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Preface 

This assessment report encompasses three separate but 
related parts. he f~rst section evaluates the child mortality 
situation in Burma as ~ell as the policy and strategy of the 
go ernment in its effo·ts to establish diarrheal disease control 
activities and expand .~alth services to under-served areas. The 
second se~tion reviews ~he system of ORS supply and distribution 
within the country. The third section describes the current 
public communications channel system and reveiws the Central 
Health Education Bureau'· efforts to provide communications support. 

t should be noted t lat the findings of this report are based 
on ata 0 ncert in qual.. y, rendering the conclusions somewhat 
tent ti e. 
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l ree-p rson tea isited 8u or 0 ee ~ to re'Jie t ,e diarr ea 

disease mortality red etion co onents a the Socialist Republic of the 

Union of 8urma's (SRUB) co unity health care progra. This repo t covers 

the child mortality and diarrheal disease si uation in Burma anJ a 

description and analysis of the i inistry 0 Health's (f()H) policies, 

strategies, :'ogra s, and plans with special attention to training, nage­

ment and health information syst s, and, in a very brief ashion, research. 

The overall conclusion is that infant and child mortality in Burma 

has lessened considerably and that diarrhea deaths, while still important, 

are relatively infrequent at the village level except in a vulnerable 

subset of the 0-5 child population. Given this situation, a ho -based 

approa h to diarrhea case management may be preferable to reliance on 

pac e s hi ,in. ead, could be reserved for serious cases and vulnerable 

children. e eral progra of he MOH is well conceived but the child 

mor ali otentia ould be rovew by measles vaccinations 

and bet er erage of ~regnan omen ith tetanus toxoid. S areas 

~f training cou d be e panded, for e a ple, private general practiooers, 

and others need re e has's on the nutritional aspects of OR . Township 

an Rural Health Center managemen 0 diarrheal disease could be strengthened 

lncluding better nftoring systems. Continued research on sa e, e fect've, 

cceptab e, 10 cos ho e-based so utions is needed.
 

he is c oded or its progress- o-date and s soun plans.
 

eco enda ons for further progress are de 0 he SRUB an US D/Bu 

encouraged 0 con inue "ts suppor 0 e 's e- or S an 0 consider, 

reques edt elping e pand and s reng en arious c "ld r ali reduc ion 

e arts of e SR B, especi lly asles nd 0 her acci ion ro r S, a d, 

erhaps i proving perina al health hr ugh suppor for researc 
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II. hi d 0 ta 1i Y and Oiarr ea 1 sease in B n the 980s. 

Inf·~t and child mortality in the 0-5 age group in Bunma re 

significant accounting for about 30 of all deaths in the population (see 

Reference 3 notes). Table1shows five community-based studies of child 

rtality, diarrhea mortality, and diarrhea incidence rates. 

1 and 3 show two independent estimates of infant (0-1) and child (1-4) 

mortality in the 19B2-83 calendar years. da.ta plus iscussions ·.h 

u ese pro essionals suggest that Burmese IHR is now about 40/1000 live 

births. Child mortality is best estimated at about 9/1000 children 1-4 

years of age. Reference shows 1916 data illustrating that I~ has been 

dropping rapidly over the last 5-8 years. Other vital statistics (Reference 

5, not shown) show a steaqy decline in IHR from 274 in 1940 to the 50's 

in 1975 s ggesting that the national figure of 40 is not a serious 

underesti teo Reference 3, the key study, gives a 95 confidence interval 

of 31-50 around their national ~stimate of 40. The same study reports a 

95 c.'. a 6.6-10.8 for children 1- years. 



Tab 1e 

SUMKI\RY or KlY COMMUNITY-BASED STUDIES ON 

CIlILD MORTALITY AND DIARRHEA 

-------------------- .-- .----- - -- - -- -_.- -- .--. --­

RE!fe­ Yea r ~'orta 1ity Diarrhea Rank tiS Rank as Estimated Annual Incidence Estimated No. of 
renee of Ra tes MQTtalitj' R~t.es cause of cause of !~dte of Diarrhea/J.09..chi.1.~tr~f! [pi sodes/Chi id/Year 

Study 0-1 -- "1"-4 0-1 1-4 Mortality Morbidity 0-1 1-~ 0-5 

1 19HZ-B] 39 5 

3 1982 40 Tota I 9 
45 Rura 1 9 4.5 1.1 3 2 32 15 18 0.18 
15 Urban 5 

4 1976 97 Rura 1 
70 Urban 

7 1981 216 2. 16 

8 1983 0 0 76 113 103 1.03 • 
\.U

• 

_.~ ~'-'_.- --._._­ --­ ~._-_.- ._ .. - ._._·_·. ___A ___. __ ~. __._.___ , . -.­ . -~. 

NOTES ON REFERENCES _. - .. - .. ----­"-

I: Sentinal midwife reporting system for entire year 

3: Randomized household morbidity and mortality survey during dry season 

4: Randomized perinatal mortality study in Rangoon and nearly rural areas in dry season 

7: Randomized household survt.:j'c; in peri-urban area of Rangoon during dry season 

8: Randomized one year longitudinal study 40 km from Rangoon with dally diarrheal surveillance 
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in infant rortality bet~een rura1 anc urta~ ~rpas (~~ rural. 15 urban), 

serveC areas ~nc nQn-~er~eC ~rpas [see 7a~lf ? celow). ~~e 1-~ ~ortdlity 

the hIll) :one;. l-~ -crtjlity is alsc ~Jcn nigner in un~erserYed areas. 

Table 2 

(Adapted from Table 39, Reference 3) 

Demographic Indicators by level of Service 

leve 1 of 
Serv i ce 2 3 

Rate 

IHR 33 38 64
 

1-4 MR 7 8 16
 

Levell: Basic Health 'tiorkers !. \m~'s 

level 2: Baslc He~ltn ~or~?rs only 

Level 3: ~rrvices O· ,in',' , 'nC euudl to or morE.' than en one nour waH: away. 

villdge oT'r.JOfl ;:eocle is r.ot cerron - on1/ ~ rural chllClren I-JOule die in 

d year e~tra~ol~:~nq fro~ ~efpren(e 3 datJ. Other nedltn ~atters ~ay be 

perceiveo as rorf irportant Dv tne villagers therselves. 
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Reference 3 is the on y recent study fr which the d"arrhea-related 

0.5 mortality y be calculated. Calculations by Or. Lesar (see Ref. 3 

notes) estimate that diarrhea mortality rates were approximately 4.5 for the 

0-1 group and 1.1 for the 1-4 group. Given some variation in the data. 

tnis represents 9-11- of the infant mortality and 9-13- of the 1-4 

rtality. Reference 3. Table 47 is shown in part bela in a modified 

fashion. It clearly shows that not only is diarrhea an important cause 

of death but that other conditions also merit attention. such as the 

category "fever with skin symptoms ll which y be mostly asles. 

Table 3 

RAUK USE OF NO. OF DEATHS* PROPORTIO'~TE MORTALITY 
0-1 1- DEAT 0-1 1-4 0-1 1-4 

1 'Other" Fever 13 13 . 18 .24 

3 2 Pne nia 1 8 .09 . 15 

3 3 Diarrhea 7 7 .09 . 13 

Te anus 7 .09 

Fever wi th 
S "n Symptoms 5 7 .07 "13 

2 Perinatal Causes 11 . 15 

7 chi1 deaths 0-1 and 5 in 1-4 groups. 

Tetanus and "fever ic skin s be vaccine-preventable 

d"sease. "0 her" ever y include lariat septic ias, and ningoen­

cepha 1iti s. 

Three community - based studies have esti tes of e annual incidence 

rate of diarrhea/100 children (see Table 1). here s a very wide variation 
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between them (18-216). Reference 3, cited previously as the best source 

of mortality data, has a very low incidence using a two week recall method. 

This might reflect under-reporting. The high estimate is also a recall 

survey in a peri -u~'ban area. Reference 8 is the mast carefully done 

incidence survey and was longitudinal in nature last ng one year and there 

was daily diarrheal surveillance. It found 103 case/100 children/year in 

a rur 1 population 40 km from Rangoon. In conversations with Burmese 

professionals, there is an opinion that diarrhea is higher in more crowded 

peri-urba areas. so the 216 figure in Reference 7 may be reasonable. 

For planning. thp. figure of 1.03 episodes of diarrhea/child/year is 

rec nd~d until further information becomes available. 

Reference 3, even ith low-incidence rates, gives a picture of the 

morbidity burden on young children. Table ,adapted from Reference 3, 

Table 40 shows the following. 

Table 

0-1 

RAil ~UHBER 

0-1 

OF COMPLAINTS 
1-4 

PROPORTIONATE MORBIDITY 

0-1 1-4 

2 

3 

3 

2 

3 

8 

"Other" Fever 

Diarrhea 

Measles 

lalaria 

18 

7 

2 

121 

2 

22 

10 

. 4 

.18 

.07 

.02 

.40 

.09 

.07 

.03 

"Other" evers certainly include upper respiratory infections and various 

viral diseases plus. most likely, undiagno ed malaria. 

Hospital data (see Ref. 5 and notes) confirm the importance 0 
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malaria and diarrhea in township hospital admissions (12.9: and 8.7 

respectively in 1978) and in mortality (diarrhea 11.6 and malaria 9.7 

in 1978). 1975 data from Rangoon Children's Hospital, a referal hospital, 

showed diarrhea as the number are cause of admissions at 21%. Reference 

7, contains the Proceedings of a Research Seminar on Acute Diarrhea in 

childhood held in Rangoon in 1982. Among other information, it shows how 

appropriate treatment for diarrhea has dropped the case-fatality ratio (CFR) 

from over 20/100 in 1940 to less than 2/100 in the 1970's in Rangoon hospitals. 

Although not well document~d, CFR in all Burma hospitals is thought to be 

over 7/100 even now. f true, thi s sugges ts tha t cons iderab1e improvements 

an stil: be made in ho~pital case management for diarrhea. 

In summary, the infant and young child mortality rates in Bunma now 

al'"e remarkably low especially relative to the Gr4P and family income. The 

recent positive trends suggest the SRUB policies and programs in social 

welfare and health plus the availability of adequate food supplies for the 

majority of the population are producing beneficial health effects. Even so, 

considerable disparities still exist between regions and areas covered by 

health services and those un-covered. The high rates in unserved areas are 

striking and may reflect the benefits of the governments approach to health 

care delivery; may reflect a previous selection process favoring non-remote 

areas; or most robably both. Continued expansion of the delivery system 

is i ortant and is underway with SRUB, AID, and ur lCEF financial support. 

Diarrhea ;s stlll an important cause of death and morbidity but malaria, 

pneumonia, perinatal ca ses, measles, and tetanus are also important. Measles 

d tetan ~ are vaccine-preventable. The annual incidence rate of diarrhea 

needs more study. Best estimates are about 1.03 episodes/child/year for 
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11dren 0-5 years. Diarrhea is s 111 an important cause of hospital 

admissions. a costly orden to the MOH. Case fatality rates in townships 

hospitals may still be higher than ~sirable. 

III. History. Current Policies and Strategies and Current Programs and 

Plans of the SRUB for Reduction in Diarrheal Disease Mortality through 1986 

a. History 

Food and water-borne disea es have long been recognized as major 

health problems in Burma and case management ha~ been improving steadily 

since the mid-1970's following important hospita1-b3sed studies by Professor 

U Tin U at Rangoon Children's Hospital (see previous section). Diarrheal 

disease was not specifically targeted in the People's Health Plan I 

(1977-8 to 1981-82). In 1979. a field research project was started to study 

the fp.asibility. acceptance. and effectiveness of ORT when given by mothers 

in village settings (Ref.8). The Peoples Health Plan II (1982-86). prepared 

in 1981. highlighted diarrhea as the number one problem and set a specific 

objective "To bring down the Case Fatality Rate (CFR) of diarrheal diseases 

among the general population from 16 to 8 percent. Achievement of this 

objectives depends largely on the effective utilization of oral rehydration 

salts (ORS)". This was to be accomplished by a considerable expansion of 

th~ community health system and refresher training of community health 

workers and auxiliary midwives financed mostly by SRUB. US 10. and U ICEF 

(see 10 Project Paper. Prima ry Hea lth Care II - "0. 482-0004). 

b. Current Policies and Strategies 

The SRUB is aware. interested in, and committed to improving 

diarr ea1 disease control in Burma and to expand healt services to underserved 

areas. Government policies favor reduction in mortalit from acute diarrhea 
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t roug e panded use of OR and throug reduction i incidence of 

diarrheal disedse through epide iological surveillance, opera Ions 

research, health education. and improvement of environmental sanitation. 

ORT was recently declared a household item. At this point in time. the 

H strategy is to use ORS packets for "first-line" treatment of all diarrhea 

if avai able. If ORS packets are not available. home-based sol tions are 

*the treatment of choice. he HO desires to have ORS packets accessible 

throughout the country as soon as possible and to resupply them to hospitals, 

clinics,and heal h wor ers and through cooperative stores. t the present 

time, MOH ~ rategies do not include training of private general practioners. 

