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OverviewOverview

1. Global health risks 

2. Global health behaviour interventions 

3. Childhood and maternal undernutrition (underweight, iron deficiency, vitamin 
A deficiency, zinc deficiency, suboptimal breast feeding) 

4. Other diet-related risk factors and physical inactivity (high blood pressure, 
high blood glucose, high cholesterol, overweight and obesity, low fruit and 
vegetable intake, physical inactivity)

5. Sexual and reproductive health (unsafe sex, lack of contraception) 

6. Addictive substances (tobacco, alcohol, illicit drugs) 

7. Road traffic injury and violence 

8. Common mental health risk (depression, anxiety disorders) 

9. Parasitic infections (malaria, helminth infection) 

10. Environmental risks (Unsafe water, sanitation and hygiene, urban air 
pollution, indoor smoke from solid fuels, lead exposure, climate change)



The Demographic TransitionThe Demographic Transition

• A change in the population dynamics of a 
country as it moves from high fertility and 
mortality rates to low fertility and mortality 
rates.

The Epidemiologic Transition
• A transition from infectious disease to 

chronic, degenerative, or man-made 
diseases as the primary causes of 
mortality.





Trends in Global AgeingTrends in Global Ageing
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Health risk transitionHealth risk transition



low income, $975 or less; middle income, $976 - $3855









6. Addictive substances6. Addictive substances

• Tobacco

• Alcohol

• Illicit drugs

















The Effectiveness of a Brief Intervention

for Illicit Drugs Linked to the Alcohol,

Smoking and Substance Involvement

Screening Test (ASSIST) in Primary Health

Care Settings:

Phase III Findings of the WHO ASSIST 

Randomized Controlled Trial



What is Screening, Brief Intervention and Referral 
(SBIR)?

What is Screening, Brief Intervention and Referral 
(SBIR)?

• Screening to find:
-- at-risk drinkers (and drug users)
-- possible alcohol (and drug) 

dependence
• Brief  Intervention 

-- Early detection
--Time limited
-- Low cost, easy to use

• Referral of more serious cases to further 
diagnostic assessment specialized care



The Alcohol, Smoking and Substance Involvement 
Screening Test (ASSIST)

The Alcohol, Smoking and Substance Involvement 
Screening Test (ASSIST)

Content Domain Question

1) Life-time use Which of the following substances have you ever used? (tobacco products, 

alcoholic beverages, cannabis, cocaine, stimulants, inhalants, 

sedatives/hypnotics, hallucinogens, opioids, and ‘other drugs’; non-medical 

use only)?

2) Current use In the past three months, how often have you used the substances you 

mentioned?

3) Dependence How often have you had strong desire or urge to use (first drug, etc.)?

4) Problems How often has your use of (first drug, etc.) led to health, social, legal or 

financial problems?

5) Problems How often have you failed to do what was normally expected of you because 

of your use of (first drug, second drug, etc.)?

6) Problems Has a friend or relative or anyone else ever expressed concern about your use 

of (first drug, etc.)?

7) Dependence Have you ever tried to control, cut down or stop using (first drug, etc.)?

8) HIV Risk Have you ever used any drug by injection (non-medical use only)?



Alcohol, Smoking and
Substance Involvement Screening Test

(ASSIST):

Alcohol, Smoking and
Substance Involvement Screening Test

(ASSIST):





TobaccoTobacco



OpioidOpioid



7. Road traffic injury7. Road traffic injury



DALYS in low and middle 
income countries (male population)

DALYS in low and middle 
income countries (male population)

Source: Mathers C, Loncar D. Updated projections of global mortality & burden of disease, WHO, 2005
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DALYS in low and middle 
income countries (children age 5-14)

DALYS in low and middle 
income countries (children age 5-14)

Source: Mathers C, Loncar D. Updated projections of global mortality & burden of disease, WHO, 2005
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DALYS in low and middle 
income countries (children age 5-14)

DALYS in low and middle 
income countries (children age 5-14)

Source: Mathers C, Loncar D. Updated projections of global mortality & burden of disease, WHO, 2005
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a) Excessive speeding and driver negligence

b) Alcohol and drug use

c) Poor skills/knowledge

d) Driver fatigue, stress and aggression

e) Other impairment: vision

f) Seatbelt, helmet use

Human factors (Information, attitudes, impairment, 

police enforcement)

Human factors (Information, attitudes, impairment, 

police enforcement)



b) Alcohol related death in  South 
Africa 

b) Alcohol related death in  South 
Africa 

*National Injury Mortality Surveillance System

Driver Pedestrian Cyclist

BAC 
positive 

(Mean BAC)

BAC positive 
(Mean BAC)

BAC 
positive 

(Mean BAC)

NIMSS* 

(2002)
55.3% (0.17) 59.4% (0.22) 36.9% (0.2)

NIMSS* 

(2005)
53.5% (0.16) 58.7% (0.15) 45.0% (0.16)



f) Lack of seatbelt use (observed)f) Lack of seatbelt use (observed)

Country Non-wearing of seatbelt (observed)

Nantulya et al. 
(2001)

Kenya 99% of car occupants injured in crashes 

Sangowawa et 
al. (2006)

Nigeria 52% drivers
95.9% restraint use among children

Iribhogbe & 
Osime (2008)

