
5–7 August 2013
Bangkok, Thailand

Meeting Report

Biregional Meeting on Healthy Borders
in the Greater Mekong Subregion



  
WPR/DCC/DCC(01)/2013       English only 
RS/2013/GE/69(THA)         
  
 
 
 
 
 
 
 
 
 
 

REPORT 
 
 
 

BIREGIONAL MEETING ON HEALTHY BORDERS  
IN THE GREATER MEKONG SUBREGION 

Bangkok, Thailand 
5–7 August 2013 

 

 

 

 

 

 

 

 

Not for sale 

Printed and distributed by: 

World Health Organization 
Regional Office for the Western Pacific 

Manila, Philippines 

October 2015 

 
  



 

- 2 - 

 

 

NOTE 

The views expressed in this report are those of the participants of the Biregional Meeting on Healthy 

Borders in Greater Mekong Subregion and do not necessarily reflect the policies of the World Health 

Organization. 
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SUMMARY 

The WHO regional offices for South-East Asia and the Western Pacific jointly organized the 

Biregional Meeting on Healthy Borders in the Greater Mekong Sub-region from 5 to 7 August 2013 

in Bangkok, Thailand. The meeting aim was to contribute to the improvement of the health of mobile 

and migrant populations and people living in border areas in the Greater Mekong Subregion through 

multisectoral collaboration.  

Complexities in the Greater Mekong Subregion directly and indirectly affect disease patterns in the 

Region and present challenges for tackling progressively complex health problems. In border areas, 

population movement, limited infrastructure and weak health systems constitute risks to population 

health. Some populations in border areas, including undocumented migrants, are often ineligible to 

receive services from host governments. These populations may have limited access to health services 

and necessary medicines. A systematic effort to strengthen health systems for all diseases in border 

areas will require investments in service delivery, human resources and surveillance, as well as broad 

national initiatives such as developing innovative financing mechanisms and enforcing drug 

regulations. Multisectoral involvement and collaboration is necessary to address these complex and 

interconnected issues.  

This meeting has set the stage for approaching health problems in new and innovative ways by 

focusing on border health. The meeting provided technical and policy updates through presentations 

and working group discussions and resulted in key recommendations for the way forward.  

Work must be done to include sectors beyond health, while strengthening health systems. Within 

health systems, technical collaboration in border areas could increase geographic coverage and 

provide more detailed technical information. It was recommended that both short and medium 

agendas and action points be developed with areas of work prioritized in both. Following 

prioritization of the issues, mechanisms can be researched to act on these priority issues, with a 

corresponding timeline for when the issues will receive attention by appropriate agencies.  

It was also suggested that a mapping exercise of all organizations working in border areas could be 

useful, in instances where a current map does not already exist. Finally, capacity development is 

necessary for collaboration to meet health needs. It was recommended that capacity development for 

government systems for healthy borders – through harmonized training and initiatives from various 

governments and organizations – be established.  

As the Greater Mekong Subregion grows and develops, investing in these initiatives directly translates 

into investing in a common, healthy future together. Linkages between countries in the Greater 

Mekong Subregion continue to expand, requiring international collaboration to create holistic 

approaches to tackle these issues.  
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1. INTRODUCTION  

The Greater Mekong Subregion encompassing Cambodia, the Lao People’s Democratic Republic, 

Myanmar, Thailand, Viet Nam and Yunnan Province, China, is characterized by extensive shared 

border areas. The subregion is currently undergoing enormous economic development, environmental 

and social changes. These processes will introduce changes including large infrastructure projects and 

employment in new industries in both urban and rural areas. Increasing economic integration, ease of 

transport, increased connectivity among populations in the subregion and major population 

movements through new economic corridors are having anticipated and unforeseen impacts on health 

and well-being.  

These dynamics directly and indirectly affect disease patterns in the subregion and present challenges 

for tackling progressively complex health problems. In border areas, population movement, limited 

infrastructure, and weak health systems constitute risks to population health. Some populations in 

border areas, including undocumented migrants, are often ineligible to receive services from host 

governments. They may also have limited access to health services and necessary medicines.  

Due to limited opportunities for quality care, border and migrant populations may resort to using 

counterfeit or substandard drugs. Failure to access timely care, poor compliance and use of 

substandard medicines can increase the health risks for individuals, as well as the spread of disease in 

the community and the rise of drug resistance. Emergence of artemisinin resistance in the Greater 

Mekong Subregion, in particular, raises public health concerns for border areas. This is one example 

of the ways in which health inequities and risks in border areas in the Greater Mekong Subregion can 

pose challenges to population health throughout the subregion and beyond.  

Multisectoral involvement and collaboration is necessary to address these complex and interconnected 

issues. The value of this kind of approach was recognized at the World Conference on the Social 

Determinants of Health in 2011, which supported the 2009 World Health Assembly resolution 

endorsing a “health in all policies” approach. To achieve concrete health outcomes in the Greater 

Mekong Subregion, multiple stakeholders from non-health fields must be engaged to systematically 

incorporate health issues into the myriad of national security, labour, migration and economic 

development policies. Additionally, corporations and donor agencies can be encouraged to 

incorporate health issues into their operating principles in recognition of this as an investment to 

reaching their own aims.  

1.1 Objectives and meeting organization  

To mobilize multisectoral discussion on the health impacts of expanded development in the Greater 

Mekong Subregion and to provide a platform to develop concrete proposals for collaborative activities 

to address challenges to healthy borders, WHO regional offices for South-East Asia and the Western 

Pacific jointly organized the Biregional Meeting on Healthy Borders in the Greater Mekong 

Subregion in Bangkok, Thailand, on 5–7 August 2013.  

The objective of the meeting was to contribute to the improvement of health of people living in border 

areas of, and mobile and migrant populations in, the Greater Mekong Subregion through multisectoral 

collaboration.  
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The meeting objectives were:  

1) to develop collaboration mechanisms that can improve the health of people living in the 

Greater Mekong Subregion border areas; 

2) to develop a multisectoral framework for border/migrant health in the Greater Mekong 

Subregion; 

3) to identify best practices for development projects to improve the health of populations in 

the Greater Mekong Subregion; 

4) to provide high-level commitment to implement the emergency response to artemisinin-

resistant malaria in the Greater Mekong Subregion action plan; and 

5) to support strengthening of access to quality health services and disease prevention in 

Greater Mekong Subregion border areas. 

Each session had a background paper (see Annex 3), a plenary panel discussion, and a designated 

working group (see Annex 1 for the agenda). The working groups were designed to identify the key 

issues, map stakeholders, summarize the status and provide a way forward in addressing the 

challenges involved in promoting and achieving healthy borders in the Greater Mekong Subregion. 

The meeting was attended by 180 participants, with representatives from six Member States, 22 

development partners, academic institutions, donor agencies, nongovernmental organizations, 

intergovernmental organizations and United Nations (UN) agencies. There was multisectoral 

participation from government ministries including transport, economic, planning, agriculture, labour, 

social welfare, finance, immigration and foreign affairs, as well as health (see Annex 2 for the list of 

participants). 

The meeting was organized around themes for the six sessions:  

i. Multisectoral approaches to address the health needs of populations, including migrants, in 

border areas in the Greater Mekong Subregion; 

ii. Development, health systems and malaria in the Greater Mekong Subregion: the case for 

multisectoral action; 

iii. Improving access to quality medicines in the Greater Mekong Subregion; 

iv. Ensuring socially responsible infrastructure development in the Greater Mekong Subregion;  

v. Increasing access to health services for people living in border areas  

in the Greater Mekong Subregion; and 

vi. Improving mechanisms for coordination across sectors and borders 

to better meet health needs. 
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2. PROCEEDINGS 

2.1 Multisectoral approaches to address the health needs of populations, including migrants, 
in border areas in the Greater Mekong Subregion 

Introduction and outline of key themes 

The background paper, “Border Health: Concepts, Models and Applications for the Greater Mekong 

Subregion,” provided an introduction to the concept of border health, as distinct from migrant health, 

and an overview of models and frameworks that can be used to discuss and address border health 

issues. Border health has been defined as “a broad term that is characterized by the health care 

markets, regulatory environments, health laws, environmental factors, and health care consumer and 

individual behaviors both risk and protective that shape the health of immigrant and other populations 

living in the region intersected by the geopolitical boundaries of two or more nations.
1

” In this 

approach, the definition of border goes beyond a strictly geographic definition of boundaries, and 

includes population or environmental health in border counties or municipalities, border provinces 

and even border countries. “Border health,” thus, can be distinguished from “migrant health” in that it 

focuses more broadly on populations who live on both sides of the boundary line, who are neither 

internal nor external migrants, as well as populations moving through border areas.  

Concerns in border areas include marginalization of border areas and communities, lack of data on 

these areas, communicable diseases, lack of access to quality health-services, and population 

movement due to conflict and violence. Adopting social determinants of health approach to border 

health entails understanding the environmental, interpersonal and individual factors that impact border 

health. This approach captures factors that inside and outside of the health system (i.e. immigration, 

labour, housing, social networks etc.) that influence individual physical, mental and social well-being 

in border areas. The components of the World Health Assembly 2008 migrant health framework can 

form the basis of a framework for border health, combined with the health-in-all-policies approach. 

This is an approach that ensures that public policies across sectors take into account health 

implications; combined with an approach to address social exclusion of migrants.  

To more comprehensively address health needs of vulnerable populations, and move towards healthy 

borders in the Greater Mekong Subregion, a healthy borders framework for the Greater Mekong 

Subregion should incorporate social determinants of health components, including specific aspects of 

border health. This includes considerations such as cross-border trade and development, working 

conditions, accessibility and quality of health services for migrants, and border control, detention and 

deportation laws and policies.  

The keynote address on the first day of the meeting, provided by Dr Supang Chantavanich, Professor 

Emeritus, Asian Research Center for Migration, Institute of Asian Studies, Chulalongkorn University, 

also touched on these themes. The presentation identified key challenges for border health in the 

Greater Mekong Subregion, exploring economic, political, social and cultural factors driving 

migration in the subregion, and various health risks present for vulnerable migrant populations, 

including workplace and environmental conditions that can increase risks for communicable diseases, 

injury and poor maternal and child health, and finally, made the case for a well-coordinated 

multisectoral and multi-country approach and response. 

                                                        
1

 Zuñiga M. (2012). Border Health. In: Sajatovic M., Loue S. Encyclopaedia of Immigrant Health 
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Plenary presentations 

Multisectoral approaches are unlikely to be successful without addressing migrant workers’ social 

exclusion, which is created by official agencies, laws and policies that impact migrants’ daily lives, 

security and livelihoods. Migrants are accepted into the economic spheres of society, but often 

rejected from social and cultural integration. Service provision needs to address the vulnerability that 

labour and immigration policies often cause migrants. Access to social protection is recognized as a 

right in international labour and human rights standards and instruments, and is particularly important 

for migrants who often lack health insurance and basic protections in the workplace. There are 

significant gaps in social protection for migrants in the Greater Mekong Subregion, and a 

multisectoral approach – including advocacy and political will, stakeholder engagement, and multi-

country legal frameworks – will be necessary to address this.  

The Association of Southeast Asian Nations (ASEAN) has identified migrant health as a key concern 

within one of its three pillars, social-cultural community. Health concerns are also incorporated into 

other non-health discussions within ASEAN, including social welfare, labour and policy. The ASEAN 

Strategic Framework on Health Development (2010–2015) includes migrants’ health plans of action 

and other activities relevant to migrant health. In addition to international organizations and 

governmental actors, companies can be involved in this conversation as shown by successful efforts to 

engage the private sector in HIV control. Best practices include the Japan Bank for International 

Construction, which requires that all sub-contractors have HIV prevention programmes.  

Key topics, stakeholders, status quo and way forward  

The central purpose of a healthy border framework is to provide guidance for action to policy and 

decision-makers and stakeholders in all sectors (public and private), enabling selection of priority 

determinants to be addressed by each sector and highlighting linkages between sectors. In their 

discussion on developing a border health framework, participants identified multiple issues that 

should be incorporated, including concerns of both migrant and non-migrant populations, quality and 

access to services, and the social exclusion of migrants. Underlying all these issues, is the core 

question of financing for health programs, and mechanisms to ensure access to health care for 

migrants.  

Key stakeholders in developing a healthy borders framework are government agencies ranging from 

national level ministries to local government units in border areas, as well as multiple United Nations 

agencies, international organizations, civil society groups, employment and labour agencies, donors, 

religious organizations and temples, and the migrant and border populations themselves.  

The proposed framework can be fostered through political mechanisms, such as ASEAN or ASEAN 

+3 (China, Japan and the Republic of Korea. Additionally, health-specific collaborations in the 

Greater Mekong Subregion, including the Mekong Border Disease Surveillance (MBDS) system and 

the Asia Pacific Strategy for Emerging Diseases (APSED), can provide models for consideration. 

However, there is a need to engage with frameworks that go beyond communicable diseases. The 

World Health Assembly 2008 resolution on the Health of Migrants in 2008 (WHA61.17) and the 

operational framework developed during the WHO/International Organization for Migration (IOM) 

Global Consultation on the Health of Migrants – the Way Forward (2010)
2

 can provide the basis for 

concerted action on migrant health, which overlaps with healthy border initiatives.  

                                                        
2

 WHO (2010). Health Migrants – the way forward. Report of a global consultation. Geneva. 
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Participants identified concrete ways forward to address these issues. The first is to establish a high-

level task force, with a technical working group, to oversee policies, programmes and activities in 

border health in the Greater Mekong Subregion, with a focal point to coordinate the process. Member 

States should develop an action plan endorsed by relevant departments that addresses complex issues, 

including national security, definition and determination of legal status of migrants and mechanisms 

to increase public and private partnerships. Engagement of a wide range of actors requires strong, 

high-level government commitment to conduct, coordinate and promote multisectoral and inter-

departmental work. 

Data collection and analysis must also be improved. Data should be collected to establish baseline 

health needs and to identify existing and potential interventions. The recommendations outlined in 

WHO's Health of Migrants – the Way Forward (2010) to develop migrant sensitive indicators for 

health information and monitoring systems could be applied throughout the Greater Mekong 

Subregion. In combination, these actions will occur at different levels and in different sectors, and 

should be implemented through piloting and employing best practices. 

2.2 Development, health systems and malaria in the Greater Mekong Subregion: the case for 
multisectoral action 

Introduction and outline of key themes 

The concept paper, “Development, Health Systems and Malaria in the Greater Mekong Subregion: the 

case for multisectoral action”, framed the central concerns in malaria prevention and control, 

proposing that malaria is not only a health problem but also a development issue, requiring 

coordinated multisectoral efforts in the Greater Mekong Subregion. Despite immense gains in malaria 

control, and reduced incidence and mortality rates throughout the subregion, vulnerability remains for 

artemisinin-resistant malaria, particularly for migrant populations and ethnic groups. Despite global 

and regional action plans, large-scale development projects in the Greater Mekong Subregion also 

pose a threat in the form of changes in vector ecology, displacement of populations and increased 

population movement.  

Disparities in incidence and malaria mortality between countries, subregions and districts in the 

Greater Mekong Subregion exist, with patterns indicating the importance of focusing on border areas 

and mobile populations. Discussion of high-risk groups indicates that recognition of the challenges to 

providing high-quality diagnosis and treatment to these populations is a critical challenge in malaria 

elimination. The emergence of artemisinin-resistant malaria in the border areas of Cambodia, 

Myanmar, Thailand and Viet Nam is of serious concern as this is the first line treatment for malaria in 

most endemic countries. In addition, poor treatment practices and availability of substandard and 

counterfeit drugs in the Greater Mekong Subregion demonstrates that prevention and control of 

artemisinin-resistant malaria necessitates focus on migrant and mobile populations in border areas in 

the Greater Mekong Subregion.  

Plenary presentations 

In the presentations on this theme, the impact of development projects on malaria patterns and 

incidence in the Greater Mekong Subregion were discussed. Infrastructure development can increase 

migration along economic corridors, where there is already an overlap between incidence of malaria 

and increased burden of disease. Roadways, railways and hydro dams each impact malaria, indicating 

that malaria prevention and control programmes should receive more attention in economic planning, 
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agriculture, environment and other sectors, and should be considered when planning and 

implementing development projects.  

Components of the 15 actions across four pillars in the WHO’s Emergency Response to Artemisinin 

Resistance in the Greater Mekong Subregion: a regional framework for action (2013) demonstrate the 

role of non-health sector actors. High-level political support, including within ASEAN and through 

other regional fora, exists. However, that support must be translated to multisectoral actions, including 

efforts to ensure quality, availability and rational use of artemisinin-combination therapies and 

scaling-up key interventions for malaria elimination.  

Key topics, stakeholders, status quo and way forward  

The key challenges in controlling malaria and containing artemisinin resistance in the Greater 

Mekong Subregion, are to increase coverage of programmes and harmonize malaria treatment 

protocols. WHO’s Emergency Response to Artemisinin Resistance in the Greater Mekong Subregion: 

a regional framework for action forms the basis of increased collaboration on containing resistance, 

identifying priority areas for action, including reaching all at-risk groups with full coverage of quality 

interventions. In addition to full coverage, closing the funding gap for these activities is a central 

issue.  

Stakeholders include populations and communities at risk, ministries of health, drug regulatory 

authorities, media, medicine manufacturers and traders, pharmaceutical associations, donors and 

large-scale development projects, as well as regional actors, such as ASEAN.  

The following objectives and actions were suggested: 

a) To achieve full population coverage of interventions through prevention, diagnosis and 

treatment, behaviour change communication, pre-migration education and health exams at 

border points, as well as inclusion of malaria-focused activities in development projects to 

reduce the risk of large scale development projects increasing malaria risk; 

b) To improve information by developing a standardized health information package on 

artemisinin resistance and disseminate throughout the Greater Mekong Subregion, expanding 

monitoring of drug resistance, and addressing knowledge gaps on artemisinin resistance 

through operations research; 

c) To close the funding gap through continuous advocacy at national and regional levels, and 

mobilization of resources through national ministries, private sector and regional bodies, 

including mechanisms for cross-border treatment; 

d) To address pharmaceutical issues by intensifying monitoring of drug quality, acting 

decisively in the case of substandard or counterfeit drugs and establishing and enforcing 

marketing and use of oral artemisinin monotherapy; and  

e) To improve multisectoral cooperation and cross-border collaboration through existing 

multisectoral bodies in the Greater Mekong Subregion, as well as establishing high-level 

national and provincial coordination mechanisms that focus on artemisinin resistance. Finally, 

state-owned and private companies should be engaged to provide a minimum package of 

health services in cross-border investment projects.  
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2.3 Improving access to quality medicines in the Greater Mekong Subregion 

Introduction and outline of key themes 

The background paper for this topic, “Improving access to good quality medicines in the Greater 

Mekong Subregion”, highlighted medicines and vaccines as essential elements for health services. 

Lack of access to good quality medicines can lead individuals to use sub-standard or counterfeit 

medical products. Low availability of essential medicines in public facilities means patients have to 

buy them in private outlets, where the price may not be affordable for most people. Even when 

essential medicines are available in health facilities, either public or private, their quality cannot 

always be assured. Unfortunately, poor quality and counterfeit medicines have been detected in the 

markets of Greater Mekong countries for many years.
3

 

The production, distribution and sale of poor quality medicines, especially in remote and border areas 

of the Greater Mekong Subregion, remain as serious threats to public health. The underlying causes of 

poor quality and counterfeit medicines are complex, and include poor compliance or capacity for good 

manufacturing practices (GMP), weak regulatory enforcement from production to distribution, weak 

quality surveillance and lack of consumer awareness on the aspect of quality. Dealing with 

substandard medicines requires improved compliance and capacity for GMP. Dealing with counterfeit 

medicines requires forensic investigation and legal action against the counterfeiter. Both efforts are 

dependent on strengthening regulatory capacity and enforcement.  

Functioning medicine regulatory authorities – mandated to ensure safety, quality and efficacy of 

medical products already – exist in all Greater Mekong Subregion countries. However, the capacity to 

implement and to enforce regulation, especially in remote and border areas, varies greatly from 

country to country. Except for China and Thailand, lack of human resources is a serious problem for 

regulatory authorities in Greater Mekong Subregion countries, leading to inefficient implementation 

of medicines regulation.  

Plenary presentations 

The panel of this session focused on three issues: 1) access to quality-assured medicines; 

2) challenges of building regulatory capacity for effective monitoring of quality medicines in border 

areas and; 3) examples of successful collaboration between enforcement agencies and regulatory 

authority to reduce counterfeit and substandard medicines.  

The four pillars required for quality medicines are: geographic accessibility, acceptability, availability 

and affordability. Other factors such as rational selection of products, sustainable financing, reliable 

health and pharmaceutical supply systems, and affordable prices also play a role. However, 

compliance gaps exist at all levels: central, provincial and peripheral and can be found in public and 

private sectors.  

For border areas in particular, weak regulatory presence and enforcement jeopardizes the assurance of 

product quality and safety in the market. In addition, very limited access to good quality medicines in 

                                                        
3

 Wondemagegnehu E. Counterfeit and Substandard in Myanmar and Viet Nam. A report of study carried out in 

cooperation with the Government of Myanmar and Viet Nam. Wolrd Health Organization, Depertment of 

Essential Drugs and Other Medicines. WHO/EDM/QSM/99.3; Newton PN, Dondorp A, Green M, Mayxay M 

and White NJ. Counterfeit artesunate antimalarials in Southeast Asia. The Lancet, vol 362: 169, 2003. 
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remote and border areas can lead people to purchase and use expired, substandard, fake and 

counterfeit medicines.  

Cambodia provides a case study of a successful collaboration between enforcement agencies and 

regulatory authority to reduce counterfeit and substandard medicines. Through a joint provincial and 

central-level committee for counteracting counterfeits, Cambodia is strengthening regulatory authority 

at border check- points. In addition, post-marketing surveillance is improving with the involvement of 

partners such as WHO and the Global Fund to Fight AIDS, Tuberculosis and Malaria. The process 

still faces challenges including lack of uniformity in regulations of neighbouring countries and lack of 

awareness about harmful effects of substandard and counterfeit medicine. 

Opportunities to strengthen regional collaboration to improve medicine quality need to consider 

several interconnected domains from individual care-seeking behaviours to health system delivery 

mechanisms and national resource allocations.  

Key topics, stakeholders, status quo and way forward  

The key issues related to this topic are geographic accessibility, availability, acceptability and 

affordability. To address this, a system should include pre-marketing quality assessment, regulatory 

elements, technical elements and post-marketing surveillance. It is in the interest of countries to invest 

in this problem because of the negative economic impacts if limited resources are wasted for 

purchasing poor quality and counterfeit medicines.  

Consumers are key stakeholders in this discussion and, although many are in need of new and updated 

information on counterfeit medicine and proper use of medicine, they can also be collaboratively 

involved in programmes.  

Regulatory authorities of the Greater Mekong Subregion and partner organizations have taken actions 

to cope with poor quality and counterfeit medicines – survey/monitoring of substandard and 

counterfeit medicines, training on combating counterfeit medicines and sharing of information. 

However, to address this issue the capacity of regulatory authorities to implement medicine 

regulation, particularly in remote and border areas, should be strengthened. In addition, sustaining and 

improving cross-border collaboration between regulatory authorities has immense value. Countries 

should also aim to have quality surveillance programmes in place because adoption of GMP alone 

does not automatically assure the quality of products on the market.  

For a collaborative approach, both in-country and intercountry trainings on GMP, improving 

regulatory systems and regulation, quality monitoring of products, and surveillance of medicines on 

the market are suggested. This, along with multi-country advocacy for proper use of medicines in 

border areas, could greatly improve the impact of outreach programmes.  

2.4  Ensuring socially responsible infrastructure development in the Greater Mekong 
Subregion 

Introduction and outline of key themes 

The background paper for this theme, “Health Impact Assessment and Socially Responsible 

Infrastructure Development”, stated that governments, private sector and partners recognize the need 

for greater emphasis on health impact of development plans, programmes and projects in other sectors 

including agriculture, education, power, transport, and water and sanitation. The health impact of 

plans, programmes and projects can be assessed in terms of both positive and negative effects of 
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investments, and changes can be made to enhance positive health impacts and mitigate negative health 

impacts.  

Health Impact Assessment (HIA) refers to a suite of methods ranging from participatory planning to 

economic analysis to evaluate the health impacts of policies, plans and projects. A HIA is broadly 

defined as "a combination of procedures or methods by which a policy, programme or project may be 

judged as to the effects it may have on the health of a population". The approach aims to enhance the 

use of data and participatory approaches to improve quality and transparency of decision-making for 

investment. HIA is not only to benefit health, but can help governments, private corporations and 

partners reaching other goals as well. Yet adoption of the approach is not widespread across the 

Region.  

Many of the required actions to mitigate negative health impacts or enhance positive impacts require 

engagement of other sectors, consistent with a health-in-all-policies approach. To achieve concrete 

health outcomes, stakeholders from non-health fields must be engaged to systematically incorporate 

health issues into the myriad of relevant policies. Infrastructural development can also generate health 

benefits and the use of HIA as a tool to maximize social wellbeing should be explored. 

 Plenary presentations 

During the plenary session, speakers reiterated the importance of ensuring socially responsible 

infrastructure development. While transportation and hydropower programmes bring positive benefits 

such as improved access to specific geographic areas, increased mobility for both people and goods, 

and access to electricity, negative impacts may results as well. Potential negative impacts of transport 

projects include the spread of communicable diseases like HIV/AIDS due to increased population 

mobility.  

Development projects can be designed to consider these potential impacts. HIAs are key to creating 

socially responsible projects. HIAs can help identify potential negative impacts and trigger 

mechanisms for projects to be modified, thus mitigating negative impacts and enhancing the benefits 

of the project.  

Key topics, stakeholders, status quo and way forward  
 

Key issues related to socially responsible infrastructure development in the Greater Mekong 

Subregion include limited awareness of health implications from infrastructure development, lack of 

strong health indicators to better track specific health outcomes, insufficient guidance on and capacity 

for use of HIA, and a weak monitoring and evaluation mechanism during and after project 

completion. In addition, not all infrastructure development will have significant health implications 

and, thus, an issue is how to identify priority sectors for HIA. 

Individuals living in and around areas of infrastructure development are the main stakeholders. 

However, other stakeholders include investors and funders of development projects, the private sector, 

health-service providers, data management personnel and development project workers.  

It is recommended that HIA-specific legislation be enacted, as has occurred in some countries (e.g. 

Cambodia’s Environmental Protection Act, Article 5). This would aid in standardized use of this 

method. Established HIA teams and focal points to carry out HIA using practical guidelines are also 

recommended.  
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Countries need to develop their own systems for delivering safeguards. This objective is in line with 

the Paris Declaration on Aid Effectiveness. In the case of the Asian Development Bank (ADB), 

borrower countries conduct a large number of impact assessments. A review of country-led and ADB-

supported assessments is required to identify whether health impacts are covered in sufficient detail. 

Training activities and education should be pursued to improve HIA practice and augment the body of 

health professionals able to conduct HIA. WHO Regional Office for the Western Pacific, ASEAN, the 

Regional Forum on Environment and Health in Southeast and East Asian Countries and others have 

been active in developing HIA capacity and networking across the Region. An interest in enhancing 

health impacts and minimizing negative impacts needs to be fostered. Efforts to pilot HIAs in sectors 

currently lacking these assessments need to be supported.  

2.5  Increasing access to health services for people living in border areas in the Greater 
Mekong Subregion 

Introduction and outline of key themes 

The concept paper for this session, “Health Situation and Health Systems Analysis: Cambodia, the 

Lao People's Democratic Republic, Myanmar, Thailand and Viet Nam” provided an overview of 

national and border-area health status and health systems issues, including analysis of migrant and 

border area specific health challenges and health systems concerns. The papers provide an overview 

of each countries health systems using WHO’s six building blocks framework.
4

 Recommendations 

based on these analyses included that governments and stakeholders should establish and support 

cross-sector (labour, migration and health) programmes that support a continuum-of-care model for 

individuals throughout the migration process, that coordination between countries in the Region to 

promote health, disease prevention, care and treatment should continue and expand in border areas, 

that these activities expand beyond the current primary focus on communicable diseases, and that 

community-based organizations working along border areas should be included in programme 

development and data collection.  

These five country reviews illustrate that border health is closely linked with socioeconomic 

determinants, along with geographic distribution of populations, risk areas for communicable 

diseases, and location and density of health services. As a result, actions and policies should be 

conducted in a multi-disciplinary way to account for sectors that influence border health.  

Issues such as poor migrant monitoring systems, key and hard-to-reach populations, under-resourced 

health systems in border areas, and ineffective border collaboration, are common to all countries in 

the Greater Mekong Subregion. Some issues – such as complex migration patterns and limited 

surveillance systems – are specific to certain countries. A number of key priorities were presented 

within the operational framework developed during the WHO /IOM Global Consultation on the 

Health of Migrants in 2010 including:  

• Monitoring of migrant health: data standardization across the Greater Mekong Subregion; 

disaggregated data for migrant health in border areas; monitoring migrants’ health-seeking 

behaviours especially those in trans-border movements; and analyses of data to assist in policy 

formulation. 

                                                        
4

 WHO (2007). Everybody's Business: Strengthening Health Systems to Improve Health Outcomes: WHO's 

Framework for Action 
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• Promote conducive policies and legal frameworks on migrant health: adopt international 

standards on migrants’ right to health; health-in-all-policies approach particularly with a focus on 

migrants in border areas; monitor policy implementation; and extend social protection and health 

and improve social security for all migrants. 

• Migrant-sensitive health systems: migrant appropriate health services; improve service quality for 

migrant focused programming; improve continuity-of-care provision from nongovernmental 

organizations and private providers; and advocate a multi-stakeholder approach towards health 

and migration. 

• Partnerships, networks and multi-country frameworks in migrant health: multisectoral migration 

health dialogue; promote migrant health in multi-country networks; and address migrant health in 

global and regional processes.  

Plenary presentations 

The ASEAN Strategic Framework on Health Development (2010–2015) operationalizes the 55 action 

points of the ASEAN Social and Cultural Community in terms of health. Discussion of the structure 

and organization of ASEAN’s work on improving health, highlighted best practices in providing 

primary health care to marginalized and at-risk populations.  

Multisectoral collaboration for elimination of malaria is of key importance. In the case of China, 

large-scale health education has been provided to increase compliance with malaria control activities, 

alongside capacity-building at local medical facilities in border areas to increase service accessibility 

and quality. Tuberculosis is also a significant concern in border areas, given migrant populations are 

often at higher risk for TB infection, and, specifically, multidrug-resistant TB. WHO has recently 

developed a framework on TB and migration in the Western Pacific Region, emphasizing the need for 

migrants to be able to receive quality diagnosis and treatment, or access proper referral mechanisms to 

treatment in their own country.  

Regional collaboration to address emerging public health threats is taking place in the Greater 

Mekong Subregion through a range of institutional arrangements. However, an enabling environment 

to improve access to health services requires increased political cooperation and attention to issues of 

financing. There may be a role for a regional financing mechanism, however, there are several 

unanswered questions, including how to ensure political commitment, sustainability, and 

implementation in line with country-specific financing.  

Key topics, stakeholders, status quo and way forward  

Key issues for people living in border areas in the Greater Mekong Subregion include inequities in 

access to and availability of services. These include the quality of services, attraction and retention of 

trained health providers to border areas, provision of information to local populations, and 

implementation of migrant-sensitive health services (which consider linguistic and cultural 

differences). Lack of insurance coverage for migrants and insufficient data to inform service provision 

in border areas are central issues. The question of quality health services is also tied to the question of 

resources, including infrastructure such as facilities, transport and equipment. In addition to 

stakeholders identified in other topic areas, providers of border area health services (including village 

health volunteers and medical personnel), and local government officials play important roles.  
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To improve access to health services in border areas in the Greater Mekong Subregion, an ASEAN-

level formal collaborative mechanism should be developed, as a step towards identifying the core 

responsibilities of regional and international organizations, including donors, to monitor and support 

action plans to improve border health. Activities to strengthen health systems in border areas should 

include professional and social incentives to attract and retain human resources for health in border 

areas, increase capacity of primary health care facilities, and expand universal health care coverage to 

include migrant workers.  

Other recommendations include strengthening intercountry and regional cooperation to share health 

information and disease surveillance, improved laboratory capacity and enforcement to ensure 

availability of quality assured medicines and reduce counterfeits, and increased capacity of drug 

regulatory agencies. The question of financing and resources is central – participants discussed efforts 

to increase funding for these activities through increased taxes and other revenues, as well as 

increased support from the private sector.  

2.6 Improving mechanisms for coordination across sectors and borders to better meet health 
needs 

Introduction and outline of key themes 

The background paper, “Improving mechanisms for coordination across sectors and borders to better 

meet health needs,” states that to ensure health needs of border populations are met potential problems 

and benefits arising from rapid economic development need to be anticipated and managed, in 

addition to addressing health-care access. Complexities in addressing this include the diversity of 

populations and health issues associated with population mobility, differences in health systems and 

health-care entitlements across borders and the influence of social determinants of health.  

Health needs for migrants and residents of border areas are met through access to formal and informal 

health-care providers, with traditional and western medicines procured through a variety of means. 

While their health needs may not be the same, migrants and residents share similar problems in terms 

of limited access to good quality health care, especially in rural and remote border areas. 

Health systems are designed as national entities. However, communicable diseases have no borders, 

while management of noncommunicable diseases may be limited when people traverse borders. 

Health needs of migrants (and ethnic minority groups in border areas) may be given less priority by 

the health sector despite their high vulnerability.  

Multisectoral responses (involving agriculture, education, forestry, transportation, social protection, 

etc.) are required at national and regional levels to address health hazards and risks, many of which 

arise from environmental, social, economic and occupational conditions.  

For border communities, health system financing and regulation issues become bilateral if not 

multilateral issues. Efforts on universal health coverage are focused on national health systems and 

may or may not include coverage for migrants.  

Furthermore, coordination mechanisms can evolve over time. Sharing information to manage matters 

of mutual interest helps to achieve common understanding, which can lead to sharing of resources if 

not greater alignment of work. For some issues, an enhanced and formalized information and 

communication system (such as disease reporting or reporting of counterfeit medicines) could help 

resolve bottlenecks in implementation.  
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Plenary presentations 

During the plenary session, issues of risk governance and stewardship were presented, as well as 

examples of subregional and regional coordination. As countries in the Greater Mekong Subregion 

continue to build coordination mechanisms, there are models of cross-border collaboration (e.g. 

United States of America (USA)-Mexico and USA-Canada) to draw from. However, these 

arrangements are between governments and may not provide specific examples of cross-sector 

collaboration. To fill in gaps in knowledge, countries can look at other sectors, such as departments of 

forestry, fisheries, and customs. A strong approach to collaboration for countries in the Greater 

Mekong Subregion is likely to look build on synergies in existing networks. While a new network 

may be needed, countries should first look at existing memoranda of understanding, and networks 

such as Joint United Nations Initiative on Migration, Health and HIV in Asia (JUNIMA) and APSED.  

While thinking regionally is important, actions must be local. Without strengthening national and 

local capacities, large coordination mechanisms may falter. To improve capacities, more resources are 

needed. This includes having a sustainable, multi-donor regional fund for programmes.  

Key topics, stakeholders, status quo and way forward  

There are common needs across borders to protect health and reduce risks. However, networks and 

committees are often unlinked and have separate plans. Key needs include harmonizing policies, laws 

and regulatory frameworks, and strengthening political commitment. Multifaceted and complex issues 

require collaborative governance and involvement across sectors to meet the health needs of border 

populations.  

Work must be done to include other sectors, while strengthening health systems. Within health 

systems, technical collaboration in border areas could increase geographic coverage and provide more 

detailed technical information.  

Stakeholders include governments, the private sector (e.g. associations, chambers of commerce), 

nongovernmental organizations (health, social welfare, development), international nongovernmental 

organizations, and United Nations agencies. 

It was recommended that short- and medium-term agendas and action points be developed with areas 

of work prioritized in both. Following prioritization, existing mechanisms can be researched for action 

on priority issues, with a corresponding timeline for when the issues will receive attention by 

appropriate agencies.  

It was also suggested that a mapping exercise of all organizations working in border areas could be 

useful, in instances where a current map does not already exist. In addition, having a broad spectrum 

of agencies involved across public and private sectors will most likely be beneficial for coordination. 

In line with this, however, it is suggested that high-level authorities in countries take the lead in 

coordination and then identify focal points from specific sectors (e.g. WHO for health issues).  

Information management mechanisms and monitoring and evaluations frameworks that are 

standardized in the Greater Mekong Subregion could facilitate communication and information 

sharing, with a particular focus on including information from border areas. By providing a platform 

for dialogue and regular information exchange, such as regular biregional meetings, collaborative 

efforts will likely be strengthened. Regular information exchange and dialogue will also support and 

strengthen communication and coordination for alert of and timely action on key issues such as 
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disease outbreaks. Although there are several networks, there are areas and specific health issues 

without a network supporting them – an important one being health sector development. Issues such 

as malaria control may be important entry points to enhance collaboration and build health systems 

components.  

Finally, capacity development is necessary for collaboration to meet health needs. It is recommended 

that capacity development for government systems for healthy borders – through harmonized training 

and initiatives from governments and organizations – be established. In addition, focusing on 

improving capacities at the local level in border areas, specifically on governance and leadership of 

subnational authorities at border areas, is a key step.  

3. CONCLUSIONS 

With increasing trade, travel and development in the Greater Mekong Subregion comes increased 

risks to the health of people living in border areas, including migrants and ethnic minority groups. 

Unprecedented population movement in the subregion is likely to increase, placing further demands 

on programmes and initiatives. Due to the complex nature of the issues involved in border health, 

multisectoral approaches are required.  

Through this meeting, examples of public health threats, success stories and challenges were 

discussed. From the Greater Mekong Subregion, examples such as the UN ESCAP healthy highways 

project to combat HIV/AIDS and Thailand’s Business Coalition on AIDS, which uses private sector 

resources in delivering health services, illustrate the benefits of a multi-stakeholder and multisectoral 

response. Aiming to increase coordination should also be combined with efforts to strengthen 

systems, such as data collection, responses to disease outbreaks and standardized protocols.   

Countries in the Greater Mekong Subregion experience disparities and gaps in programmes, despite 

progress on some health topics and in some areas. For example, improved access for people in rural 

areas and border areas to health services are still needed. Supported by statements from ASEAN, 

participants at this meeting also recognize the need for more collaboration and synergy for both health 

and non-health issues. This collaboration should add value to initiatives and aim to involve 

stakeholders ranging from government officials to community members.  

This meeting has set the stage for approaching health problems in new and innovative ways. As the 

Greater Mekong Subregion grows and develops, investing in these initiatives directly translates into 

investing in a common, healthy future together. Links between countries in the Greater Mekong 

Subregion continue to expand, requiring international collaboration to create holistic approaches to 

tackle these issues.  
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ANNEXES 

 

Annex 1. Agenda  

Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

5–7 August 2013; Bangkok, Thailand 

Meeting venue: Ballrooms 1 & 2, 2
nd

 Floor, Royal Orchid Sheraton Hotel 

 

Day 1: Monday, 5 August 2013 
07:30–08:15 Registration  

Opening Session 
08:15 – 09:30 Welcome address Dr Yonas Tegegn 

WHO Representative to Thailand 

Opening remarks Dr Samlee Plianbangchang 

WHO Regional Director for South-East 

Asia 

(on behalf of SEARO and WPRO) 

Opening address Mr Arkhom Termpittayapaisith 

Secretary-General of the Office of 

National Economic and Social 

Development Board, 

Thailand 

Introduction of participants and secretariat  Dr Rajesh Bhatia, CDS/SEARO 

Meeting objective, outcomes and mechanics Dr John Ehrenberg, DCC/WPRO 

09:30–10:00 Group photo and coffee/tea break  

10:00–10:30 Keynote presentation: 

Challenges for border health in the Greater 

Mekong Subregion - the need for 

multisectoral and cross-country actions 

Dr Supang Chantavanich 

Professor Emeritus, Asian Research 

Center for Migration, Institute of Asian 

Studies, Chulalongkorn University, 

Bangkok 

Session 1: Development, health systems and malaria in the Greater Mekong Subregion:  
the case for multisectoral action 

10:30–10:40 Chair:  

Dr Porntep Siriwanarangsun  

Director-General, Department of Disease 

Control, 

Ministry of Public Health, Thailand 

Rapporteurs:  

Dr Sandra Tempongko, 

SEAMEO/TROPMED  

Dr Maria Guevara, Médecins sans 

Frontières 

 Presentations: (15 minutes) Speakers: 

10:40–10:55 Development projects, migration and malaria 

in the Greater Mekong Subregion 

Dr Deyer Gopinath, WHO,  

Lao People's Democratic Republic 

10:55–11:10 Cross-border collaboration in malaria 

control: Lessons from Thailand 

Dr Wichai Sathimai 

Department of Disease Control, Bureau 

of Vector Borne Disease, Thailand 

11:10–11:25 Successes and challenges of multisectoral 

collaboration for malaria control and 

elimination: Examples in Cambodia 

Dr Char Meng Chuor  

National Center for Parasitology, 

Entomology and Malaria Control, 

Cambodia 

11:25–11:40 Towards multisectoral actions to combat Dr Leonard Ortega, CDS/SEARO 
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malaria drug resistance in the Greater 

Mekong Subregion 

11:40–12:00 Discussion  

12:00–13:30 Lunch break 

Session 2: Multisectoral approaches to address the health needs of populations, including 
migrants, in border areas in the Greater Mekong Subregion 

13:30–13:35 Chair:  

Dr Bounlay Phommasack  

Director, Communicable Diseases Control 

Department, Ministry of Health 

Lao People's Democratic Republic 

Rapporteurs:  

Dr Nasir Hassan, DHP/WPRO 

Ms Sarah Meyer, Johns Hopkins 

University 

13:35–13:55 Speaker: (20 minutes) 

Border health: Concepts, models, and 

applications for the Greater Mekong Subregion 

Dr Catherine Lee 

Johns Hopkins University 

13:55–14:40 Panel members: (5-6 minutes each)  

Initiative for ASEAN Integration: Narrowing 

the Health Gap 

H.E. Dr Alicia Dela Rosa Bala 

ASEAN Socio-Cultural Community 

Mekong Migration Network  Ms Jackie Pollock, MAP Foundation 

Ideas for private sector involvement Dr Anthony Pramualratana  

Thailand Business Coalition on AIDS 

National resources and agricultural aspects of 

healthy borders 

Dr Sununtar Setboonsarng 

Natural Resources and Agriculture 

Economist, Asian Development Bank 

Social protection of population, including 

migrants, in border areas 

Ms Viennarat Chuangwiwat 

International Labour Organization 

14:40–15:00 Discussion  

15:00–15:30 Coffee / tea break 

Session 3: Improving access to quality medicines in the Greater Mekong Subregion 
15:30–15:35 Chair: 

Mr Srinivas Tata 

Chief, Social Policy and Population Section 

Social Development Division 

UN Economic and Social Commission for Asia 

and the Pacific 

Rapporteur: 

Dr Sudhansh Malhotra, SEARO 

Dr Catherine Lee, Johns 

Hopkins University  

15:35–15:55 Speaker: Improving access to quality 

medicines in the Greater Mekong Subregion 

Dr Souly Phanouvong 

US Pharmacopeia 

15:55–16:30 Panel members: (5-6 minutes each)  

Challenges of building regulatory capacity for 

effective monitoring of quality of 

pharmaceuticals in border areas 

Dr Zaw Win  

Department of Food and Drug 

Administration, Myanmar 

Successes of collaboration between 

enforcement agencies and regulatory authority 

to reduce use of counterfeit/substandard 

medicines in Cambodia 

Dr Heng Bunkiet  

Drug Regulatory Authority, 

Cambodia 

Capacity development of key stakeholders for 

investigation of pharmaceutical crime 

Ms Aline Plancon, Interpol 

Strategies to strengthen procurement and 

supply chains for better access in hard to reach 

Dr Lamphone Syhakhang  

Food and Drug Department, Ministry 
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areas in Lao People’s Democratic Republic of Health, Lao People’s Democratic 

Republic 

Opportunities for strengthening regional 

collaboration to improve access to medicines in 

the Greater Mekong Subregion 

Dr Klara Tisocki, DHS/WPRO 

16:30 – 17:00 Discussion  

17:00 – 17:15 Summary and closure of Day 1 Rapporteurs/Secretariat  

18:30 – 20:30 Reception dinner hosted by the Regional Directors of SEARO and WPRO 

(Riverside Ballroom, Royal Orchid Sheraton Hotel)  

Day 2: Tuesday, 6 August 2013 
08:30 – 08:35 Introduction of Keynote Speaker Dr John Ehrenberg, DCC/WPRO 

08:35 – 08:50 Keynote Address 

 

Stephen P. Groff 

Vice President (Operations 2),  

Asian Development Bank 

Session 4: Ensuring socially responsible infrastructure development in the Greater Mekong 
Subregion 

08:50 – 09:00 Chair: 

Dr Vincent De Wit 

Lead Health Specialist 

Human and Social Development Division, 

Southeast Asia Department, Asian 

Development Bank 

Rapporteurs: 

Dr Beverly Lorraine Ho  

Asian Development Bank 

Dr Richard Brown, SEARO 

09:00 – 09:20 Speaker: (20 minutes) 

Health impact assessment and socially 

responsible infrastructure development 

Dr Genandrialine Peralta 

Senior Safeguards Specialist 

Environment, 

Southeast Asia Department,  

Asian Development Bank 

09:20 – 09:40 

 

Panel members: (5 minutes each)  

HIV/AIDS and transport projects in 

Lao People’s Democratic Republic 

Dr Bounpheng Philavong  

National Center for HIV/AIDS and 

STI, Ministry of Health, Lao People's 

Democratic Republic 

Challenges in mitigating health risks in 

development projects in Myanmar  

Ms Khin Mar Aye. Ministry of 

National Planning and Economic 

Development, Myanmar  

Health without borders: sharing experiences 

from the UNESCAP project on healthy 

highways 

Mr Srinivas Tata, UNESCAP 

Sustainable infrastructure and development for 

health and environment 

Dr Eun Jin Choi, Korea Institute for 

Health and Social Affairs  

09:40 – 10:00 Discussion  

10:00 – 10:30 Coffee /tea break 

Session 5: Increasing access to health services for people living in border areas in the Greater 
Mekong Subregion 

10:30 – 10:35 Chair: 

Dr Supang Chantavanich  

Director, Asian Research Center for Migration, 

Institute of Asian Studies, Chulalongkorn 

University  

Rapporteurs:  

Ms Sarah Meyer, Johns Hopkins 

University 

Dr Vason Pinyowiwat, SEARO 
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10:35 – 10:55 Speaker:  

Increasing access to health services for those 

living in border areas in the Greater Mekong 

Subregion 

Dr Jaime Calderon 

Regional Migration Health Advisor, 

International Organization for 

Migration 

10:55 – 11:30 Panel members: (5-6 minutes)  

 ASEAN health cooperation in increasing 

access to health services among the ASEAN 

people 

Dr Ferdinal Fernando  

ASEAN Socio-Cultural Community 

Department 

  Professor Xiao Ning 

National Institute of Parasitic 

Diseases, Chinese Center for Disease 

Control and Prevention 

 Tuberculosis in the context of healthy borders Dr Catharina van Weezenbeek, 

DCC/WPRO  

 Regional collaboration to address emerging 

public health threats across the Asia Pacific: 

Our experience of a regional response to 

malaria and malaria drug resistance 

Dr Benedict David 

Australian Agency for International 

Development  

 Health and development in border areas of 

Myanmar  

Dr Maung Maung Than Htike 

International Health Division, 

Ministry of Health, Myanmar 

 Border health programme in Thailand Dr Supakit Sirilak, Ministry of Public 

Health, Thailand 

11:30 – 12:00 Discussion  

12:00 – 13:30 Lunch Break  

 Brown Bag Seminar:  

"Innovative, cross-sectoral approaches to 

surveillance and control of malaria and 

dengue” 

Dr Susann Roth, Senior Social 

Development Specialist 

Regional and Sustainable 

Development Department, Asian 

Development Bank  

Session 6: Improving mechanisms for coordination across sectors and borders to better meet 
health needs 

13:30 – 13:35 Chair: 

H.E. Dr Alicia Dela Rosa Bala 

Deputy Secretary-General, 

Association of Southeast Asian Nations 

(ASEAN) Socio-Cultural Community 

Rapporteurs:  

Dr Catherine Lee, Johns Hopkins 

University 

Dr Roderico Ofrin, EHA-

SDE/SEARO 

13:35 – 13:50 Speaker: 

Risk governance and stewardship for a healthy 

setting: Improving coordination for health 

across borders 

Dr Vivian Lin, Director 

Division of Health Sector 

Development, WPRO 

13:50 – 14:30 Panel members: (5-6 minutes each)  

 Mekong Basin Disease Surveillance Dr Bounlay Phommasack 

Ministry of Public Health, Lao 

People's Democratic Republic 

 Brokering commitments for migrants’ access 

to health care – the role of JUNIMA 

Mr Clifton Cortez 

Joint Initiative on Mobility & 

HIV/AIDS (JUNIMA) 

 Regional public goods and cross border health Dr Myo Thant, Office of Regional 
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challenges Economic Integration,  

Asian Development Bank  

 APSED/International Health Regulations Dr Richard Brown, DSE/SEARO 

 Perspective from the finance sector on 

coordination 

Ms Wang Min 

Ministry of Finance, China  

14:30 – 14:50 Discussion  

14:50 – 15:15 Coffee / tea break  

Session 7: Group Work: Five parallel sessions using world café method 
15:15–15:25 Introduction to the group work dynamics Facilitators:  

Dr Katsunori Osuga, DCC/WPRO 

Dr Susann Roth, ADB 

15:25–17:30 

(20–25 

minutes for 

each group) 

Topic 1: Strengthen high level multisectoral commitment to implement the emergency 

response to artemisinin-resistant malaria in the Greater Mekong Subregion 

Moderators: Dr Eva Christophel / Dr Leonard Ortega 

Rapporteurs: Dr Maria Guevara / Dr Sandra Tempongko 

 Topic 2: Set the stage for a multisectoral framework for border/migrant health in 

Greater Mekong Subregion 

Moderators: Dr Brent Burkholder / Dr Luo Dapeng 

Rapporteurs: Dr Jaime Calderon / Dr Nasir Hassan 

 Topic 3: Identify best practices for development projects to lessen negative impacts and 

improve the health of populations in the Greater Mekong Subregion 

Moderators: Dr Richard Brown / Dr Deyer Gopinath  

Rapporteurs: Ms Glenda Gonzales / Dr Beverly Ho 

 Topic 4: Stress the need for access to quality health services and disease prevention in 

Greater Mekong Subregion  

border areas. 

Moderators: Dr Sudhansh Malhotra / Dr KlaraTisocki 

Rapporteurs: Ms Sarah Meyer / Dr Catherine Lee  

 Topic 5: Identify collaboration mechanisms that can improve the health of people living 

in the Greater Mekong Subregion border areas 

Moderators: Dr Ferdinal Fernando / Dr Vivian Lin 

Rapporteurs: Dr Roderico Ofrin / Dr Najibullah Habib 

Day 3: Wednesday, 7 August 2013 

Summary of discussions and the way forward 
 Chair: Dr Shin Young-soo 

WHO Regional Director for the Western Pacific 

 

08:50 – 

09:05 

Opening Remarks H.E. Dr Pradit Sintavanarong  

Minister of Public Health, Thailand 

09:0–09:20 Keynote Address 

 

H. E. Dr Le Luong Minh 

Secretary-General, The Association 

of Southeast Asian Nations 

Secretariat (ASEAN) 

09:20–09:25 Break  

09:25–09:30 Chair: 

H.E. Professor Pe Thet Khin 

Union Minister of Health, Myanmar 

Co-chairs:  

Dr Rajesh Bhatia, CDS/SEARO 

Dr John Ehrenberg, DCC/WPRO 

Rapporteurs:  

Dr Catherine Lee and Ms Sarah 

Meyer  

Johns Hopkins University 
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 Introduction to the session  Chair: 

H.E. Professor Pe Thet Khin 

Union Minister of Health, Myanmar 

09:30–09:40 Strengthen high level multisectoral commitment 

to implement the emergency response to 

artemisinin-resistant malaria in the Greater 

Mekong Subregion 

Presenter: Dr Eva Christophel, 

DCC/WPRO 

09:40–09:55 Discussion  

09:55–10:05 Set the stage for a multisectoral framework for 

border/migrant health in Greater Mekong 

Subregion 

Presenter: Representative from the 

Ministry of Health, Lao People's 

Democratic Republic 

10:05–10:20 Discussion  

10:20–10:40 Coffee/tea break   

10:40–10:50 Identify best practices for development projects 

to lessen negative impacts and improve the 

health of populations in the Greater Mekong 

Subregion 

Presenter: Representative from the 

Ministry of Health, Myanmar 

10:50–11:05 Discussion  

11:05–11:15 

 

Stress the need for access to quality health 

services and disease prevention in Greater 

Mekong Subregion border areas 

Presenter: Representative from the 

Ministry of Health, Viet Nam 

11:15–11:30 Discussion  

11:30–11:40 Identify collaboration mechanisms that can 

improve the health of people living in the 

Greater Mekong Subregion border areas 

Presenter: Representative from the 

Ministry of Health, Cambodia 

11:40–12:00 Discussion  

12:00–12:10 Overall summary  Dr John Ehrenberg, DCC/WPRO 

12:10–12:25 Comments and feedback on meeting outcomes 

(1-2 minutes each) 

Representatives from country 

delegations and partners 

Closing session 

12:25–12:50 Call for Action  

 

H.E. Mr Sorawong Thienthong 

Deputy Health Minister, Thailand 

Dr Bounkong Syhavong 

Vice Minister of Health,  

Lao People’s Democratic Republic 

H.E. Professor Pe Thet Khin 

Union Minister of Health, Myanmar 

Mr Larry Maramis 

Director of the Cross-Sectoral 

Cooperation Directorate of the 

ASEAN Socio-Cultural Community 

12:50–13:00 Closing Remarks Dr Shin Young-soo 

WHO Regional Director for the 

Western Pacific 

(on behalf of SEARO & WPRO) 

13:00–14:00 Lunch / End of meeting  
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SESSION

1
Session 1: Development, Health Systems and Malaria in the GMS: The Case
for Multi-sectoral Actions.

EXECUTIVE SUMMARY

This paper presents a situational analysis of the GMS countries, including their socio-
demographic-economic profile, the malaria situation, the response to the malaria problem, the
critical challenges especially the problem of artemisinin resistance, as well as  the current and
planned development activities in the subregion and their impact on malaria. It presents and re-
emphasises the case for malaria to be considered not just a health problem but a development
issue requiring harmonized and well-coordinated multi-sectoral and inter-country actions to
effectively control and eliminate it.

