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Preface

Health System Development seminar was successfully completed on January
18, 2006. It was held by NHEC and BMA at Thai-Burma border on January
16-18, 2006 and brought together 78 participants from 31 organizations
including academics, professionals and health workers from both local and
international to discuss the situations of health system in Burma and along the
border areas. Actually, a health system includes the resources, actors and
institutions related to the financing, regulation and provision of health actions
which, in turn, mean any set of activities whose primary intent is to improve
or maintain health. Assessment on health system performance in member
countries was done by the World Health organization (WHO) in 2000 and
Burma ranked the second last in the world. Even inside Burma, health situations
at border and remote areas are the worst and on the verge of humanitarian
crisis as the whole Burma is now designated as one of the worst ‘Fragile
State’ by WHO and World Bank in 2005.In fact, the current situation in
Burma asked for better health system in response to worsening health,
education, economic and social circumstances. The starting point for addressing
the effectiveness of health systems is not only to define the elements of a clear
and actionable agenda which recognizes and responds to underperformance
in the sector itself but which also acknowledges on the fact that the level of
success depends on a range of factors in a diversed population of the society.

NHEC and BMA envision that for these improvements of health system of
ethnic areas where NHEC members and affiliated organizations are operating,
action agenda should be based on (1) health policy development (2)
strengthening networking among the health organizations and (3) developing
the institutional capacity of health organizations and, hence these three themes
become the objectives of the health system development seminar.

The seminar proved to be extremely successful in enabling discussions among
people involved in health care services from local regions as well as from
international. Group discussions and workshops have been conducted by
active participants in the seminar and provided fruitful recommendations within
the framework of 3 major objectives. These recommendations are clearly
the action agenda of NHEC and local health departments for the improvement
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 health departments will not be sufficient without the support of political
leaders and local authorities. The last but not the least is the participation of
community. Community participation is the most important of all for the
successful implementation of these action plans.

Health Department
National 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.



Agreements on Policy, Promoting Skills and Cooperation Resulting from Conference Hosted by
National Health and Education Committee (NHEC) and Burma Medical Association (BMA)

(January 16-18, 2006)

Guiding principle

1. To continue to practice following the guidelines, which were adopted by 2000 Health Conference
regarding promotion of health care and social development for the activities on public health:

(i). Changing Directions
- Aiming to shift from curative to comprehensive health development
- Aiming to shift from curative to preventive healthcare
- Aiming to collaborate with various sectors rather than implementing health care activities

alone

(ii) Approaches
- Preparation
- Protection
- Promotion of skills

2. To continue to implement the approach of ‘Primary Health Care’, which was adopted by the Health
Conference in 2000, to promote the needs of health care for those who were forced to relocate inside
Burma, illegal immigrants in the border areas and refugees in Thailand.

3. To agree on a long-term objective regarding health care by a majority of concerned groups.

(i). Health care projects should be written based on existing public education and economic
situations, security concerns, condition of transportation, culture and traditional customs. To gain official
recognition for the trained health workers by the international organizations and local authorities.

(ii). Even in the presence of differences amongst local areas, human resources, experiences, skills
and organizational activities should be developed as priorities. To fulfill those needs in basic health care, it is
essential to receive support and cooperation from political organizations and developmental agencies and
groups.

(iii). Health care policies should be adopted according to the wish of local people and the norms of
human rights.

(iv). Health care information and data systems should be shared with not only other health
organizations, but also community based organizations and political organizations.

4. While promoting community based health activities, it should focus on having equal access to health care
and self-reliance amongst people.

(i). It is important to recognize the role of local organizations while promoting the activities of public
health care.
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(ii). It is needed to recognize the effectiveness of the system of health care education through schools
while implementing community health care activities.

5. While implementing health care activities, it is important to practice according to equality and democratic
rights.

6. To use the opportunity of health care effectively, it is essential to achieve human security for the people.

(i). To implement the rights of migrant workers regarding health care according to international and
regional standards.

(ii). To issue birth certificates for those children born of Burmese parents who have no birth
certificates.

(iii). The social stability of health workers is particularly important while implementing health care
activities. The physical well being of health workers should be taken seriously. Besides, their status should
be recognized as legal health workers.

(iv). Regarding health care for migrant workers, it is needed to survey and cooperate with their
employers.

7. Health care research should primarily lead to the benefit of local people. There should be cooperation
between the local population and international and local researchers. A steering committee, which monitors
the results of research should be set up in order to protect the benefit of local people.

Capacity Building

1. To develop working policies in the field, administrative skills and regulations for promoting health care.

2. To develop self-reliance amongst the public through community based health care education.

3. To train volunteer health workers with simple and clear methods of promoting health care and prevention
of diseases.

4. To train current health workers with appropriate techniques to be more skillful and educate them that
health care activities are for the national cause.

5. To review current trainings for health workers for relevance and effectiveness in relation to needs.

6. To adopt appropriate system for giving standardized trainings. (adopting standardized system,
maintaining, reviewing the skills)

7. To seek cooperation from training schools and educational organizations, which can provide legal
accreditation to the health workers.

8. To promote skills for those workers who are working in administrative sectors. (Supervising, Team work
and Field management skills)
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9. To promote skills for senior health workers for their leadership, policies on health, implementation of
policies, monitoring, etc.

10. Through skillful workers and necessary assistance provided, to change to an effective mechanism.

11. To promote public communication skills for health workers.

12. To promote Codes of Conduct for health workers.

13. To educate health workers to understand and respect human rights.

14. To train health workers on documentation, research and reporting on human rights abuses.

15. To educate the local population to know their rights and respect human rights through health workers.

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

Setting up Networks for Health Care

1. The National Health and Education Committee will discuss and cooperate with different organizations and
departments in order to implement community based health care, health policy and trainings.

2. The NHEC will systematically set up lines of communication with local authorities to implement its
objectives on health.

3. The NHEC will seek and consult with experts and search for the necessary funds in order to implement
its policies successfully.

4. The NHEC will cooperate with organizations, which are fighting for health rights within and outside of
Burma.

5. The NHEC will produce research, documentation and reports on the health problems, which derive from
human rights violations. In this matter, NHEC will closely collaborate with concerned organizations.

6. The NHEC will cooperate with organizations, which are working for the health rights of migrant workers.

7. The NHEC will provide migrant workers with necessary information, knowledge and techniques for their
rights to health.
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                                                Health Policy

Dr. Khin Saw Win and Dr. Tun Kyaw

This presentation includes 3 sections. Section I is an introduction to public health and why do we care about
public health policy and management. Section II describes about the policy process, formulation and
implementation. Section III concludes with the policy measures, evaluation and monitoring of health policies.

I. Introduction

Public health is the combination of science, practical skills, and values (or beliefs) directed to the
maintenance and improvement of the health of all the people. The programs and services of public health
emphasize the prevention of disease and the health needs of the population as a whole. (Table-1)

There are 3 levels of prevention:

Primary prevention is to maintain health by removing the precipitating causes and determinants of
departures from good health, e. g. vaccination, clean water and sanitation.

Secondary prevention means the early detection of disease, before it has had time to produce
irreversible damage, by screening procedure, detection of early signs and symptoms of disease.

Tertiary prevention is to prevent deterioration and complications from occurring disease or disability
already established; which is basically the same as “high-quality” health care. It is applied when seriously ill,
carefully nursed to prevent bed sores, venous thrombosis etc.

Our situation: What have we been doing? Primary only? or primary and secondary? What level can we
do?

Progress of public health: WHO defined health as a state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity. The 1978 Declaration of Alma-Ata called on
nations to ensure the availability of the essentials of PHC.  The World Health Organization (WHO)
launched a policy framework called “Health for All” by the Year 2000 since then and have been advocating
the HFA framework for health policy making to all its member states.

The Ottawa Charter on health promotion (1986) mentions peace, shelter, food, income, a stable
ecosystem, sustainable resources, social justice and equity as basic requirements for health. The Charter
also includes in health promotion foci a wide range of public policies, communities, and daily social and
physical environments.

The definition of health enshrined in the WHO Constitution was an important step in helping to move
health thinking beyond a limited biomedical and pathology-based perspective towards the more positive
domain of well being, understood to include recognition of individuals and their need, and to change or cope
with their social environments. The societal dimensions of this effort were emphasized in both the
Declaration of Alma Ata and the Ottawa Charter for health promotion. It is now clear that regardless of the
effective technologies, the underlying civil, cultural, economic, political and social conditions have to be
addressed as well for health promotion.

HFA was developed as an international synthesis of emerging policy ideas of the 1970s. The Alma
Ata Declaration was adapted to combining new public health with local socio-economic development in the
developing countries (the primary care concepts). The best way to achieve HFA would be to provide PHC
for all people. With WHO support and enhanced activity by UNICEF much progress has been made
toward improving health in the developing world, through the WHO expanded Programme on Immunization
(EPI), tropical disease research etc., and in recent years, the World Bank.
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As we approach to the year 2000, in 1995, the WHO report on “Bridging the Gaps” spelled out the
challenges and failure of HFA By 1995, target problems identified, such as early adolescent pregnancy and
STDs, new problems – HIV disease, and drug abused – had emerged. ( homelessness and increasing crime
rates in western countries). Emerging health problems differ in nature and quality from those of the past

In 2000, the UN Millennium Declaration was signed by 189 countries, and resulted in eight MDGs
(target date of 2015) which together form a mutually reinforcing framework for human development and
constitute a tool to tackle health inequalities. Three of the Goals are directly related to heath; reducing child
mortality; improving maternal health; and combating HIV/AIDS, malaria and other diseases.

We care for health policy because:

• policies can address the health needs and expectations of the population
• policies can identify health problems and find ways to improve health
• policies can provide guidance to what interventions should be delivered in order to

promote and protect health of all people
• policies can provide health indicators and evaluate the health system and

performance

Table- 1.Public health responsibilities and functions

a. Pan American Health Organization, World Health Organization, and the U.S. Centers for Disease Control “essential” public health function.2 Source: Reference 1.

Policy
development

Public health
regulation and
enforcement
Evaluation and
promotion of
equitable access
to necessary
health services
Assurance of the
quality of
personal and
population-based
health services
Health policy
formulation and
planning
Financing and
management of
health services
Pharmaceutical
policy, regulation,
and enforcement

Collection and
dissemination of
evidence for public
health policies,
strategies, and
actions

Health situation
monitoring and
analysis Research,
development, and
implementation of
innovative public
health solutions
Provision of
information to
consumers,
providers,
policymakers, and
financiers
Development of
health information
and management
systems Research
and evaluation

Prevention and
control of disease

Surveillance and
control of risks and
damages in public
health Management
of communicable
and non-commu-
nicable diseases
Health
promotionBehavior
change interventions
for disease
prevention and
control Social
participation and
empowerment of
citizens in
healthReducing the
impact of
emergencies and
disasters on health

Intersectoral
action for better
health

Environmental
protection and
health, including
road safety, indoor
air pollution, water
and sanitation and
disease vector
control in infra-
structure,
management of
medical wastes,
tobacco
legislation, school
health, and
education

Human
resource
development
and capacity
building for
public health

Development of
policy, planning,
and managerial
capacity Human
resources
development
and training in
public health
Community
capacity building
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II. The Policy Process, Formulation and Implementation

Health policy is a responsibility of nation state and how health was distributed in society becomes a
political issue. The challenge was to put health in the political agenda.

Goals:

• prevention and promotion of health
• quality health system
• promote human rights and equity in access to basic health care and health service delivery
• capacity building and training
• empowerment of communities especially women empowerment
• transparency and accountability

Issues and Challenges:

• our situation – unstable, conflict zones – as a consequence there is increased health needs;
   reduced ability to respond to effects of chronic conflict on health system components
• poor governance (inside country) – fragile state, poor health system, poor morale of health staff
   including doctors, low levels of trust between aid donors and government , unreliable HIS
• for us to organize and deliver effective and equitable health services in resource-constrained
   settings
• capacity building and retaining of trained health workers (problem of 3rd country migration)
• multisectoral approach
• how to integrate vertical, disease-specific approaches with horizontal, system-wide approach
• convincing donors
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The approach (Formulation and Implementation)

      Figure-2

    

• Alignment – between alignment of donors with partner priorities (in our case, NHEC’s priorities)
/ OR alignment between ethnic groups/NHEC, BMA/NHEC etc.

Alignment includes addressing specific health priorities, such as reproductive health, infectious
diseases, STDs and HIV etc. (NHEC paper of local health workshop findings, BMA reports, MTC
annual reports etc.), while at the same time strengthening health systems, defining health projects

• Harmonization – between the groups mentioned as above

Harmonization also includes developing common, shared arrangements between, using the same
reporting or monitoring evaluation framework etc.

Failures of Health Policy Planning: can be caused by poor planning, inadequate organization,
and misplaced values. These human factors contribute to several problems, of which the following
are the most obvious:

• inequitable access to health care
• lack of health information and inappropriate health priorities, wrong target of health problems
• inappropriate training programs
• lack of community approach
• communications breakdown and lack of harmony
• administrative inadequacies/ corruption, lack of accountability and transparency

Our main focus should be:

• primary health care (PHC) – expanded / upgraded
• community approach and development including households and schools
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• mobilization, training /skills upgrading of health workers/TBAs/Nurses/traditional healers
• integration/net work/ communication
• focus/attention on major problems rather than attempting to deal superficially with a great many at

once
• equity, human rights and ethics

III Policy measures, monitoring and evaluation of health policy

The Millennium Development Goals provide a chance to refocus health policy on health outcomes and the
major determinants, core interventions, and delivery strategies—and in the process to forge closer links between
health departments and other organizations that can help achieve these outcomes.

As the objectives of health policy represent long-term goals, it will need to be achieved over a long period.
Annual changes in the outcomes will necessarily be small, and will be difficult to monitor given the weakness of
current health information systems. In fact, performance-based monitoring cannot be based on outcome or
impact indicators because of the long-term nature of such changes and the measurement challenges.

Performance-based monitoring involves reporting on intended results and progress towards achieving intended
results. It requires that clear, achievable objectives, that are within the control of a program or ministry, are set
and agreed on by all stakeholders, with sufficient resources available to deliver the results. It also requires the
selection of indicators to monitor performance, and an agreed plan for when, how and by whom the indicators
will be generated and used. Performance-based monitoring can only be achieved if programs routinely and
accurately track policies, inputs, actions, and outputs related to the interventions.

MDG health targets are longer-term outcomes that can only show minimal improvements on a yearly basis, and
can lead to the mistaken conclusion that there is minimal return on investment.

Intermediate – or proxy - indicators measure changes in coverage or use of interventions known to have an
impact on health outcomes. Tables shows available preventive and treatment interventions for the health-
related MDGs. Such interventions can then be transformed into indicators of coverage and utilization by measuring
the number of people who are in need of the intervention, and those who actually receive them. Such indicators
include immunization coverage, use of child and maternal health services, and individual or household behaviors.
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Table-2 Relationship between intervention and indicators

 Goal Preventive            Treatment interventions Recommended options:
interventions Examples of

intermediate or
“proxy” indicators

Reduce
child
mortality

Reduce
maternal
mortality

Improve
Nutrition

Breastfeeding.
Hand-washing, safe disposal of
stool, latrine use and safe
preparation of weaning foods.
Use of insecticide-treated nets.
Complementary feeding.
Immunization.
Micronutrient supplementation
(zinc and vitamin A).
Antenatal care, including
steroids & tetanus toxoid.
 Antimalarial intermittent
preventive treatment in
pregnancy.
Newborn temperature
management; Nevirapine and
replacement feeding;
Antibiotics for premature
rupture of membranes; Clean
and safe delivery including
management of pregnancy-
related complications such as
eclampsia and obstructed
labour.

Family planning: contraceptives.
Maternal nutrition and
micronutrient supplementation.
Prevention and treatment of
STI and HIV. Prevention and
treatment of malaria and other
infections. Antenatal care.

Exclusive breastfeeding-6
months. Appropriate
complementary child feeding 6-
24 months. Iron and folic acid
supplementation of children.
Improved hygiene and
sanitation. Dietary intake-
pregnant and lactating women.
Micronutrient supplementation
for prevention of vitamin A
deficiency & anemia in mothers
and children. Anthelminthic
treatment in school aged
children

Case management with:
Oral rehydration therapy for
diarrhea; antibiotics for
pneumonia, dysentery and
sepsis; and, antimalarials for
malaria. Newborn resusci-
tation and management of
hypothermia. Breastfeeding,
Complementary feeding
during illness, and micronu-
trient supplementation (zinc
and vitamin A).

Safe delivery with skilled
birth attendance; Essential/
Emergency obstetric care;
Post partum and post
abortion care.

Appropriate feeding of sick
child and ORT. Control and
timely treatment of
infectious & parasitic
diseases. Treatment and
monitoring of severely
malnourished children. High
dose treatment of clinical
signs of vitamin A
deficiency

• Proportion of 1 year old
children immunized
against measles
• Proportion of children
with diarrhea in 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

• Percentage of pregnant
women with any antenatal
care
• Percentage of births
with skilled birth attendant
and/or institutional
delivery
• Contraceptive
prevalence rate

•Prevalence of
underweight children
under five
• Proportion of infants
under six months who are
exclusively breastfed
• Proportion of children
6 – 59 months who
received one dose of
vitamin A in the past six
months



18

Prevent and
combat
HIV/AIDS

Prevent and
combat TB

Prevent and
combat
Malaria

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

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

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

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

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

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

• 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

•  Percent of registered new
smear positive TB cases in a
cohort that were successfully
treated
• Percent of estimated new
smear positive TB cases that
were registered under DOTS
approach

• Percent of patients with
uncomplicated malaria who
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
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Table-3 Relationship between Millennium Development and indicators

Millennium
Development
Goal

Goal 1:
Eradicate
extreme
poverty and
hunger

Goal 4:
Reduce child
mortality

Goal 5:
Improve
maternal
health

Targets

Halve, between 1990
and 2015, the proportion
of people whose income
is less than $1 a day.

Halve, between 1990
and 2015, the proportion
of people who suffer
from hunger.

Reduce by two-thirds,
between 1990 and 2015,
the under-five mortality
rate.

Reduce by three-
quarters, between 1990
and 2015, the maternal
mortality ratio.

