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Executive Summary

This report presents the findings and recommendations of a gender assessment of the Health
Equity and Quality Improvement Project-BQIP)H-EQIPis a Cambodian Ministry of Health
(MOH) project cdunded by the Royal Government of Cambodia (RGC), thedVBartk (WB)
International Development Association (IDA) and MDbinor Trust Fund (MDTF) partners
(Austalia, Germany and Korea)idta USD175.4 million, fiwear project from July 2016 to June
2021.

H-EQIP has three componentisat support (a) Servce Delivery Grants (SDG) a sumitie
financing scheme that provides fixed lumpm and performancéased grants to public health
facilities to improve quality of health services and their performarib¢Health Equity Funds
(HEF) a demand side financsmheme to subsidise health care for approximately three million
identified poor Cambodians at public health servicgy select health system strengthening
including essential infrastructurepre and inservice trainingand health management
information system (HMIS) and evidence. Disbursement Linked Indicators (DLIs) disburse funds
to MOH against annual targets achieved on health system strengthening.

Thegenderassessment was undertaken from May to October 2017 by a technical team from
the World Bank and Australian Department for Foreign Affairs and Trade (DFAS).
assessment is intended to support the M@Hlevelop practical actions to address gaps related
to the implementation of FEQIPIt is not a gender assessment of the health sector, which would
require a more comprehensive study

The table belovpresents a summary of the key gender issligted by proposed actions to be
implemented by FEQIP and aains that are beyond the parameters of the roj but vital for
increasing theyender responsivenessd equity of thepublichealth systemSome of the issues
and actions focus on increasing access to public health services in remote areas wherentilisati
lags behind and maternal health outcomiesparticular,are lowerthan in other parts of the
country. As part of the support provided through this study, a workshop was held on November
24, 2017 vith representatives from the Ministry of Health (MO&bhdits provincial offices, the
Ministry of Women’' s Aff air gartnessdofustherirdfiinethse NGOs
proposed actions towards translating these into an implementation plan with assigned
responsibilities, timeframe and budgeEurther dalogueis neededwith the MOHand its
provincial officego fine tune and agree on the recommended gender actions and to translate
them into a detailedimplementation planOnce priority actions are identified by MOH, and a
time-bound action plan is prepad, the World Bank, DFAT and otheiERIP partners will
monitor and support implementation of the plan, as needed.

Issue

| Priority Actions for HEQIP

Component 1: Strengthening health service delivery

1.1NQEMP are not directly sensitive to gender and
social inclusion issues and socially inclusive
communication and care as part of quality health cal

Emphasize and monitor the requirementthre annual
instruction for conducting NQEMB have at least one woman
(midwife)in each assessment teawith anaim to promote
qualified women to be on assessment teams

Update template of individual performance evaluation for
health staff and questionnaire for client interview to include
staff attitude andbehaviour regardingespect,politeness and
non-discrimiration to patients, particularlfthe poor,persons of
different gendersethnic minority, disabld, and LGBTI patients

Undertake a study on gender differences in user expectation
quality of care and factor findings into the design of NQEMT
(Client saisfaction tool) or Impact Assessment (IE).




1.2Client satisfaction tool has limitations.ntay
expose female clients selected for interview to harm
they report their husba
phone number; it is not reliable in remote areas whe
phone coverage is poor; is difficult to foster trust of
the selected client to engender honest feedback.

Female assessors take responsibility for phoning female clier,
and male assessors for male clients.

Ensureraining ofall assessors on the potential risks of
telephone interviewing clients, how to sensitively introduce
themselves and the purpose of the call, and how to manage
negative tensions the call may create.

If feasible review alternative approaches telephone
interviewing, including linking client satisfaction to ISAF
community scores where ISAF is operational, third party sury,
or HEF Promoters to conduct client satisfaction at the housel]
level.

1.3 Service delivery grants do not reward actidhat
respond to social inclusion

Increase allocation of SDG performance grants to health
facilities in remote/difficult to access areas for improved quali
of and access to health service delivery.

Through SDG encourage and reward actions thaEn(ijance
outreach or mobile health services that regularly take health
workers to remote populationand target indigenous and ethni
minority peoplesf{ii) Strengthen the existing health posts to
more effectively reach the remote communities they serve

Compmnent 2: Improving financial protection and equity

2.1Gaps in analytical work undertaken on who is
benefitting from HEF.

Further analytical work to identify which categes of the poor
are benefitting from HEF including by sex of beneficiary, sex
household headgeographical isolation, disability, ethnicity anc
age.

Qualitativeresearchin specific target areas to understand the
factorsthat drive lowHEF utilisatiorio inform programmatic
responses.

If feasible, reviewhe functioning of the postDPoor mechanism
and the extent to which it is providing protection to poor peop
who have missed out on IDPoor, including potential LGBTI
beneficiaries who may have faced discrimination.

2.2To make HEF Promoters effectagents in raising
awareness of HEF benefits.

Update as necessary tfi@OR for HEPto allow for HERPs to
useexisting structures and networks to raise community
awareness of HERsprk with HC, HCMC and VHSG for
launchingdirect awareness raising acti$ to highly
marginalised populations remote and difficult to reach areas
where HEF utilisation is low.

Induction/orientationtrainingfor the HEFP toinclude effective
and empathetic interpersonal communication, how tctir
trust and openness antieat all people with respect and
fairness gender equality and social inclusion, patient and
provider rights, and barriers to accessing services that poor,
women, adolescent girls GBTand excluded populations face.
Forprovinces with high numbers oflatic minorities,
orientation to includetraditional and cultural beliefs of ethnic
minority populationsand how thisaffects health access and
health outcomes.

In the four northeastern provinces give preference to hiring
ethnic HEF Promoters.

Apply tre nornms of three HEF Promoters p@PA3 referral
hospitaland two HEfPromoters per CRA and CPA referral
hospitalflexibly so that more can be hired where utilisation is
very low and existing community mobilisation structures are
weak.

Aim for gender balanced teamth at least one womaniEF
Promoter per referral hospital.




Component 3: Ensuring sustainable and responsive health systems

3.1 Integrate gender and social inclusion into the
values, operational guidelines drtapacity of the PCA

Includegender equality and diversity into the organisational
values of the PCA and operational guidelinetegrategender
equality and social inclusion into the capacity building and
training of PCA management board and st&fisire anynew
information systems to be established at the PCA include sex
disaggregated data as appropriate.

3.2 Make infrastructure investments gender
responsive.

Reviewthe design ohealth centrego ensure thatspacefor a
waiting room,pre- and postdelivery is includedor

construction of newhealth centres, and if not, contingency
plans be made to accommodate this, especially in remote are

Results framework

4.1 There is no gender specific indicator in the result
framework or the measument of health outcomes,
which could provide a gender lenEhe indicators are
not sex disaggregated where reasonable to expect
them to be

Revise the HEQIP Results Framewarklicatorto include sex
di s aggr euwisationofimeakhfservices lIYyEF
beneficiaries "ncludd asub ndi cat or *
wo men”

perc

ndi
ons

Revise EQI P i
consul tati
subi ndi cator

cator “OQOutpati
(new cases on
percentage for

If CSES dafgermits, ald asubi n d i ¢ aRedudtionn the “
share of households thatxperienced impoverishing health
spending during the year’
femal e”

S

Further disaggregate HEF utilisation data to include indigeno
and ethnicity, phgical appearance of disability, and province
(these variables are included in the PMRS).

Further analysis of PMRS data to study the relationship betw:
the distance between the residence of HEF beneficiaries and
their use of services in selected provinces where remoteness
multidimensional barrier.

Institutional and implementation arragements

5.1Strengthen the linkage and synergies between H

IncludeGMAG in reviews and monitoring ofEQIP (i.e. through

EQI' P and the MOH's GMAG]| engagement during and between implementation support
missions
Issue Proposed action beyon¢i-EQIP

Component 1: Strengthening health service delivery

1.1NQEMP are not directly sensitive to gender and
social inclusion issues and socially inclusive
communication and care as part of quality health cal

Mo H CosnmunityParticipation Policy to beevisedin line with
the national strategy omlecentralsation and deconcentration,
andgender responsiveness strengthenedluding balanced
gender representation in HCMC

Introduce a subool or set of questions on the implementation
and quality of outeach for those health centres that cover larg
or difficult to reach geographical area&/eight scores in areas
that use additional sutbools to allow for comparison with other
areas.

1.2Thee is a large gap in theumber ofindigenous
andethnicminority peopletrained and hiredby the
health service given the challenges of retaining-non
ethnic staff in northeastern provinces and the greate
acceptability of ethnic staff among ethnic users, in
particular, pregnant women who are encouraged to
givebirth at health centres.

Includeprogress in training and hiring of indigenous atknic
minority health workers in the nortfeast in policy dialogue.

1.3 Very low numbers of women in leadership
positions at provincial and OD levélgsserious
implications for the performance of the organisation

and creating the environment and conditions for

H-EQIP development partners advocate for women leadershi
developmentmeasures in health sector policy forums.
Successful examples of efforts to promote female leadership
the health sector from other countrige be shared.




future female leaders and gender equalitythe
health sector labour force.

1.4Client satisfaction tool has limitations.ntay
expose female clients selected for inteswi to harm if
they report their husba
phone numbers; it is not reliable in remote areas whe
phone coverage is poor; is difficult to foster trust of
the selected client to engender honest feedback.

Introduce a tolfree number thatclients call at their
convenience.

1.5Health managers, providers and quality assesso
have limitedunderstanding of what gender responsi
and socially inclusive communication and service
delivery is and why it is important, and how to
communicate ira respectful and empathetic way.

Develop a gender and social inclusiarservice trainingnodule
including empathetic and respectful communication, supporti
job aids and training materials

1.6 Threats to female staff security affect staff
retention and the availability and quality of health
care.

Undertake astudy on how female stadfcope with security
concerns in different environments and the various strategies
being used to mitigate security issuéhare good practices witl
PHDs, ODs and fadiis.

1.7Thee is a large gap in theumber ofindigenous
andethnic minoritypeopletrained and hiredoy the
health service given the challenges of retaining-non
ethnic staff in northeastern provinces and the greate
acceptability of ethnic staff among ethnic users, in
particular, pregnant women who are encouraged to
give birth athealth centres.

With other government agencies, considagholarships and
other financial incentives to keep young ethnic people in scha
to prepare a pipeline of potential students for the health servi

Consider offeringdundation programs or special coaching
services fostudents from ethnic minority backgrounds
especially girls, to prepare them to compete for nationelth
training places

Component 2: Improving financial protection and equity

2.1The limitations of HEF and SDG to rediee
equity gap in priority national health indicatosach as
institutional delivery in remote areas.

Gommunity transport arrangements that mobilise transporters
and community leaders to take responsibility for essential or
emergency transport on pragreed terms.

Provide cultural sensitisation and diversity training to health
staff in areas with indigenous and ethnic populations.

Component 3: Ensuring sustainable and responsive

health systems

3.1lIntegrate gender equality and social inclusion int
DLL

Develop modules and training materials on gender and socia
inclusion for a range of pre and-gervice training programs.

Include inservicetrainingmoduleson GBV and clinical guidanc
on the treatment of survivors of intimate partner and sexual
violenceinto pre-service training

Include gender equality and social inclusion/diversity training
the revised preservice training curriculum at UHS. This would
include practical training, and good practice case studies and
guidance notes on how hehlprofessionals can communicate
and behave in a way that is sensitive to the differing needs of
vulnerable and excluded people including LGBTI persons an
people living with disability.

3.2Improve the quality and analysis of sex
disaggregated data arichprove the evidence and
analysis of data on health inequities.

Include attention to gender and diversity in strengthening of t
HMIS and PMRS reporting and analysis.

Address gaps in the human resource management informatia
system to enable the effici# monitoring of women in
leadership at all levels, gender balance in recruitment,
deployment, training and promotion, ethnic diversity and the
recruitment, deployment, training and promotion of stafbn
ethnic minority backgrounds

Strengtherthe systens for reporting and tracking GBV cases,
and maintaining strict confidentiality.

3.3Make infrastructure investments gender
responsive.

Undertakefurther assessmendf the benefit and cost of
including dedicated female staff accommodation at health
centres in remote locations; this should include consultations
with female staff in these areas and consideration of security
and staff retention issues.




Results framework

4.1 Strengthen the gender capacity of project
management and implementing units

Supportwomen leadership developmeir the health sector.
This may include soutbouth exchanges with successful wome
leadership mentors in the region, women leadership training
programs from the public and private sectors, and male
champion networks and policy advocates.

Institutional and implementation arragements

5.1Strengthen the linkage and synergies between H
EQI P and the MOH's GMAG

Undertake adinctional task analysis of GMAG to assess whet
its structure, capacity, functionality and resources are
appropriate to achadbjectiviemmng GM

Technical support to the proposg8MAGfunctional task
analysis capacity building of GMAG, reporting progress again
relevantGMAP indicatorsand the development and
implementation of the next GMAP for health.

5.2 Strengthen the genderapacity of project
management and implementing units

Forge linkages between MOH and other government agencie
pursuing women leadership development to share technical
resources, leverage successful advocacy models and platfor
build crosssectoral womereadership networks, and draw on
learning and experience.
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OperationalDistrict
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Introduction

The Health Equity and Quality Improvement ProjecE®IP) is a Cambodian Ministry of Health
(MOH) poject cofunded by the Royal Government of Cambodia (RtBE)World Bank (WB)
International Development Association (IDA) and MDbinor Trust Fund (MDTF) partners
(Australia, Germany and Kore&a}EQIP is a USD175.4 million, fjssar progct from July 2016

to June 2021The RGC will contribute at least U89million and the World Bank USD30
million. Australia(DFAT)s contributing AUD50 million (approximately USD36.2 million). Other
MDTF contributors are the German Development Bank, KfW, (USD13.2 million over two years)
and the Korean International Coopei@t Agency (KOICA) (USD7.0 million over three years).

H-EQP focuses on key successeM@®dH s Second Heal th &608Jumer Suppol
2016). It has three componentbat support (a) Service Delivery Grants (SDG) a supjulg

financing scheme it provides fixed lunmysum and performancéased grants to public health

facilities to improve quality of health services and their performarib¢Health Equity Funds

(HEF) a demand side financing scheme to subsidise health care for approximately ithoee m

identified poor Cambodians at public health servicgy select health system strengthening

including essential infrastructurepre and inservice training and health management

information system (HMI)nd evidenceDisbursement Linked IndicatofSLIs) disburse funds

to MOHagainstannualtargets achieved on health systestrengthening.

Several analytical studies were undertaken to inform the design-BOQHP including a Social
Assessment (2A®), Health Eqiy FundUtilisation Survey (2036and an IndigenouPeoples
Planning Framework (20165iven the importance of gender equality to RGC policy aBdH P’ s
development partners, it was agreed that a gender assessmentt® would be undertaken
during the first yar of implementatiort. This report presents themajor findings and
recommendations of the gender assessment.

The gender assessment was undertalienm May to October 201Dy a technical team from
the World Bank and DFAT he preessincluded:

1 Reviewof projectdocuments andrelated gender and healtliterature.

1 Consultations wittMOHand Ministry of Women Affairat the national level.

9 Field visits to Kratie aridondul Kiriprovinces where the gender assessment team met
provincial health departmen{PHD) and operational distric{OD)managers, health
providers at a sample of referral hospitéigH)and health centre¢HC) held interviews
with a selection of community representatives and focus group discussions with
community women and menThe team & met CARE and Save the Children who
helped facilitate discussions at the community level.

1 Consultationsat national levelwith a selection of civil society organisations (CSOs)
including a network focusing olesbian, gay, exual, transgender andtersex
(LGBT)lissuesand development partners.

See Annet for alist of persons met and Ann&dfor documents reviewed.

The gender assessments framed to assedhe extent to whichthe design and delivery of-H
EQIHs gender informedndresponsiveandto assess whether the projeatidresges

Gender gaps

Gender norms, roles and relations

Practical and strategic gender needs

Includes different strategies for different poglation groups

To I Do I>

1World BankProject Appraisal Document-EQIP, April 2016

2The team included: Erik Johnson (World Bank), Sreytouch Vong (World Bank Consultant), Ponnary Pors (World
Bank Consultant), Sao Sovanratnak (World Bank Consultant), Priya Agardialg (HEQIP Pooled Fund
Coordinator), Premprey Suos (DFAT), Deborah Thomas (DFAT Consultant).



A Includes gender in monitoring and evaluation

A Measurswomendsman’ s participation
The assessment is intended to support thEOH develop practical actions to address gaps
related to the implementation of HEQIPand is not a gender assessment of the health sector,
whichwould require a more comprehensive studyd wa most recently undertaken in 2011

Thisreport is structured intdour main sections. Fitsthe reportprovides an introduction tthe

importance ofgenderfor sustainable development. Secondihematic analysis of key gender

issues pertinent t&+EQIHs provided structured around the themes @ndowment,voice and
agency, and women’ s eToim, nao ramalysis efrhow the projech t
components address the gender issues identified, and how the project or other actors can
addresskey gender gapsand issuesThis section includesgender analysis of t
results framework and monitoring indicators and recommendations for how thasbe made

more gender responsivé&inally,we presenta summary of the key issues and proposetibas

for HEQIP and other actors.

Genderequality and sustainable development

Gender refers to the social, behavioural and cultural attributes, expectations and norms
assocated with being female or male whilesrefers to the biological differences beten men

and women.

In Cambodia, men are traditionally portrayed as strong, rational and powerful, and women as
gentle, emotonal, weak, and humbfe The moral codes of ®hb Srg (code of conduct for
Cambodian womergnd Clvab Pra (code of conduct for Cambodian mahjat underpin these
stereotypes set out the ideal of masculinity and femininipwever gender normsand roles

are not static. @angein the attitudes andinformal rules that influence social expectations of
women and mernin Cambodiare underwaywith
for example, educational and professional | Gender equality exists when:
oppqrtunities opening up forwomen. In the 1 gﬂoice?r;;v?n?ﬁgniare the distribution of
medical field, wmenmadeup 43% of the medical ¢  en and women have equal opportunitie
student intake in 2016 at the University of Health  for financial independence through work
SciencegUHS) rising from a very low level after or through setting up businesses

the genocide.By tapping into such underlying T  Girls and boys, men andomen, have

social change, the government has the scope|to equal access to education and the
ge, g P opportunity to develop personal

fasttrack efforts to achieve greater gder ambitions, interests and talents
balance in the workforce and leadership of thef Men and women share responsibility for
health sector the home and children

1 Women are completely free from

Gender inequalities in all societies are rooted |in coercion, intimidation and violence at
q work and hone.

attitudes, institutions and market forcesIn | ¢  women are empowered to have control
Cambodia thisranslates into a higher burden of over their lives so that they have the
childcare and domestic responsibilities on women  confidence to speak out, to assert their
that lowers their time for productive engagemen rights and grasp opportunities.

and often their motivation to take on leadership
positions in the workplaceHowever, women and men are not homogenous groups but are
stratified by other forms of social identignd influenceancluding povertywealth,geographical
locationrremoteness,ethnicity, disability, sexual orientatiorgender identityand migration

3 KateFrieson Me Chen, Chi Socheat, Hou Nirmita, Chev Mony. September 2011. A gender analysis of the
Cambodia health sector. Minstry of Health and Ministry of Women Affairs of therGoeat of Cambodia,
Australian Aid, WHO.

4Eng, S., Yingli, L., Mulsow, M. & Fischer, J. 2009. Domestic Violence against women in Gdmbediaa n d ' s
control, frequency of spousal discussion, and domestic violence reported by Camiaaufigen. Journal of Faily
Violence, 237246.
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status. The intersection of gnder with other socioeconomic factorexposesndividuals and
groups to multiple layers of social exclusion and vulnerability.

Gender equality refers to the provision of equal rights, responsibilities and opportunities to men
and women regardless of their sex gender identity Bvidence shws that greater gender
equality and diversity can enhance productivity, improve development outcomes for the next
generation and allow businesses and institutions to perform better (World Bank, 2016).
Providing males and females equal power to shape thwimn lives, contribute to their families,
communities and countrieare at the heart ofsustainable development. Gender equality is not
only a desirable objective but critical to development effectiveness. Gender equality is
enshrined i n Ctoomand ddy aatienal policres indluting the Rectangular
Strategy.

Genderinequality and health in Cambodia

“Gender norms and roles affect women and
and how health systems respond to their differameds. Different and often unequal abilitie
between women and men, girls and boys to protect and promote their health require recogn
in policies, guidelines and budgets to p
Women Affairs, 204, Gender and Health. Policy Brief 5.)

Understanding of gender in the Ministry of Health

Discussions with a wide range of stakeholders inNM@H and PHDsuggest that the level of
understanding of how gender impacts access to health services, service delivery and other
health systems including organisational and management systems, human resource
management and personnel, and evidence and information systslimited. The study found

that gender wasoften mentioned and referredo with focus mainly on women ongndfurther
understandings requiredon howto integrate gender into routine workOverwhelmingly, we
found that senior management welcome thpmortunity to strengthen attention to gender and
practical guidance on how to do this.

