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This fourth volume of selected speeches by Dr Samlee 
Plianbangchang, WHO Regional Director for South-East Asia, 
covers the period from March 2011 to December 2013. The 
first three volumes, A vision for health development in South-
East Asia, Working towards better health in South-East Asia and 
Improving health in the South-East Asia Region covered the 
period from March 2004 to February 2011.

The speeches included in this volume clearly reflect the 
priority health concerns of Member States of the Region. They 
also help to track the collaborative efforts of WHO and the 
Member States to strengthen public health initiatives in order 
to make the goal of health for all a reality.

For ease of reference, the speeches, grouped under four 
major areas, are presented chronologically. The title, venue and 
period of the event are indicated in the footnote.

The speeches contained in this volume, as well as previous 
volumes, are available from  the WHO web site: www.searo.
who.int
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Emerging infectious diseases

I am happy to note the presence of a wide range of participants 
– national focal points for International Health Regulations; 
national public health laboratory; and senior public health 
officials from the ministries of health, as well as senior public 
health veterinarians from the Ministry of Agriculture; experts 
from WHO collaborating centres; experts from government and 
academic institutions; and representatives from international 
organizations dealing with issues related to international health 
and emerging infectious diseases (EIDs). 

This workshop is being held at a most opportune time. As 
you are aware, the world continues to face significant threats 
to public health, the threats that include EIDs as well as natural 
disasters and other public health emergencies such as those 
caused by chemical and radio-nuclear accidents. 

In addition, infectious diseases are now spreading 
geographically much faster than in the past. It is reported that 
2.8 billion people travelled by air in 2011. An epidemic in any 
part of the world is only a few hours away from becoming an 
imminent threat somewhere else. Infectious diseases are not 
only spreading faster, they appear to emerge more frequently 
as well. 

Since the 1970s about 40 new EIDs have been identified. 
The significant events in this connection were – the outbreaks 
of avian influenza H5N1 in humans in 1997 and 2003 and 
the outbreaks of Severe Acute Respiratory Syndrome (SARS) in 
2003, that caused major international concern. These are new 
scientific challenges in infectious diseases in the 21st century. 

The world 
continues to 

face significant 
threats to 

public health

Regional Workshop on Emerging Infectious Diseases: Novel Corona viruses, 
Colombo, Sri Lanka, 8-10 October 2013.



Strengthening public health in the South-East Asia Region4

Most recently we have seen the emergence of a new and 
virulent strain of influenza in the Peoples’ Republic of China, 
with the subtype H7N9, where it has caused 135 cases resulting 
in the death of one-third of those infected. 

Furthermore, in the Middle East, there is emergence of 
a new coronavirus, now known as Mediterranean Respiratory 
Syndrome coronavirus (MERS-CoV), which continues to cause 
morbidity with significant mortality, especially among vulnerable 
people who had underlying diseases or compromised immune 
systems. 

The IHR (2005) focuses on minimizing international 
spread of EIDs by containment at their sources. This measure 
requires the strengthening of national surveillance and 
response systems. The concern over the likelihood of these 
new viruses spreading highlights the need for Member States 
to strengthen their country core capacities in order to support 
full implementation of IHR (2005). 

While there is much more to be learned about the 
MERS-CoV, the recent risk assessment concluded that it does 
not yet constitute a Public Health Emergency of International 
Concern. However, there is a need to strengthen preparedness 
for detection and response to MERS-CoV, as well as to other 
EIDs, at both the country and regional levels in order to address 
any similar challenges in assessing and responding to these 
threats. Also, there is a need to ensure efficient inter-regional 
and global coordination in responding to the spread of EIDs. 

Over the next three days, this workshop will review 
national and regional preparedness for detection and response 
to new EIDs with particular reference to novel coronaviruses. 
We will also seek to identify actions to ensure effective public 
health management of acute events due to EIDs, focusing on 
novel coronaviruses. You will be sharing and learning from 
experiences and practical ideas on how to deal effectively 
with EIDs.
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Global coordination of leprosy control 
activities

This consultative meeting is an important mechanism for 
the global coordination of leprosy control activities. Long-
standing support from The Nippon Foundation (TNF)/Sasakawa 
Memorial Health Foundation (SMHF) to leprosy control 
programmes worldwide is very much valued and appreciated. 

On behalf of the Global Leprosy Programme, I gratefully 
thank TNF/SMHF for their sustained support. 

While we are looking forward towards a “world without 
leprosy”, it is critically important to examine in depth the 
current situation and prevailing challenges. This is in order to 
re-orient or even re-invent our strategies and approaches to 
ensure that we will be able to further reduce the disease burden 
of leprosy in the most efficient and effective manner. 

Initially at this stage, we will have to try to eliminate 
leprosy cases with visible deformity primarily through early 
case detection. The current annual statistics from 115 countries 
indicate an increase of new cases. In 2012, a total of 14 409 
new cases were reported. These were 6231 more new cases 
than in the previous year. Similarly, the number of cases with 
visible deformity was increasing. This trend is a serious cause 
for concern for leprosy control programmes that needs to be 
vigorously addressed. 

The control programmes must be urgently strengthened, 
in both technical and managerial aspects, among others, to 
ensure most effective case findings and successful treatment 
for every case. Political commitment must be reaffirmed or 
regained urgently. 

TNF/SMHF Consultative Meeting WHO-SEARO, New Delhi, India,  
26-27 September 2013.
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Advocacy for more involvement of affected persons and 
community needs to be intensified. Certainly, more resources 
need to be mobilized. Expertise in leprosy must be strengthened 
and maintained. Very importantly, research – basic, clinical and 
operational – has to be pursued in a big way. 

When the prevalence rate is low, and the problem 
becomes more intractable, more innovative interventions are 
needed, and therefore more research is needed. More effective 
drugs are required. Better or improved MDT regimen is needed. 
Systems for surveillance and case findings need strengthening/
improvement. Management of control programmes in 
general needs review to ensure more efficient programme 
implementation. 

I repeat, we really need more innovative interventions 
in leprosy control in future, in order for us to move forward 
effectively in our efforts towards a World Without Leprosy. In this 
endeavour, we should never forget that leprosy also has social 
and economic dimensions, whereby, we need to exert more 
efforts to tackle the issues relating to stigma, discrimination, 
human rights violation and poverty. These issues contribute 
very significantly to our difficulties to reach the hard-to-reach 
or unreached population in our attempt to find new cases. 

Recently the WHO and TNF/SMHF jointly organized 
an International Leprosy Summit in Bangkok with the theme 
of Overcoming the Remaining Challenges. H.E. Mr. Yohei 
Sasakawa, WHO Goodwill Ambassador for Leprosy Elimination, 
actively participated in the Summit. On that occasion, he 
generously pledged additional resources for the global leprosy 
control activities to the extent of US$20 million. We thank him 
most sincerely for this very valuable pledge. 

The Summit was concluded with the Bangkok Declaration 
to herald a renewed political commitment to global leprosy 
control activities. The Summit reaffirmed the principles and 
approaches of the Enhanced Global Strategy for further reducing 
disease burden due to leprosy (2011-2015). 

We are now moving towards the development of the 
next generation of Global Leprosy Strategy to cover the period 

Better or 
improved 

MDT regimen 
is needed
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2016–2020. This development will be done through global 
coordination and mobilization of inputs and contributions from 
all stakeholders and partners. The development exercise will be 
extensive during the coming year and we will need unstinted 
cooperation and support from us all. 

There is another important challenge for the future – the 
statistics now indicate localization of high prevalence rate of 
leprosy in 16 countries. And, in these and other countries, high 
prevalence rates still exist in certain provinces, districts and 
municipalities. Some countries may reach the elimination goal 
of a prevalence rate of 1/10 000 population at national level, 
but not at sub-national level. The Summit called for focused 
attention to those countries and localities of high leprosy 
prevalence rate. In this connection, we may need specific 
approaches in specific countries and localities. One size may 
not fit all; the design of leprosy control programmes may need 
to be made country- and locality-specific. 

It is important in this situation also to concentrate attention 
on the hard-to-reach populations, including women, and 
the population in urban areas. The national leprosy control 
programmes are encouraged to enhance monitoring missions 
to the endemic areas at sub-national level, in order to ensure 
intensification of programme activities in the problem areas. 

Once again, this consultative meeting will provide us 
with another good opportunity to review the past, analyze the 
current situations and plan for more effective interventions in 
future. 
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Healthy borders in the Greater Mekong 
Sub-region

The Greater Mekong Sub-region (GMS) is witnessing enormous 
economic development leading to both anticipated and 
unforeseen impacts. Manifold acceleration in economic 
activities across the countries has profound consequences 
on human health in the Sub-region. The contiguous national 
land borders, and rapidly opening opportunities for economic 
development in several countries have resulted in major 
population movements, through the new economic corridors. 

The increased infrastructure development and connectivity 
among populations, directly and indirectly, affect the disease 
dynamics in the area. The social and economic integration in 
the GMS is fast becoming a reality. We should take this situation 
as an opportunity to also address health and social inequities, 
particularly among those living in the border areas including 
migrant workers and their families. 

Migration is part of the history of human populations. 
While there is an increase in the number of people who move, 
there is also an increase in the speed of these movements. 
Migration has significant implications on the health and social 
life of those who move, those who are left behind, and those 
who host migrants. Health and social aspects of migrants is 
likely to be affected at all stages of their migration process. 
Many migrants have poor living conditions, hazardous jobs and 
little psychosocial support. They also suffer from apathy and 
discrimination and often are hard to reach. 

Actually, migration impacts all aspects of their life, 
including health. The migrants are known to suffer more from 
both communicable and noncommunicable diseases. They 
have poor reproductive health that leads to high infant and 

Biregional Meeting on Healthy Borders in the Greater Mekong Sub-region, 
Bangkok, Thailand, 5-7 August 2013.

Migration 
is part of 

the history 
of human 

populations
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maternal mortality. They also face higher exposure to avoidable 
accidental injuries and psychosocial problems. 

The GMS is well known for its propensity to facilitate 
emergence of drug resistant pathogens. The malarial parasite 
is an example. Chloroquine-resistant malaria appeared first in 
the Mekong Sub-region, then moved to Africa. One important 
factor for this spread has been the movement of migrants across 
national boundaries through air, land and sea routes. 

There is now a global concern that artemesinin-resistant 
malaria is emerging in this Sub-region. Unless effectively 
contained, artemisinin-resistant malaria can spread unabatedly 
and jeopardize the efforts against malaria, anywhere in the 
world. 

As far as health in general is concerned, access to quality 
health services in most parts of the border areas remains a 
challenge, due mainly to social and legal barriers. In facing this 
challenge it is very important to engage the various stakeholders 
in both the health and non-health sectors in ensuring meeting 
the health care needs of all people, within and across countries. 

By working together in a harmonized and coordinated 
manner, we will be able to make significant and sustainable 
progress in improving health of the populations, including 
those in the border areas. Efforts are needed to engage other 
sectors through the “Health in All Policies” (HiAP) approach. 
Pursuing this HiAP approach requires a strong leadership role 
of the health sector, which already works in partnership with 
other sectors. 

Making borders healthy is a particular challenge for 
all social and health agencies. Since disease observes no 
boundaries, development of healthy borders indeed needs full 
cooperation among Member States. Integration of immigrants 
into the mainstream of populations will ensure access to health 
care and services, which are made available through national 
health care systems. 

This is an important prerequisite for the successful 
development of healthy borders. Within this context, the WHO 
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Regional Offices for South-East Asia and the Western Pacific 
are convening this meeting to contribute to the improvement 
of health of all people living in GMS, with particular attention 
to those in border areas. 

I appreciate the efforts of the governments and the various 
development partners in working together to address common 
issues that impact on health of people in the Sub-region. 
There are already various platforms in place for collaboration, 
either bilateral or multilateral. Furthermore, there are several 
resolutions of the World Health Assembly that could serve as 
a basis for planning to improve health of the populations in 
border areas. These are for example, resolutions on: Health of 
migrants; and Primary Health Care, including Health Systems 
Strengthening. 

We should build on and add value to the commitments 
already made in those resolutions. I am confident that with our 
combined wisdom and unwavering determination during the 
course of this meeting we would be able to work out a practical 
road map and identify a set of concrete actions that could help 
realize the vision of healthy borders in GMS. 
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International leprosy summit

At the outset, I would like to take this opportunity to 
acknowledge the efforts of the ministries of health in several 
countries that resulted in achieving remarkable success in 
combating leprosy. Most countries now have eliminated leprosy 
as a public health problem. 

I especially acknowledge the generous support, over the 
past four decades, of the Nippon Foundation, and the Sasakawa 
Memorial Health Foundation in providing necessary back up to 
leprosy services in the field in countries worldwide: 20 million 
dollars in the next five years as pledged by H.E. Mr Sasakawa 
for the work of leprosy control worldwide brings us a long way 
towards a leprosy-free world. 

I also equally recognize the contribution of many other 
partner agencies in mobilizing the required support to national 
leprosy control programmes. Nearly 16 million people affected 
by leprosy worldwide have been cured, the prevalence of 
leprosy has reduced significantly, and associated disabilities 
were prevented in countless number of people. 

To further reduce disease burden due to leprosy, WHO 
convened a global meeting in 2009 to develop the “Enhanced 
Global Leprosy Control Strategy (2011–2015)”. It is encouraging 
to note that the approaches of this strategy have been widely 
implemented by national leprosy control programmes. 

To further encourage the effective contribution of persons 
affected by leprosy, WHO has spearheaded an effort to involve 
them more in the work of the Global Leprosy Programme. 
Forums of people affected by leprosy have been actively 
engaged in the work of national programmes. 

International Leprosy Summit: Overcoming the Remaining Challenges, 
Bangkok, Thailand, 24-26 July 2013.

Nearly 16 
million people 
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In 2011, about 220 000 new leprosy cases were reported 
from 105 countries. However, this number is gradually reducing. 
As in any public health programme, the achievements co-exist 
with some challenges. The challenges in our leprosy control 
programmes today include an increase in the proportion of new 
cases with visible deformities and the grossly low number of 
female patients reported. These challenges need the particular 
attention of national leprosy control programme managers in 
their efforts to further reduce the disease burden of leprosy. 

To improve focus on the leprosy problem and on its 
control programmes, political will is often cited as one of the 
most important inputs. All efforts are needed to maintain such 
political will at a high level. 

Over the past three decades, we have seen sustained 
efforts to improve medical services for persons affected by 
leprosy. This is indeed important because it is the main factor 
for the past achievements in leprosy control. On the other 
hand, there are relatively few instances of improving the social 
and economic status of these people. Laws and regulations 
discriminating such people still exist. These are depriving them 
of many legal rights, and social entitlements and, in fact, at 
times, are jeopardizing their basic human rights. 

In leprosy control, research is an important aspect of the 
programme, and deserves investment in terms of time, effort 
and money. Research can lead to better health-care models, 
better regimens of treatment, more effective surveillance 
systems, and ultimately, to the complete elimination of leprosy. 

It is expected that the Summit will lead to greater 
commitment and more resources for leprosy control. The 
discussions during the course of this Summit should also place 
emphasis on reaching the hard-to-reach or unreached, which 
is a crucial factor for success in leprosy elimination. 

One of the important outputs from this Summit is the 
Bangkok Declaration. This Declaration will be another landmark 
document that helps infuse enthusiasm and energy into the 
leprosy control programme. Experience from leprosy control, 
elimination and eradication can be used for other neglected 
tropical diseases. 

In leprosy 
control, 

research is 
an important 

aspect
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Combating drug-resistant tuberculosis

Drug-resistant tuberculosis (TB) is an emerging regional and 
global concern. Drug-resistant TB is a potential threat to global 
health security. In the South-East Asia Region, given the large 
number of TB cases, there are an estimated 90 000 multidrug 
resistant TB (MDR-TB) cases. 

It may, however, be kept in mind that this number could 
be only the “tip of an iceberg”. In 2011, MDR-TB in the Region 
accounted for nearly one quarter of the world’s estimate. 
Extensively drug resistant TB (XDR-TB), which is the most severe 
form, has been reported from five countries of the Region. 

The treatment of MDR-TB or XRD-TB needs second- or 
third-line drugs which are expensive. The situation creates a 
financial burden to TB-control programmes. The priority in 
addressing MDR-TB remains the prevention of “acquired” drug 
resistance by ensuring higher case detection and a higher cure 
rate from treatment, particularly through high-quality DOTS 
services. 

The national TB control programmes have recognized 
the need for urgently addressing the existing pool of MDR-TB 
cases. In this connection, in 2011, the WHO Regional Office 
for South-East Asia published and disseminated the Regional 
Response Plan for Care and Control of MDR-TB. 

In 2012, the Regional Green Light Committee Secretariat 
was established in the Region. Under this secretariat, a Regional 
Advisory Committee on MDR-TB was formed to provide policy 
and strategy guidance. 

Regional Meeting on Combating Drug-resistant TB, Bangkok, Thailand, 
25–26 June 2013.
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While attempting to overcome MDR-TB and XDR-
TB, we must understand the constraints in TB control in 
the Region. In both technical and managerial terms, our 
health systems infrastructures are weak, under-financed and 
therefore overstretched. These constraints must be overcome 
if we are to ensure universal access to critical interventions 
in TB control. We must ensure reaching the hard-to-reach or 
unreached through community actions and a primary health 
care approach, which are multidisciplinary and multisectoral. 
In recognition of TB as a disease of poverty, effective TB control 
has to go far beyond DOTS to encompass, among other things, 
nutrition and environmental factors. 

Along with medical interventions, related social and 
economic issues have to be simultaneously tackled. These 
nonmedical aspects of TB control are important indeed in the 
prevention and control of MDR-TB and XDR-TB for achieving 
long-term results. 

While highlighting the global and regional emergency 
of MDR-TB and XDR-TB, I would like to see that during this 
meeting we renew our firm commitment to intensifying TB-
control efforts in both the public and private sectors. Successful 
TB-control activities indeed need support from all partners and 
stakeholders in both the short and the long term. Successful 
interventions against MDR-and XDR-TB can be achieved only 
through universal access to effective prevention, early diagnosis, 
and prompt treatment. 

These efforts will certainly contribute to the achievement 
of related targets of Millennium Development Goal 6 by 2015. 
Robust information systems are needed at different levels of 
health-care facilities in countries to ensure accurate reporting 
of MDR-TB, under the national TB control programmes. 

Opportunity during this meeting should be mainly used 
to learn from the experiences in our Region and elsewhere 
which will be useful for more effective planning of the next 
steps in addressing drug-resistant TB in the South-East Asia 
Region. We need to keep in mind that our efforts in MDR- and 
XDR-TB prevention and control are our contribution to global 
health security. 

We must 
ensure 

reaching the 
hard-to-reach 
or unreached
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Polio end-game strategy

Eradication of poliomyelitis is one of our ultimate goals in 
communicable disease control. India is the last country in the 
Region that was removed from the WHO list of polio-endemic 
countries. Practically speaking, all countries in the South-East 
Asia Region are now polio-free. However, as long as there 
is circulation of wild poliovirus anywhere in the world, the 
countries in SEAR remain susceptible to importation of the virus. 

According to the globally-agreed process, WHO 
regions are certified “polio-free” by their respective Regional 
Certification Commissions (RCC). The polio-free certification 
is granted on the basis of convincing evidence presented 
by National Certification Committees (NCC). The RCC will 
consider regional certification only after three years of the last 
case of “indigenous wild poliovirus” having been reported 
in the Region. The certification will be decided with one 
important condition that there is firm evidence of high-quality 
AFP surveillance. The RCC certifies the Region to be polio-free; 
the certification is not for individual countries. 

The completion in all countries of Phase 1 laboratory 
containment is mandatory for regional certification. Phase 1 
laboratory containment means that each country in the Region 
has conducted a survey and has submitted a list of institutions 
or laboratories that may harbour materials that are potentially 
infectious with wild polio virus. 

At the third meeting of the RCC held in Delhi last 
August, it was decided that at its fourth meeting to be held in 
December 2012, the NCC of India will present sub-national 
documentation required for regional certification, and that the 
India Laboratory Task Force will present the Phase 1 laboratory 

Regional Consultation on Polio End-Game Strategy in SEAR, Bangkok, 
Thailand, 14 December 2012.
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containment plan. The RCC also scheduled a series of activities 
that will finally lead to the certification of SEAR as polio-free 
in February 2014. 

The “polio end-game strategy” refers particularly to the 
management of “post-eradication” risks that include issues 
relating to the use of oral polio vaccine (OPV). As we are aware, 
OPV is the only vaccine recommended globally to be used to 
achieve eradication of wild poliovirus. In rare instances, OPV 
can also cause paralytic cases. Therefore, the continued use 
of OPV after the interruption of wild poliovirus transmission is 
considered inconsistent with the idea of eradication. 

There are two main reasons for stopping the use of OPV 
for routine immunization after eradication. The OPV may cause 
polio cases due to vaccine-associated paralytic poliomyelitis 
(VAPP), and it may also lead to outbreaks due to circulating 
vaccine-derived poliovirus (eVDPV). The polio end-game 
strategy has focused on sequential risk management: 

 y from eradication; 

 y through certification/containment; 

 y and VDPV elimination; 

 y until post-OPV surveillance. 

The recent developments in polio eradication have led 
to some serious thinking, especially regarding the choice of 
vaccines to be used in the polio end-game strategy to ensure 
effective risk management in maintaining and sustaining the 
eradication. In moving forward with the polio end-game 
strategy, a number of issues need to be systematically addressed, 
such as policy to support the implementation of the strategy, 
research and development required for ensuring rational 
planning, assurance of continuous vaccine supply, ensuring 
operational management efficiency, efficient surveillance and 
validation systems, and among other things, for the post-polio 
eradication, an attempt needs to be made to integrate polio 
eradication into the national immunization programme. 

A high coverage of routine immunization is critically 
needed to ensure sustainability of polio eradication in the 

A high 
coverage 
of routine 

immunization 
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long term, and for the national immunization services to be 
integrated into general health services to ensure sustained, long-
term immunization services in the most cost-efficient manner. 
While focusing on such integration, an attempt should be made 
to ensure continued effectiveness of AFP surveillance. All in all, 
attention should also be paid to improvement in hygiene and 
sanitation in the community. 

A lot of efforts and resources have been put into the polio 
eradication programme. Experiences in the development and 
management of this programme should be used to further 
strengthen the national immunization programme. We should 
utilize funds received from GAVI-HSS in a big way so as to 
strengthen the health system infrastructure that supports the 
national immunization services. Also, such strengthening will 
help ensure the sustainability of polio eradication in the long 
term. 
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Introduction of new vaccines

Worldwide, it was estimated in 2011 that 6.9 million children 
died before their fifth birthday. This was compared to around 12 
million in 1990. Child mortality rates have fallen in all regions 
of the world during the last two decades, and are down by at 
least 50%. The decreasing rate of under-five mortality during 
the period from 1990 to 2000 was 1.8%, and it was 3.2% 
between 2000 and 2011. 

Most children die from preventable causes. The gains in 
child survival, although significant, are still insufficient to achieve 
the MDG4 of reducing the global under-five mortality rate by 
two thirds between 1990 and 2015. Globally, the leading causes 
of death among under-five children are pneumonia, diarrhoea, 
birth complications, including pre-term, and malaria. 

Launched in 1974, the Expanded Programme of 
Immunization (EPI) was first designed to deliver immunization 
services against diphtheria, tetanus, pertussis, poliomyelitis, 
measles, and tuberculosis (BCG). 

Together, these vaccines have prevented close to 2.5 
million deaths every year. Now, with the addition of hemophilus 
influenza, pneumoceocal, and rotavirus, it is estimated that 
immunization may directly contribute to about 25% reduction 
in childhood mortality. 

In the WHO South-East Asia Region (SEAR), significant 
progress has been made in protecting children against vaccine-
preventable diseases. Still, some 10 million children do not 
receive DPT3 vaccination during the first year of life. Therefore, 
the Sixty-fourth Session of the WHO Regional Committee 
for SEA adopted a resolution declaring 2012 as “the Year of 

Regional Consultation on Introduction of New Vaccines, Bangkok, Thailand, 
11-13 December 2012.
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Intensification of Routine Immunization in the Region”. The 
resolution was based on the recommendation of the High-
Level Ministerial Meeting held in August 2011. I am pleased 
to note from the report of the recently held Regional Review 
Meeting of EPI Programme Managers that country plans have 
been developed to intensify routine immunization, as per the 
Regional Committee resolution, and that their implementation 
is under way. 

Furthermore, in recent years we have seen a dramatic 
increase in the introduction of new and under-utilized vaccines. 
These vaccines include hepatitis B, hemophilus influenza, type 
B (Hib), streptococcus pneumonia, rotavirus, and rubella. 

Vaccines against a number of important public health 
diseases have also been developed or improved. Proper 
use of vaccines, such as those against Japanese encephalitis, 
meningococcal meningitis and typhoid can further decrease 
the disease burden in poor countries. Besides, vaccines against 
TB, malaria, and dengue are at various stages of development. 

Building on the success of national EPI programmes 
(EPI) the wide use of new and under-utilized vaccines has 
the potential to significantly contribute to the achievement 
of MDG4. However, adding new vaccines to the routine 
immunization (RI) schedules requires careful consideration. 
Several critical issues must be thoroughly scrutinized, including 
the ability of governments to afford vaccines in the long term. 
The other considerations fall in areas such as decision on 
priority vaccines, capacity of the immunization system to absorb 
additional vaccines, equitable distribution of new vaccines, plan 
to ensure long-term availability of vaccines, and integrating 
the use of vaccines into the broad context of national disease 
prevention and control strategies. 

Most countries in the South-East Asia Region do not 
have the means to access and evaluate the newly developed 
vaccines. In view of the remarkable differences among countries 
in their resource capacities, and ability to prioritize vaccines 
for maximum cost-benefits, WHO held a workshop on Vaccine 
Prioritization in 2009 at which a priority list of vaccines was 
developed. The list also includes a clearly defined set of criteria 
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that countries should use in their considerations prior to making 
a decision on the choice of new vaccines. Whatever the 
situation, Member States are still facing difficulties in making 
such a decision primarily because of lack of adequate evidence 
on disease burden, inability to expand and maintain the cold 
chain capacity, and limitation of resources, including human 
resources. 

Knowing that the introduction of new vaccines presents 
numerous issues for a national immunization programme 
especially in prioritizing investments in the light of limited 
national resources, it is a challenge to tackle such issues in 
a systematic manner to ensure availability of the most cost-
effective immunization services. 

While accepting that vaccination is the best intervention 
to reduce or eliminate childhood diseases, and also that it 
is beyond the ability of governments to afford vaccination, 
especially in the long term, we should resort to other public 
health interventions to protect the health of children. Such 
interventions could be food and nutrition, water supply and 
hygiene and sanitation, as well as other aspects of environmental 
health.
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Assessment of IHR (2005) core capacities

The International Health Regulations (2005) came into force 
in 2007. The regulations required Member States to ensure, 
by June 2012, their country core capacities to detect, assess, 
and report the potential public health threats of international 
concern. 

Based on a self-monitoring tool, it was found that, in late 
2011, about 60% of such core capacities were available in 
South-East Asia Region. Furthermore, the overall levels of IHR 
implementation varied considerably among countries and the 
implementation was uneven across different technical areas. 
Data from annual self-assessment also help WHO identify gaps 
in the development of such core capacities, gaps in the IHR 
implementation, the gaps that require priority attention of all 
stakeholders, the gaps that call for urgent support from WHO 
and other partners. 

In addition, it has also been highlighted that a clear 
definition of the IHR country core capacities is lacking. 
This definition is really needed as the basis for complete 
development of the core capacities that can lead to effective 
implementation of IHR (2005). 

Without clear definition of country core capacities, it 
is difficult to objectively assess the actual situation of these 
capacities. Unless the National IHR Focal Points (NIFPs) and 
the WHO IHR Contact Points (WICPs) clearly understand the 
process for assessment of the country core capacities. However, 
such a process should have been developed on the basis of 
agreed definition of the country core capacities. To have a global 

Regional Workshop on Assessment of IHR (2005) Core Capacities,  
New Delhi, 5-8 November 2012.
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consensus for this definition takes time. Therefore, in order to 
help address this issue at this stage, WHO has developed a 
training module for a “tabletop exercise” which is aimed at a 
more objective assessment of the country core capacities and 
this workshop is planned to familiarize National IHR Focal Points 
and WHO IHR Contact Points with the assessment process 
through the use of this training module. 

It is anticipated that with this exercise, the Member 
States in the Region would be able to use this assessment tool 
for more accurate analysis of the country core capacities. It 
is also expected that by bringing together National IHR Focal 
Points and the WHO IHR Contact Points in a regional forum 
such as this workshop, it would contribute to a more objective 
evaluation of the status of IHR implementation, especially at 
the country level. 

The workshop would facilitate sharing of information 
among countries on the best practices in dealing with IHR 
and it would allow any corrective actions to be undertaken to 
meet the new deadline of June 2014. The deadline by when 
we are expected to complete the development of country core 
capacities for effective implementation of IHR (2005). 

The exercise during this workshop will cover, among other 
things, the issues relating to legal framework, points of entry, 
surveillance laboratory backup and support, communication on 
the risk of disease outbreaks; and chemical/radionuclear safety. 
Multisectoral collaboration in IHR implementation is also one 
of the important subjects to be deliberated upon. 

To complete the development of country core capacities 
for effective implementation of IHR, resources, particularly 
funding resource, are needed from outside. We have to ensure 
our strong and sustained country core capacities; in order that 
our Region does not jeopardize the international health security 
due to spread of public health threats from the Region. 

The contributions from our IHR partners to the 
strengthening and development of such core capacities in the 
Region are earnestly invited. I am very thankful to the partners 
for whatever contributions they have made to the Region in 
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this connection and I look forward to their generous support 
in the near future. 

There is much work to be done over these four days of the 
workshop. I am confident, however, that with our combined 
wisdom, we will be able to identify the optimum combination 
of approaches and actions for IHR implementation in the years 
to come.
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Leprosy and human rights

It is an honour for me to address this International Symposium 
on Leprosy and Human Rights. I thank the Nippon Foundation 
and partners for organizing this important symposium. In this 
connection, I would like to pay tribute and express my utmost 
appreciation to H.E. Mr. Yohei Sasakawa for his untiring 
efforts in contributing to the elimination of social stigma and 
discrimination against persons affected by leprosy. 

It is mainly because of his efforts that in December 2010, 
the United Nations General Assembly unanimously adopted 
a historic resolution on “Elimination of discrimination against 
persons affected by leprosy and their family members”. This 
resolution reflects the global determination to eliminate leprosy-
related human rights violation. The resolution was adopted in 
accordance with the principles and guidelines as recommended 
by the UN Commission on Human Rights. It will need much 
more collective efforts and resolve of all stakeholders to ensure 
effective implementation of those principles and guidelines. 

Although almost all leprosy-endemic countries in the world 
have achieved the elimination target, leprosy is still prevailing, 
but at a low endemicity. We have to ensure that leprosy will 
not be a public health problem again. At the same time, we 
should considerably enhance our efforts in further reducing 
the leprosy burden until the ultimate goal of a “leprosy-free 
world” is achieved. The reality now is, there are still pockets of 
high endemicity in some countries and young people are being 
affected, some of them with severe deformities, disfigurements 
and impairments. 

International Symposium on Leprosy and Human Rights, New Delhi, India, 
4 October 2012.
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The Enhanced Global Leprosy Control Strategy: 2011-
2015 aims at further reduction of the leprosy disease burden 
including social stigma, discrimination and human rights 
violation. The Global Leprosy Programme (GLP) has achieved 
impressive results from its support to the national efforts in 
curing more than 15 million leprosy patients with multi-drug 
therapy (MDT). 

The programme of promoting early case finding and 
timely treatment has protected an estimated 2-3 million people 
from becoming disabled due to leprosy. This achievement has 
contributed to the reduction of social stigma due to deformities 
and disfigurements. We have to continue focusing our attention 
to building more awareness and understanding in communities 
about leprosy. This approach will help in reducing fear of the 
disease that leads to social bias and rejection, discrimination 
and human rights violation. 