Indicators

Prevalence of underweight
children under five years of age
Proportion of population below
minimum level of dietary energy
consumption

Under-five mortality rate Infant
mortality rate Measles
immunization among children
under one

Maternal mortality ratio
Proportion of births attended by
skilled health personnel

Additional monitoring
indicators

Core intermediate
indicators
•Prevalence of
underweight children under
five
• Proportion of infants
under six months who are
exclusively breastfed
• Proportion of children 6 –
59 months who received
one dose of vitamin A in
the past six months

Core intermediate
indicators
• Proportion of 1 year old
children immunized against
measles
• Proportion of children
with diarrhea in 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

Core intermediate
indicators
• Percentage of pregnant
women with any antenatal
care
• Percentage of births with
skilled birth attendant and/
or institutional delivery
• Contraceptive prevalence
rate
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Conclusion

        In conclusion, Burma is designated as one of the 8 worst countries of fragile states by WHO and The
World Bank because of currently un-controlled health problems and dysfunction health system. It means that
it will be very difficult to reach the targeted MDGs in health sector. However, we have to do what we can
do to protect and promote the health of our people. (Figure-1)

Goal 6:
Combat
HIV/AIDS,
malaria, and
other
diseases

Halt by 2015 and
begin to reverse the
spread of HIV/AIDS.

Halt by 2015 and
begin to reverse the
incidence of malaria
and other major
diseases.

HIV prevalence among 15-
to 24-year-old pregnant
women Condom use rate of
the contraceptive prevalence
rate Number of children
orphaned by HIV/AIDS

Prevalence and death rate
associated with malaria
Proportion of population in
malaria risk areas using
effective malaria prevention
and treatment measures

Prevalence and death rates
associated with tuberculosis
Proportion of tuberculosis
cases detected and cured
under DOTS

Core intermediate indicators
• 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

Core intermediate indicators
• Percent of patients with
uncomplicated malaria who
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

Core intermediate indicator
•  Percent of registered new smear
positive TB cases in a cohort that
were successfully treated
• Percent of estimated new smear
positive TB cases that were
registered under DOTS approach
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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 a formal health care provider
in the sickness episode culminating in their deaths.23

The household’s role as a deliverer of care is also crucial. It is mothers who breastfeed their children, and it is they
and other household members who purchase, treat, and use bednets. It is in 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 deliverers of health intervention.

Figure-3
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Paths to better health, nutrition, and population outcomes

Milliennum
Development
Goals

Households/communities
Health sectors and
Related sectors

Government
Policies and Actions

Health

* Underweight
* Under- five
* Maternal
miortality ratia
* Communi-
cable diseases

Households
assets

* Human
* Physical
* Financial

Households
actions and risk
factors

*Use of health
services
* Dietary, sanitary,
and suxual
practices
* Lifestyle

Community
Factors
* Cultural norms
* Community insititutions
* Social Capital
* Environment

Health Providers
* Private: for profit, non
profite
* Public hospitals, primary
care, informal

Finance and inputs
* Public and private
instrance, finanding and
coverage
* Drugs

Suppliers in related sectors
* Food
* Energy
* Roads
* Water and santitation

* Health sectors
polities at macro,
health system and
micro levels
* Government
spending

Other policies
* Intrastructure
* Transport
* Energy
* Agriculture
* Water and santitation

Other MDG
outcomes

* Porery
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“Listening to the grass-roots”
(A Learning/Sharing Experience with Frontline Health Workers from Interior & Border Areas)

A Report on Local Health Workshops
(July 2003 – November 2005)

Dr. Salai Pacin

Aim:
 • Review “Recommendations: HC 2000” for additional inputs.

Objectives:
 • reflect on common health problems
 • determine possible solutions (with locally available resources)
 • recommend topics of interest (continuing learning/education)
 • outline the constraints and challenges faced.

Guiding principle:
“Promote community-based health movements”

Promote Community-based Health Movements
 • Changing the direction

- From disease-centered to health-centered
- From isolated health sector to multisectoral
- From reactive curative to proactive preventive.

 • Life span approach to health
- Preparation for life
- Protection for life
- Quality of life.

Recommendations: HC 2000
 • 6 Priority Groups of Health Problems Identified:

- Major infectious diseases (malaria, TB, STIs including HIV/AIDS, ARIs & diarrhoea)
- Nutritional disorders/deficiencies: Vitamin A, Iron & Iodine
- Reproductive Health Problems (Unwanted pregnancies, Unsafe abortions & Maternal Care, etc.)
Mental Health (anxiety/depression)
- Drug abuse: alcohol & psycho-stimulants (Yaba)
- Trauma & injuries: mine injuries/war casualties.

 • Major Interventions Outlined.
Major interventions outlined were:
- Educate, counsel, communicate
- Work with groups (youths, women, and religious leaders)
- Health service provision & networking with NGOs/GOs for referrals (e.g. TB).
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Local Health Workshops
(Follow-up  to HC 2000)

Major findings
1. Who are participating health workers?
 • a few - administrative/managerial functions
 • some - basic clinical responsibilities
 • few - specific surgical skills (e.g. amputation).

2. Inputs into Recommendations: HC 2000
 • Major infectious diseases: focus on health promotion/community
    development activities
 • Reproductive & Child health + Nutrition: preventive, promotive action in

the community
 • Community Involvement in Health & Development.

3. Common Health Problems:
 • Infectious diseases
 • Non-infectious (PU, HT, Joint pains)
 • Childhood illnesses
 • Reproductive health problems
 • Mental Health & Drug abuse
 • Trauma & injuries.

4. Required Skills: to carry out interventions
 • Project management
 • Operational and case management
 • Communication & counseling
 • Community mobilisation.

Note: Similarities & overlaps with Training Needs identified by ‘BMA Health Conference: 2003’ delegates.

5. Structure & Functions of Health dept./org.
 • at different stages of development
 • leadership/management/supervision in the field – inadequate
 • system for policy formulation/implementation – non-existent
 • skilled  staff to organize/manage programs – limited.
 • proper mechanisms to improve such skills – insufficient
 • Community involvement in decision-making process – rare.

Recommendations
 • Educate individuals, households and local communities (self-care at the household level)
 • Train volunteers to use simple, effective tools (a skilled person to promote health/prevent illness at the
community level)
 • Train middle level & front line health workers with appropriate skills including community mobilisation.
(skilled workers at the facility)
 • Review all trainings: match job requirements with competency skills to perform efficiently (to have measurable/
comparable competency standards)
 • Initiate a systematic approach to training  (to install a mechanism for setting & maintaining standards, including

assessment procedures)
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 • Explore/liaise with training schools & educational institutions: matching competencies for recognition of
trainings and accreditation procedures
 • Develop protocols/management guidelines (workplace policies and procedures)
 • Upgrade the skills of staff at the administrative and managerial level (enabling supervision &  team building +
project management skills)
• Build the capacity of senior staff for leadership and health policy development, monitor implement and
evaluate polices into actions.

To NHEC:
 • Initiate & maintain a process of dial/disc. with respective dept. & org. for the issues related to: policies,
trainings, and community level initiative (acting as a nodal point)
 • To explore/consult/secure necessary expertise & funds to bring into effect of mutually agreed sets of policies
& activities
 • To manage the whole ‘change’ process efficiently and effectively through appropriate staffing and support.
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Rewards and Challenges of Health Workers on the Thai-Burma Border
Researcher:  Dr. Yan-Di Chang

Ph.D. Program in Applied Anthropology
Columbia University, U.S.A.

Duration:      June ~ July, 2005

Objective and Research Questions
To study health care workers at the Mae Tao Clinic (MTC) and the Back Pack Health Worker Team (BPHWT)

about:

(1) the motivations for being a health care worker
(2) rewards gained
(3) challenges faced being a health care worker
(4) if they will resettle in a third country

Background: Human Resources for Health
 • Health workers are important for producing good health; they perform key social roles in all societies

 • The World Health Organization (WHO) has recognized the importance of human resources for health,
and they have made “Working for Health” the tentative title of their World health report 2006

Methods
 • Semi-structured interviews with health workers (MTC & BPHWT), and long-term foreign volunteer

health workers (MTC)

 • Participant observation (MTC)

 • Focus group discussion (BPHWT)

I. Results: Mae Tao Clinic Overview

Table 1: Comparison between Interviewees and the Mae Tao Clinic Health Staff

Interviesees MTC Health Staff

31 131

3.9: 6.1 5.5 : 4.5

5.5 : 4.5 6.7 : 3.3

7.7 : 0.3 : 1.9 8.1 : 0.7 : 1.2

Total Number

Gender ratio (Famale : Male)

Marital Status ratio (Single : Married/
Widowed

Ratio of Self- ascription of Ethnicity
(Karen/ Karenni : Burman : Others *)

* These include : Arakhan, Chin <kachin, Luha, Mon, Pa-O, Shan and Tavoy
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Table 2: Number of Interviewees and Staff at Various Departments in MTC

MOPD MIPD CHIPD CHOPD RHIPD RHOPD Surg

Sample 3 4 2 4 3 2 3
Total 12 20 11 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

Table 3: Demographics of the Interviewees from MTC

Characteristic Number Range
Number of women to men 12 : 19 NA
Average age (years old) 29.6 22 – 45
Number of persons in management positions to staff 16 : 15 NA
Average time at clinic (years) 4.25 0.25 – 15
Average time being a health worker (years) 6.00 0.08 – 16
Number of Christians to Buddhists 16 : 15 NA
Number of single to married/widowed persons 17 : 14 NA
Average number of children in those married 1.43 0 – 3
Average level of education* (standard) 9.21 5th – 10th
Location where highest level of education received
(Burma to refugee camps to India) 21 : 9 : 1 NA

* Excluding two who went to college and university
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Motivations in Becoming a Health Worker: “All in the Same Boat”
 • Altruism – “being in the same boat” as others:

(1) lack of health care inside Burma
(2) wanting to help others who are sick
(3) own experience of being ill
(4) own interest in health care

 • By default:
(1) decided or needed by organization
(2) few opportunities for jobs and higher education
(3) forced to leave Burma

Rewards of Being a Health Worker at MTC:      “Like a Family”
 • Job satisfaction:

(1) ability to help fellow countrymen
(2) opportunities for continued education

 • MTC is “like a family”:
(1) stipends for self and family
(2) lodgings and food
(3) children's education

  • Non-tangible benefits:
(1) relative security and safety

Training
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Challenges of Being a Health Worker:      Stoicism vs. Burnout

 • Challenges at the macro level:
(1) legality of stay in Thailand
(2) risks of arrest

 • Difficulties living at the clinic:
(1) proximity and space
(2) leisure activities
(3) food provided

 • Problems at the clinic level:
(1) funding, e.g. for patient referral
(2) facilities and space
(3) lab and diagnostic tests available
(4) supply of medicines
(5) equal opportunities for staff
(6) on-the-job trainings and refresher coursess
(7) patient follow-up
(8) patient communication

 • Inter- and intra-departmental problems:
(1) staff motivation and attitudes
(2) burnout and drinking problems

 • Family and personal problems:
(1) stipend
(2) managing child care and work
(3) children’s education
(4) communications with and visiting families in Burma

Factors for Resettling in Third Countries:      “Abandoning the Sinking Ship”

 • Push factors: situation in Thailand and Burma
 • Pull factors:

(1) opportunities for further education
(2) security
(3) better prospects for children

 • Retaining factors at home: want to stay to help people
 • Restrictive factors abroad: qualifications may not be recognized, would not be able to work in health

care

Recommendations for Mae Tao Clinic

 • Motivation of health workers to remain at MTC is very high
 • Clinic can make improvements to retain staff, e.g.

(1) improve living conditions and stipends
(2) address department-specific problems
(3) improve the quality of trainings, not quantity
(4) long-term: solve problem of legality of stay
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II. Results: Back Pack Health Worker Team Overview

Rewards of Being a Health Worker at BPT

 • Job satisfaction and learning experience:
(1) have the chance to help the people in health
(2) BPT focuses more on prevention and public health on top of curative work
(3) have the chance to be in contact with the people
(4) able to see the situation in Burma

 • Tangible benefits:
(1) BPHWT provides more support for medicines and equipments than other organizations

Macro Level
 • security (being shot at by the SPDC and DKBA, landmines, cannot work freely in the area)

 • communication between field & head office, and between different teams in the area

 • the villagers have more pressing concerns, e.g. food, so they cannot pay attention to health and
prevention

Clinical Level
 • lack of equipment to treat patients, e.g. Foley catheter, NG tube, dental instruments

 • patient referral:
(1) reasons for referral: lack of equipment, medicine, knowledge and skills of the health worker, and

severity of the case
(2) difficulty in transporting patients

Table 4: Demographics of the Interviewees from BPHWT

Characteristic Number Range
Number of women to men 0 : 8 NA

Average age (years old) 31.75 22 – 45

Number of persons in management positions to staff 8 : 0 NA

Average time with BPHWT (years) 3.21 0.25 – 15

Average time being a health worker (years) 8.28 0.08 – 16

Number of Christians to Buddhists 7 : 1 NA

Number of single to married persons 1 : 7 NA

Average number of children in those married 1.43 0 – 3

Average level of education (standard) 7.38 5th – 10th

Location where highest level of education received

(Burma to refugee camps) 4 : 4 NA
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Personal Level

 • cannot support family and self financially, e.g. food, children’s education
 • security of family inside Burma
 • cannot be with family often, which cause:

(1) not being able to work with/for family
(2) cannot help spouse with raising the children
(3) cannot take care of own family when they are sick
(4) problems with marital relationship
(5) unable to take care of aging parents

Support Required from BPHWT
 • communication  equipment, e.g. satellite phones, walkie-talkies
 • video camera to document human rights abuses
 • emergency kits with equipments such as Foley catheter, NG tube, forceps to stop bleeding, artificial

delivery aids, basic dental instruments
 • salary for health workers
    • means for income generation for each team so that they can purchase medicines or equipments in

Burma
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Recommendations for BPHWT

 • Researcher’s impression:
(1) working for the BPHWT is also a good learning experience for the team leaders
(2) each team does too much work but has too little time, since they have to conduct health
education talks and various programs on top of treating patients when they visit the villages;
however, the actual time they spend on each trip is very little (5 to 8 weeks)

 • In addition to those suggestions given, the researcher would like to recommend:
a thorough evaluation of the roles and function of each team member, and to look for ways to
improve efficiency while balancing the health workers’ mental well-being, e.g. specialization of tasks,
using more local health workers to decrease need for travel, and providing means for them to
support their families

Comparison of Findings between MTC and BPHWT

Notes about Differences between Interviewees from MTC and BPHWT

 • BPHWT interviewees consist of field in-charge, team leader, TBA trainer, etc
 • So BPHWT interviewees are all men, older, have been a health worker longer, and are mostly

married
 • Their average level of education is lower (perhaps because they have less chance for education?)
 • Because BPHWT was established for a shorter period of time, the average duration for working

with BPT is also shorter

Comparison of Findings between MTC and BPHWT

    • Health workers from MTC and BPHWT face different challenges in their work
 • More health workers from BPHWT have immediate family in Burma than those from MTC
 • Less BPHWT health workers express willingness to resettle in other countries
 • However, most of them would like to continue with their present work as long as they can

Table 5: Comparison between Demographics of Interviewees from MTC & BPT

Characteristic MTC BPHWT
Number of women to men 12 : 19 0 : 8

Average age (years old) 29.6 31.75

Number of persons in management positions to staff 16 : 15 8 : 0

Average time with organization (years) 4.25 3.21

Average time being a health worker (years) 6.00 8.28

Number of Christians to Buddhists 16 : 15 7 : 1

Number of single to married persons 17 : 14 1 : 7

Average number of children in those married 1.43 1.43

Average level of education (standard) 9.21 7.38
Location where highest level of education received

(Burma to refugee camps to India) 21 : 9 : 1 4 : 4 : 0
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Health and Human Rights

Dr. Khin Saw Win

I. Introduction

Since the creation of United Nations over 50 years ago, international responsibility for health and
human rights has been increasingly acknowledged. Yet, the actual linkages between health and human rights
had not been recognized until late 1980s, when the call for human rights and for compassion and solidarity
with people living with HIV/AIDS was first embodied in the first WHO global response to AIDS (WHO
1987).

II. Health and Human Rights

What is health?

The WHO projected a vision of health as a state
of complete physical, mental and social well-being – not
merely the absence of disease or infirmity. The 1978
Declaration of Alma-Ata called on nations to ensure the
availability of the essentials of primary health care,
including:

• education concerning health problems and the
methods for preventing and controlling them

• promotion of food supply and proper nutrition
• an adequate supply of safe water and basic

sanitation
• maternal and child health care, including family planning
• immunization against major infectious diseases
• prevention and control of locally endemic diseases
• appropriate treatment of common disease and injuries
• provision of essential drugs

Motto “HFA by the year 2000”

The Ottawa Charter for Health Promotion (1986) proposes that the fundamental conditions and
resources for health are peace, shelter, education, food, income, a stable ecosystem, sustainable resources,
social justice and equity. The WHO definition of health was an important step in helping to move health
thinking beyond a limited biomedical and pathology based perspective towards the more positive domain of
well-being, understood to include recognition of individuals and their need to realize aspirations, to satisfy
needs and to change or cope with environments. The societal dimensions of this effort were emphasized in
both the Declaration of Alma-Ata and the Ottawa Charter for health promotion.

In 1998, the World Health Assembly reaffirmed the commitment of nations to strive towards these
goals in a World Health Declaration and stress the “will to promote health by addressing the basic
determinants and prerequisites for health” and the urgent priority “to pay the greatest attention to those in
need, burdened by ill health, receiving inadequate services for health or affected by poverty” (WHO 1998)
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What are human rights?

HR are legally guaranteed by human rights law, protecting individuals and groups against actions that
interfere with fundamental freedoms and human dignity. HR are principally concerned with the relationship
between the individual and the state. Government obligations with regard to HR broadly fall under the
principles of respect, protect and fulfill.

In the aftermath of WW II, the international community adopted the Universal Declaration. The
preamble to the UDHR proposes that human rights and dignity are self evident, the “highest aspiration of the
common people,” and the “foundation of freedom, justice and peace”. Although the UDHR is not a legally
binding document, nations have endowed it with a tremendous legitimacy through their actions, including
invoking it legally and politically at the national and international levels.

