
SECTOR ASSESMENT (SUMMARY): HEALTH 

 

A.  Sector Performance, Problems, and Opportunities 

 

1. The governments of Cambodia, the Lao PDR, Myanmar, and Viet Nam (CLMV) have 
been committed to health-for-all through the provision of basic health care. Since the 1980s, 
CLMV countries have invested in public health systems including central, regional, and district 
hospitals; health centers; and village health amenities. While basic infrastructure is in place, 
quality and affordability remain major challenges. Low public health expenditure has been a 
core cause of underperformance and high out-of-pocket spending, one of the many factors 
causing and perpetuating poverty. Low public health expenditure strains the already limited 
capacity of public services, results in chronic under-investment in quality improvement of public 
services and leads to patients bypassing lower level facilities and overcrowding in higher level 
facilities. Moreover, the public health sector faces brain drains to the private sector or dual 
practice of health professionals, which further reduces the capacity and efficiency of public 
health systems.   
 

2. CLMV countries are committed to the Sustainable Development Goals indicators as 
goals to continuously improve basic health services and population health outcomes. CLMV 
countries have generally done well in child and infant mortality reduction. However, child 
malnutrition is difficult to address and reduction depends heavily on changing child care 
practices. Reducing maternal mortality has been held back due to inadequate access to 
emergency obstetric care. Therefore, child malnutrition and child and maternal mortality are still 
high in Cambodia, the Lao PDR, and Myanmar due to unavailable or inaccessible, and poor 
quality health services. The prevalence of tuberculosis remains high in four countries, in 
particular in Cambodia. Diarrheal diseases, respiratory infections, and dengue are major causes 
of child mortality, with large variations in these indicators by income and ethnic group. Migrants 
are more exposed to infectious diseases such as HIV, malaria, and tuberculosis. Non-
communicable diseases are also of increasing concern.1 
 
3. National response capacity to emerging infectious diseases (EIDs) is limited in CLMV 
countries. Examples of EIDs include severe acute respiratory syndrome (SARS), avian 
influenza, and Ebola hemorrhagic fever. Highly dangerous EIDs can spread rapidly and have 
high case fatality, often over 50%. So far, most EID outbreaks have been controlled using ad-
hoc and simple response measures such as contact tracing, social distancing (which can fuel 
stigma and prejudice), and closing public institutions establishments. Outbreaks in the past 
decade have had critical social and economic consequences: SARS is estimated to have cost 
the Asian countries $30 billion; avian influenza A (H5N1) caused $120 million in losses for Viet 
Nam; and avian flu-related diseases in Thailand resulted in 1.5% GDP growth loss during 2003–
2004.2 It is therefore imperative and urgent to invest in efficient public health surveillance and 
effective treatment controls. 
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4. Border areas in CLMV countries have become more dynamic due to regional integration. 
These include border towns, industrial zones along economic corridors, and uplands with recent 
migrants in addition to indigenous groups. However, migrants and indigenous groups are often 
excluded from communicable disease control (CDC) programs for a variety of reasons, 
including work conditions, cultural beliefs, social acceptability, and perceived affordability. Other 
infections of regional significance include HIV/AIDS, tuberculosis, malaria, dengue, and 
neglected tropical diseases. These diseases may particularly affect migrants and mobile 
populations who are undocumented and marginalized, indigenous peoples, and other 
vulnerable groups such as youth and women in border provinces and economic corridors. 
Another major concern is the spread of hospital-acquired infections and drug resistance, 
particularly of tuberculosis and malaria. These diseases require regional cooperation to bring 
them under control.  
 
