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Health Poicy Mapping
Myanmar

Introduction

Different definitions and interpretations of 'health’ have implications for health policy.
'Health' is influenced by health care, but more importantly, reflects a wide range of other
determinant, such as income, food security, availability of housing and employment opportunities,
educational status and water and sanitation. The narrowest conceptions of 'health’ see it as a
measure of the functional ability of parts of the body. Other definitigeg health in slightly less
mechanistic terms, reflecting the ability of the body, as a whole, to function. A third, broader
RSFTAYAGA2Y KlFa 6SSy LINRY2GSR o0& GKS 22NIR ISIfiOK
and social welbeing, and not NSt & GKS 06aSy0S 2F RAaASIFaS 2N
Organization, 1948). Health is seen to relate not only to physical and mental health status, but also to
social and economic relationships. The WHO definition has been criticized as idealistitewatdeh
and immeasurable, although no alternative notion of 'health' has achieved greater currency.

There are also different perspectives on how ‘health’ should be viewed by policy makers: as a
right, a consumption goodpr aninvestment.Each influencelow one perceives the role of different
actors in promoting health, notably the relative roles of the individual and the state, a recurring
GKSYS Ay KSIFfGK LRfAOE RSolIGS® ¢KS /2yadAiaddziazy
highest attainable stastard of health is one of the fundamental rights of every human being without
RAAGAYOUAZ2Y 2F NI OS> NBftAIA2YyS LREAGAOFE o06StASTF:
right provides a basis for a strong government role in promoting its @ehient: overcoming the
impediments to health gain, such as poverty and hediimaging development activities, promoting
equitable access to health care and assuring the quality of available services.

Conceptualizing health as a consumption good focusemdividuals: protedhg, promoting
or maintaining health is seen as a matter for individual choice. Health as an investment recognizes
the influence of the health of individuals, notably those active in the labour market, on productivity
and overall deglopment. Health in this context is seen as a means to an end, rather than an end in
itself. Historically, governments have intervened in a number of settings to promote the health of the
working classes in order to ensure their continued reproduction pratluctive activities. Seeing
health as an investment has been criticized for failing to recognize that improved health status alone
doesnot necessarily raise levels of productititgomplementary actions are likely to be required,;
and for implying that on-productive members of society are not worthy of such ‘investment'.

Health policy 'embraces courses of action that affect the set of institutions, organizations,
services and funding arrangements of the health care systegones beyond health services,
however, and includes actions or intended actions by public, private and voluntary organizations that
have an impact on health'(Walt,1994). In distinguishing between the health system and the health



care system, the health system reflects the relationstyetween five major groups of actors: health
care providers, the population, the state, the organizations that generate resources and the other
sectors that produce services which impact upon health. The health care system, on the other hand,
can be seenas the 'vehicle for the organized social response to the health conditions of the
population'(Frank, 1994). Much health policy debate focuses on the health care system: the broader
health system issues nevertheless need to be constantly kept in mind.

Heath systems need to relate to the culture and seemnomic milieu in which they
operate. This extends beyond individual providers and consumers' of health care, to an appreciation
of systems of accountability and participation. Traditional health caretjmes have existed in all
societies for generations. These systems help maintain the health of individuals and of society at
large: traditional prafitioners often have important roles in sustaining the culture and belief system
of the population.

In the process of colonial expansion, Western concepts of health and health care were
actively promoted, notably through churches and missions. Traditionatipealcas had to compete,
increasingly, with Western biomedical practice: more traditional holistitesns are challenged and
guestioned in respect of their scigfic basis, the value of resources spent seeking care from these
practitioners, and the effectiveness of their remedies. In Asia, traditional forms of health care proved
more resilient in thei clash with Western medicine. In China and India, traditional health systems
operate alongside Western medicine, although these systems do not necessarily have the same
status.

During the colonial days including in Myanmar, organized health care semwiee initially
introduced to care for the needs of the military, civil service and settler communities, it was soon
apparent that acordon sanitairewas not possible and that protecting the health of expatriates
required addressing health needs amongorited subjects. This was particularly evidentelation
to communicable diseases: typhoid and tuberculosis in the community were readily brought into the
kitchens and nurseries of the colonizers. Economic interests which invested in exploiting natural
resources in the colonies often recognized that a healthy workforce was necessary for maximizing
wealth production.

Medicine acted in part as an agency of Western expansion. Medical services overseas,
particularly between 1815 and the Second World Warravén part, a 'tool' of the imperial forces,
assisting their political, economic and military interests. Some argued that 'going to see the doctor,
the administrator, the constable or the mayor [became] identical moves'. While the language of
'settler medcine' was the language of practical public health and professional advancement, the
discipline and practice of tropical medicine embodied the discourse of military and political conquest.
Tropical health practitioners were encouraged to 'secure the sadaty improve the productivity of
the British Empire'.

The period after the Second World War was dominated by-@oitinial struggles. With
independence came attempts by many newly established regimes to consolidate their power and to



deliver real gainsithe form of social services, education and health care, to their supporters. In
many countries these services were provided free of charge to the user, a policy which has, more
recently, proved difficult to sustain. A notable feature of Latin Americaathesystems, compulsory
health irsurance for the employed, developed largely for political reasons; to gain the support of
industrial workers and their leaders (Akgith, 1976). Health care provided through employment
based insurance ensured that workein the formal sector had good access to health care. The
unemployed and marginalized, however, were very poorly served, and right wing military
dictatorships took their toll in human rights abuses, inequalities adtealth. Because of the limited
supply and quality of charitable and public hospitals, separate hospitals, sometimes quite lavish, were
built for a variety of social security funds in many countries (Roemer, 1993). Social security became a
divisive rather than unifying force as it reflectdak social stratification of the population and covered
only a minority (AbeBmith, 1976).

Popular mobilization and radical theology helped promote concepts of community
participation in health and health care. These progressive models were takenaipdriety of social
movements across central and southern America: links between poor health and adverse social
conditions were made explicit and claiged. A range of innovative communltgsed approaches
were developed in countries of the region; Culsdended primary health care through its national
health system. In China, the barefoot doctors and the somewhat romanticized popul@aitam to
eradicate flies, snails and a variety of vedborne diseases such as schistosomiasis, were an
important influence on international health policy in tH®70s.

Experiences in a variety of poor countries greatly influenced accepted wisdom on the means
to improve health. In Kerala state (India) considerable health status advances were made despite
limited resaurces: achievements resulted from limited income variation between rich and poor,
emphasis on female education, and behavioural factors (Sbath, 1994).

Poor countries such as Sri Lanka, China, Costa Rica and Cuba showed that it was possible to achieve
significant health improvement if suitable policies were actively implemented. In Sri Lanka, infant
mortality decreased from 175/1000 in 1930 to 32/1000 in 1984; life expectancy increased from 40 to

69 years over the same period. Addressing basic needsl distribution, free education, poverty
alleviation, agricultural investment, public transport, housing, safe water, @oin growth, free

health services) within a multisectoral framework provides much of the explanation (kfegtl,

1994).

A numbe of countries can be said to he transition, experiencing major political and
economic changes. The recent spectacular growth of a number of South East Asian countries has
challenged the role of the state in the presence of a rapidly expanding priealéhlsector. Malaysia
for example, and Thailand to a slightly lesser extent, built up a cowvitltg network of publicly
provided health services. Growing affluence among consumers together with preferences for private



providers, and pranarket governmenteconomic policies, have raised questions regarding the
appropriate extent of government involvement in service provision.

The role of the state in addressing issues of inequity has been highlighted in Malaysia, for
example, where active attempts to redie a legacy of underdevelment led to strong state
intervention in favor of the Malay population, the bumiputera. One feature of this has been the
increased availability of resources for public health services in historically disadvantaged areas. More
recent policies of privatizing health services and deregulation will not necessarily consolidate these
earlier equitydirected initiatives.

China has changed dramatically over the past decade, as market forces aliloerao
economic discourse have gainadceptance. This has led to a revolution in health care provision and
financing: barefoot doctors and 'public’ hospitals operate mordess as private providers, mass
mobilization for disease control is no longer easy, and the collectivized communesgdaditural
settlements have been undermined by increased marketization. As highlighted by Btoaimthis
issue), a key challenge is to ensure that the poor have access to affordable health care; a theme to
which we will return.

Related to the develament of health policy in industrialized countriegell developed state
dominated health systems have been seeking efficiency gains by separating the roles of purchaser and
provider, and encouraging competition between providers. Segflrance based syems with
substantial private provider participation, such as in the Netherlands, France and Germany, have since
the 1970s been seeking to contain costs by a combination of sgppgyand demandide measures
(AbetSmith, 1992). More recently they alsave begun to look to competitive meahiams to
improve health system performance, though generally without disturbing collective financing
arrangements. In Canada, reforms have been directed in part atcomsainment (Rosenberg and
James, 1994). as elshere, the implications for equity are of concern to some researchers, policy
makers and elements of civil society. In the USA, efforts at radically transforming the financing of
health care to ensure universal access have been greatly undermined; thmegnrengoing debate,
innovation and experimentation in many states.

Reductions in poverty and provision of water and sanitation, employment d¢ppities and
housing, lead to considerable health benefits.. Early public health practitioners were we# afvar
these environmental influences and promoted improvents in working conditions, housing,
pollution control, and water and sanitation as the key public health interventions. Maternal
education exerts a particularly significant influence on healthpant from improved economic
circumstances and access to health care and other resources, but also reflecting influences on
maternal behaviour.

The demographic makep has changed due to reduced ity and fertility, population
growth and ageing populns. In countries where the demographic and epidemiologic transitions
are well advanced, key shifts have occurred: from a predominance ofmoominfections,
malnutrition and reproductive events as the leading causes of death to a preponderance -of non



communicable diseases, injuries and new infections; from an emphasis on child to adult mortality,
especially among the elderly; from a predominance of mortality to morbidity in defining the overall
health status of the population; and in modifications in gaxial meaning of disease. Life expectancy
has increased greatly and the population pyramid has assumed a narrower base.

Health problems associated with alcohol (cirrhosis, violence, road trafficdeantsi
gastrointestinal complaints), smoking (chronéspiratory diseases, lung, throat and lip cancer), diet
(heart disease, obesity, malnutrition, dental caries), and stress (violence, heart disease,
gastrointestinal disorders) are also increasing. Grouping them in this way indicates part of the way
forward, which necessarily entails 'upstream’ actions within and outside the health sector. The shift
in disease patterns towards chronic diseases and diseases affecting adults has raised questions as to
whether attention should be directed specifically at widuals at high risk or at populations in
general. Highrisk interventions focused upon individuals may provide a high betwefibst ratio,
but little may be achieved at a population level because these-tghhindividuals comprise only a
small proporton of the total disease experience within a population. The medical profession is more
comfortable with the individuabriented approach, usually practiced on a etveone basis within
the consulting room. The population approach is, however, far moreeahdnd challenging. Shifting
dietary habits, changing sexual behavior, or reducing exposure tengi® on a populatiowide
basis, all require a strong government role in such spheres as taxing tobacco and smoking, regulating
living and work environmes, public and media educating the, and the pricing, labelling and
marketing of food. In order to increase health gain for all sections of society, therefore, relative
differences in soci@conomic status should be targeted. This finding is important dgiverevidence
that certain macroeconomic and development strategies may increase inequalities in income and
access to other determinants of health.

Nature and Form of Health Systems

Despite all that has been written and said on reforming health systerfes/our of primary
care, health systems in most countries remain biased towards hospitals and curative medicine.
Hospitals absorb 5680 per cent of government recurrent health sector expenditure, and of this
hospital expenditure, 680 per cent often goe$o central and general hospitals leaving district
hospitals with a small share . In the poorest countries, heavily reliant on external assistance, donor
funds support primary and preventive care, while government funds support the hospital
infrastructure. Public health suffers from low status within the medical profession, which tends to
dominate resource allocation decisions. The medical profession operates in a similar way in many
countries: systems of medical education, exchange of academic and profgssiews through
academic journals, and the reliance on medical technology, are remarkably similar across the globe.
In virtually all settings it is the clinicians, not the public health planners and policy makers, who
influence the allocation of resoursewithin the health sector. One of the main thrusts of health
sector reform is arguably an attempt to wrest control away from the profession, and to place it in the
hands of managers. The lotgrm impact of this has yet to be assessed.



Health systems inthe poorest countries remain predominately publicly financed and
provided, although there is an expanding private-poofit sector (consisting mainly of individual
practitioners) even in the poorest countries.

In wealthier countries, a rapidly expandipgivate sector, encompassing indiual practitioners,
hospitals, and high technology diagnostic services, is common. Few low and middle income countries
have got to grips with regulating the private sector. Private providers in these settings operhte wit
much greater freedom than they would in developed countries, leading to problems of cost inflation,
overcharging, and lowuality care amongst certain providers. There is widespread agreement that
the public sector requires reform. Allocative and techhioefficiencies have led to swdptimal use

of scarce resources. As public funds have been squeezed, partly in response to mamroecon
reforms and structural adjustment programmes, the quality of care offered in many settings has
deteriorated; drug spplies, for example, are often erratic or drugs inappropriately prescribed, and
poorly paid staff are unable to offer the caring service users demand. Managerial skills warrant
improvement; staff establishments need pruning; accountability and transparaeeyg to be in
creased.

Financing of Health Services

In recent years, innovative and more powerful medical technologies have foramsd
medical practice. The availability of funds to purchase such technologies, in both high and low
income countries, increasingly limited. In the poorest countries a gross lack of resources places a
cap on expenditure; in others, health systems have suffered from inflationary pressures, which have
greatly increased the unit costs of delivering services. Many countrias s@ught to relieve funding
constraints by seeking additional sources of revenue. User fees {paynents in insurance
systems) have been one of the most popular policies. In many countries withatad funding,
there has been considerable interest@mpulsory insurance. It is viewed in effect as an earmarked
tax, less vulnerable than general public revenue to cuts and reaormmic policy changes.

Worldwide, efforts have been widespread to contain the costs of expanding health sectors
and to ensue that greater impact is achieved from funds invested. Inflationary pressures have been
worst in insurancébased systems with thirgarty feefor-service payment: some such systems have
reformed their payment systems (involving cds#sed payment or capitn), with some success.
Control of the introduction of new technology has proved problematic: for example, South Korea has
three times the ratio of CAT scanners to population as Canada, and the city of Bangkok a higher ratio
than any developed country e&pt the US and Japan.

Increasingly, emphasis is also being placed on improving operational efficiency. Views differ,
however, as to whether the solution is to be found in improved management systems, or the
introduction of market approaches such as coriggen. It should be noted that there is little
evidence that private health care is more efficient, neither is it likely to promote equity objectives.
Despite efforts to increase health sector efficiency and revenue, availability of funds remains a major
constraint on health policy formulation. Increasingly the emphasis is being placed on setting



priorities and rationing care, especially for those services financed by the state. Hence means of
priority setting are becoming a major issue, an issue discliss®w.

Approaches to Health Planning and Priority Setting

Since the 1960s, there has been increasing emphasis on planning health system development,
rationalizing resource use and setting priorities. Sustained interest in ‘rational’ planning mettsbds fir
appeared in the 1960s, stimulated by devetugnts in corporate planning systems in private industry
and health planning methods developed in the command economy of the USSR

An early approach was developed by the Pan American Health Organizatidhea@éntre
for Development Studies in Venezuela (hence referred to as PAHO/ CENDES). This explicitly
recognized the scarcity of resources and was based on economic principles-b&neft analysis:
resources should be used in activities where net baaé€fienefits minus costs) are greatest. Because
of the difficulties of quantifying benefits, however, the objective of minimizing deaths given a fixed
budget dominated.

AbelSmith (1994) critiqued such 'economic rationality'. He argued that such a simple
objective was unacceptable to doctors, the public and politicians: it raised concerns about medical
care for conditions not leading to death, about the acedplity of making priorities explicit, and
about equity if coseffectiveness criteria led to resirces being concentrated in particular
geographical areas. Moreover, information was simply not available to judgeeffestiveness.
Despite widspread training in the approach, it was never applied much in practice, tlaunsl
presumably did not meet #1needs of planners and politicians at that time.

In the late 1960s, WHO was active in developing planning approaches. Its first attempt,
Country Health Programming, followed the conventional rational mitagn cycle of situation analysis,
identificationof needs, formulation of health policies and strategies, broad programming (to develop
strategic plans) and dailed programming. Country Health Programming activities were carried out
in a number of countries, particularly in South East Asigpaepd by WHO staff and consultants. By
the late 1970s, there was considerable doubt about its value: despite the enormous amount of
information collected, plans were developed that were neither affordable nor implemented. A new
approach, the Managerial Process fdational Health Development, was adopted which deliberately
avoided the term 'planning’, introduced consideration of resource availability earlier in the cycle, and
included the steps of budgeting and implent&tion. .

By the 1980s, considerable dissionment had developed with rational planning methods in
both rich and poor countries. Decisions made bore little relationship to plans, and technical analysis
was increasingly recognized to be only one input to decision making, a point explored récemtly
analysis of policy choice in low income countries. The political andneereal nature of planning
decisions was more explicitly recognized. In addition, planning systems which had been developed in
the context of a strong public presence in hbattare financing and provision were less relevant in
the context of a reduced state role, deregulation and liberalization.



Key Actors

A variety of important actors influence health policy: at country level they include the
professionals, the managers, lgy-makers, commercial interests, ngovernmental organizations,
communities, and civil society more generally. At the international level, key roles are played by
bilateral and multilateral organizations, the worldwide network of medical professioraaid,
transnational corporations, notably those involved in the pharmaceutical and medical technology
industries.

Since its establishment in 1948, one key health policy event associated with the WHO was
the promotion of primary health care in 1978. A radiagenda was put forward for equitable health
care available to all and promoted worldwide. It called for a significant degree of intersectoral
collaboration, the promotion of development across all sectors, and a high degree of popular
participation. Therhetoric and discourse of PHC have profoundly shifted debates around health
policy; achievements have been many, but 'Health for All by the Year 2000, remains a distant dream.

Intense debates took place about whether primary health care should be tseleor
‘comprehensive'. Selectivity implied identifying and promoting a small range of highkeffestive,
health sectotbased strategies to promote health, such as childhood immunization. Comprehensive
primary care entailed focusing on a wider rangkeapproaches to promoting health, seeing the
importance of multisectoral and developmeatiented activities, providing a broader range of health
service inputs at peripheral levels, instead of focusing only on a narrowly defined set of highly cost
effedive interventions.

It sees the government as its client, a welcome alternative to approaches which place the
provider of services, often the private sector, at the centre. In the years to come, developing
government skills in devising an appropriate roix public and private services, developing the
government regulatory and quality assurance roles, ensuring universal access to at least basic health
care and equitable distribution of public resources, would benefit from a strong WHO.

The World Bank haalso rapidly emerged in the health policy arena, whéreesting in
Healthpulled together the various strands of World Bank health sector pafigking and outlined a
comprehensive package aimed at improving the functioning of the health sector in @aunfihis
was based partly upon estimating the global and national burdens of disease, and involved
identifying the most coseffective healthrelated interventions currently available, reducing the role
of government, providing minimum package which meethe needs of the poor, deregulating the
health care industry and facilitating the involvement of the private sector.

Future Challenges as we approach the Millennium
Policy Analysis

Understanding the reform process in individual countries will depepdnuincreasg our
understanding of the political economy of health and of the factors driving health policy at a variety
of levels. A range of desirable reforms have been spelt out by a variety of health policy actors; what
is less clear is what range options to use in what context and to what effect. Some have also



argued for more attention to policy analysis both in order to understand and to predict the likely
success of a given range of measures. Deualpmethods of policy analysis for use withine health
sector will assist the processes of agenda setting, policy formulation, policy implementation and
evaludion. The implementation of policy is perhaps even more important than its statement and
formulation: what happens on the ground, not silppvhat is stated in the media or on paper, needs

to be the measure of policy content and commént. Increasing awareness of policy processes is of
value in determining the degree of support and opposition, by various dtalders, for a particular
policy, and will be of use in determining which of a range of options has the greatest chance of
successful implementation. It may also be of value in examining the consequences of policy choices;
issues such as the impact on equity can be kept high on thedagley continually reassessing their
impact.

EvidenceBased Policy Making

Improvements in the availability of technical information, such as national and global
burdens of disease, and the cost effectiveness of available interventions, are valuable. Jsintle
time, however, it is necessary to recognize explicitly their limitations and to appreciate that policy is
only in small part driven by data. Good quality data are a necessary but insufficient basis for policy
choices, and prioritgetting and decisin-making systems need to be sensitive to local concerns
which operate on other, less quantifiable levels.

In relation to any of the policy options put forward, there is a need for careful evaluation and
documentation, not only of content, but of processend, where possible, impact. Such impacts may
be desirable or undesirable, anticipated or unanticipated: all bear examination. A recent study in
Papua New Guinea, for example, indicated that decentralization may have negative effects, contrary
to intuition (Campo®utcaltet al.,1995). In particular, the authors note that if decentralization is to
be successful, a longer period of planning, defining and clarifying responsibilities, training,
preparation and implementation is required: this comment ivaint to all major reforms.

Pilot testing should be encouraged and the focus should be not simply on health effect, but
on perceptions, attitudes, processes systems and institutions. We call for those promoting significant
policy changes to ensure thatdh effects are carefully monitored and to give adequate priority to
research and building research capacity. Eviddresed policymaking should be as actively
promoted as evidencbased health care.

Increasing Accountability and Sensitivity

Donors aremore and more explicit about promoting good governance, democratic processes
and increased transparency and accountability. For the health sector, these concerns are relevant in
that health systems and decisignaking processes need to reflect local comseand preferences
and need to take on board a sensitivity not just to content but to process. Mechanisms of ensuring
accountability to local representative structures, an issue raised in earlier debates on primary health
care, should be developed and emtw&d. The role of elected local government is likely to be

10



increasingly important, especially in the context of decentralized decision making, priority setting
and control of resources.
Promoting and Protecting Equity

Virtually most commentators on healttolicy, recognize the importance of promoting equity
through policy change. What differs between the Development Partners, however, is how much
weight, attention and resources are directed at protecting andnpoting equity concerns, and what
strategiesare suggested. While a number of policy reforms identify equity as an objective, it is often
unclear whether this is met. Indeed there is emerging evidence, for example, of the adverse effects
on equity of the introduction of user fees, of structural adjuent policies, and of privatization.
There is little evidence that resource momgiion through, for example, user fees has led to an
increase in public sector support to the poorest. The state has a major role to play in ensuring equity
is not sacrifted.

Equity on a geographical and class basis is important; so too is gender. Increasing attention
needs to be devoted to the gender dimensions of health needs and health policy formation. The
NGOs have been at the forefront of focusing attention on gerdimensions of policy and policy
reforms; analysing the likely impact of policy reform on gender issues should be a basic consideration
in assessing policy options.

Myanmar Framework for Economic and Social Reform

Myanmar National Health Policy has beatopted since 1993, based on prevailing political,
socioeconomic, health system development of the country at that time; and also based on
O2yaSljdsSy0Sa 2F RSOFRS& 2F O2dzy iNEQ& SELISNASYyOS
country is rapidt moving into a new dimension of so@gonomic and political system, national
L2 f A08 NBF2NY LINPOS&a A& dzy RSNIF 1 Ay 3I-CEfRINI WCNI Y

In this regard, FESR is an essential policy tool of the government to realiz¢hboshort
term and longterm potential of Myanmar. First, it provides a reform bridge linking the ongoing
programs of government to the National Comprehensive Development Plan;yaa2Oongterm
plan, which the government is drawing up in consultatath parliament for the country's economy
to grow on a par with the dynamic Asian economies. Secondly, FESR serves as a required reference for
various entities of the government to develop more detailed sectoral and regional plans. Third, it
conserve as aguide for building lasting cooperation with development partners as well as
international bodies to obtain mutual benefits. Last but not least, it focuses on potential "quick wins"
that the government will consider implementing to bring tangible and soatde benefits to the
population.

Chapter 5 of the Framework comprises of sectoral policies, largely developed by line
ministries and departments and with a primary objective of collectively contributing to people
centered development and inclusive growtRESR emphasizes the importance of rapidly improving
both the quantity and quality of primary health care and basic education in Myanmar. International
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experience confirms the critical importance of such improvements as well as the possibility for "quick
wins" with respect to innovative health financing, school grants and student stipends/conditional cosh
transfers. In respect of dalth financing GOM will focus on a number of innovative measures in
health financing such as a voucher system for materna elild health care, special funds for
destitute mothers and strengthening townsHigvel health financing. Particular attention will be paid

to allocating more resources to rural primary health care, infectious disease controls and maternal
and child hedh, in view of the acute need to improve health indicators in all these areas.

In reviewing and revising, it is critical to have a sound understanding of the developmental
evolution of the existing health policies. As such a summary of the evolutioneogjltbal health
policies and its reform has just introduced and will now proceed with the national perspective. As the
main intent is to facilitate in systematic review of the policy brief, the presentation is divided into
three chapters. First chapter ctine with policies, strategies and plans of currently operating health
program. All attempts have been made to retrieve the historical background of emergence of the
problem and its intervention strategies, if records available starting from the coloayal. dtt is crucial
to perceive the then cultural background in shaping up the policy of the future challenges. It is an
20t A3 G2NE  FLIINRBFOK a GKS O2dzyiNEQAa Y2NDARAGESE
towards norcommunicable diseases and thdmumipal determinant factor where the legislation has a
huge limitation is the lifestyle and behavior of the people especially the young anehgeiti
population of the nation. It is then followed with second part on mapping the health policies and
plans, ientifying the strengths and weaknesses and areas that need further strengthening. This part
is presented in six building blocks to have a more coherent visualization of policy mapping. Part three
comprises of the existing laws, legislations, notificatiansl orders related to health. Though all
effort have been made to include all policies that related to health, there may still be more to cover
the concepts of Health in All PoliciesliAP.

National Constitution and Health Policy

National Constitution

Policy guidelines for health service provision and development have also been provided in the
Constitutions of different administrative period. The following are the policy guidelines related to
health sector included the Constttan of the Republic of the Union of Myanmar (2008). In the Article
Hy AU adradSR FaYx WeKS | yAaz2zy akKkft olF0 SFENySadafe
and (b) enact the necessary law to enable National people to participate in mattérsioéducation
YR KSFfdKe® LYy GKS I NIGAOES ow AG adGlFrGSR Faszs WeKS
FIL{tSy 5STSy0S {SNBPAOSE LISNE2YyYyStQa OKAfRNBy:>I (K
Wa2 i KSNE>Z OKAfyRN®® YISWR akEIf)I3O0By22e Sljdza t NAIKGAE |
ocTtX Al adlrGSR azx WIOPSNER OAGAT Sy akKlttxX Ay | 0021
NAIKG G2 KSIHEGK OFNBQ®
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Based on the constitutional provision and in linghahe then prevailing health condition,
political, socieeconomic environmentthe National Health Policy 1993was developed with the
initiation and guidance of the National Health Committee. The National Health Policy has placed the
Health For All goahs a prime objective using Primary Health Care approach. The National Health
Policy is designated as follows:

1. To raise the level of health of the country and promote the physical and mentabwiel
of the people with the objective of achieving "Healtr &ll" goal, using primary health care
approach.

2. To follow the guidelines of the population policy formulated in the country.

To produce sufficient as well as efficient human resource for health locally in the context of
broad frame work of long term hetal development plan.

4, To strictly abide by the rules and regulations mentioned in the drug laws ataisywhich
are promulgated in the country.

5. To augment the role of coperative, joint ventures, private sectors and rgavernmental
organizations in delering of health care in view of the changing economic system.

To explore and develop alternative health care financing system.
To implement health activities in close collaboration and also in an integrated manner with
related ministries.

8. To promulgate ne rules and regulations in accord with the prevailing health and health
related conditions as and when necessary.

9. To intensify and expand environmental health activities including prevention and control of
air and water pollution.

10. To promote national physal fitness through the expansion of sports and physical
education activities by encouraging community participation, supporting outstanding
athletes and reviving traditional sports.

11. To encourage conduct of medical research activities not only on prayhiialth problems
but also giving due attention in conducting health system research.

12. To expand the health service activities not only to rural but also to border areas so as to
meet the overall health needs of the country.

13. To foresee any emerging healthgblem that poses a threat to the health and wb#ing of
the people of Myanmar, so that preventive and curative measures can be initiated.

14. To reinforce the service and research activities of indigenous medicine to international level
and to involve in cammunity health care activities.

15. To strengthen collaboration with other countries for national health development.
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Reflections on Health in the Previous National Constitution

It is interesting to note that the constitutional mandates on health has gahe been
consistent from the day country attained the independence. The right to health is the common stand
throughout for the nation. It has persistently accorded a well touched space for mothers and children.
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Planned Programming

Introduction
Based on Primary Health Care approaches the Ministry of Health has formulated four yearly

People's Health Plans from 1978 to 1990 followed by the National Health Plans frori99®10
2001-2006. These planhave been formulated within the frame work of National Development
Plans for the same period. National Health Plan (20061) in the same vein is formulated in
relation to fourth five year National Development Plan. It is also developed as a contimoétioe
previous National Health Plan (26Q006) in the objective frame of the short term second five year
period of the Myanmar Health Vision 2030, a 30 year long term health development plan.
Considering the rapid changes in demographic, epidemiolbgiwh economic trends both nationally
and globally, Myanmar Health Vision, a leagm (30 years) health development plan has been drawn
up to meet any future health challenges. The plan encompasses the national objectives i.e. political,
economic and soal objectives of the country. This long term visionary plan with its objectives will be
a guide on which further shoterm national health plans are to be developed. The objectives of the
Myanmar Health Vision 2030 are:

1 To uplift the Health Status of theeople.

T To make communicable diseases no longer public health problems, aiming towards total

eradication or elimination and also to reduce the magnitude of other health problems.

1 To foresee emerging diseases and potential health problems and make necessary
arrangements for the control.
To ensure universal coverage of health services for the entire nation.
To train and produce all categories of human resources for health within the country.
To modernize Myanmar Traditional Medicine and to encourage morensite utilization.

To develop Medical Research and Health Research up to the international standard.

= =4 =4 4 =4

To ensure availability in sufficient quantity of quality essential medicine and traditional
medicine within the country.
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1 To develop a health system in keegp with changing political, economic, social and
environmental situation and changing technology.

The National Health Plan (20@611) has been developed around 12 broad programmes,
covering Community Health Care, Disease Control, Hospital Care, EramtahrHealth, Health
System Development, Health Promotion, Health Management Information System, Human
Resources for Health Development, Health Research, Laboratory Services and Blood Safety, Food
and Drug Administration and Traditional Medicine.

NHP Procss

In formulating the NHP the Ministry of Health have formed the central committee and
working committee, comprising responsible persons from the departments under the ministry,
related ministries and social and ngovernmental organizations to undertak@an formulation
activities in a coordinated way. The department of health planning is a focal department for
formulating the NHP.

National development programmes are based on political, economic and social objectives laid
down by the State. Health sectalevelopment plans are formulated within the context of these
objectives. In implementing activities for health sector development the objectives of the Ministry of
Health are "to enable every citizen to attain full life expectancy and enjoy longevity"tarensure
that every citizen is free from diseases".

For fulfilling these objectives in accordance with the National Health Policy, priority has been
given to border areas where development had is still in need, in addition to the rural areas, t@ ensur
universal access to health services based on Primary Health Care. In accordance with market economy
practiced in national development activities, involvement of cooperatives and private sector in health
sector development is also taken into consideration

Though facing and tackling problems relating to communicable diseases like other developing
nations, prevalence, disability and deaths from rmmmmunicable diseases like cardiovascular
diseases, malignancies and mental illness are expected to be ars¢heith changes in social status
and life styles of the people following development and affluence of the country. Negative impact on
environment consequent to industrialization and urbanization, is foreseen and partnership with
related departments andorganizations are promoted so that environmental health problems
including water and air pollution and occupational health problems in addition to those consequent
to existing environmental hazards can be solved.

The following factors provide the basis fdentification of country health problems
@ Policy guidelines and framework for the National Health Plan
(b) Problems related to service provision
(© Problems related to human resources for health
(d) Problems related to traditional medicine
(e) Problems related to healtlesearch
® Country's health problems as evidenced in the National Health Information System
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(9) Country's helih problems as evidenced from in country research and surveys
(h) Key out puts of the National Health Plan 268106 evaluation
Broad objective for the National Health Plan have been developed within the confine of the
objectives of Myanmar Health Vision 2030, a thirty year long term visionary health plan. Besides,
objectives of the previous natiah health plans for the periodince 19931996 vere also taken into
consideration in developing the objectives for the current national health plan.
The broad objectives of the National Health Plan adopted are as follows:
1 To facilitate the successful implementation of the social objective, "uplift afthgfitness
and education standards of the entire nation"
1 To implement the National Health Policy
1 To strive for the development of a health system, that will be in conformity with political,
economic and social evolutions in the country as well as gtitaiges
1 To enhance the quality of health care and coverage
9 To accelerate rural health development activities
Indicators applied in the previous national health plans, were taken as the basis in identifying
indicators. Indicators for these previous plamsd been developed within the premise of achieving
Health for All goals. As for the current plan consideration has been given to achieving Millennium
Development Goals in addition. Target indicators adopted are as follows:
1 Health service indicators
Healthstatus indicators
Nutritional indicators
Environmental health indicators

=A =4 =4 =

Health outcome/impact indicators

National Health Plans have been formulated with the concerted and collaborative efforts of
responsible personnel from the departments under the mtigisof health, health related
departments, and volunteer social organizations. For formulating the National Health Pla2@006

the ministry of health has formed the "central committee for formulating national health plan” to
provide coordination and faport necessary, and the "work committee for formulating the national
health plan” for drawing up the plan, in September 2005.

The "central committee for formulating the national health plan" is headed by the minister for
health with the membership of dictors general from health and related departments, responsible
personnel from nongovernmental, social and volunteer organizations. Director General of the
department of health planning is assigned as the secretary of the committee. The "work committee
for formulating the national health plan” is chaired by the director general of the department of
health planning with the membership of directors and programme directors from the health
departments. The work committee has developed the framework for dewedpfhe national health
plan under the guidance of the central committee and the following factors have been taken into
consideration in developing the framework:
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Social objectives of the state

National health policy

Objectives of the ministry of health

Myanmar health vision 2030 (30 year long term health development plan)
International health agenda

= =4 =4 4 -4 4

Activities in the National Health Plan 202Q@06 that are to be carried on. Based on the
factors mentioned, the National Health Plan 20@611 is formulated ecording to the following
stages:

1 Holding a "Workshop for Developing the National Health Plan-2004."
1 Detailed formulation of the plan
1 Inalizing the National Health Plan formulation

Each of 12 broad programmes was composed of projects and project er@nage again
assigned for each project. Every project managers and programme directors are provided with the
NHPdocument. As such dissemination and clarification of roles and responsibilities seem inadequate.
Since the current NHP is formulated in contiet with previous NHPs and most of the project
managers have experience with implementing their respective projects, only the newly assigned
managers need orientation and clarification.

Information System for Monitoring and EvaluatinHP- Health Managment Information
System has been in place since 1995. Monitoring and evaluatibiid&0b certain extent is based on
this information system. However availability of timely, reliable and complete data and information is
still a challenge. Besides, most d¢fetdata available are institutional based. The need to further
promote application of computers in relation to health data, inadequate conceptual knowledge on
health information in basic health staffs and inability to provide maintenance for computer nletwo
system and components because of inadequate skills of users were the shortcomings encountered.

Currently, annual evaluation is only the means available and implemented for review and
formulation of successividHPs.

Primary Health Care and Health Syste8trengtheningin NHP - Primary health care is
addressed through inclusion of a community health care programme. Likewise Health system
development programme is included with the objective of strengthening health system. Overall in
process of plan formul@&n, inclusiveness is confined mostly to governmental sector and at the
central level. There still is a need for involving other remaining stakeholders particularly the academia.
The process also is limited mostly to formulation and approval. The remaitsiggs though included
are less dynamic.

Linkage with other policy/plans NHP is developed as a means to implemg@National
Health Policy. National Health Policy in turns provides the policy basis for formulatingHfheNHB
intended to provide fame and guidance for sufmtional and vertical plans. To what extent there are
consistency and synergies with other plans and strategies in place is questionable and still need to be
determined.
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Health infrastructure, particularly provision of public hbadervices and basic health services,
is oriented towards PHC approach. In addition the National Health Policy explicitly stated the adoption
of PHC approach in attaining Health for All. Functional referral system to higher level of care is
ensured with he inclusion of one project "primary medical care and referral of patients" in one broad
programme "community health care". Deployment and distribution of human resources is also
oriented towards PHC approach. Successive NHPs have been developed withiantaeork of
overall national development plans.

Integrating health activities of other sectors Ministry of health is the main and major
provider of comprehensive health care. NHP in this context provides the framework for health efforts
of other sectes. A thorough assessment of the mechanism for the integration and extent and
effectiveness of the framework of th&IHP willurther provide measures needed to be taken to
improve the integration.

Link with the budget and medium term expenditure framework NHRlocument includes
assessment and determination of financial requirement. However State budget procedures and
financial requirement for implementing NHP activities are developed and implemented separately.
This is the area to be strengthened both ircti@ical and managerial aspect, if the plan is to be
adequately resourced and implemented. However, financial requirement for programme
implementation could be estimated according to the wailns with respective agencies like WHO,
UNICEF and UNFPA.

Summay of NHP Process

NHPs are formulated within the guidelines and policy frame of the State. Sectoral involvement
in formulating the current NHP is limited mostly to the governmental sector. Previous health plans
have been formulated using Country Healthogilamming approach. Since then formulating
successive NHPs have been based on adapting this approach. Sectoral involvement that used to be
strong initially in the process of formulation need to be sustained and strengthened. Involvement of
remaining stakeblders is also necessary and need to be encouraged. Process is mostly confined to
plan formulation with remaining stages still limited.

National Health Plan (20:2016)
Based on Primary Health Care approaches the Ministry of Health had formulated foly ye
t S2L)X SQa ISIHfTGK tflrya FNRY wmprty (2 mMpawRbo2if 246SR
20062011. These plans have been formulated within the frame work of National Development Plans
for the corresponding period.
National Health Plan (20312016) in the same vein is to be formulated in relation to the fifth
five year National Development Plan. It is also developed within the objective frame of the short term
third five year period of the Myanmar Health Vision 2030, a 30 year long term healslopment
plan. With the ultimate aim of ensuring health and longevity for the citizens the followbrertives
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have been adopted for developing programs for the health sector in ensuing five years covering the
fiscal year 2012012 to 20152016.

T
T
T

To ensire quality health services are accessible equitably to all citizens

To enable the people to be aware and follow behaviors conducive to health

To prevent and alleviate public health problems through measures encompassing
preparedness and control activities

To ensure quality health care for citizens by improving quality of curative services as a priority
measure and strengthening measures for disability prevention and rehabilitation

To provide valid and complete health information to end users using modémation and
communication technologies

To plan and train human resources for health as required according to types of health care
services, in such a way to ensure balance and harmony between production and utilization

To intensify measures for develogmt of Traditional Medicine

To make quality basic/essential medicines, vaccines and traditional medicine available
adequately

To take supervisory and control measures to ensure public can consume and use food, water
and drink, medicines, cosmetics and helisld materials safely To promote in balance and
harmoniously, basic research, applied research and health policy and health systems
research and to ensure utilization as a priority measure

To continuously review, assess and provide advice with a vieeetexd@sting health laws are
practical, to making them relevant to changing situations and to developing new laws as
required

In addition to providing health services, to promote collaboration with local and international
partners including health relatedrganizations and private sector in accordance with policy,
law and rules existing in the country for raising the health status of the people

Consequently, to achieve these objectives current National Health Plan -22d8) is

developed around the followig 11 program areas, taken into account prevailing health problems in

the country, the need to realize the health related goals articulated in the UN Millennium Declaration,

significance of strengthening the health systems and the growing importance iaf, sonomic and

environmental determinants of health. For each program area, objective and priority actions to be

undertaken have also been identified.

Program Areas

1.
2.
3.

Controlling Communicable Diseases

Preventing, Controlling and Care of NOGommunicable Beases and Conditions

Improving Health for Mothers, Neonates, Children, Adolescent and Elderly as a Life Cycle
Approach

Improving Hospital Care
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5. Development of Traditional Medicine

6. Development of Human Resources for Health

7. Promoting Health Research

8. Determnants of Health

9.  Nutrition Promotion

10. Strengthening Health System

11. Expanding Health Care Coverage in Rural;t&an and Border Areas

Framework for Economic and Social Reforms (FESR)
(Policy Priorities for 201:2015) (Septembe2012)

As recently as 201IMyanmar was still labtdd as a pariah state. A year after a series of
politically liberalizing measures were introduced, a "second stage of reforms" took place in May 2012,
focusing on the social and economic transformation of Myanmar. In accordanceheitvision and
guidelines of the President, the Framework for Economic and Social Reforms (FESR) was developed in
consultation with senior officials of various ministries and departments of the government from the
period of May to October, 2012. This resd draft of FESR outlines policy priorities for the
government in the next three years while identifying key parameters of the reform process that will
allow Myanmar to become a modern, developed and democratic nation by 2030.

In this regard, FESR is essential policy tool of the government to realize both the short
term and longterm potential of Myanmar. First, it provides a reform bridge linking the ongoing
programs of government to the National Comprehensive Development Plan;yaa2Oongterm
plan, which the government is drawing up in consultation with parliament for the country's economy
to grow on a par with the dynamic Asian economies. Secondly, FESR serves as a required reference for
various entities of the government to develop more detaifettoral and regional plans. Third, it con
serve as a guide for building lasting cooperation with development partners as well as international
bodies to obtain mutual benefits. Last but not least, it focuses on potential "quick wins" that the
governmentwill consider implementing to bring tangible and sustainable benefits to the population.

FESR has twelve chapters, starting in the first chapter with an introduction on the background
to and sources of the proposed reforms. After reviewing recent devetopsin Chapter 2, FESR
articulates the broad goals of the reforms as well as specific objectives the government is targeting in
the medium term in Chapter 3. A key set of macroeconomic policies to promote inclusive growth,
stability and poverty reductiors highlighted in Chapter 4. 5ectoral policies, largely developed by line
ministries and departments and with a primary objective of colletyivcontributing to people
centred development and inclusive growth are compiled in Chapter 5. Chapters 6, 7altiess a
wide range of other necessary policy conditions conduaivadhieving peoplkeentred development
and inclusive growth; e.g. social, cultural and environmental aspects of development, national
harmony and regional development, and improving goece. Chapter 9 outlines strategies for
Myanmar to reposition herself in the international community through strategic engagements with
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neighbairring economies, the ASEAN Economic Community (AEC), the Greater MekenegiGub

and the rest of the world. lGapter 10 summarizes the required changes in the magnitude and
composition of public expenditure and the likely sources of financing. Chapter 11 details policies on
synchronizing the division of labofor devising necessary reforms between parliament atiwr key
stakeholders, developing an effective aid management framework, as well as consultative
mechanisms with civil society actors. The final chapter of FESR describes how the reforms outlined in
this document will be implemented, monitored and evalkecht

Quick Wins In each of the major areas of economic and social reform, the FESR discusses the
Government of Myanmar's (GOM) overall approach and actions already undertaken and then goes on
to set out the policy agenda for the coming three years, foi®n immediate actions or "quick
wins" as well as on those issues which require more analysis and/or consensus building before specific
decisions can be taken. The following paragraphs summarize some of thewgogckhat will guide
the country to succed not only in her transitional reforms but also to set sound foundations for
medium and longeterm development transformation, which will essentially change Myanmar into a
modern, developed and democratic country.

Few of the selected health sector redd components are as follows, and the whole executive
summary of the document is presented in section Il.

Health and EducationFM emphasizes the importance of rapidly improving both the quantity
and quality of primary health care and basic educatioMy@nmar. International experience confirms
the critical importance of such improvements as well as the possibility for "quick wins" with respect to
innovative health financing, school grants and student stipends/conditional cash transfers.

Health finanang- In the health sector, GOM will focus on a number of innovative measures in
health financing such as a voucher system for maternal and child health care, special funds for
destitute mothers and strengthening townshigvel health financing. Particulattantion will be paid
to allocating more resources to rural primary health care, infectious disease controls and maternal
and child health, in view of the acute need to improve health indicators in all these areas.

Food Security and agricultural growtksiven a high percentage of agricultural contribution to
GDP and employment in the country, agricultural growth is critical for inclusive development. GOM
will ensure that food security is achieved throughout the country, and will develop strategies that wi
channel benefits of reforms and growth strategies towards helping improve the welfare and income
of farmers, farm laborers and their dependent families. Immediate measures on boosting
agricultural productivity can be achieved by increasing extensiowices and government loans,
removing barriers throughout the supply chain and promoting demanented market support
mechanisms, which will pave the way for leiegm structural and institutional reforms needed in the
sector. Options for improving aguiltural peformance in the near term centraround the following
key interventions: improving productivity of rice sector (through improved seed quality, better
agronomic practices, optimized fertilizer and input dosages, and integrated pest management);
promoting dry season diversification into highlue horticulture, fresh fruits, poultry and small
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livestock by both small farmers and landless; improving water management at the farm level through
low-cost micrairrigation and expanding micfinance actiity in rural areas, to improve access to
inputs and reduce reliance on money lenders.

Governance and Transparendyrom its very inception last year, GOM has been emphasizing
the importance of "good governance, clean government" and international expegieertainly
reinforces the fundamental importance of positive and sustained interventions to improve
governance for both growth and poverty reduction. The government has already taken a series of
actions to improve governance and FESR lays out a &rfgture actions the government proposes
to take across the core areas of public administrative reforms, information access and transparency,
control of corruption, rule of law and participation and consultation. In many of these areas,
implementation of spcific actions will need to wait until strategies have been prepared or laws have
passed. In the interim, therefore, it is important to consider what further actions can be taken
immediately in the form of quick wins. In this regard GOM intends to movadgth the following
actions.

National BudgefTransparency Budgets are a critical link for citizen participation in the new
democratic process of national development; and international experience certainly shows that civil
society engagement can si§inantly improve budget processes, decisions and outcomes and thus
transform the lives of people. To make this possible, international experience also demonstrates the
critical importance of at least eight key budget documents being released to the udienade
available for discussion, namely the gredget statement, executive's budget proposal, enacted
budget, citizens' budget or guide to the budget for citizensjgar reports, mieyear review, end/ear
report, and audit report. In this regard andiilding on the progress made last year, GOM will
consider preparing, publishing and making easily accessible for citizens as many of these reports as
possible.

FESR represents a fist bold initiative of the Government of Myanmar to reform an
economy once pedicted as doomed. As such, FESR is a starting point, not the end point of various
initiatives that the country will undertake in the next few months. It is also subject to public
consultation, comments and criticisms; therefore, FESR will serve as mapafbr continuous
improvement of reform strategies for the next three years, and it looks forward to deepening the
planning process as well as covering new areas for reform in guiding Myanmar on to a path of
restoring the glory and growth she has enjoyea long period of her history.

In short it may be summarized as:
9 Sustained industrial development in catching up with global economics while keeping up
momentum of agricultural reforms and attaining poverty alleviation and rural development
1 Equitable shang of resources, budgetary or foreign aids, among regions and states while
promoting foreign and local investment for regional development.
9 Effectie implementation of peopleentred development through communitgriven,
participatory approaches to impv@ment of education, health and living standards
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1 Reliable and accurate statistics and information to inform public policy decisions

National Comprehensive Development Plaklealth Sector (20141 to 2030631)

As an integral component of the lostgrm visionary plan, the National Comprehensive
Development Plan (NCDPMHealth Sector (2022011 to 20362031) has been formulated based on
changing situation. The formulation of the NCDP must link with related sectors as well as also link
with the States and &gional Comprehensive Development Plans. This long term visionary plan with it
objectives will be a guide on which further shtetm national health plans are to be developed. So
also it links with the Spatial Planning.

With the objective of uplifting th health status of the entire nation, the Statesprovided
policy guidance for implementing health development activities through the National Health Plans.
With expansion of health services to improve the health care coverage including hard to reach and
remote border areas, promoting quality of health care services with competent health care providers
by using advanced techlugies and modernized equipmerimproving socieeconomic standard and
health knowledge of the people, morbidity and mortality adnemunicable diseases have been
decreased significantly and life expectancy and health status of the people has been increased.

The Ministry of Health is providing comprehensive health care services, covering activities for
promoting health, preventing demses, providing effective treatment and rehabilitation up to the
grassroot level.

Aiming towards the "Health folAll Goal, series of National Health Plans based on primary
health care services have been systematically developed and implemented. Tretriad Health
has formulated four yearly People's Health Plans starting from 1978. From 1991 onwards, successive
National Health Plans have been formulated and implemented. Thus, the health status of the people
has been raised in all aspects. In 199@ternal mortality ratio was 1.87 per 1000 live births in rural
and 1.02 per 1000 live births in urban and has reduced to 1.52 per 1000 live births in rural and 1.13
per 1000 live births in urban in 2009. Infant mortality rate has decreased to 27.8 pelit@tirths
and 25.7 per 1000 live births in rural and urban respectively in 2009 compared to 1990 where
mortality rate was 48.8 per 1,000 live birth in rural and 47.0 in urban area. The -fimdemortality
rate has declined from 72.2 per 1,000 live bérfh 1990 to 36.5 in 2009.

In 1988, the life expectancy at birth was 56.2 years for males and 60.4 years for females in
rural area and 59 years for males and 63.2 years for females in urban area. In 2009, life expectancy at
birth has improved to 64.1 yesuifor males and 67.5 years for females in rural aeds5.5 years for
males and 70.7 years for females in urban area. It is needed to ensure qualify and comprehensive
health services are accessible equitably to all citizens and also required to proreagedlity health
care services of private sector by proper supervision and monitoring mechanism.

Review of issues in health sectoin Myanmar, communicable diseases; rmommunicable
diseases; injury; maternal, neonatal and child health conditions;gamngtric health were identified

24



as priority country health problems. Moreover, utilization of qualified human resources for health,
expansion of health infrastructure in rural area, provision of drugs and medical equipment,
strengthening of administrativenanagement of health care delivery system, proper allocation of
budget and reduction of catastrophic health expenditure are current challenges for health sector.
Besides, there is still needed to improve rural health development and poverty alleviagtiey b
transportation, widespread dissemination of health education and information, utilization of modern
technology, prevention of natural disasters, recruitment of voluntary health workers, reduction of
out-of-pocket health expenditure and establishmearitcommunitybased health insurance system.

Among challenges of the health system, transportation, literacy, culture and belief,- socio
economic condition, migration and @peration and coordination with health related sectors are the
key influencing fadrs. According to IHLCA Survey (22020), the literacy rate was 95.8%. The
literacy rate was higher in the plain region than the hilly region because of good transportation
system and the availability and accessibility of schools. The health care avemifficult to reach
the mobile population. For example, the vaccine preventable diseases and infectious diarrhea are
common among the mobile population and it is difficult to control.

Although there is collaboration and @peration between health antiealth related sectors
including NGOs, formulation of health care programs and accessibility and availability of information
are still necessary.

Policy and Institutional ArrangemerntdVith the ultimate aim of the raising the health status
of the people Ministry of Health has adopted the following policies

1) To uplift the health status and ensuring health and longevity for the citizens

2) To strive the sustainable development of the health care services in accordance with
international standard

3) To improve he determinants of health

4) To implement health development programs appropriately according to international
declarations, agreements and commitments
5) To accelerate the health sector development in line with the ASEAN Economic Community
Comprehensive healttcare covering promotive, preventive, curative and rehabilitative
services are provided by various categories of health institutions at Central, State & Regional, District,
Township and Village/Ward levels. National Health Committee is composed of Hesdith related
ministries and NGOs. The National Health committee takes the leadership role and gives guidance in
implementing the health programs systematically and efficiently. Under the guidance of the National
Health Committee, various health commiteédhad been formed at each administrative level for
monitoring, supervision and coordination with health related sectors and NGOs. Infrastructure for
service delivery isdsed upon subural health cente and rural health cemé where Midwives, Lady
Health Visitors and Health Assistant are assignegravide primary health care services to the rural
community. Those who need to special care are referred to the Station Hospital, Township Hospital,
District Hospital and to Specialist Hospitals successively.
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The rural health ceme takes the responsibility of health care in the rural areas. There is 13
basic healthstaff in the rural health cemé and one midwife is taking care of about 5,000 to 10,000
people.

Barriers to Health Sector Development Population density, transportation and
communication, soci@conomic condition, culture and belief, migration and geographical distribution
are the major challenges for the health care delivery in some areas.. The major sources of finance for
the health care servas are the government budgets, community contributions, social assistance and
in some regions/ states, contribution of local government. However, inadequate finance still exists for
the vulnerable people. In remote areas, difficulties in the field vistt attrition of health staff and
voluntary health workers including auxiliary midwives are the barriers for the provision of health care
services. The ojob training, continuing medical education and fulfilling of necessary supports are
needed in all level

Strategies for Development of the Health SectorAiming towards the health sector
development, the following objectives and strategies has been being implemented.

