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SUMMARY

The national programme for the control of diarrhoeal diseases (CDD) was
established by the Ministry of Health in 1982 under the Department of Health Education
and the national programme for the control of acute respiratory infections (ARI) in 1987
under the Department of Curative Services. The programme was established to address
the high childhood diarrhoea and ARI mortality and morbidity in the Lao People's
Democratic Republic. Since 1990, the ARI/CDD programme has been the responsibility
of the Maternal and Child Health Institute.
In the early years of programme implementation, the focus of ARI/CDD activities
was on clinical training of health workers in standard case management of diarrhoea and
ARI, training in supervisory skills and distribution of oral rehydration salts. In 1993, an
ARI/CDD household survey was conducted in Vientiane Municipality which showed
that most mothers lacked adequate knowledge of ARI/diarrhoea home care. Since then
programme has emphasized improvements in the interpersonal communication skills of
health workers.
National policies on ARI and CDD were formulated at the end of 1994. A
medium-term plan for 1995-1996 was drawn up, which identified improvements in ARI
and diarrhoea case management in households and among health care providers, as well
as preventive interventions such as promotion of exclusive breast-feeding, improvement
of weaning practices, use of clean water, promotion of handwashing, use of latrines and
immunization as the main strategies of the national programme. Specific activities were
described in annual plans of action, and over the years these have expanded in scope
from ARI/CDD health worker training to community promotion of home care and ARI
and diarrhoea prevention.
In order to assess the progress made by the national ARI/CDD programme during
the past three years and to identify how it should proceed in future, the programme
conducted a shmt programme review (SPR) from 18 to 27 February 1998. This review
was the first of its kind in the Lao People's Democratic Republic, and was conducted in
collaboration with UNICEF and WHO. A team of three external facilitators completed
the short programme review with national staff and other knowledgeable persons. The
team developed recommendations covering the activities in which the programme is
·
currently involved, and developed a workplan for 1998 to implement the
recommendations.
The recommendations to the national ARI/CDD programme were:
1.

Planning and management
(a)
ARI/CDD programme management capacity and skills should be
strengthened at central and provincial levels. An ARI/CDD programme
management course should be organized for central and provincial managers.
(b)
The annual review and planning meeting with central and provincial
managers, as well as partner agencies should be used to develop plans that are
based on an assessment of resources and needs. These plans should be the basis
for the formulation of a national ARI/CDD plan of action. Provincial managers
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should be actively involved in programme planning, implementation and
evaluation.
(c)
National ARI/CDD programme policies should be actively disseminated
and shared with all the departments and partners of the Ministry of Health
involved in child health.
(d)
The Ministry of Health should identify a mechanism for intersectoral
collaboration between child-health related programmes, and the different
departments within the Ministry of Health, other institutions and partners.
2.

Training
Since its establishment, the ARI/CDD programme has achieved high
(a)
training coverage. The programme should ensure that the highest standards of
quality are attained during future training efforts. Improvements to training
should focus on:
strengthening the basic education in the medical and nursing
schools; and
building capacity for training and supervision at the central and
provincial levels.
(b)

'The programme should redefine its training approach by:
assessing strengths and weaknesses of current trainers;
identifying those requiring additional training;
identifying additional potential trainers among those who excel at
case management training and conducting a training of trainers course
with an emphasis on teaching skills;
ensuring that new trainers conduct their courses under the
supervision of an experienced trainer.

(c)
The programme has trained a few teachers from the nursing institutions in
ARI/CDD case management so they would include this in the teaching of
undergraduate students. The programme should assess the actual implementation
of ARI/CDD case management training in nursing schools, including the number
of trained teachers, the quality and content of the training, the curriculum for
nurses, and quality of case management training in the curriculum. Following the
outcome of this assessment, case management training for nursing teachers
should be planned, followed by a workshop to strengthen the basic education in
the nursing schools.
(d)
The evaluation results from the oral rehydration therapy (ORT) promotion
should be used to revise training strategies and improve the quality of training.
The availability of appropriate training guidelines for trainers and trainees must
be ensured.
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3.

Information, education and communication
The programme should continue to emphasize interpersonal communication skills
as its main strategy to improve home care and prevention. The experience gained
to date must be summarized and shared with other departments of the Ministry of
Health and other partners. To facilitate this process, it is recommended that a
Working Group be established under the coordination of the ARI/CDD
programme. The results should also be used to guide the development of a
communication strategy.

4.

Drugs
Drug sellers and pharmacists play an important role in providing services to the
community. The training initiative by the Curative Department of the Ministry of
Health aims to improve drug prescription and also to involve drug prescribers in
advising caretakers on home care. Such an important task must be:
carefully designed;
initially implemented in selected areas; and
include regular monitoring and evaluation of outcomes before
wide-scale implementation.

5.

Monitoring and supervision
The programme is to be complimented on its achievement in conducting
supervisory visits to provinces and districts. In order to increase the frequency
and ef11ciency of supervision, it should be planned and implemented together with
provincial managers and in the context of the general plan of action, so that
supervision results are taken into account in the next planning cycle.

I. BACKGROUND

In the Lao People's Democratic Republic, acute respiratory infections and
diarrhoeal diseases account for the largest proportion of childhood mortality and
morbidity after malaria. It is estimated that more than 10 000 children under five years
of age die from acute respiratory infections and/or diarrhoea every year. Infant
mOiiality is currently reported as 113/1000 live births and under-five mortality as
142/1000 (Fertility Birth Spacing Survey/National Statistical Centre, 1995). The
population of the country is 4.6 million, 18.4% of whom are children under five years of
age.
In order to address these important public health problems, the Ministry of Health
established the national programme for the control of diarrhoeal diseases (CDD) in 1982
and the national programme for the control of acute respiratory infections (ARI) in 1987
under the Depatiment of Health Education and the Depatiment of Curative Services. In
1990 the ARI/CDD programme's responsibility was moved to the Maternal and Child
Health Institute (MCHI). The MCHI is structurally under the Department of Hygiene
and Preventive Services of the Ministry of Health. The ARI/CDD network extends to
the maternal and child health centres at the provincial and district level.
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In the early years of programme implementation, the focus of ARl and CDD
activities was on training of health workers in diarrhoea and ARl case management and
in supervisory skills, as well as on supply and distribution of oral rehydration salts
(ORS). At first, training courses were carried out separately for ARl and CDD. Since
1992 the programme has combined ARI and diarrhoea case management courses. In
order to facilitate training activities, a national diarrhoea training unit (DTU) was
established in 1991 at the Mahosot Hospital in Vientiane. This was upgraded in 1992 to
include an ARI training unit (ATU). Oral rehydration therapy areas have been set up in
provincial and district hospitals.
In 1993 an ARl/CDD household case management survey was carried out in
Vientiane Municipality. The survey results showed that most mothers lacked adequate
knowledge on ARl/diarrhoea home care. The results pointed to the need for case
management in the home to be improved. The ARI/CDD programme therefore started
emphasizing communication activities. In 1994, the communication component
"Advising Mothers" was added to ARI/CDD case management training and the first
training of trainers course took place. In the same year, severe outbreaks of cholera
continued to occur in several provinces and the National Cholera Coordination
Committee was established. The CDD programme was actively involved in
implementing the national cholera plan of action that was developed in order to combat
the disease and improve preparedness against epidemics. The year 1994 also saw the
development of revised national policies on ARI and CDD.
At the end of 1994, a medium-term plan for 1995-1996 was prepared. Its
objectives were to reduce mortality and morbidity due to diarrhoeal diseases and acute
respiratory infections and to reduce the inappropriate use of drugs. The main
programme strategies include improvements to ARl and diarrhoea case management in
households and among health care providers, together with preventive interventions
such as promotion of exclusive breast-feeding, improvement of weaning practices, use
of clean water, promotion of hand washing, use of latrines and immunization of
children. The medium-term plan also describes some specific activities focusing on
training and communication in order to promote home care and selective preventive
interventions.
Poor health infrastructure, the fact that 85% of the population I ivcs in rural areas,
difficult terrain, ethnic diversity, lack of human resources, high turnover of health staff
and poor utilization of public health services are major challenges to the national
ARl/CDD programme. Limited government expenditure on health, a growing private
health sector and numerous patiner agencies in health (numbering 67 at the moment)
call for strengthening of collaboration and coordination in executing child health
programmes.
This ARIICDD short programme review (SPR) is the first of its kind in the Lao
People's Democratic Republic. It aims to assess the progress made by the national
ARl/CDD programme during the past three years, as well as to identify solutions to the
constraints the programme has encountered. Resulting in a shoti-term workplan, it also
serves as an opportunity for the ARI/CDD programme to collaborate with partners in
discussing the future direction of child health in the country.
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2. THE SHORT PROGRAMME REVIEW

2.1

Objectives
The objectives of the review were to:
( 1)
assess how well the ARI and CDD programmes implemented plans and
intentions in major activity areas;
(2)

assess progress towards programme objectives and targets;

(3)
identify the problems the programme has faced and suggest solutions to
improve programme performance; and
(4)

develop a plan of action for 1998.