The Gender Mainstreaming Action Gro{@@MAG)spearheads gender mainstreaming into the
MOH and is led bythe only femaleSecretary of Statén the Ministry The study fand the
responsibilities for mainstreaming gender in the health sector are commonly given to women
and understanding of gender norms and stereotypes and how these play out in health service
delivery and human resource management appear to be of limitett@m among men in
leadership positions.

The MOH §ender Mainstreamingstrategy andAction Plan(GMAP)(20142018) has four
objectives:
1 Improve gender responsivenessMOHfinancing
1 Strengthen equality of opportunity iMOHrecruitment, training and pmotion
1 Increase theesponsiveness dlOHprograns and service delivery to gender issues
1 Strengthen the capacity of GMAG to address gender responsiveness Mithih

Progress in implementing the action plan has been slow due to lack of fyritidizated staff,

and capacitygapscompared to other areas of work in the Minists a consequenc@ MAG

does not appear to be systematically monitoring and reporting on progress, but rather focusing
on a few slect issues such as training opportunitfes female staff and genddvased violence.

The GMAG isalso poorlylocated to drive gendemainstreaming across the sector from its
institutional home in administratioand the GMAG structure at national and suétional levels

rely on nominatedstaff with a variety of other responsibilitieand levels of seniorityRurther
capacity buildingof GMAG members is needdd enable them tosupport the technical
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integration of gender concerns into business practices and technical remits of the Ministry

to be effective advocates tieverage support frongovernment and development partners

Whil e the

Ministry

of

Wo men’

s Aff ai

rs

gender mainstreaming across governmeiitis also limited in its capacity rad funding to
respond to sector needs. Development Partners suclibBATand UNFPA have previously
provided support to the analytical and planning work relatetheMOH &MAPbut not for its
implementation or related gender mainstreaming capacity bogdi

Health endowment

s t

Our analysis of gender inequality and health in Cambodia draws on the conceptual framework
of the World Bank Group Gend&trategy(FW6-23) that positions endowments, voice and

0 p petated domaing of e s
gender inequalityFigurel, below, presents the conceptual framework used in the World Bank
Gender Strategy, illustrating holmousehold decision making, markets, formal institutions, and
informal institutions combine and interact to affettte three dimensions afender equality.

agency and

POLICIES

wo men S

INFORMAL
INSTITUTIONS

FORMAL
INSTITUTIONS

economic

INTERVENTIONS

)

Figurel: World Bank Conceptual Framework for Gender Equality

SourceWorldBank Group Gend&trategy 20162023

The Cambodia SoeEconomic SurvefCSESP014) found that womerfrom age 15 and above
more frequentlyseek health care thamen. Wo me n
needs contribute to their greater use of health servidé#hileboth women and men use private

GENDER EQUAUTY

s reproductive

and

providers more frequently than public, @men chosepublic health services more often than

men.
Age Women Men Both sexes
0-14 16.6 17.5 17.0
1529 7.6 4.5 6.0
3044 14.9 9.0 12.0
4559 235 15.7 20.0
60+ 37.0 28.7 33.6

Table2: One or more health care visits in the last 30 days by sex and age group, CSES 2014
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Provider of health care Women Men Both sexes
Public 24.2 225 23.5
Private 62.0 64.3 62.9
Selfcare 12.7 12.2 12.4
Traditional care 0.6 0.3 0.5

Other 0.1 0.4 0.2
Overseas 0.5 0.4 0.4

Table3: First provider of health care among households weought care in the last 30 days by sex, CSES 2014

Our assessment dfealth endowmens focuseson the remaining gaps in maternal health

gender differences in communicable and rammmunicable disease, amdo me n '’ s

health servicesWe draw on instutional delivery @ a good indicator of the functionality of the
health systemanda lensfor studyinggender inequality and healthThe more dficult access to
health servicesnd lower maternal health outcomeés remote areas compared to other parts
of the country underpin the focugivento remote areasGender based violence is discussed in

the section on voice and agency.

Theremaining gaps in maternal health

The Cambodia Demographic and Health Surveys (CDHS) shanatkatal mortalitydropped

from 472 in 2005 to 170 in 2014. This sharp decdli@sdriven byreduced poverty, improved
infrastructure, improvedv 0 me aducation and improved access to @dlldelivery services.
Evidence from CDHS 2014 shows that women who are poorer, have lower eduaadi live in

remoter areas have lower utilisation of maternal
success

Cambodi a’ s

makingwhich was exemplified in the Fast Track Initiative Road Map for reducing Maternal and

health services. WH@H attributes

niontality rtoe pbliticai cogmitmeattaad sound
governance, the delivery of high impact interventions and the use dd tlatdrive decision

Newborn Mortality. Further progress in maternal heajtand achievement ohational policy
goals will require addressing the inequities inp®ductive and maternal health including

reducing out of pocket spending and expanded coverage of underserved populations, continued

improvement of quality of care and the equitable distribution of midwive

Figure 4: Institutional delivery by
wealth quintile, CDHS 2014

120
100

Lowest SecondMiddle Fourth Highest

100

Figure 5: Institutional delivery by
mother's education, CDHS 2014
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The lower institutional delivery rates the four north-eastern provinces dflondul Kirj Ratanak

Kiri, Preah Vihear and Stung Treng and in Kratie reflect the poorer coverage of services and other
barriers to health care in these areas. Notably all five provinces also have large numbers of

ethnic minority persons who tend to marry earliend havemore childrerf. These social
determinantsand high levels of anaemiahort maternal stature, malariaand poor health
coverageare factors that increase thesk of maternalandneonatal deathsn these provinces

5 Ministry of Health Cambodia, PMNCH, WHO, World Bank, AHP$®Rrtioighants in the Cambodiaulti-
stakeholder policy review2014. Success Factors o me n

s and

Children’

S

Heal t h:

6 BreoganConsulting. March 2017. Research on Indigenous Parenting Practices Across the Generations. Plan

International Cambodia.
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Figure 6: Institutional delivery by province, CDHS 2014
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Progress in improving child healttor boys and girls

Broad socieeconomic development combined witmproved coverage of key chilgealth
interventions such asssential immunisationgjitamin A supplementation anthe promotion

of early and exclusive breastfeedihgve contributed to the decline infant and child mortality
Rates of childhood mortality ar eovartyandwialat e d
or urban residencé. The higher rate of childhood mortality amg boys is a universal
phenomenon and not specific to Cambodia.

Figure 7: Infant mortality rate by wealth Figure 8: Child mortality by sex, CDHS
quintile, CDHS 2014 2014
u Girls 54
70
u Boys
1 44
60 62 41
50 +—
33
40 — 44
30 - - 20 22
20 - 27
0 - T T T T Neonatal Infant mortality Under 5
Lowest Second Middle Fourth Highest mortality mortality

The lack of sex difference in immunisation rates with 73.9% of boy23h2onths) receiving all
basic vaccinations and 73% of girls (CDHS, 2014) suggest no major differences in the way
households treat boys and girls.

High levels of child undernutritionith 32% of children under five stunted, 10% wasted and 24%
underweightis a pressing development conce®imilar levels of undernutrition between boys
and girls suggest no gender specific caubesigh the implications of undernutrition for girls
and their future familiesis a major public health and development issue. Undernourished girls
face greatematernal health risksand are more likely to delivelow birth weight babieghat

are in turn subject todevelopmental and health riskas they ageThe high levels of short

7CDHS, 2014.
14



maternal stature irMondul Kiri Ratanak Kifi17% reported in CDHS 2014) and child stunting in
Pursat (18%)Mondul KiriRatanak Kir{15%),Preah VihedStung Treng (14%) andtdar
Meanchey (14%) as reported in CDHS 2014 illustrée geographicaldimension in
undernutrition in the country.

Gender and ommunicable disease

Gender roles and relationships and the balance of power between men and women affects
exposure to,the ability to prevent and take up of treatment for HIV/AIDShdtculosis and
malaria. The mission did not accesstional sex disaggregated data for either of the leading
communicable diseases and this would require a level of analysis bédy®sdope of this study.

Key points to note are

1 Tuberculosis (TB) is tleecond highest cause of disabHégjusted life years for men
and womenln Kratie it was reported by the PHD thadmven are less likely to complete
the procedures for diagnosingBand take up treatment due to the opportunity costs
related to repeated isits to hospitals. Further analysis of the gendered nature of TB
diagnosis and treatment completiappearswarranted.

1 Some studies show that men are more at risk of contragiiagmodium vivax malaria
than women (3:1yith the differenceexplained by tkir occupation related mobility

T Cambodia’s response to HIV hfosl&eirel®98a dr ama
to 0.7% in 2018,and 75% of people living with HIV/AIB® accessing arvietroviral
treatment. The disease is now concentrated in key grogeh as female
entertainment workers (EW), drug users, transgender peopleraad who have sex
with men (MSM). Transgender personsalso face very high levels of stigma,
disaimination andviolence due to their gender ident#ty Weissman et al (2015) found
that 30% ottheir studyrespondents had been raped or physically assaulted in the past
12 months.

Gender and norcommunicable diseases

Smoking and alcohol consumption are two leading risk behaviours underpinning chronic
disease in Cambodia and both are greater among men than women. The 2010 N
CommunicableDisease (NCurvey found that over 80% of respondents had one or two risk
factors for developing &ICD Genderresponsive programs for prevention, treatment and care
are needed though the capacity of the health system to address chronic iliness is currently
limited.

2 2 Y S ya@ass td health services

Barriers to accessing health services have demand and supply side dimensions and vary
according to the locajeographical, poverty and culturabntext. In Cambodia, the barriers in
remote, spasely populated areaare very different to those in more accgle periurban

areas.

Access to health services is often structured around four key variables: geographic accessibility,
availability, affordability and acceptability of health cée Gender norms, attitudes and

8 Sovannaroth Siv et al. 2016. Plasmodium vivax malaria in CambadihTrop Med Hy@016 Dec 28; 95(6 Suppl):
97-107.https://www.ncbi.nim.nih.gov/pmc/articles/PMC5201228/

9 National AIDS Authorit2015 Cambodia Country Progress Report: Monitoring Progress Towards the 2011
Political Declaration on HIV and AIDS.

10Weissman A, Ngak S, Srean C, Sanddtivills SFerradini L2016 HIV Prevalence arRRlisks Associated with HIV
Infection amongdrransgender Individuals in Cambodia. PLoS ONd):14015290@10i:10.1371/
journal.pone.0152906

11 Ministry of Health. 2010. Prevalence of NGommunicable Disease Risk FacioiSambodia, STEPS Survey
Country Report: Phnom PenGambodia.

12Jacobs, B., et al. 2011. Addressing access barriers to health services: an analytical framework for selecting
appropriate interventions in lovincome Asian countrieslealth Policy an&lanning27:288-
300.doi:10.1093/heapol/czr038.
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behaviours cut across each of these dansaThe domains of access are often intamnected
and multiply the difficulties poor and vulnerable people face in seekingwihefor example
women’' s | a c-kakirgfauthdrigycaffestingheir control over and access to cash
(affordability)to pay for transportation(geographic accessibility)

Figure9: Domains of access to health services

Supply side constraints Demand side constraints
Access to health services
Geographic 1  Servicelocation 1 Terrain
accessibility f  Transportation costs
" 1 Availability of transport
Availability 5 | 1 Qualified and available human 1 Information on health care
-2 resources services andprovidersavailable
BN Opening hours 1  Knowledgeand awareness to
8 1  Waiting time support positive health seeking
2 1 Drugs and supplies behaviour
ﬁ 1  Poor referral system
Affordability S | 1 Costof services and products 1  Household resources and
g f  Public financing of the public health willingness to pay
< system 1 Opportunity costof seeking care
g 1 Control over familyresources (eg
5 womends | ack of
< 1  Lack of ash flow
Acceptability S | 1 staffinterpersonalcommunication | 1  Household expectations
& skills including trust 1 Cultural preferences
© 1  Lack of transparency bprices and 1 Language
pricing of services f  Low selfesteemand lack of
assertiveness
1 Stigma

CDHS014found that 75% of women reported having one or more problems in accessing health

services for themelves;a similarfigure to the 72%reported in the CDHS 2010rhe most
frequently reportemdnpyobbemt waatmgatti 6§5%) f ol
to go alone to the facility’ (45%) . Di stance t
35%9 of women and ‘getting permission to go to
reporting each bthese problems in accessing health care reduced ealttv and education

increased with for example, 79% of the poorest quintile reporting money to be a problem

compared to 41% of the wealthiest quintile.

Geographic accessibility

Geographic and transpotiarriers Difficult terrain including strong rivers, flooding and poor
road conditions impact access to services in several parts of the countrglace significant
time costs on families when seeking carbe large geographical area and scattered pation

in the northeastern provinces makes geographical access to services particularly problematic
as the catchment area of health facilities is lardee Tost of transportation was reported to be
the biggest problento accessing health servicesMondul Kiriand in less a@ssible parts of
Kratie.Thelargefinancial burdenof transportation affects the remotest and poorest the most
and was reported to ba reason for not seeking cafeThe seasonal migration of families to
remote farms in the nortkeastern provinces further adds a layer of geographical inaccessibility.
Health staff ifMondul Kirireported that once families move wistantfarms they are no longer
able to reachthem or monitor pregnant women who may be at riskw@ weeks prior to our
field visit two maternal deathsvere reported to haveccurred on remote farms in the province.

BSeePSdraft policy brief. “ Oudnsporthtiont@aaceds feprddictve, cmatérrali ¢ a | barri
and newborn health services for vulnerable women in northeast Cambodia
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HEF transport allowanceThe HEF trasport
allowance compensateshose personshaving
identification of being from apoor household
(IDPooj who have been referredo the referral
hospital andthose seeking delivery and abortio

careat health centres or hospitals without referral.

While the allowance is important dften does not
cover the actual costf transportfor the identified

The Partnership for Saving Lives (PSL) proje
the north-eastern provinces found that more
than 50% of women in the poorest quintile liv]
more than 10km from a health facility, and fag
the double burden of poverty and distance. Or
consequence is lowdacility delivery rates. PS
N found that for every five kilometres from ¢
health facility that a woman lives, the likelihoo
of delivering in a health facility decreases |
more than 5.5%. A PSL survey in 20 Batanak

KiriandMondul Kirifound that lak of transport

poor to health facilities and tansportation to | was the main reason given why women chose
health centresfor servicesother than deliveryor | deliver at home.

abortion, are not covered In Mondul Kiri this
distance can be up to 90km. The cost of transportafimmthe pooris compounded in remote

areaswhere distances to facilities are extensimad time consuming to undertakeoad/river

conditionsare challengingand transporters wilhg to convey obstetric emergency cases can be

difficult to find HEF' s standardi sed formul a foften cal cul
disadvantageremote populdions who also have some of the workealth serviceutilisation

rates Transport allowances are simply too low for remote areas, paying 500 riels/km and 800

riels/km for good and bad road, respectively, amel recommend theghould be reviewed and

updatedto reflect real market cost.

HEFalsod o0 e s n ' the trarspore acosts of accompanying family mieens. Indigenous and
ethnic minority patients in the nortleastern provinces who are unfamiliar with the health
system tend to be accompanied by largemhers of family member®r social supportand this
further adds to out of pocket costs of treatment.

Availability of transportThe availabilityof suitable transport is problemin some placesNhere
ambulances are stationed this can help emergensesdahough thecost for some is an issue.

In Chhlong OCKratie,community women reported incidences of long delays in waiting for the
ambulance to arriveThe opportunity to build on existing community saving and loan groups
such as Village Saving and Loan Associatongnunity managed HEF schemasd Commune
Council social welfare financing sustainably supplemerthe HEF transport allowance and
promote community responsibility for health transportation in remote areasatves further
attention. Community led and managed transportation systems have been shown to be
effective in other parts of SoutRast Asiaften as part of broader community mobilisation
efforts!*.

Cost of transportationAddressing the cost of transgation is imperative to increasing access

to services in remote areas of the country for all groups but especially for women given their
reproductive and maternalhealth needs, their responsibility for family health and limited
control over money and hedltrelated decisionmaking. Poor women and people with added
vulnerabilities such as those living with disability are further impacted.

Affordability

Contribution and limitations of HEFhe cost of health services in Cambmds asignificant

barrier to access and aause of impoverishmenHEFwhich provide fregublic health card¢o

IDPoor card holderkasb een shown to reduce poor househol d’

14 SeeHussein J, Kgoru L, Astin M, Munjanja S (2012) The Effectiveness of Emergency Obstetric Referral

Interventions in Developing Country Settings: A Systematic Review. PLoS Med 9(7): €1001264.
doi:10.1371/journal.pmed.100126451Z. Making Childbirth a Village Afflow* Desa Si aga’ i mproves th
mothers andbabies in IndonesiaGlZ German Health Practice Collection.
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overall health expenditure on treatmelit Womenare expected tdoenefit from HEFsnore
than mengiven their greater use of public health serviespeciallyto meettheir reproductive
and maternal health needs.

Low utilisation of HEIS a concern witlpreliminary data indicating thainly one in threeof HEF
card holders IDPooror post IDPooj use HEF for outpatient treatment and one in two for
inpatient; sex disaggregated data is not avail¥blgtilisation is lower among those living far
from a public health facility compared to those living clgselated to distance and the cosef
transportation.

Even when households are covered by HEF, poor families
have to weigh up the affordability of care. In addition to!ndigenous families were reported to
having to find money to coveany gap in transportation| °1ing the entire family when a family
member is hospitalised. A woman
cost the food allowance under HEF was reported t0 bgnq jived only with her nuclear
insufficiert. As noted above with regards to the transpoftfamily said she did not give birth at
allowance, his is especially the case if a large number|ahe health facility because there
family members accompany a patient to provide sociaf/ould be no one to support her there
support. The necessity for patients to be accompanied| b husPand stayed to look after
pP ) y p . p e children and farm. (Bou Sra,
family members or carers given the kaaf nursing staff for | vondul kiri)
inpatient services, the unfamiliarity of ethnic minorit
communities with the health system, and their cultural valwsourages entire families to join
the patient,andthis has financial implications for the family, and can be a hindrance for hospital

staff.

IDPoormprocessinclusion and exclusion errors wilDPoorare welldocumentedthough there is
no firm evidence to suggest that there is a gender dimension to tHgS8TI individuals report
discrimination in obtaining IDPoor cards due to sienognition of same sex partnerships and
social stigma among community leadéfs-emale heded households are more likely to be
classified asDPoorl (destitute) than male headed householeaslecting their higher levebf
vulnerability The recent World Bank HEF utilisation sur{@816)found thatpoor families living
in villages far from adwalth facility were more likely to report problentg exclusion ofpoor
familiesduring thepre-IDPoorprocess. The greater distance thhgve to travel to hospitals
where they can clainpostIDPoorcompared to more accessible communities another
disadantagepoor remote familiedace in accessing HEF entitlemelfts

The Ministry offrfeirdlegarttipation in sheDiPapprocessis being met®

and in some parts of the country exceedeldoughthere has beemo studyof the extent to
whichwomen speak outor are listened toat those meeting®. Adults that are absent during

the identification process including seasonal migrants are at risk of being left out due to the
requirement that an adult from an identified poor household mustibierviewed. However,

15GabrielaFlores Por 1 r, Chean R. Men, Owen O’ Donnel |, Eddy wvan D
through compensation gbroviders: The impact of Health Equity Funds in Cambodia. Journal of Health Economics

32:11801193.

16World Bank, June 2016, Utilization and Impact of Health Equity Funds (HEFs). Improving Entitled Benefits Uptake

by the Poor (referred to in this reporsahe HEF utilization survey for short).

7Salas V & Srun S. 2013. ‘“An Exploration of Soci al Excl us
and Communities and their ways of coping. 'ncilRbesearch repor
Agricultural Research and Development (SEXARD), Phnom Penh.

8The t erlnDPopoors’t refers to an assessment that is conducted
undertaken by the Ministry of Planning to (MOP) identify IDPoor househbltise s e-l DPo®tr " assessment
allows households to become qualified for HEF support if they were missed or were not granted IDPoor status

under the MOP procedures.

19 At least 25% of the members of the village ld@Pooridentification committee musbe women

20Verbal report from GIZ technical team supporting tB&oomprogram.
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again there is no clear gender gapmeplanned201718 IDPoorOptimisation Studyill be an
opportunity to explore these gender issues furtber

Household decision makingvailabilityand control over casWWo me n’ s ¢ o rusehotWll over
resourcesdn Cambodiavaries.CDHS 2014 found that nationally 74% of women agedi9l&ho

earned cash in the previous 12 months decided how that cash was spent, however this was only
36% in Banteay Meanchey and 24%/iondul Kirl Ratanak KiriOurcommunity consultations

in Kratie andMondul Kiriwith women and memespectivelyfound that men have a large say in
women’' s and f amimakngih somd plaseswithe someswoiman and men

decidng on health seeking together while irtheer familes .

