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1. INTRODUCTION 

The Sixth UNICEF/WHO Consultation Meeting was held in Phnom Penh, Cambodia on 
4 July 1995. The list of participants is attached as Annex 1 and the Agenda as Annex 2. The 
meeting consisted of a tripartite country review of the health programmes in Cambodia. 

1.1 Objectives of the meeting 

The objectives of the meeting were as follows: 

(l) To strengthen interagency collaboration at the country level and to establish strategies 
and joint courses of action for 1995-1999. 

(2) To review the following programmes in Cambodia with the participation of the 
Government: 

(a) strengthening the health system, with emphasis on provincial and district 
management; 

(b) nutrition, including protein energy malnutrition, micronutrients deficiencies and 
baby-friendly hospital initiative; 

(c) control of diarrhoeal diseases (COD) and acute respiratory infections (ARI); 

(d) HIV/AIDS; 

(e) water and environmental sanitation and hygiene education; 

(h) EPI and eradication of poliomyelitis. 

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

1.2 Opening statements 

The meeting was opened with statements by Dr S.T. Han, Regional Director, WHO 
Regional Office for the Western Pacific and Ms Pratima Kale, Regional Director, UNICEF 
Regional Office for East Asia and Pakistan. The opening statement of Dr S. T. Han is attached 
as Annex 3. 

His excellency Dr Chhea Thang, Minister of Health, Kingdom of Cambodia, welcomed 
the participants. His statement is found in Annex 4. 
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2. SUMMARY OF DISCUSSIONS 

2. I Country review of Cambodia 

With regard to the overall programmes oi WHO and UNICEF in Cambodia, it was 
re-confirmed by the Ministry of Health that integration and collaboration, where possible, was 
of the utmost importance. Furthermore, the Ministry emphasized that WHO and UNICEF 
should expand this collaborative approach to other agencies and nongovernmental 
organizations, and to other sectors. 

As regards strengthening the health system with emphasis on provincial and district 
level management, the Ministry proposed that increased emphasis be placed on strengthening 
health services at the provincial and district levels. and in the community with the aim of 
improving accessibility, efficiency and quality of health services to the community. It strongly 
endorsed the collaborative effort by WHO, UNICEF, and other agencies with the Ministry to 
improve administration and management in the provinces by placement of Provincial Health 
Advisers. Additionally, the Ministry recognized a great need in the future for: 

- accelerated human resource development; 

innovation in financing and development of sustainable health systems; 

- rationalizing the location and catchment areas of health infrastructures; 

- community participation in management and financing of health services; and 

- combined donor support to cover inadequate government resources for district health 
system development. including cost of essential drugs over the next five years. 

WHO and UNICEF both indicated strong support for the MOH's effort to improve 
provincial and district health management and services, while UNICEF also indicated 
commitment to health promotion in the community. 

Concerning human immunodeficiency virus/acquired immune deficiency syndrome 
(DIV / AIDS), the Ministry sees this as a potentially significant health problem with serious 
social and economic implications, but one that again suffers from lack of good information on 
the extent of the problem. There is a great need to disseminate HIV / AIDS preventic-n and 
control measures to both service providers and the community. WHO will continue focusing 
predominantly on improved health services while UNICEF plans to focus on prevention 
through behaviour change at the community level, both approaches being mutually supportive 
and beneficial. Anticipating worsening technical, financial and human constraints inhibiting 
effective HIV I AIDS control and prevention programmes in Cambodia, UNICEF and WHO 
agreed in principle. to continue collaboration with government in maintaining the country 
programme in Cambodia, where feasible. 

With regard to the expanded programme on immunization and poliomyelitis 
eradication (EPI), it was acknowledged that while impressive gains have been made through 
use of national immunization days and other mechanisms, immunizable diseases remained a 
problem. WHO and UNICEF agreed to collaboration and cooperation with government to 
ensure integration of routine immunization and eradication programmes, including surveillance 
and to develop a sustainable EPI through integration of EPI, into the basic health services 
package and increased budgetary allocation for vaccines. 
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As regards nutrition, the Ministry acknowledged that while malnutrition was a serious 
problem in women and children in Cambodia, lack of information on the extent of the problem 
has hindered prioritizing and programming in this area. Based on limited information 
available, it is believed that protein energy malnutrition as well as vitamin A, iodine and iron 
deficiency disorders seriously affect large numbers of Cambodians, especially women and 
children. Malnutrition is believed to compound the severity of ARIICDD and other diseases 
which are the major killers of Cambodian children. WHO and UNICEF plan continued 
support for the finalization of the National Nutrition Plan of Action, while UNICEF will focus 
additionally on multisectoral community nutrition approaches through its Community Action 
for Social Development Programme. 

Key problem areas that need to be addressed to improve nutritional status of vulnerable 
groups in Cambodia include food security, low income, quality of health services, and 
sanitation. Micronutrient deficiencies, in particular, iodine, vitamin A and iron/folate 
deficiencies, could be minimized or prevented through improved and efficient supply and 
delivery of such micronutrients to high risk areas and populations. lodization of salt by the 
main producer may begin in 1996, while vitamin A supplementation for almost all children 
aged one to five years will be ensured through linkage with poliomyelitis national immunization 
days in 1996. WHO sees the possibility for increased collaboration with the Ministry and other 
agencies in the prevention of iron deficiency anaemia. 

Baby-friendly hospitals were seen as a major approach to improving community 
understanding and support for breast-feeding and appropriate maternal care and child-rearing 
practices, as well as providing appropriate and acceptable services to the community. 

As regards acute respiratory infections and control of diarrhoeal disease (ARI/CDD), 
it was recognized that these are leading causes of morbidity and mortality in children in 
Cambodia. A multisectoral approach is required to disseminate appropriate treatment and 
control measures to service providers throughout the country. UNICEF plans to focus on 
health promotion at the community level as well as supporting ARIICDD services in the 
provinces, while WHO will continue its emphasis on supporting ARIICDD health services 
throughout the health system. 

As concerns water and sanitation, environmental degradation, including lack of clean 
drinking water and poor hygiene practices were seen to significantly add to both diarrhoeal 
disease and nutritional problems. WHO plans to begin interministerial collaboration with 
government, in particular the Ministry of Health and the Ministry of Rural Development, to 
support a comprehensive approach to Health and the Environment in Sustainable 
Deveiopmmt, including development of appropriate legislation, management practices and 
standards for water, sanitation and solid waste disposal, and a Healthy City project for 
Phnom Penh. UNICEF's support in this area will gradually be integrated into its overall 
community-based approach to addressing environmental needs, including management of local 
water resources and health/hygiene promotion. 

Background papers were also developed by WHO with cooperation from the Ministry of 
Health, on reproductive health, pharmaceutical supply, tuberculosis, and malaria, but these 
topics were not included in the agenda of the meetings. See Annexes 5 to 14 for the complete 
WHO background papers. 
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2.2 Collaboration at the regional and country leyel 

The Regional Director of the Western Pacific Regional Office of WHO and the Regional 
Director UNICEF East Asia and Pacific Regional Office promised continued close 
collaboration with the government on issues relating to health and the environment in the future 
and thanked the Ministry of Health for their participation in the meeting. The participating 
agencies and the Ministry of Health acknowledged the hard work of the staff of the Ministry, 
WHO and UNICEF in preparing presentations and background papers for the meeting. 
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ANNEX 2 

UNlCEFIWHO/9S/1 

AGENDA 

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

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

3. Statement by the Resident Representative of the United Nations Development 
Programme in Cambodia 

4. Welcome Address by the Minister of Health, Kingdom of Cambodia 

5. Introduction of Participants 

6. Adoption of agenda and working schedule 

7. Country Review 

(1) Kingdom of Cambodia 

(a) Overview 

(b) Strengthening the health system with emphasis on provincial and district 
level management 

(c) Nutrition 

(i) protein energy malnutrition 

(ii) micronutrients deficiencies 

(iii) baby friendly hospital initiative 

(d) CDD/ARI 

(e) Monitoring of water sanitation and hygiene sanitation 

(f) HIV/AIDS 

(g) EPI and poliomyelitis eradication 

(h) Other issues 
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8. Collaboration on Other Emerging Issues and Regional Perspectives. 

9. Conclusions and recommendations 

10. Closing remarks by the Regional Director of UNICEF East Asia and Pacific Regional 
office 

11. Closing remarks by the Regional Director of WHO Regional Office for the Western 
Pacific. 
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ANNEX 3 

SPEECH BY THE REGIONAL DIRECTOR AT THE OPENING OF THE 
UNICEFIWHO CONSULTATION MEETING 
PHNOM PENH, CAMBODIA, 4 JULY 1995 

Honourable Minister of Health and distinguished members of the Cambodian delegation, 
Ms Kale and members of the UNICEF delegation, dear colleagues and friends, 

It gives me great pleasure to meet with our colleagues in UNICEF and especially with 
our great friends in the Ministry of Health of the Royal Cambodian Government to review our 
common programmes of health for the Khmer people. 

It does not seem possible that it was only four years ago last February, in Vientiane, Lao 
People's Democratic Republic, that we sat down to begin discussions on WHO's official re
entry into this Kingdom. Of course, even before that meeting WHO and UNICEF had 
established a strong partnership to continue to support various aspects of health, even during 
those trying years prior to the establishment of the peace process which is now firmly in place. 

Conditions have changed tremendously in Cambodia since 1991. Due mainly to the 
dedication of the leadership in the Ministry of Health, including individuals like Minister Chhea 
Tang and others in this room, the Ministry is now recognized as being perhaps the best 
organized of all ministries in Cambodia. I believe that both UNICEF and WHO can justly be 
proud to have been partners with you in the development of an organization of increasingly 
skillful managers and planners, who are capable of addressing the extremely difficult problems 
of health development in Cambodia. Even as the health infrastructure undergoes a continuous 
process of improvement and strengthening, national policies and programmes for malaria, 
tuberculosis, HIV/AIDS and other areas have been developed. I would therefore like to 
congratulate the Ministry of Health for its hard work and achievements in bringing about these 
changes. They have been truly incredible. 

I have already mentioned that WHO and UNICEF have been working together here even 
before 1991. In fact, since then our two agencies have continued to collaborate so closely 
together in a broad range of health areas, that the efforts could well serve as a model for United 
Nations interagency cooperation everywhere. I applaud all those involved in this, as it is 
through this kind of dedicated and focused teamwork that the greatest results can be achieved. 
The topics of this meeting, national and provincial management and planning, nutrition, drug 
supply, HIV/AIDS, EPI, ARIICDD, reproductive health and water and sanitation, are 
representative of the many areas in which UNICEF and WHO have worked together, 
collaborated together, or planned together. Other agencies and donors, such as UNDP, 
UNFPA and others, have also been involved. Together these efforts have facilitated growth 
and development within the Ministry of Health and been instrumental in the successful start of 
the renovation of the health system in Cambodia. 

Only yesterday, I saw an example of how far Cambodia has come in health development 
with the support of its different partners. The opening yesterday of the sixth meeting of the 
technical advisory group on the expanded programme on immunization and poliomyelitis 
eradication in the Western Pacific Region was a show of confidence that, together with the 
other countries of our Region, Cambodia will achieve all that we set out to accomplish in the 
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field of health. In fact, I was a personal witness to this country's tremendous efforts and 
success during the first National Immunization Day for poliomyelitis eradication on 
11 February this year. Such successes in the face of great odds, provide inspiration not only to 
international agencies like us, but also to many countries throughout the world who are faced 
with similar situations. 

Cambodia has certainly come a very long way. But, there is further yet to go. This 
meeting is an attempt to maintain the excellent collaboration and teamwork that has existed 
between the Ministry of Health, WHO and UNICEF, learning from past problems and 
challenges and planning to overcome those of the future. 

As we can see from the agenda before us, Cambodia is faced with the all-too familiar 
problems of the developing world - namely, the common infections of childhood leading to 
unnecessarily high death rates, together with the old scourges of tuberculosis, malaria and 
leprosy which afflict all age groups. In addition, we have to confront the looming spectre of 
HlY / AIDS. These very difficult challenges require all of us to intensify efforts to ensure that 
Cambodia's health system can adequately deal with them. 

But even as we do this, I would like to suggest that we' also look further ahead into the 
future. Already there are signs that the health problems associated with development 
throughout the world are having an impact on health in this country. I have already mentioned 
AIDS. The environmental effects of development will initially be seen in such problems as 
solid waste disposal and other difficulties associated with urbanization. Increasingly, there will 
be pressures on individuals to live lifestyles which make them prone to develop diseases such as 
diabetes, atheroschlerotic diseases of the cardiovascular system, and lung disease from 
smoking. 

Consequently, all of us involved in health in this country, must keep in mind that this is a 
particularly difficult period of transition. Even as we meet present challenges, we have to 
provide for even more difficult ones in the future. We have already taken steps to ease this 
task. The approaches proposed by our Regional Office in the document, New horizons for 
health, may show the way to make these provisions. The health promotion and health 
protection orientations focus on the individual as the main agent for health development, in 
collaboration with supportive communities and appropriate public policies. Thus, as we 
continue to strengthen the basic health services and to implement programmes against the 
existing disease problems, we must now begin to prepare individual Cambodians to take charge 
of their own health and to develop health and development policies that will support this. 

With the excellent work already done by the Ministry of Health, together with WHO, 
UNICEF and the other partner agencies, I am confident that the Cambodian peoples' 
aspirations for health beyond the 21st century can be attained. 

Thank you. 
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ADDRESS OF H.E. DR CHHEA THANG, 
MINISTER OF HEALTH OF THE KINGDOM OF CAMBODIA, 

AT THE JOINT UNICEF/WHO MEETING IN PHNOM PENH, 4 JULY 1995 

ANNEX 4 

Respected Dr S.T. Han, Regional Director WHO, Western Pacific Regional Office, Respected 
Dr Pratima Kale, Regional Director, UNICEF, East Asia and Pakistan Region Office, Distinguished 
International and National Guests, Ladies and Gentlemen, 

It is a great honour and pleasure for me to attend this joint UNICEF/WHO Meeting. On behalf of the 
Royal Government of Cambodia and myself, I would like to express my deepest thanks to WHO and 
UNICEF for their valuable support to the Health Sector, which is now steadily improving. 

Excellencies, Ladies and Gentlemen. 

For more than two decades, Cambodia suffered by the reign of terror unleashed by the Genocidal 
Regime and the effects of war that destroyed the National infrastructure. including the health infrastructure. 
Since 1979, the rehabilitation of the health infrastructure has commenced under the leadership of the state. 
with assistance from UNICEF. WHO. International Agencies. NGOs. and other humanitarian organizations. 
The structure of the national health system has been rehabilitated and developed from the national level down 
to the rural level. 

The Royal Cambodian Government affirms its mission to improve the health and well-being of all 
Cambodian people by establishing comprehensive National Health Policy with priority health service goals as 
follows: 

(I) Improve and extend PHC services in the communes and villages. through a district health 
systems approach. with special emphasis on partiCipation by the community and religious leaders; 

(2) Promote good nutrition. hygiene and birth-spacing practices within families, to improve the 
health and well-being of women and children; 

(3) Reduce the incidence of communicable disease. especially malaria. tuberculosis. dengue 
haemorrhagic fever. diarrhoeal and acute respiratory diseases. sexually transmitted diseases. and 
AIDS; 

(4) Improve hospital services in Phnom Penh and provincial capitals; ensure provision of accident 
and emergency services; 

(5) Ensure acceptable standards of medical, paramedical and nursing care throughout the health 
care services; upgrade health staff skills through in-service training; 

(6) Improve the supply and distribution of essential drugs and medical equipment to all public 
hospital, dispensaries, and infirmaries in Cambodia; 

(7) Establish a regulatory framework for management and quality control of the private health 
sector, for medical paramedicals. dental and pharmaceutical services. 
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ANNEX 5 

STRENGTHENING HEALTH SYSTEMS AT THE PROVINCIAL 
AND DISTRICT LEVELS 

1. INTRODUCTION 

The Ministry of Health, WHO and UNICEF together share a common vision on the 
development of an effective health system in Cambodia. In this regard, the various 
"programmes" or activities that they support within the Ministry of Health should not be 
yiewed in isolation from one another. Thus UNICEF's five-year country programme is 
developed as an integrated strategy both within the health sector and as a new focus in its 
intersectoral relationships at the community level. WHO has focused on priority diseases as 
determined by their relative contribution to mortality and morbidity and on development of 
human resources for health. Within the health sector, the development and strengthening of 
health systems and managerial capacity, as part of an overall reform process, are seen as the 
backbone upon which a variety of programmes and interventions can be developed and 
supported by both agencies and the Ministry of Health. 

Inputs considered integral to health system development such as essential drugs, 
tuberculosis and malaria, whilst part of the provincial and district health systems, are 
discussed in the relevant separate papers. 

Health is one of four key programmes in Ul\'1CEF's 1996-1999 overall country 
programme. Strengthening District Health Systems (SDHS) is one of four subprogrammes in 
health. The others cover essential drugs, child health priorities, and health management 
information systems. 

Provincial and district health strengthening is one of four components of WHO's 
Strengthening Health Systems (SHS) project that includes both central level support and 
support to targeted provinces. The other components include health policy and management 
in the Ministry of Health, health sector reform, including health financing. As with UNICEF, 
the other SHS project components are designed to maximize the impact of provincial and 
district health strengthening. As management capability increases at all levels, there will be 
an increasing focus on developing human resources to improve clinical and public health 
services. 



- 16 -

Annex 5 

2. BACKGROUND 

The health of a nation is linked with its socioeconomic well-being and its ability to 
develop. Whilst economic development in itself provides a benefit to health, most notably in 
areas related to nutrition, it is now accepted that a focused health progranune of specific health 
interventions can substantially reduce a nation's burden of disability and mortality. It can do 
this mdependently, and achieve results significantly faster than those benefits secured from 
economic development alone. Importantly, it can do this within a realistic budget with the 
support of donors. 

The Ministry of Health of the Government of Cambodia together with WHO and 
UNICEF have developed a carefully focused and prioritized strategy for support and 
intervention for district health development. The Ministry of Health, with WHO technical 
collaboration, has assisted in the coordination and mobilization of resources in support ofthis 
strategy. 

Thus WHO has concentrated on strategic support to national capacity development in 
the planning and management of services and in human resource development. It has directly 
provided support to priority national progranunes to maximize their impact on mortality and 
morbidity essential drug supply, tuberculosis, malaria and dengue treatment and preventIOn, 
HIV/STD, EPI, and with UNFPA, reproductive & child health, including birth spacing. In the 
next five years, increasing resources will be required for the delivery of such services through 
the health system to the people of Cambodia. UNICEF has focused on support to the provision 
of essential drugs, EPI and MCH direct provincial and district support and inputs into the 
overall policy environment. 

The overall priorttyfor the Ministry o.fHeaith and/or WHO remains the 
establishment of a functioning district health system for the delivery of Ihe above services. 

Thus WHO with funding from United Nations Development Programme (UNDP) and 
the Overseas Development Administration (ODA) has as one of the objectives in its 
Strengthening Health Systems Project - Phase II the implementation of services at the 
provincial and district level as a major focus of activity for 1995-1997. Support conmlenced in 
early 1994 with the recruitment of an adviser to Kampong Speu province. As part of a 
progranmle of health sector reform, WHO will continue to provide continuing high quality 
support to improve the organization and management of services, the financing of health 
services, and to maximize collaboration between the public and private sector, including NGOs 
in the implementation of these services. 

UNICEF has supported a specific district health system development project with the 
placing of advisers in four provinces since 1993. 

The Ministry of Health has developed clearly articulated health policies for the delivery 
of priority health services to rural and urban areas. At ICORC 1994, district health systems 
development was identified by the Government as its core development priority for health 
service delivery as part of its overall priority for rural development. 
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Over the past three years, both WHO and UNICEf have provided significant support 
to the Ministry of Health for the rebuilding of health delivery systems in Cambodia. This has 
involved targeted inputs into the following priority areas: 

(a) Management and capacity development at the central level resulting in production 
of clear health policies and implementation strategies, with specific inputs into 
planning, human resource development, finance, drug supply and distribution. 

(b) The identification of health priorities resulting in specific inputs to such areas as 
EPI, birth spacing, tuberculosis, malaria and dengue control. 

(c) For the implementation of services, planning and management support has been 
provided to the provincial level for both provincial and district health 
strengthening. 

(d) Over the past six months, the Ministry of Health, WHO and UNICEf have been 
working closely together in the key areas of defining and strengthening health 
systems in Cambodia through two projects, the ODAIUNDP-funded WHO 
Strengthening Health Systems project (SHS) and the UNICEf Strengthenmg 
District Health Systems project (SDHS). UNICEf participated closely in the 
development of the second phase of the WHO/SHS project (1995-97) and more 
recently WHO has been involved in developing the health component of UNICEf's 
situational analysis and the health component (SDHS) for UNICEF's next funding 
phase, 1996-2000. Several activities have already been undertaken or funded 
jointly by both agencies together with the Ministry of Health. These include 
studies of health systems organization at the district level, and joint workshops 
with the Ministry of Health for project-supported provinces. Regular meetings are 
now held to ensure continued close collaboration. 

(e) Having begun work on the specification of services, attention is now turning within 
the Ministry of Health to the next steps -- implementation of services, the role of 
the state in health service delivery, improved efficiency and quality, including 
improving human resources in health, the role of the private sector, incentives and 
consumer choice. 

Through the two projects, WHO and UNICEf have in place a system of coordinated 
technical support in critical areas to help the Ministry of Health implement a coordinated 
strategy to reform the health sector. Reform at its simplest is the process of managed change 
through which services are accessed in the most efficient and effective manner by the 
community, and in particular the poor. This will require the Ministry of Health to redefine 
service delivery and financing strategies in order to meet its goals for improvements in the 
health status of the population. In particular this will require the testing of innovative 
management strategies to improve consumer choice and access to basic health services. The 
two projects can facilitate this process. 

WHO (SHS) and UNICEf (SDHS) are recognized as playing the leading roles in 
helping the Ministry of Health define and coordinate support to these strategies. The World 
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Bank and Asian Development Bank (see below) have initiated significant support to these 
strategies through technical support to SHS, and also UNICEF's SDHS. 

