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1. INTRODUCTION 

The Fifth UNICEF/WHO Consultation Meeting was held in Vientiane, Lao 
People's Democratic Republic from 12 to 13 February 1991. The list of participants is 
attached as Annex 1, and the Agenda as Annex 2. The flrst day consisted of a tripartite 
country review of the health programmes in Lao People's Democratic Republic. On the 
second day, the meeting reviewed the status of health development in Cambodia and 
discussed future collaboration between UNICEF and WHO and strategies to be used in 
areas where they have a common interest. 

1.1 Objectives of the meetin~ 

The objectives of the meeting were as follows: 

(1) to strengthen interagency collaboration at the regional and country level and 
to establish strategies and joint courses of action for 1992-1993; 

(2) to review the following programmes in the Lao People's Democratic Republic, 
with the participation of the Government: 

(a) expanded programme on immunization/universal childhood 
immunization, with emphasis on eradication of poliomyelitis, 

(b) control of diarrhoeal diseases (CDD), 

(c) acute respiratory infections (ARI), 

(d) malaria control, 

(e) AIDS, 

(f) nutrition, 

(g) maternal and child health (MCH), 

(h) management support for primary health care (PHC) at provincial and 
district level; 

(3) To discuss possible future collaboration in areas of common interest in the 
development of the health sector in Cambodia. 

1.2 OpeninK remarks 

The opening statements of Dr S.T. Han, Regional Director, WHO Regional Offlce 
for the Western Pacific and Mr Daniel J. Brooks, Regional Director, UNICEF Regional 
Offlce for East Asia and Pakistan are attached as Annex 3 and Annex 4 respectively. 

His Excellency Khambou Xounixay, Minister of Public Health, Lao People's 
Democratic Republic, welcomed the participants. 
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2. SUMMARY OF DISCUSSIONS 

2.1 CountD' review of Lao People's Democratic Republic 

The meeting endorsed the proposals as contained in the technical papers (see 
Annex 5). 

With regard to the EPI pro~amme, it was discussed and put forward by WHO that 
polio eradication initiative could provide an opportunity to strengthen the EPI at all levels 
of the programme. Disease surveillance activities must be strengthened and expanded to 
provide reliable information on poliomyelitis for its possible eradication by 1995 and on the 
other target diseases. 

Intersectoral collaboration and community participation must be achieved if the 
polio eradication initiative is to succeed. Stress was placed on the importance of health 
education to ensure vaccination of all eligible children. 

The CDD and ARI pro~ammes should be viewed as an integral component of 
primary health care. These should be linked to activities of related programmes such as 
MCH and EPI. Emphasis was placed on the promotion of ORT through health education 
to mothers and community members. The ORS distribution system needs to be 
reorganized and strengthened to ensure adequate supply of ORS in all health facilities. 

Training of staff in case management at provincial, district and commune levels is a 
priority for implementing the standard case management protocols. 

In the malaria pro~amme, both UNICEF and WHO stressed the need for the 
Government's strongest possible political commitment to full implementation of the 
malaria programme at the provincial, district, and village level. Emphasis should also be 
placed on the overall development of provincial control programmes and capability as part 
of primary health care. There is also a need for a strong, innovative health education 
campaign aimed at raising the overall awareness about malaria. 

The proposal to finalize and seek support for the medium term programme on AIDS 
was also endorsed. 

Regarding the nutrition pro~amme, it was agreed that urgent action is required to 
minimize malnutrition and nutritional disorders. It was recommended to develop 
appropriate strategies for the administration of the iodine required to reduce IDD. 
Particular attention will be placed to the promotion of exclusive breast-feeding up to 4-6 
months and to the preparation of optional weaning food. 

In MCH pro~amme, appropriate emphasis should be placed on strengthening the 
leading role of the MCH institute, in order to develop guidelines and training material. 
The coordination with Provincial Health Committees and with other related programmes 
(ARI, CDD, EPI) should be strengthened. The training of peripheral health workers 
(including Traditional Birth Attendants) should be improved. In the curative field, 
emphasis will be placed on the most appropriate clinical case management with the 
administration of the minimum amount of correct drugs required for the successful 
treatment of the patient based on the established protocols. 

The meeting recommended that PHC pro~amme should emphasize the need for an 
integrated health approach at district level. All district health programmes should be 
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coordinated and implemented through the District Health Management Teams. The main 
approaches in 1991-1993 will be to develop a network of coordinators at national and 
provincial level, and to develop organizational changes to facilitate a team approach in 
plallning, implem~ntation alld supervision of ~erent h~th prowammes, and strengthen 
intersectoral collaboration and community participation. 

For 1991, the budgetary support for the different programmes as indicated in the 
technical papers was agreed upon. UNICEF commitment was maintained as budgeted. 
For WHO, in addition to its regular budget commitment, an additional amount of 
US$88 500 was committed, broken down as follows: 

EPI 

Malaria 

MCH 

PHC 

Total 

US$ 

29500 

8000 

10000 

41000 

For 1992-1993, the relevant provisions of the WHO budget as approved would be 
maintained. UNICEF agreed to include the amounts indicated in the proposals in its next 
budget exercise. 

2.2 Cambodia pro~amme review 

Mr Brooks made a brief statement on UNICEF's involvement in Cambodia since 
1979. He outlined the budget input; UNICEF's current programme, which is part of a 
three-year master plan, amounts to US$lO million a year. Of this, the health component 
occupies US$3.2 million, water supply US$2.0 million and education US$1.5 million. 
Mr Brooks emphasized the importance in the future of the repatriation plan and water 
supply and sanitation. 

Dr Han announced the intention of WHO to reestablish its presence in Cambodia. 
A WHO Liaison Office would be established with a Liaison Officer, an Administrative 
Officer, a senior secretary and local supporting staff. 

UNICEF staff in Cambodia described the health situation in Cambodia (see Annex 
6). Discussions focused on problems that would be encountered in Cambodia, such as the 
absence of a primary health care policy, the number of tuberculosis, malaria and 
poliomyelitis cases, disablement, the lack of essential drugs and so on. It was noted that 
more than 50 nongovernmental organizations are working in Cambodia. 

It was agreed that a UNICEF/WHO Consultative Meeting on Cambodia would be 
held either in Bangkok or in Manila in the near future. 
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2.3. Collaboration at the regional and country level and establishment of strategies and 
joint courses of action for 1991-1992 

2.3.1 The proposal for collaboration between WHO and UNICEF (see Annex 5) was 
agreed upon. 

2.3.2 Collaboration at the regional and country level and establishment of strategies: 

(1) Focal points in WHOjWPRO and UNICEFjEAPRO 

The meeting decided that the focal point from WHOjWPRO should be Mr Y. 
Sato, External Relations Officer under the guidance of 
Dr Liu Guo-bin, Director, Programme Management; the focal point from 
UNICEF jEAPRO should be Dr Lay Maung. 

(2) Regular Consultative Meeting 

The timing, venue and issues to be discussed at the next Consultative Meeting 
would be decided upon later, possibly by March, after the UNICEF jEAPRO 
programme review. 

(3) Formulation of working group on coordinated programming 

The meeting agreed in principle to form a working group on coordinated 
programming. 

Dr Han agreed to send the details of the programmes to UNICEF jEAPRO, 
as a basis for further di~u~sion. 

(4) Further collaboration would be carried out through the focal points in 
WHOjWPRO and UNICEF jEAPRO. 
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ANNEX 2 

UNICEF /WHO/91/1 

UNICEF/WHO CONSULTATION MEETING 
Vientiane, Lao People's Democratic Republic 

12-13 February 1991 

AGENDA 

1. Statement by the Regional Director, WHO Regional Office for the Western Pacific 

2. Statement by the Regional Director, UNICEF East Asia and Pakistan Regional 
Office 

3. Welcome address by the Minister of Health, Lao People's Demoractic Republic 

4. Introduction of participants 

5. Adoption of agenda (UNICEF /WHO/91/1) and working schedule 

6. Country Review 

6.1 Lao People's Democratic Republic 

A. EPI/UCI with emphasis on eradication of poliomyelitis 
(UNICEF/WHO/ /91/2) 

B. Control of diarrhoeal diseases 
(UNICEF /WHOF /91/3) 

C. Acute respiratory infections 
(UNICEF /WHO/91/4) 

D. Malaria control (UNICEF/WHO/91/5) 

E. AIDS (UNICEF/WHO/91/6) 

F. Nutrition (UNICEF/WHO/91/7) 

G. Maternal and child health (UNICEF/WHO/91/8) 

H. Management support for Primary Health Care 
(UNICEF /WHO/91/9) 

6.2. Cambodia (UNICEF/WHO/91/1O) 
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7. Collaboration at the regional and country level and establishment of strategies and 
joint courses of action for 1991-1992 

8. Conclusions and recommendations 

9. Closing remarks by the Regional Directors of WHO and UNICEF 
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OPENING REMARKS BY DR S.T. HAN 
REGIONAL DIRECTOR 

WHO REGIONAL OFFICE FOR TIlE WESTERN PACIFIC 
UNICEF/WHO CONSULTATION MEETING 

VIENTIANE, LAO PEOPLE'S DEMOCRATIC REPUBLIC 
12-13 FEBRUARY 1991 

ANNEX 3 

Honourable Minister of Public Health and distinguished members of the Lao 
delegation, Mr Brooks and members of the UNICEF delegation, dear colleagues and 
friends. 

It gives me great pleasure to attend this UNICEF/WHO Consultation Meeting 
with the participation of the Lao delegation. 

I wish to thank the Honourable Minister and the Lao Government for their 
kindness in agreeing to hold this important meeting in Vientiane. 

From 1983 to 1986 we held consultative meetings of this nature yearly, and since I 
became Regional Director two years ago, I have been hoping that this practice could he 
resumed. This is because I believe it has been very beneficial for the countries in which our 
Organizations operate. 

Fortunately the UNICEF Regional Director shares my feelings, and today I am 
delighted that our joint efforts have led to this meeting. 

In WHO's Western Pacific Region we have been emphasizing partnership in health 
as the key to achieving our aims. Wherever we can report success in our programmes, 
there is always this vital element of people in different agencies, sectors or professions 
forming links to work together and get particular tasks done. When there is a problem it is 
usually because such links have not been formed. Our two organizations and the Lao 
Government are already seasoned partners in health and have been for many years. We 
have achieved a great deal together in the past, and I see this meeting as an excellent 
opportunity to renew and strengthen that bond of common endeavour so that we can 
accomplish even more in the future. 

We are emphasizing six priority areas in our region, and I am glad to see that five 
of them are directly relevant to the provisional agenda for this meeting. Our priorities are 
human resources for health, health promotion, environmental health, eradication of 
selected diseases, exchange of information and experience, and management skills. Some 
of these, such as poliomyelitis eradication and management support for primary healtlt 
care, are mentioned explicitly on the agenda. Others, such as human resources, health 
promotion and information exchange, are a crucial aspect of all the areas we will be 
looking at. 

Specifically, Mr Minister, we would like to discuss with you some possible joint 
collaborative activities in the fields of immunization, diarrhoeal disease control, malaria 
control, acute respiratory infections and other areas. We would also like, as I mentioned, 
to look at ways of enhancing your national programme in management support for primary 
health care at provincial and district level. In addition, we hope to find ways of promoting 
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nutrition and the maternal and child health programme, so as to reduce the health 
problems affecting women and children. 

A number of documents on possible joint activities have been prepared for 
consideration at this meeting. I hope they will help us to reach some agreement on how 
best to implement the programmes we will be focusing on. 

I am looking forward to a fruitful two-day session and again I wish to thank the 
Honourable Minister and the Lao Government for their warm hospitality. 

Thank you. 
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STATEMENT BY MR DANIEL J. BROOKS 
REGIONAL DIRECfOR 

ANNEX 4 

UNICEF REGIONAL OFFICE FOR EAST ASIA AND PAKISTAN 
UNICEF/WHO CONSULTATION MEETING, 

VIENTIANE, LAO PEOPLE'S DEMOCRATIC REPUBLIC 
12-13 FEBRUARY 1991 

Your Excellency the Minister of Health, and colleagues from the Ministry of 
Hea!th, and Ministry of Foreign Affairs; Dr S.T. Han, Regional Director of WHO 
RegIOnal Office for the Western Pacific and Colleagues from WHO· UNICEF 
Colleagues, Ladies and Gentlemen. ' 

I am very pleased to have this opportunity to speak on behalf of UNICEF at 
this UNICEF/WHO Consultation Meeting with the Government of the Lao People's 
Democratic Republic. This is a significant meeting in the sense that it is an effort to 
renew and strengthen UNICEF and WHO collaboration in very practical ways at the 
countD' level, to address the priority problems of children and to focus regional and 
country level resources - both financial and human - to accelerate the achievement of 
health for all, and the promise of the World Summit for Children. The Lao People's 
Democratic Republic was selected for this intensified collaborative effort in recognition 
of both its priority needs, and of the Government commitment to improving the 
situation of children. 

This consultation is also particularly significant because it comes at a time when 
both agencies are in the process of planning new programmes, and the identification of 
priority needs and constraints for discussion today will feed directly into the new 
country programme planning process. 

The World Summit for Children referred to earlier represents an 
unprecedented opportunity in this decade to mobilize a greater share of the world's 
political, technical, managerial and financial resources for the millions of mothers and 
children on the edge of existence. The Declaration and Plan of Action provide a set of 
major goals and an implementation framework for undertaking this critical work. This 
also provides an unparalleled opportunity - and need - for UNICEF and WHO to 
expand and further strengthen collaboration in the interest of better health and 
nutrition for mothers and children. Again, here today we see a very concrete example 
of this, in partnership with the Lao People's Democratic Republic. 

The goals for Children and Development for the 1990 as they apply to Laos, 
have recently been reviewed by a joint country programme working group, with the aim 
of prioritizing them within the context of Laos. Once prioritized, these goals will 
provide a focus for action and for resource allocation. I am pleased to note that the 
joint review of the goals has determined that many of them are achievable within this 
decade. What is needed now is the will and resources to make this promise of the 
Summit a reality for the children of Laos. 

The excellent preparation for this meeting has identified the priority areas in 
need of intensive attention from UNICEF/WHO/Government collaboration. I would 
like to cite just a few examples. Increasing immunization coverage, for example, is a 
very high priority. Coverage with the third dose of DPT is only 21 percent, measles 29 
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percent, the second dose of Tetanus Toxoid (Tf2) 11 percent and the third dose of 
polio is only 30 percent. Clearly it is within our capability to achieve the target of 
Universal Child Immunization, and we need to redouble our efforts in this direction. 

In the Nutrition Sector, moderate and severe degrees of malnutrition combined 
affect about 49 percent of children under five. Iodine Deficiency Diseases affect 
another 30 to 40 percent of the popUlation as a whole. After four decades of anti
malarial measures, malaria is still the major cause of death among children. 
Diarrhoeal diseases are still a major cause of morbidity and mortality among under five 
year olds. 

These conditions have resulted in a high Infant Mortality Rate (117 per 
thousand) and an average maternal mortality rate estimated at around 550 per 100000 
live births. This figure masks wide disparities between urban and rural areas, where 
the maternal mortality rate could reach over 900 per 100 000 in remote rural areas. 

However, we should not be discouraged by the present situation. There are 
many strategic actions that we can do together to improve the situation. 

First, we need to strengthen the application of the fundamental principles of 
the primary health care approach: use of auxiliary workers, simplified technology, 
maximum community involvement, and social mobilization. Linked to this is the need 
to i~prove the health management system, inclUding the integrated delivery of 
servIces. 

We also need to make more effective use of the already existing Primary 
Health Care/MCH infrastructures and community organizations at provincial, district, 
and communalleve1s. 

We will have the opportunity today for a discussion of these and other critical 
i~ues. For UNICEF, I would like to pledge our support to a strong collaborative effort 
WIth WHO and the Lao People's Democratic Republic Government for a better future 
for the children of Laos. I would also like to thank our colleagues at WHO and in 
particular Dr Han, the Regional Director, for his creative initiative, and to the 
Government of the Lao People's Democratic Republic for hosting this important 
consultation. 

