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Preface

Hedth System Devel opment seminar was successfully completed on January
18, 2006. It washeld by NHEC and BMA at Thai-Burmaborder on January
16-18, 2006 and brought together 78 participantsfrom 31 organizations
including academics, professionalsand health workersfrom both local and
internationa to discussthe situationsof health sysslemin Burmaand aongthe
border areas. Actually, ahealth system includesthe resources, actors and
ingtitutionsrelated to thefinancing, regulation and provison of health actions
which, inturn, meanany set of activitieswhose primary intentistoimprove
or maintain health. Assessment on health system performancein member
countrieswas done by the World Heal th organi zation (WHO) in 2000 and
Burmaranked thesacond lagt intheworld. EveningdeBurma, hedlth Stuations
at border and remote areas are the worst and on the verge of humanitarian
crisisasthewhole Burmaisnow designated as one of theworst ‘ Fragile
State’ by WHO and World Bank in 2005.1n fact, the current situation in
Burma asked for better health system in response to worsening health,
education, economicand socia circumstances. Thegarting point for addressing
theeffectivenessof hedth systemsisnot only to definetheelementsof aclear
and actionable agendawhich recognizesand respondsto underperformance
inthe sector itsalf but which a so acknowledges onthefact that thelevel of
successdependson arange of factorsin adiversed population of the society.

NHEC and BMA envision that for theseimprovements of health system of
ethnic areaswhereNHEC membersand affiliated organizationsare operating,
action agenda should be based on (1) health policy development (2)
strengthening networking among the health organizationsand (3) developing
theingtitutional capacity of health organizationsand, hencethesethreethemes
becomethe objectives of the hedlth system devel opment seminar.

Theseminar proved to beextremely successful in enabling discussonsamong
peopleinvolvedin health care servicesfromlocal regionsaswell asfrom
international . Group discussions and workshops have been conducted by
activeparticipantsintheseminar and provided fruitful recommendationswithin
theframework of 3 major objectives. Theserecommendationsareclearly
the action agendaof NHEC and loca hed th departmentsfor theimprovement
of health system at the border and remote areas of Burma. However, in
order to implement these agenda effectively, the hard work by NHEC and
local hedlth departmentswill not be sufficient without the support of political
leadersand local authorities. Thelast but not theleast isthe participation of
community. Community participation isthe most important of al for the
successful implementation of theseaction plans.

Hedlth Department
Nationa Health and Education Committee (NHEC)



Objectives of the seminar

* To develop health policy by sharing and learning the programming
aspects of the different ethnic health departments and, by
reviewing the current health situations of the Internally Displaced
people, refugees and migrant workers in their respective areas.

* To strengthen networking among the health organizations in order
to provide effective health care services in all ethnic areas.

* To develop institutional capacity of health organizations on all
Burma borders in order to carry out the systematic health care
services at the remote and border areas of Burma.



Agreementson Policy, Promoting Skillsand Cooper ation Resulting from Conference Hosted by
National Health and Education Committee (NHEC) and BurmaM edical Association (BMA)
(January 16-18, 2006)

Guidingprinciple

1. To continueto practicefollowing the guidelines, which were adopted by 2000 Health Conference
regarding promotion of health careand socia devel opment for the activitieson public health:

(i). Changing Directions
- Aimingtoshift from curativeto comprehensve health devel opment
- Aimingtoshift from curativeto preventive hedthcare
- Aimingto collaboratewith various sectorsrather thanimplementing health care activities
done

(i) Approaches
- Preparation
- Protection
- Promotionof skills

2. To continueto implement the approach of * Primary Health Care’, which was adopted by the Health
Conferencein 2000, to promote the needs of health carefor thosewho wereforced to relocateinside
Burma, illegal immigrantsintheborder areasand refugeesin Thailand.

3. To agree on along-term objectiveregarding health care by amajority of concerned groups.

(i) Health care projects shoul d be written based on existing public education and economic
Situations, security concerns, condition of transportation, cultureand traditiona customs. Togainofficia
recognition for thetrained health workersby theinternational organizationsand local authorities.

(i1). Eveninthe presence of differencesamongst local areas, human resources, experiences, skills
and organizationd activitiesshould be devel oped aspriorities. Tofulfill thoseneedsinbasic headlth care, itis
essential to recelve support and cooperation from political organizationsand devel opmental agenciesand

groups.

(iii). Hedlth care policies should be adopted according to the wish of local peopleand the norms of
humanrights.

(iv). Health careinformation and data systems should be shared with not only other health
organi zations, but a so community based organizationsand political organizations.

4. While promoting community based health activities, it should focuson having equal accessto health care
and slf-relianceamongst people.

(). Itisimportant to recognizetherole of local organizationswhile promoting the activitiesof public
hedlth care.



(ii). Itisneeded to recogni ze the effectiveness of the system of heal th care education through schools
whileimplementing community heglth careactivities.

5. Whileimplementing health care activities, it isimportant to practice according to equality and democratic
rights.

6. To usethe opportunity of health care effectively, itisessential to achieve human security for the people.

(i) Toimplement therightsof migrant workersregarding health care according to international and
regiona standards.

(i1). Toissuebirth certificatesfor those children born of Burmese parentswho have no birth
certificates.

(iii). Thesocia stability of healthworkersisparticul arly important whileimplementing health care
activities. The physical well being of health workersshould betaken seriously. Besides, their status should
berecognized aslegal heath workers.

(iv). Regarding health carefor migrant workers, it isneeded to survey and cooperate with their
employers.

7. Health careresearch should primarily lead to the benefit of local people. There should be cooperation

between thelocal population and international and local researchers. A steering committee, which monitors
theresultsof research should be set up in order to protect the benefit of local people.

Capacity Building
1. Todevelop working policiesinthefield, administrative skillsand regul ationsfor promoting health care.
2. Todevel op sef-relianceamongst the public through community based health care education.

3. Totrain volunteer healthworkerswith smple and clear methods of promoting health care and prevention
of diseases.

4. Totrain current health workerswith appropriate techniquesto be more skillful and educate them that
heslth care activitiesarefor the national cause.

5. Toreview current trainingsfor health workersfor relevance and effectivenessin relation to needs.

6. To adopt appropriate system for giving standardized trainings. (adopting standardized system,
maintaining, reviewingtheskills)

7. To seek cooperation from training school sand educational organizations, which can providelegal
accreditation to the health workers.

8. To promote skillsfor thoseworkerswho are working in administrative sectors. (Supervising, Teamwork
and Fiedld management kills)
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9. To promoteskillsfor senior healthworkersfor their leadership, policieson health, implementation of
policies, monitoring, etc.

10. Through skillful workersand necessary ass stance provided, to changeto an effective mechanism.

11. To promote public communication skillsfor healthworkers.

12. To promote Codes of Conduct for health workers.

13. To educate health workersto understand and respect humanrights.

14. Totrain healthworkers on documentation, research and reporting on human rights abuses.

15. To educate thelocal population to know their rights and respect human rightsthrough health workers.

16. To educate health workersto understand the code of conducts and ethics of research services.

Setting up Networ ksfor Health Care

1. TheNationa Health and Education Committeewill discussand cooperatewith different organizationsand
departmentsin order toimplement community based heslth care, health policy and trainings.

2. TheNHECwill systematically set up linesof communication withloca authoritiestoimplement its
objectiveson hedlth.

3. The NHEC will seek and consult with experts and search for the necessary fundsin order to implement
itspoliciessuccesstully.

4. TheNHEC will cooperatewith organizations, which arefighting for health rightswithin and outside of
Burma

5. TheNHEC will produce research, documentation and reports on the health problems, which derivefrom
human rightsviolations. Inthismatter, NHEC will closdly collaborate with concerned organizations.

6. The NHEC will cooperate with organizations, which areworking for the health rightsof migrant workers.

7. The NHEC will provide migrant workerswith necessary information, knowledge and techniquesfor their
rightsto health.
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Health Policy

Dr. Khin Saw Winand Dr. Tun Kyaw

Thispresentation includes 3 sections. Section | isan introduction to public health and why do we care about
public health policy and management. Section |1 describesabout the policy process, formulation and
implementation. Section 111 concludeswith the policy measures, eval uation and monitoring of helth policies.

. Introduction

Public health isthe combination of science, practical skills, and values(or beliefs) directedtothe
mai ntenance and improvement of the health of al the people. The programsand servicesof public health
emphasize the prevention of disease and the health needs of the population asawhole. (Table-1)

Thereare 3levelsof prevention:

Primary preventionisto maintain health by removing the precipitating causes and determi nants of
departuresfrom good hedlth, e. g. vaccination, clean water and sanitation.

Secondary prevention meansthe early detection of disease, beforeit hashad timeto produce
irreversible damage, by screening procedure, detection of early signsand symptomsof disease.

Tertiary preventionisto prevent deterioration and complicationsfrom occurring disease or disability
aready established; whichisbascaly thesameas* high-quality” health care. Itisapplied when serioudly ill,
carefully nursed to prevent bed sores, venousthrombosisetc.

Our dtuation:  What havewe been doing? Primary only?or primary and secondary?What level canwe
do?

Progressof publichealth: WHO defined health asastate of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity. The 1978 Declaration of Alma-Atacalled on
nationsto ensuretheavailability of the essentialsof PHC. TheWorld Health Organization (WHO)
launched apolicy framework called “ Health for All” by the Year 2000 since then and have been advocating
the HFA framework for health policy makingto all itsmember states.

The Ottawa Charter on health promotion (1986) mentions peace, shelter, food, income, astable
ecosystem, sustainableresources, social justice and equity asbasic requirementsfor health. The Charter
alsoincludesin health promotion foci awiderange of public policies, communities, and daily social and
physica environments.

Thedefinition of health enshrined in the WHO Constitution wasanimportant step in helping to move
health thinking beyond alimited biomedical and pathol ogy-based perspectivetowardsthemore positive
domain of well being, understood to include recognition of individual sand their need, and to change or cope
withtheir socid environments. The societal dimensionsof thiseffort wereemphasized in both the
Declaration of AlmaAtaand the Ottawa Charter for health promotion. Itisnow clear that regardless of the
effectivetechnologies, theunderlying civil, cultural, economic, political and socia conditionshaveto be
addressed aswdll for health promotion.

HFA wasdevel oped asaninternationa synthesisof emerging policy ideasof the 1970s. TheAlma
AtaDeclaration was adapted to combining new public health with local socio-economic developmentinthe
developing countries (the primary care concepts). The best way to achieve HFA would beto provide PHC
for all people. With WHO support and enhanced activity by UNICEF much progress has been made
toward improving hedlthin the devel oping world, through the WHO expanded Programme on Immunization
(EPI), tropical diseaseresearch etc., and in recent years, the World Bank.
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Aswe approachto theyear 2000, in 1995, the WHO report on “ Bridging the Gaps’ spelled out the
challengesand failureof HFA By 1995, target problemsidentified, such asearly adolescent pregnancy and
STDs, new problems—HIV disease, and drug abused —had emerged. ( homelessnessand increasing crime
ratesin western countries). Emerging health problemsdiffer in nature and quality from those of the past

In 2000, the UN Millennium Declaration was signed by 189 countries, and resulted ineight MDGs
(target date of 2015) which together form amutually reinforcing framework for human devel opment and
congtituteatool to tackle healthinequalities. Three of the Goalsaredirectly related to heath; reducing child
mortality; improving maternal health; and combating HIV/AIDS, maariaand other diseases.

We care for health policy because:

policies can addressthe health needs and expectations of the population
policiescanidentify health problemsand find waystoimprove hedth

policiescan provide guidanceto what interventionsshould bedelivered in order to
promoteand protect health of al people
policiescan provide hedlthindicatorsand eval uate the health system and

performance

Table- 1.Public health responsibilitiesand functions

Policy Collectionand Prevention and I nter sectoral Human

development dissemination of control of disease | action for better resour ce
evidencefor public health development
health policies, and capacity
strategies, and buildingfor
actions publichealth

Publichedth Hedthgtuation Surveillanceand Environmentd Development of

regulationand monitoringand control of risksand | protectionand policy, planning,

enforcement andysisResearch, damagesinpublic hedlth, including and manageria

Evaduationand development, and hedthManagement | road safety,indoor | capacity Human

promotion of implementation of of communicable arpollution,water | resources

equitableaccess | innovativepublic and non-commu- and sanitationand development

to necessary hedth solutions nicablediseases diseasevector andtrainingin

hedlth services Provisonof Hedth control ininfra: public hedth

Assuranceof the | informationto promotionBehavior | structure, Community

quality of consumers, changeinterventions | management of capacity building

persona and providers, for disease medica wastes,

population-based | policymakers, and preventionand tobacco

hedlth services finanders control Social legidation, school

Hedthpolicy Development of participation and hedlth, and

formulationand | hedthinformation empowerment of education

planning and management catizensin

Financingand systemsResearch hedthReducingthe

management of andevduation impact of

hedlth services emergenciesand

Pharmaceutical disastersonhedth

policy, regulation,

and enforcement

p. Pan American Health Organization, World Health Organization, and the U.S. Centers for Disease Control “essential” public health function.2 Source: Reference 1.
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ThePolicy Process, Formulation and | mplementation

Health policy isaresponsibility of nation state and how health was distributed in society becomesa
political issue. Thechalengewasto put healthinthe political agenda.

Goals.

e prevention and promotion of health

e quaity health system

¢ promote human rightsand equity in accessto basic health careand health service ddlivery
e capacity buildingandtraining

e empowerment of communitiesespecialy women empowerment

e transparency and accountability

| ssues and Challenges:

|Resource availability
Health workers

Death, assawll, repression
Dispiacement emigration
Disrupted raining/supervision
Foor morale

Equipment and
supplies

Svstemm management

Weakened civil institutions
Breakdown of policy institutions
More centralised, urban-based,
wertical programmes
Disruption of complex programmes
Focus on short term

Service organisation

Reduction in data for decisions

Service delivery

Shift from primary to
secondary care
Urbanisation of provision
Decreased activity in
periphery
Disrupted campaigns,
health promotion, disease
control, outreach

H Limited management traiming -fq. Reduced access and
N R Reduced ability to monitar funds ufifisation: fear, curfews,
Lack of drugs ( maintenancs "
and resource landmines; charges
Reduced acecess to technotogies N
N N Increased fragmentation and
Inabiity bo maintain cold chain N N N = .
uncontrolled privatis ation Increased private provision
Service infrastructure -
- Economic support
Cestruction of clinics H

Tisrwpted referral and

. . Reduction in health budgets
comImuncation

High defence budpets illegalisation *
of economy. dependence on aid
Increased poverty at household

|=vel

Effects of ehronic conflict an healfth sysier

e our Situation—unstable, conflict zones—asaconsequencethereisincreased health needs;
reduced ability to respond to effectsof chronic conflict on health system components

e poor governance (inside country) —fragile state, poor health system, poor morale of health staff
including doctors, low levelsof trust between aid donorsand government , unreliableHIS

o for usto organizeand deliver effective and equitable heal th servicesin resource-constrained
Settings

e cgpacity building and retaining of trained health workers (problem of 3 country migration)

e multisectoral approach

¢ how tointegrate vertical, disease-specific approacheswith horizontal, system-wide approach

e convincing donors



Theapproach (Formulation and | mplementation)

Figure-2

The Harmonization and Alignment Pyramid

1. Ownership
(Partner countries)

Alignment | Use of
2. Alignment on partners' | country
(Donor-Partner) priorities | systems
3. Harmonization Commaon Rationalize | Information
({Donor-Donor) arrangements procedures | sharing

¢ Alignment —between alignment of donorswith partner priorities(in our case, NHEC' spriorities)
/ OR aignment between ethnic groups’NHEC, BMA/NHEC etc.