The GMS countries are very heterogeneous with respect to their socio-demographic,
health  and economic profile, with Cambodia, Lao PDR and Myanmar generally clustered
together on the lower end of the spectrum for most indicators, and Vietnam and Thailand on the
other end. Data for Yunnan province alone is not available for most indicators. Large differences
between the literacy levels of males and females and the availability of water and sanitation
facilities  between urban and rural areas still exist at present, especially in Cambodia and Lao
PDR.

Myanmar has the highest rate among the GMS countries in terms of both incidence and
mortality for malaria while Yunnan Province and Vietnam have the lowest rates for both
indicators. There have been tremendous gains in decreasing the incidence of malaria in the GMS
between 2000 and 2010, with Vietnam and Thailand having the largest drop in rates at 81% and
71% respectively, during the 10-year period. The decrease in mortality rates during the same
period is even more dramatic, with the drop in rates in all countries, ranging from 76%-93%
during the decade. However, inspite of tremendous gains achieved in decreasing malaria
morbidity and mortality in the past decade, critical challenges still need to be overcome which
include the remaining hotspots which are generally the remote, border and mobile populations
composed mostly of ethnic groups and migrant workers; growing evidence of artemisinin-
resistance; and increasing incidence of counterfeit/substandard drugs.

manuelm
Text Box
Annex 3. Background papers



Biregional Meeting on Healthy Borders in the Greater Mekong Subregion

Session 1: Development, Health Systems and Malaria in the GMS: The Case for Multi-sectoral Actions

2

The extent and nature of the response to address the malaria problem in the GMS have
been wide and varied, including the adoption of malaria-specific WHO resolutions (WHA58.2;
WHA60.18; WHA64.17) and high-level political support (ASEAN Health Ministerial Meeting;
Declaration of the 7th East Asia Summit; Asia Pacific Leaders Malaria Alliance). Very specific
action plans have been developed to address the problem of artemisinin at the global (GPARC)
and regional (ERAR) levels.

The malaria problem in the GMS has been compounded by the rapid pace of economic
development in the area covering infrastructure, energy, telecommunication, tourism, agriculture,
environment, and human resource development. While these development projects have
increased integration,  prosperity, and accelerated economic growth in the region, there are also
negative effects like the displacement of large populations, migration of workers and changes in
vector ecology which have implications to malaria.

The unintended negative effects of development activities in the region highlights the
complex relationships underlying development issues which point to the need to mainstream
malaria prevention and control efforts in the various sectors, thereby implementing a
multisectoral response in the region. This approach requires the need for strategic partnerships
at national and sub-regional levels involving different ministries, civil society, the private sector,
development partners and others. The health sector must be able to show the leadership to
advocate and engage the different sectors to proactively and collectively address the malaria
problem.
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1. Purpose of the paper

This paper is prepared as a background document for the Bi-regional Meeting on  Healthy
Borders in the Greater Mekong Sub-region organized by SEARO and WPRO on 5 to 7 August in
Bangkok Thailand. It aims to provide the representatives from the GMS countries as well as the
UN and development partners participating in the meeting with a situational analysis of the GMS
countries, including an overview of the malaria situation in the region, the problem of drug
resistance and the factors contributing to it, and the current response to the problem in the
context of the health systems and the socio-economic development of the area. It presents and
re-emphasizes the case for malaria to be considered not just a health problem but a development
issue which requires harmonized and well-coordinated multi-sectoral and inter-country actions to
effectively control and eliminate it, in the context of socio-economic development in the GMS.

2. The Greater Mekong Sub-region

The Greater Mekong Subregion (GMS) is composed of Cambodia, the Yunnan Province
of the People’s Republic of China, the Lao People’s Democratic Republic, Myanmar, Thailand
and Viet Nam. All these six places are bound together by the Mekong River and have a
combined total 2011 population of 2.75 million (Table 1), which accounts for 11.3% of the total
population of Asia. A map of the GMS is shown in Figure 1.

The six GMS countries represent a wide spectrum of economic capacity, economic
change, population size, health services infrastructure, and human and material resources.
Despite the diversity, there is a degree of interdependence with respect to development
objectives and planning needs that makes it desirable to examine ways of collaboration in
containing diseases like malaria [1]. This section presents a situational analysis of the six GMS
countries in terms of the most recent available data on their demographic, social, health and
economic indicators.
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2.1.1   Socio-demographic and economic profile

Of the 6 GMS countries, the largest population is that of Viet Nam at almost 90M in 2011,
while Lao PDR is the smallest with a 2011 population of only 6.3M. However, Lao PDR has the
fastest population growth rate at 1.3%. Viet Nam is the most crowded with a population density of
271 persons per square kilometre. This is 10x higher compared to Lao PDR with a population
density of only 27 persons/km2. Cambodia is the least urbanized, with only a fifth of its population
living in urban areas. For all the other countries (except for China where data for Yunnan
province in not available), about a third of its population are in urban areas. These are shown in
Table 1.

Source:  O’ Shannassy, T. Greater Mekong Subregion (GMS): Context. The Southeast Asian Journal of Tropical
Medicine and Public  Health. Volume 44 (Supplement 1). 2013. Fig. 1, page 2. [2]

Figure 1.  The Greater Mekong Subregion
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Table 1. Demographic Indicators for Countries in the GMS

COUNTRY 2011
POPULATION

SIZE1

(in thousands)

POPULATION
GROWTH

RATE (%)1

AREA2

(in km2)

POPULATION
DENSITY

(persons/km2)

% POPULATION
IN URBAN

AREAS1

Cambodia 14,478 1.2 181,035 79.97 20.2

China
(YunnanProv)

46,310 0.43 394,000 117.54 NA4

Lao PDR 6,374 1.3 237,000 26.89 35.4

Myanmar 48,724 0.8 677,000 71.97 33.3

Thailand 69,892 0.5 513,000 136.24 34.5

Viet Nam 89,730 1.0 331,691 270.52 31.7

TOTAL 275,508 2,333,726

1Source:  2012 ESCAP Population Data Sheet [3]
2Source:  Mekong Basin Disease Surveillance Website [4]
3This growth is that of the whole China and not just of YunnanProvince alone
4 Data solely for Yunnan province is not available

Among the social indicators, one of the most relevant in relation to the success of a
country’s disease prevention programme is the adult literacy ratio. Since this indicator measures
people’s ability to read and write, it has a bearing on the health workers’ ability to conduct health
promotion activities, eventually affecting people’s knowledge about the disease.

The adult literary ratios of the GMS countries for 2000 and 2010 are shown in Table 2.
The results indicate the following:

 Of the GMS countries, the adult literacy levels of Cambodia and Lao PDR are lower
compared to the 4 other countries in the region. This situation is the same at the start of
the millennium up to the present.

 There is still a big difference in the adult literacy ratios between the sexes in Cambodia
and Lao PDR, with the adult literacy ratio among females being at least 20% lower in
relative terms (20.4% for Cambodia; 23.4% for Lao PDR) compared to the males.
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Table 2.  Adult Literacy Ratio of GMS Countries by Sex: 2000 and 2010

Country

Male Female Both Sexes

2000 2010 2000 2010 2000 2010

Cambodia 79.5 (1998) 82.8 (2009) 57.0 (1998) 65.9 (2009) 67.3 (1998) 73.9 (2009)

China 95.1 97.1 86.5 91.3 90.9 94.3

Lao PDR 81.4 82.5 58.5 63.2 (2005) 69.6 72.7 (2005)

Myanmar 93.9 94.8 86.4 89.9 89.9 92.3

Thailand 94.9 95.6 (2005) 90.5 91.5 (2005) 92.6 93.5 (2005)

Viet Nam 93.9 95.3 86.5 91.1 90.2 93.2

Source:Asian Development Bank. Key Indicators for Asia and the Pacific 2012 ( 43rd Edition) [5]

The differences between the GMS countries are very clearly evident in the levels of their
health indicators, with Cambodia, Lao PDR and Myanmar generally clustered on the lower end of
the spectrum for most indicators while Thailand and Viet Nam are on the other end. As with most
other indicators, data for Yunnan province in China alone are not available. Selected health
indicators for the GMS countries are presented in Table 3.

Table 3.  Selected Health Indicators in the GMS Countries: 2010

Country

Maternal
Mortality
Ratio (per

100,000 LB)

Infant
Mortality Rate

(per 1000 LB)

Under-Five
Mortality Rate

(per 1000 LB)

% Births
Attended by
Skilled HW

Coverage (%)
of Measles

Immunization
Among ≤1

Prevalence of
Malnutrition
Among <5

Cambodia 250 43 51 71.0 93 19.6 (2007)

China (Yunnan) NA1 NA1 NA1 NA1 NA1 NA1

Lao PDR 470 42 54 20.3 (2006) 64 31.6 (2006)

Myanmar 200 50 66 63.9 (2007) 88 22.6

Thailand 48 11 13 99.5 (2009) 98 7.0 (2006)

Viet Nam 59 19 23 87.7 (2006) 98 20.2 (2008)

Southeast Asia 213 25 32 __  2 91 __  2

Source:Asian Development Bank. Key Indicators for Asia and the Pacific 2012 (43rd Edition) [5]
1 Data solely for Yunnan province is not available

2 The value for the whole Southeast Asia region cannot be compute because of differences in reference year of the
latest available data
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The 2010 maternal mortality ratio of Lao PDR is extremely high compared to the other
GMS countries – it is 1.9x higher compared to that of Cambodia, 9.8x higher compared to
Thailand which has the lowest MMR in the region, and 1.2x higher compared to the overall level
for Southeast Asia where all the GMS countries belong, except for China.

The differences between countries are relatively smaller in the case of infant mortality rate,
with Cambodia, Lao PDR and Myanmar being clustered together on the upper end. Myanmar
has the highest IMR in the region as of 2010 with at rate of 50 infant deaths per 1000 live births.
This rate is 4.5x higher compared to Thailand and 2x higher compared to the overall level for
Southeast Asia.

The patterns observed in terms of the differences between the infant mortality rates among
the GMS countries are the same as that of the under-five mortality rate. The 2010 values range
from 13/1000 live births in Thailand, to 66/1000 live births in Myanmar.

The GMS countries are not the same in terms of the year when the most recent data on
the percentage of births attended by a skilled health worker is available. However, based on the
data presented in Table 3, it is evident that the MCH services in Lao PDR is highly problematic
compared to other countries in the GMS, with only 1 out of every 5 births (20.3%) being attended
by a skilled health worker in 2006. This is much lower compared to 87.7% reported by Viet Nam
in the same year, or that of Myanmar with a corresponding figure of 66.7% for this indicator in
2007.

Lao PDR consistently has the lowest levels of the health service indicators. In terms of the
coverage of measles immunization, its 2010 coverage of 64% is so much lower compared to that
of Cambodia, Thailand and Viet Nam whose coverage are at least 90%. Myanmar’s 2010
measles immunization coverage is also higher than that of Lao PDR at 88%.

The availability of nutrition data is likewise not the same for the GMS countries. In 2006
which is the year for the latest available nutrition data of Lao PDR, about 1 out of every 3 (31.6%)
children <5 years old in this country were malnourished. This is 4.5x higher compared to Thailand
whose 2006 malnutrition prevalence figure among children <5 is only 7%.

A subset of the health indicators which have a lot of bearing on economic development
projects in an area are those related to environmental health, specifically water and sanitation. A
whole lot of economic development projects cover the improvement of the water system which
affect the coverage of the population with potable water supply, and eventually affect the
incidence of water-borne and related diseases.

Table 4 shows the proportion of the population in the GMS countries using improved
sanitation facilities and water sources. Both indicators are part of the MDG indicators. A
comparison is made of the levels of these indicators within the 20-year interval between 1990
and 2010 to reflect the pace of development especially among countries in the lower end of the
economic spectrum like Cambodia, Myanmar and Lao PDR.
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The data in Table 4 show the following:

a. The proportion of the population in the rural areas using improved sanitation facilities and
water sources increased tremendously between 1990 and 2010. The improvements over
the 20 year period are greatest in Cambodia and Lao PDR.

b. As of 2010, there is still a large proportion of households in Cambodia, Lao PDR and
Myanmar which do not have improved sanitation facilities and water supply. The country
with the biggest problem is Cambodia, with only 20% of its rural population in 2010 having
improved sanitary facilities and 58% having improved water supply.

c. As of 2010, there is still a big difference between the urban and rural areas of Cambodia,
Lao PDR and Myanmar in terms of coverage of improved sanitary facilities and water
supply.

d. Thailand has the best levels of the environmental health indicators among the GMS
countries, having attained almost universal coverage of improved sanitary facilities and
water supply, in both urban and rural areas.

Table 4. Indicators Related to Water and Sanitation by Type of Area:
GMS Countries, 1990 and 2010

Country

% Population Using Improved Sanitation Facilities % population Using Improved Water Sources

Urban Rural Total Urban Rural Total

1990 2010 1990 2010 1990 2010 1990 2010 1990 2010 1990 2010

Cambodia 36 73 5 20 9 31 48 87 29 58 31 64

China (Yunnan) NA1 NA1 NA1 NA1 NA1 NA1 NA1 NA1 NA1 NA1 NA1 NA1

Lao PDR 58
(1994)

89 8
(1994)

50 16
(1994)

63 75
(1994)

77 32
(1994)

62 39
(1994)

67

Myanmar 77
(1991)

83 47
(1991)

73 54
(1991)

76 80 93 48 78 56 83

Thailand 94 95 80 96 84 96 96 97 82 95 86 96

Viet Nam 63 94 30 68 37 76 88 99 49 93 57 95

Source: Asian Development Bank. Key Indicators for Asia and the Pacific 2012 (43rd Edition) [5]
1 Data solely for Yunnan province is not available

To complete the situational analysis of the GMS countries, their levels for selected
economic indicators are presented in Table 5. Unfortunately, the values for most indicators
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presented in Table 5 are not directly comparable with one another across countries because of
differences in the latest available year of the data. Hence, care must be taken in making
comparisons of these values.

Table 5. Levels of Selected Economic Indicators for the GMS Countries (latest year)

Country

% of the
Population
<$1.25/day

Household
Electrification

Rate (%)

2011
International

Tourist
Arrivals

(thousand)

Road Density
(km. of

road/1000 km2

of land area)

Paved Roads
(% of total

roads)

Human Development Index

Value

(for 2011)

Rank (out of
187

countries

Cambodia 22.8.   (2008) 20.5   (2005) 2,882 216.7     (2004) 6.3    (2004) .523 139

China NA1 NA1 NA1 NA1 NA1 .6872 1012

Lao PDR 33.9   (2008) 46.3   (2002) 1,670 (2010) 171.4     (2009) 13.7    (2009) .524 138

Myanmar - 3 47.0   (2002) 391 41.3     (2005) 11.9    (2005) .483 149

Thailand 0.4   (2009) - 3 19.098 352.4    (2006) 98.5   (2000) .682 103

Viet Nam 16.9   (2008) 96.1   (2005) 6,014 516.3     (2007) 47.6    (2007) .593 128

Source: Asian Development Bank. Key Indicators for Asia and the Pacific 2012 (43rd Edition) [5]
1 Data solely for Yunnan province is not available
2 This value refers to the whole China and not just Yunnan province
3 Data not available at cut-off date

The proportion of the population below the poverty line is one of the MDG indicators,
under the first MDG goal of eradicating extreme poverty and hunger. The data presented in Table
5 show the percentage of the population in each of the GMS countries living on less than
$1.25/day measured at 2005 international prices, adjusted for purchasing power parity (PPP).
The data show huge discrepancies in the status of the GMS countries with respect to this
indicator, with Thailand having less than 1% of its population below the poverty line as of 2009. In
contrast, a third (33.9%) of the Lao population are below the poverty line just a year before
(2008), while that of Cambodia was a bit lower at 22.8 % for the same year.

One of the identified economic effects of a successful malaria control programme is on
the tourism industry. Table 5 shows the number of international tourist arrivals in each of the
GMS countries as of 2011. As expected, Thailand had the highest number of international
tourists at 19 million. Three other countries in the region – Viet Nam, Cambodia and Lao PDR
had tourists exceeding one million during the same year.

Road construction brings about a lot of changes, including among others, changes in the
environment and local ecology, people’s mobility and migration patterns, and disease
transmission. The influence of roads impact health outcomes directly and indirectly through
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mediation of human exposure to infectious diseases, altering nutritional status and health
seeking behaviour. [6]

Data on road density among the GMS countries show that Viet Nam had 516 km. of road
per 1000 km2 of land area as of 2007. This is 1.5x higher than the corresponding road density of
Thailand in 2006. However, in terms of paved roads, Thailand has the best situation, with 98.5%
of its roads already paved as early as 2000.

A composite measure of the overall level of development of a country is the Human
Development Index (HDI). Of the 187 countries in the world for which the Human Development
Index was computed in 2011, all the GMS countries belong to the lower 50%, with China
(referring to the whole country, not just Yunnan province) having the highest rank at 101,
followed closely by Thailand which was ranked 103rd. Myanmar had the lowest HDI rank among
the six GMS countries with a rank of 149.

2.1.2 Developmental partners in the GMS

The GMS Programme was established in 1992 with assistance from the Asian
Development Bank. It is a of sub-regional economic cooperation among the 6 countries to
enhance their economic relations covering nine priority sectors: agriculture, energy, environment,
human resource development, investment, telecommunications, tourism, transport infrastructure,
and transport and trade facilitation. The GMS Programme, with the support of ADB and other
development partners, is helping the participating countries achieve the Millennium Development
Goals through the three C’s -- increased connectivity, improved competitiveness, and a greater
sense of community. [7]

From the very start, the GMS Programme has been a product of multisectoral and inter-
country collaboration. Bilateral donors include the governments of Australia, the PRC, Denmark,
Finland, France, Germany, Japan, the Republic of Korea, the Netherlands, New Zealand, Spain,
Sweden, Switzerland, the United Kingdom, and the United States. Among the multilateral
partners are ADB; the European Commission; the European Investment Bank; the Food and
Agriculture Organization of the United Nations; the International Fund for Agricultural
Development; the International Labour Organization; the International Organization for Migration;
the Nordic Development Fund; the OPEC Fund for International Development;
the United Nations Development Programme; the United Nations Environment Programme;
the United Nations Economic and Social Commission for Asia and the Pacific (UNESCAP); the
United Nations Educational, Scientific and Cultural Organization; the World Bank; and the World
Health Organization.[7]

In the specific case of malaria control across the GMS, WHO leads the Mekong Malaria
Programme (MMP) largely funded by USAID. Aside from national malaria control programmes,
there are multiple partners implementing various aspects of the programme like training, BCC
and social marketing, promotion of private sector partnership, operations research, monitoring of
drug quality and combating counterfeit drugs. It started as Roll Back Malaria Mekong Initiative
launched in Vietnam in 1999, it has evolved into Emergency Response to Artemisinin Resistance
(ERAR) in the Greater Mekong Sub-region (please see section 4.1).
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3.  Malaria situation in the GMS

3.1   Epidemiologic profile

The epidemiology of malaria in the GMS is highly complex and varies considerably from
one population group to another. All four species of human plasmodia occur but the vast majority
of malaria cases are caused by Plasmodium falciparum and P. vivax. [8] The epidemiology of the
disease varies greatly between and within countries and from one population group, individual, or
situation to another. In many cases, the different situations require different malaria control
strategies, adapted to suit specific risk groups and vector behaviours, and adjusted to consider
local infrastructure and health service coverage, as well as the rapidly evolving environmental
conditions resulting from the large number of economic development projects being
implemented. [9]

3.1.1   Incidence

The overall incidence of malaria in the GMS as of 2010 is 2 per 1000 population.
Myanmar has the highest incidence, with a level which is 2.4x higher compared to that of Lao
PDR, which has the second highest incidence in the region, and 65x higher compared to that of
Yunnan province in China, which has the lowest incidence in the GMS. About 2 out of every 3
persons (69%) in Myanmar live in malaria endemic areas. [9]

For the whole region, 80.1% of the confirmed malaria cases in 2010 were P. falciparum.
However, in the case of Lao PDR, almost all cases (97.9%) were P. falciparum. Table 7 shows
selected statistics related in malaria incidence in the GMS for the year 2010.

There have been tremendous gains in decreasing the incidence of malaria in the GMS
countries between 2000 and 2010. Viet Nam and Thailand have been the most successful,
having decreased their incidence rates by 81% and 71% respectively, during the 10-year period.
This huge decrease is also very clearly evident in Figure 2 which shows a comparative picture of
the Annual Parasite Index (number of confirmed malaria cases per 1000 population) of the GMS
countries in 2002 and 2010. While about half of the provinces across the countries in the GMS
had API levels in the >10and 1-10 per 1000 population categories in 2002, the picture changed
drastically in 2010, with the API levels of most provinces having improved, and moved one level
lower.
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Table 7. Selected Statistics Related to Malaria Incidence in the GMS: 2010

Country Population

Size1

No. of
Confirmed

Malaria Cases1 P. falciparum
Malaria Cases1

P. vivax
Malaria Cases1

Malaria
Incidence Rate

(per 1000)1

% Decrease in
Malaria

Incidence Rate

(2000-2010)2

Cambodia 14,138,255 46,101 8,213 4,794 3.26 24

China - Yunnan 45,966,000 2,277 631 1,638 0.05 52

Lao PDR 6,200,894 14,654 14,341 304 3.68 48

Myanmar 47,963,012 420,808 390,518 29,944 8.77 -

Thailand 69,122,234 44,124 18,604 25,838 0.64 71

Viet Nam 87,848,445 17,515 12,763 4,466 0.20 81

TOTAL 271,238,840 555,479 445,070 66,802 2.04 -

1Source: Hewitt, S et al. Malaria Situation in the Greater Mekong Subregion. The Southeast Journal of Tropical Medicine
and Public Health Volume 44 (Supplement 1) 2013. page 54 (Table 1) [9]

2Source:  Joint Assessment of the Response for Artemisinin Resistance in the Greater Mekong Sub-Region (Draft of Full
Report) Table 2.1, page 2 [8]
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API in the GMS, 2002 API in the GMS, 2010

Source: Hewitt, S et al. Malaria Situation in the Greater Mekong Subregion. The Southeast Journal of Tropical Medicine and
Public Health Volume 44 (Supplement 1) 2013. page 65 (Figure 4) [9]

Figure 2.  Annual Parasitic Index in the General Mekong Subregion: 2002 and 2010

3.1.2   Mortality

There were 1067 deaths due to malaria in the whole GMS in 2010, with a rate of 0.39
deaths per 100,000 population. In terms of countries, the mortality pattern is the same as that of
malaria incidence, with Myanmar having the highest mortality rate in 2010, and Yunnan having
the lowest. The extent of improvements in decreasing malaria mortality between 2000 and 2010
are a lot bigger than that of incidence, with all countries (except for Yunnan) being able to
decrease malaria mortality by at least 76% during the 10-year period. These are shown in Table
8. A more dramatic picture of these improvements is also shown in Figure 3, which presents a
comparative picture of malaria mortality in the GMS in 2002 and 2010. Whereas the 2002 picture
is predominated by provinces with mortality rates in the ≥10 and <10 per 1,000,000 population
categories, in the 2010 map, most provinces no longer have any deaths.
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Table 8.Selected Statistics Related to Malaria Mortality in the GMS: 2010

Country

Population

Size1

Number of Deaths
due to Malaria1

Malaria Mortality
Rate

(per 100,000)1

% Decrease in
Malaria Deaths

(2000-2010)2

Cambodia 14,138,255 151 1.07 83

China - Yunnan 45,966,000 3 0.01 39

Lao PDR 6,200,894 24 0.39 93

Myanmar 47,963,012 788 1.64 763

Thailand 69,122,234 80 0.12 87

Viet Nam 87,848,445 21 0.02 86

TOTAL 271,238,840 1067 0.39

1Source:  Hewitt, S. Malaria Situation in the Greater Mekong Subregion. The Southeast Journal of Tropical Medicine and
Public Health Volume 44 (Supplement 1) 2013. page 54 (Table 1) [9]

2Source:  Joint Assessment of the Response for Artemisinin Resistance in the Greater Mekong Sub-Region (Draft of Full
Report) Table 2.1, page 2 [8]

3Refers to the reduction in mortality rates and not the reduction in the absolute number of malaria deaths between 2000 and 2010

1Source: Hewitt, S. Malaria Situation in the Greater Mekong Subregion. The Southeast Journal of Tropical Medicine and
Public Health Volume 44 (Supplement 1) 2013. page 66 (Figure 5) [9]

Figure 3. Malaria Deaths (per 1,000,000 population) in the GMS: 2002 and 2010
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3.1.2   High risk groups

There are five broad categories of people affected by malaria in the GMS: ethnic minority
groups; forest fringe inhabitants; rubber plantation workers; temporary migrants and seasonal
workers; and new forest settlers. [9]

Traditional forest inhabitants belong to over 50 ethnic groups most of whom have their
own distinct language, making communication of health messages extremely problematic.
Minority groups tend to be concentrated in remote areas usually along borders where health care
services are often limited. Families generally spend months away from their communal villages to
tend crops in small farms scattered throughout the nearby forest, making access to health care
more difficult. [9]

This combined residence pattern commonly practiced by ethnic minority groups wherein
they sleep in their villages and in the field leads to complex mobility patterns affecting bed net
use, one of the preventive measures for malaria. In a study conducted among the Rag-lai
minority group in south-central Viet Nam, 84.6% of the respondents were using bed nets while
staying in their villages. However, among Rag-lai farmers sleeping in the forests, only 52.9%
reported sleeping under a bed net at the forest. A fifth (20.6%) slept unprotected while both in
their villages and in the forest. [10]

The most at-risk groups are migrant workers who work in the mines, forests or in
agriculture. An assessment of an outbreak in Attapeu Province in Lao PDR in 2011 showed that
migrant workers accounted for 70% of confirmed malaria cases [9]. In Thailand, a cross-sectional
survey conducted in 3 provinces to determine the prevalence of Plasmodium infections among
migrant workers showed a 6.2% total positivity rate. This result is much higher compared to the
rate of 0.055% for the Thai population in general. The majority of positive cases were migrant
workers from Myanmar. [11]

In Cambodia, a large-scale survey in three areas of multi-drug resistant malaria involving
11,652 participants resulted in a malaria prevalence of 3.0%, 7.0% and 12.3% in Sampovluon,
Koh Kong and PreahVihear areas, respectively. Multiple regression analysis applied to the data
to determine risk factors identified adult males involved in forest activities and children living in
foreign-fringe villages as high risk groups. [12]

3.2   Critical challenges

While the statistics reveal an encouraging declining trend in both the morbidity and
mortality due to malaria in the GMS especially in the past decade, there are critical challenges
which need to be overcome before the ultimate goal of eliminating the disease can be achieved.
These include the remaining hot spots in the more remote and inaccessible forested forest-fringe
areas within the GMS mainly along international borders; growing evidence of resistance to
artemisinin-based combination therapies; increased incidence of fake and/or substandard anti-
malarial drugs; and a complex of cultural, geographic, political, and legal impediments to health
care access by minority, mobile, remote and border populations. [13]
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3.2.1    Focal hotspots:   Remote, border and mobile populations

In the speech given by Dr. SamleePlianbangchang, Regional Director of WHO-SEARO
on World Malaria Day this year, he mentioned that “those most vulnerable to malaria include
tribal communities, migrant populations, subsistence farmers and those working in development
projects such as agroforestry, hydropower dams, roads, irrigation projects, mining, and rubber
plantations”. [14] These are the hot spots for malaria, with morbidity rates much higher than that
of the general population. A more detailed description of these high-risk groups was given earlier
in Section 3.1.2.

3.2.2   Drug resistance

Resistance to a number of formerly effective malaria drugs originated along the
Cambodia-Thailand border. It then spread west to South Asia and to Africa where most malaria
deaths occur. [15]

Artemisinin-resistant malaria has emerged in Cambodia, Myanmar, Thailand and Viet
Nam in recent years. Artemisinin-based combination therapies (ACT) are the first line treatment
for uncomplicated falciparum malaria in most endemic countries hence the emergence of
artemisinin-resistant malaria is a serious concern. Resistance has occurred as a consequence of
several factors: poor treatment practices, inadequate patient adherence to prescribed regimens,
and the widespread availability of oral artemisinin-based monotherapies and substandard forms
of the drug.

The current WHO working definition of P falciparum resistance to artemisinin is as follows:

Source: WHO 2010. Global Report on Antimalarial Drug Efficacy and Drug Resistance: 2000-2010.  ISBN 978 92 4 1500470.

Note that the “hotspots” for artemisinin resistance are all in border areas, which are now
the focus of control /elimination strategies.  The varying topographies and drug policies of the
countries in the GMS, systematic findings and reports of sub-standard and counterfeit drugs,
injudicious use of medicines in the private sector, as well as the high degree of population
mobility, justifies the need for more intensive inter-country cross-border collaboration.  Countries
and partners need to be pro-active against the emergence of artemisinin resistance from its initial
foci on the Cambodia-Thailand border and now possibly spreading or emerging de novo in other
sites of the Mekong region.

“an increase in parasite clearance time, as evidenced by ≥ 10% of cases with parasites
detectable on day 3 after treatment with an ACT (suspected resistance)”

OR

“treatment failure after treatment with an oral artemisinin-based monotherapy with adequate
antimalarial blood concentration, as evidenced by the persistence of parasites for 7 days, or

the presence of parasites at day 3 and recrudescence within 28/42 days (confirmed
resistance)”
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Attempts to contain artemisinin-resistance first started in 2008 in the Thai-Cambodia
border with the support mainly from Bill & and Melinda Gates Foundation and are still on-going
until now, and this is further being pursued in other border areas where resistance has been
documented. The response of the global community to this problem is further described in
Section 4.4 of this paper.

Source: Bustos MD et al. Monitoring antimalarial drug efficacy in the Greater Mekong Subregion: an overview of in vivo results from 2008 to 2010. The
Southeast Journal of Tropical Medicine andPublic Health Volume 44 (Supplement 1) 2013. page 205 (Figure 2) [16]

Figure 4.  Sentinel Sites for Drug Efficacy Monitoring in the GMS where Artemisinin
Resistance has either been Confirmed or Suspected, 2008 to 2010

3.2.3   Counterfeit drugs

A counterfeit or fake drug is one that has been deliberately mislabelled for identity and/or
source. It can be a perfect imitation containing the same active ingredients, the same formulation
and identical packaging. A substandard drug is a legally-branded or generic product but does not
meet international standards for quality, purity, strength or packaging. [17]

The prevalence of poor quality medicines in Southeast Asia, whether counterfeit or
substandard, cannot be underestimated. Counterfeit drugs are produced with intent to deceive
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and often contain little or no active pharmaceutical ingredient or possibly dangerous adulterants.
On the other hand, substandard medicines are registered authorized products that fail to comply
with Good Manufacturing Practices and are often of poor quality. In the GMS, the proliferation
and circulation of counterfeit and substandard drugs are exacerbated by the limitations in reach
and scope of regulatory authorities, budgetary constraints, human resources and laboratory
capacity deficiencies. [18]

In an article published in the Lancet in 2001 [19], Paul Newton of Oxford University
reports about the results of a study conducted in five GMS countries to investigate the distribution
and identify distinguishing characteristics of fake drugs. Of 104 “artesunate” samples bought from
104 shops in Cambodia, Lao PDR, Myanmar, Thailand and Viet Nam, 38% did not contain
artesunate. However, characteristics such as cost and physical appearance reliably predicted
authenticity.

A succeeding study conducted in 2002-2003 in the same countries to assess the
prevalence of counterfeit antimalarial drugs showed that of 188 “artesunate” blisterpacks
purchased, 53% were counterfeit. This result shows a 15% increase over the prevalence of the
previous study done two years before in the same areas. In addition, the packaging of the
counterfeit drugs have improved, with refinements made on the fake blisterpacks making them
difficult to distinguish from their original counterparts. [20]

In response to the worsening fake artesunate situation in the GMS, an international multi-
disciplinary group under the auspices of WHO-WPRO and the International Police Organization
(INTERPOL) collaborated in 2005 to conduct an epidemiologic investigation to determine the
active ingredients and the source of the counterfeit drugs. From the total of 391 samples
collected from the five countries, 49.9% contained none or only small quantities of artesunate.
Chemical analysis on the fake samples showed a large variety of wrong active ingredients
including banned pharmaceuticals, a carcinogen, and raw material needed to manufacture the
illicit drug “ecstasy”. Another importance of this study was that it demonstrated the importance of
conducting international cross-disciplinary collaboration which in this case prompted the Chinese
government to take action, since the study also established that some of the drugs came from
China. [21]

The problem of counterfeit drug in the GMS continues up to the present. It is an issue
which is difficult to address because it involves not only the health sector. A programme to
control the proliferation of counterfeit drugs will not be successful without the cooperation of the
drug regulatory agencies and police agencies to identify and catch the criminals and the justice
departments/ministries to prosecute them. Hence this is a problem which requires multisectoral
collaboration at all levels.

4.   Current response

The response to the malaria problem has been seen at various levels, from the countries
which developed and implemented their national malaria control programme, to the regional and
global levels coming from various forms of regional partnership and multisectoral collaborations
as well as from the development agencies and the UN bodies.
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4.1 Global and regional initiatives

At the global level, the World Health Organization has been at the core of the fight against
malaria. To guide member countries on various aspects of their malaria control programme,
WHO has adopted the following resolutions related to malaria:

1. WHA 58.2: Malaria Control (adopted during the 58th WHA, 23 May 2005) [22] –
Among others, this resolution urged member states to:
 Achieve community participation and multi-sectoral collaboration in vector control

and other preventive actions
 Develop or strengthen inter-country cooperation to control the spread of malaria

across shared borders and migratory routes
 Encourage inter-sectoral collaboration, both public and private, at all levels

especially in education

2. WHA 60.18: Malaria, including proposal for establishment of World Malaria Day
(adopted during the 60th WHA, 23 May 2007) [23] – Among the important articles of
this resolution was to urge Member States to:
 Aim at reducing or interrupting malaria transmission through integrated vector

management, promoting improvement of local and environmental conditions and
healthy settings, and increasing access to basic health services, antimalarial
medicines, diagnostics and preventive technologies in order to reduce the disease
burden; and

 Implement integrated approaches to malaria prevention and control through
multisectoral collaboration and community responsibility and participation.

3. WHA 64.17: Malaria (adopted during the 64th WHA, 24 May 2011) [24]
 Urged Member States to use the expansion of interventions for malaria prevention

and control as entry point to strengthening health systems, including laboratory
services, maternal and child health services at peripheral health facilities,
integrated management of illnesses at the community level, and timely and
accurate surveillance.

All national programmes and partners working on malaria in the GMS are brought
together under the Mekong Malaria Programme (MMP). This was originally launched in Ho Chi
Minh City in 1999 as the Mekong Roll Back Malaria Initiative.The MMP has prepared the
“Strategic Plan to Strengthen Malaria Control and Elimination in the Greater Mekong Subregion:
2010-2014”which included health systems strengthening and increased integration of malaria, as
well as regional and private sector engagement and coordination  among its proposed strategies
to reach its goals and objectives. [25] The MMP has evolved into the  Emergency Response to
Artemisinin Resistance (ERAR) in the Greater Mekong Subregion with a regional hub based in
WHO-Cambodia. The ERAR Regional Framework for Action 2013 – 2015 proposes 15 actions in
4 action areas. These are presented in detail in Section 4.4.

To emphasize the importance of combating the malaria problem in the region, the ASEAN
Health Ministerial Meeting held on 4 July 2012 in Phuket, Thailand organized a high-level
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consultation convened by the Government of Thailand and the Roll Back Malaria Partnership
(RBM) to urge greater political support for on-going malaria control efforts in the region. [26]

Within the same year, a big conference entitled “Malaria 2012: Saving Lives in the Asia
Pacific” was held in Sydney, Australia from 31 October to 2 November 2012. It was attended by
representatives of 30 countries and 130 organizations in the Asia Pacific Region and beyond. In
the consensus document released after the meeting, the participants agreed to work together to
achieve the long-term goal of eliminating malaria in the Asia Pacific region and aiming for the
following targets by 2015: [27]

 Reduce malaria cases and deaths by 75%
 Contribute to the UN Secretary General’s goal of near zero deaths worldwide
 Contain artemisinin-resistance

The consensus document also includes five priority actions to be taken:
1. Promote high-level regional political leadership and collaboration
2. Close the financing gap
3. Expand access to quality medicines and technologies
4. Achieve universal coverage of key malaria interventions in primary care
5. Accelerate highest priority research.

Among the ideas discussed during the Sydney meeting is the establishment of an Asia
Pacific Leaders Malaria Alliance which aims to strengthen regional collaboration to accelerate the
fight against malaria and overcome the emergence of drug-resistant strains of the disease. This
was followed through during the 7th East Asia Summit in Phnom Penh Cambodia on 21
November 2012. In the meeting, Prime Minister Julia Gillard of Australia committed $1M to
support the establishment of the alliance. [28]

4.2   National control programmes

The malaria burden in the GMS has been dramatically reduced over the last 20 years.
During this period malaria control activities have been scaled-up very significantly as a result of
increased political and financial support from both domestic and international sources. The
Global Fund alone has provided USD353M for malaria control in the six countries of the GMS
since 2002. The impact of this scale-up has been very pronounced with reductions in malaria
mortality of more than 50% in most countries during the last 10 years. Interventions such as the
provision of free insecticide treated bednets (ITNs) (and more recently long-lasting insecticide
treated bednets (LLINs)) and the use of rapid diagnostic tests (RDTs) and artemisinin-based
combination therapies (ACTs) are generally considered to have played an important part in this
success.Nevertheless, malaria remains an important public health issue throughout the region
and national malaria control programmes (NMCPs) generally continue to receive strong political
support. [30]
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Table 9 presents a summary of national programme priorities, impact level targets and
elimination goals of the six GMS countries. Containment of artemisinin resistance is a priority of
the 4 countries where this is a problem. In addition, 5 of the GMS countries – Cambodia, China,
Lao PDR, Thailand and Viet Nam - have explicitly indicated the move towards elimination as a
priority of their malaria control programme.
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Table 9.  Summary of National Programme Priorities and Elimination Goals in the GMS

Priorities /
Targets

Cambodia China (Yunnan) Lao PDR Myanmar Thailand Viet Nam

Priorities Malaria control,
containment of
artemisinin
resistance
and province-wise
move towards
elimination.

Prevention of
importation of
malaria by Chinese
economic migrants
returning from highly
endemic areas of
Myanmar and
preventing local
transmission in the
few remaining
endemic foci. The
national goal is
elimination.

Malaria control
with a
gradual province-
wise
move towards
elimination.

Massive rapid
scale-up
of malaria
control effort
and containment
of artemisinin
resistance.

Containment of
artemisinin resistant
falciparum malaria
along borders with
Cambodia and
Myanmar, and
malaria control
moving towards
elimination
elsewhere. Impact of
malaria on tourism is
a key concern.

Containment of
artemisinin resistant
falciparum malaria in
affected provinces;
malaria
control moving
towards elimination
elsewhere.

Impact
targets –
mortality

Annual probable
and confirmed
malaria deaths
reported in public
health facilities
down to less than 1
per 100,000 by
2015 and down to
zero by 2020.

Annual malaria
deaths(as
reported by
hospitals) down
to 0.2 per
100,000 by 2015

To reduce
malaria mortality
by at least 50%
by 2015
compared to
baseline data in
2007.

Malaria mortality
rate down to 0.05
per 100,000 in 2016.

Malaria mortality rate
below 0.02 per
100,000
by  2020.

Impact
targets –
morbidity

Annual probable
and confirmed
malaria cases
reported in public

By 2015, zero
malaria case in all
55 type 3 counties;
by 2015, no locally

Annual parasite
incidence down
to 2 per 1,000 by
2015.

To reduce
malaria
morbidity at
least 50% by

Annual parasite
incidence down to
0.2 per 1,000 by
2016.

Annual parasite
incidence
below 0.15 per 1,000
by
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health facilities
down to less than 2
per 1,000 by 2015.

transmitted malaria
in all 55 type 2
counties and in
2 type 1 counties; by
2015, 17 type 1
counties are below
0.1/1000 API.

2015 compared
to baseline data
in 2007.

by 2020.

Elimination
targets

Pf by 2020; all
species by 2025.

All species by 2020
in Yunnan, by 2015
elsewhere.

No timeline yet
formalized.

Elimination of
artemisinin
resistant Pf.

Interruption of
malaria transmission
(no indigenous
cases for 3 years) in
60% of districts by
2016 and 80% by
2020.

By 2020 no
hyperendemic
provinces; 40
provinces with no
local transmission;
15
provinces in
elimination mode
and 8 provinces in
pre-elimination
mode.

Source: Hewill, S. and Delacollette C. Malaria Control in the Greater Mekong Subregion: An Overview of the Current Response and its Limitations, Table 1 [30]
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4.3   Regional partnerships and multisectoral response

Several funding agencies and technical partners have been involved in various
aspects of the malaria programme in the GMS. Table 10 shows a mapping of the countries
covered by each of these partners and the stage of the support – whether it is on-going, just
phasing-in or in the process of phasing-out. The data in the table show that of the 7 funding
agencies identified, 6 are supporting Myanmar. In contrast, it is mainly the Global Fund
which is supporting Lao PDR. In terms of technical support, all technical partners identified
are supporting Thailand while Lao PDR has once again the lowest number of partners
supporting.

Table 10. Summary of Geographical Coverage of major Funding and Technical
Partners involved in Malaria-related Efforts in the GMS

Major funding
partners

Cambodia China
(Yunnan)

Lao PDR Myanmar Thailand Viet Nam GMS

Global Fund

USAID/PMI

AusAID

BMGF

Clinton Foundation

JICA

DFID

Major Technical
Partners

WHO

ACTMalaria

Malaria Consortium

APMEN

LEGEND:
Continuing support Support phasing-out Support phasing-in

Source: Hewitt, S. and Delacollette C. Malaria Control in the Greater Mekong Subregion: An Overview of the Current
Response and its Limitations, Table 7 [30]
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4.4 Response to artemisinin resistance

The response to the problem of artemisinin resistance has been provided at all
levels. In the WHO resolution WHA64.17 adopted in 2011, one of the provisions urged
Member States to take immediate action to combat major threats, namely resistance to
artemisinin-based medicines, by strengthening regulatory services in the private and public
sectors, working to halt the use of oral artemisinin-based monotherapies and substandard
medicines not meeting WHO prequalification standards. [24]

A more detailed plan of action was presented in the Global Plan for Artemisinin
Resistant Containment (GPARC) which was developed by the WHO Global Malaria
Programme through consultations with over 100 malaria experts. This was launched in
January 2011 and is intended to mobilize global and local stakeholders for the containment
and ultimate elimination of artemisinin resistance where it has emerged and for the
prevention of its emergence/spread to new locations. [31] The GPARC stipulates the
following goals and recommendations:

1. Stop the spread of resistant parasites
2. Increase monitoring and surveillance to evaluate the threat of artemisinin

resistance
3. Improve access to diagnostics and rational treatment with ACTs
4. Invest in artemisinin resistance-related research
5. Motivate action and mobilize resources.

At the regional level, the Emergency Response to Artemisinin Resistance in the
Greater Mekong Subregion (ERAR) was formulated. This Regional Framework for Action
2013–2015 highlights key action areas to further progress in the efforts to contain resistance.
It identifies 15 actions in four areas of priority action to be implemented by a consortium of
endemic countries, UN agencies, and country-based malaria partners. [32] These are
shown in Table 11.

Table 11. Key Action Areas and Corresponding Actions for the ERAR

Key Action Area Actions

Full coverage of quality
interventions in priority
areas

1. Increase quality and coverage of key interventions in the private and public
sector.

2. Engage health and non-health sectors to reach high-risk populations

3. Implement measures to ensure continuous and uninterrupted supply of
essential commodities

Tighter coordination and
management of field
operations

4. Strengthen coordination of field activities

5. Monitor staff performance and increase supportive supervision
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6. Promote the integration of resistance containment, in malaria elimination
and malaria control while maintaining the focus on resistance

Better information for
artemisinin resistance
containment

7. Improve collection and use of data to target operations

8. Fast-track priority research and refine tools for containment and elimination

9. Increase monitoring of antimalarial therapeutic efficacy and strengthen the
therapeutic efficacy networks worldwide

10. Increase monitoring of insecticide resistance

Regional oversight and
support

11. Enhance accountability and exchange of information

12. Build political support at all levels

13. Facilitate progress and regional cooperation on pharmaceutical regulation,
production, export and marketing

14. Create regional community of practice on approaches to high-risk and hard-
to-reach populations

15. Support cross-border coordination

The ERAR framework is focused on the GMS but recognizes that artemisinin
resistance is an issue of global concern. It further recognizes that concerted and coordinated
efforts at local, regional and global levels are needed to effectively address the problem.

Another regional initiative to respond to the problem of artemisinin resistance is the
“Declaration of the 7th East Asia Summit on Regional Responses to Malaria Control and
Addressing Resistance to Anti-malarial Medicines”. This declaration was signed by Heads of
State/Government of the 10 ASEAN member states plus Australia, China, India, Japan,
Republic of Korea, the Russian Federation, New Zealand and the United States during the
7th East Asia Summit held in Phnom Penh Cambodia on 20 November 2012. It declared that
signatories will strengthen the national and regional responses to contain resistance to
antimalarial medicines through existing bilateral, regional, and multilateral channels. The
declaration outlined 10 action points/strategies to meet their objectives including, among
others: [33]

 Agreeing that a regional commitment to malaria control and elimination requires a
comprehensive approach by integrating cross-sectoral programmes; and

 Agreeing that strong national responses to  malaria control and elimination require
cross-sectoral approaches beyond the health ministries and that cross-sectoral
approaches are critical in addressing resistance to anti-malarial  medicines.

To contain and eliminate artemisinin resistance in the region, the implementation of
the Mekong countries’ national strategic plans in line with the Global Plan for Artemisinin
Resistance Containment (GPARC) and more recently the Emergency Response to
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Artemisinin Resistance in the Greater Mekong Subregion (ERAR) are being streamlined for
targeted and better coordinated actions with support from international development
partners.  A major focus of the containment/elimination strategies in all five countries and the
region will be mobile and migrant populations especially those in border areas. Migrants to
rural areas where malaria is endemic in the GMS are the highest risk groups for malaria in
general and also may spread artemisinin resistant malaria from place to place.

Operationally the GPARC defines areas as tiers as follows:

The activities to be undertaken in each tier are as follows:

In late 2011 and early 2012, an assessment of the 2008-2011 response to
artemisinin resistance in the GMS was carried out jointly by WHO, UK DFID, USAID/PMI
and supported by the AusAID and BMGF. The assessment concluded that “…. a good, if
delayed, start has been made to addressing artemisinin resistance in the GMS. In some
areas the impact has already been impressive. In general, the approach outlined in the
Global Plan for Artemisinin Resistance Containment (GPARC) and several associated
national level strategies and plans was found to be appropriate”. The report went on to say:
“However, overall the assessment is sobering. It is impossible to avoid the conclusion that
not enough is yet being done, with enough intensity, coverage and quality, to respond to a
problem that could not only slow future progress but also undo the gains already made in
malaria control worldwide.” The report “calls for a very large increase in attention to this
issue”. [8]

Tier 1: Areas where there is credible evidence of artemisinin resistance.

Tier 2: Areas with significant inflows of people from tier 1 areas, including those
immediately bordering tier 1.

Tier 3: Areas with no evidence of artemisinin resistance and limited contact with
tier 1 areas.

Tier 4:
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Evidence of resistance has now been detected in several sites. Containment
activities are now ongoing in all four affected countries:

 Cambodia – The BMGF-supported Cambodia-Thailand Artemisinin Resistance
Containment Project from 2008-2011 rolled out massive containment operations. The
Global Fund Round 9 grant began in 2010, with the goal to contain artemisinin-
resistant Plasmodium falciparum parasites by removing selection pressure and to
move towards pre-elimination status.

 Myanmar – The Myanmar Artemisinin Resistance Containment Framework (MARC)
began in April 2011 supported by the Three Diseases Fund.

 Thailand – Containment operations started in 2008, jointly with Cambodia. Global
Fund Round 10 started in 2011 supporting the response to artemisinin resistance,
focusing on the Myanmar-Thailand border areas.

 Viet Nam – Began containment operations in 2011 focusing on the two affected
provinces, with limited government and WHO funding.

Artemisinin resistance is a regional problem requiring regional solutions with a
medium to long-term multi-sectoral involvement to preserve and sustain whatever gains
have been achieved in malaria control in the region. Failure to eliminate, or at least contain,
artemisinin resistance in the GMS could compromise global efforts to control and eliminate
malaria. In this context, the Global Fund recently allocated US$100 million for the Regional
Artemisinin Initiative (RAI) in the GMS.

Source: WHO/GMP Technical Expert Group Recommendations, June 2013

Figure 5.  GMS map with Artemisinin Resistance Tiers (as of June 2013)
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4.5   Gaps

Inspite of the enormous response at all levels and the major gains in the malaria
programme, there is still a long way to go towards the achievement of the ultimate goal of
elimination. Further work is needed to tailor existing tools and delivery mechanisms (taking
advantage of potential synergies with other health programmes) and to develop new
interventions to address the needs of populations not adequately served by existing
approaches. In addition, continued efforts are needed to strengthen the management of
national programmes and the coordination of multiple partners. Continued political support is
key to securing adequate funding and ensuring that malaria control and elimination targets
are achieved. [30]

Among the gaps which need to be addressed are:

a. Coverage of key services --The coverage of key interventions is critically low or sub-
optimal in some areas, threatening progress across the GMS as a whole. With the
economic crisis now affecting financial support for malaria programmes in many
countries, major gaps already exist in the immediate funding requirements for
essential commodities.

b. Addressing the problem of declining financial support -- The precarious nature of
external financial support which provides a large proportion of overall funding in all
GMS countries except China, is now a major issue in the region. In several countries,
the situation is critical.

c. Addressing the problem of artemisinin resistance-- Experts agree that there is a
limited window of opportunity for containing or eliminating artemisinin resistant
parasites before they spread, putting at risk recent progress in malaria control. The
urgency is increased by the fact that no other antimalarial medicines are available
that offer the same level of efficacy and tolerability as artemisinin-based combination
therapies (ACTs), and few promising alternatives are available in the immediate
research and development pipeline. While efforts to contain and prevent artemisinin
resistance at global, regional, national and local levels have begun, they are not
sufficient and must be expanded, intensified and better coordinated.

d. Strengthening surveillance systems -- Epidemiological, parasitological, entomological
and drug quality surveillance is a central and critical component of any functional
malaria control programme. All six GMS countries have surveillance systems in place
but their quality and coverage varies considerably from one to another.

e. Strengthening health systems – National malaria control programmes are
implemented in the context of local health systems and weaknesses in these health
systems impact negatively on the effectiveness of malaria control efforts.One highly
problematic area within the health system is human resources, where additional
support is needed for its development, especially for programmes moving towards
elimination. Adequate HR are crucial to achieving programmatic success.
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f. Continued innovation -- There is still an ongoing need to conduct basic, applied and
operational research and development activities to generate innovative ideas and
approaches for key issues like effective ways of engaging the private sector to
strengthen service delivery, protecting people from early biting and outdoor resting
vectors through habitat management  and barrier system, or developing interventions
for those beyond the reach of facility-based and community-based case management
services.

g. Transforming commitments into concrete actions – The earlier sections of this paper
have shown that expressions of commitment to address various facets of the malaria
problem have been given even at the highest levels by the heads of governments
and the UN agencies. The bigger challenge is to sustain the interest, generate the
political will, and produce the required resources to transform commitments into
concrete actions.

5. Economic development in the GMS

GMS economies have grown at some of the fastest rates in the world since the early
90s when the GMS Programme was first launched. Growth in the region as a whole has
averaged close to 8% per year in the last 20 years, with growth in most countries being even
more rapid in the second decade than in the first. The GMS Programme has aimed to
enhance economic relations among the GMS countries by focusing on the design and
implementation of high-priority subregional projects in transport, energy,
telecommunications, tourism, agriculture, the environment and human resource
development, as well as in the cross-cutting area of trade and investment. [34]

5.1 Development projects in the GMS

As of September 2011, the GMS Programme had implemented 55 investment projects
with a total project cost of about $14 billion, involving sub-regional road, airport and railway
improvements; hydropower projects for cross-border power supply; tourism infrastructure
development; and communicable disease control [35]. Major projects implemented under
each of the seven development sectors covered by the programme are listed in Table 12.
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Table 12.  Development Projects Implemented and Planned in the GMS

SECTOR PROJECTS IMPLEMENTED1 STRATEGIC OBJECTIVES/PRIORITY
ISSUES TO BE PURSUED: 2012-20222

Infrastructure
development

Near-completion of the transport
component of the 3 main GMS
economic corridors:

 East-west

 North-south

 Southern

 encouraging multimodal systems,
particularly road and rail;

 improving road safety and addressing
thebroader social dimensions of
transport investments;

 ensuring that climate change
considerationsare considered in
transport development (e.g., controlling
greenhouse gas emissions through
freight traffic management);addressing
the nonphysical barriers to cross border
transport; and

 promoting the development of economic
corridors.

Energy Development of major hydropower
projects for cross-border power
supply, with private sector
participation

 enhance access to energy for all sectors
and communities, particularly the poor in
the GMS, through promotion of best
energy practices in the subregion;

 develop and utilize more efficiently
indigenous, low carbon, and renewable
resources, while reducing the
subregion’s dependence on imported
fossil fuels;

 improve energy supply security through
cross-border trade while optimizing use
of subregional energy resources; and

 promote PPP and private sector
participation, particularly through SMEs
for subregional energy development.

Telecommunication Optical fiber interconnection of the
telecommunication systems of the
GMS countries

 strengthen the institutional structure for
sector cooperation;

 identify and prioritize further information
superhighway network (ISN)
infrastructure needs;

 build capacity for the use of advanced
technology;

 advance cooperation on new ICT;

 promote ICT applications including e-
commerce and e-learning;

 channel human resources to ensure the
sustainable development of the sector;
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SECTOR PROJECTS IMPLEMENTED1 STRATEGIC OBJECTIVES/PRIORITY
ISSUES TO BE PURSUED: 2012-20222

 continue to develop pilot ICT projects In
rural areas.