Thank you. 
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UNICEF /WHO/91/2 

EXPANDED PROGRAMME ON IMMUNIZATION/UNIVERSAL CHILDHOOD 
IMMUNIZATION AND POLIO ERADICATION 

IN THE LAO PEOPLE'S DEMOCRATIC REPUBLIC 
1991 - 1993 

1. BACKGROUND INFORMATION 

By resolution WHA30.53 the World Health Assembly set a target of providing 
immunization services to all children of the world by 1990, a goal similar to that of 
UNICEF for Universal Childhood Immunization. Building on the accomplishments of the 
EPI, the WHO Regional Commlttet: for the Western Pacific adopted resolution 
WPR/RC39.15 at its 39th session in 1988, setting a regional target of poliomyelitis 
eradication by 1995, within the context of strengthening the development of the EPl. 

Vaccine preventable diseases still remain important public health problems in the 
Lao People's Democratic Republic. The Expanded Programme on Immunization was 
established in 1979 in several pilot districts and collaboration with UNICEF and WHO was 
strengthened in 1982 at which time 2 provinces and 10 districts provided some 
immunization services. 

The polio eradication initiative could provide an opportunity to strengthen the whole 
of the EPI, including surveillance. The experience in the Americas has shown that basic 
health services can also benefit, through more effective management, and improved health 
service development. 

By providing immunization services for every child and improving the diseases 
surveillance system, eradication of poliomyelitis by 1995 is achievable in the Lao People's 
Democratic Republic. However efforts must be increased and new initiatives and tactics 
must be adopted, based on empirical experience and operational research. Technical 
support and funds to ensure that essential activities are implemented effectively will be 
required. With political commitment and a collaborative effort poliomyelitis can be 
eradicated. 

In Lao People's Democratic Republic, it is estimated that only 30% of the 
approximately 80 000 infants born in 1990 were protected with 3 doses of OPV and OPT, 
with 31 % receiving BCG and 29% measles immunization. Only 11 % of pregnant women 
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received 2 doses of tetanus toxoid. Despite expansion of the programme to 95 out of 
115 districts in 1990 it is estimated that less than 50% of the population has access to 
immunization services. 

Reported disease data are not reliable and the surveillance system is under 
development. In 1989 a sentinel surveillance system was established to provide 
information on 16 communicable diseases and is now active in 5 provinces. The reported 
incidence of polio shows a generally declining trend since 1985 although the polio disease 
incidence rate remains high. In 1990, Vientiane Municipality reported five cases of polio, 
an incidence rate of 1.4 per 100000 population. Measles continues to be a significant 
cause of childhood morbidity and mortality and in 1987 was the seventh leading cause of 
morbidity with 145 cases per 100000. In 1990, measles epidemics were reported in nine 
provinces. 

The Government continues to give high priority to the EPI/UCI and is committed to 
achieving Universal Child Immunization and the WHO Western Pacific Region's goal of 
polio eradication by 1995. However, despite the continued progress made during the 1980s 
the goal of Universal Childhood Immunization has not yet been reached. A major 
acceleration of immunization activities is required to meet these two goals. 

The Ministry of Public Health, with support from UNICEF and WHO, is 
strengthening provincial and district health management. This programme, inter alia, is 
improving the integration and management of immunization programmes at field level, 
and resulting in more effective implementation. 

2. OBJECI1VES OF THE PROGRAMME FOR THE YEARS 1991-1993 

The main objectives are: 

(1) To reduce morbidity and mortality from diphtheria, pertussis, tetanus, 
measles, tuberculosis and poliomyelitis by providing immunization services against 
these diseases for every child and for every female entering or in her reproductive 
years. 

(2) To eradicate poliomyelitis associated with wild poliomyelitis virus by 1995. 

3. APPROACHES 

EPI/UCI/polio eradication activities will be implemented in the context of primary 
health care. Intersectoral collaboration between the Ministry of Public Health and other 
Ministries as well as nongovernmental organizations will be emphasized. 

A detailed plan for the eradication of poliomyelitis has been jointly prepared by 
government, UNICEF and WHO staff. 
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The main approach will be to: 

- increase immunization coverage to a high level and sustain through the 
immunization services both at fixed centres and by mobile teams. 

Annex Sa 

- strengthen and expand disease surveillance, to document the impact of the EPI 
and to detect all polio cases to enable investigation and containment to occur. 

- eradicate wild poliovirus from the community with annual polio immunization 
campaigns, which would also attempt to include other antigens as appropriate. 

4. PROPOSED PLAN OF ACDON 

Activities to implement the strategies and achieve the objective will include the 
following areas: 

4.1 Increasin~ immunization covera~e 

In 1991 immunization services will be extended to 105 districts in all 17 provinces and 
the percentage of population having access within a district will be increased. By the end of 
1991,65% ofthe population should have access to immunization services which should 
result in a vaccination coverage rate of 45% for measles, BCG and DPT3 and 50% for 
OPV3. 

Immunization days will be held in the district containing the provincial capital of 
each province and province-wide in Vientiane Municipality and Champassak Province in 
1991. During immunization days. OPV will be provided, along with other EPI antigens 
wherever feasible. This will enable EPI coverage to be raised in urban and peri-urban 
areas and for all provinces to gain experience in conducting immunization campaigns. In 
1992, national immunization days will be conducted which will aim to vaccinate all the 
eligible children with oral poliovirus vaccine, and to improve the immunization coverage 
for other EPI antigens to reach 80% or more. 

4.2 Lo~istical sULJLJort 

Adequate quantities of vaccine meeting WHO specifications will be provided and the 
potency assured through the cold chain. Cold chain and sterilization equipment, transport 
and other supplies required will be provided. The cold chain will be assessed and 
strengthened. 

4.3 Stren~henin~ disease surveillance and laboratory sULJLJort 

The sentinel surveillance system will be expanded and the regular reporting system 
strengthened. Poliomyelitis case investigation, accompanied by outbreak control, will be 
conducted initially in Vientiane Municipality and in areas participating in the sentinel 
surveillance system. A system for the dispatch of polio faecal specimens to NIH, in 
Bangkok, Thailand will be developed and supported. 
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4.4 Health information. education and communication 

Broad community support will be required to achieve the objectives, and therefore, 
annual immunization days will be designated to obtain the fullest possible public 
participation. Support and participation will also be sought from other ministries, national 
organizations such as Lao Women's Union and Youth Organization and nongovernmental 
organizations. The National Immunization Commission will provide coordination and 
direction. 

On a more localized basis, that is, for catchment populations around fixed centres or 
communities served by mobile teams, support will be provided for activities which aim to 
increase immunization coverage rates and increase community knowledge of 
immunization. 

In general, the Ministry of Health will be responsible for determining the technical 
content of IEC messages, whereas other ministries and agencies, such as Ministry of 
Culture and Information, Ministry of Education, Lao Women's Union and the Party, will 
assume greater responsibility for dissemination. The Ministry of Public Health will 
continue to playa primary role in message dissemination through the health worker. 

4.5 Monitorinl: and evaluation 

Coverage surveys, provincial level review, cold chain and logistics reviews and a 
general strengthening of the monitoring capability of the central level will be supported. 

In the short and medium term, external support will be required for EPI and polio 
eradication activities, particularly for equipment, supplies and technical support. A 
proportion of recurrent costs will need to be borne by external donors, for example, 
kerosene for maintaining the cold chain and for sterilization activities. However, this 
should be seen as short term support and an over-reliance by authorities on external 
funding for recurrent costs should be avoided. 

5. PROPOSED COLlABORATION (BUDGET PROVISION IN US$) 

5.1 WHO 

WHO will continue to provide technical support through the country based staff 
including one medical officer and an associate professional officer who were assigned in 
1990. Additional consultants and intercountry staff will be provided as required. Local 
training courses and workshops along with fellowships will be supported. Supplies and 
equipment will also be provided. Activities to strengthen surveillance services will continue 
to be supported. 

Table 1 shows the proposed WHO inputs for the years 1991-1993, estimated in US$. 
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5.2 UNICEF 

UNICEF has provided and will continue to provide, if needed, cold chain equipment 
and supplies, vaccines, support for training activities, communication materials and 
transport. Technical support, particularly for social mobilization and communication 
activities will be provided. UNICEF will support activities for disease control targets which 
contribute to sustaining EPI and which enhance collaboration with the maternal and child 
health programme. 

The UNICEF commitment for the years 1991-1992 has not been finalized pending 
submission of the Government plan. However, Table 2 provides estimates. Formal 
commitment will follow upon submission of the detailed Government plan. 

5.3 Budeet summaQ' 

Table 3 summarizes the proposed inputs from WHO and UNICEF as well as other 
agencies. The latter have been identified to include JICA, Rotary International and 
nongovernmental organizations. 



Table 1. WHO resources 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

Long-term staff 68500 160000 

STC 77000 7500 22500 15000 7500 

Fellowships 7400 16600 

Supplies & 750 17000 12400 5000 
equipment 

Local costs 6120 5000 8000 10000 4000 

Total 159770 29500 59500 190000 11500 

1993 

Additional 
funds required 

160000 

48000 

19000 

25000 

252000 

-'-----~~ . 

Total 1991-1993 

Budgeted Additional 
funds required 

68500 320000 

107000 70500 

24000 

13 150 41000 

18120 40000 

230770 471500 

§ 
ro 
:< 
V' 
tll 

N 
o 



1991 

Component Budgeted Additional 
funds required 

Planning, 7150 
monitoring and 
evaluation 

Administration 17500 
and management 
support 

Supplies, 450000 
equipment and 
transport 

Vaccines 100000 

Training 45000 

Communication 37750 

Total 657400 

- - ------------- -

Table 2. Proposed UNICEF input 

1992 1993 

Budgeted Additional Budgeted Additional 
funds required funds required 

10000 

35000 

350000 

150000 

50000 

55000 

650000 

- - - -- _ .. _- _ .. - - -

Total 1991-1993 

Budgeted Additional 
funds required 

17150 

52500 

800000 

250000 
I 

95000 

92750 

1307400 , 

I 

L _______ ,--- ---
s-
::l 
It> 
X 

Ln 
ru 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from Total 
WHO UNICEF required by WHO required by UNICEF other Agencies 

1991 159770 657400 29500 N/A 350000 1196 670 
1992 59500 650 000 190 000 N/A 394000 1293500 
1993 11500 N/A 252000 N/A N/A 263 500 

Total 230 770 1307400 471500 744000 2753670 

N/A = No data available 
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UNICEF/WHO 
CONSULTATION MEETING 
Vientiane, Lao PDR 

UNICEF /WHO/91/3 

12-13 February 1991 

CONTROL OF DIARRHOEAL DISEASES 
IN LAO PEOPLE'S DEMOCRATIC REPUBLIC 

1991-1993 

1. BACKGROUND INFORMATION 

According to the official census of 1985 the infant mortality rate is 104. Diarrhoeal 
diseases is the third most common cause of death amongst hospitalized patients. 

Oral rehydration therapy was introduced in Lao People's Democratic Repuhlic in the 
late 1970s; first in two pilot districts and later in various provinces. The National COD 
Programme was established in 1982 under the Institute of Hygiene and Epidemiology. 
Later in the same year, a National COD Plan was formulated and a National COD 
Coordinating Committee was established. The planned COD activities, including ORS 
distribution, were expected to be implemented first in major urban areas, in provincial 
centres then in two or three additional districts each year, so that the whole country would 
be covered by 1986. However, due to many constraints, such as weak infrastructure, 
shortage of manpower and supervision, the plan was only partially implemented, i.e. only 
up to major urban areas of provinces. It was not expanded as expected into districts. 

A comprehensive CDD/EPI programme review was conducted in Lao People's 
Democratic Repuhlic in April 1989. This revealed that: (1) at peripheral level, health staff 
did not consider the COD programme a priority programme; (2) there were very limited 
numbers of health personnel dealing with COD at central, provincial and district level; 
(3) targets were overambitious and provinces were not involved in target setting; (4) case 
management practices were poor, especially among peripheral staff; (5) ORS stock was 
not sufficient and distribution was often delayed; (6) public awareness of prevention of 
diarrhoea and proper use of ORT was limited; and (7) routine reporting was not well 
established. 

The recommendations of the review team emphasized strengthening of planning and 
monitoring of the programme, improving case management practices and improving the 
ORS distribution system through planning meetings, training, information dissemination 
and promotion. For better management, responsibility for the COD programme was 
transferred to the Institute of Maternal and Child Health, and its Director, 
Dr Phonetep Pholsena, became the National COD programme manager. 

As recommended by the review team, a provincial COD managers' workshop was 
held in October 1990 in Vientiane and the National COD Policy was developed and a 



- 24-

AnnexSb 

national plan of work for 1991-1993 was drafted. The main emphasis of the plan of work is 
to accelerate training activities, especially on clinical management of diarrhoea and 
improvement of supervisory skills of staff. 

A Diarrhoea Training Unit (DTU) was established in Mahosot Hospital. Vientiane 
in 1984, initially receiving NGO support. Since 1989, WHO has provided additional 
supplies and equipment, training materials, technical support to strengthen the OTU and 
local costs for training courses in the Unit. 

As recommended by the review team in 1989, WHO technically supported and 
funded an EPIjCDD comprehensive programme review, the participations of one national 
staff member in a case management course in Manila and two other staff members in the 
programme managers' workshop also in Manila. Two clinical case management courses 
were held in Mahosot Hospital and one workshop was held for provincial programme 
managers. 

2. OBJECITVES OF THE PROGRAMME FOR THE YEARS 1991-1993 

2.1 Lon~-term objective 

The long-term objective of the CDD Programme is to reduce morbidity and 
mortality due to diarrhoeal diseases in children under five years of age through improved 
case management and implementation of preventive interventions. 

2.2 Tar~ets 

The following targets were set during the 1989 Programme Managers' Workshop in 
Manila and revised in October 1990 during the provincial Programme Managers' 
Workshop in Vientiane. 

(a) Plannin~ 

(i) To update the National COD Plan of Work yearly. 

(ii) By 1993. 80% of the population will have access to 0 RS and 50% of 
diarrhoea cases will be treated with oral rehydration therapy 

(b) Trainin~ 

(i) By 1993, to train at least 80% of staff in supervisory positions in 
supervisory skills course. 

(ii) By 1993, to train at least 20% of doctors, 5% of nurses and 5% of 
medical assistants from various provinces in case management. 

(iii) By 1993, COD training materials and concepts would have been 
integrated into the curricula of medical and nursing schools. 
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(c) Operations 

(i) To produce/procure 1.5 million packets of ORS yearly to reach ORS 
access target. 

(ii) To establish four mini-DTUs by 1993 (one in Sethathirat Hospital, one 
in Luang Prabang Provincial Hospital, one in Savannakhet Provincial 
Hospital and one in Champassak Provincial Hospital). 

(iii) By 1993, to establish ORT units in 30% of the provincial and district 
hospitals. 

(d) Evaluation 

(i) By 1993, to perform one household survey. 

(ii) By 1993, to perform one health facility survey. 

(iii) To hold Provincial Programme Managers Workshops yearly to review 
progress towards the targets. 

3. APPROACHES 

The diarrhoeal diseases control programme should be viewed as an integral 
component of primary health care. It needs to be integrated in, or closely linked to, 
activities of related programmes such as maternal and child health, child spacing, 
immunization, nutrition, environmental health, health education, acute respiratory 
infections, epidemiological surveillance and health information. 

Wider utilization of oral rehydration therapy and efforts to improve nutritional and 
child health care practices will be the main strategies used to reduce mortality from 
diarrhoeal diseases. The reduction in morbidity will result from (a) promotion of breast
feeding and proper weaning practices; (b) use of safe water; and (c) good personal, 
domestic and food hygiene, including education of parents and the community in general. 

