOs and NGOs to gain voice and 
representation at policy level (especially for planning and budgeting).  
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A civil society strategy for SDH will involve laying the foundation for 
political sustainability, involving a wide range of organizations, reflecting 
Regional specificities, being owned by civil society, and respecting autonomy. 
Political mapping will identify the main actors, and the political lay of land in 
terms of factors and influences affecting the SDH agenda. Civil society itself 
should define the strategy, and lead implementation for action on SDH. 
Challenges include going beyond tokenism to ensure civil society participation 
as a genuine voice in decision making, providing for size and complexity of 
Regions, reaching those outside organized civil society, perceiving Civil 
Society Facilitators (CSFs) not as ‘exclusive representatives’ of civil society, but 
only as facilitators, and reflecting ideological diversity. 

Some concerns expressed about the SDH process need to be addressed. 
There should be true partnership, transparency in decision making, interactive 
and participatory dialogue, a realistic pace of evolution of the consultative 
process for bottom-up participation, a clear, mutually-shared understanding of 
the nature of the dynamics of global processes (such as the Commission on 
SDH) and grassroots processes, recognition of diversity and dynamism of 
CSOs globally and locally, and changing the northern domination of CSO and 
KN hubs. 

On ‘Thematic Contents’, the focus should be on determinants as 
‘structures and social systems’, and not as social factors. There should be a 
willingness to review the ‘dominant paradigm’ and evolve independent 
analysis within health services and programmes, environmental issues due to 
present models of development, and international trade, food subsidies and 
pharmaceuticals. 

Informal workers, who constitute 93% of India’s workforce comprise 
four major categories: home-based workers, vendors (of all types of wares), 
manual labourers and service providers, and producers (small scale farmers). 
Many disadvantaged people are not organized. With economic development, 
people move from rural areas to urban slums. 

2.8 Session: Introduction to Group Work and Presentation of Reports 
(Chairperson: Dr Gail Wilensky, CSDH Commissioner) 

Dr Jeanette Vega, CSDH Secretariat provided an introduction to Group Work 
and briefed the participants on the guidelines. The participants then worked 
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in three groups on Knowledge Network, Country Work, and WHO and 
Regional Strategy. From the CSDH Secretariat, Ms Sarah Simpson and 
Dr Jeanette Vega, Ms Nicole Valentine and Dr Chris Brown, and Dr Alec Irwin 
and Dr Rene Loewenson worked as facilitators.  

2.9 Session: Presentation of Group Work Reports 
(Chairperson: Dr Denny Vagero, CSDH Commissioner) 

The Group Rapporteurs – Dr Ritu Priya (Group I), Dr Chris Brown (Group II) 
and Dr Padmasiri (Group III) - presented their respective Group reports. These 
were followed by discussions. The final recommendations made by the 
Groups are included under ‘Recommendations’. 

The following key issues emerged from the presentation and discussions: 

Ø Health is not limited to health care, but is about improving 
people’s quality of life and tackling the ‘causes of causes’. 

Ø A Multisectoral approach will be necessary as the SDH lie beyond 
the health sector. Civil society, especially the informal sector, 
should be engaged actively in tackling the social determinants of 
health. 

Ø The human element has to be recognized and due importance 
given to involvement and co-operation of the community, 
especially women and vulnerable populations. 

Ø Countries will need to change policies that have been 
systematically shown to increase social stratification or inequalities. 

Ø Existing public health programmes with a proven impact on health 
inequity will need to be scaled up. 

Ø There is a need to strengthen primary prevention and focus on 
determinants of health and attack health risks. 

Ø Generation of knowledge and evidence on implementation is 
very important, and should be addressed by the Knowledge 
Networks. 

Ø At a bi-Regional meeting of the Forum of Health, Development 
and Finance Ministers from the Western Pacific and South-East 
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Asia Regions had, in June 2005, discussed health MDGs in these 
two Regions in four cross-cutting issues - strengthening health 
systems, mobilizing more resources, action across sectors, and 
addressing equity in achieving MDGs.  

Ø MDGs do not allude to region-specific health challenges like 
noncommunicable diseases. It is theoretically possible for countries 
to address MDGs without action to eliminate inequities. Persistent 
inequities will jeopardize the ability of countries, especially lower-
income countries, to achieve the MDGs. 