However, ,000 registered tradi ional practioners are to be given refresher 

training which could include clinical aspects of diarrhea. he strategy does 

not. at present, involve non-governmental organizations (IGO's) such as the 

Buremse Medical Society, the Maternal and Child Welfare Society, or the 

nursing society in educational programs for COD or the promotion of sales 

of ORS through conJnerc ia1 ou t 1ets . However" the HOH is P1ann i ng to use the 

cooperative s ores as points of sale (details in following sections). nks, 

SChools, or youth groups are not currently involved in COD. Research programs 

in suppor 0 ORT and COD are part of the overall approach. 

recen study (Reference 9) at the Rangoon Infections Diseases 

os a ound hat while ORT plus breast-feeding during di~rrhea ha no 

dverse e ec on e c ild wit diarrhea, boiled-roce eeding lus OR 

uring diarrhea led 0 more frequen ~tools, ore volumious stools. and a 

longe o diarrhea. owever. t children dOd retain mer luid 

during lar e and gain ore eOgh a erward. s such, 0 plus boiled rice 

is sa even roug y c la in abo he s 001 vol e an frequency. 
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c. Progra and Plans 

he HO has no specific C ,trol of Diarrheal Disease (COO) progra 

but COO is part of the national Oi!ease Control Program (OCP) and the 

Community Health Care Plan. At t~ central level, COO is located in the 

Department of Hea lth (OOH) and man 'Jed by the Deputy Ob·ector (00) for 

~ural ealth Centers/ H{School Hea tho There is a Diarrheal Disease 

C~I ittee within the OOH chaired b the Deputy Director for Disease Control 

and incl ding he OO/Epide iology. DOl Rural Healt • assistant Director 

utrition. dnd an epidemiologist om the Central Epidemiological unit. 

h re appe rs to be close co~tact ithin the 00 but less so with the 

Oirec orates of Medical Education or Medical Research or other ministries. 

t the State levels there's a disease control unit and a specialist advisor 

sanctioned to advise the stateld'vision health director. At the township. 

disease control unit is sanctioned. There is no separate COO budget in 

P P I nor ny line item for OR;l. However. 10 and UNICEF are major 

contirbutors of ORS (details i following section). Laboratory support 

for diarrheal disease etiolog 'denti ication exists in class A laboratories 

(100 &bedded hospitals, the ational ealth Laboratory in Rangoon. and the 

branc in ~andalay. 

ctual service delive or ORT n the public health s stem is part of 

basic ea1 h services offered the H rough O'Wns ip hospitals. Rural 

eal Centers (RHC' ) ural ealt Subcenters (RHSe's) and by community­

based olun eer Health! or ers (V s) incl ding C unit eal or er 

(C 's), au 'liary mid\\ives ( s). radi 'on ir at endents (TS s), 

nd radit'onal med'cf practioners (T s), rior'tya tent'o is to be 

given to diarrhea an' 0 her pro le s areas. e roject Paper 82-000 

describes the basic healt and communi y ealt systems. B he end of 



go c s 0 5 . 0 a i lag s co
 

y a C or ho "n e tra i ne and C 0 es c
 

is will greatly e pand co erage (de ined as 0 a one o r a 0 

2 1/2 miles) of HCs ic is esti te 0 be abo t 30 en so, on 

rud ·ound th nn RHC r 100 r'Jon , 

r ri to s r 
II 

national es ti isi s per perso er year in 1982/93 

incl ding both clin'c a tendance and personal health care contacts during 

illage isits ( e __1__). Since n isits be re eat isits, the 

proportion of t e op la io sin t s,vs em is c 1ess. n n 

e en , self-care, pri ate doctors, tra it'onal practioner!; and at ers 

are 'm ortant so rces 0 care. en in areas a ing olunteer ea t 

or er.:, e s are sed to sic nes care less than the self, the 

ri ate doc or, or he traditional practioner (Ref 3, able 43). nu er 

o areas or i provement in e services delivery program ere found from 

e lu tions in recent years 'ncluding need for improved Supp.rv;sion, ea y 

rel iance on c dity n ts by doctors, and spotty eal t nfo tion 

systems. ese are be'ng addressed h aug ten rojec . 
.a e er, nfo is lac i ng on t e inc'dence of diar . ea 0 adminis­

ra e u on i1 ·zatlon of ar ous ea 1 or ers b po ula­

io ea on e use of OR . ni za tion covert\Qe, 

pro e nu ri on surveil ance and educa ion, and x an ed bio dical 

and opera ions researc a diarrhea and OR uld be el f 1. Currently 

a a one- alf of doc ors or i pri ate prac ice. e are an i portance 

source 0 care i 5 1 to nd auld bene i 

t 

a-date 'nformat'on 

a iarrheal d'seas nut' ~ t s jec s,t 
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Units (SOCP) carr) out dlarrneal control i:',edSun~s 1nr.llJd1n~; I,: case 

detection, re;;ortir,q, anLl ,"eyistratlon, (2) sur'.'pil1ctnce, ea'-Ii case 

detection, laboratury, ana s.tooLrectal S... dL collection, (3 1 epidemiologic 

investigation and eD1de'"11C control, and :rodSS cleaning car.paigns. 

The ~"'Jh ~lJns an ':irD1:10US program of in-country training of basic 

and CGml.Jnit.)' healtn ...or~ers in PHP II itS shown in Table 5 below. 

Table 5 

_._.-._._- ._,_ ....•_---_.. _-_._-----------

Type of Training 1982/83 1983/84 1984/85 1985/86 Tota 1 

Country 7'raininG. 
- (11nica1 ana 

Prcgrar :mr;lementa­
t lOn 

Doctors 54 56 56 57 223 

~ BHWs 1360 1430 1420 1450 5660 

:l CHWs 4100 4100 4100 4100 16400 

o AMWs 1100 11 00 1100 11 00 5600 

0 TBA's 3000 3000 3000 3000 12000 

" TMPs 1210 975 920 895 4000 

" Village Tract 5592 
Counc il s 

" Townshlp Peoples 140 
Councils 
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Regarding inter-country traIning courses for senlor ranagers, 

clinicians, and laDoratory specIal ists, the ~JIJI~ rodS nad four staff attend 

Prograr Vanagers Ccurse and about ~5 attena tne Vld-level ~anagers 

Course. Curln; 1972-21, about ?3C of t::t· tc ... nsr.;D le'.'\'1 ;;r"C)fessional staff 

Table 6 sno~s tne tjoe, dU~dtlon, ~ertlnent cc~rse content, and 

responsible ~nstit~tiontt'~lner for courses naving CDC content for selected 

persons. Under-~raduate dnd Dost-;racuate -edica1, publ ie, heal tn, and 

nursing educatlor IS not snown. Conversatlons w;:n tne :lrectc~ate of 

Medicdl Education suggest [nat under-graduate anc ~ost-:r·::c:.ate·£:dica1 

education in clinical aspects of aiarrnea is Sa::sf".1ctorj. nen: a re no 

current ~ldns to retain tne over ~5CO genera~ Dractloners In ~rivate 

practice or to train traaitlonal T€dical practlOners in diarrheal disease. 



Table 6 

Type of COO TraIning Courses, Duration, dnd Curricula 

Ty~c ot TrainIng Course [)urdtion (hours of P It.lCI.: of 
d II'J TlOd Inees C()[J trdininy) Trd 1/\ 1 rHj 

I. L 11/\lCdl d/\d Program 
r"dlld:JI.:IIIL'/\t 

- duclurs 2 Rangoon 

3 Township 

- CHWs 3 Township and 
RUe 

- MlWs 3 Township 

- TBAs 3 Village 

(ou rse 
Content 

C 
p 

C 

c 

c 

C-H 

C L 

P ::. 

It ;. 

Tr,Sln1ng 
Institutlun/Trainer 

Departme/\t of Health 

TownshIp r/,tdlCdl Officers 
(TMO) 

TMO. lied 1th A:,s i stant 
(lIf, ) 

I ..... 
A 
I 

TMCJ. lady lied lth Vis i tor 

Mi dwife of RIlC 

clinical 

progrdlll implementation 

hOllle - based solutions .only 



a n s CSt e train n clin'ca as c s. ar 

c' -ically tra'ned n iarrhea progra nag ent all 0 g t e 

JS ' nage RHC's poten ially se ving a popula ion of 20,0 O. ot 

i lage rac Council and To nship eoples Council .,raining courses will 

incl de s tef'ial on he GOO progra and ORT. An evaluation of the 

vol nteer heal th CH s, s) carried out in 1982 (Ref 12 ) 

concl ded that 60 of HWs had average to excellent performance in a 

variety of tasks ( no ledge and s ills tested together) but t ere as 

a "de range of perf ·nce for a variety of reasons. Oiarr eal disease 

and OR ere not tested. utr"t'onal surveillance was, unfortunately, one 

o the eaker dreas. 

he H as serious problems providing sufficien raining terials 

and the lac of training matedals for COO was noted at all levels even 

tho gh ny teachers de their own materials and had students copy them. 

The review of P P also found that curricula and training methods could 

be selectively i proved. Faculty lac funds to follow-up their students 

hie could elp th improve their training progra s. 

nag .eot and Health nfo tion Syst ctivities 

Diarrheal sease anage t is mostiy hrough the c nity 

ea t rogra ic's carr'ed au through the central Oepar nt of Health, 

the Sta e/O; ision ealt epar nts, e township healt office, and he 

ural ealt Cen ers. t each level. here are elected dec'sio - n9 

bo ies ho ave authority, 0 S ~ degree, over the healt off·cials. 

o ortan le el of nag ent is e to nsh'p nere eons 

edica 0 ficer ( ) s in c arge. e usua 1 as a 0 ns ealt 

Of 'cer ( 0) and 1-2 clinical doctors stly or the 50- ed 

as e has 0 clerical s a or a 'nis rati e t ers. ere 



ar n ses an others sSlgned to e hos ital. an T s a b en 

in posit'on for n years. he is retraining t t t e cycle 

ta es about s years. he new 10 project provides for Sta /Oi isional 

raining eams to i prove the training process. t this point in time, 

ny s are less knowledgeable about clinical ori pl entation aspects 

of diarrheal disease and ORT than desirable for COO nagerr~nt. 

ithin the to nship, supervision of HCs, SCs, and cOO11l.lnity or ers 

is seriously hampered by lack of staff, vehicles, and a low petrol allow­

ance. ost RHCs are managed by Health Assistants (HAs) trained in the 

1950's and 1960's. The MOH is retraining them and upgrading other war ers 

to HAs but thi is a time-consuming and costly process. They are unlikely 

to be inadequa ely silled in COO program management. T e evaluation 

(Ref !L-) cited earlier found that supervisory s ills in general of RHC 

staff needed i proved. 

Regarding health information systems activities, the H has improved 

its survei 11 ance of ch i1d morta1ity by add i ng a sent ina1 1ay report i ng 

syst Routine mortality information is processed rom 

ospital data and from registered deaths. Under-reporting is serious. 

t the present ime. diarrhea morbid"ty is routinely reported monthly by 

the basic health system as total visits for diarrhea (0-5 age group) and 

new visits (0-5 age group). he number of diarrhea cases given ORS is 

also re orted. his information is just starting to be reported. ata 

reaches Rangoon abo three months after the reporting period. ospitals 

epor the number 0 ad issions and deaths for diarrhea. 

he no has a Central Epide iological Uni for reportable diseases 

including diar ea. e la calls for surveillance of cholera an diarrhea 

b C s 0 are to re or. oloca heal h authorities, espec'all if ny 

cases occ r. resent, there is no routine sentinal surveillance for 
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diarrneal d·sease. ns ead, s ecial c I nit, bas d s udies a d os 1 a 

ad ssion data e been used. Selected critical inter entions a e bee 

io~ntified for use 'n monitoring and eval ation ( e " page 3) but 

are not clearly reported at present. 

f. esearch ctivities 

he Depar nt of Hedical Research ( ) is the responsible 

organ"zation for edical research in Burma and carries out an active 

diarrheal diseases research program including epidemiological studies 

(Ref. 7, Re . 8), etiological studies, bacterial and vial research, and 

pathopnysiological st dies. They have conducted studies on ORT as well 

including clinical studies. operations research. use of drugs in diarrhea. 

nutrition and d'arr ea, and neonatal diarrhea. The Department of Health 

and the Department of edical Education also carry out surveys and 

selected clinical studies. Financial support for these studies comes from 

SRUB, HO, U CEF, and iO, among others. 

I.	 nalysis of Selected Diarrheal Disease ortality Reduction Components 
of the SRUB's C nity Health Progra 

Policies, Strategies, and Plans 

lt ough the H strategy includes early treabnent of diarrhea in 

the horne using locally a ailable resources. tht¥continue to stress the need 

for considerable donor-sup orted pac ets or pre-mixes (see Fabricant report). 

he recent one year longitudinal study (Ref. 8) clearly supports the wisd 

of a h -based approac as the "front-line" strategy ith packets being 

used for dehydration and perhaps for c ildren ith frequent ltiple episodes. 

he long' udina study ound that ile overall annua incidence of diarr ea 

was 1.03 e isodes/c ild/year, 8~ of e c ildre ad no episodes at all 

and o t e c ildren accounted for nearly one- al of all episodes. n 



t 1 stud, er ere no d-arrnea deaths a 1 and 0 S had no ef c'al 

ffect on weight ga' e cept in tell of c "ldren ha ing re eated bo s, 

he authors concluded that uln situations in 0 T stud illages here 

diarrhea prevalence and mortality were 10, st episodes ere mild and 

multiple episodes per child were not common, provision of ORS in the 

home to be readily available at all ti s for all cases for administration 

by ~hers would have little discernible i pac on mortality and morbidity. 

In such situations, provision of standard ORS should be aimed at the 

vulnerable group, i.e., children ill with more severe diarrhea or children 

with 1tip1e episodes of diarrhea in whom ORS has been shown to reduce 

rta1ity and morbidity, and in ,om there is no found to have a 

demonstrable positive nutritional effect" (Ref. 8, page 3). Similar 

findings are found in the orth Okkslapa study (Ref. 7, epi section, 0.3) 

ere igh incidence rates usually ere found in children 0-3 in low ncome, 

cro ded h es and where domestic animals ere ept in the h ar~a. 

Reference 11, carried out by the sa authors as the longitudinal study, 

ound hat 25 of children a ni ted ith diarrhea in Rangoon Children's 

ospital died even after a successful rehydration. For children, dying 

after successful rehydration, Inutrition was the most i~portant c p1ica­

t'on fallo ed by septicemia and brancho-pneumonia. bout 50 of neonates, 

a third f children in the 1-12 nths age group and a third of children 

in the 1- age r up a ed 0 the hospital ad oncurr~n Inesses. 

hi e interpretations 0 these studies y vary, it se s that under 

condi ons of relat'vely 10 , 1- and diarr ea incidence existing 

ar s 0 Bu no that the vast jor't of c ildre are not 

s f erin mortal't or ad erse nutritional consequences f d'arr eal 

disease ic Ie ave diar ea at a 1. are mild. sin le e isodes. 
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t ot er and, t ere a ears to be a subse of c ildren, pro ab1 

10-20"" 0 have frequent diarrhea, malnutrition, and other illnesses 

(many probably ere low birth weight). These children will benefit fr 

ORS but also need special care that focuses on frequent surveillance 

for "llness. vaccination with easles and DOT. nutrition education 

to the families. in some cases, food supplements; home visits for hygiene 

and sanitation; and community a areness of the eed t~ help these families. 

hese condi.ions, if valid, suggest that the strategy of early feeding 

of home- de nutritious soups in adequate volu es at the onset of diarrhea 

is safe in Burma no with ORS ~ac ets as a paCk-up system for children 

'th repea ed episodes of diarrhea or dehydration. 

t does seem hat ~he H could expand its delivery strategy to include 

other sources of care, particularly the western-trained general practioners 

in private practice, pharmacists, school teachers, youth groups and so 

ort. e traditional dical practioners need training in diarrheal 

disease as e 1. he strategy also needs to give an enhanced role to the 

use of health c nications through ss dia (see Fox report). Regard­

ing c ild mortali reduction, asles and tetanJs need i prevents. 

alaria remains a serious probl 

egarding panning, the H could rite up a s eci ic plan of operation 

or [00 al houg esent approach is or ing qUite sa isfactorily. 

e c rrent co nit alth plan emp asing expansion of the 

olunteer healt syst is very sound regarding COO activi~ies as actual 

u i ·zat'on 0 he gover nt's ealt syst "s 10 as a percentage 0 

'si s to all sources a care, 
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"	 1 

e asis on training of asic and c nity he ~r ers 

is sound. Our observations of and discuss'ons with a limited nu~ber of 

BH sand VH s found that thei r knowl edge of and sid 11 s in use of ORS 

pac ets was satisfactory but that they seemed to be less aware of the 

nutritional aspects of diarrhea including the consequences of diarrhea 

and the need for frequent feeding during and after the diarrheal episode. 