Alignment includes addressing specific hedth priorities, such asreproductive hedth, infectious
diseases, STDsand HIV etc. (NHEC paper of local health workshop findings, BMA reports, MTC
annud reportsetc.), whileat the sametime strengthening health systems, defining health projects

¢ Har monization — between the groups mentioned as above

Harmonization a so includes devel oping common, shared arrangements between, using the same
reporting or monitoring eva uation framework etc.

Failuresof Health Policy Planning: can be caused by poor planning, inadequate organization,
and misplaced val ues. These human factors contributeto severa problems, of which thefollowing
arethemost obvious:

e inequitable accessto heath care

e |ack of health information and inappropriate health priorities, wrong target of health problems
e ingppropriatetraining programs

e |ack of community approach

e communi cations breakdown and lack of harmony

e admini strative inadequacies/ corruption, lack of accountability and transparency

Our main focusshould be:

e primary health care (PHC) —expanded / upgraded
e community approach and devel opment including householdsand schools
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e mobilization, training/skillsupgrading of healthworkers' TBAS/Nursesitraditional hedlers

e integration/net work/ communication

o focug/attention on major problemsrather than attempting to deal superficialy with agreat many at
once

e equity, humanrightsand ethics

[l Policy measur es, monitoring and evaluation of health policy

TheMillennium Devel opment Goal's provide achanceto refocus health policy on health outcomesand the
major determinants, coreinterventions, and delivery strategies—and inthe processtoforge closer linksbetween
health departmentsand other organizationsthat can hel p achievethese outcomes.

Asthe objectivesof health policy represent long-term goals, it will need to be achieved over along period.
Annua changesintheoutcomeswill necessarily besmal, and will bedifficult to monitor given theweskness of
current health information systems. In fact, performance-based monitoring cannot be based on outcome or
impact indicators because of thelong-term nature of such changesand the measurement challenges.

Performance-based monitoring involvesreporting onintended resultsand progresstowards achieving intended
results. It requiresthat clear, achievable objectives, that arewithin the control of aprogram or ministry, are set
and agreed on by all stakeholders, with sufficient resourcesavailableto deliver theresults. It also requiresthe
selection of indicatorsto monitor performance, and an agreed plan for when, how and by whom theindicators
will be generated and used. Performance-based monitoring can only be achieved if programsroutinely and
accurately track policies, inputs, actions, and outputsrel ated to theinterventions.

MDG hedthtargetsarel onger-term outcomesthat can only show minima improvementson ayearly basis, and
can lead to the mi staken conclusion that thereisminimal return oninvestment.

Intermediate— or proxy - indicators measure changesin coverage or use of interventionsknownto havean
Impact on health outcomes. Tables shows available preventive and treastment interventionsfor the health-
relaed MDGs Suchinterventionscan then betransformedintoindicatorsof coverageand utilization by measuring
the number of peoplewho arein need of theintervention, and thosewho actudly receivethem. Suchindicators
includeimmunization coverage, useof child and maternal health services, andindividua or household behaviors.
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Table-2 Relationship between inter vention and indicator s

Goal Preventive Treatment interventions Recommended options:
interventions Examples of
intermediate or
“proxy” indicators
Reduce Breastfeeding. Case management with: * Proportion of 1 year old
child Hand-washing, safe disposal of | Oral rehydration therapy for childrenimmunized
mortality | stool, latrine use and safe diarrhea; antibioticsfor against measles
preparation of weaning foods. pneumonia, dysentery and * Proportion of children
Use of insecticide-treated nets. | sepsis; and, antimalarialsfor with diarrheain the past
Complementary feeding. malaria. Newborn resusci- two weeks who received
mmunization. tation and management of ORT
Micronutrient supplementation hypothermia. Breastfeeding, * Proportion of children
(zincand vitaminA). Complementary feeding with fast or difficult
Antenatal care, including duringillness, and micronu- breathing in the past two
steroids & tetanus toxoid. trient supplementation (zinc weeks who received an
Antimalarial intermittent and vitaminA). appropriate antibiotic
preventivetreatment in
pregnancy.
Newborn temperature
management; Nevirapine and
replacement feeding;
Antibioticsfor premature
rupture of membranes; Clean
and safedelivery including
management of pregnancy-
related complications such as
eclampsia and obstructed
[abour.
Reduce | Family planning: contraceptives. | Safedelivery with skilled * Percentage of pregnant
maternal | Maternal nutrition and birth attendance; Essential/ women with any antenatal
mortality | micronutrient supplementation. Emergency obstetric care; care
Prevention and treatment of Post partum and post * Percentage of births
STl and HIV. Prevention and abortion care. with skilled birth attendant
treatment of malaria and other and/or ingtitutional
infections. Antenatal care. delivery
* Contraceptive
prevalence rate
Improve | Exclusive breastfeeding-6 Appropriate feeding of sick
Nutrition [ months. Appropriate child and ORT. Control and *Prevalence of
complementary childfeeding6- | timely treatment of underweight children
24 months. Iron and folic acid infectious & parasitic under five
supplementation of children. diseases. Treatment and * Proportion of infants
Improved hygiene and monitoring of severely under six months who are
sanitation. Dietary intake- mal nourished children. High exclusively breastfed
pregnant and lactating women. dose treatment of clinical * Proportion of children
Micronutrient supplementation signsof vitamin A 6 — 59 months who
for prevention of vitamin A deficiency received one dose of
deficiency & anemiain mothers vitamin A in the past six
and children. Anthelminthic months
treatment in school aged
children
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Prevent and
combat
HIV/AIDS

Safe sex, including condom
use Unused needles by drug
users. Treatment of STIs.
Safe, screened blood
supplies. Universal
precautionsincluding safe
injections. Antiretrovirasin
pregnancy to prevent
maternal to child
transmission and after
occupational exposure.

Treatment of opportunistic
infections. Cotrimoxazole
prophylaxis. Highly active
anti-retroviral therapy.
Palliative care.

* Percent of persons using a
condom at last higher risk sex
* Percent of sexually
transmitted infection clients
who are appropriately
diagnosed and treated

* Percent of HIV-positive
women receiving antiretroviral
treatment during pregnancy

Prevent and
combat TB

Directly observed treatment
of infectious cases to prevent
transmission and emergence
of drug resistant strains &
treatment of contacts. BCG
immunization.

Directly observed treatment to
cure, including early
identificationof TB
symptomatic cases.

» Percent of registered new
smear positive TB casesin a
cohort that were successfully
treated

* Percent of estimated new
smear positive TB cases that
were registered under DOTS
approach

Prevent and
combat
Maaria

Use of insecticide-treated
nets. Indoor residual spraying
(in epidemic-prone areas).
Intermittent presumptive
treatment of pregnant
women.

Rapid detection and early
treatment of uncomplicated
cases. Treatment of
complicated cases (e.g.,
cerebral malaria and severe
anemia).

* Percent of patients with
uncomplicated malariawho
received treatment within 24
hours of onset of symptoms

* Percent of children/ pregnant
women sleeping under
insecticide treated nets

* Proportion of women
receiving antenatal care who
receive at least two or three
intermittent preventive malaria
treatments during pregnancy

18




Table-3 Relationship between Millennium Development and indicators

Millennium [ Targets Indicators Additional monitoring
Development indicators
Goal
God 1: Halve, between 1990
Eradicate and 2015, the proportion
extreme of people whose income
poverty and | islessthan $1 aday.
hunger
Halve, between 1990 Prevalence of underweight Core intermediate
and 2015, the proportion children under five years of age | indicators
of people who suffer Proportion of populationbelow | <Prevalence of
from hunger. minimum level of dietary energy | underweight children under
consumption five
* Proportion of infants
under six months who are
exclusively breastfed
* Proportion of children 6 —
59 months who received
onedose of vitaminAin
the past six months
Goadl 4: Reduce by two-thirds, Under-five mortality rate Infant | Core intermediate
Reducechild | between 1990 and 2015, mortality rate Measles indicators
mortality the under-five mortality immunization among children * Proportion of 1 year old
rate. under one childrenimmunized against
measles
* Proportion of children
with diarrheain the past
two weeks who received
ORT
* Proportion of children
with fast or difficult
breathing in the past two
weeks who received an
appropriate antibiotic
Godl 5: Reduce by three- Maternal mortality ratio Core intermediate
Improve guarters, between 1990 Proportion of birthsattended by | indicators
maternal and 2015, the maternal skilled health personnel * Percentage of pregnant
health mortality ratio. women with any antenatal
care
* Percentage of births with
skilled birth attendant and/
or institutional delivery
» Contraceptive prevalence
rate
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God 6: Halt by 2015 and HIV prevalence among 15- | Core intermediate indicators
Combat begin to reverse the to 24-year-old pregnant * Percent of persons using a
HIV/AIDS, spread of HIV/AIDS.| women Condom userate of | condom at last higher risk sex
malaria, and the contraceptive prevalence | ¢ Percent of sexually transmitted
other rate Number of children infection clientswho are
diseases orphaned by HIV/AIDS appropriately diagnosed and
treated
* Percent of HIV-positive women
receiving antiretroviral treatment
during pregnancy
Halt by 2015 and Prevalence and death rate Core intermediate indicators
begin to reverse the associated with malaria * Percent of patients with
incidence of malaria Proportion of populationin uncomplicated malariawho
and other major malariarisk areasusing received treatment within 24 hours
diseases. effectivemalariaprevention | of onset of symptoms
and treatment measures * Percent of children/ pregnant
women sleeping under insecticide
treated nets
* Proportion of women receiving
antenatal care who receive at least
two or three intermittent
preventive malaria treatments
during pregnancy
Prevalence and death rates | Core intermediate indicator
associated withtuberculosis | ¢ Percent of registered new smear
Proportion of tuberculosis positive TB cases in a cohort that
cases detected and cured were successfully treated
under DOTS * Percent of estimated new smear
positive TB cases that were
registered under DOTS approach
Concluson

In conclusion, Burmaisdesignated asone of the 8 worst countries of fragile statesby WHO and The
World Bank because of currently un-controlled health problemsand dysfunction health system. It meansthat
itwill bevery difficult to reach the targeted MDGsin heal th sector. However, we have to do what we can
doto protect and promote the health of our people. (Figure-1)
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Appendix
Households are pivotal but often overlooked

Households play two roles in the health system .They are demanders of community-based and facility based
interventions, and they are deliverers of home-based interventions. For interventions that are—or ought to be—
delivered by a professional (antenatal care, the safe delivery of a newborn, immunization), the patient (or the
caregiver for a child) is crucial. He or she makes the initial contact and plays a key part in what follows, in
compliance, follow-up, referral, and so on. If a mother fails to recognize the signs of a sick child and does not
take the child to a provider, the consequences can be fatal.A recent study in Bolivia found that 60 percent of
children who died during the period covered by the study had never been taken to aformal health care provider
in the sickness episode culminating in their deaths.23

The household’s role as a deliverer of careisalso crucial. It is mothers who breastfeed their children, and it is they
and other household members who purchase, treat, and use bednets. It isin the household that timely and appropriate
complementary feeding gets provided to the growing child. It is the caregiver who administers oral rehydration
therapy to a child with diarrhea and antimalarials to a child with fever. Much of a child's health is—or at least can
be—"produced” in the household.

Policymakers can influence households through the resources households have at their disposal, including their
knowledge of health matters, and through their influence on community factors, by affecting both social norms and
infrastructure.All too often, however, health policy toward households is piecemeal and half-hearted, even failing to
acknowledge that households are deliverersof health intervention.
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“Listening to the grass-roots’
(A Learning/Sharing Experience with Frontline Health Workers from Interior & Border Areas)
A Report on L ocal Health Wor kshops
(July 2003 —November 2005)

Dr. Sda Pacin

Aim:
¢ Review “Recommendations: HC 2000” for additiona inputs.

Objectives:

o reflect on common health problems

e determine poss ble solutions (with locally avail able resources)
¢ recommend topicsof interest (continuing learning/education)
e outlinethe constraintsand challengesfaced.

Guidingprinciple:
“Promote community-based heal th movements’

Promote Community-based Health M ovements
e Changing thedirection
- From disease-centered to heal th-centered
- Fromisol ated health sector to multisectoral
- From reactive curativeto proactive preventive.

e Lifegpan approach to health
- Preparationfor life
- Protectionfor life
- Quadlity of life.

Recommendations: HC 2000
o 6 Priority Groupsof Health Problems|dentified:
- Mgjor infectiousdiseases(malaria, TB, STIsincludingHIV/AIDS,ARIs& diarrhoea)
- Nutritional disorders/deficiencies: VitaminA, Iron & lodine
- Reproductive Health Problems (Unwanted pregnancies, Unsafe abortions & Maternal Care, etc.)
Menta Hedlth (anxiety/depression)
- Drug abuse: dcohol & psycho-stimulants (Yaba)
- Trauma& injuries: mineinjuries’war casudties.

e Maor Interventions Outlined.
Major interventionsoutlined were:
- Educate, counsal, communicate
- Work with groups (youths, women, and religious|eaders)
- Hedlth service provision & networking with NGOs/GOsfor referras(e.g. TB).
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L ocal Health Workshops
(Follow-up to HC 2000)

Major findings

1. Who are participating health workers?

e afew - administrative/manageria functions

e some- basicclinical responsibilities

o few - gpecific surgicd skills(e.g. amputation).

2. Inputsinto Recommendations: HC 2000
e Mg or infectiousdiseases. focuson health promotion/community
development activities :
¢ Reproductive & Child health + Nutrition: preventive, promotiveactionin
thecommunity
e Community Involvement in Hedlth & Development.

3. Common Hedlth Problems:

e Infectiousdiseases

¢ Non-infectious (PU, HT, Joint pains)
e Childhoodillnesses

¢ Reproductive hedlth problems

e Mental Health & Drug abuse

e Trauma& injuries.

4. Required Skills: to carry out interventions
e Project management

o Operational and case management

e Communication & counsdling

e Community mobilisation.

Note: Similarities& overlapswith Training Needsidentified by ‘BMA Health Conference: 2003’ delegates.

5. Structure & Functionsof Health dept./org.

o at different stages of development

¢ |eadership/management/supervisionin thefield—inadequate
e systemfor policy formulation/implementation —non-existent
o killed staff to organize/manage programs—limited.

e proper mechanismstoimprove such skills—insufficient

o Community involvement in decision-making process—rare.