2.10 Closing Session: Discussion on Commission’s Areas of Work, 
Strategies and Next Steps 
(Chairperson: Dr Bill Foege, CSDH Commissioner) 

On behalf of the Commission, Dr Foege thanked the Secretariat and the 
Regional Office for the excellent organization of the Consultation. In today’s 
complex world, we have to do away with premature death, unnecessary 
suffering and reduced quality of life. We already know a great deal about 
what leads to these conditions. Tobacco, diet and alcohol were found to be 
the three causes that accounted for 40% of all deaths in the USA. The 
Commission is looking at ‘causes of causes’. The presentations at the Regional 
Consultation show a good understanding and suggest how to get effective 
coalition. The country panels showed positive work when viewed from the 
top - Bhutan’s concept of national happiness index, and Bangladesh’s 11 
ministries which together focus on health. The view from the community of 
civil society presentations shows SEWA’s work in Ahmedabad in slums. Places, 
which had no running water or toilets, were transformed in five months, with 
running water and flush toilets available in every house. The combination of 
short- term and long-term activities has changed the concept of thinking and 
living for the people. Vegetable sellers could now go early to buy fresh 
vegetables, and have a better earning and living.  

The following comments were made by the participants: 

Ø The physical and social environment are closely interlinked and 
affect people’s lives in various ways. The recent UN report on 
water use in the world shows a radical increase in water demand. 
The provision of safe water can bring about dramatic changes in 
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people’s lives and health. Mental health is both a health 
determinant and a pathway for health. 

Ø TB and Pulse Polio provide entry points into the community and 
this needs to be enlarged. In May 1988, World Health Assembly 
adopted a resolution to eradicate polio, a mere two years after 
saying that polio could not be eradicated. This was due to the work 
of Rotary International. Governments and business houses worked 
together with NGOs in polio eradication. In India, the DOTS 
programme has successfully penetrated to the community level. 
We should think in terms of how it feels for persons to have control 
over their lives and have satisfaction. The focus should not be just 
with Ministry of Health or even government, it lies with civil society 
and the people themselves.  

Ø Resource allocation is the key to what society does about its 
problems. Bolivius had promoted the concept of the global village 
where we cannot imagine things in isolation. Mahatma Gandhi 
had exhorted us to seek interdependence with the same zeal that 
he wanted self-reliance. This has become necessary as several 
sectors are working together. Primary health care is an entry point 
for SDH, with water supply and sanitation as a logical growth. 
Health promotive and supportive policies need to be supported. 
Major discussions concerning the environment will take place at 
the upcoming Hong Kong Inter-ministerial meeting. There is 
concern that as many as 200 multilateral environmental 
agreements may be ended, negating all the positive advances. 
Working to prevent disasters and outbreaks or mitigate the 
damage will ensure more support from civil society and the 
general public.  

Ø As to the fundamental question whether we should implement at 
district level tangible programmes on health or just focus on policy, 
it is important to keep in mind that we can have a better policy 
while involved in implementing, and have better delivery when we 
are involved in policy. We should keep on doing what we are 
doing, while developing new approaches for dealing with dengue, 
avian influenza, tsunami, etc. 
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Ø People have a right to share what we know about health and the 
way it is delivered. Positive deviance should be expanded and not 
limited to positive cultural practices. Experience shows that we 
learn by looking at what is successful, what went right. 

In his closing remarks, Dr Samlee Plianbangchang, Regional Director, 
WHO South-East Asia Region, SEARO mentioned that the Regional 
consultation had provided an opportunity for refocusing on the social 
conditions and determinants, deliberating on critical issues and priorities, and 
charting out concrete steps that citizens, governments and development 
partners can undertake to make a difference in reducing health inequalities 
and accelerate the achievement of national and global targets for 
development. He said that we cannot rely on technology alone but should 
also strive for ecological balance. Dr Samlee called for thinking anew and 
looking beyond health and technology to promotion of healthy public policies 
and devising of more imaginative and people-centred approaches by 
governments to deal with vexing issues concerning poverty, food, shelter, 
education, social dignity and gender inequity.  