WHO will cooperate with national programme staff in developing and updating 
CDD plans, in training health personnel and community members, in promoting and 
supporting health systems research and in evaluating achievements. 

4. PROPOSED PlAN OF WORK 

During the period 1991-1993 activities will be carried out in the following areas: a) 
Planning; b) Training; c) Operations; d) Evaluation and e) Health education and 
communication. 
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5. PROPOSED COLLABORATION (BUDGET PROVISION IN US$) 

The proposed budgetary contribution from WHO and UNICEF are shown in Tables 
1 and 2 respectively, while the budget summary is shown in Table 3. 



Table 1. Proposed WHO input 

1991 1992 1993 

Component Budgeted Additional Budgeted Additional Budgeted Additional 
funds required funds required funds required 

STC 45000 52500 45000 

Local cost 1800 

Supplies & 
equipment 5000 

Total 51800 52500 45000 
- - - -- ----- -- - -- --

Total 1991-1993 

Budgeted Additional 
funds required 

142500 

1800 

5000 

149300 
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Table 2. Proposed UNICEF input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds requlred funds requlred 

Local cost 25 000 17000 

Supplies & 
equipment 55000 60000 

Total 80000 77000 

1993 

Additional 
funds requlred 

13000 

55000 

68000 

Total 1991·1993 

Budgeted Additional 
funds required 

25 000 40000 

55000 115000 

80000 145000 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from Total 
WHO UNICEF required by WHO required by UNICEF other Agencies 

1991 51800 80000 131800 

1992 52500 nooo 129500 

1993 45000 68000 113000 

Total 149300 80000 145000 374300 



- 31 -

ANNEXSc 

UNICEFjWHO 
CONSULTATION MEETING 
Vientiane, Lao PDR 

UNICEF jWHO/91/4 

12-13 February 1991 

CONTROL OF ACUTE RESPIRATORY INFECTIONS 
IN LAO PEOPLE'S DEMOCRATIC REPUBLIC 

1991-1993 

1. BACKGROUND INFORMATION 

1.1 Ma~itude of ARI problem 

Acute respiratory infections especially pneumonia in children, are a major puhlic 
health problem in the country. The infant mortality rate in 1985 was 104 per 1000 live 
births. Pneumonia accounted for 30.0% of total deaths and 22.8% of admissions in 
children under 5 years of age which were only second to malaria (40% of total deaths and 
36.0% of admission) in five pnwincial hospitals in Luang Prabang. Vientiane, 
Khammouane, Savannakhet and Saravanh in 1986. 

1.2 Problems of health services 

(a) Low coverage of immunization particularly measles, pertussis and diphtheria; 

(b) Under-utilization of health facilities at district and commune level 

Between 4% and 10% of pneumonia cases were estimated to be treated at 
health facilities in Champhone District in Savannakhet Province and Thourlakhom 
District in Vientiane Province. 

(c) Shortage of antibiotics at district and commune level 

The Government's budget is not sufficient to procure essential antibiotics to 
treat all estimated pneumonia cases. 

(d) Overuse and abuse of antibiotics by health staff 

Approximately 90% of ARI cases at district hospitals are coughs and colds, 
but are given antibiotics. After the training course on proper utilization of 
antibiotics only 50% of ARI patients were given antibiotics. 
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(e) Lack of knowledge about ARI and inappropriate use of antibiotics in the 
community 

Mothers/families of patients reportedly buy a supply of antibiotics which is 
sufficient for only one or two days, directly from pharmacies or even in the market. 
Indiscriminate use of antibiotics may lead to an increase in the antibiotic resistance 
rate. 

1.3 Past activities 

(a) Since December 1987 when the first national ARI workshop was held, the 
ARI control programme has been introduced in Vientiane Municipality and 
Vientiane, Saravanh, Savannakhet, Khammouane, Luang Prabang, Borikhamsay and 
Champassak Provinces. 

Health staff of the above provincial hospitals and a few selected districts in 
some provinces have already been trained in ARI standard case management. A 
report from four provinces showed improvements in ARI case management at 
selected district hospitals and provincial hospitals. 

(b) WHO training modules on case management were translated into the Lao 
language and printed. 

(c) Flipcharts for health education were also translated into Lao and printed. 

(d) Discussions were held to introduce WHO training modules into the curricula 
of the Medical School and College of Health Technology. 

2. OBJECTIVES OF THE PROGRAMME FOR THE YEARS 1991-1993 

2.1 General objective 

The general objective is to reduce mortality and morbidity from acute respiratory 
infections, especially pneumonia, in children under 5 years of age. 

2.2 Specific objectives 

(a) to improve case management of acute respiratory infections; 

(b) to increase immunization coverage of ARI-related diseases through 
promotion of the benefits of immunization for the reduction of morbidity; 

(c) to promote preventive activities to reduce risk factors for acute respitaory 
infenction, such as malnutrition, through health education. 
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2.3 Tar~ets 

By 1991: 

Access 

Five percent (5%) of the population in the country will have access to standard ARI 
case management. 

Trainin~ 

(a) Ten percent (10%) of health staff dealing with paediatric patients at district 
hospitals will be trained in Vientiane Municipality, Vientiane and Savannakhet 
Provinces. 

(b) Ten percent (10%) of commune nurses dealing with outpatients will be trained 
in Vientiane Municipality, Vientiane and Savannakhet Provinces. 

(c) Five percent (5%) of health staff dealing with paediatric patients will be 
trained at provincial and district hospitals in Luang Prabang. Borikhamsay, 
Khammouane, Champassak and Saravanh and four other provinces. 

(d) Five percent (5%) of commune nurses dealing with outpatients will be trained 
in Luang Prabang, Borikhamsay, Khammouane, Champassak and Saravanh and four 
other provinces. 

(e) Ten percent (10%) of pharmacists and pharmacy assistants in Vientiane 
Municipality will be trained. 

By 1993 

Access 

Fifty percent (50%) of the population in the country will have access to standard 
ARI case management. 

Trainin~ 

(a) Ninety percent (90%) of health staff dealing with paediatric patients at district 
hospital will be trained in Vientiane Municipality, Vientiane and Savannakhet 
Province. 

(b) Ninety percent (90%) of commune nurses dealing with outpatients will be 
trained in Vientiane Municipality, Vientiane and Savannakhet Province. 

(c) Fifty percent (50%) of health staff dealing with paediatric patients will be 
trained in hospitals in Luang Prabang. Borikhamsay, Khammouane, Champassak, 
Saravanh and eight other provinces. 

(d) Fifty percent (50%) of commune nurses dealing with outpatient will be trained 
in Luang Prabang. Borikhamsay, Khammouane, Champassak, Saravanh and eighty 
other provinces. 
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(e) Ninety percent (90%) of pharmacists and pharmacy assistants in Vientiane 
Municipality and Savannakhet Province will be trained. 

3. APPROACHES 

The main thrust of the programme is the implementation of standard case 
management for acute respiratory infections. Training of health staff at provincial, district 
and commune level is the most important activity. Supervision and monitoring is essential 
to maintain the quality of case management at health facilities. After training of health 
staff, efforts will be extended to health education at community level involving mothers. 

3.1 At national level 

The national ARI programme manager in consultation with the national ARI 
committee will supervise the overall programme implementation and will be particularly 
involved in planning, monitoring and evaluation. 

WHO will support strengthening of the capacity to assess the magnitude of the 
problem and to analyze the data on epidemiology and case management for monitoring 
and evaluation of the national control programme. 

WHO will collaborate with the Government and UNICEF in ensuring availability of 
antibiotics and other drugs for treatment of acute respiratory infections by reviewing 
procurement, supply and distribution systems. 

Antibiotics will be procured to carry out the case management programme. 

The national ARI programme team of the Maternal and Child Health Institute, 
Vientiane will visit provinces regularly to supervise programme implementation and to 
conduct training courses. 

3.2 At provincial/district level 

Provincial ARI programme managers will engage in planning and monitoring and 
training activities and data collection on case management. They will also allocate 
antibiotics and other drugs at provincial and district level. 

The paediatric department of provincial hospitals will be a focal point for training of 
health staff at provincial and district hospitals. 

Combined activities with CDD on training and health education will be emphasized. 

Health education campaigns will be conducted using mass media after the training of 
health staff is completed. 
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3.3 At commune and villaKe level 

Commune nurses will be guided to keep records of patients seen at dispensaries and 
report them to district hospitals. Health education programmes will be carried out using 
face to face methods. 

4. PROPOSED PLAN OF ACfION 

4.1 1991 

HI TraininK 

(a) Three provincial training courses on case management will be held. 

(b) Sixteen district level training courses on case management will be held. (Two 
each in Vientiane Municipality, Vientiane, Savannakhet, Luang Prabang, 
Borikhamsay, Khammouane, Champassak and Saravanh Provinces). 

(c) Four clinical management training courses will be held in Mahosot Hospital. 
Participants will be from provincial hospitals, 12-15 participants per course. 

(d) Pharmacists will be trained in case management in two districts in Vientiane 
Municipality. 

(e) Two fellows will be sent to review programme implementation in other 
countries (China and Philippines). 

4.1.2 Supervision and monitorioK 

The national ARI programme management team will visit one municipality and ten 
provinces. 

4.1.3 Production of ARI materials 

treatment chart 
leaflets for health 
education of mothers 
monthly reporting form 
supervisory checklist 

4.1.4 Supply and distribution of antibiotics 

500 copies 

20 000 copies 
3000 copies 
1000 copies 

(a) Review procurement, supply and distribution system for antibiotics. 

The Government should ensure availability of antibiotics at least at district 
hospitals. Current procurement, supply and distribution system for antibiotics will be 
reviewed and the budget and other sources of funding will be discussed. 
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(b) Procurement of antibiotics 

(Calculation is based on the assumption that pneumonia incidence rate is 0.2 
episode per child per year and the child population covered by the programme). 

cotrimoxazole (adult tablet) 
procaine penicillin 3g 
benzyl penicillin G 600 mg 
chloramphenicol 250 mg 
chloramphenicol 1 g. 
gentamicin 40 mg 
(for neonatal pneumonia) 

4.2 1992-1993 

4.2.1 Trajnini 

10 000 tablets 
10 000 vials 
12000 vials 
1 000 capsules 
1000 vials 

1500 vials 

(a) Eight provincial training courses on case management will be held. 

(b) Forty district level training courses on case management will be held. 

(c) Ten clinical management courses will be held. 

(d) Pharmacists will be trained in case management in all districts in Vientiane 
Municipality, and Savannakhet Province. 

4.2.2 Supervision and monitorini: The national ARI programme management team 
will visit one municipality and 10 provinces. 

4.2.3 Production of ARJ materials 

treatment chart 
leaflets for health 

education of mothers 
monthly reporting form 
supervisory checklist 

4.2.4 Procurement of antibiotics 

5 000 copies 

200 000 copies 
15 000 copies 
5000 copies 

(Calculation is based on the assumption that pneumonia incidence rate is 0.2 episode 
per child per year and the child population covered by the programme). 

cotrimoxazole (adult tablet) 
procaine penicillin 3g 
benzyl penicillin G 600 mg 
chloramphenicol 250 mg 
chloramphenicol 1 g 
gentamicin 40 mg 

(for neonatal pneumonia) 

100 000 tablets 
100 000 vials 
120 000 vials 

10 000 capsules 
10 000 vials 

10 000 vials 
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5. PROPOSED COLLABORATION (BUDGET PROVISION IN US$) 

The proposed budgetary contribution from WHO and UNICEF are shown in Table 1 
and 2 respectively. while the budget summary is shown in Table 3. 



Table l. WHO resources 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

Operations 29200 9000 

Training 17400 31200 18000 

Evaluation 17500 

Total 17400 77 900 27000 

1993 Total 1991-1993 

Additional Budgeted Additional 
funds required funds required 

38200 

66600 

17 500 

122300 
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Table 2. Proposed UNICEF input 

1991 1992 1993 

Component Budgeted Additional Budgeted Additional Budgeted Additional 
funds required funds required funds required 

Operation 27000 46000 46000 

Training 15500 10 000 10000 

Total 42500 56000 56000 
-.-- -- - --_._-- -- - --

Total 1991·1993 

Budgeted Additional 
funds required 

27000 92000 

15000 20000 

42000 112000 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from Total 
WHO UNICEF required by WHO required by UNICEF ot her Agencies 

1991 17 400 42500 59900 

1992 n900 56000 133900 

1993 27000 56000 83000 

Total 122 300 42500 112000 276800 
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UNICEF/WHO/91/S 

MALARIA CONTROL IN THE LAO PEOPLE'S DEMOCRATIC REPUBLIC 
1991 - 1993 

1. BACKGROUND INFORMATION 

Malaria remains the number one health problem in Lao People's Democratic 
Republic despite many years of control efforts. In 1990 the Institute of Malariology, 
Parasitology and Entomology reported 327 malaria deaths and 23 768 microscopically 
confirmed cases of malaria throughout the entire country. The actual figures can be 
assumed to be many times higher than this. 

The disease takes its highest toll among children. Roughly 40% of all reported cases 
occur in children less than 15 years of age with the majority of cases being seen in children 
5 to 9 years old. Other groups at high risk are forest workers, miners, and workers involved 
in agricultural and economic development. 

The current malaria control programme focuses nearly all its efforts on the early 
detection and treatment of malaria. Spraying operations using DDT once covered large 
parts of the country but are now limited to special economic zones and for the control of 
malaria outbreaks. The programme suffers from a severe lack of staff, a shortage of anti
malarial drugs, a shortage of basic equipment such as microscopes, and the lack of vehicles. 
These problems are most acute in the more remote provinces where the impact of malaria 
is still the greatest. 

The First National Meeting on Malaria Control and Future Activities which was held 
in June 1990 marked a turning point in the Lao malaria control programme. The meeting 
which was organized by the Institute of Malariology, Parasitology and Entomology and 
jointly supported by UNICEF and WHO marked the first time that senior malaria workers 
and the chiefs of provincial health services came together to discuss malaria and malaria 
control. Two major national policy statements emerged from the meeting. The first was 
an overall statement of malaria control policy and the second a statement on malaria 
treatment policy. The objectives and approaches are direct outcomes of that meeting. 
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2. OBJECI1VES OF THE PROGRAMME FOR THE YEARS 1991-1993 

2.1 Lone-term objective 

To reduce morbidity and mortality due to malaria to manageable levels with 
emphasis on realistic cost-effective control methods involving community participation. 

2.2 Short-term objectives 

(a) To improve the early diagnosis and treatment of malaria through a network of 
commune or village level malaria treatment posts and by expanding the network of 
district level malaria microscopy stations. 

(b) To create a greater awareness in the community and among health workers of 
the seriousness of malaria as a life threatening disease and the need for quick and 
positive action including community involvement in appropriate malaria control 
activities. 

(c) To reduce disease transmission and exposure to vectors through personal 
protection measures. 

(d) To strengthen the malaria information system. 

(e) To equip workers at all levels of the malaria control programme with modern 
management and supervisory skills. 

3. APPROACHES 

The main approaches will be to create a network of commune or village level malaria 
treatment posts staffed by trained volunteers for the early identification and treatment of 
malaria cases. Permethrin treated mosquito nets will be field tested in district sized trials 
in four provinces. The microscopic identification and treatment of malaria cases will be 
strengthened through training and the provision of microscopes. Development of 
innovative health education and training materials such as flip charts, pamphlets and 
videos will continue. Improvement through training in the collection of epidemiological 
data, its analysis and use will assist to strengthen the malaria information system for an 
early response to malaria outbreaks as will training in management and supervisory skills. 

3.1 National level 

The Institute of Malariology, Parasitology and Entomology (IMPE) in Vientiane will 
provide technical guidance, training, resources for local training activities and planning 
support to the lower levels. 
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3.2 Provincial/district level 

The provincial and district programme will provide, in consultation with IMPE, 
technical supervisory, logistic and localized training support for the identification, 
treatment of malaria cases and for control measures. 

