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First

1. HO&HE3E0PT (X-Ray)

1.8E - ZlFE (Chief and vice chief)
2.7 ¢ L LERZE (FiFkm Drying Room)
3. 7 4 VLA (Film storage room)

4. 5 %2F (X ray reading rcom)

5. T3— - LEKZE (Echo ECG)

6.B&= (Dark room)

7.3&% (Waiting room)

8. 34758 =F (Endoscopy room)

9. {&FE (X ray room)

2. 9t3% (Out-patient Unit)

10. AF$E2 2= = (Physiciant room)
11. FEHZ (Heal th Educt-room)
12. ¥ E (Cosul tation room)
13. A& (Storage)

14.%F (Drug distribute room)
© 15. BfEZE (Serious case room)
16. f@FR (Toi let)
17.%406 — Waiting lobby)
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1/400
1, 265m

Floor Ptlan

3. ZEHFIZBPY (Pharmacy Unit)

18. EHIFHEZF (Pharmacy chief)

19. BFEZE (Staff room)

20. ¥54%E 5L E (TB drug central store)
21. %2 (Reagent store)

22 . EFEH1EIE (Medical material store)
23. /N>t R EESLE (Hansen drug store)
24, &%F& (Document room)

25. Bt E5aE (Distribution drug store)

26.
27.
28.
29.
30.

FER — v (Entrance hall)
JB8F (Corridor)

iz (Courtyard)

E&EZE (Library)

£35E (Meeting room)

31.
32.

2 E (Laundry room)

K7 - BEEZE (Pump and generation room)
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4., 7075 LEEIBM

(Program Management)

33.
34.
38.
36.
37.

.2 —FKE(Director’s office)
gl 2 —KE(Vicd director)
WEE (Secretary)

ALHILE L ME (Consultant)
& (Toilet)
5. 1222 (Technical Office
38. BE=E (Chief office)

39. 34 - BEBE

(Training and supervision)

40. LR AT IEE (Dot’ s home of
41.{2FEHE = (Heal th education)
42. & fE (Storage)
43. 855t - StEE

(Statistics and planning
44 HINES 5 (Technical committee)
45, B (Toi let)
46.3HZE (Kitchenette)
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47
48
49

7.

50
51
52
53

8.

54
55

56.
57.
58.

59
60
61
62

. BP9 (Administration Office)
BEEZ (Chief office)
L EE (Secretary office)
{&Ff (Toilet)
&ETE% (Accounting Office)
BEZ (Chief office)
EHEE (And staff)
FIZE (Clerk office)
@ (Toilet)
FEEEEFY (Laboratory Unit)
—fE+2ZEZ (Routine laboratory)
HAE - BEE
(Research laboratory and culture)
HFH{EE (Reagent preparation room)
A& (Storage) _
BE - BIBHEZE (Chief and vice chief room)
SEMIEHEE U= (Microscopy training room)
¥ {%Z= (Preparation room)
N3 = —(Balcony)
.tk (Void)
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WEERTOLEHEY X P EBRFEL OB

T i FIS i %
CHDP A
. T TG (Program Management office)
AL TA] 7A]
e BV R E S RER
H s WrlE= (Director room) 158 24dm| 1= 1 8mf
W IezE (Vice director room) JEH I'56m| 13 12m
F 25 (Secretary) JES 18
7 F2XA4F=%i(Advisors office) 3% 45m| 1% 1 6m | RFEBAINHE "Consultant™
N°T Piifs54{(National Anti-Tuberculosis Program) S 1 8nf
it 102m 64m
s T (AdninTstratton olftce)
AN v 1 OAT 1O0A]
R T o X O ORI
HAES 18 14
FE5EE (Secretary office) . 15 I4m
= (Library) 1E 2m | 15 33
B3 2E 58
il 70m 91w
. alaF(Accounting office)
A 8A] SA]
TEiE RO RBIT T A oL Lo
FES T (Chief office) 18 16m]| 12 12m
K% F 28 (Staff rooms) 2= 28m| 12 35m
racz (Clerk office) 1% 16m
& 6 0m 4 7m
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. T (Techmical oifice)

N | 6A] 6 A1
HETE [HER R HIL B S MY A
HiES il &= (Chief office) 1= 24dm] 1= 170
IMEIEETE S (Training and supervision) S 21w
{EEEF AT FIZE (DOTS home office) A 21
TEMEFGT = (ealth Education) 13 2 4nr
i3 i (Storage) ' 15 24m
ARl sl (Statistics and planning room) 15 42m :
ik 4 (Neeting room) S d2m | 18 7 T o’ | RTWENE "Technical committe”
5 7 g5z (Home care unit office) 12 14m
Al 198m 102m
5. BRI (Laboratory Unit)
A | 14N 14AT
TERE HHCT 2155 MU ‘
Al ARETWEES (Chief and vice chief room) [ 2Im[1E 16m
— e = (Routine laboratory) , 2 = 98m| 2% 32m
WFoE ~ FEREJIEREE (Research and culture laboratory) | I 4 9m ]| 335 37w
IEEEIETT 52 (Reagent preparation room) 15 I6m| 12 T6m
M (Storage) 2= 4 2m | 3= 3 2o | FRMENO 031 &
|t BT = (Microscopy training room) 1z 4d5m| 15 22m
i (Preparation room) 1= I In’ _
LTEIKIZE (ECG room) 1% 2 1m TN B IR T =3 5
_ (Echo ECG)
4% - TFIKZ (Collection, smearing and stalning) 1% -18m’

il 303m 168w




- R (X-ray Unit)

AN . | 6A] 6 A
T B AN R U A e AR TR AN R AP F R B g
S W - FFTHZ (Chief and staff room) 2% 35m IR EEE AR Q)
T4 WATGERZEFiIn drying room) 133 2 1o
7 4 VAT % (Filn storage room) 1% 2 1m
S (X-ray reading room) 132 T1m | T8 I Inr
253551 (Meeting room) I 42m IR TEAEY AR N Y M 2Y )
%= (Dark room) 1% TIm|1ZE|] 10m
FEZ (Waiting room) TS I 6m BITENIRE T Z A0
WeizZi (X-ray room) 12 21m| 3% 64
P IEE=E (Endoscopy room) 1% 28 | 1 & 21m
% {F{Reception room) 12 16m
al 206m 122
. AR T (Pharmacy Unit)
A [ 10A] T10AT
TRIE SR E Y X EIE SR
anE = (Chief room) 1= 21m] 18 2 6n
F A= (Stalf room) 2% 35m | 1 & 32w | BITE T & FT
i SENZI (T8 drug store) 1% 2 1o
i385 (Reagent store) 1% 2 1o
HE I (Distribution drug store) IR 24m | SE 95w | B 23 # WAL T A
TRIFET ¥ % (Medical material store) 1% 42m
TCanME(WFP store) S — 2% 3 8oy | AP v
T (Document  room) 12 1 1m
it 175m 1791 o | ATWEAME "Hansen drug store”
Ndh s




8. FUEEZFI (Out Patient Unit)

AL IS A I15A
BERE ﬂ%ﬁ%@?%‘Mﬁ#%%iéhtiﬁﬂ@ﬁ@\ﬂ%ﬁﬁN@ﬁﬁﬁiw%&‘%HK%76%£&Wtﬂﬁ@@ﬁﬁ$%N
LR EiEHE
HAE A HEZ (Physician rooms) 2= 42m| 3% 51m
"FEFR = (Health Education room) 18 25m BB T Z FIA
F1EKZE (Consultation rooms) 28 46m
2 HE (Storage) 1% 30m HiE e
| %5 (Drug distribute room) 1€ 21m| 28 32m | FRERXZFEZ s AIZHFANRT WS
FHEE (Serious cace room) S 21lm| 1 & I3
TFEOE— (Waiting lobby) 2] 60m S R AT
TR S I8
AT R 2E 2 1nf
HREGHE S 33m
&t 245m 173w
G . Bt &8 (Garage and Driver Unit)
AFL | 5A] 5A1]
T% AE HEOEERERT ’ .
fEZ= | BLE (Garage) 1= = T1Z | 19 0m | aTERMICED
(L FIEE (Drivers room) 1= = I 8 | ATEIKEICE
TR % (Laundry) 1% 78m | 12 1 4o
BT - Rtk (Pump & generation room) 1= fOm | LR 36m
LEE 3E 34m
TEES 1= 35w
EEL TR 30m
| IR T 18m
Hi 838m 311m
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(Details of the relation between the requested facilities and the existing ones)

TH 7S &R ORI D O TS TP

Progranme Management Office and Ambulatory DOTS Office PR i 7% MR S Tw A
A% 7 7 B (Number of staff) §2A
¥ — K% Directors room) 1% 24am| 1% T RR
-t 7% == Vice-Directors room) 2% 30w | 2 THRNZ1IE, "rErmtry—
21
7 F/xA =2 (Advisers office) 3= 45m| 0
F-— 7% (Chiefs office) 18 14m
J-—~ 7% {Chicls office) 1% 16m WHHIZ 32, Ny —
F— 72 {Chiels olTice) 2% 4 8m| 4% (215
Jef5 2 (Stalf ofTice) 2E| 28
Jef5 7 (StalT oflice) TZ] 21w :
B2 (Staf T office) 35l 72 TERRREZ 2 25, RMRARHOC 1 &,
RIS = (Staff office) 2% Bdm' | 48 Nl —ID 18
iV 2 (Secretary office) 1% 14m
, (Secretary office) 1% T8 | 18 T I
TiT5Zi(Clerc office) 1% 16m| [ = LEUIED
M (Strage) 15 24m| 15 EaRUET
TS (Library) 1= 42| 1T&E [T
77 7 L A% (Conference room) TE | 200ATMT] 0%
L 2i (Meeting room) SE({126m | 1% AT
firi1 25 (Dormitory) 5 20 G [ 02
SEAcH (Parking:cars) 50575
LR B (Parking:motorcycle) 10059




Official H1V and AIDS Case Report

Countiry: Cambodia

World eaith Organization

Regional Office for lhe

Weslern Macific

Date of last report : 01 September 1997

Case report cumulative to: 31 December 1997

Narmne of reporter: Dr CHHUON Samrith

Updated report includes cases cumulative to: December 31, 1997

Address: Ministry of Health, National AIDS Program

# __ _Kampuchea Krom Avenue Phnom Penh Cambodia
Fax/Phone: (855) 23 7225135

E-Mail: nap@worldmail.com.kh.