People need to understand that leprosy is not easily 
transmitted, and it can be completely cured. Integration of 
leprosy control activities into general health services based 
on the primary health care (PHC) approach can lead to more 
acceptance and assimilation of leprosy-affected individuals 
within their communities. Leprosy-affected people cannot have 
good quality life without societal recognition of their rights and 
dignity. 

Despite all our efforts there are still over 200 000 new cases 
of leprosy each year. We have to ensure that these new cases 
are diagnosed early and treated promptly before disfigurements, 
disabilities and impairments occur, since the affected people 
face unbearable social and economic consequences. 

The plight among affected women is even worse. In many 
societies, leprosy has an unproportionate adverse impact on 
women, children and other vulnerable groups. An utmost 
important milestone in leprosy control must be to ensure that 
all affected people, regardless of who they are, will be able to 
fully integrate into the society with all rights and dignity. 
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Dengue prevention and control

Dengue fever is the fastest emerging arboviral infection with 
major public health consequences in over 100 tropical and 
sub-tropical countries. About 2.5 billion people world-wide 
live under the threat of dengue fever and its severe forms, 
which are dengue haemorrhagic fever (DHF), and dengue 
shock syndrome (DSS). 

Of this number, 1.3 billion reside in WHO’s South-East 
Asia Region. By 2006, 10 countries in the Region reported 
dengue outbreaks. During the past few decades, the disease has 
spread from east to west, and northward, and the number of 
dengue cases has increased. Indonesia contributes the highest 
number of dengue cases in the Region, with 125 045 cases per 
year, which is the second highest number in the world, Brazil 
having the highest number with 389 646 cases per year. 

There was a declining trend in dengue during 2010 
and 2011, because of a lesser number of cases in Indonesia. 
However, there is an upsurge in other countries, like Maldives 
and Sri Lanka. The World Health Assembly in 2002 urged 
Member States to pay greater attention to dengue prevention 
and control. 

The International Health Regulations (2005) require 
Member States to detect and respond to any disease outbreaks 
that demonstrate public health emergency of international 
concern, including dengue outbreaks. 

Nearly 72% of the global population at risk of dengue 
live in the Asia Pacific Region. To combat dengue in this part 
of the world in a coordinated manner, the Asia-Pacific Dengue 
Partnership (APDP) was initiated in 2006. 

Regional Meeting on Dengue Prevention and Control, National Institute of 
Immunology (NII), New Delhi, India, 17-19 September 2012.
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In 2007, WHO’s Western Pacific Region and SEAR 
jointly developed the Bi-regional Dengue Strategic Plan for 
implementation during 2008-2015. This plan was endorsed 
in 2008 by the Regional Committees of both WHO Regions. 
The plan is now being used as a roadmap for the development 
and implementation of national dengue prevention and control 
plans. 

Dengue is a disease with complex epidemiology. In 
fighting dengue, we have two enemies, the virus and the 
vector. Dengue disease is, therefore, strongly influenced by 
several environmental and ecological factors. Its effective 
prevention and control, to a large extent needs environmental 
management, it needs community-based coordinated public 
health interventions and primary health care approach. Active 
community participation and involvement is indeed critical for 
successful dengue prevention and control. 

Climate change is posing a formidable challenge, 
contributing to a more frequent and wider spread of dengue. 
Given the constraints and limitation in mitigating the impact 
of climate change in the foreseeable future, it is expected that 
dengue will stay with us for many years to come. And the 
dengue situation may get worse, if not successfully contained. 
The current control methods in dengue prevention and control 
include larviciding, space spraying with insecticides or fogging, 
breeding site reduction through legal enforcement, and so on. 
These are in addition to case management in the community 
and clinical management in institutions. 

These methods are, however, unable to stop the outbreaks 
and arrest the spread of the disease satisfactorily. This is because 
of many cryptic or hidden breeding habitats of vectors. In a way, 
dengue disease is a man-made health problem that has been 
exacerbated by a number of factors related or linked to human 
actions such as poor and/or unplanned urbanization, scarcity 
of water supply with improper water storage, inadequate solid 
waste management, poor sanitary conditions in the community 
etc. 

These factors are conducive to the breeding of vector 
mosquitoes which carry and transmit dengue virus, and were 
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used as a basis for our consideration in haemorrhagic fever. 
The revised guidelines were published in 2011. 

At present, there is no effective vaccine or specific 
treatment for dengue fever. We understand that some 
vaccine candidates are in the pipeline at different stages of 
development. WHO has been supporting the development 
of dengue vaccine since the 1970s. The first seed vaccine for 
dengue was developed in this Region. A number of large-scale 
clinical trials are being undertaken by various research centres. 

This is an optimistic sign that dengue vaccine, especially 
for children, would be available for large-scale use very soon. 
In the meantime, clinical management to reduce severity and 
mortality in children needs to be strengthened. Improved 
clinical case management is really the need of the hour. 

More research is needed to improve control interventions, 
especially in the field. Innovation in the prevention of dengue 
is urgently needed in order to check the outbreaks and reduce 
morbidity. Due to its potential to cause outbreaks and their rapid 
spread, the following measures cannot be neglected: prompt 
case investigation, emergency preparedness and response 
in preparation and control and effective and continuous 
epidemiological surveillance. 

I am glad that this conference is discussing several 
important issues of dengue control, including, in particular, 
the development of dengue vaccine. Availability of potent and 
safe vaccine will be an immense advantage in preventing this 
disease and in reducing mortality and morbidity in children 
due to dengue.

In our attempt to control dengue disease, we should also 
keep in mind its significant social and economic implications. 
These implications are no less important than its medical 
impact. Cost-efficiency and cost-effectiveness in dengue 
prevention and control should be considered in both social and 
economic terms in addition to its medical aspect. 
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Global Fund to Fight AIDS, Tuberculosis 
and Malaria

All of us know about the Global Fund very well. The Global 
Fund has been in operation for more than 10 years. Its financial 
support covers prevention and control of three diseases – HIV/
AIDS, tuberculosis and malaria. As far as the WHO South-East 
Asia Region is concerned, more than US$ 5 billion have been 
approved for Member States for scaling up interventions against 
the three diseases. Out of this amount, almost US$ 2 billion 
have been disbursed. As far as WHO is concerned, we have 
been providing technical support to Member States throughout 
all stages of work related to the Global Fund. The availability of 
Global Fund grants has substantially facilitated the governments’ 
efforts in scaling up the interventions against these three 
diseases. WHO has technically supported Member States from 
the development of proposals; through the implementation of 
grants; and in monitoring, assessment and reporting. 

A similar meeting was organized in February 2008. But our 
attention at that time was focused mainly on the sub-contract, 
as the sub-principal recipient. This was particularly true for five 
countries: Bangladesh, India, Indonesia, Nepal and Timor-Leste. 
During that meeting, we also developed a set of guidelines 
on how WHO can work more efficiently and effectively in 
implementing the sub-contract grants. 

The Global Fund grants go directly to the principal 
recipients/governments. A part of the grant is sub-contracted 
to WHO for providing technical support to governments in 
implementing the Global Fund grants. At the February 2008 
meeting, we agreed that WHO should work within its mandate 

Regional Meeting on Role of WHO in Supporting Member Countries 
in Areas Related to the Global Fund, WHO-SEARO, New Delhi, India,  
16-17 July 2012.
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as the technical agency, and should avoid getting involved in 
the operation and implementation of the Global Fund grants. 
Further, WHO should avoid any big procurements, and also 
avoid large-scale training of operational staff of governments. It 
would be more appropriate for WHO to get involved in training 
of trainers, rather than directly training all the operational staff 
in countries. It was also agreed that we should work with other 
partners, such as UNICEF, for procurements, and also work with 
reliable NGOs some of whom may be Principal Recipients. 

I also recall that in addition to executing the sub-grants 
for technical support or assistance to Member States, we 
have also often supported the Member States in the regular 
Global Fund Constituency Meetings. Further, we also have our 
WHO Representatives or the WRs as members of the Country 
Coordinating Mechanism (CCM).

The current changes that are happening in the Global 
Fund will affect the way WHO works with it. I am sure, this 
meeting will go into the details of the changes taking place in 
the Global Fund. We are not certain whether there will be any 
changes in the content of the Global Fund support – whether 
the Global Fund will continue to support the three diseases or 
whether it will add support for more diseases in its fold. 

One common factor that we may also have to focus on 
is on how much support to country capacity strengthening has 
been provided by the Global Fund, which has been operating 
for more than 10 years. It is also to be seen whether there will 
be any changes in the process of grant application, and any 
changes in WHO’s current role in dealing with the Global Fund. 
WHO has always been supporting Member States in terms of 
developing grant proposals over the 10 years that the Global 
Fund has been in operation. How much the countries can do 
themselves at this point in time will be a good indicator. 

We have to revisit our 2008 guidelines in the light of 
the current changes taking place in the Global Fund. These 
guidelines that have been used by WHO-HQ and other regions 
need to be extended. I appreciate with thanks, the instrumental 
role of Mr Helge Larsen in developing these guidelines, and 
the “Do’s” and “Don’ts” included therein. I am glad that he 
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is here today to help us in this regard. I am also glad to see 
Dr Swarup Sarkar who knows the Global Fund well. We can 
use the wealth of their wisdom and knowledge in issues related 
to the Global Fund. 

Despite all kinds of issues involved in WHO’s work in 
dealing with matters relating to the Global Fund, we should 
try our best to support Member States in the implementation 
of their Global Fund grants. We should work more with 
our partners, both within and outside the UN system. Our 
special focus should be on strengthening country capacity and 
capabilities. We should look forward in the years to come to 
develop country self-reliance and sustainability in the technical 
areas relating to the control of the three diseases. We should 
try to reduce the countries’ dependence on outside help as 
much as possible, as far as their technical capacity is concerned. 

In the process, we need to keep in mind that we 
are contributing to governments’ efforts in preventing and 
controlling health problems in their own countries. We are 
contributing towards this along with many other partners, and 
we should sincerely recognize their contribution. At the same 
time, we should also keep in mind that our contribution in 
the form of technical support is really critical to the work of 
governments to move forward in the areas of disease prevention 
and control. I am sure, as far as our experience is concerned, 
that without any technical inputs from WHO, governments will 
have tremendous difficulty in moving forward in the areas of 
disease prevention and control. We should therefore maintain 
our technical supremacy in these areas.
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Control of viral hepatitis

It is estimated that in the next 10 years more than five million 
people in the South-East Asia Region are likely to die from 
the consequences of viral hepatitis. There are an estimated 
130 million people in the Region with “chronic hepatitis B and 
C”. In South-East Asia, chronic viral hepatitis is 30 times more 
frequent than HIV infection. Furthermore, hepatitis A and E 
have also been serious health problems. 

Approximately 6.5 million cases of hepatitis E infection 
occur annually in the Region which accounts for half of the 
global burden. Hepatitis A has been a cause for concern 
because of high fatality rate, especially in pregnant women 
and because of the increasing frequency of outbreaks. These 
viruses, A and E, thrive in poor sanitary environments in which 
they are transmitted through the faecal-oral route. 

Rapid urbanization and overpopulated cities are 
perfect conditions for causing the spread of hepatitis A and 
E. Inadequate awareness of the importance of good personal 
hygiene adds to the problem. Despite the efforts of Member 
States to prevent and control viral hepatitis A, B, C, and E 
these diseases remain important public health concerns that 
undermine the health and well-being of a large number of 
people, especially in developing countries. 

In May 2010, the World Health Assembly adopted 
a resolution calling for a comprehensive strategy for the 
prevention and control of viral hepatitis. In particular, the 
Assembly requested WHO, in collaboration with Member 

Regional Consultation on Regional Strategy for the Control of Viral 
Hepatitis,WHO-SEARO, New Delhi, India, 16-18 April 2012.
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States, to develop necessary, “measures”, “guidelines” and 
“time-bound workplans” for the surveillance, prevention and 
control of the disease. 

Viral hepatitis requires high-level consideration in terms 
of governments’ awareness and commitment and adequate 
allocation from the governments’ resources for its prevention 
and control. Effective surveillance of viral hepatitis is essential. 
It still needs much more development and strengthening 
especially in developing countries. 

Among other preventive measures, infant immunization 
coverage for hepatitis B must be over 95%. It should be 
mandatory for all blood and blood products to be screened 
for hepatitis B and C. The quality of “hepatitis testing” in both 
public and private laboratories must be strictly monitored. There 
should be widespread public awareness campaigns, targeted 
primarily at health and social workers as well as the general 
public, in particular, to increase awareness of the various risks 
of contracting viral hepatitis infection. 

In pursuance of the said World Health Assembly resolution 
WHO-SEARO is holding this consultation to agree on a strategy 
for the prevention and control of viral hepatitis in the Region, 
with the understanding that plans for prevention and control 
of this disease may already be in place in many countries. 
These existing plans however need further development and 
strengthening. The intention of this consultation is also to 
reiterate the message on the public health importance of viral 
hepatitis to policy makers, partners and implementing agencies 
at national level, in particular. 

There is much work for us in combating viral hepatitis. 
I am confident, however, that we will be able to prevail in our 
combined efforts to fight against this serious, but silent scourge, 
that undermines the health as well as social and economic 
potential of our people.
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Implementation of IHR 2005

The International Health Regulations (IHR 2005) came into 
force in June 2007. They placed a number of obligations on 
both signatory Member States as well as WHO. 

In this connection, let me first mention that a number 
of specific features of countries in the WHO South-East Asia 
Region affect one way or the other, the implementation of 
these regulations. There are significant diversities, both within 
and between countries in the Region, especially in terms of 
demography, climate, culture, and socio-economic status. 

These factors also significantly determine the disease 
patterns in the Member States. These determinants require 
different approaches in planning and delivery of health 
services, approaches that need to be observed particularly in 
the implementation of IHR. 

Furthermore, the Region is also prone to public health 
emergencies due to natural disasters such as floods, cyclones 
and earthquakes, in particular, as well as radiological and 
chemical accidents. The Region is also vulnerable to the 
outbreaks of certain communicable diseases, such as avian 
influenza and the disease caused by Nipah virus. 

The outbreaks of infectious diseases have the potential for 
the occurrence of a public health emergency of international 
concern, which would threaten the health security of 
populations, both regionally and globally. IHR (2005) are an 
international instrument for containment of such an emergency, 
especially the international spread of infectious diseases. 
Therefore, IHR’s aim is to ensure “international health security”. 

The Fourth Regional Meeting on Implementation of International Health 
Regulations (IHR 2005), Bangkok, Thailand, 7-9 December 2011.

The Region is 
also prone to 
public health 
emergencies 

due to natural 
disasters



Communicable Diseases 35

In implementing IHR (2005), we need an agreed-upon 
mechanism to rapidly share information on any sudden 
incidents of “international public health importance”. Also, 
when required, we need an effective process to mount an 
international response to the global health threat through well 
coordinated efforts. 

An important requisite for effective implementation 
of IHR by Member States is the core capacity of countries. 
Such capacity should have a mechanism for efficient inter-
sectoral coordination, as well as appropriate legislation to 
ensure effective enforcement of necessary measures. These 
requirements must be in place in all countries without 
exception, in order to achieve the successful containment of 
the international spread of disease outbreaks and other public 
health emergencies. 

The framework of IHR provides a mechanism for 
coordination of international exchange of information and for 
coordination of emergency response. When IHR came into 
force in June 2007, all Member States made a firm commitment 
for its implementation, as well as for strengthening/building of 
the required “country core capacities”. 

However, the strengthening and building of such core 
capacities has become a challenge especially in countries facing 
a resource constraint. As such, these countries will not be able 
to meet the globally agreed deadline of June 2012 for achieving 
the required “core capacity strengthening”. 

Partners, including WHO, need to double their efforts in 
supporting Member States in this extremely important exercise. 
A fresh review and assessment of the required country core 
capacities needs to be urgently pursued in order to identify 
the current strengths, weaknesses, bottlenecks and constraints. 

Such an assessment will provide an important basis for 
planning of the next steps to ensure such core capacities. While 
full compliance with the provisions in IHR cannot be achieved 
on the target date, a renewed or new implementation plan 
needs to be developed country by country. Such a plan should 
focus, among others, on surveillance, outbreak investigation 
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and response capacity, as well as on strengthening public health 
laboratories to support surveillance and outbreak investigation. 

Sharing of best practices and other practical experiences 
through intercountry collaboration is important in promoting 
and supporting country core capacity strengthening. In order to 
ensure effective containment of the spread of disease outbreaks 
across international borders, it is critically important to work 
together with neighbours to harmonize disease control efforts 
at border areas. 

I would also like to draw your attention to the recent 
recommendations of the IHR Pandemic Review Committee. 
The Committee re-emphasizes the “critical importance” of 
international support to Member States in order to ensure that 
they have the requisite capacities for implementing IHR. 

WHO with its partners will continue to support the 
development and implementation of any “new national IHR 
implementation plans”. I reiterate that priority attention must 
continue to be paid to building country core capacities. This 
is an area in which significant investment is needed, in both 
technical and financial terms. 

I hope that our development partners would come forward 
individually and collectively, to support such capacity building 
in Member States. It will however, be important to understand 
and address the different challenges that implementation of 
IHR poses. 

For example, there is a need to strengthen “public health 
legislation” to support disease surveillance, as well as to build 
“public health laboratory” capacity, and strengthen “points 
of entry” and “port health”. Addressing these issues requires 
different approaches, and has different resource implications. 

Though a review of public health legislation needs 
relatively few financial resources, it needs highly specific 
expertise. It also requires many person-hours to take forward 
any required changes through national legislative mechanisms. 

Strengthening national capacity in public health laboratory, 
port health and hospital infection control, will normally require 

Priority 
attention 

must continue 
to be paid 
to building 

country core 
capacities



Communicable Diseases 37

substantial financial investment; and sometimes involve 
establishment of physical infrastructure. 

In the SEA Region, we have already held three regional 
meetings to deliberate upon various issues relating to the 
implementation of IHR. A series of recommendations were 
made at those meetings. We should critically review the follow-
up actions on these recommendations at this meeting in order 
to see how much progress we have made during the past years, 
see what priority activities remain to be done, and to find out 
what should be the innovative approaches to ensure better 
progress in our efforts to support the implementation of IHR. 

At the same time, I would encourage information-sharing 
among countries, especially information on the best practices in 
improving intersectoral collaboration and sharing information 
on issues and challenges they have faced in their efforts to 
implement IHR. 

Very importantly, we should together consider how much 
more time is required for completing country core capacity 
strengthening. The outcome of the discussion on the time 
required for such strengthening should be an important basis for 
the development of new or renewed national implementation 
plans. 

The implementation of these plans certainly needs 
generous back-up from all concerned partners and I hope the 
partners would be more than willing to come forward to help 
countries. Capacities of countries to effectively implement IHR 
will benefit the international community in the containment 
of the spread of diseases across borders and in ensuring 
international health security. 
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TB control efforts in the Region

The WHO South-East Asia (SEA) Region still bears more than 
one third of the “global burden” of tuberculosis. The Region has 
a pool of nearly 5 million cases to which more than 3 million are 
added each year. This is despite a more than 25% decrease in 
the prevalence rate since 1990. A decline in the TB prevalence 
rate in the Region has been achieved mainly due to: 

 y improved case findings, and 

 y  treatment success. 

This decline in TB prevalence has been contributed 
by the expansion of quality “DOTS” services. DOTS stands 
for “Directly Observed Treatment, Short-course”. It is an 
international strategy for TB control. The mortality rate among 
TB patients has also decreased by more than 44% during the 
same period. However, the absolute number of TB deaths is still 
close to half a million. This is mainly because of the “population 
momentum”. With good performance in the implementation of 
DOTS the level of multi-drug-resistant (MDR) TB among newly-
detected cases is low. Nonetheless, due to the large number of 
the total TB cases, the Region accounts for an estimated 130000 
MDR-TB cases. This is nearly one third of the world’s estimate. 

HIV-TB coinfection is a serious problem in the SEA Region. 
The two related programmes, namely National TB Control and 
National AIDS Control programmes in most countries in the 
Region are jointly implementing a comprehensive package of 
interventions against this problem. This is helping them cover 
an estimated 600 million people. Success in TB control, to a 

Regional Meeting of National TB Programme Managers and Partners of SEA, 
Bangkok, Thailand, 6-9 December 2011.
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large extent, has come from participation and involvement of 
a wide range of partners. 

From the early 1990s, a large number of “partners” 
have been engaged in supporting the development and 
implementation of national TB control programmes. Examples 
of such partners are: private medical practitioners; international 
and national NGOs; public and private hospitals; medical 
colleges; and state enterprises etc. 

This multistakeholder involvement has contributed to an 
increase of nearly 25% in case-notification and to more than 
90% of the treatment success rate. 

However, we need to recognize that these achievements 
can be successfully maintained in the long term only when 
national health systems based on the primary health care 
(PHC) approach function effectively. The primary health care 
approach is the key intervention to help ensure that the hard-
to-reach, or the unreached populations are covered. Education 
and empowerment of people, individually and collectively, is 
the primary tool of the PHC approach. In our experience, it 
has also been demonstrated that in terms of primary care in 
the community, the Practical Approach to Lung Health (PAL) 
is useful in the management of TB patients as the patients are 
managed through a “syndromic approach” that educates them 
appropriately. 

The approach mentioned above is particularly useful in 
low-and middle-income countries. Community-based care and 
services are essential for sustained achievements in long-term 
TB control for the entire population. Tuberculosis is a disease 
of poverty having strong social and economic determinants. 
Therefore, adequate social and economic support to control 
programmes, including TB patients, is critically important for 
the programme’s success. 

Indeed, national TB control programmes face the 
following challenges in medical, social and economic terms: 

 y difficulty faced by patients in accessing quality 
medical treatment; 
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 y poverty, at the individual and family level, in 
particular; 

 y stigma, as a social barrier, to a certain extent; it 
prevents patients from seeking treatment; 

 y crowded and polluted environment that is conducive 
to TB transmission; 

 y poor nutrition that leads to low body resistance 
against the infection; and 

 y displaced population that is prone to TB infection 
due to various reasons. 

All in all, at least, an estimated one third of TB cases 
remain unreported. Such cases are of particular concern 
because they perpetuate continued disease transmission in the 
community, pose a serious risk of drug-resistant TB that leads 
to difficulty in its treatment, and to high TB mortality.

Our national TB control programmes also identify the 
lack of laboratory capacity, which is essential for providing 
back-up to effective diagnosis and surveillance. This is a major 
constraint, among other things, to the scaling up of diagnosis 
and treatment of MDR-TB cases in particular. 

Another important problem of ensuring uninterrupted 
supplies of quality second-line drugs for treatment of patients 
with MDR-TB is indeed proving to be a difficult task, especially 
in larger countries. 

National TB control programmes in our Region still need 
continued support from various organizations. We acknowledge 
the commitment of many development and technical agencies 
including national and international NGOs for their generous 
contribution to the implementation of national TB control 
programmes in the SEA Region. 

The Global Fund to fight AIDS, TB and Malaria is now 
the largest funding source for TB control. The Global Drug 
Facility is providing essential back-up through its procurement 
mechanisms. As we are well aware, the long-term goal of TB 
control is to eliminate the disease as “a public health problem”. 
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With this perspective in view, increased and continued 
commitment is needed from all stakeholders and partners. 
In the process of implementing the control programmes 
with external inputs, special attention should be paid to 
country capacity strengthening in order to achieve long-term, 
sustainable self-reliance.

Therefore, partners’ support may be focused more on 
capacity development. At the same time, we should keep in 
mind that in TB control treatment of cases is the main control 
intervention. The part of health systems that deals with TB 
control must therefore be strengthened urgently. A national 
public health specialist should always be available to provide 
continuous technical back-up to the development and 
management of national TB control programme. TB control 
services should be integrated into general health-care services. 
As TB is a disease of poverty, the physical, social and financial 
barriers that prevent affected persons from accessing the needed 
care and services must be overcome. 

In this context, we may need to understand that 
improvement in the overall social and economic development 
of a country will contribute importantly in its long-term, 
sustained success in TB elimination or eradication. Indeed, a 
comprehensive and holistic package of interventions for TB 
control must involve multisectoral and multidisciplinary efforts. 
The basic issues involving the following areas must be tackled 
first for TB control: 

 y universal case detection of all forms of TB; 

 y introduction of new and more effective laboratory 
diagnosis; 

 y increasing access to quality DOTS services; 

 y effective infection control, both in and outside 
institutions; 

 y availability of quality TB drugs that are affordable 
to individuals, families, community and the 
government; and 

 y drugs that are accessible to all patients who need 
them.
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In particular, the rational use of anti-TB drugs must be 
promoted. This is another critical area of concern. National 
regulatory mechanisms must be strengthened to help ensure 
quality and rational use of drugs. 

With regard to surroundings, certain aspects of the 
physical and social environment help perpetuate the existence 
of TB disease in a population. These environmental factors 
must be kept in mind while planning a TB control programme 
for long-term, sustained success. Even though we have been 
successful in TB control through DOTS, we should think of a 
more comprehensive and holistic plan for long-term elimination 
and eradication of TB. 

We are here to address our common concerns, and to plan 
collectively for effective implementation of various interventions 
including the most recent strategies towards meeting the targets 
set under the MDG 6, in particular. This meeting affords another 
platform to further promote intercountry cooperation and 
strengthen the commitment of all partners to reduction of the 
TB problem in the SEA Region. 
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Artemisinin resistance

In the Asia-Pacific subcontinent, malaria is prevalent in 20 
countries. This represents over 2.2 billion people at risk 
and 67% of the world population living in the zones where 
malaria transmission is still active. In 2009 - India, Myanmar, 
Bangladesh, Indonesia, and Papua New Guinea accounted 
for approximately 93% of the death toll in this subcontinent. 

As far as the South-East Asia Region is concerned, 10 
Member States are endemic and they are actively engaged in 
malaria control as part of their attempts to reach MDG6. Positive 
gains from these efforts during the last decade are evident. 
Thanks to the intensified control activities of the concerned 
governments and thanks to the unprecedented and generous 
funding from partner agencies. 

There has been an increased attention and commitment 
to malaria control on the part of concerned governments in 
these countries in scaling up interventions which have been 
recommended by WHO and the international community. 
The number of malaria deaths in the South-East Asia Region 
reported to WHO declined from more than 6000 in 1998 to 
less than 3200 in 2009, and the number of malaria patients with 
confirmed infection showed a slight decrease from more than 
2.8 million in 1998 to less than 2.7 in 2009. This trend may 
indicate increased access to malaria diagnostics and treatment 
especially by remote or neglected populations at risk. 

On the other hand, in the Western Pacific Region, malaria 
is still prevalent in 10 out of 37 countries. But, very significant 
progress in malaria control in this Region has been observed 
during the last 10 years. Thanks to the national vigorous efforts, 

Third Meeting of the International Task Force on Artemisinin Resistant 
Containment, Bangkok, Thailand, 13-15 September 2011.
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boosted by significant external funding, the malaria trend in the 
Western Pacific has shown a significant decline. With regard to 
mortality, it declined from more than 2500 deaths in 1998 to 
less than 1000 in 2009 and morbidity declined during the same 
period, from more than 350 000 to less than 120 000 cases. 

Reduction in malaria deaths in the two Regions may 
be an indication of the fact that more patients with fever are 
rapidly tested for malaria and these malaria-positive patients 
are immediately treated with effective antimalarial drugs. This 
impact is quite encouraging in promoting the use of rapid 
microscopic tests for all patients suspected of contracting 
malaria, either in health care facilities or in the remote rural 
communities with efficient and effective testing. It may be set 
as a rule that only patients with positive result are treated with 
“artemisinin combination”.

As we are aware, this drug is more expensive. However, 
it yields better outcome in the treatment of malaria, therefore, 
artemisinin combination is increasingly used. The gains from 
such treatment have to be widely acknowledged, and the use 
of this drug in non-specific clinical malaria symptoms should 
be avoided. 

In a broader view, it should be kept in mind that successful 
control of malaria is also contributed significantly by activities 
of sectors other than health, such as forestry, irrigation, industry, 
and road construction. Public-private cooperation has helped 
improve population coverage in both curative and preventive 
care. 

Community education and community mobilization 
coupled with strengthening the capacity of community-based 
health workers significantly improve the effectiveness of malaria 
control programmes by increasing the out-reach to the hard-to-
reach in remote communities, and increasing population access 
to the basic health services; which also benefit the malaria 
control activities. Whatever the situation, our untiring advocacy 
efforts must continue at both policy and operational levels. 

Some countries with successful malaria control in both 
Regions, South-East Asia (SEA) and Western Pacific (WP), are 
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now considering eliminating the disease in the coming years 
either through countrywide efforts, or in phases according to the 
endemicity of theƒ disease in the stratified areas. Nonetheless, 
all endemic countries are intensifying their measures at full 
scale towards a faster rate of achievement in malaria control. 

 Elimination is an ambitious time-bound goal which 
requires a profound re-orientation of traditional malaria control 
strategies. The elimination efforts need dedicated engagement 
of all concerned, including all related government sectors and 
elimination efforts require efficiently functioning public-private 
surveillance systems especially where the disease prevalence is 
low until it is no longer a public health concern. 

In this situation, special attention is needed for maintenance 
of skilled and multitask human resources, and particular 
attention is needed for motivation and engagement of the 
private sector. These are the challenges, where there is almost 
zero malaria transmission, where public funds are declining, 
where there is a progressive disappearing of competent staff; 
and where the interest of policy makers is waning. 

WHO will continue its best in providing full support 
to countries in their efforts to control, and even to eliminate 
malaria. This commitment of WHO will also be extended 
particularly to strengthening intercountry collaboration, this 
is with special attention to disease surveillance and disease 
management at the border areas. 

A functional supranational mechanism for efficient 
intercountry cooperation towards the shared targets should 
be developed for effective control and elimination of malaria 
in this part of the world. Unfortunately, some crucial tools for 
malaria control and elimination are becoming less effective. 
The evidence of such problems was seen in 2007 in the 
Cambodia-Thailand border areas where Plasmodium falciparum 
was becoming less susceptible to one of the most powerful 
antimalarials that was artemisinin, the drug which had been 
used effectively in the two Regions and elsewhere (especially 
in Africa). 
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The worrying situation has triggered the launching 
of an intensive SEA-WP bi-regional containment project . 
The project, initially covering Cambodia and Thailand, has 
been supported by the Bill and Melinda Gates Foundation 
and has been implemented collaboratively by the national 
malaria control programmes of both countries. The innovative 
containment strategy as agreed by international experts has 
been implemented and monitored through this bi-regional 
project.

The project was intended to intensify the control efforts 
in the targeted locations, to introduce more active case 
detection methods, and to pilot innovative interventions 
with stronger partnership among stakeholders. The success 
in the implementation of this bi-regional strategy has led to 
the development of the Global Plan for Artemisinin Resistant 
Containment (GPARC) . 

This Third Meeting of the International Task Force on 
Artemisinin Resistant Containment will be another opportunity 
to take stock of progress made so far in the implementation 
of the bi-regional project towards its milestones, indicators, 
containment objectives, and ultimately towards its outcomes 
and impact. The results of this consultation will undoubtedly 
determine our future strategic efforts and direct our future 
course of actions in the two Regions and elsewhere in the world 
in our attempts to maintain the powerful efficacy of Artemisinin 
Combination Therapy – ACT against the malarial parasite. The 
spread of malaria resistant to ACT is another important threat 
to international health security especially in the poor and 
underprivileged population groups. 

Our combined wisdom and united efforts to contain and 
stop this drug-resistant malaria will go a long way in protecting 
the health of these population groups, in particular, and in 
contributing to international health security. 
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Intensification of routine immunization

I warmly welcome you all to this High-Level Ministerial Meeting 
to deliberate upon the theme: “2012: Year of Intensification 
of Routine Immunization in South-East Asia Region”. This 
meeting will also be followed by the Regional Meeting of EPI 
Managers. I thank all participants for sparing their valuable time 
to attend the meetings. I particularly thank H.E. Mr Ghulam 
Nabi Azad, Honourable Minister of Health and Family Welfare, 
Government of India, for agreeing to inaugurate the meetings. 