Recommendations

¢ Educateindividuas, householdsandlocal communities(self-careat thehouseholdlevel)

¢ Trainvolunteersto use simple, effectivetools (askilled person to promote health/prevent iliness at the

community level)

e Trainmiddleleve & front linehealthworkerswith appropriate skillsincluding community mobilisation.

(skilledworkersat thefacility)

¢ Review dl trainings: match job requirementswith competency skillsto perform efficiently (to havemeasurable/

comparable competency standards)

e |nitiateasystematic gpproachtotraining (toingtal amechanismfor setting & maintaining stlandards, including
assessment procedures)
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¢ Explorefliaisewithtraining schools & educational ingtitutions. matching competenciesfor recognition of

trainingsand accreditation procedures
¢ Devel op protocolymanagement guidelines (workplace policiesand procedures)
¢ Upgradetheskillsof staff at theadminisirativeand managerid level (enabling supervison& teambuilding +

project management skills)
e Build the capacity of senior staff for |eadership and health policy devel opment, monitor implement and

evauate policesinto actions.

ToNHEC:
e |nitiate & maintain aprocessof dial/disc. with respectivedept. & org. for theissuesrelated to: policies,

trainings, and community leve initiative (acting asanodal point)

o To explore/consult/secure necessary expertise & fundsto bring into effect of mutually agreed setsof policies
& activities

e Tomanagethewhole’ change’ processefficiently and effectively through appropriate staffing and support.
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Rewardsand Challengesof Health Workerson theThai-BurmaBorder
Researcher: Dr. Yan-Di Chang
Ph.D. PrograminApplied Anthropol ogy
ColumbiaUniversty, U.SA.
Duration:  June~ July, 2005

Objectiveand Resear ch Questions
To study hedlth careworkersat theMae Tao Clinic (M TC) and the Back Pack HealthWorker Team (BPHWT)
about:

(2) themotivationsfor being ahealth careworker
(2) rewardsgained

(3) challengesfaced being ahedlth careworker
(4) if they will resettlein athird country

Background: Human Resour cesfor Health
¢ Heathworkersareimportant for producing good health; they perform key socia rolesinall societies

¢ TheWorld Health Organization (WHO) hasrecognized theimportance of human resourcesfor health,
and they have made“Working for Health” thetentativetitle of their World health report 2006

Methods
e  Semi-structuredinterviewswith healthworkers(MTC & BPHWT), and long-term foreign vol unteer
hedthworkers(MTC)

e  Participant observation (MTC)

e  Focusgroupdiscussion (BPHWT)

|. Results: Mae Tao Clinic Overview

Table 1: Comparison between I nter vieweesand the MaeTao Clinic Health Staff

I nterviesees MTC Health Saff
Total Number 31 131
Gender ratio (Famale: Male) 3.9 6.1 5545
Marita StatusratIO(SngleMarrled/ 55:45 6.7:3.3
Widowed
Ratio of Sdlf- ascription of Ethnicity 77:03:19 81:07:1.2
(Karen/ Karenni : Burman : Others*)

* Theseinclude : Arakhan, Chin <kachin, Luha, Mon, Pa-O, Shan and Tavoy
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Table2: Number of Intervieweesand Saff at VariousDepartmentsinMTC

MOPD MIPD | CHIPD| CHOPD | RHIPD | RHOPD | Surg
Sample | 3 4 2 4 3 2 3
Total 12 20 1 10 13 12 9

Lab BT VCT Eye Pharm | Ref TOTAL
Sample | 4 0 1 2 2 1 31
Total 20 3 4 6 6 5 131

* MOPD: medical out-patient department, MIPD: medical in-patient dept, CH: child health,
RH: reproductive health, Surg: surgical department, Lab: laboratory, BT: blood transfusion,
VCT: voluntary counseling and treatment, Pharm: pharmacy, Ref: referral

Table3: Demographicsof thelntervieweesfromMTC

Characteristic Number Range
Number of womento men 12:19 NA
Average age (yearsold) 29.6 22-45
Number of personsin management positionsto staff 16:15 NA
Averagetimeat clinic (years) 4.25 0.25-15
Averagetimebeing ahealthworker (years) 6.00 0.08—16
Number of Christiansto Buddhists 16:15 NA
Number of singleto married/widowed persons 17:14 NA
Average number of childreninthosemarried 1.43 0-3
Averageleve of education* (standard) 9.21 5th—10th
L ocation where highest level of education received

(Burmato refugee campsto India) 21:9:1 NA

* Excluding two who went to college and university
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M otivationsin Becoming aHealth Worker: “ All in the SameBoat”

e  Altruism—“beinginthesameboat” asothers:
(2) lack of health careinsde Burma
(2) wanting to help otherswho aresick
(3) ownexperienceof beingill
(4) owninterestin hedlth care
e Bydeallt:
(1) decided or needed by organization
(2) few opportunitiesfor jobsand higher education
(3) forcedtoleave Burma

Rewardsof BeingaHealth Worker at MTC:  “LikeaFamily”

e Jobsisfaction:
(2) ability to helpfellow countrymen
(2) opportunitiesfor continued education

e MTCis"likeafamily”:
(2) stipendsfor self and family
(2) lodgingsandfood
(3) children'seducation

o Non-tangiblebenefits:

(2) relative security and safety

27



Challengesof BeingaHealth Worker:  Soicism vs. Burnout

e Chdlengesatthemacrolevd:
(1) legdlity of stay in Thailand
(2) risksof arrest

e Difficultieslivingatthedinic:
(2) proximity and space
(2) lesureactivities
(3) food provided

e  Problemsattheclinicleve:
(2) funding, e.g. for patient referral
(2) facilitiesand space
(3) [aband diagnostictestsavailable
(4) supply of medicines
(5) equal opportunitiesfor staff
(6) on-the-job trainings and refresher coursess
(7) patient follow-up
(8) patient communication

e Inter- andintra-departmental problems:
(1) staff motivation and attitudes
(2) burnout and drinking problems
e  Family and persond problems.
(2) stipend
(2) managing child careand work
(3) children’seducation
(4) communicationswithand vigting familiesin Burma

Factorsfor Resettlingin Third Countries:  “Abandoningthe Sinking Ship”

e Pushfactors stuationin Thaland and Burma
e PRullfactors
(1) opportunitiesfor further education
(2) security
(3) better prospectsfor children
e Retainingfactorsat home: want to stay to help people
e Redtrictivefactorsabroad: qualificationsmay not berecognized, would not be abletowork in health
care

Recommendationsfor MaeTao Clinic

e  Motivation of healthworkerstoremainat MTCisvery high
e  Cliniccan makeimprovementstoretain staff, e.g.

(1) improveliving conditionsand stipends

(2) address department-specific problems

(3) improvethequdity of trainings, not quantity

(4) long-term: solve problem of legdlity of stay
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Il. Results: Back Pack Health Worker Team Over view

Table4: Demographicsof thelntervieweesfrom BPHWT

Characteristic Number Range
Number of womento men 0:8 NA
Average age (yearsold) 31.75 22-45
Number of personsin management positionsto staff 8:0 NA
Averagetimewith BPHWT (years) 3.21 0.25-15
Averagetimebeing aheathworker (years) 8.28 0.08-16
Number of Chrigtiansto Buddhists 7:1 NA
Number of singleto married persons 1:7 NA
Averagenumber of childreninthosemarried 143 0-3
Averageleve of education (standard) 7.38 5th—10th
Location wherehighest level of education received

(Burmato refugee camps) 4:4 NA

Rewar dsof BeingaHealth Worker at BPT

e Jobsatisfactionandlearning experience:
(2) havethe chanceto help the peoplein health

(2) BPT focusesmoreon prevention and public health on top of curativework

(3) havethe chanceto bein contact with the people
(4) ableto seethesituationin Burma
e  Tangblebenefits:

(2) BPHWT providesmore support for medicinesand equipmentsthan other organizations

Macro L evel

e  security (being shot at by the SPDC and DKBA, landmines, cannot work freely inthe area)

e communication betweenfied & head office, and between different teamsinthearea

e thevillagershave more pressing concerns, e.g. food, so they cannot pay attention to health and

prevention

Clinical Level

e lack of equipment totreat patients, e.g. Foley catheter, NG tube, dental instruments

e pdientreferrd:

(2) reasonsfor referral: lack of equipment, medicine, knowledge and skillsof the health worker, and

severity of thecase
(2) difficulty intrangporting patients
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Personal Level

cannot support family and self financially, e.g. food, children’seducation
security of family insdeBurma

cannot bewith family often, which cause:

(2) not being ableto work with/for family

(2) cannot help spousewith raising the children

(3) cannot take care of own family whenthey aresick

(4) problemswith marital relationship

(5) unabletotake care of aging parents

Support Required from BPHWT

30

communication equipment, e.g. satellite phones, wakie-talkies

video camerato document human rightsabuses

emergency kitswith equipments such asFoley catheter, NG tube, forcepsto stop bleeding, artificia
ddivery aids, basic dentd instruments

salary for healthworkers

meansfor incomegeneration for each team so that they can purchase medicinesor equipmentsin
Burma




Recommendationsfor BPHWT

e  Researcher’'simpression:

(2) working for the BPHWT isal so agood |earning experiencefor theteam leaders

(2) each team doestoo much work but hastoo littletime, sincethey haveto conduct health
education talksand various programson top of treating patientswhenthey visit thevillages;
however, the actua timethey spend on eachtripisvery little (5to 8 weeks)

e Inadditiontothose suggestionsgiven, the researcher would liketo recommend:

athorough eval uation of therolesand function of each team member, and tolook for waysto
improveefficiency whileba ancing the health workers mental well-being, e.g. specidization of tasks,
using morelocal healthworkersto decrease need for travel, and providing meansfor themto

support their families

Comparison of Findingsbetween MTC and BPHWT

Table5: Comparison between Demogr aphicsof Intervieweesfrom MTC & BPT

Characteristic MTC BPHWT
Number of womento men 12:19 0:8
Average age (yearsold) 29.6 31.75
Number of personsin management positionsto staff 16:15 8:0
Averagetimewith organization (years) 4.25 3.21
Averagetimebeing ahealthworker (years) 6.00 8.28
Number of Christiansto Buddhists 16:15 7:1
Number of singleto married persons 17:14 1:7
Average number of childreninthosemarried 143 143
Averageleve of education (standard) 9.21 7.38

L ocationwhere highest level of education received

(Burmato refugee campsto India) 21:9:1 4:4:0

Notesabout Differ encesbetween I nter vieweesfrom MTC and BPHWT

e BPHWT intervieweesconss of fieldin-charge, team leader, TBA trainer, etc
e  SOBPHWT intervieweesareall men, older, have been ahealthworker longer, and are mostly

married

e Theraverageleve of educationislower (perhaps becausethey havelesschancefor education?)
e  BecauseBPHWT wasestablished for ashorter period of time, the average duration for working

with BPT isaso shorter

Comparison of Findingsbetween MTC and BPHWT

HedthworkersfromMTC and BPHWT facedifferent challengesin their work

More hedthworkersfrom BPHWT haveimmediatefamily in Burmathan thosefromMTC
LessBPHWT health workersexpresswillingnessto resettlein other countries
However, most of them would liketo continuewith their present work aslong asthey can
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Health and Human Rights
Dr. Khin Saw Win
. Introduction

Sincethe creation of United Nationsover 50 yearsago, international responsibility for health and
human rightshas been increasingly acknowledged. Yet, theactual linkagesbetween health and human rights
had not been recognized until late 1980s, when the call for human rightsand for compassion and solidarity
with peoplelivingwith HIV/AIDSwasfirst embodied in thefirst WHO global responsetoAIDS (WHO
1987).

. Health and Human Rights
What ishealth?

TheWHO projected avision of health asastate
of complete physical, mental and socia well-being—not
merely the absence of disease or infirmity. The 1978
Declaration of Alma-Atacalled on nationsto ensurethe
availability of theessentiasof primary health care,
induding:

¢ education concerning health problemsandthe
methodsfor preventing and controlling them
promotion of food supply and proper nutrition
an adequate supply of safewater and basic
sanitation
maternal and child hedth care, including family planning
immunization againg maor infectiousdiseases
prevention and control of locally endemic diseases
appropriatetreatment of common diseaseand injuries
provision of essentia drugs

Motto “HFA by theyear 2000”

The Ottawa Charter for Health Promotion (1986) proposesthat the fundamental conditionsand
resourcesfor health are peace, shelter, education, food, income, astable ecosystem, sustainableresources,
socid justiceand equity. TheWHO definition of health wasanimportant step in helping to move hedlth
thinking beyond alimited biomedical and pathol ogy based perspective towardsthe more positive domain of
well-being, understood toinclude recognition of individual sand their need to realize aspirations, to satisfy
needsand to change or copewith environments. The societal dimensionsof thiseffort wereemphasizedin
both the Declaration of Alma-Ataand the Ottawa Charter for health promotion.

In 1998, the World Health Assembly reaffirmed the commitment of nationsto strive towardsthese
goasinaWorld Health Declaration and stressthe* will to promote health by addressing thebasic
determinantsand prerequisitesfor health” and theurgent priority “to pay the greatest attentionto thosein
need, burdened by ill health, receiving inadequate servicesfor hedth or affected by poverty” (WHO 1998)
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What arehuman rights?

HR arelegally guaranteed by humanrightslaw, protecting individual sand groupsagainst actionsthat
interferewith fundamental freedomsand human dignity. HR are principally concerned with therelationship
between theindividua and the state. Government obligationswith regard to HR broadly fall under the
principlesof respect, protect and fulfill.

Intheaftermath of WW I1, theinternational community adopted the Universal Declaration. The
preambleto the UDHR proposesthat human rightsand dignity are self evident, the* highest aspiration of the
common people,” and the*“foundation of freedom, justiceand peace’. Althoughthe UDHR isnot alegally
binding document, nations have endowed it with atremendous|egitimacy through their actions, including
invokingit legaly and politically at thenational and international levels.

UDHR-BascHR
CCPR —classic duty to meet aparticular objective
| CESCR —duty to providethemeans, createthe

necessary conditions

Others—Human rightson specificissues
CEDAW (1979)
Convention onrightsof thechild (1989)
Convention against Tortureand other Crudl,
Inhuman or Degrading Treatment or Punishment
International convention ontheeimination of All Formsof
Racia Discrimination (1965).

Regiona Human Rights Trezaties
African Charter on Human Peopl €' sRights (1986)
TheAmerican Convention on Human Rights
(1992)
The European Convention on the Protection of
Human Rights(1959)

Only theAsian region doesnot havesuch a

regional tresty.
Therearenumerousinternational declarationsand recommendationsto expressthepolitical
commitment of governmentsto promoteand protect human rights.

Special Natureof Human Rights

Itistherdation of astate and individua sunder itscontrol rather thaninterstatere ations.

People haverightssimply becausethey are human.

HRareuniversal

HR treatsall peopleasequal

Rightsare absolute—for example, right tolife, freedom from torture

Limitationislimited

No national boundaries—HR hold nations accountablefor meeting the conditionswhich satisfy the
requisite, promotion, protection and respect.