UDHR – Basic HR
CCPR – classic duty to meet a particular objective
ICESCR – duty to provide the means, create the

necessary conditions

  Others – Human rights on specific issues
CEDAW (1979)
Convention on rights of the child (1989)
Convention against Torture and other Cruel,

Inhuman or Degrading Treatment or Punishment
International convention on the elimination of All Forms of
Racial Discrimination (1965).

  Regional Human Rights Treaties
African Charter on Human People’s Rights (1986)
The American Convention on Human Rights

(1992)
The European Convention on the Protection of

Human Rights (1959)

Only the Asian region does not have such a
regional treaty.

There are numerous international declarations and recommendations to express the political
commitment of governments to promote and protect human rights.

Special Nature of Human Rights

It is the relation of a state and individuals under its control rather than interstate relations.

People have rights simply because they are human.
HR are universal
HR treats all people as equal
Rights are absolute – for example, right to life, freedom from torture
Limitation is limited
No national boundaries – HR hold nations accountable for meeting the conditions which satisfy the
requisite, promotion, protection and respect.
Rights is not a privilege / special favor
HR recognize the rights of others as obligation
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Health Rights:

• UDHR – article 25
• ICESCR – article 12, GC 14
• Alma-Ata Declaration (1978)
• Ottawa Charter for Health Promotion

Subsequent Conferences:

• International Conference on Population and Development (ICPD) 1994
• World Conference on HR (1993)
• World Summit for Social Development

The conference documents help to clarify:

Rights of vulnerable groups
Women’s HR
Broader concepts of H and HR and the steps needed for implementation

III. A Human Rights Perspective on Health

A health and government responsibility for health is codified in almost every human rights document. The
right to the highest attainable standard of health appears in one form or other in most every one of them, for
example, the rights to information, to education, housing and safe working conditions etc. From them, there
are three most significant rights:

• the right to nondiscrimination
• the right to the benefits of scientific progress
• the right to health

• Non discrimination:

is the key to human rights thinking and practice. Under international human rights law, all people
should be treated equally. Common forma of discrimination include racism, gender-based discrimination,
homophobia.
• Right to enjoy the benefits of scientific progress and its application

is recognized explicitly in the ICESCR at article 15. The implications of this right have been
explored recently with respect to access to drugs for the developing world, regarding access to antiretroviral
therapies and other forms of HIV/AIDS care.

• The Right to Health

is being set out in a number of international legal instruments. UDHR, article 25, and ICESCR article
12. The most authoritative interpretation of the right to health is outlined in article as of the ICESCR, which
has been ratified by 145 countries (as of May 2002). In May 2000, the Committee on Economic, Social
and Cultural Rights, which monitors the Covenant, adopted a General Comment on the right to health. GC
14 serves to clarify the nature and content of individual rights and States Parties obligations. The GC 14
recognized the right to health is closely related to and dependent upon the realization of other human rights,
including the right to food, housing, work, education, participation, the enjoyment of the benefits of scientific
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progress and its applications, life, non-discrimination, equality, the prohibition against torture, privacy, access
to information, and the freedoms of association, assembly and movement.

Further, the Committee interpreted the right to health as an inclusive right extending not only to
timely and appropriate health care but also to the underlying determinants of health, such as access to safe
and portable water and adequate sanitation, an adequate supply of safe food, nutrition, housing, healthy
occupational and environmental conditions, and access to health-related education and information, including
on sexual and reproductive health.

Note: International human rights treaties are binding on governments that ratify them; Declarations are non-
binding, although many norms and standards enshrined therein reflect principles which are binding in
customary international law; United Nations Conferences generate non-binding consensual policy
documents and programmes of action.

IV. What is the link between health and human rights?

There are complex linkages between health and human rights:

1. Violations or lack of attention to human rights can have serious health consequences
2. Health policies and programmes can promote or violate human rights in the ways they are

designed or implemented
3. Vulnerability and the impact of ill health can be reduced by taking steps to respect, protect

and fulfill human rights

V. Strategic Directions to Better Health

HR can help to provide an approach for better health. This requires an understanding of the health issues
most relevant to the well-being of individual and populations. Four main areas:

1. Reducing excess mortality and disability

Needs effective disease prevention and control programs targeted to their special needs, priority
given to poor and marginalized communities.
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2. Promoting healthy lifestyles and reducing risk factors to human health that arise from environmental,
economic, social and behavioral causes:

- issues such as reproductive health, access to safe blood transfusion, access to clean water
- need to create conditions conducive to health through information, education, social support

systems that promote healthy behaviors

3. Developing health systems that equitably improve health outcomes

The type of services, interventions, and technologies we offer – the concept of equality applies

• who require additional attention?
• systems should enable all individuals to seek and receive services that are commensurate to

their needs and economically affordable
• nondiscrimination
• protection of confidentiality
• respect for dignity

4. Developing a policy in the health sector

• to what extent does the proposed public health policy represent good public health?
• is the proposed policy respectful and protective of human rights?
• how can we achieve the possible balance between protecting public health and promoting HR?
• will the proposed policy be periodically reviewed? For public health effectiveness and impact on

human rights?

VI. Conclusion

We as health workers, how can human rights framework be applied to enhance the value and
impact of our health work?

• promoting awareness / HR education
• the development of human rights monitoring tools
• application of human rights framework to health practice

o ethics
o discrimination
o confidentiality
o equity

• the creation of research agenda to advance our collective understanding of the health and human
rights relationship.

Latest Development:

• UN Special Rapporteur on the right to health, Dr Paul Hunt ( 2002)
• Development of right to health indicators – submission to UNGA (2004)
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MIGRANT HEALTH RIGHT

Dr. Zin Min Than Oo
MAP Foundation

Migration

   •  People are increasingly on the move for political, humanitarian,
economic and environmental reasons. This population mobility has health and human rights implications both
for migrants and for those they leave behind. Migrants often face serious obstacles to good health due to
discrimination, language and cultural barriers, legal status and other economic and social difficulties.

   • Approximately 175 million people, or 2.9% of the world’s population, currently live temporarily
or permanently outside their countries (WHO data)

Migrant Health Right (EU)
   • Both Registered and unregistered migrants

   • UN Sub-Commission for the Protection and Promotion of Human Rights to draw the attention of the
EU Commission to the right of equal access to health care for undocumented migrants living in the European
Union.

   • For unregistered migrants, they should get
- emergency health care
- communicable diseases treatment
- health care to their children
(International Health and Human Right)

Migrant Workers in Thailand

   •  In 2005, registered Migrants - 705,293
   • 539,416 from Burma
   • Estimated Burmese migrant workers- >2,000,000
   • 500,000 new migrants will be registered in March,2006

(health services?)

Common health Problems in Migrant community

   • Fungal infection (skin, vaginal)
   • Eye infection
   • Anaemia
   • STIs
   • Respiratory Tract Infection
   • Tuberculosis
   • PU
   • Unwanted pregnancy
   • Induced Abortion
   • workplace related injuries
   • Back pain, joint pain
   • HIV/AIDS
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Health Insurance Card (30 Baht card)

    • Registered migrant workers
- 30 baht scheme
- entitle to universal health care  system, but workers have to pay around 100 US$

   • Undocumented migrant workers
- Employer has responsibility for their health cost (a/c to 20th Dec,2005 cabinet resolution)

Health Services available with 30 baht card in Hospitals

   • ANC, Child delivery
   • Treatment of communicable diseases
   • Family Planning (Contraception, Sterilization)
   • ARV for HIV infected pregnant women to prevent MTCT
   • Home visit
   • Health Education to patients and their related families
   • Health promotion, counseling
   • Dental Care – treatment to Dental caries and oral cavity infections
   • Prevention of communicable diseases

PAID SERVICES (Cannot get with 30 baht)

   • Mental Illness
   • Diseases related with using narcotic drugs
   • Injuries from (Accident with vehicle that has Insurance)
   • Infertility
   • Test tube fertilization
   • Body and face cosmetic plastic surgery without Doctor’s advice
   • Self Medical check up without Doctors advice
   • Chronic diseases (Hospital stay >180 days) and complicated diseases

Continue Paid Services

   • Kidney transplant, Renal Dialysis, Kidney diseases
   • ARV for AIDS patients
   • Sex change
   • Migrants’ children
   • Tooth insertion

Paid services together with 30 baht

   • Case Diagnosis and Management, Special Treatment with specialist according to National Medical
Association’s recommendation

   • Food and Ordinary In-patient room cost
   • Tooth extraction, filling and scratching
   • Supportive kit (eg, walking aids) and nationally listed high potency drugs
   • Labour cost if > 2 child deliveries after starting using 30 baht
   • Referral costs (from current Hospital to another Hospital)
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One Stop Crisis Centre

   • To help women and children abuse
   • Domestic as well as other abuses
   • Different experts ( Doctors, Nurses, Psychiatric, social workers, Polices, Lawyers and people) in

OSCC
   • In OSCC

- Medical treatment
- Counseling
- Help to current economic problem
- Arrange temporary stay
- Referral to Social welfare organizations

Compensation for Occupation related Injuries and Diseases

   • Right to get a leave for occupational accident injury, right to get daily wages for those resting days
   • Right to get wages for leave days as well as special compensation for body parts damage or lost

injuries according to the extent of injury.
   • Right to complain Social security, Labour Protection Office with medical report written by Thai registered

medical doctor if the employer did not give compensation

Limitation to Migrants (In Hospital)

   • Have to wait for long time to get health care
   • Most migrants received only symptomatic treatment
   • Hospital directory signs and hospital documents are not written in Migrant’s language
   • Communication barrier

In their 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 health workers
   • Including the migrant workers leaders (women and man)  in policy decisions affecting their lives
   • Ensure the safety of migrants in detention and deportation including protection of women from the

sexual violence
   • Create mechanisms which ensure migrant workers can exercise their right through Thai law especially

labour right.
   • Provide more Health Care Services
   • Provide Quality Health Service
   • Directory signs and Hospital documents written in Migrant’s language
   • Provide more interpreters in Hospital
   • Include migrant workers access to ARV under 30 baht scheme
   • Help migrant health workers to get information and knowledge of health rights and health education

easily
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   • Improve the workers’ environment (living, working)
   • Enough resting hours for migrant workers
   • Enough break time to eat
   • To get time off to seek health care during the day.
   • Right of access to adequate health care for all migrant children

HEALTH RIGHT KIT
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Australian Health System:
A case study

Dr. Myint Cho

Health System Structure
• Public Health Sector
• Private Health Sector.

Public Health Sector
• National (funding/regulatory)
• Regional (services)
• Community
• Family.

Private sector
• NGOs/International organization
• Pharmaceuticals
• Private Practice (allopathic/traditional or folk medicine).

Australian Govt. System
• National Government (Commonwealth)
• State/Territory Governments (6/2)
• Local Government (Council).

Health Policy Making
• Negotiation between the Commonwealth & the States
• Australian Health System – relatively equitable
• Complex Health Care System.

Public Health Insurance System (Medicare)
• Commonwealth:
  – collect taxes
  – funding
• States:
  – receive financial assistance
  – run public hospitals, mental  health & community   health services
  – rules/regulation for health workers.

Who benefits?
• People who:
  – reside in Australia
  – hold Australian citizenship
  – hold permanent visa
  – hold New Zealand citizenship
• Residents of UK, Ireland, New Zealand, Italy, The Netherlands, Finland, Sweden & Malta (have
  restricted access).
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What are the benefits?
•  Medical benefits schedule
  – consultation fees (doctors, specialist, radiological pathological tests, eye test by optometrist,
     surgical & therapeutic procedures)
•  Pharmaceutical benefit scheme (PBS)
  – General beneficiaries
  – Concessionary beneficiaries (pensioner card holders & other entitlement card holder).

Services excluded from Medicare
• Dental treatment
• Ambulance services
• Home nursing
• Physiotherapy
• Occupational therapy
• Speech therapy
• Chiropractic services
• Treatment by psychiatrist
• Visual & hearing aids
• Prosthesis
• Some medical services that are not listed under Medicare as clinically necessary (e.g. cosmetic

surgery).

Private Health Insurance System
• Voluntary
• Encouraged by the current government.

Who pays?

Source of finance Percentage of total (%)
Public:
• taxes 71.2
Private:
• out of pocket 16.2
• private insurance   7.1
• other   5.5

Expenditure
• 8.5% of GDP
• Public health receives less than 2 % of total health budget
• 48 % of health expenditure
  – from the Commonwealth govt.
• 23 % of health expenditure
  – from the State govt. & local govt.
• 29 % of health expenditure
  – from private sources.
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Tax rates
< 5400 No tax
5401-27,000 17%
27,001-50,000 30%
50,001-60,000 42 %
>60,001 47%

Significant Problems
• Financial barriers to dental treatment
• Shortages of health professionals in some areas
• Geographic and cultural barriers to the use of health services
• Huge differentials in health status between indigenous people and the Australians.
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Research Ethics and Human Subjects Protections
Chris Beyrer MD, MPH

Johns Hopkins School of Public Health

Research Ethics:
What are the Requirements?

• Human Subjects Research
• Ethical Review
• Human Subjects Research Committees
• Institutional Review Boards—Ethics Committees
• Informed Consent
• Training Requirements
• Assurances of Compliance with the Office of Human Research Protection (OHRP)
• Community Participation and Community Advisory Boards

Human Subjects Research
• Any research project involving humans, subject to same standards of ethics, ethics review, and
   regulatory oversight
• Includes lowest risk studies:
• only questions asked
• no blood or other specimens taken, no experimental therapy or agent used
• For example:
• Studies done on stored specimens collected from humans in which no contact with participants
  will occur

Ethical Review
• US Ethical Reviews bodies
• Belmont Report
• International Organizations & many countries
• Helsinki Guidelines
• CIOMS Guidelines
• ICH International Code of Harmonization
• All agree on several common principles of ethics:
• Beneficence [First, do no harm]
• Balance of research risk versus benefit for subjects
• Fairness

Human Subjects Research Committees Institutional Review Boards

• Is this study of real or potential benefit?
• Are the rights of human subjects adequately protected?
• Are the risks to participants minimal, significant but warranted, or too high to justify the study?
• Will the community at risk have access to the findings?
• To the benefits of research, if there are any?
• How can we work towards this goal?
   Every study requires 2 key documents:
   Study protocol & Informed Consent Document
• Who reviews them?
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Institutional Review Boards- IRBs in US, Ethical Committee

• Ethical review committee that reviews, monitors, and overseas human subjects protections in
    every study. Needed by every US research institution
• Review protocols, proposals, and informed consent documents for human subjects research
• Established under Code of Federal Regulations (CFR) rules
• Must comply with US Federal Office of Human Research Protections (OHRP)
• Independent from researchers
• Must avoid conflicts of interests: family, financial, or research collaboration relationships with
   investigators
• Must have at least 1 non-scientific member

IRBs outside the US

• To collaborate with US researchers, a second country researcher or organization must have its
   own IRB to partner with US
• US and In-country IRB reviews required before study can be initiated.
• IRB must be established along internationally accepted standards
• CIOMS, Helsinki, ICH, or UN/ WHO Guidelines
• Many countries have National Review Bodies
• Additional review body- not to replace local IRB

Informed Consent
What does it mean?

Informed Consent is a process
• Research participants:
• Understand a study
• Fully informed of the risks and benefits
• Have all questions and concerns answered
• Truly informed before they consent

    Information should be reviewed at many, if not all subsequent visits
• Subject has:
• Consented freely and independently
• Consented without coercion or force
• Suffers no ill effects for refusal or withdrawal from study

   Community consent or partner consent may be necessary, but never replaces individual consent

The Informed Consent Document
• Legal record that subject has been given all relevant information and has voluntarily consented to
   participation
• Carefully reviewed by US IRBs
• Can be written or verbal
• Verbal informed consent – illiterate subjects or those who do not want to sign documents (usually
   with witness who signs on their behalf)

Non-English Consent
• Documents must be back-translated into English
• Must be independently verified as true translation
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• US IRB will review:
• English document
• Non-English document
• Back-translation
• Verification of translation

Training Requirements
Who must receive human subjects  training and verification?