The coverage of routine immunization in SEAR still 
remains relatively low, compared with other WHO Regions. 
Furthermore, as far as coverage of routine immunization in 
South-East Asia is concerned, there are still disparities between 
countries; and these disparities exist among States, provinces 
and districts within the same countries. We have to work 
harder in order to achieve “universal” and “uniform” coverage 
of routine immunization in children in the Region. High and 
sustained coverage of routine immunization is needed to help 
accelerate the achievements of targets set for elimination or 
eradication of certain vaccine-preventable diseases, such as 
polio and measles. Also, we need high and sustained coverage 
of routine immunization to ensure long-term maintenance 
of gains from specific disease elimination and eradication of 
vaccine-preventable diseases (VPDs). The current estimate of 
coverage of routine immunization in SEAR is 73%. It is relatively 
very low. We may expect our “intensified efforts” during 2012 to 
contribute to an acceleration of this rate. Routine immunization 
in this context means primarily the six basic antigens. However, 
if any governments would like to add more antigens other than 
these six in their routine immunization, WHO will be very 

Regional Consultation High-level Ministerial Meeting, 2012: Year of 
Intensification of Routine, Immunization in South-East Asia Region, New 
Delhi, India, 2 August 2011.
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happy to support the governments’ decision in this regard. 
Several countries in the Region have already added hepatitis B 
vaccination in their routine immunization. 

Even though widely recognized as the most cost-effective 
public health interventions against infectious diseases, many 
vaccines, including those for the six basic antigens, are not 
available to children; especially children in the developing 
world who need them most. Over 10 million vulnerable 
children in SEAR, accounting for 25% of the world’s children, 
do not receive a complete course of vaccination against 
diphtheria, tetanus, and pertussis (DTP3) during their first year 
of life. Each year, worldwide, an estimated 1.5 to 2 million 
children die due to VPDs. Out of this number, 25%-30% 
deaths occur in SEAR. These are really premature deaths 
among our future generations. Immunization not only prevents 
infectious diseases but also contributes to the quality of life of 
children. Access to safe and effective vaccines is a basic right 
of all children. We, together, should help ensure this right; at 
least for routine immunization. If we are truly to engage in the 
efforts to increase and sustain routine immunization coverage 
for all children, unwavering commitments are needed from all 
partners and stakeholders. We are here to collectively affirm 
our commitment to translate our intent into actions, the actions 
to intensify routine immunization in countries of SEAR during 
2012 - the actions that can lead to effective protection of our 
children from common childhood diseases. 

As I said, following this high-level ministerial meeting, 
there will be a regional meeting of EPI managers to review 
and discuss various issues relating to national immunization 
programmes. The deliberations on those issues will lead to 
further improvement in the development and management of 
national immunization programmes. 
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Polio eradication

Polio eradication in the South-East Asia Region is moving 
steadily towards the final and successful outcome. The last 
case of wild poliovirus infection in the Region was reported 
from India on 13 January 2011. On 25 February 2012, India 
was removed from the WHO list of polio-endemic countries. 
However, challenges, both technical and managerial, still 
remain to be tackled during the final eradication process. We 
cannot afford complacency with the success already gained 
from our past endeavours. Our guard still needs to be always 
kept high for the remaining tasks. Now, it is time to re-energize 
and reinvigorate our efforts for regional certification of polio 
eradication. Let us move further with unwavering determination 
towards a polio-free South-East Asia Region. 

The main role of the Regional Certification Commission 
for Polio Eradication is primarily to advise and guide Member 
States in preparing quality information and adequate 
documentation needed for the certification; the certification 
that is to be undertaken through an impartial and transparent 
process. During the course of this meeting, in addition 
to reviewing the preliminary documentation from certain 
countries, the Commission will review the 2011 annual updates 
from countries and the Regional Certification Plan to ensure 
that it is on track. 

The technical inputs and back-up, which the Commission 
is to provide, will be important and crucial indeed in ensuring 
clear understanding of all concerned and for ensuring that we 
have a true picture of the polio situation in countries of the 
Region. We, at this meeting, should carefully consider and 
evaluate various interventions and options that have been 

Third Meeting of South-East Asia Regional Certification Commission for Polio 
Eradication, New Delhi, India, 27-28 August 2012.
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planned to prevent the resurgence of wild polio virus infection 
and import or export of the virus, in and out of the Region. 

We need to convince our governments that polio 
eradication will result in far-reaching humanitarian and 
economic benefits for their countries. They, the governments, 
should continue to devote all efforts to polio eradication; 
especially in this final push. And it is important to keep in mind 
that the Region will be safe, only when the whole world is free 
from wild polio virus. We, therefore, need to fully participate 
in the global efforts to eradicate polio anywhere. 

Sustained polio eradication in the long term will be 
possible only with a strong routine immunization programme 
in all countries that can reach every child, anywhere; that 
is developed as an integral part of national health systems; 
implemented through the PHC approach; and which is truly 
integrated with community-based health work. 

These are important aspects for consideration by countries 
in their attempts to achieve high population immunity that is 
essential for maintaining long-term polio-free status. The critical 
role of the Commission is indeed recognized in contributing to 
the achievement of the polio eradication target and ultimately 
to its certification. 

We eagerly await the day that the certification 
documentation on polio eradication for the South-East Asia 
Region is officially signed. I sincerely hope that this will happen 
sooner rather than later. The WHO Regional Office and Country 
Offices will ensure timely implementation of the Commission’s 
recommendations in close collaboration with Member States. 
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Influenza vaccine

Since the new strain of influenza virus A/H1N1 was confirmed 
in April 2009 the disease has spread rapidly worldwide, 
demanding a dynamic and evolving response to the control 
of its spread and impact. By the time the post-pandemic stage 
was declared on 1 August 2010, more than 76 000 laboratory-
confirmed A/H1N1 cases had been reported from countries in 
the WHO South-East Asia Region. 

Though the majority of cases were uncomplicated and 
self-limiting, some of them appear to be at an increased risk of 
severe disease, complications and death. Vaccination against 
pandemic influenza was seen as an effective way of preventing 
such severity, complications, and deaths. 

Therefore, WHO launched extensive efforts to collaborate 
with vaccine manufacturers and with national governments to 
ensure an equitable and real-time vaccine access to all countries 
globally. WHO provided 21 million doses of pandemic vaccines 
to seven countries in the SEA Region. In the process of such 
vaccine deployment, countries encountered many barriers and 
challenges in the form for new pandemic vaccines authorization 
to be brought into countries, and to their delivery and use by 
the end-recipients. 

Given the rapid spread of the pandemic, these barriers 
and challenges significantly affected the pandemic vaccine 
deployment. WHO also faced enormous challenges in ensuring 
timely delivery of vaccines for use by countries. 

Regional Workshop on Influenza Vaccines, WHO-SEARO, New Delhi, India, 
2-4 April 2012.
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The lessons learnt from vaccine deployment are many 
and differ from country to country. This regional meeting aims 
to facilitate sharing of such experiences among countries. It will 
contribute to effective planning to ensure maximum efficiency 
of vaccine deployment in future. 

In the course of this meeting, country participants will 
have the opportunity to update their national pandemic vaccine 
deployment plan based on the lessons learnt. The interaction 
during the meeting, hopefully, will lead to the development of 
a vaccine deployment plan as an overall strategy for pandemic 
influenza preparedness and response. The development and 
implementation of such a strategy require synergistic actions of 
many stakeholders. It involves close collaboration of national 
as well as international partners in both the public and private 
sector. 

The subject of “pandemic influenza preparedness and 
response” is cross-cutting. It needs inter-programme efforts, 
surveillance, laboratory, vaccine development, deployment and 
utilization, and includes a cold chain system, training of basic 
health service staff, and public education and advocacy, etc. 
Certainly, national regulatory authorities will get involved to 
ensure quality and safety of vaccines. This is another challenging 
area in the pandemic vaccine deployment. A number of 
logistical issues will come up in the process of such deployment. 
Additionally, all adverse effects following immunization must 
be monitored and investigated. 

These and other related aspects should be explicitly 
reflected in the pandemic influenza preparedness and response 
plans. 

The pandemic influenza A/H1N1 2009 has already 
passed. In the light of current challenges in the area of infectious 
diseases especially the emergence of influenza virus infections, 
we cannot be complacent in feeling that the influenza pandemic 
will not strike soon. We need to always be vigilant and well 
prepared to face the future challenge of influenza pandemic 
that may occur sooner or later. 



Family Health and Research 55

Influenza viruses are circulating worldwide. These viruses 
are the cause of seasonal flu. They are unstable in many cases. 
They may cause influenza pandemic through mutation or 
assortment. The pandemic may spread globally in a short time 
causing severe illness and numerous deaths. Such a situation 
would be beyond the capacity of our health systems to tackle. 
Through our surveillance systems, all flu-like illnesses need to 
be constantly monitored and their causes identified. 

We need a capable laboratory infrastructure to back 
up our surveillance systems. Our health systems need to 
be prepared for surge capacity in case of a pandemic. We 
recognize the importance of vaccine deployment for pandemic 
influenza preparedness and response, as we understand that 
such deployment must be perfectly complementary to other 
components of the total preparedness and response plan. 

I am well aware of the emphasis that this meeting places 
on vaccine deployment as the title of the meeting is “influenza 
vaccine”. I have therefore taken the opportunity to touch on 
other aspects of preparedness and response also because 
we realize that vaccine/vaccination is the most cost-effective 
intervention against influenza pandemic. 
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Prevention and control of birth defects

Every year, over eight million children worldwide are estimated 
to be born with birth defects due to their genetic endowment. 
Additionally, hundreds of thousands more are born with birth 
defects of post-conception origin. Birth defects are a global 
problem. Despite insufficient information, it must be admitted, 
however, that there is a large burden of birth defects in the SEA 
Region. Experience from high-income countries shows that 
up to 70% of birth defects can be prevented. Evidence-based 
interventions are available for such prevention. 

A large majority of birth defects is attributed to the poor 
health status of women during the periods of pre-conception 
and peri-conception. Improvement in the maternal status 
linked to iron, folic acid and iodine intake, and awareness of 
the impact of exposure to teratogens during antenatal period 
will significantly help reduce the number of still births and 
birth defects. 

Taking cognizance of the situation, WHO governing 
bodies have paid particular attention to the prevailing problem 
relating to birth defects. WHO has been requested to support 
countries in developing national capacity and plans for effective 
interventions to prevent and manage birth defects. In pursuance 
of the governing bodies’ request, the WHO Regional Office 
for South-East Asia proposes to develop, in collaboration with 
Member States, a regional strategy for prevention and control 
of birth defects. 

The Regional Expert Group on Birth Defects has advised 
that urgent action be taken on such prevention and control in 
the Region. A regional workshop has been planned for next 

Regional Programme Managers’ Meeting on Prevention and Control of Birth 
Defects, Bangkok, Thailand, 20-22 March 2012.
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month to discuss building of country capacity, specifically in the 
area of surveillance of birth defects. I would like to place on 
record our grateful thanks to the Centers for Disease Control 
(CDC) Atlanta, United States of America and the International 
Clearinghouse for Birth Defects for their valuable contribution 
in prevention and control of birth defects. 

Prevention and control of birth defects require 
multidisciplinary, multisectoral and multiple programme 
efforts. In WHO-SEARO, programmes such as Maternal and 
reproductive health; Nutrition; Immunization; and NCD are 
encouraged to work together in a coordinated manner for 
prevention and control of birth defects.

In countries, we are promoting multidisciplinary and 
multisectoral involvement of all concerned stakeholders in 
the development and implementation of national plans for 
prevention and control of birth defects. Birth defects can 
undermine the health and well-being of people in a big way. 
Relevant interventions at national level are therefore indicated. 
Political will and commitment are indispensable prerequisites 
for development and implementation of such interventions at 
national level. Due to the complexity of the problem, selection 
of some birth defects for cost-effective interventions would be 
a pragmatic and feasible approach. 

In our attempt to support countries in the prevention and 
control of birth defects it has also to be kept in mind that there 
may have been substantial national efforts on the ground at 
least in some countries. Therefore, we should thoroughly study 
the country situations by involving all sectors and institutions 
concerned in the process. Through these means, we may be 
able to elicit some useful information that can be used as the 
basis for our planning to support country capacity strengthening. 

I am sure many countries may not need to start work from 
scratch. In our collaboration with Member States we should 
try to help enhance their existing capacity and infrastructure. 
Furthermore, when we move forward in our efforts to prevent 
and control birth defects some ethical aspects may surface for 
consideration. These aspects may lead to significant socio-
cultural sensitivity that need to be tackled with the utmost care 
— country by country, place by place. 
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I am pleased that the Regional Programme Managers’ 
Meeting is being held now. It will be an important step to move 
forward in supporting each and every country, keeping in mind 
the local specific situations and circumstances. Country capacity 
may be strengthened through intercountry cooperation by 
exchange of information and experience. This regional meeting 
can be effectively used as a platform for promotion of such 
intercountry cooperation. 

I sincerely thank all country participants; representatives 
from UNICEF, CDC, United States, the International Clearing- 
house for Birth Defects, and March of Dimes Foundation; 
experts from Centres of Expertise in the Region; and all other 
attendees for having spared their valuable time to attend and 
participate in this meeting. 

Let us together move forward with our combined wisdom 
and efforts towards effective prevention and control of birth 
defects, which can contribute to improved quality of life of 
populations in the SEA Region.
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Adolescent health

Adolescence, as we know, is a period of rapid transition 
in life from childhood to adulthood. This phase of life is 
full of opportunities and, at the same time, full of risks and 
vulnerabilities. In the WHO South-East Asia Region there are 
about 350 million adolescents comprising 22% of the total 
population. Adolescence is generally perceived to be a healthy 
period of life because mortality is relatively low in this age 
group. This is however, deceptive, since adolescents face many 
challenges in their life and several of these challenges relate to 
their health. These health challenges are, of course, different 
from what they faced when they were younger. 

However, it is important to keep in mind in this 
perspective that health problems during these two periods of 
life, adolescence and younger age are in the same continuum 
and the same course. A health problem started during a period 
of life may extend or continue to the next period. Globally, every 
year, 2.6 million young people die and most of these deaths 
are preventable, with 97% of these deaths occuring in low- and 
middle-income countries and mostly in Asia and Africa. 

In the WHO SEA Region, important causes of maternal 
mortality are haemorrhage, sepsis and complications from 
abortion. These causes account for a higher proportion of deaths 
among young women, including adolescent girls. Whereas, 
among young men, injury-related deaths are significant causes 
of deaths. These include traffic accidents, violence, fire-related 
incidents, and drowning. Moreover, it is estimated that nearly 
two-thirds of premature deaths and one-third of the total 

Regional Meeting of Programme Managers on Scaling Up of Adolescent 
Health Programme, Bangkok, Thailand, 11-14 October 2011.
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disease burden in adults are associated with conditions” or 
“behaviours” initiated during adolescence. 

The health and nutrition status of adolescents also has an 
“intergenerational effect” on their offsprings. Early marriage and 
early childbearing among girls of 18 years of age is common 
in a number of countries in the Region. More than 68% of 
girls in Bangladesh, 51.4% in Nepal, 47.4% in India and 24% 
in Indonesia are married by 18 years of age. Early pregnancy 
has higher chances of adverse “reproductive health outcomes” 
such as high maternal mortality and high infant mortality. As 
compared with women in their twenties, adolescent girls are 
two to five times more likely to die from causes related to 
pregnancy and childbirth. Hence, the “adolescent age group” 
is significantly contributing to population “momentum” and to 
population “dynamics” and in this Region this age group also 
contributes to the causes of a high MMR and a high IMR. This 
situation places the chances of Member States to achieve MDGs 
4 and 5 by 2015 at risk. 

Mean age of initiation of sexual activity as reported from 
among adolescents is between 13-14 years in some countries. 
Early sexual activity associated with a low rate of condom 
use exposes adolescents to the risks of STIs, HIV infection, 
unintended pregnancy, as well as unsafe abortion and its 
consequence. Unmet needs for contraceptive services are 
high among adolescents in Bangladesh, India and Nepal. Use 
of “contraceptive supplies” is still low in several countries-87% 
of women aged 15-19 years in India, and 58% in Bangladesh 
are not using any methods of contraception. 

Furthermore, undernutrition and anaemia are important 
public health concerns in the adolescent age group. In many 
countries of the Region instances of overweight and obesity are 
also common in children and adolescents. Drug and substance 
abuse is another important public health problem. “The Global 
Youth Tobacco Survey” shows a high prevalence of tobacco 
use in young people. For all these and for other reasons, 
adolescents deserve a sound public health response that should 
come primarily from national policies and programmes that 
fully involve multidisciplinary and multisectoral actions in their 
development and implementation. 
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Although health services are available, it is also a common 
observation that adolescents and other young people are 
reluctant to come forward to use them, the main reason being 
lack of privacy or confidentiality. This is in addition to many 
other sociocultural barriers, and financial constraints. We must 
recognize also that our health-care providers have limitations in 
their capacity to deal sensitively and effectively with the social 
dimension of adolescents. In this regard, there is an urgent 
need for strengthening the capacity of health-care providers. 

During the last World Health Assembly, a resolution on 
“Youth and Health Risks” was adopted. The resolution is to 
further facilitiate our work in this important area. This resolution 
was intended to promote the linkages between the national 
adolescent health programmes and the Strategy on “Every 
Woman and Child” of the UN Secretary-General. The resolution 
is also to ensure linkages with the programme on prevention 
and control of NCDs. 

After reviewing our work in countries of the SEA Region, 
it is a matter of satisfaction to note the significant progress 
made towards meeting the numerous challenges faced by 
adolescents. Almost all countries in the Region are systematically 
implementing adolescent health programmes with support from 
many stakeholders and partners both within and outside the 
UN system. To improve access by adolescent clients to quality 
health services in a comprehensive manner, country-specific 
operating guidelines have been developed and used in several 
countries. 

To strengthen the capacity of programme managers and 
other service providers, training modules and other necessary 
tools have been adapted for use to suit specific social and 
cultural conditions in countries. A large number of health 
workers, including medical doctors, have been trained to 
manage “adolescent-friendly clinics”. Despite these initiatives 
and developments, Member States still face challenges in scaling 
up the implementation of their adolescent health programmes. 

However, the efforts to overcome these challenges are 
underway through interagency coordination and cooperation. 
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Among others, “strategic information” for advocacy, 
planning, and programming is being reviewed and strengthened. 
Lack of age- and sex-specific data at the national level remains 
an important constraint. Information on several aspects of health 
and social dimensions of the adolescent age-group is not easily 
available from the usual sources such as the NHIS. 

At the same time, WHO has always been pointing 
out the necessity to include “measurable adolescent health 
indicators” in the national adolescent health programmes for 
effective monitoring and objective assessment of programme 
implementation. Data generated from the adolescent health 
programmes should also be analysed with respect to age and 
sex. Attempts should be made to disaggregate the existing data 
from any sources according to age and sex. This is to better 
understand trends of sexual and reproductive health parameters 
relating to adolescents. 

As far as health services are concerned, at present the 
main focus of adolescent health programmes is on sexual and 
reproductive health, including prevention of HIV infection. 
However, efforts have been intensified to address other 
important areas such as: nutrition, healthy lifestyles, mental 
health and mental well-being, as well as prevention of violence 
and injuries. It is necessary, in this development process, to 
build strong partnerships with different stakeholders and with 
different groups of people who are influential in advocating for 
sound physical, mental and social well-being of adolescents. 

Adolescents must be appropriately equipped with 
relevant knowledge and skills and be provided with an enabling 
environment, in order to encourage them to come forward with 
their demand for health services without any fear. To move 
forward the agenda of adolescent health and development, 
WHO has been engaged in developing and sustaining 
partnerships with other UN agencies and partners in striding 
forward multisectorally through multidisciplinary involvement 
in the most coordinated manner in supporting Member States. 
To a certain extent, this movement in adolescent health and 
development would help countries in their efforts to achieve 
the MDGs.
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I am particularly pleased that this regional meeting of 
national programme managers has been organized to deliberate 
upon various dimensions of scaling up the implementation of 
national adolescent health programmes. I am sure that the 
participants will benefit from the mutual sharing of experiences 
and best practices as well, and that they will gain from the 
presentations as the meeting, as well as the understanding on 
various guidelines and other tools which will be useful in scaling 
up their adolescent health programmes.

The deliberations during the course of the meeting will 
help develop a common understanding among participants 
on various issues involved, and help ensure consonance in 
their workplans and roadmaps towards the common goal of 
ensuring complete soundness of health for all adolescents. The 
participation of colleagues from UNFPA, UNICEF and other 
international agencies and the participation from countries of 
other WHO regions are most encouraging, indeed. This type of 
partnership will provide us with further impetus to expand our 
effective cooperation in contributing to the development of the 
full potential of adolescents for their effective participation and 
involvement in the overall social and economic development 
of their own countries. 
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Scaling-up nutrition

To be effective in the development and implementation of 
any nutrition programme we need to work multisectorally in 
the most coordinated manner because nutrition is a cross-
cutting area in health and in human development that needs 
multisectoral and multidisciplinary actions. 

The Sixty-third World Health Assembly in 2010 urged 
Member States to increase “political commitment” for 
prevention and control of “all forms” of malnutrition. To pursue 
this mandate, intervention strategies have been developed 
under WHO coordination. To ensure that these strategies form 
a multisectoral framework at the global level, the World Health 
Assembly also called for the development of a “comprehensive 
implementation plan” on “infant and young child nutrition”. 
This implementation plan was prepared and subsequently 
reviewed by the WHO Executive Board and the World Health 
Assembly this year. In this process of development, “maternal 
nutrition” was also included in the plan. To further exchange 
views on various issues involved in the critical areas of nutrition 
and to promote actions on “the comprehensive implementation 
plan” this biregional meeting has therefore been convened. 

This meeting, in particular will review and discuss those 
critical areas that are prominently prevailing in the South-
East Asia and Western Pacific Regions. As far as nutrition is 
concerned, these two Regions share several nutrition-related 
determinants, such as: 

 y food production and food consumption patterns; 

 y cultural influence on food consumption; 

 y social development trends that affect food 
production and food consumption; and 

SEARO/WPRO Biregional Meeting on Scaling-up Nutrition, Colombo, Sri 
Lanka, 10-12 August 2011.
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 y nutrition-related disease epidemiology. 

 Under-nutrition is a serious but neglected public health 
problem in this part of the world. Under-nutrition has enormous 
human and economic costs as consequences. It mostly affects 
the vulnerable sections of population, women and children, 
especially those in the poor and under-priviledged groups. 
Malnutrition in childhood diminishes intellectual ability and 
reduces their work capacity in adulthood. This situation leads to 
social and economic hardships for the individuals and families. 
Unhealthy diet represents a leading threat to human health and 
well being that adversely affects the development capacity of 
countries as a consequence. 

Malnutrition significantly contributes to noncommunicable 
diseases. Unless addressed early and adequately unhealthy diets 
– in conjunction with other related risk factors and determinants 
– will greatly increase NCD prevalence in populations. Infants 
who experience early growth retardation in life are at a higher 
risk at young age of chronic diseases, like: 

 y high blood pressure,

 y diabetes, 

 y as well as cardiovascular and metabolic diseases. 

The co-existence of undernutrition and over-nutrition 
is referred to as the “double burden of malnutrition”. Infants 
born with low birth weight is an indication of inadequate 
maternal-fetal nutrition. In SEAR, the proportion of infants born 
with low birth weight ranges from 7% to 30%. At the same 
time, the proportion of women in the child-bearing age group 
with Body Mass Index (BMI) ≤18.5 ranges between 24% to 
36%. Indeed, there is a very wide range of disparities in the 
nutrition status of populations within countries, within regions 
and certainly globally. These data really underscore the urgent 
need for ensuring optimal nutrition for both the mothers and 
the growing fetus. 

Stunting is an indicator of chronic malnutrition. In children 
below 5 years in the Region, stunting ranges from 4.5% to 
55%. Micronutrient deficiencies are indeed widely prevalent 
in most countries in the South-East Asia Region. Anaemia 

Malnutrition 
significantly 

contributes to 
noncommunicable 

diseases



Strengthening public health in the South-East Asia Region66

is largely attributed to the deficiency of iron. In the Region, 
anaemia ranges between 25% and 82% in pre-school children 
and between 22% and 75% in pregnant women. Between 9% 
and 62% of under-five children are estimated to suffer from 
vitamin A deficiencies and in spite of our all out efforts, iodine 
deficiency disorders (IDD) remain an important public health 
problem in the Region. 

With economic advancement, and with the adoption of 
new urban-based lifestyles the nutrition status and health profile 
of populations in South-East Asia are changing. People tend to: 

 y have low levels of physical activity, inadequate 
exercise; 

 y they tend to be over-weight; 

 y suffer increasingly from mental stress; and 

 y consume commercially-processed high-energy-
density food. 

Such unhealthy lifestyles contribute to obesity and 
to other degenerative disorders including cardiovascular 
diseases, diabetes and hypertension. The burden of chronic 
noncommunicable disease in the South-East Asia Region is 
rapidly increasing like elsewhere in the world. 

The South-East Asia Region accounts for over 70% of the 
world’s malnourished children. These children have a high 
mortality rate. A systematic and comprehensive application 
of available nutrition interventions can effectively prevent 
these childhood deaths. Improvement in child nutrition will 
result in effective prevention of a large proportion of chronic 
noncommunicable diseases in later life. With continuing high 
mortality and morbidity and with increasing disease burden, 
resulting from nutrition-related factors it is a compelling case 
for urgent actions to improve the nutrition status of people in 
this part of the world. 

WHO-SEARO has developed a Regional Nutrition 
Strategy to address malnutrition including micronutrient 
deficiencies. The Strategy aims primarily at promoting the 
development and implementation of nutrition programmes 
through a multidisciplinary and multisectoral approach, the 
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approach that can ensure long-term sustainability of gains from 
our efforts in the implementation of nutrition programmes. 

In the area of food and nutrition, we really need food and 
nutrition in all policies, this is “Healthy Public Policies”. It is 
important to ensure that health concerns and responsibilities for 
health actions are explicitly reflected in the individual sectoral 
development policies and programmes. To improve quality of 
life of all people, all concerned sectors must be aware of their 
respective responsibilities in the area of food and nutrition. 

Our regional strategy is designed to benefit all population 
groups keeping in mind the importance of this aspect of multi-
sectoral involvement. Our efforts are also to align various 
elements of the Regional Strategy with the global efforts in 
scaling-up nutrition. 

The Regional Strategy encourages the development and 
implementation of national plans of action, the plans that 
promote networking of stakeholders and partners from all 
relevant sectors and disciplines. In our Regional Strategy, we 
place particular emphasis on promoting the acceleration of 
population-wide “nutrition education” and on intensification 
of the integration of nutrition education into school systems. 
We must maximally utilize advancement in IT in nutrition 
education. Much work remains to be done to ensure effective 
control of health problems stemming from malnutrition in the 
South-East Asia Region. 

I am sure this biregional meeting will significantly 
contribute to our on-going efforts in forging ahead towards 
the goal of eliminating all forms of malnutrition in this part 
of the world including eliminating health problems due to 
micronutrient deficiencies. 

Our combined wisdom and coordinated efforts in 
scaling-up nutrition will, to a large extent, contribute to the 
wholesome well being of the populations in our countries and 
will contribute significantly to the social and economic progress 
of the two Regions. 
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Chemical safety

We are greatly honoured that Your Royal Highness Princess 
Chulabhorn Mahidol, is taking time from a very busy schedule 
to be with us today. Over the years, Your Royal Highness has 
shown extraordinary leadership, and has acted as a champion 
for promotion of women’s and children’s health and for 
supporting the sound management of chemicals. 

Notwithstanding the progress made over the recent 
years in improving the management of chemicals, the impact 
of unsound practices in this area still remains a serious 
concern. According to WHO estimates, more than 25% of 
the global burden of diseases can be attributed to preventable 
environmental factors including chemical contamination. In 
the context of chemical safety and health, countries in South-
East Asia, in particular, face a number of special challenges 
due to their rapid industrialization, heavy use of pesticides in 
agriculture, and continued use of obsolete chemicals. 

Pregnant women, children and the poor are among the 
most vulnerable. Mercury and lead exposures are examples 
of particular risk to those populations. In the management 
of chemicals, there are often competing interests. However, 
protection of human health should always be accorded the 
highest priority. 

All countries in the Region have legal obligations to 
comply with a number of international instruments relating 
to chemical safety. However, the implementation of these 
instruments remains patchy and intersectoral cooperation 
in such implementation is lacking. We need to strive for an 
improved engagement with the line agencies and ministries 
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Regional Workshop on Chemical Safety, Bangkok, Thailand, 24–26 June 2013.
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that are responsible for legislation, policy and financing. In the 
development and management of chemical safety programmes, 
we must coordinate closely with important sectors, such as 
agriculture, environment and labour. 

In the South-East Asia Region, we clearly see the lack 
of intersectoral collaboration in the implementation of the 
International Health Regulations (2005); especially in a chemical 
and radionuclear event of international concern. Insufficient 
progress has been made in developing the required capacities at 
the country level to deal with such events. The development of 
a strategic framework for addressing the chemical aspects of IHR 
is therefore a high priority for the South-East Asia Region, and 
the Chulaborn Research Institute (CRI) can play an important 
role in providing the technical back up in this effort. 

In this connection, poison centres, which have the 
necessary expertise for advising on diagnosis and management 
of chemical poisoning, should be part of the national system 
to deal with chemical safety. These centres are instrumental in 
gathering evidence for prevention and response to chemical 
incidents, when things go wrong. Collaboration with poison 
centres, and those dealing with chemical safety in countries, 
will effectively strengthen national capacities in sound chemical 
management. This could be done, for example, by establishing 
national chemical helpdesks in poison centres. 

In February this year, Your Royal Highness launched the 
electronic distance-learning tool. This tool will provide an added 
impetus to the training of professionals in chemical safety, and 
will supplement the face-to-face training programmes that 
are already helping in building a cadre of professionals in the 
Region. In the area of professional development in chemical 
safety, I am pleased to report that WHO-SEARO has designated 
CRI, which is a WHO collaborating centre to be the Regional 
Training Centre for Chemical Safety in the South-East Asia 
Region. 

There is considerable scope for promoting the exchange 
of information and experiences in the area of chemical safety. 
Intercountry collaboration is needed for effective prevention 
and control of diseases caused by unsound use of chemicals. 
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This collaboration needs to be undertaken multisectorally in an 
efficiently coordinated manner. The purpose of this Regional 
workshop is to develop a Regional plan for coordinated efforts 
in chemical safety in the implementation of the relevant WHO 
policies and other international commitments. The plan will also 
help us improve the linkages of our work in chemical safety 
with the existing intergovernmental frameworks and initiatives. 

We trust that the deliberations during the course of 
the workshop will further strengthen our existing bond of 
collaboration and enhance joint endeavours in this area of 
public health importance. On behalf of WHO in South-East Asia 
Region, I humbly thank you for your valuable time, willingness, 
and commitment to working with us to improve the sound 
management of chemicals in the Region.
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Post-2015 development agenda

The year 2015 is the target year for all countries to achieve the 
Millennium Development Goals (MDGs). Historic commitments 
were made in 2000 to the eradication of extreme poverty and 
the improvement of health and welfare of the world’s poorest 
people. These are the main expected impacts of the Millennium 
Development Goals within 15 years. 

Substantial progress has been made through the efforts 
of governments towards the MDGs. Countries in Asia-Pacific 
have registered impressive achievements on several indicators of 
MDGs. However, there are still disparities in such achievements; 
these are particularly in areas such as maternal health, nutrition, 
water and sanitation. 

While there is still some time to put in concerted efforts 
towards the attainment of the remaining MDG targets, it is 
apparent that at the current rate of progress, some of the 
MDGs will not be achieved by 2015 by some countries. It is, 
therefore, imperative for governments to strive to attain the 
MDGs uniformly at the earliest after 2015 at both national and 
international levels and, most importantly, to strive to sustain 
in the long term, the gains that have already been achieved. 