Rightsisnot aprivilege/ special favor

HR recognizetherightsof othersasobligation
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HedthRights

o UDHR —article 25
° ICESCR-article12, GC 14
o Alma-AtaDeclaration (1978)
J Ottawa Charter for Health Promotion
Subsequent Conferences:
o International Conference on Population and Development (ICPD) 1994

o World Conferenceon HR (1993)
o World Summit for Social Development

The conferencedocumentshelpto clarify:

Rightsof vulnerablegroups
Women'sHR
Broader concepts of H and HR and the steps needed for implementation

[1l. A Human RightsPerspectiveon Health

A health and government respong bility for healthiscodified inamost every human rightsdocument. The
right to the highest attainable standard of health appearsin oneform or other in most every one of them, for
example, therightstoinformation, to education, housing and safeworking conditionsetc. From them, there
arethreemost sgnificant rights:

o theright tonondiscrimination

o theright to the benefits of scientific progress

o theright to hedlth

° Nondiscrimination:

isthekey to human rightsthinking and practice. Under international human rightslaw, al people
should betreated equally. Common formaof discrimination include racism, gender-based discrimination,
homophobia
. Right to enjoy the benefits of scientific progressanditsapplication

isrecognized explicitly inthe| CESCR at article 15. Theimplicationsof thisright havebeen
explored recently with respect to accessto drugsfor the devel oping world, regarding accessto antiretroviral
therapiesand other formsof HIV/AIDScare.

. TheRighttoHedlth

Isbeing set out in anumber of international legal instruments. UDHR, article 25, and ICESCR article
12. Themost authoritativeinterpretation of theright to healthisoutlined in article as of the ICESCR, which
has been ratified by 145 countries (asof May 2002). In May 2000, the Committee on Economic, Social
and Cultural Rights, which monitorsthe Covenant, adopted aGeneral Comment ontheright to health. GC
14 servesto clarify the nature and content of individual rightsand States Partiesobligations. The GC 14
recognized theright to health isclosaly related to and dependent upon theredlization of other humanrights,
including theright to food, housing, work, education, participation, the enjoyment of the benefitsof scientific
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progressand itsapplications, life, non-discrimination, equdity, the prohibition against torture, privacy, access
toinformation, and thefreedoms of association, assembly and movement.

Further, the Committeeinterpreted theright to health asan inclusiveright extending not only to
timely and appropriate health care but a so to the underlying determinants of health, such asaccessto safe
and portable water and adequate sanitation, an adequate supply of safefood, nutrition, housing, healthy
occupationa and environmental conditions, and accessto health-related education and information, including
on sexua and reproductive hedlth.

Note: Internationa human rightstreatiesare binding on governmentsthat ratify them; Declarationsare non-
binding, athough many normsand standardsenshrined thereinreflect principleswhich arebinding in
customary international law; United Nations Conferences generate non-binding consensua policy
documentsand programmes of action.

IV.  Whatisthelink between health and human rights?
Therearecomplex linkages between health and humanrights:

1 Violationsor lack of attention to human rights can have serious heal th consequences

2. Hedlth policiesand programmes can promote or violate human rightsin thewaysthey are
designed or implemented

3. Vulnerability and theimpact of ill health can bereduced by taking stepsto respect, protect
andfulfill humanrights

= Y : o frﬁ"f.” Fe
Examples of the links between ;|-:itjand jlluflifljues
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Torture Slavery : |
Harmful traditional ™ ) Violence against
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Human rights violations
resulting in ill-health
Freedom from
Right to education < "2 discrimination

@ Promotion or violation
of human rights

through health > Right to information

development

Reducing vulnerability §5 0
Right to food & to ill-health through
& nutrition human rights

Freedom from £
discrimination

O pightioprivaey

V. Strategic Directionsto Better Health

HR can helpto providean approach for better health. Thisrequiresan understanding of the healthissues
most relevant to thewel l-being of individua and popul ations. Four main aress:

1 Reducing excessmortality and disability

Needseffective disease prevention and control programstargeted to their specia needs, priority
givento poor and marginalized communities.
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2.

Promoting hedlthy lifestylesand reducing risk factorsto human health that arisefrom environmental,
economic, socia and behaviora causes:

issues such asreproductive health, accessto safe blood transfusion, accessto clean water
need to create conditions conduciveto health through information, education, socia support

systemsthat promote healthy behaviors

3.

VI.

Devel oping health systemsthat equitably improve heal th outcomes

Thetype of services, interventions, and technol ogieswe offer —the concept of equality applies

who requireadditiond attention?

systems should enableall individual sto seek and receive servicesthat are commensurateto
their needsand economically affordable

nondiscrimination

protection of confidentiality

respect for dignity

Developing apalicy inthe health sector

towhat extent doesthe proposed public health policy represent good public health?

isthe proposed policy respectful and protective of human rights?

how can we achieve the possi bl e balance between protecting public health and promoting HR?
will the proposed policy be periodicaly reviewed? For public health effectivenessand impact on
humanrights?

Concluson

We as health workers, how can human rightsframework be applied to enhancethevaueand
impact of our healthwork?

promoting awareness/ HR education

the devel opment of human rightsmonitoring tools

application of humanrightsframework to hedlth practice

o ethics

o discrimingtion

o confidentiaity

o equity

the creation of research agendato advance our collective understanding of the health and human
rightsrelaionship.

Latest Development:
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MIGRANT HEALTH RIGHT

Dr. ZinMinThan Oo
MAP Foundation
Migration

o Peopleareincreasingly onthemovefor political, humanitarian,
economic and environmental reasons. This population mohility hashealth and human rightsimplicationsboth
for migrantsand for those they |eave behind. Migrants often face serious obstaclesto good health dueto
discrimination, languageand cultural barriers, legal statusand other economic and socid difficulties.

e  Approximately 175 million people, or 2.9% of theworld’spopulation, currently livetemporarily
or permanently outsidetheir countries (WHO data)

Migrant Health Right (EU)
e  BothRegistered and unregistered migrants

e  UN Sub-Commissionfor the Protection and Promotion of Human Rightsto draw the attention of the
EU Commissionto theright of equal accessto health carefor undocumented migrantsliving in the European
Union.

e  Forunregistered migrants, they should get
- emergency health care
- communicabl e di seasestreatment
- health caretotheir children
(Internationa Health and Human Right)

Migrant Workersin Thailand

In 2005, registered Migrants- 705,293

539,416 from Burma

Estimated Burmese migrant workers- >2,000,000
500,000 new migrantswill beregistered in March,2006
(hedlth services?)

Common health Problemsin Migrant community

Fungal infection (skin, vagind)
Eyeinfection

Anaemia

STls

Respiratory Tract Infection
Tuberculoss

PU

Unwanted pregnancy
Induced Abortion
workplacereaedinjuries
Back pain, joint pain
HIV/AIDS
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Health Insurance Card (30 Baht card)

Registered migrant workers
- 30 baht scheme

- entitleto universal health care system, but workershaveto pay around 100 US$

Undocumented migrant workers

- Employer hasresponsibility for their health cost (a/c to 20" Dec,2005 cabinet resol ution)

Health Servicesavailablewith 30 baht card in Hospitals

ANC, Childddlivery

Treatment of communicablediseases

Family Planning (Contraception, Sterilization)

ARV for HIV infected pregnant womento prevent MTCT
Homevist

Health Educationto patientsand their related families

Hesdlth promoation, counsdling

Denta Care—treatment to Dental cariesand oral cavity infections
Prevention of communicablediseases

PAID SERVICES (Cannot get with 30 baht)

Mentd liness

Diseasesrelated with using narcotic drugs

Injuriesfrom (Accident with vehiclethat hasInsurance)

Infertility

Test tubefertilization

Body and face cosmetic plastic surgery without Doctor’sadvice

Self Medical check up without Doctorsadvice

Chronic diseases (Hospital stay >180 days) and complicated diseases

ContinuePaid Services

Kidney transplant, Renal Dialysis, Kidney diseases
ARV for AIDS patients

Sex change

Migrants children

Toothinsertion

Paid servicestogether with 30 baht
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Case Diagnosisand Management, Specia Treatment with specidist according to National Medical

Association’ srecommendation

Food and Ordinary I n-patient room cost
Tooth extraction, filling and scratching
Supportivekit (eg, walking aids) and nationally listed high potency drugs
Labour costif > 2 child deliveriesafter starting using 30 baht
Referra costs (from current Hospital to another Hospital)



OneSop CrisisCentre

To helpwomen and children abuse

Domestic aswell asother abuses

Different experts ( Doctors, Nurses, Psychiatric, socia workers, Polices, Lawyersand people) in
OSsCC

In OSCC

- Medica trestment

- Counsdling

- Help to current economic problem

- Arrangetemporary stay

- Referral to Socia welfareorganizations

Compensation for Occupation related Injuriesand Diseases

Right to get aleavefor occupational accident injury, right to get daily wagesfor thoseresting days
Right to get wagesfor |leave daysaswell asspecial compensation for body parts damage or lost
injuriesaccording to theextent of injury.

Right to complain Socid security, L abour Protection Officewith medical report written by Thai registered
medical doctor if theemployer did not give compensation

Limitation toMigrants(In Hospital)

Havetowait for long timeto get hedlth care

Most migrantsreceived only symptomatic treatment

Hospitd directory sgnsand hospital documentsarenot writtenin Migrant’slanguage
Communicetionbarrier

Intheir workplace

No proper sanitation

No enough ventilation/ crowded

No occupational health and safety

No enough break time ( many painting attacks, gastric problems)

Recommendation

Register migrant healthworkers

Including the migrant workers|eaders (women and man) in policy decisionsaffectingtherr lives
Ensurethe safety of migrantsin detention and deportation including protection of womenfromthe
sexud violence

Create mechanismswhich ensuremigrant workerscan exercisether right through Thai law especidly
labour right.

ProvidemoreHealth Care Services

Provide Qudity Hedlth Service

Directory sgnsand Hospital documentswrittenin Migrant’slanguage

Providemoreinterpretersin Hospital

Include migrant workers accessto ARV under 30 baht scheme

Help migrant health workersto get information and knowledge of health rightsand health education
emdly
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Improvetheworkers environment (living, working)

Enough resting hoursfor migrant workers

Enough break timeto eat

To get timeoff to seek health care during the day.

Right of accessto adequate health carefor all migrant children

HEALTHRIGHTKIT

o et
S it my$:incgof canémd
Jaorbibenifmnggmde Someh

umicmécTgt:

LS




Australian Health System:

A case study
Dr. Myint Cho
Health System Sructure
e Public Health Sector
e Private Health Sector.

Public Health Sector
¢ Nationa (funding/regulatory)
¢ Regional (services)
e Community
e Family.

Private sector
¢ NGO¢/International organization
¢ Pharmaceuticas

¢ Private Practice (dllopathic/traditional or folk medicine).

Australian Govt. System
e Nationa Government (Commonwedlth)
o State/ Territory Governments (6/2)
e |ocal Government (Council).

Health Policy Making
 Negotiation between the Commonwealth & the States
¢ Audtrdian Hedlth System —relatively equitable
e Complex Health Care System.

PublicHealth Insurance System (M edicare)
e Commonwedlth:
—collect taxes
—funding
o States:
—receivefinancid assstance

—run public hospitals, mental health & community health services

—rules/regulation for health workers.

Who benefits?
¢ Peoplewho:
—resideinAudgtralia
—holdAugtrdian citizenship
—hold permanent visa
—hold New Zealand citizenship

¢ Residentsof UK, Ireland, New Zealand, Italy, The Netherlands, Finland, Sweden & Malta(have

restricted access).
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What arethebenefits?
e Medical benefitsschedule
—consultation fees (doctors, specialist, radiologica pathological tests, eyetest by optometri<t,
surgical & therapeutic procedures)
¢ Pharmaceutica benefit scheme (PBS)
—Generd beneficiaries
—Concessionary beneficiaries (pensioner card holders & other entitlement card hol der).

Servicesexcluded from Medicare
e Dentdl treatment
e Ambulanceservices
e Homenursing
¢ Physiotherapy
¢ Occupational therapy
e Speech therapy
e Chiropractic services
e Treatment by psychiatrist
¢ Visua & hearingaids
¢ Prosthesis
e Somemedica servicesthat arenot listed under Medicareasclinically necessary (e.g. cosmetic

surgery).

PrivateHealth I nsurance System
¢ \/oluntary
¢ Encouraged by the current government.

Who pays?

Sour ceof finance Per centage of total (%)
Public:

e faxes 71.2

Private:

e out of pocket 16.2

e privateinsurance 7.1

e other 55

Expenditure

¢ 8.5% of GDP
e Public hedlth receiveslessthan 2 % of total health budget
¢ 48 % of health expenditure

—from the Commonwesalth govt.
¢ 23 % of health expenditure

—fromthe Stategovt. & local govt.
¢ 29 % of health expenditure

—from private sources.
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Tax rates
<5400
5401-27,000
27,001-50,000
50,001-60,000
>60,001

Significant Problems

e Financia barriersto dental treatment
e Shortagesof health professionasin someareas

No tax
17%
30%
42 %
47%

¢ Geographic and cultural barriersto theuseof health services
¢ Hugedifferentia sin heal th status between indigenous peopleand theAustralians.
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Research Ethics and Human Subjects Protections
ChrisBeyrer MD, MPH
JohnsHopkins School of Public Health

Resear ch Ethics:
What arethe Requirements?
¢ Human Subjects Research
e Ethica Review
¢ Human Subjects Research Committees
o | ngtitutional Review Boards—Ethics Committees
e Informed Consent
e Training Requirements
e Assurances of Compliancewith the Office of Human Research Protection (OHRP)
e Community Participation and Community Advisory Boards

Human SubjectsResear ch
¢ Any research project involving humans, subject to same standards of ethics, ethicsreview, and
regulatory oversight
e Includeslowest risk studies:
e only questionsasked
* no blood or other specimenstaken, no experimental therapy or agent used
e For example:
e Studiesdone on stored specimens collected from humansin which no contact with participants
will occur

Ethical Review
¢ USEthical Reviewsbodies
¢ Belmont Report
e | nternational Organizations& many countries
e Helsinki Guiddines
e CIOMSGuiddines
¢ |CH International Code of Harmonization
o All agree on several common principlesof ethics:
¢ Beneficence[First, dono harm]
¢ Balance of research risk versusbenefit for subjects
e Fairness

Human Subj ectsResear ch Committees|nstitutional Review Boards

e |sthisstudy of real or potential benefit?
¢ Aretherightsof human subjectsadequately protected?
e Aretherisksto participants minimal, significant but warranted, or too hightojustify the study?
o Will thecommunity at risk have accessto thefindings?
e Tothe benefitsof research, if thereareany?
¢ How can wework towardsthisgoal ?
Every study requires 2 key documents:
Study protocol & Informed Consent Document
¢ Who reviewsthem?



Institutional Review Boards- IRBsin US, Ethical Committee

e Ethical review committeethat reviews, monitors, and overseas human subjects protectionsin
every study. Needed by every USresearch ingtitution

¢ Review protocols, proposals, and informed consent documentsfor human subjectsresearch

o Established under Code of Federa Regulations (CFR) rules

e Must comply with US Federal Office of Human Research Protections (OHRP)

e ndependent from researchers

e Must avoid conflictsof interests: family, financial, or research collaboration relationshipswith
investigators

e Must haveat least 1 non-scientific member

IRBsoutsidethe US

e To collaborate with US researchers, asecond country researcher or organization must haveits
own |RB to partner withUS

e USand In-country IRB reviewsrequired before study can beinitiated.