Given the evaluation of the CH and carried out in 1982, it 

Seems desirable to carry ou a survey of no ledge and s ills of various 

o	 ers in diarrheal disease and 0 before changing any training \' terials. 

nuals could be lev'sed depending on the findings of this assessment. 

e H is no phasizing management at the to nship and He level 

and ave adopted 0 .aterials in COD but we did not have adequate 

discussions to have a clear understanding of the extent and qual; y of 

the tra"ning. Given the s' year cycle for re-training of township 

hea 1t 5 taff, it se s tha t re might be done to upgrade sk ills in 

diarrheal diseas re uic 1y. Given the estimated case Fatality Rates 

at s all hospita s. training of edical staff in clinical aspects of 

diarrhea seems desirable. s entioned earlier, consideration should be 

given to training of ri ate and gover ent dical practioners, perhaps 

roug	 e Bu a ed"cal ssociation. 

ra1n'ng aterials for COO are insuf icient a all levels and sup ort 

o eternal agenc"es could b- sough to fi this need. 

1thoug i prov ents are s ill to b de in s . areas, progress 

raonin is i ress e 0 erall. 



ag al	 nfo tion Sys e s 

Mnag len of diarrheal disease activi ies could be improved 

strengt ening of thp. township health office organization, staffing, and 

s ills. This potentially important management unit appears to concentrate 

st of its activities on culative outpatient care and hospital-oriented 

or Given the objectives and targets of PHP II, the staffing pattern 

o he 0 nshi ealth Office ay need a manpo er and jo~ analysis. The 

same analysis mig t be worthwhile for the RHC itself. E~en when infonna­

ion for monitoring of planned activities is available, it as not clear 

at s a f ere c fortable using that information for decision-making.
 

h"s suggests tha furt er strengthening of townships and RHCs in the
 

lanning and monitoring of diarrheal d"sease and other child mortality
 

reduction programs would be helpful. 

Data gathering for child mortality and diarrheal disease is improving 

considerably at the present time. However, information on access to OR 

and ORS pac ets on a population basis "s not currently available (Exa pIes 

o "dicators might be "" ti e pac ets a ailab e in program areas," "., 

po ula ion it access to poc ets," II po ulatiorwa-ware of pac e s", and 

so fort). Data on use 0 ORS and/or OR is not readily available even 

houg	 the egis er 00 s no record 'trea ent lven" for diarrhea. The 

ld e anti-diarrheals or antibiotics rather han ORS 

o	 ad ice on home- ased 0 For' rea. nt gi e ", analysis' is not yet 

on on to of 0-5 isits "t diarrhea g"ve 0 S 0 e-based 0 

is eal info tio data could be useful at so e point i uture. 

esearc 

- i area as onl rie ly covered bu our im ression as that 

searc ca abil °t and act" ity is impressive Bu a. Given the need 
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iH.. .:.eplablt:. Gnd ... cost n~€'-tJaSed food corobinatlons is hl~mly 1171por-tant. 

v. Pertinent ;'ctivities of Otner- Donors In l1ic1F-rnEal Disease ~1ortality 

Reduction 

a n~ act 1'0' €' i r. did r- r r. fa 1 dis ecse (: r t:as. ... ri ,- pro ... ide s tra 1n in;; :'ci t e r ; a 15 • 

AOAR IS assisting wltr a villaoe water sUDrly rrOj€'ct ane nas eApressed 

support villaClf: ...ater"	 sUDPly expansior., latr-jne construrtlOr., assist.ance 

Their contribution 1S 56.[ ri:i1ior· dunnc 1982'S: te, 19B:'iRc. 

VI. Conclusions linC	 ;;ecC::Tenaations 

A. ConclusIons 

1.	 ;nf Socialist ~eDutllic of the UnlOn of Burma has ITldde r~rk-

lnfant and cnlld rort(:11:', rates eSrJecldlly 

diarrnec ;:-ortalit!' dn:1 Hl("idence) HI dlffer-ent nuts of tnt' country. 



expand tht ;Jt:rl~Hlprcl tior~ fO/'ct: is sound. he '.I'Jr~ i1 ';,., t r!:cons ioer 

at the 'nil(l(J(: level "'hen:, ·or e:,.arDle, ir a vi1lc~'1e of 1000 :l!:orle, a 

. ­
diarrtH~d ,k~tr ~-~ dg!: ~ro~r ~ignt occur once eacr: 4_: 

Insteac, d nO:-'t.:-Dasec 5:r·~tt:(;y 10cuc;inc r[1 ~ontlnued ·Cf:Clnc, encoul'aqing 

,; "
j
,ff I I 

c • ,." 1 , • 
• "'\4 I .... , 

mild eVlsod!: occdS'onallj. ~or tnat c;uoset of crl1drer tino ~ave ~ultiDle 

epis 0 des 0'- d i ,1I' r nea, 0 f t era n' -'a 1no u roO Snt~ d 0 r 'I avfan 0 t ~ e :. ~ r.f ec t ion. 

DRS pac~ets snould De availaDle but adcitlondl ~edical attentlon Gay also 

be needed. 

3. For imoroved coverage of tne ~opulation, training of other 

sources of car'e sucn as private general ;Jractloners, Dna~cists, registered 

traditional medlcal Dractloners, ~nc otners tiould oe useful. 

of diarrneal dlsease control dC:lv't1fS. 

:; 
oJ • 

with i: vaccine for :)l'e(Jnantt'ic-:~en to :1I'!"o'("it tetiinus neon~tonJi. 

sUlls ir. diarrneal cllsease ;"anJr)e~:"en:noulcJ be nelpful. ~/'alrllng materials 

are lacking due to financlal constraints. 
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7. 0 sir leo res~ as .ee in rr 

diseases lannin and nitorif1g under difflcult sta ;ng and 'naneial 

constraints. Further strengthening of township and RHC planning and 

implementation in diarrheal disease managemc t would be help ul a would 

an improved info~4 on system on access and OR use. 

8. Research capability and activity was briefly re ie ed and 

continued testing of home-based solutions for safety, e fecti eness, 

acceptability, and costs a're important. 

B.	 ecoamendations to the SRUS 

1.	 Continue to analyze your current strategies regarding 

reduction of diarrheal disease mortality in Burma. 

Consider some site visits to other rele ent programs. 

2.	 Evolve a system that focuses on early case finding
 

and special care for the vulnerable children in the
 

popul at ion.
 

3.	 Consider training of private general practioners, perhaps 

throug the Burma edical sociation, and other impor a 

sources of care. Secure donor suppo'rt for more tra i n ng 

materia 1s. 

strengthen healt c nlcations support for d'arr eal 

disease mortal °ty reduction. 

5.	 Consider ho to add measles imm nitations an strengthen 

coverage of pregnant women with tetanus oxoid. 

6.	 Consider additional training of selected staff. 

7.	 Consider so 'ofo tion) ste strengt ening and 100' 

t manpower needs, S clallya towns i and C 1 el. 

8.	 Continue and per a e and researc on ho -based
 

solutions.
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c.	 Recorrrnendatic"'s tc US:dD/5ura 

1.	 Support t'le ,:Dove recorrrr,endat ions tnrough the ex i:, t i ng 

project ~HC .: (482-0004), ?RITECH, and other sources, as 

apprcpriatE. 

2.	 Consider, if interest exists in the ~''OH, additional support 

for irrr.:t.r.izations, es::eciail.:r 'Te'isles 3nd T~ H: ore~nancy. 

An epidericiogical ano c1anr~n9 n:vie'... ~iqnt be usef:... l. 

3.	 Consider sUODcrtinr; rJtne" causes of cr:11d ->orta~'t.l reduction 

such as :--alaria, ctLC1Cents arc perinatal -c!'ta;ity including 

research. Reviews of tnese nignt be ~~eful. 
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age 

Reference 0.1: ita1 Statis ics Rates by States and Divisions, 1982-83 

based on Midwife Reporting. 

his reporting system's based on use of midwives to report on vital 

events. The accuracy of this re orting system was checked (see Ref.2) 

and compared to a 1982 survey and were slightly higher than survey results. 

Date by State and divisions are attached. 

IIReference o. 2: Khin Haung Thwin, Study on the Development of
 

D graphic Indicators in Bunna", Health nformation Services, Rangoon"
 

May 1983.
 

Reports survey data from Ref. 3 and compares it to the midwife 

re orting system for selected areas. The results are shown below. 

{ I !JloI 461982 ( I survey 34 

1 - 4 mw 7.21982 1 - 4 MR survey 5.6 

Reference roo 3: Khin Maung Thwin, "Househol1 Survey on orbidity, 

Morta 1i ty and Health Care" Evaluation Study r40. 1, Heal th Information 

Services, Rangoon, July. 1983. 

his study, inanced by US 10, as a cross-sectional household survey 

carried out in pril of 1982 during the dry season. he data was collected 

f 12 to nships selected at rando from the four geographic regions of 

the country. Twelve thousand households with a totdl of 65218 persons 

ere in erviewed. ital events and cause of death infonmation were for 

the previous 12 mont s. orbidit lnfonmation were for the last 1 days 

prior to the date of col ec ion. 
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Reference ~.o. 1 

VITAL STATISTICS	 RATES BY ST.e,TES :'ND DIVISIONS (1982 -83) 

(Based on H\./ Re~rt Ing) 

1-4yr. Abort ion 
ST:'TE/OfVISIO~ ! POPUL/·TIO~ L.e.;. S.B.'l.I.Io\.R. D.~. ~ •."1.r<..

C.•'1.'\. Rate 
L.---­

l Peflu r) ivis ion 50S6B9 21. 12.1 27.7 6.1 4.9 39.1 0.3 

"acn..e r'ljvision 50~770 27 15 63 6 5 It 0.4 

"on Sta t e 621447 26.5 9.6 24.2 1..0 I; .-''> 32.5 0.7 
, 
: Ch in State 173476 23.7 9.7 45.9 5.3 5.0 16.5 

Rakhine St"te 337573 25.6 12.5 35.7 2.6 2.5 24.3 0.7 
,~ .::Kachin St;,tc 94992 21 .2 4f. f- E:. /, 4.6 24.3 

Irrilwadt:1y Division 393417 23 12 43 7 5 41 1 

Tenasseri,., niv. 199046 25.5 7.5 36.7 4.2 5.7 52.1 O.L 

qangoon Divisicn 57177 5 1~ 12 34 5 3 30 0.9 

Kay",;' State 2R~49 49.~ 9.7 3C. I 7.9 5.5 29.5 1 .4 

Shan ~tate 159443 23.3 15. J 39. t 7. 4 4.9 34.8 I • 1 

~Cla i nl1 ~ivision 3769(,9 22 I ~ 51 !. 3 22 0.6 
-Karen ~t<lte 160041 2£.7 6.1 25.8 ....I 2.5 42.2 0.2 

i Handa lay Division 232106 :n. 4 7.2 35. t 5. , 5. I 3 I .7 0.7 
i 
I 
I,, 
i T 0 T • L 4367693 21. . I 11.5 32.6 4.9 4.4 30.9 0.6 

L
" 
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age 2 

e rta1 ity data is attac ed or be; rura an rban reas. 

Rura1 I 15 higher than urban I (45 to 15) and ru ra 1 I R j s lowes t 

at 22 in the delta zone and highes at S9.1 in the dry lone. Rural 1-4 

is 9. as compared to 5.7 in urban areas. Rural 1- varies from 

a low of 5.6 in the delta to 12.7 in the hilly lone. 

he mortality rates were also analyzed by level of service available 

to the opulation. able 3 shows the varia ion by popula ions having 

access to basic ealth or ers ( id-1evel) only. bvsic heal h war ers 

Ius ; 1age health or erSt and nQ servi~es (at 1east a one hour al 

ro an service. ) e findings are as follows: 

BH BH only one 

I 33 38 64 

1 4 7 8 16 

0-5 mortal i ty as a of all deal hs 

o - 1 age group 

40.5 CBR = .08 deaths nmrr 26.7 

B. 1 - age group 

8.7 94 children = 0.82 dea ths1"00"0 in 0.5/1 000 poprouage 
1. 9 deaths in O-~ 

COR = 6.3, erefore 1.9 = 30... of all deaths 
n 

he d' rr ea rta ased on y ca culations saba .5/1000 

a c re 0- ' n dr n 1­ using t e 0 la ions i 

c age rou a e ey. hese calcu ations are not exactly 

rue 
, 
nc'dences as e es i ted id­ ear 0 la ion was not se . o ever, 

ar' a io s 0 si n can or roses of is e ort. Ca 1cIa ions 
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age 

are as fa 10 ~: 

0-1 1­

7 diarrhea deaths in last 12 . deaths 
months 6150 children 1-4 

1539 children 0-1 MR 1-4 = 7 1000 = 1.1 
bTSU x 

o 0-1 7 1000 = 4.5 
~x 

Diarrhea plus dysentary accounted fo'r 11 of the 0-1 deaths as did 

pneumonia and tetanus feve'" accounted for 18 and "certain U perinata1' 

causes 15. Fever with rash accounted for 7 of deaths. 

Oiarrhe accounted for 13~ of 1-4 deaths ranking third behind fever 

(2 .) and pneumonia (15). Fever with rash was also 13. This probably 

includes measles, dengue, and other viral illnesses. 

The estimated annual incidence rate for diarrhea plus dysentary 

is about 30/100 children 0-1 and 12/1000 children 1-4 based on the 

calculations below. 

0-1 

18 diarrhea 1 dysentary cases in 2 weeks 

1539 ch i1 dren 

19 children x 26 2 eek periods/yr. 100 = 32.1 

1539 

1­

28 diarrhea 8 dysentary cases in 2 weeks
 

6150 ch i1 dren
 

36 26 100 = 15.2
 
6150 x 

iarrhea accounted or 18~ of the 0-1 orbid'ty and 9 of the 1­

rbid' ty. 
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For children 0-1, "other' fever accounted for 44 of r.orbldity, 

measles 7~, dnd Dneu~onis 2~. 

For eh i 1dren 1-~, "other fever" accounted for 40~. of rr.orbidi ty, 

measles 7~ and pneuronia 4~. 

On a regional basis, Table 41 shows tne ~ost common comolaints. 

It is partially recroduced be1o~ in a reorganized fas~ion. 