Tourism Conduct of promotional campaigns
and other subregional cooperation
initiatives to put GMS on the world’s
tourist map

GMS national tourism offices, development
partners, and the private sector will focus
resources on implementing three
consolidated programmes:

 Tourism-Related Human Resource
Development Programme. The
programme focuses on capacity
building and training of government=
officials and tourism hospitality
enterprises and upgrading of tourism
training facilities.

 Pro-Poor Sustainable Tourism
Development Programme. The
programme focuses on safeguarding
heritage and vulnerable groups from
the negative impacts of tourism
accelerating the development of pro-
poortourism products and services,
developing ecologically sensitive and
socially responsible tourism
infrastructure, promoting private sector
investment in responsible tourism
ventures, and promoting energy
efficiency andenvironmentally friendly
technologies.

 Sustainable Marketing and Product
Development Programme. The
programme focuses on improvements
in quality standardsof tourism facilities
and services, jointmarketing of priority
Mekong River segments, further
streamlining of cross-border travel
(including visa) formalities, and
harmonizing the collection, analysis,
and dissemination of tourism statistics.

Agriculture Expansion of sub-regional trade in
agri-food products; promotion of
climate change adaptation including
use of climate friendly and gender-
responsive bio-energy  technologies

Implementation of the Core Agriculture
Support Programme Phase II with three
pillars:

 Pillar 1: Building global competitiveness
in food safety and modernizing
agricultural trade.This pillar will be
pursued by promoting agricultural trade
and agribusiness investment in the GMS
economic corridors through harmonized
food safety standards based on
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SECTOR PROJECTS IMPLEMENTED1 STRATEGIC OBJECTIVES/PRIORITY
ISSUES TO BE PURSUED: 2012-20222

international standards, information
technology-based traceability systems
and e-commerce, and a community-
based participatory guarantee approach.

 Pillar 2: Promoting climate-friendly
agriculture and natural resource
management.This pillar will be pursued
by supporting climate-resilient farming
systems; a weather-based insurance
system; and control of transboundary
invasive species, pests and animal
diseases.

 Pillar 3: Promoting agriculture as a
leader in rural renewable energy
technology and eco-friendly cross-
border supply chains. This pillar will be
pursued through a regional bioenergy
regulatory framework and harmonized
standards, biomass technologies and
fertilizers for carbon credit, and ecolabel
systems for market access.

Environment Implementation of 1st phase of Core
Environment Programme and
Biodiversity Corridors Initiative

 Improvement of land use
management and sustainable
finance mechanisms in rural
communities

 Mainstream environmental
issued into national planning
process

In considering the further development of
the Core Environment Programme and
Biodiversity Conservation Corridors
Initiative (CEP–BCI), the GMS countries
have identified the following priority
thematic issues:

 Biodiversity conservation and poverty
alleviation. With infrastructure and other
development being major drivers of
ecosystem fragmentation and
destruction and as poverty alleviation
remains at the core of the GMS
countries developmental efforts, it will be
important to expand the biodiversity
conservation and pro-poor activities of
theCEP–BCI, especially among the
vulnerable upland communities and as a
means of ensuring biodiversity
conservation.

 Climate change adaptation and
mitigation.GMS countries are also
concerned about the potential negative
impacts of climate change on food and
energy security. Increasing weather
variability is also likely to increase the
vulnerability of ecosystem services and
amplify impacts on dependent poor
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SECTOR PROJECTS IMPLEMENTED1 STRATEGIC OBJECTIVES/PRIORITY
ISSUES TO BE PURSUED: 2012-20222

communities. Furthermore, major
destruction of biomass in recent years
from the subregion’s forests is frustrating
efforts to control greenhouse gas
emissions.

 Capacity development. This will include
increased activities under CEP–BCI
projects and programmes involving the
participation of young GMS national
researchers through the environmental
education network, thereby enhancing
environmental awareness in the younger
generation and increasing environmental
management performance and nature
conservation in the subregion. GMS
universities and civil society will also
support such targeted capacity
development.

Human resource
development

 Prevention and control of
c9mmunicable diseases
including IV/AIDS

 Pilot implementation of a
framework for mutual recognition
of skills and qualifications to
address skills shortages and
enhance subregional
competiveness

 Efforts to support safe labour
migration and address human
trafficking

 Implementation of first 4 phases
of Phnom Penh Plan for
Development Management which
builds needed skills and
capacities in the GMS

 Promoting regional cooperation on
education and skills development,
including building the capacity of GMS
government officials in development
management through further phases of
the Phnom Penh Plan for Development
Management and developing and
piloting a framework for the mutual
recognition of technical and vocational
skills in the GMS;

 Facilitating safe labor migration within
the subregion, including upgrading labor
migration management systems,
enhancing social protection for migrant
workers, and improving labor market
information systems;

 Supporting communicable disease
control (including HIV/AIDS, malaria,
and dengue) in the subregion and
improving food and drug safety;

 Enhancing regional cooperation for
social development, including
strengthening subregional cooperation in
anti-human-trafficking activities,
improving the capacity of vulnerable
groups including women, and
conducting research on the social
impacts of increased subregional
connectivity; and enhancing the sense of
community in GMS youth; and
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SECTOR PROJECTS IMPLEMENTED1 STRATEGIC OBJECTIVES/PRIORITY
ISSUES TO BE PURSUED: 2012-20222

strengthening regional institutional links
and mechanisms for HRD cooperation in
the GMS.

1Source:  [36]
2Source:  [37]
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A major component of the development projects implemented in the GMS are the
economic corridors. The GMS countries adopted the economic corridor approach to
development during the 8th GMS Ministerial Meeting held in Manila in 1998. This strategy
aimed to improve and enhance investments in transport, energy, and telecommunications in
the subregion. The three economic corridors – north-south, east-west, and south -- have
linked various parts of the GMS to major markets, with certain places serving as centers for
production, trade and enterprise development. These corridors extend the benefits of
improved transport links to remote and landlocked locations in the GMS which have been
disadvantaged by their lack of integration with more prosperous and better located
neighbouring areas. [36] The three economic corridors increased trade volume in the region
by a factor of more than ten over a decade and spurred rapid economic growth. They also
facilitated the development of mines, hydropower, and agro-industrial concessions. [37]
Figure 6 shows the areas linked by the 3 economic corridors.

Source: ADB. Greater Mekong Subregion  Economic Cooperation Programme Overview. Asian Development Bank. 2012.
page 11 [7].

Figure 6. The GMS Economic Corridors
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In 2012, the GMS Programme began its third decade. A new strategic framework
was developed for 2012 -2022 to define its priorities and directions for this period. The main
strategic objectives and action points to be pursued under each of the seven development
sectors covered by the programme is presented in the last column of Table 12.

5.2 Impact of development activities in the GMS on malaria

The GMS Programme no doubt contributed substantially to the increased integration
and prosperity in the sub-region. Its success as evidenced by the accelerated economic
growth reduction of poverty and improvement of social indicators is a testament of the quality
of the GMS countries’ development strategies and policies.  Infrastructure   development is
the core of the programme. [35]  While better infrastructure brings increased trade,
employment opportunities, improved access to health and better services, and greater
access to high- quality  goods, there is also a downside to this rapid growth. Infrastructure
development also brings about displacement of large population, migration of workers and
changes in vector ecology which have implications to malaria. [2]

One of the downside of infrastructure development is migration/mobility of people. It
has been postulated that greater risk to malaria is likely to result from the movement of
people (density, exposure, behavior) associated with many infrastructure projects. [38]
Mobility is a growing phenomenon in the GMS. Population mobility in the region  is now
economically driven. The infrastructure development in the GMS  has been a major pull for
“labor migration”. [39] Furthermore, the development context in the GMS influenced the
composition of migrants as well as its flow and determined  migrants’ identities and their
rights. For the low skilled workers who make up most of the workers in the GMS, the
channels for legal migration remain limited which results to large-scale “illegal migration”. At
the same time, the improved  road conditions facilitate in-country travelling that make it
easier for undocumented migrants to reach unofficial entry points.  Their illegal status and
identities affect their rights and access to general health services and in particular to malaria
services. Undocumented migrants are prone to be exploited  in terms of salaries and
benefits and are more often marginalized and harder to reach. [40] Their access to health
services is limited for several reasons. One is that out of fear of discovery of their illegal
status, they may refrain from seeking help from public health services; another reason is
their inability to pay for services because of low salaries, which they may rather spend on
their own basic needs or send home to their families in their country of origin.  Moreover, as
undocumented migrants they are disempowered to negotiate or fight for their rights, thus
employers may not provide them with the necessary support for their own health concerns.
Furthermore, there is a tendency for migrant workers to self-medicate which may make them
more vulnerable to substandard antimalarials and oral artemisinin monotherapies which may
not only negatively affect their own health but also contribute to drug resistance. [2]

Population mobility discussions are often focused only on the migrant workers,
However, it should be underscored that migrant workers move with extended families which
may include other highly vulnerable groups like children and pregnant women. Evidence
suggests that brain affliction as a consequence of cerebral malaria in early childhood may
have an effect on a child's cognitive and learning ability; residual neurological sequelae may
hinder the developmental progress of 1% -5% of children infected early in life. [41] Pregnant
women are disproportionately affected by malaria and in most endemic areas of the world



Biregional Meeting on Healthy Borders in the Greater Mekong Subregion

38

constitute the main adult risk group for malaria. Pregnant women living in areas of low or
unstable malaria transmission are at a two-or-threefold higher risk of developing severe
disease as a result of malaria infection than are non-pregnant adults living in the same area.
[42]

Migrant workers coming from highland areas usually have low immunity to malaria.
This lower immunity plus their working conditions and working behaviour in the lowlands,
i.e. working in forests or plantations without protection where the risk of malaria transmission
is high, may put them at greater risk of developing severe malaria.

Development activities may also lead to changes in land use patterns. The rapid
deforestation, illegal logging, and  forest conversion such as development of large scale
plantations for rubber, oil palm or cashew nuts can have an impact on mosquito density and
disease incidence. [2]

Large scale infrastructure development projects and changing land use patterns
perhaps pose the most significant risk for increased transmission in the GMS. These
development activities can result in changes in (i) vector ecology in particular the
predominant species and biting times; (ii) result in spread of resistant strains; and (iii)
increased vulnerability of populations with low immunity who seek work in malaria
transmission areas. [2]

The GMS is recognized as one of the most active regions for hydopower in the world.
In the GMS, many hydropower projects have cross-boundary impacts. [2] Dams are
considered to be one of the most important means of meeting the water and energy needs of
the population. However, dams can also have negative implications for malaria.  Dams can
result in the creation or elimination of mosquito breeding sites which together with the
changes in the demography of the population can alter human-vector-parasite contact
patterns. [2]

6. Multisectoral response for malaria prevention and control

The preceding sections in this paper discussed not only the epidemiology of malaria
in the GMS but also the response as well as current and planned development activities in
the region and their impact on malaria.  It has been shown that development in the GMS
aiming at improved socio-economic conditions of the region may have negative implications
on the burden of malaria.  On the other hand, studies have shown that malaria control
interventions contribute to development through reducing poverty and improving the overall
health of the population.

6.1. The need for a multi-sectoral response

The impact of development activities on malaria is determined not only by factors
within the health sector’s domain but also by factors outside of the realm of health.  There is
a need to underscore that the complex problem of malaria is best tackled not just through
health policies but through policies that also address other factors that increase people’s
vulnerability to infection and disease. These policies may involve sectors such as
transportation, public works, education, migration, labor, agriculture.
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In the context of the 8th WHO Global Conference on Health Promotion, “Health in All
Policies” (HiAP)  has been defined as "an approach to public policies across sectors that
systematically takes into account the health and health systems implications of decisions,
seeks synergies, and avoids harmful health impacts, in order to improve population health
and health equity”. A HiAP approach is founded on health-related rights and obligations. It
emphasizes the consequences of public policies on health determinants, and aims to
improve the accountability of policy-makers for health impacts at all levels of policy-making.
[2]. There’s a need to put malaria high on the agenda of other relevant sectors in order to
develop “healthy policies” in these sectors. [43]

6.2. Experience of the HIV/AIDS project portfolio within the ADB-financed
infrastructure projects in the GMS

The Asian Development Bank (ADB), as a regional bank, was concerned with the
threat the HIV epidemic poses to the region’s progress in reducing poverty and its socio-
economic development.  Commissioned studies of ADB had shown that HIV infection
reduced the income-earning capacity of affected households and significantly increased their
spending on health care. The studies highlighted the fact that HIV was markedly worse than
other chronic diseases because it affects people in their prime productive years (15-49 years
of age).  Studies have also documented the economic impact on families and communities.
Studies done in 2008 by ADB and UNAIDS showed that at current estimates of the
epidemic’s growth, annual poverty reduction estimates and trends maybe reduced by as
much as 60% in Cambodia and 23% in India.

ADB has been involved in HIV/AIDS related activities for the last two decades.  Its
activities have evolved from a series of economic analyses, support for regional conferences
and information-sharing to a selective prevention programme, most notably in the transport
sector.

ADB started incorporating HIV prevention in transport projects in the GMS in 1999. A
systematic assessment of HIV risk and vulnerability is now part of all ADB-financed
infrastructure projects.  The approach has been implemented with support from ADB’s
Transport Community of Practice and infrastructure mission leaders. [44]

The HIV prevention component of ADB-financed infrastructure projects has been
funded through one of the two funding mechanisms: (i) by allocating a portion of the actual
project budgets (requiring investment from the Developing Member Countries); or (II) by
using grant funds. HIV interventions utilizing grant funds are mainly focused on health
education for workers during the construction phase of the infrastructure project.  Whereas
the more extensive interventions, such as implementing demonstration projects, executing
efforts to effect broader transport sector policy change in a country, conducting more
rigorous evaluation efforts, engaging in cross-border coordination and knowledge sharing
activities, were funded using special technical assistance, financed by designated trust funds
administered by ADB.

The key approach to ADB’s HIV prevention programmes is mitigating the HIV risks and
vulnerabilities linked to economic corridors of the GMS.
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6.3. The way forward for a multi-sectoral response to malaria

Much progress has been accomplished in the prevention and control of malaria in the
GMS.  However, it continues to be challenged by several factors outside of the domain of the
health sector such as the unintended negative effects of development activities in the region.
Understanding the complex relationship of these development issues and concerns related
to malaria underscores the fact that there is a need to mainstream malaria prevention and
control efforts in these sectors, thereby implementing a multi-sectoral response in the region.

Migration is a development issue which has a very strong health dimension in
general and malaria implications in particular.  Given the high levels of internal and external
migration in the GMS and the complexity of the mobility issue, there is a need to work more
closely with the different stakeholders beyond the health sector to predict migration patterns
and malaria hotspots. Information about migrants is a sensitive issue and often not readily
available for malaria control programmes.

Deforestation and forest conversion are two development issues that have
implications to vector–human interactions.  The mainstreaming of malaria prevention and
control tackling deforestation should be underscored.

Schools have an important role to play in the multi-sectoral approach to malaria
prevention and control. School-based health education can be utilized to raise community
understanding of malaria and the need for control, and can create a demand for health
services to provide universal access to appropriate treatment. Skills-based health education
can promote the prevention of malaria by encouraging adoption of healthy behaviors related
to malaria like the use of impregnated bed nets and when to seek treatment. It can also
adopt skills-based strategies for reducing specific risks of malaria that can be mainstreamed
in existing reproductive health classes.  Schools can also serve as venue for synchronized
impregnation of bed nets and promotion of appropriate use of treated nets. An effective
partnership between the health sector and the schools is needed to achieve its goal of
prevention and control. [45]

There should be strong advocacy to include malaria prevention and treatment in the
social, economic and health impact assessments related to large scale infrastructure
projects in the GMS. Experience of mainstreaming HIV/AIDS in development projects
should be taken into account - the involvement of the transport, communication, labor,
migration, education and other sectors has led to substantial decrease in the disease
transmission of HIV in the region. Information, education and communication (IEC) can
readily be incorporated into the design, operation and maintenance of infrastructure projects.
However, infrastructure task managers need ready access to resources and tools which can
help to respond to such opportunities.

The issue of counterfeit and sub-standards medicines can be tackled more
aggressively by appropriate medicines authorities in the countries involved. Border
authorities can also play an important role in the surveillance and monitoring of the flow of
these medicines along and across the border areas.

The multi-sectoral approach in malaria emphasizes the need for strategic
partnerships at national and sub-regional levels with different sectors/ministries, civil society
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organizations, private sector operators, regional organizations and development partners.
Sub-regional partnerships should complement and strengthen national partnerships through
joint production and provision of public goods.  Examples of such activities include: (i) cost-
sharing for common activities such as generation of knowledge, training and capacity
building; (ii) promoting regional standards to guide national programmes; (iii) joint actions to
eliminate sub-standard and counterfeit medicines and elimination of oral artemisinin
monotherapy; and (iv) disseminating and sharing of knowledge and lessons learned from
implementation.

In all these partnerships and multi-sectoral responses, the greater challenge is the
leadership that the health sector needs to show to be able to advocate and engage the
different sectors and groups to proactively and collectively address the problem of malaria at
the national and sub-regional levels.
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1.  Introduction 

“The border can be an area of division and demarcation or alternatively of contact, 

exchange and integration. Borders can separate or they can connect” (Comelli et al., 2006, p. 3) 

This concept paper on border health was commissioned for the Mekong Healthy Border 

Meeting, a three-day meeting to be held in Bangkok, Thailand on 5-7 August 2013. The general 

objective of the meeting is to contribute to the improvement of health of mobile and migrant 

populations and those people living in border areas in the Greater Mekong Subregion (GMS) 

through multi-sectorial collaboration. Specific objectives for the meeting include: 

1) To advocate for development and implementation of “health in all policies” in the 

GMS 

2) To secure consensus and political commitments on addressing through 

multisectoral action public health challenges related to borders in the GMS; 

ensuring universal health coverage and developing innovative approaches to 

strengthen access to and delivery of quality basic health services for people living 

in border areas, mobile and migrant populations and other vulnerable groups 

along and across GMS borders; ensuring access to quality-assured medicines in 

the GMS, including strengthened regulatory systems and enforcement actions; 

ensuring adequate prevention and health interventions along GMS borders to 

address maternal and child health, communicable diseases, nutrition, non-

communicable diseases, and victims of armed conflicts; and ensuring adequate 

prevention and response to outbreak-prone and emerging diseases across GMS 

borders.  

3) To secure political and multi-sectoral commitments for the Emergency Response 

to artemisinin resistance and for ultimately eliminating artemisinin resistance in 

the GMS.  

In order to guide the meeting discussions, this paper seeks, in the first section, to define 

border health as a distinct but overlapping concept in relation to migrant health. To define 

border health requires at least a brief introduction to concepts and definitions of borders, 
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boundaries and border regions. The second section explores a “healthy border” concept, within 

the frameworks of the “social determinants of health” and the “health in all policies” approach. 

Within each of these, we incorporate a particular focus on migrants, ethnic minorities, and other 

sub-populations living in border regions, as well as the particular factors and conditions that 

affect their health.  The third section examines international models of border health as well as 

models and examples from GMS countries.  In this section, the paper adopts the approach of 

the WHO’s 2010 report, Health of Migrants–The Way Forward, which identified priorities and 

actions in four thematic areas.  This paper adapts the language from a focus on migrant health 

to a focus on border health, thus the paper suggests monitoring border health (instead of 

monitoring migrant health); policy & legal frameworks; border region sensitive health systems; 

and partners, networks, and multi-country frameworks.  The paper concludes with some 

recommendations as to how discussions in the meeting might be focused in addressing key 

priorities and actions for border health in the Greater Mekong Subregion. 

2.  Health - Framing Concepts and Definitions 

“In this contradictory world, borders create problems and borders are required to contain them 

(Anderson, 2001, p. 230).” 

Like borders all over the world, borders in the Greater Mekong Subregion have been 

flashpoints for tension (territorial dispute, ethnic and political conflict, unregulated movement of 

people and products, and transmission of disease) as they have been meeting points for 

economic and cultural exchange, and communication of cooperative ideas and aspirations. This 

section introduces some key concepts and definitions of borders, boundaries and border 

regions and then proceeds to a definition of border health as a distinct but overlapping concept 

with migrant health. 

2.1.   Borders, Boundaries, and Border Regions 

Terms for borders, boundaries, and frontiers exist in virtually all languages, though their 

connotations differ widely across cultures and over time (Anderson & Dowd, 1999). In a 

European context, Comelli, Greco, and Tocci (2006) write:  

“When the border is intended as an area of demarcation, separation or division, it has 

commonly been referred to by political geographers as a frontier or boundary.  The border 

marks the line separating spaces of territorially defined sovereignty; it may act as a barrier to 

human, economic, cultural and social exchange and movement, or in the most dramatic 

instances, it can mark the interface of political or military confrontation. Alternatively, the border, 

when translated into terms such as borderland or border-region, acquires a diametrically 

opposite meaning.  Far from being a line of division between the ‘inside’ and the ‘outside’, 

between the self and the other, the border becomes an area of exchange, interaction, and 

integration” (p.3). 

Anderson and O’Dowd (1999) note how borders and regions vary widely in terms of their 

history and geography though often are characterized by contradictions and ambiguity. Borders 

and border regions may be secure or insecure, open or closed, highly porous for certain things 

(such as capital flows), but relatively impervious to others (such as labor immigration or refugee 

movements).  A proper understanding of borders and border regions, they suggest, requires 

concentration not only on regions and institutions within one state but in the bordering states as 
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well, with four dimensions being particularly important: relative economic wealth, political power, 

national loyalties, and cultural identities.   

“A border area’s comparative standing with regions and institutions in the neighboring 

state has a particularly crucial bearing on the nature and extent of its cross-border relations.  

They may have very similar or very different economies and levels of development.  Degrees of 

cross-border difference, complementarity, or asymmetry—in terms of economic in/equality, 

political in/compatibility, and cultural and national identities—determine the potential for different 

types of cross-border relations that are affected, in turn, by the degree of ‘openness’ of the 

border concerned” (p. 597). 

Zúñiga (2012) defines border health as “a broad term that is characterized by the health 

care markets, regulatory environments, health laws, environmental factors, and health care 

consumer and individual behaviors (risk and protective) that shape the health of immigrant and 

other populations living in the region intersected by the geopolitical boundaries of two or more 

nations” (p. 1). She argues against the use of a strictly geographic definition of boundaries, 

which determine a border region generally and border health more specifically, and for the use 

of a more global conceptualization of border health, which may refer to population or 

environmental health in border counties or municipalities, border provinces, and even border 

countries:  

“Simple metrics of distance from the political boundary may not explain the influence on 

the health of populations near borders that can be exerted at state [or province], municipal, or 

national and international levels. The extent to which the health of border inhabitants and 

immigrants who cross borders is influenced by their proximity to a border region will depend on: 

regional, occupational, or environmental health risks or protective factors; the availability of and 

access to desirable health resources on either side of the border; the connectivity between the 

nations (e.g., roads, bridges, pedestrian crossing points); the regulation of a political border; 

how porous the region is to unregulated crossing; the ability to cross and costs that may be 

associated with crossing (e.g., visas); the perceived benefit of crossing or desire to cross among 

border inhabitants; and the physical distance of residents from the geopolitical border that can 

moderate cross-border care-seeking activities (e.g., distance lived from the border may be 

prohibitive to crossing for routine health care)” (Zúñiga, 2012, p.1). 

It is challenging to try to define a common, specific geographic unit within the Greater 

Mekong Subregion (GMS) in order to understand border health in this context.  The U.S.-Mexico 

Border Health Commission (BHC, 2011) defined a border region (or border area; these terms 

will be used interchangeably in this paper) as 100 km north/south of the international boundary, 

a definition which has come to be accepted by the border health community on both sides of the 

boundary (Collins-Dogrul, 2013). Borrowing on Zuniga’s definition of border health, and as a first 

attempt to establish a common geographical unit, we define a border region for purposes of this 

concept paper as a first-level administrative division (generally a province) that includes a 

geopolitical boundary of two or more nations. 

2.2  Migrant Health and Border Health 

 

In Zuniga’s (2012) definition of border health (see above), she describes the various 

factors (including markets, laws and regulations, environmental factors, and individual 

behaviors) “that shape the health of immigrant and other populations living in the region 

http://www.springerreference.com/docs/link/2183553.html?s=328248&t=protective+factors
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[emphasis added] intersected by the geopolitical boundaries of two or more nations” (p. 2). 

“Border health,” thus can be distinguished from “migrant health” in its focus on “other 

populations living in the [border] region” on both sides of the boundary line(s), who are neither 

internal or external migrants.  Border health thus encompasses migrant health but is a broader 

concept, including all non-migrant populations living in border regions (though generally not 

including migrants who move beyond these border regions). 

If border health is broader than migrant health, it might also be said that an 

understanding of migrant health is also moving toward a broader population-based, border 

region orientation.  As several authors have noted (Waterman et al., 2009; Gushulak & 

MacPherson, 2006), the discussion of health activities at borders has moved away from a focus 

on the traditional roles of containing and controlling communicable disease (that is, stopping 

disease at the borderline, or boundary) to a focus on more strategic roles that include 

collaborative, cross-border and regional partnerships to not only prevent the spread of infectious 

disease but address non-infectious disease and health disparities (promoting health in border 

regions).  Building on this approach, Gushulak, Weekers, and MacPherson (2009) observe that 

“many of the important public health aspects of migration originate from or are based on the 

diversity and disparity of the populations themselves and extend beyond the legal and temporal 

processes involved in changing one's residence. Addressing migration-associated health 

threats and risks will be more effectively accomplished if approached from this population-based 

framework, rather than from traditional disease or immigration status-based views” (p. 2).   

Kamel (2009) outlined seven current and continuing concerns of health and 

development in border areas: 

1) The universal neglect and marginalization of border areas, border communities, 

and border crossers impact communities beyond the borders. “Border 

communities, regardless of their size, are often regarded by policy makers as 

peripheral in terms of social programs but paradoxically have high priority in 

terms of national security, a perception that leads to the marginalization of border 

residents’ concerns…. It makes greater sense strategically to have sparsely-

populated border regions with poor infrastructure functioning as a barrier against 

external threats from the states across the borders.  As a result of this neglect, 

inequitable access to resources prevails at the borders….Worldwide, there is a 

deficiency of basic information and statistics about health, environmental safety, 

and development at border communities, and health policies and public concern 

are often lacking or non-existent” (Kamel, 2009, p. 327).  

2) Borders are crucial entry points for communicable diseases, which, if not properly 

managed, would affect the country’s population significantly. “Communicable 

diseases, such as TB, AIDS, poliomyelitis, and malaria are among the most 

prevalent diseases at the borders.  In many countries, depending on their border 

entrances, there are few or no restrictions upon entry in relation to health and 

immunizations” (Kamel, 2009, p. 327).  While this seems to take more of a 

contain-and-control approach to infectious disease at borders, there certainly 

need for better surveillance of infectious disease in border regions and for 

promoting programs to treat and prevent infectious disease among border 

populations, including in the GMS. 
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3) Border communities frequently suffer from lack of health care, minimal or non-

existent access to preventive health services, emergency health services, and 

health promotion.  While much of Kamel’s (2009) analysis focuses on the U.S.-

Mexico border, many of his points—about the generally poor access to health 

care in border regions, the need for understanding the organization of health care 

services, and for improving communication between the health care providers on 

both sides of borders, and for establishing health care protocols and suitable 

health care financing mechanisms in border regions—have application to the 

GMS.   

4) Substance abuse, preventable injury, violence and behavioural health problems 

are prevalent at the borders.  “Substance abuse is often higher at the borders 

due to lack of border control and high instances of smuggling, leading to greater 

availability of illicit drugs as well as discrimination and ethnic conflicts in border 

areas.” He emphasized “the importance of accurate tracking of data for 

behavioural health indicators such as alcohol and substance use/abuse as well 

as violence, to clarify the trends of border communities” (Kamel, 2009, p.329). 

5) An abundance of refugees and migrant workers cross borders due to political and 

ethnic conflicts and economic and natural disasters.  “Economic disparity and 

natural disasters lead to wide-scale migration.  Equally, ethnic conflicts and 

armed fights lead to a rush of refugees to the borders and to disruption of the 

limited local infrastructure” (Kamel, 2009, p. 331).  In the last 40 years, the GMS 

has seen more than its share of refugees, migrant workers, and populations 

displaced by natural and human-made disasters, creating not only political 

tensions but strains on border health infrastructure.  While regional political 

conflicts have receded, the frequency of natural disasters in the region has 

increased, as has the movement of migrant workers seeking greater 

opportunities in asymmetric regional economies. 

6) Borders are frequently threatened by environmental problems and occupational 

hazards. “High exposure to environmental hazards at the borders, including 

carcinogens, occurs via land through hazardous waste dumping, via water 

through illegal industrial wastes and inadequate sewage systems, and via air 

through poor regulations regarding equipment and commercial vehicles” (Kamel, 

2009, p. 334-335). While environmental problems and occupational hazards in 

GMS border regions is not well researched, it is known that low income countries 

in Southeast Asia have nearly four times the number of deaths among males 

attributed to occupational injury risk than in middle- and high- income countries in 

the Americas (Findley & Gorski, 2005). It is also known that occupational injury 

risk generally is higher among migrant workers than among the native-born 

working-age population, and higher in the informal sector than the formal sector.     

7) Women, children and the elderly are more at risk, with less food security and 

more malnutrition at the borders.  In general, and more so in low- and middle-

income countries, women, children and older adults will face greater health risks, 

and border areas are likely to exacerbate these, given the compounding 

vulnerabilities of marginalized status, low income, limited access to quality health 

care services, and exposure to environmental and occupational hazards.  The 
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burden of food insecurity and malnutrition likely varies from one border region to 

the next, and among population sub-groups, but cannot be discounted (Kamel, 

2009, p. 336-337).  

In his article “Health dilemmas at the borders –A global challenge”, Kamel (1997) 

concludes by stating that the “universal neglect of border communities and associated border-

related issues and problems is reflected in the lack of basic information and statistics about 

populations living in borderlands...This is a world health problem, and it calls for global action 

starting at the national and regional levels and leading to a global initiative…for health and 

development at border areas” (p.15). 

3. Healthy Borders” Framework: Social Determinants of Health and Health-in-All-

Policies 

“Territorial borders both shape and are shaped by what they contain, and what crosses or is 

prevented from crossing them (Anderson & O’Dowd, 1999, p. 594).” 

In “Border Health”, Zúñiga (2012) also discusses how the inequalities in the distribution 

of historical, regional and societal factors influence the health of populations residing in border 

areas, especially those populations that migrate to and from the countries sharing the border.  

She then proposes that a socio-ecological perspective be used to develop a framework for 

characterizing and studying health outcomes in border regions. Such a framework would 

capture environmental factors (e.g., defining a border region, laws, policies, health service 

infrastructure), interpersonal factors (e.g., population mobility and disease exposures), 

and individual factors (e.g., health knowledge, perceptions, and practices) that impact the health 

of border residents (Zúñiga, 2012, p. 1). Without referencing the term “border health”, Zúñiga 

(2012) frames the concept within the “social determinants of health” (SDH) framework.  Building 

on this work, this paper combines combines the SDH framework with the World Health 

Organization’s (WHO’s) “Health-in-All-Policies “ (HiAP) approach to describe the concept of 

“border health” and lay the foundation for the future development of a “healthy borders” 

framework.  We propose that such a framework for understanding “border health” must address 

the factors that operate both inside and outside of the health system (i.e. immigration, labor, 

housing, social networks, etc.) that influence the physical, mental and social well-being in border 

regions.  

 

3.1 Social Determinants of Health  

In 2003, the WHO published a report entitled the  “Social Determinants of Health: The 

Solid Facts”, which reviews the evidence in support of a causal links between social and 

environmental factors and health outcomes and the implications for policy (Wilkinson & Marmot, 

Eds. The report notes:  

“Poor social and economic circumstances affect health throughout life. People further 

down the social ladder usually run at least twice the risk of serious illness and premature 

death as those near the top. Nor are the effects confined to the poor: the social gradient 

in health runs right across society, so that even among middle-class office workers, 

lower ranking staff suffer much more disease and earlier death than higher ranking staff. 

Both material and psychosocial causes contribute to these differences and their effects 

extend to most diseases and causes of death. Disadvantage has many forms and may 

http://www.springerreference.com/docs/link/2190263.html?s=328248&t=individual+factors
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be absolute or relative. It can include having few family assets, having a poorer 

education during adolescence, having insecure employment, becoming stuck in a 

hazardous or dead-end job, living in poor housing, trying to bring up a family in difficult 

circumstances and living on an inadequate retirement pension. These disadvantages 

tend to concentrate among the same people, and their effects on health accumulate 

during life” (Wilkinson & Marmot (Eds.), 2003, p. 10). 

Many models show how these determinants are interlinked and how many lie beyond 

the direct influence of health care. One of the best-known models (See Figure 1 below) is 

Dahlgren and Whitehead’s (1991) multi-level ‘rainbow model’ of social determinants (also 

known as the  “Policy Rainbow” or the “Social Model of Health”) (Stahl, Wismar, Ollila, Lahtinen, 

& Leppo, 2006). 

 

 

 

Figure 1: Dahlgren & Whitehead's “Policy Rainbow” or Social Model of Health 

 

The model highlights a relationship between individual lifestyle factors, social and 

community networks, and general socioeconomic, cultural and environmental factors, including 

agricultural and food production, education, work environment, living and working conditions, 

unemployment, water and sanitation, health care services, and housing.  While the configuration 

of these different layers and factors can have both positive and protective influences on 

people’s lives, they can also undermine health and wellbeing, both for individuals and 

communities. Without mentioning border region populations per se, Dahlgren and Whitehead 

(1992) note that “groups at particular risk include people with low incomes or limited education, 

single-parent families, elderly people living alone or disabled people, the long-term unemployed, 

migrant workers and people in stressful or physically hazardous occupations…In some 

countries, black and minority ethnic groups are also at particular risk of poor living and working 

conditions, in addition to the racial discrimination that they face” (p.2). 

As is the case for many marginalized populations, the health of migrants is to a large 

extent determined by factors outside the health sector, such as educational attainment, 

employment status, and socioeconomic status. The World Health Assembly’s (WHA’s) 2008 

Resolution on the “health of migrants” (WHA, 2008) recognizes “that health outcomes can be 

influenced by the multiple dimensions of migration” (p.1) and the need for WHO to “consider the 
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health needs of migrants in the framework of the broader agenda on migration and 

development” (p.1).  Among other things, the framework outlined in the resolution called upon 

United Nations (UN) Member States to: 

o Promote migrant-sensitive health policies; 

o Promote equitable access to health promotion and care for migrants; 

o Assess and analyse trends in migrants’ health, disaggregating health information by 

relevant categories; 

o Better identify the gaps in service delivery in order to improve the health of all 

populations, including migrants [emphasis added]; 

o Gather, document, and share information and best practices for meeting migrants’ health 

needs in countries of origin or return, transit, and destination; 

o Raise health service providers’ and professionals’ cultural and gender sensitivity to 

migrants’ health issues; 

o Train health professionals to deal with the health issues associated with population 

movements; 

o Promote bilateral and multilateral cooperation on migrants’ health among countries 

involved; and 

o Promote strengthening of health systems in developing countries (WHA, 2008). 

 

If one were to replace the term “migrant” with the term “border region populations” in the 

framework elements discussed above, the outline for a “healthy border” policy framework would 

begin to take shape.  To develop such a framework, however, other sectors need to be 

incorporated. 

 

3.2 “Health-in-All-Policies” Approach 

The term “Health-in-All Policies” (HiAP) was first used by the WHO in the 1990s and is 

defined as "an approach to public policies across sectors that systematically takes into account 

the health implications of decisions, seeks synergies, and avoids harmful health impacts, in 

order to improve population health and health equity. It improves accountability of policymakers 

for health impacts at all levels of policy-making. It includes an emphasis on the consequence of 

public policies on health systems, determinants of health, and well-being” (WHO, May 2013, p. 

2). This approach has been adopted early on in Finland, whose 2010 Health Act states that “the 

promotion of well-being and health as well as the reduction of inequality will be taken into 

account in all societal decision-making and incorporated into the activities of all administrative 

sectors and ministries” (Leppo, Ollila, Pena, Wismar & Cook, 2013, p. 37). In Thailand, the Thai 

Health Promotion Foundation provides a governance structure for HiAP, including promoting the 

right of citizens to demand a health impact assessment when they have concerns about the 

health impacts of a government decision (Leppo et al., 2013). 

 

In the World Migration Report 2010, the International Organization for Migration (IOM) (IOM, 

2011) identified a series of systemic gaps in fostering health provisions for migrants, including 

the need to mainstream migration health within governmental structures. Specific examples of 

capacity needs included: 
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o Establishment of Coordinating Units on Migration Health to facilitate coordination within 

government and between governments. 

o Strengthened collaboration between the various stakeholders, including the private 

sector, migrant networks and NGOs.  

o Policies for developing effective and sustainable means of meeting the health needs of 

migrants involves reviewing policies related to health, immigration, security, finance and 

labor.  

o Strengthening health-care systems in border areas, which often exhibit weak 

health infrastructures, where counterfeit drugs are common, and a largely 

unregulated private sector often fills the service provision gap. Governments on 

both sides of borders need to work together in dealing with border area 

populations as a single health community. This will entail increased collaboration 

on surveillance of health and disease issues [Emphasis added]. 

 

As a result of the 2008 WHA Resolution on “the health of migrants”, in 2010, a Global 

Consultation on Migrant Health was convened by WHO and IOM, in conjunction with the 

Ministry of Health and Social Policy of Spain. The resulting report, “Health of migrants – The 

way forward” (WHO, 2010) offers an outline for an operational framework to further action on 

migrant health, identifying key priorities and corresponding actions in four thematic areas:  

o Monitoring migrant health: ensure the standardization and comparability of data on 

migrant health; support the appropriate aggregation and assembling of migrant health 

information; map good practices in monitoring migrant health, policy models, health 

system models. 

o Policy and legal frameworks: adopt relevant international standards on the protection of 

migrants and respect for rights to health in national law and practice; implement national 

health policies that promote equal access to health services for migrants; extend social 

protections in health and improve social security for all migrants. 

o Migrant sensitive health systems: ensure that health services are delivered to migrants 

in a culturally and linguistically appropriate way; enhance the capacity of the health and 

relevant non-health workforce to address the health issues associated with migration; 

deliver migrant inclusive services in a comprehensive, coordinated, and financially 

sustainable fashion. 

o Partnerships, networks & multi country frameworks: establish and support migration 

health dialogues and cooperation across sectors and among large cities and countries of 

origin, transit and destination; address migrant health matters in global and regional 

consultative migration, economic and development processes (e.g. Global Forum on 

Migration and Development) 

 

Building on a 2008 report “Closing the Gap in a Generation” (WHO-CSDH, 2008), the 

WHO adapted Dahlgren and Whitehead’s (1991) “social model of health” (discussed above) to 

create a model of the social determinants of migrant health (Figure 2 below). This model further 

demonstrates the relevance of the HiAP approach in addressing migrant health (WHO Regional 

Office for Europe, 2010).  
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Figure 1: Policy Measures for Tackling SDH for Migrants and Ethnic Minorities 

This model (which was inspired by a presentation by Dr. Nani Nair, TB Regional Advisor, 

at a 2005 presentation at the WHO Regional Office for Southeast Asia) makes clear that 

policies need to go beyond improving health services to encompass actions addressing the 

social exclusion of migrants. The following are among the relevant policy measures to foster 

social inclusion for migrants: 

1) Measures to combat discrimination against migrants and ethnic minorities include 

education of the public and effectively enforced legislation. Institutional discrimination 

should be combated by imposing statutory requirements on organizations to deal with all 

groups equitably. 

2) Educational policies can pay special attention to the needs of migrant and ethnic 

children by, for example, facilitating their integration into mainstream schools and 

ensuring that selection policies make allowances for the extra time required for 

acculturation and language learning. Segregation, tracking and ability grouping can have 

particularly negative impacts on migrant and ethnic minority children. 

3) Employment policies can be directed at the removal of barriers and systematic 

disadvantages for migrants and ethnic minorities in the labor market. 

4) Social protection policies can ensure migrants and ethnic minorities do not fall into 

poverty, destitution and homelessness. 

5) Housing and environmental policies (such as reduction of environmental health hazards, 

improved transport and other amenities) designed to improve the living conditions of 

migrants and ethnic minorities. 

6) Health policies can ensure equitable access to appropriate services (including 

prevention and health promotion) for all groups.  

7) Policies on naturalization, political participation, family reunification, etc. can reduce the 

gap between the rights of aliens and those of citizens. 

8) Integration programs for new migrants can offer help with language-learning, orientation 

to the host country and access to education, health and social care services. Particular 

attention should be paid to the situation of refugees, who may spend years waiting for 
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their asylum claim to be processed. Limitations during this period on their opportunities 

to work, receive education (if over 18) and make contacts in the host country can 

seriously hamper their integration in the case that they are granted permission to remain 

(WHO Regional Office for Europe, 2010, p.13). 

 

4. Border Health Models with Applications to the Greater Mekong Subregion 

“Diseases do not respect boundaries” (Kamel, 1997, p. 9) 

As noted previously, in the “Health of Migrants–The Way Forward”, the WHO (2010) 

identified key priorities and corresponding actions in four thematic areas.  Adapting the 

language from a focus on “migrant health” to a focus on “border health” provides an approach 

for identifying priorities and actions for building border health models, drawing on international 

models and examples from the GMS: 

o Monitoring Border Health: ensure the standardization and comparability of data on 

health of populations living in border regions; support the appropriate aggregation and 

assembling of border health information; map good practices in monitoring border 

health, policy models, and health system models. 

o Policy & Legal Frameworks: adopt relevant international standards on the protection of 

migrants, ethnic minorities and other vulnerable populations in border regions and 

respect for rights to health in national law and practice; implement national health 

policies that promote equal access to health services for all border region populations; 

extend social protections in health and improve social security for all populations in 

border regions. 

o Border Region Sensitive Health Systems: ensure that health services are delivered to 

border region populations in a culturally and linguistically appropriate way; enhance the 

capacity of the health and relevant non-health workforce to address the health issues 

associated with living in border regions; deliver border region inclusive services in a 

comprehensive, coordinated, and financially sustainable fashion. 

o Partners, Networks, & Multi-Country Frameworks: establish and support border health 

dialogues and cooperation across sectors and among regions and countries that include 

border regions; address border health matters in global and regional consultative 

migration, economic, and development processes (WHO, 2010, p.4). 

4.1  International Border Health Models  

In a publication on malaria control and prevention, Smith-Gueye, Teng, Kinyua, Wafula, 

Gosling, and McCoy (2012) offer several examples of multi-country initiatives aimed at 

prevention and controlling infectious disease, specifically across porous borders. They note that 

“Due to the combined effort of the Lubumbo Spatial Development Initiative (LSDI) of 

Mozambique, South Africa, and Swaziland, funded by the Global Fund to Fight AIDS, 

Tuberculosis and Malaria (Global Fund) malaria prevalence in targeted areas has been reduced 

by more than 90% (Sharp, et.al, 2007; Hlongwana et. al., 2009)). The Amazonian Malaria 

Initiative (AMI), funded by USAID, consisting of national ministries of health and technical 

partners of seven countries, is similarly on the path towards successful malaria eradication 

(Terrell & Brenner, n.d.). In the Middle East, Saudi Arabia, Kuwait, Oman, United Arab Emirates, 

Bahrain, and Qatar have combined efforts to donate $17 million (USD) towards malaria 
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elimination interventions along the Yemen border to support regional efforts for malaria control 

and elimination (Smith-Gueye et al., 2012).    

Despite progress, however, Smith-Gueye et al. (2012) note that a number of challenges 

remain, including “the relative neglect of cross-border and regional initiatives in malaria control 

and elimination. Border regions are often overlooked and hinder the goal of malaria elimination. 

Frequent human and vector border movements, a blurring of responsibility of individual 

countries in these regions, and relatively poorer access to health care and preventative 

measures, in particular for mobile populations, leave space for reservoirs of infection that can 

lead to continued low level transmission of malaria and vulnerability to malaria outbreaks and 

epidemics…. [C]ross-border population movement in the GMS of South East Asia impedes 

efforts to prevent the spread of drug-resistant malaria. An example of this challenge is in 

Yunnan Province of China, where, in 2009, 98.8% of total malaria cases and 75.0% of P. 

falciparum malaria cases were found to be imported from neighboring countries (Xu & Liu, 

2011). Across the border in Myanmar there is poor access to malaria control interventions which 

is contributing to the continuing transmission in this area” (Smith-Gueye et al., 2012, p. 2).  

Zúñiga (2012) suggests that “the future of border health includes two important elements 

that will favor the health of populations living in border regions: better systems for electronic 

transmission of health information and movement toward regional cooperative health 

agreements” (p. 303).  

o E-Health. “Technological innovations and improved capacity to transmit and share health 

information electronically is a rapidly growing field. Although public health tends to fall 

behind in the adoption of new technologies, the ‘ehealth’ movement is already being 

explored among border nations in the USA, Mexico, Asia, and the Pacific. Use of 

ehealth in crossborder health care services can include referrals for care, continuing 

education for clinicians and other health practitioners, crossborder communication 

between health care providers, surveillance, medical records, and international travel for 

the sole purpose of seeking health care (i.e., medical tourism)” (Zúñiga, 2012, p. 303-

304).  

o Regional Health Agreements. “Cooperative crossborder or panborder surveillance and 

health coordination initiatives are emerging from many regions throughout the world and 

will also favor the health of borderdwelling populations. The role of binational health 

organizations or organizations that represent public health interests from two or more 

countries can serve as a platform to bring together clinicians, researchers, and other 

public health practitioners to move border health agendas forward. Border health 

dialogue should include the representation of nongovernment agencies as well as 

governmentsponsored agencies. Examples of crossborder coordination agencies and 

initiatives include the US-Mexico Border Health Commission; the US Center for Disease 

Control and Prevention's Early Warning Infectious Disease Surveillance Program; the 

EuroMediterranean consortium, Impact of Migration on HIV and TB Epidemiology in the 

Mediterranean Area; the 2010 border health plan implemented jointly by Bolivia, Chile 

and Peru; and European Commission collaboration among member nations to improve 

crossborder care. These activities will ultimately lead to improved regional surveillance 

data and to better management of infectious and chronic diseases in border regions 

throughout the world” (Zúñiga, 2012, p. 303-304).   
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In “Disease knows no borders: The emergence and institutionalization of public health 

transnationalism on the US-Mexico border”, Collins-Dogrul (2007) uses the US-Mexico Border 

Public Health Association and the Pan American Sanitary Bureau (PASB) as examples of what 

she calls “public health transnationalism,” that is, “transboundary epidemiological understanding 

combined with sustained cross-border professional and organizational ties” (p.1).  The US 

Mexico Border Health Association she describes as a “transnational governance system” with 

the presidency alternating between the two countries.  PASB functioned to broker “task-oriented 

cooperative networks” (Collins-Dogrul, 2007, p. 6), initially focusing on a cross-border venereal 

disease campaign but now with 28 country offices in the Western Hemisphere. 

 

4.2 Border Health Examples in the GMS 

Below are several examples of border health initiatives from the Greater Mekong 

Subregion that offer models and approaches for consideration: 

Monitoring Border Health. 

o The Mekong Basin Disease Surveillance (MBDS) network was launched in 1999 with 

support from the Rockefeller Foundation and WHO and was formally established in 2001 

through a Memorandum of Understanding signed by six Ministers of Health in the GMS.  

Main areas of focus for the MBDS network are 1) to improve cross-border infectious 

disease outbreak investigation and response by sharing surveillance data and best 

practices in disease recognition and reporting, and by jointly responding to outbreaks; 2) 

to develop expertise in epidemiological surveillance across the countries; and 3) to 

enhance communication between the countries (Phommasack, Jiraphongsa, Oo, Bond, 

Phaholyothin, Supanchaimat, Ungchusack, & MacFarlane, 2013; Bond, Macfarlane, 

Burke, Ungchusak, & Wibulpolprasert, 2013). Described as a “trust-based network” 

(Phommasack et al., 2013, p.1), MBDS comprises senior health officials, 

epidemiologists, health practitioners and other professionals from the six GMS countries. 

Its Phase 3 (2008-2011) included seven key strategies (and the country responsible): 

1) Enhance cross-border communication and information exchange (Lao PDR) 

2) Improve the human-animal sector interface and strengthen community 

surveillance (Vietnam) 

3) Develop human resources and strengthen epidemiological capacity (Thailand) 

4) Strengthen capacities for information and communications technologies 

(Cambodia) 

5) Strengthen laboratory capacity (China) 

6) Strengthen risk communications (Myanmar) 

7) Conduct and apply policy research (collective) (Phommasack et al., 2013, p.5) 

 

o Thailand’s Bureau of Vector-borne Diseases, has implemented an electronic Malaria 

Information System (eMIS) as part of a strategy to contain artemisinin-resistant malaria. 

The attempt corresponds to a WHO initiative, funded by the Bill & Melinda Gates 

Foundation, to contain anti-malarial drug resistance in Southeast Asia. The eMIS has 

been functioning since 2009 in seven Thailand-Cambodia border provinces. The eMIS 

has covered 61 malaria posts/clinics, 27 Vector-borne Disease Units covering 12,508 

hamlets at risk of malaria infections. The eMIS was designed as an evidence-based and 

near real-time system to capture data for early case detection, intensive case 
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investigation, monitoring drug compliance and on/off-site tracking of malarial patients, as 

well as collecting data indicating potential drug resistance among patients 

(Khamsiriwatchara et. al., 2012). 

Policy & Legal Frameworks 

o APSED (Asia Pacific Strategy for Emerging Diseases) was launched in 2005 as a 

common strategic framework for countries and areas of the region to strengthen their 

capacity to manage and respond to emerging diseases including epidemic-prone 

diseases (WHO, 2011). In June 2007, the revised International Health Regulations 

(2005), known as IHR (2005), entered into force and called upon countries and WHO to 

strengthen their capacities to detect, report and respond to acute public health events in 

order to build a global public health defence system. APSED serves as a road map to 

guide all countries in the region towards meeting the IHR (2005) core capacity 

requirements, thus ensuring regional and global health security.  The goal of APSED is 

to build sustainable national and regional capacities and partnerships to ensure public 

health security through preparedness planning, prevention, early detection and rapid 

response to emerging diseases and other public health emergencies. To achieve the 

goal, five interrelated objectives have been identified: 1) Reduce the risk of emerging 

diseases, 2) Strengthen early detection of outbreaks of emerging diseases and public 

health emergencies, 3) Strengthen rapid response to emerging diseases and public 

health emergencies, 4) Strengthen effective preparedness for emerging diseases and 

public health emergencies, 5) Build sustainable technical collaboration and partnership 

in the Asia Pacific region. To provide a focus for operational program work and to 

achieve the goal and objectives of the strategy, eight focus areas have been identified: 

 

1) surveillance, risk assessment and response; 

2) laboratories; 

3) zoonoses; 

4) infection prevention and control; 

5) risk communications; 

6) public health emergency preparedness; 

7) regional preparedness, alert and response; and 

8) monitoring and evaluation. 

 

Border Region Sensitive Health Systems 

1) Thailand’s Second Border Health Development Master Plan (BHDMP), 2012-2016, was 

developed by the Ministry of Public Health in collaboration with other line ministries, local 

administrative agencies, and international and non-governmental organizations.  The 

objective of the plan is “to improve the health of people residing in border areas through 

the development of a quality health service system, improvement of access to primary 

care services, and encouraging the active and sustained participation of all relevant 

stakeholders” (Thai Ministry of Public Health, 2012, p.6). The plan covers “all sub-

population groups residing in the border areas…[including] Thais, ethnic minorities, 

registered and non-registered migrants, [and] displaced persons living in the temporary 

shelters” (Thai MoH, 2012, p. 6).  The 2012-2016 BHDMP consists of four core 

strategies: 
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1) Developing a quality health system 

2) Promote access to primary health care services  

3) Strengthen collaboration and participation from all stakeholders and sectors 

4) Effective Management 

 

Partners, Networks, & Multi-Country Frameworks 

o The Joint United Nations Initiative on Mobility and HIV/AIDS in South-East Asia 

(JUNIMA) is a partnership forum that works on universal access to HIV services to 

migrant and mobile populations. It was initially established as the UN Regional Task 

Force on Mobility and HIV Vulnerability Reduction in Southeast Asia and Southern of 

China in 1997. This task force has since expanded to cover all the remaining Southeast 

Asian countries. The partnership includes governments, UN and intergovernmental 

organizations, and NGOs and civil society. JUNIMA identifies priorities and gaps and 

facilitates programmatic, policy, and advocacy actions to reduce mobility-related HIV 

vulnerability and address issues of care and support throughout the migration cycle 

(Mosca, Rijks, & Schultz, 2013). 

 

o The U.S. Government’s President’s Malaria Initiative (PMI) Operational Plan for the 

GMS was developed by representatives from U.S. Agency for International 

Development, the U.S. Centers for Disease Control and Prevention, and the national 

malaria control programs of Myanmar, Thailand, and Cambodia, with the participation of 

other major partners working on malaria in the area. The PMI GMS program includes 

support for regional/cross-cutting activities, such as surveillance for antimalarial drug 

resistance and antimalarial drug quality monitoring, but also focuses on activities to 

reduce malaria transmission in geographically-focused cross-border areas with 

emerging artemisinin resistance, as a means of reducing the burden of malaria and 

eliminating the resistant parasite from these high-risk areas. These cross-border focus 

areas will be centered in 2013 on the Tanintharyi-Ranong border areas of Myanmar and 

Thailand and the Trat-Pailin border areas of Thailand and Cambodia (USAID, 2013). 

5. Conclusions and Recommendations 

“The challenges of promoting coordinated border health are many, and …political and 

social will to address these issues is critical” (Zúñiga, 2012, p. 4). 

Collins-Dogrul (2007) offered the examples of the US-Mexico Border Public Health 

Association and the Pan American Sanitary Bureau as, respectively, a “transnational 

governance system” and a “task-oriented cooperative network.” The Greater Mekong Subregion 

comprises six countries, not two, and is a more complex and diverse environment—politically, 

economically, and socially—than the US-Mexico border. That said, it still may be worthwhile 

considering how a transnational governance system and task-oriented networks might be 

brokered in the GMS in support of border health across the region.  
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As has been noted in another background paper for the meeting (HEALTHY BORDERS: 

Improving coordination mechanisms for better collaboration across sectors and borders), the 

GMS region offers an array of coordination entities, though none with a health-specific mandate.  