2. OBJECTIVES OF A JOINT STRATEGY FOR PROVINCIAL AND DISTRICT 
HEAL TH SERVICE DEVELOPMENT FOR THE PERIOD 1995-1999 

The general objective of this programme of support is a reformed health sector that is 
better able to both utilize existing resources and to capture new resources to improve 
accessibility and choice for all consumers of health care, and in UNICEF's case, among women 
and children particularly. 

The combined specific objectives of both programmes are: 

(a) to improve access to quality essential health services, to include basic curative, 
preventive and promotive health services; 

(b) to rationalize the access and specification of basic health services based upon 
population and community needs (the coverage plan); 

(c) To test and replicate alternative models for the implementation, management and 
financing of health services that will include private health care for profit and 
private health care for non-profit sectors, and that Will in particular focus on 
community empowerment and choice; and 

(d) to ensure that priority diseases amongst at-risk groups are given appropriate 
attention. 

3. APPROACHES 

3.1 National level 

WHO will continue to provide technical support to the Ministry of Health, with 
advisory support to the under-secretaries of state and technical support to the Director 
General's Office, and to the Planning and Finance Departments on matters relating to health 
policy/strategy options, monitoring and evaluation. Support will also be provided to the 
Personnel Department on personnel issues and to the International Relations Department to 
assist in intrasectoral coordination. 

WHO support through the SHS project will continue to make available to the Ministry 
of Health technical support for capacity building in management, planning, health financing, 
and the development, testing and coordination of strategic policy options. The purpose of 
these options will be to increase efficiency and quality in the sector and to increase the 
resources available directly and indirectly for the consumers of health care, whilst ensuring that 
strategies are put in place to protect the disadvantaged and poor. 

In particular WHO will help the Ministry of Health to develop innovative strategies to 
capture private sector spending for public services, to improve the quality of private sector care 
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(through voucher schemes, franchising, etc.) and to improve consumer choice through managed 
competition with alternative strategies to introduce the "purchaser/provider split". 

WHO will also continue to support development of quality health services through 
support for human resources for health; in particular, for development of continuing education 
and support to health training institutions. 

UNICEF will continue to support the development of the health information system and 
provide policy level inputs and feedback, particularly on implementation strategies, including 
health financing. 

The capacity of the Ministry of Health to respond to and act upon provincial and district 
health needs will be enhanced. 

3.2 Provincial and district level 

This is the major area of UNICEF and WHO support. 

Both UNICEF and WHO will support the placing of technical advisers or provincial 
health advisers (PHAs) in nine key provinces, covering 70% of the population of Cambodia. 
The purpose of such support is to develop provincial and district capacity in the management, 
planning, budgetary and financial control, and support of health service delivery in rural areas. 
Such inputs are necessary in the short term but will be phased out as provincial capacity 
develops. PHAs also play an important role in helping provincial health directorates coordinate 
donor and NGO support at this level. At present most provinces are significantly weak in these 
areas. 

The purpose of such support is to enhance and develop the capacity of commune health 
centre service delivery. 

WHO will support continuing education to improve the clinical and public health skills 
ofalileve1 of provincial health workers. This will be initially for remedial training of health 
workers in a minimum package of clinical and public health activities (MPA) identified by the 
Ministry of Health as essential to health services. 

Specific studies will be supported at this level to improve understanding of household 
choices, priorities and preferences in health care to better develop a system that meets 
consumer needs. 

Specific innovative tests for health service delivery will be performed in PHA-supported 
provinces for careful evaluation by the Ministry of Health with the aim of potential replication. 

3.3 Village level 

WHO will have limited inputs at this level. 

UNICEF will test models for community health promotion and advocacy. UNICEF will 
also test the capacity of emerging community-based organizations such as Village Development 
Committees as the community structures upon which community participation might be built. 
WHO will test more market-oriented strategies. 
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UNICEF will test models for community health promotion and advocacy. UNICEF 
will also test the capacity of emerging community-based organizations such as Village 
Development Committees as the community structures upon which community participation 
might be built. WHO will test more market-oriented strategies. 

4. PROGRAMME PLAN OF ACTION FOR 1995 - 1997 

4.1 COLLABORATION AT NATIONAL LEVEL 

4.1.1 Facilitate the government's plan for accelerated public administrative reform in the 
health sector, in particular the establishment of: 

• A new Ministry of Health organogram (1995) 
• A functionning administrative reform committee (1995) 

• Clearly defined roles and responsibilities for the Ministry of Health (1995) 

• Strenghtened management capacity of key Ministry of Health departments 

( 1995-1997) 

• A human resource development policy (1995-1997) 
• A national policy for the role and coordination of the private sector (1996-1997) 

4.1.2 Facilitate the design of alternative and sustainable financing mechanisms for the 
health sector, including: 

• Improved utilisation of the health budget at central & province levels (1995-1997) 

• Completed cost analysis of the District Health System (1995) 
• Health financing policy designing (1995-1997) 
• Designing and testing of financing experiences, including cost-recovery and market 

managed mechanisms (1996-1997) 
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4.1.3 Facilitate determination, implementation and management of a bealtb policy in 
support of tbe District Healtb System, including tbe: 

• Design of the Minimum Package of Activity (minimum set of activities to be made 
available at the peripheral level) and development of its technical contents 
(manpower, infrastructures, equipments & drugs needed for each component of the 

MPA) (1995) 
• Design criteria and methodology for the Health Coverage Plan (rationalisation of 

the location of health infrastructures and catchment areas ( 1995) 
• Identification of 2 districts per province in which to develop the new District 

Health System (1996-1997) 
• Revision & adaptation of the Health Information System 
• Establishment of manpower norms and national standards for training 
• Improved coordination capacity at Ministry of Health and Province Health 

Directorate levels 

4.1.4 Improve provincial coordination, including: 

• Strenghten Director General's office (bi-annual coordination meetings with the 
provincial teams) 

• Develop interactive linkages through regular coordination meetings at provincial, 
regional and national levels 

4.1.5 Improve external aid coordination, including: 

• Training of staff of the Department of International Relations 

• Support to Provincial Coordination Committees (ProCocom) and the Ministry of 
Health Coordination Committee (Cocom) 
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4.2 COLLABORATION AT PROVINCIAL LEVEL 

Strenghten health service delivery at province level, through improved planning, 
management, supervision and monitoring capacities (1995-1997) 

• Develop & support provincial teams (1995-1997) 

• Establish the coverage plan (end 1995) in order to rationalise the location of health 
facilities and their catchment areas 

• Prepare operational plans (including re-Iocation of health facilities and health 
financing pilot models in 2 selected districts per province) 

• Prepare budgets for each year 

• Support continuous training of health staff, through supervision, meetings and 
training manuals dissemination 

S. SUPPORT FROM OTHER DONORS 

The outlined provincial and district health strengthening strategy has gained the 
support of major donors, multilateral and bilateral. 

UNICEF support is documented in the accompanying paper by UNICEF. 

The World Bank is currently developing a project of focusing on tuberculosis, malaria, 
HIV/STD control and strengthening of health systems. The latter component will include 
technical support to cover health financing issues, consumer preferences and staff 
remuneration. Specific inputs into district health development will include support to district 
health service infrastructure and equipment, service delivery test projects in collaboration 
with the Ministry of Health, WHO/SHS and UNICEF. The project will commence in 1996. 
Technical support under Japanese grant aid will commence in 1995. 

The Asian Development Bank is developing an infrastructure development project to 
rehabilitate the district health system according to the above outlined strategy in five 
provinces (all of which have WHO PHAs, one a UNICEF PHA, one supported through 
AusAID). This will provide the physical infrastructure upon which district health services 
can be delivered. Specific innovative management strategies involving the public/private 
mix will be supported. 

AUSAID will provide similar support to Kampong Cham Province. A PHA is already 
in place. 
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The Deutsche Gesellschaft fur Technische Zusammenarbeit (GTZ) will provide 
support for district health system development in Prey Yeng province in collaboration with 
WHO. 

UNDP/CARERE is providing a variety of community-based support to northwestern 
provinces, including a proposed PHA for Pursat. 

UNFPA is supporting a national birth spacing programme, carefully coordinated with 
WHO and UNICEF provincial activities. 

The Non Governmental Organizations community, through its coordinating agency 
MEDICAM, is collaborating in a response for health systems development. 



6. Budgetary Requirements for Provincial and District Health Systems 
. 

1995 1996 1997 

Component WHO Others Total WHO Others Total WHO Others 
Policy and Planning (National Level) 

Long term staff 589,000 220,000 809,000 589,000 220,000 809,000 589,000 220,000 
Short term staff 156,000 30,000 186,000 156,000 30,000 186,000 117,000 30,000 
Training 192,000 40,000 232,000 192,000 40,000 232,000 180,000 40,000 
Operational Support 118,000 35,000 153,000 118,000 35,000 153,000 118,000 35,000 
Supplies & Expenses 106,000 40,000 146,000 106,000 40,000 146,000 106,000 40,000 

Health Systems Development in 12 Provinces 

6 Provinces 6 Provinces 6 Provinces 6 Provinces 6 Provinces 6 Provinces 

Long term staff 615,000 696,000 1,311,000 615,000 696,000 1,311,000 615,000 696,000 
Short term staff 40,000 40,000 40,000 40,000 40,000 
Training 190,000 190,000 380,000 190,000 190,000 380,000 190,000 190,000 
Operational Support 120,000 120,000 240,000 120,000 120,000 240,000 120,000 120,000 
Supplies & Expenses 121,500 121,500 243,000 121,500 121,500 243,000 121,500 121,500 

0 

TOTAL 2,247,500 1,492,500 3,740,000 2,247,500 1,492,500 3,740,000 2,196,500 1,492,500 

Total 

809,000 
147,000 
220,000 
153,000 
146,000 

1,311,000 
40,000 

380,000 
240,000 
243,000 

3,689,000 

I 

GRAND 

TOTAL 

2,427,000 
519,000' 
684,000 
459,000 
438,000· 

3,933,000 
120,000 

1,140,000 
720,000 
729,000 

11,169,000 

> 
;:I 
;:I 
to 
>< 
VI 

N 
~ 
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NUTRITION IN THE KINGDOM OF CAMBODIA 

1. INTRODUCTION 

Nutrition is recognized as an essential component of health and the development of 
populations. Good nutritional status is dependent upon each person having appropriate 
intakes of macronutrients and micronutrients, combined with adequate health and care 
and access to safe drinking water. Significant improvements in nutrition can only result 
from the incorporation of nutritional considerations into the broader policies of econom ic 
growth and development, health care, food and agricultural production, processing, 
storage and marketing of food, education and social development. Such policies have an 
impact on nutrition through health status, food availability and prices, incomes, 
environmental conditions, care and feeding practices, and other socioeconomic factors. 
Therefore nutrition, policy and programmes should not stand alone and be contained 
within one Ministry, or even within one programme of e.g., the health sector, but be 
developed and implemented through a multisectoral approach within and between 
ministries, and coordinated through a flexible national mechanism to promote effective 
cooperation. 

It is frequently stated that nutritional status improves with improvement in 
economic conditions, and that with national income growth, there is a trickle-down effect 
from high- to low-income families. Experience has shown that the benefits of economic 
development do not necessarily reach the poor and most at-risk people. Even with 
adequate food available, education programmes are essential to highlight the specific 
nutrient needs of the nutritionally vulnerable and to counter traditional practices and 
taboos, that limit the intake of essential nutrients. 
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2. BACKGROUND 

1.1 Protein/Energy Malnutrition 

There is a paucity of data on the nutritional situation of the Cambodian people. 
There have been no surveys, based on a regional or national basis. There are some 
limited health statistics and results from local surveys, that indicate that the level of 
malnutrition in the population is more severe than that in the neighbouring countries of 
South-East Asia. A number of surveys have collected anthropometric data on young 
children, indicating a high level of protein-energy malnutrition, with prevalence rates of 
wasting (acute malnutrition based on weight/height) between 4.4% and 18.9%, and of 
stunting (chronic malnutrition, based on height/age) from 20.1% to 61.2%. This high 
level of malnutrition is then reflected in the high mortality rate of infants, estimated to be 
115 per 1000 live births, and in the higher mortality rate in children under five years of 
age, estimated to be as high as 180 per 1000 live births. 

2.2 Maternal Malnutrition 

Because most deliveries occur in the home, there are no national data on low birth
weights. Data from some hospitals indicate 18% of births in Phnom Penh were below 
2500 grams in 1993, with provincial figures ranging from 20% to 26%. These high rales 
are considered to be due to prematurity, with poor maternal health during pregnancy as a 
major factor. There arc data from hospital surveys of pregnant women attending antenatal 
clinics that indicate that iron deficiency anaemia affects some 50% of women during 
pregnancy, and contributes to the high maternal mortality rate, estimated to range from 
600-900 per 100 000 live births. TIle birth rate in Cambodia of between 40-60 per 1 000 
is among the highest in Asia, with mothers on average bearing five children. The 
Ministry of Health has now developed and approved a comprehensive Birth Spacing 
Policy, that encompasses reproductive health. 

2.3 Micronutrient Deficiencies 

Both vitamin A deficiency and iodine deficiency disorders are prevalent in 
Cambodia. A survey in a northern province reported a goitre-rate of 21 % among 
schoolchildren, with a prevalence of 19% across all age groups. Vitamin A deficiency is 
a significant public health problem, at least in those parts of the country where surveys on 
young children have been undertaken. In 1993, population-based surveys were conducted 
by the Ministry of Health and Helen Keller International in four provinces and the urban 
slums of Phnom Penh. In all rural areas investigated, the results matched or exceeded 
WHO's criteria to define a public health problem, based on the prevalence of Bitot's spots 
and night blindness. The surveys also showed that there was a low consumption of 
vitamin A-rich foods among children, especially in the dry season. Iron deficiency 
anaemia seems common in women during their reproductive years, and in young children, 
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especially in malaria-endemic areas. The only data available on the prevalence of iron 
deficiency are from the survey of pregnant women, quoted above. 

Some older groups are considered to be at nutritional risk, among them returnees, 
internally displaced persons and inhabitants of peri-urban areas. 

2.4 Food Security 

Malnutrition is the outcome of food insecurity at the national level, i.e., the food 
supply is inadequate to meet the nutritional requirements of a population. The Ministry of 
Agriculture has assessed the food requirements in Cambodia, as 126 kg of rice per head 
per year, constituting 73% of the daily energy needs, with a further 27% supplied by 
tubers, fish, fruit and vegetables. Though Cambodia is considered to be moving towards 
self-sufficiency in rice production, the 1991-1992 statistics of the Ministry of Agriculture 
show an overall deficit of 11.5% of calculated requirements, or 18 kg per head per year. 
In recent years, this deficit has been partly reduced by food aid, primarily as rice, from the 
World Food Programme. 

Even with national food security, there may still be a significant proportion of 
households without the means to produce or purchase the food they need. PopUlation 
groups with special problems of food insecurity include internally-displaced people, 
returnees/repatriated families, vulnerable groups (widowed, elderly, disabled), and 
households with a woman as sole head, reporled to be around 40% of families in 
Cambodia. A recent survey offour provinces showed an average rice sufficiency of only 
7.6 months, with 53% of rice-producing households purchasing food in the market. 

The Family Food Programme (FFP) has made a significant contribution to food 
security at the household level in Cambodia. This Ministry of Agriculture and UNICEF
sponsored initiative now covers 16 provinces, serving 84 000 families. The present focus 
of the programme is to improve the family's access to sufficient quality food to avoid 
malnutrition, through support for home garden improvement with supplied seeds and 
agricultural tools, and adopting an integrated community development approach. 

2.5 Education 

Educational level is a further factor that impinges on nutritional status, with the 
well-being of children closely associated with the educational level of the mother. 
Because of the breakdown of the education system during the war years, there are 
significant numbers of the Cambodian people over IS years of age, who are illiterate 
(50.5% and 22.1 % of women and men respectively), or without schooling. (38.4% and 
16.6% of women and men respectively). 



- 28 -

Annex 6 

2.6 Causes of Malnutrition 

The immediate cause of malnutrition in Cambodia is primarily inadequate food 
intake, particularly in young children, due to poor breast-feeding and weaning-food 
practices. For example, mothers typically discard colostrum and delay the start of breast
feeding for up to two days after delivery, so reducing the immune response of the infant to 
infection. A considerable proportion of mothers (15.6%), do not commence 
complementary feeding until the child is more than one year of age. When given, 
complementary foods mainly comprise rice gruel with added salt or sugar, and are low in 
both energy and micronutrients. The frequency of feeding young children is only one or 
two times per day. In addition to inadequate food intake, other important causal factors 
which affect nutrition include quality of the health environment and services, e.g., child 
immunization, and prevention and treatment of acute illnesses, such as acute respiratory 
infections and tuberculosis. Lack of food hygiene of the mother has been linked to child 
malnutrition in Cambodia. 

2.7 Action Plan for Nutrition 

The development of the Draft National Plan for Nutrition follows on from the 
International Conference on Nutrition (Rome, 1992), sponsored by FAO and WHO. At 
this meeting, Cambodia together lIith 158 other governments, adopted the Conference's 
Plan of Action for Nutrition, and affirmed determination to prepare a country plan of 
action, including attainable goals and measurable targets, based on the principles and 
relevant strategies in the Plan of Action for Nutrition. In January 1995, the Ministry of 
Planning in Cambodia established an intersectoral secretariat to develop a National Plan 
of Action for Nutrition for the country. The secretariat comprised a number of Ministries, 
including Health, and UNICEF, WHO and a non governmental organization. Phase I of 
the Draft Plan was considered in detail at a National Nutrition Workshop, held in Phnom 
Penh on 20-22 June and sponsored by the Ministry of Planning with support from WHO, 
UNICEF and FAO. The progress and the Draft Plan of Action for Nutrition - Phase I was 
endorsed by the First Prime Minister and 12 Ministers or Under-Secretaries at the 
Workshop. Following the direction from the First Prime Minister for the Draft Plan of 
Action for Nutrition to be made operational, the Draft Plan will be finalized through the 
inclusion of project outlines and actions for each sector, based on the priority activities 
already identified in the Phase I document. These priority projects will comprise the 
implementation plan. It is proposed that the Draft National Plan of Action for Nutrition 
be finalized within a short time-frame (e.g., of several months) for submission for 
adoption by the Council of Ministers. The Minister of Planning has indicated his 
intention of incorporating the National Plan of Action for Nutrition into the next Five 
Year Socioeconomic Plan for Cambodia (1996-2000). 
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3. OBJECTIVES 

The overall objective is to ensure continuous access by all people to the supply of 
foods necessary for a diet that is sufficiently safe and provides adequate nutrition to allow 
for the achievement and maintenance of health and nutritional well-being of all people, 
and with a special emphasis on vulnerable groups, such as children, women, internally 
displaced persons, orphans, returnees, amongst others (Overall Objective of the Draft 
National Plan of Action for Nutrition, June 1995). 

4. APPROACHES 

It is anticipated that nutrition programme approaches of UNICEF and WHO, wiII 
be consistent with the Draft National Plan of Action for Nutrition for Cambodia. 

Actions proposed to be taken in the Draft Plan are grouped under a series of 
issues/themes, as follows: 

• Incorporating nutrition into other relevant sectors 

• Improving household food security 

• Protecting consumers through improved food quality and safety 

• Preventing and managing infectious diseases 

• Better infant and young child feeding 

• Caring for the socia-economically deprived and nutritionally vulnerable 

• Controlling micronutrient malnutrition 

• Promoting appropriate diets and healthy lifestyles through nutrition education 

• Operational research, assessment, analysis and monitoring 

• Water development for household consumption, and irrigation 

• Institutional feeding 

To continue to contribute to Cambodia's achievement of the goals and strategies set 
out in the World Declaration on Nutrition and the Plan of Action for Nutrition, there is a 
need for WHO (Cambodia) to develop a special programme on nutrition, based on the 
intersectoral approach and contributing to specific health programmes of WHO 
(Cambodia) and the Ministry of Health, and based on the coordination of nutrition 
activities with UNICEF, FAO and other UN agencies. 
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At the national level, UNICEF includes a number of projects in its programmes 
that are consistent with the Draft National Plan of Action for Nutrition. These include the 
MCHlCDD/ARI Project of the Health Programme, which includes: Introduction of the 
Baby Friendly Hospital Initiative; and Micronutrients: Vitamin A capsule distribution 
for treatment protocols; development of national iodine deficiency disorders protocols. 
and review of antenatal iron-folic acid protocols. 

As previously mentioned, UNICEF has the Family Food Programme comprised of 
activities directed towards vulnerable families. 

UNICEF plays a major role in water supply and sanitation activities at the 
grassroots level. 

UNICEF has worked with the Ministry of Health to achieve the adoption of the 
Baby Friendly Hospital Initiative (BFHI) in the major maternity and child health facilities 
in Cambodia. The Ministry of Health has approved the formation of a working group, 
now designated the BFHI Task Force, to assist the Programme Coordinator for 
implementation of the Initiative. Surveys of breast-feeding practices have been carried 
out, active linkages established with the Cambodian Midwives' Association, and 
maternity and child health facilities approached to participate in both the International 
Code of Marketing of Breast-milk Substitutes and the BFHI. 

UNICEF has worked with the Ministry of Health and Helen Keller International in 
the establishment of a National Micronutrient Programme Working Group. A vitamin A 
policy and implementation document has been approved. Vitamin capsules have been 
distributed, both in conjunction with the national immunization days and through a 
vitamin A programme, which includes nutrition education and encouragement of home 
garden production. 

4. PLAN OF ACTION 

5.1 WHO 

In view of WHO's major contribution and support for the development of the Draft 
National Plan of Action for Nutrition for Cambodia, it is proposed that WHO continues to 
support nutrition as a special programme through continued representation on the 
Secretariat of the Draft National Plan, provides specialist advice and support for its 
finalization, and support for the implementation of specific activities of the Plan. This 
specialist advice should be provided through the use of consultant services. 