. . Men and older family members
menor womendecide alonePSL relatedesearchirthe four | o'y 2t e women’
north-eastern provinceshowsthat husbandsa w0 ma $eversl women in Kratie and
parentsand eldersplay a strong role in decision making on Mondul Kiri did not kow the cost
women's and fZ&ZWbmgnhseal abk e gVcesdhey eeeivgdbesagse
making authorityand access to cash intersects with and™s Was the responsibility of men.
magnifies the geographical barriers that remote ethnic
minority women face in accessing health Gre

S

Kratie Provincial Health Directorate reported thack of pocket moneywas a reason why
families did not accept referral to national leviakilities, and that women aregpendent on
men for pocket moneyFor the small number of people requiring referral to tertiary facilities
the uncertainty of expenses was a barrier. The -uomerage of HEF abme of the national
hospitals, includinghe National Maternal and Child HelalCentre (NMCHCalso impacted
referral from secondary facilities. Although NMCHC eaempt the fees for the pogrthe
hospital is unable to cover transport costs.

Avalilability
Geographical coverage of health serviGeseavailability | ror the first quarter of 2017, 165
of publichealth services has steadily improved across theutreach activities took place in Mont
country in linewith the norms setout in the Health | Kiri province against the planned
Coverage Plan though staff retention remaing Number of 252, some 65%. [Report on
. Indigenous People (2017), Sen
problematic. In remote areas where the catchment,, -~ District]
population of health centres covers scattered
populations across large geographical areas, outreach services are tdtize essential
services out to client§ hecost of providing outreachn remote areass more expensive than in
other areas and physicallemanding for health staffor exampleseveral villages in Sre Chouk
Commune in the catchment area of Keo Seytaalth Centre in Mondul Kiriare over DOkm
from the health centre Me MangHealth Centre is also inaccessible le rainy season other
than by modifiedvehicles that can traverse treacherous unpaved muddy rdddsdul KiriPHD
recognises the importance ajutreach for serving the local populatiomnd has provided
motorbikes tasomehealth centesfor this purposeWhile there is a standard outreach incentive
for health staffrecommendedby MOH for food and pocket money per outreach trip, the
amount is too dw to cover thee costs whendelivering outreach toery remote communities
where for example staff may need to overnighin additional, exceptional, incentive is needed
to increase outreach to remoter hard to reactareas Poor road and weather conditions mean
that outreach only takes place8times per year rather than the norm of once per moirth
most facilities irMondul Kiri

21 The purposef the studyis to take stock of the current IDPogystem and compare it to its original intent,

specifically capturing the current state of components related to implementation, scoring, and the ability to

mitigate errors of inclusion and exclusion.

22Kim Ozano. June 2016. PSL Evaluation Report. Beh&@hange Communication Activities in the Nelghst of

Cambodia.

2See also Eleanor Brown. July 2005. “Crossing the River
Services amongst Ethnic Minority Communities in Rattanakiri Province, Caribodi Heal t h Unl i mi t ed.
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Awareness of health servicebhe level of wareness othe package of services available a
public health facilitiesappearsweaker among those who are less well educatadd less
connectedto community and local authority structures, such as migrant workensnarried
adolescentaindremote communitiesAlthough there is no robust evidenceipting to a gender
difference in awareness of health care availahibgcially excluded women amdilnerablegirls
are likely to be at risk of information deficits atite authority to decide toseek health care.
Cultural taboos around unmarried girlsat@ing about or using contraceptives Mondul Kiri
andRatanak Kitand thecultural acceptance agarly marriage mean that many adolescent girls
are married and pregnant while in their teenage years.

Awareness of HEFhepreliminary results from thélEF utilisation survey (2016) found traatly

44% of those entitled to HEFs reported to be aware of HEF benefits (sex disaggregated data not
available) illustrates the lardeealthinformation gaps prevalent at the community levEtom

our fieldwork wefound less awarenessf IDPoorand HEF entitlemen@mong FGD participants

in Mondul Kirithan in Kratie. SoméDPoorcontinued to pay fees at the health centre. One
woman In Mondul Kirireported how she was exasperatdyg the confusion over whetheher

expired carcentitled herto free care or not, and now didn't bother to ask for free cdflealth
staffswere also confused about expired caidsoth provinces

Poor availability of services for some occupational groMasious occupational groudace
barriers in accessing health services due to clinic timings and thavwitability of facilitiesuch
as female factory workeravho work long and rotating shifts. The nemailability of health
services close to whermigrant workerswork and livehindersthe access of thipoor and
vulnerable population.

Acceptability

Cultural beliefsThe cultural beliefs and practices of indigenous populations in reatiern
Cambodia affect access to and demand for public healtt?take reported in other studs,we
found that traditional cultural beliefs among ethnic minoritiee Mondul Kiriaround the
polluting nature of pregnancy and obstetric related bldaondluding miscarriagéo be a barrier

to care for pregnant womefi. Discussios with community women and interviewsith female
elders reported how pregnant women who bleed outside of their home have to initiate village
prayers and pay compensation for bleeding on othknsd or property ofterhaving to sacrifice

a buffalo or otherfarm animal Similarly, research iRatanak Kirfound that the practice of
paying compensation for transporting a dead body through a village deterred families from
seeking health care for the seriously ill who may die outside the vjllag&iding pregant
womer®  Fai l ure to pay fines or | ead prayers was s
in turn caused child and maternal deatls®veral stakeholders reported thdti$ belief detered
husbands and family members from pettimg pregnant wonen to deliverin a health facility,

to discourage transporters to convey pregnant women, and to underline the importance of
having a waiting home at health facilities where pregnant women could wait pre and post
delivery.

Other cultural practices amondtaic minority peoples that affect access to health care include
the need to receive permission for surgical prdares from husbands and eldeMondul Kiri
Provincial Hospital managemermportedthat ethnic minority patients sometimes return home
to pray before agreeing to surgeriRoasting post delivery is a common practice and in addition
to the risk of accidents, dehydration and pgstory tract infectiondor the newborn roasting
discourages the family from seeking post natal care.

24There are several ethnic groups living in negdst Cambodia each with their own specific social structures and

cultural beliefs.

25 BreoganConsulting. March 017. Research on Indigenous Parenting Practices Across the Generations. Plan

International Cambodia.

2%E|l eanor Brown. July 2005. “Crossing the River and Gettin
amongst Ethnic Minost Communi ti es in Rattanakir.i Province, Cambodi a
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Ethnicminority staff The majority of health providers Mondul Kiriare not of ethnic minority

origin, althoughhealth centresin areas highly populated by ethnic minorities, such as Ou Raing

and Me MangHealth Gentres, were reported as having ethnic mirty staff and onehealth

centrechief.Mondul KiriPHDexpressed major constraints in terms of staff retention, especially
in remote areas that are more likely to be populated by ethnic minorities. Providing staff

accommodation at health facilities as wels prioritizing local aff recruitment, including of
ethnic staff were both raised as potential avenues to aglh this issue. All stakeholderet

with recognized the benefits and objectives of prioritizing training of local people for health staff

positions in order to increase retention and improve communication. Of note, one Retbnig
minority community consulted with in Bou Sra administrative districMiondul Kiriprovince
reported feeling comfortable complaining about poor health staff betiatd a health centre

chiefwho was also from an ethnic minority take action.

Language It wasgenerally reported that language is not a barrier fiedigenous andethnic
minority persons at health facilities staffed with Khmer spealgven the increasing numbers

of young people who have learned Khmer at school and are available to help translate for family

members. However, despite these important social changageral healthvorkers mentioned
the need to repeat instructions to indigenows ethnic minorityclients,and spend more time
explaining and guidinthem through a facility given that they often do not re&timer or
understand the systemOnehealth centrechief sharechow indigenousvomen described pain
in general terms that reflected thelower education levels and overall understanding of their
health condition than Khmer persons, and thdifferent understanding about how the body

works.Some health staffiverealsoi r r i t at ed

by the *"too mu

ch

members that accompanieshdigenous andethnic minority patients, andstruggledwith the

cultural beliefs thaindigenousfamilies adhered to such as permission seeking from husbands

and eldersandreturning to the village to pray before surgical procedutasa few cases, health

staff met with characterized indigenous patients as

unhygienic”, smel |l y”,

Discrimination Studies have collected evidendeom
ethnic mnority groups of their experience of
discriminationat health facilitiesdue to their ethnicity.
The Social Assessment fo8@IFound thatover halfof
the focus groups with ethnic group&2%) reported

CWRE dhih € atud tlaihinge da
health workers inMondul Kiri. One
Health Centre Chieffelt the training was
useful as itexposed health worker$o
patient and povider rights, improved
their understanding of indigenous
peopl eultuse and improved
communication with clients.

L n d

having experiencedliscrimination at healthfacilities.

Similarly, the2005 study byeleanor Brown fothe Action Research for Advocacy Project, which
indi genous peopl e’ s ¢
services for maternal health in Rattdn&iri provine ranked-i n bot h men’

aimedto provideausezentre d account of

them, or health staff blaming and/or ignoring them when trying to receive health care.

Stigma and discrimination towds LGBTI persons in the community and from a range of service
providers including health workers was reported during our consultations with LGBTI groups.
LGBTI persons were reported to face violence and social exclusion in the community and

discriminationand lack of empathy and understanding o

f health workers.

S

Poor staff attitudes and behaviauDuring our community discussiorxamples of staff treating
patients wellwere reported Reports of poor staff behaviour were more frequethian praise
and included instances of familiebaving to pay extra money fdrealth workers to attend to
patients health workers usingarsh languageyeinginattentive on night shift, looking down on
poor and LGBTI patientand reprimanding women calling out in labour. Soofethe negative
perceptionsof staff behaviours were most likelinked to user preference for injectiorend

‘' str on g’ butdie dot acdountsfas all complaints
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Findings from other studies endorse the user perception of poor staff attitudiee.HEF
Utilisation Survey (2016) asked HEF beneficiaries how they would like public health services to
be improved and the most common suggestion was to imptbeeskills and attitudes of health
workers.This was also evident in the 2015 Social AssessnmegtrRfor HEQIP, where more

than half (53%) of focus group discussions conducted named chanigealih staff behaviair

and attitudes as the key change that they wished to have. This was even higher for
indigenous/ethnic minority populations (61%).

Gender differences in perceptions of quality cest womenreported that theypreferred a
female providerespecially for reproductive and maternal health serviseswill accept a male

if they have no choiceThis appearetess clturally acceptable fosome indigenougroups and
could be a barrier to their acce$s:om our rapid investigation we did not identify any difference
between what men and women expect from quality health care. In other countries gender
differences have been found with womerapinggreater importance orstaff communication
andhealth facilitycleanliness and men on waiting times

W2 Y S ydicad an@agency

Gender based violence

Violence against womeis a cause and a neequence of gender éguality or gender based

violence (GB). The Committee of the UN Convention on the Elimination of all Forms of
Discrimination Against Women defin€s BV as “vi ol ence that is dire
because she isawoman orthataft t s wo men di s@GBvoap aso beitaogetedt e | y " .
towards transgender individual&BYV is defined as acts that inflict physical, mental or sexual

harm or suffering, threats of such acts, coercion and other deprivationsesfylib

The RGC's National Survey on Womenthas Heal t h an:«
1 21% of women who had ever been in a relationship had experienced physical and/or
sexual violence by an intimate partner laast once in their lifetime. One quarter of

these women were injured agast once and only half of teomen who reported that
they neeced care for their injuries sought health care. 49% of the women who
experienced physical or sexual violence never told anyone about the viole2eof
everpartnered women experienced emotional abuse in their lifetimar. &l types of
intimate partner violence, women are more likely to experience frequent acts of
violence rather than oneff incidents.

1 Violence by noantimate partners is lower but significant. 14% of women aged45
reported physical violence by a namtimate partner in their life and 4% reported sexual
violence. 20% of women reported their first sexual experience was coerced (18%) or
forced (2%). 5% of women reported experiencing some form of sexual harassment in
their lifetime.

1 As found in similartadies in the regionsurvivors often condone intimate partner
abuse. 58% of women who have experienced physical or sexual intimate partner
violence condone a husband/partner hitting his wife/partner in particular situations.
19% of ever partnered womendinot believe that a married woman could refuse sex.

1 Women who had experienced intimate partner violeneere morelikely to have had
an abortion or miscarriage, larger number of children amare unplanned pregnancies.
They were also forced to miss dayfgaid and unpaid work due to the violence.

1 31% of women who experienced intimate partner violence reported that their children
witnessed the violent act several tima3hildren of abused women were more likely to
experience emotional and behavioural pteims, to repeat years of school or drop out
of school.International evidence shows that witnessing violence between parents
increases a girl s risk of her experiencing
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Salas and Srorn (2013) found that 57 percent of gay and lesbian respondents and 66 percent of
transgender females reported domestic violence, including by a range of family members

adult, and increases the risk thatoys pepetrate violence in their own adult

relationships.

including parents, blings, aunts, uncles, grandparents, and partners.

The Second National Action Plan to Prevent Violence Against Women (NAPVAW-202914
promotes prevention interventions, access to quality services, and sedtoral coordination

and cooperationtord u c e

vi ol ence

against

wo men.

The

been relatively slow. TheNational Guidelines for Managing Violence Against Women and

Chldren in the Health System (2014) was followed by the development of a clinical handbook
and trairing curriculum to build health worker capacity. This training is currently being rolled
outin nineprovinces through cascade training. Forensic training has also been provided and the

provision for free forensic serviced/hile beyond the scope of HQIPthe availability of this
training material represents an opportunity to integragééements into both preand inservice
training of health staff which HEQIP aims to strengthen through the financing of DLIs 1 and 2.

Complaints about health services
From our fieldvork we found that éw women or mersaid they evecomplaired about poor
healthservicethough men teneéd to report doing sanore oftenthan womert’. As other studies
have found, people tend to choose other sources of health care (privat&)yifare not satisfied
with public health services and have the money to do so rather than voice complaine of

the reasons why people do not complain about poor service is they fear a negative backlash

towards them and the possible denial of treatmieReople also reported that they assume
nothing will happen even if they do complaian attitude partly based on past experience. A

lack of trust in the complaint boxvas also voiced

Cambodi

authority also affects the witigness to voice complairis
Figure 10below presents the complaintsiade by HEF beneficiaries arehistered by HEF
monitorsin 2015 and selective months of 2016 and 2@4&ta collection on complaints stopped
in 2016 when HEF Operator responsibilitieerevtransferred to hospitals and resumed in 2017

when funds for nommedical benefits became available. The larger number of complaints made

a

s strong

by women than men reflects the fact that they are more frequent usegmibfic health services
and HEF. Overall thep three complaints made by women were bad behaviour of health staff,
did not receive transportation and unofficial paymenggjuestedthe ranking varied by type of
health facility. For men the overall top three complaints were bad behaviour of heth s
request to buy additional drug/medical supply and request additional servicedAr8ex 3for

more detailed information.

2015 (JarDec) 2016 (JanMay) 2017 (MayJul)
Female 899 327 235
Male 382 107 83
Total 1283 436 319

Table10: Complaintsabout HEF made by beneficiariey year and genderURC
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Health Centre Management Committees (HCMC) aveposed of 911 members The
composition of the HCMC does not stipulate the gender balahlseChair is the Vice Chief of

27 This was also reported in th&EQIPSocial Assessment (2015).

28World Bank and The Asia Foundation. 20d@ice and choie and decision 2. A study of local basic service

delivery inCambodia.
29The presence of a district official in the first half of one of the focus group discussions muted the complaints of

the participants though they become more critical of health services after they had left.
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the Commune Counciksponsible for social affairthe ViceChairis the Chief of the Health
Cente, there is oneadditional person from the Commune Counbially theCommune Council

for Women and ChildrerOQCW(; and oneadditional person fronthe Health Cent such as the
midwife, and 47 Mllage Health Qupport Group (VHSG)eader®’. VHSGs are typically village
leaders or deputy village leaders or village committee members or the wives of these officials.
In some areas, the mm of one woman and one man per village @ adhered to, partly due to

w 0 me low lgeracy levels and the education requirement of VHSGs

The HCMC and the VHSGs are the formal vehicles for community participats®t out in the
MOH 2008 CommunityParticipation PolicyThe functional integration of health centres with
local government under decentralisation and deconcentration will transfer ownership of health
centres to Commune Councifeom the PHD and QDand authority over the community
participation structure. Reproductive and Child Health Alliand@ACHAIs facilitating this
processn 220D Theyfind thatthe capacity ocommune memberss low, and thiscontributes
to their uneven knowledge of, and reluctance to deploy their full powersl@ggation.
Commune Councils continue to priordisfrastructure in their Commune Investment Fdaand
health isnot generallyof high political interesor funding priority While there does seem to be
increasing political interest in increasing the rogn of women involved in the political arenaa
shown in the recent commune electionsien continue todominate local political decisien
making™.
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Women in the health workforce and leadership

Female health providers made up just Table 11: Women in the health workforce

over 50% of the overall health workforce
in Cambodia in 2015. However, the
number of women in leadership positions | Number health personnel in health secto

2013 2014 2015

in the sector at the national and sub Female 9401 10132 10576
national levels is limited. Thoug_h the Total 19721 20668 20954
health sector has made proggs in

promoting and retaining more female Percentage 47.7 49 50.5

staff to senior or Ieadership levels, less Source: Department of Human Resource Developmen
than 15% of leadership positions were (2017)

filled by females in 2015, with a very low
4.8% at the OD level; see Figure 14. This situation was confirmed by the field visits.

30 A VHSG comprises one VHSG Leader and one VHSG membeb@édoiB8eholds, selected to maintain a gender
balance. They should live in the village where they serve, have good communication skills and be between 20 and
55 years oldThe community elects aH8G Leadelhe community, the Health Centre and the Operational District,
selects VHSG members.

31Kim Sedara, Joakim Ojendal, Chhoun Nareth, Ly Tem. 2012. A Gendered Analysis of Decentralisation Reform in
CambodiaCDRWorking Paper Series No. 71. Camibddevelopment Resource Institute
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Table 12: Sex disaggregation of management and staf
While women constitute the majority of in Chhlong and Kratie ODs

the workforce at thehealth centre level, i
leadership positions at each facility and Mi:;hlonﬁfn?ale Maf;at'e;?nale
administrative level are male dominateg. Chief/deput > 0 > 0
Although at thenealthcentre level there is| | y Chief of
more gender balance in leadership| bureau

compared to OD, PHD and hospital level| It HC Chief 8 2 12 6
is sianifi i HC Deputy 4 5 4 9
is significant that across édifferent types Chicf

of providers, women make up 100% Of[ ¢ giaff a1 80 88
midwives, while males constitute the

majority of general doctors and specialists.taple 13: Sex disaggregation of Kratie PHD managem
Women are under represented in higher

139

1%

specialized skills and leadership in the.— Male Female
sector. Director PHD 1 0
Deputy Director 3 0
PHD
Director/Chief 2 1
office/bureau
Deputy 2 3
Directory/Chief
office/bureau

Table 14: Women iheadership positions in the health sector

2013 2014 2015
Number of women ideadershippositions*in health sectooverall
Female 169 165 178
Total 1209 1190 1214
Percentage 14 13.9 14.7
Number (and percentage) of leadership positions* in heaétbtor by level filled by women
National 107 (21.3% 104 (20.4%) 113 (22.8%
Provincial 56 (12.3%) 51 (11.3%) 54 (11%)
oD 6 (2.4%) 10 (4.4%) 11 (4.8%)

* Leadership includes at national level, Secretary of State and Deputy Secretary of State, Darettors
Deputy Directors of departments and office/bureaat provincial levelDirectors and Deputy Directors of
PHD and office/bureguat OD levelChief and Deputy Chief

Policy response to promotevomen in leadership

Though the health sector has made good progress in attracting more women into the health
workforce in recent yearand the GMAG has prioritized increasing opportunities for women,
there seems to be no clear strategy or policy to attraod inspire women for leadership
positions, or to mainstream gender in recruitment and promotgractices and systems

Several national and provincial stakeholders explaitied recruitment and promotion favors

women when women can demonstrate the & qualifications as those of meft was
mentioned that “[in reedui tf mdrmte] svmmenton &r & her e
to promote and attract more women intthe workforce and leadershipositionsas long as
womencandemonstrate an equatapacity to male equivalentgas expressed across the sector

No special consideration was given to the gender norms and unpaid work burden that act to
disadvantage women in career progression or taking on leader§ome key informants

suggested that womn have to demonstrate their own capacity before thegn receive

attention to be promoted in leadership. This could imply that women have to coenéh
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their male counterparts, but also with female colleagues in order to prove that tregapable
enough to take on deadership position.