The review covered the period 1995-1997, the period recognized for active
programme implementation with a particular focus on activities that had been planned
for 1996-1997.

2.2

Participants in the review

The review team was composed of staff from the ARI/CDD programme,
Department of Hygiene, Centre for Information and Health Education, paediatricians
from Mahosot, Friendship and Setthathirat hospitals, CDD/ ARI coordinators from the
provinces of Savannaketh and Luang Prabang, representatives from UNICEF and WHO
staff from Lao People's Democratic Republic, the Western Pacific Regional Office and
Headquarters.
The list of participants is provided in Annex 1.
2.3

Methods used
The short programme review included the following methods:
( 1)

review of records;

(2)
individual discussions with programme staff and other persons
knowledgeable about major programme areas;
(3)

plenary discussions with all participants.

The review was conducted in Vientiane, mostly in the premises of the Maternal
and Child Health Institute.
2.4

Steps completed

The review team followed the steps recommended in the WHO Guidelines for
Conducting a Short Programme Review, 1997. The team completed the following steps
described below:
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2.4.1

Opening

During the opening session, the National ARl and Diarrhoeal Disease Control
Programme Manager briefed the review team on the overall programme objectives and
strategies. The briefing also included overall expectations from the short programme
review. The opening session was attended by Dr Phonethep Pholsena, MCHI Director,
and Dr Yves Renault, WHO Representative in the Lao People's Democratic Republic.
After the opening ceremony, the WHO/HQ staff introduced the short programme
review objectives, methodology, steps involved during the short programme review
process and methods to be used to complete the review. The suggested timetable (see
Annex 2) was presented and endorsed.
2.4.2

Assessment of how well the programme implemented planned activities
Relevant programme documents were made available to the team.

The short programme review team reviewed the Medium-Term ARl/CDD
Programme Plan for 1995-1996 and the yearly plans of actions for 1995-1997. The
plans were used as a basis for the next steps. The list of documents reviewed is
provided in Annex 3.
In order to assess the status of activities that had been implemented during 19961997 and their quality, the team held individual discussions with the programme staH
and other knowledgeable persons about the activity areas. The ARI/CDD programme
managers participated fully in the review.
Based on the document review and discussions held, the team developed a list of
achievements and main issues of concern.
2.4.3

Assessment of the overall achievements

The team convened a plenary meeting to review selected indicator results from a
household survey conducted in Savannakhet and Champassak in 1996 (see Annex 4) to
assess progress made on case management practices in the health facilities and in the
home. The team identified overall progress made and problems impeding further
progress.
2.4.4

Problem solving

The team then discussed the issues of concern in detail, identified which issues
needed more attention and put forward feasible solutions.
2.4.5

Development of recommendations and a work plan

Based on the conclusions made in the plenary meeting, the team formulated a set
of recommendations. The recommendations were reviewed for their appropriateness
and feasibility and translated into a workplan for the next year. The workplan will be
used as a basis for adapting the annual plan prepared for 1998 (Annex 5).
2.4.6

Presentation of findings and recommendations

On the last day of the review (27 February 1998), the review team's major
findings and recommendations were presented to the Vice Minister of Health,
Dr Bounkoung Phichith, Dr Phonthep Pholsena, MCHI Director, other officials from the
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MCI-II and MOH and representatives from the international agencies and nongovernmental organizations. There was a consensus on the need for more structured
collaboration and coordination among the different programmes and agencies. The need
for more attention to improve the knowledge and practices of the community on
ARl/CDD home care was also emphasized.

3. SUMMARY OF FINDINGS

The national programmes for the control of ARI and diarrhoeal diseases in the
Lao People's Democratic Republic aim to reduce mortality and morbidity from
diarrhoeal diseases and acute respiratory infections, and to reduce inappropriate use of
antibiotics and other drugs for the treatment of these diseases. To achieve these
objectives, the programme identified case management, comprising early diagnosis and
treatment, as its main strategy.
During the period under review (1995-1997) the programme concentrated its
efforts in the following areas:
(I)

policy and programme management;

(2)

training;

(3)

information, education and communication (IEC);

(4)

procurement and distribution of drugs and other supplies;

(5)

supervision and monitoring; and

( 6)

evaluation.

The findings in relation to the implementation status and quality of activities of
each of the programme areas are summarized below.
3.1

Policy and programme management

The national programme for the control of ARI and diarrhoeal diseases is a
component of the Maternal and Child Health Institute (MCI-II), under the direct
supervision of the Director, Dr Phoneth Pholsena. The programme is managed by two
programme managers and has nine central level staff whose responsibilities are divided
into administration, planning, statistics and training. Although most of the ARl/CDD
programme activities in the Lao People's Democratic Republic are implemented in an
integrated or combined manner, the responsibilities of each member of staff are limited
to ARl/CDD. Other child-health related programmes, such as the Expanded Programme
on Immunization (EPI), malaria and nutrition are under different institutes (e.g. EPI is
under the Institute of Hygiene and Epidemiology).
3 .1.1

Policies

The national policies for ARl and CDD were developed in 1991 and revised in
1994. The policies were finalized and endorsed by the Ministry of Health in 1995. The
policies specify treatment and prevention guidelines in significant detail. They were
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distributed to other departments of the MOH, as well as to all provincial MCH centres,
provincial hospitals and nursing schools. Copies of the policy documents have also
been given to nongovernmental organizations upon request. However, the policies were
not widely and actively discussed in any organized forum. Thus, not all are aware of the
policy details/content. The implementation of the policies in practice at all levels of the
health care delivery system has not been followed up.
A breast-feeding policy that promotes exclusive breast-feeding was drafted in
1997. It is currently being finalized by the Breast-feeding Committee. Four ARI/CDD
staffwere trained in a breast-feeding counselling training course in 1997. However,
there is limited collaboration between the ARI/CDD programme and the Breast-feeding
Committee.
3 .1.2
3 .1.2.1

Programme management
Programme planning at central level

Planning for the ARI/CDD programme takes place at the central level once a
year, in September. Only the ARI and CDD programme managers and one staff
member in the planning section have responsibilities for programme planning. The
linkage of programme planning to its objectives and targets is not very clear, and plans
are not based on needs. Activities that have not been fully implemented in the previous
plans are usually incorporated in the new plans.
ARI/CDD annual plans are incorporated in the cornbincd MCH plan which covers
one year from October to September. Since ARI!CDD programmes do not have a
regular budget line in MCHI, these plans are not resource-based at this stage. The main
collaborating organizations for the ARIICDD programme in the Lao People's
Democratic Republic arc WHC) and UNICEF. UNICEF holds planning meetings with
the ARIICDD programme staff usually in October to November and WHO in December
to January for the annual operational plans from January to December. Proposals for
other partner agencies such as AusAID and Save the Children's Fund/Australia are
made on ad hoc basis. Different planning cycles and limited collaboration in the field of
child health complicate the ARI/C:DD planning in the Lao People's Democratic
Republic, and result in different plans of action.
The f(mun for discussing ARI/CDD programme activities between MCI-TI and the
main partners WHO and UNICEF, for example to report on activities carried out, is the
weekly ARI/CDD meeting. This is not always convened regularly. An annual review
and planning meeting with ARI/CDD central and provincial staff, as well as WHO and
UNICEF participation, was organized only once, in 1996, during the period under
review.
A medium-term plan defining programme objectives, strategies and targets has
been developed for 1995-1996 to guide the direction of the ARI/CDD programme.
Operational plans specifYing activities, timetables and budgets were developed
for I 995, 1996 and 1997. However, they were not detailed enough in specifYing the
target groups for activities nor the responsible parties to carry them out.
During the review period, implementation of the ARI/CDD programme plans has
seldom followed the planned timetable. A number of planned activities have not been
implemented mainly because the COD and ARI programme staff had additional
responsibilities and commitments, e.g. administration.
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3.1.2.2