5. More recently, public health security and universal health coverage have gained 
prominence as important public health goals.3 Investing in emerging disease control has a 
strong public goods rationale. Infectious diseases do not respect borders and need to be 
controlled through regional or global cooperation. For example, migrants returning with HIV, 
malaria, or tuberculosis need continuity of treatment to avoid complications and drug resistance. 
This requires regional health financing systems and a network of facilities to be in place for 
migrants. Similarly, control of EIDs requires rapid response and regional and global coordination 
involving law enforcement and many other stakeholders; and the control of cholera, malaria, or 
dengue requires cross-border collaboration. Regional collaboration also has other benefits such 
as technology transfer and human resource development, economies of scale, and leverage for 
fund-raising. Regional health security can be achieved through both proactive and reactive 
activities, which include greater regional cooperation, strengthening disease surveillance and 
response, and improving quality of lab services for early-detection and infection control.   
 
6. At present, regional partner dialogue is mostly informal and lacks coordination and 
follow-up. National aid coordination mechanisms are in place in all project countries, but 
coordination within ministries needs to be improved, and public health security needs to be 
mainstreamed and funded in sector plans. 
 
7. Surveillance and response systems are in place at the national, provincial or regional, 
and district levels; and voluntary public reporting is encouraged through the use of toll-free 
numbers or other means. However, data management needs to be (i) improved with better risk 
analysis and computerization, and (ii) expanded to include syndromic reporting at the village 
level.     
 
8. CLMV countries have built up a modest network of laboratory services, but two major 
concerns are insufficient laboratory biosafety and quality, which can cause misdiagnosis and 
harm to the patient and public. CLMV countries typically have laboratory policies in place, but 
are unable to expand services due to limited staff capacity. Laboratory quality and biosafety, 
including in standard setting, staff training, external quality assurance, and audit, all require 
further improvement.                                                                                                                                 
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9. The International Health Regulations, 2005 of the World Health Organization (WHO) 
provide a strong and legally binding standard for the control of EIDs and other serious public 
health threats, such as the spread of drug resistant infections.4 In the GMS, the International 
Health Regulations, 2005 are implemented through the Asia-Pacific Strategy for Emerging 
Diseases (APSED), which was developed in 2005 and updated in 2010.5 The governments in 
this project are fully committed to implementing the International Health Regulations, 2005, 
APSED and CDC programs. 
 
10. However, APSED areas dealing with stakeholders outside CDC departments in 
ministries of health, such as laboratories, hospitals, and communities, both at intersectoral and 
inter-country levels, need more effort and funding. Also, MEVs in border areas need to be 
engaged in EID preparedness and CDC. GMS policy dialogue, information exchange, aid 
coordination, and fund-raising in GMS health security also need improvement. The control of 
EIDs and other infectious diseases also requires strong health systems. According to the World 
Health Report 2007, sustained international disease control depends on the capacity of national 
health systems both within and outside the health sector.4 Hence, countries should put more 
emphasis on: (i) general health system capacity to prevent diseases and make the population 
healthier and resilient to any outbreak, and (ii) initial specific outbreak response capacity. CDC 
concerns need to be better integrated in general health systems development efforts. Capacity 
to handle suspected cases should be increased, and human resources and funds must be 
available during emergencies. 
 
11. Based on a 2014 WHO evaluation of progress in implementing the APSED in each GMS 
country, and more recent self-evaluations, strategic areas to be improved include regional 
cooperation, surveillance and response, pandemic preparedness planning, laboratory services, 
quarantine services, and hospital infection control. In addition, mobile communities in border 
areas out of reach of medical services are a liability for communicable disease control.6 
 
B. Government’s Sector Strategy 

 
12. The governments have demonstrated strong commitment and leadership towards the 
control of emerging infectious diseases and other diseases of regional importance. National 
policies and plans are in place to deal with these major health threats. CLMV countries have 
stepped up domestic financing and mobilization of external assistance to improve cross-border 
cooperation and put in place comprehensive national health security systems. CLMV are 
committed to achieve standards based on the International Health Regulations, 2005 in line with 
the strategic framework of the Asia Pacific Strategy for Emerging Diseases (APSED), 2010, 
both of the World Health Organization (WHO).   
 