:'1 L:'G ~ S 

Rank Delta Dry Hilly Coa~ ta 1 
------

Other fever Other fever Other fever Otner fever 

2 Measles ~.alaria Anemi a ~a1aria 

3 Malaria Aner.la ~alaria ;~ne~ia 

4 Anemi a ~sthj7'.a Diarrhea Indigestion 

5 Indigestion Di-2rrhea lndlgestion .; s thma 

6 Hypertension Hypertension Otner abdo"r, na 1 
disease 

7 .:.. s thrna Other cougn Diarrhea 

8 Diarrhea As thr.a 

For cni1dren 0-5, calculations based o~ ~able 40 show the following 

morbidity situatlon: 

Rank • C~D i dint 
0-1 1-4 

0-1 1-4 0-1 1 -4 

Otner fever 44 l21 .44 

2 2 Diarrhea 18 28 . 18 .09 

3 3 ~'~easles 7 22 .07 .07 

2 10 .02 .038 

.40 
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or en re a c a ions ased 0 la 7 s o ow 

mortalit s"tuation: 

Reference tlo. 4: U in U. et a1. "Report of the Peri na ta I Horta i ty and 

low Birth eight Study Project - Bunna, SEARO ntercountry Collaborative 

Project -' O. 1981. 

This study. carried Of.!t in 1976-77 covered 20,000 households and 100.000 

people in a peri -urban area near Rangoon and a rural area. bout 7'· of 

the population ere rural and about 53~ urban. The actual community study 

too place On January 1977 over a four eek period. ita1 events were 

for t e previous 12 months. he findings were a stillbirth rate of 20.3 

(17.7 urban, 22.7 rural), an age-specific dea rate (1- age group) of 

1 .2, an early neonatal death rate of 31 and a rura of 97 and an urban 

o 70. 22~ of children ere be10 2500 grams a bir 

eference 5: ealt nfo ion Boo Ie 1981, inis ry of ealt ,
 

epar nt 0 ealt ealt n~ormation Ser ices. angoon. Bunna,
1 

September, 1981. 



a e 2, S .,S t dec 1 'n 273' ~ . ~ 52' 1 

sing 'tal statistics da a. able s 0 s diarrhea as 2 c use 

of a issions to to ns ip hospitals behind laria (12.97) in 1978 at 

8.7 of a iss ions and the nu er' one cause of orta1ity in to nship 

hospitals in 1978 (Table 4.3) (11.6 of all deaths) and the most conroon 

•cause of a ission to Rangoon Childrens Hospital in 1975 at 21 4 Diarrhea 

was also the number one cause for visits to OPD's in the summer season 

1n 1978, nu~er 2 during the rainy season, and nu er three in the winter 

(9.0~, 6.0 and 5.9 respectively). 

Reference 6: Hospital In-Patient eport, 1980, inistry of Health, 

Healt nformation Services. Depar ent of ealth, Rangoon, Burma, 

20 September, 1982. 

able 4 reports ill-defined intestinal infections as the nu ber two 

cause of hospital morbidity (8.5~) second only to malaria (14.8 ) and 

also second to malaria for mortality at 10.10 (molaria at 11.2 ). 

eference 7: "cute Diarrhea in Childhood", Proceedings of the e~earch 

Seminar on cute Diarrhea in Childhood organ'zed by the Department of 

edica1 Research, Rangoon, Burma. 27 February 1982. 

This nograp has three jor section~: epidemiology, etiology, and 

nagement. he epidemiology sec ion as four presentations. he first 

resents a countr profile. able 1 shows a case fataili y ra io (CFR) 

of 21-35 in 19 0 to .56 in Rangoon hospitals in 1970. able 5 sho s that 

gastroenti es and colites caused 7" of deaths in infants in angoon hospital 

1970 an re 0 ts sa e data on ospi al or a1' and rbidity as 

eference 6, able 1 sho s rbid't ig fr 3-28 nths of age ith 

a pea' at age ~ on s in a peri-urban cohort study. abl 12 shows a 

diarr ea rta1ity rate of 2.7/1000 in 0-1 and 0.5 in c ildren 1- in 
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Ir -st .d io s o t 0 c n'ty­

based studies ear angoon in a peri-urba in 981. dry 

season incidence rate of 16.7/100 children 0-5 'as found ( ee oeriod) 

and a rainy season incidence of 20.3 (5 wee period). Diarrhea was much 

higher in children 0-3 in the rainy season. High diarrhe, incidence as 

associated ith rearing of domestic animals, fa ily income, crowding, and 

low SES. Esti ates of the annual incidence rates based on this study are 

shown bel 

Dry season calculated as 39 ee~s, wet season as 13 weeks (3/4-1/4). 

dr season 16.7 episodes/week x 39 weeks = 163 
tr 

wet season 20.3 episodes/wee x 13 weeks = 53 
~ 

Estimated annual incidence .: 216 

Reference 8: hilne-Toe, Khin - Haung-U, et al, "Oral Rehydration Therapy 

in the Home by il1age others in Burma, to be published in Transactions 

of the oyal Society of Tropical edicine and Hygiene, also found in 

Reference 7, management section. 

one year longitutina1 study in six village tommunities about 40 

Km fr Rangoon with 218 children under five in the control villages and 

623 in t e test illages. Daily diarrheal surveillance was carried ou 

makin t is a 'g 1 sens ive study. ncidence as 1.03 episodes of 

diarr ea/e Old/year. 48 of t e eh01dren had no d"arrhea and 9 of the 

episodes occurred in 11° 0 he c ildren who had _hree or re e isodes 

each. 0 deat s occ rred in e er con rol or tes "1 ages. ORS ad 

a osi i e e ec on eig c an es 1n e c i dren i requen e idodes 

but 0 ec 0 e i1 d cases. e au 0 s concluded " s i tua ions 



es 0 
. . 
" 

e 

o s ud a es re at nee d r a O~I 

os e isodes e ~ mi d and 1 iple ep'sodes per c ld ere no c ~n.j 

prov'sion of ORS in the home to be readil available at a 1 imes for all 

cases for administration by mothers ould have little discernible impact 

on mortality and orbidity. In such situations, provision of standard 

ORS should be aimed at the vulnerable group, i.e., children ill with more 

severe diarrhea or children with multiple episodes of diarrhea in whom 

ORS has been shown to reduce mortality and morbidity, and in whom there is 

now found to have a demonstrable positive nutritional effect (page 3 of 

draft). 
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iarr ea 0 IOnic unpu Iished st d , De ar n 0 dOca 

Researe • Rangoon. Bu a. 19 3. 

Reference o. 10: U yaw Sein. U ung Tun Thet. e al. "Utilization 

of Rural Health Centers on Burma. n Evaluation Study," Department of 

Health. Rangoon. Su ugust 1983. 

Reference No. 11: UReport of an Evaluation or shop on Primary Health 

Care - Basic Health Ser ices Programme 1982/83. Department of Health, 

Rangoon, Su a, love~ber 1983. 

Repor s eneral clinic attendances as a proportion of the population 

as 0.38 and personal health care contacts during village visits as a 

proportion of the population as 0.24. Together they equal 0.62 visits/ 

person/year. 

Reference o. 12: 'Study of Monitoring of Vital Events. futritional 

Status 0-3. Bir h eights. and Pr'mary Health Care at the Village level 

(1981-82). Health ssistant raining School, Department of Health. 

Rangoon. August, 1983. 

Reference 10. 13: hin - Maung U, et al, "Residua Deaths in cute 

Cho dhood Diarrhea" unpublished repor by the Depar n of dical 

Researe • Rangoon. 1983. 
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ecutive Su ry: DR Prod c "on, OistrObu ion an UtOliza ion 

Dn the basis of the best available information on diarrhea incodence and 

and health services utilization. it appears that the planned supply 1eve of 
DRS packets fr all sources (S.4 million/year) will be suf icOent hrough a 
least 1986. hese estimates are based on the existing plan for expand"ng 
communi y health care and DRS dOstribution, and take in 0 considera ion only 
he 0-5 years age group. 

2. The s 51 ificant increase in demand through 1986 wi] resul fro 
he phased bu" p of the n bers of volunteer healt workers who can 

distribute packets. and from a more rapid expansion in the n er olf sales 
outle s for ORS through village co-operative stores. However. these two 
effects will overlap to a considerable degree rather than being additive. 
since a the field level they will represent alternative sources of packets. 

3. Physical distribution of packets does not appear to be a serious constraint 
at present, or for projected levels of demand. CHSO is handling distribution 

chores adequately. and technical and other assistance has been offered by 
UNICEF. There is room for improvement at the peripheral level. particularly 
in storekeeping and inventory control to minimize program costs and wastage 
of DRS. A study should be made of consumption patterns, and an information 
system developed for control of supplies of DRS and other BHS drugs. The 
information system would also aid in the on-going process of program 
evaluation. 

The actua demand for packets can be greatly increased or decreased 
rom he level projected by implementing alternative DRT ca paign 

strategies. E phasizing home-based treatment, for exa ple would reduce 
packet use fr 2 packets/episode, whOle promotion of packet sdles would 
probably increase utilization. 

5. In the event a strategy or c bination of strategies is adopted 
which would result in a greater demand for packets, loca production at 
BP could increased to 5 to 10 million per year within one or two years 
i no major additiona donor commitmentso 
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Su and O' r'bu ion of ORS in Burma 

1.0 verview 

-he use of ORS n Bunma dates to 1978, when he Oepar nt of Health 

(DOH) began to integrate oral rehydration into its health delivery system, 

using ORS packets i ported by U ICEF. S·x years later, ORS is widely 

dis ribu e and is e fee ively available 0 uch of the rural population, 

a 'mpor ant mortality-reducing component of the People's Health Program. 

hile a large-scale facility for DRS pac et production has been placed 

in operation, Burma still depends on external donors for raw materials and 

additional firdshed ORS packets. Distribution within the DOH system, which 

includes a large number of peripheral staf and volunteer workers, is 

reasonably effective but imperfect knowledge and access to this system by 

the rural population limits the degree to which DRS 1S used. The lack of 

useful data about diarrhea-related behavior and DRS utilization makes it 

°mpossible to formulate complementary or alternate strategies for maximizing 

e use of DRS and bringing mortality due to dehydration down to lower 

evels. In the absence of such information, recurrent costs may be higher 

than necessary, or shortages of DRS supply may result. 

2.0 Present Situation: DRS Supply 

2. Donor Inputs 

Finished DRS packets (1 - li er sOze) are being provided free 0 the 

DOH at t e rate of 2 million per year. hese arrive and are distributed 

as part of the Auxi iary Midwife (A ~ Community Health orker (CH ) Kits 

and Drugs and Dietary Supplementary (ODS) Kits. and CHW Kits (about 

/2 il 'on packets per year) cons itu es he initial stock of drug ar.d 

equ'pmen for new pe 'pheral hea h wor erSt while the ODS its are intended 

as replen'shment5 for stationary rural ealth facilities. These kits and 
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and se s are supplied b U IP C/Copenhage. ith the cos s s ared al st 

equa ly by USA 0 and U ICEF under their PH II and PHC/8HS p ojec s 

respectOvely. These supplies °11 con on e throu h a least 1985/ 6 

under e stOng progra~. 

US 0 has also i orted 1.5 i11ion pac ets to ensure the resupply of 

s nd Cs as a one-time contribution to t 00 supply sys e . 

FOnally. approximately 500,000 packets per year will e provided 

n S $e s for the ooH/U ICEF °oint nutrOtion project. 

n addi "on to the finished pac ets. U leEF will supply. through t 

leas 1985/86, ufficoen ter'als or local produc '01 0 2. i 11 ° on 

ac e s annually. 

2.2	 local Production 

Bunna Pharmaceutical Industries (BPI) was supplied wOth ORS 

manufacturing equipment and materials by UNICEF in 1981. and after several 

alse starts is now completing a run of 1.8 million half-liter packets 

and pla s to produce l-liter packets at a rate of 2.4 million per year. 

In the event that increased production is required. funds are available 

from ur JCEF for more equipment and materials which could raise production 

o .8 million using one shift and conceivably double this if two shifts 

are used. as ;s often done in other BPI production areas. (See nnex 1) 

2.3 nnua ORS supply rep1enisrment for years 19 • 1985. and 1986 

are . here ore redOctab1e based on the foregoing sources: 

Table 

er Year 

R C resuppl 1. 5 111ion 
°n"tia1 s oc 

ion Prooec 0.5 

roduc	 on 2. 
.9 million 
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b. Data on DOri dlstributiJn of DRS is available :',u! only ref"lects 

the amount in the distribution plpeiinp. lacl. of cor .. :'tion aata renders 

it impossible to kno'ft ,:r.e rJ"esent~y e:o:isttn!] S~·.)C~ c' 0?S i'i EUr.7"a, the 

following estirate of the ~~ount suprliec to date car De ~~2d as a first 

step: 

Table 2 

78-83 bv UNICEF (kits) 7. 1 mi 11 ion 

BPI producticn (liter equivalent) 0.9 
USAID 1.5 

9.5 million 

2.4 Projected maximum need 

It is possible to est~~ate the potential need for DRS packets based 

on available de~0Qrap~ic Jnc ep~de~iological data. These figures are based 

on the dSSL~::JtiJn that tonG DRS pac'.ets wi: 1 be conSlL7.ed for each episode 

of diarrnea in children under five. 

Table 

1984 1985 1986 1987 lS88 

Tota 1 Population 32.8 33.5 34. 1 34.8 35.5 
(2~ gro·... th ra te) mi 11 ion 

Population under' =- 3.87 3.95 4.02 4. 11 4. 19'" 

( ll.8~ Q" ;:cDulat1CJn, million 

110 • 0'" ltJ1SUCeS .\. 0'"j per 3.98 4.07 4. 14 4.23 4.31 
child) million 

No. of Packets 7.97 8. 14 8.28 8.47 8.63 
million 

3.0 Present Situation: Distribution of DRS 

P"esent ORS distribution channels are the same as used for other 

drugs. The i7'.ajor avenues are the 7rade Corporation for "~edical Stores. 
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the OOH and the Cooperatives Oepar nt. The atter 0 c annels 

curren.ly serve some rural areas directly down to the Y·llage rac 

level. Fig. 1). 

3.1	 DOH Channels 

ssen ial supplies, includ1ng ORS, reach areas of Burma in two ways 

nder H auspices. Through a syst managed by the Central Iedical upplies 

Depot (CHSD) , all stdtionary facilities of the OOH down to the RHC and SRHC 

level are resupplied, and new stocks of drugs procured and stored. The 

volunteer health workers (VHWs) who actually provide most patient contact 

under .~ PHC progra receive their initial stoc of suppl ies through the 

OOH, hot then obtain additional supplies through other outlets sanctioned 

but r~t directly controlled by the OOH. 

3.1.1	 Central dical Stores Depot 

The CHSD physically consists of a large compound in Rangoon enclosing 

11 separate warehouses plus administrative offices and workshops, a 

sub-depot in andalay in which around 20 of total expendable supplies are 

stored for d"stribution in middle Burma, and eight transit camps around 

the country. A second sub-depot is being constructed in Taunggyi, as are 

a new administration building and cold storage facility in the Rangoon 

compound, as art of an ADB project. staff of 420 in Rangoon perfonms 

the tasks of goods clearing, transport. sorting, inspection, storekeeping, 

pac ing, shipping, procurement, and administration. 