Planning at provincial/district levels

Provincial ARI/CDD programme planning and implementation is the
responsibility of one or two programme coordinators who are staff members of the
provincial MCH centre.
At the provincial level, the ARI/CDD programme does not have a separate plan of
action. It is incorporated into the general annual plan of health activities. Provincial
plans are submitted directly to the planning section ofthe Ministry of Health at central
level in August each year. The central ARI/CDD staff are not routinely involved in this
process. They also do not routinely receive official provincial health plans. Information
about provincial planning reaches the central ARI/CDD staff only informally, for
instance, during supervision visits.
The provinces determine their priorities in health and send their plans to the
Ministry of Health in the hope of getting some of the limited central government
funding. Generally, the available government budget for ARI/CDD has been very small,
thus provincial programmes have been dependent on the local presence of supporting
NGOs. About one-third of the provincial ARI/CDD programmes also send their plans
to the central ARI/CDD staff requesting financial suppoti. In practice, however, these
requests have focused mainly on expensive equipment and means of transport, making it
difficult for the central programme to accommodate them.
Annual provincial activity repotis are sent to the Ministry of Health usually in
October, i.e. two months after the submission of provincial plans. As with the planning
process, the central ARI/CDD programme does not receive a copy of the provincial
activity repotis.
Regular mechanisms for collaboration in provincial planning and ARI/CDD
programme implementation do not exist between the central and provincial levels. An
annual review and planning meeting took place only once during the three-year review
period, supported by WHO and UNICEF.
The mid-term plan 1995-1996 included the expansion of ARI/CDD programme
activities to ten provinces (phase I) in 1995 and the remaining eight provinces (phase II)
in 1996. Provincial plans from phase I provinces were reviewed at the central level in
1995 and discussed in the annual review and planning meeting in March 1996.
However, there is no evidence that the plans were followed up and implemented.
Generally, districts do not have specific plans. It is the responsibility of
provincial health services to decide which districts to include in a cetiain activity,
should funding be available from the central resources.
3.1.3

Collaboration with patiners and other programmes

The main patiners of the national ARI/CDD programme during the period under
review were WHO and UNICEF. Some activities have been jointly organized, such as
the annual review and planning meeting in 1996 and the development of the health
education intervention for grandmothers. UNICEF support has mainly focused on the
development and distribution ofiEC materials, oral rehydration therapy (ORT)
promotion and prevention of diarrhoea and supply of ORS. WHO suppmied the training
of health workers and has provided technical expertise for communication activities.
There are several other patiner agencies and non-governmental organizations
operating in the field of child health in the Lao People's Democratic Republic. AusAID,
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GTZ and Save the Children's Fund/Australia have provided direct support to the
national ARI/CCDD programme. Other agencies such as Enfants et Developpement and
Champa have also produced ARI and CDD training materials and carried out health
worker training for case management. Unfmtunately, no regular forum for collaboration
between the national programme and these partner agencies exist. Consequently,
programme policies and plans on one hand, and field experiences on the other, are not
adequately shared.
Collaboration between the national ARI/CDD programme and the other
programmes of the Ministry of Health has been limited. To a great extent, this is
attributable to the highly vertical and centralized structure of the Ministry of Health.
This makes it difficult for individual programmes to coordinate child-health related
activities across programmes, institutes and depattments. Another impottant factor
seems to be the low visibility of the ARI/CDD programme, which has not been seen as a
priority programme, unlike birth-spacing and EPI which have attracted collaborating
partners. Collaboration between the Ministry of Health and other ministries, such as the
Ministry of Education, is also limited or unstructured.
3 .1.4

Conclusions

The Ministry of ITealth recognizes the problem of diarrhoea and acute respiratory
infections in young children in the Lao People's Democratic Republic. Revised national
policies for ARI and COD were adopted in 1995. Signi11cant human resources have also
been allocated to the national ARI/CDD programme at the central level. However,
difficulties in convincing decision-makers of the importance of sustaining ARl/CDD
activities have been reported at all levels, e.g. in comparison with the more attractive
EPI and birth-spacing programmes.
ARIICDD programme planning and implementation is highly centralized in the
Lao People's Democratic Republic. The involvement of provinces in the ARI/CDD
planning process is limited, and they are usually not aware of activities planned fbr them
in advance. Generally, planning and management skills in the ARI/CDD programme
are limited.
The different planning cycles of MCHI and its partner agencies result in multiple
plans, which are not resource-based. Limited collaboration between different
departments of the Ministry of Health, as well as between various partners supp01ting
the field of child health, makes the planning and implementation of the ARI/CDD
programme suboptimal.
3.2

Training

The ARI/CDD programme identified case management as the most effective
strategy to reduce m01tality and morbidity from acute respiratory infections, in
particular, pneumonia, and from diarrhoeal diseases in children under five years of age.
Training on standard case management, including the rational use of drugs, was selected
as a way of improving the knowledge and skills of health workers. Health workers at all
levels responsible for treating sick children with acute respiratory infections and
diarrhoeal diseases were targeted for case management training. Community leaders
and peripheral health workers were also targeted for improving home management of
ARI and diarrhoeal diseases, including timely careseeking.
Thus, training has been a mainstay of implementation since the programme's
inception. Since 1992, case management training has combined the management of
acute respiratory infections and diarrhoeal diseases. During the period 1995-1997, the
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programme placed special emphasis on ARI/CDD inservice training and initiated the
introduction of standard case management in the teaching institutions of medical and
nursing schools.
3 .2.1

ARI/CDD case management training

The ARIICDD case management training course is a five-day course for clinical
staff at hospitals and dispensaries (doctors, medical assistants and nurses), responsible
for managing sick children under five. The course includes theory and two days of
clinical practice, with a facilitator:participant ratio of 1:5-6. WHO training materials on
case management and advising mothers have been translated into the Lao language and
are used during the course.
In order to meet training needs and to increase training coverage, the programme
established a national training unit in Vientiane and sub-national training units in
Savannakhet and Luang Prabang. Over a hundred ORT corners were also established in
provincial and district hospitals to promote standard case management of ARI and
diarrhoea in health facilities, as well as to provide a forum to educate caretakers on
home care.
In 1997, five ARIICDD case management training courses were planned.
However, none of the five courses was carried out. The team was informed that
possible reasons included lack of time and lack of an adequate number of trainers. Also
during 1997, supervision was identified as a priority activity and as a result most of the
central team was busy conducting supervisory visits to all ten Phase I provinces.
Observation of case management during the supervisory visits, however, turned out to
be difficult due to a lack of patients with diarrhoea. One possible explanation given was
that the supervision was carried out during the low season for diarrhoea incidence.
Although the final reports from the supervisory visits were not yet available, the team
was informed that trained health workers had weaknesses in the systematic assessment
of children with ARI and in the rational use of drugs. The supervisory visits were used
to reinforce skills and review case management guidelines.
Based on a WHO consultant's repo1i (February 1997), the review team noted that,
by the end of 1996, the ARI/CDD programme had trained:
all provincial hospital staff responsible for managing sick children under five
with acute respiratory infections and diarrhoea on ARI/CDD case
management;
110 of the 134 district hospital staff on ARI/CDD case management;

6 master trainers trained on CDD/ ARI training of trainers course;
24 provincial and district supervisors on ARI/CDD supervisory skills;
teaching staff from the five nursing institutions on ARI/CDD case
management.
3 .2.2