• Any investigator named on a research grant
• For US funded research, all international investigators named on proposals or grants, and all who
   will have “significant subject interactions”
• For all researchers for each new study

Assurances of Compliance:
Office of Human Research Protection (OHRP)

• OHRP – in Department of Health and Human Services
• Requires IRBs to be in compliance with US regulations
• Gives Assurance certification: Federal-Wide Assurance (since 2001), International Collaborative
   Project Assurances, etc.
• Reviews IRB:
• Membership, Numbers of members, Independence, Conflict of Interest

Community Participation & Community Advisory Boards (CAB)
• Additional requirement of many studies
• Independent advisory body associated with a study or group of studies
• Composed of members of community at risk
• Helps investigators know more about their communities, hear directly from community, and do
   better research
• Plays key role in ethics

CAB Members
For example:
Study:  HIV infection among drug users in Xistan

CAB Members:
• Xistan drug users
• Persons living with HIV/ AIDS
• Xistan religious leader
• Head of a local women’s or youth organization
• Members from local NGOs

Conclusions
• New US requirements – a significant burden on researchers
• US remains single largest funder of human biomedical research worldwide
• Access to US research dollars vital to many research efforts Spirit behind regulations and
   requirements is protection of human research subjects from:
• Abuse, harm, unnecessary risk, exploitation Compliance is demanding, yet essential
  Global research effort on human health problems demands working towards the highest ethical
  standards possible



47

Websites
CIOMS:
http://www.cioms.ch/
OHRP:
http://ohrp.osophs.dhhs.gov/
Bellmont Report:
http://ohrp.osophs.dhhs.gov/humansubjects/
guidance/
Code of Federal Regulations:
http://www.access.gpo.gov/nara/cfr/

ICH Guidelines
Informed Consent

• Consent before involvement
• Provide an opportunity to consider
• Minimize coercion and undue influence
• Use language understandable to subject
• No waiver of rights
• No release from liability

Basic Elements of Informed Consent
• ICH 4.8.10
• Describes requirements for both written informed consent forms and oral discussions of consent
• Must provide an explanation of the following 20 items

Components of Informed Consent ICH 4.8.10
a) State that the study involves research

- Must mention this explicitly
b) Explain the purpose of the study,

- Why are you doing this trial?
c) The trial treatment(s) and probability for random assignment to each
d) The trial procedures to be followed

- Include all procedures that are part of the trial:
- Medical and behavioral assessments, specimen collection, injections, follow-up

evaluations etc.
e) The subject’s responsibilities
f) Those aspects of the trial that are experimental
g) The Reasonably Foreseeable risks

- Risks to embryo, fetus, nursing infant
h) Any Benefits to the subject–

- If none, state there are none
j) Describe Compensation and/of treatment available to subject for trial-related injury
k) Anticipated prorated payment, if any, for participation in the trial
l) Any Anticipated Expenses, if any, to the subject– If none state there are none
m) That participation is voluntary, subjects may refuse to participate or withdraw at any time

without penalty or loss of benefits
n) Access to their records will be granted to monitor(s), auditor(s), IRB/IEC, and the regulatory

authorities
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o) Records identifying the subject will be kept confidential to the extent permitted by laws and/or
regulations. Their identity remains  confidential in publications

p) The subject or Legally Acceptable Representative (LAR) will be informed of information that may
be relevant to the subject’s willingness to continue participation
– Adverse Events
– Poor outcome

q) The name of person(s) to contact
– For further information about the trial and rights of the trial subjects
– For research related injury

r) Foreseeable circumstances and/or reasons under which the subjects participation may be
terminated
– Illness, pregnancy, failure to show for appointments

s) Expected Duration of the subject’s participation
t) The approximate number of subjects involved in the trial

Documentation of Consent
• Written consent form approved by IRB
• Signed by subject or Legally Authorized Representative (LAR)
  – Local laws determines who is LAR
  – If unable to read, it should be read to them and signed by a witness
• Use non-technical language when possible

Guidance
• NCI Informed Consent Guidance
http://cancertrials.nci.nih.gov/researchers/safeguards/consent/index.html
• NCI Informed Consent Working Group
  – Recommendations
  – Sample Consent Form: Phase 2 … trial
  – Sample Consent Form: Phase 3 … trial
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Health Access & Utilization
at Mae Tao Clinic (1989-2004)

Dr. Cynthia Maung
Overview

• Introduction
• Objectives
• Current Health Services
• Demographic Information
• Mae Tao Clinic Caseload
• General Medicine Department
• Communicable Diseases (Malaria, HIV/AIDS, TB)
• Trauma and Violence
• Reproductive Health and Child Health
• Partnership
• Conclusion

Migration from Burma  to Thailand

Introduction
• Established in 1989, Located in Mae Sot District of Tak Province
• Catchments area of approximately 100,000 migrant workers and 50,000 internally displaced person
• In 2004,
  – 100 beds inpatient facility
  – 200 ethnic health volunteers
  – 8 international volunteer

Mae Tao Clinic Objectives
• To provide health care services for displaced Burmese people along the border
• Initial training of health workers and subsequent ongoing medical education
• To strengthen health information systems along the border
• To improve health knowledge, attitudes, and practices within local Burmese populations
• To promote networking and collaboration between local ethnic and international health organizations

Current health services in Thailand
• Medical Service (OPD/IPD)
• Surgical (OPD/IPD)
• Reproductive health OPD/IPD including basic EmOC services
• Child health services (OPD/IPD)
• Laboratory / Blood Bank
• Primary eye care and eye surgery
• Prosthetics and rehabilitation
• HIV/AIDS prevention (Safe Blood, VCT and PMTCT)
• Malaria management
• Tuberculosis case finding and referrals
• Mae Sot Hospital referral
• Migrant outreach and Cross border collaboration (Support home delivery services, school health
  promotion and primary health care services)



50

Demographic information

Total Visits 102,241 (average visit per day = 328)
Total Patients 52,290 (2visit/person/per year)
Total Admission 9,321 (25/day)
Total Caseload 68,790
Female Reproductive age (15-45) 41%
Under 5 Children 19%

Mae Tao Clinic Yearly Caseload (Medical and Surgical department)

Hospital Admissions Cases
2003 2004 % increase

Medical IPD 3786 5179   36.8%
Surgical IPD   275   420   53%
RH IPD 2734 3186   16.5%
Eye (surgery)   121   331 175%
Prosthetics   137   205   50%
Total 7053 9321   32%

Comparison of Burma and Thailand Cases:

Health Service 2004 Number Burma:Thailand Ratio
Total Visits 102,241 2:3
Referrals        644 3:2
Blood Transfusions        890 3:1
Tubal Ligation        184 3:1
Eye Surgery        331 4:1
Malaria (PF)      2649 3:1
Pul: Tuberculosis        234 2:1
Severe Malnutrition          40 2:1
ANC Client      4,122 2:3
Delivery Admission      1,704 1:2
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Hospital Admissions (cont:)
Cases 2003 2004

No. Average days stay & range No. Average days stay & range
Malaria PF Confirm 1233 4 1051 4.7
Acute Diarrhea   247 4   194 4
ARI Pneumonia   313 6   460 6
TB Sputum Confirm     77 9     15 11(0 to 119)
AIDS Confirm     40 20     61 22
Meningitis     39 7     48 7
Severe Malnutrition     44 15     40 19
CVS Diseases   116 9   212 10

Mae Sot Hospital Referral
Referral Case Average per month Average Cost Total Referral Burma : Thailand
Delivery Complication 9.6   6600 115 7:8
HIV (C/S and Normal) 1.3   7095 16 3:4
Non-Delivery/Gynecological 9 12305 107 3:2
Tubal Ligation 15     814 184 2:1
Neonatal Problems 1.4   5626 17 1:1
Medical Problems 5.8 13383 70 1:1
Surgical Problems 8.6 15627 104 1:1
Eye Problems 0.6   9142 7 1:0

War Wounded (Gun Shot) 0.4 25200 5 1:0

Landmine 1.6 32155 19 1:0

Total 54 12795 644 7:6

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

General Medicine Department (Cont:)
Five most common IPD diagnoses (Total 5179)
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IPD’s annual case Fatality rates and Referral rates
2002 2003 2004

Number of IPD Admissions (1st Diagnosis) 3037 3791 3802
Fatalities 95 (3.1%) 174 (4.9%) 194 (5.1%)
Referrals NA 81 (2%) 170 (4.5%) (101 for TB)

* 35% of death occur within 48 hours of admission.

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

Common causes of mortality for each age group (Cont:)
Five most common mortalities, IPD all age (Total 194)

                                   Blood transfusion to a baby in Child IPD

Feeding program



53

Malaria cases by Month, 2004

IPD Malaria Cases (1st and 2nd diagnosis)

Case Total Deaths Case Fatality
PF Simple 659 - -
PF Hyper 251 - -
PV / PM   90 - -
Mixed (PF + PV)   28 - -
PF Severe   74   9 12.2 %
PF Cerebral   39 10 25.6 %
PF Cerebral Presumptive   41   5 12.0 %
Total IPD 1182 24 2.0 %

Tuberculosis case finding and Referral
Trend of TB cases & mortality.

2003 2004
Suspected cases referred to MSF 578 735
Confirmed TB cases (from MSF report) 197 (34%) 234 (32%)
TB cases in IPD (confirmed & suspected) 135 210
TB deaths in IPD (confirmed & suspected) 10 (7.4%) 24 (11.4%)

IPD TB demographics (first diagnosis)

Total number < 5 : 5 + Male : Female Burma : Thai

Patients –
TB sputum confirmed 108 1:99 7:3 2:1
Deaths –
TB sputum confirmed   13 0:100 3:1 2:1

STI/HIV prevalence in 2004
Testing Pregnant Women Blood Donor screening VCT
HIV 1.54% 0.85% 14.86%
Hep B 7% 7.3% 4%
VDRL 1.6% 1% 2.4%
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Trend of HIV prevalence in ANC
pregnant women at MTC
from 1999 to 2004

Demographics of confirmed HIV/AIDS cases and fatalities for IPD patients
Total Male : Female %Burma resident %Thailand resident

Cases –HIV/AIDS confirmed 61       2 : 1 53% 47%
Mortality –AIDS Confirmed 24       3 : 1 38% 62%

Communicable diseases recommended for 24 hour reporting

Disease under surveillance Number of cases In 2004
Cholera None Reported
Meningocococcemia None Reported
Diphtheria None Reported
AFP/Suspected Polio None Reported
Anthrax 1 skin suspected
Typhoid 51 (suspected)
Filariasis 2 patients with a previous history

Abnormal cluster of the diseases in special surveillance Food poisoning occurred in 1 factory in more than

100 cases admitted at MTC.

Trauma and Violence
Trauma cases seen in the Surgical Department
Cases 2002 2003 2004
Dental Care   795 1811 2583
Non Trauma 2486 3523 4810
War casualty     26     10     49
Injury from violence     23     70   102
Burn     46     75     98
Work accident   430   258   805
Motor vehicle accident     61   100   160
Total 3867 5847 8607
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Occupation of prosthetic patients (Total 201)

Inside of Prosthetic Deprtment

Reproductive Health and Child Health
Trend of selected RH indicators

2001 2002     2003     2004

% of teenage pregnancy at ANC (<20 yrs) 23% 26% 21% 22%
% of live births with low birth weight <2500 gm 20% 18% 13% 12.7%
% of delivery patients with no ANC visits NA 10% 9% 11%
% of delivery patients with at least 2 tetanus doses 65% NA 66% 70%

% of delivery clients referral to Mae Sot Hospital NA NA 14% 6%

Reproductive Health and Child Health
Number of Deliveries and Post Abortion Care at Mae Tao Clinic, 2000-2004
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Causes of Maternal Death in the Thai Public Hospital, 2001-2002 (Total 14 Burmese Women)

Abortion Sticks

Three most common Neonatal Mortality causes (Total: 21)

New born with jaundace taking sunlight

Kangaroo Care for New Born Baby

Partnership
Thai Public Health and Mae Sot hospital (Technical and Logistics)

• Vaccine
• Special Laboratory tests
• X-ray / Ultrasound facilities
• Medical waste disposal
• Obstetric emergency and medical emergency referrals
• Surveillance System
• HIV/AIDS prevention, including prevention of mother to child transmission
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Partnership (cont:)
Community Based Organization and International NGOs

• Community health education and disease prevention
• Review and revision of health worker training curriculum
• Standardized data collection system
• Strengthen community based organization network
• Financial support and resource allocation
• International advocacy

Conclusion
• Poor access to health services
  – inside Burma : cost, security, travel restriction
  – Thailand : cost, security, language
• Logistic/finance constraint for long-term care/referral services
• Increasing stress and violence
• Increasing stateless children and street children

Recommendation
• Strengthen community health education and prevention services.
• Specific clinical skills need to be improved.
• All organizations which provide health services to displaced Burmese population should share mortality
  and morbidity statistics.
• Thai government should monitor the working conditions of Burmese workers and implement the
  laws that do exist to protect workers rights.
• Improve coordination among health organizations.
• Projects or programs which assist displaced people out of poverty should be funded.

Living Condition of Migrant Workers Burmese recycling woman with
baby in pushcart on the streets of
Mae Sot

Burmese migrant workers
in the working time

Fear for
Security
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KANGAROO MOTHER CARE
Dr.Thein Win

Free Burma Campaign [South Africa]

INTRODUCTION
• Global perspective on neonatal health
• Commonest causes of death in Newborn
  + HYPOTHERMIA -> HYPOGLYCAEMIA,
  HYPOXIA, INFECTION
• Why Saving Newborn Lives?
 1. high risk of death among all
   + eight millions deaths/yr mostly in developing world
 2. Save their live by simple means without much expenses
 3. Prevent huge painful complications
 4. Save enormous money :- individual, country to global level

KANGAROO MOTHER CARE
• Why the title KMC?
  Ø Mother kangaroo is a mammal (just like us) feeds its baby

milk like we do (or like we    should!) from inside its pouch.
  Ø Provides total environment:- warmth, food, comfort, stimulation, protection.
• The baby [Kangaroo baby] is CARRIED for all the time
• WITHOUT INTERRUPTION !
• NEVER SEPARATE !

WHAT IS KMC? - 1
• POSITION
Upright position against the mother’s bare chest and between her breasts. The infant is kept naked
except for a nappy, socks and woolen cap. Both mother and infant are usually covered by a blanket
or shirt.

• CORNERSTONE OF KMC- 3 COMPONENTS
1. Skin-to-skin contact
between the baby front and the mother’s chest. The more skin-to-skin, the better.   For comfort a
small nappy is fine, and for warmth a cap may be used. Skin-to-skin     contact should ideally

start at birth, but is helpful at any time. It should     ideally be continuous day and night.
2. Exclusive breastfeeding
3. Support to the mother infant dyad
It means that whatever is needed for the medical, emotional,

psychological and physical  well being of mother and baby is provided to
them, without separating them. Purely intense psychological
support.
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WHAT IS KMC? - 2
• Philosophy of KMC
  1. Natural
  2. brain-wiring (neurophysiology)

BRITH OF KMC AND HISTORY
• 1979 - Started in Columbia in during crisis large number of LBW
• 1983 - UNICEF brought attention to programme
• 1986   onwards - Research in Europe and USA. Implementation widespread in Scandinavia and

Germany. Early implementation in Mozambique and other African countries.
• 1991 - First review of research came out.
• 1996 - First International Workshop, in Italy. Noted over thirty different terms used, agreed to use

“Kangaroo Mother Care”
• 1998 - First International Conference on Kangaroo Care, Baltimore.
• 1998 - Second International Workshop, Bogota, Colombia, focus on research and implementation.

Bogota declaration came out.
• 2000 - Third International Workshop, Indonesia.
• 2004 – 5th International workshop

RESEARCH BASED KMC
• Research KMC and breastfeeding
• Research KMC and cognition development
• Research KMC and social
• Research KMC in high technology hospital
• Research KMC maternal perception
• Research KMC physiology
• Research KMC reduce mortality in LBW
• Research KMC save method
• Research KMC Vs Incubator
• Research KMC Vs traditional care
• Research long term effects of early KMC
• Research KMC Non-medical reason

KMC IN EVERYWHERE
• Any where
• Any place
• Any time
• Any person
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NEVER SEPARATE !

WITHOUT INTERRUPTION!

KMC POSITIONS

ADVANTAGES OF KMC - 1
• BABY

1. Especially Good for LBW : decreased MR in LBW
2. Decreased risk of apnoea
3. Decreased risk of bradycardia
4. Less infection
5. Promote breast feeding
6. Less stress and stability
7. Grow faster
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• MOTHER
1. confidence
2. bonding
3. Mothers are empowered to play an active role
4. Less neglect and abandonment

ADVANTAGES OF KMC - 2
• FATHER

1. Fathers are able to play a far greater role in the care of their infants
2. improves bonding between fathers and infants

• HEALTH CARE PROVIDERS
1. Discharge earlier
2. Fewer staff and less equipment are needed in hospital setting
3. Less cost
4. Less neonate mortality and morbidity rate

CHALLENGES TO DEISION MAKERS/COMMUNITY
• KMC is the research based suggestion especially for LBW
• Encourage breastfeeding
• Empower to mother and families
• No cost and most effective approach in newborn care
• Appropriate for less resources setting
• Advantages for clinics and hospitals.
• Advantages for individual: newborn, mother, father
• Although there are above-mentioned advantages KMC is not very simple as “just to put newborn

into mother’s chest”
• Many constrains: stay in comfort zone, resist to change, worry in unfamiliar approach, reluctant to

start etc
If say so, think about this which way you are going to choose!

YOUR CHOICE !
Either keep lonely to your innocent child as it is (or) Keep baby strong, stability and healthy by

     nursing your baby in this natural way [KMC]

MOM!
Please! MOM
Please keep me in front of your chest
as close as you can….

You are my life!
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CHILD VICTIMS OF BIRDFLU (In Burma)
Dr. Saw Po Thaw Da

BMA

Introduction
Minister of Health (MOH) Burma, once announced, “There is no avian flu in Burma, because no

infected migrating bird can fly cross over the high northern mountain of Burma.”
If there is an outbreak under military regime with poor health care service and if children become

orphan or suffer by themselves, will we simply call them “Child Victims of Bird Flu”?

Back ground
The people of Burma have been suffering under repressive military regime with a record as one of the

world’s worst abusers of human and political right. Thousands  of Burmese people become internally displaced
people (IPD) because of civil war and their suffering is intensified by the regime. Will we call them victims of
civil war?

People from suburban areas in central or peripheral of some states & divisions are relocated by force
from place to place, to occupy their land, inherited from ancestors by government or military officers for their
benefit (Victims from inheritance). There are migrating migrant workers from one place to another or to
neighboring countries (Victims of poverty). Because of poverty children can not access low price health care
service and education services (Victims of health & education system)

Rehabilitation
After 40 years under military control, Burma become one of the poorest, under developed (back

ward) or backsliding country. There are two classes of people, the ruling class including their friends or partners
and the other group, the subject, who are the majority group, more than 80% of the total population. Thus
there are two systems in all sectors or fields. For rehabilitation, first we must make the two systems to become
one, that is democratization.

Education & health are two sectors, most important in developing the country. But the military government
allocates an average of less than 3% of the total government budget (GDP) for education & 2% for health. As
a result the majority lost their rights to enjoy free or low cost education and health services.

Once as a health worker, I do not know & learn the reality of  child rights I know only, they need health
care services like vaccination. But the reality revealed when I become a coordinator for primary level education
program for some Burmese migrant children, for this academic year (2005-2006) With out modern education,
we cannot improve knowledge, altitude and practice of the citizen, we cannot develop the country. At present
some children have to leave schools, as their parents cannot pay the schooling fees. Some have to accompany
their parents, who are migrant workers to neighbors countries. (Victims of Health & Education Systems)

Living standard of people in Burma
A. Economic condition: There is prosperity with ruling group & Their friends or partners. Common man

or layman and the subject of the country become victims of economic depression & the consequences.
The country is rich in natural resources (off shore gas & oil), but the majority of people are poor. (Both
government servants and layman.) No equal income and rights or chance are followed by strife, strike
and military rule and the circle will go on for sometime or how long.