¢ |IRB must be established a ong internationally accepted standards

¢ CIOMS, Helsinki, ICH, or UN/ WHO Guidelines

e Many countrieshave Nationa Review Bodies

¢ Additional review body- not to replaceloca IRB

Informed Consent
What doesit mean?

Informed Consent isa process
¢ Research participants:
¢ Understand astudy
e Fully informed of therisksand benefits
¢ Haveall questionsand concernsanswered
e Truly informed before they consent

Information should bereviewed at many, if not all subsequent visits

e Subject has:
¢ Consented freely and independently
¢ Consented without coercion or force
o Suffersnoill effectsfor refusal or withdrawal from study

Community consent or partner consent may be necessary, but never replacesindividual consent

Thelnformed Consent Document
e |egd record that subject hasbeen given |l relevant information and has vol untarily consented to
participation
o Carefully reviewed by USIRBs
e Can bewritten or verbal
o \Verba informed consent —illiterate subjectsor those who do not want to sign documents (usually
withwitnesswho signsontheir behaf)

Non-English Consent

¢ Documents must be back-trand ated into English
¢ Must beindependently verified astruetrandation
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e USIRB will review:

e English document

¢ Non-English document
e Back-trandation

o Verificationof trandation

Training Requirements
Who must receive human subjects trainingand verification?
¢ Any investigator named on aresearch grant
e For USfunded research, all international investigators named on proposalsor grants, and all who
will have* sgnificant subject interactions’
e For al researchersfor each new study

Assurancesof Compliance:
Office of Human Resear ch Protection (OHRP)

e OHRP—in Department of Health and Human Services

¢ RequiresIRBsto bein compliancewith USregulations

e GivesAssurance certification: Federal-WideAssurance (sSnce2001), International Collaborative
Project Assurances, etc.

¢ Reviews|RB:

¢ Membership, Numbers of members, Independence, Conflict of Interest

Community Participation & Community Advisory Boards(CAB)
e Additiona requirement of many studies
e | ndependent advisory body associated with astudy or group of studies
e Composed of membersof community at risk
¢ Helpsinvestigatorsknow more about their communities, hear directly from community, and do
better research
¢ Playskey roleinethics

CAB Members
For example:
Sudy: HIV infection amongdrugusersin Xistan

CAB Members:
¢ Xistandrug users
e PersonslivingwithHIV/AIDS
o Xigtanreligious|eader
¢ Head of alocal women’sor youth organization
e Membersfromlocal NGOs

Conclusions

¢ New USrequirements—asignificant burden on researchers

e USremainssinglelargest funder of human biomedical researchworldwide

¢ Accessto USresearch dollarsvital to many research efforts Spirit behind regul ationsand
requirementsisprotection of human research subjectsfrom:

¢ Abuse, harm, unnecessary risk, exploitation Complianceisdemanding, yet essential
Globa research effort on human health problems demandsworking towards the highest ethical
standards possible
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Websites
CIOMS:
http:/Aww.cioms.ch/
OHRP:
http://ohrp.osophs.dhhs.gov/
Bellmont Report:
http://ohrp.osophs.dhhs.gov/humansubjects
guidance/
Codeof Federal Regulations:
http://www.access.gpo.gov/naralcfr/

ICH Guidelines

I nformed Consent

¢ Consent beforeinvolvement

e Provide an opportunity to consider

¢ Minimize coercion and undueinfluence

¢ Uselanguage understandable to subject

e Nowaiver of rights

e Noreleasefrom liability

Basic Elementsof Infor med Consent
¢ ICH 4.8.10
e Describesrequirementsfor both written informed consent formsand oral discussionsof consent
e Must provide an explanation of thefollowing 20 items

Components of Informed Consent ICH 4.8.10
a Statethat the study involvesr esear ch
- Must mentionthisexplicitly
b) Explainthe pur pose of the studly,
- Why areyou doingthistrial?
c) Thetrial treatment(s) and probability for random assignment to each
d) Thetria procedur esto befollowed
- Includeall proceduresthat arepart of thetrial:
- Medical and behavior al assessments, specimen collection, injections, follow-up
evaluationsetc.
2) Thesubject’sresponsibilities
f) Those aspectsof thetrial that areexperimental
0 The Reasonably For eseeablerisks
- Risksto embryo, fetus, nursinginfant
h) Any Benefitsto the subject—
- If none, statethereare none
)] Describe Compensation and/of trestment availableto subject for trial-related injury
K) Anticipated prorated payment, if any, for participationinthetrial
) Any Anticipated Expenses, if any, to the subject—If none state there are none
m) That participation isvoluntary, subjectsmay refuseto participate or withdraw at any time
without penalty or lossof benefits
n) Accesstotheir recordswill begranted to monitor(s), auditor(s), IRB/IEC, and theregul atory
authorities
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P)

9
9

Recordsidentifying the subject will be kept confidential to the extent permitted by lawsand/or
regulations. Their identity remains confidentia in publications

The subject or Legally Acceptable Representative (LAR) will beinformed of infor mation that may
berelevant tothesubject’swillingnessto continue participation

- AdverseEvents

- Poor outcome

The nameof person(s) to contact

- For further information about thetrial and rightsof thetrial subjects

- For researchrelated injury

Foreseeabl e circumstances and/or r easonsunder which the subjectsparticipation may be
terminated

- [lIness, pregnancy, failureto show for appointments

Expected Dur ation of the subject’sparticipation

Theapproximate number of subjectsinvolvedinthetrial

Documentation of Consent

e Written consent form approved by IRB
¢ Signed by subject or Legally Authorized Representative (LAR)
—Local lawsdetermineswhoisLAR
—If unabletoread, it should be read to them and signed by awitness
¢ Usenon-technical languagewhen possible

Guidance

¢ NCI Informed Consent Guidance
http://cancertria s.nci.nih.gov/researchers/safeguards/consent/index.html
¢ NCI Informed Consent Working Group

—Recommendations

—Sample Consent Form: Phase2 ... trid

—Sample Consent Form: Phase3 ... tridl



Health Access & Utilization
at MaeTao Clinic (1989-2004)
Dr. CynthiaMaung

Oveview ..i‘. ul'-;. \hf.-';‘:ad.'.".a”"!i:; Sal AR
e Introduction auRia () % et
¢ Objectives L,
. 1% N e [Maesaring
e Current Health Services W \ET R

¢ Demographic Information

e Mae Tao Clinic Caseload

¢ Genera Medicine Department

e Communicable Diseases(Mdaria, HIV/AIDS, TB)
e Traumaand Violence

¢ Reproductive Health and Child Hedlth

e Partnership

e Conclusion

Migrationfrom Burma to Thailand

Introduction
e Establishedin 1989, Located in Mae Sot District of Tak Province
¢ Catchmentsareaof approximately 100,000 migrant workersand 50,000 internaly displaced person
e |n 2004,
—100 bedsinpatient facility
—200 ethnic health volunteers
—8internationd volunteer

MaeTao Clinic Objectives
e To provide health care servicesfor displaced Burmese people along the border
e [nitid training of hedthworkersand subsegquent ongoing medical education
e To strengthen health information systemsa ong the border
e Toimprove health knowledge, attitudes, and practiceswithin local Burmese populations
e To promote networking and collaboration between locd ethnic andinternationa health organizations

Current health servicesin Thailand
¢ Medical Service(OPD/IPD)
e Surgical (OPD/IPD)
¢ Reproductive health OPD/IPD including basic EmOC services
e Child health services (OPD/IPD)
e Laboratory / Blood Bank
¢ Primary eye careand eye surgery
e Prostheticsand rehabilitation
¢ HIV/AIDS prevention (SafeBlood, VCT and PMTCT)
¢ Maariamanagement
e Tuberculosiscasefinding and referrals
e Mae Sot Hospital referral
¢ Migrant outreach and Cross border collaboration (Support homeddivery services, school hedlth
promotion and primary health care services)
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Demogr aphicinformation

Totd Vidts
Totd Patients
Totd Admisson
Total Casdload

Female Reproductive age (15-45)

Under 5 Children

102,241 (averagevisit per day = 328)
52,290 (2visit/person/per year)

9,321 (25/day)

68,790
41%
19%

MaeTao ClinicYearly Caseload (M edical and Surgical department)

L L]

RIS

diEdd

a0c14a

200G

10013

PP LERISPPIPES

Hospital Admissions Cases

2003
Medica IPD 3786
Surgicd IPD 275
RH IPD 2734
Eye(surgery) 121
Prosthetics 137
Totd 7053

- Mulerin

AR

Arits dlermn el oS

Chihar disgnoaie

2004
5179
420
3186
331
205
9321

Comparison of Burmaand Thailand Cases:

Hedlth Service 2004
Totd Vidts
Referrds

Blood Transfusons
Tubd Ligation
EyeSurgery
Malaria(PF)

Pul: Tuberculosis
SevereManutrition
ANCClient
Ddivery Admisson
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Number
102,241
644
890
184

331
2649
234

40
4,122
1,704

Toarsl cmes o

% increase
36.8%
53%
16.5%

175%

50%
32%

BurmaThaland Ratio
2.3
32
31
31
41
31
21
21
2.3
1.2



Hospital Admissions(cont:)
Cases

No.
MadariaPFConfirm 1233
AcuteDiarrhea 247
ARI Pneumonia 313
TB Sputum Confirm 77
AIDSConfirm 40
Meningitis 39
SevereManutrition 44
CVSDiseases 116

Mae Sot Hospital Referral
Referral Case

Delivery Complication

HIV (C/Sand Normal)
Non-Ddlivery/Gynecologica
Tubdl Ligation

Neonatal Problems

Medica Problems

Surgicd Problems
EyeProblems

War Wounded (Gun Shot)
Landmine

Total

2003

Average days stay & range No.

4
4
6
9
20
7
15
9

1051
194
460

15
61
48
40
212

2004
Aver age days stay & range
4.7
4
6
11(0to 119)
22
7
19
10

Averageper month  Average Cost Total Referral Burma: Thailand

9.6
13
9
15
14
5.8
8.6
0.6

04
16
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General Medicine Department
Seven most common OPD cases (Total 37074)

AR
35%

Lirrary Tract
Irfactan
5% - s
B 31
cute Diankea
£%
iastrhs Widaria
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4%

S&in Infactan
L

0%

General MedicineDepartment (Cont:)
Five most common I PD diagnoses (Total 5179)

Wiy
FEN

Aranma
T 2
CHear
T

Teoerczimam

Moy —prea
1%
Aorm
[1mr-=pm

2]

)

6600
7095
12305
814
5626
13383
15627
9142

25200
32155

12795

115 78
16 34
107 32
184 21
17 11
70 11
104 11

1.0

1.0
19 1.0
644 7:6
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| PD’sannual case Fatality ratesand Referral rates

2002 2003 2004
Number of IPD Admissions(1st Diagnosis) 3037 3791 3802
Fatdities 05(3.1%)  174(4.9%) 194(5.1%)
Referrds NA 81 (2%) 170 (4.5%) (101 for TB)

* 35% of death occur within 48 hoursof admission.

Common causesof mortality for each agegroup
Five most common mortalities, age 1 month to <5 yrs(Total 36)

Marnsgreiln
raphakisu],
e ]

Osad, 315

e R
9%

Dimer b,

1%
Pakn i,
16%: Malaria, 11%

Common causesof mortality for each agegroup (Cont:)
Fivemost common mortalities, IPD all age(Total 194)

Crher
£4%,

AIDS(cEs)
1O%L

Feart Fallure
%

Malana(c&e) THEE] o nngtiaEn

12% 2% cephaliis(s)
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Malaria cases by Month, 2004

IPD Malaria Cases (1st and 2nd diagnosis)

Case Total Deaths CaseFatality
PFSimple 659 - -

PF Hyper 251 - -

PV /PM 90 - -

Mixed (PF + PV) 28 - -

PF Severe 74 9 122%

PF Cerebra 39 10 25.6 %

PF Cerebral Presumptive 41 5 12.0%

Total IPD 1182 24 20%

Tuberculosiscasefinding and Referral
Trend of TB cases& mortality.

2003 2004

Suspected casesreferred to M SF 578 735
Confirmed TB cases (from M SF report) 197 (34%) 234 (32%)
TB casesin|PD (confirmed & suspected) 135 210
TB deathsin IPD (confirmed & suspected) 10(7.4%) 24 (11.4%)
I PD TB demogr aphics(fir st diagnosis)

Total number <5:5+ Male: Female Burma: Thai
Patients—
TB sputum confirmed 108 1:99 73 21
Deaths —
TB sputum confirmed 13 0:100 31 21
STI/HIV prevalencein 2004
Testing Pregnant Women Blood Donor screening VCT
HIV 1.54% 0.85% 14.86%
HepB 7% 7.3% 4%

VDRL 1.6% 1% 2.4%



Trend of HIV prevalencein ANC
pregnant womenat MTC

from 1999 to 2004 -
1. 5% g oo 1,5%
1,4% W
1, 2% 1,2%.
1.0 1 g any
0,8% 0, 8%
O, 5%
0, 4% o
0, 2%
0, 0%
189 2000 2001 2002 20003 2004

Demogr aphicsof confirmed HIV/AIDS casesand fatalitiesfor | PD patients

Totd Made:Femde %Burmaresdent %T hailand resident
Cases—HIV/AIDSconfirmed 61 2:1 53% 47%
Mortdity—AIDSConfirmed 24 3:1 38% 62%

Communicablediseasesrecommended for 24 hour reporting

Disease under surveillance Number of cases|n 2004
Cholera None Reported
Meningocococcemia None Reported

Diphtheria None Reported

AFP/Suspected Polio None Reported

Anthrax 1 skin suspected

Typhoid 51 (suspected)

Flariass 2 patientswith aprevious history

Abnormal cluster of thediseasesin specia surveillance Food poisoning occurred in 1 factory in morethan

100 casesadmittedat MTC.