ARIICDD training of trainers

To enable ARI/CDD staff at several levels to conduct case management training
courses, training sessions have been organized following the methodology of "Training
of Trainers". This training focuses on training skills and the use of several ARI/CDD
training materials (modules, videos and slides). The "Advising mothers"modules are
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an integrated pmi of this training, and focus on the communication between health staff
and patient. The participants of this training are the future trainers of case management
training at provincial and district level. During the period under review, three training
of trainers courses were organized with the collaboration of external consultants.
In April 1995, in the context of the establishment ofthe DTU/ATU in
Savannaketh, a core of future provincial trainers was trained, and in August 1995, 10
teachers of five nursing schools were trained.
In preparation for the training of master trainers, 21 potential trainers from the
training units in Savannakhet, Luang Prabang and the Vientiane Municipality were
trained in an ARI/CDD training of trainers case management course in 1997 with
technical collaboration from the WHO Regional Office for the Western Pacific. The
focus of the training was planned to be on training methodologies, but this had to be
modified to a case management course, as most of the invited potential trainers had not
received prior training on ARI/CDD case management.
With regard to the ARI/C:DD training of trainers course, the review team
concluded that:
(1)
The selection criteria for participants (e.g. prior participation in a case
management course, availability to train other health workers) are often not
respected.
(2)
A high turnover of staff makes it difficult to assure a long-term core of
trainers.
3.2.3

Supervisory skills training

'I'he supervisory skills training course is a five-day course for provincial and
district level managers. The WHO adapted materials on supervisory skills are used for
the course. The last training course ofthis kind was conducted in 1995.
3.2.4
Training on oral rehydration therapy promotion and prevention of diarrhoeal
diseases
This training is designed to increase the knowledge and practice of caretakers on
diarrhoea home treatment, including timely careseeking, and the promotion of selected
preventive interventions such as the use of latrine. The training was planned to be
introduced initially in Phase I provinces and was then to expand to Phase II provinces in
1998.
The training includes:
Training of Trainers: a three-day course for central level trainers and trainers
from the Diarrhoea Training Units (DTUs) of Vientiane, Luang Prabang and
Savannakhet.
Regional Training of Trainers (ToT): Workshops by central level trainers to
train provincial staff from MCH, Water Supply and Environmental Health
Programme (WSEHP) and CHIE over four days.
The trainees will then organize similar workshops for district level staff from
CDD, MCH and EPI programmes, Lao Women's Union, water and sanitation
personnel, health educators and school teachers. These groups have the
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responsibility of educating the community on home treatment and prevention
of diarrhoea.
The training scheme was planned to achieve: One ToT workshop for central level
staff and trainers from DTUs; three to six regional training workshops, two in each DTU
for staff of three provinces at the same time; a total of 34 provincial workshops for
district staff of all provinces. However, the training plan does not describe how and
when the outreach teams (with the exception ofthe EPI vaccinators) will use the skills
to reach the community. The training materials include oral rehydration therapy (ORT)
guidelines, health education materials, such as posters and flip chmis. There are neither
specific guidelines on how to conduct the training of trainers, nor a plan for monitoring
the quality of training as the training is decentralized.
The expected outcome of the training on ORT promotion is that outreach teams
will have communication skills necessary to promote home management and prevention
of diarrhoea in the community.
Following the training of vaccinators, UNICEF supported an evaluation of the
ORT promotion as part of the EPI during 1997. This was carried out without the
involvement of the ARI/CDD programme. The evaluation methods included a review of
documents, discussions with relevant central and field staff, field visits to district
hospitals and vaccination outreach sites, as well as interviews with caretakers. The draft
report (October 1997) states that, by the end of 1996:
17 health workers (from MCHI, National Water Supply Environmental Health
Programme (NWSEHP), Centre of Health Information and Education and
three staff from Regional ARI and Diarrhoea Training Units) had been trained
as trainers on ORT promotion and prevention;
60 provincial staff from 10 provinces had been trained as trainers on ORT
promotion and prevention;
644 district stafi(MCH, NWSEHP, EPI, LWU and Training Units) from 10
provinces had been trained in health education on ORT promotion and
prevention, and the usage of IEC materials;
-

464 vaccinators had carried out ORT promotion and prevention health
education activities.

The major conclusions of the evaluation were:
-

The training content and methodology were highly appreciated by the trainees.
Trainers, however, commented that, to allow maximum build up of their skills
and confidence, the availability of guidelines on how to train others was
critical.
The distribution of IEC materials was not done in a logical sequence
(distribution hand in hand with training, priority to be given to Phase I
provinces). The materials were distributed to all 18 provinces in the country,
often long before training or long after training.
Health educators trained in ORT promotion played an important role during
the village visits, as the training clearly related to their job descriptions. They
were able to use the IEC materials that reached them.
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3.2.5

-

IEC materials did not reach all districts as planned- some still remained in
MCHI and provincial stores.

-

The integration between central and provincial MCH and EPI departments on
monitoring and supervision of this initiative is not clearly defined;

-

The discussions with local people in three villages in Luang Prabang district
showed that there was an increase in awareness on the use of ORT but not on
the actual practice. Villagers mentioned that if a child had diarrhoea they
would first go to the hospital before starting ORT therapy.
Training of drug sellers and private pharmacists

This training was initiated by the Department of Curative Health in 1996 in
collaboration with UNICEF. It is a training course of two days duration, ofwhich haifa
day each is spent on ARI, CDD and malaria. The focus of the training is on home
treatment and on the use of drugs in the treatment of ARI, CDD and malaria. The target
for training includes all registered drug sellers and pharmacists (the current estimate is
980 drug sellers from 219 registered pharmacies).
Although the training focuses on registered pharmacists or drug sellers, the team
was informed that family members or friends who have no training in the field often run
a drug store. It is also a common practice to provide medical consultation services and
to prescribe drugs over the counter. This poses a serious problem, as data suggest that
pharmacies and drug stores arc important sources of medical care. Less than 20% ofthe
population seeks care from public health facilities in the Lao People's Democratic
Republic.
Acknowledging drugscllcrs as important providers of medical advice and care, it
is hoped that their training will improve the case management of ARI, diarrhoea and
malaria in the pharmacy/drug store and at home (through the pharmacists' advice).
The training is conducted in three stages:
(I)
Tllrcc"day training sessions for central level trainers: from the Curative
Department (3), from the Food and Drugs Depatiment (1), from MCHI (2), IMPE
(I) and 2 representatives from pharmaceutical factory number 2 and 3.

The central level team trains a provincial team with five members from the
(2)
Provincial Health Office, the Provincial Pharmacy Office, the Provincial Hospital,
Provincial MCH and the Malaria station.
(3)
The provincial team then trains all the registered pharmacies in the
province. Training sessions should not have more than 20 participants and should
last two days.
It is expected that at least two participants will be invited per pharmacy; this
implies the need for multiple training sessions per province.
The materials used for the training include a 27-page manual on treatment plans
for uncomplicated cases of diarrhoea, ART and malaria. There is no special facilitators'
guide or manual.
To elate the provincial level training has been introduced to five provinces. The
actual training of drug sellers and pharmacists had not yet taken place.
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The Department of Curative Health plans to evaluate the effectiveness of the
training. The evaluation design includes a pre and post training assessment of
knowledge and an estimation of drugs (based on the memory of the drug seller) bought
and sold during a one-month period three months before and six months after training.
The drugs of interest include: ORS, Chloroquine 250 mg, Mosbar mosquito repellant
soap, Cotrimaxazole 480 mg, Paracetamol 500 mg, Quinine 300 mg and 1-gram
injection.
The team noted the following potential problems related to the training of drug
sellers and pharmacists:
The trainees are selected based on the registration files of licensed pharmacists
or drug sellers in the Department of Food and Drugs. These in reality may not
be the ones prescribing and selling the drugs. Thus, the true sellers may not be
represented in the training.
There are no guidelines for the trainers or facilitators of the course.
There is no monitoring planned. Nor is it planned to implement the training in
selected provinces to gain experience and to assess the effectiveness of the
strategy before wide-scale implementation.
The suggested evaluation methodology has not been designed to identify
changes in practice or behaviour, which is the desired outcome of the
intervention.
The team concluded that in its present stage the training will have great
difficulties in achieving its objectives of improving the practices of drug
sellers and pharmacists, particularly in promoting the rational use of drugs and
in advising caretakers on home care.
3 .2.6

Other ARI/CDD inservice training

Other depatiments of the Ministry of Health and a number of non-governmental
organizations also conduct training on ARI and CDD without the knowledge or
involvement of the ARI/CDD programme. The training may cover different
combinations of conditions such as ARI/CDD, CDD/anaemia/malaria, etc. Different
training methodologies and materials are also used. There is no coordination or
collaboration related to training activities among the partners involved in child health.
3.2.7

ARI/CDD preservice training

The eff01i to introduce concepts of ARI and CDD into the preservice training of
nurse students statied in 1995 when 10 teachers of five nursing schools (from five
different provinces) were trained in ARI/CDD ToT. The intention was that through the
introduction ofthe CDD/ARI training materials and methods to nurse tutors these
concepts could be integrated into the nurses' curriculum. Although the course was
perceived to be very useful there was no follow-up to see what changes in teaching
methodology or content have taken place.
In an attempt to systematically introduce ARI and diarrhoeal diseases teaching in
the medical and nursing schools, the programme planned to participate in a regional
ARI/CDD Medical Education (MedEd) and ARI/CDD Basic Education (BasEd)
Workshops in 1997 with the collaboration of the WHO Regional Office for the Western
Pacific.
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However, the workshops were not carried out as planned as there was no similar
WHO supported activity carried out in the Region, in which CDD/ARI programme staff
could participate.
3.2.8

Conclusions

Based on the review of training activities the review team identified the following
achievements:
a number of health workers have been trained on combined ARI/CDD case
management;
advising mothers is incorporated into the case management courses;
WHO ARI/CDD training materials have been translated into the local
language and made available during training.
-

three training units have been established;
oral rehydration therapy (ORT) corners have been established in health
facilities nationwide;
the programme initiated the introduction of ARI and diarrhoeal diseases
teaching in the nursing schools.