B. Education condition: It is very expensive for schooling in Burma. Common people cannot send their
children to schools. We notice the dropout rate is up to 44.5% in primary school level (child victims of
education rights)
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C. Health condition: The military government allocates an average of less than 2% of the total government
budget for health, resulting not enough health workers, medicines, medical materials and tools. Because
of corruption many sicks cannot enjoy health care services and the consequences are shorter life
expectancy, high rate of malnutrition in children, high morbidity & mortality due to infections and
parasitic diseases, especially due to malaria, TB, HIV/AIDS. What about Avian flu & etc? According
to WHO 2000 report, health status of Burma is 191 out of 192 nations of the world.

Note the following datas
• Adolescents in the world population & Burma during round about 1995 Age group 10-19 as % of

total population
World = 19 %
Developed regions = 14 %
Developing regions = 20 %
Burma = 20.5 %

• life expectancy at birth combined for both sexes in major regions of the world & in some South East
Asia region during round about 1995

More development regions = 74 %
Less development region = 62 %
Indonesia = 63 %
Thailand = 70 %
India = 61 %
Burma = 58 %

• Malnutrition (nutritional status)
Calorie intake = 80 %
Protein intake = 86 %
Anaemia = 26 %

• Maternal Mortality Rate (MMR) - in Burma & neighbor country during round about 1995
Indonesia = 450
Thailand = 44
India = 410
Burma = 230

• Infant Mortality Rate in Burma & neighbor country during round about 1995
Indonesia = 58
Thailand = 32
India = 78
Burma = 94

Note common causes of infant death - ARI
- Malaria
- Diarrhoea diseases
- Malnutrition (protein energy)

�  Adolescent pregnancy – 8.9% of total deliveries
� Prevalence of STD (15 - 24 age group)– 32%
� HIV infection rate among 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 excreta and choke, in Mon State between Tha Ton and  Paung
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Significance of  Bird Flu Transmission to Human.
Avian influenza is an infectious disease of birds caused by type “A” strains of the influenza viral disease, which
was first identified in Italy more than 100 years age, occurs world wide.

All birds are thought to be susceptible to infection with avian flu, though some species resistant to
infection than others. Infection causes wide spectrum of symptoms in birds, from mild illness to a highly contagious
& rapidly fatal diseases resulting in severe epidemics. Known as “highly pathogenic avian influenza” Characterized
by sudden on set & rapid death, with mortality that can approach 100%

Fifteen subtypes of influenza virus are known to infect birds. To date, all out breaks of the highly
pathogenic form have been caused by influenza “A” viruses of subtypes H5 and H7

Migratory water fowl (water ducks) are natural reservoir of avian flu. These birds are also the most
resistant to infection. Domestic poultry (Chickens) are particularly susceptible to epidemic of rapidly fatal
influenza.

Direct or indirect contact of domestic flocks with wild migratory water fowl has bean implicated frequent
cause of epidemics. Live bird markets also played an important role in epidemics.

Recent research has shown that viruses of low pathogenicity can, after circulation for some periods in
a poultry population, mutate into highly pathogenic viruses. During 1983-1984 in united states of America, the
H5 N2 virus initially caused low mortality, but with in six months become highly pathogenic, with mortality
approaching 90%. During 1999-2000 epidemic in Italy, the H7 N1 virus initially of low pathogenicity, mutated
with in 9 months to pathogenic form. More than 13 million birds died. Highly pathogenic viruses can survive for
long periods, when temperature are low. For example an epidemic of H5 N2 avian influenza, which began in
Mexico in 1992 and was not controlled until 1995. Virus are constantly mutating.

Human infection with avian influenza virus. They do not  normally infect species other than birds and pigs.
The first infection of humans with an avian influenza virus occurred in Hong Kong in 1997. With sign of severe
respiratory disease in 18 humans, of whom 6 died. Aetiology is because of close contact with live infected
poultry. In February 2003, when an out break of H5 N1 avian influenza in Hong Kong, caused 2 cases are in
members of a family who had recently traveled to southern China.

An out  break of highly pathogenic H7 N7 avian influenza, which began in Netherland in February
2003. Caused one death & mild illness in 83 other humans. Mild cases of avian influenza H9 N2 in children
occurred in Hong Kong in 1999 & mid December 2003.

Recently, cause for alarm occurred in January 2004 by H5 N1 , avian influenza in Viet Nam with
severe respiratory disease. H5 N1, are able to mutate rapidly and can cause severe disease in humans.

Influenza Pandemics; Can they be averted? Influenza pandemic can be expected. For example in the 20th

century, influenza pandemic of 1918-1919, caused 40-50 million deaths world wide, followed by pandemics
in 1957-1958 & 1968 – 1969. Based on historical pattern, pandemic can be expected to occur, on average,
three times each century. Experts agree that another influenza pandemic is inevitable & possible imminent. The
prompt culling of Hong Kong’s entire poultry population 1997 probably averted a pandemic. Causal organism
is H5 N1 avian influenza with symptom of muscles pain, fever (38c or more) sore throat, cough and respiratory
distress. Severe respiratory distress (Pneumonia) cause death.

Antiviral drugs (Tamiflu / Oseltamivir) are expensive and supplies are limited.  Some of which may be
used for both treatment & prevention, are clinically effective against influenza A virus.

Very recently there is an outbreak of avian influenza in Turkey by H5 N2. There their health workers
can manage the cases with requirements they have.

How will health workers from Burma manage the case if there is an outbreak in our country, Burma?
Do we have any skillful persons and requirements ?
Washington Post said “|Burma has no skillful health workers and requirements” (VOA news 17/1/06.

Our authorities hold stay away from democratic & democracy loving people policy. They are not
flexible to UN, Global Fund, MSF (France) & many other NGOs. Even with ASEAN.
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What about Bird flu in Burma? Is there any technician if there is an out break? Do we have medicine for
management? Do we have any policy for such kind of communicable diseases?

Details of confirmed H5 N1 cases from WHO report (16/12/06)

 Year Combodia China Indonesia Thailand Viet num Total
Cases Death Cases Death Cases Death Cases Death Cases Death Cases Death

 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
  – Mobile Health Clinics (MHC)
  – Back Pack Healt Worker Team (BPHWT)
  – Malaria in MHC and BPHWT (IDP) area

• Malaria Control Program (MCP)
  – EDT (Paracheck and ACTs)
  – Vector Control (ITNs)
  – Education

Background

Mobile Health Clinics (MHC)

MHCs (December 2005):

• 30 MHCs

• Target population: 99,509 IDPs

• 3-5 health workers plus support staff per clinic

• Total clinic health workers: 283

(M: 140, F: 143)

BPHWT

>200 medics
— Karen, Karenni, Mon
70 backpack teams

Target Population: 156,581
• IMR 135 (96-181)
• U5MR 291 (238-348)
• 11% Mod-Severe Malnutrition (MUAC)

Malaria

• 23% of all cases treated
• 44% of all deaths
• Problems with approach:
  – Presumptive diagnosis
  – Sub-optimal treatment: Quinine + Tetracycline
  – Treatment & Partial education
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ITN use before MCP
• Net use = 45%
• 83% of those not owning a net want one

Treatment before MCP
• Low adherence to malaria therapy
  – Only ~50% finish all malaria medicines
  – 24% knew proper treatment duration for Quinine
  – Common reasons for not finishing anti-malarials:
• Felt better (34%) & Side effects (23%)

RDT:  Diagnosis
• Rapid Diagnostic Tests (RDTs) in MHC & BPHWT areas
• Paracheck (Orchid Biomedical Systems, India)
  – 90% sensitive/specific
  – Inexpensive ($0.62)
  – Border recognized (Burma Border Guidelines)
• Sensitivity/specificity of 85-90%

• % Paracheck Positive = 40-65%
• Cost effective  (~50% presumptive don’t actually have malaria)

Malaria Control Program
• EDT (Paracheck and ACTs)
• Vector Control (ITNs)
• Education
• Also:
 – Directly Observed Therapy (DOT)
 – Community Participation
 – Biannual population screening and treatment

Program: EDT
• Follow Burma Border treatment guidelines
• RDT
 – Paracheck Device (+) à ACT (MAS 3)
• Directly Observed Therapy (DOT)

Program: ITN
• Long Lasting Nets (Siamdutch, Thailand)

- Deltamethrin (effective 3-5 years)
• Distributed 1 net/house first year
• Cost recovery started

Program: Malaria education
• Causes, Symptoms of Malaria
• EDT

- symptoms - seek Rx
- Adherence (full course)
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• ITN
 – Nets Prevent bites/malaria
 – Treated = “medicine net”
 – Net use (when and how to use the net)
 – Net care (keep out of sun, wash once/month, do not
use bleach)
• Environment
 – Cutting bushes around house
 – Filling water holes and cleaning up other water
containers

Program: Monitoring
• Community Malaria Program Committee

• House visits
 – monitor net use
 – active surveillance
 – education

Monitoring-  Bi-annual Population
Screening and Treatment
• Test all villagers with RDT for Option 2
• Test 100 sample for Option 1 and 3
• Treat according to protocol
• Nets distributed, cost recovery for net
• Education

Evaluation: 3 most important indicators
• Net use
• Malaria monthly incidence rate
 – # Cases (Paracheck +) diagnosed at clinic
• “Point” prevalence of malaria parasitemia
 – % Paracheck positive during biannual screening

Option 1 Option 2 Option 3
• Long Lasting ITNs • Long Lasting ITNs • Long Lasting ITNs
• 100 sample screening • Full screening • 100 sample screening

• Early Detection and Treatment

Malaria Control Program

2003 2004 2005
Villages       4       5     17

Population 1800 3460 9798
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Monitoring

EDT
• >95% completed DOT
• >99% HW adherence to treatment protocol
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• >15,000 house visits = 1.2 /HH/mo
• 20-30% of HH members referred w/ fever

Vector Control: ITN coverage
• 1.7 nets/household
• <3 persons/net
• >90% sleep under net nightly

Education:
• all villages improved knowledge

Summary

• Malaria control is possible in an IDP setting
• IDP’s can play prominent roles in program implementation,

M&E & advocacy
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Community Health Assessment in Selected Ethnic Areas of Burma
Baseline Mortality Findings

PRELIMINARY RESULTS

Epidemiology Research Group (ERG)

The Community Health Assessment Project

Quality community health data collected by well trained health workers using appropriate tools will lead to
better health resource allocation and better health program monitoring, which in turn will lead to healthier
communities.

The Community Health Assessment Survey Tool
• Started with WHO/Hopkins/London manual
• Obtained sample tools from other mortality surveys and read many mortality research reports
• Consulted with CDC, various NGOs and individuals
• Extensive focus group assessments, practice, pre-testing, pilot testing and a full field test

Methodology
• Consistent in all surveys
• PPS Cluster Sampling
• Typically 20 clusters per survey
• 6 ethnic areas surveyed + 1 field test survey
• Presenting data for Arakan, Kachin, Karen, Karenni and Palaung – Shan data pending
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Crude Mortality Rates
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Karenni Karen Palaung KachinArakan
CMR
1,000 year 4.35 12.63 33.19 54.42 20.75

CMR
10,000 day 0.12 0.35 0.91 1.49 0.57

Under 5 and Infant Mortality Rates

Karenni Karen Palaung Kachin Arakan
U5MR
1,000 U5 year 5.77 42.58 100.0 189.44 50.476
IMR
1,000 births year 33.10 100.68 154.92 307.45 65.86

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
Palaung Nov 2004 361 days 2,694 85
Kachin Nov 2004 336 days 1,418 68
Arakan Feb 2005 433 days 1,636 39
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Key Findings

• Over 10 fold increase in CMR, and 30 fold increase in U5MR seen in comparing selected locations.
• CMR in Kachin area qualifies as a public health emergency, Palaung area probably qualifies.
• Areas with established clinics have lower mortality rates.
• Most increases in mortality are in U5 and in infants.
• Beginning and/or improving MCH services should reduce IMR and U5MR which in turn will reduce

CMR.
• Researchers returning from the field feel that HIV and/or TB are having an effect on mortality rates in

Kachin and Palaung areas.
• These results are preliminary
• Additional results on mortality, recent illness and household behaviors will soon be available.
• Survey record now being used in additional studies in other ethnic areas

Field Survey Trip Photo
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vl‹tcGifhta&;csdK;azmufr_ESifh usef;rma&;jy\em
ref; ref;ref;

e,fvSnfhausmydk;tdwfusef;rma&;vkyfom;tzGJ‹

jrefrmEkdfifiHtwGif; ESpfaygif; 50-ausmf jzpf&Sdv#uf&Sdaom jynfwGif;ppfa=umifh odef;aygif;rsm;pGm aom wdkif;&if;om;
jynfolvlxkwdk‹onf twif;t"rR ajymif;a&G‹cH&jcif;/ a&G‹ajymif;ykef;atmif; aexdkif& jcif; rdrdwdkif;jynfrS pGef‹cGmxGufajy;&jcif;
ponfh tajctaersm; jzpf&Sdaeygonf? txl;ojzifh trsdK;om;xkw&yfvHk;. tajccHvl‹tcGifhta&;jzpfonfh usef;rma&;
qdkif&m tcGifhta&;rsm; epfemqHk;&_H;cJh+yD; usef;rma&;qdkif&m jy\emrsm; jzpf&Sdaeygonf?

e,fvSnf hausmyd k ;tdwfusef;rma&;vky fom;tzG J ‹. usef;rma&;ppfwrf;t& usef;rma&;jy\em rsm;
jzpfay:vm&onfh t&if;cH jy\emESifh usef;rma&;u¾wGif wdk;wufr_r&Sdonfh t"duta=umif;&if;rsm;xJwGif vl‹tcGifhta&;
csdK;azmufr_a=umifhonfvnf; t"duta=umif;&ifwpfck yg0ifa=umif; awG‹&Sd&ygonf? e,fvSnfhausmydk;tdwf usef;rma&;
vkyfom;tzGJ‹rS usef;rma&;qdkif&m avhvmawG‹&Sd oHk;oyfcsuft& jrefrmEkdifiHwdkif;&if;om; aexdkif&ma'orsm;twGif;Y
vlOD;a& 1000-wGif wpfESpftwGif; 40-a,muf arG;zGm;+yD; 25-a,muf aoqHk;a=umif; awG‹&Sd&onf? uav;t&SifarG;
1000-wGif wpfESpf atmufuav; 135-a,muf aoqHk;+yD; 5-ESpfatmufuav; 291-a,muf aoqkH;a=umif; awG‹&Sd&yg
onf? udk,f0efaqmifrdcif aoqHk;E_ef;rSmvnf; uav;t&SifarG; wpfodef;wGif rdcif 1200-a,muf aoqHk;onf? jrefrmEkdifiH
wkdif;&if;om;rsm; a'oa&G‹ajymif; 'kuQonfrsm;twGif; aoqHk;r_E_ef;onf jrefrmEkdifiHtwGif;Y xkwfjyefa=unmaom usef;rm
a&;qdkif&m tpD&iffcHpmESifh E_dif;,Ofv#if 1-ESpfatmuf uav; aoqHk;r_E_ef;ESifh 5-ESpfatmufuav; aoqHk;r_E_ef;rSm 2-q
ausmf jrifhrm;aeonfudk awG‹&Sd& onf? ppfjzpfaom tjcm;EkdifiHrsm; jzpfonfh tmz*efepPwefESifh tif*kdvm ponfhEkdifiHrsm;ESifh
E_dif;,SOfv#if 5-ESpf atmufuav; aoqHk;E_ef;rSm xyfwlr# jzpfaea=umif; awG‹&ygonf? ‚if;tjyif EkdifiHwum rSwfwrf;wif
pHxm;csuft& tmpD,HEkdifiHrsm;twGif;Y uarBm'D;,m;EkdifiHonf 5-ESpfatmuf uav;aoqHk;r_E_ef;rSm tjrifhrm;qHk;jzpfonf
[k pHxm;owfrSwfcJhonf? odk‹aomf ‚if;u uarBm'D;,m;EkdifiHxuf ydkIjrifhrm;aeonfudk awG‹&Sd&ygonf? TuJhodk‹ qdk;0g;edrfh
usaom vlxkusef;rma&; tajctaeonf t"duta=umif; &if;rsm;xJrS tajccHusef;rma&;qdkif&m tcGifhta&; qHk;&_H;&jcif;
ESifh vl‹tcGifhta&; csdK;azmufcH&jcif;rsm; ponfhta=umif;&if;wdk‹ jzpfaeonfudkvnf; axmufjyaeygonf?

vl‹tcGifhta&;csdK;azmufr_tajctae

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%

jynfolvlxkrsm; t"rRcdkif;apr_ cH&jcif;onf ay:wmqGJjcif;/ ppfpcef;aqmufvkyfjcif;/ vrf;rsm;/ wHwm;rsm;
aqmufvkyfjcif;wGif tcrJhcd kif;apjciff;rsm;jzpfonf? txl;ojzifh etzxdef;csKyfonfh ae&mrsm;/ typftcwf&yfpJa&;
vkyfxm;aom ae&mrsm;wGif tjcm;ae&mrsm;xuf ydkI jrifhrm;aeonfudk awG‹&Sd&ygonf? etz xdef;csKyfr_r&Sdaom (odk‹)
tenf;i,fxdef;csKyfEk difaom ae&mrsm;wGif a&G‹ajymif;cH&onfh tajctae yd kIjrif hrm;jyefaeonfudk awG‹&onf?
a'owpfckvHk;. tdrfaxmifpktvdkuf wpfESpf twGif; t"rRckdif;ap cH&jcif; 33 ckdif&mE_ef;/ t"rRajymif;a&G‹cH&jcif; 9 &mckdifE_ef;ESifh
tpm;tpmysufqD;cH& jcif; 26 &mckdifE_ef; &Sda=umif;awG‹&onf?