3.3 Commune and villa~e level 

Commune and village health workers will become better trained and equipped to 
diagnose and treat malaria and to recognize severe and complicated malaria cases 
requiring referral to higher levels. They will further promote the seriousness of malaria as 
a disease. 

4. PROPOSED PLAN OF AcnON 

4.1 Permethrin treated mOSQuito nets 

Small scale trials conducted in Bolikhamsay Province demonstrated that insecticidt! 
treated mosquito nets were well accepted and produced what appeared to be a significant 
decrease in malaria. More experience with treated nets including trials among minority 
groups are needed. This will takc the form of district size trials in two provinces beginning 
in 1991 and in two additional provinces beginning in 1992. Saravanh and Luang Prabang 
have been identified as the first two provinces to initiate district trials. Other provinces 
and districts will be identified based on malaria endemicity and willingness of communities 
and local anti-malaria stations to collaborate. Assessment will take the form of blood and 
usage surveys in carefully selected sample areas following a preset protocol. 

In conjunction with these trials the possibility of local production of nets by women's 
groups will be explored. 

4.2 Commune or villa~e-based treatment posts 

The use of volunteer workers to provide treatment of uncomplicated malaria has 
been successful in a number of countries. Treatment posts have been shown to be effectivt! 
in providing rapid treatment of malaria especially in the more remote rural areas where 
coverage by health services is poor. A trial of such workers will be initiated in one or mort! 
provinces to determine the feasibility of such workers in the Lao context. Monks, 
shopkeepers and other key members of the community will be identified and trained to 
administer anti-malarial drugs (and where feasible take blood films) with their main targd 
groups being pregnant women and children. Special training courses and accompanying 
training materials will be developed. 

4.3 Malaria identification by microscopy 

Although most health workers will continue to rely on clinical diagnosis of malaria 
the availability of microscopy at the district level primarily to support the diagnosis and 
treatment of severe malaria and drug resistant malaria is a major goal of the Lao malaria 
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control programme. This is an ongoing process under which 20 microscopists will be 
trained during 1991 with an additional 40 in 1992. Each trainee on return to his or her post 
must have a microscope and the necessary staining equipment to work with. 

4.4 Production of educational materials 

There is a critical need for training and health education materials about malaria and 
malaria control in the Lao language. Modules that can be used for training health workers 
at the provincial and district levels and simple job aids on diagnosing and treating malaria 
for primary health care workers will continue to be developed. Innovative health education 
materials such as simple flip charts, posters, and possibly videos which can be used by 
primary health workers to raise the level of awareness about malaria among health workers 
and the community including school children, will be produced. Production of these 
materials will involve collaboration between the Institute of Health Education, the Institute 
of Malariology. Parasitology and Entomology, the Ministry of Education and donor 
organiza tions. 

4.5 Manaeement and supervision skills for malaria workers 

Management and supervision within the malaria control programme needs to be 
strengthened at all levels. This was possibly the clearest message to emerge from the First 
National Meeting on Malaria and Future Activities. The Provinces expect stronger 
technical and logistical support from the national level. They also expressed a strong desire 
for advice and collaboration in improving their own management and supervisory activities 
as a first step towards developing stronger control programmes. 

The frrst step in improving the overall management of the programme will be a 
national level course on management and supervisory skills to be held during 1992. This 
will be followed by provincial level courses in subsequent years. 

4.6 Malaria information system 

The availability of reliable and timely epidemiological data is essential for proper 
planning and assessment of malaria control activities and for early action in the event of 
localized epidemics. In 1986 a new information system was designed and implemented but 
to date only a few provinces regularly provide data to the Institute for Malariology, 
Parasitology and Entomology. Part of the problem has been identified as the lack of 
trained staff at the district and provincial levels to collect the data but there is also no 
mechanism in place to encourage compliance. 

To strengthen the data collection and reporting system, provincial level courses will 
be conducted to train health staff to collect data on malaria morbidity and mortality and to 
carry out simple analysis. This will be followed by regular supervisory field visits by 
provincial and na tionallevel staff. 
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5. PROPOSED COLLABORATION (BUDGET PROVISION IN US$) 

5.1 WHO sources 

WHO will continue to provide support in the form of fellowships, supplies and 
equipment, a limited number of vehicles and local costs for training. Table 1 shows 
commitments for these inputs for the years 1991-1993. This represents a major increase in 
funding for supplies and equipment in 1992 and 1993 as well as higher levels of support for 
training activities. 

5.2 Proposed UNICEF input 

Support from UNICEF has focused on the provision of essential supplies and 
equipment. This support will continue but at a significantly higher level focusing 
particularly on the four proposed district scale trials of permethrin impregnated mosquito 
nets. Table 2 shows proposed UNICEF inputs for the period 1991-1993. 

5.3 Bud&et summary 

The overall focus of WHO and UNICEF inputs to the malaria control programme 
will remain the development of provincial, district, and village level capabilities. Table 3 
shows a summary of WHO and UNICEF funding. 



1991 

Component Budgeted Additional 
funds required 

Long term staff 74750 

Fellowships 

Training 8000 

S&E 25000 

Vehicles 

Local costs 3000 

Total 102 750 8000 

Table 1. WHO resources 

1992 1993 

Budgeted Additional Budgeted Additional 
funds required funds required 

58700 58700 

29700 4000 

23500 

93000 

27000 

4150 5000 

212550 23500 67700 

Total 1991-1993 

Budgeted Additional 
funds required 

192 150 

33700 

31500 

118000 

27000 

12150 

383000 31500 

§ 
In 
X 
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Table 2. Proposed UNICEF input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

Local costs 6000 5000 

S&E 186000 :27000 

Training 8000 18000 

Total 200000 250000 

1993 

Additional 
funds required 

15000 

269000 

16000 

300000 
L. 

Total 1991-1993 

Budgeted Additional 
funds required 

6000 20000 

186000 496000 

8000 34000 

200000 550000 

'"" ;:l 
;:l 
ro 
X 

'" p. 

~ 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from TOlal 
WHO UNICEF required by WHO required by UNICEF other Agencies 

1991 102750 200000 8000 3107Sll 

1992 212550 23500 250 000 4S6 050 

1993 67750 300 000 36770ll 

Total 383 000 200000 31500 550000 I 164 son 
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Vientiane, Lao PDR 
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THE PROGRAMME ON AIDS IN 
LAO PEOPLE'S DEMOCRATIC REPUBLIC 

1991-1993 

1. BACKGROUND INFORMATION 

ANNEXSe 

UNICEF/WHO/91/6 

Epidemiological data on HIV infection in Laos are still very limited. Testing for 
HIV started at the end of 1988 and was performed in Vientiane and Savannakht!t. For 
Vientiane, the data available so far are as follows: 

Blood donor 

Voluntary testing 
(including for purpose 
of visa issuance) 

Repatriated from refugee 
camps in Thailand 

Totals 

Before 1990 
Tested HIV( + ) 

224 

724 

298 

1246 

o 

1 

o 

1 

Jan-Nov 1990 
Tested HIV( + ) 

555 o 

51 o 

69 o 

675 o 

Before 1990, walk-in voluntary testing represented about 10% of all voluntary testing. 
Most of those individuals stated they sought testing because they had travelled to a foreign 
country with widespread SID. The other 90% were tested in connection with visa 
applications and for diagnostic purposes. From January 1990 to date, 16 of the 51 or 
31.4% of voluntary tests were for the purpose of obtaining a visa. 

The single HIV seropositive test was conflfmed by Western Blot in Melbourne, 
Australia. This is a 20-year old unmarried girl who was tested for HIV in 1989 on her 
return from Malaysia and Thailand, where she had been travelling several times over the 
past years. She is healthy, and has been counselled thoroughly. 
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2. OBJECITVES OF THE PROGRAMME FOR THE YEARS 1991-1993 

The long-term objectives of the programme for the prevention and control of AIDS 
in Lao People's Democratic Republic are: 

(1) to prevent transmission of HIV; 

(2) to reduce the morbidity and mortality associated with HIV infection; and 

(3) to reduce the social and economic impact resulting from HIV infection. 

Given the paucity of epidemiological data in Lao People's Democratic Republic, 
together with the proximity of Thailand and its relatively high HIV seroprevalence, and the 
fact that both countries share a common border for more than 1500 km. an appropriate 
epidemiological surveillance system is urgently needed. 

The testing of blood for donation is still being done solely in Vientiane where only 
about 20% of all the blood transfused is screened for HIV. 

3. APPROACHES 

A short term plan for AIDS prevention and control was formulated in early 1989 and 
has been fully implemented. Therefore WHO, in cooperation with the Ministry of Public 
Health, Vientiane, will prepare a comprehensive 3-5 year plan (Medium Term Plan) in 
March 1991. UNICEF and other UN agencies will be invited to participate in the 
formulation of the plan. 

The areas covered by WHO in the plan will be epidemiological surveillance, 
programme management and laboratory services. UNICEF will be requested to provide 
inputs regarding health education and perinatal transmission of HIV. This is in connection 
with their programmes on the health of women and child survival. A proposed plan of 
action with financial requirements will be worked out during the Medium Term Plan 
(MTP) formulation exercise. 

3.1 At nationalleve1 

(a) The National Institute of Hygiene and Epidemiology will be upgraded to 
provide national support for the laboratory diagnosis of HIV and STDs; 

(b) A comprehensive plan will be prepared to inform the general public about the 
modes of transmission of HIV / AIDS and preventive measures and to create a 
positive attitude towards the HIV infected individuals and AIDS patients by reducing 
the fear and stigma associated with HIV infection; 
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(c) The multisectoral national AIDS committee will be strengthened; and 

(d) A nationwide surveillance system will be established to monitor the trend of 
the disease in order to plan and implement appropriate preventive action. 

3.2 At provincial/district level 

(a) Screening blood for transfusions for mv will be implemented; and 

(b) AIDS/SID education will be incorporated in the curricula of secondary 
schools. 

3.3 At commune and villa~e level 

(a) Relevant health education programmes will be carried out; and 

(b) Training courses for health care workers will also be conducted. 

4. PROPOSED PLAN OF ACTION 

4.1 1991 

The 3-5 year Medium Term Plan will be formulated covering the following areas: 

1. Programme management 

2. Health education 

3. Epidemiological surveillance 

4. Laboratory services. 

4.2 1992-1993 

Activities will be decided during the Medium Term Plan formulation in March 1991. 

5. PROPOSED COLlABORATION (BUDGET PROVISION IN US$) 

The proposed budget will be drawn up during the formulation of the Medium Term 
Plan. Funds will be sought through a special resource mobilization meeting of the major 
international donor agencies, which UNICEF and WHO will attend. 
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UNICEF/WHO 
CONSULTATION MEETING 
Vientiane, Lao PDR 

UNICEF /WHO/91/7 

12-13 February 1991 

NUTRITION IN THE LAO PEOPLE'S DEMOCRATIC REPUBLIC 
1991-1993 

1. BACKGROUND INFORMATION 

The mortality and the morbidity hurden in the Lao People's Democratic Republic reflects 
the typical profile of a less developed country in the first stage of the epidemiological transition. 
Malaria, acute respiratory inf~ctions and diarrhoeal diseases are the top three mortality causes 
among infants and small children. Preventable infectious diseases are still not controlled, since 
the coverage rates in 1990 for DPT3, OPV3, BCG, Measles and Tf2 for pregnant women were 
about 21%, 30%, 31%, 29% and 11% respectively. 

1.1 Nutrition Situation: Problems and Malmitude 

The food and nutrition situation presented here has to he considered very carefully since 
reliable quantitative information is scarce. The following summary is based on a few nutrition 
studies and surveys during the past several years, hospital records, site visits and interviews. 

1.1.1 Low Birth Weight (LBW) 

The 1984 report by Kripps (WHO) covering about five (of 17) provinces estimated that 
30-40% of babies had LBW. Better data are needed to clarify the present situation, especially 
in the rural areas. Some evidence exists indicating that LBW might not be a major problem in 
Vientiane: Mahosot Hospital in 18 months (January 1989 - June 1990) showed about 8.4% of 
LBW infants. On the other hand, LBW is probably very high in some rural areas and among 
some ethnic groups. Some possible contributing factors may be fear of difficult and painful 
labour among pregnant women in rural areas where the vast majority of births occur without a 
trained TBA or midwife; strenuous physical activities which may imply inadequate food intake 
in the third trimester; and food taboo during pregnancy. 
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1.1.2 Protein-Energy Malnutrition (PEM) in Under-fives 
(0-60 months) 

Severe malnutrition occurred in 2% of children in the 1984 Kripps study (Vientiane and 
mainly 4 provinces in the south) and 2.8% in 1986 Vijaraghavan study (11 provinces in mainly 
in the north): thus a national estimate of 2.4%. In the same studies, malnutrition or 
undernutrition were 42% in the central/south (1984) and 55% in central/north (1986): thus a 
national estimate of 49%. Vulnerable groups were those more than one year old: in the 1986 
survey for one to five year-olds, undernutrition (W / A) was about 60% whereas 7% of infants 
under 6 months old and 36% of the 6-12 month infant were considered malnourished. During 
the first 6 months of life, because of exclusive breast-feeding, infant malnutrition is not a 
prohlem, though perinatal feeding practices of mother and child require investigation. 

During the weaning period from 6 months to 2 years, interaction he tween poor nutrition 
and diseases - especially acute respiratory infections and diarrhoea will make children start to 
falter, waste and stunt. Later, improved nutrition can improve the weight/height ratio 
(wasting) but stunting (height/age) is likely to persist, implying physical smallness and, of 
particular concern, small-hipped females making birth difficult. 

Northern provinces, especially Bokeo, Oudamsay, Luangnamtha were generally worse-off 
and also Attapeu in the south. Stunting, which reflects chronic nutritional deprivation, was also 
widespread (40% in 1984 and 54% in 1986 yielding a national average of about 47%) in 
children aged 2-5 years. 

1.1.3 Iodine Deficiency Disorders (100) 

100 is believed to be widespread, and its magnitude high especially in the mountainous 
areas. The results from goitre surveys between October 1988 and February 1990 in 9 provinces 
(sample of 20447 people) indicated prevalences of 10% goitre in the plain areas and 30% for 
the mountainous areas. The surveys used only palpation for detection; the real magnitUde of 
100 is certainly higher. Additional in-depth sample surveys are required. The spectrum of the 
problem ranges from a mere cosmetic annoyance to severe mental retardation; in sum 100 in 
Laos has very large socioeconomic costs. Interventions, if judiciously executed by applying 
appropriate technologies, should be given priority not only as a health prohlem but economic 
aspect as well. 

1.1.4 Other Micronutrient Deficiencies 

Studies using unambiguous quantitative objective methods are required to determine the 
extent of the problems. Problems exist but not necessarily as public health problems. For 
Vitamin A deficiency, the Laos Health survey on the Mekong Valley in 1968-1969 found (in 
about 8% of 2 988 people) some signs of vitamin A deficiency (Bitot's spot, keratomalacia or 
night blindness). Interviews with the parents and attending physicians of blind children seen at 
Mahosot Hospital (January 1991) gave reasons to believe that vitamin A deficiency may be the 
cause. Children being weaned are most vulnerable because parents almost never give 
vegetables to the children under 2 years of age. 

The 1968/1969 survey found widespread signs (46.8%) ofB2 deficiencies (active angular 
stomatitis or scars). For Bl deficiency, only anecdotal information was found. Hospitals in 
Vientiane in the past couple of years reported that several children died of unknown cause; 
others with the same symptoms quickly recovered after having received vitamin Bl treatment. 
Some villagers in Ban Huachieng are familiar with the sudden nocturnal death syndrome 
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among young, physically active males and even use the same term as in the North-east Thailand 
(lai tai, i.e. "sleep death"). The aetiology of this syndrome is still unclear, but some experts 
believe that Vitamin Bl deficiency may be involved. 

The nature and extent of nutritional anemias have yet to be determined. In the 
1968/1969 study, 35% of 1177 women aged 19 and 49 (most of whom were pregnant or 
lactating) had hematocrit of 34% or below and were considered anaemic. Doctors of the MCH 
clinic at Mahosot Hospital also confirm the importance of iron deficiency anaemia, especially 
among pregnant and lactating women. 