. . 
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PLAN OF AcrlON FOR NlTI'RlTION 

S r. th N 'naIP f :.upport or e aho Ian 0 Action for Nutrition for Cambodia 
COMPONENTS 1995 1996 1997 

1. Planning July - September 1995 February 1997 
Finalization of the Review and planning 
NPAN by secretariat. workshop for 

implementation of the 
NPAN. 

2. Technical September 1995 January 1996 May 1997 
cooperation SUPPOI1 for the MOH Appointment of an APO Support for the 

for the finalization of in Nutrition to WHO development of national 
that sector's activities country office, references for assessing 
for the NPAN and Cambodia nutritional status, eg 
finalization of the draft recommended dietary 
NPAN. March 1996 allowances, dietary 
December 1995 Support for the MOH to guidelines for hospitals. 
SUPPOI1 for the MOH integrate nutrition into 
and other concerned its other sector 
ministries to develop programmes, eg 
national nutrition goals ARIICOOrrBIPHC 
and their targets and 
indicators for the 
NPAN,and 
incorporation of NP AN 
into the 5 year socio-
economic plan for 
Cambodia. 

2. Traimng August 1996 July 1997 
Basic training for the Basic traimng for the 
incorporation of incorporation of 
nutrition acttvities into nutrition activities into 
ARIICOD progranlmes PHC programmes 
for treatment and 
prevention strategies. 

3. Fellowship 2 LT fellowships in 2 ST fellowships in 
Nutrition Nutrition. 

4. Supply and Provision of AV, Provision of A V, 

equipment learning material and learning material and 
equipment for teaching equipment for teaching 
purposes. purposes. 
Provision of nutrition Provision of nutritIOn 
kits. kits. 



Component 
Policy and Planning 
Long Term Staff 
Short Term Staff 
Training 
Operational support 
Supplies & Equipment 

Total 
--- --- -

BUDGETARY REQUIREMENTS FOR THE 
NA TIONAL PLAN OF ACTION FOR NUTRITION 

1995 1996 
WHO Others Total WHO Others 

100.000 
26.000 26.000 52.000 26.000 

64.000 64.000 

7.000 3.000 

26.000 26.000 52.000 97.000 167.000 

Total WHO 

100.000 
26.000 39.000 

128.000 40.000 

10.000 12.000 

264.000 91.000 
--

1997 
Others 

100.000 
26.000 

3.000 

129.000 

> 
::l 
::l 
11> 
>< 
0> 

Total 

100.000 
55.000 
40.000 

15.000 

210.000 

'" N 
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PLAN OF ACTION FOR NUTRITION (2) 

Red ucing iron deficiency anaemia in Cambodia 
COMPONENTS 1995 1996 1997 

l. Planning Support for the Planning national Review and planning 
planning of baseline pr~etoreduce workshop for national 
survey on the IDA, based on results programme for IDA 
prevalence of iron of prevalence survey, 
deficiency anaemia through 
(IDA) in women of supplementation, 
reproductive age and nutrition education, 
young children home gardens etc. 

2. Technical Conduct of survey to Invest the feasibility of 
cooperation estimate prevalence of food fortification with 

iron deficiency anaemia iron 
3. Training Training of health Basic training for IDA 

service personnel for pr~e- nutrition 
survey education, home 
Basic training for PHC gardens, monitoring, 
delivery of IDA supplementation 
programme. 

4. Fellowship I ST fellowship in I ST fellowship in 
nutrition nutrition. 

5. Supply and Field testing equipment Field testing for Field testing for 
equipment for haemoglobin haemoglobin and IDA, haemoglobin and IDA, 

determination iron and folic acid iron and folic acid 
supplements supplements 

REDUCING IRON DEFICIENCY ANAEMIA 

Of the three micronutrient deficiency diseases identified as priority programmes to reduce malnutrition at 
the International Nutrition Conference in Rome, 1992, iron deficiency anaemia (IDA) is yet to be 
identified for programme support in Cambodia. It is estimated that IDA is prevalent in the country, 
mainly affecting women of reproductive age and young children. Prevalence rates for IDA of 50% have 
been reported in pregnant women in Phnom Penh. It is considered that rates of IDA would be much 
higher in rural areas and that IDA is a major contributor to the high maternal mortality rate (estimated to 
be 600-900/100,000). 

The above proposed plan of action has been developed to identifY the components required to plan and 
implement a national programme to reduce iron deficiency anaemia. For the implementation of the 
National Plan of Action for Nutrition for Cambodia, a priority should be given to the inclusion of a 
programme on reducing IDA, as it is a nutrition goal of both the World Summit of Children and the 
International Conference on Nutrition. 

It is estimated that a total budget of SUS 1,100,000 will be required to achieve a substantial reduction in 
IDA in Cambodia by the Year 2000. At present funds are not available for an IDA programme for 
Cambodia and a priority should be given to identifying a sourcels of funding. 
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5.2 UNICEF 

The Family Food production activities will continue within the context of a new 
Community Action for Social Development programme, planned for 1996-2000. Food 
security and safe water are among the most urgent and acutely-felt needs of large 
segments of the people of Cambodia, at the village, household and personal level. 
UNICEF will continue to assist in these important areas with a more integrated approach, 
ensuring that water is available for small-scale irrigation to satisfy the needs for growing 
vegetables, fruit trees, etc., and promoting agriculture and other agricultural activities at 
community level. Home gardening will continue to be one of the major interventions in 
1996-1997, supported by nutrition messages, and linked to food consumption by families, 
particularly by women and children, with a focus to reduce food deficits during the 
"hungry" months of the year. It is also proposed to address the present problem of protein 
deficiency through the assistance of the Fisheries Department of the Asian Institute of 
Technology, and to establish simple monitoring at the village level, including GMP data. 

Micronutrient Deficiencies and BFHI 

It is proposed that these activities will continue within the context of a new 
Community Action for Social Development programme, planned for 1996-2000. 

6. PROPOSED COLLABORA nON 

6.1 WHO 

With the Ministry of Planning and other Ministries on the NPAN Secretariat and 
UNICEF and FAO, for the finalization of the Draft National Plan of Action for Nutrition. 

With the Ministries of Planning and Health and other appropriate Ministries, and 
UNICEF and FAO, for the development of nutrition goals and associated nutrition goals, 
and their targets and indicators for the NPAN and their incorporation into the Five-Year 
Country Plan (1996-2000). 

With the Ministry of Health and UNICEF, for training for the incorporation of 
nutrition activities into ARI and CDD programmes for treatment and prevention 
strategies. 
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EXPANDED PROGRAMME ON IMMUNIZATION 
AND POLIOMYELITIS ERADICATION 

ANNEX 7 

In the almost two decades since the Expanded Programme on Immunization was 
established by WHO, it has proved to be one of the most effective United Nations public health 
programmes. The programme was conceived on the knowledge that safe and effective vaccines 
exist for certain common childhood diseases, and was promoted on the conviction that it is 
unconscionable to not make these vaccines available to all the world's children at the soonest 
possible time after birth. 

The core childhood vaccines for the Expanded Programme on Immunization are BCG, 
DPT, OPV, and measles, which provide protection against the six diseases of tuberculosis, 
diphtheria, pertussis, tetanus, poliomyelitis and measles. EPI also provides tetanus toxoid to 
women of child bearing age. Immunization outreach activities provide a strong foundation for 
the delivery of other interventions. 

Worldwide, EPI has been successful in reducing morbidity and mortality from all of the 
6 core EPI target diseases in virtually all countries where programmes have been well 
established, including some of the world's poorest countries. The global EPI effort has 
demonstrated beyond doubt that with relatively modest resources, provision of standardized 
programme and training guidelines, appropriate technical and managerial training, and the 
commitment of national governments and the international community, great progress can be 
made in reducing, or even eliminating, the public health threat of the 6 core EPI diseases. 

1. BACKGROUND 

The EPI was launched by the Government of Cambodia in 1986 with UNICEF support. 
UNICEF has continued to playa major role in supporting Cambodia's EPI. Since 1986, 
UNICEF has provided substantial funding for vehicles, motorcycles, cold chain equipment, 
needles and syringes and other operational costs. Since 1991, WHO has provided technical 
support to the national EPI and poliomyelitis eradication initiative through regular visits of 
regional office staff and consultants. Poliomyelitis eradication activities commenced in 1992 
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with the strengthening of surveillance for AFP, followed by sub-national immunization days in 
Kandal Province and Phnom Penh Municipality in 1994, and national immunization days in 
1995. Substantial support being provided by the Governments of Japan and Australia. 

1.1 Coverage 

By the end of 1988, EPI activities had been extended to all provinces of the country. 
Until 1994, however, national coverage remained around 35%. In 1994 national coverage 
figures increased dramatically. At the end of 1994 national coverage for BeG was estimated to 
be 78%, with coverage of DPY3, DPT3 and Measles estimated at 54%, 53% and 53% 
respectively. By the end of 1994 it was estimated that 28% of pregnant women had received at 
least 2 doses of tetanus toxoid. 

This dramatic increase in coverage is due to a number of factors. A major factor is 
positive returns on considerable investments in training of national, provincial and district EPI 
staff, with special emphasis on management skills and supervision. Also, a great number of 
commune health workers were re-trained in EPI in 1994. The stabilization of the political climate 
after the elections in 1993 contributed by allowing government workers to devote more time to 
programme activities. Increased international resources, combined with government funding for 
ice to be used in the cold chain, were also critical to the success in increasing national coverage. 
Supplementary immunization activities for poliomyelitis eradication probably raised awareness 
of the need for immunization services among the general population. 

While there is great satisfaction with this increase in coverage, it is recognized that 
coverage needs to be increased even more by insuring an increased frequency of regular 
immunization sessions throughout the country. Continued high drop-out rates from DPY I and 
DPTI to DPY3 and DPT3 also remain a cause for concern. Dramatic improvement in drop-out 
rates were recorded in 1994, with the rates falling below 28% for both DPY and 
DPT, but this is recognized as an area requiring continued attention. 

1.2 Training. 

Training has been a major component of EPI in Cambodia since it began in 1986. A 
major training operation at the commune level was carried out in late 1991, involving a total of 
almost 1,000 commune health workers. At the commune level, frequent staff turnover makes it 
necessary to regularly conduct large scale training. Therefore, during 1994, 1200 health workers 
were re-trained in basic immunization skills. 

All national, provincial and district EPI staff have through the years been trained in 
management skills, including planning, and more recently, supervision. All training materials 
are in Khmer, and there are also several EPI manuals in Khmer. 
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1.3 Cold Chain and Logistics. 

Substantial amounts of cold chain equipment were provided to the programme in 1986 
by UNICEF. Much of this equipment is now in need of replacement. A national plan for the 
supply and replacement of cold chain equipment was developed in 1994 through the 
collaboration of WHO, UNICEF and the Ministry of Health. Under this plan all poorly 
functioning equipment will be replaced through a schedule based on estimated years of service 
that can be expected from new equipment. The Government of Japan and UNICEF are providing 
a total of 110 new refrigerators and 130 cold boxes which will be distributed in 1995. This will 
provide a solid national vaccine cold chain infrastructure with a capacity for 3 month's vaccine 
stock plus I month's reserve vaccine storage capacity at each province. 

A national cold storage facility was installed in the Central Medical Stores with UNICEF 
support in 1993. This facility has the capacity to store one year's vaccine requirements for the 
EPI. 

More recently, the Ministry of Health has developed a national plan for safe injections in 
collaboration with UNICEF and WHO. Injection and sterilization equipment have been procured 
by UNICEF. 

Ice for vaccine carriers and cold boxes is purchased by the commune health workers 
themselves. In 1994 some governmental funds were available for this purpose, but in 1995. 
commune health workers have not yet been provided with any money for ice costs. Ice is 
available in virtually all districts and most communes in the country. With adequate numbers 
and types of cold boxes and vaccine carriers, and health worker knowledge about how to use ice 
to assure vaccine cold chain integrity, the availability of government funds for the purchase of 
ice is critical to the success of the programme. 

Vaccines and EPI equipment are supplied in accordance with a quarterly distribution 
plan. This plan is developed at the central level, usually after consultation with the provinces .. 
Central level vehicles are used to transport vaccine and equipment to the provinces. Province 
vehicles then transport vaccine and equipment to the districts. 

1.4 Safe Injection Practices. 

In Cambodia it is estimated that the prevalence of Hepatitis B surface antigen (HBsAg) 
is about 10%. This, coupled with the fact that HIV is an emerging problem in the country, 
heightens the urgency of assuring that all EPI personnel have the necessary training and 
equipment to assure that every EPI injection is provided in a safe and sterile manner. 
In Cambodia EPI injections are administered with sterilizable rather than disposable equipment. 
To address the concern of unsafe injection practices, a national plan of action has been 
developed. It is expected that the plan will be adopted in 1995 and that efforts will then be 
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undertaken to bring sterilization and injection practices to the desired standard throughout the 
country. The objective of the plan is to eliminate incorrect sterilization and injection practices 
from the EPI in Cambodia by the year 2000. [n addition to on-going in-service training, the plan 
includes an estimation of annual reusable syringe, needle and steam sterilizer requirements 
nationally, and a proposed replacement schedule. 

1.5 Surveillance. 

Incomp[ete reporting continues to limit the reliability of reported EP[ disease incidence. 
Improved surveillance for EP[ diseases is needed to monitor progress in reducing disease 
incidence, identify high risk areas, and target resources appropriately. Increased emphasis on the 
reporting of acute flaccid paralysis (AFP), particularly during the past year, coupled with 
increased follow-up of reported cases, has resulted in improved reporting of poliomyelitis. No 
similar efforts have been exerted to improve the reporting of other EP[ diseases. 

All EP[ diseases are still thought to be under-reported. Even though under-reported, 
tuberculosis and poliomye[itis are still recognized as serious public health problems in the 
country. Despite low reported incidence, measles, pertussis and neonatal tetanus are known to 
be significant childhood diseases. Diphtheria is also certainly under-diagnosed and under
reported. 

[n 1994 the Ministry of Health restructured the national surveillance system and included 
it in the new Health Information System (HIS), abolishing all separate vertical reporting systems. 
Under the new HIS, all data is to be collected by the Planning Unit of the Ministry of Health 
through the district and provincial health stations. The Planning Unit is to then forward the data 
to the National Center for Hygiene and Epidemiology (CNHE) which is responsible for the EPI. 

The new national H[S is intended to standardize, simplify, and in the long-term bring 
about an overall improvement in disease reporting in the country. But because the system is a 
passive system, it is not detecting most cases of EPI diseases. This circumstance underscores a 
potential source of conflict between the new HIS and the needs of various programmes, 
including EPJ. Programmes such as EPI need timely and representative disease incidence 
information to allow appropriate management and targeting of programme resources. 

For poliomyelitis eradication and other disease control initiatives. immediate reporting is 
needed to enable action to be taken by the EPI upon receipt of reports. Experience in other 
countries of the Region has shown separate AFP surveillance to be necessary, with the later 
addition of other vaccine-preventable diseases. 
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1.6 Poliomyelitis Eradication. 

Intensified efforts towards poliomyelitis eradication were begun in February and March 
of 1994 with supplementary OPV campaigns targeting all children under 5 years of age. This 
effort was called sub-national immunization days (SNlDs). The SNlDs were conducted in 
Phnom Penh Municipality and Kandal Province. The effort was very successful, reaching about 
90% of the estimated 300,000 target children. The success of SNlDs in 1994 provided the 
Ministry of Health with the experience and confidence to extend the supplementary 
immunization effort to all provinces of the country in 1995. 
Planning for National Immunization Days (NlDs) was begun in May of 1994. Again, the target 
age was all children under 5 years of age. Extensive and careful planning for logistics, training 
of staff, and social mobilization was conducted. This planning and the successful 
implementation of the plans, together with full political support from all levels of the 
government, resulted in a highly successful effort. 

The NlDs were the largest public health undertaking ever conducted in Cambodia, 
reaching all districts in all provinces, with 95% of the communes participating in the activity. 
On each of the two NIDs, nearly 40,000 health workers and volunteers participated in the 
delivery of OPV at almost 10,000 vaccination posts. During the first round 1.77 million 
children were vaccinated. During the 2nd round 1.83 million children were vaccinated. 

The success of Cambodia's 1995 NIDs can be attributed to several factors. Among these 
factors was the careful and thorough planning, the emphasis of using forms and written 
guidelines for the training efforts, a well planned social mobilization effort, strong government 
support at all levels, and local community involvement. Contributing to the success was the 
support of the international community. WHO provided technical guidance and assistance 
throughout the planning, implementation and monitoring process. UNICEF provided technical 
assistance with the development of social mobilization materials, as well as considerable 
quantities of social mobilization materials. Vaccines and operational cost support for the effort 
were provided by Rotary International and the Australian Government, respectively. Many 
organizations supported the effort with funding or in-kind support for social mobilization 
materials. While international support was critical, it must be emphasized that it was Cambodian 
nationals, including health workers, government officials and volunteers, that made the NIDs a 
success. This success was a clear demonstration of what can be accomplished in Cambodia 
given adequate resources, careful planning and implementation, and strong Government support. 

The second round ofNlDs included a small but carefully planned trial for assessing the 
feasibility of providing Vitamin A during NlDs. This field trial was considered successful and 
served as the basis for deciding to provide Vitamin A nationwide to children aged 12-59 months 
during the second round of the 1996 NlDs. 



- 40 -

Annex 7 

2. PROGRAMME OBJECTIVES FOR THE PERIOD 1995-2000 

2.1 EPI 

The Government of Cambodia has been committed to the 1995 EPI goals of 
poliomyelitis eradication, neonatal tetanus elimination, measles control. Recognizing progress 
to date, the programme objectives for routine EPI activities for the period 1995-2000 are the 
following: 

2.1.1 Immunization Coverage Objective for 1995. 

The immunization coverage objective for 1995 is to achieve 80% full immunization 
coverage of infants and 40% coverage of pregnant women with IT in the 12 most populous 
provinces of the country, which include almost 85% of the target population. The objective for 
1996 and 1997 is to achieve 1995 coverage objectives in all provinces of the country. 

2.1.2 1996 and 1997 Objectives for Disease Reduction. 

The 1996 and 1997 objectives for disease reduction are to reduce measles deaths 
substantially and to confirm zero cases of poliomyelitis. 

2.1.3 Disease Reduction Goals for the Year 2000. 

Disease reduction goals for the year 2000 include elimination of neonatal tetanus, 
elimination of measles, and certification of poliomyelitis eradication. 

2.1.4 Surveillance for AFP, Measles and Neonatal Tetanus 

Surveillance for measles and neonatal tetanus will be integrated into the AFP 
surveillance system as soon as possible (see 2.2.1 below). 

2.1.5 Safe Injection Practices 

Eliminate incorrect sterilization and injection practices from the EPI in Cambodia by the 
year 2000. 

2.2 Poliomyelitis Eradication 

The overall programme objective for poliomyelitis eradication for the period 1995-2000 
is to interrupt the circulation of the wild poliovirus and certify the country as poliomyelitis free. 
This will be accomplished by successfully carrying out the following specific objectives: 
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2.2.1 AFP Surveillance 

Improve and strengthen AFP surveillance so that all poliomyelitis cases in the country 
are detected, investigated and followed up. 

2.2.2 Routine EPI 

Assist and support the routine EPI to increase and maintain routine coverage to at least 
80% at the district level. 

2.2.3 NIDs 

Conduct NIDs in 1996, 1997 and 1998. After 1998 further supplementary immunization 
activities will be guided by the Epidemiology of poliomyelitis at that time. 

2.2.4 Localized Supplementary Immunization Efforts 

As warranted by the poliomyelitis situation in the country, additional localized 
supplementary immunization efforts may be required in areas of real or potential continued 
circulation of the wild poliovirus, as indicated by AFP surveillance data. 

2.2.5 Stool Specimens. Assure that stool specimens are collected within the appropriate time 
frame from 100% of suspect poliomyelitis cases and sent for laboratory analysis. 

3. APPROACHES 

3.1 EPI 

3.1.1 Immunization coverage. 

National Level: 

Continue to support the national EPI team in managerial and technical matters, 
programme advocacy and fund raising. UNICEF has since several years had an EPI Project 
Officer and also has provided training courses for Ministry staff. This will continue. It has 
raised the capacity of central level EPI staff to manage the programme, and will help to ensure 
long-term sustainability. A substantial amount of vaccines, and in 1995 also cold chain and 
transport equipment is provided by the Government of Japan through a multi-bilateral assistance 
programme with the Government of Cambodia and UNICEF. 

Efforts have been made to attract the interest of the highest political establishment of the 
country and verbal assurance of support has been provided. More tangible support will be 
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sought. Part of the cultural establishment of the country has been involved in EPI promotion 
through participation in TV spots. Th is type of support for EPI from outside the health sector 
will be further encouraged. 

Routine EPI in Cambodia is supported by short-term donor contributions, usually on a 
one-year basis. UNICEF will continue to seek donor support for the programme, as it is a very 
cost-effective health intervention by which to protect the children of Cambodia. 

Monitoring EPI coverage on a monthly basis at the national level is essential to 
accelerate the programme. Copies of reports on EPI activities should be provided from 
provincial to national EPI on a timely and monthly basis in order for action to be taken at the 
province and district level. 

ProvinciallDistrict leyel 

In the coming years, intensified immunization activities in certain provinces before and 
after the rainy season will probably be necessary. Following the NIDs routine immunization 
activities should be intensified to ensure that routine coverage is maximized prior to the end of 
the dry season. Traveling during the rainy season in many parts of the country is very restricted 
due to flooding. 

Incorporate EPI in the efforts undertaken by MOH to strengthen public health services 
by setting up functional commune health centers and district hospitals. Immunization services 
should in the future be provided from these centers augmented by village-based out-reach. 

For a few years it will be necessary to continue with yearly planning workshops for 
provincial staff from the whole country. Yearly mid-term reviews of provincial plans based on 
achievements and short-falls are needed to find the most appropriate strategies for the remaining 
half of the year. In provinces district planning workshops are conducted prior to these national 
workshops. In the future each province should be able to prepare and monitor its own plan. 