The Association of Southeast Asian Nations (ASEAN) does have the ASEAN Highly Pathogenic 

Avian Influenza Task Force and participates in the Regional Forum on Environment and Health 

in Southeast and East Asian Countries.  Within the context of this Regional Forum, ASEAN 

committed in April 2009—as part of the Chiang Mai Declaration on Health Impact Assessment 

for the Development of Healthy Societies in the Asia Pacific Region—to set up a working group 

on health impact assessment (HIA) with three main objectives: to establish a body of knowledge 

with ASEAN guidelines on mechanisms for HIA in the region; to share studies and technical 

documents on HIA; and to support capacity development on HIA.   

There is a recent and successful model of regional and bilateral cooperation to draw 

upon, namely the ASEAN response to Cyclone Nargis.  On 2 May 2008, Cyclone Nargis made 

landfall in the Ayeyarwady Delta region of Myanmar; in the devastation that followed, an 

estimated 140,000 people died and 2.4 million people were severely affected (Belanger & 

Horsey, 2008). On 5 May, ASEAN Secretary-General Surin Pitsuwan called on all member 

states to offer immediate relief assistance through the framework of the ASEAN Agreement on 

Disaster Management and Emergency Response (AADMER).  Following acceptance of this 

ASEAN-coordinated aid approach, the ASEAN Secretariat established a two-tiered structure: a 

diplomatic body, the ASEAN Humanitarian Task Force (AHTF), and a Yangon-based Tripartite 

Core Group (TCG), comprising ASEAN, the Myanmar government, and the United Nations.  

Following a visit to cyclone-affected areas, UN Emergency Relief Coordinator John Holmes 

offered that “Nargis showed us a new model of humanitarian partnership, adding the special 

position and capabilities of [ASEAN] to those of the United Nations in working effectively with 

the government.” He added that ASEAN leadership was “vital in building trust with the 

government and saving lives” (Creac’h & Fan, 2008:7; see also ASEAN, 2010). 

In terms of “task-oriented networks,” the Mekong Basin Disease Surveillance (MBDS) 

network offers a good example of not only a task-oriented but “trust-based network” 

(Phommasack et al., 2013, p.1) working to improve cross-border infectious disease outbreak 

investigation and response, to develop expertise in epidemiological surveillance across the 

countries, and to enhance communication among countries in the network.   

More broadly, a WHO model (presented above in Figure 2) on Policy Measures for 

Tackling Social Determinants of Health for Migrants and Ethnic Minorities makes clear that 

policies need to go beyond improving health services to encompass actions addressing the 

social exclusion of migrants. Their recommendations included: 

1) Measures to combat discrimination against migrants and ethnic minorities including 

education of the public and effectively enforced legislation. 

2) Educational policies that pay special attention to the needs of migrant and ethnic 

children by facilitating their integration into mainstream schools. 

3) Employment policies directed at the removal of barriers and systematic disadvantages 

for migrants and ethnic minorities in the labor market. 

4) Social protection policies that ensure migrants and ethnic minorities do not fall into 

poverty, destitution and homelessness. 
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5) Housing and environmental policies (such as reduction of environmental health hazards, 

improved transport and other amenities) that are designed to improve the living 

conditions of migrants and ethnic minorities. 

6) Health policies that ensure equitable access to appropriate services (including 

prevention and health promotion) for all groups.  

7) Policies on naturalization, political participation, family reunification, etc. that reduce the 

gap between the rights of aliens and those of citizens. 

8) Integration programs for new migrants (and refugees) that offer help with language-

learning, orientation to the host country and access to education, health and social care 

services.  

More broadly still, we suggest that a “healthy borders” framework should incorporate the 

full dimensions of a “social determinants of health” model. One such model that may be 

appropriate for the GMS, with modifications, is adapted from a “place-based” organizing 

framework developed by Healthy People 2020 (HHS, 2013), reflecting five key areas of SDH: 

(1) economic stability, (2) education, (3) social and community context, (4) health and health 

care, and (5) neighbourhood and built environment.  To be more relevant to a “social 

determinants of border health” model, we have added Policy and Legal Frameworks on labor 

migration, refugees, and displacement as an additional “ring”; and have also added SDH 

specific to border regions within the five existing domains. The suggested additions to HHS’ 

place-based framework are in italics in Figure 3 below:  

1) Economic Stability 

 Poverty 

 Employment status 

 Access to employment 

 Cross-border trade and development 

 Working conditions/workplace safety 

 Housing stability 

 

2) Education 

 Access to education for migrants, refugees, displaced and/or stateless persons 

 School policies that support health promotion 

 School environments that are safe and conducive to learning 

 High school graduation rates  

 Enrolment in higher education 

 

3) Social and Community Context 

 Family structure 

 Social cohesion 

 Perceptions of discrimination and equity 

 Civic participation 

4) Health and Health Care 

 Access to health services, including clinical and preventive care 

 Access to primary care, including community-based health promotion and 

wellness programs 

 Appropriateness of health services for migrants, refugees, and displaced and/or 

stateless persons 
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 Availability of health information systems to assess and analyse trends in border 

health (including cross-border health) 

 Health technology 

 

5) Neighbourhood and Built Environment 

 Quality of housing 

 Crime and violence 

 Environmental conditions 

 Access to healthy foods/food security 

 Border security  

 

6) Policy and Legal Frameworks 

 Pre-arrival screening, border screening, and communicable disease control 

policies 

 Immigration (including labor migration) and refugee laws and policies 

 Nationality laws and regulations, including vital registration systems 

 Border control, detention, and deportation laws and policies 

 Bilateral and multilateral cooperation mechanisms 

 

 
 

             

  Figure 3: Conceptual Framework for the SDBH [adapted from HHS’ Conceptual Framework 

for SDH] 

As noted at the outset, like borders all over the world, borders in the Greater Mekong 

Subregion have been flashpoints for tension (territorial dispute, ethnic and political conflict, 

unregulated movement of people and products, and transmission of disease) as they have been 

meeting points for economic and cultural exchange, and communication of cooperative ideas 

and aspirations.  Border regions can be areas “of division and demarcation or alternatively of 

contact, exchange and integration” (Comelli et al., 2006, p. 3).  Ultimately, whether borders 

Social 
Determinants 

of Border 
Health 

Economic 
Stability/ 

Trade and 
Development 

Neighbor-
hood & Built 
Environment 

Education 

Social & 
Community 

Context 

Health & 
Health Care 

Policies & 
Legal 

Framework 



 Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

Session: 2, Border Health  19 
 

separate or connect has much to do with how border regions are governed and whether the 

affected states and populations perceive healthy borders as being of mutual interest for security, 

prosperity and public health. 
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3 

 

Session 3: Improving access to good quality medicines in Greater Mekong 

Sub region 

 

I. Background 

During the last 20 years or so, there has been a tremendous progress in economic 

development in Greater Mekong Sub-region, which encompass Cambodia, Laos,  Myanmar, 

Thailand, Viet Nam and Yunnan Province, People Republic of China.  A report by the Asian 

Development Bank 1, indicates that the Greater Mekong countries have enjoyed a constant high 

economic growth with an average of  8 % per year. The gross domestic product (GDP) per 

capita in 1992, ranged from  US $ 63 in Myanmar to US $ 1,894 in Thailand, but in 2011 the 

range was from US $ 832 in Myanmar to US $ 5,394 in Thailand. The high economic growth 

has also helped reduce poverty, where in 1992, all countries in the region except Thailand had 

poverty levels,  close to or higher than 50 %, but by 2011, the poverty incidence had been 

dramatically reduced – from 45 % to 23 % in Cambodia, from 63 % to 13 % in China as a whole, 

from 56% to 34 % in Laos, from 9% to less than 1 % in Thailand, and from 64 % to 17 % in Viet 

Nam.  These figures indicate that GMS countries are on the right track of the Millennium 

Development Goals (MDG) in reducing poverty.  

More economic integration, more transportation, more connectivity and more migration 

within and across the region,  are anticipated in the future. The increasing economic integration 

with high economic growth, easier transportation across the borders, and greater connectivity 

among populations in the borders areas, may have direct or indirect impact on access to health 

services. Borders and remote areas  have insufficient health facilities to meet the increasing 

demands from the migrating workers seeking for works across the borders. These populations 

become more vulnerable to different kinds of health problems, especially communicable  

diseases  as they may not have sufficient access to health services.  

Medicines and vaccines are essential elements for health services. Problems of  access  

to the needed medicines are recognized in remote and border areas. Lack of access  to good 

quality medicines could  lead population to purchase and  to use sub-standard and often 

counterfeit medical products to treat their health. Weak regulatory enforcement in borders and 

remote areas, due to lack of  human resource capacity and infrastructures, may jeopardize the 

assurance of medical products safety and quality, where unregistered and illegal products are 

often traded in the market. The distribution of sub-standard and often counterfeit medicines in 

remote and borders areas of Greater Mekong countries have been documented. If left alone, 

                                                           
1 Asian Development Bank. The Greater Mekong Sub Region at 20. Progress and Prospects. 

ADB, Manila, 2012.  
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this problem would have serious impact on the people health, jeopardizing the economic gain 

that  countries have enjoyed  over the years.  

There is an obvious need for Greater Mekong countries to address the challenges,  

ensuring access to good quality medicines and their rational use, and minimizing the production 

and distribution of sub-standard and counterfeit medicines.  Addressing these challenges will 

certainly have positive impacts  both for economy as well for  people’s health. 

II. Access to health services and human rights. 

Issues concerning the right to health of individuals have long been recognized by 

international communities and state parties, emphasizing the obligations of the national 

governments  to provide the needed health services to their population. There are already 

important  international agreements or treaty which most countries, including GMS countries,  

have endorsed. 

The Universal  Declaration of Human Rights (1948)2 article 25 mentions that  “ (1). 

Everyone has the right to a standard of living adequate for the health of himself and of his 

family, including food, clothing, housing and medical care and necessary social services, and 

the right of security in the event of unemployment, sickness, disability, widowhood, old age or 

other lack livelihood in circumstances beyond his control, and (2). Motherhood and childhood 

are entitled to special care and assistance. All children, whether born in or out of wedlock, shall 

enjoy the same social protection”. 

The constitution of the World Health Organization (1946), says that “ The enjoyment of 

the highest standard of health is one of the fundamental rights of every human being without 

distinction of race, religion, political belief, economic and social condition” (3).  

 

 The right to health is also recognized in the important international treaty, the 

International Covenant on Economic, Social and Cultural Rights (1966), a binding treaty for 

States parties to provide  legal  obligations under the right to health (4).  In this treaty, State 

parties “ recognize the right of everyone to the enjoyment of the highest attainable standard of 

physical and mental health”. The treaty also provides several steps to be taken by State parties 

to achieve the full realization of this right, including the right to maternal, child, and reproductive 

health;  healthy  natural and workplace  environment; prevention, treatment and control of 

diseases; and the creation of conditions which would assure to all medical service and medical 

attention in the event of sickness.  

                                                           
2 Universal Declarations of Human Rights,  United  Nations, 1948 

(http://www.un.org/en/documents/udhr/) .  

 
3 Constitution of the World Health Organization, 1946. 

(http://whqlibdoc.who.int/hist/official_records/constitution.pdf). 

 
4 International Covenant on Economic, Social and Cultural Rights. Adopted and opened for signature, 

ratification and accession by General Assembly resolution 2200A (XXI) of 16 December 1966  

( http://www.ohchr.org/EN/ProfessionalInterest/Pages/CESCR.aspx ) 

 

http://www.un.org/en/documents/udhr/
http://whqlibdoc.who.int/hist/official_records/constitution.pdf
http://www.ohchr.org/EN/ProfessionalInterest/Pages/CESCR.aspx
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 In South East Asia, the Heads of State/Government of the Association of Southeast 

Asian Nations (ASEAN) declared the  ASEAN  Human Rights Declaration in November 2012 (5).  

Article 29.1. of this declaration mentions that “ Every person has the right to the enjoyment of 

the highest attainable standard of physical, mental and reproductive health, to basic and 

affordable health care services, and to have access to medical facilities “.  The statement also 

implies migrant workers and other vulnerable groups as mentioned in the General Principle of 

the declaration.  

United Nations General Assembly, the Human Rights Council , recently (15 May 2013) 

issued a report concerning the right to health of migrant workers.  The report mentions that  

“Ensuring the availability, accessibility, acceptability and quality of health facilities, goods, 

services on  non-discriminatory basis, especially for vulnerable populations like migrant workers, 

is a core obligation under the right to health (6). 

Access to health services  including access  to essential medicines is part of human 

rights.  It is timely that  Governments, move away from discussing about principles, and start 

implementing  their obligations,  to provide access to good quality essential medicines.  

Providing access to good quality essential medicines  in Greater Mekong Sub-region,  is  one 

essential  element in meeting the right of people to health. 

III. Improving access to medicines for better health 

Common causes of morbidity and mortality in low and middle income countries can 

actually be treated or prevented with simple essential medicines. If the needed essential 

medicines are made available in health facilities  when they are needed,  substantial  reduction 

in mortality and morbidity could be achieved.  WHO Commission on Macroeconomic and Health 

estimated, that  globally 10.5 millions untimely deaths annually, could have been prevented, if 

effective scale up to make the needed essential medicines available and accessible (7).  

Although, there has been tremendous progress globally  in improving access to 

medicines during the last few decades,  a significant proportion of population in low and middle 

income countries still face problem of access to good quality essential medicines.  Often the 

needed medicines are not available in health facilities when they are needed.  If they are 

available, often the price is not affordable to most patients, or their quality cannot be assured.  

Essential medicines are those that satisfy the needs of the majority of people. They 

become a vital component of health intervention in many instances.  They save life and improve 

health, but only when they are available, and of assured quality and properly used by the 

providers and consumers. However, the health system in many developing countries, for 

                                                           
5 ASEAN Human Rights Declaration (2012) 
( http://www.asean.org/news/asean-statement-communiques/item/asean-human-rights-declaration ). 
 
6 United Nations General Assembly, 2013. Human Rights Council. Report of the Special Rapporteur on 
the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, 
Anand Grover. United  Nations, A/HRC/23/41. 
 
7 WHO Geneva, 2001. Macroeconomics and Health. Investing in Health for Economic  Development. 

 

http://www.asean.org/news/asean-statement-communiques/item/asean-human-rights-declaration
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various reasons, often fail to deliver them to those in need, nor to ensure their quality and 

rational use.  

Based on the World Health Organization and Health Action International survey  on 

availability of essential medicines, indicates that in the Western Pacific Region of WHO, the 

average availability of essential medicines in public facilities is  43.% and in private facilities is 

50.1 % (8). If the needed medicines are not available in public facilities, patients have to buy 

them in private outlets where the price are not affordable to most of them and at much higher 

price  than the international reference prices.  In Viet Nam, for instance , public sector 

availability of selected 42 generic medicines was found only 33.6 % (9). Similarly in Laos, the 

average availability of 10 selected essential medicines  was found to be 37 % ( 10).  These 

figures suggest that the problems of access and availability of the needed essential medicines 

are also common in GMS countries, especially in remote and border areas where the health 

delivery system is limited.  

Even when essential medicines are available in health facilities, either public or private, 

their quality cannot always be assured.  There are various studies  reporting the high incidence 

of poor quality and counterfeit medicines for the treatment of  diseases with high mortality like 

malaria and respiratory infections. ( see  Production, Distribution of Counterfeit and Poor 

Quality Medicines).  One cannot  expect  a positive outcome of treatment, for serious diseases 

like malaria, child respiratory infections and others, if the products  are of poor quality, 

containing  no or very less active ingredients. 

Improving  access and availability of the needed medicines, ensuring their quality and 

promoting their proper usage by providers and consumers, will certainly contribute to improved 

health , reducing morbidity and mortality,  in Greater Mekong countries. 

IV. Challenges  on access to good quality medicines in GMS countries 

IV.1. Production & distribution of counterfeit and poor quality medicines 

 The presence of poor quality and counterfeit medicines in the market of Greater Mekong 

countries has long been detected.  In 1999, the World Health Organization already published a 

report based on the survey in Myanmar and Vietnam, showing that  eleven (11 %) out of 

collected samples failed laboratory quality testing, and  sixteen (16) % were found to be 

counterfeit  (11).  The products surveyed were amoxicillin, ampicillin, chloramphenicol, 

                                                           
8 Cameron A, Ewen M, Ross-Degnan D, Ball D and Laing R. Medicines prices, availability, and affordability 
in 36 developing and middle income countries : a secondary analysis.  Lancet, Vol. 373 : 240 – 249 
(2009). 
 
9 Anh NT, Knight R, Mant A, Quang MC and Auton M. Medicines prices, availability, and affordability in 
Viet Nam. Southern Med. Review, Vol 2 (2) : 2 – 9. 
 
10 Syhakang L, Singaloundeth S, Paphassarang C,  Freudenthal S and Wahlstrom. Availability of essential 
drugs and sustainability of village revolving funds in remote areas of Laos PDR. Studies in HSO & P, 23: 

519 - 520, 2008. Accessed 2013). 
 

11
 Wondemagegnehu E. Counterfeit and Substandard  in Myanmar and Viet Nam. A report of  study carried out in 

cooperation with the Government of Myanmar and Viet Nam. Wolrd Health Organization, Depertment of Essential 

Drugs and Other Medicines. WHO/EDM/QSM/99.3. 
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chloroquine, cotrimoxazole, diazepam, metronidazole, paracetamol, ranitidine, rifampicin, 

salbutamol and tetracyclin.   

 More  studies have then reported similar findings on anti-malarials medicines.  In 2000 – 

2001, 38 % of shop bought oral artesunate sampled in remote areas of Viet Nam, Cambodia, 

Laos, and Burma, did not contain the active ingredient ( 12 ).  Similarly, in 2002-2003, 53 % of 

samples of artesunate containing anti-malarials drugs purchased from drug sellers, shops and 

pharmacies in western Thailand, Viet Nam, Cambodia, Laos, and Myanmar, did not contain any  

active ingredients  (13). The issues of poor quality and counterfeit medicines in GMS countries 

have been well documented. 

 The production, distribution and sales  of poor quality medicines,  like anti-malarials,  

especially  in remote and borders areas of Mekong countries remains a serious threat in public 

health, posing  big  impediment to malaria control.  Poor quality antimalarial drugs also lead to 

emergence of drug resistance and inadequate treatment, which pose serious threat to 

vulnerable populations and jeopardize progress and investments in combating malaria.  The 

emergence of artemisin  resistance or tolerance  in Plasmodium falciparum in Cambodia, 

Myanmar, Thailand and Viet Nam, will have a global implication as artemisin based combination 

is currently the mainstay of anti malarial treatment  (14). The loss of artemisin based medicines 

to full blown resistance could become a global disaster – undermining gains in malaria control, 

not only in the region but  across all endemic countries. Thus, promoting access to good quality 

anti malarial medicines and other technologies in both public and private sector is essential in 

the fight against resistance (15). 

 The problems of poor quality and counterfeit medicines are not confined only to 

antimalarials medicines, but also involve other medicines such as antibiotics, anti TB etc.  Thus,  

progress of  other vertical disease control program may also be in jeopardy. The impact  on   

health system cannot be underestimated, eroding the confidence of the people on health 

system, and on the genuine products. Not least the economic impacts, where limited resources 

are wasted for purchasing  poor quality and counterfeit medicines.    

 Causes for poor quality or substandard and counterfeit medicines, can be different but  

both  can bear similar health consequences, in which the expected outcome of the treatment 

cannot be expected. In some instances, the products may not be safe anymore for the general 

publics.  Poor quality or sub-standard medicines are genuine drug products which do not meet 

                                                           
12 Newton PN, Dondorp A, Green M, Mayxay M and White NJ. Counterfeit artesunate antimalarials in Southeast 

Asia. The Lancet, vol 362 : 169, 2003. 

 
13 Dondorp AM, Newton PN, Mayxay M, Van Damme W, Smithhuis FM, Yeung S, Petit A, Lynam AJ, Johnson A,  

Hien TT, McGready R, Farrar JJ, Looareesuwan S, Day NPJ, Green MD and White NJ. Fake antimalarials in 

Southeast Asia are major impediment to malaria control. Tropical Medicines and International Health, Vol 9 No 12 : 

1241 – 1246 (2004). 
 
14 World Health Organization. Containment of  Malaria Multi Drug Resistance on the Cambodia Thailand Border. 

Report of an Informal Consultation, Phnom Penh, 29 – 30 January 2007. 
 
15 Alphs S & Yadav P. Malaria in the Asia Pacific : Challenges and Opportunities for access to quality malaria 

medicines and other technologies. Malaria 2012. Saving Lives in the Asia Pasific. 
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quality specification set for them , whereas counterfeit medicines are those fake products which 

are deliberately and fraudulently mislabeled with respect to identity and/or source (16).   

 The underlying causes of poor quality and counterfeit medicines are complex , which 

may include several factors, such as poor compliance or capacity for good manufacturing 

practices (GMP), weak  regulatory enforcement  from production to distribution, weak quality 

surveillance,  lack of awareness on the aspect of quality by consumers. Dealing with 

substandard medicines would require  improved compliance and capacity to good 

manufacturing practices, whereas dealing with counterfeit medicines, it would require forensic 

investigation and  legal action on the counterfeiter.  Both would need strengthening of regulatory 

capacity and enforcement.  

 Regulatory authorities of the GMS countries  and partners organizations, have indeed 

undertaken several actions to cope with the issue of poor quality and counterfeit medicines in 

Mekong countries,  such as  survey/monitoring of sub- standard and counterfeit medicines,  

training on combating counterfeit medicines, sharing of information etc.  In the GMS, the 

proliferation and distribution of counterfeit and poor quality  medicines, is aggravated by  

limitation in the reach and scope of medicine regulatory authority, including pre- registration 

evaluation,  inspection, quality surveillance, financial and human resources capacity and 

laboratory facilities.  

 Despite various initiatives in recent years in combating poor quality and counterfeit 

medicines in GMS countries,  there is still an obvious need to strengthen the  medicines 

regulatory authorities capacities  to implement  medicines regulation in remote and border 

areas, and in sustaining cross border collaboration between regulatory authorities. 

 

IV.2   Health system barrier for access to good quality essential medicines. 
 
Access to medicines is a complex  matter,  involving various factors and actors.  The 

Western Pacific Region of the World Health Organization, in collaboration with Member States 

and partners has developed Regional Framework for Action On Access to Essential Medicines 

in the Western Pacific, 2011 – 2016, providing guides to Member States (17).  It provides 

principles and recommended actions from national medicines policy, pricing, financing,  

procurement and supply system, intellectual property rights and international trade agreement, 

regulation and quality assurance, including sub-standard drugs and counterfeit medicines, and 

rational selection and rational use. From the health system perspective, barrier for access to 

good quality essential medicines, especially in remote and border areas of GMS countries,    

may be viewed from three different  aspects,  namely, the regulation and quality assurance 

system, supply and distribution systems,  and  the quality use system. 

 
 
 
 

                                                           
16 World Health Organization, Department of  Essential Drugs and Other Medicines. Counterfeit Drugs. 

Guidelines for the development of measures to combat counterfeit drugs. WHO/EDM/QSM 99.1.  
 
17

 World Health Organization. Western Pacific Region. Regional Framework for Action on Access to 
Essential Medicines in the Western Pacific. 2011. 
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IV.2.1. Medicines regulation and quality assurance 
 
In all GMS countries, there are already functioning  medicines regulatory authorities 

mandated to ensure safety, quality and efficacy of medical products distributed in the market. 

However,  the capacity to implement  and to enforce regulation in the market, especially 

in remote and border areas,  vary greatly from countries to countries. Except for Thailand and 

China, lack of human resource capacity is a serious problem  for most regulatory authorities in 

GMS countries,  leading to inefficient implementation of medicines regulation.  

 All GMS countries have adopted  GMP guidelines, either  following ASEAN GMP or 

other  guidelines. But compliance to GMP is variable depending on the existing capacities for 

GMP inspection and enforcement.  For example, despite the fact that China and Viet Nam are 

the major source of raw artemisin in the world,  only Guilin Pharmaceuticals in China which is 

WHO prequalified for artesunate.  Thailand has implemented GMP for almost three decades, 

adopting WHO ‘ guidelines, and later the ASEAN's version of the guidelines.  In 2003, GMP was 

enforced by law after 25 years of voluntary compliance  in Thailand, and in 2007, 153 out of 163 

of modern pharmaceutical manufacturers have complied with GMP (93.87%).  Viet Nam has a 

clear plan to develop their medicines industry  by 2020, and currently 101 of 180 of their 

manufacturers are GMP certified, and by 2014 all manufacturers should meet GMP 

requirements. Cambodia, Myanmar and Laos definitely need  to strengthen their  good 

manufacturing practices.  

The adoption of GMP does not automatically  assure the quality of products in the 

market, if quality surveillance is not efficiently implemented.  Quality surveillance system  

although  in place in all countries, it may be implemented systematically only in one or two 

countries,  like Thailand and China. Post marketing quality surveillance to monitor product 

quality in the market mostly is not done routinely.  Furthermore, most of the samples are usually 

collected from the licensed outlets, and seldom collected from unlicensed outlets where  un-

registered products, and often counterfeit  products are marketed.  Lack of  laboratory 

infrastructure is also a common problem for most GMS countries.  

In all countries, there is already a medicines registration system requiring that all 

medicinal products marketed in the countries are registered with the national medicines 

regulatory authorities. However, often un-registered products and counterfeit medicines  are 

illegally distributed in the market through unlicensed pharmacy outlets.  Unlicensed outlets in 

Cambodia used to be a major source of sub standard and counterfeit medicines. Although 

recently the governments in Cambodia and Laos, had closed down significant number of 

unlicensed outlets, more efforts are needed to control the distribution of unregistered products in 

the market. Often the list of registered products are not widely known by health workers and 

consumers.  

Consumers are usually not aware about the quality of the products. They need to be 

reminded about the issue of counterfeit and  poor quality medicines.  Public campaign on quality 

medicines are not done routinely.  Mechanism  for consumers to report about defects of  their 

medicines is not in place. 
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Strengthening the medicines regulatory system, especially in improving human resource 

capacity in implementing the regulation from production to distribution, improving compliance to 

GMP, implementing medicines registration, quality surveillance, and controlling medicine 

market, especially in remote and border areas, is of  utmost importance.  The following actions 

and collaboration can be useful in dealing with poor quality  and counterfeit medicines: 

 Exchange of information on the registration status of products marketed in the 

borders and remote areas; 

 In country and inter-country training on GMP; 

 In country and inter-country training on implementing and strengthening medicines 

regulatory system,  and implementing regulation in remote and border areas.  

 Quality monitoring of product need to cover  products needed for the treatment of 

diseases with high fatality. 

 

IV.2.2. Supply and distribution  system 
 
In all GMS countries, there is already a national list of essential medicines. The list 

serves  as   basis for medicines selection and procurement, at least in public facilities. The use 

of the essential medicines list in private facilities may be less. The compliance on using the list 

for procurement may vary from country to country, often products that are not listed on the 

national list, are purchased  by  staff in health facilities and sold to patients. 

Public procurement system exist in different levels of health system in GMS countries. In 

Myanmar,  for example, medicines are procured and distributed by the Central Medical Store of 

the Division of Medical Care MOH, and distributed to government facilities (referral hospital, 

district hospitals, township hospitals, station hospitals, rural health centers  and sub centers). In 

Laos and Cambodia, procurement and distribution of medicines are taken care of at provincial 

and district level due to decentralization. In Viet Nam,  public procurement can be done directly 

by hospitals and health facilities, but they must follow the guidelines  from the Ministry of Health.  

 Weak management system commonly occur in the public procurement and supply 

system. Quantification of needs  is usually  based on previous years consumption. Supply and 

distribution of medicines may be channeled from public system and private sector. Supply and 

distribution through public sector is often erratic  due to low funding or inefficient management. 

Stock outs in public facilities are commonly encountered. Supply and distribution through private 

sector often end up in high prices which are not affordable to most patients. Difficult 

transportation to remote geographical location, is a real barrier for timely distribution of 

medicines,  affecting the availability and accessibility of the needed medicines in  GMS 

countries. 

 Except in Cambodia, there is no monitoring & supervision support system on the 

availability and management of medicines in health facilities. Cambodia has implemented a 

comprehensive monitoring and supervision system for medicines management in health 

facilities for  decades.  The system  provides signal to the higher level, if some medicines are 

out of stock in any  facilities. 

Except in Thailand, most of the medicines have to be paid out of pocket by patients at 

the cost that are not affordable to most patients.  Myanmar, Laos and Cambodia are countries 

with a massive out of pocket payment  for health, where over  80 % of expenditures have to be 
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borne by patients out of their pocket. A revolving drugs fund scheme is implemented in Laos 

covering rural health facilities. Out of pocket expenditure on health, which most of them is for 

medicines can be catastrophic for low income families, and  can drive the families to poverty.  

Prices of medicines are usually not affordable to these poor families.      

 

 From the financing perspective, Thailand  is the only GMS country which already 

achieved universal health coverage, with 97 % of their population covered by Universal Health 

Coverage Scheme in 2007 (18), so cost of  basic health services including essential medicines 

and commodities is borne by the system. China is expanding its universal health coverage 

policy. Other GMS countries may share experiences from Thailand in expanding their financing 

coverage, especially to poor families, and those living in remote and border areas. Improving 

management of supply, distribution and use of medicines and other commodities, is timely for 

other GMS countries to pave the way to universal health financing coverage in the future.  

Common weakness in the supply of distribution of medicines include, therefore, 

 Inefficient medicines management  at national or district levels, 

 Lack of monitoring and supervision  of medicines availability and management, in health 

facilities especially in remote places, 

 High out of pocket payment by patients.  

 Depending on the feasibility, it would be important to, 

 Strengthen the district level  medicines management from quantification, procurement 

and distribution, which would provide back up support and supervision to public health 

facilities, especially in remote places,   

 Monitor system for the availability of essential medicines in health facilities, especially 

medicines for important illnesses with high mortality like malaria, infections, maternal 

and child health etc. 

 Exchange of information of product registration, quality and suppliers within and across 

countries. 

                                                                                                                                                                                                                           

IV.2.3. Rational use of medicines  
 

 Even if the needed  medicines are available  in health facilities, and of  good quality,  

they will  unlikely end up in good outcome if they are not used  rationally.  Rational use requires 

that patients receive medicines according to their clinical needs, in doses that meet their own 

individual requirements, for and adequate period of time, and at the lowest doses to them and 

their community (19). 

 Irrational use of medicines  are commonly encountered in health facilities jeopardizing 

the outcome of treatment and wasting the limited resources for health.  WHO estimates that 

globally, half of all medicines are inappropriately prescribed, dispensed or sold, and that half of 

all patients fail to take their medicines correctly (20 ).  Irrational use of antibiotics has become a 

                                                           
18

 Bates C & Annear P. What other countries can learn from Thailand’s path to Universal health Coverage. Ausaid 
Knowledge Hub for Health, No 5, December 2012.  
19

 http://www.who.int/medicines/areas/rational_use/en/ 
20

 World Health Organization. World Medicines Situation. WHO/EDM/PAR/2004/5 



 Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

Session: 2, Access to Medicines  10 
 

common practice in many developing countries, where the prevalence of infectious diseases 

burden is aggravated by uncontrolled availability of antibiotics and in many communities, 

antibiotics are used without prescription. The overuse of antibiotics and high incidence of 

resistance has also  been reported in remote areas of Viet Nam (21). 

 In a recent WHO publication (22), based on country experiences, the use of essential 

medicines list  as a basis for procurement and reimbursement, the compliant use of evidence 

based medicines guidelines by providers,  improving patient adherence to treatment, and 

monitoring of  medicines usage are important elements for promoting rational and responsible 

use of medicines 

 As earlier mentioned, there is already a national essential medicines list in all GMS 

countries, serving as a basis for medicines selection that prescriber can use.  There are also 

treatment guidelines, guiding the prescribers in using medicines in all GMS countries. Training, 

workshop on rational use of medicines for prescribers are often conducted in GMS countries.  

However, training or workshop rarely produce sustainable impact on medicines use.  

 
There is no system for   monitoring and feedback of drug use in health facilities in GMS 

countries.  However, as earlier mentioned, Cambodia has implemented an integrated monitoring 

and supervision of medicines management and usage in public health facilities. There are 

experiences from other countries, like Indonesia, Thailand, Srilangka, India that   some forms of 

community education and empowerment on rational use of medicines, either using a small 

group interactive discussions or targeted intervention, can  improve rational use of medicines 

and reducing over use of antibiotics in the community (23).  An interesting initiative in Thailand, 

campaigning  rational use of antibiotics for providers and consumers (see Good Practic ) has 

been implemented successfully.  

 

V. Case studies   on  good practice for access to good quality medicine. 
 
The following case studies are only  examples of initiative which have been undertaken 

in one or more GMS countries, alone or in collaboration.  They are potentially  replicated or 
expanded to address the challenges of access to good quality medicines in GMS countries, 
especially in borders and remote areas.  The list does not exclude other good experiences 
somewhere.  

 
 
 
 
 

                                                           
21

 Larsson M. Antibiotic Use and Resistance. Assessing  and improving utilization of antibiotics and other 

drugs in Viet Nam. Karolinska Institutet, Stockholm 2003.    
http://openarchive.ki.se/xmlui/bitstream/handle/10616/38492/thesis.pdf?sequence=1 
 
22

 World Health Organization. The Pursuit of Responsible Use of Medicines : Sharing and Learning from Country 
Experiences. Technical report prepared for the Minister Summit on The Benefit of Responsible Use of Medicines : 
Setting policies for better and cost effective health care.  WHO/EMP/MAR/2012.3. 

23
 World Health Organization, Southeast Asia Regional Office. Promoting rational use of Medicines. Report 

of an Inter-country Meeting, New Delhi, India 13 – 15 July 2010.  
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1. Monitoring and supervision of medicines management at health facilities (24) 
 
Since 1995, Cambodia’s Essential Drugs Bureau has implemented an integrated and 

comprehensive drug management and drug use monitoring and supervision system nationwide 

to ensure the supply, availability and correct management of essential drugs in pharmacy stores 

of  public health centers and hospitals. Indicators on drug supply management and use are 

collected regularly, results analyzed and feedback given to officials and implementers at 

national, provincial and district levels and to health facilities.  

 

The system track drug availability well and prove particularly successful in identifying 

problems in drug availability, drug prescribing and dispensing. Supervision and intervention 

strategies to improve drug use are  incorporated into the monitoring activity. Any findings on 

unavailability of certain essential medicines can be properly responded with remedial action 

from the district and provincial levels. Evaluation shows that this system is useful in monitoring 

and improving supply and availability of medicines in health facilities.  

 

2. Medicines quality monitoring (25 )                                                

Since 2003, Promoting the Quality of Medicines Program (PQM), United States 

Pharmacopeia, in collaboration with medicines regulatory authorities, vertical diseases program  

of GMS countries, has undertaken  medicines quality monitoring  in sentinel sites in GMS 

countries.  

The monitoring focuses  on selected medicines such as anti malarials, anti TB, and 

antibiotics.  The quality monitoring selects samples from sentinel sites, undertake quality testing 

using Minilab and confirmatory testing by reference laboratories. Through data sharing and 

support to regulatory authorities, national infectious diseases control programs, medicines 

quality control laboratories, and other official entities in GMS countries, the program has also 

strengthened capacity to address many of the issues and deficiencies in ensuring good quality 

medicines in the GMS countries. 

Data gathered since 2003 from over 40 sentinel sites has shown significant reduction in 

the circulation of poor quality medicines in the region, the failure rates decreased from an initial 

of 30 – 40 % to less than 10 %.  This is potentially expanded to cover other medicines such 

medicines for non- communicable diseases.  

Strengthening the regulatory  capacity and enforcement at local and national levels is 

essential in order to respond to the findings of  poor  quality or counterfeit medicines. 

3. Collaborative actions to eliminate counterfeit medicines 
 
Under the auspices of WHO and INTERPOL, a multidisciplinary collaborative 

epidemiological and forensic investigations into the criminal fake artesunate in Mekong 

countries was undertaken, involving relevant experts from different backgrounds, namely police, 

criminal analysts, chemists, palynologists, and health workers to determine the characteristics 

                                                           
24

 (http://www.inrud.org/ICIUM/ConferenceMaterials/997-or-_a.pdf 
25

 http://www.usp.org/sites/default/files/usp_pdf/EN/aroundTheWorld/PQM/pubs-success-se_asia-
pqm_in_greater_mekong_subregion_flyer-may_2012.pdf 
 

http://www.inrud.org/ICIUM/ConferenceMaterials/997-or-_a.pdf
http://www.usp.org/sites/default/files/usp_pdf/EN/aroundTheWorld/PQM/pubs-success-se_asia-pqm_in_greater_mekong_subregion_flyer-may_2012.pdf
http://www.usp.org/sites/default/files/usp_pdf/EN/aroundTheWorld/PQM/pubs-success-se_asia-pqm_in_greater_mekong_subregion_flyer-may_2012.pdf
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and origin of counterfeit medicines (26).  The study examined genuine and counterfeit samples 

of artesunate collected from Cambodia, Laos, Myanmar, Thai/Myanmar border and Viet Nam. 

The study showed the importance of cross disciplinary collaborations and the need of 

strengthening inter-agencies and inter-countries collaborations and strengthening forensic and 

medicines regulatory authority capacity.   

Subsequently, from 2008 and 2010, police, regulatory authorities, customs organization 

of the Mekong countries  and South East Asia in collaboration with World Health Organization, 

World Custom Organization,  and INTERPOL undertook  Operation STORM, aimed  to disrupt  

transnational criminal activities on producing and trading counterfeit medicines (27).   

Operation Storm is a multi-country operation combating counterfeit  pharmaceuticals.  In 

the run up to the operation, INTERPOL, together with the World Health Organization (WHO) 

and the World Customs Organization (WCO), coordinated planning meetings and organized 

training session. The overt phase of the operation took place between 15 April and 15 

September 2008 (STORM I) and January 2010 (STORM II).  Participating countries are 

Cambodia, China, Indonesia, Laos, Myanmar, Singapore, Thailand and Vietnam.  Singapore’s 

Health Sciences Authority provided support in the laboratory analysis of the samples. The  

operations managed to seize  huge number of counterfeit products including anti malarials, 

antibiotics,  contraceptives, anti tetanus serum etc.   

Lessons learnt from this joint actions are the values of collaboration and coordination 

between regulatory authorities, customs organization and law enforcement agencies, and the 

importance of  international collaborations in combating counterfeit medicines.  

 
4. Antibiotic Smart Use initiative (28) in Thailand 

 
 In the past five years Thailand has been at the forefront among developing countries in 

its active engagement to control antimicrobial resistance through the “Antibiotics Smart Use” 

program. The Antibiotics Smart Use (ASU) is a voluntary program deployed in selected 

provinces in Thailand between 2007 and 2012 to foster a more responsible use of antibiotics by 

directly engaging prescribers, dispensers and patients.   

 Phase 1 of the project was intended as a pilot for the broader initiative and it was 

deployed in 2007‐08 showing encouraging results. Phase 2 was designed to be a scalability test 

of the Antibiotic Smart Use initiative, and it was deployed over 13 months (2008‐09) in three 

provinces and two hospital networks, ultimately involving 44 hospitals and 627 primary health 

centres. Phase 3, currently ongoing, is intended to achieve sustainability for the Antibiotics 

Smart Use program by stimulating policy advocacy, resource mobilization and public education 

throughout.   

                                                           
26

 Newton PN, Fernandez FM, Placone A, Mildenhall DC, Green MD, Ziyong L, Christophel EM, Phanouvong S, 
Howels S, McIntosh E, Laurin P. Blum N, Hampton CY, Faure K, Nyadong L, Ray Soong CW, Santoso B, Zhiguang W, 
Newton J and Palmer K. A Collaborative Epidemiological Investigation into the Criminal fake Artesunate Trade in 
South East Asia. PLoS Medicine, 5 (2) : 0209 – 0219 (2008). 
27

 http://www.interpol.int/Crime-areas/Pharmaceutical-crime/Operations/Operation-Storm 
 
28

 World Health Organization. The Pursuit of Responsible Use of Medicines : Sharing and Learning from Country 
Experiences. Technical report prepared for the Minister Summit on The Benefit of Responsible Use of Medicines : 
Setting policies for better and cost effective health care.  WHO/EMP/MAR/2012.3. 

http://www.interpol.int/Crime-areas/Pharmaceutical-crime/Operations/Operation-Storm
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 The guiding principle of ASU is that antibiotics should not be used to treat non bacterial 

infections. This notion derives from a fundamental of rational use of medicines that these should 

be used appropriately in accordance with clinical needs.  ASU started by attempting to reduce 

unnecessary use of antibiotics in patients with three conditions : upper respiratory tract 

infections, especially common cold with sore throat, acute diarrhea and simple wounds. 

 In Phase 1, the overall amount of antibiotics prescribed in the community hospitals 

targeted by the initiative declined between 18% and 23%, while the decline in primary health 

centres declined even further between 39% and 46%. The outcome of  phase 2 confirmed the 

outstanding results of the pilot phase of the program, and phase 3 is currently  underway to 

ensure the benefits of the Antibiotic Smart Use program are maintained. The National Health 

Security Office (NHSO) has adopted ASU as a key indicator for quality service in reimbursing 

community hospitals.  

VI. Proposed actions  
 

The following proposed actions  are  intended to address the challenges of access to 

good quality essential medicines, especially in border and remote areas of  Greater Mekong 

Sub region.  The actions may be divided into i country actions and inter-country collaborative 

actions. 

In country actions, include the followings, 

 
1. Creation of monitoring  mechanism for the availability  & use of medicines in 
 health facilities.   
 
 The objectives of the proposed monitoring  mechanism are to monitor (1) the availability 

of selected essential medicines for treating common illnesses in health facilities, (2) the 

regulatory status of the medicinal products in private facilities, and (3) the use of selected 

essential medicines/antibiotics  for treating common illnesses. 

 Monitoring  can be done regularly,  depending on its feasibility, every 2 – 6 months. Data 

can be collected at public health facilities and/or in private pharmacies, and being sent to district 

levels for analysis and feed back.  

  For urgent  situation concerning stocks out, suspicion of counterfeit products,  report can 

be sent to district level for back up support and resupply. 

 District levels can submit report  to higher levels at provincial or national levels for cases 

which cannot be dealt with at district level.  

 Collection of data and submission of report do not have to be done through on site visit. 

Other ways of communication utilizing information technologies can be explored.  

 
2. Strengthening district level management 
 

 Strengthening district level  medicines management and regulation is  extremely 

important in providing back up support for health facilities where there are  problems concerning 

availability, quality  and use of medicines.   
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 The objectives of strengthening district level management are, (1)  to improve capacity in 

managing medicines  supply and distribution, (2) to improve capacity in implementing medicine 

regulation & inspection , and (3) to improve capacity in promoting rational use of medicines, (4) 

to improve capacity in providing back up support and supervision to health facilities when there 

are problems concerning availability (supply) , quality (registration and quality assurance) and 

use of medicines. 

 
3. Promoting rational use of medicines/antibiotics for providers and consumers. 

 
 Focused and targeted campaign on improving rational use of medicines by providers 

and consumers  is essential  for improving  quality of care, for minimizing waste of cost and 

therefore, for enhancing access to good quality care. 

 The campaign should be targeted to health care providers, medicines dispensers/sellers 

and consumers and focused on some priority conditions (eg. respiratory infections, diarrhoeas, 

malaria etc) as well as products (antibotics, anti malarials, etc).  

 Inter country  actions and collaborations,  include the followings 

 Information exchange  mechanism  between GMS countries is important as various 

medicinal products and commodities are traded across the borders.  Assurance of products 

safety, quality  and efficacy, should be in place.   

 The information exchange mechanism should allow the exchange on products 

registration status  and/or the supplier qualification status, in any circumstances when it 

becomes necessary to do so.  

 Inter country collaborations in strengthening in strengthening medicines  regulatory 

authorities, through  networking, human resource training, or  information system support.  

 

Executive Summary 

 Problems of access to health services, including to good quality medicines in Greater 

Mekong Sub Region, if left alone, could have serious  impact on the people health, 

jeopardizing the economic gain that GMS countries have enjoyed  over the years. There 

is an obvious need for GMS Mekong countries to address the challenges, and to ensure 

access to good quality medicines and their rational use, and minimizing the production 

and distribution of poor quality and counterfeit medicines.  Addressing these challenges 

will certainly have positive impacts both for economy as well for people’s health.  

 Access to health services  including access  to essential medicines is part of human 

rights.  It is timely that  governments, move away from discussing about principles, and 

start implementing  their obligations.   Providing access to good quality essential 

medicines  in Greater Mekong Sub-region,  is an essential  element in meeting the right 

of people to health. 
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 Improving  access and availability of the needed medicines, ensuring their quality and 

promoting their proper usage by providers and consumers, will  contribute to improved 

health , reducing morbidity and mortality. 

 Despite various initiatives in recent years in combating poor quality and counterfeit 

medicines in GMS countries,  there is still an obvious need in strengthening   medicines 

regulatory authorities capacities  to implement  medicines regulation in remote and 

border areas, and in sustaining cross border collaboration.  

 Strengthening the medicines regulatory system, especially in improving human resource 

capacity in implementing the regulation from production to distribution, improving 

compliance to GMP, implementing medicines registration, quality surveillance, and 

controlling medicine market, especially in remote and border areas, is of  utmost 

importance.  

 Proposed in country actions, include  creation of a monitoring mechanism  on the  

availability and use of medicines in health facilities, strengthening district level 

management which can provide back up support  and supervision to health facilities, and 

promoting rational use of medicines/antibiotics  for providers and consumers.  Proposed 

inter country actions, include information exchange mechanism on  products registration 

status  and/or the supplier qualification status, and inter country collaborations in 

strengthening medicines  regulatory authorities, through  networking, human resource 

training, or  information system support.  
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 I. INTRODUCTION 

 A. Background 

Governments, private sector, and partners recognize the need for greater emphasis on 

health impact of development plans, programs and projects in other sectors including agriculture, 

education, power, transport, and water and sanitation. Health impact of plans, programs and 

projects can be assessed in terms of both positive and negative effects of investments, and 

changes can be made to enhance positive health impact and mitigate negative health impact.  

Health Impact Assessment (HIA) refers to a suite of methods ranging from participatory 

planning to economic analysis to evaluate the health impacts of policies, plans and projects. The 

approach aims to enhance the use of data and participatory approaches to improve quality and 

transparency of decision making for investment. HIA is not only to benefit health, but can help 

governments, private corporations and partners reaching other goals as well. Yet adoption of the 

approach is not widespread across the region. The report recommends adoption of HIA as part of 

the operating principles of socially responsible infrastructure.  

Many of the required actions to mitigate negative health impact or enhance positive 

impact require engagement of other sectors. The World Conference on Social Determinants of 

Health in 2011 recognized that addressing health in other public policies would be crucial to the 

achievement of successful health outcomes and supported the 2009 WHA resolution endorsing a 

"health in all policies" approach. To achieve concrete health outcomes, multiple stakeholders 

from non-health fields must be engaged in order to systematically incorporate health issues into 

the myriad of relevant national security, labour, migration, and economic development policies.  

 II. SOCIALLY RESPONSIBLE INVESTMENT 

 A. Infrastructure and Development in Asia 

The Asia Pacific region has been growing rapidly, at an average of 6% in the last 20 

years. Infrastructure development (roads, power, telecom) has been at the heart of this success, 

combined with trade liberalization and capacity building. Rural unemployment and opportunities 

in industry and services have led to a major rural urban migration. Per capita income has 

increased sharply, and poverty and infant mortality have reduced by about half.  

Despite this growth, some 0.8 billion Asians lack electricity, 0.6 billion cannot source safe 

water and 1.9 billion1 are thought to be without access to basic sanitation. Financing new 

infrastructure and replacing existing capacity is a substantial challenge, with ADB calculating that 

to simply maintain current growth rates between 2010–2020 requires an investment of $8.22 

trillion2 in the region.  Around half of this expenditure would be required for energy infrastructure, 

                                                

1
 ADB. 2008.  Strategy 2020: The Long-Term Strategic Framework of the Asia Development Bank, 2008–2020. ADB. 

Manila 

2
 2008 real terms 



 

 

a third for transport, and the balance in key sectors such as water and sanitation and 

communications.3   

Infrastructure development on this scale has both positive and negative health 

implications.  Much of the development in the region has benefitted health, and improved health 

has also benefitted productivity and poverty reduction.  HIA is perceived as a process to prevent 

irreversible damage to population health.  Given the potential for infrastructure to also generate 

health benefits, the use of HIA as a tool to maximise social wellbeing also needs to be explored.  

 B. Health Implications of Infrastructure  

Examples of negative and positive health impacts for different types of infrastructure are 

included in Table 1.  For example, the connection of a house to electricity as a result of a power 

plant development project may reduce reliance on the indoor burning of biomass for cooking and 

heating.  The consequent reduction in smoke could reduce the incidence of respiratory problems 

such as coughing and eye irritation – resulting in considerable positive health benefits.  In the 

case of households surrounding the power plant, emissions may result in increased particulate 

matter, SO2, and nitrogen oxides inflicting negative health benefits. 

Table 1: Examples of Positive or Negative Health Impact by Infrastructure Type 

Infrastructure 

Type 

Potential or Actual Positive 

Impact 

Potential or Actual Negative Impact 

Agriculture Increased food production and 
improved nutrition 

Creation of dams may increase refuges for 
disease vector breeding  

Roads Accident rates may decrease and 
improved access to health 
facilities may reduce case 
fatalities 

Vehicle emissions are carcinogenic. 
Increased traffic may increase dust and 
noise pollution  

Ports Reduced occupational accidents 
compared with using facilities with 
limited capacity and out-of-date 
equipment 

Workers and followers during construction 
can introduce HIV, STIs, or TB 

Hydropower Stable power supply leads to 
improved temperature control of 
housing reducing incidence of 
respiratory diseases. 

Less physical exercise in fuel collection 
may elevate cardiovascular, diabetes and 
other NCD prevalence. Dam development 
may displace agricultural communities 
reducing food supply. 

Coal fired 
plants 

Connection to electricity reduces 
reliance on indoor burning of 
biomass, leading to less 
respiratory and eye irritation 
issues.  Biomass may also 
produce carcinogens 

Air pollution from power generation results 
in particulates, SO2, nitrogen oxides for 
communities near to power stations 

Water supply Improved sanitation – through 
latrine construction and personal 
hygiene; changes reduce potential 

Dams, irrigation channels, and water 
courses may provide increased breeding 
sites of disease vectors.  Contamination of 

                                                

3
 ADBI. 2009. Infrastructure for a Seamless Asia. Tokyo. Asian Development Bank Institute 
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for water-borne diseases through 
oral-faecal path 

water sources with lead, arsenic, and 
fluoride 

Education Improved sanitation in schools 
reduces water borne disease 
incidence. 

Education may lead to changes in diet or 
cultural practices adversely impacting 
health. 

 
The World Health Organisation (2011) 4 reported that nearly 1.3 million people die each 

year as a result of road accidents and traffic accidents have become the leading cause of death 

for people aged 15–29 years5.  Most pertinent for development - is that 90% of the burden of 

traffic accidents occurs in low-income and middle-income countries.  WHO (2011) estimated that, 

without action, road accidents will cause the deaths of approximately 1.9 million people annually 

by 2020. The development of new roads, coupled with road safety, can lead to substantial 

positive health benefits through reduced accident rates.  New roads could also improve access to 

basic health services, increasing utilisation and decreasing case fatalities for a range of diseases.  

On the other hand, increased traffic can lead to elevated dust pollution and noise disturbance, 

creating negative health impacts. 

 C. Socially Responsible Investment and Rationale for HIA 

A key objective underpinning the notion of socially responsible infrastructure is that of 

minimising the negative affects developments have on local communities and their work forces.   

This theme is found in the Equator Principles (EPs), which are derived from the environmental 

and social performance standards of the International Finance Corporation (IFC).  These 

standards ensure major projects are socially responsible and encompass acceptable 

environmental management practices.  EPs6 have been adopted by 79 financial institutions in 35 

countries as a framework for assessing and managing environmental and social risks.  

Examples of socially responsible infrastructure in this context were identified in this review 

of infrastructure projects at ADB. They mostly relate to energy projects in the Mekong where 

dams have resulted in the resettlement of large populations.  For example, the HIA of the Nam 

Theun 2 hydroelectric project in Laos involved an assessment of health risks for 11 health areas 

covering respiratory diseases, vectored diseases, STIs, soil and water borne disease, accidents, 

food and nutrition, exposure to hazardous materials, health services, social determinants and 

cultural practices 7, for 10 potential impact areas of concern over the various phases of 

infrastructure development.  Public health plans were developed to mitigate risks for each of the 

impact areas.  Interventions included provision of health infrastructure, human resource 

development, health education, service delivery and surveillance and monitoring.  A review of 

implementation during construction in mid 2007 found achievements of the plans to have been 

                                                

4
 WHO. 2011. Decade of Action for Road Safety 2011–2020 Saving millions of lives 

5
 http://www.who.int/gho/road_safety/en/index.html 

6
 www.equator-principles.com 

7
 2008. Kreiger et al ‘Nam Theun 2 hydroelectric project, Lao PDR ‘ in Health Impact Assessment for Sustainable 

Water Management. Fewtrell L and Kay D (Ed.). IWA Publishing, London, UK 



 

 

substantial. Achievements include improved nutritional status of children, reduced infant 

mortality, improved utilization of health services and reduced parasitic infestation. 

The Chiang Mai Declaration8  on HIA highlighted the role of the EPs in promoting HIA in 

Asia, but also noted that ‘all government agencies have a major responsibility in enhancing good 

health.. [and] ..any policy and program must take health issues into account by conducting HIA’.  

This declaration implies that HIA needs to go further than merely safeguarding.  Developing 

methods for enhancing health benefits, rather than simply protecting against environmental and 

social risks are required.  Prior to discussing the potential for expanding HIA to meet this 

objective, an overview of HIA practices and their use in major development institutions and GMS 

countries is provided. 

 III. HEALTH IMPACT ASSESSMENT METHODS 

 A. The Scope of Health Impact Assessment (HIA) 

Health Impact Assessment (HIA) is broadly defined as ‘a combination of procedures or 

methods by which a policy, program or project may be judged as to the effects it may have on the 

health of a population’9.  It involves a range of methodologies from safeguarding as part of 

environmental and social impact assessments, participatory approaches, or cost benefit analysis.   