Cumulative Tolals Unknown year Before 1991 1991 1992 1993 1994

Up lo 31 Dec 1997 1janto 31 Dec 1991 | 1janto 31 Dec 1992 | 1janto 31 Dec 1993 | 1janio 31 Dec 1994

HIV | AIDS | HIV | AIDS | HIV | AIDS | HIV | AIDS | HIV | AIDS | HIV | AIDS | HIV | AIDS
TOTALS: Number 11807 978 0 0 0 0 3 0 91 0 204 1 646 14
'AIDS Deaths ‘ 165 0 0 of 0 0 i 9
Gender: Males 3743 108 0 0 0 0 0 0] 62 0 141 0 394 9
Females 3237 23 0 0 0 0 0 0 29 0 10 1 145 5
Unknown 4827 847 o] 0 0 0 3 0 0 0 53 0 107 0
Sub total 11807 978| 0 0 0 0 3 0 91 0 204 1 646 14

Age: less than 13 years 350 198 0 0 0 0 0 o] 0 0 0 0 9 1
1310 19 years 985 2 0 0 0 0 0 0 2 0 8 1| 45 1
20 to 29 years 4154 45| 0 0 0 0 2 0 68 0 68 0] 272 7

30 to 39 years 1875|. 42 0 0| 0 0 1 0 7 o 44 of 111 4

40 to 49 years 368 13 of 0 0 0 0 0 4 0 2 0| 23 1
50 years and older 147 246 0 0 0 0 0 0 4 0 0 0 10 0
Unknown 3928 432 0 0 0 0 0 0 6 0 82 0 176 0
Sub total "11807| 978 0 0 0 0 3| 0 91 o] 204 1| 646 14
Transmission: Homo/Bisexual 0 5 0 0] 0 0 0 0] 0 0 0 0 0 0
Inj. Drug User 3 0 0 0 0 0 0 o] 0 0 0] 0 3 0
Heterosexual 5085 348 0 0 0 0 0 0 61 0 1 1 190 13
Blood transi/prod. 0 0 o] 0 0 0 0 0 0 0 0 0 0 0
Mother-Infant 350 198 0 0 0 0 0 0 0 0 0 0 9 1
Other/Unknown 6369 427 0 0 0 0 3 0 30 0| 203 0| 444 0

Sub total 11807 978 0 0 0 0 3 0 91 0 204 1 646 14

Note: Totals for HIV cases include AIDS cases as well as asymptomatic HIV infections

. Reporting year covers the period 1January to 31 December

Page: 1
Printed on :5/28/98
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Official HIV and AIDS Casce Report

Country: Cambodia

Dale of last report

: 01 September 1997

Case report cumulative to: 31 December 1997

1995 1996 1997 1998 1999 2000 2001

1janto 31 Dec 1995 | 1janto 31 Dec 1996 | 1 jan lo 31 Dec 1997

HIV | AIDS | HIV | AIDS | HIV- | AIDS | HIV | AIDS | HIV | AIDS HIV | AIDS | HIV [ AIDS
TOTALS: Number 2520 91| 4241 300 4102 572
AIDS Deaths - 15 - 72| ¢ 69
Gender: Males 749 9] 1028 101 1369 80
Females 730 11 1197 7 1126 9
Unknown 1041 81 2016 283; 1607 483

Sub total 2520 91| 4241  300| 4102] 572|

Age: less than 13 years 62 5 123 61 156 131
1310 19 years 218 0] 469 o 243 0

Ww2oyears | 838 6| 1721 o| 1185 32 T
30 to 39 years 304 3| 619 0| 789 35
40 1o 49 years 36 0 131 0 172 12
50 years-and older 14 1 52 239 67 6
Unknown 1048 76| 1126 0f 1490 356
Sub total 2520 91| 4241 300 4102 572
Transmission: Homo/Bisexual o] 0 0 5 0 0
Inj. Drug User 0 0 0 0 0 0
Heterosexual 946 75 1921 174 1966 85
Blood transprod. | 0 0 0 0 0 0
Mother-Infant 62 5( 123 61| 156 131
Other/Unknown 1512 111 2197 60[ 1980 356
T subtotal T | T2530|  9i| 4241|300 4102 572

Note: Totals for HIV cases include AIDS cases as well as asymptomatic HIV infections. Reporting year covers the period 1January to 31 December

Page: 2
Printed on :5/28/98



Distribution by sex, age, . ation of target populations , HAV Jentinel Surveillance 1997

Total Sex Location Age group
Female | Urban | Rural <13 14-19 | 20-29 | 30-39 | 40-49
Total samples
Total Positive Cascs 896 | 254 | 642 | 677 | 219 | 0 |15t | 483 | 193 | 49 | 20

Collected sample
Pregnant Women Pos. cases

Prev.

Collected sample |

In-paticnts Pos. cases

Prev.

Collected sample |

Commercial Sex Workers |[0s. cases 445
Prev. 39.3%

445
39.3%

280 29
312%

41.5%

Collected sample |

Police Pos. cases
Prev. T 6.0% - 6.0% 0.0% 60%  59% 83%  63% . 63%  S5.1% - 0.0%
Collected sample 89
Military Pos. cases
Prev. 1% 12%  0.0% - 62%  8.1% 279%  19% 85%  49% 3%

Collected sample

Tubcreulosis patients  [Pos. cases

Prev. 52%  1.0%

8.8%  3.5%

124%  6.1%

National AIDS Control and Prevention Program, Cambodia.
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2 HIV Seroprevalence among tubercielosis patients in Cambodia, 1996

Provinces

Kratle 28 0% ( 14/50)

11.5% ( 22/182)

Phnom Penh

Kampot~ 8.0% ( 3/50)

Battambang ( ] 51% (6/117)

Kempong Cham 3.4% (4/118)

Takeo 3.0% (5/167 )

Banteay Meanchey 3.0% { 5/168)

Kampong Speu 2.9% (2770} ,
Kandal 2'87" (4/144)
i 1.7% { 1/58)

Kampong Chhnang
- I

S{em reap 1.5% ( 4/258)
Kampong Thom 3% (‘“77)
Svay Rleng 0.0% (0/146)
Prey Veng 0.0% (07210)
; — e e o
0.0% ) 5.0% 10.0% 15.0% 20.0% 25.0% 30.0%

HiV Prevalence

Source ; Natinal AIDS Control and Prevention Program
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Organization chart of National Tuberculosis
Leprosy Program -

DIRECTOR
(TB/LEPROSY)

VICE DIRECTOR VICE DIRECTOR
(INCHARGE OF TB) (IN CHARGE OF LEPROSY)

TECHNICAL WORK GROUP
(TWG)

TRAINING AND SUPERVISION

I ECSTATISTICS AND
PLANING

REFERRAL
LABORATORY

FINANCING

PHARMACY

GARAGE




Organization chart of National Tuberculosis
Leprosy Center

DIRECTOR

l

VICE DIRECTOR

i

TECHINCAL BUREAU

HOSPITAL

DISPENSARY

RADIOLOGY

LABORATORY

PHARMACY

DOT’S AMBULAT.

DERMATO-LEPROSIS.

CONSULTATION

1

ADMINISTRATIVE BUREAU

SECRETARIAT

ACCOUNTING

STASTITICS PLANIG
IEC

MAINTENANCE

GARAGE
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Health Policy and Strategies, 1996-200

1. Health situation:

Basic statistics (1995)

Total population {million): 10.2 | % OF Children age one Immunized
Age >15 (% to total): ® 56.3 | against Meales/Polio/DPT/BCG 75-80-79-95
Sexe Ratio Female/Male (100) @ 120.5 | % of pregnant women immunized
Size of household (inhabitant) @ 5.6 | against tetanus (T,+) 33
Women headed household (%) @ 21.2 | % of population with access to
health services (rural/urban) 25/80
GDP Growth (%) ® 7.6
GDP (US$ millions) ® 289 | % of population with access to safe
water (rural/urban) 26/65
Life expectancy at birth: 51.6
Infant mortality rate (per 1000 115 | % of pregnant women received 1
live births) antenatal care visit 44
Under 5 mortality rate (per 1000 181 | Population per bed 1000
live births)
% of infants with low birth weight 17 | Population Medical DR./MA* 4000
% under weight children (under 39.8 | Annual household expenditure for
5) medical care { US$ per capita) 19
(weight for age)
% of women breast-feeding Annual national budget devoted to
(3/6/12 months) 100/93/ | health sector (US$ per capita) 1.8
72
Annual intemational budget de-
voted to health sector (US$ per 3.1
capita)

® National Institute of Statistics of Cambodia, July 1995.
@ Socio-Economic Survey 1993-94, Ministry of Planning.
® Ministry of Economy and Finance, Prakas n® 313, August 31st, 1995.
- Medical doctor/Medical assistance: staffs of the Ministry of Health of Cambodia.