Responsibility for health and managing health inequity should be shared 
by all concerned sectors. The array of opportunities, institutions, organizations 
and individuals engaged in human development should be involved as 
potential partners in health. Schemes to tackle water and sanitation problems 
and environmental degradation should give due importance to involvement 
and cooperation of intended beneficiaries, particularly women and vulnerable 
populations, and be sensitive to the local customs. Public health programmes 
should focus on the root causes of ill-health. Existing health programmes with 
a proven impact on health equity may have to be scaled up. An ageing 
population was often associated with an increase in noncommunicable 
diseases and mental and emotional health problems. The Regional Office 
would chart out pragmatic ways to carry forward the work on SDH in 
consultation with Member States, he concluded.  

3. RECOMMENDATIONS 

Recommendations made at the Consultation centred around the following 
three areas: 



Regional Consultation on Social Determinants of Health 

Page 31 

3.1 Knowledge Networks 

The Member States of the South-East Asia Region may benefit from and 
contribute to the Knowledge Networks of the Commission of SDH through 
the following:  

(1) National and Regional health and social determinants priorities in the 
Region: 

Ø The focus should be on the informal sector where 95% of the 
population works. Issues cut across several Knowledge Networks - 
Income, housing, education, environmental/ ecological, migration - 
both within and across countries, low community participation, 
social marginalization of populations (TB, HIV/AIDS), lack of access 
to basic health services, lack of health insurance, lack of protective 
measures (occupational hazards), insufficient health workers (out-
migration of trained staff), alcohol, other addictions, influence of 
media (e.g., influence of other cultures on sexual behaviour, 
smoking among teens),  consumerism (can be addressed by the 
network on early development, globalization). 

Ø Increased spending on health may lead to under-spending on 
social determinants, e.g., less sending on sanitation. Improving 
social determinants of health will raise the levels of every strata, but 
differences would still remain. With too many issues, there is a 
need to be selective. Criteria for prioritization include the 
robustness of the association between SDH and health inequities 
across different contexts and groups, the extent to which risk is 
modifiable, the feasibility of interventions, and the extent to which 
interventions add value. 

(2) Process/mechanisms: 

Ø The KN mechanism includes face-to-face meetings, engagement of 
civil society (formal and informal mechanisms), virtual web space, 
emails, scientific papers, and conferences. Processes to identify KN 
members could involve key institutions in the Region, engage 
Regional political/social networks, e.g., SAARC, ASEAN, ESCAP, and 
involve government planning agencies, the major information holder.  

Ø In selecting 2-3 of the many civil organizations to be represented 
on the hub/network, the Commission could identify and document 
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the process of knowledge generation, involve the health ministries, 
other ministries, the WHO country offices and other agencies, 
country by country. It could also compile successful regional 
information facilitated by the WHO Regional Office, and develop 
evidence on associations and interventions.  

Ø The Commission and the KN coordinator could set out a broad 
framework or template which could then be used for collecting 
evidence and putting it in a matrix in an identified timeframe.  

Ø KN should ensure inclusion of traditional and non-conventional, 
quantitative and qualitative evidence, and generate evidence on 
interventions and policy to reflect micro- and macro-level 
successes. 

3.2 Country Work 

The Member States of the Region can introduce SDH into their planning 
process and work with the Commission. They should work towards: 

Ø A process of change to spread awareness and reinforce a 
population approach to health and well-being 

Ø A society that supports population health 

Ø Reinforcing positive cultural factors 

Ø Changing critical policies that are systematically shown to increase 
social stratification (inequities) 

Ø Working with everyone in society (government at all levels, civil 
society, citizens), eager to contribute 

Ø ‘Health For All’ and ‘All For Health’ 

Efforts should focus on overcoming possible reasons for difficulty in 
getting there, which may include:  

Ø Limitations in capacity to articulate “the case” even when there is a 
window of opportunity 

Ø Compartmentalization of resources and lack of performance 
management and accountability 
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Ø Operational difficulties faced in inter-sectoral coordination, even 
when there is a will 

Ø Decentralization may bring difficulties in coordination and 
harmonization of action, especially at local levels 

Ø Restrictions/rules related to tying funding to specific sectoral work – 
lack of system flexibility 

Ø International policy, monetary and trade frameworks that limit 
health activities  

The Member States could get people working together for advancing the 
agenda by: 

Ø Intersectoral oversight committees for population health and well-
being within the overall development agenda, e.g., Bhutan, Timor-
Leste, Thailand 

Ø Having an intersectoral and health promotion focus in primary 
health care, e.g., India (National Rural Health Mission), 
Bangladesh, Myanmar, Sri Lanka, Indonesia 

Ø Synergy with other sectors in work on specific programmes, e.g., 
India (maternal health and sanitation). 