The following strategies are formulated in order to meet the objective of the reviev an
development of the health policy and legislation for the health system strengthening,

1) Organize the health policy and legislative committee andcrhmittee according to the
procedures

2)  Review and revise the existing health policy and laws

3)  Provide the sugestions in formulation and development of health policy and laws
Aiming towards the universal health coverage, the following strategies are formulated for
exploration and development of alternative health care financing system.

1) Strengthen the primary héth care and rurabased activities

2) Initiate the nationwide effective and efficient interventions such as maternal and child
health care and free provision of essential drugs

3) Plan to implement the social protection program for accessibility of healthseamdces

4) Manage the effective utilization of international aids on the national health development
activities

5) Perform the health policy analysis

Strengthening of Health Information System
To strengthen the health information system, the following stragsgare laid down.
1) Develop the National HIS Policy artiealth Policy
2)  Produce and deployment of the health information staff at all levels
3) Strengthen the Health Management Information System according to the International
standard
4) Include the private hedft sector in National Health Information System
5) Encourage the utilization of information for management and decision making up to the
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grass root level

6) Promote the utilization of advanced information communication technology in health
information system

7)  Strengthen the cooperation and coordination among stakeholders

e-Health Development
The following strategy has been identified to assist the health system development by using the
advanced information and communication technology.
1) Establish the expanded infmation network by using ICT for the health care and health
related activities in various levels of health system.
Township Health System Development
To meet the Millennium Development Goal (4), reduce child mortality, and Goal (5), improve
maternal healththe following strategy is drawn up;
1 Formulate the strategyf coordinated township health plan for the strengthening of health
care system
Disease Control Programme
National AIDS and Sexually Transmitted Disease Control
To reduce HIV transmission and Hélated morbidity, mortality, disability and social and economic
impact, the following three strategic priorities are set up;
1) Prevention of the transmission of HIV through unsafe sexual contacts and use of
contaminated injecting equipment
2) Comprehensive cdimuum of care for people living with HIV (PLHIV)
3) Mitigation of the impact of HIV on people living with HIV and their families
National Tuberculosis
To reduce the mortality, morbidity and transmission of TB until it is no longer a public
health problem; stategies are formulated as follows;
1) Pursue high quality DOTS expansion and enhancement
2) Address TB/HIV, MBRB and the needs of poor and vulnerable population
3) Contribute to health system strengthening based on primary health care
4) Engage all health care priders
5) Empower people with TB and communities through partnership
6) Enable and promote research
Malaria Control
To reduce of malaria morbidity and mortality, prevent seegmnomic losses due to disease
burden, eradicate malaria in 2015, National malariataarstrategies are set as follows;
1) Prevention and control of malaria by providing information, education and
communication up to the grass root level
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2) Prevention and control of malaria by promoting personal protective measures and/or by

3)
4)
5)
6)

7)

8)
9)

introducing enviromental measures as principle methods and
application of chemical and biological methods in selected areas depending on local
epidemiological condition and available resources

Prevention, early detection and containment of epidemics

Provision of early diagrsis and appropriate treatment

Surveillance on the information and the morbidity of malaria

Promote capacity building and programme management of malaria control
programme (human, financial and technical)

Strengthen the partnership by means of inactolal and intersect oral cooperation
and collaboration with public sector, private sector, local and international- non
governmental organizations, UN agencies and neighboring countries

Intensify community participation, involvement and empowerment

Promote baik and applied field research

Lymphatic Filariasis Control
To eliminate the Lymphatic Filariasis from health problems by the end of year 2020, the

strategies are:

1)
2)

3)
4)
5)
6)
7)

Provide information, education and communication up to the grass root level

Mass drug admistration, DEC (Diethylcarbamazinecitrate )and Albendazole, in the
target areas

Community based selfelp morbidity control

Comprehensive vector control

Capacity building for vector borne disease control team and basic health staff
Building and sustainingartnership

Community ownership of the MDA programme

Dengue Hemorrhagic Fever Prevention and Control

Dengue Hemorrhagic Fever prevention project has the following six strategies for reducing

the disease morbidity and mortality.

1)
2)

3)

4)

Disease surveillance byblaratory diagnosis and case reporting

Anti-mosquito measures are carried out with the-calination of other vector born
disease control programs

Increase health knowledge of the public in prevention of DHF, improving the technical
skill of the health carstaffs and upgrading laboratory diagnosis facilities for effective
treatment

Speed up the health education concerning DHF prevention

28



5)

6)

Disease surveillance and collaboration with other related sectors for effective control
of the disease

Conducting researcto enhance effective prevention and control activities

Leprosy Elimination

Leprosy elimination project also formulates the eight strategies for reduction of the disease

1)
2)
3)
4)
5)

6)
7)
8)

burden on the public, quality and equity health care services. They are

Early detetion of new leprosy cases and provision of quality health care
Prevention of disability

Provision of rehabilitation services

Capacity building for health care staffs

Advocating and coordinating with governmental organizations, -governmental
organizatiors, private and local authorities

Disease surveillance, field supervision and evaluation

Increase knowledge and change attitude and behavior of community on leprosy
Conducting research

Trachoma Control and Prevention of Blindness

Trachoma control and pwention of blindness project aims to eliminate avoidable blindness
by the year 2020 and reduce the blindness rate to 0.5% with the following seven strategies:

1)

2)

3)
4)

5)
6)

Expanding the primary eye care services all over the country and community
involvement

Develop hman resources such as eye specialists, eye care nurses, technicians and
primary eye care staff

Increasing the number of eye care centers

Quantitative as well as qualitative eye care and treatment services for preventable eye
diseases such as cataract a@ugoma

Disseminating health information on primary eye care management

Promoting surgical care for eye diseases

7) Effective case detection and treatment of infectious trachoma patients

Prevention and Control of Nenommunicable Disease and other Relatedn@mions

The strategies to prevent and reduce disease, disability and premature death from chronic non

communicable diseases and conditions are as follows:

1) Establish the national institution for NCD and formulation of basic principle

2) Adopt the healthy lifestyles and reduction of risk factors

3) Provision of effective and equitable access to those who need health care services
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4) Conducting research for effective and efficient method of prevention and control

Public Health Programme
Basic Health Services
Taopromote the coverage and quality of health services, the following strategies are laid
down.
1) Expand the number of rural health centers, stdmters and urban health centers to
meet the minimum requirements
2) Appointment of health staffs in line with number ofdléh centers
3) Production of voluntary health workers with community involvement
4) Supply and replenishment of kits for rural health centres, basic health staffs and
voluntary health workers
5) Onjob and refresher training for BHS and VHWs.
Maternal and Child Halth
The following strategies are laid down for implementing of the health status of mothers,
newborns and children by providing quality health services.
1) Strengthening reproductive health services at all levels
2) Promote the quality of health care méces to reduce the maternal mortality
3) Collaborating with other related sectors regarding reproductive health
4) Strengthening monitoring, supervision and resource allocation
Adolescent Health
The following strategies are used for provision of qudldiglth care services for adolescents,
I)  Implementing the accessible health care services for the adolescents
2) Enhancing the skill of thedB$s on adolescent health care services
3) Wide dissemination of correct health knowledge among adolescents
Stool Health
School health project aims to adopt healthy life style among students by the following
strategies.
1) Increase the correct health knowledge among students for adoption healthy life style
2) Organize National, State/ Regional, District and Towngtipa health committees
3) Improve research on school health
4) Enhance multsect oral cooperation
5) Increase collaboration and coordination with UN agencies and national and
international organizations
Nutrition Promotion
By adequate food supply at householddéfor ensuring nutritional welbeing and longevity
of all citizens, the strategies are mentioned below:
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1)

Encourage household food production

Community involvement in nutrition promotion

3)
4)
5)
6)
7)
8)
9)

Nutrition supplementation

Drug supplementation

Food fortification

Health education

Deworming

Surveillance and research
Behavioral change on nutrition habits

10) Human resource development for nutrition promotion

11) Multi-sectoral cooperation
Food Safety
The Food Safety project is responsible for the argn healthdevelopment of the nation.

The following strategies were identified

1)
2)

3)

Expanding the human resources for food and drug administration division
Quantitative and qualitative improvement of the laboratory services on food and drug
administration

Improve the cdhborative effort within the regional and international standards on food
and drug control

Pharmaceuticals, Medical Devices and Cosmetic Quality and Safety

To supervise and control of production, import, distribution and sale of quality assured and

efficacious drugs, cosmetic and household commodities, the following strategies are undertaken;

(1)
()

(3)
(4)

Capacity building of FDA staff from central, state and regional level

Monitoring, supervision and assessment of drugs, medical devices and cosmetics control
activities at State and Region levels

Cooperation of related departments and manufacturers

Monitoring the occurrence of adverse effects of medicines and cosmetics

Curative Services Programmes
Promoting Quality of Hospital Services

To

promote the quality of health care services at all levels of hospitals, the following

strategies have been implementing;

1)

2)
3)

Develop the equitable access to health services by establishing new hospitals in rural and
special regions

Provision of human resources, suiict supply of drugs and medical equipment

Capacity building for health care providers
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Expanding Health Care Coverage in Border Areas

With the aim of improving the health status of the national races residing in remote border

areas, healthdevelopmentand health care activities have been implemented according to the

following strategies;

1)
2)
3)
4)
5)

6)
7)
8)

9)

10)
11)
12)

Provision of hospitabased and community based health care services in border areas
Construction and maintenae of hospitals and health cees in border areas
Increaseappointment of health staff

Supply of essential drugs and medical equipment

Special training course for doctors and nurses serving at health institutions in border
areas

Award to outstanding health care personnel

Support to the health personnel

Prioritize and address the health problem in respective remote areas encompassing
preventive, promotive, curative, rehabilitative aspects of health care and field supervision
and primary health care services

Control of drug abuse and treatment of drug addicts

Coordination of health and health related departments and NGOs

Monitoring and field supervision

Evaluation of border areas health care services annually

Promoting Laboratory and Blood services

To expand and upgrade the diagnostics and pufdialth laboratory services and provide

adequate supply of safe blood in every hospital, the following strategies are applied;

1)

2)

3)

4)

5)
6)

Expansion of laboratory services by establishing laboratories in townships, station and
border hospitals where there are nesxisent and deployment of staff and supply of
drugs and equipments

Establishing standard staff strength for every categories of laboratory in the whole
country

Facilitating the high standard of diagnostics and public health laboratory services
according to cagory of laboratory

Expanding blood centers to provide comprehensive blood bank services and transfusion
services in Yangon, Mandalay and other regions and states

Ensuring increasing availability of blood and blood products

Mobilizing and recruiting morealuntary donors to provide adequate supply of safe blood

Provision of Essential Medicine
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Following strategies are implemented in order to ensure that every citizen have regular

access to safe, quality, efficacious and4owst essential medicines and i@al use of essential drugs

in every health care facilities.

1)

2)
3)

4)

5)

Promoting the rational use of drugs by providing comprehensive knowledge
management, laws and regulations

Supply essential drugs based on public demand

Reinforcement of sufficient drugs and medli equipment supply system as well as health
care system

Edition and distribution of Hospital Formulary and standard Treatment Guidelines in
every four year

Updating and distribution of the national list of Essential Medicines

Development of Myanmar Tratlonal Medicine Programme

To promote the quality health care services by traditional medicine, the followings are

implemented as strategies;

1)
2)
3)
4)
5)

Upgrading of the quality of teaching skills in traditional medicine

Expansion and Upgrading of traditional medkcclinics and hospitals

Supervision and monitoring of safe and quality assured traditional drugs manufacturing
Strengthening the capability of research in traditional medicine

Conservation of scarce medicinal plants and production of quality raw matddals
traditional medicine drug factory

Human Resources for Health Development Programme

To raise the health status of the people and to ensure sustained development of

comprehensive health services through production of quality human resources acctrdirggneeds
of the country and planning for effective utilization, the following strategies are laid down.

1)

2)

3)

4)

Produce different categories of health professionals according to the human resources for
health needs

Development of infrastructure, teaching/ledng materials, technology, libraries,
upgrading laboratories to meet the international standard

Regular review, revise and update of curricula for relevance to the changing trends in
medical education

Strengthening of human resource information and reshaactivities

Promoting Health Research Programme

The following strategies are taken in order to solve the public health problems and to

contribute to comprehensive health care services:
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1)
2)
3)
4)
5)
6)

7)

Conduct health research programme especially health policy andnsystgearch

Conduct research on emerging andamerging communicable diseases

Conduct research on necommunicable diseases increasing with the changing life style
Implement research on the danger of environmental pollution

Conduct research activities caroed with traditional medicine

Explore technologies for the diagnosis, management and control of common
diseases/conditions

Strengthen research capacity through development of infrastructure and manpower, and
human resources development, necessary foeétf’e health research

Dissemination of research findings through websites of DepartmeritedicalResearch

Policy and Institutional reforms priorities and Indicative programs

Priority Programmes

National Comprehensive Development Plan (Health Spd@01112 to 203631) will be

implemented with the following seven priority programme areas.

Health System Strengthening Programme

1) Health Policy and Legislation

2) Universal Health Coverage

3) Strengthening of the Health Information System
4) e-Health Development

5) Township Health System Strengthening

Disease Control Programme

1)
2)
3)
4)
5)
6)
7)
8)

National AIDS and Sexually Transmitted Disease Control

National Tuberculosis Control

Malaria Control

Lymphatic Filariasis Control

Dengue Hemorrhagic Fever Prevention & Control

Leprosy Control

Trachoma Control and Prevention of Blindness

Prevention and Control of NeBommunicable Diseases and Conditions

Development of Public Health Programme

1)  Basic Health Services

2) Maternal and Child Health
3)  Adolescent Health

4)  School Health

5) Nutrition Promotion

6) Food &fety
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7) Pharmaceuticals, Medical Devices and Cosmetic Quality and Safety

Improving Hospital Care Programme
1) Promoting Quality of Hospital Services
2) Expanding Health Care Coverage in Border Areas
3) Promoting Laboratory and Blood services
4) Provision of Essential ddlicines
Traditional Medicine Development Programme
Human Resources for Health Development Programme
Promotion Health Research Programme
Health Reform Strategies and Priority Areas (June,2012)
1 Rural Health Development
1 Poverty Alleviation and Universal HeaCoverage
1 Exploration of Opportunities for Effective Provision of Health Services Effective Cooperation
with NGOs and INGOs and Monitoring and Evaluation
1 Development of Human Resources for Health

Myanmar Comprehensive Development Vision (MCHEIRIA) (Agust-2012) Fast Track Areas
1 Integrated Energy
1 Rural Development and Poverty Reduction including Microfinance
1 Agriculture Sector Development /Fisheries and Livestock sector
9 Infrastructure and Integrated Energy Development

National Development Plan (HealSector) (201:2015)Direction
9 Solving priority health problems of the country

Rural health development

Realizing Millennium Development Goals

Strengthening health system

= =4 =4 =4

Improving determinants of health

National Comprehensive Development Plan (Healtid¥(2011-2012 to 203€2031)
1 To uplift the health status and ensuring health and longevity for the citizens
I To strive the sustainable development of the health care services in accordance with
international standard
i To improve the determinants of health
1 To implement health development programs appropriately according to international
declarations, agreements and commitments
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9 To accelerate the health sector development in line with the ASEAN Economic Community

Health Care System

Myanmar health care system evolves with changing political and administrative system and
relative roles played by the key providers are also changing although the Ministry of Health remains
the major provider of comprehensive health care. It has a pktialmix of public and private system
both in the financing and provision. Health care is organized and provided by public and private
providers.

Evolution of Organization and Administration Services

Following complete colonization of the country by tiitish in 1886, Health Services
Administration, a centralized body responsible for both the curative as well as the preventive health
services was set up and a post of Sanitary Commissioner was created. Later in 1889, the two services
were separated and aew post of Inspector General of Hospitals was created for administration of
hospital services. In addition to the control of government hospitals, the Inspector General of
Hospitals controlled the following government institutions, the Chemical Examimatboratory, the
Pasteur Institute (a large bacteriological laboratory) and the Burma Government Medical School. The
Sanitary Commissioner, renamed Director of Public Health Services was responsible for the public
health aspect of the administration. Tée two centralized bodies controlled the health services.

At the peripheral level where the geographic regions were called districts, health services
under the central control, was managed by senior doctors called Civil Surgeons. In the larger districts
curative and preventive services ran parallel and the latter was managed by senior medical officer
called the District Health Officer. The post did not exist in smaller districts and both services were
managed by the Civil Surgeons.

Hospitals were thendivided into two categories by virtue of ownership. These were
Governmental and Local Fund Hospitals. The former hospitals included the Rangoon General Hospital,
the Rangoon Dufferin Hospital, the Tadagalay Mental Hospital, the Mandalay General Hdspital, t
Maymyo Civil Hospital and the Myitkyina Civil Hospital. Virtually all other hospitals in the districts and
the townships belonged to the local fund group of hospitals. All financial commitments of the
government institutions and hospitals were the resgbility of the Government while the local fund
K2alLAidlfa 6SNBE FTAYIFIYOSR FTNRBY | 02ttt SOGAz2zy 27F TFdzy
of income for this scheme were; funds from respectiveal bodies, government contributions and
subscripions and donations from the public. These Local Fund Hospitals were managed by Hospital
Management Committees the members of which were determined by the Divisional Commissioner.

During the Japanese occupation the general administration remained the saugh new
posts namely, Director of Medical Services and the Director of Public Health Services replaced the two
earlier posts. With return of the British administration the health services were reintegrated under a
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single director called Director of Ma&xl and Health Services. Another directorate was set up, called
the Directorate of Women and Child Welfare, previously the Women and Child Welfare Board.
Following the Independence and in 1951 a Directorate of Child Health Services was formed. This
directorate functioned as a separate body and was responsible for both the social welfare (including
control of juvenile delinquents) and health of the children. Consequently there was some overlapping
of work with incompetency in administration.

Following reoganization of health services in 1953, with the assistance from the World
Health Organization which assigned an advisor in Public Health Administration, these shortcomings
were redressed. Consequently these independent directorates were unified into le siingctorate
OFftf SR GaiKS S5ANBOG2NNIzZEY E@N) 25 6t &8 O&GNBBEPEEA &5 SERN
directorate was headed by a Director of Health Services. In 1953 all local fund hospitals were
nationalized by the Government. But at the pareral level, hospitals still remained separate from
public health services.

In 1965 the Directorate of Health Services was agairganized to expand the coverage of
health services to reach the rural areas, to ensure a uniform increase in the fekebibh of the
Union, to integrate health services, to eliminate duplication of work through unification of different
sections of the health services and to decentralize health administration by delegation of authority to
the Divisional and Township Haalbepartments. In addition to undertakingaeanization at central
level, an intermediate level of health administration was introduced in six among nine of
administrative regions in the Union. These were; Rangoon Special Division, the Central Dision,
North Western Division, the South Western Division, the South Eastern Division and the Eastern
Division. They are now called State/Division (State/Regional) Health Departments. Township became
the basic health unit at the peripheral level and Townshiedical Officers were assigned
responsibilities for all health services (curative and preventive). Organization and administration of
health services by levels at different administrative period are shown by organization charts in the
following pages.

Curent Health Care System

In implementing the social objective laid down by the State, and the National Health Policy,
the Ministry of Health is taking the responsibility of providing promotive, preventive, curative and
rehabilitative services to raise theealth status of the population. Department of Health one of 7
departments under the Ministry of Health plays a major role in providing comprehensive health care
throughout the country including remote and hard to reach border areas. Some ministriessare al
providing health care, mainly curative, for their employees and their families. They include Ministries
of Defense, Railways, Mines, Industry [, Industry I, Energy, Home and Transport. Ministry of Labour
has set up three general hospitals, two in Yangmd the other in Mandalay to render services to
those entitled under the social security scheme. Ministry of Industry (1) is running a Myanmar
Pharmaceutical Factory and producing medicines and therapeutic agents to meet the domestic needs.
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The private,for profit, sector is mainly providing ambulatory care though some providing
institutional care has developed in Yangon, Mandalay and some large cities in recent years. Funding
and provision of care is fragmented. They are regulated in conformity witlprtxéisions of the law
NEBflGAy3d G2 tNARAGIGS 1SFTGK /FNB {SNBAOSad DSySN
Association with its branches in townships provide these practitioners the opportunities to update
and exchange their knowledge and exipeces by holding seminars, talks and symposia on currently
emerging issues and updated diagnostic and therapeutic measures. The Medical Association and its
branches also provide a link between them and their counterparts in public sector so that private
practitioners can also participate in public health care activities. The private, fopruit, which is
another sector also providing ambulatory care though some providing institutional care has
developed in large cities and some townships.

One unique ad important feature of Myanmar health system is the existence of traditional
medicine along with allopathic medicine. Traditional medicine has been in existence since time
immemorial and except for its waning period during colonial administration whepathic medical
practices had been introduced and flourishing it is well accepted and utilized by the people
throughout the history. With encouragement of the State scientific ways of assessing the efficacy of
therapeutic agents, nurturing of famous andreamedicinal plants, exploring, sustaining and
propagation of treatises and practices can be accomplished. There are a total of 14 traditional
hospitals run by the State in the country. Traditional medical practitioners legere trained at an
Institute of Traditional Medicine and with the establishment of a new University of Traditional
Medicine conferring a bachelor degree more competent practitioners can now be trained and utilized.
As in the allopathic medicine there are quite a number of private tiawi#tl practitioners and they
are licensed and regulated in accordance with the provisions of related laws.

In line with the National Health Policy NGOs such as Myanmar Maternal and Child Welfare
Association, Myanmar Red Cross Society are also taking shane of service provision and their
roles are also becoming important as the needs for collaboration in health become more prominent.
Recognizing the growing importance of the needs to involve all relevant sectors at all administrative
levels and to mohite the community more effectively in health activities health committees had
been established in various administrative levels down to the wards and village tracts. These
committees at each level were headed by the responsible person of the organs of pomaern and
include heads of related government departments and representatives from the social organizations
as members. Heads of the health departments were designated as secretaries of the committees.

Governance structure
The Ministry of Health isdaded by a Union Minister who is assisted by two Deputy Ministers. There
are seven departments within the Ministry of Health (MoH), each responsible for different aspects of health
care. These are:
1 Department of Health Planningesponsible for developinthe National Health Plan and managing the
health information system;

38



1 Department of Health responsible for provision of health services and deployment of health workers;

1 Department of Medical Scienceesponsible for the production of health workers;

1 Departments of Medical Research (Lower, Upper & Centrafesponsible for conducting medical
research and provide evidence based data for policy making; and

1 Department of Traditional Medicing responsible for the development of Myanmar Traditional

Medicine(Myanmar Ministry of Health, 201 WHO, 2006Myanmar Ministry of Health, 2007

TheDepartment of Health Plannirig responsible for formulation, monitoring and evaluation
of the National Health Plan. In formulating health plans anthdsets, the Department obtains
information from many sources within the Ministry of Health and beyond and disseminates the
information through regular publications and consultations.

The Department of Healthhas primary responsibility for health servipeovision for the
entire population of the country. Under the management of the Director General, there are ten
different sections comprising of: Administration; Planning; Public Health; Medical Care; Disease
Control; Central Epidemiology; Food and Drugmikistration; National Health Laboratory;
Occupational Health; and Nursing.

The Department of Medical Sciends mainly responsible for medical education and human
resource production for health. There are seven different sections under the managemém of
Director General comprising of: Administration; Planning; Undergraduate; Postgraduate; Nursing;
Foreign Relation; and a Medical Resource Centre.

The Department of Medical Research(Lower Myanmemnprises of 22 research divisions,
eight supporting diisions and ten clinical research units of various disciplines. The Department
conducts research on six major diseases (tuberculosis, malaria, hypertension, diabetes mellitus,
diarrhoea and dysentery); investigates reputed medicinal plants; and healthnsystgearch under
the guidance of Ministry of Health.

The Department of Medical Research (Upper Myanmaohsists of ten research units and
eight supporting units. They conduct research in areas such as reproductive health, malaria
prevalence, antimicrobladrugs, medicinal plants and some operational studies. This department is
also involved in research aimed at identification of novel medicinal plants for treatment of six major
diseases.

The Departments of Medical Research (Central Myanncarnducts reseah on cancers, infectious
diseases, drug sensitivity testing, and health system research. Advanced molecular biological
techniques have been well established such as RNA technology, Polymerase Chain Reaction (PCR)
technology, irsitu hybridisation, Realiffie (RTPCR) and sequencing techniques.

The Department of Traditional Medicings responsible for provision of comprehensive
traditional medical care services, production of competent traditional medical practitioners and
investigating to produce safe amdficacious new traditional therapeutic agents.

The Myanmar health care system has evolved, with the changing political and administrative system.
The roles played by the key providers are also changing, although the Ministry of Health remains the
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major provider of comprehensive health care. Myanmar has a pluralistic mix of public and private
systems both in terms of financing and provision.
Health services organisation

Health services are provided by the public, private and-government organisatioifiNGO)
sectors. The health system is decentralised, with services being offered to patients at the
ward/village, township, district, state/regional and national level according to complexity of needs.

The health system is networked by 1,558 rural healthties (RHC) under the administration
of the Township Medical Officer (TMO). Each township serves approximately 100,000 to 200,000
people (Tin et al., B04) and is responsible for providing primary and secondary care services. Each
RHC has four satellite swbral health centres that serve 1,000 to 6,000 people and are staffed by a
midwife and a public health supervisor grade 2 (PHSII). Supporting shbsaral health centres are
volunteer health workers who provide a smaller range of primary health care serflicest al.,
2010. These volunteer health workers include auxiliary midwives and community health workers who
are recruited and trained by the township health authority to provide basic health care services,
primarily health promotion, to aras not serviced frequently by midwive¥HO, 2005

At each RHC, an average of 20,000 people are served by a team of health workers collectively
known as Basic Health Staff (BHB) et al. 2004 The minimum set of sanctioned staff inagh RHC
and its sukcentres include one Health Assistant (who heads the RHC), one lady health visitor (LHV),
five midwives (one in main centre and four in stdntres), five public health supervisor Il (one in
main centre and four in subentres) and one atchman (Myanmar Ministry of Labour, 20)0In
2009, 57% of BHS were midwives, 15% PHSII, 11% LHV, 10% Health Assistants, 5% PHSI and 2%
Township Health Nurse. 4586 voluntary health workers were community health workers, 38% were
auxiliary midwives and 17% were traditional birth attenda(@®partment of Health Planning and
Department of Health, 2011 These voluntary health workers are not paid but are considered
nevertheless to be BHS helpers, supporting midwives and PHSII in hard to reach regions. Thus, their
capacity to contribute to the health system depends on the ikdvdzl € /1 2 | yR GKSANI C
support(Tin, 2009.

These BHS cover 18.9% of the population, with ealggeilaveraging 22 visits each year from
a BHS. However, urban areas receive far more visits, with the Yangon region averaging 42.9 visits,
Mandalay 27.2 and Magway 25.0. In comparison, the most remote states of East Shan and Chin
received only 8.0 and 9uisits annually. On average, 22.4% of the population receive general medical
services, increasing year on year for the past 13 years. However, this milestone is still less than half of
the target of 50% set by the Mofepartment of Health Planning and Department of Health, 2011
There is a push to improve health services in rural and border areas, but many of the improvements
seen in the health sector are not atalgrassroots levéMyanmar Ministry of Health, 2006a

Within each township, there is one Township hospital with 16, 25 or 50 beds; at least 1
Station hospitals; and-4 RHC. Station hospitals, including $oMynship hospitals, are equipped with
general medical, surgical and obstetric facilities and resources. EaotnShospital has a minimum
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of 18 staff, including one Station Medical Officer (SMO), who is the head, one assistant medical
officer, two staff nurses, four trained nurses, one PHSI, one pharmacist (grade 4), one laboratory
technician (grade 4), two dreers, one watchman and four domestic and ancillary workers.

Township hospitals have facilities to provide laboratory, dental, major surgical procedures,
and are the first place of referral for patients requiring higher level care. The largee§0rowiship
hospitals and District hospitals have specialist and intensive care services available. More advanced
secondary and tertiary health care services are available at the State/Regional level hospitals, Central
and teaching hospital@Myanmar Ministry of Health, 20)1Traditional medicine clinics are available
at the township level and beyond.

In urban areas, urban health centres, school health teams and maternal and child health
centres provide most of the health services. Increasingly specialist care is provided to patients up the
referral pathway from Station hospitalownship hospital, District hospital and to a specialist hospital
successivelfMyanmar Ministry of Health, 20)1
There were 3,167 public health facilities in 2€2@L 1, including:

1 924 government hospitals, holding 43,789 beds;
86 primary and secondary health centres;
348 maternal and child health centres;
1,558 rurd health centres;
14 traditional medicine hospitals; and
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237 traditional medicine cliniddyanmar Ministry of Health, 20)1

Other public service sectors provide health care (mostly curative) for their employees and
their families. These include the Ministries of Defence, Railways, Mines, Industry I&Il, Energy, Home
and Transport. The Ministry of Labour has set up three general hospitals for its employees. The
Ministry of Industry | operates a pharmaceutical factory that produces medicines for the nation
(Myanmar Ministry of Health, 2031

Since 2010, private sector (both fprofit and notfor-profit) facilities and practitioners ar
required to be registered under law. In 2010, there were 103 private hospitals (87 general, 16
specialists), 192 special clinics and 2,891 general clinics in the private sector. These provide mostly
outpatient services in larger cities and townsh{yanmar Ministry of Health, 2031The regulation
of the quality of sevices provided by the fast growing private sector is an important issue that need
to be addressed by the Ministry of Health and other regulating authorities.

NGOs also play a more important role, with 31 international and 14 national NGOs providing
senices for 1620% of the population in 41% of Townsh{@ et al., 201 In addition to primary
andsecondary services, international NGOs, along with individual donors, provide high level specialist
outreach services throughout the countfiylyanmar Ministry of Health, 20}1

Traditional medicine is practiced alongside conventional medicine and is well supported by
the government through the establishment of traditidmaedicine universities, hospitals and health
clinicgMyanmar Ministy of Health, 201
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Sources of funding

Health care is funded by a mix of government revenue, private household expenditure, the
social security system, community contributions and donor assistance. Public hospitals are required to
establish a trust fud to pay for services, with payments coming from user fees. In August 2010, the
accumulated amount in the trust funds amounted to 6.4 billion kffdyanmar Ministry of Health,
2011).

Myanmar is attempting to improve the health financing system in order to reduceofut
pocket payments. Ongoing health care financingatiites include:
1 Increasing tax based financing (government expenditures for health will be increased four
times higher than the previous financial year 22112);
1 Expansion of coverage for social health insurance from the Social Security Board by greparin
the Social Security Law in 2012 which includes amending the Social Security Act 1954 and
adding new concepts appropriate for the current situation;
1 Maternal and Child Health Voucher Scheme will be introduced in one pilot township in 2012
based on the radts of the feasibility study for MCH Voucher Scheme which was conducted in
2010;
9 Township Based Health Protection Scheme (TBHP) in terms of Community Based Health
Insurance will also be introduced in one pilot township in coming soon based on the sults
the feasibility study for TBHP which was conducted in 2011;
1 Proper documentation of the social assistance in relation to health done by Community Based
Organisations (CBOs) and Faith Based Organisations (FBOs); and
1 Increasing and sustainable assistaffimam the international donordMyanmar Ministry of
Health, 2012
In addition to these initiatives, the Ministry of Health in collaboration with WHO, is
planning to conduct a broad assessment of the health system. Assessments on some building
blocks, including HRH, service delivenyd health financing has already commenced. A
Health Systems in Transition (HiT) assessment will be conducted by the Asia Pacific
Observatory on Health Systems and Policies (APO). This review will include a critical
assessment of the existing health cdipancing initiatives, explore sustainable financing
options and propose a Universal Health Coverage model suitable for the Myanmar context.
Rural Health Development

The State has laid down the political, economic and social objectives as the bdmi#ding
the modern and developed nation. Efforts have been made for the development to encompass all
parts of the country¢ urban, rural and border areas. Using Primary Health Care approach, the
Ministry of Health formulated and implemented Country HedRtans covering the periods 1978
through 1990, and NHP covering the periods 1991 to 2001. In conformity with the policy statement
Ay Ot dzZRSR Ay GKS blrdAaz2ytrt 1SHEtGK t2fA0es ai2 SELN
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border areas so ad 2 YSSG GKS 2@0SNrft ySSRa 2F GKS O2dzyiN.

border areas will be planned and implemented systematically. This plan will be implemented to
realize the policy objective of improving the health status of the rural populagiod to narrow the
gap between urban and rural in health status and health service delivery.

TheMyanmar Health Vision (203@)ms to ensure universal coverage of health services to the
entire nation. It aims towards total eradication or elimination ofresaunicable diseases and also to
reduce the magnitude of other health problems. It also aims to ensure availability in sufficient
guantity of quality medicine and traditional medicine throughout the country

In order to narrow the gap between urban and albdevelopmentthe Rural Development
Plarhas been implementing with the following strategies:

1 Ensuring smooth and better transportation in the rural areas;
Securing water in the rural areas;
Uplift of the education standard of the rural people;
Uplift of health care system for the rural people;

= =4 =4 =4

Development of the economy in rural regions.
The Rural Health Development Plan started in 2001 is being implemented wit the objective to
improve the health status of the rural populace and the reduction of povértyE Rural Health
Development Plan aims to achieve universal access to primary health care and to improve quality of
health services provided at rural areas; targets are to have one RHC/20,000 populations and-one sub
RHC/5000 population.

In order to foste homogenous development in the country, the Government has established
24 special zones where each zone consists three Universities/Colleges andbadd@d hospital
areopened. A total of 134 Universities/Colleges, 7434 schools from primary level tewagland 17
hospitals, 32 general hospitals and 64 under -b@@ded hospitals have been constructed in 24
Special zones.

As 70% of the population lives in the rural areas, Myanmar has initiated comprehensive
health care approach and aim for universatess to health care since early 1950s througtal
health schemewith the development of health infrastructure and health policies. The first batch of
Health Assistants was graduated in 1953 after 2 years basic training in HA training school. Employing
all the newly graduated HAs and supported by other basialth staff, Rural Health Caes (RHS)
were opened all over the country in 1954 with one, two or three RHCadh district. Rural Health
Centes and sulzentres were expanded with the aim to increa health care coverage and improve
access to health services Basic health staff, mainly midwives became the backbone of the health
system; currently, each and every township in the country has four or five RHCs which is expected to
serve for about 20,006 25,000 people per RHC.

All of basic health staff (BHS) are mainly trained for providing primary health care and
integrated health service delivery. The RHCs aneRid6s are responsible for all elements of Primary
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Health Care. Their main function isr fbealth education, immunization, and nutrition, control of
endemic diseases, MCH, water and sanitation.

As of April 2011, there were only one rural health cenfior 26567 rural population and one sub
centre for 5820 rural population. On the average, dmealth assistant had to look after 23828
population, one LHY, 23925 population, one midwife 4462 population and one PHS Grade Il
25285 population. One Rural Health Centre had to take care of 42 villages where ecengbhad
to cover up to 9 villags.

Primary Health Care

Historically, Myanmar adopted the PHC approach even before the declaration of Alma Ata.
PHC approach was named in 1977 in pilot townships in the country. After-Abnat became a
strong advocate andupporter of Health for All global strategy. Country health planning methodology
(CHP) which was a probleoniented, needbased type of planning was introduced and series of
People Health Plans were implemented since 1978 aiming to achieve Health folPAllnayy Health
Care approach. The first cycle of People's Health Plan was implemented during 1978 to 1982, aimed
at raising the health standard of the people with the main objective of overall development of human
resources. PHP Il was implemented fron8230 1986 for better coverageand quantity; the third
tlt LLL gFa AYLISYSYGSR FNBY wmopyc G2 wnnn 6A0GK

Change of the government in 1988 resulted in setting up of political, economic and social
objectives; one of thdéour social objectives is uplift of health, fithess and education standards of the
entire nation. The government has shown its commitment to ensure highest possible standard of
health as one of the fundamental rights of every citizen. The National Heafttm@tee was formed
on 28 December 1989 as part of the policy forms. It is a high levetriritesterial and policy making
body concerning health matters. This Committee takes the leadership role and gives guidance in
implementing the health programmes stgmatically and efficiently. It is chaired by the Secretary (1)
of the State Peace and Development Council and includes Ministers of related Ministries as members.
The Deputy Minister for Health is secretary of the National Health Committee.

The NationaHealth Policy was developed with the initiation and guidance of the National
Health Committee in 1993. The Policy has 15 statements; the first statement clearly stated its
objective of achieving "Health for All" goal as the primary objective using Britdaalth Care
approach. The other statements include community participation, expanding health services not only
to rural but also to border areas, intensifying and expanding environmental health activities.

In addition to achieve these objectives, thenidiry of Health summarized its two main
objectives as "to enable every citizen to attain full life expectancy” and secondly "to ensure every
citizen is free from disease". Myanmar has been implementing all elements of PHC from the beginning
and has nevepromoted selective PHC such as GBBF (growth monitoring, oral rehydration, breast
feeding and immunizatiofemale education, family spacing, fosdpplements). The National Health
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Plan covers all elements of PHC with four basic underlying principlesdeiath in the PHC approach

for health development, as enshrined in the Alma Ata Declaration: (1) universal access to health care
in addressing health needs (equity) (2) community involvement anded@hce (solidarity) (3) use of
appropriate technology rad costeffective interventions (technology) and (4) multisectoral actions for
health.

PHC has been adopted into National Health Policy and health service deliveries are being
provided with the involvement of the community and civil society. Myanmarahaays stuck to the
comprehensive health care approach and has never promoted selective PHC concept. All health
programmes are based on the concept of PHC and the HFA goal.

Reuvisiting PHC after thirty years found remarkable achievements in public Heeittarkable
progress had been made in health service development and control of diseases in the last couple of
years. Smallpox was eradicated in 1970 and officially declared eradicated in 1977. Leprosy was
declared eliminated in 2003; trachoma had been tcolted since 1978 and now monitored by
Prevention of Blindness project and Vision 2020 activities. IDD elimination programme had been
gradually developing since 1977 when Universal Salt lodization (USI) was adopted as main tool for IDD
control. In 2004, Mible Goitre Rate (VGR) was down to 5% and production and consumption of
iodated salt is being maintained at high level. Polio eradication was declared in 2003; neonatal
tetanus elimination and measles elimination could be foreseen in the near future.

As for provision of basic health services, access to primary health care has increased over the
years. Voluntary health workers had been trained to meet the target of one AMW at every two
villages, community health workers had been trained to meet the taof®ne volunteer per village.
Percentage of population with access to sanitation and improved water sources has significantly
improved. Births attended by skilled birtttendants are increasing; maternal mortality ratio, infant
mortality rates and undefive mortality rates are declining and li&xpectancy has increased over the
past three decades.

Factors facilitating achievements related to PHC within the structural capacity
Factors associated with these achievements within the structural capamitygl be identified

asr

9 Health ifrastructure: Rural Health Cams (RHCs) and s#®HCs situated at the grassroots
level and close to the community.
Dedicated health personnel committed to PHC.
Capacity building programmes for BHS.
Community participion and seHreliance.
Social mobilization activities for water and sanitation
Communitybased health volunteers and the spirit of volunteerism
Existence of volunteers and NGOs at almost all villages.
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Fourpronged strategy for poli@radication.
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1 Rouine health information systems.
1 Surrveillance system for AFP and epidemic outbreaks.

Lesser achievement related to PHC

1 Weaknesses in the health service delivery within the framework of PHC had also been
identified by several studies.

9 Access to primariiealth care has increased but yet to meet universal coverage of health care.
BHS still have to take care of large areas /villages under their jurisdiction; the target of one
RHC/20000 population has not met.

1 Current rates of maternal mortality have notlaeved its targets. The majority of maternal
deaths could have been prevented as the main cause of maternal mortality and morbidity are
due to complications arising during antenatal periods and 80% of maternal deaths occurred at
home.

i Sanitary latrine average still fluctuates around 8% in spite of efforts to achieve 100%
coveragegiarrhoea diseases still remad the top ten list of morbidity.

1 In spite of growth monitoring and nutrition education, PEM still remains high and is still a
public heath concern. Berberi becomes an issue during the past decade.

1 HIV/TB cdnfection and multidrug resistant TB have become issues of public health concern
during the past decade.

9 After the declaration of poli@radication in 2003, wild polio viruses hden reported
sporadically.

1 Health Information System fails to cover the private sector. Private Sector Law has been
adopted but need strengthening of law enforcement measures.

9 NCDs are on the rise. Public awareness of NCD is negligible. Tobacco @antnaklbeen
enacted but still requires multisectoral partnership for full enforcement.

9 Lack of health insurance system and paucity of alternative health care financing could lead to
catastrophic outof-pocket expenditures on health, the majority of whighll have to be
borne by the poor. There is no safatgt system.

PHC and Current Health Issue

Like all developing countries in the region, there are many challenges and issues that lie
ahead. Communicable diseases still remain to be conquered wheredaheonther hand, NCDs
continues to rise; with the emerging of new diseases such as Avian Influenza, SARS etc. the burden of
diseases could be stated as "Triple" rather than double.

With rapid urban growth and globalization, there will be change in vaduelschange in the
structure of nuclear families; with both parents working and less time for family and child care,
adolescent reproductive health issues will become a major challenge. Problems such as STD, HIV, TB
HIV ceinfection, teen age pregnancy, wanted pregnancy and abortion etc will continue to be public
Like all developing countries in the region, there are many challenges and issues that lie ahead.
Communicable diseases still remain to be conquered whereas on the other hand, NCDs continues to
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rise; with the emerging of new diseases such as Avian Influenza, SARS etc. the burden of diseases
could be stated as "Triple" rather than double.

With rapid urban growth and globalization, there will be change in values and change in the
structure of nuctar families; with both parents working and less time for family and child care,
adolescent reproductive health issues will become a major challenge. Problems such as STD, HIV, TB
HIV ceinfection, teen age pregnancy, unwanted pregnancy and abortion dfcaevitinue to be public
With population movement and irrational prescribing, spread of infections which are resistant to
current drugs could become a threat to ongoing disease control programmes.

Rapid socigeconomic changes and development if not catlgfplanned could lead to a rising
trend on traffic accidents, injuries and occupational hazards. Current measures for prevention of road
traffic accidents is not adequate to meet the future trend, there is much room for improvement in
research, educationpromotion of community awareness, training of health and traffic personnel and
law enforcement. Lack of uniform system of reporting for accidents and injuries is a major drawback
in preventive measures.

Myanmar will also have to tackle the issue of ieowmental pollution like many other
countries. Careful planning and intersectoral coordination is much needed to tackle issues that could
arise from deforestation and establishment of industrial zones and other development projects.

Internal migration vill continue in the coming decades; epidemic outbreaks are likely to occur
due to large population movements to development areas such as industrial zones, mines, road
construction, dam construction etc. Loss of family life and loss of traditional anal sediies could
lead to spread of HIV/TB, STI and adolescent RH problems. Emerging diseases such as Avian Influenza,
SARS, HIV/TB -aafection will continue to threaten in the coming years. Dregistance could
become a major concern.

Public private paimnership

Health sector will continue to face issues arising from rapid growth in private hospitals and
clinics. There will be continuation of decline in general clinic attendance in Rural Health Centers and
out-patient-clinics of government hospitals. @ie is very weak partnership between public and
private sector. Lack of information and almost negligible reporting system from private sector is a
major concern. Control and monitoring system of the private sector needs to be strengthened
systematically.

Integrating vertical programme and improving quality of care

Highly centralized vertical programmes and dagiven projects impede the actual
integration of vertical programmes into basic health services. Projects at the central level still lack
coodination and collaboration. There is lack of coordinated memning and integrated
supervision.

Conclusion

Revisiting PHC has strongly indicated that PHC has brought about marked gains in the health
system of Myanmar. Principles of PHC are stévaht for Myanmar and MOH will continue to adopt
the PHC approach in all its health policies, plans and programmes. The policies and plans may be
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needed to adapt to global challenges within the context of PHC. MOH has never promoted "Selective
PHC" and wilmove on implementing health services with the comprehensive PHC package towards
HFA and MDG goals.

The National Health Plan, based on PHC approach will continue at 5 yearly basis; it may need
to reflect recent changes and current trends and policieglabal practice but care has to be taken
not to direct away from the PHC concept. Essence of integration, appropriate technology, cost
effectiveness, multisectoral approach and community participation will still be enshrined in future
health development |ans. Areas to be strengthened include : decentralization, resource allocation
for PHC, equity in health financing, identification of feasible measures for alternative health financing,
establishment of community health insurance schemes, managerial ¢ta@adistrict level, referral
system within the PHC hierarchy, improving quality as well as coverage, coordination and partnership,
publicprivate partnership, HIS, aligning and integrating support systems such as supplies and training.

Ongoing programms such as Rural Health Development Plan, Myanmar Health Vision 2030
will be continued both of which are based on PHC approach. New programmes such as Health
Systems Strengthening for GAVI/HSS will further enhance the commitment towards PHC. All efforts
will be directed to achieve Millennium Development Goals. Health development plans will also be in
line with other programmes such as poverty alleviation, economic development, bardar
development, special development zones etc.

Since the Alma Ata deghtion and the inception of Health For All using Primary Health Care
approach in 1978, Myanmar as member states of WHO has adopted and successfully prevailed many
major public health problems. It is our vision that Myanmar will achieve the Millenniumi@ewent
Goals by revitalizing Primary Health Care with concerted efforts of individuals, community national
and international partners.

Universal Health Coverage
The new constitution enacted by the Union of Republic of Myanimaviay 2008 provided

GKS £S3rft FNIYSE2N] F2NI I &ASNASa 2F AyadAaiddziaz,
RSY2ONI GATFGA2yS AyOftdzZRAYy3 | O2NB O2YYAUYSyid F2NJ
of its people. The Article 367 statésK I & WS @PISNE OAGAT Sy akKlttzX Ay | 002
08 (KS !'yAz2ys KI@S (GKS NAIKG G2 KSFHfOGK OF NB®Q

As early as 1953, the country had laid the foundations of a comprehensive health care system,
establishing a network of township hospitalad rural health centres that, by the miB60s, covered every
administrative district. Over the next 20 years, with health accounting for more than 10 per cent of
government
expenditure, life expectancy increased rapidly and infant dropped by third. A888, a series of
free-market macroeconomic reforms led to sharp reductions in social sector and health spending. A

new National Health Policy in 1993 introduced health financing models based upon community cost
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sharing (user fees) hospital trust fundsdadrug revolving funds to raise additional revenues for the
health sector. By the year 2000, spending on health had fallen to 1.2 per cent of the total government
expenditure, and many health indicators, particularly maternal and child mortality, tubesisuémd
malaria prevalence has slowed down their declining trend.

Guided by the 2008 constitution, government investment in the social sectors and the
concept of Universal Health Coverage and social protection are currently higher up in the policy
agendaLy GKS {20AFf tNRGSOGAZ2Y [/ 2yFSNBYyOST ble tea
Ay Of diie BasiynedH of every citizen is comprehensive health care as well as income security or in
other words job security. This requirement calls for opputies such as the access to education and
social security. The government has been enacting new laws, amending the existing ones and revoking
out-of-date law as necessary to promoting rights of workers and farmers and holding workshops on
the establishmat of a universal health insurance system forfow O2 YS NMXzNJ f LIS2 L)X SddQ

Universal Health Coverage (UHC) is defined as securing access for all to appropriate
promotive, preventive, curative and rehabilitative services at an affordable cost. In Myanmene wh
70% of the population lives in rural areas and 80% of the health expenditure is out of pocket, available
evidence shows that non accessibility to health care services is associated witlecmoomic status,
location and availability of services. Tafre UHC has become the agreed key policy in Myanmar for
securing access for all to appropriate promotive, preventive, curative and rehabilitative services at an
affordable cost.

A technical consultation on Issues and Challenges for UHC in Myanmarndastea at Nay
Pyi Taw in July 2012. The consultation has recommended:

Immediate Actions
Supply side strengthening especially PHC
Financing; Critical assessment of ongoing pilots

= =4 =

Managing donors effectively

1 Stengthening institutional capacity to generaggidence
Short Term Actions

1 Health Sector Investment Plan

9 National HRH Master Plan

9 Plan Financial risk protection and move towards UHC

1 Strengthen institutional capacity to generate evidence
Long Term Actions

1 Strengthen institutional capacity to generateigence

9 Effective interface of evidence for priority formulation.

The next steps identified were (a) Finalization of UHC and financing strategies and (b)

development of a UHC investment plan with short, medium and long term components in line with
the Naional and sukNational Health Plans.

49



Health financing aiming towards Universal Coverage

Promoting and protecting health is essential to human welfare and sustained economic and
social development. This was recognized more than 30 years ago by theAfdniaeclaration
AAAYyFG2NARSaAT gK2 y20SR GKFIG al SFEGK F2NI !¢ ¢2dz
to global peace and security. There are many ways to promote and sustain health. Some lie outside
the confines of the health sector. TReOA NDdzya il yOSa Ay 6KAOK LIS2LX S
strongly influence how people live and die. Education, housing, food and employment all impact on
health. Redressing inequalities in these will reduce inequalities in health. It determines whether
people can afford to use health services when they need them. Recognizing this, the countries
committed in 2005 to develop their health financing systems so that all people have access to services
and do not suffer financial hardship paying for them. Tgnial was defined as Universal Health
Coverage.

The goal of the strategy is to help country attains universal coverage that ensures access to
guality health services for better health outcomes. Evidence suggests that universal coverage is more
likely in cauntries where public financing of health, including tax financing and social health insurance,
is around 5 % of GDP. Universal coverage aims to improve the health status of the poor and
vulnerable, especially women and children. Attaining universal coeeregguires urgently
government attention and action. It advocates substantial reductions inobpibcket payments,
which remain both the single main cause of household impoverishment and a financial barrier in
accessing health services.

The following taget indicators are proposed to monitor and evaluate overall progress in
attaining universal coverage in country: eaftpocket should not exceed 309#0% of total health
expenditure; total health expenditure should be at least 45886 of the gross domdstproduct; over
90% of the population is covered by prepayment and-pis&ling schemes; and close to 100%
coverage of vulnerable populations with social assistance and sad¢fyrogrammes.

For achieving that goal, Myanmar is trying to improve the thmedinancing system for
reducing of outof-pocket payments and increasing of prepayment through:

1 Increasing tax based financing (government expenditures for health will be increased four
times higher than the previous financial year 22011 2)

1 Expansion ofoverage for social health insurance from social security board by preparing the
social security law in 2012 which includes amending the social security act 1954 and adding
new concepts appropriate for the current situation

1 Maternal and Child Health VouehScheme will be introduced in one pilot township in 2012
based on the results of the feasibility study for MCH Voucher Scheme which was conducted in
2010
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1 Township Based Health Protection Scheme (TBHP) in terms of Community Based Health
Insurance will ats be introduced in one pilot township in coming soon based on the results of
the feasibility study for TBHP which was conducted in 2011

1 Proper documentation of the social assistance in relation to health done by Community Based
Organizations (CBOs) andtk@ased Organizations

1 Increasing and sustainable assistance from the international donors

Challenges and Conclusion
The challenges in health financing include:
1 More attention required for raising of sufficient revenues to cover the needs of poor (safety
net);
Policy and procedures for poverty identification;
Financial management capacity
Ongoing operational research;
Pro-poor health financing strategies;
Increased tax bases financing by the government;
Sustained investment by international partners;

=A =4 =4 4 -4 4 4

Ovenll health system strengthening.

Myanmar is at a turning point, with far reaching implications for its health sector. Progress
towards decentralized governance, economic growth, privatized services and a proactive civil society
has taken place. The govenent has demonstrated an early commitment by significantly boosting its
health expenditure in the latest national budget. It is believed that changing policy environment and
potential for economic growth, along with willingness of the international develept partners to
support and facilitate the process will provide a great opportunity to move towards Universal Health
Coverage.

Traditional Medicine

Introduction
WHO defines traditional medicine as including diverse health tioes; approaches,
knowledge and beliefs, incorporating plant, animal, and/or mineral based medicines, spiritual
therapies, manual techniques and exercises applied singularly or in combination to maintain well
being as well as to teat, diagnose orprevént f y Saa4Sad ¢KS GSNY WwO2YLX SYSy
used in some developed countries to refer to a broad set of health care practices that are not part of
I O2dzyiNBE QA 26y UNIRAGAZ2YS 2N)y23 AyUuSaINIGSR Ayd:
Accordingto the Traditional Medicine Drug Law of 1996, Traditional Medicine is defined as
medicine for the physical welieing and longevity of people in accordance with anyone of the four
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nayas(subjects) of traditional medicine, nameBesana naya, Bethitsa naybetkhata veda naya,

and Vissadara naya. Desana nag@ased on natural occurrences enshrined in Buddhist Philosophy.
Bethitsa nayds based on Ayurvedic concepts with extensive use of herbal and mineral compounds to
establish balance among thremsasnamely Kapha, Vataand Rtta. Netkhata veda nay# based on

the calculations of zodiac of stars, planets and the time of birth and age. These calculations are linked
to prescribed dietary practices. Thdssadara naydargely depends on meditation and ptees of
alchemy. The skill, knawvow and techniques of the drug preparations are such that they are derived
fom heavy metals such as lead, mercury and poisonous substances such as arsenic and its compounds
after they are converted into inert ones by meaoisseries of chemical processes in order to obtain
supernatural power.