13. Ministries of health in CLMV countries have put sector strategy and aid coordination 
structures in place for health systems development. Cambodia has a sector-wide 
implementation program, the Lao PDR uses sector-wide coordination groups and a sector 
program approach, Myanmar has a health sector country coordinating mechanism, and Viet 
Nam conducts joint annual health reviews through a health partnership group. 
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C. ADB Sector Experience and Assistance Program 

 
14. The midterm review of Strategy 2020 of the Asian Development Bank (ADB) 
recommends expanding operations in the health sector to 3%–5% of ADB’s annual approvals.  
The project is in line with ADB’s Operational Plan for Health, 2015–2020.7  The project is 
included in the GMS Regional Investment Framework Implementation Plan, 2014–2018; and is 
aligned with the CLMV country partnership strategies.8 The project addresses regional public 
goods as described in ADB’s regional cooperation and integration strategy.9 ADB has supported 
several loans and grants focusing on CDC; multiple loans, grants, and technical assistance 
projects focusing on HIV/AIDS; and a number of grants and technical assistance projects 
focusing on malaria financed under ADB’s Regional Malaria and Other Communicable Disease 
Threats Trust Fund under the Health Financing Partnership Facility.10   
 
15. Earlier ADB GMS projects on CDC have supported regional cooperation, equipped 
provincial health facilities, and focused on addressing single diseases (malaria, HIV/AIDS, and 
neglected tropical diseases). Building on the lessons learned from previous interventions, the 
project will focus on (i) overall health system strengthening, rather than concentrating on a 
single disease; (ii) aligning support for regional cooperation with existing regional frameworks 
such as the APSED; (iii) supporting district health facilities close to remote populations rather 
than provincial health facilities; (iv) combining equipment investments with quality improvement 
of laboratory diagnostic and health services in the district hospitals; (v) focusing on MEVs; and 
(vi) uniting separate CDC health interventions on single diseases into one investment focusing 
on preventing and mitigating the risk of adverse public health events that endanger collective 
health. 
 
16.  ADB GMS projects are coordinated through (i) the regional GMS health security 
steering committee (which includes WHO), workshops, and a regional coordination unit based in 
the Ministry of Health of the Lao PDR; and (ii) technical forums on such topics as avian 
influenza, dengue, neglected tropical diseases, and cross-border cooperation.11 ADB projects 
are informally coordinated with other partners, such as the Association of Southeast Asian 
Nations, which provides high-level political commitment to regional health security, and the 
Mekong Basin Disease Surveillance consortium, which supports cross-border cooperation and 
disease surveillance at border crossings. 
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Problem Tree for Health 
 
 

Major health and economic impact of emerging and other communicable 
diseases of regional importance in the Greater Mekong Subregion 

  
 

 
Late identification and 

control of outbreaks 

Large pool of at-risk and 
infected people not being 
reached with prevention      

and treatment 

Poor laboratory 
diagnostics and hospital 

management of infections 
and drug resistance 

 

Health systems weaknesses in Cambodia, the Lao PDR, Myanmar, and Viet Nam 

(CLMV) are a threat to health security in the GMS 

Regional and National Levels 

 
Insufficient institutional 
capacity for regional, 

cross-border, and multi-
sectoral cooperation 

 

Lack of analysis, strategy, 
and funding to extend 

infectious diseases control to 
high-risk and vulnerable 

groups 

 
Weak national programs and 
limited funding for improving 

laboratory and hospital 
standards 

Provincial
a
 and District 

Levels 

 

Insufficient coverage of high 
risk and vulnerable groups 

Insufficient surveillance 
and response capacity due 
to weak reporting system 

 

Insufficient laboratory and 
clinical diagnostic capacity 

and biosafety 

Community Level 

Insufficient community 
preparedness in disease 
reporting and outbreak 

control 

Self-treatment or private 
sector treatment with 

substandard drugs due to 
poor reputation of public 
health services, causing 

drug resistance  

Multiple barriers for high-risk 
and vulnerable people, 

including youth, migrants, 
and poor ethnic groups to 

access health services 

a
 For Myanmar, provincial refers to states or regions.  

Note: Regional refers to a group of neighboring countries, e.g., the Greater Mekong Subregion. 
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