The Commission could contribute to this process through: 

Ø Capacity building (at national level and in WHO country teams) 

Ø Advocacy 

Ø Conceptualization of issues for development of programme and 
work strategies 

Ø Work as ‘mirror and projector’ highlighting practices in countries 
and dissemination across Regions. 

3.3 WHO and Regional Strategy  

The Regional Director will carry the mandate of WHO’s Director-General to 
work on social determinants of health. The work of the Commission on SDH 
should be included in Regional and country programmes.  
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A resolution on SDH will be put forward at the Regional Committee 
session in 2006 to obtain political commitment from the Member States. This 
will add to the work on SDH at the global level. 

There is a need to mainstream and integrate SDH into WHO’s ongoing 
activities. This can be achieved through the following mechanism: 

Ø Establishment of a focal point in the SEA Regional Office. The 
Department of Health Systems Development (HSD) will function as 
the focal point.  

Ø Setting up a Working Group in the Regional Office. Apart from 
HSD, other departments will also have some responsibilities. 

Ø Development of a specific Regional Strategic Plan. Currently, 
workplans for 2006 and 2007 have been finalized. Though no 
direct reference has been made to SDH, these plans have 
reference to Millennium Development Goals (MDGs) activities; 
SDH activities are related to MDGs and so are covered under 
them. Specific reference to SDH will be made in workplans for 
2008 and 2009, both within the department of HSD and across 
departments. 

Ø Integration of social determinants of health into WHO reporting on 
the progress towards the United Nation’s MDGs. 

The Regional Office should closely collaborate with Member States in 
the area of social determinants of health. Two mechanisms were identified for 
this purpose: 

Ø Incorporate a ‘social determinants of health approach’ into the 
Country Cooperation Strategies 

Ø Establish a joint team with the WHO Representative as the focal 
point and involving the Planning Commission, Ministry of Health 
and other concerned ministries, civil societies, NGOs, and, where 
possible, the Commissioners. This team would identify the process 
to integrate the social determinants of health into the programme 
planning and budgeting of the Member State across the ministries 
and the Regions within the country. WHO/SEARO should facilitate 
the organization and functioning of this team. 



Regional Consultation on Social Determinants of Health 

Page 35 

The WHO Reference Group, constituted with high level representation 
from HQs and Regional Offices, should work to unify the Organization at 
multiple levels, and evolve strategies to help change practices and planning 
within different programmes of work within the institution. It will act as the 
WHO institutional arm for implementation of the Commission’s objective. It 
will support implementation of country work and create mechanisms for 
partnerships with other groups within the United Nations system at the global 
level. The Reference Group will enable participation of all regions and to 
facilitate input of proposals and exchange of ideas across Regions.  
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Annex 1 

PROGRAMME 

Thursday, 15 September 2005 

08:30 Registration  

Opening Address and Welcome Dr Samlee Plianbangchang 
Regional Director 

Introduction to the Commission's work and 
update 

Dr Michael Marmot 
Chair of the Commission on 
Social Determinants of 
Health (CSDH) 

Objectives of the meeting and introduction of 
participants 

Dr Sangay Thinley 
Ag Director-Health Systems 
Development 

09:00-10:00 

Administrative Announcements Dr T. Walia 
Regional Adviser-Health 
Systems 

10:00 Tea break  

10:30 Question-and-answer session on the 
Commission on the Social Determinants of 
Health and its work 

Moderator/Chair: 
Dr Poonam Khetrapal Singh 
Deputy Regional Director 

11:00 Regional perspective and work on the Social 
Determinants of Health (including diagnosis of 
the issues in the Region and Regional office 
responses) 

Session Chair: 
Dr Bjorn Melgaard 
Director-Programme 
Management 

• Overview  Dr Sangay Thinley 
Ag Director-Health Systems 
Development 

• Healthy Settings Dr Abdul Sattar Yoosuf 
Director, Sustainable 
Development and Healthy 
Environment 