Bladder stone disease, quite common in Laos, may be considered a nutritional problem. 
There are multiple causes of the problem, including too early introduction of weaning food to 
the baby (22.1-31.9% in Vijayaraghavan study in 1988) especially the premasticated glutinous 
rice that lead to less breast-milk or water intake; inadequate phosphate intake (usually 
associated with inadequate protein intake); and high oxalate content from vegetables in the diet 
of children from the age of two years. 

1.2 Government Food and Nutrition Policies 

In general, national development policies have not placed an emphasis on public health 
or nutrition. Government health expenditures in 1988 were only about $1.60 per person (2% of 
GOP), of which 42% was external aid. Donor-fmanced capital investments have created 
substantial recurrent cost obligations which are not being met, given the very low government 
budget for health. In addition, there is an overwhelming bias toward curative care, which in 
1988 got 75% of the Ministry of Public Health budget compared with 2.7% for preventive work, 
including nutrition. Clearly, approaches must be sought for more efficient use of limited 
resources, emphasizing preventive programmes and the development of manpower and 
institutional capacity at all levels. 

Although there is a newly-created national committee on food and nutrition, it lacks a 
strong mandate. Apparently responsibility for nutrition is seen as a family responsibility. 
Government does not provide supplementary food to mothers or children who are in high-risk 
condition. The newly-formed Maternal and Child Health Institute has some formal role in 
nutrition policy, but its available expertise in policy and public health planning related to 
nutrition is very limited. 

Ministry of Public Health nutrition activities, mainly growth monitoring and nutrition 
education (e.g. group demonstrations of appropriate weaning food preparation) are limited to 
provincial and district hospitals involving "captive" audiences of very limited numbers of 
women. The quality of these activities is low. A weaning food factory, set up with support from 
UNICEF, is idle due to both supply and demand problems. The Lao Women's Union has not 
yet been involved with any major nutrition activities. The role of the Ministry of Agriculture 
and Forestry is more focused on economic food production than on food for human nutrition. 
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2. GENERAL OBJECI1VES OF 1HE PROGRAMME FOR 1HE 
YEARS 1991-1993 

Action on all of these could begin immediately. Some details are given below in 
Section 3. 

1. ASSESSMENT: To assess the nutrition status, food habits, household food security and 
approach for interventions among the three major ethnic groups using the rapid appraisal 
technique. 

2. ADVOCACY: To convince government policy-makers in all sectors, at both national and 
provincial levels, of the socioeconomic importance of child and female nutrition. 

3. PLANNING: To formulate short- and long-term intersectoral strategies and plans to 
alleviate the existing nutritional problems. 

4. TRAINING: To develop the manpower needed for nutrition activities both at national 
and local levels. 

5. FINDING APPROPRIATE MODElS: To develop or strengthen existing food and 
nutrition programme/project models, especially for appropriate fortification for Iodine 
Deficiency Disorder (IDD), growth monitoring and nutrition education for Protein Energy 
Malnutrition (PEM) and local supplementary food production for household food security. 

6. COMMUNICATION: To develop and disseminate nutrition communication materials 
to create awareness in individuals, especially parents. 

3. APPROACHES AND PROPOSED PLAN OF ACTION 1991-1993 

The country has not yet formulated an explicit nutrition policy nor a national food and 
nutrition plan. Considering the infrastructural constraints and the difficulties inherent in 
implementing effective, multi-sectoral food and nutrition activities, a step-by-step approach is 
mandatory while keeping the above objectives in clear view. 

3.1 Assessment 

The objective would be to assess: 

- nutrition status, e.g. physical growth, clinical and simple biochemical indicators; 

- food intake, e.g. breast-feeding, food intake of the young child and the household; 

- food habits and practices, e.g. food preparation and food taboos at certain periods and 
during sickness; 
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- related health factors, e.g. frequent morbidity and mortality, health services and 
compliance; and sanitation situation, e.g. latrines and safe drinking water; 

- household food security, e.g. factors related to household food production, food 
acquisition, seasonal variation and distribution; 

- in 3 main ethnic groups: Lao Loum, Lao Theung and Lao Soung; 

- training of the Lao People's Democratic Republic counterparts to carry out the future 
work. 

This multidisciplinary assessment should employ rapid rural appraisal (RRA) or rapid 
assessment procedures (RAP) that allow findings and view points to be triangulated. The team 
should include at least a nutritionist, an agricultural expert and a socio-anthropologist. The 
expected outcome is a more holistic picture about the situation. However, it is important to 
emphasize that the information to be obtained is at best scanty and it may not be cost-effective 
to indicate the situation and as such can be very helpful in formulating activities, but not to be 
generalized. 

3.2 Advoca9' 

It is extremely important to convince policy-level authorities that the future of the Lao 
People's Democratic Republic lies not only in economic development but also in human 
development. Clearly in the L.ao People's Democratic Republic nutritional problems, especially 
IDD and PEM, are major public health concerns. Both of these problems are compromising 
the well-being of the present and future population. The problems of PEM and IDD should 
therefore attract government and donor investment for their resolution. Since the provincial 
authorities in the Lao People'S Democratic Republic are quite autonomous they also need to be 
convinced. 

In 1991 it is recommended that a National Workshop on Food and Nutrition Polic), and 
Planning be held. The objectives could be: 

(a) to convince policy makers in the ministries involved, e.g. Health, Agriculture, 
Education and Internal Affairs and provincial authorities about the food and nutrition 
situation and its importance in the Lao People's Democratic Republic; 

(b) to formulate an explicit national food and nutrition policy and planning both short 
term and long term; 

(c) to identify activities within the ministries involved and at the provincial level. 

It should be a five-day workshop jointly organized by the government, FAO, UNICEF 
and WHO. Sessions could include an overview of the current situation and outline for polic..)' 
and planning formulation with separate working groups according to assigned tasks. Later, a 
smaller workshop for document preparation may be needed. 

3.3 Planning: An Intersectoral Auproach 

Food and nutrition planning should start at the central level. Policy makers in the 
ministries involved, e.g. Health, Agriculture, Education and Internal Affairs at national level 
and some key counterparts at provincial level should have a chance to get together, to 
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comprehend the magnitude and consequences of the nutrition problems and to formulate 
co.n~erted and concrete policies and courses of actions, both short and long term. The basic 
minImum needs (BMN) concept and approach may be introduced together since household 
food security and nutrition are the crucial parts of them. 

Those provinces most affected by the problems and/or having the financial and 
manpower potential should be encouraged to strengthen or to develop and start model 
activities. However, the dilemma of the most affected province having the greatest need may 
present itself. In any case a nationally applicable "blanket~ strategy is definitely IlQl 
recommended given the highly varied situation in the Lao PDR. Successful NGO experience 
(success being determined not from the service but from the development and built-in 
sustainability points of view) can be extremely useful in development of such models. Diffusion 
of successful models is most practical by on-site training activities of multidisciplinary teams 
from areas seeking to establish similar nutrition activities. 

3.4 Training: Manpower and Institutional Strengthening 

The Lao People's Democratic Republic is in great need of trained manpower for public 
health and nutrition. The related institutions also require strengthening. Given the poor 
communication and transportation infrastructure and the relatively autonomous health 
organization at the provincial level, more priority should be given to training at the provincial 
and district level. Institutional strengthening should focus on support to provincial-level 
training. 

For provincial or district-level trainers, on-site training with practical exercises are 
essential; the theory-based lecture-style training which seems prevalent should be improved and 
modernized in terms of achieving real learning objectives. 

The objectives for 1991-1993 are: 

(a) to train personnel at the national institute and key personnel (e.g. MCH officers) 
at provincial level in food and nutrition perspectives, growth monitoring and surveillance 
methods (both theory and practical application with site visits), community nutrition 
planning and management 

(b) to train personnel at district level and below in growth monitoring activities, 
supplementary food production at the village level and nutrition education 

For the first group, in 1991, two staff members from the national MCH institute and at 
least six from the provincial level should be sent to train in an institute that can customize the 
training course for their needs, e.g. the Institute of Nutrition, Mahidol University in Thailand. 
More provincial level staff should be sent in 1992-1993. 

For the second group, 3-5 day local training courses for 15-20 participants should be 
supported (1 course by the end of 1991 and 3-5 per year in 1992-1993). On-site training with 
practical exercises that can readily be used when they go back to work should be the main 
feature of the training course. 

3.5 Finding Appropriate Models 

One example of the kind of model which might be sought relates to improving Local 
SupplementaQ' Weaning Food Production. The objectives of this programme could be: (i) to 
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produce nutritious supplementary food for children using locally available raw materials; and 
(ii) to create awareness and eventually engender community participation in planning and 
implementing local activities. Three (or so) villages could be identified where NGOs or others 
have already started, or which have an interest in improving nutrition, local organizational 
ability and social coherence. 

3.6 Communication. Social Mobj!jzation. and Community Involvement 

Improving public nutrition generally requires a "horizontal" approach, in contrast to 
"vertical" (e.g. EPI) programmes, because people themselves are the actors on a day-to-day 
basis. People have to recognize that it is their own problem and they themselves have to do 
something. Community leaders, Women's Union and monks should be mobilized to assist in 
convincing individuals. Since inputs partly or mainly come from within the community, local 
people should be involved from the beginning in planning, managing and monitoring their own 
community nutrition improvements. Technical and managerial skill training should be 
supportive, not directive. 

Communication to create awareness 

It is necessary to create awareness by employing effective communication channels and 
techniques through collaboration between health, education, and communication experts. Mass 
communication by radio is likely to be far more potent than printed materials. "Maw lum" and 
radio "Ia-kon" or soap operas that have been designed to carry nutritional messages are 
interesting and more readily understood by most people than scientific documentaries. 

Alternative "menus" and local decision makin~ 

For local supplementary food production and other household food security activities, 
local people should have options and fmal decision making should be their own. Since people 
have to contribute too, at least in kind, they will certainly have to weigh their expectation and 
the risk. Outsiders must respect their ideas and their rationality. So, if the outcome is not 
favorable or even fails, people will not have bad feelings and future adjustments or changes will 
not be so difficult to implement. 

Maximizin~ NGO development efforts 

NGOs should be encouraged and supported to playa larger role in activities dealing with 
local manpower development. Since their personnel have greater opportunities to contact 
people and health systems in their natural settings, they should be consulted to up-date the 
situation. Frequent dialogues among the NGOs themselves and local UN agencies should be 
supported to set the direction, to better coordinate and to share actual experience to avoid 
potential pitfalls and enhance effectiveness. 

Nutrition education and communication: actions 

Nutrition education and communication are indispensable to create awareness among 
parents. The objectives of this programme would be: 

- to produce appropriate nutrition messages for broadcasting by radio, community 
broadcasting system, television or video tape 
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- to produce nutrition education modules for health workers or Women'. Union 
members at village level to talk to people about food and nutrition issues, e.g. infant 
food, infant food supplements; food for pre«hool children; how to aasist . 
malnourished children; daily diet, maternal and child health; how to aaaist anaemic 
persona; food and fruit preservation; kitchen prdening. and raising small animals. 

The programme should start in 1992. Information from the rapid food and nutrition 
assessment (and other relevant studies) should be utilized to design messages. Documentary 
messages are definitely ineffective. Academic correctness and completeness may be counter
productive. Short simple and culturally relevant me.sap that allow for ethnic differences are 
required. Field tests before regular broadcasting or mass production are mandatory. 

4. PROPOSED COLLABORATION (BUDGET PROVISION IN USS) 

The proposed budgetary contributions from WHO and UNICEF are shown in Tables 1 
and 2 respectively, while the budget summary is shown in Table 3. 



Table 1. Proposed WHO input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

STC 14000 15000 

Study tour 4000 

S&E 

Local cost 2000 

Total 14000 2000 19000 

1993 

Additional 
funds required 

7500 

2000 

4000 

13500 

Total 1991-1993 

Budgeted Additional 
funds required 

14000 22500 

4000 

2000 

2000 4000 

16000 32500 
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Table 2. Proposed UNICEF input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 

funds required funds required 

To be identified 
later 100 000 200000 

Total 100000 200000 

1993 

Additional 
funds required 

300000 

300000 

Total 1991·1993 

Budgeted Additional 
funds required 

100000 500000 

100000 500000 
-

g 
(1) 

~ 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from Total 
WHO UNICEF required by WHO required by UNICEF ot her Agencies 

1991 14000 100 000 114000 

1992 2000 19000 200000 30000 2SI000 

1993 13500 300000 20000 333500 

Total 16000 100 000 32500 500000 50000 698500 
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UNICEF/WHO 
CONSULTATION MEETING 
Vientiane, Lao PDR 

UNICEF /WHO/91/8 

12-13 February 1991 

MATERNAL AND CHILD HEALTH 
IN LAO PEOPLE'S DEMOCRATIC REPUBLIC 

1991·1993 

I. BACKGROUND INFORMATION 

The health of mothers and children in the Lao People's Democratic Repuhlic is still 
negatively affected hy many preventable problems or curable diseases, both in urban and 
rural areas. Most of the population (85%) are rural and live in some 11 500 villages with 
an average population of about 300. The crude birth rate of 44 per 1000 is one of the 
highest in Asia. A UNFPA sU['!Py in 1985 estimated total fertility at 6.8 children per 
woman of reproductive age, one of the highest in the region. One third of births occur in 
women past the age of 35 years. Ante-natal care coverage is very low outside Vientiane; 
only 5% to 10% of deliveries are attended by trained TEAs or health staff. Complications 
during pregnancy, delivery and the postpartum period account for an estimated maternal 
mortality between 350 and 550 per 100 000 deliveries. 

1.1 Main problems in maternal care 

(a) large urban-rural discrepancy in antenatal, delivery and post-natal service 
coverage; 

(b) health care services, even if available at district level and below, are not 
utilized due to the poor quality of services; 

(c) poor referral system and difficulties of communication; 

(d) lack of drugs, medical equipment and unequal distribution in the district; 

( e) limited pool of trained health personnel confined to Vientiane and some 
provincial capitals; 

(f) some traditional way of caring for mothers after delivery may be medically 
harmful; 

(g) lack of proper nutrients due to lack of knowledge and/or food taboos. 
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The main problems/diseases during pregnancy are: 

(a) Malaria, complicated with anaemia and resulting in abortion; 

(b) Anaemia. If nutritional, usually associated with severe oedema unassociated 
with hypertension or proteinuria; 

(c) Poor nutrition compounded with excessive work causing foetal growth 
retardation, foetal loss and low birth weight; 

(d) Frequent abortions among multifarious women in the second trimester, which 
may be related to poor weight gain, heavy labour or induced abortions; 

(e) Short birth intervals leading to a high proportion of grand multiparity and 
pregnancies, especially in women over 35 years old. 

1.2 Delivery period 

The most frequent delivery complications are: 

(a) Post-partum haemorrhage and retained placenta, the commonest cause of 
death in rural areas and associated with grand multiparity; 

(b) Obstructed labour due to malpresentation or cephalo-pelvic disproportion 
commonly requiring caesarean section; 

( c) Eclampsia 

1.3 Health and demo~aphic indicators 

There is inadequate data and available statistics are unreliable due to under 
reporting, but data indicate: 

(a) the total fertility rate (average number of children per woman) of 6.8 is one of 
the highest in the region; 

(b) the infant mortality rate is approximately 117 per 1000 live births, according to 
the MOPH; second highest in the region (after Cambodia); 

(c) high crude birth rate; approximately 44 per thousand; 

(d) high crude death rate; approximately 19 per thousand. 

1.4 Children 

High incidence of low birth weight (see paper on Nutrition) frequent infections 
(especially diarrhoea, respiratory illness, malaria), and chronic malnutrition (prevalence 
estimated at 50%) are the main causes of infant and child mortality. 