Historical evolution of the Myanmar Traditional Medicine

Myanmar traditional Medicine had been introduced since the early times of the country
cultural history and had been handed dowthrough generations. According to thgman Nan
Yazawinjt was accepted that sinc€agong Dynastythe earliest Myanmar era, Traditional Medicine
from India had been practiced successfully. It was recorded that durindPdgan Dynasty10-11
Century) uder the reign ofKing Narapati the names of some books on traditional medicine were
firmly mentioned onTet Nware Kyaungtone inscription. Holy Buddhist monk&aung Pheelar
sayadaw and Shwe U Min Sayadaw had written books on Myanmar traditional medcirie.the
reign of King Mindone of Yadanabagra 19" Century,Yaw Atwin Win U Po Hlaingpmpiled and
wrote Kaya Noppathana Kyaand Utu Bawzana Thingaha Kyarhich were the significant textbooks
of Myanmar Traditional Medicine. At the same time, a phgsimamedTaungthar Sayargyi Sayar
Hmoneinitiated Thaung Chauk Lone Kyauk Treatrrsghifying that the traditional medicine must be
the one based on medical science, must be firm and certain and must be invented by Myanmar
people in their own native land

During the colonial days starting 1885, patriotic Myanmar traditional physicians maintained
their practices and continuing the flourishes of the traditional medicine. During the second World
War, a Buddhist monk namethabawa Dhama Sayardapromoted Thaung Thar Chauk Lone Kauk
treatment to Thabawa Dhamdreatment. During the Second World War period, the people had to
rely more on the Myanmar Traditional Medicine. During the Japanese occup®amamatta
Teatment was introduced to Myanmar Traditional digne.

After having her Independence in 1948, the government formed a preliminary survey
committee to implement the report submitted by the Myanmar Traditional Medicine Enquiry
Committee formed during the prevar days. In 1953, Myanmar Indigenous MewicPractitioners Act
was enacted and Myanmar Traditional Medicine Development Programme Office was founded and
under the supervision of Enquiry Committee, nine dispensaries each, altogether 18 were opened in
Yangon and Mandalay.

In 1955, the Act for thdlyanmar Indigenous Medicine practitioners was enacted and formal
registration procedures were prescribed. When the Revolutionary Council Government was formed in
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1962, aiming to develop traditional medicine systematically, the 1953 Act was amended and the
organization for traditional medicine practitioners was formed on™1March 1962. Formally
registered traditional medicine practitioners were cancelled off March 1962. Eleven traditional
medicine textbooks were prescribed for thremya and examinatins were held for five times.
Successful candidates were allowed to register and 7462 traditional practitioners were properly
legalized.

Free dispensaries for traditional medicine were opened in cities and towns of States and
Divisions in Myanmar beginrgnfrom September 1963. Manufacturing of traditional medicine was
also stated by cooperation with Burma Pharmaceutical Industy in 1964. To prevent the traditional
valid treatments from being forgotten and to achieve the unity between Myanmar Traditional
Medicine practitioners, the first seminar on traditional medicine was held @nApril 1965 and the
second from 57 July 1972 at the Kyaikkasan ground, Yangon. The Institute of Traditional Medicine
was opened in Mandalay on 31 January 1976 and traditionalicime hospital with 25 beds for
clinical works was opened on 14 October 1976. To support the institute and hospital, a traditional
medicine production department, now renamed as Traditional Medicine Factory, a library, a museum
and a herbal garden werdsm opened.A preliminary research hospital of traditional medicine with 16
beds was opened in Bogyoke Aung San Road in 1980 and transferred to the present place in Ngar Htat
Kyee Road in August 1982.

Progress of Traditional Medicine after 1982

After the National Health Committee has been formed, it has laid down the National Health
t2f A08 % K BoN@nforkdithe Zsénlicé &ndl fesearch activities of indigenous medicine to
AYOSNYFGAZ2Y T £S@St FyR (2 A yidiadwlitthe enfphaSig giveidzy A ( &
in National Health Policy, a department was set up in 1989with a staff strength of 700, and then later
in 1997 upgraded to a department with staff strength of over 1800. Currently, the Department of
Traditional Medicine (DTM)siimplementing its objectives with over 2500 staff by four main
depertments: Administration, Medical Care, Research and Development, and Herbal Garden and Drug
Production together with the University and Institute of Traditional Medicine under the sareetbir
General. The principal objectives of the DTM are:

1. To participate in the medical are of the people beginning from the basic level and gradually
rising its role;

2. To make use of medicinal raw materials produced within the county and formulate the
appropiate basic method of treatment in order to gain the acceptance and confidence of
consumers;

3. To review efficacious indigenous medicine which have been used by traditional medicine
practitioners for ages, for preservation, research and standardization;

4. To ®arch for and collect treaties of indigenous medicine published during the past eras;

5. To train new traditional medicine practitioners;
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6. To work side by side with Western Medicine after Traditional Medicine is generally accepted
by the people as a reliableshlth aid;

7. To produce sufficient quantities of traditional medicine raw materials for commercial use;

8. To obtain international recognition of Myanmar Traditional Medicine on equal status with

Western Medicine.

Currently, with the aim to extend the scope lnéalth care services for both rural and urban
areas, health care by Myanmar Traditional Medicine services is provided through out Myanmar.
Myanmar traditional medicine has flourished over thousands of years and has become a distinct
entity. With the aim ¢ extend the scope of health care services by traditional medicine, two (100)
bedded Traditional Medicine hospitals in Yangon and Mandalay; three (50) bedded Traditional
Medicine hospitals in Monywar, Myitkyinar and Magway; ten (16) beded Traditional Medic
hospitals in States and Regions; and total number of (237) Traditional Medicine clinics are providing
health care services all over the country.

Provision of Traditional Medicine Kits for emergency use is one of the special achievements of
traditional medicine in Primary Health Care with the objectives of making essential traditional
medicines easily accessible for rural people especially in hard to reach areas and minimizing the cost
of treatment for minor illnesses. The Provision of Traditional Mieei Kits for emergency use is one
of the special achievements of traditional medicine in Primary Health Care with the objectives of
making essential traditional medicines easily accessible for rural people especially in hard to reach
areas and minimizinthe cost of treatment for minor ilinesses. The provision of traditional medicine
kits is effective and beneficial to the rural dwellers. It also supports and uplifts the health status of the
people of Myanmar in context of primary health care. At the eh@@l2, 11359 Traditional Medicine
Kits were distributed to all States and Regions.

Herbal Gardens and Traditional Medicine Museums

With the aims of perpetuation of medicinal plant species, sustainable development of herbal
medicines and provision of guid raw materials for public and private pharmaceutical factories, the
department developed eight herbal gardens around the country. The largest one which is designated
as the National Herbal Park is situated in Nay Pyi Taw covering 196.4 acres ofdarits sirception
on 4" January 2008. Thousands of medicinal plants of nearly 500 different species are grown and
nurtured, and commonly used and valuable herbs according to regional habitat can also be studied.
There are three TM museums run by the depaght: one in University of Traditional Medicine,
Mandalay and two in National Herbal Park, Nay Pyi Taw. People from all walks of lives can study the
roots and current situation of Myanmar Traditional Medicine at one sitting. The raw materials from
animal, plant, mineral
and acquatic sources used in TM drug formulations are also displayed colorfully. Hundreds of
herbarium sheets are also prepared to disseminate the knowledge of medicinal plants.
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Manufacturing of Traditional Medicine

Traditional Medicine have been manufactured by both public and private sectors. The
Department of Traditional Medicine is responsible for manufacturing in the public sector and owns
two pharmaceutical factories. Medicines are produced according to the national formular¢eod
Manufacturing Practice (GMP) standards. These two factories #fanture twenty one kinds of
Traditional Medicine powders which are provided free of charge to be dispensed in public Traditional
Medicine facilities, and the factories al so produce il& of Traditional Medicine drugs in tablet
form for commercial purpose.

The private Traditional Medicine industry is also developing and undertaking mass production
of potent and registered medicines according to the GMP standard. Some private iadusti now
exporting traditional medicines to neighbouring countries. Due to the encounagé and assistance
of the government and the manufacturing of standardized traditional medicine under GMP, public
trust and consumption of TM have greatly been emted.

Traditional Medicine Laws

Traditional Medicine Council Lawrhe Myanmar Indigenous Medicine Act was enacted in 1953. The
State Traditional Medicine Council, a leading body responsible for all the matters relating to
traditional medicine, was forntk according to that law. In the year 2000, the Myanmar Indigenous
Medicine Act was replaced by the Traditional Medicine Council Law. One of the objectives of the law
is "to supervise traditional medicine practitioners for abidance by the rule of condactiizripline”.

Traditional Medicine Drug Law The Government has promulgated the Traditional Medicine Drug
Law in 1996, in order to supervise systematically the production and sale of traditional medicine in
the country. One of the objectives of the lasv'to enable the public to consume genuigeality, safe

and efficacious traditional drugs". According to the law, all the traditional medicine drugsqadtu

the country have @ be registeed and the nanufacturers must have license to produce ithe
products. Manufactung of traditional medicime drugs must follow the good nmafacturingpractice.

The department also supervises and nitors the advertisement of traditinal medicire drugs.

Myanmar Traditional Medicine Practitioners Association

Myanmar Taditional Medicine Practitioners Association has been established in 200 after
unification of various TM groups of different disciplines. The objectives of the association are to
provide consolidated efforts and contribution of TM practitioners in implatagon of National
Health Plan; provide community health care through TM approaches; do research and strive for the
development of TM; conserve the endangered species of medicinal plants and animals while
revitalizing the almost extinct TM textbooks arttetapies and uplift of the dignity of TM profession
and practitioners. The most important missions are to conduct continuing TM educational programs,
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to provide quality services and to encourage the development of evidence based TM through

systematic rese@h.

¢NFRAGAZ2YIFE aSRAOAYS tNIXOGAGAZ2YSNEQ /| 2YFTSNByOS
In orderto promote he developnent of Myammar Traditiomal Medicine, Myanmarraditional

Medicine Practitiones Conferenes has beereld annualy since theyear 2000.Traditional medicine

practitioners from vaious partsof the courtry gathered and exclmged their knowlede at the

conference, new policieand objectives are prposed, discussed and alseiterated the unity of TM

healers for perpetuatin and propagatn of Myanmar Tradtional Medicine. B" Myanmar

Tradtional Medicine PractitionerQ / 2 Yy T SNB y O Jy héldl iaDecerdpor@812 atNey Pyi

Taw

Harmonization of Traditional Medicine Standards among ASEAN member states

The Intersessional Meetings on ASEAN Traditional Medicines arathH&upplements
Scientific Committee (ATSC) and Task Force on Regulatory Framework Meetings were heldlfom 11
March, 2013 in Nay Pyi Taw, Myanmar and was attended by delegates from Burnei Darussalam,
Cambodia, Indonesia, Lao PDR, Malaysia, Myanmamhiigpines, Singapore, Thailand, Viet Nam,
and representatives from ASEAN Alliance of Health Supplements Associations (AAHSA) and ASEAN
Alliance of Traditional Medicine Industry (AATMI).

Education and Training for Human Resources Development in TM $ecto

There had been no training school for generations. The students of ancient times had to study
under a TM Physician at different situation for several years. As Myanmar tries to preserve the
delicate MTM to be handed over through generations, Institutd @ditional Medicine was opened
in Mandalay on 31 January 1976. It was a four year diploma course followed by one year internship till
1997. The duration of training is now 2 years with one year internship after completion of the
training. In line with he National Health Policy directives, University of Traditional Medicine was
opened in Mandalay on 19 December 201. It is a five year course including one year internship and
will be conferred Bachelor of Myanmar Traditional Medicine (BMTM).Yearly intakdédut 200.
Besides the above mentioned courses, one year course for traditional medicine practitioners are
opened in Yangon and Mandalay to upgrade the quality of private TM Practitioners who have been
practicing without proper training.

Research and Delopment

The main task of R&D sector is to carry out basic analysis for traditional drugs for registration
purpose and standardization of commonly used medicinal plants and quality control analysis for
department owned drug factories. Besides, in order dontrol the quality and safety of drugs
produced from the private factories R&D takes sample of drugs randomly from the market and
analyse to assess whether they are adulterated with WM and whether toxic substances are included.
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Research on Traditionalédicine and herbal plants are being conducted by the BMRer Myanmar
at Pyin Oo Lwin.

Reproductive Health Policy

In Myanmar, mothers and children constitute 60% of total population and the government
has consistently given matnal and child health services as priority in national health plan. Maternal
and child health services are provided both in urban and rural settings and have being increasing
coverage of quality antenatal services to achieve goals set from the 1994dtiteral Conference on
Population and Development (ICPD) and the Millennium Development Goals, to reduce Maternal
Mortality Ratio of 1990 to % by 2015.

As early as 1992, the National Population Policy was drafted, with focus on improving the
health statusof the Women and Children by ensuring the availability and accessibility ofdpiatting
services to all married couples voluntarily seeking such services. It also directed to provide
Community with information, education and communication measures ot lsipacing in advance
and providing essential health care using primary health care approach to attain the prevention of
diseases and promotion of health lftyle. Specific policy directions are provided in the Myanmar
Reproductive Health Policy (200®) attain a better quality of life by improving reproductive health
status of women and men, including adolescent through effective and appropriate reproductive
health programme undertaken in a lif®ycle approach. Policy statements called for operatiairadi
reproductive health programmes including an integrated and core package of priority interventions
for pre-pregnancy, adolescent health, birth spacing, and obstetric care for pregnant women covering
antenatal, delivery, neonatal, postnatal and padtortion care. It also directed for a seeking a
sustained political commitment to improve reproductive health status in accordance with the
National Health Policy and to promote rules, regulations and laws on reproductive health and also
directed that the Rempductive health services and activities should be conformed with National
Population Policy. It also encouraged for an effective partnerships to be strengthened among and
between government departments, negovernmental organizations and the private seacto
providing reproductive health.

The first Five Year Strategic Plan for Reproductive Health for the period-20084
implemented a set of strategies which aimed at strengthening and expanding the provision of health
services and improving performancd the health systems. It contributed tamproved service
coverage demonstrated by increased use of modern contraception, increased proportion of births
assisted by skilled attendants and higher proportion of pregnant women attending antenatal services.
It was then followed with a second Fiyear Strategic Plan for Reproductive Health (22023)
based on a review of the first Strategic Plan. It defines and promotes the implementation of the
essential package of reproductive health services by level of aradesets national targets against
selected key reproductive health indicators. In addition to the national Reproductive Health Policy
and Strategic Plan, the issues relevant to reproductive health services are cresseshced in the
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draft 1992 NationalPopulation Policy, Adolescent Health Development Strategic Plan -Z009
and the Child Health and Development Strategic Plans (2008 & 201€2014). The third Fiv&ear
Strategic Plan for Reproductive Health (224.8) is currently at the draftingagge and the goal of
the programme is to attain a better quality of life of the people by contributing improved
reproductive health status of women, men, adolescents and youth. The Strategies Include: providing a
comprehensive package of essential inteiens and services; ensuring an integrated care;
strengthening health systems for RH; building the health workforce capacity; promoting research and
innovations for evidence based responses; and strengthening community participation. The guiding
principlest £ a2 Ay Of dzZRS a&l yYlINRa O2YYAGYSyid (G2 | OKASOA
G2 NBLNRBRdAzOGAGS KSIftGK 060& wnmp YR Ffaz2 LXSR3ISR
22YSyQa FYR / KAfRNByQa | Sl iKQ twikgrddKthebéalthiok SR {2
women and children.

The Ministry of Health takes the key role for health development and uplifting the status of
health of the population. In line with the National Health Policy, national NGOs such as Myanmar
Maternal and Child \aifare Association (MMCWA), Myanmar Red Cross (MRCS) and Myanmar
Medical Association (MMA) play a proactive role in the promotion of reproductive health. The
Ministry of Health works in close collaboration with INGOs, Bilateral and Multilateral organizati

Components of Reproductive Health

The components of reproductive health comprises of:
Maternal and Neonatal Health

Abortion

Birth Spacing

= =4 =

1 Reproductive Health of Adolescent and Youth

Maternal and Neonatal Health

Approximately 1.3 million women gi@rth each year in Myanmar. The burden of maternal
mortality and newborn mortality and itiealth is considerable. The maternal mortality ratio (MMR),
referring to the number of pregnancy related maternal deaths per 100,000 live births remains
elevated: fo every 100,000 live births there were estimated 316 maternal deaths in-2008.
Bringing maternal mortality down and reaching the national MDGS5 target of MMR less than 145 per
100,000 live births by the year 2015 is an ongoing challenge.

Maternal, chil and youth has been accorded as a priority issue since Maternal Mortality
Rate, Neonatal Mortaly Rate, Infant Mortality Rateand Undef5 Mortality Rate are critical and
AaSYaridAgdS AYyRAOIFIG2NR 2F (KS 02 dzy (i MRALedprioktpissied K & 2 O
in the NHP, aiming at reducing the maternal newborn, infant and child morbidity and mortality.
Commitments to MDGs also signify to achieve the tlmand improvements to targets 4 and 5. The
first, second and third Fivgear Strategi®ans for Reproductive Health ardveyear Stategic Plan
for Child Health Development (20@®09) were developed with inputs from key stakeholders. The
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Department of Social Welfare under the Ministry of Social Welfare, Relief and Resettlement is
carryng out preventive, protective and rehabilitative measures for vulnerable group such as child,
women, youth, disabled persons and elderly. Myanmar National Plan of Action for children (2006
2015), which consists of plans based on the MDGs and the WFEQgsarried out by focussing in 4
areas: health , nutrition, water and sanitation, and child development and child protection.

Abortion

'YRSNJ 6KS tSylLf /2RS 2F aélyYINE &aSO0A2y owMmH
woman with child to miscay shall, if such miscarriage be not caused in good faith for the purpose of
saving the life of the women , be punished with imprisonment of either description for a term which
may extend to three years, or with fine, or with both; and if the woman belquiith child, shall be
punished with imprisonment of either description for a term which may extend to seven years and
shall be liable to fine.

However, a pregnancy may be legally terminated in good faith to save the life of the pregnant
woman. A familyplanning association was established in Myanmar in 1960, but its activities virtually
ceased as of 1963. Evidence suggests that women undergo abortion unsafe conditions and tend to
approach health care provides late for management of complications. Ryovid services for
management of complicated abortions, pestortion counselling and postbortion birth spacing
services have imposed slightly. However, these factors still poise a challenge. According to the 2007
FRHS, almost 5% of all pregnancies arabortion. This proportion was higher among urban women
(6.89%) than rural (4%) and higher in pregnancies of young women. The abortion rate is positively
associated with the level of education; women with a higher education are more likely to choose
abortion.

Birth Spacing

The official recognition of birth spacing strategies began in 1992 with UNFPA assistance and
has been actively promoted since then. Before that female sterilization services were common and
other methods of contraception were availablthrough private pharmacies. It has been
demonstrated a gradual increase in its contraceptive prevalence rate (CPR) reaching 37% in 2001
(32.8% using modern methods and 4.2#aditional methods) and 41% in 2007 (38.4% for modern
methods). The 2002013Reproductive Health Strategic Plan sets the target for CPR of 45% (modern
methods) by the year 2013.

Government Health Centseprovide facilities and manpower for coateptives provided by
'bCt! |G adzwmaAiARAT SR NI { Svashigs.PSI/Myarnmar zignediakVOU @ith dzy (i & Q 2
MOH which allows PSI/Myanmar to work in the field of Reproductive Health. It has the privilege of
having tax exemption to procure quality contraceptives internationally. It has provided highly
subsidized price so that even lommcome women and men could afford them. Marie Stopes
International (MSI) also has MOU with Mnd is implementing social marketing of contraceptives
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in their project townships, approximately 24 townships. MSI opens RH clinics and they reach
communities ging different approaches providing capacity building for youth through ASRH training
and supports tertiary hospitals with emergency obstetrics commodities. Myanmar Medical
Association has well established partnership with both public and private seatoviling training

for skills in Reproductive Health services including birth spacing and provides mobile services. Other
NGOs such as MDM, AMDA, AMI, SC, YWCA and Malteser also have demonstrated a potential to
improve to birth spacing commodities.

Recogriing the urgent need to address the contraceptive shortfalls, a high level stakeholder
meeting chaired by the Deputy Minister for Health was held in Nay Pyi Taw in December 2008. A
National Reproductive Health Commodity Security -Sommittee was formed tassess current
situation on RH commoaodities in both private and public sectors, identify and coordinate efforts in
securing supply of commodities, including improving Reproductive Health information system and
strengthening logistic management informatiegstem (LMIS) for forecasting, procurement, supply,
storage and distribution of contraceptive commaodities. At the last coordinating meeting all partners,
UN, NGO who work in the area of Reproductive Health and Birth Spacing were invited in October
2010. Tle Deputy Minister provided policy directions and advocacy for resource mobilization to meet
RH commodity requirements. The MOH also requested UNFPA, as the sole provider of Birth Spacing
commodities, to expand project townships as many as possible in twdexpand the coverage and
to achieve universal access although they do not allocate any budget for contraceptives.

Reproductive Health of Adolescent and Youth

Young people are the future of every society and also a great resource of the nation and they
constitute one fifth of the total population. Sixteen percent of youth approved ofmagital sex for
boys while only seven percent of youth approved of-prarital sex for girls. Protection of the youth
and adolescents from sexual and reproductive Hegltoblems essentially depends on the correct
knowledge of the physiology of human reproduction. Reproductive health services and information
can improve the health status of adolescents and help them attain the level of understanding
required to make respnsible decisions.

The 20092013 National Strategic Plan for Adolescent Health and Development addresses
ISYSNI f AdadzSa 2F |R2tSaoSyd KSIfGK FyR RSTAYS
particular by supporting adolescefriendly health services. The latter includes, among others,
provision of diagnosis and treatment of sexudtBnsmitted infections, provision of voluntary
counselling and testing for HIV, provision of counselling and contraceptive services, antenatal,
delivery, postnatal and postabortion care. A strategy promoting HIV related reproductive and sexual
health education for young people has been developed in cooperation with Maternal Child Health,
Reproductive Health and School Health Section of DOH. National AIDS Pregrarooordination
with Department of Educational Planning and Training (DEPT), Ministry of Education and UNICEF, has
introduced Shool BasedHealthy Living anddIDSPrevention Education” (SHAPEProgramme since
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1997. In 2006National Life Skills Curricahbased on SHAPE developed by Ministry of Education and
is being implemented in schools all over the country. HIV education is part of the curriculum in
primary, secondary schools and teacher training in cooperation with Ministry of Education.

Myanmar Natbnal Strategic Plan on Adolescent Health and Development

In the overall context oNational Health Plan 20861, MCH aims at contributing to "the
uplift of the health standards of the entire nation by promoting adolescent health activities". The
MOH is stiving to achieve better coordination among several primary health care projects and has
incorporated Adolescent Health component into School Health and Adolescent Health ¥2Q081
National Health Plan. The National Health Plan 2DD6also states the eed for continuing
strengthening of the health services to reduce the adolescent health problems.

Several primary health care projects are currently addressing different aspects of adolescent
health and development issues. In order to converge the adefgguortions under these projects, a.
strategic plan for adolescent health and development has been evolved. All the stakeholders who are
interested in the area of work will be participating with deliberating on it and contributing to it. This
sets out prority health issues, and expected outcomes, and including implementation activities with
building capacity. This strategic plan will encourage coordinated and expanded implementation and
monitoring of activities by various programmes as to common goatgtar The strategic plan is
guided by a vision of sustainable adolescent health and provides a logical framework for decision
making for the achievement of the objectives. The strategic plan also calls for a commitment by a
wide coalition of forces withithe country and among external partners to working together in new
ways on the adolescent health frontier. It is geared towards full participation at all levels, donor
partners, NGOs and the community groups.

Key Principles are

1 A strong partnership betwen these stakeholders is a key element. The plan draws on the
strength of existing resources within the country and engages all potential stakeholders;

9 Activities integrated and coordinated with focus on adolescents and their social environment
with a mixof promotive, preventive and curative health care programme;

1 Supportive environment and services for all adolescents for making progress on specific
health outcomes;

1 Common goals and operational strategies arc outlined to adapt at township level be to t
local needs and priorities;

1 The resource reality worked and an incremental scaling up promoted;

9 Participation of adolescents themselves in the development activities;

9 Advocates for multisectoral approach while focusing on health sector response.
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The Goals to improve knowledge, attitudes and skills of young people thereby encouraging
adoption of healthy lifestyles, and increase adolescents’ access to appropriate health services.

The Priority Areas of Plawere: Reproductive health and HIV/AIDS; Nigtn; Substance abuse
(tobacco, alcohol); and Injuries. The strategic plan for Adolescent Health and Development derives its
overall direction from the National Health Plan (2a68®L1) and aims to achieve the following
Objectives:

1 To promote the health ashdevelopment of young people by providing accurate and culture

specific information through appropriate channel of communications;

1 To increase utilization of health services by young people through orientation of existing

ones to Youth Friendly Health Sies;

1 To reduce the morbidity and mortality in adulthood resulting from preventive conditions and

behaviours during adolescence.
Strategic Directions are:

1 Creating supportive and enabling environment;

9 Improving the provision of information and skills tdcdescents;

1 Improving accessibility and utilization of health services.

The Adolescent Health and Development Strategic Plan was developed by a vision of
sustainable adolescent health and provides a logical framework for decision making of the
achievementof the objectives by the Department of Health and other partners. The plan also called
for a commitment by a wide coalition of forces within the country and among external partners on
working together in new ways and means on the adolescent health frontievas geared towards
reaching at all levels of the NGOs, donor partners and community groups.

Myanmar Maternal and Child Welfare Association

The Government of Republic of Union of Myanmar is implementing the National Health Policy
in order to fulfilthe requirement of the health needs of the people of Myanmar in accordance with
one of the social objectives : to uplift health, fithess and educational standards of the entire nation. In
the National Health Policy of Myanmar, one of the statements hagy’bed NI A Odzf | G SR | & W
the role of cooperative, joint venture, private sector and rgomvernmental organizations (NGOS) in
RSt AOGSNE 2F KSIftGK OFNB Ay @AS¢g 2F OKFy3IAy3a SO2
Myanmar Maternal and Child &fare Association (MMCWA) has been contributing complementary
assistance in service provision in health care delivery as leading NGO of the Ministry of Health. Role of
MMWCA provide a fruitful shouldering to achieve Development Goals (MDGSs).

The State ha and Order Restoration Council has adopted Law no. 2%/9@yanmar
Maternal and Child Welfare Association Law. MMCWA, a voluntary organization was founded on 30
April 1991 on the basis of this Law. As the name implies, the mission statement is to servaaly
society by improving the health and wékking of mothers and children and in turn aiming to improve
the quality of life of the people. It has four main objectives and the first objective is to strive to
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achieve the stated mission with special intstrén health and wellbeing of mothers and children. The
second objective is to carry out four major activities, namely: education, health, economic and social
activities down to the wards and villages all over the country. The third one is to providesapces
assistance from the Central Council to various levels, and the fourth objective is to cooperate with
related departments and other NGOs.

MMWCA inherents mulsectoral dimension approach in every of its health intervention. The
understandings of hetll purely as a technical issue no longer exist. Education and-socimmic
development are now required to consider health in a broader context. Health has a mutually
reinforcing relationship with community development. MMWCA has been working closédiythat
Government Departments, Mutilateral and Bilateral partners, other Development Partners, INGOS
and NGOs in areas of health, education and secmomics with particular focus on achieving MDGs.

In this perspective, MMWCA provides Reproductive Headitvices at Maternity Homes with the aim

to reduce maternal, newborn and infant mortality rate. There are 133 maternity homes throughout
the country. Maternity homes health care services include antenatal care, safe and clean delivery by
skilled birth attendants (midwifes, doctors), post natal care, promotion of exclusive breast feeding,
birth spacing, counselling and immunization. Eleven Maternity Waiting Homes are also established to
provide a shelter for risk pregnancy from remote areas. Activities siscleye care for cataract
patients, corrective surgery for congenital defects including harelip and cleft palate, prevention and
control activities of malaria, tuberculosis, HIV/AIDS, environmental health activities are also provided.
Nutrition promotion am growth monitoring is an important activity of the Association at different
levels. Elderly care and asttibacco activities have also been carried out throughout the nation.
Training on indigenous medicine has been provided to housewives and they avaraged to
practice within their family. Another focus of the Association is dissemination the information among
youth on the effect and consequences of drug using and its related HIV infection. For prevention and
control activities of malaria and TB as liweMMCWA and branch members have participated as
frontline volunteers in case finding, referral and provision of DOTS, provision of Insecticide Treated
Bed Net (ITBN) and antimalarial treatment.

To raise the standard of living of families and in linehvii$ mission statement, MMWCA is
actively engaged in humanitarian activities. Future plans are laid down every year. Under the
guidance of the Executive Committee, close supervision and monitoring to States and Regional
Supervisory Committees and in ctidaation with local authorities and stakeholders at different level,
activities under the work plan are being implemented. MMCWA strives to consolidate the strengths
so identified while rectifying its weaknesses in order to attain its goal and missioatiobgefor the
development of the entire nation.

Draft National Population Policy (1992)

1. Improve the health status of the Women and Children by ensuring the availability and
accessibility of birthspacing services to all married couples voluntariljksegesuch services.
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2. Provide the Community with information, education and communication measures on birth
spacing in advance as it is important.

3. Encourage Myanmar women to fully participate as equal partners in national development by
given them equal stats with men.

4. Promote the awareness of the citizens of the nation on the responsibility of the reproductive
behaviour and also educate the male population of their responsibility.

5. Utilization of young people international development efforts as the youtpybation of
under 18

6. constitutes about 50% of the total population.

7. The government is committed to a strategy of providing essential health care using the
primary health care approach. Therefore to attain the prevention of diseases and promotion
of healthylife-style, the basic facts included in the primary health must be emphasized.

8. Raise the social status of rural community by taking into account the internal and
international migration issues. Integration of comprehensive urbanization policy into the
overall development planning process while ensuring effective economic interdependence
between towns and villages.

9. Raise the awareness of the importance of population information and vital statistics for socio
economic planning.

10. Review and amendment of exisgj legislation to support the achievement of the objectives
of population policy.

Myanmar Reproductive Health Policy 2002

GoalTo attain a better quality of life by improving reproductive health status of women and men,
including adolescents through effidge and appropriate reproductive health programmes undertaken
in a lifecycle approach.

The National RH Policy states

1. Political commitment should be sustained to improve reproductive health status in
accordance with the National Health Policy and torpote rules, regulations and laws on
reproductive health.

2. Reproductive health care services and activities should be conformed with National
Population Policy

3. Full respect to laws and religion, ethical and cultural values must be ensured in the
implementaion of reproductive health services

4. The concept of integrated reproductive health care must be introduced into existing health
services and programmes. Quality reproductive health care must be provided in integrated
packages at all levels of the publicdgorivate health care systems
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5. Effective partnerships must be strengthened among and between governmental
departments, nongovernmental organizations and the private sector in providing
reproductive health

6. Reproductive health services must be accessiblegable and affordable to all women and
men, especially underserved groups including adolescents and elderly people.

7. Effective referral systems must be developed among and between different levels of services.

8. The development of appropriate information, echtion and communication [IEC] material
must be strengthened and disseminated down to the grasg level to enhance the
community awareness and participation.

9. Appropriate and effective traditional medicines and secudtural practices beneficial for
reproductive health must be identified and promoted.

10. Adequate resources must be ensured for sustainability of reproductive health programmes.

Myanmar Reproductive Health Strategic Plan 262913

Goal: To attain a better quality of life of the people of thénion of Myanmar by contributing to
improved reproductive health status of women, men, adolescents and youth and achieving MDG 5
targets of reducing maternal mortality by three quarters and achieving universal access to
reproductive health by the year 261

Core Objectives:

1 Improving antenatal, delivery, pegiartum and newborn care.

1 Providing quality services for birth spacing and prevention and management of unsafe
abortions.

1 Preventing and reducing reproductive tract infections (RTIs); sexuatlgmited
infections (STIs),

1 including HIV; cervical cancer and other gynaecological morbidities.

1 Promoting sexual health; including adolescent reproductive health and male involvement.

Priority areas for action

i Setting enabling environmenwith strong local, ational and international support. This
implies advocacy and strong political will to galvanize resource mobilization and investments
in reproductive health, establishing regulatory frameworks and mechanisms to coordinate
performance and high standards aécountability.

1 Improving information base for decision makiog reproductive health and maternal and
newborn health for advocacy and decision making. Analysis of data on epidemiological
variables, service availability and its utilization, social sciglata on reproductive health,
improved data availability and its analysis.

1 Strengthening health systems and capacity for delivery of reproductive health setwices
invest for
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9 availability of essential services at the primary health care level with efteditikages to
referral hospitals at the secondary and tertiary levels.

Strategic directions of NSP (20@®10) for HIV and AIDS

Highest priority (highest risk population groups with HIV prevalence of above 5%)
1 Reducing HiVelated risks, vulnerabilityral impact among sex workers and their clients.
1 Reducing HiVelated risk, vulnerability and impact among men who have sex with men.
1 Reducing Hivelated risk, vulnerability and impact among drug users.
1 Reducing HiVelated risk, vulnerability and impact amg partners and families of people

living with HIV.

High priority: (vulnerable population groups with HIV prevalence -&P4)
1 Reducing Hivelated risk, vulnerability and impact among institutionalized population
1 Reducing Hivelated risk, vulnerabilityrad impact among mobile population
1 Reducing Hivelated risk, vulnerability and impact among uniformed service personnel
1 Reducing HIvelated risk, vulnerability and impact among young people

Priority: (lower-risk population groups with HIV prevalence afde¢han 1%)

=

Enhancing prevention, care, treatment and support in the workplace
Enhancing HIV prevention among men and women of reproductive age
Fundamental overarching issues:

1
1
1 Meeting needs of people living with HIV for comprehensive care, support aatirtent
1 Enhancing the capacity of health systems

1

Monitoring and evaluating

Active Aging

aelyYlINRa LRLWzAFGA2Yy A& o0SIAYyYyAy3a (G2 |3S NI LJ
Myanmar is limited because the last national census was in 1983, long tetimat=s and
projections are available from the United Nations Population Division. As in othetrigsuacross
Southeast Asia, the number of older people in Myanmar is increasing rapidly, having virtually
guadrupled over the past 60 years. Moreover, duainly to the ongoing decline in fertility and to
some extent improved life exptancy, the proportion of the population that is 60 years and older is
AYONBI AAy3Id [/ dZNNByidfte 2tRSNI LIS2LIX S | 002dzyii F2NJ |
hasgrown at a gradual pace over the past 50 years but will accelerate rapidly over the next four
decades.

In old age, the spouse or adult children are usually a vital source of material and emotional
support and serve as caregivers when the need arisesauBecjust over half of older women are
widowed, they must rely more heavily on their children, while three fourths of older men are still
married. Older people today have an average of four to five living children and only 6% are childless.
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But fertility rates in Myanmar have already fallen to two children per woman, so older people in the
future will have fewer adult children available to provide support.

Older people in Myanmar typically live in low income households. Almost 10% report that
their househdd has a monthly income of no more than 25,000 kyat, or less than US$ 1 per day (at
current rates) and just over 60% report that their household income is no more than US$ 3 per day.
Less than one in five older persons has savings in the form of moneydoargd are twice as likely to
have debts as savings. Only 55% of older people feel that their income is regularly adequate to meet
their daily needs.

Health can greatly affect quality of life, physical independence and financial security. Only a
third of older people in Myanmar say that their health is good or very good. Reports of poor health
increase from 17% to over 30% between those ageg680and those aged 80 and older. A large
majority of older persons experienced one or more symptoms of ill hemiting the previous month,
the most common being pain in their joints and spells of dizziness. Just ov#hichef respondents
had illness or injury during the past 12 months that prevented them from carrying out normal
activities. Overall, nearly 1586 older people indicate problems with hearing and close to 30% with
sight. Many older people in Myanmar remain active and independent. They work for income or else
provide help around the home and with grastdldren, thus allowing their adult children toe
economically more productive. However, many others are vulnerable and need assistance, especially
as they reach advanced years.

With the objectives to promote health of the older people and increase the accessibility of
geriatric care services for the Elderly Health Care Project has been formulated the following
strategies;

1 Promotion of effective geriatric health care services through proper training of basic health
staff and volunteers.

9 Establishing geriatric clinics in the existing health fadlitie

1 Increasing awareness of healthy ageing among the family and community through various
media.

1 Promoting community participation through social mobilization.

1 Promoting healthy living in older people focusing on behavioral aspect (life styles
modification) such as nutrition, physical exercise, cessation of tobacco and alcohol
consumption.

1 Strengthening the cooperation and collaboration with related sectors, NGOs and INGOs in
well- being of older people

Elderly Health Care Programme is under the Improvinglthifor Mothers, Neonates, Children,
Adolescent and Elderly as a Life Cycle Approach Programme Area of National Health P{aaxap11
This programme is based on comprehensive health care; promotive, preventive, curative and
rehabilitative care. Healttpersonnel from both clinical side and public health side are jointly
implementing the activities of this programme. Department of Health takes part in leading role for
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healthy ageing programme and it is also responsible for coordination and partnershipelated
ministries, UN agencies, INGOs, NGOs and CBOs.

Raising awareness on active and healthy ageing among stakeholders is an important issue,
GKSNBEF2NBE 22NXR | SIfdK 518 GFrfla 2y aD22R KSIf K
and Healtk ! 3SAy3 GKNBAdAK KSIfGK OFNB LINRPFSaarAz2ylfés
I St adKe ! 3SAyY 3" Myghmar Bldah Conbdss wieye canducted in 20023.

At present dementia is one of the commonest health problem in older people but amsse
on dementia is very low even among health care professionals especially psychosocial support for
dementia. Symposium on Dementia in Myanmar organized by Health Care for the Elderly Programme
in Myanmar was held in 2012.

National policy and legislath on social, economic and health actions for aging population in
Myanmar is the important addressing issue and formulation of national policy and legislation will be
come out with the collaborative effort of all stakeholders.

Due to the improvement in radth care technologies and socio economic conditions,
lifeexpectancy becomes longer and elderly population is increasing worldwide. One third ofcountries
in Asia Pacific Region are now occupied with elderly population from 8%, includingMyanmar, to
26.4% oftotal population in Japah.As the globalization interconnected betweenmany countries,
such effects have many impacts on health and wellbeing of older péopléke industrialized
countries, developing countries have less comprehensive policy and dlealtly agenda. These
need to be addressed as there will be potential threat for burden of aging.Although Old Age Right
was proposed since UN general assembly 1948, it becomes inactive until1991 when the charter for
the UN principles of older persons wasoatkd.

As major interest of international agencies focus on diseases control and primary health
careactivities, governments have to take sole responsibilities for elderly health care
comprehensively.However, elderly programmes have many challenges indobitical and resource
efficiency.In developing countries, so@oonomic and gender development issues that interact
elderlyhealth are less addressed in political as well as public agendas. Furthermore, there are
manyunequal facilities in basic health,edical care and social support for elderly those live in
ruralareas in many countries, including Myanmar.

Health Workforce Strategy

Introduction

The country has committed to the Millennium Development Goals and all effortsuarently
being directed to it collectively by both the Government and Development Partners. To achieve the
health goals of the MDGs by 2015, sufficient quantity, quality, appropriately skill mixed and need
based distribution of human resources is critical
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It was estimated there were 88,975 health workers, including 26,435 medical practitioners,
25,544 nurses and 19,556 midwives in 22011. Together, this equalled to 1.49 health workers
(doctors, nurses and midwives) per 1,000 population, well belowglsemmended WHO minimum
threshold of 2.3 health workers needed to support the achievement of the Millennium Development
Goals. However, these estimates include fpoacticing health workers, and those who are employed
by other Ministries, including Laboand Defence.

The health workforce has a high proportion of women, with almost 75% female health
workers. There is an even spread of health workers in urban and rural areas even though only 34% of
the Myanmar people living in urban areas. Furthermoreglttefacilities in the rural areas are mostly
staffed with Basic Health Staff (BHShealth assistants, midwives, public health supervisors, lady
health visitors and community health workers, who require further training and logistical support.

Due to Imited information on the private sector, it is difficult to estimate the availability and
deployment of health personnel and ascertain the true state of HRH in Myanmar. It is known
however, that the private sector is playing an increasingly important ilthe Myanmar health
system, particularly in ambulatory care. It is essential to understand the contribution of the private
sector and to regulate its involvement.

The main HRH issue is the shortage of health workers in rural areas. Basic healthrstaffs
responsible for providing health services to approximately 70% of the population, largely in rural
areas. These workers face many challenges in their effort to reach out to remote villages, with meagre
resources and support. Accessibility to healthvemss is hampered by health worker shortages,
particularly in conflict areas near the borders, high levels of private financing of health services,
security issues, poor infrastructure and transport, lack of equipment, resources and drugs, cultural
and larguage difficulties and geographic isolation.

In view of these constraints, there has been a focus on extending the coverage and access to
services through up scaling the production of health personnel without sufficient emphasis on their
capacity to deligr quality health services. Furthermore, production and recruitment of health
workers are often not well synchronised, with an excess number of doctors relative to recruitment
guota, and lack of nursing personnel to fill vacancies in rural areassePree education is also
affected by inadequate funding and infrastructure which in turn affects the capacity of the institutions
to offer quality programs.

In the absence of a focal point unit/department in the Ministry of Health to coordinate all
aspects 6 HRH; HRH planning, management and production are not sufficiently aligned and impacts
on the efficiency and effectiveness of health personnel development and deployment.

Underpinning many of the difficulties associated with HRD is the insufficierdtmeat and
allocation of resources for improving all aspects of HRH production and deployment.

HRH policies and plans
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The current National Health Plan 202016 recognized the urgent need to develop a
strategic plan for the health workforce. With thegport of WHO, the formulation of the strategic
plan commenced in August 2012 and it is expected that a first draft will be available by April 2013.
The four objectives related to HRH identified in the National Health Plan are:

9 To collect and compile hedltworkforce related data and information from both public and
private sector;
1 To conduct research for finding HR gaps and evidéased data for future plan;
1 Toinvolve as many stakeholders as possible in drawing health workforce strategic plan; and
1 To aralyse data, project and draw the National Health Workforce Strategic Plan for the next
five years using HRH software.
The Ministry of Health has convened a working group to harmonize HRH policies across all
government ministries. This group includes regmsitives from:
9 Ministry of Health (all departments);
Ministry of National Planning and Economic Development (planning department);
Ministry of Finance and Revenue;
Union Civil Service Board;
Ministry of Defence (health directorate);
Myanmar Medical Assaaion;
Myanmar Health Assistant Association;
Myanmar Nursing and Midwife Association; and

=A =4 =4 4 =4 4 -4 A

Myanmar Medical Council.

Policy development, planning and managing HRH
The Myanmar Health Vision 2030 was developed in 2000 and encompasses the national
objectives(political, economic and social). It is a long term plan to guide shorter term national health
plans. There are nine objectives in the Myanmar Health Vision 2030, one of which focuses GroHRH (
train and produce all categories of human resources for heeithin the country)
From the Myanmar Health Vision 2030, there have been four types of health development plans
prepared. These include:
1 Special Four Year Plan for Promoting National Education: Health Sector (2000/2001
2003/2004);
1 National Health Plar2001-2006, 20062011 and 2012016);
1 Rural Health Development Plan (26B0206); and
1 Hospital Upgrading Plan (2001/26@R05/2006)(Myanmar Ministry of Health, 20}1
The current National Health Plan (202216) was developed by the Steering and Working
Committees, formed by the Ministry of Health. These Committees iecktdkeholders from all
health related ministries and other stakeholders, but a key stakeholder excluded from such decision
making is the Universities. The plan is developed through a series of meetings and workshops and is
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formulated within the objectivesf the Myanmar Health Vision 2030 and any uncompleted objectives
of the previous health plan. National Health Plans are evaluated on yearly(ldigsismar Ministry of
Health, 201}

The previous National Health Plan highlighted the fact planned expansion of health personnel
and facilities have not met set targets as arpion has occurred mostly at a higher level (hospitals)
than at grassroots level, namely the development of more rural health centers, school health teams
and maternal and child health centers. It also noted that the public health workforce needs to be
strengthened.

The Basic Health Service and Public Health Divisions at the Department of Health are
responsible for administration, management, implementation, supervision, monitoring and evaluation
of health care activities, particularly in rural areas. rEheare dedicated personnel at the
State/Regional Health Departments that are responsible for supervising and monitoring of health
services to improve the performance of Bf{/anmar Ministry of Health, 20)1However, the depth
and coverage of supervision is not adequate enough to cover the entire country.

The Departmen of Health Planning has developed a fear plan to promote National
Education and the Myanmar Health Vision 2030. This was completed with the collaboration of all
departments under the MOH. Both the National Health Plan and Health Sector TechnicahgNork
Paper highlight problems attributed to vertical program planning that has led to the development of
parallel systems of planning, reporting and implementation. This affects efficiency, with health
workers spending more time doing administrative tasksher than providing clinical or public health
services

Planning, management and production of HRH requires intensive coordination at both policy
and operational level. In the absence of a focal point unit with responsibility for coordinating and
monitoring all aspects of HRH, it is challenging for the Ministry of Health and other government
agencies to ensure efficient exchange of information and coordination in this area. The Department of
Medical Science, for example is responsible for the produatiohealth workers but graduates are
deployed by the Department of Health. Production and employment is often not matched, with
surpluses in some professions and shortages in others. Health workforce demand is determined by
the expansion of health facilitsee procurement of new technology and population growth. However,
increasing hospital bed numbers or increasing rural health facilities is the responsibility of the Ministry
of National Planning and Economic Development, which in turn is constricted bydget set out by
the Ministry of Finance, who also determines any salary increases. This has resulted in an
overproduction of some health workers (e.g. doctors) but not enough in other areas (e.g. in nursing)
(Myanmar Ministry of Health 2006Db).

Professioral Regulation

Currently, only doctors, nurses, dentists and traditional medical practitioners are required to be
registered and licensed to practice. All other health workers are not required to be regulated.
Medical practitioners
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The Myanmar Medical Cauail Law was passed in 2000 and defines medical duties and rights.

The Myanmar Medical Council is responsible for:
1 Registration and licensing of generalist, specialist and foreign medical practitioners;
1 Control of professional practice and conduct throughpervisory bodies appointed by

Council; and

1 Setting standards and professional practice guidelines for medical education and pfahtce

State Peace and Development Council, 2000a

The Myanmar Medical Association has apfimately 17,000 members, approximately half of
the medical practitioners in the country. It assists the Ministry of Health in implementing primary
health care services and providing CPE to doctors (information dissemination) through conferences,
workshopseminars, refresher courses, CPE package courses and the Myanmar Medical Journal.
Nursing and midwifery personnel

The State Law and Order Restoration Council Law Relating to the Nurse and Midwife was
enacted in 1990 and amended in 2002. The Act defingeineral terms, nursing and midwifery duties
and rights. The Myanmar Nurse and Midwife Council are responsible for:

1 Registration and licensing of nurses and midwives;
1 Control of professional practice and conduct through supervisory bodies appointed by

Couwncil;

1 Setting standards and professional practice guidelines for nursing and midwifery education
and practice; and
9 Prescribing conditions of professional practice of nurse aides and auxiliary midwives with the

approval of the Ministry of Healt{The State Law and Order Restoration Council, 1990

Registration of nurses is given by showing their graduating certificate provided from the
training schools. Once registered, nurses are required towetheir license every two years.

The Myanmar Nurse and Midwife Association functions much like a union and its role is
mainly to increase capacity building and continuous professional development of nurses and
midwives. It also looks after the welfare thie nurses and midwives, especially in provision of aids for
elderly retired or sick nurses.

Dentists

Dentists are registered through the Myanmar Dental Council. However, there is currently no
information available on the registration process.
The Myamar Dental Association is a dental union and was formed in 1979. It currently has over
1,500 members across 15 branches.

Traditional medicine practitioners
The Traditional Medicine Council was formed under The Traditional Medical Council Law
2000. It iresponsible for:

72



1 Registration and licensing of traditional medical practitioners;
1 Control of professional practice and conduct through supervisory bodies appointed by
Council; and
1 Setting standards and professional practice guidelines for traditional cimedpractice(The
State Peace and Development Council, 2000b
Applicants to the Council need to have graduated from the University of Traditional Medicine or the
Traditional Medical Institute; pass a qualifying ewaation set by the Council; or be recognised by the Council
as possessing qualifications deserving of a traditional medical practit{@iher State Peace and Development
Council, 200D

HRH information systems

Thee is a national health information system but no current national health workforce
database. However, it will be created as part of the development of the National Health Workforce
Strategic Plan under the current National Health Plan 2Z8016. Each of # departments under the
Ministry of Health has their own health workforce database but there is no central one. In addition,
health workers are also employed in other ministries, including Ministry of Labour, Ministry of Mining
and Ministry of Power and Engy. In 2008, it was reported that information collected on the public
health workforce by the Department of Health were standardized across all cadres and included:
name, date of birth, national registration number, race, religion, place of birth, addFes LJ- G A Sy (i Q:
YIEYSEa FyR 200dzldr A2y X alLl2dzasSQa yIYS FyR 200dzLd GA
OKAf RNBYyQa ylyYSa IyR RIGS 2F OANIKXIZ aAirofAy3aa yli
history, salary, speciality (if any), trainingeattied, and employment history.

The national health information system uses a minimum dataset and has been decentralized
across the health system to facilitate completeness and validity of data collection. It has been used to
plan, monitor and evaluate hétad service implementation and also for disease surveillance. Data is
collected from all health facilities using collection tools and procedures that have been standardized
(WHO, 200% Health staff at all levels of the health system are responsible for collecting tutih
and report monthly for midyear and yearly monitoring and evaluation. Monthly reports are collected
from all government hospitals. Medical record technicians are also trained in data collection. Assistant
medical superintendents or medical officersspensible for medical record department also attend
short courses to facilitate for supervising the performance of medical record technicians

In 2010, a National Workshop reviewed the dataset of public health information system to
determine relevance and gaps in information collection. Evaluation of the Health Management
Information System was conducted at the Township, State and Natiewvellto determine difficulties
in data collection, management, and analysis
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Health workers at national level in 2008007 and 20161

20062007 20102011
HW/1000 HW/1000
Health Occupational Categories/Cadres population population
Total Total
(Pop. (Pop.
46,605,278) 47,963,012)

Medical practitioners 20,501 | 0.44 26,435 | 0.55
Health assistants 1,778 0.04 1,899 0.04
Graduate/registeredprofessional nurses 21,075 | 0.45 25,644 | 0.53
Midwives 17,703 | 0.38 19,556 | 0.41
Dentists 1,732 0.04 2,562 0.05
Dental technicians and assistants 165 0.00 287 0.01
Lady health visitors 3,137 0.07 3,344 0.07
Public health supervisors | & Il 1,923 0.04 2,621 0.05
Traditional medicine practitioners 5,841 0.13 6,627 0.14
Total 73,855 | 1.58 88,975 | 1.86

Source: Myanmar Ministry of Health

Distribution of health workers by urban/rural areas

Overall, there are about the same number of health workers in urbahraral areas (Table
8). However, as only 34% the population live in the urban areas this distribution is inappropriate.
Most highly skilled and specialist health workers are based in urban areas, with rural Myanmar
populations having access only to lesskilled, community based health workers including auxiliary
midwives and public health supervisors.

Distribution of health workers by urban/rural areas in 2008

Urban Rural

HW/1000 HW/1000

Health Occupational Categories/Cadre| Total % population % population
(Pop. (Pop.