76

usef;rma&;jy\emtajctae

Children under 5                        Total Surveyed Population
Cause of Death Deaths          Percent of total                        Deaths    Percent of total
Diarrhoea                16 22% 36 22%
Malaria 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%

e,fvSnfhausmyd k;tdwfusef;rma&;vkyfom;tzGJ‹. usef;rma&;ppfwrf;azmfjycsuft& vlOD;a& 1000-wGif
wpfESpftwGif; 25-a,muf aoqHk;a=umif; awG‹&onf? 5-ESpfatmufuav;rsm;twGif; aoqHk;&onfh t"duta=umif;
&if;rSm iSufzsm;a&m*ga=umifh 47 &mckdifE_ef;/ 0rf;a&m*ga=umifh 22 &mckdifE_ef;/ touf&SLvrf;a=umif;a&m*ga=umifh 11
&mcdkifE_ef;jzpfa=umif; awG‹&Sd&ygonf? 5-ESpfatmufuav; tm[m&csdK‹wJhr_vnf; 14 &mcdkifE_ef; &Sdaeonfudkvnf; awG‹&onf?
‚if;tjyif 4 &mckdifE_ef;r#om om;zGm;rdcifrsm;ta&;ay: jyKpkapmifha&Smufr_udk vufcH&&Sdonf?

vl‹tcGifhta&; csdK;azmufr_ESifh usef;rma&;jy\emqufEG,fr_

txufazmfjyyg vl‹tcGifhta&; csdK;azmufcH&onfh tajctaeESifh usef;rma&;jy\em jzpf&Sdae&onfh tajc
taewdk‹udk qufpyfEkdif;,SOfygu t"rRajymif;a&G‹cH&onfh rdom;pkrsm;onf ajymif;a&G‹rcH&onfh rdom;pkrsm;xuf aoqHk;r_E_ef;
rSm 2-qausmf jrifhrm;ae+yD; tpm;tpm zsufqD;cH&onfh rdom;pkrsm;onf tzsufqD;rcH&onfh rdom;pkrsm;xuf 4-q
ausmf 5-ESpfatmufuav; tm[m&csdK‹wJhr_E_ef;  jrifhrm;aeonfudk awG‹&onf?

azmfjyygusef;rma&; jy\emrsm;ESif h vl‹tcGif hta&; csdK;azmufr_  tajctaersm;onf vuf&S djrefrmEk difiH
wkdif;&if;om;a'orsm;twGif; jzpf&Sdaeaom usef;rma&;edrfhusr_/ usef;rma&;jy\em jzpf&Sdr_ rsm;wdk‹onf vl‹tcGifhta&;
csdK;azmufcH&jcif;ESifh wdkuf&kdufaomfvnf;aumif;/ oG,f0dkufIaomfvnf;aumif; vHk;0qufEG,faeygonf? xdk‹a=umifh
jrefrmEkdifiH wkdif;&if;om; a'orsm;twGif; usef;rma&; tqifhjrifhrm;&ef aqmif&Guffr_/ usef;rma&;0efaqmifr_ vkyfief;rsm;
aqmif&Gufvkyfudkif&mwGif vl‹tcGifhta&; csdK;azmufcH&onfh jy\emrsm;udkyg wygwnf; ajz&Sif;aqmif&GufEkdifrSomv#if
usef;rma&; jy\emrsm;udk atmifjrifpGm ajz&Sif;Ek difrnfjzpfonf? ,ckuJhodk‹ vl‹tcGifhta&; csdK;azmufr_rsm; quf
vufjzpf&S daeygu jzpf&S daeaom usef;rma&;jy\emrsm;udk atmifjrifxda&mufpGm ajz&Sif;Ek difrnf r[kwfa=umif;
av;pm;pGmjzifh azmfjywifoGif;tyfygonf?
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IDP and Refugee health situation
Luca

Karenni health department

u&ifeDusef;rma&;Xme
  

pDrHudef;tusOf; (Project Summary)

�   u&ifeDtrsKd;om;wdk;wufa&;ygwD. Xmewckjzpfonf?
�   u&ifeDjynfwGif;&SdXmaevufvGwfa'otwGif; usef;rma&;jyKpkapmifha&Smufr_vkyfief;wGif Burmese  Relief
Centre (BRC) ESifh trsKd;om;usef;rma&;ESifhynma&;aumfrDwD (NHEC) wdk@.axmufyhHulnDr_jzifh e,fvSnfhusef;rma&;
jyKpkapmifha&Smufr_pepfjzifh a'o(4)ckcGJjyD; aqmif&Gufaeygonf?
� jynfwGif;XmaevufvGwfolrsm;vlOD; a& cef@rSefajcrSm 45000 OD;cef h&Sdygonf//
� xdkif;EdkifiH twGif;&Sd u&ifeD'kuQonf pcef;rsm;wGiftjynfjynfqdkif&m u,fq,fa&;aumfrDwDzGJ@ (Intrernational
Rescue Committee- IRC)ESifh yl;wGJaqmif&Gufvsuf&Sdygonf?
� u&ifeDusef;rma&;Xmetaejzifh 0efxrf;tkyfcsKyfa&;ESifhvkyfief;pDrHcef hcGJrSKtydkif;udkwm0ef,ljyD; tjynfjynfqkdif&m
u,fq,fa&;aumfrwDaiGa=u;/aq;0g;ESifh enf;ynmyHhykd;jcif;tydkif;udkwm0ef,laeygonf/ u&ifeD'kuQonf pcef;wGif   vlOD;a&
22603 OD;cef h&Sdygonf//

appm;csufwm0ef (Missions Statement)
u&ifeDusef;rma&;Xmeonf u&ifeDtrsKd;om;wdk;wufa&;ygwD. axmufcHtm;ay;r_udk&&Sdonfhjyif jynfolvlxkwdk@rS

tm;udk;tm;xm;jyd;xkdif; EkdifiHtwGif;&Sd u&ifeD'kuQonfrsm;tm; jyD;jynfpHkaom y%mrusef;rma&;apmihfa&SmufrSK vkyfief;rsm;
0efaqmifr_ay;jcif;ESifh u&ifeDjynfwGif;&Sd XmevufvGwfyk*~dKvfrsm;wkd@tm; (jzpfEkdifonfha'orsm;wGif) e,fvSnfhusef;rma&;
apmihfa&SmufrSKvkyfief;0efaqmifr_ay;jcif;  ponfht&nf taoG;aumif;rGefaom usef;rma&; jyKpkapmifha&Smufr_ay;jcif;tm;jzifh
4if;wdk@.usef;rma&;tqifhtwef;udk jrifhwifay;aom tzGJ@tpnf;wckjzpfonf/

ar#mfrSef;csufwm0ef (Vission Statement)
vlxk.yl;aygif;yg0ifrSKjzifhusef;rmjcif;ESifh jynfhpHkaom vlxkw&yftjzpfwnfaqmufEdkif&ef u&ifeDusef;rma&;Xme
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onf xdkif;EkdifiHtwGif;&Sd u&ifeD'kuQonfrsm;ESifh u&ifeDjynfwGif;&Sd XmaevufvGwfyk*~dKvfrsm;wdk@tm; jyD;jynfhpkHaom y%mr
usef;rma&; jyKpkapmifha&Smufay;jcif;0efaqmifr_ay;jcif;ESifh oifhawmf aumif;rGefaom e,fvSnfhusef;rma&;jyKpkapmifha&Smufjcif;
0efaqmifr_ay;jcif;wdk@udk taumif;qHk;aqmif&GufoGm;rnf?

vkyfief;yef;wdkifrsm; (Goals)

1?  ydkrdkawmifhwif;cdkifrmjyD; t&nftaoG;jynfhrDaomusef;rma&;Xme(tzGJ@tpnf;) jzpfvmap&ef?
2? u&ifeDjynfwGif;&Sd XmaevufvGwfa'otwGif;wGif e,fvSnfhusef;rma&;jyKpkapmifh&Smufjcif;rsm;wkd;csJhjcif;udk jyKvkyfjcif;

tm;jzifh vlxkusef;rma&;jyoemrsm;udk av#mhcsoGm;&ef?
3? u&ifeD'kuQonfpcef;twGif;wGif t&nftaoG;aumif;rGefaom usef;rma&;0efaqmifr_vkyfief;rsm;udk vkyfaqmifoGm;

jcif;jzifh jynfolvlxkrsm;onf 4if;wdk@.usef;rma&;jyoemrsm;udk wwfEdkifor#udk,fwdkifajz&Sif; vmEdkifap&ef?

&nf&G,fcsufrsm;

 (1) 2008 ckESpfwGifu&ifeDusef;rma&;XmewGif aumif;rGefvHkavmufonfh usef;rma&;rl0g'rsm; jynfpHkIxdkrl0g'udk usifhoHk;
onfhtzGJ@tpnf;jzpfvmap&ef?

(2)  2008-ckESpfwGif u&ifeDXmaevufvGwfvlxkrsm;onf wudk,fa&ESifhywf0ef;usifoef@&Sif;a&;/ tajccHusef;rma&;jrifh
(touf 12 ESpftxuf)  wifjcif;ponfhtodynmrsm;udk em;vnfoabmaygufjyD; teJqHk;vlxk(20)&mcdkifE_ef;onf
udk,fxludk,fx vkyfaqmifusifhoHk;vmap&ef?

(3) 2008 ckESpfwGif XmaevufvGwfa'owGif a&m*gjzpfyGg;r_E_ef;ESifh aoqHk;r_E_ef;udk (15) &mcdkifE_ef;av#mhcsoGm;&ef?
(4) 2008 ckESpfwGif u&ifeD'kuQonfpcef;twGif; t&G,fa&mufjyD;ol (12ESpftxuf)teJqHk; (60)&mcdkifE_ef;onf usef;rma&;

ESifhnDnGwfaom A[kokw/ trltusifh/ vufawG@vkyfaqmifr_rsm;&SdvmjyD; vlxktwGif;wGif tcsif;csif;usef;rma&;
todynmjzef@a0jcif;rsm; &Sdvmap&ef?

(5) 2008 ckESpfwGif u&ifeD'kuQonfpcef;twGif;&Sd ukoa&;vkyfief;rsm;wGif t&nftaoG;xdef;odrf;a&;pepfrsm; a&;qGJcsrSwf
usifhoHk;oGm;&ef?

(6)2008 ckESpfwGifu&ifeDusef;rma&;XmewGif vlxktwGufvdktyfonfh t&nftcsif;jynfhrDSonfh0efxrf;   (80)&mcdkifE_ef;
teJqHk;&Sdvmap&ef?

pDrHudef;e,fajra'oESifhhypfrSwfvlOD;a&
 
� jynfwGif;usef;rma&;jyKpkapmifha&SmufrSKvkyfief;udke,fajrtajctaet& a'o (1) (2) (3) (4) cGJxm;ygonf//
4if;wdk@rSm
�    u&ifeDjynfawmifydkif; armfcsD;a'otwGif;&Sd ewfawmifawmifbuftjcrf;a'o(1)
� &Srf;u&ifeDe,fpyfa'o(2)
� u&ifeDjynftv,fydkif;&Sd 'DarmqkdjrKd@e,fESifh z&lqkdjrdK@e,ftwGif;&Sdaus;&GmtcsKdha'o(3)
�  trSwf(3)c&dkifta&Shbufjcrf;a'o(4)wkd@  jzpfygonf//
�  ,if;a'o(4)cktwGif;wGif cef@rSef;ajcvlOD;a&aygif; 45000 OD;cef@&Sd ygonf ( 1996 ckESpfu&ifeD IDPs   aumfrDwD
ppfwrf;t&) ?
� xdkif;EkdifiHtwGif;wGifu&ifeD'kuQonfpcef; trSwf(1)ESifhtrSwf(2)pcef; [lI (2)ck&Sdygonf//

� ,if;'kuQonfpcef;ESpfckwGif'kuQonfaygif; 22603 OD;  &Sdygonf// (2005-ckESpf/ u&ifeD'kuQonfaumfrwD

vlOD;a&pm&if;t& )
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IDP a'owGifaqmif&Gufay;onfhvkyfief;rsm;

              jynfwGif;usef;rma&;apmifha&Smufr_vkyfief;rsm;
• aq;ukoa&;vkyfief;
• usef;rma&;ynmay;vkyfief;
• udk,f0efaqmifrdcifrsm;apmifha&Smufr_ay;jcif;/ cav;arG;ay;jcif;
• vlxkusef;rma&;vkyfom;ESifh TBAoifwef;ay;jcif;
• vlemvJGajymif;ay;jcif;ponfwdk@udk aqmif&Gufay;aeygonf
• vHk+cKH a&;ESifhtjcm;tcuftcJtrsdL;rsdL;a=umifh vlxktwGufvdktyfaom usef;rma&;apmifha&Smufr_vkyfief;

tm;vkH;udk+yD;jynfhpHkpGm aqmif&GufEkdifay;jcif;r&Sdao;yg//

'kuQonfpcef;twGif;&Sdusef;rma&;apmifha&Smufr_vkyfief;rsm;

(1) ? aq;ukoa&;vkyfief;
(u ) tjyifvlemaq;ukXme
(c ) twGif;vlemukXme
(* ) Xufzsm;ESifhwDbDxdef;odrf;a&;Xme
(C) ta&;ay:vlemvGJajymif;ukoa&;vkyfief;

(2) ? "gwfcGJcef;vkyfief;
(3) ? rsdK;yGg;jcif;ESifhuav;usef;rma&;vkyfief;

(u) udk,f0efaqmifrdcifrsm;ESifhrD;zGg;+yD; rdcifrsm;jyKpkapmifha&Smufjcif;
(c )  uav;arG;zGg;ay;jcif;
(* )  umuG,faq;xdk;Edlifjcif;/ t[m&ESifhuav;}uD;xGm;r_apmifha&Smufavhvmjcif;
(i )  t[m&jznfhqnf;jcif;vkyfief;
(p ) rdom;pkpDrHudef;
(q) ESpfodrfhtm;ay;jcif;vkyfief;
(Z ) rk'def;usifhcH&olrsm;tm; ulnDyHhydk;jcif;vkyfief;

 
(4) ? vlxkusef;rma&;vkyfief;

(u) tdrfwdkif&ma&mufoGm;a&mufvnfywfjcif;
(c)  ausmif;usef;rma&;
(* ) usef;rma&;vkyf&Sm;r_rsm;
(C) usef;rma&;jrifhwifa&;vkyfief;rsm;
(i )  tywfpOf,ae@usef;rma&;tpDtpOf ( paeae hwdkif; )

(5 ) ? aq;0g;pDrHcef hcGJjcif;vkyfief;
(6) ? usef;rma&;owif;tcsuftvufaumuf,l jzef@ay;jcif;vkyfief;
(7) ? usef;rma&;oifwef;ay;jcif;
(8) ? aiGa=u;pDrHcef hcGJjcif;vkyfief;
(9 ) ? 0efxrf;tkyfcsLyfa&;vkyfief; ponfwdk hyg0ifonf?
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vkyfief;+yD;qkH;atmifjrifr_rsm;

� jynfwGif;XmaevufvGwf yk*~dKvfrsm;wdk@. usef;rma&;jyomemtawmfrsm;rsm;udk  ulnDajz&Sif;ay;aeygonf?
� jynfwGif;XmaevufvGwfyk*~dKvfrsm;twGuf aus;&Gmusef;rma&;vkyfom;rsm;/t&yfvufonfrsm; ponfhapwemh

usef;rma&;vkyfom;awmfrsm;rsm;udkarG;xkwfay;EdkifcJhygonf?
� jynfwGif;XmaevufvGwf yk*~dKvfwdk h. usef;rma&;vdktyfcsufudk wwftm;oIjznfhpnf;ay;jcif;jzifh u&ifeD trsKd;

om;wdk;wufa&;ygwDtay: jynfolwdk h. axmufcHtm;ay;r_udk ydkrdk&&Sd apygonf?
� xdkif;EdlifiHtwGif;&Sd u&ifeD'kuQonfpcef;twGif;YIRCESifhyl;wGJ+yD; usef;rma&;vkyfief;rsm;aqmif&Guf&mwGif atmif

jrifr_rsm;pGm &&SdcJhygonf?
� pcef;twGif;&Sd rdom;pktm;vkH;udk vlxkusef;rma&;vkyfom;rsm;u v$rf;jcKHEdkifonfhtjyif/ rdom;pkwdkif; wvv#if

tenf;qkH; w}udrf / vlxkusef;rma&;vkyfom;ESifhawG hqkHcGifh&&SdcJhygonf?
� udk,f0efaqmifrdcif 95 µonfrdcifESifhuav; usef;rma&; jyKpkapmifha&Smufa&;Xmeudk tokH;jyK+yD; udk,f0efaqmifrdcif

96µonf oifwef;ay;xm;aom 0efxrf;rsm;jzifh uav;arG;zGg;ay;aeygonf?

� umuG,faq;xdk;ESHjcif;wGif100µ  vGrf;jcKHr_ay;Edlifygonf?

� 'kuQonfpcef;twGif; vlaoE_ef;rSm xdkif;EdkifiH vlaoE_ef;xufenf;+yD; rdcifaoE_ef;rSm( 0 )jzpfaeygonf?
� usef;rma&; 0efaqmifr_vkyfief;tay: vlxkauseyfr_E_ef;rSm 80µ ausmf&Sdygonf?
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trsKd;om;usef;rma&;ESifhynma&;aumfrDwD ESifh jrefrmEkdifiHaq;ynm&Sifrsm;toif;wkd@
yl;aygif;usif;yonfh

usef;rma&;pepfzGH@òzd;a&;qkdif&m ESD;aESmzvS,fyGJ (2006-ckESpf Zefe0g&Dv (16-18)&uf) rS
&&SdcJhaom rl0g'/ t&nftaoG;jrSifhwifa&;/ yl;aygif;qufpyfaqmif&Gufa&;qkdif&m oabmwlcsufrsm;

vrf;nGefrlykdif;qkdif&m pkpnf;csufrsm;

1? 2000-ckESpf usef;rma&;nDvmcHrS csrSwfcJhaom usef;rma&;+rSifhwifa&;ESifhvlr_zGH@òzd;a&;vkyfief;rsm;wGif vlxktajcðy
usef;rma&;v_yf&Sm;r_rsm; wdk;+rSifhaqmif&GufEdkif&ef atmufygrl0g'rsm;udk vkyfief;vrf;n$eft+zpf qufvufusifhoHk;oGm;&ef?