(approx 10 
minutes 
each) 

• Introduction: HIV / TB Dr Jai P. Narain 
Director-Communicable 
Diseases 
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• HIV Dr Renu Garg 
Epidemiologist, HIV/AIDS 

 

• Tuberculosis Dr Nani Nair 
Regional Adviser-
Tuberculosis Control 

11:45 Discussions  

12:15 Lunch break 

13:30 Panel on Country experiences in the Region  Session Chair: 
Dr Hérnan Sandoval 
CSDH Commissioner 

14:45 Discussion  

15:30 Tea break 

16:00 Knowledge Network work in the Commission 
on Social Determinants of Health (CSDH) 

Session Chair: 
Prof Fran Baum 
CSDH Commissioner 

Presenters: 
Ms Sarah Simpson & 
Dr Rene Loewenson 
CSDH Secretariat 

16:15 Knowledge Network Hub Leaders: 

• Employment conditions 

Presenters:  
Dr Supriya Lahiri 
University of Massachusetts, 
Lowell 

16:45 Discussion  

17:00 Reception  

Friday, 16 September 2005 

8:30 Role of the Region and Country Offices in the 
Commission’s country work 

Session Chair: 
Dr Mirai Chatterjee 
CSDH Commissioner 

Presenter: 
Ms. Nicole Valentine 
CSDH Secretariat 

Dr Chris Brown 
CSDH Secretariat 

8:50 Discussion  
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9:10 The Role of Civil Society in the CSDH Session Chair: 
Prof Ndioro Ndiaye, CSDH 
Commissioner 

Presenter: 
Dr Alec Irwin and 
Dr Orielle Solar 
CSDH Secretariat 

9:30 Regionally based Civil Society Organizations Presenters:  
Voluntary Health Association 
India 
People's Health Movement 
India 

Self Employed Women's 
Association: 
Ms Mittal Shah 
Coordinator, SEWA 

10:00 Discussion  

10:30 Tea break 

11:00 Introduction to Group Work 
 
 

 
 
 

Group work in 3 Groups 

Chair: 
Dr Gail Wilensky 
CSDH Commissioner 

Introduction: 
Dr Jeanette Vega 
CSDH Secretariat 

Facilitators:  
1. Knowledge Network 
Group:  
Ms Sarah Simpson, 
Dr Jeanette Vega 
CSDH Secretariat 

2. Country Work Group: 
Ms Nicole Valentine 
CSDH Secretariat 
Dr Chris Brown 
CSDH Secretariat 

3. WHO and Regional 
Strategy Group: 
Dr Rene Loewenson 
CSDH Secretariat  
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12:30 Lunch break 

13.30 Group work (contd.)  

14.00 Presentations of Group Work 

Discussions 

Rapporteurs of the Groups 

15:30 Tea break 

16:00 Plenary: Discussion on commission areas of 
work, strategies and next steps 

Chair: 
Dr Bill Foege 
CSDH Commissioner 

17:00 Closing Remarks Dr Samlee Plianbangchang 
Regional Director 
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Annex 2 

LIST OF PARTICIPANTS 

SEAR Countries 
Bangladesh 

Mr Akhtar Husain Khan 
Secretary, Planning Division 
Ministry of Planning 
Sher-e-Bangla Nagar 
Dhaka 
Tel: 00-880-2-8115497 
Fax No. 00-880-2-8117581 
Email: akhtarhk@cmail.com 

Mr Abu Md Maniruzzaman Khan 
Secretary 
Ministry of Health and Family Welfare 
Govt. of the People’s Republic of Bangladesh 
Bangladesh Secretariat 
Bldg. No. 3, Room – 341  
Dhaka -1000 Bangladesh 
Tel: 00-880-2-7166979  
Fax:00-880-2-8359417 
Email: secretary@mohfw.gov.bd 

Bhutan 

Dr Dorji Wangchuk 
Director 
Department of Medical Services 
Ministry of Health 
Kawajangsa, Thimphu 
Bhutan  
Tel: +975 2322967  
Fax: +975 2321446 
Email: drdorjiw@health.gov.bt 
Email: drdorjiw@yahoo.com 