- 67 -

Annex 5g 

1.5 Problems related to MCH prQ~amme planninK- management. and resources 

Several key organizational problems affect efforts to improve maternal and child 
health. First, there are two fundamental management problems affecting most health 
development efforts (not only MCH): (i) stratification of responsibility between the 
central and provincial levels resulting from an extraordinary degree of devolution of 
responsibility to the provinces such that national policies are difficult to implement; and 
(ii) verticality of approach, such that coordination and cooperation between various health 
services (which are needed for effective MCH service) is more the exception than the rule 
at both central and provincial levels. The Ministry of Public Health is now actively engaged 
in formulating a coherent national plan which should clearly identify the major problems, 
the national objectives, the strategies for their achievement, and the necessary programmes 
and projects required. The management problems of stratification, verticality, and lack of 
a national MCH plan are severely compounded by a general lack of staff trained in public 
health planning at both central and provincial levels, in addition to a serious lack of other 
human, physical and financial resources. 

Partly in recognition of these problems the Institute of Maternal and Child Health 
was established in December 1989. The Institute was set up primarily for the 
administration and support of maternal and child health services, though it does have, in 
principle, the eventual possibility of doing research. Given that the management problems 
outlined above existed before its establishment, its functions have been difficult to define in 
practice. In addition, none of the professional staff has had any specialized training in 
health systems management, planning or epidemiology. At present, there is little 
government financing available for the Institute to cover recurrent costs such as petrol, 
office supplies, field trips, etc. Located in a new, empty 3D-bed hospital, it is sparsely 
furnished, not yet connected to the telephone and suffers from lack of secretarial and 
clerical staff. 

However, the staff are very dedicated, the Director has begun a very promising 
process of dialogue with provincial MCH authorities through a series of workshops, and 
the Institute will soon have two long-term MCH advisers (from UNICEF and the Save the 
Children Fund UK). 

The main functions of the Institute are now seen to include: 

(a) coordinating the services of various components of programmes under the 
administration of the Institute; antenatal and postnatal care, well child clinics, ARI, 
andCDD; 

(b) promoting cooperation between the MCH services and other health services 
and programmes, e.g. birth spacing, immunization, malaria, health education and 
nutrition. Likewise, with other ministries (e.g. education) which can contribute to 
efforts to improve maternal and child health; 

(c) coordinating donor agency and NGO maternal and child health inputs, which 
has often been fragmented, overlapping or redundant; 

(d) assisting with and supporting training on management, planning and 
supervisory skills for provincial and district level health administrators; 
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(e) developing the necessary strategies and plans to: 

(i) develop guidelines for the organization of MCH services at all levels, 
including verification of quality of care, management information systems, 
logistics and supply distribution, etc.; 

(ii) develop guidelines and manuals for basic and refresher training of 
health professionals; 

(iii) develop MCH health education messages technically sound but also 
appropriate to local culture; 

(iv) give guidance and support for local training of TBAs, and develop 
systems for early detection and referral of high risk pregnancies; 

(v) increase and improve community involvement to establish sustainahle 
support for their health services; 

(vi) improve the financing of the MCH services. 

2. OBJEcnVES OF THE PROGRAMME FOR THE YEARS 1991-1993 

The general objectives of the MCH programme (including hirth spacing) are: 

(a) to strengthen the health services at all levels of the health care delivery system, 
in the context of primary health care, in order to reduce maternal, perinatal, infant 
and childhood mortality and morbidity; 

(b) to improve the physical and psychosocial development of children. 

3. APPROACHES 

3.1 1991 

(a) A five-year MCH services development plan will be prepared and key policies 
will be established in conjunction with provincial authorities. 

(b) The programme will focus on six provinces (36 districts) and attention will be 
given to the expansion of activities to districts in other provinces in a phased manner. 

(c) The MCH Institute's services will be strengthened and made more operational 
through staff training, financial and technical support. 
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( d) UNICEF/WHO collaboration will also support the expansion of MCH 
services to other parts of the country to the extent possible. 

(e) Every effort will be made to coordinate and integrate services within the M CH 
programme, with other health services and with other institutions and programmes. 

3.2 1992-1993 

(a) The MCH programme will focus on strengthening nutritional surveillance and 
support for birth spacing programmes. 

(b) Strengthening the managerial and operational capabilities of the MCH 
Institute will continue to be a priority. 

(c) Support to province-level MCH programme will be increased, both from the 
Institute and cooperating agencies (UNICEF, WHO, NGOs). 

4. PROPOSED PlAN OF ACTION 

Tremendous efforts and major fmancial investments are required if the health status 
of women and children is to be raised significantly. In addition to health sector inputs. 
other social (e.g. education, water/sanitation) and economic (e.g. roads) investments have 
had significant impact on maternal and child health. However, a relatively modest 
investment in the following areas will accelerate improvements in maternal and child 
health. 

(a) Development of a consensus on national MCH policies and plan; 

(b) Establishment of functional inter-service and inter-sectoral planning and 
operational management linkages; 

(c) Defmition of the Institute's role and development of its plan of action. 

(d) Training courses on: 

(i) management of MCH services 

(ii) community involvement 

(e) Development and production of IEC materials 

(I) Strengthening of provincial health committees 

(g) Refresher training at provincial level 

(h) TBA training/ ANMW training 

(i) Exclusive breast-feeding up to 4-6 months 
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(j) Control of ARI/diarrhoeal diseases 

S. PROPOSED COLLABORATION (BUDGET PROVISION IN USS) 

The proposed budgetary contributions from WHO and UNICEF are shown in Tables 
1 and 2 respectively, while the budget summary is mown in Table 3. 



Table I. Proposed WHO input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

STC 29000 7500 7500 

Local cost 4000 10 000 22500 

Total 33000 10 000 30000 7500 

1993 Total 1991·1993 

Additional Budgeted Additional 
funds required funds required 

36500 7500 

26500 10 000 

63000 17500 
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Table 2. Proposed UNICEF input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

To be identified 
later 200000 200000 

Total 200000 200000 
~-

1993 

Additional 
funds required 

200000 

200000 
~-

Total 1991·1993 

Budgeted Additional 
funds required 

200000 400000 

200000 400000 
~- -- ~- ~-

I 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from Total 
WHO UNICEF required by WHO required by UNICEF other Agencies 

1991 33000 200000 10000 64 000 307000 

1992 30000 7500 200000 151000 388 500 

1993 200000 37000 237000 

Total 63 000 200000 17 500 400000 252000 932500 
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UNICEFjWHO 
CONSULTATION MEETING 
Vientiane, Lao PDR 

UNICEFjWHO/91/10 

12-13 February 1991 

MANAGEMENT SUPPORT FOR PRIMARY HEALTH CARE 
AT PROVINCIAL AND DISTRICT LEVEL 

IN THE LAO PEOPLE'S DEMOCRATIC REPUBLIC 
1991 - 1993 

1. BACKGROUND INFORMATION 

In May 1986, the World Health Assembly reviewed the Global Report on the 
Evaluation of the Strategy for Health for All and identified a constraint hindering the 
delivery of essential health services: weakness in organization and management of health 
systems particularly in districts. The assembly adopted the resolution (WHO 39.7) in 
which, it urged countries to place particular emphasis on strengthening district health 
systems based on primary health care. Since that time a number of meetings at different 
levels have sharpened awareness on the nature of the organizational and management 
problems in districts, mainly UNICEF and WHO joint sponsorship of the first 
Interregional Meeting on this subject in Harare, 1987. The recommendations of these 
meetings were reviewed at the World Health Assembly in May 1988 and a resolution 
(WHA 41.33) was adopted requesting WHO to intensify programme activities of research 
and development on strengthening integrated health approaches and district health 
systems within the national context. 

The stated policy of the Ministry of Public Health in Lao People's Democratic 
Republic places strong emphasis on the development of viable district health systems in 
order to facilitate the implementation of Primary Health Care. Despite considerable 
efforts made during the last fifteen years to improve the overall situation, the health 
system, particularly at district level, remains seriously underdeveloped. In many districts, 
the health care system is virtually non-existent below the district level as village and 
commune dispensaries and health posts are often not functioning. 

In a national workshop on "Strengthening of District Health Systems" organized by 
WHO, in October 1989, the following problems were identified: 

- Organization, planning and management skills are inadequate in the provinces 
and districts. 
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- Owing to inadequate planning and management mechanisms the coordination 
and integration of health programmes at district level faces difficulties. At the 
central level planning and implementation of individual vertical programmes is 
done by separate programme committees, departments or institutions. Even 
though this approach may have justification, it hampers the development of 
effective and integrated health care at district and provincial levels. 

- The health information system is poorly developed, and data at district, commune 
and village level are scanty and unreliable. In many provinces information on 
different programmes is routinely collected, but usually not properly processed 
and utilized. The type of information required for managing and evaluating 
primary health care activities is not identified. 

- Financial and other resources essential for smooth functioning of district health 
services particularly operating costs are insufficient. Financial management and 
resource allocation are generally weak. A high percentage of available operating 
budgets is spent on salaries, etc. 

- Functions and procedures at different levels of the district health facilities are 
very rudimentary; roles and responsibilities of staff are poorly defined and job 
descriptions of health personnel are either unclear or non-existent. 

- Basic training and continuing education of district health personnel such as 
medical assistants, auxiliary nurses and community health workers (CHWs) do 
not always take into con~ideration the suitability of curriculum and learning 
material. Most of the existing programmes are based on traditional educational 
methods and do not provide the necessary skills for implementing primary health 
care. In some districts the number of staff is too large, the quality of their 
performance is poor and their services generally are underutilized. Inadequate 
fmancial and material resources, supplies and drugs also contribute to poor 
attendance at peripheral health facilities. 

- Hospitals, which absorb the majority of district's trained staff, provide mostly 
curative services. They also receive the largest share of the health budget, with 
low levels of utilization which imply inefficient use of these resources. Most 
district hospitals and health offices tend to work separately without coordinating 
their activities. Overall policy regarding charges for drugs and services remains 
unclear. 

During the last 2 years, despite many constraints, efforts have been made to develop 
methodologies for strengthening district health systems in support of primary health care. 
Research and development approaches have been used in certain districts although in 
limited scope but with positive achievements in areas such as: 

- Organizational arrangements and development of management, planning skills 
and the team approach; 

- Community participation and intersectoral collaboration; 

- Development of a health information system; 

- Reorientation and continuing education of district health personnel; 
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- Development of a supervision and referral system and involvement of district 
hospitals in supervised field training; 

- A programme of strengthening health management in provinces and districts has 
been launched successfully in the province of Vientiane. It is expected that the 
programme will be expanded throughout the country. 

2. OBJECI1VES OF THE PROGRAMME FOR THE YEARS 1991-1993 

The main objectives are: 

2.1 To strengthen the overall management and organizational capability of district health 
managers to enable them to identify key problems affecting the implementation of primary 
health care; develop feasible strategies to address those problems; and prepare plans and 
budgets for implementing their problem-solving strategies. 

2.2 To strengthen the link between provincial and district health managers. 

2.3 To promote and expand a coordinated approach in implementing of PHC activities 
such as MCH, EPI, Malaria, CDD, ARI, essential drugs programmes as well as other 
elements of primary health care "t district level including active community participation 
and use of appropriate technology. 

3. APPROACHES 

Strengthening district health systems and management support for primary health 
care at provincial and district level will be implemented with the support and close 
collaboration of the concerned departments or programmes of the Ministry of Public 
Health; and through intersectoral action with other ministries, agencies and with 
nongovernmental and community organizations at all levels. 

During the last two years, despite many constraints, efforts have been made to 
develop methodologies for strengthening district health systems in support of primary 
health care. Research and development approaches have been used in certain districts 
although in limited scope but with positive achievements in areas such as: 

3.1 At national level - a PHC support network with wide representation from different 
departments or programme areas, will be responsible for implementation of activities and 
will assist with technical coordination. 

3.2 At provincial and district level - the Provincial PHC coordinator, the Provincial 
Health Management Committee and the District Health Management Team will supervise 
activities at these levels and provide intra and intersectoral collaboration and promote 
community participation. 
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3.3 At commune and village level - Commune and village primary health care 
committees will be responsible for overall approaches to health development activities in 
villages under coverage and provide community participation. 

A detailed list of the functions and responsibilities of the National PHC Support 
Network, Provincial Health Management Committee, District Health Management Team, 
commune/village PHC support committees etc. have been jointly prepared by WHO and 
national staff. 

The main approaches in 1991-1993 will be to: 

- develop a network of coordinators at national and provincial levels who will be 
able to extend and manage continuing efforts to develop management capabilities 
for primary health care support at provincial and district levels, through intensive 
orientation and refresher training in primary health care management. 

- improve the quality, coverage and implementation of health programmes and to 
increase the confidence and skill of health managers in provinces and districts and 
to promote ways and means of starting a sustainable process of management 
development based on actual working situation, abilities and needs of provincial 
and district staff. 

- develop organizational changes to facilitate a team approach in planning, 
implementation and supervision of different health programmes; and strengthen 
intersectoral collaborati0n and community participation through development of 
Provincial Health Management Committees, District Health Support Committee, 
District Health Management team and commune, village PHC committees. 

4. PROPOSED PLAN OF ACTION 

4.1 Proposed plan of action in 1991 

4.1.1 Strengthening health management in provinces and districts 

The process takes health managers through a series of workshops, each followed by a 
period of between four and seven months during which plans developed at the previous 
workshops are implemented. Three workshops are held during the first cycle which lasts 
for about 12 months. In 1991 the programme will be implemented for 2 new provinces with 
21 districts. The programme of Vientiane province with 9 districts will continue as 
planned. 

4.1.2 District health financing and financial management of district 
health systems 

Health financing is one of the most important current issues affecting all levels of 
health systems particularly district health systems. Knowledge and skills regarding 
financing and financial management of health services is lacking in many districts. A WHO 
health economist in collaboration with Ministry of Public Health and WHO country staff, 
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will carry out a rapid assessment of the key issues in district health financing and will 
propose a number.of options, which include community fmancing schemes and revolving 
drug funds etc. whIch will be reviewed and assessed in 3-4 districts before being used on a 
large scale. 

4.1.3 Logistical Support 

. Logistical supp~rt will be strengthened particularly with regard to vehicles, cold chain 
~qulpme!lt, case fmdmg and laboratory support, and essential drug supplies. Health 
mformatJon and management facilities and appropriate facilities for training and 
supervision will be provided. 

4.1.4 Development of health information system 

Considering the importance of health information, particularly data needed for the 
planning, evaluation and supervision of district health services, development of a 
community-based information system which has been under trial in 3 districts will continue 
and will be expanded to 6 districts. 

4.1.5 Training and orientation of district health personnel 

The programme which includes training on health management will be given more 
attention. This will include development of appropriate learning materials, teaching 
methodologies for different categories of health personnel including supervised field 
training of district health personnel and community health workers. It is planned that 
material will be evaluated and reviewed during 1991 for wider use in the country. These 
activities will be supported with 2 contractual service agreements for developing training 
programmes of auxiliary nursing personnel and development of health education learning 
materials. 

4.1.6 Role of district hospital 

Considering the critical role of the district hospital in strengthening district health 
systems, which goes far beyond inpatient care, special efforts are needed to reorient 
hospital staff towards a broader role in supporting primary health care, including the 
supervision, support and training of health workers in the district, as well as fulfilling their 
specialist clinical and referral functions. In this connection a new organization for district 
health system will be proposed and put into action in 6 districts. This new organization 
includes a complete integration between district hospital and district health office. 

4.1. 7 Coordination 

Improve effective coordination between different, strengthening district health 
systems and primary health care projects supported by different international agencies, 
bilateral donors and nongovernmental organizations. 

4.2 Proposed plan of action in the years 1992 - 1993 

While the general content of the action plan for 1991 remains valid, the programme 
of strengthening health management in provinces and districts continues to give complete 
coverage in 3 existing provinces under implementation. With development of the 
coordinators' network the plan of action for the years 1992-1993 is to cover 4 new 
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provinces with the whole range of 1991 activities. The programme for strengthening health 
management will be expanded to provinces and districts during 1990-1993. 