External inputs to the CMSD logistics system include the ADB construction 

and the salary support of a CHSD ssistant Officer by UNICEF. Long-tenm 

technical assis ance for logistics syste s analysis, and training has been 

proposed and funded by U ICEF, bu not yet agreed to by the SRUB. 
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CHSO has three main sources of edical supplies and equi nt: 

drugs manufactured locally by BPI (about S45 million orth last year), 

i orts procured annually by direct CHSO tender to foreign c panies 

($12.5 m"llion), and donor imports. Port clearance of direct orts and 

s donor supplies is evidently handled w"th 1"ttle dif iculty and delay 

by CMSO staf and transport. USAIO supplies are cleared by US JO staff 

and placed in a designated warehouse at CHSO. (A new, larger warehouse for 

USAIO c d" ies is being reno ated at a nearby location, and should be 

adequate for uture imports under PHC II). 

The COns seven 6.5 ton and two 3.5 ton trucks, which are used 

almos exclusively within Rangoon, for pickups from BPI and the port and 

deliveries to local DOH hospitals, the rai1way station, truck depots, 

river ports,and other common carriers. Supplies are hipped to other 

divisions by combination of government rail and river streamers, and 

cooperative or government truck fleets or as a last resort. privately­

owned trUCKS. he major problem currently encountered in this system is 

a shortage of railway wagon space and truck transport to Mandalay. If 

additional trucks were supplied to CHSO, they would primarily be used on 

this route. Otherwise. delays occur but shipments regularly reach all areas 

with minima delays. R te townships in he mountainous states often ust 

be rea.ched by ule train or porters for the final leg. Damage sometimes 

occurs enroute due to water or dropping of a crate. bu losses are evidently 

kept to a in; Smooth functioning of the syst is aided by the advancing 

o funds to state/div"sional directors and s in charge of transit ca ps 

to cover costs of forwarding goods to the end users. hese funds are 

rep enished annually. 
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Shipments to state/divisional hospitals are ade three times a year 

based on annual inden . and two supplementary indents. Supplies for 

RHCs, however, are distributed according to the order of the PHC project 

director, and are generally sent twice a year direct to the Township 

Medica Officers (THO). If no doctor is assigned to an RH~ resupply may 

occur only once a year due to lower uti iza ion of drugs. The amount and 

type of drugs supplied to RUCs are according to a standard list based on 

the ava·labilityofthe ite s at CHSO. Supple ntary indents for drugs which 

are consumed rapidly can also be made. Since the population served and 

utiliza ion of RHC's varies widely, it is the responsibility of the THO 

to redistribute drugs among RHC's in the township. If there is an excess 

supply or shortage of some item within the township as a whole, the THO 

notifies the Division Health Officer, who then attempts to redistribute 

the item between townships. The value of drugs distributed annually to 

each RHC is 1<9,000 from DOH/BPI, plus DOS sets costing around $100.00 

each. ODS set are supplied at a rate of roughly 1 per 1000 population 

served per year. 

In actual practice it is quite common for RHC doctors to receive 

their suppl ies a CHSO when they come to Rangoon or Handa lay for official 

or personal reasons. In these instances they usually are accompanied by 

a helperfr the RHC who signs for the crates and aSSlmeS r sponsibility 

for having them delivered by bus, etc. Some supplies are picked up 

directly from transit camps as well. 

Once at the RHC, SRHC, MeH center, etc., supplies are kept in small 

godowns under direct responsibility of the Hedical Officer. Due to the 

lac 0 a inistrative personne a this leve and the many de nds on 

the .0.'5 ti and absence of any specific training in storekeeping, 
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this function may often be inadequately perfo d" Improper s orage in 

cond"·ions of high hea~ and h idity can resul· in rapid deter"ora ion 

of ORS and other drugs. 

3.1.2 Supply of olunteer Health orkers 

Oonor-suppl ied CHW and kits are stort~d at CMSO or forwarded 

to the sub-depot at Mandalay, but often are given directly to he volunteer 

as part of a ceremony rather than going through the usual routes. Resupply 

of expendible drugs, etc. for the CHW then becomes the responsibility of 

the people of the village. Funds are collected (from K400 to K600 per year) 

by the ~i~lage Peoples Council and sent to the THO or Township Cooperative 

Soc ',ety, fro which office a representative is sent to Rangoon to buy BPI­

packaged CH resupply kits from the Trade Corp. after obtaining authorization 

from the PHCjBHS project director. Sometimes a group of townships entrusts 

this task to the State/Oivisional Health Officer or Cooperative Syndicate. 

Production of kits has not been sufficient to meet demand in past years. 

Townships requested 7.500 kits in 1983. compared with BPI's production of 

4.000. Resupply of ORS to RHCs and VHWs was unaffected since an adequate 

quantity of USAIO-supplied packets has been distributed to RHCs, which in 

turn give packets to VHWs . 

•ot all the items in the CHW kit need to be procured through this 

channel. however. Some simple, basic drugs such as vitamins, aspirin. 

iodine, etc., have been designated as "conmon household ite s" and are 

available through cooperative stores and other common consumer outlets. 

As part of a project agreement wi th UtUCEF, ORS has recently been so 

designated, and arrangements made for up to half of BPI's ORS production 

to be channeled through the syst of cooperative stores and clinics. 
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e will hus have a second channel to purchase the ORS and 

_rho s other necessary ite s. There are 12, 66 cooperative stores in 

rura reas, one in nearly every village tract. 

3.2 Other Channels 

3.2.1 Co-operative Stores and Clinics 

s entioned earlier, he extensive network of primary- evel 

cooperative stores (12,466 in villages, 2, 40 in urban wards) will become 

an outlet for ORS. ORS will also be stocked at 561 cooperative clinics, 

os of which are in urban and peri-urban areas. 

The distribution network starts with the Central Cooperative Society, 

which signs a quarterly procurernen contract with a supplier (in this case 

BP ) which penal "zes the supplier for non-delivery. Contracts can only 

be made for six months forward supply. 

Supplies are allocated by township according to the available a~nunt 

(orders generally exceed the supply of BPI drugs). States/divisions and 

many townships have their own depots in Rangoon. 

Transportation to the township co-op societies is usually not a prob1er" 

if fuel is available, since each township has its own trucks. Similarly, 

deliveries from township depot to village-level co-op is given priority by 

the transport co-ops at township level. here is generally no fixed resupply 

schedule, and primary and township co-ops both reorder on demand. Since 

a "profit tive' can be imputed in this system, close attention is 

presumably paid to maintaining e ficien inventory levels. 

ORS "11 be bought from PIC/BP at the 18 pyas/packet. 11 imoorted 

mater"a1s are supplied free by UIfICEF, and his costs reflects BPI's overhead 

and direct costs of produc ion. here is no markup for drugs in the co-op 

system, so the village co-ops will be assessed only transport charges and 
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overheads. At a typical road transport charge of per ton-mOle, tra sport 

so anshould not exceed 1 pya/ acket anywhere in B event al retail 

price of 20 pyas/packet can be expected. 

3.2.2 Medicine and Medical Stores Trade Council 

It has been agreed that a portion of BF 's produc ion of ORS will be 

sold to this organization. which is the distribution ~~d regulatory body 

for a national network of retail drug outlets. About 5 of BPI's total 

production of drugs is distributed through this network. which extends 

down to the township level. Although individuals purchase drugs from the 

rade Council outlets, they playa more significant role by supplying 

private physicians and clinics and small private traders . 

.0 Access and Utilization of ORS at the Village Level 

Under existing plans. there are only three major sources of ORS packets 

in rural areas: at RHC's. at village co-ops. and from volunteer health 

workers. In order to be able to calculate the expected demand for ORS 

packets as opposed to the need as calculated in section 2.4, it is necessary 

to estimate the proportion of the population that can actually ~pt 

when needed. 

Access in this context has two dimensions, geographic and economic. 

conventional definition of geographic accessibility is if the desired 

product or service is within an hour's journey by foot. which is rough:y 

a 2-1/2 mile radius of the household in the case of rural Burma. Since 

ORS packets will for the most part be available for free or very low cost. 

economic accessibility of 100· can be assumed. (An exception is in areas 

served cn1y by private traders. where the present going price is Kl-3. 

However. the geographic extent of this channel is not sufficiently known 

to base any calculations on it). 
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ccess and ti 'zation of RHC's 

detailed s udy (Re . l)'has found ha in areas where RHCs ex's, 

3 of the popula ion "n the presumed catchment area live within 2 1/2 

miles, while 70 lived beyond 'his radius. That this distance does indeed 

represen a barrier 0 ut'lization was demons ra ed by the inding that 

only 2 of he pa ients co ing 0 RHCs surveyed reported that hey lived 

ur er han 2 1/2 mOles away. hus in a typica township with 7 ,000 

popu1at"on, only 21,00 people have what could be called realistic access 

to the RHC. 

The study further found that while children 0-5 were represented 

in the patient population in greater numbers than in the general population 

(17.2 vs 12 ), the diarrhea cases (all patients) ranked much lower in 

frequency (6th or 7th) than found in hospital studies, where it was usually 

second ;n prevalence. Thi.s suggests strongly that only a small percentage 

of those people living within convenient access of RHCs actually bring 

children there for treatment of diarrhea. For purposes of estimation, 

assume that only lout of children in this radius are brought there when 

they have diarrhea. Thus the effective utilization rate of RHCs for 

diarrhea in children may be only (.30 X .25) or 7 1/2 of the "served" 

population, 

On a na ti ona 1 bas" s, e ac tua1 demand for DRS from RHCs can be 

projected as follows: 

Utilization of Rural ea th Ser ices (Eva1uat'on Study), Or, Kyaw .7iein 
et al. Rangoon, July 1983. 
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Table 3 

1984 1985 1986 
n, 

o. of RHC's/Townshi s served 167 II 237 307 

Rural Population (mi 11 ions) 22. , 23. 23.9 
(70 0 total) 
2 growth rate 

II 

Total Population in 12.2 17.7 23.4 
RHC townships (mi11ion)=n 

Population under 5 yrs 439.200 637.200 842.400 
in 2 1/2 mile rad'us of , 
RHC = n X ~ X •112 }=n 

Above population 109.800 159.300 210.600 
actually brought to 
RHC for diarrhea I' 
nil = n' X .25 

,1 

Pac ets ~quired 219.600 318.600 421.200 
(2 per child/year) 

I • 

.2 Access and Utilization of CHWs and AMWs 

For purposes of calculating the number of packets of ORS Ii ely to 

be distributed by volunteer health workers. it can be assume,d that while 

everyone in the CHW's own vi11age has perfect access to him. unless the 

distance from neighboring villages is small. his services will only' be 

utilized by the inhabitants of his village. The target for expansion of 

coverage of A 's is expressed in terms of the number of v'llage tracts 

served. and while it is reasonable to imagine an 's service area extending 
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0 '1 ages ( e a er ge per age rac ) or ery, s 

not rea s i o e pec ha er co erage or d'arr ea ou d e e 

an 

oug he rojecte co erage by vi llage for C IS an~ 's 

separa el ( e ) .6. 00 ne C s a ed y 19 e tend 

cover ge 6 0 al rura lages; 5.600 ne w'11 e tend 

co erage 7. 0 2i~0 v ages or 6.. 0 lage racts ). he degree 

0 ic lac n w coincide in a lage is n spec; 'ed and 

ere ore e'the RS o erage e calcu a ed, Since RS 11 

e ec e y e e her e C or t e res'des 'n a illage. 

e c e age 986 co Id ange r all 's a e c osen r 

age her~ here is a" • to 73 if they a e c osen -r vi lages where 

re is no C Us'ng an n enmed'a e present co erage 0 30. ncreasing 

o 60 by 986 nder e c ~d' ion ha al cases of diarrhea in children
 

nder 5 are rough
 's a enL:on and 0 pac e s per episode are 

's ensed, y'el s ollow'ng requ'rements: 

able 

98 1985 986 

e co e a e 5 6 

en (11 ons 10, .3 

U er- popula 0 co e e 
(' 0 s) O. 6 .6 

c e 5 re re .560.000 .3 .000 
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'liza ion of eal services a speci ic arr ea 

incidence data for urba areas 's inc plete. lthough geographica access 

to DO acilit'es ay be very h" h, particularly in the smaller urban areas, 

the hig rate of female e oyment suggests that utilization y be quite 

low, es ecially for less serious ·llnesses. others often pre er to ta e 

a child to a private doctor, ho would normally have a clinic in he eve ing. 

Oiarr ea 'ncidence in urban areas has been reported as lower than the 1.03 

episodes per y~ar, whi e incidence in peri-urban areas y~ h·gher. Using 

the 1.03 average, 75u accessibility actor, and a 25 u ilization ra e yields 

the 0110 ing estimate of deman, ass ing 2 pac e s sed pe episode. 

Tab e 5 

1984 1985 1986 

U ban Population (mill"ons) 9.84 10.04 10.24 

Under-5 (millions) 1.10 1.12 1.15 

Diarrhea cases 
using DOH (mi 11 ions) 210,000 215,000 220.000 

Packe s needed 420.000 430.000 440,000 

E ec 0 il age Co-operative outlets 

ith 12, 66 primary consumer co-opera ive stores a the village 

tract coverage by only 1,2 1 RHCs, a sign'fican increase in access to 

ORS packets can be expected. Since there is wide varia ion in the s·ze 

o il1age tracts, even wi hin e ore densely-popula ed townships i 

is di icult to esti ate the average de.gree of geographical access to 

these outlets. 



n tracts w,c are bOgger han 10 square 1 es, s a 

not re t an 2 add' 10na1 , a9ges e °thin 2 1/, es ( e ho 's al ) of 

,1 age here he store ;s, hereas rom 2 to a add' ona VO 1ages 

ave at least t is degree of access in tracts sma 1 er than 10 square i1es. 

10 s uare iles is the popula ion-weigh ed modal area 0 a '11age 

trac s, then in half 0 the trac s all of he popula ion as access, an 

;n the other ha If ,around hal t e popu1a ion has access, or an average 

access'b01' y 0 75. ssu ing that in he 1~ of racts hat have RHCs 

a eady, he population will continue to get ORS packets from the RHC and 

HW's or free ra er han pa 20 pyas, then the coopera i es repr~sent 

a po entia1 increase in access 0 (.90 .75) = 67 1/2 . 

o calculate the likely inmediate demand, we can guess that not more 

t an he 25 of mothers that bring a child to the RHC for diarrhea will 

go to a store to buy a packe 

able 6 

1984 1985 1986 

Rural population (millions) 22.5 23. 23.9 

population with ( i1110ns) 
access to co-op stores 

15.2 15.8 16. 1 

Under-5 pop. with co-op 
access (millions) 

1. 70 1. 7 1.8 

bove population not 
covered by H s (m:- ions) 0.94 0.59 0.19 

ac e s requi red 1,880,000 1,180,000 380,000 

t this point some consideration us be given to the ac that the 

HW1,s coverage area and the co-operative stores' coverage overlap considerably, 

and therefore should not be considered to be additive. Not enough is now 
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n n abou the behavior of ers 0 predic the circ stances under 

which they i 1 go to a VH i one is available and hen they uld buy 

a pa et at a co-op store. ~ome factors in addition to rela ive price 

affec ing his decision are: distance traveled, access at different times 

o the day/wee. additional care and advice a ailable f he CH • and 

the e ec s of public info ation campaigns. 

present, a likely scenario is that opening the cooperat·ves channel 

wi 11 i d"ately increase the actual demand for packets,and that the 

quantity sold 0 the public throug the co-op~ will decrease as coverage by 

H 's increases. However,he plan to have VH 's obtain heir resupply of 

packets from co-op stores means that the vol distributed through that 

channel wi 1 re in high once the OOH ceases to resupply the VH '5 . 