W2YSyQa 62NJ] F2NOS LI NGAOALI GAZ2Y YR £SIFRSNAKALJ
Gonsultations at national and sutational leves identified several barriers tovomen s
participationin the health workforce and in leadership positions: a double bufdewomen in

managing theiunpaid workwithin the household and the paid work as a health provider or

manager safety and security of female providers due to lack of accommodation at health

facilities, particularly in remote areas; and confronting gendtereotypes when taking on

leadership positions.

Women in leadership positionsreported the struggle and difficultieof balancing their
management role and thefamily andhouseholdresponsibilitiesIn one casea female chief of

a healthcentrereported how sheasked to step down after her promotion to be the chief due
to the conflict and heavy demands on her from hesrk at the healthcentreand the expected
roles she had to perform at home for her extended family and husb&hdchallengesand
double burden thafemalemanagers face wergot raised by male managers

In order to tackle this issue, a few female manageqslained howthey played a supportive or
coaching role to women in leadership positions to help them overcome the socidl a
organizational challenges that female managers féasefound in the international literature,
female managers in Cambodia actrake modelsand encourageother women into leadership
positions2 An OD Director noted thatrsce taking her position, shedsuccessfully encouraged
four of 11 healthcentresto havefemalechiefs.Similarly, a female commune council chief met
with in Kratie province mentioned that having more women as chiefs of heahires would
help address the main gender issues in t@mmunity, such as GBV.

Staff security was natonsidereda barrier forwomeh s wor kf or catthepnationali ci pat i c
level. However, the field consultations clearly showed thibe an issue for female providers.
PHD ODs and facility chiefs explathhow this was factored into deployment, rotation teams,
night shift and outreach duties. Health centres typically include male and female staff on night
shift, a mix of married and single womeamd deploy mixed sex teams for outreach for safety
and othe reasons. Female securitycompounded by remoteness and therefore particularly
sensitivewhere health centres are very isolated and outreach has to cover large under
populated areas. Another factor that enhances management concerns is the deployment of
single women from outside the province especially given the lack of accommodation at health
facilities and the difficulty for health workers to find or afford accommodation in sarees.

The lack of dedicated space for staff on night shift was felt to be a problem in all areas visited
and is made more problematic when staffs bring family members to accompany them for
security reasons; this hamegative effect on staff deployment and retiion. Security risks are
perceived to be greater where health centres are located on the periphery of settlepiants
areas where there are transient people including security fqgraad in urban neighbourhoods
where drug use is a problem

Gender steretypes portray women as unsuitable for leadership

Female leadershared hownale subordinates ardif reluctant to accept women as their leader

or supervisodue to thepervasiveness ajencer stereotypes that definewomen asunsuitable

for leadership andlecisionmaking. This has strong implications for attiagtmore women into
leadershipln a few cases, women managers reported facing resistance and sometimes hostility
from male colleagues who found it difficult to accept a female manager,qogattlywhen she
wasyounger than them. In addition, there is limited concettmational or provincial level in

2Tam O' Neill, Georgia Plank, Pilar Domingo. 2015. Support
evidence. Overseas Development Institutdps://www.odi.org/sites/odi.org.uk/files/odiassets/publications
opinioniles/9623.pdf
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how to correct the gender balance in leadership of the health sed&spite the national
commitment to gender equality and gender balance in leadigcshhemechanisms to attract
women into leadershipn the healthsectordo not currently incorporate support favomen to
manage the unpaid work burden they carry or the organizational culture and social norms that
discourage women from taking on leadeifshn this respectimprovements are needet bring

the health sectorin line with the national focus on enabling women into decisioaking
positions as a means of increasing organizational performance and effecti¥eness

Lack of leadership training fdiemale staff

Stakeholders reportedo leadership taining for women at national aub-national level. This

isan issue in terms of preparing the human resource |gefo fillthe upcoming retiremenof

senior female staff. There is currentlp strategy forcapacity buildig and mentoring women

to equip them to compete on the grounds bfwo men wi t h equal capacity
pipeline leadersUnless this gap is addressed the gendatio in leadership that has been

attained at the nationalevel will likely drop and the large shortfall at so@tional levels will

continue towiden.

Health Equity and Quality Improvement Project

In this section of the report we assess how the project components and results framework
address gender. We idenifjaps;propose how the projectanaddress thenand what can be
donebeyond the project.

Component 1: 8engthening health service delivery

This component expands existi8@Gincludngfixed lump-sumandperformancebasedgrants

to health centres andsecondary level hospitalsThe componentaims to incentivise
improvement in the quality ofprimary and secondaryare through expanded SDGnd
strengthensupervision and quality assurance ®pand PHD During our field visits we heard
how fixed lump-sumgrants are being used to upgrade facilities and fill immediate shortfalls in
supplies including for examppgrocurement of additional drugand buying glas$or drug store
windows.The lumpsum grans appear to being used wellheperformancebased grantare
becoming operational now that the National Quality Enhancement and Monitoring Tools
(NQEMT) have been developed and are being used in the first tranch® mbvinces. The
gender assessment team reviewed tN®EMTSs and consulted assessors that haenlirained

in Mondul Kirion their experiencapplying then.

NQEMT for hospitals and health centres

Development and testing of thessessment toolis a notable achievement of the newly formed
Quality Assessment Offic@QAO)under the Department of Hospital Services. Achieving a
balance of robust, simple assessment tools and questions that are appropriate for the level of
capacity across the country and can be implemented quarterly is inevitably a challenge.

The focus on the assessment of clahiskills given the known quality gaps in the service is
understandable. Much less attention is given to staff attitudes and proypdéent
communicationt hough from the user’'s peinq@aitgaftareve t hi s
In part because othe focus on clinical skilthere is limited consideration of gender or social

inclusion in the design of the tool#\s the NQEMTs will be reviewed and reviseith
implementation experience, we propose how the QA& addressgendergaps during the

course of oAgoing review and revision.

33 See National Committee for StNmtional Democratic Development, Strategy and Action Plan to Increase Women
in SNA Management Positions (2624019), 19 May 2017.
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Assessor teanand implementationn The NQEMT does nekplicitly define the gender mix of

the assessment teanfior SDGs financed under-EQIPbut inclusion ofsecondary midwives
providesfor female mrticipation Thetendency for PHD and OD management teams to be male
dominated makes it difficult to have a gender balanced assessment*te@m reinforce the
importanceof gender balancewve suggest the QA@mphasize and monitor the requirement in
the amual instruction for conducting the NQEMP to have at leaseé woman in each
assessment teanand promote additional qualified women to be on assessment teams
contexts where this is feasible.

Assessorseported challenges in implementinthe tools due to differentiated needs among

service contextsFor example it was reported that it was difficult to use the Khmer tool when

the assessment is undertaken in an ethnic minority language. It was also mentioned that there

are sometimes difficulties when womens s es s men; “better Givdn women
the workload involved in quality assessment dmellarge geographicaloverage oMondul Kiri

province, the PHEecommended that more assessors be trained so that the workioadd be

more evenly shared across three rather than two assessment teanisadditional assessors

trainedto act as reserves when needelssessors also pointed out theed for more practical

training.

Staff attitudes and communication skilisThe tool uses vignettes focus on the clinical
knowledge of the health provider rather than how s/lhe communicates information or counsels
a client. Approximately 20 clinical vignettes have been developed and more are planned.
Currently theNQEMTtools do not asseskealth staff capacity to communicate with different
population groupsincludingdifferent genders or sensitivity to those with special needs or
vulnerable personsuch as survivors dBBYV people living with disability, ethnic minority
persons LGBTpersonsor adolescents.

For use in the NQEMT assessments, the existimglate of individual performance evaluation

for health staff and questionnaire for client interview should be updated to include staff
behaviour regarding politeness and nrdiscrimindion to the poor, indigenous and ethnic
minority, disabled, and LGBTI patients. Additionally, staff individual performance evaluation
forms should include principles related to attitudes and behaviour of staff, respect and non
discrimination, including toards persons of different genders and vulnerable population
groups.

Client satisfactioninterviews: The toolthat collects client satisfactiorinformation as a part of
the NQEMT assessmenpecifically asks clientsne question onthe friendliness of health
providers, andour questions on how the health provider communicated information. The socio
demographic data of clients interviewed includes their sex, age, educatafand marital
status but not ethnicity, disability or traVtime to the facility. The tool includes emphasis on
women who have recently deliveredHowever the client satisfaction data is collected via a
telephone interviewand this raises a number of concerns.

1 While mobile phone coverage is extensive in Cadidn, women do not always have
their own mobile phone and the numbers they provide at facilities may be those of their
husband/partner or another family memb®r Trying to contact women through their
husband’ s/ par t ondidentiality gsuesmdeould put tree evamarcat risk.

In Mondul Kirj oneassessor reported how he had called a client to get her feedback on
services but inadvertently reached her husband whose number she had given. The
husband was initially questioning and confused as to ariyinknown male was trying

34 For example, only the MCH Chief and OD Chief are female Mdhdul Kiri provincial management team.
3593% of women and 97% of men reported ownership of a mobile phone in a sample survey;ith2Gkbnple
included Stung Treng to represent the plateau and mountain regdanchoy Phong and Javier Sola. 2015. Mobile
phones and internet in Cambodia in 2015. Open Institute, Development Innovations and The Asia Foundation.
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to reach his wifeExposing womae
of harm.

1 Mobile phonenetwork coverage is very poor in remote areas sucMasdul Kiriand is
not a reliable way to elicit client satisféa@h. This is an important gap for the facility in
terms of understanding how they can improve quality and impactStieec i overatl y ' s
quality score.

1 Assessor led telephone inquiries may not be able to create the conditions of trust for
clients to feelsecure in providing honest feedback and may generate false impressions
of client satisfaction.

s health seekingercabrisK d poten

Alternative methods of collecting client feedback and safeguarding vulnerable waisen
meritsconsiderationIn areas wherémplementation of Social Accountidity Framework SAfF

is being implementedcommunity scores of health facilitie®llected during the annual ISAF
cycle could be transferred into a measure of client feedback for the quality assessment process.
This would increase the traction 88AFuy linking community health scores tperformance

based grantsThelSAFcommunity scores are collectdzbtween May and September once a
year(see annual ISAF cycle beloRjogress in delivering against the joint accountability action
plans for health that are developed as a response to provider assessments and community
scorecards could then be used as an update on the community scorecard during a later quality
assessment

LEARNING
PLATFORM ~
SA activities

CAPACITY Field organized to align

AND activities and enhance_exi.sting
supported Commune/District

FACILITATION EIZIrtL planning and
coaching and implementation ‘

mentoring
CITIZEN MONITORING
A cycle

activities
Community scorecards
of Interface meetings (02Cs)

In-depth monitoring
Joint action plans (JAAPs)
the field fed ' I
back for
sharing and OCTOBER- EXISTINSS PLANNINlG PROCESS
Integrating results into

i
:.0 ;cy DECEMBER  Commune Investment Plans
lalogue District Integration Workshops
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Figurel5: ISAF annual cycle

INFORMATION AND OPEN BUDGETS
Preparation and dissemination of 14Cs
Awareness building

Budget literacy training

activity

Lessons
learned from

In nonISAF areas andomplementaryto usingISAFinputs, the Ministry nay also consider
collecting client feedback venational toll free phone servicén incentive, such as credit tep

up of the <cl i ecotldbsamears oflereouraging blients to feedback. Health
providers at the point of service delivery could market the service; it would be in their interest
for clients to respond. Clients would have the freedom toase when to make the calhtis
overcoming issues of privacy and confidentialityhis approach would however still not
overcome the challenge of engaging women and men without access to a mobile phone.

A more rigorous approach would be user surveys undertaken by a third party agenci theug
cost of repeated sample surveys raises sustainability conc€mBmit the cost, such surveys
could just be used in the most remote areas where connectivity is the lowestiend of
approaches may be necessary to respond to what is feasible autiqgable in different areas
of the country and for different client group selective areas where there are particularly
difficult barriers linked to communication systems and accessMbd could consider either
engaging HEF Promoters to undertakis tfask during their community based HEF promotional
work or contracting a local CSO to collect a sample of client views.
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As an interim measurdt, should be ensured thadll assessoraretrained on the potential risks

of telephone interviewing client$jow to sensitively introduce themselves and the purpose of
the call to prevent raising family concerns, and how best they can try to manage any negative
tensions the call may create. It is also recommended that female assessors take responsibility
for phoning female clients and male assessors for male clients.

Possible gender differences in user expectations of quality of care warrant attention and we
recommenda studybe undertaken into this subjea@nd findingsfactored into the design of
NQEMT f feasible.

2 2 Y S ydrtigipation in HCMCsBeyond HEQIP weecommendthat the Mo H Canmuniy
Participation Policy be rewd in line withthe national strategy ordecentralisation and
deconcentration and that itsgender responsivenessstrengthenedncluding balanced gender
representation in the HCM®@ith an aim 060% female members.

Context responsivassessment tootsTheMOH s i nt e nt btandard tsed ohhtianale a
assessmentools that can be appliechationwide means that the tools ar@ot designed to
respond to the different geographical and social contexts of where services are delilrered.
provinces such dglondul Kiriand Ratanak Kinvhere there are high numbers ofdigenous and
ethnic minority persons and related cultural and daage barriers as well as large catchment
areas with difficult terrain and transportation, thesaportant factorsthat affectquality of care

and most importantly how facilities and health providers respond to theare overlooked
Especially iprovinces with a significamtumber ofindigenous andethnic minoritypeople a
method for measuring the sensitivity of health providers and the facility to the needs of ethnic
populationsneeds inclusionsuch as through thabove referencedindividual grformance
evaluation and questionnaires for client interview in the NQEMT

Overlapping with ethnicity in some parts of Cambodia is remoteness although the two are not
mutually inclusive. The health centre assessment tools do not currently capture thehdéac
outreach services are essential and more importantpeople livingn remoteand difficult to
reachareas tharstatic facilities We propose thabeyond HEQIPan additional sukiool or set

of questions orthe implementationand quality obutreach be included for those health centres
that cover large geographical areas {(dgndul Kir) or include populations living in difficult to
reach areas (eg unpaved and poorly accessible pasaife) even if only seasonal, and which
rely on outreach seiges.

Rewarding local solutions and gender and social inclusion responsiveness
We found that [alth teams are already
implementing local solutions to la€service delivery

Table 16: Provinces and remote villages

challenges.We recommend that increasing the | Province # of villages >40 km
allocation of SDG perforamce grants to health to health centre
facilities in remote/difficult to access areasould ia:;amgancg’h — 210
assist to support local solutions and imprayeality szggng Sp:u 16

of and access to health service delivelrg underpin | ["Kampong Thom 33
local solutions, we propose thabDGencourage | | Koh Kong 7
health centres to identifyulnerable populatias in | | Kratie 34
their catchment areas and the barriers they face |in-Mondul Kiri 26
accessing services, and identify gender and soci'—*PLerZe::'hear 12
inclusion issues that hinder health staff fromrg-onackin o1
providing quality care. Local solutiorikat help SteungTreng 3

overcomethese demand or supyp sidebarriers to
accessingnd providingquality servicesould then beeligible for funding fran the SDG This
could include interventions such as measures to brolchmunity confidencen health facilities
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among ethniccommunitiesthrough community emgagement activities led biyndigenous and
ethnic minorityVHSGs anttaditional birth attendans (TBA) efforts to increase female staff
security such as through community watch groummd specialchildcare arrangements for
femalehealth staffwhen they undertake outreach duties.

Building capacityof assessor$o be gender responsive and socially inclusive

Medical and health educatidmas begun to includeommunication skills training but in the past
this was almost no®xistent. Many of the health providers in service and their management
have never received training providerpatient communication and counselling and how to be
compassionate and effegtt communicator’. Through their quality coaching and supervision
of healh staff, NQEMRjuality assessors have the potentialitzrease staff understanding and
skills in this areacomplementaryn-service training is also recommended for health provéder
and managersPerhaps beyond the scope ofEQIP, w recommendVOHdevelop a gender
and social inclusion modulancluding caring and respectful communicatitmat could be
included in varios inservice training programs implemented by the Ministry. &its and
training materials wild/l need to be developed.
been delivering itMondul Kiriunder the PSL project could provide a foundation for the training
module.

Inclusion of gender and social inclusion in @bd PHD assessment criteria

Gender and social inclusion are currently not included in the PHD and OD assessment criteria.
In future revision of the tools, these topics could be included as items in PHD and OD monthly
meeting agendas and in training/shariagperiences with referral hospitals and health centres
respectively. Points could be awarded to those PHD and OD that cover these topics.

Staff retention

While it may be difficult to capture within the assessment criteria for SO&f$ystention is an
important determinant of quality of care anaffectsdemand for public health serviceshis
study did not explore staff absenteeism and staffing gaps comprehensively giveinmited
remit of HEQIRbut two issues did arise from our consultations. One is that female health staff
security is an issue for deployment and retention, and two that staff retentias reported as
beingbetter among staff that come from the local areaMondul Kiri

Femak staff security Health managers and providers deploy various mitigation strategies to
address female staff security concerngyBnd the health service, local responses include the
constuction of staff accommodation and links to the polid® assisMOH, PHD and OD®
develop short and medium term mitigation strategies, we propose a shadyndertakenon

how female staff cope with security concerns in different environments and the various
strategies being used to mitigate security issues.

Staffingareas with highindigenous andethnic minority populatons The Government ' s
to increase the number ahdigenous ancethnic minority persons trained and hired for the

public health serviceesponds to the challenge of retaining nethnic staff in eme provinces

and the greater acceptability of ethnic staff in those aféaslowever, he lower education

levels of boys and girls in provinces in the negtist, and their higher drop outates from

secondary school is a barrier. Moreover, the highly cetiipe nature of getting entry into pre

service medical and health training and the social and cultural pressures on ethnic young women

to marry deter them from being successful in su

36 VVerbal communication of thRector of University of Health Sciences
371t was reported that ethnic minority candidates that meet the minimum requirements are given priority
acceptance to preervice training at Stung Treng Regional Training Centre.
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policy of lowering thébar to access medical and health training for disadvantaged populations
was felt to have negatively impacted standafds

While we appreciate that this issue is beyond the scope-B{HP, the lack of local health staff

in the north-east is a serious ingaiment to access to quality health care for ethnic minority

populations in those areas. We therefore recommend thaE®IP development partners

include this issue in policy dialogue with thiOHas part of i ts I ndigenous
projectsafeguads. At a programmatic level, scholarships and other financial incentives to keep

young people belonging to an ethnic minorityn school to prepare gipeline of potential

students for the health serviceeed consideration. Foundation programs or speciacting

services for students from ethnic minority backgrourefpecially girlsio prepare them to

compete for national training places are other ways to assist disadvantaged students to
compete.

Women leadership development

Prime Ministespeélah Sentbkbe2Ca®bodi an National
Reflection Workshop recommended that the number of women in decisiaking positions

increase throughout all ministries, institutions and suditional authorities. He pointed out the

value and songer performance of a diverse organisation and described the need for mentoring,
training and financial support to ensure women continued to be recruited and prorfbted

Again, while there may be limited scope to address this issue witEQHP i the health sector,

the very low numbers oivomen in leadership positions at provincial ad®levekis aglaring

gap with serious implications fothe performance of the organisation and creating the
environment and conditions for future female leadensd gender equality The development

of, and increase in the number of women leaders in the health sector at all levels but particularly
at provincial and ODand preparing the pipeline for the national levéd, one of the most
important gender issues for theealth systemWhile theMOH s p ol i @referen€etogi vi ng
women when applying for jobend promotionwhentheir qualifications are on pawith menis

a positive measurethis will be insufficient to fill the gender gap in leadership given the social
norms, unpaid work burden and hostile working environments that women confront. Efforts to
address the policy, institutional and social factors that detemen leadershigre needed. This
includesthe introduction of leadership trainingp women through matoring and coachingp
increase their ability to compete for management positions and effectiveness as leduers
formation of male champion networks to promote women leadership, and policies that enable
women to manage theiworkplace demands witfamily and domestic responsibilities such as
flexible work arrangements/schedulesiorkplaceor community/lcommune counciprovided
childcare and breastfeeding spaces.h o r t and longer term measures
capacity and motivation to compete for ldership positions are required. Increasing the
number of women Deputy Chiefs at OD level will help fill the immediate at OD levednd
prepare women for more senior levels of leadership over tamel is line with the national
strategy of having distrigjovernors appoint female deputies

While women leadership development is beyond the remit éE®IP implementatiorb-EQIP
development partners are encouraged to advocate for women leadership development
measuresin health sector policy forumsSuccessful examples of efforts to promote female
leadership in the health sector from other countries could be shared as a means to identify how
challenges were addressed and to provide examples of what is possible.