5. PROPOSED COLlABORATION (BUDGET PROVISION IN US$) 

5.1 ~ 

WHO will continue to provide technical support for development of district health 
systems through country based staff. A medical officer for organization of health systems 
based on primary health care, will coordinate all WHO strengthening district health 
systems and primary health care development activities. Support to strengthening district 
health systems with particular emphasis on development of health systems management 
will continue through intercountry and global resources. Additional consultants on 
financing and financial management for provincial and district health systems will be 
provided. 

Table 1 shows the proposed WHO inputs for the years 1991-1993. 

5.2 UNICEF 

UNICEF will provide sUlJport to strengthening district health systems particularly in 
the area of management training at provincial and district level - support will include 
training of managers, strengthening financial management planning of the health sector, 
provision of supplies and equipment needed for implementing action plans developed 
during workshop sessions and other logistical support needed for activities such as 
supervision and field training. Support will enhance coordination with individual 
programmes such as MCH, EPI, and CDD which will contribute to development of 
sustainable health systems at provincial and district levels. 

Table 2 shows the proposed UNICEF inputs for the years 1991-1993. 

5.3 Budl:et summary 

Table 3 is the summary of budgetary requirements for collaboration in 1991-1993. 



Table 1. Proposed WHO input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

Long term staff 77 900 80400 80400 

Temporary 
Administrative 
staff 6000 6000 

STC 36500 

Fellowship 20000 19800 

Training 41600 6000 

Local cost 32000 10000 4650 30000 4650 

Vehicle 18400 

S&E 11000 11500 11500 11500 

Total 194000 41000 134750 53500 96550 
-

1993 

Additional 
funds required 

6000 

20000 

20000 

11500 

57500 
-

Total 1991·1993 

Budgeted Additional 
funds required 

238700 

I 

6000 12000 
, 

36500 

19800 40000 I 

41600 6000 
I 

41300 60000 
, 

18400 

23000 34 000 

425300 152000 
- - ----
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Table 2. Proposed UNICEF input 

1991 1992 

Component Budgeted Additional Budgeted Additional Budgeted 
funds required funds required 

STC 7500 30000 

Fellowship 15000 15000 

Training 13 500 74500 

Local cost 15000 15000 

Vehicle 18600 

S&E 41000 35000 

Total 110600 169500 

1993 

Additional 
funds required 

15000 

15000 

88000 

15000 

35000 

168000 

Total 1991-1993 

Budgeted Additional 
funds required 

7500 45000 

15000 30000 

13 500 162500 

15000 30000 

18600 

41000 70000 

110600 337500 

~ 
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ro 
x 
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Table 3. Budget Summary 

Year Budgeted by Budgeted by Additional funds Additional funds Needed from Total 
WHO UNICEF required by WHO required by UNICEF other Agencies 

1991 194000 110600 41000 345600 

1992 134750 53500 169500 357750 

1993 96550 57500 168 000 322 050 

Total 425 300 110600 152000 337500 1 025 400 
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CAMBODIA PROGRAMME REVIEW - GENERAL DESCRIPTION 

1. GeojU"aphy 

Cambodia occupies a compact territory covering 181 035 sq km in the southwest 
corner of Indochina, bordered by Thailand to the west, by the Lao People's Democratic 
Republic to the north, by Viet Nam to the east and by the Gulf of Thailand to the south. 
Salient geographical features are the Tonie Sap Great Lake dominating the central plains 
and plateau region, the Mekong River Valley to the east, and the Cardamon and Elephant 
mount~ins to the south separating the coastal region from the rest of the country. Half to 
two thirds of the land surrounding the central plain is covered by tropical forests and 
mountains. 

2. Political History ( 1970 - ) 

The situation of the people in Cambodia must be seen in the context of the tragic 
decade of missed opportunities in the 1970s. The war that engulfed the country in the first 
part of that decade was followed by radical and extreme domestic policies in the second. 
This caused mass starvation and the destruction of social and economic infrastructure. 
Millions of people were displaced. and up to two million of them perished out of a total 
country population of eight million. The professional manpower of the country was 
decimated. The health system was destroyed, and less than 40 doctors survived in 1979. 
The formal system of public education was eradicated, and by 1979 only about one quarter 
of primary school teachers of the 1960s remained. The institutional memory necessary to 
sustain and enhance social development had been dissipated. 

Starting in 1979, the new authorities commenced the slow and painful process of 
re-establishing social and economic infrastructure and rebuilding human resources. 
These efforts were, however, hampered by continuing political stalemate, and a situation of 
no-war-no-peace between the government in Phnom Penh and its rival political factions on 
the border. This has resulted in a nearly comprehensive political and economic isolation of 
the country, thus denying it of vitally needed economic and technical assistance at a criticlll 
stage of its reconstruction and regeneration. 

3. Demo&Taphic characteristics 

According to official estimates, the popUlation of Cambodia was approximately 
8 million in 1988. No formal census has been conducted since 1962, so the current 
population estimates are based on reports of the administration officers in provinces, 
districts and villages. These are used to forecast population growth and distribution. 

The 1987 birth rate was estimated by the Ministry of Health to be 40.4 per thousand, 
but other estimates such as those which appeared in the November 1987 edition of South 
Magazine, place it at 60 per thousand, which would make it the highest in Asia. 
Government sources rate that the current population growth rate estimate of 2.8 per cent 
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should be revised upwards to between 3 and 4 per cent. The current estimated life 
expectancy at birth is 46.5 years for males and 49.4 for females, up from the 1980 rates of 
30 for males and 32.5 for females. 

4. Administrative structure in 1988: 

Central Government 

21 Khet (provinces) 

176 Srok ( districts) 

1517 Khum (communes or sub-districts) 

11 785 Phum (villages) 

1 municipality 

Estimated Avera~e Population 

7.9 million 

343000 

41000 

4700 

600 

700000 

While the central Government establishes overall policy and directs national 
programmes, the provinces have considerable autonomy, particularly regarding 
expenditure and local fund-raising. The implementation of most programmes nation-wide 
is therefore dependant on the provinces' individual financial and developmental priorities. 
The provinces trade goods and se!Vices with each other and with the central government. 
Goods and services provided by the central level are deducted from provincial budget 
allocations. 

The district and sub-district (commune) levels, which have similar administrative 
budgetary autonomy, are managed by locally elected committees. These committees are 
the cornerstone of community organization; one committee member is responsible for 
each sector's development (e.g. health, education, agriculture). The committee members 
are thus pivotal in the implementation of national programmes and in enlisting the active 
participation of their communities. 

Of valuable potential for promoting local participation are the mass organizations. 
such as the Youth Association and the Women's Organization. However, although both 
organizations claim large membership, their development at the local level is currently 
somewhat uneven and they suffer from lack of funds and trained personnel. 

5. Economy 

Prior to 1979, Cambodia was an under-developed agrarian economy with a small 
industrial base. Agricultural productivity was low, and the country depended on external 
aid to cover its budget outlays. Per capita income in 1970 was estimated at around 
US$130. Following the disruption of the entire economy in the 1970s the per capita 
income was an estimated US$50 in 1983 and not more than US$60 in 1988. 
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The economy depends largely on agriculture while industries and services face a 
variety of constraints to recover up to pre-war standards. A Five Year Plan (1986-1990) 
was drawn up to accelerate economic recovery. There are four sectors: the state economy, 
collective economy, family economy and the private economy which was authorized in 
1986. 

But against the backdrop of continuing political instability, border war and economic 
isolation, liberalization measures such as free trade markets have not yet generated the 
expected additional income needed for recovery. External assistance remains limited and 
is mostly in the form of basic commodities. Cambodia's external debt is mostly to the 
USSR and Viet Nam who contribute over 80% of the country's budget (figures not 
available). 

HEALTH SYSTEM IN CAMBODIA 

It is difficult to understand the problems of the health programmes without reviewing 
first their framework, i.e. the Health System. The problems that have been identified are 
common to almost all programmes. 

To try and understand the cause of these problems, we must first analyze the events 
which happened in the past years and this will enable us to better grasp the dynamics of the 
system. 

1979-Year Zero: total destruction of the system: infrastructure, personnel and 
expertise. Due to the widespread epidemics and other urgent health needs, a system was 
put into place as quickly as possible to deal with these crisis. A centrifugal system was set 
up in Phnom Penh to reach as far as possible within its means. But, due to lack of 
resources, activities further away from the epicentre were diminished. 

To face the situation with poorly trained personnel, and to bring a better and faster 
solution to these problems, vertical programmes were put into place. This dynamic action 
has been associated with a tremendous effort to reconstruct infrastructures as well as 
training of health workers. 

1991 - The actual system today poses a certain number of difficulties and constraints: 

- Lack of planning leading to management problems at all levels of the system and 
causing difficulties in the installation of a coordination body, as well as poor 
utilization of already limited resources. 

- Lack of relevant data, each programme having its own system of collecting 
information (the HIS being used to compile an annual report only). This vacuum 
that has been created has a direct influence on prioritization, planning and 
monitoring. 

- Vertical programmes (e.g. EPI, Malaria, Tuberculosis) lead to the creation of new 
structures changing the role of the Department which apart from its technical 
functions had operational responsibilities. Fictitious separation between curative 
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and preventive medicine can be observed. These programmes having their own 
training and supervision components cause disfunctioning of the system and are 
too costly. 

- An "adapted training" 

The urgency of the situation to place personnel meant sacrificing the quality in 
favour of quantity. Present figures show a relatively large number of personnel 
who, as everywhere else, prefer to stay in the capital city. Training is not adapted 
to the needs of health services staff, nor to the resources available at the 
periphery. An effort should be made in this direction. 

- The low productivity of public health service 

Resources, training and supervision are limited, and this leads to poor quality of 
services and consequently under-utilization. 

- The development of the private sector occurred automatically due to the low 
salaries at all levels of the system. This sector is developing rapidly without 
control and affects also the medical and pharmaceutical sectors. This 
development should lead the government towards a redefinition of the role of the 
State. 

- A significant provincial autonomy 

Decentralization is real at the province and district levels leading sometimes to 
difficult relations between provincial and ministerial authorities. 

The presentation of the different problems of the Health System will lead us to 
identify its strengths and weaknesses in order to develop strategies aimed at 
tackling these problems. 

1. Strengths of the system are: 

(a) Decentralization 

At the provincial and district levels there is large autonomy which we should 
take into account if we want programmes to run well. 

(b) Existing infrastructures 

Province/district/commune allows the population easy access to health 
services. 

(c) Trained personnel 

Despite all the problems linked to poor quality of basic training, the fact that 
such personnel are located in their home commune is a positive factor and 
something we can count on. 
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(d) The habit of payment by the community 

Through better quality of services, community participation will be more easily 
developed. 

2. Weaknesses of the system are: 

(a) Poor management of services at all levels in terms of planning, training, 
supervision, monitoring (HIS-MIS) and evaluation. 

(b) The lack of integration due to vertical programmes. 

(c) Under-utilization of services due to their poor quality. 

(d) Capability of payment by the popUlation has still to be determined in each 
region (budget capacity). 

(e) Lack of present knowledge in community participation. 

(t) Development of the private sector implicitly affects the question of the role of 
the public sector. 

CONTROL OF DIARRHOEAL DISEASES (CDD) 

Introduction 

Diarrhoeal diseases have been recognized since 1979 as the major cause for 
outpatient consultation. The cholera epidemics at that time were widespread and adult 
mortality was estimated at over 30 per thousand, while the child mortality was over 200 per 
thousand. Statistics are fragmentary, but the government recognizes that the system of 
notification for morbidity and mortality is in need of re-design and development. 

One CDD household survey was performed by the National Centre for Hygiene and 
Epidemiology in 1987. The methodology used was the WHO 30 cluster survey. This 
survey produced a result that children under the age of five years are expected to suffer 4-5 
episodes of diarrhoea per year. 

The Ministry of Health produced a "pre-project" document in 1983, called a National 
Plan CDD 1983-1990. However this was never implemented and a CDD committee was 
created in the Ministry of Health. There is no National Plan to date. The MCH 
department produced some training materials in 1986, promoting ORS or Salt and Sugar 
Solution, however this had limited coverage and the materials are very much out of date. 

Even though there is inadequate reporting of numbers of diarrhoea cases, diarrhoea 
is a year-round complaint, peaking during the dry season. The pond system is the 
traditional method of water use in Cambodia. Access to safe water and sanitation is under 
10% for the country. 



- 90-

Annex 6 

ORS is widely known throughout the country. Prior to 1988, it was distributed via 
the EPI network. This ceased and now the logistics involved for distribution are restricted 
to the MCH. UNICEF is the sale distributor of ORS in Cambodia, procuring the standard 
one litre sachet. 

ACUTE RESPIRATORY INFECTIONS 

Acute respiratory infections are a serious threat to children and the second highest 
cause of child morbidity. As the figures below demonstrate, in a survey of three hospitals 
in Phnom Penh in 1986, it was found that 18 per cent of the 11 532 children admitted had 
ARI and that it was the cause of 31 per cent (995) of all deaths. 

There is no national plan for ARI, although a committee existed in the Ministry of 
Health to lay down guidelines. This was never done and case-management guidelines and 
referral indices are non-existent. 

Indiscriminate use of antibiotics have led to antibiotic resistance and poor case
management. In the absence of policy on antibiotic usage, training in effective case
management will not be successful. The situation needs to be assessed and the Ministry 
should be helped to develop a National Plan. 

EXPANDED PROGRAMME ON IMMUNIZATION (EPI) 

Introduction 

1. Before 1970 the immunization strategy of the country was toward epidemics of 
typhoid, cholera and smallpox. All activities then ceased till 1980. Then, in 1981, due to 
the high infant and child mortality rates the government embarked on a scheme to 
immunize children against the six immunizable diseases (tuberculosis, poliomyelitis, 
diphtheria, tetanus, pertussis and measles) and pregnant women against tetanus. 

2. By 1985, the programme was limited to Phnom Penh and vaccine coverage was 10% 
of children aged 1-2 years. With UNICEF collaboration, Cambodia launched EPI in 
October 1986, which rapidly branched out to all provinces in the country. The government's 
goal was to achieve 80% coverage of children fully immunized before the age of one yeaL 
In 1989, a strategy was adopted to immunize women of reproductive age (15-45 years) 
against tetanus. 

3. The programme is coordinated by a National Committee. The National 
Epidemiology Centre (CNHE) is responsible for the management of EPI. Provincial level 
authorities are responsible at peripheral level for its execution with the collaboration of 
provincial, district and sub-district EPI committees. There is an annual National EPI 
Congress where all provinces review the programme and adopt strategies. 
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4. The progral11me was initially implemeQted by a campaign arproach aQd is !lOW 
delivered as a fIXed activity in MCH centres and by outreach activities in villages. A missed 
opportunity survey in May 1989 demonstrated the need to have a permanent vaccination 
delivery during outpatient consultations in national, provincial and district hospitals. The 
objective was to increase coverage and to enhance sustainability. 

As Cambodia is a war tom country, the security situation is problematic to effective 
management of the programme. There is no defined east-west division, but pockets of 
conflict throughout which disrupt services. 

Objectives 

1. Reduce infant and child morbidity/mortality by fully immunizing children before 
reaching the age of one year. 

2. Promote neonatal tetanus elimination by immunizing women of reproductive age 
(15-45 years) with tetanus toxoid vaccine. 

Strate~es 

1. Integrated preventive and curative service delivery 

2. Health information system 

3. Social mobilization 

4. WHO recommended immunization schedules 

Results 

A coverage survey performed in January 1989 produced a figure of 70% fully 
immunized children between the ages of 12-23 months. This survey was carried out in the 
11 main provinces with 70% of the country's total population. However, certain biases 
have caused this figure to be so inflated. 