A structured and regular supportive supervision system from central, provincial and 
district levels with built-in feed-back has already been constructed and supervisors have been 
trained. The implementation of this system at both provincial and district levels, however, still 
needs support and refinement. 

Provincial and district EPI staff have been trained in management and planning, and on
going training is provided to all district EPI staff at the monthly meetings held at provincial 
level. 

For social mobilization purposes introduce a local area monitoring system province by 
province. This will enable local authorities outside the health sector to monitor EPI activities 
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and thereby hopefully encourage their involvement in the programme. It is necessary to have 
support outside the health sector for efficient social mobilization. 

CommuneNiliage level 

Continue re-training of commune health staff in basic immunization skills, including 
safe injections, and ensure they have basic materials in Khmer. 

To improve planning capacity at the peripheral level, simplify and adjust planning 
procedures to local conditions in Cambodia. 

Provide sufficient EPI equipment, supportive supervision and small incentives to village 
level immunizers. 

3.1.2 Disease Reduction in 1996 and 1997 

Disease reduction for poliomyelitis is to be acheived through improved routine coverage, 
supplementary immunization activities and improved surveillance for AFP. Disease reduction 
for the other EPI diseases is to be achieved through improved routine coverage. Supplementary 
immunization activities for measles and IT should be appropriately targeted. 

3.1.3 Disease Reduction by the Year 2000. 

This will involve extension of the activities mentioned under 3.1.2, above. Specific 
strategies which have been shown to successfully control neonatal tetanus and measles will need 
to be implemented. It is expected that Cambodia will be certified as poliomyelitis-free before 
the Year 2000. 

3.1.4 Surveillance for Measles and Neonatal Tetanus. 

When the active system for AFP surveillance has been successfully established at the 
provincial and district level, active surveillance for measles and neonatal tetanus will be added to 
the system. The national HIS system must be supported to ensure zero reporting from sites where 
no cases are detected. 

3.1.5 Safe Injection Practices. 

The approaches for achieving this objective include: (I) establish effective supply and 
distribution systems for sterilization and injection equipment, (2) institute monitoring and 
supervision procedures to ensure adequate supplies at all levels and correct practices by health 
workers, and (3) improve training of health workers and supervisors during monthly meetings on 
correct sterilization procedures. 
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3.2 Poliomyelitis Eradication. 

3.2.1 AFP Surveillance. 

WHO will continue to support and assist the Ministry of Health to extend active case 
surveillance from national hospitals to provincial and district health facilities. The extension of 
active surveillance to provinces has already been discussed with many provincial health officials, 
and has begun in some provinces on an informal basis. In August of 1995 there will be a 
surveillance workshop for provincial health officials to reinforce this effort. After this training 
of provincial officials, the officials in tum will provide similar training to district health officials. 
It is hoped that by mid-1996, district-level AFP reporting will be operational in all districts in the 
country. WHO will provide the national and provincial offices with necessary support for 
transport and operational costs related to the AFP surveillance effort. The ultimate goal is a 
system (I) that will detcct all AFP case within 2 weeks of onset, (2) that will assure 
investigations are conducted within 2 days of receiving the report, (3) that will assure 2 stool 
specimens are collected from every reported AFP case and sent for analysis, and (4) that will 
assure all reported cases receive follow-up visits after 60 days have passed since onset of 
symptoms. 

3.2.2 Routine EPI Coverage. 

The 1995 NIDs reached all districts and some 95% of communes in the country. Areas 
were reached that have not yet begun regularly receiving routine EPI services. Experience 
gained and information obtained by local EPI staff through NlDs activities can be shared with 
routine central level EPI staff. Useful information that could be shared includes information on 
staffing problems at the commune level, and transportation and logistics information. NIDs 
planning should include identification of low coverage areas, and development of strategies for 
reaching those populations with both routine and supplementary immunizations. Also, the 
enormous social awareness created during NIDs should draw attention to the need for 
immunization services and could be leveraged to promote routine EPI through the provision of 
verbal information from immunizers, and through use of posters, banners, flyers, etc. With the 
extension of AFP surveillance and the need to support this extension from the central level, it is 
anticipated that central level staff will be traveling more frequently to provinces and district 
during the next several years. Closer coordination with the routine EPI could result in the 
gathering and dissemination of routine EPI information during these visits, effectively increasing 
the central level routine EPI presence in provinces and districts. 

3.2.3 NIDs. 

NlDs are already scheduled for 1996, 1997 and 1998. It is presently anticipated that they 
will occur during the same time period (February and March) as the 1995 NlDs. The approaches 
used for planning and conducting the 1995 NIDs were so successful, that there is not thought to 
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be great need for changes when preparing for future NIDs. Two areas where there is room for 
improvement are increasing coverage among ethnic minorities and assessing what is the best mix 
of social mobilization tools in different provinces. 

3.2.4 Localized Supplementary Immunization Efforts. 

If the improved AFP surveillance system indicates that poliomyelitis incidence has been 
reduced to several definable local foci, rather than a nationwide problem, a localized 
supplementary immunization effort targeting the defined foci may be indicated. This would be a 
much more limited effort that the NlDs. Since such foci almost by definition occur in hard to 
serve areas, it may be desirable to coordinate such efforts with the routine EPI to support 
intensified routine activities in the same area. 

3.2.5 Stool Collection. 

Staff conducting investigations of reported AFP will be encouraged to collect 2 stool 
specimens from each patient. If all AFP cases are being reported within two weeks of onset, and 
are being investigated within 2 days after receipt of the report, the collected stool specimens will 
provide useful epidemiological information. The central level will need to assure that 
investigators are properly trained in case investigation and stool collection techniques, that 
ample amounts of the necessary forms and specimen collection kits are available, that a system is 
in place for keeping specimens refrigerated and forwarded to the central level as quickly as 
possible, and that there is at the central level a system for safely forwarding specimens for 
laboratory analysis. 

4. SUMMARY PLAN OF ACTION 

4.1 EPI. 

4.1.1 Immunization Coverage: 

• Intensified immunization activities in June 1995 in 12 priority provinces. 

• In 1996 and 1997 intensify immunization activities before and after the rainy season, 
if deemed necessary. 

• Consolidate EPI in the few functioning fixed centers, like national, provincial and district 
hospitals. 

• Include EPr in the Strengthening of District Health Systems programme, so that by the late 
1990's EPI is offered from fixed sites and augmented by village-centered outreach services. 
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• Transfer responsibility of EPI implementation in provinces to province health authorities. 

• Continue yearly planning workshops and mid-year reviews of provincial plans. 

• Continuously improve quality of supervision by planned super vision visits using check-lists, 
and by follow-up and feedback. 

• Continue commune health worker training and provide them with adequate materials, such 
as the EPI manual in Khmer. 

• From 1995. train health workers in EPI during their basic training at the nursing schools. 

• Support NIDs combined with Vitamin A. 

• Intensify advocacy, including the commencement of the development of local area 
monitoring systems in 1995 to enhance political commitment at all levels. 

• Advocate for increased national budget allocation for EPI vaccines and materials. 

• Provide financial and material support where necessary to cover national budget shortfalls. 

4.1.2 Measles and Poliomyelitis Reduction; 

• Achieve high routine coverage with a single dose of measles vaccine at 9 months of age in 
all districts. 

• Integrate measles reporting with AFP surveillance. 

• Design and implement targeted immunization activities for low-coverage areas, including if 
necessary limited campaigns. 

• Establish the capacity for assuring safe injections in every commune to facilitate the future 
implementation of international elimination strategies. 

• Intensify social mobilization in 1995 through mass media and by introduction of a local area 
monitoring system to increase coverage and decrease drop-out rates. 

• Reduce poliomyelitis cases caused by wild poliovirus to zero as quickly as possible. 

• Realistically it is expected that this be achieved by 1996 or 1997. 
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4.1.3 Neonatal Tetanus Reduction: 

• In 1995, produce special TV spots about neonatal tetanus and immunizations for pregnant 
women. 

• Achieve 80% coverage at the district level with at least 2 doses ofTT for pregnant women. 

• Integrate neonatal tetanus reporting with AFP surveillance. 

• Identify high-risk areas on the basis of surveillance data for targeted immunization activities, 
including if necessary campaigns. 

4.1.4 Improve Disease Surveillance: 

• Add measles and neonatal tetanus to the active surveillance system for AFP, once active 
AFP surveillance is smoothly functioning at provincial and district level. This would begin 
at the province level and gradually expand to the district level. 

4.1.5 Safe Injection Practices: 

• Estimate annual requirements for needles, syringes and sterilizers, and ensure adequate 
supplies available at all levels from November 1995 onwards. 

• Distribute adequate quantities of sterilization and injection equipment to each commune and 
replenish injection equipment by 25% each quarter from January 1996. 

• Institute a system of monitoring and reporting on sterilization and injection equipment and 
practices in each province on a staged basis by January 1996. 

4.2 Poliomyelitis Eradication. 

4.2.1 AFP Surveillance: 

August 1995: 

• Reinforce training of provincial health staff in the procedures of active surveillance for AFP, 
including case investigation and follow-up, collection and handling of stool specimens, and 
reporting to central level. 

September 1995-June 1996: 

• Training of district health staff in the procedures of active surveillance for AFP. 
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Before end of 1995' 

• Provide vehicles and funding for operational costs to central and provincial level for use in 
AFP surveillance: case investigations, stool collection case follow- up, etc. 

On-going: 

• Provide on-going support to assure strengthening of surveillance system to point 
where all AFP cases are detected, reported, investigated and followed-up within 
established time limits set forth in surveillance guidelines. 

4.2.2 Support Routine EPI: 

• Advise routine EPI officials of central level staff planned travel and offer to 
disseminate and/or collect information on behalf of routine EPI. 

• Routinely share with routine EPI any information that may be ofuse in efforts to 
achieve increased coverage. 

4.2.3 Conduct NlDs' 

February/March 1996' 

• Conduct NIDs. Planning has already begun. 

February/March 1997: 

• Conduct NlDs. Planning to begin April 1996. 

FebruarylMarch 1998: 

• Conduct NlDs. Planning to begin April 1997. 

On-going: 

• Assure adequate resources for NIDs (already in progress). 

4.2.4 Localized Supplementary Immunization Efforts: 

On-going: 
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are localized foci that can be addressed through localized supplementary 
immunization efforts. 

On-going: 

• I f such localized foci are identified, organize supplementary effort in 
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coordination with routine EPI to determine the feasibility/desirability of delivering 
additional antigens. 

4.2.5 Stool Collection: 

199511996: 

• Assure that AFP surveillance training covers all necessary aspects of 
stool collection so that specimens are appropriately collected in a timely manner, 
that all the necessary infonnation is recorded for each specimen, and that specimens are 
properly stored and transported to central level for forwarding to the laboratory. 

• Assure that necessary equipment, forms and operational cost funding is in 
place to allow stool specimen collection objectives to be met. 
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5. PROPOSED COLLABORATION 

During the period 1995-2000, WHO and UNICEF propose to collaborate in the 
following areas: 

• Sustainable EPI 
• Poliomyelitis Eradication and Certification 
• Neonatal Tetanus Eliminaiton 
• Measles Control and Elimination 
• Safe Sterilization and Injection Practices 
• Integrated Surveillance for EPI Target Diseases: AFP, NT, Measles. 



Expanded Programme on Immunization, Kingdom of Cambodia 
Proposed areas of collaboration between the Government of Cambodia, WHO, UNICEF, and donors 

1995 and 1996 (amounts in US D) 

Area of Cooperation Requirement 1995 and 1996 Source of funds Comments 
Component Est. cost & technical support 

Sustainable EPI Cold chain/transport $800,000 Government of Japa1 through UNICEF WHO/UNICEF provide 
technical support 

EPI vaccines $1,600,000 Governments of Japan, Australia Do not yet have commitment for 
through UNICEF total requirement 1996 

Poliomyelitis eradication OPV for NIDs $930,000 Government of Japan (1995/96 NIDs) Committed funds for 1995/96 NIDs 
1997 NIDs still shortfall 

Operational costs NIDs $680,000 Government of Australia (1995/96 NIDs) Committed funds 1995196 NIDs 
through WHO 1997 NIDs still shortfall 

Surveillance $575,000 Rotary International (1995) Committed funds for 1995, 1996 still 
through WHO shortfall; includes some integrated 

surveillance costs 
Neonatal tetanus Technical support $42,000 WHO/UNICEF 

Local costs/training $118,000 WHO/UNICEF/other donors Source of funds not yet identified 

Measles control Local costs $25,000 WHO/UNICEF 

Sterilization and Supplies and equipment $150,000 Government of Japan, UNICEF, WHO Steam sterilizers incorporated 
injection plan in Japan contribution to cold chain 

WHO/UNICEF to provide local costs 
and technical support 
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TOTAL 

Budgetary Requirements for Plan of Action for EPI 

1995 1996 

WHO Others Total WHO Others Total 

120,000 120,000 240,000 120,000 120,000 

52,000 52,000 52,000 52,000 

20,000 60,000 80,000 20,000 60,000 80,000 

12,000 540,000 552,000 12,000 515,000 527,000 

1,755,000 1,755,000 1.755,000 1,755,000 

204,000 2.475,000 2.679,000 204,000 2.330,000 2,534,000 

. 

1997 GRANC 

WHO Others Total TOTAL 

120,000 120,000 480,000 

117,000 117,000 221,000 

180,000 60,000 240,000 400,000 

12,000 500,000 512,000 1.591,000 

1,755,000 1,755,000 5,265,000 

429.000 2,315.000 2,744,000 7.957,000 
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PREVENTION AND CONTROL OF HlV/AIDS IN CAMBODIA 
1995 - 1997 

1. BACKGROUND 

1.1 Magnitude ofthe problem 

As of April 1995, 1225 people in the Kingdom of Cambodia have been reported as 
having antibodies to mv. In 1994, the first cases of AIDS in Cambodia were diagnosed. To 
date, a total of 13 cases have been reported. Three of the patients have since died, including 
one child. 

I-llV has been seen to be spreading rapidly in Cambodia since it was first detected at the 
National Blood Transfusion Centre in Phnom Penh among voluntary blood donors in 1991 with 
0.0&% (3 of 3972) of donors testing positive for antibodies to mv. Since that time, there has 
been a rapid increase of seropositivity in this group with the rate more than doubling each ye;u. 
In 1995 for the period of January-April, 5.6% (107 of 1914) of donors in Phnom Penh tested 
positive, whereas 3.3% (179 of 5504) of donors nationally were found positive. 

Sero-surveys conducted by the Cambodian AIDS Programme in 1992 found 9.2% (19 of 
207) of a group of commercial sex workers and 4.5% (36 of &05) of patients .. vith a sexually 
transmitted disease seen at one facility to be HlV positive. In 1994 surveys of specific high 
risk groups, it was seen that 39.4% (84 of 213) of sex workers and 9.1 % (98 of 1072) of STD 
patients tested positive. In the 1995 surveillance, 36.6% (71 of 194) and 21.4% (9 of 42) of 
commercial sex workers (CSWs) in two provinces tested positive with police and military 
testing positive at a rate of II % (12 of 109). 

Information provided to the Cambodian AIDS Programme regarding HIV seropositivity 
rates in the first quarter of 1995 among emigrants, considered representative of the general 
population, revealed 0.5% (3 of 566) testing positive. It was estimated by the Cambodian 
AIDS Programme that in 1994, at least 4000 to 6000 people in Cambodia may be I-llV 
positive; however, this is considered a conservative estimate. 

1.2 Factors affecting the spread of HIV in Cambodia 

The burden of HIV infection in Cambodia is influenced by socioeconomic, demographic 
and behavioural factors. In actuality, these factors are synergistic in 
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pot~ntiating their effects on the HIV burden. For example. economic reality and the low 
socIal status of women predispose to commercial sex activity. Demographic elements such 
as a porous border and large shifts of population enhance this activity. Cultural and 
behavioural considerations suc:h as tacit approval for men to use commercial sex workers 
further promote the acceptance of this activity. 

The current situation in Cambodia is characterized by various elements of these 
factors working together These elements are: 

(I) high and increasing rates of HIV seropositivity in neighbouring countries of 
Thailand. the Lao People's Democratic Republic and Viet Nam; 

(2) large shifts in population. porous borders, socioeconomic disruption and 
limited public services which provide for the high number of sexually transmitted 
diseases; 

(3) rapid growth of commercial sex work due to economic liberalization, influx of 
foreign business, tourism, relief and development personnel and United Nations 
Peace-Keeping Forces (UNTAC) since 1991; 

(4) proximity of Cambodia to opium-producing countries and development trends 
(urban migration. limited urhan infrastrm:ture and job market) that could increase 
intravenous drug prohlems; 

(5) majority of children not continuing studies past primary school; 

(6) out-of-school youth bt::ginning risk hehavior regarding HIV transmission; 

(7) risk behavior of husbands placing women at risk of HIV inft::ction; 

(8) lack of capacity and coordination in social communication and behaviorial 
change methodologies and tht:: monitoring of their effects; 

(9) lack of a comprehensive health promotion plan; 

(10) preferenct:: for injections as a form of treatment. lack of sterile needles and 
syringes and lack of knowledge among health personnel regarding universal 
precautions for transmission prevention; 

(II) lack of adequate screening of donor hlood which IS still the norm 111 large 
parts of the country: and 

(12) lack of adequate infrastructure in terms of trained personnel. supplies and 
equipment and mechanisms to carry out prevention and control programmes for HIV 
and AIDS. Programme planning and management, surveillance. STD services and 
peer education for commercial sex workers are prominent in this regard. 

1.3 Current and past prevention activities 

Since May 1991 when the Cambodian Ministry of Health, with support from WHO, 
prepared a Short-term Plan for AIDS Prevention and Control, the Cambodia AIDS 
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Programme has been active in implementir.g prevention and control measures. The 
priorities are listed below. 

(I) Programme planning and management. A national level AIDS committee, 
now the Inter-ministerial Committee for AIDS/STD Prevention and Control, was 
established in 1992. A secretariat to the Committee carried out day-to-day functions. 
A comprehensive national plan was developed in 1993 which provided for the 
establishment of the Cambodian AIDS Programme Office in the Ministry of Health. 

(2) HIV surveillance among populations at risk has been conducted since 1992. 
This includes training in surveillance and HIV testing in selected provinces. 

(3) Information, education. communication activities focusing on health care 
workers. These cover areas such as programme management, HIV transmission and 
prevention. health promotion, infection control, STD case management and 
counselling. 

(4) Health education and promotion for the general population. This involves 
material development. adaptation and translation of messages, development and 
production of posters. pamphlets, T-shirts and use of media such as radio, video and 
television. The observance of World AIDS Day since 1991 has contributed to this 
an:a of activity. 

(5) Establishment of a comprehensive health facility in a commercial sex area. 
The Toul Kork Dike Clinic was estahlished in 1993 to provide general and STD 
services to commercial sex workers, focusing on STD case management, condom 
promotion and health education. 

(6) Condom promotion. This includes distribution of condoms to provincial 
health departments and commercial sex workers. Other agencies have been 
encouraged to promote social marketing of condoms. 

2. THE NATIONAL PLAN (1995-1997) 

2.1 Objectives 

The overall objectives of the programmes are to reduce the HIV transmission and to 
redljce the personal and social impact associated with HIV infection. . 

The specitic objectives are the following: 

(I) to coordinate policy, provide technical expertise and implement activities of 
the AIDS Prevention and Control Programme: 

(2) to collect accurate surveillance data on HIV infection in selected populations; 

(3) to prevent thl! st!xual transmission of HIV: 
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(4) to prevent the transmission of HIY through blood and blood products; 

(5) to prevent the maternal transmission of HIY to the newborn; 

(6) to provide appropriate case management of STDs to prevent complications 
and as a secondary prevention of HIY: 

(7) to minimize the personal suffering and social stigma associated with AIDS by 
encouraging non-discrimination and compassion and to provide psychosocial support 
to those affected by HIV/AIDS; 

(8) to provide the best available medical care for people with AIDS; 

(9) to monitor and evaluate activities of the AIDS Prevention and Control 
Programme and: 

(10) to promote prevention of HIV /STD transmission through behavior change 
especially among married women, youth and children. 

2.2 Approaches 

The programme focuses on the prt:vention of sexual transmission through STD care 
and management, interventions with government authorities and the commercial sex trade, 
health education and condom distribution. Training for provincial and district level activity 
implementation is an essential programme component. Programme monitoring and 
supervision are crucial as programme activities extend to the provincial, district and 
commune levels. 

National level 

The National AIDS Programme Manager and Staff of the Cambodian AIDS 
Programme, in consultation with the Inter-ministerial Committee for AIDS and STD 
Prevention and Control, will supervise the overall programme implementation, including 
planning, monitoring and evaluation. 

It is proposed to continue to support the strengthening of the capacity of the 
Cambodian AIDS Programme ill order to perform HIV sentinel surveillance on a regular 
basis, to assess the extent of HIV /STD infection and AIDS cases and to analyse the data for 
programme monitoring and evaluation. As well, capacity huilding will include social 
mobilization for the promotion of hehavior to prevent the transmission of HIV /STD. 

It is further proposed to continue to collahorate with the Government in ensuring 
the availability of funds, supplies and equipment in order that the Cambodian AIDS 
Programme and NGOs be ahle to implement HIV / AIDS prevention and control activities. 

The Camhodian AIDS Programme staff will visit provinces regularly to supervise 
programme implementation and training courses. 

Provincial/district level 

In collahoration with the Provincial AIDS Committee, the provincial AIDS 
programme manager will coordinate prewntion and control activities with the committee 
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member offices and NGOs. Provincial AIDS programme managers will plan, manage and 
supervise the implementation of programme activities and training, including the collection 
of data during sentinel surveillance. They will supervise activities at the district level. The 
Provincial Health Department will be the focal point for AIDS prevention and control 
activities and serve as the location of the provincial AIDS pro6ramme which will 
collaborate with the Provincial AIDS Committee and NGOs. 

District AIDS teams will coordinatt: activities within the framework of the district 
health system which is currently under re-organization and collaborate with NGOs. 