The Kingdom of Cambodia occupies a territory of 181,035 squares kilometers. It is
located in the Southwestern of Indo-China. The country has an estimated 10.2 mil-
lions inhabitants, with approximately one million living in the capital city, Phnom
Penh .

The birth rate is amongst the highest in Asia, estimated at 43 per 1,000. The an-
nual population growth rate is approximately 2.8%. About 43.7% of the total
population is under 15 years of age. Women constitute .55% of the adult population
and play a major role in food production through hard manual labor.

The health status of the people of Cambodia is amongst the lowest in Asia. Reli-
able mortality and morbidity data are rarely available in Cambodia - most are hos-
pital based and most of the survey$ conducted in the past were in a3 small scale ;
thus not representative of the whole population - and an urgent updated baseline
for health data is required .

Infant mortality rate (IMR) is currently estimated at 115 per 1,000 live births
and the under-five mortality rate at about 181 per 1,000 live births. The major
causes of infant and child death and disability in Cambodia are diarrhoeal diseases,
acute respiratory infection, disease preventable by vaccinations and, more recently,
dengue haemorrhagic fever. These are compounded by protein-energy malnutrition
and micronutrient deficiencies.

Maternal mortality rate is currently as high as 473 per 100,000 live births, the
immediate causes of which are mainly complications of abortion, eclampsia and

HPSTR.DOC Page 3

—102—



Health Policy and Straregies, 1996-2000

haemorrage. In general, the antenatal care service is not sufficient for pregnant
women with inadequate materials for delivery problems and for transfusion. A
comprehensive birth spacing policy has been approved and a National programme
has been developed in 1994.

Acute respiratory infections (ARI) and diarrhea are the two major childhood
diseases, together accounting for 50% of all pediatric consultations reported by the
public health services. Of the two, acute respiratory infections are the most impor-
tant reason for hospitalization and out-patient consultations with almost 20-30%
and 10-20% of all pediatric out-patient consuitations and hospitalization respec-
tively. (statistics in 1995) . Surveys have shown that children under 5 suffer four to
five episodes of diarrhea each year totaling an estimated seven million episodes
annually.

Only 26% of the population in rural areas and 65% in urban areas have access to
safe and reliable supply of water. This, together with poor sanitation and hygiene
- practices has lead to very high prevalence of diarrheal diseases.

The number of poliomyelitis cases was reportedly 300 in 1994 and 168 in 1995.

Malaria is also a major cause of illness and death in Cambodia, with nearly
100,000 cases and 1,000 deaths repcrded per year. The case fatality rate is 1.5%.
The real figure could exceed this number because most of patients did not come to
hospitals. In addition to the human loss, malaria in Cambodia also has economical
impact on the population. The Ministry of Health, therefore, considers malaria as a
major communicable disease problem in the country, causing economic and social
damage .

The infectious agent responsible for most cases is Plasmodium falciparum. In
many areas it has developed a degree of resistance to most commonly used drugs.
The vector responsible for the bulk of the disease, Anopheles dirus, is a forest
dwelling mosquito.

Since its first major appearance in 1981, Dengue Hemorrhagic Fever (DHF) has
grown to become an important cause of childhood mortality and morbidity in Cam-
bodia. In 1990, 7241 cases and 339 deaths were recorded. In 1993, 3801 cases
and 168 deaths were reported mainly in Banteay Meanchey and Battambang prov-
inces. In 1994, there were 1688 recorded cases and 89 deaths. In 1995, another
serious outbreak has occurred in the country with 10,208 cases and 424 deaths.
The disease has both increased and become more widespread. The vector, AEDES
AEGYTI, can be found throughout Cambodia and outbreaks are no longer re-
stricted to urban centers but occur in rural areas as well.

Tuberculosis is considered to be one of the most important communicable disease
in the Kingdom. The disease is esfimated about 30,000 total cases annually . In
1995, approximately 15,000 new cases were detected and treated. In addition, 120
patients with the positive sputum per 100,000 inhabitants were also detected. An-
nually, the infectivity rate was 2.7% in 1967, 1.8% in 1992, and 1% in 1995.

In addition, the TB-AIDS has been detected in 1992 and in 6 provinces in 1995:
0% in 1992 in Phnom Penh, 7.9% in 1994 and 11.3% in 1995. Other provinces had
lower rate than Phnom Penh: 0% to 10%. The National Program Anti-tuberculosis
puts into practice the treatment strategy “ Direct Observed Treatment with control
.and Short course “ in 80 hospitals among 120 hospitals. This kind of treatment is
on going without payment from patients. In 1995,the cure rate was 80%.

The rapid spread of HIV becomes a public health problem in Cambodia. Recent
sample surveys shown HIV prevalence rates of over 38% (382/1,007) among
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commercial sex workers in some areas. Blood donors tested HIV positive have in-
creased from 0.1% in the early 1991 to 4,2% (625/14,778) in 1995. An infection
rate among pregnant women was 2.6% (23/870). HIV/AIDS has posed a serious
public health problem in the country.

At least 750,000 children under five years of age suffer from various forms of mal-
nutrition in various forms. Surveys done from 1991 to 1994 showed that the pro-
portion of children with weight for age less than 80 % of the standard was 39.8 per
cent. Chronic malnutrition was 38.4 per cent-to 62 per cent. Acute malnutrition was
found in 44 per cent. Vitamin A deficiency status exceeded the minimum WHO
public health standard for Bitot's spots (0.8 per cent) and night blindness, almost
six times (5.6 per cent) of the WHO standard of one per cent. While data on iodine
deficiency disorders are limited, a survey in 1989 in the northern province of Rat-
tanakiri reported a goiter rate of 19 per cent among adults.

The influx of vehicles is a major cause for concern of road accidents. Monthly
hospital data show that there are 500 to 600 traffic accident admissions with the
case mortality rate of 2.2%.

The hospital admission by land mine accidents continue to claim 300 victims per
month (statistics in 1995).The amputation prevalence rate due to the mines is 1
per 236 person i.e. the highest proportion of amputees in the world.

Other causes of disability are also high and includes: mental disorders, poliomyeli-
tis, meningitis, leprosy, tuberculosis, eye disease (especially due to vitamin A defi-
ciency}, and middle ear infection causing hearing loss. For the under-15 year old
disabled , 43% were caused by polio, 16% by mental disorders and 21% are due to
amputations.

The Cambodian Ministry of Health recognizes, and is much concerned, that highly
traumatizing events such as the prolonged war, the dislocation of families and loss
of relatives, and the constant fear of mine injury, have resulted in considerable
psychiatric morbidity, with large numbers in need of psychiatric and counseling
services. Studies among displaced Cambodians in barder camps shown an unusual
high incidence of mental health problem. However, the Ministry of Health is pre-
paring the psychiatric service.

Health Infrastructure:

The naticnal health system was organized into four levels: central, provincial, dis-
trict and commune. The central level consists of two training institutions, 6 national
institutes, one drug factory and eight national hospitals with a total of 1,786 beds.
The provincial level consisted of 22 provincial health departments and hygiene sta-
tions and 23 provincial hospitals providing a total of 3,837 beds. There are four re-
gional nursing schools located in the province of Battambang, Kompong Cham,
Kampot and Stung Treng. The district level consist of 164 district hospitals provid-
ing a total of 4,703 beds. The national Centres and institutions are responsible for
19 national programmes. The Ministry of Health (MOH) is directly responsible for
three additional national programmes, namely, essential drugs, health education
and HIV/AIDS control.

Prior to 1994 the Government Policy was for one infirmary to serve one commune
and a hospital to serve every district and every province. The allocation of health
facilities, staff, medicines and budget was therefore determined on administrative
basis. As there are districts in Cambodia which are more heavily populated than
some provinces this has resulted in an inefficient allocation of resources. For in-
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stance, although the national average population to bed ratio is 1,000 but the ra-
tios range from 380 per bed to 2,300 per bed.

The health infrastructure characteristic is inadequate. Therefore, National Infra-
structure Map should be done in order to be a basis for developing the public health
infrastructure and health services. Now, the MOH has started to reform the health
system based on the equity criteria and oriented towards providing basic health
services. In 1995, the MOH approved a new health system for the organization of
provincial district and commune health services based upon a redefinition of the
criteria for location of health facilities together with a definition of a basic minimum
services package to be offered at each level organized by the Ministry of Health.
This Plan entitled the health coverage plan is based upon an equitable geographical
access to basic health and referral services for the population in order to optimize
the allocation of scarce health resources. At the provincial level, this will be result
in two levels. The first level known as a provincial level and the second level known
as referral system which will be based upon the heaith centers surrounding a re-
ferral hospital. Low levels of literacy and of awareness of basic principles of health
and hygiene, including child care, prevent people from taking the right decisions to
avoid or manage health problems while, at another level, the absence of reliable
information to assess public health problems stands in the way of effective action
to address them.