Traumaand Violence

Traumacases seeninthe Surgical Department

Cases 2002 2003 2004
Dental Care 795 1811 2583
Non Trauma 2486 3523 4810
War casualty 26 10 49
Injury fromviolence 23 70 102
Bun 46 75 98
Work accident 430 258 805
M otor vehicle accident 61 100 160
Total 3867 5847 8607



Occupation of prosthetic patients(Total 201)

Porter
1%
Soldier Stislent
A5 1%

Farmer

I nsideof Prosthetic S0

ReproductiveHealth and Child Health
Trend of selected RH indicators

2001 2002 2003 2004

% of teenage pregnancy at ANC (<20 yrs) 23% 26% 21%
% of livebirthswith low birthweight <2500 gm 20% 18% 13%
% of delivery patientswithnoANC visits NA 10% 9%

% of delivery patientswith at |east 2 tetanus doses 65% NA 66%
% of delivery clientsreferral to Mae Sot Hospital NA NA 14%

ReproductiveHealth and Child Health
Number of Ddliveriesand Post Abortion Care at Mae Tao Clinic, 2000-2004

1227

1800

1600

1400

1200

1000

x 563 5548 544
400
200
0

B Mumber of Delvenes ® Pest Abortion Cane

22%
12.7%
11%
70%

6%
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Causesof Maternal Death in theThai Public Hospital, 2001-2002 (Total 14 Burmese Women)

Ansemiatiest rere——_y
Failpes, T Dulsise T
Mealaria, 27% S———r = f
— %mm
Hasmarrhage, GisiniEed
s Latsur, 3% D

Abortion Sticks

Threemost common Neonatal Mortality causes(Total: 21)

aither Meonatal

- aepsia
Hi“= ___"m.\ 3%
Diaarhea I
Dehydration Frematurnmy

10% 2%

New bornwith jaundacetaking sunlight

Kangar oo Carefor New Born Baby

Hrw boen with @undace taking sun lkght (F34-1PD)

Partnership
Thai Public Health and M ae Sot hospital (Technical and Logistics)
e \/accine
e Special Laboratory tests
e X-ray / Ultrasoundfacilities
e Medica waste disposal
¢ Obgtetric emergency and medical emergency referrals
e Survelllance System
¢ HIV/AIDS prevention, including prevention of mother to child transmission
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Partner ship (cont:)
Community Based Or ganization and I nter national NGOs

e Community health education and disease prevention
 Review andrevison of healthworker training curriculum
e Standardized datacollection system

¢ Strengthen community based organization network

e Financia support and resourceallocation

e [nternational advocacy

Concluson
e Poor accessto health services
—insdeBurma: cogt, security, travel restriction
—Thailand: cost, security, language
e L ogistic/financecongtraint for long-term care/referral services
e [ncreasing stressand violence
e | ncreasing statel ess children and street children

—o W g

Burmesemigrant workers
intheworkingtime

Recommendation

e Strengthen community heal th education and prevention services.

e Specificclinical skillsneed to beimproved.

o All organizationswhich providehed th servicesto displaced Burmese popul ation should sharemortdity
and morbidity statistics.

e Thai government should monitor theworking conditionsof Burmeseworkersand implement the
lawsthat do exist to protect workersrights.

¢ Improve coordination among health organi zations.

e Projectsor programswhich assist displaced people out of poverty should befunded.
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KANGAROO MOTHER CARE

Dr.TheinWin
Free Burma Campaign [South Africa]

INTRODUCTION

¢ Global perspective on neonatal health

e Commonest causes of death in Newborn
+ HYPOTHERMIA -> HY POGLY CAEMIA,
HYPOXIA, INFECTION

¢ Why Saving Newborn Lives?

1. highrisk of desthamong al
+ eight millionsdeaths'yr mostly indevelopingworld

2. Savether live by smplemeanswithout much expenses

3. Prevent huge painful complications

4. Saveenormousmoney :- individual, country toglobal level

KANGAROOMOTHER CARE
e Why thetitleKMC?
@ Mother kangarooisamammal (just like us) feedsitsbaby
milk likewedo (or likewe should!) frominsideitspouch.

@ Providestota environment:- warmth, food, comfort, stimulation, protection.
¢ Thebaby [Kangaroo baby] isCARRIED for al thetime
¢ WITHOUT INTERRUPTION!!
e NEVER SEPARATE!

WHAT ISKMC?-1
e POSITION
Upright position against the mother’ sbare chest and between her breasts. Theinfant iskept naked
except for anappy, socksand woolen cap. Both mother and infant are usually covered by ablanket
or shirt.

e CORNERSTONE OF KMC- 3 COMPONENTS

1. Sin-to-skin contact

between the baby front and the mother’schest. The more skin-to-skin, the better. For comfort a

small nappy isfine, and for warmth acap may beused. Skin-to-skin contact shouldideally
start at birth, but ishel pful at any time. 1t should ideally be continuousday and night.

2. Exclusive breastfeeding

3. Support to the mother infant dyad

It meansthat whatever isneeded for themedical, emotiond,

psychol_ogical and physical well bei ng of mother and bqby isprovided to Nesgr_
them, without separating them. Purely intense psychologica r 1
i o7 \
support [ 80 1\
A4 J
—-""'..Fﬂ- =
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WHAT ISKMC?-2
e Philosophy of KMC
1. Natural
2. brain-wiring (neurophysiology)

BRITH OFKMCAND HISTORY

1979 - Started in Columbiain during crisislarge number of LBW

1983 - UNICEF brought attention to programme

1986 onwards- Researchin Europeand USA. Implementation widespread in Scandinaviaand
Germany. Early implementationin M ozambique and other African countries.

1991 - First review of research came out.

1996 - First International Workshop, in Italy. Noted over thirty different termsused, agreed to use
“Kangaroo Mother Care”

1998 - First International Conference on Kangaroo Care, Baltimore.

1998 - Second I nternational Workshop, Bogota, Colombia, focus on research and implementation.
Bogotadeclaration came out.

2000 - Third International Workshop, Indonesia.

2004 —5th Internationa workshop

RESEARCH BASEDKMC

Research KM C and breastfeeding
Research KM C and cognition devel opment
ResearchKMC and socia

Research KM Cin high technology hospital
Research KM C maternal perception
Research KM C physiology

Research KM C reduce mortality in LBW
Research KM C save method

Research KM C VslIncubator
ResearchKMC Vstraditional care
Research long term effects of early KMC
Research KM C Non-medical reason

KMCINEVERYWHERE

Any where
Any place
Anytime
Any person
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NEVER SEPARATE!

WITHOUT INTERRUPTION!

KMCPOSITIONS

2 201 Mils Begman

@201 Hils Beg

& A0 Hils B man,

ADVANTAGESOFKMC-1
BABY

1.
2.
3.
4.
5.
6.
7.
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Especialy Goodfor LBW : decreased MRinLBW
Decreased risk of apnoea
Decreased risk of bradycardia

Lessinfection

Promote breast feeding
Lessstressand stability
Grow faster



MOTHER

1. confidence

2. bonding

3. Mothersareempowered to play an activerole
4. L essneglect and abandonment

ADVANTAGESOFKMC-2

FATHER
1 Fathersareableto play afar greater roleinthecare of their infants
2. improves bonding between fathersand infants

HEALTH CAREPROVIDERS

1 Dischargeearlier

2 Fewer staff and lessequipment are needed in hospital setting
3. Lesscost

4 Lessneonate mortality and morbidity rate

CHALLENGESTODEISION MAKERS/COMMUNITY

YOUR

KM C istheresearch based suggestion especially for LBW

Encouragebresstfeeding

Empower to mother and families

No cost and most effective approach in newborn care

Appropriatefor |essresources setting

Advantagesfor clinicsand hospitals.

Advantagesfor individua: newborn, mother, father

Although there are above-mentioned advantagesKM C isnot very smpleas*just to put newborn
into mother’schest”

Many constrains: stay in comfort zone, resist to change, worry inunfamiliar approach, reluctant to
Start etc

If say so, think about thiswhich way you are going to choose!

CHOICE!

Either keep lonely to your innocent child asitis(or) Keep baby strong, stability and healthy by
nursing your baby in thisnatural way [KMC]

MOM!
Pleasel

Pleasekeep meinfront of your chest
ascloseasyoucan....

Youaremy lifel

MOM

61



CHILD VICTIMS OF BIRDFLU (In Burma)

Dr. Saw Po Thaw Da
BMA

Introduction

Minister of Health (M OH) Burma, once announced, “ Thereisno avian flu in Burma, because no
infected migrating bird can fly crossover the high northern mountain of Burma.”

If thereisan outbreak under military regimewith poor health care serviceand if children become
orphan or suffer by themselves, will wesmply cal them*“Child Victimsof Bird Flu”?

Back ground

The people of Burmahave been suffering under repressive military regimewith arecord asoneof the
world’ sworst abusersof human and political right. Thousands of Burmese peoplebecomeinternally displaced
people (IPD) because of civil war and their suffering isintensified by theregime. Will wecal themvictimsof
avil war?

Peoplefrom suburban areasin central or peripheral of somestates& divisonsarerelocated by force
from placeto place, to occupy their land, inherited from ancestorsby government or military officersfor their
benefit (Victimsfrom inheritance). There are migrating migrant workersfrom one place to another or to
neighboring countries (Victimsof poverty). Because of poverty children can not accesslow priceheslth care
service and education services (Victimsof health & education system)

Rehabilitation

After 40 yearsunder military control, Burmabecome one of the poorest, under developed (back
ward) or backdiding country. Therearetwo classesof people, theruling classincluding their friendsor partners
and the other group, the subject, who are the majority group, more than 80% of thetotal population. Thus
therearetwo systemsinall sectorsor fields. For rehabilitation, first we must make thetwo systemsto become
one, that isdemocratization.

Education & hedth aretwo sectors, mostimportant in devel oping the country. But themilitary government
allocatesan average of lessthan 3% of thetotal government budget (GDP) for education & 2%for hedth. As
aresult themgjority lost their rightsto enjoy free or low cost education and health services.

Onceasahealthworker, | donot know & learntheredlity of childrights| know only, they need hedlth
caresarviceslikevaccination. But theredity revealed when | becomeacoordinator for primary level education
program for some Burmese migrant children, for thisacademic year (2005-2006) With out modern education,
we cannot improve knowledge, dtitude and practice of thecitizen, we cannot devel op the country. At present
some children haveto leave school s, astheir parents cannot pay the schooling fees. Some haveto accompany
their parents, who aremigrant workersto neighbors countries. (Victimsof Health & Education Systems)

Living standard of peoplein Burma
A. Economiccondition: Thereisprosperity withruling group & Their friendsor partners. Commonman
or layman and the subject of the country become victimsof economic depression & the consequences.
Thecountry isrichinnatural resources (off shoregas& ail), but themajority of peoplearepoor. (Both
government servantsand layman.) No equal incomeand rightsor chancearefollowed by strife, strike
and military ruleand thecirclewill go onfor sometimeor how long.

B. Education condition: Itisvery expensvefor schoolingin Burma Common peoplecannot send their

childrento schools. We notice the dropout rateisup to 44.5%in primary school level (child victimsof
educationrights)

62



C. Health condition: Themilitary government alocatesan average of lessthan 2% of thetotal government

budget for hed th, resulting not enough health workers, medicines, medica materiad sand tools. Because
of corruption many sicks cannot enjoy health care services and the consequences are shorter life
expectancy, high rate of malnutritionin children, high morbidity & mortality dueto infectionsand
parasitic diseases, especialy duetomaaria, TB, HIV/AIDS. What about Avianflu & etc?According
to WHO 2000 report, health status of Burmais 191 out of 192 nations of theworld.

Notethefollowing datas

Adolescentsin theworld population & Burmaduring round about 1995 Age group 10-19 as % of

total population
World =19%
Developedregions =14 %
Deveopingregions =20%
Burma =205%

life expectancy at birth combined for both sexesin major regionsof theworld & in some South East
Asaregion during round about 1995

Moredevelopmentregions =74%
Lessdevelopment region =62%
Indonesa =63 %
Thailand =70%
India =61 %
Burma =58 %
Ma nutrition (nutritiona status)
Cdorieintake =80%
Proteinintake =86 %
Anaemia =26 %
Maternal Mortality Rate(MMR) -inBurmaé& neighbor country during round about 1995
Indonesa =450
Thailand =44
India =410
Burma =230
Infant Mortality Ratein Burmad& neighbor country during round about 1995
Indonesa =58
Thailand =32
India =78
Burma =94

Notecommon causesof infantdeath - ARI
-Madaria
- Diarrhoeadisecases
- Manuitrition (protein energy)

Adolescent pregnancy —8.9% of total deliveries

Prevalenceof STD (15 - 24 age group)— 32%

HIV infectionrateamong IV drug users— 59%

Incidence of unprotected sex —-17.4%

What about Avian Influenza(“ Bird Flu”) with Burma?Very recently (1-2weeks) about 10,000 domestic
poultry died from passing white excretaand choke, in Mon State between ThaTonand Paung
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Significanceof Bird Flu Transmission to Human.
Avianinfluenzaisaninfectiousdisease of birdscaused by type“A” strainsof theinfluenzavira disease, which
wasfirst identified in Italy morethan 100 years age, occursworld wide.

All birdsare thought to be susceptibleto infection with avian flu, though some speciesresistant to
infectionthan others. Infection causeswidespectrum of symptomsinbirds, frommildillnesstoahighly contagious
& rgpidly fata diseasesresultingin severeepidemics Knownas* highly pathogenicavianinfluenza’ Characterized
by sudden on set & rapid desth, with mortality that can approach 100%

Fifteen subtypes of influenzavirusare knownto infect birds. To date, al out breaks of the highly
pathogenic form have been caused by influenza“A” virusesof subtypesH5and H7

Migratory water fowl (water ducks) are natural reservoir of avian flu. These birdsare aso themost
resistant to infection. Domestic poultry (Chickens) are particul arly susceptibleto epidemic of rapidly fatal
influenza

Direct or indirect contact of domestic flockswithwild migratory water fowl hasbeanimplicated frequent
causeof epidemics. Livebird marketsalso played animportant rolein epidemics.

Recent research has shown that virusesof low pathogenicity can, after circulation for some periodsin
apoultry population, mutateinto highly pathogenic viruses. During 1983-1984 in united statesof America, the
H5 N2 virusinitialy caused low mortality, but within six monthsbecome highly pathogenic, with mortality
approaching 90%. During 1999-2000 epidemicinItay, theH7 N1 virusinitialy of low pathogenicity, mutated
within 9 monthsto pathogenic form. Morethan 13 million birdsdied. Highly pathogenic virusescan survivefor
long periods, when temperature arelow. For examplean epidemic of H5 N2 avianinfluenza, which beganin
Mexicoin 1992 and was not controlled until 1995. Virusare constantly mutating.

Human infection with avian influenzavir us. They donot normally infect speciesother than birdsand pigs.
Thefirgt infection of humanswith an avianinfluenzavirusoccurredin Hong Kongin 1997. With sign of severe
respiratory diseasein 18 humans, of whom 6 died. Aetiology isbecause of close contact with liveinfected
poultry. In February 2003, when an out break of H5 N1 avian influenzain Hong Kong, caused 2 casesarein
membersof afamily who had recently travel ed to southern China.

Anout break of highly pathogenic H7 N7 avian influenza, which beganin Netherland in February
2003. Caused onedeath & mildillnessin 83 other humans. Mild cases of avianinfluenzaH9 N2 in children
occurred in Hong Kong in 1999 & mid December 2003.

Recently, causefor alarm occurred in January 2004 by HSN1, avianinfluenzain Viet Nam with
severerespiratory disease. H5 N1, are ableto mutate rapidly and can cause severe disease in humans.