Commune level 

Collaboration with various mllllstries in reaching to the village level is under 
consideration. Raising of awareness and education regarding transmission prevention and 
non-discrimination of people affected by HIV I AIDS will form major components of activity 
in villages. 

2.3 Proposed plan of action 

Prnention of sexual transmission 

(a) Training for government and private sector health care providers down to the 
commune level in 23 provinces on can: and management of STDI AIDS (1995-1997) 

(b) Upgrade 16 facilities for the care and management of STDs (1995-1997) 

(c) Procurement and distribution of 5000 gross of condoms (1997) 

(d) Health educatilln materials and activities including World AIDS Day and a 
school based curriculum will be produced as part of a comprehensive health 
education plan til increase awan::ness and promote behavioral change (1995-1997) 

(e) Peer group education 011 HIV/AIDS/STD for primary school students and 
married womell ill 10 provinces (1995-1997) 

(e) Training Oil commercial sex worker outreach for municipal and provincial 
level authorities, health care workers and brothel owners in 23 province (1995-1997) 

(t) Outreach provided to con1l11l::rcial sex workers in 23 provinces (1995-1997) 

Care and social support for the HIV-infected person 

(a) Training for municipal and provincial It:vel health care workers in HIV cas\: 
management. counselling and infection control (1995-1997) 

H1V I AIDS/STD epidemiological sUn'eillance 

(a) Sentind surveillance conducted in Phnom Penh and provinces among 
commercial sex workers, STD patients, police, military, tuberculosis patients and 
antenatal clinic attendees (1995-1997) 
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(b) Training for provincial health care workers from 12 provinces on conducting 
HIV surveillance (1995-1997) 

(c) Voluntary and anonymous testing availahle in Phnom Penh (1997) 

Pre\'ention of transmission through blood 

(a) HIV test kits for hlood donor screening for provincial transfusion centres in 
ten provinces (1995-1997) 

Programme planning and management 

(a) Support for the Camnodian AIDS Programme oftice to assist in day-to-day 
running and management includ ing purchase of a vehicle (1995-1997) 

(b) Meetings of the National AIDS Committee (1995-1997) 

(cl Mobilization of support and sharing of strategies with provincial governments 
and NGOs in ten provinces (1995-1997) 

Programme monitoring and e"aluation 

(a) Internal and external t:valuations (1995-1997) 

(h) Training for prnvincial AIDS programme managers from 23 provinces If1 

programmt: management and planning (1995) 

3. PROPOSED COLLABORATION (BUDGET PROVISION IN (JS$) 

French Government fundll1g for AIDS prevention and control in the amount of FF6 
million is to be made available 1Il 1995. SpeCIfic details regarding programme areas and 
amounts are currently being developed. The implementation of this proposal will be 
complementary to the \VHO programme lI11plementatlOn 

The AIDS Control and Prevention Project (AIDS CAP) of Family Health International 
(FHI) will provide funds for conunercial sex worker outreach and peer education actiVIties in 
the amount of US$14 950 for 1995 and 1996. 



Table I BUDGETARY REQUIREMENTS fOR PROPOSED MOH AND WHO COLLABORATION IN HIV/AIDS PREVENTION AND CONTROL 
PROGRAMME IN CAMBODIA (US$) 

YEAR 1995 1996 1997 
Component 

Prevcntion of sexual 327253 275650 275650 
transm iss ion 

Care and support for the IIIV 10300 18000 18000 
infected person 

HIV/AIDS/STD 98450 75000 52000 
epidemiological surveillancc 
Prevention of transmission 10000 20 000 20 000 

through blood 
Programme management and 84000 65 000 50 000 

planning 
Programme monitoring and 7 000 10 000 

evaluation 

Total 537 003 463 650 415 650 -- ---- - - --- -- --- -- - - - - -
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REPRODUCTIVE HEALTH 

1. BACKGROUND 

The health of women and children, the most vulnerable groups in any society, has been 
seriously affected by long periods of civil war, civil and political instability, and isolation in 
Cambodia. The extensive civil unrest prompted many of the country's leaders to support rapid 
population growth, to replace those killed. 

Cambodia has some of the highest maternal and child mortality rates among the 
developing countries of the Region. Contributing to this are the following factors: a high 
fertility rate of 6.4 children per woman, closely-spaced pregnancies, high incidence of illegal 
abortion, early initiation of the reproductive process, and deliveries in young women below the 
age of 20 or after the age of 35. 

A heavy burden, in terms of productivity, responsibilities for family care and 
reproduction has been shouldered by Cambodian women during the last few decades, at a high 
cost. 

1.1 Birth spacing programme 

The Government recently introduced a birth spacing programme, to address the negative 
consequences of high parity, repeated and closely-spaced pregnancies, and unregulated 
fertility often reSUlting in illegal and unsafe abortion. This programme will be implemented 
initially in five selected provinces and, after a consolidation period, will be expanded [Q cover 
the entire country. A birth spacing policy was drafted and discussed at a high- level 
conference in January 1995, and the ope rationalization of such a policy is now uillierway. 
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1.2 Reproductive health 

Reproductive health indicators 

Maternal and infant mortality rates are generally used as basic indicators of the health 
situation of mothers and children. These deaths result from a combination of many long-term 
illnesses and debilitating pathological processes linked to reproduction. which often result in 
permanent disabilities for both mothers and children. These are often ignored or not reported. 
Because of this. data on prevalence of pelvic inflammatory diseases, vesico-vagina or recto
vagina fistulae, sexually transmitted diseases, HIV / AIDS, or cerebral palsy owing to brain 
asphyxia during delivery. are often not available. or are unreliable. 

For every maternal death. there are unknown numbers of permanently debilitating 
pathological events. These are caused by the lack of adequate medical facilities. low quality 
services rendered by insufficiently-trained staff. and lack of equipment. drugs and transport for 
emergency cases. 

Other highly prevalent diseases, such as malaria. tuberculosis, intestinal parasitosis, 
gastroenteritis, anaemia, nutritional deficiencies and sexually transmitted diseases, further 
compound the problems related to poor reproductive outcome. 

Data available from 1990 indicates that the maternal mortality ratio is 900 per 100 000 
live births and the infant mortality rate is more than 130 per I 000 live births. However, there 
are very positive signs of improvement. An increasing number of deliveries (60%) are 
conducted under the supervision of trained health staff. This contrasts with a former rate of 
around 10%-15%. However. the quality of the care provided remains questionable. 

Difficulties in the timely identification of obstetric emergencies and referral of high-risk 
pregnancies, lack of drugs and of blood transfusion facilities. limited surgical experience and 
poor sterility procedures are some of the factors still affecting the outcome of the reproductive 
process. 

The generally poor education of women, difficulties in disseminating information, and 
limitation of choice in terms of contraception. combined with difficulties of access, and 
financial constraints in obtaining adequate care for treatment for sexually transmitted diseases 
or any other disease, pose strong challenges to the health care system and to the improvement 
of reproductive health. 
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Major causes of maternal mortality 

Complications of unsafe abortion and septicemia, eclampsia, postpartum or intrapartum 
haemorrhage (placenta previa, obstructed labour) in already malnourished and anaemic women 
and hypertensive disorders during pregnancy are major causes of the high maternal mortality. 

The large majority of maternal deaths could be avoided through the application of simple 
and inexpensiv'e technologies, through the timely identification of high-risk cases and the 
proper patient management during pregnancy, labour, delivery and postpartum periods. 

Child spacing and properly timed pregnancies according to the woman's choice and to 
the best reproductive period (not too early and not too late) remain the key factors for the 
reduction of maternal mortality. 

Equally important interventions relate to clean and safe delivery, to the application of 
sound obstetric practices, to immediate breast-feeding and to appropriate changes in nutritional 
practices. 

Some cultural factors (nutritional restrictions during pregnancy and the postpartum 
period, the belief that generalized oedema is beneficial for the pregnancy, and that colostrum is 
dangerous for newborn infants, are clearly detrimental to the positive outcome of the 
reproductive process. These have to be dealt with by appropriate training for health personnel 
and by effective communication and information strategies. 

2. OBJECTIVES OF THE PROGRAMME 1995-1999 

2.1 Long-tenn objective 

The long-term objective is to contribute to the reduction of maternal and infant 
morbidity and mortality through the expansion and improvement of the maternal and child 
health/birth spacing services within the context of primary health care particularly at the 
district health level. 

2.2 Short-tenn objectives 

The short-term objectives are: 

(1) to strengthen and improve the overall management capability of the Ministry of 
Health including the formulation of reproductive health policies and guidelines, the 
development of monitoring and supervisory tools, the application of a revised 
management information system and the design of short in-service training manuals; 

(2) to improve the teaching capability of the training institutions for health staff 
(particularly the nursing and midwifery schools), through introduction of modem 
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(2) to improve the teaching capability cf the training institutions for health staff 
(particularly the nursing and midwifery schools), through introduction of modern 
pedagogic technologies (e.g. participatory training, group discussion, case analysis, etc.) 
and facilitate the learning opportunities of the trainees through practical and skill
oriented activities; 

(3) to improve the development of human resources for health, through: 

(a) strengthening of the central training unit and the four regional training 
schools; 

(b) establishment of the national continuing education programme; and 

(c) the development of new curricula and integrated training modules; 

(4) to develop a plan of action for the implementation of reproductive health services 
at provincial and district health unit levels, including health staff coverage and a referral 
system, establishment of indicators of performance and quality of care, and an 
appropriate monitoring and supervisory system. 

3. APPROACHES 

A properly phased and mUlti-pronged approach at different levels will have to be devised 
for harmonious and coordinated development of the reproductive health programme. 

The following approaches are therefore proposed: 

3.1 National level 

Ministry of Health 

Technical cooperation will be provided to the reproductive health section of the Ministry 
of Health for the development of appropriate integrated guidelines and protocols for preventive 
services (counselling, birth-spacing services, antenatal check up, well-baby clinics, expanded 
programme on immunization, etc.) as well as for curative services (identification and treatment 
of sexually transmitted diseases, clean and safe delivery, treatment of complications of 
abortion, control of diaorrheal diseases, acute respiratory infections, etc.) and for management 
purposes (management information system, monitoring and supervision tools, evaluation 
guidelines, etc). 

Technical cooperation is presently underway for the finalization of job descriptions for 
different categories of health workers, development of an appropriate, systematic and efficient 
health staff deployment plan, and for the improvement and upgrading of different training 
components, including the continuing education programme. This will reduce the number of 
people trained, but, at the same time, it will improve their competence, skills, self-confidence 
and performance. 
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provincial level 

The provincial level is the link between the central level and the operational district 
units. The provincial authorities will have to ensure that all the policy guidelines and 
directives developed at central level are enforced at the district level. Technical cooperation 
will be given to improve the different aspects of management skills of provincial health 
authorities. 

Since provincial hospitals are the referral centres for complicated obstetric cases which 
cannot be dealt with at the district level, special attention will be paid to improve the clinical 
and surgical skills of obstetricians and gynecologists of selected hospitals, and to provide them 
with the medical equipment required to perform difficult surgical procedures. 

Hosp:tals at the provincial level will also be used for practical training activities for 
nurses and midwives, particularly in the four provinces where the "Regional Training Centres" 
(Kampot, Kampong Cham, Stung Treng and Battambang) will be. Special attention will be 
given to provide all the required training equipment to the four Centres and the provincial 
hospitals where the practical training will take place. 

District and village levels 

Close operative connections will be established between several village clinics and one 
district health facility, which will serve as the referral unit for all complicated cases which 
cannot be dealt with at the village level. 

During the recent restructuring of the health system. specific roles and responsibilities 
were defined for each health care level. Human resources, basic facilities, equipment and 
essential drugs needed at each health facility were identified, based on the expected workload 
and on the tasks to be accomplished. 

According to the plan, each health centre, covering a population of approximately 
10 000, should have at least one registered nurse and one midwife capable of providing 
antenatal care, conducting normal deliveries, identifying high-risk obstetric cases and referring 
them on time to the next referral level (see the "List of health activities at health facilities" in 
Annex 1). 

Suitable "tools" and service delivery guidelines will be introduced at each health care 
level, such as. the home-based maternal records, the partograph, the Mother-baby package, and 
manuals such as the Health worker's manual on family planning options and the related quick 
reference chart. 

The Reproductive health counselling manual and the simple guidelines for safe 
motherhood, maternal and child health, and birth-spacing programme management and 
supervision will be translated into Khmer and distributed to all service provider centres, to be 
used as reference material. 



- 66 -

Annex 9 

4. PLAN OF ACTION 

Improvements in the field of reproductive health in Cambodia will be achieved only 
through concerted and well-coordinated action by the Government with many other international 
agencies, external support agencies, and nongovernmental organizations. 

Close cooperation will be essential between the safe motherhood, maternal and child 
health and birth-spacing programme and many other related programmes, such as the 
development of human resources for health, sexually transmitted diseases and HIV/AIDS. 
enhancement of literacy, income-generating activities (particularly for women), water supply 
and sanitation, nutrition, and the strengthening of the district health system. 

The recently-established birth spacing programme will contribute to the reduction of 
maternal and child morbidity and mortality, and will give women and couples the opportunity to 
delay pregnancies. to stop childbearing or to have the desired number of children at the most 
appropriate times. 

Table 1 gives the proposed plan of action of the safe motherhood, maternal and child 
health and birth-spacing programme. Table 2 gives the proposed activities in relation to the 
short term objectives and expected outputs. 

5. COLLABORATION 

See Table 3 for proposed areas of collaboration between WHO, UNICEF and other 
external support agencies. 

The budget is attached as Table 4. 



TABLE 1: Proposed plan of action 

COMPONENTS 1995 1996 

Planning Review and planning Review and planning 

workshop workshop of RH policy, 

RH* policy formulation HRH 

Formulation of HRH plan Development of MIS 

Technical STC for RH policy STC for MIS development 

Cooperation formulation STC for plan of action and 

L TS for HRH plan supervIsory system 

L TS for curricula 

development and training 

material 

Training Basic training in nursing and Ba~ic training in nursing and 
midwifery schools mIdWIfery schools 

Refresher training Refresher training 

Operations Establishment of a Monitoring and supervisory 
monitoring and supervisory visits 
system In-service trainingi 

Fellowships L T fellowship in RH L T fellowship in RH 

Supply and Provision of A V, learning Provision of A V, \earning 

Equipment mateial and medical mateial and medical 

equipment for teaching eqUIpment for teaching 

purposes purposes 

Provision of midwifery kits Provision of midwifery kits 

• 
RH - Reproductive Health 

1997 

Review and planning 

workshp 

Implementation of RH 

policy, HRH plan, MIS 

STC for supervision and 

monitoring 

Basic training in nursing and 
midWIfery schools 

Refresher tralnlllg 

Monitoring and supervisory 
visits 
In-service training 

.%orl-term courses in RH 
. 

Provision of A V, learning 

mateial and medical 

equipment for teaching 

purposes 

Provision of midwifery kits 

1998 

Review and planning 

workshop 
Implementation of RH 

policy, HRH plan, MIS 

Basic training in nursing and 

midwifery schools 

Refresher training 

Monitoring and supervisory 

visits 
In-service training 

Short-term courses in RH 

Provision of midwifery kits 

1999 

Review and planning 

workshop 

Implementation of RH 

policy, HRH plan, MIS 

Basic training in nursing and 

midwifery schools 
Refresher training 

Monitoring and supervisory 

visitS 

In-service training 

Short-term courses in RH 

Provision of midwifery kits 

;J> 
::l 
::l 
ro 
X 

"" 
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Table 2. Proposed actiyjties 

Short tenD objectives 

(I) To strengthen and improve 
the overall management 
capability at the Ministry of 
Health, including the formulation 
of Safe Motherhood/MCH/BS 
policies and guidelines, the 
development of monitoring and 
supervisory tools, the application 
of a revised management 
information system and the 
design of short in-service 
training manuals. 

(2) To improve the teaching 
capability of the health staff 
training institutions (particularly 
nursing and midwifery schools) 
through introduction of modem 
pedagogic technologies (e.g. 
participatory training, group 
discussion, case analysis, etc.) 
and facilitate the learning 
opportunities through more 
practical and skill-oriented 
activities 
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Activities 

(a) Technical cooperation for 
SM/MCH/BS policy 
formulation. 

(b) Participation in training 
activities (e.g. policy formulation 
workshop in Viet Nam, 
Reproductive health workshop in 
Kuala Lumpur, II to 15 
December 1995, fellowships & 
study tours. 

(c) Adaptation, translation and 
application of MCH/BS 
monitoring and supervisory 
guidelines, being developed in 
WPRO. 

(d) Cooperation with AusAID 
for the development and 
application of an appropriate 
management information system. 

(e) Technical cooperation (STC) 
for the development of 
appropriate in-service and 
continuing education manuals 
and guidelines. 

(a) Long-term technical 
cooperation through two staff 
members under the HRH 
programme. 

(b) Provision of teaching 
material and medical equipment 
(for student to practice with), to 
the central nursing/midwifery 
school and to each of the four 
regional training centres. 

(c) Provision of transport 
facilities to each of the training 
institutions for students' field 
practice. 

OutPuts 

Existing SM/MCH/BS policies 
revised and reviewed. 

Appropriate Government 
Officials identified and exposed 
to relevant conferences and other 
training activities. 

Monitoring and supervisory 
guidelines adapted, translated 
and applied in the field. 

Appropriate management 
information system developed 
and applied. 

Manuals for in-service education 
during supervisory visits 
developed. 

Improved teaching 
methodologies and introduction 
of modem pedagogic skills. 

Teaching and medical equipment 
provided. 

Transport facilities provided 



Table 2 (continuation) 

Short teon objectives 

(3) To improve the development 
of human resources for health, 
through the strengthening of the 
central training unit and the four 
regional training schools, 
through the establishment of the 
"national continuing education 
programme" and through the 
development of new curricula 
and integrated training modules. 

(4) To develop a plan of action 
for the implementation of the 
SM/MCH/BS services at 
provincial and district heahh 
level, including health staff 
coverage and referral system, 
establ ishment of indicators of 
perfnTmanCl' alld \lI,la1 il~ !)I l-:Ire 

111l! ;\)'!lfl 'pl1.!It' 
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Activities 

Long-term technical cooperation 
through two staff members under 
the HRH programme. 

Technical cooperation (STC) for 
the development of the plan of 
action, the establishment of 
indicalOrs and the 
monitoring/supervisor\' S\stl'lll 

Annex 9 

Outputs 

Central and regional training 
centres established and 
functioning. 

National continuing education 
programme established. 

New curricula and integrated 
training modules developed and 
introduced in each training 
institution. 

SM/MCH/BS plan of action 
developed. 

Indicators of performance and 
'1ualll\ III care ",'ahlislll'd 

\lll)'II!ll; 11l~ "lIplT\ i"jln ',\ <!\'J11 

l "Idhll ,lllll 
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Table 3. Proposed coUaboration 

(I) Introduction into basic health 
education courses for nurses and 
midwives of integrated modules 
on SM/MCH/BS, new teaching 
methodologies with participatory 
learning activities, with 
additional practical experience, 
supervised field and "hands on" 
experience. 

(2) Cooperation with Ministry of 
Health for the development of 
SM/MCH/BS policies, 
guidelines, treatment protocols, 
manuals, monitoring and 
supervisory tools etc. 

(3) Development of new 
curricula and support of the 
activities of the Central Training 
Unit for the training of 30 master 
trainers. Establishment of four 
Regional Training Centres and 
support to the continuing 
education programme. 

(4) Procurement of audio-visual 
materials, books, publications, 
teaching aids and medical 
equipment to be used in training 
institutions. 

(5) Development of the 
"SM/MCH/BS plan of action", 
according to the "Guide for 
strengthening the district health 
system" . 

UNICEF 

(I) Advocacy and support to the 
health education and health 
promotion programme. 

(2) Advocacy for birth spacing 
and support for community 
involvement in health 
programmes, literacy and income 
generating activities. 

(3) Technical support for the 
supply of clean water and for 
sanitation programmes. 

(4) Support in SM/MCH/BS 
related areas such as nutrition, 
the Baby Friendly Hospital 
Initiative, breast feeding, salt 
iodization, Vitamin A 
supplementation, expanded 
programme on immunization, 
national immunization day, 
tetanus toxoid, communicable 
diseases, etc. 

(5) Provision of essential drugs, 
and support for the logistic 
system and distribution of drugs 
and contraceptives. 

(6) Establishment of an 
management information system 
and health information system (in 
cooperation with WHO and 
AusAID). 

(7) Provision of supply and 
equipment to selected areas. 

(8) Development of Information, 
Education, Communication 
material. 

Other Donors 

UNFPA: 
- Support for the establishment 
and consolidation of a Birth 
Spacing programme in 5 selected 
provinces. 
- Institutional strengthening at 
central and provincial level. 
- Refresher training activities. 
- Provision of contraceptives. 
- Support to monitoring and 
supervision. 
- Development of information, 
education and communication 
material. 

AusAID: 
- Support to strengthening 
management at central level. 
- Development of an MIS 
system, (in cooperation with 
WHO and UNICEF). 
- Refresher training activities. 
- Support for monitoring and 
supervisory activities. 

ilCA: 
- Construction cost (maternity 
hospital). 
- Clinical Ob/gynaec. and 
neonatal care training. 
- Other training activities in 
SM/MCH/BS areas 

WB ADB: 
- Capital investment for 
construction and equipment cost. 
- Training activities 

NYQs : 

- More than 100 NGOs involved 
in specific geographical areas in 
training, supply & equipment, 
community mobilization & 
awareness, provision of care, 
traditional birth attendant 
training, birth-spacing 
programme, etc. 