Progress in poverty reduction has been indeed uneven 
and, in fact, the number of people living under the poverty 
line in some countries continue to grow. Women and children 
constitute the majority of the most affected groups. Efforts 
towards poverty reduction need to be intensified to especially 
target hardest-to-reach populations – the poorest of the poor, 
as well as the disadvantaged and marginalized. The poorest 
children have made the slowest progress in terms of improved 
nutrition. 

Regional Consultation on the Post-2015 Development Agenda, Bangkok, 
Thailand, 19–21 March 2013.
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The need for a development agenda beyond 2015 
has arisen owing to several reasons, including the desire 
of international development partners to address the 
barriers that have hindered the achievement of MDGs and 
other international development objectives during the last 
two decades. Some of these barriers include the growing 
inequalities in the development process due to flaws in the 
design of development policies and strategies; and inequalities 
contributed by the constant global change in social, economic, 
political and environmental situations. 

Despite remarkable progress in economic development 
in the last decade, the fruits of this development could not be 
harnessed by all. The main challenge today is what and how 
should there be a common framework to reach the goal of 
equity in both social and economic terms. 

The post-2015 development agenda is being debated 
at a time when sustainable development is in the political 
forefront. The Rio+20 Conference last year adopted the 
concept of Sustainable Development Goals (SDGs), a concept 
that was subsequently endorsed by the Sixty-sixth UN General 
Assembly. In this context, health continues to be recognized 
as an important element, and as an essential precondition for 
progress towards SDGs. 

Health remains central to overall development. Healthy 
people can contribute productively to national social and 
economic development. Through the approach of universal 
health coverage (UHC), health policy and action can contribute 
significantly to poverty reduction. UHC through health systems 
based on primary health care (PHC) interventions addresses 
“health equity” and the “right to health” of all people. 

Similarly, health is an important component of other 
holistic approaches to development that seek to supplement 
gross domestic product, as the main indicator of development 
progress. Sustainable development through human well-being 
and healthy populations is indeed closely linked to poverty 
reduction. Fulfilling the “constitutive” elements of health 
and well-being can end poverty, sustain social growth and 
development, and effectively conserve the environment. 
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Framing the post-2015 development agenda would 
require us to learn from the past, to be aware of the current 
situation and challenges, as well as to envision opportunities 
in the future. 

As far as health is concerned, the challenges that we face 
today and would face in the years to come are numerous. UHC 
with an urgent emphasis on improved equity in access by all 
people to the needed care and services is crucially important 
in future development. UHC, if successfully pursued, will 
enhance health gains, social cohesion and sustainable human 
development. An important key driver of inequities in health 
which is a major challenge to UHC, is the inadequate attention 
to public health interventions for grassroots community-based 
health care and primary-health-care-oriented health systems. 

If these health interventions are given high priority 
with adequate allocation of resources, they will contribute 
effectively to the well-being and quality of life of individuals 
and communities. As health is not the sole responsibility of the 
health sector or health ministries, there is, therefore, an urgent 
need to advocate sectors beyond health to incorporate policies 
that preserve and promote health. 

Leaderships at national and international levels need to 
galvanize efforts towards “health in all policies” or “healthy 
public policies”. By overall consideration, and with all the 
reasons for human resource development, health should remain 
the core priority of development agencies including in the post-
2015 development agenda.
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Tobacco control

I thank the Royal Government of Bhutan for hosting the 
meeting. This gesture of the government reflects the country’s 
strong commitment to tobacco control and reflects the particular 
importance accorded by it to the implementation of the WHO 
Framework Convention on Tobacco Control or the WHO FCTC. 
I gratefully thank His Excellency, Lyonpo Zangley Dukpa for his 
gracious presence to inaugurate the meeting. 

As one of the Vice Presidents of the Conference of the 
Parties on WHO FCTC, His Excellency has played a leadership 
role in placing regional issues of tobacco control with the 
Convention Secretariat. Bhutan has also set an important 
example for the world by prohibiting the production, sale and 
trade of tobacco products. 

It is a known fact that tobacco use is the leading cause of 
preventable deaths. It is a global urgency that it must be put 
under complete control. Worldwide, tobacco use kills nearly 
six million people annually. In the WHO South-East Asia Region 
(SEAR), the toll of death is over 1.2 million. Our Region has 
about 250 million smokers and nearly the same number of 
smokeless tobacco users. 

In the SEA Region, there are different types of smoking, 
and there are different types of smokeless tobacco products. 
The Region is one of the largest producers and users of tobacco 
products. There are different regulations for controlling the use 
of different types of tobacco products. This situation makes the 
users switch from one type of product to another to elude the 
law. Against this backdrop, it has been a challenging task for 
tobacco control advocates and public health professionals to 
promote tobacco control in the Region.

Regional Meeting of National Tobacco Control Programme Managers, 
Thimphu, Bhutan, 10-12 July 2012.

Tobacco use 
is the leading 

cause of 
preventable 

deaths



Strengthening public health in the South-East Asia Region78

In our Region, we are yet to achieve 100% ratification 
and/or accession by eligible parties to the WHO Framework 
Convention on Tobacco Control. However, I am encouraged 
by the fact that Member States in the Region, one way or 
the other, have intensified their tobacco control activities. 
Enhanced support from all partners needs to be provided to 
all countries in the Region. Several countries have adopted 
comprehensive national tobacco control legislation. Many 
countries have established smoke-free public places; and 
banned advertisement of tobacco products. In two countries, 
“pictorial health warnings” have already been put in place 
on packages of tobacco products; more countries are in the 
process of doing the same. A number of Member States have 
also increased taxes on tobacco products. 

The resolution passed by the Sixty-first session of the 
WHO Regional Committee for SEA in 2008 clearly reflects 
the strong commitment of all Member States in the Region 
to tobacco control. The resolution has been an important 
operational tool to guide Member States in their efforts to 
implement the WHO FCTC.

All WHO country offices have tobacco control focal 
points. I believe that all national tobacco control programme 
managers are actively collaborating with them. In many 
countries, close collaboration with NGOs is clearly observed. 
Many research institutes working in the area of tobacco control 
are also collaborating with the government programmes. In 
many countries of the Region, the Bloomberg Philanthropies 
group is supporting the formulation and implementation 
of national tobacco control legislation. Various partners are 
continuing with their efforts to strengthen national capacities 
to fight the tobacco epidemic.

The Center for Disease Control and Prevention (CDC) 
Atlanta, United States of America, and its foundation have been 
our outstanding partners in the area of tobacco surveillance. 
Their support is indeed very much valued. Under this support, 
almost all countries in the Region have conducted “Global 
Youth Tobacco Surveys” and some have pursued “Global 
Adult Tobacco Surveys”. These surveys are important activities 
of “tobacco surveillance” that is being conducted here. Data 
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and information from these efforts have been published and 
disseminated widely, in the form of factsheets and reports. 

It is important to discuss at this meeting how to effectively 
link the data and information obtained from these surveys with 
our action in implementing tobacco control measures. Serious 
consideration must be given to the integration of tobacco 
control activities, including tobacco surveillance, into national 
health systems.

In order to further strengthen our tobacco control 
operation, WHO and CDC have developed “Standard Tobacco 
Questions (STQ)”. These questions need to be incorporated into 
the routine surveys for tobacco control in countries, in order to 
achieve more standardized and cost-effective results. A draft 
“Regional Strategy for Utilization of STQ” has been prepared 
and will be placed for your review during this meeting. 

We have made a lot of efforts on tobacco control through 
enforcement of laws. This was done to achieve the desired 
results in a rather short time. However, it should always be kept 
in mind that law enforcement is not an easy thing to do in our 
Region. It should be considered an important challenge for 
us. The achievements from law enforcement will be sustained 
in the long term only if more effective “public education” is 
available simultaneously. 

Our attempts to take “tobacco out from man” must be 
commensurate with our efforts to take “man out from tobacco”. 
Even though the effectiveness of public education depends 
largely on the level of education of people in the community, 
we should not fail to place greater emphasis on this aspect of 
tobacco control. 

Education, especially the right kind of education, must go 
hand in hand with law enforcement. We may need to pursue 
more research to identify more effective strategies for educating 
people about the harmful effects of tobacco use, as well as 
about the health benefit from not using any tobacco products. 
Education through school systems is important indeed, and this 
should start as early in life as possible.
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The fifth session of the Conference of the Parties on WHO 
FCTC will be held in Seoul in coming November. I am sure 
that our countries will again forge a common regional position 
under the leadership of His Excellency, Lyonpo Zangley Dukpa. 
We should continue to show to the world our unwavering 
commitment to tobacco control in the Region, and to share 
with other countries our success stories in tobacco control. 

For this meeting, once again, we will have another 
opportunity to share information and learn from each other, 
and we will also review and finalize the draft Regional Strategy 
on Tobacco Control. With unwavering determination, let us 
combine our wisdom and efforts in ensuring effective and 
long-term results from our tobacco control efforts in the South-
East Asia Region. Let us intensify our efforts to save lives of our 
people through effective implementation of WHO FCTC. 
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Disaster risk management

The South-East Asia Region is particularly prone to natural 
disasters. The geographical attributes, socio-political context 
and, most recently rapid economic development have 
also brought forth the Region’s share of “hazards” and 
“vulnerabilities”. During the recent years, we have witnessed 
several major disasters; such as: 

 y the 2004 Indian Ocean Tsunami which affected 
five countries in the Region and killed not less than 
300 000 people altogether; 

 y the 2006 Yogyakarta Earthquake which brought 
about large-scale destruction in Central Java; 

 y the 2007 Sidr Cyclones hitting Bangladesh; and

 y the 2008 Nargis Cyclones which struck Myanmar. 

Large monsoon floods have also affected the countries 
regularly — Bangladesh experiencing heavy inundation in 
2004 and 2007, and most recently the country-wide floods 
in Thailand, which lasted over three months, requiring 
different approaches in emergency response. There were 
also emergencies of smaller scale — such as flash floods that 
occurred seasonally especially in Bhutan, Nepal, India and 
DPR Korea. 

There are many small-scale earthquakes every year in 
Indonesia. But, recently, the country experienced a strong 
earthquake of the magnitude of 8.7 on the Richter scale. 
However, due to better emergency preparedness and better 
risk management, it resulted in much fewer deaths and much 
less destruction of infrastructure. Clearly, South-East Asia Region 
has to deal with a wide range of disasters and emergencies. 

Regional Meeting on Disaster Risk Management in the Health Sector, Bangkok, 
Thailand, 6-8 June 2012.
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The Region accounted for 46% of the global deaths 
due to all types of disasters during the period between 2001 
and 2010. Although this rate indicates a decreased death toll 
compared with the previous decades, it is still considered quite 
high because of the significant impact of disasters during the 
past few years. Indeed, SEA Region is living with a multitude of 
“disaster risks”. The Region has learnt from past experiences and 
continues to better manage the risks. It reminds us of the events 
of 11 April this year when an earthquake of the magnitude of 
8.7 on the Richter scale hit the coast of Aceh for over 4 minutes 
with tremors being felt in neighbouring countries. 

It seemed like a repeat of the 2004 earthquake and 
tsunami. Thankfully, it was not. But some of our actions on 
that day clearly demonstrated that we have moved on with 
better preparedness and response. There was more organized 
evacuation of people to higher ground by all coastal communities 
not only in Indonesia, but also in Sri Lanka, Maldives and 
Thailand. The clear link of communication between tsunami 
warning systems and the community was seen in many coastal 
areas. There were only eight deaths, and all those injured were 
promptly treated and accounted for. 

Although some health posts were damaged, the city’s 
infrastructure did not suffer major destruction. Hospitals in 
Banda Aceh evacuated their patients in an orderly manner, 
which is a reflection of their preparedness plans and drills. In 
Sri Lanka, the tourism sector was well organized in moving 
guests to higher ground. The earthquake on 11 April in 
Indonesia has proved that the major catastrophe in 2004 
can be seen as another turning point for how “disaster risk 
management” can be improved. 

This was not only for the international humanitarian 
organizations that tried to improve their work but also 
the countries and their communities. The countries have 
invested more in improving their capacities in disaster risk 
management. Coordination among various sectors and players 
has tremendously improved as we have seen during the recent 
events. Community capacities have largely been the starting 
points for innovation and ideas on how to better manage health 
issues and health risks during emergencies. We have seen this 
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phenomenon time and again, and we will continue to support 
such efforts, especially the countries’ efforts. 

Awareness of the safety of “critical infrastructure”; 
hospitals in particular has increased and more efforts have been 
devoted to ensure safety of all health facilities. Intercountry 
cooperation in disaster risk management has also been further 
strengthened through regional intergovernmental organizations, 
like ASEAN and SAARC. With such progress, it is clear that the 
directions on disaster risk management are towards a more 
comprehensive and more coordinated approach. 

But there are more areas where scaling up is required and 
more efforts are needed in linking efforts of various players. The 
key areas that need scaling up may be summarized as follows: 

 y Information and research are needed to continuously 
provide evidence for more development work in 
the health sector; 

 y Health interventions in disaster risk management 
need to be systematically documented and analysed. 

The findings from this analysis need to be disseminated 
to all stakeholders for use to improve the practice in future. 
There is a need to monitor and objectively assess the impact 
of our practices in the management of disaster risks so that 
further improvement can be made on the basis of evidence. We 
have devoted our efforts in assessing health sector capacities in 
disaster risk management. However, the assessment needs to be 
done in a more rigorous, systematic, and regular basis with focus 
on enhancing capacities to manage the risks in communities. 

All in all, we should move forward towards building and 
strengthening “community resilience” whereby people in 
communities are able to help themselves during emergencies 
before outside help arrives. In fact, this resilience already exists 
on the ground. However, we should systematically study the 
situation with the view to further improving and strengthening 
such resilience. Community resilience, if properly developed, 
will greatly contribute to the prevention of deaths, casualities 
and destruction in the affected areas. 
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Coordination among all stakeholders is crucial for effective 
disaster risk management and such coordination should focus 
at community level in particular. In the health sector, there is 
need for provincial and district health systems to clearly link 
with the efforts of “community primary care” and community 
volunteers. On many occasions, WHO has looked at this issue. 
WHO has convened meetings to promote the link between the 
primary health care approach and emergency management 
at community level. The work of community-based NGOs, 
community volunteers and people themselves are the key 
strategy for disaster risk management. 

For the health sector, more efforts in the following areas, 
among others, are needed in disaster risk management: 

 y in-service training of all health staff. 

 y incorporation of disaster risk management in the 
existing public health and medical curricula. 

 y designing health facilities to ensure resistance to 
major hazards possibly prevailing in their locations. 

 y linking the work of health staff at all levels with 
that of the community through outreach or special 
initiatives. 

This regional consultation is a platform for discussions 
and consensus on health sector strategic directions and 
priorities in disaster risk management. I look forward to the 
recommendations from the meeting that will be taken forward 
in the years to come. Let us combine our wisdom and efforts 
in our attempt to improve disaster risk management to ensure 
health protection in the affected areas in the South-East Asia 
Region, and in other parts of the world. 
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Noncommunicable diseases

For much of the past century NCDs, including mental health 
and neurological disorders have been neglected, globally as well 
as in the South-East Asia Region. It is only recently that NCDs 
have begun to receive due attention from Member States. 

Last year marked a turning point in the battle against 
NCDs when a high-level meeting on NCDs was convened by 
the United Nations General Assembly or the UNGA in New 
York. This high-level meeting was successful in generating a 
consensus that NCDs are not just only a health issue but also 
a development concern. NCDs adversely effect social and 
economic progress, nationally and globally. The meeting was 
also able to draw attention of the world leaders to the urgent 
need to prevent and control NCDs. The UNGA adopted a 
“political declaration” calling for multisectoral commitment 
of Member States and other stakeholders and partners in 
the prevention and control of NCDs through concrete and 
comprehensive global actions. 

NCDs contribute to about eight million deaths every year 
in the SEA Region. The great concern is that one third of these 
deaths are premature, and that these preventable deaths occur 
before the age of 60 years in the economically productive age 
groups. The burden of NCDs is increased by several factors, 
such as rapidly ageing population, unplanned urbanization 
and accelerated by progressive increase in unhealthy lifestyles. 

At the same time, millions of people worldwide are 
affected by mental disorders. According to WHO estimates, 
these disorders accounted for 13% of the 2004 global disease 
burden. The good news however is that NCDs, including 
mental disorders, are largely preventable, by means of available 

Regional Meeting on Noncommunicable Diseases, including Mental Health 
and Neurological Disorders, Yangon, Myanmar, 24-26 April 2012.
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public health interventions and PHC approach. Through 
these interventions and approaches, the underlying risks and 
determinants of NCDs are primarily tackled. 

I would like to reiterate that dealing with NCDs is not the 
task of ministries of health alone. It needs multisectoral and 
multidisciplinary cooperation and collaboration. Education and 
empowerment of people in the community is an important 
strategy towards long-term achievements in NCD prevention 
and control. In order to prevent and control NCDs, a well-
balanced development between promotive/preventive care 
on the one side and curative/rehabilitative care on the other 
is needed. 

In the process of tackling NCDs, we need to keep in 
mind that the number of NCD cases that need treatment and 
rehabilitation is huge. The majority of these cases require long-
term or even lifelong care. A lot of medicines and medical 
devices are needed and specialized services are required in 
most cases. All of these would entail a high cost of care for NCD 
patients. Care provided right in the community should be an 
important part of health services provided for the chronically 
NCD-affected people. The community-based services, if 
properly organized and managed, will significantly contribute 
to a reduction in the cost of care. 

Public health interventions and PHC approaches are cost-
effective because they accord priority attention to promotive 
and preventive care. Promotive and preventive care can prevent 
unnecessary morbidity and reduce the severity of the disease. 
Consequently, the quality of life of the NCD-affected people will 
be enhanced and their social and economic dependence will 
be reduced. NCDs, as we can see, may represent only the tip 
of the iceberg. What lies below the surface may be far greater. 

A public health strategy with community-based approach, 
along with appropriate multisectoral research, will bring the 
invisible portion of NCDs to our attention since some NCDs 
are preceded or triggered by infectious diseases. Therefore, 
integrated research should be pursued to ensure early detection 
and timely treatment of certain NCDs. 
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Different sectors should all come forward to develop 
appropriate national policies for tackling NCDs. The 
implementation of health in all policies or healthy public 
policies should be vigorously promoted to secure commitment 
of all sectors to NCD prevention and control. All sectors have 
an important role to play either collectively or individually. The 
health in all policies or healthy public policies approach requires 
continued advocacy for all stakeholders at all levels. Health in all 
policies or healthy public policies, if successfully implemented, 
will greatly expand the resource base for NCD prevention and 
control, through a holistic approach at national level. 

Last month in Bangkok, we had a regional conference 
of parliamentarians, where the Bangkok Call for Action was 
adopted. The Bangkok Call placed due emphasis on public 
health interventions for dealing with today’s emerging health 
challenges, including NCDs. I am happy to note that some 
honourable parliamentarians who attended the conference in 
Bangkok are also present here today. 

Also, critically important, comprehensive care of NCD 
patients needs a well-coordinated system of public health 
and medical interventions. These interventions should work 
in tandem, whereby the patients can be efficiently referred 
back and forth between primary care in the community and 
specialized care in medical institutions. The medical institutions 
also have an important role to play in training and supervising 
the community-based health workers or CBHWs, and in 
ensuring the quality of health care at community level. 

Several Member States in the Region have started 
developing national plans for follow-up of the UN political 
declaration. In order to support Member States, WHO is 
pursuing development of a global monitoring framework, to 
regularly assess progress in the implementation of the UN 
Political Declaration. WHO has undertaken the development of 
policy options for multisectoral actions through partnerships at 
all levels. WHO is exercising a coordination role within the UN 
system in addressing NCDs. And to be more effective support 
to countries, WHO is expanding its technical competence and 
resources through its action plan on NCDs. 
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This regional meeting is a platform to facilitate discussions 
and consensus building on priority actions on the UN 
Political Declaration at regional and country levels. This is 
also an opportunity to share countries’ past experiences 
in prevention and control of NCDs. I look forward to the 
recommendations from the meeting that will be taken 
forward in the implementation of the UN Political Declaration 
individually or collectively among stakeholders. Let us combine 
our wisdom and efforts in our attempt to fight these emerging 
scourges of mankind. 



Sustainable Development and Healthy Environments and Noncommunicable Diseases 89

Global crisis and impact on health

The theme of the Conference, “Global Crisis and its Impact 
on Health: Public Health Challenge” is indeed timely. Yes, the 
current global crisis is affecting peoples’ health worldwide. 

The four areas selected for focused discussions during this 
conference are very relevant: Emerging/Re-emerging Diseases; 
Economic Crisis; Global Warming/Climate Change; and Food 
Security. These areas are not mutually exclusive. They are inter-
related; and, in several instances, they are interlinked as cause 
and effect. They enforce each other. 

With regard to emerging/re-emerging diseases, mortality 
from communicable diseases in general is decreasing. However, 
emerging and re-emerging infectious diseases will further add 
to the burden of communicable diseases. The total morbidity 
due to these diseases will therefore not be easy to reduce. 
Furthermore, during the last three decades, more than 30 “new 
pathogens” have been discovered the world over. 

Chemical contamination in the environment due to 
uncontrolled use of pesticides; and the dumping of industrial 
waste are major causes, among others, of creating an ecological 
imbalance that leads to a change in microorganisms; a change 
from the nonpathogenic to the pathogenic form, the form that 
can cause emerging diseases; either mild or severe. At the 
same time, warmer climate, an extended rainy season, and 
more rainfall lead to the emergence of vector-borne diseases 
in new areas.

Keynote address: Fifth International Public Health Conference on Global 
Crisis and its Impact on Health: Public Health Challenge, Bangkok, Thailand, 
28-29 April 2011.
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Malaria, unknown in the mountains of Bhutan and Nepal, 
is now emerging at altitudes of more than 4000 feet above sea 
level. In 1960, dengue disease was seen in seven countries 
worldwide. In 1980 and 2000, it was found in 31 and 60 
countries respectively. The emergence of SARS, bird flu (H5N1) 
and 2009 influenza (H1N1) proved to be the major global 
public health problems. Furthermore, abuse or inappropriate 
use of antibiotics creates “antimicrobial-resistant” microbes. 

Antibiotic resistance has led to re-emergence of diseases, 
like tuberculosis and malaria. Microorganisms transmitted from 
animals cause disease in humans. This is a very important 
emerging phenomenon today. The WHO Regional Offices for 
the Western Pacific and South-East Asia have jointly developed 
and implemented the Asia-Pacific Strategy for Control and 
Prevention of Emerging Infectious Diseases. In the strategy, 
emphasis is placed on the development of sensitive surveillance 
systems with efficient laboratory back-up to track down diseases. 
The strategy also emphasizes planning for preparedness and 
response to the possible outbreaks of these diseases. It is also 
important, therefore, that we put more efforts on advocacy for 
the rational use of antibiotics. 

Emerging infectious diseases can lead to a “public health 
emergency of international concern” with spread of diseases 
across international borders. It is an obligation of WHO Member 
States to prevent such a spread. For this, the International 
Health Regulations (IHR 2005) must be strictly implemented 
by countries. 

As for the economic crisis, there is no doubt that the 
global economic crisis adversely affects the health of the world 
population especially in developing countries. Since we live 
in a connected and in an interdependent world, the effects 
of such a crisis will spread the world over. Certainly, the less 
developed countries that depend on outside resources for their 
development programmes will be affected significantly. Rich 
countries will not be able to meet their funding pledges and 
commitments. At the same time, the economy of developing 
countries will also be affected. Their budget allocations for 
health will likely be reduced, in view of the relatively low 
priority accorded to health in the national development policy. 
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We need to help the health sector in these countries to 
advocate for the protection of budget allocation to health. At the 
same time, we should encourage national governments to use 
this opportunity once again to pursue “health systems reform”; 
the reform that can ensure more efficient and more effective 
use of national resources for health protection, especially of the 
poor and the underserved. Also, the reform that can lead to 
health strategy that shifts, to the extent possible, the emphasis 
of resource allocation in favour of preventive care, and in favour 
of public health services. We need a strategy that can create 
a health system design in favour of health promotion, health 
protection and health maintenance. We need to pay more 
attention to the development of “positive health”; in addition to 
being very busy in dealing with “negative health”. To promote 
positive health, we need health systems that incorporate into 
their programmes, inter alia, the principle of health for all/
primary health care in both letter and spirit to ensure equitable 
access to a “well balanced health care” for all people. In this 
hour of financial crisis, containment of healthcare cost with 
the assurance of quality of health services is another strategic 
consideration. 

The global temperature is rising. The global weather is 
changing unusually. The year 2010 was observed as the hottest 
year ever. The adverse impacts of global warming and climate 
change are being felt throughout the world. Disasters such 
as floods, landslides and cyclones are occurring with greater 
frequency and with more devastating effects. The sea level is 
rising at an increasing rate, contributing, among other things, 
to inevitable human migration. Climate change is expected 
to drastically alter the global ecosystem, thereby challenging, 
among others, food production and exacerbating malnutrition.

The Himalayan snow and ice may decline by 20% by 
2030, causing floods and then drought. By 2025, 1.8 billion 
people may suffer “absolute water scarcity” and 67% of the 
world’s population could be “water stressed”. This situation will 
certainly influence, among others, the incidence of water-borne 
diseases. WHO estimates that globally 1 to 2 million deaths 
will be caused by diarrhoea and 90% of these deaths will be 
among under-five children. 
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Climate change is also expected to affect the occurrence of 
noncommunicable diseases such as heat stress, cardiovascular 
ailments and asthma, etc. The health impact of climate change 
is obvious. It is unfortunate, however, that some people are 
not yet convinced of this impact. Developing countries are 
disproportionately affected by the impact of climate change 
even though these countries contribute the least to it. 

The United Nations Framework Convention on Climate 
Change organized 16 Conferences of Parties to deliberate upon 
the related issues. At these conferences, however, the health 
impacts of climate change were not addressed substantially. The 
health sector, especially in the developing world, must work 
harder in order to convince and mobilize the world community 
to pay more attention to the health impact of climate change. 
Otherwise worldwide poverty and hunger will be exponentially 
aggravated. Climate change does not affect all countries in the 
same way. 

Small islands and low lands will face problems of flood, 
hurricanes, landslides, and sinking of land, while countries with 
high mountains will have problems of floods and landslides, due 
to melting of snow and ice, followed by drought. Therefore, 
“vulnerability assessment” must be undertaken as the basis for 
“preparedness planning” for individual countries. 

An effective surveillance system must be established 
to monitor “climate-sensitive diseases”. The existing public 
health programmes must be strengthened to ensure countries’ 
capacity in mitigating and adapting to the health impact of 
climate change. However, in this mitigation and adaptation, 
the health sector cannot work alone, it needs to work in close 
collaboration with other sectors. 

The global food crisis endangers lives of millions of people 
particularly the poor who live in countries already suffering 
from both acute and chronic malnutrition. Multiple factors 
are behind the crisis, such as recurrent bad weather and 
increasing environmental degradation, lack of investment in the 
agricultural sector, rising demand for food, rising food prices 
and subsidized bio-fuel production that adversely affects food 
production. Inaction or inadequate action on the food crisis 
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will have enormous public health implications e.g. increasing 
malnutrition, increasing child and maternal morbidity and 
mortality, the poor will not be able to afford healthy food, 
leading to an increase in the burden of NCDs; and there will 
be an increase in “wasting” among young children, coupled 
with anaemia and other micronutrient deficiencies. It will lead 
to the impairment of mental development and will diminish 
the learning ability of the young.

The food crisis is indeed a public health challenge. We 
need to underscore the human dimension of the food crisis and 
to closely monitor the impact of public health interventions on 
nutrition, health and poverty, to help ensure “food and nutrition 
security” of the most vulnerable population groups; and to help 
ensure the linkage and continuum between short- and long-
term policies on food, nutrition and health. 

 Food safety, food hygiene and food sanitation, as 
important parts of food security must be specially highlighted 
in the national programmes on food and health. 

In addition to the four crises mentioned above, I would 
like to add a few more global issues as far as health is concerned. 

Demographic transition is not taking place rapidly. 
However, it is increasingly becoming an important global issue. 
Every year more people are added to the already crowded 
globe. These people are competing for the already finite natural 
resources. In 2000, the world population was 6.1 billion; today 
it is about 6.8 billion. 

Urbanization is expanding rapidly. In 2000, the urban 
dwellers accounted for 24.8% of the total world population; 
today they are about 51%. Rapid urbanization, especially 
unplanned or poorly planned, is adding more problems to 
the already increasing social, economic and political tensions. 
Indeed, demographic transition has important public health 
implications. 

Among other things, more people will contribute to the 
increasing morbidity and mortality, the increasing disease 
burden. Significantly, when people live longer there are more 
aged populations who need special health care. When we 
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move towards this demographic trend, there is a need for 
reorientation of our long-term health strategy. We need to 
reorient our thinking on longevity. Instead of simply longevity 
or just to live longer, we should be longing for “life with quality” 
to always live happily as long as we live. We need to promote 
the idea of “healthy longevity”. In other words, life that has 
the shortest duration of being dependent or bed ridden. 
Healthy longevity is life with the level of health that can permit 
an individual to lead a socially and economically productive 
and satisfied life. Healthy longevity may be achieved, among 
other means, through a clear understanding and unwavering 
commitment to the implementation of the principle of the social 
goal of HFA through the development and implementation of 
public health programmes based on the primary health care 
concept, through primary prevention, emphasizing health 
risks and determinants, and through a multidisciplinary and 
multisectoral approach involving multiple partners and multi-
stakeholders. 

Another area of global concern: Mortality from 
communicable diseases is decreasing, while mortality from 
NCDs is increasing. People today, on average, are living longer 
than they ever have. Now, deaths due to NCDs are about 60% 
of the total deaths globally. The number of people with chronic 
noncommunicable diseases is increasing. These people need 
long-term care; they require life-long treatment. 

This situation is further adding to the already heavy social 
and economic burden of individuals, family and society. 

We need to pay particular attention once again to the 
development of “ambulatory care”, and to the strengthening 
of “family health care” and “comprehensive community-based 
health services”. We need to devote more efforts in bringing 
health care and services more closely to people in the family 
and community, and at work places as much as possible. 
Drugs and medical devices for life-long treatment and for long-
term support must always be made available, affordable and 
accessible to those who are in need. 

This situation entails a considerable amount of health-
care cost to be added to the national health expenditure. It is 
a heavy burden on the governments’ budgets. 
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Tackling chronic noncommunicable diseases in a more 
comprehensive manner requires a multisectoral approach at all 
levels. Last year, the UN General Assembly passed a resolution 
calling for a UN High-Level Ministerial Meeting on NCDs to 
take place in September this year. 

The purpose of this meeting is to advocate for the highest-
level commitment to multisectoral actions on prevention and 
control of NCDs. The meeting is being planned as a “UN 
Summit on NCDs”. 

WHO is actively making global efforts to help Member 
States prepare for their participation in the Summit. 

Last, but not the least; let me add one more global 
issue; that is, the unabated increase in health-care cost, and 
skyrocketing of health-care cost. In some countries, health-care 
cost contributes significantly to inflation. The South-East Asia 
Region has the highest level of out-of-pocket expenditure on 
health: the expenditure that can drive the spenders into poverty 
and the poor into the poverty trap. Such a situation will make 
it very difficult or impossible for the poor to get rid of such 
a trap. To reduce out-of-pocket payments to the minimum, 
countries are moving towards third-party payment or a health 
insurance scheme. 

In this connection, special attention should be paid to 
scaling up of the coverage of health insurance; especially it 
should be ensured that access to quality health care of the 
poor, the underprivileged and the vulnerable is ensured. The 
high health-care cost is really a global problem in health care 
management. It aggravates the inequity in health and further 
deteriorates social justice in health. The poor are already 
disproportionately affected by the unchecked escalation of 
health-care costs. Without effective protection of the poor, the 
health condition of the poor will get worse. 