3. Human resource situation:

The Pol Pot regime (1975-79) devasted the Cambodian professional classes in-
cluding health professionals. Only 50 medical doctors remained after the fall of Pol
Pot regime. Thus, to fill in the gap in health human resources in the early 1980's,
"crash course” training was provided, mainly focusing on curative care. The poor
quality of this training partly explains the inadequate technical capacity of the pub-
lic health services today. There are currently 23,270 health workers at all levels
employed by the MOH (17,964) and other government agencies. Two thousand of
these workers were trained in the border camps. The various categories of health
workers include 1,201 medical doctors, 1,988 medical assistants, 47 dentists, 321
pharmacists, 3,106 secondary nurses and 1,316 secondary midwives.

The low level of salaries, US$ 10-20 a month, for government health workers and
the need for supplement income through private practice prevent proper staffing of
hospitals and health centers, and promote unofficial payments by patients using
public health services. As a result, quality public health services are scarce, their
credibility low and their actual use even rarer. Supervisory mechanisms hardly ex-
ist. This weakness of the public health sector is being exploited through the provi-
sion of poor quality services in the private sector which are increasingly used by
the people, though their cost is high and relevance often doubtful.

The urgent need is the following:

- Improve the educationa! institutions such as medical school and four regional
nursing schools in order to increase the ability of students responding to the
need of health of people, especially to the minimum package of activities.

- Create the integration system for continuing the training. The health staffs
should be trained existing school or institution where we already had.

- Finalize the strategy for human resource development according to the evolu-
tion of the new health system.
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HEALTH FINANCING:

There are three main sources of health care financing: Government, External Aid
and out-of-pocket payments by patients. In 1995 The Royal Government spent only
US$ 1.8 per person per year on all health services. Despite this limited amount,
approximately 70% of the available budget in 1995 was spend on rural - provincial
an district level - services and less than 20% of the overall budget on salaries. This
is the opposite of the situation of most least developed countries and an indication
of MOH commitment to rural health care in line with national priorities.

International data indicate that an adequate public health coverage in least devel-
oped countries requires an annual budgetary expenditure of approximately US$ 12
per person. In other words, the health sector is suffering from severe under-
funding. As a result, the Socio-Economic Survey 1993-94 reveals that medical ex-
penses are the second largest item of the household budget in rural areas, next to
food. On average, a Cambodian household spends the equivalent of US$ 100 per
year on health care, which represents about 8 per cent of total household expen-
diture. This translates into a per capita health expenditure of US$ 19 per year,
which is 10 times more than that provided for in the national health budget. Do-
nors have made considerable contributions to the country's health sector in recent
years. It is estimated that the total aid flow to the health sector, including support
provided by NGOs , amounted to over US$ 37 millions in 1995, which was two
times the governments health budget during the same period.

This financial gap is both serious and illustrative of the financing problem facing the
Government. Even though increasing health expenditure is an imperative, in this
process, identifying appropriate actions to protect and support essential expendi-
ture, ensuring better quality and effectiveness, while taking into account of the in-
terim transitional phase of fisical stabilization and economic transformation, is criti-
cal. This is the purpose of the high level of external effort that can be reasonably
expected to be continued and intensified as already shown by commitments al-
ready made at ICORC I, II and III.

With these issues in mind, the MOH has developed a carefully prioritized pro-
gramme of health reform and service delivery within a reasonable resource enve-
lope. This envelope is based upon the reasonable assumption that the Royal Gov-
ernment contribution’s to the health sector will increase in a carefully phased man-
ner to meet a sectoral allocation equivalent to 2 per cent of GDP or the regional
norms for expenditure on health in low-income countries, whichever is the greater,
by the year 2000. 1t is estimated that this would result in the equivalent of US$
124 million being provided from the national budget during 1996-98

The Cambodia's National Constitution ( art. 72 ) states: * The health of people
must be assured. Poor people are exempted from paying medical examination in
hospitals, infirmaries and public maternity wards The government is organizing in-
firmaries and maternity wards in the rural areas “. The Finance Law (No. 006 pro.
sor. hor. var) includes specific articles linked with the management of users charge
systems, for which application in the public health sector must be reviewed. Re-
cently, the Royal Government permitted to create the Interministrial Committee
that consisted of Ministry of Health, Ministry of Finance and Economic, Ministry of
Social Welfare, Representative of the Council of Ministers to applicate on the pilot
testing of cost recovery schemes and, to ensure sustainable development. This
committee is considering ways to generate the health financial law which will be
approved for applicating in 1996. '
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A. The Royal Government of Cambodia ( RGC) affirms its mission to improve
the health and well-being of all Cambodian people:

1. The RGC recognizes both public and private health care systems;

2. Giving special attention to health education, preventive and curative health
cares for people living in the rural areas by organizing health centers and ma-
ternity services; :

3. Reducing infant and maternal mortality rates through mother and child health
cares; :

4. Controlling communicable diseases, especially malaria, tuberculosis, dengue

haemorrhagic fever and acute respiratory infections;

Controlling the spread of sexually transmitted diseases, especially HIV/AIDS;

6. Improving the supply and distribution of drugs for people, if possible, by or-
ganizing local drug production using local raw materials; otherwise by be‘tter
management of international tendering, procurement importation and distribu-
tion .

v

B. After developing the health policy and strategy, the l?dinis.try of Health had
it long term prospective in developing the health services in the country.

Significant investment by the government and partners has been made in the de-
velopment of both policy and management and planning capacity within the MOH .
At the end of 1995, the new health coverage plan for the provincial and district lev-
els was also formulated . Additional investment has been made in a number of pri-
ority health programs, with varying degrees of success. In the implementation of
National Programs for Rehabilitation and Development , the Ministry of Health was
decided by the Royal Government as a pilot Ministry in order to reform and to de-
velop the health sectors. This is guided by the overall public administrative reform
programme. The reform process contains 5 specific components:

- Strengthening the management of the Health System,

- New Health Information System,

- Human resource development and health government staff management ,
- Resources coordination ,

- New health financing mechanisms.

In response to national policy and strategy development, the MOH has developed
health service development programs which are feasible and appropriate acco.rding
to priority needs and to ensure that most of the population will access to services ,
especially those living in the rural area .

The overall aims of MOH are to:

1. Meet the critical needs of the people, especially health education and promo-
tion, preventive and essential curative services, and particularly for those living
in rural areas.

2. Provide a cost-effective standard of health care for women and childr'en, espe-
cially through immunization, birth spacing, antenatal care, safe delivery, es-
sential obstetrical care and essential clinical services.

3. Reduce the burden of communicable diseases especially malaria, tuberculosis,
STDs/HIV, diarrhoeal diseases, acute respiratory infection and dengue haem-
orrhagic fever.
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C.

4. Monitor, coordinate and distribute equitably significant resources from interna-
tional and non-governmental organizations . Ensure sustainable development
with considering ways'to generate revenues at the community level.

The Ministry of Health Priorities are to:

Extend basic health care services based upon a cost-effective, but essential
minimum package of curative and preventive health services covering all com-
munes in the country; a system that will be based on the " District Health
System Approach " and more successful with community participation;

Promote women and child health through birth spacing ,good nutrition and hy-
giene practice within the family through the improvement of the delivery of es-
sential maternal and child health services;

Reduce the incidence of communicable diseases , particulrly malaria, tuberculo-
sis, sexually transmitted disease and HIV, diarrhea, acute respiratory infections
, diseases preventable by immunization and dengue fever;

Improve the quality of hospital services in Phnom Penh and at peripheral level;

Upgrade the professional capacity of government health staff ;

Ensure an adequate and secure supply of drugs throughout the health system;

Ensure the full participation of both private and public sector in the delivery of
health service, and appropriate requlatory frameworks to raise service stan-
dards. '

OVERALL OBJECTIVE OF THE RGC IN SOCIAL DEVELOPMENT

1. Reduce maternal mortality Rate 40%
2. Reduce child mortality rate 30%
3. Reduce prevalence of malnutrition 50%

TARGET FOR THE YEAR 2000

Despite the immense health problems, some progress of strategic value has been
made in recent years. Immunization services are now increasingly available. Al-
though inadequate to meet the need, a basic supply of essential drugs reaches
even the remote commune health centers. District and commune level health serv-
ices are already operational in some areas. The first steps are now being taken to-
wards reviewing how basic health services e.g. Minimum Package of Activities (
MPAs) for Health Centers can be accessible and available at the community level.

The Ministry of Health of Cambodia has laid out its targets for health for the year

£ 2000:

1. Sustain Expanded Program on Immunization (EPI) coverage for whole country
of 80 per cent or more, eradicating poliomyelitis and virtually eliminating neo-
natal tetanus and measles.

2. Ensure that essential obstetric services are available in all established health
centers and referral hospitals; that 95% of births in urban areas and 70% in
rural areas are attended by trainned health personnel; that coverage of prena-
tal care services and tetanus vaccination for pregnant women increases by 50
% (above the 1995 level). .

3. Ensure that all diarrhoeal diseases and acute respiratory infection are correctly
managed according to the national protocol.

4. Virtual elimination of Vitamin A deficiency, and provide for universal iodization
of edible salt ; _

5. Increase the contraceptive prevalence rate from 7% in 1995 to 20% by ZOQO.
All functioning health centers and referral hospitals provide birth spacing in-
formation and services according to nationa! policy.
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6. Ensure that all provincial and district referral hospitals and health centers
equipped with basic essential drugs, that all referral hospitals have a qualified
doctor and medical assistants and 100 per cent of health centers have qualified
nurses and midwives;

7. Reduce the prevalence of tuberculosis with 70 per cent of new cases detected
and 85 per cent cure rate of TB smear positives under the short course chemo-
therapy, and reduce the incidence of malaria with all heaith centers in high risk
malaria areas distributing bed nets;

8. Ensure that 90 per cent of the adult population are aware of HIV-AIDS trans-
mission and prevention ; high risk provinces provide counseling services for
peoples with HIV/AIDS ; and by 2000 treatment of STDs according to new pro-
tocols incorporated and implemented in all new referral services.