15,39%,153) 31,856,162)

Generalist medical practitioners 2,472 84.7 0.14 15.3 0.01
Specialist medical practitioners 1,713 | 100.0 0.11 0.0 0.00
Graduate/registered/professional nursey 9,363 89.4 0.54 10.6 0.03
Midwives 105 100.0 0.01 0.0 0.00
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Midwifery associate professionals 21,789 0.0 0.00 100.0 0.68
Generalist dental practitioners 484 98.3 0.03 1.7 0.00
Specialist dental practitioners 62 100.0 0.00 0.0 0.00
Dental technicians and assistants 10 100.0 0.00 0.0 0.00
Pharmacists 32 100.0 0.00 0.0 0.00
Pharmaceutical technicians and assista] 877 68.1 0.04 31.9 0.01
Physiotherapists 146 100.0 0.01 0.0 0.00
Nutritionists and dieticians 14 100.0 0.00 0.0 0.00
Optometrists 27 100.0 0.00 0.0 0.00
Medical and pathology laborator
. 2,681 | 100.0 0.17 0.0 0.00
technicians
Medical imaging and therapeut
_ o 466 100.0 0.03 0.0 0.00
equipment technicians
Medical and dental prosthetic techniciann 22 100.0 0.00 0.0 0.00
Environmental health and hygien
. 4,500 64.1 0.19 35.9 0.05
professionals
Community health workers 12,998 | 16.9 0.14 83.1 0.34
Nonthealth professionals not elsewhe
o 2,193 | 100.0 0.14 0.0 0.00
classified
Ambulance workers 145 100.0 0.01 0.0 0.00
Traditional and complementary medicir
_ _ 5,953 88.2 0.34 118 0.02
associate professionals
Personal care workers 442 100.0 0.03 0.0 0.00
Clerical support workers 320 100.0 0.02 0.0 0.00
Domestic and ancillary workers 20,989 | 76.2 1.04 23.8 0.16
Total 87,803 | 52.7 3.00 47.3 1.31

Source: WHO Myanmar HRH country profile 2011 (unpubli3hed

Distribution of health workers by sector

Little is known about the private sector workforce due to the lack of reliable data. According the

Ministry of Health, it is estimated that 59% of medical practitioners, 68.3% of dentists and 86.6% of traditiona

medicine practitioners are employed in the private sector. However, it is unknown whether these health

workers practice solely in the private sector or have dual roles.
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Distribution of health workers by public/private sector in 20D11

Health Ocupational Categories/Cadres Total % Public % Private
Medical practitioners 26,345 41.5 58.9
Health assistants 1,899
Graduate/registered/professional nurses 25,644
Midwives 19,556
Dentists 2,562 31.7 68.3
Dental technicians and assistants 287
Lady health visitors 3,344
Health supervisor 2,621
Traditional medicine practitioners 6,627 134 86.6

Total 88,885

Source: Myanmar Ministry of Health

Skills distribution

The overproduction of medical graduates and underproduction of nurses daused
significant makbistribution of skills, with approximately one nurse for every doctor in 22001
(Table 10). Between 1988 and 2007, the number of medical doctors has more than doubled from
3,242 to 6,814. However the number of midwives has iaseel by just 11%din et al., 201p

A HSS assessment in 20 Townships showed that eight out of HO8sRrveyed had the
minimum standard of 13 BHS staff. 71% of RHC surveyed had less than nine staff.-26120) 1the
ratio of midwives to PHSII was 11:1 when it should be 1:1. This has resulted in midwives taking up
many public health duties that is beyd their scope of practice, such as immunisation. This increased
responsibility takes away time to complete midwifery duties. There is currently a proposal before the
Ministry of National Planning and Economic Development to increase the number of dstdipissts
of PHSII by 5,000 to reach the desired midwifd®HSII ratio.

Skills distribution in 2012011

Ratio

Nurse: Physicians 0.97:1
Private: Public providers by HRH category 1:3.98
Medical practitioners 1:0.7
Dental practitioners 1:0.46
Tradiional medicine practitioners 1:0.16

Souce: Myanmar Ministry of Health
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Health workforce requirements

A systematic assessment of the requirements for production and recruitment of the health workforce
and associated costs is being undertaken as path®fformulation of the strategic health workforce plan. The
projection tool used is based on assumptions concerning the optimal staffing level and mix at the different
levels of the health system, with reference to catchment population served, coverages phd functional
analysis.

Health Professions Education
Under the leadership of the Ministry of Health, the Department of Medical Science is
responsible for training and production of all categories of health personnel with the objective to
attain appopriate mix of competent human resources for delivering the quality Health Services.
Considering the changes on demographic, epidemiological and socioeconomic trends both
nationally and globally, it is imperative to produce efficient human resourcesefaltthfor providing
guality health care services to the entire population in the country. In addition, it is also crucial to
produce competent human resources for health who are capable to keep abreast with the advanced
global health standards. The appragae mix of different categories of health professional is being
produced from the 14 medical and allied universities and 46 nursing and midwifery training schools
under the Department of Medical Science. In addition, postgraduate training courses amg bein
conducted for higher learning. Currently are 36 doctorate courses, 8 PhD courses, 29 Master courses
and 6 diploma courses are being conducted in universities under the Department of Medical Science.
In order to train and produce qualified human resowsder health, specific administrative
and academic issues in universities as well as existing under graduate curricula should be reviewed,
revised and updated for relevance to the health needs, competency needs and training needs by
conducting Medical Edation Seminar periodically. The Department of Medical Science convened the
WMedical Education Seminar in July 2011 to review and revise the curricula of Medical and Allied
Universities. Diploma Midwifery curriculum had been developed in 2011 woulddsed in 2012
Academic year. Lady Health Visitor curriculum was reviewed and revised to change from
GO02YLIKaKSgORE (2 adlal 2NASYUGSRe OdzNNA Odzt dzy Ay
The Universities of Medicine under the Department of Medical Science had gradually
increased tle intake of students since the year 2000 according to the country needs. Previously, the
intake of the students was about 550 in all 3 medical universities. In May 2001, University of
Medicine, Magway was newly established and (1300) medical studentseenter all 4 medical
universities in 200@001. According to the National Health Plan 2@006, it was expected that the
annual student intake would be (2400) students at the end of the project period. In-2008, the
student intake was (2403) in all 4eaical universities. And yearly intake of (2400) students is planned
for the next project period of 20068011. It is in line with the National Health Plan and also as the
requirement for National Education Promotion Special 4 year Plan for Promoting Bladaocation.
In 20062011, (10394) medical doctors could be produced, whereas the expectation of the project
was about (12400). Based on records of July 2006, the available medical doctors and population ratio
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in the country was 1:2980 and while completithe National Health Plan (20@811) period it was
increased to 1:2261.Similary the yearly intake of Dental Medicine, Pharmacy and Medical Technology
were of 300 students each, during the NHP 2Q0&1 period, 1153 Dental Surgeons, 1416
Pharmacists and201 Medical Technologists could be produced.

In 201062011, the intake of nursing students (Generic) is (307) and nursing students (bridge
course) is (94) and the two universities had produced (273) nurses from generic course and (147)
nurses from bridgeaurse. The intake of BNSc bridge course is planned to increase to (150) and intake
of Specialty nursing is planned to increase (20) students each in six area yearly. In the Nursing Training
Schools, the student intake had increased to (1000) students &@@#&. Starting from 2003, it has
been increasing up to (1200) students from previous intake of (500) students. In Midwifery the yearly
intake was 900 students. Till end December 2010, it has produced (4103) nurses holding BNScdegree
and (24231) nurses hiihg diploma degree. At present doctor and nurse ratio is (1:1.4). It is planned
to increase this ratio up to (1:3) in line with that of ASEAN countries

The Department of Medical Science is responsible for production of Basic health workers who
serve fordelivery of health care services in rural area, where 70% of the population resides. The basic
health category consists of health assistants, lady health visitors, midwives, public health supervisor 1
and public health supervisor 2.University of CommuHigalth is responsible for production of Health
Assistants (holding B.Comm.H Degree) and Health Assistants (Condensed Course). During the project
period of 20062011, it was planned to take (150) students yearly. In the year 2011, (142) Health
Assistants hloling B.Comm.H degree and (50) from condensed course, (132) LHVs, (890) MWs and
(75) PHS | were produced. As the ratio of RHC and population coverage in 2011 is 1:26567 compared
to that of 2006 which was 1:26633, it is found that there is no significéférence. The ratio of
midwife population in 2011 is 1:4462, which was (1:4144) in 2006.

For provision of comprehensive and quality health care to the community and uplifting of the
health standard of the nation it is crucial to have qualified healttspenel sufficiently. This project is
envisaged to produce adequate and qualified postgraduates in various disciplines according to the
needs of the National Health Plan. Six postgraduate diploma courses, (29) Master courses, (7) Ph.D
and (30) Dr.Med.Sc cmes are being conducted in Universities under Department of Medical
Science. In the year 202011, there were 1021 medical doctors are attending the postgraduate
training. As requirement of postgraduates varies with different categories, training amthgtion of
postgraduates in various disciplines should be according to the needs, if necessary postgraduate
programmes are being arranged in foreign countries.

The population growth, high expectations of the populace and emergence of new technology
in the medical fieldall have impact on the plan formulation for training and production of balanced
Human Resource for Health. Among the health plan for the future, since the numerical expansion had
been carried out in the previous years, quality and newdpiis should be emphasized in the
following years. The task of Infrastructure development of MedicalUniversities and various affiliated
Institutes and training schools is a main component. It is therefore, this project is spelled out mainly
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on the asped of appointments of teachers, building class rooms, laboratories and libraries, repair
and renovation of structures for academic activities and related activities.

The infrastructure development so that students could have an ambience where they can
pursue their areas of interest effectively and without distraction is very important. Actually it would
determine how well they can achieve to the highest level of their potential. On the other hand
postgraduate studies in medical field are areas where rgttedge technology and advances in
medicine are explored by students of medicine. Postgraduate diploma, master, doctorate and PhD
courses are also running in different Medical Universities. To produce not only sufficient but also
efficient graduates ishie prime objective of our academic institutions. Improvements in teaching
facilities starting from teaching hospitals to provision of laboratory and library with modern
equipment are also prerequisite for academic excellence. The training of trainettse @ther hand,
is another facet that we cannot neglect.

The globalization and impact of ICT development is felt worldwide and Myanmar medical
academia is no exception. Innovative ways of training, totally new crops of health care givers and
even new catgories of health workers are needed to make headway in effective health care delivery.

It is time for developing a new University of Public Health in Myanmar and so this item would be a
major component of the project as espoused below. The objectives targrrovide established
academic institutions with dedicated teachers, modern teaching aids and support staff and facilities
such as libraries, research laboratories, training laboratories and ICT components; to establish a new
category of post graduatedining school viz. the University of Public Health; to see that students are
trained mainly in selfearning and to become ethical, accountable and of towering moral fibre.

To keep abreast with advanced South East Asian Countries, Universities andyTSahmols
under Department of Medical Science are producing increasing numbers of different categories of
human resources for health yearly in line with the need of National Health Plan. The department is
managing for increased number of students to ha¥iedive learning opportunities with modern
technologies. On the other hand, it is also necessary to develop a system for Continuing Medical
Education to provide effective health care and to study updated advanced methods. Regarding
Continuing Medical Edation Postgraduate trainings are being conducted within the Country for
enhancement of education of Medical Doctors, Dental Surgeons and Nurses. To apply Information
Communication Technology (ICT) in Continuing Medical Education, Network Systemsaalg alr
setup among Department of Medical Science(Head quarter), Medical Resource Centre, University of
Medicine (1), New Yangon General Hospital and Yangon General Hospital ; between University of
Medicine (2) and North Okkalapa General Hospital ; arteidzn University of Medicine (Magway)
and New 200 Bedded Hospital (Magway); and among Mandalay General Hospital ,Mandalay Child
Hospital and University of Medicine (Mandalay). A plan for Video Conferencing between teaching
hospitals of Yangon University Medicine (1) and Medicine (2), University of Medicine (Mandalay)
and University of Medicine (Magway) has already been developed.
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Nursing education

There are a total of 45 nursing and nusgated training schools spread throughout the
country. At the university level, there are two nursing schools offering undergraduate and
postgraduate formal qualifications. These are:

1 University of Nursing, Yangon
0 Bachelor of Nursing Science (4 years)
o Nursing Science bridging course (2 years)
0 Master of Nursing Sciee
o Diploma speciality nursingdental; eye, ear, nose and throat (EENT); mental health;
paediatrics; critical care; and orthopaedics
1 University of Nursing, Mandalay
o Bachelor of Nursing Science (4 years)
0 Bridging course of Nursing Science (2 years)
0 Masterof Nursing Science
o Diploma speciality nursing: mental health; paediatrics; critical care; and orthopaedics
(Myanmar Ministry of Health, 20)2

The nonuniversity regional nursing schools offer a Diploma in Nursing. In essence, the
Diplomalevel students follow a similar program the university curriculum and are expected to
perform similar duties and receive similar salaries upon graduation. The Bachelor degree holders,
however, have more avenues for career progression and further studies than the Dijgdeeata
nurses. Outstandin@iplomalevel nurses can join Bachelor degree courses by completingear2
Nursing Science bridging course as career development activity. Alternatively, nurses who have
Diplomas can apply for the Nursing Science bridging course after three yearsiok gerupgrade
their qualifications to Bacheldevel.

Midwives, who are the backbone of the rural health services, are expected to contribute to all
primary health care (PHC) activities at the community level beyond their work in reproductive health.
They are trained in Midwifery Training Schools and are conferred a Certifeate qualification
following two years of study. Currently, the 1.5 year Certifidatel course is being upgraded to a 2
year Diploma course in midwifery. Nursing Field TngirBchools and Domiciliary Midwifery Training
Schools do not confer formal qualifications. Outstanding midwifery training school students can apply
for entry to medical school.

Auxiliary midwives do not have formal qualifications and undergo a six maathirg
program. Some only have a basic high school education. It is hoped in the medium {erpedss),
auxiliary midwives will have the opportunity to progress their study to be fully qualified midwives.
This is an important retention strategy as meaaixiliary midwives are from villages and are more
likely to stay and work at the grassroots level.

The last review of the nursing curriculums occurred in 2010. The Nursing and Midwifery
Educational Seminar was convened by the MoH and reviewed and réogiethe 3year Diploma in
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Nursing and 14year Certificate in Midwifery curricula. Participants in this meeting included faculty
members from all nursing universities, nurse training schools and nursing and midwifery professionals
from the Department oHealth and Department of Health Planning.

Basic health staff education

The University of Community Health, Magway offersyeedr Bachelor of Community Health.
Graduates of this course become Health Assistants who provide primary health care in rasahare
team leaders of the Rural Health Centres. The University plans to commence courses for Community
Health Workers and Public Health Inspectors | and Il in 2012.

The Lady Health Visitor (LHV) Training School in Yangon produces approximat200 100
LHVseach year. It provides ardonth Certificatelevel course and is open to midwives with at least
three years of experience. Admission requires passing an entry examination. The number of
SYNRtYSydGa FyR ljd2dal Aa RSLISY R SV ivacahgies. Potedtial NI a LIS
students are selected and recruited in the same region, promoting rural retention of the health
workforce.

LHV and PHSII who serve at least three years in their current post can complete a 12
month bridging course to become Heal¥ssistants. In addition, an annual selection o680
Community Health Assistants is undertaken through written examinations at the Department
of Health and successful candidates are invited to attend courses at the University of
Community Health, Magway.

Traditional medicine education

The University of Traditional medicine was established in 2001. ThgdareBachelor
of Myanmar Traditional Medicine includes a one year internship in traditional medicine, basic
sciences and basic medical science®Vektern medicine. The yearly intake is approximately
100 studentgMyanmar Ministry of Health, 2032

Basic concepts of traditional medicine are included into the curriculum of third year
MBBS students. It is a 3®ur module and integrates both traditional and Western systems
of medicine(Myanmar Ministry oHealth, 2012

Education capacities

The Ministry of Education is responsible for jom@versity education. Public
investment in education is among the lowest in South East Asia at less than 1% of GDP.
Significant underfunding over many years, migratdrskilled teachers, poor teacher training
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and inadequate resources havesulted in only 54% of children completinigef years of primary
schooling Of those who have completed primary school in 2010, 77% progressed to secondary school
and 11% enrollechto tertiary education

The shortage of health workers has resulted in a focus on quantity of health program
graduates rather than qualityThe increasing number of medical enrolments has raised concern there
are not enough supervised inteships available to accommodate studentLurrent regulations
restrict intake into health profession education programs to adjust for itfgitutions capacity to
provide quality education and ugcale quality of graduates. For example, the intake of medical
students has been halved to 1,200 in 2012.

There are several challenges and national targets that have been highlighted to impeove th
health system. To meet these, the training and-siiling of health workers needs to increase
significantly. These targets include:

1 Minimum of 13 BHS per rural health centre (including the network ofcautires);

1 50% of the population to receive genéraedical services (22.4% in 2009); and

1 Increase the number of public health workers. At present approximately 1,000 students are
admitted to PHSII training each year, after more than ten years of stoppage to implement
health promotion projects and allow idwives more time for clinical care.

In addition, the need to recruit and train health workers froonal areas and minority
groups is hampered by the poor quality of secondary education that prohibits students from
gualifying to enter health training. Ehnational curriculum is in the Myanmar language, but many
people from minority ethnic backgrounds are illiterate in this language. To circumvent this, since
2012, the top 3% of secondary students, based on matriculation marks, from hard to reach areas are
allowed to enter medical school directly. These students must return to their local communities when
they graduate to serve for-3 years.

All health professional training curricula are regularly reviewed and updated, according to
needs and competencstandards, through Medical Education Seminars conducted periodically since
1964. The 2009 seminar (thé"Bfocused on the assessment component of medical education
(Myanmar Ministry of Health, 20)2The §' seminar conducted in 2012 convened faculty members
from medical and relat@ universities. During this seminar agreements and recommendations were
made for the consideration of policy makers.

Number of training institutions by type of ownership in 2012

Health Professional Group/Cadre Public Education Institutions
Generalist mdical practitioners 5
Specialist medical practitioners 3
Advanced practice nurses 2
Graduate/registered/professional nurses 2
Nurse training schools 23
Midwifery training schools 20
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Dentists

Dental technicians and assistants

Pharmacists

Medical imaging and therapeutic equipment technicians

Medical and pathology laboratory technicians
Public health
Community health workers

Health service management

Traditional and complementary medicine practitioners

Rl PR ERPIERDN DN DN DNDN

Lady health visitors

Source: Myanmar Ministry of Health

¢KS LINRPRdAZOUGAZ2Y 2F KSIFIfOGK 62N]JSNBR Aa yz2i aeyc
aAyAaldNR 2F 1SIHtdKQa loAfAGe (2 RSLX2& (GKSY® ¢K!
excess number of unemployed doctorShe data collected are an estimate of the number of
enrolments between 2002012 and graduates between 202811.

Number of enrolments by year

Health Professional Group/Cadre Number of entrants
2008 2009 2010 2011 2012
Generalist medical practitioms 2,400 2,400 13,604 2,400 1,200
Specialist medical practitioners 597
Health assistants 180 670 745 161
Advanced practice nurses 27
Nursing personnel (Bachelor) 300 1,633 5,042 300 322
Nursing personnel (Diploma) 1,200 3,728 1,200 1,390
Midwives 1,050 1,318 1,387 1,050 1,100
Dental workers 300 1,944 1,610 339
Pharmaceutical workers 300 1,438 1,016 300 228
Laboratory and medical imaging technicia 300 1,336 1,028 100 87
Public health specialists 300
Lady health visitors 132 120 78
Traditional medicine practitioners 100 100 100 100 100
Total 6,130 14,699 | 24,532 5,570 5,929

Source: Myanmar Ministry of Health
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Number of graduates by year

_ Number of graduates
Health Professional Group/Cadre

2008 2009 2010 2011
Generalist medial practitioners 2,603 2,474 2,108 2,108
Specialist medical practitioners 271 329 294 294
Health assistants 231 164 244 122
Advanced practice nurses 27
Nursing personnel (Bachelor) 1,660 1,625 1,620 360
Nursing personnel (Diploma) 1,196
Midwives 749 807 879 913
Dental workers 299 162 257 460
Pharmaceutical workers 395 299 298 228
Laboratory and medical imaging technicians 322 278 263 159
Physiotherapists 5 88
Public health specialists 285
Lady health visitors 123 114 105 61
Traditional medicine practitioners 2,478 2,631 2,838
Total 9,131 8,883 8,911 6,301

Source: Myanmar Ministry of Labour

The cost of training is borne roughly half by the government and half by the student (Table
14). However, anecdotally it is thought that stunde need to pay extra fees for private tuition (from
the lecturers themselves) to help them pass. Not all students undertake private tuition and there is no
data available on the amount paid caf-pocket by students.

There is no information available dhe extent of donor support to health worker training
through scholarships or fellowships.
Overall cost of training/education per graduate in 2012

Health Professional Group/Cadre Average cost of training ($USD)

Generalist medical practitioners 11,200
Secialist medical practitioners 9,900
Health assistants 3,600
Advanced practice nurses 28

Graduate/registered/professional nurses 1,050
Midwives 525

Dentists 3,400
Pharmacists 4,400
Medical and pathology laboratory technicians 9,900
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Medical imagin@nd therapeutic equipment technicians 6,400
Physiotherapists 6,400
Public health specialists 9,900
Lady health visitors 350

Source: Myanmar Ministry of Health

Accreditation mechanisms

Currently, there is no formal accreditation system for educatigmagrams and institutions
by external bodies. The Ministry of Education plays a role in approving the curriculum but has no
direct responsibility for regulating or accrediting the educational institutions for the health
professions. The respective pro$ésnal councils are expected to develop an accreditation system in
line with standards set through the ASEAN network. This development will require significant
investment to enhance the capacity of the professional councils to meet these challenges.tigurren
the University Senates plays major role and take responsibility for quality assurance of all universities.
In-service and continuing professional education

Previously, continuing professional education (CPE) was the responsibility of the national
gowernment but has gradually been decentralised to each area of health (e.g. immunisation, maternal
and child health, HIV/AIDS, malaria etc.) and funded by international aid agencies. The Central
Training Team (CTT) within the Department of Health is resplenfsir coordinating CPE training. CTT
has also aimed to standardise training requirements for all public service health wdfler2009
and operates in all Township hospitals. However, the multiple training sessions has resulted in a large
number of absent days taken which affects health service delivery.

Medical staff

The Myanmar Medical Association offeZ$E opportunities to both the private and public
sector. These events can include seminars, talks and symposia on new emerging issues; updating
diagnostic and therapeutic measures; and also participation in public health acti{Migsnmar
Ministry of Health, 201R At this stagethe Medical Council has not established a compulsory CPE for
re-licensing, but are contemplating introduction of such requirements in the future.

Each year, each individual medical specialty society within the Myanmar Medical Association
conducts refreshd) O2 dzNES& F2NJ Ada YSYoSNER® LG Aa GKS YI 2
practitioners. There are over a dozen courses available covering topics on general practice,
emergency management, diagnostic and surgical procedures, research methodologianaihd
medicine. Specialist staff also conduct field visits and tours of rural areas to provide health education
for the public as well as provide training opportunities for rural staff. The quasnpedtblished
Myanmar Medical Journal serves as a CPEuresdor doctors across the countfylyanmar Medical
Association, 2009
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Nursing staff

¢ KS aAyA &l NélthanMyanrBar Z201itép@tareported the Nursing Division under
the Department of Health, with technical assistance froiHO and the International Council of
Nurses (ICN), had provided nurse leadership training to strengthen nursing services since 2000
(Myanmar Ministry of Health, 20)2To date, five batches, totalling 130 hospital and community
nurses, have been trained in leadership and managemEeach successive group of nurses who
receive training from the ICN have gone on to become trainers themselves. A certificate is given to
those nurses who are trained by ICN, WHO and the Government. For the continuation of training, a
Letter of Agreementsi signed between the partners every two years.

While there are several nursing CPE programs, there are still not enough nurses completing
postbasic courses and tgkilling. The lack of career progression and poor utilisation of-jpasting
skills is aignificant barrier in increasing the number of advanced practice nurses.

Dental staff
The Myanmar Dental Association organises a CPE programs throughout the year. There were
nine courses in 2011 and eleven in 2@yanmar Dental Association, 2012

Basic health staff

Workshops and training sessions are regularly provided to BHS in rural areas to update their
technical skills and public health procedures (e.g. prevention of avian flu infections). In addition,
health assistants are also given traintogmprove managerial and technical skills at the central level.
Previously, refresher courses were conducted each year for 50 health assistants and management
courses for 50 Township Medical Officers per year through support from WHO. Health Assistant
refresher training focus mainly on public health and disease control skills as well as planning and
management. Priority is given to those who have not had a refresher course for many years.

CTT has developed a log book, with JICA assistance, that dosutiheritaining provided to
BHS and includes information such as the date of training, type of training, duration, and content
delivered. Currently, the Department of Health organises ageivice training program for BHS which
is delivered primarily at # township level. Courses are offered on pay day at the end of each month
when all staff go to the Township to collect their wages. By using this arrangement, additional funding
is not needed to transport health workers to CPE sessions. Training topicswuady related to
seasonal issues such as dengue haemorrhagic fever during rainy season and other major topics
according to the international days for HIV/AIDS, malaria, tobacco etc. Other vertical CPE by different
programs and projects are funded by pestive donor agencies and often last more than one day.

BHS irservice training is taught by supervisory staff from the State and Divisional level and
the Township Medical Officer. However, these staff are often not trained educators and their lack of
teaching skills is hampered by a shortage of training aids and resources. Training is mostly focused on
technical skills rather than community or public health, but the education is usually delivered in a
didactic manner which does not necessarily improvacgcal skills. As a result, the training is not
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seen as being very effective in-sgilling and there is little followp of these training sessions. There
is also no evaluation or assessment of the effectiveness or relevance of the training provided (Tin
2009). The National Health Plan 288810 had planned to conduct yearly training sessions for 150
Village Health Workers (VHW) trainers, who in turn can train 1,000 new VHW each year and deliver
refresher courses to 1,000 existing VHW. It was expectadolan would cover 285 Townships each
year (Myanmar Ministry of Halth, 2006a. However, it is not known if this plan has been
implemented or its success.

In 2009, theStrengthening Capacity of Training Teams for Basic Health @tgéfct was
launched by the Ministry of Health, with assistance from JICA. Thgdaeroject aims to ugskill
health personnel trainers and improve the teaching capabilities of staff who train basic health staff.
This project was rolled out across the country at the central, state and township level. In 2009, a
survey was conducted ingtit states and townships to determine needs of training teams. Teaching
aids were supplied to those who required them and a handbook was developed to standardise
training (Myanmar Ministry of Health, 2030

HRH Utilisation
Recruitment

Currently, deployment and recruitment of health workers are guided by protocols. tHawe
due to the lack of a central HRH database and the lack of private sector information, it is difficult to
project future health workforce need¢Myanmar Ministry of Health, 2007 The recruitment
mechanism needs to be reviewed and priority given to rural areab ethnic balancgMyanmar
Ministry of Health, 2006p%

Prior to 1993, doctors were deployed after passing an examination set by the Union Civil
Service Board (UCSB) afmympleting their internship. Doctors were also required to apply for
practicing license. The reduction in the number of doctors entering public service forced the Ministry
of Health to declare a decree to make doctors compulsorily enter public serviterdéaryears. After
this mandatory service, doctors are then given a registration number. Recruitment responsibility
shifted from the UCSB to the MoH. By 2008, deployment responsibility was returned to the UCSB and
doctors needed to gain recommendation finothe Ministries of Home Affairs, National Planning and
902y2YA0 5S@St2LISYyidx CAYlLyOS IyR [062d2NE | YR
under the MoH.

Currently, all medical doctors are still required to pass an examination set by t88.UC
2011, 500 doctors were recruited by the MoH and increased to 1,500 in 2012.

There is currently no information available on the recruitment process or any information on
recruitment quotas by regional areas. In general, there are more health weleing produced than
can be recruited by the public service. Graduates who are not able to find employment upon
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completing their training are allowed to work in the private sector or abroad to ensure their skills are
not wasted.

Deployment and distributon policies and mechanisms

Implementation of health care services has been affected at multiple levels. Many programs, including
those in primary health care, disease control, hospital care, environmental health and health management have
not been able tdbe implemented fully due to frequent turnover of staff, budget constraints, staff shortages, low
health worker density and coverage and inadequate equipment and resoktgsnmar Ministry of Health,
20063.

Staff turnover and stability

There is little data kept on staff turnover. It is known however that lower skiliealth workers,
including voluntary health workers, have high rates of workforce instability and high rates of staff turnover. The
turnover and stability of rural health workers is likely to be higher than those working in larger urban centres.

Attriti on

There is little data kept on attrition from the public service. It is known the annual attrition
rate for medical doctors is 2.02%; however the best estimate of the annual attrition rate of the entire
health workforce is approximately 5%. It is not Wwmwhat the causes of attrition are, or if exiting
workers are seeking opportunities in the private sector, with NGOs/CBOs, in othdreadith sectors
or overseas.. Major causes of attrition include poor staff motivation, lack of an incentives system, lac
of effective townshidevel leadership and management and high worklo@dganmar Ministry of
Health, 2008.

There is no formal support system, transport allowances,giems or hardship allowances
for rural health workers in hard to reach arepsBurnout of nurses and other health staff in rural
areas is not uncommon with many repougitnigh levels of stress and long hours. Some midwives have
reported that they are overworked doing project and administrative tasks (including disease control
and nutrition) and are not able to spend more time doing tasks in which they were trained teedo (
maternal and child health. There is a lack of proper job descriptions and role delineation, and cultural
and language barriers are significant inhibitors of workforce retention in rural areas. There is some
consideration of shifting project work frommidwives to PHSII. PHSII are in the same pay grade as
midwives but have responsibilities in public and environmental health. However, there are not
enough PHSII to allow this strategy to happen. Travel costs for midwives working in rural areas are
greaterthan those in urban areas, which encourages midwives to work in private practice to earn a
liveable wage.

Only one third of midwives posted in rural areas wish to stay in their current post. Others, while still
intending to continue in their post, wisb be given LHYV training and move out of rural areas. The main reasons
F2NJ gl yiAy3a (2 GNIXyaFSN LRada NP G2 o6S Ot2aSNI G2
opportunities (13%) and to work in an area that is accessible to otheresei@@s). Of the midwives who
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wished to stay in their current post, most were from rural areas. Therefore it is vital that rural students are
recruited for health training to ensure these areas are better served by health workers. When midwives are
absent fom work due to LHV or nursing training (usuaiB/yiears), their post is not considered to be vacant. As
such, there is no replacement for them and the workload increases for the remaining staff. This is a major cause
of job dissatisfaction.

User feesdr midwives are higher than for auxiliary midwives or traditional birth attendants,
encouraging many women to choose these options instead, even in situations of high risk
pregnancies. In addition, midwives are required to refer high risk pregnhanciefetoalehospitals but
the cost can be prohibitive for many women, thereby further increasing the incentive to seek the
services of cheaper auxiliary midwives or TBAs instead. Successful deliveries by these health workers
can reduce trust in professional mii/es and reduces midwives job motivation. Newly graduated
midwives are often posted to rural areas and those who are not well supported by their supervisors
and families are less likely to continue working in their position.

Most students entering medit schools are from urban backgrounds and are often unwilling
to work in rural areas. In addition, salaries and remuneration in the public service are less than that
offered in the private sector or with international NGOs. The nursing and midwifery profsshave
similar challenges but to a smaller scale as many midwives are posted in areas close to their home
village.

Average number of hours worked per week per HRH category

There is no information available on the average number of hours worked eaek ty
cadre. It is known that health workers in rural health facilities often work long hours, and for those
health workers who work alone and have little support, can becalh24 hours per day to serve the
local community. Overtime worked is not compated, financially or otherwise.

Motivation

Motivation is affected by high work levels, infrastructure, supervisory support, local
community support, transport, training and operational costs. The five main reasons for job
satisfaction were good qualityacilities and housing; well stocked pharmacies and functioning
equipment; travel allowances; improved transportation (including provision of motorcycles or bicycles
and better road conditions); and appreciation of their work by the community. It is imapbothat
health workers who are posted to rural areas are able to return to their home community or be able
to get further training after a set period of compulsory rural posting. Most BHS (90%) suggested they
would like to either remain in their presenbpt or be in a higher post. Very few reported wanting to
leave the health profession.

Motivated midwives have similar characteristics: are able to live with their family; able to
work in own home village; have good relationships and support from the caritynunave supportive
supervisors; are provided with good housing and have access to adequate medicines and equipment

89



at work. Many midwives are dissatisfied with rural health centres and housing as they are poorly
maintained and they rely on the communityr repairs.

Basic health staff and voluntary health workers who perform well are given study tours so
they can share their experience with other health workers and Idewm each other(Myanmar
Ministry of Health, 200P Every two yea, Township selection committees put forward 6 BHS and
VHW to the State selection committees, totalling 18I health workers nationally. VHW and BHS
from lower Myanmar (e.g. Yangon) visit upper Myanmar Townships (e.g. Mandalay or Bagan) and
vice vera. Health workers gain knowledge from their colleagues, are able to do some domestic sight
seeing and are finally presented an award of recognition from the Minister for Health. Costs
associated with these tours are incurred by the WHO in a recurring budge

High levels of work stress due to health worker shortages are a cause of attrition. One study
suggested increasing the number of midwives to at least one midwife for every ten villages and to
recruit more community health workers so that there iseddt one health worker in each village will
help reduce workloads. Other suggestions to improve motivation include providing housing,
improving transportation (such as the provision of bicycles and better road conditions), increased
salaries, performancedsed bonuses, increased opportunities for CPE, better supervisory visits and
support from State and National level, and increasing the number of ethnic health workers will
improve health service deliver.

Policies have been developed in an effort to saoleention challenges in rural areas, as
outlined in the National Health Plan 202610, although there is still much room for improvement.
New medical graduates are given an option of either being contracted to serve in rural areas for three
years and therbeing released to serve abroad or in the private sector. Alternatively, they can join the
public service as a permanent staff and be eligible for postgraduate studies after two years of service.
Priority and extra credit towards enrolling in a postgraguaburse are given to those who have
served in a rural area. The National Health Plan highlighted the need for better remuneration and
compensation, effective managerial support and supervision,-mgethurced facilities and better
coordination between stieeholders. However, evidence of this is not available.

A financial allowance scheme was trialled in 20 townships in an effort to increase retention of
midwives and PHSII in rural areas, and improve the service delivery and enhanced access of service
espeially in hard to reach areas. This trial was supported by GAVI and it had been anticipated that
this trial would be expanded to 55% of the townships by 2011.

Management structure

The National Health Committee is a high level, health policy making bwdyptovides

direction for the health programs and services implemented. It is composed of 18 members:
1 Union Ministers from the Ministries of Health and Labour;
1 Deputy Ministers from the Ministries of Home Affairs; Border Affairs; Information; National

Plnning and Economic Development; Social Welfare, Relief and Settlement; Labour;

Education; Health (2); Science and Technology; Immigration and Population; and Sports;
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Nay Pyi Taw Council member;
Myanmar Red Cross President;
Myanmar Maternal and Child Walle Association President; and the

= =4 =4 =

Director General of the Department of Health Planning at the MManmar Ministry of
Health, 201}

Overall health policy is set out by the National government. At each level of government
(State, District, Township and Village), there is a Health Committee (National Health Committee
representatives) and Peace and Development Council (Union of Myanmar representatives) that
directs the activities of each Health Department. Each Health Committee is headed by a chairman and
includes the heads of related government departments and repredimes from social organisations

as members. The heads of the health departments are secretaries of these committees.

The National Health Plan is divided into 12 broad programs and 78 projects. These programs
are Community Health Care; Disease Contralsgital Care; Environmental Health; Health System
Development; Health Promotion; Health Management Information System; Human Resources for
Health Development; Health Research; Laboratory Services and Blood Safety; Food and Drug
Administration; and Traditioal Medicine. The National government is responsible for providing
necessary resources to implement these programs. The Township level governments are responsible
for planning and implementing of health care services and also monitor and evaluate thetgroje
The State and National level governments also conduct monitoring and evaluation of projects on a
half-yearly basis.

Supervision mechanisms

There is a lack of effective supervision of health workers, particularly in rural areas. Some
health workers ve expressed a desire to have State or National level supervision and for good
performance to be rewarded with bonus payments.

Physical environment and access to essential equipment and supplies/resources

Every five years, a hospital upgrading projeeinplk developed and implemented. It includes
establishment of new hospitals in remote areas and increasing hospital beds in high density
populations(Myanmar Ministry of Health, 20)1

The lack of essential equipment and supplies, along with poor quality services, encourages
many people to seek health services from NGOsvnship level hospitals in particular have a lot of
staff but few patients(Andre, 2012 In addition, poor infrastructure and lack of essential medicines
reduces staff morale and contributes to attrition.

Unemployment

There is little information available on the unemployment rate of health workers. It is known
that production of health workers is not synchronised with deployment and demand needs. There is
an oversupply of doctors, of which many are unable to find positions in public service. New medical
graduates who are unable to find a government post are able to worthé private sector to
maintain their skills until a position is made available.
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There is also no data available on the number of vacant posts, but it is likely that most
vacancies will be for BHS (PHSII in particular) in rural and hard to reach areas.

Employment of health workers in the private sector

There is little information available on the private health sector and the exact number of
private practice practitioners is not known. In 2007, it is estimated of the 20,501 medical
practitioners, 13,25164.6%) were employed in the private sector and 59.1% of dentists were private
practitioners(Myanmar Ministry of Health, 2007

The private sector is growing in Myanmar and many health workers practice in both public
and private sectors to supplement a publimgee income, although the exact number who do this
are not known. Dual practice also results in double counting of health workers and can lead to neglect
of public service duties to focus on higher income generating private sector work.

Medicinal Policy

Project (MEDP) is working very hard ‘tbrugs and Drug Policy for the Nationin many
directions in collaboration with several other organizations for realizing the nation's fourth social
objective to uplift health, fithess aheducation standards of the entire nation. In deed national drug
programme is a broad based technical programme with a strong community involvement in the
implementation. With all ramifications in Biochemistry, Pharmacology, Pharkiaetics, etc., as #
driving force of high level Biechnology, the programme is implemented by medical scientists
Physicians, Nurses, Pharmacists, Paedlicals, and others etc. who permeate into the community. If
we might analyze the situation, we still belong to the gg@mf many countries, those three quarters of
the world's population whose procurement of drugs is only 15% of the world's total production. The
affliction is heavy mainly in the rural areas and the misfortune of inadequate supply is further
magnified by irational prescribers, dispensers and consumers. Reckoning this problem of drug
shortage being enlarged by the wotldde increase in population and healtfare demands, the WHO
established the Action Program on Essential Drugs in 1981, and, here in Myamnader that
program of WHO, theMyanmar Essential Drugs Projeeas started in 1988, which in 1995 was
transformed intoMyanmar
Essential Drugs Program, MEDP

The first supply of Essential Drugs was availed as an initial stage for (9) townships irte'989 af
field epidemiology studies. But provision of drugs is only one part of the MEDP programme, another
celebrated accomplishment is replenishing the drugs by way of the Community Cost Sharing System
for erecting theRevolving Drug FundAll 324 townshipsi Myanmar have their own Revolving Drug
Fund capable of replenishing the Essential Drugs, independently. This relieved the Ministry a large
load of budget for other expenditures. All the health workers in those (324) townships have also been
trained to raionally use the drugs.
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to use them rationally. To this effect, the MEDP furnished all those health workersStatidard
Treatment Guidesdditional to trainig them on theConcept of Essential Drugtheir estimation,
storage and distribution. The MEDP, having completed the Essential Drugs Program at the Primary
level, is now preparing strategies to extend its activities into the Secondary and Tertiary refests)|
all including private health care centers, GP clinics, private dispensaries and hospitals. completed the
Essential Drugs Program for all its townships at the Primary Health Care level.

This was implemented by financing the township with Revoldngg Funds with which to
facilitate health workers in solving health problems guided by Standard Treatment Guides prepare for
each level of health care facilities in the primary health care area. As such the gap of health care level
between rural and urba centers have been substantially narrowed in the country. The current reality
is that each and every township in Myanmar is running on its ®&ewnolving Drug Furfdr the
perpetual supply oEssential Drugs

Concept and evolvement of essential drugs in dymar

After the Second World War 1l developing countries have been facing the problem of
inadequacy in drug budgets for the health care as the result of gradually increaguattion
without concomitant increase in drug budget. 75% of the world popattatesides in the developing
countries, which were struggling to improve the above problem. Finally, the developing countries,
which are member states of WHO, approached the WHO to help in solving the above problem in the
process of health care in 1971. \W@Hhas assigned a committee to go into the above matter and find
suitable solution. The committee collected morbidity data of the developing countries and found that
75% of these are almost the same. The committee selected drugs based on each morbiditgyand
have recommended that drugs around 200 + @0% will be able to solve the health problems of the
developing countries. In that way country has to collect morbidity data properly and select the
essential drugs, which will solve the health problemsdnhon the standard treatment. The selected
drugs should be in generics, correct dosage and of good quality.

Estimation of the required amount of Essential Drugs should be done by the prescriber of
health care centers at different level of health careilfdes, dispensaries, hospitals_ followed by
procurement of drugs, storage, quality assessment and distribution should be observed
systematically. In solving the health problem the prescribing of drugs should be rational followed by
drug counseling, whichncludes information, education and communication in regards to the
effectiveness of drugs, possible side effects, contra indication, cautions in the use of drugs prescribed
to them andthat they should utilize the drugs accurately according to the ingdians. Essential drugs
are those that satisfy the health care needs of the majority of the population; they should therefore
be available at all times in adequate amount and in the appropriate dosage forms.
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Implementation of the essential drugs programen

The following steps were strictly observed and followed for the successful implementation of
Essential Drugs Programme :
Identifying therapeutic needsTo do so the morbidity or health problem was identified and focus its
pathophysiology to the therapeic objective in selecting the appropriate drugs.

Selecting essential drugsThe health workers should be able to select the essential drugs, which will
be required for their respective health care facilities, based on the established health neecefor th
drugs. And the list be reviewed annually and made changes accordingly.. Criteria for selection of the
essential drugs could be: Mortality and morbidity statistics; and the efficacy and safety of the drug,
its suitability and the cost of the drug. Thst of essential drugs for teaching hospital will be very
different from the list of drugs to be used at the primary health care level. A list of essential drugs
does not imply that no other drugs are useful, but simply that in a given situation thegs dre the

most needed for the health care of the majority of the population and therefore, should be available
at all times in adequate amount and in the proper dosage forms. The choice of such drugs depends on
many factors, such as the pattern of presal diseases; the treatment facilities; the training and
experience of the available personnel, the financial resources; and genetic, derhmgramd
environmental factors.

Estimating the quantity needed To estimate or quantify the required quantity afach item of
essential drugs was based on the P@snsumption Method, which is the most appropriate one for
selection of essential drugs provided that the essential drugs are available at all time in adequate
amount in solving the health problem based Standard Treatment Guides.

Improving the drug supply systemTo improve the drug supply system it is important to procure the
essential drugs of good quality with adequate dosage after proper estimation of drug requirement
according to the National g Policy in the areaef procurement, storage, quality checked and
distribution. It should also reflect the principles of the Revolving Drug Fund". It should be stored
properly with regular quality checked and distributed accordingly.

Ensuring the propr use of essential drugsFor its purpose it is essentitd adopt rational use of

drugs. Rational use of drugs.literally means reasonable or sensible use of drugs. Medically rational use
of drugs demands that, the appropriate drug must be prescribedafdrealth problem, must be
available at the right time, at a price people can afford, must be dispensed correctly and that be taken
in the right dose at the right intervals and for the right length of time. The appropriate drug must be
effective, safe andfoacceptable quality. It is also essential to adopt and practice the essential drugs
programme with active participation by the health workers and community with all out backing and
support by the Government to implement meaningfully the rational use ogslr
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Rational Prescribing should meet certain criteria :a8ppropriate indication; appropriate drug;
appropriate patient; appropriate information; appropriate monitoring; providing the public with
information and education; achieving local productionsering quality control; monitoring adverse
reaction; introducing appropriate legislation; meeting manpower requirement; ensuring coordinated
multi-sectoral action; and establishing monitoring and evaluation procedures.

The Role of Drugs in Health Care

Drugs are essential for both preventive and curative health care. Globally, the cost  ofdrugs
in health care is not only rising, but takes up a considerable amount of the government health budget,
and Myanmar is no exception. It has therefore become dasingly important and necessary,
especially in the developing countries, for systematic planning of drug supply for optimal utilization of
available manpower and financial resources. Pharmaceutical companies market expensive new drugs
with brand names, kst antibiotics, tonics and vitamins, which differs little from one another. These
are imported by developing countries at great cost, used mostly in the urban areas, while in the rural
population there is shortage of even the most essential drugs thaldcoe lifesaving, prevent illness
or alleviate suffering.

The government of Myamnar is committed to the goal that total community in the country
should enjoy quality health care through Primary Health Care approach. For achievement of this goal,
provisbn of good quality drugs and vaccines is essential.

In the late 70s the World Health Organization made an effort to solve drug shortage problem in
developing countries through the Drug Action Program (DAP). It showed thaaveittund National

Drug Policyand a limited number of carefully selected drugs used rationally, it was possible to take
care of the majority of the health problems its a country, although it may not provide for the need of
every personAbout 1981, Essential Drugs programs were lauddnethose countries where basic
needs could not be met by existing supply systems. Countries were required to develop their own E.D.
lists based on need, prioritize import to ensure availability of good quality essential drugs at minimum
cost.

At that time, the same situation existed in Myanmar. The Drug Advisory Committee was
responsible for drug regulatory activities, but there was shortage of basic essential drugs in the public
health facilities. Patients had to buy drugs in the open market, wheresdaeug imported with or
without permission from DAC are sold, and where storage conditions and quality assurance is poor.
The Departmentof Food and Drug Administration had not yet been established, and legislative
control of import, and market surveillanasould not be done effectively. MEDP launched in 1989
aimed to ensure availability of good quality essential drugs at minimum cost to the rural community.

Objectives of MEDP were to
1 develop a comprehensive National Drug Policy and strategy,
1 make good qulity essential drugs and dressings available in sufficient quantities and at
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minimum cost in the townships,

1 design and test a pilot project in one area ( 9 pilot townships ) for eventual national
replication

9 provide resources and training to improve Drugpfly System for essential drugs and

It is considered that many problems of drug supply and availability in many countries stems

from lack of an organized National Drug Policy, shortage of technical and managerial ocpertise, and

inefficient distributionand supply system. The National Drug Policy Meeting preparation of a draft

policy document was one of the first actions of MEDP. Drug Laws based on the draft document were

prepared, and were promulgated in 1993. Thesze used for enforcement procedureand the

original draft policy was not formally endorsed. It is now bén.v, revised for submission and approval.

Use of the laws instead of having a drug policy is possible as seen in some countries Like
Bangladesh, but WHEBDM has emphasized that a Natibfxug Policy which is consistent with the
essential drug concept should be part of the National Health Policy, Myanmar Nat. Drug Policy covers
key components identified by WHO/ EDM.

Objectives of Myanmar National Drug Policy:

1.

8.

To ensure good quality, efttive, and safe drugs can easily be purchased by the
community accessibility &vailability.

To ensure that adequate quantities of essential drugs are available at all times for the
community, based on its needs, the prevailing disease pattern and natiwsth
programs: availability

To make drugs easily accessible to the community by establishing an effective
procurement, storage & distribution system throughout the country.

To make essential drugs available to the community, at a price they can ,afiprd
establishing an appropriate drug pricing systeaffordability

To promote development of a habit for efficient & rational use of drugs.

To develop mechanisms for protection of the individual and the community from drug
abuse, including narcotics apdychotropic agents, which are known to be harmful.

To establish a drumpformation system for availability of adequate information about
drugs, especially newer preparations.

To promote and strengthen the use of Myanmialaditional Medicine.

To promotelocal production of drug formulations and availability of raw materials, and to

encourage integration of drug production, distribution and utilization in health programs with national

economic and industrial development.

10

To enable systematic assessmehthe country's needs for technical manpower in the
fields of drugs and related activities, and to take effective steps for technical
manpower development, including development of pharmacy, pharmacology, clinical
pharmacology & pharmaceutical sciences.
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11 To promote research to identify priority areas in drug programs and supply
management, and implement activities for development in these areas.

12 To ensure allocation of adequate financial and manpower resources for
implementation of drug progammes.

13. To take appropriate steps for identification of sstandard and counterfeit drugs and
their removal from the market

The following are some examples of Myanmar National Drug Policy objectives, which

complement the objectives of MEDP.

Availability and accessibilitywill be enhanced by the MNDP components.

1
1

Good quality, effective, safe drugs can be easily purchased by the community.

Adequate quantities of EDs are available at all times for the community, based on its needs,
disease pattern ad national health programs, will ensure proper selection, legislation and
registration according to the ED concept.

Establishment an effective procurement, storage and distribution system throughout the
county will ensure safety and good quality.

To promde local production of formulations and availability of raw materials, encol
integration of drug production, distribution and national economic and industrial develop
Affordability "drugs at minimum cost". This will be complemented by activttias

establish appropriate drug pricing systeratfordable to the community.

develop a more efficient supply system for local manufaCture and production of drugs and
raw materials. This will save transport charges and foreign exchange.

will encourage pwduction and marketing of drugs under generic names, which are less
expensive than brand name preparations, etc.

Quality assurancéAs mentioned before, it is very difficult to see that "only good quality and safe
drugs" get to, the local markets and toehcommunity. With the long border adjoininv, other
countries it is extremely difficult to control smuggling, and prevent illicit substandard and /or

counterfeit' drugs getting into the country. This issue is highlighted by a red#t® publication

““Countefeit drugs in Myanmar and Vietnam".

Important activities to reduce the incidence of this underlies the objective

1

1

To take appropriate steps for identification of sstandard and counterfeit drugs, and their
removal from the market.

To develop mechanisn®er protection of the individual and the community from abuse of
drugs, including narcotics and psychotropic agents.

Mechanism for this has been difficult in the past due to lack of adequate financial resources

and manpower for market surveillance and i@gulatory control and inspection. There was also no
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separate department responsible for these procedures or definite laws for concrete action. Under the
section which deals with Legislation, Thepartment of Food (‘. Drag Administration (FO&s been
established, and is now responsible for quality control and assurance, legislation and regulatory
control of western medicines, registration and import

Traditional MedicinePromotion of use of Myanmar Traditional icine", will require assurance that the
traditional drugs are authentic, and their quality, efficacy and safety assured. There is a in the
Myanmar NDP which covers this issdéhe Department of Traditional MediciE[M), with the
Traditional Medicine Law (1996,) & Notification (7) is responsible cultivation, production,
standardization, regulatory & quality control of traditional medicines.

Veterinary drugJhere is also a section on the NDP for these drugs The National Drug Law states that
veterinary drugs will be subject to the same regutgitcontrol as drugs for human use. A Veterinary
Drug Supervisory Committee ( VDSC ) the Drug Advisory

Rational use of drugs
1 To promote development of a habit for rational and efficient use of drugs would require
collaboration with the teaching / trainingpstitutes and schools. Advocacy of the concept and
training of clinical staff and township staff will be needed and this would be more effective by
senior prescribers serving as role models.

Supportive component

1 To narrow the gap in knowledge and teatadi expertise between neighbouring ASEAN
countries. " inter country linter regional collaboration™ is required.

1 To promote research to identify priority areas for development in drug programs and supply
management. Collaboration with DIM.. Will be needed

1 Allocation of adequate government funds, financial and manpower resources would be
required for import and local production of essential drugs Other Source of fullmor
agencies and Organizations, and Private donors, UN Agencies, WHO, UNICEF, Rnd UND
National and international NGOs. SCF, WV, ICRC and private donors like Sasakawa Foundation
and JICA etc. would be helpful.

Control of Drug Import, Production, Quality Assessment

Myanmar Food and Drug Board of Authority (MFDBA) is the competent aythoricontrol
of allopathic and traditional medicine. It has delegated some of its powers in licensing of
YI ydzZFF OGdzNENJ FyR AYLRNIIFIGAZ2Y (2 /SYyuNlf w C22R
of drug shops to Township Food and Drug Supervis@ymmittee (TFDSC) and registration to
Drug Advisory Committee.
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The Food and Drug Administration Department (FDA) was the latest department under the
Department of Health, newly established in 1995 January to carry out the objectives of the National
Drug Lav.

Drug Registration

Evaluation of drugs applied for registration is the responsibility of Drug Advisory Committee
(DAC). The guideline for registration of drugs issued by the Food and Drug Administration (FDA) is
available for those who wish to applgrfdrug registration. The detail procedures are clearly stated in
the guideline. The application form, the documents on product information and drug samples for
confirmatory testing are required to be submitted to the FDA. The original certificate of
pharmaceutical product (COPP) in WHO format issued by the drug regulatory authority of the
exporting country is an essential prequisite in applying for registration.

Only the completed documents will be accepted and evaluation is based mainly on the
guality, safety and efficacy of the drug. The particulars in the documents are checked by technical
Staff in FDA before submitting to the Drug Advisory Committee The decision for approval of drug
registration is decided at the DAC, meeting and once approved drilge registration certificate will
be issued which has a validity for 5 years.

Measures forthe safety of Drugs and PMS

Only the registered drugs are allowed to be imported. The registered drugs bear the
Myanmar Registration number and customs authestchecked them at the port of entry. The Drugs
on Register books are also distributed to these departments concerned with drug importation. Post
marketing Surveillance (PMS) was carried out by taking random samplestiie drug shops and
tested at FDA.

Guidance and Inspection in Pharmaceutical Administration

Under the National Drug Law, the Food and Drug Board of Authority (MFDBA) is the
competent authority for Pharmaceutical Administration. It has however delegated some of its duties
to various admirstrative and technical committees like FDSC& DAC:, MFDRA's primary ltinction is
thus giving policy guidance to FDA, FDSC & BAajManufacturirkg Practice (GMP) inspection of
drug manufacturing establishments and inspection of warehouse of drug impatersonducted by
the responsible persons in FDA, whereas inspection of drug shops are carried out by inspectors from
Township Food and Drug Supervisory Committee. The FDA carries out its enforcement activities in co
ordination with Regional FDSC.

List ofLaw & Regulation covering pharmaceutical affair.