“Economic crisis” and “crisis in health-care cost” are not 
mutually exclusive terms. Economic crisis enforces crisis in 
health-care cost. These crises are strong indications for us to 
critically review and re-examine once again our health care 
systems. We need to critically review our approach to disease 
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burden, the burden that links directly with the cost of health 
care. It is the burden that usually leads to the use of expensive 
medicines, and the application of sophisticated medical 
equipment. This situation entails financial burden especially 
on the middle- and low-income groups of people. 

The disease burden should not only be reduced through 
medical interventions that aim at mostly short- and medium-
term results. In dealing with the disease burden, we may, 
however, think of more efforts towards preventive interventions 
for long-term and sustainable results. The disease burden 
may be effectively prevented through PHC-based public 
health programmes, through community-based actions; and 
with multidisciplinary and multisectoral involvement. Such 
programmes should place emphasis on primary prevention 
through community-based health promotion and disease 
prevention.

Health care systems should be designed primarily to 
promote, protect and maintain good health of people; not to 
let people get sick easily; and not to allow the disease burden 
to build easily. In this process, we need to keep in mind also, as 
far as technological tools are available today, that not all of the 
disease burden can be prevented. We need to keep in mind 
also that we are not talking about “the absence of disease or 
infirmity”, which is only an utopian creation in the human mind, 
and which will not become a reality. We are talking about a 
proactive health strategy. 

We are talking about a positive health approach that is 
possible to translate into reality. We know that efforts have been 
made along these lines of thinking. But they are not enough 
to challenge public health crises of today. A lot more needs to 
be done. We should do away, if possible, from designing our 
health care systems just for providing mostly passive care and 
passive services that are mostly waiting for people to get sick 
and be treated. Today, in our health-care systems, we are mostly 
dealing with people with the evidence of morbidity; people 
who are already facing a disease burden. We should reorient 
our approach to put more efforts in protecting the health of 
people, with particular attention also to those who do not yet 
show obvious signs of morbidity. However, at least at this stage 
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of the current situation, we should just look forward to the day 
when we will be able to achieve a better balance of health 
services between preventive and curative care. 

This means, nonetheless, and in view of the skewed 
provision of health services today, that a lot more investment 
would be needed for further development of public health 
infrastructure and public health programmes, the infrastructure 
and the programmes that can ensure a holistic approach 
in health development, taking into account the strategic 
consideration of countries’ social, cultural, environmental, 
economic and governance dimensions. This is in addition to our 
desire to achieve the important balance between prevention 
and treatment in our health care systems. The achievement of 
this balance in health care will greatly contribute to containment 
of the health-care cost; the balance that can ensure better health 
and better quality of life of all people.
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Partners for health

Global health is a multi-stakeholder process. The organizations 
that you represent here today, have an important role to play 
in global health governance. This meeting is being held at an 
important juncture in many aspects of health development 
worldwide and in SEA Region. 

Several noteworthy achievements attained in the field 
of health during the past century are now under threat; this is 
especially true for developing countries. We now face the threat 
from the combined effects of global crises that started at the 
beginning of this century, in particular the food, fuel, economy 
and climate change crises. 

As the world strives to address these global challenges, 
development budgets for health are being placed under 
tremendous pressure. New and innovative ways must be found 
to effectively tackle the prevailing gaps in under-funded health 
priorities, including health systems strengthening, and control 
of chronic noncommunicable diseases. 

Although significant progress has been achieved towards 
improving the health of the people in the SEA Region, we 
simply must do more. Our Region bears a staggering 40% of 
the world’s disease burden for 26% of the world’s population. 
Thus, the health challenges being faced by the Region are vast, 
both in number and magnitude. The Region still struggles with 
a number of communicable diseases that are now virtually 
unheard of in other parts of the world. 

Partners for Health in South-East Asia, New Delhi, India, 16-18 March 2011.
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Neglected tropical diseases, such as kala-azar, lymphatic 
filariasis and yaws still thrive in some countries. The rapid 
increase of people living in cities with improperly planned 
urbanization represents a major threat to health; roughly 40% 
of the urban population in the Region live in slums or shanty 
towns, exposing themselves to many basic health problems. 

Disadvantage and ill-health are closely linked. So, the 
urban poor suffer disproportionately from a wide range of 
sicknesses. With huge numbers of people living at close 
quarters, and with only 60% people in the Region having 
access to proper sanitation, the struggle against communicable 
diseases continues. 

Malaria, tuberculosis, diarrhoea, vector-borne diseases 
and HIV/AIDS will continue to subsist under these conditions. 
Progress made thus far in malaria and tuberculosis control is 
being compromised by the emergence and spread of drug 
-resistant pathogens. This burden of communicable diseases 
is being further compounded by the growing challenge of 
noncommunicable diseases or NCDs. The Region has about 
240 million smokers, a large percentage of adults who do not 
undertake adequate physical activities, and at least 80% of its 
population do not eat sufficient quantities of vegetables and 
fruits. 

The biggest killers in the SEA Region are cardiovascular 
diseases, diabetes and cancer. Indeed, the Region is facing 
the double burden of communicable and noncommunicable 
diseases. 

Despite the high-level commitment of governments, 
the SEA Region contributes to one third of maternal deaths 
worldwide. Child mortality is showing a declining trend; but it 
is still unacceptably high in several countries. The challenges 
in meeting the desired targets for maternal and child mortality 
reduction are linked to: low financing for maternal, newborn 
and child health care; low coverage of comprehensive and 
evidence-based interventions; and weak health system 
infrastructures. 
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The infrastructures of our health-care services are 
fragmented and suffer from huge deficits in human resources 
and appropriate facilities. Catastrophic expenditures on health 
care are recognized as the major cause of impoverishment and 
poor health. These are only some of the issues and challenges 
facing the SEA Region. Through inclusive partnerships, we 
must collectively address the related social, economic and 
environmental factors in the most comprehensive manner. 
These factors contribute, directly and indirectly, to the double 
disease burden in the Region. 

It is our common responsibility to take full advantage 
of the momentum gained from our past experiences and use 
it as an impetus to invest more in saving lives and ensuring 
better health for all people. No single government, no single 
organization, no matter how resourceful or powerful, can 
successfully pursue such a formidable challenge alone. 

Health is indeed a cross-cutting area that must be 
addressed in the true spirit of partnership. By bringing together 
our combined wisdom and efforts, we can make a difference 
and help prevent unnecessary suffering, morbidity and deaths. 

Let us join hands and work together to meet the 
formidable health challenges that lie ahead. The efforts made 
today to promote and protect the health of all people will 
reverberate throughout the Region – and throughout the world 
– far into the future. 
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Healthy workplaces

During our health promotion campaigns in the 1980s, “healthy 
settings” was an important movement worldwide and “healthy 
workplaces” were promoted within the context of healthy 
settings. With increasing industrialization, particularly in 
developing countries, it is now timely to revisit the issues relating 
to the promotion of healthy workplaces. 

Currently, worldwide, an estimated two million people 
die each year as a result of occupational accidents, and work-
related illnesses or injuries. An estimated 268 million non-fatal 
workplace accidents result in an average of three lost workdays 
per casualty. An estimated 160 million new cases of work-
related ailments occur every year. Eight per cent of the global 
burden of illnesses from mental depression are also attributed 
to occupational risks. This is another alarming situation. These 
data reflect only the injuries and illnesses that occur at formally 
registered workplaces. It may therefore be the tip of an iceberg. 

In many countries, such as those in the WHO South-East 
Asia Region, most workers are employed informally in factories 
and businesses where there are no systematic records of work-
related injuries or illnesses. Addressing this huge disease burden 
is a difficult task for national governments, as well as for policy-
makers and public health practitioners. 

We are here today to think collectively of how to 
prevent workplace-related injuries and illnesses, as well as 
how to effectively promote healthy workplaces or a healthy 
work environment. Workers need to be healthy in all aspects, 
physical, mental and social. Health issues and problems faced 

International Consultation on Healthy Workplaces, New Delhi, India,  
16-18 March 2011
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by workers have to be realistically and practically addressed 
through multidisciplinary and multisectoral efforts whereby 
multi-stakeholder involvement is necessary. 

Development of healthy workplaces is important, not just 
for legal or ethical reasons, but also because we expect healthy 
workplaces to contribute to healthier and more productive 
workers. We should also expect healthy workplaces to create 
“wealthier businesses”. 

WHO’s strategy on occupational health and the WHO 
Global Plan of Action for Workers’ Health make for a more 
systematic and more holistic approach to health of workers. 
Healthy workplaces need to be promoted by taking into account 
also the role of health systems based on the primary health 
care (PHC) approach. Health systems, especially health-care 
services delivery, will provide necessary referral facilities for 
sick workers. The principle of PHC should always be applied 
for promotion and protection of workers’ health, both within 
and outside the business premises. 

This is rather different from the traditional “labour” 
approach under which the relationship between “work” and 
“health” is seen as an aspect of “labour relations”. The labour 
approach sees the protection of workers’ health as an obligation 
of employers, an obligation derived from a labour contract 
governed by legislation and labour laws. 

Within the framework of the labour approach, 
“occupational health” and “occupational health services” 
deal exclusively with the work-environment and not with 
environment in general - the environment outside workplaces. 
At the same time, in today’s globalized world, the relationship 
between formal and informal workplaces, between the 
workplace and the environment, and between the environment 
and health is getting more interlinked and overlapping. Factors 
outside the work environment, such as lifestyles and family 
relations are increasingly becoming important determinants 
of healthy workplaces, as well as of productivity of workers at 
workplaces. 

The principle 
of PHC should 

always be 
applied for 
promotion 

and protection 
of workers’ 

health



Sustainable Development and Healthy Environments and Noncommunicable Diseases 103

Although employers retain the crucial responsibility for 
protection of workers’ health, other stakeholders can play an 
essential role in promoting the health of workers. Already, 
many business establishments are going beyond the traditional 
“labour approach” towards the “health approach”. Enterprise 
communities are taking the lead among stakeholders to 
spearhead the health approach to workers’ health. There is a 
growing trend towards recognizing workers as human resources 
and as human-beings with legitimate rights. Also, there is now 
a trend towards realizing that healthy workers are a means to 
secure the “wealth of businesses”. 

The WHO Regional Office for South-East Asia is pleased 
to host this consultation as the SEA Region has by far the 
largest number of workers in the informal and unorganized 
occupational sector. The holistic approach to workers’ health 
can facilitate stakeholders to take health of workers beyond 
the responsibility of health ministries and into the domain 
of multiple sectors, including the most important sector, the 
enterprise community. 

This is an opportune time for all of us to put together our 
experiences and wisdom in charting out a roadmap for moving 
forward towards promoting healthy workplaces, and healthy 
workers in the SEA Region. 
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Health and development challenges of 
noncommunicable diseases

More attention is now being paid globally to noncommunicable 
diseases, or NCDs. Last year, the United Nations General 
Assembly passed a resolution calling for a high-level meeting 
on prevention and control of NCDs. This UN meeting on NCDs 
will take place in September this year with participation of 
Heads of State and Governments of Member States. It will be 
a “UN NCD Summit”. 

NCDs contribute to an unacceptably high burden of 
avoidable morbidity and mortality in WHO’s South-East Asia 
Region. This burden is growing unabatedly. The same trend can 
also be seen in low- and middle-income countries all over the 
world. This evolving pandemic of NCDs is largely preventable by 
means of effective and feasible public health interventions that 
tackle the major modifiable risk factors, namely tobacco use, 
improper diet, physical inactivity, and harmful use of alcohol. 

The socioeconomic determinants of NCDs, including 
the vulnerability of life under constant pressure due to 
chronic stress and strain, need urgent attention and concerted 
multidisciplinary and multisectoral efforts in NCD prevention 
and control. Inaction in this priority public health area cannot be 
accepted or justified any longer. The WHO call for investment 
in health promotion and primary prevention of NCDs and the 
call for application of evidence-based approaches in NCDs 
management still need to be translated into practice, from words 
to actions, from verbal commitments to concrete allocation of 
human and financial resources. 

The burden of NCDs in the Region is growing at an 
accelerated pace. There will be a 21% increase in the number 

Regional Meeting on Health and Development Challenges of 
Noncommunicable Diseases, Jakarta, Indonesia, 1-4 March 2011.
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of deaths caused by these conditions over the coming decade. 
During the same period, there will be a decrease by 16% 
in the number of deaths caused by infectious diseases. This 
phenomenon exemplifies the scale and rapidity of the prevailing 
epidemiological transition. The increasing burden of NCDs is 
the outcome of three main factors: 

 y ongoing demographic change; 

 y acquisition of unhealthy lifestyles; and 

 y failure of health systems to promote and protect 
health of the people. 

Today, we understand better the processes whereby NCDs 
constitute a major impediment to socioeconomic development. 
NCDs and their risk factors are closely linked and contribute 
to poverty. The economic fallout of NCDs is due to escalating 
cost of medical care, reduction of productivity from early lives 
lost of labour force, the increasing loss of productivity due to 
disability from NCDs and the increasing social and economic 
dependence. The rapidly increasing disease burden and 
growing socioeconomic impact of NCDs in low- and middle-
income countries are driven by globalization, modernization 
and market forces. 

The contemporary development paradigm that emphasizes 
profit maximization at the cost of preserving and enhancing 
the health of people cannot be considered sustainable. The 
challenges in this connection are momentous, but at the same 
time, there are also opportunities to slow down and reverse 
the mounting pandemic of NCDs. The upcoming UN High-
level Meeting on NCDs will focus on galvanizing multisectoral 
actions at global and national levels in order to address health 
and socioeconomic impact of NCDs in a more comprehensive 
manner through effective multisectoral approaches. This UN 
meeting will be another important entry-point for advocating 
Healthy Public Policies/Health in All Policies. It is expected 
that the UN High-level Meeting will also generate unwavering 
global commitment and momentum for the implementation 
of WHO’s Strategy for the Prevention and Control of NCDs. 

As far as WHO in this Region is concerned, our action 
on prevention and control of NCDs is guided by a Regional 
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Framework, which was endorsed by the WHO Regional 
Committee for South-East Asia. The regional meeting being 
inaugurated today is a part of our preparation for participation 
in the UN High-level Meeting. This meeting will be the 
platform for information-sharing on the NCD burden, as well 
as on policies and programmes of our Member States. We will 
review information on socioeconomic determinants and on 
development implications of NCDs, and we will also identify 
regional issues and challenges for our collaborative efforts in 
this important area in the years to come. 

We expect to come out of the meeting with key 
recommendations on strengthening NCD surveillance, 
prevention and control through the PHC approach and by 
building strong multisectoral and multi-level partnerships. 

The growing commitment and capacity of Member States 
in the Region to scale up the integrated prevention and control 
of NCDs is well documented by the results of a series of national 
NCD surveys conducted in 2001, 2006 and 2010. 

As indicated by the surveys’ results, Indonesia, the host of 
this meeting, is among the leaders in high-level commitment 
to NCD prevention and control. The first NCD Policy and 
Strategy was developed for the country in 2003. The National 
Plan for Prevention and Management of NCDs, 2010-2014, is 
being implemented. There is a directorate with a strong cadre 
of capable staff members in the Ministry of Health to lead and 
coordinate NCD actions in the country. 

Considerable efforts have been made, and some progress 
has been noted in the Region with regard to strengthening 
partnerships among the stakeholders in NCD prevention and 
control; both within and outside the health sector. Among 
others, NCD networks have been formed at national and 
regional levels. The functioning of these networks has been 
fully funded and technically supported by WHO. The regional 
network (SEANET-NCD) has been formed and it meets 
biennially; the meeting of SEANET-NCD greatly facilitates 
WHO advocacy for multisectoral and multilateral approaches 
in integrated NCD prevention and control. 
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I trust that, with your experiences and your combined 
wisdom, the recommendations emanating from this meeting 
will further strengthen our determination and commitment to 
the effective implementation of the Regional Framework and 
Global Strategy on NCD prevention and control. 

I am certain that this meeting will effectively contribute 
to the preparation for our effective participation in the UN 
High-level Meeting on NCD. 
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Challenges in public health

Nowadays, there is indeed a multitude of public health 
challenges – challenges that are multifactorial, stemming 
primarily from environmental and ecological changes. The 
factors underlying public health challenges are determined by 
several domains – domains that are not only physical, but also 
biological, social, cultural, economic and political. 

Advancement in public health and medical sciences 
underlie an important public health challenge. This advancement 
contributes significantly to longevity of life, which, however, 
may be accompanied by morbidity and disability in varying 
degrees. 

As a consequence, we are having more elderly with 
chronic noncommunicable diseases – elderly who need long 
term or even lifelong care and treatment. This is a result 
of demographic and epidemiologic changes. Changes that 
contribute to the overload of national health care systems. 
Medical facilities, in particular, are overloaded. For the care and 
treatment of the elderly, more facilities including medicines and 
medical devices are required. These requirements for medical 
interventions of chronic noncommunicable diseases in the 
elderly populations contribute significantly to the increasing 
health care cost. Furthermore, with inadequate emphasis on 
health promotion or disease prevention by national health 
care systems, people in general will get sick more often and 
more severely and come to health care facilities for treatment. 
This is really a big contributor to the increasing trend of health 
care cost. 
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The 7th Meeting of SEAPHEIN, Colombo, Sri Lanka, 10–12 October 2013.
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Another important point in this connection is that the 
elderly population, if not properly managed, will become 
socially and economically dependent on others. Therefore, 
we, the public health professionals, should try to ensure that 
our elderly populations are healthy, so that they are not so 
dependent and instead, they are still socially and economically 
independent and productive. 

Primary health care-based public health programmes can 
help reduce the load of medical facilities through intensifying 
actions on health promotion and health protection of the 
general population. PHC-based public health interventions 
can play an important role in contributing to the containment 
of increasing health care cost – cost that is of critical concern 
to all governments today, in both developing and developed 
countries. Public health professionals indeed have an important 
role to play in the containment of such a cost. 

Public health programmes can ultimately help in reducing 
the social and economic dependency of elderly populations 
on the government welfare systems. PHC-based public health 
programmes, through primary prevention, can help reduce 
or prevent general morbidity and disability in the population 
of all age groups and the programmes can help make early 
interventions possible during the period of secondary 
prevention. 

On another issue – environmental degradation and 
ecological imbalance – that are due mainly to development 
activities, especially in the economic sector, it has been proven 
that these phenomena indeed contribute to the prevailing 
emerging infectious diseases through the wide and uncontrolled 
use of chemicals. During the past four decades, more than 40 
new pathogens have been discovered. 

Among others, we are now facing daunting epidemics 
of influenza, such as: novel coronavirus in the Middle East; 
and H7N9 influenza in China. We also call it another bird flu. 
H5N1, bird flu that we already got used to is still endemic in 
the South-East Asia Region for a decade. H1N1, swine flu, that 
caused a pandemic in 2009, is now in the group of seasonal flu. 
Swine flu is still causing outbreaks sporadically here and there 
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worldwide, but with only mild consequence and the outbreaks 
are only within limited areas. Emerging infectious diseases will 
increasingly become important public health threats in future. 
We have to be better prepared for it. 

Population migration that links to poverty brings about, 
among other things, international spread of infectious diseases, 
such as malaria, TB, HIV/STI and so on. Health of migrants or in 
a broad context – migration and health – is another challenge 
in public health today. The issue is difficult to tackle due to its 
multisectoral complexity. 

And yet, we have to be better prepared to face the 
adverse health impact of climate change. Strong public health 
interventions through robust health systems are needed for 
mitigation of such impact. Climate change accentuates natural 
disasters in both frequency and magnitude. We have more 
rain, severe floods, and devastating hurricanes and cyclones. 
Air temperature is unpredictable worldwide; extremely hot, 
and extremely cold. 

The average world temperature is rising. Certain vector-
borne diseases, including malaria and dengue fever, can affect 
areas at higher altitude, especially in mountainous countries. 
Snow and glaciers are melting, causing flood first, then drought, 
in the mountainous areas. Sea-level is rising, due to melting 
of ice in the poles; low-land countries are losing their land 
areas. All these phenomena impact human health, one way 
or the other. The poor are worst affected by the impact of 
climate change, not only in terms of their health, but also in 
terms of social and economic aspects of their life. It is the duty 
of public health professionals to ensure robust public health 
programmes to effectively mitigate the adverse health impacts 
of climate change. 

We are yet to be more successful in pursuing our ideal in 
health that is “Health For All”. Health For All is our aspirational 
goal which needs to be always kept in mind in our endeavours 
in health development, so that our health development efforts 
will always be geared towards better health, better quality of 
life of all people. The social goal of Health For All, as resolved 
by the Thirtieth World Health Assembly in 1977 calls for the 
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attainment by all people of the level of health that can permit 
them to lead a socially and economically productive and 
satisfied life with minimal dependency on others, socially or 
economically. 

The Health For All goal calls for equity and social justice 
in health for all people. It calls for narrowing or even closing the 
gap between “haves” and “have-nots” in health. Health is not 
interpreted only in physical and biological terms, but health is 
strongly determined by social, economic and political factors. 
As we all understand, health systems based on primary health 
care approach is the key to Health For All. 

All countries are now embarking on universal health 
coverage (UHC) as an integral component of their national 
health care systems. UHC is to ensure equitable access by all 
people to quality health care in a comprehensive and well 
balanced manner, the balance between promotive, preventive, 
curative and rehabilitative care. Also, UHC calls for equitable 
access to essential medicines and essential medical devices. 

UHC is considered to be an important prerequisite for the 
attainment of Health For All if it is developed and implemented 
as an integral part of national health systems based on primary 
health care approach. To be successful, interventions in UHC 
must also be public health-based, implemented through 
multisectoral and multidisciplinary approaches emphasizing 
actions at community and grass-roots levels. UHC through 
public health interventions must recognize the critical 
importance of community-based health workforce as the key 
to success. 

Community-based health workers (CBHW) are the 
vanguards of community health work. CBHWs contribute very 
significantly to reaching the hard-to-reach or the unreached. 
They help in narrowing the gap between haves and have-nots 
in health. These workers are in the forefront as change agents, 
who educate and empower people in the community to be 
able to take effective care of their own health and the health 
of their communities. 

Development and production of community health 
workers (CHWs) is indeed cost-efficient and cost-effective. 
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CHWs are particularly dedicated and committed to serving 
people in rural and remote areas. They are not migrating from 
their areas of work or from their own countries. However, it 
should be kept in mind that CHWs cannot work without back-
up support from public health professionals and public health 
specialists. 

In the strict sense, a CHW is a part of the public health 
workforce who is working particularly in the community, at the 
peripheral and grass-roots levels. To be effective, community 
health work needs functional referral systems to which people 
in the community can be referred to benefit from specialized 
services in medical institutions, where medical specialists 
are working. The public health professionals can contribute 
productively to the achievement of UHC and to the attainment 
of the Health For All goal. 

Because health has gone much beyond the health sector, 
public health professionals need to go out and work with 
other sectors, in diverse disciplines. Public health work should 
be an integral component of all development policies and 
programmes in all sectors whose development activities have 
a bearing on health. 

This is the connotation of “Health in All Policies”, whereby 
all development sectors must have awareness of, and be 
concerned with the impact of their development work on the 
health of the people. They must have effective measures to 
protect people’s health from such impact and such measures 
must be built into their sectoral development programmes. 

Other sectors need expert advice and guidance from 
public health professionals. The staff of other sectors need 
training in health from public health institutions. Public health 
institutions provide education and training services not only to 
the staff of the health sector, but also to the staff of other sectors 
on matters relating to health. 

These are some of the public health challenges that we 
are facing today. To work successfully amidst these challenges, 
the role of public health professionals must be expanded. Public 
health professionals have to work efficiently and effectively in 
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the multidisciplinary and multisectoral environment whereby 
communication, coordination, management and planning 
capability are their important assets. Since health is very much 
multisectoral, politics and health cannot be separated from 
each other – the same as health and foreign policies, which 
have existed side by side for decades. 

This is even more so, when we move towards the post-
2015 development agenda whereby health will become more 
central to sustainable development at many levels. The post-
2015 or post-MDG development agenda is being debated at 
the United Nations General Assembly. Hopefully, there would 
be another political declaration for global action on this agenda. 
The central concern of this development agenda will be poverty 
eradication before any other development strategies can be 
effectively implemented. 

Public health professionals should always be multisectorally-
minded and able to work effectively in the multistake holders 
and multiple partners milieu. To be effective, public health 
professionals should be politically and diplomatically proficient, 
without being politicians or diplomats, since at times, they have 
to play their professional role on the political and diplomatic 
platform. Public health professionals will have the principal 
responsibility of advocating and striving for the rightful place 
of public health in the post-2015 development agenda. This 
indeed needs political and diplomatic skills. 

As far as national health development is concerned, 
I strongly encourage organizations such as SEAPHEIN to join 
hands with all like-minded people and to convince all others 
in furthering the cause of public health at all levels of health 
development in countries by promoting, protecting and 
maintaining the health of all peoples. This is in order to ensure 
that our countries can really achieve healthier populations 
– populations that are the prerequisite for national progress 
towards wealth and prosperity. 

With the prevailing situation that ignites the expansion of 
our role as public health professionals, it is an opportune time 
for our public health education and training to be reviewed 
to ensure that our curricula and programmes can effectively 
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meet the expectations of people in light of the current public 
health challenges. 

SEAPHEIN has an important role to play in strengthening 
public health education, i.e, to revisit public health education 
and training programmes and reorient them in light of the 
current global health challenges and in light of the expanded 
role of public health professionals. There is a need to 
follow up on teaching of public health in medical schools at 
undergraduate level. 

Following up on the regional meeting on teaching of 
public health in medical schools at undergraduate level in 
December 2009, another meeting is planned during December 
2013 in Bangkok to review progress made in this area, which 
is expected to result in the development of an orientation 
package for teachers in public health in medical schools. 
The WHO Collaborating Centre on Medical Education at 
Chulalongkorn University in Thailand will be closely involved 
with the organization of this follow-up meeting. It is important 
to promote better understanding of public health work between 
medical and public health communities and to promote their 
closer collaboration and cooperation. 

SEAPHEIN needs to continue advocacy of the important 
role of public health in ensuring health of the populations 
that contributes in a big way to human capital, to effectively 
drive the national development machinery towards social and 
economic progress. 
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Evidence-based health policy

I congratulate the organizers for selecting the theme for the 
conference – “Evidence-based Health Policy: Current Status 
and Future Prospects”. The theme is indeed timely, considering 
the health development situation in the Greater Mekong Sub-
Region (GMS). 

Countries in the Greater Mekong Sub-region (GMS) are 
in the period of rapid development transition, in both the 
economic and social sectors. The health of populations is 
one of the key elements in the process of such development 
transition. The health of populations in the GMS has improved 
significantly during the past decades. 

Generally speaking, people live longer, and look healthier 
today. Several communicable diseases have been brought under 
control. The health of mothers and children has improved. But 
chronic noncommunicable diseases are emerging as important 
public health problems. And, more efforts are needed to narrow 
the health gap in the sub-region; the gap within a country and 
between countries. 

The health of the countries’ workforce needs to be 
improved to the optimal level; in order to face effectively 
the prevailing development challenges in the sub-region. The 
countries need “healthier populations” in order to ensure 
national progress towards the set development targets. How 
the countries can achieve a healthier population is the issue 
for our consideration. It is really the issue of the development 
of national health policy and national health system. 

National health policy should guide health systems, among 
others, to ensure a proper balance in the provision of care 

The 5th International Conference on Public Health among Greater Mekong 
Sub-Regional Countries; “Evidence Based Health Policy: Current Status and 
Future Prospects”, Yangon, Myanmar, 28-29 September 2013.
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and services to all peoples. The balance between promotive, 
preventive, curative and rehabilitative care. In this perspective, 
health systems should be able to do more than fighting diseases, 
fighting for survival, in addition to merely limiting morbidity 
and disability; or preventing death. 

Health systems should do more with health in a positive 
manner in raising the level of wellbeing and quality of life of 
all people, of the population in general. This should be done 
in the most cost-efficient and cost-effective manner through 
the balanced investment between primary and secondary 
prevention and care, taking into account health risks and health 
determinants as the basis for priority consideration, the risks and 
determinants that have to be tackled multi-sectorally through 
organized community efforts as the main strategy. Doing this is 
to ensure healthier populations that can contribute significantly 
to human potential, or human capital for national social and 
economic development. We need to keep in mind that healthier 
populations are the main drivers of national development. 

To achieve healthier populations through a more cost-
effective strategy, national health systems have to put more 
emphasis on public health interventions and community health 
work, where primary care is the key approach at the grassroots 
level. This is to ensure that more promotive and preventive 
health care can be effectively provided to satisfy health needs 
of the general population. Health of populations needs to be 
better promoted, protected and maintained wherever they are. 

This needs to be done primarily through robust public 
health systems and the primary health care approach, the 
approach that promotes equity and social justice in health for 
all peoples, the approach that can ensure reaching the hard-
to-reach groups of populations. 

The countries need to have a clear national health goal, 
which should be pursued towards the attainment by all peoples 
of the level of health that can permit them to lead a socially 
and economically productive and satisfied life. Life that is with 
minimal dependency, socially or economically. 

Most or all countries in the GMS are now embarking on 
Universal Health Coverage. UHC should be pursued to gear the 
national health development machinery towards this national 
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health goal. The goal of attainment by all people of the level of 
health that can permit them to lead a socially and economically 
productive and satisfied life. UHC is to promote healthy 
populations at a cost that is affordable by the government in the 
long-term through the use of government’s own resources. Care 
and services under UHC have to be always cost-efficient and 
cost-effective. It is the matter of choice in health interventions 
under UHC of the national health care systems. 

All these imply that UHC initiatives need to be designed 
to perfectly suit the specific situations in individual countries; 
within the framework of the social, cultural, economic and 
political context. UHC should be viewed as country-specific. 
Indeed, this is the issue of national health policy and health 
systems development. For such policy to be relevant and 
effective in facing health challenges as desired, the development 
of national health policy should be based on evidence. 

Now, about the “evidence”, there may be a variety of 
evidence that we can think of. Professionally, however, we tend 
to think of research evidence. Evidence from research work. 
We all know that the application of knowledge from health 
research has underpinned many of the gains in individual health 
outcomes. However, the impact of health research on improving 
the health of populations on a broad scale or in general has 
been less than expected especially in the developing countries. 

Among other reasons, research generally has little influence 
on the issues of national health policy. Government policies are 
mostly driven by non-research evidence, such as – ideology, 
value judgement, economic interest, and political expediency. 
Although research has made some important contributions to 
health service delivery, the relation between such delivery and 
research evidence, however, is generally weak. 

Some policy makers have other overriding interests than 
maximizing health gains, particularly, at the level of general 
populations. Research evidence may be dismissed as irrelevant, 
if it comes from a different sector or speciality. There may be 
lack of consensus about a particular research evidence, because 
of its complexity. 

There may be scientific controversy, incomplete or 
inconsistent evidence. There may be different interpretations 
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of research results. Policy makers may give more weight 
to the value of other types of evidence, such as personal 
experience and observation, local information through informal 
communication, and the opinions of eminent colleagues. 

At times, the social environment may not be conducive 
to policy change, the change that should be based on concrete 
evidence. Generally, there is inadequate mechanism at national 
level, which can effectively carry research evidence into the 
policy development process. 

In the real world, policy is developed in a rather fluid 
environment or in a water- tight compartment. And, normally, 
policy development is an area of competing vested and political 
interests. Policy development may be driven by pressure to act 
quickly to solve a headline-grabbing issue. 

Ideally, policy makers have to have “systems” that are 
informed by evidence. The systems need to be informed by 
evidence at each stage in the process of policy development, 
starting from when a policy issue is first identified, then at the 
stage of formation of appropriate response to the issue; and 
at the subsequent evaluation of effectiveness of the policy, so 
developed. 

This pathway of evidence is even more important 
when dealing with a more complex issue in health policy 
development, like in the area to mitigate the health impact of 
climate change when the evidence, on which responses must be 
based, is shifting rapidly and involves many different elements 
and many stakeholders. 