Budgetary Requirements for Reproductive Health Services 

1995 1996 
Component WHO Others Total WHO Others Total WHO 
Policy and Planning 
Short term staff 54,000 50,000 104,000 26,000 52,000 78,000 26,000 
Training 64,000 100,000 164,000 64,000 100,000 164,000 20,000 
Operational Support 10,000 60,000 70,000 10,000 60,000 70,000 10,000 
Supplies & Expenses 60,000 1,000,000 1,060,000 60,000 1,000,000 1,060,000 60,000 

TOTAL 188,000 1,210,000 1,398,000 160,000 1,212,000 1,372,000 116,000 

1997 
Others Total 

52,000 78,000 
100,000 120,000 

60,000 70,000 
1,000,000 1,060,000 

1,212,000 1,328,000 

GRAND 
TOTAL 

260,000 
448,000 
210,000 

3,180,000 

4,098,000 

> 
::I 
::I 
III 
X 

-0 

..... 
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DISEASES HEALTH CENTRE: HEALTH CENTRE: REFERRAL 
"Diagnose and Treat" "Manage and Refer" HOSPITAL 

MASTOIDITIS MASTOIDITIS MASTOIDITIS 

MATERNAL --

ANTENATAL ANTENATAL 
ANAEMIA ANAEMIA ANAEMIA (severe) ANAEMIA(severe) 
PRE-ECLAMPSIA (moderate) PRE-ECLAMPSIA PRE-ECLAMPSIA 
HAEMORRHAGE HAEMORRHAGE HAEMORRHAGE 
MULTIPLE PREG MULTIPLE PREG MULTIPLEPREG 
Malpresentation Malpresentation Malpresentation 

INTRAi' ARTUM INTRAPARTUM INTRAF:ARTUM Il'<TRAP ARTUM 
NORMAL LABOUR NORMAL LABOUR HIGH RISK HIGH RISK 
SEPSIS SEPSIS SEPSIS 
OBSTRUCTED OBSTRUCTED OBSTRUCTED 

LABOUR LABOUR LABOUR 
ABORTION ABORTION ABORTION 
ECLAMPSIA ECLAMPSIA ECLAMPSIA 

POSTPARTUM POSTPARTUM 
DEPRESSION DEPRESSION 
ANAEMIA ANAEMIA(mod) 
BREAST FEEDING BREAST FEEDING 
SEVERE TEAR SEVERE TEAR 

PERINATAL CLUSTER PERINATAL CLUSTER PERINATAL CLUSTER PERINATAL CLUSTER 

LBW LBW (no LBW LBW 
(complications) complications) (complications) (complications) 
SICK NEONATES SICK NEONATES SICK NEONATES 

NON-
COMMUNICABLE 

NEOPLASMS NEOPLASMS 
CERVIX CERVIX 
UTERUS UTERUS 
BREAST BREAST 
OVARY OVARY 
LUNG LUNG 
OROPHARYNX OROPHARYNX 
BLADDER BLADDER 
LIVER LIVER 

DIABETES MELLITUS DIABETES MELLITUS 
NUTRITIONAL NUTRITIONAL NUTRITIONAL 

PEM PEM (non severe) PEM (severe) 
IODINE IODINE 
VIT. A VIT. A 
ANAEMIA ANAEMIA 

SKIN DISORDERS SKIN DISORDERS 
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CONTROL OF ACUTE RESPIRATORY INFECTIONS 
AND DIARRHOEAL DISEASES IN CAMBODIA 

1995-1999 

1. BACKGROUND 

ANNEX 10 

Acute respiratory infection (ARl), especially pneumonia, is the leading cause of child 
mortality. It accounts for 25%-30% of child mortality and 18% of hospital admissions in 
children. Diarrhoeal disease is the second leading cause of morbidity and mortality in 
children up to five years of age. It is estimated that over 20% of deaths in this age group are 
linked to diarrhoea. Cholera is a major public health problem in Cambodia. In 1994, 3085 
suspected cases and 211 deaths due to cholera were reported to WHO. This indicates an 
alanningly high case fatality rate of 6.8%. 

The programmes for control of diarrhoeal diseases (CDD) and ARl were established in 
1991 under the national Maternal and Child Health (MCH) centre. A national policy for ARl 
was drafted in 1991 and revised in 1993. The national policy for CDD was drafted in April 
1995. 

Since the establishment of the programmes, an ARl clinical management course was 
held in 1991, and an ARl and CDD supervisory skills course was held in 1992. A diarrhoea 
training unit (DTU) and an ARl training unit (A TU) were established in the premises of the 
National Paediatric Hospital in 1993 and 1994 respectively. Two combined ARl and CDD 
"training of trainers" (ToT) courses on clinical management and communication skills were 
conducted il'! 1994. In addition, two oral rehydration therapy (aRT) courses were conducted 
in 1994. 

First-line antibiotics and oral rehydration salts (ORS) are provided through the 
essential drugs programme. The drugs are procured with the support of WHO and distributed 
with the support of UNICEF. To date, adequate supply of the drugs are available down to 
village level. 
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2. OBJECTIVES OF THE PROGRAMMES FOR 1995-1999 

2.1 Long-term objectives 

By the year 2000 : 

(I) to achieve 80% use rate of oral rehydration therapy (ORT) (increased fluids) 
and continued feeding 

(2) to reduce diarrhoeal diseases mortality in children under five years of age by 
50% 

(3) to reduce by ARI mortality in children under five years of age by one-third 

(4) to reduce morbidity of ARI and diarrhoeal diseases by 25% 

(5) to decrease the inappropriate use of antibiotics and other drugs for treatment 
of ARI and diarrhoeal diseases 

2.2 Short-term objectives 

(I) to increase the number of health workers able to give standard case 
management for ARI and diarrhoeal diseases at all health care leyels: 

(2) to further stn:ngthen and improve the management capability of the national 
ARI and COO programmes at central and provincial levels: 

(3) to introduce elements of ARI and COO in the curricula of medical and 
nursing schools and improve the trainers' teaching skills; 

(4) to ensure availability of first-line antibiotics and ORS at all health care 
facilities; 

(5) to develop a medium-term plan of action and operation for the 
implementation of the ARI and CDD programmes at national and district 
levels; 

(6) to finalize and endorse ARI and CDD national policies. 

(7) to translate and adopt essential ARI and CDO training and reference 
materials and ensure printing of sufficient quantities of the materials to be 
used in training courses; and 

(8) to establish provincial ARI and diarrhoeal diseases training units (ATUs and 
DTUs). 
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3. APPROACHES 

At this stage of the programme development, the main thrust will be reduction of 
mortality from ARI and diarrhoeal diseases through improved standard case management of 
the diseases. This will be ensured by developing a core of highly qualified trainers consisting 
of clinicians from national and provincial levels and by conducting clinical case management 
training. Furthermore, development of a training strategy to identify and prioritize health 
workers needing training will ensure high training coverage in priority areas. Establishment 
of provincial ARI and diarrhoeal disease training units (A TUs and DTUs) will increase access 
to training. The establishment of A TUs and DTUs in provinces with regional training centres 
would allow participants the possibility of acquiring clinical (hands-on) experience close to 
the training facilities. 

The reduction in morbidity will result from (a) promotion of breast-feeding and proper 
weaning practices; (b) use of safe water; (c) ensuring high immunization coverage, 
particularly for measles, pertussis and diphtheria; (d) provision of vitamin A for children with 
measles; and (e) good personal, domestic and food hygiene including health education of the 
caregivers and the community in general. 

3.1 N ationallevel 

Emphasis will be on further strengthening and improving the skills of national ARI 
and CDD programme managers at central level. This will be addressed by supporting 
programme management and coordination between national, international and 
nongovernmental organizations and the development and updating of plans of action. 

Communication activities will be another important area for support. Priority will be 
given to developing locally adapted messages for ARI and diarrhoeal diseases to be included 
in training material, face-to-face materials and radio-television spots. 

Supervision and monitoring of training activities and quality of care will be conducted 
from central level to the provinces. Evaluation of the status of implementation will be the 
responsibility of the national ARI and CDD programmes. 

Collaboration with the medical and nursing schools, with the aim of strengthening the 
teaching of ARI and diarrhoeal diseases, will be given high priority. 

Translation, adaptation, printing and distribution of training materials followed by 
development of health education materials, will be the responsibility of the national level. 
Antibiotics and ORS are included in the minimum essential drug kit which is procured and 
distributed at a national level of responsibility. Adequate buffer and emergency stocks of 
ORS will be established and monitored, in case of a sudden outbreak of cholera. 
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3.2 Provincial level 

Standard ARI and diarrhoeal disease case management and ORT corners will be 
established at provincial hospitals through training of the health workers. A TUs and DTUs 
will be established in four provinces. Training courses will be conducted during the peak 
season of ARI and diarrhoeal diseases. Feedback should be given to the central level on the 
availability of antibiotics and ORS at provincial health facilities. 

3.3 District/village level 

The control of ARI and diarrhoeal diseases will closely follow the reconstruction of the 
national health system plans and plans will be adapted accordingly. Integration and 
adaptation of the programmes into the "minimum package of services", defined by the 
Ministry of Health in the "Guide for the strengthening of the district health system in 
Cambodia", will be a priority. Village health centres and district hospitals should report back 
to provincial and nation:tllevel on availability of drugs. 

4. PLAN OF ACTION 

During the period 1995-1999 the emphasis of the progr~mme activities will be on 
training. However, activities will ~Iso be carried out in the following areas: (a) planning: 
(b) operations; (c) communication: and (d) evaluation. A proposed plan of action is provided 
in Table 1. 

5. PROPOSED COLLABORATION 

5.1 WHO 

It is proposed that WHO act as a coordinator between the Government, UNICEF and 
other governmental and nongovernmental organizations. Furthermore, there is a need for 
technical support especially at national level, where support should be given to further 
strengthening the programmes; in particular in developing policies, planning and evaluation 
activities. 

5.2 External Support Agencies 

Apart from UNICEF and WHO, several donors support ARI and CDD activities. 
Table 2 summarizes areas where support is given and where collaboration exists. 

S.3 Budget summary (in US dollars) 

Table 3 shows the budget summary. 
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Cnol.,.,n."l 
Planning 

Operations 

Training 

Comnwnication 

Evaluation 

Table 1 Proposed plan or action 

1995 
Review Ind pllMin, workshop 

Progr.nunc manage" course 

Sirengthening or ATU/OTU 1\ 

nalionallevel 

Establiahmcnt of fint provincial 
ATUIOTU 

Supplie. and equipment for 
.... nd.rd c .. e mana,cmenl 
Transl.tion .nd printin. or 
training and health education 
maleri.l. 
Clinical mana,ement Ind 
communication .kill. coune. in 
national and finl provincial 
ATU/OTU for provincial Ind 
district level 

Development of communication 
.lralelY 
Supervision and monitorin, or 
ARUCOO programnlO aClivilie. 

1996 
Review and planning workshup 

Ealablishm<nl of ""cond 
provincial ATU/OTU 

Supplies and equipm~nl for 
atandud ,alC maruaemc:nl 
Translation and printing of 
Iraining and health education 
materi.l. 
Clini,.1 management and 
conununicalion sk.ills coursu in 
national and provincial 
ATU/OTU for provinci.1 And 
dislrict level 

Including clemenls of ARUCOO 
in curricula of health care 
trainina institutions 
Implementalion of 
communication Itrategy 
Supervision and monitoring of 
ARlICOO ptograntnlc: activities 

1997 
RI! ... i~w and piartning workshop 

~LOiblishm~llt of third 
provincial ATU/DTU 

Planning for inlegrated 
management of childhood 
Ji!\cas":l1 

Supplies and equipment for 
ll.3rh.1::tnJ case management 

Translation and printing of 
trailling and health education 

materials 
Clinical management and 
communication skills courses in 
national and provincial 
ATUs/DTUs for provincial and 
district levc:1 

Including el~mcnts or ARUCDD 
111 curricula of health care 
(railling institutions 
IfilpJ.;lIl~nLation of 
cOlnmunication strategy 
Sup~rvision and moniloring of 
AR1iCDD programme activities 

ARUCOD hou •• hold .urvey 

1998 
Review and plannl"i workshop 

Establishment of fourth 
provincial ATU/OTU 

Supplies and equipment for 
sLlndard case manAa:cmenl 
Translation and printing of 
training and health education 
materials 
Clinical management and 
conununicalion skills cours~. in 
national and provincial 
ATUsiOTU. for provinciAl and 
district level 

Clinical manalement training 
for village level 

Evaluation of communication 
strategy 
Supervision and moniloring of 
ARlICDD programme activities 

ARI and COO health facililY 
survey 

Focused proj!ramme review 

1999 
Review and plaMin, workshop 

Supplies and equipment for 
sland. rd calC manaaemcnl 
Translation .nd primin, of 
training and health eduution 
materials 
Clinical management and 
communication .JUIIs courses in 
national and provinci.1 
ATUsiOTU. for provinci.land 
district level 

Clinical managl.m.cnt training 
for village level 

SU(l(rvision and monitoring of 
ARIfCDD programme activilici 
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Table 2 

Agencies WIIO 
Activities 

Annual review and planning X 

workshop 

Programme managers course X 

Strengthening of ATU /DTU X 

Supplies and equipment X 

Translation and printing of X 

training material 

Inservice training X 

Preserv iCe training X 

Communication activities X 

Supervision and monitoring 

Evaluation X 

*World Vision International 
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Collaboration between WHO 
and other agencies 

UNICEF JICA 

X X 

X 

X 

X 

X X 

X 

X 

AusAID WVI· 

X X 

X 

X 

X X 

X 
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YEAR 
Component 

Long term staff (APO) 
Planning 

Operations 
Training 

Communication 
Evaluation 

Total 

Table 3 BUDGETARY REQUIREMENTS FOR ARI AND CDD PROGRAMME (US$) 

1995 19<)6 
WHO Others Total WHO Others Total WHO 

100000 100000 100000 100000 100000 
10000 5000 15000 5000 5000 10000 5000 
54000 68000 122000 15000 170000 185000 10000 
6500 20000 26500 28500 50000 78500 28500 

13000 15000 28000 13000 30000 43000 13000 
5000 5000 10000 10000 18000 

183500 113000 296500 161500 265000 426500 174500 
-

1997 ! 

Others Total 

100000 
5000 10000 

70000 80000 
80000 108500 
20000 33000 
30000 48000 

205000 379500 
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PROVISION OF ESSENTIAL DRUGS AND CONSUMABLES AND INITIATION OF 
PHARMACEUTICAL SYSTEM REHABILITATION 

1. BACKGROUND 

In July 1992, WHO, the Ministry of Health and UNICEF, in a joint proposal agreed 
that WHO and UNICEF would divide responsibilities in the collaboration to be provided to the 
Ministry of Health in areas such as the provision of essential drugs, consumables and medical 
equipment. The proposal also covered, in some detail, the initiation of pharmaceutical system 
rehabilitation in Cambodia and allocated responsibilities for this between WHO and UNICEF. 
The time period of the proposal expires in July 1995; negotiations on the proposal are required 
to take into account progress made and the changed conditions in Cambodia. Both WHO and 
U1\'lCEF work closely with the Pharmacy Department at the Ministr), of Health and, in 
particular, with the Essential Drugs Bureau, Central Medical Store and the Drug Procurement 
Unit. 

Under the terms of the joint proposal UNICEF is responsible for the rehabilitation of 
the Central Medical Store, negotiations with international donors for pharmaceuticals, and the 
development of a centralized distribution system to the provinces. 

For its part, WHO, in collaboration with the Ministry of Health, is responsible for 
drawing up the national drug policy, legislation and regulations to control imports and sale of 
drugs; establishing procedures for registration of drugs and quality assurance standards; training 
and supervising drug procurement unit staff; and planning for local production of essential 
drugs. 

In May 1995 the Ministry of Health introduced a policy change which will have 
major implications for the essential drugs programme in Cambodia. The strengthening of health 
services at district and commune level, changes the role of the district hospital to a referral 
hospital, and builds up the health services available at commune level to encourage outpatient 
treatment. This will require a complete review of the list of essential drugs provided at district 
and commune levels which will take several months. 

It is estimated that out of a total of 1400 commune clinics in 1995, only 350 are 
active, while another 300 are capable of rehabilitation. A health-mapping exercise will be 
carried out by the Ministry of Health in conjunction with the Strengthening Health System 
management project (SHS) to determine the most favourable location for new commune clinics. 
Consequently, some commune clinics will remain active, some will be eliminated and new 
clinics will be built according to geography and population, based on criteria adopted by 
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government. The Ministry of Health plans to provide five staff per commune, and these staff 
will need to receive training to use and dispense rationally an increased range of essential drugs. 
Because of the expected rise in outpatient treatment, the number of drugs that the commune 
clinic receives are scheduled to be increased from 13 at present to about 40. With the role of the 
district hospital changed to that principally of a referral hospital, its requirement for outpatient 
drugs will be reduced. WHO and UNICEF need to fully discuss the consequences of the 
changes with the Ministry of Health and provincial health staff with respect to training and 
supervision at provincial level. The changes will be phased in over two years. 

2. OBJECTIVES 

The general objective is to collaborate in the establishment of a strong 
pharmaceutical supply system to ensure the continued availability of appropriate, good quality 
essential drugs, consumables and medical equipment to all levels of the health care system. 

The specific WHO objectives of the joint WHOlUNlCEFfMinistry of Health 
proposal in collaboration with the Ministry of Health are to: 

define a national drug policy for Cambodia; 

draft legislation and regulations to control imports and sale of drugs; 

recruit and train drug inspectors to implement the abmc: 

establish a registration procedure for new and current drugs; 

establish a drug procurement unit within the Ministry of Health for tenders; 

to quantify and coordinate total country drug requirements; 

establish quality assurance criteria for all drugs imported and sold; 

coordinate in the rehabilitation of local production facilities for 
pharmaceuticals. 

3. PRESENT SITUATION AND APPROACHES 

3.1 National level 

The national drug policy for Cambodia was agreed to at a national seminar held in 
August 1994. It is now being printed in Khmer, French and English for distribution to all 
interested government and nongovernment parties. 
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At the national level, legislation to control imports and sale of drugs has been 
prepared and amended several times before finally being passed by the Council of Ministers in 
late May 1995. Several regulations have been drafted as ministerial decrees, pending enactment 
of the legislation, and these need to be discussed and approved before registration of drugs and 
suppliers, and the inspection of pharmacies and importers, can commence. 

The recruitment and training of drug inspectors at national level has been delayed 
until the legislation and regulations are available. 

The Ministry of Health has established a Visa and Registration Committee to 
consider applications for registration of pharmaceuticals. This Committee has met on several 
occasions and considered 63 new products. A WHO staff member from the Division of Drug 
Management and Policies (DMPIHQ) carne to Phnom Penh in the first week of June 1995 to 
install the WHO Model Software for Drug Registration and train four members of the Drug 
Registration Unit. 

The Ministry of Health has established a Drug Procurement Unit with collaboration, 
including training, from WHO. The Unit held two international tenders in 1994 and four in 
1995 to purchase drugs, laboratory reagents, consumables and equipment using government and 
World Bank funds. Standard documentation has been developed and is in the process of 
finalization in conjunction with the Ministry of Finance, Treasury and the National Bank of 
Cambodia. The total budget available for purchase of drugs and consumables was 
US$4.6 million in 1994 and USS6.6 million in 1995. 

Quantification of Cambodia's essential drug requirements is carried out by the 
Essential Drugs Bureau (EDB) which works in close cooperation with the Drug Procurement 
Unit and the Central Medical Store. Both WHO and UNICEF have a significant input into the 
activities of EDB. 

Quality assurance of drugs at national level is the responsibility of the National 
Quality Control Laboratory (NQCL) which moved into newly refurbished premises in April 
1995. Staff received training in drug testing and assay of antibiotics from a WHO consultant in 
March 1995. Further training of staff is necessary, and it is recommended that a high 
performance liquid chromatography (HPLC) unit be provided to enable the laboratory to test the 
full range of drugs and herbal medicines on sale in Cambodia. 

The Government Pharmaceutical Factory is scheduled for rehabilitation in 1996 with 
a loan from the People's Republic of China. It will be capable of producing 200 million tablets a 
year. By 1998, it is expected that the factory will be capable of manufacturing about half of the 
essential drugs needed in Cambodia. A WHO consultant has been provided to advise the 
Ministry of Health on procedures for implementing WHO's Good Manufacturing Practices 
(GMP) at the factory, and a further consultantship is envisaged in 1996. 

At the national level much has been achieved through close cooperation between 
WHO, UNICEF and the Ministry of Health staff in the pharmaceutical sector. For this to 
continue, a new agreement needs to be worked out for the future. 

There is a need for ongoing training of staff at national level in quality assurance 
procedures, manufacturing, inspection, supervision, and management. The opportunity to send 
staff for three to six months' training in neighbouring countries with expertise in these areas 
should be pursued. 
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3.2 Provincial and district levels 

At the provincial and district levels, the approach to implementation in 1995 is 
contained in a plan which covers procurement by the Drug Procurement Unit, distribution by the 
Central Medical Store, and supervision by the Essential Drugs Bureau. In September 1995, a 
plan for 1996 will be prepared in consultation with the Ministry of Health staff and national 
programme managers. 

3.3 Village level 

There is no distribution of essential drugs at village level in Cambodia. It is 
estimated that about half of the medicines used at village level are provided by traditional 
healers. 

4. PLAN OF ACTION 

4.1 WHO Consultants 

In view of the successful implementation of the plan of action OIU the past 12 
months, it is proposed that WHO should further prOlide technical support through consultants. 
Their terms of reference should be to facilitate specific tasks, that is legislatillilo registration, 
inspection, quality assurance. procurement. storage. and distribution of drugs. encourage 
national staff, and to review the various elements of the programme in view of the recent 
strengthening of health services at district and commune levels. 

4.2 Plan of action (subject to approval of legislation) 

I) July 1995 

2) Q4/95 

3) Q4/95 

4) Q2/96 

Evaluation of the WHOfUNlCEF joint agreement on the 
pharmaceutical sector. 

Consultantship on management and quality control of local 
production of pharmaceuticals; management and use of 
essential drugs at various levels for four months. 

Part I of consultantship on legislation, registration, inspection, 
review of essential drugs list, procurement, storage and 
distribution for 5 112 months; training of drug inspectors and 
customs officers. 

Part II of consultantship on legislation, registration, inspection, 
procurement, storage, and distribution for 5 1/2 months. 
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5. PROPOSED COLLABORATION 

5.1 WHO, Ministry of Health, UNICEF 

WHO, the Ministry of Health and UNICEF will need to negotiate a new three-year 
agreement for continued collaboration in phannaceutical system rehabilitation during 1995. 