9. Increase health share in the total budget from 4% in 1995 {or 0.7 per cent of
GDP) to at least 10 % (2 per cent of GDP) by 200C0.

Main Development Programs for 1996 - 2000:

The MOH is the major government agency charged with the implementation of the
national plan. Recently, the Ministry of Rural Development is responsible for moni-
toring and managing some rural developments such as water and. sanitation, hy-
gien, family food reproduction and education, mainly in the villages. The MOH and
the Ministry of Rural Development will work together in order-to promote the health
care, strategy ‘for supporting health and activity of curative care in communities in
the country. Water supply, sanitation and hygiene is the major role of the Ministry
of Rural Development. Within the next 5 years the MOH will actively continue the
collaboration between Ministries and Institutions where relate to the health activity,
and also with the National, International, and None-governmental Organizations
for improving the health activities.

There are four mains areas for investment in health development taken into ac-
count by the MOH. This demonstrated the priority we had, and improved in previ-
ous years. The four main areas are:

- The revitalization of basic health service,

- The priority health service delivery programmes,

- The response to-emerging health priorities, and

- Rehabilitation of National Hospitals and extension of provincial blood bank
services.

The Revitalization of Basic Health Services

The revitalization of basic health services is the cornerstone and highest priority of
the Royale Government and the Ministry of Health; Basic Health Services encom-
passes all preventive, promotive and curative care, at the district, commune and
village level. District level services will be developed and personnel trained to man-
age government health facilities and services, run the district referral hospital and
health centres, implement community based programs, control the district health
budget and collect health information. The provincial health department will be re-
sponsible for overall management of resources and technical support to implemen-
tation at this level, with a clear mandate to promote, implement and support basic
health services. Linkages with the provincial rural development department will be
established and made operational to find out the most effective strategies for provi-
sion of community health services. The implementation of the national health man-
agement information system, particularly at the district level will be crucial in the
management and monitoring of quality services.
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The "Guide for the strengthening of the district health system”; "Guide to develop-
ing operational health districts in Cambodia” and “The Guide to preparing heaith fi-
nancing scheme (in preparation)” in Cambodia have been formulated and already
widely disseminated by MOH. These guides set the framework for the implementa-
tion of health services which MOH intends to rationalize health service development
through the distribution of health centres and referral hospitals and their corre-
sponding required health personnel in all of the provinces in Cambodia. Health
centers and referral hospitals will be located close to where villages converge. Geo-
graphical access is a major criterion in the location section. A minimum package of
activities (MPAs) will be made available at every health center and referral hospital.

There will be construction and rehabilitation of a total of 794 health centers and 64
referral hospital throughout the country. New medical equipment, consumable sup-
plies .and drugs in support of the minimum package of activities {MPAs) will be
guaranteed. Health staff from non-viable commune health centers and district hos-
pitals will be re-deployed in these new structures. They will be given basic skills
training based on the MPAs. Planning, management and supervisory skills for the
delivery of health care will be strengthened. Some important activities are consid-
-ered such as census in the coverage zone, daily registration, inventory report, in-
frastructures and drugs, and support to the community health personnals.

The district health system will also be the focus for the devélopment of health care
financing alternatives. This will strengthen the public health system at the com-
mune and community levels by improving its efficiency and mobilizing resources for
health care services. Various models will be tested with an operational research
component. Credit schemes, discounted coupon prepayment plans, community loan
funds, user fees, subcontracting of health services to the private sector, community
participation are some of the features of these models. These and others approved
schemes will be carefully piloted under the overall advice of an inter-ministerial
health financing committee in order to assess their effectiveness and replicability. A
MOH technical group under the overall supervision of an inter-ministerial committee
will monitor and evaluate these pilots.

While the Ministry of Health (MOH) gears its machinery for district and commune
centres strengthening, the Ministry of Rural Development (MRD) will determines the
most effective strategies for village level health activities in areas such as, health
promotion and health education seminars, preventive health campaigns and com-
munity mobilisation, safe water supply installation, maintenance and protection,
household latrine construction and health advocacy to utilize the health services at
the heaith centers. The village development communities (VDCs) organized by the
MRD could develop into a major planning, management and coordinating group for
these activities. The VDCs will be advised by the Commune Develocpment Commit-
tee in the health financing alternatives to be introduced.

Revitalizing basic health services would have four support projects, namely:
strengthening basic health service, strengthening health management and plan-
ning, infection control and health human resource development. However, to guar-
antee the reality of the envisaged support system, capacities at national and pro-
vincial level of MOH have to be strengthened. Management and planning capabili-
ties will be enhanced through on the job training, seminars, workshops, continuing
education and post-graduate courses. Equipment support mechanisms will also be
provided. The national health information system (HIS) recently installed in all
provinces will be further developed, particularly its utilization for management ac-
tion. The transfer of skill in analyzing and processing health data for transformation
to health management information at provincial, district and commune levels will
be given full attention. ‘
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Control of hospital / health centre induced infections or nosocomial infections will
be an objective for all hospitals and health centers. Knowledge of infections will be
integrated with the capability building activities of the planning and management
skills development.

However the human resource development planning requires a longer time frame
than the five year national development plan. The Ministry of Health, to achieve the
desired quality and quantity of health personnel has therefore set its target for this
component for the year 2005. A total of 2,500 doctors, 200 dentists, 460 pharma-
cists, 5,000 nurses and 2,500 midwives will constitute the total health workforce in
ten years from now. To archieve these targets, the foliowing milestones have been
set: establishment of a health human resource data base; registration and certifi-
cation of all health professionals; updating the qualification of all currently em-
ployed health staff, at least 10,000 of them, via an integrated system of continuing
education; establishment of a central level planning, management and coordination
unit. All provinces will have continuing education teams. Continuing education units
with teacher training sections will also be constituted. Curricular reforms will be ini-
tiated in the major health sciences education institutions, especially the Faculty of
Medicine, Pharmacy and Dentistry, the Ecole de Cadre Sanitaire and the Regional
Nursing Schools. Relevant teaching/learning materials and trainning packages will
be produced. The Minimum Package of Activities (MPA) will be integrated into all
the health sciences curricula to guarantee the responsiveness of new health gradu-
ates to the needs of the communities they will be serving.

The Expansion of Key National Health Programmes into the district and
commune levels '

While the integration of basic health services are being installed through the
strengthening of the District Health System, certain key national health programs
that deal with the prevention and control of the teading causes of morbidity still

" need to be integrated at district and commune level. These are the following:

women and child health, expanded programme on immunization and poliomyelitis
eradication, tuberculosis, malaria, dengue haemorragic fever, STD/HIV/AIDS, and
chelera. A support programme to all of these is the reform of the pharmaceutical
sector for drug and supply management.

Women _and Child Health: The national programme will ensure that all health
staffs throughout the country will receive regular trainning in the following: mater-
nal health and safe motherhood, birth spacing, breast feeding promotion, care of
well child and the sick child, especially in the control of diarrhea diseases and acute
respiratory infections, nutrition and health education. National and provincial pro-
gramme managers skills will be enhanced in policy development and planning, re-
search, monitoring, supervision and evaluation, and training skills development.
Birth spacing services, oral rehydration corners, and acute respiratory infections
trainning and treatment centers will be established all provincial hospitals. A new
National MCH Center will be constructed at the former Phas Nga Ngam Hospital.

EPI and Poliomyelitis Eradication: EPI has made concrete achievement nation-
wide in recent years. To further increase its coverage, supervisory systems at all
levels will be strengthened. Continuous training will be provided at all levels to im-
prove quality of performance. Decentralization will be initiated with the provision of
adequate supplies and support at the peripheral level. For poliomyelitis eradication,
the aim is to strengthen surveillance systems to ably detect, report and investigate
all cases of suspected acute flaccid paralysis without delay. Investments will have
to be guaranteed the vaccine supply for all antigens, continuous technical assis-
tance, transport and travel expenses, replacement of cold chain facilities and op-
erations costs for the National Immunization Days.
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Tuberculosis Control: The National Center for Tuberculosis (CENAT) is the re-
sponsible department in this programme. Activities include: passive case finding,
meaning only those with relevant symptoms will be examined by sputum examina-
tions and / or radiological examination. The short-course chemotherapy will be
used. Improvements will be made in the training and supervision. A national
prevalence survey will be conducted to determine the progress in the tuberculosis
control.

Malaria and Denque Haemorrhagic Fever Control: The major focus will be on
disease management for provincial and district health staffs in the areas of labora-
tory diagnostic services, treatment and drug protocols. Support will be provided to
preventive health services and vector control through the use of insecticide-treated
mosquito nets. Training capabilities will be upgraded through the rehabilitation of
the training and research ward at the National Malaria Center.

STD/HIV/AIDS Control: A communication strategy will be developed to increase
the awareness of the general population on the prevention and control of
STD/HIV/AIDS. Epidemiological surveillance systems will be installed in 8 provinces
identified as high risk areas. Services for the treatment of STDs and counseling
services for persons with HIV/AIDS will be made available in these provinces. Na-
tional and provincial programme staffs will undergo training in programme man-
agement and planning.

Cholera Control: The aim is to control cholera outbreaks as its earliest stage,
within the first 3 days, and prevent its further spread within the first week of its oc-
currence. National and provincial teams will be trained on surveillance, investiga-
tion and control of cholera. District and commune level staffs will be trained in the
early recognition and appropriate treatment of cholera. Community participation
will be promoted through health education activities.