The review team also identified the following problems:
training capacity at the central and provincial level is limited;
there is no clear and comprehensive training strategy that is based on needs
and explains whom to train, on what, when, where, how, by whom, using
which tnatcrials, etc;
ATl J/DTl Is are not effectively used, limited training on ARI/CDD case
trwnagcrncnt was conducted during 1997;
no systematic follow-up was conducted after training, making it difficult for
the programme to ascertain whether desired changes in practices were
achieved;

orn· promotion

training in its current implementation design was not found to
be effective in improving community knowledge and practice on diarrhoea
home care;

although a high training coverage is reported, there is no information on the
quality of training and health worker performance;
other MOil programmes often initiate training activities related to ARI/CDD
without the active participation of the ARI and CDD programme;
there is no coordination among the partners, whoever conducting child health
related training.
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3.3

Information, education and communication

The CDD/ARl programme aims at improving diarrhoeal diseases and ARI case
management practices in home. The qualitative community study on ARl/CDD
conducted in 1995 and the ARIICDD/Breast-feeding Household Survey conducted in
1996 suggested that most careseeking took place outside public health facilities, and that
knowledge and practices on ARI and diarrhoeal disease home care were poor. The
community study also showed that grandmothers were especially influential in matters
related to child health. Others, such as traditional healers, drug sellers and Lao
Women's Union were also identified as important sources of advice in the community.
The programme used these findings to develop a communication strategy that aimed at
improving caretaker's knowledge and practice on ARl/CDD home care.
The strategies used included:
the development of teaching aids (posters, booklets and flipehmis);
health education sessions in villages, where the developed materials were
used;
the developrnent of mass media materials;
health education especially focused on grandmothers; and
training health workers on how to advise caretakers (generally called
"advising mothers").
During the period under review the activities carried out by the ARl/CDD
programme include:
The development of songs and stories for the education of grandmothers,
which reinforce grandmothers' beneficial practices and which encourage those
attitudes and practices regarding ARI and diarrhoea home treatment.
The development and broadcasting of mass media messages: two short TV
spots - one of them a cartoon promoting hand washing and the other
promoting the locally produced ORS ("Oralit"). Radio and newspaper
messages were also developed.
An oral rehydration therapy (ORT) promotion day was organized in Vientiane
during which a one-day" fair" was organized with several attractions such as
a free consultation of children and demonstration of ORS preparation.
A video containing puppet theatre on ORT promotion was developed in
collaboration with an NGO who had supported the development of the theatre
piece. The video registration was copied on large scale to enable distribution
to the provinces and districts.
Health education materials were printed and distributed: five types of posters
(two with coloured photographs and the rest with coloured drawings), one
tlipchart (15 pages with coloured drawings) and two booklets were developed.
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The team concluded that the ARI/CDD programme achieved the following:
The development of good quality and enjoyable health education materials, i.e.
well adapted to local practices (songs), using simple local language, bright
colours and pictures of Lao live situations.
The materials used (pmiicularly the songs and stories) promoted community
participation both during the development phase and in their actual use.
Improvement of grandmothers' knowledge of ARI and diarrhoea home
treatment.
The team also identified the following impediments to further progress:
distribution of any material to the remote and mountainous areas where the
need is greatest has been difficult;
the impact of TV messages is Jirnited since most people do not have access to
electricity. The usc of videos is subject to the same problem; district health
facilities do not always have the necessary appliances to run the videos;
distribution of materials (video on puppet-theatre) without instructions on how
to usc them, and without any (planned) follow-up on their use;
most materials focus on CDD, few materials on ARI are yet available;
there is insufficient rnaterial available to help health workers in their
comrnunication with caretakers, the "mothers card" was translated in Lao, but
it was n10itlwr adapted to the local situation nor made available on a larger
scale;
some rnatcrials (certain posters and the flipchart) were printed outside the
country; reproduction locally has not always been easy;
limited or no collaboration between several depaiiments, particularly during
llw development stage, resulted in the omission of essential information on
some health education materials (e.g. the CDD booklet does not contain health
education messages on breast-feeding).
3.4

Dru_g_~nJyjmd

distribulion

i\ National Drug Policy is in place to ensure access to high-quality essential drugs
and their use nationally. i\n essential drug list for various levels of health care has also
been prepared and made available. At present the supply of drugs comes from three
main sources: the government, the drug revolving fund and donation. The donations
happen often on an irregular basis and may include drugs that are not on the essential
drug list. Drugs are also available in private pharmacies and a certain proportion of
drugs is also smuggled across borders.
Drug distribution is a central responsibility carried out by the Food and Drug
Department Medical supplies, including vaccines, are procured and stored at the
central warehouse, from where they are distributed to the hospitals and via the southern
and no1ihern regional warehouses for institutions in those two regions. Through this
central disribution system, drugs reach provinces and provinces distribute to districts
according to the population rather than according to need or consumption repmis.
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Recently a large number of private drug stores have been established. These
stores are managed by registered pharmacists or drug sellers. In practice they often
delegate their work to relatives and friends. Medical consultations (including injections)
and selling of drugs without prescription are common practices in these drug stores.
The ARI/CDD programme has guidelines on the use of drugs for the management
of children with ARI and diarrhoea. These guidelines are clearly described in the
policies of the programmes. However, not all the depmiments within the Ministry of
Health are fully aware of these guidelines. Irrational use of antibiotics and other drugs
for the treatment of ARI and diarrhoea remains a major problem. A report on
supervision to 13 provinces ( 1995) mentions that the inappropriate antibiotic use rate for
children with ARI and diarrhoea amounted to 57% and 87%, respectively.
Oral rehydration salts (ORS) are locally produced and distributed by the
ARIICDD programme. UNICEF and the cholera team provide additional supplies. The
drug revolving fund scheme has also improved the availability of ORS in health
facilities. No reliable information was available to the review team on the availability
of ORS at health facilities on a regular basis. It was also difficult to find out whether the
amount available in the country met the required needs.
3.5

Monitoring and supervision

The provinces are responsible for sending surveillance data on ARis and
diarrhoeal diseases to the planning and statistics section of the MCHI every month.
Once a year MCHI summarizes the data and presents it as graphs. However, the
gathered data only represent approximately half of the provinces, since many of them do
not send any report or send them irregularly. Analysis of the data, feedback to the
provinces and use of the data in programme planning are weak points in programme
management.
During the period under review, the programme tried to improve and implement
supervision of ARI/CDD related activities at the provincial and district levels. By the
end of 1996, 24 central and provincial managers received training on ARI/CDD
supervisory skills. A combined ARI/CDD supervisory checklist was developed and
used during 1997 supervisory visits to l 0 provinces and about 20 districts. The
supervision was carried out by the central staff and included observation of case
management, as well as facility support. The supervisory visits were found to be
patiicularly useful for skill reinforcement. Supervisors used the oppotiunity to review
ARIICDD case management guidelines.
The review team noted the following issues related to supervision:
supervision is irregular (central ARl/CDD staff were able to visit provinces
only twice during the review period);
supervision is highly centralized (central ARI/CDD staff visit provinces and
some districts; supervision of lower levels is very rare);
there is limited capacity at the central and provincial levels for effective and
suppotiive supervision;
supervision is not standardized (the checklist is not shared with provincial
managers, nor are provincial managers trained on its use);
supervision is not seen as an integral part of programme management.