1? a+ymif;vJ&rnfhOD;wnfcsufrsm;
- a&m*gukoa&;rS usef;rma&;bufpHkzGH@òzd;wdk;jr‡ifha&;odk@ OD;wnf+cif;?
- uko+cif;rS ñudwifumuG,fa&;odk@ OD;wnf+cif;?
- usef;rma&;u¾wckwnf;aqmif&Gufaejcif;rS u¾aygif;pHkyl;aygif;nSdfEd_if;aqmif&Gufr_odk@OD;wnf+cif;?

2? OD;wnfaomcs^f;uyfr_rsm;
- =udKwif+yifqif+cif;?
- umuG,fapmifha&Smuf+cif;?
- t&nftaoG;wdk;+r‡ifh+cif;?

2? jrefrmjynfwGif t"rRae&majymif;a&$@cH&olrsm;ESifh e,fpyfa'orsm;wav#muf&Sd w&m;r0ifvma&mufaexdkifolrsm;/
'kuQonfvlxkrsm;. usef;rma&;vdktyfcsufESifh qdk;0g;edrfhusaom usef;rma&;tajctaeudk jr‡ifhwif&mwGif 2000-ckESpf
usef;rma&;nDvmcH}uD;wGif oabmwlcsrSwfcJhaom “y%mrusef;rma&; apmifha&Smufr_” vkyfief;tjrifjzifh csOf;uyfI
taumiftxnfaz:aqmif&Guf&efqkdonfh oabmwlnDr_ukd qufvuftwnfðyaqmif&GufoGm;&ef?

3? usef;rma&;vkyfief;rsm;aqmif&Gufr_wckvkH;ESifhygwfoufI trsm;oabmwlnDaom a&&Snfar#mfrSef;csufwck &&Sda&;twGuf
aqmif&GufoGm;&ef?

3(u)? usef;rma&;pDrHcsufrsm; a&;qGJcsrSwf&mwGif oufqdkif&m vlxka'otwGif;&Sd tajctaet&yf&yf +zpfaom
t&if;tjrpfrsm;/ ynma&;/ pD;yGm;a&;tajctaersm;/ vkH+cHKa&;/ vrf;yef;qufoG,fa&;/ &kd;&m,Ofaus;r_/  "avhxkH;pH ,kH=unfr_
ponf@tajctae tcsuftvufrsm;tay: tav;teufxm; pOf;pm;aqmif&Guf&efESifh usef;rma&;0efxrf;tjzpf w&m;0if
todtrSwfjyKcGifh &&Sdap&ef aqmif&GufoGm;&ef?

3(c)? a'otvkduf rwluGJjym;aom tajctaersm; &Sdaomfjim;vnf; usef;rma&;tajccHvkdtyfcsufrsm;ukd
jznfhqnf;&mwGif vltm;/ tawG@ tñuH/ todynmtwwfynmrsm;/ vkyfief;zGJ@pnf;aqmif&Gufr_rsm;ukd zGH@ðzd;wkd;wufatmif
OD;pm;ay;vkyfaqmifEkdif&efvkdtyfonf? xkdvkdtyfcsufrsm;ukd jznfhqnf;&eftwGuf oufqkdif&mwm0ef&Sdaom EkdifiHa&;/ zGH@ðzd;a&;
qkdif&mtzGJ@tpnf;toD;oD;rS rl0g'ykdif;qkdif&mtygt0if vkdtyfaomtjcm;yHhykd;r_rsm;jzifh vufawG@ususaqmif&Gufay;&ef?

3(*)? usef;rma&; rl0g'csrSwf&mwGif a'oqdkif&m jynfol‹oabmxm;rsm;udk tav;xm;pOf;pm;v#uf vl‹tcGifh
ta&;pHnGef;rsm;udk tajccHI csrSwf&ef?
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3 (C)? usef;rma&;qkdif&m owif;tcsuftvufpepfESifhywfoufI useff;rma&;tzGJ‹tpnf;rsm;omru vlxk
tajccHtzGJ‹tpnf;rsm;ESifh EkdifiHa&;tzGJ‹tpnf;rsm;udkyg tusHK;0if&ef?
4? vlxktajcðyusef;rma&;v_yf&Sm;r_rsm; wdk;+rSifhaqmif&Guf&mwGif r#waom usef;rma&;apmifha&Smufr_&&Sda&;/ vlxkudk,fwdkif
rdrdudk,fudkrdrd tm;udk;r_jzifh vkyfaqmifEkdifa&;ukd OD;wnf&ef?

4(u)? usef;rma&;vkyfief;rsm;vkyfaqmif&mwGif oufqkdifaoma'oqdkif&m tzGJ‹tpnf;rsm;.u¾udk todtrSwf
ðyvsuf vlxktajcpdkuf vkyfief;&yfrsm; azmfaqmifEkdifa&;udk wGef;tm;ay;&ef?

4 (c)? vlxktajcjyKusef;rma&;v_yf&Sm;r_rsm; wdk;jr‡ifhaqmif&Guf&mwGifvnf; ausmif;usef;rma&;vkyfief;rS csOf;uyf
aqmif&Gufr_onf xda&mufaom enf;vrf;wcktjzpf todtrSwfðyaqmif&Guf&ef?

5? usef;rma&;apmifha&Smufr_vkyfief;rsm;ukd aqmif&Guftaumiftxnfazmfr_rsm;wGif 'Drdkua&pDESifh wef;wlnDr#a&;usifhpOfudk
vdkufemusifhoHk;&ef?

6? jynfolvlxktaejzifh usef;rma&;qdkif&mtcGifhtvrf;rsm;udk xda&mufpGmtoHk;ðyEkdifa&;twGuf vlom;qkdif&mvkHðcHr_
(Human Security) &&Sda&;twGuf aqmif&Guf&ef?

6(u)? a&$‹ajymif;tvkyform;rsm;. usef;rma&;apmifha&Smufr_qkdif&m tcGifhtvrf;rsm;ukd a'owGif;ESifh EkdifiHwum
Oya't&jyXmef;r_rsm;ESifhtnD cHpm;ydkifcGifh&&Sda&;twGuf aqmif&Guf&ef?

6 (c)? arG;pm&if;r&Sdaom jrefrmjynfom; uav;rsm;twGuf arG;pm&if; w&m;0ifxkwfay;&ef?

6 (*)? usef;rma&;0efxrf;rsm; vlaer_b0wnf+idrfr_onf/ usef;rma&;apmifha&Smufr_vkyfief;jrSifwifaqmif &Gufa&;
wGif t"duusaomtpdwf tykdif;rSyg0ifonf? okd@jzpf&m usef;rma&;0efxrf;rsm;. b0vkHðcHr_qkdif&mudpP&yfrsm;tay: tav;
teufxm;pOf;pm;aqmif&Guf&efvkdtyfonfhtjyif usef;rma&;0efxrf;tjzpf w&m;0iftodtrSwfðycGifh &&Sdap&ef aqmif&Guf
oGm;&ef?

6 (C)? a&$@ajymif;tvkyform;rsm;. usef;rma&;qkdif&mvkdtyfr_rsm;ukd aqmif&Guf&mwGif tajctaersm;udk prf;ppf
avhvm+yD; vkyfief;&Sifrsm;ESifh pkaygif;qHk;jzwfaqmif&Guf&ef?

7? usef;rma&;qkdif&m okawoeðyvkyfaqmif&Gufr_rsm;onf/ okawoejyKvkyfonfha'oESifh oufqkdif&mjynfolvlxk.
tusKd;pD;yGm;ukd t"dua&S@&_apEkdif&eftwGuf a'ocHrsm;ESifh EkdifiHwumESifha'owGif; okawoejyKolrsm;t=um; tjyef
tvSeftusKd;jzpfaom yl;aygif;aqmif&Gufr_ vkdtyfonf? xkd@tjyif okawoeðycsufrsm;onf a'oESifhoufqkdif&m jynfolvlxk
. tusKd;pD;yGm;ukd rxdap&eftwGuf okawoeðyr_rsm;tay: usifh0wfxdrf;a=umif;ay;onfh aumfrDwDw&yfukd zGJ@pnf;
aqmif&Guf&ef?

t&nftaoG;jr‡ifhwifa&;qkdif&m pkpnf;csuf

1? usef;rma&;jrSifhwifa&;vkyfief;wGif vkyfief;cGifqkdif&m ay:vpDrsm;/ enf;Oya'rsm;/ pDrHcef@cGJr_qkdif&m vrf;n$efcsufrsm;udk
zGH@ðzd;apatmifaqmif &Guf&ef

2? vlxkudk,fwdkif rdrdudk,fudk rdrdtm;udk;r_jzifh vkyfaqmifEkdifap&ef vlxktajcðy usef;rma&;ynmay;r_vkyfief;ESif h
aqmif&Guf&ef
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3? vlxktwGif; a&m*gumuG,fa&;/ usef;rma&;jrSifhwifa&;twGuf usef;rma&;qkdif&mvkyfief;rsm;ukd aqmif&Gufrnfh apwemh
0efxrf; usef;rma&;vkyfom;rsm;ukd &kd;&Sif;xda&mufaom enf;pepfrsm;jzifh tokH;jyKavhusifhay;&ef

4? usef;rma&;apmifha&Smufr_vkyfief;Xmersm;wGif ykdIt&nftaoG;jynfh0aom usef;rma&;vkyfom;rsm;jzifh aqmif&GufEkdif
&eftwGuf vuf&Sd usef;rma&;vkyfom;rsm;ukd oifhawmfvkdtyfaom twwfynmenf;ynmrsm;ukd jznfhqnf;ay;&eftjyif
usef;rma&;0efxrf;rsm;. tawG;tac:cH,lcsuf (trsdK;om;a&;wm0ef)rsm;ukdyg wygwnf;jrSifhwifay;&efvkdtyfonf?

5? usef;rma&;vkyfom;rsm;taejzifh vkyfief;rsm;udk ykdrkdxda&mufpGmtaumiftxnfazmfaqmif&GufEkdif&eftwGuf vkdtyfaom
u|rf;usifr_/ vkyfief;wm 0efvkdtyfcsufrsm;ESifhtnD ukdufnDr_&Sdap&ef vuf&Sdaqmif&Gufaeaom oifwef;rsm; taumiftxnf
azmfaqmif&Gufr_rsm;ukd jyefvnfavhvmokH;oyf&ef

6? t&nftaoG;jynfhrSDonfh oifwef;rsm; ðyvkyfEkdif&eftwGuf oifhawmfaom pepfwckxm;&Sd&ef (pHcsdefpHn$ef;owfrSwfjcif;/
rGrf;rHxdrf;odrf;jcif;/ u|rf;usifwwfajrmufr_ppfaq;jcif;)

7? usef;rma&;vkyfom;rsm;. t&nftaoG;jrSifhaqmif&Guf&mwGifvnf; w&m;0iftodtrSwfðyvufrSwfxkwfay;Ekdifaom
oifwef;ausmif;rsm;/ ynma&;qkdif&mtzGJ@tpnf; toif;tyif;rsm;ESifhqufpyfI aqmif&GufoGm;Ekdif&eftwGuf enf;vrf;rsm;
&SmazGoGm;&ef?

8? tkyfcsKyfa&;ESifhpDrHcef@cGJr_qkdif&m vkyfief;aqmif&Gufolrsm;. u|rf;usifr_t&nftaoG;rsm;ukd jrSifhwifay;&ef? (vkyfief;cGif
}uD;=uyfuGyfuJr_/ toif;tyif;ESifhaqmif&Gufr_/ pDrHcsufpDrHcef@cGJr_t&nftaoG;rsm;)

9? wm0efykdrkd&Sdaomolrsm;. acgif;aqmifr+/ usef;rma&;ay:vpDzGH@ðzdK;a&;/ vkyfief;rl0g'rsm;ukd taumiftxnfazmfr+/
taumiftxnfaz:r+tay:/ avhvmtuJjzwfr+/ qkdif&mt&nftaoG;rsm; jrifhwifay;&ef?

10? vkdtyfaom 0efxrf;rsm;ESifh yHhykd;r+rsm;rSwqifh xda&muftusKd;jzpfr+&Sdaom/ wckvkH;qkdif&majymif;vnf;Ekdifa&;ukd aqmif&Guf
&ef

11? usef;rma&;0efxrf;rsm;twGuf vlxkqufoG,fa&;/ vlr_qufqHa&;enf;ynmu|rf;usifr_rsm;ukd jrifhwifay;&ef

12? usef;rma&;0efxrf;rsm;. usifh0wfoduQmydkffif;udk }uD;=uyfjrifhwifay;r_ukd aqmif&Guf&ef?

13? usef;rma&;vkyfom;rsm;tm;vHk; vl‹tcGifhta&;udk od&Sd&efESifh av;pm;vkdufem&eftwGuf vkyfief;tpDtpOfrsm;csrSwf&ef?

14? vl‹tcGifhta&; csdK;azmufcH&r_ESifh ywfoufI rSwfwrf;jyKjcif;/ okawoejyKjcif;/ tpD&ifcHpmjyKpkjcif;/ enf;ynmrsm;udk
avhvmoif=um;&ef?

15? vlxkudk vl‹tcGifhta&;rsm; od&Sd&efESifh av;pm;vkdufem&ef ynmay;jcif;ukdaqmif&GufoGm;&ef

19? okawoevkyfief;ESifh vkdufem&rnfh usifh0wfqkdif&mudpP&yfrsm;ESifhygwfoufI usef;rma&;0efxrf;rsm;od&Sdem;vnf&ef
twGuf avhvmoif=um;r_rsm;jyKvkyf&ef?
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usef;rma&;vkyfief;aqmif&Gufr_twGuf uGef,ufzGJ@pnf;r_qkdif&m pkpnf;csufrsm;

1? trsKd;om;usef;rma&;ESifhynma&;aumfrDwDtaejzifh vlxktajcðytqifhvkyfief;rsm;tygt0if usef;rma&;qkdif&mrl0g'rsm;/
oifwef;rsm;ESifh ygwfoufI oufqkdif&mXme/ tzGJ@tpnf;rsm;ESifh aqG;aEG;nSdE+dif;r+rsm;ukd aqmif&Guftaumiftxnfazmf&ef?

2? trsK d;om;usef;rma&;ESif hynma&;aumfrDwDESif h tzGJ‹tpnf;rsm;t=um; qufoG,fr_vrf;a=umif;udk pepfwus
wnfaqmuf&efESifh a'otwGif; taumiftxnfazmfEkdifr_twGuf oufqkdif&ma'owm0efcHrsm;tm; csOf;uyf&ef?

3? trsKd;om;usef;rma&;ESifhynma&;aumfrDwDtaejzifh ay:vpDrsm;vkyfief;rsm;ukd atmifjrifatmiftaumiftxnf
azmfEkdif&eftwGuf u|rf;usifolrsm;/ vkdtyfaom&HykHaiGrsm; &SmazGjcif;/ u|rf;usifolrsm;ESifh wkdifyifnSdE+dif;r+rsm;ukd aqmif&Guf&ef

4? jynfwGif;jynfy&Sd vl‹tcGifhta&; usef;rma&;tcGifhta&;rsm;twGuf wkdufyGJ0ifae=uaom tzGJ‹tpnf;rsm;ESifh qufpyf
vufwGJaqmif&Guf&ef?

5? oufqdkif&m tzGJ‹tpnf;toD;oD; nSdE_dif;I vl‹tcGifhta&;csdK;azmufr_a=umifh jzpfay:vmaom usef;rma&;jy\emrsm;udk
avhvmrSwfwrf;wifjcif;/ vHkðcHpGmxdef;odrf;jcif;/ tpD&ifcHpmrsm; xkwfjyefjcif;/

6? a&$@ajymif;tvkyform;rsm;. usef;rma&;tcGif@tvrf;rsm;twGuf yHhykd;ulnDaqmif&GufaeaomtzGJ@tpnf;rsm;ESifh
qufoG,fyl;aygif;aqmif&Guf&ef/

7? a&$@ajymif;tvkyform;rsm;. usef;rma&;tcGif@tvrf;rsm;ESifhygwfoufI vdktyfaomowif;tcsuftvuf/ todynm/
twwfynmrsm;twGuf wnfaqmuf/ zefwD;ay;r_rsm;ukd aqmif&Guf&ef/
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“Health System Development Seminar 2006”
Statement released by National Health and Education Committee (NHEC) &

Burma Medical Association (BMA)

NHEC and BMA have jointly held a seminar on January 16-18, 2006 at Thai Burma Border Area. It was
attended by more than 80 participants including academics, professionals and health workers from both local
and international. The participants discussed reports on health situations from different border areas, reviewed
research findings and outlined future plans.

Based on UNICEF and WHO, Infant and Under 5 mortality rates (IMR & U5MR) are of 76 and 107 per
1000 live-births respectively for the whole country. At least one third of the children are malnourished, while 67
% of the households do not have enough food. Major infectious diseases such as malaria, tuberculosis and
HIV/AIDS are widespread and inadequately controlled. Less than 4 % of GDP is allocated for health and
education whereas 45 % is for defense.  Environmental degradation is at its worst. Therefore, it is not surprising
that Burma is the second last in health systems performance amongst member countries (World Health Report
2000, WHO). Seminar delegates considered that the current health situation and human insecurity in Burma is
a consequence of persistent and escalating human rights violations. Hence, the political instability, rampant
corruption, mismanagement perpetrated by the military are the root causes of the present social crisis and poor
health indicators.

According to Back Pack Health Worker Team (BPHWT) report, IMR and U5MR amongst IDP are of 135
and 291 per 1000 live-births respectively, similar to situations in Angola and Afghanistan. In other words, the
military authority’s human rights violations and forced relocations have subjected the populations to conditions
similar to war-torn countries like Angola and Afghanistan. Maternal mortality ratio is also terribly high at 1200
per 100,000 live births. Therefore, it is time to intensify efforts to stop human rights abuses and promote human
security for the improvement of health status and access to health services.

Moreover, the participants unanimously agreed on the followings:
 • To work towards curbing human rights violations and promote health and welfare services of 2 million
   migrant workers in neighboring countries.

 • To upgrade the social status and skills of health workers for better performance and quality assurance.