38|n 2002 the MOH lowered the entrance requirements for primary nurses andiwed to attract more ethnic

minority candidates in the nortleast. This was stopped in 2015. Some of the challenges have been that staff hired
with lower educational qualifications for primary level positions does not meet the educational requirements to
upgrade to secondary nurse or midwife; and poorer quality of care.

39 See National Committee for StNmtional Democratic Development, Strategy and Action Plan to Increase Women
in SNA Management Positions (2624019), 19 May 2017.
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Component 2improving financial protedibn and equity

This component supports and expands the HEF system affidacwes the cost of health
services for the poor with the RG&.number of the constraints and limitations of HEFs have
already been diussed and we focus here snggestiongor moving forward.

Analytical work

The HEF Utilisation Survey (2016) found a significant umdesation of HEFs but did not
examine the extent to which different categories of the poor are beneéttrom them The fact

that HEF card holders who literther from a health centre are less likely to use their HEF than
an accessible card holder prompts concern that HEFs may be benefitting the poorest and remote
least. Further analytical work is recommended to identify which categories of the poor and non
poor (given that the study found that about a quarter of HEF card holders are near poor and a
quarter are betteroff) are benefitting and the extent to which HEF is reaching down into the
poor to protect the most vulnerable and destitute {(i2Poorl). Thé analysis should include a
disaggregation by sex of beneficiary and sex of household head given that female headed
households are more likely to be classified2Boorl as well as taking into consideration other
poverty and vulnerability indicators suciis geographical isolatielemoteness disability,
ethnicity and age.

Survey data haslentified a number of factors that contribute to nartilisation of HEF including

the convenience, better access to and lower distance and lower transport barrignsvete
providers, as well as the severity of iliness, beneficiaries knowledge of HEF benefits and trust
and satisfaction in public providers. From this overview, we suggesttizditative researche
undertakenin specific target areas to understand tbenfluence ofactors thatexplain low HEF
utilisation toinform programmatic responses.

IDPoorexclusion errors underline the importance of thestIDPooropportunity at hospitals
where more expensive inpatient services are availaBleps in HEF impteentation over the

past 18 months reduced the availability pbst-IDPoorand increased the number of patients
that facilities exempted from paying fees and expenstsce HEPromoters are in place and
HEF implementatiofs fully operational again, we propose that an assessment be undertaken
of the functioning of thepostIDPoormechanismwhich is under the control of th1OH and

the extent to which it is providing protection to poor people who have missed ouD&wvor

This assessment should identify if any specific groups of the poor are more at risk of being left
out from postIDPoor such asndigenous andthnic minority persons, migrants, adolescents,
LGBTIThe assessment may alsontribute to thebaseline for monibring the performance of

HEF Promoters in undertakingostIDPoor The assessment findings would also provide
guidance as to how HEF Promoters can target groups that are not making use of their HEF
benefits and encourage them to do so.

HEF Promoters

To piomote sustainability and reduce management costs, the Ministry has changed the
institutional and implementation arrangements of HEFs so that the role of EFR©Or and
HERmplementerhas been transferred to health facilities andw HEF PromotersThreeHEF
Promoters are planned p&PA3 referral hospitaland two HEFPromoters per CRA and CPA

2 referral hospitalwith the respective responsibilities of undertaking ptiSPoorassessments,
providing concierge services at the hospital and promoting aness of HEF benefits iDPoor
holders. The latter responsibility is to be implemented in coordination with government and
CSO structures that can be leveraged to raise awareness. To achieve this output, it will be
important that the HEF Promotés ableto coordinate amongxisting structuresind networks

to raise community awarenes®f HEFSHEF Promoters will also need wwrk with health
centres, HCMCs and VHSGs for launching direct awareness activities to highly marginalized
populations in remote andifficult areas where HEF usdition is low. S/he will also need the
scope todirectly reachsocially excludegeoples(egLGBTI persohsnd initiate promotional
activities
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In thefour north-eastern provinces with a high number of ethnic minority peoples, it is proposed
that preference is given to hiring ethnic HEF Promoters that can speak the dominant indigenous
languageand assist in overcoming language and cultural barrldEHP teams should include

at least one female HEF per referral hospitalGiven that more women are HEF beneficiaries
than men, a gender balanced team of two women and one H&E Promotes recommended

as an aimThe norm of three HEF Promoters per referradpital does not take into account the
institutional, culturaland communicatiorchallenges to raising awareness in some parts of the
country. We therefore suggest that thdOHconsider applying this norm flexibly so that in areas
where levels of HEF awaress and utilisation are low and community mobilisation structures
are weak, additional HEF Promoters or complementary methods for raising awareness can be
deployed.

Training and supervision of HEF Promoters Ipdllcritical to their success. In additiom an
orientation on HEFs, induction training shoindlude effective and empathetic interpersonal
communication, hav to foster trust and openness atigkat all peopé with respect and fairness
including indigenous groups, adolescent girls and the L@llation The training should also
cover gender equality and social inclusion, patient and provider rights, and barriers to accessing
services that poor, women and excluded populations face. In provinces with high numbers of
ethnic minorities, exposurto the traditional and cultural beliefs of ethnic minority populations

in the area that affect health access and health outcomes should be included.

Monitoring and evaluationof the HEF Promoter structure will be importamd track
implementation issuesand correct gapslt will be important that such studies assess the
performance of HEF Promoters, the strengths and weaknesses of the arrangement to capture
HEF beneficiary complaints and feedback, and channel evidence of HEF misuse to the
appropriate aubhority. Monitoring and evaluation also needs to include attention to gender
equality and social inclusion issues.

Targeted interventions for remote areas

The barriers to accessing services in remote areas are beyond the scopetofdd&feome, as
currenly designed. Reducing the equity gap in priority natiom@alth indicators such as
institutional delivery will require targetedhierventions for remote areas to

i.  Address the availability and cost of transportation through either increased HEF
transport allowanceshat reflect market costor other demand side finaring
mechanismsplus the fostering of community transport arrangements that mobilise
transporters and community leaders to take responsibility &ssential or
emergency transport on pragreed terms.

i. Promote improved health seeking behaviours through community mobilisation
approaches that build community solidarity and empower wonsr men to
change family behaviour®articipatory Learning and Action (PLA) approaches as
recommended by WHO have proven effective in high maternal and neonatal
mortality settings similar to norteastern Cambodia and warrant consideraffon
PSL’' s e xifheariodusfarnesef b@haviour change communicatiocluding
pregnancy and men’
relevant

iii.  Enhanceoutreach or mobile health services that regularly take Healbrkers to
remote populations. fis caild include: enhanced incentives for health staff to
undertake outreach in remote areagving health staff that spend 50% or more of

OPr ost et aoups pravticimeparticpatogyrearning and action to improve maternal and newborn health

in low-resource settings: a systematic review and matelysis. Lancet. 2013;381(9879):1Z86WHO. WHO
recommendation on community mobilization through facilitatealrticipatory learning and action cycles with
women’'s groups for maternal and newborn health. 2014.
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their time in the field visiting villages and households and are incentivised
accordingly; andthe provision of mobile @amp services that provide a specific
range of services for targeted remote populations such as plantation workers.

iv.  Strengthen the platform o€ommunity based health actors includiMHSGsind
TBAs}o provide a minimum package of community based servacesto act as a
motivator and referral lik to qualified health workers.hls may require more
frequent supervision, increased incentives to compensate them for their time
investments, and recognition of the social benefit they provide.

v.  Strengthen existingealth posts to more effectively reach the remote communities
they serve andstrengthenlinkages and support provided to them from health
centres. In areas with ethnic minority populations, provide cultural sensitisation and
diversity training to healthtaff and continue to prioritisedeployment of ethnic
staff.

The full package of interventionsutlined aboveis beyond the scope of HHQIP Some of the

supply side strengthening activities could howelerencouraged through SDGs with activities

made elgible forSDG fundingt referral hospitals and healthcentrethhe | ndi genous Peo
Planmay also provide opportunity to target fundingaattivities for increasing access in remote

areas At a minimumwe recommend thatdevelopment partnersanclude discussion of the

barriers and inequitable access faced by remote populationpolicy dialogue and project

monitoring with theMOH and draw on evidence of the limitations of HEF and SXamine

the context specific constraints to achievingth pr oj ect ' s goal s i n remote

Component 3: Ensuring sustainable and responsiealth systems

This component supports health systems strengthening through (a) six DLIs related te supply
side readiness and institutional strengthening,gb¥entiahealth infrastructure improvements

and (c) project management, monitoring and evaluatit&E)

Disbursement linked indicators

Two DLIsrelated to preservice(DLI1l)and inservice trainingdDLI2)rovide opportunity for the
project to engage with the Mistry and key stakeholders such as UHS on the content of training
Both the Rector of UHS and the Deputy Director of HumaoiRees in the OHsupport the
principles of gender and social inclusion, and the objective of improving the quality of health
staff communication skills.

We suggest that project monitoring ddLI1 and DRIlraise the importance of gendequality

and social inclusion as an integral partppé and inservice trainingandbeyond HEQIR for

health professionals to be trained in gardsensitive and respectful communication to adl a
practical way of applying these principl@he fact that the UHS is currently under curriculum
reform and is working toward absorbing more female students iigitsol ofMedicine, with

43% of currenstudents being females reported by the Rector of UH8esents an opportune

time to address this issue and advocate for the inclusion of gender and social inclusion training
in the revised preservice training curriculunlhis would include understarmdj the impact of
gender norms, sociatigma and social exclusion on health risks and outcomes, and how cultural
beliefssuch as t hose ahmomngrit€s affadi accessdo’ services. The training
would aim to lay the foundation for suppave and compassionate attitudeand provide
practical training on how health professionals can communicate and behave in a way that is
sensitive to thedifferingneeds of vulnerable and excluded peopieludingLGBTI persons and
people living with disabilitylt would underline the importance of respect for all and good
practices on confidentialityBeyond the parameters df-EQIR we propose thatdevelopment
partners support the government to developodulesand training material®n gender and
social inclu®n for a range opre and inservice trainingprograms

41 An approach tested and now being scaled up in rural Nepal.
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The Ministry is in the process of rolling outsarvice training on GBV and clinical guidance on
the treatment of survivors of intimate partner and sexual violens#ile beyond the scope of
DLI1we suggest that the project advocate for tmgaterialto besimilarlyincorporated into pre

service trainingduring the monitoring of DLIIThe Rector of UHS felt that this may require

engaging additional staff given the current UHS lecturers, who maglbetant to introduce

such subjects into otherwise technical training courd¥sile not an ageed measure of DLI2,
we proposethat progress in rolling out the intimate partnemnd sexual violence training is
included in dialogue with the Ministrif.echrcal support to strengthen and fully operationalize

the human resource management information system is key to targeting training and capacity

building appropriately and fairjyand utilizing training as a means of professional advancement

Support providd by WHO in the past has made progress but there remains a gap and this needs

to be addressed.

DLI5 relates to the establishment, staffing, capacity and functioning of the Payment Certification

Agency (PCA). Given the oversight role of the PCA towardsatBFSDGs it is important that

the agency is well aware of the importance of gender equality and social inclusion for the health
system and how HEFs and SDGs promote and impact these objectives. It is therefore

recommended that gender equality and sodialusion be integrated into the capacity building
and training of PCA management board and stafflusion ofgender equality and diversity into
the organisationavalues of thePCAandoperational guidelines in line with the policies of RGC

is also needd. It is also good practice that any new information systems to be established at
the PCA include sex disaggregated data as appropriate.

Health infrastructure
The project’s infr asglansu

ct ur o i Nnvact mant
c—+—u-1—e e st—MnenRt

for severteen new health centresn the north-east?.
The standard design for health centres does T
include accommodation for female or nealstaff.
Given the female security issues discussed earlier
propose that if feasible, further assessment be
undertaken on the benefit and cost of includin
dedicated female staff accommodation at heall
centres in remote locations; hts should include
consultations with female staff in these areasd

Research in Ratanak Kiri reported thag n
O:tethnic Kreung midwife in Ta Veaeng

explained thafust providing a place where

the woman could recover for a few days
Wadd where she could be accompanied by
family members would go a long way to
enabling more women to make the
journey” [ Breogan Cons
2017. Research on Indigenous Parenting
Prectices Across the Generations. Plan
International Cambodia.]

g
h

consideration of security and staff retention issues

necl

Secondly, given the cultural beliefs around pregnancy related bleeding, each health centre in

areas withindigenous andethnic minority populations needto have a waiting room for

pregnant and newly delivered women. We recommend that the design of the health centres be

reviewed to ensure that this space is includedthe design of new health centreand if not,

contingency plans be made to accommoddies.

Project management, monitoring and evaluation

H-EQIP includetinds from a WBlapanese Government Trust FundstrengthenMOH s
systems in the health sector. We recommend that attention to the collection and use of sex

disaggregated and gendezlated data be included in the M&E systems strengthening activities.

Mé& E

This includes improving the quality of sex disaggregated data reported at each level of the HMIS

and PMRS andhe regular monitoring and analysis of this datafeasible Secondlywhile

beyond HEQIP,strengthening the systems for reporting and tracking GBV cases, and

maintaining strict confidentiality. Third, consider an appropriatethod for collecting periodic
data on health inequitiegcluding by ethnicityThe CDHSs offer theostcomprehensive insight

t h
province, but there is no similar evidence base for disparities in other health domaguzial

into maternal, neonat al

42 Seven health centres in Ratanak Kiri, two health centrédondul Kiri, seven health centres in Kratie and one

health centre in Prah Vihear.

and child heal
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identifiers Tracking inequities ofcaessand utilisationas the country moves towards universal
health coverage is extremely important an& propose the project work with the government
to review methodological optionsand develop practicable ways of achieving thisurth,
beyond HEQIR we recommend that gaps in the human resource management information
system be addressed tmable efficientnonitoring ofwomen in leadership at all levels, gender
balance in recruitment, deployment, training and promotion, ethnic diversity and the
recruitment, deployment, training and promotion of staff from ethnic minority backgrounds.

Results framework

The analytical work that contributed to the design 6ERIP and one would expect to address
issues of gender namely the social assessment, the indiggmeeples assessment and the HEF
utilisation survey did not disaggregate evidence by gender or give attention to gender concerns.
This was an important oversight and it will be important thather project relatedanalytical
and planningvork related toeach of these areaaddress this gap.uture evidence related to
both the supply and demand side offQQIFfheed togive attention to gender and social inclusion
in line with RGC policy and that of World Bank and development partner ageiviies.
specificdly, MOH should take advantage of the next project restructuritg gotentially take
place when additional KfW funding is added) to revise theB@IP Results Framework to
incorporate recommendations from this report.

The project development objective &+EQIP, which isto improve access to quality health
services for targeted population groups with protection against impoverishment due to the cost
of health services in the Kingdom of Cambbdsagender blindThe targeted population groups

are not gewler disaggregatedhile the project will be of significant benefit to women and the
poor given their greater use of public health services than men and the better off, the equity
analysis of HEQIP is limited ta focus on the benefits of HEFs and does not include a
differentiated analysis of variation in service context and access to health seadiess the
country or to different population groupgnd how this results ia social gradientThe project
designdoes notaddress theextent to which the project reduces equity gaps for different
population groups. The lagging behind of service utilisation and the multiple barriers to access
in remote areas and for ethnic minorities is a case in point, though thigendus peoples plan
couldpotentiallyassist in addressing the lattdrhe planned technical support to strengthen the
M&E systems of the Ministry is an opportunity to correct this gap, as is further analytical work
related to HEF utilisation and attentido equity and universal health caM¥/hile the closing of
non-wealth related equity gaps is not explicitly included in the design or results framework of
the project, it is proposed that the project support policy dialogueuad this issue. Given the
contextual diversity across the country we also suggest that the prajectrporate analysisf

how interventions affectgeographical inequitiesn quality of care and financial access to
services

There is no gender specific indicator in the results framevaorthe measurement ohealth
outcomes which could provide a gender lens, for example institutional dejivThe indicators

are also not sex disaggregated where reasonable to expect them, tthéwagh this gap could

be rectified such as with the indicator fotilisation of health services by HEF beneficiaries, and
newout patient department OPD cases. We also recommend that indicators that measure the
performance of the health systeand impovements in qualitype disaggregated by province to
capture geograpltial dimensions of performancé feasible This would permit tracking
performance of those provinces with high numbers of indigenous people where health
outcomes arelower. Greater disagregated analysis of HEF utilisation than specifically
mentioned in the indicator definition is also recommendéad.addition to sex disaggregated
analysis, his could include tracking use yhnicity, by the physical appearance of disability,
and by proince (these variables are included in the PMRSYIRS data could also be used to
undertake more detailed study of the relationship between the distance between the residence
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of HEF beneficiaries and their use of services in selected provinces svciméd Kiri where
remoteness is multidimensionabarrier to accessing health services.

Table 17 Proposed revision of indicators or expansion to analysis

exceeding 60% scorg
on the quality
assessment of healt
facilities

Facility Quality Index
covering structural,
process and
outcome domains

checklist

Indicator name Indicator definition | Source Suggested revision or| Suggested
expansion to analysis | analysis

Increase in the Based on a Standardised Disaggregate Es Identify the

number of HCs composite Health supervisory below 60% by poorest

province and identify
the geographical areay
where the gap is
greatest.

performing HCs
and target them
for assistance to
improve their
performance.
Support should be|
prioritized for the
more remote,
provinces, in
particular, if they
perform poorly.

Reduction in the
number of
households that
experienced
impoverishing health
spending during the
year

Share of households
paying 40% or more
of capacity to pay
(as measured as per
WHO guidelines).
Based on one month
recall of
expenditures

Socioeconomic
survey

If the Cambodia Socio
economic survey
permits,add a sub
indicator to
“Reduction in the
share of households
that experienced
impoverishing health

Determine
whether female
headed
households are
benefiting more
or less from
reductions in
health spending

beneficiaries
(Percentagp

HCs and hospitals
usingoutpatient
servicestotal
eligible HEF
population,
expressed as
percent.

spending during the | and develop
year ' s uc h| actionsto address
which headed by a agap if it
femal e.” emerges.
Increase in Defined as total HMIS/ PMRS If feasible, and with Determine
utilization of health | number ofindividual the expansion of whether there is a
servicesdy HEF HEFRusersin both PMRS to all health gap between

facilities, evise the

i ndi wtligation
of health serices by
HEF beneficiariés t
include a subndicator
“percentag
are women.

male and female
access in any
locations, and if
so, whether more
effort is needed
for HEFPs to
target the men or
women who are
not sufficiently
utilizing HEF.

Undertake more
detailed annual
analysis of HEF
utilisation by
using PMRS data
to track use by
ethnicity,
disability,
province. For
selected
provinces where
remoteness is a
significant barrier
to access, track
the relationship
between use of
HEF by the
distance between
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the facility and
the HEF user.

Proportion of health

There will be a mid

Health centre

Add a subindicator

This sukindicator

(new cases only) per
personper year

outpatient services
at publichealth
facilities among the
total populationand
among children
aged uneér 5 years.
Total OPD
consultations (new
cases) / Total
population

Total under5 OPD
consultations (new
cases) / Total
children aged under

5 years

centres with year and eneyear management “of which would allow for
functioning assessment of committees 50% female members] measurement of
health centre health centre Collect a baseline on | one of the
management management the gender ratio of report’s
committees committees; clear HCMCs and include | recommendations
definition of measurement of on having
“functi on; gender ratio in the balanced HCMC
determined during assessment tool. membership. If
baseline. this approach is
adopted, this
indicator would
allow for its
measurement and
any corrective
action.
OPD consultations | Utilization of HMIS Revise the indicator to| This breakdown

include a subndicator
“perceint ag
wome.n. "’

It also seems that a
subrindicator on age
would be needed to
assess whether under
5 children are
adequately utilizing
the services.

would allow MOH
to determine if
there is gender
breakdown in the
use of service in
aligned with the
expectations in
terms of
maleffemale use
of services.

To increase the gender profile of the project in the World Bgekder equality trackingystem
it is suggested that a gender indicator be introduced for regular monitoVifegsuggest that the

gender gap in leadership and managent at PHD and OD levieé tracked using thendicator.

Percentageof PHD and OD level leadership/management positions filled by women
Source of data, MoH Personnel Department.

Institutional and implementation arrangements

The

monitoring of HE Q1 P
We suggestGMA G’ s

appropriate

project’s i
structures. At the national level we propose that th€ MAGbe included in reviews and

b et wedAPcanke éorgedr o j e c t
i n\no HHBEQEIneludd engagement during and between
implementation support missionssiven the institutional structure and capacity weaknesses
faced by GMAG we recommend thahile beyond FEQIPa functional task anagis of GMAG

be undertaken to assess whether its structure, capacitinctionality and resources are
achi evi n drectnigbh fuppsrt tthe propsseda n d
functional task analysis aride developmeniand implementation othe nextGMAP for health

SO

to

nst.i

tut

t hat [

nks

onal and

i mpl ement ati on

is recommended though this may be necessary outside the boundarie£GfiP.