MALARIA CONTROL PROGRAMME 

Introduction 

1. Malaria is one of the priority health problems in Cambodia, and it accounts for 
important morbidity in the hyperendemic and mesoendemic areas of the forest and upland 
areas respectively. Malaria cases are also reported in non-infested areas due to 
importation from endemic areas. From figures collected by the Provincial Health Director, 
the National Malariology Centre (NMC) sets the country in 4 groups of provinces 
following the criterion % of popUlation exposed to vectors: 

Group 1: less than 5% (Phnom Penh, Kandal, Svay Rieng, Prey Veng) 
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Group 2: 5% to 20% (Takeo, Battambang. Kg Chnang. Siem Reap, Kg 
Cham, Kampot) 

Group 3: 20% to 50% (Bt Meanchey, Kg Tom, Kg Speu) 

Group 4: 50% to 100% (Kg Som, Kratie, St Treng, Pursat, Koh Kong, 
PrVihar, Rattanakiri, Mondulkiri) 

2. The major vectors are Anopheles virus (highly exophilic), An. minimu, 
An. maculatus, and An. sundaicus. The National Malaria Programme started in 
September 1951. It had been an eradication programme until 1962; the main operational 
method, intradomiciliary spraying with residual insecticide (DDT) obtained good results on 
the areas of A. Sundaicus but no dramatic results on A. virus in the forest areas. In 1963 
the programme became a pre-eradication one. In 1967 it was progressively decentralized 
and in 1969 it was operational covering the 15 malarial provinces as a malaria control 
programme. In 1970, when war tore apart the country, the activities of spraying and case 
detection were restricted to safe areas, and definitely broken from 1975 to 1979. In 1979 
only 40 doctors (of 400 existing before), and 3000 other health personnel (of 70(0), were 
still available to reconstruct the Health System from zero. 

The prowamme 

I. The National Malariology Centre is responsible for the National Malaria Programme 
(NMP) established in 1981. In each of the 21 provinces and in 130 districts antimalarial 
teams and trained microscopists j(l microscopic diagnostic and active case detection. 
Microscopists are trained in Phnom Penh and periodical supervisory visits and refresher 
courses seek diagnostic improvement. The NMP recognizes the following priorities for the 
period 1991-1993: 

- improve anti-malarial activities struggling at the periphery 

- test of permethrin impregnated mosquito-nets 

- assessment of the distribution of drug-resistance 

- epidemiological, clinical and immunological investigations on risk-groups 

improvement of therapeutic guidelines for severe cases 

Reasonable diagnosis at the periphery is seen as the first priority as high-level 
chloroquine resistance continues its spread. 

Problems 

1. Microscopic diagnostic capacity has been established in about 45% of the districts, 
and the present information system recognizes as malaria related only "positive-slide" cases 
and this is misleading. 

2. Furthermore, clear therapeutic guidelines have been developed and are apparently 
well known by the peripheral malaria staff, but due to the strict verticality of the 
programme, it is possible that the training does not reach "first-line" health personnel in 
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the commune and district health centres. Because of the importance of the disease, 
improvement of the clinical diagnostic capacity is strongly recommended. 

. In the ~ospi~als treatment is always initiated using quinine (i.v. or p.o.) concurrently 
with tetracyclme (l.m. or p.o.). Cases of malaria acquired in hyperendemic areas (i.e. "the 
border") are treated for their fuJI course of medication, often lasting two weeks. 
Sulphadoxine-Pyrimethamine is occasionaJIy used. 

3. !he s~ccess!~l.developmen~ of effecti~e malaria control.depends on the integration 
of anhmalanc actIVities to others m the penpheral health services. The possible UNICEF 
commitments regarding the malaria programme will address the training of primary and 
secondary personnel. and the support to the health centres with essential drugs. 

MATERNAL AND CHILD CARE 

} ntroduction 

1. The MCH activities in Cambodia are implemented by the Department of Curative 
and Preventive Medicine in the Ministry of Health, through the Department of Maternal 
and Child Health (PMI) with central management in Phnom Penh. In the provinces. a 
provincial PMI, subordinate to the provincial health authorities, coordinates and 
implements the field activities through the district and commune network. The main 
concerns of the PM} are Child Survival and Development (CSD) activities, grouped in the 
RINE-PMI programme, and the Maternal Health (MH). Diarrhoeal diseases and acute 
respiratory infections programmes are in preparation. 

2. The values of IMR (120/1000) and MMR (190/100 000) could be misleading, 
because the utilization of the health services is still low especially for obstetric care. The 
PMI estimated that in the rural areas 70% of women deliver at home with a traditional 
midwife, and only 16% of the deliveries are assisted in a health centre. 

For women the average parity is 7, and the average birth spacing interval is 24 
months. 

3. The commonest causes of maternal mortality are in order of relevance: post-partum 
haemorrhage, toxaemia, puerperal infections, abortions (spontaneous and procured), late 
referral of dystocia. 

According to the reports of the provincial health services amongst children the most 
common causes of referral to health services are: diarrhoea, parasitic diseases, ARl. 
malaria, other infections, and malnutrition. 

The programmes 

1. In 1983 the PMI started a programme of CSD, the RlNE programme (GOBI 
strategy): Rehydration, Immunization, Nutrition (including supplementary feeding), 
Education for health and nutrition. Those activities were developed in the RINE Centres. 
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By the end of 1988 there were over 30 RINE centres in 11 of the country's provinces. 
Links were established between the RINE centres and the Family Food Production 
programme. 

2. In 1989 the PMI launched the maternal health programme with the aim of 
establishing a coherent national programme of antenatal and delivery care to which was 
added gynaecology. While there is advocacy for birth spacing activities, there is still no 
programme. The components of the maternal health programme were: development of 
standard management of obstetric problems, training of midwives and traditional birth 
attendants, development of the identification and referral of cases at risk. During 1990 the 
training programme targetted M CH personnel in 20 districts of 9 regions. The trained 
personnel were equipped with standardized drugs and materials. 

The problems 

1. Training curricula, materials and equipment of the maternal health programme 
should be tested. 

2. Several questions arose about the RINE programme: 

- its limited coverage 

- lack of integration with other activities/programmes 

- the difficulty of "going to scale" without a sensitive loss of quality in the service 

- the difficult sustainability of the programme: impossibility of programme 
expansion without community participation 

- the need for an evaluation of the theories supporting the technical practices in 
the nutrition-programme: 

(a) is childhood malnutrition in Cambodia caused by dietary imbalance 
requiring high protein feeding or are increases in food consumption 
required? 

(b) is dietary inadequacy the cause of malnutrition or are infections the 
most important factor to be addressed? 

To be able to meet the needs of the population in the matter of MCH the evolution 
of activities depends on a coherent programme: 

- the development of criteria and guidelines for expansion and integration of 
activities up to now delivered by vertical programmes. 

- the defmition. ~f.the .roles ~nd responsibilities C?f t~e various bodies cooperating in 
the MCH actIVItIes, mcludmg central and provmcial PMI and foreign agencies. 

- the participation of the community in the programme. 
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ESSENTIAL DRUGS 

Introduction 

A list of essential drugs has existed in Cambodia since 1988, with drugs differing 
according to the 4 levels of the system: commune, district, province, specialist. But this list 
is not followed and more often un1cnown to the personnel concerned. 

It is difficult to bring up the subject of essential drugs without speaking of the drug 
situation in general. 

Government Pro&ramme 

This programme is under the direct responsibility of the Permanent Vice-Minister 
assisted by the Director of the Pharmaceutical Department. 

1. Sources of importation are: 

(a) The Government in 1989 imported drugs work about US$1 000 000 from 
western countries and 4 000 000 rubles from the Eastern Bloc. This would cover 
20% of the needs of the population, according to the Ministry. 

(b) Donations (ICRC, NGOs, UNICEF). 

It is difficult to obtain exact figures from certain NGOs but the approximate value is 
US$1 000 000. 

(c) Private sector 

Through the blue pharmacies (approximately 400), an estimation has been made 
from drug sale figures which indicate a turnover of approximately US$7 to 8 million per 
year. It is very difficult to give a precise figure. 

2. Modes of acquisition by the government 

- Bya bidding system (offers limited in number). The orders include generic drugs 
and brand name drugs. Orders are made according to budget allocation through 
the Ministry of Finance, and the orders transmitted by the provinces to the 
pharmaceutical department. 

- The shelf-life of drugs acquired from Eastern countries has often expired on 
arrival and most often do not correspond to the requested orders. 

3. Local production 

There are 4 pharmaceutical factories producing drugs from imported raw materials -
the fourth factory specializes in traditional medicine which has been exported to the value 
of US$200 000 in 1988. 
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4. Distribution system 

Distribution is made from the central store to the provinces which in fact come 
directly to the central store to get their supply and then redistribute the drugs to the 
district. This system has many weaknesses. 

5. Utilization of drugs 

The department has a limited role as to the correct utilization of drugs and does not 
ensure a particular follow-up in this field (done by each vertical programme). 

UNICEF over the last three years has supported the government with different 
interventions. 

- To implement, with the help of WHO, a list of essential drugs which is not 
applied. 

- To make available essential drug kits for about 60% of district and commune 
health facilities and to deliver timely drugs for specific programmes (malaria, 
tuberculosis). 

- To improve the utilization of these drugs through the drafting of therapeutic 
guidelines, and of a therapeutic manual in Khmer. 

Problems (difficulties) 

They are of two kinds: political and technical 

(a) Political 

- Sustainability of the programme 

* Who will take over: the community? 

On the one hand, has it the means to pay? And on the other hand, the policy of the 
government is to ensure free care (but in reality this is not the case). 

* Which system of supply for the community? 

The government, joint ventures, private or cooperatives. 

* What will be the role of the State? (technical assistance/equity?) 

The private sector 

* Inevitable alternative, legislation and control. 

After 1990 practically all the Eastern Bloc aid will cease. 
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(b) Technical 

- Poor management of the stocks at allleveIs with the creation of security stocks 
and "leakages". 

- Provinces refuse donated drugs distributed by the State, as these are registered 
and then deducted from the budget of the province. 

- Lack of quality control linked to the large availability of drugs of all kinds 
throughout the country? 

- Self-medication. 

- Inadequate prescriptions and too many people to prescribe them. 

Possible Solutions 

Interventions at three levels. 

(a) Central action 

Review of the pharmaceutical sector to allow the competent authorities to set up a 
policy to take the appropriate decision in this field. This review could include a situation 
analysis and make a series of recommendations as to the roles of the different parties 
involved and measures to be taken to allow the supply of essential drugs to the community. 

(b) "Classical" action 

This consists of ensuring the availability of essential drugs to the peripheral level and 
their good utilization in reinforcing the management, supervision, training, supplies of 
essential drugs, development aspects of the MIS. 

(c) Peripheric action 

The development of a PHC programme able to identify the real needs of the 
popUlation in order to test its participation will possibly allow us to consider the 
sustainability of the programme. 

PRIMARY HEALTH CARE PROGRAMME 

Introduction 

This programme is in the process of being accepted by the Government as a strategy 
to respond better to the needs of the population. However, the government still 
recommends access to free care. 

A certain number of projects exist without any kind of coordination, supported by 
NGOs. 
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Proeramme of the MinistO' 

No programme exists at the moment, but the responsibility for PHC lies under the 
control of the Department of Preventive and Curative Medicine. 

Problems of implementIDI: such a proeramme 

A series of questions arises such as whether the first level of PHC in Cambodia in 
the District, the Commune or the Village? Is it true that there is infrastructure up to the 
commune level, and voluntary personnel up to the village level? What type of care is 
given? These questions should be examined seriously. Do mutual aid mechanisms exist 
within the communities? Some managers at the central level speak of the "lethargy" of the 
popUlation: What is it exactly? Can we establish a primary health programme without 
community participation? 

Other problems include the poor quality of the health services necessary to 
complement community participation, and difficulty improving quality of services without 
the financial participation of the community. 

It would be very risky to set up a PHC programme without being sure of support at 
the secondary and tertiary levels. Therefore, we should envisage reinforcing the health 
system at the provincial level. 

Proposed solutions 

We have proposed to the Ministries a two-phase approach. 

(a) Preparatory phase 

Visits to PHC projects for the ministry officials accompanied by political 
provincial officers. 

Analysis of the situation in certain districts, associating the study of the health 
system to the needs and expectations of the population and to its capabilities 
to respond to its needs. 

Seminars at different levels. 

(b) Operational phase in two districts of a pilot province 

Micro-planning at the community level (through a management committee) of 
the activities to be conducted within the health centre, and secondary 
identification of needs related to training and supplies and equipment. 

Development of a follow-up system for the community and for the provincial 
level (indicator HIS). 
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COLLABORA nON AT THE REGIONAL AND COUNTRY LEVEL AND 
ESTABLISHMENT OF STRATEGIES AND JOINT COURSES OF ACTION FOR 

1991-1992 

1. Obiective of collaboration 

In line with the recommendation of the WHO/UNICEF Joint Committee on Health 
Policy (Geneva, 28-30 January 1991) the objectives are: 

1.1 to advocate policies and promote activities in areas of common concern; 

1.2 to address common objectives at regional and country level through optimum 
utilization of UNICEF and WHO resources. 

2. Collaboration at the reeional and country level and establishment of strateiies 

2.1 Reeional level 

(a) Focal points in UNICEF/EAPRO and WHO/WPRO 

To appoint the focal point as channel of communication in both UNICEF /EAPRO 
and WHO/WPRO for collaboration at the regional level. 

(b) Regular consultative meetings 

Decisions on future consultative meetings will be made at the next meeting (timing, 
venue, and/or issues to be discussed, etc.) 

(c) Information exchange 

Through the focal points, exchange of information will be intensified. 

(d) Reciprocal briefing of new regional and country staff 

New UNICEF/WHO staff, or staff newly appointed to the region will receive 
reciprocal briefing at the country and/or regional level as appropriate and this will be 
systematized in each agency's briefing programme. 

(e) Formulation of working group on coordinated programming: 

(i) A working group on programme collaboration should be formed. Its 
terms of reference, including broad objectives and modalities of coordination 
will be discussed at the Consultative Meeting and draft TOR will be drawn up 
for approval by both Regional Directors. 

(ii) The working group will report to both Regional Directors and deal 
with regional support activities including training, research, and advisory 
support. 
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(iii) The working group will explore possibilities of collaboration in 
intercountry programmes and report the outcome to the Regional Directors. 

2.2 Agproach to countries at re~onalleve1 

UNICEF/WHO joint missions should be organized after consultation between the 
two Regional Offices. 

Government should be kept informed of matters of common interest to 
UNICEF/WHO and encouraged to discuss them. 

2.3 CountQ' level 

UNICEF/WHO will promote the following collaborative activities at country level: 

(a) Regular meetings of UNICEF and WHO country staff. 

(b) Periodical joint-reviews of national programmes by MOPH, UNICEF, WHO 
and other interested parties. 

(c) Joint support to the development of managerial capacity for PHC at all levels. 

(d) Strengthen information exchange and consultation on matters of common 
interest, consulting and involving the other party when one party is approached by 
government to collaborate. 

3. Joint courses of action for 1991-1992 

In the light of UNICEF/WHO common goals for the health of women and children 
by the year 2000 and their implementation in 1991-1992, the following action is proposed: 

3.1 Expanded pro~amme on immunjzation 

(a ) UNICEF/WHO will continue to cooperate closely to achieve EPI/UCI, in the 
sustainability of this achievement, and in the goal of polio eradication within the 
above framework. 

(b) Tripartite EPI/UCI reviews will be undertaken in the Philippines in February 
1991 and in China in March 1991. 

3.2 Diarrhoeal disease control 

UNICEF/WHO collaboration is essential for case management and supervisory 
skills training courses. It will also greatly enhance social mobilization and programme 
communication on ORT, breast-feeding and nutrition, the equipment and training of 
Diarrhoea Training Units, supplies of ORS and fmancial support for national planning and 
evaluation meetings. 

3.3 Other areas of UNICEF /WHO collaboration 

Joint activities will also be undertaken in the field of acute respiratory infections, 
growth monitoring and nutrition, breast-feeding, and water supply and sanitation. 
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