1. Food and Drug Act (1928)
2. The Dangerous Drug Act.(1931)
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Public Health Law (1972)

National Drug Law (1992, October)

Formation of Food and Drug Supervisory Committee(1992)

Formation of Drug Advisory Committd©02)

Formation of National Formulary Committee(1992)

Notification for exemption of tax on 36 drugs and raw materials (1993, February)

© ©® N o O s

Notification for Narcotics and Psychotropic Substances. (1993, January)

10 Notification for Drug Registration, Drug Prodocti Drug Importation, Retail &
Wholesale of Drugs, Labelling and Advertising of Dr0§3,August) 11. Traditional
Medicine Law (1996, July)

Health Financing

Promoting and protecting health is essential to human welfare arsfained economic and
social development. Education, housing, food and employment all impact on health. Redressing
inequalities in these will reduce inequalities in health. It determines whether people can afford to use
health services when they need themealth financing is an important part of broader efforts to
ensure social protection in health: coverage with needed health services and coverage with financial
risk protection, for everyone. Recognizing this, Myanmar committed to strengthen the health
financing systems so that all people have access to services and do not suffer financial hardship
paying for them.

Methods of health care financing experienced in Myanmar were varied from the time period.
During the period of 1948 to 1962, Myanmar followds& National Health Services (NHS) which was
provided mainly by the general government tax revenue. Government taxation was also the major
source of finance for health sector during 1962 to 1974. The other source of finance for health sector
at that time was the international assistance. The private sector started to grow that period and
regulated doctors provided the health care services in inpatient delivery homes. A new constitution
was adopted in 1974 and afterwards health care services were provideatdiaeg to the National
Development Plan. Other source of financing for that time was donation, not only the buildings of the
station hospital but also some of the buildings for the central hospital. Community Cost Sharing
Scheme was developed in 1992 wilte objective of affordable people who need to pay some share
for curative health care services but exemption for the poor. Trust fund was another source of finance
for health care and the interest of the trust fund would be used for the poor.

In regards with health expenditures, the per capita health expenditures was (49,743) kyat in
2007. There was increasing trend of government health expenditures since88A83200607 (464.1
million kyat to 24178.6 million kyat) but the per capita government healtpenditure is still low
which was only (427.8) kyat in 20@607. The financial burden for health care is 20 to 30 percent of
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households suffered catastrophic payment for heath. Hence it is imperative that need to find
alternative health financing mech&ms. In Myanmar, the National Health Committee has laid down
the National Health Policy in 1993. Among fifteen guidelines, one guideline stated "To explore and
develop alternative health care financing system" which is directly concerned with health care
financing reforms in Myanmar. Following the policy guideline, a number of financing reform activities
had been undertaken in the health sector since 1993. However, much of the payment made by the
households in time of illness is out of pocket in naturthygiotential for catastrophic spending.

Following these policy guidelines, a number of financing reform activities have been
undertaken in health sector since 1993. Generally six different types of financing reforms can be
classified as: (1) introducingf paying wards or rooms in public hospitals; (2) introducing of user
charges for Government Drug Supplies from Central Medicine Store Depot (CMSD); (3) introducing
user fees for diagnostic services such as laboratergyXECG; (4) Community Cost Shp(@CS) for
essential drugs; (5) introducing private service by in service staff at public hospitals; (6) establishment
of Trust Funds.

In line with new health policy the paying wards or rooms are opened at government hospitals
and charges are set accandi to quality and quantity of facilities provided. A rule has been set for
utilization of revenue collected at paying wards. According to the rule, collected revenues have to be
used in four equal ways (i.e. 25 percent each): (1) retain as governmentuevé2) maintenance
fund for the hospital; (3) fund for procurement of drugs at the hospital; and (4) fund for welfare of
hospital staff. This is a unique characteristic of new system of alternative financing in health sector of
Myanmar. Now most of the tge hospitals including specialist hospitals, general hospitals and
divisional and district hospitals have opened the paying or private rooms.

In regard with the drug supply, in the past all government health institutions were providing
free medical caréncluding free supply of drugs. Starting from 1994 Department of Health introduced
a user charges system for selected items of drugs. Firstly 20 items of drugs and later additional 23
items are included to charge at factory price of Myanmar Pharmaceuf@etiory. This is the cost
recovery scheme for selected items of drugs supplied at public hospitals. Exemption can be made for
those who can not afford, by the decision of respective medical superintendent or township medical
officer. All revenue except arall margin added for overhead charges of drug stores, are credited to
government accounts. The revenue collected from selling drugs supplied by Central Medicine Store
Deport (CMSD) in 1999 was kyat 19.9 million.

Starting from 1993, the user fee systemsavimposed for some diagnostic services such as
laboratory tests, radiography services and ECG etc. The income from this system follows the rules of
allocation of 25 percent each into four as mentioned earlier. Income from various user fees for
diagnostic srvices using machines at Yangon General Hospital (YGH) in 1997 was kyat 28 million and
it equals to 90 percent of recurrent budget of YGH in that year.

Myanmar Essential Drugs Project (MEDP) was implemented in 1989 and all essential drugs
are provided fee of charge at four pilot townships till 1993. Later MEDP introduced cost sharing
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system for essential drugs. Price of essential drugs is set based on the market price. Following the
concepts and principles of essential drug the basic health divisioneplrbnent of Health
introduced the drug financing for essential drugs using Community Cost Sharing (CCS) system in
additional townships with the assistance of Nippon Foundation in 1994. Up to 1999, CCS for essential
drugs was operating in 54 townships bfBIP and 72 townships by basic health division.

Community Cost Sharing (CCS) approach in Myanmar started in 1989 when the WHO
introduced the Essential Drugs (ED) Programme. The government provided funds and technical
assistance to assist the ED project nime pilot townships for four years. Since then the
developments of the project began and has been followed by various CCS projects, namely the
Community Health Management and Financing (CHMF) project funded by the Nippon Foundation;
the Myanmar Essentidbrug Project (MEDP) funded by WHO; the Human Development Initiative
Extension (HBE) project funded by UNDP; the Central Medicine Store Deport (CMSD) funded by the
government*

Regarding to HEE project, improving rural community access to Primary tHéahre aims to
enhance accessibility of health care services and healthy lifestyle for the most vulnerable and
disadvantaged in selected eleven townships. The project interventions are designed to address the
issues of accessibility, availability and adfability of health care and healthy lifestyle for the poor
and disadvantaged rural population through appropriate technologies including prevention and self
care, improvement of health care facilities and services, and community participation and
empowernent.’®

Trust funds for drugs are established in some hospitals by the donation of well wishers. Trust
funds are kept normally as saving accounts at banks and the annual interests earned from that
account can be utilized according to the rules set by tfustl management committee or hospital
management committee. Normally certain amount from earned interests is put into main trust fund
account in order to increase the fund. One of the main objectives of trust funds is to finance the cost
for waiving poormatients who can not pay for the costs of care at public hospitals. A trust fund with
large amount by collective donations was established in Yangon General Hospital initiated by
Chairman of National Health Committee in 1997. In 1999, a total of 139 htsspit all states and
division have trust funds with total value of kyat 135.7 million.

There is no comprehensive health insurance system in Myanmar. A social security system
was established since 1956 under Ministry of Labour according to Social Séairitp54. This
system covers social services including health care for insured workers. Benefits provided by the
scheme are free medical care during illness, payment of seventy five percent salary during maternity
leave, full salary for one year for seebr injured worker, cash payments for death and injury and
AdzNIDAG2NBQ LISyairzyd ¢KNBS a2dz2NOSa 2F FAylFyOAy3
employers and government

According to the National Health Accounts data (2008 and 2009), health dikpes by
financing agents taken into account for; Ministry of health 10%, other Ministries 0.8% to 0.9%, social
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security board 0.15%, private household out of pocket 82% to 85% angmd@ninstitutions serving
household 4% to 6%. For the long rung thovernment health expenditures (tax based financing) will

be increased for all dimensions. Social health insurance under the social security board will be
expanded. Health financing schemes financed by GAVI HSS assistance (Hospital Equity Fund, MCH
Voucher scheme and Township based health protection scheme) will be covered by the tax based
financing, CBOs and donors (for which beneficiaries going to the poor).The major sources of finance
for health care services are the government, private householdsalssecurity system, community
contributions and external aid. Government has increased health spending on both current and
capital yearly. Total government health expenditure increased from kyat 464.1million ir8EO88

kyat 86547 million in 201:2011.

Social security scheme was implemented in accordance with 1954 Social Security Act by the
Ministry of Labour. According to the law factories, workshops and enterprises that have over 5
employees whether State owned, private, foreign or joint ventures,tmusvide the employees with
social security coverage. The contribution isptrtite with 2.5% by the employer 1.5% by the
employee of the designated rate while the government contribution is in the form of capital
investment. Insured workers under theleme are provided free medical treatment, cash benefits
FYR 200dzLJ GA2Y I § AyedaNE o0SYySTAled ¢2 STFSOGAGStE e
hospitals, dispensaries and mobile medical units have been established atienSocial Security
Boardis now preparing the Social Security Law (2012) for increasing the coverage by compulsory
contributions from the formal sector as well as voluntary contributions from the informal sector and
the community.

Health insurance is one such alternative. Healttsurance protects people against
catastrophic financial burden resulting from unexpected iliness or injury and an efficient system
ensures the pooling of resources to cover risks. Although it is the ideal condition, there are so many
issues challengingotinitiate new system: political commitment, quality of health care services,
LINE ARSNBQ LI &8YSYyidzZ FTRYAYAAGNI 0AQDS &0NHzOG dzZNB> 7T dz
awareness and community demands.

As health financing refers to the function ohaalth system concerned with the mobilization,
accumulation and allocation of money top cover the health needs of the people, individually or
collectively, in the health system. The purpose of health financing is to make funding available, as well
as to &t the right financial incentives to providers, to ensure that all individuals have access to
effective public health and personal health care. Realizing the importance of its role, it has been so
decided that, the main focus of the present situation torba quick win in achieving the set goal is to
formulate an effective strategy on health care financing.

With expansion of health services to cover the whole country not excluding border areas
more financial resources will be required and it is necessagxplore means to cover this additional
financial requirement. In exploring and implementing alternative means for financing health in
conformity with the national health policy, user fees have been collected in government
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investigation services on dosharing basis. For the indigents exemption mechanism is in place with
establishment of trust funds in these hospitals.

Based on household income and expenditures surveys conducted in the country it is
estimated that households are spending -3% of tdal household expenditure on health. It is also
estimated that 80% of national health expenditure are from household almost entirely out of pocket
spending with consequent financial burden for the households. With economic development of the
country indivdual and household income will also be rising and establishing a prepayment scheme
with pooling of the revenue will provide more financial resources for health and at the same time
protect households from financial burden following health care. In expgjogiternative mechanisms
for financing health and allocating the collected revenue efficiently in line with changing economic
and social conditions of the country it is essential that basic and policy relevant information are
available. It will be necessato develop and institutionalize National Health Accounts in the country.

The Government has been providing budgetary allocation for public health services and free
medical care since the country regained independence in 1948. According to religiosoaal
customs Myanmar people are eager to provide assistance for social works. Individually or along with
fellow members they are contributing in cash, labour or in kind for developing health infrastructure
and procuring medicine and equipment. The exttand proportion contributed by the community in
the national health expenditure could be more accurately estimated with availability of data and
development of a system for recording and registration.

The total government health expenditure in 202011 was 86,547 million kyat. With
expansion of health services to cover the whole country not excluding border areas more financial
resources will be required and it is necessary to explore means to cover this additional financial
requirement.

In exploring ad implementing alternative means for financing health in conformity with the
national health policy, user fees have been collected in government hospitals from those who can
afford for medicine, rooms, laboratory, imaging and other investigation service®st sharing basis.

For the indigents exemption mechanism is in place with establishment of trust funds in these
hospitals.

Based on household income and expenditures surveys conducted in the country it is
estimated that households are spending -2% of total household expenditure on health. It is also
estimated that 80% of national health expenditure are from household almost entirely out of pocket
spending with consequent financial burden for the households. With economic development of the
country individual and household income will also be rising and establishing a prepayment scheme
with pooling of the revenue will provide more financial resources for health and at the same time
protect households from financial burden following health care.

In exploring alternative mechanisms for financing health and allocating the collected revenue
efficiently in line with changing economic and social conditions of the country it is essential that basic
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and policy relevant information are available. It will becassary to develop and institutionalize
National Health Accounts in the country.

Sources of Financing

The major sources of finance for health care services are the government, private households,
social security system, community contributions and exétraid. Government has increased health
spending on both current and capital yearly. Total government health expenditure increased from
kyat 464.1 million in 19889 to kyat 64001.2 million in 20e8010.
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As spending by Ministry of Health as a finagcagent constitutes the major share in the
public spending on health and also taken into account the availability of data, estimates on public
expenditures on health by financing entities were based solely on spending by the ministry. By
functions curativeand rehabilitative services accounted for around 32 to 38 % followed by 30% to
34% of spending devoted to health related functions. Prevention and public health accounted for
about 22% to around 33% and Health Administration & Health Insurance accountetlé8% to 4%.

Kyatin million

Government Health Expenditures by functions (2606to 200910)

Functions (%) 200607 2007:08 200809 200910
Curative & Rehabilitative 37.03 37.72 32.05 31.64
Ancillary Services 0.28 0.24 0.37 0.63
Medical Goods Dispensed 3.73 3.44 3.60 3.16
Prevention & Public Health 21.62 24.03 30.59 32.29
Health Administration & Insurance 3.68 3.86 3.63 2.86
Health Related Services 33.66 30.71 29.76 29.42
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Health expenditure

Health expenditure per capita in 2010 was USD$17.1, one of the lowést world and the lowest in
the AsiaPacific region. Only the stfaharan nations of Eritrea (USD$12), Ethiopia (USD$16), Democratic
Republic of Congo (USD$16) and Madagascar (USD$16) spent less on health care.

Public expenditure on health care hasilieased from 461.1 million kyat in 198889 to 64 billion kyat
in 20092010, an increase of almost 14,000Myanmar Ministry of Health, 20)1However, this only accounted
for 12.2% of total health expenditure in 200@orld Bank, 2012b The health budget is expected to quadruple
for 20122013 (Andre, 2012, although this is coming from a low base. The National Health Account report from
20062007 stated that 84.5% of total health expenditure in 200atevfrom private sources, with 10.1% coming
from the government. The percentage of external funding has increased from 1.2% in 1998 to 5.4% in 2007
(WHO, 200Y.

Govenment health expenditure is split roughly threeays, with prevention and public health services
accounting for 32.3% in 208010, curative and rehabilitative (31.6%) and health related services (29.4%). 3.2%
is spent on medical supplies, 2.9% on healttimmistration and insurance and 0.6% on ancillary services
(Myanmar Mnistry of Health, 2011 In 2007, 5.7% of total health expenditure was allocated for prevention and
public health, 30.6% for curative services and 46% for medical qddd®, 200Y.

Nutrition Promotion

It is now welrecognized that undenutrition during pregnancy increases the risk of non
communicable disease in later life. For the latter, the vital roles of agriculture, health, ealucati
social welfare, employment, economic sectors, development partners, CSOs, INGOs and donor
agencies, among others are highlighted. Lastly, that while poverty plays a major role in malnutrition it
is not a problem of poverty alore there is also a neetbr promoting a healthy environment and
lifestyle particularly consumption of healthy diets.

Overall, Myanmar has achieved modest improvements across a range of dimensions that
measure the general welleing of the citizens of the country over a five y@ariod starting from
2005. These indicators which also assess progress made against Millennium Development Goals
(MDGs) showed that while major areas that relate to poverty, employment, education and improved
sanitation have significantly improved, the wtry continues to lag behind gender equality,
immunization against measles, antenatal care. Out of the 8 MDGs, the country is still off track in so far
as MDGs 1, 2, 4, 5 are concerned with general but modest improvements noted between 2005 and
2010. It § recognized the world over that in almost all of the 8 MDGs, nutrition is a cross cutting
concern where it is either an input or an output of development processes that can help fast track the
attainment of MDGs.

In 1992 the International Conference dlutrition (ICN), convened by FAO, UNICEF and WHO,
the Ministers and the Plenipotentiaries representing 159 countries and states and the European
Economic Community had declar@dunger and malnutrition are unacceptable in a world that has
both the knowledg and resources to end this human catastrophe ... that access to nutritionally
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adequate and safe food is a right of each individual... that the nutritionatlveallg of all people is a
precondition for the development of societies and that it should lbeyaobjective of progress in
human development . It must be the center of all our secmmomic development plans and
strategies... Furthermore, that each government has the prime responsibility to protect and promote
food security and nutritional welleing, especially the vulnerable groups".

As an expression of its commitment to this World Declaration and Plan of Action on Nutrition,
Myanmar has since 1994 formulated its 5 year National Plan of Action for Food and Nutrition
(NPAFN). Now, on its thirdiscessor plan, with strong resolve is embarking on a national strategy for
action that recognizes that food security and nutrition deserves to be an area of public policy and
should be a major driver for public investments. Thus, the NPAFN forZIiEL ckarly underscores
the need to make investments in nutrition if Myanmar is to achieve its long term goal of national
socioeconomic development and attain its Millennium Development Goals (MDGS). It is now widely
recognized that better nutrition leads to pnoved intellectual capacity, greater economic
productivity and lowered risk of necommunicable diseases. In short, better nutrition is a vital
element to ensuring longerm national development. The vital roles of agriculture, health, education,
social velfare, employment, economic sectors, development partners, CSOs, INGOs and donor
agencies, among others are highlighted. Lastly, that while poverty plays a major role in malnutrition it
is hot a problem of poverty alore there is also a need for promotjna healthy environment and
lifestyle particularly consumption of healthy diets.

The NPAFN is a strategic guideline based on a holistic causal analysis of the malnutrition
situation in Myanmar. As such, it forms a comprehensive approach to address thediata)
underlying and basic causal factors from a farm to table food chain perspective and along the
different life stages. On the basis of these analyses, strategic directions and objectives are outlined:
(1) To address the immediate causes at the inidial level, focus will be on improving nutrient intake
and reducing food and watdyorne as well as infectious diseases that affect the biological utilization
of food. (2) To address the underlying causes (mainly at the household and camiaual), thee is
a need to inprove food availability and accessibility. Further, mother afdld care practices and
environmental health/sanitation and access to health services should be improved. (3) Lastly, a
number of strategies to address basic causes (maintlgeanational level) have been identified. This
includes improving institutional and human capacity, the collection and dissemination of relevant
information, and advocating for investments in food based and health based interventions. The
breadth and defh of the NPAFN aims to fast track and break the current trends in some forms
malnutrition (under as well as over nutrition) and sustain any cumulative gains made in the past to
achieve the priority national development goals of the government includiegMiDGs, National
Socieeconomic Development Plan, National Health Plan and National Agricultural Plan.

The ultimate aim of the nutrition program is "Attainment of nutritional wading of all
citizens as part of the overall soecatonomic developmentyomeans of health and nutrition activities
together with the cooperative efforts by the food production sector".
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To ensure that all citizens enjoy the nutritional state conducive to longevity and health by
means of improving nutrient intake and househébdd security, NNC is implementing five major
Nutritional problems with following specific objectives throughout the country:

1. To improve household food security

2. To promote nutritional status of the population by educating and practicing

balanced diet

3. To pevent and manage properly undewutrition, overnutrition and dietrelated

chronic diseases

4. To observe periodically nutritional status under nutritional surveillance system

5.  To strengthen nutritional infrastructure

Myanmar has identified five nutrient defency states as its major nutritional problems.
They include Protein Energy Malnutrition (PEM) and four micronutrient deficiencies, namely,
lodine Deficiency Disorders (IDD), Vitamin A Deficiency (VAD), Iron Deficiency Anaemia (IDA) and
Vitamin B1 Deficiecy (VBD). Most of the nutrition interventions are implemented in all townships
throughout the country.

1. Control of Protein Energy Malnutrition (PEM)
According to Multiple Indicator Cluster Surveys (MICS), prevalence of-weilgnt among
underfive dildren in 2010 was 28.0%; meanwhile, MDG goal for umaEght prevalence is 20.0%
by 2015. Prevalence of stunting was 28.6% in 2010, and that of wasting was 7.7% in 2010. The rate of
Low Birth Weight was 24 % in 1994 (hospital based study) while 10004nadd 7.9 % in 2010 by
community surveys (NNC, DOH) comparing to 8.6% in 2010 (MICS). Exclusive breast feeding rate was
increased from 16% in 2000 (IYCF survey, NNC) to 23.6% in 2010 (MICS).
The National Nutrition Centre has been implementing followimgjects in order to control
Protein Energy Malnutrition among children.
1. Growth Monitoring and Promotion for children under five years (GMP).
2. Community Nutrition Centre (CNC) for moderately malnourished children in urban
areas.
3. Hospital Nutrition Unit foseverely malnourished children (HNU)
4. Community based Nutrition program comprising GMP, CNC and Village Food Bank (VFB) for
malnourished children in rural areas
5. Community based Nutrition program comprising GMP, CNC and Village Food Bank
(VFB)Strategy on laft and Young Child Feeding in Myanmar was developed in 2003
and revised. Coordination meeting for review and revise of 5 year strategy for Infant
and Young Child Feeding (262416) was conducted in 2011 and has endorsed.
6. Training workshops for pediatramis on management of severely malnourished
children were conducted in 2004, 2007, 2010, 2011 and 2012.
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2. lodine Deficiency Disorders (IDD) Elimination
According to surveys conducted by NNC the proportion of household consuming iodated salt was
18.5% in 294, 79.9% in 2000, 86% in 2003 and 87% in 2007. Percentage of household consuming
adequately iodized salt was 65% in 2003, 73% in 2005. But it was declined in 2006 to 47% in 2008.
However, assessment of iodine status by clinical examination (visibles gate) and biochemical
examination (median urinary iodine excretion) cannot be performed again after 2006.

Universal Salt lodization (USI) has been adopted as the singletelomgstrategy for
eliminating iodine deficiency disorders since 1997. Accgigjnthe Ministry of Mines, in 1999,
issued a regulation, which required that all factories licensed for production of salt for human and
animal consumption only produced iodized salt with iodine level between 40 ppm and 60 ppm. In
collaboration with the Nhistry of Mines, the Ministry of Health is striving for virtual elimination
of lodine Deficiency Disorders; though still need to make more commitments.

3. Control of Iron Deficiency Aaemia (IDA)

According to community surveys by NBOH, the prevalencef anaemia was 45%
among non pregnant women (2001), 26% among adolescence school girls (2002), 71% among
pregnant women (2003) and 75% among unfiee children (2005). The survey results by NNC
(2003) indicated the prevalence of worm infestation as 30a&@%ong undeiffive children and
44.3% among pregnant. The prevalence was more common in delta region and coastal region.

Iron supplementation, integrated d&orming and nutrition education are main strategies
for aneemia control in Myanmar. Iron folate tédis are distributed once a day for six months for
pregnant women throughout the country (180 tablets in total per pregnant woman), biweekly
iron supplementation for adolescent school girls in (20) townships. Starting from January 2006,
integrated deworming is implemented all over the country twice a year for all children aged 2
years and once during pregnancy period after 1st trimester. According to scientifically proven
findings and its remarkable effect, since 2012, micronutrient sprinkle supplenienths been
started for underthree children, giving daily for total 4 months per year in 11 townships and will
expand up to 25 townships in coming years.

4. Vitamin A Deficiency (VAD) Elimination

Vitamin A deficiency used to be a public health problanmoag Myanmar children during the
early 1990s. Although clinically deficient children are hard to be foundckuibally deficient ones
are still common. Assessment of serum vitamin A status in children from the survey conducted in
2000 indicated that althildren in the rural community and 96% of urban children had normal serum
vitamin A status while only 4% of the urban children had milddinical deficiency. In 2012, NNC in
collaboration with Department of Medical Research (Lower Myanmar) has ads#ssestatus of
vitamin A among undefive children in 15 townships countrywide. The result has been still processing
to declare out.

109



Biannual supplementation with high potency Vitamin A capsule is the main strategy against
vitamin A deficiency among undéve children to reduced morbidity and mortality rate and to
enhance the growth of children. One dose of vitamin A (200,000 IU) is distributed for all lactating
mothers within 42 days after delivery. At the same time, age specific dose of vitamin Aesapsi
distributed every six months for unddive children.

5. Control of Vitamin B1 deficiency

According to cause specific under five mortality survey (2003), infantile Beriberi is the fifth
leading cause of death among children betweei2l months (712%) in Myanmar. For children
undersix months, deaths due to Beriberi were nearly 9%. The prevalence of Vitamin B1 deficiency
was 6.8% among pregnant women and 4.4 % among lactating women (NNC, 2009).

Infantile BeriBeri surveillance was started from M&02 and control of Infantile Beriberi project was
initiated in June 2006. Vitamin B1 supplementation is distributed to all pregnant women starting from
last month of pregnancy till 3 months after delivery. Injection B1 ampoules are distributed to
hospitalsfor treatment of BeriBeri cases.

6. Nutrition Promotion Month (NPM) campaigBy concerning public motivation and improving
nutrition activities with integrated approach, T0Anniversary of Nutrition Week Campaign (since
2003) has been celebrated as Ntinn Promotion Month in August 2012 as a whole month since
2009. Varieties of Nutrition promotion activities and all categories ofritiomh interventions are
conducted as a mass campaign all over the country.

7. Household Food Security (HHR8)anmar is slf-sufficient in food production at national
level. However, food is not secured at household level in some areas in terms of low income,
consraints in food production, transportation, poor knowledge in feeding practices and poor care
giving. Food and rition survey were done in Kachin, Chin and Magway States/Regions in 2012, and
the data analysis is not available yet.

8. Nutrition LaboratoryNutrition laborabry is ©ncened mainly for (1) Diety and fod
analysis for Nutrient cont# and (2)Biochemtal analysis of nutritionadssessment i&ch as uriary

iodine content. TrainingRegarding Exclusive Breast Feeding, Infant and Young Child Feeding Practices,
timely warning (one component in Nutrition Surveillance System) and nutrition component in HMIS,
central NNC and State/Regions Nutrition Teams have conducted monthly trainings in many
townships. Collaborating with the Department of Medical Science, NNC has developed the Nutrition
Manual for Midwifery School and Nursing Diploma, which can also be dpiolieall basic health
staffs.

9. National Nutrition Surveillance System

National Nutrition Surveillance System are composed of monthly food price and cost
assessment, hospital nutritional deficiency cases, regular health management information system
data collection, sentinel townships including timely warming surveillance and intervention system,
yearly anthropometry and household food intake assessment in Region and State capital cities,
regular food and nutrition survey and infantile Beri Beri survetéa systems. Since 202012,
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National Nutrition Surveillance System has been strengthening year by year to cover all age groups
and all geographical areas.
10. Overnutrition and obesity
National Nutrition Centre examined the body mass index (BMI) oB Ja&thers and 5504
mothers of undes5 children in the year 2000. It was found that 4.5% of mothers and 7.5% of fathers
were overweight (BMI 28 pPp0 > g KAE S nodm: 2F FLFEAIKSNB | YR MOy
more recent study done in 2009 (STEEX)9) revealed that among 7429 aged of6g 25.4% were
found to be overweight or obese, more female were overweight (30.3%; BMI>25kg/m2) and obese
(8.4%; BMI>30kg/m2) than males.

Major achievements during 2012

1  Growth Monitoring and Promotion activitieare extended to unddive children (previously,
only underthree children).

9 Since January 2012, BHS training for nutrition information of HMIS was monthly conducted by
central NNC and State/Regions Nutrition Teams.

1 In February 2012, the Finalization Wehop on Strategy for Infant and Young Child Feeding
(I'YCF) was successfully conducted.

1 Coordination meetings on Scaling up nutrition (2012).

1 Coordination meetings on Sports Nutrition dedicated to 27th SEA Games.

9 Coordination meeting including nutritioprograms for mid level managers was held at
central level, attended by Directors of State and Regions specifically Rakhine and Kayin.

1 National Plan of Action for Food and Nutrition (2€2115) was reviewed and revised by
collaboration with multisectors. Tie draft could be able to finalize in 2013.

Control Communicable Diseases

Communicable diseases prevention and control is one of the priority tasks of Ministry of
Health in achieving its objectives of enabling every citizenttairafull life expectancy and enjoy
longevity of life and ensuring that every citizen is free from diseases. The ultimate aim of the
Communicable Disease Control Programme is to minimize prevalence and entrenchment of
communicable diseases, mortality asdcial and economic sufferings consequent to these and to
provide rehabilitation.

As emphasis has been given for control of communicable diseases, plans have been
developed systematically for preventing and controlling diseases like malaria, tubercldpsisy,
filariasis, dengue haemorrhagic fever, water borne epidemic diseaskmrhoea, dysentery, viral
hepatitis and other preventable diseases.

As in many other countries, AIDS, TB and Malaria primarily affect the working age. These
three diseasesare considered as a national concern and treated as a priority. The ministry has
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determined to tackle these diseases with the main objectives of reducing the morbidity and mortality
related to them, of being no longer a public health problem, and of megethe Millennium
Development Goals.

Other communicable diseases and emerging communicable diseases that have regional
importance are also tackled through activities encompassing surveillance and control.
Under the Disease Control Division and with thpart of Central Epidemiological Unit, supervision,
monitoring and technical support are provided by disease control teams at central level and
state/regional levels.

Diseases of National Concern

HIV/AIDS
Introduction

AIDS is one of the priority diseasef the National Health Plan of Myanmar. The national
response to the HIV epidemic was commenced in 1985. The first person with HIV infection was
diagnosed in 1988, and the first person with AIDS diagnosed in 1991. The National Health Committee
has laid dwn clear guidelines to fight AIDS as national concern. A multisectoral National AIDS
Committee chaired by the Minister of Health was established in 1989 and a short term plan for the
prevention of HIV transmission was launched in the same year. Thedirgtrehensive surveillance
system was developed in 1992, including surveillance among blood donors and AIDS reporting by
health facilities. Sentinel Surveillance System is strengthened by Behavioural Sentinel Surveillance
System, STD (Syphilis) Surveikaand establishment of Second Generation Sentinel Surveillance.

Since the earlier days of the surveillance system established, one finding of concern in the
pattern of HIV infection is that it is spreading significantly among younger people. Data f@#n 20
suggests that in some areas up to 1.8 per cent of young people ag2d age living with HIV. MoH
and UNAIDS HQs, Geneva jointly held a workshop frot21larch 2002, for estimates of people
living with HIV/AIDS in the county. The outcome was thatdhwere a total of 177,279 people living
with HIV/AIDS at end 2001. It was also agreed that cases were concentrated to higher risk groups and
border areas. Based on AIDS case reporting in 2005, it has been estimated that 67 per cent of cases
were attributeble to sexual transmission, and 30 per cent to injecting drug use. HIV and tuberculosis
(TB) combine their effects as a dual epidemic of increased concern in Myanmar. It is estimated that
approximately 7 per cent of adult TB patients are alsenfected with HIV, with nearly 70 per cent
developing nearly active tuberculosis at some point of time. Formal structures for cooperation
between TB and HIV programmes have been established and are currently active.

National Strategic Plans for HIV/AIDS

In the begnning, the National AIDS Programme (NAP) was formed by forty AIDS/STD
Prevention and Control teams. The teams were strategically situated in all States and Divisions of
Myanmar. The AIDS programme is under the Disease Control Division in the Departrikaltbf
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and the action plan for AIDS and STD prevention and control activities is subsumed under the National
Health Plan. The latest strategic plan on AIDS covered the period22081 In 2002, the UN
developed the Joint Programme for HIV/AIDS Myann@32005 to support the national response.
The multisectoral National Strategic Plan 26P810 was prepared following a series of reviews
which looked at the progress and experiences of activities during the first half of decade. The
magnitude of the epidmic had been recognized and the efforts to respond to it had been indicated
strong commitments of many partners to focus prevention, care and support efforts on the most
vulnerable populations. This led to the development of National Strategic PlanvaandIAIDS 2011
2016 as NSP II.

In accordance witt KNS 2y Sa LINAYOALX SY ahyS |1 L+xk! L5{ !
/| 22NRAYIFGAY 3 dziK2NRGE | YR hy, Batiend sedpdngeNdiHNAand Y R 9 @
AIDS is being implemented in the contextNational Strategic Plan (202D15) developed with the
participatory inputs from all stakeholders, under the guidelines given by the -sedtoral National
AIDS Committee and is monitored according to the National Monitoring and Evaluation Plan. The
National Strategic Plan 20 n Mmp 0 Kl & | @Aairzy 2F | OKAS@Ay3d GKS |
main aims are to cut new infections by half of the estimated level of 2010; and to reduce HIV
transmission and Hielated morbidity, mortality, disabilitand social and economic impact. National
level dissemination workshop on NSP (2@D15) was conducted in Nay Pyi Taw during June 2011
followed by State and Regional level dissemination workshops.

NSP Il identifies the key guiding principles as essdnti@hsuring a more effective national
response to the HIV epidemic. The guiding principles will underpin more effective national and local
responses to the challenges of the meeting the objective of the strategic plan. The summary of
guiding principles &Y (G KS W¢KNBES hySaQ LINARYOALX SAT | OKASQOAY
evidenceinformed and resultsriented programing; protection of human rights; cost effectiveness,
cost efficiency, prioritisation; scaling up; partnership; coordination; ipgdtion; favourable policy
and legal context; gender, and GIPA principle.

The Strategic framework of NSPII identifies three priorities to address the most pressing
needs of populations at higher risk;
Strategic Priority I: ~ Prevention of the transmissionf HIV through unsafe behaviour in sexual

contacts and use of contaminated needles;

Strategic Priority II: ~ Comprehensive continuum of Care for people living with HIV;
Strategic Priority Ill:  Mitigation of the impact of HIV on people living with HIV aneiitfiamilies.

Cross cutting interventions for all three strategic priorities will include:
1 Health system strengthening (including private sector health services)
1 Favourable environment for reducing stigma and discrimination;

1 Monitoring and evaluation, resarch, advocacy and leadership.
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At the level of interventions, target populations, implementing partners and activies are
identified for each of the strategic priorities.

The major activitiesto be implemented in accordance with 3 Strategic Prioritieduite:
Advocacy, awareness raising on HIV/AIDS for various population groups, prevention of sexual
transmission of HIV and AIDS, prevention of HIV transmission through injecting drug use, prevention
of mother to child transmission of HIV, provision of dalfeod supply, provision of care and support,
enhancing the multsectoral collaboration and cooperation, Special intervention programitiess
border programme and TB/HIV programme, and supervision, monitoring and evaluation are being
implemented by Natnal AIDS Programme.

Strategic Information, Monitoring and Evaluation, and Research

In order to provide strategic information to Technical and Strategy Group on HIV and
Myanmar Country Coordinating Mechanism for planning and decision making, Strafegmalion
and Monitoring & Evaluation (SI M&E) working group chaired by National AIDS Programme with
members comprising of representatives from Department of Health Planning, Department of Medical
Research, UN agencies, and INGOs has been formed in @atlyNational M&E plan, finalized with
inputs of the working group was approved by Ministry of Health.

Trends of HIV/AIDS in Myanmar

The active surveillance of HIV/AIDS has begun in Myanmar since 1985. The first
comprehensive surveillance system was deped in 1992 and HIV sentinel sesorveillance survey
among target groups has been carried out since then. Trends analysis of the HIV sentinel surveillance
data revealed that HIV prevalence levels among low risk populations in 2012 continued the general
decline observed since their peak in the late 1990s. Newly diagnosed TB patients has begun one of
the sentinel groups since 2005, and the HIV prevalence has been fluctuating round about 1% above
and below the 10% level since 2011. Among high risk popofati significant decline was observed
among Men who have sex with Men, Female Sex Workers and Injecting Drug Users in 2012 round of
HSS; while the decline for male STI patients was very slightly.

Since early 2010, NAP with the technical support fromt&gia Information and M&E
working group and inputs from implementing partners has developed Asia Epidemic Model
spreadsheet for Myanmar. With the model, the distribution of new cases (incidence) of HIV among
populations was estimated and projected. Myanntas gained the advantages of the concerted
efforts of all implementing partners; the incidence of HIV has been declined yearly following its peak
in late 1990s. However, the new infection is leveling out after 2011 indicating the need to intensify
the momentum of prevention and control measures as well as to provide interventions tailored to
MSM, IDU and female partners of these Most at Risk Populations (MARPS).

Globally 30 years has passed since AIDS was first reported and ten years since the landmark
adoption of the 2001 declaration of commitment on HIV/AIDS at the United Nations Special Section
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on HIV/AIDS (UNGASS). In Myanmar, over 20 years has passed since the first reported case of HIV in
1988, but with limited resources various achievements havenbgained with high political
commitments also towards 2001 UNGASS declarations. Although Myanmar has successfully gained
Global Fund Round 9 Grant for scaling up of activities in the coming years, the next NSEO(XH)11

need to be fully funded by both ternational and domestic sources for achievements of MDGs,
Universal Access and getting to Three Zeros; Zero New HIV infections, Zero Stigma & Discrimination,
and Zero Death.

Tuberculosis

Introduction

Myanmar is one of the 22 TB high burden countrieg #tecount for 80% of all new TB cases
arising each year, and the 27 countries that account for 85% of the globalTBDBurden.
Moreover, and due to a high and growing HIV prevalence, the country is included in the 41 global
priority countries for TB/HIVIB control activities are considered as national concern and the political
commitment is in place through supporting human resources and financial in puts. Cross border
collaboration of TB control activities with neighbouring countries such as Thailadid, &md
Bangladesh are essential to reduce TB morbidity and mortality and to prevent the development of
drug resistant TB.

Historical Perspectives

After gaining independence, Myanmar established campaigns to fight against major infectious
diseases. In B, the government of Myanmar signed an agreement with WHO and UNICEF to
develop a National TB Programme and to elaborate a five year activity plan. Two years later the NTP
started its activities. Later, these campaigns or vertical programmes were ingelgnath the primary
health care system in the People's Health Plan and the National Health Plan. In 1978, the NTP became
an integral part of the basic health services under the primary health care system.

In 1994 The NTP introduced short course cheramby started with 18 townships and
gradually expanded to the remaining townships based on its epidemiology and covered all townships
by 2003.The NTP also started PrivBigblic Partnerships with the MMA according to the plan for
involvement of private sdor in TB control. Three schemes of PPM DOTS were developed out of
which the private practitioners could choose the most suitable for them to participate in TB control.
The three schemes were: health education and proper referral; health education, prefeeral and
act as a DOT provider; to run an affiliated DOT clinic. In 2004, the Global Fund grant agreement of 17
million US$ for TB control was signed in August with UNDP as the principal recipient. In December,
UNDP signed agreements with two sidzipients, the NTP and Population Services International. The
National Reference TB Laboratory was upgraded with the support of the International Union Against
TB and Lung Disease (IUATLD).

In 2005, an Integrated HIV Care Pilot project (IHC) that provididedroviral therapy to ce
infected TB/HIV patients started in Mandalay Division. The Stop TB Partnership approved a second
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GDF three year grant agreement for amB drugs. The Global Fund signed an agreement with the
third subrecipient, the Myanmar Medal Association to scalgp PPM DOTS activities. The National
Strategic Plan for 2008010 was developed. The Global Fund grant was withdrawn from Myanmar.

In 2006 a group of six donors (Australia, UK, European Commission, Netherlands, Norway and
Sweden)established a new trust fund called the Three Disease Fund (3DF), to address the critical
funding gap caused by the termination of the Global Fund grant. GF round 2 termination plan was
implemented and ended at the end of 2006. The External Quality AssassSystem (EQAS) was
introduced in 2006 and 415 laboratories are under EQAS at the moment.

In 2007 the Stop TB Strategy was adopted. The Green Light Committee approved a project in
Myanmar for the treatment of 275 MDRB patients. The second a8 dug resistance survey
started. In 2008 UNITAID committed to support the supply of setioedantiTB drugs and
paediatric formulations to fight TB in children. The Global Laboratory Initiative, the Foundation for
Innovative New Diagnostics (FIND), GDFWNEGTrAD started supporting access to rapid diagnosis for
patients at risk of MDRB. In 2009 The International Standards of TB Care were launched on World
TB Day and were planned to be adopted by NTP and followed by the Myanmar Medical Association,
public realth facilities like teaching hospitals and institutes. DOTS Plus project was launched on 9 July
2009 at Yangon, Aung San TB Hospital in collaboration with Medecins Sans Frontiéres (MSF) and on
15 July at Patheingyi TB Hospital with the funding of WHOIBS&ID/UNITAIDIn 2010 Biosafety
level 3 laboratories for rapid diagnosis for TB were established 8nJa at Yangon National TB
Reference Laboratory and Pathology and Pathengyi TB Reference Laboratory.

In 2011, the results of the 2062010 nationwi@ tuberculosis (TB) prevalence survey were
finalized’The survey confirms a much higher TB burden than previously estimated by the World
Health Organization (WHQO) and gives insights into the heaglking behavior and profile of TB
patients as well as agfter understanding of TB risk factors. With the results of the prevalence survey,
the NTP has revised the TB epidemiological data, impact targets, policies and control strategies and
funding requirements to be better equipped to reach the Millennium Depelent Goals (MDGS).
Apart from the revisions needed to the National Strategic Plan due to the higher TB burden, the pace
of the scaleup of the diagnosis, treatment and care for patients suffering from multidesgjstant TB
(MDRTB), and efforts to redwcthe dual burden of TB and HIV/AIDS among populations at risk and
affected by both diseases, was felt to be too slow.

Myanmar is one of the countries hit by the HIV epidemic in Asia. The reported HIV prevalence
among adults of 15 to 49 year age groa@0D09 is 0.61% but much higher rates have been reported
in risk groups such among female commercial sex workers (11.3%) and injecting drug users (34%). In
2009, it was estimated that 238,000 people in Myanmar were living with HIV/AIDS. An estimated
75,000Myanmar people are in need of antiretroviral treatment today, but only 21000 (28%) of this
number are receiving it. Only 50% of estimated HIV positive pregnant women are receiving assistance
to prevent transmission of the virus to their babies in Prevantof Mother to Child Transmission
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(PMCT) project areas. Prevalence of HIV-pasitive among new TB patients was 9.7% according to
the sentinel surveillance done at 25 sites in 2012. Prevalence of-dnutiiresistant TB (MDRB) was
4.2% among new TB fents and 10% among previously treated patients based on the results of
second nationwide drugesistant survey completed in 2008. Third nationwide dregjstant survey
was started in 2012, and it will be finished during 2013.

Policy, Objectives and Sitegies
The government of Myanmar has adopted the Millennium Development Goals (MDGSs)
including the targets and indicators under the MDGs that relate to health and disease control and
prevention programmes, including tuberculosis control.
Goal
To reducedramatically the TB morbidity, mortality and transmission, in line with the MDGs
and the Stop TB Partnership targets, until it no longer a poses a public health threat in Myanmar.
Objectives
The objectives of NTP Myanmar are:
 To move towards universal agsto TB diagnosis, treatment and care by reaching a 95%
case detection rate of new sputum smear positive cases and by curing at least 85% of
cases.
 To reach the interim targets of halving TB deaths and prevalence towards achieving the
MDGs for 2015 whictvill improve universal access to highality diagnosis and patient
centred treatment and protect poor and vulnerable populations from TB, TB/HIV and MDR
-TB
Targets
In line with the MDGs as well as the targets set by the Stop TB Partnership and the World
Health Assembly, the targets of the NTP of Myanmar are:
9 To halt and begin to reverse the incidence of TB by 2015
 To reduce the TB prevalence and death rates by 50% relative to 1990 levels by 2015 (MDG
Goal 6, target 8, Indicator 23)
 To detect at least 70%f new sputumsmear positive TB patients and thereafter achieve
universal case detection (MDG Goal 6, target 8, Indicator 24)
1 To achieve and then surpass the 85% treatment success rate of new sputum smear positive
TB patients under DOTS (MDG Goal 6, ta8gindicator 24)
1 To achieve and then surpass a 50% treatment success rate amond BIBdges
Specific objectives are set towards achieving the Millennium Development Goals (MDGSs) by
2015 as follows:
1 To reach and thereafter sustain the target@chievingat least 70% case detection and
successfully treat at least 85% of detected TB cases under DOTS,
1 To reach the interim targets of halving TB deaths and prevalence by 2015 from the 1990
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situation.

Totally 143,164 TB patients (all forms) were notified inaNiypar (Case Notification Rate of
294/100,000 population) in which 42,335 patients were new smear positive cases. NTP achieved case
detection rate (CDR) of 77% and treatment success rate (TSR) of 85.4%for 2011.

According to the Global TB Control Report bi#® incidence of TB was 381/100,000 population,
prevalence was 506/ 100,000 population, and mortality was 48/100,000 population. Regarding MDG
to halve TB deaths and prevalence from the 1990 situation, mortality rate has already reached the
target since 2@0 although prevalence rate is still on trial.

On the other hand, NTP is implementing TB control activities in line with the National
Strategic Plan (2012015). This strategy covers the following six principal components:
Pursue high quality DOTS expansand enhancement
Address TB/HIV, MBRB and the needs of poor and vulnerable population
Contribute to health system strengthening based on primary health care
Engage all health care providers
Empower people with TB and communities through partnership

SR o

Erable and promote research
The Plan was developed through the Technical Strategy Group TBBY$@ntly with all
partners. The Plan takes into account the needs of diverse national populations, addresses issues as
stigma and discrimination and broadetie partnership for implementation of the Stop TB Strategy
in hardto-reach areas. At the end of the five year implementation of the National Strategic Plan, by
2015, it is expected that Myanmar will reach thefEated Millennium Development Goals 6 Tetrg
8: to begin to reverse the TB incidence to less than 75/100,000 and to halve TB prevalence and TB
mortality relative to 1990, to 210 and 25/100,000 respectively. It is also expected that theTBDR
rate among new smear positive patients will be contdiae 4%.

The government increased the budget for TB control gradually, especially fef Bamiug
procurement. Active case finding strategies have been improved by conducting initial home visits &
contact tracing, by setting up sputum collection centieshard to reach areas and by performing
mobile team activities. National TB/HIV coordinating body has been formed since 2005 and reformed
in 2011. Collaborative TB/HIV activities are carried out in the areas where NAP could provide ART and
technical asstance was provided by WHO. Totally 28 townships are implementing TB/HIV
collaborative activities. Nationwide TB/HIV scale up plan is developed, and almost all townships will
be covered with collaborative TB/HIV activities by 2015.

With the results of tle prevalence survey, the NTP has revised the TB epidemiological data,
impact targets, policies and control strategies and funding requirements to be better equipped to
reach the Millennium Development Goals (MDGs). The update includes three new/revieed Hie
first plan, on active TB cad®ding, has been developed as a direct result of the outcomes of the TB
prevalence survey. With additional interventions to find the many undetected/unreached TB cases in
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Myanmar, such as screening of risk groups ta@cninvestigations and mobile team activities in kigh
prevalence communities, it is envisaged that 33 000 additional TB cases will be detected-n 2012
2015. The two other plans on MBI and TB/HIV offer a much more ambitious scalg¢han that
outlined n the National Strategic Plan. Almost 10 000 MIERcases will be managed during the five
year period, and MDRB services will be available in 100 townships compared to 22 in 2011. By the
end of 2015, TB/HIV collaborative activities should be availablevat the country, and as much as
possible TB and HIV health services should be integrated at the township level.

Programmatic Management of Drug Resistant TB PMDT) is one of the integral parts of Five
Year National Strategic Plan (264015). National fug Resistant TB committee was formed in 2006.
Standard Operation Procedure (SOP) for management of-WBRas finalized in 2009. National-DR
TB Expert Committee is still updating that SOP to be transformed as a national guidelind?IDOTS
Pilot Projectwas started in 2009, and concluded in 2011. MIBRpilot project could cover 10
townships (5 townships each from Yangon & Mandalay Regions). A total of 30-TB1Bd&&ses were
enrolled. A scaling up towards 1800 MIDR patients is envisaged under the Gldbahd Round 9 TB
component (20142015), for which 492 patients could be put on treatment during Phase | {20111
in 22 townships (11 townships each from Yangon & Mandalay Regions). Now, Myanmar PMDT is
applying community based model for uncomplicated ca$es2013, altogether 38 townships are
expanded for treating MDRB patients.

In area of Health System Strengthening, two MIBRpilot hospitals are following infection
control measures recommended by infection control mission. Health personnel from MBjEBt
townships were also trained for infection control measures, equipment in need were installed and
infrastructures were renovated. Biafety LeveB Laboratories in Yangon and Mandalay are also
functioning under proper maintenance.

For the capacit building, NTP is carrying out various kinds of trainings at different levels
covering laboratory aspect, data management, MCHR management and TB/HIV collaborative
activiies. NTP ec8 NRAY Il GSa gA0GK yFdA2yI bDha &dzOK | a aé@
(MWAF), Myanmar Maternal and Child Welfare Association (MMCWA), Myanmar Medical
Association (MMA), Myanmar Red Cross Society (MRCS) and Myanmar Health Assistant Association
(MHAA) in DOTS implementation.

International NGOs and Bilateral Agencyoperating with NTP are the UNION, Population
Services International (PSI), International Organization for Migration (IOM), Pact Myanmar, Malteser,
World Vision, Merlin, Asian Harm Reduction Network (AHRN), MSF (Holland), MSF (Switzerland),
Cesvi, FH360, JaparAnti-TB Association (JATA) and JICA (Major Infectious Disease Control Project;
MIDCP).

Conclusion

The target for MDG 6 of halting and beginning to reverse the TB epidemic by 2015 is on track,
since the TB incidence rate has been declining since 1BBBwise, the target of halving the rate of
TB mortality compared with 1990 levels has already been met (in 1990 there were 110 TB deaths per
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100 000 population, compared to 41 in 2010). However, the prevalence must decrease further to

reach the MDG target of47 TB cases per 100 000 population in 2015 (in 2010 the prevalence rate

was estimated at 525 TB cases per 100 000 population). Additional implementation targets guided by
the Global Plan to Stop TB, 262Q15, indicate that the case detection and treatmeuccess rates

as well as geographical/population coverage targets have to be further improved by 2015.

Malaria

Malaria is one of the major public health problems in Myanmar. It causes high morbidity and
mortality leading to soci@conomic loss and day national development. Prior to 1950, malarial
control measures were limited to a few places and consisted oflamntal measures and distribution
of antimalarial drugs. Among the Vector Borne Diseases in Myanmar, malaria was the first against
which cortrol efforts were started in 1950. From October 1951 to March 1954, the Government and
WHO jointly set up a Malaria Control Demonstration Project at Lashio, and then replicated in
Kyaukphyu and Taunggyi. The demonstration projects proved the efficacyTaf Bidise spraying in
controlling transmission of malaria. In 1953, the Government launched a countrywide malaria control
project with the assistance of WHO and UNICEF. During that yearsskageresidual spraying of
houses using DDT was carried outaethéovered about one million population.

In 1957, Malaria Control Programme was converted into Malaria Eradication Programme
with the assistance of WHO and UNICEF protecting about 8.8 million population and using 766 metric
tons of DDT. Death rate fromataria was found to decline from 217 per 100,000 population in 1950
to 82 in 1953 and 65.7 in 1957. In 1963, a seyesr plan was drawn up and Malaria Eradication
Programme was implemented. Malaria mortality rate in 1966 was 3.8 per 100,000 population. In
1967, the population covered by spraying operation was 4.6 million. Death rate from malaria was 3.2
per 100,000 population in that year. Malaria death rate was 3.2 in 1968, 2.8 in 1970, 2.7 in 1971 after
which it rose up to 9.2 in 1972, 11.6 in 1973 a®d2lin 1974. Increasing number of malaria positive
cases had been observed since 1970 together with rising APl and SPR.

In 197273, Malaria Eradication Programme was revised in accordance with the global
strategy of malaria and again converted into Maa@ontrol Programme with the final objective of
achieving malaria eradication. There were various factors affecting the progress of the programme
resulting in resurgence of malaria. The most important operational factor wasdessibility of many
of the hilly malarious areas. Poor coverage was sometimes unavoidable due to shortage and delayed
delivery of DDT in some years. Human habits like sleeping outdoors for various reasons during peak
vector activity period played a major role in the process. Distndes in spray surfaces like renewal
of walls and roofs, removal of DDT particles from the wall after spray season, etc., and many poorly
constructed structures diminished the quality of spray. There was considerable movement of
population across the int@ational borders as well as migration within the country, so that large
number of people from nomalarious areas contracted the disease from areas with active
transmission.
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As a result of Country health Programming conducted in 1976, with the assisiamzeiO,

Vector Borne Diseases Control Programme (VBDC) was developed encompassing malaria, Dengue
Haemorrhagic Fever, Lymphatic filariasis and Japanese encephalitis, and the formulated progrmme

was implemented since April 1978. Since from that period, &BBs been integrated with Basic

I SFfGK {SNBAOSa F2NJ AlGa AYLISYSydGlrdAzyod LYy NBGJAAE)
was formulated as part of the Diseases Control Programme. In | PHR§2Q #8alaria topped the 51

priority diseases/coditions whereas in Il PHP (1988), it was second to diarrhea diseases (out of 56

priority diseases/conditions identified). Then in 1ll PHP (1B8#8)) it again topped the list of sixty

priority diseases/conditions.

In 1992, interministerial level meahg was conducted in Amsterdam and Global Malaria
Control Strategy (GMCS) was laid down during that meeting. In July 1993, country working group
meeting to implement revised malaria control strategy was conducted. During that meeting, the
programme approautes and policies were reviewed, revised and changed according to Global Malaria
Control Strategy. In year 19200, Roll Back Malaria concept was also accepted for strengthening
partnership.