Consultations with each of the departments involved in implementation of the project identified
a need for additional gender training to assist depanmsentegrategender and social inclusion

into their technical scope of workvithin and beyond FEQIR departmental outputs and
management system3.echnical assistance is required for the Preventive Medicine Department
to strengthen capacity to spearhedle safeguards worlCapacity building of the GMAG, and
support for women leadership development as discussed earlier are probably beyond the
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parameters of the project and i recommended that development partners provide assistance
through other channa at their disposalThis may include soutkouth exchange with
successful women lekership mentorsn the regionwomen leadershigraining programs from

the public and private sectors, and male champion networks and policy advocates. We also
recommend that linkagebke forged with other government agencies that are pursuing women
leadership development, such as NCDD, to share technical mEsuleverage successful
advocacy models and platformiuild women leadership networkand draw onlearningand
experience

Summaryof issues and proposed actions

The table below presents a summary of the key issdentified by the gender assessment,
listed byproposed actions to be implementely H-EQIP and actions that are beyond the
parameters of the pr@ct but vital for increasing thgender responsivenessd equity of the
health systemlssues and actions related to remoteness are included ghetower access to
health services in these areas and the lower maternal health outcomes compared to other parts
of the country.As part of the support provided through this study, a workshop was held on
November 24, 2017 withepresentatives frorMOH andits provincial offices, the Ministry of
Women’ s Affairs, as wel/l as NGOs and devel opme
actions towards translating these into an implementation plan with assigned responsibilities,
timeframe and budget. Therogram of events list of participants, and results of the group
prioritization exercise at the workshop are summarized in AnnexésFurther dialogue with

the MOH and its provincial officésneededo fine tune and agree on the recommended gender
actions ad to translate them into a detailed implementation plan. Once priority actions are
identified by MOH, and a timbound action plan is prepared, the World Bank, DFAT and other
H-EQIP partners will monitor and support implementation of the plan, as needed.
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Table 18 Summary of issues and proposed actions

Issue |

Priority Actions for HEQIP

Component 1: Strengthening health service delivery

1.1 NQEMP are not directly sensitive to gender and
social inclusion issues and socially inclusive
communication anatare as part of quality health care

Emphasize and monitor the requirementtire annual
instruction for conducting NQEMB have at least one woman
(midwife)in each assessment teawith an aim to promote
gualified women to be on assessment teams.

Update template of individual performance evaluation for
health staff and questionnaire for client interview to include
staff attitude and behaviour regarding respect, politeness ang
non-discrimination to patients, particularly the poor, persons
different genders, ethnic minority, disabled, and LGBTI patien|

Undertake a study on gender differences in user expectations
quality of care and factor findings into the design of NQEMT
(Client satisfaction tool) or Impact Assessment (IE).

1.2Client satisfagon tool has limitations. Itnay
expose female clients selected for interview to harm
they report their husba
phone number; it is not reliable in remote areas whe
phone coverage is poor; is difficult to foster trust of
the sekcted client to engender honest feedback.

Female assessors take responsibility for phoning female clie
and male assessors for male clients.

Ensureraining ofall assessors on the potential risks of
telephone interviewing clients, how to sensitivelyroduce
themselves and the purpose of the call, and how to manage
negative tensions the call may create.

If feasible review alternative approaches to telephone
interviewing, including linking client satisfaction to ISAF
community scores where ISAgoperational, third party survey
or HEF Promoters to conduct client satisfaction at the househ
level.

1.3 Service delivery grants do not reward actions tha
respond to social inclusion

Increase allocation of SDG performance grants to health
facilities in remote/difficult to access areas for improved quali
of and access to health service delivery.

Through SDG encourage and reward actions thaEnfilance
outreach or mobile health services that regularly take health
workers to remote populationand target indigenous and ethni
minority peoplesf{ii) Strengthen the existing health posts to
more effectively reach the remote communities they serve

Component 2: Improving financial protection and equity

2.1 Gaps in analytical work undertaken ohanis
benefitting from HEF.

Further analytical work to identify which categes of the poor

are benefitting from HEF including by sex of beneficiary, sex
household headgeographical isolation, disability, ethnicity ang
age.

Qualitativeresearchin gecific target areas to understand the
factorsthat drive lowHEF utilisatioto inform programmatic
responses.

If feasible, reviewhe functioning of the postDPoor mechanism
and the extent to which it is providing protection to poor peop
who have nmgsed out on IDPoor, including potential LGBTI
beneficiaries who may have faced discrimination.

2.2 To make HEF Promoters effective agents in rais
awareness of HEF benefits.

Update as necessary the TOR for #8B allow for HEPS to
useexisting structures and networks to raise community
awareness of HERsprk with HC, HCMC and VHSG for
launchingdirect awareness raising activities to highly
marginalised populations remote and difficult to reach areas
where HEF utilisation is low.

Induction/orientationtrainingfor the HEFP toinclude effective
and empathetic interpersonal communication, how tctir
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trust and openness and treat all people with respect and
fairness gender equality and social inclusion, patient and
provider rights,and barriers to accessing services that poor,
women, adolescent girls, LGBAMd excluded populations face.
Forprovinces with high numbers of ethnic minorities,
orientation to includetraditional and cultural beliefs of ethnic
minority populationsand haw thisaffects health access and
health outcomes.

In the four northeastern provinces give preference to hiring
ethnic HEF Promoters.

Apply the norns of three HEF Promoters p&PA3 referral
hospitaland two HEFPromoters per CRA and CPA referral
hospitalflexibly so that more can be hired where utilisation is
very low and existing community mobilisation structures are
weak.

Aim for gender balanced teamsth at least onewoman HEF
Promoter per referral hospital.

Component 3: Ensurgp sustainable and responsive h

ealth systems

3.1 Integrate gender and social inclusion into the
values, operational guidelines and capacity of the P

Includegender equality and diversity into the organisational
values of the PCA and operational guidelinetegrategender
equality and social inclusion into the capacity building and
training of PCA management board and stBfisure anyew
information systers to be established at the PCA include sex
disaggregated data as appropriate.

3.2 Make infrastructure investments gender
responsive.

Reviewthe design ohealth centrego ensure thatspacefor a
waiting room, preand postdelivery,is includedor

constuction of new health centres, and if not, contingency
plans be made to accommodate this, especially in remote are

Results framework

4.1There is no gender specific indicator in the result
framework or the measurement of health outcomes,
which couldprovide a gender lendThe indicators are
not sex disaggregated where reasonable to expect
them to be

Revise the HEQIP Results Framewarklicatorto include sex
di s aggr euissdtionofimealthfservices by HEF
beneficiaries ” | ncihdudatarstpercen

women” .

Revise HEQI P i ndicator “OQOutpati
consultations (new cases on
subi ndi cator “percentage for

If CSES data permits, add a$ub d i ¢ aReduationih tbe *“
share of households that experienced impoverishing health
spending during the year’' s
femal e”

Further disaggregate HEF utilisation data to include indigeno
and ethnicity, physical appearance of disability, and pravinc
(these variables are included in the PMRS).

Further analysis of PMRS data to study the relationship betw
the distance between the residence of HEF beneficiaries and
their use of services in selected provinces where remoteness
multidimensional barrier.

Institutional and implementation arraagements

5.1 Strengthen the linkage and synergies between H

IncludeGMAG in reviews and monitoring ofEQIP (i.e. through

EQI'P and the MOH's GMAG]| engagement during and between implementation support
missions
Issue Proposed action beyontH-EQIP

Component 1: Strengthening health service delivery
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1.1 NQEMP are not directly sensitive to gender and
social inclusion issues and socially inclusive
communication and care as part of quality health cal

Mo H CosnmunityParticipation Policy to besrisedin line with
the national strategy omlecentralsation and deconcentration,
andgender responsiveness strengtheniedluding balanced
gender representation in HCMC

Introduce a sukool or set of questions on the implementation
and quality of outrach for those health centres that cover larg
or difficult to reach geographical aread/eight scores in areas
that use additional subools to allow for comparison with other
areas.

1.2Thee is a large gap in theumber ofindigenous
andethnicminority peopletrained and hiredby the
health service given the challenges of retaining-non
ethnic staff in northeastern provinces and the greate
acceptability of ethnic staff among ethnic users, in
particular, pregnant women who are encouraged to
givebirth at health centres.

Includeprogress in training and hiring of indigenous atkinic
minority health workers in the nortfeast in policy dialogue.

1.3 \ery low numbers of women in leadership
positions at provincial and OD levélasserious
implications for the performance of the organisation
and creating the environment and conditions for
future female leaders and gender equalitythe
health sector labour force.

H-EQIP development partners advocate for women leadershi
development measureis health sector policy forums.
Successful examples of efforts to promote female leadership
the health sector from other countrig® be shared.

1.4Client satisfaction tool has limitations.ntay
expose female clients selected for interview to hafm
they report their husba
phone number; it is not reliable in remote areas whe
phone coverage is poor; is difficult to foster trust of
the selected client to engender honest feedback.

Introduce a toklfree number that clientsall at their
convenience.

1.5 Health managers, providers and quality assesso
have limitedunderstanding of what gender responsiv
and socially inclusive communication and service
delivery is and why it is important, and how to
communicate in a respeatf and empathetic way.

Develop a gender and social inclusiorservice trainingnodule
including empathetic and respectful communication, supporti
job aids and training materials

1.6 Threats to female staff security affect staff
retention and the avdability and quality of health
care.

Undertake astudy on how female stadicope with security
concerns in different environments and the various strategies
being used to mitigate security issuéhare good practices with
PHDs, ODs and facilities.

1.7Thee is a large gap in theumber ofindigenous
andethnic minoritypeopletrained and hiredoy the
health service given the challenges of retaining-non
ethnic staff in northeastern provinces and the greate
acceptability of ethnic staff among ethnisers, in
particular, pregnant women who are encouraged to
give birth at health centres.

With other government agencies, considaholarships and
other financial incentives to keep young ethnic people in scha
to prepare a pipeline of potential students for the health servi

Consider offeringdundation programs or special coaching
services for students from ethnic minority bagrounds
especially girls, to prepare them to compete for nationehlth
training places

Component 2: Improving financial protection and equity

2.1 The limitations of HEF and SDG to redhee
equity gap in priority national health indicatossich as
institutional delivery in remote areas.

Gommunity transport arrangements that mobilise transporters
and community leaders to take responsibility for essential or
emergency transport on pragreed terms.

Provide cultural sensitisation and diversity traigito health
staff in areas with indigenous and ethnic populations.

Component 3: Ensuring sustainable and responsive

health systems

3.1 Integrate gender equality and social inclusion int]
DLI1

Develop modules and training materials on gender and socia
inclusion for a range of pre and-gervice training programs.

Include inservicetrainingmoduleson GBV and clinical guidanc
on the treatment of survivors of intimate partner and sexual
violenceinto pre-service training

Include gender equality ansbcial inclusion/diversity training in
the revised preservice training curriculum at UHS. This would
include practical training, and good practice case studies and
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guidance notes on how health professionals can communicat
and behave in a way that is séige to the differing needs of
vulnerable and excluded people including LGBTI persons an
people living with disability.

3.2 Improve the quality and analysis of sex
disaggregated data and improve the evidence and
analysis of data on health inequities.

Include attention to gender and diversity in strengthening of t
HMIS and PMRS reporting and analysis.

Address gaps in the human resource management informatia
system to enable the efficient monitoring of women in
leadership at all levels, gender batanin recruitment,
deployment, training and promotion, ethnic diversity and the
recruitment, deployment, training and promotion of stafbm
ethnic minority backgrounds

Strengtherthe systems for reporting and tracking GBV cases
and maintaining strictonfidentiality.

3.3 Make infrastructure investments gender
responsive.

Undertakefurther assessmendf the benefit and cost of
including dedicated female staff accommodation at health
centres in remote locations; this should include consultations
with female staff in these areas and consideration of security
and staff retention issues.

Results framework

4.1 Strengthen the gender capacity of project
management and implementing units

Supportwomen leadership developmeim the health sector.
This may include soutkouth exchanges with successful wome
leadership mentors in the region, women leadership training
programs from the public and private sectors, and male
champion networks and policy advocates.

Institutional and implementation arraagements

5.1 Strengthen the linkage and synergies between H
EQI' P and the MOH's GMAG

Undertake adinctional task analysis of GMAG to assess whet
its structure, capacity, functionality and resources are
appropriate to achadbjeciviesng GM
Technical support to the proposé€sMAGfunctional task
analysis capacity building of GMAG, reporting progress again
relevantGMAP indicatorsand the development and
implementation of the next GMAP for health.

5.2 Strengthen the gend@apacity of project
management and implementing units

Forge linkages between MOH and other government agencie
pursuing women leadership development to share technical
resources, leverage successful advocacy models and platfor
build crosssectoral womerleadership networks, and draw on
learning and experience.
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Annex % List of Persons Met
Ministry of Health

H.E. Tann Vuoch Chheng, Secretary of State
Dr. Lo Veasnakirpirectorof Departmentof Planningand Healthinformation

Dr. Kol Hero, Director of Department of Preventive Medicine

Dr. Vong Sathiarany, Deputy Director of Department of Preventive Medicine
Dr. Mey Sambo, Director of Department of Personnel

Dr. Theme Viravann, Deputy Director of Department of InternatiQuadperation
Mr. Nun Sowathana, Deputy Director of Department of Administrative

Dr. Touch Sok Neang, Deputy Director of the Department of Human Resource
Dr. Ean Sokoeu, Chief of Bureau

Dr. Voeurng Vireak, Chief of QAGepartment of Hospital Services

Dr.Khuon VibolExecutive Adminstration Officer;EQIP

Mr. Sao Phalla, Civil Works ConsultarE ®IP

Mr. Chau Darith, Civil Works Consultard=&1P

Mr. Kom Sarpiseth, Administration and Logistic AssistafQHP

Prof. Tung Rathavy, Director of the NatibiMaternal and Child Health Centre
Dr. Prak Sophonneary, Deputy Director of the National Maternal and Child Health Centre

aAyAAdNE 2F 22YIyQa ! FFI ANXK

H.E Nhean Sochetra, General Director for Social Development

University of Health Science

Prof.Saphonn Vonthanak, Rector of University of Health Sciences

Kratie Provincial Health Department

Head of Communicable Diseases Control

Chief of Technical Bureau

Head of Quality Improvement Unit

Head of Preventive Medicine Unit

Head of Maternal and Childealth Unit

Representative from Maternal and Child Health Unit in OD
PHD Gender Focal Point

PHD Gender Working Group Secretary

Mondulkiri Provincial Health Department

PHD Director

Chief of Technical Bureau

Head of Preventive Medicine Unit
SDG Assessbeam
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Development Partners

Ms. Thou Kagnabelle, UNFPA

Ms. Sarah Knibbs, UN Women

Dr. Etienne Poirot, Chief Child Survival and Development, UNICEF

Mr. Ole Doetchinchem, GiZ

Mrs. Sam Eng, Research/M&E Advisor, URC

Ms. Sun Sopheak, Deputy Director, USBdbial Health Protection Project, URC

Civil Society Organizations

Dr. Estrella Serano, Reproductive and Child Health Alliance (RACHA)

Ms. Jordan Molly, Reproductive and Child Health Alliance (RACHA)

Dr. Var Chivorn, Executive Director of Reproductivethddliance in Cambodia (RHAC)

Mr. Mey Phalla, Senior Program Manager, SRM Health and Rights of CARE International
Ms. Amy Williamson, Country Director of Marie Stopes Cambodia

Ms. Luong Soklay, Head of Public Private Partnerships, Marie Stopes Cambodia

Ms. Abigail Beeson, Health and Nutrition Specialist

Mr. Gary Dahl, Country Director of Health Poverty Action

Mr. Andrew Martin, former Country Director of Health Poverty Action

Mr. Srun Srorn, Micro RainbolluGBTI rights group)

Ms. Chhoeurng Rachana, MidRainbow

Ms. Seak Phally, Save the Children, Partnering to Save Lives (PSL) in Kratie Province
Mr. EmVeasna, Senior Program and Operation Mana@are, Partnering to Save Lives (PSL) in
Mondul Kiri Province
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Annex 2:Field visit scheduléo Kratie andMondul Kiri Provinces

Monday, 31 July, 2017 (Kratie)
Team 1 Team 2
TIME CONTENT AND| LOCATION| SITE TIME CONTENT AND| LOCATION | SITE
ITINERARY PARTICIPANT] ITINERARY PARTICIPANT]
7:00 Travel to N/A N/A 7:00 Travel to
10:00 Chhlong OD, 10:00 Chhlong OD,
am Kratie Province am Kratie Province
10:00 Visit Chhlong Chhlong Relevant RH | 10:00 Visit Khsach TBD Relevant HC
12:00 RH and meet RH and OD staff | 11:00 Andet HC staff
pm with OD and and HEF am
HEF monitor Monitor
12:00 Lunch in TBD 12:00 Lunch in
1:30 pm | ChhlongOD 1:30 pm | Chhlong OD
1:30 Community 1:30 Community
3:30 pm | consultations in 3:30 pm | consultations
Chhlong OD Chhlong OD
(male group) (female group)
3:30 Meeting with Commune | Commune 3:30 Meeting with Commune Commune
4:30 pm | Damrey Phong | hall Chief 4:30 pm | Damrey Phong | hall Chief
Commune Chef Commune Chef
3:30 Travel to Kratie | N/A 3:30 Travel to Kratie | N/A
4:00 pm | provincial town 4:00 pm | provincial town
5:30- Meet with PSL | TBD Ms. Seak 5:30 Meet with PSL | TBD Ms. Seak
6:30 pm | team and Phally 6:30 pm | team and Phally
dinner dinner
5:00 pm | Overnightin TBD N/A 5:00 pm | Overnightin TBD N/A
Kratie Kratie
Tuesday, 1 August, 2017 (Kratie)
Team 1 Team 2
TIME CONTENT AND| LOCATION| SITE TIME CONTENT AND| LOCATION SITE
ITINERARY PARTICIPANT] ITINERARY PARTICIPANT]
6:30 Travel to Snuol | N/A N/A 6:30 Travel to Snuol | N/A N/A
8:00 am | administrative 8:00 administrative
district am district
8:00- Community Tasom 8:00 Community Tasom village,
10:00 consultations in | village, 10:00 consultations in | Sveay
am Snuol OD (male| Sveay am Snuol OD Chreash
group) Chreash (female group) | commune,
commune, Snourl district
Snourl
district
11:00 Meet with CC CC Office | Relevant CC | 11:00 | VisitKhsim HC Relevant HC
12:00 and CCWC and CCWC 12:00 staff
staff
12:30 Lunch in Snuol | TBD 12:30 Lunch in Snuol | TBD
2:00 pm | OD 2:00 oD
pm
2:00 Visit HC with TBD Relevant HC | 2:00- Visit HC with TBD Relevant HC
3:00 ISAF team staff 3:00 ISAF team staff
3:00 Travel to Sen N/A N/A 2:00 Travel to Sen N/A N/A
4:30 pm | Monorom, 4:00 Monorom,
Mondulkiri pm Mondulkiri
4:30 pm | Overnightstay | TBD N/A 4:00- Overnight stay | TBD N/A
in Mondulkiri 5:00 in Mondulkiri
province pm province

Team 1 Team 2
TIME CONTENT AND| LOCATION| SITE TIME CONTENT AND| LOCATION SITE
ITINERARY PARTICIPANT] ITINERARY PARTICIPANT]
8:00- Meet with Mondulkiri | Relevant PHD | 8:00- Meet with Mondulkiri Relevant PHD
9:00 am | Mondulkiri PHD | PHD Office | staff and SDG | 9:00 Mondulkiri PHD | PHD Office staff
and SDG PHD assessor| am and SDG
assessor team team assessor team
(including (including
Gender WG) Gender WG)
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9:00- Travel to Pechr | N/A N/A 9:00- Visit Mondulkiri | Mondulkiri Relevant PRH
10:00 Chreada HC 10:30 PRH and meet | PRH staff and HEF
am am HEF monitor monitors
10:00 Visit Pechr Relevant HC | 10:30 | Travel to Bou N/A N/A
12:00 ChreadeHC staff 11:30 Sra village,
pm am Krang Teh
commune

12:00 Lunch in Bou TBD 12:00 | Lunchin Bou TBD
1:30 pm | Sravillage, 1:30 Sra village

Krang Teh pm

commune
1:30 Community Bou Sra 1:30- Community Bou Sra
3:30 pm | consultations in | village, 4:00 consultations in | village, Krang

Bou Sra village | Krang Teh pm Bou Sravillage | Teh

(female group) | commune (female group) | commune

and meeting and meeting

with Elders with Elders
3:30 Meet with CC CC Office | Krang Teh 4:00- Meet with CC Office Bou Sra village)
4:30 pm (Krang Teh| Commune 4:30 Village Chief (Krang Teh Chief

commune) | Chief pm commune)