I nfluenza Pandemics; Can they be aver ted? Influenzapandemic can be expected. For examplein the 20"
century, influenzapandemic of 1918-1919, caused 40-50 million deathsworld wide, followed by pandemics
IN1957-1958 & 1968 —1969. Based on historical pattern, pandemic can be expected to occur, on average,
threetimeseach century. Expertsagreethat another influenzapandemicisinevitable & possibleimminent. The
prompt culling of Hong Kong'sentire poultry popul ation 1997 probably averted apandemic. Causal organism
iIsH5 N1 avianinfluenzawith symptom of musclespain, fever (38c or more) sorethroat, cough and respiratory
distress. Severerespiratory distress (Pneumonia) cause death.

Antivira drugs(Tamiflu/ Osdtamivir) areexpensiveand suppliesarelimited. Someof whichmay be
used for both treatment & prevention, areclinicaly effectiveagaingt influenzaA virus.

Very recently thereisan outbreak of avianinfluenzain Turkey by H5 N2. Theretheir health workers
can managethe caseswith requirementsthey have.

How will health workersfrom Burmamanage the caseif thereisan outbreak in our country, Burma?
Dowehaveany skillful personsand requirements?
Washington Post said “ |Burmahas no skillful health workersand requirements’ (V OA news 17/1/06.

Our authorities hold stay away from democratic & democracy loving people policy. They arenot
flexibleto UN, Globa Fund, M SF (France) & many other NGOs. EvenwithASEAN.



What about Bird fluin Burma?Isthereany technicianif thereisan out bresk? Do we have medicinefor
management? Do we haveany policy for such kind of communicabl e diseases?

Detailsof confirmed H5 N1 casesfrom WHO report (16/12/06)

Year Combodia China Indonesia Thailand Viet num Total
CasesDeath CasesDeath CasesDeath CasesDeath CasesDeath CasesDeath
2003 0 0 0 0 0 0 0 0 3 3 3 3
2004 0 0 0 0 0 0 17 12 29 20 46 32
2005 4 4 6 2 14 9 5 2 61 19 90 36
Total 4 4 6 2 14 9 22 14 93 42 139 71
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MALARIA CONTROL PROGRAM

Saw Eh Kalu Shwe Oo
KAWTHOOLEI DEPARTMENT OF HEALTH AND WELFARE (KDHW), KNU

Presentation Overview

* Background
—MobileHealth Clinics(MHC)
—Back Pack Healt Worker Team (BPHWT)

—MaariainMHC and BPHWT (IDP) area
» MdariaControl Program (MCP)

—EDT (Paracheck and ACTYS)

—Vector Control (ITNS)

—Education

Background

MobileHealth Clinics(MHC)

MHCs(December 2005):

* 30 MHCs
* Target population: 99,509 IDPs
* 3-5 healthworkers plus support staff per clinic

« Totd clinic healthworkers: 283
(M: 140, F: 143)

BPHWT

>200 medics
— Karen, Karenni, Mon

70 backpack teams

Target Population: 156,581
* IMR 135 (96-181)

* USMR 291 (238-348)
* 11% Mod-SevereMalnutrition (MUAC)

Malaria

* 23% of all casestreated

* 44% of al deaths

* Problemswith approach:
—Presumptivediagnosis

— Sub-optimal treatment: Quinine+ Tetracycline

—Treatment & Partia education
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Reasons for not owning a net

ITN usebefore MCP

« Net use = 45% -
* 83% of those not owning anet want one i = 3z
£ l e
Treatment beforeM CP . e O
* Low adherenceto malariatherapy Expensive Not Dontwant  move
—Only ~50%finishal malariamedicines avallabie

—24% knew proper trestment duration for Quinine
—Common reasonsfor not finishing anti-malarids:
* Felt better (34%) & Side effects (23%)

RDT: Diagnosis
* Rapid Diagnostic Tests(RDTs) inMHC & BPHWT areas
» Paracheck (Orchid Biomedica Systems, India)
—90% sengitive/specific
—Inexpensive ($0.62)
—Border recognized (BurmaBorder Guidelines)
* Sengitivity/specificity of 85-90%

* % Paracheck Positive = 40-65%
* Cost effective (~50% presumptivedon’t actually havemaaria)

MalariaControl Program

* EDT (Paracheck and ACTYS)

* VVector Control (ITNs)

* Education

*Also:

—Directly Observed Therapy (DOT)
—Community Participation

—Biannual popul ation screening and trestment

Program: EDT

* Follow BurmaBorder trestment guidelines
*RDT

— Paracheck Device (+) aACT (MAS3)

* Directly Observed Therapy (DOT)

Program: ITN

» Long Lasting Nets(Siamdutch, Thailand)
- Deltamethrin (effective 3-5years)

* Digtributed 1 net/housefirst year

* Cost recovery started

Program: Malariaeducation
* Causes, Symptomsof Maaria
*EDT

- symptoms- seek Rx

- Adherence (full course)
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*ITN

—NetsPrevent bitesmalaria

—Treated =“medicinenet”

—Net use (when and how to use the net)

—Net care (keep out of sun, wash once/month, do not
use bleach)

* Environment

— Cutting bushesaround house

—Filling water holesand cleaning up other water
containers

Program: Monitoring
» Community Ma ariaProgram Committee

* Housevigts
—monitor net use
—activesurvelllance
—education

MalariaControl Program

2003 2004 2005
Villages 4 5 17
Population 1800 3460 9798
Option1 Option 2 Option 3
eLongLastingI TNs eLongLastingI TNs eLongLastingI TNs
* 100 samplescreening * Full screening » 100 samplescreening
* Early Detection and Trestment

Monitoring- Bi-annual Population
Screeningand Treatment

* Testal villagerswith RDT for Option 2
* Test 100 samplefor Option 1 and 3

» Treat according to protocol

* Netsdistributed, cost recovery for net
* Education

Evaluation: 3most important indicators

* Net use

» Maariamonthly incidencerate

—+# Cases (Paracheck +) diagnosed at clinic
*“Point” prevalenceof malariaparastemia

—9% Paracheck positive during biannua screening
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*>15 000 housevisits= 1.2 /HH/mo
» 20-30% of HH membersreferred w/ fever

Vector Control: I TN coverage
* 1.7 nets/household

* <3 persong/net

* >90% deep under net nightly

Education:
« al villagesimproved knowledge

Summary

. Malariacontrol ispossibleinan IDP setting

. IDP scan play prominent rolesin programimplementation,
M& E & advocacy
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Community Health Assessment in Selected Ethnic Areas of Burma
BasdineMortality Findings
PRELIMINARY RESULTS

Epidemiology Research Group (ERG)

The Community Health Assessment Project

Quality community health datacollected by well trained health workersusing appropriatetoolswill lead to
better health resource all ocation and better health program monitoring, whichinturnwill lead to heal thier
communities

The Community Health Assessment Survey Tool

. Started with WHO/Hopking/L ondon manual

Obtained sampletoolsfrom other mortality surveysand read many mortality research reports
Consulted with CDC, variousNGOsand individuas

Extens vefocusgroup assessments, practice, pre-testing, pilot testing and afull field test

M ethodology

. Consgentinall surveys

. PPS Cluster Sampling

. Typicaly 20 clustersper survey

. 6 ethnic areas surveyed + 1 field test survey

. Presenting datafor Arakan, Kachin, Karen, Karenni and Palaung — Shan datapending
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Ethnic When Recall Population Number
Area Conducted Period Assessed of Deaths
Karenni Oct 2004 298 days 1,709 6
Karen Oct 2004 290 days 1,639 16
Pdaung Nov 2004 361 days 2,694 85
Kachin Nov 2004 336 days 1,418 68
Arakan Feb 2005 433 days 1,636 39
Karenni Karen Palaung KachinArakan
CMR
1,000year  4.35 12.63 33.19 54.42 20.75
CMR
10,000day  0.12 0.35 0.91 1.49 0.57
Under 5and Infant Mortality Rates
Karenni Karen Palaung Kachin Arakan
USMR
1,000 US year 5.77 42.58 100.0 189.44 50.476
IMR
1,000 birthsyear 33.10 100.68 154.92 307.45 65.86
Causes of Mortality
Karenni =

% Falaung = I llimes s

= WariConflict

o Karen — l I Measles

£ Bl Other Traumal Accidents

k1 Aratan — - B Don't Know

Kachin = -

(RN Y e PR T A

L LR LR LN R R R R R s gy
o 10 20 30 40 50 &0 Fo =0 90 100
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Key Findings

. Over 10foldincreasein CMR, and 30 fold increasein USM R seen in comparing sel ected | ocations.

. CMRinKachin areaqudifiesasapublic health emergency, Palaung areaprobably qudifies.

. Areaswith established clinicshavelower mortality rates.

. Most increasesin mortaity arein U5 and ininfants.

. Beginning and/or improving M CH servicesshould reduceIMR and USMR whichinturnwill reduce
CMR.

. Researchersreturning fromthefield fed that HIV and/or TB are having an effect on mortdity ratesin
Kachinand Palaung aress.

. Theseresultsareprdiminary

. Additional resultson mortaity, recent illnessand househol d behaviorswill soon beavailable.

. Survey record now being used in additional studiesin other ethnic areas

Field Survey Trip Photo
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Region Forced Landmine Forced Food
labour injury/death displacement destroyed/looted

1 47.7% 0.0% 0.0% 0.0%
2 5.7% 1.4% 45.4% 71.6%
3 0.0% 1.7% 60.5% 18.5%
4 33.8% 2.9% 0.0% 27.5%
5 36.2% 0.0% 4.1% 12.6%
6 74.1% 0.0% 0.0% 17.3%
7 11.9% 0.2% 0.6% 30.2%
8 37.3% 0.8% 14.2% 33.9%
Average 32.9% 0.7% 9.0% 25.7%
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Childrenunder 5

Cause of Death Deaths

Per cent of total

Total Surveyed Population
Deaths Percent of total

Diarrhoea 16 22% 36 22%
Mdaia 34 47% 67 42%
ARI 8 11% 20 12%
Landmine 0 0% 1 1%
Gunshot 0 0% 2 1%
Pregnancy 0 0% 1 1%
Other 15 20% 34 21%
TOTAL 73 100% 161 100%
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DATA ANALYSIS FORM: Health Status in Karenni Refugee Camps

Comparing month of Dec 05 Nov-05
{ This Monuth) {Pravious Mouth)

Table 1. Basic Health Indicators

2005 2005 2004
Healht lndicato's December Novemnber Deceanber
Crude Birth Rate (CBR)- -1,000 Refugees/Month 30 29 4.2
Crude Motality Rate (CMR)- -1,000 Refugees/Month 0.1 0.4 0.2
Under 5 ¥r Mostality Rate (IISMR)--1000 Childier
Under five/month 0.0 0.0 0.3
Infrant Mortality Rate (IVIR)--1,000 Live Birth/month 0.0 0.0 10.5
Low Birth Weight-(LBW)-- 100 live Birth/Month 7.6 1.6 7.4
Ahortion Rate --100 Live Birth/month. 30 X 3.2
Stillbirth Rate--1,000 Live Birth/month. 0.0 0.0 0.0
Meonatal Mortahty Rate--1,000 Live births/month 1K1 n.o 0.0
Perinatal Mortality Rate (PMR)-1000 Live birth/Month

0.o 0.0 0.0

Ratio of Complete TT2 in Fregnant Women -
100 Live Buth/month. 95.9 6.9 953
Contraceptive Prevalence Rate (CPR)(Modem Methods)
100 Reproductive 4 ge Women(15-49 ¥rs) 32.3 35.0 317
Ratio of Consultation per Health Worker 56.5 T2 QI
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Health Status in Karenni state (IDP) Area (By regions)

Regions Region (1) Region (2) Region(3) Regiomi4)
Al
Field Worker Iucharges Name Il::voe iﬁ: Y& Philli |Johnathar| Meh Reh | Tee Reh H‘“&g‘““ E’: Law Reh
Il alaria (Presumptive) [§é8Sefipom codyx 179 133 197 179 95 93 29 42 34 98| 1077
I alaria by (Para Check or M3 ) 1] 1] 0 1] 91 14 1] 1] 105
Prieumonda sffox 21 142 241 73 84 244 29 26 24 126| 1010
Oititis Wediva & Externa sofffsmmm opfizeecp S 11 108 63 12 25 20 17 43 36 23 432
Skin Disease = acfjmacpdl 58 85 24 34 75 147 38 43 L] 77 692
I easles ondoondecpel 0 0 0 ] 0 4 0 0 0 1] 4
Il enin gitis fegndss efpbeand 0 0 4 0 0 I 0 0 0 I 4
Diattheoa ofapdiodecgmedsd 78 24| 105 20 93 202 12 37 34 142 747
Dysentry Amo ebic,bacillary obndnfeqpd 70 24| 100 130 45 103 13 32 24 7 642
Hyrpertitis sooopdacpfecpiamad: 2 5 10 4 4 10 1 10 0 1] 46
VW orm s adensfacpd 73 ar| 157 29 102 i3] 218 20 61 i) 921
Landmine effgiffedaiap 2 1 4 2 0 1] 0 0 0 2 11
Crun-shot emsfdalie 3 2 21 3 0 4 5 0 0 1 39
Other injuries soFuedindslafapus 19 19 12 25 36 59 0 20 19 15 224
TH suspect ofofugad cou g 8 3 23 11 f 9 0 3 2 5 72
I alrmatritio n () meus sogjedo e fmeuadid) 5 10 10 7 8 14 7 13 10 15 99
I aloatritio n (B meuo acgjeio rdaunSmuci(f) 1] 4 3 g 2 4 1 2 3 7 34
Vitamin A Deficeiticy 8o wdeoagjoopdan g 9 41 12 11 37 5 10 7 12 152
Vitamin B Defic eitie 7 Soowdofgjon pdoa 21 12 45 46 11 72 28 32 17 13 297
A nemia e mewbeapl 25 10 50 44 20 32 16 42 13 23 275
Pregnancy/Delivery-related problems 1
fufaudy/lapsdennig o fogups
reecenps fqpdffigredo bl eptic abortion 4 2 8 9 1] 1 1 4 1] 31
* Othe f{zeco nfoy Sedeso oo zepd] 14 12 22 28 35 43 2 29 23 21 234
T onagilitis 14 3 8 5 4 15 7 12 5 28 101
Ese problem 51 64| 137 93 [ 157 111 47 42 38 808
C omemon cold 29 9 50 140 25 98 10 27 15 1o 413
UTI 22 30 131 33 51 72 34 59 42 72 546
Eronchitis 10 9 36 17 13 17 3 14 g 14 146
Bevere preumonia 14 10 23 15 27 44 5 10 7 20 175
Abcess 168 85 53 223 72 iL] 430 117 43 97| 1357
Total (gqechs) 911| 884| 1638 1211 912 1799 1087 764 521 1009]| 10736
Ranking
regions Region (1) Regon (2) Region (3) Region (4)
Medics  |Htoo Bawe iﬁ YwaHay | Fhilli |Johnathar| MehReh | Tee Reh H"’G"QT"“ Hsae Wah | Law Reh | Total
Disease
joases| Rate cases| Rate pases| Rate cases| Rate oazes] Rate [cases| Rate oases| Rate cases| Rate cazes| Rate cases| Rate |oases| Rate
ARI 88| 9.7 173[19.6| 358| 22| 250|20.6] 153]16.8] 418[23.2] 59| 54| 89|11.6] 53|11.3[ 198|19.6[1845|17 .2
Skin disease] 206|24.8| 170(19.2] 137| 84| 257 |21.2] 147116.1] 211|11.7] 4658[43.1| 165(21.6] 94[18.0| 174|17.2]1823|17.0
Diarrhoea 148(16.2| 48| 54| 205[12.5] 159|113, 1] 138]15.1] 305[17.0] 30| 28| BY| 5.0] S5|11.1[ 229|227[1383]|12.9
Malaria 179[19.6] 133|15.0 197120 173|14.8] 95]|10.4] 184[10.2] 43| 4.0/ 42| 55] 34| 65 96| 9.5[1182|11.0
Worms T3 BO| &7 76E|157| 96| 23| 2a]102|11.2] &% 38|218|201| B0{105] &1(11.7] &5 6.4] 921| BE
Eye broblemy 51| 56| B4| 7.2 137 84| 93| 7.7] B8] 7.5 157 87 111(10.2] 47| 6.2] 42 81| 28] 28] 747 7.0
Total Cases 911 884 15638 1211 912 1799 1087 T5d 521 1009 10736
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ALL CASES REPORT (eqodlgdgo:gg5:) 2005