Mr Karma Weezir 
Joint Director 
Department of Planning 
Ministry of Finance 
Thimphu 
Bhutan 
Tel: + 975-2-323175 
Email: kweezir@dop.gov.bt 

India 

Ms S. Jalaja 
Additional Secretary 
Ministry of Health & Family Welfare 
Nirman Bhavan 
New Delhi 110011 

Mr B.P. Sharma 
Joint Secretary-International Health 
Ministry of Health & Family Welfare 
Nirman Bhavan 
New Delhi 110011 

Ms Shubhra Singh 
Director 
Ministry of Health & Family Welfare 
Nirman Bhavan 
New Delhi 110011 
Tel: 91-11-26266161 
Fax: 91-11-23061334 
Email: shubhrasingh_2001@yahoo.com 

Indonesia 

Mr Pungkas Bahjuri Ali 
Section Head of Primary Health Service 
Directorate of Health & Community Nutrition 
National Development Planning Agency 
(BAPPENAS) 
Ministry of National Development Planning  
Indonesia  
Jakarata 
Tel:  0062-21-31934319 
Fax: 0062-21-3926603 
Email: pungkas@bappenas.go.id 

Maldives 

Dr Sheena Moosa 
Director of Health Services 
Ministry of Health 
Male 
Tel: 00-960-3323138 
E-mail: sheena@health.gov.mv 
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Dr Hussain Niyaaz 
Assistant Director-General 
Ministry of Planning and National Development 
Male 
Tel: +960 3323423 
Fax: +960 3327351 
Email: niyaaz@planning.gov.mv 

Myanmar 

Dr Than Lwin 
Deputy Director (Basic Health Services) 
Department of Health 
Ministry of Health 
No.36, Theinphyu Road 
Yangon 
Tel: 0095-1-539873 
Email: yandd-doh@moh.gov.mm 

Nepal 

Dr Nirakar Man Shrestha 
Chief Specialist 
Ministry of Health & Population 
His Majesty’s Government of Nepal 
Kathmandu 

Mr Ram Krishna Tiwari 
Secretary 
National Planning Commission  
His Majesty’s Government of Nepal 
Singhdurbar, Kathmandu 
Nepal 
Tel: 00977-1-42268 18 
Fax: 00977-1-42265 00 
Email: nktiwari@npcnepal.gov.np 

Sri Lanka 

Mr R.M.P. Rathnayake 
Deputy Director 
Department of National Planning 
Ministry of Finance & Planning 
Secretariat Building 
Colombo 01 
Tel: +94-11-2484586 (Off) 
Mob: +94-77-6918839 
Fax: +94-11-2448063 
E-mail: priyantha@npd.slt.lk 

Dr H.M. Fernando 
Deputy Director General 
(Public Health Services) 
Ministry of Healthcare, Nutrition & Uva Wellassa 
Development 
385 Deans Road 
Colombo 10 
Tel: +94-11-2674682 
Mobile: +94-77-6240456 
Fax: +94-11-2672073 
E-mail: manil@health.gov.lk 

Dr Joel Fernando 
Governing Council Member  
HAI Asia Pacific 
Colombo 
Sri Lanka 
Tel: 0094-11-2502449 
Email: suneraf@srlnet.ck 

Thailand 

Dr Siripon Kanshana  
Inspector General 
Office of Health Inspector General 
Ministry of Public Health Tiwanon Rdad, 
A. Muang Nonthaburi, Thailand  
Tel: 0066-2-590 1488  
Fax: 0066-2-590 1464  
Email: siripon@health.moph.go.th  

Dr Songyot Chaichana  
Senior Medical Officer  
Bureau of Policy and Strategy  
Office of the Permanent Secretary  
Tel: 0066-2- 590 1297  

Timor-Leste 

Mr Duarte Ximenes 
Head  
Department of Health Policy Development 
Ministry of Health 
Edificio Dos Servicos 
Centrais De Saude 
Dili 
Timor-Leste 
Tel: 00670- 7235359 
Fax: duartex01@yahoo.com 
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Mr Cesaltino Nazariodos dos Reis de Carvalho 
Programme Officer/CSP Coordinator  
National Directorate of Planning &  
External Coordination  
Ministry of Planning and Finance 
Dili 
Timor-Leste 
Tel: 00670-727 0227 
Fax: 00670-390 3339785 
Email: cdecarvalho@mopf.gov.tl 