Even when dealing with a less complex issue, policy 
makers integrate evidence into the policy-making process, to 
be successful. The policy makers must have good evidence to 
begin with. This means not only collecting data and investing in 
research but also ensuring that the policy makers have the right 
skills to effectively discriminate between the evidence which is 
reliable and useful and the evidence which is not. 

Evidence should also be open to rigorous public and 
professional debate. As well, validating the evidence and 
ensuring transparency of the development process can help 
governments gauge community reaction to their ideas before 
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they can better anticipate the politics of pursuing different 
courses of action. However, doing this indeed adds to the 
challenge for policy makers because ensuring transparency 
takes time and efforts and often governments have a need 
for speedy action. Therefore, they have no time to spare for 
ensuring transparency. 

With all these challenges, there is, however, a silver lining 
for “evidence-based health policy” development. The success 
of implementing evidence-based medicine, to a certain extent, 
has led health policy-makers and health programme managers 
to be more evidence-based in their policy development. 

Some countries in this part of the world have their success 
stories in developing evidence-based health policies, especially 
in specific programme areas. Those success stories may be 
studied by others. There is also a prevailing trend that the subject 
of evidence-based policy dialogue in health will become more 
prominent in public debate. 

In future, there should be no argument about the 
value of an evidence-based health policy and health systems 
development. And, with the culture of transparency and 
accountability, an evidence-based approach should universally 
be the norm in health development practice. 

For all these to be successful, however, we need information 
systems which are efficiently and effectively functioning. We 
need functioning information systems for support at various 
stages of health policy and health systems development. With 
strong determination and unwavering commitment, let all of us 
move forward vigorously in contributing to healthier populations 
in the GMS. The healthy populations that can greatly contribute 
to national wealth and prosperity. 

We move forward toward healthy populations within the 
spirit of equity in health as well as with the assurance of social 
and economic security for all people. And, as the pre-requisite 
for success in this connection, we move forward through the 
“evidence-based health policy development and evidence-
based health systems” design. 
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Community physicians

At the outset, I would like to congratulate the College of 
Community Physicians of Sri Lanka for the theme of this year’s 
Annual Academic Session – “Defining Universal Health Access 
and Coverage for Sri Lanka”. It is indeed very timely. 

Sri Lanka has made impressive progress in improving the 
health of its population during the past several decades. This 
is evident by the steadily increasing life expectancy at birth, 
the continuing decline in child and maternal mortality and 
the improved nutritional status of the general population. The 
international health community, including WHO, has always 
cited Sri Lanka as a model for commendable achievements in 
health development. 

Among other important factors contributing to such 
achievements, is the particular attention paid by the 
government to community health work and development of 
community and public health workforce. The government has 
always accorded high priority to women’s education and health 
and special attention has been paid to equitable distribution 
of health resources. This is what all Sri Lankan people should 
be proud of. 

In the South-East Asia Region, in spite of massive 
challenges, Member States have made significant progress 
in controlling diseases and in improving the health and well  
being of their peoples in general. Generally, and by average, 
as far as health is concerned, people in the Region today are 
much better off than they were a few decades ago. They are 
better nourished, healthier and happier. 

Even though we have all the reasons to be proud of our 
achievements in health, we should be aware of and prepared 

The 18th Annual Academic Session, 2013 College of Community Physicians 
of Sri Lanka, Colombo, Sri Lanka, 21-23 September 2013.



Strengthening public health in the South-East Asia Region124

for the new and emerging challenges. Countries in the South-
East Asia Region have been in the era of demographic and 
epidemiologic transitions and are experiencing rapid social and 
economic changes, along with the rapidly growing globalization. 

As we are well aware, the Region is facing a formidable 
challenge of double disease burden – communicable and 
noncommunicable. The multitude of prevailing challenges 
mandates a fresh examination of options in health development. 
We are facing the threat of pandemics with new and emerging 
pathogens, rapidly ageing population, lifestyle changes, poorly 
planned urbanization, effects of globalization, impact from 
climate change and so on. 

Therefore, all countries, including Sri Lanka, need to revisit 
their on-going health development strategies and initiatives 
with the view to effecting timely and necessary reform of their 
national health systems – the reform to catch up with the current 
health challenges, which are indeed formidable. 

In this perspective, countries need first to ensure health 
as a fundamental right of everyone, regardless of their social 
and economic status and the countries need to pursue their 
efforts tirelessly to ensure equity and social justice in health. All 
attempts need to be made to close the gap in health between 
the “haves” and “have nots” – the gap that exists within a 
country and between countries. 

We know well that inequities in health are attributable to 
many factors including disparities in economic achievements, 
unfair distribution of resources, nationally and internationally, 
disadvantages faced by people due to geographical locations 
and due to inequalities in gender and social status. 

The idea of “universal health coverage” which is being 
promoted world-wide provides an important opportunity for 
countries to evolve a paradigm shift in health development, 
the shift to ensure that national health development strategies 
and plans are in consonance with public health reality of the 
21st Century. 

Universal health coverage (UHC), is ideally defined as 
unconditional access by all people to quality health care, in 
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a well-balanced manner, the balance between promotive, 
preventive, curative and rehabilitative care, the care which is 
carried out in the most cost-efficient and cost-effective manner. 
UHC is the prerequisite of health for all people; (HFA) as 
envisioned by the World Health Assembly 36 years ago. 

The International Conference in Alma-Ata in 1978, 
defined primary health care (PHC) as the key to the social goal 
of Health for All. The pursuit of the HFA goal through PHC 
approach has the primary purpose of closing the gap in health, 
the gap between haves and have-nots as already mentioned 
and PHC is meant to improve fair distribution of the world’s 
resources to encourage more investment in health in particular. 

Health for all in this context is the attainment by all people 
of a level of health that can permit them to lead a “socially 
and economically productive” life. To reach the HFA goal as 
it is defined, UHC needs to be developed and implemented 
through effectively functioning national health systems based 
on the PHC approach. 

Universal health coverage needs to be developed with 
the underpinning principle of equity and social justice in 
health. The aims of UHC must be both, limiting morbidity and 
disability and preventing death; equally important as well is to 
promote and to protect the health of people to ensure their 
quality of life; life with social and economic productivity; life 
with minimal dependency. 

UHC is meant to take care of both the “already sick” 
people and UHC is meant to take care of those who are 
“not sick” today. Furthermore, under UHC, all people who 
come for health care and services need to be treated equally 
without partiality or prejudice. And they should be treated with 
deserved dignity as human beings, without regard to their social 
and economic status or political affiliation. 

UHC has to ensure curtailing increasing health care cost 
which is a critical financial burden faced by all governments 
today. This can be done, among others, through cost-efficient 
and cost-effective consideration, when services for treatment 
of the sick are provided. And very importantly, health care cost 
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can be curtailed by keeping the people who are not yet sick 
staying well, as long as possible. 

We, public health and medical professionals, should 
neither let the healthy people get sick, nor to burden medical 
facilities unnecessarily. I am sure, community physicians, who 
work very closely with the people, can play a pivotal role in 
contributing to reducing such financial burden of the family, 
community and the government. 

UHC is not only a matter of financial investment but, it 
is also an issue of health policy shift in the provision of care 
and services, the shift towards more health promotion, health 
protection and health maintenance. 

We should be engaged in health promotion, health 
protection and health maintenance, while continuing our fight 
against diseases; and in our fight for survival. We should be 
doing these to ensure that the quality of life of people is raised 
to the highest possible level. It is an important national interest 
to achieve a healthier population, the population with quality 
of life; life with social and economic productivity; and life with 
self-satisfaction; psycho-socially and politically. 

And, it is an important national interest to achieve more 
effective human potential, human capital for driving the national 
machinery towards the country’s wealth and prosperity. UHC 
needs an urgent strengthening of public health interventions, 
public health systems and UHC has an urgent need for 
strengthening community-based health work. 

This is to be done, while maintaining effectively functional 
referral systems, the systems that link community health work, 
health work at the grassroots level, with specialized medical 
care at secondary and tertiary levels. 

This is also to ensure that, as an important part of their 
health needs, the poor and the disadvantaged groups of 
population can have an opportunity to benefit from today’s 
advancements in medical sciences. Critically important 
indeed, UHC must be affordable by the governments in the 
long term; through the use of governments’ own resources. 
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The governments should not rely on external financial support 
to maintain their UHC schemes. 

UHC should be designed on the basis of the specific 
ground reality in the country, the reality within the country’s 
own social, cultural, economic and political context. Preferential 
attention of UHC has to be paid to the poor, vulnerable, 
underpriviledged and marginalized. UHC should be designed 
specifically for individual countries. UHC is country-specific. 
The ideal of UHC will not be achieved without multisectoral 
and multidisciplinary actions or without the full involvement 
of people from all walks of life in the community. 

To attain this full involvement, universal education and 
empowerment of all people must be strategically pursued in the 
spirit of PHC approach whereby health knowledge has to be 
demystified for use in such education and empowerment. This 
is in order for all people to be able to harness knowledge – the 
demystified health knowledge – in taking effective care of their 
own health and the health of their family and their community. 

Effective self-care, family care and community care by 
people themselves will help enhance significantly the overall 
impact of the government health care systems. This is the 
area where community physicians can play an indispensable 
role in promoting and supporting self-care, family care and 
community care. 

UHC calls for cost-effective allocation and utilization of 
health resources in both financial and human terms. Among 
others, preferential allocation of resources by governments for 
public health interventions and community health work is very 
much needed. 

More investment in the development of primary care at 
the community level is needed as a requisite for the success of 
UHC. Primary care is the first level of health care provided by 
governments. To fully realize UHC, cadres of community-based 
health workforce are indispensable. They are the vanguard of 
UHC at community and grassroots levels. 

They can help ensure reaching the hard-to-reach or 
unreached. And they, the grassroots health workers, can act as 
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effective change agents in the process of community education 
and empowerment. Community physicians have to play a 
critical, leading role in providing back-up support to community 
health work and they have a role to ensure quality of health 
care at that level. 

Community physicians to be effective, also need to be 
actively functioning within the referral systems whereby an 
effective continuum of health care for people in the community 
is assured. In this perspective, rationalizing the deployment and 
utilization of human resources for health (HRH), is the key to 
ensuring cost-efficiency and cost-effectiveness of the national 
health care services systems, whereby the role, responsibility, 
and functions of community physicians are clearly defined and 
their status is adequately recognized, socially. Of course, in this 
connection, appropriate supervisory and reporting systems and 
legal safeguards need to be nationally established. 

While embarking on UHC initiatives, it would be useful 
for countries to remember that good health is the outcome of 
a complex interplay, the interplay between biological, social, 
cultural, economic and political domains. In this context, the 
complementary roles of several stakeholders other than health 
must be fully recognized and effectively garnered in the national 
UHC scheme. 

Indeed, multisectoral actions for health addressing the 
social and economic determinants of health, is the need of the 
hour. The multisectoral actions through HiAP approach should 
be particularly advocated at all levels. In this connection, I would 
like to congratulate the College of Community Physicians of 
Sri Lanka for recognizing partners from other sectors in their 
march towards UHC in Sri Lanka. 

These are some of my thoughts on UHC that I would like 
to share with you. While saying so, I also agree with all others 
in their diverse views on this important subject. The concept 
of UHC is still evolving; but being crystalized. We should take 
advantage of those varied ideas as a basis for the development 
of UHC initiatives that suit the situation and circumstances in 
our own countries. 
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Medical councils network

First of all, on this auspicious 81st birthday of Queen Sirikit of 
Thailand, I, on behalf of WHO South-East Asia Region wish Her 
Majesty a long life. I thank the Chairperson of the SEAR Medical 
Councils Network for inviting me to speak at the opening of 
this technical meeting. 

This network started in 2006 when representatives of 
the medical councils in WHO’s South-East Asia Region met 
for the first time. The network’s main objective is to promote 
collaboration among its members in their efforts to contribute 
to the improvement of medical care and services through the 
development and strengthening of medical education and 
medical practice. 

The network’s strength has steadily grown during the 
past seven years and its contribution to such improvement 
in the Region is clearly perceptible. Since medical councils 
in the Region are at different stages of development this type 
of networking will provide a good opportunity to them in 
accelerating the pace of their development as a technical 
and legal body to support and regulate the quality of medical 
education and medical practice in their respective countries. 
I am pleased to learn that during the course of this meeting the 
Councils will review: 

 y progress in strengthening medical education 
systems; 

 y core competencies of medical graduates; 

 y the application of guidelines for accreditation of 
medical schools; and 

The 5th Technical Meeting of the Medical Councils Network of WHO South-
East Asia Region, Bangkok, Thailand, 12-13 August 2013.
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 y the situation in countries on registration and 
licensing of medical practitioners. These are indeed 
the important elements that contribute to the quality 
of medical care and services.

Over the past decades, health challenges have become 
more complex. As far as medical practice is concerned, when 
professionally started centuries ago it was mostly “art”, then, 
when modern science was integrated, medical practice became 
“art and science”. Today, medical practice is almost purely 
science-based. This evolution has no doubt contributed to the 
doubling of mankind’s lifespan during the 20th century. 

By the beginning of the 21st century, the complexities 
of health challenges have made a profound impact on 
medical practice and consequentially on medical education. 
Advancement in medical sciences leads significantly to 
longevity, which, in turn, has contributed to demographic and 
epidemiologic transitions. 

The world today has more elderly people, mostly with 
chronic noncommunicable diseases. This group of population 
needs long-term, or even lifelong care and treatment; through 
medical interventions. Medicines and medical devices are 
developed and used extensively, to limit morbidity and disability 
and to prevent death. The situation leads to, among other things, 
the skyrocketing of health care cost which today is a huge 
burden to all countries in their efforts to finance health services. 

In this connection, the medical profession has a critical 
role to play in the containment of the increasing health care 
cost. The increasing cost of health care is contributing to the 
widening gap between haves and have-nots in health. The 
inequity in health is becoming wider. This inequity underscores, 
among others, the failure of health care systems to ensure the 
fair sharing of benefits from advancement in health and medical 
sciences. 

Furthermore, there is an increase in consumers’ awareness 
of their fundamental rights to get access to quality of medical 
care that is provided. They complain about: 
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 y unnecessary tests and investigation; 

 y unnecessary treatment and hospitalization; and 

 y not being treated with passion, sympathy or dignity. 

These are some examples of the issues that have been 
taken to court. The situation leads to an uproar among the 
medical fraternity that its noble profession is maligned. Looking 
at all these and other problems in medical practice, we may 
ask ourselves why our medical community cannot adequately 
meet the expectations of the people or whether the society is 
expecting too much from us. We may need to find out whether 
anything has gone wrong in our medical practices. 

If the health of people is not adequately promoted, 
protected and maintained they will get sick easily, and tend 
to get severely sick. Then, they will come to health facilities 
for medical attention and they will overburden medical care 
systems even though it may not always be necessary. Certainly, 
all people will get sick one day, sooner or later. For those who 
are not yet sick, we should try to keep them “well” as long as 
we can, not to let them get sick easily. If they are sick, not to 
get severely sick. 

This is the issue of the design of “national health care 
systems”. The national health care systems are supposed to 
ensure adequate health protection and health maintenance of 
populations through health promotion and disease prevention. 
This direction indeed needs political will and commitment at all 
levels of health care. In general, the provision of promotive and 
preventive care can be effectively handled through community-
based health workers, through public health and primary health 
care interventions, with technical support from the medical 
profession as required. 

The community-based health workers can help release 
medical practitioners from the burden of services at the primary 
care level especially in rural and remote areas. The medical 
professionals would have more time to concentrate primarily on 
more difficult and specialized care. Functional referral systems 
are needed to ensure this. During the past years, WHO-SEARO 
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has convened a number of regional meetings on the relevant 
topics; such as: 

 y Teaching of Public Health in Medical Schools; 

 y Strengthening Role of Family/ Community Physician 
in PHC; 

 y Strengthening Doctor-Patient Relationships; and 

 y Role of Medical Education in Addressing the Current 
Health Challenges. 

In collaboration with the Medical Education Unit of 
the Faculty of Medicine, Chulalongkorn University, which is 
a WHO Collaborating Centre, action is now being taken to 
provide a re-orientation to medical teachers with the view to 
strengthening teaching of public health in medical schools. This 
is also to promote the possibility of involvement of all faculty 
departments in various specialities in medical schools in such 
a teaching. 

With special interest in, and with particular attention to 
the importance of “ethics” in medical practices, in collaboration 
with the South-East Asia Medical Education Association, a 
teaching module was developed for teaching of ethics in 
medical education at the under-graduate level. 

Medical schools must equip their medical graduates with 
the required competencies to effectively support the functioning 
of national health care systems in serving the entire population 
within the context of universal health coverage, in both 
medical and public health areas. The medical profession is very 
important indeed to help ensure that UHC will be affordably 
or financially maintained by the government in the long term. 

A medical graduate is expected to be a scientist and a 
scholar, as a professional practitioner who is socially responsible, 
as a health advocate at all times, as well, as a professional leader, 
who can spearhead initiatives for health of all people. And, 
very importantly, their practices must be without any prejudice 
or partiality, all people, regardless of their social or economic 
status, must be treated equally. 
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Research and Development: Financing 
and Coordination

The fundamentals of the work of the WHO Consultative Expert 
Working Group on Research and Development: Financing 
and Coordination (CEWG) are access, including availability 
and affordability of quality medical products for developing 
countries, such as medicines, vaccines and diagnostics. The 
work of the CEWG is a continuation of the work of the Global 
Commission on Intellectual Property Rights, Innovation and 
Public Health. 

The Commission was formed by the World Health 
Assembly in 2003, to examine public health issues relating to 
the Agreement on “Trade-Related Intellectual Property Rights” 
(TRIPS) of the World Trade Organization. Among others, 
an objective of the Commission is to address the high cost 
of patented medicines that are unaffordable by developing 
countries and to address the inadequate allocation of resources 
to satisfy the needs of developing countries in research and 
development. 

Work of the global commission led to the formation of an 
inter-governmental working group on the subject and to the 
subsequent adoption of the WHO Global Strategy and Plan of 
Action on Public Health, Innovation and Intellectual Property. 
CEWG forms part of this strategy and plan of action. Countries 
of WHO’s South-East Asia Region have been actively involved 
in the work of CEWG from the beginning. Their involvement 
resulted in the adoption of a resolution by the Sixty-fifth session 
of the WHO Regional Committee for South-East Asia last year. 
This resolution was in response to a regional consultation 
held in Bangkok prior to the Sixty-fifth session of the Regional 
Committee, to follow-up on the work of CEWG. 

Meeting of Experts for Developing a Strategic Workplan as a follow-up of the 
Consultative Expert Working Group on Research and Development: Financing 
and Coordination, Bangkok, Thailand, 25-26 July 2013.
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It may be noted that the WHO Regional Committee for 
South-East Asia was the first to adopt a resolution on this subject. 
This resolution was subsequently reviewed and discussed at the 
other five WHO regional committee meetings. 

Further, our Regional Committee resolution on the work 
of CEWG became a basis for arriving at a consensus for the 
draft resolution that was discussed at the Open-ended Meeting 
of WHO in November 2012. This open-ended meeting was 
open to all WHO Member States. This draft resolution of the 
open-ended meeting was adopted by the Sixty-sixth World 
Health Assembly in May this year. 

The work of the CEWG in the context of global strategy 
and plan of action emphasizes research and development 
driven by health needs of developing countries. To promote 
such research and development, it is also necessary to explore 
a range of incentive mechanisms for de-linking costs of R&D 
from the price of health products to be generated. 

The market mechanisms coupled with intellectual 
property rights that are related to the prevalence of diseases 
of developing countries often lead to a lack of investment on 
appropriate R&D to generate health products to tackle diseases. 

This meeting is being held to chalk out steps for the 
implementation of the WHO Regional Committee for 
South-East Asia resolution on this issue and to contribute 
to our pursuance of the World Health Assembly resolution, 
WHA66.22. A number of Member States in our Region have 
undertaken respective internal consultations in preparation for 
this meeting. Therefore, a wealth of national data is available 
to enable us to chart a course of action from our regional 
perspective in the CEWG process at both the national and 
regional levels. 

The exchange of views and information during the course 
of this meeting should lead to the development of an effective 
and robust regional strategic work plan that is feasible and 
practical for our Region. It is expected that this work plan would 
also serve as a template for future work of WHO in collaboration 
with Member States in the Region in this important area. 
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To repeat, the WHO Regional Committee for South-East 
Asia resolution on this subject contributed significantly to the 
adoption of the World Health Assembly resolution WHA 66.22. 
We hope this consultative process would similarly promote 
regional prioritization of R&D activities and encourage regional 
initiatives in WHO and Member States that reflect regional 
aspirations and needs in the area of financing and coordination 
of R&D. 

It is also hoped that this meeting would enable Member 
States to move forward in a coordinated and concerted manner 
in their preparation for the global deliberations that are planned 
under WHA66.22 in December 2013. We need to unite and 
move towards ensuring sustainable financing mechanisms for 
research and development that generate quality and affordable 
medical products to meet the specific needs of countries in 
the Region, particularly in tackling a wide range of Neglected 
Tropical Diseases.

I encourage you all to actively participate in making this 
process participatory and inclusive in developing a robust 
framework for the Region.
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Health research

The WHO South-East Asia Advisory Committee on Health 
Research (SEA/ACHR) was established in 1976 to advise 
Member States through the Regional Director on matters 
relating to regional policy, strategy and programme in health 
research. Members of the committee are experts in the field of 
health research and they serve the Committee in their personal 
capacity. 

At the same time, prominent public health professionals are 
specially invited to participate in the discussions of particularly 
important subjects at each session of ACHR. Recommendations 
derived from the discussions of the Committee have been 
used as a basis for the development and management of 
health research programmes in the Region in specific areas of 
“country research capacity strengthening”. In each session of 
ACHR, we review actions taken on the recommendations of the 
previous meetings and compile the results from those actions 
for presentation at the subsequent ACHR meeting. 

As such, for this meeting, the Committee will deliberate 
upon a number of topical subjects of particular interest, such as: 

 y “health research capacity strengthening” in Bhutan, 
Maldives and Timor-Leste; 

 y research to support the efforts towards “routine 
immunization”; 

 y research in areas of “NCD prevention and control”; 

 y research to support the development of “Universal 
Health Coverage”; 

 y knowledge gap and research priorities in maternal 
and perinatal health; 

The 33rd Session of WHO SEA Advisory Committee on Health Research, 
Bangkok, Thailand, 17-19 July 2013.
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 y utilizing “research evidence” for “policy development”; 
and 

 y “research for health” carried out by non-health 
sectors. 

I hope that at the end of the meeting a series of concrete 
recommendations would have been made for further 
strengthening country health research capacity, as well as 
for generating more research evidence to support health 
improvement in the Region. 

Health research continues to play a critical role in health 
development to improve “health outcome”, especially in view 
of the current and emerging health challenges. These challenges 
are becoming more multi-dimensional and increasingly difficult 
to handle by national health authorities. Research is needed to 
help in facing the challenges in the most efficient and effective 
manner. 

With the competing demands for limited resources for 
health it is particularly important that the development of health 
policies and programmes are supported by the best research 
evidence. This is to ensure that such policies and programmes 
will respond effectively to the priority health needs of all people 
and such response must be in the most cost-efficient and cost-
effective manner. 

However, exploiting research optimally for solving priority 
health problems is not simple. It has to go through a complex, 
and, at times, a difficult process: from policy to operation and 
from proposal development to application of research results. 
Furthermore, health research is some times not focused enough 
on the areas of great need and health research may not always 
be intended for solving priority health problems but, is pursued 
with some other purposes depending on the interest of the 
individual researchers. 

Even when there is an agreement on health research 
priorities, it is still not clear on the best way to finance research 
and development in those priority areas to produce public 
goods for health improvement. 
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In the South-East Asia Region, a number of challenges 
have been identified in managing health research. We are 
facing difficulties due to weak health systems to support health 
research in some countries. These difficulties also include: 

 y absence of a clear national policy on health research, 
in most cases; 

 y weak coordination of health research activities at 
both national and institutional levels; and

 y general weakness in the mangement of research 
information; to ensure wide dissemination and use 
of research results. 

There is a general shortage of research staff, including 
researchers and facilities to back up research work in several 
countries. In particular facilities need to be made available in 
areas such as, laboratory, literature and library services, modern 
tools for data processing, and management etc. Incentives 
to motivate and encourage researchers to improve their 
competencies are not sufficient. Most importantly, specially 
in this part of the world, funds to finance health research are 
difficult to be mobilized. 

Health research policy needs to be developed within 
the framework of national health policy. And, health research 
should be managed through close collaboration between 
research institutions and national health authorities. This is to 
ensure the application of research results by national health 
programmes. Research institutions, even though outside the 
ministry of health, are part and parcel of national health systems. 

These challenges are not new to us. We have tried to 
overcome these for a long time. But they still prevail. Tackling 
these problems needs new initiatives as well as ways and means. 
Despite all these, during the past three decades, SEA/ACHR has 
significantly contributed to several areas in the development 
of health research in the Region, particularly, in the area of 
research capacity strengthening as already mentioned. 
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In specific areas, there are examples of WHO research 
work done with close advice of the SEA/ACHR. These are: 

 y research in “chronic liver disease” 

 y studies on the “treatment of snake bite” 

 y studies on “chronic respiratory infections” and 

 y research and development of “dengue vaccine”. 

These research activities were undertaken during the 
initial years of SEA/ACHR. Later, the research subjects had 
broadened, focusing on areas of research policy and strategy 
development as well as “research management” in general. 

Of late, we have started to look at the effectiveness of 
SEA/ACHR’s work in it’s contribution to health research in the 
Region. The question still remains, are we satisfied with the 
way we are managing our SEA/ACHR work? We used to review 
the relevance of SEA/ACHR recommendations, and yet, we 
are still to look critically at how those recommendations are 
implemented. 

We believe that there is room to further improve the 
effectiveness of SEA/ACHR’s work. If time permits, during the 
course of this session, we may briefly revisit these issues and 
suggest ways and means to improve the functioning of our 
ACHR. 

However, we count on all SEA/ACHR members, and 
other professionals to help in refining and strengthening 
various aspects of the regional health research agenda and 
programme. This will help to ensure that research needs for 
health improvement in countries of the Region are satisfactorily 
met and health policies, strategies and programmes are based 
on research evidence. 

There are a number of other important issues that need 
ACHR’s attention. We need to revisit the issues relating to basic 
research, clinical research and health systems research. These 
should be included in the agenda of the meeting.
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Family as centre for health development

While choosing this topic for the meeting, I must state that 
we fully recognize the important role of the community and 
society at large in health development. But this time, we would 
like to specially underline the critical role of the family in such 
development. 

The family is the fundamental unit in social hierarchy. It is 
where parents and their children live together. In many cases, 
grand-, or even great-grandparents live in a family with their 
children, and grandchildren. The family provides the basic 
physical and psychological environment within which children 
start growing and developing, and start learning how to live 
with their parents and siblings. The children’s behaviours and 
views take shape firstly in the family. Whatever the nature of the 
family, joint or nuclear, it plays a pivotal role in nurturing and 
socializing children as well as in influencing the development 
of adolescents. 

Sociocultural traditions are extended basically through 
family to individuals. These traditions also have an important 
impact on individual behaviours, either positively or negatively. 
The family can be the best place to start inculcating healthy 
behaviours and healthy lifestyles. Importantly, family settings 
provide opportunities and role models for healthy living. 

Let us work together to promote “family” to be the first 
ideal place for healthy human growth and development; the 
growth and development that contributes to healthy population; 
the healthy population that is achieved through a healthy family. 

Regional Meeting on Family as Centre for Health Development, Bangkok, 
Thailand, 18-20 March 2013.
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I sincerely thank all participants for their interest in the subject 
and for sparing their valuable time to attend the meeting. 

Promoting health care and services for optimal growth and 
development of children in the family must comprehensively 
encompass physical, mental and social dimensions. This 
promotion requires coordinated efforts of several disciplines 
and several sectors. The development of health behaviours in 
the family are certainly affected by policies and programmes 
of sectors other than health. 

There is, therefore, a need for a multidisciplinary 
approach to facilitate a process, whereby multisectoral policies 
and programmes can work coordinatedly towards promoting 
healthy living in the family. 

Next to the family is the school where children learn to live 
in a broader physical and social environment. The family and 
school must work in tandem, providing an effective platform 
for the development and sustenance of healthy behaviours and 
healthy lifestyles. The external environment outside the family 
also has a profound impact on the lifestyles of young people, 
particularly in light of the modern days of ICT development. 

All concerned need to pay special attention to ensuring 
the positive impact of such development on the lives of 
our young people. The family and the school should work 
cooperatively to ensure, as much as possible, that children are 
immune to the adverse impact of the external environment. 
Education and empowerment of individuals is an essential 
support for healthy living. 

Attention should be particularly paid to providing “health 
information” directly to the family in order to enable its 
members to take informed decisions on health matters. The 
school is an important entry point, whereby health information 
to the family can be channelled through students. Appropriate 
“self-care” should be encouraged to become a part of healthy 
living in a family. 

The tradition of practising proper self-care in the family 
will be passed on from generation to generation. These practices 
can contribute not only to better health, but also to reduced 
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household expenditure on sickness and disability. Health-
promoting habits have a greater chance of being practised, 
if the family, as a unit, decides to do so. It is evident that 
the foundation for life-long healthy living is laid firstly during 
the formative years of an individual’s life in the family. The 
health sector and other institutions have a primary role to play 
in promoting the family to be at the centre-stage of health 
development; anywhere, any time. 

This meeting is an opportunity to deliberate upon how 
best the government programmes and civil society initiatives 
can foster health development through family-centred actions. 
The collective wisdom of all the participants who are here, I am 
certain, will lead to the emergence of a practical roadmap for 
countries and partners to move forward towards the realization 
of a family full of love, passion and “affinity” to be the centre 
and entry point for healthy living in the community and society 
as a whole. 
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Traditional medicine

In spite of advancement in modern medicine, traditional 
medical practices are still flourishing today. We are fortunate 
that so many traditional medical practices have survived and 
evolved over the centuries. Traditional medicine has played an 
important role, and still continues to do so in contributing to 
improving and maintaining the well-being of millions of people 
around the world. 

Despite the tremendous advances in modern medicine, 
almost 80% of the people in rural areas of many countries resort 
to some kind of traditional medicine for their health-care needs. 
Recognizing this importance, since 1977 the World Health 
Organization has been supporting Member States to further 
develop their traditional medicine and promote its use in their 
national health care systems. Given the long history of traditional 
medicine in the South-East Asia Region, special attention has 
always been paid to its further development. 

In 2003 at their annual meeting, health ministers of 
countries in the Region reaffirmed their commitment to the use 
of traditional medicine (TM) in national health care systems. 
The WHO Regional Committee for South-East Asia, in the same 
year, passed a resolution providing a strategic direction for the 
development of TM to enhance its quality, efficacy and safety. 
In 2005, a WHO regional meeting on the “Development of 
traditional medicine” in the South-East Asia Region was held 
and, in 2009, a WHO regional meeting on the “Use of Herbal 
Medicine in Primary Health Care” was organized. 

In the development of traditional medicine, we may focus 
our attention on the following areas: 

International Conference on Traditional Medicine, New Delhi, India,  
12–14 February 2013.
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(1) Assurance of its safety, efficacy and quality. 

(2) Integration of the use of traditional medicine into 
national health care systems, especially at primary 
health care level. 

(3) Exchange of information on traditional medical 
practices among countries. 

(4) Pursuance of research efforts in TM to further 
improve its therapeutic effects. 

A set of guidelines on the regulation of TM in the South-
East Asia Region was published in 2004. This regulation is to 
help in evaluation of its safety, efficacy and quality. A monograph 
on the use of herbal medicines in primary health care was 
also prepared. The WHO Regional Office for South-East Asia 
launched the HerbalNet web site some years ago. This web site 
is a resource for intellectual materials on TM which is accessible 
not only to the collaborating institutes in the South-East Asia 
Region but also to interested parties from all parts of the world. 