- 20-

3.6

Evaluation

The Programme conducted an ARI/CDD household survey in 1996. The results
of the survey were used to identify activities related to improving case management
practices in the home. Qualitative community studies have also been carried out to learn
more about careseeking behaviours.
An evaluation of the ORT promotion was also recently conducted in collaboration
with UNICEF. The objectives and results of the evaluation are described above under
the section on training.
The review team commented that the evaluation results should now be used to
modify programme strategy and improve the quality of trai.ning and, in particular, to
ensure that the trainers have the necessary training materials for conducting high quality
training.

4. ACHIEVEMENTS IN IMPROVING CASE MANAGJ::MENT PRACTICES
IN HEALTH FACILITIES AND IN TILE HOME AND PROGRESS TOWARDS
PROGRAMMI·: l'ARGE'TS

The only evaluation result available for assessing progress towards programme
objectives and targets was from the household survey conducted in 1996. A health
facility survey to assess the quality of case management practices in the health facilities
has never been conducted. Data frorn supervisory visits were also not available.
However, based on the discussions and on the review of the limited information that was
made available to the team, the following conclusions have been drawn about some of
the key programme indicators:
Access to ORS
Tlte program me set the target that 60% of the population would have access to
ORS by the year 2000. The HilS conducted in 1996 showed that access to ORS was
J9<Yo. S incc then, the programme has made significant effort to make ORS easily
available to peripheral health workers through the ORT promotion by EPI vaccinators,
school teachers, Women's Union, etc. In addition, the team also noted that during the
last few years the drug revolving fund programme has contributed positively to the
wider and regular availability of ORS at all levels. Thus, the team concluded that this
target would most likely be achieved.
Correct case management of diarrhoea and pneumonia in health facilities
'T'he programme set the target that 50% of diarrhoea cases and 30% of pneumonia
cases seen in health facilities would receive correct case management. No data was
available to make a definite conclusion on whether this had been achieved. The
supervisory visits demonstrated that there are weaknesses in health worker performance
and, in paiiicular, the inappropriate use of antibiotics and other drugs. For this target to
be achieved, intensive efforts will be needed to provide training and follow-up after
training.
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ORT (increased fluid) plus continued feeding
The programme set the target that 50% ofthe children with diarrhoea would
receive increased fluid and continued feeding. The 1996 HHS showed that 24% of
children with diarrhoea received ORT plus feeding. The communication efforts that
have been made since the survey (community education, through mass media, the
grandmothers' project, interpersonal communication skills training of health workers,
etc.) would suggest that if eff01is are sustained the target will probably be achieved.
Caretakers' knowledge of when to seek care
The programme set the target that by the year 2000, 40% of caretakers of children
with ARI would know when to seek care and that 60% of those whose children have
diarrhoea would know the three rules of diarrhoea treatment. The HHS results show
that in 1996 only 17% of caretakers knew when to seek care for a child with ARI, while
only 7% of those with diarrhoea knew the three rules. The team believes that this target
can be achieved if the current communication activities can be sustained. The team also
noted that currently less than 20% of the population seek care from a public health
provider. So the eff01i to improve caretakers' knowledge of when to seek care should
go hand in hand with improving the quality of services and making the services more
attractive.

5. SUMMARY OF MAIN ISSUES IDENTIFIED

(1)
There is limited capacity and skills for programme planning and management at
all levels.
(2)
Programme plans are prepared on an annual basis. The planning process is
highly centralized and is not need or resource based.
(3)
Child health related programmes are highly vertical. There is no mechanism for
regular collaboration and coordination within these programmes, with other
departments of the Ministry of IIealth or with organizations involved in similar
activities in the field.
(4)
The Programme has achieved a high training coverage in case management but
the information on the quality of training and performance of trained health workers is
limited. The turnover of trained staff is also high. In addition, there is no overall
strategy for inservice training and for including ARIICDD case management in
preservice training of doctors, nurses and other health personnel.
(5)
The Programme has established a national and two subnational Diarrhoea and
ARI Training Units. However, these training units are not effectively used as centres
for case management training or for on the job training of hospital staff or others.
(6)
The Programme has conducted a number of ORT promotion training sessions at
the central and peripheral levels aimed at improving case management practices in the
home. However, the evaluation results showed that to achieve expected outcomes,
field monitoring of the activity and the availability of trainer's guides are critical.
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(7)
New training interventions (e.g. training of drug sellers and pharmacists) are
introduced and implemented before having been field-tested or assessed on their
effectiveness in a limited area.

(8)
A variety of locally adapted IEC materials using innovative approaches were
developed and promoted by the programme to improve case management practices at
home. However, most caretakers lack adequate knowledge on home care, particularly
on timely careseeking.
(9)
Significant experience gained by the ARIICDD programme in using different
communication approaches to improve case management in the home was not widely
shared with other child health related programmes and partners. The experience has
also not been used to guide the development of a future communication strategy.
(10) The ARI/CDD programme has clear policies on the use of drugs for the
management of children with ARI and diarrhoeal diseases. However, these guidelines
are not well known to relevant programmes within the Ministry of Health and partners
and thus, are not actively promoted.
(ll) Drugs and, in particular, antibiotics are not always available in sufficient
quantity in health facilities.
(12) Supervision and evaluation are not routine components of programme
management.

6. CONCLUSIONS AND RECOMMENDATIONS

During the period l 995-1997 the national ARIICDD programme made some
progress in improving the case management of acute respiratory infections and
diarrhoeal diseases in health facilities and in the home.
The team welcomes the Ministry of Health's plan for a health sector reform. The
team believes that the reform will facilitate the coordination of child health related
programmes and the introduction of the Integrated Management of Childhood Illness.
In that context the team has made the following recommendations under each of the
activity areas it reviewed:
( 1)

Planning and management
(a)
ARI/CDD programme management capacity and skills should be
strengthened at central and provincial levels. An ARI/CDD programme
management course should be organized for central and provincial managers.
(b)
The annual review and planning meeting with central and provincial
managers, as well as partner agencies, should continue to be conducted and used
for the development of a plan that is resource and need based. The plans
developed should be the basis for the formulation of a national ARJ/CDD plan of
action. Provincial managers should be actively involved in programme planning,
implementation and evaluation.
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(c)
The national ARJ/CDD programme policies should be actively
disseminated and shared with all the departments and partners of the Ministry of
Health involved in child health.
(d)
The Ministry of Health should identify a mechanism for intersectoral
collaboration between child health related programmes, the different depatiments
within the Ministry of Health, other institutions and partners.
2.

Training
(a)
Since the establishment of the AR!ICDD programme, it has made
considerable achievements in reaching high training coverage. The programme
should ensure that the highest standards of quality are attained during future
training efforts. In future, training should focus on:
strengthening the basic education in the medical and nursing
schools; and
building capacity for training and supervision at the central and
provincial levels.
(b)
The programme should redefine its training approach to include the
following steps:
assess strengths and weaknesses of current trainers;
identify those requiring additional training;
identify additional potential trainers among those who excel in
case management training; and conduct a training of trainers course with
emphasis on teaching skills;
ensure that newly prepared trainers conduct their courses under
supervision of an experienced trainer.
(c)
The programme has trained a few teachers from nursing institutions in
ARJ/CDD case management with the aim of including case management in the
teaching of undergraduate students. The programme should assess the actual
implementation of ARI/CDD case management training in nursing schools,
including the number of trained teachers, the quality and content of the training,
the actual curriculum for nurses, and quality of case management training in the
curriculum. Following the outcome of this assessment, case management training
for nursing teachers should be planned, followed by a workshop to strengthen the
basic education in the nursing schools.
(d)
The evaluation results from the ORT promotion should be used to revise
training strategies and improve the quality of training. The availability of
appropriate training guidelines for trainers and trainees must be ensured.

3.

Information, education and communication
The programme should continue to emphasize interpersonal communication skills
as its main strategy to improve home care and prevention. The experience gained
to date must be summarized and shared with other departments of the Ministry of
Health and other partners. To facilitate this process it is recommended that a
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Working Group be established under the coordination of the ARI/CDD
programme. The results should also be used to guide the development of a
communication strategy.
4.