SEAR Country Offices 
Bangladesh 

Dr George John Komba-Kono 
Medical Officer (PHA) 

India 

Dr S.J. Habayeb 
WHO Representative to India 

Mr Sunil Nandraj 
National Programme Officer 

Indonesia 

Mr Peter Pachner 
WHO Technical Officer 

Maldives 

Dr Ohn Kyaw 
Medical Officer (Management) 
Male 

Nepal 

Dr Kan Tun 
WHO Representative to Nepal 
Kathmandu 

Thailand 

Mr Narintr Tima 
Monitoring & Evaluation Officer 
WHO Thailand  
C/o Ministry of Public Health  
Bldg. 3, 4th Floor 
Tiwanon Road 
Nonthaburi 11000 
Thailand 
Tel: +66 2590 524 
Fax: +66 2591 8199 
Email: narintr@whothai.org 

WHO Regional Representation 
WPRO 

Ms Anjana Bhushan 
Technical Officer (Poverty and Gender) 
Western Pacific Regional Office 
P.O. Box 2932 (United Naitons Ave.) 
1000 Manila, Philippines  
Tel: 00632 528 9814 / 528 8001 
Fax: 00632 303 1000 / 521 1036 
Email: bhushana@wpro.whi.int 

EURO 

Dr Erio Ziglio 
World Health Organizaiton 
Regional Office for Europe  
8, Scherfigsve j 
DL -2100 Copenhagen 0 
Denmark  
Tel: 0045-153 48 15390 
Fax: 0045-391 71 818  
Email: ezi@ihd.euro.who.int 

Commission on Social Determinants of 
Health (CSDH) 
Commission Chair  

Sir Michael Marmot 
Chair of the Commission on Social Determinants 
of Health  
Department of Epidemiology and Public Health 
University College London 
1-19, Torrington Place 
London WCIE 6BT 
United Kingdom 
Tel: +44 20 7679 1717 
Fax: +44 20 7813 0242 

Commissioners 

Dr Gail Wilensky 
Senior Fellow at Project HOPE 
7500 Old Georgetown Road 
Suite 600 
Bethesda, Maryland 20814 
USA  
Tel: + 1 301 347 3903 
Fax: + 1 301 654 7269 
Email gwilensky@projecthope.org 
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Dr Fran Baum 
Professor and Head of Department  
South Australian Community Health 
Research Unit 
Department of Public Health 
Faculty of Health Services 
School of Medicine 
GPO Box 2100 
Adelaide 5001 
Australia 
Tel: + 61 8 8204 5983 
Fax: + 61 8 8374 0230 
Emal: fran.baum@filinders.edu.au 

Dr Mirai Chatterjee 
Coordinator 
SEWA Social Security 
Self Employed Women’s Association  
SEWA Reception Centre 
Bhadra 
Ahmedabad 380 001 
India  
Tel: + 91 79 26587263/ 26580530/508 
Fax: +91 79 25 506 446/26580508 
Email: social@sewass.org 

Mrs Ndioro Ndiaye 
Honourable Minister and 
Deputy Director General 
IOM International Organization for Migration 
17 Route de Morillons 
P.O. Box 71 
CH-1211 Geneva 119 
Switzerland  
Tel: +41 22 717 93 87 
Fax: +41 22 798 61 50 
Email: nndiaye@iom.int 

Dr Yan Guo 
Vice Dean 
Institute for Advanced Study 
School of Public Health 
Peking University 
Health Sciences Center 
38 Xue Yuan Road 
Beijing 100083 
China  
Tel: +86 10 8280 1206 
Fax: +86 10 6201 5681 
Email: guoyan@bjmu.edu.cn 

Dr Monique Bégin 
School of Management  
University of Ottawa 
146 Jean-Jacques Lussier 
Ottawa, Ontario KIN 6N5 
Canada 
Tel: +1 613 562 5800 x.4916 
Fax: +1 613 745 5674 
Email: mbegin@uottawa.ca 

Dr Giovanni Berlinguer  
Member 
European Parliament 
Via di San Giacomo 4 
Rome 00187  
Italy  
Tel: + 39 0 6 69 1906 76 
Fax: +32 2 28 49 107 