5.2 WHO and the Ministry of Health 

WHO will need to collaborate with the Ministry of Health in the provision of 
specialist consultants in phannaceutical manufacturing and testing of drugs. 

5.3 WHO, Ministry of Health and Kreditanstalt fur Wiederafbau (Kfw) 

WHO will need to collaborate with the Ministry of Health and KfW, Germany, the 
major donor of essential drugs (US$4 million in 1995). 
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WATER AND SANITATION 

1. BACKGROUND 

In its report to the International Committee on the Reconstruction of Cambodia in 
Tokyo, March 1994, WHO proposed a number of major factors which needed to be 
addressed. Health and the environment were considered to be a major focus of the WHO 
programmes in ensuing years. 

It was stated in the report that the most urgent environmental health requirements in 
Cambodia are in the areas of water supply, sanitation, solid waste management, and food 
safety. In many of the health care facilities, the water supply and excreta disposal systems 
are in ext~emely poor condition. These problems had been recognized by the Government 
and an improvement in water supply and sanitation was one of the priority goals of the 
National Health Plan. 

The involvement of \VHO in the environmental health activities in Cambodia began 
in mid-1992. The collaborative activities have focused on the management of water supply 
and sanitation in hospitals and health centres, water quality monitoring and surveillance, food 
safety, and solid waste management. 

1.1 Situation analysis 

1.1.1 Water supply 

The lack of safe water supply is a major environmental health problem in the 
country, particularly in rural areas. Although there is an abundance of surface waters, the 
supplies are often contaminated and in the dry season, people may have to carry water 
several kilometres. 

In 1991, 10 000 villages were surveyed by the Government and UNICEF and the 
following results were reported: 

20% of those surveyed used untested river water, 
20% of those surveyed used water from ponds, and 
60% of those surveyed used water from drilled/traditional hand-dug wells. 
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Very little reliable data are available on water coverage, and based on the 
Govenment of CambodialUNlCEF mid-term review on water supply and sanitation in 1993, 
the distribution of the population having access to an improved source of drinking water is 
presented as follows: 

Urban 
Rural 
Total 

40% 
15% 
19% 

588 000 people 
I 160 000 people 
I 748000 people 

Based on information obtained from UNICEF, there are six NGOs active in the water 
and sanitation sector and, as of 1992, approximately 7000 wells had been constructed in 
Cambodia. The estimated number required is 30 000 wells. 

There are major problems which face the capital city Phnom Penh, which has 
neglected the infrastructure for decades. Disruptions in water supply are common and the 
quality of the water cannot be guaranteed. Both rehabilitation and reconstruction of all the 
facilities is a high priority and is restricted by the lack of the necessary injection of capital to 
carry out such work. 

1.1.2 Sanitation 

Sanitation in the rural and urban areas is a major problem and contributes 
significantly to the incidence of diarrhoeal diseases and the other diseases associated with 
poor sanitary conditions and the indiscriminate disposal of human excrement. Phnom 
Penh is geographically located on the flood plain of the Mekong River and there are several 
other tributaries feeding the Mekong adjacent to Phnom Penh. Major civil works have been 
carried out over the past 50 years to reduce the impact of the Mekong floods. Many of these 
structures and pumping facilities are in urgent need of repair and directly affect the 
environmental conditions of Phnom Penh and its environs. In Phnom Penh municipality, 
there are septic tanks which operate similar to the conventional septic tank but are two 
separate tanks; one collects the solids and the other retains the sullage portion which then 
overflows into whatever water way or stormwater drain is available. Some just run into the 
street. These tanks can be pumped out by a vacuum truck service in Phnom Penh and the 
solids are disposed of in the wetland areas. In the peri-urban areas of Phnom Penh there are 
four flush pit latrines which are filled with water because of the high water table. These pits 
overflow during periods of high groundwater and the waste is distributed around the 
residential areas. This system is reasonably effective for most of the year but the areas 
become badly contaminated during the floods.cc 

For the rural areas there is no formal sanitation programme and the rural residents 
normally use rice paddies and gardens of as the site for defecation. 

Cholera outbreaks are common, and the presence of this disease alone in a country 
where poor health facilities exist and the inability of the government to rapidly mobilize 
resources results in a high mortality rate from a disease which could be effectively 
controlled. 
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I .1.3 Wastewater 

There is no effective wastewater disposal system in Phnom Penh. Many of the old 
systems are either blocked or broken. Wastewater from the areas inside the dykes is drained 
out of this built-up or protected area into "wetlands" which can become heavily polluted 
during dry periods when the Mekong is low. Many of the dwellings outside the dyke
protected area are elevated to protect the inhabitants from the flood waters. 

At present there are no major industries operating in Cambodia which represent a 
hazard from the uncontrolled discharge of wastewater into the Mekong or its tributaries. 

There are no facilities in Phnom Penh to enable the testing of wastewater to be 
monitored on a routine basis. 

1.1.4 Sol id waste 

With the rapid development of Cambodia and the importation of consumer goods 
from neighbouring countries and overseas, there has been a visual increase in the volume of 
non-biodegradable wastes, primarily plastics and packaging materials. 

For as long as the bulk of solid waste is biodegradable the problem of solid waste 
disposal is classified as a short-term problem as garden and kitchen wastes rapidly 
decompose and can be dealt with in the home. As soon as there is an increase in plastics, 
packaging, glass and other solids then an effective and well-managed solid waste disposal 
system must be adopted. 

The current waste generated by the residents and industries in Phnom Penh is 
estimated to be around I 200m3 per day. Estimates have also suggested that the City 
Cleaning Service collects around I 000 m3 leaving an accumulation of200 m3, per day. 

There are no regulations controlling the dumping of wastes of any kind. 

2. OBJECTIVES OF THE PROGRAMME FOR THE PERIOD 1995-1999 

2.1 Objectives 

The objectives are to increase access to safe and adequate water and to appropriate 
sanitation. 

To develop a general awareness of health and environment in Cambodia, and how it 
relates to the development process 

To improve the awareness at all levels of the community in good hygiene practices. 
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3. APPROACHES AND PLAN OF ACTION 

3.1 National level 

In the short-term (1995-1999) Cambodia will focus on the development of health 
systems which promote the integration of health and environment issues to achieve 
sustainable development within the Government sector.(all activities are summarized in the 
budget tables) 

National strategy for integrating health and environment in systainable development 

In the next few years the development of a national strategy document for integrating health 
and environment in sustainable development should be prepared by the Government In 

collaboration with WHO, other external agencies and neighbouring countries. 

This will be achieved by way of national capacity-building through training 
workshops, study tours and in-house training of government officials in the skills of 
environmental health impact assessment (EHIA) 

The Government will collaborate with WHO, UNICEF and others to facilitate the 
preparation of reports carried out by government staff on the status of health and the 
environment in selected key areas. 

Provide the necessary mechanisms for government staff to visit other countries to 
observe activities carried out in those countries which may be applicable to Cambodia. 

3.1.1.1 An introductory mission will be carried out by key staff from WHO to discuss with 
government officials, political leaders and decision makers in the country the mechanisms to 
introduce a health and environment into sustainable development. 

3.1.1.2 A workshop will be held in Phnom Penh to introduce leaders and key government 
personnel to the programme. This will be demonstrated by the use of examples in other 
countries which have adopted the strategy. 

3.1.1.3 A training workshop will be held in Phnom Penh to train a group of selected local 
experts on the skills needed to prepare a local study on Phnom Penh and its environs and the 
impacts of all activities related to health and environment in that localized area. 

3.1.1.4 The participants trained in 1.1.1.3 will over a period of 6 months prepare a document 
based on the health and environment situation in Phnom Penh and its environs. 

3.1.1.5 WHO staff will visit Cambodia to collaborate with the local study team In the 
preparation of health and environment document. 

3.1.1.6 A workshop will be held to allow the local study team to present the result of the 
health and environment document to government, political leaders and the municipality. The 
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outcome of this workshop will lead to the preparation of a national strategy for health and 
environment into sustainable development. 

3.1.1.7 An APW (Appointment for Performance of Work) will be given to the local study 
team to carry out the preparatory stages of the National Strategy. A consultant will be 
appointed to collaborate with the local study team to develop the initial framework of this 
document. 

3.1.1.8 A consultant will be appointed to work with the government and the local study team 
to develop a curriculum for the training of environmental health staff in Cambodia. 

3.1.1.9 A study tour of Viet Nam (Haiphong) will be given to 4 members of the local study 
team to discuss with the Vietnamese counterparts the skills and processes needed to complete 
the national strategy document. 

3.1.2.0 Develop a water and sanitation monitoring system 

The Government, in collaboration with WHO, UNICEF and others will develop a 
national water and sanitation monitoring system to facilitate and strengthen management of 
such systems in the country. This would, in the initial years of implementation, focus on a 
minimum number of indicators to be monitored; these would be expanded as the data 
collection network becomes established. External support will be needed to: 

facilitate workshops for selected personnel to be trained in data gathering techniques; 

provide the hardware and software needed; 

develop a system within the Government where the data-gathering process is both 
sustainable and developmental. 

3.1.2.1 A workshop will be held in close collaboration with UNICEF and the NGOs 
involved in the water and sanitation sector to investigate the needs of the government and the 
private sector for improving the management of Cambodia's water supply and sanitation 
sector. This workshop will demonstrate the various management systems in other countries 
and how the components may be transferable to the Cambodian operation at their stage of 
development. 

3.1.2.2. Two computers and associated equipment will be supplied to the appropriate 
government ministry to enable the water and sanitation sector to be managed more 
effectively. 

3.1.2.3 A workshop will be held in Phnom Penh in close collaboration with UNICEF 
and the NGOs involved in the water and sanitation sector to train selected staff members in 
the use of computer based data based systems for the management of the water and sanitation 
sector. This will enable the government to provide external support agencies with up to date 
infonnation on the situation of the sector. 
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3.1 .3.0 Solid waste management 

The Phnom Penh municipality, in collaboration with WHO, and others will develop 
and promote a project with the express purpose to improve the solid waste collection system 
within Phnom Penh. External support will be needed to: 

facilitate workshops and training on techniques of improved solid waste 
management, focusing on collection and disposal in sanitary landfill sites; 

collaborate with the municipality in the preparation of a long-term solid waste 
management project with the express objective of seeking external support from 
potential donors. 

3.1.3.1 A workshop will be held in Phnom Penh to introduce the decision makers in 
government and the municipality on an appropriate level of technology for the hygienic 
removal and disposal of solid waste. The workshop will introduce the technologies that have 
been used successfully in other countries and discuss their appropriateness to the Cambodian 
scene. 

3.1.3.2 Staff from EHC will work with the Municipality on the management of solid 
waste in Phnom Penh. The mission will include discussion and facilitation on improving the 
waste removal and disposal procedures currently being used and make recommendations on 
ways to improve the overall management of the process. 

3.1.3.3. Staff from EHC will collaborate with government and the municipality to 
prepare a project proposal to seek support from external support agencies to improve the 
solid waste removal and disposal in Phnom Penh. 

3.1.4.0 Laboratory facilities 

The Government will collaborate with WHO and others in the development of a 
government-operated analytical laboratory for the routine analysis of water, food and other 
environmental contaminants. External support will be needed to: 

collaborate with the Ministry of Health the preparation of an Environmental Analysis 
Laboratory project with the express objective of seeking external support from 
potential donors; 

conduct, in collaboration with UNICEF and other interested parties, training 
workshops on the analytical techniques of water, wastewater, food and 
environmental indicators. 
3.1.4.1 A consultant will be provided to prepare a project document to seek external 

support for the development of a laboratory for environmental analysis in Phnom Penh. This 
proposal will involve preparation of detailed documents to enable the government to submit 
for external support. 
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3.1.4.2 A workshop will be facilitated ~y a consultant in close collaboration with 
UNICEF and the NGOs involved in the water and sanitation sector on the techniques of 
water quality testing and monitoring in Cambodia. The workshop will demonstrate the 
equipment and the techniques for both field testing and laboratory monitoring of drinking 
water. 

3.1.5.0 "Healthy Citjes" Programme - Phnom Penh 

Based on the WHO's "Healthy Cities" approach, the Government will develop 
mechanisms for Phnom Penh to become a "Healthy City". 

3.1.5.1 The Phnom Penh municipality, in collaboration with the national 
government, WHO and others, will conduct an awareness seminar in Phnom Penh to 
introduce decision-makcr, to the "Health Cities" concept. 

3.1.5.2 A mission will be carried out with staff from WPRO and HQ to work with 
the government and the municipality to develop a plan of action for Phnom Penh to adopt a 
"Healthy City" strategy document. The mission will also make recommendations to 
government on a methodology for future activities which can be carried out by the 
municipality. 

3.1.6.0 Health promotjon in schools 

The Government (Ministry of Health, Ministry of Education, and other interested 
parties) in collaboration with WHO, UNICEF and others, will develop the health-promoting 
schools concept. External support will be needed to: 

provide the necessary resources to the Government to develop a nationwide 
health-promoting schools programme; 

provide funding for the preparation and printing of a teaching package for 
distribution to provincial schools on health promotion. 

3.1.6.1 A mission will be carried out and in close collaboration with UNICEF and 
the NGOs involved in the health education sector, the government will be introduced to the 
"health promotion in schools" concept which has been adopted as part of the general 
framework of environmental health. 

3.1.6.2 A consultant will be appointed to facilitate at a workshop which will be held 
in close collaboration with UNICEF and the NGOs involved in the health education sector. 
This workshop will develop a protocol for the preparation of a health promotion in schools 
curriculum. The participants at this workshop will be taken from all organizations who are 
involved with education and the promotion of health at all levels. 

3.1.6.3 Funding will be provided for the publication of a document or documents in 
Khmer for distribution to the education system in Cambodia on the promotion of health in 
schools at all levels. 
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3.1. 7.0 Sanitation 

The Government, in collaboration with WHO, UNICEF, NGOs and other interested 
parties, will introduce appropriate techniques for rural sanitation with the express objective 
of promoting a national sanitation programme. 

3.1.7.1 A workshop will be carried out in close collaboration with UNICEF and the 
NGOs involved in the water and sanitation sector to introduce appropriate technology in 
sanitation to provincial health officials and to develop a protocol to facilitate in the setting up 
of a national sanitation program. This will enable the government to develop the necessary 
mechanisms to work with all agencies in the preparation of a management structure to 
promote sanitation in both rural and urban environments. 

3.1.7.2 Support will be provided to print a manual in Khmer based on the decisions 
and recommendations made at the workshop detailed in 3.1.7.1. The manual will be made 
available to all provincial health services for distribution. This manual will provide the 
techniques for design and installation of selected sanitation facilities considered appropriate 
for Cambodia. 

3.2 Provincial and district level 

It is envisaged that the Government's activities will focus on officials at provincial or 
district level. Participants in workshops and training sessions will include those from the 
provinces. 
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NATIONAL TUBERCULOSIS CONTROL PROGRAMME IN CAMBODIA 
1995-1999 

1. BACKGROUND 

The National Tuberculosis Programme (NTP) dates back to 1980. Several programme 
changes were made in 1994, including the provision of long-term technical support by WHO, 
introduction of directly observed treatment during the initial two months treatment, the increase 
of tuberculosis drugs ann reagent supply to the country and their distribution through an 
integrated drug supply system, the production and distribution of tuberculosis guidelines, the 
introduction of a new registration system in accordance with international standards and a 
change of protocol to short-course chemotherapy (SCC). 

In July 1995, the new NTP will be implemented in 16 out of 21 provinces, covering more 
than 80% of the estimated cases and population. Medical staff from each public hospital of 
these 16 provinces have attended a refresher workshop. Additionally, laboratory technician 
training has been provided. SCC has started in 44 hospitals, covering more than 50% of 
tuberculosis cases. 

The Ministry of Health declared tuberculosis the number one priority in Cambodia in 
1994, because it is the leading infectious killer of adults and an avoidable cause of death. 
Tuberculosis cases among children respresent up to 10% of the total expected cases. The 
notification rate of smear-positive tuberculosis cases in 1994 was 130 per 100 000 inhabitants, 
\vhich constitutes one of the highest rates in south-east Asia. The number of tuberculosis cases 
diagnosed in the country increased by 85% from 8475 in 1982 to 15 112 in 1994. 

The on-going tuberculin survey will provide useful information not only in measuring the 
tuberculosis epidemic but also on the impact of the national tuberculosis programme. 

2. OBJECTIVES 

2.1 National Tuberculosis Programme (NTP) 

In response to this major health problem, a new NTP was developed in Cambodia in 1994 
to implement SCC progressively throughout the country within three years (1994-1996). 
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The NTP has two objectives: 

• The first objective is to cure 85% of the detected new smear positives tuberculosis 
cases through SCC. 

• The second objective is to improve the case-finding rate for existing tuberculosis 
cases to 70% before 1999. 

2.2 Case Maoagemeoted Treatmentresults 

Strengthening of tuberculosis case management and improvement of treatment results are 
based on the following objectives: 

• Implementation of tuberculosis case management at district and provincial hospitals 
for micoscopic diagnosis, registration and distribution of treatment. 

• Close monitoring of tuberculosis cases by directly observed treatment during the 
initial phase by health staff. 

• Assurance of regular drug and reagent supply at each level. 

• Regular supervision from central level to provincial level and 
from province to district hospitals to provide quality assurance for diagnosis and 
treatment. 

• Regular in-seryice training and refresher \\orksilops. 

3. APPROACHES 

3.1 Central level 

The NTP office is located at the Centre National AntiTuberculeux (CENAT), which is 
also a tuberculosis hospital for the capital city. The NTP may move to the National Institute of 
Public Health. The Tuberculosis Reference Laboratory is also at the CENAT. The functions of 
the NTP are to: 

• Define objectives of the programme and prepare a workplan for implementation of 
the programme throughout the country. 

• Supply and equip the central level, the district and provincial hospitals throughout the 
Country with the necessary tools for tuberculosis case management (tuberculosis 
drugs, laboratory reagents and products, laboratory equipment for tuberculosis unit 
diagnosis, and transportation) in collaboration with the Ministry of Health supplies 
unit. Raise funds and coordinate the needs of the donors. 

• Prepare tuberculosis documents (technical guidelines, training modules). 
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• Train the medical staff and the laboratory technicians by holding workshops and 
introducing tuberculosis training materials into medical schools. 

• Organize supervision at each level (central level to provincial level and provincial 
level to district level). 

• Analyse tuberculosis data collected through a National Health Information System 
and promote epidemiological surveillance ofHlV-tuberculosis infection and drug 
resistance. 

•. Evaluate the results of the programme. 

• Promote research and information, education and communication. A National 
Tuberculosis Technical Committee Meeting will be held once a year to support the 
NTP activities, to orient the participants and to make an assessment of the NTP. 

3.2 Provincial level (intermediate level) 

At provincial level, tuberculosis activities are under the responsibility of the Provincial 
Health Director (PHD). The PHD usually delegates the tuberculosis activities to a tuberculosis 
supervisor. The provincial tuberculosis supervisor is in charge of the Tuberculosis Programme 
for the province, and frequently closely co-ordinates with other programmes (e.g. leprosy, 
malaria, denge, HIV, EPI). The supervisor is usually located at the Directorate of Health or the 
Hygiene Centre. or even the provincial hospital. The functions of the supervisor are to: 

• Ensure that the district and prO\'incial hospitals are regularly supplied and maintained 
with adequate drugs, reagents and products. 

• Train laboratory and medical staff in the use of the Hospital Tuberculosis L 
laboratory Register and the Tuberculosis Hospital Register. 

• Supervise the quality of registration, the quarterly report, diagnosis by direct 
microscopy examination, clinical and laboratory follow-up, intake of drugs, and 
tracing of defaulting patients. 

• Verify that tuberculosis cases that are registered in the Hospital Tuberculosis 
Laboratory Register are also registered in the Tuberculosis Hospital Register. 

• Check that smear-negative tuberculosis cases registered in the Tuberculosis Hospital 
Register had three negative smears registered in the Hospital Tuberculosis Laboratory 
Register. 

• Collect and analyse tuberculosis data from all the hospitals of the province (new cases 
and cohort analysis). 
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3.3 Peripheral level 

District and provincial hospital 

Health staff in charge of tuberculosis are usually laboratory technicians and 
medical staff (doctol'S, assistants and nurses). Their functions are to: 

• Provide passive case-finding during consultations. 

• Provide case diagnosis by direct smear examination of the sputum. 

• I nitiate treatment. 

• Supervise daily drug intake during the initial phase of the treatment and in 
ambulatory treatment during the continuation phase. 

• Complete individual forms and tuberculosis registers. 

• Complete the quarterly report on new tuberculosis cases, the cohort analysis and the 
status of drugs and reagents. 

• Identify and trace the defaulter cases. 

3.4 Commune dispensa~· 

The functions of the health staff in charge of a dispensary are to: 

• Identify patients coughing for more than 21 days. 

• Refer these patients to the district hospital for a smear exam of their sputum or refer 
three sputum samples in sealed containers in the district hospital for smear 
examination. 



GENERAL OBJECTIVES 

I. Complete the 
implementation of the new 
National Tuberculosis 
Programme 

2. Improve supervision 

3. Participate in the new 
Ministry of Health policy 

4. PLAN OF ACTION 1995-1999 

OPERA TIONAL OBJECTIVES 

1.1 Complete three IIlter-provincial tuberculosis training sessions before the end of 
1995. 

1.2 Implement SCC progressively throughout all the running district hospitals of the 
country (50 in 1995.75 in 1996,120 in 1997) 

1.3 Ensure three refreshing training sessions and a bi-annual seminar including 
training focused on specific topics such as tuberculosis-HIV interaction, impact 
supervision and the drug system. 

2.1 Ensure medical and laboratory supervision to each province trained two to four 
times a year from central level to provincial level and every one or two months from 
province level to district level 

2.2 Conduct quality assurance activities by re-reading of sampling slides on a 
continuous basis. Conduct/improve quality control system for sputum examination. 