The Sixty-first World Health Assembly, in 2008, adopted 
the “Global Strategy and Plan of Action on Public Health, 
Innovation and Intellectual Property”. Among others, the 
strategy also encourages and promotes policies on innovation 
and standard settings to ensure quality, safety and efficacy 
of TM. Another key component of this Global Strategy is 
to promote South–South collaboration in TM. The WHO 
Congress on TM, held in Beijing in 2008, emphasized its 
crucial importance in health care. The Congress called on all 
governments to develop national policies on its regulations 
and standards. The Congress also encouraged research-based 
approaches to further development of TM. 

Herbal plants are popularly used in TM; these plants are 
easily grown and readily made available at affordable cost, 
especially in rural areas. The rural poor largely depend on 
herbal plants for their health care. Herbal plants, if properly 
prepared, can be used as effective products for health 
promotion and health protection. At the same time, many 
forms of herbal products which are available today are used 
as food supplements. Strict regulation and standardization are 
also needed for this type of use, and their costs need to be 
properly controlled. 
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“Health in all” policies

We will deliberate upon the idea of “Health in All Policies”. 
Generally, these are any policies – public or private, 
governmental or nongovernmental, health or other sector 
policies. However, I will now focus on the policies of sectors 
other than health. After several movements around “health 
promotion” and “social determinants of health” the idea of 
“HiAP” is rapidly gaining global attention. 

However, the definition and interpretation of HiAP are 
still being debated especially on the issues of how to achieve 
it. Several groups of experts are now working on its operational 
concept and connotation. Among other means, WHO is 
attempting to define HiAP through its webpage consultations. 

As we understand, health is strongly influenced by a 
multitude of factors, that are outside the domain of the health 
sector, such as: 

 y environment; 

 y agriculture; 

 y education; 

 y urbanization; etc. 

Because of environmental, economic and social changes 
as well as demographic and epidemiologic transitions in recent 
years, we have witnessed many more health challenges that 
need to be tackled through multidisciplinary and multisectoral 
actions. 

Meeting of Experts on Health in All Policies in South-East Asia, Bangkok, 
Thailand, 18-20 December 2012.
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Even though promoting good health or solving health 
problems is the primary mandate of the health sector, the 
involvement of sectors other than health is indeed essential 
for successful health development. We have recognized 
the essence of intersectoral or multisectoral coordination in 
health which has been practised for a long time, under certain 
coordination mechanisms and we appreciate multisectoral 
partnerships, whereby several sectors work together for health 
as equal partners and in the process of partnership arrangement, 
they share mutual benefits as an important incentive. 

The idea of “Healthy Public Policies” was introduced by 
WHO during the 1980s. It was another attempt to involve, in 
particular, sectors other than health in health development. 
The idea of “Health in All Policies” became popular not long 
ago. And now, we have several words to denote “multisectoral 
actions in health”. We need to keep in mind, however, that 
whatever ideas we have, or words we use, their purpose is the 
same, that is, the effective involvement in health development 
of other sectors. 

Now, we are talking about “HiAP”; I am sure many of us 
would like to know the specific features of HiAP. The idea of 
HiAP came because we would like to do better in involving 
other sectors in health. Other sectors can contribute to health 
through their collective efforts by using central or pooled 
resources. Other sectors also can get involved in health through 
their individual sectoral works under their sectoral development 
policies and programmes, and in the process, using their 
respective sectoral resources. 

It is important that the resource base for health 
development will be expanded if the idea of HiAP is successfully 
implemented. In the first place, sectors will need to be motivated 
to get involved in health. They will be motivated only when 
they have “health awareness” and “health concern”, which 
are needed as prerequisites for sectoral policy and programme 
development in individual sectors. We need to advocate for 
such sectoral awareness and concern. 

To be effective, we need evidence-based knowledge and 
information for such advocacy. The health sector and various 
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health institutions must play a major role in generating evidence-
based knowledge and information and the health sector and 
health institutions must play a major role in pursuing such 
advocacy at all levels with particular emphasis at the highest 
level. We need advocacy tools for a sector-wide approach 
and we need tools for use in informing each sector of the 
importance of its contribution to national health development. 
The individual sectors need to realize the potential adverse 
impacts on health of their sectoral development activities and 
they must appreciate their positive contributions in safeguarding 
and protecting people’s health from such adverse impacts. 

Health impact assessment of sectoral development 
policies should be pursued. The results from this assessment 
will be extremely useful for sectoral planning for pro-health 
activities. The workforces of sectors other than health 
should understand the health implications of their respective 
development activities, and those workforces should have an 
opportunity for training in public health. 

Involvement of other sectors in health requires efficient 
coordination under strong leadership. Good governance within 
and among sectors is an important requisite for the success of 
HiAP whereby health actions can be successfully mainstreamed 
and triggered in all sectors. Multisectoral actions for health 
requires different models and approaches for flexible adaptation 
to suit the individual country’s political, social and economic 
context. 

We need high-level political commitment to ensure in 
this process that visions of “health for all” and “all for health” 
are implemented in an efficient and coordinated manner by 
all sectors. HiAP is now recommended as an important global 
approach to addressing social, economic, environmental and 
political determinants of health. At this point in time, we are 
still in the process of learning about HiAP, learning from our 
own experiences and learning from the experiences of others.

During the course of this meeting, the country participants 
will have an opportunity to share their experiences in pursuing 
the HiAP approach. And, from this meeting, we expect to arrive 
at a series of recommendations and guidelines, and a practical 
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guidance on how to make effective use of the idea of HiAP to 
accelerate our pace towards HFA. 

When we move forward towards the attainment of the 
HFA goal through UHC, effective involvement of other sectors 
through the HiAP approach may help us better in ensuring 
affordable and sustainable national health development. We 
may also keep in mind in this process that, with strategic 
considerations and focused actions exerted under strong policy 
back-up at the highest level we will be able to work successfully 
for people’s health through any types or ideas of “multisectoral 
actions for health” either HiAP or others. 
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Women and health

The theme of the Congress, “Women and Health in the 
Challenging World” is indeed timely. I congratulate the Medical 
Women International Association for organizing this very 
commendable event. 

Yes, in this challenging world, we need women to be 
more actively involved at various stages in the process of 
health and other social and economic development. Women 
are already the centre of health care in their families. With 
this recognition of women’s important contribution to health, 
the WHO Regional Office for South-East Asia is contemplating 
holding a regional meeting on “Family as the Centre for Health 
Development”.

The primary purpose of this regional meeting is to 
highlight the important role of women as health-care providers 
in their families and, by extension, in their communities. At 
that regional meeting, we will discuss various issues involved 
in empowering women in order for them to play the role of 
health-care providers in the family and the community in the 
most efficient and effective manner. 

In general, we need to do much more for women to 
improve their health, their education and other aspects of 
their social condition and we need to ensure their increased 
involvement in economic development at the national level. 
Healthy women is a key factor for their effective contribution 
to the achievements of “universal health coverage”; which is a 
worldwide health goal today.

Women are an important group of health-care providers 
who can reach difficult-to-reach populations, in particular. 

The 6th Central Asia Regional Conference (6th CARC) Medical Women 
International Association, Chiang Mai, Thailand, 7-9 October 2012.
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Women are also an important group of “primary change agents” 
in educatiing and empowering members of the family and the 
community to change health knowledge, attitudes and practices 
of people. These change agents can effectively enable people in 
the community to take good care of their own health and the 
health of their neighbours. This is in addition to their ability to 
take care of other social and economic aspects in communities. 

If properly educated and afforded a proper place in 
society, women can form a critical force of “human potential”; 
a “human capital” that could drive national efforts in the 
overall social and economic development. As far as health 
is concerned, women need special attention, because they 
are susceptible to particular health risks, that need particular 
attention and care. 

Each day, a large number of women in Asia still die 
from pregnancy and during delivery – deaths that could be 
prevented. For the South-East Asia Region, the average maternal 
mortality ratio is still unacceptably high: about 200 per 100 000 
live births in 2010. 

In several places in Asia, violence against women has 
been increasing in all forms. The incidence of violence leads 
to significant injury, disability and death. Still, it is considered 
sensitive to openly discuss the issue of “violence against women” 
in some societies. 

The UN Millennium Development Goals are the roadmap 
to reduce poverty and to improve social and economic well- 
being of people worldwide. The goals emphasize health as a 
“cornerstone” in moving towards sustainable development. 
To achieve such a sustainable development, the promotion of 
gender equality and empowerment of women is considered 
to be an effective way to combat poverty, hunger and disease. 

In fact, gender equality is an integral part of the measures 
towards the achievements of all MDGs. In most societies, 
women are expected, among others:

 y to obtain food ingredients, and to cook for family 
members; 

 y to breastfeed babies, and to nurture children; 
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 y sometimes, to assist in home delivery of newborn;

 y to promote health and protect family members from 
getting sick; 

 y to provide first aid or primary care to the sick in the 
family;

 y to take care of household chores; 

 y to keep the family environment clean; and 

 y to ensure safe water and sanitation for the family. 

To achieve effective contribution from them, women must 
be given equal opportunities in education, jobs, access to health 
services, and decision-making relating to various family and 
community matters. It should be noted however that, despite 
the existence of gender inequality that favours men, women 
still live longer. As an example, Thailand in 2009, had 66 years 
of life expectancy at birth for men, while it was 74 years for 
women. This phenomenon is due to a number of reasons. 

In rural areas, women have much less chance to contribute 
to the achievements of MDGs, because they do not have 
privilege in getting access to, and control of, essential resources. 
In the efforts to end hunger and poverty, the International 
Women’s Day in 2012 has advocated the empowerment of 
rural women. With more power and more authority, women 
can contribute better towards: 

 y food and nutrition security; 

 y income generation;

 y prevention of child sickness and mortality; and 

 y improvement of rural livelihoods in general. 

The sixtieth World Health Assembly in 2007 urged 
Member States to pay more attention to gender issues in 
their national health development policies and to vigorously 
implement measures to ensure gender equality in all their 
national health programmes. When national social and 
economic development policies are formulated, it is important 
that countries consider at the highest level “women’s health 
issues” as well as issues relating to the role of women in the 
overall national development. 
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In the past decades, substantial improvements in health 
have been achieved globally. However, inequities in health still 
exist between: men and women; rich and poor; and urban and 
rural population. 

The progress in addressing the inequity in health between 
women and men is still modest indeed. This is in spite of 
high-level advocacy during the past three decades, at both 
national and international levels. We need to devote much 
more efforts in pursuing equity in health between women and 
men, especially within the context of health for all and the 
primary health care principle. In collaboration with Member 
States, WHO has continuously addressed gender-related health 
inequities. It has supported countries to build their capacities 
for gender analysis and for the formulation and implementation 
of “pro-women” strategies and action plans. To improve 
health equity, especially between women and men, WHO has 
coordinated the efforts of other international partners to work 
cooperatively towards this common end. 

In 2011, WHO reaffirmed its commitment to mainstreaming 
gender, equity and human rights, in all its programmes at all 
levels; global to country level. It reiterated firm support to 
Member States’ endeavours in addressing interlinkages of 
gender, equity and rights and WHO has provided guidance 
in designing their health services delivery systems that are 
conducive to the improvement of women’s health. 

More efforts are needed in dealing with the health of 
women in “special cases” such as the victims of violence. In 
2005, it was estimated that one in every five women faced some 
form of violence during her lifetime. Collection, analysis and 
reporting of sex-disaggregated data are essential for effective 
policy and programme development in tackling women’s 
problems.

To broaden the gender perspective and to better 
understand women’s roles in health and other social and 
economic dimensions, multidisciplinary research is needed to 
generate the required evidence that encompasses all or most 
aspects of the issues involved in such roles of women. This is 
for effective policy and programme design to promote women’s 
health and women’s role in their societies. 
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All in all, addressing “Women and Health in the 
Challenging World” needs multisectoral actions that are 
undertaken through partnerships in the most coordinated 
manner at all levels. At the same time “women and health” is 
one of the best areas for implementation through the “health 
in all policies” approach, whereby all sectors have the women 
and health issue as an important concern in their respective 
sectoral development policies, and women and health is an 
integral component of their respective sectoral development 
programmes and projects. 

This approach will need a lot of advocacy, especially at 
the political level. In the community, while a multisectoral 
process for tackling the issue of women and health may be 
more effective to be initiated and facilitated by community-
based “health and social welfare providers”, this process needs 
professional back-up from relevant national education and 
research institutions. 

The UN Summit on noncommunicable diseases (NCD) 
in 2011 places particular emphasis on primary prevention 
focusing particularly on risks and determinants of diseases. The 
summit also pays special attention to the services and care that 
are provided in the family and community through the primary 
health care approach. 

WHO’s 12th Global Programme of Work (GPW), which 
is under finalization, puts life-course care as a pillar for health 
development. Life-course care is the care from “womb to 
tomb”; the care that is taken throughout the course of life. There 
is no doubt that women’s contribution to these endeavours 
is indeed tremendous. As active members of the family and 
community, women have a critical role to play in life-course 
care, care for health or otherwise. 

In order to achieve effective contribution from women 
in all those aforementioned areas, all stakeholders, nationally 
and internationally, have to double their unwavering efforts, 
working together to ensure “good health and good quality of 
life for all women”; physically, mentally, and socially. 
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Nursing and midwifery

This launch is indeed another key milestone in the development 
of nursing and midwifery profession for the country. Nurse-
midwives constitute the backbone of human resources or HR 
for the health services delivery system. They work at all levels 
from specialized medical institutions to primary health care 
centres at the grassroots in the community. The launch of this 
programme will have a far-reaching impact on strengthening 
Bhutan’s health-care system. It is indeed a privilege for WHO, 
along with other partners, to work with the Royal Government 
of Bhutan towards this historic landmark. 

As we are aware, the Bachelor Degree Programme 
in Public Health was launched in Bhutan in 2010 and the 
government is now in the process of establishing an institution 
to produce medical doctors. These initiatives clearly indicate the 
high-level commitment of the government to the development 
of human resources for health (HRH), which is a critical 
component of effective functioning of health care systems. 

The Royal Institute of Health Sciences, formerly a 
“health school”, has more than three decades of experience in 
producing nursing workforce at certificate and diploma levels. 
Through collaboration with the La Trobe University in Australia, 
a conversion programme was undertaken during 2001-2008, 
to upgrade nursing education from diploma to degree level. 
Three batches of 52 nurses graduated from this conversion 
programme. Today, they are leaders in providing and managing 
nursing and midwifery services at various levels of national 
health care systems. 

Launch of B.Sc. Degree Programme in Nursing and Midwifery, Royal Institute 
of Health Sciences, Thimphu, Bhutan, 9 July 2012.
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The Royal Institute of Health Sciences is now under the 
administration of the Royal University of Bhutan. The majority 
of its teaching staff have studied abroad and are holding 
Masters degrees in nursing, midwifery, public health and related 
fields. The country now has the required capacity to run its 
own degree programme in nursing and midwifery. A lot more 
professional nurse-midwives are needed in Bhutan. While only 
660 are available, the number needed is at least 2100. It was 
to become self-reliant in the production of nurses-midwives 
that the government decided to launch this degree programme. 

This degree programme will certainly contribute to 
improving the quality of health care in the country by helping 
to raise the status of community-based health workforce to the 
“professional” level. It is indeed commendable. We need many 
more professional health staff to work with people right in the 
community itself, at the grassroots level. As far as health of the 
entire population is concerned, community health work is not 
less important than the work in medical institutions. Through 
community health work, we can do much more in promoting 
and protecting the health of the population at large. 

We need many more nurse-midwives at the primary 
health care level in the community to provide education directly 
to people, and to help people to help themselves, as far as 
health matters are concerned. The nurse-midwives are primarily 
needed for maternal, newborn, child and elderly care. They 
are the ones who can cover all levels in the community to also 
reach the hard-to-reach people. They are in the vanguard to 
serve the poor and the underserved. 

This degree programme is another response of the 
country: 

 y to the complexity of health problems and health 
systems; 

 y to the advancement in medical sciences;

 y to the expansion of hospital services; and

 y to the demand of people in general for more and 
better services. 
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The programme also aims to prepare nurse-midwives for 
further development of their nursing and midwifery careers 
through higher education. It is particularly important that nurse-
midwives play their comprehensive roles in health promotion, 
disease prevention, and care and rehabilitation through the 
services they provide at individual, family and community 
levels throughout the “life-course”. The country needs nurse-
midwives: 

 y who are able to manage health conditions in a 
holistic and systematic manner; 

 y who can manage health facilities efficiently; 

 y who can apply evidence-based information for 
effective nursing and midwifery interventions; and 

 y who can be able leaders and advocates, especially in 
promoting and supporting the basic health services 
and primary health care. 

The nurse-midwives need to work efficiently and 
effectively in a multidisciplinary and multisectoral environment. 
They are the core group of the community health team that 
works through organized community efforts. Indeed, the 
curriculum of this programme needs to be regularly reviewed, 
updated and reoriented as necessary to ensure its continued 
relevance to the country’s needs in nursing and midwifery 
services. The curriculum must also clearly reflect Bhutan’s 
philosophy, health problems, health system and the prevailing 
social determinants of health. 

The nurse-midwives must inculcate a positive attitude 
towards their profession and towards the clients they serve. 
The teachers, apart from imparting knowledge and skills, must 
be good role models for students to imitate. With regard to 
programme implementation, close collaboration between the 
Royal Institute of Health Sciences and various health service 
providers at all levels is essential.

This is just the beginning of the programme. A realistic 
and practical plan needs to be developed to ensure increasing 
capacity, in both quantitative and qualitative terms, ability 
to take up more students, improved quantity and quality of 
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teaching staff, and better teaching and learning facilities and 
others. 

WHO is ready to support the next stages of the 
development of this educational programme. We are also 
ready to promote collaboration between the Royal Institute 
of Health Sciences and other institutes in the Region in the 
areas of nursing and midwifery education and research. In 
all these efforts, WHO will continue to work closely with our 
partners, both within and outside the UN system, in mobilizing 
the resources required for the programme. I look forward to 
witnessing this educational programme achieve full maturity 
one day in the foreseeable future. 

In conclusion, let me sincerely congratulate the Royal 
Government of Bhutan for this extraordinary effort that will 
contribute greatly to improvement of health care and services 
in the country. With these words, I wish the Royal Institute of 
Health Sciences all success in implementing the B.Sc. Degree 
Programme in Nursing and Midwifery. I hope that the students 
enjoy their studies under this programme, and that they become 
competent nurse-midwives in the near future. 
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Role of medical education

We have come a long way in health development. As a 
result, people today, on average, live longer and are healthier, 
compared with the situation some decades ago. We have 
been able to control many communicable diseases. And a few 
infectious diseases have been globally eliminated or eradicated. 

We must thank advancements in medical sciences that 
have significantly contributed to these achievements. However, 
a multitude of health-related problems and issues prevail 
globally and new health challenges keep emerging. 

Among others, our globe is becoming warmer due to 
climate change and this is having a wide range of impact on 
human health. Rainfall is more frequent, with devastating floods. 
To mention a few - there are more outbreaks of vector-borne 
and water-borne diseases; there is a strong possibility of mass 
migration due to land loss caused by rising sea level; extreme 
changes in air temperature affect our cardiovascular system. 
Important and critical are epidemiologic and demographic 
transitions that bring about a rapid increase in the elderly 
population, often affected by chronic noncommunicable 
diseases that need long-term or even life-long care and 
treatment. This is really a formidable challenge to our health 
systems. Furthermore, there is an obvious deterioration of 
peoples’ health due to environmental pollution; and due to 
unplanned or poorly planned urbanization. And, because of 
several contributing factors, new infectious pathogens keep 
appearing posing significant health risks to our population. 
More than 30 new infectious agents have been found during 
the past three decades. Despite all these and other challenges, 

Regional Meeting on Role of Medical Education to Address the Current Health 
Challenges, Bangkok, Thailand, 13-15 June 2012.
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our countries are expected to attain the targets set for health-
related MDGs by 2015. 

With inadequate promotive and preventive care, many 
people often get sick unnecessarily and die prematurely, 
particularly those among the disadvantaged groups. This 
situation is burdening our health systems, especially the 
medical care facilities and contributes to the increasing or even 
skyrocketing of medical care cost. This is a critical challenge 
for our governments, as far as the financing of health services 
is concerned. 

To face these and other health challenges, among others, 
we need more robust health systems, striking a good balance 
between community-based and institution-based health 
care—community-based care that focuses primarily on health 
promotion and disease prevention and institution-based 
care that is designed mainly for curative services, diagnosis, 
treatment and rehabilitation. These two important functions of 
health systems must work in perfect tandem and in complete 
complementarity to each other, in order to ensure optimal cost-
efficiency and cost-effectiveness of health care and services at 
all levels. 

Medical education institutions are indeed an important 
part of national health systems in contributing to the 
governments’ efforts in addressing the current health challenges. 
Medical education institutions are indispensable sources of 
knowledge and expertise that are needed for supporting public 
health and community health work. WHO is organizing this 
meeting as a platform for a diverse group of professionals 
to review the current health challenges in South-East Asia 
Region as well as to identify the relevant strengths, gaps and 
opportunities of the existing role of medical education in facing 
these challenges. We will deliberate upon the issue of how 
contemporary medical education can be made more effective 
in the light of the prevailing national and international health 
scenarios and perspectives. 

Hopefully, at the end of the meeting, we would be able 
to come up with a consensus on a strategic framework for 
strengthening medical education that would support national 
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health systems more effectively in responding to the current 
health issues by identifying this strategic framework, and broad 
actions for implementation at national and institutional levels. 
During this meeting, we will touch upon the entire range of 
undergraduate medical education, involving both clinical and 
public health teaching. 

Generally, medical graduates are equipped to handle 
mainly medical interventions in institutions and to provide 
effective referral services, especially at secondary and tertiary 
levels. At the same time, however, they should have an 
important role to play in direct support to community-based 
health care in support of public health work that is carried out 
at community level by multidisciplinary and multisectoral teams.

Some medical graduates may be specially interested 
in public health practice and they become public health 
practitioners, serving people right in the community. However, 
other medical doctors who prefer practising in various 
medical specialities can also contribute effectively to public 
health interventions by bridging the gap between care and 
services provided in the institutions and those provided to the 
population right at the community level. Furthermore, and very 
importantly, medical institutions have an indispensable role to 
play; in training, education and supervision of community-
based health workforce; and in contributing to monitoring and 
assessing quality of community-based health care and services.

To play these roles effectively, medical graduates need 
orientation that can lead to the development of public health 
instinct and public health mind. Several attempts have been 
made in the recent past to ensure this. One such effort 
was the Regional Meeting on “Teaching of Public Health in 
Medical Schools” held in Bangkok in 2009. Another important 
endeavour is the “Health Promoting Hospitals Initiative” 
whereby hospitals are being challenged to go beyond their 
traditional roles and boundaries.

Hospitals are being called upon to place more emphasis 
on social, physical, economic and environmental determinants’ 
that support healing while promoting and maintaining good 
health of people. These determinants can ensure a holistic 
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approach in the treatment and care of patients. Our efforts 
should continue to ensure the realization of comprehensive 
and integrated health care to all people, by breaking the wall 
between medical interventions and public health interventions.

Wherever they work, medical graduates should be 
ideally equipped with the required knowledge, attitudes, 
skills and competencies for both medical and public health 
work. The competencies of medical graduates acquired from 
their professional education should match with the principle 
of human eco-system and with the principle of disease 
epidemiology as well as with the socio-cultural and economic 
context of the community in which they serve. Furthermore, 
medical graduates need to understand and be prepared to 
work efficiently and effectively in a multi-disciplinary and multi-
sectoral environment. 

All in all, we should now look at health with a high ethical 
and moral standard, beyond the disease domain and beyond 
mere survival. We should look at health in terms of well-
being and quality of life and in the context of overall national 
development. Health development should be viewed and 
geared towards building human potential and human capital 
that can effectively contribute to national wealth and prosperity. 

I wish this meeting all success in developing a strategic 
framework to strengthen medical education programmes for 
preparing medical graduates who will need to contribute 
effectively to the efforts of our governments in addressing 
health challenges today and in the future. Medical institutions 
must assert themselves accordingly in playing their roles as an 
important part of national health systems to ensure quality 
health care and services for all people, including the poor and 
the underprivileged. 
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Universal health coverage

With recognition of health as a fundamental right of every 
human being, most countries are making concerted efforts to 
ensure equity and social justice in health. Towards this end, 
the countries are in the process of instituting measures to effect 
universal health coverage (UHC). This meeting is in pursuance 
of the recent resolution of the WHO Regional Committee for 
South-East Asia, that requested for a regional strategy to support 
the development of UHC in Member States in the Region. 

The idea to achieve “health coverage” for all people is 
not new. The health for all/primary health care (HFA/PHC) 
movement, started 34 years ago, called for measures towards 
such a coverage as the prerequisite for health and well-being 
of all people. The PHC approach, which is the key to HFA, has 
been geared towards all dimensions of universal health coverage, 
including among other things, access to “quality health care” at 
affordable cost. To help ensure affordability and sustainability 
of UHC in the long term, particular attention should be paid 
to public health interventions to provide adequately promotive 
and preventive care, which can contribute to a more effective 
reduction of the disease burden, and in effect, lead to lowering 
of the health care cost.

Measures to reach the hard-to-reach or the unreached are 
indeed important; to ensure coverage of the population at the 
grassroots. Such measures apply appropriate health technology 
through community-based health care systems, and promote 
self-reliance in health at community level through education 
and empowerment of all people. 

Regional Meeting on Universal Health Coverage, SEARO, New Delhi,  
16-17 April 2012.
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While we agree on the three strategic directions of 
UHC, namely complete population coverage, irrespective 
of the capacity to pay; availability of service package for 
all; and the most cost-effective use of available resources. 
Our considerations must take into account the prevailing 
demographic, social and economic situation in each country 
to ensure the relevant approach of UHC to the ground reality 
in the country concerned.

Also, to keep in mind that health services may be made 
available, but the same may not be accessible. Constraints 
to accessibility are not only physical or financial, but also 
psychosocial. Attention should be specially paid to those who 
are socially and economically disadvantaged.

Furthermore, the public health principle is still valid 
and relevant to ensuring universal health coverage. Without 
prejudice, we are still applying the principle of public health 
and PHC approach in tackling the current health challenges, 
including UHC.

The Regional Parliamentarians’ Conference held in 
Bangkok recently recognized the critical importance of robust 
“national public health systems”. Establishing affordable and 
sustainable UHC is within our means and within our national 
resource context. Countries in SEAR have made significant 
progress in the areas of public health and primary health care, 
and can therefore contribute greatly to the achievement of 
UHC. 

The national rural health mission in India is an exemplary 
initiative in this regard. We have had rich experiences from 
outside the Region too. Lessons from these experiences will 
be useful as the basis for development of our regional strategy 
on UHC. Such a strategy, once finalized, will provide useful 
guidelines for countries in their efforts in this connection. And, it 
will help guide WHO in providing effective support to countries. 

Nothing is more important than country capacity in 
ensuring quality health care for all people, regardless of their 
social and economic status. To improve the quality of life of 
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all our people let us move forward collaboratively towards this 
noble social goal of UHC. 

At the historic World Health Assembly in 1977, Member 
States of WHO collectively called for global equity and social 
justice in health to focus on the two main concerns: concern 
with the widening gap between haves and have-nots in health, 
and concern with the unjust distribution of the world resources 
for health. Even now, after 35 years, these concerns remain. 
As such, these are our main concerns today in our quest to 
achieve UHC. 
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Education of health professionals

I highly commend the Public Health Foundation of India for the 
particular attention paid by it to issues relating to the subject 
of Education of Health Professionals. 

In collaborating with Member States, WHO has always 
placed emphasis on the development of human resources for 
health (HRH), and in particular on the education of health 
professionals as the overriding component of health systems 
development. We strongly believe that the right health 
workforce can contribute effectively to the success of health 
development in countries, success that ultimately can help 
ensure equity and social justice in health. 

With the advent of the social goal of health for all (HFA) 
in 1977, HRH has become an important contributing factor to 
efforts towards achievement of this goal. Worldwide, efforts 
have been intensified to reform health systems, as well as 
the development of HRH to ensure effective support to the 
implementation of the “Global Strategy for Health for All”. The 
principle underlining the strategy has been maintained as our 
aspirational goal in the field of health until today. 

The following are some of the important efforts relating 
to education for health professionals undertaken recently in 
the WHO South-East Asia Region: 

 y “Calcutta Declaration” on Public Health in SEAR in 
the 21st Century (1999); 

 y “Health Ministers’ Declaration” on Health 
Workforce Development for SEAR (2006); 

Five-Country Regional Workshop on “Education of Health Professionals”, 
New Delhi, India, 4-6 April 2012.
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 y “WHO Regional Committee Resolution” on the 
same subject (2006); 

 y “WHO Regional Strategy on Strengthening Health 
Workforce (2009)”; and

 y “Regional Call for Action” on Strengthening the 
Management of HRH (2012). 

Human resource for health should be developed to 
effectively support the implementation of governments’ policies 
towards the goal of equity and social justice in health through 
universal health coverage. In addition to effective institutional 
medical care and services to achieve this goal, there must be 
strong community-based and population-based health care 
and services. 

The two layers of health services, community-based and 
institution-based, must work in perfect tandem, and in perfect 
complementarity with each other. While ensuring effectiveness 
of institutional medical care and services through education of 
medical personnel more efforts are needed for the development 
and education of the public health workforce, which also 
includes community-based health workers. 

Health staff at primary care and primary health care 
levels need a lot more investment from the government in their 
development and education. These people, community-based 
health workers, are at the vanguard to provide promotive and 
preventive care to the community. This is in addition to other 
aspects of their role in primary health care development, 
especially their role as change agents for health of the community. 

People in the population in general are both sick and not 
sick. Our health systems should not be designed only or mainly 
for taking care of the sick but also for taking care of the not-
sick people. Our health systems must be designed to serve the 
entire population. Our efforts should also be geared towards 
keeping the not-sick people, not to get sick soon or sooner, or 
not to get sick severely. We need health systems that promote 
health; protect health; and maintain good health of all people. 

Curative care is indeed necessary when people fall sick. 
We must treat the sick, and we must treat them very well, 
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physically and psychosocially. Therefore, we must, at the 
same time, ensure availability of effective institutional medical 
interventions. We need medical facilities where specialized 
services are available for responding to medical needs of 
people. No less important is the role of medical institutions to 
help ensure quality of health services in the community through 
training and supervision of community health workers, through 
monitoring and assessing the quality of community health care. 
It should be kept in mind that if we do not do enough to ensure 
the provision of promotive and preventive care: 

 y more people will fall sick, and probably get sick 
severely; 

 y medical facilities will be loaded with sick people; 

 y more medicines and medical devices are needed 
for treating them; and

 y health-care cost will keep increasing, even 
skyrocketing. 

Promotive, preventive and primary care through public 
health interventions and the primary health care approach 
will certainly contribute to a reduction of the disease burden 
and to reduction of the health-care cost. With promotive and 
preventive care, people will live longer, they will enjoy a better 
quality of life, they will live to their full potential, and be more 
productive in contributing to national, social and economic 
development. 

We now have a rather strong system of institutional 
medical services – while our community-based health care, 
including primary care is still rather weak. We should develop 
our medical workforce in such a way that they can drive the 
institutional services to effectively strengthen and support 
primary and community health care. We need public health 
and community health workforce in our pursuit towards 
achievement of MDGs, in our attempt to mitigate the health 
impact from climate change, and in our efforts to tackle 
other emerging health challenges. Curative and rehabilitative 
interventions are not enough to fight NCDs effectively. Primary 
prevention, focusing on risks and determinants, is another key 
strategy in our fight against NCDs. 
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In order to change from one perspective to another in 
health development we need HRH with a wide vision. We 
need HRH who can view health of all people in a community 
in a holistic manner. We need HRH who understand the whole 
gamut of health problems and health challenges being faced by 
the country — HRH who can look at problems and challenges 
beyond the “tip of the iceberg”. We need HRH who are socially 
responsible and dedicated. It should be borne in mind that we 
are yet to move forward in a big way to improve the relationship 
between health care providers and health consumers. 