Nigeria 47.7% drivers 
81.6% front seat passengers 
93.9% rear seat passengers 

Peltzer (2003) South Africa 53% drivers 

Department of 
Transport 
(2003)

South Africa, 
rural roads

67.5% drivers unobserved
14.2% drivers at roadblock
33.3% front passengers at roadblock
92.3% back passenger at roadblock



f) Non-helmet usef) Non-helmet use

Author Country, sample
Non-helmet use 
on motor cycle

Asigwa (1982) Nigeria, motorcyclist 8% 

Amoran et al. (2005)
Nigeria, commercial 
motorcyclists 

100% 

Oginni et al. (2007)
Nigeria, commercial motor 
cyclists 

82.4% 

Flisher et al. (1993)
South Africa, school children 
on motorcycle

47.9%  

Flisher et al. (2006)
South Africa, school children 
on motorcycle

18.9% 



What works?What works?

• Literature in road traffic injury control 

interventions in low and middle income countries 

is slim

• Systematic review limited to low and middle 

income country intervention evaluations

• Speed bumps     (Afukaar 2003). 

• Bicycle helmets   (Li and Baker 1997)

• Motorcycle helmets  (Tsauo 1999)

• Traffic enforcement  (Poli de Figuereido 2001)



Safer people interventions
(Forjuoh, 2003)

Safer people interventions
(Forjuoh, 2003)

*Denotes intervention with some evaluation in LICs

Prevention 
target

Proven
Applicability in developing 

countries

Occupant Seatbelt*

Airbags

Child safety seats

Seat belt use laws

Child seat use laws

*affordable/feasible

Combined strategy: laws, 

public education, 

enforcement (primary & 

secondary)

Motorcyclist Helmets* *affordable/feasible

Bicyclist Helmets* *Readily usable

Combined with other 

strategies

Policies? Barriers 

(attitudes/costs)



Safer people interventions
(Forjuoh, 2003)

Safer people interventions
(Forjuoh, 2003)

*Denotes intervention with some evaluation in LICs

Prevention 
target

Proven
Applicability in 

developing countries

Pedestrian Sidewalks
Roadway barriers*
Pedestrian crossing signs*
Education on conspicuity-
enhancement measures

*Feasible
Combined with public 
education

Cross-cutting Speed limits*
Speed ramps/bumps*
Alcohol sobriety checkpoints
Lower BAC laws
Minimum drinking age laws

*Useable
Need strict enforcement & 
other traffic-calming 
strategies
�Hours of driving for 
commercial and public 
drivers
�Policy to prevent culture of 
impunity







8. Common mental health risk8. Common mental health risk

• Depression

• Anxiety disorders



Depression is now the #1 

global cause of disability

Depression is now the #1 

global cause of disability

• 121 million people currently 
suffer from depression. 

• 5.8% of  men and 9.5% of  
women will experience a 
depressive episode in any given 
year. 

[WHO fact sheet]

#1 leading cause of  years of  life lived with disability (YLDs)

[WHO World Health Report 2001]



The evidence in support of behavioural depression 

treatment (Patel el al., 2009)

The evidence in support of behavioural depression 

treatment (Patel el al., 2009)

Depression 
Treatment

Evidence from LMICs

Detection and 
monitoring

-GHQ, K6, and SRQ in primary care in India [14]

-SRQ for perinatal pression in Ethiopia [15]

-K6 for postnatal depression in Burkina Faso [16]

-SRQ for women of childbearing age in Mongolia [22]

-GHQ in 15-site primary care study [23]

-HSCL in pregnant women positive for HIV in Tanzania [59]

GHQ and SRQ in primary care in Chile and in Brazil 
[17,18,20,21]

-CIS-R in the community setting in Chile [19]

Cognitive-
behavioural therapy

(CBT)

RCT of CBT delivered by community health workers for 
perinatal depression in Pakistan [46]

RCT of group CBT for depressed primary care patients in 
Chile [35]

Interpersonal therapy 
(IPT)

RCT of group interpersonal psychotherapy [47,48]



Cognitive-behavioural therapy for perinatal

depression in women in Pakistan

Cognitive-behavioural therapy for perinatal

depression in women in Pakistan

• Mothers in the intervention clusters received the 

Thinking Healthy Programme through 40 specially 

trained Lady Health Workers . 

• The intervention consisted of a session every week 

for 4 weeks in the last month of pregnancy, three 

sessions in the first postnatal month, and nine 1-

monthly sessions thereafter.

• Health workers received monthly supervision, and 

were monitored by the research team to ensure that 

they were attending the scheduled visits.



Thinking Healthy ProgrammeThinking Healthy Programme

• Cognitive behaviour therapy techniques:

• active listening, 

• collaboration with the family, guided discovery 

(i.e., style of questioning to both gently probe for 

family’s health beliefs and to stimulate alternative 

ideas), and 

• homework (ie, trying things out between sessions, 

putting what has been learned into practice), and 

applied these to health workers’ routine practice 

of maternal and child health education. 



Comparison of changes in rates of diagnosable 
major depression after intervention at 6 & 12 

months
postnatally

Comparison of changes in rates of diagnosable 
major depression after intervention at 6 & 12 

months
postnatally