 B. HIA and Other Impact Assessments 

HIA is one approach in the wide field of impact assessment (IA).  IA seeks to identify the 

potential consequences of proposed activities, as opposed to the situation if they did not go 

ahead.  The most developed impact assessment approach is that of environmental impact 

assessment (EIA) which emerged from the environmental movement in the 1960s.  Some EIAs 

only investigate environmental considerations while others include the social10 and health 

impacts of development proposals.  Within EIAs, health is often assessed in relation to changes 

in water, soil and air quality.  There are advantages of integration due to less duplication of effort 

and less time needed to complete the overall assessment.  Integrating approaches reduce the 

likelihood of “impact assessment fatigue”11.  The downside of integration is that the various 

dimensions of health may not be provided adequate attention during consultation and risk 

assessment.  WHO defined health as ‘a state of complete physical, mental and social well-being 

and not merely the absence of disease or infirmity’12 The Gothenburg HIA framework established 

in 1999 highlighted that in addition to health considerations, four values would be emphasised in 

                                                

8
 2008 Asia and Pacific Regional Health Impact Assessment Conference, 24 April 2009, Chiang Mai, Thailand 

9
 European Centre for Health Policy. 1999.  Health impact assessment: Main concepts and suggested approach. The 

Gothenburg Consensus Paper, December 1999. WHO Regional Office for Europe 

10
 Social impact assessments (SIA) examine the social consequences of planned developments on issues such as 

demographics, gender, ethnicity, local employment and business opportunities, lifestyle, behaviors, social 

infrastructure and governance mechanisms 

11
 Integrated Impact Assessment (IIA). Association of Public Health Observatories, 2007.  

12
 International Health Conference, New York, 19-22 June, 1946 
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HIA, being democracy, equity, sustainable development, and ethical use of evidence13.  Various 

HIA models have emerged to meet integrated assessment, advocacy and equity demands. 

 

 C. Basic Models of HIA 

Most HIA in developing countries is conducted as part of integrated assessments to meet 

regulatory or statutory requirements.  This ‘safeguarding’ type of approach is most often 

observed as part of industry-funded major project assessments14 and the International Finance 

Corporations guidance on HIA15.  Economic analysis of health impacts is also undertaken by 

development banks to justify and advocate for investment in infrastructure that improves health 

outcomes. Three other approaches to HIA are outlined in this section using the typology provided 

by Harris and colleagues. 16  They include decision support, advocacy and community-based 

approaches.    

 1. Safeguarding 

 a. Comprehensive  

A comprehensive ‘safeguarding’ HIA includes collection of new data, literature searches 

and interviews with stakeholders using focus groups and surveys.  Baseline social and health 

characteristics of affected populations are gathered to determine potential health impacts.  

Quantitative models could also be developed to estimate the health impacts of the project.  A 

comprehensive approach is generally pursued for large projects, particularly if resettlement or an 

influx of people to the development is anticipated.  Comprehensive studies may take up to 4 

months and involve a number of specialists and survey enumerators.  Comprehensive studies 

have been supported by ADB for a number of hydro-electricity projects in the GMS.  The Nam 

Theun 2 Hydropower Project in Lao commenced operation in March 2010 and was subject to 

EIA, SIA and HIA.   

 b. Rapid Assessment 

Rapid ‘safeguarding’ assessments17  comprise literature review and a broad assessment 

of health impacts.  They are less labour intensive, typically taking an analyst 2-3 weeks and do 

not entail in-country consultation. The outcome of the desktop HIA may be the definition of scope 

                                                

13
 WHO Regional Office for Europe, European Centre for Health Policy. Health impact assessment: main concepts and 

suggested approach. December, 1999. 

14
 IPIECA. A guide to health impact assessments in the oil and gas industry. London: International Petroleum Industry 

Environmental Conservation Association; 2005 

15
 IFC. Introduction to health impact assessment. Washington DC: International Finance Corporation; 2009 

16
 Taken from Harris-Roxas B, Harris E, Differing forms, differing purposes: A typology of health impact assessment, 

Environ Impact Asses Rev (2010) 

17
 Taken from IFC 2009 



 

 

for the HIA, or whether further assessment of health impacts is required.  Rapid assessments are 

appropriate where considerable primary data is available and in situations where project impacts 

are thought to be limited.   

 c. Depth of Analysis and Cost 

IFC18 note there are no definitive guidelines to prescribe whether a project needs a 

comprehensive or rapid HIA.  Most HIAs fall between rapid and comprehensive classifications, 

involving desk top analysis, literature review and limited community consultation.   

 2. Economic Analysis of Health Impacts 

Economic analysis of health impacts at a development institution – such as ADB- typically 

begins at the early stage of project development.  In general, the purpose of economic analysis 

of health benefits is to justify investment and ensure the distribution of project benefits and costs 

are in line with project objectives. Most economic analyses of health impacts at ADB have utilised 

cost-effectiveness analysis. 

 a. Cost-effectiveness analysis 

The first step of economic analysis involves a comparison of costs in relation to health 

impacts from different project alternatives. Following the World Bank burden of diseases study in 

1993, disability adjusted life years19 have been commonly used by health economists as the 

metric for measuring health outcomes.  Using this approach the projected costs of a project a 

divided by the number of disability adjusted life years avoided to determine the cost effectiveness 

of a project.  If the cost per DALY avoided is less than GDP per capita in the implementing 

country, the project is deemed to be cost-effective.  Estimating lives saved and DALYs avoided 

requires extensive pre and post implementation burden of disease data. 

 b. Cost-benefit Analysis 

Cost-benefit analysis of health impacts generally requires health outcomes be valued in 

economic terms.  There are various possible approaches including willingness to pay for different 

health states using contingent valuation approaches and the ‘human capital approach’ to valuing 

labor productivity.  The main component of the human capital approach is the discounted present 

value of future income forgone due to premature death or morbidity.  Avoided medical and 

administrative costs also need to be added. 

                                                

18
 IFC. Introduction to health impact assessment. Washington DC: International Finance Corporation; 2009 

19
 The disability-adjusted life year (DALY) measures the number of years lost due to early mortality, or years lived with 

a disability.  See World Bank. 1993. World Development Report: Investing in Health. Washington. 
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 3. Other Approaches to HIA.   

Harris-Roxas 20 and colleagues categorise HIA into mandated (safeguarding), decision 

support, advocacy and community led approaches.  Decision support HIAs have been developed 

to assess policies and programs, rather than projects, with more consideration of the social 

dimensions of health.  Organisational learning processes are given greater consideration in this 

type of HIA, when compared to mandated safeguarding assessments.  They are usually 

conducted on a voluntarily basis and in a less formal manner.  The approach is most often used 

in developed economies, as part of health equity filtering of policies21 and for scoping the benefits 

of conducting HIA.  The authors also noted that HIA can also be used as an advocacy tool, with 

the objective of influencing decision-making. Used in this context, HIA aims to ensure health 

considerations are addressed in project and policy design.  The Chiang Mai Declaration on HIA 

and Gothenburg consensus both highlight the rights of people within affected communities to 

have a say in the formulation, implementation and evaluation of [decisions] that affect their 

wellbeing. To meet this demand communities are leading HIA.  Some 30 communities who may 

have been affected from mining, industrial, energy, water management and other developments 

have conducted community HIA in Thailand.  The process was thought to empower communities 

and make social values more transparent. 22   

D.  HIA Steps

All IA approaches follow the same general approach.  A proposal is screened to 

determine whether IA is warranted, then scoped to determine which issues require coverage.  

Risk assessment is undertaken; then a plan developed and implemented to mitigate key risks.  

All forms of HIA follow this structure.  They all involve establishing a project rational, screening, 

scoping, risk assessment, a health plan to mitigate identified risks and implementation and 

monitoring.  

 a. Project Description 

The first step of an HIA is to outline the rationale, objectives and activities of a proposed 

infrastructure development.  The description should include project scope, phasing, construction 

processes, types of equipment, volumes of inputs, and the nature of by-products. 

 

                                                

20
 Harris-Roxas B, Harris E, Differing forms, differing purposes: A typology of health impact assessment, Environ 

Impact Asses Rev (2010) 

21
 Harris P, Harris-Roxas B, Harris E, Kemp L. Health impact assessment: a practical guide. Sydney: UNSW Research 

Centre for Primary Health Care and Equity and NSW Health; 2007b. 

22
 Sukkumnoed D, Nuntavorakarn S, Phoolchaeron W, Sabrum N, Sukkumnoed R. Healthy public policy and health 

impact assessment in Thailand. Bangkok: Toward Healthy Society; 2005 



 

 

 b. Screening 

During screening the decision as to whether the proposal warrants HIA is determined.  

Direct and indirect influences of the project on health determinants need consideration. If these 

influences are deemed to be significant, then a HIA should be undertaken. 23  The decision to 

perform a rapid or comprehensive HIA is also executed during screening.  As already mentioned, 

such factors as the scale of the project, potential health, environmental and social hazards, and 

community concerns are taken into considerations, along with primary data availability. 

Box 1: HIA Steps 

 

 

                                                

23
 Tools for HIA. http://www.apho.org.uk/resource 
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 c. Scoping 

Scoping aims to identify the key issues that need to be considered in the HIA.  The 

Australian HIA guidelines state that ‘scoping firstly involves determining the factors to be 

considered, alternatives to the project, and the potential effects of the project to be considered.  

Secondly, prioritizing the issues to be addressed and determining the appropriate level of 

effort.’24 The geographical, timescale and population dimensions of the HIA are established at 

this stage. 

 d. Assessing Health Risks and Impacts 

Potential health impacts of a proposal are identified during risk assessment.  Both positive 

and negative impacts may be analysed.  Assessment of risk may be done by assessment against 

checklists or using qualitative techniques.  Some guidelines note that impacts could be quantified 

during risk assessment.  A review of 98 published HIAs in 2005 identified that quantitative 

techniques were used in only 16 studies25.  

 e. Public Health Plan.   

Risk management involves the assessment of various options to mitigate identified health 

risks and development of an action plan.  In considering an appropriate action plan it is noted that 

‘decision making will incorporate scientific, technological, social, economic and political 

information [and] alternative actions may be identified through a community consultation 

processes’.26  Plans are typically prepared for different sub-populations affected by the project 

and for different phases of development.   

 f. Monitoring and evaluation 

Monitoring and evaluation is required to determine whether the public health plan is 

effectively implemented and if the health status of the community has been sustained or 

improved.  Evaluation also provides feedback on the accuracy of risk assessments conducted 

during the HIA. 

 IV. HEALTH IMPACT ASSESSMENT PRACTICES 

 A. HIA in Development Institutions  

Only a small proportion (6%) of published HIAs have been conducted in developing 

countries27.  Most of these studies follow a safeguarding approach and tend to be project-

                                                

24
 Australian Department of Health and Aged Care. 2001. Health Impact Assessment Guidelines. September 

25
 Veerman JL, Barendregt JJ, Mackenbach JP. Quantitative health impact assessment: current practice and future 

directions. Journal of Epidemiology and Community Health 2005; 59: 361–70 

26
 Australian Department of Health and Aged Care. 2001. Health Impact Assessment Guidelines. September. 

27
 Winkler MS, Krieger GR, Divall MJ, Cisse G, Wielga M, Singer BH, Tanner M, Utzinger J. 2013. Bulletin of the World 

Health Organization, April 2013, vol./is. 91/4(298-305), 0042-9686;1564-0604 



 

 

orientated and triggered by large infrastructure projects.28  Development institutions require 

environmental and social mitigation strategies be integrated into the planning and implementation 

of investments with high environmental and social risks. Mitigation measures could relate to 

environment, safety of dams; pest management, indigenous peoples, involuntary resettlement, 

cultural property, and health and safety29  Most agencies integrate health mitigation within 

broader environmental and social considerations.  Policies at major development institutions and 

selected governments in the GMS are summarised in this section. 

 1. International Finance Corporation 

HIA guidelines30 were developed in 2009.  The objective of the HIA guidelines was to 

present methodological approaches to assess and mitigate potential community health impacts.  

The trigger for conducting HIAs as part of SIA/EIA is articulated in IFCs performance standards 

footnotes.  PS131 footnote (26) refers to disclosure of project information and that the decision to 

conduct a HIA depends on the scale, risk and impacts of a project.  Depending on the scale of 

the project mitigation could range from IAs to summaries of key issues and commitments.32 

 2. International Petroleum Industry Environmental Conservation 

Association 

The global oil and gas industry association for environmental and social issues (IPIECA) 

developed guidelines33 in 2005 using similar a similar framework and expertise as the IFC 

guidelines. The guide defines and outlines the purpose and value of HIAs within the oil and gas 

industry.  It is noted that impact assessment in the industry has evolved from environmental 

performance, to include a greater social focus, where they are increasingly asked to address 

health problems outside of occupational health and safety within the geographical boundaries of 

a proposed project. The decision to undertake a comprehensive HIA is also governed by the 

size, complexity and profile of concerned projects.   

                                                

28
 Krieger GR, Utzinger J, Winkler MS, Divall MJ, Phillips SD, Balge MZ, Singer BH. Barbarians at the gate: storming 

the Gothenburg consensus. Lancet 2010; 375: 2129–31 

29
 World Bank Safeguard policies. Available at http://www.worldbank.org/safeguard.  

30
 Section 1 addresses the types of HIAs, and how to determine which type of HIA is appropriate for the project. It also 

describes how an HIA fits into the social and environmental impact assessment process. Sections 2 and 3 explain 

when a comprehensive HIA may be required.  Sections 4 and 5 focus on the required levels of analysis and the 

baseline data needs. Sections 6 and 7 address health-specific stakeholder engagement and risk assessment 

aspects. Sections 8 and 9 provide information on the development of the health action plan and monitoring and 

verification,  

31
 IFC. 2012. Performance Standard 1 - Assessment and Management of Environmental and Social Risks and 

Impacts. January, 2012 

32
 Personal Communication. D. Baird, Senior Social Specialist, IFC, Environment and Social Development Department. 

1
st
 July. 2013. 

33
 IPIECA. A guide to health impact assessment in the oil and gas industry. London: International Petroleum Industry 

Environmental Conservation Association, 2005 
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 3. International Council of Mining and Minerals 

ICMM developed a set of tools34 in 2010 to help practitioners assess and address health 

risks posed by hazards in the mining and metals sector.  The guidance is designed to 

complement IFC and IPIECA safeguarding and accompanies the 2009 Good Practice Guidance 

on Occupational Risk Assessment.  The tool provides an overview of how mining can affect 

health, summarises the HIA approach proposes a rapid assessment methodology. The guide 

stresses the need to integrate health impact assessment with environmental and social impact 

assessments. 

 4. World Bank 

The World Bank has a range of environmental and social safeguard policies and a 

separate policy framework for using country systems. The World Bank provided input for the 

2009 IFC HIA guidelines.  Given the Bank's 2-3 year lead time in project preparation, 

safeguarding specialists at the bank anticipated the number of projects warranting HIA would be 

very low.35  Environmental, Health, and Safety (EHS) Guidelines have been developed for 

different industries and are used in conjunction with safeguard policies. Clients are expected to 

refer to the EHS Guidelines together with other internationally recognized sources when 

evaluating mitigation strategies for a project. The numerical guidelines and performance 

indicators are considered to be default values applicable to new projects.  These guidelines are 

currently being revised by the IFC.  The objectives of the intended revision are to develop revised 

benchmarks to reflect the current state of good international practice36.   

 5. European Investment Bank 

The EIB's environmental and social safeguard policies are derived from the 2006 

Declaration on the European Principles for the Environment (EPE) supported by the EIB and a 

number of major European multilateral financing institutions37.  The policies do not contain explicit 

HIA procedures in relation to when an assessment should be conducted or how an HIA needs to 

be advanced in the course of due diligence. HIA currently rests on the assessment of the nature, 

severity and probability of impacts on public (and/or occupational) health as well as the 

                                                

34
 ICMM. Good practice guidance on health impact assessment. London: International Council on Minerals and Metals, 

2010 

35
 Personal Communication. H. Van Veldhuizen, Lead Environmental Specialist, Operations Policy and Country 

Services, World Bank. 2
nd

 July, 2013.  

36
 Technical Revision of World Bank Group Environmental, Health, and Safety Guidelines, Approach Paper, February 

2013.  

37
 The Council of Europe Bank (CEB), the European Bank for Reconstruction and Development (EBRD), the European 

Investment Bank (EIB), the Nordic Environment Finance Corporation (NEFCO) and the Nordic Investment Bank 

(NIB); www.eib.org/epe 



 

 

professional judgement exercised by the assigned social development specialist who determines 

whether an HIA is required38. 

 6. PREVENT Program 

The USAID-supported PREVENT program notes the International Finance Corporation 

(IFC) have procedures to conduct HIA.  Although these guidelines include veterinary and 

zoonotic diseases, they emphasize vector-borne diseases and diseases of livestock and 

domestic animals39. USAID-PREVENT have developed a supplemental guide for incorporating 

risk assessments of emerging infectious diseases of zoonotic origin.  Key risks include, amongst 

others, resettlement and influx increasing person-to-person contact and amplification of disease; 

water management providing insect-breeding habitat; and increases in the potential for shared 

use of water between humans and wildlife. 

 7. Asian Development Bank 

In 1992, ADB published its first guidelines40 on the conduct of health impact assessment 

of development projects. A second publication41 came a decade later in 2003. While 

bothguidelines were applied by WHO and other partners, ADB's own HIA practice focused on a 

safeguards approach to reduce negative health impacts, specifically through social assessment, 

and community and occupational health and safety. HIA has started to be operationalized at the 

project level under EIA, mostly for Category A and B for environment, following harmonized 

guidelines for multilateral development banks.  Only for HIV/AIDS mitigation may it be possible to 

analyze if more proactive health approaches in infrastructure and other non-health activities can 

yield better health outcomes.  

The current Safeguard Policy Statement (SPS) which encompasses environmental and 

social safeguards for ADB's operations was adopted in 2009. The objectives of the SPS are ‘to 

avoid, or when avoidance is not possible, to minimize and mitigate adverse project impacts on 

the environment and affected people, and to help borrowers strengthen their safeguard systems 

and develop the capacity to manage environmental and social risks’.   

In the case of environment, this involves pollution considerations impacting human health, 

along with occupation and community health.  As part of involuntary resettlement and indigenous 

safeguards, communities need to be provided resettlement plans that ensure that livelihoods and 

standards of living of displaced persons are improved, or at least restored to pre-project (physical 

and/or economic) levels.  Access to health facilities is one such consideration.  Health 

considerations follow standards in the World Bank Group’s Environment, Health and Safety 

Guidelines.  These guidelines cover sectors such as forestry, agribusiness/food production, 

                                                

38
 Personal communication, E. Kyrou, Social Development Specialist, Environment, Climate and Social Office (ECSO) 

Projects Directorate, European Investment Bank. 10
th

 July 2013. 

39
 Proposed Supplemental Guidance to the IFCs Introduction to Health Impact Assessments, June 2012 

40
 Birley, M. and Peralta, G. (1992) Guidelines for the Health Impact Assessment of Development Project, Asian 

Development Bank Environment Paper No. 11.  

41
 Peralta, G.L. and Hunt, J.M. (2003) A Primer on Health Impacts of Development Programs, ADB Manila 
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chemicals, oil and gas, power (wind energy, geothermal, thermal, transmission), mining, 

manufacturing, and general infrastructure42.  

ADB’s long term strategy, known as Strategy 2020,43 states the bank ‘will contribute to 

improvements in health mainly through infrastructure projects such as water management and 

sanitation and through governance work that focuses on public expenditure management for 

cost-effective delivery of health programs and services to all population groups’. At a strategic 

level, it logically follows, that health considerations should be articulated in operational plans and 

policies for key sectors such as transport, energy and water. 44  The Sustainable Transport 

Initiative Operational plan 201045, Energy Policy 200946 and 2011 Water Operational Plan47 

include health considerations to varying degrees.  For example, an objective of sustainable 

transport system development is improving access with consideration of accident and pollution 

implications for human health.48 The 2009 Energy Policy49 states that MDG targets (including 

health) could not be met without access to modern energy as the burning of traditional biomass 

results in higher incidence of health problems, such as bronchial diseases, and lower 

productivity.  Research by ADB’s evaluation department examining the impact of electrification 

on general human health in rural Bhutan supports this conclusion, with 2.8, 5.6 and 13.5% less 

incidence of cough, respiratory problems eye irritation in households connected to electrification 

as a result on an ADB project50.   

                                                

42
 Water and Sanitation, Waste Management Facilities, Health Care Facilities, Retail Petroleum Networks, Crude Oil 

and Petroleum Product Terminals, Telecommunications, Toll Roads, Gas Distribution Systems, Shipping, Airlines, 

Airports, Ports, Harbors and Terminals, Railways, Tourism and Hospitality Development 

43
 ADB. 2008. Strategy 2020: Working for an Asia and Pacific Free of Poverty,  

44
 ADB. 2009. An operational plan for improving health access and outcomes under Strategy 2020, ADB. Manila 

45
 ADB. 2010. Sustainable Transport Initiative Operational Plan, ADB. Manila 

46
 ADB. 2009. Energy Policy, ADB. Manila. 

47
 ADB. 2011. Water Operational Plan 2011-2020. ADB. Manila 

48
 The contribution of vehicle emissions to high air pollution levels and implications for respiratory ailments and other 

disease are noted in the sector plan. Similarly, the contribution of road accidents to the estimated 1.18 million global 

deaths and millions of injuries is recognized. 

49
 Based on study by Modi, V., S. McDade, D. Lallement, and J. Saghir. 2006. Energy Services for the Millennium 

Development Goals. New York: Emergency Sector Management Assistance Programme, United Nations 

Development Program, United Nations Millennium Project, and World Bank. 

50
 ADB. 2010. Asian Development Bank's Assistance for Rural Electrification in Bhutan - Does Electrification Improve 

the Quality of Rural Life, IED. Manila. 



 

 

BOX 1.  HIV Impact Assessment in Infrastructure Projects  

Following on from Strategy 2020, a target of 70% of all ADB infrastructure projects 

having HIV/AIDS mitigation components initiated as a result of social and poverty analysis 

was envisaged51.  A number of pilot prevention programs have been undertaken in the GMS 

to develop guidance for mitigation activities.  They include the Baolong Healthy and Safe 

Action (BHSA) Project52 as part of the $582 million Western Yunnan Roads Development 

Project in the People’s Republic of China (PRC). The $1 million HIV prevention program 

focussed on providing prevention services in a range of settings, and was followed by 

evaluation that found HIV knowledge and condom use with risky sex had improved in most 

groups except unskilled workers and drivers. 53  The 22-km Northern Economic Corridor 

Project in Lao People’s Democratic Republic also incorporated an awareness and 

prevention education program on HIV, illicit drug use and human trafficking valued at 

$340,459.54  Energy projects, such as the O Mon Thermal Power Project in southern 

Vietnam, included around $223 thousand to support activities encompassing HIV/AIDS/STI 

awareness and promote behaviour change among construction workers, health care 

providers, community population, and commercial sex workers.  

 

Key issues which posed a challenge to the development of HIV risk mitigation 

programming included a lack of HIV and AIDS data associated with mobility and the 

infrastructure sector, a need for a harmonized approach when engaging government 

counterparts and the lack of specifications for a minimum package of HIV prevention 

activities.  Given the large number of HIV prevention sub-projects required to meet a target 

of 70% of infrastructure projects having this component there is a need for non-health project 

officers being able to effectively assess the need for HIV-related mitigation and effectively 

design and implement HIV/AIDS programs.  Within the bank’s Strategic Directions Paper on 

HIV/AIDS 2011–2015 it was also noted that tools would be developed for monitoring the 

implementation of contractual obligations on HIV prevention by construction contractors.  It 

was not clear during consultations as part of this HIA assessment as to whether this had 

occurred.  Concern was expressed among interviewed staff about the inability of local 

contractors to implement HIV prevention activities and that monitoring was inadequate. 

 

 

                                                

51
 ADB. 2011. Strategic Directions Paper on HIV/AIDS 2011–2015, RSDD, Manila. 

52
 ADB. 2010. Practice guidelines for harmonizing HIV prevention initiatives in the infrastructure sector. ADB.  

53
 ADB. 2003. Report and Recommendation of the President to the Board of Directors on a Proposed Loan to the 

People’s Republic of China for the Western Yunnan Roads Development Project. Manila 

54
 ADB. 2007. Northern Economic Corridor Project: Promoting HIV Prevention in the Lao PDR. A case study in HIV 

and Infrastructure: ADB Experience. Manila 
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 B. HIA in South East Asia 

 1. Cambodia55 

In 1993 the Royal Government of Cambodia enacted legislation to protect the 

environment and health of the people in Article 59 of the Environmental Protection Act.  HIA 

legislation is also being developed.  A National Committee for Environment and Health was 

established in 2006, although a HIA policy has not yet been approved.  HIA is seen as having the 

potential to be combined with other impact assessments such as EIA, SIA, Cumulative Impact 

Assessment and Strategic Environmental Assessment.  A major challenge is advocacy to 

engender political commitment. 

 2. Laos 

A HIA policy was developed and approved by Prime Minister in March 2006.  Decree No: 

54/MP, 23/03/2006 on the declaration of use and Implementation of National Policy on HIA was 

issued to implement the law.  The policy aims to contribute to poverty alleviation and 

sustainability through the timely identification of adverse health effects of development and 

opportunities for health protection and promotion in the planning.56 The country has established a 

HIA team and focal point and prepared practical guidelines for HIA.  Large projects such as Nam 

Theun II requested HIA, which was undertaken with the assistance of WHO, the Ministry of 

Health and experts.  HIAs have also been considered for traditional artisanal mining activities, 

indoor air pollution and assessments of climate change impacts.   

 3. Thailand 

The introduction of the National Health Act in 200757 and amendments to the Thai 

Constitution in the same year58 clarified the nature and purpose of HIA.  In 2010, 11 types of 

projects were specified in Section 67 of the Constitution as requiring an EHIA 59: Projects include 

offshore or coastal landfill, mine operations, industrial estate, petrochemical productions, steel or 

ore mills, production, modification or disposal of radioactive material in operations of hospital, 

veterinarian clinics, or research, disposal facilities, airports, piers and ports, dams or reservoirs 

and non-gas power plants  Key challenges for further advancing HIA in Thailand include 

increasing the number of experts with experience of conducting HIA, developing a common 

understanding of definitions, process, and limitations of HIA and improvements in health data 

                                                

55
 2

nd
 Workshop of ASEAN Focal Point on HIA (AFPHIA) October 4-6, 2012 Bangkok, Thailand 

56
 Health Needs Assessment in Impacted Populations Surinder Kaul et al Proceedings of the International Association 

For Impact Assessment Conference, 5-9 May 2008. Perth. Australia 

57
 http://whothailand.healthrepository.org/bitstream/123456789/590/1/National%20Health%20Act_2007.pdf 

58
 The law recognizes the ‘right of a person to participate .. in the protection, promotion and conservation of the quality 

of the environment for usual and consistent survival in the environment which is not hazardous to his health and 

sanitary condition, welfare or quality of life, shall be protected appropriately’.  

59
 http://healthimpactassessment.blogspot.com.au/2010/08/thailands-health-impact-assessment.html 



 

 

sets, health indicators, and health criteria for HIA. HIA guidelines for local people need to be 

developed to improve the general understanding of EIA and HIA. 

 4. Vietnam 

The Law on Environmental Protection was issued in 1993 and the associated decree 

regulates HIA as a part of EIA.  Currently HIA focuses on assessing occupational health.  The 

Law on Prevention and Control of Infectious Diseases was issued in 2007 and states in Item 2, 

Article 17 ’that all projects on construction of industrial area, urban area, residential parks, 

healthcare facilities of infectious diseases can be built only after having the HIA evaluation’.  

Technical guidance on how to implement this law has not yet been issued.  An HIA Guideline’s 

has recently been developed. It provides an overview of rapid and comprehensive assessment 

methods, states the intensity of conducting HIAs should be appropriate to the level of existing 

resources and capabilities, the scope of the project and the size of potential impacts.  The 

Ministry of Health with support from WHO and the Asian Development Bank implemented a pilot 

HIA for the Song Bung 4 Hydroelectric plant in 200760.  Viet Nam is working to streamline 

procedures for planning, design, implementing, and monitoring development projects, as outlined 

in the Hanoi Core Statement on Aid Effectiveness.  This statement commits partners to use 

strengthened country safeguarding systems, with at least 30% of project assessments being 

carried out using government systems.  Scope for strengthening HIA systems, capacity 

development and policy support needs to be assessed. 

 5. Malaysia 

On April 1, 1988, the Environmental Quality Act of 1974 was enforced, with the overall 

aim of ensuring the environmental impact of developmental projects by requiring an EIA. The 

EIA, was defined in the legislation as “the process of identifying, predicting, evaluating and 

mitigating the biophysical, social, and other relevant effects of development proposals prior to 

major decisions being taken and commitments made61.” Similarly, the Department of 

Environment notes that environment impact corresponds to the “net change in man’s health and 

well-being, including the ecosystems on which man’s well-being depends, that results from an 

environmental effects.”  Thus, HIA to a limited extent has already been incorporated into the EIA.  

 

 6. Philippines 

Presidential Decree number 1586 Philippine Environmental Impact Statement in 1978 

requires an Environment Compliance Certificate (ECC) for environmentally critical projects and 

projects within environmentally critical areas.  The 1997 Philippine National Framework and 

Guidelines for Environmental Health Impact Assessment feeds into the ECC as a secondary 

requirement prior to obtaining approval for project construction.  

                                                

60
 Nguyen Huy Ng. 2012. 1st HIA for ASEAN Workshop held on 13-14 February 2012, Phuket, Thailand 

61
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 V. FINDINGS AND RECOMMENDATIONS 

 1. Limited Awareness of Health Implications from Infrastructure 

Development 

There appears to be a lack of awareness and appreciation of the health-related 

implications of infrastructure development.  In the case of ADB, only a limited number of project 

monitoring frameworks in water, transport, education and agriculture were found to have health-

related indicators.  In a recent study of ADB’s support for the MDGs, it was calculated that some 

63%62 of financing that was not classified as directly supporting MDGs was in major infrastructure 

sectors such as energy and transport63.  Efforts have been made in the past to encourage staff to 

consider health affects in projects and publications such as ADB. 2003. A Primer on Health 

Impacts of Development Programs were developed to provide menus of indicators for agriculture 

and forestry, water and sanitation, energy, transport, urban development, education Sector, 

public-private partnerships and regional public goods.  Clearly greater efforts are required to 

raise awareness of the health impacts from these types of investments.  The development of 

user friendly ‘tip sheets’ such as those for gender, and thematic studies could help in this regard.   

 2. Identify Priority Sectors 

Not all infrastructure development will have significant health implications.  Water and 

sanitation projects have been identified as having large health benefits.  Potential benefits may 

also be evident in sectors where health indicators are not commonly used.  Improved sanitation 

in the education sector, guarding against creating refuges for vector-borne disease as part of 

irrigation projects or improving solid waste management in urban development projects may 

equally have important health benefits.  HIA commentators64 have noted that two major issues of 

critical importance to human health in the Asia are water and biodiversity.  Case studies should 

be conducted to highlight the potential magnitude of these benefits, or costs, in high health 

impact sectors currently neglecting health considerations.   

 3. Better Health Indicators 

Some sectors are developing indicators to better track health outcomes.  For example, 

the ADB transport sector is developing the Sustainable Transport Appraisal Rating (STAR) tool 

for assessing the sustainability of ADB’s transport projects.  The tool measures improved access 

to health care, reduced transport-related pollutants and cutting accident rates.  In the case of 

water and sanitation, mortality rate indicators are included in project monitoring.  A major gap in 

water sector health impact analysis is establishing causality between mortality data, project 

coverage, facility utilization, and output data at the project level.  Systematic reviews have, 

however, established the link between water quality and mortality.  The need for confirming this 

                                                

62
 ADB. 2013. ADB’s Support for Achieving the Millennium Development Goals, IED, Manila. 

63
 From the standpoint that MDGs were designed to mobilize effort beyond the usual attention of governments and aid 

agencies  

64
 Harris-Roxas B. Health impact assessment in the Asia Pacific. Environ Impact Assess Rev 2011;31:393-5 



 

 

relationship in every project is costly.  The use of proxy indicators such as water quality could be 

used as a surrogate measure for health impacts in such cases.  A range of proxy indicators 

should be identified for health benefits (eg. water, soil and air quality) in other sectors where 

empirical evidence of causality is sound.  Identifying proxy health indicators that professionals in 

each field commonly use may facilitate greater attention to project level health benefit 

determination.  A literature review and consultation with experts to identify useful proxies, along 

with development of indicator tip sheets may help facilitate use of health-related indicators. 

 4. Guidance on Using HIA   

Most development institutions have adopted an integrated approach to HIA, as part of EIA 

or SIA processes.  The templates and timeframes for rapid and comprehensive approaches are 

provided in the IFC guidelines.  Given the time pressures associated with project processing it is 

likely most development financing agencies will continue to follow this type of approach.  

Although health considerations are thought to be given insufficient attention in some cases, HIA 

integrated within an EIA process reduces duplication, costs of consultation and leverages 

existing impact assessment approaches.  Reviews65of the use of HIA have noted key challenges 

to greater adoption are a lack of clarity about the definition of HIA and its methodological criteria; 

limited capacity for HIA practice; lack of cooperation between sectors and difficulties of budgeting 

and project management when integrated HIAs are being conducted66.  Guidance notes need to 

be developed on when to undertake an HIA.  Most current triggers relate to the scale or 

sensitivity of project risks.  Triggers should be more explicit and specify whether rapid or 

comprehensive assessment is required.   

 5. Capacity Development  

Countries need to develop their own systems for delivering safeguards. This objective is 

in line with the Paris Declaration on Aid Effectiveness.  Many national safeguarding systems are 

not equivalent to development institutions and legislation may not support HIA.  In the case of 

ADB, a large number of IAs are conducted by borrower countries.  A review of country led and 

ADB supported assessments is required to identify whether health impacts are covered in 

sufficient detail and any gaps in current practice identified.  Training activities and education 

should be pursued to improved HIA practice and augment the body of health professionals able 

to conduct HIA.  WHO’s Western Pacific Regional Office has established a thematic working 

group for HIA, with more than 1000 HIA practitioners across Asia67. ASEAN has been active in 

developing HIA capacity and networking across the region.  The Regional Forum on Environment 

and Health in Southeast and East Asian Countries established a thematic working group on HIA 

in July 2010 to share information and knowledge on HIA practices, to develop and promote HIA 

and to build capacity. 

                                                

65
 Lee JH, Röbbel N and Dora C. Cross-country analysis of the institutionalization of Health Impact Assessment. Social 

Determinants of Health Discussion Paper Series 8 (Policy & Practice). Geneva, World Health Organization, 2013. 

66
 Birley M. Health impact assessment: Principles and practice. London: Earthscan, 2011 
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 Winkler MS, Krieger GR, Divall MJ, Cisse G, Wielga M, Singer BH, Tanner M, Utzinger J (2013) Bulletin of the World 

Health Organization, April 2013, vol./is. 91/4(298-305), 0042-9686;1564-0604 
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 6. Improved Monitoring and Evaluation.  

An ADB evaluation of the bank’s current safeguard policies noted that considerable 

emphasis was placed on meeting procedural requirements and milestones during project 

processing, however limited supervision was provided in achieving results during project 

implementation.  The study noted that ‘there is almost no monitoring of environmental matters 

after project completion’.  This observation was also made during this review when discussing 

health mitigation strategies under current safeguarding - particularly in relation to HIV prevention.  

A review of the constraints on implementing HIV prevention and current performance of HIV 

prevention within infrastructure projects is required.  Methods for improving monitoring and 

evaluation, such as strengthening project completion reporting were suggested as means for 

addressing this issue. 

 7. Studies and Advocacy 

An interest in enhancing the health impacts of projects, and minimising negative impacts 

needs to be fostered.  WHO note that ‘the promotion of HIA in the developing world is 

constrained by the small number of available references of best practice that can be used as 

benchmarks for future HIA.. [and]..experience gained in HIA practice in the high-income countries 

is rarely directly applicable to a low- or middle-income country context68. Where appropriate; 

development agencies and governments should pilot HIAs in sectors currently lacking these 

assessments.  Economic appraisal is commonly used to justify investment.  Health benefits are 

infrequently considered due to methodological complexities associated with human health 

valuation.  It is unlikely health considerations would be included in routine project processing 

assessments due to this constraint.  Economic case studies should be undertaken where health 

benefits are not currently perceived to be significant to engage stakeholders from non-health 

fields. 

                                                

68
 Erlanger TE, Krieger GR, Singer BH, Utzinger J. The 6/94 gap in health impact assessment. Environ Impact Assess 

Rev 2008;28:349-58 
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Introduction to five country studies 

The 2010 Global Consultation on Migrant Health, building on the 2008 World Health 

Assembly’s resolution on the Health of Migrants, proposed a framework of action points to 

promote migrant health and provide migrant sensitive policies and practices. 1  The four 

components of this framework are:  

 Monitoring migrant health (for example, ensure the standardization and comparability 

of data on migrant health);  

 Policy and legal frameworks (for example, implement national health policies that 

promote equal access to health services for migrants) 

 Migrant sensitive health systems (for example, enhance the capacity of the health and 

relevant non-health workforce to address the health issues associated with migration 

 Partnerships, networks and multi country frameworks (for example, address migrant 

health matters in global and regional consultative migration, economic and development 

processes 

This framework emphasizes the need to simultaneously focus on the health of migrants 

(for example, extend social protections in health and improve social security for all migrants as a 

part of actions on policy and legal frameworks), as well as a focus on health systems that 

respond to and address migrant and border health issues (for example, ensure continuity and 

quality of care for migrants in all settings). The Concept Paper alongside these five country 

studies, Border Health: Concepts, Models, and Applications for the Greater Mekong Subregion, 

goes into these themes and areas in further depth.  

Some notes on the scope and structure of these papers are warranted. Firstly, the five 

papers are country papers for Cambodia, Thailand, Lao PDR, Myanmar and Vietnam. While 

Yunnan Province and Gungxi Zhuang Autonomous Region in China are considered part of the 

Greater Mekong Subregion, these areas are not addressed in these papers. Secondly, while 

there is considerable internal migration within countries in the region, primarily from rural areas 

to the large urban centers, the focus of this analysis is on influences on border health in each 

country, and cross-border migration. Thirdly, the health of migrants in receiving countries is 

primarily addressed in the country report on the receiving country – for example, the health of 

migrants from Vietnam living in Thailand is addressed in the paper on Thailand, rather than the 

paper on Vietnam.  

Each of the five country studies includes the following sections: 

 Demographic, economic and social background; 

 Health status – a broad overview of health status from a national perspective; 

                                                        

1
 WHO, Health of migrants: the way forward - report of a global consultation, Madrid, Spain, 3-5 March 2010.  
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 Health systems – using the WHO’s six building blocks of health systems, providing an 

overview of health service delivery, health workforce, health information systems, access 

to essential medicines, financing, and leadership/ governance; 

 Migration and border specific health issues; 

 Migration and border specific health systems issues;  

 Policies, legal frameworks and institutions; and  

 Data gaps and challenges.   

In an effort to provide comprehensive information to address these areas, these papers 

are based on a wide range of data sources, which include international organizations, national 

health systems and institutions, published academic literature, and grey literature from non-

governmental organizations and research institutions.  

Following the five country studies, recommendations and conclusions are provided that 

tie together common themes found in each of the individual studies.   

Cambodia country study 

I. Background:  

 
Cambodia has a population of 14.31 million, and shares a 541 km border with Lao PDR, a 803 

km border with Thailand, and a 1,228 km border with Vietnam. The Mekong Border Disease 

Surveillance initiative collects cross-border information on the following provinces that border 

Vietnam, Thailand or Lao PDR: Stung Treng (bordering Lao PDR, population of 111,734)2, 

Banteay Meanchey (bordering Thailand, population of 678,000)3, Takaeo (bordering Vietnam, 

population 843,931)4, Kampot (bordering Vietnam, population 627,884)5, Battambang province 

(bordering Thailand, population 1,036,523) 6 , Svay Rieng (bordering Vietnam, population 

482,785) 7 , Kampong Cham (bordering Vietnam, population 1.68 million) 8 , and Koh Kong 

                                                        

2
 National Institute of Statistics, Ministry of Planning, Government of Cambodia, 2008  

3
 Ibid.  

4
 Ibid.   

5
 Ibid.  

6
 Ibid.  

7
 Ibid.  
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(bordering Thailand, population 139,722).9 Koh Kong has been identified as both a destination 

and transit point, where internal migrants within Cambodia come to work and then move on to 

Thailand.10 Other border provinces include Mondolkiri province, bordering Vietnam (population 

60,811) and Kratie (bordering Vietnam, population 318,523).11 Life expectancy in 2012 was 

63.612 and 35% of the population is under the age of 15.13 Cambodia ranks 138th in the UNDP 

Human Development Index, and according to the most recent UNDP data, 22.8% of the 

population of Cambodia live on under $1.25 PPP per day, and 30.1% of the population live 

below the national poverty line. 

 Cambodia’s primary exports are petroleum products, cigarettes, gold, construction 

materials and machinery, and 24.6% of its exports go to Thailand, while 20.6% go to Vietnam. 

There is already considerable cross-border movement and trade, particularly from Cambodia to 

Thailand, and current and future plans for increased economic integration may impact border 

health issues. For example, there are a number of activities underway to boost trade between 

Thailand and Cambodia, with a new Joint Commission on Border Area Development and 

Connectivity planning two special economic zones, between Sa Kaeo province in Thailand and 

Banteay Meanchey province in Cambodia, and Trat province in Thailand and Koh Kong province 

in Cambodia.14 Cambodia has also recently set up a Joint Trade Commission with Lao PDR in 

an effort to increase cross-border trade.15 Economic analysis indicates that while there has been 

considerable economic growth over the past decade, this has not benefitted the poorest 

segments of the population,16 and has not contributed sufficiently to increased employment.17 

                                                                                                                                                                                   

8
 Ibid.  

9
 Ibid.  

10
 Raks Thai Foundation, Source, Transit, Destination and Back Again: An assessment of possible cross-border 

linkages to improve Cambodian migrants’ health, 2007.  

11
 National Institute of Statistics, Ministry of Planning, Government of Cambodia, 2008 

12
 UNDP, Human Development Report: The Rise of the South, 2013.  

13
 National Institute of Statistics, Directorate General for Health, and ICF Macro, 2011. Cambodia Demographic and 

Health Survey 2010.  Phnom Penh, Cambodia and Calverton, Maryland, USA: National Institute of Statistics, 

Directorate General for Health, and ICF Macro.  

14
 http://www.bangkokpost.com/breakingnews/354563/more-checkpoints-to-be-launched-on-thai-cambodian-

border  

15
 http://www.phnompenhpost.com/business/cambodia-eyes-laos-trade  

16
 World Bank, Equity, Growth and Poverty Reduction in Cambodia, 2007. 

17
 Kingdom of Cambodia, Policy on Labour Migration for Cambodia, 2010.  
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 Widening disparities within rural areas may continue to contribute to internal migration 

and cross-border migration as a livelihood strategy.18 

II. Health status – national level  
 

 Health status in Cambodia, across a number of indicators, is amongst the lowest in the 

Western Pacific region, with indicators of neo-natal mortality, maternal mortality and rates of 

infectious diseases generally higher than neighboring countries and other countries in the region.  

 The 2010 Global Burden of Disease Study found that the highest-ranking causes of 

years of lost life [YLLs] in Cambodia were lower respiratory infections, ischemic heart disease, 

cerebrovascular disease and pre-term birth complications.19 Diarrheal diseases, as a cause of 

disease burden, showed the largest decrease in contribution to disease burden from 1990 to 

2010. In terms of morbidity, the top fives causes of years lived with disability are iron-deficiency 

anemia, major depressive disorder, low back pain, chronic obstructive pulmonary disease, and 

tuberculosis. Leading causes of DALYs in 2010 that were not leading causes in 1990 were 

ischemic health disease, cerebrovascular disease, road injury, and major depressive disorder. 

Differences in leading cause of DALYs between 1990 and 2010 show that, overall, the disease 

burden of non-communicable diseases and injuries is increasing, while communicable, maternal, 

neonatal and nutritional causes are decreasing. However, compared to the regional average, 

Cambodia has higher years of life lost due to communicable diseases and lower due to non-

communicable diseases.20 The top three risk factors accounting for disease burden overall in 

Cambodia are dietary risks, household air pollution from solid fuels and tobacco smoking, while 

for children under 5 it is childhood underweight.  

 Prevalence of tuberculosis per 100,000 population is 817, compared to a regional 

average of 138; prevalence of HIV per 100,000 population is 447 compared to a regional 

average of 72, and prevalence of malaria per 100,000 population is 1353 compared to a regional 

average of 104. High levels of multi-drug resistant malaria have been found in some areas.21 

The burden of TB in Cambodia is high, with prevalence of 817 per 100,000 population.22 

  

                                                        

18
 World Bank, op. cit.  

19
 Institute for Health Metrics and Evaluation, Global Burden of Disease Country Profile: Cambodia, 2010.  

20
 WHO, Vietnam Country Profile, 2010.  

21
 WHO, Roll Back Malaria Monitoring and Evaluation Profile, 2005.   

22
 http://hiip.wpro.who.int/hiip/ 
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 UNICEF data indicates that across a number of indicators, reproductive health is a 

significant challenge in Cambodia. However, a number of indicators have improved significantly, 

as shown in the recent Cambodia Demographic and Health Survey. For example, in 2005, 44% 

of births were attended by a skilled health provider, whereas in 2010, this figure was 71%.23 The 

maternal mortality ratio – 250 per 100,000 births – is high for the region, which has an average 

of 49 [see Textbox 1, below].24 Services and treatment for key child health challenges are also 

limited, with only 50% of children under 5 with diarrhea receiving oral rehydration therapy or 

increased fluids, with continuous feeding. 25 Under-5 mortality dropped from 83 per 1,000 live 

births in 2005 to 54 per 1,000 live births in 2010. The percentage of children with suspected 

pneumonia taken to a health provider has risen from 37% in 2000 to 48% in 2005, and the 

percentage of infants who are exclusively breastfed under 6 months rose from 12% to 60% from 

2000 to 2005.26 In 2010, 28% of children under 5 years of age were underweight, and 8.2% of 

newborns were considered low birth-weight.27 

 Mental disorders are a significant concern in Cambodia. A study of post-conflict mental 

health in four countries found a prevalence of 28.4% Post Traumatic Stress Disorder, with the 

following risk factors: conflict-related trauma after 12 years, psychiatric history and current 

illness, death or separation in the family and alcohol abuse in parents.28 Additional data on the 

prevalence of common mental disorders is limited, however, prevalence of depression and 

anxiety is suspected to be high. In order to respond to these challenges, a number of programs 

and activities have been developed, including efforts to train more psychiatrists 29  and 

implementation of community-based mental health activities in rural areas.30 

 

                                                        

23
 Cambodia Demographic and Health Survey 2010 Factsheet.  

24
 WHO, Vietnam Country Profile, 2010. 

25
 UNICEF, Maternal, Newborn and Child Survival Country Profile, 2008.  

26
 Ibid.  

27
 http://hiip.wpro.who.int/hiip/ 

28
 De Jong, et al. Lifetime events and posttraumatic stress disorder in 4 postconflict settings, JAMA, 2001.  

29
 http://www.iom.int/cms/en/sites/iom/home/what-we-do/migration-health-2/health-of-migrants-in-

crisis/cambodian-national-program-for-mental-he.html 

30
 Somasundaram, D. and van de Put, W. Mental Health Care in Cambodia, Bulletin of the World Health 

Organization, 2011.  
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Textbox 1: Improving maternal health  

While the 2010 DHS indicators significant improvements in maternal and child health 

indicators in Cambodia, Cambodia still lags significantly behind its neighbors and remain 

significant public health problems throughout the country. To address these issues, the 

Government of Cambodia initiated the 2010-2015 Fast Track Initiative Road Map for 

Reducing Maternal and Newborn Mortality. The WHO states that with the initiative, “the 

Ministry of Health signals its intention to allocate national resources [to this issue], and 

its desire for development partners to similarly support with funds and technical 

assistance.”31 The strategy has identified a number of priority areas and interventions – 

including emergency obstetric and newborn care, skilled birth attendance, safe abortion 

and removing financial barriers to access to services – and has put in place activities to 

reach these objectives, as well as mobilizing donor support around these objectives.32  

A case study has also identified improvements in the deployment and retention of 

midwives in rural areas as part of the strategy, as well as other activities to improve 

human resources for health, as a factor behind the reduction in maternal mortality in 

Cambodia.33 Activities included providing incentives to midwives for each delivery they 

perform at a health facility. However, gaps remain in provision of skilled midwives in 

health facilities, and the Initiative contains a number of activities to address this issue. 

 One study has indicated that unsafe abortion is an issue that significantly affects 

unmarried migrant Cambodian women along the Thai-Cambodia border, and efforts to 

increase and improve access to reproductive health services may need to specifically 

account for the experiences of women who migrate temporarily to Thailand for work, 

which include risky sexual experiences, including multiple unsafe abortions.34 

 

 

 

 

                                                        

31
 http://www.who.int/countryfocus/cooperation_strategy/ccsbrief_khm_09_en.pdf 

32
 For example, http://www.ausaid.gov.au/HotTopics/Pages/Display.aspx?QID=838; Cambodia Global Health 

Initiative, 2011.  

33
 Fujita N,  et al. Addressing the human resources crisis: a case study of Cambodia’s efforts to reduce maternal 

mortality (1980–2012). BMJ Open 2013.  

34
 Hegde, S. et al., Unsafe Abortion as a Birth Control Method: Maternal Mortality Risks Among Unmarried 

Cambodian Migrant Women on the Thai-Cambodia Border, Asia Pacific Journal of Public Health, Vol. 24, 2012.  
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III. Health systems – national level  
 

i. Health service delivery: Cambodia’s health system is delivered through health 

centers and health posts. 1,049 of these facilities cover between 10,000 and 20,000 

people each. In 2010, only 43% of health centers offered the full minimum package of 

services.35  There are .84 inpatient beds per 1,000 population. 36  There is a total 

density of .43 per 100,000 population of district or rural hospitals, 7.02 per 100,000 

population of health centers, .12 per 100,000 of provincial hospitals and .06 per 

100,000 of specialized hospitals.37 There are national, district and referral hospitals 

that offer various levels of services – for example, in 2011 there were 33 CPA-1 

hospitals, which provide basic obstetric care but no large-scale surgery, 31 CPA-2 

hospitals, which additionally have emergency care services, ICU and large-scale 

surgery, and 26 CPA-3 hospitals, which also offer additional specialized services. 

Limited data on number of inpatient beds available for the population exists. One 

study showed that there are 14 in-patient psychiatric beds in the country, the lowest 

ratio of psychiatric beds per person in Southeast Asia.38 Aside from availability of 

services, some reports indicate concerns about quality of services at all levels.39 Data 

on the number and distribution of inpatient beds per 10,000 population, and specific-

services and general services readiness scores for health facilities could not be 

obtained. Low quality and lack of access to public health facilities has meant that a 

large proportion of the population utilizes private health facilities, which are often 

unregulated and have high user fees.40 

 

ii. Health workforce:  There are 2.3 doctors per 10,000, compared to a regional average 

of 15.2, and 7.9 nurses and midwives per 10,000, compared to a regional average of 

19.5.41 Human resources for mental health are also limited, with the WHO mental 

health atlas in 2005 finding that there are .16 psychiatrists for 100,000 population, .45 

psychologists per 100,000 population and .05 social workers per 100,000 

                                                        

35
 WHO and Ministry of Health, Cambodia, Health service delivery profile Cambodia, 2012.   

36
 WHO and Ministry of Health, Cambodia, Health service delivery profile Cambodia, 2012.  

37
 http://hiip.wpro.who.int/hiip/ 

38
 Leitner Center for International Law and Justice, Mental Health and Human Rights in Cambodia, Fordham 

University, 2012.  

39
 WHO, Country Cooperation Strategy Cambodia, 2009-2015.  

40
 Cambodia Department of Planning and Information, Strategic Framework for Health Financing.  

41
 WHO, Vietnam Country Profile, 2010.  
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population.42  The WHO recommendation is 2.5 skilled birth attendants per 1,000 

population, however, Cambodia only has .77 per 1,000 population (10,333 nationally), 

including secondary nurses, secondary midwives, and medical assistants.43 

 

iii. Health information: The Health Information System in Cambodia has been 

implemented nationwide since 1995. A 2007 assessment of the HIS found that there 

are inadequate resources and policies to guide the HIS, limited use of HIS data in 

planning and monitoring health service delivery, and inadequate dissemination of 

data, while the strengths include that it has integrated nearly 20 reporting and 

monitoring systems into one system in order to reduce duplication and that definitions 

and reporting forms are standardized. 44 The 2008-2015 Health Information System 

Strategic Plan seeks to address a number of these challenges and improve the 

system overall.  

 

iv. Essential medicines: Data on median consumer price ratio of 14 essential medicines 

and average availability of the medicines is not available. Some data show that there 

are significant differences between brand and generic medicines, and that these 

price differences are higher in private facilities. Availability of medicines is a problem; 

NGO facilities were only able to dispense 50% of prescribed medicines, private 

facilities 59% and public facilities, 80%.45 

 

v. Health financing:  Total expenditure on health as a percentage of GDP was 5.8% in 

2010, and general government expenditure on health as a proportion of general 

government expenditure was 10.5%. Per capita expenditure on health, at purchasing 

power parity, was $17. 46  Out of pocket payments as a percentage of health 

expenditure is 64.3%, which is one of the highest in the Western Pacific region.47 

Data from the recent DHS shows that these payments often come from savings, sale 

                                                        

42
 WHO, Mental Health Atlas: Cambodia, 2005.  

43
 WHO, World Health Report: Working Together for Health, 2006.  

44
 Health Metrics Network/ Department of Planning and Health Information, Ministry of Health, Cambodia Health 

Information System: Review and Assessment, 2007.  

45
 http://apps.who.int/medicinedocs/en/d/Js6160e/9.html 

46
 http://hiip.wpro.who.int/hiip/ 

47
 http://hiip.wpro.who.int/hiip/ 
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of assets and borrowing with high interest rates,48 and literature has shown that out of 

pocket payments cause delays in seeking treatment and can have long-term impacts 

on household health and well-being.49 A number of forms of health insurance and 

health financing exist, including health equity funds, community-based health 

insurance and the SKY health insurance plan [see Textbox 2, below].50  

 

vi. Leadership and governance: The Health Strategic Plan (2008-2015) forms the basis 

of the Ministry of Health’s plan for improvement of health systems in Cambodia. The 

plan focuses on cross-cutting issues in order to identify and improve system-wide 

services and programs: health service delivery, health care financing, human 

resources for health, health information systems, and health system governance, with 

a mission statement to “provide stewardship for the entire health system and ensure 

a supportive environment for increased demand and equitable access to quality 

health services.”51 A number of other relevant policies and strategies exist, including 

the Framework for Health Financing (2008-2015), the Health Workforce Development 

Plan (2006-2015), and the Fast Track Initiative on Maternal and Child Health, which 

signals the Ministry of Health’s intention to allocate specific resources towards 

improving key maternal and child health indicators. Despite this, there are problems 

with fragmentation due to multiple donors and implementing partners.52  

 

                                                        

48
 National Institute of Statistics, Directorate General for Health, and ICF Macro, 2011. Cambodia Demographic and 

Health Survey 2010.  