Reform of the pharmaceutical sector: The drug procurement unit with in the
Ministry of Health will work in conjunction with the Central Medical Stores and Es-
sential Drugs Bureau. This is to ensure that adequate supplies of essential drugs,
medical supplies are available all times. Legislation and regulations are needed to
controf the import and sales of drugs and to ensure that only good quality drugs
are sold. Regular inspection, sampling and testing of drugs will be conducted. The
licensing of pharmacies and registration of pharmacists will also be addressed. Ra-
tional drug use will be promoted addressed to physicians, pharmacists, and the
general public. Therapeutic guidelines and drug protocols will be updated.

Development of responses to emerging health priorities

Mental health, oral health, eye care and medical care for ear, nose and throat, the
elimination of leprosy, biomedical and operations research-these are the new con-
cerns of the Ministry of Health listed for future investments.

All provincial hospitals will have capabilities to handle oral, eye, ear, nose, throat

and mental diseases by year 2000. Health education messages will be developed

on eye care, oral health, care of the ear, nose and throat and mental health.
Schools, health centers, hospital, radio and television will be utilized to promote
these messages. Technical guidelines, treatment protocols and training curricula
will be developed with the view in mind to integrate these services with the mini-
mum package of activities at health center levels in the future.

For leprosy control, multi-drug therapy will be utilized. Training will be undertaken
at provincial, district and commune levels for programme managers and field
staffs.

HPSTR.DOC Page 14
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" Health Policy and Strategies, 1996-200

Biomedical and operations research will be enhanced with the increase in resources
of the Pasteur Institute and the establishment of the National Public. Health Insti-
tute. Areas for biomedical researches will be on Dengue Haemorrhagic Fever, en-
troviruses, HIV/AIDS and vaccine preventable diseases. Epidemiological surveys
will be done to assess progress in disease control of tuberculosis, diarrhoeal dis-
eases, HIV/AIDS, poliomyelitis, neonatal tetanus, and measles.

The National Public Health Institute which will be operational by 1998 will concen-
trate on research into health policy development, health financing and health sys-
tem reform.

Health education activities are integra! with most of the 16 projects. New strategies
and the development of health promotion skill need to be coordinated at all level of
health services and programs within the country. Therefore, the development of the
National Center for Health Education and it network are needed. The project identi-
fication is being in process and will be incorporated with the next Public Investment
Programme 1997-99.

Rehabilitation of national hospital and extension of provincial blood bank
centers

Eight national hospitals will be rehabilitated with renovation and extension of
physical infrastructure which include water and drainage systems, supply of elec-
tricity and upgrading of equipment. All hospital directors will receive training and
technical assistance on hospital management.

For the blood banking and transfusion programme, 25 blood transfusion centers in
all provinces and cities will be operational within three years to ensure safe blood in
sufficient quantity to support hospital services requiring blood transfusion. Techni-
cal skills of the staff of blood transfusion centers and equipment will be upgraded as
well as the continuous provision of consumable laboratory supplies and testing kits
for HIV/AIDS, syphilis , malaria, Hepatitis B and C. Social mobilization and advo-
cacy campaigns for voluntary blood donation will be conduced periodically.

However, for the purposes of the next Public Investment Programme 1997-99, the
biood transfusion activities will not be part of the programme to rehabilitate the
national hospitals.

PLANNED PUBLIC INVESTMENT 1996- 2000:

It is estimated that a leve! of public investment of US$ 240.9 millions will be re-
quired to support the four priority programme areas including 16 programs of
health investement. Besides this capital expenditure such as construction and
equipment , the investment programme itself includes half the country's require-
ments in drugs. At present about 70 per cent of the country's drug supply is funded
through external agencies. It is envisaged that this share will decline over time and
average 50 per cent during plan period. The largest investment will be for the re-
vitalizing health services (48 per cent ), followed by the delivery of the priority
health service (30 per cent) and the response to emerging priorities (6 per cent)
The rehabilitation of national hospitals and extension of provincial blood banks will
absorb the remaining 16 per cent of the proposed investment programme.

The prospective of this program is that it will be depended on the absorption ca-
pacity of the MOH in obtaining the succesfully program actions. But for ensuring
some modifications of financial planning, U$$220 millien is the number suggested
in 1996-2000. :

HPSTR.DOC Page 15
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Healih Policy and Straregies, 1996-2000

Table 16.1: Health Investment Project** 1996 - 2000 (US$ in Million)

Programs 1996-98 1986-2000
* Revitalization & development of health infrastructure 63.6 1126
; The Expansion of Key National Health Programmes into the district and commune levels 59.7 80.8
* Development of responses o emerging of health priorilies 11.7 247
* Rehabilitation of National Hospitals and extension of provincial blood bank centers 158 228
Total : 150.8 : 240.9

°*: Construction, matenals, research and fraining, etc....
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WHAT IS DOTS

DOTS is "Dircctly  Observed treatment  with shor
chemotherapy ™ that mean cvery morning the patient lakes drugs
or injection in front of the health stalf responsible.

Why does the Warld Health Organization request Lo all
Tuberenlosis programme to apply DOTS 7 Beeause it is o very
uselul strategy in the result of Tuberculosis trentment.

The main importance of DOTS arc :

- To cure mare patients, When DOTS was not implemented
the cure rate is perhaps 50% | hut after DOTS has been
applicd, the cure rate has been inereased (0 854 or more,

- To cut the source of transmission of TB baciili. 1171t is not
lke this . one TB patient with smcar positive might spread
to fricnds-family or their colleagues in average of 10 to 1§
peoples.

- To stop the resistance one or more TB drugs. The
treatment of others strategies could create drug resistance,

- The treatment is cost cfTective,

- Itis casy (o apply in the community. It is unnceessary Lo

haspitalize and without insertion of new techniques. so

— 81l —

any health facilitics even the healtth center can apply.

More than 10 vears ago. there are perhaps 70 countrics
witich start to apply DOTS and now can get o goad result. Last
vear, there are more than | mition patients reectved the treatment
by DOTS.

In Cambodia DOTS has been implemented sinee 1994 step
by slep and at the end of 1997 | the district- provinee and
municipality 115 among 130 have been applied. The National
Anti-Tubereulosis Programime make efTart to get suceess (10070)
in the applying af DOTS.

COUrse

"Only DOTS can stop Tuberculosis

"DOTS is a symbol of open hand of the health stalf to give the
drugs to paticnts and follow them till they swailow into their abdomen

every morning '

ya Directly
Observed
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EPIDEMIOLOGY

Tubercalosis s still a dungerons disease in the public health, and is the pri-

oty namber one ot the Ministy ol Tealth,

1- PREVALENCE OF THE DISEASE

Asurvey done o find the rate of spreading of Tubereulosis beiween
981 and 1989 showed that there are 393 patients with smear positive
among a population of 86,377, 1t means that the prevalenee is 433 among
100,000 mhubitants (4357100.000).

A small survey carried out by the lmmigration Organization
Mondial (fOM) in 1995, has shown almost the same prevalence.
426:100,060. ’

This number assumed.that there are still many Tubereulosis cases
which did not reccive the treatment betore. The number of new cases
Uncidenee) s 213 cases :{mung 100,000 inhabitants or 215/100.000. In
1997, the detection of Tuberculosis is 13,184 cases it means 124100.000
ol incidence rate,. ’ :

In total, even the detection and treatment are good result, the num-
ber ol Tuberculosis stitl remain high (= 404% do not reecive the wberculo-
sis treutment). With the infection of HIV increasing pramptly, the
Tuberculosis inlection is atso increased and causes high e of
Tubereulosis mortality. (Tuble 1)

2- ANNUAL RISK INFECTION (ARI)

A wbereulin lest has been carricd out in Phnom Penh in 1997
among 3187 children from 3-9 years ald by using vaveine test 2TU. (. Il
ol PPDRT23. The result of this survey shows annual risk infoction ot 110,
(ARI=1.1%). (fig. )

3- TUBERCULOSIS INFECTION AND AIDS

Tubereulosis and AIDS put together tead w kill the patient more promptly. When the patient has
Tubereulosis bacilli and of TV virus, Tuberculosis become worse beeause the Human Ity is delcient,
Aceording w the study done by the World Health Organization. Tuberculosis is the first cause of

dying of the patients who have BTV virus (1/3).

The spread of 1]V infection is the main factor of Tubercutusis development in Cambuodia. A survey
done of lind LIV virus by blood examination. on the wbereulosis paticnr with smear posttive, through the

%

1950

Annual Risk Infection Ca,.*lhodia-Phnom Penh 1955-1997

4.3%

2.7%

whole country in 1997 showed that among 1035 TB patients 10 be 3,2% positive (equal to 1Y% in 194963 It
) 4 | I 1

incrensed 133 times i comparing 1o 1996, (Tuble 2)

1.7%

1.1%

1987
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CONTROL ACTIVITIES

Case finding

In 1997, 15184 new cases of TB were detected. Smear positive tubercu-
losis cases and cases of Extra Pulimonary were noted 1o increase in number
since (9920 In 1997 the number of new cases of TB stwear positive are

12,278, 93% ol annual planing and the number of TH simear negative are 706

n

Annual TB Notificatiod

Nurbet of cascs (Thowarcs)

Cambodla, 1982 - 1997

=

| yagnewmsinims Buifinen ylyans

cases ; this figure is lower than last year.
(Tuble 3) (fig.2)
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Diagnosis

The method for case finding ol tubereulosis
cases used by the programme is based on
identification and  examination  of  seli-
reporting suspects . who attend the general
health services instilutions,  through ihe
patients who have been educated by TB sttt
Direct smear exaumination is an importint
policy of NTP in dingnosing -Tl, N-ray:~
factlities are available in Phnon Tenh and in
the majur provineial hwspital: .