National Health Policy and Myanmar Health Vision 2030
The Natbnal Health Committee, formed on 28 December 1989, takes a leadership role and
gives guidance in implementing health programmes systematically throughout Myanmar. Under the
guidance of the National Health Committee, State and Divisional, District, Towkgéaid and Village
Health Committees had been formed at each and every administrative level. Built in monitoring and
evaluation process is undertaken at Sate/Division and Township level on regular basis.
Implementation of National Health Plan at varioussdks is carried out in collaboration and
cooperation with health related sectors and NGOs.
The National Health Polieyas laid dowrwith the initiation and guidance of the NHC in 1993.
It has adopted the Health for All goal as a prime objective throughadPy Health Care approach.
Health policies that are particularly relevant to RBM are:
1 To produce sufficient as well as efficient human resource for health locally in the context of
broad framework of long term health development plan.
1 To augment the rolef co-operative, joint ventures, private sectors and ngovernmental
organizations in delivering of health care in views of the changing economic system.
1 To implement health activities in close collaboration and also in an integrated manner with
related ministries.
1 To expand the health service activities not only to rural but also to border areas so as to meet
the overall health needs of the country.
Considering the rapid changes in demographic, epidemiological and economic trends both
nationally and intenationally and globally, a loAgrm health development plan has been drawn up
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to meet the any health challenges in the future. The plan encompasses the national objectives, i.e.,
political, economic and social objectives.

Rural Health Development Phe- As 70% of the population resides in the rural areas priority
has been accorded to rural health development. The health needs are more pronounced in the rural
areas and as health has assumed a pivotal role for all round development, rural developasent h
become essential.  The overall objective of the plan is to improve the health status of rural
population. The various components of the p{&mnex 3)are highlyrelevant to Roll Back Malaria.

National Health Plan (200% 2006)- The National Healthl&n (2001¢ 2006) is an integral
part of the National Development Plan and in tandem with the national economic plan. The plan will
ensure the effective implementation of the National Health Policy. Among others, it aims to
strengthen health services miral areas and one of its components is disease control.

National Malaria Control Programme

9 Prior to 1950; anti-larval measures and distribution of amtialaria drugs, limited to a few
places

1 1953 feasibility study of DDT residual spraying, a copmide malaria control programme
was established.

I 1957- Malaria eradication programme

1 1973-longterm malaria control programme, still vertically organized

1 1978-Vector Borne Diseases Control (VBDC) Programme (Malaria, DHF, Filariasis and JE);
implemented through Primary Health Care Approach.

1 1992 - adopting the Global Malaria Control Strategy formulated at the Ministerial
Conference in Amsterdam

1 1999 Roll Back Malaria concept has been adopted (through partnership approach.

1 Under NHP, the Central Saiwisory Committee on Management and Control of Malaria
was formed and is chaired by H.E. Minister for Health. Up to State/Division level, malaria
teams were formed with some functional units like epidemiology unit, laboratory unit,
entomology unit and adinistrative unit etc. From township level up to grass root-suial
health center level, it is integrated with basic health services and implemented through
primary health care approach. At the village level, voluntary health workers are present and
they need capacity building and logistic support to become functional malaria volunteer.

Policies directly related to National Malaria Control Programme

1 Case finding activities and case definition

9 Improving access to and quality of malaria diagnosis

9 Improvingaccess to and quality of malaria microscopy in the public sector
o Improving access to diagnosis through the use of quabgured RDTs for Malaria
o Improving quality of and access to malaria diagnosis and treatment by private
medical practitioners

1 Empowering voluntary health workers (VHW) and NGO workers
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New antimalarial treatment policg where ArtesunateMefloquine was introduced.

Intervention to reduce the burden of malaria during pregnancy

Indoor Residual Spray

Insecticide Treated Msguito Nets Policy

Indicators for Monitoring Progress and Outcomes and Evaluation of impact of Malaria Control

= =4 =4 4 -4 4

Area stratification The following variables were made use of for stratification.
Epidemiological ecology, vector, endemicity, epidemic potéit
Operational health infrastructure, accessibility community participation.
Socieconomic : major economic activities, development Projects,
immigration.

Based on that areas were stratified into forested related malaria, coastal malaria, plain areas
malaria, urban or pefirban malaria and area free from malaria. Approaches were identified
according to stratification, namely personal protection, chemoprophylaxis, malaria clinics in
underserved less accessible areas, epidemic preparedness includouy inesidual spray, EDPT, use
of larvivorous fishes in some areas, environmental management

Drug resistant malariehas been detected along the international border areas particularly
Myanmar Thai border and in some pocket areas in other parts of theitopp The Myanmar
Artemisinin Containment (MARC) framework was endorsed in April 2011 and the National Malaria
Control Programme (NMCP) together with implementing partners initiated immediate containment
actions in July 2011. It is also essential to hanl@aborative effort by the different ministries such as
Ministry of Construction, Ministry of Agriculture, Ministry of Mining, Ministry of Forest and
Companies working in development projects in the regions which are enormously important and
without their awareness and collaboration the goal cannot be achieved.

Myanmar is on track to achieve the malar@ated Millennium Development Goals.
Obijectives of National Malaria Control Program are reduction of malaria 50% in 2016 (baseline 2009)
and to contribue socioeconomic development and achievement of health related MDG in 2015.

National Malaria Control strategies

1 Prevention and control of malaria by providing information, education and communication
up to the grass root level

1 Prevention and control of maria by promoting personal protective measures and/or by
introducing environmental measures as principle methods and application of chemical and
biological methods in selected areas depending on local epidemiological condition and
available resources

1 Prewntion, early detection and containment of epidemics
Provision of early diagnosis and appropriate treatment

1 To promote capacity building and programme management of malaria control programme
(human, financial and technical)
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1 To strengthen the partnershipy means of intrasectoral and intersectoral cooperation and
collaboration with public sector, private sector, local and international-governmental
organizations, UN agencies and neighboring countries

1 To intensify community participation, involvementchampowerment

1 To promote basic and applied field research
For the time being, National Malaria Control Program has accelerated its efforts to perform

control and preventive activities under the guidance of MOH and technical support of Technical
StrategicGroup on Malaria. The activities of malaria control programme includes:

Information, Education and Communication Dissemination of messages on malaria is carried out
through various media channels with the emphasis on regular use of bed nets (if paggdodpriate

use of insecticide treated nets) and early seeking of quality diagnosis and appropriate treatment (if
possible within 24 hours after onset of fever). Production and distribution of IEC materials is also
carried out in different local languagdor various ethnic groups and different target groups such as
forest related travelers, pregnant women and general population. Advocacy activities are conducted
to public and private sectors, NGOs, religious organizations and local authorities atndiffeeds

Stratification of Areas for Malaria Control Risk area stratification was carried out in 80 endemic
townships in 2007, 50 townships in 2011 and 50 townships in 2012. Up to end of 2012, risk area
stratification has been carried out in total 1&wnships. About 61.7 % of population (30,196,214)
and 38.3 % of population (18,744,165) was residing in malarious areas anthal@mous areas
respectively. In malarios areas, 21.4% of popuian (10,473,241) was s&ling in hidn risk areas,
17.9 % ofpopulation (8,760,38) was redling in malerate riskareas and22.4 % ofpopulation
(10,962,645) was resling in lowrisk areas. &kage of mharia control activity haseen given
accordirg to the resut of risk arex stratification that ensues the effecive resource allocation.
Validation on microstratification process was done by mal ariometric survey in some targeted
townships.

Insecticide Treated Mosquito NetsSelective and sustable preveitive measures are caad out
emphasizing a personal préection and envirmmental maragement. Wh limited resources, areas
were proritized for ITN Prgram either distribution of Long Lasig Insectidal Nets (LUN) or
impregnation of existingnets. During 2011, the totd numbers of 800,000 LINs were digibuted

and 1,062,723 asting bed nets wesimpregnated . During 20 12, the total numbers of 1,450,978
LLINs werdlistributed. And 1,29,631 existing bed net s were imggnated. Tiese LLIN/ITN activities
covered 5,627,445 population at malaria high riséaer.

Epidemic preparedness and responsé&lumber of epidemisbecame educed duriry last fiveyears.

Ecobgical survdiance and commuiy based stveillancewere implenented together with eally case
detection and managment and preentive measures likendoor Residuafray (IRShidevelopment
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projects and impegnation ofexisting bed nets in epamic proneareas. There is no repat malaria
epidemic in 2012.

Early diagnosis and Appropriate treatmentAccordirg to the new antimalarid treatment poligy,
case managementwith ACT Artemisinin based ambination therapy) waspracticed inall 330
townships. Formalaria diagosis, since 2005, @0 microscpes were distributed up to rural faith
center kvel and BT (Rapid Diagnast Test) were also distribed up to si-centers aswell as
community level. There were 887,96%ever caseswere tested by RDT, ot of which 294,173
confirmed P.fcases were treated ith ACT (Cartem) and 159,482 P.v @ ses were treated with
Chloroquine in 2012.

Assessraent and qudity control d malaria meroscopy wa done in B3 malariamicroscopic
centershy laboratol techniciars from Cental and Stee/RegionalVBDC team in 2012. Monitog
therapeuti efficacy d@ anti-malaril drugs paricularly Ads in collaboation DMR (ewer Myanmar)
and DMR (Upper Myanmar). Quality assuranes of RDT Raracheck) were atsdone in collaboration
with DMR (bwer Myarmmar). Malara mobile teans reached up to ra areas and hardo reach
border areas for impraving accessa quality diggnosis andeffective treatment. Community based
Malaria Control Program has been introduced and implemented in some selected townships of
Eastern Shan State since 2e8807 and expanded in total 131 townships and 3280 volunteers were
trained in 2012.

Capacity builling - Different categories of health staff were trained on different technical areas:
1 Training on malaria microscopy was conducted for 141 malaria microscopists;
9 Different categories of 13,079 health care providers were trained on capacity on skKill
devebpment of malaria cases management ;
1 530 VBDC Staffs were trained on malaria prevention and control emphasize on preventive
measures, vector control, case management (diagnosis and treatment), recording and
reporting.

Conclusion

The country is on tracto achieve the malarieelated MDGs. Malaria mortality is below 25%
of the 2005 level, and that malaria is no longer a barrier to secanomic development. All patients
with malaria symptoms have access to early diagnosis and effective treatment. Alegdeamg in
areas of malaria risk are able to protect themselves to reduce risk . Malaria outbreaks are prevented
or effectively controlled. The State, Regional and Township Health Departments plan, implement,
monitor and evaluate malaria control intervéons with the VBDC Programme determining policies
strategies, organizing training sessions, providing oversight and implementing surveillance,
monitoring and evaluation activities at national level. National Research Institutions develop and
evaluate nové control tools and implantation strategies, and with the VBDC Programme regularly
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exchange findings and knelow with countries with similar problems. Political will to control malaria

at all levels and in all sectors concerned is based on a thorouglrsiadding of the problem and its
social and economic dimensions, the risks of resurgence and the benefits of sustained control. In a
spirit of partnership and solidarity, the international community provides essential support to
strengthen the national rggnse against malaria, led by the Ministry of Health.

Disease Surveillance and Response

Communicable diseases still pose major health problem and outbreaks of communicable
diseases cause substantial morbidity and mortality, consume scare national hesdthrces, and
affect economic productivity. Rapid and appropriate response to emerging infectious diseases
depends on efficient surveillance at national, regional and global levels. Disease outbreaks need to be
recognized promptly and controlled immedidy in order to minimize their impact, as the impact
finally ends up to loss of life and economy of the country. Many deaths in the country are attributable
to diseases that are preventable or can be treated in simple measures. lllnesses among school
children cause a setback in educational process and progress. Communicable diseases are caused by
transmission of a specific infectious agent or its toxic products from a reservoir to a susceptible host;
mat it be a direct or through a person, animal, vectarénanimate environment.

Going back to historical evolution of communicable diseases, the country suffered from the
ravages of smallpox since the fourteen century, long before colonial doctors commenced vaccination
operations It was not until the ninete¢im century, however, when the country fell under British
administration where records showed that it caused 8,717 deaths in 1898 and 10,754 deaths in 1899.
Preventing smallpox was a necessity for protecting British military serving in the country. lbwas n
wonder that the British administration considered vaccination against smallpox their utmost priority
in the province of Burma as elsewhere in British India.

Historical documentation of smallpox in the county is difficult to find before the Britistadrri
except a few short notes and vague reports made by European travellers and early missionaries. The
earliest recorded incidence of smallpox occurred in 1367 when a Myanmar King died from the disease
(Hmannan Mahaya-zawin Tawgyi When King Taninganwie (17141733) led his army against
Gharib Newaz of Minipur, smallpox decimated the force after they reached the Chindwin IKivey.
Alaungphayawho founded theKonbaung Dynasty(17521885) was also reported to have been a
victim of smallpox. Europeamted smallpox cases in the country, at least from the early eighteen
century. Alexander Hamilton, for example, recorded smallpox in Pegu about 1709, writing that
AYlFtfLRE 614 WRNBIFIRSR a LISAaGATSNRAzAQ lkoyhkee G KI G
YAftSAa a az22y a lyez2yS OldzAKG Al 'a KS +faz2 2o
of water, a basket of raw rice, and some earthen pots to bolil it in, then they (neighbours) bit him
farewell for twentyone days. The actual maigude of smallpox epidemic in the country did not
become clear, however, until British doctors began to compile statistics on local deaths and diseases
under British rule.
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When the British general administration consolidates itself and governed the goiyt
appointing a Chief Commissioner in 1862, a Sanitary Commissioner was appointed to look after Public
Health which in practice was for sanitation in urban areas and prevention and control of epidemic
diseases. In 1908, Office of the Director of Pubkalth was formed and taking in charged of public
health functions including disease control. With Burma Act of 1935, the country got separated in 1937
from Indian Empire from Ministry of Education handled health matters. In the field of Public Health,
the Director of Public Health initiated in the 1930s, health activities in various public health
disciplines: MCH societies were encouraged, nutrition section established; anaemia, beri beri and
goitre surveys conducted. Malaria was recorded in reports ofpitals as well as in studies.
Epidemiological surveys by spleen index and identification of mosquito vectors were conducted and
also sample surveys on leprosy prevalence. A health propaganda officer began work on health
education. The main task of the DRIffice was to investigate and control of outbreaks of 3 main
principal epidemic diseasessmallpox, cholera and plague, which occur in turn every year. In support
of disease control, Pasteur Institute and Harcourt Butler Institute of Public Health wiatdisised in
1915 and 1927 respectively.

After the war, when civil administration was set up in 1946, health services was reorganized
and formed the office of Director of Medical and Health Services (DM&HS), taking care of hospital
administration and puldt health mainly epidemic control and environmental sanitation. On
recommendation of WHO Enquiry Committee the Directorate of Health Services veaigarzed
with 3 major divisions: Hospitals, Public Health and MCH. At the district level, it has begamized
as Civil Surgeon for the hospitals and District Council Health Department for public health including
MCH and special campaigns. As to epidemiological services, Junior Doctors, LMPs were designated as
Epidemic Suassistant Surgeons Epidemic SAStheir activities having a semblance of an
epidemiological nature. Later on expansion of epidemic control activities took place and formed into
Epidemic Mobile Teams, stationed at divisional headquarters, strategic or epidemic prone districts
and moved irarea for surveillance and control of epidemics.

In 1964, the Directorate of Health Services and entire Basic Health System was again
reorganized and basically remain the same till date. One important aspect of the reorganization is the
creation of divimnal administration with new conceptualization of decentralized administration in
supervision. In rural health area, station health complex was introduced. Among technical groups,
Central Epidemiological Ung CEU, Aedes Control Unit, Filariasis ConBodup, and Trachoma
Control under Disease Control; Environmental Health, Health Education, Occupational Health, and
Health Statistics were formed under Public Health. The CEU operates under Assistant Qirector
Epidemiology and under CEU, 10 Epidemic Mobgdams; EMTS, operate at States and Divisions
level. EMTs were later renamed as Special Disease Control Programme Teams (SDCP).

For an effective surveillance and control of communicable diseases, the British has adopted
the Municipal Act 1898 during thenperial period and later modified as Rangoon Municipal Act 1922.
This has been maintained during the colonial time and amended in 1955 and 1961. The Municipal Act
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1898 was again later repealed by the Development Committee Law (1993). The Municipa9&.ct 18
covered two sections on Dangerous and Epidemic Diseases (para 167 to 178) and Entry of Inspection
in case of emergency (para ¥185).In 1972, the Revolutionary Council of Burma, enacted the Law
no. 1¢ Public Health Law 1972.This law covers environ@dmtalth activities, food related activities,

home utility, infectious diseases, private clinic, drugs for public use. This law refers to various act
important for the surveillance and control of communicable diseases, such as: Dangerous Drug Act,
Epidemt Disease Act, Ghee Adultration act, Food and Drugs Act, Leprosy Act, Vaccination Act, Animal
Pest Act, City of Rangoon act, Cantonments act, Municipal act, Rur@ldselinment Act, Towns Act

and Village Act.

In 1995, the State Law and Order Restoratoouncil, enacted the Law no. 1/95The
Prevention and Control of Communicable Disease Law 1955. The law comprises of prevention,
environmental sanitation, reporting communicable disease, measures taken in respect of an outbreak
of epidemic diseases, quartine, and functions and duties of the Health Officer. In order to prevent
the outbreak of Communicable Diseases, the Department of Health shall implement the project
activities: (a)immunization of children by injection or orally; (b)immunization of ¢hetgho have
attained majority, by injection or orally, when necessary; and (c) carrying out health educative
activities relating to Communicable Disease.When a Principal Epidemic Disease or a Notifiable Disease
occurs: (a) immunization and other necessamyasures shall be undertaken by the Department of
Health, in order to control the spread thereof: and (b) the public shall abide by the measures
undertaken by the Department of Health under ssdxction (a). In case of reporting, the head of the
household @ any member of the household shall report immediately to the nearest health
department or hospital when any of the following events occu(a) rat fall, (b) outbreak of a
Principal Epidemic Disease; and (c) outbreak of a Notifiable Disease. Traditeaitine
practitioners, health assistants and doctors shall report immediately to the nearest health
department or hospital if a case of Principal Epidemic Disease or Notifiable Disease if found during
practice.

In order to prevent and control the spreaaf a Principal Epidemic Disease, the Health
Officer may undertake the following measures: (a) investigation of a patient or any other person
required: (b) medical examination; (c) causing laboratory investigation of stool, urine, sputum and
blood samplesto he carried out: (d) causing investigation by injection to he carried out; and (e)
carrying out other necessary investigations. The Health Officer has the right to do laboratory
investigation of any food, water and other necessary materials and shalrtréapmediately the
source to the relevant Department of Health, of the Principal Epidemic Disease. For prevention of the
outbreak of Communicable Disease and effective control of Communicable Disease when it occurs,
the public shall, under the supervisican guidance of the Health Officer of the relevant area,
undertake the responsibility carrying out the following environmental sanitation measures:-(a) in
door, outdoor sanitation or inside the fence, outside the fence sanitation; (b) well, ponds and
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drainage sanitation; (c) proper disposal of refuse and destruction there of by fire: (d) construction and
use of sanitary latrines; and (e) other necessary environmental sanitation measures.

The Central Epidemiology Unit (CEU), acts as the National FodafdPdive Communicable
Disease Surveillance and Response, is functioning well in collaboration with related ministries,
departments and organizations. National Surveillance System targets epidemic prone communicable
diseases, Diseases under National Slaregie (DUNS), emerging infectious diseases, climate related
communicable diseases and vaccine preventable diseases. The eventual intend of communicable
disease control is the reduction of morbidity and mortality while some of the diseases like
poliomyeliis, measles and neonatal tetanus (NNT) are targeted for eradication and elimination goal.
The national surveillance system is sensitive enough to detect the outbreaks even in the small scale.
Most of the outbreaks are reported through the event based réipgr system. On the other hand,
media surveillance and rumor surveillance has been strengthening by active and prompt verification
of news and rumors on the media including electronic media. That improvement enhances the
flexibility of the surveillance siam and enables the system to be in line with the developing social
and economic system of the country.

Similar to other part of the world, the epidemiology of communicable diseases and the
emergence and remergence of infectious diseases in Myanmar @so greatly affected by climate
OKlI y3Sed ¢Kdzax SELIYRAY3I GKS dahyS 22NIR hyS | St
networking and capacity building of the health staff are essential for strengthening of National
Surveillance System in the modern efeor this reason, more and more collaboration with animal
health sector, international and regional organizations such as ASEAN(Association of South East Asia
Nations), ACMECS (The Ayeyawa@hao Phraya Mekong Economic Cooperation Strategy), MBDS
(Mekong Basin Disease Surveillance Network), GMS (Greater Mekongdiaiy) are also intended
for information sharing and human resources development of the surveillance system.

Among the communicable diseases, Vaccine Preventable Diseases are of the Inationa
concern. Myanmar is striving to attain the polio eradication goal at the national level by strengthening
Acute Flaccid Paralysis (AFP) surveillance system and routine immunization activities. National
certification ensured by accomplishment of the starglaurveillance indicators brings Myanmar to a
closer step in realizing the Regional Polio Eradication Goal of South East Asia Region in 2014. Measles
Elimination is also aimed to achieve in 2014 through strengthening of case based measles
surveillance. Ithe mean time, the elimination status of maternal and neonatal tetanus accomplished
in 2010 has been sustaining through the effective strategies.

The CEU is also keep enhancing its capacity in emerging diseases. Avian Influenza is reported
in neighboringcountries in early 2013 and Ministry of Health has been alerted for diseases
surveillance in point of entries and active surveillance sites as the preparation for the best with the
worst scenario. The preparedness is undertaken in accordance with exBStiagegic Plan for
Prevention and Control of Avian Influenza and Human Influenza Pandemic Preparedness and
Response endorsed by the National Health Committee in 2006. The table top exercise and simulation
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exercise on pandemic preparedness and responsdatipg of National Influenza Preparedness Plan
and Pandemic Vaccine Deployment Plan and Business Continuity Plan were already endorsed and
exercised by related Ministries and agencies.

In respect of international coordination, being the focal point foritag Group on Human
Resource Development (WGHRD), Department of Health actively participates in the regional
collaboration with GMS countries. The Department of Health hosted the WGHRD and related meeting
in the recent years. On-2 November 2012, 11th Mxing of the GMS Working Group on Human
Resource Development (WGHRD was held in Yangon, Myanmar and the GMS HRD Strategic
Framework and Action Plan (SFAP) 2R@B7 was discussed and endorsed at that meeting. The SFAP
was subsequently endorsed by th8th GMS Ministerial Meeting held in Nanning, People Republic of
China on 12 December 2012. National Working Group on HRD (Myanmar) has conducted the National
Consultation Meeting in-8 March 2013 for prioritization of the technical and investment projeécts
the Regional Investment Framework.

The emergence, development, and value of regional infectious disease surveillance networks
that neighboring countries worldwide are organizing to control ctomgler outbreaks at their
source. Distinct from more famal networks in geographic regions designated by the World Health
Organization (WHO), these networks usually involve groupings of fewer countries chosen by national
governments to optimize surveillance efforts. Sometimes referred to asreggibnal, these$ W& St F
2NBFYATAYIQQ ySig2Nla O2YLX SYSyld ylLiA2ylf§ I YR
relationships across borders among epidemiologists, scientists, ministry officials, health workers,
border officers, and community members. Their developmengravme reflects both incremental
learning and growing connections among network actors; and changing disease patterns, with
infectious disease threats shifting over time from local to regional to global levels. Today, several of
these networks are linkedhrough Connecting Organizations for Regional Disease Surveillance
(CORDS). It is time to explore how regional disease surveillance networks add value to global disease
detection and response by complementing other systems and efforts, by harnessingakedr to
achieve other goals such as health and human security, and by helping countries adapt to complex
challenges via muksectoral solutions.

International Health Regulation

In this age of globalization, no single country alone has the capacitgrdeent the
international spread of diseases. Recent events have clearly demonstrated that global cooperation
decreases the vulnerabilities of individual countries and promotes global public health security. The
world is witnessing new and emerging diseagéhich challenge public health and international health
security. Countries have to prepare for such events as well as hazards due to chemical or nuclear
a2dz2NOSae Lid Aa Ay GKAA ALANRGT GKS 21 hQaatLydSNYI
marks a milestone in public health and heralds a new era of information sharing in real time among
the member states. The scope of IHR 2005 has expanded from just reporting on selected diseases to
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all events representing a public health emergency oérimétional concern. It also provides a legal
framework for the rapid gathering of information and assessing the public health consequences of
any events, irrespective of source of origin.

The embodying principle of IHR 2005 implementation is transparancl accountability.
Complying with the IHR in the past was fraught with many predicaments, for instance, some Member
States imposed excessive protective measures such as strict trade and travel restrictions. IHR 2005
provides a framework whereby all MembeBtates are ensured that control measures are
commensurate with and restricted to public health risks and avoid unnecessary interference with
international trade and travel.

There is needed to be fulfilled International Health Regulation (2005) to pretrent
international spread of Public Health Emergency of International Concern (PHEIC) including
communicable diseases and the Central Epidemiological Unit works closely in collaboration with the
International Health Division of the Ministry of Health whiake as National Focal Point. National IHR
core capacity was assessed in 2012 and based on that IHR Action Pla202@818as developed to
meet the timeline challenges of IHR. All public health emergencies has been managed by the Central
Commend Systemnlcase of emergency, Strategic Health Operation Centre is activated and all the
response activities were carried out based on response plan. National Infection Control Committee
has been organized since 2009 and policies and guidelines on infection ameti@lailable. But the
evaluation and updating of guidelines are still needed to be carried out. However there is a sound
national capacity on preparedness for emerging pandemic threats and national disasters except the
capacity to manage chemical and i@ldgical hazards.

The assessment of core capacity at Points of Entry including airports, seaport and ground
cross points were also conducted in 2012 and Department of Health has been putting its efforts in
following recommendations of the regional assesst team. In this connection, National laboratory
policy and formation of National biosafety committee are currently in process. After the Regional
Workshop on IHR legislation in April 2013, the Communicable Disease Law and the Law Amending the
Communicale Disease has been distributed to the State and Regional Health Department. It is
planned to advocate to authorities and relevant stakeholders and to be distributed as well. The
national Surveillance worksop was also conducted in 2013 to enhance thellsmee capacity. The
guideline and manuals were updated according to the recommendations of the workshop.

Myanmar has enhancing the collaboration with neighboring countries in the implementation of IHR.
Recently, Myanmafhailand Collaborative Workshop disease Surveillance & Control at Border
Areas was conducted in Yangon in April 2012. Moreover, Myaiiinaifand Local Joint Coordination
Meetings were organized at the three ground cross points at border areas; Myawadkdy2425
October 2012), TachilkeiChaiang Rai (286 October 2012), Kawthaurdranong (222 November
2012) respectively.
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The role of WHO country office in implementation of IHR 2005 is to collaborate with MoH
through the provision or facilitation of technical cooperation, financiat dogistical support in
building, strengthening and maintaining the capacities required under the IHR 2005.

Expanded Programme on Immunization

Immunization programme has initiated in the country since the Imperial period of British rule.
Smallpox epidems has been recorded since 1898 and vaccination programme has been scheduled
since that TIME. Legislation on smallpox vaccination was promulgated in 1880 through the Burma
Vaccination Act 1880 which was subsequently amended and consolidated by the Buroiati@n
Law 1908, Burma Vaccination Law Amended Act (1909) and the Burma Vaccination Law Amendment)
Act 1928. Variolation was banned from the very beginning of the legal enactment of the vaccination
act of 1880. The legal power on prohibition of varimatwas reinforced by the Burma Prohibition of
Inoculation and Licensing of Vaccinators Act 1908, as amended by the Burma Prohibition of
Inoculation and Licensing of Vaccinators Amendment Act 1916. By these Acts, primary vaccination
should be given to infas at the age of six months and revaccination to the population periodically.
Though the law existed, strict enforcement of the law was not carried out. Rather Smallpox
Eradication Programme SPEP was implemented through cooperation of the public whiak w
generated by constant and adequate health education at personal and community level.

Freezedried vaccine has been used since the beginning of the programme. Vaccine was
received from the WHO special fund, and from the USSR on bilateral assistan¢¢SSRedonated
sufficient quantity to satisfy the programme needs between 1963 and 1972, a total 59 331 600 doses,
complemented by 3 500 000 doses received from Who in 1964, 1966 and 1967. Since 1973, Burma
Pharmaceutical Industry has produced sufficientoiae. Every bath is tested for potency and purity
by WHO reference Laboratories, and all batches except one met WHO requirement.

In accordance with the decision of the Eleventh World Health assembly (1958) and of the
Regional Committee of SEARO (198@yanmar implemented SPEP in 1963. Within seven years
disease was eradicated. This success was achieved by mass vaccination of the population aiming at
95% coverage. The Government /WHO Assessment Team stated in 1971 that Burma has attained a
small pox freestatus, the International Commission on Smallpox eradication on 30 November 1977
certified that smallpox was eradicated in the country since 1970. Smallpox vaccination was
discontinued in the country since January 1978.

The World Health Organization irsited the Expanded Programme on Immunization (EPI) in
1974 with the objective to vaccinate children throughout the world. Ten years, later, in 1984, the
WHO established a standardized vaccination schedule for the original EPI vaccines: Baccilus- Calmette
Guerin (BCG), diphtherigetanuspertussis (DPT), oral polio, and measles. Increased knowledge of the
AYYdzy2t23A0 FlIOG2NAR 2F RAaSIrasS tSR (2 yS¢ O OOAy
recommended vaccines: Hepatitis B (HepB), yellow fevepimtries endemic for the disease, and
Haemophilus influenzae meningitis (Hib) conjugate vaccine in countries with high burden of disease.
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The EPI in Myanmar was launched in 1978 in 104 townships, along with the commencement
of the First Peoples HealtHa? 19781982, when Bacillus Calmet@uerin (BCG), DPT and tetanus
toxoid (TT) vaccines were introduced. BCG vaccine had been in use in the country since the 1950s.
Children under one year of age were protected against DPT and TB. In order to preveataheon
tetanus, pregnant women were given two doses of TT.

In 1990, there were 211 townships implementing EPI, by 1995, 305 townships were covered
and by 1997 almost all areas of all townships were covered. From 1998 onwards strategies like
expansion of theold chain using solgrowered refrigerators and conducting outreach immunization
sessions during the dry season (Crash programme) were initiated fotohaach and remote
border areas to make EPI operationally cover the whole country.

Measles and p@ vaccines were introduced into the routine EPI programme for infants in
1987. HepB vacciwas introduced in phases from 2003 and covered the whole country in 2005. A
combination of fixed, outreach and crash immunization delivery systems was used to achieve
nationwide coverage.

TheNational Immunization schedule being implemented in Myanmar is

Target Groups Time of immunization Antigen
Child Birth HepB birth*
6 weeks BCG,DPT1,oral polio vaccinel
(OP\/1) HanR1*
10 weeks DPT2,0PV2,HepB2
14 weeks DPT3,0V3,HepB3*
9 months Measles 1
18 months Measles ¥ dose’
Pregnant woman | 1st antenatal contact Tetanus toxoid $dose (TT1)
4 weeks after first dose Tetanus toxoid 2nd dose (TT2)
*Birth dose of HepB is given only in big hospitals with a paediataird. In these instances, the chil
is given HepB"2dose at 6 weeks and 3rd dose at 14 weeks of age.

Routine measles ? dose planned from 2012

In addition to routine immunization activities outlined above, supplementary immunization
activities suchas National Immunization Days (NIDs) and MNlgp for polio eradication, mass
campaigns for measles control and maternal and neonatal tetanus elimination have been undertaken
since 1996. The Central EPI (CEPI) and Central Epidemiology Unit (CEU) ofatteer8spdnsible for
formulation and development for planning, management of vaccine and cold chain, supplies and
logistics, surveillance and outbreak management of vaepregentable and other emerging diseases,
as well as training, supervision, monitagiand evaluation. CEPI and CEU of DoH, WHO and UNICEF
collaborate closely in implementing priority vaccimeventable disease control activities. While
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immunization is an important strategy for disease control and mortality reduction in its own right, it
also a proven costffective intervention yielding broad benefits to both mothers and children.

[ 2YLX SGAy3 | OKAftRQ& AYYdzyAlTlGA2Yy ZaSdNdoStdfted y |
the mother - be seen by a healthare provider (usuallynidwife) in Myanmar at least four or five
times during the first year of life. This repeated contact with the heedtte system provides
opportunities for general health screening and provision of timely health information and advice.

The EPI is admatered by centralevel staff assigned to the programme and working through
state/regional counterparts and TMOs and other public health staff at townships, RHCs and subrural
health centres. Special Diseases Control Units (SDCUSs) provide supervisoryrimgoaitd technical
support to the Central EPI unit at state/regional level. Vaccination is delivered through a combination
of approaches like fixed, outreach, mobile and crad&kpanded Programme on Immunization has
adopted Global Vaccine Action Plan (22D20) (GVAP),
which is the framework approved by World Health Assembly in May 2012. The mission of GVAP is to
improve health by extending by 2020 and beyond. All people achieve the full benefits of
immunization regardless of where they are born, who ythare, or where they live thereby
accomplishing
the vision of Decade of Vaccine by delivering universal access to immunization.

Adopting the GVAP (2022020), the objectives of National Immunization Programme are:
(1) To achieve the country free of poliomydit
(2) Toreach global and regional elimination targets for Vaccine Preventable Diseases
(3) To get vaccination coverage targets in every district and community
(4) To develop and introduce new vaccines and technologies
(5) To achieve and exceed the Millennium Devetemt Goal 4 target for reducing child
mortality
There are (5) principles which are guiding the elaboration of Global Vaccine Action Plan

(2011:2020). They are country ownership, shared responsibility and partnership, equity,
integration, sustainkility and innovation. The costed multiyear plan of EPI, Comprehensive
Multiyear Plan (cMYP 2042016) is being amended accordingly.

The cMYP is a continuation of the previous Hrear plan 20072011, during which period
Myanmar was able to reach higlowverage of most antigens: DTP3 and HepB coverage reached
around 90% in the country. There was significant improvement in programme management, injection
safety, cold chain and vaccine management. The country was able to reduce outbreaks and incidence
of VADs and MNTE was validated.

Goals of the multiyear plan

The vision of the immunization programme during the next five years is to contribute towards
achieving the MDG 4 goals by 2015 by reducing ufidermorbidity and mortality caused by VPDs.
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The oveall objectives are to achieve the routine immunization coverage of 95% nationally with

minimum 80% coverage in every township for all antigens by 2016 and to accelerate disease control.

The specific objectives as aligned to the GIVS strategic areas

91 Protecing more people in a changing world
To achieve the routine immunization coverage of 95% nationally with at least 80% coverage in
every township for all antigens by 2016.
To accelerate disease control activities: polio eradication, measles elimination &ftEM
status maintenance.

9 Introducing new vaccines and technologies
To reduce burden of diseases for which sufficient disease burden data is now available in the
country, efficacious and safe vaccines are available and which are economically beneficial to
immunize such as of Hib and rotavirus.

1 Integrating immunization, other linked interventions and surveillance in the health system
context
To increase coverage of other PHC interventions through improved linkages with

immunization.

To align national policiemnd programmes to the regional and global priorities and to ensure
sustainability of the national immunization programme.
To achieve the routine immunization coverage of 95% nationally with at least 80% coverage in
every township for all antigens by 2016.
To accelerate disease control activities: polio eradication, measles elimination and MNTE
status maintenance.

1 Introducing new vaccines and technologies
To reduce burden of diseases for which sufficient disease burden data is now available in the
country, dficacious and safe vaccines are available and which are economically beneficial to
immunize such as of Hib and rotavirus.

9 Integrating immunization, other linked interventions and surveillance in the health system
context
To increase coverage of other PH@terventions through improved linkages with

immunization.

To align national policies and programmes to the regional and global priorities and to ensure
sustainability of the national immunization programme.
This cMYP and its consequent annual plans kélp accelerate the rate of decline of

childhood morbidity and mortality due to VPDO#e focus strategies to be used are:

1

=A =4 =4 =4

Strengthening routine immunization

Rolling out reaching the unreached through REC strategy

Accelerating measles elimination activtiby systematic introduction of measles second dose
Strengthening ongoing polio eradication activities

Maintaining MNTE status and introducing Td vaccine through sdiasgld immunization
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programme
9 Introduction of Hib vaccine in 2012
Estimation of diseaskeurden for other diseases for which vaccines are available
1 Developing mechanisms for sustainable

=

Milestones in 20 12013

New vaccines introduction in Myanman Novenber 2012,Myanmar lamched two nev vaccines
Haemophilusinfluenzaetype b (Hib) as Peatalent vaccie (DPT, Hpatitis B and Hib) and send

dose of Measles vecines into Nationalmmunization schedule An official bBunch of intoduction of

these new vecines was held at Nay Pyi Taw 6thNovenber 2012.Union Minister for Health H.E.
Profesor PeThet Khin ingyurated thelaunching ceemony. Unbn Minister br Health epressed that

dn 5 years cdinandng plan wih. GAVI, Geernment spa&ds 5.35 milons of USDollars for
introduction of Hib containing Pentavalent vaccine.At this historimé¢hing ceremony, National
Health Committee, a high level delegation of GAVI and parliamentarians from Australia and New
Zealand, Nofgovernmental Organization such as Myanmar Maternal and Child Welfare Association
(MMCWA) and Myanmar Women Affairs Fedemat(MWAF) and International Negovernmental
Organization were also present to be grateful for the Government of Myanmar which Hasooed
Pentavalent vaccinddaemophilus Influenzatype b (Hib) is the leading cause of childhood bacterial
meningitis,pneumonia and other serious infections among children in Myanmar

Intensification of Routine Immunization (IRI) in Myanmar (202 Myanmar, out of 330 townships,

there were altogether 36 townships in 2009, 42 townships in 2010 and 78 townships in 2¢d1 wh
had achieved DPT3 coverage less than 80%. Therefore, it indicated that the immunization coverage
gap for DPT3 hdseen increased year after year.

Revised National Policy and Strategy on Routine Immunization and Vaccine Preventable Diseases
(2012)nABdzA G HAMHI | blFdA2ylf 22N]akKz2L) 2y awS@ASg |
2y w2dziAyS LYYdzyATlFGA2y FyR I O0OAyS tNB@Syidlofs$s
the existing policy and strategy of EPI and to revise it according tmuten of the programme

including new vaccine introduction and transformation of Government administration and policy. The
recommendations from the workshop approved by Ministry of Health had been disseminated as
ORevised National Policy and Strategy autie Immunization and Vaccine Preventable Diseases

6 1 n mrH18"October 2012. The areas of revised policy are (1) Immunization service delivery policy,

(2) Vaccine policy, (3) Cold chain logistics policy and (4) Programme related policy where the
strategies are revised accordingly.

National Committee for Immunization Practices (NCTRg NCIP of Myanmar was established in
2007. Currently it has 25 members and is chaired by the Director General of Department of Health.
These members provide diverse repeatation to include Epidemiologists/ Public Health experts,
professionals from Child Health, experts from the Food and Drug Administration, the National Health
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Laboratory, Department of Medical Research and Myanmar Pediatric Society and the EPI tedm. In J
HAMHE | aSéd 2F GSNya 2F NBEFSNByOS ¢6SNBE ARSYGATAS
with next steps to develop NCIP charter which included the reform of NCIP. The NCIP recognized the
value of being an advisory body in making independestommendations to the Government,

Ministry of Health. The composition of NCIP has been arranged in 2013 with the development of NCIP
charter.

Cold Chain Logistics Strategic Planmdudd chain is regarded as the vital part of the EPI. To
strengthen the sgtem concerning cold chain logistics, EPI had conducted a series of assessment and
studies in 2011 and 2012. The findings and recommendations were disseminated in Cold Chain
Logstics Strategic Planning Workshop, made on 8 areas of Strategic Objectiwedd ttigain logistics
system of EPI is planned to be established as an international standardized system.

Supplementary Immunization Activities (SIA)
1 Mopping up Polio Immunization in Northern Shan State
After a comprehensive risk assessment and analygiseoimmunity profile in Northern Shan
State where there are some special regions which areashifinistrative area since 1989,
house to house immunization (Mopping up immunization) had been conducted in the entire
health centers, vaccinating all childre0-5 years. Altogether (281,026) children were
vaccinated against polio by two rounds of Mopping up in October and November 2012.
1 Polio Catch up Campaign in Rakhine
A Polio catchup campaign was planned to be conducted in (12) Townships in Rakhine State
with the following background and rationale:
(1) Rakhine State has the history of wild polio virus importation and transmission in 2006
2007.
(2) Populous Townships in Northern border have weak population immunity.
(3) Myanmar has set the target to eradicate Polio @bfuary 2014 along with South East
Asia Regional countries.
(4) Immunity gap becomes wider in (12) Townships in Rakhine State after Riots.

Reaching Hard to Reach Populatior2012, the areas previously uncovered by routine immunization
services and the areashere there was unstable population due to displacement and conflicts, were
paid attention by Central EPI. After intensive advocacy to the local authority, thadselhistrative

areas in Eastern Shan State had been visited by Central EPI and StateCidgalttment to cover
routine immunization services with all antigens in (3) consecutive months. The temporary camps for
Internally Displaced Person in Kachin State were covered by Measlesupaiictmunization which

was followed by monthly routine immunizan services with all antigens.

Newly developed IEC materials in new era of EBearting from November 2012, that has been the
time of new vaccine introduction, all IEC materials, immunization cards, forms and formats using in
EPI have been changed intevn ones.
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Conclusion

To ensure sustainability of the programme, the government means to focus its attention on
creating/strengthening mechanisms for sustainable financing and vaccine supplies. Mobilizing of the
fund for the country programme in the nexrtultiyear plan period will be made through traditional
and new partners. All efforts will be made to leverage GAVI resources to facilitate introduction of new
and underused vaccines like measles second dose, Hib, pneumococcal and rotavirus in the country
programme. These activities will focus on mobilizing resources to close the identified gap. As
Myanmar has manufacturing capacities for TT and HepB vaccines there will be a need to start a
GO OOAYS AdzZFFAOASY O& AYyAlA tolininyZxSrétry t Becoin defdliane S NJ | |
in a few traditional vaccines, so that the resources saved could be used to suppo+tiarme other
high-value vaccines.

Sustaining Achievement
Leprosy

Leprosy has been endemic in the country for many centuiiég earliest scientific record of
leprosy in Myanmar was provided in the report of Leprosy Commission in Indial8890 At that
time Myanmar was a province of Indian Empire under the British rule. In 1891, the total reported
prevalence was 8.6 per 1000 population for the whole country and 14.4 per 10 000 in Central
Myanmar. 1932 census report shows 11 127 leprosy cases in the country, which was recorded by
unprofessional enumerators, the prevalence being 0.76 per 1 000. In 1935 Dr Santra reported
prevalence of 25 per 1 00 in Mandalay area. Dr Dharmendra, WHO Consultant reported in 1951 an
estimate of 5 per 1 000 (about 100 000 cases) in the country. Dr Lamp, WHO Consultant to Myanmar
from 19953 to 1955 estimated 10 per 1000 (about 200 000 cases) ooty .

WHO Leprosy Advisory Team in 188Bestimated an average of 25 per 1 000 (about 590 000
cases) where in some areas in Central Myanmar the prevalence can be as high as 40 per 1 000. At the
time of their survey, the prevalence of leprosy in Shwettistrict was 32.16 per 1 000 and in
Myingyan district the prevalence was 44.34 per 1 000. The National Leprosy Programme Prevalence
and Assessment

Survey report estimated the prevalence of 24.24 per 1 000 population in the country. In
consultation withthe WHO the Government launched an intensive programme for leprosy control
under Plan No. 9 of the Health Department Plan since 1952. As per recommendation of Dr
Dharmendhra during the Plan covering the period 29987, the Government established treatnte
centres in 27 districts attached to the Civil Hospitals. The Dapsone was used for mass treatment. In
19571962, an expansion pilot project was introduced in 2 district in central Myanmar ( Shwebo and
Myingyan) and one district in Shan (Taungyi distridtith experience gained, it was then extended in
later years to the neighboring districts till 1961. Then from plan period 198369, the expansion
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programme covered the whole country with the consideration of the gravity of leprosy programme in
the cowntry. The reatment target then was for 200 000 cases. The programme was well carried out
according to the 5rear Plan and case finding and treatment activities were effectively throughout the
country.

Partial integration with People's Health Plan start@ 1977. In 1988, WHO recommended
MDT service was started in six hygsrdemic regions (Yangon, Mandalay, Upper Sagaing, Magway.
Ayeyawady and Bago) and it was fully integrated into Basic Health Services in 1991. MDT services
covered the whole country i1995. Myanmar has achieved Leprosy Elimination Goal at the end of
January 2003. It means that the registered prevalence rate per 10,000 population was less than one.
It also means that leprosy was eliminated as a public health problem.

Before introductim of MDT services, registered prevalence rate was 54.3/10,000 in 1987.
Prevalence rate was obviously reduced at the end of 2012 (0.43/10,000). Total registered cases at the
end of 1987 were 204282 and it reduced significantly to 2680 at the end of 2Qb2alAf 286,718
leprosy cases have been treated with MDT and cured since 1988.

After achieving elimination of leprosy, leprosy control activities have being sustained to
reduce the burden due to leprosy. In 2010, National strategies for leprosy contral sleveloped
based on "Enhanced Global Strategy for Reducing the Disease Burden due to LeprosgQ2oiil
and National Guidelines (202D15) was also developed based on WHO Operational Guidelines
(Updated).

Case finding activities and treatment with NiDare being carried out by Basic Health Staff with
technical support of leprosy control staff. In 2012, dissemination of knowledge on leprosy is carried
out through various medias with emphasis on early signs and symptoms, curability, availability of
free-of-charge MDT drugs and prevention of disability by early diagnosis and treatment. Training on
Leprosy Control for Newly Promoted Leprosy Inspectors was conducted in Nay Pyi Taw. Capacity
buildings of Township Focal Persons for Leprosy Control were cautincKayin, Kayah, Shan (south)
states and Tanintharyi region. Leprosy awareness campaign activities participated by leprosy affected
persons were conducted in five selected townships (Pyinmana, Wetlet, Nyaungdone, Minhla (Bago
Region) and Moenyo) wherase detection was high within 5 years.

Since achieving the leprosy elimination goal, the programme emphasized more on prevention
of disability and rehabilitation. At the end of the year 2012, prevention of disability activities (POD)
are being carried ouih 137 townships with regular follow up case assessmentcself training and
provision of necessary drugs, aids and services. Out of 184 previouslyemgmmic townships, POD
project are being implemented in 130 townships. The area coverage in #neas was 70.65 percent.
Leprosy Control Programme has planned to expand POD activities in the remaining townships. In
2012, training on Prevention of Disability due to leprosy were conducted in 10 townships in Yangon
urban area and 10 town ships in lowsedase burden areas (Tanintharyi , Sagaing (upper) Regions,
Kachin , Kayin ,Kayah , Chin and Shan States). The recent years indicators stand as:
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Indicators 2010 2011 2012

Registered cases 2558 2542 2680
Prevalence rate/ 10,000 population 0.42 0.41 0.43
New cases detected and treated 2947 3043 3013
Cases release from treatment (during the yee 3155 2638 3006
Cases of released from treatment (cumulative 280,556 283,194 286,718

Since 1999, all the case detection rates by different methods were dexliThe case
detection rate by contact survey was much higheflf6times) than other case detection methods.
But the number of new case detected by these ACD methods were less than 20% of total new cases
detected. Even case detection rates by Mass Suwexe less than NDCR of total new cases. At the
end of 2003, a total of 2742 leprosy cases were registered for MDT treatment and so registered
prevalence was 0.51 per 1000 population.

Conclusion

The National Control Programme is well organized and iated in the Basic Health Services,
in an efficient and effective way. As a result, leprosy control services are delivered close to the
community and the patients. The strengths of the program include the strong commitment of the
Government, the consisterget of rules and instructions for all levels of health personnel, the vast
reservoir of excellent staff, the enthusiasm and hard working in all levels, and integration at
implementation level with the support of leprosy technical staff. Cooperation vhighgartners is the
cornerstone of the success of the leprosy elimination program. Collaboration and mutual support
among the partners to develop one fully comprehensive and consistent Leprosy Control Program will
be advantageous.

TrachomaControl and Revention of Blindness

Trachoma Control and Prevention of Blindness project was launched in 1964. At that time
trachoma was one of the major cause of blindness in Myanmar. With the concerted effort of the
program and support of Government, WHO, UNICEFINIGOs, active trachoma rate was reduced
from 43% in1964 to to under 1% in 2000. As trachoma blindness is greatly reduced, cataract becomes
main cause of blindness in the country.

Blindness rate in all ages is 0.52 % and main causes of blindness are
1 Cataract 61 %

1 Glaucoma 19 %
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1 Posterior segment diseases 8 %

1 Trachoma 1.9 %
1 Corneal opacity 1.3 %
1 Trauma 2 %
1 Others 6.8 %

Myanmar Prevention of Blindness project is trying the best to fight against avoidable
blindness in line with the strategy lai@dsy 6& 21 h da+xA&aA2Yy HAunI ¢KS wai3
I d2ARI0fS o0fAyRySaa o0& GUKS @SINIHnundé ¢KSNB | NB
program at Mandalay, Magway, Sagging (lower part), Bago (east) and Ayarwaddy regions headed by
ophthalmologists. The program is covering 20.85 million people in 81 townships of those regions and
promoting to increase the Cataract Surgical Rate in Myanmar.

National objective
9 To reduce the blindness rate of all ages to less than 0.5%.
Improving cataact surgical rate and quality of surgery.
Making Primary Eye Care available to all BHS and to eliminate avoidable blindness.
Promoting community participation in prevention of blindness.
Provision of cataract surgical services at affordable price andséeadces to poor patients.

=A =4 =4 4 =4

Provision of outreach eye care services down to grass root level.

In the year 2012, there were 21 mass outreach cataract surgeries in Township and rural areas
with the partnership activities of many stakeholders, local NGO€Q#\&nd local donors
Major expected results are reduction of blindness rate less than 0.5 % and to control the prevalence
rate of active trachoma (under 10 year of age) is less than 5 %. Finally the activities will support to
achieve the goal of Vision 202The Right to sight, to eliminate the avoidable blindness by the year
2020.
Conclusion

It is calculated that the trachoma control activities carried out in Myanmar for 40 years have

prevented 300 000 cases of severe visual impairment and blindnessaand s total of almost 3
million Handicap Adjusted Life Years (HALYS). The extraordinary decline in the incidence of
trachomatous visual impairment and the dramatic deceases in the prevalence of trachoma infection
and potentially disabling lesions, appetar have been accompanied by a decline in incidence of
blindness and low vision. It is obvious that 100% of the achievements is attributable to Trachoma
Control Progrmme, supported by multisectoral contributions and the whole hearted participation of
the people.
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National Policy on Non-Communicable Diseases

Introduction

The national policy, which is still in drafting stage, sets out the broad path that Myanmar
would pursue in its efforts to prevent and control the noommunicalte diseases (NCDs). It draws
inspiration from various policy and strategy papers in the country. NCDs have been defined as
diseases or conditions that occur in, or are known to affect, individuals over an extensive period of
time and for which there are n&anown causative agents that are transmitted from one effected
individual or another. The World Health Organization (WHO) defines the scope of NCDs include
cardiovascular diseases, mainly heart disease and stroke; cancers; chronic respiratory diseases;
diabetes; others, such as mental disorders, vision and hearing impairment, oral diseases, bone and
joint disorders, and genetic disorders.

In September 2011 the UN General Assembly convened a high level meeting to focus on
NCDs. Théaolitical Declaratiorirom this meeting highlights a set of actions for countries to scale up
their actions to address the burden of naommunicable diseases (NCDs) affecting their populations.
NCDs have potentially serious socioeconomic consequences, through increasing ihdiwvidua
household impoverishment and hindering social and economic development. The NCD epidemic
exacts a massive socioeconomic toll throughout the world. It is rising rapidly in-loe@mne
countries and among the poor in middiand highincome countries

As Myanmar moves on the path of socioeconomic development and changing lifestyle, there
is a shift in epidemiological transition towards NCDs. Myanmar is now facing double burden of
diseases; Communicable Diseases and NGommunicable Diseases. As sutlthie National Health
Plan (20112016), priorities actions has been developed with the aim to prevent, control and reduce
disease, disability and premature deaths from chronic-nommunicable diseases and conditions. A
large percentage of NCDs are pretadie through the reduction of their four main behavioral risk
factors: tobacco use, physical inactivity, harmful use of alcohol and unhealthy diet.

According to the WHO SEAR statistic in 2002, NCD accounted for 54% of death, whereas the
communicable disases (in combination with perinatal and maternal conditions and nutritional
deficiencies) caused 44% of death. The rest (2%) of the death were due to other chronic diseases
including death due to accident and injuries.