 • To improve collaborative action among health departments, civil societies and political organizations in order
   to deal with health problems effectively.
 • To promote coordination and cooperation amongst local and international organizations for improved health
  services including research.

Finally, all the seminar delegates decided to achieve the goal of ‘Health for All’ through Holistic Approach.

Date: January 18th 2006.

For more information,

Please contact:
Dr. Cynthia Maung - (66) 99615054
Dr D.G Htaw Soe - (66) 10456144.

Appendix I
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2006ckESpf usef;rma&;qdkif&m ESD;aESmzvS,fyGJ
trsdK;om;usef;rma&;ESifh ynma&;aumfrwD ESifh jrefrmedkifiH aq;ynm&Sifrsm;toif;.

xkwfjyefa=ujimcsuf

trsdK;om;usef;rma&;ESifhynma&;aumfrwDESifh jrefrmEdkifiHaq;ynm&Sifrsm;toif;}uD;ESpfckrS yl;wGJI usef;rma&;
qdkif&m ESD;aESmzvS,fyGJ}uD;wpfckudk 2006ckESpf Zefe0g&Dv 16-17-18 &ufwdk@wGif xdkif;-jrefrme,fpyfwGif atmifjrifpGm
usif;yjyKvkyfcJhonf?

ESD;aESmzvS,fyGJodk@ jynfwGif;/ jynfya&muf aq;ynm&Sifrsm;/ usef;rma&;vkyfom;rsm; pkpkaygif; (80)ausmf
wufa&mufcJh=u+yD; jrefrmedkifiHwGif vuf&Sdjzpfay:aeaom usef;rma&;qdkif&m tajctaersm;/ tpD&ifcHpmrsm;/ okawoe
pmwrf;rsm;ESifh a&S@vkyfief;pOfrsm;udk aqG;aEG;csrSwfcJh=uygonf?

TESSD;aESmzvS,fyGJ}uD;odk@ wufa&mufvmolrsm;tm;vHk;u vuf&SdjrefrmedkifiH. usef;rma&;tajctaeonf vlr_
taxGaxGt=uyftwnf;}uD; &ifqdkifae&csdefwGif tqdk;0g;qHk;/ atmufqHk;/ aemufqHk;tqifh a&muf&Sdae+yD; wdkif;&if;om;
jynfolvlxk}uD;wckvHk;rSm usef;rma&;qdkif&m tcGifhta&;rsm; qHk;&_H;aeI wrsdK;om;vHk;twGuf tifrwef pdk;&drfp&m tajc
taetjzpf rSwf,lcJh=uonf?

xdk@jyif nDvmcHodk@ wifoGif;cJh=uaom avhvmqef;ppfr_pmwrf;rsm;t& t&SifarG;uav; 1000-wGif wpfESpf
atmufuav; aoqHk;r_  76 OD;/ 5ESpfatmufuav; aoqHk;r_ 107 OD;&Sdjcif;/ wpfEdkifiHvHk; uav;OD;a&. oHk;yHkwyHkrSm
t[m&"gwfcsdK@wJhaejcif;/ 67 &mE_ef;aom tdrfaxmifpkrSm ae@pOf t[m&jynfh0pGm pm;oHk;Edkifr_r&Sdjcif;/ tdwfcsftdkifAD-
attdkif'Dtufpf/ wDbD ESifh iSufzsm; paomul;pufa&m*grsm; rxdef;csKyfEdkifjcif;/ qif;&JrGJawr_/ usef;rma&;/ ynma&; tajccH
ay:wGif wGufcsufaom vlom;zGH@òzd;r_tqifhrSm 132 jzifh urBmay:wGif atmufqHk;wef;Y a&muf&Sdaejcif;/ ynma&;/ usef;rm
a&;/ vlr_a&;qdkif&mrsm;wGif toHk;pm;&dwfrSm *sD'DyD. 4 &mcdkifE_ef;atmuf &Sdaomfvnf; ppfoHk;pm;&dwfrSm 45 &mcdkifE_ef;
ausmf&Sdjcif;/ obm0ygwf0ef;usifqdkif&mysufpD;r_wGif  tqdk;0g;qHk;tqifhodk@a&mufaejcif; ponfhtcsuftvufrsm;u
jrefrmedkifiH&Sd wdkif;&if;om;jynfolw&yfvHk;. usef;rma&;tajctae tqdk;0g;qHk;&ifqdkifae&jcif;udk tcdkiftrm jyqdkaeygonf?

wqufwnf;rSmyif jrefrmEdkifiH. vuf&SdedkifiHa&;tajctae rwnf+idrfr_/ pDrHcef@cGJr_nhHzsif;r_/ tpdk;&,E W&m;wpfckvHk;
ysufpD;;cspm;aer_rsm;rSmvnf; vlr_taxGaxGt=uyftwnf;rsm;udk qdk;0g;aponfh t"dutajccH ta=umif;&if;jzpfovdk
tpdk;&. twif;t"rRa&$@ajymif;cH&onfh a'orsm;/  t"rRvkyftm;ay;cdkif;apjcif;cH&onfh tajctaersm;onf jynfolvlxk.
pdwfydkif;/ &kyfydkif;usef;rma&;tajctaeudk wdkuf&dkufxdcdkufap+yD; wwdkif;jynfvHk; tajccHusef;rma&;apmifha&Smufr_vkyfief;rsm;
tjrefjyefvnf jyKjyifwnfaqmuf&ef vdktyfaea=umif;udk azmfjyaeygonf?

e,fvSnfhausmydk;tdwf usef;rma&;vkyfom;tzGJ@. tpD&ifcHpmt& wdkif;&if;om;a'orsm;&Sd Xmaea&$@ajymif;
'kuQonfrsm;=um;wGif vlOD;a&  1000-wGif wpfESpftwGif; 40 a,mufarG;zGm;+yD; 25 a,muf aoqHk;a=umif;/ uav;t&Sif
arG; 1000-wGif wpfESpfatmufuav; 135 a,mufaoqHk;+yD; 5 ESpfatmufuav; 291-a,muf aoqHk;a=umif;/ udk,f0ef
aqmifrdcifaoqHk;E_ef;rSm uav;t&SifarG; 100000-wGif rdcifOD;a& 1200-aoqHk;a=umif;ESifh XmaewGif; ajymif;a&$@'kuQonf
rsm;twGif; aoqHk;E_ef;rSm jrefrmEdkifiHwGif;Y xkwfjyefaom usef;rma&;tpD&ifcHpmESifhE_dif;,SOfygu wpfESpfESifhig;ESpfatmuf
uav;aoqHk;E_ef;wdk@rSm 2-qausmf jrifhrm;aejcif;wdk@ &ifqdkifae&ygonf?

xdk@a=umifh usef;rma&;tqifhtwef; jrifhrm;&efaqmif&Gufa&;/ usef;rma&;0efaqmifr_vkyfief;rsm; vHk+cHKr_&Sd&Sd
vkyfaqmifEdkifa&;wdk@twGuf  vl@tcGifhta&;csdK;azmufr_rsm;udkyg wygwnf;ajz&Sif;oGm;&efvdktyfaeygonf?

xdk@jyif  tdrfeD;csif;edkifiHrsm;wGifa&muf&Sdae=uaom 'kuQonfrsm;ESifh jrefrmedkifiHom;ajymif;a&$@tvkyform; 2 oef;
ausmfwdk@ &ifqdkifae=u&onfh vl@tcGifhta&;csdK;azmufcH&r_rsm;/ usef;rma&;ESifh vlr_a&;qdkif&m umuG,fapmifha&Smufr_rsm;
uif;rJhaejcif;udk }udK;pm;ajz&Sif;oGm;a&;-
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usef;rma&;apmif ha&Smufr_vkyfief;rsm;udk vufawG@vkyfaqmifae=uaom usef;rma&;vkyfom;rsm;. vlaer_b0
tqifhtwef;ESifh t&nftaoG; jr‡ifhwifa&;vkyfief;rsm; t&Sdefjr‡ifh vkyfaqmifoGm;a&;-

aotoD;oD;wGif wm0efxrf;aqmifae=uaom usef;rma&;vkyfom;rsm;=um; ydkrdkyl;aygif;aqmif&Gufa&;ESifhf usef;rm
a&;tzGJ@pnf;rsm;/ vlxktajcðytzGJ@tpnf;rsm;/ EdkifiHa&;tzGJ@tpnf;rsm;=um; usef;rma&;jy\emrsm;udk vufwGJyl;aygif;
ajz&Sif;oGm;a&;-

usef;rma&;qdkif&m okawoevkyfief;rsm;tygt0if a'owGif;ESifh EdkifiHwum&Sd vlr_u,fq,fapmifha&Smufa&;
tzGJ@tpnf;rsm;ESifh qufpyfI jrefrmEdkifiHusef;rma&;qdkif&m jy\emrsm;udk yl;aygif;ajz&Sif;oGm;a&;- wdk@udk a&S@vkyfief;pOfrsm;
tjzpf wnDwnGwfwnf; oabmwlqHk;jzwfcJhygonf?

2006ckESpf usef;rm;a&;ESD;aESmzvS,fyGJ}uD;rS vlwdkif;usef;rma&;apmifha&Smufr_ &&Sdedkif&efESifh wdkif;&if;om; jynfolrsm;
tm;vHk;. usef;rma&;tqifhtwef;rsm; jr‡ifhwifoGm;&ef bufaygif;pHkrS vufawG@usonfh vkyfief;rsm;jzifh tpGrf;ukef tm;pdkuf
vkyfaqmifoGm;=u&ef oEMdXmef csrSwfcJha=umif;xkwfjyefa=ujimtyfygonf?

trsdK;om;usef;rma&;ESifhynma&;aumfrwD ESifh jrefrmEdkifiHaq;ynm&Sifrsm;toif;
ae@pGJ ? ? 2006 ckESpf Zefe0g&Dv (18) &uf

ydkrdkod&Sdvdkygu ? ? a'gufwmpifoD,marmif (099615054)
  a'gufwm axmfpdk;'Da*;  (010456144)
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                                                          Appendix II

HEALTH SEMINAR – OUTLINE OF DAILY ACTIVIIES

1st Day  (16/1/06)

Time Items Remarks
09.00 – 9.45 am - Announce opening  of seminar

- Opening session:
- Key note speeches
(10 min. each

09.45 - 10.00 Introductions Participants.
10.00 - 10.30 NCUB policy (Stand) on U Myint Thein, NCUB Rep.

Humanitarian Assistance
10.30 - 10.45 Tea break!
10.45 - 11.15 FDB’s view on Humanitarian Assistance Min Naing, Forum for Democracy

in Burma (FDB)
11.15 - 11.45 Health Policy Dr. Tun Kyaw, NHEC
11.45 - 12.15 Listening to the grass-roots

(Local Health Workshop) Dr. Salai Pacin
12.15 - 13.15 LUNCH BREAK
13.15 - 13.45 Rewards & Challenge of

Health Workers  at Thai-Burma Border Lin Yone , MTC
13.45 - 14.30 Group discussion! Participants
14.30 - 14.45 Tea Break!
14.45 - 16.00 Report/Panel Discussion Participants

Moderators of presenting sessions: Dr. Khin Saw Win & Aye Lwin.
For group discussion: Divide into 5 groups/Each group led by 2 chosen facilitator.

Group Facilitators:
(1) Min Min Oo/Than Khal -  Recommendation of Local Health Workshop
(2) Dr. Thein Win/Sayar Ekalu -  Findings from Local Health Workshop (Issues and

   Challenges)
(3) Dr.Myint Cho /Dr Zin Min - Approach to health policy, planning  and

  implementation
(4) Dr. Myat Htoo /Dr D.G Htaw Soe - Monitoring and evaluation of health policy
(5) Dr.Win Myint Than /Dr Cynthia - Rewards and challenges of health workers

2nd Day(17/1/06)

09.00 - 09.15 Recap Dr. Khin Saw Win & Aye Lwin
09.15 - 09.45 Health & Human Rights Dr Khin Saw WinMahn Mahn Mahn
09.45 - 10.15 Migrant’s Health Rights Dr Zin Min, MAP

Chairperson- U Aye Saung
(1) NHEC Chair
(2) BMA Chair
(3) NCUB Rep.
M.C- Min Min Oo
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10.15 - 10.45 Fundamentals of Australian
Health System: A case study Dr. Myint Cho

10.45 - 11.00 Tea Break!
11.00 - 11.30 Research & Ethics Dr.Chris Beyrer,John Hopkins University
11.30 - 12.00 Health  Access & Utilization Dr Cynthia, MTC
12.00 - 13.00 LUNCH
13.00 - 14.00 Group discussion Participants
14.00 - 14.15 Tea Break!
14.15 - 16.00 Report and Panel Discussions Participants

Moderators of presenting sessions: Min Min Oo & Dr. Tun Kyaw
For group discussion: Divide into 4 groups/Each group led by 2 chosen facilitator.

Group Facilitators:
(1) Dr Myint Cho/ Dr. Thein Win - Health and human rights
(2) Saya Ekalu/Aye Lwin - Migrants’ health right
(4) Dr. Myat Htoo/Than Khal - Research & Ethics
(5) Dr.Salai Pacin /Dr Kyaw Nyunt - Health  Access & Utilization

3rd Day(18/1/06)

09.00 - 9.15 Recap Moderators:  Min Min Oo &
Dr. Tun Kyaw

09.15 - 09.45 Kangaroo Mother Care Dr. Thein Win
09.45 -10.15 Bird’s Flu Dr. Pho Thawda
10:15 - 10:45 IDP and Refugee health situation Karenni Health Dept.
10.45 -11.00 Tea Break!
11.00 - 11.30 Malaria Control Program Saya Ekalu
11.30 - 12.00 Community Health Assessment in

selected areas of 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 Tea Break!
14.45 - 16.00 - Recommendations

- Closing ceremony Chair: Dr. Htaw Soe
MC: Min Min Oo

Moderators of presenting sessions: Dr Khin Saw Win & Aye Lwin
For group discussion: Divide into 3 groups/Each group led by 2 chosen facilitator

Group Facilitators:
(3) Dr.Win Myint Than/Dr Cynthia - IDP and Refugee health situation
(4) Dr. Salai Pacin./Dr Thein Win - Malaria Control Program
(5) Dr Htaw Soe/ Dr. Myat Htoo - Community Health Assessment in selected areas of Burma
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Appendix III
List of participants and organizations

No. Name M F Organization
1 Dr. D. G Htaw Soe M NHEC
2 Dr. Cynthia Mg F BMA
3 Dr. Khin Saw Win F BMA/ Canada U of A
4 Dr. Thein Win M BMA /South Africa
5 Dr. Myat Htoo Razak M BMA
6 Dr. Salai Pacin M BMA
7 Dr. Tun Kyaw M NHEC
8 Dr. Win Myint Than F BMA/ MOM
9 Dr. Po Thaw Da M BMA
10 Mahn Mahn Mahn M BMA
11 Dr. Myint Cho M BMA/ Australia
12 Ko Than Khe M BMA
13 U Aye Saung M NHEC
14 Dr. Kyaw Nyunt M PPF/BMA
15 Saya Lu Ca M KNPP
16 Nai Aye Lwin M BMA
17 Saw Chit Win M BPHWT
18 Ko Win Thint Han M ABSDF
19 Sai Sam Thip M SSA
20 Ko Sein Han M BMA
21 Ko Min Min Oo M NHEC
22 Khun Tet Lu M PPLO
23 Saw Moe Kel M MTC
24 Nai Naing Soe M NMSP
25 U Har Mid M ABMU
26 Saw Lin Young M MTC
27 Saw Mu Ni M MTC
28 Saw Eh Kalu Shwe Oo M KNU
29 Dr. Zin Min Than Oo F MAP
30 Nang Khan Thaw F SSPC
31 DD. AH Hkawn F KWAT
32 Mai Nay Lyum M PYNG
33 Na Mi Bo F BMA
34 Mi Ein Roi Chan F BMA
35 U Hla Tawng M KIO
36 Khu Htu Reh M KNPP
37 Tun Win M PLF
38 Dr. Lun Swe M Nightingale Journal/ BMA
39 Saw La Hser M KDHW/KNU
40 Tender F MTC
41 Phjoe F PPP
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42 Khin Ma Ma F PPP
43 S’ Htun Htun M KNPLF
44 Myint Thein M NCUB
45 Thaung Tan Cho M BMA
46 Saw Romel M BPHWT
47 Thar Win M MTC
48 Dr. Myo Win M NHEC
49 Dr. Thiha Maung M
50 Dr. May Thandar Khin F MTC
51 Mr. Jan Aung M SYCB
52 U Khong Hong M LDF
53 Ko Myint Aung M BPHWT
54 Elizabeth Eggers F Guest
55 Hla Aye M NCUB
56 Sitt Ko Naing M SYCB
57 Saw Thart Kler M KDHW/KNU
58 Hser Nay Blute M MTC
59 Saw Law Du M KNU/KDHW
60 Saw Ohn Mya M BMA
61 Aung Than Aye M BMA
62 Khaing Kyaw Lu M ALP
63 Lin Yone M MTC
64 Kyar Shen M LDF
64 Min Naing M FDB
66 Mai Khun Thein M PYNG
67 Nai Kyaw Htat M NHEC
68 Kyaw Moe M MLOB
69 Jo Nord F JHU
70 Tom Lee M GHAP
71 Janet Wells F GHAP
72 Suzanne Hammer F GHAP
73 Emily Whichard F Planetcare
74 Courtrey Bowe F Planetcare
75 Aaron Samuels M JHU
76 Varavit Suwanvavickkoj M JHU
77 Luke Muuany M GHAP/JHU
78 Chris Beyrer M JHU

Total 60 18
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Income and Expenditure for Health Seminar

Income Expenditure

No. Description Amount No. Description Amount
  Baht   Baht

1. Funded by DBC 570,000 1. International Travel 212,882
2. Funded by BRC 300,000 2. Local Travel 134,035

3. Food & Accommodation 197,972
4. Stationary & Supplies   23,027
5. Administration   20,110
6. Publication   34,000

            Total Expense 622,026

Balance 247,974

Total 870,000

Transfer to BMA Conference 250,000
Balance -  2,026

Total 870,000 Total 870,000

Appendix IV
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Photos
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