According to the oflicial policy chest X-riy

examination is just a factor of the 4 Tactors Tor treating TB smear negative.

The 4 factars are (Alter 20-30 days on different general anlibiotics o exelude possible intections with

ather bacteria ) :
1= The symprom still exist or becomes severe

2/~ Inctivetive of symplomatic treaiment

3= 9 times of sputum examination with smear negalive.

4/« Chest Xeray show lesion fead o TB suspect.
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Chemotherapy

In 1994, the DOTS steategy was graduatly intraduced district by distiel, Some 23%0 ol 120

tuberculosis centers were using the shor-course regimens, The pereentage fncreased W 37% i 1993 and

9% by end 1996 In 1997 The NTP opened o more TH unit. Among the 130 TR units conntey-wide, 113
af'them apply DOTS,
Fhe programme decentralized wheréulosis treatment fram the provineial w ihe distriet level, In

1993 only 3% ol the cases were treated atdistrict level, against 8394 in 1997, This is mete contor with

tw population disiribiton’
(Luble 4y

T thivd o paticans are admitied during the intensive phase for DOTS. the lastthivd ol the patients

are receiving the intensive phise of treatnient on a duily ambuladry basis.
) )

O a pilot basis in Phisom. Penh, the: CENAT and Mean Chey Health Center witly the suppurt ut

WHO. Servantsand MSEF; [ave staned mid 1990 daily home delivery ol intensiy ¢ pliase drugs tfora

small number ol piients. Peespectives ofextension’are important i suceesslul,
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Case holding

1T resuits ol treatment are availuble Tor 6076 new s positive cases who started un Cetazory

Vtreatnent during the Tiest tiree quariers of 1990 During that period ol ihe ol 6870 cases, 890wy

dectared cared, 4" completed reatment witheat asmear result, 27 died, b

o remained positive (Galure).
W detauived s 1o was wansterred oo

During lirstihree quarters o 1990, 449 sefapse cases whio started on Utegany 11, were registered.
During that perod of the total 449 canes, 86000 was declared cured, 3o completed veanment without a
stcan result 4% died, P cemained posiiive (faadurey 4% detiiadied and 190 was oansterred,

During 1irst three quarters of 1996, 266 cases in the group failure and reatment alter interruplion
w o strted on Category 1, were registered. During that period o the oil 266 cases, 6% was declared
cured. 37%, campleted treatment without i smear result., 8 diedd, 20 remained positive, 3 detinbied and
49 was tnsterred oul, )

The results ol treatment e also asailable from 018 were smenr negutise whercuosis cuses start-
ed on Categary N treatiment during fivst three gquarters ol 19967 During that period ol the total 618 cises.

o

020, completed treaument, 4 died, 0% remained positive, 2% delialied and 2% was transferred vut,
(tuble 3)

M Cure

89.0%

o
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Training and supervision

In 1997, NTIP permitted all Provincial TR coordinator 1o conduct T weaining course, attended by
20 medical stalts and 20 labormory technicians, 1o run H mare TB units at new disiriet level, which
ngreased ram 120 (1993-1996) w130, NTE arranged 2 workshops fur provineial supervisor atended by
30 panticipants and 4 refreshnwent courses for laboratory techaicians, in Kandat, Phnom-Penh, Ky Cahm,
and Batinbang, cach course took place Tor 3 days with 12 participants. Centrad and provinciab stalt par-
ticiputed in o aumber of training sessions, visits and conlerenees abroad (Japan, Viemam, Laa, Philippines,
Australio, Thailand, China, Malaisia.

Supervisory visits g

rantee the gquality of the progran's application allowing weaknesses o be
identified and eorrected. Supervision was conducted by 8 central teams of one medical officer and one fab-
aratory stad? Tor 130T units, The ol number ol supervision days by the cemral siattis 219

At provineiad level. the provineial T13 coordinator and the provincial kiboratory st visicalb wiber-
culosis centers once munihily using the avinlable transport ot the provinciat health direction.

A district fevel, some district supervisors visited health conters monthly o-gquarterly. -

All provineial coordinators have been meeting at the national level w discusstthe progress ot imple-
nrentation with CENAT 2 times in 1997, At e provincial level, most wberculosis supervisors meet

monthly al the provincia health otlice.
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Laboratory activities

Sinee the programme started, the microscopic sputum examination is considered as the basic of

pulmanary tubereudosis.

In the first 9 months 1997, the total of examined shides is 81047 including 35,326 ol diagnosed
slides and 7478 ol the first positive slides, This is estimated 1o be about 39%.of atl suspect pe atients com-
ing tor diagnosis (this high rute is notable). [t comparing wilh 1990, the fiest slidles’ positive is increased
about % (1996: 31%, 1997 399%). The total number of diagnosed slides is g slides: 19174, 29
shides: 18.272; 3% slidesy 17,880) (tuble 6). This data, confirms thit ubout spect patients had 3
sputum cxaminations. .

To improve lhcbl:lhurumry works and make more aceuraté the result.
of sputum  examination in wherculosis diagnosis. the programme, has.
encouraged qualityeonirol by Fechick in the examined Slidgs which are
senl from districts-provinces or volleeted directly by the central supervisor
when they zo for supurvisién 11 1994, 1613 of rechecked slides are 2249
ofall examined slides.-In the first 9'months (997, the number ot rechecked
slides are 9642 umony 70198 of all examined slides coljected. hom the
whole country, it equal to 13.9% (1n<.rL..1>c more than % cump‘ ng 1o

1994}, The result of the quality control is 4% of talse positive, 3% of
negative, it means 9% of sensitivity and 98% of specificity (table 7).

The supply of materials and reagents to all laboratories i the whole
country ticed some diflicuities following the delay of the arrival ol the
chemieals.

In the beginning of 1997, the programme introduced the sputum
examination by fluorescence microscope in the luboratory at the National
Anti-Tuberculosis Center (CENAT) alter training all laboratory statts. In
April, the programme try to prepare the culture media for wberculosis
bacilli by step and in December the end of year, the inoculution of tuber-
culosis bucilli is doue step by step (first for the negative sputum and later by the positive sputuin). The pro-
gramme hope that in June 1998, the routine work of sputum culture examination will be done at CENAT
laboratory.
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RESEARCH

Drug resistance of Mycobacterium tuberculosis

Since June 1996, the Pasteur Institute in Phnom Penh. in collaboration with CENAT, has studied
the resistance of Mycobacterium tuberculosis and by the end of the second quarter of 1997, the following
results had been obtained. The primary purpose of the study is to identify primary resistance of
Mycobacterium tuberculosis.

Tests have been carried out in respect of 103 ncw smear positive patients who had nel taken TB
drugs before. The sample included malc and female patients from a range of occupations and all werc more
than 15 years old. Three sputum samples for cach paticnt were analyscd at the laboratory of the Paslcur
Institute.

Of the 103 paticnts, 100 were confirmed as positive, | was negative and in 2 cases slides were .

contaminated. Of the 100 positive cascs, 97 were confirmed with Mycobacterium tuberculosis, | was
confirmed as Mycobacterium avium intraccllulare and in 2 cases it was not possible to complete the

analysis.

The test for drug resistance among the 97 cascs showed
-17  streptomycin

.12 isoniazid
- 2 pyrazinamide

para-aminosalicylic acid

rifampicin

ethambutol

streptomycin + isoniazid

rifampicin + isoniazid

streptomycin + isoniazid + para-aminisalicylic acid

'
—- - - a D PN

streptomycin + isoniazid + pyrazinamide.

Of the 103 patients, 13 (12.5%) werc HIV + Their ages were 20 - 39 years,
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Tuberculin survey in Phnom Penh

A tuberendin survey was completed between November 1996 and
Ty 1997, 3187 school ehildren between the ages o S and 9 were ran-
damby seleeted Tor the survey, OF these chifdren, 2867 (80.5%0) had nal
reecived BUG vaccination. The Tuberenlin 20U in 0.bml of PPD DT

23 Twin 80 Hestwas usedand induration was measured 3 davs alter the tesl,

Subjeets were considered Lo be infected B0 the induration was cgual
to ar more than 10mm. The prevalence of infection was caleulated as
S However, iF T and the mirror image technique is used Tor the
calewation, the prevalence is S.82% Therelore ART s 0.8% hased on the

mirrer image technigue, or 100 EOmm is considered the eut-ofl point.

The Tormula ised (o calenlate ARTwas - (1M " awhere R

ARLA - average age = 7.5 veussand Poprevalence.

ARL equals -an andidence rate ol 61 new smear posilive
patients: 100000 papulation or 6H0 in 1he entire countey.