Dr William Foege 
Emeritus Presidential Distinguished Professor of 
International Health 
Emory University and Gates Fellow 
1518 Clifton Road, N.E. 
Atalanta, Georgia 30322 
USA  
Tel: + 1 404 727 5724 
Fax: + 1 404 727 4590 
Email: Bill.Foege@gatesfoundation.org 

Dr Hérnan Sandoval 
(Commissioner a.i. for President Ricardo Lagos) 
Ambassador 
Chilean Embassy to France 
2 Avenue De La Motte Picquet 
Paris 75007 
France  
Tel: +33 1 44 18 59 31 
Fax:+33 144 18 59 61 
Email: hsandoval@amb-chili-fr 

Dr Alireza Marandi 
Professor of Pediatrics 
Shaheed Beheshti Unviersity 
13 Kamali-Sharghi Street, Saboori Street 
Pour-Ebtehaj Street,  
Tehran 19789-75654 
Iran (Islam Republic) 
Tel: +98 21 280 0736 
Fax:+98 21 225 1736 
Email: alirezamarandi_md@yahoo.com 
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Dr Denny Vågerö 
Director 
Centre for Health Equity Studies, CHESS 
Stockholm University, Karolinska Institute 
Stockholm SE-10691 
Sweden 
Tel: + 44-8-162313 
Fax: + 44-8-162600 
Email: denny.vagero@chess.su.se 

Knowledge Network Experts 

Dr Toshio Ogawa 
Technical Officer  
WHO Centre for Health Development 
1-5-1 Wakinohama-Kaigandori 
Chou-Ku, Kobe 651-0073 
Japan 
Tel: +81 78 230 3100 
Fax: +81 78 230 3178 
Email: ogawat@who.int  

Dr Supriya Lahiri 
Professor 
Department of Economics 
University of Massachusetts Lowell  
Falmouth Hall 302D, One University Avenue 
Lowell, Massachusetts 01854 
USA 
Tel:  1 978 934 2789; Fax: 1 978 934 3071 
Email: Supriya_Lahiri@uml.edu 

Civil Society 

Dr Alok Mukhopadhyay 
Chief Executive 
Voluntary Health Association of India 
Tong Swasthya Bhawan 
40 Institutional Area (South of IIT) 
New Delhi  
Tel: 26518071-72; Fax: 26853708 
E-mail: vhai@vsnl.com 

Ms Mittal Shah 
Coordinator 
SEWA HEALTH, (Arogya SEWA) 
C/o. SEWA, Chanda Niwas 
Opp. Karnavati Hospital 
Nr. Townhall, Ellisbridge, 
Ahmedabad - 380001 
Tel: 079-2658 0498 / 2658 0437 / 2658 0508 / 
2657 4460 
Email: arogya@sewass.org 

Dr Mira Shiva 
People’s Health Movement 
A-60 Hauz Khas 
New Delhi 110016 
Tel: 0091-11-26855010/26512385 
E-mail: mshiva@nda.vsnl.net.in 

Dr Narendera Gupta  
Senior Member  
People’s Health Movement 
B-8, Bapu Nagar, Senthi 
Chittorgarh (Rajasthan) 312 025  
India  
Tel: 91-1472-248123  
Email: prayasct@sancharnet.in 

Dr Ritu Priya 
(People’s Health Movement) 
School of Social Sciences 
Jawaharlal Nehru University 
New Delhi 110067  
Tel:91-11-26704615/267044220 
Fax: 91-11-26102752 
Email: ritupriya@vsnl.com 

Dr Joe Varghese 
Programme Coordinator  
People’s Health Movement  
Plot No. 2, A-3, Local Shopping Centre 
Janakpuri, New Delhi 110058 
Tel: 0091-11-55 9991/2/3 552 1502 
Fax: 0091-11-559 8150 
Email: jvarghese@cmai.org 

External 

Dr Jim Ball 
Public Health Agency of Canada 
130 Colonnade Road  
Ottawa, ON K1A 0K9 
Canada 
Tel: +1 613 941 6572; Fax: +1 613 952 7223 
Email: jim_ball@phac-aspc.gc.ca 

WHO/HQ 

Dr Marie-Andree Diouf 
Director 
Department of Country Focus  
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