2.3 Conduct progressive decentralization of central authority to provincial level in 
terms of the existing capacities of each province in drug and reagent supply, in the 
re-reading of the slides, and in health information analysis and supervision (2 
provinces in 1995, 4 provinces in 1996, 8 provinces in 1997). 

3.1 Participate to the ongoing mapping exercise and regular provincial planning 
activity for a better integration of TB activities. Defme the needs for tuberculosis 
activities, e.g. supervision, housing, equipment and incentives. 

3.2 Participate in fund-rising in collaboration with Ministry of Health, particularly 
for tuberculosis drugs and for the future donors roundtable meeting. Coordinate all 
external aid funds related to tuberculosis. 
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GENERAL OBJECTIVES 

4. Participate in the 
definition of the drugs and 
equipment needs, its 
purchase and internal 
supplies 

5. Analyse data and 
evaluate programme results 
and impact 

OPERATIONAL OBJECTIVES 

4. J Review the needs for TB drugs twice a year in collaboration with the Direction 
of Pharmacy 

4.2 Promote the prioritarisation of TB drugs among all essential drugs. 

4.3 Participate every quarter and review twice a year the drug supply system in 
collaboration with the provincial level and the Direction of Pharmacy. 

4.4 Equip the Tuberculosis Unit in collaboration with other programmes and budgets 
with laboratory materiel (small equipment and microscops), tuberculosis register, 
and provide means of transport and computers at provincial level for superviory 
activity. 

5.1 Collect and analyse tuberculosis data on treatment results (cohort analysis) and 
on new cases (quarterly report) from all the hospitals of the province. 

5.2 Conduct progressive decentralization of central capacity to provincial level in 
health information analysis and supervision. 

5.3 Organise annual external review of the programme and promote its outcome 
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5. Budget requirements for tuberculosis programme 1995-1997 

Items 1995 1996 
in thousands US $ 
January 1995 

WHO Others fo!:!1 WHO Others Total WHO 

Long term staff 100 100 100 100 100 
Short term staff 30 JO 30 30 30 

Building/rehabilitation 
central level 100 100 100 100 
periph .level 300 300 100 100 

Supplies Equipment 
drugs 1,000 1.000 1.000 1.000 
food 500 500 500 500 
others 30 300 300 10 100 110 10 

Training and expertise 40 100 140 40 100 140 40 

TOTAL 200 2,300 2.500 180 1.900 2.080 180 
_ .. - _. -

1997 

Others 

100 
100 

1,000 
500 
100 

100 

1,900 
L .. ---

Total 

100 
30 

100 
100 

1,000 
500 
110 

140 

2,080 
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MALARIA IN THE KINGDOM OF CAMBODIA 
EPIDEMIOLOGY, ECOLOGY AND NATIONAL STRATEGY FOR CONTROL 

1995-1999 

1. BACKGROUND 

Malaria is a major cause of illness and death in the Kingdom of Cambodia, with 
100,000 laboratory confirmed cases and 1100 recorded deaths per year. The real figures may 
be up to five times higher. The overall case fatality rate abut 1.5%, but reaches over 10% in 
some of remote provinces. Reported incidence variation over the past 15 years is largely due 
to population movement into the forest for military or economic activities. 
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Until recently, the National Malaria Control Programme focused on rec:uGlil1n cf 
mortality through improved disease management in government hospitals. Now, v,';m the 
rapid development of curative health services in many parts of the country, the programme 
can place greater emphasis on prevention and a reduction of morbidity through the use of in
secticide treated mosquito nets, and promotion of appropriate self-treatment in the private 
sector. Malaria is a multi-faceted disease whose impact, and control, involves social, eco
nomic, educational and environmental programmes far beyond traditional "medical" fields. 
This document attempts to clarify the biological and social challenges, potential solutions, 
and areas for collaboration among WHO, UNICEF, NGOs and the National Malaria Centre. 
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1.2 Geography and ecology 

The primary malaria vectors in Cambodia, Anopheles dirus and An. minimus, are as
sociated with forests, forest-fringe areas and rubber plantations, but are not normally found in 
the more heavily populated rice growing areas around the Tonle Sap and in the south-eastern 
part of the country. The National Malaria Centre estimates that only 337 of 1569 communes, 
representing 15% of the population, are domicile in endemic areas. However, there is a large 
transient population, mostly young men, who venture into the malarious forest seeking liveli
hood for themselves and their families. 

Malaria EndemiC Areas in 
The Kingdom of Cambodia 
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Malaria places a severe economic burden on these families, from the loss of income 
and the large sums of money spent in the private market on inappropriate medications, espe
cially a gross overuse of injections and infusions. National Malaria Centre studies show that 
the vast majority of persons, 90% in some areas, who suffer from a malaria-like illness will 
first seek treatment in the private market before presenting to government services. In areas 
with poorly functioning health services such as Srey Ambel district in Koh Kong Province, 
people will send an average of US$1O to treat "mild malaria" and $26 to treat "severe ma
laria". Moreover, these treatments usually contain too little quinine but an excess ofwmeces
sary and dangerous drugs such as vitamin infusions and corticosteriods. 
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1.3 Parasitology 

Nation-wide Plasmodiumfalciparum comprises about 80% of the malaria infections 
with the rest being P. vivax and occasionally P. malariae. Multi-drug resistant falciparum 

in vivo Anti-malaria Drug Monitoring 
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malaria is a prominent feature of 
the disease in Cambodia. Drug 
sensitivity studies conducted 
over the past decade indicate a 
high level of drug resistance, 
especially in the western prov
inces. In the North-west, 
chloroquine and sulfadoxine -
pyrimethamine (Fansidar®) can 
no longer be used for clinically 
diagnosed malaria at the com
mune level, and choice of an af
fordable and acceptable alterna
tive has been difficult. Meflo
quine (20 mg. per kg) has been 
introduced in hospitals with reli
able laboratory and drug man
agement services, but this too is 
seeing decreasing sensitivity, 
especially in the western prov
inces. The seven day course of 
quinine-tetracycline is still ef

fective. but achieving compliance for the full seven day course is difficult. Intravenous 
quinine is still effective for sc\erc and complicated malaria. In 1995 the National 1\lalaria 
Centre has begun evaluating thc newer Chinese anti-malarial drugs based on Artemisinine. 
An eyaluation of artemether i.m. for severe and complicated malaria has begun in Battam
bang and Kratie provincial hospitals. Later in the year an evaluation of Artesunatel meflo
quine combination will take place in Pursat Province. 

It is recognized that inadequate availability of laboratory services leads to excessive 
use of unnecessary. expensive and difficult treatments and efforts are being made to improve 
quality and confidence in diagnostic services and to push as far into the periphery as possible. 

The specter of multi-drug resistant strains of falciparum malaria also adds urgency to 
understanding the private sector and increasing rational drug use. Mefloquine, usually in 
combination with Fansidar, is now commonly found in the markets and the newer artemisinin 
derivatives beginning to find their way across the borders and into the markets of the North
east. The National Malaria Centre began working with private drug vendors in 1994 in Srey 
Ambel District and in 1995 began, with funds from WHOITDR, and in collaboration with the 
Department of Hygiene and Health Education and UNICEF, to produce videos and posters 
for improved use of antimalarials in the private sector. 
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1.4 Entomology and vector control 

The major malaria vectors in Cambodia are Anopheles dirus. An. minim us, An. macu
latus and An. sundiacus. An. dims is notoriously difficult to control. It breeds in small pools 
of water in heavily shaded forests and rubber plantations, making larval control impossible, 
and does not usually rest inside houses making residual house spraying inefficient. An. 
minimus breeds in small streams in forest fringe areas. It also does not respond well to re
sidual house spraying or larval control. An. sundiacus, the third important vector, breeds in 
costal brackish water pools and, of the three, is more amenable to larval control. 

Insecticide treated mosquito nets may, in specific ecological circumstances, help to 
control the disease. This remains the only viable long-term approach for substantial reduction 
of the country's malaria problem, especially in light of increasing drug resistance and the un
certainty of improving private sector treatment. 

Insecticide Treated Mosquito Nets: 

• CNMfNGO Projects 1992 to 

• Districts Targeted for 1995 to 1998 

From 1992 to 1994, 37,500 nets were distributed and treated through collaborative 
projects with NGOs and Provinces. In April 1995 a further 20,000 nets were distributed and 
treated, bringing the total to 60,000 nets, covering approximately 10% of the population 
living in "medium and high risk" villages. In October 1995 a large three year treated mos
quito net distribution/evaluation project is planned for Kampong Cham and Kampong Speu 
Provinces. 

There is still, however, the large transient forest worker population, many of whom 
come from non-malarious areas not covered by these village-based distributions. For this 
population, the National Malaria Centre, in collaboration with an NGO, is developing a social 
marketing of mosquito nets for hammocks. 
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2. PROGRAMME OBJECTIVES 1995 TO 1999 

2.1 Long term objectives 

The Progranune's goal is to reduce malaria mortality and morbidity to the extent that 
malaria is no longer a major disease problem in Cambodia. To meet this goal the Programme's 
long term objective is to strengthen capacity for malaria control activities at the central 
level, provinces, districts and communes. 

a) Mortality: Nation-wide Case fatality rate is reduced below I % by 2000 (National 
Health Information System Data). 

b) Morbidity: Incidence is reduced by 30% in Kampong Cham and 25% in Kampong 
Speu from 1995 baseline by end 1998. Incidence in other provinces show similar 
decline by 2000 (Community Survey Data). 

2.2 Short term objectives: by end 1998 in Priority Provinces, Nation-wide by 2000 

Treatment of Malaria Patients Improved: 

a) More than 50% of malaria patients are treated at authorized facilities (verified 
through annual surveys). 

b) At least 90% of treatments at authorized facilities follow national guidelines (verified 
through supervision reports). 

Laboratory services strengthened 

a) The establishment of J 0 ne\\' microscopic stations per annum (facility surveys), 
b) More than 90% of cross-checked slides show accurate diagnosis (quality control data), 

Supply of malaria drugs and laboratory supplies assured 

a) All province and district hospitals have needed antimalarial drugs at all time from 
1996 (stock reports). 

b) Commune health posts to be supplied with antimalarial drugs identified by mid 1995 
and supplied by end 1996 (activity and stock reports). 

Availability of insecticide treated mosquito nets in high-risk areas expanded 

a) By end of 1997 80% of at risk population in Kampong Cham and 70% in Kampong 
Speu using nets. Net distributions in other provinces will be carried out as funds be
come available (house hold surveys in sample communes). 

b) By end 1995 project for social marketing insecticide treated mosquito nets for ham
mocks for forest workers funded. 

Knowledge of malaria prevention and treatment in at-risk populations improved 

a) Target for coverage will be formulated after initial surveys. 
b) That 50% of patients are treated at authorized facilities (see treatment). 
c) That 80% of target popUlations use mosquito nets correctly (KAP, focus group and 

market studies). 
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Epidemiolo~ical Services Stren~hened 

a) From 1996 epidemiological indicators are updated monthly and used in programme 
management at each level. 

b) From 1996 a feed back report for ma1aria is produced every three months. 
c) Population prevalence levels in two provinces are measured yearly. 

Plannin~ and mana~ement of Malaria Control Pro~ramme staff improved 

a) Reports and plans written by national staff. 
b) Training courses and field research planed and implemented by national staff. 

3. APPROACHES 

3.1 At national level 

Disease management (treatment. laboratory services and dru~ supply) 

a) Clinical and laboratory diagnostic training and supervision for Provincial, District 
and selected Commune level health workers. 

b) Revision and publication of treatment infonnation for the private sector. 
c) Monitoring efficacy of therapeutic regimens. 
d) Replacement/repair of microscopes and expansion of laboratory services 
e) Monitoring of antimalarial drug supplies by the Central Medical Store to 

Provincial and District Hospitals and to selected commune health centers (in 
collaboration with UNICEF). 

Vector contro I 

a) Expansion and evaluation of insecticide treated mosquito net projects, including 
complete coverage of population at risk in Kampong Cham and Kampong Speu 
1995 -1997 with expansion to other provinces 1997-1999. 

b) Development of social marketing strategies for reaching transient forest worker 
population in collaboration with NGOs to begin 1995 and increase yearly through 
1999. 

Supporting Components 

a) Health promotion: focus on appropriate drug treatment and use of insecticide 
treated mosquito nets. 

b) Epidemiological services: focus on coordination with National Health Infonnation 
System and workshops for Provincial Malaria Supervisors. 

c) Programme management: focus on Training of Trainers, supervision and man
agement training to NATIONAL MALARIA CENTRE and Provincial Malaria 
Supervisors 

d) Staff development, including post graduate degree and diploma training 
e) Operational research on disease management and vector control 
f) Institutional strengthening: collaborative links with University of Phnom Penh and 

International Schools of Public Health. 
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3.2 At the provincial/district level 

Disease maoal:ement 

a) Follow-up supervision of training for Provincial, District and selected Commune 
level health workers 

b) Assist monitoring efficacy of therapeutic regimens. 
c) Inventory and reporting for laboratory equipment. 
d) Monitoring antimalarial drug and laboratory supplies. 

Vector control 

a) Assist planning, implementation and evaluation of insecticide treated net projects. 

Supportinl: components: 

a) Health Promotion: participate in production, dissemination and evaluation. 
b) Epidemiological services, evaluation of malaria information in province 
c) Training and Supervision activities 

3.3 At the commune and village level 

Disease mana~ement 

a) Selected commune health centers will have diagnostic capability (microscope or 
dipstick). 

b) Selected communes in addition to above will have regular supply of anti-malarial 
drugs. 

c) An additional number will participate in malaria training activities. 

Vector control 

a) Communes and villages will participate in insecticide treated mosquito net proj
ects and will be primarily responsible for managing cost recovery. 

b) Some net promotion projects will be done in collaboration with the Ministry of 
Rural Development, Primary Health Care Department. 

Supporting Components 

a) Health Promotion activities in collaboration with schools and wats. 
b) Selected Communes and Villages in Kampong Cham and Kampong Speu Prov

inces will participate in yearly malaria prevalence surveys. 
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4. Plan of Action 

Priority Provinces: While the National Malaria Control Programme operates throughout 
the country it places priority on the following provinces based on malaria disease burden, ac
cess and security and the provincial health department's capacity to implement programme 
activities. As illustrated in the map below, most of the attention between 1992 and 1994 was 
0!1 the north west provinces. The health programmes there have developed to the extent that 
they need less intensive input from the National Malaria Centre. Most of the efforts between 
1995 and 1998 are on Kampong Speu and Kampong Cham Province, with secondary empha
sis on Siem Riep, Koh Kong and Kampot. The north-eastern provinces are receiving special 
attention for disease management while the other provinces are receiving six-monthly super
vision visits and refresher training for clinicians and microscopists. 

Malaria Control Programme 
Target Provinces 1995 to 1998 

4.1 Disease Management 

, 
Prlom, \. 

19Q~ - 1998 ~ Prionl), 

~ 1995·199, MoJium 

1995·1998 Selected Activities 

~ 19<)2 - 1994 Pnorily ProYIIKes 

a) Training and supervision of diagnosis and clinical management is the core programme 
activity: each year 200 clinicians receive 5 day and 150 microscopists 10 day training 
each year. It should be possible to reduce training by 1997-1999. 

b) Health workers from malaria risk communes, especially in priority provinces will 
receive 2 days training for a total of approximately 120 persons per year. 

c) Monitoring of therapeutic efficacy and publication oftreatrnent protocols will continue 
through 1999. 

d) 10 new microscopy points will be established per year from 1995 to 1998, especially in 
priority provinces; replacement of old microscopes will continue each year. 
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4.2 Insecticide treated mosquito net promotion 

a) From 1995 to 1997 sufficient bednets will be distributed and impregnated twice a year 
in Kampong Cham and Kampong Speu. Concurrent surveys will be made in sample 
communes to detennme parasite prevalence, malaria KAP, and ability to pay for nets. 

b) Education campaigns will be carried out in target populations to prepare for mosquito 
net distribution! subsidized sale, and impregnation. 

c) From 1997 to 1999 project will be expanded to other provinces. 

d) Social marketing for Nets-for-Hammocks in collaboration with NGO will begin in 1995 
and assume greater importance through to 1999. 

4.5 Supporting Components 

a) Health Education, particularly for appropriate drug treatment and use of insecticide 
treated mosquito nets will continue in collaboration with the Department of Hygiene 
and Health Education, Provincial authorities and NGOs. 

b) Epidemiology: by end of 1995, malaria epidemiological information system will be 
functional and integrated with national HIS relying on monthly reports from provinces. 

c) Programme Management: Current Training of Trainers course will continue through 
1995, with more staff attending in 1996 and beyond, management and supervision 
training for malaria programme staff will continue through Saturday Morning Seminar 
Series and quarterly workshops. 

d) Staff development: including post graduate degree (Medical Entomology and Health 
Education) and diploma training (DAP&E. Public Health and Management) 

e) Operational research on disease management (drug resistance, self treatment and 
therapeutic efficacy) and vector control (use and impact of insecticide treated mos
quito net projects) 

f) Institutional strengthening: collaborative links with University of Phnom Penh and 
International Schools of Public Health. 

5. Collaboration 

5.1 The National Malaria Centre: 

Malaria Control Activities began in Cambodia in 1951, and before the disruptions of 
the 1970s, developed a solid program of epidemiology, treatment and vector control. After 
1979, malaria control activities were carried out by a section of the Department of Preventive 
and Curative Medicine. In July 1984, the National Malaria Centre was established to provide 
technical support and supplies to malaria related activities in Cambodia. Administratively, 
personnel assigned to malaria related activities are responsible to the Provincial and District 
Health Committees where they serve. It is therefore a hybrid structure, vertical in the sense 
that the National Malaria Centre provides'training and technical guidance, but horizontal in 
that the field staff are employed by, and responsible to the Provincial and District Health 
Committees. 
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5.2 WHO 

WHO provides technical support and regular budget funding of approximately 
$95 000 per year. WHO also facilitates coordination with malaria control programmes in the 
Western Pacific and Southeast Asian Regions, particularly regarding chemotherapy, drug re
sistance monitoring and border issues. 

5.3 UNICEF 

At the national level, UNICEF has collaborated in the production of health promotion 
materials and in the health components of primary and secondary school curricula. The 
UNICEF supported programmes for the Central Medical Store and the National Health In
formation System also form an integral part ofthe National Programme. At the provincial 
level, UNICEF supported Health Advisors are involved with malaria control activities in 
their provinces. Potential areas of future collaboration include school-based educational ac
tivities, Women in Development and Hygiene and Health Education. One of the most impor
tant areas requiring a concerted effort are public awareness projects on appropriate self, or 
private market, medications. 

5.4 United Kingdom, Overseas Development Administration (ODA). 

ODA began core support to the National Malaria Centre in 1992 with a three year 
£O.8m grant executed through WHO. There is now another three year project extension from 
April 1995 to March 1998 for £ 1.259. The new ODA/WHO project marks a transitian in 
malaria cantrol palicy, from a haspital-based. primarily curative strategy, to. a strategy that 
includes mare preventive acti"ities in the cammunity through training. public information 
and an expansian af insecticide treated masquito nets projects. Funding uncertain after 1998. 

5.5 Voluntan- Service Overseas 

The WHO/ODA malaria project cantracts the British Valuntary Service Overseas 
(VSO) to. provide additional teclmical assistance to. the Natianal Malaria Centre. Currently 
there are three VSO valunteers. a labaratory specialist, a physician and an Information Man
agement Specialist. The new ODA praject includes funds far faur mare valunteers to. be 
pasted to. the regianal malaria affices when the present valunteers finish their services in 1996 
and 1997. 

5.6 The World Bank. 

The Warld Bank is developing an investment strategy that targets malaria, TB, AIDS 
and strengthening district health systems. The World Bank investment may begin in October 
1996 and will build upan the structure af the ODA/WHO project. Operatianally, much af the 
Warld Bank investment will be to. support insecticide treated masquita net projects and the 
building of management capacity in the pravincial, district and cammune preventive health 
systems. 
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5.7 European Union. 

An identification mission from the European Union (EU) visited Cambodia in March 
1995, but few details are available on their potential investment: it may parallel the 
ODAIWHO project. Discussions have also been held with the Assistance Publique -
Hopitaux de Paris seeking support for an Infectious Disease Ward at a Phnom Penh hospital. 
But again, there are few details and funding is in doubt. 

5.8 Institut Jacques Monod 

Professor Benedetti, Directeur de Reserche au CNRS, Institut Jacque Monod, Paris, 
coordinated the building of the National MalariaCentre laboratory building in the mid-1980's 
and has donated tens of thousands of dollars worth of laboratory equipment. There are now 
plans for a donation of $80 000 for training and diagnostic services. Also, there are plans to 
support an international workshop on "Molecular Biology and Malaria Control" sometime in 
1996. 

5.9 World Education 

In 1995 project funds were used to contract the NGO World Education for two staff to 
attend a training methodologies and communications course. As training is a central element 
of the programme, more such collaboration with World Education is planned for the future. 

5.10 Population Sen'ices International (PSI) 

A proposal \\as writtcn in collaboration with PSI for social marketing of insecticide 
treated mosquito nets for forest workers. As of June 1995 the project has not yet been 
funded. 

5.11 AusAID 

Discussions began in 1995 on potential support for operational research, training and 
information services with A usAID. 



I Component WHO 
Disease Management 178 
Vector Control 253 
Health Education 47 
Epidemiology 13 
Drugs and Lab supplies 70 
Personnel, Management, 197 
capital and running costs 
Total 758 

National Malaria Control Programme 
Budgetary Requirements 

USD (x OOO's) 

1995 1996 
Others Total WHO Others 

58 236 65 96 
73 326 218 73 
47 94 47 47 
I I 24 13 12 

862 932 10 798 
297 494 210 297 

1348 2106 563 1323 

Total WHO 
161 64 
291 237 
94 47 
25 13 

808 10 
507 202 

1886 573 

1997 
Others 

79 
73 
47 
12 

734 
297 

1242 

Total 
143 
310 
94 
25 

744 
499 

1815 
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