Drugs
Drug sellers and pharmacists play an important role in providing services to the
community. The training initiative by the Curative Department of the Ministry of
Health aims to improve irrational drug prescription and also to involve drug
prescribers in advising caretakers on home care. Such an important task must be:
carefully designed;
initially implemented in selected areas; and
must include regular monitoring and evaluation of outcomes
before wide-scale implementation.

5.

Monitoring and supervision
The programme; is to be complimented on its achievement in conducting
supervisory visits to provinces and districts. In order to increase the frequency
and efficiency of supervision, this activity should be planned and implemented
together with provincial nHHmgcrs, and in the context of the general plan of
action, so that the supervision results are taken into account in the next planning
cycle.
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Timetable for a Short Programme Review Workshop, 16-27/02/1998,
MCH Institute

Monday and

Facilitators arrive and preparing

Tuesday, 16-17/02/98
Wednesday, 18/02/98

- 8:30- 9:00
- 9:00- 9:30
- 9:30- 10:00
- 10:00- 10:50
- 10:50- 12:00

•

Registration

•

Opening remarks

•

Coffee break

•

Introduction

•

Timetable explanation by organizer

•

Step1: Assess how well the programe
implemented its plans and intentions during the
period under review

- 12:00 - 13:30 •

Lunch

- 13:30- 15:00

•

Continous step 1 for whole afternoon

- 15:00- 15:15

•

Coffee break

- 15:15- 16:30

Continous step 1

Thursday, 19/02/98

8:00- 16:30

Continuous step 1

Friday, 20/02/98

8:00- 16:30

Step 2: Assess what the programme achieved
overall

Saturday, 21/02/98

8:00 -· 12:00

Step 3: Identify the main problems the programme
has faced

Monday,23/02/98

8:00- 16:30

Continuous step 3

Tuesday, 24/02/98

8:00- 16:30

Step 4: Identify feasible solutions the main problems

Wednesday,25/02/98

8:00

Step 5: Develop recommendations about what the

16:30

programme needs to do
Thursday, 26/02/98

8:00- 16:30

Step 6: Develop a workplan for the next year

Friday, 27/02/98

8:00- 9:30

•

Step 7: Present the recommendations and the
workplan to Ministry of Health, representatives
and other interested partners.

10:00- 10:30

•
•

Guests arrive

11:00 -11 :30

•

Conclusion of the Workshop by CDD/ARI Prog.

9:30- 10:00

Coffee break

Manager
11 :30 - 12:00

•

Closing remarks

12:00- 13:00

•

Refreshment
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LIST OF DOCUMENTS REVIEWED

Planning documents:
( 1)

Medium 'I'erm Plan of Action for the Programmes for the control of acute
respiratory infections and diarrhoeal diseases in Lao P.D.R. 1995-1996

(2)

ARIICDD Operational Plan 1995

(3)

ARIICDD Operational Plan 1996

(4)

Final conclusions and recommendations ofthe annual review and planning
meeting, March 1996

(5)

Mission report by Drs Suomela and Yamamoto (March 1996) on the ARl/CDD
annual review and planning meeting

(6)

ARliCDD MCHI Plan of Action 1996

(7)

ARIICDD MCIIf Plan of Action 1997

(8)

Workplan for ARl/CDD, MCHl, Vientiane, December 1996

(9)

Mission report by Dr Virtancn (January 1997) on ARI/CDD review and planning
for 1997 and ARUCDD Operational plan 1997

Policy statements:
(1)

ARI and CDD National Policies (revised), 1994

Annual training summaries 1995-1997
Annual reports:
(1)

Progress report on ARI/CDD 1995

(2)

Progress report on UNICEF supported activities 1992-1996

(3)

Progress report on RPH project 1996-1997

Survey reports:
(1)

CDD/ARI/BF Household Survey, February 1996 (English)

(2)

ARI/CDD Qualitative Community Study, 1995

(3)

Grandmother Education intervention, March-May 1997

Routine reporting data:
(1)

Surveillance reports (October-September) from 1995-1997

- 30 .,.

Annex 3
Supervisory and monitoring reports:

(1)

ARI/CDD supervision visits to 13 provinces in January-February 1995

(2)

Supervision visits in 1997

Consultants' reports:

(1)

Combined ARI/CDD ToT course and follow up of the national ARI and CDD
programme (Drs A, Permin, J.P. Papart, May-June 1994)

(2)

ARI/CDD Communications plan (Ms K. Strazza-Moore, December 1994)

(3)

ORS procurement, delivery and monitoring system (Dr Haak, 3/1995)

(4)

ToT and setting up of A regional ATU/DTU (Drs Deen and Revert, April1995)

(5)

ToT for nurse tutors (Ms E. Sullesta, Dr J. Deen, August 1995)

(6)

ARI/CDD household survey (Dr A. Tegnell, February 1996)

(7)

ARI/CDD communication activities (Dr J. Aubel, June 1995, November-December
1995, May.Junc 1996, February 1997, July 1997)

(8)

Assignment report 1994· 1996 by Dr L. Kuppens

(9)

Assignment report October 1996

( l 0)

To'l' course (Drs R. Angulo, D. Saucelo, July 1997

( ll)

February 1997 by Mr R. Luyendijk

WHO/UNICEF 40wh brcastfecding counselling training course (Mrs A. Flamand,
November 1997)

Prograrmne materials:
•

ARIICDD case management materials, including those related to EED supported
training and SCF Australia -supported training for Sayabury

•

ORT promotion

•

Pharmacy training

•

Supervision checklist

•

Communication materials (booklets, cassettes), health education materials
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Worksheet 2: List of indicators

Source
and date

CDD programme indicator

Result

Caretaker knowledge of the three rules of home case management

7%

Proportion of mothers or other caretakers who know the three rules of home case management.
The three rules are: (1) to give increased amounts of fluid; (2) to continue feeding; and (3) to
seek treatment outside the home for a child with diarrhoea when appropriate.

ORT use (increased fluid intake)
Proportion of all cases of diarrhoea in children less than 5 years of age who actually consumed
more fluid (e.g. ORS, food-based drinks, other recommended fluids, water) during their
diarrhoea than they usually consume.

56%

Continued feeding
HHS

Proportion of aU cases of diarrhoea in children less than 5 years who actually consumed the
same amount, or more food during their diarrhoea than they usually consume.

45%

1996

ORT (increased fluid intake) plus continued feeding
Proportion of all diarrhoea cases in children less than 5 years who received increased amounts
of fluid and continued feeding.

ORS and/orRHFuse

(pre~l991

definition ofORT)

n

24%

II

38%

n

50%

Proportion of all cases of diarrhoea in children less than 5 years of age who received ORS
and/or recommended home fluids.
"

ORS use ani.ong those who sought care outside the horne
Proportion of all cases of diarrhoea in children less than 5 years of age who seek care outside
the home who received ORS.

Diarrhoea cases correctly assessed
Proportion of diarrhoea cases among children less than 5 years of age seen in a health facility
who are correctly assessed.

Diarrhoea cases correctly rehydrated
Proportion of children less than 5 years with some or severe dehydration seen at health
facilities who are correctly rehydrated (orally or intravenously).

Diarrhoea cases whose caretakers were correctly advised on treatment at
home
Proportion of diarrhoea cases with no sign of dehydration among children less than 5 years
seen at health facilities whose caretakers are correctly advised on home case management
(increased fluids, continued feeding, and careseeking).

Diarrhoea cases correctly managed
. Proportion of diarrhoea cases among children less than 5 years seen at health facilities who
receive standard case management Standard case management includes correct assessment and
advice to caretakers for children who are not dehydrated (Plan A), and correct assessment and
treatment for children who are dehydrated (Plans B and C).

'•
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Source
Result
and date

CDD programme indicator
Dysentery cases given appropriate antibiotics
Proportion of dysentery cases among children less t'lan five years of age seen at health
facilities who are given appropriate antibiotics.

Training coverage rates.
Health workers trained in case management
Proportion of health facility workers with responsibility for treating diarrhoea who have been
trained in standard case management (training must include practice).

Other providers trained in case management
Proportion of other providers (to be defined in each country) trained in case management.

Supervisory staff trained
Proportion of current health staff with supervisory responsibilities who have been trained in
case management.

Health facilities that have at least one trained staff member
Proportion of health facilities with at least one health worker trained in standard case
management (training must include practice).