.5 S ry 0 demand es i tes 

Table 7 (illions of l-liter packets) 

O'str"bution channel 

Urban health ac·l it· es 

RHC's 

H 's 

dd; iona co-op dis ribu ion 

11110ns) 

E cess S ly ( f 1"ons) 

~ \(. a xcas 

1. ri ion c annel 

1984 

0.42 

0.22 

1. 56 

1.88 

.08 

1. 32
 

1985 

0.43 

0.32 

2.39 

1. 18 

4.32 

1.08
 

1986 

0.44 

o. 2 

3.32 

0.38 

.56
 

0.8
 

~o t e '!Tad rpora 
.

ec or and riva c nics. 
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Fig. 2. Components of de~~nd for ORS packets 

-

.::".~ .. s c1 
D"c L ~ S 

5 (I 

J 0 

/ 

/ 
/, 

, 
, , 

", 

" , 

i.e 

1.# 

.' 

, / 

\'\\,\"-" 

J&t t'u 

5.0 Conclusions 

s. 1. Based on 

f lA .... 4'.( j\lPP'~ \~ 

t 
[I.(t''l '.) ..~~?;'IJ 

j I . , . " ~. " . .... '\09 c c0Df".~t , ,, 
~ .." , 

" 
\ 

.. .. , " / /' ,/ / 
/ f" " .. 

/l
, ,

. 

.. +/ , 
I /---! , 

/
I .. , vo\" .... t ~e~ heAl'"f / , 

/ 

, .. / 

/
, 

/ / /,- .. 
, / ./ 

I R t'\ c:. ~ 

fe.c ••"-, ," \\~,,~, '\ '", ,"'-,1 ~ .. \wi .. boH 

the existing utilization rate of the rural health 

services and the increase in acce:sibility to providers that will result 

from the planned expansion under the People's Health Plan Il,the present 

level of ORS supply is likely t~ be adequate. Distribution of packets 

through village co-operatives will increase access, but probably will 

reduce 

5. L. 

subject 

the ae:-.anC tnrougn '/HWs, resul~;ng in a relatively small net 
t.~'-'T~ ~... 

The /ltota 1 DroJectec oe::-.and by 1ge6 of 4.56 m; 1i ; on packets 

to a great degree of variance, ana most likely represent~ a 

increase. 

is 

high 

esti~ate since it is based on the use of two packets for each episode 

of diarrhea. Statistics suggest that ~oderate or severe dehydration 
,t....d. 

results in oroly a third of all episodes in BU~'Amost cases are or could 

be. treated by continued breast-feeding and with other liquids. 



o t e other hand e nd -or a~ e s could increase sharpl ; he 

RHCls ere better u il~zed an 'f sales a he co-op stores were activel 

promoted. 

The actual demand for pac ets is therefore seen to be highly sensitive to 

program strateg~ the degree to which use of home-based treatments are taught, 

and to c unication strategies such as pr tion of sales in cooperative 

stores and encourage ent of the use of health services for diarrhea. 

Home-based solutions are being actively researched in Bunma, and if 

experience in other countries is relevant. these could substitute for as 

uch as half the packaged ORS needed. 

F"g.o. . lustrates the effect of three d'fferent strategies on 

the need or finished packets: 

A. As per foregoing ass ptions. packets will be available 

through co-operative stores for 20 pyas but not actively promoted; VHWs 

and RHC staff con inue to dispense 2 pac ets for each case of diarrhea 

n under-S IS. 

B. Active promotion of ORS sales in cooperatives, and health 

infonmation emphasizing use of ORS packets for all cases of diarrhea in 

under-Sis. 

C. Health worker training and health information emphasizing 

use of home solutions as a first-line treatment of diarrhea~ widespread 

availabili \ of packe s for moderate/severe dehydration. 
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.s;.	 3. In the absence of irore accurate infom.ation about the demand, distribution, 

dnd use of ORS packets dnd the incidence patterns of diarrhea, it will be 

difficult to ~.atcn supoly 'r,.i:h del7'.and. ~Io good purpose is served by 

producinq end feeding excess packets into the distribution pioeline due 

to the l~r,:~~ snel& ;ife of tne Dackets and the costs of raintaining high 

inventory levels. ~~entua;l; these costs will be borne by the DOH. 

Si:-ilarl~.,. ioc':~ ;:nC nationa: snortages ..... ith result if the der:.and for 

packets is unaerestiratec. 7his ~ould oe escecially serious ;& no strategy 

7ne develo:;:-ent cf an 'nfor-ation syste'- &or :n(kinc dist~'ibution 

of QRS by geogracnic ~re;:. Ser;iC~ :eve~ ,an age'; ~atient would be a 

Other key drugs could 

also be includec in troe s:/ster. ':"':-.:" 
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5.4 Under sce, rOos ' .. and "C" (Fig. 3). the suppl 0 pac ets be 

in excess of he require en s of the DOH and village cooperatives. ss ing 

the desirability of king pac ets widely available at a low price. so 

part this excess should be supplied to the ~dical Stores Trade Corporation. 

thereby making packets available to private traders and practOtioners. 

holesale and reta01 pricing through this cannel would have 0 be negotiated 

between BPI. the DOH. and the Trade Corporat·on. If BPI's selling price to 

the rade Corpora ion exceeds 18 pyas. some or a11 of he profits .ght be 

returned to UHCEF. ccurate infonnation about use in OOH channels and 

sales in cooperative channels will be required for planning for allocation 

and future product·on. hile excess produc ion can be stockpiles. this 

should be avoided when possible due to the expense and potential for 

deterioration of packets. 

Annex 1. Report 0 visit to BPI. 17 Hay 1984: ORS Production at Bunma 
Phannaceuti ca1 Industries (BPI) 

1. The current plan. in cooperation with U ICEF. is to produce 2.4 million 

l-liter (27.5 gm.) packets per year. Packaging film (Italian origin) and 

pre-pixed ORS (KBI. Bremen) are ordered through UNIPAC. Shipments of 

materials equivalent to 1.5 million packets arrive in Rangoon at 6-month 

intervals. The FOB cost of the premix is 2.1 , per packet. the foil in 

0.7 , per packet. otal 2.8 FOB, approximately 3.2 , CIF Rangoon. 

2. The pre ixed ORS arrives in 240-kg plastic drums. which are difficult 

to handle without proper equip nt. Eighteen drums arrived at BPI broken 

from the last shi nt of 30 dr s. he drums and foil are ept in 

various air-conditioned ro s in the plant, but they are generally not 

kept cool more than eight hours a day. 
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3. The is processed by unloading hal (12 g) the contents of 

a dr , a Id sifting it to 60-mesh. Al h the re ixed ORS is supposed 

to be this fineness, this is done to remove the occasional arge crystals 

and foreign objects which would interfere with pac et filling. After 

sifting, ne 120 kg batch is dried for 1 hour at [ . to a o·sture content 

of 1-2 since the ro in which sieving is done is not air-condo ioned. 

The 120 kg batch is then mixed in a steel dr hoop ixer. 

e ixing dru is brought into the filling ro ,which is air-conditio~ed 

and deh idif'ed to 45-55 RH. The hopper of the Kovema S-90 filling/sealing 

machine st be apoed off by a hand scoop every five inutes or so. A 

carriage ho'st for continuous overhead feeding ;s planned. This room is not 

insulated, but a false ceil ing about 250 em. high is installed. The layout 

of the ORS production area is the same as it was in 1981. The floor drain 

in the filling room has been covered. 

5. The Rovema 5-90 is operated at a speed of 45 packets per minute for the 

500-ml packets now being filled to use up the old stock of foil. This would 

pro ably be lowered for l-liter packets, production of which will begin in 

June. Checking for packet weight is done with a fare-balance in the same 

room. led packets are removed to the sieving-drying room for cartoning 

in boxes of 50. 

6. Ten packets per 10,000 are sent to the 8PI quality control laboratory. 

Contents are tested for moisture (acceptable content is 1-2 ), glucose, 

chloride, and bicarbonate. They have no functioning flame photOQeter for 

measuring sodium and potassi 
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7. hen queri ed abou . e poss ibOy of .ncreas ing produc "on, cas 

esti te that the present setup on have an annua capaci' f 2 ill· on 

l-liter packe s with a single sh'ft p us one or tw hours 0 ove his 

i plies operating the fOllOngJsealing machine at a r ther conser ative 30 

pac ets per inute. They would be very reluctan to add a full second shift 

add" iona packets are needed or fear of earing out the chine, 

although to date there have been no ~ailures ha could no be repaired 

wit spare p rts on hand. 

8. BP official say space for a second i ling ro can be ade available 

should another chine be needed for increased productiono nother air­

condi "oning uni would also be required. They prefer not to install a 

second chine in the presen ro It is understood that funds for 

addoional equopmen are avaolable from UNICEF through a program for 

strengthening essential drug production in Bu a. 

g. I said that I would discuss the provision of a flame photometer with 

U ICEF. Due to the possibility of separation of the premixed ORS and the 

difficulty of re- ixing a 240-kg drum, the ability to test the packets or 

processed Ixture for sodium and potassillTl would seem critical. Alternately, 

the mixture could be supplied in smaller drums, preferably not more than 

50-kgs which could be re- ixed. 

Anne 2. Potential ORS Production by "Cottage Industry" Co-operatives. 

1. lthough not likely for the next few years, i is possible to foresee 

a ime when donor support for DRS supplies will run out and a shortage of 

foreign e change will turn attention to the produc ion of packaged ORS 

using inexpensive. oca ly-available aterialso 
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three-person team visi ed Bu or 0 wee s to re iew he 

diarrheal disease c ponents of the Socia s Republic of the Union 

~f Burma's community health care progra. h"s report describes the 

curren publ'c co unications channel S'st and describes and analyses 

he Central ealth Educa 'on Bureau's e for s 0 provide commun"cations 

support. 

The ove'all conclus"on is tha Bu has accessible ss dia 

coverag~ of the entire population and hat radio could be used to provide 

not only public h h educa ion but also to train and motivate community 

heal h or ers and 0 her health care providers. Effective use of mass 

c~ un"cations w'll require capacity buildi g for the professional s aft 

of the Central Health Education Bureau in communications research. and in 

mass commun'cations planning. production. and management. 

The specific mass ( unications program adopted should be based 

on audience research and on the ORT approach to be emphasized. packet­

based approach will call for more health worker and physician training. 

while a home-prepared ORS approach will require special emphasis on 

instruc ing and motivating mothers of young children. 

The Central Heal h Education Bureau has already made important 

con ributions to supporting OR efforts in Burma. This repor presents 

recommenda ions for fur her developing the mass communications and other 

programs to pe it even greater contributions in the future to achieving 

the goa s 0 the People's Health Plan. 
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1.1. he se Co n·cations S s 

1.1.1. Radio. • Burma Broadcas "ng Ser\':ce (BBS) s un 

by t e ,iois ry of nfo on. BBS is located in Rangoon an rans its 

over severa shoT - ave bands as ell as (broadcas s fro ailand. 

China. ndia. and 0 er countries can also be received in Bu at n as well as 

shor - ave broadcas s.) 

BBS broadcast's ro i7~00 a.. to 10:30 p.m. daily. he . ~ta ion (95 ) 

alternates progra ing in Burmese and English during the broadcas da. 

The sa~ progra are carried beyond Rangoon by short-wave trans ission. 

These short-wave broadcasts include programs in ethnic languages on a 

ro a ing basis. anguages include rakan. Chin. Kachin. ayah. Ion. 

?WO Karen. Sgaw rent and Shan. as well as Burmese. 

Transmission coverage of the country is 100 .(Short-wave BBS brcadcasts 

reportedly can be heard as far away as Singapore.) 

Data on listenership may be gathered by BBS but is not made public. One 

estimate of audience size is 25 million -- approximately 70 percen of 

the population. 1979 estimate of radio sets was 700.000. Assuming 

this may have grown to 1 million by 1984. this is one radio set for 

every 35 people. Officials at the Health Education Bureau (1984) estimated 

that 30 of rural households owned radios. with a higher rate of ownership 

in cities. 1983 study of 100 households found that abou 5 assessed 

radios. Radio se s cost rom 100 to 200 kyats each and there is a small 

1i cense fee. 

The focus 0 broadcasts is entertainment punctud ed by short news proQrams 

(ten-to- i een inu es) several i s da'il . Entertainment is usic 
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(Burmese and es ern clas!ical an tteas lis ening") a d a se 

titled "Our illage" which uses a stab e se 0 c aracters 0 encounter 

situa ions consi ered typ'ca1 of village ; e. 

BBS divides i~s audience into hree seg nts--peasants. wo erSt and youth-­

and appartentl strives to offer so progra targe ted 0 the needs and 

interests of eac se n (e.g .• "Our illage" for he peasants). h' is 

in add' ion to the 'general public" na ure of the sic and ne s proqra ing . 

•1.2. Television. e1evision was introduced 'n Burma in 1981. 

n that year t ere were ap~roximateJy 6.000 sets. trans iss;on is limited 

o one station on the air about 2 hours on weekdays (7:30 p.. to 9:40 p.m.) 

and about 5 hours on Saturdays and Sundays. e can assume that V ownership
 

is now substantially higher, even considering that (1) V sets st be i~
 

ported and are very expensive and (2) that the TV signal only reaches a
 

50-mile radius around Rangoon and Mandalay. Data on TV ownership and audience
 

size is probably gathered by the Ministry of Information but ;s not released.
 

(There is an annual TV license fee of 6 kyats, which implies some effort to
 

register set ownerShip.)
 

Television sets appear to be located exclusively in private homes. Bars.
 

restaurants, and other public gathering places do not have television sets,
 

a reversal of a common pattern in other countries.
 

V entertainment consists of cartoons. songs, reruns of rican series
 

( he Si ; li n Do lar n. Baretta. he love Boat), and occasional imported
 

or Burmese movies. n addition each evening there is a news ano weather
 

program.
 

ducational (including health-related) progra. appear several imes a week. 

n the wee 0 '~y 7-13, here was a hig school physics lesson (lS inutes), 
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a hig school c e 's lesson (15 inutes), 2 BOC ng1'sh lessons in 

one one-hour block), and Sesa Street (one hour on Saturday afternoon). 

The one health-related progra wa~ a 12­ inute Sunday evening sho on 

headache and igraine. 