4:30 Travel to Sen TBD N/A 4:30 Travel to Sen TBD N/A
5:30 pm | Monorom, 5:30 Monorom,

Mondulkiri and pm Mondulkiri and

stay overnight stay overnight

Thursday, 3 August, 2017 (Mondulkiri)

Team 1 Team 2
TIME CONTENT AND| LOCATION| SITE TIME CONTENT AND LOCATION SITE
ITINERARY PARTICIPANT] ITINERARY PARTICIPANT]
7:30 Travel to Koh Koh Nheak| Relevant FDH | 8:00- Visit Me Mang Met with
9:00 am | Nheak FDH and| FDH staff 9:00 HC women on the
visit FDH am (inaccessible; way to Me
met with Mang HC
women close
by)
9:00- Visit Sre Relevant HC | 10:00 Visit Mondulkiri | Mondulkiri Relevant HC
11:00 Sangkum HC staff 11:00 PRH and HC PRH and HC | staff and
am am patients at
PRH
11:00 Travel to TBD N/A 11:00 Travel to TBD N/A
2:00 pm | Mondulkiri 2:00 Mondulkiri
provincial town pm provincial town
and lunch and lunch
2:30 Meet with PSL | Care office 2:30 Meet with OD Relevant OD
4:00 pm 4:00 and SDG staff and SDG
pm assessor team OD assessor
team
4:00- Travel backto | TBD N/A 4:00 Travel backto | TBD N/A
4:30 pm | Sen Monorom, 4:30 Sen Monorom,
Mondulkiri and pm Mondulkiri and
stay overnight stay overnight

Friday, 4 August, 2017 (TBD)

lunch along the

way

lunch along the

way

Team 1 Team 2
TIME CONTENT AND| LOCATION| SITE TIME CONTENT AND| LOCATION SITE
ITINERARY PARTICIPANT ITINERARY PARTICIPANT
10:00 Meet with Kratie PHD| Relevant PHD | 10:00 Meet with Kratie PHD RelevantPHD
12:00 Kratie PHD and| Office and OD staff | 12:00 Kratie PHD and| Office and OD staff
pm OD (including pm OD (including
Gender WG) Gender WG)
TBD Travel backto | N/A N/A TBD Travel back to N/A N/A
Phnom Penh, Phnom Penh,
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Annex 3: HEF Beneficiary Complaint data from URC

Complaint Categories by Gender (Mduly 2017)

Category Female| Male | Total
1. Bad Behaviors of Health Staff 44 24 68
2. Did not have access to the Toilet 1 0 1
3. Did not receive foods 18 8 26
4. Did not receive funeral cost 2 0 2
5. Did not receive regular foalowance 3 2 5
6. Did not receive reguldransportationallowance 1 2 3
7. Did not receive services 2 1 3
8. Did not receive transportation 44 3 47
9. Health Staff Request Use of Private Clinic 1 0 1
10. Long waiting period 9 3 12
11. No health staff accompany patient in ambulance 0 1 1
12. No health staff on duty 3 0 3
13. Patient paid for services fee 7 2 9
14. Quality of health services is Low 8 3 11
15. Request additional services fees 23 9 32
16. Request to buy additional drug/medical supplies 19 14 33
17. Request to buy blood 5 0 5
18. Spent personal money for transportation 1 0 1
19. Toilet not cleaned 7 2 9
20. Unoffical payment requested 25 5 30
21. Unofficial Payment Due to Fear of Negligence 2 3 5
22. Unofficial Payment Due to to get quick service 10 1 11
Total: 235 83 | 318
Complaint Categories by Gender (Mduly 2017) at HC and FDH
Category Female| Male | Total
1. Bad Behaviors of Health Staff 7 2 9
2. Did not have access to the Toilet 0 0 0
3. Did not receive foods 2 0 2
4. Did not receive funeral cost 0 0 0
5. Did not receive regular fooallowance 0 0 0
6. Did not receive regular transportati@lowance 0 0 0
7. Did not receive services 1 0 1
8. Did not receive transportation 24 0 24
9. Health Staff Request Use of Private Clinic 0 0 0
10. Long waitingeriod 0 0 0
11. No health staff accompany patient in ambulance 0 0 0
12. No health staff on duty 2 0 2
13. Patient paid for services fee 3 0 3
14. Quality of health services is Low 0 1 1
15. Request additional services fees 8 0 8
16. Request to bugdditional drug/medical supplies 4 0 4
17. Request to buy blood 0 0 0
18. Spent personal money for transportation 1 0 1
19. Toilet not cleaned 2 0 2
20. Unoffigal payment requested 10 1 11
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21. Unofficial Payment Due to Fear of Negligence 1 2 3

o
N

22.Unofficial Payment Due to get quick service 2

Total: 67 6 73

Complaint Categories by Gender (Mauly 2017) at RH and PRH

Category Female| Male | Total
1. Bad Behaviors of Health Staff 31 20 51
2. Did not have access to the Toilet 1 1
3. Did notreceive foods 16 22
4. Did not receive funeral cost 2 2
5. Did not receive regular foalowance 3 5
6. Did not receive regular transportati@iowance 1 3
7. Did not receive services 1 2
8. Did not receive transportation 19 22
9. Health Staff Request Use of Private Clinic 1

10. Long waiting period 10

11. No health staff accompany patient in ambulance

»

13. Patient paid for services fee

1
7
0
12. No health staff on duty 1
4
7
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=

14. Quality of health services is Low 9
15. Request additional services fees 10 19
16. Request to buy additional drug/medical supplies 7 12
17. Request to buy blood 5 5
18. Spent personal money for transportation 0 0
19. Toilet not cleaned 5 7
20. Unoffigal payment requested 14 18
21. Unofficial Payment Due to Fear of Negligence 1 2
22. Unofficial Payment Due to get quick service 6 7

Total: 142

(@)
D
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Annex 4: Documents Reviewed

Cambodian Government Documents:

Mi nistry of Health (MOH). “Gender Mainstreami ng¢
Health (2012 018) . Royal Government of Cambodia. .

Ministry of Health (MOH) Cambodi a, Ministry of
“Clinical ldreaging) blealth ICard for WonMn Subjected to Intimate Partner

Violence or Domestic Violence.” Royal Govern
Ministry of Health (MOH) Cambodia, PMNCH, WHO, World Bank, AHPSR, and participants in
the Cambodia mukstakeholder policyrave w. “ Success Factors for V
Children’s Health.” 2014.
Ministry of Health (MOH) Cambodi a, UNFPA. “ Nati

Against Women and Children in the Health Sys

Mi ni stry of Women’ s Af ftadSummafy,anwdd)a Géhdemb odi a. “ I
Assessment: Leading the Way; Gender Equality
Government of Cambodia. 2014.

- “National Action Plan To 20éd8eént Roghéence Ac
Government of Cambodia. 2014.

---. adtiodal SurveyonWomehsle al t h and Life Experiences Camboa
of Cambodia. 2015.

- “Neary Ratnak 1 V: Cambaedilan .Ge rRbegral StGoavtea gnint
Cambodia. 2014.

-  “Policy Brief 5, iaGeGededre ra nAds steesasintem:t . Ca nRbooyda |
Cambodia. 2014.

- “Policy Brief 9, Vulnerable Groups of Women
Royal Government of Cambodia. 2014.

National AIDS Authority. Cambodia Country Progress Report: MonitaoggeBs Towards the
2011 Political Declaration on HIV and AIDS. 2015.

National Committee for Sublational Democratic Development, Strategy and Action Plan to
Increase Women in SNA Management Positions (ZDIB), 19 May 2017.

National Institute of Statistc s ( NI ' S), Ministry of Planning ( MOF
Mi gration in Cambodia.” Royal Government of

The Social Protection Coordination Unit, Council for Agricultural and Rural Development
Cambodia. “An Expl or leesbiamsnGay dnd Bamsgeénder Excl usi o
Persons in Families and Communities in Some Areas of Cambodia and Their Ways of
Coping.” 2013.

H-EQIP Related Documents:

“Di sbursement Linked Indicators (DLI) Operatiort
Improvement Proet( HEQI P) . 4 Nov. 2016. Print.

“Heal th Equity Fund (HEF) Operational Manual: I
Project(HEQI P) . " 4 Nov. 2016. Print.

HEQI P. *“Indigenous Peoples Planning Framewor k (
Improvement(HEQP) Pr oj ect Suppl ement al Il ndi genous [
Consultations.” 4 Feb. 2016.

Social Assessment: He a | tERQIP)EPmjedt Sugplememtdl Qu al i t
I ndi genous Peoples’ and Ethnic Minority Cons
“ &vice Delivery Grants (SDG) Operational Manual: Health Equity and Quality Improvement

Project(HEQI P) . " 4 Nov. 2016. Print.
The World Bank. “lnternational Devel opment Assc
Health Equity and Quality ImpvementPrag ct . * 28 Apr . 2016.

Utilization and Impact of Health Equity Funds (HEFs): Improving Entitled Benefits Uptake by the
Poor. The World Bank. 20 Jun. 2016.

51



HSSP2 Related Documents:

Implementation Completion and Results Report for a Second Health Septmrt Program
The World Bank, 2016.

“Project Appraisal Document for a Second Heal t'
Print.

Cambodia Health Sector Documents:
Annear, Peter Leslie et al. “The Kingsleom of Car
Annear, Bart Jacobs, and Matthias NachtneBelalth Systems in Transitiér2 (2015).

Development Partner Documents:

ADB.Cambodia Country Gender Analy&i812.

BreoganConsulting. Research on Indigenous Parenting Practices Across the Generations. Plan
International Cambodia. March 2017.

Brown, EleanorCrossing the River and Getting to the Other Side: Access to Maternal Health
Services amongst Ethnic Minority CommunaitieRattanak<iri Province, Cambodia
Health Unlimited, 2005.

CARE. “Draft Guide for Conducting Research wit!l
Provinces.” Print.

Ending Violence Against Women In Cambodia (EVAW Program): Second Progress Report
AusAid 2016.

Frieson, Kate Grace et &l.Gender Analysis of the Cambodian Health SeCambodia:

AusAID, WHO, MOH, 2011.

Health UnlimitedIndigenous Women Working Toward Improved Maternal Health: Ratanakiri
Province, Cambodi2006. Action Research to Aabany Initiative (ARAI) Project Update.

HelpAge InternationaDiscrimination against Older Women in Cambod&il3. Committee on
the Elimination of Discrimination against Women F8iyth Session 30 SeptemHks
October 2013: Examination of the Combinedifh and Fifth Periodic Report for
Cambodia.

JICA. “Cambodia Country Gender Profile.” Mar. .

JohnsorAWelch, Charlotte, Veasna Chea, and SamkollsgD/Cambodia Gender
Assessmenthnom Penh, Cambodia.: USAID, 2010.

Mauney, RobinGendefrBased Vilence in Ethnic Minority Communities: Ratanak Kiri Province
CARE Cambodia, 2015.

Nicewinter, John Paul, Lachlan Bruce, and lan Rarvid&rm Evaluation Report
Reproductive, Maternal and Neonatal Health Knowledge, Attitudes and Practices among
Garment BEctory WorkersMOH, AudAID, CARE, Marie Stopes International Cambodia,
Save the Children, 2016. Partnering to Save Lives.

Ozano, Kim. PSL Evaluation Report. Behaviour Change Communication Activities in the North
East of Cambodia. June 2016.

Partnering toSave Lives (PSCpnsultant Report: Financial Barriers to Accessing Reproductive,
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Annex 5:Program of Events of HQIP Gender Assessment Workshop

November 24, 2017

Venue: Sunway Hotel, Phnom Penh

Time Event | Respamisible
Opening of Workshop and Key Findings
8:008:25 | Registration WB
8:25 8:30 | Welcome to the workshop and national anthem| Dr. Vong Sathiarany,
MOH
8:308:40 | Introductory Remarks by WB Somil Nagpal, WB
8:408:45 | Welcome remarks by DFAT BenitaSommerville, DFA
8:45 8:55 | Remarks by1.E. Mrs Khieu Sereyvuthea, MoWA H.E. Mrs Khieu
Sereyvuthea
8:559:05 | Opening remarks bM.E. Pen Ricksy, MOH H.E Pen Ricksy, MOH
9:059:35 | Gender inequality and health in Cambodia: key| Deb Thomas
findings
9:359:50 | Tea and Coffee Break
Recommendations for HEQIP
9:50- H-EQIP component 1 (Strengthening Health Erik Caldwell Johnson
10:05 Service Deliverykey findings, recommendations
10:05 Question and Answer Session Erik Caldwell Johnson
10:20
10:20 H-EQIP component 2 (Improving Financial Deb Thomas
10:35 Protection and Equity): key findings and
recommendations
10:35 Question and Answer Session Deb Thomas
10:50
10:50 H-EQIP component 3 (Ensuring Sustainable an| Erik Caldwell Johnson
11:05 Responsive Health Systems): key findings and
recommendations
11:05 Question and Answer Session Erik Caldwell Johnson
11:20
Group Work and Prioritization of Actions
11:20 Groupwork Group work
12:00 - Divide into groups based on project
components
- Review the recommendations of the
study for each project component and
identify priority actions
12:001:30 | Lunch break
Group Feedback and Discussion
1:30-2:15 | Group work and preparation faeporting back | Group work
2:153:15 | Plenary session: groups feedback on findings a Group work
present priority actions by project component
3:153:30 | Tea and Coffee Break
Closure and Recommendations
3:30-3:45 | Summary of discussions Prof. Tundrathavy,
Director of NMCHC, MOH
3:454:00 | Closing Remarks By.E. Prof. Tan VouchChheng H.E. Prof. Tan

MOH

VouchChheng, MOH
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Annex 6:List of Participants at HEQIP Gender Assessment Workshop

aAyAadNE 2F eveWASY Qa ! TFI ANA
H.E. Mrs. Khie8ereyvuthea, Advisor, MOWA
Leng MonipheapDeputyDirector,Women and Health DepartmentyloWA

Ministry of Health (MOH)

H.E. Prof. Tan Vuoch Chheng, Secretary of State, MOH

H.E. Pen Ricksy, Undersecretary of State, MOH

Dr. MeySambo, Director, Department of Personnel, MOH

Dr. Kol Hero, Director, Department of Preventative Medicine, MOH

Dr. Vong Sathiarany, Deputy Director, Preventative Medicine Department, MOH
Mr. Nun Sowathana, Deputy Director, Department of AdministrationHVO
Kong Situon, Chief of Bureau, MoH

Chhay Phearom, Officer, MOH

Dr. Khwn Eng Mony, Quality Assuranc#i€e Consultant, MOH

Dr. Khuon Vibol, officer,-BQIP

Mr. Korm Piseth, Administration and Logistics Assistaifit(HP

Ms. Puy PiseyDeputy Director of PHD in Mondulkiri

Dr. Khut Sothina, Deputy Director of PHD in Stung Treng

Dr. Men Bunnan, Deputy Director of PHD in Kampong Cham

Pin Sophea, Chief of Administration of PHD in Battambang

Sang Kunthealeyeputy Chief of Technical Bureau of PHD in Kandal
Pech Seima, Deputy Chief of Technical Bureau of PHD in Kratie

Ly Keothida, Deputy Chief of Food and Drug Office of PHD Kampot

National Maternal and ChildHealth centre
Dr. Tung Rathavy, Director, Natidm#aternal and ChiltHealth centre
Dr. Prak Sophonneary, Deputy Director, National Maternal and Bbatth centre

University ofHealth Sciences (UHS)
Dr. Kim Sothea/ice Dean, UHS

KhmerSoviet Firenship Hospital
Mrs. Chen Sokha, Officer

Ministry of Planning (MoP)
Sa Chivan, Deputy Director of ID Poor Department, MoP

Development Partners

Dr. Etienne Poirot, Chief Child Survival and Development, UNICEF

Dr. Richard James, Consultant for Human Resources for Health, WHO
Sochea Sanroject Management Sgialist Reproductive Health/ Family Plannid@gAID
Dr. Sok Sokun, Program Officer, UNFPA

Mr. Harald Huettenrauch, Country Director, KfW

Mr. Rong Rattana, Specialist, KOICA

Lee Jiin Kim, Young Professional, KOICA

Ms. Benita Sommerville, First Secretddgvelopment Cooperation, DFAT
Dr. Premprey Suos, Program Manager Health, DFAT

Ms. Deborah Thomas, Consultant, DFAT

Dr. Somil Nagpal, Senior Health SpecialigEP TTL, WB
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Mr. Erik Johnson, Senior Social Development Specialist, WB

Ms. Nareth Ly, Seniorhlth Specialist, WB

Dr. Sao Sovanratnak, Health Analyst, WB

Ms. Van Voleak, Health Analyst, WB

Ms. Priya AgarwdHarding, Consultant,-HQIP Pooled Fund Coordinator, WB
Ms. Sreytouch Vong, Consultant, WB

Ms. Ponnary Pors, Consultant, WB

Civil SocietyOrganizations

Ms. Anne Rouve Khiev, Coordination and Learning Unit Director, Partnering to Save Lives
Ms. Long Molen, CamASEAN Youth Future

Chhom Thevy, Director, CamASEAN Youth Future

Mr. Chivorn Var, Executive Director, RHAC

Ms. Amy WilliamsonCountryDirector,Marie StopesCambodia

Ms. Soklay Loung,d4d of Public Private partnerships, Marie Stopes Cambodia
Ms. Abigail Beeson, Health and Nutrition Specialist, Save the Children
Dr.Sun NasyTB Technical Team LeadeACHA

Joanne Fairley, Country Diter; CARE

Phalla Mey, Senior Program Manager, CARE

Dr. Me&k Weng,Provincial Programme Managétealth Poverty Action

Ms. Sun Sopheak, Deputy Director, URC
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Annex 7 Summary of Results from Group Work at Gender Assessment Workshop

A consultative workshop was conducted on 24 November, 2017 to obtain feedback on the findings and recommendations oéthesgessiment

by key HEQIP stakeholders, and in particularm tbriority actions to be included in a plan of action for addressing gender gaps in the project and in
related health sector activities. The workshop was conducted at the Sunway hotel in Phnom Penh and attended by represeatatikie Ministry

of Healh, including regional representatives from Provincial Health Departments from Kratie and Mondulkiri, where the gendereagsgasm
conducted; Ministry of Women’s Affairs; Uni ver si tyanzdtionsithaaweteh Sci er
consulted as part of the assessment.

As part of the workshop, participants were asked to divide into small groups and review the recommendations made inrthiy @gect

component and rank the level of priority and difficutyf each acti on, with “5” being the highest |
were also asked to discuss the feasibility and challenges of implementing each Actioms were classifidgdto three categoriesas a priorityto be
undertaken within HEQIP, to be carried out withinr EQIP if feasible, or beyond the scope eE®IP Participants were asked tdentify one top

priority action for implementation along with the responsible party. Participants were encouraged to make any estadiom actions or suggest

new actions they felt should be prioritized. The results of these group prioritization exercises are summarized in thelablasd were used to

refine the proposed actions listed in the report by proposed actions to besimghted by HEQIP and actions that are beyond the parameters of the
project but vital for increasing the gender responsiveness and equity of the public health system

Overall, most actions were ranked highly in terms of priority (4 or 5), althougrsle¥€ifficulty varied. Groups reported that in choosing which
action should be top priority, focus was given to those actions of highest priority and lowest difficulty, which wouldtimpfar implementation.
Top priorities identified by groups inded:

1. Integrating respectful and empathetic communication into relevant parts of the NQEMT and process. This included twaagtjons f
updating the template of individual performance evaluation for health staff and questionnaire for client interviaalude staff behaviour
regarding politeness and nedliscrimination to the poor, ethnic minority, disable, and LGBTI patients, and (2) integrating respectful and
empathetic communication including the principles of Adiscrimination, compassion, social limsionand nortblaming of victims into the
NQEMT coaching tool and develop related job kidias suggested to combine both of these suggested astsrthey both focused on
communication skills and were deemed as feasible within the projtiong andraining of ethnic and indigenous staff was also considered
very important to increase staff retention as well as improve access and communication to patients, however, this wasecotosinke
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more difficult to achieve based on past experiences of wayggbarticipants and due to the often lower levels of education among these
population groups.
2. Arrangements to facilitate transportation for HEF patients, either through increasing HEF transport allowances to reffleictosaior
introducing other demandgide financing mechanismer through community transport arrangements that mobilise transporters and
community leaders to take responsibility for essential or emergency transport ecagreed terms. Also prioritised was further analgtic
work to identify which categories of the poor are benefitting from HEF including by sex of beneficiary, sex of househaddgraghical
isolation, disability, ethnicity and age. This was deemed feasible as existing data is available from the PMRS.
3. Interms of health infrastructure, ensure that space for a waiting room, gme postdelivery, is included in the design of health centres in
remote areas, and if not, contingency plans be made to accommodate this. This was deemed essential to itilizatisa and access to
health services, as well as to respond to the RGC’s policy on ¢
4. Revisethe EQI P Results Framework indicators to include sex dludgaggr e
subindi cat or “per cent agThiswab deanted feakibleaas existingodaia is dvailable from the PMRS.