District:1,2.3 Region:1.2.3.4
Condition =< 5 Years =5 Years Total
(gq]ocﬂ-:,g Gﬁ-:,:; G_;.) {ngdezaond) | (ggdzecocd) { g geokss) Total
OIS = o= hd OO0 L=

Malaria (Presumptive) EEiephpossgoSgm 151 137 450 339 61 476 1077
Malariabv (Para Check or M/3 ) 15 12 48 32 g1 44 105
Prieumonia gdease 259 240 250 261 509 501 1010
Ctitis Mediva & Extem a —gSpmimmogSpmapiih 105 Q9 138 Qg 243 189 432
Skin Dis e85 & ceoffoenaal 1461 169 195 167 356 336 692
Measles cofas ofeaeadl 1 3 0 0 1 3 4
Meningitis SwaocSfoeofpobeast 1 3 0 0 1 3 4
Diarth eoa oS odeogmee=al 153 1a1 231 202 384 383 747
Dy sentry A moebic,b acill ary cfcScSessl 128 118 212 184 340 302 642
W orms =f eco=Sagzl 286 274 189 172 475 446 921
Landmine «pRig&Edkateas 0 0 11 0 11 0 11
Chun -sh ot e00 285kaSen a 4 20 8 20 1q 30
Cther injurie s —spoeSfoSlaSamam 38 22 23 73 129 a5 224
TE susp ect o5=Supod oo wofmfog 1 4 29 38 30 42 72
Malnutrtion (Y] sscosedjotoscieusimeoas(dl] 51 45 2 1 53 48 Qg
Malnutrtion (B) mos—epfjoticocSoustmeocSig) a 21 2 2 11 23 34
Vitamin & Deficein oy Soowfomdjonsioy 31 37 45 39 76 76 152
Vitamin B Deficeincy Soo—wSfafjonSog 17 14 103 163 120 177 297
AN emia sopmmdeaedl 14 25 79 157 23 182 275
Pregnan cwiDeliv ery-related problems
Befofonty SiyasSacoSaien Jhonspme
ooy ol Sy ofmfiymelas s53 eptic abortion 0 0 0 31 0 31 31
Tonsilitis 48 37 87 B2 115 119 234
Eve problem 1z 20 30 30 42 50 101
Conunon cold 175 189 238 208 411 397 BO08
UTI 2 10 186 209 194 219 413
Bronchitis 85 a5 170 186 265 281 546
Severs prieutnonia 32 28 39 49 71 75 146
Abcess 21 19 63 72 84 a1 175
* Oth et{oeozoSogfedlasy oo gzl 166 130 470 591 636 721 1357
Total (aegedlsE) 1994]| 1935| 3392 3415| 53836 5350 107345

% Rate Of MUAC
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Appendix |

“Health System Development Seminar 2006”
Satement released by National Health and Education Committee (NHEC) &
BurmaM edical Association (BMA)

NHEC and BMA havejointly held aseminar on January 16-18, 2006 at Thai BurmaBorder Area. It was
attended by morethan 80 partici pantsincluding academics, professiona sand health workersfrom both local
and internationa . The participants discussed reportson hed th situationsfrom different border areas, reviewed
research findingsand outlined future plans.

Based on UNICEF and WHO, Infant and Under 5 mortality rates IMR & USMR) are of 76 and 107 per
1000 live-birthsrespectively for thewhole country. At least onethird of the children aremal nourished, while 67
% of the households do not have enough food. M ajor infectious di seases such asmalaria, tuberculosisand
HIV/AIDS arewidespread and inadequately controlled. Lessthan 4 % of GDPisallocated for health and
educationwhereas45 %isfor defense. Environmenta degradationisat itsworst. Therefore, itisnot surprisng
that Burmaisthe second last in health systems performance amongst member countries (World Health Report
2000, WHO). Seminar delegates considered that the current heal th situation and human insecurity in Burmais
aconsequence of persistent and escal ating human rightsviol ations. Hence, the political instability, rampant
corruption, mismanagement perpetrated by themilitary aretheroot causesof the present socia crisisand poor
hedthindicators.

Accordingto Back Pack Health Worker Team (BPHWT) report, IMR and USMR amongst IDPare of 135
and 291 per 1000 live-birthsrespectively, smilar to situationsin Angolaand Afghanistan. In other words, the
military authority’ shuman rightsviol ations and forced rel ocati ons have subj ected the popul ationsto conditions
similar to war-torn countrieslikeAngolaand Afghanistan. Materna mortdlity ratioisa soterribly high at 1200
per 100,000 livebirths. Therefore, itistimetointensfy effortsto stop human rights abuses and promote human
security for theimprovement of health status and accessto health services.

Moreover, the partici pantsunanimoudly agreed onthefollowings:

» Towork towards curbing human rightsviol ations and promote heal th and welfare services of 2million
migrant workersin neighboring countries.

» To upgrade the social statusand skillsof healthworkersfor better performance and quality assurance.

* Toimprove collaborative action among health departments, civil societiesand politica organizationsin order
to deal with health problemseffectively.

» To promote coordination and cooperation amongst oca and internationa organizationsfor improved hedlth
servicesincluding research.

Findly, al the seminar del egates decided to achievethegod of ‘Hedth for All’ through Holistic A pproach.

Date: January 18" 2006.

For moreinformation,

Please contact:

Dr. CynthiaMaung - (66) 99615054
Dr D.G Htaw Soe - (66) 10456144.
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Appendix I

HEALTH SEMINAR-OUTLINE OF DAILY ACTIVIIES

1t Day (16/1/06)

Time

09.00-9.45am

09.45 - 10.00
10.00 - 10.30

10.30 - 10.45
10.45-11.15

11.15-11.45
11.45-12.15

12.15-13.15
13.15- 1345

13.45-14.30
14.30 - 14.45
14.45 - 16.00

Items

- Announceopening of seminar
- Opening session:

- Key note speeches

(20min. each

Introductions

NCUB policy (Stand) on
HumanitarianAssstance

Teabreak!

FDB’sview on Humanitarian Assistance

Hedth Policy
Listeningtothegrass-roots

(Local Health Workshop)

LUNCH BREAK

Rewards& Challenge of

Health Workers at Thai-BurmaBorder
Group discussion!

TeaBreak!

Report/Pand Discussion

Remarks

Chairperson- U Aye Saung
(1) NHEC Chair

(2 BMA Chair

(3) NCUB Rep.

M.C- MinMin Oo

Participants.
U Myint Thein, NCUB Rep.

MinNaing, Forumfor Democracy
inBurma(FDB)

Dr. Tun Kyaw, NHEC

Dr. Sdlai Pacin

LinYone,MTC

Participants

Participants

Moderatorsof presenting sessions: Dr. Khin Saw Win & AyeLwin.
For group discussion: Divideinto 5 groups/Each group led by 2 chosen facilitator.

Group Fecilitators:

(2) MinMinOo/ThanKhal
(2) Dr. TheinWin/Sayar Ekalu
(3) Dr.Myint Cho/Dr ZinMin

(4) Dr. Myat Htoo /Dr D.G Htaw Soe
(5) Dr.WinMyint Than/Dr Cynthia

2" Day(17/1/06)

09.00 - 09.15
09.15 - 09.45
09.45 - 10.15

92

- Recommendation of Local Health Workshop

- Findingsfrom Local Health Workshop (Issuesand
Chalenges)

- Approach to health policy, planning and

implementation

Recap
Hedth& HumanRights
Migrant'sHedlth Rights

- Monitoring and evaluation of hedlth policy
- Rewards and challenges of healthworkers

Dr. Khin SawWin & AyelLwin
Dr Khin Saw WinMahn Mahn Mahn
Dr ZinMin, MAP



10.15 - 10.45

Fundamentasof Augtrdian
Hedlth System: A casestudy

Dr. Myint Cho

10.45 - 11.00 TeaBresak!

11.00-11.30 Research & Ethics Dr.ChrisBeyrer,John HopkinsUniversity
11.30- 12.00 Hedlth Access& Utilization Dr Cynthia, MTC

12.00 - 13.00 LUNCH

13.00 - 14.00 Groupdiscussion Participants

14.00 - 14.15 TeaBresak!

14.15 - 16.00 Report and Pand Discussions Participants

Moderatorsof presenting sessions: Min MinOo & Dr. Tun Kyaw
For group discussion: Divideinto 4 groups/Each group led by 2 chosen facilitator.

Group Facilitators:

(2) Dr Myint Cho/ Dr. TheinWin
(2) SayaEkawAyelLwin

(4) Dr. Myat Htoo/ Than Khal

(5) Dr.Sda Pacin/Dr Kyaw Nyunt

3¢ Day(18/1/06)

- Headlthand human rights

- Migrants heslthright

- Research & Ethics

- Health Access& Utilization

09.00 - 9.15 Recap Moderators: MinMin Oo &
Dr. Tun Kyaw
09.15 - 09.45 Kangaroo Mother Care Dr. TheinWin
09.45 -10.15 Bird'sHu Dr. Pho Thawda
10:15- 10:45 IDPand Refugee hedlth situation Karenni Health Degpt.
10.45-11.00 TeaBreak!
11.00- 11.30 MalariaControl Program SayaEkau
11.30 - 12.00 Community Health Assessmentin
selected areasof Burma Epidemiology Research Group
12.00 - 13.00 LUNCH
13.00 - 13.30 Group Discussion Participants
13.30- 14.30 Report and Panel discussion Participants
14.30 -14.45 TeaBreak!
14.45 - 16.00 - Recommendations
- Closing ceremony Chair: Dr. Htaw Soe

MC: MinMin Oo

Moderatorsof presenting sessions: Dr Khin Saw Win & AyelLwin

For group discussion: Divideinto 3 groups/Each group led by 2 chosenfacilitator

Group Facilitators:

(3) Dr.WinMyint Thar/Dr Cynthia
(4) Dr. Sdai Pacin./Dr TheinWin
(5) Dr Htaw Soe/ Dr. Myat Htoo

- IDPand Refugee hedlth Situation
- MaariaControl Program
- Community Health Assessment in selected areas of Burma
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List of participantsand or ganizations

OCO~NOTORWNER Z

R O OO0~ O O WNPOOOO~NOUIARWNPOOONOOOUODMWNDN o

©
Y

©

Name

Dr. D. G Htaw Soe
Dr. CynthiaMg

Dr. Khin Saw Win
Dr. TheinWin

Dr. Myat Htoo Razak
Dr. Sdai Pacin

Dr. Tun Kyaw
Dr.WinMyint Than
Dr. Po Thaw Da
MahnMahnMahn
Dr. Myint Cho
KoThanKhe

U Aye Saung

Dr. Kyaw Nyunt
SayalLuCa

Na AyeLwin

Saw ChitWin
KoWinThint Han
Sa SamThip

Ko SaeinHan
KoMinMinOo
KhunTet Lu

Saw MoeK€

Nai Naing Soe

U Har Mid

Saw LinYoung
Saw Mu Ni

Saw Eh Kau Shwe Oo
Dr.ZinMinThanOo
Nang Khan Thaw
DD.AH Hkawn
Mai Nay Lyum
NaMi Bo

Mi EinRoi Chan

U HlaTawng
KhuHtuReh
TunWin
Dr.LunSwe

Saw LaHser
Tender

Phjoe

<<Z

IS L

<

IZILZLZL

T

Organization
NHEC

BMA

BMA/ CanadaU of A
BMA /SouthAfrica
BMA

BMA

NHEC
BMA/MOM
BMA

BMA
BMA/Audrdia
BMA

NHEC
PPF/BMA
KNPP

BMA
BPHWT
ABSDF

SSA

BMA

NHEC
PPLO

MTC

NMSP
ABMU

MTC

MTC

KNU

MAP

SSPC
KWAT
PYNG

BMA

BMA

KIO

KNPP

PLF

NightingdeJourna/ BMA

KDHW/KNU
MTC
PPP
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GRES

46
47
48
49
50
51
52
53

55
56
57
58
59
60
61
62
63

66
67
68
69
70
71
72
73
74
75
76
77
78

Total

KhinMaMa

S HtunHtun
Myint Thein
Thaung Tan Cho
Saw Rome
TharWin
Dr.MyoWin

Dr. ThihaMaung
Dr.May Thandar Khin
Mr. JanAung

U Khong Hong
KoMyintAung
Elizabeth Eggers
HlaAye
SittKoNaing
Saw Thart Kler
Hser Nay Blute
Saw Law Du
Saw Ohn Mya
Aung ThanAye
KhaingKyaw Lu
LinYone

Kyar Shen
MinNaing

Ma KhunThein
Nai Kyaw Htat
Kyaw Moe

Jo Nord
TomLee

Janet Wells
SuzanneHammer
Emily Whichard
Courtrey Bowe
Aaron Samuds
Varavit Suwanvavickkoj
LukeMuuany
ChrisBeyrer

<=L

<L

I L

<

=LKL

[o2]
o

n

m T T

18

PPP
KNPLF
NCUB
BMA
BPHWT
MTC
NHEC

MTC
SYCB

LDF
BPHWT
Guest
NCUB
SYCB
KDHW/KNU
MTC
KNU/KDHW
BMA

BMA

ALP

MTC

LDF

FDB
PYNG
NHEC
MLOB
JHU
GHAP
GHAP
GHAP
Planetcare
Planetcare
JHU

JHU
GHAP/JHU
JHU
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Appendix 1V
Income and Expenditure for Health Seminar

Income Expenditure

No. | Description Amount No. | Description Amount
Baht Baht

1. Funded by DBC 570,000 1 International Trave 212,882

2. Funded by BRC 300,000 2. Locd Trave 134,035

3. Food & Accommodation 197,972

4, Stationary & Supplies 23,027

5. Adminidration 20,110

6. Publication 34,000

Total Expense 622,026

Baance 247,974

Total 870,000

Transfer to BMA Conference | 250,000

Baance - 2,026

Total 870,000 Total 870,000
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