1.1.3. Print~d Materials. The ews and Peridocia1s Corporation 

oversees newsgatherin , editorial policies, printing, and publishing of all 

ne spapers and (?) periodicals. here are six daily newspapers, all pUb­

l'shed in Rangoon, ith circulations ranging frei 20,000 to 150,000. They 

differ little in size. format. and content. All newsgathering is done by 

'ews Agency Burma ( AB), part of the ews and Periodicals Corporation. AS 

is the only agency authorized 0 receive outside wire service copy. from 

which AB provides newspaper editors with a list of stories from which they 

may choose. ationa1 news is gathered through a country-wide chain of stringers. 

The editors of all 6 newspapers meet together daily to discuss and clear 

their editorials with NAB. 

C~]cu1ating overall newspaper readership is complicated by (1) an undeter­

mined overlap in readership (people reading more than one). (2) lack of data 

on the extent to which newspapers are available beyond cities and towns, 

and (3) the estimate that the average newspaper copy is read by 10 people. 

The most generous estimate of newspaper readership would be the sum of 

circulation or each of 6 daily newspapers (412,000) multiplied by average 

readership per cop of 10. equaling .12 i11ion readers. 

In addition 0 the 6 daily newspapers, are over 4 dozen weekly, bimonthly. 

monthly, and uartcr. y periodicals. These include general interest. party 

affairs, educational, and news magazines. as well as periodicals on movies. 

crime, us ie, phys ica1 itness, humor, sci ence and re1igio affa i res. Some 
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pe iodicals a ~ arge ted--for wor ers easants~ 0 n. c ildren,
 

school st den s, teachers, Lanzin out. war veterans. and par yes.
 

The ciruclation of the 3D-so e privately published periodicals ranges fro
 

3,000 to 15,000. irtua11y all of Bu 's periodicals are based in angoon.
 

gazine content was not analyzed. 

1.1. Other Media 

1.1 .. 1. raditional/Folk iedia. Pwes continue to be a vi al, 

popular fo of entertainment. A typical pwe co ines sic, dance, skits, 

and uch slice-of-life humor and gags. A ~ begins in the late afternoon 

and may continue until dawn. 

Pwes are performed by professional troupes who fo110 circuits booked by 

local i ressarios. Pwes are usuaily given free of charge by a family or 

group. Pwe troopes even come to rural villages reachable only on foot or 

by fann tractor. 

1.1.4.2. Cassette apes. Ownership of cassette tape 

ecorders "s growing. is estimated tha every "1 age has at 

least one. Cassette players and tapes can be rented ir. most areas. .A 1983 

study of 100 households (20 in each of 5 states/divisions) found 29. owned 

cassette players. Cassette recording and distribution is in private hands. 

Cassettes include stories told by professional story tellers as well as music. 

1.1.4.3. Video Cassettes. Video cassettes are produced and 

distribu ed by non-government enterprises. For exa le, cassettes of sermons 

by senior abbots are produced and circulated. There is evidence of some 

sophistication in video tape use. SONY Corporation, which is not l;censed 

to sell in Burma, recently held two seminars in Rangoon. one on videotape 

editing whic crew 100 attendees. and one on video equipment maintenance 

which drew BO. ideotaping of wedrlings at Rangoon's top hotels can be 

arranged. Video p,-oduction ~;Id use in l e health sector is apparently nil 

as of 1984. 
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1. 1. .4. c ie indus r oro­

duces O· 50 fea ures per ear. Produc ion s r'vate, but scrip s s 

be passed by he FOl Censo Board b =ore fO s released for pro­

duction. he Hotion Picture Agency Board i orts over a couple of hundre 

fil eac year fro the United States, Japan, ndia, and others. 

st ie heaters are owned by the govern nt. As of 1970 a tendance 

igures indicated hat the average Burmese saw a eature film eight ti s 

a year. eal h Education Bureau staff report that ssages on slides are 

I requently ?) shown before fea ure films and ha they have prepared (or 

could prepare) slides with health ssages for distribution to movoe theaters. 

Fil for instructional use in health education are reported to be either 

wornout. outdated, or where new--as not interesting to Burmese because they 

show exclusively people f other countrOes. 

1.1 ..5. Billboards. ere are a nurrt>er of billboa'rds in 

Rangoon advertising fils, tailor shops. etc. person desiring a bill­

board rents the space and hires a free lance a 'st to 

design and paint it. There is no info ation about whether the governmen 

uses billboards for mass co nicatioo purposes. In any event there are 

few in Rangoon and doubtless fewer if any beyond the capital. 

1.105. dvertising and narketing Finns. hile Bunna's private 

sector ccnsti u es 56 of he value of production of goods and services 

( he Guardian. Rangoon, y 1 , 1984), there are no adver isin9 or marketing 

1.1.6. udience/Nar eting Research Capacity. Surveys of media 

i ac have been conducted under gove nmen auspices. According to the 



-6-


Health £ducation 5ur<:au. :',t: 3urr~ 3roz:cc:as:ing Service condue c,urveys 

each SU'Tae r • cap·lee out by stuaents dunr.c; the ~-5 r""()ntn;. betioolpen high 

sc h001 cc-:' 1(': i 0 r d nC un 1 'r' e r sityen ~ ran C(' . ~ " ec, to <; t ~ d1 f! <; oJ"~· Pr p '> U;-db 1y 

also collects anour cor-piles data tnat ~ou;~ ~e relevant to co~runicatl0n5 

planning. 

The Health ~ducation Bureau (HEa) rec~~ni:e~ tne ~alue of audience research. 

From tl~ to t;:. € public health students are assicmed by their professors 

to do sur,.eye; o· sOurces of neaith infor.J:ion. ,.~:~. In :::noDe .. ,~:ion ·.... i:h 

. .. ::)~.,booU ets, etc, re~or: ~as pre~arec 1n ' .. :::: ane very 

J .1. 7. !nClcatlon of Credibi i 1:~, L"U~ 'las at 1Cd S t once used 

considerec see-l~
 

Researcn ..ouic:Jf.: neeaec :::: deter-all' :>,e relevJnt comp\'!1ents of corrrnunicator
 

credi tJ11 i tj' for· 'lea i:'1 co:-r:.Jn 1ca: IOnS,
 

1.2. Pre,.. ious ;:C:T:.H;ic.~:i()n ~xr)e"ience-_. -- -_. .. ------_ •..._---_._._--_.~--_._-- __._--_ 

ful prograi"1~ to lncre~se ~~:erdC:,' anC agricultural DrodlJct·or1. ~ip'ther 

literacy orcgrar and trle :any '/oluntpers are rO'Ti:ter1 an(~ r··celve recognitlon 

for their efforts. 
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griculture progra S are carried ou through 15.000 well trained 

agricultural extension wor ers. Thirty percent have university degrees 

in agriculture. and most of the others have c pleted an agricultural 

techn'cal high school course or have an agriculture diploma. The 

e fee iveness of the ex ension workers is greatly increased by the 

fac that the gover nt owns st of the agricultural land and can 

sugges to those ho lease it what crops to plant and what seed t fe.rtilizer's, 

pes icides. and techniques to use. 

hese are· pressive examples of large-scale progra s but neither has 

a ~ss media co unications c onent. 
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1. 2. o d 0 

accessible. 

1.2.3. Health Sector Communications Experience. Health co un­

ications are developed principally by the Central Health Educa ion Bureau 

{CHEB) in Rangoon in res onse 0 requests fro program managers in the 

Depar n 0 ea tho n so instances he U: C F co unica ions officer 

has collaborat d on prepara ion of posters, booklets, and flyers. 

he Central Health Education Bureau (CHEB) is responsible for virtually all 

health communications. including training progra for all health workers, 

production of educational materials, a museum on health for school children, 

PI.N1 • 
ProgrAlni "9 • 
BvclcJtt 'ng. 
Adainistrltfon. 
Tr.in ng 

IC,) 0 ~( 

I I ISTR 0 HEAl 

as well as mass media and communications. 
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The CHEB sees its role as provid'ng support for other areas of the 

Department of Health (DOH), particularly Public Health. The CHEB 

responds to requests and also asks "What kind of materials do you want?" 

CHEB also translates and reprints WHO materials. 

The CHEB is headed by an Assistant Director, Each of the five areas 

has one senior person and one assis ant. 11 ten professional staff 

have university degrees -- one an .0., one a master's in Community 

Medicine, one a Master of Arts and the Assista t Director has also 

completed advanced study. Some CHEB staff nave participated in study 

tours and training overseas. 

Most of them have developed their skills "on the job," and did not have 

specialized training before joining CHEB. Each senior professional has 

an assistant who is learning as he works. 

The CHEB has tremendous responsibilities with a very limited staff. 

CHEB could potentially make a major contribution to preventive health 

through mass communications if the necessary expertise, training, and 

other resources were made available. 

Process of Communications/Materials Development. When CHEB receives a 

request for assistance, CHEB personnel will meet with the requestor to 

discuss who is the target audi~nce, what content, and (presumably) what 

med'i a. There is some evi dence that requestors (typi ca1 y doctors) come to 
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DiE an as or "a s er. II "a boo 1e ." or radio show" wi thouI 

going t no g p·o cna ysis. n suc cases CHEfr com lies with the
 

r~quest and develops he requested aterial in the specified fonmat.
 

Educational terials Utvelopment Experience. The CHEB produces health
 

ex boo s or all educa lonal levels, and for training of health or ers.
 

he prepa ed boo lets for communit heal h wor er~ on several topics
 

ela e 0 ercraf . ( hen asked if boo lets were distributed to
 

mo hers. C EB staf explained there was no money to support wider distri ­


bution.) CHEB also produces 3 itles per year on healt topics which
 

are used as reading material in the literacy program. (Titles are also
 

prepared by griculture and other areas.)
 

Mass Communications Development Experience.
 

Radio. The CHEB regularly prepares radio programs for BBS transmission.
 

Once assigned to prepare a rudio show, CHEB (and th~ requestor) establish
 

the enn presentation: discussion. interview, drama, dialogue/Q&A. CHEB
 

rfparese script which is then reviewed first with a specialist and then 

b the ~d th Education Advisory Committee who must approve before the 

C' i pt can be used. The approved scri pt then goes to the BBS for BBS 

9 N}'al. Once approved by BBS, BSS produces the radio programs with in­

volvement of CHEB staff. his process does not appear to involve pretesting 

o either he radio script or the execution with members of the target 

audience before broadcast. 

least one CHEB health program is broadcast each week, then sUbsequently 

repeated once or twice in different ti slots. The typical CHEB program 

is abou 15 minutes long. Programs are also ranslated into other 1anguages 

fo broadcas to ethnic minori ~. 



CHEB also rrovides healt~ content wnich is woven into an onOOln~ rdC:O 

serial "O~r l,'il1age" fror.. tirr-t: to tire. Bear-eo at rural listeners. "Our 

Vill age" is cons i cerec one c· 5SS 's r-cs t 

CHES staff report that SS5 'ahiays wants :-cn: ,;'-ograrr.s." indicating aporoval 

of ana su~port for the jot :~~5 is doing :r tnis area. Health topics 

enjoJ a ae~anC secon~ only tc agricul:~re. 

Sonqs. C~~~S also oversees t'H: c:e','e1'Jc;~€nt and D"-oduction of health songs. 

They proviae cor~osers wit~ tr.e ~ealt~ content anc then select the best 

connectlon .,.,.i:r. nealtr re1a:e~ an~ otne! pu~lic events. 7here is acoarently 

no data on '.... rleU''.E:r or '.... ~o tnese song cassette tapes are used by heal th and 

The songs are also DraaC1C3st on BBS, ty~ically just befol"e and following a 

health orograr. ~isteners car write 3SS and reauest sones. Sorre of the 

health sones nave been so reouestec. 

The recent set of sones inc:ucec an O?~ song. which apoarently isn't con­

siderec the best. C~ES identi·ie~ their best sonqs on the following tooi~s: 

- healtn care for all by 2000 

- nutri::or. 

- dengue fe"e~' 

- childcare 

Other I~edi a. CHEB a1so pri nts some hea 1th messages in dona ted newspaper 

spaces. These apoear to be slogans (e.g .. "Health Care for fdl by the 

'leaf 2000" ratner tnan ;nfomation or calls for action. 
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elsc :neat· e~ 

CHfB reports that most heal:n education films 111 Eur:-a are over 2'" years 

ol::i and are wornout, obsolete, or both. CHES reports "trying to produce 

fi 1m•. 

Burmese and thus content and presentation style cannot be assessed. Print 

;7\dter~als Hlcbde sor-e ·~L;lti-colo,. ;:Irintirc .l'lC o·o'era11 ~"oc",c:icn cualities 

probably -atc~ or exceed the procuction aualities of other Dr;n: ~aterials 

Likewise racio broa~cast ~uality was not analyzed. There are so~e i~ajcations 

that radio Drocra~s caula be strengtnened by socio!anthroDolo~ical r~search 

of auaience characteristics. bv pre:es'jnc. an~ by In evaluation c~ i~Dact. 

listeners either r.adn': been ;;Dle tc obtain ;.erosene ·c·' a ler.:: :;~e or 

IP,l , . healt~ DroDle~ at certaln se~sons o~ t~e ........ .
 

'/OdS no DuDlic healt/l edlJCat10n :H'or:riH0. 
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CoveraGe Of Health Topics ir, ~~ss Co~ur.;c~~jcns. The ~ass communicatlons 

sti~f at CHEE prepare S to 10 radio ~rc~r3~S e~ch ~onth, and in add~tior 

does ~o: ha~e its own facil':'es dnC e~~i:~ent to shoot viceo~a~e. 

Separate r~dio progra~s are aevelooec In four categories: 'Health Corner," 

peasant Drogra~s, youth progrars, and special progrars in response to 

epide.... lcs or using 'n'HO ....dterials. ';ppendix ,: ~'-esen:s the ~odel for mass 

CCiffi1unica:icns pr-eDared by LJ Jin Soe. ;'pt"eroc:',t; t ;)r-ese'lts the nLir~ers of 

radio progrars by audience category for eaen ~& :~e f:ur -~~cr prograns 

the ~ass Media section's efforts to provide 3cprorriate coverage in each 

area. 
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£ducatio oted. eal h center educa ;0 al 

appear to be mostly .1 pos ers. In the one Rural Health Center he ait'ng 

area a11s had near1 spaced pas erSt but mos· were old, so had over 

co plica ed messages, and at leas one was no longer relevan a poster 

on the bene its 0 s 11po accina ion in a township where the last case 0 rna 1 

o occ d S The pos ers appeared to be al decorations 

rather than adjuncts to health education. Six of the newer posters were 

'n the staff eting roo and deal with squito control and other topics. 

he sta room was also equintieo . ith a ystr-o Chart Set (8 charts) on 

"Sys e s of the Body," whiCh presumably is used in some training programs. 

e center sta f old us they have a flannel graph for use in giving talks 

o mothers. 

the outpat'ent waiting room in the Township Health Office we 

observed no posters on walls. Of course the presence of posters by itself 

does not indicate a better health educa ion result. nor their absence 

a poorer one. But the virtual absence of print and pictorial materials for 

pa ient and preventive health education does suggest that much of the 

health educat'on provided consists of the health workers' instructions 

when the perso or a amily member is already ill. 

h Education Co unications EHor s. 1983 stUdy by Dr. ffyi 

in an of the Uni ers'ty of Rangoon 's the one document reviewed which 

deals wi im act. he report is titled "A :'tudy on People's erception 

Towards Health Informa ion/Education Delivered Through Mass Communication 

edia (Pr'nted, Pro'ected, Broadcasted) at the Level 0 Home, Community,
 

irst ealth acility."
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The repor s presents "nd" 95 

me ers of each of 20 households in one 0 ship or village "n eac of 

5 5 ates/Divisions. reas fr which sa ples were drawn vary in rural/urban 

and presence/absence of People's Health Plan (PHP). Hlaing ownship in 

Rangoon Division was the only urban area sa pled. In each household the 

her, the head 0 household or 0 he~ adul a y er if head unava"lable). 

and a high schoo age boy or girl. 