Delay in start of treatment

On the personal initiative of @ member of sl sarvey was carricd onr s eis me paients hosp-

talised at CENAT in Phonom Penh. 38 new smear positive patients were randonis seteereds The patients

were 22 made and 13 female and were aged between 18 gnd 76,7 were from Phoem Penbe ™ trom Kandal

Provinee, S frmn Kompong Cham Provinee. 3 from Takeo Pravinee, 2 from sommona spen Provinee, !
cach lram Siem Reap. Kompong Chhning and Svay Rieng Provinees,

The patients were asked abaut the time that had clipsed between e tirss anset of svimptoms and
their admission ta hospital. During the intersal they had bought drags an privare phanmacies, consudicd pi-
vale medical st at the commune, district or provinciaf fevel, seen v tadinonal Bealer o iended anoth-
er hospital in Phoom Penh. n addition 1o these steps, ane had visited @ magicim and one fuad seen a Gith

header.
The total detay was (onnd o he from 20 davs to maore than 2 vears, Flis pertad melnded

delay hefore taking any action less than ane diy o | vear

delay between taking some action and admission to CENTA v o 2

delay hetweety admission aixd stact of treatment Jelavs o2 davs

These delavs are belicved to result lrom poor health edaeation and the Tack of 0 cloase relatonship
betwedn the national progranwne ind the private sector and other hospitals.
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RESOURCES

Personnel and finance

The tolal number of people working in (he programime throughout 1hé
melical doctor and medical assistance, and. 722 nufses and other support %‘W

The Gavernment remains cominitted to giving specialatiention o &
patients and , in 1997, many provinces reccived a supplementary budget i m.dcr to meat’ th cost of
increased salaries. 1t is hoped that all provinees will be able to implement inercased salaries in 1998,

Patients in gencral medicine and surgery pay the hospital for their treatment but Government pol-
icy is that TB patients, many of whom arc poor, should not do so. As a result, the income of TB staff
remains below that of other staff working in the same hospitals and health centres and carcers in gencral
medicine and surgery are more attraclive than careers in the TB Programme. This problcm will need to be
addressed.

The budget of the programme spent in 1997 was 900.000-USS on drugs, ‘)7'.576,77(7 Ricls on salary
tor Central TR stafT and 28.950.000 R“icl:\' on food for TB bnlicnl; at the National Tuberculosis Center.

In 1997, we first reccived the budget loan frim Waorld Bank at amount 2.089 USS$ for supervision
and 3.204 USS for onc quanteriy Scininar. ) ’
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Medication, reagents

The drug supply for the programme taced some obstactes in 1997 but reccived drugs rom KW
(Kreditantstall fur Wicderautbau) and Evropean Union through Medecins sans Fronticres (Francey to the
vitlue of 20,000 SUS. World Health Organisation degided to provide @ hudget of 250,000 SUS 1o cover the
cost of drugs for alt of 1998, Similar problems were cxpcfi'uncc:d‘: with'the supply ol reagents but were
resolved in co-operation with WHQO, Medecin sans Fronlicre (Nughertands-Belgium) and JCA. Towever.
it was only possible ta purchase suflicient materials to meet immedinte needs. According to the shortage
in 1997, we will prepare builer stock for cach semester in T99R.

The distribution of drugs and reagents is integrated with essential drugs by Central Medical Store
in co-operation with the mational programme. Decentralisation o TH drugs management was implement-
e in 1997 in all provinees and proviocial supervisors mow make caleulations based on caleulition sheets

provided by the TB progromme.

Foodr

Food for TH paticnls costs more than T“(Ch"ll_us. Tl!cll";‘ﬁﬂl\‘xﬂ budget for food far paticnis in
CENAT was estimated (o he 30.000.000Rie] (or LEELT SUS). World  Food Programime provides rice
(1,768 1onx), oil (75 tons), fish (103 tonsy and hiscu'i!, (R fons) to 219 projects, This is and fnerease rom

117 projects in
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Table

Prevalence of Tuberculosis
(Active Detection)

PROVINCE YEAR POP. BK+ PREVALENCE
0.0% . (BK=100000 inhaly)

7.8% Phnam Penh 981 175 6 RE
11.2% 198 7T 9 250
11.5% o4 7280 4 152
15.4% Kandal (Takato., Kamp) 1981 4102 18 430
Kandal (Prek kampes 1082 M6 7 m
K. (Kamboh 10RS 2936 O 0
. Kanda 988 3360 10 297
2.5% Prey veng (Porpil) 19R2 353419 S3R
1996 1826 - 3.9% ey veng 1989 4575 1) s03
* 1997 - 1035 52% ~. Takao (Kranl Choeunk) 19RY 10260 46 AR
h Takao {Saphy samromu) 1984 6US5 40 575
First 2 quarters Takao 1989 A4OR 54 R4
P@u & AIDS Programme. Kampong chhnang (Langver) 1984 3608 1R 513
Kampong chhnang 1989 320 20 641
Svay Ricng L9RS 4578 M4 743
Kampong Speu R SAM 16 20l
Kampeng Tham 1980 $500 20 304
Iable » Seam Reap 1989 adod 32 656
FOTAL %637 103 455

Source: National Tuberculosis Programme/ WO,



—0el —

External Quality Control (except CENAT)

DOTS. Year TB Units Decentralization of
implementationand with DOTS case management
decentralization Province District
from 1993 0 5% 43%
1993-1997 1994 23 (120 units) 45% 55%
1995. 57 (120 units) 34% 66%
1996 110 (120 units) 30% 70%
: 1997 115 (V30 units) 5% - 85%
Fabsle | 2| .
Resutlts of cohort analysis during 1994-1996, CAMBODIA
cured T.over | Dicd % | Failure | Default | Transver
CAT 1
1994 69% 16% 3% 2% T% 3%
1995 85% 6% % 1% 4% 1%
1996 89% 4% 2% 1% 3% 1%
CAT 2
relapse )
1994 - 61% 26% 5% 5% 3% 0%
1995 5% 13% 5% 3% 2% 2%
1996 | 867 5% 4% 1% 4% 1%
CAT2 . :
other 38% | 36% 1% 6% 4% 5%
1994 33% 48% 6% 3% 3% 3%
1995 46% 37% 8% 2% 3% 4%
1996 .
CAT 3
1994 34% 7% 0% 4% 4%
1995 88% 4% 0% 5% 3%
1996 92% 4% 0% 2% %
Table +
Laboratory Activity
Number of sputiim cxamination
Yesr |Total Nanf Neof |[Neof [Neonf (st alide (Noof  |follow
No examfor (1st 2nd 3rd (+) rate |follow |up exam
of exam. |detecilo, [exam. cxam, |exam. up exam [{+) raie
1994 | 82329 30%
1995 120,236 | 112,621 | 31,948 | 28,222 | 26,236 29% 8.615 A%
1996 141,620 | 104,396 JS.iG? 33,569 { 33,018 M% 37124 %
1997 | mipd7 | 55326 | 19,074 | 18272 [ 17.880 [ 39% | 25721 | 1.6%
o .. : - . .

Second slidc rare

Year Total Noof | Cross | Sensitt | Specift | Agree False False
No of eross | chevked vily city ment | Positive | Negative
exam. | cheeked raic rale rate rale

stide

1994 66,606 161S 2,d%] a5 96%% Q7% 5% o

1995 102.996 4,045 3.9%] 987 95% 06" 5| [ 2%

199R | 132623 6,358 R TR 96% EEE 6ls 4%

TR7 [ TORORI[ TT2TR[™ 1597 9% RS RAD D R

Internat Quality Control (except CENAT) Table —¥4

Year Total Noof |- Cross [ Sensitt | Specifi [ Agree Faisc False
Na of cross - checked vity city ment | Positive | Negative
exam. {checked | rale fate rale rate

slide

1994 13,728 122 0.9 99% 98% 9R% %% 1%

1995 15.640] 2,241 14% 9% 99% 99% 1% 1%

1996 16.651] 3.025 19% 99% 100% 9% % %

997 TI55| 29016 9% T25% % T T% 3

STB ACTIVITIES IN CAMBOBDLY FROM 1996 YO 1997
Vear [Estimated | Case detection Detection rats  per 100.000
Population |Smears Smear- Exira Retpse  TOTAL| inhabiants
8P TBP  Puim THcme

S+ TBP_AX forms TBP.

1966 6.400,000 457 a1 7 16
1967| 6.500000( B37 2103 12 32
1968| 6.800000| 738 2454 1t %
1980 5.400000 579 2,567 11 48
198t 5.650.0000 630 1,980 " a5
1982 5.900000( 5579 2663 233 8475 95 144
1983 61500001 5316 1823 433 75712 86 123
1984| 6.400000( 5507 3,160 2007 10674 8 167
1985| 6700000 5238 3891 1019 10,148 78 151
1986 7.000000( 8715  t204  2m 10,281 125 W4T
1987| 7.300000{ 7.173 1406 1027 9,608 98 a2
1988 7.600000( B.248 1714 73 10,691 108 4y
1989 7.900000| 6740 2,251 %5 9,956 85 128
1990 8200000 5.132 1630 672 7434 63 a
199t 8.500000 8507 990 1406 10,903 100 128
1992 9,800,000 | 12,685 2491 972 16,148 144 184
1993| 9.250000| 9560 2417 902 12.879 103 139
1934| 9.700000| 11058 2195 1319 540 15112 120 156
1935| 5,950.000] 11.101 1485 1428 BUS 14.598 "8 ur
1996| 10,200.000112.161 740 1477 508 14,966 125 ur
1997) 10.400.00012278 706 1550 650 15184 124 148

TR iahoralory activity in Cambodia
1993 - 1997
“o slide T pos. Therd slide rate

Tttt Pore, <lide | (slide 2/ shidc 1) tsfide 3/ slide 1)
BK slides - . .
Ton. shie |

190}

x4

19938 -

1906

1997 N7
Nt somce  the firs treg guanyr 97 el
Lable
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