49
 World Bank. Sharing Growth: Equity and development in Cambodia. Washington, D.C., 2007.  

50
 WHO Thailand, Health Systems in the ASEAN Region: Migrant Health Systems and Country Profiles, 2012 

51
 Ministry of Health, Cambodia Health Strategic Plan.  

52
 WHO, Country Cooperation Strategy Cambodia, 2009-2015. 
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Textbox 2: Building Block 5 – Health financing in Cambodia  

Out of pocket spending on health in Cambodia is amongst the highest in the world.53 

User fees are charged in all health facilities in Cambodia, and expenditures on health 

care costs are a major cause of debt amongst poor Cambodians.54 Households use a 

combination of savings, selling assets and borrowing money to finance health care 

expenditure, which can be considerable; in the case of one study of health care costs for 

dengue fever, out of pocket costs totaled up to half a year’s salary, and debt incurred 

resulted in households having to sell land.55 The current health system in Cambodia 

severely limits access and equity; the WHO ranked Cambodia 183rd out of 191 countries 

in terms of fairness of financial contribution to health systems, where fairness means 

that “the risks each household faces due to the costs of the health system are distributed 

according to ability to pay rather than to the risk of illness.”56 

 A number of approaches have been used to address this issue. Health equity funds 

[HEFs] provide for waiving of user fees, alongside other benefits, including payment for 

costs of transport and food costs at the hospital, depending on eligibility, for poor 

patients. The design of the HEF rests on the principles that the specific fund is 

established in order to compensate the health facility for providing services for patients 

who receive waived fees, and that the management of the fund is independent of the 

health facility, i.e. that the HEF itself determines targeting.57 Voucher programs have 

also been used – for example, in one case in Kampong Cham, eligible pregnant women 

were given vouchers that entitled her to free antenatal services and transportation 

costs.58 HEFs operate in 49 of 77 operational districts across Cambodia. Methods of 

targeting and composition of benefits packages vary.59 

Some of these approaches to addressing health financing in Cambodia have showed 

                                                        

53
 Van Damme, W., Van Leemput, L., Por, I., Hardeman, W., & Meessen, B. Out-of-pocket health expenditure and 

debt in poor households: Evidence from Cambodia. Tropical Medicine and International Health, 2004, 9(2): 273-280. 

54
 Economic Institute of Cambodia, Health Care in Cambodia, 2004 

55
 van Damme, W. et al, Out-of-pocket health expenditure and debt in poor households: evidence from Cambodia, 

Tropical Medicine and International Health, 9(2), 2004.  

56
 World Health Organization, World Health Report: Health Systems, 2000. 

57
 Noirhomme, M. et al., Improving access to hospital care for the poor: comparative analysis of four health equity 

funds in Cambodia, Health Policy and Planning, Vol. 22, 2007.  

58
 Ir. P. et al., Using targeted vouchers and health equity funds to improve access to skilled birth attendants for 

poor women: a case study in three rural health districts in Cambodia, BMC Pregnancy and Childbirth, 10(1), 2010.  

59
 Cambodia – user fees  
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significant results. For example, a combination HEF and voucher scheme in Kampong 

Cham led to an increased in deliveries at facilities, while failing to address some barriers, 

such as cost of transportation to health facilities, and supply side barriers, such as 

availability of skilled human resources for deliveries in health facilities.60 HEFs have 

resulted in increased utilization of health services by poor people. HEFs are perceived to 

be more effective than full waiver systems, as they allow health facilities to retain 

income, and in some cases, increase income due to an increase of new patients who 

access services due to the HEF.61 

However, assessment of eligibility for user fees is often done after the patient arrives 

that the facility, meaning that the patient may still delay seeking care as they do not 

know in advance of their entitlements. Impacts have been most substantial in cases 

where performance of health facilities was improved through investments in staff 

motivation and higher quality of care. 62  Hardeman et al found that only 12% of 

beneficiaries of a HEF in Takeo province were aware of the HEF before seeking care.63 

It is probable that large numbers of poor people are still delaying or avoiding treatment 

due to concerns and uncertainties about financial contributions to health services. In 

terms of addressing the key constraints to accessing health services, HEFs and voucher 

systems can be effective. However, addressing the core challenge of health system 

financing in Cambodia will also require increased government expenditure on health.  

 

IV. Migration and border specific health issues  
 

Numerous sources identify the importance of cross-border migration as a livelihood strategy in 

Cambodia. Issues of land confiscation, debt and poor conditions for agricultural production have 

contributed to migration to Thailand being a key livelihood strategy in Cambodia, primarily 

amongst poor rural Cambodians. Border areas are affected by these migration patterns in a 

number of ways. Migration patterns differ. Some migrants cross the border with Thailand for 

short-range migration close to the border, while others travel further into Thailand for longer 

periods, to access other industries such as fishing and construction. Cambodia’s framework for 

                                                        

60
 Ir. P. et al., op. cit.  

61
 Noirhomme, M., op. cit.  

62
  Meesen, B et al., Poverty and user fees for public health care in low-income countries: lessons from Uganda and 

Cambodia, Lancet, Vol. 368, 2006.  

63
 Hardeman, W., et al., Access to health care for all? User fees plus a Health Equity Fund in Sotnikum, Cambodia. 

Health Policy and Planning: 19(1), 22-32, 2004.  
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labor migration does include provisions for pre-departure health services and information,64 and 

the Cambodian Ministry of Labor and Vocational Training requested that the IOM produce 

manuals for pre-departure information, including on health needs, for migrant workers. 65 

However, this is aimed towards documented migrants who move to Thailand, Malaysia, Korea 

and Singapore using recruitment agencies, and while statistics are unclear, it appears that a 

substantial amount of cross-border migration from Cambodia is irregular. 66  Following a 

regularization program introduced by the Thai Government in 2004, 110,025 Cambodians 

working in Thailand obtained work permits, however, in subsequent years official deployment of 

migrant workers from Cambodia to Thailand, through channels established in a Memorandum of 

Understanding, has declined.67 A small study of four villages in a commune in Battambang 

identified the high prevalence of forms of labor migration within these villages, and anecdotal 

evidence suggests that migration is often of short duration, entailing trips to Thailand to work 

during non-harvest season or when livelihoods difficulties emerge.68  

 Recent data from the 2010 Demographic and Health Survey indicates disparities in 

health status between provinces. For example, the infant mortality rate in Phnom Penh is 13 per 

1,000 live births, 50 in Siem Reap province, and 57 in Kampong Thom, compared to rates in 

border provinces that include 82 per 1,000 live births in Mondolkiri, 95 per 1,000 live births in 

Preah Vihear/ Stung Treng and 76 per 1,000 live births in Kratie.69 The national average is 45 

per 1,000 live births. However, it is also the case that these provinces are all in the Northeast of 

the country, which is more remote and has less access to services in general, with much lower 

rates of skilled attendant at birth and birth in a health facility in Mondolkiri and Preah Vihear/ 

Stung Treng.70 Banteay Meanchey province, which sees considerable cross-border movement 

to Thailand, has above average infant mortality rate of 61 per 1,000 live births, but this does not 

differ from a number of non-border provinces, indicating that patterns in health status between 

border and non-border areas need to be further disaggregated and examined in order to 

establish the role of border health issues in influencing health status disparities, whereas other 

                                                        

64
 USAID and the Asia Foundation, Cambodia’s Labor Migration: Analysis of the Legal Framework, 2011.  

65
http://www.iom.int/jahia/webdav/shared/shared/mainsite/published_docs/brochures_and_info_sheets/Cambo

dia-Health-Project-Info-Fact-Sheet-Feb-2011.pdf 

66
 Kingdom of Cambodia, Policy on Labour Migration for Cambodia, 2010.  

67
 Ibid.  

68
 Cooperation Committee for Cambodia, Labor Migration to Thailand and the Thai-Cambodian border – recent 

trends in four villages in Battambang Province, 2003.  

69
 Cambodia Demographic and Health Survey 2010, Key Findings.  

70
 Cambodia Demographic and Health Survey 2010.  
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patterns of disparities – for example, the association of infant mortality to rural residence and 

lower mother’s education, are clearer.71 The pattern of child immunization nationally (the % of 

children between 12 and 23 months who have received all basic vaccinations) also shows 

patterns whereby provinces in the Northeast have much lower rates of vaccination, but 

Northwestern border provinces and non-border provinces show less variation. In 2003, 

Battambang contributed 14% of malaria cases and had highest number of malaria cases72 and 

UNAIDS data shows that border provinces bordering Thailand have higher prevalence 

compared to other provinces.73  

 Some specific programs and activities have identified border areas in Cambodia as at 

risk for specific health challenges. For example, an IOM program focused on pandemic 

preparedness focused on the Cambodia/Vietnam border area generally and Svay Rieng 

province specifically, recognizing the potential vulnerability to specific groups such as cross-

border labor migrants and returnees in rural and cross-border communities who have limited 

access to health services.74 Health systems preparedness for surveillance of and response to 

pandemics, such as influenza or avian flu, is considered limited.75 

 Other activities, including the Community Action for Preventing HIV/AIDS project, have 

been implemented in border areas (Battambang, Koh Kong, Prey Veng and Svay Rieng), 

recognizing that the prevalence of highly mobile populations in these areas put individuals and 

communities at risk for higher rates of HIV transmission.76 Activities implemented as part of this 

project included increased voluntary testing and counseling, provision of STI services, promotion 

of 100% condom use and behavior change communication activities. The programs described 

here – pandemic preparedness and HIV/AIDS prevention – are focused on border areas based 

on the understanding that these areas are more vulnerable to these risks.  

 There are limited data that provide clear evidence as to the argument that Cambodian 

border provinces experience significantly higher health challenges. Evidence of vulnerability of 

border areas used to support specific programs for these areas is often tied to general 

                                                        

71
 Cambodia Demographic and Health Survey 2010, Key Findings. 

72
 WHO, Roll Back Malaria Monitoring and Evaluation Profile, 2005. 

73
 WHO and UNAIDS, Epidemiological Country Profile on HIV and AIDS.  

74
 http://www.iom.int/cms/en/sites/iom/home/what-we-do/migration-health-2/health-promotion-for-

migrants/pandemic-preparedness-in-lao-pdr-and-cam.html 

75
 de Sa, J. et al., Responding to pandemic influenza in Cambodia and Lao PDR: Challenges in moving from strategy 

to operation, South East Asian Journal of Tropical Medicine and Public Health, 41(5), 2010.  

76
 Sopheab, H. et al., Community action for preventing HIV in Cambodia: evaluation of a 3-year project, Health 

Planning and Policy, Vol. 23, 2008.  
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arguments around vulnerability and risk behaviors of mobile populations, and links to various 

forms of adverse health outcomes due to these behaviors and risks. Some data supports the 

argument that border areas are particularly susceptible to challenges in health status and health 

systems. A small study of Cambodian female returned migrants in a commune close to the 

border with Thailand illustrates some of the sexual risks experienced by female irregular 

migrants, including rape and unsafe abortion. 77  Programmatic research has also identified 

challenges in ARV adherence amongst mobile populations crossing through and returning to 

Koh Kong province.78 Evidence of high levels of abuse and violence experienced by Cambodian 

migrants who returned from Thailand indicate that returned migrants are likely to have specific 

physical and mental health needs that are often left unaddressed, with only 23% of respondents 

in a survey of returned migrants in Banteay Meanchey province reporting having had a health 

check in the past two years.79 Drug-resistant malaria has emerged in Thailand-Cambodia border 

regions, and is thought to be associated with migratory patterns, given that in Thailand, a 

significant percentage of malaria cases are found amongst short-term labor migrants.80 One 

study of migratory patterns amongst Cambodian migrant workers on the Thailand border found 

that workers were often short-term migrants (had been in Thailand for less than six months), and 

had plans to return to Cambodia, indicating migratory patterns that constitute risks for spread of 

drug-resistant malaria.81 Data collected by an electronic malaria information system in districts in 

Thailand, along the border with Cambodia, identified higher malaria prevalence amongst migrant 

workers who had been in Thailand for less than 6-months and/ or crossed the border regularly 

for work, compared to local Thai populations [see Textbox 3 for more on approaches to malaria 

treatment].82 

V. Migration and border specific health systems issues  
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 Ratios of indicators for child and maternal health services between rural and urban areas 

indicate some patterns of disparities of access to maternal and child health services between 

rural and urban areas. 83  Given border areas are primarily rural, this may broadly indicate 

challenges to health service utilization in border areas. However, more specifically, data showing 

utilization of services for reproductive health by province indicates that the border provinces of 

Battambang, Banteay Meanchey, Koh Kong and Kampot have higher rates of utilization of 

reproductive health services compared to other provinces, although it is unclear what factors 

contribute to this.84 It is unclear the extent to which services in Cambodia are “migrant-sensitive,” 

though notably, the key health strategies and discussion of health services and health systems 

do not contain reference to migrant populations or migration dynamics from Cambodia. IOM has 

migrant health programs with a specific focus on border regions, including programs to 

strengthen migrant health structures, services and systems in selected border provinces, and 

cross-border pandemic preparedness activities, focusing on capacity building for migrants, host 

communities and border agencies.85 

 

Textbox 3: Access to artemisinin combination therapy [ACT] for malaria 

in remote areas  

Cambodia is the first country to change its national malaria treatment policy to ACT as 

first-line treatment for P. falciparum malaria, in 2000. 86  Use of artemisinin as a 

monotherapy response to malaria in the area is not recommended, given concerns about 

the rise of resistance to artemisinins.87 Strategies to address implementation of this policy 

have included Malaria Outreach Teams, established and funded by Medicins Sans 

Frontieres, who go from health facilities in teams to diagnose and treat malaria cases, and 

Village Malaria Workers, who are based in villages and supervised by the National Malaria 

Control Programme, and perform rapid diagnostic tests on villagers suspected of having 

malaria. Since 2001, the Village Malaria Workers program has been scaled up to 1528 

villages in 17 provinces.88 A study conducted in four provinces (Battambang, Siem Reap, 
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Odar Meanchey and Koh Kong) sought to compare malaria diagnosis and treatment in 

three different types of areas: with Mobile Outreach Teams, with Village Malaria Workers, 

and with no intervention, finding low utilization of ACTs overall, given the majority of 

patients seek care in the private sector, which is largely unregulated and primarily 

provides artemisinin monotherapy for malaria treatment. The presence of Village Malaria 

Workers, in particular, significant increased the likelihood of receiving an accurate 

diagnosis and appropriate treatment.89 Various other studies have emphasized the role of 

Village Malaria Workers in providing information about malaria transmission and services 

for diagnosis and treatment comparable to that of health centers (although Village Malaria 

Workers were found to be less effective than health centers in informing villagers about 

malaria symptoms). 90  One study found that the low level of knowledge of malaria 

transmission routes amongst Village Malaria Workers, while still finding that they 

effectively conduct diagnosis with rapid diagnostic tests and provide appropriate 

treatment.91 Another study examined Village Malaria Workers’ knowledge and quality of 

service provision for malaria after scale-up of services to expand their scope to include 

treatment of fever, diarrhea and acute respiratory infection in children under 5, finding that 

service quality was retained.92 Village Malaria Workers have also been found to be a 

strong source of surveillance, as well as providing high quality diagnosis and treatment.93  

Approaches to address barriers in implementation of this strategy, including rapid 

diagnostic tests and interventions to improve identification and treatment of malaria, are 

relevant for border health, in that drug-resistant malaria has been identified as a significant 

concern in areas along the Thailand-Cambodia border, and malaria is thought to 

specifically affect mobile communities and vulnerable populations living in remote areas. 

Therefore, while these strategies are not specifically framed as border or migrant health 

strategies, they can be viewed as approaches to border health given they focus on these 

specific areas (in the case of the study discussed above, five of the six study sites were in 

border provinces) and on issues that affect mobile populations and border communities. 
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VI. Policies, legal frameworks and institutions  
 

Cambodia’s 2010 Policy on Labor Migration for Cambodia recognizes challenges to migrants’ 

health in Thailand, including lack of access to health services, lack of insurance coverage, and 

exposure to risks in workplaces that can have long-term health consequences. The policy 

recommendations related to migration governance primarily refer to migration facilitated through 

formal channels, and include efforts to disseminate information pre-migration about the risks and 

benefits of migration, extending protection to migrant workers by posting a labor attaché in 

receiving countries, and establishing a social welfare or health insurance fund to help migrant 

workers cope with risks and contingencies while outside of Cambodia. The main legal 

framework for cross-border migration is the 2003 Memorandum of Understanding between the 

Governments of Cambodia and Thailand, which seeks to establish legal and organized 

deployment of migrant workers from Cambodia to Thailand and includes guidelines for safe and 

legal migration. In 2004, the Government of Cambodia signed the MoU for Joint Action to 

Reduce HIV Vulnerability Related to Population Movement, and also signed the ASEAN 

Declaration on the Protection and Promotion of the Rights of Migrant Workers. Cambodia has 

signed, but not ratified, the Convention on the Protection of the Rights of All Migrant Workers.  

 

Textbox 4: Migration management policies and practices in Cambodia  

Various laws and sub-decrees in Cambodia provide for the conditions for potential 

migrants in Cambodia to register with the Ministry of Labor and Vocational Training and 

be placed, through a recruitment agency, in a job overseas.94 These decrees include a 

number of provisions for pre-departure training, while there has been criticism of 

regulation of recruitment agencies and oversight of working conditions of Cambodian 

migrant workers in other countries.  

The primary migration management framework for Cambodians in Thailand is the 

Memorandum of Understanding between Cambodia and Thailand on Bilateral 

Cooperation in the Employment of Workers, 2003, and recruitment under the MoU 

started in 2006. The aim and scope of the MoU is contained in Article 1 and is: 

1) Proper procedures for employment of workers; 

2) Effective repatriation of workers, who have completed terms and conditions of 
employment or are deported by relevant authorities of the other Party, before 
completion of terms and conditions of employment to their permanent addresses; 

3) Due protection of workers to ensure that there is no loss of the rights and 
protection of workers and that they receive the rights they are entitled to; 

4) Prevention of, and effective action against, illegal border crossings, trafficking of 
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illegal workers and illegal employment of workers 

The ILO noted that between 2006 and June 2007, 3,628 Cambodians had been 

recruited and sent to Thailand to work under the MoU, and the ILO reports that many 

Cambodians perceive the formal recruitment process as slow and expensive.95 The MoU 

is a limited tool to manage cross-border migration of Cambodians to Thailand. The MoU 

only covers formal, registered migration processes, and irregular migrants – who may 

already be more vulnerable to exploitation and exposure to health risks – are not 

provided with regular or specified services under this agreement. However, there are 

also indications that migrants recruited under the MoU also fail to receive protections, 

and are vulnerable to high recruitment fees, deduction of salaries and restrictive 

contracts.96 NGOs in Cambodia have noted that the registration process for Cambodian 

migrant workers in Thailand has at times been complicated and difficult, and an 

unknown number of Cambodian migrant workers in Thailand remain unregistered.  

The lack of capacity of the MoU, registration processes in Thailand, and current 

migration management policies and practices in Cambodia, to adequately provide for 

health and social services of migrants, prior to migration, during work in Thailand, and 

after returning to Cambodia, is thought to have a significant impact on migrants, their 

families and communities, and as such, on border health overall.   

 

VII. Data gaps and challenges  
 

While the recent 2010 DHS provides some province-level data, there is a lack of sub-national 

data available on many indicators, as noted in a study of the availability of sub-national data for 

the purpose of monitoring the Millennium Development Goals.97 An analysis of the Cambodian 

Health Information System in 2007 identified significant gaps in data collection at a number of 

levels, including in population-based household surveys and health service records. 98  Data 

sources identified in the course of this review indicate that data that focuses specifically on 

migrants or monitoring the impacts of migratory patterns and migration on migrants themselves, 
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their households, and communities, are primarily ad hoc surveys and programmatic reports of 

varying quality.  

Lao People’s Democratic Republic country study 

I. Background:  
 

 Lao People’s Democratic Republic (Lao PDR) has a total national population of over 6.2 

million99, and borders five countries: Myanmar, Thailand, Vietnam, Cambodia, and China.  The 

borders shared between Lao PDR and these countries is a combined length of more than 

4,000km with that total broken down to a border of 2,130km with Vietnam, 1,754km with 

Thailand, 541km with Cambodia, and 235km with Myanmar.100  Lao PDR has several official 

border crossings with Thailand, Vietnam, and Cambodia; however, there are no official border 

crossings with Myanmar.  Lao PDR is landlocked and primarily covered with mountainous and 

thickly forested areas, making access to some areas difficult as illustrated by the fact that up to 

21% of the population live in areas without roads.  In 2010, an estimated 66.8% of the 

population was living in rural areas.101  

 The Mekong Basin Disease Surveillance (MBDS) initiative collects cross-border 

information on 10 provinces in Lao PDR that border Thailand, Vietnam, Cambodia, and/or 

China: Savannekhet province (Mukdaharn, Thailand; Quang Tri, Vietnam), Champasak province 

(Stung Treng, Cambodia; Ubon Ratchathani, Thailand), Luang Namtha province (Mengla, 

China), Bo Kaeo province (Chiang Rai, Thailand), Borikhamxay province (Ha Tinh, Vietnam), 

Vientiane province (Nongkhai, Thailand), Khammouane (Nakorn Phanom, Thailand; Quang Binh, 

Vietnam).   Within this initiative, Lao PDR is tasked with taking the lead on the strategy to 

“enhance cross border communication and information exchange” with the goal of setting up 

cross-border sites for disease control cooperation and disease surveillance information 

exchange.102 

 Current demographic estimates report that 37.9% of the population is under the age of 

15 years and 3.7% over the age of 65 years.103  The median age as of 2012 was estimated to be 
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21.02 years.104  Although the nation is rural, there are signs of a rural-to-urban shift, which is 

illustrated by a decrease in the estimated percentage of the population living in rural areas from 

72.9% to 66.8% between 2005 and 2010.105  

 Lao PDR ranked 122th in UNDP’s Human Development Index in 2010.106  Based on 

international purchasing power parity (PPP) standards, 33.9% of the population was living on 

less than US $1.25 in 2008.107  Although the poverty rate has fallen in recent years, it is higher in 

remote and highland areas.  Furthermore, increased poverty correlates with a decreased 

amount of road or river access.108   Despite national-level increases in literacy (73% in the 

population above 15 years of age in 2005) and increases in school attendance, disparities in 

literacy and school attendance between men/boys and women/girls still exist.   

 Following decades of war and political instability, Lao PDR has experienced GDP growth 

of 8% in the last ten years and is now classified as a low-middle income country.109  With a GDP 

of $8.2 billion, Lao PDR’s primary exports are wood products, coffee, electricity, tin, copper, gold, 

and cassava.  Major imports include machinery and equipment, vehicles, fuel, and consumer 

goods. 110   Trade and economic development plans between countries are currently being 

implemented or planned.  These include improved infrastructure to boost bilateral trade between 

Lao PDR and Thailand to over $8 billion by 2015 through closer cooperation within the ASEAN 

Economic Community.  For example, Lao PDR and Thailand have agreed to build another 

Mekong Bridge, linking the Lao province of Borikhamxay with Bung Khan province in Thailand. 

The two countries have already opened three bridges linking central Lao PDR with Thailand.111   

 In addition, Lao and Cambodian officials recently agreed to start a Joint Trade 

Commission in order to promote expansion of trade and eliminate trade impediments between 

the two countries, with a particular focus on border trade.  A main focus of this is aimed 

particularly at farm productions along the border, along with the establishment of border markets 
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in order to push development of border trade. 112  Developments such as these mean that 

increased interactions across border may have implications for health as well and a cross-border 

approach is warranted to increase cooperation in tackling health concerns.  An example of Lao 

PDR cooperation with neighboring countries to address health concerns comes from a joint 

survey and programmatic review carried out in Savannakhet, Lao PDR and Quang Tri, Vietnam 

in 2010 to improve malaria control methods through better cooperation between the two 

countries.113  The study carried out data collection in randomly selected villages within 5km of 

the border.  It found that malaria prevalence was significantly higher in Lao PDR (5.2%) 

compared to Vietnam (1.8%).  In addition, variations in prevention measures and health seeking 

behaviors were found.  Together, the two countries assessed differences in access to public 

health facilities and government-led initiatives to control malaria.  The need for cooperation was 

highlighted by the fact that inhabitants of this area, from the same ethnic group, are allowed to 

freely cross the border by both governments.  The result of this study was an improved cross-

border collaborative effort between both countries and an agreement to have regular exchanges 

of malaria surveillance data as well as to jointly carry out standardized malaria control efforts 

such as indoor residual spraying.   

II. Health status – national level   

 Since the introduction of market-based economic reforms in 1986, Lao PDR has been 

undergoing social and economic transformations, which have significantly improved health 

status and development. However, while Lao PDR has made significant progress in 

socioeconomic development, the health status remains one of the lowest in the WHO Western 

Pacific Region due to poor health infrastructure, poverty and inaccessible terrain in the poorest 

parts of the country. Lao PDR is landlocked between China, Thailand, Vietnam, Cambodia and 

Myanmar and cross-border disease transmission remains a big issue.  

 There are many health challenges in the country.  The 2010 Global Burden of Disease 

Study found that the highest-ranking causes of years of lost life [YLLs] in Lao PDR were due to 

premature death, lower respiratory infections, ischemic heart disease, and diarrheal diseases.114  

In the same study, it was found that the leading causes of disability-adjusted life years lost 

[DALYs] were lower respiratory infections, ischemic heart disease, and diarrheal diseases.  In 

addition, among the 10 leading causes of DALYs in 2010 and not 1990 were cerebrovascular 

disease, major depressive disorder, road injury, and neonatal encephalopathy.  Overall, the 

three risk factors that account for the most disease burden in Lao PDR are household air 

pollution from solid fuels, tobacco smoking, and dietary risks.  The leading risk factors for 
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children under 5 and adults aged 15-49 years were childhood underweight and alcohol use, 

respectively.  A limitation of this national-level data is that these estimates do not break down 

into subcategories by province and, thus, it is difficulty to know the specifics of burden of disease, 

mortality, and morbidity for the border areas. 

 This illustrates the increasing burden from non-communicable diseases along with 

continuing concerns over infectious diseases.  It is likely that there is an increased burden of 

many of these health problems in the border areas, which are less likely to have health facilities 

and infrastructure for increasing access. 

 Despite current low-level prevalence of HIV/AIDS (0.2% among adults) there is cause for 

concern due to increases in prevalence among female sex workers. 115  In addition, increases in 

free trade zones, the opening of more casinos throughout the country, and the easing of 

migration formalities may result in increasing challenges in the control of HIV/AIDS, along with 

other communicable diseases. 

 Malaria has been successfully controlled in most areas but at-risk areas still include 

remote, forested areas.   Although recent efforts conducted with Global Fund support have seen 

positive impacts with falling numbers in confirmed malaria cases, malaria is still a major 

contributor to morbidity and mortality and 70% of the population still live in areas that put them at 

risk for contracting malaria. 116   From the Western Pacific Region Health Databank, 2011 

Revision statistics, malaria is reported to be the leading cause of morbidity and mortality 

(4083.17 and 40.09 per 100,000, respectively).117 

 Maternal and child health is still a pressing issue.  There is a high maternal mortality rate 

and relatively high infant and child mortality rates, despite decreases in recent years.  The 

maternal mortality ratio (MMR) dropped from 656 to 405 deaths per 100,000 live births between 

1995 and 2005, infant mortality rate (IMR) from 104 to 70 deaths per 1000 live births, and the 

under-five mortality rate (U5MR) from 170 to 98 deaths per 1000 live births.118  Further progress 

has been shown for both IMR and U5MR with a reduction from 20005 estimates to 61 per 1000 

live births and 74 per 1000 live births, respectively, in 2010.119  However, these rates still remain 

of concern in comparison to other countries in the region and globally.  In addition, these 

estimates may be underestimates of the actual situation with high variation between provinces.  
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Of concern for border health, for example, 2005 IMR estimates showed Vientiane Capital with 

the lowest rate (18) compared with the highest in Sekong province (122), indicating a need to 

look at variation between border and non-border areas.  

 A 2007 Lao Reproductive Health Survey120 reported that antenatal care and skilled birth 

attendance had not experienced significant progress in the general population, but did show 

some improvements among younger women.  For the general population, 28.5% of women were 

seeking antenatal care and only 18.5% of deliveries were taking place with a trained birth 

attendant present.  In addition, a high percentage of women were still delivering at home 

(84.8%) despite some decrease from the year 2000 (89%).  More recent 2009/2010 estimates 

report that 71% of women receive at least 1 antenatal care visit, 37% delivered with a skilled 

health worker.121   

 Progress was shown with regard to use of modern contraceptive methods with an 

increase from 28.9% to 36.6% between 2000 and 2005 among married women and a decline in 

the total fertility rate (4.07 between 2002 and 2005 and 3.90 in a 2009 estimate).122   

 In 2011, there were only two psychiatrists for six million people in Lao PDR and still no 

plan for a mental health implementation strategy, despite the government having a mental health 

policy in place. According to the WHO, mental health issues are still “completely new.” Although 

mental health services are scarce, Valium is allegedly over-prescribed in rural areas. Drug 

abuse is also a growing concern, although currently poorly reported.  Since 2009 there has been 

an expanded focus on mental health in the Ministry of Health drug treatment program, but no 

dedicated mental health division.  There is limited access to appropriate medication, particularly 

in rural areas.123 Currently, the majority of provincial hospitals have set up mental health teams 

comprising of a doctor and two nurses who received a four-day mental health training.  Other 

mental health and neurological diseases issues include management of seizure disorders and 

psychosis.   

 Food security and malnutrition continues to be a significant problem in Lao PDR with 

41% of children under five years old stunted 124  and 7.3% underweight. 125    While 87% of 
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households nationally are reported to be food secure, this is true for only one in three 

households in rural areas, and the situation is worse in the more vulnerable populations living in 

remote areas.126  

 

Textbox 1: Joint outbreak investigation of human H5N1 influenza, 
2007127 

 

Following an announcement of an avian influenza H5N1 outbreak among poultry in 
Nong Khai province, Thailand, which borders Lao PDR, a similar outbreak was 
confirmed in Vientiane, Lao PDR.  The Lao PDR Rapid Response Team (RRT) found 
three suspected human cases. Following this, Lao RRT and Thai Surveillance and 
Rapid Response Team (SRRT) worked together alongside the respective Ministries of 
Health to establish confirmation of the first human avian influenza case in Lao PDR.  
This person was first admitted to a hospital in Lao PDR and two days later was 
transferred to Nong Khai with notification from the Lao RRT to the Nong Khai Provincial 
Health Office following shortly thereafter.  Together, a joint Lao-Thai investigation 
began by collecting specimens for testing and was able to illustrate collaboration that 
strengthened the surveillance system, cooperation between health workforces, and 
border responses and practices on both sides of the border.  

 

III. Health systems  
 

Health systems can be assessed according to six building blocks, using standardized indicators 

proposed by the WHO.128 Available data at the national level, according to each building block, 

is presented here.  

i. Health service delivery:  There are four levels of administration in the health system: 

central, provincial, district, and village.  The public sector is the primary provider of 

health services in the country through government owned and operated health 

centres and district, provincial and central hospitals.  Furthermore, the health system 

is divided into three branches: health care; prevention, promotion and disease 

control; and health management and administration. 129   Although emerging, the 
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private sector still remains relatively small with the majority of private sector health 

service access points being pharmacies.  In the public sector, as of 2010, there were 

20 general hospitals (4426 beds total, giving a ratio of 0.7 beds per 1000 population), 

3 specialized hospitals, 16 provincial hospitals, 130 district-level referral hospitals 

(separated into Category A with surgical capacity and Category B without surgical 

capacity), and 862 primary health care centers.130,131 This is in comparison to the 222 

private outpatient clinics.132   Combining public and private facilities, 2010 World Bank 

data show 0.7 inpatient beds per 10,000 population countrywide.133  Due to the fact 

that the state system is underutilized, particularly in rural areas, efforts have been 

made to increase access through village volunteers and village revolving drug funds.  

Through this effort, 5226 villages have been reached.134 Outpatient department visits 

per 10,000 population, data on the distribution of health facilities per 1000 population, 

and service readiness scores for health facilities are not available.   

 

ii. Health workforce: Lao PDR faces challenges regarding human resources for health 

such as underfunding of salaries and wages, poor distribution of qualified staff, and 

limited numbers of qualified health workers.  The country is estimated to have 1283 

physicians (0.23 per 1000 population) and 5291 nurses (0.93 per 1000 population).135  

The total health workforce in 2005 numbered 18017 (3.21 per 1000 population), with 

approximately 70% of all health workers employed by the Ministry of Health. 136 

Furthermore, high- and mid-level medical staff (physicians, nurses and midwives with 

two or more years of formal training) make up only 23% of the staff under the Ministry 

of Health (0.74 per 1000 population).  A 2012 Health Service Delivery Profile from the 

Lao PDR Ministry of Health reported 14189 public sector health workers (2.17 per 

1000 population), reflecting a critical shortage of staff.137  
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The majority of staff working at the district level are mid- and low-level health workers 

(88%), and physicians represent only 6% of district-level staff.  Health centers are 

primarily staffed by low-level (81%) and mid-level (18%) staff.  A pressing problem for 

the country is the misdistribution of staff.  Distribution is poor with regard to 

geography and facility level with only 2992 regular high- and mid-level medical staff 

at the health-facility level.  This ratio of 0.53 per 1000 population is well below the 2.5 

WHO recommendation. 138  Rural areas have fewer health staff and recruitment of 

staff for these areas is often difficult given the remote locations and difficult living 

conditions.139   

 

Annual number of graduates of health professions by level and field of education is 

only available for the Pharmacists and Nurses with 53 and 30, respectively, reported 

in 2005.140   

 

Distribution of Ministry of Health staff by health system level reported in 2005 and 

2008 indicate that the majority of workers are at the district level, followed closely by 

numbers reported for the provincial level (above 4,000 and 3500, respectively for 

both years).  Staff at the central level was 2000 in 2005 and approximately 2400 

workers in 2008.  The lowest number of Ministry staff are working in health centers 

(just over 1000 in 2005), but there was an increase in the number of workers at this 

level by 2008 (over 1500).141    

 

In 2009, 58% of health workers employed by the Ministry of Health were female and 

16% were from ethnic minority backgrounds.142    

 

iii. Health information: The Lao PDR Government collaborates with international 

organizations to focus on improving health information systems (HIS). According to a 

2006 Lao Health Information System Review and Assessment report, health 

information is still lacking in terms of completeness, timeliness and reliability due 

mostly to different and uncoordinated data collection methods, often due to donor-
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driven reporting.143 In addition, the Statistic Division in the Ministry of Health has very 

limited capacity because they lack supportive legislation, regulation, policies and 

detailed strategic plans.  Furthermore, there is a lack of necessary human resources, 

financial support and infrastructure that are necessary for developing the health 

information system into a stronger system.  According to this same report, three main 

sections of HIS resources were present, but not adequate: policy and planning, HIS 

institutions, human resources and financing, and HIS infrastructure.  A 2009 National 

Health Information System Strategic Plan (2009-2015) indicated five areas they aim 

to improve in order to strengthen HIS in the country: policy and resources; indicators 

and information products; data management; data sources; and data dissemination 

and use.144   However, the report also points out that successful implementation 

depends on support from the central government (policies, mandates, legislation), 

adequate funding, proper and increased coordination, improved communication 

between stakeholders, and continued monitoring of progress.  A health information 

systems performance index score is not available.   

 

iv. Essential medicines: Data on the availability of 14 essential medicines in public and 

private health facilities and the median consumer price ratio of the 14 essential 

medicines are unavailable.  A study published in 2008 used a cross-sectional design 

to assess availability of essential drugs in remote areas in two provinces 

(Khammouane and Champasak).  The study found that average availability of 10 

selected essential drugs through the village revolving drug fund (a primary mode of 

health services in remote areas) was 37%.  In some villages, availability was higher 

due to the presence of a private pharmacy, compared to other villages where only a 

revolving drug fund program was present.  The report further indicates that low 

availability of high quality essential drugs in the village revolving drug fund appears to 

be due to poor management, which includes: lack of guidelines and equipment for 

village health volunteers, no reporting and feedback systems, and no regular 

monitoring or supervision.      

 

v. Health financing:  The health system relies heavily on donor funding, with external 

sources accounting for approximately 52% of public health expenditures in 2006.145  

Total health expenditures in 2009 were US $226.75 million and total expenditures on 
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health as a percentage of GDP in the same year was 4.10%.146  In comparison, 

private expenditures on health make up 80.9% of total expenditures on health with 

out-of-pocket expenditures accounting for 61.7% of total expenditures in 2010.147  

Total government expenditures on health were US $43.38 million with expenditures 

on health accounting for 3.8% of total general government expenditures, much of this 

going to staff salaries.148   

 

vi. Leadership and governance: The Ministry of Health’s VIIth Five-Year Health Sector 

Development Plan (2011-2015) provides the framework for specific directions of the 

health system. 149   Key components of this framework include strengthening the 

health system, improving organization, improving quality and reach of health services, 

and developing a sustainable health financing package.  While financial investments 

outlined in this report show good support for reducing child mortality, combating HIV, 

and fighting malaria, other areas such as efforts to eradicate poverty and hunger, 

improve maternal health, and ensure environmental sustainability show, at the time of 

report publishing, low levels of financial investment.   

 

The National Growth and Poverty Eradication Strategy (NGPES) focuses on poverty 

and the poorest districts for an initial 10 initiatives.  Principle health priorities within 

the NGPES include: information for health, expansion of services to rural areas, 

improved capacity of health workers, promotion of maternal and child health, 

immunizations, water supply and environmental health, communicable disease 

control, control of sexually transmitted infections, development of revolving drug 

funds for villages, food and drug safety, promotion of traditional medicine, and 

strengthening sustainability.150  

The Government has pledged to increase health spending through support of policy 

dialogues with key institutions such as the World Bank and International Monetary 

Fund.151   
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Specific articles in the constitution obligate the Government to provide particular 

health services.  For example, a new constitutional article enacted in 2004 obligated 

the Government to improve and extend the health network, disease prevention, and 

work to create conditions for mothers, children, and the poor – as well as other 

citizens – can access health care, and legalized private investment in health 

services.152   

Textbox 2: Human resources for health in Lao PDR  

Lao PDR is facing a severe shortage of health staff and the country is included on the 

list of crisis countries in terms of health workforce.  A key factor contributing to this 

problem is the low number of recent graduates from universities and occupational 

training schools.  The Ministry of Health has made it a top priority to strengthen this area 

of the health system.  Approaching the problem through the Ministry will be quite useful 

given that about 70% of the health workforce is working for the Ministry, 63% working at 

health facilities.  A key area to focus on will be attempting to increase coverage of 

programs in rural areas by finding ways to increase the number of health staff in these 

areas. 153   

In recognition of the problems facing the system with regard to the health workforce, the 

first National Health Personnel Development Strategy 2009-2020, endorsed in late 2010, 

addresses key issues and includes needs-based human resource planning, recruitment 

and retention using new mechanisms of incentivizing.  In addition, the strategy calls for 

review and development of curricula for training health personnel.  With regard to the 

incentives, the strategy will allow the Ministry of Health to adapt incentives schemes 

according to the needs in each region and by specific category of health personnel.  It is 

hoped that the specialization of incentives will improve recruitment and retention of 

health staff, particularly in remote and rural areas.  

 

 

IV. Migration and border specific health issues  

 All provinces in Lao PDR have at least one international border, and as such, when 

examining border health issues, it is important to look at other factors as well, such as the fact 

that only 32% of the population live in urban areas with the rest residing in mountainous, hard-

to-reach parts of the country.154   In some cases, specific health issues are of concern for 
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particular international borders.  For example, more people are found to inject drugs in the 

provinces bordering China, Myanmar and Vietnam than in provinces bordering other 

countries.155 

 Regarding migration flows, the International Office of Migration (IOM) states that limited 

opportunities for cross-border migration through regular channels creates an environment in 

which irregular migration is common.156  In turn, this can also lead to increases in smuggling and 

trafficking in persons – both of which can be risk factors for poor health outcomes and increased 

vulnerability to communicable diseases.  Due to limited job opportunities, it has been reported 

that annually approximately 60,000 individuals who enter the labour market in Lao PDR are 

unsuccessful in finding work in the country and, thus, choose to migrate to neighbouring 

countries in search of economic opportunities.157   In addition, a 2006 study found that 7% of the 

population migrated for employment.158 

 Although out migration is considerable, there are also an estimated 200,000 migrant 

workers officially in Lao PDR from neighboring countries such as Vietnam, China, Thailand, and 

Myanmar.159   

 In 2005 it was found that over half of the officially registered Lao migrant workers in 

Thailand were women.160  While data does not exist on undocumented migrants, it can be 

assumed that actual numbers of women migrants is higher.  This has implications for health 

such as the need for health programs that provide continuum of care for women with regard to 

sexual and reproductive health, in addition to programs aimed at communicable diseases.   In 

addition to women needing specific services, high rates of child migration should also be 

considered when looking at border-specific health issues.  It is estimated that 21.4% of the total 

population migrating abroad are children under the age of 18 years.161   
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Textbox 3: Coordinated response to HIV in border areas 

Through grants provided by the Asian Development Bank (ADB) since 2012 and 

Government funding, Lao PDR and Vietnam are currently working to prevent the spread 

of HIV infections in 23 border provinces.  These provinces are locations where risks are 

growing due to increased population movement and commercial activities along specific 

economic corridors.  Aims of this initiative are to strengthen the HIV response systems of 

both countries to protect vulnerable populations with information, skills, supplies and 

access to quality healthcare services.  Due to the fact that border regions have some of 

the poorest and most isolated populations, initiatives such as this are necessary to 

increase access to health services in these areas, particularly given that these border 

region areas are also the location of new construction developments such as roads, 

hotels, casinos, and other businesses.   

Many efforts to combat the spread of HIV specifically focus on key populations at higher 

risk in major urban areas, but resources are typically scarce for interventions in more 

isolated areas.  This ADB-funded initiative is a unique step toward increased cooperation 

and standardization for programs specifically for people living in and moving through the 

border areas.  Of particular interest are the joint pilot activities for HIV services in border 

areas, involving various state agencies, private sector stakeholders, and 

nongovernmental organizations.   Lao PDR is contributing more than $0.5 million to the 

overall project (estimated to costs $21.9 million for the overall initiative), which is a 

promising step toward increased investment from the Government for health initiatives.  

However, one of the challenges noted for Lao PDR is the level of international aid 

currently relied upon for programs.   

 

V. Migration and border specific health systems issues  

 Given the high mobility of population in and out of Lao PDR, the Government has made 

efforts to partner with various organizations to strengthen the health system – specifically 

looking to provide culturally and linguistically appropriate health information for migrants.  One 

example of this partnership is the Migration Health project implemented in partnership between 

IOM and local government institutions.162  Migration Health program aims to strengthen the 

capacity of the Lao Ministry of Public Works and Transportation to locally adapt and test health 

information materials suitable for HIV prevention work in its different sectors.  The majority of 

this work has focused on creating HIV prevention materials along with information on safe 

migration.  A unique approach of this program has been to create health education materials 

suitable for outreach activities with construction workers, managers, supervisors, truck drivers, 
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sex workers, and other mobile populations – particularly those in communities along road project 

sites.   

 The health of migrants returning to Lao PDR is of concern as well.  A study found that 

prevalence of HIV among migrants returning to Lao PDR was 0.98%, far greater than the 

national prevalence.163  

 Because Lao PDR borders a variety of countries, the country is very important for cross-

border issues such as the control of infectious diseases, food and drug safety, and 

environmental health.164  

VI. Policies, legal frameworks and institutions  

 Lao PDR has been a member of the International Labour Organization (ILO) since 1964 

and has ratified eight ILO Conventions, including core Conventions covering forced labour, 

equal rights, discrimination, and child labour. 165   The National Economic and Social 

Development Plan includes specific language around increasing safe labour migration.166   

 Lao PDR (and neighboring Thailand) regulations do not acknowledge and protect the 

rights of domestic workers.  The Memorandum of understanding on Labour Cooperation signed 

by both countries does not acknowledge the domestic sector.  Since a vast majority of the out 

migrating population are women, specifically going to Thailand for domestic work, this gap can 

contribute towards irregular migration and can increase irregular female migrants’ risk of being 

exploited or trafficked into Thailand.  Of note, however, is that, as of 2004, the Thai Government 

started registering Lao domestic workers already in Thailand.   

 The Government has institutionalized policies related to agriculture and resettlement to 

either keep people in place or to resettle them to particular places.  The policy restricting land 

use for shifting agriculture caused an increase in outmigration because of food insecurity, thus 

impacting overall migration as well as international migration. 167   In addition, economic 

development led the Government to promote resettlement schemes within rural areas as a way 

to address inequalities, which led to increases in migration along border areas as well.  Both of 

these movements are typically managed by village authorities, unlike cross-border migration, 
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which is government controlled.168   For example, Lao PDR and Thailand developed a bilateral 

agreement to regulate labour migration to Thailand in 2002. 169   This bilateral agreement, 

however, focuses more on documentation of labour migrants and does not specify information 

about access to health care other than to mention the need for establishing health insurance 

mechanisms.170  More recent economic development has seen the establishment of economic 

corridors through the construction of roads linking Lao PDR with neighboring countries, large 

scale mining and dam construction projects, as well as growth of light industry, all of which have 

increased migration for economic opportunities. 

 Lao PDR signed the ASEAN Declaration on the Protection and Promotion of the Rights 

of Migrant Workers in 2007.171  This declaration recognizes the contributions of migrant workers 

to society and economic development of both receiving and sending states, while also calling for 

improved coordination between sending and receiving states to increase data-sharing on 

matters related to migrant workers.  Of note, however, is that health and access to health care 

are not specifically mentioned in this declaration.  

 Some specific health-related policies are in place.  For example, the MOU for Joint 

Action to Reduce HIV Vulnerability Related to Population Movement, signed in 2001, calls for 

increased collaboration to strengthen policies and systems aimed at reducing HIV/AIDS 

vulnerabilities.172  It also calls for cross-sector collaboration that involves Ministries of agriculture, 

construction, finance, health, home affairs, labour, public works, public security, and transport 

sectors to reduce HIV/AIDS vulnerabilities caused by migration and mobility.  

VII. Data gaps and challenges  

 Although province-level data is available from most surveys conducted in the country, 

such as the Lao Social Indicator Survey conducted in 2011-2012,173 it is difficult to use this 

information when looking specifically at border health due to the fact that all provinces in Lao 

PDR have at least some portion that is an international border.  Research on specifically done in 
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border areas tends to be topic-specific (i.e. malaria, HIV/AIDS, reproductive health) whereas 

national statistics such as those collected to monitor progress toward the Millenium 

Development Goals174 do not allow for analysis of border areas within the provinces.  

The Union of Myanmar country study 

I. Background:  
 

 The Union of Myanmar (Myanmar) is estimated to have a total national population of 

over 48.3 million as of 2011175, and borders five countries: Bangladesh, Thailand, Lao PDR, 

China, and India.  The borders shared between Myanmar and these countries is a combined 

length of more than 5,876km.  For this review, the borders with Thailand and Lao PDR will be 

considered.  Myanmar’s border with Thailand and Lao PDR are 1800km and 235km, 

respectively.176  The country is diverse in ethnicity and language with over 135 different ethnic 

groups.177  Eight main ethnic groups are recognized and the country is divided into seven states 

and seven divisions. 178   Within these 14 states and divisions there are 69 districts, 330 

townships, 82 sub townships, 396 towns, 3045 wards, 13,276 village tracts, and 67,285 

villages. 179   In recent years, the country’s political environment has been marked by the 

transition from military rule to a civilian Government in 2011.  The country is reported to have 

808,075 stateless and 430,400 internally displaced persons.180 

 The Mekong Basin Disease Surveillance (MBDS) initiative collects cross-border 

information on three provinces in Myanmar: Tachilek (Chiang Rai, Thailand); Myawaddy (Mae 

Sot, Thailand); and Kawthaung (Ranong, Thailand).  Within this surveillance system, Myanmar 

takes responsibility for strengthening risk communications.  In this capacity, Myanmar takes the 

lead on documenting experiences of national-level disaster management collaboration within 

ASEAN and UNICEF.181 
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 Current demographic estimates report that 26.7% of the population is under the age of 

15 years and 5.2% over the age of 65 years.182  The median age as of 2012 was estimated to be 

28.62 years.183  The population reported to live in urban areas as of 2011 was 33%, which 

means a significant proportion of the population live in rural and potentially hard to reach areas 

throughout the country.184   

 Myanmar ranked 149th in UNDP’s Human Development Index in 2010.185  Based on 

international purchasing power parity (PPP) standards, 31.9% of the population was living on 

less than US $1.25 in 2009 and 91.3% on less than US $2.50.186  Differences can be found 

between poverty levels in rural and urban areas, and the national poverty level, with 20.4% of 

the urban population living on less than US $1.25 a day and 79.8% on less than US $2.50 per 

day, compared to 35.9% and 95.3% for rural areas, respectively. In addition, differences can be 

found between the national-level statistics and individual states and are geographically linked.187  

For example, on the measure of less than US $2.50 per day, 92.9% of the population in Kayin 

State and 91.6% of the population in Shan State live on less than US $2.50 per day, which, 

when compared to the national-level statistics, may indicate that poverty is more widespread in 

particular border provinces.  The latest Integrated Household Living Conditions Assessment 

survey indicates that one in every four Myanmar citizens is considered poor.188 

  According to a World Bank report published in 2010, 92.03% of the adult population 

(ages 15 and above) is literate.189  However, it is likely that variation between states within the 

country is considerable.  

 

 Myanmar is a developing country with a significant annual economic growth rate of 12% 

of GDP in 2002-2003, however, variation exists given that some areas of the country benefit less 
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from the economic advances (particularly rural areas as compared to urban areas).190  The GDP 

in 2011 was US $51.44 billion.191  Primary exports from the country are oil, natural gas, wood 

products, rice, and mined minerals. 192   Trade partners in 2011 were reported as Thailand 

(36.7%), China (18.8%), India (14.1%), and Japan (6.6%) with more recent developments in 

bilateral trade agreements with countries such as the United States.193,194   

 Within the region, Myanmar has an agreement with Thailand for construction of a large 

port and industrial estate in Dawei, estimated to be a 10-year project worth an estimated US $58 

billion.195  As has been seen in other settings where development projects take place, this may 

increase cross-border migration, impact internal migration, and is highly likely to have effects on 

health status of persons living in the area.  

II. Health status – national level   

 Throughout the country there is wide variation in access to basic services, such as 

housing, water and sanitation.  From 2005-2010, overall access to safe drinking water increased 

from 75 to 83%, however, while 81% of the urban population had access to safe drinking water 

in 2010 only 65% of the rural population had similar access.196   

 Myanmar has identified protein energy malnutrition and micronutrient deficiencies as the 

principle nutritional problems in the country.  The country is potentially on track to reduce the 

prevalence of underweight children under age five years, but further intensive interventions are 

required.197 

 According to government statistics, the Infant Mortality Rate (IMR), Under Five Mortality 

Rate (U5MR), and Maternal Mortality Ratio (MMR) have declined between 1988 and 2007.  In 

2010, the IMR was reported to be 50 deaths per 1000 live births and U5MR 66 deaths per 1000 

live births.198  In the same year, MMR was 200 deaths per 100,000 live births.199  However, a 
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joint survey conducted by the Government and United Nations Agencies indicated significant 

differences between urban and rural areas among regions of the country, with rural U5MR (72.5 

per 1000 live births in 2003) almost twice that of urban rates (37.3).200  In addition, UN estimates 

of MMR report 240 deaths per 100,000 live births in 2008.201 

 The leading causes of death and illness are tuberculosis, malaria and HIV/AIDS.  The TB 

prevalence rate confirmed by the 2009-2010 nationwide TB surveillance survey is three times 

higher than the global average and one of the highest in Asia.202  The WHO estimated that there 

were 506 prevalent and 381 incident TB cases per 100,000 population, respectively, in 2011.  

Multidrug-resistant TB was found to be 4.2% of new cases and 10% of previously treated 

patients and only 7% of MDR-TB cases among notified pulmonary TB cases in 2011 received 

adequate diagnosis, treatment and care.203  Extensively drug resistant TB has been detected 

since 2007.  Approximately 10% of TB cases are co-infected with HIV/AIDS.   

 Over three quarters of the population (76%) live in malaria endemic areas.  Morbidity 

trends of 1988-2011 show the number of malaria cases ranging from 4.2 to 8.6 million per 

year.204   

 The HIV/AIDS epidemic is considered to have stabilized nationally since 2000, with 

higher rates of transmission in particular areas. 205   The prevalence among the general 

population is 0.61%.  The proportion of people aged 15-24 with correct knowledge of HIV has 

increased from 21% in 2003 to 75.2% in 2007.  A major challenge is to scale up HIV treatment, 

which now covers only 1 in 3 of those in need.206   

 The country is facing a double burden of diseases – communicable diseases and non-

communicable diseases.  Chronic non-communicable diseases with shared modifiable risk 

factors – tobacco use, unhealthy diet, physical inactivity and harmful use of alcohol includes: 

cardio-vascular disease, diabetes mellitus, cancer and chronic respiratory disorders.  The 
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national STEPS survey, conducted in 2009, reported that the prevalence of hypertension, for 

example, was 30.99% in males and 29.34% in females among the sample population.207   

 The WHO and Ministry of Health joint WHO-AIMS report on the mental health system in 

Myanmar, published in 2006, reported 25 outpatient mental health facilities, 2 day treatment 

facilities, 17 community-based psychiatric inpatient units and 2 mental hospitals.208  The total 

number of human resources working in mental health facilities or private practice reported from 

the same survey found 0.477 per 100000 population.  The report does point out, however, that 

data from remote areas was difficult to collect due to poor transportation and communication.  

Mental illness is one of the major emerging health problems. Several community surveys 

conducted between 1976 and 2004 in urban and suburban areas found that mental disorders 

ranged from 56 to 86 per 1000 population. Psychosis ranged from five to six per 1000 

population; mental retardation from one to four per 1000 population; and epilepsy from two to 

four per 1000 population. Mental health care has shifted from hospital care to community care. 