Cardiovascular diseases, mainly healisease and stroke, Cancers, Diabetes and Chronic
respiratory diseaseare common in Myanmar. Studies of risk factors for4sommunicable diseases
were undertaken according to the WHO STEP survey methodology, at regional level (Yangon Division,
20032004) and also at National level (2009). Mortality rate for fs@mmmunicable diseases was
found to be higher than infectious, maternal, peatal and nutritional disorders (3.6 per 1000
personyears vs 2.4 per 1000 persgears). Among nogommunicable disgses, mortality rate for
cerebrovascular disease was found to be highest (0.76 per 1000 pgesans), followed by liver
diseases (0.44 per 1000 persgears) and Chronic Obstructive Pulmonary Diseases (0.34 per 1000
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person years).Findings indicated th#t is necessary to strengthen and scale up the health
intervention programs for noicommunicable diseases in the community.

NCDs not only determine the high mortality rates in Myanmar but are the main causes of
premature disability and general disabilitZomprehensive organization of NCD control will enable
not only to stop deterioration of health outcomes, but will improve them in subsequent years.

Tobacco useThe overall percentage of current smokers was (22.0%), the percentage for
males being 44.8%nd that for females, 7.8%. Nearly 76% of the current smokers were daily smokers.
The average age when tobacco users started smoking was 20.8 years and the mean duration of
smoking years among daily smokers was 23.3 years. Only 21.5% of daily smokensuustattured
cigarettes.

Alcohol consumption The percentage of current drinkers was 12.9%, the figure for male
respondents being 31.2% and that for females, 1.5%. About 35% of the male respondents and 94% of
the female respondents were |Hfiéme abstairers. Among drinkers, 15.7% consumed alcohol on a
daily basis (17.0% males and 4.6% females), and 35.9% drank alcohol less than once a month (32.1%
males and 70.1% females). Among the female daily drinkers, drinking was exceptionally high among
the age grop of 55,64 years compared to other age groups.

Fruit and vegetable consumptianin general, the consumption of fruit and vegetables was
low. Every age group, regardless of sex, had fruit four days a week. The average number of days that
fruit was consumedy the female respondents was slightly higher than the average for their male
counterparts. The average number of days per week that vegetables were consumed by the male
respondents was 5.7. The corresponding figure for women was 5.7 days per week.

Phystal activity: Around 10% of males performed a low level of physical activity, while the
level was moderate among 27% and high among 63%. As for women, the level of physical activity was
low among 14%, moderate among 33% and high among 53.3%. The meainrdofaital physical
activity on an average per day was 182 minutes (males 211 and females 164). On an average, work
related activity comprised a little more than half of the total physical activity among male
respondents, while transport activity formegil.0% and recreatiorelated activity comprised 7.9%.

For women, workelated activity comprised nearly 60% of physical activity and transpelated
activity comprised about 32%.

Blood pressure The overall percentage of respondents with hypertensidiagnosed within
one year, was 10.9%, while 9.3% had been diagnosed more than one year ago. In all, 33.6% of the
respondents had never had their blood pressure measured. Among those with diagnosed
hypertension, only 43.1% were taking blood pressure dprgscribed by a doctor or health worker
(males 37.4% and females 45.4%).

Diabetes history Most of the respondents 85.6% of the males and 83.5% of the females
had never had their blood sugar level measured by a doctor or other health worker. Among those
respondents diagnosed with diabetes, 10.9% of men and 7.6% of women were taking insulin, while
63.2% of men and 72.6% of women were on oral-digbetic drugs prescribed by a doctor or health
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worker.

Physical measurementThe mean body mass index (BMl)tloé male respondents was 21.9
and of the female respondents, 23.1. On an average, 13.5% of the males had a By2A0&28 4.3%
were obese, with a BMI of more than 30. In the case of females, 22.0% had a BM2ofaztel 8.4%
were obese, with a BMI of me than 30. The percentage of respondents classified as overweight
(BMI>25), excluding pregnant women, was 25.4%.

STEP Survey in Yangon Divigldrban 10 townships and Rural 5 townships) (22084).

Total participants=4448; male 1994(44.83%), female ZBR47%)Age rangeZB} years. Step 1

(Socio demographic and behavioral information), Step 2 (Physical measurements) and Step 3
(Laboratory measurements including OGTT and Fasting Lipid Profiles) were studied. Overall response
rate was 80.16%.

National SEP Survey (2009)otal participants=7429; Age range-8% years Step 1 (Socio
demographic and behavioral information), and Step 2 (Physical measurements) were. Overall
response rate was 99.72%. Both of the STEP surveys revealed that risk factorsdomnmmicable
diseases are common in Myanmar and it can be inferred that due to its high exposure to the risk
factors it is also likely to have high prevalence of -sommunicable diseases among Myanmar, in
both rural and urban setting, all across the sostedta.

In Myanmar, as the health information system is not comprehensive and efficient, data for
death from these chronic diseases for the whole country are not available. In the absence of efficient
vital registration system for collecting cause of tteanformation from the community by routine
data collection, use of verbal autopsy for determining cause of death patterns is one of the possible
methods for filling the information gaps in mortality statistics for health intervention. Verbal autopsy
for determining mortality patterns in Pyinmana Township was carried out in-2008.

Findings revealed that during 483,755 persaars of follow up, it was recorded 3,272
deaths, given overall mortality rate of 6.8 per 1000 pergears. Mortality rate fornon-
communicable diseases was found to be higher than infectious, maternal, perinatal and nutritional
disorders (3.6 per 1000 persgmears Vs 2.4 per 1000 persgaars). Among nceagommunicable
diseases, mortality rate for cerebrovascular diseases was faubeé highest (0.76 per 1000 person
years), followed by liver diseases (0.44 per 1000 peysams) and Chronic Obstructive Pulmonary
Diseases (0.34 per 1000 person years). Findings indicated that it is necessary to strengthen and scale
up the health intevention programs for noltommunicable diseases in the community.

Myanmar is included among the 23 highrden countries that account for around 80% of the
total burden of chronic disease mortality in developing countries. In these 23 selecteithdome
and middleincome countries, chronic diseases were responsible for 50% of the total disease burden
in 2005. If nothing is done to reduce the risk of chronic diseases, an estimated US$84 billion of
economic production will be lost from heart disease, s&oind diabetes alone in these 23 countries
between 2006 and 2015. Achievement of a global goal for chronic disease prevention andtcantrol
additional 2% yearly reduction in chronic disease death rates over the next 1@ yweautd avert 24
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million deathsin these countries, and would save an estimated $8 billion, which is almost 10% of the
projected loss in national income over the next 10 years.

Today Myanmar faces a number of unsolved problems: the role of Public Health should be
more clearly definedni NCDs control. At primary health care level, the issues of prevention, early
diagnostic and treatment of NCDs require further development, as well as the issues of availability of
essential diagnostic and treatment technologies for major NCDs. Introduofimew management
approaches will optimize the system of referrals of NCD cases to secondary and tertiary health care
levels.

Myanmar Response to NCD Burden
In National Health Plan (202016), priorities actions has been developed with the aim to
prevent, control and reduce disease, disability and premature deaths from chronic non
communicable diseases and conditions.
1  Chronic norcommunicable diseases/conditions with shared modifiable risk fa¢tiyacco
use, unhealthy diet, physical inactivity, hdthuse of alcohol
1 Cardiovascular disease
Diabetes Mellitus
Cancer

= =4 =4

Chronic respiratory disorders

1  Noncommunicable diseases/conditions of public health importance

Accidents and injuries

Disabling conditions (Blindness, Deafness, Community based rehamiljtati

Mental Health

Substance abuse

Snake bite

The Program of prevention and control of NCDs in the country for-2028 is based on

= =4 =4 4 =

WHO recommendations on the need for concerted and coordinated actions, improved integration
into NCD control at the natiomhdevel, based on the Political Declaration of the UN Highkl Meeting
on NCDs and the new policy of WHO/EURO "Health 2020". The main directions of this program
implementation are aligned with the activities, envisaged in the National Health SectornRefor
Program for 20122020.
The priority actions were as follows:
1 Developing comprehensive national policy and plan for the prevention and control of major
NCDs
9 Establishing high level national medectoral mechanisms for planning, guiding and
monitoring
1 Implementing coseffectiveness approaches for the early detection of major NCDs
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9  Strengthen capacity of HRH for better case management and to help people to manage their
own conditions better.
National STEPS Survey (2009) reported that the prevalencerehttyrsmoke was 33.6% in
males and 6.1% in females, the prevalence of hypertension was 31% in males and 29.3% in females,
YR LINBZIfSyO0S 27 2 @Svbkns a5%HKnimalés. aad 23.0¢0% indemdled mnd
20SaAriGe 6 .%anhs 48% m masshrd 8.4% in females among the sample population.

Surveillance System
1 STEP Surveys (262G04 Yangon Region, 202910 National)
9 Global Youth Tobacco Survey (GYTS) 2001, 2004, 2007
1 Global School Personnel Survey (GSPS) 2001, 2007
1 Global Health ProfessiahStudents Survey (GHPSS) 2006, 2009
1 Myanmar Surveillance System for NCD still need to be
established

National Response to the NCD epidemic
1 Multisectoral Meeting to Finalize National Policy on NCDs
Workshop for Package of Essential NCDs (PEN) intemdati Primary Health Care
Regional Meeting on NCDs including Mental Health and Neurological Disorders
Country Level Multisectoral Meeting on NCDs
National Strategic Plan on DPAS (Draft)
National Policy on Tobacco Control
Control of Smoking and ConsumptiohTobacco Product Law (2006)
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Specific Programme on Prevention and Control of NCDs in National Health Plan (2011
2016)

Of the two strategic pathways that are employed for prevention and control of NCDs, the
GLIR LIz FGA2Y | LILINRF OK§ NIJWIKBNOKKEYKEHEKSOBEYIKRARAI
approach aims at reducing the risk factor levels in the population as a whole through community
action, in order to achieve mass benefit across a wide range of risks and cumulative societal
benefits.

PolicyFramework

Policy StatementPrevention, control and management of NGommunicable Diseases and
Conditions will be made accessible, using life course approach, for all population with participation in
partnership with various stakeholders and integraietb the social, economic and environmental
systems to establish a robust platform for effective reduction of these diseases and conditions.

The policy draws inspiration from the National Health Policy 1993 and Myanmar Health Vision
2030. It also followshe directions of the National Food Law 1997, and the Control of Smoking and
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Consumption of Tobacco Product Law, 2006. Both the National Health Policy and Myanmar Health
Vision, primary focus is to raise the level of health of the country and promote ligsigal and
mental wellbeing of the people with objective of achieving Health For All goal using PHC approach and
to intensify and promote physical fitness through active community participation.

The National Food Law enacted to enable public to conswud bf genuine quality, free
from danger, to prevent public from consuming food that may cause danger or are injurious to health,
to supervise production of controlled food systematically and to control and regulate the production,
import, export, storagedistribution and sale of food systematically. The law also describes formation
of Board of Authority and its functions and duties.

The Control of Smoking and Consumption of Tobacco Product Law enacted to convince the
public that smoking and consumptiori tobacco product can adversely affect health, to make them
refrain from the use , to protect the public by creating tobacco smoke free environment, to make the
public, including children and youth, lead a healthy life style by preventing them from smenkihg
consuming tobacco product to raise the health status of the people through control of smoking and
consumption of tobacco product and to implement measures in conformity with the international
convention ratified to control smoking and consumption abéacco product.

Vision, Mission, Goals and Objectives
Vision A nation free of the avoidable burden of naommunicable diseases.
Mission Create a conducive soe&zonomic environment, promote healthylifestyle and
provide quality care to all with NCDs.

Goal To reduce the preventable and avoidable burden of morbidity, mortality and disability
due to noncommunicable diseases by means of multisectoral collaboration and
cooperation at national, regional and global levels, so that populations reach the
highest attainable standards of health, quality of life, and productivity at every age
and those diseases are no longer a barrier to Wwelhg or socioeconomic
development.

Objectives
i. To raise the priority accorded to the prevention and control of scommunicable
diseases in Myanmar development goals, through strengthened international cooperation
and advocacy.

i. To strengthen national capacity, leadership, governance, multisectoral action and
partnerships.

iii. To reduce modifiable risk factors for naommuni@ble diseases and underlying social
determinants through creation of heakpromoting environments.

iv.  To strengthen and orient health systems to address the prevention and control ef non
communicable diseases and the underlying social determinants througplgseentered
primary health care and universal health coverage.

v. To promote and support national capacity for high quality research and development for
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the prevention and control of nenommunicable diseases
To monitor the trendsand determinantsof non-communicable diseases and evaluate
progressin their prevention and control.

Overarching Principles and Approaches

T

Human rights approachit should be recognized that the enjoyment of the highest attainable
standard of health is one of the fundamental riglof every human being, without distinction

of race, colour, sex, language, religion, political or other opinion, national or social origin,
property, birth or other status, as enshrined in the Universal Declaration of Human Rights.
Equity-based approach It should be recognized that the unequal burden of non
communicable diseases is influenced by the social determinants of health and that action on
these determinants, both for vulnerable groups and the entire population is essential to
reduce the overalburden of norcommunicable diseases and create inclusive, equitable,
economically productive and healthy societies.

National action, international cooperation & solidarityThe primary role and responsibility

of governments in responding to the challengé rmn-communicable diseases should be
recognized together with the important role of international cooperation in assisting member
states as a complement to national efforts.

Multisectoral action: It should be recognized that effective neommunicable disase
prevention and control require leadership, coordinated multi stakeholder engagement and
multisectoral action for health both at government level and at the level of a wide range of
actors with such engagement and action including as appropriate healétl policies and
whole of government approaches across sectors such as heath, agriculture, communication,
education, employment, energy, environment, finance, food, foreign affairs, housing, justice
and security, legislature, social welfare, social @ednomic development, sorts ,tax and
revenue, trade and industry, transport, urban planning and youth affairs and partnership with
relevant civil society and private sector entities.

Life-course approach Opportunities to prevent and control necommunicéle diseases
occur at multiple stage of life: interventions in early life often offer the best chance for
primary prevention. Policies, plans and services for the prevention and control of non
communicable disease need to take count of health and socedat all stages of the life
course starting with maternal health, including preconception, antenatal and postnatal care,
maternal nutrition and reducing environmental exposures to risk factors and continuing
through proper infant feeding practices incind promotion of breastfeeding and health
promotion for children, adolescent and youth followed by promotion of a healthy working
life, healthy ageing and care for people with re@mmunicable diseases in later life.
Empowerment of people & communitiesPeople and communities should be empowered
and involved in activities for the prevention and control of Frmmmunicable diseases,
including advocacy, policy, planning, legislation, service provision, education and training,
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monitoring, research and evaluah

9 Evidencebased strategiesStrategies and practices for the prevention and control of-non
communicable diseases need to be based on scientific evidence and/or best practiee, cost
effectiveness, affordability and public health principles, taking cultacaisiderations into
account.

1 Universal health coverageAll people should have access, without discrimination, to
nationally determined sets of the needed promotive, preventive, curative and rehabilitative
and palliative basic health services and essénsafe, affordable, effective and quality
medicines and diagnostics. At the same time it must be ensured that the use of these services
does not expose the users to financial hardship, with a special emphasis on the poor and
populations living in vulneraé situations.

1 Management of real, perceivedr potential conflicts of interest Multiple actors, both State
and nonState actors including civil society, academia, industry, nongovernmental and
professional organizations, need to be engaged for-commuricable diseases to be tackled
effectively. Public health policies for the prevention and control of -nommunicable
diseases must be protected from undue influence by any form of vested interest. Real,
perceived or potential conflicts of interest must heknowledged and managed.

1 Balance between populatiofbased and individual approaches comprehensive prevention
and control strategy needs to balance an approach aimed at reducing risk factor levels in the
population as a whole with one directed at highkk individuals.

1 Health system strengtheningRevitalization and reorientation of health care services are
required for health promotion, disease prevention, early detection and integrated care,
particularly at the primary care level.

Strategic Action feas
The strategic action areas are identified as follows
9 Advocacy, partnership and leadership
1 Health Promotion and Risk Reduction
Reduce tobacco use
Reduce harmful use of alcohol
Promote healthy diet high in fruits and vegetables and low in saturategitfans fats, free
sugars and salt
Promote physical activity
Promote healthy behaviours and reduce NCDs in key settings
Reduce household air pollution
1 Health System Strengthening for early detection and management of NCDs and their risk
factors
Access to @alth services

149



Health workforce
Communitybased approaches

1 Surveillance, monitoring and evaluation
Strengthening Surveillance
Improve monitoring and evaluation
Strengthening Research
Targets
To achieve the objectives, the followings are the planned targets
1 A25%relative reduction in risk of premature mortality from cardiovascular diseases, cancer,
diabetes, or chronic respiratory diseases.
1 At least10% relative reduction in the harmful use of alcohol, as appropriate, within the
national context.
1 Al0%relative reduction in prevalence of insufficient physical activity.
1 A30%relative reduction in mean population intake of salt/sodium.
1 A30%relative reduction in prevalence of current tobacco ysepersons aged 15+ years.
1 A25%relative reduction in the prevalence of raised blood pressure or contain the prevalence
of raised blood pressure, according to national circumstances
9 Halt the risein diabetes and obesity.
1 At least50% of eligible people reeive drug therapy andcounseling (including glycaemic
control) to prevent heart attacks and strokes.
1 An 80%availability of the affordable basic technologies and essential medicines, including

generics, required to treat major noncommunicable diseaseddth public and private
facilities.

Strategic Intervention Plan

The strategic Intervention plan is laid out as follows:

M Surveillance on NCDs and their risk factors

1 Develop partnerships among the stakeholders concern with the prevention and control of
NCDsso0 as to achieve the multisectoral response and coordination

9 Formulate legislation and regulation for the prevention of NCDs

1 Formulate healthy risk behaviours to facilitate risk reduction

1 Build physical and socEconomic environment, which is conducive the adoption of
healthy behaviours

9 Establish health financing and resource mobilization

9 Strengthen health system for screening and cause effective care for major NCDs in their
risk factors

1 Monitor and evaluate NCDs prevention and control
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Conclusion

Theburden of NorRCommunicable Diseases in Myanmar is in the rising trend. The weight of
current scientific evidence demonstrates that a significant proportion of NCD and premature deaths
from NCD can be averted through prevention, lifestyle modificationtaadudicious control of a few
common risk factors that underlie the major categories of chronic disease.

The national NCD strategic plan and its intervention strategies presents a way to
operationalize existing knowledge in reducing the burden of -Sommunicable Diseases in
Myanmar, while taking into account the national, social, cultural and economic context of the country.
It integrates the various frameworks, strategies and action plans addressing specific risk factors and
particular diseases into aohistic and definitive approach to NCD prevention and control. The Ministry
of Health will continue to enhance smart partnerships with other relevant sectors and other
stakeholders to further reinforce NCDs prevention and control programme and actixifiéganmar.

A five year national strategic plan will be developed along with the national NCD policy. The
strategic plan will set out strategies for the prevention, management and control of NCDs with
defined targets and outputs. Annual operational pldrased on the strategic plan will be developed
to reflect national priority actions. The NCD programme will be monitored at all levels through routine
administrative reports, surveillance reports and special studies.

Tobacco Control Measures

In Myanmar lierature, smoking of cheroots and chewing of betel quid with tobacco are
quoted frequently in poems, songs or novels. It is usually quoted as some form of gift between lovers
and friends. One popular poem of ancient days cited the names of towns whereegiienigredients
of betel quid can be found. History books quoted that tobacco was brought to Myanmar during the
King Thalon Mintay&ra (AD 1131). It was quoted that in tMyanmar Kyawzaryear AD 1766,
Myanmar soldiers that went to battle with the neighlmdng countries took the example of the Thai
people and smoked tobacco wrapped with corn tusk, betel leaf or banana leaf. Cigarettes were
introduced to Myanmar after World War Il and cigarette factories were established in Myanmar after
1948, the year Myamar gained independence from the British rule. However the most common form
of tobacco smoked areheroots,which are thin and long and usually wrapped with a specific leaf
OFff SR WIOIKSYSGLKSGQT 2 (-kieddhaiowts tidattesidass,Napes ady Of dzR S
watery tobacco in some parts of Myanmar.

Since the early 1950s, scientific evidence has been accumulating to the point where more
than 25 diseases are known or strongly suspected to be related to smoking. Each year, it has been
estimatedthat tobacco is responsible for more than 4 million deaths and the numbers are increasing.
If the current trends are not reversed, it has been estimated that the death tolls will reach to 8 million
a year by 2020 and 10 million a year by 2030, with 70%ede deaths occurring in developing
countries. Apart from the vast burden of health consequences, the cost of tobacco encompasses large
economic and social costs as well.
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Recognizing the enormous premature mortality caused by tobacco use and advexss eff
tobacco on social, economic and environmental aspects, the Member States of the World Health
Organization unanimously adopted the WHO Framework Convention on Tobacco Control (WHO FCTC)
at the FiftySixth World Health Assembly in May 2003. Myanmad Isigned the WHO FCTC in
October, 2003 and ratified in April, 2004. Myanmar is the 11th member country of the WHO FCTC.

Being the member country of the WHO FCTC, Myanmar has the responsibility to implement
FOO2NRAY3A (2 AGaQ LINBiGotacking vl deduting i datgérS of fobagc8 Ol A @ S
FY2y3 (GKS O2YYdzyAidie FyR olFaSR 2y (KS LINRPGAaAAZ2Y A
/| 2yadzyYLliAz2y 2F ¢206F 002 tNRBRdAzOGU [l s¢ ol & Syl OGSR
2007.

For effectve implementation of the WHO FCTC by the member States, WHO recommended
G§KS &AE ath29w LR2ftAOASE Ay (GKS da21h wSLRZNI 2y (K
Tobacco Control Programme has also been implementing its activities in line with thge®ices,
namely:

1 Monitor tobacco use and prevention policies (M)

9 Protect people from tobacco smoke (P)

9 Offer help to quit tobacco (O)

1 Warn about the dangers of tobacco (W)

9 Enforce bans on tobacco advertising, promotion and sponsorship (E)

1 Raise taxes orobacco (R)

Myanmar has been participating in the Global Tobacco Surveillance System since 2001. The
prevalence of tobacco use has been monitored through sentinel prevalence surveys, Global Youth
Tobacco Surveys (GYTS), Global School Personnel Surve$3 éB8&FGlobal Health Profession
Students Surveys (GHPSS) periodically. Comparing the surveys done in 2001, 2007 and 2011, the
smoking prevalence became increased among school boys and adult males in 2011 than 2007, and the
smokeless tobacco use was alsatmuously increased among them. Myanmar men were found
alarmingly as the most smokeless tobacco users among the countries of South East Asia Region.

Compliance and enforcement on prevention policies are also monitored through collection of
data and repaiing instruments seK | & O Kepolrt on the Globalobacco EmiS YA Oé @ Ly 2 NRS|
protect the @mmunity from exposure to secontland smokethe Law designated the nesmaking
areas imluding public places,yblic transpat, health failities andeducationd institutions. In 2011
the Presiént also nade the direction that dl governmental office buildings and compods must be
tobacco free.

For preventing the community especially the children and the youths from testing and
starting the habit of smoking, fich is one of the important unhealthy life style, the Law prohibits:
sale of tobacco to and by minors, sale of tobacco products within the school compound and within
100 feet from the compound of the school, sale of cigarettes in loose forms and salkenbing
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machine. It also bans all forms of tobacco advertisements and requires mentioning the health
warnings in local language on tobacco products.

C2NJ Lldzof AaKAy3d GKS W2l h wSLER2NI 2y GKS Df20ol f
assessmentinal memSNJ O2dzy i NAS&a AY Hamud ! OO2NRAYy3 (G2 GKS
to low compliance in Myanmar regarding the smdkee law and banning on tobacco advertising,
promotion and sponsorship. According to the provision of the National law, the Gmesit has
F2NX¥YSR GKS W/ SyiNIlf ¢261 002 /2yiNRBft [/ 2YYAGGSSQ A
for Health and includes the Deputy Minister and Head of the Departments from Ministry of Health
and related Ministries as the members. The firgteting of the Central Tobacco Control Committee
was held in June, 2012 and made the guidance to establish the working committee for developing the
necessary biaws and pictorial health warnings. So, the relevant photos were collected from Medical
Univergties, Yangon General Hospital and also from WHO resource centre, and it is underway for
testing and assessing the effectiveness of the selected pictures.

With the purpose of advocating and raising awareness of all stakeholders including the
community re@rding the tobacceaelated health problems and control measures, Myanmar has been
celebrating the World Nd@obacco Day, both at Central and State and Regional level every year since
2000. The World Ndobacco Day 2012 was also celebrated on 31st of M&y2 26th the theme:

G¢20l 002 LYyRdzaAGNER LYGSNFSNByOSés |fSNIAy3d (GKS 32
LINEGSOGSR TNRY (KS (26 002 AYRAZAGNASEAQ Ay diSNFSNEB)

As various kinds of tobacco advertising, promotion and spohgwrare the tactics of the
tobacco industries/ companies for attracting the people especially youths to become tested and
started the tobacco use, and the Corporate Social Responsibility (CSR) activity is also one of the
tobacco industry interference to tmacco control, those messages were given at the World No
Tobacco Day ceremony to become the government and all stakeholders to be aware of -and de
normalize those activities. On 29 September 2013, the WHO WoHtodacco Day 2013 Award was
presented to HEProf Pe Thein, Union Minister, Ministry of Health by Dr Samlee Plianbangchang, WHO
Regional Director for SEAR. It is a prestigious award bestowed by the D®ecteral of the World
I SIEGK hNBFYATFGAZ2YZ Ay NBO2 3y ibiitibrd yowaidF tobackad 9 E O S
control.

Other significant NorRCommunicable Diseases Prevalent in Myanmar
Mental Health and Drug Abuse

During the British colonial regime, they began isolating the mental cases in what is called
Lunatic Asylum. Since Independendhe name Lu'natic Asylum was changed into State Mental
Hospital, again to Psychiatric Hospital and since 1 March 2002 a new Hospital was established in
Dagon Myo Thit under the name of Mental Health Hospital; thus changing in the form and technical
contents. Mental Health care was included into National Health Care Projects and Psychiatric
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Specialists were appointed in the Division/State and major District Hospitals. Community approach
was practiced in coordination with NGOs such as MMA and MMCWA.

The World Health Organization mentions that about one quarter of patients attending
primary care clinics in almost all countries of the world suffer from distressing mental disorders. The
symptoms most often complained are primarily physical, such as chestlpaifack pain, insomnia
or vague physical symptoms. " Nakyawi SG¢ A&  GSNE 02YY2y O2YLX I Ay
at general outdoor patient departments. In such cases, it was later found that the underlying cause
was either Anxiety or Depression. d\li 10 percent proved to be due to Anxiety and 10.4 percent
were Depressive patients. A further 9 percent had-#uleshold mental symptoms. It was revealed
that the detection rate of these problems remained poor with only half of them being detected in
primary care clinics and only about one third was given appropriate drug treatment. This shows
clearly that there is a need for both Psychiatrists and Primary health care providers to be aware of the
huge numbers of mental problems, particularly anxiety etaind depression that occur in non
psychiatric settings and to detect and treat these conditions satisfactorily.

Anxiety and depression are two of the most common disorders in medicine. Although cause
substantial morbidity and mortality, they largely remainderdiagnosed and undereated. Anxiety
disorders can substantially affect quality of life as well. For example, patients with generalized anxiety
disorder and panic disorder describe significant impairment to their daily lives. A related illness,
obsessivecompulsive disorder, profoundly affects psychosocial functioning by damaging relationships
with a spouse and children, and by resulting in job loss.

Because primary care physicians treat most patients with these disorders, helping these
cliniciansto identify symptoms, to correctly diagnose anxiety and to appropriately treat these
patients is critical. This informed care would significantly improve function, quality of life, and overall
medical health of patients who suffer from these disorders.sMBhysicians understand that many
patients with anxiety disorders often do not verbalize their feelings, but rather present with somatic
complaints. Therefore, clinicians must openly address these with their patients and help remove the
stigma associatedith these disorders.

It is also common for anxiety to coexist with depression; aboutlwalé of depression cases
and anxiety cases in primary care occur in the same patient at the same time. Patients may be
reluctant to discuss problems of this naturedause they believe that psychiatric illness carries a
stigma. Also they may not have the insight to realize that their physical and emotional symptoms are
related to psychiatric problems. Physicians may not immediately recognize the need to look for
psychatric causes in addition to general medical causes for physical symptoms. Anxiety disorders are
abnormal states in which the most striking features are mental and physical symptoms of anxiety
which are not caused by organic brain disease or another payichiisorder.

Abuse and misuse are defined in various ways. To simplify it, use of any drugs where not
indicated or in an inappropriate situation is abusing while use of a drug in an indicated situation
butnot in a therapeutic range (either low or higls)also abuse. Many psychotropic substances (and
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also narcotic drugs) have a pharmacological action of tolerance and dependence, thus use of these
drugs are to be more careful when they are prescribed. Drugs are part of medical rather than
psychologicalreatment, and therefore, are more likely to produce unwanted effects.

In a survey of 40,000 prescriptions issued, it was found that psychotropic drugs were
prescribed more often than any others, and constitute almost 20% of them. Despite these high rates
of prescribing, many prescribed drugs are not taken. A collection of unused drugs from the houses
of about 500 patients in the course of 6 days revealed 36,000 tablets of psychotropic drugs ( i.e.
hypnotics, sedatives, tranquillizers and antidepressanfdgo, unused drugs are a danger and for
these reasons patients should not be given more drugs than they need.

Provision of mental health care had been started in Myanmar since 1948, when Myanmar
regain independence. In the early days, mental health sgstem began in hospital setting in Yangon
and then extended to Mandalay. Care for mentally ill patients in big hospitals is not effective because
the patients were stigmatized and later became institutionalized with prolonged stay in hospital.
Mental illnesses are now becoming one of the emerging health problems. It is important that
approaches for mental health care need to be decentralize and institutionalization and stigmatization
should be avoided. Mentally ill persons residing in places beyond tlieabhospitals are accessible
to proper care and attempts have been made to shift mental health care from hospital settings to
community settings to ensure effective care.

Drug abuse has become a global problem during the past decade. The problem of ti$eroi
became acute and widespread during the early 1970, and had started to infiltrate into the mainland
cities, especially among the youth. As a result of this changing pattern of involvement, Myanmar
economy and Myanmar society is facing a serious thieam it. ATS problem emerged starting from
1999: it is anticipated that ATS would become a major problem in future. The Health sector was
assigned to carry out of the following tasks: case detection, treatment and-edtey; case followp
and managementtraining of health personnel in drug abuse; registration of drug addicts. The
Department of Health, has set up a total of (26) major Drug Treatment Centers (40) Subsidiary
Centers and (2) Rehabilitation Centers making a total of (68)treatment centéws whole country. A
new rehabilitation center named "Shwe Pyi Thit" is now preparing to open at Tima area in Muse
Township of Shan (North) State. For further control, the Government has enacted the Narcortic Drugs
and Psychotophic Substances Act 1985 #atdr issued the Narcortic and Drugs and Psychotic
Substances Rules, 1985.

Snake Bite

Snake Bite has been a hazard in rural in Myanmar for centuries. Farmers and forest workers in
the 1545 years age group are particularly affected resulting in greaiosoconomic loss. As an
agriculture country undergoing great developmental changes in every sector including agriculture and
forest increasing demand for their labor exposes their workers to greater risk of snake bite. Snake
bite is included in the 17 diseas under national surveillanc&he poisonous snakes found in
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poisonous snake bites is more or less increasing during the period2l889and morbidity ratesi

ranging between®. It is obvious that both number of snake bites and morbidity need health
reduction.

Disability

In Myanmar, there will be between 1.5 and 2.5 million disabled according to the past
experiences. The majority of the dited are residing in the rural villages and are virtually
inaccessible to rehabilitation services. The country provides rehabilitation services for people with
disability through institutional based rehabilitation since 1959. The institutibaakd rehabilitation
service is provided by National Rehabilitation Hospital. Two Departments of Physical Medicine and
Rehabilitation in Yangon and Mandalay and Physiotherapy Units attached to General and
Specialist Hospital in theaB & Division.

| 26 SOSNE | 6 2 dzi TE> 2°7F 0KS O2dzy G NB Q& LJ2 LJdzf I
virtually inaccessible to the rehabilitation services. To expand the Rehabilitation facilities to
cover the rural populationin near future is impossible. Therefore, the community based
rehabilitation services was considered in response to global change of strategy concerning
rehabilitation. It has covered (588183) population from 218 villages, 88 wards of 27 townships.
Identified 9416 disabled of various categories, ie nearly 2%. International evaluation team (External
Review) which came to evaluate the program impact and strongly recommended to expand the
program to cover the whole country in gkawise manner.In addition, not only the general
population but also the many health professional are still not adequately aware of the disability
related issue and how, after proper rehabilitation, the disabled persons can contribute ®ward
sociceconomic development of the country.

These norcommunicable chronic conditions usually affect those who are in the most
productive period of life causing high premature mortality rates and reducing efficiency and
productivity. Most of the peole are not under the protection of social security arrangements and
these disease conditions by their nature of requiringliifieg treatment and care impose high burden
of health care costs for the poor. If the disease process cannot be controlled yrapselases like
diabetes mellitus and hypertension can lead to severe complications like blindness and stroke.

Based on hospital statistics these chronic disease and conditions are found to be increasing in
numbers and mortalities are also high. Accordioghe statistics released from the South East Asia
Region of the World Health Organization these conditions need to be solved as public health
problems. Arrangements are also in need for the availability of more complete data and information.

In the NHP the general objective of the programme is to prevent and reduce disease,
disability and premature deaths from chronic roommunicable diseases and conditions and the
specific objectives are: to develop policy, legislative and financial measures doepwifonment
supportive for reduction of risks; to reduce level of exposures of individuals and populations to the
common risk factors; to strengthen health care delivery for people with-cmnmunicable diseases
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by developing norms and guidelines for teffective interventions with the aim to improving case
management; and to Establish Surveillance System for monitoring risks, and chronic disease and
conditions .

The strategies of the intervention programme are: developing a national +sedtoral
framework for the prevention and control of necommunicable diseases; reducing risk factors for
non- communicable diseases aiming at providing and encouraging healthy choices for all; enabling
health system to respond more effectively and equitably to theltiecare needs of people with
chronic noacommunicable diseases and conditions; aneiveloping a coordinated agenda for
research on nortommunicable diseases in order to generate or strengthen the evidence base for
cost effective prevention and controlh@& priority actions are: developing comprehensive national
policy and plan for the prevention and control of major NCDs; establishing high level national multi
sectoral mechanisms for planning, guiding, and monitoring; implementing cost effective appsoache
for the early detection of major NCDs; and strengthen capacity of HRH for better case management
and to help people to manage their own conditions better.

A partnership approach is well maintained for an effective and efficient engagement of these
isstes. A close collaboration with the following programmes of the National Health Plan and related
departments and sectors will be undertaken: health promotion, tobacco control, health system
strengthening, nutrition promotion, school health, adolescent healhaternal, neonatal and child
health, related ministries and organizations, private sector, and social organizations.

Health Information System Strategy

Health Information System

Ministry of Health has adopted two policy PG A @dSayY a9yl ofAy3a SOSNE O
SELISOGryOe |yR Syeaz2e tzy3aSgrite 2F tAFSéE FyR aSy:
2NRSNJ (2 TFdzf FAEE (GKSaS 202S00A@0Sa GKS YAYyA&aildNE
dissesr AylFidA2y 2F KSIfGdK SRdzOFIGA2Y YR AYTF2NXIOGA2Y
LINE@SYyGAz2y | OGAGAGASEE YR AGLNRPGARAY3I STFFSOGAODS
all Gddza 2F SYUuANB ylriAzyed | Sldoltelvagrofrans8ndSthéi Ly T2 1
National Health Plan (20Q2011). Hospital information, public health information, human resource
information, logistic information and information communication technology development are the
projects under this HMIS prograrBased on the guidelines provided by the Health Metrics Network,
systematic assessment of current health information system was done in 2006 and reviewed again in
2009. HIS strategic plan was developed based on findings of HIS assessments with tectinical a
financial assistances from WHO and Health Metrics Network from Geneva.

I SFEOGK AYyF2NXYFGA2Yy adaeadSYy aidlNISR Ay wMpTyI Ay
Plan (19781982). Initially main source of data was hospital records and later publichheate
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services and administrative records are used as data sources. In July 1995, integrated health
management information system was established with new concept of minimum essential data set
with the aim to reduce the workload of basic health staff. TW&tional Health Committee is a
multisectoral policy making body and it gives the guidance and has the responsibility of coordination
among health and health related sectors for health information management. Central Statistical
Organization has the respsibility for generating, analysis and dissemination of statistics for the
country according to central statistical authority act of 1952. According to the act, there are
regulations and procedures for collection, analysis and dissemination of data rétataél events

and notifying diseases and social insurance.

In 2003, workshop on review of existing public health data set was held. After that a number
of meetings were conducted during 2004 and new data set was revised and collected in 2005. It
includes mainly data on health services. Data on infrastructure, manpower and voluntary
contribution are also collected through routine public health information system. Hospital
information is collected on monthly basis from all public hospitals and a majoingapsting health
information system is lack of private sector information. Central Epidemiological Unit under
Department of Health takes care on disease surveillance system. Health researches are under taken
by three Medical Research Departments as aglby remaining departments based on their areas of
interest.

Two interdepartmental meetings for planning HIS assessment were conducted in September
2006. Various departments under the Ministry of Health, Central statistical Organization, Ministry of
National Planning and Economic Development attended these meetings. The workshop on HIS
assessment was done in October 2006. Then series of consultative meetings for workshop findings
was held in FebruaryApril 2007.

Core group for developing Myanmar Hdmlinformation System Strategic Plan was
established in September 2009. Preliminary meetings to develop Myanmar Health Information
System Strategic Plan have been carried out. Three series of meetings were conducted to revisit new
version assessment tool drall agreed the previous results and identified vision, goals and objectives
for future health information system. A national level workshop was later carried out for the
development of strategies and activities. Decision makers, state/divisional heabbtats and
representatives from UN agencies and INGOs participated in this workshop. Consensus on objectives,
strategy and activities described in Myanmar Health Information System @@015) was received
among stakeholders on £4uly 2010.

Thevia 2y 2F | SFfGK LYTF2NXIOGA2y {2adSY {GNXrGS3aAO
health information system established at all levels of health care delivery for the strengthening of
KSFHfGK a@adSYéad ¢2 AYLINRGS ziiénhDf quagty Hedlth isfdrmhation & > | OO
is general objective of drawing HIS strategic plan. Specific objectives are as follow:

1 To enhance the HIS commitment, coordination and HIS resources
1 To improve the quality of the hospital data recording and reporting

158



Toimprove the quality of the public health data recording and reporting

To develop a reporting system for private health sector

To improve the coverage and quality of vital registration system

To improve surveillance system on disease and health

To encourag population based survey

To improve data management, and data sharing encompassing IT development

= =4 =4 4 =4 4 =4

To promote utilization of health information in decision making process
Specific performance objectives are then developed under each of specific
objectives
To enhance the HIS commitment, coordination and HIS resources
1 To enhance Commitment and-oodination for HIS
1 To expand and strengthen the HIS staff
1 To ensure adequate financial management support
1 To improve working environment for health information neement
To improve the quality of the hospital data recording and reporting
1 To standardize the medical record forms for both public and private hospitals
9 To develop guidelines for medical record documentation and ICD 10
1 To improve the quality of servicecords and reports
To improve the quality of the public health data recording and reporting
1 To develop national core indicators on health
 To update, produce and disseminate minimum essential data set for public health
information periodically
1 To strengthersupervision and monitoring
To develop a reporting system for private health sector
1 To ensure availability of health information from private hospitals
To improve the coverage and quality of vital registration system
i Toincrease coverage of vital registoat system
1 To improve the quality of collecting reporting and recording vital events
To improve surveillance system on disease and health
1 To improve disease and health surveillance system
To encourage population based survey
1 To improve availability and giiy of population based survey
To improve data management, and data sharing encompassing IT development
1 To expend appropriate application of information and communication technology in current
health information system
1 To strengthen data sharing and arsyat all levels
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To promote utilization of health information in decision making procésscreate the
culture of evidence based decision making

Health Research System

Background

Medical Research developed to some extentritigh Burma during the years of colonial rule.

By about 1900 the early glimmerings of medical research could be detected, but it was unorganized,
ALR2NIRAO YR 2y Yy AYRAQGARAzZ f oFaAiraT 2yfte | NRdzy/F
health andepidemiological research that was directed and systematically carried out; clinical and
biomedical research were unremarkable excepting the single instance of the discovery of Melioidosis.

The period of 15 years approximately after Independence markedbtginning of medical
research by Myanmar into the health problems of people in Myanmar. Significant epidemiological
studies and operational research was begun in several areas of public health importance: malaria,
leprosy, tuberculosis, filariasis, nutoin, indigenous medicinal plants. The findings were directly
utilized in launching national health programs.

The decade 1962972 was a period of rapid growth of medical research in Myanmar.
Establishment of a medical research career structure tookeplgith a new permanent cadre of full
time researchers at BMRI comprising basic scientists, medical scientists and clinical scientists forming
a core of small but influential medical researchers. Rapid growth in organization, promotion and
support of medichresearch because of the establishment of the Burma Medical Research Council and
its executive arm, the Burma Medical Research Institute; and the formation of the Medical Sciences
Division under the Research Policy Direction Board of the government.

The period, 19731986 was a sustained development time where the volume, scope and
depth of medical research capacity in Myanmar increased remarkably. There were large inputs of
physical, technological and manpower resources into the Department of MedicalaiRRsey
government as well as from international sources, particularly from the Japanese Government and
JICA. The Clinical Research Centre and the Biomedical Research Centre complex including fully
equipped modern laboratories, library, conference centemd laboratory animal facilities were
completed. DMR was transformed into a modern;tapdate medical research institution.

The Ministry of Health of Myanmar undertakes the responsibility of improving the health
status of the people through its six Depaents, namely: Department of Health (DOH); Department
of Medical Science (DMS); Department of Traditional Medicine (DTM); Department of Health Planning
(DHP); Department of Medical Research (DMR) (Lower Myanmar); and DMR (Upper Myanmar). All the
Departments under Ministry of Health are involved in conducting health research. However, the two
Departments of Medical Research, although the one in Upper Myanmar is still developmental stage,
are the key Departments responsible for undertaking health researtyanmar.
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The National Health Policy gives proper attention to health research as can be seen in Article 11 of the
Policy statement. The statement says:

"to encourage conduct of medical research activities not only on prevailing health probleths
but alsogiving due attention in conducting Health Systems Research"

In Myanmar, national priority health problems identified during formulation of National
Health Plans form the broad areas on which to embark health research. In 1994, the Health Research
PolicyBoard under the Ministry of Health was reformed with the Minister for Health chairing the
Board and Director General of the DMR (Lower Myanmar) acting as the Secretary. The members are
heads of all Departments under the Ministry of Health. The following ¢widelines were included
among the guidelines laid down by the Health Research Policy Board.

7 to promote health research by strengthening research capability through
development of manpower, technologies and infrastructure; and

f  to translate research findgs into practical applications.

Health Research System (HRS) (existing situation)
Health Research System in relation to health system development

For many decades, Myanmar has recognized the vital role of research in health development
and thus encourag the research activities in different areas of health development. Realizing the
importance of medical research for the improvement of the health of the population, Revolutionary
Government promulgated the Burma Medical Research Council Act in Octoléerahél set up the
Burma Medical Research Council with the Burma Medical Research Institute as the executive arm of
the Council. Consequent to the reorganization of all Government Departments in 1972, the Burma
Medical Research Institute was renamed the aryment of Medical Research (DMR) and became one
of the Departments under the Ministry of Health (MOH).

The importance of health research being well recognized by the Myanmar Government, a new
DMR for Upper Myanmar was established in 1999 and it is irdéweloping stage to become a full
fledged Department under the MOH. At the present there are six Departments under the Ministry of
Health, and each department is headed by a Director General and they are:

1. Department of Health (DOH) (for prevention andative services)

Department of Medical Science (DMS) (for human resource development)
Department of Traditional Medicine (DTM)
Department of Health Planning (DHP)
Department of Medical Research (DMR) (Lower Myanmar)
Department of Medical Research (DMR) (&pklyanmar)
The Health Research Policy Board is the highest body concerned with direction of health
research activities in Myanmar. The Minister for Health functions as the Chairman and the Director
General (DG) of the DMR (Lower Myanmar) acts as thetsegrof that board. Member are Director
General from the above mentioned departments under the M.O.H, Rectors from Medical Institute and

S e o\
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representatives from other health related ministries (e.g, Vetenary Sciences Institute, Defense
Services Institute ety

Under the Health Research Policy Board, Health Research Working Committee was
established with the aim of facilitating health research activities in Myanmar. The Director General of
the Department of Medical Research (Lower Myanmar) is the Chairmé#recd@ommittee, and the
members are Directors from other departments under Ministry of Health, academics from Institutes
of Medicine, representatives from the Myanmar Medical Association, and Dental Association etc.

Although all the departments under tHdOH are involved in conducting health research, the
two Department of Medical Researdre the principle organization responsible for implementing
health research in Myanmar. Health Research activities were emphasized towards the priority health
problem icentified during formulation of National Health Plans.

Overall objectives, scope and architecture of the national health research system

The government of the Union of Myanmar sets political, economic and social objectives for all
round development of thecountry. The National Health Committee (NHC) has been organized for
proper direction towards health sector development, and is chaired by Secretary | of the State Peace
and Development Council and members are Minister of Health and ministers of healtbdrela
ministries Under the guidance of NHC, the National Health Plan has been formulated with six broad
programmes viz. Community Health Care Programme, Disease Control Programme, Hospital Care
Programme, Environmental Health Programme, Health Systems [pewvetd Programme, and
Organization and Management Programme. Health Research Programme has been identified under
the Health Systems Development Broad Programme.

The health research programmes have been conducted by various departments under
Ministry of Hedth in collaboration with other related health ministries. In order to conduct and
promote health research within the country the following objective have been laid down.

1. To improve the health of the people of Myanmar

2. To contribute towards improvement ohé economy of the country

3. To impart scientific knowledge

4. To apply research findings in eviderzased decisioimaking leading towards solution of

health problems up to grass roots level

5. To provide infrastructure necessary for effective health research

6. To povide training in health research
Short term plan of Health Research System

As the general objective of Health Research Programme is to conduct research in order to
solve the priority health problems of the country, the following short term plan (forl20D06) has
been laid down:

1 Development of proposals and implementing research activities in the six priority diseases
(malaria, TB, diarrhoea, dysentery, diabetics, hypertention) as outlined by the National
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Health Committee;
1 Implementing research acthi@s on communicable and neszommunicable diseases (other
than above disease);
1 Conducting research and development of traditional medicine with emphasis on herbal
drugs;
1 Performing research activities for the development of technology on diagnosis,
managenent, prevention and control of health problems in Myanmar;
1 Implementing research activities on health problems which need further elucidation;
1 Strengthening research capability and support research by carrying out activities on
research capacity strengthamg.
1 Conducting rural arebased research and research on improving health behaviour of the
people in rural areas and
1 Implementing effective monitoring and evaluation activities as an are integral component
of each research project.
Long term plan of Healt Research System
Being a developing country, Myanmar envisages that it will face the double burden of
infectious diseases as well as chronic diseases. It also has to take consideration of the advances in
genetics, molecular biology & biotechnology, beloaval sciences, information science and
communication technology and also the globalization phenomena.
Accordingly, a 30 year plan (Myanmar health vision 2030) has been visualized which includes
health research vision. In that long term plan the aboventibmed scenarios have been well thought
of.

National Health Research Palicy

The Health Research Policy Board is the highest body concerned with direction of health
research activities in Myanmar. The Minister for Health functions as the chairman aridiréxetor
General (DG) of the DMR acts as the secretary.
The Health Research Policy Board has laid down the following guidelines:

1) To promote health research by strengthening research capability through development
of manpower, technologies and infrastrucéj

2) To identify factors affecting national health, and to conduct research for effective
control and therapeutic measures;

3) To identify factors promoting national health and to institute appropriate measures for
community practice;

4) To promote and conduct ladth systems research;

5) To investigate major communicable and rommmunicable disease problems prevalent

in Myanmar for effective control and therapeutic measures;
6) To investigate major nutritional problems prevalent in Myanmar for effective control
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and theapeutic measures;
7) To promoteand conduct reproductive health research aecordance with the National
Health Population Policy;
8) To translate research findings into practical applications.
Function of Health Research System

Under the health research pragmme the Department of Medical Research (DMR) is the
principal organization which sponsors and conducts research in Myanmar. Moreover, the
Departments of Health, Medical Sciences, Traditional Medicine, Health Planning and related
departments under Ministas also implement researchctivities in addition of their principal
functions.

The DMR conducts medical research. It promotes and supports medical research in the
country. It is also generally responsible fooatination, organization, and general supision of all
medical research in Myanmar.

The principal aim of research conducted at the DMR is to improve the health of the people
of Myanmar. Within this context, the programmes are directed (i) to identify the current and future
health problems andheir determinants; (ii) to discover or develop new and improved methods for
control, diagnosis and management of the identified major health problems and diseases in
Myanmar. In selecting projects for research in the various areas the following critenised:

Magnitude and priority as a health problem;

Probability of findings a solution or an important clarification;

Benefits expected from the application of the results of successful research efforts;
The potential usefulness of the research in findsotutions to other problems; and

a kc DN PRE

The existence of a situation which covers a special advantage for a particular research and
which should be exploited.
Dissemination
The research findings are disseminated among researchers and scientist, health services
managers, and finally the public through the following means:
Publications:
(@ Myanmar Health Sciences Research Journal, Myanmar Medical Journal, Journal of
Myanmar Military Medicine, Myanmar Journal of Current Medical Practise.
(b) Current Awareness Services psbhed by DMR library.
(c) DMR Bulletin
(d) Periodic reports on research findings applicable to health care, and formulation of health
programmes
(e) Special Technical Report Series
(H Abstracts of papers read at Annual Health Research Congress, Myanmar Medical
Associatia Conference, Myanmar Military Medical Conference.
(g) Local News papers/magazines by local language by researchers themselves
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Presentations

(a) Annual Health Research Congress

(b) Annual Associations Meetings related to health (Myanmar Medical Association, Myanmar
Nurses Association etc.)

(c) Specialty Conferences (Medical Specialists Conference, Surgeon Conference)

Scientific meetings (formal and informal)

Reports
(@ Annual reports published annually and submitted to decision makers.
(b) Health planning and health care meetirtgssenior administrators.
Key challenges
The challenges are identified institutional, national and international level.
Institutional level

9  Creation of research environment at the institute by providing training, research facilities
and upgrading of etwork system among departments.

q Promotion of research finding utilization.

1 Motivation and recruitment of young scientists for research carrier development.

9 Creationof synergy andpromotion, collaborationand multidisciplinary linkage among
institutions.

National level

9 Infrastructure and capacity building.

9 Development and upgrading of existing information retrieval system including library
facilities and information technology.

9 Improvement of intemetworking for research information, and sharing of resourfms
research mobilization.

9  Sustainability of existing research infrastructure and human resource. International level

1 Conduct of health research to meet its ultimate goals of equity and development
challenges at international level.

1 Adoption of a system hich meets the national and local research priorities. Strengthening
of the international network communication mechanism for better researclombnation,
collaboration and development.

Strategies for strengthening the NHRS

1 To advocate the importance dhe health research programme in the nation's health
development scheme.

1 To improve the national and international information communication channels.

1 To utilize different media (documents, electronics, CDs, Intranet, web site, internet web
site, etc.) foreasy availability of funds for research activities from the potential donors.

1 To expand the existing research infrastructure and to establish the new facilities for
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commercial branches.
1 To open appropriate research wunits at different disciplines at variou
health institutions and to promote utilization of research facilities.
1 To upgrade the coperation and collaboration of stakeholders.
Mechanism and processes for monitoring and evaluation
Monitoring and evaluation has been undertaken as a routine meisharat three levels
namely Institutional level, Ministerial level and National level.
Institutional level
® Research projects undertaken by the various research divisions are monitored and
evaluated closely by the Head of the divisions;
@ Three monthly progresreports are prepared and reported to the Ministry of Health;
)] Six monthly progress are prepared and evaluated by respective Directors (Research);
(@) Annual review of the research projects of the individual division are carried out by the
Board of Directorsdéaded by the Director General; and
Evaluation is carried out by using the indicator, number of research projects/activities
reported (interim/final) per year.
Ministerial levd
Regular reporting mechanism has been introduced for each research projeall tifie
departments under the Ministry of Health. This mechanism includes monthly andnfonthly
progress report using the standard format.

National leve

At the national level, a regular monitoring system to evaluate health activities, including
reseach activities and program, has been launched by the Minister of Health under the guidance of
the National Health Committee.

Future plans for further development of national health research systems
Short term plan
1) Development of critical mass of Natiomekearchers
2 Establishment of infrastructure and research facilities, technical and financial
inputs.
3 Ethical issues on research activities should be further enhanced. Standardized
ethical issues to deal with all aspects of health research need to be ¢geeklo
4) Improvement of research management.
Long term plan
1) Enhancement of research culture at all levels of health environment.
2 Evaluation and updating of existing guidelines of the Health Research Policy
Board accordingly.
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3) Countryfocused plan for researcpriority setting especially in national priority
health problems,

4 Development of a regular forum to facilitate stakeholders' interaction and
empowerment of people by partnership.

5) Plan for establishment of dissemination of research findings relevant toifgspe
policy issues.