Health facilities able to give standard diarrhoea cose management
The proportion of health facilities with at least one health worker trained in standard case
management (where training includes practice) and with a
supply of ORS.

=

[Definition of "regular" the presence of ORS in stock on the day of the survey visit, and
facility reports that sufficient sto.ck has been available all or most of the time in the past 3
months to meet the needs of facility patients.]

Access to ORS
39%

Proportion of the population Jess than 5 years wlth a regular supply of ORS available in their
community.

I

[Definition of "regular" =presence of ORS in stock at the time of the evaluation, and reports
that sufficient stock has been available all or most of the time in the past 3 months to meet the
needs of the population.]

Exclusive breastfeeding in children less than 4 months old

HHS

Proportion of children less than 4 months who are exclusively breastfed.

·1996

Other:

13Fcrate. ·iri

·<

4%

"

90%

caretakers-who knew about fluid

"

36%

caretakers who kneW' about continue ·feeding

"

65%

caretakers whO knew When to·seek care

n·

19%

If

17%

It

5%

II

37%

4/12
..

.,

C.:ftetakers who sought care fran appropriate provider*
caretakers who sought care fran drug seller
Caretakers. who knew how. to ·prepare· ORS

*·=

gove~·provider

or private physician

.

'

'

.

I

r

Annex 4
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ARI programme indicator

I

Source
Result
and date

Caretaker knowledge of when to seek care for ARI

17%

HHS

Proportion of caretakers who know when to seek care from a health worker for a child with
cough. They must mention at least one of the following signs: fast breathing, difficult
breathing, or a local term concordant with fast or difficult breathing or pneumonia.

1996

Careseeking for ARI needing assessment (ANA) outside the home

36%

HHS

1996

Proportion of ANAs for whom care was sought outside the home. AN As are defined as cases
with cough who have rapid or difficult breathing.

Careseeking for ARI needing assessment (ANA) from appropriate
providers

HHS

Proportion of ANAs for whom care was sought from providers who have been trained in
standard ARI case management and suppli7d with appropriate antibiotics, or other providers
expected to deliver good case management.

1996

32%

HHS

10%
10%

Very severe disease and severe pneumonia cases correctly referred or
admitted to hospital
Proportion of children with very severe disease or severe pneumonia seen in a health facility
who are correctly referred or admitted to hospital by the health worker.

Pneumonia cases correctly treated with an antibiotic at home
Proportion of children with pneumonia seen in a health facility who are given an appropriate
antibiotic by the health worker.

Pneumonia cases at health facilities who receive standard case management
Proportion of children with very severe disease, severe pneumonia or pneumonia who are
appropriately classified and referred or admitted to hospital, or treated with an appropriate
antibiotic at home.

Caretakers of ARl patients seen at health facilities advised on home care
Proportion of children with ARI seen at health facilities and not referred or admitted to the
hospital by the health worker whose caretaker receives appropriate home care advice.

ARI cases correctly managed
Proportion of children classified with very severe disease, severe pneumonia, pneumonia, and
no pD.eumonia (cough or cold) who are correctly managed by the health worker.

I Health facilities that have at least one trained staff member
Proportion of health facilities with at least one health worker trained in ARI standard case
management (training must include practice).

Antibiotic availability for health facilities
Proportion of health facilities with a regular suppl)! of antibiotic(s) recommended for home
treatment of pneumonia in stock.

[Definition of "regular" = the presence of the antibiotic(s) recommended for home treatment of
pneumonia in stock at the time of the survey, and during the preceding three months.}

Health facilities able to give standard ARI case management
The proportion of facilities with at least one health worker trained in standard case
management (where training includes practice) and with a regular supply of antibiotic(s)
recommended for the home treatment of.pneumonia in stock.

I

Other:
Harmful drug use iD ANA's
Harrrtful drug use .m qough

1996

cases of cough given· antibiotics
cases o'J= diarrhoea ·.given drugs

•.

I

1996

I

1996

HHS
HHS

I

35%

I

90%

I
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PLAN OF ACTIVITIES IN MAJOR ACTIVITY AREAS 1998
National Programme
for Control of Diarrhoeal Diseases and Acute Respiratory Infections
Lao P.D.R.

Activity area: Planning and evaluation
Activity

For whom

By whom

When

Funding

Establish National Primary
Health Care Committee to
promote coordination in
Mother and Child Health

Primary health care
programmes

MoH

Immediately
(meetings
quarterly)

MoH

ARI/CDD meeting to
exchange information

ARI/CDD staff

Central ARI/CDD
staff, WHO,
UNICEF

Weekly

MCHI

Monthly coordination
meeting

Central ARI/CDD
staff, WHO,
UNICEF, NGOs,
other partners

Central ARIICDD
staff

Monthly (1st
week of the
month)

MCHI

Present and discuss
ARI/CDD national policies

F;DD& other
departments in MoH,
training institutions,
partners

Central and
provincial
ARI/CDD staff

MCHI

Translate, print and
distribute final report of the
ARI/CDD short programme
review

AR1/CDD
programme,
depattments in
MOH, pmtners

MCHI

Monthly
coordination
meeting,
during
training and
other
ARI/CDD
activities
May-June

Review available
epidemiological data from
provinces to determine
priority areas for ARI/CDD

ARf/CDD staff

Central and
provincial
ARI/CDD staff

April

MCHI

Annual review and planning
meeting

Central ARI/CDD
staff, ARI/CDD staff
from Phase I
provinces, WHO,
UNICEF, other
partner agencies

Central ARIICDD
staff

August

WHO
UNICEF

WHO
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Activity area: Training
Activity

For whom

By whom

When

Funding

Translate and print materials
for programme management
training course

ARl/CDD staff

Central ARl/CDD
staff

March-May

WHO

2 ARl/CDD programme
management training
courses

I: 9 central
ARl/CDD staff, 3
provincia1/RTU
staff, UNICEF

WHO

June

WHO

II: 20 provincial
ARl/CDD staff from
Phase I provinces

WHO, 6 trained
ARIICDD staff
from the flrst
training course
Central ARI/CDD
staff, Mahosot
Hospital staff

End of July

May

WHO

Central ARI!CDD
staff, Mahosot,
Setthhathirat
RTU staff

August

WHO

Central ARl/CDD
staff

May-June

WHO

Training of trainers course
on case management and
advising mothers

Central ARI/CDD
staff and potential

2 training courses on
ARI/CDD case management
and advising mothers

I College Jf Health
Technology

Translate and print BasEd
materials

trainers

!I: The five nursing
schools
Central ARI/CDD
staff, BasEd
Workshop
pnrticipants

August

BasEd workshop

College of Health
Technology and the
five nursing schools

MCHI, WHO

September

WHO

Revise ORT promotion
based on evaluation results

ARI/CDD staff

MCHI, UNICEF,
WHO

April

MCHI
UNICEF

Pmticipate in the regional
training course on Integrated
Management of Childhood
I11ness

2 persons from
MCHI

WHOWPRO

AugustSeptember

WHO

English course

Central ARI/CDD
staff
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Activity area: Communication
Activity

For whom

By whom

When

Funding

Establish Communication
Working Group on Child
Health

Departments within
MoH

MCHI

Second
Quarter I 98

MoH

Participate in the workshop
on ARIICDD
communication strategies

2 ARIICDD staff

WHOWPRO

10-13 March

WHO

Develop communication
strategy

ARIICDD
programme

ARIICDD staff,
Communication
Working Group
and Child Health
Committee

Third
Quarter I 98

MCHI

Ongoing

UNICEF

Print IEC materials

Distribute IEC

MCHI,
MoH

ials

ORT pron1otion training
(8 provinces)

Start in
March

Evaluate effectiveness >f
communication strategy

1999

UNICEF
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Activity area: Monitoring and supervision
Activity

For whom

By whom

When

Funding

Adapt
supervision
checklist

Central and
provincial
ARl/CDD staff

MCHI

March

MCHI

Discuss the
adapted checklist
and monitoring
forms during
annual review and
planning meeting
Introduce the
checklist and train
how to use it

Central and
provincial
ARl/CDD staff

Central and
provincial
ARl/CDD staff

August

ARl/CDD staff

ARl/CDD trainers

During ToT and
case management
training courses

Print checklists
and monitoring
forms

UNICEF