Score level of priority:

Lowest Priority: 1 2 Medium Priority: 3 4 Highest Priority: 5
Level of difficulty:

Least Difficulty: 1 2 Medium Difficulty: 3 4 Highest Difficulty: 5
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Component 1: Strengthening health service delivery

H-EQIP Component 1: Strengthenihgalth service delivery

Issue 1:

NQEMP are not directly sensitive to gender and social inclusion issues and socially inclusive communication and cdrquadifyanealth

expectations of quality of care and factor findings into {
design of NQEMT Client satisfaction tool or Impact
Assessment.

care.
Score Level of
Action level of | difficulty Listdifficulties/challenges in Implementation
priority (2-5)
(1-5)
Priority Actions for HEQIP
1. Emphasize and monitor the requirement in the annual | 5 1 As existing staff (midwives) are already available
instruction for conducting NQEMP to have at least one OD/PHD levels, there is no strong constraint.
woman (at least one midwife) in each assessment teatr
2. Update template of individual performance evaluation { 5 4 Information from client interviews may not be
health staff and questionnaire for client interview to reliable by themselves
include staff behaviour regarding politesgand non
discrimination to the poor, ethnic minority, disable, and
LGBTI patients
Additional Actions for HEQIP if Feasible
1. Undertake a study on gender differences in user 4 2 If funding and technical support is available, this w

not be hard to do.
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Aim for 50% of assessors being women for the
assessment at HC level and at least 20% for the
assessment at the RH level.

There are adequate staff at OD level and
transportation to enable this.

Introduce a sukool or set of questions on the
implementation and quality of outreach for those healtt
centres that cover large or difficult to reach geographic
areas. Weight scores in areas that use additional sub
tools to allow for comparison with other areas.

This should be possible if time permits and there i
sufficient expertise.

Integraterespectful and empathetic communication
including the principles of nediscrimination,
compassion, social inclusion and Amlaming of victims
into the NQEMT coaching tool and develop related job
aid.

Suggest to combine this with Action number 2 on
staff behaviour( Update template of individual
performance evaluation for health staff and
guestionnaire for client interview to include staff
behaviour regarding politeness and non
discrimination to the poor, ethnic minority, disable
and LGBTI patients”

Proposed Action Beyond4HQIP

1.

MoH’s Community Particip
line with the national strategy on decentralisation and
deconcentration, and gender responsiveness
strengthened including balanced gender representatio
in HCMC.

Possible to do if MOH wish to revisit and update t
Community Participation Policy.
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Include female participation as part of the assessment
criteria on the functioning of HCMCs with a target of 5(
of female members.

There may not be sufficient female staff to allow
50% female participation at HCMC.

Include gender and social inclusion in PHD and OD
assessment criteria and scoring (see specific suggesti
below visa-vis women in management).

Issue 2:

Client satisfaction tool has limitations. It may expose female clients selected for interview to harm if they reportitlieir GR Q& 2 N

YSYOSNR&a LIK2YS ydzYo SN A
engender honest feedback.

NEtAFOofS Ay trsloiviiesdectedNiBrit

Priority Actions for HEQIP

1. Female assessors take responsibility for phoning femg This should be possible; no constraints were
clients and male assessors for male clients. identified.
2. Ensure training of all assessors on the potential risks @ This should be remphasized iraining of

telephone interviewing clients, how to sensitively
introduce themselves and the purpose of the call, and
how to manage any negative tensions the call may cre

aSSessors.

Additional Actions for HEQIP if Feasible

1.

Review alternative approaches to telephone interviewi
including linking client satisfaction to ISAF community
scores where ISAF is operational, third party survey or
HEF Promoters to odluct client satisfaction at the
household level.

This will require more time, human resources, ang
funding. House to house interviews are very time
consuming and require resources and human
resources.
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Proposed Action Beyond4HQIP

1. Introduce atoll-free number that clients call at their 3 4 Telephone calls are challenging as telephone
convenience. networks are unreliable and quality of the voice is
sometimes variable.

Issue 3:

Service delivery grants do not reward actions that resporsbtial inclusion

Priority Actions for HEQIP

1. Increase allocation of SDG performance grants to heal 5 5 Concern over whether the SDG alone can providg
facilities in remote/difficult to access areas for improve enough budget to respond to the needs of HCs in
quality of and access to health service delivery. remote areas, especially in rainy season and due

communication constraints with minority groups.

Issue 4:

There is a large gap in the number of indigenang ethnic minority people trained and hired by the health service given the challenges
retaining nonethnic staff in nortkeastern provinces and the greater acceptability of ethnic staff among ethnic users, in particular, preg
women who are encoaged to give birth at health centres.

Proposed Action BeyondHQIP

1. Include progress in training and hiring of indigenous ar Many IP students are not able to pass the nationa
ethnic minority health workers in the nortbast in policy | 5 2 entrance exam, which is the standard and does n¢
dialogue. take into consideration differences of IP groups. Ir

Mondulkiri, many students have completed trainin
by failed the exam (20 trained, only 2 passed the
exam).




Request to have more IP staff and prioritize those
that pass the exam, as this will help with staff

retention of health workers in areas populated witl
IP.

2. With other government agencies, consider scholarship
and other financial incentives to keep young ethnic
people in school to prepare a pipeline of potential
students for the health service.

Many issues increase the likelihood that ethnic
minority andIP students drop out of school and he
generate income for their households. Seasonal
demands (harvest season) also play a role, as we|
different cultures and belief systems.

3. Consider offering foundation programs or special
coaching services fotuglents from ethnic minority
backgrounds especially girls, to prepare them to comp
in national entrance exams for national and regional
training places.

It may be difficult to find girls to join these
foundation programs due to differences in culture
and beliefs and the fact that many IP girls marry
early.

Issue 5:

Very low numbers of women in leadership positions at provincial and OD levels hasisgilicasons for the performance of the
organisation and creating the environment and conditions for future female leaders and gender equality in the healtalsratdorice.

1. H-EQIP development partners advocate for women
leadership development meases in health sector policy
forums. Successful examples of efforts to promote fem

There is political support from the Prime Minister {
promote more women in leadership positions.
Advocacy for more women in ODs will be importa
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leadership in the health sector from other countries to
shared. The largest constraint is often the family of the

woman/ cultural barriers to women having
leadership rols.

Issue 6:

Health managers, providers and quality assessors have limited understanding of what gender responsive and socialtyomaotusiieation
and service delivery is and why it is important, and how to communicate in a respectful and empedlietic

1. Develop a gender and social inclusiossarvice training | 5 1 This kind of training has been conducted before in
module including empathetic and respectful Cambodia and can be done.
communication, supporting job aids and training
materials.

Issue 7:

Threats to female staff security affect staff retention and the availability and quality of health care.

1. Undertake a study on how female staffs cope with 5 2 --
security concerns in different environments and the
various strategies being used tatigate security issues.
Share good practices with PHDs, ODs and facilities.

List any changes or additional actions that you would like to include in Component 1:

For 1 SQHEMP aréd rot'directly sensitive to gender and social inclusi@s iaad socially inclusive communication and care as part of quality
KSFfOK, ObNBgestion to combine actions 2 (“Update templ at ércbeht i ndi v
interview to include staff behaviour regding politenessandnedi scr i mi nati on to the poor, ethnic mino
(“"I'ntegrate respectful and empat he t-discrimmaionncanpassiantsocalmclusioncahdeb@mingg t h e
ofi ctims into the NQEMT coaching tool and develop related job aid”
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1 top priority action overall for Component 1:
Responsible:

Update template ofndividual performance evaluation for health stgq --
and questionnaire for client interview to include staff behaviour
regarding politeness and negliscrimination to the poor, ethnic
minority, disable, and LGBTI patients

AND

Integrate respectful and empa#itic communication including the

principles of nordiscrimination, compassion, social inclusion and
non-blaming of victims into the NQEMT coaching tool and develop
related job aid

Component 2: Improving financial protection and equity

Two groupsvorked on scoring the actions for Component 2. The result from both gr@rpsp A and group B3 below.

H-EQIP Component 2: Improving financial protection and equity

Issue 1:

Gaps in analytical work undertaken on who is benefitting from HEF.

Score Level of
Action level of | difficulty List difficulties/challenges in Implementation
(1-5)




priority
(1-5)

Priority Actions for HEQIP

1. Further analytical work to identify which categories ¢ 3 (A) 5(A) Existing data is collectecheethnicity through PMRS, s
the poor are benefitting from HEF including by sex ¢ this should not be difficult to do.
beneficiary, sex of household head, geographical |5 (B) 1(B) It should be decided how these analytical works will
isolation, disability, ethnicity and age. used, as HEF has equal benefits for all poor. It woulg

put more burden on health facilities to record
additional data and more trainingnay be needed on
this.

2. Qualitative research in specific target areas to 3(A) 1(A) The scope of work is large and extra human resourc
understand the factors that drive low HEF utilisation and financial resources will be needed. Who will fung
inform programmatic responses. 5(B) 3(B) this process?

Additional Actions for HEQIP if Feasible

1. Assessment of the functioning of the pd&tPoor 4(A) 3(A) This may be difficult to identify andethodology for
mechanism and the extent to which it is providing the study would need to be thought through (i.e
protection to poor people who have missed out on | 2 (B) 4(B) secondary or primary data collection).

IDPoor, including potential LGBTI beneficiaries who
may have faced discrimination.

Issue 2:

To make HEF Promoters effective agents in raising awareness of HEF benefits.

Priority Actions for HEQIP
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1. Ensure TOR for HEFallow for HEPS to use existing | 5 (A) 4 (A) This is an existing standard for the HEBO just needs

structures and networks to raise community to be enforced.

awareness of HEFs; travel to remote and difficult to| 5 (B) 1(B)

reach areas where HEF utilisation is low; launch dir¢ Feeling that the scope may be too much for the HfEF

awareness raising activities to highly marginalise to manage and requires adequate financial resource

populations. for the HEFP to travel. It may be difficult to recruit the
HEFP who can perform all of these functions and the
number of HEfP may not be enough toower all areas
of the country.
PHD and health facilities are not able to perform thes
tasks in addition to their other duties, so who will taks
this on after HEfP? Suggestion to outsource this
function to an NGO.

. Induction/orientation training for the HEP to include | 5 (A) 2 (A) This may require capacity building on behalf of the
effective and empathetic interpersonal trainers. There is a lack of government guidelines on
communication, how to foster trust and openness ar 5 (B) 2 (B) proper communication with patients.

treat all people with respect and fairness, gender
equality and social inclusion, patient and provider
rights, and barriers to accessing services that poor,
women, adolescent girls, LGBTI and excluded
populations face. For provinces with high numbers ¢
ethnic minorities, orientation to include traditional ar
cultural beliefs of ethnic minority populations andwa
this affects health access and health outcomes.

Will require followup with HEFRPs/ results targets.
There is a lack of financial resources to support the
training.

Additional Actions for HEQIP if Feasible
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1. In the four northeastern provinces give preference t( 5 (A) 3(A) May require further capacity building support.
hiring ethnic HEF Promoters.

5(B) 3(B) The provinces do not have only one ethnic group, sq
having only one ethnic HEFmay not be sufficient.
Priority should be given to hiring ethnic HERvhere
possible as it is important to make sure that the
population is well represented.
Highly educated IP do not apply for the role of HEF
due to limited salary.
Younger IP should be given preference when selecti
HEFP because they are fluent in both languages whi
the older generation often cannapeak Khmer.

2. Apply the norm of three HEF Promoters per referral| 4 (A) 3(A) This will depend on the operational budget and
hospital flexibly so that more can be hired where availability of human resources. With existing budget
utilisation is very low and existing community 5(B) 1(B) will be challenging to hire more HEF-
mobilisation structures are weak.

3. Aim for gender balanced teams of two women and | 5 (A) 4(A) There are advantages and disadvantages to having
one male HEF Promoter per referral hospital. male and female HEF. Female HEFF may have

5(B) 3(B) difficulty traveling to remote areas while male HEF

will have difficulty raising awareness, especially whe
they have to talk about RMNCH tanfale clients.

It may be challenging to recruit women HEF
especially in areas with many remote areas (ex. Forr
highlands), as it is more difficult for women to travel.
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will depend on the availability of human resources by
each province.

HEFP recruitment is now underway, so it will be
difficult to change the process.

Issue 3:

The limitations of HEF and SDG to reduce the equity gap in priority national health indicators such as institutionahdelivety areas.

Priority Actions forH-EQIP

2. Increase HEF transport allowances to reflect marke| 5 (A) 5(A) Requires budget allocation from higher level
cost or introduce other demand side financing government or from donor partners.
mechanisms such as vouchers. 5(B) 2 (B)

3. Through SD@ncourage and reward actions that: (i) | 5 (A) 5(A) Staff constraints at health facilities in providing servig
Enhance outreach or mobile health services that in terms of time and capacity. Health posts may have
regularly take health workers to remote populations| 5 (B) 4(B) limited ability to conduct outreach independently.
and target indigenous and ethnic minority peoples; Outreach guidelines are @ not implemented due to
Strengthen the existing health posts to more lack of funding.
effectively re@h the remote communities they serve

Additional Actions for HEQIP if Feasible

1. Provide cultural sensitisation and diversity training t( 2 (A) 5(A) Depends on staffvailability, financial and human
health staff in areas with indigenous and ethnic resources.
populations. 2 (B) 2(B)

Many locahealth centrestaff know about the culture
and traditions of IP already. Demand side constraints
terms of IP not accessing the services or not being

allowed to access services due to cultural dfsli
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Proposed action beyond HQIP

1. Community transport arrangements that mobilise | 5(A) 5(A) These arrangements have been tried several times i
transporters and community leaders to take the past, such as through UNICEF and JICA support
responsibility for essential or emergency transport g 5 (B) 5(B) projects focusing on reducing maternal deaths, but
pre-agreed terms. have so far been unsuccessful due to issues with

contracts and cost restrictions. Transport suppliers

often are not satisfied with their negotiated transport
fee and demand a different rate or are not available
when needed, making them unreliable. Some supplig
will refuse to take severe cases due to fear of bad lu

List any changes or additionattons that you would like to include:
No changes identified.

Top priority for component: Responsible:

GroupA: Increase HEF transport allowances to reflect market costf MOH and FEQIP partners
introduce other demand side financing mechanisms such as vouc

GroupB: Community transport arrangements that mobilise
transporters and community leaders to take responsibility for Community, local authority (village chief, commune council) and
essential or emergency transport on pagreed terms. health centres




H-EQIP Component 3: Ensuring sustainable and responsive health systems

The component was divided into two groupthe first scored actions dealing withEERQIP DLIs, and health infrastructure, and the second scored
actions dealing with HEQIP Monitoring and Evaluation and Institutional and Implementation arrangements. This idgtle group work from both
groups are reflected in the table beloBeveral actions were not prioritized due to time constraints.

H-EQIP Component 3: Ensuring sustainable and responsive health systems

DLI 1 and DLI 2: preervice and irservicetraining

Integrate gender equality and social inclusion into DLI1 and DLI2

Score Level of
Action level of difficulty List difficulties/challenges in Implementation
priority (1-5)
(1-5)
Additional Actions for HEQIP if Feasible
1. Include gender equalitgnd social inclusion/diversity 4 3 -

training in the revised prservice training curriculum at
UHS. This would include practical training, and good
practice case studies and guidance notes on how heal
professionals can communicate and behave in a way t
issensitive to the differing needs of vulnerable and
excluded people including LGBTI persons and people
living with disability.

Proposed action beyond H£QIP
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1. Develop modules and training materials on gender anq 4 5 Very important but requires budget and human
social inclusion for a range of pa&d inservice training resources to do this.
programs.

2. Include inservice training modules on GBV and clinical 4 5 This would require a lot of work and budget

guidance on the treatment of survivors of intimate
partner and sexual violence infwe-service training.

support.

DLI 5: Payment Certification Agency (PCA)

Integrate gender and social inclusion into the values, operational guidelines and capacity of the PCA.

Priority Actions for HEQIP

3.

Include gender equality and diversity into the
organisational values of the PCA and operational
guidelines. Integrate gender equality and social inclusi
into the capacity building and training of PCA
management board and staff. Ensure any new
information systems to be established at the PCA incluy
sex disaggregated data as appropriate.

3

3

Health Infrastructure

Make infrastructure investments gender responsive.

Priority Actions for HEQIP

1. Ensure that space for a waiting room, pasd post

delivery, is included in the designloéalth centres in
remote areas, and if not, contingency plans be made t
accommodate this.

This is very important to increase utilization and
access, and respond to government policy on
gender equality.

Additional Actions for HEQIP if Feasible
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Undertake further assessment of the benefit and cost ¢
including dedicated female staff accommaida at

health centres in remote locations; this should include
consultations with female staff in these areas and
consideration of security and staff retention issues.

Monitoring and Evaluation

Improve the quality and analysis of s#igaggregated data and improve the evidence and analysis of data on health inequities.

Additional Actions for HEQIP if Feasible

1.

Include attention to gender and diversity in strengtheni
of the HMIS and PMRS reporting and analysis.

Requires time and commitment to improve data
reporting and analysis.

Proposed action beyond H£QIP

1.

Address gaps in the human resource management
information system to enable the efficient monitoring o
women in leadership at all levels, gender balamce
recruitment, deployment, training and promotion, ethni
diversity and the recruitment, deployment, training and
promotion of staff from ethnic minority backgrounds.

Strengthen the systems for reporting and tracking GB\
cases, and maintainindgret confidentiality.

Results Framework:

There is no gender specific indicator in the results framework or the measurement of health outcomes, which could mogetdeng. The
indicators are not sex disaggregated where reasonabkxpect them to be.

Priority Actions for HEQIP
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Revise the HEQIP Results Framework indicator to inclu
sex disaggregation of “u
HEF beneficiariimedéi.catdmc’
of which are women”.

Feasibleas existing systems are in place (PMRS

Revise HEQI P i ndicator “ Out pd
consultations (new cases
includeasub ndi cator “percent g

Increasing the number of results indicators woulg
require more time and commitment for reporting.

If CSES data permits, add a$ub d i ¢ aReduationtn
the share of households that experienced impoverishin
health spending during t

headed by a female”

As CSES is owned by Ministry of Planning (MOR
would require advocacy with MOP.

Additional Actions for HEQIP if Feasible

1.

Further disaggregate HEF utilisation data to include
indigenous and ethnicity, physical appearance of
disability, and province (these variables are included ir
the PMRS).

Further analysis of PMRS data to study the relationshi
between the distane between the residence of HEF
beneficiaries and their use of services in selected
provinces where remoteness is a multidimensional
barrier.

Institutional and Implementation Arrangements

Issue 1:
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Strengthen the linkage and synergies betweedv Lt | YR GKS ahl Qa Da! D IyR Dal't

Priority Actions for HEQIP

1. Include GMAG in reviews and monitoring GERIP (i.e. | 3 4
through engagement during and between
implementation support missions)

As the project is implemented as a team, this
should be done.

Proposed action beyond H£QIP

1. Undertake a functional task analysis of GMAG to asse] -- --
whether its structure, capacity, functionality and
resources are appropriat
objectives.

2. Technical support to the proposed GMAG functional tg -- --
analysiscapacity building of GMAG, reporting progress
against relevant GMAP indicators, and the developme
and implementation of the next GMAP for health.

Issue 2:

Strengthen the gender capacity of project management and implementing units

Additional Actions for HEQIP if Feasible

1. Technical assistance to QAO to support the inclusion ¢ -- --
gender equality, social inclusion and communication s}
into the on-going development of the NQEMT.

2. Forge linkages between MOH and other government | -- --
agencies pursuing women leadership development to
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share technical resources, leverage successful advocs
models and platforms, build crosectoral women
leadership networks, and draw on learning and
experience.

Proposed action beyond H£QIP

1. Support women leadership development in the health | --
sector. This may include soufouth exchanges with
successful women leadership mentors in the region,
women leadership training programs from the public at
private sectors, and male champion networks and poli
advocates.

List any changes or additional actions that you would like to include:

No changes identified.

1 top priority action overall for your group: Responsible:

Group 1:Ensure that space for a waiting room, pasd postdelivery,
is included in the design bkalth centres in remote areas, and if not,
contingency plans be made to accommodate this.

Group 2:Revise the HEQIP Results Framework indicator to include
sex disaggregation of ®“utilis
beneficiariesntdicanotrutipencsnol
wo men”

MOH/ HEQIP partners.

MOH/DPHI
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