However, community-based mental health programmes are implemented in selected townships 

only.209 

III. Health systems  
 

 Health systems can be assessed according to six building blocks, using standardized 

indicators proposed by the WHO.210 Available data at the national level, according to each 

building block, is presented here.  

i. Health service delivery:  The Ministry of Health (MOH) is responsible for raising 

the health status of the people through provision of comprehensive health 

services through seven departments for health, planning, and medical 

sciences.211  The largest is the department of health, which employs 93% of over 

58,000 personnel employed and accounts for approximately 75% of the ministry’s 

expenditure.  Other Ministries also run health care facilities (Defense, Railways, 

Mines, Industry, Energy, Home and Transport). Most private sector services 

provide ambulatory care, but in-patient private facilities are developing in major 

urban centres. Community and faith based organizations are also providing 

ambulatory care and some institutional care and social protection. 
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In 2011-2012 there were 987 public sector hospitals with a total number of 54,503 

beds – an nearly two-fold increase from 25309 in 1988. 212,213  There are also 

1565 rural health centers.  However, rural health centers have not increased as 

hospital beds have, meaning that from 1988 to 2012, the increase in rural health 

centers was only 17% . The 2012 World Health Survey reports inpatient hospital 

beds as 6 per 10,000 population, but information is not available on 

distribution.214   

 

ii. Health workforce:  Health staff in Myanmar are comprised of the following general 

classifications: doctors, dental surgeons, nurses, dental nurses, health assistants, 

Lady Health Visitors, Midwives, Health Supervisors (1) and (2) and traditional 

medicine practitioners. 215  Human resources for health are of concern.  It is 

estimated that there are 23,709 physicians (4.6 per 10000 population), 41424 

nursing and midwifery workers (8.0 per 10000 population), and 3247 community 

health workers (0.6 per 10000 population).216  However, it is likely that density of 

these workers varies greatly by geography. This includes 26,435 medical 

practitioners, 25,544 nurses and 19,556 midwives. 75% of health workers are 

women.217  In 2010, there were 2,108 new medical graduates.218  Distribution of 

the health workforce is shown to be in favor of urban areas with the ratio of 

doctors per 1000 population in urban and rural areas 0.83 and 0.24, respectively.  

The same is true for nursing staff with 0.82 and 0.23 per 1000 population for the 

ratio of nurses in urban and rural areas, respectively.219  Under-staffing in rural 

areas was confirmed by the Health Systems Survey assessment in 20 Townships, 

which confirmed that in 50% of locations, 1 staff was covering from between 4000 

and 10000 population and every rural health center in the sample had unfilled 
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positions.220  Furthermore, the ratio of midwives to public health supervisors was 

found to be 11:1 in 2011-2012, far from the idea ratio of 1:1.221  Having more 

midwives than public health staff means that midwives are taking on more 

communicable disease control activities, including immunizations, and may be 

creating a burden of workload for midwives or putting them in the position of 

dealing with health issues for which they do not yet have proper training and 

supervision.  Community health workers (a broad term for a variety of workers 

including auxiliary midwives, maternal and child health promoters, malaria 

volunteers, general community health workers, etc) play an essential role in 

helping with data collection, facilitating access to treatment, providing surveillance 

of disease control programs, and conducting health promotion activities.  They 

are seen as key change agents in community health development and work 

together with other local leaders and local administrative authorities.222 

 

iii. Health information:  An analysis of the six areas of health information systems 

(HIS) was conducted in 2010 223  and results found that vital statistics and 

population surveys were adequate, but census functions were considered to be 

inadequate.  Health and disease and health service record were present, but 

were not considered to be adequate.  Data management (data collection methods, 

estimation methods, etc) was considered to be present but not adequate.  In 

addition, disaggregation and completeness of data was reported to be present 

but not adequate. While a nationwide GIS mapping of health infrastructure is 

underway, the system is constrained by lack of village tract-level population data.  

Finally, there are gaps in the HIS infrastructure regarding data on availability of 

services, accessibility of services, and acceptability of services.   

 

iv. Essential medicines:  Information on the median availability of selected generic 

medicines, median consumer price ratio of selected generic medicines, and 

complete report of access to essential medicines is not available in the 2012 

World Health Statistics report.224  It is believed, however, that 80% of essential 

medicines are produced through domestic sources, however, changes in the 
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essential medicines policy may require more to be sourced externally.225  Stock 

outs of essential medicines are widely reported and out-of-pocket payment for 

essential medicines by the population is common.226 

 

v. Health financing:  Total expenditure on health as a percentage of GDP in 2009 

was 2.1%.  General government expenditure on health as a percentage of total 

expenditure on health in the same year was 11.3%.  Information on the ratio of 

household out-of-pocket payments for health to total expenditure on health shows 

87% in 2011 and out-of-pocket expenditure as a percentage of private 

expenditure on health in 2009 was 92.4%.227,228  Current resource allocations are 

made for salaries and infrastructure and there is yet to be a nationwide model for 

allocation of operational funds to support a comprehensive needs-based plan for 

States/Regions or Townships.229 

 

vi. Leadership and governance: The country is networked by a system of health 

committees from National to Township level.  The National Health Committee 

was founded in 1989.  At the national level there is a country coordination 

mechanism for management and oversight of key diseases and health program 

interventions.  The new constitution of 2008 states that “every citizen shall, in 

accord with the health policy laid down by the Union, have the right to health 

care.”230  The National Health Committee and the Township Health Committees 

across the country are the main drivers for inter-sectoral action on health, along 

with a system of School Health Committees.  Current community participation 

mechanisms include community-based health workforce, community-based 

organizations and local NGOs, health committees, INGOs, private sector, and the 

community.  Specifically related to governance of the health workforce, the 

national health workforce strategic plan sets forth four pillars of the policy which 

include: strengthening leadership and management, improving availability of 

human resources for health, improving quality of human resources for health, and 
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ensuring equity in human resources for health – with planned actions ranging 

from immediate to short-term, and long-term.231 

 

IV. Migration and border specific health issues  

 According to 2009 estimates, up to 10% of Myanmar’s population lives overseas, a 

population that includes migrant workers, asylum seekers, refugees and other temporary or 

long-term residents living outside of the country.232  The main international migration flows from 

Myanmar are to other countries in the region, including Thailand, Malaysia, Singapore, 

Bangladesh, Korea and Japan.  Migration from Myanmar to countries in the Greater Mekong 

Subregion (GMS) accounts for the largest migration flows within the GMS.  The number of 

migrant workers from Myanmar in Thailand is estimated to be between 2-4 million with 

approximately 1.45 million officially registered as of March 2012, making Thailand the receiving 

country of the most international migrants from Myanmar out of all receiving countries.233  The 

official estimates may be lower than actual numbers, however, given that most people from 

Myanmar have migrated irregularly (i.e. without documentation) and also given the issue of 

children and dependents of migrant workers for whom there are no reliable estimates.   

 Internal migration and movement of persons is also of issue in Myanmar with estimates 

between 446000 and 451000 individuals displaced within the country, particularly to and within 

states bordering Thailand.234  Both international and internal migration has implications for health 

along the border areas since these areas have often fall outside the reach of Government-led 

health initiatives.  While organizations do exist who provide health services in these areas, there 

has tended to be a lack of coordination between the Government and these groups.235,236 

 

 Disparities in health exist between central Myanmar and more peripheral areas, typically 

along such areas such as the border with Thailand.  For example, a study published in 2006 

found that IMR and U5MR were higher among populations living in eastern Burma compared to 

estimates at the national level.237  This study found IMR to range between 122-135 deaths per 
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1000 live births between 2002-2003 and U5MR during the same time period to be between 276-

291 deaths per 1000 live births.  Furthermore, these estimates show higher rates when 

compared to national-level estimates for rural areas, as stated earlier in this report.  However, 

townships in Kayin State have reported IMR and U5MR lower than national estimates, which 

indicates the need for village tract-level standardized data collection in order to identify key 

areas in need of specific health services.238 

 Regarding malaria, malaria has been reported to be of more concern in the border areas 

of Myanmar – with case levels higher than both Myanmar national estimates and the prevalence 

of malaria in neighboring Thailand.  A study published in 2007 explains this difference by 

comparing cases reported in 2003 in Kayin State, bordering Thailand.239  The study reports that 

during the year of 2003, the WHO reported 2016 cases in the entire state when two local health 

organizations reported treating 27000 cases.  The implications of malaria along the border are 

also apparent when looking at the number of malaria cases confirmed and treated in a clinic on 

the Thailand-side of the border just across from Kayin State, which reported more than 5000 

cases in that year.  Furthermore, Tak province in Thailand, which borders Kayin State had the 

highest number of malaria cases that year with migrants from Burma estimated to have 4.4% 

prevalence of malaria, compared to only 0.2% prevalence among Thai citizens in the province.   

V. Migration and border specific health systems issues  

 Considering the number of international migrants from Myanmar to Thailand, it is 

important to looks at ways in which the health systems in both countries can develop to expand 

coverage of essential services to be inclusive of this mobile population. Village Health 

Volunteers and Community Health Workers have been utilized by both the Myanmar 

government and community-based organizations working in the country – and to some extent in 

Thailand providing services to migrants from Myanmar.  For example, the Country Cooperative 

Strategy for Myanmar points out the role of Village Health Volunteers within State/Division health 

departments and community-based organizations also utilize similar community-level workers to 

expand coverage of programs.  As noted by the WHO in 2006, Myanmar faces a critical health 

workforce shortage and suggested that “simplification and delegation” of health tasks could 

facilitate improved access to care.240   Community-based organizations in eastern Burma have 

been able to document expanded coverage for malaria control program efforts (from 3000 

population to 8000 population coverage between 2003 and 2008) with outcomes of reducing 

morbidity and mortality from malaria through these efforts. 
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 Due to the fact that international migrants from Myanmar account for the largest flow in 

the GMS, it is important to address the issue of health system service provision within the 

country and also collaboration between the Government and neighboring countries for 

coordination.   

 Considering diversity of language in Myanmar and among migrants – with estimates 

stating that approximately 30% of migrant workers in Thailand from Myanmar are Tavoy ethnic 

persons, 25% Karen, 25% Mon, 15% Shan, and 5% Burma (although, reliable statistics are not 

available and these numbers are only based on estimates) – it is also important to note that this 

has implications for the health system and its response in terms of how such a diverse group of 

individuals can access health services and health information during migration and return.241   

VI. Policies, legal frameworks and institutions  

 Myanmar is currently without a comprehensive and holistic migration policy or an 

effective migration management body within the Government.242  The Overseas Employment 

Service facilitated regular deployment of Myanmar migrants overseas in the past, but this was 

limited to higher skilled workers to specific locations such as Korea, Malaysia and Singapore.243   

Furthermore, the country has no clear policy to ensure that migration of its workers overseas 

contributes to the development of the economy in Myanmar and social development in the future.  

Progress has been shown, however, as evidenced by the shift of responsibility for migration 

policy development from the Ministry of Foreign Affairs to the Ministry of Labour in 2010 and the 

first legal process of migration for manual or domestic workers from Myanmar to Thailand by the 

end of 2011.244   Although these efforts to facilitate formal migration from Myanmar to Thailand 

did produce a record number of 2 million documented migrants from Myanmar living in Thailand 

during the last round of registration in 2011, limitations to the process are reported.245  For 

example, lack of understanding of the official process, language barriers, and concern about 

personal safety in registering are reported to contribute to a continuation of informal migration 

patterns – which can lead to increased vulnerability, including vulnerabilities for poor health 

outcomes.  Despite the formal channels for migration, lack of awareness about the policy and 

high broker fees continued to lead to informal migration.246 
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 The Governments of Myanmar and Thailand are seeking to create a process by which 

formal migration patterns can be further strengthened, however, the Myanmar government’s 11th 

National Economic and Social Development Plan 2012-2016 does not explicitly address long-

term migration policies to cope with ongoing labour demands in Thailand.247 

VII. Data gaps and challenges  

 The WHO Country Cooperation Strategy points out that various sources within and 

outside the Ministry of Health are involved in data generation, which makes comparison difficult 

due to the fact that data are collected in different ways.248  Furthermore, some areas are not 

easily accessible and cross-border and internal migration creates challenges for a 

comprehensive health information system.  Both scope and quality of data are issues related to 

health information in Myanmar.  As outlined in the National Health Plan 2011-2016, development 

of a stronger health information system is a priority of the Government. 249   In addition, 

government health officials have themselves pointed out gaps in the health information system 

with regard to the following areas: data quality (not highly valid), data flow (still a manual 

process), and timeliness of data (affecting completeness of data).250 

Thailand country study 

I. Background: 

 Geography  
 

The Kingdom of Thailand has a long border with four neighboring countries totally around 5,820 

kilometers long as shown in Figure 1.  

To the north, Thailand is bordered by the Republic of the Union of Myanmar and the Lao 

People’s Democratic Republic.  

To the south, Thailand is bordered by the Federation of Malaysia.  

To the east, Thailand is bordered by the Lao People’s Democratic Republic and the Kingdom of 

Cambodia.  

To the west, Thailand is bordered by the Republic of the Union of Myanmar. 
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There are 31 provinces lie along the border categorized as follows: 

Thai-Myanmar border (10 provinces): 

1) Chiang Rai   2) Chiang Mai 

3) Mae Hong Son   4) Tak 

5) Kanchanaburi    6) Ratchaburi 

7) Phetchaburi    8) Prachuap Khiri Khan 

9) Chumporn and   10)Ranong 

Thai-Laos border (12 provinces): 

1) Chiang Rai   2) Phayao 

3) Nan    4) Uttaradit 

5) Phitsanulok    6) Nong Khai 

7) Bueng Kan    8) Loei 

9) Nakhon Phanom   10)Mukdahan 

11) Amnat Charoen and  12)Ubon Rachathani 

Thai-Cambodia border (7 provinces): 

1) Si Sa Ket   2) Ubon Rachathani 

3) Surin    4) Buri Ram 

5) Sa Kaeo   6) Chanthaburi and 

7) Trat   

Thai-Malaysia border (4 provinces): 

1) Songkha   2) Narathiwat 

3) Yala and   4) Satun 

Figure 1  Map of Thailand 
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Source: vidiani.com (Vidiani.com) 

 Population  
 

Number of population in Thailand in 2010 including Thais and Non-Thais are 65.9 million 

(Table 1). These figures are based on The 2010 Population and Housing census (1 September 

2010) and corrected those using methods in demography. Details for correcting those numbers 

are in elsewhere (Institute for Population and Social Research, 2013).    

 The number for non-Thai population whose names are not in household registration from 

the 2010 census is 2.1 million (Table 1). However, based on the data from The Bureau of 

Registration Administration, Department of Provincial Administration, Ministry of Interior, the 

updated figure is approximately 4.3 million in 2013 (Table 2), Those non-Thais are categorized 

into 1) migrant workers and dependants, 2) ethnic minorities, 3) stateless persons, and 4) 

displaced persons. 

Table 1 Number of population in Thailand (1 July 2010) 

Population Male Female Total 

Thais, and non-Thais* 31,084,000 32,705,000 63,790,000 
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Non-Thais** 1,221,000 911,000 2,131,000 

Total 32,305,000 33,616,000 65,921,000 

*  Thais, and non-Thais whose names are in household registration. 

** Non-Thais whose names are not in household registration at the same number as 

enumerated in 2010. 

Source: Population Projections for Thailand 2010-2040 (Office of the National Economic and 

Social Development Board, 2013). 

Table 2 Number of non-Thai population 

Non-Thais Male Female Total 

Migrant workers and dependants 2,007,707 1,559,976 3,567,683 

Ethnic minorities 175,181 157,241 332,422 

Stateless persons 139,086 142,852 281,938 

Displaced persons 51,584 51,080 102,664 

Total 2,373,558 1,911,149 4,284,707 

Source: ขอ้เทจ็จริงและตวัเลขเก่ียวกบัแรงงานขา้มชาติและผูมี้ปัญหาสถานะบุคคล (Achavanitkul, In Press) 

 

 Economy  
 

 Border trade volume is as high as 899,783 million Baht in 2011 (of which 62 percent with 

Malaysia, 18 percent with Myanmar, 12 percent with Laos and 8 percent with Cambodia), 

increased at 13 percent annually in the past 5 years and is targeted to rise up to 15 percent in 

the next 5 years by the 11th National Economic and Social Development Plan 2012-2016 (ธานินทร์ 

ผะเอม, 2012). 

 Thailand-Myanmar 

o Three major check points with custom houses: Sanklaburi, Mae Sot, and RaNong 

o During 2001-2011, border trade volume grew at 16.3 percent annum 

 Thailand-Laos 

o Two major check points with custom houses: Nongkhai and Mukdaharn 

o During 2001-2011, border trade volume grew at 18.87 percent annum 

 Thailand-Cambodia 

o Two major check points with custom houses: Alanyapradesh Klongyai 

During 2001-2011, border trade volume grew at 17.10 percent annum 
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 As for the ASEAN cooperation and attempt towards a regional single market, the 

National Economic and Social Development Board (NESDB) has recognized a more significant 

role of border cities in the national development as international checkpoints boosting trade and 

tourism ("Spotlight on provinces: Study shows corruption derails development," 2013). 

  The 11th National Economic and Social Development Plan emphasizes the importance of 

border area development under the 3 principles including  to be gateways of regional economic 

and business activities, to facilitate the connectivity of production and supply chain with 

neighboring countries, and to create mutual benefit and trust with neighboring countries (ธานินทร์ 

ผะเอม, 2012). 

 With supports from the current government, border areas being assessed for the 

potential to be developed as a special economic zone (Ministry of Public Health, 2013e) include; 

o With Myanmar: Mae Sai and Chiang Saen districts in Chiang Rai, Mae Sot district 

in Tak, Kanchanaburi  

o With Laos: Mukdaharn, Nakhonpranom and Nongkhai 

o With Cambodia: Srakaew 

 

 

 

 

 

 

 Relevant human development indicators  

 

o Human Achievement Index (HAI) 2009 
  

The 2009 HAI (United Nations Development Programme, 2010) indicated lower levels of human 

achievement in most of major border provinces as compared to the national average. Mae Hong 

Sorn, Sra Kaeo, Tak, Sri Saket, Burirum, and Nakhon pranom are listed as the bottom 10 

provinces with the least HAI out of the 76 provinces. Other border provinces i.e. Nongkhai, 

Chiangrai, and Kanchanaburi are not much different, in the rank 61, 59, 55 and 52 respectively 

of the 76 provinces. 

o Education and household income (2007) 
 

 Population in major border provinces obtained less education than the national average 

indicated by average years of schooling. Percentage of uneducated population is generally 

larger, especially among those located along the Thai-Myanmar border, i.e. Kanchanaburi, 

Chiangrai, Tak and Ranong (Table 3).  

 Household income is also generally lower (Table 3), though the poverty incidence is 

clearly much higher than the county average figure. This is especially for Tak, Chiangrai (border 
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provinces with Myanmar), (i.e.), Srakeao, Ubon rajathani (with Cambodia) and Nakhornpranom 

and Mukdaharn (with Laos).   

Table 3 Average schooling year and household income by major border provinces 

 

  Average 
schooling 

year (2007) 

% of 
uneducated 
population 

Household 
Income 

Poverty rate 

National 7.68 4.9 14778 8.48 

Bangkok 10.11 3.2 29696 1.14 

 Sa Kaeo 6.77 7.1 10753 19.85 

Kanchanaburi  6.5 12.4 11944 10.71 

 Trat 6.87 8.9 13961 6.16 

Nong Khai  6.91 2.7 11218 3.37 

Nokhon Phanom  6.77 2.7 8080 17.87 

Mukdahan  7.34 3.4 9176 14.32 

 Ubon Ratchathni 6.97 1.7 11333 13.69 

 Chiang Rai 6.23 13.9 8870 14.43 

 Tak 6.45 14.7 9431 17.86 

Ranong  7.14 8.7 14229 1.96 

Source: Thailand Human Development Report 2009: Human Security Today and Tomorrow 

(United Nations Development Programme, 2010) 

 

The results from the tuberculosis knowledge, attitude, and practice(TB KAP) survey 

(Boonchalaksi, Chamchan, Holumyong, Apipornchaisakul, & Muensakda, 2012)  in selected 

border provinces; 

Chiang Rai: There are significant socio-economic disparities between Thai and non-Thai 

populations, i.e. in terms of income and education. Household monthly income of the non-Thai is 

lower at about two-third of that of the Thai household; about 10,000 Baht and 15,000 Baht, 

respectively. Nearly all Thai population were educated with about 8.2 years of schooling in 

average, while three-fourth of the non-Thai was reported received no education and mean of 

schooling years was at only less than 2 years. 
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Ubon Rachathani: Similarly to situation in Chiang Rai, socio-economic disparities between 

Thai and non-Thai populations are also obvious – household income of the non-Thai is 

significantly lower while the percentage of the uneducated is higher (though not as much as 

found in Chiang Rai) with lightly lower mean of schooling years as compared to those of the Thai. 

 

II. Health status 

 Mortality  
 

The death rates per 100,000 population by leading causes of death in major border provinces in 

2010 are summarized in Table 4. The data is from the National Statistical Office (Statistical 

Forecasting Bureau). The first leading cause of death was malignant neoplasm which is about 

91 per 100,000 population from the whole country. The death rate from suicide, homicide and 

other injury in Chiang Rai (19/100,000) was almost twice as high as the national level 

(11/100,000). The death rate from HIV in Ranong (13/100,000) was more than 2 times as high 

as the national average (6/100,000).  

 

 Morbidity 

 
The rates of In-patients per 100,000 population for non-communicable diseases and infectious 

diseases in major border provinces in 2011 are depicted in Figure 2 and Figure 3, respectively. 

For non-communicable diseases (Figure 2), looking at the whole country, diabetes mellitus was 

the main cause of morbidity, the in-patients rate was 730/100,000. The two highest in-patients 

rates from diabetes were from Kanchanauburi (1,150/100,000) and Trat (1,070/100,000) 

respectively.  

 

Figure 2 Rates of In-patients for non communicable diseases by major border provinces, 2011 
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Source: Bureau of Non-Communicable Disease (Ministry of Public Heatlh, 2013) 
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Table 4 Death rates per 100,000 population by leading cause of death, and major border provinces 2010 

Cause 
of 

death 

Whole 
Country 

Thai-Myanmar border Thai-Laos border 
Thai-Cambodia 

border 

Chiang 

Rai 

Tak Kanchanaburi Ranong Nong 

Khai 

Nakhon 

Phanom 

Mukdahan Ubon 

Rachathani 

Sa 

Kaeo 

Trat 

(1) 91.17 97.19 65.43 63.11 50.43 81.64 102.70 83.82 95.83 87.98 82.55 

(2) 51.59 61.26 35.59 59.77 32.89 35.38 31.34 35.71 51.98 45.10 57.15 

(3) 31.42 28.92 22.00 25.34 18.64 13.41 15.95 14.76 36.72 26.32 28.58 

(4) 28.88 24.49 27.74 24.50 25.77 13.19 19.37 18.00 25.22 53.93 17.69 

(5) 25.70 28.75 20.47 27.73 22.48 8.24 10.97 11.81 28.09 29.64 33.11 

(6) 21.61 28.08 10.33 14.46 9.87 26.81 34.90 37.19 38.49 11.78 21.32 

(7) 13.80 15.29 11.29 14.82 3.84 13.73 9.54 7.38 11.61 15.28 16.78 

(8) 11.09 19.14 11.67 11.36 12.06 3.08 5.27 5.31 6.69 9.94 9.98 

(9) 7.01 6.27 3.83 9.92 6.58 5.27 3.42 4.13 7.96 8.84 8.16 

(10) 5.71 8.52 4.78 4.66 13.16 3.96 3.13 6.20 3.43 6.07 7.71 

Cause of death (1) Malignant neoplasm, all forms; (2) Accidents and poisonings; (3) Hypertension and cerebrovascular 

diseases; (4) Diseases of heart; (5) Pneumonia and other diseases of lung; (6) Nephritis, nephritic syndrome and nephrosis; 

(7) Diseases of liver and pancrease; (8) Suicide, homicide and other injury; (9) Tuberculosis, all forms; (10) Human 

immunodeficiency virus (HIV) disease. 

Source: National Statistical Office (Statistical Forecasting Bureau)
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On the other hand, for the infectious diseases (Figure 3), tuberculosis was the highest 

leading cause of in-patient morbidity at the rate of 135/100,000 on the national average.  

At the province level, the in-patient morbidity rate from malaria was highest in Sa Kaeo 

(460/100,000) while the national level was 29/100,000. 

 

Figure 3 Rates of In-patients for infectious diseases by major border provinces, 2011 

 

  

Source: Bureau of Policy and Strategy, Office of the Permanent Secretary (Ministry of 

Public Health, 2013b) 

The results from TB KAP survey (Boonchalaksi, et al., 2012) in selected border 

provinces; 

 

Chiang Rai: It is indicated by incidence of minor illness in the past month, 

inpatient illness and home-care illness in the past 12 months – illness rate reported by 

the non-Thai were lower than that of the Thai in all categories. The implications might be 

that the non-Thai are generally healthier than the Thai or, on the other hand, that they 

might be not healthier but less accessible to health care and services which resulted in 

the lower reported rate of illness. This is especially for in-patients illness which was 

obvious that none of the non-Thai reported ever got sick that needed to be admitted for 

inpatient care in a hospital.   
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In terms of health care seeking behavior, Thai population appeared to have more 

choices of method or place that they would seek for care than the non-Thai did. For 

example, in case of minor illness, the majority of the Thai reported to seek for care at a 

public health unit and public hospital and some would go to private clinic or do self-

medication. On the other hand, all of the non-Thai reported to seek for care only at a 

public hospital. Less choices of treatment method, to some extent, implies less 

accessibility to care which support our hypothesis about the reason explaining the lower 

rates of illness of the non-Thai as compared to the Thai.  

Ubon Rachathani:  The incidence of minor illness in the past month of the non-

Thai was quite indifferent from that of the Thai. Interestingly, though inpatient illness 

reported by the non-Thai was much lower than the number reported by the Thai (4.8% 

and 12.6%, respectively), home care illness was reported significantly higher (27.7% and 

5.9%, respectively. This evidence, to some extents, reflects limited accessibility to 

inpatient care of the non-Thai in Ubon Rachathani. Incidence of sickness that results in 

inability to work or to perform daily activities was found higher among the non-Thai when 

compared to the Thai (by the definition used in the survey, it is referred to sickness that 

needs inpatient care or care at home), but most were treated at home rather than to be 

admitted for inpatient care at a health facility. This is opposite to the Thai’s that most 

were admitted to a hospital and only some were treated at home. 

In terms of health care seeking behavior, similar to situation in Chiang Rai, the 

survey result in Ubon Rachathani also indicated more choices of treatment method of 

the Thai than those of the non-Thai. For example, when having minor illness, three-

fourth of the non-Thai did self-mediation and rest went for care as a public health facility. 

For the Thai, only one-fifth was reported to do self-medication, more than 60 percent 

went for care at a public facility and the rest around 17 percent went for care at a private 

facility.  

 Reproductive health 

 The maternal health service in Thailand has improved significantly. Figure 4 

shows that maternal mortality ratio (MMR), infant mortality rate (IMR), as well as child 

mortality rate (CMR) have declined steadily. For example, the MMR has decreased from 

0.122/1,000 live births in 2007 to 0.089/1,000 live births in 2011.  

 Similarly for crude birth rate (CBR), it has declined from 12.7/1,000 population in 

2007 to 12.4/1,000 population in 2011 as shown in Figure 4.   When comparing CBR of 

the major border provinces to the whole country, in 2009, it revealed that CBR in Tak 

(16.4/1,000) was the highest while the national average is 12.1/1,000 (Table 5). 

Table 6 summarizes the IMR and MMR in 2011 at the national level and by major 

border provinces. The MMR in Sa Kaeo (16.2/100,000 live births) was almost twice as 

high as that of the national level (8.9/100,000 live births). The IMR in Ubon Rachathani 
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was 9.3/1,000 live births which was highest while the national average is at 6.6/1,000 

live births. 

Figure 4 Crude birth rate, Infant mortality rate, Child mortality rate, and Maternal 

mortality ratio, 2007-2011   

 

 

Source: Public Health Statistics 2011 (Ministry of Public Health, 2013c) and Statistical 

Thailand 2011 (Ministry of Public Health, 2013a) 
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Table 5 Crude birth rate by major border provinces, 2009 

 

 CBR 
Whole Country 12.1 

Thai-Myanmar border  

    Chiang Rai 9.2 

    Tak 16.4 

    Kanchanaburi 11.6 

    Ranong 11.8 

Thai-Laos border  

    Nong Khai 10.3 

    Nakhon Phanom 9.9 

    Mukdahan 10.8 

    Ubon Rachathani 11.5 

Thai-Cambodia border  

    Sa Kaeo     11.0 

    Trat 11.2 

CBR = Crude birth rate (per 1,000 population) 

Source: Statistical Yearbook Thailand 2011 (National Statistical Office, 2013) 
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Table 6 Infant mortality rate and maternal mortality ratio by major border provinces, 

2011 

 IMR MMR 

Whole Country 6.6 8.9 

Thai-Myanmar border   

    Chiang Rai 4.7 0.0 

    Tak 1.8 0.0 

    Kanchanaburi 5.3 0.0 

    Ranong 6.8 0.0 

Thai-Laos border   

    Nong Khai 5.6 0.0 

    Nakhon Phanom 7.3 14.4 

    Mukdahan 7.0 0.0 

    Ubon Rachathani 9.3 9.2 

Thai-Cambodia border   

    Sa Kaeo     6.0 16.2 

    Trat 2.7 0.0 

IMR = Infant mortality rate (per 1,000 live births); MMR = Maternal mortality ratio (per 

100,000 live births). 

Source: Public Health Statistics 2011 (Ministry of Public Health, 2013d) 

III. Health systems  

There are several major health insurance schemes for health security for all Thai namely 

1) Universal coverage health care 2) Medical welfare for the poor 3) Medical benefits for 

civil servants and state enterprise employees 4) Social Security and workers’ 

compensation fund 5) Voluntary health insurance and 6) Others. In 2001, all the 

schemes covered 71.0% of the population. After the launching of the universal health-

care policy in 2002, the coverage of health security increased to 97.4% in 2009, 

meaning only 2.6% is without any health insurance ("Thailand Health Profile 2008-2010," 

2011). 
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The health systems in Thailand according to the WHO’s Health System Building Blocks 

are summarized as follows: 

1) Service delivery 

Universal Coverage Scheme (UCS) service delivery network consists of both public and 

private health facilities. Public health facilities are automatically registered in the delivery 

network while private health facilities are investigated prior to signing contracts with the 

UCS. In theory, people are free to choose any facility as their primary care units (PCU).  

However, in practice, the choices are restricted by small number of facilities that are 

close to their homes or workplaces.  This is particularly true in the rural areas where the 

people are mainly assigned to public facilities that are close to them (Joint Learning 

Network, 2013).   

UCS provides beneficiaries with comprehensive care which focused on health promotion 

and disease prevention. The coverage includes immunizations, annual physical 

checkups, premarital counseling, antenatal care and family planning service etc. ARV 

treatment for HIV/AIDs and renal replacement therapy have also been added into the 

coverage recently (Joint Learning Network, 2013). 

2) Human resources for health  

Allocation of human resources for health (i.e. doctor, dentists, nurses) as well as 

facilities (i.e. number of hospital and beds) to major border provinces are found 

underprivileged (when comparing the provincial figures to the national average) (Table 

7). Ratios of population per one doctor, for example, in Sa Keao, Tak, and Nongkhai  are 

as high as 5077, 4467 and 6692 respectively, while the national average is 2893. 
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Table 7 Ratios of population per health-care provider and population per bed 

Source: Public Health Statistic 2010 (Ministry of Public Health, 2010) 

  
  

Population Ratio of Population per health-care 
provider 

Health facility 

Doctor Dentist Professi

onal 

Nurse 

Pharmac

ist 

No. of 

hospitals 

No. of 

beds 

Popula

tion 

per 

bed 

ratio 

Whole 

Country 

 

63,701,703  

    

2,893  

         

13,252  

             

531  

           

7,087  

           

1,513  

       

132,671  

          

480  

Bangkok    5,701,995  

   

1,052  

           

7,865  

             

282  

           

3,871  

             

128  

         

21,147  

          

270  

Sa Kaeo       543,276  

    

5,077  

         

23,621  

             

864  

         

20,895  

                 

7  

             

764  

          

711  

Kanchan

aburi       836,600  

    

5,295  

         

16,404  

             

668  

         

11,305  

               

21  

           

1,571  

          

533  

Trat        220,465  

    

2,826  

         

16,959  

             

338  

           

7,349  

                 

8  

             

586  

          

376  

Nong 

Khai       910,094  

    

6,692  

         

21,165  

             

840  

         

13,190  

               

19  

           

1,186  

          

767  

Nakhon 

Phanom       702,041  

    

8,069  

         

26,002  

             

745  

         

10,801  

               

14  

             

960  

          

731  

Mukdaha

n       338,812  

    

6,050  

         

16,134  

             

648  

         

10,267  

               

11  

             

541  

          

626  

Ubon 

Rachatha

ni    1,808,422  

    

5,037  

         

19,239  

             

717  

           

8,908  

               

30  

           

3,260  

          

555  

Chiang 

Rai    1,196,576  

    

3,751  

         

14,773  

             

595  

           

8,486  

               

47  

           

1,977  

          

605  

Tak        522,673  

    

4,467  

         

15,373  

             

543  

         

10,453  

               

13  

           

1,244  

          

420  

Ranong       182,417  

    

5,365  

         

15,201  

             

407  

         

10,134  

                 

5  

             

404  

          

452  
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3) Health information 

Health information system in Thailand has improved continuously. During the 9th and 10th 

National Development Plan period (2002-2011), the modern management information 

system based on the electronic individual cards has been introduced. The new system 

can link all concerned agencies together and in the future, the smart card will be used to 

add more functionality to the system. In addition, the National Health Information System 

Development Program has officially been endorsed by the National Health Commission 

in 2010 ("Thailand Health Profile 2008-2010," 2011). 

4) Medical procurement 

There is an inequality distribution in high-technology medical devices such as CT 

scanners, magnetic resonance imaging devices (MRI), extracorporeal shortwave 

lithotripters (ESWL), and mammography devices. For example, mammography devices 

are used in large cities, such as Bangkok, about 54.4% (Table 8).  High-tech medical 

devices, for instance, CT scanners, MRI, and mammography devices are in the private 

sector more than in the public sector (Table 8). 

Table 8 Number and percent of medical devices 

Source: Thailand Health Profile 2008-2010 ("Thailand Health Profile 2008-2010," 2011) 

 

 
Devices 

Number of devices Number by sector Remarks 

Total In Bangkok: 

No. (%) 

In provinces: 

No. (%) 

Public 

(%) 

Private 

(%) 

1. CT scanners 399 128  

(32.1) 

271  

(67.9) 

145 

(36.3) 

254 (63.7) 2009 

2. Magnetic 
resonance 
imaging 
devices (MRI) 

51 34 

(66.7) 

34  

(66.7) 

23 

(45.1) 

28 (54.9) 2008 

3. Lithotripters 74 9  

(12.2) 

65  

(87.8) 

48 

(64.9) 

26 (35.1) 2008 

4. Mammography 
devices 

215 117  

(54.4) 

98 

 (45.6) 

85 

(39.5) 

130 (60.5) 2009 

5. Ultrasound 
devices 

2158 323  

(15.0) 

1835 

 (85) 

1624 

(75.3) 

534 (24.7) 2009 



Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

63 

 

5) Health financing 

 There are three sources of health expenditure ("Thailand Health Profile 2008-

2010," 2011) which are public sector (42.23%), private sector (57.60%), and 

international financial aid (0.17%).  

 In 2008, the major source of public sector is government budget, especially 

through Ministry of Public Health which contributes 24.34%. The largest source of funds 

of private sector is households which contributes 55.31% in 2008. It slightly dropped 

from 62.58% in 2002 due to the launch of the universal health-care policy which 

decreased family burden expenditure. Nevertheless, the large portion of expenditure 

from households still shows that people pay high cost for services that are not covered 

by universal health-care scheme, for instance, drug cost for self-care, or visiting a private 

clinic. 

6) Leadership and governance 

According to United Nations Economic and Social Commission for Asia and the Public 

(UNESCAP), the eight attribute for the good governance are accountability, participation, 

transparency, responsiveness, consensus orientation, following the rule of law, 

effectiveness and efficiency, and equity and inclusiveness. Overall assessment of UCS 

was concluded as “good enough”. The results of National Health Security Board (NHSB) 

survey is shown below 

 

Source: Thailand's Universal Coverage Scheme: Achievements and Challenges 

(Health Insurance System Research Office, 2012) 
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IV. Migration and border specific health issues  

Specific border health issues (in concerns) and challenges are summarized from the 

Border Health Development Master Plan (Bureau of Policy and Strategy, 2011) and a 

situation analysis on Health System Strengthening for Migrants in Thailand (Chamchan 

& Apipornchaisakul, 2012) include the following: 

 Communicable diseases: Emergence and also re-emergence of major diseases 

in border areas – i.e. Malaria, TB, STI including HIV and AIDS. Tak, Mae Hong 

Sorn, and Ranong reported the first three provinces with the highest Malaria 

incidence in Thailand in 2009.  

 Reproductive health and maternal and child health (especially among the non-

Thai populations):  

 

o Significantly higher rates of maternal mortality rate (MMR), infant mortality 

rate (IMR) and crude birth rate (CBR) than the national target.  

o Improper practice of family planning method among the non-Thai 

population (including migrant workers, ethnic minorities), which result in 

high fertility rate and number of children born to these groups of 

population. Health problems of the newborn from infectious diseases and 

the quality of child-raising are consequent concerns. 

o Risky sexual behaviors and other behaviors due to lacks of health literacy 

and proper attitudes (i.e. condom use, drug use , tobacco and alcohol 

use) 

 

 Negative impacts of border situations and its contexts on the performances of 

local health system i.e.  from unrest situations, natural disasters (both natural and 

man-made ones), irregular migration along the border, large number of 

vulnerable population, challenges in addressing health needs, as well as in 

collecting surveillance data, due to political, language and cultural barriers, high 

mobility of the border population from cross-border movement and relocation.   

 Limitations of referral system from and to the source countries especially for 

those patients with major infectious diseases 

 Harms from Illegal health products 

 Lacks of sufficient collaboration on border health works among relevant 

organizations in all sectors (i.e. public and private sectors) and levels (i.e. the 

central and the local levels) 

V. Migration and border specific health systems issues 

Border specific health system issues (in concerns) are summarized from a situation 

analysis on Health System Strengthening for Migrants in Thailand (Chamchan & 

Apipornchaisakul, 2012) include the following;  
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 Availability  and responsiveness of health facilities (and equipments), and human 

resources especially health personnel in the border areas 

 Quality of health services provided by available facilities and personnel 

 Coverage of health insurance or protection to each population group in border 

areas – i.e. the coverage of the Universal Coverage (UC) and Social Security 

Scheme (SSS) for the Thai, Compulsory Migrant health Insurance (CMHI) and 

the SSS for migrant workers, NGOs-run health programs for displaced persons in 

temporary shelters, and available health schemes for ethnic minorities. 

 Accessibility to health services of the border population, both the Thai and the 

non-Thai. This issue also relates to the previous issue on coverage of health 

protection, geographical barriers in the border areas, and migrant insensitive or 

unfriendly health services which mainly results from language and cultural 

differences between the health personnel and the non-Thai population. 

 Barriers and challenges to be addressed in achieving border sensitive health 

system (with a focus on the non-Thai populations) are as follows 

On service delivery  accessibility and quality  

 Inefficient, unsafe and unqualified service delivery due to adverse attitudes of 

service providers, communication barriers, limited capacity of available facilities, 

limitation of referral system, discontinuity of service provision and treatment 

 Non-financial barriers of access to health care and services of border population. 

These are for example, long distance and lacks of public transportation, 

insufficient outreach activities to the remote population especially for health 

promotion and infectious disease prevention 

 Financial barriers of care accessibility to some population groups due to 

incomplete/limited health protection coverage in border areas (i.e. legal and 

illegal migrant workers and dependants, ethnic minorities, stateless person, and 

displaced persons)  

On human resource  Availability (and responsiveness) 

 Inadequacy of health personnel, professionals, and other human resources for 

health 

 Unresponsiveness of existing care providers (in servicing care for the non-Thai 

groups) due to negative attitudes, lacks of proper awareness and understandings 

about “health rights” of the non-Thai, and also communication barriers 

 Lacks of supporting health workforce for interpretation, outreach activities on 

health promotion and disease prevention for border population in remote areas 
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On health financing  Coverage 

 Limited and fluctuating coverage of health insurance among the non-Thai, 

resulting in limited financing resources and risk pooling of the existing health 

financing schemes (especially the CMHI) 

 Uneven health benefit coverage provided under existing health insurance 

schemes for the border population (the UC the SSS and CSMBS for the Thai; 

and  the CMHI, SSS and others for the non-Thai) 

 Hugh reliance on the out of pocket payments and hospital exemptions (especially 

for the non-Thai patients) which result in financial risks to the patient and 

financial burdens to health facilities in the border areas 

VI. Policies, legal frameworks and institutions  

 Targeted on the 31 border provinces of the country, the Ministry of Public Health 

(MOPH) by Bureau of Policy and Strategy of the Permanent Secretary Office has 

developed and officially launched the first Border Health Development Master Plan 

2007-2011 in 2007 (Bureau of Policy and Strategy, 2007), followed by the second plan 

2012-2016 in 2012 (Bureau of Policy and Strategy, 2011). The plans were drafted and 

implemented with aims to improve the quality of life and health of border populations, 

including both the Thai and the non-Thai. 

 In order to monitor the implementation according to the master plan, 4 border 

health indicators (Bureau of Policy and Strategy, 2011) have been adopted by the 

MOPH encouraging partners in the 31 border provinces to apply. These indicators 

include, (1) percentage of hospitals in border areas that provide migrant-friendly health 

services, (2) percentage of migrant populations with health insurance, (3) percentage of 

health products in border areas that pass the standard criteria of  inspection and (4) 

percentage of health facilities in border areas that has complied with the standard 

migrant health information system. 

VII. Data gaps and challenges 

 Gaps and challenges to be addressed on “monitoring border health” are mainly 

about weakness in the border health information system (Chamchan & Apipornchaisakul, 

2012) which might be summarized as follows. 

 Lacks of sufficient information of non-Thai population in border areas, especially 
irregular migrant workers and dependants (demographic and health profiles; i.e. 
health status and determinants, morbidity, care seeking behaviors) 

 Fragmented, inaccurate, doubtful in term of reliability of the existing data about 
the non-Thai population from routine health information system 

 Existing data (especially about the non-Thai) is incomparable from different 
sources 
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 Though the border health indicators have been adopted by the MOPH, 
monitoring and evaluation mechanism on the performance of border health work 
and border sensitive health system are still in concern 

 insufficient IT and technical supports at the local operating level in border 
provinces 
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Vietnam country study 

 

I. Background:  
 

 Vietnam has a total national population of 87.84 million, and shares extensive 

borders with China, Lao PDR and Cambodia. As such, using the definition of “border 

provinces” in Vietnam as a province that borders another country is a limited approach. 

As highlighted in the accompanying concept paper, “a strictly geographic definition of the 

boundaries that determine a border region generally, and border health more specifically, 

is elusive. Simple metrics of distance from the political boundary may not explain the 

influence on the health of populations near borders that can be exerted at state, 

municipal, or national and international levels.”251   

 Vietnam shares a 2,130km border with Lao PDR and a 1,128km border with 

Cambodia, and a large number of official border crossing points exist in each border. 

The Mekong Basin Disease Surveillance initiative collects cross-border information on 

the following areas that border Lao PDR or Cambodia: Quang Tri province (population of 

600,500252 , bordering Savannakhet, Lao PDR), An Giang province (population 2.15 

million,253 bordering Takaeo, Cambodia), Kieng Giang province (population 1.704 million, 

bordering Kampot, Cambodia), Ha Tinh (population 1.228, bordering Borikhamxay, Lao 

PDR), Tay Ninh (population 1.075 million, bordering Svay Rieng and Kampong Cham, 

Cambodia), and Quang Binh (population 849,300, bordering Khammouane, Cambodia). 

The median age of the population in 2010 was 28, and 24% of the population was under 

the age of 15. 254  Vietnam ranks 127th in UNDP’s Human Development Index. 255 

According to the most recent UNDP Human Development Report, 40.1% of the 
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population of Vietnam live on under $1.25 PPP per day, and 28.9% of the population live 

below the national poverty line.  

 With a GDP of $123.6 billion, Vietnam’s primary exports are clothes, shoes, 

electronics, seafood, oil, rice and coffee, with major imports including machinery and 

equipment, steel products, electronics and plastics.256 Internal economic reforms have 

been significant, and have impacted health systems, health service delivery and health 

financing. 257  A number of issues relating to trade and economic development may 

currently and in the future impact border health.  There are ongoing efforts to increase 

economic ties between Vietnam and Lao PDR, 258  with some border provinces also 

conducting talks to improve economic investment and trade between Vietnam and Lao 

PDR.259 Vietnam established a special economic zone in Lao PDR in 2011.260 Vietnam 

has established a number of bilateral economic and trade relationships with Cambodia, 

including over 60 legal documents for bilateral economic cooperation. In January 2013, 

the construction of a pilot Vietnam-Cambodia border market began along the border 

between Tay Ninh province of Vietnam and Kampong Cham province in Cambodia.261 

These activities may lead to increased cross-border movement and mobility. Some 

policies and programs are responding to these challenges – for example, in 2012, the 

Asian Development Bank announced $20 million in grants and loans to address HIV 

infection risks in 23 border provinces in Lao PDR and Vietnam, given “risks are growing 

due to increased population movement and commercial activities along economic 

corridors.”262  

II. Health status – national level   
 

 The 2010 Global Burden of Disease Study found that the highest-ranking causes 

of years of lost life [YLLs] in Vietnam were cerebrovascular disease, road injury, 

HIV/AIDS, liver cancer and lower respiratory infections. A 2008 burden of disease study 
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found that amongst men, alcohol use disorders, depression, and road traffic accidents 

were the three leading causes for disability burden in men, while amongst women the 

three leading causes were depression, vision loss and osteoarthritis.263  The leading 

causes of disability-adjusted life years lost [DALYs] are stroke, road injury, low back pain, 

major depressive disorder and chronic obstructive pulmonary disease.264 In 2008, the 

top five causes of burden of disease measured in DALYs for males were: stroke, road 

traffic accidents, alcohol use disorders, liver cancer and HIV/AIDS. For females: 

depression, stroke, vision loss, diabetes and road traffic accidents. For children under 

age 15, the top 5 causes of burden of disease were: pneumonia, drowning, falls, road 

traffic accidents and epilepsy. The main causes of death are increasingly related to non-

communicable disease and injuries. Low back pain, major depressive disorder, 

HIV/AIDS, liver cancer and ischemic heart disease are all in the ten leading causes of 

DALYs in 2010 and new leading causes since 1990. The Global Burden of Disease 

study also found that the three risk factors that contribute to the most disease burden in 

Vietnam are dietary risks, tobacco smoking and high blood pressure, while for children 

the leading risk factor was childhood underweight. This data is limited to nation-wide 

estimates, and therefore the implications for border health of the global burden of 

disease and leading causes of mortality and morbidity in Vietnam is unclear. However, 

these estimates indicate that i) non-communicable and chronic diseases are increasing 

in importance, and it is likely that migrants from Vietnam to neighboring countries are 

impacted by these risk factors and health conditions, and ii) border provides are likely to 

have less access to treatments for chronic diseases, and iii) while non-communicable 

and chronic diseases are increasing, communicable diseases are still a significant 

challenge in Vietnam, with 29% of years of life lost due to communicable diseases 

compared to 19% on average in the region, with implications for border health due to 

permeability of borders to communicable diseases.265  

 Prevalence of HIV per 100,000 people is 283, compared to the regional average 

of 72.266 However, important differences in prevalence of HIV in vulnerable and at-risk 

populations compared to the national average exist – for example, prevalence of 32% 

amongst injecting drug users in 2002 and of 6.6% in female sex workers.267 Incidence of 
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malaria (29 per 100,000 population) is significantly lower than the regional average (104 

per 100,000 population).268 Prevalence of TB is 323 per 100,000 (compared to 138 per 

100,000 average in the region).269 

 A number of risk factors for chronic and non-communicable diseases have high 

prevalence in Vietnam – in 2008, 29.1% of males and 23.3% of females had high blood 

pressure, while 48% of men aged 15 and above smoke (compared to only 2% of 

women). 270  There are 339 deaths per 1,000 people due to cardiovascular and 

diabetes.271  

 Mental health disorders are prevalent, with a nationally representative 

epidemiological study showing that the ten most common mental disorders have a 

combined prevalence of 14.9%, representing around 12 million people in need of mental 

health services. 272  A range of studies emphasize the prevalence and impact of 

depression; data shows that 33% of women who attend general health clinics in Ho Chi 

Minh City are depressed, and that depressive symptoms impact daily functioning and 

suicidal ideation.273 Data on alcohol abuse is limited; one study showed that 66.7% of 

men between the age of 25 and 44 years consumed more than 3 standard drinks per 

day in the previous month.274 Services for mental health services are lacking, with 6.08 

beds per 100,000 population for mental health patients, compared to 151.3 per 100,000 

for general hospital beds. While community-based mental health programs cover 67% of 

the population, these activities are limited to epilepsy and schizophrenia.275  

 In 2010, 79.2% of women received at least four visits of antenatal care, and 

skilled health personnel attended 97% of births.276 The maternal mortality rate is 59 per 
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100,000 live births.277 The infant mortality rate in 2010 was 19 per 1,000 live births, and 

under give mortality rate 23 per 1,000 live births. 278  Food security and malnutrition 

continues to be a significant problem in Vietnam; in 2010, 29.3% of children aged under 

5 were stunted and 17.5% were underweight.  

 Many of the challenges identified by the WHO in 2003, in its 2003-2006 Country 

Strategy for Vietnam, remain, including i) high prevalence of chronic malnutrition 

amongst under 5s and low birth-weight, ii) continued high burden of infectious, 

communicable and vector-borne diseases, iii) increase in non-communicable and 

chronic diseases, including cardiovascular diseases and cancers, and iv) increasing 

importance of lifestyle in influencing risk factors, including tobacco, alcohol and drug use, 

injuries and mental health.  

 

Textbox 1: Hypertension management in Vietnam  

Hypertension is a significant problem in Vietnam, with a national survey finding overall 

prevalence of 25.1% - 28.3% in men and 23.1% in women.279 As noted above, high 

blood pressure is one of the three leading risk factors leading to burden of disease in 

Vietnam. In another study in Thai Nguyen province, amongst those with hypertension, 

only 34% knew they had hypertension, and of those, 43% received treatment.280 Non-

communicable diseases are increasingly a significant component of hospital admissions, 

increasing from 39% of patients in 1986 to 50% in 1996 and 66.3% of all hospital 

admissions in 2009.281  A pilot community-based hypertension management program 

was found to be successful in reducing blood pressure and CVD 10 year risk, and 

increase the proportion of hypertensives who were treated and controlled,282 showing the 

feasibility, acceptability and applicability of such an approach in Vietnam. 

In 2008, the Vietnam National Health Institute developed a national program to target 

                                                        

277
 http://hiip.wpro.who.int/hiip/ 

278
 http://hiip.wpro.who.int/hiip/ 

279
 Son, P.T. Hypertension in Vietnam: From community-based studies to a national targeted program, 

Umea University, Sweden, 2012.  

280
 Ha, D.A, et al. Prevalence, Awareness, Treatment, and Control of High Blood Pressure: A Population-

Based Survey in Thai Nguyen, Vietnam, PlosOne, 8(6), 2013.  

281
 Ministry of Health of Vietnam: Vietnam health statistics yearbook 2009. 

282
 Son, op. cit.  

http://hiip.wpro.who.int/hiip/
http://hiip.wpro.who.int/hiip/


Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

75 

 

hypertension, which was approved by the Vietnamese Prime Minister and incorporated 

into the 2002-2010 Program of Prevention and Control of Non-Communicable 

Diseases. 283  The program was modeled on the pilot program, including both 

hypertension management approaches, which included incorporating screening activities 

into current health programs, building human resource capacity and equipping 

healthcare staff with guidelines and essential drugs, as well as utilizing information, 

education and communication activities to improve local awareness, and encourage 

lifestyle and behavior change. A review of implementation of the overall 2002-2010 Non-

communicable Disease Prevention and Control Program identified limitations in 

coverage of hypertension programs, but successful implementation of the program for 

the populations it reached, and the achievement of national guidelines on diagnosis and 

treatment of hypertension.284 

Health service provision in border areas for hypertension would need to include 

approaches to improve adherence to pharmacological treatment, address lifestyle-

related risk factors and improve awareness of hypertension, while simultaneously 

collecting specific data to illustrate if rates of hypertension in border areas in Vietnam, 

and amongst mobile populations, are similar or different to the results of national 

surveys.  

 

III. Health systems  
Health systems can be assessed according to six building blocks, using standardized 

indicators proposed by the WHO.285 Available data at the national level, according to 

each building block, is presented here.  

i. Health service delivery: Health services in Vietnam are organized and 

delivered at a number of levels. The Ministry of Health represents the 

central level, providing legislative and policy framework for health 

services; at the provincial level and district levels, there are technical 

agencies that assist in health care, including preventative medicine, 

consultation and treatment and health facilities; at the commune level, 

which is the primary care units accessible to people and provide primary 

health care services, early detection of epidemic outbreaks, and 
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treatment of common diseases. 286  There are 10,926 commune health 

stations and high national coverage – 99% of communes have a health 

station, while 70% have a doctor and 79% have active village health 

workers.287 2010 World Bank data shows that there are 2.17 inpatient 

beds per 10,000 population and 3.2 outpatient department visits per 

10,000 population. There are 20 central hospitals, 63 provincial health 

offices, 197 provincial hospitals, 63 provincial preventive health centers, 

697 district health center offices, 1507 district hospitals/ policlinics, and 

3014 district preventive health teams.288 Other data on the proportion of 

health facilities offering specific services, services readiness scores for 

health facilities and distribution of health facilities per 10,000 population 

are not available.  