Data collected included: 

(1) personal da a and repor ed general exposure to health education (HE) 

(2) factual knowledge about infections and vector borne diseases and 

preven "0 

(3) actual knowledge abou personal. house-environmental. and food 

hygiene and nutrition 

(4) factual knowledge of maternal and child health and vaccination/ 

inrnunization 

(~) reported exposure to health education concerning infectious 

diseases. hygiene, ate rna and child he.alth. and inrnunization and the 

channels through which this exposure took place. The interview schedule 

was not included in the report so it is not known whether knowledge of 

diarrheal disease prevent"on and treatment were measured. Personal and 

household da a "ncluded age, ethnicity, religion, education, occupation. 

nthly inc ,mean nu ber of fa ily me bers. mean number of children
 

and adults per household, ype of house construe ion (ba 0, wood. etc.)
 

ype of latr"ne, specified aste disposa 5i e, source of drin ing water
 

an possess ion of radio and/or cassette tape recorders. 



-16-


The s ud concludes" ere as ve weak evide ..:e 0 rea ac u 5 

of health in r ledge fro the "a." an of 1 0 

the tota sa ple reported e pos.ure to he 1th education and 2v reported 

exposure to health posters, however there as little repor ed acqu si ·on 

of health info ion throug radio or print terials. In the Rangoon 

sa ple 60 0 thers, 75 of heads of household, and 5 of igh school 

youth intervie ed ( =20 of each) gave the subject of one or re radio 

health progra s they had heard, but in the other samples fewer than 

30~ in any group were able to do so. Except for Rangoon heads of 

household, few if any subjects reported heal h subjects read about in the 

newspaper" 

Given the li i ed i act of mass dia health c unications to date, 

st current nowledge and information about health apparently comes from 

interpersonal sources. The study author recommends more group health 

education ins ruc ion, to replace "individual-oriented methods", apparently 

the primary channel of health information now. It is not ~lear why the 

author does not reco end further development and testing of mass dia 

health c un·cations, the potent"al of which has not yet be~n well 

tested in Bu a. 

Role of Utf CEF. UUICEF has a full-ti coomunications officer with 

preparation in journa1is ,Sa he Lhalungpa. He has or ed 0 eat 

eria s so eti es at the request of CHES, sometimes by direct 

reques fr a DOH program nager. For exa 1e, Lhalungpa developed 

so e nutri i 0 pos ters and pri nt materia1S, inc lUd·ing a 2-sided flyer 

or mothers on mixing home DRS as well as nutr·tion and eighing. UfICEF­

angoon also conmissioned and recently (1984) produced an excellent 62-page 

nua1 entitled Pretesting Coomunications Materials which instructs trainers 

and supervisors in pretesting, particularly in child health and nutrition 

education programs. Examples in the manual come f om work done in Nepal 
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~rtd Burma. 5i cop' es re d' sr' bu ed 0 C r ~hor 

version of thi s manua 1 '11 be epared or ie1d or ers and e 

distributed Central diea Sores. U CEF also developed a 

de nstration tape of health songs, hiring the eo oser and usicians, 

loca ing a singer, and renting a private recording s udio. presen 

( y 1984) ICEF ha! no eve loped a plan for using he ape/songs. 

1.3. General ttitudes To~ard C 

1.3.1. Held by Government in General. he govern nt controls 

all he mass media, which suggests that the govern n eels tha he 

mass media can have an i pact on people's knowledge, beliefs, and behavior. 

The govern nt controlled edia apparently have not been used to any 

sign'f'can exten for ss co unica ions ca paigns in agriculture, 

literacy, hlea h, or 0 her areas. This suggest that perhaps the govern­

ment has not yet considered the potential inherent in its direct access 

to the mass "~dia. 

1.3.2. Held by tne Oeparbnent of Health. The leadership in 

the Oepar ent of Health and especially in the Central Health Educatio e 

Bureau believe that health education is essential and support the idea 

that all possible delivery systems sshould be used. The People's Health 

Plan (l982-86) does not, however, include a corrmunications c r' onen . 

1.3. Held by 0 info tion . 

. 3. Held by the US e pfesen Health f icer 

s rongly suppor s heal h education and co unica ions as a new area for 

poten ial 10 suppor. He has good rapport with the CHEB. 

1.3.5. Held by UNICEF. UIICEF is a strong supporter and 

includes c unications support in almost all i s health/nutri ion programs. 

UIICEF has budgeted S 00,000 for communications support for the 1982-1986 

period. 
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Ro 

1.	 s of 98 t ere has been no s a ed 

s	 ra egy egard"ng use of n 0 in an coord"na d 

nne. Thereare no data on curren ublic a areness of ORT, ORS. or ho 

o 'udge t e se e 'ty of dehyd a ion, nor are ere c unica ions goals 

(such as ... 0 'ncrease awarene s 0 ORS ae e s a ong o ch'ldren 

0-3 years of age r to "). he educat'on/c unications objective 

has instead been to train new health r ers in these areas. 

1, ,2. Level of Integration of Health C unications Progra s 

'thin the Sec or. he Central ea 1th Educat 10'1 Bureau is the principal 

produ er of educa ional terials and c unica io s but CHEB has not yet 

been ab e to develop a planned integra un'ca;'ons progra as hey 

pri 

co 

e 

r'ly respond to specific reques s r other areas. 

un'ca ions progra would pu a eav burden on t e 

e ee of present CHEB rofessional s aff. 

Such an inte~rated 

e, e per i se, and 

1. nts to Date 

CHEB has produced a range of pr'n 

r lated areas). as we s rad'o-pro 

terials on OR (and 

ra s and songs. 
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1. esources. C s e 

r in hard to ry to ee he cur en e e1 0 ices. 

C B' 'de scope of produc"ng , i r he hea t 

raining, eduCJ . on, n c: u ica ions a eria s or e e e cou 

coul a sorb a c er ro essiona n increased use 0 55 

co unica ons 0 oul require dditiona 1 sta 

1.5.. 2. S" s. he C EB sta ro essiona1s ha e 

un"vers y degrees and s e have had ad anced training but none have had 

e per"ence in researc in , panning. and i le n n an in egrated· ~; 

c nco s C a gn. E end'n9 cur en s i1 s and learning ne s il s 

ou1d e requ"red. esen heal h educa ion er"als progra s. 

1. "3. Percep ·ons. C EB s v"e ed by so health 

progra nagers as an agency wh"ch serves heir educational erialsI 
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evaluating j pact. t present CHEB does not have enough s aff with 

professiona raining and experience in c unications research to 

undertake a substantially expanded research progra . 

1.5.1.6.	 linkage Between Health ommunications a d 
Primary Health Care Workers. To date 

he linkage has been in the fonm of training materials and anuals includ~d 

in health workers' kits. Mass media communications, when used, hay not 

been coordinated . h the efforts of health war ers as yet. 

1.5.1.7. CUltu~a~;(inguistiC - t present educational 
-

aterials and communications are, all produced in Rangoon. Selected 

rad·o programs are translated by BBS for broadcast to ethnic minorities, 

Direct translatinn may not adequately adapt ~hese messages to the experience 

and beliefs of ethnic minorities. Different ssages, settings, and examples 

may be essential. Pretesting would be very important. 

1.5.2. Awareness of limitations. These constraints have not been 

perceived as significant as long as CHEB continues with its present tasks. 

Any ew e forts would have to deal with tehse constraints. 

1.5.3. Efforts to Overcane li itations. CHEB currently has one 

sta f me er studying for an .P.ti. in nila. CHES is striving 0 do more 

radio p ogra s and to war with ~je ·sion, but i hout addi ·onal expertise 

and s a f or i prov nts (11 be very slo in c in~. 

1.5.. Potential for Removing limi ations. CHEa staff appear to 

have he educational background, experi~nce and motivation to develop an~ 

:! ect th£!ir skills in conmunications, i train'ng opportunities and 

appropriate technical assistance were made available. 



1.6.	 Strateci~ C~ticrlS 

1.6.1. Public Sector. CCYT:unications strateg1e:.. available 

to the Departr.-ent of Health and the Central Health [ducation G'~ :ilu ~r.cL.. de 

the follO'l·ling: 

ticn of healt~ :raininc;. racio Drogr~~s, ~nc orint -aterials. 

munications: 

2.1.	 CCrTunici"::ians and trair~in9 for Dn/si'.:;an~, (govern­

ment and private) and other health wor~efS, instruct­

as wei; 35 ~n~or.-inc; the:- ,... here they can obtain ORS 

Dackets. 

2.3.	 Ennancec infOrT.'inior or Dach~t~,. 

APPROAC~~. :. :ne de,.:isior, j<; -ade to e,phasize hG:""€ treat­

ment of diarrhea ana aen!jr~:irn. the ~o11o~inc t/oes of 

comunicatlons ')(;;:;po'-: "O'J~C teP cailed for: 

3.1.	 ;. Cdreful1~.' rese~"cnec ilnC <Je'n:loped :-a55 r-edia (r3diQ! 

campalgr ~c lns:ruct -ethers (and Jtners: about tnr 

causes of diarrhe~, aeter:-inin~ severity of aphydrdtio~. 

the importance of continued feeding. ane correCL 
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preparat'on and use of ho OR. 

3.2.	 Info ation for doctors and other heal care
 

providers on the above topics.
 

3.	 . Development of audio and visual materials for use
 

in training health workers and for heal~h workers
 

to use in training mothers and others.
 

2. RECOMMENDATIONS 

2.1.	 Develop Coron nications Capacity of CHEB 

ny increa~e in communications effort will call for 

skill ~!'~ancen'Qnt in communications research, and 

in mass communications p1dnnlng, yrvd~ction, and 

management. This capacity building would prepare 

CHEB for an expanded role in health communications 

in general, as well as in support of ORT. 

This training could draw on experts at the University 

of Rangoon and the Institute of Economics; short- or 

long-term technical assistance; and overseas training. 

Technical assistance would probably be the most fruitful 

approach, since advisors could train CHEB staff and 

also demonstrate the skills by wor ing along with them 

o a co unications project. Since di ferent skill 

areas would be i~portant, technical assistance should 

involve several advisors, eah with special expertise. 

high calibre of training would enable current CHEB 

staff to train new staff in the years ahead. 

valuable adjunct to this "on the job" traini g would 

be study trips to obsene how ass coomunications are 

being used in other countries to support health priorities. 
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2 2.	 Proc S 

2.2.1.	 Design and conduct an extensive co nications 

research program to identify target audience 

for DRT communications, and to learn their 

present ways of dealing with diarrhea in young 

children, their now1edge of prepackaged and 

home-prepared DRS and of continued feeding. their 

media access and usage patterns, their use of 

and access to various types of health care, and 

key demographic characteristics. 

2.2.2.	 Based on research evidence, select target audiences 

for subsequent communications and conduct focus 

group interviews to identify attitudes, knowledge, 

and other factors which will determine potential 

messages and approaches. 

2.3.3.	 Develop and implement a mass media health 

communications campaign which enlists doctors and 

other health workers along with direct public 

education using radio and print. This campaign 

could be implemented and evaluated in selected 

areas of he country to c pare the effec i eness 

of various c i nations of ca, pa ign c onents 

(e.g., radio alone. radio plus leaflets. radio 

plus health war er involve nt, etc.) 

2.7..	 . Develop, est, and print important info ation 

for mothers directly on the DRS pac et. ;s 

information should inc1u e the importance of 

continued feeding. 
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2.2.5.	 repare and distr'bu e heal educatio 

materials for healt workers to use to each 

mothers, other health workers, and he community. 

Materials should "tell the storyU and not depend 

heavily on the memory or educational level of 

those who use them. Examples include picture 

flipcharts and story casettes. 

2.2.6.	 Consider the feasibility of providing supporting 

print materials to households. For example, paper 

fans can be printed with health messages and 

distributed, with the advantage that people will 

keep and use the fansand the health message will 

be re'i nforced. 

2.3. Expand Provision of Technical Information 

2.3.1.	 Through the Burma Medical Association, provide 

training, publications, and other informat'on 

to physicians particularly those in private practice. 

2.3.2.	 Develop and implement a series of radio programs 

for use in training and retraining health workers. 

Health workers could be advised to listen to this 

radio program regularly. Programs would present 

stories of how a health worker handled a particular 

situation, role playing of a typical situation, 

and encouragement to health workers on progress in 

improving public heal h. 
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APPt:mrx B 

C1EB ~ASS C:l·H.SIG..TIC~; :'..crrVITUS 

~ Sll'~\:)R:' ;: '~X"';)r.x:; ?HPP ?::n::;R.~..tS 

1981 - 1983 
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PPE DlX B 

1981-1983 

Health Peasant Youth SpecialPHC Programs TotalCorner Program Program Program 

C nity ea . r 6 10 4 20 16.13 
DiseaQ"~ Con - 16 20 12 2 50 40.32 

Envi ro ent 4 6 1 11.29 

ospita1 Car 26 8 4 2 40 32.26 

52 4 24 4 124 10~ 

PHP Prog'rams 
Health 
Corner 

Peasant 
Program 

Youth 
Program 

Special 
Program Total 

Cormuni ty Hea 1 Care 
Disease Control 
Enviro ntal Health 
Hospital Care 

6 
30 

4 

12 

12 
8 

16 
6 

10 
16 
2 
6 

2 30 
54 
22 
24 

23.07 
41.53 
16.94 
18.46 

52 2 34 2 130 1~ 

19B3 

PH Programs 
Health 
Corner 

Youth 
Prog 'a 

SlJecia1 
Program ota1 

COOTIlJni y Hea It Care 
Disease Control 
Envi ro ental eal th 

Hospital Care 

26 
6 

18 

15 

3 

5 

3 

10 

2 
8 

2 
30 
51 

12 

3 

24.2 
41.1 
9.7 

25 0 

52 37 33 2 124 100 