(6) Creation of a dynamic health research system by providing career opportunities,
research motivation, opportunity to upgrade and improve knowledge, and
appropriate research infrastructure.

Environmental Health

Introduction

The Environmental Health Programme in Myanmar has been included in part 9 of the
National Health Policy (1993Y0 intensify and expand environmental health activities including
prevention and control of air and water pollutidib.is alsointegrated into the National Health Plan
since its inception, based on the attainment of the objectives and targets of Health For All 2000, along
GAGK GKS LINAYOALX S&a 2F WKSIfdGKe aStitAay3aaqQe ¢KS

a) Envirommental Health Risk Assessment and Control

b) Community Water Supply and Sanitation

c) Occupational Health

d) Air and Water Pollution Control

e) Food and Drug Control

The National Environment Policy of 1994 was gazetted in accordance with Notification No.
26/94 dated5 December 1994 of the Government of the Union of Myanmar. It stipulates the
direction for environmental protection and conservation. Myanmar has also prepared programs and
strategies as part of its Agenda 21.

There is an active Myanmar Tobacco Freedtig. With guidelines from the National Health
Committee, the National Tobacco Control Programme was launched in 2000 and the national tobacco
control committee was formed in 2002. Tobacco advertisement was banned on television, radio and
billboards.

Rekvant legislation addressing environmental health issues

There are 15 legislations pertinent to environmental health exists in place in Myanmar such as:
a) Forestry Law 1992
b) Protection of wildlife and Wild Plants and Conservation of Natural Areas Law 1994
c) Pubic Health Law 1972
d) Factory Act 1951

167



e) Territorial Sea and maritime Zone Law 1977
f) National Environment Policy 1994

g) Draft Environment Law 2000

h) Mines Law 1994

i) Plan Pest Quarantine Law 1993
) Freshwater Fisheries Law 1991
k) Marine Fisheries Law 1990

)] Pesticide Lawd90

m) Law on Aquaculture 1989
n) Law on Fishing Rights of Foreign Fishing Vessels 1989
0) Irrigation Laws and Regulations 1982
The law on environmental impact assessment is being drafted in 2004. Despite the
absence of regulation, health risk assessment is alfréacluded as part of the environmental health
programme.
Decentralization and / or privatization policies dealing with environmental health
There is no policy on decentralization or privatization of environmental health services in
Myanmar.
Institutional Structure for Environmental Health
Administrative / organizational setup of the country
The environmental health functions in Myanmar rest with the Department of Health under
the Ministry of Health. The relevant division its mandate includes aspeatswafonmental health.
This division is composed of occupational and health promotion unit, laboratory unit, and toxic
vigilance and prevention of poisoning. This division also deals with prevention of adverse health
effects due to air and water pollutiotoxic and hazardous wastes and chemical safety. Also under the
Department of Health is the Environmental Sanitation Division, which is responsible for water supply
systems for health and institutions such as dispensaries, rural health centers, statipitatsoand
schools. It is also in charge of rural sanitation for community as well as health and educational
institutions.
Role of other agencies and partners other than government
There is a Forest Resource and Environment Development Association (ER&EB@Arast 10
national NGOs, which are active in Myanmar. About 27 international NGOs are involved in health
development activities in the country. UN agencies such as WHO, UNICEF, UNDP, UNFPA, and UNHCR
have been supporting the government in their respve areas.
Relevant agencies involved and their respective functions
Aside from the Department of Health, there are at least 15 other government agencies whose
functions are supportive of environmental health. These are the following:
a) National Comrission on Environmental Affairs
b) Ministry of Industry
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C) Department of Irrigation

d) Ministry of Transportation

e) Factories and General Labour Laws Inspection Department
f) Yangon City Development Committee

g) Department of Meteorology and Hydrology

h) Department of Populabn

i) Department of Forestry

) Department of Health Planning

k) Department of Human Settlement and Housing Development
)] Department of Water Resources Utilization

m)  Department of Agriculture

n) Department of Medical Research

0) Department of Development Affairs

Relevant hternational Conventions and Agreements Ratified or Signed

Myanmar is a party to a number of international agreements related to environment and

environmental health such as:

Accession:

International Convention for the Prevention of Pollution frompShiLondon 1993

Protocol of 1978 Relating to the International Convention for the Prevention of
Pollution from Ships, London 1973

Vienna Convention for the Protection of the Ozone Layer, Vienna 1985

Montreal Protocol on Substances that Depléte Ozone Layer, Montreal 1987

London Amendment to the Montreal Protocol, London 1990

ICAO Annex 16 Annex to the Convention on International Civil Aviation Environmental
Protection Vol. | Aircraft Noise

ICAO Annex 16 Annex to the Conventioninternational Civil Aviation Environmental
Protection Vol. Il Aircraft Engine Emission

United Nations Convention to Combat Desertification in those Countries Experiencing
Serious Drought and/or Desertification, Particularly in Africa, Paris, 1994

Convention on International Trade in Endangered Species of Wild Fauna and
Flora(CITES), Washington 1973 and this Convention as amended in Bonn, Germany
1979 Signed:

Convention on the Prohibition of the Development, Production and Stockpiling of
Bacteiological (Biological) and Toxin Weapons, and their Destruction, London, Moscow,
Washington 1972

Convention on the Prohibition of the Development Production, Stockpiling and Use of
Chemical Weapons and their Destruction, Paris 1994
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Ratification:
- United Nations Convention on the Law of the Sea, Montego Bay, 1982
- United Nations Framework Convention on Climate Change, New York, 1992
Convention on Biological Diversity, Rio de Janeiro, 1992

Priority Environmental Issues

The following concerns werraised as priority environment and health issues:
7 Deforestation

Inland Water Pollution

Urban Pollution

Waste Management

= =4 4 =

Soil Erosion
As Myanmar is still an agricultural country (2,113,000 ha is irrigated agricultural area), this
sector is expected to §grg 2 OSNJ GKS @SINE Fa LING 2F (GKS 320
programs. In 2002, the fertilizer consumption has been estimated to be about 132,300 metric tons
per year but the application is still comparably low at 17 kg/ha. There is no informatipesticides
consumption in Myanmar.
The national government recognizes the tasks ahead as it stated the following policy:
G1 SFHEGKY SY@ANRYYSYy(d FyR &adzaidl Ayl oftS RS@St2LIYSyid
modern and developed nation. The Minitof Health and its partner agencies will ensure the
reduction of traditional hazards and at the same time establish health and environmental safeguards
to prevent the modern hazards of environmental pollution and uncontrolled consumption of national
resoNDOS& NBadzZ GAy3a Ay SYy@ANRBYYSydlt RSANIRFIGAZ2YEOD

Water Supply, Sanitation and Hygiene

Five Year Stategic Plan on Water Supply, Sanitation and Hygiene

Currently, around 82.3% of the population in the Republic of the Union of Myanmar have use
of improved waer supply, while 84.6% have access to improved sanitation (sanitary means of excreta
disposal). However, there are wide disparities in coverage between different States or Regions of the
Republic of Union of Myanmar, and similarly between rural and udseas in both use to improved
water supply and access to improved sanitation. On average only 53% of rural schools have a water
supply, and in some townships this coverage figure is as low as 10%. It is also the case that improved
water supply does natecessarily imply improved water supply. The continued sporadic outbreak of
diarrhoeal disease which significantly contribute to infant and udder mortality rates indicate that
not enough promoting good hygiene practices or ensuring the safety ofwider supply chain.
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Diarrhoea is major leading cause of death among under five children. Overall, 6.7% of thdivader
had diarrhoea, second only to ARI.

The background to this Five year Strategic Plan on Water Supply, Sanitation and Hygiene
(WASH) neds to be understood in the context of both global and regional policy development. In
particular the Millennium Development Goals (MDG) have established the policy backdrop for
development progress in general. More specifically, under the goak @y aEmN@Bmental
{ dza (| A yah inpoftahtita¥get was set, namely tec | | £ ST o6& wnanmpI GKS LINR
gAGK2dzGi adzadGrAylroftS O00Saa (G2 al¥S o6+ GSN) adzZllix & I

While the overarching aim of the MDG is to reduce poverty, it casdsn that improving
health is central to achieving this aim. In fact a direct link can be made between improving use to safe
water supply and access to sanitation, and headtlated goals, particularly as concerns child
mortality. Water and sanitationedated diseases contribute significantly to undime mortality. In
addition, providing use to improved water and access to sanitation can positively impact on maternal
health, HIV/AIDS patients and carers, enabling access to education for girls, anty pdlegiation in
general through better health and freeiagp time for more productive purposes. The World Summit
on Sustainable Development (Johannesburg, 2002) endorsed a sanitation target to complement that
of improved water supply so that by 2015 thember of people without access to basic sanitation
would be halved. Sanitation is given a broad interpretation, and it is worth citing the exact phrasing
used at the Summit:

GXOOSaa G2 olFlaAal0 alyAadlridAz2yXAyOf diamflem@d | OG A 2
efficient household sanitation systems; improve sanitation in public institutions, especially schools;
promote safe hygiene practices; promote education and outreach focused on children, as agents of
behavioural change; promote affordable and isflg and culturally acceptable technologies and
practices; develop innovative financing and partnership mechanisms; integrate sanitation into water
NE&A2d2NDOSa YIFylF3aSYSyd adNlI G§S3IASadé
Within the United Nations system, WHO and UNICEF share responsibiligpfoting on health
related goals including child mortality, maternal health, childhood nutritional status, malaria
prevention measures and access to clean water. However, at country level, WHO is the lead authority
for the health content of the MDG withithe UN Country Team.

Goal of the Strategic Plan

The overall goal of the strategic plan is to reduce the burden of water and saniteliated
disease, especially among children, thus improving the quality of life of the Myanmar people. The
achievemen of the goal will be measured using standard indicators such as USMR with regard to
diarrhoea and diarrhoea morbidity in the general population.
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Purpose

The purpose of the strategic plan is to significantly increase access to water and sanitation
faciities, and maximise the health benefits through the widespread adoption of good hygiene
practices.

Strategic objectives
The four strategic objectives are:

1. Increased resources are made available to ensure greater and more equitable use of water
supplyand access to sanitation

2. Sector actors implement water supply, sanitation and hygiene projects which are effective,
appropriate, and sustainable

3. Institutional capacity of appropriate MOH Departments strengthened in key programme
areas

4, Effectivesector coordination and cooperation, and working partnerships encouraged among

stakeholder agencies

Although the strategic plan is designed to be a component of the national water and
sanitation policy, it is envisaged that several of the proposed &eswvill have a geographical focus.

For some activities this is justified on the basis of redressing the present inequity of access to services,
while for others it is because of a specific set of environmental or physical conditions such as the need
for modified latrine design, and research into arsenic mitigation. It is also important that an increased
level of resources is not spread too thinly as this puts at risk the-temmg sustainability of the
interventions. The strategic plan has also beesigleed to progressively increase the scale and
diversity of activities on the assumption that there will be a concomitant increase in the level of
resources.

Water supply, sanitation systems and hygiene messages must be capable of being sustained
by the ntended beneficiaries. Therefore programmes addressing these needs should be demand
driven and participative if they are to be effective and appropriate to the needs of the communities.
This means that alternative solutions must be found to meet theedifit needs and contexts of the
population that are determined by geographic, economic, demographic and cultural factors.
Therefore, it is evident that the process of research and development is fundamental to achieving the
second strategic.

The outputs proposed under this strategic objective consist of the development of
appropriate and sustainable solutions to the technical and methodological problems faced by the
sector. The results of research and development will also feed into the advocacy strategyefore,
the research must be of high quality, properly documented and widely disseminated among sector
actors. The aim is to ensure the uptake of best practices and most appropriate technologies as
quickly and efficiently as possible. This is inguur not least because it becomes more difficult to
motivate community involvement and participation where a failed project has been experienced. For
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example, in the Delta region the standard latrine design has met with limited success because of
flooding The communities concerned may be less willing to participate in latrine building a second
time around. Here too is an argument for ensuring that communities are involved in the research as
they are able to contribute important knowledge about locainditions. There is also a strong
argument for involving the private sector in research and development. If appropriate technologies
are to be sustainable and scalaeg, the private sector might have an important role to play in both
production and in tle supply chain. In the evaluation of a technology it is essential to determine
whether it would be affordable, and consulting the private sector on this aspect would be very useful.

Among the main water supply, sanitation and hygiene issues identifigtdsrdocument and
in other sector literature, include the inadequate monitoring and management of water quality; the
inequality of access when comparing rural and urban contexts and also between certain States and
Regions; the lack of effective sector cdimation, and need for participative hygiene promotion
methods over didactic approaches. It is encouraging that there is high level commitment to the
importance of water supply and sanitation and recognition that development in rural areas needs to
be acelerated. Ambitious targets have been set for the sector, though there is no reason to consider
them unrealistic assuming that the necessary resources are made available. For rural areas the target
is for very village to have access to at least one awgd source of drinking water by 2015.The
programme known as National Sanitation Week will continue until there is 100% coverage of
improved sanitation.

The MOH has the qualified and diverse human resource base that has potential to be much
more effective as an agent of change for the sector. The professional skill base is further
complemented by an extensive preventive health care network that can be harnessed to instigate
change from the gras®ots level upwards. However, it is inevitable that the mallelevel of
resources available to the sector will continue to be among the principal determinants of progress in
increasing coverage. All agencies involved in the sector must advocate for a greater commitment of
human and material resources so that thealth status of the population, especially young children,
is safeguarded from infectious water and sanitati@hated disease. This represents nothing less than
Ly Ay@SaidyYSyd Ay a@lyYlINRA Fdzid2NE yR RSaAONROSaA
Occupational Health

Occupational Health Division under the Department of Health provided training on
occupational health and safety and occupational first aid to employers & factory workers of factories
under Ministry of Industry and private factories during 2012.

Occupatimal Health Division (OHD) has performed factory visit, inspection, ambient air
quality monitoring and medical chealp to factory workers during 2012. OHD also investigated the
industrial accidents in various states and regions to prevent the occurrersimitdr episodes.

Occupational Health Division involved in assessing the environmental impacts and health
consequences. Air quality monitoring of Nay Pyi Taw and Yangon at administrative areas had been
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implemented during 2012. The Division performed sillance on acute poisoning cases and
investigated heavy metal poisoning all over the country.

In collaboration with UNICEF, Occupational Health Division performed assessment of lead
content in 617 drinking water sources and 32 soil samples in Myeik hipyrihanintharyi Region in
September, 2012 and assessment of urinary daftanolevulinic acid level, Urinary Copoporphyrin
level in 904 under five children and blood lead level in 323 under five children at five wards in Myeik
Township, Thanintharyi Regi in October, 2012.

In collaboration with Oral Health Unit from DOH and UNICEF, Occupational Health Division
02y RdzOGSR 4! { dzZNBSe 2y Cftdz2NARS /2yGSyd Ay 5NAY]
Cftd2NRAA&AE AY hlkiiB®WnSHEES)ing /Repgion. Flibridé @itents of 1123 water
samples from twenty villages were tested. Total of 702 students from five high schools were also
examined for dental fluorosis status.

To promote drinking water standard, in collaboration with UNICEF, OcouphtHealth
EAPAaAA2Y O2YyRdzOGSR a¢SOKYAOFt 22N] akKz2L) 2y {GF yRIF|
vdzZl f AGe 2F a@lyYFENE Ay ,lFy3d2yI Ay aleé3X uHanmMuHIac$S
Phsical, Chemical and Bacteriological Parameterd&NK Y { Ay 3 2 G SNJ vdzZr ft AGe { Gy
L, lhy32ys b2@SYOSNE HamH YR a! R20I 08 22Nl aKz2L) F2
hLIiA2y FYR ¢2gyaKALI [ SOSE tflyyAy3a Ay ! @Sel NbI RRE

According to section 24 a8 | YYI NR& Hnny O2yaidAddzZiazys (GKS =
means to protect labourers. The first law on safety and health in workplaces is being drafted by the
Ministry of Labour and was planned to be promulgated in 2013. The law will aim to prevemdair
water pollution and improve safety at worksites, including fire prevention, ensuring construction
workers use protective equipment, ensuring the safety of worksite operators and taking precautions
for natural disasters. The draft law will provide thd FSGe& 2F Fff 62NJSNB Ay ac¢
industry. It is also essential from the workers side to strictly abide with the safety procedures and
regulations enacted in the law and collective collaboration of worksite supervisors are obligatory to
ensure reduction of accidents.

The draft law provision also includes the need for a drain for waste, a good sanitation system,
fire alarms and a safety net for construction workers at new construction sites. These precautions
need to be widely understood by 2 NJ] SNB Sy iGSNAYy3 GKS AYRAAGINEB P ¢ K!
Electrical Inspection Department also included for a thorough and constant inspection for electrical
power usedin the worksites. Emphasis on keeping more attention to implementing a means of
protection is also spelled out in the draft law. Most contractors may not aware of the safety
[precautions] very well. For an effective implementation of the draft law, further conceptualization
programme to prevent the workers from harm systematicalllge construction site is full of danger,
and many workers die falling down elevator shafts or from electrocution.
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Disaster Management

Myanmar has a long coastline of 2 400 km, which covers almost the entire east coast of the
Bay of Bengal. It is situateon the highly active fault line called the Sagaing fault. This leaves
Myanmar a very short lead time for warning. Most of the coastal areas of Myanmar are within the risk
zone. However, deadly tsunamis are rare in Myanmar. Though the country is rglgtigedcted from
natural disasters, floods occur in areas traversed by rivers, often after a storm or torrential rain.
However, they cannot be predicted.

Other hazards faced include cyclones, storms, earthquakes and landslides. Urban fire in the
central aeas of the country is common during the hot, dry season and is huan induced. The country
has a high burden of tuberculosis, with about 1.5% of the population infected each year. Climate
change has led to a fmergence of malaria, which is largely duenilti-resistant Plasmodium
falciparum, and an insecticidesistant vector. Avian and human pandemic influenza are other health
hazards, though Myanmar is well prepared to tackle these.

Myanmar, a country prone to natural hazards, has shown positive @ssgin the areas of
early warning, emergency preparedness and responses in recent years. Now, the Government is
stepping up cooperation with global and regional partners to reach itstemg target of becoming a
disaster resilient country. This was a kagssage from the VieBresident at the commemorative
event on the occasion of the International Day for Disaster Risk Reduction held in Nay Pyi Taw on 13
October 2011. His Excellency also reiterated that the Government would continue to do its utmost to
build a better disaster management mechanism, with support from the international community.
G2 KAES adlyYIFINI A& GNBAYy3 (2 AGNAGOS F2N NUz2NF f RSO
damage to livelihoods of individual citizens and criticakistituctures of the affected regions. Thus, it
is important to link up the disaster reduction endevours with poverty alleviation programmes as not
02 KAYRSNI RS@St 2 LIY Presideni. The gevarrimend it thuR highlik Sommitied B
the preventon and response of the any threat to the nation either rmaade or nature.

Over the past three years, the Government, together with the humanitarian and development
aid community have sought to invest in disaster risk reduction and disaster preparedeassies
and programmes in support to communities, in order to reduce their vulnerability and increase their
readiness in case of disasters. At this commemorative event the Government announced its intention
to ensure that schools, hospitals and rural hbatentres across the country are better prepared to
cope with the impact of natural hazards.

Initiatives by the Government in the area of disaster risk reduction include several milestones
such as the Myanmar Action Plan on Disaster Risk Reduction, réféngl of the Disaster
Management Law and National Building Codes and the commitment to mainstream disaster risk
reduction in sector work such as education and health.

This is very much appreciated by international leaders such as Ms. Margareta Wahigtocdm
SELINB&E&aSR Ay GKIG 200FaAiaz2zy daL KF@S 20aSNBSR LRa
reduction in Myanmar over the last years. The response to Cyclone Giri in 2010 and Shan State
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Earthquake in March 2011 by the Government, UN agencies, Ni&Ostlzer partners have reflected
many of the lessons learned from Cyclone Nargis and are the manifestation to the capacities
developed in the areas of early warning, emergency preparedness and response at both the central
and regional levels, and theintret SR | G0 SyGA2y G2 GKS t2aasa Ol dzaSR
all have much work to do, as disaster frequency is increasing and in spite of an improved
preparedness and response, economic losses continue to rise due to high vulnerability and
expresion. A lot of disasters are the result of development pathways we choose: in land use, in
urbanization, and increasing complexity and economic interdependency. It is vital that a
comprehensive legislation and policy framework is in place to guide theemmpitation by all
sectors, regions and states to allow for wise allocation of resources for vulnerability reduction and
odzA f RAy3a NBaAftASyOS 2F O2YYdzyAidAaSa |4 NRA1Zé akKS$S
The government also called on all relevant governmental departments and NG&sping
up efforts for fulfilling the needs of the disabled and for organizing and educating the people to
FOGA@Ste GF1S LINI Ay aélyYFNRa RAA&IF&G§SNI LINBLI NJ
building up strength for disaster preparednesseTgovernment has planned to establish a training
school for disaster risk management in Hinthada, Ayeyawady Region in a move to raise awareness of
disaster reduction and preparedness among the local governments and people. The government is
also coordinatig with the UN agencies, INGOs and NGOs to conduct disaster reduainimg
courses and disaster preparedness drills. Myanmar has worked together with INGOs and ASEAN
countries for exchanging experiences and drawing disaster reduction plans as thehasrkken
bigger and increasing number of disasters, he said. Myanmar enacted the Disaster Management Law
on 31 July, 2013.
To have a well coordinated and coherent action in preparedness for disaster management,
0KS D2OSNYYSyld KI & DR2No6aRNatirkl Disaster Rrapbd¥dnassh Reyftral
I 2YYAGGSSeE 6AGK AG&a b20AFFAOIGAZ2Y b2d® npkHAMOZ
t NBLI NBRySaa alylr3aSYSyd 22N] /2YYAUGSSQ sA0K Ala
Myanmar carried out aegies of workshops in 2011 at the subnational levels with relevant
stakeholders in order to assess country progress in implementing the 12 EHA benchmarks. The
workshops were jointly conducted by the Myanmar Emergency Preparedness and Response (EPR)
Programme of the Department of Health and the EHA Programme of the World Health Organization.
Technical working groups meeting was conducted orf Z2rtember 2011, lead by Deputy Director
General (Disease Control) and participants of Directors from DOH, Departinkteteorology and
Hydrology, Department of General Administration of Ministry of Interior Directors from Department
of Relief and Resettlement, Ministry of Social Welfare, Relief and Resettlement, Department of Fire
Brigade, Secretary of Myanmar Matetrend Child Welfare association and Directors from MRCS
were attended. Also the State and Regional RRT members are presence. The member are divided
into three group and assessment of emergency preparedness and response was done on following
days to discusthe tools and make necessary changes and amendment to the tools to fit and finalize
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the tools to be used in the assessment. An emergency preparedness and response assessment
workshop using the adopted tools was held at conference room of Disease ComitrdDepartment
of Health, Nay Pyi Taw on-23 December, 2011.
Goal of the Assessment
1  To combat the disaster and its grave consequences by effective implementation of Emergency
Preparedness and Response (EPR) Program in Myanmar.
General Objective
1 To devebp plan of action for emergency preparedness and response programme in Myanmar
through assessment of implementation status of key elements of the SEAR Benchmarks.
Specific Objectives
1  Toreview the 12 EHA SEARO benchmarks through consultative workshop.
1  Toassess country progress in terms of implementation of the benchmarks.
1 To prepare strategies and plan of actions for updating and efficient implementation of the
benchmarks.
The Benchmarks include:
Benchmark 1.  Legal framework coordination mechanisms andaganizational structure
Benchmark: Regularly updatedction plan and SOPs for disaster preparedness egponse
Benchmark 3: Emergency financial, physical and regular humessource allocationand
accountability procedures established
Benchmark 4:  Rules of engagement (including conduct) for external humanitarian agencies based
on needs established
Benchmark 5: Community plan for mitigation, preparedness and response developed, based on
risk identification and participatory vulnerability assessmand backed by a
higher level of capacity
Benchmark 6: Communitybased response and preparedness capacity developed, supported with
training and regular simulation/mock drills
Benchmark 7: Local capacity for emergency provision of essential services auli€au(shelters,
safe drinking water, food, communication) developed
Benchmark 9:  Capacity to identify risks and assess vulnerability at all levels established
Benchmark 10: Human resource capabilities continuously updated and maintained
Benchmarkll: Health facilities built/modified to withstand the forces of expected events
Benchmar2: Early warning and surveillance systems for identifying health
concerns established Each benchmark was assessed and identified its
achievements and gaps and resmendations were given for each benchmark.
The general comments are:
The rapid assessment of emergency preparedness and response of the health sector of
Myanmar had still needs to do a lot to strengthen its capacity and capability to prepare and response
to disaster situation. It is needed to strengthen muskictoral coordination at central and district
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level, train more health workforce on emergency preparedness and response with close supervision,
allocate adequate budget to regional, district and loealel based on evidence, ensure clear roles,
responsibilities and regulations to external agencies working on health sector emergency
preparedness and response and finally massive awareness raising at the community level. There
should be strengthen of nainal health contingency plan, emergency logistics plan and drills and
simulation exercises to test the contingency plans. The public private partnership must be
strengthened for ongoing funding for EPR and higher involvement of private sectors, academic
institutions and others for EPR in Myanmar. So that this rapid assessment of emergency preparedness
and response on disaster for health sector in Myanmar is very useful for our country especially for
health sector development on disaster management and Iso &r emergency preparedness and
response action for future. EPR has followed the mentioned recommendation and started fulfilling
the gaps for our further improvement of emergency preparedness and response of health sector in
Myanmar.

Myanmar Red Cross

The 1959 (MRCS) Act confers responsibility to the National Society in implementing
humanitarian activities and alleviating human suffering. The St. John Ambulance Brigade Overseas
was taken over by the Society as Burma AmbulaBiigade under the 1959 Act. The Society was
renamed Myanmar Red Cross Society in accordance with legislative change of the name from Burma
G2 a@lyYIFINI Ay wmMopydpd Ly fAyS gAGK O2dzyiNEBQa LI2f A
following amendments hae been done till date:
@8} 1964 Law of Amending the Myanma Red Cross Society Act,1959: insertion of words in s. 12;
2) 1971 Law of Amending the Myanma Red Cross Society Act,1959: Substitution of s. 5 and 7;
(3) 1988 Law of Amending the Myanma Red @ros{ 2 OASiG& ! O wmdbp Y {dzmada
The objective of the Society is to alleviate human suffering. Three activities such as promoting
health, preventing diseases and providing help to those in distress are supportive activities to meet
the objectie.
As the leading humanitarian organization, Myanmar Red Cross Society (MRCS) is committed
to assist vulnerable people and to improve and maintain their health andbeely. The Society
obtains the best relations with UN Agencies, Non Government Owgans, Press and other public
information media. News coverage of Red Cross Activities in the whole country is constantly made by
the press, radio and television news stations.

Vision and mission
MRCS' vision is "to be the leading commuihiised humararian organization throughout

Myanmar acting with and for the most vulnerable at all time."

Mission
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Through its nationwide network of volunteers, the Myanmar Red Cross Society will work to
promote a healthier and safer environment for the people of Myeam giving priority to the most
vulnerable communities and individuals. In times of distress and disaster, MRCS will assist those
affected and help them return to normal life.

Strategic plans

Future plans and actions are clearly defined in the MRC&gicgplan (200g2010). Activities
are defined under five programme areas: Organizational Development, Health and Care in the
Community, Disaster Management, Cooperation and Coordination and Financial Resources
Development, with these, the Society is puogi her ablest effort to deliver efficient effective
humanitarian services in Myanmar.

Governance and management

The General Assembly is the highest governing body of the Society and is convened every
three years. The Central Council is the governing bafdthe MRCS between the sessions of the
General Assembly. The Central Council comprises 40 members, out of which 17 members represent
States and Divisions level branches. The governance of the Society is formed by 10 Executive
Committee members. 5 out 00 members are retired professionals and who work-tiolie on
voluntary basis, are responsible for providing guidance for making policy, giving directions and
guidance in the implementation of the activities of the Society. The structure of National
Headaiarters (NHQ) consists of six Divisions and two Units. They are Administrative Division, Disaster
Management Division, Finance Division, Health Division, Training Division and Communication
Division, Development and Coordination Unit and Protocol Unit.
The management is headed by the Executive Director, who is thdimu# Executive Committee
member of the National Society. The Executive Director carries out his functions under the authority
of the Central Council and the Executive Committee. The Sodethei largest humanitarian
organization in Myanmar with its nationwide network of 324 branches (townships) with over 250000
volunteers throughout the country.

Awards

A member of Myanmar Red Cross Society won Henry Dunant Medal in 1963 for saving a
soldie whose car fell into the Ayeyarwady River which was icy cold at that time . His name was Sai
Aung Hlaing Myint. He was from Kachin State.
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Leadership and Governance

Introduction

Governance in health is being increasingly regarded as a salient theme on the
developmental agenda. Leadership and governance in building a health system involve ensuring
that strategic policy frameworks exist and are combinedhwétffective oversight, coalition
building, regulation, attention to system design and accountability. The need for greater
accountability arises both from increased funding and a growing demand to demonstrate results.
Accountability is therefore an intriits aspect of governance that concerns the management of
relationships between various stakeholders in health, including individuals, households,
communities, firms, governments, nongovernmental organizations, private firms, and other
entities that have theresponsibility to finance, monitor, deliver and use health services.
Accountability involves, in particular:

1 Delegation or an understanding (either implicit or explicit) of how services are supplied;
Finance to ensure that adequate resources are availabtieliver essential services;
Performance around the actual supply of services;

Receipt of relevant information to evaluate or monitor performance;

=A =4 =4 =

Enforcement, such as imposition of sanctions or the provision of rewards for
performance.
Governance in éalth is a cross cutting theme, intimately connected with issues
surrounding accountability. In the context of health system strengthening, it is an integral part of
the health system component. Despite consensus on the importance of leadership and
governaice in improving health outcomes, they remain inadequately monitored and evaluated.
Health legislations play a crucial regulatory role in the governance and leadership component of
the health system. As it is so important it will be taken up the wholeicedaf Part Il and this
section will confine on the followings:

1 National Health committee
Decentralization;
Universal Health Coverage;
Framework for Economic and Social Reform:;
Governance M-HSCC; and
Health Impact Assessment (HIA)

=A =4 =4 A =2
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National Health @mmittee (NHC)

The National Health Committee (NHC) was formed on 28 December 1989 as part of the policy
reforms. It is a high level intaninisterial and policy making body concerning health matters. The
National Health Committee takes the leadership raled gives guidance in implementing the
health programmes systematically and efficiently. The high level policy making body is
instrumental in providing the mechanism for intersectoral collaboration and coordination. It also
provides guidance and directidar all health activities. The NHC is reorganized in April 2011.
Composition of National Health Committee

Union Minister, Ministry of Health Chairman
Union Minister, Ministry of Labour, Employment and Social Security  ViceChairman
Deputy Minister Ministry of Home Affairs Member
Deputy Minister, Ministry of Border Affairs Member
Deputy Minister, Ministry of Information Member

Deputy Minister, Ministry of National Planning and Economic DevelopnMaimber
Deputy Minister, Ministryf Social Welfare, Relief and Resettlement Member

Deputy Minister, Ministry of Labour, Employment and Social Security Member
Deputy Minister, Ministry of Education Member
Deputy Minister, Ministry of Health Member
Deputy Minister, Ministryf Science and Technology Member
Deputy Minister, Ministry of Immigration and Population Member
Deputy Minister, Ministry of Sports Member
Council Member, Nay Pyi Taw Council Member
President, Myanmar Red Cross Society Member
Presdent, Myanmar Maternal and Child Welfare Association Member
Deputy Minister, Ministry of Health Secretary

Director General, Department of Health Planning, Ministry of Healfloint Secretary

National Health Plan (20€2006) in the objectiverbme of the short term second five
year period of the Myanmar Health Vision 2030, a 30 year long term health development plan.
Considering the rapid changes in demographic, epidemiological and economic trends both
nationally and globallyWlyanmar Health \gion, a longterm (30 years) health development plan
has been drawn up to meet any future health challenges. The plan encompasses the national
objectives i.e. political, economic and social objectives of the country. This long term visionary
plan with itsobjectives will be a guide on which further shéetm national health plans are to
be developed. The objectives of the Myanmar Health Vision 2030 are:
1 To uplift the Health Status of the people.
1 To make communicable diseases no longer public health prahlamming towards total
eradication or elimination and also to reduce the magnitude of other health problems.
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1 To foresee emerging diseases and potential health problems and make necessary
arrangements for the control.

I To ensure universal coverage of heatrvices for the entire nation.

1 To train and produce all categories of human resources for health within the country.

1 To modernize Myanmar Traditional Medicine and to encourage more extensive
utilization.

1 To develop Medical Research and Health Researd¢b the international standard.

1 To ensure availability in sufficient quantity of quality essential medicine and traditional
medicine within the country.

1 To develop a health system in keeping with changing political, economic, social and
environmental situion and changing technology.

National Comprehensive Development Plailealth Sector (20111 to 203631)

As an integral component of the losigrm visionary plan, the National Comprehensive
Development Plan (NCDPHealth Sector (20122011 to 20362031) has been formulated based
on changing situation. The formulation of the NCDP must link with related sectors as well as also
link with the States and Regional Comprehensive Development Plans. This long term visionary plan
with it objectives will be a gde on which further shorterm national health plans are to be
developed. So also it links with the Spatial Planning.

National Health Plan (20112 to 20152016)

Based on Primary Health Care approaches the Ministry of Health had formulated four yearly
P2 LX SQa | SIftGK tftrFrya FNRBY wmpry (2 mMphpaAloRIof f 2 6 SR
2006:2011. These plans have been formulated within the frame work of National Development Plans
for the corresponding period.

National Health Plan (2032016)in the same vein is to be formulated in relation to the fifth
five year National Development Plan. It is also developed within the objective frame of the short term
first five year period of the National Comprehensive Development Plan (NCB#3Ith Sectg a 20
year long term visionary plan. With the ultimate aim of ensuring health and longevity for the citizens
the following objectives have been adopted for developing programs for the health sector in ensuing
five years covering the fiscal year 262012to 20152016:

9 To ensure quality health services are accessible equitably to all citizens

1 To enable the people to be aware and follow behaviors conducive to health

i To prevent and alleviate public health problems through measures encompassing
preparedness and control activities

1 To ensure quality health care for citizens by improving quality of curative services as a
priority measure and strengthening measures for disability prevention and rehabilitation
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9 To provide valid and complete health infieation to end users using modern  information
and communication technologies

1 To plan and train human resources for health as required according to types of health  care
services, in such a way to ensure balance and harmony between production wilidation

1 To intensify measures for development of Traditional Medicine

1 To make quality basic/essential medicines, vaccines and traditional medicine available
adequately

1 To take supervisory and control measures to ensure public can consume andagse f
water and drink, medicines, cosmetics and household materials safely

1 To promote in balance and harmoniously, basic research, applied research and health
policy and health systems research and to ensure utilization as a priority measure

1 To contnuously review, assess and provide advice with a view to see existing health laws are
practical, to making them relevant to changing situations and to developing new laws as
required

Decentralization

Decentralization of healtltare services is an essait element of health systems
strengthening. The aims of decentralization are to improve the efficiency and effeeisef health
service delivery and the equity have resulted in the identification of strategic actions that need to be
undertaken to addess the challenges of capaehyilding and maagement of human resources for
health in the context of health systems decentrdii@aa and urban health. A regional seminar on
G5SOSYiUNFrt AT FiAR2Y 2F KEastASiKReGionNBrpa SBWIBROS ¥ RAYKE K E
was held in July 2010 to guide countries in this effort.

In line with the new National Constitution 2008, the change in governance has already taken
place. The governance institutions and centmadt f 2 O € NX | (i & fatyréiof Myb@narONR G A O f
and they are undergoing significant change. The new state and region structures created under the
2008 Constitution, and their relationship with broader peace and decentralization processes. State
and region budgets are as yet smalidgrepared in a way that reinforces central influence. Further
reforms are needed to align the new political structures with administrative and fiscal
arrangements, broaden the scope of decentralization to more significant areas, and link it with
wider democratization, peace and public administration reform processes. The President, in
consultation with the Chief Justice of the Union, nominates the state/region Chief Justice. There is a
state or region Advocate General, nominated by the Chief Ministenn&t@utional Tribunal of the
Union considers constitutional disputes between regions, states and the union. Schedule Two of the
Constitution lists areas over which the state or region government has legislative powers; it also
assigns the states and reg® executive or administrative authority over the same areas, and new
responsibilities may be added under union law. These areas are divided among eight sectors, each
with specific responsibilities.
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Fiscal decentralization is taking place gradually. &eea state/region budget that comprises
the income and expenditures of those departments and state economic entities that are associated
with the state and region government. The scope of this budget remainstsprabably under five
percent of public spnding when both transfers and local revenues are included. This state/region
budget is also not fully devolved, in the sense that control over budget composition and priorities is
still limited and centralized. There is limited scope for the state/reg@prioritize between sectors,
and the budget is subject to central review in the Union Financial Commission. On the other hand, the
development of more predictable, transparent, and ritet 6 8 SR AY G SNA2 OSNY YSy (| f
can go a long way towds strengthening fiscal autonomy. States and regions are already collecting
significant revenues, but local tax policy and administration is still underdeveloped and there is room
to support further improvements.@ne devolved cross Tad S O 2 NJ R é igtlodiSioht T
ofacrosstma SO0l 2N f GLR2GBSNIE& NBRdAzOGAZ2YE¢ 3ANIyld KIFa o6SS
for planning and prioritization within states and regions. At this early stage implementation of the
grant has varied, and currentijere is no real rational basis for its allocation across the country,
other than giving an equal share to most states/regions. However, this grant creates an opportunity
for both central and state/region stakeholders to work together to develop a sowadsparent, and
rulemmol & SRTIAYASSNIYSyYy G Ff FAaOrE aeadSy tAylAy3a (GKS

The formation of state and region governments is a major development. The establishment of
hluttaws in states and regions has created new ogpaities for debate and discussion. In ethnic
states, regional and ethnic parties have gained significant representation. Following the space of
political, administrative and financial devolution, health sector has initiated rpésioning for
the formulaton of current NHP 2012016. A full scale devolution may take some time.

Universal Health Coverage

The new Constitution enacted by the Union of Republic of Myanmar in May 2008
provided the legal framework for a series of institutional and policy refotm advance the
O2dzy iNEQa RSY2O0NI GATFGA2YyZ AyOfdzRAYy3IZ AyOf dzRA )
earnestly to improve the health of its people. Thdicle 367a G I 6t Sa (G KIFI G WS@OSNER O
accord with the health policy laid down by the ion, have the right to health careAs early as
1953, the country had laid the foundations of a comprehensive health care system, establishing a
network of township hospitals and rural health centres that, by the-tfi80s, covered every
administrative dstrict. Universal Health Coverage (UHC) has been described in the Part | of this
presentation.

However, in shaping up an appropriate UHC Policy, some of the countries experiences
will be presented first and will follow witMyanmar Perspectives in UHThis presentation will
focus on the historical, political, and economic trends associated with progress toward universal
health coverage.
UHC signified that:
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1 Universal health coverage has been defined in terms of rights to health care, financial
protection, and utilisation of healtltare services
7 Universal health coverage can be achieved through many different health financing
systems, although the pooled share of health expenditures predominates in all successful
cases
1 The political processes leadingwards universal health coverage differ between
countries, but they are allubiquitous, persistent, and contingent
7 Political action to universalise health coverage is the major force behind the rising share of
pooled financing of health expenditures
1 Growth n health spending is driven primarily by rising national income and the expanding
range of medical interventions, with population ageing playing a small part
Countries that want to achieve universal health coverage need to adopt public policies that
reduce reliance on ouof-pocket spending and improve the institutions that manage pooled
funding to address the equity, efficiency, and sustainability of health expenditures.

The share of the population with financial protection through enrolment in health
insurance schemes is a common measure for universal health coverage. It is a useful indicator in
health systems that manage access by explicitly enrolling individuals or groups with institutions
that pay for or directly provide healtbare services. Howeveenrolment rates will overstate
cover age in countries where healtlare supply is restricted or geographically concentrated, and
where required cepayments are a substantial share of household income. Insurance enrolment
also cannot be used to measure coage in countries that offer all. Rights establish legal
entittements and insurance enrolment establishes a contractual promise, but neither one
indicates whether people are effectively using the heallie services that they need.
Therefore, a third apmach is to use healthare utilisation as a measure of progress towards
universal health coverage. Utilisation is a better measure than either rights or enrolmentbecause
it is directly related to the aim of providing real access to health services, Balud,
enrolment and utilization, progress toward universal health coverage can also be assessed less
precisely but more comprehensively with reference to the characteristics of countries that are
commonly recognised as achieving it.

Institutionally, ore important thing in common: they depend on substantial shares of
pooled financingln health systems, pooled financing is money raised through taxes or premiums
that individuals must pay whether or not they need care. The criteria for contribution ofsfund
(such as occupation or residence) are different than the criterion for the receiving of benefits,
namely the need for health care. Although political trends drive the key reforms sage$o
achieve universal health coverage, economic trends also glaybstantial part. In particular,
economic growth generates both resources and demand for expanded hemlthprovision. As
a result, coutries dedicate increasing shares of national income to heeédtte services, more
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services are provided, and thi®rdributes to better health. The way countries reform their
systems also affects the composition of this growing health expenditure.

Increases in national income affect health spending and the cost of universal health
coverage in several ways. As houselsajrow wealthier, they are able to purchase more health
care and more health insurance. As countries grow wealthier, they can mandate larger
contributions by employers and households or they can raise taxes from a larger economic base.
At both the househtdl and government level, increasing income raises the eff ective demand for
health-care services. This increased demand is off set, to some extent, by the ways income
contributes to improved health. With more income, households tend to purchase more food,
better clothing, improved sanitation, and other goods and services that contribute to health.
Governments in higheincome countries, too, can invest in improved environmental and public
health services that improve health and reduce demand for hecdite services.

Changing medical practices seem to be the biggest contributing factor to growing health
expenditures. Such practices make it possible to prevent or treat more illnesses even as they
raise the costs of achieving universal health coverage. Ttieesgges are related to technological
innovations that substitute for earlierdrugs, diagnostics, and procedures, or address disorders
that were previously untreatable. They might also include the application of existing treatments
more extensively and intesively. Studies have shown that the application of new medical
technologies extensively and intensively accounts for between a third anethinds of the
growth in health spending in the USA and France.

Lowincome and middlencome countries are also affted by changing medical
practices. Demand for advanced medical technologies and new drugs have-dpiversts to
public health programmes in many of these countries. Adoption of these practices makes the
addressing of many illnesses and injuries possibut also increases the challenge of financing
universal coverage. Where health care is restricted to small shares of the population, simply
extending existing health services to more people is likely to be the bigger challenge.

Universal health cover& O2aiGa Y2y Seé odzi Ad R2SayQd KIF @S
can be achieved at low cost whenever countries allocate resources towards morefiarsive
care as shown in several lemcome countries and regions. Countries are likely to be more
succesgdfl if they recognise that political action is needed to direct future growth in health
spending through pooled financing mechanisms that enable the promotion of equitable and
efficient health care. Countries are more likely to succeed if they identifynastalise the groups
and institutions that are most favourable to the provision of universal access, negotiate public
roles that are compatible with their domestic political institutions, aim to extend hegsiie
access to everyone, and take advantage o$teffective approaches and cesbnstraining
strategies.

Myanmar Perspectives Myanmar Health Vision 2030 aspires to build on the past health
status improvements and move towards Universal Health Coverage (UHC). UHC would help
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achieve the Ministry'swin goals of improved health outcomes and reduced financial burden on
the poor and vulnerable, due to health expenditures. MOH has conducted four consultations on
UHC so far (July and November 2012 and September, and November, 2013), involving relevant
departments, ministries and development partners. Based on these consultations, this policy
brief outlines the main considerations that Myanmar would need to take account of, on this
journey towards Universal Health Coverage (UHC).

The Government has set @ a target of increasing health expenditures by 1% of GDP
annually between 2011 and 2015 (currently 2.4% of GDP), primarily by increasing public
expenditures on health (currently 3.5% of total government expenditures). The Government also
plans to extendsocial security benefits coverage to all Government employees, establish social
health protection schemes to vulnerable populations with support from development partners
and provide priority to ensuring universal coverage of maternal, neonatal and bh#édth
(MNCH) as well as essential drugs. Additionally, the Government is exploring other options both
to (a) increase the resources available to health sector and (b) improve the efficiency,
effectiveness and equity of health care services. The Governnseonpen to publigrivate
partnerships as one of the approaches to achieving UHC, acknowledging the large role that
private financing and provision already play in the health sector of Myanmar.

The Government's commitment to putting Myanmar on the pathWniversal Health
Coverage is strondMlyanmar recognizes that UHC can be achieved only by sufficient attention
being paid to all three of its intdinked dimensions, i.e., population coverage, service coverage
and financial coverage. The Government sabn formalize its commitment to UHC, translate it
into policy, allocate adequate financial resources and assign the institutional responsibility of
taking it forward to an appropriate departmenthe UHC movement in Myanmar will proceed
through broad congltation and advocacy efforts directed at polioyakers and political
leadership, both at the central and regional/state levels. The consultation and participatory
engagement process will go beyond the Government and development partners, to include
commurities across the country especially to understand the client perspectives on health
needs and the related financial needs, their current and future expectations on both aspects.

Increased public financing for health servicdse it channeled through th traditional
line budget mechanism or through an insurance mechanism which may involve gpaniyd
purchasing agency or a combination of mechanism®uld be the key to mobilizing adequate
resources for UHC. In this regard, MOH will work closely with take account of the social
protection policy and social security scheme being established by the Ministry of Employee,
Employment and Social Security. Other relevant ministries such as the Ministry of Finance,
National Planning and Economic Developmddfense, Forestry and Environment, Transport,
Education, etc. will also be engaged actively. The UHC financing mechanism will be set in the
context of the Framework for Economic and Social Reforms (FESR: 2012 to 2015) and the long
term National Economicdinprehensive Development Plan [NCDP: 2011 to 2030].
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Health Systems Strengthening (HSS), so as to ensure supply side reesdametber pre
requisite for UHC, which is not merely about health financing. Achieving UHC critically hinges on
ensuring the suply of sufficient quantity and quality of the needed servieé®m the public and
the private providers of health care. Therefore, all the components of health systems, including
infrastructure, human resources, supply of essential commodities includimegicines,
information systems and effective governance will be strengthened sufficiently to assure access
to service delivery of acceptable quality across the country.

The UHC consultations have initiated the process of explicitly defining an Essential
Package of Health Services (ERHS®), services and interventions to which every citizen of
Myanmar would be entitled, regardless of his/her ability to pay for it. This will be an iterative
process, involving technical, financial, and sqmititical congderations. Taking inputs of other
relevant officials and stakeholders, the package will be defined, costed, and revisited as needed.
The service coverage may have to be phased in. Different components of the package for
universal coverage would be rolledit in phases, e.g., by making MNCH and essential medicines
available to all in the first phase, with other services to be added later on, towards the eventual
goal of UHC. It is understood that the package would be subject to future updating as the
epidemiological, financial and social contexts change.

The population coverage of certain services may also need to be phased in; this shall be
achieved in an equitable manner, with a focus on the poor and vulnerable andtdwaedch
areas being a prioritySame services may be extended to the whole country at once, while
others may take time to get nationwide coverage.

The Government will appropriately coordinate the support offered by Development
Partners based on the Nay Pyi Taw Accord (2012). MOH hasadpdrthe Country Coordination
Mechanism into Myanmar Health Sector Coordinating Committee, under which seven Technical
and Strategy Groups (TSG) are being set up. One of the TSGs will focus on Health Systems
Strengthening (HSS) and UHC. Development Pasunguort is going to be vitally important for
analytical work, technical assistance and
southrsouth learning.

The initiatives charted out and essential actions collectively undertaken were to improve
health systems, and build capacity, so that univelngallth coverage could be achieved. Universal
health coverage is the overarching goal of health for all, and aims not only to provide financial
and social protection against catastrophic health expenditure to the whole population, but also to
provide equitdle access to necessary health care, including public health interventions. This was
particularly relevant to the nation as a large number of people incurred higlofeuicket
expenditure on health, sinking deep into debt in the process, with dire sowakconomic
consequences. It is therefore essential to have adedihed ESHP, ensuring an equitably access
to a need based comprehensive qualitative care to all; a legislative process in this regard will
sustain the goal
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Framework for Economic and Sat Reform

¢tKS tNBaARSYyld Fyy2dzyOSR | aaSO2yR adlr3as 27
social and economic transformation of Myanmar. In accordance with vision his and guidelines,
the Framework for Economic and Social Reform (FESR) was develgpeadutation with senior
officials of various ministries and departments of the government from the period of May to
October, 2012. FESR outlines policy priorities for the government in the next three years while
identifying key parameters of the reform gress that will allow Myanmar to become a modern,
developed and democratic nation by 2030. In this regard, FESR is an essential policy tool for the
government to realize both the shotéerm and longterm potential of Myanmar.

A detailed discussion on FES#® already been made elaborated in Part I.

Myanmar Health Sector Coordinating Committee {MSCC)

In 2011, following decades of isolation, Myanmar embarked on an unprecedented
opening up and reform process. These seismic shifts have raised the hojiespebple for
RSY2ONIX GAO NARIKGA YR KIFI@S ONBIFIGSR aA3IyAFTFAOlNy
been welcomed by the international community and have been accompanied by rising levels of
aid. These funds, if properly handled and spent, offer2zahJLJ2 NIlidzy Aié G2 KI Ny Sa
economic potential and make it work for poor people by reducing inequality, providing essential
ASNIAOSA:E o0dzAft RAY3I NBAAETASYOSsE |FyR LINRY2GAY3
commitments are still a long way off detring a fully functioning democracy, but geqdality
aid can help speed up and deepen those democratic reforms if it is delivered in a way that
supports accountability to citizens and empowers the government and people to fight poverty
and inequality. is means aid needs to:

Support civil society and the public to voice their concerns to government;

Help to increase transparency in government processes;

Build the capacity of civil society to monitor budgetary and other government

processes;

1 Strengthen bhe role of citizens in shaping the development agenda by giving them a
voice in designing and implementing aid and development policies that target their
needs;

1 Strengthen core government functions to deliver on essential services and security,

maintain hunan rights and justice, and ensure a fair distribution of growth and

prosperity.

The Government of Myanmar has shown leadership in taking the first step towards good
quality aid by agreeing the Nay Pyi Taw Accord for Effective Development Cooperation, a
commitment that sets out how the government will ensure that development cooperation is
accountable, democratic, and targeted towards reducing poverty and inequality. In addition, key
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policy processes, such as the Framework for Economic and Social RefaintiseaNational
Comprehensive Development Plan, have been developed. Critically, the development of
a@lyYIFINRa FTAR | NOKAGSOGdzNBE 2FFSNB | dzyAljdzS 2LJ
building of resilience to shocks, stresses, and uncertaingfusive, equitable, and sustainable
ANRPgUGK O2dA R KSfLI 42 NBRdAzOS adlyYlI NRa RS@lIaidl a;
longerterm prosperity. Key obstacles to development and economic growth are conflict and the
threat of disasters from natad hazards, and sufficient levels of predictable, ggodlity aid are
essential to meet immediate humanitarian needs and to build resilience. The international
community and the aid it provides can be key catalysts, but to be effective and have a
coordinged approach through forming the Myanmar Health Sector Coordinating Committee (M
HSCC).

M-HSCC is the main health sector partner and stakeholders coordination structure in
Myanmar,the Ml ST f G K { SOU2NJ / 22NRAYFGAYy 3 [ 200k 6§ SS |
in obtaining the following expected benefits:

O«

1 Improved health care coverage
Reduction in morbidity

Improved health status of the people
Improved medical education
Development of health research
Development of traditional medicine

=2 =4 =4 =4 4 =4

Improved healtrknowledge of the people through effective information, education and
communication activities
These Governance Baws were drafted and endorsed by theeWSCC as a guideline and
a reference, and is binding upon the Secretariat and Executive Working GfadpiSCC, M
HSCC Chair and Vice Chair, all Members of #i#S@C. The Governance Manual should remain a
living document and be regularly updated to correspond to the actual situation of tHh¢SKIC.
This ongoing review process must be conducted via graligcussions and the reception of
comments from all MHSCC members until a final version of the document is officially approved.
The Myanmar Health Sector Coordinating Committee has a broad mandate as a national
coordinating body for all public health sectissues. The Governance Manual lay out the
guidelines for the MHSCC members to guide the Ministry of Health in strengthening the Health
Sector. The MHSCC was established as an expansion of the scope of work and areas of oversight
of the former MCCM, aGlobal Fund Country Structure in charge of overseeing the national
response to AIDS, malaria, tuberculosis, as well as supervising the implementation of maternal
and child health strategies and the achievements of Millennium Development Goals.
The objetives of the MHSCC Governance Manual are:

1. To provide a reference framework that facilitates the understanding of the organization
and general operation of the MISCC, the coordination structure in charge of overseeing
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