 

ii. Health workforce: There are 12.2 physicians per 100,000 in Vietnam 

(compared to a regional average of 15.2).289 Further details on health 

workforce capacity for mental health care is available in the 2006 WHO-

AIMS assessment of Vietnam’s mental health system, which found that 

based on 2004 data, there are 286 psychiatrists in the country (.35 per 

100,000), who all work in mental hospitals.290  According to the same 

study, there were 2.1 per 100,000 nurses working in the mental health 

field, compared to 81.9 per 100,000 nurses in all fields. In 2009, there 

were 1644 midwifery graduates, contributing to a midwifery workforce of 

over 35,000, as well as over 100,000 community health workers with 

some midwifery training, leading UNFPA to characterize Vietnam’s 

midwifery workforce as strong.291 Ministry of Health Statistics indicate that 

Vietnam’s supply of doctors compares favorably with neighboring 

countries, while it has less nurses than the regional average.292 Further 

in-depth data on the occupation and specialization of the health workforce, 

region and place of work is unavailable; however, the Ministry of Health’s 
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5 year strategy acknowledges that there is a imbalance in the structure 

and distribution of the health workforce, especially in rural areas. For 

further explanation of health workforce issues, see Textbox 2, below.  

 

iii. Health information: A 2006 review of Vietnam’s health information system 

found that systems for collection of health indicators exist at central, 

provincial and district levels, however, standard indicators such as infant 

mortality and cause of death is often not collected regularly. 293  More 

recently, the Ministry of Health stated that health information systems in 

Vietnam have limited data on causes of death, risk factors non-

communicable diseases and health workforce, amongst other areas, and 

that collaboration between sectors on collection, dissemination and 

utilization of health information is weak.294 

 

iv. Essential medicines: Data on the availability of 14 essential medicines in 

public and private health facilities and the median consumer price ratio of 

the 14 essential medicines is unavailable. However, it is evident that 

availability of essential medicines is a public health concern as prices are 

high – lowest priced generics are 1.09 to 3.4 times the International 

Reference Price in the public sector and 1.7 to 5.14 times in the private 

sector. Medicines are highly overpriced compared to average wages – a 

one-month supply of medicine to treat a peptic ulcer would cost 27 days 

of average wages.295 However, a 2009 review noted improvements in 

domestic supply and production of essential medicines, and 

improvements in drug distribution, storage and supply.296 

 

v. Health financing: In 2010, general government expenditure as a 

percentage of total expenditure on health was 37.8%, while general 

government expenditure on health as a percentage of total government 

expenditure was 7.8%.297 Total per capita expenditure on health (PPP) 

was $31. Out of pocket expenditure as a percentage of private 
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expenditure on health was 92,7%, and a 2011 WHO review of health 

financing in Vietnam identified serious issues in health financing that 

create significant hardship for the poorest, despite social health insurance 

schemes.298  

 

vi. Leadership and governance: The Ministry of Health provides leadership in 

the area of planning and strategy for health. The Ministry of Health’s 5 

year health sector plan emphasizes the following areas: preventative 

medicine, communicable disease prevention, health education and school 

health, maternal and child health, and HIV/AIDS control amongst other 

areas. Other key policies, including the Socio-economic Development 

Strategy (2011-2020) frames overall development policies in Vietnam, 

and therefore influences the design, financing and delivery of health 

services, especially for the most vulnerable groups. There are also 

thirteen national health target programs for prevention and control of 

specific diseases, including malaria, TB, HIV/AIDS, child malnutrition, 

diabetes, dengue fever and hypertension.299  

Textbox 2: Human resources for health in Vietnam  

Vietnam faces a severe shortage of human resources for health, specifically in 

distribution of health workers across the country. The Ministry of Health 5 year health 

sector plan states, “[m]igration of health workforce from lower to higher level, rural to 

urban and from public to private sector and high level facilities has reached an alarming 

rate, which affects secure availability of health workers in rural, mountainous and the 

grassroots level.”300 The 2009 Joint Annual Health Review also identified distribution of 

human resources for health across the country as a central problem in health workforce 

issues.301 Ministry of Health statistics from 2003 show that in some regions, only 22.6% 

of commune health centers had doctors, compared to 82.6% in more urban areas. Other 

data shows that while 84% of the health workforce is in rural areas, there are often open 

posts at the commune level, and some staff who are employed have inadequate skills 

for their expected role and tasks.302 
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The Government has implemented policies to address the lack of health workforce in 

rural and remote areas, including financial incentives designed to attract and retain the 

health workforce in these areas, of up to 70% additional salary for attraction to ‘hardship 

areas,’ and 70% extra salary for retention.303 Moreover, a study has shown that non-

financial incentives for health worker quality improvement in rural areas is important, 

including appreciation, support and feedback from managers, which was found to often 

not be forthcoming, or limited, for example, using appraisal sessions for administrative 

purposes, rather than to adequately provide feedback.304  

 

Policy analysis has concluded that efforts to attract and retain health workers to rural 

and remote areas have thus far been inadequate, for example, that the policy is “lacking 

in terms of concrete guidance and mechanisms for monitoring policy implementation, 

conditions such as budget resources, [and] accountability and responsibility to 

implement policies.”305 Recommendations include to improve non-financial incentives, 

increase performance management incentives to improve quality,  

 

IV. Migration and border specific health issues  
 

 The comparative study of migration from Lao PDR, Myanmar, Cambodia and 

Vietnam discussed in the introduction to these five country papers found that in the case 

of Vietnam, as distinct from other countries, migrants primarily travelled with relatives 

and friends to Thailand to work. However, similar to migration experiences from other 

countries, once in Thailand, they often experienced difficult and harsh working 

conditions.306  

 Data on health issues in border regions and specific to migrants to neighboring 

countries is sparse. One project – Community Action for Preventing HIV/AIDS, funded 

by the Japanese Fund for Poverty Reduction – focused on border provinces in Vietnam, 

Cambodia and Lao PDR, through an intervention that included HIV prevention activities, 

such as communication, condom promotion and improved STI control. Findings from a 
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survey of female sex workers conducted as part of the project in five border provinces in 

 Vietnam - Lai Chau, Quang Tri, An Giang, Dong Thap, and Kien Giang – showed 

variation of HIV prevalence across the provinces, ranging from 1% in Quang Tri to 7% in 

An Giang, with factors including age of first sex being under 15, low income and having 

more than 9 clients per month associated with higher HIV prevalence. 307  These 

provinces were selected for intervention and research given specific risks and vulnerable 

groups present in the provinces, including, for example, that HIV infection is high 

amongst commercial sex workers in An Giang and Kien Giang, which may be associated 

with mobility of women, fishermen and border traders in these provinces, which border 

Cambodia.308 

 UNAIDS data provides further insight into distinctions between HIV prevalence in 

border and non-border areas in Vietnam. For example, there is data on prevalence 

amongst injection drug users and female sex workers from 2005 that provides some 

insight into differences between provinces, as well as statistics on cumulative number of 

people living with HIV, cumulative AIDS deaths and report new HIV cases by province. 

However, given many of the non-border provinces are also impacted by significant 

internal migration, it is difficult to disentangle patterns or causes behind disparities 

between provinces, and how these disparities might relate to border health issues.  

 Research has also been used to improve understanding of border health issues 

and promote more effective co-ordination and co-operation. For example, a study of 

malaria in Savannakhet province of Lao PDR and Quang Tri province of Vietnam 

demonstrated different prevention, treatment and management approaches between the 

two bordering provinces. Findings from the survey showed that malaria prevalence was 

significantly higher in Lao PDR (5.2%) than in Vietnam (1.8%), and that while bed net 

coverage was high in both provinces overall, in Lao PDR, more than 60% of the nets 

were long-lasting insecticide treated, while Vietnam used indoor residual spraying.309 

This study showed significant differences in socio-economic status, health-seeking 

behaviors, and access to health services in districts that share a border, leading to 

collaboration on revised policy measures to address specific issues relevant to each 

province, and the border area overall.  
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V. Migration and border specific health systems issues  
 

 A health systems analysis of six provinces in Vietnam included analysis of two 

relevant border provinces – Nghe An, bordering Lao PDR, and An Giang, bordering 

Cambodia.310 Across a number of indicators of governance, service delivery and human 

resources, the border provinces did not differ in health systems performance compared 

to non-border provinces, while in terms of total health spending per capita, the border 

provinces had lower health spending than the other provinces examined, and lower 

human resources supply.311 It is unclear from this analysis and other available policy and 

program documents and data whether border areas in Vietnam experience significant or 

specific burdens on the health system, and if so, what these issues are.  

 One of the pillars of the Operational Framework for Migrant Health is that 

migrant-sensitive health systems should exist, including capacity of the health workforce 

to address migrant health issues. Given the extent of internal migration within Vietnam, 

the existing data and literature on this theme primarily focuses on access to health 

services for internal migrants.312  However, health systems issues, including possible 

health financing issues in border provinces, or health insurances issues specific to 

cross-border migrants, are underexplored in the literature.  

VI. Policies, legal frameworks and institutions  
 

 One of the pillars of the Operational Framework for Migrant Health is policies and 

legal frameworks affecting migrant health, and more broadly, border health. This 

includes the status of key international conventions and protocols in Vietnam. In terms of 

engagement with migrant health, and border health more broadly, while there are some 

activities and initiatives that have been described above, the key health strategy does 

not include specific mention of border health or migrant health issues or challenges, nor 

specific policy, programmatic or legislative approaches to address these challenges. In 

the health strategy, rural-urban migration is recognized as a specific risk factor and 

internal migrants are identified as a potentially underserved and vulnerable group, 

however, beyond this, migration from Vietnam to neighboring GMS countries is not 

recognized or addressed. The Government of Vietnam has not signed or ratified the 
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Convention on the Protection of the Rights of All Migrant Workers. However, in 2004, 

along with the other countries in ASEAN, it signed the MoU for Joint Action to Reduce 

HIV Vulnerability Related to Population Movement, and also signed the ASEAN 

Declaration on the Protection and Promotion of the Rights of Migrant Workers.  

 The Government of Vietnam, with the support of the International Organization 

for Migration, established a Migrant Resource Center in Hanoi, and conducts outreach 

activities at the provincial level with the Vietnamese Women’s Union. Another example 

of these activities is the ILO’s TRIANGLE project [Tripartite Action to Protect Migrants 

within the Greater Mekong Subregion from Labour Exploitation]. 313  Beyond specific 

health strategies, it is evident that the policies and legislation of a range of sectors can 

significantly impact border health, including migration, trade and labor policies. It is 

unclear the extent to which policies in these areas recognize or contribute towards 

addressing border health issues in Vietnam.  

VII. Data gaps and challenges  
 

 Another pillar of the Operational Framework for Migrant Health is that there 

should be specific monitoring of migrant health. From a border health perspective, this 

monitoring can be used to inform cross-border policies and programs. However, beyond 

regular data collection conducted as part Demographic and Health Surveys and 

population-based surveys, and some ad hoc studies discussed in this paper, there is a 

lack of specific monitoring of migrant health, and relevant border health data is lacking.  

Policy recommendations  

 Governments and key stakeholders should establish and support cross-sector 

(labour, migration, and health) programs that support a continuum-of-care model 

for individuals throughout the migration process. 

o Expand the scope from the health sector alone to include other sectors 

such as social service organizations to increase reach into communities 

for health programs 

 Continue and expand coordination between countries in the region to promote 

health, disease prevention, care and treatment along border areas. 

o Multi-country partnerships to make new and existing services more 

sensitive to the diversity of individuals seeking to access these services 

(e.g. culturally appropriate, translation to various languages, removal of 

barriers within the system when possible) 

                                                        

313
http://www.iom.int.vn/joomla/index.php?option=com_content&task=view&id=309&Itemid=294 
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o Identify and implement feasible, accessible and appropriate health 

services for irregular migrants to access upon return, as well as 

approaches to providing a continuum of care of health services during 

migration processes  

 Develop systematic data collection mechanism at a country-level and, when 

possible, coordinated efforts specifically along border areas. 

o Include township, district, and village tract information 

o Expand monitoring beyond disease outcomes by also focusing on health 

behavior, utilization of and access to services, barriers to access, 

occupational safety, housing, and sanitation throughout the migration 

process 

o Further refine ‘border health’ to refer to specific districts or provinces in 

each country, based on more disaggregated data and health needs of 

specific populations  

 Include community-based organizations specifically working along border areas 

in program development and data collection. 

o Compare data collection processes and health programs to create a 

standardized system 

o Increase collaboration at the community-level for development of 

appropriate and effective programs 

 Adapt approaches to increase human resources for health. 

o Investigate the role of community members, particularly in rural and hard-

to-reach border areas, in data collection and service provision for health 

programs 

o Utilize existing programs – for example, Village Malaria Workers program 

in Cambodia – to improve access to health services in border areas 

o Expand focus of capacity building and health service expansion in border 

areas to beyond infectious diseases (malaria, pandemic flu) 

 Improve understanding of the impact of expanded economic ties and trade on 

border health. 

o Conduct collaborative scoping studies, with economic and financial actors, 

to determine the impact of planned economic co-operation and expansion 

of trade on border health and migration dynamics  

o Establish communication and co-operation mechanisms to identify and 

address possible negative impacts  

 Improve understanding of how trends in national health status impact border 

health. 

o Collate and analyze province and district-specific data, from Health 

Information System and Demographic and Health Surveys 

o Establish procedures to adequately monitor and collect data specifically 

on migrant health  

 Build on existing border health programs and expand beyond infectious disease 

focus to address social determinants of health.  
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o Expand focus of capacity building and health service expansion in border 

areas to beyond infectious diseases  

Summary and Conclusions 

 These five country reviews illustrate that border health is closely linked with 

socio-economic determinants, such as development, individual income, nutrition, and 

employment, along with factors including geographic distribution of populations, risk 

areas for communicable diseases, and location and density of health services.  As a 

result, action steps and policies should be conducted in a multi-disciplinary way in order 

to account for the various sectors that have a role in influencing border health.   

 Current data are difficult to disaggregate along border areas in many cases and, 

thus, a standardized and systematic system for collecting, analyzing and sharing 

information would aid the process of determining potential strategies for developing 

healthy borders.  

 In the region, several examples of cross-sector coordination and collaboration 

between countries can be found.  These examples should be used to create more 

platforms from which coordinated efforts to improve health status along border areas can 

be implemented.  In addition, there are several initiatives from these countries that show 

the benefits of involving community members in programs in order to increase access to, 

acceptability of, and effectiveness of services.  For example, involving community health 

workers in malaria control efforts and involving various sectors, not only health-specific 

stakeholders, in efforts to combat the spread of HIV.  Particularly for border areas, 

including a diverse group of stakeholders can increase the likelihood that programs are 

holistic and take in to account the variety of factors influencing health status along 

border areas.   

 While countries reported on in this study face challenges in attaining healthy 

borders, coordinated efforts between countries have shown to be effective in moving 

toward this goal and, thus, expansion of these types of programs and an increase in 

standardized and regular information sharing are recommended.   
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SESSION 

6 

Session: 6 Improving mechanisms for coordination across sectors and 

borders to better meet health needs 

BACKGROUND 

The economy dynamism of the Greater Mekong Sub-region (GMS) brings both benefits and 

challenges to the people and governments of these countries.  Economic development can 

bring health gain, as well as new health hazards.  Healthy population is a critical contributor to 

economic productivity. In order to ensure health needs of border populations are met or 

addressed, it would require not only addressing healthcare access, but also anticipating and 

managing the potential problems arising from rapid economic development as well as 

harnessing their benefits.  Such an effort requires a multiplicity of institutions, at regional, 

national, and local levels, and across and beyond governments.  

Some of the complexities that make finding solutions to the challenges not easy include: 

1) The diversity of populations and the health issues associated with population mobility, 

2) The health systems are different and the health care entitlements not aligned across 

borders, with health financing and service delivery reforms being considered more from 

only a national perspective, and 

3) The health issues experienced by the population reflect broader determinants that also 

go beyond borders, and are influenced by sectors other than health.   

The notion of ‘healthy borders’ involves consideration of a multiplicity of issues:  impacts 

rising from development projects, drivers of migration, needs of ethnic minority groups, control 

of various health threats, and  health service access and quality in border areas.  No single 

organisation can have responsibility for addressing these underlying determinants of health or 

the drivers of migration, so stewardship for health of border populations necessarily involves 

coordination across multiple sectors, and across countries.  There are two key constructs that 

are relevant in thinking about the integrated management of these issues:  1) healthy settings, 

2) risk governance.  These two frames bring together both the importance of controlling for risks 

as well as the empowerment of stakeholders to work together, to chart and manage the 

direction of development for these localities.  Core to these constructs are principles of cross-

cutting assessment processes, participatory decision-making, partnerships, and policy 

coherence. 

The aim of this paper is to review current communication, coordination, and collaboration 

mechanisms for the relevant issues in the GMS.  In light of the challenges relate, and to suggest 

some options to support greater institutional and policy alignment,  in light of  the challenges for 

different sectors and the highly complex nature of migration population and border health.   The 
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paper will briefly recap the nature of issues that require attention, current institutional 

arrangements, some possible models for coordination, principles for institutional design, and 

suggest some options for discussion.  Recognising the complex array of actors already working 

on various issues, the notion of network governance is proposed as central to the way forward. 

NATURE OF ISSUES: A BRIEF RE-CAP 

Population and health 

Borders are always porous in relation to populations and goods, as well as health issues that 

arise from intermixing of migrants and local residents.  Population migration in GMS is not new, 

as countries have been tied historically through families and ethnicities, as well as flight from 

civil conflict and economic opportunities. 

Rapid economic development has been a more recent driver for population movement.  

Planned and anticipated investments by private firms, governments, and international 

organisations support in transportation infrastructure, natural resource extraction, tourism, 

communications infrastructure, and energy production all contribute to growth in manufacturing, 

commerce and trade, with requirement for appropriate labour force. 

Rapid economic development (including development assistance projects, such as 

industrial, transport and other infrastructure projects), when not well managed, may bring a 

range of environmental health hazards, such as illegal dumping and use of chemicals and 

pesticides.  Beyond these direct threats, there are also indirect threats, such as land clearance 

leading to increase in dengue fever, or deforestation for palm oil production for malaria. 

Mobile populations are particularly at risk for communicable diseases such as sexually 

transmitted infections, HIV/AIDS, tuberculosis, and malaria.  Migrant workers also experience 

an array of other risks:  unsafe working conditions, fear of arrest given lack of legal rights, 

inadequate health care, lack of access to education, language barriers, low income, social 

exclusion, prostitution and human trafficking. 

The lack of rights and entitlements means that migrants with TB and AIDS may not have 

access to treatment, thus increasing risk of transmission as well as prolonging ill-health.  The 

rise in multi-drug resistant TB and artemisinin-resistant malaria has been related to population 

movement and inappropriate use and poor quality of medicines. 

Migrants and residents of border communities share some similar threats while 

experiencing some different risks.  Health needs for both migrants and residents of border 

communities are met through access to formal and informal healthcare providers, traditional and 

western medicines procured through a variety of means.  Their health also depends on their 

adoption of appropriate health practices and healthcare seeking behaviours, and action on 

conditions which give rise to poor health.  While their health needs may not be the same, they 

share similar problems in terms of limited access to good quality health care, especially in the 

more rural and remote border areas.   

While migrants experience a range of vulnerabilities, there are also positive outcomes 

associated with migration, ranging from improved economic situation for individuals and families 

to narrowing the development gap between regions.  Improved socioeconomic circumstances 

can have positive consequences for both individual and family health. 
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Highly complex scenario  

There are many contrasting issues that make the creation of healthy borders a challenge. 

Mobility is not just a bilateral phenomenon but may involve multiple countries. Border 

communities may share common identities with each other, more than they identify with distant 

national capital cities.   

Health systems are designed as national entities.  However, infectious diseases (eg 

malaria, TB, other emerging diseases) have no borders, while management of NCDs may be 

limited by borders even when people traverse borders.  Health needs of migrants (and other 

ethnic minority groups in the border) may be given less priority by the health sector despite their 

high vulnerability, yet the risk of increase in artemisinin-resistant malaria for all may require high 

priority to be accorded to mobile populations and border populations 

Multisectoral responses (eg involving agriculture, education, forestry, transportation, 

social protection, etc) is required at national and at regional levels to address health hazards 

and risks, many of which arise from environmental, social, economic, and occupational 

conditions. Multisectoral responses across nations - such as harmonisation of laws and policies 

and financing of services - are also needed to align systems to support and improve access to 

health services for migrants in particular.  One of the tensions is that health interests may not 

align with economic interests, yet healthy populations and communities is a key ingredient in 

being able to harness the economic benefits of development. 

Legal position and regulatory harmonisation may be a more significant issue than 

funding availability for some disease-specific programs.  But even when national policies are 

harmonised, they may or may not be effectively implemented.  This is in part a question about 

local capacities, resources, as well as local interests which may be different from national 

interests.  There may be other political sensitivities about migration as well as about economic 

and trade interests in the border region, as some illegal activities may be quite lucrative. 

For border communities, health  system financing and regulation issues become bilateral 

if not multilateral issues, because people may travel to different places to obtain care, have 

different entitlements to services,  experience different quality of care as result of regulatory 

gaps.  Current efforts on universal health coverage are focused on national health systems and 

may or may not include coverage for migrants.  There is need for specific coverage for 

medicines for TB and HIV infected migrants, drugs for NCDs (such as hypertension, diabetes, 

cancer) as well as funding for vaccination programs and for institutional delivery.  

How cross-border health services are paid for require analytical work as well as 

negotiations within and between countries – and private sector driving economic development 

may need to be part of the solution for financing prevention.  However, private sector interests 

are diverse and they are less well organised and more difficult to tap.  Regional and cross-

border strategies and programs also do not fit neatly into donor funding guidelines that are 

oriented towards national systems.   

Health service access, be in public or private sector, depends on willingness to access 

services as well as financing and payment arrangements.  Low health literacy may be a barrier 

to care seeking.  Whether the quality of care access is adequate depends in part on regulation 

of health providers and their training, including their cross-cultural skills.  Language differences 

in the border areas may mean that health education and promotion activities need cross-border 
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coordination.  Some models for service delivery exist, such as the Migrant Health Program in 

Thailand (and the Migration Health Policy in Sri Lanka), however, scaling up requires cross-

national efforts 

There have been international, national, and local non-government organisations 

(NGOs) working in various border communities.  These grassroots organisations may be better 

placed to reach at-risk communities as well as work on integration between resident and 

migrant communities.  However, NGOs tend to work at local, small scale and rely on fundraising 

which is unpredictable.  Although there are some organised networks in place to link NGOs, 

coordination is voluntary.   

While there is a need for targeted services for migrants, having health services and 

health workers, particularly in primary health care, that are culturally sensitive and responsive 

will benefit all border residents.  Overall system development is needed as well as targeted 

services. 

INSTITUTIONAL ISSUES IN COORDINATION AND COMMUNICATION  

Current issues and networks 

At present, no single arrangements exist for ensuring that health needs of border populations 

are met. However, there is a complex array of regional and international bodies - non-

government organisations as well as intergovernmental and international organisations - playing 

a relevant role.  An inventory is in the Appendix. 

ASEAN is the main intergovernmental organisation.  It has a brief for health sector 

coordination, like other regional bodies focused on political and economic affairs, such as the 

European Union, SADC, SPC and CARICOM.  ASEAN has a number of technical working 

groups or task forces and work programmes of relevance to border health issues: 

pharmaceutical development, emerging diseases, multi-sectoral pandemic preparedness and 

response, HIV/AIDS, maternal and child health, food safety.  ASEAN has a longstanding track 

record in coordination in the environment sector, such as around the haze problem.  Within the 

framework of APEC, there is also a health working group, but the geographical scope is not 

focused on the GMS. 

A range of international organisations have been involved with issues related to 

migration, migrant workers, and migrant health in the GMS, and each has different mandates 

and responsibilities.  Following the UN General Assembly High-Level Dialogue on International 

Migration and Development in 2006, The Global Forum on Migration and Development has 

been initiated as a global process to address interconnections between migration and 

development in a practical but non-binding way.  Following the 2008 World Health Assembly 

Resolution on Health of Migrants, the WHO and the International Organization for Migration 

(IOM) has established a cooperation agreement.  The shared framework calls for improving the 

monitoring of migrant health, harmonising policy and legal frameworks affecting migrants’ 

health, developing migrant sensitive health systems, and adopting partnerships, networks and 

multi-country frameworks .  National migration health policy, such as Sri Lanka, further 

enunciates such principles as” adopting an inclusive and participatory approach, adopting a 

whole of government approach, adopting a strong evidence-based approach,  establishing a 
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dedicated hub for coordination and knowledge transfer, adopting a pragmatic approach, and 

actively contribute to regional partnerships 

Additionally, a range of regional networks also exist in the non-government sector that 

has been working on issues related to migration in GMS, including health.  Many international 

NGOs have presence in multiple countries in the GMS.   

There exist regional coordination mechanisms for emerging diseases and pandemics as 

well as for environmental health.   The Regional Forum for Environmental Health works closely 

with ASEAN as well as the environment sector in each country to address issues ranging from 

water to waste to chemical hazards.  The Asia Pacific Strategy for Emerging Diseases (APSED) 

provides the framework for implementation of the International Health Regulations (IHR).  

Strategic plans exist for coordination of emerging diseases, influenza, pandemics.  While the 

WHO leads on technical coordination, there is need for continual multisectoral coordination for 

disease control efforts, and for securing and maintaining high-level political support.  The 

ASEAN Working Group on Pandemic Preparedness and Response is an example of a regional 

multi-sectoral approach to strengthen mechanisms and capabilities across sectors and 

countries. 

Networks involving international, national and civil society organisations in addressing 

HIV and mobility have been active for some time in the region.  JUNIMA (Joint United Nations 

Initiative on Mobility and HIV/AIDS in Southeast Asia) brings together international 

organisations, governments, and civil society organisations to coordinate concerns and actions 

around population mobility and HIV/AIDS, within a larger framework of health.  There is also 

active network of NGOs – 7 Sisters – that bring civil society voice together on HIV/AIDS issues 

in the region. 

There is not a framework for coordination on health system issues.  The universal health 

coverage agenda, coupled with the migration and health dialogue process, may provide the 

impetus for greater coordination around health systems issues. However, there have been 

discussions about the need for better communication and coordinated action in relation to 

regulation of medicines, in order to address such issues as counterfeit, adverse events, 

substandard quality of medicines, etc.  Some of these concerns may involve additional 

international agencies at national and regional levels, such as INTERPOL.   

In summary, there are a myriad of issues with or without coordination points/networks in 

the region.  The current coordination nodes – ie organisational entities and issues relevant to 

healthy borders can be mapped as: 
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For each of these policy areas, there are complicated processes of policy coordination at 

national level – eg communication and consultation with other ministries and non-government 

stakeholders, negotiations for policy alignment, resolution of policy differences, establishing 

priorities and implementing strategies.  This policy coordination process needs to be repeated at 

regional level (which may be inefficient but protects national interests) or there can be 

concurrent and iterative processes at national and regional levels (which may be more complex 

but allow for more policy learning and adaptation).   

Models? 

While there is a wide array of regional political and economic development coordination entities, 

(such as SADC, SPC, CARICOM, and ASEAN) but there are no examples of border health 

programs as such.  Health-specific cooperation or specific health programs are usually in 

response to leadership displayed by specific national governments or are issues beyond the 

control of any single government.  The EU has adopted policies on cross-border health care, 

following research undertaken by the European Observatory for Health Systems and Policy. 

However, their considerations occur within a framework of European integration, including legal 

frameworks.  Regional coordination in Africa and in Central and South America has focused 

strongly on HIV and mobility, alongside disasters and emerging and re-emerging diseases.  In 

the Asian context, the Colombo Process brings together 11 countries (including China, Vietnam, 

Thailand) on an informal and non-binding basis, since 2003, to address migration issues 

including information provision for migrants, employment markets and data collection.  Health 

has not been a featured issue, although this informal dialogue process is one model.  

Structures can be found for health-focused coordination.  The US-Mexico Border Health 

Commission offers  one example of coordination across a wide range of public health issues, 

but it is less complex than GMS  insofar as it involves two countries only, albeit multiple and 

large states are involved.  The focus is primarily on specific health issues and programs (and 

not systems or legal frameworks).  On the northern side of the US, the Pacific Northwest Border 

Health Alliance (involving 5 US states and 3 Canadian provinces) was established to formalise 

communication for public health emergencies.  Over time, its role has evolved and now fosters 
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collaboration in indigenous health, public health laboratories, public health law, emergency 

medical services, as well as surveillance and emergency preparedness.  This coordination 

effort, however, involves only public health officials.  In a more informal vein, the Bi-national 

Health Week brings together government agencies in seven Latin American countries, public 

health agencies in the US, academic institutions in US and Mexico, and several major NGOs 

and healthcare providers as an annual promotional event.  The Week fosters solidarity and 

promotes awareness of various health issues for the Latino population in US and Canada.  

Although an ongoing network, its main role is advocacy and education. 

Regional coordination arrangements through networks and working groups are in place 

in the Asia-Pacific region for a number of health issues:   

1) HIV/AIDS – JUNIMA brings together national governments, international organisations, 

and civil society networks.  The non-government networks have been separately such as 

the 7 Sisters (originally 7 NGOs that link key affected communities) for civil society and 

the Asia Business Coalition on AIDS as one of few examples of the business community 

rallying around a health issue in the region (with the intent of establishing national 

chapters),  

2) pandemic preparedness - ASEAN Highly Pathogenic Avian Influenza Task Force set  

the minimum areas to be addressed for multisectoral preparedness and response (which 

includes national planning, subnational involvement, whole of society planning, and 

business continuing for essential services) and  involved multisectoral simulation 

exercise; ASEAN medium term plan on emerging infectious disease involves multiple 

sectors in strengthening regional capabilities for risk communication, animal-human 

health collaboration, joint multisectoral outbreak investigation and response standards; 

ASEAN work plan on multi-sectoral pandemic preparedness and response promotes 

multisectoral coordination and planning and involves communities in whole-of-society 

preparedness,  

3) APSED (Asia Pacific Strategy for Emerging Diseases) underpins the implementation of 

the International Health Regulations in WPRO (which includes a range of mechanisms to 

facilitate regional-level communication, coordination, management and monitoring of the 

strategy),  

4) Mekong Basin Disease Surveillance is a self-organized, sub-regional cooperation 

spearheaded by health ministries from member countries to collaborate on infectious 

disease surveillance and control,  

5) Regional Forum on Environment and Health brings together ministries of health and 

environment from ASEAN +3 and Mongolia and has thematic working groups on issues 

of concern (such as health impact assessment, environmental health emergencies, 

climate change), and works closely with ASEAN working , 

6) APEC has working groups on Emergency Preparedness and on Health (both arise from 

concerns about health and the economy, with interest in public private partnerships) 

An Asia-Pacific network of regulatory authorities is under discussion to look at improved 

communication and regulatory convergence in relation to medicines.  There are links to the 

APEC Life Sciences Forum which brings together stakeholders in health science innovation.   
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High-level political coordination has also been seen: 

1) An Asia-Pacific Leaders Malaria Alliance was agreed in late 2012 modelled in part on 

the African Leadership Alliance for Malaria which comprises heads of state and 

government who aim to use their individual and collective power across country and 

regional border,   

2) The Asia Pacific Leadership Forum on HIV/AIDS and Development served to strengthen 

political and civil society leadership at country, sub-regional and regional levels,   

3) The Alliance for Healthy Cities bring mayors in the Western Pacific Region and other 

interested organisations together to leverage international cooperation in assisting them 

to achieve their goal of protecting and enhancing the health of city dwellers. 

More informal and ad hoc processes can also be seen.  Coordination for TB treatment 

protocols for migrants have been pursued through WPRO workshops, while an MOU is in place 

for the Greater Mekong Region to harmonise antiretroviral therapies for people with HIV/AIDS, 

in the context of project coordinated by the ADB. 

A more intervention-based approach to intersectoral coordination can be seen in relation 

to work on neglected disease.  Specific and differently organised multisectoral interventions may 

occur as required, such as:  agroforestry for food security and nutrition, education and school 

health, community action on environmental concerns.    

Intersectoral collaboration is also promoted and practiced in sectors other than health.  

Examples of interest include:  fisheries co-management in Southeast Asia and Southern Africa 

(although this participatory approach is more at the local level), intersectoral coordination in 

forest policy in Europe (but this is applied at the national level), and coordinated border 

management as enunciated by the World Customs Organization as well as those being 

implemented in the Latin America and Caribbean Region. Another model that may hold promise 

is the Integrated Population Health and Environment approach.   

DESIGNING COORDINATION MECHANISMS 

Criteria for consideration 

Coordination is not an end objective in itself, but a means for problem-solving.  It can have high 

transaction cost, but it can also bring longer term system improvements and efficiencies.  From 

that perspective, it is important to establish some criteria as the basis for assessing various 

approaches to coordination. 

Some potential criteria for assessing merits of coordination mechanisms in addressing 

health issues in the border areas of the GMS could be: 

 It should help resolve current bottlenecks (eg information, financing, regulation, etc) for 

action 

 It operates efficiently, to achieve policy alignment, resource mobilisation and decision-

making 

 It provides benefit from economy of scale without excessive transaction cost 
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 It integrates with and strengthens existing systems wherever practical or feasible 

 It is inclusive, to ensure key issues, perspectives, and relevant activities have been 

considered 

 It facilitates transparent communications and fosters institutional trust for meeting mutual 

interests 

If a coordination mechanism is working well, it should, in the longer run, be 

 Sustainable, and embedding improved policies and practices in existing systems 

 An adaptive system, able to take on related issues, rather than having new entities 

created each time an issue arises 

Underlying principles for institutional design 

The earlier recap of key issues in the border areas of RMS has pointed to the myriad of health 

issues and the need for multisectoral response.  Managing cross-border issues – across 5 

countries, with multiple sectors - is complex.  In each country, stakeholders exist within and 

outside governments, health systems, across other sectors, in local resident and migrant 

communities. Improving coordination is not a simple task, and there is no simple model to 

duplicate, although there are relevant experiences.    

The fundamental question is how ‘governance for health’ is best designed within a 

complex system – indeed to create a system to connect multiple systems.  When problems are 

simple, they can be solved through bureaucratic, command and control systems.  Problems that 

are complicated but easily defined will be effectively solved through ongoing coordination.  In 

dynamic systems, where problems change and their management involve networks of actors 

who are linked in multiple ways, then how best to link the network of actors is the challenge for 

governance design. In networked systems, there will be need to build trust and partnership 

relations, as well as ensuring there are incentives and resource exchange.  In other words, 

given the effort required to interact with multiple stakeholders, the system needs to be designed 

such that there will be productive outcomes for all concerned.   

Not all stakeholders need to be involved in everything or in the same manner.  Specific 

forms of engagement will depend on objectives, and require different levels of effort.  The more 

actors involved, the higher the transaction cost, as more time and efforts are required to 

manage the interface between actors.   

 

 

Thus, a ladder of participation might be:   

 Information 
(provision) 

Consultation 
(feedback) 

Cooperation 
(resource 
sharing)  

Coordination 
(align work) 
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(Joint 
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x     

Beneficiaries/ 
communities 

x x    



 Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

Session: 6, Coordination Mechanism  10 
 

at-risk 

Service 
providers 

 x x   

Government 
agencies 

 x x x x 

 

Coordination mechanisms can evolve over time.  Sharing information in order to 

management matters of mutual interest helps to achieve a common understanding, which can 

lead to sharing of resources if not greater alignment of work.  For some issues, an enhanced 

and formalised information and communication system (such as disease reporting, or reporting 

of counterfeit medicines) would help resolve bottlenecks in implementation action.  Even where 

officials in programmatic areas are already networked, ross-border coordination may require 

more formalised information and communication arrangements.   Over time, trust and shared 

understanding – between institutions, via actors who represent them – will lead to more 

collaborative activities, and the effective functioning of any network.  The creation of a safe 

policy space, sometimes through more informal mechanisms of consultation can help with 

evolution of coordination mechanisms, and MBDS and APEIR are two examples of trust-based, 

bottom-up approaches that have become more formalised over time.   

A more formalised approach may be the preferred starting point for national 

governments.  As a country example, Switzerland’s cross-border cooperation began with 

classical inter-state agreements on specific priority issues and evolved to mutual exchange of 

information and closer coordination between agencies.  Coordination and collaboration 

obviously take more time to negotiate and may last only so long as people see real benefit (eg 

reduced transaction cost, real gains in achieving core objectives, fewer boundary disputes, etc). 

In any case, a focus on the benefits for participating organisations – the return on their 

investment of human and other resources – is needed, as is attention to good processes (eg 

transparency, accountability, agreed priorities) that can build trust. Building on enlightened self-

interest may be the best way to achieve sustainable changes in institutional arrangements and 

practices. 

Characteristics of Collaborative Governance for Systems and Networks 

In summary, effective governance in a networked system will need to incorporate the following 

elements: 

 Independent facilitation across networks – ie a clear convening role 

 Clearly identified scope of shared goals, with some agreed shared values 

 Incentives for cooperation 

 A problem-solving orientation 

 Participation by interested and affected parties in all stages of the decision-making 

process 

 Accountability arrangements – with self-disclosure and shared monitoring 

 System of preventing escalation of problems – ie decision ladder to expediently resolve 

issues 
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 Review, reflection, and adaptation – processes to reassess policies and actions against 

changing contexts and assumptions, and allowing policy parameters to evolve as well as 

the coordination mechanism itself 

Given the complexity of interests and players in the GMS, the principles of institutional 

design for governance suggest  there is a need to retain a focus on the overriding and shared 

concern, which is to enable people residing in border regions to be healthier, and to recognise 

that the role of state actors is to create an enabling framework for protecting and promoting 

health while involving non-government interests (ie NGOs and businesses) to exercise informed 

choices and sustainable actions within the broad policy framework.  

CHOICES FOR A GENERAL APPROACH 

Functional coordination 

A continuum of approaches, for policy, information and financing, might be appropriate to suit 

the needs of different issues.  Arrangements may also progress from a ‘soft’ position and move 

to a ‘hard’ position over time, as illustrated below: 

Policy: 

Policy coordination policy alignment policy coherence Regulatory harmonisation 

 

Information and programming: 

Information sharing Mandated data sharing   Joint activity planning    Health-in-All-Policies 

 

Financing: 

Funding as available Coordinated funding Agreed funding formula  Pooled financing  

 

 

 

 

Networking the networks – linking leading nodes in the networks 

Given the existence of a range of issue-specific networks, it may be more sensible to connect 

the networks, rather than develop new groupings based on functional split.  There are good 

regional coordination experiences to build on – influenza, disease surveillance, pandemic 

preparedness, environmental health – and there have been ongoing dialogue on malaria and 

other communicable diseases, as well as on migration and migrant health. 

What makes border health distinctive, however, is the very notion of border health, in 

addressing health conditions, health systems, and diverse populations, brings a new locality- (or 
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setting-) based focus to current discussions.  In a sense, healthy borders is a model of how 

‘health in all policies’ could be applied in the GMS to address shared interests in health and 

development, taking into account development as a social determinants of health and ensuring 

governance for health is intersectoral 

Given the complexity of interrelated issues, and the existence of various networks, one 

way to conceptualise coordination is to recognise there are leading nodes for different issues, 

so the coordination task is to create a network of networks.  For example:  APSED currently 

leads for emerging diseases, IOM leads on migration policy and social issues, JUNIMA 

coordinates mobility and HIV issues with focus on migrant workers, Regional Forum on 

Environment and Health coordinates integrated environmental health plans.    In addition, 

ASEAN provides the framework for economic and social integration and has a track record in 

environmental policy and management coordination. Furthermore, civil society networks such 

as Mekong Migration Network and Seven Sisters are able to reach to vulnerable communities, 

the WHO leads on a range of health issues, and ADB and World Bank are lead organisations on 

development projects including infrastructure development.  

 

Where an existing network is working well, there should be no duplication.  While the 

networks may have different functions and objectives, existing networks could be asked to 

expand their brief where the new issue requiring attention has natural links with the existing 

network.  New networks should be developed to reflect priority areas of work and can be 

terminated when it is no longer needed.   

A coordinating framework/system for the leading nodes in the region will need to be 

developed and its role should be to facilitate interactions in timely manner on strategic and 

critical issues.  A governance framework also needs to ensure the alignment of policy 

development and implementation.  From this perspective, the network coordination group will 

also need to take account of networks and institutions working at local and national levels.   

healthy 
borders 

APSED - 
communicabl

e disease, 
emerging 
diseases, 
pandemic 

preparedness 

RF on 
Environment 
and Health - 

environmental 
health, 

environmental 
impact, one 

health 

ADB - 
infrastructure 

and other 
economic 

development 
projects 

IOM - 
education, 

social 
protection, 
legal rights 

WHO - health 
care, 

pharmaceutic
als, m-health  

JUNIMA - 
HIV/AIDS, 
sexual and 

reproductive 
health 

NGOs and 
ACADEMICS - 

migrant 
workers, 
migrant 
women, 
migrant 
children 
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OPTIONS FOR DISCUSSION 

Key elements of coordination system – to support information flow, decision-

making, aligned action, and rapid response  

Regardless of the final form of any coordination mechanism, there are some specific elements 

which will be important to have:  

 Focal points at national level 

 Agreed information sharing arrangements 

 Regional intersectoral technical committees and network of stakeholders (as per models 

seen in influenza and disaster management) 

 Specific links between sectors and communities based on priority issues and localities 

for priority interventions/actions 

 Shared alert system where harmonised cross-border action needs to be taken 

 Shared analytical tools – such as a health lens, health impact assessment, or a border 

health impact lens – that can be applied to policy and project development 

 Accountability to a high level 

In the longer run, additional capabilities in a good coordination mechanism might include: 

 Capacity to consider mechanisms for financing of regional public goods 

 Coordinated advocacy and communication with at-risk communities, particularly in 

relation to development projects and health threats 

 Processes for national policy/system harmonisation – health care access, social 

protection, information systems, product regulation, legal rights, etc 

 Processes for donor harmonisation 

Some options can be explored within the context of other priority topics and planned 

action identified at the meeting on healthy borders in the GMS. Below are some different 

possibilities that could be discussed further: 

1) Comprehensive development:  create a new entity with terms of reference and 

secretariat to oversee border health issues in the GMS 

2) Existing regional intergovernmental coordination processes:  entrust ASEAN to take 

responsibility for progressing all issues through its various working groups and other new 

mechanisms that might be established 

3) Parallel developments: entrust existing bilateral processes between countries to work 

out how communication, coordination and policy alignments can occur on specific issues 

as they emerge 

4) Networking the networks:  ask existing networks to expand their scope if necessary and 

align  their work program; develop new networks where none exist to take on issues that 

require attention; form a coordinating group across the networks 
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5) Pragmatic incrementalism, through regional consultation process or annual dialogues:  

hold regular meeting of key stakeholders to discuss and determine priority issues for 

resolution, then assign tasks to existing networks or establish new taskforces/working 

groups as appropriate, with a time frame to have issues resolved/acted upon and 

reported back to the regular dialogue forum 

6) Brokerage team: establish a small project team who is empowered to negotiate with 

relevant bodies/ decision-makers to implement coordinated actions on key issues  

7) MOUs: develop other MOUs (eg based on the HIV anti-retroviral therapy model in place 

through the ADB) for specific diseases, treatment protocols, health care and 

pharmaceuticals access and payments,  and any other issues 

8) Bilateral framework agreements, including reciprocal health care agreement:  develop 

model agreements for prioritised issues which can be negotiated bilaterally over time, 

with agreement covering issues of financing, regulation, impact assessment, 

entitlements, service delivery, data sharing, etc) 

9) Bilateral harmonisation plus regional funding mechanisms:  develop a framework for 

harmonisation of laws and regulations with a separate system for pooling funds (from 

governments and/or levy on development projects) on the basis of agreed formula for 

service delivery 

Each of these options has merits as well as disadvantages.  A quick appraisal of them point to 

some options being possibly more workable than others. 

Unlikely options:   

 1 would be costly and have long start-up time 

 3 is unlikely to allow for resolution of major issues, since they have not done so to date 

 7 may be inflexible and slow as it would require new discussions for each issue, 

although current model may be readily applied 

Soft options: 

 2 would minimise call on resources and rely on established intergovernmental 

processes, but may take time and leadership/drive will depend on interest of individual 

countries 

 4 would represent incremental shift to current agendas and be minimally disruptive, but 

overall coordination would require good leadership 

 5 would provide for incremental process of getting issues resolved, and in that process 

build trust, but it is likely to take time to achieve alignment across multiple issues 

Stronger options: 

 6 could move agendas more quickly, given a good team, but require resources and 

authority 

 8 would take time for agreements to be developed, but would allow for comparable 

approaches to be secured with timing that suits individual governments 
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 9 would take time to reach agreement and requires leadership to drive it, but could 

provide for longer term solution 

Some combination of options may be appropriate in the first instance to progress more 

urgent concerns, while exploration is undertaken about more comprehensive strategies in the 

medium term.  



 Biregional Meeting on Healthy Borders in the Greater Mekong Subregion 

Session: 6, Coordination Mechanism  16 
 

APPENDIX:   

INVENTORY OF REGIONAL AND INTERNATIONAL INSTITUTIONAL 

INTERESTS IN MIGRATION AND HEALTH IN THE GMS 

Non-government, including academic, organisations 

ORGANSATION ROLES AND ACTIVITIES 
ARROW Advocate for women’s rights and needs, particularly in health and 

sexuality 

Asia Business Coalition 
on AIDS 

Brings together businesses across the region to support efforts to 
prevent and control AIDS  

Asia Partnership on 
Emerging Infectious 
Diseases Research 

Network of researchers, officials, and practitioners from 30 
institutions in Cambodia, China, Lao PDR, Indonesia, Thailand 
and Vietnam.   
Priority areas of work are: drivers of EIDs, impact of EIDs on 
vulnerable groups, and prevention of EIDs 

Asian Migration Center Promote rights, dignity and empowerment of migrant workers and 
their families in Asia through information, monitoring, and 
research 

CARAM-Asia Open network with Special Consultative Status with the 
Economic and Social Council of the UN 
Undertake advocacy, capacity building, and action research for 
migrant workers, with particular focus on workers rights, health 
and HIV, and globalisation and development  

CCSDPT (Committee  
for Coordination of 
Services to Displaced 
Persons in Thailand) 

Communication and information exchange network for non-
government organisations;  originally comprising agencies 
serving refugees from Laos, Vietnam and Cambodia, now 
working mostly with displaced persons from Myanmar 

ISEAS (Institute for 
Southeast Asian 
Studies) 

Research on migration 

Malaria Consortium Provides technical assistance to governments, NGOs, academic 
institutions, health providers, and communities to improve service 
delivery 
Particular focus on supporting strategic planning and monitoring 
and evaluation 

Mekong Migration 
Network 

72 representatives of government, academic and non-
government institutions from GMS to promote integration and 
social cohesion 

Raks Thai/CARE 
International 

Projects include enhancing labor migration and social protection 

SEAMEO-TROPMED Education, training and research in tropical medicine and public 
health; projects include disaster response, HIV/AIDS prevention, 
health equity, emerging diseases, health promotion  

7 Sisters An alliance of regional Asia Pacific HIV/AIDS networks since 
2001 providing a collective voice for the marginalised, vulnerable, 
and affected communities, including migrant workers and other 
mobile populations 

UNIID-SEA (Universities 
and Councils Network 
on Innovation for 
Inclusive Development 
in Southeast Asia) 

Research and curriculum development  - current projects include 
focus on regional coordination mechanisms to address common 
issues such as climate change, haze, and global warming 
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WHO Network for HIV 
and Health in the WPR 

Network of collaborating centres that provide technical support to 
countries for the health sector response to HIV/AIDS 

World Wildlife Fund 
(WWF) 

Campaigns for protection of species, sustainable forestry, 
sustainable use of freshwater resources, and supporting climate 
change adaptation 

International NGOs with 
presence in multiple 
countries 

MSF (Medecins sans Frontieres), URC (University Research 
Council),  PATH, Oxfam, Save the Children, Family Health 
International, International Federation of Red Cross and Red 
Crescent Societies, etc   

Intergovernmental and international organisations and networks 

ORGANISATION ROLES AND ACTIVITIES  

ADB  Undertakes analytical studies 
Support infrastructure projects, economic integration, and human 
resources development (including HIV prevention and the 
infrastructure sector) 

APEC There are working groups on Health and on Emergency 
Preparedness 
The Emergency Preparedness WG is now focused on business 
and community resilience, and build members’ capacity through 
sharing expertise and collaboration on specific issues; they also 
foster public-private partnerships 
The Health WG is concerned with health and the economy and 
has had interest in NCDs, HIV/AIDS, and maternal and child 
welfare.  They have coordinated with both the Emergency 
Preparedness WG and the ASEAN Secretariat 

ASEAN ASEAN Socio-cultural Community Blueprint guides work in 
human development, social welfare and protection, social justice 
and rights, ensuring environmental sustainability, and narrowing 
the development gap 
2012 Health Ministers Meeting agreed to work plans for 55 health 
action lines related to implementing ASEAN Strategic Framework 
on Health Development (2010-15) and committed to priorities in 
NCDs, tobacco control, achieving universal health coverage, 
zero new infections of HIV/AIDS, and effective response systems 
for public health emergencies, emerging infectious diseases, 
artemisinin-resistant malaria, and dengue 

FAO Asia-Pacific regional priorities in food and nutritional security, 
agricultural production, sustainable natural resources 
management, capacity building for responding to climate change 
and to food and agricultural threats and emergencies 

ILO Promote cooperation for improved management of labour 
migration via the Asian Programme on the Governance of Labour 
Migration, with particular interest on gender and rights 

IOM Support 2008 WHA Resolution on Health of Migrants through 
monitoring migrant health, advocating for policy and legal 
framework, strengthening migrant friendly health systems, and 
developing inter-country coordination and partnerships 
Co-chairs the Asia-Pacific Regional Thematic Working Group on 
International Migration, including Human Trafficking 

JUNIMA (Joint Initiative 
on Mobility and 
HIV/AIDS) 

Network of UN family, ASEAN secretariat, governments, and 
leading NGO networks 
Promote universal access to HIV prevention, treatment, care and 
support for mobile and migrant populations through strategic 
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information, policy and advocacy, and multi-stakeholder 
mechanisms 

Mekong Institute Intergovernmental organisation providing capacity building 
activities for government officials, private enterprises and civil 
society involved in the development of GMS 
Its Human Migration and Care program promotes migrant 
protection and safe labour migration by facilitation harmonised 
policies and systems, strengthening vocational-technical skills 
recognition systems, and provides policy briefs, learning 
programs, policy dialogues, and technical support on migration 
issues to partners 

Regional Forum on 
Environment and Health 

Jointly serviced by WHO and UNEP, the Forum brings together 
ministries of health with ministries of environment from ASEAN 
countries and four others (China, Korea, Mongolia, and Japan) to 
strengthen cooperation in policy and regulation and support 
development of integrated national environmental health action 
plans.  Thematic working groups cover air, water, waste, 
chemicals, climate change, environmental health emergencies, 
and health impact assessment. 

UNAIDS Has been supporting leadership development through Asia-
Pacific Leadership Forum 
Co-chairs and supports JUNIMA to coordinate around mobility 
and HIV 

UNDP Achievement of MDGs through focus on poverty reduction, crisis 
prevention and recovery, environment and sustainable 
development, and democratic governance, with cross-cutting 
themes being capacity development, south-south cooperation, 
and gender equality 
Regional Centre in Asia Pacific exists in Bangkok 

UNESCAP Strengthen regional cooperation and enhance capacity of 
governments to design and implement policies that manage 
migration and protect migrants (improve safety, facilitate access 
to social protection and combat trafficking 
Advocate for ratification of International Convention on the 
Protection of the Rights of Migrant Workers and Members of their 
Families 
Co-chairs the Asia-Pacific Regional Thematic Working Group on 
International Migration, including Human Trafficking 

UNFPA Priorities are to reduce maternal deaths and to achieve universal 
access to reproductive health 

UNICEF Provide leadership at national and global levels in developing 
policy to secure the basic rights of children, adolescents and 
women affected by migration 

WHO  Resolution on Health of Migrants endorsed by WHA in 2008 
provides framework for various global and regional initiatives 
Country Office in Thailand supports Border Health Program in 
Thailand and facilitates the coordination of the WHO Mekong 
Malaria Program, the Vaccine Supply and Quality Unit in the 
Southeast Asia Region, and regional stockpile of medicines, 
commodities and emergency kits 

World Bank Undertakes analytical reports about economic and social 
development 
Supports regional programming in water, transportation, power, 
and labor migration 

World Organisation for Works at global level to disseminate information to countries 
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Animal Health (OIE) about animal diseases, including those transmissable to humans 

Donors and international philanthropies 

ORGANISATION INTERESTS 
Atlantic Philanthropies Contributes to HealthSpace.Asia 

AusAID Australia-Mekong NGO Partnership 
HIV Asia Regional Program  

China Medical Board Strengthen education in public, nursing and primary care in 
GMS; provide collaborative research and policy development 
platform (HealthSpace.Asia) 

Ford Foundation Support establishment of Regional Centre for Social Science and 
Sustainable Development (based at Chiangmai University), with 
interest in resource management, environmental impact 
assessment, gender and ethnic relations, and social science and 
health 

Gates Foundation Malaria is a top priority globally; supports the Global Plan for 
Artemisinin Resistance Containment 

Global Fund for AIDS, 
Tuberculosis, and 
Malaria 

Supports programs related to AIDS, TB, and malaria in all GMS 
countries 
New funding model focuses interventions and financing for 
specific populations and catchment areas, in order to reach 
highly vulnerable, marginalised, and stigmatized groups;  to align 
investments in disease programs with national health strategies 
while strengthening health systems 

MacArthur Foundation Global Migration and Human Mobility supports improved 
governance of international migration and research on the 
relationship between migration and economic development 
Largest nongovernment donor to the Global Forum on Migration 
and Development 
Contributes to HealthSpace.Asia 

Rockefeller Foundation Supported work on migration and health in GMS in 1990s and 
initiated Mekong Dialogue for senior policy makers, civil society 
groups, and development agencies on trans-border issues 
Now supporting Mekong Basin Disease Surveillance Network as 
well as global dialogue on universal health coverage  
Contributes to HealthSpace.Asia 

USAID Focused on monitoring disease outbreaks and preventable 
maternal and child death 
Supports ASEAN’s work in combatting human and wildlife 
trafficking, food security, disaster risk reduction 

US CDC Concerned with strengthening public health infrastructure and 
capacity, with focus on HIV/AIDS, influenza, tuberculosis, 
immunization, and field epidemiology training; has program on 
immigrant, refugee, and migrant health in Thailand 

Other bilateral donors GIZ, Luxemburg, France, CIDA, SIDA, NORAD 
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