A deficiency in this relationship leads to inefficiency in 
health care and services at all levels. A lot needs to be done 
in the process of education of health professionals towards 
equity and social justice in health, and towards affordable 
and sustainable UHC. It is important that, among others, 
psychosocial and ethical dimensions of health care must be 
adequately incorporated into educational programmes for all 
health staff. 

I have always admired the Government of India (GOI) for 
launching its “NRHM initiative” to achieve the goal of UHC. 
Several important activities have been undertaken to strengthen 
community health workforce, such as the ASHA scheme. 
Indeed, PHFI has an important role to play in supporting the 
GOI in pursuing this far-reaching goal, the goal of UHC. 

I also congratulate the Public Health Foundation of India 
for organizing this “Five-Country Situation Analysis” workshop. 
The efforts being made by these countries in education of health 
professionals are admirable indeed. The outcome of this event, 
I am sure, will have a significant implication for the future 
development of health professional education in these and 
other countries. WHO will always stand ready to collaborate 
in this important exercise. 
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Strengthening national public health 
response

I warmly welcome you all to the Regional Conference of 
Parliamentarians on Strengthening National Public Health 
Systems for Emerging Health Challenges. I sincerely thank the 
Honourable Parliamentarians, distinguished advisers, and all 
others, for sparing their valuable time to attend the conference. 

Our efforts in health and overall national development 
have contributed significantly to health improvement in our 
countries. In comparison with the situation three decades ago, 
in general, people today are healthier; they live longer; and 
less number of children and mothers die. 

However, these achievements in health are neither 
uniform, nor satisfying. The gap in health between the rich 
and the poor is still very wide indeed in terms of both quantity 
and quality. Health resources are still unfairly and unjustly 
distributed and utilized. While we are able to control certain 
communicable diseases, other infectious agents are emerging, 
while noncommunicable diseases are rapidly becoming 
problems of public health importance. 

The current demographic transition has brought with it, 
among others, an elderly population that creates more demands 
for special care and services, along with increase in its social 
and economic dependency. While we can overcome some 
problems in health, the new challenges that affect health keep 
on emerging. The global climate is becoming warmer nowadays, 
resulting in the melting of glaciers and snow. The sea level 
is rising. The frequency of rains and cyclones is increasing, 
leading to devastating disasters. Our environments have been 

Regional Conference of Parliamentarians on Strengthening of National Public 
Health Systems for Emerging Health Challenges, Bangkok, Thailand, 19-21 
March 2012.
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badly degraded with all types of pollution. The environmental 
degradation severely affects the health of all people, with the 
poor being the most harshly hit. 

Furthermore, today’s health problems are compounded 
by the global economic crisis, and the global food shortage. 
Because of inadequate support from wealthy nations the 
strengthening of health systems in developing countries is being 
adversely affected. Hunger and malnutrition in the poorer 
sections of society are getting aggravated. 

At the same time, we have to put all our efforts to ensure 
that we reach the health-related Millennium Development 
Goals by 2015, especially the goals targeted at reducing 
maternal and child mortality and mortality due to certain 
important communicable diseases. Furthermore, another critical 
challenge to our health systems nowadays is the ever-increasing, 
indeed skyrocketing health-care cost. The health-care cost is 
increasing because of increasing population. However, it is the 
unhealthy section of our population that has people getting 
sick frequently and severely. It is to treat people from this 
section of the population that a greater number of medicines 
and sophisticated medical devices are required, leading to an 
increase in the cost of health care in countries of our Region. 

In view of these and other prevailing health issues, we 
need to review on time and, if necessary, reorient our national 
health policies and strategies. We have to ensure that our 
health systems are well prepared and equipped to face those 
challenges. Obviously, we need to invest more in promotive 
and preventive care and to devote much more efforts to the 
development of effective community-based and population-
based health care and services. Such care and services will 
help ensure that people stay healthy, as much as possible, in 
their communities. 

With this perspective in view we need to spend more 
resources on the development of our public health systems. We 
need to double our efforts in implementing the primary health 
care approach to support community-based health care and 
services. As far as health is concerned, we need to move forward 
towards more effective education, as well as empowerment of 
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all people in the community. Multisectoral and multidisciplinary 
actions performed in the most coordinated manner are the 
prerequisites for success of all these efforts. 

Equally important, the development policies and 
programmes of all non-health sectors should explicitly reflect 
human health concern. And people’s health should be 
promoted and protected as an integral component of the 
sectoral development efforts of all sectors. 

It is critically important that we vigorously strengthen 
and further develop our community-based health workers, 
and our public health practitioners. These health workers and 
practitioners can help our governments move forward effectively 
towards universal health coverage. They can help ensure, 
among others, that health-care efforts reach the unreached 
population. And certainly they can contribute significantly to 
equity and social justice in health. With important contributions 
from public health and community health workforces we will 
be able to achieve universal health coverage in the most cost-
efficient and cost-effective manner, which our governments 
can afford and maintain in the long term. 

Honourable parliamentarians, you are in the best 
position to influence governments’ health policies and strategic 
directions that can guide us towards effective interventions 
against current health challenges and towards affordable and 
sustainable UHC. Even more important, parliamentarians are 
in the best position to ensure effective allocation and utilization 
of national resources for implementing the renewed health 
policies and strategies that are directed towards more effective 
development of promotive and preventive health care in the 
community. The people are counting on you in re-shaping 
the national health scenario and in strengthening national 
stewardship in health towards good health and good quality 
of life of all peoples in our Region. 
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South-East Asia Primary Health Care 
Innovation Network

The twentieth century has witnessed unparalleled progress in 
human development. This includes significant improvements 
in health in people living in South-East Asia. All over the 
world, people are living longer, a lesser number of children are 
succumbing to preventable disease, fewer women lose their 
lives during pregnancy and childbirth. 

The Alma-Ata Declaration on Primary Health Care (PHC) 
adopted at the International Conference on Primary Health 
Care held in Alma-Ata in 1978, recognized primary health 
care as the key to the attainment of Health For All, (HFA) i.e., 
the key to the attainment of the level of health that will permit 
all people in the world to lead a socially and economically 
productive and satisfied life. 

The goal for Health For All is a social goal. The HFA/PHC 
principle, among others, is based on the principles of equity 
and social justice in health and these remain valid even today 
and continue to drive our efforts in health development. 

Commemorating the 30th anniversary of the Alma-Ata 
Declaration, in 2008, we had a re-look at the need to revitalize 
primary health care, taking into account the changing scenarios 
of global health. This was an occasion to look back and look into 
the future. Indeed, at the Regional Conference on Revitalizing 
PHC held in 2008, countries in the South-East Asia Region 
resolved to adopt a “developmental approach” to health rather 
than focus exclusively on health care service delivery. 

Annual Meeting of the SEA-PHC Innovation Network (SEA-PIN), Bangkok, 
Thailand, 21-23 February 2012.
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The 34 years of primary health care has undoubtedly influenced 
positive changes in health policies and health systems. Health 
development is no longer seen in isolation, and a realization 
about its multisectoral nature and need for involvement of 
multi-stakeholders and multiple partners is now universally 
appreciated. This has also given an impetus to public health, 
and the community health approach. Needless to say, all these 
developments have resulted in improvement of health status 
of people and communities the world over. 

The Health For All Primary Health Care movement 
for over three decades has been instrumental in improving 
people’s health worldwide. However, such an improvement is 
not uniform, either within or among countries. It is a matter of 
concern that the progress that we have made in public health 
is not evenly spread throughout the population. Health equity 
and access to affordable good quality health care remain major 
concerns for large segments of the population. One of the 
main reasons for this scenario can be attributed to the unjust 
distribution of health resources, which has resulted in the 
prevailing wide gap in health between the haves and have-nots. 

Even as we continue to address existing public health 
challenges including the control of communicable diseases, 
emerging and remerging infectious diseases and issues related 
to maternal and child health, we are confronted with the 
looming epidemic of noncommunicable diseases. The health 
challenges posed by global warming and climate change and 
the frequent occurrence of natural and man-made disasters 
are other challenges that health systems have to deal with on 
a regular basis. Additionally, the economic crises being faced 
by many countries adds to the challenges of addressing the 
epidemiological transition that countries in our Region are 
now confronting. 

People’s involvement in health development now needs 
more community participation and involvement than ever 
before. The importance of the services rendered by health 
workers and volunteers who provide basic health services at 
the grassroots level in implementation of primary health care 
cannot be exaggerated. They must act as change agents by using 
the tool of education and empowerment. The emphasis on 

Health 
development 
is no longer 

seen in 
isolation



Strengthening public health in the South-East Asia Region174

provision of health care services - which is the role of primary 
care - needs to be balanced proactively to build their capacity 
for health promotion and disease prevention in the community. 

It is imperative that people in the community must be 
educated and empowered to enable them to take informed 
health decisions. Towards this end, equipping the community 
for “self-care” assumes great importance. We need to equip 
community health workers adequately to ensure that they are 
able to face today’s community health challenges in the most 
efficient and effective manner. We also need to ensure that 
these workers are capable to perform as change agents through 
educating and empowering the people. HFA/PHC movement 
is considered as a “social reform” in the health area. It should, 
among other things, entail demystification of health knowledge 
and health technology, to enable its appropriate use by people 
in community. In addition to social control of health technology, 
development of appropriate and affordable health technology 
to address current and emerging health issues is of paramount 
importance. 

To address the current health issues effectively, we 
need to go far beyond the confines of the health sector. 
Coordinated, multisectoral and multidisciplinary actions are 
imperative. Therefore, with these requisites as the background, 
revitalization of PHC should adopt a developmental approach. 
This approach must incorporate innovation and new ideas from 
evaluation and research. Primary health care must not only 
focus its activities on the delivery of health services but also 
has to be research-oriented and research-based. 

PHC is health care for all people by all people and PHC 
is people’s health-care systems by people for people. It is 
important to emphasize that PHC is not exactly the same as 
primary care. PHC is more than primary care, which is the first 
level of government health care delivery systems. PHC is an 
important tool for public health actions to reach the unreached. 
We are yet to really achieve universal coverage of health care, 
through reaching the unreached. 

The South-East Asia PHC Innovations Network, popularly 
known as SEAPIN, has been established to provide a platform 
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for experience sharing and collective thinking about the 
measures that countries in the Region can adapt to further 
strengthen primary health care to meet the contemporary 
and emerging health challenges. In fact, SEAPIN should play 
the role of a regional think tank that engages in out-of-the-
box thinking to suggest innovative interventions for health 
systems strengthening based on PHC principles. Some of the 
areas that can benefit from innovative approaches include an 
inclusive health financing mechanism to ensure health equity, 
approaches and initiatives for building community-capacity 
for self-care, introducing innovative technology for capacity-
building of community-based health workers and volunteers, 
effective approaches for proactive community action for health 
promotion and protection and so on. 

I am sure that the vast talent and expertise of members of 
SEAPIN will be utilized for operational research to seek solutions 
to these and similar issues. I am confident that SEAPIN will be 
able to influence evidence-based policy strengthening for health 
systems strengthening based on PHC.

I would like to thank the Institute of Primary Health Care 
Innovations, Thailand, for offering their services to function as 
the Secretariat of the SEAPIN and for organizing this meeting. I 
am confident that your deliberations will pave the way to further 
accelerate revitalization of primary health care in the Region. 
On our part, I would like to assure you of WHO’s continued 
support to SEAPIN in spite of the current financial constraints 
that we are facing. I am confident that in spite of the diverse 
understanding and ideas we can work together towards the 
goals of HFA, equity and social justice in health and affordable 
universal health coverage to enable our people to lead socially 
and economically productive and satisfied lives.
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Health promoting hospitals

The idea of “Health Promoting Hospitals” (HPH), is said to 
have come from the “Healthy Settings” approach, which was 
originally suggested in the Ottawa Charter on Health Promotion. 

The healthy settings approach led to many initiatives 
aimed at health improvement in specific settings through health 
promotion and healthy environments. Thailand launched 
Healthy Villages towards “Health for All” during the 1980s, 
through the implementation of PHC approach. 

I am very pleased to see Dr Amorn Nondasuta among 
us today. Dr Amorn has been pioneering the PHC movement 
in Thailand since the Alma-Ata Declaration 34 years ago. We 
have benefited a lot from his wisdom in PHC development and 
application. Dr Amorn, I personally welcome you. 

In other places, there were: 

 y Healthy Cities, 

 y Healthy Islands, 

 y Healthy Schools,

 y and so on 

Now we have “Health Promoting Hospitals”. One may 
argue that health promoting hospitals is not the same as “healthy 
settings” as just mentioned. We will hear from the discussions 
during the course of this meeting the intended purpose and 
concept of the health promoting hospitals initiative and we will 
hear how we may be able to move forward more effectively in 
promoting its implementation. 

Workshop on Health Promoting Hospitals, Bangkok, Thailand, 20-23 February 
2012.



Heath Systems Development 177

The primary purpose of HPH should be to help restore 
“health” and “well-being” of hospital patients in a more 
effective manner, especially for those with chronic conditions, 
and those who need long-term, or even life-long treatment 
and care. However, I understand that HPH is also meant to 
benefit hospital staff and other visitors to hospitals, and beyond. 
The concepts of health promotion and health education are 
particularly applied in the development and implementation of 
HPH initiative. HPH can be promoted as an important part of 
health services systems, that ensure continuum of care which 
links to community social welfare services. 

HPH primarily helps improve “quality of life” and restore 
the “independence” of those chronically ill. HPH indeed needs 
multidisciplinary and multisectoral efforts in the development 
and implementation process. HPH are to provide better support 
to those who already have established morbidity and disability 
and are under curative and rehabilitative care of hospitals. 

HPH is to help patients go back to their families with 
adequate medical and social back up, from both hospitals 
and communities with the consideration that many curative 
interventions are not a one time action, let alone rehabilitative 
care. HPH is a commendable initiative that should be developed 
and implemented in all hospitals regardless of the levels of care.

All of us need to have good health all the time, if 
possible. However, good health in the positive sense is not 
easy to achieve. Everyday, we are overwhelmed with sickness. 
We, health professionals, health workers, are very busy with 
treatment and care of the sick until we have no time or not 
enough time to adequately promote good health of population. 

It is even more difficult when health promotion mainly 
involves modification of lifestyles and behaviour change. 
Effective health promotion needs good discipline on the part 
of people that we cannot easily get. People, in general, do not 
easily appreciate ways and means that can make them staying 
healthy. In health promotion, we know a lot about “what”, 
but we are still struggling on “how” to effectively achieve good 
health through health promotion. It is even more difficult, 
when health means not only physical, but also mental and 
social well-being.
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On the other hand, sickness effectively attracts attention 
of everyone from lay people to policy-makers. Our efforts in 
health are, therefore, directed mostly to treating and caring for 
the sick. Health facilities are mainly established for treatment 
of the sick as their primary purpose. Common people may not 
pay enough attention to good health until they get sick, sick 
often and sick severely and until they have to seek care and 
treatment at health facilities, especially hospitals. 

Therefore, hospitals are the place where we can 
conveniently and more effectively make people appreciate 
good health and promote good health. Hospitals have a 
concentration of health-care resources, professional skills and 
medical technology. Hospitals have staff who know health and 
disease well and who know how to tell patients to prevent 
disease and promote health. Hospitals are the place where 
people can easily see suffering from sickness. Hospitals are the 
place where knowledge on health and disease can be effectively 
imparted to patients and their relatives. 

Hospitals are, therefore, the place for effective health 
promotion and health education. Such health promotion and 
health education will directly benefit the patients themselves 
and probably their accompanying relatives. It is important 
to ensure that the benefit from health promotion activities 
organized in hospitals will also be extended to the patients’ 
families and communities. However, it is equally important to 
keep in mind that the population target of hospitals is primarily 
sick people and also, for several reasons, sick people in the 
community come for hospital services. 

I am confident that efforts have been made by all 
interested and concerned people to ensure that the Health 
Promoting Hospitals initiative will also benefit all people in the 
community, whether sick or not. Health promotion activities can 
be conveniently and effectively organized in hospitals. However, 
the practice of health promotion is taking place mainly at home 
and in the community. 

Therefore, It is well understood that HPH cannot be 
practiced in silo. Hospitals must work collaboratively with 
community-based health and other social services. 
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I am now emphasizing in particular health promotion 
in the context of “primary prevention”, that lays emphasis on 
“risk” and “determinants”; “social determinants”, in particular. 
Primary prevention is the matter of managing health risks and 
health determination; in order to help people stay health and 
free from sickness.

It is the intervention that ensures:

 y optimal growth and development of children and 
young people, 

 y health protection for everyone, and maintenance of 
good health for all people. 

All people or the entire population are the target for 
primary prevention, sick and not sick. 

The goal of primary prevention is the achievement of 
the level of health that can permit people to live socially and 
economically productive lives. Health promotion which is the 
key component of primary prevention is to keep people healthy 
as much as possible and not to fall sick easily or severely.

We should keep in mind the fact of life also that everyone 
will get sick anyway; but it should not be “sooner” or “severely”. 

We need to intensify our efforts towards helping people to 
remain healthy rather than spend immense efforts and expense 
in curing diseases that can easily be avoided. 

For health promotion to be effective, it must be 
implemented through “public health actions” and through the 
“primary health care approach”. These are the interventions that 
have “education” and “empowerment” of people as the main 
strategy, the interventions that promote and support all people 
to be able to take care of their own health, individually and 
collectively. This is the ultimate aim of the “primary health care 
approach” of which health promotion is a main component.

It is extremely important to understand also that there is no 
clear cut demarcation line between promotive and preventive 
care on one side and curative and rehabilitative care on the 
other. Actually, the two are mutually inclusive. They are actually 
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integral parts of a comprehensive health care and services 
system. Promotive, preventive, curative and rehabilitative care 
are in the same continuum of a “holistic health care approach” 
which encompasses all stages in the development process of 
health and disease. In this process, hospitals can significantly 
contribute to health; either positive or negative. However, to 
repeat, the process towards good health begins with health 
promotion and disease prevention. These are main strategies 
of public health interventions.

For this purpose, health promoting hospitals have to 
operate in close working relationship with civil society and 
with various community-based organizations which are 
multidisciplinary and multisectoral. While doing this, the 
primary role of the hospital where the sick can come and get 
the best care and services physically and emotionally needs 
to be kept in mind. Effective health promotion and disease 
prevention are the prerequisites for assuring the well-being of 
life, the quality of life which also includes social and economic 
productivity of individuals and of community. Health promotion 
and disease prevention are indispensable factors for healthy 
longevity of life, life with minimum morbidity or disability, life 
with less dependence on others; socially and economically. 

Today, we are facing a multitude of challenges in the 
provision of medical care and medical treatment. Very important, 
among these is the ever “increasing” and “skyrocketing” “health 
care costs”. We need to build our health systems that can 
effectively keep people away from hospitals, keep people stay 
positively healthy in their families and communities, as much 
as possible. 

Family and community-based health and other social 
services are the basic requirements in this perspective. Certainly, 
these services cannot go alone without effective support from 
medical care at secondary and tertiary levels.

By extending their activities beyond their walls, especially 
in areas of health promotion and health education, hospitals can 
significantly contribute to the efforts in tackling the formidable 
challenge of health care cost, reducing disease burden, reducing 
health care cost and contributing to the government’s efforts 
towards “universal health coverage”.
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To be cost-efficient and cost-effective, the balanced 
services of promotive, preventive, curative and rehabilitative 
care need to be integratedly provided. I believe that the concept 
of “health promoting hospitals”, if effectively implemented in 
both letter and spirit will take us a long way forward towards 
healthy individuals, healthy families, and healthy communities.

Laudable initiatives continue to disseminate information, 
ideas and success stories through i) building networking, linking 
this initiative of various parts in the world; ii) creating platform 
such as this workshop.
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Human resources for health

In Bali in 2006, we were here to finalize the Regional Strategic 
Plan for Strengthening the Health Workforce in the SEA Region. 
Now, we will review the progress in implementing that Strategic 
Plan and identify ways and means to face the current challenges 
more effectively in the management of human resources for 
health. Health workforce is the most important component of 
our numbers of human resources with a good balance in their 
categories. 

Health systems need workers who are competent, skilled, 
socially responsible, dedicated, and committed to serving the 
entire population. In managing health workforce, we have 
always faced several challenges such as overall shortage, or 
shortage in certain categories; inadequate investment by the 
governments in the production of overall workforce, or of 
certain categories, lack of effective educational and training 
programmes, migration of health staff from rural to urban areas, 
from public to private sector, and out from countries. 

Issues of human resource management are normally 
confined to four main areas: production, deployment, 
utilization and career development. The issues in these broad 
areas need to be managed in a planned and systematic manner 
and tackled within the framework of “national health policies”, 
the policies which should form the basis for the development 
of the national HR plan for health. 

It should always be kept in mind that human resources 
must be developed to fully support the implementation of 
national health policies. 

Regional Consultation on Strengthening Management of Human Resources 
for Health in SEAR, Bali, Indonesia, 13-16 February 2012.
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In the management of national health systems in the light 
of the current health challenges, there is a need to reorient 
our national health policies more towards public health 
interventions and community-based health services. We have 
observed investment of a bigger proportion of national resources 
in building health facilities for curative care to serve the sick 
people. At the same time, the resource allocations for promotive 
and preventive care are very small indeed. 

We need to seriously consider putting promotive and 
preventive care at least at par with curative care. This approach 
will have important impact on our health systems, especially on 
the health-care costs. Now, it is time to think of a more effective 
approach to the investment in health that can ensure a well 
balanced development between preventive and curative care.

 Adequate preventive interventions in health care will lead 
to better growth and development of our children and better 
protection of health of our population. Inadequate preventive 
care will lead to the situation that people get sick more often, 
and with more severe conditions, a situation that leads to the 
increasing use of treatment facilities, medicines and medical 
devices. Health-care cost will be increasing and skyrocketing. 
Promotive and preventive care will help relieve these burdens, 
in both the short and the long terms. 

For this to happen, we need more public health personnel, 
including community-based health workers. We need the 
workforce that is capable to effectively develop and implement 
population-based and community-based health programmes 
for health promotion, and disease prevention and control. 

The competence and skills of community-based health 
workers need to be ensured and their status at the professional 
level may be recognized, whenever justified. We need health 
workers who are able to effectively develop and run primary 
care facilities at the community level. These health workers 
are much needed as an indispensable force to meet today’s 
health challenges, such as mitigation of health impacts from 
climate change, implementation of health programmes towards 
achieving UN Millennium Development Goals, prevention and 
control of emerging infectious diseases, and prevention and 
control of noncommunicable diseases. Certainly, at the same 
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time, we must recognize that community-based health services 
need secondary and tertiary care where the very sick people 
can be referred to and treated effectively, whenever required. 

Human resources for providing referral services also need 
to be adequately developed in both quantity and quality. 

In the management of the health workforce, it is also 
necessary to consider rationalization of the utilization of various 
categories at various levels, especially in terms of cost-effective 
use in order to get the best result from health care at reasonable 
cost. 

Services at the secondary and tertiary levels require 
specialized medical personnel and they must be cost-effectively 
utilized. Community- and population-based services need 
more generalists with skill mix, as part of a multidisciplinary 
health team. 

Proper rationalization of the utilization of health staff can 
contribute to alleviation of the problem due to brain drain from 
rural to urban areas. 

Issues relating to human resources for health in the SEA 
Region require urgent attention. It is an area of high priority 
for WHO. The Member States have committed to dealing 
with these issues in a coordinated manner. The Ministers of 
Health at their 24th meeting in 2006 adopted the “Dhaka 
Declaration” on Strengthening the Health Workforce in the 
Region and the WHO Regional Committee for South-East 
Asia the same year passed a resolution on the same subject. 
As already mentioned, the SEA Regional Strategic Plan for 
Health Workforce Development was formulated for guiding 
implementation of the Resolution and the Declaration. 

The health challenges that have emerged during the past 
years necessitate significant changes in national health policies. 
Reorientation of human resources for health is needed to 
effectively realize such policy changes. 

I hope that this meeting will review the health workforce 
situation in the Region in light of the health challenges currently 
being faced by the Member States. 
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Research for health

The Advisory Committee on Health Research for the WHO 
South-East Asia Region was established in 1976 to advise the 
Regional Director on matters relating to health research in 
the Region and especially on policies, strategies and specific 
priorities. The SEA-ACHR is a part of the “global network” of 
WHO Advisory Committees on Health Research. The agenda of 
the ACHR meeting is framed on the basis of the current trends 
and needs in health research in the Region. The SEA-ACHR 
meets annually or biennially, depending on the situation. 

This 32nd meeting is being held two years after the 
31st. We spent the past two years for follow-up on the 
recommendations of the 31st meeting. Therefore, this 32nd 
meeting will pay particular attention to these follow-up actions. 
These are especially the actions on subjects such as: 

 y Regional Strategy on Research for Health; 

 y Regional Policy on Research Aspects of 
Immunization; 

 y Research and Development in areas of Vaccines 
and Drugs; and 

 y Strengthening Country Capacity in Health Research.

Certainly, during the course of our deliberations some 
other issues of common concern may be brought up for 
discussion. 

At the 31st meeting, we discussed at length the issues 
relating to “Research for Health”. In view of the fact that 

The 32nd Meeting of SEA-ACHR, Bangkok, Thailand, 11-13 October 2011.
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today health has gone far beyond the health sector, health 
development needs the involvement of the disciplines in sectors 
other than health. In order to achieve the social goal of HFA, 
health and all other sectors must work together for health; 
either collectively or individually. The goal is to achieve the 
level of health that will permit all people to lead a socially and 
economically productive and satisfied life. “Health concern” 
and “health protection” must be explicitly reflected in the 
development policies and programmes of all sectors concerned. 
And therefore, research to support today’s health development 
is no exception. 

Research for health is to promote research in support of 
“Healthy Public Policies” and “Health in All Policies”. We, at 
the 31st ACHR meeting were of the opinion that Research for 
Health is a timely idea in today’s health development work 
to support our pursuit towards the HFA goal. All research 
results, from both within or outside the health sector that can 
have bearings on health should be efficiently coordinated and 
utilized for supporting the development and implementation 
of policies and programmes towards universal health coverage 
and health for all people. 

With the multiplication of stakeholders and partners 
in health development, research for health, including health 
research, becomes a complex undertaking that requires 
efficient management and coordination at all levels. Inadequate 
coordination or cooperation among researchers and research 
institutions has led to wastage of resources due to unhealthy 
competition and unnecessary duplication of efforts. 

As a means to reduce such competition and duplication, 
the WHO system of ACHR has served well as an important 
platform for promoting coordination and networking among 
researchers and research institutes. Globally, at the same time, 
there are a number of other international organizations or bodies 
which serve the same purpose of promoting such coordination 
and cooperation among researchers and institutions. We should 
get familiarized with those organizations and bodies in order 
to have better opportunities of getting access to resources for 
research worldwide. 

To achieve the 
social goal of 
HFA, health 
and all other 
sectors must 

work together



Heath Systems Development 187

I would like to underline the importance of research 
coordination particularly at the country level. We need to 
ensure the most efficient use of all potential resources for 
research for health in particular, those resources that are locally 
available in sectors other than health in individual countries 
such as agriculture, environment and industry. All in all, we 
need to always keep in mind that efficiency and effectiveness 
of our efforts in the development and management of health 
policies and programmes depend on the availability and use of 
research-based evidence and information. Let us forge forward 
together in the most efficient manner to generate adequate 
research-based evidence for the development of effective health 
policies and programmes.
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Safety of street foods

The subject for the consultation, Safety of Street Foods, is timely 
and relevant to the situation in many countries in Asia. Street 
foods are foods that are prepared, sold and consumed on the 
street. Both street foods and fast foods as we know very well, 
comprise an extensive range of ready-to-eat food. But, fast 
foods are largerly commercial-scale products. 

We have long been familiar with street food. But not much 
attention was paid to it. Until recent years, it has been realized 
that street foods also have significant economic potential. Street 
foods are available at affordable price, and are available at 
convenient places for the lower and middle income groups, in 
particular, for the urban middle class. 

Selling of food by street vendors generates employment 
for the unemployed and unskilled. This situation has probably 
contributed to the rapid growth of the street foods sector all 
over the world in recent years. The proliferation of street foods 
has been noted in developing countries for several reasons, 
such as increasing rural-to-urban migration of young people; 
nuclear families replacing large joint or extended families; rise 
in the participation of women in the workforce; and a change 
in the lifestyle of school-going children and office-goers. All 
these and other reasons have led to an increased dependence 
on street foods. Through different communication media, the 
local culinary traditions as reflected in many cases by street 
foods are promoted by the tourism sector. 

For the past two-and-a-half decades, hygiene and safety 
of street foods has received considerable attention. In 1986, a 

Regional Consultation on Safety of Street Foods, Bangkok, Thailand,  
20-23 June 2011.
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joint FAO/WHO Expert Consultation recommended that simple 
measures for the regulation of street foods be systematically 
developed and implemented. The Codex Alimentarius 
Commission and its subsidiary bodies have discussed the need 
for a “code of hygiene practices” for street foods. They also 
discussed the need for guidance to governments on food safety 
measures, including street foods. 

Over the years, both FAO and WHO have continued to 
address public health issues relating to street foods. The street 
foods sector in developing countries is growing rapidly, and 
related public health issues and challenges keep emerging. 
This is in spite of the positive aspect of this growing sector. We 
need to keep in mind that good hygiene for safe food is difficult 
to practise at the street level; and that outbreaks of diarrhoea 
have been often linked to street foods. 

Food-vending activities on the streets are mostly in the 
unorganized sector of the economy. We know that the quality 
of foods that are served on the streets are not adequately 
hygienic; and, therefore, those foods are not safe for human 
consumption. These foods may cause serious public health 
problems, in both the short- and long-term; in the short-term, 
outbreaks of especially food-borne disease. On the other hand, 
the issues of vendors’ identity, their health conditions, and their 
economic sustainability are also areas of concern. 

Some countries in Asia are well aware of these problematic 
issues and have tried to introduce preventive interventions to 
minimize the risk of food-borne diseases from street foods. 
However, in most cases, street foods are still far from any 
acceptable standards of hygiene and safety. 

In the streets of urban areas and small towns in many of 
our Member States, vending of foods is carried out with low 
levels of hygiene and with low levels of food safety standards in 
place. The chance of large-scale contamination of food items in 
street vending is very high; but this issue is not properly dealt 
with by concerned authorities in many cases; and food vendors 
are often unaware of the food safety regulations. 
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Overall personal and environmental hygiene is a critical 
factor to ensure the availability of safe food for consumers. In 
addition, foodstuff must be safely cleansed. 

Water, in particular, is at a high risk of contamination. 
To ensure safe street foods, water used in the preparation of 
foods and in the cleansing of utensils must be really safe and 
of high quality. 

A comprehensive approach to address this multifaceted 
sector has now become an important public health challenge. 
The challenge that needs to be properly and clearly understood. 
The interventions in this comprehensive approach need to be 
carefully planned on the basis of evidence from ground reality; 
and the plan must be implemented strategically. 

A recent study by WHO indicated a wide range of diversity 
in the understanding, management, and monitoring of street 
foods in the Region. Currently, licensing, registration, and 
safety monitoring of street foods vendors are not performed 
satisfactorily. And food inspectors as well as street food vendors 
are not adequately trained. We need to keep in mind also that 
tackling the issues and problems relating to street foods needs 
multisectoral inputs and efforts. 

This consultation is aimed to identify the key elements 
to ensure our actions towards safe street foods. And we aim to 
develop a roadmap for promoting and strengthening the safety 
of street foods in the Region. I am well aware that these are 
indeed difficult tasks; but they are really challenging and needed 
in public health. I am confident that with our combined wisdom 
and consolidated efforts, the objectives of the consultation will 
be successfully met. In this process of our consultation, let us 
also initiate a linkage of institutions for promoting intercountry 
cooperation in this important area. If we are successful in this 
important undertaking, our efforts will substantially contribute 
to the reduction of morbidity due to food-borne diseases in 
the Region. 
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